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Continuity of Care Instructions

The Continuity of Care Department for Community Health Plan of Imperial Valley will help you
receive managed care without a gap in coverage if you are able to receive the continuity of
care benefit.

Follow these steps to submit

To request this benefit, please fill out the Continuity of Care Request Form found on page 2.

« Complete a separate Community Health Plan of Imperial Valley Continuity of Care Request Form for each
provider you request.

 The Continuity of Care Request Form can be filled out by your service provider to help with your request.
Note: The request will not be approved without your finished Continuity of Care Request Form.

Return it by fax or mail. Please include a cover sheet with your fax submission.
Fax all forms to Community Health Plan of Imperial Valley Continuity of Care Department at 866-295-4780.
Or, using the prepaid envelope provided, mail to:

Community Health Plan of Imperial Valley Continuity of Care Dept.
P.O. Box 9103
Van Nuys, CA 91410-0422

Contact Community Health Plan of Imperial Valley Member Services, if you need help.

Call if you have trouble completing this form or, if you have any questions about this process.
Community Health Plan of Imperial Valley Member Services: toll free 833-236-4141 (TTY: 711) 24 hours a day,
7 days a week.

After you submit
When we receive your Continuity of Care Request Form, we will assign a nurse care manager to review your care
needs. We will alert you by telephone and/or mail upon receipt of the finished form.

Each request for continuity of care is considered based on:

The plan benefit
State rules that apply
Medical relevance
Clinical needs
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Fax #: 866-295-4780

Today’s date:

This form must be finished completely to avoid a processing delay. Please print.

Patient’s name (last, first, Ml):

Patient’s call-back number: Patient’s Community Health Plan of Imperial Valley ID #:

Patient’s address (street, city, ZIP):

Patient’s assigned primary care physician: Patient’s date of birth (mm/dd/yyyy):

You may be able to keep your non-Community Health Plan of Imperial Valley doctor. We will review your
request, based on your coverage for Continuity of Care benefits.

Reason(s) for asking for continuity of care assistance.

My medical need(s) include: (Please check all that apply.)

[] scheduled procedure/surgery [ care of newborn between birth and age 36 months

[] Acute condition (not to exceed 12 months from the starting date of coverage
for a newly covered enrollee)

[ Specialist office visit

[] Maternal mental health, not to exceed 12 months from
diagnosis or from the end of pregnancy, whichever occurs first

[] Serious chronic condition
[] Terminal illness
[ Pregnancy and immediate postpartum

Name of doctor whom the patient is asking to continue services with:

Doctor’s address (street, city, ZIP):

Doctor’s phone number: ( )
Doctor Tax ID (if it applies): Doctor NPI (if it applies):
Patient’s diagnosis: Patient’s CPT code:

Next scheduled appointment date: | Reason for appointment:

Has the patient been seen by the doctor at least once in the past 12 months? [0 Yes [ No

Please tell us why the patient wants help with his or her current medical care. Write down the type(s) of service(s)
he or she is asking for.

Patient’s signature or the name of the Community Health Plan of Imperial Valley rep taking the request:

(continued)



Return the finished form to Community Health Plan of Imperial Valley
Patients may ask their doctor to fill in their information.

Mailing address: Or, fax it:
Community Health Plan of Imperial Valley Continuity of Care Dept. 866-295-4780
P.0. Box 9103

Van Nuys CA 91410-0422

Call with questions

If you have any questions, please call Community Health Plan of Imperial Valley’s Member Services Department at:
Toll-free 833-236-4141 (TTY: 711), 24 hours a day, 7 days a week

www.chpiv.org
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Nondiscrimination Notice

Health Net follows State and Federal civil rights laws and does not discriminate, exclude people or treat them
differently because of sex, race, color, religion, ancestry, national origin, ethnic group identification, age, mental
disability, physical disability, medical condition, genetic information, marital status, gender, gender identity or
sexual orientation.

Health Net provides:

e Free aids and services to people with disabilities to communicate better with us, such as qualified sign
language interpreters and written information in other formats (large print, audio, accessible electronic
formats, other formats).

e 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 or to request this document in an alternative format, contact the Health Net Customer
Contact Center at 1-800-675-6110 (TTY: 711), 24 hours a day, 7 days a week, 365 days a year.

If you believe that Health Net has failed to provide these services or unlawfully discriminated in another way,
you can file a grievance with Health Net by phone, in writing, in person or electronically:

e By phone: Call Health Net Civil Rights Coordinator at 1-866-458-2208 (TTY: 711), Monday through Friday,
8a.m.to5p.m.

e |n writing: Fill out a complaint form or write a letter and send it to Health Net Civil Rights Coordinator,
P.O. Box 9103, Van Nuys, CA 91409-9103.
e |n person: Visit your doctor’s office or Health Net and say you want to file a grievance.

e FElectronically: Visit Health Net’s website at www.healthnet.com

You can also file a civil rights complaint with the California Department of Health Care Services,
Office of Civil Rights by phone, in writing or electronically:

e By phone: Call 916-440-7370. If you cannot speak or hear well, please call 711.
e |n writing: Fill out a complaint form or write a letter and send it to Deputy Director, Office of Civil Rights,

Department of Health Care Services, Office of Civil Rights, P.O. Box 997413, MS 0009, Sacramento,
CA 95899-7413.

Complaint forms are available at http://www.dhcs.ca.gov/Pages/Language Access.aspx.
e Electronically: Send an email to CivilRights@dhcs.ca.gov.

If you believe you have been discriminated against because of race, color, national origin, age, disability or sex,
you can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights by phone, in writing or electronically:

e By phone: 1-800-368-1019 (TDD: 1-800-537-7697)

e |n writing: Fill out a complaint form or send a letter to U.S. Department of Health and Human Services,
200 Independence Avenue SW, Room 509F, HHH Building, Washington, DC 20201
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html

e FElectronically: Visit the Office for Civil Rights Complaint Portal at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.
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English: If you, or someone you are helping, need language services, call
1-833-236-4141 (TTY: 711). Aids and services for people with disabilities, like accessible PDF
and large print documents, are also available. These services are at no cost to you.

.1-833-236-4141 (TTY: 711) &8l Jeald iy galll cllaxall) Y dalay el padid gl ol el <iS 13 :Arabic
el 5 L) Jgaan sl (S ) (PDF) & shiall bl Jie cdlle Y 5 53 (aladS clandll g clae Ll Loaf 3 53
S Sl RESS gy el o3 i g 5 ) e guadl

Armenian: Gpt nnip Jud nplk dEYp, nid nnip ogunud kp, nitku (kqujut ogunipjut
Juphp, quuquhwpbp 1-833-236-4141 (TTY" 711) hipwjunuwhwdwpny:
Zupdwunudnipinit nitikgnn dwuppjuig hwdwp hwuwtbh b ogunipinit b
Swnwynipintulikp, hiswbu ophliwly dwngkjh PDF b Uké nuyugpnipyudp
thwunwpnpbp: Uju Swnwynipjniutpp dkq hwdwp wtddwp Gu:

Cambodian: {JfUSIUHA USIAMYABUHARNAGW pimshigaman
AJUGIRURISTIIG 1-833-236-4141 (TTY: 711) 1 G SNIEUNAYIGIM JroUBSagiimi
5o por iRUHMGHuUESagimis SannaniisHnty
AISR S SBHTE runfySiS:Ssm sAnmiy i UHmie

Chinese: WIS BB H I IETETE B N 75 5 5 RS, 1EEH 1-833-236-4141 (TTY: 711).
AR ) AR N L RIS B AT AR 55, Bl anJCRERS PDF AR FROCCRS » X B AR S5 20 N
et
bolad b ea (b ) cilead 4y Sl wiS eSS gl 4S5 S a8 bt S cFarsi
0 yied PDF 5 o gila LS lae aiile ilerd 5 WSS 0,580 (ulai 1-833-236-4141 (TTY: 711)
Ll aa) 635 Lk (g) (gl e Ciladd ) sl 4 je QU8 Y slaa (gl

Hindi: Ife 30eh!, a1 fSreert 311 Hae L 3, W Qo A1iRT, i shied s 1-833-236-4141 (TTY: 711)1
TR AT 3 T FrERIdT ST e, S8 g PDF 3R &1 e ared gedras, oft Suctsw g1 3 Yad 31ues foiw
o IYH B |

Hmong: Yog hais tias koj, los sis ib tus neeg twg uas koj tab tom pab nws, xav tau cov kev pab
cuam txhais lus, hu rau 1-833-236-4141 (TTY: 711). Tsis tas li ntawd, peb kuj tseem muaj cov
khoom siv pab thiab cov kev pab cuam rau cov neeg xiam oob ghab tib si, xws li cov ntaub ntawv
PDF uas tuaj yeem nkag cuag tau yooj yim thiab cov ntaub ntawv luam tawm uas pom tus niam
ntawv loj. Cov kev pab cuam no yog muaj pab yam tsis xam nqi dab tsi rau koj them li.

Japanese: CEHEF-IXCBENYR— L TWAANEEY—EREZNELT S5
&lE. 1-833-236-4141 (TTY:711) [ZHEBVEDHLEL S, BAVWZEEBDADT-
OIZ, OV TILEGEPDFRRELXFTEMMEFF2 A MR EDHE - H—E
ALRHELTVET, ChoDY—ERFEHTEHEIATLET,

Korean: 7|3} B== 7 38l7F =ob a1 Q1= o] Qlof AH| 27t F g stA||A
1-833-236-4141 (TTY: 711)H . & Agtsl] FAA 0. Fol7} = EEo A X 28
Au]2=(d: AA 2 7H5g pOF 2 O 2} Q)% AlFHUYT o] AH]~e
FTRE ol&sd  AdFY T
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Laotian: 12u17D, B Qﬂéb?@%gtﬁdﬁbﬁvégéoec&:a, 0199N9DVINIVCCVWIT, L1
1-833-236-4141 (TTY: 711). VONH, WONCSIHYDYUENDVROBCHD CCIE
NILOSNIVFIBLVEVLEMVLENCOL, L cONtII PDF Hizmwaocdachiglosroon wox
coNrIB LN WS, MLOSMIVCTCBLIISFocGeUILIoeIdcTRel09.

Mien: Da’faanh Meih, Fai Heuc Meih Haih Tengx, Oix Janx-kaeqv waac gong, Heuc
1-833-236-4141 (TTY: 711). Jomc Caux gong Bun Yangh mienh Caux mv fungc, Oix dongh eix
PDF Caux Bunh Fiev dimc, Haih yaac kungx nyei. Deix gong Haih buatc Yietc liuz maiv
jaax-zinh Bieqc Meih.

Punjabi: 7 3T, A fAA € 3H Hee I3 I I, awﬂ@@éﬂaﬂgé 3t
1-833-236-4141 (TTY: 711) 3 I8 | MUTIH Bl B ATTEST 03 A, i fa ydgear
PDF %3 <3 fc T8 T3S, <t BUZHT I&| feg A<l 373 BE He3 Ia|

Russian: Ecnv Bam Unm 4enoseky, KOTOPOMY Bbl MOMOraeTe, HeOBX0AMMbI YCYrv NepeBosa,
3BOHUTE No TesiedoHy 1-833-236-4141 (TTY: 711). Kpome Toro, Mbl npeaoctasasem maTepumasnbi 1
YCAYrn Ans Ntogen ¢ orpaHNYeHHbIMU BO3MOXKHOCTAMM, HAaNpUMepP AOKYMEHTbI B CNeLMaibHOM
¢dopmate PDF nnun HanevataHHble KPYyNHbIM LWPUGTOM. ITW yCayrm NnpegocTaBnatoTcs 6ecnnatHo.

Spanish: Si usted o la persona a quien ayuda necesita servicios de idiomas, comuniquese al
1-833-236-4141 (TTY: 711). También hay herramientas y servicios disponibles para personas
con discapacidad, como documentos en letra grande y en archivos PDF accesibles. Estos
servicios no tienen ningln costo para usted.

Tagalog: Kung ikaw o ang taong tinutulungan mo ay kailangan ng mga serbisyo sa wika,
tumawag sa 1-833-236-4141 (TTY: 711). Makakakuha rin ng mga tulong at serbisyo para sa
mga taong may mga kapansanan, tulad ng naa-access na PDF at mga dokumentong malaking
print. Wala kang babayaran para sa mga serbisyong ito.

Thai: vinAavZaAuin2Eu8a §a9n1su3N1TAIUAET TnT 1-833-236-4141 (TTY: 711)
uanNAULITANNMILLURAURTUTATRIUNTURNNWNRNTN LU PDF
nndvlauasiangsniunauia g uvsnisunarfilisialdIanagniuaa

Ukrainian: AKwo Bam abo noaunHi, AKi BM gonomaraerte, NoTpibHi nocayru nepexknaay,
TenedoHyliTe Ha Homep 1-833-236-4141 (TTY: 711). Mu TakoX HaJaEMo MmaTepia/n Ta
NoCAyrn gnsa NoAen 3 06MeXKeHUMN MOXKANBOCTAMM, AK-OT LOKYMEHTU B CNeLiaibHOMY
dopmarti PDF abo HagpykoBaHi Bennknum wpudtom. LLi nocnyru ana sac 6e3KoLITOBH.

Vietnamese: Néu quy vi hodc ai d6 ma quy vi dang gitp d& can dich vu ngén ngit, hay goi
1-833-236-4141 (TTY: 711). Ching téi cling cé san cac tro gitp va dich vu danh cho ngudi
khuyét tat, nhu tai liéu dang ban in khd 1&n va PDF c6 thé tiép can dwoc. Quy vi dwoc nhan
cac dich vu nay mién phi.
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