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Continuity of Care Instructions

The Continuity of Care Department for Health Net 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
o To request this benefit, please fill out the Continuity of Care Request Form found on page 2.

« Complete a separate Health Net 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.

9 Return it by fax or mail.
Fax all forms to Health Net Continuity of Care Department at 1-866-295-4780.
Or, using the prepaid envelope provided, mail to:

Health Net Continuity of Care Dept.
P.O. Box 9103
Van Nuys, CA 91409-9103

e Contact Health Net Member Services, if you need help.

Call if you have trouble completing this form or, if you have any questions about this process.
Health Net Member Services: toll free 1-800-675-6110 (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



Continuity of Care €3
Request Form health net

Type of request: [] Urgent O Immediate 0 Standard
Fax your completed form to: 1-866-295-4780

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 Health Net 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-Health Net 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
O 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? O Yes [ No

Please tell us why the patient wants help with their current medical care. Write down the type(s) of service(s)
they are asking for.

Patient’s signature or the name of the Health Net representative taking the request:

(continued)



Return the finished form to Health Net

Patients may ask their doctor to fill in their information.

Mailing address: Or, fax it:
Health Net Continuity of Care Dept. 1-866-295-4780
P.0. Box 9103

Van Nuys, CA 91409-9103

Call with questions

If you have any questions, please call Health Net's Member Services Department at:
Toll-free 1-800-675-6110 (TTY: 711), 24 hours a day, 7 days a week
www.healthnet.com

Health Community Solutions, Inc., 21281 Burbank Blvd., Woodland Hills, CA 91367

Health Net Community Solutions, Inc. is a subsidiary of Health Net, LLC and Centene Corporation. Health Net is a
registered service mark of Health Net, LLC. All rights reserved.
FRM1643301ECOTW (7/24)


http://www.healthnet.com

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

Health Net:

e Provides free aids and services to people with disabilities to help them communicate
effectively with us, such as:

e Qualified sign language interpreters

o \Written information in other formats (large print, audio, accessible electronic formats,
and other formats)

e Provides free language services to people whose primary language is not English, such as:
e Qualified interpreters
e Information written in other languages

e If you need these services, 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.

Upon request, this document can be made available to you in braille, large print, audiocassette,
or electronic form. To obtain a copy in one of these alternative formats, please call or write to:
Health Net

Post Office Box 9103, Van Nuys, California 91409-9103

Customer Contact Center 1-800-675-6110 (TTY: 711)

California Relay 711

If you believe that Health Net has failed to provide these services or discriminated in another way
on the basis of race, color, national origin, age, or sex (including pregnancy, sexual orientation,
and gender identity), mental disability, physical disability, religion, ancestry, ethnic group
identification, medical condition, genetic information, marital status, or gender you can file a
grievance with the 1557 Coordinator.

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our
1557 Coordinator is available to help you.

e By phone: Call 855-577-8234 (TTY: 711)
e By fax: 1-866-388-1769

e In writing: Write a letter and send it to Health Net 1557 Coordinator, PO Box 31384,
Tampa, FL 33631

Electronically: Send an email to SM Section1557Coord@centene.com This notice is available at
Health Net website: https://www.healthnet.com/content/healthnet/en us/disclaimers/legal/non-
discrimination-notice-medi-cal.html

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.
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e In 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

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.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at https://www.hhs.gov/ocr/complaints/index.html.
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English: If you, or someone you are helping, need language services, call 1-800-675-6110 (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.

1-800-675-6110 (TTY: 711) sl Jusilé ey salll cilaral) ) dalay cdline by o 585 (add (g1 i <l i€ 13 Arabic:
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Armenian: Gph nnip fud npuk dklp, nid nnip ogunid Lp, niukb (Equljut ogunipjwit Yuphp,
quiquihwplp 1-800-675-6110 (TTY 711): Zwpdwliudn pym i mukgnn dvwpnljuig hudwp
hwuwikih kb ogimpynil bt Swnwym pniuttp, hsybu ophtiuly dwwnskjh PDF b Uké nujugpnt pjuadp
thwunwpnpbp: Uju dwnwynipnibiutpp dkq hwdwp widdwp Eu:

Cambodian: [UFUSIDHA USIMMYASUEARNAGW imishigamean augiaonighins
1-800-675-6110 (TTY: 711) B SNIUNAYIRIN IUTNUHMBNMI §EMS{BY PoF aoGHAN M
SURRANASTHAPNAGAMSH IS SHNIRI N Ay SNSRI SR T SHRE B SAmig

Chinese: 1 L8 ol & 8 IEAE RS B IO 75 298 5 I Ss,  15 2 1-800-675-6110 (TTY: 711). & A HEAL [ [m) 4%
B N ARG, Bl JEREsS PDF AR ERCCRY . X BE 4% 4 2 g it

280 Gl (TTY: 711) 1-800-675-6110 6 e b e )1y (b lard 4y i aiS oSS gl 434S 5 S 258 Lilad R Farsi:
a2l 535 Lad (gl s M 38 Ciladd )l daje DB Y slaa () s 3 e siaed PDF 5 <adi s oS e il lasd 5 lacSas

Hindi: afe 319eh!, a1 fSmrert 211 Hag st @7 38, W1 Aard =1fRy, A shiet &bt 1-800-675-6110 (TTY: 711)1
et ARTT 3 ToT ST X AT, S8 ger PDF 3R o2 fie aet gearest, +ft Sueisu 1 3 8T 31es foie qod Sueisu 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 1-800-675-6110 (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 ngqi dab tsi rau koj them Ii.

Japanese: CHEFIXZCHENYR—FLTWSALEEY—EXEZNELTHES

(. 1-800-675-6110 (TTY: 711)E THEBILVEHLELLEE L, BAVWEEELEDADE=HIZ. 7oV T
ILEPDFORELEXFETEMAERXTIAV MG EDOHR - Y—EXHRBLTVET, ThioDY
—EXRITIEBHTRESINATLET,

Korean: A3} == 7817} ob5a1 Q= Fo] Ao Au] 27} & Q1A 1-800-675-6110 (TTY: 711)
Ho g Agta] FHAIL. o7 &= E5olA Bx X}E A u] 2 (e]r AA| 2 753k PDF 2 Tt
22t )= AlFgH U o] MujaE FERE o&sH ? UFHFH T

Laotian: nanaw, 4 Uﬂﬂﬂ?ﬂUusznznwmagaamma A99naudanaucduaga, fzn 1-800-675-6110 (TTY: 711).
veniiy, wancsqaguavvnanaa@cma «ag nauddnaugaduiuinaudnies, (Su censsiau PDF figauan
Sacfiotigznon cas canuaﬂuwuavmm&ne mUuamancmsmccuuuiaaaecmam%ﬁneuhocayaﬂ?ﬂg

Mien: Da’faanh Meih, Fai Heuc Meih Haih Tengx, Oix Janx-kaeqv waac gong, Heuc 1-800-675-6110 (TTY: 711).
JomcCaux 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.
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Punjabi: 7 3T, A f7H & 3l Hee 93 9J J, § 3 A<t & 7gd3 J, 311-800-675-6110 (TTY: 711)
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J&| fog AT 3973 BE HeE3 Ia|

Russian: Echv Bam nam 4enoBeky, KOTOPOMY Bbl MOMOraeTe, HeobxoaMMbl YyCyrn NepeBoaa, 3BOHUTE MO
TenedoHy 1-800-675-6110 (TTY: 711). Kpome TOro, Mmbl NpeAocTaBaAsemM maTepuasbl U YCAYrn ANs Noaen c
OrpaHUYEeHHbIMN BO3MOMKHOCTAMM, HaNnpMMep AOKYMEHTbI B crneunanbHom dopmate PDF nnm HaneyaTaHHble
KPYMHbIM WpudTom. ITK yCayrn npegoctaBastoTca becnaaTHo.

Spanish: Si usted o la persona a quien ayuda necesita servicios de idiomas, comuniquese al
1-800-675-6110 (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
1-800-675-6110 (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: MnAMUTaAUTIAaIZHaWES 6ia9AITUTANTEUNET TS 1-800-675-6110 (TTY: 711) uanmnuﬂ’oﬁy
AN EALATUFNTENFURNWWANW 12U PDF Mitindelduasianansiiuwauaival udniswvand
lidienTd3nasd1nsuan

Ukrainian: fikwo Bam abo ntogunHi, ki B gonomaraere, noTpibHi nocayru nepeknaay, tenedoHynTe Ha
Homep 1 800 675 6110 (TTY: 711). Mu Tako»K HaJAEMO MaTepianu Ta NOCAYrU ANa Noaen 3 06MexKeHnmn
MOX/IMBOCTAMM, AAK-OT AOKYMEHTHU B crieuiafibHoMmy popmaTi PDF abo HagpyKoBaHi BEIMKUM WpPUGTOM.
Ui nocnyrmn ana sac 6€3KOLWTOBHI.

Vietnamese: Néu quy vi hodc ai d6 ma quy vi dang gitip d& can dich vu ngdn ngit, hay goi
1-800-675-6110 (TTY: 711). Chung tdi cling cé san cac trg gilp va dich vu danh cho ngudi khuyét tat, nhu tai
liéu dang ban in khé Ién va PDF cé thé tiép can duoc. Quy vi duwoc nhan cac dich vu nay mién phi.
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