vaetna

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

Address: Fax Number:

Aetna Better Health Premier Plan MMAI Part D Coverage Determination
Part D Coverage Determination Pharmacy Department
Pharmacy Department 1-855-365-8109

4750 S 44th PL STE 150
Phoenix, AZ 85040-4015

You may also ask us for a coverage determination by phone at 1-866-600-2139 (TTY: 711), 24
hours a day, 7 days a week or through our website at AetnaBetterHealth.com/lllinois.

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.
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http://AetnaBetterHealth.com/Illinois

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

| Type of Coverage Determination Request

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

O | 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 | 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) | can receive so
that | can get the number of pills my prescriber prescribed (formulary exception).”

O 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 My drug plan charged me a higher copayment for a drug than it should have.
O I 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.



[J CHECK 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.

L1 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’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 Expected Length of Therapy: Quantity:
Therapy Initiated:

Height/Weight: Drug Allergies: Diagnosis:

Rationale for Request




O 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)]

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

OO0 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]

O Request for formulary 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]

[0 Other (explain below)
Required Explanation

Aetna Better Health® Premier Plan MMAI is a health plan that contracts with both Medicare
and lllinois Medicaid to provide benefits of both programs to enrollees.
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Multi-Language Insert
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 1-866-600-2139 (TTY: 711). Someone
who speaks English/Language can help you. This is a free
service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o
medicamentos. Para hablar con un intérprete, por favor llame al 1-866-600-
2139 (TTY: 711). Alguien que hable espafiol le podra ayudar. Este es un
servicio gratuito.

Chinese Mandarin:
BARRE R mEEIRS | B EREXTREILGMROGVEATER 1. MRIGEE
MRS | B 1-866-600-2139 (TTY:
711). BV PXITEARREERBYE, X2—INRHTRS.

Chinese Cantonese:
REBPNERIENRRITETEZRE , ALEMAREEENTZE

R%%. NEEZFRT  BEE 1-866-600-2139 (TTY:

711). EHMBPIXHIAEREE AERMEER. ER—EHEERE.

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang
masagot ang anumang mga katanungan ninyo hinggil sa aming planong
pangkalusugan o panggamot. Upang makakuha ng tagasaling-wika,
tawagan lamang kami sa 1-866-600-2139 (TTY: 711). Maaari kayong
tulungan ng isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre
a toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-866-600-2139 (TTY: 711). Un interlocuteur parlant Frangais
pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i ¢ dich vu thong dich mién phi dé tra 18i cdc cau hdi
vé chyong suc khée va chyodng trinh thuéc men. Néu qui vi can thong dich
vién xin goi 1-866-600-2139 (TTY: 711) s€ c6 nhan vién ndi ti€ng Viét giup
d@ qui vi. Day la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen
zu unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher

erreichen Sie unter 1-866-600-2139 (TTY: 711). Man wird Ihnen dort auf
Deutsch weiterhelfen. Dieser Service ist kostenlos.



Korean: YAt= Q2 B3 E&= ofF 3o ot 20| gl =E2|0x R85 89
MH|AE HSStD JAELCH 89 MH|AE 0|85t2{TH T2} 1-866-600-2139
(TTY: 711)HOE Zo|8f FHA|L SFOE S of EE AYLICE Of
MHA2= B2 2FELCL

Russian: Ecnn y BaCc BO3HUKHYT BONPOCbl OTHOCUTEIbHO CTPAx0OBOro WUau
MeaMKaMEeHTHOro naaHa, Bbl MOXeTe BOCMNO/1b30BaTbCsA HawmnmMm 6ecnnaTHbIMM
ycnyramm nepesoaymkoB. UTobbl BOCMONb30BaTbLCA yC/yraMmm nepeBoaumnKka,
no3BoHUTEe HaM no TenedoHy 1-866-600-2139 (TTY: 711). Bam okaxeT
NOMOLLb COTPYAHWK, KOTOPbIA FOBOPUT MO-PyCCKW. [laHHasa ycnyra
6ecnnaTtHas.

Arabic: Jsasll Ll &) Jgan ol daally leii dliad (gl oo ladl dalad) 558l an yiall Cilars ands L)
e L Juai¥) g g dhle Gad (58 o i e 1-866-600-2139 (TTY: 711) L paddia g,

L jad) Caaaty duilae dadd o2 e Ly,

Hindi: gaR Ty a1 ga1 &1 Ao & IR # 379d fHat 4t Uy & ofa1d 2= & fof gAR
T YU gHIT aTd Iuasd €. Ueb U U &’ & oy, 99 8% 1-866-600-2139
(TTY: 711) R B B3, B3 Afad ol fe=dl SadT & 3HTUD! Hag HR Johdl 6. Tg U o
a3,

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un
interprete, contattare il numero 1-866-600-2139 (TTY: 711). Un nostro
incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio
gratuito.

Portuguese: Dispomos de servicos de interpretacao gratuitos para responder
a qualquer questao que tenha acerca do nosso plano de saude ou de
medicacdo. Para obter um intérprete, contacte-nos através do niumero 1-
866-600-2139 (TTY: 711). Ird encontrar alguém que fale o idioma
Portugués para o ajudar. Este servico é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou
ta genyen konsenan plan medikal oswa dwdg nou an. Pou jwenn yon
entepret, jis rele nou nan 1-866-600-2139 (TTY: 711). Yon moun ki pale
Kreyol kapab ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktory
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub
dawkowania lekow. Aby skorzysta¢ z pomocy ttumacza znajgcego jezyk
polski, nalezy zadzwoni¢ pod numer 1-866-600-2139 (TTY: 711). Ta ustuga
jest bezptatna.

Japanese:
LitOBRERRREERULET S VCHATSACERCEEZT ALY L. &
POBRY—E2NHVFTIVET, BRRECHBICLZAICE. 1-866-600-
2139 (TTY:
7IC BRIV, HRBZFIAETIXEWVZLET., ChFEBD T —
E2TY,



Hawaiian: He kokua mahele ‘Olelo ka makou i mea e pane ‘ia ai kau mau
ninau e pili ana i ka makou papahana olakino a Ia‘au lapa‘au paha. I mea e
loa‘a ai ke kokua mahele ‘Olelo, e kelepona mai ia makou ma 1-866-600-
2139 (TTY: 711). E hiki ana i kekahi mea ‘Olelo Pelekania/‘Olelo ke kokua ia
‘oe. He pomaika'‘i manuahi kéia.
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