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Continuity of Care Assistance Instructions

The Continuity of Care Department for Ambetter from Arizona Complete Health is dedicated to helping you receive
uninterrupted and coordinated care if you are eligible for the continuity of care assistance benefit. To request this benefit,
please fill out the Continuity of Care Assistance Request Form located on pages 2 and 3, and return it by fax or mail.

PLEASE NOTE THE FOLLOWING INSTRUCTIONS:
1. Please complete the Ambetter from Arizona Complete Health Continuity of Care Assistance Request Form to the best of
your knowledge. Included:

e Continuity of Care Assistance Instructions
¢ Continuity of Care Assistance Request Form
e Provider Information Request (optional)

2. Section 2 of the Continuity of Care Assistance Request Form (page 3) is an optional section of the form that may 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 Assistance Request Form.

3. The Continuity of Care Assistance Request Form must be submitted within 30 days of the effective date of the enroliment or

within 30 days of the provider’s termination.
4. Please fax or mail all forms to the Ambetter from Arizona Complete Health Continuity of Care Department at 1-833-435-7126.

or:

Ambetter Continuity of Care Department
1870 W Rio Salado Parkway
Tempe, AZ 85281

5. Please contact the Ambetter from Arizona Complete Health Customer Care Center at 1-888-926-5057 (TTY: 711) if you need
assistance completing this form or if you have any questions regarding this process.

Each request for continuity of care assistance is considered based on the plan benefit, applicable state regulations, medical
appropriateness, and clinical needs. Upon receipt of the Continuity of Care Assistance 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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Continuity of Care
Assistance Request Form

We at Arizona Complete Health understand that you may be obtaining care from a provider who is not contracted with
Arizona Complete Health. If you feel you have a special situation and your care cannot be transferred to an Arizona
Complete Health network provider on the date of change in your plan, or your new enrollment date with Arizona
Complete Health, you may request that Arizona Complete Health review your special situation. Under certain
circumstances, you may be entitled to continuation of care with this non-contracted provider.

To request such a review, please provide the information below as completely and accurately as possible to avoid delay in
processing your request. You or your authorized representative may complete the form. If possible, please complete Section 1
below, then provide this form to your provider to complete Section 2 to assist us in processing your request for continuation of care.

The Continuity of Care Department may contact you at the number provided below for additional information or to resolve your
request. Thank you for your prompt attention to this matter. Please note that filling out the Continuity of Care Assistance Request
Form does not guarantee requested services will be covered. Each case is reviewed with guidelines and criteria in place.

Section 1 - Continuity of Care Assistance Request Form

Member's name: Subscriber's name:
Subscriber’s ID #: Member's date of birth:

Please check one:. JHMO [JPOS [JPPO [JEPO [JHSP

Member's address:

Member's telephone # (work): ‘ Member's telephone # (home):

Preferred # to call from 8:00 a.m. to 5:00 p.m.:

CURRENT PROVIDER INFORMATION
Medical group/Insurance company: Phone #:

Primary care physician: Phone #:

Current diagnosis/condition description:

Current treatment(s):

NEW PROVIDER INFORMATION (IF YOU HAVE CHOSEN/BEEN ASSIGNED A Arizona Complete Health NETWORK PROVIDER)
Medical group: Phone #:

Primary care physician: Phone #:

Reason(s) for requesting continuity of care assistance
MY MEDICAL NEED(S) INCLUDE (PLEASE CHECK ALL THAT APPLY.)

[]2nd and 3rd trimester pregnancy []Outpatient behavioral services

and immediate post-partum []Serious chronic condition
[]Acute condition [ JTerminal iliness
Name of specialist(s): Phone #:
Name of specialist(s): Phone #:
Name of specialist(s): Phone #:
Date of scheduled appointment: Authorization # if available:
Authorized by:
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OTHER SPECIAL NEEDS OR COMMENTS (ATTACH ANOTHER PAGE FOR ADDITIONAL INFORMATION AS NEEDED.)

AUTHORIZATION OF INFORMATION

Member signature: Date:

[F FILLED OUT BY OTHER THAN THE MEMBER

Name of requestor: Relation to member:

Phone #: ‘ Date:

Section 2 — Provider information request (optional)

THIS SECTION IS OPTIONAL, BUT IF COMPLETED IT MUST BE SUBMITTED WITH THE MEMBER’S COMPLETED CONTINUITY OF CARE
ASSISTANCE REQUEST FORM. IT IS NOT REQUIRED BUT WILL EXPEDITE THE REVIEW OF YOUR REQUEST.

PATIENT INFORMATION (TO BE COMPLETED BY THE ARIZONA COMPLETE CARE MEMBER)

Subscriber name: Arizona Complete Health ID (if available):
Address:

Patient (member) name: Date of hirth: Phone #:
Non-network treating provider name: Phone #:

Please note that your provider may require you to complete an Authorization for Release of Information.

PROVIDER INFORMATION (TO BE COMPLETED BY THE PROVIDER)

Your patient has requested that Arizona Complete Health cover care provided by you for a specific diagnosis and period of time. If you agree to
continue to see your patient and accept Arizona Complete Health standard rates, please provide the requested information so that we can
evaluate your patient’s request. If you are not willing to accept Arizona Complete Health standard rates, please indicate that below.

Please check one option:[JAgree to continue to see your patient accepting Arizona Complete Health standard rates.
] Not willing to continue to see your patient. You may skip section below.

Diagnosis: ‘ ICD code(s):

Expected duration of transition:

Treatment/Treatment plan:

Treatment/Surgical date: ‘ For pregnancies, EDC;
CPT code(s):

Non-network treating provider name (print): ‘ Phone #:

Tax ID #:

Non-network treating provider signature: Date:

Please fax this completed form and any supporting documentation you believe is appropriate to Arizona Complete Health Continuity
of Care Department at 1-833-435-7126.

Or you can mail it to:

Arizona Complete Health Continuity of Care Department
1870 W Rio Salado Parkway

Tempe, AZ 85281
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Arizona Complete Health complies with applicable federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. Arizona Complete Health does not exclude people or treat them differently
because of race, color, national origin, age, disability, or sex.

Arizona Complete Health:

o 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).

o 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 Arizona Complete Health Customer Contact Center at 1-888-926-5057 (TTY: 711).

If you believe that Arizona Complete Health 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; Arizona Complete Health 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/portal/lobby.
isf 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_http://www.hhs.gov/ocr/office/file/index.html.
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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 us at the number listed on your ID card. Individual & Family Plan
members please call 1-888-926-5057 (TTY: 711); Small Business members please call

1-888-926-5122 (TTY: 711). Employer group members please call 1-800-289-2818 (TTY: 711).

Arabic
e s Juall aclisall o Jguaall @l 5o 5 jia (35 o Jpanl) dliSayy 550 pn e o Jpaall ey Lo Ll cilars
w2013 {(TTY: 711) 1-888-926-5057 ol e Juai¥l abilall; A1 Aad slimef (o oo Aused BBy o 35 pall 3
Juad¥) Jaall laal de ganae slimel o o2 (TTY: 711) 1-888-926-5122 4l e Juai¥i 5 psall Jlae 1 sliae]
(TTY: 711) 1-800-289-2818 48 il e

Chinese
REES R - WAIEAOFES - BH AR EABIRETEE - WFHE - FRELTE R LR

AYESEEREEEFR MRS - AR E B BHEE 1-888-926-5057 (TTY: 711) /NEIFEATE B 55
B 1-888-926-5122 (TTY: 711) - B X MIREHYE B 5% E 1-800-289-2818 (TTY: 711) -

French

Aucun service linguistique avec cofit. Vous pouvez obtenir un interpréte. Les documents peuvent étre lus
pour vous. Pour obtenir de 1’aide, appelez-nous au numéro figurant sur votre carte d’identité. Membres des
programmes pour particuliers et familles, veuillez composer le 1-888-926-5057 (TTY: 711). Membres des
programmes pour petites entreprises, veuillez composer le 1-888-926-5122 (TTY: 711). Membres du groupe
d’employeurs, veuillez composer le 1-800-289-2818 (TTY: 711).

German

Kostenloser Sprachendienst. Dolmetscher sind verfiigbar. Dokumente konnen Ihnen vorgelesen werden.
Wenn Sie Hilfe benétigen, rufen Sie uns unter der Nummer auf Ihrer ID-Karte an. Mitglieder von Einzel-
und Familienpolicen rufen bitte unter 1-888-926-5057 (TTY: 711) an; Kleinunternehmen-Mitglieder
rufen bitte unter 1-888-926-5122 (TTY: 711) an. Arbeitgeber-Gruppenmitglieder rufen bitte unter
1-800-289-2818 (TTY: 711) an,

Japanese

WRIOSEY— R, BREZZHAAWEETET, HEEBHALET, EMBRMNEREESI.,
IDH— FIZCERENTVAREE CEEHELFEW, BABLIUFEAMT ST DA R—0FIE
1-888-926-5057 (TTY: 711) £ T, /NI A L /—DFH1X1-888-926-5122 (TTY: 711) £ TRE
FELIEEW, BRAEFZBEUEFAKRBO A o _A—DHiX, 1-800-289-2818 (TTY: 711) * TIEEE
LTEEW,

Korean

T35 Qo] qu|A. TY Mu|AE B8 F Ut FA 35 Au| 28 Hod = syt
4S9, Y D =28 M3 Asts] FAHAAL. 9 2 HE AYIAELS
1-888-926-5057 (TTY: 711) . & A8} 3f FA| 3L, 27 G 7FIAHE 2 1-888-926-5122 (TTY: 711)H o2
Aste] FAA L. TEF 2F 7HYAE-S 1-800-289-2818 (TTY: 711)H o 2 As}s] FAA L.

Navajo

Saad Bee Aké E'eyeed T'a4 Jiik’e. Ata’ halne'igii héld. T'4d hé hazaad k'ehji naaltsoos hach)’

wéltah d6é ta’ da hach’j’ él'jih.Shikéa a’doowot ninizingo naaltsoos bee néiho’délzinigii bikaa’gi béésh
bee hane'i bikda’ dajj’ hodiilnih, T'ad hé déé ha'aichini bit hak'é’ésti‘igii koj[’ hojilnih

1-888-926-5057 (TTY: 711); Small business deitniniji atah niljigo éi kojj’ hélne’

1-888-926-5122 (TTY: 711). Employer groupgji atah niljigo éi koji’ hodiilnih 1-800-289-2818 (TTY: 711).

Persian (Farsi)
a}a..‘.\._:li].la.ﬂ_,su,(_g.\bisluu)“;mi ,qﬁu.m.ﬁ;ﬁudumaﬁ,usgu,mqup scite Ml S
o el Sg oS K 3l aaly sliame) 39 )84 il (TTY: 711) 1-888-926-5057
s (TTY: 711) 1-800-289-2818 o ket L likal La i IS 05 & (slime) 3,4 (e (TTY: 711) 1-888-926-5122
et
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Russian

Becniarnas noMols Nepeso4MKoB. Bol MoxeTe Nony4YuTh IOMOIE YCTHOI'O Nepepoqarka. Bam moryT
IPOYMTATH JOKYMEHThL. 3a IOMOMIBIO o6palaiiTeck K HaM 110 Telie)OHy , IPUBEIEHHOMY HA Ballei
vaenTH(bUKAAOHHON KAPTOYKE YYACTHHKA [UIAHA. Y YACTHUKH IUIAHOB JYIS CEMeH M YACTHBIX JIML: 3BOHHTE 110
Tenedony 1-888-926-5057 (TTY: 711). Y4acTHUKH IIAHOB /I MAJIbIX NPEIPHSATAN: 3BOHUTE 10 TeIeOHy
1-888-926-5122 (TTY: 711). Y9acTHMKM rpYNINOBbIX IUIAHOB, IPEJIOCTAB/IsIEMbIX paboTOaTe/IeM: 3BOHUTE 110
Tenecony 1-800-289-2818 (TTY: 711).

Serbo-Croatian

Besplatne jezicke usluge. MoZemo vam obezbediti tumaca. MoZemo vam pro¢itati vaSe dokumente. Ukoliko
vam je potrebna pomo¢, nazovite broj napisan na vaSoj zdravstvenoj kartici. Molimo ¢lanove individualnog i
porodi¢nog plana da nazovu 1-888-926-5057 (TTY: 711); molimo ¢lanove malog preduze¢a da nazovu
1-888-926-5122 (TTY: 711). Molimo ¢lanove grupe osigurane preko poslodavca da nazovu

1-800-289-2818 (TTY: 711).

Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete. Puede obtener el servicio de lectura de
documentos. Para obtener ayuda, lldmenos al niimero que aparece en su tarjeta de identificacién. Los afiliados
de planes individuales y familiares deben llamar al 1-888-926-5057 (TTY: 711); los afiliados de pequefias
empresas deben llamar al 1-888-926-5122 (TTY: 711). Los afiliados del grupo del empleador deben llamar al
1-800-289-2818 (TTY: 711).

Syriac (Assyrian)
e RAD 1 o ohé o pnad P erea hallla h ek i i waltada h o (i iaa rely) (X raiE) ehenly
rdien L (oo L daal i (¢ hodudi réaich G r€ad 18 .y ohuima e I8 réiped rdiien IS a0
(TTY:711) 1-888-926-5122 )i « conyio o faal mamd o ¢ Rida hoiy R hédsn (TTY: 711) 1-888-926-5057
ATTY:711) 1-800-289-2818 wfisn i o oonsin « daal rtamd (¢ il il oo wwhimin minich

Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng isang interpreter. Makakakuha kayo ng mga
dokumento na babasahin sa inyo. Para sa tulong, tawagan kami sa nakalistang numero sa inyong ID card.
Para sa mga miyembro ng Plano para sa Indibiduwal at Pamilya mangyaring tawagan ang

1-888-926-5057 (TTY: 711); Para sa mga miyembro na Maliit na Negosyo, mangyaring tawagan ang
1-888-926-5122 (TTY: 711). Para sa mga miyembro ng grupo ng empleyado, mangyaring tawagan ang
1-800-289-2818 (TTY: 711).

Thai
lLifidusmsdunimn qususaldawld quaansalddmenaslinald dmibanugismie Tnamunaw

v.mzlLmlﬁlﬂ'i'uuﬁ'mﬂ'i:ﬁﬂﬁ‘wmqm SUTNUHUYARBLAZATEUAT n'gtm'[m 1-888-926-5057 (TTY: 711); au1En
mifinuwiain nanlng 1-888-926-5122 (TTY: 711) mandnngawinane nyonlng 1-800-289-2818 (TTY: 711)

Vietnamese

Céc Dich Vu Ngon Ngit Mién Phi. Quy vj c6 th€ c6 mdt phién dich vién. Quy vi c6 th€ yéu c a1 dwge doc cho
nghe tai liéu. P& nhin trg gidp, hdy goi cho chiing t6i theo s6” dwge liét ké trén thé ID ciia quy vj. Céc thanh
vién cda Chrong Trinh C4 Nhin & Gia Pinh vui 10ng goi s6' 1-888-926-5057 (TTY: 711); Cac thanh vién
thudc Doanh Nghiép Nhé vui 1ong goi s6° 1-888-926-5122 (TTY: 711). Céc thanh vién thudc chirong trinh
theo nhém ctia chi st dyng lao ddng vui 1ong goi s& 1-800-289-2818 (TTY: 711).

Ambetter from Arizona Complete Health underwrites benefits for HMO plans. Ambetter from Arizona Complete Health is a registered service mark. All rights reserved.
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