SHARP =

HEALTH PLAN Termination Form

Purpose Submit

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

\Y/ P
through Sharp Health Plan and would like to cancel your existing policy. > Online:

Log in or create a Sharp Health Plan online account at
Instructions sharphealthplan.com/login. Open the menu and select
Messages, then follow the steps to send a message. Attach
your completed form before selecting Send.

By mail or in person: O=]| Byfax:

Attention: Enrollment @ Attention: Enrollment
8520 Tech Way, Suite 200 1-858-499-8399
San Diego, CA 92123

To cancel your existing policy, please fill out, sign and date this form
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/YYYY):
( / / )

Enrollment 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/YYYY):
( / / )
Dependent 1 name: Birth date (MM/DD/YYYY):
( / / )
Dependent 2 name: Birth date (MM/DD/YYYY):
( / / )
Dependent 3 name: Birth date (MM/DD/YYYY):
( / / )
Subscriber name: Subscriber signature: Date (MM/DD/YYYY):
X ( / /)
If you need assistance, we're here to help.
Ci'\/: Log in or create a Sharp Health Plan online account at sharphealthplan.com/login to send Customer Care a secure message
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 aids 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:

+ 1-888-466-2219 Voice

+ 1-877-688-9891 TDD

The Department of Managed Health Care’s website has complaint forms and instructions online: www.dmhc.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.
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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 linglistica. Llame al 1-800-359-2002 (TTY:711).

ey (Chinese)
AR REFERHEER T T B ESES IR - 5588 1-800-359-2002 (TTY:711) -

Tiéng Viét (Viethamese)
CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hé 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. Tu-
mawag sa 1-800-359-2002 (TTY:711).

8t=0{ (Korean):
F9|: SO E AtEotA|= 42 ¢ XY MH|AE RE 2 0[&8H £ QIELICE 1-800-359-2002 (TTY:711) Ho =2 Mslsff AL,

Zuykpku (Armenian):
NPCUALNRESNPL Bph ununid bp hugbipbl, wyw dkq wiggwp Jupny b npudwnpl) (hqlului wewlgn pjut Swunwgntpyn bibp:
Quiiquhwipkp 1-800-359-2002 (TTY (hknunnhuy) 711).

(Farsi): u-uulé
22,350 Galad Lk 510 0BG @ sy (L) Dl €3S (a SEAR )ld Gl 40 RN syl
A e 23b L (TTY:711) 1-800-359-2002

Pyccknia (Russian):
BHVMAHWE: Ecnn Bbl roBOpuTE Ha PYCCKOM A3blKe, TO BaM AOCTYMHbI becnnaTtHble ycnyru nepesoga. 3soHuTe 1-800-359-2002
(tenetavn: 711).

BA:E (Japanese):
EEEE BARELEINIIGE. EHNOS EXEFCHANITET,1-800-359-2002 (TTY:711) T, B BEEICTITEKLLEELY,

:(Arabic) & a0
adya Jumi, laell Al al a3 4 salll sacluall cilead () Aalll 83 Giaadi S 13) ddagale
(711 1pS3ll5 auall il o3)) 1-800-359-2002

YAt (Punjabi):
ofs ef: 7 A U 98T I, 3F 3T <fu AITesT Ae 3973 S He3 Sussd J1 1-800-359-2002 (TTY/TDD: 711) ‘3 I 3|

%g: (Mon Khmer, Cambodian):
wiigs ifsminimn menies, sondswiznmen i wisAnnyns Answssinttiinng 81 gaady 1-800-359-2002 (TTY:711)4

@ $
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).

gt (Hindi):
A g agleny gfgt iad € ot ey Al ¢ Awd & 191 Ggradr §ar¢ IuAY § 1 1-800-359-2002 (TTY:711) U wied &Y i & |

A Ing (Thai):
Fau: drranan e lnaaagiuisaldudnisdiaimdanien’lawd Tng 1-800-359-2002 (TTY:711).
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