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Continuity of Care Instructions 
The Continuity of Care Department for Health Net will help you receive managed care without a 
gap in coverage if you are able to receive the continuity of care benefit. 

Follow these steps to submit 

1 To request this benefit, please fill out the Continuity of Care Request Form found on page 2. 

• Complete a separate Health Net Continuity of Care Request Form for each provider you request. 

• The Continuity of Care Request Form can be filled out by your service provider to help with your request. 
Note: The request will not be approved without your finished Continuity of Care Request Form. 

2 Return it by fax or mail.

Fax all forms to Health Net Continuity of Care Department at 866-295-4780.
 

Or, using the prepaid envelope provided, mail to:
 

Health Net Continuity of Care Dept.  
P.O. Box 9103
   
Van Nuys, CA 91410-0422
 

3 Contact Health Net Member Services, if you need help. 

Call if you have trouble completing this form or, if you have any questions about this process.
 
Health Net Member Services: toll free 800-675-6110 (TTY: 711) 24 hours a day, 7 days a week.
 

After you submit 
When we receive your Continuity of Care Request Form, we will assign a nurse care manager to review your care 
needs. We will alert you by telephone and/or mail upon receipt of the finished form. 

Each request for continuity of care is considered based on: 

• The plan benefit 

• State rules that apply 

• Medical relevance 

• Clinical needs 



        

  

 
 

  

  

  

  

    

     
 

  

   

      

    
 

Continuity of Care 
Request Form 
Fax #: 866-295-4780 

Today’s date:________________________________ 

This form must be finished completely to avoid a processing delay. Please print. 
Patient’s name (last, first, MI): Patient’s call-back number: Patient’s Health Net ID #: 

Patient’s address (street, city, ZIP): 

Patient’s assigned primary care physician: Patient’s date of birth (mm/dd/yyyy): 

You may be able to keep your non-Health Net doctor. We will review your request, based on your coverage 
for Continuity of Care benefits. 

Reason(s) for asking for continuity of care assistance. 
My medical need(s) include: (Please check all that apply.) 
■■ Scheduled procedure/surgery 
■■ Acute condition 
■■ Serious chronic condition 
■■ Terminal illness 
■■ Pregnancy and immediate postpartum 

■■ Care of newborn between birth and age 36 months (not to 
exceed 12 months from the starting date of coverage for a 
newly covered enrollee) 

■■ Specialist office visit 
■■ Maternal mental health, not to exceed 12 months from 

diagnosis or from the end of pregnancy, whichever occurs first 

Name of doctor whom the patient is asking to continue services with: 

Doctor’s address (street, city, ZIP): 

Doctor’s phone number: ( 
Doctor Tax ID (if it applies): Doctor NPI (if it applies): 
Patient’s diagnosis: Patient’s CPT code: 
Next scheduled appointment date: Reason for appointment: 

Has the patient been seen by the doctor at least once in the past 12 months? ■■  Yes ■■  No 
Please tell us why the patient wants help with his or her current medical care. Write down the type(s) of service(s) 
he or she is asking for. 

Patient’s signature or the name of the Health Net rep taking the request: 

(continued) 

) 



 
 

 

 

 
 

Return the finished form to Health Net 
Patients may ask their doctor to fill in their information. 

Mailing address:  
Health Net Continuity of Care Dept.  
P.O. Box 9103  
Van Nuys CA 91410-0422 

Or, fax it: 
866-295-4780 

Call with questions 
If you have any questions, please call Health Net’s Member Services Department at: 
Toll-free 800-675-6110 (TTY: 711), 24 hours a day, 7 days a week 
www.healthnet.com 

Health Net Community Solutions, Inc. is a subsidiary of Health Net, LLC. Health Net is a registered service mark of
 
Health Net, LLC. All rights reserved.
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Nondiscrimination Notice 
Health Net follows State and Federal civil rights laws and does not discriminate, exclude people or treat them 
differently because of sex, race, color, religion, ancestry, national origin, ethnic group identification, age, mental 
disability, physical disability, medical condition, genetic information, marital status, gender, gender identity or 
sexual orientation.   

Health Net provides:  

• Free aids and services to people with disabilities to communicate better with us, such as qualified sign 
language interpreters and written information in other formats (large print, audio, accessible electronic 
formats, other formats).  

• Free language services to people whose primary language is not English, such as qualified interpreters and 
information written in other languages. 

If you need these services or to request this document in an alternative format, contact the Health Net Customer 
Contact Center at 1-800-675-6110 (TTY: 711), 24 hours a day, 7 days a week, 365 days a year. 

If you believe that Health Net has failed to provide these services or unlawfully discriminated in another way, 
you can file a grievance with Health Net by phone, in writing, in person or electronically: 

• By phone: Call Health Net Civil Rights Coordinator at 1-866-458-2208 (TTY: 711), Monday through Friday, 
8 a.m. to 5 p.m. 

• In writing: Fill out a complaint form or write a letter and send it to Health Net Civil Rights Coordinator, 
P.O. Box 9103, Van Nuys, CA 91409-9103. 

• In person: Visit your doctor’s office or Health Net and say you want to file a grievance.  
• Electronically: Visit Health Net’s website at www.healthnet.com 

You can also file a civil rights complaint with the California Department of Health Care Services, 
Office of Civil Rights by phone, in writing or electronically: 
• By phone: Call 916-440-7370. If you cannot speak or hear well, please call 711. 
• In writing: Fill out a complaint form or write a letter and send it to Deputy Director, Office of Civil Rights, 
Department of Health Care Services, Office of Civil Rights, P.O. Box 997413, MS 0009, Sacramento, 
CA 95899-7413. 
Complaint forms are available at http://www.dhcs.ca.gov/Pages/Language_Access.aspx. 

• Electronically: Send an email to CivilRights@dhcs.ca.gov. 

If you believe you have been discriminated against because of race, color, national origin, age, disability or sex, 
you can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil 
Rights by phone, in writing or electronically: 

• By phone: 1-800-368-1019 (TDD: 1-800-537-7697) 
• In writing: Fill out a complaint form or send a letter to U.S. Department of Health and Human Services, 
200 Independence Avenue SW, Room 509F, HHH Building, Washington, DC 20201 
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html 

• Electronically: Visit the Office for Civil Rights Complaint Portal at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
mailto:CivilRights@dhcs.ca.gov
http://www.dhcs.ca.gov/Pages/Language_Access.aspx
http://www.healthnet.com
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EEnglish: If you, or someone you are helping, need language services, call 1-800-675-6110 (TTY: 711). Aids and 
services for people with disabilities, like accessible PDF and large print documents, are also available. These 
services are at no cost to you. 

1-800-675-6110 (TTY: 711)  ᕕᗊᔗᔴᕄ ب ᕂᕡᕡᕄᖧ ᔻᔩ ويᖎᔻᔴᔺ ᕌᕄᕍᗶᗅᔴ ᔺ لىᔹ ᔩᖱᕄ ᗄب ᔻᖉᕡᗶᖅᕄᔿᕑ ب ᕉ وᗏᕡ ᕧᗅᔵ يᔸ وᔸ ᖋᕢᔸ ᖋᕫᗭ ᔺᗨᔹ ::AArraabbiiccً 
ᔩᖅوᕵᕵᕑᔴᔺ ᕌᔺᗶᕫتᔿᕑᔴᔺو ᕄᖅ يᔴᔹ ᔭوᕛوᔴᔺ ᕴᔁᕑه يᔴᔺ )PDF  * ᔩᔴوᗏᕫᕑᔴᔺ ᕌᕄᖱᔻᕑᔴᔺ ᕂᕷᕍ ᔻᔩᗊᕄ ᖅلإᔺ ويᗨ ᕕᕄᗅᔵلأᔴ ᕌᕄᕍᗶᗅᔴᔺو ᕌᔺᗶᖅᕄᔿᕑᔴᔺ ᕄᕢ يᔸ ᔗᖧوᕶᕡي 

.ᔕᔴ ᔩبᔿنᔴᕄب ᔩᖱ ᔻكᕡ ᕙ وᗶب ᕌᕄᕍᗶᗅᔴᔺ ᖑᗷᖁ ᔗᖧ وᕶᕡ .ᖍيᕵكᔴᔺ 

AArrmmeenniiaann::  Եթե դուք կամ որևէ մեկը, ում դուք օգնում եք, ունեն լեզվական օգնության կարիք, 
զանգահարեք 1-800-675-6110 (TTY՝ 711)։ Հաշմանդամություն ունեցող մարդկանց համար հասանելի
են օգնություն և ծառայություններ, ինչպես օրինակ՝ մատչելի PDF և մեծ տպագրությամբ
փաստաթղթերֈ Այս ծառայությունները ձեզ համար անվճար են: 

CCaammbbooddiiaann::  ប្រសិនបរើអ្នក ឬន>ណាភិនាក់ផែ?អ្កកhវងជួ= ប្រូ@ិ>បសវាផលនកភាសា សូ<ទូ>សវទបៅប?ខ 
1-800-675-6110 (TTY: 711)។ ជhនួ= និងបសវាក<មបលេងៗសប្ភិរ់អ្កផែ?វិិ> ែូចជាទប្<ង់ PDF សប្ភិរ់អ្នកវិិ>
និងឯកសា>ប្វនជាអ្កាេ>ីរធhក៏ភិនលត?់ជនលងផែ>។ បសវាក<មទhងបនេះប្រូ@បានលត?់ជូនអ្នកបោ=<ិនគិរពលប៓។ 
CChhiinneessee:: 如果您或您正在幫助的其他人需要語言服務，請致電 1-800-675-6110 (TTY: 711)。另外，

還為殘疾人士提供輔助和服務，例如易於讀取的 PDF 和大字版文件。這些服務對您免費提供。 

و  ᕄᖁ ᔝᕑک.ᗶًيᔏب ᔩᕄᕑᕡ 1-800-675-6110 (TTY: 711) ᖎᔅᕄᕑᔵ ᕄب ᔻᗧᔅᔺᗧ  نᕄبᔆ ᕌᕄᕍᗶᖳ ᖉب ᔆᕄ یᕢ ᗶیᕫᗵ می ᔝᕑ وکᔺ ᖉب ᖉᗵ  یᔗᔏًᗧ ᗧᔗᖧ ᔗᖁ ᕄً ᕄᕑᔵ ᔗ گᔺ ::FFaarrssii  
. ᖋᔵᔺᗧ ᗶᖁᔺوᗅᕢ ᕄᕑᔵ یᔺᔗᕠ یᔺᖉᕫ ᖁزً ᕌᕄᕍᗶᖳ ᕴیᔺ .ᖋᔴᔺ ᖉᕜᔗᖅ ᕂبᕄᗊ ᕙولئᔻᖍᕍ یᔺᔗᕠ يᕢ ᔗیᗷپᔩ يᔴᗧ PDF  و ᖋᔵᔅᗧ ᕔᕄᖹ ᕄ ب ᗡᔅᔺᗶᕍ ᗶᕫᕢᕄᕍ  نᕄᕍᗶᖳ

HHiinnddii::  यदि आपको, या दिसकी आप मिि कर रह¬ हैं उस¬, भाषा स ¬वाएँ चादहए, तो कॉल करें 1-800-675-6110 (TTY: 711)।  
दवकलांग लोगों क¬  ललए सहायता और स¬वाएं, ि­स ¬ स ¦लभ PDF और बड¬ दरटं वाल¬ िस्ताव¬ज़, भी उपलब्ध हैं। य¬ स ¬वाएँ आपक¬  ललए म ¦फ़्त उपलब्ध हैं।
HHmmoonngg::  Yog hais tias koj, los sis ib tus neeg twg uas koj tab tom pab nws, xav tau cov kev pab cuam txhais lus, 
hu rau 1-800-675-6110 (TTY: 711). Tsis tas li ntawd, peb kuj tseem muaj cov khoom siv pab thiab cov kev pab 
cuam rau cov neeg xiam oob qhab tib si, xws li cov ntaub ntawv PDF uas tuaj yeem nkag cuag tau yooj yim thiab 
cov ntaub ntawv luam tawm uas pom tus niam ntawv loj. Cov kev pab cuam no yog muaj pab yam tsis xam nqi 
dab tsi rau koj them li. 

JJaappaanneessee::ご自身またはご自身がサポートしている方が言語サービスを必要とする場合は、 
1-800-675-6110 (TTY: 711)までお問い合わせください。障がいをお持ちの方のために、アクセシブルな
PDFや大きな文字で書かれたドキュメントなどの補助・サービスも提供しています。これらのサービ
スは無料で提供されています。

KKoorreeaann::  귀하 또는 귀하가 도와주고 있는 분이 언어 서비스가 필요하시면 1-800-675-6110 (TTY: 711) 
번으로 연락해 주십시오 . 장애가 있는 분들에게 보조 자료 및 서비스 (예: 액세스 가능한 PDF 및 대형 
활자 인쇄본 )도 제공됩니다 . 이 서비스는 무료로 이용하실 수 있습니다 . 

LLaaoottiiaann::  ຖ້າທ່ານ, ຫ ຼື ບຸກຄ»ນໃດໜຶ່ງທີ່ທ່ານກ½າລັງຊ່ວຍເຫ ຼືອ, ຕ້ອງການບ½ລິການແປພາສາ, ໂທ 1-800-675-6110 (TTY: 711).  

ນອກນັ້ນ, ພວກເຮ»າຍັງມີອຸປະກອນຊ່ວຍເຫ ຼືອ ແລະ ການບ½ລກິານສ½າລັບຄ»ນພກິານອີກດ້ວຍ, ເຊັ່ນ ເອກະສານ PDF  ີ່ທສາມາດເຂົ້າເຖິງ
ໄດ້ສະດວກ ແລະ ເອກະສານພິມຂະໜາດໃຫຍ່. ການບ½ລິການເຫ ຼົ່ານີ້ແມ່ນມີໄວ້ຊ່ວຍເຫ ຼືອທາ່ນໂດຍບໍ່ໄດ້ເສຍຄ່າໃດໆ. 

MMiieenn::  Da’faanh Meih, Fai Heuc Meih Haih Tengx, Oix Janx-kaeqv waac gong, Heuc 1-800-675-6110 (TTY: 711). 
JomcCaux gong Bun Yangh mienh Caux mv fungc, Oix dongh eix PDF Caux Bunh Fiev dimc, Haih yaac kungx 
nyei. Deix gong Haih buatc Yietc liuz maiv jaax-zinh Bieqc Meih. 

FLY051308EH00 (10/21) 

ន ុ
ា ន

ី នា ូ

nglish: 



PPuunnjjaabbii::  ਜੇ ਤੁਹਾਨੂੰ  , ਜਾਂ ਜਜਸ ਦੀ ਤੁਸੀਂ ਮਦਦ ਕਰ ਰਹੇ ਹੋ, ੂੰਨ  ਭਾਸਾ ਸੇਵਾਵਾਂ ਦੀ ਜ਼ਰ ਰਤ ਹੈ, ਤਾਂ 1-800-675-6110 (TTY: 711)
'ਤੇ ਕਾਲ ਕਰੋ। ਅਪਾਹਜ ਲੋਕਾਂ ਲਈ ਸਹਾਇਤਾ ਅਤੇ ਸੇਵਾਵਾਂ, ਜਜਵੇਂ ਜਕ ਪਹੂੰ ਚੁਯੋਗ PDF ਅਤੇ ਵੱਡੇ ਜਪੂੰ ਰਟ ਵਾਲੇ ਦਸਤਾਵੇਜ਼, ਵੀ ਉਪਲਬਧ 
ਹਨ। ਇਹ ਸੇਵਾਵਾਂ ਤੁਹਾਡੇ ਲਈ ਮੁਫ਼ਤ ਹਨ।
RRuussssiiaann::  Если вам или человеку, которому вы помогаете, необходимы услуги перевода, звоните по 
телефону 1-800-675-6110 (TTY: 711); Кроме того, мы предоставляем материалы и услуги для людей с 
ограниченными возможностями, например документы в специальном формате PDF или напечатанные 
крупным шрифтом; Эти услуги предоставляются бесплатно; 

SSppaanniisshh::  Si usted o la persona a quien ayuda necesita servicios de idiomas, comuníquese al 
1 800-675-6110 (TTY: 711). También hay herramientas y servicios disponibles para personas con discapacidad,
como documentos en letra grande y en archivos PDF accesibles. Estos servicios no tienen ningún costo para 
usted.

TTaaggaalloogg::  Kung ikaw o ang taong tinutulungan mo ay kailangan ng mga serbisyo sa wika, tumawag sa
1-800-675-6110 (TTY: 711). Makakakuha rin ng mga tulong at serbisyo para sa mga taong may mga kapansanan,
tulad ng naa-access na PDF at mga dokumentong malaking print. Wala kang babayaran para sa mga serbisyong
ito.

TThhaaii::  หากคณุหรอืคนทีค่ณุชว่ยเหลอื ตอ้งการบรกิารดา้นภาษา โทร 1-800-675-6110 (TTY: 711) นอกจากนีย้ังมี
ความชว่ยเหลอืและบรกิารส าหรับผูท้พุพลภาพ เชน่ PDF ทีเ่ขา้ถงึไดแ้ละเอกสารทีพ่มิพข์นาดใหญ ่บรกิารเหลา่นี้
ไมม่คีา่ใชจ้า่ยส าหรับคณุ 
UUkkrraaiinniiaann::  Якщо вам або людині, якій ви допомагаєте, потрібні послуги перекладу, телефонуйте на номер 
1-800-675-6110 (TTY: 711); Ми також надаємо матеріали та послуги для людей з обмеженими
можливостями, як-от документи в спеціальному форматі PDF або надруковані великим шрифтом;
Ці послуги для вас безкоштовні;

VViieettnnaammeessee::  Nếu quý vҷ hoẶc ai đó mb quý vҷ đang giúp đỘ cần dҷch vỚ ngôn ngữ, hãy gọi 
1-800-675-6110 (TTY: 711); Chúng tôi cũng có sẵn các trộ giúp và dҷch vỚ dbnh cho ngưỜi khuyết tật, như tbi
liễu dạng bẢn in khổ lớn và PDF có thể tiếp cận đưộc. Quý vҷ đưộc nhận các dҷch vỚ này miỄn phí.
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