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 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 illness, 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
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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

Pregnancy - during pregnancy and immediately after delivery (postpartum period)

Terminal illness — care is continued for the duration of the terminal iliness

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

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
e Your current treatment plan

The last three progress notes

Any ICD-10 and CPT codes for your active treatment

¢ If 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

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
0 HMO [ PPO []Other

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

Does this employer still offer this health plan? [] Yes [] No

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)
[ Yes [ No : §

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

Is patient currently hospitalized? = Name of Hospital (If applicable)

] Yes [ No

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

[JYes [ No

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

Does the patient have a terminal condition? [] Yes [] No

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 enrollment on whether | sign this authorization, but my
request for COC will be denied if | do not sign it.

Signature Patient or Parent/Guardian (If patient is a minor child) Date
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Your Health Plan

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)

EE%T TRRERETE IS (0 SIS 2 WISAAE - Sutter Health Plus ] DI NEBIEGEE - 2]
REFEIHEHEES HERIEN U - HRZEeEED) - 555 Sutter Health Plus & SAR7
EE'EEE)@E% 1-855-315-5800 (TTY 1-855-830-3500) - (Chlnese)

sl 5% 3 (Sutter Health PIUS) o3 il jiia of dleld 138 oS5 a1 13) €138 861 8 o a6 il Ja e A sale
d\.\‘uﬁ!\ cb}c@&odﬂ:@é‘:dw&“ Mb}.\s.oolﬁhu\hm\dﬁmus ua.\“ Jaa a;\)&sﬂdmr_m.g_\sgaw

1-855-315-5800 i e (Sutter Health Plus Member Services) o3k s jila cliaci claray
(Arabic) .(1-855-830-3500[TTY] sl aill iila)

YULBINC SEABUUSINRE3NRL. Yupn'n bp Jupnu) uw: Gph ny, Sutter Health Plus-p
Jupnn £ npudwnpt) dkfhi, ng Yoquh QEq Jupnuy wyt: dnip upnn bp twb vnwbwg wyh
qpus b 1Eqyny: Uud&wp oguntpjut hwdwp juunpnid Gup quuquhwpk) Sutter Health
Plus-h Uipudubph uyyuuwpljiwh pudhin’ 1-855-315-5800 (TTY 1-855-830-3500)
htnwjunuwhwdwpny: (Armenian)

PN BT 83 IRHAMGHISIUGAIS UIg? ITrTSTSHTIE Sutter Health Plus M1GHIS

) o

SINMYAGWHSNGSHA 1 HARNGINGJMSIIGHISS ATIRSITM PNV RSHATHI 85
notsuhwRaHasly syuginigiel ntaunsutn®A Sutter Health Plus MBITS
1-855-315-5800 (TTY 1-855-830-3500)°1 (Cambodian)

3580 S 528 ) 2l 55 e Sutter Health Plus ¢ 5 (oo ) Saiagds 5 2 g3 15 s Cp) 2l 5 (o L age 438G
L il (Bl SaS y cladd il 5 (g L2000 sa s oreld () 4o lae () A 5 Sl i 31 530 Gl )l
ol 1-855-315-5800 (TTY 1-855-830-3500) ¢l o jleis L Sutter Health Plus sbac) Slada i
(Farsi) .2

HgcaquT: FAT 3T S8 UG Hehcl/Fehcll o2 TTe; 6T, dl HEX god Told TH UgaT # Tl & 3Taehr

FETIAT HdT Hehell §| 3179 S8 37901 79T A 8fY Torgarel & G g Tehol/&ehcll §| T Qo Hgrram

o ToIT, ST 1-855-315-5800 (TTY 1-855-830-3500) TN HEX g Tl HeX HIGHH T hiel |
(Hindi)
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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)

BHERBMOYE : TNEHieZ & TE LT 27020 1E, Sutter Health Plus 23Fiie D
EBFLEONLET, Ef?)?‘oéf_@;.i TERTEDENE LILERT A, RO ZFIL, Sutter
Health Plus Member Services. & #fi: 1-855-315-5800 (TTY 1-855-830-3500) & T. (Japanese)

T8 Fleke o] AS o ¢ AFU 7 vhef ¢] o4 4= Qlthd, Sutter Health Plus o] A th&
Abgholl Al B8kl 1A %‘2%1 T U= o= lsFY U B3 o] A 75k AR
Aol =2 A dro A == Ql5 Ut} Sutter Health Plus 3] €] A H] 2~(1-855-315-5800

(TTY 1-855-830-3500))°l| 7%}2 S A)o] Bl o 7 w88 uko AA O (Korean)

VVIBCLIO: m‘ma‘mlo'-mlm')esvouvo’? 'q')am'msn)olo 179 Sutter Health Plus D
vaT)‘JODQOE)SOD?U)U)OD 1)8)’)’6‘7)’)1)1) la)O)‘)CS‘)E)‘)ﬁ‘).D‘)O&)UCUDh)‘)ﬁ‘)&&‘)U)')D?U)U)‘)Dsn
Qow. 'q')m‘n)C')S‘)n')1)6)0')1)qoecms?osucsemuonvv nuov')c)oc) vVoLVINIL 29
Sutter Health Plus U)m.ne)conimo":fu 1-855-315-5800 (TTY 1 855-830-3500). (Laotian)

wigH: st 3T fer & ug AeIe I7 A &1 3, Sutter Health Plus (Hed 388 usR) fan 3 feg
Uzs f¥g 373t riee age Ader 1 IH oA § wiust 3 fig & fsuer Ao J1 Hes Hee 38t
fagur g9 & Sutter Health Plus Member Services § 1-855-315-5800 (TTY 1-855-830-3500)
€3 a5 a3 (Punjabi)

BAXXHO: Bbl moxeTe 310 npountatb? Ecnu HeT, Sutter Health Plus moxeT npegoctaButb Bam
KOro-To, KTO CMOXeT NoMoyb Bam npountath a10. Bbl Takke MoOXeTe NonyyYnTb 31O

B MMCbMEHHON hopMe Ha cBoeM A3blke. [1na 6ecnnaTHON NOMOLLM NO3BOHUTE B

Cnyx6y nogaepxkn uneHoB Sutter Health Plus no TenedgoHy 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 babasa 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)

mﬂm ﬂmmuaanma"l,u g1a1u'liiaan Sutter Health Plus mm'sa‘mmummﬂﬂmmuim uanlnn
i ﬂmmmmsmjasm,uamul,ﬂumi:rmamm”l,manmﬂ mnmaom'smmmﬂmaaimn“luum‘lmm
n70i1TNs¥in Sutter Health Plus Member Services 71 1-855-315-5800 (TTY 1-855-830-3500) (Thai)

QUAN TRONG: Qu. vi c6 thé doc théng tin nay khong? Néu khdng, Sutter Health Plus c6 thé
yéu cau ai d6 doc gilip cho qu. vi. Qu. vi cling c6 thé nhan dugc thdng tin nay dwéi dang van
ban bang ngdn ngl cta qu. vi. D& dwoc hd tro mién phi, vui ldng goi cho ban Dich Vu Thanh
Vién cua Sutter Health Plus theo s 1-855-315-5800 (TTY 1-855-830-3500). (Viethamese)
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