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YOUR DRUG IS NOT ON OUR LIST OF COVERED DRUGS (FORMULARY)
OR IS SUBJECT TO CERTAIN LIMITS

Dear MBRFIRST MBRLAST:

We want to tell you that Elderplan For Medicaid Beneficiaries (HMO-POS D-SNP) has provided you with a
temporary supply of the following prescription: COMPOUND CAP 70MG.

This drug is either not included on our list of covered drugs (called our formulary), or it’s included on the
formulary but subject to certain limits, as described in more detail later in this letter. Elderplan is required to
provide you with a temporary supply of this drug. If your prescription is written for fewer than 30 days,
we’ll allow multiple fills to provide up to a maximum 30 days’ temporary supply of medication.

It’s important to understand that this is a temporary supply of this drug. Well before you run out of this drug,
you should speak to Elderplan and/or the prescriber about:

e changing the drug to another drug that is on our formulary; or
e requesting approval for the drug by demonstrating that you meet our criteria for coverage; or
e requesting an exception from our criteria for coverage.

When you request approval for coverage or an exception from coverage criteria, these are called coverage
determinations. Don’t assume that any coverage determination, including any exception, you have requested
or appealed has been approved just because you receive more fills of a drug. If we approve coverage, then
we’ll send you another written notice.
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If you need assistance in requesting a coverage determination, including an exception, or if you want more
information about when we will cover a temporary supply of a drug, contact Customer Service at
1-866-490-2102. TTY users should call 711. Live representatives are available 24 hours a day, 7 days a
week. You can ask us for a coverage determination at any time. You can also visit our website at
www.elderplan.org.

Instructions on how to change your current prescription, how to ask for a coverage determination,
(including an exception), and how to appeal a denial if you disagree with our coverage determination
are discussed at the end of this letter.

The following is a specific explanation(s) of why your drug is not covered or is limited.

Name of Drug: COMPOUND CAP 70MG

Date Filled: 10/1/2024

Reason for Notification: This drug is not on our formulary. We will not continue to pay for this drug after
you have received the maximum 30 days’ temporary supply that we are required to cover unless you obtain
a formulary exception from us.

How do I change my prescription?

If your drug is not on our formulary, or is on our formulary, but we have placed a limit on it, then you can
ask us what other drug is used to treat your medical condition that is on our formulary; ask us to approve
coverage by showing that you meet our criteria; or ask us for an exception. We encourage you to ask your
prescriber if this other drug that we cover is an option for you. You have the right to request an exception
from us to cover your drug that was originally prescribed. If you ask for an exception, your prescriber will
need to provide us with a statement explaining why a prior authorization, quantity limit, or other limit we
have placed on your drug is not medically appropriate for you.

How do I request a coverage determination, including an exception?

You, your representative, or your prescriber on your behalf may contact us to request a coverage
determination, including an exception. Contact us at: CVS/ Caremark Part D Appeals and Exceptions P.O.
Box 52000, MC109 Phoenix, AZ 85072-2000; Phone: 1-866-490-2102; TTY: 711; Fax: 1-855-633-7673; 24
hours a day, 7 days a week.

If you are requesting coverage of a drug that is not on our formulary, or an exception to a coverage rule,
your prescriber must provide a statement supporting your request. It may be helpful to bring this notice with
you to the prescriber or send a copy to the prescriber’s office. If the exception request involves a drug that is
not on our formulary, the prescriber’s statement must indicate that the requested drug is medically necessary
for treating your condition because all of the drugs on our formulary would be less effective than the
requested drug or would have adverse effects for you. If the exception request involves a prior authorization
or other coverage rule we have placed on a drug that is on our formulary, the prescriber’s statement must
indicate that the coverage rule wouldn’t be appropriate for you given your condition or would have adverse
effects for you.

We must notify you of our decision no later than 24 hours, if the request has been expedited, or no later than
72 hours, if the request is a standard request, from when we receive your request. For exceptions, the
timeframe begins when we obtain your prescriber’s statement. Your request will be expedited if we
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determine, or your prescriber tells us, that your life, health, or ability to regain maximum function may be
seriously jeopardized by waiting for a standard decision.

What if my request for coverage is denied?

If your request for coverage is denied, you have the right to appeal by asking for a review of the prior
decision, which is called a redetermination. You must request this appeal within 60 calendar days from the
date of our written decision on your coverage determination request. We accept standard requests by phone
and in writing. We accept expedited requests by phone and in writing. Contact us at: CVS Caremark Part D
Appeals and Exceptions P.O. Box 52000, MC109 Phoenix, AZ 85072-2000; Phone: 1-866-490-2102; TTY:
711; Fax: 1-855-633-7673; 24 hours a day, 7 days a week.

Sincerely,

Elderplan

The formulary, pharmacy network, and/or provider network may change at any time. You will receive notice
when necessary. This is not a complete list of drugs covered by our plan. For a complete listing or other
questions, please contact Elderplan Member Services at 1-800-353-3765 or, for TTY/TDD users, 711, 7
days a week from 8 AM to 8 PM, or visit www.elderplan.org.
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Multi-Language Insert

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 1-866-490-2102. Someone who speaks English/Language 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
1-866-490-2102. Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: ZA 42 (1 0 58 (O RIIEAR 55, HE AN IR 4 0 TR HE s 25 Mo (R B AT (] S i), an AR o
AR S, B 1-866-490-2102, MJE@EWI{*F/\ VR RERRIIE,  XJE TR .

Chinese Cantonese: &% J MVt HE s g8 (4 ba nT BEAT A BN, A b B UL s B B0 RS, Al
AR, &iEE 1-866-490-2102, ﬁZTFﬂu%EPYFI’J/\;%%{%ﬁé%%‘S%E{ﬁTJHJJ i e R IR

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 1-866-490-2102. 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 1-866-490-2102. Un interlocuteur parlant Frangais pourra vous aider. Ce
service est gratuit.

Vietnamese: Chung téi ¢ dich vu thong dich mién phi dé tra 16i cac cau hdi vé chuong strc khoe va chuong trinh
thuéc men. Néu qui vi can thong dich vién xin goi 1-866-490-2102 s& c6 nhan vién néi tieng Viét gidp d& 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 1-866-490-2102. Man wird lhnen dort auf Deutsch
weiterhelfen. Dieser Service ist kostenlos.

Korean: YA 98 1.9 i oFF wgof #3 %13%011 el =2]aa F-8 & AHlAE Algetal s
Utk &9 MRl ~E ol gt H x@r 1-866-490-2102. M 0.2 ol &ff A 2. Fh=rof & 3l H A} =
ot =9 APUTE o] AR As FERE gy

Russian: Ecnv y Bac BO3HMKHYT BONPOCHI OTHOCUTESNBHO CTPaxXoBOro N MeankamMeHTHOro nnaHa, Bbl
MOXEeTe BOCMOSb30BaTbCH HaWmMm 6ecnnaTtHbIMK yCcrnyramm nepeBoavmkoB. YTo6bl BOCMONb30BaThCA
ycriyramv nepeBogynka, Nno3BOHUTE HaM Mo TenedgoHy 1-866-490-2102. Bam okaxeT NOMOLLb COTPYAHUK,
KOTOpbI rOBOPUT No-pycckn. [laHHas ycnyra 6ecnnaTtHas.
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ol st an e e Jsanll a4 01 Jsan sl daually glaii il o e el dalaall o5l aa iall clead 2085 Wl : Arabic
Apilae dead oda clline Luay 4y jall Gaaty le (addi i 1-866-490-2102 (e W JuaiV) (5 g clile

Hindi: SR TR 1 a1 1 AISHT & TR H 3A10eh feb it +ff 73 & Sfare < b ford gAR oy o
UTIT JaTE IU . Teh gHIIT U = & fold, 99 89 1-866-490-2102 TR TI- &Y. Bls Hfad]
i fe=al SIcaT & TU®! AGE B dahdl 6. I8 Uh T 9aT 6.

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 1-866-490-2102. Un nostro incaricato
che parla Italianovi fornira l'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servicos de interpretacao gratuitos para responder a qualquer questao que
tenha acerca do nosso plano de saude ou de medicagéo. Para obter um intérprete, contacte-nos através
do numero 1-866-490-2102. Ira encontrar alguém que fale o idioma Portugués para o ajudar. Este servigo é
gratuito.

French Creole: Nou genyen sévis entépret gratis pou reponn tout kesyon ou ta genyen konsénan plan
medikal oswa dwdg nou an. Pou jwenn yon entepret, jis rele nou nan 1-866-490-2102. Yon moun ki pale
Kreyol kapab ede w. Sa a se yon sévis 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 ttumacza
znajgcego jezyk polski, nalezy zadzwoni¢ pod numer 1-866-490-2102. Ta ustuga jest bezptatna.

Japanese: it O HE IR & HRG LI T S s A DSBS BE LT 5720 12, mEOBER
Fm LA ) E T O ST, WA SIS 4 3112, 1-866-490-2102 12 B 3, HA
BEFTA K 2RO LT, TRBIHOY — B2 T,

Armenian: UGup nLtuGUp pwlwdnp pwpquwlsh wugdwp dwnwjniejntlutp, npnug oguntgjwdp
Yuunwuwp JGp pdoyuyuwl wwwhnjwannipjwl ywd ntntph 6pwaph JyGpwptpwi pninp huwpwynp
hwpgbph ywunwupuwuuGpp: Rwpguwush Swnwneinluubn wywundhpGine hwdwpn wwpquwtu
quugwhwntp 1-866-490-2102: ULdUwlywaquh npl.E wunwd, npp fjununwd £ wugGpBu ud wy) 15qynd,
ywpnn E oqut| 66g: Swnwjnientul wudbdwp E:

Cambodian: DSIUNSUhUSTUIRIWSSASIY 1I8GiISwisISHaMInmMgw
iBugRmoumsHaasiERgemn yBusivuniing i8gjsguonsygrmusiiu

VU SIUNUESUDHEMUIUIUE 1-866-490-2102 1 1SSHEMAIZUMSGSUNWMANTSISHR S
IS MNIUNS S A St

Farsi:
QL\SQJJ&\‘)Jr‘a:\ﬁﬁ&u}l:lJﬂ.&:}l—lm‘ﬁﬁpd‘j‘)‘ﬁﬁ)ﬁ)ﬁ\:\&L\ALCJLJJ‘}AJJ&L\M\Mdé\yﬂ@uﬁ)‘ﬁu&ﬁ\)e}ﬁ&uhu

Gl LS CSaS Lad 4 i) g5 e DS e Cania Lol QLQ/GM:KJ GLaeas a8, 1-866-490-2102 2% el e b cadls e e
REI IS W RTCIVETS
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Hawaiian: Loa‘a ke kokua unuhi ‘Olelo no ka pane ‘ana i kdu mau ninau no ka makou papa hana olakino a
la‘au lapa‘au paha. Ke makemake ‘oe e kauoha no kéia kokua, e kelepona mai ia makou ma ka helu
1-866-490-2102. Na kekahi kanaka ‘Olelo Hawai‘i e kokua ia ‘oe. He kokua uku ‘ole.

llocano: Adda libre a serbisiomi a panagipatarus tapno masungbatan ti aniaman a saludsodmo panggep iti
planomi iti salun-at wenno agas. Tapno makaala iti agipatarus, tawagandakami laeng iti 1-866-490-2102.
Matulungannaka ti llocano ti pagsasaona. Libre daytoy a serbisyo.

Samoan: Ua i ai la matou 'au’aunaga fa'amatala'upu fai fua e leai se totogi e tali ai ni au fesili e ono i ai e
uiga i le soifua maloloina pe o alafua tau fuala'au. Ina ia maua se fa'amatala'upu, na o le vili mai o matou ‘i
le 1-866-490-2102. ‘O se tasi e tautala i le Gagana Fa’asamoa e mafai ona fesoasoani iate ‘oe. ‘O lenei
'au'aunaga e fai fua.
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