SHARP Health Plan

Cal-COBRA Plan

Termination Form

Purpose Submit
Filling out this form means that you, your spouse / domestic partner Please submit the finished form by mail, in person, by fax or through
or your dependent(s) are currently enrolled in a Cal-COBRA Plan your Sharp Connect account.

through Sharp Health Plan and would like to cancel your existing policy.

By Mail or In Person: O=| ByFax:

Instructions Attention: Enrollment & Attention: Enroliment
o ) ] ) ) 8520 Tech Way, Suite 200 1-858-499-8399
To cancel your existing policy, please fill out, sign and date this form San Diego, CA 92123

and submit it to Sharp Health Plan.

Subscriber Information

First name: Last name: Middle initial:
ID# (starting with the number 92): Cal-COBRA Group# (found on your member ID card): | Birth date (MM/DD/YY):
( / / )

Enrolilment Change (select all that apply)

O Cancel Policy for: All covered members
Requested effective date of cancellation: ( / / )

Reason for cancellation: O Enrolled on another plan O Too expensive O Dissatisfied with service O Access to care O Other,
Canceling the policy will end coverage for the subscriber and all dependents covered under the plan.
Please note that your effective date needs to be today's date or later. If approved, coverage will end on the last day of the month.

O Cancel Policy Only for: Subscriber
Requested effective date of cancellation: ( / / )
Please note that your effective date needs to be today's date or later. If approved, coverage will end on the last day of the month.

Cancel Policy Only for: O Spouse / Domestic partner O Dependent(s)

Requested effective date of cancellation: ( / / )
Please note that your effective date needs to be today's date or later. If approved, coverage will end on the last day of the month.
Spouse / Domestic partner name: Birth date (MM/DD/YY):
( / / )
Dependent 1 name: Birth date (MM/DD/YY):
( / / )
Dependent 2 name: Birth date (MM/DD/YY):
( / / )
Dependent 3 name: Birth date (MM/DD/YY):
( / / )
Subscriber name: Subscriber signature: Date (MM/DD/YY):
X ( / /)
If you need assistance, we're here to help.
Ci':: You can email Customer Care at customer.service@sharp.com or call 1-800-359-2002.
We are available to assist you Monday through Friday, 8 a.m. to 6 p.m.
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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.

Sharp Health Plan:

+ Provides free aid and services to people with disabilities to communicate effectively with us, such as:

* Qualified sign language interpreters

+ Information in other formats (such as large print, audio, accessible electronic formats or other formats) free of charge
+ 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, ancestry, religion, sex, marital status, gender, gender identity, sexual orientation, age or disability, 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: 1-619-740-8572

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.

The California Department of Managed Health Care is responsible for regulating health care service plans. If your grievance has not been
satisfactorily resolved by Sharp Health Plan or your grievance has remained unresolved for more than 30 days, you may call toll-free the
Department of Managed Health Care for assistance:

+ 1-888-HMO-2219  Voice
+ 1-877-688-9891 TDD

The Department of Managed Health Care’s website has complaint forms and instructions online: hmohelp.ca.gov.

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.

page 2 of 3 06-2022


http://sharphealthplan.com
http://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://hhs.gov/ocr/office/file/index.html

Language Assistance Services

English
ATTENTION: If you do not speak English, language assistance services, free of charge, are available to you. Call
1-800-359-2002 (TTY:711).

Espafiol (Spanish)
ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingtistica. Llame al
1-800-359-2002 (TTY:711).

e hX (Chinese)
AE O NMREERERTX, BAUREEBESENRE. BEBE 1-800-359-2002 (TTY:711).,

Ti€éng Viét (Viethamese)
CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd trg ngdn ngit mién phi danh cho ban. Goi s6 1-800-359-2002 (TTY:711).

Tagalog (Tagalog - Filipino):
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-800-359-2002 (TTY:711).

st=0{ (Korean):
FO|: St E MBS = 2, A0 XY MHAE FEE O|&5tA &= UL L|CH 1-800-359-2002
(TTY:711) Ho 2 M3l FAA|L.

Zugkpku (Armenian):
NPCUNLNREBNPL Bph junumd bp huykpkl, wyw dkq wiggwp Jupnn b wpudwungpgl) (kquljub wewlgm pyub
Swnwympymulkp: Quiquhwptp 1-800-359-2002 (TTY (htinwinhuy) 711).

= (Farsi):
La (5130 OB ) oy (L) Bgt i€ o S sl ey 40 R as
3,80 i 1-800-359-2002  (TTY:711) L .l e pdl i,

Pycckwuia (Russian):
BHNMAHWE: Ecnv Bbl roBOpUTE Ha PYCCKOM Si3blKe, TO BaM AOCTYMHbI 6ecrniaTHble yCIyrn nepesosa.
3BoHUTe 1-800-359-2002 (TeneTtan: 711).

BZA:E (Japanese):
FEEE: ARFEEFEINSSEE. BROSEXIBRECHA VLT £ 9. 1-800-359-2002 (TTY:711)
FT. BEFLCTIEHZLZ I,
IJe st (Arabic):
) 800-359-2002-1 & Jesil . laalls &l il 55 & 5ol sac Luuall ladd (3 Aalll SO Canai cuiS 1) 1ida sale
(711 oSl g il

st (Punjabi):
ofrs Sf8: 7 A UAst 982 I, 37 I @fg ATEsT AT 393 B8 He3 Gussd J1 1-800-359-2002 (TTY:711) 3 % 3|

igs (Mon Khmer, Cambodian):
[ptig: Tﬁiﬁgmﬁﬁﬁﬁ.ﬂm manigs, sonfiguignman wnwdsfnayga ﬁmﬁmgﬁ}nﬁﬁﬁgﬁﬂ g1 ginty 1-800-359-2002 (TTY:711)+

Hmoob (Hmong):
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-800-359-2002 (TTY:711).

&St (Hindi):
o 3 gl ey gfdl Serd & df 3ue @f HoRd # T Ferar darg 3uerd §11-800-359-2002 (TTY:711) W hidt &¢ |

A lne (Thai):
Few Samnans eaasnsldisnistosmaen1anmling Ing 1-800-359-2002 (TTY:711).

page 3 of 3 06-2022



	Cal-COBRA PlanTermination Form
	Purpose
	Instructions
	Submit
	By Mail or In Person:
	By Fax:


	Subscriber Information
	Enrollment Change (select all that apply)
	Nondiscrimination Notice
	Sharp Health Plan:

	Language Assistance Services
	English
	Español (Spanish)
	繁體中文 (Chinese)
	Tiếng Việt (Vietnamese)
	Tagalog (Tagalog – Filipino):
	한국어 (Korean):
	Հայերեն (Armenian):
	(Farsi):یسراف
	Русский (Russian):
	日本語 (Japanese):
	(Arabic):العربية
	ਪੰਜਾਬੀ (Punjabi):
	ខ្មែ�ែរ (Mon Khmer, Cambodian):
	Hmoob (Hmong):
	हिंदी (Hindi):
	ภาษาไทย (Thai):



	Subscriber First Name: 
	Subscriber Last Name: 
	Subscriber ID #: 
	Subscriber Birthday - Month Month: 
	Subscriber Cal-COBRA Group #: 
	Subscriber Birthday - Day Day: 
	Subscriber Birthday - Year Year: 
	Cancel Policy for All Covered Members: Off
	Reason for cancellation: Enrolled on another plan: Off
	Reason for cancellation: Too expensive: Off
	Reason for cancellation: Dissatisfied with service: Off
	Reason for cancellation: Access to care: Off
	Reason for cancellation: Other: Off
	Please explain Reason for cancellation: Other: 
	Cancel Policy Only for Subscriber: Off
	Requested effective date of cancellation for subscriber only: Month Month: 
	Requested effective date of cancellation for subscriber only: Day Day: 
	Requested effective date of cancellation for All covered members: Month Month: 
	Requested effective date of cancellation for All covered members: Day Day: 
	Requested effective date of cancellationfor All covered members: Year Year: 
	Requested effective date of cancellation for subscriber only: Year Year: 
	Cancel Policy Only for Spouse/Domestic Partner: Off
	Cancel Policy Only for Dependent(s): Off
	Requested effective date of cancellation for Spouse / Domestic partner or Dependent(s): Month Month: 
	Requested effective date of cancellation for Spouse / Domestic partner or Dependent(s): Day Day: 
	Requested effective date of cancellation for Spouse / Domestic partner or Dependent(s): Year Year: 
	Spouse / Domestic partner name: 
	Dependent 1 name: 
	Dependent 2 name: 
	Dependent 3 name: 
	Subscriber Name: 
	Spouse / Domestic Partner Birth date: Month Month: 
	Spouse / Domestic Partner Birth date: Day Day: 
	Spouse / Domestic Partner Birth date: Year Year: 
	Dependent 1 Birth date: Month Month: 
	Dependent 2 Birth date: Month Month: 
	Dependent 3 Birth date: Month Month: 
	Dependent 2 Birth date: Day Day: 
	Dependent 3 Birth date: Day Day: 
	Dependent 1 Birth date: Day Day: 
	Dependent 1 Birth date: Year Year: 
	Dependent 2 Birth date: Year Year: 
	Dependent 3 Birth date: Year Year: 
	Subscriber Birthday again - Month Month: 
	Subscriber Birthday again - Day Day: 
	Subscriber Birthday again - Year Year: 
	Subscriber Middle Initial: 


