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Coverage Determination and Prior Authorization Request Form: Medicare “"Part B versus Part D” Drugs

This form is for providers to submit information to CarePartners of Connecticut to help determine drug coverage and proper payment under
Medicare “Part B versus Part D” per the Centers for Medicare and Medicaid Services (CMS). You may also submit a request for coverage using
the Request For Medicare Prescription Drug Coverage Determination form.

e If you check “YES” to the question about the drug, the drug may be paid for by Medicare Part B
e If you check "NO” to the question about the drug, the drug may be paid for by Medicare Part D

Does the member’s condition require Expedited Review [24 Hours]? O ves* [1 No
*By checking this box, I certify 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.

Fax or mail this completed form to: 617.673.0956 or 1 Wellness Way, Canton, MA 02021-1166
To submit online, visit: https://point32health.promptpa.com

PATIENT INFORMATION PRESCRIBER INFORMATION
Name: Date: Name: Specialty:
Provider ID: Phone:
DOB: Member ID:
Fax: Office Contact:
Drug Requested: Strength:

Prescriber Signature (required):

Dose: Dosage Form: By signing this form, I attest that the information provided is accurate and true, and that
documentation supporting this information is available for review if requested by
CarePartners of Connecticut.

Hepatitis B Vaccine: Engerix B, Recombivax HB

Is this member at intermediate to high risk of contracting Hepatitis B? High/Intermediate risk defined as:
ESRD patients, hemophiliacs receiving Factor VIII or IX, clients or staff of an institution for the developmentally
disabled, HIV positive patients, persons who live in the same household as a Hepatitis B Virus (HBV) carrier, men O Yes O No
who have sex with other men, illicit injectable drug abusers, health care professionals with frequent contact with
blood or blood-derived bodily fluids during routine work)

Immunosuppressants: Astagraf XL, Atgam, Azasan, azathioprine, Cellcept, cyclosporine, Envarsus XR, gengraf, mycophenolate, Nuolojix,
Rapamune, Simulect, sirolimus, tacrolimus, Thymoglobulin, Zortress

Did this member have a Medicare-covered transplant and/or had Medicare at time of transplant?

Type of transplant: Date of transplant: O Yes O No
Is the drug being used to prevent transplant rejection? O Yes O No
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Is the drug being used to treat a condition related to the transplant? O Yes O No

Inhalant Solutions: acetylcysteine, albuterol nebulizer solution, albuterol/ipratropium, Bethkis, Brovana, budesonide solution, cromolyn sodium,
ipratropium bromide, levalbuterol, Nebupent, Perforomist, Pulmozyme, tobramycin for inhalation

Is this drug being delivered via DME (via nebulizer in the home - Note: LTC is not considered “home”)?
Please indicate diagnosis and route of administration if not being nebulized:

O Yes O No

Oral Antiemetics: Akynzeo, Aloxi, Anzemet, aprepitant, Cesamet, dronabinol, Emend, granisetron, ondansetron, Varubi

Is this drug being used to treat chemotherapy-induced nausea and vomiting as a full replacement for IV Y N
administration within 48 hours of cancer treatment? O Yes O o

Oral Chemotherapy: cyclophosphamide, methotrexate, Trexall

Is this drug being used to treat cancer? O Yes O No

Parenteral Nutrition—-Amino Acid & Lipids: amino acid solutions, amino acid with electrolyte and/or calcium solutions, IV lipid emulsion

Does this member have a “"permanently” non-functioning digestive tract? (This does not require a

determination that there is no possibility that the patient’s condition may improve sometime in the future. If the
medical record, including the judgment of the attending physician, indicates the condition is of long and indefinite O Yes O No
duration (at least 3 months), the test of permanence is considered met.)
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CarePartners of Connecticut complies with applicable Federal civil rights laws and does not discriminate

on the basis of race, color, national origin, age, disability, sex, sexual orientation, or gender identity.

CarePartners of Connecticut:

e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
— 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:
— Qualified interpreters

— Information written in other languages

If you need these services, contact CarePartners of Connecticut at
1-888-341-1507 (HMO)/1-866-632-0060 (PPO)/TTY: 711.

If you believe that CarePartners of Connecticut 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:

CarePartners of Connecticut, Attention:

Civil Rights Coordinator, Legal Dept.

1 Wellness Way, Canton, MA 02021

Phone: 1-844-301-4010 ext. 48000 (TTY: 711)
Fax: 1-617-972-9048

Email: OCRCoordinator@point32health.org

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the

CarePartners of Connecticut 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 (TDD: 1-800-537-7697)

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

carepartnersct.com | 1-888-341-1507 (HMO)/1-866-632-0060 (PPO)/TTY: 711
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Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about
our health or drug plan. To get an interpreter, just call us at 1-888-341-1507 (HMO)/1-
866-632-0060 (PPO). Someone who speaks English can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier
pregunta que pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con
un intérprete, por favor llame al 1-888-341-1507 (HMO)/1-866-632-0060 (PPO).
Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: &I RHERNEERS , BIEEZX TRRIOWHRIQAEIEE O, MRE
FEIENFARSS , 153k 1-888-341-1507 (HMO)/1-866-632-0060 (PPO), FEAIW X THEA
ARREHEYE. XR—IRFERS.

Chinese Cantonese: ¥ PN ERIEMRBIEFFRERD , HUHARERENTF RE. o
FHZERT |, 555XE 1-888-341-1507 (HMO)/1-866-632-0060 (PPO)., FHMEHTMNHIAERLE
BATRMKEY. E R—ERERSE.

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang
anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot.
Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-888-341-1507
(HMO)/1-866-632-0060 (PPO). Maaari kayong tulungan ng isang nakakapagsalita ng
Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes
vos questions relatives a notre régime de santé ou d'assurance-médicaments. Pour
accéder au service d'interprétation, il vous suffit de nous appeler au 1-888-341-1507
(HMO)/1-866-632-0060 (PPO). Un interlocuteur parlant Francais pourra vous aider. Ce
service est gratuit.

Vietnamese: Chung t6i cé dich vu thong dich mién phi dé tra I5i cdc cau hoi vé chuong
stic khoe va chudng trinh thuéc men. Néu qui vi can thong dich vién xin goi 1-888-341-
1507 (HMO)/1-866-632-0060 (PPO) sé cé nhan vién ndi tiéng Viét giap d3 qui vi. Day la
dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-888-341-
1507 (HMO)/1-866-632-0060 (PPO). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.
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Russian: Ecnu y Bac BO3HMKHYT BONPOCbl OTHOCUTEIbHO CTPaxoBOro uam
MeANKaMEHTHOro naaHa, Bbl MOXEeTe BOCMNO/b30BaTbCsl HAWWMMKM 6ecnnaTHbIMKU yCciyramm
nepeBoaYMKOB. YTo6bl BOCNONBb30BATLCS YC/yraMm nepeBoaumKa, no3BOHMUTE HaM Mo
TenedoHy 1-888-341-1507 (HMO)/1-866-632-0060 (PPO). BaM okaxeT noMoLlb
COTPYAHMK, KOTOPbI FOBOPUT NO-PYCCKKU. [aHHasa ycnyra 6ecnnaTtHas.

Arabic: <55 axie Ao Jpanll a0 Jaoa ol Anialls lati Al (g1 o Lladd dalaad) (558l an el Clard o L)
Sl W Juai¥) (5 g clle 101 1-888-341-1507 (HMO)/1-866-632-0060 (PPO) dn all Coasty le ol o g,
Alae derd o3 dline Liuas

Hindi: BHR TR 1 &dl &1 YIS & SR # 31U fobeit +l Uy & Sfare o & oy gAR Uil g
UITYT Vamd Iuas §. Teh U U - & forg, 599 8 1-888-341-1507 (HMO)/1-866-632-0060
(PPO) TR TI- X, Pis AT Sl fg-al SIeidl § 3MUD! Aee HR Al 6. I8 U Jud 4dl &.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali
domande sul nostro piano sanitario e farmaceutico. Per un interprete, contattare il
numero 1-888-341-1507 (HMO)/1-866-632-0060 (PPO). Un nostro incaricato che parla
Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servicos de interpretacao gratuitos para responder a qualquer
questao que tenha acerca do nosso plano de saude ou de medicacdo. Para obter um
intérprete, contacte-nos através do nimero 1-888-341-1507 (HMO)/1-866-632-0060
(PPO). Ira encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é
gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta genyen
konsénan plan medikal oswa dwog nou an. Pou jwenn yon entepreét, jis rele nou nan 1-
888-341-1507 (HMO)/1-866-632-0060 (PPO). Yon moun ki pale Kreyol kapab ede w. Sa
a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekéw. Aby
skorzysta¢ z pomocy tftumacza znajacego jezyk polski, nalezy zadzwoni¢ pod numer 1-
888-341-1507 (HMO)/1-866-632-0060 (PPO). Ta ustuga jest bezptatna.

Japanese: HitOBREBRRREERUARET S VCHATACERCEZZAT A L. BROD
BRT—E2hHVITCENES, BRECHASGICE S 1E. 1-888-341-1507 (HMO)/1-866-
632-0060 (PPO)IC $EBFEL LS VW, BABEFIAFTIZREVELLET., ChEEBOY—E 2
TYq,
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