
REQUEST FOR MEDICARE PRESCRIPTION DRUG COVERAGE DETERMINATION 
This form may be sent to us by mail or fax:         
 
   Address:    Fax Number: 
   Prime Therapeutics   1-800-693-6703 
   Attn: Clinical Review Department 
   1305 Corporate Center Drive 
   Eagan, MN 55121 
    
You may also ask us for a coverage determination by phone at 1-800-693-6651 or through our website at 
www.myprime.com. 
 
Who May Make a Request:  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. 
 

H4152_coveragedeterminationform11 



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

 
 

 
Type of Coverage Determination Request 

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

☐ 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 I try another drug before I get the drug my prescriber 
prescribed (formulary exception).* 

☐ I request an exception to the plan’s limit on the number of pills (quantity limit) I can receive so that I can 
get the number of pills my prescriber prescribed (formulary exception).* 

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

☐ 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. 

☐I want to be reimbursed for a covered prescription drug that I 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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☐CHECK 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. 

☐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’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 Therapy 
Initiated: 
 

Expected Length of Therapy:  Quantity:  

Height/Weight: 
 
 

 Drug Allergies:  Diagnosis:  
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Rationale for Request  
☐ Alternate drug(s) contraindicated or previously tried, but with adverse outcome, e.g., 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]  

☐ 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]  

☐ Other (explain below) 
Required Explanation  

 
 
 
 

 
Blue Cross & Blue Shield of Rhode Island is an HMO plan with a Medicare contract. 
 
Blue Cross & Blue Shield of Rhode Island is an independent licensee of the Blue Cross and Blue Shield 
Association. 
 
MyPrime is a pharmacy benefit website owned and operated by Prime Therapeutics LLC, an independent 
company providing pharmacy benefit management services. 
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u te ete uo c a a e 800 6 0 39

English:   
  

Spanish:

Portuguese:

Chinese:  

French Creole:  

Cambodian-Mon-Khmer:

French:  
 

Italian:

 

 

 

 

 

Nondiscrimination and Language Assistance 

Blue Cross & Blue Shield of Rhode Island (BCBSRI) complies with applicable Federal civil rights laws and does 
not discriminate or treat people differently on the basis of race, color, national origin, age, disability, or sex. 
BCBSRI provides free aids and services to people with disabilities and to people whose primary language is not 
English when such services are necessary to communicate effectively with us. 
If you need these services, contact us at 1-800-267-0439 TTY: 711. 
If you believe that BCBSRI has failed to provide these services or discriminated in another way on the basis of 
UDFH��FRORU��QDWLRQDO�RULJLQ��DJH��GLVDELOLW\��RU�VH[��\RX�FDQ�¿OH�D�JULHYDQFH�ZLWK��'LUHFWRU�RI�*ULHYDQFH�DQG�$SSHDOV� 
'HSDUWPHQW��%OXH�&URVV�	�%OXH�6KLHOG�RI�5KRGH�,VODQG������([FKDQJH�6WUHHW��3URYLGHQFH�5,��������RU�E\�FDOOLQJ� 
���������������77<�������<RX�FDQ�¿OH�D�JULHYDQFH�LQ�SHUVRQ��E\�SKRQH�RU�E\�PDLO��ID[�DW����������������RU� 
electronically through our member portal at bcbsri.com/Medicare. 
<RX�FDQ�DOVR�¿OH�D�FLYLO�ULJKWV�FRPSODLQW�ZLWK�WKH�8�6��'HSDUWPHQW�RI�+HDOWK�DQG�+XPDQ�6HUYLFHV��2I¿FH�IRU�&LYLO� 
5LJKWV��HOHFWURQLFDOO\�WKURXJK�WKH�2I¿FH�IRU�&LYLO�5LJKWV�&RPSODLQW�3RUWDO��DYDLODEOH�DW�KWWSV���RFUSRUWDO�KKV�JRY� 
RFU�SRUWDO�OREE\�MVI��RU�E\�PDLO�RU�SKRQH�DW��8�6��'HSDUWPHQW�RI�+HDOWK�DQG�+XPDQ�6HUYLFHV�����,QGHSHQGHQFH 
$YHQXH��6:�5RRP����)��+++�%XLOGLQJ�:DVKLQJWRQ��'�&������������������������������������7''���&RPSODLQW� 
IRUPV�DUH�DYDLODEOH�DW�KWWS���ZZZ�KKV�JRY�RFU�RI¿FH�¿OH�LQGH[�KWPO� 

English: If you, or someone you’re helping, has questions about Blue Cross & Blue Shield of 
Rhode Island, you have the right to get help and information in your language at no cost. To talk 
to an interpreter, call 1-800-267-0439. 

Spanish: Si usted, o alguien a quien usted está ayudando, tiene preguntas acerca de Blue Cross 
& Blue Shield of Rhode Island, tiene derecho a obtener ayuda e información en su idioma sin costo 
alguno. Para hablar con un intérprete, llame al 1-800-267-0439. 

Portuguese: Se você, ou alguém a quem você está ajudando, tem perguntas sobre o Blue Cross 
& Blue Shield of Rhode Island, você tem o direito de obter ajuda e informação em seu idioma e 
sem custos. Para falar com um intérprete, ligue para 1-800-267-0439. 

Blue Cross & Blue Shield 
of Rhode Island . 

1-800-267-0439. 

Chinese: 

French Creole: Si oumenm oswa yon moun w ap ede gen kesyon konsènan Blue Cross & Blue 
Shield of Rhode Island, se dwa w pou resevwa asistans ak enfòmasyon nan lang ou pale a, san 
ou pa gen pou peye pou sa. Pou pale avèk yon entèprèt, rele nan 1-800-267-0439. 

Blue Cross & Blue ShieldCambodian-Mon-Khmer: 

of Rhode Island 

1-800-267-0439.9 

French: Si vous, ou quelqu’un que vous êtes en train d’aider, a des questions à propos de Blue 
Cross & Blue Shield of Rhode Island, vous avez le droit d’obtenir de l’aide et l’information dans 
votre langue à aucun coût. Pour parler à un interprète, appelez 1-800-267-0439. 

Italian: Se tu o qualcuno che stai aiutando avete domande su Blue Cross & Blue Shield of Rhode 
Island, hai il diritto di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per parlare con 
un interpprete, ,  p  puoi chiamare 1-800-267-0439. 
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Laotian:  

 

Arabic: 
 

Russian:

Vietnamese:  

Kru:
      

Ibo:

Yoruba:   
  

Polish:  
 

Korean:

Tagalog:

 

 

 

 

Laotian: Blue Cross & Blue 

Shield of Rhode Island, 

. 1-800-267-0439. 

Arabic: ˬBlue Cross & Blue Shield of Rhode Island ιϭλΧΑ�ΔϠ΋γ΃�ϩΩϋΎγΗ�ιΧη�ϯΩϟ�ϭ΃�ϙϳΩϟ�ϥΎϛ�ϥ· 
�ΔϔϠϛΗ�Δϳ΍�ϥϭΩ�ϥϣ�ϙΗϐϠΑ�Δϳέϭέοϟ΍ ΕΎϣϭϠόϣϟ΍ϭ�ΓΩϋΎγϣϟ΍�ϰϠϋ�ϝϭλΣϟ΍�ϲϓ�ϖΣϟ΍�ϙϳΩϠϓ� 

.1-800-267-0439 ˰Α�ϝλΗ΍�ϡΟέΗϣ�ϊϣ�ΙΩΣΗϠϟ� 

Russian: ʫ̛̭̣�̱�̭̏̌�̛̛̣�̶̛̣̌,�̡̨̨̨̯̬̥̱�̼̏�̨̨̪̥̖̯̖̐̌,�̛̥̖̯̭̀́�̨̨̪̬̭̼̏�̨̪�̨̨̪̱̏̔� 
Blue Cross & Blue Shield of Rhode Island,�̨̯�̼̏�̛̥̖̖̯̖�̨̪̬̌̏�̦̌�̨̖̭̪̣̯̦̖̍̌�̸̨̛̪̣̱̖̦̖� 
̨̨̛̪̥̺�̛�̴̶̨̛̛̛̦̬̥̌�̦̌�̹̖̥̏̌�̡̼̖́̚ .�ʪ̣́�̨̨̬̬̌̐̏̌̚�̭�̸̨̡̨̛̪̖̬̖̥̏̔�̨̨̛̪̦̯̖̏̚�̨̪� 
�̴̨̯̖̣̖̦̱� 1Ͳ800Ͳ267Ͳ0439. 

Vietnamese: Blue Cross & 
Blue Shield of Rhode Island, 

1-800-267-0439. 

Kru: I bale we, tole mut u ye hola, a gwee mbarga inyu Blue Cross & Blue Shield of Rhode 
Island, U gwee Kunde I kosna mahola ni biniiguene I hop wong nni nsaa wogui wo. I Nyu ipot ni 
mut a nla koblene we hop, sebel 1-800-267-0439. 

Ibo: Ҋ� bӅ rӅ� gҷ, ma o bӅ� onye I na eyereͲaka, nwere aj Ӆj Ӆ gbasara Blue Cross & Blue Shield 
of Rhode Island, I nwere ohere iwenta nye maka na�Ҹ m Ӆ ma na asӅ sӅ� gҷ� na akwu gҷ�ӅgwҸ . 
I ch Ҹ rҸ� I kwӅ rӅ� onyeͲntap ҷa okwu, kpҸ� 1Ͳ800Ͳ267Ͳ0439. 

Yoruba: Blue Cross & Blue Shield 
of Rhode Island, 

1-800-267-0439.

 Blue Cross & Blue Shield Polish: 

of Rhode Island, . 
1-800-267-0439.


Korean: ⬀㚱GỴ䚌G❄⏈GỴ䚌ᴴG┉ḔG㢼⏈G㛨⛘G㇠⣀㢨 Blue Cross & Blue Shield of Rhode 
Island㜄GḴ䚨㉐ 㫼ⱬ㢨G㢼␘⮨ GỴ䚌⏈ GἬ⤠䚐 G⓸㟴ḰG㥉⸨⪰GỴ䚌㢌G㛬㛨⦐ G⽸㟝G
⺴␨㛺㢨 G㛯㡸G㍌G㢼⏈ Ề⫠ᴴG㢼㏩⏼ ␘ . Ἤ⤻᷀G䋩㜡㇠㝴G㛌ὤ䚌ὤG㠸䚨㉐⏈ 
1Ͳ800Ͳ267Ͳ0439⦐G㤸䞈䚌㐡㐐㝘 .
Tagalog:  Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Blue Cross  
& Blue Shield of Rhode Island, may karapatan ka na makakuha ng tulong at impormasyon sa 
iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-800-267-0439. 

This notice is being provided to you in compliance with federal law. 

07002967 
09/16  BMED-96729 .1370 
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