
Verificalion of €hronie eondition [Vee ]

The member listed below has elected to enroll in a Humana Medicare Chronic Conditron
Special Needs Plan (C-SNP). To qualifyforthis Special Needs Plan, member diagnosis of the
qualifying condition(s) must be verified by a physician or physician's office,

Please review the information below, and send the eompleted verification to Humana right
away. [Vlembers whsse condition(s) cannot be verified are disenrolled from the plan.

lVlember's Name: Date of Btrth:

Address:

Humana lD: Medicare lD

Proposed Effective Date:

tVly signature below authorizes infsrmation about my ehronic eondition to be shared with
Humana. Note:While Humana does not require your signature, your physician may require this
in order to release your personal information to us,

[Vlember Signature Date

To Be eompleted by the Physician/Physie ian's Offiee
Please check allthe boxes that apply, By signing this form, you confirm the patient has been
diagnosed with one or more of the following severe or disabling chronic conditions.

D None

tr Diabetes

Chronic Heart Failure

Confirmation provided by

Physician/Office Staff Signatu re Date

Printed Name or Stamp Phone

There are four convenient ways for physicians and office staff to send the Verification of
Chronic Condition to Humana:

o Via the Availity provider portal, or
o Fax this completed form lo L-877-889-9936, or

: ::i 

"Ii; 

;'#""#l;;H ill,'J : :T J.ffr, JJ,T,lli;',1*' "
(lVlonday - Friday, B:00 a.m. to 6:00 p,m,,.Eastern time)

tr Chronic Lung Disease:

Asthma, Emphysema,

Chronic Bronchitis,
Pulmonary Fibrosis,

Pulmonary Hypertension

X Cardlovascular Disease:

Cardiac Arrhythmias,
Coronary Artery Disease,

PeripheralVascular
Disease, Chron ic Venous
Thromboembolic
Disorder
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