Care PIUS Chronic Condition Verification Form
HEALTH PLANS. for Special Needs Plans (SNP)

The beneficiary listed below has applied for enrollment in a Chronic Condition Special Needs Medicare
health plan (C-SNP) through CarePlus Health Plans, Inc. This plan will provide the beneficiary with additional
benefits related to his or her condition, such as supplemental drug coverage. For the beneficiary to qualify,
a provider or provider’'s office must confirm his or her diagnosis. If we do not receive confirmation of
the qualifying condition from the provider/provider's office in a timely manner, the beneficiary may be
disenrolled from the plan. Your assistance is appreciated.

To Be Completed by the Beneficiary

Last Name: First Name: MI:
Address:

City: State: Zip:

Date of Birth: Gender: [ Male [OFemale
Medicare Number: Physician Name:

Physician Phone Number: Physician Facsimile Number:

My signature below authorizes information about my chronic condition to be shared
with CarePlus Health Plans, Inc.

Beneficiary Signature: Date:

To Be Completed by the Provider/Provider’s Office

By signing this form, you confirm the patient has been diagnosed with any of the following conditions:
O Diabetes O Chronic Heart Failure

[ Cardiovascular Disorders (Cardiac Arrhythmias, Coronary Artery Disease, Peripheral Vascular
Disease, Chronic Venous Thromboembolic Disorder)

O Chronic Lung Disorder (Asthma, Chronic Bronchitis, Emphysema, Pulmonary Fibrosis, Pulmonary
Hypertension)

Confirmation provided by:

Signature Date
Printed Name or Stamp Title
Practice Name and Address Phone Number

Please return this form within 5 days of receipt to the following address or fax:
CarePlus Health Plans, Inc.
PO. Box 14733
Lexington, KY 40512-4642

. . Fax: 1-855-819-8679
H1019 HSChronicVeriForm2025_C



Multi-Language Insert Form Approved
Multi-language Interpreter Services OMB# 0938-1421

English: We have free interpreter services to answer any questions you may have about our health or drug plan.
To get an interpreter, just call us at 1-800-794-5907 (TTY: 711). Someone who speaks English can help you. This
is a free service.
Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que pueda tener
sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor llame al 1-800-794-5907
(TTY:711). Alguien que hable espanol le podra ayudar. Este es un servicio gratuito.
Chinese Mandarin: Ff {2 e BHENEARSS, FENEARE X TRERIAYMRMAERRED (IREFZUIHEIFRS,
BEEE 1-800-794-5907 (TTY: 711)e HMNWAX TIEARBFIEEY T XE—INRERS
Chinese Cantonese: EZH MBI EREEYRIRAIREF AR, AU FHRATRENEIZERTS. INTHENERT, 5558 1-800-
794-5907 (TTY: 711)e FfIEEFHIA SRFRERITIRAMER), B —TARERF-
Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga katanungan
ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng tagasaling-wika, tawagan
lamang kami sa 1-800-794-5907 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito ay
libreng serbisyo.
French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos questions relatives a
notre régime de santé ou d'assurance-médicaments. Pour accéder au service d'interprétation, il vous suffit de
nous appeler au 1-800-794-5907 (TTY: 711). Un interlocuteur parlant Francais pourra vous aider. Ce service est
gratuit.
Vietnamese: Chuing t6i c6 dich vu thdng dich mién phi dé tra 16i cac cau héi vé chuang stic khde va chuong trinh thuéc men. Néu qui vi
can thong dich vién xin goi 1-800-794-5907 (TTY: 711) sé& c nhan vién ndi tiéng Viét gitip d6 qui vi. Day la dich vu mién phi.
German: Unser kostenloser Dolmetscherservice beantwortet lhren Fragen zu unserem Gesundheits- und
Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-794-5907 (TTY: 711). Man wird Ihnen dort auf
Deutsch weiterhelfen. Dieser Service ist kostenlos.
Korean: SAt= 2= 2o = oFF 20 2ot R0 Bl E2|0X & &9 MH[AE MSSHAUASHCEH.
&9 MH|AE 0|85t E F2t 1-800-794-5907 (TTY: 711) He=z =o[sf "*'Alg . 2=O0E St= HEAIL Eof EE
AYLICH. O] MHE|AE RE22 2FEUC.
Russian: Ecnn y Bac BO3HUKHYT BONPOCHI OTHOCUTENIBHO CTPAXOBOTO WM MEAVKAMEHTHOTO M1aHa, Bbl MOXETE BOCMONb30BaTbCA
HaLLMMN BecnnaTHbIMM yCayramn nepeBoAYMKoB. YTo6bl BOCMONb30BaTLCA YC/TyraMy NePeBOAUMKa, MO3BOHITE HaM Mo TenedoHy 1-800-
794-5907 (TTY: 711). Bam okaxeT MOMOLLb COTPYAHMK, KOTOprVI FOBOPYUT NO-PYyCCKy. [laHHaA ycnyra 6ecnnatHas.
Joasl) Lus) duga¥l Joax ol dowally Ble Al l o LW dilbrall gy0all @ yzall wlaas pass Ll :Arabic
dyell Gasey o aseds podw 1-800-794-5907 ('711 Ldy) Lle by JLasdl gou e ud (688 @ yi0 e
A e dons oD 03a e Lway
Hindi: R YUy I1 ZaT ah AISiT & aR 7 3ATuaeh i ot TR o STare 37 & @ AR U qthd TR Yarg”
SUASY &. Teh GUTIRIT TR A & i, 59 g7 1-800-794-5907 (TTY: 711) WR i . i qdehdf it gfeY sterdr &
e H&<& e HehdT 6. I8 Geh qhd qar 8.
Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul nostro
piano sanitario e farmaceutico. Per un interprete, contattare il numero 1-800-794-5907 (TTY: 711). Un nostro
incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.
Portuguese: Dispomos de servicos de interpretacao gratuitos para responder a qualquer questao que tenha
acerca do nosso plano de satde ou de medicagao. Para obter um intérprete, contacte-nos através do nimero
1-800-794-5907
(TTY:711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este servico € gratuito.
French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta genyen konsenan plan medikal
oswa dwog nou an. Pou jwenn yon entepret, jis rele nou nan 1-800-794-5907 (TTY: 711). Yon moun ki pale Kreyol
kapab ede w. Sa a se yon sevis ki gratis.
Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w uzyskaniu odpowiedzi na temat planu
zdrowotnego lub dawkowania lekéw. Aby skorzystac¢ z pomocy ttumacza znajacego jezyk polski, nalezy zadzwoni¢ pod numer
1-800-794-5907 (TTY: 711). Ta ustuga jest bezptatna.
Japanese: HtORBERBEFRRECEGUAEETSVICETEICEMICHEER T OIS BROBRT—EXN
HOFFITIVE Y e @RZECHBICHESICIZ1-800-794-5907 (TTY: 711) ICHBFES LSV HAEZFHETAE
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