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 (1-800-633-4227), 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: MI:_ [Mr. [ IMrs. [ ]Miss. [ ]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

“Wellcare” is issued by WellCare Prescription Insurance, Inc.
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Form Approved Multi-Language Insert
OMB# 0938-1421 Multi-language Interpreter Services

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 de interpretacion gratuitos para responder cualquier pregunta
que pueda tener sobre nuestro plan de salud o medicamentos. Para solicitar un intérprete, llamenos al
1-888-550-5252 (TTY: 711). Alguien que hable espafiol puede ayudarlo. Este es un servicio gratuito.

Chinese (Mandarin): 25 {" [JELEH BBpOL 1320R 7 > i B S 20N 25 [0 RS 2P SIpoe | <],
i/D%T?éEL ’ iﬁ?}fs’%f 1-888-550-5242 (TTY :71M1) fS::[ﬁé‘j{fQHW SFP}{E]*,?,L lii‘ljj AR, sLhl- i
BAR

J
Chinese (Cantonese): Tkt B O ZARTS @+ AIARSTH TR EZED S A e B T
AIZEMR - TR E RS » 52T 1-888-550-5252 (TTY : 711) » REHEREMAE T LIEBE -
R 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 1-888-550-5252 (TTY: 711). May makakatulong sa inyo na nagsasalita ng Tagalog. Isa itong libreng
serbisyo.

French: Nous mettons a votre disposition des services d’interprétation gratuits pour répondre 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). Un interlocuteur francophone pourra vous aider. Ce service est gratuit.

Vietnamese: Chung tdi cé dich vu théng dich mién phi dé tra 16i bat ky cdu hdi nao ctia quy vij vé
chuong trinh strc khde hodc chuong trinh thudce clia ching téi. D& nhan théng dich vién, chi can goi cho
chung toi theo sb 1-888-550-5252 (TTY: 711). M6t nhan vién ndi tiéng Viét cé thé gidp 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.

MH|A= FE2 NEELL

Russian: Ecan y Bac BO3HMKAN Kakne-nmbo BONPOCH! O Hallem NaaHe MeaMUMHCKOro CTPaxoBaHWA Uamn
NaaHe C MOKPbITUEM NIEKAPCTBEHHbIX MPENapaToB, BaM A0CTYMNHbI 6ecniaTHble yCayri nepesoaymKa.
Ecam Bam Hy»eH nepeBoAYMK, MPOCTO NO3BOHUTE HAaM NO HOMepy 1-888-550-5252 (TTY: 711). Bam
OKaXKeT MOMOLLb COTPYAHMK, FOBOPALLMIA HA PYCCKOM fA3bike. [laHHaA ycayra becnnaTtHa.
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L dalall o) sall o daall ddad Jon bl €5 38 Al 6f e AlaDl duilae & ) 5 dan 5 ilead 3 63 :Arabic
acloy O (S (711 :TTY) 1-888-550-5252 o8 e Ly Juai¥) (5 g lile Lo ¢(5 558 pa jin Ao J guaall
NEEON SSED PN ¥ PR QUK.
Hindi: AR WY T g7 WH o R H 3D ! Ut 4y &1 IR ¢4 & fole, g9 gud J guiivan
ATy <d & | gHITT a1 e & T, 59 8% 1-888-550-5252 (TTY: 711) R HId B3 | &S Saq arery
aTell H1s gD ATUD! Hag HR Thdl/adhdl ¢ I8 Th - [eh Jal g
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, € sufficiente contattare il
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 medicacao. Para obter um intérprete, contacte nos através do niumero
1-888-550-5252 (TTY: 711). Um falante de portugués podera ajuda-lo. Este servico € gratuito.

French Creole: Nou gen sevis entepréet gratis pou reponn nenpot kesyon ou ka genyen sou plan sante oswa
plan medikaman nou an. Pou jwenn yon entépret, annik rele nou nan 1-888-550-5252 (TTY: 711). Yon moun
ki pale Kreyol Ayisyen ka ede w. Se yon sevis ki gratis.

Polish: Oferujemy bezptatng ustuge ttumaczenia ustnego, ktéra pomoze Panstwu uzyskac¢ odpowiedzi na
ewentualne pytania dotyczace naszego planu leczenia lub planu refundacji lekow. Aby skorzystac z ustugi
ttumaczenia ustnego, wystarczy zadzwoni¢ pod numer 1-888-550-5252 (TTY: 711). Zapewni to Parstwu
pomoc 0soby mowigcej po polsku. Ustuga ta jest bezptatna.

Japanese: ¥t DEROERIFTEICOVWTCERA I H SEEIE. BEHOBRY—EX %
CRRAWEREITEYT, @EREFAT SIZIX, 1-888-550-5252 (TTY : 711) IZHEEL 2
=LY, BREDEGRBUENWIGELET, CNITEHODY—EXTT,

Hawaiian: Loa‘a ia makou na lawelawe unuhi ‘Olelo manuahi e pane i na ninau au e pili ana i ka makou
papahana olakino a la‘au paha. No ka loa‘a ‘ana o ka unuhi ‘Olelo e kelepona ia makou ma 1-888-550-5252
(TTY: 711). Hiki i kekahi kanaka ‘Olelo Hawai‘i ke kokua ia ‘oe. He lawelawe manuahi kéia.

Ilocano: Adda iti libre a serbisyo ti panagpatarus mi tapno masungbatan ti anyaman a saludsod mo
maipanggep iti plano ti salun-at wenno agas mi. Tapno makaala ti maysa nga agipatpatarus pakiawagan
dakami laeng iti 1-888-550-5252 (TTY: 711). Mabalin nga makatulong kenka ti maysa nga agsasao iti Ilocano.
Daytoy ket libre a serbisio.

Samoan: E iai matou auaunaga faamatala upu e tali atu i soo se fesili e te ono fesili ai e uiga ia matou
fuafuaga tau soifua maloloina poo fualaau. Ina ia maua se tagata faamatala upu na’o le vili maia matou i le
1-888-550-5252 (TTY: 711). E mafai ona fesoasoani atu ia te oe se tasi e tautala i le gagana Samoan. E leai se
totogi o lenei auaunaga.

Lao: woniSaldInavdivwanaus (densusmiviinavesnlzinjofivtaugeruin § gdi2s9

woni8a. lesflucuwann wjYun lnnawonSatoid 1-888-550-5252 (TTY: 711). DA WA
2908909020090 0. VeuudInauus.
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Cambodian: iU SIUNUATUH UMAIRNWEHAANGUEUIRWAG R andduan sHliaii8us
yaipgemnunidhg ilyjsgumsyavatiumuma [msiagiunsnidugmuiw:iue
1-888-550-5252 (TTY: 711)1 B SfjyIntii U S W WM aNiginSMGE WHATS Y ISsMiuNAYRaAnIG
Hmong: Peb muaj cov kev pab cuam kws txhais lus pab dawb los teb cov nge lus nug twg uas koj yuav muaj
hais txog peb lub phiaj xwm duav roos kev noj gab haus huv thiab tshuaj. Yog xav tau ib tug kws txhais lus

ces tsuas hu rau peb tau ntawm 1-888-550-5252 (TTY: 711). Ib tug neeg twg uas hais tau lus Hmoob yuav
pab tau koj. Qhov no yog kev pab cuam pab dawb xwb.

Thai: i fusmsaruudan vinsiianavudiainiag AaaarafiimAunnus ugaa1wusaaa
157 wneavnITAINLLaN I TUsafacAaLT 1 IRUNaLa 1-888-550-5252 (TTY: 711) AUNWANIE T1e
Tegusamanale usn1silusialaane
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