
 

 
BlueChoice® HealthPlan 

Transition of Care/Continuation of Care 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, BlueChoice® 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. 
 
Transition of care is also referred to as treatment in progress. It is available for new members who are being treated for an acute 
injury or illness by a provider who is not or is in no longer in our network when the member’s coverage begins with us. It is a 
benefit that, if approved, allows new members to receive medical or behavioral health care by non-participating providers. 
Treatment is at the in-network benefit level for an acute injury or illness. Transition of care is short-term and doesn’t replace the 
regular provisions of the member’s policy. This is when the patient should be working with his or her primary care physician or 
participating provider to access continued care with the requested non-network provider for a limited period of time. 
 
Continuation of Care for Serious Medical Conditions 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 Transition of Care or Continuation of Care guidelines: 
 

• Women in the second or third trimester of pregnancy 
• Acute fracture victims or heart attack victims under acute care 
• Newly-diagnosed cancer patients currently undergoing approved surgery, chemotherapy or radiation treatment protocols 
• Diagnosed terminally ill patients for whom life expectancy is less than 60 days 
• Members hospitalized at the time of eligibility 
• Physical therapy status — post total joint replacement 
• Outpatient, follow-up treatment with a specific provider if a member is involuntarily committed or under a court order 

 
Examples of medical or behavioral health conditions that may not meet Transition of Care or Continuation of Care guidelines: 

 

• Routine  examinations, vaccinations and health assessments 
• Stable but chronic conditions (e.g., diabetes, allergies, arthritis, asthma, hypertension, depression, anxiety, bipolar 

disorder) 
• Minor illnesses (e.g., colds, sore throats, ear infections, bronchitis, strains, sprains) 
• Elective scheduled surgery (e.g., removal of lesions, hernia repairs, hysterectomies) 
• Long-term management of cancer, dialysis, transplants, etc. 

 
Transition of Care and Continuation of Care Benefit Enrollment Process 
Submit all requests for transition of care in writing via fax to 800-610-5685, or by email: transitionofcare@bluechoicesc.com.  
Mail to: 
 
 
 
 

BlueChoice HealthPlan  
Attn: Transition of Care 

P.O. Box 6170 
Columbia, SC 29260-6170 

Upon receipt of the request form, our Managed Care Services department will review and evaluate the information. Based upon this 
initial information, we will inform the member in writing of the decision in one of three ways: 
 

1. Request for transition of care approved for a specific period of time or a specific number of visits 
2. Request for transition of care denied 
3. Request for additional information needed before we can make a final decision  

 
Transition of Care Review Process 
This review process normally takes approximately 10 business days. We will do our best to expedite this. As part of the review 
process, whether the request will be approved for a period of time or denied, the utilization and case management team members 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. 
 
We will deny benefits for care received from non-participating providers after an approved transition of care period has expired or we 
will reimburse at the out-of-network benefit level. 
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BlueChoice® HealthPlan Transition of Care 
Continuation of Care Request Form 

(Please use a separate form for each condition) 
 

 
_______________________________________________________________________________________________________ 
Employee’s Name ID # 
 
_______________________________________________________________________________________________________ 
Address City/State/ZIP 
 
____________________________________________________________________________________________________ 
Effective  Date 

 

Phone: (Home)     (Work)    
 
 

_______________________________________________________________________________________________________ 
 

Patient’s Name DOB ID # 

Relationship to 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:    
 

Current Treatment or Proposed Surgery:    
 
_______________________________________________________________________________________________________ 

 
 

_______________________________________________________________________________________________________ 
 

Expected  Length of Treatment or Date of  Surgery:   
 

________________________________________________________________________________________________ 
 
_______________________________________________________________________________________________________ 
Primary Care Physician 
 
_______________________________________________________________________________________________________ 
Provider’s  Name Member HealthPlan ID # 

 
_______________________________________________________________________________________________________ 
Address 
 
_______________________________________________________________________________________________________ 
City/State/ZIP 
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AUTHORIZATION TO RELEASE INFORMATION 
 
 
 
 

I authorize   _____________ 
Non-Participating Specialist’s Name 

 
__________________________________________________________________________________________________ 

Address and Phone Number 
 

To release to BlueChoice HealthPlan of South Carolina all information relating to past, present and future 
health care examinations, conditions and treatments for: 

 
__________________________________________________________________________________________________ 

Brief Description of Medical Condition 
 
__________________________________________________________________________________________________ 
 
 

 

I hereby authorize BlueChoice HealthPlan’s Managed Care Services to get any information and medical 
records necessary from the above physician(s) necessary 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 that I will be responsible for paying any 
amounts 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. 
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	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.
	إن ﻛﺎن ﻟدﯾك أو ﻟدى ﺷﺧص ﺗﺳﺎﻋده أﺳﺋﻠﺔ ﺑﺧﺻوص ﺧطﺔ اﻟﺻﺣﺔ ھذه، ﻓﻠدﯾك اﻟﺣق ﻓﻲ اﻟﺣﺻول ﻋﻠﻰ اﻟﻣﺳﺎﻋدة واﻟﻣﻌﻠوﻣﺎت

