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1. In compliance with 907 KAR 1:320(14), The Kentucky Patient Access and Care System, this letter is to provide a 30 day notice of disenrollment for the following reason(s):

		Inability to adequately meet the member’s medical needs

		Incompatibility of the provider and patient relationship

		Member’s uncooperative or disruptive behavior interferes with the provider’s ability to give care to member or others

The member received an explanation in writing 30 days prior to disenrollment. Letter to member is provided and copy is attached (required). As agreed upon in the KenPAC contract, I will continue to provide or arrange for the provision of primary care and other medically necessary services and make referrals until the member is no longer assigned.



1. Please reassign members listed above as they are not patients of our facility and have never been seen at our facility.
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