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Continuity of Care Request

Use this form to request approval to continue care with your current provider who is no longer in your plan’s network.

What is Continuity of Care?
There are times when you may be able to continue care with your provider who is not in Medica’s network and 
still receive in-network benefits. When reviewing your request, we will consider your medical, cultural and/or 
language needs. If your request is approved, you may receive an extension of up to 120 days or for the rest of 
your life if your life expectancy is 180 days or less.

Submitting your form:

Medica
Mail Route CP595
PO BOX 9310
Minneapolis, MN 55440-9310

Once we receive your form, we’ll review it and will send you a letter within 14 days letting you know whether 
your request is approved.

Have Questions?
Please call us at the number on the back of your Medica ID card.
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B CONTACT INFORMATION
Patient Name: Name if Filling Out on Patient’s Behalf:

Address: Medica Group/Policy Number (from your ID card):

Date of Birth (Month/Day/Year): Best Time to Call (Morning / Afternoon / Evening):

Phone Number: Treatment Rrequired and Frequency:

Current Medications:

A CONTINUITY OF CARE
Please answer all questions based on the person who needs continuity of care

Do you have a cultural need that can only be met by a provider with special expertise in that culture?    Yes       No

Do you need services from a provider who speaks a language other than English?    Yes       No

Are you in your second or third trimester of pregnancy?    Yes       No

Do you have a physical or mental disability?    Yes       No
If yes, has it lasted, or can it be expected to last, for at least one year?    Yes       No
Does it prevent you from engaging in major life activities?    Yes       No

Do you have a terminal illness?    Yes       No

Are you receiving chemotherapy or radiation therapy?    Yes       No

Do you have a life-threatening mental or physical illness?    Yes       No

Do you have an acute (brief but severe) condition?    Yes       No
If yes, what is the condition? ____________________

Have you talked with this provider about a specific condition in the past 90 days?    Yes       No
If yes, what was the condition? ____________________

Are you experiencing an acute episode related to a chronic disease? Examples include: multiple sclerosis (MS), congestive heart 
failure, HIV/AIDS or other chronic or disabling condition(s)    Yes       No

Have you recieved a recent transplant or are you eligible to have a transplant?    Yes       No
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C PRODIVER YOU ARE REQUESTING TO SEE
Name of Provider Requesting Coverage: Date of Last Visit with this Provider:

Provider Specialty: Provider Office Address:

Provider Phone Number: Provider Fax Number:

Additional Provider Name (if needed): Date of Last Visit with this Provider:

Provider Specialty: Provider Office Address:

Provider Phone Number: Provider Fax Number:

Additional Provider Name (if needed): Date of Last Visit with this Provider:

Provider Specialty: Provider Office Address:

Provider Phone Number: Provider Fax Number:

D RELEASE OF MEDICAL INFORMATION
By signing this form, I authorize any health care professional or entity to release my medical records, including any mental 
health or substance abuse records, to Medica for purposes related to this request. I agree that the information I’m providing 
is correct. 
I understand that I may revoke, in writing, this consent at any time. Otherwise, this consent will expire one year from the 
date of signature.
Signature of Member/Patient: Date:

Signature of Parent or Guardian (If patient is under age 18): Relationship: Date:
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E TO BE COMPLETED BY YOUR CURRENT TREATING PROVIDER
Member Name: Member Group and Identification Number:

Provider Name: Physician Number: Phone Number:

Address: City: State/Zip Code:

Date of Last Visit: Next Scheduled Appointment:

Diagnosis: Frequency of Visits:

Expected Length of Treatment: If maternity, expected date of delivery:

Current Treatment/Comments:

Signature of Provider: Date:
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Disclosures Pertaining to Substance Abuse Records:
Any substance abuse information about you that is received by Medica from your provider may not be re-disclosed by Medica to others 
except as allowed by state and federal laws and rules. In particular, federal rule 42 CFR Part 2  prohibits any further disclosure of such 
information unless further disclosure is permitted by your written consent or as otherwise permitted by 42 CFR Part 2. 
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