| REQUEST FOR MEDICARE PRESCRIPTION DRUG COVERAGE DETERMINATION |

This form may be sent to us by mail or

faxaddress: Fax Number:
CarePlus Health Plans, Inc. 877-486-2621
Attention: Clinical Pharmacy Review
P. O. Box 14601
Lexington, KY 40512-4165

You may also ask us for a coverage determination by phone at 1-800-794-5907 or through our
website at careplushealthplans.com.

Who May Make a Request: Your prescriber may ask us for a coverage determination on your
behalf. If you want another individual (such as a family member or friend) to make a request for
you, that individual must be your representative. Contact us to learn how to name a
representative.

Enrollee’s Information

Enrollee’s Name Date of Birth

Enrollee’s Address

City State Zip Code

Phone Enrollee’s Member ID #

Complete the following section ONLY if the person making this request is not the enrollee
or prescriber:

Requestor's Name

Requestor’'s Relationship to Enrollee

Address

City State Zip Code

Phone

Representation documentation for requests made by someone other than enrollee or the
enrollee’s prescriber:

Attach documentation showing the authority to represent the enrollee (a completed
Authorization of Representation Form CMS-1696 or a written equivalent). For more
information on appointing a representative, contact your plan or 1-800-Medicare.

Name of prescription drug you are requesting (if known, include strength and quantity
requested per month):
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\ Type of Coverage Determination Request \

1 need a drug that is not on the plan’s list of covered drugs (formulary exception).*

1 have been using a drug that was previously included on the plan’s list of covered drugs, but is
being removed or was removed from this list during the plan year (formulary exception).*

01 request prior authorization for the drug my prescriber has prescribed.*

01 request an exception to the requirement that | try another drug before | get the drug my
prescriber prescribed (formulary exception).*

01 request an exception to the plan’s limit on the number of pills (quantity limit) | can receive so
that | can get the number of pills my prescriber prescribed (formulary exception).*

My drug plan charges a higher copayment for the drug my prescriber prescribed than it charges
for another drug that treats my condition, and | want to pay the lower

copayment (tiering exception).*

1 have been using a drug that was previously included on a lower copayment tier, but is being
moved to or was moved to a higher copayment tier (tiering exception).*

My drug plan charged me a higher copayment for a drug than it should have.

[0 want to be reimbursed for a covered prescription drug that | paid for out of pocket.

*NOTE: If you are asking for a formulary or tiering exception, your prescriber MUST provide
a statement supporting your request. Requests that are subject to prior authorization (or
any other utilization management requirement) may require supporting information. Your
prescriber may use the attached “Supporting Information for an Exception Request or Prior
Authorization” to support your request.

Additional information we should consider (attach any supporting documents):

Important Note: Expedited Decisions

If you or your prescriber believe that waiting 72 hours for a standard decision could seriously harm
your life, health, or ability to regain maximum function, you can ask for an expedited (fast) decision.
If your prescriber indicates that waiting 72 hours could seriously harm your health, we will
automatically give you a decision within 24 hours. If you do not obtain your prescriber's support for
an expedited request, we will decide if your case requires a fast decision. You cannot request an
expedited coverage determination if you are asking us to pay you back for a drug you already
received.

[JCHECK THIS BOX IF YOU BELIEVE YOU NEED A DECISION WITHIN 24 HOURS (if you
have a supporting statement from your prescriber, attach it to this request).

Signature: Date:
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Supporting Information for an Exception Request or Prior Authorization

FORMULARY and TIERING EXCEPTION requests cannot be processed with

out a prescriber’s

supporting statement. PRIOR AUTHORIZATION requests may require supporting information.

[OREQUEST FOR EXPEDITED REVIEW: By checking this box and signing below, | certify
that applying the 72 hour standard review timeframe may seriously jeopardize the life or

health of the enrollee or the enrollee’s ability to regain maximum functio

n.

Prescriber’'s Information

Name NPl Number, DEA Number, or TAX ID
Address

City State Zip Code

Office Phone Fax

Prescriber’s Signature Date

Diagnosis and Medical Information

Medication: Strength and Route of Administration: Frequency:

Date Started: Expected Length of Therapy: Quantity per 30 days
O NEW START

Height/Weight: Drug Allergies:

DIAGNOSIS - Please list all diagnoses being treated with the requested
drug and corresponding ICD-10 codes.

breath, chest pain, nausea, etc., provide the diagnosis causing the symptom(s) if known)

(If the condition being treated with the requested drug is a symptom e.g. anorexia, weight loss, shortness of

ICD-10 Code(s)

Other RELEVANT DIAGNOSES:

ICD-10 Code(s)

DRUG HISTORY: (for treatment of the condition(s) requiring the requested drug)

dose/total daily dose tried)

DRUGS TRIED DATES of Drug Trials |[RESULTS of previous drug trials
(if quantity limit is an issue, list unit FAILURE vs INTOLERANCE (explain)
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What is the enrollee’s current drug regimen for the condition(s) requiring the requested drug?

DRUG SAFETY

Any FDA NOTED CONTRAINDICATIONS to the requested drug? OYES [ONO
Any concern for a DRUG INTERACTION with the addition of the requested drug to the enrollee’s current drug
regimen? OYES ONO

If the answer to either of the questions noted above is yes, please 1) explain issue, 2) discuss the benefits vs
potential risks despite the noted concern, and 3) monitoring plan to ensure safety

HIGH RISK MANAGEMENT OF DRUGS IN THE ELDERLY

If the enrollee is over the age of 65, do you feel that the benefits of treatment with the requested drug

outweigh the potential risks in this elderly patient? OYES ONO
OPIODS - (please complete the following questions if the requested drug is an opioid)

What is the daily cumulative Morphine Equivalent Dose (MED)? : mg/day
Are you aware of other opioid prescribers for this enrollee? OYES ONO

If so, please explain.

Is the stated daily MED dose noted medically necessary? OYES ONO
Would a lower total daily MED dose be insufficient to control the enrollee’s pain? OYES 0ONO

RATIONALE FOR REQUEST

OAlternate drug(s) contraindicated or previously tried, but with adverse outcome, e.g.

toxicity, allergy, or therapeutic failure [Specify below if not already noted in the DRUG HISTORY
section earlier on the form: (1) Drug(s) tried and results of drug trial(s) (2) if adverse outcome, list drug(s) and
adverse outcome for each, (3) if therapeutic failure, list maximum dose and length of therapy for drug(s)
trialed, (4) if contraindication(s), please list specific reason why preferred drug(s)/other formulary drug(s) are
contraindicated]

OPatient is stable on current drug(s); high risk of significant adverse clinical outcome with

medication change A specific explanation of any anticipated significant adverse clinical outcome and why
a significant adverse outcome would be expected is required — e.g. the condition has been difficult to control
(many drugs tried, multiple drugs required to control condition), the patient had a significant adverse outcome
when the condition was not controlled previously (e.g. hospitalization or frequent acute medical visits, heart
attack, stroke, falls, significant limitation of functional status, undue pain and suffering),etc.

[0 Medical need for different dosage form and/or higher dosage [Specify below: (1) Dosage form(s)
and/or dosage(s) tried and outcome of drug trial(s); (2) explain medical reason (3) include why less frequent
dosing with a higher strength is not an option — if a higher strength exists]

O Request for formulary tier exception Specify below if not noted in the DRUG HISTORY section
earlier on the form: (1) formulary or preferred drug(s) tried and results of drug trial(s) (2) if adverse outcome,
list drug(s) and adverse outcome for each, (3) if therapeutic failure/not as effective as requested drug, list
maximum dose and length of therapy for drug(s) trialed, (4) if contraindication(s), please list specific reason
why preferred drug(s)/other formulary drug(s) are contraindicated]
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OOther (explain below)

Required Explanation
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Notice of Non-Discrimination

CarePlus Health Plans, Inc. complies with applicable Federal civil rights laws and does not discriminate or
exclude people because of their race, color, religion, gender, gender identity, sex, sexual orientation, age,
disability, national origin, military status, veteran status, genetic information, ancestry, ethnicity, marital
status, language, health status, or need for health services. CarePlus Health Plans, Inc.:

* 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, or language assistance services contact
800-794-5907 (TTY: 711). If you believe that CarePlus Health Plans, Inc. has not provided these services
or discriminated on the basis of race, color, religion, gender, gender identity, sex, sexual orientation, age,
disability, national origin, military status, veteran status, genetic information, ancestry, ethnicity, marital
status, language, health status, or need for health services, you can file a grievance in person or by mail
or email with CarePlus Health Plans, Inc. Non-Discrimination Coordinator at PO. Box 14618, Lexington,
KY 40512-4618, 800-794-5907 (TTY: 711), or Accessibilityl@CarePlus-HP.com. If you need help filing a
grievance, CarePlus Health Plans, Incs Non-Discrimination Coordinator can help you.

You can also file a 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/portal/lobby.jsf, or by mail or phone at:

* US. Department of Health and Human Services, 200 Independence Avenue, SW., Room 509F, HHH
Building Washington, D.C. 20201. 800-368-1019, 800-537-7697 (TDD).

CarePlus

HEALTH PLANS.

This notice is available at CarePlusHealthPlans.com/NDN.
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Notice of Availability - Auxiliary Aids and Services Notice

English: Free language, auxiliary aid, and alternate format services are available. Call
1-800-794-5907 (TTY: 711).

1-800-794-5907 ) e Juail Ulas Jond) (Gasiill s 4l sae sl 5 Aalll lads d 535 :[Arabic] 4wall
(711 s el Ciilgl))

RwytptU [Armenian]: Iwuwubh G wuybwn |Ggwywu, wowygdwl W wypunpwlupwhu
dLLwswithh swnwynipjnluutn: 2wugqwhwpt’p' 1-800-794-5907 (TTY: 711):

13 Bengali: [RINTYCETS ©OI¥T, S5 STIRIO1, 98 g [RNICT AR G et |
(PN FP 1-800-794-5907 (TTY: 711) NF(J|

{E{AH 3 Simplified Chinese : FA TRI1EH R ZZHVE S HBNIE & UM EMIE R A ARSS . 15
ZH 1-800-794-5907 (IFFE L £%:711) -

FREP X Traditional Chinese : AR R EHE S BN R B UM E S R A ARTS 28
2 E 1-800-794-5907 (FEPEE4R:711) ©

Kreyol Ayisyen Haitian Creole: Lang gratis, €d oksilye, ak Lot foma sevis disponib. Rele
1-800-794-5907 (TTY: 711).

Hrvatski Croatian: Dostupni su besplatni jezik, dodatna pomo¢ i usluge alternativnog
formata. Nazovite 1-800-794-5907 (TTY: 711).

1-800-794-5907 L o) L yiwsd )3 (Sl sl Caa i 5 Ll sl SaS (80 ) ol ) leaa s[Farsi] el
A, el (TTY: 711)

Francais French: Des services gratuits linguistiques, d’aide auxiliaire et de mise au format
sont disponibles. Appeler le 1-800-794-5907 (TTY: 711).

Deutsch German: Es stehen kostenlose unterstiutzende Hilfs- und Sprachdienste sowie
alternative Dokumentformate zur Verfugung. Telefon: 1-800-794-5907 (TTY: 711).

EAANvikd Greek: AlatiBevtal dwpedv YAWOOLIKEG UTINPECiet, BonBruaAtTa Kal uTtnpeoieg oe
EVOMOAKTIKEG TIPooBAcipeC popdEc. KaAéote oto 1-800-794-5907 (TTY: 711).

oAl Gujarati: (:9es @UML, AslaAUs Ul U ds(@s Sz AcA GUdsd B.
1-800-794-5907 (TTY: 711) U Sl 53

.0""917N D'VNIIDA D'VOFZVITY "ITAN,DIATN 'MIN'Y :D1'NA D'AT AR D'NIN'Y :Hebrew Ny
(TTY: 711) 1-800-794-5907 1o0n"7 "wppnin N3

Hmoob Hmong: Muaj kev pab txhais lus, pab kom hnov suab, thiab lwm tus gqauv pab
cuam. Hu 1-800-794-5907 (TTY: 711).

This notice is available at CarePlusHealthPlans.com/MLI.
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Italiano Italian: Sono disponibili servizi gratuiti di supporto linguistico, assistenza ausiliaria
e formati alternativi. Chiama il numero 1-800-794-5907 (TTY: 711).

HZAGE Japanese: S8 B —EX @MEZET—EX KRBT —EX 28R TITHA
L7217 £9,1-800-794-5907 (TTY: 711) ECTHEFESIET LY,

MANT21 Khmer: WNAYIRAM AN SSW SH wNAUMSIHRIRIHE SUMGIRT 89
gitunisiiue 1-800-794-5907 (TTY: 711)4

ot=20{ Korean: =& A0f, EZ K| S CHA| @Al MH|AE 0| £ JYSLICH
1-800-794-5907 (TTY: 711)H 2 2 Z 9|5t A|2.

Diné Navajo: Saad t’44 jiik’eh, t’aadoole’¢ binahji” bee adahodoonitigii diné bich’y’
anidahazt’1’1, d66 tahgo at’éego bee hada’dilyaaigii bee bika’aanida’awo’{ daho6lg. Koh;ji’
hodiilnih 1-800-794-5907 (TTY: 711).

Polski Polish: Dostepne sa bezptatne ustugi jezykowe, pomocnicze i alternatywne formaty.
Zadzwon pod numer 1-800-794-5907 (TTY: 711).

Portugués Portuguese: Estdo disponiveis servigos gratuitos de ajuda linguistica auxiliar e
outros formatos alternativos. Ligue 1-800-794-5907 (TTY: 711).

AT Punjabi: HE3 37, AT ATTEST, W3 feasfud agne Ree ussy Is|
1-800-794-5907 (TTY: 711) ‘3 5 I

Pycckuii Russian: MpepocTtaenarotca 6ecnnaTHble yCnyr A3bIkoBOM NOAAEPXKKM,
BCroMoraTe/ibHble CpeacTBa U MaTepmarnbl B ansTepHaTMBHbIX GopMaTax. 3BOHUTE MO HOMepy
1-800-794-5907 (TTY: 711).

Espanol Spanish: Los servicios gratuitos de asistencia linguistica, ayuda auxiliar y servicios
en otro formato estan disponibles. Llame al 1-800-794-5907 (TTY: 711).

Tagalog Tagalog: Magagamit ang mga libreng serbisyong pangwika, serbisyo o device na
pantulong, at kapalit na format. Tumawag sa 1-800-794-5907 (TTY: 711).

s61p Tamil: @eveus Glomgl, glenesst 2 gall LHMID LIHM)I eulpey CEFem6eus6iT 2 6iTereoT.
1-800-794-5907 (TTY: 711) &3 601058 6LD.

SN Telugu: GRS 270, DSTFONE e, SDOAN (DE5I) O aFT=ES e
0CNTENS K. 1-800-794-5907 (TTY: 711) & 5 SAN0S.

(TTY: 711) 1-800-794-5907 JS - s Sladds (S Cue Jl8 il 5 ealael § slra ¢l 5 e Urdu: 520

Tiéng Viét Vietnamese: C6 san cac dich vu mién phi vé ngdn ngi, hé trg bé sung va dinh
dang thay thé. Hay goi 1-800-794-5907 (TTY: 711).
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