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Nebraska Application for Continuity of Care

WHAT IS CONTINUITY OF CARE?
Continuity of Care is a service that enables Blue Cross and Blue Shield of Nebraska (BCBSNE) members to receive
time-limited care for specified medical conditions from a non-contracted physician at in-network level of benefits.

Continuity of Care eligibility is based upon qualifying events listed in SECTION | of this form.

HOW DO | KNOW IF | AM ELIGIBLE FOR CONTINUITY OF CARE BENEFITS?
Read and complete SECTION | of the Application for Continuity of Care.
If you answer YES to at least one question, you may be eligible for Continuity of Care benefits.
If you answered NO to all the questions, you are not eligible for Continuity of Care benefits. You DO NOT need to

have your physician review or sign the form and you DO NOT need to send in the form to BCBSNE.

Should you require assistance locating a new physician in your BCBSNE network, please visit NebraskaBlue.com/

DoctorFinder, log into your online account at myNebraskaBlue.com or call the Member Services number shown on your

member ID card.

THE APPLICATION PROCESS
1. If you answer YES to at least one of the questions in SECTION I, please complete SECTION II.
2. Ask your physician to complete SECTION IlI of the application.
+ If you are receiving care from more than one physician, please submit each request on a separate form.
Each physician must individually complete SECTION III.

3. Mail, fax or email the completed application, along with relevant medical records, to:
Blue Cross and Blue Shield of Nebraska
Continuity of Care - Preauthorization
PO Box 3248
Omaha, NE 68180-0001

Fax: 402-392-4108

Email: Faxline4108-ContinuityofCareFaxes@NebraskaBlue.com
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SECTION | - TO BE COMPLETED BY THE PATIENT

1. Are you getting treatment for a serious and complex condition?’ OY [ON
2. Are you scheduled for non-elective surgery, including post-operative care? OYON
3. Are you receiving treatment for terminal illness and undergoing active treatment? OYON
4. Are you more than three months pregnant or did you deliver less than six weeks ago? OYON

If so has your doctor told you this is a high-risk pregnancy? OYON
5. Are you currently undergoing non-surgical treatment (radiation, chemotherapy) for cancer? OYON

If yes, please provide last date of treatment:

6. Are you currently undergoing surgical cancer treatment for cancer? OYON

If yes, please provide date of surgery:

7. Are you undergoing active treatment for Human Immunodeficiency Virus (HIV) or Acquired Immunodeficiency Syndrome (AIDS)? [] Y [] N

If yes, please provide last date of treatment:

8. Are you undergoing active treatment for severe or end-stage kidney disease or dialysis? OYON

If yes, please provide last date of treatment:

9. Have you undergone a recent bone marrow or organ transplant, or are you on the waiting list to obtain an organ? OY[ON

If yes, please provide last date of treatment:

10. Are you currently receiving inpatient services at a facility? OYON

If yes, please provide name of facility and date of admission:

11. Are you receiving outpatient or inpatient mental health or substance use disorder services by a licensed mental health provider? [] Y[] N

If yes, please provide name of your provider and date last seen:

For consideration of mental health and substance use disorder services, contact the telephone number included on your member ID card or at
myNebraskaBlue.com.

"The term “serious and complex condition' is a condition that is serious enough to require specialized medical treatment to avoid the reasonable possibility of
death or permanent harm (in the case of an acute illness) or a condition that is life-threatening, degenerative, potentially disabling or congenital and requires
specialized medical care over a prolonged period of time (in the case of a chronic illness).

SECTION Il - TO BE COMPLETED BY THE APPLICANT

PATIENT NAME DATE OF BIRTH (MM/DD/YYYY)

ADDRESS CITY, STATE, ZIP CODE

BCBSNE MEMBER ID NUMBER HOME PHONE NUMBER WORK PHONE NUMBER

PATIENT'S RELATIONSHIP TO MEMBER (I.E., SPOUSE, DEPENDENT, SELF)

AUTHORIZATION TO RELEASE RECORDS

| authorize all physicians and other health care professionals or institutions to provide Blue Cross and Blue Shield of Nebraska (BCBSNE)
information concerning medical care, advice, treatment or supplies for the patient named above. This information will be used to
determine the patient's eligibility for Transitional Care benefits under the plan.

PATIENT SIGNATURE OR PARENT/GUARDIAN'S SIGNATURE IF APPLICANT IS A MINOR DATE

PARENT OR GUARDIAN'S PRINTED NAME
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SECTION Ill -TO BE COMPLETED BY PHYSICIAN OR HEALTH CARE PROFESSIONAL CURRENTLY TREATING
CONDITION FOR THE ABOVE-NAMED APPLICANT.

This section of the form only needs to be reviewed and filled out by your physician IF you answered YES to one or more of the conditions
on Section I. If you answered NO to all of the conditions in Section |, your physician does not need to fill out this form.

PHYSICIAN NAME PHYSICIAN NPI NUMBER PHONE NUMBER

ADDRESS CITY, STATE, ZIP CODE

DATE OF LAST VISIT/FREQUENCY OF VISITS

DIAGNOSIS
EXPECTED LENGTH OF TREATMENT IF MATERNITY, EXPECTED DATE OF DELIVERY (MM/DD/YYYY)
FACILITY NAME ADDRESS CITY, STATE, ZIP CODE

CURRENT TREATMENT/COMMENTS

By signing below, | agree to accept BCBSNE's Contracted Amount, plus the member's deductible, coinsurance and/or copayment, if
applicable, for any Covered Services as payment in full. | will not balance bill the member for any amount in excess of BCBSNE's
allowable charge for Covered Services. | also agree to all of the terms and conditions applicable to Participating Providers, including the
guidelines set forth in the Policies and Procedures Manual.

PHYSICIAN'S SIGNATURE DATE
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Non-discrimination and Translation Notice

Discrimination is Against the Law

Blue Cross and Blue Shield of Nebraska (BCBSNE) complies with applicable federal civil rights laws and does
not discriminate on the basis of race, color, national origin, age, disability or sex. BCBSNE does not exclude
people or treat them differently because of race, color, national origin, age, disability or sex.

BCBSNE:

e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
- Qualified sign language interpreters
- Writteninformation in other formats (large print, audio, accessible electronic formats, other formats)

® Provides free language services to people whose primary language is not English, such as:
- Qualified interpreters
- Information written in other languages

If you need these services, contact Customer Service at 800-991-5840, TTY 711 between 7:30 a.m. to 6 p.m., Central time,
Monday through Friday.

If you believe that Blue Cross and Blue Shield of Nebraska 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:

Manager, Corporate Compliance

Blue Cross and Blue Shield of Nebraska
P.O. Box 3248

Omaha, NE 68180-001

800-991-5840, TTY: 711
CivilRights@NebraskaBlue.com

You can file a grievance in person or by mail, fax or email. If you need help filing a grievance, our Manager of Corporate
Compliance 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 ocrportal.hhs.gov/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, D.C. 20201

800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at hhs.gov/sites/default/files/ocr-cr-complaint-form-package.pdf.
For quick processing, use the OCR online portal to file a complaint.

ATTENTION: This notice may have important information about your application or coverage. Look for key dates in this
notice. You may need to take action by certain deadlines to keep your health coverage or get help with costs. If you or
someone you’re helping has questions, you have the right to get help and information in your language at no cost. To talk
to an interpreter, call 1-800-991-5840. This notice is translated as federally required.
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Chinese Traditional
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German

Achtung: Diese Mitteilung kann wichtige Informationen Uiber Ihren Antrag oder die Versicherungsdeckung beinhalten. Beachten Sie
wichtige Fristen in dieser Mitteilung. Sie missen unter Umstanden MaRnahmen innerhalb bestimmter Fristen ergreifen, um Ihren
Krankenversicherungsschutz zu erhalten oder eine Kostenerstattung zu erhalten. Wenn Sie oder jemand, dem Sie helfen, Fragen hat,
kénnen Sie kostenlos Hilfe und Informationen in lhrer Sprache erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte
1-800-991-5840 an.
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Spanish (Mexico)

ATENCION: Este aviso puede contener informacion importante sobre su solicitud o cobertura. Ponga atencién a las fechas clave en este
aviso. Puede ser que usted necesite realizar algunas acciones para determinadas fechas y asi mantener su cobertura de salud o para
obtener ayuda con los costos. Si usted o alguien a quien usted ayuda tiene alguna pregunta, tiene el derecho de recibir informaciéon y
ayuda en su propio idioma sin costo. Para hablar con un intérprete, llame al 1-800-991-5840.

Farsi
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French (Europe)

ATTENTION : Cet avis peut contenir des informations importantes concernant votre demande ou votre garantie. Prétez attention aux

dates clés indiquées. |l vous faudra peut-étre prendre des mesures avant une certaine date pour pouvoir conserver votre assurance santé

ou bénéficier d’aides au paiement. Si vous ou une personne que vous aidez avez des questions, vous pouvez obtenir gratuitement de

I'assistance et des informations dans votre langue. Pour parler a un interpréte, appelez le 1-800-991-5840.
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Nepali
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Oromo

HUBAACHIISA: Beeksisi kun odeeffannoo barbaachisaa waa’ee iyyata keetii yookaan waa’ee tajaajiloota gabaachuu mala. Beeksisa kana
irraa guyyoota barbaachisoo ta’an ilaali. Tajaajila fayyaa kee itti fufsiisuuf guyyoota murtaa’an irratti tarkaanfiin ati fudhattu yookaan
kaffaltiidhaan gargaarsi ati argattu jiraachu mala. Yoo ati ykn namni ati gargaartu, gaaffii gabaattan, gatii malee gargaarsaa fi oddeeffanno
afaan dandeessaaniin argachuun mirga keessaani. Warra afaan hikkaaniif lakkoofsa kanaan bilbilaa 1-800-991-5840.

Russian

BHUMAHMWE! B aHHOM yBEAOMNIEHUN MOXKET COAEPKATLCA BaXKHaA MHGOPMaLMA O Ballel 3aABKe UM CTPAXOBKe. B Hem TakKe
YKa3aHbl K/o4eBble AaTbl. Bam morkeT noTpeboBaTbca BbINONHUTL HEKOTOPbIE AENCTBUA K ONpeaesieHHOMY CPOKY A1 COXPaHeHUA
Balle MeANLMHCKON CTPAXOBKM UM NOyYEHUA MOMOLLM B onnaTte pacxoaoB. Ecav y Bac uam y yenoseka, KOTOPOMY Bbl MOMOraeTe,
BO3HMKHYT BOMPOCbHI, Bbl UMEEeTe NPaBo NOAY4UTb MOMOLLb U MHGOPMaLMIO Ha cBOeM A3bike 6ecniatHo. YTobbl NOroBopuTsb €
nepeBoAYMKOM, NO3BOHUTE No Homepy 1-800-991-5840.

Viethamese

CHU Y: Théng bao nay c6 thé chira théng tin quan trong vé don dang ky hodc bao hiém cla quy vi. Tim nhirng ngay chinh
trong thong bao nay. Quy vi c6 thé can hanh déng truéc mét s6 thoi han dé duy tri bao hiém strc khde clia minh hodc duoc
gitp do co tinh ph| Néu quy Vi hoac nguo’l quy vi dang giup d&, cé théc méc, quy vi ¢ quyén lay théng tin va dwoc tro gidp
b&ng ngdén ng cGia minh mi&n phi. D& néi chuyén véi mét thong dich vién, goi sé 1-800-991-5840.
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