
 
 
 
 

EXPIRED PATIENT’S NOTIFICATION 
 

 
PATIENT NAME: ___________________________   DOB: _______________ 
PATIENT ADDRESS: ______________________________________________ 
 
HEALTH PLAN: ____________________________ 
I.D. #: _________________________ 
 
DATE EXPIRED: _______________ 
 
 
The purpose of this form is to remove members name from the GNP/EMG 
eligibility reports.  This will eliminate families from receiving inappropriate mailings or 
marketing information and causing unnecessary anguish to the family. 
 
Please fax or e-mail the notification form to Judy Orzel at (949) 574-4437. 
 
Thank you in advance for your cooperation. 
 
Linda Licata 
Manager of UM Support Services 
Greater Newport Physicians 
(949) 574-4573 


