REQUEST FOR MEDICARE PRESCRIPTION DRUG COVERAGE DETERMINATION

This form may be sent to us by mail or fax:

Address: Fax Number:
Blue Cross Medicare Advantage (PPO) 1-800-693-6703
Attn: Medicare D Clinical Review

2900 Ames Crossing Road

Eagan, MN 55121

You may also ask us for a coverage determination by phone at 1-800-490-1251 (TTY: 711), 24 hoursa
day, 7 daysaweek, or through our website at www.bluecrossmn.com.

Who May Make a Request: Your prescriber may ask us for a coverage determination on your
behalf. If you wantanother 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, 24 hours a day/7days a week.
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http:www.bluecrossmn.com

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

Type of Coverage Determination Request |

[0 I need adrugthatis noton 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 I request prior authorization for the drug my prescriber has prescribed.*

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

O 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).*

0 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).*

O 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.
OJ1 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 harmyour health, we will automatically give
you a decision within 24 hours. If you do not obtain your prescriber'ssupport 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.

OCHECK THISBOX 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.

OREQUEST 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:

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 drug and ICD-10 Code(s)
corresponding 1CD-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 druq)

DRUGS TRIED DATES of Drug Trials |RESULTS of previous drug trials
(if quantity limitis 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 0ONO
Any concern fora DRUG INTERACTION with the addition of the requested drug to the enrollee’s current
drug regimen? OYES 0ONO

If the answer to either of the questionsnoted 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)? mg/day

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

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

O 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

Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the
Blue Cross and Blue Shield Association.



) BlueCross
‘{3 A -
"’”a ' ﬁ BlueShield
NOTICE OF NONDISCRIMINATION PRACTICES Minnesota
Effective July 18, 2016

Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable
Federal civil rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, or gender. Blue Cross does not exclude people or treat them differently because
of race, color, national origin, age, disability, or gender.

Blue Cross provides resources to access information in alternative formats and languages:

o Auxiliary aids and services, such as qualified interpreters and written information
available in other formats, are available free of charge to people with disabilities to assist
in communicating with us.

e Language services, such as qualified interpreters and information written in other
languages, are available free of charge to people whose primary language is not English.

If you need these services, contact us at 1-800-382-2000 or by using the telephone number on
the back of your member identification card. TTY users call 711.

If you believe that Blue Cross has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, or gender, you can file a
grievance with the Nondiscrimination Civil Rights Coordinator
e by email at: Civil.Rights.Coord@bluecrossmn.com
¢ by mail at: Nondiscrimination Civil Rights Coordinator
Blue Cross and Blue Shield of Minnesota and Blue Plus
M495
PO Box 64560
Eagan, MN 55164-0560
e or by phone at: 1-800-509-5312

Grievance forms are available by contacting us at the contacts listed above, by calling
1-800-382-2000 or by using the telephone number on the back of your member identification
card. TTY users call 711. If you need help filing a grievance, assistance is available by
contacting us at the numbers listed above.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights

o electronically through the Office for Civil Rights Complaint Portal, available at:
hitps://ocrportal.hhs.gov/ocr/portal/lobby .jsf

e by phone at:
1-800-368-1019 or 1-800-537-7697 (TDD)

e or by mail at:
U.S. Department of Health and Human Services
200 Independence Avenue SW
Room 508F
HHH Building
Washington, DC 20201

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the Blue Cross and Blue Shield Association.
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This information is available in other languages. Free language assistance services are available by
calling the toll free number below. For TTY, call 711.

Si habla espaniol, tiene a su disposicion servicios gratuitos de asistencia con el idioma. Llame al
1-855-903-2583. Para TTY, llame al 711.

Yog tias koj hais lus Hmoob, muaj kev pab txhais lus pub dawb rau koj. Hu rau 1-800-793-6931.
Rau TTY, hu rau 711.

Haddii aad ku hadasho Soomaali, adigu waxaad heli kartaa caawimo lugad lacag la'aan ah.
Wac 1-866-251-6736. Markay tahay dad maqalku ku adag yahay (TTY), wac 711.

§@ﬁmmlmpj®:ﬂ8@ - ooﬁoomﬁ?mtﬂgooﬁemnmmmwﬁ?ﬁm o3 1-866-251-6744 co1 TTY
8%, o3: 711 ooooﬁ

G.A.J\ il 1-866-569-9123 raﬁ‘)n_i Jail aladll M}zﬂ\ pae Leall ciland Sl Py A_ufj\ Eaaty S )
711 a8 00 Jeail

Néu quy vi néi Tiéng Viét, c6 s8n cac dich vu hd tro ngdn nglr mién phi cho quy vi. Goi sé
1-855-315-4015. Nguw&i dung TTY xin goi 711.

Afaan Oromoo dubbattu yoo ta’e, tajaajila gargaarsa afaan hiikuu kaffaltii malee. Argachuuf
1-855-315-4016 bilbilaa. TTY dhaaf, 711 bilbilaa.

MRERBP , BMTUBERUEENE S HERE, FRIT 1-855-315-4017, HEEEER
(TTY), naﬁéﬂ 711,

Ecnn Bbl rosopute no-pycckn, Bel MoxxeTe Bocnone3osaTeca 6ecnnatHbiMn ycnyramm
nepesoaumka. 3soHuTe 1-855-315-4028. [Ins ncnone3osaHmsa TenedoHHOro annapata ¢
TEKCTOBbIM BbIXOAOM 3BOHMTE 711.

Si vous parlez frangais, des services d’assistance linguistique sont disponibles gratuitement.
Appelez le +1-855-315-4029. Pour les personnes malentendantes, appelez le 711.

ACE 291574 PTE 12 PLTR ATt ACA AAdeT: (11-855-315-4030 2@+ A TTY (1 711

52 0{E AMSIAIE B2, 22 ¢10] K| AMH|AT} MZEL|C}H 1-855-904-2583 © 2
MEHAAI2. TTY A2 A= 711 2 ©EH5HA AR

T]‘)C@‘)CO‘)U)‘)%‘)O‘)O&) U?")‘)DUQ?")‘)DQOG)CU)S&)‘)%‘)?WC@‘)MS (Zmb?mm‘) 1-866-356-2423
930, TTY, oo 711.

Kung nagsasalita kayo ng Tagalog, mayroon kayong magagamit na libreng tulong na mga
serbisyo sa wika. Tumawag sa 1-866-537-7720. Para sa TTY, tumawag sa 711.

Wenn Sie Deutsch sprechen, steht Ihnen fremdsprachliche Unterstiitzung zur Verfigung.
Waéhlen Sie 1-866-289-7402. Fur TTY wahlen Sie 711.

LﬁﬁJSiﬁﬁﬁSEﬂﬁjﬁ]hﬂwiﬁS HARNGINM Siﬁjﬁﬁsmmﬁﬂﬁﬁﬁﬁiﬁﬂ Qimﬂﬁﬁiﬂjg 1-855-906-2583
ﬁijﬁ TTY mﬁ@mnﬁmme 711 4

Diné k'ehji yanilt'i'go saad bee yat'i' éi t'aajiik'e bee nika'a'doowolgo éi na'ahoot'i'. Koji éi béésh
bee hodiilnih 1-855-902-2583. TTY biniiyégo éi 711 ji” béésh bee hodiilnih.
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