
 
 
 

                            

                   

          

         

      

      

        

               

               

 

                              

                   

              

            

          

 

   

 

          

 

       

        

                                                                

    
    

   

 

     

 

  

 

           

 

  

    

                                                

        

                                                

                                                            

                     

                                

     

 

         

RRRREEEEQQQQUUUUEEEESSSSTTTT FFFFOOOORRRR MMMMEEEEDDDDIIIICCCCAAAARRRREEEE PPPPRRRREEEESSSSCCCCRRRRIIIIPPPPTTTTIIIIOOOONNNN DDDDRRRRUUUUGGGG CCCCOOOOVVVVEEEERRRRAAAAGGGGEEEE DDDDEEEETTTTEEEERRRRMMMMIIIINNNNAAAATTTTIIIIOOOONNNN
�
This form may be sent to us by mail or fax: 

Address: Fax Number: 

MMM Healthcare, LLC 787-300-5503 

Pharmacy Services Department 

PO Box 71114 

San Juan, PR 00936-8014 

You may also ask us for a coverage determination by phone at 787-620-2397 Metro Area, 1-866-

333-5470 toll free or 1-866-333-5469 TTY Monday through Sunday from 8:00 a.m. to 8:00 p.m.

WWWWhhhhoooo MMMMaaaayyyy MMMMaaaakkkkeeee aaaa RRRReeeeqqqquuuueeeesssstttt:::: Your prescriber may ask us for a coverage determination on your behalf. 

If you want another individual (such as a family member or friend) to make a request for you, that 

individual must be your representative. Contact us to learn how to name a representative. 

EEEEnnnnrrrroooolllllllleeeeeeee’’’’ssss IIIInnnnffffoooorrrrmmmmaaaattttiiiioooonnnn 

Enrollee’s Name _____________________________________ Date of Birth ___________________ 

Enrollee’s Address ____________________________________________________________________ 

City ___________________________ State______________ Zip Code ________________________ 

Phone ___________________________ Enrollee’s Member ID # ______________________________ 

CCCCoooommmmpppplllleeeetttteeee tttthhhheeee ffffoooolllllllloooowwwwiiiinnnngggg sssseeeeccccttttiiiioooonnnn OOOONNNNLLLLYYYY iiiiffff tttthhhheeee ppppeeeerrrrssssoooonnnn mmmmaaaakkkkiiiinnnngggg tttthhhhiiiissss rrrreeeeqqqquuuueeeesssstttt iiiissss nnnnooootttt tttthhhheeee eeeennnnrrrroooolllllllleeeeeeee oooorrrr 

pppprrrreeeessssccccrrrriiiibbbbeeeerrrr:::: 

Requestor’s Name ____________________________________________________________________ 

Requestor’s Relationship to Enrollee ____________________________________________________ 

Address _____________________________________________________________________________ 

City __________________________________ State ________ Zip Code ______________________ 

Phone _____________________________ 

RRRReeeepppprrrreeeesssseeeennnnttttaaaattttiiiioooonnnn ddddooooccccuuuummmmeeeennnnttttaaaattttiiiioooonnnn ffffoooorrrr rrrreeeeqqqquuuueeeessssttttssss mmmmaaaaddddeeee bbbbyyyy ssssoooommmmeeeeoooonnnneeee ooootttthhhheeeerrrr tttthhhhaaaannnn eeeennnnrrrroooolllllllleeeeeeee oooorrrr tttthhhheeee 

eeeennnnrrrroooolllllllleeeeeeee’’’’ssss pppprrrreeeessssccccrrrriiiibbbbeeeerrrr:::: 

AAAAttttttttaaaacccchhhh ddddooooccccuuuummmmeeeennnnttttaaaattttiiiioooonnnn sssshhhhoooowwwwiiiinnnngggg tttthhhheeee aaaauuuutttthhhhoooorrrriiiittttyyyy ttttoooo rrrreeeepppprrrreeeesssseeeennnntttt tttthhhheeee eeeennnnrrrroooolllllllleeeeeeee ((((aaaa ccccoooommmmpppplllleeeetttteeeedddd AAAAuuuutttthhhhoooorrrriiiizzzzaaaattttiiiioooonnnn 

ooooffff RRRReeeepppprrrreeeesssseeeennnnttttaaaattttiiiioooonnnn FFFFoooorrrrmmmm CCCCMMMMSSSS----1111666699996666 oooorrrr aaaa wwwwrrrriiiitttttttteeeennnn eeeeqqqquuuuiiiivvvvaaaalllleeeennnntttt)))).... FFFFoooorrrr mmmmoooorrrreeee iiiinnnnffffoooorrrrmmmmaaaattttiiiioooonnnn oooonnnn aaaappppppppooooiiiinnnnttttiiiinnnngggg aaaa 

rrrreeeepppprrrreeeesssseeeennnnttttaaaattttiiiivvvveeee,,,, ccccoooonnnnttttaaaacccctttt yyyyoooouuuurrrr ppppllllaaaannnn oooorrrr 1111----888800000000----MMMMeeeeddddiiiiccccaaaarrrreeee.... 

NNNNaaaammmmeeee ooooffff pppprrrreeeessssccccrrrriiiippppttttiiiioooonnnn ddddrrrruuuugggg yyyyoooouuuu aaaarrrreeee rrrreeeeqqqquuuueeeessssttttiiiinnnngggg (if known, include strength and quantity requested 

per month): 

H4003 – MMM Healthcare, LLC Y0049_2016 3032 0006 1
�



 

                    

                  

                     

              

             

                    

    

                      

            

                   

                

                    

            

                 

                   

 

                                                                

                                                            

                                                

                                                    

     

 

         

 

 

 

 

    

                    

                  

                   

               

                  

                 

                 

 

                                                                        

                                        

                                                

                

    

            

TTTTyyyyppppeeee ooooffff CCCCoooovvvveeeerrrraaaaggggeeee DDDDeeeetttteeeerrrrmmmmiiiinnnnaaaattttiiiioooonnnn RRRReeeeqqqquuuueeeesssstttt
�

I need a drug that is not on the plan’s list of covered drugs (formulary exception).*
�

I have been using a drug that was previously included on the plan’s list of covered drugs, but is
�
being removed or was removed from this list during the plan year (formulary exception).*
�

I request prior authorization for the drug my prescriber has prescribed.*
�

I request an exception to the requirement that I try another drug before I get the drug my
�
prescriber prescribed (formulary exception).*
�

I request an exception to the plan’s limit on the number of pills (quantity limit) I can receive so that
�
I can get the number of pills my prescriber prescribed (formulary exception).*
�

My drug plan charges a higher copayment for the drug my prescriber prescribed than it charges for
�
another drug that treats my condition, and I want to pay the lower copayment (tiering exception).*
�

I have been using a drug that was previously included on a lower copayment tier, but is being
�
moved to or was moved to a higher copayment tier (tiering exception).*
�

My drug plan charged me a higher copayment for a drug than it should have.
�

I want to be reimbursed for a covered prescription drug that I paid for out of pocket. 

****NNNNOOOOTTTTEEEE:::: IIIIffff yyyyoooouuuu aaaarrrreeee aaaasssskkkkiiiinnnngggg ffffoooorrrr aaaa ffffoooorrrrmmmmuuuullllaaaarrrryyyy oooorrrr ttttiiiieeeerrrriiiinnnngggg eeeexxxxcccceeeeppppttttiiiioooonnnn,,,, yyyyoooouuuurrrr pppprrrreeeessssccccrrrriiiibbbbeeeerrrr MMMMUUUUSSSSTTTT pppprrrroooovvvviiiiddddeeee aaaa 

ssssttttaaaatttteeeemmmmeeeennnntttt ssssuuuuppppppppoooorrrrttttiiiinnnngggg yyyyoooouuuurrrr rrrreeeeqqqquuuueeeesssstttt.... RRRReeeeqqqquuuueeeessssttttssss tttthhhhaaaatttt aaaarrrreeee ssssuuuubbbbjjjjeeeecccctttt ttttoooo pppprrrriiiioooorrrr aaaauuuutttthhhhoooorrrriiiizzzzaaaattttiiiioooonnnn ((((oooorrrr aaaannnnyyyy ooootttthhhheeeerrrr 

uuuuttttiiiilllliiiizzzzaaaattttiiiioooonnnn mmmmaaaannnnaaaaggggeeeemmmmeeeennnntttt rrrreeeeqqqquuuuiiiirrrreeeemmmmeeeennnntttt)))),,,, mmmmaaaayyyy rrrreeeeqqqquuuuiiiirrrreeee ssssuuuuppppppppoooorrrrttttiiiinnnngggg iiiinnnnffffoooorrrrmmmmaaaattttiiiioooonnnn.... YYYYoooouuuurrrr pppprrrreeeessssccccrrrriiiibbbbeeeerrrr mmmmaaaayyyy uuuusssseeee 

tttthhhheeee aaaattttttttaaaacccchhhheeeedddd ““““SSSSuuuuppppppppoooorrrrttttiiiinnnngggg IIIInnnnffffoooorrrrmmmmaaaattttiiiioooonnnn ffffoooorrrr aaaannnn EEEExxxxcccceeeeppppttttiiiioooonnnn RRRReeeeqqqquuuueeeesssstttt oooorrrr PPPPrrrriiiioooorrrr AAAAuuuutttthhhhoooorrrriiiizzzzaaaattttiiiioooonnnn”””” ttttoooo ssssuuuuppppppppoooorrrrtttt 

yyyyoooouuuurrrr rrrreeeeqqqquuuueeeesssstttt.... 

Additional information we should consider (attach any supporting documents):
�

IIIImmmmppppoooorrrrttttaaaannnntttt NNNNooootttteeee:::: EEEExxxxppppeeeeddddiiiitttteeeedddd DDDDeeeecccciiiissssiiiioooonnnnssss
�

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 will automatically give 

you a decision within 24 hours. If you do not obtain your prescriber's support for an expedited 

request, we will decide if your case requires a fast decision. You cannot request an expedited 

coverage determination if you are asking us to pay you back for a drug you already received. 

CCCCHHHHEEEECCCCKKKK TTTTHHHHIIIISSSS BBBBOOOOXXXX IIIIFFFF YYYYOOOOUUUU BBBBEEEELLLLIIIIEEEEVVVVEEEE YYYYOOOOUUUU NNNNEEEEEEEEDDDD AAAA DDDDEEEECCCCIIIISSSSIIIIOOOONNNN WWWWIIIITTTTHHHHIIIINNNN 22224444 HHHHOOOOUUUURRRRSSSS ((((iiiiffff yyyyoooouuuu hhhhaaaavvvveeee aaaa 

ssssuuuuppppppppoooorrrrttttiiiinnnngggg ssssttttaaaatttteeeemmmmeeeennnntttt ffffrrrroooommmm yyyyoooouuuurrrr pppprrrreeeessssccccrrrriiiibbbbeeeerrrr,,,, aaaattttttttaaaacccchhhh iiiitttt ttttoooo tttthhhhiiiissss rrrreeeeqqqquuuueeeesssstttt)))).... 

SSSSiiiiggggnnnnaaaattttuuuurrrreeee ooooffff ppppeeeerrrrssssoooonnnn rrrreeeeqqqquuuueeeessssttttiiiinnnngggg tttthhhheeee ccccoooovvvveeeerrrraaaaggggeeee ddddeeeetttteeeerrrrmmmmiiiinnnnaaaattttiiiioooonnnn ((((tttthhhheeee eeeennnnrrrroooolllllllleeeeeeee,,,, oooorrrr tttthhhheeee eeeennnnrrrroooolllllllleeeeeeee’’’’ssss 

pppprrrreeeessssccccrrrriiiibbbbeeeerrrr oooorrrr rrrreeeepppprrrreeeesssseeeennnnttttaaaattttiiiivvvveeee)))):::: 

DDDDaaaatttteeee:::: 



 

                                    
    

                                            

                                        
    

                                                                

                                                                

                                 
 

     

                

  

         

     

                

    

     

  

 

        

    

  

 

       

 

 

      

    

                                                 

                      

             

                                                         

             

                                         

         

                         

                

                

         

    

     

 

 

 

  

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

SSSSuuuuppppppppoooorrrrttttiiiinnnngggg IIIInnnnffffoooorrrrmmmmaaaattttiiiioooonnnn ffffoooorrrr aaaannnn EEEExxxxcccceeeeppppttttiiiioooonnnn RRRReeeeqqqquuuueeeesssstttt oooorrrr PPPPrrrriiiioooorrrr AAAAuuuutttthhhhoooorrrriiiizzzzaaaattttiiiioooonnnn
�

FFFFOOOORRRRMMMMUUUULLLLAAAARRRRYYYY aaaannnndddd TTTTIIIIEEEERRRRIIIINNNNGGGG EEEEXXXXCCCCEEEEPPPPTTTTIIIIOOOONNNN rrrreeeeqqqquuuueeeessssttttssss ccccaaaannnnnnnnooootttt bbbbeeee pppprrrroooocccceeeesssssssseeeedddd wwwwiiiitttthhhhoooouuuutttt aaaa pppprrrreeeessssccccrrrriiiibbbbeeeerrrr’’’’ssss 

ssssuuuuppppppppoooorrrrttttiiiinnnngggg ssssttttaaaatttteeeemmmmeeeennnntttt.... PPPPRRRRIIIIOOOORRRR AAAAUUUUTTTTHHHHOOOORRRRIIIIZZZZAAAATTTTIIIIOOOONNNN rrrreeeeqqqquuuueeeessssttttssss mmmmaaaayyyy rrrreeeeqqqquuuuiiiirrrreeee ssssuuuuppppppppoooorrrrttttiiiinnnngggg iiiinnnnffffoooorrrrmmmmaaaattttiiiioooonnnn.... 

RRRREEEEQQQQUUUUEEEESSSSTTTT FFFFOOOORRRR EEEEXXXXPPPPEEEEDDDDIIIITTTTEEEEDDDD RRRREEEEVVVVIIIIEEEEWWWW:::: BBBByyyy cccchhhheeeecccckkkkiiiinnnngggg tttthhhhiiiissss bbbbooooxxxx aaaannnndddd ssssiiiiggggnnnniiiinnnngggg bbbbeeeelllloooowwww,,,, IIII cccceeeerrrrttttiiiiffffyyyy tttthhhhaaaatttt 

aaaappppppppllllyyyyiiiinnnngggg tttthhhheeee 77772222 hhhhoooouuuurrrr ssssttttaaaannnnddddaaaarrrrdddd rrrreeeevvvviiiieeeewwww ttttiiiimmmmeeeeffffrrrraaaammmmeeee mmmmaaaayyyy sssseeeerrrriiiioooouuuussssllllyyyy jjjjeeeeooooppppaaaarrrrddddiiiizzzzeeee tttthhhheeee lllliiiiffffeeee oooorrrr hhhheeeeaaaalllltttthhhh ooooffff tttthhhheeee 

eeeennnnrrrroooolllllllleeeeeeee oooorrrr tttthhhheeee eeeennnnrrrroooolllllllleeeeeeee’’’’ssss aaaabbbbiiiilllliiiittttyyyy ttttoooo rrrreeeeggggaaaaiiiinnnn mmmmaaaaxxxxiiiimmmmuuuummmm ffffuuuunnnnccccttttiiiioooonnnn.... 

PPPPrrrreeeessssccccrrrriiiibbbbeeeerrrr''''ssss IIIInnnnffffoooorrrrmmmmaaaattttiiiioooonnnn
�
Name _________________________________________________________________________________
�

Address _______________________________________________________________________________
�

City ____________________________________ State _______ Zip Code ________________________
�

Office Phone_____________________________ Fax _________________________________________
�

PPPPrrrreeeessssccccrrrriiiibbbbeeeerrrr’’’’ssss SSSSiiiiggggnnnnaaaattttuuuurrrreeee ____________________________________________________________________________________________________________________________________________________________________ DDDDaaaatttteeee________________________________________________________________________________
�

Diagnosis and Medical Information 

Medication: Strength and Route of Administration: Frequency: 

New Prescription OR Date 

Therapy Initiated: 

Expected Length of Therapy: Quantity: 

Height/Weight: Drug Allergies: Diagnosis: 

Rationale for Request 

£ AAAAlllltttteeeerrrrnnnnaaaatttteeee ddddrrrruuuugggg((((ssss)))) ccccoooonnnnttttrrrraaaaiiiinnnnddddiiiiccccaaaatttteeeedddd oooorrrr pppprrrreeeevvvviiiioooouuuussssllllyyyy ttttrrrriiiieeeedddd,,,, bbbbuuuutttt wwwwiiiitttthhhh aaaaddddvvvveeeerrrrsssseeee oooouuuuttttccccoooommmmeeee,,,, eeee....gggg....,,,, ttttooooxxxxiiiicccciiiittttyyyy,,,, 

aaaalllllllleeeerrrrggggyyyy,,,, oooorrrr tttthhhheeeerrrraaaappppeeeeuuuuttttiiiicccc ffffaaaaiiiilllluuuurrrreeee [Specify below: (1) Drug(s) contraindicated or tried; (2) adverse 

outcome for each; (3) if therapeutic failure, length of therapy on each drug(s)] 

£ PPPPaaaattttiiiieeeennnntttt iiiissss ssssttttaaaabbbblllleeee oooonnnn ccccuuuurrrrrrrreeeennnntttt ddddrrrruuuugggg((((ssss))));;;; hhhhiiiigggghhhh rrrriiiisssskkkk ooooffff ssssiiiiggggnnnniiiiffffiiiiccccaaaannnntttt aaaaddddvvvveeeerrrrsssseeee cccclllliiiinnnniiiiccccaaaallll oooouuuuttttccccoooommmmeeee wwwwiiiitttthhhh 

mmmmeeeeddddiiiiccccaaaattttiiiioooonnnn cccchhhhaaaannnnggggeeee [Specify below: Anticipated significant adverse clinical outcome] 

£ MMMMeeeeddddiiiiccccaaaallll nnnneeeeeeeedddd ffffoooorrrr ddddiiiiffffffffeeeerrrreeeennnntttt ddddoooossssaaaaggggeeee ffffoooorrrrmmmm aaaannnndddd////oooorrrr hhhhiiiigggghhhheeeerrrr ddddoooossssaaaaggggeeee [Specify below: (1) Dosage 

form(s) and/or dosage(s) tried; (2) explain medical reason] 

£ RRRReeeeqqqquuuueeeesssstttt ffffoooorrrr ffffoooorrrrmmmmuuuullllaaaarrrryyyy ttttiiiieeeerrrr eeeexxxxcccceeeeppppttttiiiioooonnnn [Specify below: (1) Formulary or preferred drugs 

contraindicated or tried and failed, or tried and not as effective as requested drug; (2) if 

therapeutic failure, length of therapy on each drug and adverse outcome; (3) if not as effective, 

length of therapy on each drug and outcome] 

£ OOOOtttthhhheeeerrrr (explain below)
�
RRRReeeeqqqquuuuiiiirrrreeeedddd EEEExxxxppppllllaaaannnnaaaattttiiiioooonnnn::::___________________________________________________________________
�

MMM-PHA-FOR-310-01-121515-E
�


