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Information on Continuity of Care Instructions
Ensuring Continuity of Care
NCAS members and their covered dependent(s) 
who are undergoing a course of treatment for 
a serious and complex condition, undergoing 
a course of institutional or inpatient care, is 
scheduled to undergo a nonelective surgery, 
pregnant and undergoing a course of treatment for 
a pregnancy or determined to be terminally ill may 
be eligible for Continuity of Care even when the 
provider or facility is no longer in the plan network. 

What is Continuity of Care?
If your request is approved, the Continuity of Care 
process allows you or your covered dependent(s) 
to continue to receive care from an out-of-network 
physician for up to 90 days following the date of 
notification. Benefits will be paid at the  
in-network level.

Who should use this form?
If you or your covered dependent(s) have a 
medical condition that requires a limited course 
of treatment or follow-up care, and are currently 
being treated by a specialist who is no longer a 
NCAS participating provider, you should complete 
this form. 

Please be sure to submit a separate form for each 
non-participating physician currently treating 
you or your covered dependent(s) for a medical 
condition. Your newly selected participating NCAS 
physician must coordinate any other unrelated 
treatment for you or your covered dependent(s).

Examples of serious and complex conditions 
that may qualify for the Continuity of Care 
process include:

	■ Pregnancy

	■ Terminal illness

	■ Scheduled nonelective surgery and post-
operative care

	■ Acute or chronic potentially life-threating, 
degenerative, disabling, or congenital 
illnesses that may require specialized medical 
care over a prolonged period of time

	■ Other serious medical conditions where the 
member is in active treatment

Examples of chronic medical conditions that 
typically are not eligible for the Continuity of Care 
process include:

	■ Allergies

	■ Arthritis

	■ Asthma

	■ COPD/emphysema	

	■ Diabetes

	■ Hypertension

Qualified medical professionals in the NCAS Medical 
Review Department will review the request and 
notify you of a determination following the receipt 
of all required information. If the services are not 
approved, you and your provider will be notified 
in writing.

NCAS provides administrative claims payment services only and does not assume any financial risk or obligation with respect to claims.
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Request for Continuity of Care Form
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INSTRUCTIONS
Mail the completed form and any attachments to: NCAS Attention: Medical Review Department, 3060 Williams Drive, Ste 200, 
Fairfax, Virginia 22031

Or fax the completed form and any attachments to: 866-281-8554, Attention: Medical Review Department 

If you have any questions concerning benefits or provider status, contact Member Services. The phone number is listed on the 
back of your identification card.

Providers: to initiate a request and to check the status of your request, contact the NCAS member services number found on the 
back on the patients ID card.

INSURANCE INFORMATION
Member’s Name Date of Birth

Street Address Member ID Number

City Group Name Effective Date of Coverage

State ZIP Group Number Check one  
	   HMO     POS     PPO

Home Phone

  

Date on Notification  Received via  
	   USPS     Email

PATIENT INFORMATION
Patient’s Name Patient’s Date of Birth

PHYSICIAN INFORMATION
Name of Physician Currently Treating Condition Diagnosis Date Treatment Started

Specialty Date of Next Treatment/Visit

Date of Termination, if applicable For pregnancy, please indicate the patient’s anticipated due date

Street Address Please attach the following: 
	   �List of services that may already be scheduled in the next 

few weeks (date, provider)

	   �A brief statement of the patient’s current condition and 
treatment plan

	   Copies of any pertinent documentation (e.g., lab results, X-rays)

City State ZIP

Phone

 

Fax

Date

 

OFFICE USE ONLY—COC begin and end date

This information will be used for determining the appropriate level of benefit reimbursement if I continue treatment with the 
above named provider for the above diagnosis/medical condition.

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

*If the patient is younger than 18, the employee/retiree must sign this form.
Patient’s Signature Date

Employee/Retiree’s Signature* Date

NCAS provides administrative claims payment services only and does not assume any financial risk or obligation with respect to claims.



Notice of Nondiscrimination and  
Availability of Language Assistance Services
NCAS, an affiliated company of CareFirst BlueCross BlueShield, complies with applicable federal civil rights 
laws and does not discriminate on the basis of race, color, national origin, age, disability or sex. NCAS does 
not exclude people or treat them differently because of race, color, national origin, age, disability or sex.

NCAS:

	■ Provides free aid and services to people with disabilities to communicate effectively with us, such as:
	■ Qualified sign language interpreters

	■ Written information in other formats (large print, audio, accessible electronic formats, other formats)

	■ Provides free language services to people whose primary language is not English, such as:
	■ Qualified interpreters
	■ Information written in other languages

If you need these services, please call 877-889-2478.

If you believe NCAS has failed to provide these services, or discriminated in another way, on the basis of 
race, color, national origin, age, disability or sex, you can file a grievance with our CareFirst Civil Rights 
Coordinator by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator  
is available to help you. 

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights Coordinator 
as indicated below. Please do not send payments, claims issues, or other documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights
Mailing Address	 P.O. Box 14858  
		  Lexington, KY 40512

Email Address	 civilrightscoordinator@carefirst.com

Telephone Number	 410-528-7820 
Fax Number	 410-505-2011

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, 
Office for Civil Rights electronically through the Office for Civil Rights Complaint portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:

U.S. Department of Health and Human Services 
200 Independence Avenue, SW 
Room 509F, HHH Building 
Washington, D.C. 20201 
800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

(UPDATED 4/15/2025)



Foreign Language Assistance
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ध्यान दें (Hindi): इस नोिटस में आपके बीमा कवरजे के बार ेमें जानकारी ह।ै इसमें महत्वपूणर् ितिथयां हो सकती हैं और आपको 
िनिश्चत समय सीमा तक कारर्वाई करनी पड़ सकती ह।ै आपको यह जानकारी और सहायता अपनी भाषा में िनःशुल्क प्राप्त करने का 
अिधकार ह।ै सदस्यों को अपने सदस्य पहचान पत्र के पीछे िदए गए फ़ोन नंबर पर कॉल करना चािहए। अन्य सभी लोग 855-258-
6518 पर कॉल कर सकते हैं और 0 दबाने का संकेत िमलने तक संवाद की प्रतीक्षा कर सकते हैं। जब कोई एजेंट उत्तर दे, तो वह भाषा 
बताएं िजसकी आपको आवश्यकता ह ैऔर आपको दुभािषया से जोड़ा जाएगा।  
 
Leruoanya (Igbo): ọ́ kwà a nwere ozi bànyéré mkpuchi megide ihe mberede gị. Ọ nwere ike inwe ụbọchị ndi 
dị óké ḿkpà ma o nwekwara ike idị mkpa ka imee ihe tupu oge ụfọdụ agafee. Inwere ikike inweta ozi a ya na 
enyemaka na asụsụ gị n’akwụghị ụgwọ ọbụla. Ndi òtù̀ ga akpọ ọnụọgụgụ ekwenti dị na àzụ́ ́káàdị njirimara 
ndi òtù ha. Ndi ò ̣ zọ́  nile nwere íke ịkpọ 855-258-6518 ma chere geruo mkparịta ụka ruo mgbe asi ha pịa 0. 
Mgbe onye ozi zara,kwuo asụsụ ichọrọ, a ga ejikota gi na onye ntughari asụsụ. 
 
Attenzione (Italian): Questa informativa contiene informazioni sulla copertura assicurativa. Potrebbe contenere 
date importanti e potrebbe essere necessario intraprendere azioni entro determinate scadenze. È possibile ottenere 
queste informazioni e assistenza nella propria lingua gratuitamente. I membri sono pregati di chiamare il numero 
di telefono riportato sul retro del proprio tesserino di riconoscimento. Tutti gli altri possono chiamare il numero 
855-258-6518 e rimanere in linea fino a quando non viene richiesto di premere 0. Quando un operatore risponde, 
è necessario indicare la lingua desiderata per essere messi in contatto con un interprete. 
 
주의 (Korean): 이 고지에는 귀하의 보험 적용 범위에 대한 정보가 포함되어 있습니다. 여기에는 주요 
날짜가 포함되어 있을 수 있으며, 특정 마감일까지 조치를 취해야 할 수도 있습니다. 귀하는 비용 없이 
귀하의 언어로 이러한 정보와 지원을 받을 권리가 있습니다. 회원은 회원증 뒷면에 있는 전화번호로 
전화하시기 바랍니다. 회원이 아닌 모든 분들은 855-258-6518로 전화하여 안내 메시지가 끝날 때까지 
기다렸다가 0을 눌러주세요. 상담원이 통화에 응답했을 때, 필요한 언어를 말씀하시면 통역사와 
연결됩니다. 
 
Baa’1kon7n7zin (Navajo):  D77 bee i[ hane’7 b4eso nich’33h naa’nil bee nik’4’asti’7 b0dah0ln7ihgo bee baa dahane’7 
biyi’.  Dayoo[k1[7 d00 bee ida’ii’aah7 h17d77 sh99 t’11 bich’8’j8’ ha’1t’77sh99 1dadiilii[7g77 biyi’.  D77 bee baa dahane’7 
d00 t’11 jiik’eh nizaad bee nika’e’eyeedgo bee n1’ahoot’i’.  Bi[ hada’d7t’4h7 binaaltsoos nit[’izh7 bee b44dah0zin7 
b22h b44sh bee hane’7 n1mboo bik1’7g77 yee dahalne’ doolee[. N11n1 [a’ 855-258-6518 yee dahalne’ d00 y1[ti’7 
biba’ asd1ago nil47 0 bi[ ad7lch77d hodoo’niidj8’.  Naalnish7 haadz98’go, saad n7n7zin7g77 bee bi[ hod7ilnih d00 ata’ 
y1[ti’7 bich’8’ ni’doolnih. 
 
ध्यान िदनुहोस् (Nepali): यस सूचनामा तपाईंको बीमा कभरजेका बारमेा जानकारी समावेश छ। यसमा प्रमुख िमितहरू हुन सक्छन् र 
तपाईंले िनिश्चत समयसीमा िभत्र कारबाही गनुर्पनेर् हुन सक्छ। तपाईंलाई यो जानकारी र सहयोग तपाईंको भाषामा िनःशुल्क प्राप्त गनेर् 
अिधकार छ। सदस्यहरूले आफ्नो सदस्य पिरचयपत्रको पछािड रहकेो फोन नम्बरमा कल गनुर्पछर्। अरू सबैले 855-258-6518 मा 
कल गनर् सक्छन् र ० पुश गनर् पे्रिरत नभएसम्म संवादको प्रतीक्षा गनर् सक्छन्। एजेन्टले जवाफ िदँदा, तपाईंलाई चािहने भाषा बताउनुहोस् 
र तपाईंलाई दोभाषेसँग जोिडने छ। 
 
Atenção (Portuguese): Este aviso contém informações sobre a cobertura do seu seguro. Ele pode conter datas 
importantes e você pode precisar tomar medidas dentro de determinados prazos. Você tem o direito de obter essas 
informações e assistência em seu idioma, sem nenhum custo. Os associados deverão ligar para o número de 
telefone indicado no verso do seu cartão de identificação de associado. Todos os outros podem ligar para 855-
258-6518 e aguardar a mensagem até que seja solicitado a pressionar 0. Quando um agente atender, indique o 
idioma que você precisa e você será conectado a um intérprete. 
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