By
l ‘ohana
Y health plan.

| REQUEST FOR MEDICARE DRUG COVERAGE DETERMINATION

Use this form to ask our plan for a coverage determination. You can also ask for a coverage
determination by calling Member Services at 1-888-846-4262 (TTY 711) or through our website at
go.wellcare.com/OhanaHI. From October 1 to March 31, you can call us 7 days a week from 7:45
a.m. to 8 p.m. From April 1 to September 30, you can call us Monday through Friday from 7:45
a.m. to 8 p.m. A messaging system is used after hours, weekends, and on federal holidays. You,
your doctor or prescriber, or your authorized representative can make this request.

Plan Enrollee

Name Date of birth
Street address City

State ZIP

Phone Member ID #

If the person making this request isn’t the plan enrollee or prescriber:

Requestor’'s name

Relationship to plan enrollee

Street address (include City, State and ZIP)

Phone

[J Submit documentation with this form showing your authority to represent the enrollee (a
completed Authorization of Representation Form CMS-1696 or equivalent). For more
information on appointing a representative, contact our plan or call 1-800-MEDICARE.
(1-800-633-4227). TTY users can call 1-877-486-2048.

Name of drug this request is about (include dosage and quantity information if available)
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| Type of Request

[J My drug plan charged me a higher copayment for a drug than it should have
[J 1 want to be reimbursed for a covered drug | already paid for out of pocket

LI I'm asking for prior authorization for a prescribed drug (this request may require supporting
information)

For the types of requests listed below, your prescriber MUST provide a statement
supporting the request. Your prescriber can complete pages 3 and 4 of this form, “Supporting
Information for an Exception Request or Prior Authorization.”

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

[1 I've been using a drug that was on the plan’s list of covered drugs before, but has been or will
be removed during the plan year (formulary exception)

[J I’'m asking for an exception to the requirement that | try another drug before | get a prescribed
drug (formulary exception)

LI I'm asking for an exception to the plan’s limit on the number of pills (quantity limit) | can get so
that | can get the number of pills prescribed to me (formulary exception)

O I'm asking for an exception to the plan’s prior authorization rules that must be met before | get a
prescribed drug (formulary exception).

0 My drug plan charges a higher copayment for a prescribed drug than it charges for another drug
that treats my condition, and | want to pay the lower copayment (tiering exception)

[1 I've been using a drug that was on a lower copayment tier before, but has or will be moved to a
higher copayment tier (tiering exception)

Additional information we should consider (submit any supporting documents with this form):

Do you need an expedited decision?

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’ll
automatically give you a decision within 24 hours. If you don’t get your prescriber's support for an
expedited request, we’ll decide if your case requires a fast decision. (You can’t ask for an
expedited decision if you're asking us to pay you back for a drug you already received.)

[] YES, | need a decision within 24 hours. If you have a supporting statement from your
prescriber, attach it to this request.

Signature: Date:




How to submit this form
Submit this form and any supporting information by mail or fax:

Address: Fax Number:
WellCare Health Plans 1-866-388-1767
Pharmacy - Coverage Determinations

P.O. Box 31397

Tampa, FL 33631-3397



Supporting Information for an Exception Request or Prior Authorization
To be completed by the prescriber

[J 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 Information

Name

Street Address (Include City, State and ZIP)

Office phone

Fax

Signature Date

Diagnosis and Medical Information

Medication: Strength and route of administration:
frequency: Date started:
O NEW START
Expected length of therapy: Quantity per 30 days:
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 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 FAILURE vs INTOLERANCE
unit dose/total daily dose tried) (explain)




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 when adding the requested drug to the enrollee’s
current drug regimen? OYES [ONO

If the answer to either of the questions 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 0ONO

OPIOIDS — (answer these 4 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 O0ONO
If so, please explain.

Is the stated daily MED dose noted medically necessary? OYES O0ONO
Would a lower total daily MED dose be insufficient to control the enrollee’s pain? OYES [ONO

RATIONALE FOR REQUEST

L1 Alternate drug(s) previously tried, but with adverse outcome, e.g. toxicity, allergy, or
therapeutic failure If not noted in the DRUG HISTORY section, specify below: (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.

L1 Alternative drug(s) contraindicated, would not be as effective or likely to cause adverse

outcome. A specific explanation why alternative drug(s) would not be as effective or anticipated
significant adverse clinical outcome and why this outcome would be expected is required. If
contraindication(s), list specific reason why preferred drug(s)/other formulary drug(s) are contraindicated.

O Patient would suffer adverse effects if he or she were required to satisfy the prior
authorization requirement. A specific explanation of any anticipated significant adverse clinical
outcome and why this outcome would be expected is required.

L1 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 this 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.

[1 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.

[1 Request for formulary tier exception If not noted in the DRUG HISTORY section, specify below:
(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), list specific reason why preferred
drug(s)/other formulary drug(s) are contraindicated.

[1 Other (explain below)

‘Ohana Health Plan, a plan offered by WellCare Health Insurance of Arizona, Inc



Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

ATTENTION: If you speak a language other than English, free language assistance services are available
to you. Appropriate auxiliary aids and services to provide information in accessible formats are also
available free of charge. Call 1-888-846-4262 (TTY: 711).

lloko PALIIWEN: Adda dagiti libre a serbisio a tulong iti pagsasao. Dagiti maitutop a katulongan ken
serbisio a mangipaay iti impormasion kadagiti nalaka a maawatan a pormat ket libre met a magun-odan.
Tawagan ti 1-888-846-4262 (TTY: 711).

Gagana Samoa FAAALIGA: O lo’oc avanoa fua ia te oe auaunaga fesoasoani i le gagana. E avanoa fo'i fua
fesoasoani ma meafaigaluega talafeagai e tu’uina atu ai fa'amatalaga i auala faigofie ona malamalama
ai. Vala'au 1-888-846-4262 (TTY: 711).

‘Olelo Hawai'i HO'AKAKA: Loa‘a id ‘oe ke kdkua manuahi no ka unuhi ‘dlelo. Loa'a pl kekahi mau
pono kdkua kipono a me na lawelawe e ha'awi ai i ka ‘ike i na ‘ano ‘ano hiki ke ki‘i “ia, me ka uku ‘ole.
Kelepona i 1-888-846-4262 (TTY: 711).

Tagalog ATENSYON: May mga libreng serbisyo ng tulong sa wika na available para sa inyo. Available din
nang libre ang mga naaangkop na karagdagang tulong at serbisyo para makapagbigay ng impormasyon
sa mga accessible na format. Tumawag sa 1-888-846-4262 (TTY: 711).

BAE I8 ERXBEYEXREZE|BHTRELTVWET, BHRET7IVEIEUTaICH
IS L-HRA TRET HIZBANIES LU —ER L ER TT . 1-888-846-4262 (TTY: 711)
[CHREFEC S,

TR R BATHERAL G2 E S hEIIRSS . [RE ] G 2 4 A& 21 3 B i i 5 AR
%, DMERMTEFRAMEE . BFEH 1-888-846-4262 (TTY: 711) .

Fhhal R TR IR R ENEE S BRI - mR AR ME ErEHE LA RS - DU
Ems IR At ER. GFEE 1-888-846-4262 (TTY : 711),

Espafiol ATENCION: Contamos con servicios de asistencia lingUistica que se encuentran disponibles para
usted de manera gratuita. También se encuentran disponibles de manera gratuita ayudas y servicios
auxiliares adecuados para proporcionar informacidon en formatos accesibles. Llame al 1-888-846-4262
(TTY: 71.1).

St=20 Fo: 22 A A& MEBIAE 0|0t &= USLILLEE HBE 9o HEgs 2=
CF Y MHIA st HHA Jisst @402 22 0|0 Jrg% LICt. 1-888-846-4262

(TTY: 711)H S 2 MGtal FA AL,

Tigng Viét LUU Y: Chling t8i cé cung cap dich vu hd trg ngdn ngll mién phi. Cac dich vu va trg
gilp b trg phu hgp dé cung cadp théng tin & cac dinh dang cé thé truy cap cling dugc cung
cap mién phi. Goi 1-888-846-4262 (TTY: 711).
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Tne ‘iﬂﬁmmsm w%au‘lﬁu%mimmmﬂmﬁamammwﬁuﬂﬂm wagdanuaatudalaruinig
LRBUTLMINE ﬂmwa‘l‘vmaua‘lu‘gﬂuuu‘mLmaa‘lm‘imﬂ”l,uuﬂ”u"tmwmmﬁunu N5 1-888-846-4262
(TTY: 711)

WFND WIBLNQ: JodmugoaifisdaunsnusSsauuin Uenmnuajuuamuaamme ua: U8y
LIS auLLuSTm2uumammLenmﬂcﬁoaumeyaamfammwumu 1 1-888-846-4262
(TTY: 711).

Deutsch ACHTUNG: Sprachdienstleistungen stehen Ihnen kostenlos zur Verfligung. Geeignete
zusatzliche Unterstltzung und Dienstleistungen flr Informationen in zuganglichen Formaten stehen
lhnen ebenfalls kostenlos zur Verflgung. Rufen Sie folgende Nummer an: 1-888-846-4262 (TTY: 711).

Francais REMARQUE : des services d'assistance linguistique gratuits sont a votre disposition. Des
services et aides pour obtenir des informations dans des formats accessibles sont également
disponibles gratuitement. Appelez le 1-888-846-4262 (TTY : 711).

Francais cadien COMMUNIQUE: Des services d'aide linguistique sans frais sont a votre disposition.
Des aides et services auxiliaires appropriés pour fournir des informations en formats accessibles sont
également proposés sans frais. Composez le 1-888-846-4262 (TTY : 711).

Pyccknin BHUMAHWME ! Bam aocTynHbl ecnnaTHble YCAyri A3bIKOBOW NOAAEPHKKM. Bbl TaKKe MmoxeTe
BecnnaTHO NONYYNTb COOTBETCTBYHIOLLME BCMOMOraTe/lbHble CPpeAcTBa W YCAYrv, HanpaB/ieHHble Ha
npeaocTaBAeHUe MHPOPMaLIMK B AOCTYNHbIX dopmaTax. MNo3soHUTe no Homepy 1-888-846-4262 (TTY: 711).

Portugués ATENCAO: estdo disponiveis servicos de assisténcia gratuitos no seu idioma. Também estdo
disponiveis apoios auxiliares e servicos adequados que oferecem informagdes em formatos acessiveis e
sem custos. Ligue para 1-888-846-4262 (TTY: 711).

YKkpaiHcbka YBATAl Bam aocTynHi 6€3KOLWTOBHI NOCAYTM MOBHOI AoNoOMOrK. BianoBigHi AONOMIMKHI
3acobK Ta NOCAYrM ANA HagaHHA iHbopmaLii y AOCTYNHMUX opmMmaTax TaKOXK AOCTYMNHI 6e3KOLWTOBHO.
3atenedoHyiiTe 3a Homepom 1-888-846-4262 (TTY: 711).

Bisaya ATENSYON: Libreng mga serbisyo sa pagtabang sa lengguwahe ang available nimo. Available sab
ang angay nga auxiliary nga mga tabang ug serbisyo nga maghatag og impormasyon sa ma-access nga
mga format nga walay bayad. Tawagi ang 1-888-846-4262 (TTY: 711).

Fosun Chuuk ESINESIN: Mi wor aninisin chiakun non fosun fonu mi kawor ngonuk ese kamo. Mei pwan
wor ekewe pisekin aninisin weweiti porous mi kawor an epwe awora mecheres non atouren porous ese
pwan kamo. Kekeri 1-888-846-4262 (TTY: 711).

Nan Ro rej Kajin Majol LALE: Ewor jerbal in jipan kajin ko ejjelok woneen nan kwe. Ewor bar kein jipan
ko rekkar im jerbal in jipan ko nan lelok melele ko ilo wawein ko remaron ilo ejjelok woneen. Kilok
1-888-846-4262 (TTY: 711).

Lea fakatonga FAKATOKANGA K| HE: ‘Oku ‘ata atu kiate koe ‘a e ngaahi tokoni ta‘etotongi ‘i he lea
fakafonua. ‘Oku toe ma‘u ta‘etotongi foki mo e ngaahi tokoni fe‘'unga ke ma‘u ‘aki ‘a e fakamatala ‘i ha
founga ‘oku faingofua ke ma‘u. Taa ki he 1-888-846-4262 (TTY: 711).
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