
Chronic Condition Verification Form 
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     Female

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:

 Diabetes    Chronic Heart Failure

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

 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.

P.O. Box 14733
Lexington, KY 40512-4642

Fax: 1-855-819-8679
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