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Summary of Material Modifications - 2015 Changes to the Prescription
Drug Formulary, Generic Step Therapy, and Prior Authorization of
Compounds

THIS IS AN IMPORTANT NOTICE
PRESCRIPTION DRUG COVERAGE
EFFECTIVE JANUARY 1, 2015.

ABOUT CHANGES TO YOUR
THROUGH CVS CAREMARK

FORMULARY CHANGES
CVS Caremark has issued its annual notice regarding changes to its covered drug list
(formulary), which may impact you or your eligible Dependents. The enclosed
memorandum lists the changes that apply for 2015. It also includes a comprehensive list
of all prescription drug products that now require prior authorization for coverage under
the National IAM Benefit Trust Fund prescription drug program through CVS Caremark.
If you or your Dependents ARE CURRENTLY USING any of the products being
removed from the formulary, you must transition to a “therapeutic equivalent” alternative
by January 1, 2015, or have your Physician request a prior authorization review to
determine whether continued coverage is clinically appropriate; otherwise, coverage of
these products will be denied. CVS Caremark will notify you and your Physician of the
product(s) in question and provide information about covered therapeutic equivalents.
Most of the listed products have both brand name and generic equivalents, with the
lowest patient copayment for generics. Your Physician will determine which equivalent
product will best meet your needs. Where appropriate, you should ask him or her if a
lower cost generic can be used.
Note - A therapeutic equivalent is a drug that has essentially the same effect in the
treatment of a disease or condition as one or more other drugs (i.e., a drug that controls a
symptom or condition in the same way as another).
If you or your Dependents ARE NOT CURRENTLY USING any of the products that
are being removed from the formulary, you will not be affected by this change.
However, you should retain this information and share it with your Physician for future
reference concerning what products require prior authorization for coverage under the
Prescription Drug Program.
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Prior Authorization Review
If your Physician feels there is a clinical reason why you or your Dependent cannot or
should not use any of the available therapeutic equivalent alternatives in place of one or
more of the excluded products, the Physician should call CVS Caremark toll-free at 1855-240-0536 to request prior authorization review and approval for continued use of the
current item. The Physician will be required to support his or her position with clinical
information. CVS Caremark will review the information to determine whether coverage
should be allowed for the current product as an exception.
If prior authorization review results in approval of the product as a clinical exception, the
Plan will continue to cover the current product at the brand name copayment level
(greatest copayment). However, if prior authorization review is not favorable, and CVS
Caremark determines that a therapeutic equivalent can be used, you or your Dependent
must transition to a covered equivalent to receive coverage under the Plan. If a
prescribed item is not approved for coverage, you can always choose to pay for the noncovered product yourself.
Diabetic Testing Equipment
The new formulary limits glucose monitors and related test strips to OneTouch devices.
OneTouch blood glucose meters will be provided at no charge by the manufacturer to those
individuals currently using a meter other than OneTouch. For more information on how to
obtain a blood glucose meter, call 1-800-588-4456.
GENERIC STEP THERAPY
Effective January 1, 2015, the Plan has implemented the CVS Caremark generic step
therapy program that requires participants to try one or more generic equivalent
alternatives in most drug classes before the Plan will provide coverage for a brand name
drug. Prior to January 2015, CVS Caremark will review the prescription drug history for
all participants who utilize brand name drugs to determine whether generics or generic
equivalent alternatives have been tried.
If the record shows that generics or generic equivalent alternatives were used or
attempted during the prior 12 month period, that participant will be allowed to continue
the brand name drug without disruption. CVS Caremark may also notify the
prescribing Physician of other generic alternatives that could be tried, but any change
would be with your Physician’s approval.
If you have not tried a generic or generic equivalent to the brand name drug, your
Physician will be offered generic alternative options, and will be required to select one.
Your brand name prescription will be changed to the generic alternative chosen by your
Physician. The Plan will not continue coverage for brand name drugs in 2015 until you try
one or more generic alternatives, except as noted below.
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Exceptions to Generic Alternatives
If there is no record of generic or generic equivalent alternative use in the most recent 12
month period, your Physician can provide CVS Caremark with further historic
information about alternatives you tried earlier, if applicable, and request approval for
continued coverage of the brand name drug. Your Physician can also provide a statement
of medical necessity that explains clinical reasons why the brand name drug is required,
and the brand name drug will be allowed if medical necessity is confirmed by CVS
Caremark.
This review and exception process will be handled between CVS Caremark and your
Physician before 2015, so your Physician will be able to explain any changes to your
prescriptions before they occur. However, we suggest you inform your Physician
about this impending change now, and ask to be moved to a generic drug or generic
equivalent, if possible. Your Physician can also call CVS Caremark directly at 1-800294-5979 to request prior approval for continued coverage of the current medication.
When You Get New Prescriptions
THIS IS VERY IMPORTANT! If you need new prescriptions on or after January 1,
2015, be sure to inform your Physician that the Plan requires you to try generics or
generic equivalents, whenever possible, before the Plan will cover a brand name drug.
If a brand name drug is required, it must be specifically ordered, and the Physician will
be required to verify medical necessity through the CVS Caremark prior authorization
process. If you have not tried a generic alternative, and do not have prior authorization
approval of medical necessity, you will be responsible for full payment of the brand
name drug even if the prescription is marked “dispense as written”.
To avoid any confusion at the pharmacy, we suggest that you ask your Physician to call
CVS Caremark at 1-800-294-5979 in advance to see if your brand name drug is covered
by the Plan, what alternatives are available, and to initiate the medical necessity review
process where appropriate.
PRIOR AUTHORIZATION OF COMPOUNDED MEDICATIONS
A compounded medication is a medication that is made by combining, mixing or altering
ingredients, in response to a prescription, to create a customized medication that is not
otherwise commercially available.
Effective January 1, 2015, any medication classified as a compounded medication that
costs more than $300.00 will require prior authorization before coverage is provided
under the Plan. Bulk powders and high cost proprietary bases are excluded from
coverage. One fill for a compound medication is allowed in a 34 day period.
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If your Physician or other Allied Health Professional prescribes a compound medication
for you or your Dependent, you should ask him or her to call CVS Caremark at 1-800294-5979 to request prior authorization before you fill the prescription.
OUT-OF-POCKET MAXIMUM FOR PRESCRIPTION DRUG COVERAGE
We are pleased to inform you that the Plan is being improved effective January 1, 2015
to include an out-of-pocket limit on the prescription drug program administered by CVS
Caremark. The limit was established to comply with the Patient Protection and
Affordable Care Act (PPACA), and it varies based on benefit design. Please refer to the
Summary of Benefits and Coverage (SBC) for information on the out-of-pocket limit that
will apply for you. When you have paid prescription drug copayments to meet the limit
during any calendar year, your copayments will be waived for the balance of that
calendar year.
IF YOU HAVE QUESTIONS
Receipt of this notice does not constitute a determination of your eligibility. If you wish
to verify eligibility, or if you have any questions, please contact the Benefit Trust Fund at
800-457-3481.
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