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Continuity of Care Instructions

The Continuity of Care Department for Health Net Health Plan of Oregon, Inc. is dedicated to helping you receive
uninterrupted and coordinated care if you are eligible for the continuity of care benefit. To request this benefit,
please fill out the Continuity of Care Request Form located on page 2, and return it by fax or mail.

Please fax all forms to Health Net Continuity of Care Department at:
Continuity of Care Fax Number: 866-295-4780

Or mail to:

Health Net Continuity of Care Dept
MSC: CA21281-01-212

PO Box 9103

Van Nuys, CA 91410 -0422

Please note the following instructions:

1. Complete a separate Health Net Continuity of Care Request Form for each requested provider.

9. The Continuity of Care Request Form can be completed by your provider of services to assist with your request;
however, it will not be accepted without the member’s completed Continuity of Care Request Form.

3. Please contact the Health Net Member Services at 888-802-7001 (TTY: 711) if you need completing this form or if
you have any questions regarding this process.

Each request for continuity of care is considered based on the plan benefit, applicable state regulations, medical
appropriateness, and clinical needs. Upon receipt of the Continuity of Care Request Form, a nurse care manager will be
assigned to review your care needs. You will be notified by telephone and/or mail upon receipt of the completed form.
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Fax #: 866-295-4780

Today’s date:

Form must be completed fully to avoid a processing delay. Please print.
Patient’s name (last, first, Ml): Patient’s call-back number: Health Net ID #:

Patient’s address (street, city, ZIP):

Patient’s assigned primary care physician: Patient’s date of birth (mm/dd/yyyy):

You may be able to keep seeing your non-Health Net doctor. We will review your request based on your
coverage for Continuity of Care benefits.

Reason(s) for requesting continuity of care assistance
My medical need(s) include (Please check all that apply.)

[] Scheduled procedure/surger ] care of newborn between birth and age 36 months
P gery g
[] Acute condition (not to exceed 12 months from the effective date of coverage
. . L for a newly covered enrollee)
] Serious chronic condition o -
[ Terminalillness [ Specialist office visit

[ ] Maternal mental health, not to exceed 12 months from

[J Pregnancy and immediate postpartum diagnosis or from the end of pregnancy, whichever occurs first

Name of physician the patient is requesting to continue services with:

Physician’s address (street, city, ZIP):

Physician’s telephone number: ( )
Physician Tax ID (If applicable): Physician NPI (if Applicable):
Patient’s diagnosis: Patient’s CPT code:

Next scheduled appointment date: | Reason for appointment:

Has the patient been seen by the physician at least once in the past 12 months? [0 Yes [0 No

Please tell us why the patient wants help with his or her current medical care. Write down the type(s) of service(s)
he or she is asking for.

Patient’s signature or the name of the Health Net representative taking the request:

(continued)



Patients may ask their doctor to fill in their information. Complete the form and return it to Health Net.

Mailing address: Fax #:

Health Net Continuity of Care Dept 866-295-4780
MSC: CA21281-05-08

POB Box 9103

Van Nuys CA 91409-9103

If you have any questions, please call Health Net’s Member Services Department at 888-802-7001 (TTY: 711).

Health Net Health Plan of Oregon, Inc. is a subsidiary of Health Net, LLC and Centene Corporation. All rights reserved.
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Nondiscrimination Notice

Health Net Health Plan of Oregon, Inc., “Health Net” complies with applicable federal civil rights laws and does not discriminate,
exclude people or treat them differently on the basis of race, color, national origin, ancestry, religion, marital status, gender,
gender identity, sexual orientation, age, disability, or sex.

HEALTH NET:
« Provides 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, accessible electronic formats, other formats).

« Provides free language services to people whose primary language is not English, such as qualified interpreters and
information written in other languages.

If you need these services, contact Health Net’'s Customer Contact Center at 1-888-802-7001 (TTY: 711).

If you believe that Health Net 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 by calling the number above and telling them you need help filing
a grievance. Health Net’s Customer Contact Center 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.gov/ocr/smartscreen/main.
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 (TDD: 1-800-537-7697).

Complaint forms are available at https://www.hhs.gov/ocr/complaints/index.html.

Health Net Health Plan of Oregon, Inc. is a subsidiary of Health Net, LLC. Health Net is a registered service mark of Health Net, LLC. All rights reserved.
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English
No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your language. For help, call the Customer
Contact Center at the number on your ID card or call 1-888-802-7001 (TTY: 711).

Ambharic
ALIL ATATAT IR0 AE P PAM-IR: ANHCAM, M9 TH BFAN: PHINNAPET AT P+@AF NETELP PHANAPTY AIRT MRTH BFAA: AACSFT ARTINET 97 1T
MONA NRFmEP NCLEP AL PADT @ADL LLM-A MEIR N 1-888-802-7001 (TTY: 711) LLM.Ax

Arabic
By e g sall a5l e e Dlandl VLl S ey Juai¥) @iy dacluall o Jpeanll @il @l lgie (any sl s clile culatioal) el i calla @liSa; LaS 65 )5 an ey Dlainal) @liSay Lpilaall 3 salll cileaal)
.1-888-802-7001 (TTY: 711) (e Juai¥) 4 @by Lalall &y pmnl) o yae

Chinese
REEES RS o AT AN SRS - M o] DS BHREAG (CHE > e DUEES > B R S U 5451 - BB - 35818 8~ LIVEESRIHHE & =
fré& Ly - BT ERRS 1-888-802-7001 (FERRELR (TTY) @ 711)

Cushite (Oromo)
Tajaajila afaaniif kaffaltii hin gabu. Turjubaana argachuu ni dandeessu. Sanadii isiniif dubbifamee fi afaan keessaniin muraasaan isniif ergame argachuu ni
dandeessu. Gargaarsaaf, Wiirtuu Qunnamtii Maamilaa tiif lakkoofsicha kaardii enyummaa keessan irra jirutti bilbilaa ykn 1-888-802-7001 (TTY: 711) itti bilbilaa.

German

Es stehen Ihnen kostenlose Sprachdienstleistungen zur Verfligung. Sie kdnnen einen Dolmetscher hinzuziehen. Die Dokumente kénnen Ihnen vorgelesen
werden und einige sind in lhrer Muttersprache erhaltlich. Fir Unterstiitzung rufen Sie bitte unser Kundendienstzentrum unter der auf lhrer Versicherungskarte
angegebenen Nummer oder unter der Rufnummer 1-888-802-7001 (TTY: 711) an.

Japanese
RO SFEIHE N — A, @iRE TRV Ed, BARECTXEZWA BT, XFEICL > UIHAFEREZBBITT 52 L b AlETY, L2 THED
Hix, IDA— RICRREOFFIC TR w—a 27 b X —F TEEGHVZ< D, 1-888-802-7001 (TTY: 711)E THEFH 72 &V,

Korean
23 A MHIA. Hote SSAIE

0 A == ASLICH 7SO0 EEt A2 MJT IS MHIA R B AEIAS 2O = ASLICH &30 Z2AlHH
=019 ID =0 DI E D24 AHIA dIE ©

OHHHS E= 1-888-802-7001 (TTY: 711)H 2 Mol =& AIL.

Cambodian (Khmer)
NS EARINY RN GSSUHRUMIUTISY RN GEIRMSAIMRIESHMN SHISNAMNISIESHM MaANIUAIHAY inUSSw
SIiNISTUGENUS IASSHHASRS muiuai1siulid D iuaiH™s YiuThiue 1-888-802-7001 (TTY: 711)4

Laotian
.o * &l ' ' . ' ' . & vd 9w v ' * & .
NIVVINIOIVWIFINUVCION . IV TIDI0299CUWIT). NIVIIVI0DIICONTII) CCAE @’)UODUU32033?0‘)1.0‘)DCUDG)937283U)')DCCQO. (Wo2e0%D)
)
v

5] *

goecde, lmguSodyn vlo’%cznwwsécﬁgd’o ID 289uian § tn 1-888-802-7001 (TTY: 711).

Punjabi
I et wet Jet g3 adtl 3Ht g Yz 99 Aae 91 3t 30 US @ e eHITRH YU 99 HAE 4 M3 g 3073 9T fE9 397g I IR I6| Hee &el, vy ID 9195 '3

I HUTH €9 3 IS ad 7 1-888-802-7001 (TTY: 711)

Russian

BecnnaTHble ycnyrun nepesoaa. Bl MoxeTe BOCMONb30BaTLCA ycnyramMmu nepesogymnka.

Bam MoryT npoyecTb JOKYMEHTbI Ha PYCCKOM 5i3blKe U BbICNaTb NepeBOAbl HEKOTOPbIX M3 HMX. Ecnn Bam TpebyeTcs noMolLb, 3BoHWTE B LieHTp obcnyxveaHus
KMWEHTOB MO HOMEPY, yKa3aHHOMY Ha Ballen UaeHTUMMKaLMOHHOW KapTe, unu no Homepy 1-888-802-7001 (nuHunsa TTY: 711).

Spanish

Servicios de Idiomas Sin Costo. Usted puede solicitar un intérprete. Puede solicitar que se le lean los documentos y que algunos de ellos se le envien en su
idioma. Para obtener ayuda, llame al Centro de Comunicacion con el Cliente al nimero que se encuentra en su tarjeta de identificacion o llame al
1-888-802-7001 (TTY: 711).

Tagalog

Mga Walang Bayad na Serbisyo sa Wika. Maaari kayong kumuha ng tagasaling-wika (interpreter). Maaaring basahin sa inyo ang mga dokumento at ipadala sa
inyo ang ilan nang nakasalin sa inyong wika. Para sa tulong, tumawag sa Customer Contact Center sa numero sa inyong ID card o tumawag sa
1-888-802-7001 (TTY: 711).

Ukrainian

BeskoLwiToBHI nocnyrn nepeknagy. Bu moxeTte ckopuctatucsa nocnyramv nepeknagadya.

BaM MoXyTb NpoynTaTh JOKYMEHTM Ha YKpaiHCbKI MOBi Ta HaZicnaTy nepeknaamn Aesikux i3 HuX. AKwo Bam noTpibHa gonomora, TenegoHynte y LieHTp
obcnyroByBaHHA KMiEHTIB 3@ HOMEPOM, BKasaHUM Ha Ballil ifeHTudikauinHii kapTi, abo 3a Homepom 1-888-802-7001 (ninia TTY: 711).

Vietnamese
Dich vu ngdn ngi» mién phi. Quy vi co thé yéu cau phién dich vién. Quy vi c6 thé yéu ciu doc cac tai liéu va glri mét s6 tai liéu cho quy vi bang ngén ngir cda quy
vi. P& dwoc tro gilp, hay goi dén Trung tam Lién lac Hoi vién theo s6 dién thoai trén thé nhan dang cla quy vi hodc goi dén s6 1-888-802-7001 (TTY: 711).

Health Net Health Plan of Oregon, Inc. is a subsidiary of Health Net, LLC. Health Net is a registered service mark of Health Net, LLC. All rights reserved.
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