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 receive 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
that 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: | Requested Date of Disenrollment:

X 101/

*Or the signature of the person authorized to act on your behalf under the laws of the state in which
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:
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Please read and check the box if the statement applies to you

Typically, you may only disenroll from a Medicare Advantage plan 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 these periods.

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

O | am joining a Programs of All-Inclusive Care for the Elderly (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 are 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 seven 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, ancestry, religion, sex, marital status, gender, gender identity, sexual orientation,
age or disability. Sharp Health Plan does not exclude people or treat them differently because of race, color,
national origin, ancestry, religion, sex, marital status, gender, gender identity, sexual orientation, age or
disability. A copy of the Nondiscrimination Notice can also be accessed at sharpmedicareadvantage.com.

Sharp Health Plan:

* Provides free aids and services to people with disabilities to communicate effectively with us, such as
qualified sign language interpreters.

* Provides reasonable modifications for individuals with disabilities, and appropriate auxiliary aids and
services, including qualified interpreters for individuals with disabilities and information in alternative
formats, such as braille or large print, free of charge and in a timely manner, when such modifications, aids,
and services are necessary to ensure accessibility and an equal opportunity to participate to individuals with
disabilities.

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

* Qualified interpreters and language assistance services, including electronic and written translated
documents and oral interpretation, free of charge and in a timely manner, when such services are a
reasonable step to provide meaningful access to an individual with limited English proficiency. If you need
these services, contact Customer Care at 1-800-359-2002 (TTY 711).

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, ancestry, religion, sex, marital status, gender, gender identity, sexual
orientation, age or disability, you can file a grievance with our Civil Rights Coordinator and Section 1557
Nondiscrimination Coordinator at:

+ Address: Sharp Health Plan Compliance Department, Attn: Director of Compliance and Regulatory Affairs
Department, 8520 Tech Way, Suite 200, San Diego, CA 92123-1450

* Telephone: 1-800-359-2002 (TTY 711)
* Fax: 1-619-740-8572
* Email: shpcompliance@sharp.com

You can file a grievance in person or by mail or 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 discrimination complaint if there is a concern of
discrimination based on race, color, national origin, age, disability or sex 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 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, 1-800-537-7697 (TDD).

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

IMPORTANT: Can you read this letter? If not, we can have somebody help you read it. You may also be
able to get this letter written in your language. For free help, please call Sharp Health Plan right away
at 1-858-499-8300 or 1-800-359-2002.

IMPORTANTE: ;Puede leer esta carta? Si no le es posible, podemos ofrecerle ayuda para que alguien se
la lea. Ademas, usted también puede obtener esta carta en su idioma. Para ayuda gratuita, por favor
llame a Sharp Health Plan inmediatamente al 1-858-499-8300 o 1-800-359-2002.
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Notice of Availability of Language Assistance Services and
Auxiliary Aids and Services (§ 92.11)

English

ATTENTION: If you speak another language, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide information in accessible formats are also
available free of charge. Call al 1-855-562-8853 (TTY: 711) or speak to your provider.

Espaiiol

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linguistica.
También estan disponibles de forma gratuita ayuda y servicios auxiliares apropiados para
proporcionar informacion en formatos accesibles. Llame al 1-855-562-8853 (TTY: 711) o hable con
su proveedor.
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Tagalog

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa
wika. Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang
magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 1-855-562-8853 (TTY: 711)
o makipag-usap sa iyong provider.

Viét

LUU Y: N&u ban noi ti€éng Viét, ching tdi cung cap mién phi cac dich vu ho trg ngdn ng. Cac ho trg
dich vu phu hop de cung cap théng tin theo cac dinh dang dé ti€p can cling dugc cung cap mién
phl Vui Iong g0i theo s6 1-855-562-8853 (Ngudi khuyet tat: 711) hoac trao déi véi ngudi cung cap
dich vu cda ban.”
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Deutsch

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur
Verfugung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in
barrierefreien Formaten stehen ebenfalls kostenlos zur Verfugung. Rufen Sie 1-855-562-8853
(TTY: 711) an oder sprechen Sie mit Inrem Provider.
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Francais

ATTENTION : Si vous parlez Francais, des services d'assistance linguistique gratuits sont a votre
disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des
formats accessibles sont également disponibles gratuitement. Appelez le 1-855-562-8853

(TTY: 711) ou parlez a votre fournisseur.

PYCCKWIA

BHUMAHWE: Ecnv Bbl roBOpUTE Ha PYCCKUIA, BaM AOCTYMHbI 6ecrnnaTHble YCIyrn S3bIKOBOWM
noaaep>xku. CooTBeTCTBYIOLLME BCOMOraTeibHble CpeAcTBa 1 yC1yr no npeAoctaBieHnto
nHGopmaLMn B AOCTYMHbIX popmMaTax TakxKe NpefocTaBnsatoTca becnnatHo. No3soHUTe No
Tene¢poHy 1-855-562-8853 (TTY: 711) nnmn obpatmtecs K CBOEMY MOCTaBLUNKY YCIYr.
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Italiano

ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre
disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati
accessibili. Chiama I'1-855-562-8853 (tty: 711) o parla con il tuo fornitore.

Portugués do Brasil

ATENCAO: Se vocé fala Portugués do Brasil, servicos gratuitos de assisténcia linguistica estao
disponiveis para vocé. Auxilios e servigos auxiliares apropriados para fornecer informacdes em
formatos acessiveis também estdo disponiveis gratuitamente. Ligue para 1-855-562-8853

(TTY: 711) ou fale com seu provedor.
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