SHARP Health Plan

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 disenroliment. Contact us to verify your disenroliment 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 O Mr.
Initial: O Mrs.
O Ms.
Member ID#: Birth Date: MM/DD/YY Sex OM Home Phone Number:
OF

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

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

Your Signature™: Today's Date:
X
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 disenroliment

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:

H5386_2023 INDV Exhibit 10 Disenrollment Form_C Page 1



Please read and check the box if the statements applies to you

Typically, you may disenroll from a Medicare Advantage plan only during the annual enrollment
period from October 15 through December 7 of each year or during the Medicare Advantage Open
Enrollment Period from January 1 through 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 | recently had a change in my Medicaid (newly got Medicaid, had a change in level of Medicaid
assistance, or lost Medicaid) on (insert date)

O | recently had a change in my Extra Help paying for Medicare prescription drug coverage
(newly got Extra Help, had a change in the level of Extra Help, or lost Extra Help) on (insert date)

O | have both Medicare and Medicaid (or my state helps pay for my Medicare premiums) or | get
Extra Help paying for Medicare prescription drug coverage, but | haven't had a change.

O | 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). | moved/will move into/out of the facility on
(insert date)

O | am joining a PACE program on (insert date)

O I am joining employer or union coverage on (insert date)

O | was enrolled in a plan by Medicare (or my state) and | want to choose a different plan.
My enrollment in that plan started 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, 7:00 a.m. - 8:00 p.m. (From Oct. 1 - March 31, representatives are available 7 days a week, 7:00
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 inscripcidn
en Sharp Health Plan depende de la renovacion del contrato. ATENCION: si habla espafiol, tiene a su
disposicion servicios gratuitos de asistencia linguistica. 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.

Language Assistance Services

English: We have free interpreter services to answer any questions you may have about our health or
drug plan. To get an interpreter, just call us at 1-855-562-8853. Someone who speaks English/Language
can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que pueda
tener sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor llame al
1-855-562-8853. Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: i B2t 2B HIES - TR EHRE S T REREREMIRIGHTERISE 1 - RCHEEILE
IRf% - B 1-855-562-8853 « Ff 6T A A RIREABI - R —TURPERS -

Chinese Cantonese: MY YR Al REFASER - Rt FIFR Bt R HUEIEE IR - WRREEER
B > 3HEEE 1-855-562-8853 - H AR T HI N SRR R IGIe tHE) - B & THRER -
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Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang
mga katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha
ng tagasaling-wika, tawagan lamang kami sa 1-855-562-8853. Maaari kayong tulungan ng isang
nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos questions
relatives a notre régime de santé ou d'assurance-meédicaments. Pour accéder au service d'interprétation,
il vous suffit de nous appeler au 1-855-562-8853. Un interlocuteur parlant Francais pourra vous aider. Ce
service est gratuit.

Vietnamese: Chung t6i c6 dich vu thong dich mién phi dé tra 151 cac cau hoi vé chuong strc khoe va
chuong trinh thudc men. Néu qui vi can théng dich vién xin goi 1-855-562-8853 sé& c6 nhan vién noi tiéng
Viét giip d& qui vi. Dy la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem Gesundheits-
und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-855-562-8853. Man wird Ihnen dort auf
Deutsch weiterhelfen. Dieser Service ist kostenlos.

l_‘

Korean: YAl:= 9l & K3 i oFE ndlo) #3l AFo s =gz £ 5
AFUL Y AU ~E o] 8eteid M3} 1-855-562-8853 0.2 98]
A 2o = AJ U o] Mu)ae FRE gy

Russian: Ecniv y BaC BO3HVKHYT BONPOChl OTHOCUTE/IbHO CTPAaxXOBOro v MeANKaMeHTHOro MniaHa, Bbl
MOXeTe BOCM0/1b30BaTbCA HALLMMM BeCcnnaTHbIMK YCyramuy nepeBojyrkoB. YTo6bl BOCMO/b30BaTbCA
yc/lyramu nepeBoAulKa, No3BoHMUTe HaM no TenedoHy 1-855-562-8853. Bam okaxkeT MOMOLLb COTPYAHNK,
KOTOPbI FOBOPUT NO-pyccku. laHHasa ycnyra 6ecnnaTtHas.
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Arilae dadd oda eliaeluay 4 jall Gaaaty le addi 2 s 885Y-562-855-1 e W Juai¥ (5 5

Hindi: SAR HarGYT a1 &d1 Bt Ao & dR T 310 BRI 1l [RIA & SfaTe ¢4 & ¢l gUR Ur ghd Ui
JaTd ITAY g, T U TRIIA B & 1Y, 59 §H 1-855-562-8853 TR Tl 3. HIg q@ahd! ol gi-d! sierdl g
SIS} g I Jahdl 8. T§ U Hhd 9l 6.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul
nostro piano sanitario e farmaceutico. Per un interprete, contattare il numero 1-855-562-8853. Un nostro
incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servicos de interpretacao gratuitos para responder a qualquer questdo que tenha
acerca do nosso plano de saude ou de medicagdo. Para obter um intérprete, contacte-nos através do numero
1-855-562-8853. Ira encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta genyen konsénan plan
medikal oswa dwog nou an. Pou jwenn yon entépret, jis rele nou nan 1-855-562-8853. Yon moun ki pale
Kreyol kapab ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w uzyskaniu
odpowiedzi na temat planu zdrowotnego lub dawkowania lekdéw. Aby skorzysta¢ z pomocy ttumacza
znajgcego jezyk polski, nalezy zadzwoni¢ pod numer 1-855-562-8853. Ta ustuga jest bezptatna.

Japanese: Ut DR (R IR & Ham ATHT Z BT 5 TEMICBE AT A7 I~ B O@ERY — &
AMBHNET TSI - laRE THarIC 2 5I21E ~ 1-855-562- 8853 BHEEC LSV - HASEZETA#H
PEFRGTL £9 - ZhiEiEo— EATY -
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