
 
 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Medicare Advantage Plans 
PO Box 262588 
Plano, TX 75026 

REQUEST FOR 
MEDICARE PRESCRIPTION DRUG COVERAGE DETERMINATION 

TThis form maay be sent too us by mail or fax: 

Address: 
CVS Caremark PPart D Appeaals and Exceeptions 
P.O. Box 52000, MC109 

Fax Numbeer: 
855-633-76673 

Phoeenix, AZ 850072-2000 

YYou may also ask us for a coverage determination by phonee at 844-4499-4723, (TTYY: 711), or 24 hours 
aa day, 7 days a week thrrough our weebsite at preemera.com/mma. 

WWho May Make a Requuest: Your prrescriber maay ask us forr a coveragee determinattion on your behalf. If 
yyou want anoother individdual (such ass a family meember or frieend) to makee a request for you, thatt 
individual muust be your rrepresentativve. Contact us to learn hhow to namee a represenntative. 

Enrollee’s Informationn 

Enrollee’s NName ________________________________________ Date of Birth ____________________ 

Enrollee’s AAddress ________________________________________________________________________ 

City ______________________________________ State__________ _______Zipp Code _______________

Phone _______________________________ Enrollee’s Membber ID # _______________________________ 

Complete tthe followinng section OONLY if the person maaking this reequest is noot the enrollee or 
prescriber:: 

Requestor’ss Name _________________________________________________________________________ 

Requestor’ss Relationshhip to Enrolleee _______________________________________________________ 

Address _________________________________________________________________________________ 

City ______________________________________ State__________ Zipp Code ______________________ 

Phone _______________________________ 

Representtation docummentation forr requests mmade by sommeone other than enrolleee or the enrrollee’s 
prescriber: 

Attach docuumentation sshowing the authority to represent thhe enrollee ((a completedd Authorizattion of 
Representaation Form CCMS-1696 orr a written eqquivalent). FFor more infoormation on appointing aa 
representattive, contact your plan orr 1-800-Meddicare, TTY: 1-877-486-22048, 24 hours per day, 7 days 
a week. 

H7245_H9302_L_CvgDtrmnReq_C 
5246_3002UNVA1 



 
 
 

 

 

 

 

 

 

 

 

 
  

  
   

   
   

 
 

 

 

 

 

 

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 I try another drug before I get the drug my 
prescriber prescribed (formulary exception).* 

  I request an exception to the plan’s limit on the number of pills (quantity limit) I can receive so 
that I can get the number of pills my prescriber prescribed (formulary exception).* 

  My drug plan charges a higher copayment for the drug my prescriber prescribed than it charges 
for another drug that treats my condition, and I 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. 

  I want to be reimbursed for a covered prescription drug that I 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. 

 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). 



 
 
 

 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 
 

Prescriber's Information 

Diagnosis and Medical Information 

Rationale for Request 

Signature of person requesting the coverage determination 
(the enrollee, or the enrollee’s prescriber or representative): 

Date: 

Type of Coverage Determination Request 

FORMULARY and TIERING EXCEPTION requests cannot be processed without a prescriber’s 
supporting statement. PRIOR AUTHORIZATION requests may require supporting information. 

REQUEST FOR EXPEDITED REVIEW: By checking this box and signing below, I 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. 

Name ___________________________________________________________________________ 

Address _________________________________________________________________________ 

City _________________________________ State ___________  Zip Code __________________ 

Office Phone________________________________ Fax _________________________________ 

Prescriber’s Signature _____________________________________ Date___________________ 

Medication Strength and Route of 
Administration 

Frequency 

New Prescription OR Date 
Therapy Initiated 

Expected Length of Therapy Quantity 

Height/Weight Drug Allergies Diagnosis 









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 dosage form and/or higher dosage [Specify below: (1) Dosage 
form(s) and/or dosage(s) tried; (2) explain medical reason] 
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]  

 Other (explain below) 
Required Explanation _____________________________________________________________ 

Premera Blue Cross is an HMO plan with a Medicare contract. Enrollment with Premera Blue Cross 
depends on contract renewal. 



Premera Blue Cross is an HMO plan with a Medicare contract. Enrollment in Premera Blue Cross depends on renewal. 
Y0134_PBC3014_C  028023 (07-01-2021) 

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, sex, gender identity, or sexual orientation. Premera does not exclude 
people or treat them differently because of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. 
Premera provides free aids and services to people with disabilities 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 services to people whose primary language is not English, such as qualified interpreters and 
information written in other languages. If you need these services, contact the 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, 
gender identity, or sexual orientation, you can file a grievance with: Civil Rights Coordinator ─ Complaints and Appeals, Premera 
Blue Cross Medicare Advantage Plans - Complaints & Appeals, PO Box 262527, Plano, TX  75026, Phone: 888-850-8526,  
Fax: 800-889-1076, TTY: 711, Email AppealsDepartmentInquiries@Premera.com. You can file a grievance in person or by mail, 
fax, or email. If you need help filing a grievance, the 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. 
 

Language Assistance 
ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 888-850-8526 (TTY: 711). 
注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 888-850-8526（TTY：711）。 

CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn.  Gọi số 888-850-8526 (TTY: 711). 
주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 888-850-8526 (TTY: 711) 번으로 전화해 주십시오. 

ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода. Звоните 888-850-8526 (телетайп: 711). 
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 888-850-8526 (TTY: 711). 
УВАГА!  Якщо ви розмовляєте українською мовою, ви можете звернутися до безкоштовної служби мовної підтримки.  

Телефонуйте за номером 888-850-8526 (телетайп:  711). 

��

注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。888-850-8526（TTY:711）まで、お電話にてご連絡ください。

ማስታወሻ:  የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት ተዘጋጀተዋል፡ ወደ ሚከተለው ቁጥር ይደውሉ 888-850-8526 (መስማት ለተሳናቸው: 711). 

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 888-850-8526 (TTY: 711). 

 .)711: والبكم  الصم  ھاتف رقم ( 888-850-8526 برقم  اتصل.  بالمجان لك تتوافر اللغویة المساعدة  خدمات  فإن اللغة، اذكر تتحدث كنت إذا:  ملحوظة

ਿਧਆਨ ਿਦਓ: ਜੇ ਤੁਸ  ਪੰਜਾਬੀ ਬੋਲਦੇ ਹੋ, ਤ  ਭਾਸ਼ਾ ਿਵੱਚ ਸਹਾਇਤਾ ਸੇਵਾ ਤੁਹਾਡੇ ਲਈ ਮੁਫਤ ਉਪਲਬਧ ਹੈ। 888-850-8526 (TTY: 711) 'ਤੇ ਕਾਲ ਕਰੋ। 

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfügung. Rufnummer: 888-850-8526 (TTY: 711). 

ໂປດຊາບ: ຖ້າວ່າ ທ່ານເວ້ົາພາສາ ລາວ, ການບໍລິການຊ່ວຍເຫຼືອດ້ານພາສາ, ໂດຍບໍ່ເສັຽຄ່າ, ແມ່ນມີພ້ອມໃຫ້ທ່ານ. ໂທຣ 888-850-8526 (TTY: 711). 
  

 
្របយ័ត ៖  េបើសិន អ កនិ យ   ែខ រ, េស ជំនួយែផ ក   េ យមិនគិតឈ  ល គឺ ច នសំ ប់បំេរ  អ ក។  ចូរ ទូរស័ ។  888-850-8526 (TTY: 711)  ័  ័ព 
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