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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:

« Our prescription drug benefit « Where to buy your pres
« General Member Cost Sharing « Our Mail Service Pres lon Drug Program

« Covered and non-covered drugs « Drug coverage pol

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

Your benefits are administered on either a Plan Year or C is. e your
Schedule of Benefits to determine which type of year your

A. Four-Tier Prescription Drug Beg

We place all covered drugs into one of four leve Each tier has its own Member Cost
Sharing, which is listed on your Prescripti rag
Coverage. Medications listed in tier 1 wi the lowest Member Cost Sharing and
medications in Tier 4 will always have the

under your medical benefits an
drug/supply is covered, simply go
is covered, it will have a status of “

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

The Prescripti i ies all outpatient prescription drugs covered by the Plan. To get a
copy of th i scription Drug List visit www.harvardpilgrim.org and log into your
secure the Member Services Department at 1-888-333-4742.

C. Me

This section desgsi we administer the different types of Member Cost Sharing under your
outpatient pre drug benefit.

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 ID
card and your Prescription Drug Schedule of Benefits .

If a Member chooses to receive a lesser quantity of any Schedule Il or Schedule Ill 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
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Drug List for 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 markeigsonditions 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 ch
participating pharmacy’s retail price is less than the Discount rate, your
always based on the lower amount.

Copayments

re fixed dollar

Some plans provide prescription drug coverage with
armacy at the

amounts you must pay for covered medications. Cq

time of purchase. Different Copayment amounts drug tiers.
What You Pay
Copayments are calculated in two S g on whether you use a participating

or non-participating pharmacy:

Participating Pharmacy

limited
Copay rs the amount prescribed. We may limit the quantity of a drug available
per 30-day period or per Copayment.

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:

2 | PRESCRIPTION DRUG COVERAGE
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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 t
price, as applicable, to arrive at your out-of-pocket Coinsurance
calculated the day the pharmacy fills the prescription and the
pharmacy at the time of purchase.

armacy'’s retail
ent. Cqinsurance is

0 FOR 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 er Cost
Sharing will be $20.

Some plans include a maximum Coinsurance amount
prescription maximum amount, your per presg nt is limited
to that maximum.

Please see “Buying Prescriptions” for
non-participating pharmacies.

Deductibles
Your Plan may include a Deductible.

A Deductible is a specific dollar a ount that an Year or Calendar Year for certain
covered services before any co i se services. If a Deductible applies to your
coverage, you must first pay the the purchase of prescription drugs before
any coverage for drugs begins for Calendar Year.

The Discount Rate or retail price for a prescription, as applicable, may exceed the balance
remaining on the Deductible for the Plan Year or Calendar Year. If it does, you are required
to pay the balance of the Deductible and the applicable Copayment. If Coinsurance applies,
you are required to pay the applicable Coinsurance percentage on any amount exceeding
the Deductible. You are not required to pay any combination of Copayments, Coinsurance
or Deductible amounts that exceeds 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.
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Where the Deductible Applies

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

@ FOR EXAMPLE: If your Plan has a $100 Deductible and you have a claim with a discount rate of $200, you are
responsible for the first $100 to satisfy your Deductible before we begin to pay benefits.

Preventive Medications with a High Deductible Health Plan

Your Deductible may not apply to certain medications used for i re. These
medications have been selected by the Plan because they are wer risk of
iliness. In some cases these medications are prescribed for peo develo ed risk
factors for an illness that hasn’t occurred. In others it may be to
from coming back. Please see your Prescription Drug Coverage Sch
determine if you have this coverage.

The preventive medications described above are sep e care services
(including drugs) listed in your Schedule of Beng

The preventive drugs described above may, j ctible under your
Plan. This means if your health care pro i medications, the

Your Plan may provide prescriptio with an Out-of-Pocket Maximum. Your
Out-of-Pocket Maximum may apply | and prescription Member Cost Sharing. The
Out-of-Pocket Maxim t you are required to pay in Member Cost Sharing.
If you have a combine ion Out-of-Pocket Maximum it will be stated on

charge'you Member Cost Sharing once you have reached your
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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:

Covered Prescription Drugs Covered Non-Prescription |
(when listed on the Prescription Drug List) (when listed on the Pres

« FDA approved prescription drugs prescribed | « Insulin, insulin deli
by a physician and listed as covered in the supplies

Prescription Drug List « Oral agents for

» Needles and syringes needed to administer |, Lancets
covered drugs

o Insulin, insulin delivery devices or medical
supplies

« FDA approved contraceptive drugs and
devices*

« Prenatal vitamins

« FDA approved hormone replacement
therapy (HRT)

« Off-label uses of FDA approved dru
including drugs for the treatment of
cancer and HIV/AIDS when recognized

established research docum e: If you are a Medicare member,

ms listed above may be covered by your

more agents withi
approved and requ

Please Note: gf¥haring applies to certain preventive care services, including: (i)

gs; (iv) iron supplements for children up to age 12 months; and

g or capable of pregnancy. A Member may receive a 12 month
pré€scription contraceptive per Plan Year or Calendar Year. Please go to
see a complete list of covered preventive services.

lll. BUYING PRESCRIPTIONS

A. Participating Pharmacies

It's easier and often less expensive to fill prescriptions at a participating pharmacy whenever
possible. If you use a participating pharmacy, you only have to show your ID card and pay the
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applicable Member Cost Sharing amount. If you do not use a participating pharmacy, you must
pay the retail price for the medication and submit a claim for reimbursement.

There are over 68,000 participating pharmacies in the United States, including:

o CVS/pharmacy « Target Pharmacy

« Kmart Pharmacy « Walgreens

« Rite Aid « Walmart

« Stop & Shop « Many independent dru

You can get more information on participating pharmacies by visiting
www.harvardpilgrim.org/rx or by calling our Member Services Depar

B. Non-Participating Pharmacies

If you fill a prescription for a covered drug at a non-partici t pay the
retail price for the drug, and submit a claim for relmbursem i t procedures
for pharmacy items are explained in Section V of yo i . ursement for
drugs purchased at non-participating pharmacies ' i icable Member Cost

Sharing. Payment will be limited to the Allowed

In the case of HMO coverage plans, no benefit
non-participating pharmacy, except in the

Limited distribution drugs trea are only available through certain
pharmacies. Select limited distri e limited to a 30-day supply. The Prescription
Drug List will indicate when a limit j rug is limited to a 30-day supply.

y supply of maintenance medications from a participating
90-day prescription you will pay the equivalent of three monthly
s. Although most maintenance medications are available for a
gs for clinical reasons or to prevent potential waste.

E. Mail Seryice Bpescription Drug Program

We provide a Maif*Service Prescription Drug Program for Members who prefer the convenience
of receiving their prescriptions through the mail. You may purchase up to a 90-day supply of
maintenance medications through the Mail Service Program. In addition to saving a trip to the
pharmacy, some plans provide lower Member Cost Sharing amounts for drugs purchased through
the Mail Service program.

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.

For more information about the Plan’s Mail Service Prescription Drug Program, please call
1-855-258-1561 (TTY 711).
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F. Medication Synchronization Program

The Medication Synchronization Program allows multiple prescriptions to be aligned to the same
refill date. This program applies only to medications for chronic conditions. In order to synchronize
your prescriptions, medications may be dispensed in split fills; this means you may receive 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 usual Member Cost Sharing paid for a full 1-30 day supply. The Medication
Synchronization Program permits and applies a prorated daily cost sharing to covered
maintenance prescription drugs that are:

« dispensed by a participating pharmacy;

« in a quantity less than a thirty (30) days’ supply; and
« used for the management or treatment of a chronic, long-term con

Medication synchronization is limited to once per Plan Year or Calendar Yea
prescription drug. Prescription drugs excluded from this pr m include, but
controlled substances, pain medications, and antibiotics.

limited to,

You can get more information on this program by,
www.harvardpilgrim.org/rx or by calling our Merg

IV. WHAT IS NOT COV
COVERAGE

There are a number of prescripid overed, are subject to quantity limits or
require Prior Authorization.

or pregnancy. Drugs t
Drug List or are listed
is needed, your doctor
V.B. Exception Process.

drugs that are not listed in the Prescription
ur doctor feels that one of the non-formulary drugs
r coverage under the exception process, see section

We limit th ic drugs for reasons of cost and to assure their safe and effective
use. Limi on the quantity of certain drugs we cover.

o evaluate whether certain drugs are Medically Necessary. Prior
linfcal criteria and may include: (1) an evaluation of whether a drug is
e medical condition for which it has been prescribed; or (2) whether
uired. Drugs subject to step therapy are only covered if a Member has
either: (i) trie drug to treat a specific condition; or (ii) obtained Prior Authorization to
be exempted fro at requirement. Members or their practitioners may obtain a copy of our
Medical Necessity Guidelines for a drug for which coverage is requested by calling 1-888-333-4742
or going to www.harvardpilgrim.org.

clinically a
"step therapy" will b

Drugs that are covered subject to quantity limits or Prior Authorization are listed in the
Prescription Drug List. We may add to this list 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:

« Drugs not listed in the Prescription Drug List.

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

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

may be placed on
prescribed;

« Drugs in excess of coverage limitations imposed by the Plan. (Limitati
the quantity of a drug covered; the medical conditions for which
and/or whether another drug must be tried first.)

« Drugs that by law do not require a prescription (unless listed as c
Covered” or listed on the prescription Drug List as covered)

« Drugs that, even if approved for lawful
do not have reliable scientific evidence to s&
health outcomes or that appropriat

e treatment is effective in improving
has been determined.

« Any drug products used exclusively

« Experimental drugs that cannot be m vithout the approval of the FDA
and such approval has not ime OF their use or proposed use or such
approval has been withdr.

ent that we do not cover.

« Drugs provided to you anywhe n outpatient pharmacy. Certain drugs may be
covered as a hon °e ., infused or injected drugs, which are covered under
your medical ben€ andbook for an explanation of the limited coverage
available for medi om physicians and other non-pharmacy providers.)

authorized to do so by us or for prescriptions obtained at a
Bcy, except in the event of unforeseen illness or injury.

tal assessment on pharmacy items.

tions unless: (1) the Member is under the age of 18, (2) the active
in the Prescription Drug List and (3) one or more agents within the

Digital the ics and prescription digital therapeutics (PDTs), unless specifically listed
as covered under your Plan. Please see the Prescription Drug List and your other member
materials to determine if your Plan provides this coverage.

« Prescription and over-the-counter homeopathic drugs.
« Fluoride supplements for Adults.

« Vitamins and dietary supplements, except those listed as covered on the Prescription Drug
List including prescription prenatal vitamins, vitamins as required by the Affordable Care Act,
and fluoride for children.

« Drugs for the treatment of idiopathic short stature.
8 | PRESCRIPTION DRUG COVERAGE
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« Non-drug products, such as therapeutic or other prosthetic devices, appliances, supports or
other nonmedical products. Theses may be covered under the medical benefit.

o 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.

« 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.

« Prescription drugs when co-packaged with non-prescription products.

« Immunization agents: Select vaccines may be accessible at a phar mber Cost
Sharing and covered under the medical benefit.

V. PRIOR AUTHORIZATION AND EXCEPTIO ESS

Certain drugs require Prior Authorization for covgf@0 - include compounded
est Prior Authorization
by completing the form found online at www.f ardpi .org/pharmacycriteria and faxing

it to at 1-617-673-0988. If you have any i ) g this process, please contact the
Member Services Department at 1-888-3

B. Exception Process

Your Plan has an exception proc o ask¥Us to provide coverage for New-to-Market
or non-formulary drugs or drugs t Prior Authorization, step therapy, or quantity
limitations. Drugs are e ey are listed as non-formulary or not listed in

the Prescription Drug st ed Medically Necessary under this exception process.

Note: Drugs approved
Cost Sharing.

ealth Plan where the Deductible does not apply to certain

e, you may use the exception process to request that we waive the
identify as preventive. Please see your Prescription Drug Coverage
ne if you have this coverage. Please see the section above titled,
rmation on the preventive drug benefit.

Medical providers ma uest an exception on behalf of a Member for coverage of any drug that
is non-formul ed (or a preventive care drug subject to the deductible). The provider
must submit a statement that explains why an exception is Medically Necessary. This should
include the reason(s) why the covered drugs on the Prescription Drug List are not as effective as
the requested drug. Exceptions may be granted only for clinical reasons.

Providers may complete the form found online at www.harvardpilgrim.org/pharmacycriteria and
fax it to 1-617-673-0988. If you have any questions regarding this process, please contact the
Member Services Department at 1-888-333-4742.

We will act on a request for an exception within 72 hours of receiving your 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

PRESCRIPTION DRUG COVERAGE | 9
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not respond to your request within 72 hours after receiving the clinical rationale from your
prescribing provider, your request will be approved.

Expedited exception. You may request an expedited exception when one of the following
occurs:

« you are suffering from a health condition that may seriously jeopardize your life, health,
or ability to regain maximum function; or

« you are undergoing a current course of treatment using a non-formulary drug

For expedited exception requests, we will notify you of a decision no later t 24 hours after
receiving your expedited request.

Your request for an exception will be considered by pharmacists and
practitioners. If we deny your request, we will tell you the reason for:
process for requesting an appeal of our decision. For more informatio ee the
“Appeals and Complaints” section in your Benefit Handbook.

VI. ABOUT YOUR DRUG BENEFIT

A. Pharmacy and Therapeutics Cq

Our Pharmacy and Therapeutics (P & T) Commi
staff and of physician specialists, indepen
together to promote clinically sound, cos

sory group comprised of our clinical
and pharmacy specialists that work
aceutical care.

The P&T Committee makes recommendatio
coverage, as well as providing guidance on

nent of drugs, and limitations on drug

B. Tier Changes

We regularly review ag
becomes available. As
event a drug has been
least 60 days before the

rug List as new drugs or drug information

ent of covered drugs may change at any time. In the
tier, we will send notice to impacted Members at
effect. You can get an updated Prescrlptlon Drug List by

We may discontinue co ge of a drug identified on the Prescription Drug List or covered under
this Brochure. ¥ such changes will take place annually. In such event, we will notify
impacted Mem east 60 days before discontinuing coverage for the drug or product. The

only exception to this notice period is if the FDA determines a drug or product to be unsafe.

D. New-To-Market Drugs

New-to-Market drugs are reviewed for safety and clinical effectiveness by the Point32Health
Pharmacy & Therapeutics Committee. We then make a coverage determination based on the
Committee's recommendation. A new drug product will not be covered until this process is
completed - usually within 6 months of the drug product's availability. If the New-to-Market drug
is covered by the Plan, Prior Authorization and coverage limitations may apply.

10 | PRESCRIPTION DRUG COVERAGE
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E. Important Notice
In the event of a Medical Emergency, seek immediate care. You may call 911 or your local

emergency number. Please see your Benefit Handbook and Schedules of Benefits for information
on your emergency coverage.

F. Incorporation with Benefit Handbook

d in your plan's
esses, utilization

This Prescription Drug Brochure incorporates the terms and conditions proy
Benefit Handbook including, but not limited to, appeals and grievance
review procedures and coordination of benefits and subrogation polig

PRESCRIPTION DRUG COVERAGE | 11
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Language Assistance Services

Espafol (Spanish) ATENCION: 5i usted habla espafiol, servicios de asistencia lingiiistica, de forma gratuita,
estan a su disposicion. Llame al 1-888-333-4742 (TTY: 711).

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

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

¥ (Traditional Chinese) /1 & iR EERAEWDIL, SR EEHES HNAE
888-333-4742 (TTY - 711 ),

Tiéng Viét (Vietnamese) CHU ¥: Néu quivi ndi Tiéng Viét, dich wy théng dich cla ching tal
qui vi mién phi. Goi 58 1-888-333-4742 (TTY: 711).

Pycckui [Russian) BHMMAHME: ECnu Bl TOROPWTE HA PYCCKOM A3LIKE, TO Bak AOCTYNHB Becnna
nepesoaa. 3eoHmTe 1-888-333-4742 (tenetarn: 711).

EESEIEY 51 9100 1-888-333-4742 (TTY: 711)1

Frangais [French) ATTENTION: Si vous parlez frangais, des se
gratuitement. Appelez le 1-888-333-4742 [ATS: 711).

taliano (Italian) ATTENZIONE: In casa la lingua parla
linguistica gratuiti. Chiamare il numero 1-888-333-47

20 (Korean) 2" EXO{E AHESIA
888-333-4742 (TTY: 711) e 2 H&}

EAAnviKG (Greek) MPOZOXH: Av phate
unootiplEns Kaléote 1-888-333-4742 (TTY:

Polski (Polish] UWAGA: Jeg i 57 skorzystac z bezptatnej pomocy jerykowej. Zadrwon
pod numer 1-888-333-474

R (Hindi) L1 AT

— o]
E%'I'.- =

U1 SWwImT 990, nrubantugouciiadivwrd, loeteS a9,
-333-4742 (TTY: 711).

anguage other than English, language assistance services, free of charge, are
Be333-4742(TTY: 711,

ccuvDweuinmiy. ins
ATTENTION: 1
available to you.

@ Harvard Filgrim 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 disciminate on the basis of race, color, naticnal origin, age, disability, or sex (induding pregnancy, sexual
orientation, and gender identity). HPHC does not exclude pecple or treat them differently because of race, color, national
ongin, 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, s
language interpreters and written infarmation in other formats (large print, audio, other for
+ Provides free language services to people whose primary language is not English, such

If you need these senices, contact our Civil Rights Compliance Officer.

s qualified sign

national arigin, age, disability, or sex (including pregnancy, sexual orientation, and gender identi
with: Civil Rights Compliance Officer, 1 Wellness Way, Canton, MA 02021-1166, (866) 750-2074,
(617) 509-3085, Email: civil_rights@point32health.org. You can file a grievanggin person or by mail, f

@ Harvard Pilgrim Health Care includes Harvard P
and HPHC Insurance Company.

cchb589_memb_serv (08_23)
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1 Wellness Way
Canton, MA 02021-1166
1-888-333-4742
www.harvardpilgrim.org
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