m Medical Transition of Care Benefit Request

Transition of Care, also referred to as treatment in progress, is a benefit that allows new subscribers and covered
dependents to receive medical care by non-participating providers at their in-network level of benefits for treatment
of an acute injury or illness. Transition of Care is short term and not intended to replace the regular provisions of the
subscriber’s Horizon BCBSNIJ health insurance plan.

Examples of conditions that may meet Transition of Care guidelines

Women who are pregnant and have had their first prenatal visit prior to the effective date of coverage
Acute fracture victims

Heart attack victims under acute care

Cancer patients currently undergoing approved chemotherapy or radiotherapy treatment protocols
Diagnosed terminal illness where life expectancy is less than 60 days

Members hospitalization at the time of eligibility

Surgery scheduled in the month prior to coverage effective date

Examples of conditions that may NOT meet Transition of Care guidelines
e Routine examinations, vaccinations and health assessments
e Stable but chronic conditions, (e.g., diabetes, hypertension, allergies, arthritis)
e Minor illnesses, (e.g., colds, sore throats, ear infections, bronchitis, strains, sprains)
e Long term management of cancer, dialysis, transplants, etc.

Transition Benefit Enrollment Process
All requests for transition care must be submitted in writing. The form on the following page must be completed and
signed by you and your treating doctor. A separate form must be completed for each condition/doctor.
You may submit completed and signed forms, along with all supporting documentation, to us by email to
HBCBSNJTransitionalBenefitsCoordinator (@HorizonBlue.com or by mail to

Horizon BCBSNJ Transitional Benefits Coordinator, PP- 12T

PO Box 420

Newark, NJ 07101-0420

Transition Review Process
1. Upon receipt of a completed and signed Medical Transition of Care Request Form, the Medical Department
will review and evaluate the information.

2. Based upon this initial information, the subscriber will be informed, in writing, of the decision in one of
three ways:
a. Request for transition care approved for a specific period of time or a specific number of visits.
b. Request for transition care denied.
c. Request for additional information needed before a final decision can be made.

Eligible care rendered by non-participating providers after the transition period has expired will be paid at the out-
of-network benefit level.
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This form must be completed and signed by you and your treating doctor. Please complete a separate form for each
treatment plan and/or doctor. You may submit completed and signed forms, along with all supporting
documentation, to us by email to HBCBSNIJTransitionalBenefitsCoordinator @HorizonBlue.com or by mail to:

Horizon BCBSNJ Transitional Benefits Coordinator, PP- 12T
PO Box 420
Newark, NJ 07101-0420

To be Completed by the Subscriber/Patient

Subscriber Name DOB:
Address

Home Phone # Work Phone #

Horizon BCBSNJ Member ID # Horizon BCBSNJ Group #

Effective Date of Coverage
Patient Name (if different than subscriber) DOB
Address (if different than subscriber’s)
Relationship to Subscriber

Prior Insurance Carrier Name Policy/ID #
Did the prior carrier authorize treatment for the patient’s condition/illness/injury? LYes LINo
Authorization # Authorized Dates of Treatment

Please provide a copy of the Authorization Approval or Determination Letter from the Prior Insurance Carrier.

Patient/Guardian Signature Date

By signing here, I hereby authorize the doctor noted to provide Horizon BCBSNJ or any affiliated Horizon BCBSNJ
company with any and all information including medical records relating to the above diagnosis and treatment
plan for Horizon BCBSNJ use in evaluating my request for Transition Care Benefits. This authorization is valid six
months from the date signed above.

To be Completed by the Treating Doctor

Name NPI

Practice Name Practice NPI/TIN
Address

Phone FAX Email

ICD-10 Diagnosis Codes and Description of condition/illness/injury

Date condition/illness/injury was diagnosed

Length of time patient was treated for this condition/illness/injury

Please provide a copy of the pertinent Medical Record information for your treatment of this patient.

Doctor's Signature Date
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Horizon. VV Notice of Nondiscrimination

Horizon Blue Cross Blue Shield of New Jersey complies with applicable Federal civil rights laws and does not
discriminate against nor does it exclude people or treat them differently on the basis of race, color, gender, national origin,
age, disability, pregnancy, gender identity, sex, sexual orientation or health status in the administration of the plan,
including enrollment and benefit determinations. Horizon BCBSNJ provides free aids and services to people with
disabilities (e.g. qualified language interpreters and information in other formats) and to those whose primary language is
not English (e.g. information in other languages) to communicate effectively with us.

Contacting Member Services
Call Member Services at 1-844-498-9393 (TTY 711) or the phone number on the back of your member ID card, if
you need the free aids and services noted above and for all other Member Services issues.

Filing a Section 1557 Grievance

If you believe that Horizon BCBSNI has failed to provide the free communication aids and services or discriminated
against you for one of the reasons described above, you can file a discrimination complaint also known as a Section 1557
Grievance. Horizon BCBSNIJ’s Civil Rights Coordinator can be reached by calling the Member Services number on the
back of your member ID card or by writing to:

Horizon BCBSNJ

Civil Rights Coordinator
PO Box 820

Newark, NJ 07101

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
Complaint Portal, online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail at U.S. Department of Health and
Human Services, 200 Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201 or by phone
at 1-800-368-1019 or 1-800-537-7697 (TDD). OCR Complaint forms are available at
www.hhs.gov/ocr/office/file/index.html.

Language assistance

Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-844-498-9393 (TTY 711).
AR MREERAREERDY, GULUARRESESEYRSE. HEE 1-844-498-9393 (TTY 711) .
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1-844-498-9393 (TTY 711)H 2 = T35 FHA|2,

ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para 1-844-498-9393
(TTY 711).

YAail: B AR 92l il &, Al (A:ges Gnl AL ActAL AMIRL HER2 BUEsU B, Slot

52 1-844-498-9393 (TTY 711).
UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod numer
1-844-498-9393 (TTY 711).
ATTENZIONE: In caso la lingua parlata sia 1'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare
il numero 1-844-498-9393 (TTY 711).

(711 oSdls mall s 8 ) 844-498-9393-1 pd 0 Joadl . laally el 1 55 4, galll e Lusal) et & cAall) jSH aaa® i€ 1Y) 3ds e
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang
bayad. Tumawag sa 1-844-498-9393 (TTY 711).

BHUMAHMWE: Ecnu BBl roBOpHTE Ha PyCCKOM SI3BIKE, TO BaM JJOCTYITHEI OECIIaTHBIE YCIYTH ITepeBoia. 3BOHUTE
1-844-498-9393 (teneraiin 711).
ATANSYON: Siw pale Kreyol Ayisyen, gen sevis €d pou lang ki disponib gratis pou ou. Rele 1-844-498-9393 (TTY
711).
T & e 31 &Y Sreray § A 3MIehToiT o 3 o119 TETIaT {410 39sY § |
1-844-498-9393 (TTY 711) 9 il |
CHU Y: Néu ban noi Tiéng Viét, c6 cac dich vu hd tro ngon ngir mién phi danh cho ban. Goi sb 1-844-498-9393
(TTY 711).
ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le
1-844-498-9393 (ATS 711).
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1-844-498-9393 (TTY 711).
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