


THIS FORM CANNOT BE PROCESSED UNLESS COMPLETELY FILLED OUT

Policy Holder: DOB: / /
Street Address:

City: State: Zip Code:

Home Telephone:( ) Work Telephone:( )
Social Security Number: Effective Date of Coverage: / /
Group Name
CIRCLE ONE: POS PPO EPO

Patient's Name: DOB: / /
Street Address:

City: State: Zip Code:

Home Telephone:( Work Telephone:( )

Social Security Number: Relationship to Employee/Retiree:

Name of New Physician (if known):
New Physician’s Code Number (located on Find a Doctor at www.carefirst.com/statemd):

Name of Physician Currently Treating Condition:

Street Address:

City: State: Zip Code:
Telephone:( ) Specialty:

Condition Being Treated: Date treatment started:

For Pregnancy, Please Indicate the Patient’s Anticipated due date:

Please attach the following:

a list of all treatment for the condition and dates rendered

a brief statement of the patient’s current condition and treatment plan
names of other physicians who have treated the patient for this condition
copies of any pertinent documentation (e.g., lab results, X-rays)

Physician’s Signature: Date: / /

This information is to be used for determining the appropriate level of benefit reimbursement for services that
are provided on or after the effective date of my CareFirst coverage if | continue treatment with the above
named provider for the above diagnosis/medical condition.

| understand that Transition of Care is granted at the discretion of CareFirst and is subject to contractual
limitations and exclusions set forth in the group contract. | understand and agree that Transition of Care does
not extend the contractual benefits in any way except to provide the in-network level of benefits for a non-
network provider for a temporary time period.

Patient’s Signature: Date: / /

Employee/Retiree’s Signature™: Date: / /

* If the patient is younger than 18, the employee/retiree must sign this form.
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