STATE OF TENNESSEE GROUP INSURANCE PROGRAM PARTNERS

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

SSN OR EDISON ID

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

I request to cancel W medical ddental vision
for the following participants:

U Retiree 1 Spouse U Child(ren) (names):

INSTRUCTIONS — Submit page one and two of this form with required documentation to Benefits Administration

Coverage may only be canceled under a plan during the annual enroliment period except as provided in the Medical Plan Documents or applicable Certificates
of Coverage available at www.tn.gov/partnersforhealth. You must mark the reason you are requesting to cancel coverage in Parts 2 or 3 below.

1. Health, dental, and/or vision coverage may only be canceled mid-year for the following reasons:
a. Losing eligibility under a plan or becoming newly eligible for other coverage;
b. Annual enroliment of spouse’s employer plan with different coverage periods;
c¢. Change in residence outside of national service area; or
d. Change to the DHMO dental network that results in no participating general dentist within a 25- mile driving distance of the Head of Contract’s home
permits
cancellation of DHMO Dental only (not applicable to Dental PPO, health, or vision).

2. IfHead of Contract loses eligibility under a health, dental, or vision plan or becomes newly eligible for other similar plan coverage (not including Medicare)
and requests to cancel coverage, the HOC and all dependents’ coverage will be canceled. If a dependent loses eligibility under a health, dental, or vision
plan or becomes newly eligible for other similar plan coverage only that dependent may cancel coverage.

PART 2 — INVOLUNTARY CANCELLATION — Coverage ends at the end of the month of the loss of eligibility

REASON DOCUMENTATION REQUIRED

[ Loss of Spouse eligibility due to divorce, legal separation, legal annulment Final divorce decree, order of separation, or order of annulment signed
* Ex-Spouses are not eligible for coverage on the Plan by a judge. Must provide the ex-spouse’s current address here:

(1] Death of spouse or dependent Copy of death certificate of deceased individual

PART 3 — VOLUNTARY CANCELLATION — Coverage ends the last day of the month this form is received by BA*
(1 New eligibility for group health insurance/benefits through spouse or Complete No. 1 of the Attestation/Certification in Part 4 below
dependent’s employer

[ Annual enroliment into a spouse, former spouse, or dependent’s employer’s | Complete No. 2 of the Attestation/Certification in Part 4 below
group plan
[ Marketplace eligibility and enroliment Complete No. 3 of the Attestation/Certification in Part 4 below
(Only Applicable to health insurance Benefits)

1 New entitlement to Medicare or Medicaid Copy of new ID card or Letter of entitlement from Medicare
or Medicaid

(1 Termination of child support order of dependent child provided by National | Copy of Notice of termination of National Medical Support Notice
Medical Support Notice

[ Change of residence out of the national service area Date of location change with member’s new address

[ Dental DHMO change to the network resulting in no participating general | Must be confirmed by the dental insurance carrier and BA
dentist within a 25-mile driving distance of the Head of Contract’s home (only
applicable to DHMO)

* All voluntary terminations are subject to review and approval by Benefits Administration *
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PART 4 ATTESTATION / CERTIFICATION

INSTRUCTIONS

If the reason for your cancellation request requires an attestation/certification, complete the section below that applies to your situation. All requests
are subject to review and approval by Benefits Administration in accordance with the Medical Plan Document or applicable Certificate of Coverage and
applicable law.

1. New eligibility for group health insurance/benefits through spouse or dependent’s employer.

| hereby certify that on the following date: , the individuals listed in Part 1 became newly eligible for coverage
under a group benefit plan of the employer of the member’s Spouse or Dependent because of either (select one):

U achange in marital status
U achange in employment status

Coverage under the new health plan (select one):
U is already in effect
U will begin

2. Annual enrollment into a spouse, former spouse, or dependent’s employer’s group plan.

| hereby certify that on the following date: , the individuals listed in Part1 became eligible for coverage under a
group benefit plan of the employer of the member’s Spouse, former spouse, or Dependent because of the employer’s annual enrollment.

Coverage under the new health plan (select one):
O is already in effect
O will begin

3. Marketplace eligibility and enroliment.

| hereby certify that on the following date: , the individuals listed in Part 1 became eligible for Marketplace health
coverage.

Coverage under the Marketplace health plan (select one):
O is already in effect
O will be in effect no later than the day immediately following the last day of my Tennessee State sponsored health insurance coverage

PART 5 — AUTHORIZATION

By signing this Cancel Request Application, | attest and certify that | have read the instructions above and that the individuals listed in Part 1 of this form

are eligible to cancel coverage for the reason(s) marked on this form. | certify that all of the statements on this form are true and accurate to the best of my
knowledge and agree to provide appropriate documentation and paperwork to verify the change in status or other applicable event if requested. | 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.

SIGNATURE DATE PHONE
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Language/Communication Assistance. Need free language help? Have a disability and need free help or an auxiliary aid or service, for
instance Braille or large print? Please request assistance by emailing benefits.assistance@tn.gov and FA.CivilRights@tn.gov or calling
800-253-9981. If you think you have been denied free language or communications assistance, please call 615-532-9617 for the F&A Civil
Rights Coordinator or follow the F & A complaint procedures in F & A Policy No. 36. Non-Discrimination Policy and Complaint Procedure
which is available at the following link: Policy 36 - 10.24.2024 pdf

Spanish
ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiistica. Llame al 1-866-576-0029 (TTY: 1-800-848-
0298)

Arabic
.(800-848-0298-1 :p84l 5 auall iila o8 5) 866-576-0029-1 pd_n il Glaally ell Hal 655 3 galll 32 Lusall hladd 8 (Aalll 83 Caaaii i€ 13) :4da gala

Chinese
AR MBREENRGSX, BiIREAREMESHMRE. FEHE 1-866-576-0029 (EHFITFH# . 1-800-848-0298) ,

Viethamese
CHU Y: N&u ban néi tiéng Viét, dich vu hd tro' ngén ngit mién phi ¢ sin. Goi 1-866-576-0029 (TTY: 1-800-848-0298).

Korean
Fol: et=0{ E ALEOHA = B2, 210 X| & ME|AE FEE 0|85t 5= USLIL}. 1-866-576-0029 (TTY: 1-800-848-0029) H2 =

Halof FHAI2.

French
ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-866-576-0029 (ATS :
1800-848-0298).

Laotian
2001259 TIICOIWIFIDIO, NIVLSNIVFOBCTBCIVWIFTIWECHVIE. 111-866-576-0029 (TTY: 1-800-848-0298).

Ambharic
@A FMA; PTRT4F 2% ATCT NPT OFCTFIR ACSF ECESTI NI8 APITIHPT +HIB+PA: DL M N+AD- &P LM 1-866-576-
0029 (A°A99% A+AFFar: 1-800-848-0298.

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

Gujarati
YUsil: ) dR AUl sllddl €, dl [o1:QL&s MM USIU A dHRL M GUudsy 8. §lel ) 1-866-576-0029 (TTY: 1-800-848-0298).

Japanese
EEFIE BAREZESINDBE. BHOEEXEZCHRAW=ITET, 1-866-576-0029 (TTY:1-800-848-0298) £T. B E
SEICTTERCESY

Tagalog
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).

Hindi
&1 < i oy £ Siaa € o 3muds for o & HTT gl VaTd SUAs | 1-866-576-0029 (TTY: 1800-848-0298) TR HId B |
Russian

BHUMAHME: Ecnv Bbl roBOPUTE Ha PYCCKOM fi3blKe, TO BaM AOCTYMNHbl becniaTHble ycayru nepesoda. 3soHuTe 1-866-576-0029
(Tenetaiin: 1-800-848-0298).

Persian
250 il 1-866-576-0029 (TTY: 1-800-848-0298) L .25 (o0 pal L (51 G oy man () g S (o K38 i 3 Ly 40 R Aass
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