Excellus

A nonprofit independent licensee of the BlueCross BlueShield Association

Prior Coverage Verification Form

1- Subscriber Information
ALPHA PREFIX (i.e. VYI) IDENTIFICATION NUMBER

SUBSCRIBER’S LAST NAME SUBSCRIBER’S FIRST NAME INITIAL

SUBSCRIBER ADDRESS

CITY STATE ZIP CODE

2- Prior Coverage Information

NAME OF PREVIOUS INSURANCE CARRIER:

EFFECTIVE DATE OF PREVIOUS COVERAGE:

TERMINATION DATE OF PREVIOUS COVERAGE:

NOTE: Please attach a copy of your Certificate of Coverage to this form.

3- Signature and Date

| certify that the information submitted is accurate to the best of my knowledge.

SIGNATURE: DATE:

Please ensure that all sections are complete, signed and dated prior to returning. Failure to supply all of
the required information may result in delayed processing and/or subsequent return or denial of this
request.

P.O.Box 21146

Please return completed form to: Eagan, MN 55121




Notice of Nondiscrimination

Our Health Plan complies with federal civil rights laws. We do not discriminate on the basis of
race, color, national origin, age, disability, or sex. The Health Plan does not exclude people or
treat them differently because of race, color, national origin, age, disability, or sex.

The Health Plan:

e Provides free aids and services to people with disabilities to communicate effectively
with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic
formats, other formats)

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

If you need these services and are a Child Health Plus or Managed Medicaid member, please
call 1-800-650-4359. If you are an Essential Plan member, please call 1-877-626-9298. All
others please call 1-800-499-1275.

If you believe that the Health Plan 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:

Advocacy Department

Attn: Civil Rights Coordinator

PO Box 4717

Syracuse, NY 13221

Telephone number: 1-800-614-6575
TTY number: 1-800-421-1220

Fax: 1-315-671-6656

You can file a grievance in person or by mail or fax. If you need help filing a grievance, the
Health Plan’s Civil Rights Coordinator is available to help you.

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

1-800-368-1019, 1-800-537-7697 (TDD)

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



http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Atencidn: Si habla espafiol, contamos con ayuda gratuita de idiomas disponible para usted. Si
usted es un asegurado de Child Health Plus o Managed Medicaid, llame al nimero 1-800-650-
4359. Si usted es un asegurado de Essential Plan, llame al nimero 1-877-626-9298. Todos los
demas pueden llamar al nimero 1-800-499-1275.
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BHuMaHMe! Ecnv Balw poaHON $3bIK PYCCKMIM, BaM MOMyT BbiTb NpeaocTaBnieHbl becnnaTHble
nepesoayeckue ycnyru. Ecnm Bbl siBnsietTecs ydactHukoM nporpaMmel Child Health Plus nnm
Managed Medicaid, no3soHuTe no TenedoHy 1-800-650-4359. Ecnu Bbl IBNSIETECh YHAaCTHUKOM
nporpammsbl Essential Plan, no3soHuTe no TenedoHy 1-877-626-9298. Bcex ocTasnbHbIX MPOCUM
3BOHUTb NO TenedoHy 1-800-499-1275.

Atansyon: Si ou pa pale Kreyol Ayisyen, gen éd gratis nan lang ki disponib pou ou. Si ou se yon
manm Child Health Plus oswa Managed Medicaid, tanpri rele nimewo 1-800-650-4359. Si ou se
yon manm Essential Plan, tanpri rele nimewo 1-877-626-9298. Tout Iot moun yo, tanpri rele
nimewo 1-800-499-1275.
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Attenzione: Se la vostra lingua parlata ¢ I'italiano, potete usufruire di assistenza linguistica
gratuita. Se siete iscritti a un programma Child Health Plus o Managed Medicaid, chiamate il
numero 1-800-650-4359. Se siete iscritti a un programma Essential Plan, chiamate il numero 1-
877-626-9298. In tutti gli altri casi, chiamate il numero 1-800-499-1275.
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Uwaga: jesli méwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Jesli jestes

cztonkiem ubezpieczenia Health Plus lub Managed Medicaid, zadzwon pod nr 1-800-650-4359.

Jesli jestes cztonkiem ubezpieczenia Essential Plan, zadzwon pod nr 1-877-626-9298. Pozostate
osoby powinny dzwoni¢ pod nr 1-800-499-1275.
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Remarque : si vous parlez francais, une assistance linguistique gratuite vous est proposée. Si
vous étes un membre du programme Child Health Plus ou Managed Medicaid, veuillez appeler
le 1-800-650-4359. Si vous étes un membre du programme Essential Plan, veuillez appeler le 1-
877-626-9298. Si vous étes dans une autre situation, veuillez appeler le 1-800-499-1275.
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Paunawa: Kung nagsasalita ka ng Tagalog, may magagamit kang libreng tulong sa wika. Kung
isa kang miyembro ng Child Health Plus o0 Managed Medicaid, mangyaring tumawag sa 1-800-
650-4359. Kung isa kang miyembro ng Essential Plan, mangyaring tumawag sa 1-877-626-
9298. Para sa lahat ng iba pa, mangyaring tumawag sa

1-800-499-1275.

Mpoagoxn: Av WIAGTE EAANVIKG UnopoUE va oag NpooPePoulE Bonbela oTn YAwooa oag
dwpeav. Av eioTe péhog Twv npoypappdtwv Child Health Plus r) Managed Medicaid, kaAéoTe oTO
1-800-650-4359. Av cioTe pEAoG Tou npoypappatog Essential Plan, kaAéoTe oTo 1-877-626-
9298. AlIaPOpPETIKA, kaAéoTe oTo 1-800-499-1275.

Vini re: Nése flisni shqip, ju ofrohet ndihmé gjuhésore falas. Nése jeni anétar i "Child Health
Plus" ose "Managed Medicaid", ju lutemi té telefononi numrin 1-800-650-4359. Nése jeni anétar
i planit bazé, ju lutemi té telefononi numrin 1-877-626-9298. Té gjithé personave té tjeré iu
lutemi gé té telefonojné numrin 1-800-499-1275.
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