Buckeye Health Plan — MyCare Ohio buckeye ‘ MyCareOhio
(Medicare-Medicaid p|an) health plan.. Connecting Medicare + Medicaid

| 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 phone at 1-866-549-8289, TTY: 711. 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. Or through our website at
mmp.buckeyehealthplan.com. 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)

| Type of Request

[1 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
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https://mmp.buckeyehealthplan.com/

[J 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.”

[JI 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)

[J 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).

1 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, 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:
Medicare Pharmacy Prior 1-877-941-0480
Authorization Department

P.O. Box 31397

Tampa, FL 33631-3397



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

[1 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 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 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 L[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 [ONO

If so, please explain.

Is the stated daily MED dose noted medically necessary? OYES L[ONO
Would a lower total daily MED dose be insufficient to control the enrollee’s pain? OYES 0ONO

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

[0 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.

[1 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)




Buckeye Health Plan — MyCare Ohio (Medicare-Medicaid Plan) is a health plan that contracts with both
Medicare and Ohio Medicaid to provide benefits of both programs to enrollees.



Multi-Language Insert
Multi-Language Interpreter Services

English: We have free interpreter services to answer any questions that you may have about
our health or drug plan. To get an interpreter, just call us at 1-866-549-8289 (TTY: 711).
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. Someone who speaks English/Language can help you. This is a free service.

Spanish: Contamos con los servicios gratuitos de un intérprete para responder las preguntas
que tenga sobre nuestro plan de salud o de medicamentos. Para solicitar un intérprete,
simplemente llamenos al 1-866-549-8289 (TTY: 711), de lunes a viernes, de 8a.m. a8 p.m.
Después del horario de atencion, los fines de semana y los dias festivos, es posible que se le
pida que deje un mensaje. Se le devolvera la llamada al siguiente dia habil. Alguien que hable
espafol puede ayudarlo. Este es un servicio gratuito.

Chinese (Cantonese): TFIIRE R B OZERTE © RIS H TINS5t
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Tagalog: May mga libre kaming serbisyo ng interpreter para sagutin ang anumang posible
ninyong tanong tungkol sa aming planong pangkalusugan o plano sa gamot. Upang makakuha
ng interpreter, tumawag lang sa amin sa 1-866-549-8289 (TTY: 711) mula 8 a.m. hanggang 8
p.m., Lunes hanggang Biyernes. Para sa mga oras pagkatapos ng trabaho, Sabado at Linggo,
at pista opisyal, maaaring magpaiwan sa inyo ng mensahe. May tatawag sa inyo sa susunod
na araw na may pasok. May makakatulong sa inyo na nagsasalita ng Tagalog. Isa itong libreng
serbisyo.
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French: Nous proposons des services d’interpretes gratuits pour répondre a toutes vos
questions sur notre régime de santé ou de médicaments. Pour obtenir les services d'un
interpréte, appelez-nous au 1-866-549-8289 (TTY : 711) du lundi au vendredi, de 8h a 20 h.
Si vous appelez en dehors des heures d’'ouverture, ou pendant les week-ends et jours fériés,
vous devrez peut-étre laisser un message. Nous prendrons alors votre appel en compte le jour
ouvrable suivant. Quelqu’un parlant frangais pourra vous aider. Ce service est gratuit.

Vietnamese: Chiing t6i cé dich vu thdng dich mién phi dé tra 10i bat ky cau hoi nao vé
chuong trinh strc khde hodc chuong trinh thudc cla ching t6i. Dé nhan théng dich vién,
chi can goi cho chung t6i theo s6 1-866-549-8289 (TTY: 711). Gid lam viéc cla chuing toi
la tr 8a.m. dén 8 p.m., thir Hai dén thir Sdu. Ngoai gior lam viéc, vao cudi tuan va ngay |8,
quy vi co thé dugc yéu cau dé lai tin nhan. S& cé ngudi phan hoi cudc goi clia quy vi vao
ngay lam viéc tiép theo. M6t nhan vién ndi tiéng Viét cé thé gitp quy vi. Dich vu nay duoc
mién phi.

German: Wir bieten Ihnen einen kostenlosen Dolmetschservice, wenn Sie Fragen zu unseren
Gesundheits- oder Medikamentenpldnen haben. Um einen Dolmetscher in Anspruch zu
nehmen, rufen Sie uns von Montag bis Freitag zwischen 8 und 20 Uhr unter folgender
Telefonnummer an: 1-866-549-8289 (TTY: 711). Aul3erhalb der Geschaftszeiten, an
Wochenenden und an Feiertagen werden Sie moglicherweise aufgefordert, eine Nachricht zu
hinterlassen. Wir rufen Sie am nachsten Werktag zurtick. Ein deutschsprachiger Mitarbeiter
wird Ihnen behilflich sein. Dieser Service ist kostenlos.
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Russian: Ecnv y Bac BO3HUKAM KakMe-nmbo BONPOChI O HalLem naaHe MeaAnLMHCKOro
CTPaxoBaHMA AN NAAHE C MOKPbITUEM NIEKAPCTBEHHbIX MPENapaToB, BaM AOCTYMHbI
becnnaTHble yCayrm nepesoaYmKa. Ecim Bam HyKeH nepeBoayMK, MPOCTO NO3BOHUTE HAM
no Homepy 1-866-549-8289 (TTY: 711). Hacbl paboTbl: ¢ 8 a.m. 40 8 p.M. C NOHeAeIbHMKA
no nATHWULUY. B Hepaboyee Bpems, B BbIXOAHbIE U MPA3AHUYHbIE AHM BAC MOTYT MONPOCUTb
OCTaBUTb co0bLLEHNE. Bam Nnepe3BOHAT Ha ciieaytolnii pabounin AeHb. Bam oKaxkeT
NOMOLLLb COTPYAHMK, TOBOPALLMIA Ha PyCCKOM A3bike. [laHHaa ycayra 6ecnnatHa.

el sall 5l danall ddad Jsa bl 65 38 Al gl e Aladl dlae 45 58 dan 5 Cladd 53 :Arabic
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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,
e sufficiente contattare il numero 1-866-549-8289 (TTY: 711) dalle 8:00 alle 20:00, dal lunedi
al venerdi. Al di fuori di questi orari, nei fine settimana e nei giorni festivi potrebbe essere
necessario lasciare un messaggio. La ricontatteremo entro il giorno lavorativo successivo.
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 medicacéo. Para obter um intérprete, contacte-
-nos atraves do numero 1-866-549-8289 (TTY: 711). O servico esta disponivel das 8:00 as
20:00, de segunda-feira a sexta-feira. Se ligar fora deste horario, ao fim de semana ou num
feriado, podera ter de deixar mensagem. A sua chamada sera devolvida no préximo dia Util.
Um falante de portugués podera ajuda-lo. Este servico é gratuito.

French Creole: Nou gen sevis entepret gratis pou reponn nenpot kesyon ou ka genyen sou
plan sante oswa plan medikaman nou an. Pou jwenn yon entepret, senpleman rele nou nan
1-866-549-8289 (TTY: 711). Le biwo yo se soti 8e a.m. rive 8¢ p.m., Lendi rive Vandredi.
Apre e biwo yo femen, nan wikenn ak pandan jou ferye, yo gendwa mande w pou ou kite yon
mesa]. Yo pral rele w pwochen jou biwo yo louvri a. Yon moun ki pale Kreyol Ayisyen kapab
ede w. Se yon sevis gratis.

Polish: Oferujemy bezptatng ustuge ttumaczenia ustnego, ktora pomoze Panstwu uzyskac
odpowiedzi na ewentualne pytania dotyczgce naszego planu leczenia lub planu refundaciji
lekow. Aby skorzystac z ustugi ttumaczenia ustnego, wystarczy zadzwonic¢ pod numer
1-866-549-8289 (TTY: 711) w godzinach od 8:00 do 20:00, od poniedziatku do pigtku.

Po godzinach pracy, w weekendy i Swieta konieczne moze by¢ pozostawienie wiadomosci.
Oddzwonimy w nastepnym dniu roboczym. Zapewni to Panstwu pomoc 0soby mowigcej po
polsku. Ustuga ta jest bezptatna.

Hindi: SR WY 1§71 WH & R T 31U bt Y JaTd &1 Sard ¢ & g,
TH HU | GHITNT YaTQ d § | GHITSTT YaT U & oY o B 1-866-549-8289
(TTY: 711) R BId B3 | HIA B BT THI g, GHIR H YLHAR Yo 8 Fol I Id 8 ol
b | T FHI o 1g, TxT6id AR FiTT W, MUY Teb Ha Ble & o Ber off
T g1 3T BT fad UR 3MYb bid Pl SdTd fear Saw| fget e arel dis
1t fdd 3Mu®! Aag & Tdhdl ¢ | I8 U [H:ed Ad1 5

Japanese: ¥t DB PEFFTEICOVWTIEMAHSIGE (X, BHOBRY—E
RECH AW TET  BREFIRTSIZIE. AIEA~2EBDOFH] s H~F1%
8 B¥(Z. 1-866-549-8289 (TTY:711) FTH EEEI=L, BEXMFMES . AR, AL, &
FEEHEICAYVE—VERTIDHELHDIGEGENHYET, TDIGEEIL. IFUIRLEE
EWVELET BEREOERIBYUENRIGLET , CNIXFEHDOY—ERXTT, “




Nepali: BTHI TR aT 3N TIoHTh! TRHAT qURYT g Fa- $+ Ul UYD! SIaTh
ft TRTT f3:30e STHTY YaTew 1 b YR YT TT-ebl il TSRS
HARTH 98 8 Toled aqd! 8 TR BIHITTS 1-866-549-8289 (TTY: 711) HI
D¢ A TR T | DTHB! SellaQD, Jrarglep] =T 2 feret fa7wm gt qurdars
YT BIg H3l BT | AT Gl 31eh] AT qUISalS (el et TRAS |
ATelt S P+ Al dUTRATs Hed T Uadg- | O U [:Yew a1 8l

Somali: Waxa aanu haynaa adeegyada turjubaada oo bilaash ah si lagaaga jawaabo wixii
suaalo ah ee ay dhici karto inaad ka gabto caymiskeena caafimaadka ama dawooyinka. Si aad
u hesho turjubaan kaliya lasoo hadal 1-866-549-8289 (TTY: 711) laga bilaabo 8 subaxnimo
ilaa 8 habeenimo, Isniin ilaa Jimce. Saacadaha shagada kadib, maalmaha fasaxa todobaadkii
iyo maalmaha ciida, waxa aad noo reebi kartaa fariin. Taleefanka waxaa lagugu soo celin
doonaa maalinta shaqo ee xigta . Qof ku hadla Somali ayaa ku caawin kara. Kani waa adeeg
bilaash ah.

Swahili: Tuna huduma za ukalimani za bila malipo za kujibu maswali yoyote unayoweza kuwa
nayo kuhusu mpango wetu wa afya au dawa. Ili kupata mkalimani tupigie simu tu kwa nambari
1-866-549-8289 (TTY: 711). Saa za kazi ni saa 8 asubuhi hadi saa 8 usiku, Jumatatu hadi
ljumaa. Baada ya saa za kazi, wikendi na likizo, unaweza kuombwa uache ujumbe. Utapigiwa
simu ndani ya siku ifuatayo ya kazi. Mtu ambaye anazungumza Kiswahili anaweza kukusaidia.
Hii ni huduma ya bila malipo.

Ukrainian: Mn 6e3KoLTOBHO HaZ@EMO NOCAYr1 Nepeknazadis, o6 B1M MOMIN OTPMMATH
BiANOBIAI Ha OyaAb-AKi 3aNUTAHHA WOAO HALOro NaAaHy Mean4YHoro ob6CcayroByBaHHs Y
3abe3neyeHHs nikapcbkMMm 3acobamu. LLLob oTprmaTh gonomory nepekanagada, npocTo
3aTenedoHynTe Ham 3a Homepom 1-866-549-8289 (TTY: 711) 3 8:00 a0 20:00 3 NoHeAiNKa
no n'aTHMLO. Y Hepoboui roaAnHN, BUXiAHI Ta CBATKOBI AHI BAC MOXYTb MONPOCUTH
3a/IMWNTN NOBIAOMNEHHA. Bam nepea3BOHATL NPOTATOM HAaCTyNMHOro poboYoro AHA.
CneuianicT, AKMIA BONOAJE YKPATHCbKOO, AONOMOXKe BaM. Lia nocnyra 6e3koLuToBHa.

Burundi: Dufise serevise z’'ubuhinduzi ku buntu zokwishura ikibazo cose woba ufise kuri
porogaramu yacu y’'amagara canke imiti. Kugira uronke umuhinduzi duterere akamo gusa
kuri 1-866-549-8289 (TTY: 711) gutangura 8 z'igitondo gushika 8 Zumuhingamo, Kuwa
Mbere gushika Kuwa Gatanu. Hama y’amasaha y’akazi, mu mpera z'indwi n’imisi mikuru,
urashobora gusabwa gusiga ubutumwa. Tuzoguterera akamo umusi w’akazi ukurikirako.
Umuntu avuga Ikirundi yogufasha. lyi serevise ni ku buntu.

353 153 L o (O 3y se o Lad Cal (San 4S g a4 U )b 801 Glea 55 leaa e s Afghani
Gelu ) (TTY: 711) 1-866-549-8289 o jled L il IS (laa 53 Cidly )0 (5] 0 a0 ey 2dly i
0 sadia Al sle Jiad ) o da Glela ) Gy 2,80 (lai e b dea B4l oo 5l pli 8 () e 8
i R (e L b IS a5 0 2)l350 aly 50 48 2 55 4l 53 Lad )l (Kaa e fad ) 6l )5
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Ambharic: NA A% ?MLG OLI° LI LT OPLFT SAPTY I9YEDII° MEL AGDADAN 19
ANTCATZ AANNT AAY: ANTCATZ AT NAE ANN ACN N8a.m. AN 8 p.m. N
1-866-549-8289 (TTY: 711) £LMNAY: NAAG NFTT PLIZ AE AL AG NNGA P57+ (DARRT
ATRTD AUMEER &FAN: MEP NTLPMAD RN ¢ DT DN LADAAA: ATFCE 29261C N D~
ALLRPYT EFAA: £U 19 AA AT 1(D-:

Gujarati: VM3 AR WUl ecll Foitl 2well (AA dAHal 8lES 2% Aal
SlESURL Ysllotl ool Auall M2 AHEL W geubaell Hgd Al 9.
g™ Andal HI2, UH 61/ 1-866-549-8289 (TTY: 711) UR SIA 5. WUHIRL
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