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

Address: Fax Number:
OptumRx 1-844-403-1028
Prior Authorization Department

P.O. Box 25183

Santa Ana, CA 92799

You may also ask us for a coverage determination by phone or through our website. Call 1-888-645-6025, TTY
711. We are available: October 1 - March 31, Customer Service hours are 8 a.m. - 8 p.m., seven days a week;
April 1 - September 30, Customer Service hours are 8 a.m. - 8 p.m., Monday - Friday. Our website is
www.scbhluesmedadvantage.com.

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

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.

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



http://www.scbluesmedadvantage.com/

Type of Coverage Determination Request

[J 1 need a drug that is not on the plan’s list of covered drugs (formulary exception). *

I 1 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). *

I 1 request prior authorization for the drug my prescriber has prescribed. *

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

I I request an exception to the plan’s limit on the number of pills (quantity limit) I can receive so that | can
get the number of pills my prescriber prescribed (formulary exception). *

[ 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 1 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). *

[0 My drug plan charged me a higher copayment for a drug than it should have.
11 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.

[IREQUEST FOR EXPEDITED REVIEW: By checking this box and signing below, I 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:
New Prescription OR Date Therapy | Expected Length of Therapy: Quantity:
Initiated:

Height/Weight: Drug Allergies: Diagnosis:

Rationale for Request

L] 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)]

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

[ ] Medical need for different dosage form and/or higher dosage [Specify below: (1) Dosage form(s)
and/or dosage(s) tried; (2) explain medical reason]

[ ] 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]

L1 Other (explain below)
Required Explanation




Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity,
sexual orientation or health status in our health plans, when we enroll members or provide benefits.

If you or someone you’re assisting is disabled and needs interpretation assistance, help is available at the
contact number posted on our website or listed in the materials included with this notice.

Free language interpretation support is available for those who cannot read or speak English by calling
one of the appropriate numbers listed below.

If you think we have not provided these services or have discriminated in any way, you can file a
grievance online at contact@hcrcompliance.com or by calling our Compliance area at 1-800-832-9686 or
the U.S. Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or 1-800-
537-7697 (TDD).

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de este plan de salud, tiene derecho a
obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-844-396-
0183. (Spanish)

MRE HIBEEEZMNER, FERANREGTZSSFEMMEE CHEEFRELLIENEEFIITEBTNR
B, A—IFIES, BIBEE (EHEAST 1-844-396-0188, (Chinese)

Né&u quy vi, hodc la ngudi ma quy vi dang gilp d&, cd nhitng cdu hoi quan tdm vé chuong trinh strc khde nay, quy
vi s& duoc giup dé vdi cac thong tin bang ngdn nglt cia quy vi mién phi. D& néi chuyén véi mot théng dich vién,
xin goi 1-844-389-4838 (Vietnamese)

0| /S Al 1-844-396-0187 2 QI FAA|Q. F5tol HIE

HEQio| 8t=0{2 EAEEILICH PC BZX (Korean)

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa planong pangkalusugang ito, may
karapatan ka na makakuha ng tulong at impormasyon sa iyong wika nang walang gastos. Upang makausap ang
isang tagasalin, tumawag sa 1-844-389-4839 . (Tagalog)

Ecaun y Bac namn anua, KOTOpomy Bbl MOMOraeTe, MMelTCA BOMPOCHI N0 NoBoAy Balero naaHa MeAnLMHCKOro
o6cnyKuBaHua, To Bbl MmeeTe NpaBo Ha BecniaTtHoe NoayYeHne NoOMOLWM M MHPOPMaLLMM Ha PYCCKOM A3bike. s
pa3roBopa c nepeBoAYMKOM No3BOHUTe no TenedpoHy 1-844-389-4840. (Russian)

uu)u\}bicw\ lec d}mﬂ\ uﬁéﬂ\ &ﬂ:\ﬂﬂ 0la M\&Aua‘}m;.\:\llmi aJ&:L.ﬁuaA.ﬁ:‘_gﬂji &ﬂgﬂ ol
(Arabic) 1-844-396-0189 « Juail an yia ge Caaaill AdISE ) () 93 (pa liady &y ) 9 )




Si ou menm oswa yon moun w ap ede gen kesyon konsénan plan sante sa a, se dwa w pou resevwa
asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avék yon
enteprét, rele nan 1-844-398-6232. (French/Haitian Creole)

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de ce plan médical, vous avez le
droit d'obtenir de I'aide et I'information dans votre langue a aucun co(t. Pour parler a un interpréte, appelez
1-844-396-0190 . (French)

Jesli Ty lub osoba, ktérej pomagasz, macie pytania odnosnie planu ubezpieczenia zdrowotnego, masz prawo do
uzyskania bezptatnej informacji i pomocy we wtasnym jezyku. Aby porozmawiac z ttumaczem, zadzwon pod
numer 1-844-396-0186. (Polish)

Se vocé, ou alguém a quem vocé estd ajudando, tem perguntas sobre este plano de saude, vocé tem o direito de
obter ajuda e informacdo em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-844-396-0182.
(Portuguese)

Se tu o qualcuno che stai aiutando avete domande su questo piano sanitario, hai il diritto di ottenere aiuto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-844-396-0184.
(Italian)

B, TEHLEELBHEFEZSINTWEIADL., COBEERRICODWVTIERNASTNWELZSL, &
FEDERBTYHR—FZ2FY, BREAFLEYVTLHIENATEET, HEEIHLMYFELA, ER
EBEINBHIGE. 1-844-396-0185 FTHBEIEC =LV,  (Japanese)

Falls Sie oder jemand, dem Sie helfen, Fragen zu diesem Krankenversicherungsplan haben bzw. hat, haben Sie das
Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen,
rufen Sie bitte die Nummer 1-844-396-0191 an. (German)

bl sl o2l soo by oo YT Ew LS 0 SaS gl 4y 48 sod Lo Led S
OS2y Lsb 4o 1) 23 Olo) 4o Oledbl 5 SeS 45 Loyl Ty ol G bl 48l
Juol> wlas 1-844-398-6233  soyled Ly Libd ¢p>jbn Ly 5048 cumo oy - auiS adlaye
(Persian-Farsi) . 1 los
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