STATE OF TENNESSEE GROUP INSURANCE PROGRAM
INSURANCE CANCEL REQUEST APPLICATION - ACTIVE PARTNERS

State of Tennessee « Department of Finance and Administration - Benefits Administration
312 Rosa L. Parks Avenue, 19th Floor « Nashville, TN 37243 . 800.253.9981 - fax 615.741.8196 FOR HEALTH

EDISON ID

PART 1 — PARTICIPANT(S) CANCELING COVERAGE (ATTACH A SEPARATE SHEET IF NECESSARY)

| request to cancel Umedical ddental Wshort-term disability Qvision L FsA/medical FSA/dep care U rsa/imited O Voluntary AD&D
on the participant(s) below due to:

EMPLOYER GROUP:

U HED () STATE
UrocaLep  LocAL Gov

(J Reason marked in Part 2 below
(J DHMO (prepaid provider) dental; no participating general dentist within a 25-mile radius of my home (skip Parts 2 and 3 below)
Note: Short-term disability and Voluntary AD&D require 30 days advance notice (skip Parts 2 and 3 below).

O Employee ‘EI Spouse ‘EI Child(ren) (names):

INSTRUCTIONS — SUBMIT ALL DOCUMENTS TO YOUR AGENCY BENEFITS COORDINATOR

You and/or your dependent(s) may only cancel coverage under this plan during the annual enroliment period except as stated on this form. (Note:
Voluntary AD&D and short-term disability may be canceled during the year for any reason.)

1. You and/or your dependent(s) may cancel coverage if you lose eligibility under this plan, or you have one of the reasons listed in Part2. Only
persons who lose eligibility under this plan or become newly eligible for other coverage may cancel. You have 60 days from a qualifying
event to submit all required documentation.

2. Purchase of a private policy, voluntary cancellation of other coverage, a provider or hospital leaving a network, and financial hardship do not
qualify as reasons to cancel coverage under this plan.

3. If enrolled in the DHMO (prepaid provider) dental option and there is no participating general dentist within a 25-mile radius of your home, you
may cancel dental coverage. The coverage end date will be the last day of the month that this form is received by Benefits Administration.

PART 2 — REASON TO REQUEST TO CANCEL

REASON DOCUMENTATION REQUIRED
[ Marriage, divorce, legal separation, annulment Copy of marriage certificate; final divorce decree; order of separation, or order of
annulment signed by judge and proof of other coverage (see #1 above)

If divorce, please provide ex-spouse’s current address here:

A change in your place of residence or workplace out of | Letter stating date of location change with member’s new address
the national service area (i.e., move out of the U.S.)

[ Birth, adoption, placement for adoption Copy of birth certificate or adoption documents and proof of other coverage (see #1
above)

(1 Death of spouse, dependent Copy of death certificate

(1 New employment, return from unpaid leave, change from | Letter on employer’s company letterhead certifying date of insurance eligibility, date of
part-time to full-time employment (spouse or dependent) | return from unpaid leave or change in employment status

[ Entitlement to Medicare, Medicaid, TRICARE Letter of entitlement from Medicare, Medicaid or TRICARE or copy of new ID card

1 Court decree or order Copy of court decree or order signed by judge

1 Open enroliment Letter, on company letterhead, certifying date of eligibility for other coverage

u

u

Marketplace Enrollment | attest that | am enrolled or intend to enroll in the Marketplace

PART 3 — REQUESTED COVERAGE END DATE
The coverage end date may either be the last day of the month prior to the eligibility date of other
coverage or the last day of the month that the event occurred.
PART 4 — AUTHORIZATION

By signing this application, | attest that | have read the instructions above and that | and/or my dependent(s) are eligible to cancel coverage for the
reason(s) marked on this form. | also attest that | can cancel short-term disability coverage for any reason. | further attest that the information | am
submitting is true and accurate. | understand that by making this request, the person(s) whose coverage is cancelled may not be eligible for COBRA and
that any future request for coverage will be subject to the Plan’s eligibility and enrollment rules.

EMPLOYEE SIGNATURE DATE PHONE

LAST DAY COVERAGE TO BE ACTIVE (MM/DD/YY)

AGENCY BENEFITS COORDINATOR SIGNATURE DATE NOTES

FA-1047 (rev 07/23) RDA 11367



As required by law, a Summary of Benefits and Coverage is available which describes your 2024 health coverage options. The SBC may be found

at www.tn.gov/ ParTNersForHealth/summary-of-benefits-and-coverage no later than Sept. 1. The digital newsletter contains much of the same
information. To get a SBC paper copy, free of charge, call 855.809.0071. Please include your name, complete mailing address and name of the SBCs you
want: State and Higher Education Plan; Local Education Plan; or Local Government Plan.

The Plans are required by law to maintain the privacy of protected health information and to provide you with notice of our legal duties and privacy
practices with respect to PHI. Find Notice of Privacy Practice and other important Legal Notices including Prescription Drug Coverage and Medicare and
more at https://www.tn.gov/content/dam/tn/finance/fa-benefits/documents/legal_notices.pdf

Find the Notice Regarding Wellness Program at tn.gov/ParTNersForHealth under Wellness, or email benefits.info@tn.gov to request a mailed copy of the
Wellness Program Notice.

Benefits Administration does not support any practice that excludes participation in programs or denies the benefits of such programs on the basis of race,
color, national origin, sex, age or disability in its health programs and activities. If you have a complaint regarding discrimination, contact the Finance and Ad-
ministration Civil Rights Coordinator at FA.CivilRights@tn.gov or 615-532-9617.

Have you been denied services or treated differently for the above stated reasons? Find the Department of Finance and Administration’s Nondiscrimina-
tion Policy and Complaint Procedures and Form under F&A Department Policies at https://www.tn.gov/finance/looking-for/policies.html (Policy 36); contact
the F&A Civil Rights Coordinator; or mail a complaint to F&A Civil Rights Coordinator/Office of General Counsel, 20th Floor, 312 Rosa L. Parks Avenue, William R.
Snodgrass Tennessee Tower, Nashville, TN 37243.

Need free language help? Have a disability and need free help or an auxiliary aid or service such as braille or large print? If you speak a language other than
English, help in your language is available for free. Contact the F&A Civil Rights Coordinator at 615-532-9617.

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiistica. Llame al 1-866-576-0029 (TTY: 1-800-848-0298).
866 (L3¢ -576-0029- pJzsbs: 13 doo copas 13dd, 1JJE 8 Glo Faple Iposlp a8 1Udg 558 ooshd, Jd Cldezlo. looad wuGe 1.(800-848-0298- aled 1oap sldoda: 1
AR MRMMERZERDY - Mo RBESESENR - FHE 1-866-576-0029 (TTY:1-800-848-0298) -

CHU Y: N&u ban ndi Tiéng Viét, c6 cac dich vu hd trg ngdn ngit mién phi danh choban. Goi s6 1-866-576-0029 (TTY:1-800-848-0298).

Fo|: oh=01 5 AL8StAlE 8%, 210 X[ MH|AE fFRZ 0|&3H & ASLILE 1-866-576-0029 (TTY: 1-800-848-0298) Ho = Tt
A'I'I'E;\ITION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-866-576-0029 (ATS : 1-800-848-
0298).

Ni songen mwohmw ohte, komw pahn sohte anahne kawehwe mesen nting me koatoantoal kan ahpw wasa me ntingie [Lokaiahn Pohnpei] komw
kalan- gan oh ntingidieng ni lokaiahn Pohnpei. Call 1-866-576-0029 (TTY: 1-800-848- 0298).

@A FOA; P TI4F 2T ATCE P PECHIR ACRF SCEFTE 118 A LIHPF +HIE+PA: ML MN+ADEML LLM 1-866-576-0029 (APNTYT A+AGFa-: 1-800-848-
0298).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1-866-576-0029 (TTY:
1-800- 848-0298).

YYUsil: %) dR Y2l odledl &), dl wl(R1es MINL USI A dHIRLHI Guand B, §lel 520 1-866-576-0029 (TTY:1-800-848-0298)

ARSI BABEFINS5E. BROSEXBECHAVIIZTE  866-576-0029 ( TTY:1-800-848-0298 ) # T. HB/FEIC T IER
<

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-866-576-
0029 (TTY: 1-800-848-0298).

I & T 3T g Sierd & <t S1TaG Al Yt H T Tt YA 3Uerd g 1-866-576-0029 (TTY: 1-800-848-0298) W wiet a¢ IBHUMAHME: EC/M Bbl FOBOpUTE Ha PYCCKOM
A3blKe, TO BaM AOCTYMHbI 6ecriaTHble YCIyri nepeBoga. 3BoHuTe 1-866-576-0029 (Tenetakn: 1-800-848- 0298).

@01 18, G 50l Slous SBa&y s Ss cumssds 30106 cuss lesSly wols tial Sl asolibs, Ol s Bialie cpalos w86 866-576-0029 (TTY:

1-800-848-0298)
If you have questions about civil rights compliance or concerns, you may also contact:

+ US. Department of Health & Human Services — Region IV Office for Civil Rights, Sam Nunn Atlanta Federal Center, Suite 16770, 61 Forsyth Street, SW, Atlanta,
GA 30303-8909 or 1-800-368-1019 or TTY/TDD at 1-800-537-7697.

+US. Office for Civil Rights, Office of Justice Programs, U.S. Department of Justice, 810 7th Street, NW, Washington, DC 20531.

« Tennessee Human Rights Commission, 312 Rosa Parks Avenue, 23rd Floor, William R. Snodgrass Tennessee Tower, Nashville, TN 37243.



	NAME: 
	EDISON ID: 
	reset: 
	Check Box5: Off
	Check Box4: Off
	Check Box3: Off
	Check Box1: Off
	q Children names: 
	Check Box22: Off
	Check Box21: Off
	Check Box20: Off
	Check Box19: Off
	Check Box18: Off
	Check Box17: Off
	Check Box16: Off
	Check Box15: Off
	Check Box14: Off
	Check Box10: Off
	Check Box9: Off
	Check Box8: Off
	Check Box7: Off
	LAST DAY COVERAGE TO BE ACTIVE MMDDYY: 
	Check Box2: Off
	Check Box11: Off
	Check Box13: Off
	Check Box12: Off
	Check Box27: Off
	Check Box26: Off
	Check Box25: Off
	Check Box24: Off
	Check Box23: Off
	DATE: 
	PHONE: 
	DATE_2: 
	NOTES: 


