Value Four-Tier

Prescription Drug Brochure

This brochure is a legal document that explains the prescription drug benefits provided by Harvard
Pilgrim Health Care, Inc. (HPHC) to Members with plans that include outpatient pharmacy coverage.
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|. PRESCRIPTION DRUG COVERAGE

Prescription medications can play an important role in keeping you healthy. Your coverage includes
an outpatient prescription drug benefit to help make paying for these medications more affordable.
This benefit covers outpatient prescription drugs and some non-prescription drugs and medical
supplies.

In this brochure, you'll find information about:

e Our prescription drug benefit e Where to buy your prescg
¢ General Member Cost Sharing e Our Mail Service Pres
e Covered and non-covered drugs e Drug coverage poli

You will find words in this brochure that have special meanings. When
we start it with a capital letter. Capitalized terms that are not defined in th
in the Glossary in your Benefit Handbook.

We place all covered drugs into one of four levé i its own Member Cost
Sharing, which is listed on your Prescriptio grafl@”tlyer and Summary of Benefits and

under your medical benefits and
drug/supply is covered, simply go o
covered, it will have a's

tail pharmacy. To find out if a medical
ription Drug List and search for the item. If it is

The Prescription Drug List
copy of the ur-Tier cription Drug List visit www.harvardpilgrim.org and log into your
secure o the Member Services Department at 1-888-333-4742.

Similar to your medical coverage, Members are required to share the cost of the benefits provided
under the Plan.

Your Member Cost Sharing may include a combination of Copayments, Coinsurance or a Deductible.
For the Member Cost Sharing amounts that apply to your Plan, please see your Prescription Drug
Coverage flyer and Summary of Benefits and Coverage.

If a Member chooses to receive a lesser quantity of any Schedule Il or Schedule IIl opioid, the
Member’s full applicable Cost Sharing will apply and no additional financial penalty will be incurred.
For a list of opioids, please visit www.harvardpilgrim.org/rx, choose the Prescription Drug List for
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your plan and select Look Up Drugs by Category, then choose Category = Analgesics and Class =
Analgesics, Miscellaneous.

Discount Rate

In this brochure, we refer to the term “Discount Rate.” The Discount Rate is a price for prescription drugs
that has been negotiated with participating pharmacies. The Discount Rate is the basis for calculating your
Member Cost Sharing.

Note: The Discount Rate is not a fixed discount. It may be modified as market conditions change. Our cost
for covered drugs is generally lower than the Discount Rate.

How the Discount Rate Benefits Members

The Discount Rate is usually lower than the retail price pharmacies char,
participating pharmacy’s retail price is less than the Discount rate, yo
always based on the lower amount.

Copayments

Some plans provide prescription drug coverage with Copay
amounts you must pay for covered medications. Copayments
of purchase. Different Copayment amounts usually apg

What You Pay

Copayments are calculated in two ways, d use a participating or
non-participating pharmacy:

Participating Pharmacy

If you buy your prescriptions at a participd
Discount Rate, or the pharma i

<

Non-Participating Pharmac;

Please see “Buying
pharmacies.

amount prescribed. We may limit the quantity of a drug available per
opayment.

30-day period or p,
Coinsurance

Some plans provide prescription drug coverage with Coinsurance. With Coinsurance, you pay
percentage payments for a drug, instead of fixed dollar amounts.

What You Pay

Coinsurance is calculated in two ways, depending on whether you use a participating or non-
participating pharmacy.
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Participating Pharmacy

If you buy your prescriptions at a participating pharmacy, your Coinsurance payment is calculated
using the lower of the Discount Rate or the pharmacy’s retail price for the drug.

Non-Participating Pharmacy

If you buy your prescriptions at a non-participating pharmacy, your Coinsurance payment is calculated
using the pharmacy’s retail price for the drug.

The Coinsurance percentage is multiplied by the Discount Rate or the p
as applicable, to arrive at your out-of-pocket Coinsurance payment.
the day the pharmacy fills the prescription and the Coinsurance is
time of purchase.

acy’s retail price,
urance is calculated
armacy at the

QFOR EXAMPLE: If the participating pharmacy’s retail price is $150 but the Disco
Coinsurance amount is based on the Discount Rate of $100. If your Coinsurance is 20
Sharing will be $20.

Some plans include a minimum or maximum Coinsuran . % our Plan
includes a per prescription minimum amount, yQ

pharmacy’s retail price for the drug.
your per prescription Coinsurance pa

udes a per prescription maximum amount,
to that maximum.

pharmacies.
Deductibles

A Deductible is a specif ou pay each Plan Year or Calendar Year for certain

covered services before a age i le for those services. If a Deductible applies to your
coverage, you must first p : & amount for the purchase of prescription drugs before
any coverageg or the Plan Year or Calendar Year.

Please seefi® g Coverage flyer or Summary of Benefits and Coverage to see if a

Wha

Participating Pharimacy

When you USé#@®participating pharmacy, you pay the lower of the Discount Rate or the pharmacy’s
retail price for prescriptions until the Deductible is met.

Non-Participating Pharmacy

When you use a non-participating pharmacy, you pay the pharmacy’s retail price for prescriptions until
the Deductible is met.

If the Discount Rate or retail price for a prescription, as applicable, exceeds the balance
remaining on the Deductible for the Plan Year or Calendar Year, you are required to pay the
balance of the Deductible and the applicable Copayment. If Coinsurance applies, you are
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required to pay the applicable Coinsurance percentage on any amount exceeding the
Deductible. You are never obligated to pay any combination of Copayments, Coinsurance or
Deductible amounts that exceed the lower of the Discount Rate or the pharmacy’s retail price
for the drug.

The Deductible amount is applied the day the pharmacy fills the prescription and is paid to the
pharmacy at the time of purchase.

Where the Deductible Applies

ductible for the
or Calendar Year,

The Deductible may apply to drugs in any Tier. Once you have met your
Plan Year or Calendar Year, drugs are covered for the rest of the Plan
subject to the applicable Copayment or Coinsurance.

QFOR EXAMPLE: If your Plan has a $100 Deductible and you have a claim wi

e of $200, you will
be responsible for the first $100 to satisfy your Deductible requirement before i

pay bene

medications have been selected by the Plan because t the risk of
illness. In some cases these medications are prescribed eloped risk
factors for an illness that has not yet manifested j i

including drugs, listed in your Sched i 6r which no Member Cost Sharing applies.

If your Plan exempts preventive drug ctible and your health care provider
prescribes one of the designated prev
prescription. However, you Wapplicable Copayment or Coinsurance
amount for the drug. Sin

incur for such drugs do not rk Deductible.

The Plan may change the listin
find out if your jon is one e designated preventive medications, visit
www.harvardpil ur secure online account.

on drug coverage with an Out-of-Pocket Maximum. Your Out-of-
both medical and prescription Member Cost Sharing. The Out-of-
ount you are required to pay in Member Cost Sharing.

Pocket M
ical’and prescription Out-of-Pocket Maximum it will be stated on your

Participating p ill not charge you Member Cost Sharing once you have reached your Out-

of-Pocket Maxim

Il. WHAT IS COVERED

Your prescription drug benefit covers select Medically Necessary drugs that require a prescription by
law, except drugs we exclude or limit. Your benefit also covers the non-prescription items listed
below when you have a prescription. All covered drugs are subject to the applicable Member Cost
Sharing.

Your Plan covers the following prescription and non-prescription items:
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Covered Prescription Drugs
(when listed on the Prescription Drug List)

Covered Non-Prescription Items
(when listed on the Prescription Drug List)

e FDA approved prescription drugs prescribed by a
physician and listed as covered in the Prescription
Drug List

¢ Needles and syringes needed to administer

covered drugs

Insulin, insulin delivery devices or medical supplies

FDA approved contraceptive drugs and devices*

Prenatal vitamins

FDA approved hormone replacement therapy

(HRT)

e Off-label uses of FDA approved drugs, including
drugs for the treatment of cancer and HIV/AIDS
when recognized by established research
documentation

e Compounded prescriptions are covered if: (1) the
Member is under the age of 18, (2) the active
ingredients are listed in the Prescription Drug List
and (3) one or more agents within the compound
is FDA approved and requires a prescription

¢ Insulin, insulin delivery devices or medical supplies
Oral agents for controlling blood sugar

Lancets

Blood glucose testing strips

Urine diabetic testing strips

Ketone diabetic testing strips

Certain over-the-counter drygs that are an
alternative to a prescripti rug when listed as
covered on the Prescri

Please Note: If you
items listed above m
Part B coverage.

Please Note: No Member Cost Sharing applies
approved contraceptive drugs and devices, oral T
supplements for children up to age 12 mo
women planning or capable of pregnancy.
approved prescription contraceptive after a
Calendar Year in accordance with state law.
list of covered preventive servic

*A qualified religious employer m
see your Schedule of Benefits to det

It's easier
possible.
applicabl
the retail p

There are over

ervices, including FDA
ildren through age sixteen, iron
prevention drugs, and folic acid for
receive a 12 month supply of an FDA

the same prescription per Plan Year or
.harvardpilgrim.org to see a complete

ge for contraceptive drugs and devices. Please
these items are excluded under your Plan.

pharmacy, you only have to show your ID card and pay the
amount. If you do not use a participating pharmacy, you must pay

icipating pharmacies in the United States, including:

e CVS/pharmacy
e Kmart Pharmacy
e Rite Aid

e Stop & Shop

e Target Pharmacy
e Walgreens
e Walmart

e Many independent drug stores

You can get more information on participating pharmacies by visiting our website at
www.harvardpilgrim.org/rx or by calling our Member Services Department at 1-888-333-4742.
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B. THE SPECIALTY PHARMACY PROGRAM

We have designated specialty pharmacies that specialize in providing medications used to treat
certain conditions, and are staffed with clinicians to provide support services for Members. Some
medications must be obtained at a specialty pharmacy. Medications may be added to this program
from time to time. Designated specialty pharmacies can dispense up to a 30-day supply of
medication at one time and it is delivered directly to the Member’s home via mail. This is NOT part
of the Mail Service Prescription Drug Program. Extended day supplies and Copayment savings do not
apply to these designated specialty drugs. To find out if your medication needs to be obtained at a
specialty pharmacy, visit www.harvardpilgrim.org and log into your secure ine account.

C. NON-PARTICIPATING PHARMACIES

be limited to the Allowed Amount for the drug.

In the case of HMO coverage plans, no benefits are pr
participating pharmacy, except in the event of unfq

D. LIMITED DISTRIBUTION DRUG

Limited distribution drugs treat complex ¢
pharmacies. Select limited distribution dru
Drug List will indicate when a limited distri

only available through certain
d to a 30-day supply. The Prescription

ance medications from a participating

u will pay the equivalent of three monthly

ost maintenance medications are available for a 90-day
r to prevent potential waste. In addition, drugs
discussed above, are not available for a 90-day supply.

You may purchase up to a 90-day
pharmacy. When you obtain a 90-da
Member Cost Sharing p
supply, we may limit dr
included in the Specialty

F. MAIL ISCRIPTION DRUG PROGRAM

We provi i i a8&iption Drug Program for Members who prefer the convenience of
receiving i gh the mail. You may purchase up to a 90-day supply of
maintena i rough the Mail Service Program. In addition to saving a trip to the
pharmacy, some plans pr@¥de lower Member Cost Sharing amounts for drugs purchased through

Although most maintenance medications are available from the Mail Service Program, we may
exclude drugs from the program for clinical reasons or to prevent potential waste. In addition, drugs
included in the Specialty Pharmacy Program, discussed above, are not available through the Mail
Service Program.

For more information about the Plan’s Mail Service Prescription Drug Program, please call 1-855-258-
1561 (TTY 711).
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G. MEDICATION SYNCHRONIZATION PROGRAM

The Medication Synchronization Program allows multiple prescriptions to be aligned for refill to the
same date. This program applies only to medications for chronic conditions. In order to synchronize
your prescriptions, medications may be dispensed in split fills with less than a month's supply of the
medication filled at a time.

In these instances, you will be responsible for paying a pro-rated Member Cost Sharing amount
instead of the Member Cost Sharing normally paid for full 1-30 day supply. The Medication
Synchronization Program permits and applies a prorated daily cost sharing ratesto covered
maintenance prescription drugs that are:

 dispensed by a participating pharmacy;
e in a quantity less than a thirty (30) days’ supply; and
e used for the management or treatment of a chronic, long-term co

COVERAGE

There are a number of prescription drugs th
require Prior Authorization.

We cover only drugs that are M
pregnancy. Drugs that are not cov i s that are not listed in the Prescription Drug List
or are listed as non-formulary. If you at one of the non-formulary drugs is needed,
your doctor can submit e under the exception process, see section V.B.
Exception Process.

Limitations m ¥ quantity of certain drugs we cover.

to evaluate whether certain drugs are Medically Necessary. Prior

| criteria and may include: (1) an evaluation of whether a drug is
dical condition for which it has been prescribed; or (2) whether
red. Drugs subject to step therapy are only covered if a Member has
treat a specific condition or obtained Prior Authorization to be
exempted from irement. Members or their practitioners may obtain a copy of our Medical
Necessity Guidelin€STor a drug for which coverage is requested by calling the Member Services
Department at 1-888-333-4742 or going to www.harvardpilgrim.org.

Authoriz
clinically

either tried another dr

Drugs that are covered, subject to quantity limits, or require Prior Authorization are listed in the
Prescription Drug List. We may add to the list of drugs for which Prior Authorization is required or
for which coverage is excluded or limited at any time. You may view the most current copy of this
list by visiting www.harvardpilgrim.org and logging into your secure online account. You may
also request a copy of this list by calling the Member Services Department at 1-888-333-4742.
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Exclusions from Coverage

No coverage is provided under this prescription drug brochure for the following:

e Drugs not listed in the Prescription Drug List.

e Drugs listed as non-formulary in the Prescription Drug List except when approved through the Exception
Process.

e Drugs that are not Medically Necessary for preventive care or for treating illness, injury or pregnancy.

e Drugs in excess of coverage limitations imposed by the Plan. (Limitations may be placed on the quantity
of a drug covered; the medical conditions for which a drug may be prescribed; and/or whether another
drug must be tried first.)

¢ Drugs that by law do not require a prescription (unless listed as covered under at is Covered” or
listed on the Prescription Drug List as covered).

e Non-prescription items or medical supplies, other than those specifically Ij t is Covered.”
Drugs packaged for institutional use will be excluded from the pharmacy i
otherwise noted on the Prescription Drug List as covered.

e Drugs that have not been approved by the FDA. (This does not include off-labe
drugs where use is recognized by established research documegtation.)

e Any drug product used exclusively for cosmetic purposes.

e Experimental drugs that cannot be marketed lawfully wi A and such
approval has not been granted at the time of their usg oval has been
withdrawn.

e Drugs prescribed as part of a course of treatmeng

e Drugs provided to you anywhere other than an o macy. Certain drugs may be covered as a

are covered under your medical benefit.
ed coverage available for medications

non-pharmacy benefit, e.g., infused or inj
(See your Benefit Handbook for an explan

e Drugs that must be obtained through the Spe bgram if not purchased from one of the
program’s specially designated cies.

¢ In the case of HMO coverage pla
are not authorized to do so by us O
the event of unforeseen illness or inj

¢ Any sales tax or gove harmacy items.
er is under the age of 18, (2) the active ingredients are

listed in the Prescription

requires a prescription.
e Digital t iption digital therapeutics (PDTs), unless specifically listed as covered under
iption Drug List and your other member materials to determine if your

Drugs for the nt of idiopathic short stature.

¢ Non-drug products, such as therapeutic or other prosthetic devices, appliances, supports or other
nonmedical products. These may be covered under the medical benefit.

e Prescription drugs filled through an internet pharmacy that is not a verified internet pharmacy practice
site certified by the National Association of Boards of Pharmacy.

e Prescription drugs that become available over the counter because the same active ingredient or a
modified version/therapeutic equivalent of the active ingredient has become available over the counter.
In this case, the specific medication may not be covered and the entire class of prescription drugs may
also not be covered.

e Prescription drugs when co-packaged with non-prescription products.
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¢ Immunization agents: Select vaccines may be accessible at the pharmacy at no Member Cost Sharing and
covered under the medical benefit.

V. PRIOR AUTHORIZATION AND EXCEPTION PROCESS
A. PRIOR AUTHORIZATION

Certain drugs require Prior Authorization for coverage under the Plan. These include compounded
drugs for Members over the age of 18. Your prescribing provider may requesid®ior Authorization by
completing the form found online at www.harvardpilgrim.org/pharmacycii#éfia and faxing it to 1-
mber Services

Department at 1-888-333-4742.
B. EXCEPTION PROCESS

Sharing.

If you have a High Deductible Health Plan
medications for preventive care, you may On process to request that we waive the
Deductible for drugs not identified by HPH 3

Coverage flyer to determine if you have this . see the section titled, “Deductibles”,

Medical providers may request a
non-formulary or limited (or a prev
statement that explains
why the covered drugs
Exceptions may be gran
you are suffering from a |

a Member for coverage of any drug that is
subject to the deductible) by providing a

ly Necessary. This should include the reason(s)
ug List are not as effective as the requested drug.

sons. Expedited exception requests can be made if

at may seriously jeopardize your life, health or ability to

ave any questions regarding this process, please contact the
t at 1-888-333-4742.

We will act on ag.exc n request made for a drug that is not subject to step therapy within 48
hours of receivi prescribing provider’s statement of the reasons an exception is Medically
Necessary. If you request an exception for a Medically Necessary prescription drug that is non-
formulary or limited by the Plan and we do not respond to your request within 48 hours after
receiving the clinical rationale from your prescribing provider, your request will be approved. For
expedited exception requests, we will notify you of a decision no later than 24 hours after receiving
your expedited request. An exception request for a drug that is subject to step therapy will be made
within three (3) business days following the receipt of all necessary information needed to make a
Medical Necessity determination.

If a standard or expedited exception request is denied, you may request that the original exception
request and denial are reviewed by an independent review organization. A determination will be

PRESCRIPTION DRUG COVERAGE | 13
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made within one business day of receipt of the complete information for standard and expedited
requests. If we deny your request, we will tell you the reason for the denial and explain the process
for requesting an appeal of our decision.

VI. ABOUT YOUR DRUG BENEFIT
A. PHARMACY AND THERAPEUTICS COMMITTEE

Our Pharmacy and Therapeutics (P & T) Committee is an advisory group compriged of our clinical
staff and of physician specialists, independent physicians, and pharmacy sp sts that work
together to promote clinically sound, cost effective pharmaceutical care.

The P&T Committee makes recommendations for tier placement of dr i ions on drug
coverage, as well as providing guidance on clinical criteria.

B. TIER CHANGES

event that a drug has been reassigned to a higher tigf i pacted Members 60
C i Drug List by visiting

www.harvardpilgrim.org and logging into yo B or by calling the Member

Services Department at 1-888-333-4742.

New-to-Market drugs aré
Pharmacy & Therapeutics

and clinical effectiveness by the Point32Health

en make a coverage determination based on the

A new drug product will not be covered until this process is
complete ithi onths of the drug product's availability. If the New-to-Market drug is

In the event of mergency, seek immediate care. You may call 911 or your local
emergency nu ase see your Benefit Handbook and Schedules of Benefits for information on
your emergency coverage.

F. INCORPORATION WITH BENEFIT HANDBOOK

This Prescription Drug Brochure incorporates the terms and conditions provided in your plan's
Benefit Handbook including, but not limited to, appeals and grievance processes, utilization review
procedures and coordination of benefits and subrogation policies.
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Language Assistance Services

Espaiiol (Spanish) ATENCION: Si usted habla espaiiol, servicios de asistencia lingiiistica, de forma gratuita,
estan a su disposicién. Llame al 1-888-333-4742 (TTY: 711).

Portugués (Portuguese) ATENCAO: Se vocé fala portugués, encontram-se disponiveis servicos linguisticos
gratuitos. Ligue para 1-888-333-4742 (TTY: 711).

Kreyal Ayisyen (French Creole) ATANSYON: Si nou palé Kreyol Ayisyen, gen asistans pou gévis ki disponib nan
lang nou pou gratis. Rele 1-888-333-4742 (TTY: 711).

MR h X (Traditional Chinese) ;¥ ¥ : M RI-FERAKRRDI , B LI W ES
888-333-4742 (TTY : 711) .

Tiéng Viét (Vietnamese) CHU Y: N&u qui vj néi Tiéng Viét, dich vy théng dich cla ¢
qui vi mién phi. Goi s6 1-888-333-4742 (TTY: 711).

Pycckuid (Russian) BHUMAHWE: Ecav Bbl roBOPMTE Ha PYCCKOM A3
nepesoga. 3soHuTe 1-888-333-4742 (tenerain: 711).

TO Bam AOCTYMNHbI

4w 2l (Arabic)
1 888-333-4742 & Juail " Las i 4l M sl 131 z00
(TTY:711)
121 (Cambodian) [otigisanfia 1WGnsSuntwmmN A= o SYUNTU SSinmAEsIEhw

SeAs g G S1r06) 1-888-333-4742 (TTY;

Francgais (French) ATTENTION: Si vous parlez fr
gratuitement. Appelez le 1-888-333-4742 (ATS:

Guaot 8. l W2 slot 52\, 1-888-333-4742 (TTY: 711)

WI9990 (Lao) TWOFIV: 11709 KIVCSNWIFI 290, NIWOINIMWFOBCTHOIVWIZI, TovlcS e,
ccv Do LIV, lns 1-888-333-4742 (TTY: 711).

ATTENTION: If you speak a language other than English, language assistance services, free of charge, are
available to you. Call 1-888-333-4742 (TTY: 711).

@ Harvard Pilgrim Health Care includes Harvard Pilgrim Health Care, Harvard Pilgrim Health Care of New England
and HPHC Insurance Company.
(Continued)
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General Notice About Nondiscrimination and Accessibility Requirements

Harvard Pilgrim Health Care and its affiliates as noted below ("HPHC") comply with applicable federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age, disability, or sex (including pregnancy, sexual
orientation, and gender identity). HPHC does not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex (including pregnancy, sexual orientation, and gender identity).
HPHC:
* Provides free aids and services to people with disabilities to communicate effectively with us,
language interpreters and written information in other formats (large print, audio, other fo
* Provides free language services to people whose primary language is not English, such
If you need these services, contact our Civil Rights Compliance Officer.
If you believe that HPHC has failed to provide these services or discriminated in another
national origin, age, disability, or sex (including pregnancy, sexual orientation, and gender ide
with: Civil Rights Compliance Officer, 1 Wellness Way, Canton, MA 02021-1168, (866) 750-207

as qualified sign

complaint with the U.S. Depariment of Health and Human Services, Office fo
for Civil Rights Complaint Portal, available at hitps:/focrportal hhs.govio

@ Harvard Pilgrim Health Care includes Harvard Birvard Pilgrim Health Care of New England

and HPHC Insurance Company
cc6589_memb_serv (08_23)
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Harvard Pilgrim Health Care, Inc.

1 Wellness Way
Canton, MA 02021
1-888-333-4742
www.harvardpilgrim.org


https://www.harvardpilgrim.org/public/home
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