2 BlueCross.
BlueShield.

Federal Employee Program.

In-Network Benefit Request Form

Please fill out this section if you'd like to ask us to provide in-network benefits for care from
a provider or facility that isn’t in your network. Depending on the reason for your request,
you may need to ask your provider to fill out some of the next page.

If you'd prefer to find a new provider or facility in your network, we can help.
Just go to fepblue.org/find-doctor, or give us a call at:
FEP Postal employees: 1-866-780-7742 | All other FEP employees: 1-800-572-1003

This request isn’t valid until we approve it. If you get care before we approve your request,
you'll get out-of-network benefits for that care, and you may have to pay more out of your
own pocket.

Approval may be limited to specific timeframes or services, in accordance with applicable law
and the terms of your plan.

Who will be getting this care?

Member ID Number:

Member Name: Date of Birth: / /
Street Address:
City: State: ZIP:

Who will be providing this care?
[1Doctor/Provider [] Hospital/Facility

Requested Provider or Facility’s Name:
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http://www.fepblue.org/find-doctor

Beginning Date of Care: / / 20 Ending Date of Care: / / 20

Provider Specialty:

Provider or facility’s street address:

City: State: ZIP:

County: Provider's PIN # or Tax ID #:

(you may need to ask your provider for this)

What type of care is this for?

[ ]Medical []Dental [ ]Mental/Behavioral Health

What's the reason you're making this request?

[ 1 There are no network providers/facilities available in my area

[1I'm new to this network and my provider/facility isn’t in my network

[]Maternity-Related (please have your provider complete the third page)
Expected Delivery Date: / /20

[ Provider/facility left my network during my treatment
(please have your provider complete the second page)

[ 1My network changed during my treatment, or a new program was added that changed
my benefits (please have your provider complete the second page)

[1Complex medical and/or behavioral health conditions (please have your provider complete
the second page)

Please give us any other information you think is important:
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Member Signature: Date: / /20

Member’s signature required for approval.

After you (and your provider, if necessary) have filled out this form, please put it on top of any
support documents you include and return it to:

Blue Cross and Blue Shield Service Benefit Plan
1 Cameron Hill Circle, STE 0002

Chattanooga, Tennessee 37402-0002
Fax: (423) 535-1959

Clinical Information to Support Transitional/Continuity of Care Request

This Section to be Filled Out by Provider or Facility Representative

If we approve this request, we will provide in-network benefits for the member named above.

Approval may be limited to specific timeframes or services, in accordance with applicable law
and the terms of the member's plan.

Please attach any medical records you’d like us to consider below this form.

Requested Provider or Facility’s Name:

Requested Provider or Facility’s NPI or Tax ID #:

Facilities this Provider is affiliated with:

Member’'s symptoms and diagnosis:

Length of time you’'ve treated the patient:
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Clinical reasons why an in-network provider/facility can’t provide appropriate care:

Provider/Facility Representative Signature:

Provider/Facility Representative Name (print):

Title: Date: / /20

Provider’s signature required for approval.

After you and your patient have filled out this form, please put it on top of any support
documents and return it to:

Blue Cross and Blue Shield Service Benefit Plan
1 Cameron Hill Circle, STE 0002
Chattanooga, Tennessee 37402-0002
Fax: (423) 535-1959
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O Biueshicia
oo (ONDISCRIMINATION NOTICE

fepblue.org

The Blue Cross and Blue Shield Service Benefit Plan complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. This Plan does not exclude people or
treat them differently because of race, color, national origin, age, disability, or sex.

The Blue Cross and Blue Shield Service Benefit Plan:
Provides free aids and services to people with disabilities to communicate effectively with us, such as:
¢ Qualified sign language interpreters
e \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:
e Qualified interpreters

e |[nformation written in other languages

If you need these services, contact the Civil Rights Coordinator of your local Blue Cross and Blue Shield company by
calling the customer service number on the back of your member ID card.

If you believe that this 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 the Civil Rights Coordinator
of your local BCBS company. You can file a grievance in person or by mail, fax, or email. If you need help filing
a grievance, your local BCBS company'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, 800-537-7697 (TDD)

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

Language assistance

Para obtener asistencia en espailol, llame al servicio de atencion al cliente al nimero que aparece en su tarjeta de identificacion.
SEHH TR ID R EAVE ARSI LA R SRl -

Goi s6 dich vu khach hang trén thé ID cta quy vi dé dwoc hd trg bang Tiéng Viét.

St=0Z E3S 210 ACAIH ID ILEN U= DM MHIA MBS 2 22l AL,

Para sa tulong sa Tagalog, tumawag sa numero ng serbisyo sa customer na nasa inyong ID card.

O6patuTech 1o HOMepy TesedoHa 00CTyKIUBAHUS KIIMEHTOB, yKa3aHHOMY Ha Barmreil nuneHTn(rKanonHoi kapTouke,
JUTSL TIOMOIIIU Ha PYCCKOM SI3BIKE.

Aapad Aall saeluall Lo Jandl @5 5h £l e 3gagall eDaadl dadd ol y3 Juad

Rele nimewo sévis kliyantel ki nan kat ID ou pou jwenn e¢d nan Kreyol Ayisyen.
Pour une assistance en francais du Canada, composez le numéro de téléphone du service a la clientele figurant sur votre carte d’identification.
Ligue para o nimero de telefone de atendimento ao cliente exibido no seu cartao de identificagao para obter ajuda em portugués.
Aby uzyska¢ pomoc w jezyku polskim, nalezy zadzwoni¢ do dziatu obstugi klienta pod numer podany na identyfikatorze.
AARZBETOYR—KE DA—FICERBOAREIIT—HF—ERBSETHBETHENEHLEIZEL,
Per assistenza in italiano chiamate il numero del servizio clienti riportato nella vostra scheda identificativa.
Rufen Sie den Kundendienst unter der Nummer auf [hrer ID-Karte an, um Hilfestellung in deutscher Sprache zu erhalten.
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