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

Address: Fax Number: 1-617-673-0956
Tufts Health Plan Senior Care Options

Attn: Pharmacy Utilization Management Department
1 Wellness Way

Canton, MA 02021-1166

Online Prior Authorization:
https://point32health.promptpa.com

You may also ask us for a coverage determination by phone at 1-855-670-5934, (TTY: 711) or
through our website at tuftsmedicarepreferred.org/sco.

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

\ Type of Coverage Determination Request |

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

O 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).*

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

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

O | 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).*

O 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).*
O My drug plan charged me a higher copayment for a drug than it should have.

OI 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.

[ICHECK 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.

[JREQUEST 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

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:
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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 RELAVENT 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 O0ONO
OPIOIDS — (please complete the following questions if the requested drug is an opioid)

What is the daily cumulative Morphine Equivalent Dose (MED)? l | mg/day
Are you aware of other opioid prescribers for this enrollee? OYES [CINO

If so, please explain.

Is the stated daily MED dose noted medically necessary? OYES [ONO
Would a lower total daily MED dose be insufficient to control the enrollee’s pain? OYES 0ONO
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RATIONALE FOR REQUEST

0 Alternate 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]

[0 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.

[0 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]

O 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]

O Other (explain below)

Required Explanation
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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 1-855-670-5934 (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.

www.thpmp.org/sco | 1-855-670-5934 (TTY: 711)

H8330_2022_2_C
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Multi-language Interpreter Services

English: We have free interpreter services available for people who require translation services to answer any questions
you may have about our health or drug plan. We can also give you information in English, braille, large print, or other
alternate format. Just call us at 1-855-670-5934. Someone who speaks English can help you. This is a free service.

Spanish: Contamos con servicios gratuitos de intérpretes disponibles para personas que requieren servicios de
traduccidn para responder cualquier pregunta que usted pueda tener sobre nuestro plan de salud o medicamentos.
También podemos brindarle informacién en espaiol, braille, letra grande u otro formato alternativo. Simplemente
lldmenos al 1-855-670-5934. Una persona que habla espafiol le puede ayudar. Este es un servicio gratuito.

Chinese Simplified: A 1475 ERIEAR S5 FONSR AL LIRSS, M1 ox FRATTHA £ R s 25 v Rl RO f 1
FAVERTACA TR A3, B30 KPR AL AU 2OV SR AME 2 . 1580 1-855-670-5934 X A AT, =i
HlTE NS . ARIURSS %

Chinese Traditional: i A B ERF T REBIRERELEZERT - MEHEHHEMPNREREYETE  AROZ%
EEMROBEIREAORIRE - Mt AERED Y « 37 - KEEFEMBERCEAATREEN - BEITSEE
1-855-670-5934 - EiR P XA ST LUHENE - L RRERE -

Tagalog: Mayroon kaming mga libreng serbisyo ng interpreter na magagamit ng mga taong nangangailangan ng mga
serbisyo ng pagsasalin upang masagot ang anumang maaaring tanong mo tungkol sa aming plano sa kalusugan o gamot.
Maaari din kaming magbigay sa iyo ng impormasyon na nasa Tagalog, braille, malalaking titik, o iba pang alternatibong
format. Tumawag lang sa amin sa 1-855-670-5934. Matutulungan ka ng isang taong nagsasalita ng Tagalog. Isa itong
libreng serbisyo.

French: Nous mettons des services d'interprétariat gratuits a la disposition de tous ceux qui ont besoin de services de
traduction pour répondre aux questions que vous pourriez poser sur notre régime d'assurance-maladie ou
médicaments. Nous pouvons vous fournir des informations en francais, braille, lettres majuscules, ou tout autre format.
Veuillez nous appeler au 1-855-670-5934. Une personne qui parle francgais pourra vous assister. Ce service est gratuit.

Vietnamese: Chung tdi ¢ dich vu thong dich mién phi cho ngudi can phién dich dé tra 161 bat ky cau hdi nao ma quy vi
c6 thé co vé chuong trinh bdo hiém y t& hay chuwong trinh thudc cla ching téi. Chung tdi cling ¢ thé cung cap thong tin
cho quy vi bang Tiéng Viét, chit néi braille, ban in chit I&6n, hay dinh dang thay thé khac. Quy vi chi can goi ching tbi theo
s6 1-855-670-5934. Mot ngudi ndi Tiéng Viét cé thé gilip quy vi. Day 1a dich vu mién phi.

German: Wir stellen Dolmetscherdienste kostenlos all jenen zur Verfligung, die zwecks Beantwortung ihrer Fragen zu
den fiir sie geltenden Kosteniibernahme- und Zuzahlungsregeln Ubersetzungsdienste benétigen. Zudem informieren wir
Sie bei Bedarf in Deutsch, Brailleschrift, GroRdruck oder anderen Formaten. Rufen Sie uns einfach an: 1-855-670-5934.
Hier erhalten Sie Hilfe von jemand, der Deutsch spricht. Dieser Service ist kostenlos.

Korean: H 9 MH| AT HQsH 2500 A4 U = 4F SO CHS 220 S E2|7| ?I81 &
o] o

E9Y MH|AE M3 Ct =3t A2 EE 7|EFOIN A
1-855-670-5934H O £ M3l FHA| L. ot 0| & FAISH= AEIO| =2
MH|A LT,

Al
Al
L=

2 =
2+ ASLILCL Y



Russian: Mbl npegocTtasnsem 6ecnnaTHyto ycayry yCTHOrO nepesoaa ANA Ao4en, KOTopbiM OH Heo6xoaMM, 4ToObI
OTBETUTb Ha BOMPOCHI O 340POBbE WU MJIAHE MOJTYYEHUA PeLenTypPHbIX MpenapaTtoB. Mbl TakKe MOXKeM NpeaoCcTaBUTb
BaM MHPOPMALMIO Ha PYCCKOM fA3bIKE, C UCMO/Ib30BaHMeEM WpndTa Bpanns, KpynHbim WPUPTOM MAKN B APYTrom
anbTepHatMBHoM popmare. MpocTo No3BoHMTe No Homepy 1-855-670-5934. Bam NOMOKET COTPYAHWUK, BNagetowmi
PYCCKMM A3bIKOM. 9To — becnnaTtHas ycayra.

Laall Lihad Joa el (665 38 Al gl g Lladl Lea i) cilaxs ) ¢ saling (Al (alaiS dalie dplas 3 ) 58 dea 35 Clexa Lual :Arabic
Al el Juai¥) g elle L IS AT Jaas Gt s 5l 3 S Cagpa sl al e 38 las 5f A el 48U il slaadly el 5 55 Ul Wiy 4815l
Fgilae Lasall oda e Liuay A el ARl Gaaahy el o b o oS .1-855-670-5934

Hindi: SR UTH 3 AT o foTd o I HaTl SUdsy & oI gHRT XarRd 31 &al Aol & a1k § 30 foalt o

BT IWR < & [T 3dTe Ja13h T T HdT g | §H 3! fEd, 3o, 8 fife a1 3 dofetes e g & i oMl 2

gafcr%ﬂ T §H 1-855-670-5934 TR Hid D1 | fewa SIe aTel 1s cafad 3MUD! Hag HR Udhdl § | I8 U :Y[ed Idl
|

Italian: Se occorre una traduzione, i nostri servizi di interpretariato sono disponibili gratuitamente per offrire chiarimenti
e risposte in merito al nostro piano sanitario o per i medicinali. Possiamo offrire informazioni anche in italiano, braille,
caratteri grandi o altri formati. Non esiti a chiamarci al recapito 1-855-670-5934. Una persona che parla italiano sara
pronta a offrire assistenza. Questo servizio & gratuito.

Portuguese: Temos servigos de interpretagdo gratuitos para quem necessite de servigos de tradugdo para responder a
gualquer questdo que possamos ter sobre o seu plano de saide ou medicamentacdo. Também podemos dar todas as
informacdes em Portugués, braille, letra de grande dimensdo ou formato alternativo. Basta ligar para o 1-855-670-5934.
Alguém fala Portugués e podera ajudar. E um servico gratuito.

French Creole: Nou gen sevis entepret gratis ki disponib pou moun ki bezwen sévis tradiksyon pou reponn nenpot
kesyon ou ka genyen sou plan sante oswa anrapo ak plan medikaman nou an. Nou kapab ba w enfomasyon tou nan lang
Kreyol ayisyen, bray, gwo lét, oswa ot foma. Jis rele nou nan 1-855-670-5934. Yon moun ki pale lang Kreyol ayisyen ka
ede w. Sa a se yon sevis gratis.

Polish: Osobom potrzebujgcym ttumaczenia oferujemy bezptatne ustugi ttumacza, ktéry odpowie na wszelkie pytania
zwigzane z naszym planem zdrowotnym lub dotyczacym lekéw. Mozemy réwniez udzieli¢ informacji w jezyku polskim,
alfabecie Braille'a, duzym druku lub innym alternatywnym formacie. Wystarczy zadzwoni¢ pod numer 1-855-670-5934.
Ktos mowigcy w jezyku polskim moze Ci pomdc. Jest to ustuga bezptatna.

Japanese: FAT-L DEBRPLEERZDHEICET S5, EQOXSILGERBICLEEAT S0, BIRY—EXDNBE
BHEDE=HDEMBRY—EXZRELTVEYT, FHIE. BRE. AF. KEF. TOMOKERXTE

IRMEFIAETY . 1-855-670-5934 [THBFEL S\, BAERIGCTEFELWELEY, ChIFEMDY—ER
T,

Khmer: DS SIUNAYHAUS U U SN WSS SSIgoEUgs IRuEimiuhsgusijy
IEHISWMIMMBWIKUHAMGES SiIfsHsSHspHgaemn yBusiunuing
IDHAMGRUNSHASIISISMMaN 181 HAJUEUNSAMITES HEpPNUS
ymspwagisigpus)amsnnine msiswngiugusitiRmuyiug 1-855-670-5934 4
HETZUSUNWMaN 121 MORWHSTSY ISiMIuNAYESAsIgisins

Laotian: wWonNcS25m9W03NIWVIBWIFTIWSH S W FISLEHTEINIVNIVVSNIVNIVECVWITI CHBOBLHMIVLBVIVSIO
2:5130HVY2HWIL B CBLNIVEIZOIWONCSI. WoNcSISIFWILIIVCTVLZYLILWIFIDID, Gov S, NGB
2008 § SVCLLBLY. WINCVMIWONCEIT 1-855-670-5934. HLHICAIWITINIO FIVIOFOBWIVIS,
DecSLMVOSNILWS.
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