| REQUEST FOR MEDICARE PRESCRIPTION DRUG COVERAGE DETERMINATION
This form may be sent to us by mail or fax:

Address: Fax Number:
Capital Health Plan (HMO) 1-800-693-6703
Attn: Medicare D Clinical Review

2900 Ames Crossing Road

Eagan, MN 55121

You may also ask us for a coverage determination by phone at 850-523-7441 or 1-877-247-6512 (TTY 850-
383-3534 or 1-877-870-8943), 8:00 a.m. to 8:00 p.m., seven days a week, October 1 - March 31 and 8:00
a.m. - 8:00 p.m., Monday - Friday, April 1 - September 30. State of Florida members call 1-877-392-1532,
7:00 a.m. — 8:00 p.m., or through our website at www.myprime.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
rescriber:

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 (1-800-633-4227), 24 hours a day, 7 days a week.
TTY users call 1-877-486-2048.
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http:www.myprime.com

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

| Type of Coverage Determination Request |

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

[1 I 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).*

L1 I request prior authorization for the drug my prescriber has prescribed.*

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

L1 I request an exception to the plan’s limit on the number of pills (quantity limit) I can receive so that I can
get the number of pills my prescriber prescribed (formulary exception).*

[J 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).*

[ I 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.
[1 I 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.
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[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:

Supporting Information for an Exception Request or Prior Authorization

FORMULARY and TIERING EXCEPTION requests cannot be processed without a prescriber’s supporting
statement. PRIOR AUTHORIZATION requests may require supporting information.

1 REQUEST FOR EXPEDITED REVIEW: By checking this box and signing below, I 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 function.

Prescriber’s Information

Name

Address

City State Zip Code
Office Phone Fax

Prescriber’s Signature Date

Diagnosis and Medical Information

Medication: Strength and Route of Administration: Frequency:
New Prescription OR Date Therapy | Expected Length of Therapy: Quantity:
Initiated:

Height/Weight: Drug Allergies: Diagnosis:
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Rationale for Request

L] Alternate drug(s) contraindicated or previously tried, but with adverse outcome, e.g., toxicity,
allergy, or therapeutic failure [Specify below: (1) Drug(s) contraindicated or tried; (2) adverse outcome for
each; (3) if therapeutic failure, length of therapy on each drug(s)]

L] Patient is stable on current drug(s); high risk of significant adverse clinical outcome with
medication change [Specify below: Anticipated significant adverse clinical outcome]

L1 Medical need for different dosage form and/or higher dosage [Specify below: (1) Dosage form(s)
and/or dosage(s) tried; (2) explain medical reason]

L1 Request for formulary tier exception [Specify below: (1) Formulary or preferred drugs contraindicated
or tried and failed, or tried and not as effective as requested drug; (2) if therapeutic failure, length of therapy
on each drug and adverse outcome; (3) if not as effective, length of therapy on each drug and outcome]

1 Other (explain below)
Required Explanation

Capital Health Plan Advantage Plus (HMO), Preferred Advantage (HMO) and Retiree Advantage (HMO)
are HMO plans with a Medicare contract. Enrollment in Capital Health Plan Advantage Plus, Preferred
Advantage and Retiree Advantage depends on contract renewal.

This information is not a complete description of benefits. Contact the plan for more information.
Limitations, copayments, and restrictions may apply. Benefits, formulary, pharmacy network, provider
network, premium and/or copayments/coinsurance may change on January 1 of each year. The formulary
may change at any time. You will receive notice when necessary.

MyPrime is a pharmacy benefit website owned and operated by Prime Therapeutics LLC, an independent
company providing pharmacy benefit management services.
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Ay ' Capltal Healt .

An Independent Licensee of the Blue Cross and Blue Shield Association

Nondiscrimination and Accessibility Notice (ACA §1557)

Capital Health Plan complies with applicable Federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability or sex. Capital Health Plan does not exclude
people or treat them differently because of race, color, national origin, age, disability or sex.
Capital Health Plan provides free aids and services to people with disabilities 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 services to people whose primary language is not English, such as:
* Qualified interpreters
* Information written in other languages

If you need these services, contact Member Services at one of the numbers listed below.

If you believe that Capital Health Plan has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability or sex, you can file a grievance with:

Capital Health Plan’s Compliance and Privacy Officer:

2140 Centerville Place

Tallahassee, FI 32308

Phone: Member Services 850-383-3311, 1-877-247-6512, TTY 850-383-3534 or 1-877-870-8943,
Fax: 850-523-7419, Email: memberservices@chp.org. Medicare members or prospective members
call 850-523-7441 or 1-877-247-6512 (TTY 850-383-3534 or 1-877-870-8943) 8:00 a.m. - 8:00 p.m.,
seven days a week, October 1- March 31; 8:00 a.m. - 8:00 p.m., Monday - Friday, April 1 - September
30. State of Florida members call 1-877-392-1532, 7:00 a.m. - 8:00 p.m.

You can file a grievance in person or by mail, fax or email. If you need help filing a grievance, our
Member Services Department is available to help you.

You can also file a civil rights 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.jst, or by mail or phone at:

U.S. Department of Health and Human

Services, 200 Independence Avenue SW

Room 509F, HHH Building

Washington, DC 20201

800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http./www.hhs.gov/ocr/office/file/index.html.

Have a disability? Speak a language other than English? Call to get help for free.
1-877-247-6512, TTY/TDD 850-383-3534 or 1-877-870-8943

Vous souffrez d’'un handicap ? Vous parlez une autre langue que I'anglais ? Appelez pour obtenir une aide
gratuite. 1 877 247 6512, Téléscripteur/ATME 850 383 3534 ou 1 877 870 8943

Hai una disabilita? Non parli inglese? Chiama uno di questi numeri per chiedere assistenza gratuita:
1-877-247-6512, TTY/TDD 850-383-3534 o0 1-877-870-8943

sl saclowodl (sle Jgasl) Ll Sausl=oVl @aall e sl oass Jo Sasle] oo wulss Ja
1-877-247-6512, sl rlp)lf ) cnartllOlatl spm (TDD/TTY) 850-383-3534. 1-877°870.8943

Haben Sie eine Behinderung? Méchten Sie mit uns in einer anderen Sprache als Englisch kommunizieren?
Rufen Sie an, um kostenlos Unterstlitzung zu erhalten. 1-877-247-6512, TTY/TDD 850-383-3534
oder 1-877-870-8943



¢Tiene una discapacidad? ¢Habla algun otro idioma que no sea inglés? Llame para obtener ayuda gratis.
1-877-247-6512, TTY/TDD 850-383-3534 o al 1-877-870-8943

1-877-870-8943 |, 850-383-3534 o,lov @ DDT/YTT | 1-877-247-6512

WUl B? 8261 5cll weld NI olld] 912 [191gs Hee Naddl s1d 5. 1-877-247-6512,
TTY/TDD 850-383-3534 &d| 1-877-870-8943 U

Ou gen yon andikap? Ou pale yon lang ki pa Anglé? Rele pou jwenn éd pou gratis? 1-877-247-6512,
TTY/TDD 850-383-3534 oswa 1-877-870-8943

o7t A M L7t? BO{7F O CHE 21018 AL otdL|71? MalotdAl2. FRE EtE L
1-877-247-6512, TTY/TDD 850-383-3534 == 1-877-870-8943

Jeste$ osobg niepetnosprawng? Mowisz w jezyku innym niz j. angielski? Zadzwon, aby uzyskac bezptatng
pomoc. 1-877-247-6512, TTY/TDD 850-383-3534 lub 1-877-870-8943

Tem algum tipo de incapacidade? Fala outra lingua que ndo o inglés? Ligue para obter ajuda gratuitamente.
1-877-247-6512, TTY/TDD 850-383-3534 ou 1-877-870-8943

Balum BO3MOXHOCTU OrpaHNYeHbl MO COCTOAHMIO 310POBbA? Bbl He roBopuTe No-aHrNunnckn? Obpatutecs 3a
6ecnnaTtHol nomoLypbto no TenedoHny: 1-877-247-6512, TTY/TDD 850-383-3534 or 1-877-870-8943

IEEIEIEALID ? EALMBHEND ? % TRRIELIe kAR, BiEST : 1-877-247-6512 ;
TTY/TDD ( UFrBEA:t ) : 850-383-3534 ) 1-877-870-8943

Ikaw ba ay may kapansanan? Ikaw ba ay nakakapagsalita ng ibang wika maliban sa Ingles? Tumawag upang
makakuha ng libreng tulong. 1-877-247-6512, TTY/TTD 850-383-3534 0 sa 1-877-870-8943.

feoe S ekEmRE N 1 RS Gidah? R T B IR R B B - 1-877-247-6512 - FEfE & 7R
TTY/TDD 850-383-3534 5 1-877-670-8943

Ansusatdan? wmmmaum"l,m?jmmaonqmmmﬂm? sazanuhadans 1-877-247- 6512,
TTY/TDD 850-383-3534 w3a 1-877-870-8943

Quy vi c6 khuyét tat? Quy vi n6i ngdén ngit khac ma khéng phai ti€ng Anh? Vui long goi dé duoc trg gitup mién phi.
1-877-247-6512, TTY/TDD 850-383-3534 hoac 1-877-870-8943

If you have any questions or concerns related to this, please call our Member Services Department,
Monday through Friday 8:00 am - 5:00 pm at 850-383-3311 or 1-877-247-6512. Medicare members
or prospective members call 850-523-7441 or 1-877-247-6512 (TTY 850-383-3534 or 1-877-870-
8943) 8:00 a.m. - 8:00 p.m.,, seven days a week, October 1- March 31; 8:00 a.m. - 8:00 p.m., Monday -
Friday, April 1 - September 30. State of Florida members call 1-877-392-1532, 7:00 a.m. -
8:00 p.m.

Capital Health Plan contact information is located on our website:
https:.//capitalhealth.com/contact

Approved by Compliance Committee: 8/23/2016; Revised 5/3/17; Revised 11/14/17; Revised 8/21/18
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