Individual & Family Plan
SHARP | Termination Form

Purpose Submit

Please submit your request online or submit your finished form by

Fillin his form means th r /domesti rtner
g out this fo eans that you, your spouse/domestic partne s, T e bzt el e

or your dependent(s) are currently enrolled in an individual and

family plan with Sharp Health Plan and would like to cancel your By mail or in person: ﬁ ?Y email:
existing policy. Sharp Health Plan X ifpsales@sharp.com
Attention: IFP Sales
By fax:

8520 Tech Way, Suite 200 | 2—

I n Stru Ctio n S San Diego, CA 92123 @ Attention: IFP Sales

1-858-499-8246
To cancel your existing policy, please fill out, sign and date this form

)\, Visit your Sharp Health Plan online account:
and submit it to Sharp Health Plan. >K y P

For quicker processing times, you can terminate your policy
by visiting the Sharp Health Plan app or by logging in to your
Sharp Health Plan online account at sharphealthplan.com/login.

Subscriber Information O Covered California™ (On-Exchange)' O Sharp Health Plan (Off-Exchange)

First name: Last name: Middle initial:
ID number (starting with the number 92): Birth date (MM/DD/YY):
( / / )

Requested Effective Date of Cancellation

(MM/DD/YY): ( /01 / )

Enroliment Change (select all that apply)

O Cancel policy for all covered members
O Cancel policy only for O Spouse/domestic partner [ Dependent(s)

Canceling the policy for the subscriber will end coverage for all covered members under the plan. A new application is required if you
wish to continue coverage for a spouse/domestic partner or dependent(s). Coverage ends on the last day of the month.

Reason for cancellation (optional):

O | didn't get the care | needed O didn't get the information | needed from the health plan O | couldn’t afford my health plan
O | moved out of the coverage area O | accepted my employer’s health plan offering; TRICARE (military); or my spouse’s health plan
O | am choosing not to have health insurance coverage 0O | qualify for Medicare

O Other

Spouse/domestic partner's 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 (parent or legal guardian for subscriber if under 18)

Name: Signature: Date (MM/DD/YY):

X ( / )

If you need assistance, we're here to help.
C-\: You can email Customer Care at customer.service@sharp.com or call 1-800-359-2002.
=3 We are available to assist you Monday through Friday, 8 a.m. to 6 p.m.

1 To expedite, please contact Covered California at 1-800-300-1506. page 1 of 3 07-2025
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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 sharphealthplan.com/members/notices-and-disclosures.

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.

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).

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

;ﬁ;%ﬁ“*qﬂjc (Chinese)
FE O NMREERAEREGX, SALRBERSESENRE, FBE 1-800-359-2002 (TTY:711)..

Tiéng Viét (Viethamese)
CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd trg ngdn ngtt 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).

o= 0{ (Korean):
FOl: THHOE AF2SIA= E2, 20 X MHAE FE2Z 0|24 &= & LT 1-800-359-2002
(TTY:711) HO 2 A3l TAA 2.

Zuytpklt (Armenian):
NPTUALNRESNRL Bpk unumd bp huykpbl, wuyw dkq wiggwp jupnn b npudugpdby (qduljui wewlgm pjub
Swnuym pym tbikp: Quiquhwphp 1-800-359-2002 (TTY (hknwwnhuy) 711).

8 (Farsi):
Lo (510 OB )y a3 gt 2 e SIE B gy R ian s
2,85 i 1-800-359-2002  (TTY:711) L .adl e aal 8,

Pycckuii (Russian):
BHUMAHWE: Ecnu Bbl FOBOPUTE Ha PYCCKOM fA3bIKe, TO BaM AOCTYMHbI 6ecrniaTHble YCyry nepesoga.
3BoHKUTe 1-800-359-2002 (Tenetann: 711).

AZAEE (Japanese):
EEEIE  HAFEEHEINSG GBS, BERoSEXERECAA VL9, 1-800-359-2002 (TTY:711)
FT. PEFEICTIELZLZEN,

IJg s—3 (Arabic):
#3)) 800-359-2002-1 an deadl | laally el ) 535 &y galll Bacbusall lodd (8 Aalll JSY Gaats i€ ] 3k pala
(717 Sl aall Caila

Y (Punjabi):
ufwres 2fS: 7 A U S8 3, 37 I <fo AT AT 393 SE Hes GusET J1 1-800-359-2002 (TTY:711) ‘3 IS 31

tes ( on Khmer, Cambodian):
w g* mmsmﬁﬁstmm manigi, tmﬁﬁemmﬁmm immﬁﬁﬁﬁnﬁm‘ ﬁmﬁmshmﬁmmm g1 girdy 1-800-359-2002 (TTY:711)s

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):
AT S Tgf 31Ty it et € < I Y Yo & AT FgraaT Farg Iueed § 1 1-800-359-2002 (TTY:711) W et &¢ |

A lng (Thai):
Few: dapuyanim inepniannsnlduinistosmaanen e ins Tns 1-800-359-2002 (TTY:711).
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