| 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 1-866-567-7242, TTY users should call 1-800-627-3529 or 711, from 8
a.m. to 8 p.m., 7 days a week (October — March); 8 a.m. to 8 p.m., Monday - Friday (April —
September) or through our website at www.mnscha.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)

\ Type of Request

[ 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)
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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)

LI 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)

LI 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, I 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:

South Country Health Alliance Standard Request 1-855-446-7895
Attn: Health Services — Coverage Determinations Expedited Request 1-855-446-7896
2300 Park Drive, Suite 100

Owatonna, MN 55060
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Supporting Information for an Exception Request or Prior Authorization
To be completed by the prescriber

[0 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)
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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 0ONO
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 [ONO
Would a lower total daily MED dose be insufficient to control the enrollee’s pain? OYES L[ONO

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.

[1 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]
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[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]

L1 Other (explain below)
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NO ENGLISH &) 1-866-567-7242
TRS: 711

ATTENTION: If you speak English, free language assistance services are available to you free of charge and
without unnecessary delay. Additionally, appropriate auxiliary aids and services to provide information in
accessible formats are available free of charge and in a timely manner. Please call the number above or speak to
your provider. English

TGYANLL- ATICT 1926 NP © 12 P28 96 A1Aitet hAPI9° hef AG NARANLAL 9PHOPT 99975 Al (e 969
av By (APAN ATTTTF NTLLOTA PCRTF ATIPLA H, L PO PF 06 AG ATA1A-PF hh& e 12 QU AG SILO-7 Om0P
AN TR BFAN: AQh® hAL QAD- TC LD ORI® APLNPT P15 Amharic

e laglaa dvian g c@baﬁmwuhhj‘_ﬁuj‘;“ﬂLmYb Aoy g g Anilaa A gal Baelise Ciledd Ay jel) 4210 L;,_H'J;:\Aj‘am ATy
Arabic .3_pElall Le2all adie Zaal ja 5l o3ed e pall W8 0 o a5 a5y g me JS 5 4SS 5

9] C C C C ¢ (9] C C ~ oC
CDUD@l_q‘? - SB(T_)L)O@ CDCCDE‘) @:?EDD’)’)CD’D@(’D’DS G@D&?%@OC\J{IC 3290 OC)’)CD’D(DGI)%I?CGP
o]
1

oCo

o, Co € C oo R C C C  [=¢c .,.0 N L. C ~ oc, ¢
(L)QGO(T)(‘D(o)GUoﬁ O?GEI}OCS:E%POG'Z):. GC\?S’BOOO@ G?’)(@)G‘?u@i@)ﬁﬁ?lﬂ')o B(ﬂGO)CI) QOC 3290 61 %CBE
C

C c or~c C C c C C ocC Co o
[;9@03 It OOBC 3’36“03330)(7)4{[)33?38 F2000Q000M) OCGGP('DGlOO&CG(DGOOO G@OGOOU@E&PS@C
L o iL iL T L

©

GCDO(I%C)GU%ITTCD 5 ':DO'SEI%é @ cﬁ)(’fg GCO’J(TS(O)B °&6 OCGSO')éG °('T%CO o 3’39&" 32 OCG

. ° 8 L [ @o °JL“°J° ‘? JLU” L &,)" ° gllc?
coc € 84 0:a00:0] c °°[§[§° C c[gf] €2 516558 e384 3 S 5&el

qﬂ%CGCDG]ﬁ,' 00300030 OJEEII G(T.EIOCI?Q l s 3200600 (?u‘runcr() (I)C).B= Go SOLO Q?GBLYECO 20C&e

Co C 0 ¢
GO’Z)’D(D(&)OMIZL}@(O: G@Q@?GS%SG%S(S]II @;?mdn:)aomrmz Burmese

WRSHSMENMA: [UASIOHRSUNWMNIBI (121) uhAgS SwMmmns s ASIgusS§UgSHM WSS ANIY
SHIMWMSAMINSNINUSSICNGIS] WY UM IS §8W SHIUNAYIE U USHAMIBUASESSRA
SERIBUMSGUIUDNSAMGIMOISIENWNHNANIE SHSSnUEY wuwmgiuishusswin

US WNWENGWHMA R ULINIUIESY MaNTSI (181) Cambodian (Khmer)

EE: WARAGRERT O, ST U BEASEE S W, A SR LERESR. thh, ERe
Je A Y LA Ji s g o SR (0 S R AT B i L B AR S . = HET LA SR ok hs, B i AR s SR 0L

_ﬁﬁﬁiﬁﬁ o Cantonese (Traditional Chinese)

ATTENTION : Si vous parlez francais, des services d'assistance linguistique gratuits sont & votre
disposition, sans frais et sans délai. En outre, des aides et services auxiliaires appropriés pouvant fournir
des informations dans des formats accessibles sont disponibles gratuitement et rapidement. Veuillez
appeler le numéro ci-dessus ou contacter votre fournisseur. French

CEEB TOOM: Yog koj hais lus Hmoob, muaj kev pab txhais lus dawb rau koj siv. Koj tsis tas them
nqi thiab yuav tsis qeeb. Kuj muaj cuab yeej thiab kev pab los pab koj nyeem cov ntaub ntawv kom

vooj vim nkag siab. Koj hu tau rau tus xov tooj saum toj no lossis nrog koj tus kws kho mob tham.
Hmong
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HUBADHAA: Yoo Afaan Oromoo dubbattu ta’e, tajaajila gargaarsa turjumaana afaanii biliisaan akkasumas turtii
barbaachisaa hin taane hambisu danda’u isiniif dhihaatee jira. Dabalataanis, odeeffannoo haala salphaan argamuu
danda’an dhiyeessuuf gargaarsa fi tajaajiloota deeggarsaa gama midhamtootaaf mijatoo ta’an, kaffaltii tokko malee
fi yeroo isaa eeggatee kennamu dhihaatee jira. Odeeffanno dabalataaf lakkoofsa armaan oliitti fayyadamuun
namoota gargaarsa kana isiniif kennan qunnamaa. Oromo

BHHUMAHME: Eciiu Bbl pa3roBapuBacTe Ha PYCCKOM A3bIKE, BOCIIOIbL3YUTECH YCAYTaAMHU A3bIKOBOM
MOAAEPKKHU OecniaTHO U 0e3 MUILIHUX MPOoBoIoUeK. Takxke OecriaTHO U He3aMeJTUTENbHO
IIPEAOCTABIIAIOTCA COOTBETCTBYIOLIME BCIIOMOIATE/lbHLIE CPEACTBA U YCIYTH [0 OOECNEUSHUIO
uHdopmalmeii B 1octynueix ¢popmarax. [103BoHMTE M0 yKa3aHHOMY BBILLIE HOMEPY MM OOPATUTECH K
CBOEMY IOCTABIMUKY YCIYT. Russian

FIIRO GAAR AH: Haddii aad ku hadasho Soomaali, waxaa si bilaash ah kuugu divaar ah adeegyada caawinada
luugadeed oo aan lahayn daahitaan aan munaasib ahayn. Intaas waxaa dheer, waxaa la heli karaa adeegyada iyo
kaabitaanka naafada ee haboon si macluumaadka loogu bixiyo qaabab la adeegsan karo oo bilaash ah laguna
bixinayo waqqigeeda. Fadlan wac lambarka kore ama la hadal adeegbixiyahaaga. Somali

ATENCION: si habla espariol, tiene a su disposicion los servicios gratuitos de traduccion sin costo alguno v sin
demoras innecesarias. Ademas, se encuentran disponibles de forma gratuita y oportuna ayuda y servicios auxiliares
adecuados con el fin de brindarle informacién en formatos accesibles. LLlame al namero indicado anteriormente o
hable con su proveedor. Spanish

LUU Y: Néu ban néi tiéng Viét, ban co thé duge hd trg ngdn ngit mién phi ma khong phai cho doi lau. Ngoai
ra, céc thiét bj hd trg va dich vu phi hgp dé cung cap thong tin ¢ dinh dang dé tiép cn ciing co sin mién phi va
kip thoi. Vui long goi s dién thoai phia trén hodc trao d6i voi nhan vién y té ctia ban. Vietamese
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CB5 (MCOs) (10-2021)
Civil Rights Notice

Discrimination is against the law. South Country Health Alliance {South Country) does not discriminate
on the basis of any of the following:

® race ¢ public assistance ¢ sex (including sex ¢ health status

e color status stereotypes and ¢ receipt of health care
¢ national origin s age gender identity) services

e creed ¢ disability (including e marital status e claims experience

e religion physical or mental o political beliefs ¢ medical history

¢ sexual orientation impairment) s medical condition ¢ genetic information

You have the right to file a discrimination complaint if you believe you were treated in a discriminatory
way by South Country. You can file a complaint and ask for help filing a complaint in person or by mail,
phone, fax, or email at:

Civil Rights Coordinator

South Country Health Alliance

6380 West Frontage Road, Medford, MN 55049

Toll Free: 866-567-7242  TTY: 800-627-3529 or 711 Fax: 507-444-7774

Email: grievances-appeals@mnscha.org

Auxiliary Aids and Services: South Country provides auxiliary aids and services,
like qualified interpreters or information in accessible formats, free of charge and in a
timely manner to ensure an equal opportunity to participate in our health care
programs. Contact Member Services at members@mnscha.org or call 866-567-
7242, TTY 800-627-3529 or 711.

Language Assistance Services: South Country provides translated documents
and spoken language interpreting, free of charge and in a timely manner, when
language assistance services are necessary to ensure limited English speakers have
meaningful access to our information and services. Contact Member Services at
members@mnscha.org or call 866-567-7242, TTY 800-627-3529 or 711.

Civil Rights Complaints

You have the right to file a discrimination complaint if you believe you were treated in a discriminatory way
by South Country. You may also contact any of the following agencies directly to file a discrimination
complaint.

U.S. Department of Health and Human Services Office for Civil Rights (OCR)
You have the right to file a complaint with the OCR, a federal agency, if you believe you have been
discriminated against because of any of the following:

® race ¢ national origin o disability ¢ religion (in

e color ® age ® sex some cases)

Contact the OCR directly to file a complaint:
Office for Civil Rights, U.S. Department of Health and Human Services
Midwest Region
233 N. Michigan Avenue, Suite 240 Chicago, IL 60601
Customer Response Center: 800-368-1019, TTY: 800-537-7697
Email: ocrmail@hhs.gov
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CB5 (MCOs) (10-2021)

Minnesota Department of Human Rights (MDHR)
In Minnesota, you have the right to file a complaint with the MDHR if you have been discriminated
against because of any of the following:

® race e creed ¢ public assistance status
s color ® sex e disability

s national origin e sexual orientation

e religion e marital status

Contact the MDHR directly to file a complaint:
Minnesota Department of Human Rights
540 Fairview Avenue North, Suite 201, St. Paul, MN 55104
651-539-1100 (voice), 800-657-3704 (toll-free), 711 or 800-627-3529 (MN Relay), 651-296-9042 (fax)
Info. MDHR@state.mn.us (email)

Minnesota Department of Human Services (DHS)
You have the right to file a complaint with DHS if you believe you have been discriminated against in our
health care programs because of any of the following:

* race ¢ religion (in e disability (including e sex(including sex
s color some cases) physical or mental stereotypes and
e national origin e age impairment) gender identity)

Complaints must be in writing and filed within 180 days of the date you discovered the alleged
discrimination. The complaint must contain your name and address and describe the discrimination you
are complaining about. We will review it and notify you in writing about whether we have authority to
investigate. If we do, we will investigate the complaint.

DHS will notify you in writing of the investigation’s outcome. You have the right to appeal if you disagree
with the decision. To appeal, you must send a written request to have DHS review the investigation
outcome. Be brief and state why you disagree with the decision. Include additional information you think
is important.

If you file a complaint in this way, the people who work for the agency named in the complaint cannot
retaliate against you. This means they cannot punish you in any way for filing a complaint. Filing a
complaint in this way does not stop you from seeking out other legal or administrative actions.

Contact DHS directly to file a discrimination complaint:
Civil Rights Coordinator
Minnesota Department of Human Services
Equal Opportunity and Access Division
P.O. Box 64997
St. Paul, MN 55164-0997
651-431-3040 (voice) or use your preferred relay service
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	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 1-866-567-7242, TTY users should call 1-800-627-3529 or 711, from 8 a.m. to 8 p.m., 7 days a week (October – March); 8 a.m. to 8 p.m., Monday - Friday (April – September) or through our website at www.mnscha.org. You, your doctor or prescriber, or your authorized representative can make this request.
	Plan Enrollee
	Date of birth
	Name
	City
	Street address
	ZIP
	State
	Member ID #
	Phone 
	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)   
	Type of Request

	☐ My drug plan charged me a higher copayment for a drug than it should have
	☐ I want to be reimbursed for a covered drug I already paid for out of pocket 
	☐ 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.”
	☐I need a drug that’s not on the plan’s list of covered drugs (formulary exception)
	☐ 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)
	☐ I’m asking for an exception to the requirement that I try another drug before I get a prescribed drug (formulary exception)
	☐ I’m asking for an exception to the plan’s limit on the number of pills (quantity limit) I can get so that I can get the number of pills prescribed to me (formulary exception)
	☐ I’m asking for an exception to the plan’s prior authorization rules that must be met before I get a prescribed drug (formulary exception).
	☐ My drug plan charges a higher copayment for a prescribed drug than it charges for another drug that treats my condition, and I 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, I need a decision within 24 hours. If you have a supporting statement from your prescriber, attach it to this request.
	Date: 
	Signature:
	How to submit this form
	Submit this form and any supporting information by mail or fax:
	Address: Fax Number:
	South Country Health Alliance Standard Request 1-855-446-7895
	Attn: Health Services – Coverage Determinations Expedited Request 1-855-446-7896
	2300 Park Drive, Suite 100
	Owatonna, MN 55060
	Supporting Information for an Exception Request or Prior Authorization
	To be completed by the prescriber

	☐ 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 Information
	Name
	Street Address (Include City, State and ZIP
	Office phone
	Fax
	Signature                                                                                          Date
	Diagnosis and Medical Information
	Strength and route of administration:
	Medication: 
	Date started:
	frequency:
	☐ NEW START
	Quantity per 30 days:
	Expected length of therapy:
	Drug allergies:
	Height/Weight:
	ICD-10 Code(s)
	DIAGNOSIS – Please list all diagnoses being treated with the requested 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)
	ICD-10 Code(s)
	Other RELAVENT DIAGNOSES:
	DRUG HISTORY:  (for treatment of the condition(s) requiring the requested drug)
	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
	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?                                                 ☐ YES     ☐ NO
	   If so, please explain.
	Is the stated daily MED dose noted medically necessary?                                                    ☐ YES     ☐ NO
	Would a lower total daily MED dose be insufficient to control the enrollee’s pain?               ☐ YES     ☐ NO
	RATIONALE FOR REQUEST  
	☐ 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]
	☐Alternative 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
	☐ 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.
	☐ 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.
	☐ 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] 
	☐ 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]
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