‘IP Health Net’

MEDICARE PROGRAMS

REQUEST FOR MEDICARE PRESCRIPTION DRUG COVERAGE DETERMINATION |

This form may be sent to us by mail or fax:

Address: Fax Number:
Medicare Pharmacy Prior 1-866-226-1093
Authorization Department

P.O. Box 31397

Tampa, FL 33631-3397

You may also ask us for a coverage determination by phone at 1-800-275-4737, TTY: 711 or
through our website at ca.healthnetadvantage.com.

Who May Make a Reqguest: 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.
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http:ca.healthnetadvantage.com

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

Type of Coverage Determination Request

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

[JI 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).*

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

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

[Jl 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).*

[IMy 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).*

LIl 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).*

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

[l 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:

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.

LJREQUEST FOR EXPEDITED REVIEW: By checking this box and signing below, |
certify that applying the 72 hour standard review time frame 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:

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 ICD-10 Code(s)

drug and corresponding ICD-10 codes.
(If the condition being treated with the requested drug is a symptom e.g. anorexia, weight loss, shortness of
breath, chest pain, nausea, etc., provide the diagnosis causing the symptom(s) if known)




Other RELEVANT DIAGNOSES: ICD-10 Code(s)

DRUG HISTORY: (for treatment of the condition(s) requiring the requested drug)
DRUGS TRIED DATES of Drug Trials |RESULTS of previous drug trials

(if quantity limit is an issue, list unit FAILURE vs INTOLERANCE (explain)
dose/total daily dose tried)

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
OPIOIDS — (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 0ONO
Would a lower total daily MED dose be insufficient to control the enrollee’s pain? OYES 0ONO

RATIONALE FOR REQUEST




CJAlternate 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.

(IPatient 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.

[IMedical 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.

[IRequest 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.

[CIOther (explain below)

Required Explanation




ﬂ'p Health Net’

Section 1557 Non-Discrimination Language
Notice of Non-Discrimination

Health Net complies with applicable federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, or sex. Health Net does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.

Health Net:

* Provides free aids and services to people with disabilities to communicate effectively with us, such as
gualified sign language interpreters and 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 and information written in other languages.

If you need these services, contact Health Net's Member Services telephone number listed for your
state on the Member Services Telephone Numbers by State Chart. From October 1 to March 31, you
can call us 7 days a week from 8 a.m. to 8 p.m. From April 1 to September 30, you can call us
Monday through Friday from 8 a.m. to 8 p.m. A messaging system is used after hours, weekends,
and on federal holidays.

If you believe that Health Net 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 by calling the
number in the chart below and telling them you need help filing a grievance; Health Net’s
Member Services 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.jsf 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,
1-800-368-1019 (TTY: 1-800-537-7697).

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

Member Services Telephone Numbers by State Chart

State Telephone Number and Plan Type
California 1-800-431-9007 (Jade, Sapphire, Amber and HMO SNP), 1-800-275-4737 (all other HMOQO); (TTY: 711)
Oregon 1-888-445-8913 (HMO and PPO); (TTY: 711)
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Section 1557 Non-Discrimination Language
Multi-Language Interpreter Services

English: Language assistance services, auxiliary aids and services, and other alternative formats are
available to you free of charge. To obtain this, please call the number above.

Espafiol (Spanish): Servicios de asistencia de idiomas, ayudas y servicios auxiliares, y otros formatos

alternativos estan disponibles para usted sin ningun costo. Para obtener esto, llame al nimero de
arriba.

ﬁﬁgi(cgggese) AU RIABRGES hBIIRS WBIH ARG U L . A RE, FR

Tiéng Viét (Vietnamese): Céac dich vu tro gidp ngdn ngl, cac tro cu va dich vu phu thudc, va cac

dang thtrc thay thé khac hién cé mién phi cho quy vi. Bé cé dwoc nhirng diéu nay, xin goi s dién
thoai néu trén.

Tagalog (Tagalog): Mayroon kang makukuhang libreng tulong sa wika, auxiliary aids at

mga serbisyo, at iba pang mga alternatibong format. Upang makuha ito, mangyaring tawagan
ang numerong nakasulat sa itaas.

@70 (Korean): o] A9l Al e A9l 9 g Sje G4 ARE TR o] 45
T Slsruth o[ 88 At A A3 s R Qe FAA e

Armenian: N|hgUANRESNBL Ept fununid tp hwjkpklb, wyw dkq wbddwp
Jupnn B wnpwdwnpdl) (Egduljut wowlignmpjul swinwynipnittibp
e A LS Al 2 g0 Cpsaan Bl plu 5 (Sl Slasd ¢ gls Culan cden i lesa 1(Persian)
280 el YL ol o e ikl cctilend ol 4y (b G g o )8
Pycckum a3bik (Russian): Bam moryT 6b1Tb 6ecnnatHo npegocTaBnieHbl YCnyru no nepesoay,

BCromoraTernbHble CPEACTBa U YCNyru, a Takke MaTepuanbl B ApYrvX, anbTepHaTUBHbIX, hopMaTax.
YT06bl NONY4YnTb KX, MO3BOHUTE, NOXanyncTa, No ykasaHHOMY BbilLe HOMepy TenedoHa.

HZAGE (Japanese): BEieXEHV — LB X, #BIRE MBIy — L R, 20047 > a VY EREZERT
CHRHWERZTET. CRAHEBE2O0HE. LRCOBBSCBEFEL LS 0,

dgdle Jpmnll Ulae ol dalic Aol JIEYI (e by 5 Al cleadll s i) 5 4y alll sacLuall cileda 2 (Arabic)

el a8 )l Juai¥l o Ay )

YAt (Panjabi): 3973 BE T ASUI ATTEST AT'S, ATTed UG W3 AT W3 TH SU8< IO
He3 SusTT I6| fegs’ © B a9y 999 SUs S3 &9 3 I3 391
i2i (Mon-Khmer, Cambodian): 1un~gSiSwman SSWHgSoSHINIAYSS) SHSY
BUESNNYIT IRIIS)S IR ESISIFC SN WS S S eG3
fmzﬁﬁggmmsﬁﬁmsmtsz T,c:‘:»;:;:»t&gigﬁmgﬁwagmaawmmm?ﬂ

Ntawv Hmoob (Hmong): Muaj kev pab txhais lus, khoom pab mloog txhais lus thiab lwm yam kev pab
pub dawb rau koj. Xav tau tej no, thov hu rau tus nab npawb saum toj saud.

ghaY (Hindi): 19T IgTdr 41T, 98 3R 3R FaT, 3R AT ST o0 R/ 39 T 7F: o
SoITeRT § | 378 R el T T, AT STk e T hiel |

e Thai):  Mstiawmidasunis adnsaluazusnisiadu swﬁogﬂuuumqtﬁaﬂéu 9

il lane Lidad1 14918 vinadasnisuaduusnisivianil
N3URA




YkpaiHcbka moBa (Ukrainian): Bam moxyTb 6yT 6€3koITOBHO HagaHi nocnyru 3 nepeknaay,
AOMOMIXKHI 3acobK Ta NoCcnyru, a TakoX MaTtepianu B iHWKX, anbTepHaTuBHMX, popmaTtax. LLlo6
ofepxartu ix, 3atenedoHynTte, Oyab nacka, 3a HOMeEPOM TenedoHy, KU 3a3HaYEHN BULLE.

Roména (Romanian): Servicii de asistenta lingvistica, ajutoare si servicii auxiliare, precum si alte
formate alternative va stau la dispozitie Tn mod gratuit. Pentru a le obtine, apelati numarul de mai sus.

Cushite (Cushite): Tajaajila qarqaarsa afaanii, qarqaarsa deeggarsaa fi tajaajilaa, fi qarqaarsi
akkaataa biroo bilisaan siif laatama. Tajaajila kanniin argachuuf maaloo lakkoofsa asii olii bilbili.

Deutsch (German): Sprachunterstitzung, Hilfen und Dienste fur Hérbehinderte und Gehdrlose sowie
weitere alternative Formate werden Ihnen kostenlos zur Verfigung gestellt. Um eines dieser
Serviceangebote zu nutzen, wahlen Sie die 0. a. Rufnummer.

Frangais (French) : Des services gratuits d’assistance linguistique, ainsi que des services d’assistance
supplémentaires et d’autres formats sont a votre disposition. Pour y accéder, veuillez appeler le
numeéro ci-dessus.
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