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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 1-877-941-0480
Prior Authorization Department

P.O. Box 419069

Rancho Cordova, CA 95741

You may also ask us for a coverage determination by phone at 1-866-896-1844 (TTY: 711) or
through our website at mmp.SuperiorHealthPlan.com. Member Services 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 #

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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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
(1-800-633-4227) (TTY: 1-877-486-2048), 24 hours a day, 7 days a week.

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.*

[JI 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)? [ Jmog/day

Are you aware of other opioid prescribers for this enrollee? OYES 0ONO
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

[ORequest 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

[IOther (explain below)

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.

ATTENTION: If you do not speak English, language assistance services, free of charge, are available to
you. Call 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.

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiistica. Llame al
1-866-896-1844 (TTY: 711) de 8 a. m. a 8 p. m., lunes a viernes. Después de horas habiles, los fines de
semana y los dias festivos, es posible que se le pida que deje un mensaje. Le devolveremos la llamada el
préximo dia habil. La llamada es gratuita.
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Statement of Non-Discrimination

Superior HealthPlan (Superiog 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 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 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.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, (TDD: 1-800-537-7697)

Complaint forms are available at hitp://www.hhs.gov/ocr/office/file/index.htiml.

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:

- Proporciona servicios y dispositivos gratuitos a persenas con discapacidades para que se comuniguen
eficazmente con nosotros, comao interpretes calificados de lengua de sefias e informacion escrita en otros
formatos (letra grande, audio, formatos electrénicos accesibles y otros formatos).

- Brinda servicios linglisticos gratis a aguellas personas cuya lengua materna no es el inglés, como
intérpretes calificados e informacién escrita en otros idiomas.

Si necesita estos servicios, pdngase en contacto con Servicios para afiliados de Superior STAR+PLUS MMP al
1-866-896-1844 (los usuarios de TTY deben llamar al 7119 de8a. m.a8p. m., lunes a viernes. Después de horas
habiles, los fines de semana {)los dias festivos, es posible que se le pida que deje un mensaje. Le devolveremos
su llamada el préximo dia habil. La llamada es gratuita.

Siusted considera que Superior STAR+PLUS MMP ng 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 gue necesita ayuda para presentar el reclamo;
el Departamento de Servicios para afiliados de Superior STAR+PLUS MMP esta disponible para ayudarlo.
También puedeJaresentar una gueja sobre derechos civiles ante la Oficina de Derechos Civiles del .
Departamento de Salud y Servicios Sociales de los EE. UU. de manera electrénica a traves 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 electrdnico 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.gov/ocr/office/file/index.html.
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Language assistance services, auxiliary aids and services,

ENGLISH: and other alternative formats are available to you free of

charge. To obtain this, call 1-866-896-1844 (TTY: 711).

SPANISH:

Tiene a su disposicion sin costo alguno servicios de
ayuda con el idioma, servicios y dispositivos auxiliares,
y otros formatos alternativos. Para obtenerlos, llame al
1-866-896-1844 (TTY: 711).

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia

SPANISH: *jinguistica. Llame al 1-866-896-1844 (TTY: 711).
CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vy hé trg ngdn ng» mién phi danh cho ban.
VIETNAMESE: 4 s6 1-866-896-1844 (TTY: 711).
CHINESE: R ORGERER T R e EREET R - FEE 1-866-896-1844 (TTY: 711) .
KOREAN: FoI BIUHE METIAIE 2. 2 A& HAHIASE 222 0[5t = UsLICH
) 1-866-896-1844 (TTY: 711) H2 2 &M ato FLAI2.
ARABIC: 0) 1-866-896-1844 4 5 Juat | Glaally ll i 655 4y ool Bae Lindll il 1 cdall) SH uaams i€ 1Y 4k gals
' (711 S aall aila
URDU- QS DS L G e (pe e claad (S e S o) Sl g e sl G B e
' 1-866-896-1844 (TTY: 711).
TAGALOG: PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng
) tulong sa wika nang walang bayad. Tumawag sa 1-866-896-1844 (TTY: 711).
ERENCH: ATTENTION : Sivous parlez frangais, des services d'aide linguistique vous sont proposés
) gratuitement. Appelez le 1-866-896-1844 (ATS : 711).
INDL ST & ATS AT (Gal Arerd & A7 s Fore e § ST9T FETaT 4470 3y §1 1-866-896-1844
' (TTY : 711) 7% FiT F3
PERSIAN/ 2 art Ll gl B0l ) &) sean (AL ) OObpud (IS e SIS Ll Gl SHdagd
FARSI: A e (wlad 1-866-896-1844 (TTY : 711) L .adb
GERMAN: ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche

Hilfsdienstleistungen zur Verfligung. Rufnummer: 1-866-896-1844 (TTY: 711).
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TEXAS A_Medicaid
PLAN

Your Health Plan % Your Cholcs

superior
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YUll: ¥l dR Al dledl &, Al [A:9e5 el Asla Acllall dHIRL HIZ2 GUuHst 8. Flot

GUJARATI:

52 1-866-896-1844 (TTY: 711).

BHUMAHME: Eciu Bbl roBOpHTE HA PYCCKOM SI3BIKE, TO BaM JIOCTYIHBI OecnaTHbIe YCIYTH
RUSSIAN: nieperojia. 3eouute 1-866-896-1844 (reneraiin: 711).

FESHE: HAZZHESIIES. BHOSEXEEZ AW EYT . 1-866-896-1844
JAPANESE:  (TTY: 711) £¢. SBHEICTIER (TS,
L AOTIAN: TU09L: 1209 VIVCEIWITI 290, NIVVINIVYOBCTIDOIVWITI, YoudicHyen.

cclnBwonlvven. tns 1-866-896-1844 (TTY: 711).
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