commonwealth
AC care alliance

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 833-251-9739 or through our website at ccama.org. 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)
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| Type of Request

[J My drug plan charged me a higher copayment for a drug than it should have
[J 1 want to be reimbursed for a covered drug | already paid for out of pocket

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

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.”

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

[1 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)

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

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

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

0 My drug plan charges a higher copayment for a prescribed drug than it charges for another drug
that treats my condition, and | 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, | 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: Fax Number:
CVS Caremark Part D, Appeals and Exceptions 1-855-633-7673
P.O. Box 52000, MC109

Phoenix, AZ 85072-2000

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

[1 REQUEST FOR EXPEDITED REVIEW: By checking this box and signing below, | 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:
O NEW START
Expected length of therapy: Quantity per 30 days:
Height/Weight: Drug allergies:
DIAGNOSIS - Please list all diagnoses being treated with the requested ICD-10 Code(s)

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)

Other RELAVENT DIAGNOSES: ICD-10 Code(s)




DRUG HISTORY: (for treatment of the condition(s) requiring the requested drug)

DRUGS TRIED DATES of Drug Trials |RESULTS of previous drug trials
(if quantity limit is an issue, list FAILURE vs INTOLERANCE
unit dose/total daily dose tried) (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? OYES [ONO
Any concern for a DRUG INTERACTION when adding the requested drug to the enrollee’s
current drug regimen? OYES [ONO

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? OYES O0ONO
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? OYES O0ONO

If so, please explain.

Is the stated daily MED dose noted medically necessary? OYES O0ONO
Would a lower total daily MED dose be insufficient to control the enrollee’s pain? OYES [0ONO

RATIONALE FOR REQUEST

L1 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]

L1Alternative 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

O 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.




L] 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.

[1 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]

[1 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]

[1 Other (explain below)

CCA Senior Care Options (HMO D-SNP) is a Dual Special Needs Plan (D-SNP) with a Medicare
contract and a contract with the Commonwealth of Massachusetts Medicaid program. Enroliment
in the plan depends on the plan’s contract renewal with Medicare.

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica.
Llame al 833-251-9739 (TTY 711).

You can get this document for free in other formats, such as large
print, braille, or audio. Call 833-251-9739 (TTY 711), 24
hours a day, seven days a week. The call is free.



Notice of Nondiscrimination

Commonwealth Care Alliance, Inc. complies with applicable Federal civil rights laws and
does not discriminate on the basis of, or exclude people or treat them differently
because of, medical condition, health status, receipt of health services, claims
experience, medical history, disability (including behavioral impairment), marital status,
age, sex (including sex stereotypes and gender identity), sexual orientation, national
origin, race, color, religion, creed, public assistance, or place of residence.
Commonwealth Care Alliance, Inc.:

e 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)
e 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 Member Services.

If you believe that Commonwealth Care Alliance, Inc. has failed to provide these
services or discriminated in another way based on medical condition, health status,
receipt of health services, claims experience, medical history, disability (including
behavioral impairment), marital status, age, sex (including sex stereotypes and gender
identity), sexual orientation, national origin, race, color, religion, creed, public
assistance, or place of residence, you can file a grievance with:

Commonwealth Care Alliance, Inc.

Civil Rights Coordinator

30 Winter Street, 111" Floor

Boston, MA 02108

Phone: 617-960-0474, ext. 3932 (TTY 711) Fax: 857-453-4517
Email: civilrightscoordinator@commonwealthcare.org

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 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

Phone: 800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at www.hhs.gov/ocr/office/file/index.html.

Massachusetts 2026 ND



Notice of Availability
Interpreter Services

English: If you speak English, free language assistance services are available. Auxiliary aids
and services to provide information in accessible formats are also available free of charge. Call
833-251-9739 (TTY: 711).

Spanish: Si habla espafiol, tiene a su disposicion servicios de asistencia linguistica gratuitos.
También estan disponibles sin costo recursos auxiliares y servicios para proporcionar
informacion en formatos accesibles. Llame al 833-251-9739 (TTY: 711).

Chinese Mandarln USRI U ﬁﬂ‘ﬂu%@ﬂ%%mm:lﬁJBjJHIi% AN » i PRt
DI AR A E BB T HAIAR %5 - 15 2H 833-251-9739 (TTY: 711),

Chinese Cantonese: YR fEGEEEE - A LUR ML EHUEE S WBIIRSS - HESh > Bt
efEpE S PR ML E RN AV B T AN - 5520 R 833-251-9739 (TTY: 711) -

Tagalog: Kung nagsasalita ka ng Tagalog, magagamit ang mga libreng serbisyo sa tulong sa
wika. Ang mga pantulong na tulong at serbisyo para magbigay ng impormasyon sa mga naa-
access na format ay makukuha rin nang walang bayad. Tumawag sa 833-251-9739 (TTY: 711).

French: Si vous parlez francais, des services d’assistance linguistique gratuits sont disponibles.
Des aides et services auxiliaires permettant de fournir des informations dans des formats
accessibles sont également disponibles gratuitement. Appelez le 833-251-9739 (TTY : 711).

Vietnamese: Néu quy vi noi tiéng Viét, chung t6i cung cap dich vy hd trg ngdn ngtr mién phi.
Cac dich vu va phwong tién phu tro’ cung cap thong tin & dinh dang dé tiép can ciling duoc
miéen phi. Goi 833-251-9739 (TTY: 711).

German: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachunterstitzungsdienste
zur Verfiigung. Hilfsmittel und Dienstleistungen zur Bereitstellung von Informationen in
barrierefreien Formaten sind ebenfalls kostenlos verfigbar. Rufen Sie die Nummer
+833-251-9739 (TTY: 711) an

Korean: 3+0] 2 7= A9 T3 o] X AU AE o] 88 4 &5tk A 7sst 3
Ao YRS Agehs B Lok Mu| Ak R gLt 833-251-9739 (TTY: 711) &
= Hs}skAl e

Russian: Ecnu Bbl FoBOpUTE Ha PyCCKOM Si3blke, BaM MOryT NpeaocTaBuTb GecnnaTHble
ycnyru nepesofyvka. Takke 6ecnnaTHo NpeoCcTaBnsaTCsA BCrioMoraTesbHble cpeactea u
ycryru, no3sonsioLme nony4at MHOpMaLMIO B 4OCTYMHbIX dhopmaTax. 3BOHUTE MO HOMEpPY
833-251-9739 (TTY: 711).

b i) Ailia) Ciledd g Calac e Wayl gty duilacall 4 sall) saclusall Chladd i g3l jadl dalll ¢aaats <€ 13) :Arabic
(TTY: 711) 833-251-9739 M e sl Lo Ll a5l gy ity b slacl

Hindi: g 31ma o< Siad 8, o A ewh W e YA 3uas § | gauy R § a1 Iuas
BRI PHITT TS WY 3R Jarg ot f:Yed Iuas 81 833-251-9739 (TTY: 711) W Hid B3l

Italian: Se parla italiano, pud usufruire di servizi di assistenza linguistica gratuiti. Sono
disponibili gratuitamente anche dei servizi e supporti ausiliari che forniscono informazioni in
formati accessibili. Chiami il numero 833-251-9739 (TTY: 711).

Notice of Availability 2026



Portuguese: se vocé fala portugués, servigos de assisténcia linguistica gratuitos estéao
disponiveis. Recursos e servigos auxiliares para fornecer informagdes em formatos acessiveis
também estao disponiveis gratuitamente. Ligue para 833-251-9739 (TTY: 711).

Cape Verdean Creole: Si bu ta papia Kriolu di Kabu Verdi, sirvisus di apoiu lingustikui ta sta
dispunivel. També ta sta dispunivel apoiu y sirvisus ausiliaris pa da informason na formatus
asesivel. Txoma pa 833-251-9739 (TTY: 711).

Haitian Creole: Si ou pale kreydl Ayisyen, gen sévis asistans lang gratis ki disponib. Gen éd ak
sevis oksilye pou bay enfomasyon nan foma aksesib ki disponib gratis tou. Rele 833-251-9739
(TTY: 711).

Polish: Jesli méwisz po polsku, mozesz skorzystac¢ z bezptatnych ustug pomocy jezykowe;j.
Dodatkowe pomoce i ustugi zapewniajgce informacje w dostepnych formatach sg rowniez
dostepne bezptatnie. Zadzwonh pod numer 833-251-9739 (TTY: 711).

Japanese: BAREZHEE AL, BHOERBZEY—EXEZ AW ETET, Z2ITAN
ARER A A TCRBEAF T A-HOHEMFEOY—EXRLEHTIIRAWV=ETET,
833-251-9739 (TTY: 711) IZBEBEEC == LY,

Guijarati: %\ di %2Udl WldsiR O], dl Hsd HINL U™ Adl Gudet 8. Hifsdld Yao
sTHeHI URelel 5L HI2 USIUS USIA ¥ Adl UL UsdHi Guded B, 833-251-9739
(TTY: 711) UR $14 3.

Lao/Laotian: munuwagn2990, SUINIVQOOPOMDWITINIS. NIVYOBCUD CCY

NIVUSNIVTSTTIVOEL LIS LECLUNTIVLIOBSIcTHIaCL PHYTIVIO Gl oK TVEN. T
833-251-9739 (TTY: 711).

Greek: Edv piAaTe eAANVIKd, diaTiBevTal dwpedv uTNPETieg YAwooIkNG BoriBciag. AlaTiBevTal
eTTiong dwpedv BondNTIKA HECQ KAl UTTNPEETIES yIa TNV TTAPOXr TTANPOPOPIWV OE TTPOCRACIUN
popory. KaAéoTte oto 833-251-9739 (TTY: 711).

Khmer: iIUNNISIOHSASWENMN 1 8UI 1S: SHU S

MINZUNISHY SSUURSHAMAN | AWSSAISSUY SSW S1H 5

HAFINSUASE SNsiud
i ogunio) SM SHD SISUNSINWNASISSUNIHNSY giun S1s1 833-251-9739
(TTY: 711)4

Notice of Availability 2026



	Requestor’s name
	Relationship to plan enrollee
	Street address (include City, State and ZIP
	Phone
	Name of drug this request is about (include dosage and quantity information if available)   
	Type of Request
	Do you need an expedited decision? 
	Supporting Information for an Exception Request or Prior Authorization
	To be completed by the prescriber

	Name: 
	Date of birth: 
	Street address: 
	City: 
	State: 
	ZIP: 
	Phone: 
	Member ID: 
	Requestors name: 
	Relationship to plan enrollee: 
	Street address include City State and ZIP: 
	Phone_2: 
	Submit documentation with this form showing your authority to represent the enrollee a: Off
	Name of drug this request is about include dosage and quantity information if available: 
	My drug plan charged me a higher copayment for a drug than it should have: Off
	I want to be reimbursed for a covered drug I already paid for out of pocket: Off
	Im asking for prior authorization for a prescribed drug this request may require supporting: Off
	I need a drug thats not on the plans list of covered drugs formulary exception: Off
	Ive been using a drug that was on the plans list of covered drugs before but has been or will: Off
	Im asking for an exception to the requirement that I try another drug before I get a prescribed: Off
	Im asking for an exception to the plans limit on the number of pills quantity limit I can get so: Off
	Im asking for an exception to the plans prior authorization rules that must be met before I get a: Off
	My drug plan charges a higher copayment for a prescribed drug than it charges for another drug: Off
	Ive been using a drug that was on a lower copayment tier before but has or will be moved to a: Off
	Additional information we should consider submit any supporting documents with this form 1: 
	YES I need a decision within 24 hours If you have a supporting statement from your: Off
	Signature: 
	Date: 
	that applying the 72 hour standard review timeframe may seriously jeopardize the life or: Off
	Name_2: 
	Street Address Include City State and ZIP: 
	Office phone: 
	Fax: 
	Signature Date: 
	Medication: 
	Strength and route of administration: 
	frequency: 
	Date started NEW START: 
	undefined: Off
	Expected length of therapy: 
	Quantity per 30 days: 
	HeightWeight: 
	Drug allergies: 
	DIAGNOSIS  Please list all diagnoses being treated with the requested drug and corresponding ICD10 codes If the condition being treated with the requested drug is a symptom eg anorexia weight loss shortness of breath chest pain nausea etc provide the diagnosis causing the symptoms if known: 
	ICD10 Codes: 
	Other RELAVENT DIAGNOSES: 
	ICD10 Codes_2: 
	DRUGS TRIED if quantity limit is an issue list unit dosetotal daily dose triedRow1: 
	DATES of Drug TrialsRow1: 
	RESULTS of previous drug trials FAILURE vs INTOLERANCE explainRow1: 
	DRUGS TRIED if quantity limit is an issue list unit dosetotal daily dose triedRow2: 
	DATES of Drug TrialsRow2: 
	RESULTS of previous drug trials FAILURE vs INTOLERANCE explainRow2: 
	DRUGS TRIED if quantity limit is an issue list unit dosetotal daily dose triedRow3: 
	DATES of Drug TrialsRow3: 
	RESULTS of previous drug trials FAILURE vs INTOLERANCE explainRow3: 
	DRUGS TRIED if quantity limit is an issue list unit dosetotal daily dose triedRow4: 
	DATES of Drug TrialsRow4: 
	RESULTS of previous drug trials FAILURE vs INTOLERANCE explainRow4: 
	What is the enrollees current drug regimen for the conditions requiring the requested drug: 
	undefined_2: Off
	Any concern for a DRUG INTERACTION when adding the requested drug to the enrollees: Off
	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: 
	If the enrollee is over the age of 65 do you feel that the benefits of treatment with the requested drug: Off
	undefined_3: 
	Are you aware of other opioid prescribers for this enrollee YES NO If so please explain: 
	undefined_4: Off
	undefined_5: Off
	undefined_6: Off
	undefined_7: Off
	Alternate drugs previously tried but with adverse outcome eg toxicity allergy or: Off
	Alternative drugs contraindicated would not be as effective or likely to cause adverse: Off
	Patient would suffer adverse effects if he or she were required to satisfy the prior: Off
	Patient is stable on current drugs high risk of significant adverse clinical outcome: Off
	Medical need for different dosage form andor higher dosage Specify below 1 Dosage: Off
	Request for formulary tier exception If not noted in the DRUG HISTORY section specify below: Off
	Other explain below: Off
	1: 
	Text1: 


