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If you request disenrollment, you must continue to get all medical care from Health Net Seniority Plus Employer (HMO)
until the effective date of disenrollment. Contact us to verify your disenrollment before you seek medical services outside of
Health Net Seniority Plus Employer (HMO)'s network. We will notify you of your effective date after we get this form from you.

Disenrollment Form

Each member requesting to be disenrolled must complete their own form.

If you have any questions, call Health Net Seniority Plus Employer (HMO) at 1-800-275-4737 (TTY: 711).
We are available from October 1 to March 31, you can call us 7 days a week from 8 a.m. to 8 p.m. From
April 1to September 30, you can call us Monday through Friday from 8 a.m. to 8 p.m. A messaging
system is used after hours, weekends, and on federal holidays.

YOU MAY TYPE TO COMPLETE THIS FORM. YOU MAY ALSO PRINT IT AND FILL IT OUT, IN WHICH CASE PLEASE PRINT
YOUR RESPONSES USING BLACK OR BLUE INK. FILL CHECK BOXES IN WITH AN “X”.

Last Name First Name MI__ [ IMr.[ ]Mrs.[ ]Miss.[ |Ms.

Health Net Seniority Plus Employer (HMO) Subscriber ID Number

Medicare Number

Date of Birth (MM/DD/YYYY) Sex (1M [JF

Home Phone Number Mobile Phone Number

Permanent Residence Street Address (P.O. Box is not allowed)

City State Zip Code

Mailing Address if different from permanent residence (P.O. Box is allowed)

City State Zip Code

Email Address

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 with Health Net Seniority Plus Employer (HMO) on the effective date of the new
enrollment. I understand that | may 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, due to a late enrollment penalty, for this coverage.

continued on next page
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| understand that my signature (or the signature of the person | have authorized to make decisions on my behalf) on
this form means I have read and understand the contents of this form. If signed by an authorized representative, this
signature certifies that: this person is authorized under State law to complete this disenrollment, and documentation of
this authority is available upon request.

Signature*: Today’s Date:

*Or the signature of the person authorized to act on your behalf under the laws of the State where 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 and 2) documentation of this authority is available upon request by Health Net
Seniority Plus Employer (HMO) or by Medicare.

If you are the authorized representative, you must sign above and provide the following:

Name: Phone Number:

Address: Relationship to the Enrollee:

Typically, you may disenroll from a Medicare Advantage Plan only during the annual enrollment period which
takes place 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 which may allow you to disenroll outside of this period. If you have questions about the
times you may disenroll, please call Member Services for assistance.

Z PLEASE SELECT THE DISENROLLMENT REASON THAT APPLIES TO YOU

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.

I:I I recently had a change in my Medicaid (newly qualified for, had a change in level of assistance, or lost eligibility
for Medicaid) on

I:l I recently had a change in my Extra Help paying for Medicare prescription drug coverage (newly qualified for,
had a change in level of assistance, or lost eligibility for Extra Help) on

I:l I 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.

I:l 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

I:l I am joining a PACE program on

D I am joining employer group or union coverage on . 'am requesting a disenrollment date of
with the understanding that this is subject to CMS approval.

D I was enrolled in a plan by Medicare (or my state) and | want to select a different plan. My enrollment in that plan
started or will start on
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If none of these statements applies to you or you're not sure, please contact Health Net Seniority Plus Employer
(HMO) at 1-800-275-4737 (TTY: 711), to see if you are eligible to disenroll. We are open from October 1 to March 31,
you can call us 7 days a week from 8 a.m. to 8 p.m. From April 1 to September 30, you can call us Monday through
Friday from 8 a.m. to 8 p.m. A messaging system is used after hours, weekends, and on federal holidays.

D PLEASE SELECT THE REASON WHY YOU ARE LEAVING.
I:l PCP not in network

D Specialist not in network

I:l Copays are too high

I:l Can’t get access to a service

D Premium is too high

I:l Was not aware | was enrolling in this plan

Other

You may return your completed form to:

Health Net of California
P.0. Box 10420

Van Nuys, CA 91410
Fax: 1-844-222-3180
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Section 1557 Non-Discrimination Language
Notice of Non-Discrimination

Health Net complies with applicable federal civil rights laws and does not discriminate on the basis
of race, color, national origin, age, disability, or sex.

Health Net:

Provides free aids and services to people with disabilities to communicate effectively with us,
such as qualified sign language interpreters and written information in other formats (large print,
audio, accessible electronic formats, other formats).

Provides free language services to people whose primary language is not English, such as
qualified interpreters and information written in other languages.

If you need these services, contact Member Services at 1-800-275-4737 (TTY: 711). From October
1to March 31, you can call us 7 days a week from 8 a.m. to 8 p.m. From April 1to September 30, you
can call us Monday through Friday from 8 a.m. to 8 p.m. A messaging system is used after hours,
weekends, and on federal holidays.

If you believe that Health Net has failed to provide these services or discriminated in another way
on the basis of race, color, national origin, age, disability, or sex, you can file a grievance by calling
the number above and telling them you need help filing a grievance; Health Net’s Member Services
is available to help you.

You can also file a civil rights complaint 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
https://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 (TDD: 1-800-537-7697).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Seccion 1557: Mensaje de No Discriminacion
Notificacion de No Discriminacion

Health Net cumple con las leyes federales de derechos civiles aplicables y no discrimina por
motivos de raza, color de piel, nacionalidad de origen, edad, discapacidad o sexo.

Health Net:

Proporciona asistencia y servicios gratuitos a las personas con discapacidades para que puedan
comunicarse adecuadamente con nosotros, tales como intérpretes calificados de lengua de
seflas e informacion escrita en otros formatos (letra grande, audio, formatos electrénicos
accesibles y otros formatos).

Proporciona servicios linglisticos gratuitos a personas cuyo idioma principal no es el inglés, tales
como intérpretes calificados e informacion escrita en otros idiomas.

Si necesita estos servicios, llame a Servicios para Miembros al 1-800-275-4737 (TTY: 711). Desde
el 1de octubre hasta el 31 de marzo, puede llamarnos los 7 dias de la semana, de 8 a.m. a 8 p.m.
Desde el 1 de abril hasta el 30 de septiembre, puede llamarnos de lunes a viernes, de 8 a.m. a

8 p.m. Fuera del horario laboral, los fines de semana y los dias festivos federales se utiliza un
sistema de mensajeria.

Si cree que Health Net no le ha brindado estos servicios o que lo(a) ha discriminado de alguna
manera por motivos de raza, color de piel, nacionalidad de origen, edad, discapacidad o sexo,
puede presentar una queja formal. Llame al nimero que aparece mas arriba e informe que necesita
ayuda para presentar una queja formal. El personal de Servicios para Miembros de Health Net esta
disponible para ayudarlo(a).

También puede presentar un reclamo sobre derechos civiles ante la Office for Civil Rights del U.S.
Department of Health and Human Services, de manera electronica a traveés del Portal de Reclamos
de la Office for Civil Rights, disponible en https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, por
correo postal o por teléfono a: U.S. Department of Health and Human Services, 200 Independence
Avenue SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019

(TDD: 1-800-537-7697).

Los formularios de reclamo estan disponibles en http://www.hhs.gov/ocr/office/file/index.html.
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Multi-Language Insert Form Approved
Multi-language Interpreter Services OMB# 0938-1421

English: We have free interpreter services to answer any questions you may have about our
health or drug plan. To get an interpreter, just call us at 1-800-275-4737 (TTY: 711). Someone
who speaks English/Language can help you. This is a free service.

Spanish: Contamos con los servicios gratuitos de un intérprete para responder las preguntas
que tenga sobre nuestro plan de salud o de medicamentos. Para obtener un intérprete, llamenos
al 1-800-275-4737 (TTY: 711). Alguien que habla espafiol puede ayudarle. Este es un servicio
gratuito.

Chinese Mandarin: T4 I3 (It Ge 2 1 IR AR SS, I R 180 FRAT T A8 R B 245 F R )
BB, WFEFER, 1ERIT 1-800-275-4737 (TTY: T11) o A PENAE @
TERE R . X 2 — T 2 AR .

Chinese Cantonese: AT 4o B i) I REARS, AJ AR Z BT ERAM fr fd FR B & W 5t 31
Al REA BT RERT . WFs HFE B RIS, R5EE 1-800-275-4737 (TTY: 7). &iifE
WEERI N BRI DIEBE. 2% B RS .

Tagalog: May mga libre kaming serbisyo ng interpreter para sagutin ang anumang posible
ninyong tanong tungkol sa aming planong pangkalusugan o plano sa gamot. Para kumuha ng
interpreter, tawagan lang kami sa 1-800-275-4737 (TTY: 711). May makakatulong sa inyo na
nagsasalita ng Tagalog. Isa itong libreng serbisyo.

French: Nous proposons des services d’interprétes gratuits pour repondre a toutes vos questions
sur notre régime de santé ou de médicaments. Pour obtenir les services d’un interprete, appelez-
nous au 1-800-275-4737 (TTY: 711). Quelqu’un parlant francais pourra vous aider. Ce service
est gratuit.

Vietnamese: Chuing t6i 6 dich vu thong dich mién phi dé trd 15i bat ky cau hdi nao vé
chuong trinh stic khoe hodc chuong trinh thuéc clia ching toi. BE nhan thong dich vién,
chi can goi ching toi theo s6 dién thoai 1-800-275-4737 (TTY: 711). MOt nhan vién ndi tiéng
Viét co thé gitip quy vi. Dich vu nay dugc mién phi.

German: Wir bieten Ihnen einen kostenlosen Dolmetschservice, wenn Sie Fragen zu unseren
Gesundheits- oder Medikamentenplanen haben. Wenn Sie einen Dolmetscher brauchen, rufen
Sie uns unter folgender Telefonnummer an: 1-800-275-4737 (TTY: 711). Ein deutschsprachiger
Mitarbeiter wird Ihnen behilflich sein. Dieser Service ist kostenlos.
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OMB# 0938-1421
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Russian: ECiiv y Bac BO3HMKAM Kakue-nnMbo BOMPOCHI O Hallem MnaaHe MeauLIMHCKOro
CTPaxoBaHMA WM TMIaHe C MOKPLITVEM JIeKapCTBEHHbBIX MPenapaTtoB, BaM AOCTYMHbI
becrnnatHble yCnyri nepeBofuyka. ECiv Bam HyxeH nepeBoauMK, MPOCTO MO3BOHUTE HaMm
no Homepy 1-800-275-4737 (TTY: 711). Bam OKaxeT NOMOLLb COTPYAHMK, TOBOPALLMIA Ha
PYCCKOM A3blke. [laHHaA ycnyra becnnaTHa.

dalall o) sall of dasall ddas Jsa clial () 65 08 Al o e Ala D dplase 4y ) sd dea i clada 353 :Arabic

O (S (711 :TTY) 1-800-275-4737 o8, e Ly Juai¥l (5 sm clile Lo ¢ 558 pa sia o Jpanll Ly
(e JSGn dandl) sda g g A jall Ciaaty (adid dlae by

Hindi: mwmgww&ﬁmmmmmqu ¢4 & forg, g1
U I gHIT YaTd <d €1 GHITaT Iar U o forg, 5 g5 1-800-275-4737 (TTv: 71)
R B D | Gl H 910 B a1el YeTad 3M9d! A HT| I8 U [H:3eh Ja1 5

Italian: Sono disponibili servizi di interpretariato gratuiti per rispondere a qualsiasi domanda
possa avere in merito al nostro piano farmacologico o sanitario. Per usufruire di un interprete,
e sufficiente contattare il numero 1-800-275-4737 (TTY: 711). Qualcuno la assistera in lingua
italiana. E un servizio gratuito.

Portuguese: Temos servicos de intérprete gratuitos para responder a quaisquer duvidas que
possa ter sobre 0 nosso plano de saude ou medicacdo. Para obter um intérprete, contacte-nos
através do numero 1-800-275-4737 (TTY: 711). Um falante de portugués podera ajuda-lo. Este
servico e gratuito.

French Creole: Nou gen sevis entepret gratis pou reponn nenpot kesyon ou ka genyen sou plan
sante oswa plan medikaman nou an. Pou jwenn yon entepret, jis rele nou nan 1-800-275-4737
(TTY: 711). Yon moun ki pale Kreyol Ayisyen ka ede w. Se yon sevis gratis.

Form CMS-10802
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OMB# 0938-1421

Polish: Oferujemy bezptatng ustuge ttumaczenia ustnego, ktéra pomoze Panstwu uzyskac

odpowiedzi na ewentualne pytania dotyczace naszego planu leczenia lub planu refundacji lekéw.

Aby skorzystac z ustugi ttumaczenia ustnego, wystarczy zadzwonic pod numer 1-800-275-4737
(TTY: 711). Zapewni to Panstwu pomoc 0soby mowigcej po polsku. Ustuga ta jest bezptatna.

Japanese: ¥t DB VPERIFTEICOWTC ZERIA H HI5E(X. EROERY—E
RECHRAWEEITEYT, BIREFAT HICIL, 1-800-275-4737 (TTY : 7T11) I2H
BECIETLY, BREOEFRIBLUELRIEGLET, CcNIEEHDHY—EXTT,
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