@ Medica.

<Name>

<Address> <Date>
<Address>

<City, State, Zip Code>

Dear <Name of Member>:

Attached is the disenrollment form you requested. Please read the important instructions in this letter
regarding requesting disenrollment from Medica AccessAbility Solution® Enhanced (HMO D-SNP).

When can | make changes to my Medicare coverage?

You can change health plans only at certain times during the year. From October 15 - December 7, you can
join, switch or drop a Medicare health or drug plan for the following year. In addition, from January 1 - March
31, anyone enrolled in a Medicare Advantage Plan (except an MSA plan) can switch plans or return to Original
Medicare (and join a stand-alone Medicare Prescription Drug Plan). Generally, you can’t make changes at other
times except in certain situations, such as if you move out of your plan’s service area, want to join a plan in
your area with a 5-star rating, or qualify for (or lose) Extra Help paying for prescription drug costs.

What is Extra Help?

People with limited incomes may qualify for Extra Help to pay for their prescription drug costs. If you qualify,
Medicare could pay for 75% or more of your drug costs including monthly prescription drug premiums, annual
deductibles, and co-insurance. Additionally, those who qualify won’t have a coverage gap or a late enrollment
penalty. Many people qualify for these savings and don’t even know it. For more information about this extra
help, contact your local Social Security office, or call Social Security at 1-800-772-1213. TTY users should call
1-800-325-0778. You can also apply for extra help online at www.socialsecurity.gov/prescriptionhelp.

When should I fill out the disenrollment request form?

* You should fill out the attached form if you want to change to Original Medicare only and do not want
Medicare prescription drug coverage.
You shouldn’t fill out the attached form if you are planning to enroll, or have enrolled, in another Medicare
Advantage plan or other Medicare health plan. Enrolling in another Medicare plan will automatically
disenroll you from our plan.
You shouldn’t fill out the attached form if you are enrolling in a Medicare prescription drug plan. Enrolling
in a Medicare prescription drug plan will automatically disenroll you from Medica AccessAbility Solution
Enhanced to Original Medicare.

Until your disenrollment date, you must keep using Medica AccessAbility Solution Enhanced doctors. To avoid
any unexpected expenses, you may want to contact us to make sure you’ve been disenrolled before you seek
medical services outside of Medica AccessAbility Solution Enhanced’s network.
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How do | submit the disenrollment request?

If you want Original Medicare, as described above, you may fill out the attached form, sign it, and send it back to
us in the enclosed envelope. You can also fax the form with a readable signature and date to us at (952) 992-
2682. You can call 1-800-MEDICARE (1-800-633-4227) for information about Medicare plans available in your
area. TTY users should call 1-877-486-2048, 24 hours a day/7days a week.

What are my Medigap rights?

If you will be changing to Original Medicare, you might have a special temporary right to buy a Medigap policy,
also known as Medicare supplemental insurance, even if you have health problems. For example, if you are
age 65 or older and you enrolled in Medicare Part B within the past 6 months or if you move out of the service
area, you may have this special right.

Federal law requires the protections described above. Your State may have laws that provide more
Medigap protections. If you have questions about Medigap or Medigap rights in your State, you should
contact your State Health Insurance Program Disability Hub MN at 1-866-333-2466. You can also call
1-800-MEDICARE (1-800-633-4227) anytime, 24 hours a day, 7 days a week for more information. TTY users
should call 1-877-486-2048.

If you need any help, please call Medica Member Services at 1 (888) 347-3630. TTY users should call 711 or MN
Relay Service at 711 or 1-800-627-3529. We are open 7 days a week from 8 a.m. to 9 p.m. CT.

Thank you.

Medica AccessAbility Solution Enhanced is an HMO D-SNP that contracts with both Medicare and the
MinnesotaMedical Assistance (Medicaid) program to provide benefits of both programs to enrollees.
Enrollment in Medica AccessAbility Solution Enhanced depends on contract renewal.

Attachment



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

Last Name: First Name: Middle Initial:
O Mr. O Mrs. O Miss. O Ms.

Medicare Number (Note: May use “Member Number” instead of “Medicare Number”):

Birth Date: Sex: Home Phone Number:

Om 0OF
( )

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 Medicare
will cancel my current membership in Medica AccessAbility Solution Enhanced on the effective date of that
new enrollment. | understand that | might 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 for this coverage.

Please select how you would like to receive your Medical Assistance (Medicaid) coverage. If you do not select a
choice, your Medical Assistance (Medicaid) coverage will continue with Medica AccessAbility Solution.
[0 1 would like to continue my Medical Assistance (Medicaid) coverage with

Medica AccessAbility Solution.

0 1 would like to opt out of SNBC and receive my Medical Assistance (Medicaid)
through fee-for-service AND Original Medicare only.

Signature*: 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 Medica AccessAbility Solution Enhanced or by Medicare.

If you are the authorized representative, you must provide the following information:

Name: Signature:

Address: City: State: ZIP:

Phone Number:

Relationship to Enrollee:




Medica Member Services
1 (888) 347-3630 (toll free) TTY: 711

Attention. If you need free help interpreting this document, call the above number.
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Civil Rights Notice

Discrimination is against the law. Medica does not discriminate on the basis of any of the following:

® race s age s political beliefs

s color s disability (including ¢ medical condition

¢ national origin physical or mental ¢ health status

s creed impairment) s receiptof healthcare

s religion ¢ sex(includingsex services

o sexual orientation stereotypesand e claims experience

e publicassistance genderidentity) e medical history
status ¢ marital status e geneticinformation

You have the right to file a discrimination complaintif you believe you were treated ina discriminatory
way by Medica. You can file a complaintand ask for help filinga complaintin person or by mail, phone,
fax, or email at:

Medica Civil Rights Coordinator

P.O. Box 9310, Mail Route CP250

Minneapolis, MN 55443-9310

Toll Free: 1 (888) 347-3630

TTY: 711

Fax: 952-992-3422

Email: civilrightscoordinator@medica.com

Auxiliary Aids and Services: Medica provides auxiliary aids and services, like
gualified interpreters or information in accessible formats, free of chargeandin a
timely manner to ensure an equal opportunity to participate in our health care
programs. Contact Medica at 1 (888) 347-3630 (toll free), TTY: 711 or at
medica.com/contactmedicaid.

Language Assistance Services: Medica provides translated documents and
spoken language interpreting, free of charge and in a timely manner, when
language assistance services are necessary to ensure limited English speakers
have meaningful access to our information and services. Contact Medica at

1 (888)347-3630 (toll free), TTY: 711 or at medica.com/contactmedicaid.

Civil Rights Complaints

You have the right to file a discrimination complaintifyou believe you were treated ina discriminatory
way by Medica. You may also contact any of the followingagencies directly tofile a discrimination
complaint.

U.S. Department of Health and Human Services Office for Civil Rights (OCR)

You have the right to file a complaint with the OCR, a federal agency, if you believe youhave been
discriminated against because of any of the following:
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race ® age ¢ religion{insome
color o disability cases)
national origin * sex

Contact the OCR directly to file a complaint:

Office for Civil Rights

U.S. Department of Health and Human Services
Midwest Region

233 N. Michigan Avenue, Suite 240

Chicago, 1L 60601

Customer Response Center: Toll-free: 800-368-1019
TDD Toll-free: 800-537-7697

Email: ocrmail @hhs.gov

Minnesota Department of Human Rights (MDHR)
In Minnesota, you have the right to file a complaint withthe MDHR if you have been discriminated
against because of any of the following:

race s creed ¢ publicassistance
color * sex status

national origin ¢ sexual orientation e disability
religion o marital status

Contact the MDHR directly to file a complaint:

Minnesota Department of Human Rights
540 Fairview Avenue North, Suite 201

St. Paul, MN 55104

651-539-1100 (voice)

800-657-3704 (toll-free)

711 or 800-627-3529 (MN Relay)
651-296-9042 (fax)

Info. MDHR@state.mn.us (email)

Minnesota Department of Human Services {DHS)
You have the right to file a complaint with DHS if you believe you have been discriminated against in
our health care programs because ofany of the following:

race
color

national origin

religion (insome cases)

age

disability (including physical ormental impairment)
sex (includingsexstereotypesand gender identity)
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Complaints must be in writingand filed within 180 days of the date you discoveredthe alleged
discrimination. The complaint must contain your name and address and describe the discrimination
you are complainingabout. We will review itand notify you in writingabout whether we have
authority to investigate. If we do, we will investigate the complaint.

DHS will notify youin writing of the investigation’s outcome. You have the right to appeal if you
disagree with the decision. To appeal, you must senda writtenrequest to have DHS review the
investigation outcome. Be briefand state why you disagree with the decision. Include additional
information you thinkis important.

If you file a complaintin this way, the people whowork for the agency named in the complaint cannot
retaliate against you. This means they cannot punish you inany way for filinga complaint. Filinga
complaintin this way does not stop you from seeking out other legal or administrative actions.

Contact DHS directly to file a discrimination complaint:
Civil Rights Coordinator
Minnesota Department of Human Services
Equal Opportunity and Access Division
P.O. Box 64997
St. Paul, MIN 55164-0997
651-431-3040 (voice)or use your preferredrelay service

American Indians can continue or begin to use tribal and Indian Health Services (IHS) clinics. We will not
require prior approval orimpose any conditions for you to get servicesat these clinics. For elders age 65
yvears and older this includes Elderly Waiver (EW) services accessed through the tribe. If a doctor or other
providerin a tribal or IHS clinicrefers you to a provider in our network, we will notrequire you to see your

primary care providerprior to the referral.
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