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Member Services 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.

o If you'd prefer to find a new provider or facility in your network, we can help. Just go to
bcbst.com/findadoctor, or give us a call at the number on the back of your Member ID card.

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 and you may have to pay more out of your own pocket.

Who will be getting this care?

Member ID number:

Group number:

Member name:

Member date of birth: / /

Street address:

City: State: __ ZIP:
Who will be providing this care?

|:| Doctor/Provider DHospitaI/FaciIity
Requested provider or facility’s name:
Beginning date of care: / / Ending date of care: / /
Primary specialty:
Primary or facility's street address:
City: State: __ ZIP:
County: Providers PIN # or Tax ID #:

(you may need to ask your provider for this)
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https://www.bcbst.com/findadoctor

What type of care is this for?
|:| Medical |:|Denta| |:| Behavioral

What's the reason you're making this request?
|:| There are no network providers/facilities available in my area
|:| I'm new to this network and my provider/facility isn’t in my network
|:| Maternity-Related, in second or third trimester (please have your provider complete the second page)

Expected Delivery Date: / /

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

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

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

Please give us any other information you think is important:

Member signature: Date: / /

Member name (please print):

Member’s signature required for approval.

After you (and your provider, if necessary) have filled out this form, please place it at the top of any
documentation you include and return it to:

BlueCross BlueShield of Tennessee
1 Cameron Hill Circle, STE 0002
Chattanooga, Tennessee 37402-0002

Fax: (423) 591-9537
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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.

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:

Clinical reasons why an in-network provider/facility can’t provide appropriate care:

Provider/Facility representative signature:

Date: / /

Provider/Facility representative name (print):

Title:

Provider’s signature required for approval.

After you and your patient have filled out this form, please place it at the top of your documentation
and return it to:

BlueCross BlueShield of Tennessee
1 Cameron Hill Circle, STE 0002
Chattanooga, Tennessee 37402-0002

Fax: (423) 591-9537
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BlueCross BlueShield of Tennessee

1 Cameron Hill Circle | Chattanooga, TN 37402 | bcbst.com

BlueCross BlueShield of Tennessee (BlueCross) complies with
applicable Federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability or sex.
BlueCross does not exclude people or treat them differently
because of race, color, national origin, age, disability or sex.

BlueCross:

+ Provides free aids and services to people with disabilities
to communicate effectively with us, such as: (1) qualified
interpreters and (2) written information in other formats,
such as large print, audio and accessible electronic formats.

+ Provides free language services to people whose primary
language is not English, such as: (1) qualified interpreters
and (2) written information in other languages.

If you need these services, contact a consumer advisor
at the number on the back of your Member ID card or call
1-800-565-9140 (TTY: 1-800-848-0298 or 711).

If you believe that BlueCross 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 (“Nondiscrimination Grievance”). For help
with preparing and submitting your Nondiscrimination
Grievance, contact a consumer advisor at the number on
the back of your Member ID card or call 1-800-565-9140
(TTY: 1-800-848-0298 or 711). They can provide you with
the appropriate form to use in submitting a Nondiscrimination
Grievance. You can file a Nondiscrimination Grievance in
person or by mail, fax or email. Address your Nondiscrimination
Grievance to: Nondiscrimination Compliance Coordinator;
clo Manager, Operations, Member Benefits Administration;
1 Cameron Hill Circle, Suite 0019, Chattanooga, TN 37402-
0019; (423) 591-9208 (fax); Nondiscrimination_OfficeGM@
bcbst.com (email).

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, DC 20201, 1-800-368-1019,
800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

BlueCross BlueShield of Tennessee, Inc., an Independent
Licensee of the BlueCross BlueShield Association.

BlueCross BlueShield of Tennessee is a Qualified Health Plan
Issuer in the Health Insurance Marketplace.

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingilistica.
Si usted es miembro, llame al nimero de Servicio de atencién a miembros que figura al reverso de su tarjeta de
identificacion de Miembro o al 1-800-565-9140 (TTY: 1-800-848-0298).
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EE  NELERERT ATNGEESES EDHRE
EHREE  BRITEE D FEEMNSERBEIHRENR 1-800-565-9140 ( BREHLR (TTY) : 1-800-848-0298 ) .

CHU Y: Néu ban néi Tiéng Viét, co cac dich vu hé trg ngdn ngi¥ mién phi danh cho ban.
N&u quy vi la hi vién, hay goi d&n s6 Dich vu Hoi vién & mat sau thé ID Hdi vién clia quy vi hodc 1-800-565-9140
(TTY: 1-800-848-0298).
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ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement.
Si vous étes adhérent, appelez le numéro du Service adhérents indiqué au dos de votre carte d’assuré adhérent
ou appelez le 1-800-565-9140 (TTY/ATS : 1-800-848-0298).

Yagau: H90n siwdawasn aro nuddnaugosdied suwamn, Yoedija, wilieulinay.
tmuduaroagn, Wilnnadzedisdinauaragniildaawdiado ID dvuadneegnay § 1-800-565-9140
(TTY: 1-800-848-0298).
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ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung.

Falls Sie ein Mitglied sind, rufen Sie die Nummer des Mitgliederdienstes auf der Ruckseite Ihrer Mitglieds-ID-Karte
oder 1-800-565-9140 (TTY: 1-800-848-0298) an.

YL o7l di Asrd] ol dl, dl [:9e5 N At A1l 441 A2 GUadon 8,
6L A4 4o4 1, dl izl 4 AU 518l wiesonel et wellet ot Guz 4241 1-800-565-9140 (TTY: 1-800-848-0298) w2
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EEBE  AFEEFEENSHE, BHOSEXEECARVLERET,
LEOHERE, 28IDN—ROEALCEBOLEY—ERAESH ) $1-800-565-9140
(TTY: 1-800-848-0298) & T, HBFEICTIEM/LE L,

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad.

Kung ikaw ay isang miyembro, tawagan ang numero ng Serbisyo sa Miyembro na nasa likod ng iyong Kard ng ID ng
Miyembro o sa 1-800-565-9140 (TTY: 1-800-848-0298).
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BHUMAHWE: Ecnu BbI roBOpUTE Ha PYCCKOM 3bIKE, TO BaM AOCTYMHbI GecnnaTHble ycnyri nepesoaa.

Ecnu Bbl sBnsieTechb y4acTHUKOM, NO3BOHUTE B OTAEN 0BCNYXMBAHUS Y4aCTHUKOB MO HOMEPY, YKkadaHHOMY Ha
obpatHoii cTopoHe Balwueii naeHTdmKaLmMoHHON KapTbl y4acTHUKa, unv no Homepy 1-800-565-9140

(TTY: 1-800-848-0298).
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ATANSYON: Si w pale Kreyol Ayisyen, gen sévis ed pou lang ki disponib gratis pou ou.
Si ou se yon manm, rele nimewo Sévis Manm ki sou do kat ID Manm ou an oswa 1-800-565-9140
(TTY: 1-800-848-0298).

UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej.
Cztonkowie moga dzwoni¢ pod numer dziatu Member Service podany na odwrocie karty identyfikacyjnej cztonka
lub numer 1-800-565-9140 (TTY: 1-800-848-0298).

ATENGAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis.
Caso seja membro, ligue para o telefone do servigo de Atendimento ao Membro informado no verso de seu
cartdo de identificagdo de membro ou para 1-800-565-9140 (TTY: 1-800-848-0298).

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti.
Se & un membro, chiami il numero del Servizio per i membri riportato sul retro della Sua scheda identificativa del
membro oppure il numero 1-800-565-9140 (TTY: 1-800-848-0298).

Dii baa aké ninizin: Dii saad bee yanitti'go Diné Bizaad, saad bee aka'anida’awo’déé’, t'aa jiik'eh, éi
na holo.

Naaltsoos bee na ha'dit'éego, Naaltsoos Ba Hada'dit’éhigii ninaaltsoos nitt'izi bee nééhozinigii
bine’déé’ Naaltsoos B4 Hada'dit'éhigii Bee Aka’anida’awo'i bibéésh bee hane' bika‘igii bee hodilnih
doodago 1-800 -565-9140 (Doo Adinits'agddgo @ TTY: 1-800-848-0298) bee hodiilnih.
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