CONTINUITY OF CARE REQUEST

Sutter Health Plus

Continuity of Care (COC) lets you temporarily continue care with a provider who is not part of the

Sutter Health Plus provider network (non-participating provider). If you are new to Sutter Health Plus or an
existing member you may be eligible to finish care with your current provider. You can request COC by filling
out the form included in this notice. You must fill out all sections completely. An incomplete form may delay
our review of your COC request.

If you are a newly enrolled member, you can request COC up to 30 days before, or 60 days after, your
Sutter Health Plus coverage effective date. If you are an established member, you must request COC within
60 days of the date your provider leaves the Sutter Health Plus provider network. We will notify you if you
qualify for COC.

If you have questions about COC or filling out the COC form, please call Sutter Health Plus Member Services
at 1-855-315-5800. Sutter Health Plus Member Services is available Monday through Friday, 8 a.m. to 7 p.m.

Who is Eligible for COC?

1. New Sutter Health Plus small and large group members who are currently receiving active treatment and
their treating provider does not accept Sutter Health Plus. New members enrolled in group coverage are
not eligible for COC if:

¢ They had the choice to continue coverage with their previous health plan or provider and chose to
change to Sutter Health Plus

¢ They had the choice to enroll in a health plan with an out-of-network option, such as a preferred
provider organization (PPO)

2. New Sutter Health Plus individual and family plan members whose prior coverage was terminated
because their previous health plan withdrew from the market completely or discontinued the member’s
previous benefit plan.

3. Existing Sutter Health Plus members currently receiving active treatment from a Sutter Health Plus
provider who leaves or is terminated from our provider network.

Eligible Medical Conditions and Situations

In order for you to be eligible for COC, the non-participating provider must be treating you for one of the
conditions listed below:

¢ Acute condition — an acute condition is a medical condition that involves a sudden onset of symptoms
due to an iliness, injury or other medical problem that requires prompt medical attention and has a
limited duration. Completion of covered services are provided for the duration of the acute condition

e Serious chronic condition — a serious chronic condition is a medical condition due to disease, illness
or other medical problem or medical disorder that is serious in nature and that persists without full
cure, worsens over an extended period of time or requires ongoing treatment to maintain remission
or prevent deterioration. Covered services are provided for the period of time necessary to complete
a course of treatment and to arrange for a safe transfer to another provider. Completion of covered
services will not exceed 12 months from the termination date of provider or 12 months from the
effective date of coverage for a newly enrolled member
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¢ Pregnancy - during pregnancy and immediately after delivery (postpartum period)

— For members who show written documentation with a diagnosis of a maternal mental health
condition from their treating provider, completion of covered services for the maternal mental health
condition will not exceed 12 months from the diagnosis or from the end of pregnancy, whichever
comes later

¢ Terminal iliness - care is continued for the duration of the terminal illness

¢ Newborn/Infant — care of a child under age three (care is continued for up to 12 months)

e Surgery - a previously scheduled surgery or other procedure (such as colonoscopy) that is performed

within 180 days of effective date or date of provider termination

IMPORTANT NOTE
In order to process your request for COC, we need the below information. If you can, please provide the
following information with your completed COC form:

¢ The initial consultation report from your treating provider

® Your current treatment plan

¢ The last three progress notes

¢ Any ICD-10 and CPT codes for your active treatment

¢ |f you are a former Kaiser member, your Kaiser medical record number

If you do not have access to the information, our COC team will request the information from the provider.
IMPORTANT EXCEPTIONS
Provider Requirements:

Non-participating providers are required to agree to Sutter Health Plus’ credentialing, hospital privileging,
utilization review, peer review, quality assurance, and compensation terms. You are not eligible to continue
care with a non-participating provider if the provider does not agree to these terms and conditions.

Participating providers who are terminating are compensated pursuant to the terms of the terminated provider
agreement for the statutorily required period of time when such arrangements are specified in the particular
Participating Provider Contract. A non-participating provider and a provider whose terminated contract does
not specify that compensation for COC services is compensated under the terms of the terminated contract,
is compensated at the same rate that is paid to similar participating providers that do not receive capitation
for similar services in the same geographic region (unless otherwise agreed by Sutter Health Plus and the
non-participating provider).

Neither Sutter Health Plus nor the participating medical group is required to continue the provider’s services
if the non-participating provider or terminated provider does not agree to comply or does not comply with the
contractual terms and conditions as to similarly situated providers as described above.
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CONTINUITY OF CARE REQUEST FORM

Sutter Health Plus

Mail or fax your completed form to:

Sutter Health Plus (SHP)

P.O. Box 160345

Sacramento, CA 95816

Fax: 1-916-736-5421 or Toll-Free Fax: 1-855-759-8752

Section A - Subscriber Information

Last Name .First Name .MI .Date of Birth
Residential Address City State  ZIP
Home Phone Mobile Phone

SHP Effective Date SHP Primary Care Physician (PCP)

Employer Name

Name of last health plan before joining Sutter Health Plus (SHP) Type of Benefit Plan
OHMO [OPPO [Other

Is SHP the only health plan offered from this employer? [JYes [No

Does this employer still offer this health plan? [JYes [JNo

Section B - Patient Information (If different from Subscriber)

Last Name gFirst Name %MI gDate of Birth
Residential Address City ?tate EZIP
Home Phone gMobiIe Phone Relationship to Subscriber

SHP Effective Date §HP PCP
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Section C - Provider Information

Section C1 - Provider 1

Treating Provider Last Name Treating Provider First Name
Provider Street Address City State ZIP
Provider Specialty Provider Phone Fax (If available)

Condition or diagnosis being treated (Include CPT and ICD-10 codes if available)

Original start date Date of last office Date of next appointment
with provider visit or treatment or treatment

Section C2 - Provider 2

Treating Provider Last Name Treating Provider First Name
Provider Street Address City State ZIP
Provider Specialty Provider Phone Fax (If available)

Condition or diagnosis being treated (Include CPT and ICD-10 codes if available)

Original start date Date of last office Date of next appointment
with provider visit or treatment or treatment

Section C3 — Provider 3

Treating Provider Last Name Treating Provider First Name
Provider Street Address City State ZIP
Provider Specialty Provider Phone Fax (If available)

Condition or diagnosis being treated (Include CPT and ICD-10 codes if available)

Original start date Date of last office Date of next appointment
with provider visit or treatment or treatment
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Section D — Medical Information

Is patient pregnant? Expected delivery date (If applicable)  Name of delivering hospital (If applicable)
OYes [ONo : §

Name of OB/GYN (First and last name, if applicable)

Is patient currently hospitalized? = Name of Hospital (If applicable)
OYes [INo :

Is patient currently receiving
home health care or hospice? Name of home health or hospice provider (If applicable)

[OYes [INo

Phone number of home health or hospice provider (If applicable)

Does the patient have a terminal condition? [JYes [JNo

Section E - Additional Information

Enter any additional information below

Section F — Agreement

| authorize the medical providers listed above to disclose all medical records to Sutter Health Plus for the
purpose of reviewing my request for COC. This authorization expires automatically after Sutter Health Plus
completes its review of my request. | can take back this authorization at any time and acknowledge that if |
take it back it will not affect records already released pursuant to this authorization. | understand that state
and federal law requires both my provider and Sutter Health Plus to keep my medical information confidential.
| understand that Sutter Health Plus will not condition my treatment, eligibility or enroliment on whether | sign
this authorization, but my request for COC will be denied if | do not sign it.

Signature of Patient or Parent/Guardian (If patient is a minor child) Date
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Notice of Language Assistance

IMPORTANT: Can you read this? If not, Sutter Health Plus can have somebody help you read it. You may
also be able to get this written in your language. For no-cost help, please call Sutter Health Plus Member
Services at 1-855-315-5800 (TTY 1-855-830-3500). (English)

IMPORTANTE: ¢ Puede leer esto? Si no puede, Sutter Health Plus puede proporcionarle alguien que le
ayude a leerlo. También puede obtenerlo por escrito en su idioma. Llame a Sutter Health Plus Member
Services al 1-855-315-5800 (TTY 1-855-830-3500), sin costo alguno. (Spanish)

BN ¢ AR EE () SCFE 2 415K EE - Sutter Health Plus v] DI A B I :ETZ o IR A REISEI
NS &H %E%Jﬁj\jd# R e EE D) > 58E Sutter Health Plus®r EIR7% » Ezh956%5 1-855-315-5800
(TTY 1-855-830-3500) - (Chinese)

oz sbb anab ad I Gla, g s @led 4318 13) Ja el Gla)l Gl da Ty (e asdd lios (Sutter Health Plus) G2 sl
Jasas Sig Ol pdon aulp and Cag (3 )les 23 1dua  dal saded el Ty xadle add sl el ad Jdroasd gds aule
It cuzle 1dIouald el Te pale Ga ) asdis dlus (Sutter Health Plus Member Services) gds 4l
1-855-315-5800 4l \duu= 1deises (Arabic) .(1-855-830-3500[TTY] )

YULBIN, SENEUUSINREBNRL. Yupn'n bp upnuy uw: Gpk ny, Sutter Health Plus-p wpny &
npudwnpl) dkht, ny Yoquh QbEq jupnuy wyt: Fnip fupnn Ep twb vinwbw) wyu gpdus kp 1Eqyny:
Uuddwn oqgunipjutt hwdwp puungpnud kup quiuquhwpty Sutter Health Plus-h Uunudubph uyyuuwpldw
pudht’ 1-855-315-5800 (TTY 1-855-830-3500) htinwunuwhwdwpny: (Armenian)

SIERVEARE nHSnmUmSﬁj[EﬁﬁS[ yer? UﬁjSHSmUQESutter Health Plus
i—ﬂUmSSiﬂm%SﬁnﬁmeﬁﬁSi—iSn T HSN mUSh@thﬂSﬁj[GﬁﬁS[ ﬁjiﬁj[immﬁﬂiﬁﬁjﬁSn
! ﬁjﬂUD’Stﬁ"“l[ﬁﬁ nﬁﬁji‘jﬂj[ ﬁj’t‘igiﬁjﬂg‘ﬂ EiS[nﬁjm fUB S a Sutter Health Plus M U182
1-855-315-5800 (TTY 1-855- 830- 3500) (Cambodlan)

OSCe poa :k;\ as Q)\Ogd ‘L..SO ?L\du )l ‘?‘é)‘dgﬁd K t,w_ha(aga? \SJ Uess a}\oéa‘ Sutter Health Plus o Siglo )y s
SpS &._ISLﬁ‘)J <l g DI G 5100 eaz 0 s aSIo Cozas I ek\du o G Gl s szt AN Ll Ayl Faala
5SS lsSlge Jhacal il aci ) Faale Ie Uals Sutter Health Plus < e e <dsy 1-855-315-5800 (TTY 1-855-
830-3500)=plu wfis xs(Farsi).

AEIAYIOT: AT 31T SH UG Thcl/Ahd &2 T&T oIel, dl T<eX e oI 54 Ugal H Al F MIhr
TEIAdT AT Tl ¢l 31T 3H 6T 9 A o JAf@as & I & Fha/aahdl gl ATeed Faradr
& olfT, AT 1-855-315-5800 (TTY 1-855-830-3500) I TCEX T Joid HaX TIATHT l ahicl el
(Hindi)

LUS TSEEM CEEB: Koj nyeem puas tau tsab ntawv no? Yog koj nyeem tsis tau, Sutter Health Plus muaj

neeg pab nyeem rau koj. Tsis tas li ntawd xwb, peb tuaj yeem muab sau ua hom lus koj nyeem tau rau koj
tib si. Yog koj xav tau kev pab pub dawb, thov hu rau Sutter Health Plus Lub Chaw Pab Cuam Tswv Cuab
ntawm tus xov tooj 1-855-315-5800 (TTY 1-855-830-3500). (Hmong)

HEELRBHNOYE 2 aiitel ENTEXET 25O WAL, Sutter Health Plus 235 e D Z BFAz1>
LET, HBRIF-OSETRRTELINE LNLEY A, RO ZFH71%, Sutter Health Plus Member
Services. Haf: 1-855-315-5800 (TTY 1-855-830-3500) & T. (Japanese)
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AS el oA 5= S U7F? whof ¢ o <= glubd, Sutter Health Plus ol 4 th2 Apgholl Al -
T = Lot F dFUTh Sk o] RS F 5k AME o2 AAE| oA 9‘
utter Health Plus 3] A]H] 2 1-855-315-5800 (TTY 1-855-830-3500)°1 %3} = oWOﬁ %*HZE L=
Al 2
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Ul)‘)E)CU)O mﬁvevvloaom)wzuuuvu? T]‘)SU)‘)DS‘)DUZO n79 Sutter Health Plus

eL)ln) DT)D’)DQOE)S‘)DYU)U)‘)D 1)83’7’«9’73’71)1) ln)O?ﬂCS’)E)f)ﬁ’),U“)O?jDCUDh)’)S‘)Z@f)m‘)D(ZU)U)‘?D83’700&) T]
‘)U)?DC')SQT)‘)DE)O‘)J.)QOG)CU)&OE)UC%E)@‘)UQD’T)D NLIPIIOC TROBVLINI 299 Sutter Health Plus
WEVIBCANINDETV 1-855-315-5800 (TTY 1-855-830-3500). (Laotian)

I a“raﬁff*‘arn?suaaﬂaéé‘?ﬁ&ﬁ? Sutter Health Plus (Aed 388 usA) afi 3 g Uugds
<fg 3T Hee ad< Aaer J1 3H %HBWWE%%‘TWH&@@I HES Hee o8 Jfgur ag 3
Sutter Health Plus Member Services g ' 1-855-315-5800 (TTY 1-855-830-3500) €3 % =131 (Punjabi)

BAXXHO: Bbl moxeTe 310 npountath? Ecnu HeT, Sutter Health Plus moxeTt npegoctasuts Bam koro-To,
KTO CMOXET noMoyb Bam npountaTth 3710. Bbl Takke MOXeTe NONy4YnTb 3TO B MMCbMEHHON (hOPME Ha
cBoeM ga3blke. [Ana 6ecnnatHom nomoLum no3soHuTe B Cnyx0y nogaepxku YneHos Sutter Health Plus no
TenecoHy 1-855-315-5800 (TTY 1-855-830-3500). (Russian)

MAHALAGA: Nababasa mo ba ito? Kung hindi, maaari kang bigyan ng Sutter Health Plus ng taong ba-
basa para sa iyo. Maaari mo ding hilingin na isulat ito sa iyong wika. Para sa walang-gastos na tulong,
mangyaring tumawag sa Sutter Health Plus Member Services sa. 1-855-315-5800 (TTY 1-855-830-3500).
(Tagalog)

ddgy: aarauaanuia'li draruliaan Sutter Health Plus ahiinsalviaudindraqaaulé uaninnil aaudosu
sauasuifiavihfiudusiisruasqaladndia vinndasAisaituiaudalaa lufid1d30a
n30i111n5¥1 Sutter Health Plus Member Services  1-855-315-5800 (TTY 1-855-830-3500) (Thai)

QUAN TRONG: Qu. vi cé thé doc thong tin nay khong? Néu khong, Sutter Health Plus c6 thé yéu cau ai
do doc gitp cho qu. vi. Qu. vi ciing ¢6 thé nhan dwoc thdng tin nay dudi dang van ban bang ngén ng
cta qu. vi. D& dwoc hé tro mién phi, vui Idng goi cho ban Dich Vu Thanh Vién cta Sutter Health Plus theo
s6 1-855-315-5800 (TTY 1-855-830-3500). (Vietnamese)
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