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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 receive this form from you. 

Please provide the following information 

Last Name: First Name: Middle 
Initial: 

oMr. 
oMrs. 
oMs. 

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

Sex: o M 
o 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 
that 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: Requested Date of Disenrollment:

 /01/ 

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

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

o I 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 I was enrolled in a plan by Medicare (or my state) and I 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 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). 

Page 2 



H5386_2026 INDV Exhibit 10 Disenrollment Form_C

 
 
 

 

  

  
 

 
 

 

 

  
 

 

 
 

 

  

 

 

 

 
 

 
 
 

 

 
 

 
 

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. Además, 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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台語

تتت

한국어

日本語

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. 
Español
ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. 
También están disponibles de forma gratuita ayuda y servicios auxiliares apropiados para 
proporcionar información en formatos accesibles. Llame al 1-855-562-8853 (TTY: 711) o hable con 
su proveedor.
台語
注意：如果您說[台語]，我們可以為您提供免費語言協助服務。也可以免費提供適當的輔助工具與服務，
以無障礙格式提供資訊。請致電 1-855-562-8853 (TTY: 711) 或與您的提供者討論。」 

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. 
Việt 
LƯU Ý: Nếu bạn nói tiếng Việt, chúng tôi cung cấp miễn phí các dịch vụ hỗ trợ ngôn ngữ. Các hỗ trợ 
dịch vụ phù hợp để cung cấp thông tin theo các định dạng dễ tiếp cận cũng được cung cấp miễn 
phí. Vui lòng gọi theo số 1-855-562-8853 (Người khuyết tật: 711) hoặc trao đổi với người cung cấp 
dịch vụ của bạn.” 

 ةیبرعلا

 ریفوتلةبسانم تامدخو ةدعاسم لئاسو رفوت امك.ةیناجم لا ةیوغ للا ةدعاسم لا تامدخ كل رفوتسف ،ةیبرعلاةغاثدحت تنكا لل ذإ:ھیبنت
. ا ً  ناجم اھیلإ لوصولا نكمی تاقیسنتب تامولعملا

ثدحتوأ711(1-855-562-8853  ."ةمدخلامدقم ىلإ )
 مقرلا ىلع لصتا

̈ 

한국어 
주의: [한국어]를 사용하시는 경우 무료 언어 지원 서비스를 이용하실 수 있습니다. 이용 가능한 형식으로 
정보를 제공하는 적절한 보조 기구 및 서비스도 무료로 제공됩니다. 1-855-562-8853 (TTY: 711) 번으로 
전화하거나 서비스 제공업체에 문의하십시오."

日本語
注：日本語を話される場合、無料の言語支援サービスをご利用いただけます。アクセシブル（誰もが利用できる
よう配慮された）な形式で情報を提供するための適切な補助支援やサービスも無料でご利用いただけます。1-
855-562-8853 (TTY: 711)までお電話ください。または、ご利用の事業者にご相談ください。 

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 Ihrem Provider. 
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Français 
ATTENTION : Si vous parlez Français, des services d'assistance linguistique gratuits sont à 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 à votre fournisseur. 
РУССКИЙ 
ВНИМАНИЕ: Если вы говорите на русский, вам доступны бесплатные услуги языковой 
поддержки. Соответствующие вспомогательные средства и услуги по предоставлению 
информации в доступных форматах также предоставляются бесплатно. Позвоните по 
телефону 1-855-562-8853 (TTY: 711) или обратитесь к своему поставщику услуг. 
िहंदी 
!यान द&: य'द आप 'हदं, बोलते ह2, तो आपके 4लए 6नःशु:क भाषा सहायता सेवाएं उपल@ध होती ह2। सुलभ DाEपF म& जानकार, 
Dदान करने के 4लए उपयJत सहायक साधन और सेवाएु ँ भी 6नःश:क उपल@ध हु 2। 1-855-562-8853 (TTY: 711) पर कॉल 
कर& या अपने Dदाता से बात कर&। 

ລາວ 
ເຊີ ນຊາບ: ຖ້າທ່ານເວົ້ າພາສາ ລາວ, ຈະມີ ບໍ ລິ ການຊ່ວຍດ້ານພາສາແບບບ່ໍ ເສຍຄ່າໃຫ້ທ່ານ. ມີ ເຄ່ື ອງຊ່ວຍ ແລະ 
ການບໍ ລິການແບບບ່ໍເສຍຄ່າທ່ີເໝາະສົມເພ່ື ອໃຫ້ຂ້ໍມູນໃນຮູບແບບທ່ີສາມາດເຂ້ົາເຖິງໄດ້. ໂທຫາເບີ 1-855-562-8853 
(TTY: 711) ຫຼື ລົ ມກັ ບຜູ້ໃຫ້ບໍ ລິ ການຂອງທ່ານ. 
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 l'1-855-562-8853 (tty: 711) o parla con il tuo fornitore. 
Português do Brasil
ATENÇÃO: Se você fala Português do Brasil, serviços gratuitos de assistência linguística estão 
disponíveis para você. Auxílios e serviços auxiliares apropriados para fornecer informações em 
formatos acessíveis também estão disponíveis gratuitamente. Ligue para 1-855-562-8853 
(TTY: 711) ou fale com seu provedor. 
!"# 

!ావ$%నం: (ర* !"# మ,ట./ 012ే, (క5 ఉ7త 9.:ా స<య >?వల5 అందుబ.టEలF ఉంట.G. య,HIJK
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