Transition of Care Request

RN
AmeriBen

Personal & Confidential

This form is a formal request for Emory Healthcare Employee Health and Welfare Plan to cover continuing care from an out of network doctor or from certain other
healthcare professionals (see related Transition Coverage Questions and Answers) from whom you have been receiving treatment. If the coverage is not approved, care
by the non-participating provider after the plan’s effective date will be covered at the non-preferred rate. Please complete the following sections:

Section 1 (Employer Information)

Section 2 (Subscriber/Member Information)

Section 3 (Authorization) Read the authorization, sign and date the form (if patient is age 18 or older, he or she must also sign and date this form).
Give the form to the member’s out of network provider to complete Section 4 (Physician Information)

Submit the completed form to AmeriBen shown below.

1. Employer Information

Employer's Name (Please Print) Plan Effective Date (Required)

2. Subscriber/Member
Information

Subscriber's Name (Please Print) Subscribers Social Security Nimber

Subscriber’s Address (Please Print)

Member's Name (Please Print) Birthdate (MM/DD/YYYY) Telephone Number

3. Authorization

| am requesting authorization for coverage of continuing care from the out of network healthcare provider named below for treatment which was
initiated prior to 1/01/2027. If approved, | understand that the authorization for services specified below will be covered for a limited period of time

(120 days). In addition, | authorize the health care provider to send medical information and/or records requested by AmeriBen that are needed to
make a coverage determination.

Patient’s Signature (Required if patient is 18 or older) Date

Parent’s Signature (Required if patient is 16 or younger) Date

4. Physician Information

Name of Out of Network Treating Physician or other healthcare professional (Please Print) | Telephone Number

Address of Out of Network Treating Physician of other healthcare professional (Please print) Physician’s TIN

Signature of Out of Network Treating Physician or othe healthcare professional Date

Please provide all specific
information to avoid delay in
processing this request

The above named patient will become a Emory Healthcare Employee Health and Welfare Plan member as of the effective date indicated above.
Although you are not participating provider in the Plan’s network, the member has requested that we cover care provided by you for a specific period of
time because of a condition requiring an active course of treatment, or the member is in the third trimester of pregnancy that began prior to the Plan
effective date. An active course of treatment is defined as: “A planned program of services rendered by a health care provider starting on the date the
provider first renders a service to correct or treat the diagnosed condition and covering a defined number of services or period of treatment”. Please
include a brief statement of the member’s current condition and treatment plan. For pregnancies please indicate the estimated date of condition
(EDO). In the event this request is approved you agree that you will not seek payment from the member for any amount the member would not be
responsible for if you were a participating provider.

Please list all diagnosis,
specific treatment and
specific dates of treatment

Diagnosis (Including ICD10 code) Treatment (Include related code) Dates of Treatment (current and anticipated)

Two ways to submit this Mail: Fax:
form: AmeriBen, Attn: Client Services 844-282-7824
PO Box 9758

Boise, ID 83707

Warning: Itis a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false
information materially related to claim was provided by the applicant

California Residents: For your protection, California law requires notice of the following: Any person who knowingly and with intent to defraud or deceive any insurance company files a statement of claim containing any materially false,
incomplete or misleading information is guilty of a crime and may be subject to fines, confinement in a state prison and substantial civil penalties.

Colorado Residents: Aninsurer or agent who knowingly p

"

les false or misl g information to defraud a claimant regarding insurance proceeds must be reported to the Insurance Division.




Transition of Care FAQs

What is transition coverage?

Transition coverage provides for a temporary bridge
necessary due to changes in the Preferred Provider
Organization utilized by the Emory Healthcare Plan,
and a specialty provider with whom you are in an
active course of treatment is not a participating
provider in your new plan. Transition of Care coverage
does not extend to non-participating Primary Care
Physicians. Transition of Care coverage facilitates
minimal disruption and permits a member in an active
course of treatment to continue this treatment for a
transitional period of time, without penalty, at the
preferred plan benefit level.

What is an active course of treatment?

An “active course of treatment” is limited to treatment
for pregnancy or cancer, must have begun before the
Participant’s effective date of coverage, and means a
planned course of services by the Participant’s treating
provider for the diagnosed condition, starting on the
date the provider first renders a service and continuing
for a defined course of care, subject to the Plan’s terms
and medical necessity requirements.

Questions?

Customer Care: 844-511-1914
Medical Management: 844-593-3464
Visit: engage.ameriben.com

N
AmeriBen

EMORY.

How do | apply for Transition of Care Coverage?

You can obtain a Transition of Care form through your
HR Department. Transition of Care forms must be
submitted to AmeriBen within one hundred twenty
(120) days of the enrollment period and prior to
receiving services (except in an emergency) from a
non-participating provider. Coverage requests can be
submitted by either the non-participating provider or
the member through the use of The Transition
Coverage Request Form.

How will | know if AmeriBen has approved my request
for Transition of Care Coverage?

Once you are Plan eligible member, you will be sent

a letter after the review is complete informing you
whether or not your request for coverage under the
Transition of Care provision has been approved. Again,
in order for claims to be paid at the preferred level
during the Transition of Care process, there must be
an approval from AmeriBen prior to the services being
rendered.

Please submit your claim form here:

Mail:

AmeriBen ATTN: Client Services
PO Box 9758

Boise, ID 83707

Fax:
844-282-7824

AmeriBen is a separate and independent company providing medical benefits administration services on behalf of self-funded group health plans.



We’re here for you — in many languages

The law requires us to include a message in all of these different languages. Curious what they say? Here’s the English
version: “You have the right to get help in your language for free. Just call the Member Services number on your ID card.”
Visually impaired? You can also ask for other formats of this document.

Spanish

Usted tiene derecho a obtener asistencia en su idioma
sin cargo. Llame al numero de Servicios para Miembros
que figura en su tarjeta de identificacion ¢4 Tiene alguna
deficiencia visual? También puede solicitar este
documento en otros formatos.

Chinese

1A RE O B AT ARG SRt i Bh, RS TRIN &
1 ID & _LRE B ARG S AR SRR RN AT, AR BERgE 2 et v]
PLSRIUA 3L HoAth A =,

Viethamese

Quy vi co quyen nhan tro g|up bang ngén ngl clia minh,
mi&n phi. Quy vi chi can goi dén sb dién thoai ctia Ban
Dich vu Thanh vién trén thé ID cta quy vi. Quy vi bi khiém
thi? Quy vi cling c6 thé yéu cau cac dinh dang khac cua
tai liéu nay.

Korean

Hot= Hote Aoz & S22 Rex g At
ASLICH Hote ID J}E(HI U= X MBlA 8BS 2
Moot AL, AlZE ZHOHCI0IADIR? LHE Ao =2
=0l 2ME 2Fotal &= %%LIEP

Tagalog

May karapatan kang makakuha ng tulong na nasa iyong
wika nang libre. Tawagan lang ang numero ng Member
Services na nasa iyong ID card. May kapansanan sa
paningin? Maaari ka ring humingi ng iba pang mga
format ng dokumentong ito.

Russian

Y Bac ecTb NpaBo Ha GecnnaTtHoe nony4yeHne NoMoLLM

Ha BalLeM poaHOM s3blke. [1pocTo No3BOHUTE B OTAEN
06CnyXrMBaHWs y4acTHUKOB MO HOMEpY, YKa3aHHOMY Ha
Ballen naeHTuduKaLunoHHom kapTte. Y Bac npobnemsl

CO 3peHuem? Bbl Takke MOXeTe 3anpocuTb 3TOT JOKYMEHT
B Apyrux cpopmarax.

French Creole

Ou gen dwa jwenn &d nan lang ou gratis. Jis rele nimewo
Sevis Manm ki sou Kat ID ou a gratis Gen pwoblém vizyel?
Ou ka mande tou pou Iot foma nan dokiman sa a.

Arabic
_G@MBLM\QJ;J)@\}QLAM\D&‘;cd}mg\‘?jgallél
O Pl da iy Ay e 3 s sall eliae Y1 Cladd 48y Jual) Jaid
@}\a;@dﬁ\ﬁmw “u.zﬂal...ag\d.&uﬁ u?)...aﬂ_‘ua.a.a. .

French

Vous avez le droit d’obtenir de I'aide dans votre langue
gratuitement. Appelez simplement le numéro du Services
membres figurant sur votre carte d’'identité. Vous étes une
personne malvoyante ? Vous pouvez également demander
a accéder a ce document dans d’autres formats.

Persian
o ladi L i 2y 580 (Sl G ) ) e 4 355 Gl 42 )l s L
Jaas )\ej\,ﬂ g)&wwa};q}w UJ\SJJCJJMLAL| Gladd
S i 350 ) i o) 80 (sl b il 5ioe Oined Taiiua Slin

1076733MUMENAGP

Armenian

AnLp hpwyniup nlubp wuyswn oqunipynit utnwliwnc
abp [Gayny: Mwpquuwbu quugwhwnbp é6n ID pwnunh
ypw gwnuynn Wunwdutph uywuwpydwl hwdwphpu:
Stunnniejwl fuwlgwnnud ntubgn™n Gp: Ywpnn Gp Lwl
hulnntiL wju thwuwnwrenpeh wy) dlwswthtn:

Japanese

BRI D - DFFETEL TR 22T 2N &
DEFT, IDI— RSN TNDHIEE—ERAEFFIC
BHEEESW) HREELBRES TT 2 hoET
CONELERTLILEHLTEET,

Italian

Hai il diritto di ricevere assistenza gratuita nella tua
lingua. Basta chiamare il numero del Servizio Membri
presente sulla tua tessera identificativa. Hai problemi
di vista? E possibile richiedere anche altri formati di
questo documento.

German

Sie haben das Recht, kostenlose Hilfe in lhrer Sprache
zu erhalten. Rufen Sie einfach die Nummer des
Mitgliederservices auf Ihrer ID-Karte an. Sehbehindert?
Sie kdnnen dieses Dokument auch in anderen
Formaten anfordern.

Polish

Masz prawo do bezptatnej pomocy w swoim jezyku.
Wystarczy zadzwonié¢ pod numer Biura Obstugi Klienta
podany na karcie identyfikacyjnej. Masz wade wzroku?
Mozesz rowniez poprosi¢ o inne formaty tego dokumentu.

Pennsylvania Dutch

Du hoscht’s Recht fer Hilf griege in dei Schprooch fer nix.
Duh yuscht die Member Services Number uffrufe uff dei
ID Card. Hoscht Druwwel fer sehne? Du kannscht des
do Schreiwes in en differnter Weg griege so as du’s
besser sehne kannscht.

It’s important we treat you fairly

We follow federal civil rights laws in our health programs
and activities. Members can get reasonable modifications
as well as free auxiliary aids and services if you have a
disability. We don’t discriminate, on the basis of race, color,
national origin, sex, age or disability. For people whose
primary language isn’t English (or have limited proficiency),
we offer free language assistance services like interpreters
and other written languages. Interested in these services?
Call the Member Services number on your ID card for help
(TTY/TDD: 711) or visit our website. If you think we failed
in any areas or to learn more about grievance procedures,
you can mail a complaint to: Compliance Coordinator,

P.O. Box 9758 Boise, ID 83707, or directly to the U.S.
Department of Health and Human Services, Office for

Civil Rights at 200 Independence Avenue, SW; Room
509F, HHH Building; Washington, D.C. 20201. You can
also call 1-800- 368-1019 (TDD: 1-800-537-7697) or visit

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf



https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
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