Disenrollment Form

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

If you request disenrollment, you must continue to get all prescription drugs from Wellcare until the
effective date of disenrollment. Contact us to verify your disenrollment before you seek prescription drug
coverage 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 1-888-550-5252. \We are available 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.

Please fill out and carefully read all information below before signing and dating this disenrollment form. We will notify
you of your effective date after we get this form from you.

Instead of sending a disenrollment request to Wellcare you can call 1-800-MEDICARE (1-800-633-4297), 24 hours a day,
7 days a week, to disenroll by telephone. TTY users should call 1-877-486-2048.

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: Ml:__ [C]Mr. [IMrs. [O] Miss. [C] Ms.

Wellcare Subscriber ID Number:

Medicare ID:
Date of Birth (MM/DD/YYYY): Sex: [IM []F
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:

continued on next page
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By completing this disenrollment request, | agree to the following:

Wellcare will notify me of my disenrollment date after they get this form. | understand that until my disenrollment is
effective, | must continue to fill my prescription at Wellcare network pharmacies to get coverage. | understand that there
are limited times in which | will be able to join other Medicare plans, unless I qualify for certain special circumstances. |
understand that | am disenrolling from my Medicare Prescription Drug Plan and, if | don’t have other coverage as good as
Medicare, | may have to pay a late enrollment penalty for this coverage in the future.

Signature*: Today’s Date:

*Or the signature of the person authorized to act on behalf of the individual under the laws of the State where the
individual resides. 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 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 prescription drug plan only during the annual enrollment period
from October 15 through December 7 of each year. There are exceptions that may allow you to disenroll from a
Medicare prescription drug plan outside of this period, 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'recently had a change in my Medicaid (newly got Medicaid, had a change in level of assistance, or Medicaid
assistance, or loss Medicaid) on

[ ] !'recently had a change in my Extra Help paying for Medicare prescription drug coverage (newly got Extra Help,
had a change in level of Extra Help or lost Extra Help) on

[ ] !'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.

[ ] !'am moving into, live in, or recently moved out of a Long-Term Care Facility (for example, a nursing home or
long term care facility). | moved/will move into/out of the facility on

|:| I am joining a PACE program on

[ ] 1am joining employer or union coverage on

[ ] I'wasenrolledina plan by Medicare (or my state) and | want to choose a different plan. My enrollment in that plan
started or will started on

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 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 holidays, TTY users should call 711.

continued on next page
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D PLEASE SELECT THE REASON WHY YOU ARE LEAVING.

[ ] PCP not in network

[ ] Specialist not in network

[ ] Copays are too high

[ ] can't get access to a service

[ ] Premium is too high

[] 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 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 1-888-550-5252 (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 1-888-550-5252 (TTY: 711). Alguien que habla espafiol puede ayudarle. Este es un servicio
gratuito.

Chinese Mandarin: T4 13 (It G 2 1 R AR SS, I R 180 FRAT T A8 R B 245 R )
BB, WFEFR, iETRIT 1-888-550-5252 (TTY: 711) . IR YHAE L E
TERE R . X 2T 2 AR .

Chinese Cantonese: FAM$EL4e B 1 I RRARSS, W MR 1E B EAM i) {et B el 2E vt &)
AIREA AT BER . nFs DR kTS, F53FE 1-888-550-5252 (TTY: 711). & iil/E
AR Bl DAE B . b 250 B AR

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 1-888-550-5252 (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 1-888-550-5252 (TTY: 711). Quelqu’un parlant frangais 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 1-888-550-5252 (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: 1-888-550-5252 (TTY: 711). Ein deutschsprachiger
Mitarbeiter wird Ihnen behilflich sein. Dieser Service ist kostenlos.
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Form Approved
OMB# 0938-1421

Korean: &AISl 2HZ = JUE =S oAl 2H=E = Y= 2=

=0 g"ot)| fe Fga 9 MUIAIF AUASLLCH SSAIE 2Ret 2

1888550 5252(TTY: 71M)H O 2 %MOH Aetoll FEAL. SF=0HE FAl
GANIES2 EE = /JASLICH S99 NMHl A= 222 M ZE LICH

L

Q,EO
rlrﬁor

Russian: ECiiv y Bac BO3HMKAM Kakue-nnmbo BOMPOCHI O Hallem MnnaHe MeauLMHCKOro
CTPaxoBaHWA WM MaHe C MOKPLITVEM JfIeKapPCTBEHHbBIX MPEenapaTtoB, BaM AOCTYMHbI
becrnnatHble yCnyri nepeBofuyka. ECiv Bam HyxeH nepeBoauMK, MPOCTO MO3BOHUTE HaMm
no Homepy 1-888-550-5252 (TTY: 711). Bam OKaxeT MOMOLb COTPYAHMK, TOBOPALLMIA Ha
pycckom a3blke. laHHada ycnyra becnnatHa.

dalall o) sall of dasall ddas Jsa il () 65 08 Al o e Ala D dplasn 4y sd dea i cladd 353 :Arabic

O Sy (711 :TTY) 1-888-550-5252 a8 il e Ly Juai¥l (5 s clile La (5 )58 an jie o Jguanll Ly
(e JSGn dandll sda ji g g A jall Chaaty (adid dlae by

Hindi: mwmgwm&ﬁmmmmmqu o o fag, g™
qud I gHIT YaTu <d €1 gHIfaT Jar o o o, S §H 1-888-550-5252 (TT: 1)
R B D | Sl H 910 B aTel YT 39! Heg 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 1-888-550-5252 (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 1-888-550-5252 (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 1-888-550-5252
(TTY: 711). Yon moun ki pale Kreyol Ayisyen ka ede w. Se yon sevis gratis.
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Form Approved

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 1-888-550-5252
(TTY: 711). Zapewni to Panstwu pomoc 0soby mowigcej po polsku. Ustuga ta jest bezptatna.

Japanese: ¥t DEELERIFTEICOVWT BB H HIEEIL. BHOBERY—E
RECHRAWEETEY, BREFIAY HICIE. 1-888-550-5252 (TTY : 711) [ZH
BE<ZE L, BAREOBERELZENHELET . CHITEHOY—EXTY,
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