| 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 the number on your ID card (TTY 711) or through our
website at www.wellcare.com/Medicare. From October 1 to March 31, you can call us 7 days a
week from 8 a.m. to 8 p.m. From April 1 to September 30, you can call us Monday through Friday
from 8 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

] 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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http://www.wellcare.com/Medicare

\ Type of Request

[ My drug plan charged me a higher copayment for a drug than it should have
[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)

LI 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)

LI 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, I 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

Pharmacy - Coverage Determinations Medicare Advantage Plans

P.O. Box 31397 1-866-388-1767 — Non-CA Plans
Tampa, FL 33631-3397 1-877-277-1809 — CA Plans

Prescription Drug Plans (PDP)
1-866-388-1767 - All



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:
[0 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 [ONO

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 [ONO
Would a lower total daily MED dose be insufficient to control the enrollee’s pain? OYES L0[ONO

RATIONALE FOR REQUEST

(1 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.




L1 Other (explain below)

H0029 Washington residents: “Wellcare” is issued by Coordinated Care of Washington, Inc.

H5965 Washington residents: “Wellcare” is issued by WellCare Health Insurance Company of
Washington, Inc.

S4802 "Wellcare” is issued by WellCare Prescription Insurance, Inc.

Louisiana D-SNP members: As a Wellcare HMO D-SNP member, you have coverage from both
Medicare and Medicaid. You receive your Medicare health care and prescription drug coverage
through Wellcare and are also eligible to receive additional health care services and coverage
through Louisiana Medicaid. Learn more about providers who participate in Louisiana Medicaid
by visiting www.myplan.healthy.la.gov/en/find-provider or https://
www.louisianahealthconnect.com. For detailed information about Louisiana Medicaid benéefits,
please visit the Medicaid website at https://Idh.la.gov/medicaid and select the “Learn about
Medicaid Services” link. To request a written copy of our Medicaid Provider Directory, please
contact us.

Notice: TennCare is not responsible for payment for these benefits, except for appropriate cost
sharing amounts. TennCare is not responsible for guaranteeing the availability or quality of these
benefits. Any benefits above and beyond traditional Medicare benefits are applicable to Wellcare
Medicare Advantage only and do not indicate increased Medicaid benefits.

Texas D-SNP members: As a Wellcare HMO D-SNP member, you have coverage from both
Medicare and Medicaid. You receive your Medicare health care and prescription drug coverage
through Wellcare and are also eligible to receive additional health care services and coverage
through Texas Medicaid. Learn more about providers who participate in Texas Medicaid by
visiting https://www.wellcarefindaprovider.com/navigate-a-network.html. For detailed information
about Texas Medicaid benéefits, please visit the Texas Medicaid website at
https://www.hhs.texas.gov/services/health/medicaid-chip/medicaid-chip-members/starplus. To
request a written copy of our Medicaid Provider Directory, please contact us.


https://www.hhs.texas.gov/services/health/medicaid-chip/medicaid-chip-members/starplus
https://www.wellcarefindaprovider.com/navigate-a-network.html
https://ldh.la.gov/medicaid
https://www.louisianahealthconnect.com
http://www.myplan.healthy.la.gov/en/find-provider

Form Approved Multi-Language Insert
OMB# 0938-1421 Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our health or
drug plan. To get an interpreter, just call us at 1-877-374-4056 (TTY: 711). Someone who speaks English/
Language can help you. This is a free service.

Spanish: Contamos con los servicios de interpretacion gratuitos para responder cualquier pregunta
que pueda tener sobre nuestro plan de salud o medicamentos. Para solicitar un intérprete, llamenos al
1-877-374-4056 (TTY: 711). Alguien que hable espafiol puede ayudarlo. Este es un servicio gratuito.

Chinese (Mandarin): =5 ' Ll FAOL 1R 5 o i B A IROS2S TP BRI 2Lt S0 Ut

ZE,[%'EEQ‘ i 1-877-374-4056 (TTY 1 7N1) . [SRPPRIFEIIY Fippia [ R fRpoaloh, stil- 2
Ui J T o

Chinese (Cantonese): T IR AREN OZMRE @ AIBSTHRMINBENEY) 2 Al se AT

AIBERT - NEEZE RIS © 5EE 1-877-374-4056 (TTY © 711) « eiEREMAERILIE A -

R R B IRF

Tagalog: May mga libre kaming serbisyo ng interpreter para sagutin ang anumang posible ninyong tanong
tungkol sa aming planong pangkalusugan o plano sa gamot. Para kumuha ng interpreter, tawagan lang
kami sa 1-877-374-4056 (TTY: 711). May makakatulong sa inyo na nagsasalita ng Tagalog. Isa itong libreng
serbisyo.

French: Nous mettons a votre disposition des services d’interprétation gratuits pour répondre a toutes vos
questions sur notre régime de santé ou de médicaments. Pour obtenir les services d’'un interprete, appelez-
nous au 1-877-374-4056 (TTY : 711). Un interlocuteur francophone pourra vous aider. Ce service est gratuit.

Vietnamese: Chuing tdi cé dich vu théng dich mién phi dé tra 16i bat ky cau hdi nao clia quy vi vé
chuong trinh strc khde hodc chuong trinh thudce cla ching téi. D& nhan théng dich vién, chi can goi cho
chung toi theo s6 1-877-374-4056 (TTY: 711). MOt nhan vién nadi tiéng Viét co thé giip quy vi. Dich vu
nay dugc mién phi.

German: Wir bieten Ihnen einen kostenlosen Dolmetschservice, wenn Sie Fragen zu unseren Gesundheits-
oder Medikamentenplanen haben. Wenn Sie einen Dolmetscher brauchen, rufen Sie uns unter folgender
Telefonnummer an: 1-877-374-4056 (TTY: 711). Ein deutschsprachiger Mitarbeiter wird Ihnen behilflich sein.
Dieser Service ist kostenlos.
Korean: SAI2| (44 tE= 2|
et 72 9 ME[AVE RIS
A0 PAEfsH F=HA[L. 2F=0]
MBlA=s FEZ MSELUEL

Russian: Ecan y Bac BO3HMKAN Kakne-nmbo BONPOCh! O Hallem NaaHe MeaMUMHCKOro CTPaxoBaHWA Uamn
naaHe C NOKPbITUEM NIEKAPCTBEHHbIX MPENapaToB, BaM A0CTYMNHbI 6ecniaTHble yCayri nepesoaymKa.
Ecnn Bam Hy»KeH nepeBoAYMK, NPOCTO MO3BOHUTE Ham No Homepy 1-877-374-4056 (TTY: 711). Bam
OKaXKeT MOMOLLb COTPYAHMK, FOBOPALLMIA HA PYCCKOM A3bike. [laHHaA ycayra becnnaTtHa.
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Ly dalall el sl o dsiall ddad Jon il 585 8 Al (g e Lladl duilaa 4 ) 58 den i Ciladd i Arabic
aclog O (Sas (711 :TTY) 1-877-374-4056 31 e Ly Juai¥) (5 5 clile L ¢ )58 pa sl o J peasll
NEEON SSEDS PN ¥ TR PR QUK.
Hindi: AR WY T g7 WH o IR H 31D fal Ut 4y &1 IR ¢4 & fole, g9 gud § guiivan
JaTd <d & | gHITT a1 e & T, S99 8% 1-877-374-4056 (TTY: 711) TR Hid B | &t Sie aray
qTell DIs TEHIS SMUD! GG HR Yhdl /Tl ¢ I8 U (:Y[ed Jal |
Italian: Sono disponibili servizi di interpretariato gratuiti per rispondere a qualsiasi domanda possa avere

in merito al nostro piano farmacologico o sanitario. Per usufruire di un interprete, € sufficiente contattare il
1-877-374-4056 (TTY: 711). Qualcuno la assistera in lingua italiana. E un servizio gratuito.

Portuguese: Temos servicos de intérprete gratuitos para responder a quaisquer duvidas que possa ter
sobre 0 nosso plano de saude ou medicacao. Para obter um intérprete, contacte nos atraveés do numero
1-877-374-4056 (TTY: 711). Um falante de portugués podera ajuda-lo. Este servico € gratuito.

French Creole: Nou gen sevis enteprét gratis pou reponn nenpot kesyon ou ka genyen sou plan sante oswa
plan medikaman nou an. Pou jwenn yon entépret, annik rele nou nan 1-877-374-4056 (TTY: 711). Yon moun
ki pale Kreyol Ayisyen ka ede w. Se yon sevis ki gratis.

Polish: Oferujemy bezptatng ustuge ttumaczenia ustnego, ktéra pomoze Panstwu uzyskac¢ odpowiedzi na
ewentualne pytania dotyczace naszego planu leczenia lub planu refundacji lekow. Aby skorzystac z ustugi
ttumaczenia ustnego, wystarczy zadzwoni¢ pod numer 1-877-374-4056 (TTY: 711). Zapewni to Panstwu
pomoc 0soby mowigcej po polsku. Ustuga ta jest bezptatna.

Japanese: ¥t DEROERIFTEICOVWTCERAH SEEX. BEHOBERY—EX %
CRRAWEITET, BEREFAT SIZIL, 1-877-374-4056 (TTY : ) [2HBHEL =
S, BREDEGRBUENTIGELET, CNIFEHODY—ERXTT,

Hawaiian: Loa‘a ia makou na lawelawe unuhi ‘clelo manuahi e pane i na ninau au e pili ana i ka makou
papahana olakino a la‘au paha. No ka loa‘a ‘ana o ka unuhi ‘clelo e kelepona ia makou ma 1-877-374-4056
(TTY: 711). Hiki i kekahi kanaka ‘Olelo Hawai‘i ke kdkua ia ‘oe. He lawelawe manuahi kéia.

Ilocano: Adda iti libre a serbisyo ti panagpatarus mi tapno masungbatan ti anyaman a saludsod mo
maipanggep iti plano ti salun-at wenno agas mi. Tapno makaala ti maysa nga agipatpatarus pakiawagan
dakami laeng iti 1-877-374-4056 (TTY: 711). Mabalin nga makatulong kenka ti maysa nga agsasao iti llocano.
Daytoy ket libre a serbisio.

Samoan: E iai matou auaunaga faamatala upu e tali atu i soo se fesili e te ono fesili ai e uiga ia matou
fuafuaga tau soifua maloloina poo fualaau. Ina ia maua se tagata faamatala upu na’o le vili maia matou i le
1-877-374-4056 (TTY: 711). E mafai ona fesoasoani atu ia te oe se tasi e tautala i le gagana Samoan. E leai se
totogi o lenei auaunaga.

Ukrainian: My 6e3KOLITOBHO HaAA@EMO NOC/YT Nepeknafadis, Wob B MOMIM OTPMMATKM BiANOBIAI Ha Byab-
AKi 3aNUTaHHA WO/A0 HAWOoro nNaaHy MeauyHoro obcyroByBaHHs Yn 3abe3neyeHHs fikapcbKnmm 3acobamum.
LLlo6 oTprmaTi Jonomory nepeknasaya, npocTo 3atenedoHynTe Ham 3a Homepom 1-877-374-4056

(TTY: 711). CneujanicT, AKMI BONOAIE YKPATHCbKOKO, A0NOMOXKe BaM. LA nocnyra 6e3KoLwToBHa.
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N Qoo o~ o & 3 o ! o ! ) @
Lao: ZUOﬂE%f]UUQTmUE’IUZU‘]%‘]ZUS IEZUQC']QUE]‘]T]‘]UZHZJ]‘]UQ‘]QQ%UﬂJOnUCECJU%)?BZUG]U 4 SJ‘]?Q?

woni8. edfiuuuwaz wjykn lnnawonSatond 1-877-374-4056 (TTY: 711). Dauidwaz
N0 Z28NWLO. VELVDINIVUS.

=]

Cambodian: iGUNSIUNUATUH UMAIRNWHAANGUPUIRWA R aNdEuAnsHliaipi s
yaipRemmunidn ilgjsgumsyavatumuma mstagiununidngmuiw:iue
1-877-374-4056 (TTY: 711)1 B FJHIATHUS W WMANTIM SMGHWHAMS 1 ISSHMIUNAYRAANIG
Hmong: Peb muaj cov kev pab cuam kws txhais lus pab dawb los teb cov nge lus nug twg uas koj yuav muaj
hais txog peb lub phiaj xwm duav roos kev noj gab haus huv thiab tshuaj. Yog xav tau ib tug kws txhais lus

ces tsuas hu rau peb tau ntawm 1-877-374-4056 (TTY: 711). Ib tug neeg twg uas hais tau lus Hmoob yuav
pab tau koj. Qhov no yog kev pab cuam pab dawb xwb.

Thai: I fusmsaruudan lvinsiianavudiainiag AaaarafiimAunkus uguA1wusaaa
157 WIneavnITAINLLaN I TUsaAARAaLTITIRUNELAN 1-877-374-4056 (TTY: 711) AUNWANE Tne
Tegusamanale usn1silusianTdang
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