Humana.

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

Address: Fax number:
Humana Clinical Pharmacy Review (HCPR) 1-877-486-2621
P.O. Box 33008

Louisville, KY 40232-3008

You may also ask us for a coverage determination by phone at 1-800-555-2546 or through our website at
www.humana.com/determination.

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 number

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 (1-800-633-4227).
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Humana.

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

Type of coverage determination request

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

(] 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).*

(] I request prior authorization for the drug my prescriber has prescribed.*

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

[ 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).*

[J 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).*

[] 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).*

[] My drug plan charged me a higher copayment for a drug than it should have.
L1l 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):
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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.

[_]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 of person requesting the coverage determination (the Date:
enrollee, or the enrollee’s prescriber or representative):

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.

[CIREQUEST FOR EXPEDITED REVIEW: By checking this box and signing below, | certify that applying the
72 hour standard review time frame may seriously jeopardize the life or health of the enrollee or the
enrollee’s ability to regain maximum function.

Prescriber’s information

Name NPI

Address

City State ZIP code
Office phone Fax

Prescriber’s signature Date

Diagnosis and medical information

Medication: Strength and route of administration: Frequency:
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Humana.

New prescription or date therapy Expected length of therapy: Quantity:
was initiated:

Height/Weight: Drug allergies: Diagnosis:

Rationale for request

[J 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)]

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

[J 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]

L] Request for formulary tier 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]

L] Other (explain below)
Required explanation:
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Discrimination is Against the Law

Humana Inc. and its subsidiaries comply with applicable Federal civil rights laws and do not
discriminate on the basis of race, color, national origin, age, disability, or sex. Humana Inc. and
its subsidiaries do not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex.

Humana Inc. and its subsidiaries provide:

e Free auxiliary aids and services, such as qualified sign language interpreters, video
remote interpretation, and written information in other formats to people with
disabilities when such auxiliary aids and services are necessary to ensure an equal
opportunity to participate.

e Free language services to people whose primary language is not English when those
services are necessary to provide meaningful access, such as translated documents or
oral interpretation.

If you need these services, call the number on your ID card (TTY: 711) or send an email to
accessibility@humana.com, or if you use a TTY, call 711.

If you believe that Humana Inc. and its subsidiaries have failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or sex,
you can file a grievance with:

Discrimination Grievances
P.O. Box 14618
Lexington, KY 40512-4618

If you need help filing a grievance, call the number on your ID card or if you use a TTY, call 711.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint
Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html



Multi-Language Interpreter Services

English: ATTENTION: If you do not speak English, language assistance services, free of charge,
are available to you. Call the number on your ID card (TTY: 711).

Espafiol (Spanish): ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de
asistencia linglistica. Llame al numero que figura en su tarjeta de identificacién (TTY: 711).

FH2h3Z (Chinese): 515 : MBEERAEIEP COUGRBESESRERS  AREEEF EOERYE (TTY: 711)-

Tiéng Viét (Vietnamese): CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd trg ngdn ngit mién
phidanh cho ban. Goi s6 dién thoai ghi trén thé ID cda quy vi (TTY: 711).

2501 (Korean): F2|: Bt 0{E AL 85t AlE B9, U XIH MHIAE FE=Z 0|85tA

= U&LICH. IDFIEN M3 e HE 2 HMatal FHAIL (TTv: 711).

Tagalog (Tagalog — Filipino): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit
ng mga serbisyo ng tulong sa wika nang walang bayad. Tawagan ang numero na nasa iyong ID
card (TTY: 711).

Pycckuii (Russian): BHUMAHME: Eciv Bbl rOBOPUTE Ha PYCCKOM fA3bIKE, TO BaM 4OCTYMHbI
6ecnnatHble ycnyru nepesosa. Habepute Homep, yKa3aHHbIN Ha BalLeN KapTouKe-
yaoctoBepeHuu (Tenetann: 711).

Kreyol Ayisyen (French Creole): ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed pou lang ki
disponib gratis pou ou. Rele nimewo ki sou kat idantite manm ou (TTY: 711).

Frangais (French): ATTENTION : Si vous parlez francais, des services d’aide linguistique
vous sont proposés gratuitement. Appelez le numéro figurant sur votre carte de
membre (ATS : 711).

Polski (Polish): UWAGA: Jezeli mdwisz po polsku, mozesz skorzystac z bezptatnej pomocy
jezykowej. Prosze zadzwoni¢ pod numer podany na karcie identyfikacyjnej (TTY: 711).

Portugués (Portuguese): ATENCAO: Se fala portugués, encontram-se disponiveis servicos
linguisticos, gratis. Ligue para o numero presente em seu cartdo de identificacdo (TTY: 711).

Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il numero che appare sulla tessera identificativa (TTY:
711).

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos
sprachliche Hilfsdienstleistungen zur Verfligung. Wahlen Sie die Nummer, die sich auf lhrer
Versicherungskarte befindet (TTY: 711).

HZAEE (Japanese): T =B : HAREEFBEN25E. EROSEXEECRAVEE G
F9, BFESO D H—RIZEBHEETNTVREEESETTIEHLEESV (TTY : 711)0



sy (Farsi):
2l o 0ol lad gly o Boly Oygen L) DMl S 0 S wy8 (L @ Slian g
(TTY: 711) 0.5 oelad U olelias OHlS oy oali oylaa U
Diné Bizaad (Navajo): Dii baa aké ninizin: Dii saad bee yanitti'go Diné Bizaad, saad bee ak&'anida’dwo’dée’,
t’aa jiik’eh, éi na hold, namboo ninaaltsoos yézhi, bee néé ho’dolzin bikaa’igii bee holne’ (TTY: 711).
432l (Arabic):
ilgl @3y il ylally el y8l i gl saclunll Olaas 18 dalll \S31 ool wuS 13] :db g
(711 :psdly puall ailny @3y) cly dolsdl dyggll d8lny e 3o gall



	Coverage Determination Request Form_OHH_2015-07-30
	ND disclaimers with LONG Form-ID card_English

	Enrollees name: 
	Date of birth: 
	Enrollees address: 
	City: 
	State: 
	ZIP code: 
	Phone: 
	Enrollees member ID number: 
	Requestors name: 
	Requestors relationship to enrollee: 
	Address: 
	City_2: 
	State_2: 
	ZIP code_2: 
	Phone_2: 
	Name of prescription drug you are requesting if known include strength and quantity requested per month: 
	I need a drug that is not on the plans list of covered drugs formulary exception: Off
	I have been using a drug that was previously included on the plans list of covered drugs but is being: Off
	I request prior authorization for the drug my prescriber has prescribed: Off
	I request an exception to the requirement that I try another drug before I get the drug my prescriber: Off
	I request an exception to the plans limit on the number of pills quantity limit I can receive so that I can: Off
	My drug plan charges a higher copayment for the drug my prescriber prescribed than it charges for: Off
	I have been using a drug that was previously included on a lower copayment tier but is being moved to: Off
	My drug plan charged me a higher copayment for a drug than it should have: Off
	I want to be reimbursed for a covered prescription drug that I paid for out of pocket: Off
	Additional information we should consider attach any supporting documents 1: 
	Additional information we should consider attach any supporting documents 2: 
	Additional information we should consider attach any supporting documents 3: 
	Additional information we should consider attach any supporting documents 4: 
	CHECK THIS BOX IF YOU BELIEVE YOU NEED A DECISION WITHIN 24 HOURS If you have a supporting: Off
	Date: 
	REQUEST FOR EXPEDITED REVIEW By checking this box and signing below I certify that applying the: Off
	Name: 
	NPI: 
	Address_2: 
	City_3: 
	State_3: 
	ZIP code_3: 
	Office phone: 
	Fax: 
	Date_2: 
	Medication: 
	Strength and route of administration: 
	Frequency: 
	New prescription or date therapy was initiated: 
	Expected length of therapy: 
	Quantity: 
	HeightWeight: 
	Drug allergies: 
	Diagnosis: 
	Alternate drugs contraindicated or previously tried but with adverse outcome eg toxicity allergy: Off
	Patient is stable on current drugs high risk of significant adverse clinical outcome with medication: Off
	Medical need for different dosage form andor higher dosage Specify below 1 Dosage forms: Off
	Request for formulary tier exception Specify below 1 Formulary or preferred drugs contraindicated: Off
	Other explain below: Off
	undefined: 
	Required explanation 1: 
	Required explanation 2: 
	Required explanation 3: 
	Required explanation 4: 


