Disenrollment Form

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

If you request disenrollment, you must continue to get all medical care from Wellcare until
the effective date of disenrollment. Contact us to verify your disenrollment before you seek medical
services outside of Wellcare’s network. We will notify you of your effective date after we get this form from you.

If you have any questions, call Wellcare at the appropriate number below. 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. TTY users should call 711.

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__ [ JMr.[JMrs. [ JMiss. [ ]Ms.

Wellcare 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 I have enrolled in another Medicare Advantage or Medicare Prescription Drug Plan, | understand that Medicare will
cancel my current membership with Wellcare on the effective date of the new enrollment. | 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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I understand that my signature (or the signature of the person | have authorized to make decisions on my behalf) on
this form means | 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 Wellcare 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.

D 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:l | 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 | 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 | 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 | 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

I:l 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.

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 Wellcare at the phone number at
the bottom of this form 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. TTY users

should call 711.

M PLEASE SELECT THE REASON WHY YOU ARE LEAVING.

I:l PCP not in network

I:l Specialist not in network

I:l Copays are too high

D Can’t get access to a service

I:l Premium is too high

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

Other

You may return your completed form to:

Wellcare

ATTN: Enrollment Department
P.O. Box 31370

Tampa, FL 33631-3370

Fax: 1-866-388-1521
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Multi-Language Insert

Multi-Language Interpreter Services

Spanish: Contamos con servicios de interpretacion gratuitos para responder cualquier pregunta que pueda
tener sobre nuestro plan de salud o de medicamentos. Para obtener un intérprete, simplemente llamenos a
los numeros del plan que figuran en las siguientes paginas. Alguien que hable espafiol puede ayudarle. Este
es un servicio gratuito.

Chinese Mandarin: (1B Z &M IFARS KEZEMIBAIEREIAY T H BV EA 7]l
MEMOIFR, RHBEXRITUTIE NI SHERBEKAT . 2P XEEIEA S A LU
Big, LA RERS

Chinese Cantonese: %118 % B 1Y 152 ARF5 R 1S TR T FIRV IR BR S0 229 51 81 12 (L AV RIRRE o
MEOES > RFRITUTER BRI B AR - FREBNASRTUHEE
I R ERRTS ©

Tagalog: Meron kaming libreng serbisyo ng interpreter para sagutin anumang tanong na meron ka tungkol
sa aming plano ng kalusugan o gamot. Para makakuha ng interpreter, tawagan lang kami sa mga numero ng
plano na nasa sumusunod na mga pahina. Matutulungan ka ng sinumang nagsasalita ng Tagalog. Libreng
serbisyo ito.

French: Nous disposons de services d’interprétation gratuits pour répondre a toutes les questions que vous
pourriez vous poser au sujet de notre régime de soins médicaux ou de notre régime d’assurance-medicaments.
Pour bénéficier des services d’un interprete, il suffit de nous appeler aux numéros de régime indiqués dans les
pages suivantes. Quelqu’un qui parle frangais peut vous aider. Ce service est gratuit.

Vietnamese: Chuing t6i cung cap dich vu phién dich vién mién phi dé tra |1 bat ky cau héi nao
quy vi cé vé chuong trinh y té hoac thudc clia chiing toi. D€ nhan dugc dich vu phién dich, chi
can goi cho chuing tdi theo s6 dién thoai clia chuong trinh trong cac trang sau. Ngudi nao doé
néi tiéng Viét cé thé gitip quy vi. Pay la dich vu mién phi.

German: Wir bieten Ihnen einen kostenlosen Dolmetscherdienst, umalle Ihre Fragen zu unserem Gesundheits-
oder Medikamentenplan zu beantworten. Um einen Dolmetscher zu finden, rufen Sie uns einfach unter den
auf den folgenden Seiten angegebenen Plan-Nummern an. Jemand, der Deutsch spricht, kann Ihnen helfen.
Dieser Service ist fur Sie kostenlos.

Korean X3|Q| 744 = oFE S| I:Hﬁ._ 20 B =2 .
AN A HAZE St ™ f% |O|X|O1| U= = Ho = Molst |7| fa'-“:f Of:_qlo'|a 3PE %O|
E9PEEé' = USLICE O] Ext= R & MH|AQILICE

L

Russian: MblnpegocTaBnsgeMbecnnatHbleyCayrnycTHoronepeBoaa, YTobbl0TBETUTbHANHOObIE
BOMPOCHI, KOTOPbIE MOTYT BO3HWUKHYTH Y BaC O HalleM NiaHe MeAnLHCKOro CTpaxoBaHWs Uan
CTPax0BOro MOKPbITVSA NeKapCTBEHHbIX MpenapaToB. YTo6bl MOAYUUTL YCTHOrO MepeBOAUNKa,
MNPOCTO MO3BOHWTE HaM MO HOMEpPaM MNAaHOB, YKa3aHHbIM Ha CAeAyrLLMX CTpaHnLaXx.
Bam MOMOXeT TOT, KTO FOBOPUT MO-PYCCKW. Ta yCayra NpefocTaBaseTca 6ecnnaTHo.
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Hindi: ZHTY ETEST AT IAT ATSAT 6 AT H STH BT A1 Theft 7 027 7 I 37 F for game o qeq
FATTUAT FATT 3T 5 gwﬁmwmﬁ%ﬁt = et e 9% fRw 10 oo Ja 9% &
| I fgar AT =ATh TTeht 788 FiT ThdT gl Tg UH [ :9[eF HaT gl

Italian: Disponiamo di servizi di interpretariato gratuiti per rispondere ad eventuali domande in merito al
nostro piano sanitario o farmaceutico. Per ottenere un interprete, chiami i recapiti del piano disponibili nelle
pagine successive. Qualcuno che parla italiano Le sara d’aiuto. Si tratta di un servizio gratuito.

Portuguese: Temos servicos de intérprete gratuitos para responder quaisquer perguntas que vocé possa
ter sobre nossos planos de salude ou de medicamentos. Para solicitar um intérprete, ligue para nos através
dos numeros do plano nas paginas a seguir. Um funcionario que fala portugués podera ajuda-lo. Este servigo
e gratuito.

French Creole: Nou gen sevis entepret gratis pou reponn tout kesyon ou ka genyen konsénan plan sante
oswa plan medikaman nou an. Pou jwenn yon entéepret, annik rele nou nan nimewo plan yo ki sou paj annapre
yo. Yon moun ki pale Kreyol Franse kapab ede ou. Se yon sevis gratis li ye.

Polish: Oferujemy bezptatne ustugi ttumaczeniowe w przypadku pytan dotyczacych naszego planu
zdrowotnego i lekowego. Aby skorzysta¢ z ttumacza, prosimy zadzwoni¢ do nas pod numery podane na
kolejnych stronach. Pomoca postuzg osoby mowigce po polsku. Ustuga jest bezptatna.

Japanese: HHDEBR T TV ELIFMAFRET I VICODVWTOBEMICEER T 2HEED
ij):\'ﬂ EX%z CHBWEIEITE T, BERYT—EXZ CHFIBICADICIE. MUFDOR—

CHEITRTT7VDEFSETHEERLLIET V. HEREBZFEIT A XY 7AWV L
iﬁ_o CNIFEEO —E X T,

Hawaiian: Aia ia makou he mau lawelawe mahele ‘Olelo manuahi e pane i na ‘ano ninau au
no ka makou papahana malama olakino a ho'olako I&au. No ka ‘imi i mea mahele ‘Olelo, e
kelepona wale mai ia makou ma na helu kelepona e waiho nei ma kéia mau ‘ao’ao e koe nei.
Na kekahi mahele ‘Olelo Hawai'i e kokua ia ‘oe. He lawelawe manuahi kéia.

Ilocano: Addaankami kadagiti libre a serbisio ti panagipatarus tapno masungbatan dagiti aniaman a
saludsodmo maipapan iti salun-at wenno plano iti agas. Tapno makaala iti tagaipatarus, tawagannakami
laeng kadagiti numero ti plano kadagiti sumaganad a panid. Matulongannaka ti maysa a tao nga agsasao iti
llocano. Daytoy ket libre a serbisio.

Samoan: E iai a matou auaunaga fa’aliliu upu fua e tali ai so’o se fesili e te ono iai e uiga i la matou fuafuaga
fa’alesoifua maloloina po’o vaila’au. Mo le mauaina o se fa’aliliu upu, na’o le vala’au maii numera o fuafuaga o lo’o
Iitulau nei. E mafai e se tasi e tautala i le gagana Samoa ona fesoasoani ia te oe. Ose auaunaga e leai se totogi.



We're Just a

Phone Call Away

CALIFORNIA GEORGIA, ILLINOIS**, INDIANA,
== HMO, HMO D-SNP MICHIGAN, OHIO AND SOUTH CAROLINA
“ 1-866-999-3945 =}« HMO, HMO C-SNP, HMO D-SNP, HMO-POS,
HMO-POS C-SNP, HMO-POS D-SNP, PPO,
PPO D-SNP
HAWAII

(. 1-866-892-8340
== HMO, PPO, HMO D-SNP

€, 1-877-457-7621
ALL OTHER STATES

== HMO, HMO C-SNP, HMO-POS, HMO-POS C-SNP,
ILLINOIS* PEFS, PPO

== HMO, HMO-POS, HMO C-SNP, PPO t, 1-833-444-9088

€, 1-833-444-9088
== HMO D-SNP, HMO-POS D-SNP, PPO D-SNP

€, 1-833-444-9089

TTY FOR ALL OF THE ABOVE: 711

HOURS OF OPERATION

%) october 1to March 31: Monday-Sunday, 8 a.m. to 8 p.m.
£ April1to September 30: Monday-Friday, 8 a.m. to 8 p.m.
M or visit www.wellcare.com/medicare or www.wellcare.com/ohana
*Wellcare Assist (HMO), Wellcare Assist Compass (HMO), Wellcare Giveback (HMO), Wellcare
Giveback Dividend (HMO), Wellcare Giveback Open (PPO), Wellcare Low Premium (HMO-PQOS),
Wellcare No Premium (HMO), Wellcare No Premium (HMO-PQOS), Wellcare No Premium Open (PPO),

Wellcare No Premium Preferred (HMO), Wellcare No Premium Value (HMO), Wellcare Patriot Giveback
(HMO-POS), Wellcare Patriot No Premium (HMO-POS)

“*Wellcare Assist (HMO), Wellcare No Premium Essential (HMO), Wellcare No Premium Exclusive (HMO)
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