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Continuity of Care (COC) lets you temporarily continue care with a provider who is not part of the Sutter Health Plan provider 
network (non-participating provider). If you are new to Sutter Health Plan or an existing member, you may be eligible to finish 
care with your current provider. You can request COC by filling out the form included in this notice. You must fill out  
all sections completely. An incomplete form may delay our review of your COC request. 

If you are a newly enrolled member, you can request COC up to 30 days before, or 60 days after, your Sutter Health Plan 
coverage effective date. If you are an established member, you must request COC within 60 days of the date your provider 
leaves the Sutter Health Plan provider network. We will notify you if you qualify for COC. 

If you have questions about COC or filling out the COC form, please call Sutter Health Plan Customer Service at  
855-315-5800 (TTY 855-830-3500). Customer Service is available 8 a.m. to 7 p.m., Monday through Friday.

Who Is Eligible for COC? 
1. New Sutter Health Plan small and large group members who are currently receiving active treatment and whose treating 

provider does not accept Sutter Health Plan. New members enrolled in group coverage are not eligible for COC if:

• They had the choice to continue coverage with their previous health plan or provider and chose to change to  
Sutter Health Plan.

• They had the choice to enroll in a health plan with an out-of-network option, such as a preferred provider  
organization (PPO).

2. New Sutter Health Plan individual and family plan members whose prior coverage was terminated because their 
previous health plan withdrew from the market completely or discontinued the member’s previous benefit plan. 

3. Existing Sutter Health Plan members currently receiving active treatment from a Sutter Health Plan provider who leaves 
or is terminated from our provider network.

Eligible Medical Conditions and Situations
In order for you to be eligible for COC, the non-participating provider must be treating you for one of the conditions  
listed below:

• Acute condition – An acute condition is a medical condition that involves a sudden onset of symptoms due to an 
illness, injury or other medical problem that requires prompt medical attention and has a limited duration. Completion of 
covered services is provided for the duration of the acute condition.

• Serious chronic condition – A serious chronic condition is a medical condition due to disease, illness or other medical 
problem or medical disorder that is serious in nature and that persists without full cure, worsens over an extended 
period of time, or requires ongoing treatment to maintain remission or prevent deterioration. Covered services are 
provided for the period of time necessary to complete a course of treatment and to arrange for a safe transfer to another 
provider. Completion of covered services will not exceed 12 months from the termination date of provider or 12 months 
from the effective date of coverage for a newly enrolled member.

• Pregnancy – During pregnancy and immediately after delivery (postpartum period).

• For members who show written documentation with a diagnosis of a maternal mental health condition from their 
treating provider, completion of covered services for the maternal mental health condition will not exceed 12 months 
from the diagnosis or from the end of pregnancy, whichever comes later.

• Terminal illness – Care is continued for the duration of the terminal illness.
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• Newborn/Infant – Care of a child under age 3 (care is continued for up to 12 months).

• Surgery – A previously scheduled surgery or other procedure (such as colonoscopy) that is performed within 180 days 
of effective date or date of provider termination.

IMPORTANT NOTE
In order to process your request for COC, we need the below information. If you can, please provide the following information 
with your completed COC form: 

• The initial consultation report from your treating provider

• Your current treatment plan

• The last three progress notes

• Any ICD-10 and CPT codes for your active treatment

• If you are a former Kaiser member, your Kaiser medical record number

If you do not have access to the information, our COC team will request the information from the provider.

IMPORTANT EXCEPTIONS 
Provider Requirements: 

Non-participating providers are required to agree to Sutter Health Plan’s credentialing, hospital privileging, utilization review, 
peer review, quality assurance and compensation terms. You are not eligible to continue care with a non-participating 
provider if the provider does not agree to these terms and conditions. 

Participating providers who are terminating are compensated pursuant to the terms of the terminated provider agreement 
for the statutorily required period of time when such arrangements are specified in the particular Participating Provider 
Contract. A non-participating provider and a provider whose terminated contract does not specify that compensation for COC 
services is compensated under the terms of the terminated contract, is compensated at the same rate that is paid to similar 
participating providers that do not receive capitation for similar services in the same geographic region (unless otherwise 
agreed by Sutter Health Plan and the non-participating provider). 

Neither Sutter Health Plan nor the participating medical group is required to continue the provider’s services if the non-
participating provider or terminated provider does not agree to comply or does not comply with the contractual terms and 
conditions as to similarly situated providers as described above.
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Email, mail or fax your completed form to: 

Section A – Subscriber Information

Section B – Patient Information (If different from Subscriber)

Last Name

Last Name

Residential Address

Residential Address

Date of Birth

Date of Birth

Sutter Health Plan PCP

Sutter Health Plan Primary Care Physician (PCP)

Employer Name

Home Phone

Home Phone

Mobile Phone

Mobile Phone

Relationship to Subscriber

Sutter Health Plan Effective Date

Sutter Health Plan Effective Date

City

City

State

State

ZIP

ZIP

First Name

First Name

MI

MI

Yes No

Yes NoIs Sutter Health Plan the only health plan offered from this employer?

Does this employer still offer this health plan?  

Name of last health plan before joining Sutter Health Plan

HMO PPO Other

Type of Benefit Plan

Continuity of Care Request Form
Sutter Health Plan

EMAIL 
shpcoccaremanagement@sutterhealth.org

FAX
916-736-5421 
(Toll-Free 855-759-8752)

MAIL 
Sutter Health Plan  
P.O. Box 160345  
Sacramento, CA 95816

mailto:shpcoccaremanagement@sutterhealth.org
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Section C – Provider Information
Section C1 – Provider 1

Section C2 – Provider 2

Section C3 – Provider 3

Provider Street Address

Provider Street Address

Provider Street Address

Original start date
with provider

Original start date
with provider

Original start date
with provider

Date of last office
visit or treatment

Date of last office
visit or treatment

Date of last office
visit or treatment

Date of next appointment
or treatment

Date of next appointment
or treatment

Date of next appointment
or treatment

Condition or diagnosis being treated (Include CPT and ICD-10 codes if available)

Condition or diagnosis being treated (Include CPT and ICD-10 codes if available)

Condition or diagnosis being treated (Include CPT and ICD-10 codes if available)

Provider Specialty

Provider Specialty

Provider Specialty

Provider Phone

Provider Phone

Provider Phone

Fax (If available)

Fax (If available)

Fax (If available)

City

City

City

State

State

State

ZIP

ZIP

ZIP

Treating Provider Last Name

Treating Provider Last Name

Treating Provider Last Name

Treating Provider First Name

Treating Provider First Name

Treating Provider First Name
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Section F – Agreement

Signature of Patient or Parent/Guardian (If patient is a minor child) Date

I authorize the medical providers listed above to disclose all medical records to Sutter Health Plan for the purpose of 
reviewing my request for COC. This authorization expires automatically after Sutter Health Plan completes its review of 
my request. I can take back this authorization at any time, and acknowledge that if I take it back, it will not affect records 
already released pursuant to this authorization. I understand that state and federal law requires both my provider and 
Sutter Health Plan to keep my medical information confidential. I understand that Sutter Health Plan will not condition my 
treatment, eligibility or enrollment on whether I sign this authorization, but my request for COC will be denied if I do not sign it.

Section D – Medical Information

Name of OB/GYN (First and last name, if applicable)

Phone number of home health or hospice provider (If applicable)   

Name of delivering hospital (If applicable)

Name of Hospital (If applicable)

Expected delivery date (If applicable)

Name of home health or hospice provider (If applicable)

Yes

Yes

Yes

No

No

No

Is patient currently hospitalized?

Is patient pregnant?

Is patient currently receiving
home health care or hospice? 

Yes NoDoes the patient have a terminal condition?   

Enter any additional information below:

Section E – Additional Information
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