TUFTS

Health Plan

Hepatitis C Medication Request Form

Today’sdate [/ [

To submit online, visit point32health.promptpa.com or send via mail to Tufts Health Plan, 1 Wellness Way,
Canton, MA 02021-1166, Attn: Pharmacy Utilization Management Department.

THIS FORM CAN BE USED FOR THE FOLLOWING PLANS AND PRODUCTS:

Fax to 617.673.0956:

[] Tufts Health Plan Medicare Preferred
[] Tufts Health Plan Senior Care Options
[] Tufts Health One Care

Member Information

Last name: First name:

Member ID#: Member DOB:

Prescriber Information

Prescribing Clinician: Phone #:

Specialty (required): Secure Fax #:

NPI #: DEA/xDEA:
Prescriber Point of Contact Name (POC) (if different than provider):

POC Phone #: ‘ POC Secure Fax #:

Medication Information

Requested drug(s):

O Harvoni O Viekira Pak [ Viekira XR [ Epclusa [ Sovaldi O Technivie O Vosevi [ Mavyret
O Zepatier [ Daklinza O Ribavirin (generic) O Ribavirin (Brand) O Other:

Dose(s): Requested Duration of Treatment: weeks
Type of therapy: O Initial O Continuation - weeks remaining: Anticipated start date:
Clinical Information
Diagnosis:
O B18.2 Hepatitis C (chronic) HCV Genotype: O01a O1b O2 O3 0O4 0O5 0O6

Stage of Hepatic Fibrosis: OF0 OF1 OF2 OF3 OF4

For members with early stage liver disease (Metavir Score FO-F2), please describe the medical necessity for requesting treatment at

this time:
Is the medication prescribed by a gastroenterologist, infectious disease specialist, or hepatologist? O Yes O No
Was the staging of hepatic fibrosis performed by a specialist through one of the following? O Yes O No
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Please check all that apply and attach documentation including medical records and results of diagnostic
tests:

O Liver biopsy confirming METAVIR score O Transient elastography (Fibroscan) score

O Fibrotest (FibroSURE) score of greater O Radiological imaging

O APRI score

O Physical findings or clinical evidence consistent with cirrhosis as attested by the prescriber

Is there documented evidence of chronic liver disease, or in the absence of chronic liver disease, serologic

evidence of persistent infection for at least six months? L'yes L No
Does the patient have HIV coinfection? O Yes O No
Has Hepatitis B screening been performed? O Yes O No
If patient has active Hepatitis B infection, has the risk of Hepatitis B reactivation been assessed?
Caution: FDA has warned about the risk of Hepatitis B reactivating in some patient treated with direct O Yes 0 No
acting antiviral agents for Hepatitis C. AASLD recommends treating Hepatitis B
concurrently or prior to Hepatitis C treatment.

Does the patient have severe renal impairment or end-stage renal disease, or require dialysis?

Confirm the patient’s GFRrange: 0 0-14 O 15-29 0O>/=30 OYes | ONo
Has the patient been previously treated for Hepatitis C and failed treatment?

If yes, when? What treatment(s)?
Response to treatment: [ Relapsed [ Partial response O Yes OO No

0 Null response (< 2 log reduction in HCV RNA at week 12) [0 Did not complete

Adverse reaction? O Yes O No
HCV RNA levels:

Baseline within 6 months of beginning treatment (required): IU/mL Date of lab work:
Post-therapy

12 weeks after completion of treatment: IU/mL Date of lab work:

Has there been confirmation that the patient does not have a genotype 1a with NS3 Q80K
polymorphism? (Olysio only) L Unknown | O Yes L No
Has there been confirmation that the patient does not have a genotype 1a with a baseline
NS5A polymorphism? (Zepatier only) L Unknown | O Yes L No
Will hepatic laboratory testing be performed prior to therapy, at treatment week 8, and as clinically
indicated? OYes | ONo
Does the patient have a diagnosis of hepatocellular carcinoma that meets Milan criteria? O Yes O No

If the patient require a dosage form other than ribavirin 200mg capsules or tablets, document clinical reason and provide dosage

form.
Dosage form:

Clinical reason:

Are any of the following statements true?
[ Patient is pregnant or is planning to become pregnant within 6 months after completion of treatment

O Patient is male with a female partner who is pregnant or is planning to become pregnant within 6 months after completion

of
treatment

O None of the above
Is the member currently awaiting a liver transplant? O Yes O No
Does the member have cirrhosis? If yes, please choose one:

O Compensated (Child-Turcotte-Pugh Class A; no major complication of cirrhosis) OYes | ONo

O Decompensated (Child-Turcotte-Pugh Class B or C)
Is the patient being managed in a liver transplant center? OYes | ONo
Is the member actively participating in illicit substance abuse or alcohol abuse? OYes [ ONo
Is there documented attestation that the member has been assessed for potential nonadherence? OYes | ONo
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Is the member is receiving substance or alcohol abuse counseling services or seeing an addiction specialistas | O Yes | O No
an adjunct to HCV treatment?
Has a treatment plan been developed and discussed with the patient? OYes [ ONo
Did the prescriber identify any potential issues with adherence?

If yes, please describe: O Yes | ONo
Have drug interactions been reviewed and evaluated? OYes | ONo

THIS SECTION APPLIES TO TUFTS HEALTH PLAN MEDICARE PREFERRED, TUFTS HEALTH PLAN SENIOR
CARE OPTIONS and TUFTS HEALTH One Care only.

Does this member reside in long-term care? [ ]Yes []No

Is the member enrolled in Hospice? []Yes []No If no, disenrollment date:

Is the drug related to the terminal illness or related conditions? [ ] Yes []No

Provide an explanation of why the drug being prescribed is unrelated to the terminal illness/related conditions:

Is this a request for a formulary tier exception (the member’s drug plan charges a higher copayment for the drug prescribed
than it charges for another drug that treats the condition, and I want to pay the lower copayment - excludes nonformulary
drugs and drugs on the specialty tier)? [] Yes* []No

*|f yes, a supporting statement from the prescribing physician is required. Please specify the request: (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

By checking the following box, I certify that applying the standard review time frame may seriously jeopardize my patient’s
life, health, or ability to attain, maintain, or regain maximum function. O Request for expedited review

I certify that the information provided is accurate and complete to the best of my knowledge, and I understand that any falsification,
omission, or concealment of material fact may subject me to civil or criminal liability.

Prescriber signature (STAMP NOT ACCEPTED) Date
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i TUFTS

Health Plan

Tufts Health Plan complies with applicable Federal civil rights laws and does not discriminate on the

basis of race, color, national origin, age, disability, sex, sexual orientation, or gender identity.

Tufts Health Plan:
* Provides free aids and services to people with disabilities to communicate effectively with us, such as:
— 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 Tufts Health Plan at
1-800-701-9000 (HMO)/1-866-623-0172 (PPO)/(TTY: 711).

If you believe that Tufts Health Plan has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, sex, sexual orientation, or gender identity, you can file a

grievance with:

Tufts Health Plan, Attention:

Civil Rights Coordinator, Legal Dept.

1 Wellness Way, Canton, MA 02021

Phone: 1-888-880-8699 ext. 48000, (TTY: 711)
Fax: 1-617-972-9048

Email: OCRCoordinator@point32health.org

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the

Tufts Health Plan Civil Rights Coordinator 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, D.C. 20201
1-800-368-1019 (TDD: 1-800-537-7697)

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

thpmp.org | 1-800-701-9000 (HMO)/1-866-623-0172 (PPO) /(TTY: 711)
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ir TUFTS

Health Plan

a Point32Health company

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 1-800-701-9000
(HMO/PDP)/1-866-623-0172 (PPO). Someone who speaks English 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 1-800-701-9000 (HMO/PDP)/1-866-623-0172 (PPO).
Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: IR ZFBNEFRSS , BEEREX TERIIAVRRHECLE 0, WMRE
FEWIFIRS , 5= 1-800-701-9000 (HMO/PDP)/1-866-623-0172 (PPO). I+ T
EARBRRERBYE, X2—IRTERS.

Chinese Cantonese: ¥ HMNVREREREYRIBATEEEERRE , ALtERMREREENTZE RE. W
EWZERTY , 5EE 1-800-701-9000 (HMO/PDP)/1-866-623-0172 (PPO). HZMEFTNHAE
GEE ARIBEER), E 2—IESEBRE.

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 1-800-701-9000
(HMO/PDP)/1-866-623-0172 (PPO). 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 1-800-701-9000
(HMO/PDP)/1-866-623-0172 (PPO). Un interlocuteur parlant Francgais pourra vous aider.
Ce service est gratuit.

Vietnamese: Chulng tdi cé dich vu thdng dich mién phi dé tra I8i cadc cau hdi vé chuong
stfc khoe va chudng trinh thuéc men. Néu qui vi can thong dich vién xin goi 1-800-701-
9000 (HMO/PDP)/1-866-623-0172 (PPO) s& c6 nhan vién ndi ti€ng Viét giup d& 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 1-800-701-
9000 (HMO/PDP)/1-866-623-0172 (PPO). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.



20| 2ot 20 gl Ee[2kt B2 89 MH[AE
H&stn JAELICH S MHAE 0|835t2{™ 3t 1-800-701-9000 (HMO/PDP)/1-866-623-
0172 (PPO)H2E Zo|8| FHA|R. S0 E St= HYAZF =oF EE AYL|CE O] MH|AE
FEE 2FEULCL

Russian: Ecnu y Bac BO3HMKHYT BONPOCbl OTHOCUTE/IbHO CTPaxoBOro unm
MeANKaMEHTHOro nnaHa, Bbl MOXETe BOCMNO/Ib30BaTbCA HalMMmM 6ecnnaTHbIMM yCyramu
nepeBoAYMKOB. YT06bl BOCNONb30BATLCS YC/lyraMm nepeBoaumKa, no3BOHUTE HaM Mo
TenedoHy 1-800-701-9000 (HMO/PDP)/1-866-623-0172 (PPO). Bam oKaxeT NomMoLb
COTPYAHMK, KOTOPbI FOBOPUT NO-pyCccku. [aHHasa ycnyra 6ecnnaTtHas.

Arabic: s ansie o Jsanll Lual 45509 Joaa ol daially gl Al o g AU dglaall o5l aa yial) cilead s L)
e Uy Juai¥l s g e ad 1-800-701-9000 (HMO/PDP)/1-866-623-0172 (PPO) Ayl ot Le i s
il derd oy cline Liaas

Hindi: §HIR WA 1 &dl &1 AIei1 & SR § 310 fobit Hi 7%l o wrae & ob oy §HR U Yo
ST JaTd IUa §. T gHITT UTd %A & foIe, 99 89 1-800-701-9000 (HMO/PDP)/1-866-623-
0172 (PPO) TR I ®X. HIs fad ol fe! aiddl g ATUD! HEE B Thdl §. T8 U Jud JdT 6.

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 1-800-701-9000 (HMO/PDP)/1-866-623-0172 (PPO). Un nostro incaricato che
parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servicos de interpretacao gratuitos para responder a qualquer
questdo que tenha acerca do nosso plano de saude ou de medicacao. Para obter um
intérprete, contacte-nos através do nimero 1-800-701-9000 (HMO/PDP)/1-866-623-
0172 (PPO). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este
servigo é gratuito.

French Creole: Nou genyen sévis entepret gratis pou reponn tout kesyon ou ta genyen
konsénan plan medikal oswa dwog nou an. Pou jwenn yon entepreét, jis rele nou nan 1-
800-701-9000 (HMO/PDP)/1-866-623-0172 (PPO). 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
skorzysta¢ z pomocy tltumacza znajacego jezyk polski, nalezy zadzwoni¢ pod numer 1-
800-701-9000 (HMO/PDP)/1-866-623-0172 (PPO). Ta ustuga jest bezptatna.

Japanese: Yt DRFERBERIREERLAFET SV CEATACEBRCEZZT ALY L. BEBEO
BRY—E2HMHVFEIINET, BRRECHGICE A, 1-800-701-9000 (HMO/PDP)/1-
866-623-0172 (PPO)IC HEREC L&V, ARFBEFEIAENZENCLET., ChFERDT—
F2TY,
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