Form Instructions

Medicare Prescription Drug Coverage and Your Rights
Standardized Pharmacy Notice (CMS-10147)

Each Medicare Part D plan sponsor must arrange with its network pharmacies, including mail
order and specialty pharmacies, for the distribution of this notice to Part D enrollees when a
prescription cannot be covered (“filled””) under the Medicare Part D benefit at the point of sale
(POS). The notice must be provided to the enrollee if the pharmacy receives a transaction
response (rejected or paid) indicating the claim is not covered by Part D. See Chapter 18,
Notification by Network Pharmacists, of the Prescription Drug Benefit Manual for the complete
list of rejected claim scenarios where delivery of this notice is not required. The notice instructs
enrollees about their right to contact their Part D plan to request a coverage determination,
including an exception. This notice fulfills the requirements at 42 CFR § 423.562(a)(3) and 8
423.128(b)(7)(iii).

This is a standardized notice, the content of which may not be altered. The notice must be
provided in 12 point font. The OMB control number must be displayed in the lower right corner
of the notice. The fields for the enrollee’s name and the drug and prescription number are
optional and may be populated by the pharmacy.

Heading
Logo not required. Pharmacies may place their logo in the space above the optional fields for the
enrollee’s name and the drug and prescription number.

PRA Disclosure Statement According to the Paperwork Reduction Act of 1995, no persons are required
to respond to a collection of information unless it displays a valid OMB control number. The valid OMB
control number for this information collection is 0938-0975. The time required to complete this
information collection is estimated to average one (1) minute per response, including the time to review
instructions, search existing data resources, gather the data needed, and complete and review the
information collection. If you have comments concerning the accuracy of the time estimate(s) or
suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports
Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Enrollee’s Name: (Optional)

Drug and Prescription Number: (Optional)

Medicare Prescription Drug Coverage and Your Rights
Your Medicare rights

You have the right to request a coverage determination from your Medicare drug plan if you disagree with
information provided by the pharmacy. You also have the right to request a special type of coverage
determination called an “exception” if you believe:

e you need a drug that is not on your drug plan’s list of covered drugs. The list of covered drugs is called
a “formulary;”

e acoverage rule (such as prior authorization or a quantity limit) should not apply to you for medical
reasons; or

e you need to take a non-preferred drug and you want the plan to cover the drug at a preferred drug price.

What you need to do

You or your prescriber can contact your Medicare drug plan to ask for a coverage determination by calling
the plan’s toll-free phone number on the back of your plan membership card, or by going to your plan’s
website. You or your prescriber can request an expedited (24 hour) decision if your health could be
seriously harmed by waiting up to 72 hours for a decision. Be ready to tell your Medicare drug plan:

The name of the prescription drug that was not filled. Include the dose and strength, if known.

The name of the pharmacy that attempted to fill your prescription.

The date you attempted to fill your prescription.

If you ask for an exception, your prescriber will need to provide your drug plan with a statement
explaining why you need the off-formulary or non-preferred drug or why a coverage rule should not

apply to you.

HowdpE

Your Medicare drug plan will provide you with a written decision. If coverage is not approved, the plan’s
notice will explain why coverage was denied and how to request an appeal if you disagree with the plan’s
decision.

Refer to your plan materials or call 1-800-Medicare for more information.

PRA Disclosure Statement According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of
information unless it displays a valid OMB control number. The valid OMB control number for this collection is 0938-0975. The
time required to complete this information collection is estimated to average 1 minute per response, including the time to review
instructions, search existing data resources, and gather the data needed, and complete and review the information collection. If you
have any comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to CMS,
7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Baltimore, Maryland 21244-1850.

CMS does not discriminate in its programs and activities: To request this form in an accessible format (e.g.,
Braille, Large Print, Audio CD) contact your Medicare Drug Plan. If you need assistance contacting your plan,
call: 1-800-MEDICARE.
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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-
800-361-4542. 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 1-800-361-
4542. Alguien que hable espafiol le podra ayudar. Este es un servicio
gratuito.

Chinese Mandarin: ZAIT5E 0L e e Rel 55, B DR 2 R 0 HE el 25 W ORI ) (R 0]
Bt i, R ENE RSy, T ECE 1-800-361-4542, FA 1 S LA AR AR
IR, XTI RIRS .

Chinese Cantonese: &% HAMT e sl e Ok B v BEA7 A Beh, At BAME 0t 5o 21
W RS, WM, HE0E 1-800-361-4542, HAMikrb iy A B B4 s ARt
fEE ), 18 & HREIRB,

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 1-800-361-4542. 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 1-800-361-4542. Un interlocuteur parlant Francais pourra vous
aider. Ce service est gratuit.

Vietnamese: Chung téi cé dich vu thdng dich mién phi dé tra I5i cdc cau hoi
vé chudng sic khée va chuong trinh thuéc men. Néu qui vi can thong dich
vién xin goi 1-800-361-4542 sé cb nhan vién ndi ti€ng Viét giup dd qui vi.
DAy 1a dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen
zu unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher
erreichen Sie unter 1-800-361-4542. Man wird Ihnen dort auf Deutsch
weiterhelfen. Dieser Service ist kostenlos.
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Russian: Ecnn y Bac BO3HUKHYT BOMNPOCbl OTHOCUTENIbHO CTPAx0BOro U
MeAMKaMEeHTHOro nsaHa, Bbl MOXeTe BOCMNO0/1b30BaTbCs HaWMMM 6ecnnaTHbIMU
ycnyramm nepeBoaumkoB. HYTobbl BOCN0OAb30BaTbCs yC/yraMmn nepeBoaymka,
Nno3BOHMUTE HaM no TenedoHy 1-800-361-4542. Bam okaxxeT NOMOLLb
COTPYAHUK, KOTOPbIN FOBOPUT NO-pyccku. [laHHaga ycnyra becnnatHas.

Arabic: Jsaall Ll 45 Jsaa ol daially sl Al (gl e a0 dalaall (5 8l aa yiall cilesd aais L
e W Juai) (5 g clle Gl (5 8 ax yia e 1-800-361-454240 2ll Saaty e adld o gias
iilae derd o e Luay,

Hindi: BHR WY 1 a1 &1 et & §R H 3{10eb fob T Hi o8 o Sfarel o & forg s9R
U YUl gHIFT Tamd Iuas €. Teb gHIRIT U o’ & forg, s 86 1-800-361-
4542 B $X. Bl AfGd oIl [g=a! SIadl g STADH! Hag B Ghdl 5. I8 Udh 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 1-800-361-4542. Un nostro incaricato che
parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servicos de interpretacao gratuitos para
responder a qualquer questdo que tenha acerca do nosso plano de saude ou
de medicacdo. Para obter um intérprete, contacte-nos através do numero 1-
800-361-4542. Ira encontrar alguém que fale o idioma Portugués para o
ajudar. Este servico é gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou
ta genyen konsenan plan medikal oswa dwdg nou an. Pou jwenn yon
entepret, jis rele nou nan 1-800-361-4542. 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 ttumacza znajgcego jezyk
polski, nalezy zadzwoni¢ pod numer 1-800-361-4542. Ta ustuga jest
bezptatna.

Japanese: it D5 B R & K ALEE T 7 12T 5 :‘Eﬁf’ﬂé: BHEZT 5
ez, MERLOHERT —E 2SN T T TS nWFET, @lERE THmIC L A1,
1-800-361-4542 I B 723w, HAEZGFE T A E» LWL ET, 21
R oY — v 2T,
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