Planned Administrators, Inc. (PAI)
Continuation of Care (CoC) Request Form

Purpose of Transition of Care and Continuation of Care

If circumstances change and a member’s provider is not in-network or no longer in-network, PAI strives to make the transition seamless. A
member with these circumstances can make a special request to have benefits with his or her original provider paid at the in-network level
for a limited amount of time.

Continuation of Care for Serious Medical Condition allows benefits for members to continue care with a network provider that is leaving
the network. Continuation of care requires approval from medical management. If approved, members are allowed network level benefits
for a limited amount of time.

Examples of medical or behavioral health conditions that may meet Continuation of Care guidelines:

¢ A member who is undergoing a course of treatment for a serious and complex medical or behavioral health condition from a provider or
facility

¢ A member who is currently undergoing a course of institutional or inpatient care from a provider or facility

¢ A member who is scheduled to undergo non-elective surgery from the provider

¢ A member who is pregnant and undergoing a course of treatment for the pregnancy from a provider or facility

¢ A member who is determined to be terminally ill and has a life expectancy of 6 months or less

Serious and Complex Condition:

¢ A member with an acute illness that is serious enough to require specialized medical or behavioral health treatment to avoid the reasonable
possibility of death or permanent harm

¢ A member with a chronic illness or condition that is life threatening, degenerative, potentially disabling or congenital

¢ A member that requires specialized medical or behavioral health care over a prolonged period of time

Continuation of Care may be available for a limited time or until the member is no longer a Continuation of Care patient for a period of
ninety (90) days, whichever is the shorter time.

Examples of medical or behavioral health that may not meet Continuation of Care guidelines, depending on the circumstances:

¢ Routine examinations, vaccinations, testing or health assessments

¢ Stable chronic conditions (e.g., diabetes, allergies, arthritis, asthma, hypertension, depression, anxiety, bipolar disorders, etc.)
¢ Minor illnesses (e.g., colds, sore throats, ear infections, bronchitis, strains, sprains, etc.)

¢ Elective surgery or surgery scheduled at a time for your convenience

¢ Long-term management of cancer, renal failure, dialysis, transplants, etc.

Continuation of Care Benefit Enrollment Process
Send your request for CoC in writingvia fax to (803) 462-6842, by email: PAI_General.appeals_Fax(@paisc.com.
You can also mail it to:

Planned Administrators, Incorporated

P.O. Box 6927

Columbia, South Carolina 29260

Attn: Medical Review Staff, Request for Continuation of Care

Upon receipt of the request form, our Medical Review Staff, we will review and evaluate the information. Based upon this initial information,
we will inform the member in writing of the decision regarding your request for continuation of care in one of three ways:

1. Requestapproved;or

2. Requestdenied; or

3. Request for additional information. Additional information is needed in order to make a final determination.

Although we do our best to expedite the process, the review process takes an average of 10 business days to complete. As part of the review
process, whether the request will be approved or denied, PAI’s Medical Review Staff will work with the member to identify alternatives for
in-network providers, and facilitate the transition of the member’s care to in-network providers and facilities.

After an approved continuation of care period has expired, we will reimburse covered services at the out-of-network benefit level.


mailto:PAI_General.appeals_Fax@paisc.com.

Planned Administrators, Inc. Continuation of Care

Request Form
(Please use a separate form for each condition)

Patient’s Name DOB ID#

Address City/State/ZIP

Effective Date

Phone: (Home) (Work)

Relationship to Member/Subscriber: [ ] Self [ ] Spouse [ ] Dependent

Health Condition:

Physician/Provider(s) Involved

Name: Phone: Specialty:

Name: Phone: Specialty:

Name: Phone: Specialty:
Date of First Treatment: Date of Last Visit:

CurrentTreatmentor Proposed Surgery:

Expected Length of Treatment or Date of Surgery:

Primary Care Physician

Provider’s Name Member Health Plan ID #

Address

City/State/ZIP



AUTHORIZATION TO RELEASE INFORMATION

I authorize

Non-Participating Specialist’s Name

Address and Phone Number

To release to Planned Administrators, Inc. (PAI) all information relating to past, present and future health care examinations,
conditions and treatments for:

Brief Description of Medical Condition

I hereby authorize PAI’s Medical Review Staff to get any information and medical records necessary from the above
physician(s) to make an informed decision concerning my request for treatment in progress benefits under my medical
plan. This authorization will expire six months from the date signed below. I understand I am entitled to a copy of this
authorization form.

I understand that I may be balance billed by the provider for the difference between the allowed amount and the
providers’ charges. I am also responsible for the member liability for deductibles, coinsurance and copayments. I
understand that if the Plan pays all benefits to me, I will be responsible for paying any amount owed to the provider.

Patient’s Name: Health Plan ID #:
Patient’s Signature: Date:
Employee’s/Legal Guardian’s Signature*: Date:

*If patient is younger than 18 years of age, the employee/legal guardian must sign this form to authorize the release of medical
information.

For Internal Use Only:

Employee’s Name Employee ID #

Notes:

PAI TOC Auth (rev. 03.07.22)



Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity,
sexual orientation or health status in our health plans, when we enroll members or provide benefits.

If you or someone you’re assisting is disabled and needs interpretation assistance, help is available at the
contact number posted on our website or listed in the materials included with this notice (TDD: 711).

Free language interpretation support is available for those who cannot read or speak English by calling
one of the appropriate numbers listed below.

If you think we have not provided these services or have discriminated in any way, you can file a
grievance by emailing contact@hcrcompliance.com or by calling our Compliance area at 1-800-832-9686
or the U.S. Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or
1-800-537-7697 (TDD).

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de este plan de salud, tiene derecho a
obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-844-396-
0183. (Spanish)
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Né&u quy vi, hodc 13 nguwdi ma quy vi dang gilp d&, cé nhitng cau hoi quan tdm vé chuong trinh strc khde nay, quy
vi s& duoc giup d& vdi cac thong tin bang ngdn ngilt clia quy vi mién phi. D& néi chuyén véi mot thong dich vién,
xin goi 1-844-389-4838 (Vietnamese)

ol Balo] FFI AL Z& AEo] oA 1-844-396-01872 3] FA A L.
Fglo] sharo] 2 =ol= Ut} (Korean)

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa planong pangkalusugang ito, may
karapatan ka na makakuha ng tulong at impormasyon sa iyong wika nang walang gastos. Upang makausap ang
isang tagasalin, tumawag sa 1-844-389-4839. (Tagalog)

Ecnvy Bac naum nMua, KOTOpoMy Bbl NOMOraeTe, MMEOTCA BONPOChI Mo NoBoAy Baluero nnaHa MeguumHCKOro
obcnyKnBaHUs, To Bbl UmeeTe NpaBo Ha becniaTHoe NoayyeHre NOMOLLM U MHPOPMaLMKM HA PYCCKOM A3biKe. Oa
pa3roBopa c nepeBoAYMKOM No3BoHUTe no TenedoHy 1-844-389-4840. (Russian)

uu}u\jbmw\shdyﬂ\ dﬂ\dﬁﬂﬁw&@aﬂ‘dﬂ;uaw‘ﬂm‘bmwumdﬂj\daﬂuﬁu\
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Si ou menm oswa yon moun w ap ede gen kesyon konsénan plan sante sa a, se dwa w pou resevwa
asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avek yon
entéprét, rele nan 1-844-398-6232. (French/Haitian Creole)

Si vous, ou quelqu'un que vous étes en train d’aider, avez des questions a propos de ce plan médical, vous avez le
droit d'obtenir gratuitement de I'aide et des informations dans votre langue. Pour parler a un interpréte, appelez
le 1-844-396-0190. (French)

Jesli Ty lub osoba, ktérej pomagasz, macie pytania odnosnie planu ubezpieczenia zdrowotnego, masz prawo do
uzyskania bezptatnej informacji i pomocy we wtasnym jezyku. Aby porozmawiac z ttumaczem, zadzwon pod
numer 1-844-396-0186. (Polish)

Se vocé, ou alguém a quem vocé estd ajudando, tem perguntas sobre este plano de salde, vocé tem o direito de
obter ajuda e informagdao em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-844-396-0182.
(Portuguese)

Se tu o qualcuno che stai aiutando avete domande su questo piano sanitario, hai il diritto di ottenere aiuto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-844-396-0184.
(Italian)

Hlat-. EEEHLEEABHEEZINATLWEIAN., COBEER COVLWTIEBRASETNVELEL, &
FEDEETYR—LE2ZTY., BEREZEAFLEYTEENTEET, HEFIMINYFRFA, ER
EBEINBIEE. 1-844-396-0185 ETHBEECEE LY,  (Japanese)

Falls Sie oder jemand, dem Sie helfen, Fragen zu diesem Krankenversicherungsplan haben bzw. hat, haben Sie das
Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen,
rufen Sie bitte die Nummer 1-844-396-0191 an. (German)
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(Persian-Farsi) . aulas

Ni da doodago t’a4 haida bika’ané nilwo’igii dif Béeso Ach’aah naa’niligi haa’ida yi na’ idit kidgo,
niha’ahoot’1’ nihi k&d’a’doo wotgo kwii ha’at’ishii bi na’idotkidigi doo bik’¢’azlaagd6. Ata’ halne’é fa’
bich’{’ ha desdzih ninizingo, koji” béésh bee holne’ 1-844-516-6328. (Navajo)

Vann du adda ebbah es du am helfa bisht, ennichi questions hend veyyich deah health plan, hend diah's
recht fa hilf un information greeya in eiyah aykni shprohch unni kosht. Fa shvetza mitt en interpreter,
roof deah nummah oh 1-833-584-1829. (Pennsylvania Dutch)
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