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Formulary Management Laws Chart: Summary of State Requirements
(As of July 23,2020)

Background: Prescriptiondrugsare animportant partof medical
treatment. Under the Affordable Care Act (ACA), every health insurance
policy must include a comprehensive “essential health benefits” package
coveringten categories of services, including prescriptiondrug coverage.
Healthplans have arranged various utilization protocols and methods to
assist in controlling health care costs and ensuring patientsafety. One of the
most importanttools used by health plans to manage drug costsare drug
formularies.

Aformularyisa list of prescriptiondrugs covered by a health plan offering
prescription drug benefits. Formularies help ensure that prescriptiondrugs
covered bythe healthplanaresafe, effective, andaffordable. Health plans
use nationally recognized care criteria, the input ofa pharmacy and
therapeutics committee (P&T) composed of physicians, phamacists and
otherhealth careclinicians, and consideration of the latest medical evidence
based onthe highest standards of care to create formularies. Prescription
drugs can movetiers orbe added orremoved from formularies based on
new clinicalevidence, warnings, the release of new prescriptiondrugs, or
when drugs are pulled from the market by the FDA due to safety issues.

This chart catalogs state restrictions and requirements on healthplan’s use
of formulary management processes. Additionally, included in thischart is
NAIC model#22 Health Carrier Prescription Drug Benefit Management
Model Act language.

Because of the complexity of these laws, it is possible thateachstate’s law

listed belowmay notapply to allinsurers, providers, or services. States may
fall intomultiplecategories, if they have morethan one lawon thistopic.
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Please see eachstate’sentry or entries for more specifics aboutthat state’s
approach.

To date, 35 states haveenacted some form of formulary management
provisions (AZ, AR, CA, CO,CT,DE, GA, HI,IL,IN,KY, LA, ME,MD,
MA, MI, MN, MO, NV, NH,NJ, NM, NY, NC, OK, OR, PA, RI, TN, TX,
UT, VT, VA, WA, & WV).

Medical Exceptions: Twenty eight states (AZ, AR, CO, CT, DE, GA, IL,
IN,KY, LA, ME,MD, MI, MN,NH, NJ, NM, NY, NC, OK, OR, PA, RI,
TN, TX, UT, VA, & WA) have provisions implementing medical exception
or appeals approval processes fordrugs not included on a formulary.

Health Plan Notifications: Twentystates (AZ, AR,CA, CT,IL,IN,KY,
LA, ME,MD, MO, NV, NH,NJ, NM, NY, RI, TN, TX, & VA) require
notifications from health plans triggered by formulary changes.

Mental and Behavioral Health: Thirteenstates (AR,CO,CT, DE, IL,
ME, MD, MA, MN, MO, NY, OR, & WV) require prescription drug
coverage formentalandbehavioral health (including MAT) treatment.

Public Website Posting: Tenstates (CA,CT,HI,IL, ME,MA,NJ, TX,
VT, & WA) require health plans to publish formulary information on public
websites.

Pharmacyand Therapeutics Committee: Seven states (CA,CT, ME,

MD, NJ, NC, OK) require health plans to establish P& T committees to
develop formulary lists.
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State Affected Entities | Provisions
NAIC Healthcarriers Health Carrier Prescription Drug Benefit Management Model Act:
Model# 22 Requirements for the Development and Maintenance of Prescription Drug Formularies and Other Pharmaceutical

Benefit Management Procedures
Each health carrier that provides coverage for prescription drugs and manages this benefit throughthe use of a
formulary orother PBMP shall establish, or have established, one or more P&T committees.

Any P&T committee shall include members the health carrier considers appropriate who representa sufficient
number of clinical specialties to adequately meetthe needs of covered persons, the majority of whichare
practicing physicians, practicing pharmacists and other practicing health care professionals licensed to prescribe
prescription drugs, to develop and maintain formularies orany other PBMP.

A P&T committeeshall seek outside expert advice, as appropriate, to developand maintain formularies orany

other PBMP in accordance with the requirements of this section.

The healthcarrier shallensurethatany P&T committee has the following policies and disclosure requirements in

place thataddress potential conflicts of interestthatmembers of a P&T committee may have with the carrierand

any pharmaceutical developer or manufacturer:

0 At least 20 percentof the P&T committee membership has no conflict of interest with respectto the health
carrierand any pharmaceutical developer or manufacturer;

0 Prohibitsany P&T committee memberwith a conflict of interest with respectto the health carrierora
pharmaceutical developer or manufacturer from voting on decisions with regardto a particular prescription
drugor class of prescriptiondrugs for which the conflict exists; and

0 EachP&T committeemember, and any individual who advises the P&T committee, signsa conflict of
interest statement, which reveals any economic or other relationshipsthe P&T committee member, or other
individualadvisingthe P&T committee, has with any personaffected by drug coverage decisions that could
influence P&T committee decisions.

Each P&T committeeshall establish procedures outlining its conflict of interest standards for its membersand

any individuals providing expert advice to the P&T committee.

The procedures shall require the P&T committeeto have a system in place to maintain the signed conflict of

interest statements andto documentany P&T committee member recusals from voting.

The procedures and information shall be available for regulatory reviewand provided to the commissioner upon

request.

The P&T committee shallmeet atleastquarterly and shall maintain documentation of its rationale forall

decisions regarding formulary drug list development or revision.

Each health carrier that offers coverage for prescriptiondrugs shall ensure that it offersa formulary based on the
recommendations of the carrier’s P&T committee and covers at least the greater of:

One drugin every United States Pharmacopeia (USP) category and class; or
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The samenumber of prescriptiondrugs in each category and class as theessential health benefits (EHB)-
benchmark plan.

The healthcarrier shallensurethatany P&T committee hasand uses a process and documents and procedures to

base clinical decisions on the strength of:

0 Medicalandscientific evidence concerningthe safety and effectiveness of prescription drugs, includingthe
FDA labelindications of the prescriptiondrugandavailable comparative information on clinically similar
prescription drugs, when decidingwhat prescriptiondrugs to reviewand includeon a formulary;and

0 Applicable medical and scientific evidence concerning the safety and effectiveness of prescriptiondrugs and
the therapeutic advantages of prescription drugs whendevelopingany PBMP.

Inthe case of rare orultra-rare diseases, the P&T committee process shall include thereview, asthe P&T

committee considers appropriateand necessary, of clinically appropriateand relevant informationwhenthereis

no or limited medical and scientific evidence concerning the safety and effectiveness of prescriptiondrugs or
drugclasses used to treat rare and ultra-rarediseases.

The healthcarrier shallensurethatany P&T committee maintains documentation ofthe processto ensure

appropriate prescription drug reviewandinclusionand makes any records and documents relatingto the process

available, uponrequest, to the health carrier for record keeping purposes.

The healthcarriershallensurethatany P&T committee hasand uses a process to enable it, in a timely manner,
butatleastannually, to consider theneed forand implementappropriate updates and changes to the formulary or
other PBMPs based on:

0 Newly available scientific and medical evidence or otherinformation concerning prescriptiondrugs
currently listed on theformulary or subject toany other PBMP and scientific and medical evidence or other
informationon new FDA-approved prescriptiondrugs and other prescriptiondrugs not currently listed on
the formulary or subject toany other PBMP to determine whethera change to the formulary or PBMP
should be made;

0 Thestrength of medical andscientific evidence and standards of practice, including assessing peer-reviewed
medical literature, pharmacoeconomic studies, outcomes research data and other such informationthe P&T
committee considers appropriate;

o Information received from the health carrier with respectto medical exception requests enable the P&T
committee to evaluate whether the prescriptiondrugs currently listed on the formulary or subject toany
other PBMP are meeting thehealth care service needs of covered persons;and

o0 Information relatingto thesafety and effectiveness ofa prescriptiondrug currently listed on the formulary
or subject to any other PBMP or relating to clinically similar prescriptiondrugs notcurrently listed onthe
formulary orsubjectto any other PBMP from the health carrier’s quality assuranceactivities or claims data
that was receivedsince the date of the P&T committee’s most recentreview of that prescription drug.

The P&T committee also shall:

0 Reviewandapprove appropriate updates and guidance related to the medical exceptions process and other
utilization management processes, includingany PBMP requirements such as drug utilization review,
quantity limits and therapeutic interchange;
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0 Reviewandapprove appropriate updates and changesto all clinical prior authorization criteria, step therapy
protocols and quantity limit restrictions applied to each covered prescription drug; and
0 ReviewnewFDA-approved prescription drugs and new uses for existing prescription drugs.

A health carrier shallallow covered persons to access outpatient prescription drug benefits at in-network retail or

mail order pharmacies, unless:

0 Thedrugis subject torestricted distribution by the FDA; or

0 Thedrugrequiresspecialhandling, provider coordination or patienteducationthat a retail pharmacy cannot
provide.

The healthcarrier may charge covered persons different cost-sharingamounts based on thedistribution method

used to obtain the covered prescriptiondrug. Allin-network cost-sharingamounts paid shall counttowards the

health benefit plan’sannual limit on cost-sharing paid by the covered personandshallbe included in the

actuarial valuecalculated for that plan.

A health carrier may contract with another personto perform the functions of a P&T committee.

Information to Prescribers, Pharmacies, Covered Persons and Prospective Covered Persons

A health carrier shalldisplay onits website in plain language the prescription drug benefit information required.

Fora health benefit planproviding group markethealth insurance coverage, a health carrier may require:

0 Acovered personto create oraccessan account orentera plan or contractnumber to access the plan’s
formulary listand other prescription drug benefit information; and

0 A prospective covered personto accessa plan’s formulary list and other prescription drug benefit
information by searching by plannameor contractnumber.

Fora health benefit plan providing individual market health insurance coverage, a health carriermay not require

a covered person or prospective covered personto create oraccess an account orentera planor policy number

toaccessa plan’sformulary list or other prescription drug benefit information, butmay require a covered person

or prospective covered personto access a plan’s formulary list and other prescription drug benefit information

by searching, asappropriate, by plan name.

The healthcarrier’s formulary list(s) shall include each prescription drug covered under the carrier’s plan(s)

prescription drug benefit and outpatient medical benefit, which are prescription drugs administered by a health

care professional or underthe professional’s direct supervisionin an outpatientsetting.

The healthcarrier may provide the information pertaining to prescription drugs covered under a plan’s outpatient

medical benefit asanaddendum or link to the formulary, if applicable, provided the informationis prominently

displayed.

The formulary shall be electronically searchable by drugnameandany other means required by the

commissioner.

The prescriptiondrug benefit informationshallinclude a notice forany individual reviewing the information that

the inclusion of a prescriptiondrugon a health benefit plan’s formulary does notmeanthata prescriber will

prescribe that drug for the individual’s specific medical condition.
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e Anhealth carriershallinclude in the prescriptiondrug benefit information how and what written documentation is
required to be submitted in order fora covered person orthe covered person’s authorized representative to file a
request underthehealth carrier’s medical exceptions process.

e Thehealthcarriershallinclude in the prescription drug benefit information a description in plain language of
howan individual can access the following benefit information:

0 Anindication of whetherthe drugis preferred, if applicable, underthe plan;

o0 Adisclosure of any priorauthorization, step therapy, quantity limits, pharmacy restrictions or other PBMP
requirement; and

0 Thespecifictierthe drugfallsunder, if the planusesatiered formulary.

o Thehealthcarriershallinclude in the prescription drug benefit information a description in plain language of
howan individual may find the benefit cost-sharing information for the prescription drugs on a formulary list
thatincludes:

0 Whetherthe prescriptiondrugis subjectto a deductible, andif so, the amount of thedeductible;
0 Theamountof the prescriptiondrug copayment;

0 Theamountof the prescriptiondrugcoinsurance;and

0 Theamountof any cost-sharing difference between the days’ supply ofthe prescriptiondrug.

e Fora health benefit plan providing individual market health insurance coverage, a health carrier may meet the
informationrequirements by referringtheindividual to a summary of the plan’s benefits and coverage displayed
or linked to a place elsewhere on the carrier’s website, provided that a covered personor prospective covered
person isnot required to create oraccessanaccount orentera policy or plannumber to access this information.

e Ahealth carriershall provide, upon request, a print copy of specifically requested prescriptiondrug benefit
information of a carrier’s current, accurate and complete formulary.

e Ahealth carriermay makeavailable the prescription drug benefit information using electronic links associated
with the specific health benefit planfor which the information applies.

e Ahealth carriershallensure a formulary list(s), whether in electronic or print format, shallaccommodate
individuals with disabilities, and include a link to or informationregarding available assistance for persons with
limited English proficiency.

e Anhealth carriershallensure the formulary list itself:

0 Isaccurate;
0 Updated,asneeded, to reflect changes in a health benefit plan’s covered prescriptiondrugs; and
0 Includesthe date it was last updated.

Whenever the health carrier makes orapproves a change in a formulary that causes a particular prescriptiondrug not
to be covered, appliesa new orrevised dose restrictionthatcauses a prescriptionfora particular prescription drug not
to be coveredforthe number of doses prescribed, orappliesa new or revised step therapy or priorauthorization
requirement thatcauses a particular prescription drugnot to be covered until the requirements of thatPBMP have
been met, unlessthechange is beingmade for safety reasons or because the prescriptiondrug cannot be supplied by
or hasbeenwithdrawn from the marketby thedrug’s manufacturer, the health carrier or its designee shall provide
notice of that change to:

e Prescribersat least 60days priorto the effective date of the change; and
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Pharmacies participating in the health carrier’s network prior to the effectivedate of thechange.

Whenever a health carrier makes orapproves a change in a formulary impacting prescription drug benefit

coverage or PBMP administration, including, butnotlimited to, co-payment amounts, co-insurance percentage

level, step therapy, drugsubstitution and mandatory generics, the health carrier or its designee shall do one of the

following:

0 At least 60 days priorto its effectivedate, the health carrier or its designee shall notify covered persons
impacted by the change currently receiving benefits for the drug of the change; or

0 Thehealthcarrieroritsdesignee shallcovera refillof a drugimpacted by the change forany covered
person currently receiving benefits for the drugon the same terms as covered previously so longas the drug
continues to be prescribed forthe covered personand notify the covered personorthe covered person’s
authorizedrepresentative atthe time of the refill of the change.

As part of the information tobe providedin a notice, the health carrier or its designee shallinclude information

on any available alternatives to the prescription drug impacted by the formulary changeand directthe covered

person to speak with the prescriber.

The notice provided shallinclude information onhowand whatwritten documentation is required to be

submitted forthe covered person or the covered person’s authorized representative to file a medical exceptions

request in accordance with the health carrier’s medical exceptions process.

A health carrier or its designee shall not be required to covera refill of a prescription drugwhenever:

0 Theprescriptiondrugis being discontinued from coverage on the formulary for safety reasons;

0 The prescriptiondrugis not available because thedrug’s manufacturer no longer supplies the drugorhas
withdrawn the drug from the market; or

0 ThechangeinoranewPBMP forthe prescriptiondrugis for safety reasons.

A health carrier or its designee electronically or in writing, upon request, shall include in any notice explaining in
plain language that:

Any formulary change impacting prescription drug benefit coverage or PBMP administration could impact the
covered person’s out-of-pocketcosts and the covered personmay wantto consider contacting his or her
prescribing provider to determine whether continuation of that particular prescriptiondrug impacted by the
change isappropriate or whetherthere is an acceptable alternative prescriptiondrugthat canbe usedto treat the
covered person’s disease or medical condition;

The covered person maywant to review the health benefit plan’s formulary from time-to-timeor contactthe
health carrier orits designee to obtain any updated formulary information priorto obtaininga refill fora
particular prescription drugthecovered personis currently usingto find out if therehas beenany change in the
requirements for obtaining coverage for the drug or if there has been a change in the covered person’s out-of-
pocketcosts forthe drugandinclude thetelephone number orelectronic link that covered persons can use to
contactthe health carrier or its designee to obtain this information; and

The amountthe covered person may be required to pay out-of-pocket fora particular prescriptiondrug may
change from time-to-time.
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Medical Exceptions Approval Process Requirements and Procedures

Each health carrier that provides prescription drug benefits and manages this benefit throughthe use of a formulary
or through the application ofa dose restriction that causes a prescription fora particular drugnotto be covered for
the number of doses prescribed or step therapy requirementthat causes a particular drugnot be covered untilthe
requirements of that PBMP have been met shall establish and maintain a medical exceptions process that allows

covered persons or covered persons’ authorized representatives to request approval for:

Coverage of a prescriptiondrugthat is not covered based onthe health carrier’s formulary;

Continued coverageof a particular prescriptiondrug thatthe health carrier is discontinuing coverage on the
formulary except when coverage forthedrug is being discontinued for safety reasons or becausethe drug’s
manufacturerisno longersupplying the prescription drug or the drug’s manufacturer has withdrawn the
prescription drug fromthe market; or

An exceptionto a PBMP that causes a prescriptiondrugto notbe covered until the step therapy requirement is
satisfied ornotbe coveredatthe prescribed number of doses.

A covered personorthe covered person’s authorized representative may file, and the health carrier shall review,
a request only if the covered person’s prescribing provider has determined thatthe requested prescription drug is
medically necessaryto treatthe covered person’s disease or medical condition because:
0 Thereis nota prescriptiondruglisted on the formulary to treat the covered person’s disease or medical
conditionthatisan acceptable clinicalalternative;
0 Theprescriptiondrugalternative listed on the formulary or required to be used in accordance with step
therapy requirements:
= Hasbeenineffective in the treatmentof thecovered person’s disease or medical conditionor, based on
both soundclinicalevidence and medical and scientific evidenceand the known relevantphysical or
mental characteristics of the covered person and known characteristics of the drug regimen, is likely to
be ineffectiveoradversely affect the drug’s effectiveness or patientcompliance;

= Iscontraindicated; or

= Hascaused orbased onsoundclinical evidence and medical andscientific evidenceis likely to cause an
adversereaction orother harmto the covered personin the prescriber’s clinical judgment;

0 Thenumberofdosesthatisavailable undera dose restrictionforthe prescriptiondrug has beenineffective
in the treatment of the covered person’s disease or medical condition or, based onboth sound clinical
evidence and medical and scientific evidence andthe known relevantphysical or mental characteristics of
the covered person and known characteristics of thedrug regimen, is likely to be ineffective oradversely
affect the drug’s effectiveness or patient compliance; or

0 Thecoveredperson’s conditionandfunctionarestable and based on the covered person’s medical history a
change in prescriptiondrug would havethe potential for adverse consequences or other risks.

A health carrier may require the covered person or the covered person’s authorized representative upon request

to provide a written certification from the covered person’s prescribing provider of the determination.

The healthcarrier may require the written certification to includeany of, butno more than, the following

information:

© America’s Health Insurance Plans
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0 The patient’sname, group or contractnumber, subscriber number or other information necessary to identify
the coveredperson;

o0 Patienthistory;

0 Theprimarydiagnosis related to the requested prescription drug that is the subjectof the medical exceptions
request;

o Basedonthereason:
=  Why the formulary drugis not acceptable fortheindividual patient;
= |fthe medical exceptions requestinvolves a step therapy requirement, why the prescription drug

required to be used is not acceptable for the individual patient; or
= Ifthe medicalexceptions requestinvolvesa dose restriction, why the available number of doses for the
prescription drugis not acceptable forthe individual patient;

0 Thereasonwhy theprescriptiondrugthat is the subjectof the medical exceptions request is needed for the
individual patient or, if the medical exceptions requestinvolves a doserestriction, why anexception to the
dose restriction is needed for the individual patient;and

0 Any otherinformation reasonably necessary to evaluate the medical necessity of the medical exceptions
request.

A prescriber may submit additional information the prescriber deems necessary to establish medical necessity

forpurposes of themedical exceptions request.

Participation by a provider on behalf ofa covered personin the medical exceptions process established under

this section shall be construed as being the same asa provider’s advocating on behalf of a covered person within

the utilizationreview process established by the health carrier.

The healthcarrier shallensurethatthe request is reviewed by appropriate health care professionals who, in

reachinga decision onthe request, shall take intoaccountthe specific facts and circumstances thatapply to the

covered person forwhom the request has been made usingdocumented clinical review criteria that:

0 Are basedon soundclinicalevidence and medical and scientific evidence; and

o Ifavailable, appropriate practice guidelines, which may include generally accepted practice guidelines,
evidence-based practice guidelines, practice guidelines developed by the health carrier’s P&T committee or
any other practice guidelines developed by the federal government, national or professional medical or
pharmacist societies, boards and associations.

The healthcare professional or professionals designated by the health carrierto review the request shallensure

that thedecisionreached on the requestis consistent with the benefits and exclusions under the covered person’s

health benefit planwith the health carrier.

The medical exceptions process shall require the health carrier to make a decision on a request made and provide
notice of the decision to the covered person or the covered person’s authorized representative asquickly asthe
covered person’s particular medical condition requires, but in no eventlaterthan 72 hours after the later of the
date of receipt ofthe request or, if required by the health carrier, the date of receipt of the certification.

A health carrier shallinclude in its medical exceptions process an expedited medical exceptions review based on
exigent circumstances.
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Exigent circumstances exist when a covered person is suffering from a health condition thatmay seriously

jeopardize the covered person’s life, health, orability to regain maximum function.

A health carrier shallmakea decision on anexpedited medical exceptions review request based on exigent

circumstances and notify the covered person or the covered person’s authorized representative of its coverage

decision no laterthan 24 hours following receipt of the request.

If the health carrier fails to make a decisionon therequest and provide notice of the decision within the required

time frame:

0 Thecoveredperson shall be entitled to have coverage for, up to onemonth’s supply ofthe prescription drug
thatisthe subjectof therequest; and

0 Thehealthcarriershallmake a decisionon therequest prior to the covered person’s completion ofthe
supply.

If the health carrier fails to make a decisionon therequest and provide notice of the decision prior to the covered

person’s completion of the supply provided for, the health carrier shall maintain coverage, on thesameterms, on

anongoingbasis, as longasthe prescription drug continues to be prescribed for that covered person and is

consideredsafe forthe treatment of the covered person’s disease or medical condition untila decisionismade

on the requestand notice of thatdecisionis provided, unlessthere isa material change in the covered person’s

terms of coverage or the applicable benefit limits have been exhausted.

Whenevera medical exception request is approved, the health carrier shallnot require the covered person to

request approval fora refill, or a new prescriptionto continue usingthe prescriptiondrugafterthe refills forthe

initial prescription have been exhausted, for the same prescription drug thatwas previously approved for

coverage or continued coverage or that was previously approvedas anexceptionto thehealth carrier’s PBMP

forthat drug, subjectto the terms of coverage under the health carrier’s health benefit plan for prescriptiondrug

benefitsaslongas:

0 Thecoveredperson’s prescribing provider continues to prescribethe prescription drugto treat the same
disease or medical condition of the covered person;and

o0 Theprescriptiondrugcontinues to be considered safe for treating the covered person’s disease or medical
condition.

Whenevera medical exception request isapproved, the health carrier shall provide coverage for the approved

prescription drug [and countthe covered person’s in-network cost-sharing for the drug toward the covered

person’sannual limitation on cost-sharing].

A health carrier shall not establish a special formulary tier or co-paymentor other cost-sharing requirementthat

is applicable only to prescriptiondrugs approved for coverage.

Any denialby a healthcarrier of a request:

o0 Shallbe providedto the covered person or, if applicable, the covered person’s authorized representative in
writing or, if the covered personhas agreedto receiveinfommation in this manner, electronically;

0 Shallbe providedelectronically to the covered person’s prescribing provider or, uponrequest, in writing;
and

0 May beappealed byfilinga grievance.
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e Thedenialshall, in plain language, set forth:

0 Thespecific reasonorreasons forthe denial;

o Avreference to the evidence ordocumentation, including theclinical review criteria, including practice
guidelines, and clinical evidenceand medical and scientific evidence considered in reachingthedecisionto
deny the request;

o Instructions forrequesting, a written statement of the clinical and medical or scientific rationale for the
denial; and

0 Adescription ofthe process and proceduresthat must be followed for filinga grievance toappeal the denial
includingany time limitsapplicable to those procedures.

A health carrier thatpermits a covered person’s prescriber to make formulary and other PBMP exceptions without
havingto obtainauthorization from the carrier and that maintains onan ongoing basis in its administrative systems
informationabout theexception status of a particular prescription drug fora particular covered personshall not be
required to establish a medical exceptions process or requiredto comply with the provisions above with respect to
the prescriptiondrugorders of these prescribing participating providers.

A health carrier shallnot be required to establish a medical exceptions process or required to comply with the

provisions aboveif the healthcarrier:

e Hasanexpedited utilization review process; and

e Allows covered persons or theirauthorized representatives to usethis process to seek approval for coverage of a
prescription drug that is not otherwise covered because of the health carrier’s formulary or because of any other
PBMP requirement that restricts coverage of the prescription drug until the PBMP requirement has been met.

A covered person may not use themedical exception process to requestcoverage for:
e aninvestigational ora non-FDA-approved prescriptiondrug; or
e aprescription drugfora specifically excluded benefit under the covered person’s health benefit plan.

Nondiscriminationin Prescription Drug Benefit Design

A health carrier or its designee shallnot adopt orimplement a formulary or prescriptiondrug benefit design that is
discriminatory in violation of state or federal law.

Arizona
AR.S.820-
841.05&AR.S.
§20-1057.02

Effective
2015

Hospital service
corporations,
medical service
corporations,
dentalservice
corporations,
optometric
service
corporationsand

Prescription Drug Formulary:

A health planthatusesa prescriptiondrug formulary shall:

e Develop and maintain a process by which health care professionals may request authorization fora medically
necessary formulary or nonformulary prescriptiondrug during nonbusiness hours. I f the corporation does not
maintain that process, the corporation shall reimbursea subscriber for the subscriber's out-of-pocketexpense
minusany deductible or copayment fora prescription drug that was purchased by the subscriber without
preauthorizationbutthat was later approved by the corporation.
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hospital, medical,
dentaland
optometric
service
corporations,and
health care
services
organizations

e Develop and maintain a process by which health care professionals may request authorization for medically
necessary nonformulary prescription drugs. The corporation shallapprove an alternative prescriptiondrugwhen
either of the following conditions is met:

0 Theequivalent prescription drugon the formulary has been ineffective in the treatmentof the subscriber's
disease or condition.

0 Theequivalent prescription drugon the formulary has caused an adverse or harmful reactionin the
subscriber.

If the subscriber's treating health care professional makes a determination that the subscriber meets any of the
conditions above, any denial to cover the nonformulary prescriptiondrug by the corporation shallbe made in writing
by a licensed pharmacist or medical director. The written denial shall contain anexplanation of thedenial, including
the medical or pharmacological reasons why the authorization was denied, andthe licensed phamacist or medical
directorwho made thedenial shall sign it. The corporationshall send a copy ofthe writtendenial to the subscriber's
treating health care professional who requested theauthorization. The corporation shall maintain copies of all written
denials and shallmake the copies available to the department for inspection during regular business hours.

Any subscription contractthatis issued, amended or renewed by a corporationand thatincludes prescriptiondrug
benefits shallnot limit orexclude coverage forat least 60 days after the corporation’s notice or the pharmacy's notice
to the subscriber, whichever occursfirst, fora prescriptiondrug fora subscriber to refilla previously prescribed drug
if the prescriptiondrugwas previously approved for coverage under the drug formulary or pharmacy benefit plan for
the subscriber's medical conditionand the health care professional continues to prescribethe prescriptiondrugforthe
same medical condition. The limitation or exclusion prohibited by this subsectionapplies if the prescription drug is
appropriately prescribedand is considered safe and effective fortreating the subscriber's medical condition. This
subsectiondoes not prohibit the health care professional from prescribing another prescriptiondrugthat is covered
by the drug formularyandthatis medically appropriate for the subscriber, including generic drug substitutions.

A health planshall provide written notice of the removal of any prescription drug from the corporation'sdrug
formularyto each pharmacy vendor with which the corporation has a contract. On notice from the corporation, the
contracted pharmacy vendor at the point of dispensinga prescriptiondrugthathas been removed fromthe drug
formulary shall notify thesubscriber by means of a verbal consultation or other direct communicationwith a
subscriberthatthe subscriber may be required to consult with a health care professional to obtain a new prescription
fora replacement drugafterthe 60 day period. The notice prescribed in this subsectionis not required if the
pharmacy vendor isa pharmacy that isowned by the corporation or a corporate affiliate of thatcorporation.

Arkansas
A.C.A.§23-99-
409

Effective
1997

Healthcare
insurers

Prescription Drug Formulary:

When a healthcare insurer uses a formulary for prescriptiondrugs, theinsurer shall include a written procedure
whereby covered persons can obtain, without penalty and in a timely fashion, specific drugs and medications not
included in the formulary when:

e Theformulary'sequivalent has beenineffective in the treatment of the covered person's disease or condition; or
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e Theformulary'sdrugcausesoris reasonably expectedto cause adverse orharmful reactions in the covered

person.
Arkansas Health benefit Notification of Drug Formulary Changes:
A.C.A.8§23-79- | plans A health benefit planthatprovides prescription drug coverage or contracts with a third party for prescriptiondrug
159 services with tiered copayments shall notify an enrollee presently takinga prescriptiondrug, in writingor
electronically atthe request of the enrollee, atleast 60 days before anincreasein the enrollee’s financial
Effective responsibility as a result of a modification by the health benefit plan to the health benefit plan'sdrug formulary.
2014
Arkansas Healthcare Medication-Assisted Treatment (MAT) for Opioid Treatment:
A.C.A.§23-99- | insurers A healthcare insurer utilizing a tiered drug formulary shall place onthe lowest-cost benefit tier at least one product
1119 foreach ofthe following medications that isapproved by the FDA:
e Buprenorphine;
Effective e Naloxone;
2019 e Naltrexone;
e Methadone; and
e A productcontainingboth buprenorphine and naloxone.
California Healthinsurer FormularyRequirements/ Formulary Template:
West's A health insurer that provides prescription drug benefits and maintains oneor more drug formularies shalldo all of
Ann.Cal.InsCode the following:
§10123.192 e Postthe formulary or formularies foreach productoffered by the insurer on the insurer's Internet Web site in a
mannerthatis accessible andsearchable by potential insureds, insureds, providers, the general public, the
Effective department, and federalagencies as required by federal law orregulations.
2016 e Updatethe formularies with any change to those formularies on a monthly basis.

¢ No laterthansix months afterthedatethata standard formulary template is developed, use thattemplate to
display the formulary or formularies for each product offered by theinsurer.

The department andthe Department of Managed Health Care shall jointly, and with input from interested parties
from at least one public meeting, develop a standard formulary template. Indeveloping thetemplate, the department
and Departmentof Managed Health Care shall take into consideration existing requirements for reporting of
formulary information established by the federal Centers for Medicare and Medicaid Services. To the extentfeasible,
in developingthe template, the department and the Department of Managed Health Care shall evaluatea wayto
include on the template, cost-sharing information for drugs subject to coinsurance.

The standard formulary templateshall include a notificationthatthe presence of a drugon the insurer's formulary
does not guarantee that an insured will be prescribed thatdrug by hisor her prescribing provider for a particular
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medical condition. Asapplied to a particular formulary fora productoffered byaninsurer, the standard formulary

template shalldo all of the following:

¢ Include information oncost-sharing tiers and utilization controls, including prior authorization or step therapy
requirements, foreach drugcovered by the product.

e Indicateany drugson theformulary thatare preferred over other drugs onthe formulary.

¢ Include information to educate insureds about the differences between drugs administered or provided under a
health insurer's medical benefit and drugs prescribed under a health insurer's prescription drug benefit and a bout
howto obtain coverage informationaboutdrugs that are notcovered under the health insurer's prescription drug
benefit.

¢ Include information to educate insureds that health insurers that provide prescriptiondrugbenefits are required
to have amethod for insureds to obtain prescriptiondrugs notlisted in the health insurer's drug formulary if the
drugs are deemedto be medically necessary by a clinician.

¢ Include information onwhich medicationsare covered, including both generic and brand name.

e Include information onwhat tier of the healthinsurer'sdrug formulary each medicationis in.

California Insurers
West's
Ann.Cal.InsCode
§10123.201

Effective
2016

Pharmacy and Therapeutics Committee / Records:

P&T

Aninsurershallmaintain a phamrmacy and therapeutics committee thatshall be responsible for developing,
maintaining, and overseeingany drug formulary list. If the insurer delegates responsibility for the formulary to any
entity, the obligation of the insurer to comply with this part shall not be waived.

The phamacy andtherapeutics committee board membership shall conform with both of the following:

e Representa sufficientnumber of clinical specialties to adequately meet the needs of insureds.

e Consist of a majority of individuals who are practicing physicians, practicing pharmacists, and other practicing
health professionals who are licensed to prescribe drugs.

Members of theboard shallabstain from voting on anyissue in which the member has a conflict of interest with
respect to the issuer ora pharmaceutical manufacturer.

At least 20 percentof the board membership shallnot havea conflict of interest with respectto the issuerorany
pharmaceutical manufacturer.

The phamacy and therapeutics committee shall meet at least quarterly and shall maintain written documentation of

the rationale for its decisions regarding the development of, or revisions to, the formulary drug list.

The phamacy andtherapeutics committee shalldo all of the following:

e Develop and document procedures to ensure appropriate drug reviewandinclusion.

e Baseclinicaldecisions on the strength of thescientific evidence and standards of practice, includingassessing
peer-reviewed medical literature, pharmacoeconomic studies, outcomes research data, and other related
information.
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Considerthe therapeutic advantages of drugs in terms of safety and efficacy whenselecting formulary drugs.
Review policiesthatguide exceptions and other utilization managementprocesses, including drug utilization
review, quantity limits, and therapeutic interchange.

Evaluate andanalyzetreatment protocols and procedures related tothe insurer's formulary at least annually.
Reviewandapprove all clinical prior authorization criteria, step therapy protocols, and quantity limit restrictions
applied to each covered drug.

e ReviewnewFDA-approveddrugsandnew uses forexistingdrugs.

e Ensuretheinsurer'sformularydruglist or lists covera range of drugs across a broad distribution of therapeutic
categoriesand classes and recommended drugtreatmentregimens that treatall disease states and does not
discourage enrollment by any group ofinsureds.

e Ensuretheinsurer'sformularydruglist or lists provide appropriate access to drugs that are included in broadly
accepted treatmentguidelines and that are indicative of general best practices at thetime.

Records

Every health insurer that provides prescription drug benefits shall maintain all of the following information, which

shallbe made available to the commissioner upon request:

e Thecompletedrugformulary or formularies of the insurer, if the insurer maintainsa formulary, includinga list
of the prescription drugs on the formulary of the insurer by major therapeutic category with an indication of
whetherany drugs are preferred over other drugs.

e Recordsdeveloped bythe pharmacy and therapeutic committee of the insurer, or by others responsible for
developing, modifying, and overseeing formularies, including medical groups, individual practice associations,
and contracting phamaceutical benefit management companies, used toguide the drugs prescribed for the
insureds of the insurer, that fully describe the reasoning behind formulary decisions.

e Any insurerarrangements with prescribing providers, medical groups, individual practice associations,
pharmacists, contracting pharmaceutical benefit management companies, or other entities that are associated
with activities of the insurer to encourage formulary compliance or otherwise manage prescription drug benefits.

Ifaninsurer provides prescription drug benefits, the commissioner shall, as part of its market conduct examination,
reviewthe performance ofthe insurer in providing those benefits, including, but notlimited to, a review of the
procedures and information maintained pursuantto this section, and describe the performance of theinsureras part
of itsreport issued as part of its market conduct examination.

The commissioner shall not publicly disclose any information reviewed that is determined by the commissionerto be
confidential pursuant to state law.

California
West's
Ann.Cal.InsCode
§10123.1932

Nongrandfathered
health insurance
plansinthe
individual or

Drug Formulariesto Include Fourth Tier:

If a policy of health insurance offered, sold, or renewed in the nongrandfathered individual or small group market
maintainsa drug formulary grouped intotiers that includesa fourth tier, a policy of healthinsurance shall use the
followingdefinitions foreachtier of the drug formulary:
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group policy Tier one shallconsist of most generic drugs and low-cost preferred brand name drugs.
Effective market Tier two shall consist of nonpreferred generic drugs, preferredbrand namedrugs, andany otherdrugs
2019 recommended by the health insurer's phammacy and therapeutics committee based on safety, efficacy, and cost.

e Tierthreeshallconsist of nonpreferred brand name drugs or drugs that are recommended by the health insurer's
pharmacyand therapeutics committee based on safety, efficacy, and cost, or that generally have a preferred and
often less costly therapeutic alternativeata lower tier.

e Tier fourshallconsistof drugs that are biologics, drugs that the FDA or the manufacturer requires to be
distributed through a specia lty pharmacy, drugs thatrequire the insured to have special trainingor clinical
monitoring for self-administration, or drugs that cost the health insurer more than $600 netof rebates fora one-
monthsupply.

A policy of health insurance may maintain a drug formulary with fewer than four tiers. A policy of healthinsurance

shall not maintain a drug formulary with more than four tiers.

California Individual or Prescription Drug Coverage:
10CCR§2594.4 | smallgroup A health insurershallsubmit all of the following to the Commissioner together with a health insurance policy form,
health insurance | andannually onJuly 1 thereafter:
Effective policy e Alist reportingthe number of chemically distinct prescriptiondrugs coveredin each United States
2013 Pharmacopeia category and class and an attestationto the truthandaccuracy of the list.
Any prescriptiondrug list and/or formulary associated with the policy form.
Consumer documents describing prescription drug benefits and limitations on coverage, includingany
prescription drug list and/or formulary associated with the policy formthatis providedto consumers.
California Health Insurers Standard Prescription Drug Formulary Template:
10CCRS& Scope of thearticle

2218.80,10CCR
§2218.82,&10
CCR§2218.83

Effective
2018

Thisarticle establishes minimum standards fora prescriptiondrug formulary thatis maintained by a healthinsurer. A
health insurer may implement additional provisions in a prescriptiondrug formulary thatexceed these standards.

Structure and content
A formularyshallinclude all of the followingsections in the order listed:
e Title page.

e Tableof contents.

e Informational section.

e Categorical list of prescription drugs.

e Alphabeticalindex of prescriptiondrugs.

Title page

Thetitle page of a formulary shallinclude all of the following contents:
o Atitle.
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The name ofthe healthinsurer that maintains theformulary.

The name of each health insurance productto which the formulary applies.

The date the formulary was last updated.

Notice thatthe formulary is subject to change andall previous versions of the formulary areno longer in effect.
A direct website link forthe location of the electronic version of theformulary posted on the health insurer's
public website.

Instructions for contacting the health insurer's customer service department.

A direct website link forthe location of, or specific instructions for locating, plan-specific coverage documents
thatinclude cost sharingapplicable to prescription drugs foreach planto which the formulary applies, andthat
are postedon a health insurer's public website.

Informational section
The informational section of a formulary shallinclude all of the following contents:

Definitions forterms.

Definitions foranyadditional or different termsused in the formulary thatare necessary for comprehending the
formulary.

Instructions on howto locatea prescription drug in the categorical list of prescription drugs.

A description ofthe manner in which drugs are listed in the categorical list of prescriptiondrugs.

A description ofthe drugtiers in the formulary, if drugs are grouped into tiers.

A description ofall utilization management procedures that the health insurance product imposes on prescription
drugcoverage, including, but not limited to, priorauthorization, step therapy, quantity limits, and network
limitationsonaccess including specialty pharmacy restrictions.

Information about the differences between drugs covered under the medical benefit ofthe product and drugs
covered underthe outpatient prescription drug benefit of the product, and instructions on howto obtain coverage
informationfor drugs covered under the medical benefit.

Notice thatthe health insurer must update the formulary with changes on a monthly basis. The notice shall
include a description of thetypes of changes a health insurer may make tothe formulary duringthe plan or
policy year,andthe dates onwhich such changes are effective. The notice may also include a description ofany
prior notificationa health insurer will provide anaffected insured of a formulary change.

An explanation that the presence of a prescriptiondrug on the formulary does notguarantee that an insured will
be prescribed that prescription drug by his orher prescribing provider fora particular medical condition.

Notice thatthe healthinsurer must covera non-formulary drugwhenmedically necessary and a detailed
description of the process for submitting an exception request.

Instructions on howto locateandfill a prescription through a network retail pharmacy, mail order phamacy, and
specialty phamacy, as applicable.

A detailed description of the process for requesting prior authorization or a step therapy exception. The
description shall statethatif a healthinsurer fails to respondto a completed prior authorization or step therapy
exception request within 72 hours of receivinga non-urgentrequest and 24 hours of receivinga requestbased on
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exigent circumstances, therequest is deemed approved and the healthinsurer may notdenytherequest
thereafter.

Notice of an insured's rights concerning step therapy.

Ina formularyapplicable to a health insurance productto which section 10112.27 of the Insurance Code applies,
notice that a healthinsurer maynotlimit orexclude coverage fora drug if the healthinsurer previously approved
coverage of the drugforan insured's medical conditionand the prescribing provider continues to prescribe the
drugforthe medical condition, provided that the drugisappropriately prescribed and safe and effective for
treatingthe insured's medical condition.

A description of the coverage provided under the outpatient prescription drug benefit for drugs, devices, and
FDA-approved products, includingany over-the-counter drugs, devices, and FDA-approved products that must
be covered pursuant to those sections. The descriptionshallinclude a detailed description of the process required
to acquire thosedrugs, devices, and FDA-approved products through the outpatient prescription drug benefit.

A description ofthe limit on costsharing for orally administered anti-cancer drugs.

If applicable to any drugs listed on the formulary, a detailed description of the process for requesting coverage
and obtainingdrugs thatare subjectto specialty pharmacy restrictions or other network limitations on coverage.
An annotatedlegend orkeyto alltier numbers, abbreviations, and designations used in the formulary.

Categorical listof prescriptiondrugs

Organization of categorical list.

The categorical list shallinclude a complete list of all prescription drugs covered under the outpatient
prescription drug benefit of the product, including both generic and brand name drugs. Aformulary may include
prescription drugs that are covered only under the medical benefit of the product, provided thateach of those
drugsis clearly identified asa drugthat is covered only under the medical benefit. Aformulary may include
non-formulary prescription drugs, provided thateach of thosedrugs is clearly identified asa non-formulary drug.
The “Prescription Drug Name” column shallinclude all covered dosage forms and strengths foreach
prescription drug.

“Drug Tier” column.

The “Coverage Requirements and Limits” column shall include abbreviations or designations forall utilization
management procedures that the health insurerimposes on prescription drug coverage, including, butnotlimited
to, priorauthorization, step therapy, quantity limits, and network limitations on access including specialty
pharmacy restrictions, in additionto any other relevantinformation applicable to the coverage provided fora
prescription drug. Foreach prescriptiondrugthatis subjectto oneormore quantity limits, the applicable
quantity limits shall be described with specificity.

The annotated legend orkeyto alltier numbers, abbreviations, and designations used in the formulary shall
appearon each page of the categorical list.

Alphabetical indexof prescriptiondrugs
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The index shall list each covered brand name and generic drug by respective brand name or established name in
alphabetical orderandinclude the page number forthe locationof the drugin the categorical list of prescription
drugs.

Review by the commissioner

No laterthansix months following the date this article isadopted, a health insurer that maintains prescription drug
formularies shall submit all prescription drug formularies for health insurance products in which it has covered lives
enrolled in the stateof California to the commissioner for review for compliance with thisarticle. Following review,
a healthinsurer shall not implement any provisions in its prescription drug formularies thatthe commissioner has
determinedare inconsistent with this article or otherapplicable law.

Colorado Carriers MAT:
C.RS.A.810-16- BeginningJanuary 1, 2020, a carrier that provides prescription drug benefits for the treatment of substance use
148 disorders shall, for prescription medications that are on the carrier's formulary:
¢ Notimpose priorauthorization requirements on any prescription medicationapproved by the FDAforthe
Effective treatmentof substance usedisorders;
2019 e Notimpose anystep therapy requirementsasa prerequisite for coverage fora prescription medication approved
by the FDAforthe treatment of substance use disorders;
e Placeatleastone coveredprescription medication approved by the FDA forthe treatment of substance use
disorders on the lowest tier of thedrug formulary developed and maintained by the carrier; and
e Notexclude coverage forany prescription medicationapproved by the FDA for the treatment of substance use
disordersandanyassociated counseling or wraparound services solely onthe grounds that the medicationsand
services were court ordered.
Colorado Carriers Drug/ FormularyReview:
3CCR702-4:4- Carriers must submit their formularies to the Division annually, by June 30 of eachyear. If a formulary changes by
2-42 more thanfive percent in a calendar year, the carrier mustsubmit a filing to the Division supporting thatits
formulary hastherequired number of drugs in each category to comply with the EHB requirement.
Effective
2013
Colorado Health benefit Special Exception Processes for Non-formulary Drug Authorization Requests:
3CCR702-4:4- | plans Carriersshall have standard and expedited exception processes that allow a covered person, the covered person's
2-49 designee, orthe covered person's prescribing provider (or other prescriber) to request and gain access to clinically-
appropriate drugs not otherwise covered by his or her health benefit plan.
Effective
2014 Standardexception requests

e Acarriershallmake itsdeterminationon a standard exception request and shall notify the covered personorthe
covered person's designee andthe prescribing physician (or other prescriber, as appropriate) of its coverage
determination no later than72 hours followingreceipt of therequest.
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A carrierthat grants a standard exception request shall provide coverage of the non-formulary drug forthe
duration of the prescription, includingrefills, as longasthe covered person remains covered under the individual
or smallgroup health benefit plan.

Expedited exception requests

A carriershallhavea process fora covered person, the covered person's designee, or the covered person's
prescribing physician (or other prescriber) to requestanexpedited review based onexigent circumstances.

A carriershallmake its coverage determination onanexpedited exception request and shall notify the covered
person orthe covered person's designeeand the prescribing physician (or other prescriber, as appropriate) of its
coverage determination no later than 24 hours following receipt of the request.

A carrierthat grants anexception based on exigentcircumstances shall provide coverage of thenon-formulary
drugforthe durationofthe exigency.

External exception request reviews

If the carrierdenies arequest fora standard exceptionor foran expedited exception, it shallhavea process for
the covered person, the covered person's designee, or the covered person's prescribing physician (or other
prescriber) to requestthatthe original exception request and subsequentdenial of such request be reviewed by an
independentreview organization.

A carriershallensure thatthe independent review organization makes its determination on the external exception
request and notifies the covered person or the covered person's designee and the prescribing physician (or other
prescriber, asappropriate) of its coverage determination no later than 72 hours following its receipt of the
request, if the original request was a standard exceptionrequestorno laterthan 24 hours followingits receipt of
the request, if the original requestwas an expedited exception request.

If the independent review organization overturns the carrier's denial of a standard exception request, the carrier
shall provide coverage of thenon-formulary drug for the duration of the prescriptionas longas the covered
person remains covered under the individual or small group health benefit plan.

If the independent review organization overturns the carrier's denial of an expedited exception request, the
carriershall provide coverage of the non-formulary drug for the duration of the exigency as longas the covered
person remains covered under the individual or small group health benefit plan.

Connecticut
C.G.S.A.838a-
492f

Effective
2013

Individual and
group health
insurers

Mandatory Coverage for Certain Prescription Drugs Removed from Formulary:

Eachindividualand group health insurance policy providing coverage of thetype in this state that provides coverage
foroutpatient prescription drugs shallnot deny coverage foran insured forany drugthatthe insurer removes from its
list of covered drugs, or otherwise ceasesto provide coverage for, if:

the insured was usingthedrugforthe treatment of a chronic iliness prior to the removal or cessation of
coverage,

the insured was covered under the policy forthe drug prior to the removal or cessation of coverage, and

the insured's attending health care provider states in writing, after the removal or cessation of coverage, that the
drugis medically necessary and lists the reasons why the drug is more medically beneficial thanthedrugs on the
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list of covered drugs. Such benefits shallbe subject to the same terms and conditions applicable to all other
benefits under such policies.

Connecticut
C.G.S.A.838a-
476Db

Effective
2001

Health Insurance
Plans

Standards Re Psychotropic Drug Availabilityin Health Plans:

No mental health care benefit provided under state law may, through theuse of a drug formulary, list of covered

drugsorany other means:

o Limittheavailability of psychotropic drugs that are the most effective therapeutically indicated pharmaceutical
treatmentwith the leastprobability of adverse side effects; or

e require utilization of psychotropic drugs thatare not the most effective therapeutically indicated pharmaceutical
treatmentwith the least probability of adverse side effects

Connecticut
Regs. Conn. State
Agencies § 38a-
481-11 & Regs.
Conn. State
Agencies § 38a-
513-6

Effective
2018

Health Insurance
Plans

Minimum Standards for Formularies:

No individualorgroup health insurance policy that offers prescription drug coverage thatis subjectto a formulary

shallbe delivered orissued fordelivery in this state if the formulary does notmeet the following required minimum

standards:

e Theformulary shallbe easily searchable and posted online, accessible to members and non-members.

e The medications within the formulary shall be grouped in alphabetical order by therapeutic class.

e Definitionsorexplanations, or both, of each prescription drugtier, including specialty drugtiers, shallbe clearly
stated.

o Definitions for utilization controls, including, but not limited to, quantity or dosage controls, prior authorization,

and steptherapyshall be clearly stated.

Tier coverage and utilization controls for eachmedication (by dosage, if applicable) shall be clearly stated.

The formulary shallinclude information on howto obtain drugs that are off formulary.

The formulary shall specify if and how drugs may be obtained through mail order pharmacy.

The formulary shall clearly state when it was created, when it was last updated, and when the nextanticipated

updatewill be.

e Theformulary shall provide customer service contactinformation.

o Theformulary shallmeet alladditional requirements as set by the Commissioner.

Connecticut
Regs. Conn. State
Agencies § 38a-
481-13 & Regs.
Conn. State
Agencies § 38a-
513-8

Effective
2018

Insurance
Companies

Notice to Insureds Regarding Formulary Changes:

Insurersthatdeliver, issue for delivery, renew, amend or continueany individual health insurance policy that
includes prescription drug coverage and utilizes a formulary shall provide atleast60 days' advance notice to each
insured andto each participating provider under the policy utilizinga prescription drugwithin the formulary before
the insurermayremovesuch prescriptiondrug fromthe formulary or make any change to the structure of
prescription drug benefits under such policy.
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Connecticut
Regs. Conn. State
Agencies § 38a-
481-12 & Regs.
Conn. State
Agencies § 38a-
513-7

Effective
2018

Insurance
Companies

Minimum Standards for Pharmaceutical and Therapeutics Committees:

No insurershall utilize a P&T committeethatdoes nothave appropriate membership.

A majority of P&T committee members shall be practicing physicians, pharmacists, and other professionals who
are licensed to prescribedrugs.

0 P&Tcommitteemembers shall represent a sufficient number of clinical specialties to adequately meetthe

(0]

needs of enrollees.

Insurersshall put in place a processto ensurethatthereis no conflict of interestamong members of the P&T
committee with respect to the issuer orany pharmaceutical manufacturer. The process shallinclude an
explanationof how conflicts of interestare dealt with if they arise.

Insurersshallputin place a process to ensurethatP&T committee members abstain from voting if there isa
conflict of interest.

The P&T committee shallmeet regularly.

Insurers shall put in place a process, including timeframes, to ensurethatthe P&T committee meets and makes
decisions on new FDA-approved drugs within a reasonable time frame after thedrugis released intothe market.
The P&T committee shallmeet atleastquarterly and maintainwritten documentation of therationale for its
decisions regarding the development of, or revisionsto, the formulary.

The P&T committee shall evaluateand analyze treatment protocols and procedures related to the plans'
formularyatleastannually.

Insurers shall develop and document procedures to ensure appropriate formulary drug reviewandinclusion.
Insurers shall providea copy ofthepolicies and procedures in place to ensure thatthe P&T committee:

(0]

Bases clinicaldecisions onthe strength of the scientific evidence and standards of practice, including
assessing peer-reviewed medical literature, pharmacoeconomic studies, outcomes research data, and other
related information.

Considers the therapeutic advantages of drugs in terms of safety and efficacy whenselecting formulary
drugs.

Reviews new FDA-approved drugs and new FDA-approved uses for existingdrugs.

Reviews policies that guide exceptions and other utilization management processes, including, but not
limited to, drug utilization review, quantity limits, priorauthorizations, step therapies, generic substitutions,
and therapeutic interchange.

Insurers shall provideinformation onhow often the formulary is updated on the company website and whether
timeframes vary depending on whether the changes are advantageous to theenrollee.

Insurers shall develop a process to ensure the formulary recommended by the P&T committee:

(0]

(0]

Coversa range of drugs across a broad distribution of therapeutic categories and classes and recommends
drugtreatmentregimensthattreat all disease states.

Doesnot discourage enrolimentof any group of enrollees through discriminatory tieringand utilization
management processes.
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0 Includes multiple drugs, strengths and dosage forms for each therapeutic class and, if multiple drugsare
available to treata disease, theyarenotall placedin the highestcost share tier.

0 Providesappropriate access to drugs that are included in broadly accepted treatmentguidelinesandthat are
indicative of general best practices at thetime and based on use ofa tool set forth by the Commissioner.

Connecticut Insurance Formulary Annual Filing Requirements:

Regs. Conn. State | Companies Insurersthatdeliver, issue fordelivery, renew, amend or continueany individual health insurance policy that

Agencies § 38a- includes prescription drug coverage and utilizes a formulary shall submit an annual reportto the Commissioner

481-10 & Regs. regardingthe developmentand use of formularies and P&T committees. Such report shallbe ina form prescribed by

Conn. State the commissioner and shall be submitted with the annual form filing.

Agencies § 38a-

513-5

Effective

2018

Delaware HealthPlan Specialty Tier Prescription Coverage:

18 Del.C.§3580 A health planthatprovides coverage for prescriptiondrugs and utilizes a specialty drug formulary shallimplement

& 18Del.C.§ an exceptions process that allows enrollees to request anexception to the formulary. Under such anexception, a

3364 nonformulary specialty drug could be deemed covered under the formulary if the prescribing physician determines
thattheformulary drugfortreatmentof the samecondition either would not beas effective for the individual, or

Effective would have adverseeffects forthe individual, or both. Inthe event anenrollee is denied anexception, suchdenial

2014 shallbe consideredan adverse eventand will be subject tothe health planinternal review process andthe state
external review process.

Delaware Carriersand Medication Assisted Treatment for Drug and Alcohol Dependencies:

18 Del.C.8§ Health Benefit If group health insurance coverage provides prescription medication benefits for the treatmentof mentalillnessand

3571V & 18 Plans drugand alcohol dependencies, a healthinsurer mustplace at least one formulation of a medication-assisted

Del.C.§3343 treatmenton thelowest tier of the drug formulary developed and maintained by thecarrier, includingeach of the
following:

Effective e Buprenorphine.

2019 e Naltrexone.

e Naloxone.
e Aproductcontaining both buprenorphine and naloxone.

A health insurer shall provide benefits under this section as follows:

e Notimpose a priorauthorizationrequirement.

e Mustauthorizecoverage of prescription medicine withoutimposing a step therapy requirement forat least one
formulation of each prescription medication for medication-assisted treatment that is on eachtier of the drug
formulary developed and maintained by thehealthinsurer.

© America’s Health Insurance Plans

July 2020
22




Formulary Management Laws Chart: Summary of State Requirements

Delaware Carriersand Contraceptive Coverage:

18 Del.C. 8§ 3559 | HealthBenefit Carriersshall provide coverage for contraceptive methods in all healthbenefit plans delivered or issued for delivery
& 18Del.C.§ Plans in this State. Coverage for contraceptive methods mustincludeall of the FDA-approved contraceptive drugs,
3342A devices,andother products as follows:

e [fthe FDAhasapprovedone ormore therapeutic equivalents ofa contraceptivedrug, device, or product, the

Effective health benefit planisnot requiredto includeall such therapeutically equivalentversions in its formularyaslong
2018 asatleastoneisincluded and covered without cost-sharingand in accordance with this section.

e Ifthereisa therapeutic equivalent ofa drug, device, or other productforan FDA-approved contraceptive
method, the health benefit plan may provide coverage for more than one drug, device, or other productand may
impose cost-sharing requirements as longasatleastone drug, device, or other productfor that method is
available without cost-sharing. If, however, an individual's attending provider recommends a particular FDA-
approved contraceptive based ona medical determination with respect to that individual, regardless of whether
the contraceptive has a therapeutic equivalent, the health benefit plan shall provide coverage for the prescribed
contraceptivedrug, device, or productwithout cost-sharing.

Georgia Health Benéfits Required Provisions of Health Benefits Plans:
Ga. Code Ann.,§ | Plans& Managed | When a HMO usesa restrictive formulary for prescription drugs, such use shall include a written procedure whereby
33-21-181& CarePlans patients canobtain, withoutpenalty and in a timely fashion, specific drugs and medications not included in the
Ga. Code Ann., § formularywhen:
33-20A-9 e Theformulary'sequivalent has beenineffective in the treatment of the patient's disease or condition; or

e Theformulary'sdrugcausesorisreasonably expectedto cause adverse or harmful reactions in the patient.
Effective
2006
Hawaii Health Insurers Formulary/ Accessibility Requirements:
HRS § 431:10A- Each insurershall provide thefollowinginformationvia a public website and through a toll-freenumber thatis
140 &HRS § posted onthe insurer's website:
432:1-620 e Itsformulary;provided that notice of any changes due tothe additionofa newdrugor deletion of any existing

drugshallbe made available no later than seventy-two hours after the effective date of the change; provided

Effective further that notice of other changes, including drug strength or form, shall be madeavailable within fourteen
2019 calendar daysof theeffectivedate of the change;

e Providea system thatallowsaninsured or potential insuredto determinewhether prescriptiondrugs are covered
underthe plan's medical benefits and typically administered by a provider, along with any cost-sharingimposed
onsuchdrugs;

e Indicatea dollaramount range of cost-sharing typically paid by an insured of each specific drugincludedon the
formulary based onthe information the insurer has available, as follows:

o $100andunder: $;
0 Over$100to $250: $3;
o Over$250t0$500:  $$$;
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0 Over$500to0$1,000: $$$%;and
o Over$1,000: $$$$$; and

e Display standardized contentfor the formulary foreach productoffered by the plan pursuantto
recommendations madeby thefomulary accessibility working group.

llinois Healthcareplans
215ILCS §
134/25

Effective
2018

Transition of Services:

Formularyremoval

A health care planisnot prohibited from removinga drug fromits formulary or denying anenrollee coverage if the
FDA hasissued a statement about thedrugthatcalls into questionthe clinical safety ofthedrug, the drug
manufacturer has notified the FDA of a manufacturing discontinuance or potential discontinuance ofthe drug, orthe
drug manufacturer has removed the drug from the market.

Formularyremoval notifications

During an enrollee's plan year, a health care planshall not remove a drug from its formulary or negatively change its

preferred or cost-tier sharingunless, atleast60 days before making the formulary change, the health care plan:

e Providesgeneralnotification of the change in its formulary to currentand prospective enrollees;

e Directly notifiesenrollees currently receiving coverage for the drug, including information onthe specific drugs
involved andthesteps they may take to request coverage determinations and exceptions, includinga statement
that a certification of medical necessity by theenrollee's prescribing provider will result in continuation of
coverage atthe existing level; and

o Directly notifies by first class mail and through anelectronic transmission, if available, the prescribing provider
of allhealth care planenrollees currently prescribed thedrugaffected by the proposed change; thenotice shall
include a one-page form by whichthe prescribing provider cannotify the health care plan by first class mail that
coverage of the drug fortheenrollee is medically necessary.

The formulary change notification may directthe prescribing provider to anelectronic portal through which the
prescribing provider may electronically file a certification tothe health careplanthat coverage of the drug for the
enrollee is medically necessary.

Formularyadditions
A health care planis not prohibited from adding prescription drugs to a health care plan's list of covered drugs during
the coverage year.

Medical necessity

If the prescribing provider certifies to the health care plan either in writing or electronically that the drug is medically
necessary forthe enrollee, a health care planshallauthorize coverage for the drug prescribed based solely onthe
prescribing provider's assertion thatcoverage is medically necessary, andthe health careplanis prohibited from
making modifications to the coverage related to thecovereddrug, including, but not limitedto:

e Increasingthe out-of-pocket costs for the covered drug;

e Movingthe covered drugto a more restrictivetier; or
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Denyingan enrollee coverage ofthe drug forwhich theenrollee has been previously approved for coverage by
the health care plan.

Ilinois
215ILCS
5/155.37,8 215
ILCS5/370t,215
ILCS5/511.114
& 2151LCS
105/8.7

Effective
2002

Accidentand
health insurers

Drug Formulary Notice:

Insurance companies that provide coverage for prescriptiondrugs throughthe use of a drug formulary mustnotify
insureds of any change in the formulary. A company may comply with this by posting changes in the formulary on
its website.

Ilinois
215I1LCS 175/20

Effective
2010

Healthinsurance
policy orhealth
careservice plan

Provision of Notice/ Formulary Changes:

At least 60 days priorto makingany formulary change that alters theterms of coverage fora patient receiving
immunosuppressantdrugs or discontinues coverage fora prescribed immunosuppressant drug that a patient is
receiving, a policy orplan sponsor must, to the extent possible, notify the prescribing physicianand the patient,
or the parentorguardian if the patient isa child, or the spouse of a patient who isauthorized to consent to the
treatmentof thepatient. The notificationshallbe in writing and shall disclose the formulary change, indicate
that theprescribing physician may initiate anappeal, and include information regarding the procedure for the
prescribing physicianto initiate the policy or plansponsor's appeal process.

As an alternative to providing written notice, a policy orplansponsor may provide thenotice electronically if,
and only if, the patient affirmatively elects to receive suchnotice electronically. The notificationshalldisclose
the formulary change, indicate that the prescribing physician may initiate anappeal, and include information
regardingthe procedure for the prescribing physicianto initiate the policy or plan sponsor's appeal process.

At thetime a patientrequests a refill of the immunosuppressantdrug, a policy or plan sponsor may provide the
patientwith the written notification required above, along with a 60-day supply of theimmunosuppressantdrug
underthe same terms as previously allowed.

Illinois
215ILCS
134/45.1

Effective
2018

Healthcareplans

Medical Exceptions Procedures Required:
Every insurer shall establish and maintaina medical exceptions process that allows covered persons or their
authorized representatives to request any clinically appropriate prescription drugwhen:

the drugis not covered based on the health benefit plan's formulary;

the health benefit plan is discontinuing coverage of thedrug on theplan's formulary for reasons other than safety

or otherthanbecause the prescriptiondrug has beenwithdrawn from the market by the drug's manufacturer;

the prescriptiondrugalternatives required to be used in accordance with a step therapy requirement:

o hasbeen ineffective in the treatment of the enrollee’s disease or medical condition or, based on bothsound
clinicalevidenceand medical and scientific evidence, the known relevant physical or mental characteristics
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of the enrollee, and the known characteristics ofthe drug regimen, is likely to be ineffectiveoradversely
affect the drug's effectiveness or patientcompliance; or,

0 hascausedor, basedon sound medical evidence, is likely to cause an adverse reaction orharmto the
enrollee; or,

e thenumberof dosesavailable undera dose restriction for the prescriptiondrug:

o hasbeen ineffective in the treatment of the enrollee's disease or medical condition; or,

0 based onboth sound clinical evidence and medical andscientific evidence, the knownrelevant physicaland
mental characteristics ofthe enrollee, and known characteristics of the drug regimen, is likely to be
ineffective oradversely affect the drug's effective or patient compliance.

Ilinois
2151LCS5/370c

Health benefit
plans

Mental and Emotional Disorders:
Anindividualorgroup health benefit planshall placeall prescription medications approved by FDA prescribed or
administered for the treatmentof substance use disorders on, for brand medications, the lowest tier of the drug

Effective formulary developed and maintained by theindividual or group health benefit planthatcovers brand medications
2019 and, forgeneric medications, the lowest tier of thedrug formulary developed and maintained by the individual or
group healthbenefit planthatcovers generic medications.
Illinois Accidentand Mental, Emotional, Nervous, or Substance Use Disorder or Condition Parity:
2151LCS health insurers With respect to mental, emotional, nervous, or substance use disorders or conditions, an insurer shall use policiesand
5/370c.1 procedures for the election and placementof mental, emotional, nervous, or substance usedisorder or condition
treatmentdrugs on their formulary that are no less favorable to theinsured as those policies and procedures the
Effective insureruses forthe selectionand placement of drugs for medical or surgical conditions and shall follow the
2019 expedited coverage determination requirements for substance abuse treatmentdrug.
Indiana Insurersand Removal ofa Prescription Drug from an Insurer’s Formulary:
IC 27-13-38-7 HMOs An insurershallnot remove a prescriptiondrug from the insurer's formulary, change the costsharing requirements
that apply to a prescriptiondrug, or change the utilization review requirements that apply to a prescriptiondrug
Effective unlessthe insurer does at least one of the following:
2016 e At least 60 daysbeforethe removal or change is effective, sendwritten notice of theremoval or change toeach
insured forwhom theprescription drug has been prescribed duringthe preceding 12-month period.
e Atthetimeaninsuredforwhomthe prescription drug has been prescribed duringthe preceding 12-month period
requestsa refill of the prescriptiondrug, provideto the insured:
o written notice of the removal orchange; and
0 a60-day supply of the prescription drug under the terms that applied beforethe removal or change
Indiana Accidentand Frozen Formulary:
IC 27-8-5-31.5 sicknessinsurers | Aninsurershallnot remove a prescriptiondrugfromthe insurer's formulary or change the cost sharing requirements
thatapply to a prescriptiondrugunless the insurer does the following:
Effective e At least60daysbeforethe removal orchange is effective, sends written notice of theremoval or changeto each
07/21/2020 insured forwhom theprescription drughas been prescribed during the plan year.
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e Providesa timely appeal process through which an insured may requestan extension of coverage for the
prescription drugthrough theend of theplanyear. The appeal process mustconsider the following:

0 Clinicalappropriateness thatis evidence based.

0 Whetherthe insured has beenadherentto the prescriptiondrug regimen longenough thatdiscontinuation of
the prescriptiondrugwould cause a significant barrier to the insured's adherence to or compliance with the
insured'splan of care.

0 Whetherdiscontinuation of the prescriptiondrugwould worsen a comorbid condition of the insured.

0 Whetherdiscontinuation of the prescriptiondrugwould decrease the insured's ability to achieveor maintain
reasonable functional ability to perform daily activities.

If the request for an extension made by aninsured is supported by documentation from the prescribing health care
provider, the insurer shallmake a determination concerning the insured's request:

e inanurgent care situation, notmore than one business day after receiving therequest; or

e inanon-urgentsituation, not more thanthreebusiness days after receiving the request.

If an appealis granted, the insurer shall notify the insured and the insured's health care provider of theauthorization
forcoverage of the prescription drug that was the subject of the appeal.

An extension of coverage of a prescriptiondrug throughthe end of the planyear under this section is permitted only
once andmay not be repeated unless otherwise provided by the insurer.

Nothingunder this section prohibitsan insurer from removinga prescription drug from its formulary or denyingan

insured coverage if:

o the FDA hasissued a statementaboutthe prescription drugthatcalls into question the clinical safety ofthe
prescription drug;

e the manufacturer of the prescriptiondrug has notified the FDA of a manufacturing discontinuance or potential
discontinuance of the prescription drugas required by the FD&C Act; or

e the manufacturer of the prescriptiondrug has removed the prescription drug from the market.

Thischapterdoes notprohibit a pharmacist from substituting:
e agenerically equivalent drug product fora brand name drugunder IC 16-42-22; or
e abiosimilarbiological product fora prescribed biological product

Indiana
IC 27-13-38-1

Effective
1998

HMOs

P&T / Drug and Devices Formularies:

A HMO mayapply a formulary to the prescription drugand devices benefits provided by the HMO if the formulary
is developed, reviewed, and updated:

e in consultationwith; and

e with theapproval of;

a pharmacy andtherapeutics committee, a majority of whose members are licensed physicians.
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Ifa HMO maintainsoneormore drugand devices formularies, the HMO shall do the following:

e Disseminate to participating providers and pharmacists the complete drug and devices formulary or formularies
maintained by the HMO, includinga list of the devices and prescriptiondrugs on the formulary by major
therapeutic category that specifies whethera particular drugor device is preferred over other drugs or devices.

e Establish and maintain anexpeditious process or procedure that allows anenrollee to obtain, without penalty or
additional costsharingbeyondthat provided forin the enrollee's covered benefits with the HMO, coverage fora
specific, medically necessary andappropriate nonformulary drug or device without prior approval fromthe
HMO.

Kentucky
KRS § 304.17A-
535

Managed care
plans

Applicationto Drug Formulary:
A managed care planthat restricts pharmacy benefits toa drug formulary shall have an exceptions policy through
which the managed care planmay covera prescriptiondrugnot included on the formulary.

Effective
2000
Kentucky Managed care Notification Requirements:
806 Ky.Admin. | plans A managed care planshall provide advance written noticeto anenrollee of the following changes:
Regs.17:250 e Theremoval of a maintenance prescription medication from its drug formulary;
e Achange that restricts or reduces the quantity or dosage of a prescription medication supplied whena
Effective prescription is filled; or
2000 e Arequirement for priorauthorization of a prescription medication is added.
A written notificationshallbe mailed to anenrollee:
e At least30butnomorethan60 days priorto the effective date ofa formulary change foranenrollee who is
dispenseda prescriptionforthe drugwithin six months prior to thenotification date; and
e Within 30 daysfollowingthe effective date of a formulary change foranenrollee who is dispensed a
prescription forthe drugafter the notification date.
A written notificationshallinclude:
e Aclearexplanationof the action beingtaken by the managed care plan;
e Thenameandphone numberofa contactperson to answer questions; and
e Adescription ofthe exceptions policy to the drug formulary.
Louisiana Pharmacy Pharmacy Benefits Managers:
LSA-R.S. benefits managers | Foreach of a pharmacy benefit manager's contractual or other relationships with a health benefit plan or health
22:1657 insurance issuer, the pharmacy benefit manager shall provide the department with the health benefit plan's formulary

and providetimely notification of formulary changes and product exclusions. Theinformation provided pursuantto
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Effective this Subsectionshallbe made available in a centralized location on the department's website in a format that allows
01/01/2020 forconsumeraccess, including links to pharmacy benefit manager websites.

Louisiana Healthinsurance | Regulation 100— Coverage of Prescription Drugs Through a Drug Formulary:

La. Admin Code. | Issuersand Requirednotices

tit. 37,Pt X1, 8 | HMOs e Thereshallbethree differentanddistincttypes of notice that a health insuranceissuer is required to provide to

14109,14111,
14113,14115,&
14117

Effective
2012

every applicable enrollee. Each notice shall be filed with and approved by the Department of Insurance priorto
use in Louisiana.

Notice and Disclosure of Drug Formulary. A healthinsuranceissuer shall file a *Notice and Disclosure of Drug
Formulary“formwith the Department of Insurance as a part of its coverage documentation. The “Notice and
Disclosure of Drug Formulary*shall contain all of the information enumeratedin R.S.22:1060.2. Ahealth
insurance issuer shall submit this form forapproval by thecommissioner. Once the formis approved by the
commissioner, the healthinsuranceissuer shall only utilize said form. A health insurance issuer shall maintain
written evidence suchasarecord, reportor data compilation ofenrollees who requestdisclosure orinformation
about any specific drugthat isincluded in a formulary. The writtenevidence suchasarecord, report, ordata
compilation shallinclude the name of the enrollee, the date of request, the date of response by the health
insurance issuerandthe specific drugrequested. A health insurance issuer shall providea copy of thewritten
evidence such asa record, report or data compilationas described herein to the commissioner within 15 days of
written request by the commissioner.

Notice thatEnrollee Has Right to Continuation of Coverage. A healthinsurance issuer shall notifyanenrollee as
a part of coverage documentationthatthe enrollee shall have the right to continue the coverage of any
prescription drug that was approved or covered by the health insurance issuer, and thatthe coverage of such
prescription drug shallbe at the contracted benefit level until the renewal of the enrollee's current plan. Ahealth
insurance issuer shall maintain writtenevidence suchasa record, reportor data compilation of enrollees who
request continuation of coverage and the name of the specific drug. The written evidence suchasa record,
report, ordata compilationshallinclude thename ofthe enrollee, the date of request, the date of response by the
health insurance issuerandthe name ofthe specific drug requested. A health insurance issuer shall provide a
copy of thewritten evidencesuchasa record, report or data compilationas described herein to the commissioner
within 15 days of written request by the commissioner.

Notice of Modification-Group Market and Individual Market. A “Notice of Modification of Benefit Coverage or
Drug Coverage ofa Particular Product” formis required to contain the informationrequired in R.S.
22:1068(D)(3)and22:1074(D)(3). Suchformused by a healthinsurance issuer shall be approved by the
commissionerand no form may be used untilapproved by the commissioner. For group policies, such notice
shallbe delivered to the affected covered small group or large group employerand allenrollees at the lastknown
address no later thanthe 60" day before any modification of benefit coverage or drug coverage of a particular
productisto become effective. For individual policies, such notice shall be delivered to each affected individual
atthe last knownaddress no later thanthe 60" day before any modification of benefit coverage or drug coverage
of a particular product isto become effective.

Requirements for modifying anindividual insurance product
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A health insurance issuer may modify its drug coverage offered to individuals if each of the following conditions is
met.

e Themodification occurs atthe timeof coverage renewal.

The modification is approved by the commissioner.

The modification is consistentwith state law.

The modification is effective ona uniform basis amongall individuals with thatpolicy form.

The healthinsuranceissuer, on a form approved by the Departmentof Insurance, notifies eachaffected
individual of the modification no later thanthe 60" day before the date the modification is to become effective.

Enrollee’sright toappeal adverse determination

e Therefusalof a health insurance issuerto provide benefitsto anenrollee fora prescriptiondrugisan adverse
determination relative to medical necessity review organizations, if each of the following conditions is met.
0 Thedrugis notincludedin a drugformulary used by the health benefit plan.
0 Theenrollee's physicianor other authorized prescriber has determined the drugis medically necessary.

e Anenrollee mayappeal the adverse determination relative to medical necessity review organizations.

Louisiana
LSA-R.S.
22:1060.2,
1060.3,1060.4,
1060.5,1060.6,
& 1060.7

Effective
2012

Healthinsurance
issuer

Coverage of Prescription Drugs Through a Drug Formulary:
Notice and Disclosure of Certain Information Required
A health insurance issuer of a health benefit planthatcovers prescriptiondrugs and uses one or more drug
formularies to specify the prescriptiondrugs covered under the planshall:
e Provide in plain language in the coverage documentation provided to each enrollee each ofthe following:
0 Noticethatthe planusesoneormore drug formularies.
0 Anexplanation ofwhatadrugformulary is.
0 Astatementregardingthe methodthe healthinsuranceissueruses to determinethe prescriptiondrugsto be
included in orexcluded froma drug formulary.
0 Astatementof howoftenthe healthinsuranceissuer reviews the contents of each drug formulary.
0 Notice,on a formapproved by the Department of Insurance, thatanenrollee may contactthe health
insurance issuer to determinewhether a specific drugis included in a particular drug formulary.
e Disclosetoan individualuponrequest, notlater thanthe third business day after the date of therequest, whether
a specific drugisincluded in a particular drug formulary.
e Notify an enrollee andany other individual who requests information pursuant to this Section that the inclusion
of adrugina drugformulary does not guarantee that an enrollee's physician or other authorized prescriber will
prescribe the drugfora particular medical condition or mental illness.

Continuation of coverage required/ other drugs not precluded

A health insurance issuer of a health benefit planthat covers prescription drugs shall offerto each enrollee atthe
contracted benefit leveland untilthe enrollee's planrenewal date any prescription drug that was approved or covered
underthe plan fora medical condition or medical iliness, regardless of whether the drug has beenremoved from the
health benefit plan's drug formulary beforethe plan renewal date.
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e Ahealth insurance issuer proposingto change its coverage of a particular prescription drug or intravenous
infusion based on medical necessity shall give notice of the proposed change to aninsured currently usingthat
prescription drug or intravenous infusionwho the health insurance issuer determines the change may affect if the
health insurance issuer has coveredthe drugor intravenous infusion for the insured for at least the preceding 60
days. Such notice shall be sent at least 60 days prior to theeffective date of the proposed change.

e Any insured receivingsucha notice froma healthinsuranceissuer shall have the right to appeal the proposed
change duringthe 60-day notification period. In filingsuch anappeal, the insured shall documentthathis
physicianorauthorized prescriber considers continued use of the drug or intravenous infusionto be medically
necessary.

Specialty drug tiers/ prohibitions/ limits on copayments

A health insurance issuer of a health benefit planthatcovers prescriptiondrugs and utilizes a formulary tier that is
higherthan apreferred or non-preferred brand drugtier, sometimes known as a specialty drugtier, shalllimitany
required copayment or coinsurance applicable to drugs on suchtierto an amountnotto exceed $150 per monthfor
each drugup to a30-daysupply ofanysingle drug. This limit shall be inclusive of any copayment or coinsurance.
This limit shallbe applicable after any deductible is reachedand until the individual's maximum out-of-pocket limit
hasbeen reached.

A health care issuer of a health benefit planthat covers prescription drugs, and utilizes specialty tiers shall be
required to implementanexceptions process thatallows enrollees to requestan exceptionto the formulary. Under
such an exception, a non-formulary specialty drug could be deemed covered under the formulary if the prescribing
physiciandetermines that the formulary drug for treatment of the same condition either wouldnot beas effective for
the individual, would haveadverse effects fortheindividual, or both. In the eventanenrollee isdenied anexception,
such denialshallbe considered an adverse event andshall be subjectto the healthplaninternal review processand
the stateexternal review process.

Prescription medicationfor chronicpain

¢ Notwithstandingany provision of lawto the contrary, whena licensed physician prescribes a nonopioid
medication for the treatment of chronic pain, it shall be unlawful fora health insuranceissuer to deny coverage
of the nonopioid prescription drug in favor of anopioid prescriptiondrug.

e Whenan opioid prescription is deemed medically necessaryand prescribed by a licensed physician, it shallbe
unlawfulforaninsurerto denya prescribed medication and attempt to substitutean a lternative medication that
requiresany of thefollowing:

0 Anincreased number of pills per prescription.

0 A higher Drug Enforcement Administration schedule medicationthan the oneprescribed.

0 Thesubstitutionof anextended release medication that does nothave defined abuse deterrent properties for
a prescription of a medicationthatdoes have defined abuse deterrent properties.

Maine

HealthPlans

Accessto Prescription Drugs
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24-AM.RS.A.§ If a health planprovides coverage for prescriptiondrugs butthe coverage limits such benefitsto drugsincludedin a
4311 formulary, a carrier shall:

e Ensure participation of participating physicians and pharmacists in the development of the formulary;
Effective e Provide exceptionstothe formulary limitation when a nonformulary alternative is medically indicated,
2019 consistentwith the utilization review standards in section 4304;

e Providean enrollee with at least 60 days written notice ofanadverse change to a formulary, except that a carrier
may provide lessthan 60 days'notice whena prescription drug is being removed from the formulary because of
concernsaboutsafety. The notice mustuse a conspicuous font and inform the enrollee of the adverse change to
the formulary and advise the enrollee to consult with theenrollee's provider aboutthe change;

e Ifaprescriptiondrugisremovedfromaformulary, notify an enrollee affected by thechange of the enrollee's
ability to requestanexception to the formulary limitation and providea formforthe enrollee to use torequestan
exception. Ifanenrollee has already received prior authorization for that drug, the carrier shall continue to honor
the existingauthorization until it expires, as longas the enrollee continues to be covered under the same health
plan and thedrughas notbeen removed from the formulary because of concerns aboutsafety; and

o Exceptwhena drughashbeenremovedbecause of concerns about safety, if a drughas been removed froma
formularyanda requestforan exception toa formulary limitation submitted by or on behalf of anenrollee is
received priorto the effective date of the proposed change, continue to provide coverage for that drug untilthe
carrierhasrendereda decision onthe enrollee's request foranexceptionto the formulary limitation

Maine HealthPlans Information About Prescription Drugs

24-AM.RS.A.§ Consistent with the requirements of the federal Affordable Care Act, a carrier offeringa health plan in this State shall

4303 provide the following information to prospective enrollees and enrollees with respect to prescription drug coverage
on its publicly accessible website.

Effective

2019 A carriershall post each prescriptiondrug formulary foreach health plan offered by the carrier. The prescription
drugformularies mustbe postedin a manner that allows prospectiveenrollees and enrollees to searchthe formularies

and compare formularies to determine whether a particular prescriptiondrugis covered undera formulary. When a

change ismadeto a formulary, theupdated formulary must be posted on the website within 72 hours.

Maine Healthplansand | Prescription Drug Formularies:

24-AM.RS.A.§8 | PBMs A carrier,or a pharmacy benefits manager under contractwith a carrier, shall establish a pharmacy and therapeutics

4350-B committee. A carriershallrequire its pharmacy and therapeutics committee or the pharmacy and therapeutics
committee of the carrier's pharmacy benefits manager to use one or more formularies.

Effective

01/01/2020

Maine Healthplans Coverage for Abuse-Deterrent Opioid Analgesic Drug Products:

24-AM.RS.A.§ A carrier offeringa health planin this State shall provide coverage for abuse-deterrent opioid analgesic drug products

4320-J listed on any formulary, preferred drug list or other list of drugs used by the carrier on a basis not less favorable than
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Effective that for opioid analgesic drug products thatare not abuse-deterrent and are covered by the healthplan. Anincrease in
2015 enrollee cost sharing to achieve compliance with this section may notbe implemented.

Maryland Insurers, Prescription Drugs or Devices Outside of Formulary:

MD Code, nonprofit health | Procedure by which member may receive prescription drugor device

Insurance, § 15-
831

Effective
2019

service plans, or
HMOs

Each insurerthat limits its coverage of prescriptiondrugs or devices to those in a formulary shall establish and

implement a procedureby which amember may:

e receive a prescription drugordevice that isnot in the entity's formulary or has been removed from theentity's
formulary in accordance with this section; or

e continue the samecost sharing requirements if the entity has moved the prescription drugor device to a higher
deductible, copayment, or coinsurance tier.

Prescription drugs or devices outside of formulary
The procedure shall provide for coverage for a prescription drug or device in the judgment of the authorized
prescriber:
e thereis noequivalentprescriptiondrugordevice in the entity's formulary in a lower tier;
e anequivalentprescriptiondrugordevicein the entity's formulary in a lower tier:
0 hasbeen ineffective in treating the disease or condition of the member; or
0 hascausedorislikely to causeanadversereaction or other harmto themember; or
e fora contraceptive prescription drugordevice, the prescriptiondrug or device that is not on the formulary is
medically necessary forthe memberto adhere tothe appropriate use of the prescriptiondrugordevice.

Decision not to provide access or coverage anadversedecision

A decision by aninsurernotto provide access toor coverage of a prescriptiondrugor device constitutesanadverse
decision if the decision is based ona findingthatthe proposed drugordevice is not medically necessary, appropriate,
or efficient.

Notice of removal of drugfromformulary or a move of prescriptiondrugor deviceto a benefit tier that requires a
member to pay a higher deductible, copayment, or coinsurance

Aninsurerthat removesadrugfromits formulary ormoves a prescription drugordevice to a benefit tier that
requiresa memberto paya higher deductible, copayment, or coinsurance amountforthe prescriptiondrugordevice
shall provide a memberwhois currently on the prescriptiondrug or deviceand the member's health care provider
with:

e notice of the change atleast30 days before the change isimplemented; and

¢ in the notice required, the process for requestingan exemption through the procedure adopted.

Maryland

MD Code,
Insurance, § 15-
1617

Insurers,
nonprofit health
service plans, or
HMOs

Policiesand Procedures of Pharmacy and Therapeutics Committee:
A pharmacy benefits manager shall ensure that its pharmacy and therapeutics committee has:
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e policiesand procedures, including disclosure requirements, to address potential conflicts of interest that

Effective members of the pharmacy and therapeutics committee may havewith developers or manufacturers of
2008 prescription drugs;

e aprocessto evaluate medical and scientific evidence concerning the safety and effectiveness of prescription
drugs, includingavailable comparative information onclinically similar prescription drugs, when decidingwhat
prescription drugs to recommend to includeon a formulary;

e aprocessto evaluate medicaland scientific evidence concerning the safety and effectiveness of prescription
drugs when recommending utilization review requirements, dose restrictions, and step therapy requirements; and

e aprocessto enable thepharmacy and therapeutics committeeto consider the need to recommend a formulary
change toa purchaserin a timely manner but atleastannually.

Maryland Insurers, Coverage Requirements for Abuse-Deterrent Opioid Analgesic Drug Products
MD Code, nonprofithealth | Coverage requirements

Insurance, § 15-
849

service plans, or
HMOs

e Insurersshall providecoverage for:
0 atleast two brand name abuse-deterrent opioid analgesic drug products, each containing different analgesic
ingredients, on the lowest cost tier for brand name prescription drugs onthe entity's formulary for

Effective prescription drug coverage; and

2016 o if available,atleasttwo generic abuse-deterrentopioid analgesic drug products, each containing different
analgesic ingredients, on the lowest costtier for generic drugs on the entity's formulary for prescription drug
coverage.

e Aninsurermay notrequire aninsuredoran enrollee to first use anopioid analgesic drug product withoutabuse-
deterrent labeling before providing coverage for an abuse-deterrent opioid analgesic drug product covered on the
entity's formulary for prescriptiondrug coverage.

Utilization review

An insurermay undertake utilization review, including preauthorization, foran abuse-deterrent opioid analgesic
drugproductcoveredby the entity, if the same utilization review requirements areapplied to non-abuse-deterrent
opioid analgesic drug products covered by the entity in the sameformulary tier as the abuse-deterrentopioid
analgesic product.

Massachusetts | Insurers Coverage for Abuse Deterrent Opioid Drug Products:

M.G.LA.1758 Any policy, contract, agreement, plan or certificate of insurance issued, delivered or renewed within the
47EE,M.G.LA. commonwealth, shall provide coverage forabuse deterrentopioid drug products listed on the formulary on a basis
32A817L, not less favorable than non-abusedeterrent opioid drug products thatare covered by such policy, contract,
M.G.LA.176G§ agreement, planor certificate of insurance. An increase in patient cost sharingshallnot be allowedto achieve
4Y,M.G.L.A. compliance with this section.

176B84GG &

M.G.L.A. 176A8§

8GG
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Effective

2015

Massachusetts | Insurers Approved Prescription Contraceptive Drugs or Devices:

M.G.LA.176B§ Ifthe FDA hasapprovedone or more therapeutic equivalents of a contraceptivedrug, device or product, an
4W,M.G.L.A. individual or group medical service agreement shall not be required toincludeall such therapeutically equivalent
176A88W, version in its formulary as longasatleastone isincluded and covered without cost-sharing.

M.G.LA.1758

47W, & M.G.LA.

176G§40

Effective

2017

Massachusetts | Carriers Evidenceof Coverage Requirements:

211 CMR52.13 An evidence of coverage shall containa clear, concise and complete statementof all of the information described at

211 CMR 52.13(3)(a) through (aa). In addition, for limited, regional and tiered network plans, an evidence of

Effective coverage shallalso contain any informationby 211 CMR 152.00: Health Benefit Plans Using Limited, Regional or
2013 Tiered Provider Networks.

e Alist of prescriptiondrugs excluded from any closed or restricted formulary available to insureds under the
health benefit plan; provided, thatthe carrier shallannually disclose any changes in such a formulary, and shall
provide a toll-freetelephone number to enable consumers to determine whethera particulardrugisincluded in
the closed or restricted formulary. A carrier will be deemedto have met the requirements of 211 CMR
52.13(3)(q) if the carrier does all of the following:

0 providesa complete list of prescription drugs thatare included in any closed or restricted formulary;

o0 clearly statesthat all other prescriptiondrugs areexcluded;

0 providesa toll-freenumber thatis updated within 48 hours of any change in the closed or restricted
formularyto enable Insureds to determine whether a particular drugis included in orexcluded from the
closed orrestricted formulary;

0 providesaninternetwebsite that is updated as soonas practicable relative to any change in the closed or
restricted formulary to enable Insureds to determine whether a particular drugis included in orexcluded
from the closed orrestricted formulary; and

o0 clearly statesthat there shallbe no financial penalty fora patient's choiceto receivea lesser quantity ofany
opioid.

Michigan Insurers Coverage for Prescription Drugs/ Formulary Limitations:
M.C.LA. Aninsurerthatdelivers, issues for delivery, or renews in this state a health insurance policy that provides coverage
500.34060 forprescription drugs and limits those benefitsto drugs included in a formulary shalldo all of the following:

e Provide forparticipationof participating physicians, dentists, and phamacists in the developmentof the
Effective formulary.
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2016 Disclose to health care providers and upon requestto insureds the nature of the formulary restrictions.
Provide forexceptions from the formulary limitationwhena nonformulary alternative is a medically necessary
and appropriatealternative. This subdivision does notprevent aninsurer from establishing prior authorization
requirements oranother process for consideration of coverage or higher cost-sharing for nonformulary
alternatives.
On a request foranexpedited review of coverage fora nonformulary alternative based on exigent circumstances, an
insurershallmake a determinationand notify the enrollee or the enrollee's designeeand the prescribing physician, or
otherprescriber, as appropriate, of the determinationwithin 24 hours after theinsurer receives all information
necessary to determine whether the exception should be granted.
Aninsurershallmake a determinationon coverage fora nonformulary alternativeand notify the enrollee or the
enrollee's designee and the prescribing physician, or other prescriber, as appropriate, of the determination within 72
hoursaftertheinsurerreceivesall information necessary to determine whether the exceptionshould be granted.

Michigan Insurers Coverage for Off-Label Use of FDA-Approved Drugs:

M.C.LA. Aninsurerthatdelivers, issues for delivery, orrenews in this state a health insurance policy that provides

500.3406q & pharmaceutical coverage shall provide coverage foran off-label use of a FDA approved drugand the reasonable cost

M.C.LA. of supplies medically necessary to administer the drug.

550.1416¢

Coverage fora drugapplies if all of the following conditions are met:

Effective e Thedrugis approved bythe FDA.

2016 e Thedrugis prescribed by an allopathic or osteopathic physician for the treatmentof either of thefollowing:

o Alife-threatening condition if the drugis medically necessaryto treat the conditionand the drugis on the
plan formulary oraccessible through theinsurer's formulary procedures.

0 Achronicandseriously debilitating condition if the drugis medically necessary to treat the conditionand
the drugis on the plan formulary oraccessible through theinsurer's formulary procedures.

Michigan Healthcare Developmentof Formulary/ Disclosure of Restrictions/ Exceptions:

M.C.LA. corporation A health care corporationthat provides coverage for prescription drugs and limits those benefits to drugs included in

550.1401h a formulary shalldo all of the following:

e Provide forparticipation of participating physicians, dentists, and phamacists in the developmentof the

Effective formulary.

1999 Disclose to health care providers and upon requestto members the nature of the formulary restrictions.
Provide forexceptions from the formulary limitationwhena nonformulary alternative is a medically necessary
and appropriatealternative. Notice as to whether or not anexception under this subdivision has been granted
shallbe given by the health care corporationwithin 24 hours after receivingall information necessary to
determine whether the exception should be granted.

Minnesota Group purchaser | Electronic Prescription Drug Program:
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M.S.A.§62J.497

Development and use of uniform formularyexceptionform
The commissioner of health, in consultation with the Minnesota Administrative Uniformity Committee, shall develop

Effective a uniform formulary exception formthatallows health care providers to request exceptions from group purchaser

2016 formularies usinga uniformform. Upondevelopmentof the form, allhealth care providers must submit requests for
formulary exceptions usingtheuniform form, andall group purchasers mustacceptthis form from health care
providers.
The uniform formulary exception form must be accessible and submitted by health care providers, and accepted and
processed by group purchasers, through secure electronic transmissions.

Minnesota Healthplans Nonformulary Antipsychotic Drugs/Required Coverage:

M.S.A.8 Required coverage for antipsychoticdrugs

62Q.527 A health planthatprovides prescription drug coverage must provide coverage foranantipsychotic drug prescribedto
treat emotional disturbance or mentalillness regardless of whether the drugis in the health plan's drug formulary, if

Effective the health care provider prescribing the drug:

2001 e indicatestothe dispensing pharmacist, orally or in writing, thatthe prescription must be dispensedas

communicated; and

o certifiesin writing to the health plancompanythat the health care provider has considered all equivalentdrugs in
the healthplan's drug formulary and has determined thatthe drug prescribed will best treat the patient's
condition.

The healthplanisnot requiredto provide coverage fora drugif the drugwas removed fromthehealth plan'sdrug
formulary for safety reasons.

Fordrugs covered under this section, no health plancompany thathas receiveda certification fromthe health care

provider may:

e impose a special deductible, co-payment, coinsurance, or other special payment requirementthat the health plan
doesnotapply to drugsthat are in the health plan's drug formulary; or

e require written certification from the prescribing provider eachtime a prescriptionis refilled or renewed that the
drugprescribed will best treatthe patient's condition.

Continuingcare

Enrolleesreceivinga prescribed drugto treat a diagnosed mental illness oremotional disturbance may continue to

receive the prescribed drug for up to one year withoutthe imposition of a special deductible, co-payment,

coinsurance, or other special paymentrequirements, whena health plan's drug formulary changes oranenrollee

changes healthplans and the medication has beenshown to effectively treat the patient's condition. Inorder to be

eligible forthis continuing care benefit:

e thepatient must have beentreated with thedrugfor 90 days priorto a change in a healthplan'sdrug formulary
or a change in the enrollee's healthplan;
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e thehealthcare provider prescribingthe drug indicates to the dispensing pharmacist, orally or in writing that the
prescription mustbe dispensed as communicated;and

e thehealthcare provider prescribingthe drug certifies in writing to the health plan company that the drug
prescribed will best treatthe patient's condition.

The continuing care benefit shall be extended annually whenthe health care provider prescribingthedrug:

e indicatestothe dispensing pharmacist, orally or in writing that the prescription must be dispensedas
communicated;and

o certifiesin writing to the health plancompanythat thedrug prescribed will best treat the patient's condition.

The healthplan company is not required to provide coverage fora drug if the drugwas removed fromthe health
plan'sdrugformulary for safety reasons.

Exceptionto formulary

A health plan company must promptly grant an exceptionto the healthplan’s drug formulary for an enrollee when the

health care provider prescribingthe drug indicates to the health plan company that:

o theformulary drugcausesanadverse reactionin the patient;

e theformulary drugis contraindicated for the patient; or

e thehealthcare provider demonstrates tothe health planthat the prescriptiondrug must be dispensed as written to
provide maximum medical benefit tothe patient.

Minnesota HMOs Comprehensive Health Maintenance Services:
MinnesotaRules, Permissible limitations
part 4685.0700 The following health services may be limited, but cannotbe excluded:
e A HMOmaylimitoutpatient prescription drug benefits through the use ofa formulary.
Effective 0 Theformulary mustbe periodically reviewed and updated by physicians and pharmacists to determine that
2007 formularydrugsare, ata minimum, safeand effective.

0 Theformulary mustcontain all prescriptiondrugs neededto provide medically necessary care.

0 AHMOshallpromptly grant an exception tothe formulary whenthe formulary drug causes anadverse
reaction, when the formulary drugis contraindicated, or when the prescriber demonstrates thata
prescription drug mustbe dispensed as written to provide maximum medical benefit to theenrollee.
= A HMOshallhave writtenguidelines and procedures for grantinganexceptionto theformulary that

shallbe available to the enrollee and prescriber upon request.
= Whena HMOgrantsan exceptionto theformulary, it may charge theenrollee the approved flatfee
copayment ora copaymentthat does notexceed 25 percentof the provider's charge
Missouri Medication-Assisted Treatment / Formulary Medications and Requirements:
V.AM.S. Medication-assisted treatment shall include pharmacologic therapies. Aformularyusedby a healthinsureror
191.1165 managed by a phammacy benefits manager, or medical benefit coverage in the case of medications dispensed through

an opioid treatmentprogram, shall include:
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Effective

e Buprenorphine tablets;
2019 e Methadoneg;
e Naloxone;
e Extended-releaseinjectable naltrexone;and
e Buprenorphine/naloxone combination.
All MAT medications required shall be placed onthe lowest cost-sharing tier of the formulary managed by the health
insurer or the pharmacy benefits manager.
Missouri Health Carrier Prescription Drug Formularies/ Enrollees to be Notified of Changes to:

V.A.M.S.376.392

and Health
benefit plans

Forany healthcarrier or health benefit plan that provides prescription drug coverage or contracts with a third-party
forprescription drug services, the health carrier or health benefit plan shall notify enrollees presently taking a

Effective prescription drug electronically, orin writing, upon requestof the enrollee, at least 30 days priorto any deletions,
2008 otherthangeneric substitutions, in the health carrier's or health benefit plan's prescriptiondrug formulary thata ffect
such enrollees.

Nevada Healthinsurers Coverage for Prescription Drugs/ Provision of Notice and Information Regarding Use of Formulary:

N.R.S.689C.455, A carrierthat offers or issues a contract which provides coverage for prescriptiondrugs shallinclude with any

695A.255, summary, certificate orevidence of thatcoverage providedto aninsured, notice of whethera formularyis used and,

689C.281, if so, of the opportunity tosecureinfomation regarding the formulary from the carrier. The notice must:

689A.405, e Bein alanguage that is easily understoodand in a formatthat is easy to understand;

695G.163, e Include an explanation of what a formulary is; and

689B.0283, e Ifaformularyisused,include:

695F.153, o Anexplanation of:

695B.176, & = Howoftenthe contents of the formularyare reviewed; and

695C.1703 =  The procedure and criteria for determiningwhich prescriptiondrugs areincluded in and excluded from
) the formulary; and

ngg:tlve 0 Thetelephonenumber of the carrier for making a requestforinformationregarding the formulary.

If a carrieroffersorissues a contract which provides coverage for prescriptiondrugsanda formulary is used, the
carriershall:
e Providetoanyinsuredor participating provider of health care, upon request:

o0 Information regardingwhethera specific drugisincluded in the formulary.

0 Accesstothe mostcurrent list of prescriptiondrugs in the formulary, organized by major therapeutic
category, with an indication of whetherany listed drugs are preferred over other listed drugs. 1f more than
one formulary is maintained, the carrier shall notify the requester that a choice of formulary lists is
available.
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e Notify each personwho requests informationregarding the formulary, that the inclusionof adrugin the
formulary does notguarantee that a provider of health care will prescribe thatdrug fora particular medical
condition

Nevada
N.R.S.687B4095

Policies of Health Insurance Including Prescription Drug Coverage/ Restrictions on Moving Prescription Drug
from Lower-Cost TiertoHigher-Cost Tier:
Ifa policy fora prescription drug pursuant to a formulary with more than one cost tier, the insurer may movethe

Effective prescription drug froma lower cost tierto a higher costtieronly:
2019 e OnlJanuaryl;
e OnlJulyl;and
e Onanydate onwhich theinsureradds to theformulary a generic prescription drug that:
0 Hasbeenapprovedby the FDAforuse asanalternative to the original prescriptiondrug; and
0 Isbeingaddedtotheformularyat:
=  Thesamecost tier from which the original prescription drugis beingmoved; or
= Acosttierwhich hasa smaller deductible, copayment or coinsurance than the costtier fromwhich the
original prescription drug is beingmoved.
The provisions of this sectiondo not preventaninsurer, atany time, from:
e Movinga prescriptiondrugfrom a higher cost tier of a formulary to a lower cost tier of the formulary;
e Removinga prescription drug froma formulary; or
e Addinga prescriptiondrugto a formulary.
Nevada Health Insurers Notifications Required Concerning Changes Related to Prescription Drugs Used for Transplanted Organs:

N.R.S.687B.408

If a policy of health insurance issued includes coverage fora prescriptiondrugthatis necessary foraninsuredto
prevent the rejection ofa transplanted organ, the insurer must notify the insuredand, if known, the physician ofthe

Effective insured who prescribed the drugatleast30 days before a change in the formulary of the insurerwithin the plan year
2009 which affects that prescription becomes effective.
Nevada Health benefit Use of List of Preferred Prescription Drugs Developed by Department as Formulary:

N.R.S.687B.407

plans

A nonprofit health benefit planmay usethe list of preferred prescriptiondrugs developed by the Department of
Healthand Human Servicesas its formulary and obtain prescription drugs through the purchasing agreements

Effective negotiated by the Department pursuant to thatsection by notifyingthe Department in the form prescribed by the

01/01/2020 Department

Nevada Health Maintenance Organization: Removal of Prescription Drug from Approved Formulary Prohibited /

NAC695C175& Exception/ Movement to Different Tier in Formulary / Addition of Drug to Formulary:

NAC 689A.425 A HMOthatoffersa healthbenefit planin the individual marketwhich provides coverage for prescriptiondrugs and
usesa formulary thathas been approved by the Commissioner shall not:

Effective e Removeaprescriptiondrugfromthe fomulary; or

2016
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e [fthe formulary includestwo or more tiers of benefits providing for differentdeductibles, copayments or
coinsurance applicable to the prescriptiondrugs in eachtier,move a drugto a tierwith a larger deductible,
copayment or coinsurance, during the planyear for which the formulary was approved by the Commissioner.

AHMOmay:
e Removeaprescriptiondrugfromaformulary at any timeif:
0 Thedrugis notapproved bythe FDA,
0 TheFDA issuesa notice, guidance, warning, announcement or any other statementaboutthe drug which
callsinto questiontheclinical safety of thedrug; or
0 Theprescriptiondrugisapproved bythe FDA foruse withouta prescription.
e Ifthe HMO’sfomularyincludestwo or more tiers of benefits providing for different deductibles, copayments or
coinsurance applicable to the prescriptiondrugs in eachtier, move a brand name prescriptiondrugto a tier with
a largerdeductible, copaymentor coinsurance if the HMO adds to the formulary a generic prescription drug that
is approved by the FDA for use asanalternative to thebrand name prescriptiondrugat:
0 The benefit tier from whichthe brand name prescriptiondrugis beingmoved; or
0 A benefittierthat hasa smaller deductible, copaymentor coinsurance than the benefit tier from whichthe
brand name prescription drug is beingmoved.

New Hampshire | Healthcarriers
N.H. Rev.Stat. §
420-J:7-b

Effective
2019

Prescription Drugs

Every health benefit planthat provides prescription drug benefits is required to provide prospective enrollees, and

covered persons, a description of the prescription drug benefit plan. Among the specific items that shall be included

in the descriptionare:

e Theprocedure acovered person must followto obtain drugs and medications thatare subjectto a planlist or
plan formulary.

e Adescription ofthe drug formulary andtheplan's exception process.

e Adescription ofthe extentto which a covered person will be reimbursed for the cost ofa drugthatisnotona
plan listor formulary.

Health carriers shall provide uponrequestadditional information to covered persons related to specific drugs thatare

noton the formulary.

Every health benefit planthat provides prescription drug benefits shall maintain anexpeditious exception process,
not to exceed 48 hours, by which covered persons may obtain coverage fora medically necessary nonformulary
prescription drugor fora nonformulary prescriptiondrugthatwasavailable duringthe previous 12 months. The
exception process shall begin when the prescribing provider has submitted a requestwith a clinical rationale forthe
exception to the health benefit plan. The exception process shallalso begin whena covered personhas submitteda
non-clinical request foraccess to adrugapproved by the FDA fortreating a specific conditionwhensuchdrugwas
available on theformulary duringthe previous 12 months. A prescriptionthatrequires an exception for coverage
shallbe consideredapproved if the exception process exceeds 48 hours.
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No health benefit plan thatprovides prescription drug benefits and establishes the specific sequence in which
prescription drugs fora medical conditionare to be prescribed shall require failure on thesamemedicationon more
than one occasion for patients continuously enrolled in the plan.

Every health planthatprovides prescription drug benefits shall provide written notice to covered persons affected by
deletionsto theplanlist orplan formulary, provideanexplanation of the exception process by whicha covered
person canaccess nonformulary medically necessary prescription drugs, and providea toll-freetelephone number
through which a covered person can requestadditional information. Uponnotificationto covered persons, the health
benefit planshallallowat least45 days before implementation of any formulary deletions; provided, however, that
advance notice shall not be required if the FDA has determined that a prescriptiondrugon the health benefit plan's
formularyis unsafe.

Every health benefit planthat provides prescription drug benefits shall maintain, as part of its records, all of the
following information, which shall be made available to the commissioner upon request: thecompletedrug
formulary or formularies of theplan, if the planmaintains a formulary, includinga list of the prescription drugs on
the formulary oftheplanby major therapeutic category with anindication of whetheranydrugs are preferred over
the otherdrugs.

Every health benefit plan that provides prescription drug benefits shall provide notice of deletionsto theplanlist or
plan formulary to all covered persons atleastannually.

Every health benefit planthat provides prescriptiondrug coverage shall also provide notice of additions to the plan
list or formularyto all covered persons at least annually. However, the requirements of this paragraph shallnot apply
to any health benefit planthat adds prescriptiondrugs to its plan list or formulary uponapproval by the FDA.

Every health benefit planthat provides prescription drug benefits shall allow its covered persons to purchase an up-
to-90-day supply of covered prescription drugs on the covered person's health benefit plan formulary at one timeata
pharmacy of theinsured's choice within the insurer's network, provided thatthe insured can demonstrate that such
drughasbeen taken bythe insured fora continuous period of one yearand providedthat suchdrugis not subjectto
the health benefit plan's utilization management, prior authorization, or pre-certification requirements. Controlled
substances as identified by the United States Drug Enforcement Administration are exempt from this paragraph.

Every health benefit planthat provides prescription drug benefits shall allow its covered persons to obtainan
emergency prescription forup to a 72-hour supply of covered prescription drugs onthe covered person's health
benefit planformulary ora prescription drug that was deleted from the formulary within the last90 days in the event
a prescription requires prior authorization oran exception by aninsurance carrierandthe priorauthorizationor
exception has neither beenapproved nordeniedanda pharmacist has determined the medicationis essential. Such
reimbursementshall be according to the payment rates of the provider contract. If authorization or exceptionis
subsequently denied, the carrier shall reimburse the pharmacist for the prescriptionas given based on the pro-rated
amount they would have otherwise received under the terms of the provider contract.

© America’s Health Insurance Plans

July 2020
42




Formulary Management Laws Chart: Summary of State Requirements

The followingdrugs or classes of drugs, or their medical uses, may be excluded from coverage or otherwise
restricted:
Agentswhen used foranorexia, weight loss, or weight gain.
Agentswhen used to promotefertility.
Agentswhen used for cosmetic purposes or hair growth.
Agentswhen used for the symptomatic relief of coughand colds.
Agentswhen used to promotesmoking cessation.
Prescription vitamins and mineral products, exceptprenatal vitamins and fluoride preparations.
Nonprescriptiondrugs, except, in the case of pregnant womenwhen recommended by or under the supervision
of a physician, agents approved by the FDA under the over-the-counter monograph process for purposes of
promoting, and when used to promote, tobacco cessation.
e Coveredoutpatient drugs which the manufacturer seeks torequire asa condition of sale thatassociated tests or
monitoring services be purchased exclusively from the manufacturer or its designee.
Barbiturates.
Benzodiazepines.
e Agentswhen used forthe treatmentof sexual or erectile dysfunction, unless suchagentsareusedto treata
condition, other than sexual or erectile dysfunction, for which theagents have beenapproved by the FDA.

New Hampshire
N.H. Rev. Stat. §
420-J:7-b

Effective
2014

Healthinsurers

90-Day Supply of Covered Prescription Drugs:

An insurerissuing orrenewingaccident and health insurance policies shallallow its insureds to purchaseanup-to-
90-day supply of covered prescriptiondrugs on thecovered person's health plan formulary at onetime at a pharmacy
of the insured's choice within the insurer's network, provided that the insured can demonstrate that such drughas
been takenby the insured fora continuous period of one yearand provided thatsuchdrugis not subjectto the health
plan's utilization management, prior authorization, or pre-certification requirements.

New Hampshire
N.H. Code
Admin.R.Ins
403.04

Effective
2009

StandardWellness Plan:
The standard wellness plan shallinclude prescription drugs, including covered medications, diabetic suppliesand
contraceptivedevices purchased at a network pharmacy, subject to:
e Thefollowingcopays:
0 A$10copayforgenericdrugs;
0 A $35copayfornon-generic formulary drug brands; and
0 A $50 copayfornon-formulary brand drugs.
Drugs that are considered maintenance shall be available fora supply greaterthan 30days;
The copay shallbe applied to each 30-day supply of thedrugs except whendrugs are purchased througha mail-
orderfacility that offers a reduction of copay (s) for purchasing through the mail-order facility; and
e Forformulary brandandnon-formulary brandatleasttwo brand drugs shall be available for each therapeutic
class coveredunder the HealthFirst benefit plan.
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New Jersey
N.J.A.C.11:22—-
5.9

Effective
2006

Insurance
companies, health
service
corporations,
medical service
corporations,
hospital service
corporations,
dentalservice
corporations,
dentalplan
organizations,
prepaid
prescription
service
organizations,
and HMOs

Prescription Drug Benefits:
Health benefit plans and stand-alone prescription drug plans that provide benefits for prescription drugs listed on a
formulary may provide higher benefits for formulary drugs than for nonformulary drugs, provided:

The benefit foralltiers of formulary and nonformulary drug coverage shall result in a cost to the covered person
of no more than 50 percentof the plan's contracted costof thedrug, afterapplication of any deductibles, for
prescription drugs provided by network providers. For prescription drugs provided by out-of-network providers,
coinsurance shallnot exceed 50 percent.

If a health benefit planhas a separate deductible for prescription drugs, or a stand-aloneprescriptiondrugplan
hasa deductible, such deductible shallnot exceed $250.00 per calendar year foralltiers of formulary drugsand
$250.00 peryearforalltiers of nonformulary drugs; and

If a health benefit planora stand-alone prescriptiondrug plan has a benefit maximum for prescriptiondrugs, the
maximum shall be the same for formulary and nonformulary drugs.

Health benefit plans and stand-alone prescription drug plans that provide prescription drug benefits through use ofa
formulary, shallmeetthe following criteria:

The formulary shall be developed by a pharmacy and therapeutics committee composed of health care

professionals with recognized knowledge and expertise in clinically appropriate prescribing, dispensingand

monitoring of outpatientdrugs or druguse review, evaluationand intervention. The membership of the

committee shall consistof atleasttwo-thirds licensed and actively practicing physicians and pharmacists, and

shallconsist of atleastonephamacist. If the carrier contracts with a third party to develop the formulary, the

carrier shallbe responsible for guaranteeing that the third party complies with all requirements relating to

formularies as set forth in this subsection.

All drugsin a formulary shall be approved under the Federal Food, Drugand Cosmetic Act.

The most preferredtier of a formulary, that is, the tier with the lowest cost sharing, shallinclude more than one

drugused to treateach covered disease state where more thanonedrugis available.

A drugmay be excluded fromthe most preferredtier of a formulary only if, it does not havea significant,

clinically meaningful therapeutic advantage in terms of safety, effectiveness or clinical outcome of treatmentfor

the specific condition forwhich thedrugisintended over other drugs included in the formulary, andthereisa

written explanation of the basis for the exclusionthat isavailable to providers and covered persons uponrequest.

Each health benefit planutilizing selective contracting arrangements that provides benefits for formulary drugs

shallalso provide benefits for nonformulary drugs. There shallbe no difference in benefit level between

formulary and nonformulary drugs obtained from out-of-network providers.

The carrier shallestablish an approval process to enable health care providers and covered persons to obtain

coverage of nonformulary drugs at the same levelas formulary drugs where the prescribing health care provider

certifies the medical necessity of thedrug.

o0 Anonformulary drugshallbe considered medically necessary if:

= |tis approved underthe Federal Food, Drugand Cosmetic Act; oritsuse is recognized as being

medically appropriate for the specific treatment for which the drug has been prescribed in one of the
following established reference compendia: The American Hospital Formulary Service Drug
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Information orthe United States Pharmacopoeia—Drug Information, or it is recommended by a clinical
study orreviewarticle in a major peer-reviewed professional journal; and

= The prescribing health care provider states that all formulary drugs used to treat each disease state have
been ineffectivein the treatment of the covered person's disease or condition, orall such drugs have
causedorare reasonably expected to cause adverse or harmful reactions in the covered person.

0 Theapproval process for nonformulary drugs shall provide thatthe carrier respondto the prescribing health
care provider by telephone or other telecommunication device within one businessday of a request for prior
authorization. Failure to respondwithin one business day shall be deemed an approval of the request. Initial
denials shallalso be providedto theprescribing health care providerand covered person in writing within
five business days of receipt of the request for approval of a nonformulary drug, and shallinclude the
clinicalreason forthe denial. Such denials are appealable to the Independent Health Care Appeals Program
in the Departmentof Healthand Senior Services.

The carriershall publish and distribute, at least quarterly, either its current formulary or a list of nonformularies

to network providers. Such list shall clearly indicate whether thedrugs included are formulary or nonformulary.

Alternatively, the carrier may annually distribute new formularies ora list of nonformularies, and quarterly

updates, to network providers. The current formulary or list of nonformulary drugs shall be provided by the

carrierto covered persons upon request.

The contract and evidence of coverage form shall disclose the existence of the drug formulary, describe the

approval process to obtain coverage of nonformulary drugs as formulary drugs and describe the processto

appeal a denial of a request forapproval of a nonformulary drug, including the right to appeal to the Independent

Health Care Appeals Program in the Department of Health and Senior Services. The contractand evidence of

coverage formshallstatethata copy of theformulary will be provided by thecarrierto a covered personupon

request.

Health benefit plans and stand-alone prescription drug plans may provide higher benefits for generic drugs thanfor
brand name drugs provided:

The benefit forboth generic and brand name drugs must result in a cost to the covered person of no more than 50
percentofthe plan's contracted cost of the medication for prescriptiondrugs obtained from network providers. A
deductible does notneedto be considered in calculating the covered person's cost. For prescriptiondrugs
provided by out-of-network providers, coinsurance shall not exceed 50 percent.

If a health benefit planhas a separate deductible for prescription drugs or a stand-alone prescriptiondrugplan
hasa deductible, such deductible shallnot exceed $250.00 per calendar year for generic drugs and $250.00 per
calendaryear fornon-generic drugs.

If a health benefit planora stand-alone prescriptiondrug plan has a benefit maximum for prescriptiondrugs, the
maximum shall be the same for generic andbrand namedrugs.

New Jersey
N.J.A.C.11:24-
18.3

HMOs

Distribution of Formulary:

The HMO shall publish and distribute, atleastquarterly, either its current formulary or a list of nonformularies,
to allnetwork providersin electronic or paper form. Such list shall clearly indicate whether the medications
included are formulary or nonformulary. Alternatively, the HMO may annually distribute new formularies ora
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Effective
1994

list of nonformularies, and quarterly updates, to all network providers. Publication of a currentformulary or list
of nonformularies on the internetshall satisfy the requirements of this subsection.

e Thecurrentformulary or list of nonformulary medications shall be provided by the HMO to covered persons and
contractholders uponrequest.

e Thecontract andevidence of coverage formshall disclose the existence of the formulary, describe theapproval
processto obtain coverage of nonformulary medications as formulary medications and describe the processto
appeala denial of a request forapproval of a nonformulary medication, including the right to appeal to the
Independent Health Care Appeals Program in the Department. The contract and evidence of coverage form shall
state that a copy of the formulary will be provided by the HMO to a covered personand contractholder upon
request.

New Jersey
N.JA.C.11:24-
18.1

Effective
1994

HMOs

Developmentof Formulary:

A formulary provided pursuant to a health benefits plan issued by anHMO shall be developed by a pharmacy and
therapeutics committee composed of health care professionals with recognized knowledge and expertise in clinically
appropriate prescribing, dispensingand monitoring of outpatient drugs ordrug use review, evaluationand
intervention. The membership of the committee shall consist ofatleasttwo-thirds licensed and actively practicing
physicians and pharmacists, and shall consist of atleastone pharmacist. Ifthe HMO contracts with a third party to
develop the fomulary, the HMO shall be responsible for guaranteeing that the third party complies with all
requirements relating to formularies as set forthin this subchapter.

All drugsin a formulary shall be approved under the Federal Food, Drugand Cosmetic Act.

A formularyshallinclude more than one medication usedto treateach covered disease state where more thanone
medication isavailable.

A medication may be excluded froma formulary only if it does not have a significantclinically meaningful
therapeutic advantage in terms of safety, effectiveness or clinical outcome of treatment for the specific conditionfor
which the medication is intended over other medications included in the formulary, and there is a written explanation
of the basisforthe exclusionthat isavailable to providers and covered persons upon request.

New Jersey
N.J.A.C.11:24-
18.2

Effective
1994

HMOs

Nonformulary Medications:

Every health benefits planissued by anHMO that provides benefits for formulary medications shallalso provide
benefits for nonformulary medications. Increased benefits may apply to formulary medications providedthe
difference between the total benefit value of formulary medication coverage andthetotal benefit value of
nonformulary medication coverage does not exceed 30 percent. Compliance with this requirement shall be
demonstrated by submitting to the Department a completed Actuarial Justification of Benefit Differentials form.

The HMO shallestablish anapproval process to enable health care providers and covered persons to obtain coverage
of nonformulary medications at the samelevelas formulary medications where the prescribing health care provider
certifies the medical necessity of the medication.
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A nonformulary medication shall be considered medically necessary if:

e Itisapproved underthe Federal Food, Drugand Cosmetic Act;oritsuse is supported by oneormore citations
included orapprovedforinclusionin the American Hospital Formulary Service Drug Informationor the United
States Pharmacopoeia—Drug Information, or it is recommended by a clinical study or reviewarticle in a major
peer reviewed professional journal; and

e Theprescribinghealth care provider states that all formulary medications used to treata disease state have been
ineffective in the treatmentof the covered person's disease or condition, orall such medications have caused or
are reasonably expected to cause adverse or hammful reactions in the covered person.

The approval process for nonformulary medications shall provide that the HMO approve or deny the request by
communicatingsuchapproval or denial to the prescribing health care provider by telephone or other
telecommunication device within five business days of a requestfor prior authorization. Failure to approveor deny
the request within five business days shallbe deemed anapproval of the request. Initial denials shall also be provided
to the prescribing health care providerand covered person in writing within five business days of receipt of the
request forapproval of a nonformulary medication, and shall include the clinical reason for the denial. Such denials
are appealable to the Independent Health Care Appeals Program in the Department.

The HMO shallfile with the Departmenta report summarizingall formulary appeals and their resolutions for the
precedingyear on forms prescribed by the Department. Such report shall be includedas a separate page with the
HMO'sannual report

New Mexico
N.M.S. A. 1978,
§59A-23-7.13,8
59A-22-49.4,8
59A-47-45.4,& 8§
59A-46-50.4

Effective
2013

Insurers

Prescription Drugs/ Prohibited Formulary Changes/ Notice Requirements:

Anindividualorgroup health insurance policy, health care plan or certificate of healthinsurancethatis delivered,
issued fordelivery orrenewed in this stateand that provides prescription drug benefits categorized or tiered for
purposes of cost-sharing through deductibles or coinsurance obligations shallnot makeany ofthe following changes
to coverage fora prescriptiondrugwithin 120days of any previous change to coverage for thatprescriptiondrug,
unlessa generic version of the prescription drug is available:

o reclassify a drugto a highertier of the formulary;

o reclassify a drugfroma preferred classification to a non-preferred classification, unless that reclassification
resultsin the drugmovingto a lower tier of the formulary;

increase the cost-sharing, copayment, deductible or co-insurance charges fora drug;

remove adrugfromthe fomulary;

establish a prior authorization requirement;

impose ormodifya drug's quantity limit; or

impose a step-therapy restriction.

The insurershall give the affected insured at least 60 days' advance written notice of the impending change whenit is
determinedthatoneof thefollowing modifications willbe made toa formulary:
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reclassification ofa drugto a highertier of the formulary;

reclassification ofa drugfroma preferred classificationto a non-preferred classification, unless that
reclassification resultsin the drugmovingto a lower tier of the formulary;

anincrease in the cost-sharing, copayment, deductible or coinsurance charges fora drug;

removal of a drug from the formulary;

addition of a prior authorization requirement;

imposition or modification of adrug's quantity limit; or

imposition of a step-therapy restriction fora drug.

The insurer mayimmediately and withoutprior noticeremove a drug from the formulary if the drug:
o isdeemedunsafeby thefederalfoodanddrugadministration;or
e hasbeen removed fromthemarket forany reason.

Theinsurershall provideto eachaffected insured the following information in plain language regarding prescription

drugbenefits:

e notice that the insureruses one or more drug formularies;

e anexplanationof whatthe drug formulary is;

e astatement regarding the method the insurer uses todetermine the prescription drugsto be included in or
excludedfromadrugformulary; and

e astatement of how often the insurer reviews the contents of each drug formulary.

New Mexico Insurers Prior Authorization Requirements:
N.M.S. A. 1978, An insurer may automatically deny a covered person's prior authorization requestthat is electronically submittedand
8§59A-22B-5 thatrelatestoa prescriptiondrugthat isnot on the covered person's health benefits plan formulary; provided that the
insurer shallaccompany the denial with a list of alternative drugs thatare onthe covered person's health benefits plan
Effective formulary.
2019
Upon denial of a covered person's prior authorization request based on a finding that a prescriptiondrugisnot on the
covered person's health benefits planformulary, a health insurer shall notify the personof the denialandinclude ina
conspicuous manner information regarding the person's right to initiate a drug formulary exception request andthe
processto file a requestforan exceptionto the denial.
New Mexico Healthinsurers Coverage for Individuals with Diabetes:
N.M.S. A 1978, | and HMOs When new orimproved equipment, appliances, prescriptiondrugs for thetreatment of diabetes, insulin or supplies
859A-46-43& 8 forthe treatmentof diabetes areapproved by the FDA, eachindividual or group HMO contract shall:
59A-22-41 e maintain an adequate formulary to provide these resources to individuals with diabetes; and
e guarantee reimbursement or coverage for the equipment, appliances, prescription drug, insulin or supplies within
Effective the limits of the health care plan, policy or certificate
1998
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New Mexico
N.M.Admin
Code 13.10.13

Effective
1997

Managed health
careplans
(MHCP)

Prescription Drugs:

Every MHCP must allow covered personsto obtain drugs not on the formulary as though the drugwere included in
the formulary, based on thetype of drug, howthe drug is administered, and the medically necessary services, when
the treatment for which thedrugis prescribed isa covered benefit,and whenthe participating provider in
consultation with the MHCP determinesthat:

o theformulary drughasbeenorisreasonably expected to be less effectiveforthe covered person; or

o theformulary drughas causedor is reasonably expected to cause adversereactions in the covered person.

New York
McKinney's
Insurance Law §
4329 & 83242

Effective
01/01/2020

Healthinsurers

Prescription Drug Coverage:

Every health insurerthatissues a contractthatprovides coverage for prescription drugs shall, with respect to the
prescription drug coverage, publish anup-to-date, accurate, and complete list of all covered prescription drugs on its
formularydrug list, including any tiering structure that it has adopted and any restrictions on the manner in which a
prescription drugmay beobtained, in a manner that is easily accessible to insureds and prospective insureds. The
formularydruglist shall clearly identify the preventive prescription drugs thatare available withoutannual
deductibles or coinsurance, including co-payments.

Every contractissued by a health insurer thatprovides coverage for prescriptiondrugs shall include in the contract a
processthatallows aninsured, the insured's designee, or the insured's prescribing health care provider to requesta
formulary exception. With respect tothe process forsucha formulary exception, a corporationshall followthe
process and procedures for utilizationreview and external appeal.

A health insurershallhave a process foraninsured, theinsured's designee, or the insured's prescribing health care
providerto request a standard review that is not based onexigentcircumstances of a formulary exceptionfora
prescription drugthat is not covered by the contract.

A health insurerthat grants an exception based on exigent circumstances shall provide coverage of the non-formulary
prescription drug for the duration of the exigent circumstances.

An externalappeal agent shallmake an external appeal determination. Whenmakinga detemmination, the external
appealagent shall consider whether the formulary prescription drug covered by the corporationwill be orhasbeen
ineffective, would notbe as effectiveas thenon-formulary prescription drug, or would have adverse effects.

If an external appeal agent overturns the corporation's denial of a standard exception request, thenthe corporation
shall provide coverage of thenon-formulary prescription drug for theduration of the prescription, including refills. If
an external appeal agentoverturns the corporation's denial of anexpedited exception request, thenthe corporation
shallprovide coverage of thenon-formulary prescription drug for theduration of the exigent circumstances.

New York

Healthinsurers

Benefits:
Substance abuse disorder
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McKinney's
Insurance Law §
4303,83221,8
3216

Effective
04/03/2020

Every contractthatprovides medical, major medical or similar comprehensive-type coverage and provides coverage
forprescription drugs for medication for the treatmentof a substance use disorder shall include immediate access,
without priorauthorization, to the formulary forms of prescribed medications covered under the contract for the
treatmentof substance usedisorder, includinga prescribed drug or medication associated with the managementof
opioid withdrawal and/or stabilization, except where otherwise prohibited by law. Further, coverage without prior
authorizationshallinclude formulary forms of medication for opioid overdosereversal otherwise covered underthe
contractprescribed ordispensed toanindividual covered by the contract.

Contraceptive Coverage:

Every contractthatprovides medical, major medical, or similar comprehensive type coverage shall provide coverage

forallof the following services and contraceptive methods:

e All FDA-approved contraceptivedrugs, devices, and other products. Thisincludes all FDA-approved over-the
counter contraceptive drugs, devices, and products as prescribed or as otherwise authorized under state or federal
law. The followingapplies to this coverage:

o wherethe FDAhasapproved one ormore therapeutic and pharmaceutical equivalent, as defined by the
FDA, versions of a contraceptive drug, device, or product, a contract isnot requiredto include allsuch
therapeutic and pharmaceutical equivalentversions in its formulary, so longasat least one isincludedand
covered without cost-sharing.

New York
McKinney's
Insurance Law §
4322

HMOs

Standardization of individual enrollee direct payment contracts offered by health maintenance organizations
which provide out-of-plan benefits:

HMOs may provide prescriptiondrugs pursuant to a drug formulary; however, HMOs must implement an appeals
process so that the use of non-formulary prescription drugs may be requested by a physician or other provider.

Effective
04/01/2020
New York Healthinsurers Formulary Exception Process for Medication for the Detoxification or Maintenance Treatmentofa Substance
11 NYCRR52.73 Use Disorder:

Every insurerthat delivers orissues fordelivery in this state an accidentand health insurance policy that provides
Effective hospital, surgical, or medical expense coverageand also provides coverage for medication for the detoxificationor
2018 maintenance treatment of a substance usedisorder shall include in the policy processes that allowaninsured, the

insured's designee, orthe insured's prescribing physician (or other prescriber, as appropriate) to request a formulary
exception andgain access toclinically appropriate medication for the detoxification or maintenance treatment ofa
substance use disorder not otherwise covered by the policy (a request for formulary exception).

Standard formulary exception request

Aninsurershallhave aprocess foran insured, the insured's designee, or the insured's prescribing physician (or other
prescriber) to requesta standard review of a decision thata medication for the detoxification or maintenance
treatmentof a substance use disorder drugis not covered by thepolicy.
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An insurershallmake a determination on a standard exception request and notify the insured or the insured's
designee andtheprescribing physician (or other prescriber, as appropriate) of its coverage determination no later
than 72hours following receipt of the request.

An insurerthat grants a standard exception request shall provide coverage of the non-formulary medication for the
detoxification or maintenancetreatment of a substance usedisorder for the duration of the prescription, including
refills.

Expedited formularyexception request

Aninsurershallhave a process foran insured, the insured's designee, or the insured's prescribing physician (or other
prescriber) to requestanexpedited review of a decision that a medication for the detoxification or maintenance
treatmentof a substance use disorder is not covered by the policy based on exigent circumstances.

Aninsurershallmake a determinationon anexpedited review request based on exigentcircumstances and notify the
insured orthe insured's designee and the prescribing physician (or other prescriber, as appropriate) of its coverage
determination no later than 24 hours following receipt of therequest.

An insurerthat grants an exception based on exigent circumstances shall provide coverage of the non-formulary
medication for the detoxification or maintenance treatmentof a substance use disorder for theduration of the
exigency.

Notice

An insurerthat denies anexception request shall provide written notice of its determinationto the insured or the
insured’s designee andthe prescribing physician (or other prescriber, as appropriate). The written noticeshall be
considereda finaladverse determination. Written notice shallalso include thename or names of clinically
appropriate medications for the detoxification or maintenance treatmentof a substance use disorder covered by the
insurerto treat theinsured.

Externalappeal

Ifaninsurerdeniesa requestforan exception, thenthe insurer shall have a process for theinsured, the insured's
designee, orthe insured's prescribing physician (or other prescriber) to requestthat thedenial of such request be
reviewed by anexternal appeal agent certified by the Superintendent.

An externalappeal agent shallmake a determination onthe external appeal and notify the insurer, the insured or the
insured's designee, andthe prescribing physician (or other prescriber, as appropriate) of its determination no later
than:

e 72hoursfollowingthe agent's receipt of the request, if the original request was a standard exception request; or

e 24 hoursfollowingthe agent's receipt of the request, if the original request was an expedited exception request
and the prescribing physician (or other prescriber) attests that exigent circumstances exist.
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An external appeal agentshall make a determination

When makinga determination, theexternal appeal agent shallalso consider whether the formulary medication for the
detoxification or maintenancetreatment of a substance use disorder covered by theinsurerwill be orhasbeen
ineffective, would notbe as effectiveas thenon-formulary medication for the detoxification or maintenance
treatmentof a substance use disorder, orwould have adverse effects.

If an externalappealagent overturns theinsurer's denial of a standard exception request, thenthe insurer shall
provide coverage of thenon-formulary medication for the detoxification or maintenance treatment of a substance use
disorder for the duration of the prescription, includingrefills. If an external appeal agentoverturns the insurer's denial
of an expedited exceptionrequest, thenthe insurer shall provide coverage of the non-formulary medicationfor the
detoxification or maintenancetreatment of a substance usedisorder for the duration of the exige.

New York
11NYCRR52.74

Effective
01/01/2020

Healthinsurers

Coverage of Contraceptive Drugs, Devices, or Products:

Every policy thatprovides medical, major medical, or similar comprehensivetype coverage shall provide coverage
forallFDA-approved contraceptive drugs, devices, and other products. Where the FDA has approved one or more
therapeutic and pharmaceutical equivalent, as defined by the FDA, versions ofa contraceptivedrug, device, or
product, aninsurershallnot be required to includeall such therapeutic and pharmaceutical equivalent versions in its
formulary,aslongasat least one isincluded and covered without cost-sharing. I f the covered contraceptive drug,
device, orproductisnot available oris deemed medically inadvisable, aninsurer shall provide coverage foran
alternate therapeutic and pharmaceutical equivalent version of the contraceptive drug, device, or product without
cost-sharing.

North Carolina
N.C.G.S.A.§58-
3-221

Effective
10/01/2020

Insurers

Accessto Nonformulary and Restricted Access Prescription Drugs:

Ifaninsurer (i) maintains one ormoreclosed formularies for or restricts access to covered prescription drugs or

devicesor (ii) requiresan enrollee in a planwith an openorclosed formulary to usea prescription drugor sequence

of prescriptiondrugs, other than thedrugthe enrollee's health care provider recommends, beforethe insurer provides
coverage fortherecommended prescriptiondrug, thentheinsurer shalldo all of the following:

e Develop the formularies or protocols and any restrictions onaccess to covered prescription drugs or devices in
consultationwith and with theapproval of a phamacy and therapeutics committee.

e Makeavailable to participating providers, pharmacists, and enrollees the complete drugs or devices formulary or
formularies maintained by theinsurerincludinga list of the devices and prescriptiondrugs on the fomulary by
majortherapeutic category that specifies whethera particulardrugor deviceis preferred over other drugs or
devices, aswellasany utilization management program indicators.

e Updateprotocols basedon a review of newevidence, research, and newly developed treatments.

e Aninsurer,or a pharmacy benefits manager under contract with aninsurer, shall require thatits pharmacy and
therapeutics committeeeither meetthe requirements for conflict of interest set by the Center for Medicare and
Medicaid Services or meet the accreditation standards of the National Committee for Quality Assuranceor
another independent accrediting organization.
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Aninsurermay not void a contractorrefuse torenewa contractbetweentheinsureranda prescribing provider
because the prescribing provider has prescribed a medically necessary and appropriate nonformulary or restricted
accessdrugordeviceas providedin this section.

Exception Process:

Each insurershall establish and maintain an expeditious process or procedure, published on either the insurer's Web
site or in policies providedto health care providers, thatallows anenrollee or the enrollee's prescribing provider
actingon behalf of the enrollee to obtain, without penalty oradditional cost-sharing beyondthatprovided for in the
health benefit plan, coverage fora specific nonformulary drug or device or the drug requested by the prescribing
provider, if itis determinedto be medically necessary andappropriate by theenrollee's prescribing provider and the
prescription drugis covered under the current health benefit plan.

Aninsurershallgrant an exceptionrequest if the prescribing provider's submitted justification and supporting clinical
documentationare sufficientto demonstrateany of thefollowing:

The enrollee hastried the alternatedrug or drugs while covered by the current or the previous health benefit
plan.

The formulary oralternatedrug ordrugs has beenineffective in the treatment of theenrollee's disease or
condition.

The formulary oralternatedrugordrugs causes or is reasonably expected by the prescribing provider to cause a
harmful oradverse clinical reaction in the enrollee.

Either (i) the drugis prescribed in accordance with any applicable clinical protocol of theinsurer for the
prescribing of the drugor (i) the drughas beenapproved asanexceptionto theclinical protocol pursuantto the
insurer's exception procedure.

Theenrollee's prescribing provider certifies in writing that the enrollee has previously used an alternative
nonrestrictedaccess drugordevice andthealternativedrug or device has beendetrimental to the enrollee's
health or has been ineffective in treating the same conditionand, in the opinion ofthe prescribing health care
provider, is likely to be detrimental to the enrollee's health or ineffective in treating the condition again.
Nothingin this section shall preclude aninsurer from requiring prior authorization for the coverage of a
prescribed drugthat was covered by theenrollee's previous health benefit plan.

Pharmaceutical drug samples or patientincentive programs, including coupons or debit cards, shallnot be considered
trialand failure of a preferred prescriptiondrug in lieu of trying the formulary-preferred prescription drug.

Exceptionprocess requirements:

The insurer, healthbenefit plan, or utilization review organization may request relevantdocumentation fromthe
patientor health care provider to support the exceptionrequest. Relevantinformationincludes the results of any
patientexamination, clinical evaluation, or second opinion that may be required.

A licensed physician or licensed pharmacist shall evaluate the clinical appropriateness of the exception request.
Fornonurgentexception requests fora prospective or concurrentreview:
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o0 Theinsurershallcommunicate tothe enrollee’s health care provider if additional informationis required
within 72 hours afterthe insurer receives theexception request.

o0 Theinsurershallcommunicate an exception requestdetermination to theenrollee's providers within 72
hoursafterreceivingallrelevant information.

e Inthecaseofanurgentreview:

0 Theinsurershallcommunicate tothe enrollee's health care provider if additional informationis required
within 24 hoursafterthe insurer receives theexception request.

0 Theinsurershallcommunicate an exception request determinationto theenrollee's providers within 24
hoursafter receivingall relevant information.

Oklahoma
36 Okl.St.Ann. §
6964

Healthinsurers

Formularyto Identify Drugs That Offer Greatest Value:
A health insurer's P&T committee shall establish a formulary, which shallbe a list of prescriptiondrugs, both generic
and brand name, used by practitioners to identify drugs that offer the greatest overall value.

Effective A health insurershall prohibit conflicts of interest for members of the P&T committee.

2019 e Aperson maynotserve ona P&T committeeif the personis currently employed or was employed within the
precedingyear by a pharmaceutical manufacturer, developer, labeler, wholesaler or distributor.

e Ahealth insurershallrequire any member of the P&T committeeto disclose any compensation or funding from

a pharmaceutical manufacturer, developer, labeler, wholesaler or distributor. Such P& T committee member shall
be recused fromvotingon any product manufactured or sold by such pharmaceutical manufacturer, developer,
labeler, wholesaler ordistributor.

Oklahoma Health benefit Notification of Deletions in Prescription Coverage:

36 OkI.St.Ann. §
6850.1

plans

Any healthbenefit plan that provides prescription drug coverage or contracts with a third-party for prescription drug
services shallnotifyanenrollee presently takinga prescription drug of any deletions, other than generic substitutions,
in the health benefit plan's prescriptiondrug formulary. Such notificationshallbe madein writing, orelectronically

Effective upon requestof theenrollee, at least 60 days prior.
2013
Oregon Insurers Insurer Offering Health Benefit Plan/ Requirements:
O.RS.8§ All insurers offeringa health benefit planin this state shall establish procedures, in accordance with requirements
743B.250 adopted by the department, for making coverage determinations and resolving grievances that provide for:

e At leastone but not more thantwo levels of internal appeal for group health benefit plansand one level of
Effective internalappeal for individual health benefit plans and for any denial of an exceptionto a prescription drug
2017 formulary. If an insurer provides:

0 Two levelsofinternalappeal, a personwho was involved in the consideration of the initial denial or the first
level of internalappeal may not be involved in the second level of internalappeal; and

o Nomorethan one level of internalappeal, a personwho wasinvolved in the consideration of the initial
denialmaynotbe involvedin the internal appeal.
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Oregon
OAR836-053-
1020

Effective
2016

Insurers

Drug Formularies:

An insurerthat uses an openformulary must havea written procedure that includes the written criteria or explains the
review process established by theinsurer for determiningwhen an item will be limited orexcluded pursuant to the
insurer's policy regarding medical appropriateness.

An insurerthat uses a closed formulary must have a written procedure statingthatFDA approved prescriptiondrug
productsare coveredonly if theyarelisted in the formulary. The procedure mustalsodescribehowtheinsurer
determines the contentof the closed formulary and howthe insurer determines the application of a medical
exception. Theproceduremust describe how a provider may requestinclusion of a new item in the closed formulary
and must ensurethatthe insurer will issue a timely written responseto a provider makingsucha request.

Aninsurerthat usesamandatory closed formulary must havea written procedure stating that FDA approved
prescription drug productsarecovered only if they are listed in the formulary andthat noexceptionisallowed. The
procedure must describehowthe insurer determines the contentof the mandatory closed formulary. The procedure
must also describehowa provider may requestinclusionof a newitem in the formulary and must ensure thatthe
insurerwill issue a timely written response to a provider makingsucha request.

An insurer must furnish a copy of theprocedures it has adopted under this rule to a provider with authority to
prescribe drugs and medications, upon therequestof theprovider.

A formulary must comply with the requirements of 45 CFR 156.122 and includethe greater of:
e Atleastonedruginevery United States Pharmacopeia therapeutic category and class; or

e Thesamenumberof drugs in each United States Pharmacopeia category and class as the prescription drug
benefit of the plan.

Aninsurerthatissuesa smallgroup or individual health benefit plan formulary that does not comply with this rule
must file with the Director of the Department of Consumer and Business Services theform entitled “Formulary-
Inadequate Category/Class CountJustification” as set forth on the website of the Departmentof Consumerand
Business Services atwww.insurance.oregon.gov. The director, in the director's discretion, may consider approval of
a formulary that does not meetthe requirements of this rule if:
e Drugs in a categoryor class have been discontinued by the manufacturer;
e Drugsin a categoryorclass have been deemed unsafeby the FDA or removed from marketby the manufacturer
due to safety concerns;
e Drugs in a category of class have a Drug Efficacy Study Implementation classification;
Drugs in a category or class have become available as generics; or
Drugs in a categoryorclassare provided in a medical settingand are covered under the medical provisions of
the plan.
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Aninsurerthatissuesa smallgroup orindividual health benefit plan formulary does not comply with the
nondiscrimination requirements of OAR 836-053-0012 if most oralldrugs to treat a specific conditionare placedin
the highest cost tier.

A health benefit plan providing essential health benefits must have procedures in place that allowan enrollee to
request and gain access to clinically appropriate prescription drugs notcovered by the health plan.

Oregon Insurers Oregon Standard Bronzeand Silver Health Benefit Plans:

OAR 836-053- Insurers must submit the formulary drug list for reviewand approval. The formulary drug list must comply with

0013 filing requirements posted on the Department of Consumer and Business Services website.

Effective

2016

Oregon Healthinsurers General Requirements for Coverage of Mental or Nervous Conditions and Chemical Dependency:

OAR 836-053- The following standards apply in determining whether coverage for expenses arising from treatment for chemical

1405 dependency, includingalcoholism, and for mental or nervous conditions is provided at thesamelevelas, and subject
to limitations no more restrictive than, thoseimposed on coverage or reimbursementof expenses arising from

Effective treatmentfor other medical conditions:

2016 e Classification of prescriptiondrugs into open, closed, or tiered drug benefit formularies, for drugs intended to

treat mental or nervous conditions and chemical dependency, including alcoholism, mustbe by the same process
asdrugselection for formulary status applied for drugs intended to treat other medical conditions, regardless of
whethersuchdrugsare intended to treat mental or nervous conditions, chemical dependency, including
alcoholism, or other medical conditions.

Pennsylvania
28 Pa.Code§
9.673

Effective
2001

Managed care
organizations

Plan Provision of Prescription Drug Benefits to Enrollees:

An enrollee, a prospectiveenrollee, or health care provider may makea writtenor verbal inquiry toa plan asking
whethera specific drugis on the plan's formulary. The plan shall respond in writing to the request within 30days
from the date of its receipt of therequest. If thedrugthatis the subject ofthe inquiry is not on the plan's formulary,
the plan'sresponse shallinclude a listing of the drugs in the same class that are on theformulary or instruct the
enrollee howto access theformulary.

A plan utilizinga drug formulary shall have a written policy thatincludes an exception process by which a health
care provider may prescribe and obtain coverage for the enrollee for specific drugs, drugs used for an off-label
purpose, biologicals and medications not included in the formulary for prescription drugs or biologicals whenthe
formulary's equivalenthas been ineffectivein the treatment of the enrollee's disease or if the drug causes or is
reasonably expected to cause adverse or harmful reactions to the enrollee. The following standards apply when an
exception is sought:
e Exception requests are to be considered requests for prospective UR decisions and shall be processed within 2-
business days.
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o [ftheexception isgranted, the plan shall provide coverage in the amount disclosed by the planforthe
nonformulary alternative.

e Aletterdenyingthe request shallinclude the basis and clinical rationale for the denialand instructions on howto
file a complaint ora grievance.

The plan shalldistributeits policy and process to each participating health care provider who prescribes. Aplan shall
provide a description of the process to be usedto obtain coverage of a drugthat isan exception to the formulary to an
enrollee or prospective enrollee uponrequest. If a drug, class of drugs or drugs used to treata specific conditionare
specifically excluded from coverage in the enrollee contract, appeals for coverage of specific exclusions shall be
considered complaints. If nospecific exclusionexists, the appeal of a denial of a physician's request for an exception
to the formulary based on medical necessity and appropriateness, shall be consideredto be a grievance.

A plan shallprovide at least 30 days notice of formulary changes to health care providers, except whenthe change is
due to approval or withdrawal of approval of the Foodand Drug Administration ofa drug.

Rhode Island Insurers
Gen.Laws 1956,
§27-41-51,827-
19-42,827-20.1-
15,827-20-37,
& §27-18-50

Effective
2017

Drug Coverage:

Any insurerthatutilizes a formulary of medications for which coverage is provided underan individual or group-
plan, master contract shall require any physicianor other person authorized by the department of healthto prescribe
medication to prescribe from theformulary. A physician or other personauthorized by the department of healthto
prescribe medication shall be allowed to prescribe medications previously on, ornot on, the insurer’s formulary if he
or she believes thatthe prescriptionof non-formulary medication is medically necessary. An insurer shall be required
to provide coverage fora non-formulary medication only whenthe non-formulary medication meets the insurer's
medical-exception criteria for the coverage of that medication.

An insurer's medical-exception criteria for the coverage of non-formulary medications shall be developed in
accordancewith § 23-17.13-3(c)(3).

Prior to removinga prescription drug from its plan's formulary or makingany change in the preferred or tiered, cost-
sharingstatus ofa covered prescriptiondrug, aninsurer must provide at least 30 days' notice to authorized
prescribers by established communication methods of policy and program updates and by updating available
references on web-based publications. Alladversely affected members must be providedat least 30 days' notice prior
to the datesuch change becomes effective by a directnotification:
e Thewritten orelectronic notice mustcontain thefollowing information:
0 Thename ofthe affected prescriptiondrug;
0 Whetherthe planisremovingthe prescriptiondrugfromthe formulary, or changing its preferred or tiered,
cost-sharing status; and
0 Themeansbywhich subscribers may obtain a coverage determination or medical exception, in the case of
drugs that will require prior authorization or are formulary exclusions respectively.
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e Aninsurermay immediately remove from its plan formularies covered prescription drugs deemed unsafe by the
insurerorthe FDA, or removed from the market by their manufacturer, without meeting the requirements of this

section.
Rhode Island Healthcareentity | Certification of Network Plans:
Gen.Laws 1956, The commissioner shall establish standards and procedures for the certification of network plans thathave
§27-18.8-3 demonstrated the ability to ensure thathealth care services will be provided in a manner to ensure availability and
accessibility, adequate personneland facilities, and continuity of service, and have demonstrated arrangements for
Effective ongoing quality-assurance programs regarding care processes and outcomes. These standards shall consist of, but are
2018 not limited to, the following:

e Astoeach network plan, a health care entity must maintain a process, policies, and procedures for the
modification of formularies to include notices to beneficiaries and providers when formularies change in
accordancewith allstateandfederal laws.

Rhode Island Healthinsurers Internal Appeal Requirements:
Gen.Laws 1956, Forthe appeal of anadverse benefit determination decision thata drugis not covered, the reviewagentshall
§27-18.9-7& complete theinternal-appeal determination and notify the claimant of its determination:
230-RICR-20- e No laterthan72 hours following receipt of the appeal request; or
30-14.7 e No laterthan24 hours following the receiptof the appeal request in cases where the beneficiary is suffering
from a health conditionthat may seriously jeopardize thebeneficiary's life, health, orability to regain maximum
Effective function orwhen anbeneficiary is undergoinga currentcourse of treatmentusinga non-formulary drug.
2018 e Andifapprovedon appeal, coverage of the non-formulary drug mustbe provided for the duration ofthe
prescription, including refills unless expedited then forthe duration of the exigency.
Rhode Island Healthinsurers External Appeal Requirements:
Gen.Laws 1956, Foran externalappeal of aninternalappeal decision that adrugis not covered, the IRO shallcompletethe external
§27-18.9-8& appeal determination and notify the claimant of its determination:
230-RICR-20- e No laterthan72 hours following receipt of the external appeal request; or
30-14.8 e No laterthan24 hours following the receiptof the external appeal request if the original request wasan
) expedited request;and
Effective e Ifapprovedon externalappeal, coverage of thenon-formulary drug must be provided fortheduration of the
2018 prescription, including refills, unless expedited then for the duration of theexigencies.
Rhode Island Healthinsurers Network Plan General Requirements:
230-RICR- 20- Foreach network plan, health care entities must evidence to the Office itsadherence to the following formulary
30-9.6 requirements:
e Network plan providers shallhaveinputto formulary development;
Effective
2018
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e  Prior to makingany formulary changes for a network plan, a health care entity must provide atleast30 calendar
daysdirect noticeto prescribers of the affected medications and adversely affected beneficiaries must be given at
least 30 calendar days direct notice prior to effective date of change;

All formulary change notifications to beneficiaries must include the following:

The familiar name of the medication(s);

A description ofthe change beingmade in easy tounderstand language; and

An explanation ofthe formulary exception process in easy to understand language.

Tennessee Managed health | Pharmacy and Pharmacy Access:

T.C.A.856-7- | insuranceissuer | Ifamanagedhealthinsurance issuerorhealth insurance issuer revises its drug formulary to removea drugfroma

2359 or health previously approved formulary, the health insurance issuer or managed health insurance issuer shallallow a

insurance issuer | subscriberorenrollee anopportunity to file a grievance relativeto the decisionto remove thedrug. The grievance

Effective must be filed within 60 days after notificationto the provider thatthe drugis being removed. I the grievance is filed

2016 with a managed healthinsurance issuer or health insurance issuer within ten days after the subscriber orenrollee
knows orshould haveknown that the drug is being removed, the subscriber or enrollee may continue to receive the
drugthatis being removed from the formulary untilthe managed healthinsuranceissuer or healthinsurance issuer
completesthegrievance process. Thissubsectionshallnotapply to any drugremoved froma previously approved
formularywhenthe reasonfor the removal is due to patientcare concerns or other potentially detrimental effects of
the drug.

Tennessee PBMs Advance Notice Required of Material Changes to Certain Contract Terms:

T.C.A.§56-7- A covered entity or pharmacy benefits manager shall disclose to a pharmacy or pharmacist in its network, at least 30

3117 days before the datethe change becomes effective, any material change to a contract provision that affects the terms
of reimbursement, the process for verifying benefits and eligibility, the dispute resolution procedure, the procedure

Effective forverifyingdrugsincluded in the formulary, andthe procedure for contract termination. Nothing in this section

2019 prohibitsa covered entity or pharmacy benefits manager from taking action without notice againsta pharmacy or
pharmacist in its network fora fraudulent claim or service.

Texas Insurance issuers | Prescription Drug Formulary Coverage and Disclosure Requirements:

28TACS Nonformulary Prescription Drugs/ Adverse Determination

21.3020; If the issuer of a health benefit plan, its delegated entity, or itsemployees or agents refuses to provide coverage fora

21.3022; prescription drugthat is not includedin a drug formulary, and the enrollee's physician or other health care provider

21.3023; with prescriptive authority has determined the prescriptiondrugis medically necessary to treat a condition covered

21.3030; by the enrollee's health benefit plan, therefusal to provide coverage for the prescription drug constitutes anadverse

21.3031; determination. An enrollee may appeal the adverse determination, and the issuer of the health benefit plan, andits

21.3032; & employees oragents, must reviewandresolvethe appeal.

21.3033
Availability of Formulary Information

Effective e Anissuer of a health benefit plan, or its delegated entity, thatcovers prescription drugsand uses one or more

2019 drugformularies mustprovide disclosures in plain language. The plain languagedisclosure must be in the
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coverage documentation providedto eachenrollee and include the address and telephone number where the
enrollee may contactthe issuer ofthe health benefit plan, orits delegated entity, to determineif a specific
prescription drugison the formulary.

An issuer of an individual health benefit planmust allowa current or prospective enrollee to obtain a paper copy
of the formulary information by calling the toll-free number listed on the summary health plandocument.
Anissuer mayelect to exclude the plan-level cost-sharing information from the paper format if the document
providesa toll-free number through whicha currentor prospective enrollee may obtain formulary information
including the plan-specific cost-sharing information forany formulary drug.

Formulary Information Website

An issuer of an individual health benefit planmust display the formulary information on a website that is
publicly accessible to enrollees, prospective enrollees, and others without requiring the use of paid software, a
password, user name, or personally identifiable information.
Each summary health plandocumentmust include a direct electronic link to the website thatcontains the
formulary information. The direct electronic link must deliver the user directly to the formulary information
associated with the health benefit plan described by the health plan document, without requiring additional
navigationoruserinput.
As an alternative to displaying specific costsharing informationalongside the formulary information onthe
website, an individual health benefit planissuer may elect to make plan-specific cost-sharing information
available througha web-basedtool. A direct electronic link to the web-based tool must be included oneach page
of the formulary disclosure that lists eachdrug. The purpose of this alternative method is to encouragethe
provision of themost timely andaccurate drug price information. In order to qualify for this alternative method,
a web-basedtool must:
0 bepublicly accessible to enrollees, prospective enrollees, and others withoutrequiring the use of paid
software orthe necessity of a password, user name, or personally identifiable information;
o allowconsumersto electronically search formulary information by the name under which the health benefit
planismarketed;
0 include the following plan-specific cost-sharing information for each drug:
= whetherthe drugissubject to a pharmacy or medical deductible and where the deductible may be
found;
= thefullprice of the drug, based onthe plan's median allowed amount or the actual cost forthe drug
using the most up-to-date data available, anda statement as to whether the price isbased on the median
or the actual cost;
= thecost-sharingamountthe enrollee will owe foreachdrugunderthepharmacy or medical benefitin a
retail, mailorder, or physician- or practitioner-administered setting, if applicable, excludingany
deductible requirement, includingas applicable:
e thedollaramountof a copayment; and
e foradrugsubjectto coinsurance, the dollaramount of cost sharing the enrollee will owe,
calculated based on thefull price of the drugandthe cost-sharing parameters under the enrollee’s
health benefit planforthetier under which the drugis assigned; and
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e include, prominently displayed on theweb page under the header "Formulary by Health Benefit
Plan,"a direct electronic link to a chartthatdisplays each formulary thatapplies to
each individual health benefit planissued by theissuerand includes a direct electronic link to the
Summary of Benefits and Coverage and formulary document for each healthplanlisted. This chart
may be limited to health benefit plans beingsold in the market in which the applicable health
benefit planisissued.

FormularyDisclosure Requirements for Individual Health BenefitPlans

The formulary information mustinclude each prescriptiondrug covered underthe planthatis dispensedin a
network pharmacy oradministered by a physicianor health care providerand clearly differentiate between drugs
covered underthe plan's pharmacy benefits and medical benefits. Information pertaining to drugs covered under
the plan's medical benefits may be provided asanaddendum or link to the formulary and mustincludeeach
parameter that isapplicable.
The formulary information mustinclude the following coverage information foreachdrug:
0 anexplanationof coverage under the health benefit plan;
o anindicationof whetherthedrugis preferred, if applicable, undertheplan;
o adisclosure of anypriorauthorization, step therapy, or other protocol requirement; and
o thespecifictierthe drugfalls under, if the plan usesa multitier formulary.
The formulary information mustinclude the following plan-specific cost-sharing information for each drug:
0 whetherthe drugissubject to a pharmacy or medical deductible and where thedeductible may be found;
0 thecost-sharingamountforeachdrugunderthe pharmacy or medical benefit, in a retail, mail order, or
physician- or practitioner-administered setting, if applicable, excludingany deductible requirement,
including, asapplicable:
= thedollaramountof a copayment; and
= foradrugsubjectto coinsurance:
e anenrollee's cost-sharingamountstated in dollars; or
e acost-sharingrange denotedas follows:
o under$100 $;
o $100-$250 $3;
0 $251-$500  $3%;
0 $501-$1,000 $$$3;0r
o over$1,000 $3$$3;
Cost-sharingamountsmust reflect the cost tothe consumer, rounded to the next highest dollaramount, fora
month-long supply unless otherwise noted. Cost-sharing informationreflecting the cost for a differentduration
supply should indicate the applicable duration. The cost-sharingamount for a given drug must be calculated
based onthe plan's medianallowed amount or the actual cost for the drug, using the most up-to-date data
available andthe cost-sharing parameters under the enrollee's health benefit plan for the tier under which the
drugis assigned. Theinformation must include whether the cost-sharingamountis based onthe medianorthe
actual cost.
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e Anyformulary information presented using abbreviations must providea legend on each page explaining the
meaning of each abbreviation used, including the dollaramounts that correspond tothe cost-sharing range.

Comparison Shopping

The formulary disclosurerequirements for individual health benefit plans must include a summary titled "Summary
of Formulary Benefits" thatincludes this statement: "The informationin thisdocument is designed to helpyou
understandthe prescription drug benefits offered under this plan and to compare these benefits to those offered by
otherplans. Information contained in this summary is designed to help you compare both the value and scope of

formulary benefits." The summary must also include, in the following order:

Underthe header, "Howto Find Information onthe Cost of Prescription Drugs," a descriptionofhowa
consumer may use the plan's summary health plan document, formulary information, and web-basedtool, if
applicable, to determine the costsharing they may owe, and an explanation that cost-sharing information reflects
a consumer's share of the costexcludingany deductible requirement, calculated usingan estimate of thefull
price of the drug, which is based on the plan's median or the actual cost allowedamount ata given point in time.
Underthe header, "Formulary by Health Benefit Plan," a chart that displays each formulary that appliesto

each individual health benefit planissued by theissuerand includes a direct electronic link to the Summary of

Benefitsand Coverage foreach individual healthplan listed. This chart may be limited to individual health

benefit plans beingsold in the marketin which the applicable health benefit plan is issued.

Underthe header, "Drugs by Cost-Sharing Tier," if the drug formulary isa multitier formulary, a summary that

displaysthepercentof drugsin each cost-sharing tier foralldrugs in the formulary.

Underthe header, "How Prescription Drugs are Covered under the Plan™:

0 Undera section titled, "Formulary Composition,” anexplanation of the method the issuer uses to determine
the prescriptiondrugs to be included in orexcluded from the formulary, an explanation of whether the
formularyis open orclosed, anda statement of how often the issuer reviews the contents of the formulary.

0 Undera section titled, "Right to Appeal,” an explanationthat if a drugis not covered under the formulary,
but the enrollee’s physician has determined that thedrugis medically necessary, the consumer has theright
to appeal. Astatement of how costsharingwill be determined for drugs coveredas a result of a successful
appeal.

0 Undera section titled, "Continuation of Coverage," an explanation of a consumer's right to continued
coverage fora prescriptiondrugat the coverage levelor tierat which the drugwas covered at the beginning
of the plan year, untilthe enrollee's planrenewal date.

0 Undera section titled, "Off-Label Drug Use," an explanation of how formulary drugs are covered under the
plan,includinganexplanation of coverage for off-label drug use.

0 Undera section titled, "Cost Sharing," an explanation of how cost sharing is determined undertheplan,
includingwhethera deductible applies to prescription drug coverage; how costsharing for prescription
drugs counts towards the plan's deductible; how drugs are categorized intoeach of theformulary tiers or
cost-sharing levels, whether thedrug formulary isa multitier formulary; the difference between preferred
and nonpreferred drugs, if applicable; the difference in coverage fordrugs dispensed from in-networkand
out-of-network pharmacies; andthe difference in coverage for drugs dispensed in a retail pharmacyand a
mail-order pharmacy, if applicable.
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0 Undera section titled, "Medical Management Requirements," an explanation of each type of medical
management requirementused by the individual health benefit plan, including prior authorization, step
therapy, or other protocol requirements thatlimit access to prescription drugs, as applicable.

e Formulary informationmustincludethe summary information beginning on the first page of the formulary
documentunderthetitle, "Summary of Formulary Benefits."

Texas

V.T.CA,,
Insurance Code §
1369.079

Effective
2017

Health benefit
plans

FormularyDisclosure Requirements:

The commissioner shalldevelopandadoptby rule requirements to promote consistency and clarity in the disclosure
of formularies to facilitate comparison shopping among individual health benefit plans.

The requirements mustapply to each prescriptiondrug:
e included ina formulary anddispensedin a network pharmacy; or

e covered underanindividual health benefit planand typically administered by a physicianorhealthcare
provider.

The formulary disclosures must:

e Dbeelectronically searchable by drugname;

e includeforeach drugthe information required below in order;and

e indicate each formulary that applies to eachindividual health benefit planissued by theissuer.

The formulary disclosures must include foreachdrug:

e thecost-sharingamountforeachdrug, includingasapplicable:
0 thedollaramountof a copayment; or
o foradrugsubjectto coinsurance:

= anenrollee's cost-sharingamountstated in dollars; or

= acost-sharingrange, denoted as follows:
e under$100 $;
e $100-$250 $3;
o $251-$500  $$%;
e $501-$1,000 $$$$;0r
e over$1,000 $$$$$;

a disclosure of priorauthorization, step therapy, or other protocol requirements for each drug;

o if theindividual health benefit planuses a tier-based formulary, the specific tier foreachdrug listed in the
formulary;

e adescriptionof how prescriptiondrugs will specifically be included in orexcluded from the deductible,
includinga description of out-of-pocket costsfora prescription drug that may notapply to thedeductible;
identification of preferred formulary drugs; and
an explanationof coverage of each formulary drug.
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The commissioner by rule may allowanalternative method of making disclosures required relating to cost-sharing

through a web-based tool that must:

e bepublicly accessible to enrollees, prospective enrollees, and others without necessity of providinga password,
a username, or personally identifiable information;

e allowconsumersto electronically search formulary information by the name under which the individual health
benefit planis marketed; and

e heaccessible through a direct link thatis displayed on each page of the formulary disclosure that lists eachdrug.

Texas Healthinsurance | Notice and Disclosure of Certain Information Required:
V.T.CA, issuer Anissuer of a health benefit planthat covers prescriptiondrugs and uses oneor more drug formularies to specify the
Insurance Code 8 prescription drugs covered under theplanshall:
1369.054 e provide in plain language in the coverage documentation provided to each enrollee:
0 notice that the plan uses oneor more drug formularies;
Effective 0 anexplanationof whata drugformularyis;
2011 0 astatement regardingthe method the issuer uses to determine the prescriptiondrugs to be includedin or
excludedfromadrugformulary;
0 astatement of howoften the issuer reviews the contents ofeachdrug formulary; and
0 notice thatanenrollee may contact the issuerto determinewhether a specific drugis included in a particular
drugformulary;
e disclosetoanindividual on request, not later thanthethird business day after the date of the request, whethera
specificdrugisincluded in a particular drug formulary; and
e notify anenrollee andany other individual who requests informationunder this sectionthatthe inclusion ofa
drugin a drugformulary does not guarantee thatanenrollee's health care provider will prescribe thatdrug fora
particular medical condition or mental illness.
Texas Healthinsurance | FormularyInformationon Internet Website:
VT.CA, issuer e Ahealth benefit planissuershalldisplay ona public Internetwebsite maintained by theissuer formulary
Insurance Code § informationforeach ofthe issuer's individual health benefit plans as required by the commissioner by rule.
1369.078 e Adirectelectronic link to the formulary information must be displayed in a conspicuous manner in the electronic
summary of benefits and coverage of each individual health benefit plan issued by the health benefit planissuer
Effective on the health benefit planissuer's Internet website. The information mustbe publicly accessible to enrollees,
2017 prospective enrollees, and others without necessity of providinga password, a user name, or personally
identifiable information.
Texas Healthinsurance | Continuationof Coverage Required:
V.T.CA, issuer An issuer of a health benefit planthat covers prescriptiondrugs shall offerto eachenrollee at the contracted benefit
Insurance Code 8 leveland untilthe enrollee's planrenewal date any prescription drug that was approved or covered under the plan for
1369.055 a medical condition or mentalillness, regardless of whether the drughas beenremoved from the health benefit plan's

drugformulary before the planrenewal date.
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Effective

2017

Utah Insurers Health Care Preauthorization Requirements:

U.C.A. 19538 An insurerthat removesa drugfromthe insurer's formulary shall:

31A-22-650 e Permitanenrollee,an enrollee's designee, oran enrollee's network provider to request an exemption from the
change tothe formulary forthe purpose of providing the patientwith continuity of care; and

Effective Havea process to review and make a decision regardingan exemption request.

01/01/2020 If an insurer makes a changeto the formulary fora drugin the middle of a planyear, theinsurer may not
implement the changes foranenrollee thatis on an active course of treatment for the drugunless the insurer
providesthe enrollee with notice atleast 30 days before the day on which the change is implemented.

Vermont Healthinsurers Online Posting Requirements:

Vt.Admin. Code e HealthInsurers mustposttheir prescription drug formularies online.

4-3-57:4 e HealthInsurers mustupdate the posted formularies at least quarterly.

) e Posted formularies must be searchable by enrollees, potential enrollees, and health care providers.

Effective e Posted formularies must include information about covered prescription drugs, applicable cost-sharingamounts,

2016 drugtiers, and any requirements for prior authorization, step therapy or other utilization management.

e Each Health Insurer shall post cost sharingamounts thatare specific to each ofthequalified plans thatare
certified by DVHA. The healthinsurer may provide a narrative explanation of any additional impacts on cost
sharingsuch as, but limitedto, choice of deductibles, federal or state costsharing reduction programs or federal
cost sharing programs for Native Americans.

e Each Health Insurershall post cost sharing by dosage and strength.

e Each Health Insurershall display online cost sharingamounts for each individual drugand in the aggregate for
all drugsthatanindividual is searching.

Virginia Insurers, Prescription Drug Formularies:

VA Code Ann.§
38.2-3407.9:01

Effective
2014

corporations, &
HMOs

Each (i) insurer proposingto issue individual or group accidentand sickness insurance policies providing hospital,
medicaland surgical or major medical coverage on an expense-incurred basis, (i) corporation providing individual
or group accident and sickness subscription contracts, and (iii) HMO providing a health care planforhealth care
services, whose policy, contractor plan, includingany certificate or evidence of coverage issued in connection with
such policy, contract or plan, includes coverage for prescription drugs on an outpatientbasis may apply a formulary
to the prescriptiondrug benefits provided by theinsurer, corporation,or HMO if the formulary is developed,
reviewed at leastannually, and updatedas necessary in consultation with and with the approval of a pharmacyand
therapeutics committee, a majority of whose members are actively practicing licensed phamacists, physiciansand
other licensed health careproviders.

If aninsurer, corporation,or HMO on maintains one or more closed drug formularies, eachinsurer, corporation, or
HMOshall:
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Make available to participating providers and phammacists and to any nonpreferred or nonparticipating
pharmacists, thecomplete, current drug formulary or formularies, or any updates thereto, maintained by the
insurer, corporation, or HMO, includinga list of the prescription drugs onthe formulary by major therapeutic
category that specifies whethera particular prescription drugis preferred over otherdrugs;

Establish a processto allowanenrollee to obtain, without additional cost-sharing beyond that provided for
formulary prescriptiondrugs in the enrollee's covered benefits, a specific, medically necessary nonformulary
prescription drug if the formulary drugis determined by the insurer, corporation, or HMO, after reasonable
investigation and consultation with the prescribing physician, to be aninappropriate therapy for the medical
conditionof theenrollee. The insurer, corporationor HMO shallacton such requests within onebusiness day of
receipt of the request; and

Establish a processto allowanenrollee to obtain, without additional cost-sharing beyond that provided for
formulary prescriptiondrugs in the enrollee's covered benefits, a specific, medically necessary nonformulary
prescription drugwhen theenrollee has beenreceiving the specific nonformulary prescriptiondrug for at least
six months previous to the development or revision of the formulary and the prescribing physician has
determinedthatthe formulary drugis an inappropriate therapy for the specific patient or thatchangingdrug
therapy presents a significanthealthrisk to the specific patient. After reasonable investigation and consultation
with the prescribing physician, the insurer, corporation or HMO shallact onsuch requests within one business
day of receipt of the request. For purposes of this subsection, substituting the generic equivalent drug, which has
been approved by the FDA, fora branded version of suchdrugshall not constitutea change in drugtherapy.

Each insurer, corporation, or HMO that applies a formulary to the prescription drug benefits shall provide to each
affected group health benefit plan policyholder or contract holder or each affected individual health benefit plan
policyholderorcontractholder notless than 30 days priorwritten notice of a modification toa formulary thatresults
in the movementof a prescriptiondrugto a tier with higher cost-sharing requirements. This section does not apply to
modifications that occur at the time of coverage renewal.

Washington
WAC 284-43-
5100

Effective
2012

Healthcarrier and
health plans

FormularyChanges:
Anissuer is not required to use a formulary as part of its prescription drug benefit design. If a formulary isused, an
issuer must, ata minimum, comply with theserequirements whena formulary change occurs.

Anissuer must notexcludeorremovea medication from its formulary if the medicationis the sole prescription
medication option available to treata disease or conditionfor which the health benefit plan, policy oragreement
otherwise provides coverage, unless the medication or drugis removed becausethe drug or medication becomes
available over-the-counter, is proven to be medically inefficacious, or for documented medicalrisk to patient
health.

Ifa drugis removed froman issuer's formulary fora reason other thanwithdrawal of thedrug from the market,
availability of thedrug over-the-counter, or the issue of black box warnings by the FDA, an issuer mustcontinue
to covera drugthatisremoved fromtheissuer's formulary for the time period required foran enrollee who is
takingthe medicationat the timeof the formulary change to use anissuer's substitution process to request
continuation of coverage fortheremoved medication, and receivea decisionthrough that process, unless patient
safetyrequires swifter replacement.
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Formularies and related preauthorization information mustbe posted on an issuer or issuer's contracted
pharmacy benefit manager web site and mustbe current. Unless the removalis done on animmediate or
emergency basis or becausea generic equivalent becomes available without prior notice, formulary changes
must be postedthirty days beforethe effective date ofthe change. In the case ofanemergency removal, the
change must be posted as soonas practicable, without unreasonable delay.

Anissuer must make current formulary information electronically available for loading into e-prescribing
applicationg/electronic health records utilizing the National Council for Prescription Drug Programs (NCPDP)
formulary and benefit standard transaction. Issuers must include all required data elements as wellas the
following information, to theextent supported by thetransaction:

0 Tierlevel;

o0 Contractexclusions;

0 Quantity limits;

0 Preauthorization required,;

0 Preferred/steptherapy.

Washington Healthcarrierand | Cost-sharing for Prescription Drugs:

WAC 284-43- health plans e Whenanenrollee requests a brand name drug from the formulary in lieu of a therapeutically equivalentgeneric

5110 drugor a drugfrom ahigher tier within a tiered formulary, andthere is not a documented clinical basis for the
substitution, a carrier may require the enrollee to pay for the difference in price between the drugthat the

Effective formularywould haverequired, and the covered drug, in additionto the copayment. This charge must reflect the

2012 actual cost difference.

e When a carrier approves a substitution drug, whether or not thedrugis in the carrier'sformulary, the enrollee’s
cost-sharing for thesubstitution drug mustbe adjustedto reflect any discount agreements or other pricing
adjustments forthe drug that are available to a carrier. Any charge to the enrollee fora substitutiondrug must
not increase the carrier's underwriting gain for the plan beyond the gain contribution calculated for the original
formularydrugthat is replaced by the substitution.

e Ifacarrierusesa tiered formulary in its prescriptiondrug benefit design, and a substitute drug that is in the
formularyisrequired, the enrollee's cost sharingmay be based onthe tier in which the carrier has placed the
substitute drug.

Washington Healthcarrierand | Prescription Drug Benefit Disclosures:

WAC 284-43- health plans A carriermust includethe followinginformation in the certificate of coverage issued for a health benefit plan, policy

5170 or agreement that includes a prescription drug benefit. The commissioner may disapproveany contract if the
requirements of this subsectionarenotmet.

Effective e Aclearstatement explainingthatthe health benefit planuses the following in its coverage ofdrugs (as

2012 applicable):

0 Exclusion of certain brand name or other medications from its formulary;
0 Mid-planyearformulary changes.
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A clearexplanation of the substitution process that theenrollee or their provider mustuse to seek coverage of a
prescription drug or medicationthat is not in the formulary or is not the carrier's preferred drug or medication for
the covered medical condition.

The process for developing coverage standards and formularies, including the principal criteria by whichdrugs
are selected for inclusion, exclusion, restriction or limitation.

The process of changing formularies and coverage standards, including changes in the use of substitute drugs. I f
the plan has provisions for “grandfathering” certain ongoing prescriptions or other coverage exceptions, these
practices must be disclosed.

When a carrier eliminates a previously covered drug from its formulary, or establishes new limitations on coverage
of the drugormedication,ata minimuma carrier must ensurethat prior notice of the change will be provided as
soonasispracticable, to enrollees who filled a prescription for the drug within the prior three months.

Washington
WAC 284-43-
5080

Effective
2012

Healthcarrierand
health plans

Prescription Drug BenefitDesign:

A carriermay design its prescription drug benefit to include cost control measures, including requiring preferred
drugsubstitution in a given therapeutic class, if the restrictionis for a less expensive, equally therapeutic
alternative productavailable to treat the condition.

A carriermay includeelements in its prescription drug benefit design that, where clinically feasible, create

incentives forthe use of generic drugs.

A carrier must establish a process thata providerand enrollee (or their designee) may use to requesta

substitutionfora prescribedtherapy, drug or medicationthat isnot on theformulary.
0 The process must not unreasonably restrict anenrollee's access to nonformulary or alternate medications for
refractory conditions.
o Foranindividualorsmallgroup plan,a carrier must make its determination ona standard exceptionand
notify theenrollee orthe enrollee's designee andthe prescribing provider (or other prescriber, as
appropriate) of its coverage determinationno laterthan 72 hours following receiptof therequest. A carrier
that grantsa standard exception request must provide coverage of the nonformulary drug for the duration of
the prescription, including refills.
o Foranindividualorsmallgroup plan,a carriermust have a process foranenrollee, theenrollee's designee,
or the enrollee's prescribing provider (or other prescriber) to request an expedited review based on exigent
circumstances.
= Acarriermust make its coverage determination on an expedited review request based on exigent
circumstances and notify theenrollee orthe enrollee’s designees and the prescribing provider (or other
prescriber) of its coverage determination no later than 24 hours following receiptof therequest.

= Acarrierthat grantsanexceptionbased onexigentcircumstances must provide coverage of the
nonformulary drug for the duration of the exigency.

Subject tothe termsand conditions of the policy that otherwise limit or exclude coverage, the carrier must

permit substitution of a covered generic drugor formulary drug if:

0 Anenrollee doesnot tolerate the covered generic or formulary drug; or
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0 Anenrollee’sprovider determines thatthe covered generic or formulary drugis not therapeutically
efficacious foran enrollee. A carrier may require the provider to submit specific clinical documentationas
part of thesubstitution request; or

0 Theproviderdeterminesthat a dosage is required for clinically efficacious treatmentthat differs froma
carrier'sformulary dosage limitation for the covereddrug. A carrier may require the provider to submit
specific clinicaldocumentationas partof thesubstitution request and must review that documentation prior
to makinga decision.

Washington Healthcarrierand | Essential Health Benefit Categories:

WAC 284-43- health plans Anissuer's formulary is part of the prescription drug services category. The formulary filed with the commissioner

5640 & WAC must be substantially equal to the base-benchmark plan formulary, bothasto U.S. Pharmacopoeia therapeutic

284-43-5642 categoryand classes covered and number of drugs in each class. If the base-benchmark formulary does notcoverat
least one drugin a category orclass, anissuermust include at least one drugin the uncovered category or class.

Effective e Anissuer must file its formulary quarterly.

2013 e Anissuer's formulary does not have to be substantially equal to the base-benchmark plan formulary in terms of

formulary placement.

Washington Healthcarrierand | Unfair Practice Relatingto Health Coverage:

WAC 284-43- health plans Health carriers may use, and health plans may limit coverage to, a closed formulary for prescription contraceptives if

5150 they otherwise use a closed formulary, butthe formulary shall cover each of thetypes of prescription contraception

Effective

2001

Washington Healthcarrierand | General Prescription Drug Benefit Requirements:

WAC 284-43- health plans A prescription drug benefit or formulary must not exclude coverage fora nonformulary drug or medication if the

5060 only formulary drugavailable foranenrollee's covered condition is one thatthe enrollee cannot tolerate or that is not
clinically efficacious forthe enrollee

Effective

2012

West Virginia Healthinsurers Deductibles, Copayments and Coinsurance for Abuse-deterrent Opioid Analgesic Drugs:

W.Va.Code, § Any provision of any groupaccident and sickness insurance policy issued by aninsurer:

33-16-3z,8 33- e Coverageshallbe providedforat leastoneabuse-deterrentopioid analgesic drug productfor eachactive opioid

15-4n, § 33-25A-
8n,8§33-24-70&
§33-25-8I

Effective
2016

analgesic ingredient;

e Cost-sharingforbrand nameabuse-deterrent opioid analgesic drug products shall not exceed the lowesttier for
brand name prescription drugs on the entity's formulary for prescription drug coverage;

e Cost-sharingforgeneric abuse-deterrent opioid analgesic drug products covered shall not exceed the lowest
cost-sharing levelapplied to generic prescription drugs covered under the applicable health plan or policy; and
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An entity subject tothis section may not require aninsured or enrollee to first use an opioid analgesic drug
productwithout abuse-deterrent labeling before providing coverage foran abuse-deterrent opioid analgesic drug
productcovered on the entity's formulary for prescriptiondrug coverage.
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