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A. Subject 
Continuity of Care 

 

B. Background 
Continuity of care (COC) comprises a series of separate health care services so that 

treatment remains coherent, unified over time and consistent with a member’s health 

care needs and preferences. To ensure that care is not disrupted, COC becomes a 

bridge of coverage, allowing members to transition to CareSource’s provider network. 

Newly enrolled members can receive services from an out-of-network provider when an 

established relationship exists with a provider or if approved prior authorizations (PA) are 

received from another payer. Existing members may also utilize COC when a 

participating provider or acute care hospital terminates an agreement with CareSource. 

COC promotes safety and effective healthcare for transitioning members. 

 

C. Definitions 

• In-Network (Network) Provider – Any provider, group of providers, or entity that 

has a network provider agreement with CareSource or a subcontractor and receives 

Medicaid funding directly or indirectly to order, refer or render covered services. 

• Level-of-Care (LOC) – The outcome of the measure of an individual’s care needs,  

including nursing home or institutional placement needs. 

• Out-of-Network Provider – Any provider, group of providers or entity not directly or 

indirectly employed by or does not have a provider agreement with CareSource or its 

subcontractors. 

• Transition of Care – A set of actions designed to ensure the coordination and 

continuity of health care as patients transfer between different locations or different 

levels of care within the same location.  

 

D. Policy 

I. Requests will be accepted from a member, a member’s representative, or a provider 

on behalf of a member. CareSource follows Indiana Health Coverage Programs 

(IHCP) requirements to facilitate the exchange of member-specific data and ensure 

facilitation of care among all stages to enrollment or termination completion.  

 

II. All transitions of care between healthcare settings are handled according to IHCP 

requirements, including care coordination guidance, discharge planning and follow-

up with providers/members, particularly regarding follow-up after inpatient discharge. 

 

III. CareSource will provide COC for authorization of services, as well as choice of 

provider, for 90 days.  

1. For members meeting Home- and Community-Based Services (HCBS) LOC and 

with an existing care plan approved by the Indiana Family and Social Services 

Administration (FSSA) or another managed care entity (MCE), that care plan will 

be honored for 90 days from the date of enrollment.  
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2. When receiving members from another MCE, fee-for-service or commercial

coverage, CareSource will honor previous authorizations for 1 of the following

durations, whichever comes first:

a. 90 calendar days from the member’s date of enrollment with the MCE

b. the remainder of the prior authorized dates or service

c. until the approved units of service are exhausted

d. when CareSource has identified outstanding PA decisions at the time of the

member’s enrollment in a plan to transition to a state-approved service

E. Conditions of Coverage
NA

F. Related Policies/Rules

NA

G. Review/Revision History

DATE ACTION 

Date Issued 04/22/2026 New policy. Approved at Committee. 

Date Revised 

Date Effective 10/01/2026 

Date Archived 
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