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� Drugs removed from the market. If the Food and Drug Administration deems a drug on our
formulary to be unsafe or the drug�s manufacturer removes the drug from the market, we will
immediately remove the drug from our formulary and provide notice to members who take the
drug.

Other changes. We may make other changes that a�ect members currently taking a drug. For instance, 
we may add a generic drug that is not new to market to replace a brand name drug currently on the 
formulary; or add new restrictions to the brand name drug or move it to a di�erent cost-sharing tier or 
both. Or we may make changes based on new clinical guidelines. If we remove drugs from our formulary, 
add prior authorization, quantity limits and/or step therapy restrictions on a drug, or move a drug to 
a higher cost-sharing tier, we must notify a�ected members of the change at least 30 days before the 
change becomes e�ective, or at the time the member requests a re�ll of the drug, at which time the 
member will receive a 30-day supply of the drug.

� If we make these other changes, you or your prescriber can ask us to make an exception and
continue to cover the brand name drug for you. The notice we provide you will also include
information on how to request an exception, and you can also �nd information in the section below
entitled “How do I request an exception to the CarePartners of Connecticut Formulary?” on page 5.

Changes that will not a�ect you if you are currently taking the drug. Generally, if you are taking 
a drug on our 2021 formulary that was covered at the beginning of the year, we will not discontinue or 
reduce coverage of the drug during the 2021 coverage year except as described above. This means these 
drugs will remain available at the same cost-sharing and with no new restrictions for those members 
taking them for the remainder of the coverage year. You will not get direct notice this year about changes 
that do not a�ect you. However, on January 1 of the next year, such changes would a�ect you, and it is 
important to check the Drug List for the new bene�t year for any changes to drugs.

The enclosed formulary is current as of September 2020. To get updated information about the drugs 
covered by CarePartners of Connecticut, please contact us. Our contact information appears on the front 
and back cover pages. In the event of a mid-year non-maintenance formulary change, you will be noti�ed 
via an errata sheet.

How do I use the Formulary?
There are two ways to �nd your drug within the formulary:

Medical Condition
The formulary begins on page 14. The drugs in this formulary are grouped into categories depending 
on the type of medical conditions that they are used to treat. For example, drugs used to treat a heart 
condition are listed under the category “Cardiovascular Agents.” If you know what your drug is used for, 
look for the category name in the list that begins on page 12. Then look under the category name for your 
drug.
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Alphabetical Listing
If you are not sure what category to look under, you should look for your drug in the Index that begins on 
page 90. The Index provides an alphabetical list of all of the drugs included in this document. Both brand 
name drugs and generic drugs are listed in the Index. Look in the Index and �nd your drug. Next to your 
drug, you will see the page number where you can �nd coverage information. Turn to the page listed in 
the Index and �nd the name of your drug in the �rst column of the list.

What are generic drugs?
CarePartners of Connecticut covers both brand name drugs and generic drugs. A generic drug is 
approved by the FDA as having the same active ingredient as the brand name drug. Generally, generic 
drugs cost less than brand name drugs.

Are there any restrictions on my coverage?
Some covered drugs may have additional requirements or limits on coverage. These requirements and 
limits may include:

� Prior Authorization: CarePartners of Connecticut requires you or your physician to get prior 
authorization for certain drugs. This means that you will need to get approval from CarePartners 
of Connecticut before you �ll your prescriptions. If you don�t get approval, CarePartners of 
Connecticut may not cover the drug.

� Quantity Limits: For certain drugs, CarePartners of Connecticut limits the amount of the drug 
that CarePartners of Connecticut will cover. For example, CarePartners of Connecticut provides 
30 tablets per prescription for ramelton. This may be in addition to a standard one-month or three-
month supply.

� Step Therapy: In some cases, CarePartners of Connecticut requires you to �rst try certain drugs to 
treat your medical condition before we will cover another drug for that condition. For example, if 
Drug A and Drug B both treat your medical condition, CarePartners of Connecticut may not cover 
Drug B unless you try Drug A �rst. If Drug A does not work for you, CarePartners of Connecticut 
will then cover Drug B.

You can �nd out if your drug has any additional requirements or limits by looking in the formulary that 
begins on page 14. You can also get more information about the restrictions applied to speci�c covered 
drugs by visiting our web site. We have posted online a document that explains our prior authorization 
and step therapy restrictions. You may also ask us to send you a copy. Our contact information, along 
with the date we last updated the formulary, appears on the front and back cover pages.

You can ask CarePartners of Connecticut to make an exception to these restrictions or limits, or for a 
list of other, similar drugs that may treat your health condition. See the section “How do I request an 
exception to the CarePartners of Connecticut Formulary?” on page 5 for information about how to request 
an exception.
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What if my drug is not on the Formulary?
If your drug is not included in this formulary (list of covered drugs), you should �rst contact Customer  
Service and ask if your drug is covered.

If you learn that CarePartners of Connecticut does not cover your drug, you have two options:

� You can ask Customer Service for a list of similar drugs that are covered by CarePartners of 
Connecticut. When you receive the list, show it to your doctor and ask him or her to prescribe a 
similar drug that is covered by CarePartners of Connecticut.

� You can ask CarePartners of Connecticut to make an exception and cover your drug. See below for 
information about how to request an exception.

How do I request an exception to the CarePartners of Connecticut 
Formulary?
You can ask CarePartners of Connecticut to make an exception to our coverage rules. There are several 
types of exceptions that you can ask us to make.

� You can ask us to cover a drug even if it is not on our formulary. If approved, this drug will be 
covered at a pre-determined cost-sharing level, and you would not be able to ask us to provide the 
drug at a lower cost-sharing level.

� You can ask us to cover a formulary drug at a lower cost-sharing level if this drug is not on the 
specialty tier. If approved this would lower the amount you must pay for your drug.

� You can ask us to waive coverage restrictions or limits on your drug. For example, for certain drugs, 
CarePartners of Connecticut limits the amount of the drug that we will cover. If your drug has a 
quantity limit, you can ask us to waive the limit and cover a greater amount.

Generally, CarePartners of Connecticut will only approve your request for an exception if the alternative 
drugs included on the plan�s formulary, the lower cost-sharing drug, or additional utilization restrictions 
would not be as e�ective in treating your condition and/or would cause you to have adverse medical 
e�ects.

You should contact us to ask us for an initial coverage decision for a formulary or utilization restriction 
exception. When you request a formulary or utilization restriction exception you should submit a 
statement from your prescriber or physician supporting your request. Generally, we must make our 
decision within 72 hours of getting your prescriber�s supporting statement. You can request an expedited 
(fast) exception if you or your doctor believe that your health could be seriously harmed by waiting up to 
72 hours for a decision. If your request to expedite is granted, we must give you a decision no later than 
24 hours after we get a supporting statement from your doctor or other prescriber.
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What do I do before I can talk to my doctor about changing my drugs or 
requesting an exception?
As a new or continuing member in our plan you may be taking drugs that are not on our formulary. Or, 
you may be taking a drug that is on our formulary but your ability to get it is limited. For example, you 
may need a prior authorization from us before you can �ll your prescription. You should talk to your 
doctor to decide if you should switch to an appropriate drug that we cover or request a formulary 
exception so that we will cover the drug you take. While you talk to your doctor to determine the right 
course of action for you, we may cover your drug in certain cases during the �rst 90 days you are a 
member of our plan.

For each of your drugs that is not on our formulary or if your ability to get your drugs is limited, we will 
cover a temporary 30-day supply. If your prescription is written for fewer days, we�ll allow re�lls to 
provide up to a maximum 30-day supply of medication. After your �rst one-month supply, we will not 
pay for these drugs, even if you have been a member of the plan less than 90 days.

If you are a resident of a long-term care facility and you need a drug that is not on our formulary or if 
your ability to get your drugs is limited, but you are past the �rst 90 days of membership in our plan, we 
will cover a 31-day emergency supply of that drug while you pursue a formulary exception.

As a current member, if you are admitted to or discharged from a long-term facility and experience 
an unplanned drug change, you can request that we approve a one-time, temporary �ll of the non-
covered medication to allow you time to discuss a transition plan with your physician. Your physician 
can also request an exception to coverage for the non-covered drug based on review for medical 
necessity following the standard exception process outlined previously. The temporary ��rst �ll� will 
generally be up to a 31-day supply, but may be extended to allow you and your physician time to manage 
the complexities of multiple medications or when special circumstances warrant. You can request a 
temporary prescription �ll by calling the CarePartners of Connecticut Customer Service department.

For more information
For more detailed information about your CarePartners of Connecticut prescription drug coverage, 
please review your Evidence of Coverage and other plan materials.

If you have questions about CarePartners of Connecticut, please contact us. Our contact information, 
along with the date we last updated the formulary, appears on the front and back cover pages.

If you have general questions about Medicare prescription drug coverage, please call Medicare 
at 1-800-MEDICARE (1-800-633-4227) 24 hours a day/7 days a week. TTY users should call 
1-877-486-2048. Or, visit www.medicare.gov.
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CarePartners of Connecticut Formulary
The formulary that begins on page 14 provides coverage information about the drugs covered by 
CarePartners of Connecticut. If you have trouble �nding your drug in the list, turn to the Index that 
begins on page 90.

The �rst column of the chart lists the drug name. Brand name drugs are capitalized (e.g., ENTRESTO) 
and generic drugs are listed in lower-case italics (e.g., omeprazole).

The information in the Requirements/Limits column tells you if CarePartners of Connecticut has any 
special requirements for coverage of your drug.

B vs D: Medicare Part B or D
These drugs require prior authorization to determine appropriate coverage under Medicare Part B or 
Part D. Some Part B drugs may require a 20% coinsurance.

QL: Quantity Limit Applies
Because of potential safety and utilization concerns, CarePartners of Connecticut has placed dispensing 
limitations on a small number of prescription drugs. This means that the pharmacy will only dispense a 
certain quantity of a drug within a given time period. These quantities are based on recognized standards 
of care, such as U.S. Food and Drug Administration recommendations for use. If your doctor believes you 
need a quantity greater than the program limitation, your doctor can submit a request for coverage under 
the Medical Review Process. The Medical Review Process allows you or your doctor to ask CarePartners 
of Connecticut to make an exception to our coverage rules. See the section, “How do I request an 
exception to the CarePartners of Connecticut Formulary?” on page 5 for information about how to request 
an exception.

HI: Home Infusion Drug
This prescription drug may be covered under your medical bene�t. Some Part B drugs may require 
a 20% coinsurance. For more information, please contact us at 1-888-341-1507 or, for TTY users, 711. 
Representatives are available 8:00 a.m. to 8:00 p.m., 7 days a week from October 1 to March 31 and 
Monday � Friday from April 1 to September 30.

LA: Limited Access Drug
This prescription may be available only at certain pharmacies. For more information consult your 
Provider Directory or contact us at 1-888-341-1507 or, for TTY users, 711. Representatives are available 
8:00 a.m. to 8:00 p.m., 7 days a week from October 1 to March 31 and Monday � Friday from April 1 to 
September 30.
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PA: Prior Authorization Required
The Prior Authorization process encourages rational prescribing of drug products with signi�cant safety 
and/or �nancial concerns. A provider can submit a request for coverage based on a member�s medical 
need for a particular drug. If approved, the member pays the designated tier copayment. An appeal 
process exists for denied requests.

STPA: Step Therapy Prior Authorization Applies
Step Therapy is an automated form of Prior Authorization, which uses claims history for approval of a 
drug at the point of sale. Step Therapy Programs help encourage the clinically proven use of �rst-line 
therapies and are designed to ensure the utilization of the most therapeutically appropriate and cost-
e�ective agents �rst, before other treatments may be covered.

Members who are currently on drugs that meet the initial Step Therapy criteria will automatically be able 
to �ll their prescriptions for a stepped medication. If the member does not meet the initial Step Therapy 
criteria, the prescription will deny at the point of sale with a message indicating that Prior Authorization 
(PA) is required. Physicians may submit Prior Authorization requests to CarePartners of Connecticut for 
members who do not meet the Step Therapy criteria at the point of sale under the Medical Review process. 
The Medical Review Process allows you or your doctor to ask CarePartners of Connecticut to make an 
exception to our coverage rules. See the section, “How do I request an exception to the CarePartners of 
Connecticut Formulary?” on page 5 for information about how to request an exception.

Transplant:
This drug is covered under Part B when used for a Medicare covered organ transplant. Some Part B drugs 
may require a 20% coinsurance.

Part B Drug:
No copayment is required, and the cost of the medication does not apply to your Part D bene�t. Some 
Part B drugs may require a 20% coinsurance.

NEDS: Non-extended Day Supply Drug
In an e�ort to contain drug costs, certain high-cost drugs will be limited up to a 30-day supply per �ll.

SP: Available Through a Designated Special Pharmacy Provider
You have the option to obtain this drug through a designated Specialty Pharmacy provider. These 
pharmacies specialize in supplying a select number of medications directly to our members. They also 
provide free delivery to your home, educational support 24/7 by phone, support of nurses and pharmacists, 
and will work closely with your doctor. Medications include, but are not limited to, drugs used in the 
treatment of multiple sclerosis, hepatitis C, rheumatoid arthritis, and cancers treated with oral medications. 
SP-CVS specialty: 1-800-237-2767
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Coverage Gap Stage

After your total prescription drug costs reach $4,130, 
and until your payments reach $6,550, you pay:

• 25% of costs for Part D generic drugs

• 25% of costs for Part D brand drugs

Catastrophic Coverage Stage

After the coverage gap, when your payments for the 
year are greater than $6,550, you pay the greater of:

5% per prescription, or $3.70 per prescription for Part D 
generic drugs, $9.20 per prescription for Part D brand 
drugs.

CarePartners Access

Copays Preferred Retail 30-day supply Preferred Retail 60-day 
supply Preferred Retail 90-day supply

Tier 1 $0 $0 $0

Tier 2 $0 $0 $0

Tier 3 $47 $94 $141

Tier 4 $100 $200 $300

Tier 5 33% N/A N/A

Tier 6 $0 N/A N/A

Copays Non-Preferred Retail 30-day 
supply

Non-Preferred Retail 60-day 
supply

Non-Preferred Retail 90-day 
supply

Tier 1 $10 $20 $30

Tier 2 $15 $30 $45

Tier 3 $47 $94 $141

Tier 4 $100 $200 $300

Tier 5 33% N/A N/A

Tier 6 $0 N/A N/A

Copays Mail Order 30-day supply Mail Order 60-day supply Mail Order 90-day supply

Tier 1 $0 $0 $0

Tier 2 $0 $0 $0

Tier 3 $47 $94 $94

Tier 4 $100 $200 $200

Tier 5 33% N/A N/A

Tier 6 N/A N/A N/A
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