
   
 

 
    

     
   

 
 

 
 

 
 

 
 
 

 

 
 

 

 
 

 

 
 

      
 

  
 

  
 

  
 

 
 

     

   
 

 
 

 
 
 

 
 

    

         

     
 

REQUEST FOR MEDICARE DRUG COVERAGE DETERMINATION  

Use this form to ask our plan for a coverage determination. You can also ask for a coverage 
determination by phone at 1-844-362-0934 (TTY: 711) or through our website at 
AetnaMedicare.com/NJDSNP. You, your doctor or prescriber, or your authorized representative 
can make this request. 

Plan Enrollee 
Name Date of birth 

Street address City 

State ZIP 

Phone Member ID # 

If the person making this request isn’t the plan enrollee or prescriber: 

Requestor’s name 

Relationship to plan enrollee 

Street address (include City, State and ZIP 

Phone 

☐ Submit documentation with this form showing your authority to represent the enrollee (a
completed Authorization of Representation Form CMS-1696 or equivalent). For more 
information on appointing a representative, contact our plan or call 1-800-MEDICARE. (1­
800-633-4227). TTY users can call 1-877-486-2048. 

Name of drug this request is  about  (include dosage  and quantity  information if  available) 

Type of Request
☐ My drug plan charged me a higher copayment for a drug than it should have

☐ I want to be reimbursed for a covered drug I already paid for out of pocket

☐ I’m asking for prior authorization for a prescribed drug (this request may require supporting
information) 

 

http://AetnaMedicare.com/NJDSNP


   
 

    
    

  
    

    
   

     
 

    
  

    
 

    
     

     
  

 
     

 
 
 
 

 
 

   
      

   
   

     
   

    
 

 
  

 
 

 
           

 

For the types of requests listed below, your prescriber MUST provide a statement
supporting the request. Your prescriber can complete pages 3 and 4 of this form, “Supporting 
Information for an Exception Request or Prior Authorization.” 

☐I need a drug that’s not on the plan’s list of covered drugs (formulary exception)

☐ I’ve been using a drug that was on the plan’s list of covered drugs before, but has been or will
be removed during the plan year (formulary exception) 

☐ I’m asking for an exception to the requirement that I try another drug before I get a prescribed
drug (formulary exception) 

☐ I’m asking for an exception to the plan’s limit on the number of pills (quantity limit) I can get so
that I can get the number of pills prescribed to me (formulary exception) 

☐ I’m asking for an exception to the plan’s prior authorization rules that must be met before I get a
prescribed drug (formulary exception). 

☐ My drug plan charges a higher copayment for a prescribed drug than it charges for another drug
that treats my condition, and I want to pay the lower copayment (tiering exception) 

☐ I’ve been using a drug that was on a lower copayment tier before, but has or will be moved to a
higher copayment tier (tiering exception) 

Additional information we should consider (submit any supporting documents with this form): 

Do you need an expedited decision? 
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’ll 
automatically give you a decision within 24 hours.  If you don’t get your prescriber's support for an 
expedited request, we’ll decide if your case requires a fast decision. (You can’t ask for an 
expedited decision if you’re asking us to pay you back for a drug you already received.) 

☐ YES, I need a decision within 24 hours. If you have a supporting statement from your
prescriber, attach it to this request. 

Signature: Date: 

How to submit this form 
Submit this form and any supporting information by mail or fax: 



   
    

 

Address:  
Aetna Medicare FIDE  (HMO D-SNP)  
Pharmacy Coverage Determination   
4750 S 44th  PL  STE 150   
Phoenix,  AZ 85040-4015  

Fax Number:   
1-844-814-2260   

 
 



   
 

 
 

     
 

 
 

 
 

  
 

 
 

 
 

                                                                                         
 

 
  

  
 

   

  
  

  
 

 

 
 

 

   
 

 
 
 

 

 
 
 

 

 

 
  

 

    
  

 
   
   
   
   

Supporting Information for an Exception Request or Prior Authorization 
To be completed by the prescriber  

☐ 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. 
Prescriber Information 
Name 

Street Address (Include City, State and ZIP 

Office phone 

Fax 

Signature  Date 

Diagnosis and Medical Information 
Medication: Strength and route of administration: 

frequency: Date started: 
☐ NEW START 

Expected length of therapy: Quantity per 30 days: 

Height/Weight: Drug allergies: 

DIAGNOSIS – Please list all diagnoses being treated with the requested 
drug and corresponding ICD-10 codes
(If the condition being treated  with the requested drug is  a symptom e.g. anorexia, weight loss,  shortness  of  
breath, chest pain, nausea,  etc., provide the diagnosis  causing the symptom(s) if known)  

ICD-10 Code(s) 

Other RELAVENT DIAGNOSES: ICD-10 Code(s) 

DRUG HISTORY:  (for treatment of the condition(s) requiring the requested drug)  
DRUGS TRIED 
(if quantity limit is an issue, list 
unit dose/total daily dose tried) 

DATES of Drug Trials RESULTS of previous drug trials
FAILURE vs INTOLERANCE 

(explain) 



   
 
 

  
 
 

 
 

                                  
  

                                                                                        
    

   
 
 

 
 

  
                                                              

 
       

                                     

                                           

 
                                                        

         
   

   
   

   
   

  

 
   

     
  

   
  

  

  
  

     
     

  
   

What is the enrollee’s current drug regimen for the condition(s) requiring the requested drug? 

DRUG SAFETY 
Any FDA NOTED CONTRAINDICATIONS to the requested drug?   ☐  YES    ☐  NO  
Any concern for a DRUG INTERACTION when adding the requested drug to the enrollee’s 
current drug regimen?    ☐  YES     ☐  NO  
If the answer to either of the questions above is yes, please 1) explain issue, 2) discuss the benefits vs 
potential risks despite the noted concern, and 3) monitoring plan to ensure safety 

HIGH RISK MANAGEMENT OF DRUGS IN THE ELDERLY 
If the enrollee is over the age of 65, do you feel that the benefits of treatment with the requested drug 
outweigh the potential risks in this elderly patient?  ☐  YES     ☐  NO  

OPIOIDS – (answer these 4 questions if the requested drug is an opioid)  
What is the daily cumulative Morphine Equivalent Dose (MED)?  
mg/day   
Are you aware of other opioid prescribers  for this  enrollee? 
   If so, please explain.  

   ☐  YES    ☐  NO     

Is  the stated daily  MED dose noted medically necessary?    ☐  YES   ☐  NO    
 

Would a lower total daily  MED dose be insufficient to control  the enrollee’s pain?       ☐  YES    ☐  NO  

RATIONALE FOR REQUEST 
☐ Alternate drug(s) previously tried, but with adverse outcome, e.g. toxicity, allergy, or 
therapeutic failure [If not noted in the DRUG HISTORY section, specify below: (1) Drug(s) tried and 
results of drug trial(s) (2) if adverse outcome, list drug(s) and adverse outcome for each, (3) if therapeutic 
failure, list maximum dose and length of therapy for  drug(s) trialed] 

☐Alternative drug(s) contraindicated, would not be as effective or likely to cause adverse 
outcome. A specific explanation why alternative drug(s) would not be as effective or anticipated 
significant adverse clinical outcome and why this outcome would be expected is required. If 
contraindication(s), list specific reason why preferred drug(s)/other formulary drug(s) are contraindicated 

☐ Patient would suffer adverse effects if he or she were required to satisfy the prior
authorization requirement. A specific explanation of any anticipated significant adverse clinical 
outcome and why this outcome would be expected is required. 

☐ Patient is stable on current drug(s); high risk of significant adverse clinical outcome 
with medication change A specific explanation of any anticipated significant adverse clinical outcome 
and why this outcome would be expected is required – e.g. the condition has been difficult to control 
(many drugs tried, multiple drugs required to control condition), the patient had a significant adverse 
outcome when the condition was not controlled previously (e.g. hospitalization or frequent acute medical 
visits, heart attack, stroke, falls, significant limitation of functional status, undue pain and suffering),etc. 
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☐ Medical need for different dosage form and/or higher dosage [Specify below: (1) Dosage 
form(s) and/or dosage(s) tried and outcome of drug trial(s); (2) explain medical reason (3) include why 
less frequent dosing with a higher strength is not an option – if a higher strength exists] 

☐ [Request for formulary tier exception If not noted in the DRUG HISTORY section, specify 
below: (1) formulary or preferred drug(s) tried and results of drug trial(s) (2) if adverse outcome, list 
drug(s) and adverse outcome for each, (3) if therapeutic failure/not as effective as requested drug, list 
maximum dose and length of therapy for drug(s) trialed, (4) if contraindication(s), list specific reason why 
preferred drug(s)/other formulary drug(s) are contraindicated]] 

☐ Other (explain below) 

Aetna Medicare FIDE (HMO D-SNP) is a Fully Integrated Dual Eligible Special Needs Plan with a 
Medicare contract and a contract with the New Jersey Medicaid program. Enrollment in Aetna 
Medicare FIDE depends on contract renewal. 

See Evidence of Coverage for a complete description of plan benefits, exclusions, limitations, and 
conditions of coverage. 

If you speak a language other than English, free language assistance services are available. Visit 
our website at AetnaMedicare.com/NJDSNP or call 1-844-362-0934 (TTY: 711), 8 a.m. to 8 p.m., 
7 days a week. 

ESPAÑOL (SPANISH): Si habla un idioma que no sea el inglés, los servicios gratuitos de asistencia 
en idiomas están disponibles. Visite nuestro sitio web en AetnaMedicare.com/NJDSNP o llame al 1­
844-362-0934 (TTY: 711), de 8 a.m. a 8 p.m., los 7 días de la semana. 

(CHINESE) 傳統漢語(中文)如果您講英語以外的語言,則提供免費語言援助服務。
請造訪我們的網站AetnaMedicare.com/NJDSNP或致電, 1-844-362-0934(TTY:711),上午8時至下午8
時,每週7天 

You can get this document for free in other formats, such as 
large print, braille, or audio. Call Member Services at 1-844­
362-0934 (TTY: 711), 8 AM to 8 PM, 7 days a week. The call is 
free. 

H6399_NR_6249108_2026_C 

http://AetnaMedicare.com/NJDSNP
http://AetnaMedicare.com/NJDSNP
http://AetnaMedicare.com/NJDSNP


Notice of Availability (NOA) 

TTY: 711 

To access language services at no cost to you, call the number on this 
document. (English) 

እርስዎ ወጪ ሳያወጡ የቋንቋ አገልግሎቶችን ለመድረስ በዚህ ሰነድ ላይ ወዳለዉ ቁጥር 
ይደውሉ። (Amharic) 

.ةقيوتلا هده ىق روكدملا مقرلان لصات ،اناحم ةلغلا تمادخ ىلع لوحصلل      (Arabic)           ً     

如欲使用免費語言服務，請致電本文件上的電話號碼。(Chinese) 

Tajaajila afaanii bilisaan argachuuf, lakkoofsa doookumentii kanarra 
jiru irratti bilbilaa. (Cushite) 

Pour accéder gratuitement aux services linguistiques, appelez le 
numéro indiqué sur ce document. (French) 

Pou jwenn sèvis lang san ou pa peye anyen, rele nimewo ki sou 
dokiman sa a. (French Creole) 

Um kostenlos auf Sprachdienste zuzugreifen, rufen Sie die Nummer in 
diesem Dokument an. (German) 

Inā ake o̒e e ili mai no ke kōkua manuahi me ka unuhi, e kelepona o̒e i 
ka helu ma kēia palapala. (Hawaiian) 

Kom tau txais cov kev pab cuam txhais lus yam tsis sau nqi ntawm koj, 
thov hu rau tus xov tooj ntawm daim ntawv no. (Hmong) 

Per accedere gratuitamente ai servizi linguistici, chiama il numero 
riportato in questo documento. (Italian) 

無料の言語サービスをご利用いただくには、この書類に記載されている番

号にお電話ください。(Japanese) 

လၢကမၤန  ၢ ့ၢ် က   ့ၢ်တၢ ့ၢ်မၤစၢၤတၢ ့ၢ်မၤ လၢတလ  ့ၢ်လၢ ့ၢ်ဘ  ့ၢ်လၢ ့ၢ်စ ၤ လၢနဂ ၢ ့ၢ်အဂ ၢ ့ၢ်, 
က ိးန  ့ၢ်ဂ ၢ ့ၢ် လၢအအ  ့ၢ်ဖဲလ  ့ၢ်တ လ  ့ၢ်မ အ ၤအဖ ခ  ့ၢ်န   ့ၢ်တက ၢ ့ၢ်. (Karen) 



 

 

무료로 언어 서비스를 이용하려면 이 문서에 있는 전화번호로 전화하세요. 
(Korean) 

ເພ ື່ ອເຂ ົ້ າເຖິງການບໍລິການພາສາໂດຍບໍ່ ເສຍຄ່າໃຊ້ຈ່າຍໃດໆ, ໃຫ້ໂທຫາເບີໂທໃນເອກະສານນີົ້ . 
(Laotian) 

ដ ើម្បីទទួលបា នសដ វា ផា្ននកភាសាដោយម ិនគតិថា្លលព អីា្នកស  មទ រសពទ្ដៅ
ដលខន លមានដៅដលើឯកសារដនេះ។ (Mon-Khmer, Cambodian) 

.دیریگ ب سامی دنس  نیا در  جردنم هرامس اب  ،ناگیار یبابر  تامدخ هب یسریسد ایرب                       
(Persian) 

Aby uzyskać bezpłatny dostęp do usług językowych, zadzwoń pod 
numer podany w tym dokumencie. (Polish) 

Ligue para o número indicado neste documento para receber 
assistência linguística gratuita. (Portuguese) 

Чтобы получить бесплатные языковые услуги, позвоните по 
номеру телефона, указанному в этом документе. (Russian) 

Para acceder a servicios de idiomas sin costo alguno, llame al número 
que aparece en este documento. (Spanish)  

Upang ma-access ang mga serbisyo sa wika nang wala kang 
babayaran, tawagan ang numero sa dokumentong ito. (Tagalog) 

Để truy cập dịch vụ ngôn ngữ miễn phí, hãy gọi đến số điện thoại ghi 
trên tài liệu này. (Vietnamese) 
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