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

Address: Fax Number:

Aetna Better Health of New York — FIDA Part D Coverage Determinations
Part D Coverage Determination Pharmacy Department
Pharmacy Department 1-855-297-4434

4500 E. Cotton Center Blvd.
Phoenix, AZ 85040

You may also ask us for a coverage determination by phone at 1-855-494-9945 or through our
website at www.aetnabetterhealth.com/newyork

Who May Make a Reguest: 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 #

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

Type of Coverage Determination Request

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

LI 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).*

[J 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).*

[1 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).*

LI 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.

LIl 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):

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.
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[JCHECK 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: Date:

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.

[LJREQUEST 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’s Information

Name

Address

City State Zip Code
Office Phone Fax

Prescriber’s Signature Date

Diagnosis and Medical Information

Medication: Strength and Route of Administration: | Frequency:

New Prescription OR Date Expected Length of Therapy: Quantity:
Therapy Initiated:

Height/Weight: Drug Allergies: Diagnosis:

Rationale for Request
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L1 Alternate drug(s) contraindicated or previously tried, but with adverse outcome, e.qg.,
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]

1 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]

L1 Other (explain below)
Required Explanation

NY-16-12-01 H8056_16_035 CD_REQFRM




Aetna Better Health FIDA Plan is a managed care plan that contracts with both Medicare and the
New York State Department of Health (Medicaid) to provide benefits of both programs to
Participants through the Fully Integrated Duals Advantage (FIDA) Demonstration. Enrollment in
Aetna Better Health FIDA Plan depends on contract renewal.

Limitations and restrictions may apply. For more information, call Aetna Better Health FIDA Plan
Participant Services or read the Aetna Better Health FIDA Plan Participant Handbook.

Benefits may change on January 1 of each year

You can get this information for free in other formats, such as large print, braille, or audio. Call 1-
855-494-9945 and TTY: 711 during 24 hours a day, 7 days a week. The call is free.

You can get this information for free in other languages. Call 1-855-494-9945 and TTY: 711, 24
hours a day, 7 days a week. The call is free.

Puede recibir esta informacién en otros idiomas en forma gratuita. Llame al 1-855-494-9945 o al
711 (linea TTY/TDD), las 24 horas del dia, los 7 dias de la semana. Esta llamada es gratuita.

E possibile ottenere queste informazioni gratuitamente in altre lingue. Chiamare il numero 1-855-
494-9945 e il numero 711 per il servizio TTY/TDD per i non udenti, 24 ore al giorno 7 giorni alla
settimana. La chiamata é gratuita.

Ou kapab jwenn enfomasyon sa a pou gratis nan 0t lang. Rele 1-855-494-9945 ak 711 pou
TTY/TDD, 24 édtan chak jou, 7 jou pa semen. Apeél la gratis.

TR LA B ARG A BN M EE S oA, 5H1#FT 1-855-494-9945 » 5 ({HFITTY/TDD FH##4T711
T K~ FR24 /NIRRT - IR BT
Bbl MOXeTe 6ecnnaTHO Nnony4nTb 3Ty MHOpMaUMo B NepeBoae Ha Apyron s3bik. [103BoHUTE NO
TenedoHy 1-855-494-9945. JlnHua paboTaeT KpyrnocyTo4HO 1 6e3 BbIXOOHbIX. 3BOHKU
BecnnaTHble. Ecnu Bbl nonb3yetech yctponctsom TTY/TDD, 3BoHUTe no TenedoHy 711.
CGEHHZ 0| BEE R 224 = UASLICH HES 5 24A12F 1-855-494-9945H =
TTY/TDDS| 2R 711 1L E Matoll AL, Sat=e fFSLICH
The State of New York has created a participant ombudsman program called the Independent
Consumer Advocacy Network (ICAN) to provide Participants free, confidential assistance on any
services offered by Aetna Better Health FIDA Plan. ICAN may be reached toll-free at 1-844-614-
8800 or online at icannys.org.
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AETNA BETTER HEALTH®™ FIDA PLAN ®
55 W 125" Street, Suite 1300

New York, NY 10027

Aetna, Inc. complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. Aetna, Inc. does not exclude people
or treat them differently because of race, color, national origin, age, disability, or sex.

Aetna, Inc.:
* Provides free aids and services to people with disabilities to communicate
effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible
electronic formats, other formats)

¢ Provides free language services to people whose primary language is not English,
such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Aetna Medicaid Civil Rights Coordinator

If you believe that Aetna, Inc. has 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: Aetna Medicaid Civil Rights Coordinatar, 4500 East Cotton Center Boulevard, Phoenix, AZ
85040, 1-888-234-7358, TTY 711, 860-900-7667 (fax), MedicaidCRCoordinator@aetna.com. You
can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Aetna
Medicaid 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 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.
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English: ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Call 1-800-385-4104 (TTY: 711).

Spanish: ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame

al 1-800-385-4104 (TTY: 711).
Chinese: i : NMREBFHSEDC BB HESES ERIRK - 583E 1-800-385-4104 (TTY: 711) ©

Russian: BHUMAHMWE: Ecam Bbl roBOpHTE Ha pPyCcCKOM A3bIKe, TO BaM AOCTYNHbI BecnaaTtHble ycayrM nepesoaa.
3poHuTe 1-800-385-4104 (Tenetaiin: 711).

French Creole: ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed pou lang ki disponib gratis pou ou. Rele
1-800-385-4104 (TTY: 711).

Korean: F2|: 12015 AIE5IAlE HR, 210 X|¥ MHIAS 22 0|23 4= UELICE 1-800-385-4104
(TTY: 711) HO= Fals FAA|L.

Italian: ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Chiamare il numero 1-800-385-4104 (TTY: 711).

Yiddish: SX¥OX 112 M3 DYOMIP 92771 IRISW TP IKD IXTIRD PP IR TP TR 2K ORIPIPHNOMK
1-800-385-4104 (TTY: 711) van

Bengali: 31<F=(= 31 2wl SISl LA, TPl AT A, SIDE 13 UG ST ASST A THEAy
T =T T3 1-800-385-4104 (TTY: 711))

Polish: UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwor pod
numer 1-800-385-4104 (TTY: 711).

Arabic: 1-800-385-4104 8 s Joail |, (laally dll il 45 4y galll 3acbisall ciland, ol Aall) HSH i S 1Y) 1Ak yals
(711 1S4l g puall a5 )

French: ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-800-385-4104 (ATS: 711).

Urdu: 3 L QRPRTYYRNr T WX PRTPRLN PRLE PUEQI SRV 37 P I [ PAgTPpgin., PRpU P B (E KR YEN
1-800-385-4104 (TTY: 711). WS

Tagalog: PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-800-385-4104 (TTY: 711).

Greek: MPOZOXH: Av pldte eAAnvikd, otn SLaBeon oag Bplokovtol T pesieg YAWOOLKI ¢ UTOOTH PLENC,
ol onoliec napéyovral Swpedv. Kakéote 1-800-385-4104 (TTY: 711).

Albanian: KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore, pa pagesé.
Telefononi né 1-800-385-4104 (TTY: 711).
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