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EVIDENCE OF COVERAGE: JANUARY 1 — DECEMBER 31, 2008
Your Medicare Prescription Drug Coverage as a Member of AmeriHealth Rx New Jersey

This booklet gives the details about your Medicare prescription drug coverage and explains how to get the
prescription drugs you need. This booklet is an important legal document. Please keep it in a safe place.

AmeriHealth Rx Member Services:

For help or information, please call Member Services or go to our plan website at
www.amerihealth65.com.

1-888-678-7007 (Calls to these numbers are free)
TTY/TDD users call: 1-888-457-3002
Hours of operation: seven days a week, from 8 a.m. to 8 p.m.
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Section 1 — Introduction

CONTACT INFORMATION

TELEPHONE NUMBERS AND OTHER INFORMATION FOR REFERENCE
HOW TO CONTACT OUR PLAN MEMBER SERVICES

If you have any questions or concerns, please call or write to our plan Member Services. We will be happy
to help you.

CALL 1-888-678-7007. This number is also on the cover of this booklet for easy reference.
Calls to this number are free.

TTY 1-888-457-3002. This number requires special telephone equipment. It is on the cover of
this booklet for easy reference. Calls to this number are free.

WRITE P.O. Box 41535, Philadelphia, PA 19101-1535

WEBSITE www.amerihealth65.com

CONTACT INFORMATION FOR GRIEVANCES, COVERAGE DETERMINATIONS,
AND APPEALS

PART D COVERAGE DETERMINATIONS

CALL 1-888-678-7007. This number is also on the cover of this booklet for easy reference.
Calls to this number are free.

TTY 1-888-457-3002. This number requires special telephone equipment. It is on the cover of
this booklet for easy reference. Calls to this number are free.

FAX 1-888-289-3008
WRITE Medicare Member Appeals Unit, P.O. Box 13652, Philadelphia, PA 19101-3652

For information about Part D coverage determinations, see Section 8.



PART D GRIEVANCES

CALL

TTY

FAX

WRITE

1-888-678-7007. This number is also on the cover of this booklet for easy reference.
Calls to this number are free.

1-888-457-3002. This number requires special telephone equipment. It is on the cover of
this booklet for easy reference. Calls to this number are free.

1-888-289-3008

Medicare Member Appeals Unit, P.O. Box 13652, Philadelphia, PA 19101-3652

For information about Part D grievances, see Section /.

PART D APPEALS

CALL

TTY

FAX

WRITE

1-888-678-7007. This number is also on the cover of this booklet for easy reference.
Calls to this number are free.

1-888-457-3002. This number requires special telephone equipment. It is on the cover of
this booklet for easy reference. Calls to this number are free.

1-888-289-3008

Medicare Member Appeals Unit, P.O. Box 13652, Philadelphia, PA 19101-3652

For information about Part D appeals, see Section 8.

STATE HEALTH INSURANCE ASSISTANCE PROGRAM (SHIP) — A STATE
PROGRAM THAT GIVES FREE, LOCAL HEALTH INSURANCE COUNSELING TO
PEOPLE WITH MEDICARE

SHIP is a state program that gets money from the federal government to give free, local health insurance
counseling to people with Medicare. SHIP can explain your Medicare rights and protections, help you
make complaints about care or treatment, and help straighten out problems with Medicare bills. SHIP has
information about Medicare Advantage Plans, Medicare Prescription Drug Plans, Medicare Cost Plans,
and about Medigap (Medicare supplement insurance) policies.



You may contact SHIP at:

Division of Aging and Community Services

New Jersey Department of Health & Senior Services
P.0. Box 807

Trenton, NJ 08562-0807

or call 1-800-795-9095

You may also find the website for SHIP at www.medicare.gov on the Web. Under “Search Tools,” select
“Helpful Phone Numbers and Websites.”

QUALITY IMPROVEMENT ORGANIZATION — A GROUP OF DOCTORS AND HEALTH
PROFESSIONALS IN YOUR STATE THAT REVIEWS MEDICAL CARE AND HANDLES
CERTAIN TYPES OF COMPLAINTS FROM PATIENTS WITH MEDICARE

“QIQO” stands for Quality Improvement Organization. The QIO is paid by the federal government to check
on and help improve the care given to Medicare patients. There is a QIO in each state. QlOs have different
names, depending on which state they are in. The doctors and other health experts in the QIO review
certain types of complaints made by Medicare patients. These include complaints about quality of care
and appeals filed by Medicare patients who think the coverage for their hospital, skilled nursing facility,
home health agency, or comprehensive outpatient rehabilitation stay is ending too soon. See Sections /
and 8 for more information about complaints, appeals, and grievances.

You may contact Healthcare Quality Strategies, Inc. at:

557 Cranbury Road, Suite 21
East Brunswick, NJ 08816-4026
or call 1-732-238-5570

HOW TO CONTACT THE MEDICARE PROGRAM

Medicare is health insurance for people age 65 or older, under age 65 with certain disabilities, and any
age with permanent kidney failure (called End-Stage Renal Disease or ESRD). The Centers for Medicare
& Medicaid Services (CMS) is the federal agency in charge of the Medicare program. CMS contracts
with and regulates Medicare plans (including our plan). Here are ways to get help and information about
Medicare from CMS:

» (Call 1-800-MEDICARE (1-800-633-4227) to ask questions or get free information booklets from
Medicare. TTY users should call 1-877-486-2048. Customer service representatives are available
24 hours a day, including weekends.

» Visit www.medicare.gov. This is the official government website for Medicare information. This website
gives you up-to-date information about. Medicare, nursing homes, and other current Medicare issues.
It includes booklets you can print directly from your computer. It has tools to help you compare
Medicare Advantage Plans and Medicare Prescription Drug Plans in your area. You can also search
under “Search Tools” for Medicare contacts in your state. Select “Helpful Phone Numbers and
websites.” If you don't have a computer, your local library or senior center may be able to help you visit
this website using its computer.



OTHER ORGANIZATIONS (INCLUDING SOCIAL SECURITY AND MEDICAID — A STATE
GOVERNMENT AGENCY THAT HANDLES HEALTH CARE PROGRAMS FOR PEOPLE
WITH LIMITED RESOURCES)

Medicaid helps with medical costs for some people with limited incomes and resources. Some people
with Medicare are also eligible for Medicaid. Medicaid has programs that can help pay for your Medicare
premiums and other costs, if you qualify. To find out more about Medicaid and its programs, contact:

New Jersey Department of Human Services
P.0. Box 712

Trenton, NJ 08608

or call 1-800-356-1561

SOCIAL SECURITY

Social Security programs include retirement benefits, disability benefits, family benefits, survivors’ benefits,
and benefits for the aged and blind. You may call Social Security at 1-800-772-1213. TTY users should
call 1-800-325-0778. You may also visit www.ssa.gov on the Web.

QUALIFIED STATE PHARMACY ASSISTANCE PROGRAM (SPAP) — AN ORGANIZATION
IN YOUR STATE THAT PROVIDES FINANCIAL HELP FOR PRESCRIPTION DRUGS

SPAPs are state organizations that provide limited-income and medically needy senior citizens and
individuals with disabilities financial help for prescription drugs. You may contact the SPAP in your state at:

Pharmaceutical Assistance to the Aged and Disabled Program (PAAD)
P.0. Box 360

Trenton, NJ 08625-0360

or call at 1-609-292-7837 or 1-800-367-6543

You can also find the website for the PAAD at www.state.nj.us/health/seniorbenefits/pbp/.

RAILROAD RETIREMENT BOARD

If you get benefits from the Railroad Retirement Board, you may call your local Railroad Retirement
Board office or 1-800-808-0772. TTY users should call 312-751-4701. You may also visit www.rrb.gov
on the Web.

EMPLOYER (OR “GROUP”) COVERAGE

If you or your spouse get your benefits from your current or former employer or union, or from your
spouse’s current or former employer or union, call your employer’s or union’s benefits administrator or
Member Services if you have any questions about your employer/union benefits, plan premiums, or the
open enrollment season. Important Note: You (or your spouse’s) employer/union benefits may change,
or you or your spouse may lose the benefits, if you or your spouse enrolls in Medicare Part D. Call your
employer’s or union’s benefits administrator or Member Services to find out whether the benefits will
change or be terminated if you or your spouse enrolls in Part D.



REPORT FRAUD, WASTE, AND ABUSE

Health care fraud is a violation of state and/or federal law. The U.S. Chamber of Commerce estimates that
three percent to ten percent of health care cost is attributed to fraud annually. The Corporate and Financial
Investigations Department helps to protect members and providers from fraudulent and abusive practices.
If you know of or suspect health insurance fraud, please report it. You are not required to provide
identifying information about yourself when reporting fraud. Call the toll-free Fraud Hotline at
1-866-282-2707.



WELCOME TO AMERIHEALTH RX!

We are pleased that you've chosen our plan.
AmeriHealth Rx is a Medicare Prescription Drug Plan.

Thank you for your membership in AmeriHealth Rx; you are getting your Medicare prescription drug
coverage through our plan. AmeriHealth Rx is not a “Medigap” Medicare Supplement Insurance policy.

Throughout the remainder of this Evidence of Coverage, we refer to AmeriHealth Rx as “plan” or
“our plan.”

This Evidence of Coverage explains how to get your drug coverage through our plan.

This Evidence of Coverage, together with your enrollment form, riders, Annual Notice of Change (ANOC),
formulary, and amendments that we may send to you, is our contract with you. It explains your rights,
benefits, and responsibilities as a member of our plan. The information in this Evidence of Coverage is in
effect for the time period from January 1, 2008 — December 31, 2008.

This Evidence of Coverage will explain to you:

e What is covered by our plan and what isn’t covered.

e How to get your prescriptions filled including some rules you must follow.

e What you will have to pay for your prescriptions.

e What to do if you are unhappy about something related to getting your prescriptions filled.
e How to leave our plan.

If you need this Evidence of Coverage in a different format (such as in Braille or audiotapes), please call us
SO we can send you a copy.

ELIGIBILITY REQUIREMENTS

To be a member of our plan, you must live in our service area and either be entitled to Medicare Part A
or be enrolled in Medicare Part B. If you currently pay a premium for Medicare Part A and/or Medicare
Part B, you must continue paying your premium in order to keep your Medicare Part A and/or Medicare
Part B and to remain a member of this plan.

USE YOUR PLAN MEMBERSHIP CARD, NOT YOUR RED, WHITE, AND BLUE
MEDICARE CARD

Now that you are a member of our plan, you must use our membership card for prescription drug
coverage at network pharmacies. While you are a member of our plan and using our plan services,
you must use your plan membership card instead of your red, white, and blue Medicare card to get
covered drugs.



Please carry your membership card that we gave you at all times and remember to show your card when
you get covered drugs. If your membership card is damaged, lost, or stolen, call Member Services right
away and we will send you a new card.

Here is a sample card to show you what it looks like:

/ % \ /Member: Prescription drugs must be obtained from a network pharmacy to receive plan \

benefits.

. * Please present this card at the time of service with every prescription.
AmerlHealthRX * Medicare charge limitations may apply.
AMedicare-Approved Prescription Drug Pian

* To locate participating pharmacies please call Member Services.
* Submit paper prescriptions claim to FutureScripts Secure, P.O. Box 37694, Philadelphia,
PA 19101-0694

SAMPLE, JOHN Q

Member Services: 1-888-678-7007
Q4D12345678 00 TTY/TDD: 1-888-457-3002
ISSUER: 80840 Mail Order: 1-800-364-6331
CMS - S4496-[XXX] Please send all written inquires to:
hledicare& AmeriHealth Rx, 1901 Market Street, 3rd Floor, Philadelphia, PA 19103
Preseription Drug Coverage AmeriHealth HMO, Inc.
\FutureScripts”‘ Secure RXBIN:012353 RXPCN:03820000 / \ For benefits information, visit our Web site at www.amerihealth65.com /

THE PHARMACY DIRECTORY GIVES YOU A LIST OF PLAN NETWORK PHARMACIES

As a member of our plan, we will send you a complete Pharmacy Directory, which gives you a list of our
network pharmacies, at least every three years, and an update of our Pharmacy Directory every year that
we don’t send you a complete Pharmacy Directory. You can use it to find the network pharmacy closest to
you. If you don’t have the Pharmacy Directory, you can get a copy from Member Services. They can also
give you the most up-to-date information about changes in this plan’s pharmacy network. In addition, you
can find this information on our website.

EXPLANATION OF BENEFITS

What is the Explanation of Benefits?

The Explanation of Benefits is a document you will get each month you use your prescription drug
coverage. It will tell you the total amount you have spent on your prescription drugs and the total amount
we have paid for your prescription drugs. You will get your Explanation of Benefits in the mail each month
that you use the benefits that we provide.

What information is included in the Explanation of Benefits?
Your Explanation of Benefits will contain the following information:

A list of prescriptions you filled during the month, as well as the amount paid for each prescription.

Information about how to request an exception and appeal our coverage decisions.

A description of changes to the formulary affecting the prescriptions you have gotten filled that will
occur at least 60 days in the future.

e A summary of your coverage this year, including information about:

— Annual Deductible — The amount you pay and/or others pay before you start getting prescription
drug coverage.

— Amount Paid For Prescriptions — The amounts paid that count towards your initial coverage limit.



— Total Out-of-Pocket Costs That Count Toward Catastrophic Coverage — The total amount you and/
or others have spent on prescription drugs that count towards your qualifying for catastrophic
coverage. This total includes the amounts spent for your deductible, copayment, and payments
made on covered Part D drugs after you reach the initial coverage limit. (This amount doesn’t
include payments made by your current or former employer/union, another insurance plan or
policy, a government-funded health program, or other excluded parties.)

What should you do if you don’t get an Explanation of Benefits or if you wish to
request one?

An Explanation of Benefits is also available upon request. To get a copy, please contact Member Services.

THE GEOGRAPHIC SERVICE AREA FOR OUR PLAN

The state in our service area is listed below:
New Jersey
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Section 2 — How You Get Outpatient Prescription Drugs
(Part D)

IF YOU HAVE MEDICARE AND MEDICAID

Medicare, not Medicaid, will pay for most of your prescription drugs. You will continue to get your health
coverage under both Medicare and Medicaid as long as you qualify for Medicaid benefits.

IF YOU ARE A MEMBER OF A STATE PHARMACY ASSISTANCE PROGRAM (SPAP)

If you are currently enrolled in an SPAP, you may get help paying your premiums and copayments. Please
contact your SPAP to determine what benefits are available to you. Please see the Introduction section for
more information.

IF YOU HAVE A MEDIGAP (MEDICARE SUPPLEMENT INSURANCE) POLICY WITH
PRESCRIPTION DRUG COVERAGE

If you currently have a Medigap policy that includes coverage for prescription drugs, you must contact
your Medigap issuer and tell them you have enrolled in our plan. If you decide to keep your current
Medigap policy, your Medigap issuer will remove the prescription drug coverage portion of your Medigap
policy and adjust your premium.

Each year (prior to November 15), your Medigap insurance company must send you a letter explaining
your options and how the removal of drug coverage from your Medigap policy will affect your premiums.
If you didn’t get this letter or can’t find it, you have the right to get a copy from your Medigap

insurance company.

IF YOU ARE A MEMBER OF AN EMPLOYER OR RETIREE GROUP

If you currently have prescription drug coverage through your employer or retiree group, please contact
your benefits administrator to determine how your current prescription drug coverage will work with this
plan. In general, if you are currently employed, the prescription drug coverage you get from us will be
secondary to your employer or retiree group coverage.

Each year (prior to November 15), your employer or retiree group should provide a disclosure notice to you
that indicates if your prescription drug coverage is creditable (coverage that is at least as good as standard
Medicare prescription drug coverage and expects to pay, on average, at least as much as the Medicare
standard prescription drug plan expects to pay) and the options available to you. You should keep the
disclosure notices that you get each year in your personal records to present to a Part D plan when you
enroll to show that you have maintained creditable coverage. If you didn’t get this disclosure notice, you
may get a copy from the employer’s or retiree group’s benefits administrator or employer or union.

1



USING NETWORK PHARMACIES TO GET YOUR PRESCRIPTION DRUGS
COVERED BY US

What are network pharmacies?
With few exceptions, you must use network pharmacies to get your prescription drugs covered.

- What is a “network pharmacy”? A network pharmacy is a pharmacy that has a contract with us to
provide your covered prescription drugs. In most cases, your prescriptions are covered only if they are
filled at one of our network pharmacies. Once you go to one, you aren’t required to continue going to
the same pharmacy to fill your prescription; you may go to any of our network pharmacies. However,
if you switch to a different network pharmacy, you must either have a new prescription written by a
doctor or have the previous pharmacy transfer the existing prescription to the new pharmacy if any
refills remain.

« We have a list of retail pharmacies in our network at which you can obtain an extended supply of
all medications. Please refer to your Pharmacy Directory or call Member Services to locate a retail
pharmacy in our network at which you can obtain an extended supply of medications.

- What are “covered drugs”? The term “covered drugs” means all of the outpatient prescription drugs
that are covered by our plan. Covered drugs are listed in our formulary.

How do you fill a prescription at a network pharmacy?

To fill your prescription, you must show your plan membership card at one of our network pharmacies.

If you dont have your membership card with you when you fill your prescription, you may have the
pharmacy call 1-888-678-7015 to obtain the necessary information to pay the full cost of the prescription
(rather than paying just your copayment or coinsurance). If this happens, you may ask us to reimburse you
for our share of the cost by submitting a claim to us. To learn how to submit a paper claim, please refer to
the paper claims process described in the subsection below called “How do you submit a paper claim?”

What if a pharmacy is no longer a network pharmacy?

Sometimes a pharmacy might leave the plan’s network. If this happens, you will have to get your
prescriptions filled at another plan network pharmacy. Please refer to your Pharmacy Directory or call
Member Services to find another network pharmacy in your area.

How do you fill a prescription through our plan’s network mail-order
pharmacy service?

You may use our network mail-order pharmacy service to fill prescriptions for mail-order maintenance
drugs. These are drugs that you take on a regular basis for a chronic or long-term medical condition.

When you order prescription drugs through our network mail-order pharmacy service, you must order at
least a 90-day supply, and no more than a 90-day supply of the drug.

Generally, it takes the mail-order pharmacy 14 days to process your order and ship it to you. However,
sometimes your mail order may be delayed. If your mail order has been delayed past the 14 days, please
contact Caremark’s® Member Services at 1-866-236-6714, Monday-Friday, 6 a.m. to 11 p.m., Saturday
and Sunday, 7 a.m. to 11 p.m. If you need to obtain approval for a supply of your medication at a retail
pharmacy in the AmeriHealth Rx network, please contact FutureScripts® Secure at 1-888-678-7015.
You may need to obtain a written prescription from your doctor.
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You aren’t required to use our mail-order services to get an extended supply of maintenance medications
You can also get an extended supply through some retail network pharmacies.

FILLING PRESCRIPTIONS OUTSIDE THE NETWORK

Generally, we only cover drugs filled at an out-of-network pharmacy in limited circumstances when a
network pharmacy is not available. Below are some circumstances when we would cover prescriptions
filled at an out-of-network pharmacy. Before you fill your prescription in these situations, call Member
Services to see if there is a network pharmacy in your area where you can fill your prescription. If you do
go to an out-of-network pharmacy for the reasons listed below, you may have to pay the full cost (rather
than paying just your copayment) when you fill your prescription. You may ask us to reimburse you for our
share of the cost by submitting a claim form. You should submit a claim to us if you fill a prescription at an
out-of-network pharmacy, as any amount you pay will help you qualify for catastrophic coverage.

In order to receive benefits through our plan, prescriptions must be filled at a network pharmacy.
However, covered Part D drugs are available at out-of-network pharmacies in special circumstances
including illness while traveling outside of the plan’s service area where there is no network pharmacy.
You will need to pay the entire cost of the drug, and then our plan will reimburse you the full amount
minus the applicable copayments.

How do you submit a paper claim?

When you go to a network pharmacy and use our membership card, your claim is automatically submitted
to us by the pharmacy. However, if you go to an out-of-network pharmacy and attempt to use our
membership card for one of the reasons listed above, the pharmacy may not be able to submit the claim
directly to us. When that happens, you will have to pay the full cost of your prescription. When you return
home, simply submit your claim and your receipt to the following address: Medicare Part D Paper Claims,
FutureScripts Secure, P.O. Box 37694, Philadelphia, PA 19101-0694. Upon receipt, we will make an
initial coverage determination on the claim. Please call Member Services for more information on paper
claims or to request a form. All claim forms must be submitted within six months of the date of services,
unless you have a valid reason for submitting the claim late.

If you submit a paper claim asking us to reimburse you for a prescription drug that is not on our formulary
or is subject to coverage requirements or limits, your doctor may need to submit additional documentation
supporting your request. See Section 8 to learn more about requesting coverage determinations.

In rare circumstances, when you are in a coverage gap or deductible period and have bought a covered
Part D drug at a network pharmacy under a special price or discount card that is outside the plan’s
benefit, you may submit documentation and have it count towards qualifying you for catastrophic
coverage. Additionally, if you get help from, and pay copayments under, a drug manufacturer patient
assistance program outside our plan’s benefit, you may submit documentation for the amount you paid
and have it count towards qualifying you for catastrophic coverage. Please call Member Services for
more information.

How does your prescription drug coverage work if you go to a hospital or skilled
nursing facility?

If you are admitted to a hospital for a Medicare-covered stay, Medicare Part A should generally cover the
cost of your prescription drugs while you are in the hospital. Once you are released from the hospital,

we should cover your prescription drugs. We will cover them as long as the drugs meet all coverage
requirements (such as the drugs being on our formulary, filled at a network pharmacy, etc.) and they
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aren’t covered by Medicare Part A or Part B. We will also cover your prescription drugs if they are
approved under the coverage determination, exceptions, or appeals process.

If you are admitted to a skilled nursing facility for a Medicare-covered stay, after Medicare Part A stops
paying for your prescription drug costs, we will cover your prescriptions as long as the drug meets all of
our coverage requirements (including the requirement that the skilled nursing facility pharmacy be in
our pharmacy network, unless you meet standards for out-of-network care, and that the drugs wouldn’t
otherwise be covered by Medicare Part B). When you enter, live in, or leave a skilled nursing facility, you
are entitled to a special enrollment period, during which time you will be able to leave this plan and join a
new Medicare Advantage or Prescription Drug Plan.

LONG-TERM CARE PHARMACIES

Generally, residents of a long-term care facility (like a nursing home) may get their prescription drugs
through the facility’s long-term care pharmacy or another network long-term care pharmacy. Please refer
to your Pharmacy Directory to find out if your long-term care pharmacy is part of our network. If it isn’t, or
for more information, please contact Member Services.

INDIAN HEALTH SERVICE/TRIBAL/URBAN INDIAN HEALTH PROGRAM (I/T/U)
PHARMACIES

Only Native Americans and Alaska natives have access to Indian Health Service/Tribal/Urban Indian
Health program (I/T/U) pharmacies through the plan’s pharmacy network. Others may be able to use
these pharmacies under limited circumstances (e.g., emergencies).

Please refer to your Pharmacy Directory to find an I/T/U pharmacy in your area. For more information,
please contact Member Services.

HOME INFUSION PHARMACIES

Our plan will cover home infusion therapy if:

e Your prescription drug is on our plan’s formulary, or a formulary exception has been granted for your
prescription drug.

e Your prescription drug is not otherwise covered under Medicare Part B.
e QOur plan has approved your prescription for home infusion therapy.
e Your prescription is written by an authorized prescriber.

You get your home infusion services from our plan’s network pharmacy. Please refer to your Pharmacy
Directory to find a home infusion pharmacy provider in your area. For more information, please contact
Member Services.

SOME VACCINES AND DRUGS MAY BE ADMINISTERED IN YOUR DOCTOR’S OFFICE.

We may cover vaccines that are preventive in nature (including the cost associated with administering
the vaccine) and aren’t already covered by Medicare Part B. This coverage includes the cost of vaccine
administration. (Please see Section 3, “How does your enrollment in this plan affect coverage for drugs
covered under Medicare Part A or Part B?” for more information.)
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Section 3 — Prescription Drug (Part D) Benefits

What is a formulary?

We have a formulary that lists all drugs that we cover. We will generally cover the drugs listed in our
formulary as long as the drug is medically necessary, the prescription is filled at a network pharmacy
or through our network mail-order pharmacy service and other coverage rules are followed. For certain
prescription drugs, we have additional requirements for coverage or limits on our coverage. These
requirements and limits are described later in this section under “Utilization management.”

The drugs on the formulary are selected by our plan with the help of a team of health care providers. We
select the prescription therapies believed to be a necessary part of a quality treatment program. Both
brand-name drugs and generic drugs are included on the formulary. A generic drug has the same active
ingredient as the brand-name drug. Generic drugs usually cost less than brand-name drugs and are rated
by the Food and Drug Administration (FDA) to be as safe and as effective as brand-name drugs.

Not all drugs are included on the formulary. In some cases, the law prohibits Medicare coverage of certain
types of drugs. (See Section 6 for more information about the types of drugs that are not normally covered
under a Medicare Prescription Drug Plan.) In other cases, we have decided not to include a particular
drug on our formulary.

In certain situations, prescriptions filled at an out-of-network pharmacy may also be covered.
See Section 2 for more information about filling a prescription at an out-of-network pharmacy.

How do you find out what drugs are on the formulary?

You may call Member Services to find out if your drug is on the formulary or to request a copy of our
formulary. You may also get updated information about the drugs covered by us by visiting our website
at www.amerihealth65.com.

What are drug tiers?

Drugs on our formulary are organized into different drug tiers, or groups of different drug types.
Your coinsurance/copayment depends on which drug tier your drug is in.

You may ask us to make an exception (which is a type of coverage determination) to your drug’s tier
placement. See Section 8 to learn more about how to request an exception.

Can the formulary change?

We may make certain changes to our formulary during the year. Changes in the formulary may affect
which drugs are covered and how much you will pay when filling your prescription. The kinds of formulary
changes we may make include:

e Adding or removing drugs from the formulary.
e Adding prior authorizations, quantity limits, and/or step-therapy restrictions on a drug.
e Moving a drug to a higher or lower cost-sharing tier.

If we remove drugs from the formulary, or add prior authorizations, quantity limits, and/or step therapy
restrictions on a drug, or move a drug to a higher cost-sharing tier, and you are taking the drug affected
by the change, you will be permitted to continue taking that drug at the same level of cost-sharing for
the remainder of the plan year. However, if a brand-name drug is replaced with a new generic drug, or
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our formulary is changed as a result of new information on a drug’s safety or effectiveness, you may be
affected by this change. We will notify you of the change at least 60 days before the date that the change
becomes effective or provide you with a 60-day supply at the pharmacy. This will give you an opportunity
to work with your physician to switch to an appropriate drug that we cover or request a formulary exception
before the change to the formulary takes effect. If a drug is removed from our formulary because the drug
has been recalled from the pharmacies, we will not give 60 days notice before removing the drug from the
formulary. Instead, we will remove the drug from our formulary immediately and notify members taking the
drug about the change as soon as possible.

What if your drug isn’t on the formulary?

If your prescription isn’t listed on the formulary, you should first contact Member Services to be sure it
isn't covered.

If Member Services confirms that we don’t cover your drug, you have three options:

1. You may ask your doctor if you can switch to another drug that is covered by us. If you would like
to give your doctor a list of covered drugs that are used to treat similar medical conditions, please
contact Member Services or go to our formulary website at www.amerihealth65.com.

2. You may ask us to make an exception (which is a type of coverage determination) to cover your drug.
See Section 8 to learn more about how to request an exception.

3. You can pay out-of-pocket for the drug and request that the plan reimburse you by requesting an
exception (which is a type of coverage determination). This doesn’t obligate the plan to reimburse
you if the exception request isn’t approved. If the exception isn’t approved, you may appeal the plan’s
denial. See Section 8 for more information on how to request an appeal.

In some cases, we will contact you if you are taking a drug that isn’t on our formulary. We can give you
the names of covered drugs that also are used to treat your condition so you can ask your doctor if any of
these drugs are an option for your treatment.

If you recently joined this plan, you may be able to get a temporary supply of a drug you were taking when
you joined our plan if it isn’t on our formulary.

TRANSITION POLICY

New members in our plan may be taking drugs that aren’t in our formulary or that are subject to certain
restrictions, such as prior authorization or step therapy. Current members may also be affected by changes
in our formulary from one year to the next. Members should talk to their doctors