CarePlus

HEALTH PLANS.

Guidelines on Prior Authorization, Step Therapy, Quantity
Limits, and Exceptions

How to find out if a drug requires Prior Authorization, Step Therapy or
Quantity Limits

Some drugs in the formulary may require Prior Authorization, may have Step Therapy
requirements, or Quantity Limitations. You can find out if your drug has any additional
requirements or limits by looking in the formulary or visiting our website at
CarePlusHealthPlans.com. You may also call our Member Services Department at 1-
800-794-5907. If you use a TTY, call 711. You can call us seven days a week, from 8
a.m. to 8 p.m. Please note that our automated phone system may answer your call
during weekends and holidays. For 24-hour service, you can visit us at
CarePlusHealthPlans.com.

Prior Authorization (PA)

What is Prior Authorization?

Some prescription drugs require prior authorization (PA) to be covered by CarePlus. If
your prescription drug requires prior authorization, you, your appointed representative,
or your prescribing physician or other prescriber will need to request and receive
approval in advance from CarePlus before you fill your prescription. If you do not get
approval, CarePlus may not cover the drug.

Why is Prior Authorization required?

The prior authorization process helps ensure you make the best use of your benefits and
receive the most appropriate treatment. For example, if you have diabetes, and your
doctor wants you to try a new medication, we may need to authorize this drug before
you fill the prescription. We want to make sure the medication will not interfere with
others you take or add to your costs unnecessarily.

Step Therapy (ST)
What is Step Therapy?

With Step Therapy drugs, CarePlus requests that you first try certain drugs to treat your
medical condition before we cover another drug for that condition. For example, if Drug
A and Drug B both treat your medical condition, CarePlus may not cover Drug B unless
you try Drug A first. If Drug A does not work for you, CarePlus may then cover Drug B.

If your drug has a step therapy requirement, your prescribing physician or other
prescriber will need to provide a supporting statement to CarePlus if you are prescribed
Drug B or wish to try Drug B first, without trying Drug A. CarePlus’ approval must be
received before you fill your prescription for Drug B. If you do not get approval, CarePlus
may not cover Drug B.

Why is Step Therapy required?
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Step Therapy promotes the safe and cost-effective use of medication. CarePlus requests
that you try medications that are considered first-line medications before a medication
that is considered a second-line medication is covered. First-line medications are widely
recognized as safe and effective. Second-line medications are either preferred or non-
preferred brand-name drugs and are potentially more costly.

Quantity Limits (QL)

What are Quantity Limits?

For certain drugs, CarePlus limits the amount of the drug that will be covered per
prescription or for a defined period of time. If you require additional quantities over the
limit, your physician will need to provide a supporting statement to CarePlus. CarePlus’
approval must be received before you fill your prescription for the additional quantity,
otherwise the additional quantity may not be covered.

Why are Quantity Limits required?

Quantity limits are based on manufacturer dosing guidelines and current medical
recommendations. Quantity limits help avoid the potential misuse and abuse of

medications. Prescriptions written for quantities above the established limits will
require authorization before the prescription can be filled.

Coverage Determination
What is a Coverage Determination?

A coverage determination is a decision made by CarePlus as a Medicare Part D sponsor
regarding the payment or benefit to which you believe you are entitled to. It may
involve a decision regarding whether CarePlus will cover a drug, the portion of the drug
cost you may be responsible for, quantity limits, step therapy, or prior authorization
requirements.

How to request a coverage determination
You, your appointed representative, your prescribing physician, or other prescriber may
file a coverage determination request with CarePlus.

For your PHYSICIAN or other prescriber to submit a Coverage Determination
request, they must contact the CarePlus Pharmacy Utilization Management Unit in
one of the following ways:

e CarePlus partners with CoverMyMeds to provide real-time determinations for
requests submitted by providers online, registration is required. You can access
this service through this link, www.covermymeds.com/main/prior-authorization-
forms/careplus OR

e Calling the CarePlus Pharmacy Utilization Management Unit at 1-866-315-7587,
from 8 am to 8 pm EST; Monday through Friday; OR

e Faxing a coverage determination request along with any applicable supporting
documentation to 1-800-310-9071. For your physician's convenience, they may
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obtain a copy of the Request for Medicare Prescription Drug Coverage
Determination Form through the following links: English / Spanish. You may
also print this form and take it with you to your physician's office; OR

Submitting the request electronically along with any applicable supporting
documentation. Your physician may fill out the Request for Medicare
Prescription Drug Coverage Determination Form online through the following
links: English / Spanish; and send it to us electronically; OR

Mailing a written request to:
CarePlus Health Plans
Attention: CarePlus Clinical Pharmacy Review
P. 0. Box 14601
Lexington, KY 40512-4601

If you would like to make the coverage determination request YOURSELF,
you or your appointed representative must contact us in one of the
following ways:

Calling Member Services Department at 1-800-794-5907. If you use a TTY, call
<711>. You can call us seven days a week, from 8 a.m. to 8 p.m. Please note that
our automated phone system may answer your call during weekends and
holidays. For 24-hour service, you can visit us at CarePlusHealthPlans.com.

; OR

Faxing the request to 1-800-310-9071. For your convenience, you may obtain a
copy of the Request for Medicare Prescription Drug Coverage Determination
Form through the following links: English / Spanish. You may also print this form
and take it with you to your physician's office; OR

Submitting the request online along with any applicable supporting
documentation provided by your physician. You may fill out the Request for
Medicare Prescription Drug Coverage Determination Form online from the
following links: English / Spanish; and send it to us electronically; OR

Mailing a written request to:
CarePlus Health Plans
Attention: CarePlus Clinical Pharmacy Review
P. 0. Box 14601
Lexington, KY 40512-4601
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If you would like to make the coverage determination request YOURSELF,
you or your appointed representative must contact us in one of the
following ways:

e (Calling Member Services Department at 1-800-794-5907. If you use a TTY, call
711. You can call us seven days a week, from 8 a.m. to 8 p.m. Please note that
our automated phone system may answer your call during weekends and
holidays. For 24-hour service, you can visit us at CarePlusHealthPlans.com.

e ;O0R

e Faxing the request to 1-800-310-9071. For your convenience, you may obtain a
copy of the Request for Medicare Prescription Drug Coverage Determination
Form through the following links: English / Spanish. You may also print this form
and take it with you to your physician's office; OR

e Submitting the request online along with any applicable supporting
documentation provided by your physician. You may fill out the Request for
Medicare Prescription Drug Coverage Determination Form online from the
following links: English / Spanish; and send it to us electronically; OR

e Mailing a written request to:
CarePlus Health Plans, Inc.
Attention: CarePlus Clinical Pharmacy Review
P. O. Box 14601
Lexington, KY 40512-4601

Once the coverage determination request is submitted, we must notify you of our
decision no later than 24 hours (expedited) or 72 hours (standard) from the date and
time the request is received. Your request will be expedited if we determine, or your
doctor informs us, that your life, health, or ability to regain maximum function may be
seriously jeopardized by waiting for a standard request.

If you have any questions regarding your request, please call Member Services at 1-800-
794-5907. TTY users should call 711.

Exceptions
You may request an exception to our coverage requirements, including prior
authorization, quantity limit, and step therapy.

How to request an exception
You, your appointed representative, or your prescribing physician or other prescriber
may ask us to make an exception to our Part D Coverage rules in a number of situations:
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* You may ask us to cover your Part D drug even if it is not on our formulary. If
approved, this drug will be covered at a pre-determined cost-sharing level, and
you would not be able to ask us to provide the drug at a lower cost-sharing level.

e You can ask us to waive coverage restrictions or limits on your drug (e.g. step
therapy or quantity limits). For example, for certain drugs, we limit the amount of
the drug that we will cover. If your drug has a quantity limit, you can ask us to
waive the limit and cover a greater amount.

If your plan’s formulary has more than one tier, you can ask us to cover a formulary drug
at a lower cost-sharing level if this drug is not on the specialty or select care drugs tiers. If
approved this would lower the amount you will pay for your drug. For example, if your
drug is usually considered a non-preferred drug, you can ask us to cover it as preferred
drug instead. Please note, if we grant your request to cover a Part D drug that is not on our
formulary, you cannot ask us to provide a tiering exception for the non-formulary drug
approved under the formulary exception process. Also, you cannot ask us to provide a
higher level of coverage for Part D drugs that are in the “Tier 5 — Specialty” tier or “Tier 6 —
Select Care Drugs”.

Generally, we will only approve your request for an exception if the alternative Part D
drugs included on the plan formulary or the Part D drug in the preferred tier (if your
plan’s formulary has more than one tier) would not be as effective in treating your
condition and/or would cause you to have adverse medical effects.

For all exception requests, your physician or other prescriber must provide a statement
supporting the request. CarePlus must receive this supporting statement before the
review of your request can begin. You may help us accelerate the determination review
by including the supporting medical information provided by a physician at the time you
send the exception request to CarePlus; or by asking your physician to send the request
and supporting statement to CarePlus directly.

Once the physician's statement is submitted, we must notify you of our decision no later
than 24 hours (expedited) or 72 hours (standard) from the date and time the physician
statement is received. Your request will be expedited if we determine, or your doctor
informs us, that your life, health, or ability to regain maximum function may be seriously
jeopardized by waiting for a standard request.

Your PHYSICIAN or other prescriber may submit the exception request on
your behalf along with a supporting statement by:
e Calling the CarePlus Pharmacy Utilization Management Unit at 1-866-315-7587

between the hours of 8 am to 8 pm EST; Monday through Friday; OR
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Faxing the request to 1-800-310-9071. For your convenience, you may obtain a
copy of the Request for Medicare Prescription Drug Coverage Determination
Form through the following links: English / Spanish. You may also print this form
and take it with you to your physician's office; OR

Submitting the request online along with any applicable supporting
documentation provided by your physician. You may fill out the Request for
Medicare Prescription Drug Coverage Determination Form online from the
following links: English / Spanish; and send it to us electronically; OR

Mailing a written request to:
CarePlus Health Plans
Attention: CarePlus Clinical Pharmacy Review
P. 0. Box 14601
Lexington, KY 40512-4601

If you would like to make the exception request YOURSELF, you or your
appointed representative may do so by:

Calling Member Services Department at 1-800-794-5907. If you use a TTY, call
711. You can call us seven days a week, from 8 a.m. to 8 p.m. Please note that
our automated phone system may answer your call during weekends and
holidays. For 24-hour service, you can visit us at CarePlusHealthPlans.com.

; OR

Faxing the request to 1-800-310-9071. For your convenience, you may obtain a
copy of the Request for Medicare Prescription Drug Coverage Determination
Form through the following links: English / Spanish. You may also print this form
and take it with you to your physician's office; OR

Submitting the request online along with any applicable supporting
documentation. You may fill out the Request for Medicare Prescription Drug
Coverage Determination Form and attach your physician’s supporting statement
online through the following links: English / Spanish; and send it to us
electronically; OR

Mailing a written request including your physician’s supporting statement to:
CarePlus Health Plans
Attention: CarePlus Clinical Pharmacy Review
P. O. Box 14601
Lexington, KY 40512-4601

If you have any questions regarding your request, please call Member Services at 1-800-
794-5907. TTY users should call 711.
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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 & M lo Juaif , Ulas oadf Baviill g Adlial) S0 Lsall g Aallf iladd 3 633 :[Arabic] du sl
(711 s all Ciilgh)
Aw)GnGU [Armenian]: IwuwUGh GU wudswn |Gguyul, wowygdwl W wjpunpwupwjhu
dLwswithh SwnwjnLejnLluutp: 2wuquhwnpb'p* 1-800-794-5907 (TTY: 711):

3T Bengali: [RIATSIET O, W% STl <8 [y [T A0S 82|
(PN $°A 1-800-794-5907 (TTY: 711) 7H (S|

fa{A&F 3 Simplified Chinese: B TATIRIE R IBAVIE S BB B UM EMAERASIRS o 15
3 1-800-794-5907 (IFfEH4%:711) .

EHE N Traditional Chinese: F{fI Rl IR R B EES BHBh SR B A R EL & VAR KR #5558
02 1-800-794-5907 (BEpEE4F :711)

Kreyol Ayisyen Haitian Creole: Lang gratis, ed oksilyg, ak Lot foma sévis disponib. Rele
1-800-794-5907 (TTY: 711).

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

1-800-794-5907 L .ot (5 siwd 50 G Bla sl a5 5 il sl SaS 800 ol ) lada s[Farsi] et
8 L (TTY: 711)

Frangais 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 unterstitzende Hilfs- und Sprachdienste sowie
alternative Dokumentformate zur Verfigung. Telefon: 1-800-794-5907 (TTY: 711).

EAANVIkA Greek: AlatiBevtal dwpedv YAWOOLIKEG UTINPECieg, Bondruata Kat uttnpeoieg oe
EVAAAKTIKEG ipooBaciuec popdse. Karsote oto 1-800-794-5907 (TTY: 711).

oJRUcll Gujarati: (:2es eUML, UslAS UsLA wal ds(@s Sz Aal Guasu B,
1-800-794-5907 (TTY: 711) U Slct 53,

.0''917N 0'VANISA D'VORVI NTY "IT'AN,DIANN 'NIN'Y 101N D'I'AT IR O'NIN'Y :Hebrew NMay
(TTY: 711) 1-800-794-5907 1o0n" Wwipnn X

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

This notice is available at CarePlusHealthPlans.com/MLI.
GHHNOA2025CP



Italiano Italian: Sono disponibili servizi gratuiti di supporto linguistico, assistenza ausiliaria
e formati alternativi. Chiama il numero 1-800-794-5907 (TTY: 711).

HAFE Japanese: SR ET —EXA IR ET - EXRBEAY —EXZERTIFA
WS T £9,1-800-794-5907 (TTY: 711) ZTHEBESIEE LY

mtm'fg: Khmers# tnmﬁta!'fgﬁmhn ﬁgw 84 ImﬂﬁngLHhIﬁJtﬂﬁ§mmGIﬁmS‘1
grunisiuve 1-800-794-5907 (TTY: 711)4

¢=10] Korean: R & 10, &2 X[ 2 CHA| QA MH[AE 0| 5H 4= ASLICEH
1-800-794-5907 (TTY: 711)HO = O[S Al 2.

Diné Navajo: Saad t’4a jiikk’eh, t"aadoole’é binahji” bee adahodoonitigii diné bich’y’
anidahazt’1’1, d66 tahgo at’éego bee hada’dilyaaigii bee bika’aanida’awo’i dah6l$. Kohjt’
hodiilnih 1-800-794-5907 (TTY: 711).

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

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

YAl Punjabi: HE3 37, AJfed AOTesT, W3 feasfud @/gne Ree QUsHY J&
1-800-794-5907 (TTY: 711) ‘2 & &l

Pycckunii Russian: lNpegocrasnatotca GecnnaTtHble YCayri A3blKOBOWV Noaaep>Ku,
BCMOMOrare/ibHble CPEACTBa U MaTepuasbl B afibTEPHATMBHbIX GopmaTtax. 3BOHUTE NO HOMepPY
1-800-794-5907 (TTY: 711).

Espafiol Spanish: Los servicios gratuitos de asistencia linglistica, 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).

Sl Tamil: @eveus Glomgd), slemewt 2 56l HMID WMHDI euigey CeemeussiT 2 itemer.
1-800-794-5907 (TTY: 711) 2 Sieolp&&EeULD.

S0 Telugu: & 2370, DIFODHE s0FE, OO |DEB5e35°) O PT°2E Rden
002N’ K05). 1-800-794-5907 (TTY: 711) & 5°S T[OHoA.

(TTY: 711) 1-800-794-5907 JIS L i ladd (S Cua 51 Jaliis | h efaad oy slae (03 e Urdus 530

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



