Please mail to:
AmeriHealth New Jersey
Attn: Exception Request

L —— . .
AmeriHealth In Network Exception Request Form é?agnmpiﬁt OPEIBa;TZ Road, Bldg M

Fax: (609) 662-2559

Date: Form completed by: Phone #:

REASON FOR REQUEST:

[0 AmeriHealth New Jersey health plan no longer available - In plan exception request
[0 Member newly enrolled with AmeriHealth New Jersey (Must be submitted within 30 days of effective date) - In plan exception request

[ Provider no longer participates with the AmeriHealth New Jersey Network (must not have been termed for Cause by the Plan) - Continuation of care
exception request

Non-participating Providers must agree that all Covered Services provided during this transition period shall be provided under the same
terms and conditions applicable for AmeriHealth New Jersey Participating Providers.

MEMBER INFORMATION:

Member ID #: Effective Date of Coverage:
Previous Insurance Carrier: Was the Provider participating?
Subscriber Name: Plan Type:

Patient Name: Date of Birth:

Street Address: City, State, Zip:

Home phone #:

DOCTOR INFORMATION:

Doctor Name: NPI or TIN:
Street Address: City, State, Zip:
Office phone #: Specialty:

Office contact person:

Diagnosis/Condition being treated (include ICD-10):

CPT code(s) for service or procedure being requested (CPT codes and DOS are required if this is a post-op request, or if a surgery/procedure has already been
scheduled.):

How long is the treatment expected to continue? Years Months
How many visits are being requested? Visit(s)
How often is patient being seen? Weekly/Monthly/Quarterly

When is the patient’s next appointment?

PLEASE SUBMIT LAST OFFICE VISIT NOTE, TREATMENT PLAN, AND ANY RELEVANT CLINICAL DOCUMENTATION.

© 2025 AmeriHealth | 2025 January
AmeriHealth Insurance Company of New Jersey | AmeriHealth HMO, Inc.



Notice of Availability of Language Assistance Services and

Auxiliary Aids and Services

English: ATTENTION: If you speak
English, free language assistance services
are available to you. Appropriate auxiliary
aids and services to provide information in
accessible formats are also available free
of charge. Call 1-800-275-2583 (TTY: 711)
or speak to your provider.
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Francais: ATTENTION : Si vous
parlez francais, des services
d'assistance linguistique gratuits sont a
votre disposition. Des aides et des
services supplémentaires appropriés
pour fournir des informations dans des
formats accessibles sont également
disponibles gratuitement. Appelez le 1-
800-275-2583 (TTY: 711) ou parlez-en
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a votre fournisseur.

Kreyol Ayisyen: ATANSYON: Siw pale
Kreyol Ayisyen, gen sévis asistans pou lang
ki disponib pou ou. Gen éd ak sévis oksilye
apwopriye pou bay enfomasyon nan foma
aksesib ki disponib tou gratis. Rele nan 1-
800-275- 2583 (TTY: 711) oswa pale ak
founisé w la.
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Italiano: ATTENZIONE: Se parli Italiano,
puoi trovare disponibili servizi gratuiti di
assistenza linguistica.

Gratuitamente, sono inoltre disponibili

ausili e servizi di supporto adeguati per
fornire informazioni in formati accessibili.
Chiama il numero 1-800-275-2583 (TTY:
711) oppure rivolgiti al tuo fornitore.
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Diné bizaad: BAA'AKONINIZIN: Diné
bizaad bee yanilti'go, t'aa jiik’eh saad
bee aka’and’awo’ bee aka’anida’awo’i
na holé. T’aadoole’é binahjj’ bee
adahodooniti diné bich’j’ anidahazt’i’i
bee bika’anida’awo’i beego bee baa
dahane’i baa dahwiizt’i'go hadadilyaaigii
atdd’ t'aa jiik’eh holg. Kohjj’ 1- 800-275-
2583 (TTY: 711) hodiilnih doodago
nika’analawo’i bich’j’ hanidziih.
Pennsilfaanisch-Deitsch: WICHDICH:
Wann du Deitsch schwetzscht, kenne
mer dich Schprooch-Hilf beigriege, unni
as es dich ennich eppes koschde zellt.
Mir kenne dich aa differnti Sadde Hilf
beigriege, wasewwer as brauchscht fer
Information griege, aa fer nix. Call 1-
800- 275-2583 (TTY: 711) odder
schwetz mit dei Provider.

Polski: UWAGA: Jesli jestes osobag
polskojezyczng, pamietaj, ze oferujemy
bezptatne ustugi pomocy jezykowe;.
Bezpfatnie dostepne sg rowniez
odpowiednie materiaty pomocnicze i
ustugi informacyjne w przystepnych

formatach. Zadzwon na numer 1-800-275-

2583 (TTY: 711) lub porozmawiaj z
dostawcg ustug.

Portugués: ATENCAO: se vocé fala
portugués, h4 servicos gratuitos de
assisténcia linguistica disponiveis.
Também sdo disponibilizados
gratuitamente para suporte e servicos
auxiliares apropriados para o
fornecimento de informacdes. Ligue para
1-800-275-2583 (TTY: 711) ou entre em
contato com seu prestador.

Pycckun: BHumaHnue! Ecnn Bbl roBopute
No-pycCKu, BaM AOCTYMHbI 6ecnnaTHble

ycnyru nepesog4vka. Takke 6ecnnaTtHo
npeaocTaBnsATCA COOTBETCTBYOLLME
BCMOMoOraTesbHble YCryru no
npeaoCcTaBneHnto nHdpopmauumn B
AOCTYMHbIX popmaTax. 3BOHUTE MO
TenedoHy 1-800-275-2583 (TTY: 711) unu
obpaTtnTech kK CBOeMy npoBangepy.

Espafiol: ATENCION: Si habla espafiol, hay
servicios gratuitos de asistencia linguistica
disponibles. También hay ayudas y servicios
auxiliares disponibles y sin cargo en formatos
accesibles para brindarle informacién. Llame al
1-800-275-2583 (TTY: 711) o hable con su
prestador.

Tagalog: PAUNAWA: Kung nagsasalita ka ng
Tagalog, available para sa iyo ang mga
libreng serbisyo sa tulong sa wika. Available
din ang naaangkop na mga auxiliary aid at
serbisyo para magbigay ng impormasyon sa
mga naa-access na format nang walang
bayad. Tumawag sa 1-800-275-2583 (TTY:
711) o makipag-usap sa iyong provider.
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YkpaiHcbKa: YBara! Ao Bv rosopute
YKpaiHCbKOI, BaM A0CTYMNHi 6e3nnaTHi nocnyru
nepeknaga4a. Takox 6e3onnaTtHo HagaTbCS
BiANOBIgHI OMOMIXKHI NOCNYrK 3 HaJaHHS
iHdpopmauii B AOCTYyNHMX bopmaTax.
TenedoHynte 3a Homepom 1-800-275-2583
(TTY: 711)

abo 3BepHITLCA 40 CBOro nNposangepa.

Tiéng Viét: LUU Y: Néu ban ndi tiéng Viet,
ching t6i c6 dich vu hd tro' ngon ngu mién
phi danh cho ban. Ban ciing c6 thé nhan
dwoc cac cong cu va dich vy hd tro khac
dé gidp tiép can théng tin dé dang hon,



hoan toan mién phi. Vui long goi 1-800- awon isé atilehin ede loféé wa larowoto re.

275-2583 (TTY: 711) hoac lién hé voi Awon isé atilehin iranlowo té ye lati pésé
nha cung cap dich vu cta ban dé dwoc iwifunni ni ona irdayesi kika wa larowoto
ho tro. bakanna I¢feé. Pe 1-800-275-2583 (TTY:

Yorubé&: AKIYESI: Ti o ba nso Yoruba, 711)tabiki 0 ba olupese re soro.

Discrimination Is Against the Law

This plan complies with applicable Federal
civil rights laws and does not discriminate
on the basis of race, color, national origin,
age, disability, or sex. This plan does not
exclude people or treat them less favorably
because of race, color, national origin, age,
disability, or sex.

This plan:

* Provides people with disabilities
reasonable modifications and free
appropriate auxiliary aids and
services to communicate effectively
with us, such as:

— Qualified sign language interpreters

—  Written information in other formats
(large print, audio, accessible
electronic formats, other formats).

* Provides free language assistance
services to people whose primary
language is not English, which may
include:

— Qualified interpreters
— Information written in other
languages.

If you need reasonable modifications,
appropriate auxiliary aids and services, or
language assistance services, contact our
Civil Rights Coordinator.

If you believe that this Plan has failed to
provide these services or discriminated in
another way on the basis of race, color,
national origin, age, disability, or sex, you
can file a grievance with: our Civil Rights
Coordinator, in person or by mail: 1901
Market Street, Philadelphia, PA 19103, by
phone: 1-888-377-3933 (TTY: 711), by
fax:

215-761-0245, or by email:

civilrightscoordinator@1901market.com.

You can file a grievance in person or by
mail, fax, or email. If you need help filing
a grievance, our Civil Rights Coordinator
is available to help you.

You can also file a civil rights
complaint with the U.S. Department
of Health and Human Services,
Office for Civil Rights, electronically
through the Office for Civil Rights
Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/port
al/lobby.jsf, or by mail or phone at:

U.S. Department of Health and
Human Services 200

Independence Avenue, SW

Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at
http://www.hhs.gov/ocr/office/file/lindex.ht
ml.

This notice is available at the
following website:
www.healthinsurancehosting.c
om/notices.
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