ATTACHMENT A
Welimark. Blue Distinction® Centers for Transplant (BDCT)

TRANSPLANT SERVICES NOTIFICATION FORM

e Use the tab key to go from field to field
¢ Remember to print and sign this form

[]FEP Member: State of Residence
[ ]Non FEP Member

Referring Blue Cross and Blue Shield Plan (or FEP Servicing Plan)

Patient Name Patient ID# Date of Birth / /
Group Name ID Number
Subscriber Name ID Number

Primary Insurance Carrier Name

Secondary Insurance Carrier Name

TRANSPLANT TYPE: (please check all that apply)

BONE MARROW/STEM CELL Patient Diagnosis:

Type: []Autologous []Allogeneic [ ]1“Mini” Allogeneic  [_]Tandem: #1 []Tandem: #2
Cell Source: [1Bone Marrow [ ] Peripheral Blood Stem Cell [ ] Cord Blood

Donor (If Allogeneic): [ ]Related []Unrelated []Matched [ ] Mismatched

SOLID ORGAN Patient Diagnosis:

Organ Type:

Transplant Type: [ ]Initial Transplant [ ]Re-transplant

Donor: [ ]Deceased/Cadaveric [ ] Living Donor

Transplant Hospital Name:

Transplant Hospital Address:

This patient meets the Medical Necessity guidelines of Wellmark Blue Cross and Blue Shield for the above noted transplant, for included
Transplant Services offered through the BDCT to Participating Plans and the FEP BCBS Service Benefit Plan. All eligible Transplant Services and
Global/Outlier Rates are listed in the BDCT Hospital Participation Agreement.

Contact: at for precertification and to verify continued
eligibility for medical benefits prior to beginning BDCT Transplant Services.

Authorized Plan Representative Signature:

Title: Expiration Date: / /
Printed Name: Phone Number: ( ) Fax Number: ( )
Contact: at for Case Management Services

Hospital: Submit bundled, GLOBAL CLAIM (including the BDCT Attachment H - “Institutional Billing Summary Form”, and a copy of this BDCT
Attachment A - Transplant Notification Form and copy of the BDCT Attachment B - “Hospital Notification of Transplant Admission Form” to
Fax (including any adjustments) to BDCT Transplant Alert Team at 515-376-9074 or mail to Transplant Team - Wellmark Blue Cross and Blue
Shield of lowa, Mail Station 5E296, PO Box 9232, Des Moines, |1A 50306-9232.

(Please confirm this Plan claim contact information prior to submitting bundled global claim. Hospital is to collect any applicable coinsurance,
deductibles, and co-payments.)

Plan: Provide any additional information or special instructions below (i.e., LTM, COB, deductibles, co-payments, COB for FEP, etc.):

For assistance with this Form: Contact Wellmark Blue Cross Blue Shield at 800-552-3993.
After Completion of this Form: Fax one copy to Wellmark Blue Cross Blue Shield at 515-376-9075.
Keep one copy for your records.

Wellmark Blue Cross and Blue Shield of lowa, Wellmark Health Plan of lowa, Inc., Wellmark Synergy Health, Inc., Wellmark Value Health Plan, Inc., and Wellmark Blue Cross and Blue
Shield of South Dakota are independent licensees of the Blue Cross and Blue Shield Association.
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Wellmark Language Assistance

Discrimination is against the law

Welimark. iz

Wellmark provides:

Wellmark Blue Cross and Blue Shield ¢ Free aids and services to people with disabilities so they may communicate effectively

complies with applicable state and
federal civil rights laws and does not
discriminate on the basis of race, color,
national origin, age, disability, sex,

with us, such as:

— Qualified sign language interpreters

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

sexual orientation, or gender identity. * Free language services to people whose primary language is not English, such as:
— Qualified interpreters
— Information written in other languages

You have the right to get this information and help in your language for free. If you need these services, call 800-524-9242.

ATENCION: Si habla espafiol, los servicios de asistencia de idiomas
se encuentran disponibles gratuitamente para usted. Comuniquese al
800-524-9242 o al (TTY: 888-781-4262).

AR NREBHEEEE, RINTRBACRMESHERS.
800-524-9242 & (WHEL 4 : 888-781-4262).

BRY

CHU Y: Néu quy vi néi tiéng Viét, cac dich vu hd tro' ngdn ngi» mién phi cé
sén cho quy vi. Xin hay lién hé 800-524-9242 hodc (TTY: 888-781-4262).

NAPOMENA: Ako govorite hrvatski, dostupna Vam je besplatna podrska
na Vasem jeziku. Kontaktirajte 800-524-9242 ili (tekstualni telefon za
osobe ostecena sluha: 888-781-4262).

ACHTUNG: Wenn Sie deutsch sprechen, stehen lhnen kostenlose
sprachliche Assistenzdienste zur Verfligung. Rufnummer: 800-524-9242
oder (TTY: 888-781-4262).

a8l Josil Alaall ey gall) sae Lcall land Gl a5 Uil A el Aadll aani i€ 13 i
(888-781-4262 :aill i)l e2) 5| 800-524-9242

S9nou@alals, wagaao danauda: won@aidEnaunougos dedawaga
Lniautoed@enn § 800-524-9242 SadiA. (TTY: 888-781-4262.)

Fo|: gt=30{ E MA83tAIE B2, F& 2o{ X[ MH|AE 0|85
4= QI&LICH 800-524-9242H = (TTY: 888-781-4262)H O 2 91245
FHAR

ST T © 3T AT AT et 8, AT e forw Ao | Jard, f#:90%
I 1 800-524-9242 9T He 3 AT (TTY: 888-781-4262)1

ATTENTION : si vous parlez francais, des services d’assistance dans votre
langue sont a votre disposition gratuitement. Appelez le 800 524 9242 (ou la
ligne ATS au 888 781 4262).

Geb Acht: Wann du Deitsch schwetze duscht, kannscht du Hilf in dei
eegni Schprooch koschdefrei griege. Ruf 800-524-9242 odder (TTY:
888-781-4262) uff.

Wsansu: vnaauya Ine Lﬁmnﬁm‘s‘mf;lmaamummﬁwsuﬂm%u1uﬂﬂ
Alaany finsia 800-524-9242 13 (TTY: 888-781-4262)

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo,
may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Makipag-ugnayan sa 800-524-9242 o (TTY: 888-781-4262).

O)S:E::)‘.)?)E’L.;@Smo%lmérﬁiﬁ.n%%ms@16)110)?(3:0’)5810’)(95,@10’)3)5(\)187&:&,3%§®1§gﬁcgl.ab:0%:aﬁ
Qoo—gJ(}—@JgJ@OO@S(TTY:QOS—’ZQO—QJGJ)o‘)(‘/.)ﬁ.

BHVMMAHME! Ecnu Balu pogHOW A3bIk pyCCKUiA, BaM MOTYT ObITb
npegocTasrneHbl 6ecnnartHble nepesoayeckue yenyru. ObpallanTtecs
800-524-9242 (tenetavin: 888-781-4262).

ATALT: AT TATE TITAT Fledgres, A, TATSHT ATRY (7:¢[eeh FTHT AT TETAAT
HATES T TTT, | 800-524-9242 AT (TTY: 888-781-4262) AT T+ T4 |

09AN.8> h09CF 92974 NP1 QL1 h7H h7Q70FF: &S 19:
7% N:: (1 800-524-9242 wQgP (NTTY: 888-781-4262) .-\~ $1) 7L 7::

HEETINA To a wolwa Fulfulde laabi walliinde dow wolde, naa e njobdi, ene
ngoodi ngam maada. Hebir 800-524-9242 malla (TTY: 888-781-4262).

FUULEFFANNAA: Yo isin Oromiffaa, kan dubbattan taatan, tajaajiloonni
gargaarsa afaanii, kaffaltii malee, isiniif ni jiru. 800-524-9242 yookin (TTY:
888-781-4262) quunnamaa.

YBATA! AKLLO BV pO3MOBNSETE YKPATHCLKOKO MOBOLO, A5 BaC AOCTYMHi
6Ee3KOLUTOBHI MOCNyrM MOBHOI NiATPUMKK. 3aTenedoHyiiTe 3a HOMEpPOM
800-524-9242 abo (tenetann: 888-781-4262).

Ge': Diné k’ehji yanitti’go nika bizaad bee aka’ adoowot, t'aa jiik'é,
naholg. Koji’ hdine’ 800-524-9242 doodaii’ (TTY: 888-781-4262)

Wellmark Blue Cross and Blue Shield of lowa, Wellmark Health Plan of lowa, Inc. and Wellmark Blue Cross and Blue Shield of South Dakota
are independent licensees of the Blue Cross and Blue Shield Association.
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