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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.[ JMiss.[ |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 email or return your completed form to:
MedicareDisenrollments@centene.com

Health Net of California
P.0. Box 10420

Van Nuys, CA 91410
Fax: 1-844-222-3180
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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 medicamentos. Para obtener un intérprete, lldmenos al 1-800-275-4737
(TTY: 711). Alguien que habla espafiol puede ayudarle. Este es un servicio gratuito.

Chinese Mandarin T HEEERENERS, WELEER NIRRT YR E /T
flja)dt. NEENE, 153K FTHEIE 1-800-275-4737 (TTY: 711) o IBEIEIEHI A R AT KRR
HHE . LIRS EEE.

Chinese Cantonese: I/ 12it & O=ZARTS T@%@Eﬂ%ﬁﬁ/\&ﬁ%\ﬁ%j 2 e SIiEE - HE
/S OERTS @ 5520 EE1-800-275-4737 (TTY : T) » Lt EBEWASRTLIEE - hARERE -

Tagalog: Mayroon kaming libreng serbisyo ng tagasalin para sagutin ang anumang mga tanong na mayroon ka
tungkol sa aming health o drug plan. Para kumuha ng tagasalin, tawagin lang kami sa 1-800-275-4737 (TTY: 711).
May nagsasalita ng Tagalog na puwedeng tumulong sa iyo. Ito ay libreng serbisyo.

French: Nous disposons de services d'interprétation gratuits pour répondre a toutes les questions que vous
pouvez avoir sur notre régime de santé ou de médicaments. Pour entrer en contact avec un interprete, il suffit
de nous appeler au 1-800-275-4737 (TTY : 711). Une personne qui parle frangais peut vous aider. Ce service
est gratuit.

Vietnamese: Chung t6i c6 dich vu théng dich vién mién phi dé trd 16i moi cau hdi quy vi cd thé cé vé
chuong trinh thudc hodc chuong trinh strc khde cla ching toi. Dé yéu cau thdng dich vién, chi can goi
cho chung téi theo s 1-800-275-4737 (TTY: 711). Nhan vién nai tiéng Viét s& hd tro quy vi. Dich vu nay
duoc mién phi.

German: Unser kostenloser Dolmetscherdienst beantwortet mogliche Fragen zu lhrem Gesundheits- oder
Medikamentenplan. Wenn Sie einen Dolmetscher bendtigen, rufen Sie uns gerne unter der folgenden
Rufnummer an: 1-800-275-4737 (TTY: 711). Sie erhalten Hilfe in deutscher Sprache. Dieser Service ist fur Sie
kostenlos.

Korean SAte| AL = olotE et MM 20iE = U= 2= 2 E 0 2HsH| f[Et
28 £9 Aﬂj|/\7+ USLIC S9AZF et 85, 1-800-275-4737(TTY: T11)EH 2 =2 THALO|
59loH &wu. S0 E FAlsts YAV 222 E2 = USHIE 89 MHlA=

TEZ MSgLUEL

Russian: ECnn y Bac BO3HMKM Kakue-nMbO BOMPOCHI O HalWeM MnaHe MeAMUMHCKOrO CTPaxOBaHWA
WY MaHe C MOKPbITUEM NeKapCTBEHHbBIX MPenapaTtos, ANA BaC NpeaycMOTPeHbl becnnaTtHble yCayru
nepeBoAUMKa. YTobbl BOCMONb30BaTLCA YCyramy NepeBOAUMKa, MPOCTO MO3BOHUTE HaM MO HOMepPY
1-800-275-4737 (TTY: 711). Bam MNOMOXET COTPYAHWK, BNAdeWMA PYCCKMM A3bIKOM. JTa yCyra
npeaocTaBnsaeTca becnnatHo.
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Ly Aalall ol sl ol daaall dad Jsa el 065 38 Al ol e D dlae 45 A 5 s i 53 :Arabic
daeluy of (Sar (711 :TTY) 1-800-275-4737 281 e b Juai¥) (5 sm Slile Lo g )58 an jia Jle J saasnll
Ailae Fadall o3a g Ay pall Cadady adls

Hindi: AR U1 3709 8¢/ AT ST I Pl eiehy FHAd: 37T HT H 364 Tt FaTcll & STarel & &b feiy gurd
H TSI YaTy 2. QUSRI U7 & 6T, 99 1-800-275-4737 (TTY: 711) W EH Bict . fgcl ST dTell Plg
e 3T Hee BTN I HaT GO H 2.

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, é 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 medicagdo. Para obter um intérprete, contacte-nos através do nimero
1-800-275-4737 (TTY: 711). Um falante de portugués podera ajuda-lo. Este servico € gratuito.

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

Polish: Dysponujemy bezptatnymi ustugami ttumaczeniowymi w celu odpowiedzi na dowolne pytania
dotyczace naszych planéw zdrowotnych i lekowych. Aby uzyska¢ pomoc ttumacza, zadzwon pod numer
1-800-275-4737 (TTY: 711). Osoba mdwigca po polsku moze Ci pomdc. Ta ustuga jest bezptatna.

Japanese: EBHDBERY—ERXZFAL T, BECEERICEATSZERICEEZALET ., &
RECHFLEDIZESIL, 1-800-275-4737 (TTY: 1) T THEELCF IV, BAREZENBFE
WWZ=LET, COY—ERIZERTT,



