Independence

Continuation of Care Request Form

Rev. 4/2017

Date: Form completed by: Phone #:

REASON FOR REQUEST

o Member newly enrolled with Independence Blue Cross (Independence)
o Provider no longer participates with the Independence network (must not have been termed for Cause by the Plan)

MEMBER INFORMATION

Member ID #: Effective date of coverage:
Previous insurance carrier: Was the provider participating?
Subscriber name: Plan type:

Patient name: Date of birth:

Street address: City, state, ZIP:

Home phone #:

DOCTOR INFORMATION

Doctor name: NP1 or TIN:
Street address: City, state, ZIP:
Office phone #: Specialty:

Office contact person:

Diagnosis/condition being treated (include the appropriate ICD code set):

CPT® code(s) for service or procedure being requested, and date of service:

How long is the treatment expected to continue? Years Months
How many visits are being requested? Visit(s)
How often is the patient being seen? Weekly/Monthly/Quarterly

When is the patient’s next appointment?

For maternity requests, what is the: Estimated date of delivery?

Facility for delivery (if applicable):

PLEASE SUBMIT LAST OFFICE VISIT NOTE AND ANY RELEVANT CLINICAL DOCUMENTATION.

Please fax this form to 215-761-0943 or mail to:

Independence Blue Cross

Clinical Services Precertification Department — Continuation of Care
1901 Market Street, 30th Floor

Philadelphia, PA 19103

CPT copyright 2016 American Medical Association. All rights reserved. CPT is a registered trademark of the American Medical Association.

Independence Blue Cross is an independent licensee of the Blue Cross and Blue Shield Association.



Language Assistance Services

Spanish: ATENCION: Si habla espafiol, cuenta con
servicios de asistencia en idiomas disponibles

de forma gratuita para usted. Llame al
1-800-275-2583 (TTY: 711).

Chinese: /&% : WREHA L, EATLIE R HRHENIES
PrEARSS . EH 1-800-275-2583.

Korean: CtLIAtE: Bt=01E AIE0tAlE B2, &0
K& MHAE 222 0 C
1-800-275-2583 122 Mot AIL.

Portuguese: ATENCAO: se vocé fala portugués,
encontram-se disponiveis servigos gratuitos de
assisténcia ao idioma. Ligue para 1-800-275-2583.

Gujarati: Yoll: %l dR Al dllecl &, Al [:yes
QUM Sl AR dHIRL HIZ Gude B,
1-800-275-2583 S\ $3\.

Vietnamese: LU'U Y: Néu ban noi tiéng Viét, ching toi
sé cung cap dich vu ho trg ngén nglr mién phi cho
ban. Hay goi 1-800-275-2583.

Russian: BHUMAHWE: Ecnn Bbl roBOpuTE NO-PYCCKN,
TO MOXeTe 6ecnnaTHO BOCMNOMNb30BaTLCS yCrnyramu
nepesoga. Ten.: 1-800-275-2583.

Polish UWAGA: Jezeli méwisz po polsku, mozesz
skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-800-275-2583.

Italian: ATTENZIONE: Se lei parla italiano, sono
disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-275-2583.

Arabic:

."’Lﬁj'&wt‘wdj Q\eJC QjQBLﬁg)ﬁ@d@LJCQQ@ﬂ\'J;\ :E'L'}Cd(’
.1-800-275-2583 a3 duanllzadiadidiz loa

French Creole: ATANSYON: Si w pale Kreyol

Ayisyen, gen sevis &d pou lang ki disponib gratis pou
ou. Rele 1-800-275-2583.

Y0041 _HM_17_47643 Accepted 10/14/2016

Tagalog: PAUNAWA: Kung nagsasalita ka ng
Tagalog, magagamit mo ang mga serbisyo na tulong
sa wika nang walang bayad. Tumawag sa
1-800-275-2583.

French: ATTENTION: Si vous parlez francais, des
services d'aide linguistique-vous sont proposeés
gratuitement. Appelez le 1-800-275-2583.

Pennsylvania Dutch: BASS UFF: Wann du
Pennsylvania Deitsch schwetzscht, kannscht du Hilf
griege in dei eegni Schprooch unni as es dich ennich
eppes koschte zellt. Ruf die Nummer 1-800-275-2583.

Hindi: &arer & afg 3ma B sea § ar 3muss fow
HF H AN FETIAT {ATC 3UCTSH §| Pl Y
1-800-275-2583|

German: ACHTUNG: Wenn Sie Deutsch sprechen,
koénnen Sie kostenlos sprachliche Unterstitzung
anfordern. Wahlen Sie 1-800-275-2583.

Japanese: fii% : RHEFENHAEOH I, SHET VA
H AP —ER (B &2 TR £,
1-800-275-2583~F et < 7230,

Persian (Farsi):
Gy sume Coar ) ladE sl oz paus St O
1-800-275-2583 o _lagi U iliga aal ol i) )iyl Ses))

REPTRLT N

Navajo: Dii baa ako ninizin: Dii saad bee yanitti’go
Diné Bizaad, saad bee akad’anida’awo’d¢¢’, t’44 jiik eh.
Hodiilnih koji’ 1-800-275-2583.

Urdu:
L[;d_cﬁ_ﬁ JC‘UL_S’L‘L’JJS:\'“.—"}}JJ\ Q_J JAS\:LA‘)‘&S_)AG}Q
U IEISugalsnsidat Oslee Ol gt
1-800-275-2583
Mon-Khmer, Cambodian: fJ 518 MBIGHIYANS
weisiigafunwmanys-igi ymanigi 1
SSwiAmMan SUMSH Y SHAUIANAHANWHA
HiG T gieugIFlinug 1-800-275-25837

ho )
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Discrimination is Against the Law

This Plan complies with applicable Federal civil rights
laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. This Plan
does not exclude people or treat them differently
because of race, color, national origin, age, disability,
Oor sex.

This Plan provides:

e Free aids and services to people with disabilities
to communicate effectively with us, such as:
qualified sign language interpreters, and written
information in other formats (large print, audio,
accessible electronic formats, other formats).

e Free language services to people whose
primary language is not English, such as:
qualified interpreters and information written in
other languages.
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If you need these services, contact our Civil Rights
Coordinator. If you believe that This Plan has failed
to provide these services or discriminated in another
way on the basis of race, color, national origin, age,
disability, or sex, you can file a grievance with our Civil
Rights Coordinator. You can file a grievance in the
following ways: In person or by mail: ATTN: Civil
Rights Coordinator, 1901 Market Street,
Philadelphia, PA 19103, By phone: 1-888-377-
3933 (TTY: 711) By fax: 215-761-0245, By email:
civilrightscoordinator@1901market.com. If you need
help filing a grievance, our Civil Rights Coordinator is
available to help you.

You can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil
Rights Complaint Portal, available at
https.//ocrportal.hhs.qov/ocr/portal/lobby.jsf or by mail
or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room
509F, HHH Building, Washington, DC 20201, 1-800-
368-1019, 800-537-7697 (TDD). Complaint forms are
available at
http.//www.hhs.qov/ocr/office/file/index.html.
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