Please complete ALL information below and fax your request to 1-888-671-5285

Hepatitis C Agents Coverage Determination Request Form (Page 1 of 2)
DO NOT COPY FOR FUTURE USE. FORMS ARE UPDATED FREQUENTLY AND MAY BE BARCODED

Member Information (requireq) Provider Information (requireq)
Member Name: Provider Name:
Insurance ID#: NPI#: Specialty:
Date of Birth: Office Phone:
Street Address: Office Fax: Office Contact:
City: State: Zip: Office Street Address:
Phone: City: State: Zip:

Medication Information (requireq)
Medication Name: Strength: Dosage Form:

Select one of the following:
O Request is for GENERIC
O Request is for BRAND (unable to take the generic)

U Check if request is for continuation of therapy Directions for Use:

Clinical Information (requireq)

Select the Type(s) of Coverage Determination Requested:
O Prior Authorization- Request is for a drug that requires prior authorization under the plan.
U Quantity Limit- Request is for an exception to the plan’s quantity limit.

Quantity per DAY requested?

Select the diagnosis below:
U Chronic hepatitis C virus (HCV)
O Other diagnosis: ICD-10 Code(s):

Medication History:
For Daklinza, Sovaldi, Viekira, Vosevi, or Zepatier requests:
Does the patient have an inability to tolerate Harvoni, Epclusa, or Mavyret, where indicated? 0O Yes O No

Clinical Information:
Document the hepatitis C virus genotype:

Document the baseline hepatitis C virus-RNA level:

Is laboratory testing consistent with current AASLD/IDSA guidelines? O Yes O No

Patient Readiness and Adherence:
Has the patient been evaluated for readiness to initiate treatment? O Yes 0 No
Is the patient able and willing to strictly adhere to treatment protocols as prescribed by the provider? O Yes O No

Will caution be exercised if the patient has a history of treatment failure with prior hepatitis C treatment due to non-adherence with
treatment regimen and appointments? O Yes O No

Will the patient be educated regarding potential risks and benefits of hepatitis C virus therapy, as well as the potential for resistance and
failed therapy if medication is not taken as prescribed? O Yes O No

Reauthorization/Continuation of Therapy or Retreatment:

Have all initial criteria (from above) been met? O Yes O No

Is there evidence of lack of adherence? O Yes O No

Does the patient have missed medical appointments related to the hepatitis C virus? O Yes O No
If applicable, is there evidence that retreatment will improve patient outcomes? O Yes O No

This document and others if attached contain information that is privileged, confidential and/or may contain protected health information (PHI). The Provider
named above is required to safeguard PHI by applicable law. The information in this document is for the sole use of the Pharmacy Benefit Manager. Proper
consent to disclose PHI between these parties has been obtained. If you received this document by mistake, please know that sharing, copying, distributing or
using information in this document is against the law. If you are not the intended recipient, please notify the sender immediately.
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Hepatitis C Agents Coverage Determination Request Form (Page 2 of 2)
DO NOT COPY FOR FUTURE USE. FORMS ARE UPDATED FREQUENTLY AND MAY BE BARCODED

Populations Unlikely to Benefit from Hepatitis C Virus Treatment:

Does the patient have a life expectancy less than 12 months? Q Yes [ No

According to AASLD/IDSA hepatitis C virus Guidelines, “patients with limited life expectancy for whom hepatitis C virus therapy would not
improve symptoms or prognosis do not require treatment. Chronic hepatitis C is associated with a wide range of comorbid conditions.
Little evidence exists to support initiation of hepatitis C virus treatment in patients with limited life expectancy (less than 12 months) due
to non-liver-related comorbid conditions. For these patients, the benefits of hepatitis C virus treatment are unlikely to be realized, and
palliative care strategies should take precedence.”

Criteria for Coverage of Investigational Services:

Investigational services are not covered except when it is clearly documented that all of the following apply:

e Conventional therapy will not adequately treat the intended patient’s condition

e Conventional therapy will not prevent progressive disability or premature death

e The provider of the proposed service has a record of safety and success with it equivalent or superior to that of other providers of the
investigational service

e The investigational service is the lowest cost item or service that meets the patient's medical needs and is less costly than all
conventional alternatives

e The service is not being performed as a part of a research study protocol

e There is a reasonable expectation that the investigational service will significantly prolong the intended patient's life or will maintain or
restore a range of physical and social function suited to activities of daily living

o All investigational services require prior authorization. Payment will not be authorized for investigational services that do not meet the
above criteria or for associated inpatient care when a beneficiary needs to be in the hospital primarily because she/he is receiving
such non-approved investigational services.

Unlabeled Use of Medication:
Is there reference to current medical literature for the requested unlabeled use? O Yes 0 No

Is the medication being used for an unlabeled use and therapy has been consulted with provider organizations, academic and professional
specialists? O Yes O No

Quantity Limit Requests:
Is there a high risk of significant adverse clinical outcome with medication change or dosage change? O Yes O No

Is the requested quantity and dose within FDA approved maximum dosing limits or supported by peer-reviewed medical literature,
accepted standards of medical practice and/or medical compendia? O Yes O No

If yes, please specify:

Are there any other comments, diagnoses, symptoms, medications tried or failed, and/or any other information the physician feels is important to
this review?

Please note: This request may be denied unless all required information is received.

This document and others if attached contain information that is privileged, confidential and/or may contain protected health information (PHI). The Provider
named above is required to safeguard PHI by applicable law. The information in this document is for the sole use of the Pharmacy Benefit Manager. Proper
consent to disclose PHI between these parties has been obtained. If you received this document by mistake, please know that sharing, copying, distributing or
using information in this document is against the law. If you are not the intended recipient, please notify the sender immediately.

Office use only: HepatitisCAgents_FSPartD_2020Feb



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 1-800-275-2583 (TTY:
711). 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 1-800-275-2583 (TTY:
711). Alguien que hable espafol le podra ayudar. Este es
un servicio gratuito.

Chinese Mandarin: B 152k o0 Sk O RNIENR 5%,  Fs il A6

BTl R IR B AT B8 ), AN SR AT R R
MR4%, EELH 1-800-275-2583 (TTY: 711), FAIHUH <
TAE AR R ER I, X T s iksg.

Chinese Cantonese: & ¥} He M fa fe sl g4y Pr e nT 6B A7 5

““F’ﬁ 2y e AR L e BB RS ZZDm%ﬂéiHEﬁ’%,
SH3E 1-800-275-2583 (TTY: 711). FfMakrh e A2

H&fﬁ'fﬁz%u}‘mﬁf*’%%o s e R,

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 1-800-275-2583 (TTY:

711). 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 1-800-275-2583 (TTY:
711). Un interlocuteur parlant Francais pourra vous
aider. Ce service est gratuit.

Vietnamese: Chuing tdi cé dich vu thdng dich mién phi dé
trad & cdc cau hoi vé chuwong sire khée va chuong trinh
thudc men. Néu qui vi can théng dich vién xin goi 1-800-
275-2583 (TTY: 711) s& c6 nhan vién ndi tiéng Viét gilp
d& 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
1-800-275-2583 (TTY: 711). Man wird Thnen dort auf
Deutsch weiterhelfen. Dieser Service ist kostenlos.

Arabic: il gl ge Llad Lalaall (558 an jiall Slaxd aas L
ol g5 pa e o Jpeaall Ll 4y 50Y) Jpan ol Aaaally (3la
e Gy JLai¥) (5 pue dlile 1-800-275-2583 (TTY: 711) psisws .
A el aats Le i Ailae Ak o3 clideLuay,

Korean: TAl= 95 K3 T k2 w3 743t
Ao gall =eaa 5 &9 *M*% Al &8k aL
AFUT &Y AMH| =5 o] & o}aﬂ‘ﬂ 73} 1-800-275-
2583 (TTY: 711) HOo 2 93] FAHAIL. SxolE
st @A wof =9 AJY . o] AHl s

FRZ EIHYH

Russian: Ecnu y Bac BO3HUKHYT BONPOCHI OTHOCUTENbHO
CTPaxoBOro NAN MeANKaMEHTHOrO MaaHa, Bbl MOXeTe
BOCMO/b30BaThCA HaLIMMK BecnnatHbIMM ycnyramu
nepeBoaynKoB. Y7066l BOCMONb30BATLCA YCAYyramu
nepeBoAYMKa, NO3BOHUTE HaM Mo TenedoHy 1-800-275-
2583 (TTY: 711). Bam oKaxeT noMOLb COTPYLHUK,
KOTOPbIVi rOBOPUT No-pyccku. [laHHasa ycnyra becnnartHas.

Hindi: §AR WY 4T &dl B1 Aol & IR § 3 fodt
1t Uy & a9 ¢ & T §HR U Jud gHTET Jand
IUA §. T GUIIT Ut 3 & ToTT, S 8% 1-800-
275-2583 (TTY: 711) TR BIF . BIs Aiad off fg=al
STl § 3P| HEg HR Tl . I8 Uh Jud 4dl 5.

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 1-800-275-2583 (TTY: 711). Un nostro incaricato
che parla Italianovi fornira l'assistenza necessaria. E un
servizio gratuito.

Portugués: Dispomos de servigos de interpretacdo gratuitos
para responder a qualquer questao que tenha acerca do
nosso plano de sadde ou de medicagdo. Para obter um
intérprete, contacte-nos através do nimero 1-800-275-
2583 (TTY: 711). Ird encontrar alguém que fale o idioma
Portugués para o ajudar. Este servico é gratuito.

French Creole: Nou genyen sevis entéprét gratis pou reponn
tout kesyon ou ta genyen konsénan plan medikal oswa
dwog nou an. Pou jwenn yon entépret, jis rele nou nan 1-
800-275-2583 (TTY: 711). Yon moun ki pale Kreyol
kapab ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug
ttumacza ustnego, ktdry pomoze w uzyskaniu odpowiedzi
na temat planu zdrowotnego lub dawkowania lekéw. Aby
skorzystac z pomocy ttumacza znajgcego jezyk polski,
nalezy zadzwoni¢ pod numer 1-800-275-2583 (TTY:
711). Ta ustuga jest bezptatna.

Japanese: it O R (R FHEARIR & S5 AL TET T 1
B2 DEICBE 2T 220 12, B OERY —
EAHN EFTISnET, BIRE H@GICR S
. 1-800-275-2583 (TTY: 71DIC BHE: < 723 v, H
2’Knn nﬁ?/\’éﬁ‘)&%b‘f)bij_ CMiﬁiﬂéﬂ@‘ﬁ‘
— EZ2TY,

Y0041 HM 22 108842 C
IBC11835 (06/22)



Discrimination is Against the Law

This Plan complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. This Plan does not exclude people
or treat them differently because of race, color, national origin, age, disability, or sex.

This Plan provides:

e Free aids and services to people with disabilities to communicate effectively with us, such as:
qualified sign language interpreters, and written information in other formats (large print, audio,
accessible electronic formats, other formats).

e Free language services to people whose primary language is not English, such as: qualified
interpreters and information written in other languages.

If you need these services, contact our Civil Rights Coordinator. If you believe that This Plan
has failed to provide these services or discriminated in another way on the basis of race,
color, national origin, age, disability, or sex, you can file a grievance with our Civil Rights
Coordinator.

You can file a grievance in the following ways:

e In person or by mail: ATTN: Civil Rights Coordinator, 1901 Market Street, Philadelphia, PA
19103

e By phone: 1-888-377-3933 (TTY: 711)
e By fax: 215-761-0245
e By email: civilrightscoordinator@1901market.com

If you need help filing a grievance, our 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, DC 20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint
forms are available at http.//www.hhs.gov/ocr/office/file/index.html.
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