Transition of Care or Case Management Em IT’G @
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Empire BlueCross BlueShield
Attention: Manager

15-17 Plaza Drive

Latham, NY 12110

Fax: 518-367-2113

26207TNYMENEBS 4/12

INSTRUCTIONS:

Are you a new Empire BlueCross BlueShield (Empire) member who has been receiving care for a complex condition,
chronicillness or pregnancy pastthefirsttrimester? Ifyou (or a covered family member) are moving to Empire and
yourcurrentproviderisoutside the Empire network, please knowyou have therighttoaskforacontinuation

of services for up to 60 days with this form. In order to be eligible, you must have a life-threatening or disabling condition —
or, if you are pregnant, you must be past the first trimester of pregnancy.

If your request is accepted, Empire will treat your coverage for treatment of the condition as if it was in network.
Your provider must agree to accept reimbursement from Empire as payment in full in order for this coverage right to apply.

Youmayalsousethisformtorequestan Empire case manager. Case managersare registered nursesor otherqualified
health care professionals who support members with ongoing health care issues. They can help you or a covered
family member deal with complex conditions, chronic illnesses, hospitalizations and other treatment needs.

Case managers also coordinate care and provide information about community resources and educational materials.

If you would like to request Transitional Care services, please complete the attached form and returnitto us. If you are
interestedin Case Managementservices only and nottransitional care, please use the same formbut skip sections 3and 4.

Mailthe completedformto: Empire BlueCross BlueShield
Attention: Manager
15-17 Plaza Drive
Latham, NY 12110

OR, faxitto: 518-367-2113

Services provided by Empire HealthChoice HMO, Inc. and/or Empire HealthChoice Assurance, Inc., licensees of the Blue Cross and Blue Shield Association, lof2
an association of independent Blue Cross and Blue Shield plans.
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T 1)

SECTION 1: MEMBER/EMPLOYER INFORMATION

Empire member name Member ID no.

Address City State ZIP code
Emailaddress Home phone no. Work phoneno.

Employer name Empire plan effective date

SECTION 2: PATIENT INFORMATION

Firstname Lastname Date of birth
Relationship to member Homephoneno. Work phoneno.
[1Self (1 Spouse/domestic partner [ Child

Address (if differentthen above) State ZIP code

SECTION 3: PHYSICIAN INFORMATION
Out-of-network physician name

Address Physician phoneno.
Date oflastvisit Nextscheduledappointment | Frequency of visits
Conditionbeingtreated Expected length of treatment

SECTION 4: REQUESTED SERVICES FOR TRANSITIONAL CARE

(] OB (date of delivery) (] Immunological deficiency [] Bone marrow/organ transplant
] Moderate/high-risk pregnancy ] Pediatrics 1 Other

[ Inpatient care (after surgery) ] Outpatient care

] Oncology (nonsurgical treatment) ] End-stagerenaldisease

Diagnosis

Brief description of active treatment being received

Authorization: lamrequesting that Empire allow continued treatment by the out-of-network physician(s) namedabove fora period of up to 60 days from
the effective date of my Empire coverage to treat the listed condition. | permit this physician(s) to provide all necessary medical information or records
to Empire, as required to make a decision about my coverage for transitional care services. | understand that the out-of-network physician must agree
to accept Empire’s in-network payment rate in order for this request to be considered for approval.

Patient’s signature/Parent or Guardian’s signature if patient is a minor Date

SECTION 5: CASE MANAGEMENT SERVICES

Are you a candidate for Case Management services? The answer may be yes if any of the below statements apply:

L1 You have been in the hospital more than twice in the last six months.

[ Youhave beentothe emergencyroommore thantwiceinthelastsixmonths.

[ Youhave had amajorillness or surgery in the last six months.

1 You have a chronic condition, such as diabetes, asthma, coronary artery/heart disease, or chronic obstructive pulmonary disease/emphysema.

Want to speak with a case manager about your health care status or available services? Please sign below:
Patient's signature/Parent or Guardian’s signature if patient is a minor Date
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