Transitional Benefits

If you are currently being treated by a provider who is not in the BlueChoice network
or will soon be terminating from the BlueChoice network, you may be eligible for
Transitional Benefits. This benefit allows you to continue treatment with the non-
BlueChoice provider while you transition your care to a network BlueChoice provider. If
transitional benefits are approved, you will be eligible for network benefits with that non-
BlueChoice provider for a specified number of visits over a defined period of time. You
may be eligible for transitional benefits if you are currently receiving treatment for:

a terminal illness (life expectancy of six months or less),

prescheduled surgery,

acute care following trauma or recent surgery,

chemotherapy (in a current course of treatment),

psychiatric treatment (transitional referral limited to maximum of 60-days), or
obstetrical care, if you are in the third trimester of pregnancy on your HealthSelect
effective date or when the physician terminates from the network.

To apply for transitional benefits, complete and submit the form below. You will receive
written notification of the determination.

To confirm whether or not your provider is a BlueChoice provider, visit the HealthSelect
Web site at www.bcbstx.com/hs/provider and use Provider Finder to conduct your search.

If you are currently seeking care with a provider who is also a BlueChoice provider,
there is no need to submit a request for Transitional Benefits. Simply contact your
Primary Care Physician to coordinate a referral authorization.

If you have questions or need assistance with completing this form, please contact Blue
Cross and Blue Shield of Texas Customer Service at (800) 252-8039.
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http://www.bcbstx.com/hs/provider

BLUE CROSS AND BLUE SHIELD OF TEXAS
TRANSITIONAL BENEFITS/RELEASE OF PATIENT INFORMATION FORM

**+*THIS FORM SHOULD BE COMPLETED ONLY IF YOU ARE USING AN OUT-OF-NETWORK PROVIDER***

EMPLOYEE NAME: DATE OF BIRTH:
6roUP NAMENUMBER: had ||| SELERE 035000 [iD#/ss#:

PATIENT INFORMATION
PATIENT NAME: RELATIONSHIP TO EMPLOYEE:
ADDRESS: CITY:
STATE: 7IP: DATE OF BIRTH:
HOME PHONE: ( ) WORK PHONE: ()

MEDICAL/BEHAVIORAL HEALTH INFORMATION

What is the HEALTH CONDITION for which you are seeking Transitional Benefits?

(Include diagnosis, if known, and check (\) pertinent details below)
O PREGNANCY? If yes, what is your estimated due date?

O SURGERY CURRENTLY SCHEDULED? DATE:

TYPE OF SURGERY? NAME OF HOSPITAL/SURGERY CENTER:
O HOME HEALTH SERVICES? TYPE:
O TREATMENT OR THERAPY IN PROGRESS? TYPE:
O CURRENTLY ON A TRANSPLANT LIST? (IF YES, PLEASE ATTACH COPY OF APPROVAL LETTER)
O CASE MANAGER(CM)FROM YOUR PREVIOUS HEALTH PLAN? PLAN:

CM NAME: PHONE:
O ANY OTHER INSURANCE COVERAGE?

COMPANY NAME: MEMBER ID:

PROVIDER INFORMATION

PROVIDER: PHONE: ( )
ADDRESS: DATE OF LAST VISIT:
FACILITY: PHONE: ( )

PATIENT AUTHORIZATION FOR RELEASE OF INFORMATION

I hereby authorize Blue Cross and Blue Shield of Texas Medical Director to obtain any information and
medical records from the above physician/provider(s) necessary to make an informed decision concerning my request
for Treatment in Progress (Transitional Care) benefits under the Medical Health Plan. I understand I am
entitled to a copy of this Authorization Form.
SIGNED (Patient or Guardian):

DATE: RELATIONSHIP:
RETURN THIS FORM BY THE FOLLOWING METHODS
Behavioral Health Requests ONLY - - By Fax To: 1(800) 358-2946

MEDICAL, SURGICAL, OR PREGNANCY REQUESTS:
By FAX To: 1 (866)221-3607

or
By MAIL To: Blue Cross and Blue Shield of Texas
Utilization Management
C/O Scottie Bradshaw, RN - Transitional Benefits
P.O. Box 833874
o Richardson, TX 75083-3874

THANK YOU FOR YOUR COOPERATION IN COMPLETING THE ABOVE INFORMATION SO THAT WE MAY BETTER ASSIST YOU
DURING THIS TRANSITION PERIOD.
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