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Pharmacy Exception Request Form
Please fax this back to Pharmacy Services

Fax Number Phone Number
1-888-260-9836 1-888-261-1756

Member Information:
Member’'s Name

Date of Birth

Member’s Address

City

State Zip Code

Phone

Member ID #

Prescriber Information:

Prescriber Name

Address

City

State Zip Code

Office Phone

Office Fax

Prescriber’s Signature

Date

Medication and Diagnosis Information

Medication (name and strength) | Diagnosis (ICD-10) Quantity

New Prescription OR Date Expected Length of Therapy Drug Allergies

Therapy Initiated

Medical Necessity for Brand Name
Contraceptives

[1 By checking this box you are certifying that a brand name contraceptive is medically necessary.

Request for Expedited Review
(Determination within 24 hours)

Exigent circumstance: Applies to exception requests when a patient is suffering from a health
condition that may seriously jeopardize the enrollee’s life, health or ability to regain maximum function.

[0 By checking this box and signing below, you are certifying that this is an expedited request due to
an exigent circumstance and that the 72-hour standard review time may seriously jeopardize the
life or health of the member or the member’s ability to regain maximum function. The request will
not be handled as an expedited request unless the box is checked and prescriber’s signature is

included.
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Type of Request
(select all that apply)

(I

Member needs a drug that is not on the plan’s list of covered drugs.

O

Requesting an exception to the requirement that member tries another drug before
member gets the drug prescribed.

[0 Requesting an exception to the plan’s limit on the allowed amount (quantity limit) a
member can receive.

[0 Requesting an exception to use a drug or biologic agent for an off-label indication.

*NOTE: The prescriber MUST provide a statement supporting the exception request.
Requests that are subject to prior authorization (or any other utilization management
requirement) may require supporting information.

*CHART NOTES ARE REQUIRED*

Clinical Rationale for the Exception Request
(select all the apply)

[0 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)]

Patient is stable on current drug(s); high risk of significant adverse clinical outcome
with medication change [Specify below: Anticipated significant adverse clinical outcome]
Medical need for different and/or higher dosage [Specify below: (1) Dosage form(s)
and/or dosage(s) tried; (2) explain medical reason]

Off-label use is supported by medical compendia, scientific evidence, or approved
via Emergency Use Authorization (explain below)

Other (explain below)

o o O 0O

Required Explanation

Please fax this form back to 1-888-260-9836
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Notice of availability and nondiscrimination  800-722-1471 | TTY: 711

Call for free language assistance services and appropriate auxiliary aids and services.
Llame para obtener servicios gratuitos de asistencia linglistica, y ayudas y servicios auxiliares apropiados.
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Goi cho cac dich vu ho trg ngdn ngir mién phi va cac ho tre va dich vu phu tro thich hgp.
£z A9 N3 MUlAQF HESH 2L &1 L MUHIAE AMESIYAIL.
3BOHUTE A5 NOAYYeHMA 6ecnnaTHbIX YCAYr Mo NepeBoay U APYrnx BCNOMOraTe/ibHbIX CPeACcTB U YCAYT.
Tumawag para sa mga libreng serbisyo ng tulong sa wika at angkop na mga karagdagang tulong at serbisyo.
3BepTanTech 3a H€3KOLWTOBHO MOBHOI NiATPUMKO Ta BiANOBIAHMMW A0AATKOBMMW NOCAYraMu.
UEWTISIUOISTIUN S SWM AN IENIUSSSSIY NESIRIUNAY SHEISWHITISIRUUIEILINEEI
BHEEXEY —EXLBEULHEMRERVY—EREZEROHFZEL,
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Tajaajiloota deeggarsa afaan bilisaa fi gargaarsaa fi tajaajiloota barbaachisaa ta’an argachuuf bilbilaa.
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Fordern Sie kostenlose Sprachunterstutzungsdienste und geeignete Hilfsmittel und Dienstleistungen an.
tncesSLNILLINIVOBHGIVWITI I NIVVINIV 2 NMVFoBCHORCIOTCTVITTVCCLLVCIOE.
Rele pou w jwenn sévis asistans lengwistik gratis ak ed epi sevis oksilyé ki apwopriye.
Appelez pour obtenir des services gratuits d’assistance linguistique et des aides et services auxiliaires appropriés.
Zadzwon, aby uzyskac¢ bezptatng pomoc jezykowa oraz odpowiednie wsparcie i ustugi pomocnicze.
Ligue para servigos gratuitos de assisténcia linguistica e auxiliares e servigos auxiliares adequados.
Chiama per i servizi di assistenza linguistica gratuiti e per gli ausili e i servizi ausiliari appropriati.
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Discrimination is against the law. Premera Blue Cross (Premera) complies with applicable Federal and Washington state
civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex, including sex
characteristics, intersex traits, pregnancy or related conditions, sexual orientation, gender identity, and sex stereotypes.
Premera does not exclude people or treat them less favorably because of race, color, national origin, age, disability, sex,
sexual orientation, or gender identity. Premera provides people with disabilities reasonable modifications and free
appropriate auxiliary aids and services to communicate effectively with us, such as qualified sign language interpreters and
written information in other formats (large print, audio, accessible electronic formats, other formats). Premera provides free
language assistance services to people whose primary language is not English, which may include qualified interpreters and
information written in other languages. If you need reasonable modifications, appropriate auxiliary aids and services, or
language assistance services, contact our Civil Rights Coordinator. If you believe that Premera has failed to provide these
services or discriminated in another way on the basis of race, color, national origin, age, disability, sex, sexual orientation, or
gender identity, you can file a grievance with: Civil Rights Coordinator — Complaints and Appeals, PO Box 91102, Seattle,
WA 98111, Toll free: 855-332-4535, TTY: 711, Fax: 425-918-5592, Email AppealsDepartmentinquiries@Premera.com. You can
file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our Civil Rights Coordinator is
available to help you. 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 Ave 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. You can also file a civil rights complaint with
the Washington State Office of the Insurance Commissioner, electronically through the Office of the Insurance
Commissioner Complaint Portal available at https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status,

or by phone at 800-562-6900, 360-586-0241 (TDD). Complaint forms are available at
https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.
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