CarePlus

HEALTH PLANS

How to find out if a drug requires prior authorization, step therapy or quantity limits?

Some drugs in the formulary may require Prior Authorization, may have Step Therapy requirements or
Quantity Limitations. You can find out if your drug has any additional requirements or limits by
looking in the formulary or visiting our website at www.careplushealthplans.com. You may also call
Member Services at 1-800-794-5907; TTY: 711. From October 1 - March 31, we are open 7 days a
week, 8 a.m. to 8 p.m. From April 1 - September 30, we are open Monday - Friday, 8 a.m. to 8 p.m.
You may always leave a voicemail after hours, Saturdays, Sundays, and holidays and we will return
your call within 1 business day.

Prior Authorization (PA)

What is Prior Authorization?

Some prescription drugs require prior authorization (PA) to be covered by CarePlus. If your
prescription drug requires prior authorization, you, your appointed representative, or your
prescribing physician or other prescriber will need to request and receive approval in advance from
CarePlus before you fill your prescription. If you don’t get approval, CarePlus may not cover the drug.

Why is Prior Authorization required?

The prior authorization process helps ensure you make the best use of your benefits and receive the
most appropriate treatment. For example, if you have diabetes, and your doctor wants you to try a
new medication, we may need to authorize this drug before you fill the prescription. We want to
make sure the medication won't interfere with others you take or add to your costs unnecessarily.

Step Therapy (ST)

What is Step Therapy?

With Step Therapy drugs, CarePlus requests that you first try certain drugs to treat your medical
condition before we cover another drug for that condition. For example, if Drug A and Drug B both
treat your medical condition, CarePlus may not cover Drug B unless you try Drug A first. If Drug A
does not work for you, CarePlus may then cover Drug B.

If your drug has a step therapy requirement, your prescribing physician or other prescriber will need
to provide a supporting statement to CarePlus if you are prescribed Drug B or wish to try Drug B first,
without trying Drug A. CarePlus’ approval must be received before you fill your prescription for Drug
B. If you don’t get approval, CarePlus may not cover Drug B.
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Why is Step Therapy required?
Step Therapy promotes the safe and cost-effective use of medication. CarePlus requests that you try
medications that are considered first-line medications before a medication that is considered a
second-line medication is covered. First-line medications are widely recognized as safe and effective.
Second-line medications are either preferred or non-preferred brand-name drugs and are potentially
more costly.

Quantity Limits (QL)

What are Quantity Limits?

For certain drugs, CarePlus limits the amount of the drug that will be covered per prescription or for a
defined period of time. If you require additional quantities over the limit, your physician will need to
provide a supporting statement to CarePlus. CarePlus’ approval must be received before you fill your
prescription for the additional quantity, otherwise the additional quantity may not be covered.

Why are Quantity Limits required?

Quantity limits are based on manufacturer dosing guidelines and current medical recommendations.
Quantity limits help avoid the potential misuse and abuse of medications. Prescriptions written for
guantities above the established limits will require authorization before the prescription can be filled.

Coverage Determination

What is a Coverage Determination?

A coverage determination is a decision made by CarePlus as a Medicare Part D sponsor regarding the
payment or benefit to which you believe you are entitled to. It may involve a decision regarding
whether CarePlus will cover a drug, the portion of the drug cost you may be responsible for, quantity
limits, step therapy or prior authorization requirements.

How to request a coverage determination?
You, your appointed representative, your prescribing physician or other prescriber may file a coverage
determination request with CarePlus.

For your PHYSICIAN or other prescriber to submit a Coverage Determination request, he/she must
contact the Pharmacy Coverage Determination Review team at CarePlus in one of the following
ways:

e Calling the Pharmacy Coverage Determination Review Team at 1-866-315-7587, from 8 am to
8 pm EST; Monday through Friday; OR

e Faxing a coverage determination request along with any applicable supporting documentation
to 1-800-310-9071. For your physician's convenience, he/she may obtain a copy of the
Request for Medicare Prescription Drug Coverage Determination Form through the following
links: English / Spanish. You may also print this form and take it with you to your physician's
office; OR
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e Submitting the request electronically along with any applicable supporting documentation.
Your physician may fill out the Request for Medicare Prescription Drug Coverage
Determination Form online through the following links: English / Spanish; and send it to us
electronically; OR.

e Mailing a written request to:

CarePlus Health Plans, Inc.
Attention: Pharmacy Coverage Determination Review Team
11430 NW 20th Street, Suite 300
Miami, FL 33172

If you would like to make the coverage determination request YOURSELF, you or your appointed
representative must contact us in one of the following ways:

e Calling Member Services at 1-800-794-5907; TTY: 711. From October 1 - March 31, we are open
7 days a week, 8 a.m. to 8 p.m. From April 1 - September 30, we are open Monday - Friday, 8
a.m. to 8 p.m. You may always leave a voicemail after hours, Saturdays, Sundays, and holidays
and we will return your call within 1 business day; OR

e Faxing the request to 1-800-310-9071. For your convenience, you may obtain a copy of the
Request for Medicare Prescription Drug Coverage Determination Form through the following
links: English / Spanish. You may also print this form and take it with you to your physician's
office; OR

e Submitting the request online along with any applicable supporting documentation provided
by your physician. You may fill out the Request for Medicare Prescription Drug Coverage
Determination Form online from the following links: English / Spanish; and send it to us
electronically; OR

e Mailing a written request to:

CarePlus Health Plans, Inc.
Attention: Pharmacy Coverage Determination Review Team
11430 NW 20th Street, Suite 300
Miami, FL 33172

Once the coverage determination request is submitted, we must notify you of our decision no later
than 24 hours (expedited) or 72 hours (standard) from the date and time the request is received. Your
request will be expedited if we determine, or your doctor informs us, that your life, health, or ability
to regain maximum function may be seriously jeopardized by waiting for a standard request.

If you have any questions regarding your request, please call Member Services at 1-800-794-5907. TTY
users should call 711.

Exceptions

You may request an exception to our coverage requirements, including prior authorization, quantity
limit, and step therapy.
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How to request an exception?
You, your appointed representative, or your prescribing physician or other prescriber may ask us to
make an exception to our Part D Coverage rules in a number of situations:

e You may ask us to cover your Part D drug even if it is not on our formulary. If approved, this
drug will be covered at a pre-determined cost-sharing level, and you would not be able to ask
us to provide the drug at a lower cost-sharing level.

e You can ask us to waive coverage restrictions or limits on your drug (e.g. step therapy or
quantity limits). For example, for certain drugs, we limit the amount of the drug that we will
cover. If your drug has a quantity limit, you can ask us to waive the limit and cover a greater
amount.

e You can ask us to cover a formulary drug at a lower cost-sharing level if this drug is not on the
specialty tier. If approved this would lower the amount you will pay for your drug. For
example, if your drug is usually considered a non-preferred drug, you can ask us to cover it as
preferred drug instead.

Please note, if we grant your request to cover a Part D drug that is not on our formulary, you cannot
ask us to provide a tiering exception for the non-formulary drug approved under the formulary
exception process. Also, you cannot ask us to provide a higher level of coverage for Part D drugs that
are in the “Tier 5 — Specialty” tier.

Generally, we will only approve your request for an exception if the alternative Part D drugs included
on the plan formulary or the Part D drug in the preferred tier would not be as effective in treating
your condition and/or would cause you to have adverse medical effects.

For all exception requests, your physician or other prescriber must provide a statement supporting
the request. CarePlus must receive this supporting statement before the review of your request can
begin. You may help us accelerate the determination review by including the supporting medical
information provided by a physician at the time you send the exception request to CarePlus; or by
asking your physician to send the request and supporting statement to CarePlus directly.

Once the physician's statement is submitted, we must notify you of our decision no later than 24
hours (expedited) or 72 hours (standard) from the date and time the physician statement is received.
Your request will be expedited if we determine, or your doctor informs us, that your life, health, or
ability to regain maximum function may be seriously jeopardized by waiting for a standard request.

Your PHYSICIAN or other prescriber may submit the exception request on your behalf along with a
supporting statement by:

e C(Calling the Pharmacy Coverage Determination Review Team at 1-866-315-7587 between the
hours of 8 am to 8 pm EST; Monday through Friday; OR
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Faxing the request along with any applicable supporting documentation to 1-800-310-9071.
For your physician's convenience, he/she may obtain a copy of the Request for Medicare
Prescription Drug Coverage Determination Form through the following links: English / Spanish;
OR

Submitting the request online along with any applicable supporting documentation. Your
physician may fill out the Request for Medicare Prescription Drug Coverage Determination
Form and attached his/her supporting statement online through the following links: English /
Spanish; and send it to us electronically; OR

Mailing a written request including a supporting statement to:

CarePlus Health Plans, Inc.
Attention: Pharmacy Coverage Determination Review Team
11430 NW 20th Street, Suite 300
Miami, FL 33172

If you would like to make the exception request YOURSELF, you or your appointed representative
may do so by:

Calling Member Services at 1-800-794-5907; TTY: 711. From October 1 - March 31, we are open
7 days a week, 8 a.m. to 8 p.m. From April 1 - September 30, we are open Monday - Friday, 8
a.m. to 8 p.m. You may always leave a voicemail after hours, Saturdays, Sundays, and holidays
and we will return your call within 1 business day; OR

Faxing the request to 1-800-310-9071. For your convenience, you may obtain a copy of the
Request for Medicare Prescription Drug Coverage Determination Form through the following
links: English / Spanish. You may also print this form and take it with you to your physician's
office; OR

Submitting the request online along with any applicable supporting documentation. You may
fill out the Request for Medicare Prescription Drug Coverage Determination Form and attach
your physician’s supporting statement online through the following links: English / Spanish;
and send it to us electronically; OR

Mailing a written request including your physician’s supporting statement to:

CarePlus Health Plans, Inc.
Attention: Pharmacy Coverage Determination Review Team
11430 NW 20th Street, Suite 300
Miami, FL 33172

If you have any questions regarding your request, please call Member Services at 1-800-794-5907. TTY
users should call 711.

CarePlus is an HMO plan with a Medicare contract. Enrollment in CarePlus depends on contract
renewal.

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linglistica. Llame
al 1-800-794-5907 (TTY: 711).
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Discrimination is against the law
CarePlus Health Plans, Inc. (" CarePlus") complies with applicable Federal Civil Rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, sex, sexual orientation, gender identity, or religion. CarePlus does not exclude people or treat them
differently because of race, color, national origin, age, disability, sex, sexual orientation, gender identity, or religion. CarePlus provides:
e Free assistance and services to people with disabilities to communicate effectively with us, such as:
— Qualified sign language interpreters
— Video remote interpretation
— Written information in other formats
e Free language services to people whose primary language is not English when those services are necessary to provide meaningful
access, such as:
— Qualified interpreters
— Information written in other languages

If you need these services, call the number on the back of your Member ID Card or contact Member Services using the information below.
If you believe that CarePlus has failed to provide these services or discriminated in another way on the basis of race, color, national origin,
age, disability, sex, sexual orientation, gender identity, or religion, you can file a grievance with:

CarePlus Health Plans, Inc. Attention: Member Services Department. 11430 NW 20th Street, Suite 300. Miami, FL 33172.
Telephone: 1-800-794-5907; (TTY: 711). From October 1 - March 31, we are open 7 days a week; 8 a.m. to 8 p.m. From April 1 -
September 30, we are open Monday - Friday, 8 a.m. to 8 p.m. You may always leave a voicemail after hours, Saturdays, Sundays, and
holidays and we will retum your call within 1 business day. Fax: 1-800-956-4288.

You can file a grievance in person or by mail, phone or fax. If you need help filing a grievance, our Member Services Representatives are
available to help you at the contact information listed above.

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
1-800-794-5907 (TTY: 711).

Espanol (Spanish): ATENCION: Si habla espanol, tiene a su disposicion servicios gratuitos de asistencia lingliistica. Llame al
1-800-794-5907 (TTY: 711).

FR2PX (Chinese): /5 WREERARKEHN - LIS EESES REIIRT - S5EE 1-800-794-5907 (TTY: 711) o

Tiéng Viét (Vietnamese): CHUY: Néu ban noi Tiéng Viét, c6 cac dich vu hé trg ngon ngli mién phi danh cho ban. Goi s6
1-800-794-5907 (TTY: 711).

0] (Korean). F2|: ot 0{E ALE0HA = 82, 0] A& MH|AE 222 0[8%Hd + ASLICL

1-800-794-5907 (TTY: 711) Bio 2 Hals FHA|IL.

Tagalog (Tagalog - Filipino): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-800-794-5907 (TTY: 711).

Pyccknii (Russian): BHUMAHWE: Ecnv Bbl roBopmTe Ha pyCcCKOM A3bIKe, TO BaM AOCTYMHbI 6ecrnaTHble yCnyri nepeeoga.
3BoHuTe 1-800-794-5907 (Tenetaiin: 711).

Kreyol Ayisyen (French Creole): ATANSYON: Si w pale Kreyol Ayisyen, gen sevis éd pou lang ki disponib gratis pou ou. Rele
1-800-794-5907 (TTY: 711).

Francais (French): ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez
le 1-800-794-5907 (ATS : 711).

Polski (Polish): UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon pod numer
1-800-794-5907 (TTY: 711). }

Portugués (Portuguese): ATENCAQ: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para 1-800-
794-5907 (TTY: 711).

Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia |'italiano, sona disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-794-5907 (TTY: 711).

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung. Rufnummer: 1-800-794-5907 (TTY: 711).

Al (Gujarati): Yuotl: ol X %Al Gl 8l, dl Al3Es et Uslal Actdl ARl 12 GUAKY 8.
$lal 531 1-800-794-5907 (TTY: 711).

mu1lna (Thai): Sou: Saumame Ineauawisalduinsmemaonmaniunldni Tns1-800-794-5907 (TTY: 711).

Diné Bizaad (Navajo): Dii baa akd ninizin: Dii saad bee yanilti’go Diné Bizaad, saad bee 4ka’anida’awo’déé’, t'aa jiik’eh, éi
na holo, koji’ hodiilnih 1-800-794-5907 (TTY: 711).

4 y=l! (Arabic):
@8y Ll yloally 2l 38195 dygolll Bacluwll Dlaas 16 g yell dQll Gased cuS 13] 1@ gla
(711 Sl 5 anall s o8 ) 1-800-794-5907
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