
                                       

 
 

 
 

   
 

 

 

 

 

 

 

Sharp Direct Advantage® 

Individual Disenrollment Form  
If you request disenrollment, you must continue to get all medical care from Sharp Direct Advantage  
until the effective date of disenrollment. Contact us to verify your disenrollment before you seek  
medical services outside of Sharp Direct Advantage’s network. We will notify you of your effective date  
after we get this form from you. 

Please provide the following information 

Last Name: First Name: Middle 
Initial: 

o
o
o

 Mr. 
 Mrs. 
 Ms. 

Member ID#: Birth Date: MM/DD/YY 
( / / ) 

Sex o
o

 M 
 F 

Home Phone Number: 
( ) 

Please carefully read and complete the following information before signing and dating 
this disenrollment form 

If I have enrolled in another Medicare Advantage or Medicare Prescription Drug Plan, I understand 
Medicare will cancel my current membership in Sharp Direct Advantage on the effective date of that 
new enrollment. I understand that I might not be able to enroll in another plan at this time. I also 
understand that if I am disenrolling from my Medicare prescription drug coverage and want Medicare 
prescription drug coverage in the future, I may have to pay a higher premium for this coverage. 

Your Signature*: 

x 

Today’s Date: 

Reason of Disenrollment: Requested Date of Disenrollment: 

*Or the signature of the person authorized to act on your behalf under the laws of the State where
you live. If signed by an authorized individual (as described above), this signature certifies that: 

1. This person is authorized under State law to complete this disenrollment

2. Documentation of this authority is available upon request by Sharp Direct Advantage or by Medicare

If you are the authorized representative, you must provide the following information 

Name: Relationship to Enrollee: 

Address: Phone Number: 
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Please read and check the box if the statements applies to you 

Typically you can make changes to or disenroll from your current Medicare Advantage plan only 
during the annual enrollment period from October 15 and December 7 of each year and the open 
enrollment period from January 1 to March 31 of each year. There are exceptions that may allow you 
to disenroll from a Medicare Advantage plan outside of this period. 

Please read the following statements carefully and check the box if the statement applies to you. By 
checking any of the following boxes you are certifying that, to the best of your knowledge, you are 
eligible for an Election Period. 

o I have both Medicare and Medicaid or my state helps pay for my Medicare premiums.

o I get extra help paying for Medicare prescription drug coverage.

o I no longer qualify for extra help paying for my Medicare prescription drugs. I stopped receiving
extra help on (insert date) ._______________________ 

o

_______________________

I am moving into, live in, or recently moved out of a Long-Term Care Facility (for example, a
nursing home or long term care facility). I moved/will move into/out of the facility on (insert date)

.

o _______________________I am joining a PACE program on (insert date) .

o ______________________I am joining employer or union coverage on (insert date) _ .

o _______________________I am permanently moving out of the service area on (insert date) .

If none of these statements applies to you or you’re not sure, please contact Sharp Health Plan at 
1-855-562-8853 (TTY/TDD: 711) to see if you are eligible to disenroll. We are open Monday through 
Friday, 8:00 a.m. – 8:00 p.m. (From Oct. 1 – March 31, representatives are available 7 days a week, 8:00 
a.m. – 8:00 p.m.) After hours and on holidays, please leave a message and a representative will return 
your call the next business day. 

Sharp Health Plan is an HMO with a Medicare contract. Enrollment with Sharp Health Plan depends on 
contract renewal. ATTENTION: If you do not speak English, language assistance services, free of charge, 
are available to you. Call 1-855-562-8853 (TTY/TDD 711). 

Sharp Health Plan (HMO) es un plan de salud HMO que tiene un contrato con Medicare. La inscripción 
en Sharp Health Plan depende de la renovación del contrato. ATENCIÓN: si habla español, tiene a su 
disposición servicios gratuitos de asistencia lingüística. Llame 1-855-562-8853 (TTY/TDD 711). 
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Nondiscrimination Notice 
Sharp Health Plan complies with applicable Federal civil rights laws and does not discriminate on the 
basis of race, color, national origin, age, disability, or sex. Sharp Health Plan does not exclude people or 
treat them differently because of race, color, national origin, age, disability, or sex. 

Sharp Health Plan: 

• Provides free aids and services to people with disabilities to communicate effectively with us, such as: 

•  Qualified sign language interpreters 

• Written information in other formats (such as large print, audio, accessible electronic formats, or 
other formats) 

•  Provides free language services to people whose primary language is not English, such as: 

•  Qualified interpreters 

•  Information written in other languages 

If you need these services, contact Customer Care at 1-800-359-2002. 

If you believe that Sharp Health Plan has failed to provide these services or discriminated in another way 
on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with our Civil 
Rights Coordinator at: 

•  Address: Sharp Health Plan Appeal/Grievance Department 8520 Tech Way, Suite 200, San Diego, CA 
92123-1450 

•  Telephone: 1-800-359-2002 (TTY: 711) Fax: (619) 740-8572 

You can file a grievance in person or by mail, fax, or you can also complete the online Grievance/Appeal 
form on the Plan’s website sharphealthplan.com. Please call our Customer Care team at 1-800-359-2002 
if you need help filing a grievance. You can also file a civil rights complaint with the U.S. Department 
of Health and Human Services, Office for Civil Rights electronically through the Office for Civil Rights 
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. 
Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, 
Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TDD). 

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

Multi-Language Interpreter Services 
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