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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:
Medicare Part D
Prior Authorization Department 1-877-941-0480

P.O. Box 419069
Rancho Cordova, CA 95741

You may also ask us for a coverage determination by phone at 1-866-896-1844 or through our
website at mmp.superiorhealthplan.com. TTY users 711. Hours are from 8 a.m. to 8 p.m.
Monday through Friday. After hours, on weekends and on holidays, you may be asked to leave
a message. Your call will be returned within the next business day.

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 Number

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 O OO0 OO0

O
O

Ineedadrugthatisnotonthe plan’slistof covered drugs (formulary exception).*

| 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).*
Irequestpriorauthorizationforthedrug my prescriberhasprescribed.*
Irequestanexceptiontotherequirementthatltryanotherdrugbefore I getthe drug

my prescriber prescribed (formulary exception).*

| 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).*
Mydrugplanchargesahighercopaymentforthedrugmyprescriber prescribedthanit
chargesforanotherdrugthattreats my condition,and | wantto paythe lower

copayment (tiering exception).*

Ilhave beenusingadrugthatwas previouslyincluded onalower copaymenttier, butis

being movedtoorwasmovedtoahighercopaymenttier(tieringexception).*

Mydrug plan charged me ahigher copaymentforadrugthanitshould have.

Iwantto be reimbursedforacovered 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.
[0 CHECK 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.
[0 REQUEST 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 Ro‘ute of Administration:  Frequency:

New Prescription OR | ate Expected Lengt In of Therapy: Quantity:
| herapy Initateq:

Height/Weight: Drug Allergies: Diagnosis:

Rationale for Request
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[ 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)]

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

O Medicalneedfordifferentdosageformand/or higherdosage [Specify below:(1)
Dosage form(s)and/ordosage(s)tried;(2)explain medicalreason]

O 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]

[0 Other (explainbelow) Required Explanation:

Superior HealthPlan STAR+PLUS Medicare-Medicaid Plan (MMP) is a health plan that contracts with both
Medicare and Texas Medicaid to provide benefits of both programs to enrollees.
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Statement of Non-Discrimination

Superior HealthPlan (Superior) STAR+PLUS Medicare-Medicaid Plan (MMP) complies with applicable federal
civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.
Superior STAR+PLUS MMP does not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex.

Superior STAR+PLUS MMP:

Provides free aids and services to people with disabilities to communicate effectively with us, such as
qualified siTgn language interpreters and written information in other formats (large print, 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 Superior STAR+PLUS MMP’s Member Services at 1-866-896-1844 (TTY: 711)
from 8 a.m. to 8 p.m., Monday through Friday. After hours, on weekends and on holidays, you may be asked to
leave a message. Your call will be returned within the next business day. The call is free.

If you believe that Superior STAR+PLUS MMP 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 above and telling them you need help filing a grievance; Superior STAR+PLUS MMP’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.qov/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, (TDD: 1-800-537-7697)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Declaracion de no discriminacion

Superior HealthPlan (Superior) STAR+PLUS Medicare-Medicaid Plan (MMP) cumple con las leyes federales de
derechos civiles aplicables y no discrimina por cuestiones de raza, color, nacionalidad, edad, discapacidad o
sexo. Superior STAR+PLUS MMP no excluye a ninguna persona ni la trata de manera diferente por motivos de
raza, color, nacionalidad, edad, discapacidad o sexo.

Superior STAR+PLUS MMP:
- Brinda asistencia y servicios gratis a las personas con discapacidades para que puedan comunicarse de

manera eficaz con nosotros como, por ejemplo, intérpretes de lenguaje de sefias calificados e informacion
escrita en otros formatos (letra grande, #ormatos electronicos accesibles y otros formatos).

- Brinda servicios lingliisticos gratis a aquellas personas cuya lengua materna no es el inglés, como
intérpretes calificados e informacion escrita en otros idiomas.

Si necesita estos servicios, pongase en contacto con Servicios para afiliados de Superior STAR+PLUS MMP al
1-866-896-1844 (los usuarios de TTY deben llamar al 717) de 8 a. m. a 8 p. m., de lunes a viernes. Luego del
horario de atencion, los fines de semana y los dias feriados, es posible que se le pida que deje un mensaje. Le
devolveremos la llamada el proximo dia habil. La llamada es gratuita.

Si usted considera que Superior STAR+PLUS MMP no le ha brindado estos servicios o lo ha discriminado de
alguna otra manera debido a su raza, color, nacionalidad, edad, discapacidad o sexo, puede presentar un
reclamo llamando al nimero que aparece arriba e informando que necesita ayuda para presentar el reclamo;
el Departamento de Servicios para afiliados de Superior STAR+PLUS MMP esta disponible para ayudarlo.

También puede presentar una queja sobre derechos civiles ante la Oficina de Derechos Civiles del
Departamento de Salud y Servicios Sociales de los EE. UU. de manera electronica a través del Office for Civil
Rights Complaint Portal (Portal de quejas de la Oficina de Derechos Civiles) disponible en
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, o bien, por correo electrénico o a los teléfonos que figuran a
continuacion:

U.S. Department of Health and Human Services,
200 Independence Avenue SW., Room 509F,
HHH Building, Washington, DC 20201,
1-800-368-1019, (TDD: 1-800-537-7697)
Los formularios de quejas se encuentran disponibles en http.//www.hhs.qgov/ocr/office/file/index.html.
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ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de

SPANISH: * asistencia lingiiistica. Llame al 1-866-896-1844 (TTY: 711).

CHU Y: Néu ban néi Tiéng Viét, co cac dich vu hd tr' ngdn ngtr mién phi danh
VIETNAMESE:  cho ban. Goisb 1-866-896-1844 (TTY: 711).

R REEAERE T A LIRS S RIS - 5EEE 1-866-896-1844

CHINESE:  (11v: 711).
KOREAN: =9 B2 E AIEStAlE 22, 2 NI MHIASE R22 0186t = JASLICH
) 1-866-896-1844 (TTY: 711) H2 2 H3toll FAAIL.
ARABIC: A Jaail laally el 80 65 4 gl sae bl cilaad 8 Al SO Caaai cu€ 1Y) ik sale
' (711 Sl aall Caila &8 5) 1-866-896-1844
URDU: L G Al e Caie iledd (S0 S ol Sl s eon e sl @l KIela s
' 1-866-896-1844 (TTY: 711). LS
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga
TAGALOG: serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-866-896-1844
(TTY: 711).
FRENCH: ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont
' proposés gratuitement. Appelez le 1-866-896-1844 (ATS : 711).
HINDL: et & a1t oy (S]] averar € |1 ok forw ot # AT EETHaT A0 3uerey 2
' 1-866-896-1844 (TTY : 711) 9T &idt &7
PERSIAN/ ) OBl Sy e () Dbt (S o KK b (L) 4 R A g
FARSI: 8 el 1-866-896-1844 (TTY = 711) b 23L e aal ji Ll
GERMAN: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
' Hilfsdienstleistungen zur Verfigung. Rufnummer: 1-866-896-1844 (TTY: 711).
YAoll: % i Al ol &, cll [A:94es MMl Ul A dAHIRL HIR
GUJARATI:
Guaou B. $lol 52A 1-866-896-1844 (TTY: 711).
BHUMAHMUE: Ecau BbI roBOpHUTE Ha PYCCKOM SI3BIKE, TO BaM JOCTYITHBI O€CTIaTHBIE
RUSSIAN:

yeayru rnepeBoja. 3sonute 1-866-896-1844 (reneraiim: 711).

EEEE: AXEZESINDBE. BHOSEIEE CHAVEETET,
JAPANESE:  1.866-896-1844 (TTY: 711) £T. BEFITTITEE LS,

EUOQ?U T]?O? U)?DCO?&)")%? D90, D’)‘)DUQT)‘)DQOE)CU)@O‘)D&)?S")

LAOTIAN: Yo e, covdwenldvn. TS 1-866-896-1844 (TTY: 711).
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