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Transit ion and Cont inuat ion of Care Form  

 
 

GENERAL I NFORMATI ON ABOUT TRANSI TI ON ASSI STANCE PROGRAM  

 

Purpose of Transit ion/ Cont inuat ion of Care 

Transit ion Assistance is a process that  allows cont inued care for m em bers when:  

 

o Their pr im ary m edical group, I PA, PPO provider, hospital, or other provider is term inated from  the part icipat ing provider 

network. 

o They are a new enrollee in an Anthem plan (except  m em bers with an I ndividual cont ract )  and their  t reat ing provider is not  

part  of the part icipat ing provider network.  

o Cont inuity of care is at  r isk for reasons over which the m em ber has no cont rol.  

 

Please Note:  I f you require ongoing care for any chronic condit ion and you are not  in an acute phase of your illness, one requir ing 

a special course of t reatm ent , you should select  an in network provider to m eet  your ongoing health care needs and you do not  need 

to com plete this form .   I f you need assistance select ing a new provider you should contact  your Anthem Customer Service. 

 

 

Com plet ing the Transit ion/ Cont inuat ion of Care Form   

You m ay request  Transit ion of Care if:    

o I f you are in an act ive course of t reatm ent  for an acute m edical condit ion or a serious chronic condit ion.  An acute 

m edical condit ion  is a medical condit ion that  involves a sudden onset  of symptoms due to an illness, injury or other 

medical problem that  requires prompt  medical at tent ion and that  has a lim ited durat ion. A ser ious chronic condit ion  is 

a medical condit ion due to a disease, illness, or other m edical problem that  is ser ious in nature and that  persists without  

full cure or worsens over t im e or one that  requires ongoing t reatment  to maintain rem ission or prevent  deter iorat ion.  

Com plet ion of covered services m ay be provided for a period of t im e necessary to com plete a course of t reatment  and to 

arrange for a safe t ransfer to another provider;  

o I f you are in an act ive course of t reatment  for any behavioral health condit ion;  

o Pregnant , regardless of t r im ester ;  

o You have a term inal illness;  

o You have a surgery or other procedure that  has been authorized by the previous plan or its delegated provider and is 

scheduled to occur within 180 days of the effect ive date of coverage for a newly covered enrollee. 

Please send com pleted form s to the follow ing: 

 

o Address   Em pire Nat ional Accounts   

               11 Corporate Woods Blvd   

               Mail Drop R5L   

               Albany, NY 12211   

               ATTN:   Parker Hannifin PPO Manager 

                

o Fax:  1-800-462-6340 

 

 

 

 

Services provided by Empire HealthChoice HMO, Inc. and/or Empire HealthChoice Assurance, Inc., licensees of the Blue Cross and Blue Shield Association, an 

association of independent Blue Cross and Blue Shield plans. 
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To help ensure that  your care is not  disrupted, please com plete the ent ire form  below. Only com plete this form  if you are receiving 

ongoing care or are scheduled for care.  For Medica l Care :   I f you are current ly in a PPO or EPO and are changing to an Anthem  

PPO or EPO and your current  m edical provider is in our network, or if you are in a HMO and are changing to an Anthem  HMO and will 

stay in your current  Medical Group or I PA, you do not  need to complete this form .  For  Behaviora l Health Care :  I f you are 

changing plans and your provider is not  in the Anthem network, please com plete this form . 

Fill out  the form  com pletely, and do not  leave any blanks.  Please com plete a separate form  for each fam ily m em ber who 

needs to have care t ransit ioned to another provider.   

Subscribers’ Name _____________________________________ Subscriber ’s I D # ____________________________ 

 

Employer ____________________________________________ Date Act ive with Anthem ______________________ 

 

Pat ient ’s Name ________________________________________ Relat ionship to Subscr iber _____________________ 

 

Home Phone#  _________________________________________ Cell Phone # ________________________________ 

 

Work Phone # ________________________Ext : _____________ Date of Bir th________________________________                

 

Hospital or Provider’s nam e:  ____________________________ Circle the type of term inat ing plan:  HMO, PPO, EPO, CDHP  

 

Diagnosis ( include pert inent  history and physical findings,)  ________________________________________________ 

 

________________________________________________________________________________________________ 

 

1.  Do you have an upcom ing appointm ent  to see a specialist?  Yes/ No 

     

 I f yes, please provide the applicable inform at ion below. 

Specialist Type 
Provider Name 

(last, first) 
Provider 

 Phone Number 
Date of 

Office Visit Reason 

Heart  Specialist          

Lung Specialist          

Blood or Cancer Specialist          

Neurologist          

I nfect ious Disease Specialist          

Kidney Specialist          

Behavioral Health Specialist          

Orthopedic Specialist          

Obstet r ician for pregnancy 

Due Date:  

Hospital for delivery:  

        

Other:  Please be specif ic 

 

 

 

         

Services provided by Empire HealthChoice HMO, Inc. and/or Empire HealthChoice Assurance, Inc., licensees of the Blue Cross and Blue Shield Association, an 

association of independent Blue Cross and Blue Shield plans. 
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Services provided by Empire HealthChoice HMO, Inc. and/or Empire HealthChoice Assurance, Inc., licensees of the Blue Cross and Blue Shield Association, an 

association of independent Blue Cross and Blue Shield plans. 

 

2. Are you current ly receiving any of the following services?  Yes/ No 

 

Services Facility or Com pany, Medical or  Behavioral Health Provider  

Clinical Laboratory   

Oxygen   

I V Medicat ion/ Chemotherapy   

Physical Therapy  

Radiat ion Therapy  

Hom e Therapy   

Rehab Treatm ent     

Organ or Stem  Cell/ Bone Marrow Transplant   

Medical Equipment    

Medicat ion Managem ent  for a Behavioral 

Health condit ion  

Dialysis   

 

3.  Do you have any hospitalizat ions, surger ies or procedures scheduled?   Yes/ No 

      

    Date _________________ Type of Surgery/ Procedure ________________________________ 

      

     Name/ Phone Number of Physician perform ing surgery/ procedure _______________________________________________ 

      

     Hospital/ Facility________________________________________________ 

 

4.  Have you been adm it ted to the hospital or seen in the em ergency room  in the past  6 m onths?  Yes/ No 

      

     Reason _________________________________________________ Hospital _____________________________________ 

      

     Date(s)  of Service ________________________________________ 

 

5.  Other Needs ___________________________________________________________ 

 

 
I  herby authorize the above provider to give Anthem  BlueCross BlueShield any and all inform at ion and m edical records necessary 

to m ake an inform ed decision concerning m y request  for Transit ion of Care. I  understand I  am ent it led to a copy of this 

author izat ion form .  I  also authorize Anthem BlueCross BlueShield to leave confident ial informat ion on my voice mail at  the 

following num ber(s)  listed above, please check all that  apply:   __ Hom e      __Cell      __ Work     

   

                                                                                            __ Do NOT leave confident ial informat ion on my voice m ail 

 
Signature of Pat ient  if 18 or over                                                                                                     Date 

 

 

Signature of Parent  or Guardian if Pat ient  is under 18 over                                                                Date 

 

 

 


