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Continuity of Core 

Health Core Continuity of Core Request Form 
Please note: this form is to be completed with assistance from your health care provider. 

Use a separate form for each condition. Photocopies are acceptable. Attach additional information if needed. 

Employer Name of Plan Option Employee date of Enrollment in Healthcare Plan 
(mmlddlyyyy) 

Employee Name Employee SS# or Alternative ID Work Phone 

Home Address Street City State Zip 

Patient's Name Patients SS# or Alternative ID Patient's Birth Date 
(mmlddlyyyy) 

I. Is the patient pregnant?

2. If yes, is the pregnancy considered high risk?

(e.g., multiple births, gestational diabetes, etc.)

3. Is the patient currently receiving treatment for an acute condition or

trauma?

4. Is the patient scheduled for surgery or hospitalization after your effective

date?

5. Is the patient involved in a course of chemotherapy, radiation therapy,

cancer therapy or terminal care?

6. Is the patient receiving treatment as a result of a recent major surgery?

7. Is the patient receiving mental health/substance abuse treatment?

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Home Phone/Cell Phone 

Relationship to Employee 

Spouse Dependent Self 

No Due Date 
(mmlddlyyyy) 

No 

No 

No 

No 

No 

No 

8. If you did not answer "Yes" to any of the above questions, please describe the condition for which the patient is

requesting COC.

9. Is this patient expected to be in the hospital when coverage begins or during Yes No 
the next 90 days?

10. Please list any other continuing care needs that may qualify for COC coverage. If these care needs are not associated

with the condition for which you are applying for COC coverage. you need to complete a separate COC Form.
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