A PRESBYTERIAN

Presbyterian Dual Plus (HMO D-SNP)

REQUEST FOR MEDICARE PRESCRIPTION DRUG COVERAGE DETERMINATION

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

Address:
P.O. Box 27489

Fax Number:
1-800-724-6953

Albuquerque, NM 87125-7489

You may also ask us for a coverage determination

D-SNP

(505) 923-7675
1-855-465-7737
(TTY:711)

@ info@phs.org

October 1 to March 31:
8 a.m. to 8 p.m., seven days a week

(except holidays)

April 1 to September 30:
8 a.m. to 8 p.m., Monday through Friday
(except holidays)

You can also visit our website at
www.phs.org/Medicare.

Who May Make a R : 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
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Repr ntation mentation forr m meon her than the enroll r
- -

the

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):

| Type of Coverage Determination Request

L1 | need a drug that is not on the plan’s list of covered drugs (formulary exception).*

[] 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).*

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

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

[J I 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).*

[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).*

LI 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).*

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

01 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):
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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.

[1CHECK 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.

[IREQUEST 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 function.

Prescriber’s Information

Name

Address

City State Zip Code

Office Phone Fax

Prescriber’s Signature Date
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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 the issue, 2) discuss the
benefits vs potential risks despite the noted concern, and 3) the 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? COYES O0ONO
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 O0ONO

If so, please explain.
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Is the stated daily MED dose noted medically necessary? COYES O0ONO
Would a lower total daily MED dose be insufficient to control the enrollee’s pain? OYES O0ONO

RATIONALE FOR REQUEST

[ Alternate drug(s) contraindicated or previously tried, but with adverse outcome, e.qg.
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]

[] Patient 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.

[] 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]

[J 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]

[ 1 Other (explain below)

Required Explanation

Based on a Model of Care review, Presbyterian Dual Plus (HMO D-SNP) has been approved by the
National Committee for Quality Assurance (NCQA) to operate a Special Needs Plan (SNP) through 2025.
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-855-592-
7737 (TTY:711). Someone who speaks English/Language can help you. This is a
free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-855-592-7737 (TTY:711).
Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Navajo/Diné: Dii ats’iis do6 azee’ binda'i ditkidgo, Dinék'ehji yadatti‘iigi ta" bich’{’
hadiidzih. Béésh bee hane'é t'aa jiik'e be” hadiilnih 1-855-592-7737 (TTY: 711).

Chinese Mandarin: FA 1#e 0 2B IR 55, 5 Bh MR 2 5 Tt Re sl 25 W R B v (Rl 5 1),
MRARE ST MRS, i 1-855-592-7737 (TTY:711), AT TAEA R IR =
HOpAE, X T AR S,

Chinese Cantonese: &%} A" et e g2 fhba v sEAF AT BEln], Rt A5t e B i eE IR
. WMTHEMEIRTYS, HECE 1-855-592-7737 (TTY:711), Hflak-h STy A BUREE 2 IR
), 58 e R R,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-
855-592-7737 (TTY:711). Maaari kayong tulungan ng isang nakakapagsalita ng
Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-855-592-7737 (TTY:711). Un interlocuteur parlant Frangais pourra
vous aider. Ce service est gratuit.

Vietnamese: Chung t6i cé dich vu thong dich mién phi dé tra 18i cadc cau hoi vé
chudng suic khoe va chudng trinh thu6c men. Néu qui vi can thong dich vién xin
goi 1-855-592-7737 (TTY:711) s& c6 nhan vién ndi ti€ng Viét giup d3 qui vi. bay
la dich vu mién phi.

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-855-592-7737 (TTY:711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.
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Korean: YAl o8 B3 & o Hyo 33k Ao g =8|ax F5 59 Au|~E
Agsta g5y =9 HH]%E o] &3ty gu 855-592-7737 (TTY: 711) Ho =
2ola FAA S ﬂ%oi = A 29 =8 AP YUY o] AujAaE FRE

+9E U

Russian: Ecnv y Bac BO3HMKHYT BOMNPOCbI OTHOCUTE/IbHO CTPaxoBOro uam
MeAMKAMEHTHOro njaHa, Bbl MOXeTe BOCMNO0/b30BaTbCs HawWmMMmM 6ecnnaTHbIMU
ycnyramm nepeBoaumkoB. HYTobbl BOCN0OAb30BaTbCS yC/yraMm rnepeBoaymka,
NO3BOHWUTE HaM No TenedoHy 1-855-592-7737 (TTY:711). BaM okaxxeT nomoLLb
COTPYAHWK, KOTOPbIA FOBOPUT NO-pyccku. [laHHaga ycnyra 6ecnnatHas.

rO*'

N

Lol 4591 Joa of sl 3o A (o1 e D ilaal) (55 il an jial) Clas 208 L5 1 Arabic
Uadd o giss . 1-855-592-7737 (TTY:711) Sle b Juai¥l (5 s e (al 5 )58 pn s Lo J seaall
ilae Lk o2 cliteLuay s yall Ganahy Le

Hindi: TR IR I1 &a1 31 101 & GR H 319 T 2t Tef & S1are o & g gHR o1

GUITRT a1l IUTs §. U U Ul B o felU, &9 §H 1-855-592-7737 (TTY:711) TR BIH
R ﬁmﬁﬁﬁﬁ%ﬁﬁhﬂw% HTUD] HEG B Yabdl 6. I8 U GUud 44l o,

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-855-592-7737 (TTY:711). Un nostro incaricato che parla
Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretacao gratuitos para responder a
qualquer questdo que tenha acerca do nosso plano de saude ou de medicacgao.
Para obter um intérprete, contacte-nos através do numero 1-855-592-7737
(TTY:711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este
servico é gratuito.

French Creole: Nou genyen sévis entépréet gratis pou reponn tout kesyon ou ta
genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon entepreét, jis
rele nou nan 1-855-592-7737 (TTY:711). Yon moun ki pale Kreyol kapab ede w.
Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystac z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwonic¢ pod numer 1-855-592-7737 (TTY:711). Ta ustuga jest bezptatna.

Japanese: 4jit DK H LR & AL IR T 7 S IcE T 5 & ’*’*F’uﬁ K2 T b

:\ﬂﬂmﬁﬁ#~EX#%0iT“?wiT WER 2 Z HAmic mu\

1-855-502-7737 (TTY:711) o B&E ¢ 72 S v, HAZ 5T A f& ﬁf‘iij%w: Lzd, =
kot — v 2Ty,
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