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Topic #3969

Categories of Enrollment

Wisconsin Medicaid enrolls providers in three billing categories. Each billing category has specific designated uses and restrictions.
These categories include:

1 Billing and rendering provider
1 Rendering-only provider
1 Billing-only provider (including group billing)

Providers should refer to the service-specific information in the Online Handbook or the Information for Specific Provider Types
page on the Provider Enrollment Information home page to identify which category of enroliment is applicable.

Billing and Rendering Provider

Enrollment as a billing and rendering provider allows providers to identify themselves on claims (and other forms) as either the
provider billing for the services or the provider rendering the services.

Rendering-Only Provider

A provider enrolled as a rendering-only provider who practices under the professional supervision of another provider.
Rendering-only providers enrollment cannot submit claims to ForwardHealth directly. Instead, they have reimbursement rates
established for their provider type. Claims for services provided by arendering provider must include the supervising provider or
group provider as the billing provider.

Billing-Only Provider (Including Group Billing)

Billing-only providers can submit claims to ForwardHealth while a separate rendering-only provider is required on those claims.
Group Billing

Groups of individual practitioners are enrolled as hilling-only providers as an accounting convenience. This allows the group to
receive one reimbursement, one RA (Remittance Advice), and the 835 (835 Health Care Claim Payment/Advice) transaction for
covered services rendered by individual practitioners within the group.

Providers may not have more than one group practice enrolled in Wisconsin Medicaid with the same zip+4 code address, NP
(National Provider Identifier), and taxonomy code combination. Provider group practices located at the same zip+4 code address
are required to differentiate their enrollment using an NPI or taxonomy code that uniquely identifies each group practice.
Individual practitioners within group practices are required to be Medicaid-enrolled because these groups are required to identify
the provider who rendered the service on claims. Claims indicating these group hilling providers that are submitted without a

rendering provider are denied.

Topic #14137
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Enrollment Requirements Dueto the Affordable Care
Act

In 2010, the federal government signed into law the ACA (Affordable Care Act), also known as federal health care reform, which
affects several aspects of Wisconsin health care. ForwardHealth worked toward ACA compliance by implementing reguirements

for providers and provider screening processes. To meet federally mandated requirements, ForwardHealth implemented changes

in phases, the first of which began in 2012. A high-level list of the changes included under ACA is asfollows:

1 Providers are assigned arisk level of limited, moderate, or high. Most of the risk levels have been established by the federal
CMS (Centers for Medicare & Medicaid Services) based on an assessment of potential fraud, waste, and abuse for each
provider type.

1 Providers are screened according to their assigned risk level. Screenings are conducted during enrollment, re-enrollment,
and revalidation.

1 Certain provider types are subject to an application fee. This fee has been federally mandated and may be adjusted
annually. The fee is used to offset the cost of conducting screening activities.

1 Providers are required to undergo revaidation every three years.

1 All physicians and other professionals who prescribe, refer, or order services and other providers who receive Medicaid
funds are required to be enrolled as a participating Medicaid provider.

1 Payment suspensions are imposed on providers based on a credible allegation of fraud.

1 Providers are required to submit personal information about all persons with an ownership or controlling interest, agents,
and managing employees at the time of enrollment, re-enrollment, and revalidation.

Topic #194

|n-State Emergency Providersand Out-of-State
Providers

ForwardHealth requires al in-state emergency providers and out-of - state providers who render services to BadgerCare Plus,
Medicaid, or SeniorCare members to be enrolled in Wisconsin Medicaid. Information is available regarding the enrollment options
for in-state emergency providers and out-of-state providers.

In-state emergency providers and out-of - state providers who dispense covered outpatient drugs will be assigned a professional
dispensing fee reimbursement rate of $10.51.

Topic #193

Materialsfor New Providers

On an ongoing basis, providers should refer to the Online Handbook for the most current BadgerCare Plus, Medicaid, and
HDAP (Wisconsin HIV Drug Assistance Program) information. Future changes to policies and procedures are published in
ForwardHealth Updates.

Topic #23317

Phar macists
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Pharmacists are required to be Medicaid-enrolled for reimbursement of covered medical services provided to Medicaid or
BadgerCare Plus members.

2021 Wisconsin Act 98 grants the DHS (Department of Health Services) authority to reimburse licensed pharmacists for services
delegated to them by a physician through a CPA (collaborative practice agreement) or for services that are within the pharmacist's
scope of practice.

Providers are required to attest to whether they have any CPAs in place during the enrollment process.

Collaborative Practice Agreement Policy

A CPA isaforma agreement between a physician (as described in Wis. Stat. § 448.01[5])and a pharmacist. A physician
delegates to a pharmacist the authority to provide services that would typically be provided by the physician. Delegated services
may be for select patients or a select group or groups of patients (such as all patients who have high blood pressure). The
physician is ultimately responsible for the services the pharmacist provides to the physician's patients.

The services delegated and overall composition of CPAs may vary. Because of the variation, the CPA policy is broken into two
parts, required and recommended, with an overarching policy that both the physician and the pharmacist must be enrolled in
Wisconsin Medicaid. The CPA is required to be on file with the providers and must be made available at the request of DHS.

Pharmacists are required to update their demographic maintenance information with any changes related to CPA status. Details
about updating information using the demographic maintenance tool are available in the ForwardHealth Portal Demographic
Maintenance Tool User Guide.

Requirements
The CPA must include the following:

1 One of the following for enrolled physicians:
i The name and license number of any delegating physicians.
i Thewritten protocol that identifies the organization's medical committee delegating the authority and is approved by
the organization's physician staff.

1 One of the following for enrolled pharmacists:
i The name and license number of any pharmacist who may perform the delegated acts.
i The written protocol from the delegating authority that identifies the authority delegated to the organization's
pharmacist or pharmacists.

1 The patient or groups of patients eligible to receive delegated services under the agreement, including any patient inclusion
or exclusion criteria.

1 The delegated services that the pharmacist may perform.

1 The process for the physician or designee of the physician to monitor compliance with the delegation agreement by the
pharmacist.

1 The process for how the delegated services provided by the pharmacist will be documented or included in the patient's
health record.

The physician(s) and pharmacist(s) are required to review the CPA, and it must be renewed no later than every three years for the
pharmacist(s) to continue providing delegated services. Payments for services provided by a pharmacist without a current CPA
may be recouped.

Additional Recommendations
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In addition, the CPA may include any of the following:

1 A process for reviewing, revising, or renewing the CPA

1 A method for terminating the CPA

1 Guidelines for referring the patient back to the physician

1 A process for the physician to provide feedback and quality assurance to the pharmacist

1 Guidelines for communication and documentation between the pharmacist and the physician
1 Guiddines for documentation retention of services provided by the pharmacist
1 A description for additiona training the physician is requiring of the pharmacist

Pharmacists who receive Medicaid reimbursement for delegated services:

1 May be subject to audit at any time.
1 Arerequired to retain relevant documentation supporting adherence to program requirements and produce it for and/or
submit it to ForwardHealth upon request.

ForwardHealth may deny or recoup payment for services that fail to meet program requirements.

Topic #4457

Provider Addresses

ForwardHealth has the capability to store the following types of addresses and contact information:

1 Practice location address and related information. This address is where the provider's office is physically located and
where records are normally kept. Additional information for the practice location includes the provider's office telephone
number and the telephone number for members' use. With limited exceptions, the practice location and telephone number
for members use are published in a provider directory made available to the public.

1 Mailing address. This address is where ForwardHealth will mail general information and correspondence. Providers
should indicate accurate address information to aid in proper mail delivery.

1 PA (prior authorization) address. This address is where ForwardHealth will mail PA information.

1 Financial addresses. Two separate financial addresses are stored for ForwardHealth. The checks address is where
ForwardHealth will mail paper checks. The 1099 mailing address is where ForwardHealth will mail IRS Form 1099.

Providers may submit additional address information or modify their current information using the demographic maintenance tool.

Note: Providers are cautioned that any changes to their practice location on file with Wisconsin Medicaid may alter their zip+4
code information required on transactions. Providers may verify the zip+4 code for their address on the U.S. Postal Service
website.

Topic #14157

Provider Enrollment Information Home Page

ForwardHealth has consolidated all information providers will need for the enrollment process in one location on the
ForwardHealth Portal. For information related to enrollment criteria and to complete online provider enrollment applications,
providers should refer to the Provider Enrollment Information home page.

The Provider Enrollment Information home page includes enrollment applications for each provider type and speciaty eligible for
enrollment with Wisconsin Medicaid. Prior to enrolling, providers may consult a provider enrollment criteria menu, whichisa
reference for each individua provider type detailing the information the provider may need to gather before beginning the
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enrollment process, including:

1 Linksto enrollment criteria for each provider type
1 Provider terms of reimbursement

1 Disclosure information

1 Category of enrollment

1 Additional documents needed (when applicable)

Providers will also have access to alist of links related to the enrollment process, including:
1 General enrollment information
1 Regulations and forms
1 Provider type-specific enrollment information
1 In-state and out-of - state emergency enrollment information
1 Contact information
Information regarding enrollment policy and billing instructions may till be found in the Online Handbook.

Topic #1931

Provider Type and Specialty Changes
Provider Type

Providers who want to add a provider type or change their current provider type are required to complete a new enrollment
application for each provider type they want to add or change to because they need to meet the enrollment criteria for each
provider type.

Provider Specialty

Providers who have the option to add or change a provider specialty can do so using the demographic maintenance tool. After
adding or changing a specidty, providers may be required to submit documentation to ForwardHealth, either by uploading
through the demographic maintenance tool or by mail, supporting the addition or change.

Providers should contact Provider Services with any questions about adding or changing a specialty.

Topic #12857

Providing Servicesto Senior Care Members

Wisconsin Medicaid-enrolled pharmacies, dispensing physicians, blood banks, and FQHCs (federaly qualified heath centers) do
not need to be separately enrolled to provide services to SeniorCare members. These providers are required by law to participate
in SeniorCare and to submit SeniorCare claims during all |evels of participation when a SeniorCare member presents their card
and a prescription isfilled or avaccine is administered.

Topic #22257

Providers Have 35 Daysto Report a Changein
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Ownership

Medicaid-enrolled providers are required to notify ForwardHealth of a change in ownership within 35 calendar days after the
effective date of the change, in accordance with the Centers for Medicare & Medicaid Services Fina Rule 42 C.F.R. § 455.104

©@)@v).
Failure to report a change in ownership within 35 calendar days may result in denia of payment, per 42 C.F.R. § 455.104(e).

Note: For demographic changes that do not constitute a change in ownership, providers should update their current information
using the demographic maintenance toal.

Written Notification and a New Enrollment Application Are Required

Any time a change in ownership occurs, providers are required to do one of the following:

1 Mail achange in ownership notification to ForwardHealth. After mailing the notification, providers are required to complete
anew Medicaid provider enrollment application on the Portal.

1 Upload a change in ownership notification as an attachment when completing a new Medicaid provider enrollment
application on the Portal.

ForwardHealth must receive the change in ownership notification, which must include the affected provider number (NPI
(National Provider Identifier) or provider ID), within 35 calendar days after the effective date of the change in ownership.

Providers will receive written notification of their new Medicaid enrollment effective date in the mail once their provider fileis
updated with the change in ownership.

Special Requirements for Specific Provider Types

The following provider types require Medicare enrollment and/or Wisconsin DOA (Division of Quality Assurance) certification
with current provider information before submitting a Medicaid enrollment change in ownership:

1 Ambulatory surgery centers

1 CHCs (Community Health Centers)

1 ESRD (End Stage Renal Disease) services providers
1 Home health agencies

1 Hospice providers

1 Hospitals (inpatient and outpatient)

1 Nursing homes

1 Outpatient rehabilitation facilities

1 Rehabilitation agencies

1 RHCs (Rural Health Clinics)

1 Tribal FQHCs (Federally Qualified Health Centers)

Events That ForwardHealth Considersa Change in Owner ship

ForwardHealth defines a change in ownership as an event where a different party purchases (buys out) or otherwise obtains
ownership or effective control over a practice or facility.

The following events are considered a change in ownership and require the completion of a new provider enrollment application:

1 Change from one type of business structure to another type of business structure. Business structures include the following:
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i Sole proprietorships
i Corporations
i Partnerships
i Limited Liability Companies
1 Change of name and TIN (Tax Identification Number) associated with the provider's submitted enrollment application (for
example, EIN (Employer |dentification Number))
1 Change (addition or removal) of names identified as owners of the provider

Examples of a Change in Owner ship
Examples of a change in ownership include the following:

1 A sole proprietorship transfers title and property to another party.

1 Two or more corporate clinics or centers consolidate, and a new corporate entity is created.
1 Thereisan addition, removal, or substitution of a partner in a partnership.

1 Anincorporated entity merges with another incorporated entity.

1 An unincorporated entity (sole proprietorship or partnership) becomes incorporated.

End Date of Previous Owner's Enrollment

The end date of the previous owner's enrollment will be one day prior to the effective date for the change in ownership. When the
Wisconsin DHS (Department of Health Services) is notified of a change in ownership, the original owner's enrollment will
automatically be end-dated.

Repayment Following a Changein Owner ship

Medicaid-enrolled providers who sell or otherwise transfer their business or business assets are required to repay ForwardHealth
for any erroneous payments or overpayments made to them. If the previous owner does not repay ForwardHedlth for any
€rroneous payments or overpayments, the new owner's application will be denied.

If necessary, ForwardHealth will hold responsible for repayment the provider to whom atransfer of ownership is made prior to
the final transfer of ownership. The provider acquiring the business is responsible for contacting ForwardHealth to ascertain if they
are liable under this provision.

The provider acquiring the business is responsible for full repayment within 30 days after receiving such a notice from
ForwardHealth.

Providers may send inquiries about the determination of any pending liability to the following address:

Office of the Inspector General
PO Box 309
Madison WI 53701-0309

ForwardHeal th has the authority to enforce these provisions within four years following the transfer of abusiness or business
assets. Refer to Wis. Stat. § 49.45(21) for complete information.

Automatic Recoupment Following a Change in Ownership

ForwardHealth will automatically recover payments made to providers whose enrollment has ended in the ForwardHealth system
due to a change in ownership. This automatic recoupment for previous owners occurs about 45 days after DHS is notified of the
change in ownership. The recoupment will apply to all claims processed with DOS (Dates of Service) after the provider's new end
date.
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New Prior Authorization Requests Must Be Submitted After a Changein
Ownership

Medicaid-enrolled providers are required to submit new PA (Prior Authorization) requests when there is a change in billing
providers. New PA reguests must be submitted with the new billing provider's name and billing provider number. The expiration
date of the new PA request will remain the same as the original PA request.

The provider is required to send the following to ForwardHealth with the new PA request:

1 A copy of the original PA request, if possible
1 The new PA request, including the required attachments and supporting documentation indicating the new billing provider's
name, address, and billing provider number
1 A letter requesting to enddate the original PA request (may be a photocopy), which should include the following
information:
i The previous billing provider's name and billing provider number, if known
i The new billing provider's name and billing provider number
i The reason for the change of billing provider (The new billing provider may want to verify with the member that the
services from the previous billing provider have ended. The new hilling provider may include this verification in the
etter).
i Therequested effective date of the change

Submitting Claims After a Changein Ownership
The provider acquiring the business may submit claims with DOS on and after the change in ownership effective date.

Additional information on submission of timely filing requests or adjustment reconsideration requests is available.

How to Bill for a Hospital Stay That Spans a Change in Owner ship
When a change in hospital ownership occurs, use the NPI that is current on the date of discharge. For example: A changein

ownership occurs on July 1. A patient stay has DOS from June 26 to July 2. The hospital submits the claim using the NPI effective
July 1.

How to Bill for a Nursing Home Stay That Spans a Changein Owner ship
When a change in nursing home ownership occurs, use the NPI that is current on the date of discharge. For example: A changein

ownership occurs on July 1. A nursing home patient stay has DOS from June 26 to July 2. The nursing home submits the claim
using the NPI effective July 1.

For Further Questions

Providers with questions about changes in ownership may call Provider Services.

Topic #1967

Requirements

For Wisconsin Medicaid and SeniorCare certification for dispensing pharmaceuticals, the provider is required to be licensed by
the Wisconsin DSPS (Department of Safety and Professional Services) in one or both of the following ways:
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1 Asapharmacy, currently meeting all requirements in Wis. Stat. chs. 450 and 961, Wis. Admin. Code chs. Phar 1 through
14 andchs. CSB 1 and 2

1 Asaphysician, currently licensed to practice medicine and surgery according to Wis. Stat. 88 448.05 and 448.07, and
Wis. Admin. Code chs. Med 1, Med 2, Med 3, Med 4, Med 5, and Med 14

Phar macies

Any Wisconsin Medicaid-enrolled pharmacy provider or dispensing physician submitting claims to ForwardHealth for pharmacy
services is considered a pharmacy provider.

Pharmacies that change ownership or locations are required to notify ForwardHealth of al changes, including a new license
number, within 35 calendar days after the effective date of the change. When pharmacies have multiple locations, each location
with a unique license number is required to have its own Medicaid enrollment.

In addition to drugs, pharmacies may dispense DME (durable medical equipment), DM S (disposable medical supplies), and
enteral nutrition formula without separate enrollment. The DME service area, the DM S service area, and the Enteral Nutrition
Formula service area contain information about covered services, PA (prior authorization) guidelines, and hilling instructions.

Medicare

Pharmacy providers are required to be enrolled in Medicare if they provide a Medicare-covered service to adual eligible. If the
provider is not enrolled in Medicare, the provider should refer the dual eligible to another Medicaid provider who is also enrolled
in Medicare.

Dispensing Physicians

A dispensing physician is a physician who dispenses medication to patients and submits claims to ForwardHealth. These
medications must be dispensed according to pharmacy dispensing rules. This does not include giving samples.

Dispensing physicians are required to comply with al related limitations and service requirements in the Pharmacy service area.

Topic #14317

Terminology to Know for Provider Enrollment

ForwardHealth adopted terminology due to the ACA (Affordable Care Act), which isincluded in the following table. This
terminology is useful to providers during the provider enrollment and revalidation processes. Providers may refer to the Medicaid
rule 42 C.F.R. § s. 455.101 for more information.

Terminology Definition
Agent Any person who has been delegated the authority to obligate or act on behaf of a provider.
Disclosing entity A Medicaid provider (other than an individual practitioner or group of practitioners) or afiscal agent.
Federal health care | Federal health care programs include Medicare, Medicaid, Title XX, and Title XXI.
programs
Other disclosing Any other Medicaid disclosing entity and any entity that does not participate in Medicaid but is required to
agent disclose certain ownership and control information because of participation in any of the programs

established under Title V, XVII, or XX of the Act. Thisincludes:
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Indirect ownership

Managing employee

Ownership interest
Person with an
ownership or control
interest

Subcontractor

Re-enrolment

Revalidation

Wisconsin Medicaid

1 Any hospitd, skilled nursing facility, home health agency, independent clinical laboratory, rena
disease facility, rural health clinic, or HMO that participates in Medicare (Title XVII1)

1 Any Medicare intermediary or carrier

1 Any entity (other than an individua practitioner or group of practitioners) that furnishes, or arranges
for the furnishing of, health-related services for which it claims payment under any plan or program
established under Title V or XX of the Act

An ownership interest in an entity that has an ownership interest in the disclosing entity. This term includes
an ownership interest in any entity that has an indirect ownership in the disclosing entity.

A genera manager, business manager, administrator, director, or other individual who exercises
operational or manageria control over, or who directly or indirectly conducts the day-to-day operation of
an ingtitution, organization, or agency.

The possession of equity in the capital, the stock, or the profits of the disclosing entity.

A person or corporation for which one or more of the following applies:

1 Has an ownership interest totaling 5% or more in a disclosing entity

1 Hasanindirect ownership interest equal to 5% or morein a disclosing entity

1 Hasacombination of direct and indirect ownership interest equa to 5% or more in a disclosing
entity

1 Owns an interest of 5% or more in any mortgage, deed of trust, note, or other obligation secured
by the disclosing entity if that interest equals at least 5% of the value of the property or asset of the
disclosing entity

1 Isan officer or director of a disclosing entity that is organized as a corporation

1 Isapersonin adisclosing entity that is organized as a partnership

1 Anindividual, agency, or organization to which a disclosing entity has contracted or delegated some
of its management functions or responsibilities of providing medical care to its patients; or,

1 Anindividual, agency, or organization with which afiscal agent has entered into a contract,
agreement, purchase order, or lease (or leases of real property) to obtain space, supplies,
equipment, or services provided under the Medicaid agreement.

Re-enrollment of a provider whose Medicaid enrollment has ended for any reason other than sanctions or
failure to revalidate may be re-enrolled as long as al licensure and enrollment requirements are met.
Providers should note that when they re-enroll, application fees and screening activities may apply. Re-
enrollment was formerly known as re-instate.

All enrolled providers are required to revalidate their enrollment information every three years to continue
their participation with Wisconsin Medicaid. Revalidation was formerly known as recertification.

Note: Providers should note that the federal CM S (Centers for Medicare and Medicaid Services) requires revalidation at |least
every five years. However, Wisconsin Medicaid revalidates providers every three years.

Pharmacy
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Ongoing Responsibilities
Topic #220

Accommodating Members With Disabilities

All providers, including ForwardHealth providers, operating an existing public accommaodation have requirements under Title |11
of the Americans with Disabilities Act of 1990 (nhondiscrimination).

Topic #219

Civil Rights Compliance (Nondiscrimination)

Providers are required to comply with all federal laws relating to Title XIX of the Social Security Act and state laws pertinent to
ForwardHealth, including the following:

1 Title VI and VII of the Civil Rights Act of 1964
1 The Age Discrimination Act of 1975

1 Section 504 of the Rehabilitation Act of 1973

1 The ADA (Americans With Disabilities Act) of 1990

The previoudly listed laws require that all health care benefits under ForwardHealth be provided on a nondiscriminatory basis. No
applicant or member can be denied participation in ForwardHealth or be denied benefits or otherwise subjected to discrimination
in any manner under ForwardHealth on the basis of race, color, national origin or ancestry, sex, religion, age, disability, or
association with a person with a disability.

Any of the following actions may be considered discriminatory treatment when based on race, color, national origin, disability, or
association with a person with a disability:

1 Denidl of aid, care, services, or other benefits

1 Segregation or separate treatment

1 Restriction in any way of any advantage or privilege received by others (There are some program restrictions based on
eligibility classifications.)

1 Treatment different from that given to others in the determination of digibility

1 Refusing to provide an oral language interpreter to persons who are considered LEP (limited English proficient) at no cost
to the LEP individua in order to provide meaningful access

1 Not providing trandlation of vital documents to the LEP groups who represent 5% or 1,000, whichever is smaller, in the
provider's area of service delivery

Note: Limiting practice by age is not age discrimination and specializing in certain conditions is not disability discrimination. For
further information, see 45 C.F.R. Part 91.

Providers are required to be in compliance with the previously mentioned laws as they are currently in effect or amended.
Providers who employ 25 or more employees and receive $25,000 or more annually in Medicaid reimbursement are also
required to comply with the Wisconsin DHS (Department of Health Services) Affirmative Action and Civil Rights Compliance
Plan requirements. Providers that employ less than 25 employees and receive less than $25,000 annually in Medicaid
reimbursement are required to comply by submitting a Letter of Assurance and other appropriate forms.
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Providers without internet access may obtain copies of the DHS Affirmative Action and Civil Rights Compliance Plan (including
the Letter of Assurance and other forms) and instructions by calling the Affirmative Action and Civil Rights Compliance Officer at
608-266-9372. Providers may also write to the following address:

AA/CRC Office

1 W Wilson St Rm 561
PO Box 7850

Madison WI 53707-7850

For more information on the acts protecting members from discrimination, refer to the civil rights compliance information in the
Enrollment and Benefits booklet. The booklet is given to new ForwardHealth members by local county or tribal agencies.
Potential ForwardHealth members can request the booklet by calling Member Services.

Title VI of the Civil Rights Act of 1964

This act requires that all benefits be provided on a nondiscriminatory basis and that decisions regarding the provision of services
be made without regard to race, color, or national origin. Under this act, the following actions are prohibited, if made on the basis
of race, color, or national origin:

1 Denying services, financial aid, or other benefits that are provided as a part of a provider's program

1 Providing servicesin amanner different from those provided to others under the program

1 Aggregating or separately treating clients

1 Treating individuals differently in eligibility determination or application for services

1 Selecting a site that has the effect of excluding individuas

1 Denying an individual's participation as a member of a planning or advisory board

1 Any other method or criteria of administering a program that has the effect of treating or affecting individuasin a
discriminatory manner

TitleVII of the Civil Rights Act of 1964

This act prohibits differential treatment, based solely on a person's race, color, sex, national origin, or religion, in the terms and
conditions of employment. These conditions or terms of employment are failure or refusal to hire or discharge compensation and
benefits, privileges of employment, segregation, classification, and the establishment of artificial or arbitrary barriers to
employment.

Federal Rehabilitation Act of 1973, Section 504

This act prohibits discrimination in both employment and service delivery based solely on a person's disability.

This act requires the provision of reasonable accommodations where the employer or service provider cannot show that the
accommodeation would impose an undue hardship in the delivery of the services. A reasonable accommodation is a device or
service modification that will allow the disabled person to receive a provider's benefits. An undue hardship is a burden on the
program that is not equal to the benefits of allowing that handicapped person's participation.

A handicapped person means any person who has a physical or mental impairment that substantially limits one or more mgjor life
activities, has arecord of such an impairment, or is regarded as having such an impairment.

In addition, Section 504 requires "program accessibility," which may mean building accessihility, outreach, or other measures that
alow for full participation of the handicapped individual. In determining program accessibility, the program or activity will be
viewed in its entirety. In choosing a method of meeting accessibility requirements, the provider shall give priority to those methods
that offer a person who is disabled services that are provided in the most integrated setting appropriate.
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Americans With Disabilities Act of 1990

Under Title 111 of the ADA of 1990, any provider that operates an existing public accommodation has four specific requirements.

1. Remove barriers to make their goods and services available to and usable by people with disabilities to the extent that it is
readily achievable to do so (to the extent that needed changes can be accomplished without much difficulty or expense)

2. Provide auxiliary aids and services so that people with sensory or cognitive disabilities have access to effective means of
communication, unless doing so would fundamentally alter the operation or result in undue burdens

3. Modify any policies, practices, or procedures that may be discriminatory or have a discriminatory effect, unless doing so
would fundamentally ater the nature of the goods, services, facilities, or accommodations

4. Ensure that there are no unnecessary eligibility criteria that tend to screen out or segregate individuals with disabilities or
limit their full and equal enjoyment of the place of public accommodation

Age Discrimination Act of 1975

The Age Discrimination Act of 1975 prohibits discrimination on the basis of age in programs and activities receiving federal
financial assistance. The Act, which applies to al ages, permits the use of certain age distinctions and factors other than age that
meet the Act's requirements.

Topic #198

Contracted Staff

Under afew circumstances (for example, persona care, case management services), providers may contract with non-Medicaid-
enrolled agencies for services. Providers are legally, programmatically, and fiscally responsible for the services provided by their
contractors and their contractors' services.

When contracting services, providers are required to ensure contracted agencies are qualified to provide services, meet all
ForwardHealth and program requirements, and maintain records in accordance with the requirements for the provision of
services.

Medicaid requirements do not relieve contracted agencies of their own regulatory requirements. Contracted agencies are required
to continue to meet their own regulatory requirements, in addition to ForwardHealth requirements.

Providers are also responsible for informing a contracted agency of ForwardHealth requirements. Providers should refer those
with whom they contract for servicesto ForwardHealth publications for program policies and procedures. ForwardHealth
references and publications include, but are not limited to, the following:

1 Wisconsin Administrative Code

1 ForwardHealth Updates

1 The Online Handbook
Providers should encourage contracted agencies to visit the ForwardHeal th Portal regularly for the most current information.

Topic #216

Examples of Ongoing Responsibilities

Responsihilities for which providers are held accountable are described throughout the Online Handbook. Medicaid-enrolled
providers have responsibilities that include, but are not limited to, the following:
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Providing the same level and quality of care to ForwardHealth members as private-pay patients

Complying with all state and federal laws related to ForwardHealth

Obtaining PA (prior authorization) for services, when required

Notifying members in advance if a service is not covered by ForwardHealth and the provider intends to collect payment
from the member for the service

Maintaining accurate medical and hilling records

Retaining preparation, maintenance, medical, and financial records, along with other documentation, for a period of not less
than five years from the date of payment, except rural health clinic providers who are required to retain records for a
minimum of six years from the date of payment

Billing only for services that were actually provided

Allowing a member access to their records

Monitoring contracted staff

Accepting Medicaid reimbursement as payment in full for covered services

Keeping provider information (for example, address, business name) current

Notifying ForwardHealth of changesin ownership

Responding to Medicaid revalidation notifications

Safeguarding member confidentiality

Verifying member enrollment

Keeping up-to-date with changes in program requirements as announced in ForwardHealth publications

Topic #217

Keeping Information Current

Changes That Require ForwardHealth Notification

Providers are required to notify ForwardHealth of any changes to their demographic information, including the following, as they

occur:

Address(es) — practice location and related information, mailing, PA (prior authorization), and/or financial

Note: Health care providers who are federally required to have an NPI (National Provider Identifier) are cautioned that
changes to their practice location address on file with ForwardHealth may ater their zip+4 code information that is required
on transactions.

Business name

Contact name

Federal Tax ID number (IRS (Internal Revenue Service) number)
Group affiliation

Licensure

NPI

Ownership
Professional certification

Provider specialty
Supervisor of nonbilling providers

Taxonomy code
Telephone number, including area code

Failure to notify ForwardHealth of changes may result in the following:

Pharmacy

Incorrect reimbursement
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1 Misdirected payment

1 Claim denial

1 Suspension of payments or cancellation of provider fileif provider mail is returned to ForwardHealth for lack of a current
address

Entering new information on a claim form or PA request is not adequate notification of change.

Notifying ForwardHealth of Changes

Providers can notify ForwardHealth of changes using the demographic maintenance toal.

Providers Enrolled in Multiple Programs

If demographic information changes, providers enrolled in multiple programs (for example, Wisconsin Medicaid and WCDP
(Wisconsin Chronic Disease Program)) will need to change the demographic information for each program. By toggling between
accounts using the Switch Organization function of the Portal, providers who have a Portal account for each program can change
their information for each program using the demographic maintenance tool. The Account User Guide provides specific
information about switching organizations.

ProvidersLicensed or Certified by the Division of Quality Assurance

Providers licensed or certified by the DQA (Division of Quality Assurance) are required to notify the DQA of changes to physica
address, changes of ownership, and facility closures by emailing Lisa.lmhof @dhs.wisconsin.gov.

Topic #577

L egal Framework

The following laws and regulations provide the legal framework for BadgerCare Plus, Medicaid, and Wisconsin Well Woman
Medicaid:

1 Federa Law and Regulation:
i Law — United States Social Security Act; Title X1X (42 US Code ss. 1396 and following) and Title XXI
i Regulation — Title 42 C.F.R. Parts 430-498 and Parts 1000- 1008 (Public Health)

1 Wisconsin Law and Regulation:
i Law — Wis. Stat. 88 49.43-49.499, 49.665, and 49.473

Laws and regulations may be amended or added at any time. Program requirements may not be construed to supersede the
provisions of these laws and regulations.

The information included in the ForwardHealth Portal applies to BadgerCare Plus, Medicaid, and Wisconsin Well Woman
Medicaid. BadgerCare Plus, Medicaid, and Wisconsin Well Woman Medicaid are administered by the Wisconsin DHS

(Department of Health Services). Within DHS, DMS (Division of Medicaid Services) is directly responsible for managing these
programs.

Topic #13557

Senior Care L egal Framework
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In addition to all of the above, the following laws and regulations provide the legal framework for SeniorCare:

1 Federal Law and Regulation:
i Law — United States Social Security Act; Title X1X (42 US Code ss. 1396 and following) and Title X XI
i Regulation — Title 42 CFR Parts 430-498 and Parts 1000-1008 (Public Health)
1 Wisconsin Law and Regulation:
i Law — Wis. Stat. 88 49.43-49.499 and 49.665
i Regulation — Wis. Admin. Code chs. DHS 101, 102, 103, 104, 105, 106, 107, and 108
1 SeniorCare Law and Regulation:
i Law — Wis. Stat. § 49.688
i Regulation — Wis. Admin. Code ch. 109

Topic #17097

L icensur e I nformation

Licensed providers are required to keep al licensure information, including license number, grant and expiration dates, and
physical location as applicable (for example, hospital providers), current with ForwardHealth.

If providers do not keep their licensure information, including their license number, current with ForwardHealth, any of the
following may occur:

1 Providers enrollment may be deactivated. As aresult, providers would not be able to submit claims or PA (prior
authorization) requests or be able to function as prescribing/referring/ordering providers, if applicable, until they update their
licensure information.

1 Providers may experience alapse in enrollment. If alapse occurs, providers may need to re-enroll, which may result in
another application fee being assessed.

Providers may change the grant and expiration dates for their current license(s) and enter information for a new license(s), such as
the license number, licensing state, and grant and expiration dates, using the demographic maintenance tool. After entering
information for their new license(s), some providers (for example, out-of-state providers) will also be required to upload a copy of
their license using the demographic maintenance tool. Provided licensure information must correspond with the information on file
with the applicable licensing authority.

In some cases, ForwardHealth will need to verify licensure information with the applicable licensing authority, which may take up
to 10 business days after submission. Providers updating their license information should plan accordingly so that they do not
experience any of the indicated interruptions in enrollment. If provided licensure information (for example, grant and expiration
dates) does not correspond with the licensing authority's information, the licensing authority's information will be retained and will
display in the demographic maintenance tool once verified by ForwardHealth.

Topic #15157

Recovery Audit Contractor Audits

The ACA (Affordable Care Act) requires states to establish an RAC (Recovery Audit Contractor) program to enable the auditing
of Medicaid claim payments to providers. In Wisconsin, the RAC will audit claim payments from Wisconsin Medicaid and
BadgerCare Plus. The Wisconsin DHS (Department of Health Services) has awarded the contract to HM S (Health Management
Systems, Inc.) asthe RAC for the state of Wisconsin.

Note: The RAC will not audit claims submitted for Family Planning Only Services, SeniorCare, WCDP (Wisconsin Chronic
Disease Program), the WWWP (Wisconsin Well Woman Program), and HDAP (Wisconsin HIV Drug Assistance Program).
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The overall goa of the RAC program is to identify and decrease improper payments. The audits will ensure that payments are for
services covered under the programs in which the member was enrolled and that the services were actualy provided and properly
billed and documented. The audits are being conducted under Generally Accepted Government Auditing Standards.

Providers will be selected for audits based on data analysis by the RAC and referrals by state agencies. The RAC will ensure that
its audits neither duplicate state audits of the same providers nor interfere with potential law enforcement investigations.

Providers who receive a notification regarding an audit should follow the instructions as outlined in the notification within the
requested time frames.

Affected Providers

Any provider may be audited, including, but not limited to, fee-for-service providers, ingtitutional and non-institutional providers,
as well as managed care entities.

Additional Information

Any questions regarding the RAC program should be directed to HM S at 855-699-6289. Refer to the RAC website for
additional information regarding HMS RAC activities.

Topic #13277

Reporting Suspected Waste, Fraud, and Abuse

The Wisconsin DHS (Department of Health Services) OIG (Office of Inspector General) investigates fraud and abuses including,
but not limited to, the following:

1 Billing Medicaid for services or equipment that were not provided

1 Submitting false applications for a DHS-funded assistance program such as Medicaid, BadgerCare Plus, WIC (Special
Supplemental Nutrition Program for Women, Infants, and Children), or FoodShare

1 Trafficking FoodShare benefits

1 Crime, misconduct, and/or mismanagement by a DHS employee, officia, or contractor

Those who suspect fraudulent activity in Medicaid programs are required to notify the OIG if they have reason to believe that a
person is misusing or abusing any DHS health care program or the ForwardHealth identification card.

Wisconsin Stat. 8 49.49 defines actions that represent member misuse or abuse of benefits and the resulting sanctions that may be
imposed. Providers are under no obligation to inform the member that they are misusing or abusing their benefits. A provider may
not confiscate a ForwardHealth card from a member in question.

Reporting Suspected Fraud and Abuse

Those who suspect any form of fraud, waste, or abuse of a program by providers, trading partners, billing services, agencies, or
recipients of any government assistance program are required to report it. Those reporting allegations of fraud and abuse may
remain anonymous. However, not providing contact information may prevent OIG from fully investigating the complaint if
questions arise during the review process.

If aprovider suspects that someone is committing fraudulent activities or is misusing his or her ForwardHealth card, the provider is
required to notify ForwardHealth by one of the following methods:
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1 Going to the OIG fraud and abuse reporting website
1 Calling the DHS fraud and abuse hotline at 877-865-3432

The following information is helpful when reporting fraud and abuse:

1 A description of the fraud, waste, and/or abuse, including the nature, scope, and timeframe of the activity in question (The
description should include sufficient detail for the complaint to be evaluated.)

1 The names and dates of birth (or approximate ages) of the people involved, as well as the number of occurrences and
length of the suspected activity

1 The names and date(s) of other people or agencies to which the activity may have been reported

After the allegation is received, DHS OIG will evaluate it and take appropriate action. If the name and contact information of the
person reporting the allegation was provided, the OIG may be in contact to verify details or ask for additional information.
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Documentation

Topic #6277

1099 Miscellaneous Forms

ForwardHealth generates the 1099 Miscellaneous form in January of each year for earnings greater than $600, per IRS (Internal
Revenue Service) regulations. One 1099 Miscellaneous form per financial payer and per tax identification number is generated,
regardless of how many provider IDs or NPIs (National Provider Identifier) share the same tax identification number. For
example, a provider who conducts business with both Medicaid and WCDP (Wisconsin Chronic Disease Program) will receive
separate 1099 Miscellaneous forms for each program.

The 1099 Miscellaneous forms are sent to the address designated as the 1099 mailing address.

Topic #1640

Availability of Recordsto Authorized Personnel

Wisconsin DHS (Department of Health Services) has the right to inspect, review, audit, and reproduce provider records pursuant
to Wis. Admin. Code 8 DHS 106.02(9)(€e). DHS periodically requests provider records for compliance audits to match
information against ForwardHealth's information on paid claims, PA (prior authorization) requests, and enrollment. These records
include, but are not limited to, medical/clinical and financial documents. Providers are obligated to ensure that the records are
released to an authorized DHS staff member(s).

If Wisconsin Medicaid requires a provider to submit hard copies of records instead of scanning or accepting electronic records
during a compliance audit, DHS reimburses providers $0.06 per page. A letter of request for records from DHS will be sent to a
provider when records are required, with instructions on how to submit records electronically or if physical records are required.

Reimbursement is not made for other reproduction costs included in the provider agreement between DHS and a provider, such
as reproduction costs for submitting PA requests and claims.

Also, state-contracted MCOs (managed care organizations), including HMOs and SSI HMOs, are not reimbursed for the
reproduction costs covered in their contract with DHS.

The reproduction of records requested by the PRO (Peer Review Organization) under contract with DHS is reimbursed at arate
established by the PRO.

Topic #200

Confidentiality and Proper Disposal of Records

ForwardHealth supports member rights regarding the confidentiaity of health care and other related records, including an
applicant or member's billing information or medical claim records. An applicant or member has aright to have this information
safeguarded, and the provider is obligated to protect that right. Use or disclosure of any information concerning an applicant or
member (including an applicant or member's billing information or medical claim records) for any purpose not connected with
program administration is prohibited unless authorized by the applicant or member (program administration includes contacts with
third-party payers that are necessary for pursuing third-party payment and the release of information as ordered by the court).
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Federal HIPAA (Health Insurance Portability and Accountability Act of 1996) Privacy and Security regulations establish
requirements regarding the confidentiality and proper disposal of health care and related records containing PHI (protected health
information). These requirements apply to al providers (who are considered "covered entities") and their business associates who
create, retain, and dispose of such records.

For providers and their business partners who are not subject to HIPAA, Wisconsin confidentiality laws have similar requirements
pertaining to proper disposal of health care and related records.

HIPAA Privacy and Security Regulations

Definition of Protected Health Infor mation

As defined in the HIPAA privacy and security regulations, PHI is protected health information (including demographic
information) that:

1 Iscreated, received, maintained, or transmitted in any form or media.

1 Relates to the past, present, or future physical or menta health or condition of an individual, the provision of health care to
an individual, or the payment for the provision of health care to an individual.

1 Identifies the individual or provides a reasonable basis to believe that it can be used to identify the individual .

A member's name combined with their member identification number or Social Security number is an example of PHI.
Requirements Regarding " Unsecured" Protected Health Information

Title X111 of the American Recovery and Reinvestment Act of 2009 (also known as the HITECH (Health Information Technology
for Economic and Clinical Health) Act) included a provision that significantly expanded the scope, penalties, and compliance
challenges of HIPAA. This provision imposes new requirements on covered entities and their business associates to notify
patients, the federal government, and the media of breaches of "unsecured" PHI (refer to 45 C.F.R. Parts 160 and 164 and §
13402 of the HITECH Act).

Unsecured PHI is PHI that has not been rendered unusable, unreadable, or indecipherable to unauthorized individuals through the
use of physical destruction approved by the U.S. HHS (Department of Health and Human Services). According to HHS,
destruction is the only acceptable method for rendering PHI unusable, unreadable, or indecipherable.

As defined by federal law, unsecured PHI includes information in any medium, not just electronic data.
Actions Required for Proper Disposal of Records

Under the HIPAA privacy and security regulations, health care and related records containing PHI must be disposed of in such a
manner that they cannot be reconstructed. This includes ensuring that the PHI is secured (for example, rendered unusable,
unreadable, or indecipherable) prior to disposal of the records.

To secure PHI, providers and their business associates are required to use one of the following destruction methods approved by
the HHS:

1 Paper, film, labels, or other hard copy media should be shredded or destroyed such that the PHI cannot be read or
otherwise reconstructed.

1 Electronic media should be cleared, purged, or destroyed such that the PHI cannot be retrieved according to National
Institute of Standards and Technology Special Publication 800-88, Guidelines for Media Sanitization, which can be found
on the NIST (National Ingtitute of Standards and Technology) website.

For more information regarding securing PHI, providers may refer to Health Information Privacy on the HHS website.
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Wisconsin Confidentiality L aws

Wis. Stat. § 134.97 requires providers and their business partners who are not subject to HIPAA regulations to comply with
Wisconsin confidentiality laws pertaining to the disposal of health care and related records containing PHI.

Wis. Stat. § 146.836 specifies that the requirements apply to "all patient health care records, including those on which written,
drawn, printed, spoken, visual, electromagnetic or digital information is recorded or preserved, regardless of physical form or
characteristics." Paper and electronic records are subject to Wisconsin confidentiality laws.

" Personally Identifiable Data" Protected
According to Wis. Stat. 8 134.97(1)(e), the types of records protected are those containing " personally identifiable data.”

As defined by the law, personally identifiable data is information about an individua's medical condition that is not considered to
be public knowledge. This may include account numbers, customer numbers, and account balances.

Actions Required for Proper Disposal of Records

Health care and related records containing personally identifiable data must be disposed of in such a manner that no unauthorized
person can access the personal information. For the period of time between a record's disposal and its destruction, providers and
their business partners are required to take actions that they reasonably believe will ensure that no unauthorized person will have
access to the personally identifiable data contained in the record.

Businesses Affected

Wis. Stat.88 134.97 and 134.98, governing the proper disposal of health care and related records, apply to medical businesses
aswell asfinancia ingtitutions and tax preparation businesses. For the purposes of these requirements, a medical businessis any
for-profit or nonprofit organization or enterprise that possesses information — other than personnel records — relating to a
person's physical or mental health, medical history, or medical treatment. Medical businesses include sole proprietorships,
partnerships, firms, business trusts, joint ventures, syndicates, corporations, limited liability companies, or associates.

Continuing Responsibilitiesfor All Providers After Ending Participation

Ending participation in a ForwardHealth program does not end a provider's responsibility to protect the confidentiality of health
care and related records containing PHI.

Providers who no longer participate in a ForwardHealth program are responsible for ensuring that they and their business
associates/partners continue to comply with all federal and state laws regarding protecting the confidentiaity of members' PHI.
Once record retention requirements expire, records must be disposed of in such a manner that they cannot be reconstructed —
according to federal and state regulations — in order to avoid penalties.

All ForwardHealth providers and their business associates/partners who cease practice or go out of business should ensure that
they have policies and procedures in place to protect al health care and related records from any unauthorized disclosure and use.

Penaltiesfor Violations

Any covered entity provider or provider's business associate who violates federal HIPAA regulations regarding the confidentiality
and proper disposal of health care and related records may be subject to criminal and/or civil pendties, including any or al of the
following:

1 Fines up to $1.5 million per calendar year
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1 Jal time
1 Federal HHS Office of Civil Rights enforcement actions
For entities not subject to HIPAA, Wis. Stat. § 34.97(4) imposes penalties for violations of confidentiality laws. Any provider or
provider's business partner who violates Wisconsin confidentiality laws may be subject to fines up to $1,000 per incident or

occurrence.

For more specific information on the penalties for violations related to members' health care records, providers should refer to §
13410(d) of the HITECH Act, which amends 42 USC § 1320d-5, and Wis. Stat. §§ 134.97(3), (4) and 146.84.

Topic #201

Financial Records

According to Wis. Admin. Code § DHS 106.02(9)(c), a provider is required to maintain certain financial records in written or
electronic form.

Topic #202

M edical Records

A dated clinician’s signature must be included in all medical notes. According to Wis. Admin. Code § DHS (Department of Health
Services) 106.02(9)(b), a provider is required to include certain written documentation in a member's medical record.

Topic #199

Member Accessto Records

Providers are required to allow members access to their health care records, including those related to ForwardHealth services,
maintained by a provider in accordance with Wisconsin Statutes, excluding hilling statements.

Feesfor Health Care Records

Per Wis. Stat. § 146.83, providers may charge afee for providing one set of copies of health care records to members who are
enrolled in Wisconsin Medicaid or BadgerCare Plus programs on the date of the records request. This applies regardless of the
member's enrollment status on the DOS (dates of service) contained within the health care records.

Per Wis. Stat. § 146.81(4), hedlth care records are al records related to the health of a patient prepared by, or under the
supervision of, a health care provider.

Providers are limited to charging members enrolled in state-funded health care programs 25% of the applicable fees for providing
one set of copies of the member's health care records.

Note: A provider may charge members 100% of the applicable fees for providing a second or additional set of copies of the
member's health care records.

Wisconsin DHS (Department of Health Services) adjusts the amounts a provider may charge for providing copies of a member's
health care records yearly per Wis. Stat. § 146.83(3f)(c).

Topic #16157
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Policy Requirementsfor Use of Electronic Signatureson
Electronic Health Records

For ForwardHealth policy areas where a signature is required, electronic signatures are acceptable as long as the signature meets
the requirements. When ForwardHealth policy specifically states that a handwritten signature is required, an electronic signature
will not be accepted. When ForwardHealth policy specificaly states that a written signature is required, an electronic signature will
be accepted.

Reimbursement for services paid to providers who do not meet all electronic signature requirements may be subject to
recoupment.

Electronic Signatur e Definition

An electronic signature, as stated in Wis. Stat. 8 137.11(8), is "an electronic sound, symbol, or process attached to or logically
associated with a record and executed or adopted by a person with the intent to sign the record.”

Some examples include;

1 Typed name (performer may type their complete name)
1 Number (performer may type a number unique to them)
1 Initias (performer may type initials unique to them)

All examples above must also meet all of the electronic signature requirements.

Benefits of Using Electronic Signatures
The use of electronic signatures will alow providers to:

1 Save time by streamlining the document signing process.
1 Reduce the costs of postage and mailing materials.

1 Maintain the integrity of the data submitted.

1 Increase security to aid in non-repudiation.

Electronic Signature Requirements

By following the genera electronic signature requirements below, the use of electronic signatures provides a secure alternative to
written signatures. These requirements align with HIPAA (Health Insurance Portability and Accountability Act of 1996) Privacy
Rule guidelines.

General Requirements
When using an electronic signature, al of the following requirements must be met:

1 The electronic signature must be under the sole control of the rendering provider. Only the rendering provider or designee
has the authority to use the rendering provider's electronic signature. Providers are required to maintain documentation that
shows the electronic signature that belongs to each rendering provider if a numbering or initial system is used (for example,
what number is assigned to a specific rendering provider). This documentation must be kept confidential.

1 The provider is required to have current policies and procedures regarding the use of €lectronic signatures. Wisconsin DHS
(Department of Health Services) recommends the provider conduct an annual review of policies and procedures with those
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using electronic signatures to promote ongoing compliance and to address any changes in the policies and procedures.

1 The provider is required to conduct or review a security risk analysis in accordance with the requirements under 45 C.F.R.
S. 164.308(a)(1).

1 The provider is required to implement security updates as necessary and correct identified security deficiencies as part of its
risk management process.

1 The provider is required to establish administrative, technical, and physica safeguards in compliance with the HIPAA
Security Rule.

Electronic Health Record Signature Requirements

An EHR (electronic health record) that utilizes electronic signatures must meet the following requirements:

1 The certification and standard criteria defined in the Health Information Technology Initial Set of Standards, Implementation
Specifications, Certification Criteria for Electronic Health Record Technology Final Rule (45 C.F.R. Part 170) and any
revisions including, but not limited to, the following:

Assign a unique name and/or number for identifying, tracking user identity, and establishing controls that permit only
authorized users to access electronic health information.

Record actions related to electronic health information according to the standard set forth in 45 C.F.R. s. 170.210.
Enable a user to generate an audit log for a specific time period. The audit log must also have the ability to sort
entries according to any of the elements specified in the standard 45 C.F.R. s. 170.210.

Verify that a person or entity seeking access to electronic health information is the one claimed and is authorized to
access such information.

Record the date, time, patient identification, and user identification when electronic health information is created,
modified, accessed, or deleted. An indication of which action(s) occurred and by whom must also be recorded.
Use a hashing algorithm with a security strength equal to or greater than SHA-1 (Secure Hash Algorithm 1) as
specified by the NIST (National Ingtitute of Standards and Technology) in FIPS PUB 180-3 (October 2008) to
verify that electronic health information has not been altered. (Providers unsure whether or not they meet this
guideline should contact their IT (Information Technology) and/or security/privacy analyst.)

1 Ensure the EHR provides:

Nonrepudiation (assurance that the signer cannot deny signing the document in the future).

User authentication (verification of the signer's identity a the time the signature was generated).

Integrity of electronically signed documents (retention of data so that each record can be authenticated and attributed
to the signer).

Message integrity (certainty that the document has not been altered since it was signed).

Capability to convert electronic documents to paper copy. (The paper copy must indicate the name of the individual
who electronically signed the form as well as the date electronically signed.)

1 Ensure electronically signed records created by the EHR have the same back-up and record retention requirements as
paper records.

Topic #203

Preparation and Maintenance of Records

All providers who receive payment from Wisconsin Medicaid, including state-contracted MCOs (managed care organizations),
are required to maintain records that fully document the basis of charges upon which al claims for payment are made, according
to Wis. Admin. Code 8 DHS 106.02(9)(a). This required maintenance of recordsis typically required by any third-party
insurance company and is not unique to ForwardHealth.

Topic #204

Record Retention
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Providers are required to retain documentation, including medical and financial records, for a period of not less than five years
from the date of payment, except RHCs (rural health clinics), which are required to retain records for aminimum of six years from
the date of payment.

According to Wis. Admin. Code 8 DHS 106.02(9)(d), providers are required to retain al evidence of billing information.

Ending participation as a provider does not end a provider's responsibility to retain and provide access to fully maintained records
unless an alternative arrangement of record retention and maintenance has been established.

Maintaining Confidentiality of Records

Ending participation in a ForwardHealth program does not end a provider's responsibility to protect the confidentiality of health
care and related records containing PHI (protected health information).

Providers who no longer participate in a ForwardHealth program are responsible for ensuring that they and their business
associates/partners continue to comply with al federal and state laws regarding protecting the confidentiaity of members PHI.
Once record retention requirements expire, records must be disposed of in such a manner that they cannot be reconstructed—
according to federal and state regulations—in order to avoid penalties. For more information on the proper disposal of records,
refer to Confidentiality and Proper Disposal of Records.

All ForwardHealth providers and their business associates/partners who cease practice or go out of business should ensure that
they have policies and procedures in place to protect all health care and related records from any unauthorized disclosure and use.

Reviews and Audits

Wisconsin DHS (Department of Health Services) periodically reviews provider records. DHS has the right to inspect, review,
audit, and photocopy the records. Providers are required to permit access to any requested record(s), whether in written,
electronic, or micrographic form.

Topic #205

Records Requests

Requests for billing or medical claim information regarding services reimbursed by Wisconsin Medicaid may come from a variety
of individuals including attorneys, insurance adjusters, and members. Providers are required to notify ForwardHealth when
releasing hilling information or medical claim records relating to charges for covered services except in the following instances:

1 When the member isadual eligible (for example, member is eligible for both Medicare and Wisconsin Medicaid or
BadgerCare Plus) and is requesting materials pursuant to M edicar e regulations.

1 When the provider is attempting to exhaust all existing health insurance sources prior to submitting claims to
ForwardHealth.

Request From a Member or Authorized Person

If the request for a member's billing information or medical claim records is from a member or authorized person acting on behalf
of amember, the provider is required to do the following:

1. Send acopy of the requested hilling information or medical claim records to the requestor.
2. Send aletter containing the following information to ForwardHealth:
1 Member's name
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Member's ForwardHealth identification number or SSN (Social Security number), if available
Member's DOB (date of birth)

DOS (date of service)

Entity requesting the records, including name, address, and telephone number

The letter must be sent to the following address:

Wisconsin Casuaty Recovery — HMS
Ste 100

5615 Highpoint Dr

Irving TX 75038-9984

Request From an Attorney, | nsurance Company, or Power of Attorney

If the request for a member's hilling information or medical claim records is from an attorney, insurance company, or power of
attorney, the provider is required to do the following:

1. Obtain arelease signed by the member or authorized representative.

2. Furnish the requested material to the requester, marked BILLED TO FORWARDHEALTH or TO BEBILLED TO
FORWARDHEALTH, with a copy of the release signed by the member or authorized representative. Approval from
ForwardHealth is not necessary.

3. Send acopy of the material furnished to the requestor, along with a copy of their original request and medical authorization
release to:

Wisconsin Casualty Recovery — HMS
Ste 100

5615 Highpoint Dr

Irving TX 75038-9984

Request for Information About a Member Enrolled in a State-Contracted
Managed Care Organization

If the request for a member's billing information or medical claim recordsis for amember enrolled in a state-contracted MCO
(managed care organization), the provider is required to do the following:

1. Obtain arelease signed by the member or authorized representative.
2. Send acopy of the letter requesting the information, aong with the release signed by the member or authorized
representative, directly to the MCO.

The MCO makes most benefit payments and is entitled to any recovery that may be available.

Request for a Statement From a Dual Eligible

If the request is for an itemized statement from a dual eligible, pursuant to HR 2015 (Balanced Budget Act of 1997) § 4311, a
dual eligible has the right to request and receive an itemized statement from their Medicare-enrolled health care provider. The Act
requires the provider to furnish the requested information to the member. The Act does not require the provider to notify
ForwardHealth.

Topic #1646
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Release of Billing Information to Government Agencies

Providers are permitted to release member information without informed consent when a written request is made by Wisconsin
DHS (Department of Health Services) or the federal HHS (Department of Health and Human Services) to perform any function
related to program administration, such as auditing, program monitoring, and evaluation.

Providers are authorized under Wisconsin Medicaid confidentiality regulations to report suspected misuse or abuse of program
benefits to DHS, as well as to provide copies of the corresponding patient health care records.
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Provider Rights

Topic #208

A Comprehensive Overview of Provider Rights

Medicaid-enrolled providers have certain rights including, but not limited to, the following:

1 Limiting the number of members they serve in a nondiscriminatory way.

1 Ending participation in Wisconsin Medicaid.

1 Applying for a discretionary waiver or variance of certain rules identified in Wisconsin Administrative Code.

1 Collecting payment from a member under limited circumstances.

1 Refusing services to a member if the member refuses or fails to present a ForwardHealth identification card. However,
possession of a ForwardHealth card does not guarantee enrollment (for example, the member may not be enrolled, may be
enrolled only for limited benefits, or the ForwardHealth card may be invalid). Providers may confirm the current enrollment
of the member by using one of the EV'S (Enrollment Verification System) methods, including caling Provider Services.

Topic #207

Ending Participation

Providers other than home health agencies and nursing facilities may terminate participation in ForwardHealth according to Wis.
Admin. Code § DHS 106.05.

Providers choosing to withdraw should promptly notify their members to give them ample time to find another provider.
When withdrawing, the provider is required to do the following:

1 Provide awritten notice of the decision at least 30 days in advance of the termination.
1 Indicate the effective date of termination.

Providers will not receive reimbursement for nonemergency services provided on and after the effective date of termination.
Voluntary termination notices can be sent to the following address:

Wisconsin Medicaid

Provider Enrollment

313 Blettner Blvd
Madison WI 53784

If the provider fails to specify an effective date in the notice of termination, ForwardHealth may terminate the provider on the date
the notice is received.

Topic #209

Hearing Requests

A provider who wishes to contest a Wisconsin DHS (Department of Health Services) action or inaction for which due processis
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required under Wis. Stat. ch. DHS 227, may request a hearing by writing to the DHA (Division of Hearings and Appeals).

A provider who wishes to contest DMS (Division of Medicaid Services)'s notice of intent to recover payment (for example, to
recoup for overpayments discovered in an audit by DMS) is required to request a hearing on the matter within the time period
specified in the notice. The request, which must be in writing, should briefly summarize the provider's basis for contesting DHS's
decision to withhold payment.

Refer to Wis. Admin. Code ch. DHS 106 for detailed instructions on how to file an appeal.

If atimely request for a hearing is not received, DHS may recover those amounts specified in its original notice from future
amounts owed to the provider.

Note: Providers are not entitled to administrative hearings for billing disputes.

Topic #210

Limiting the Number of Members

If providers choose to limit the number of members they see, they cannot accept a member as a private-pay patient. Providers
should instead refer the member to another ForwardHealth provider.

Persons applying for or receiving benefits are protected against discrimination based on race, color, national origin, sex, religion,
age, disability, or association with a person with a disability.

Topic #206

Requesting Discretionary Waiversand Variances

In rare instances, a provider or member may apply for, and DMS (Division of Medicaid Services) will consider applications for, a

are not considered for a discretionary waiver or variance are included in Wis. Admin. Code 8 DHS 106.13.

Waivers and variances are not available to permit coverage of servicesthat are either expressly identified as noncovered or are
not expressly mentioned in Wis. Admin. Code ch. DHS 107.

Requirements

A request for awaiver or variance may be made at any time; however, al applications must be made in writing to DMS. All
applications are required to specify the following:

1 The rule from which the waiver or variance is requested.

1 Thetime period for which the waiver or variance is requested.

1 If therequest is for a variance, the specific aternative action proposed by the provider.

1 The reasons for the request.

1 Justification that all requirements for a discretionary waiver or variance would be satisfied.

DMS may also require additional information from the provider or the member prior to acting on the request.
Application
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DMS may grant a discretionary waiver or variance if it finds that all of the following requirements are met:

1 Thewaiver or variance will not adversely affect the health, safety, or welfare of any member.

1 Either the strict enforcement of a requirement would result in unreasonable hardship on the provider or on a member, or an
aternativeto aruleisin the interests of better care or management. An alternative to a rule would include a new concept,
method, procedure or technique, new equipment, new personnel qualifications, or the implementation of a pilot project.

1 Thewaiver or variance is consistent with all applicable state and federal statutes and federal regulations.

1 Federa financia participation is available for al services under the waiver or variance, consistent with the Medicaid state
plan, federal CMS (Centers for Medicare and Medicaid Services), and other applicable federal program requirements.

1 Services relating to the waiver or variance are medically necessary.

To apply for adiscretionary waiver or variance, providers are required to send their application to the following address:

Division of Medicaid Services
Waivers and Variances

PO Box 309

Madison WI 53701-0309
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Sanctions

Topic #211

| nter mediate Sanctions

According to Wis. Admin. Code § DHS 106.08(3), Wisconsin DHS (Department of Health Services) may impose intermediate
sanctions on providers who violate certain requirements. Common examples of sanctions that DHS may apply include the
following:

1 Review of the provider's claims before payment

1 Referra to the appropriate peer review organization, licensing authority, or accreditation organization

1 Restricting the provider's participation in BadgerCare Plus

1 Requiring the provider to correct deficiencies identified in a DHS audit

Prior to imposing any alternative sanction under this section, DHS will issue a written notice to the provider in accordance with
Wis. Admin. Code § DHS 106.12.

Any sanction imposed by DHS may be appealed by the provider under Wis. Admin. Code § DHS 106.12. Providers may appeal
asanction by writing to DHA (Division of Hearings and Appeals).

Topic #212

|nvoluntary Termination

Wisconsin DHS (Department of Health Services) may suspend or terminate the Medicaid enrollment of any provider according to
Wis. Admin. Code § DHS 106.06.

The suspension or termination may occur if both of the following apply:

1 DHS finds that any of the grounds for provider termination are applicable.
1 The suspension or termination will not deny members access to services.

Reasonable notice and an opportunity for a hearing within 15 days will be given to each provider whose enrollment is terminated
by DHS. Refer to Wis. Admin. Code § DHS 106.07 for detailed information regarding possible sanctions.

In cases where Medicare enrollment is required as a condition of enrollment with Wisconsin Medicaid, termination from Medicare
results in automatic termination from Wisconsin Medicaid.

Topic #213

Sanctionsfor Collecting Payment From Members

Under state and federal laws, if a provider inappropriately collects payment from an enrolled member, or authorized person acting
on behalf of the member, that provider may be subject to program sanctions including termination of Medicaid enrollment. In
addition, the provider may aso be fined not more than $25,000, or imprisoned not more than five years, or both, pursuant to 42
USC § 1320a-7b(d) or Wis. Stat. § 49.49(3m).
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There may be narrow exceptions on when providers may collect payment from members.

Topic #214

Withholding Payments

Wisconsin DHS (Department of Health Services) may withhold full or partial Medicaid provider payments without prior
notification if, as the result of any review or audit, DHS finds reliable evidence of fraud or willful misrepresentation.

Reliable evidence of fraud or willful misrepresentation includes, but is not limited to, the filing of criminal charges by a prosecuting
attorney against the provider or one of the provider's agents or employees.

DHS s required to send the provider a written notice within five days of taking this action. The notice will generally set forth the
allegations without necessarily disclosing specific information about the investigation.
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Prescription

Topic #1966

Advanced Practice Nurse Prescriber Requirements

Wis. Admin. Code ch. N8 authorizes the enrollment of qualified advanced practice nurses as advanced practice nurse prescribers
to issue prescriptions, with certain limitations.

Advanced practice nurse prescribers are encouraged to write their DEA (Drug Enforcement Agency) number on all prescriptions
for BadgerCare Plus and SeniorCare members.

Topic #1963

Federal Registration Numbers

Wis. Stats. § 146.87 mandates that providers may not disclose a practitioner's federal registration number without consent. Under
this statute, prescribing providers may decline to authorize the use of their federal registration number for claims and PA (prior
authorization) requests for prescription orders for drugs or devices, except when indicated on a prescription for a controlled
substance. Violators of the provisions of Wis. Stats. § 146.87, are subject to financial penalties.

DEA (Drug Enforcement Agency) numbers, including "default® DEA numbers, are not accepted for the Prescriber ID on
compound and noncompound claims. An NPI (National Provider Identifier) is the only identifier accepted in the Prescriber 1D
field on compound and noncompound claims. Billing providers are required to make every effort possible to obtain the prescribing
provider's NPI. Only when the billing provider is unable to obtain the prescriber's NPI, may the billing provider indicate his or her
own NPI in the Prescriber ID field.

Optometrists may refer to Therapeutic Pharmaceutical Agents-Certified Optometrists Requirements for information about DEA
numbers and NPIs for information about prescriptions written by optometrists with a TPA certificate.

Drug Enfor cement Agency Number Audits

All prescriptions for controlled substances must indicate the DEA number of the prescriber. DEA numbers are not required on
claimsor PAs.

Topic #523

Prescriber Information for Drug Prescriptions

Most legend and certain OTC (over-the-counter) drugs are covered. (A legend drug is one whose outside package has the
legend or phrase "Caution, federal law prohibits dispensing without a prescription” printed on it.)

Coverage for some drugs may be restricted by one of the following policies:

1 PDL (Preferred Drug List)
1 PA (prior authorization)
1 BBG (brand before generic) drugs that require PA
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1 BMN (brand medically necessary) drugs that require PA
1 Diagnosis-restricted drugs

1 Age-restricted drugs
1 Quantity limits

Prescribers are encouraged to write prescriptions for drugs that do not have restrictions; however, processes are available to
obtain reimbursement for medically necessary drugs that do have restrictions.

For the most current prescription drug information, refer to the pharmacy data tables. Providers may also call Provider Services
for more information.

Preferred Drug List

Most preferred drugs on the PDL do not require PA, athough these drugs may have other restrictions (for example, age,
diagnosis); non-preferred drugs do require PA. Prescribers are encouraged to write prescriptions for preferred drugs; however, a
PA process is available for non-preferred drugs if the drugs are medically necessary.

Most drugs and drug classes included on the PDL are covered fee for service by BadgerCare Plus, Wisconsin Medicaid, and
SeniorCare, but certain drugs may have restrictions (for example, diagnosis, quantity limits, age limits). Prescribers are encouraged
to write prescriptions for preferred drugs if medically appropriate. Prescribers are encouraged to try more than one preferred
drug, if medically appropriate for the member, before prescribing a non-preferred drug. Non-preferred drugs may be covered
with an approved PA request. Most preferred drugs do not require PA, except in designated classes identified on the Preferred
Drug List Quick Reference.

Prescriber Responsibilities for Non-Preferred Drugs

If amember is enrolled in BadgerCare Plus, Wisconsin Medicaid, or SeniorCare, prescribers are encouraged to write
prescriptions for preferred drugs. Prescribers are encouraged to prescribe mor e than one preferred drug before a non-preferred
drug is prescribed from the same drug class.

If anon-preferred drug or a preferred drug that requires clinical PA is medicaly necessary for a member, the prescriber must
complete, sign, and date the appropriate PA form for the drug. When completing the PA form, prescribers are required to
provide a handwritten signature on the form.

The PA form must be sent to the pharmacy where the prescription will be filled. The PA form may be sent to the pharmacy, or the
member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the completed form to
submit a PA request to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

Prescribers and pharmacy providers are required to retain a completed, signed, and dated copy of the PA form.

Diagnosis-Restricted Drugs

Prescribers are required to indicate a diagnosis on prescriptions for al drugs that are identified by ForwardHealth as diagnosis-
restricted.

Prescribing Drugs M anufactured by Companies Who Have Not Signed the
Rebate Agreement

By federal law, pharmaceutical manufacturers who participate in state Medicaid programs must sign a rebate agreement with
CMS (Centers for Medicare & Medicaid Services). BadgerCare Plus, Wisconsin Medicaid, and SeniorCare will cover legend
and specific categories of OTC products of manufacturers who have signed a rebate agreement.
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Note: SeniorCare does not cover OTC drugs, except insulin.

ForwardHealth has identified drug manufacturers who have signed the rebate agreement. By signing the rebate agreement, the
manufacturer agrees to pay ForwardHealth a rebate equal to a percentage of its "sales' to ForwardHealth.

Drugs of companies choosing not to sign the rebate agreement, with few exceptions, are not covered. A Medicaid-enrolled
pharmacy can confirm for prescribers whether or not a particular drug manufacturer has signed the agreement.

Members Enrolled in Badger Car e Plus, Wisconsin Medicaid, or SeniorCare
(Levels1and 2A)

BadgerCare Plus, Medicaid, and SeniorCare levels 1 and 2A may cover certain FDA (Food and Drug Administration)-approved
legend drugs through the PA process even though the drug manufacturers did not sign rebate agreements.

Prescribers are required to complete the appropriate section(s) of the PA/DGA (Prior Authorization/Drug Attachment, F-11049
(07/2016)) asit pertains to the drug being requested.

Included with the PA request, the prescriber is required to submit documentation of medical necessity and cost-effectiveness that
the non-rebated drug is the only available and medically appropriate product for treating the member. The documentation must
include the following:

1 A copy of the medical record or documentation of the medical history detailing the member's medical condition and
previous treatment results

1 Documentation by the prescriber that shows why other drug products have been ruled out as ineffective or unsafe for the
member's medical condition

1 Documentation by the prescriber that shows why the non-rebated drug is the most appropriate and cost-effective drug to
treat the member's medica condition

If aPA request for a drug without a signed manufacturer rebate is approved, claims for drugs without a signed rebate agreement
must be submitted on paper. Providers should complete and submit the Noncompound Drug Claim (F-13072 (02/2025)) form
indicating the actual NDC (National Drug Code) of the drug with the Pharmacy Special Handling Reguest (F-13074 (04/2014))
form.

If aPA request for a drug without a signed manufacturer rebate is denied, the service is considered noncovered.

MembersEnrolled in SeniorCare (Levels 2B and 3)

PA is not available for drugs from manufacturers without a separate, signed SeniorCare rebate agreement for membersin levels
2B and 3. PA requests submitted for drugs without a separate, signed SeniorCare rebate agreement for membersin levels 2B and
3 will be returned to the providers unprocessed and the service will be noncovered. Members do not have appeal rights regarding
returned PA requests for noncovered drugs.

Prospective Drug Utilization Review System

The federal OBRA (Omnibus Budget Reconciliation Act) of 1990 (42 C.F.R. Parts 456.703 and 456.705) called for aDUR
(Drug Utilization Review) program for al Medicaid-covered drugs to improve the quality and cost-effectiveness of member care.
ForwardHealth's prospective DUR system assists pharmacy providers in screening certain drug categories for clinically important
potentia drug therapy problems before the prescription is dispensed to the member. The prospective DUR system checks the
member's entire pharmacy paid claims history regardless of where the drug was dispensed or by whom it was prescribed.

Diagnoses from medical claims are used to build a disease or pregnancy profile for each member. The prospective DUR system
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uses this profile to determine whether or not a prescribed drug may be inappropriate or harmful to the member. It is very
important that prescribers provide up-to-date medical diagnosis information about members on medical claims to ensure complete
and accurate member profiles, particularly in cases of disease or pregnancy.

Note: The prospective DUR system does not dictate which drugs may be dispensed; prescribers and pharmacists must exercise
professional judgment.

Prospective Drug Utilization Review's Impact on Prescribers
If apharmacy receives a prospective DUR aert, a DUR segment is required before the drug can be dispensed to the member.

This may require the pharmacist to contact the prescriber for additional information to determine if the prescription should be filled
as written, modified, or cancelled.

Drugs With Three-Month Supply Requirement

ForwardHealth has identified a list of three-month supply drugs:

1 Certain drugs are required to be dispensed in a three-month supply.
1 Additional drugs are alowed to be dispensed in a three-month supply.

Member Benefits

When it is appropriate for the member's medical condition, a three-month supply of a drug benefits the member in the following
ways.

Aiding compliance in taking prescribed generic, maintenance medications

Reducing the cost of member copays

Requiring fewer trips to the pharmacy

Allowing the member to obtain alarger quantity of generic, maintenance drugs for chronic conditions (for example,
hypertension)

Prescribers are encouraged to write prescriptions for a three-month supply when appropriate for the member.
Prescription Quantity

A prescriber is required to indicate the appropriate quantity on the prescription to allow the dispensing provider to dispense the
maintenance drug in a three-month supply. For example, if the prescription is written for "Hydrochlorothiazide 25 mg, take one
tablet daily," the prescriber is required to indicate a quantity of 90 or 100 tablets on the prescription so the pharmacy provider can
dispense a three-month supply. In certain instances, brand name drugs (for example, oral contraceptives) may be dispensed in a
three-month supply.

Pharmacy providers are not required to contact prescribers to request a new prescription for a three-month supply if a
prescription has been written as a one-month supply with multiple or as needed (PRN (pro re nata)) refills.

ForwardHealth will not audit or recoup three-month supply claims if a pharmacy provider changes a prescription written as a one-
month supply with refills as long as the total quantity dispensed per prescription does not exceed the total quantity authorized by
the prescriber.

Prescription Mail Delivery

Current Wisconsin law permits Medicaid-enrolled retail pharmacies to deliver prescriptions to members via the mail. Medicaid-
enrolled retail pharmacies may dispense and mail any prescription or OTC medication to a Medicaid fee-for-service member at
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no additional cost to the member or Wisconsin Medicaid.

Providers are encouraged to use the mail delivery option if requested by the member, particularly for prescriptions filled for a
three-month supply.

Noncovered Drugs
The following drugs are not covered:

1 Drugs that are identified by the FDA as LTE (less-than-effective) or identical, related, or similar to LTE drugs

1 Drugsidentified on the Wisconsin Negative Formulary

1 Drugs manufactured by companies that have not signed the rebate agreement

1 Drugs to treat the condition of ED (erectile dysfunction). Examples of noncovered drugs for ED are tadal&fil (Cialis) and
sildendfil (Viagra).

SeniorCare

SeniorCare is a prescription drug assistance program for Wisconsin residents who are 65 years of age or older and meet eligibility
criteria. SeniorCare is modeled after Wisconsin Medicaid in terms of drug coverage and reimbursement, although there are a few
differences. Unlike Wisconsin Medicaid, SeniorCare does not cover OTC drugs other than insulin. SeniorCare also covers
vaccines that are approved by the CDC (Centers for Disease Control and Prevention) ACIP (Advisory Committee on
Immunization Practices) for people age 65 and older and are administered through a pharmacy.

Topic #23057

Prescriber Responsibilitiesfor Checking PDM P
Prescription History

Enrolled providers have an ongoing responsibility to ensure compliance with al state and federal laws related to ForwardHealth.

Wis. Admin. Code 8 CSB 4.105 requires providers to check the Wisconsin ePDMP (Enhanced Prescription Drug Monitoring
Program) prior to prescribing controlled substances. Section 5042 of the SUPPORT (Substance Use Disorder Prevention that
Promotes Opioid Recovery and Treatment for Patients and Communities) Act (codified in 42 USC § 1396w-3a) directs all state
Medicaid programs to require providers to check the PDMP (Prescription Drug Monitoring Program) prior to prescribing
controlled medications. Wis. Admin. Code § CSB 4.105 complies with the requirement in section 5042 of the SUPPORT Act for
Medicaid-enrolled prescribers to check the PDMP before prescribing a controlled substance.

Enrolled providers must make a "good faith effort”" to check the ePDMP before prescribing a controlled substance to a member.
In the case that a provider is not able to conduct such a check, the provider must document the good faith effort, including the
reasons why the provider was not able to conduct the check. ForwardHealth may require a provider to submit, upon request,
such documentation to DHS (Wisconsin Department of Health Services).

Topic #1964

Requirements

Except as otherwise indicated in federal or state law, a prescriber is required to write a prescription or a pharmacist is required to
accept a prescription verbally or electronicaly from the prescriber. The prescription must include the following:
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1 The name, strength, and quantity of the drug or item prescribed
1 The date of issue of the prescription

1 The prescriber's name and address

1 The member's name and address

1 The prescriber's signature (if the prescriber writes the prescription)
1 The directions for use of the prescribed drug or item

If the pharmacist takes the prescription verbally from the prescriber, the pharmacist is required to generate a hard copy.
Prescription orders, including prescriber-limited refill prescriptions, are vaid for no more than one year from the date of the
prescription. Controlled substance and prescriber-limited prescriptions are valid for periods of 1ess than one year.

According to Wis. Admin. Code 88 DHS 105.02(4) and 105.02(7), and Wis. Stats. § 450.11(2), pharmacy providers are
required to retain hard copies of prescriptions for five years from the DOS (date of service). Prescriptions transmitted
electronically may be filed and preserved in electronic format, per Wis. Stats. § 961.38(2). If a pharmacist takes a prescription
verbally from the prescriber, the pharmacist is required to generate a hard copy.

Topic #4346

Tamper-Resistant Prescription Pad Requirement

Section 7002(b) of the U.S. Troop Readiness, Veterans Care, Katrina Recovery, and Iraq Accountability Appropriations Act of
2007 imposed a requirement on prescriptions paid for by Medicaid, SeniorCare, or BadgerCare fee-for-service. The law
requires that all written or computer-generated prescriptions that are given to a patient to take to a pharmacy must be written or
printed on tamper-resistant prescription pads or tamper-resistant computer paper. This requirement applies to prescriptions for
both controlled and noncontrolled substances.

All other Medicaid policies and procedures regarding prescriptions continue to apply.

Required Featuresfor Tamper-Resistant Prescription Pads or Computer
Paper

To be considered tamper-resistant, federal law requires that prescription pads/paper contain al three of the following
characteristics:

1 One or more industry-recognized features designed to prevent unauthorized copying of a completed or blank prescription
form

1 One or more industry-recognized features designed to prevent the erasure or modification of information written on the
prescription by the prescriber

1 One or more industry-recognized features designed to prevent the use of counterfeit prescription forms

Exclusionsto Tamper-Resistant Prescription Pad Requirement
The following are exclusions to the tamper-resistant prescription pad requirement:

1 Prescriptions faxed directly from the prescriber to the pharmacy

1 Prescriptions electronically transmitted directly from the prescriber to the pharmacy

1 Prescriptions telephoned directly from the prescriber to the pharmacy

1 Prescriptions provided to members in nursing facilities, ICF/IIDs (Intermediate Care Facilities for Individuals with
Intellectual Disabilities), and other specified ingtitutional and clinical settings to the extent that drugs are part of their overall
rate (However, written prescriptions filled by a pharmacy outside the walls of the facility are subject to the tamper-resistant
requirement.)
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72-Hour Grace Period

Prescriptions presented by patients on non-tamper-resistant pads or paper may be dispensed and considered compliant if the
pharmacy receives a compliant prescription order within 72 hours.

Coordination of Benefits

The federal law imposing these new requirements applies even when ForwardHedlth is the secondary payer.

Retroactive ForwardHealth Eligibility

If apatient becomes retroactively eligible for ForwardHealth, the federal law presumes that prescriptions retroactively dispensed
were compliant. However, prospective refills will require a tamper-resistant prescription.

Penalty for Noncompliance

Payment made to the pharmacy for a claim corresponding to a noncompliant order may be recouped, in full, by Wisconsin
Medicaid.

Topic #1965

Therapeutic Phar maceutical Agents-Certified
Optometrists Requirements

In accordance with Wis. Admin. Code ch. SPS 10.01(10), BadgerCare Plus, Medicaid, and SeniorCare allow prescriptions
written by optometrists with a TPA (Therapeutic Pharmaceutical Agent) certificate. Prescriptions for schedule I11, IV, or V
narcotic analgesics prescribed by optometrists with a TPA certificate must include the optometrist's DEA (Drug Enforcement
Agency) number.

DEA numbers are not accepted for the Prescriber ID on compound and noncompound claims. An NPI (Nationa Provider
Identifier) is the only identifier accepted in the Prescriber 1D field on compound and noncompound claims. Pharmacy providers
should contact the prescribing optometrist for their NPI if it is not known. Pharmacy providers are required to make every effort
possible to obtain the prescribing optometrist's NPI. Only when the billing provider is unable to obtain the prescriber's NPI, may
the billing provider indicate their own NPI in the Prescriber 1D field.

More information about DEA numbers and NPIsis available.
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Provider Numbers

Topic #3421

Provider |dentification

Health Care Providers

Health care providers are required to indicate an NPl (National Provider Identifier) on enrollment applications and €lectronic and
paper transactions submitted to ForwardHealth.

The NPI isa 10-digit number obtained through the NPPES (National Plan and Provider Enumeration System).

Providers should ensure that they have obtained an appropriate NPI prior to beginning their enrollment application. There are two
kinds of NPIs:

1 Entity Type 1 NPIs are for individuals who provide health care, such as physicians, dentists, and chiropractors.
1 Entity Type 2 NPIs are for organizations that provide health care, such as hospitals, group practices, pharmacies, and home
health agencies.

It is possible for a provider to qualify for both Entity Type 1 and Entity Type 2 NPIs. For example, an individual physical therapist
may also be the owner of atherapy group that is a corporation and have two Wisconsin Medicaid enrollments — one enrollment
asan individual physical therapist and the other enrollment as the physical therapy group. A Type 1 NPI for theindividua
enrollment and a Type 2 NPI for the group enrollment are required.

NPIs and classifications may be viewed on the NPPES website. The federal CM S (Centers for Medicare and Medicaid
Services) website includes more information on Type 1 and Type 2 NPIs.

Health care providers who are federally required to have an NPI are responsible for obtaining the appropriate certification for
their NPI.

Non-Healthcare Providers

Non-healthcare providers, such as SMV (specialized medical vehicle) providers, persona care agencies, and blood banks, are
exempt from federal NPI requirements. Providers exempt from federal NPI requirements are assigned a Medicaid provider
number once their enrollment application is accepted; they are required to indicate this Medicaid provider number on electronic
and paper transactions submitted to ForwardHealth.

Topic #5096

Taxonomy Codes

Taxonomy codes are standard code sets used to provide information about provider type and specialty for the provider's
enrollment. ForwardHealth uses taxonomy codes as additional data for correctly matching the NPI (Nationa Provider Identifier)
to the provider file.

Providers are required to use ataxonomy code when the NPI reported to ForwardHealth corresponds to multiple enrollments
and the provider's practice location zip+4 code does not uniquely identify the provider.
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Providers are allowed to report multiple taxonomy codes to ForwardHealth as long as the codes accurately describe the provider
type and speciaty for the provider's enrollment. When doing business with ForwardHealth, providers may use any one of the
reported codes. Providers who report multiple taxonomy codes will be required to designate one of the codes as the primary
taxonomy code; ForwardHealth will use this primary code for identification purposes.

Providers who wish to change their taxonomy code or add additional taxonomy codes may do so using the demographic
maintenance tool. Most taxonomy code changes entered through the demographic maintenance tool will take effect in real time;
providers may use the new codes immediately on transactions.

Omission of ataxonomy code when it is required as additional data to identify the provider will cause claims and other
transactions to be denied or delayed in processing.

Note: Taxonomy codes do not change provider enrollment or affect reimbursement terms.

Topic #5097

ZIP Code

The zip code of a provider's practice location address on file with ForwardHealth must be a zip+4 code. The zip+4 code helpsto
identify a provider when the NPI (National Provider Identifier) reported to ForwardHealth corresponds to multiple enrollments
and the reported taxonomy code does not uniquely identify the provider.

When a zip+4 code is required to identify a provider, omission of it will cause claims and other transactions to be denied or
delayed in processing.

Providers may verify the zip+4 code for their address on the U.S. Postal Service website.
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Archive Date:07/01/2025

Covered and Noncovered Services:Noncovered Services

Topic #10917

"Not for Retail Sale" Products

ForwardHealth does not reimburse for diabetic supplies considered "not for retail sale" by the manufacturer. "Not for retail sal€e"
products are considered noncovered.

Topic #68

Definition of Noncover ed Services

A noncovered service is a service, item, or supply for which reimbursement is not available. Wis. Admin. Code § DHS 101.03
(103) and Wis. Admin. Code ch. 107 contain more information about noncovered services. In addition, Wis. Admin. Code §
DHS 107.03 contains a generd list of noncovered services.

Topic #104

Member Payment for Noncovered Services

A provider may collect payment from a member for noncovered services if certain conditions are met.

Providers may not collect payment from a member (or authorized person acting on behalf of the member) for certain noncovered
services or activities provided in connection with covered services, including:

Charges for missed appointments

Charges for telephone calls

Charges for time involved in completing necessary forms, claims, or reports
Trandation services

Missed Appointments

Federal CMS (Centers for Medicare and Medicaid Services) does not allow state Medicaid programs to permit providers to
collect payment from a member, or authorized person acting on behalf of the member, for a missed appointment.

Avoiding Missed Appointments
ForwardHealth offers the following suggestions to help avoid missed appointments:

1 Remind members of upcoming appointments (by telephone or postcard) prior to scheduled appointments.

1 If amember needs assistance in obtaining transportation to a medical appointment, encourage the member to call the
NEMT (non-emergency medical transportation) manager contracted with Wisconsin DHS (Department of Health
Services). Most Medicaid and BadgerCare Plus members may receive NEMT services through the NEMT manager if they
have no other way to receive aride. Refer to the NEMT service area for more information.

1 If the appointment is made through the HealthCheck screening or targeted case management programs, encourage the staff
from those programs to ensure that the scheduled appointments are kept.
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Trandation and I nterpretive Services

Trandation services, which refer to trandation of the written word, are considered part of the provider's overhead cost and are
not separately reimbursable. Providers may not collect payment from a member (or authorized person acting on behalf of the
member) for translation services.

Interpretive services, which refer to interpretation of the spoken word or sign language, are a covered service. More information
on interpretive services can be found in the [nterpretive Services topic.

Providers should call the Affirmative Action and Civil Rights Compliance Officer at 608-266-9372 for information about when
translation services are required by federal law. Providers may also write to the following address:

AA/CRC Office

1 W Wilson St Rm 561
PO Box 7850

Madison WI 53707-7850

Topic #23343

Noncovered Services for Pharmacists

ForwardHealth will not reimburse noncovered services, as defined in Wis. Admin. Code 8 DHS 107.03.

Other examples of noncovered services for Medicaid-enrolled pharmacists include:

1 Services in which ForwardHealth policy was not followed

1 Services provided outside the pharmacist's scope of practice

1 Services outside the pharmacist's scope of practice that are not delegated by a physician through a CPA (collaborative
practice agreement)

1 Services provided under an invaid CPA (for example, when the effective dates have expired)
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HealthCheck " Other Services"

Topic #22

Definition of HealthCheck Other Services

HealthCheck is the term used for EPSDT (Early and Periodic Screening, Diagnosis, and Treatment) in Wisconsin. The
HealthCheck benefit provides periodic, comprehensive health screening exams (also known as well child checks), as well as
interperiodic screens, outreach and case management, and additional medically necessary services (referred to as HealthCheck
Other Services) for members under 21 years of age.

Wisconsin Medicaid covers most diagnostic and intervention services a member may need. However, federa law requires that
states provide any additional health care services that are coverable under the federal Medicaid program and found to be
medically necessary to treat, correct, or reduce illnesses and conditions discovered regardless of whether or not the serviceis
covered in a state's Medicaid program. HealthCheck Other Services is Wisconsin's term for this federal requirement.

The requested service must be allowable under federal Medicaid law, per 8 1905(a) of the Social Security Act, and must be
medically necessary and reasonable for the member to be covered by Wisconsin Medicaid, per Wis. Admin. Code § DHS
107.02(3)(e). Most HealthCheck Other Services require PA (prior authorization) per Wis. Admin. Code § DHS 107.02.

Topic #23377

HealthCheck Other Services Over—the—-Counter Drug
| nfor mation

Over—the-Counter Drugs

All OTC (over-the-counter) drug requests require a current, valid prescription.
Covered Over-the-Counter Drugs

Providers should refer to the Drug Search Tool to confirm OTC drug coverage.
Covered drugs listed in these tables do not require a PA (prior authorization):

1 Over—the-Counter Drugs Covered by HealthCheck Other Services
1 Over—the—Counter Drugs Covered (BadgerCare Plus and Medicaid)

All other OTC drug requests require PA.

PA Submission Requirementsfor Over—-the-Counter Drugs Not Routinely
Covered by ForwardHealth

A PA isrequired for OTC drug requests that are not routinely covered by ForwardHealth. Pharmacy providers must submit two
PA forms:
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1 PA/RF (Prior Authorization Request Form, F-11018 (05/2013))
1 PA/DGA (Prior Authorization/Drug Attachment, F-11049 (01/2024))

The PA request will be returned to the provider if:

1 The PA request isincomplete.
1 Additional information is needed to substantiate the necessity of the requested service.

Note: A return for moreinformation isnot a denial.

Prior Authorization Request Form Information Needed for a HealthCheck Other Services PA
Request

Providers should follow the PA/RF completion instructions to ensure a complete PA request is submitted. Providers should ensure
the following key elements are completed for a HealthCheck Other Services PA request:

1 For Element 1, check the HealthCheck Other Services box. (Note: If the HealthCheck Other Services box is not
checked, the PA request will not be returned.)

1 For Element 19, enter the procedure code that most accurately describes the service, even if the code is not ordinarily
covered by Wisconsin Medicaid. Unlisted procedure codes can be requested if the service is not accurately described by
existing procedure codes.

1 For Element 22, include the description of the service.

Prior Authorization/Drug Attachment Form Information Needed for a HealthCheck Other Services
Prior Authorization Request

Providers should follow the PA/DGA form completion instructions to ensure a complete PA request is submitted.

Providers should ensure the the key elementsin Section IV are completed for a HealthCheck Other Services pharmacy PA
request, including:

1 Theclinical rationae to support the medical necessity of the drug being requested and reasons why the covered OTC drugs
are not appropriate

Medical records that document the condition being treated and past treatments attempted

Clear documentation of the quantity and doses requested and the duration

The manufacturer's suggested retail price for the requested OTC drug

The 11-digit NDC (national drug code) for any OTC drugs on the HealthCheck Other Services pharmacy PA request

Claims Submission
For OTC drugs covered without a PA, pharmacy providers must submit a pharmacy claim in one of the following ways:

The real—time point—of—sale using the NCPDP (National Council for Prescription Drug Programs Telecommunication)
DDE ( Direct Data Entry) on the Portal

PES ( Provider Electronic Solutions) claims submission software

On a noncompound drug claim form

For covered OTC drugs with an approved PA, pharmacy providers must submit a professional claim in one of the following
ways.

1 The 1500 Health Insurance Claim Form (02/12)
1 The 837P (837 Health Care Claim: Professional) transaction
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1 DDE on the Portal
1 PES claim submission software
Pharmacy providers must refer to the PA approval message to obtain:

1 The procedure code (usually an S code)
1 Pricing information indicated on the claim

Resour ces
For general information on HealthCheck pharmacy providers should refer to:

1 Prior Authorization for HealthCheck Other Services topic (#1)
1 Definition of HealthCheck Other Services topic (#22)

1 Requirements topic (#41)

1 Prior Authorization/Drug Attachment topic (#15937)

Pharmacy providers may call Provider Services for more information about HealthCheck Other Services or for help with
submitting PA requests.

Topic #1

Prior Authorization for HealthCheck " Other Services'

Providers submitting PA (prior authorization) requests for HealthCheck "Other Services' should review the two types of PA
requests. The following types of PA requests have their own submission requirements:

1 Requests for exceptions to coverage limitations
1 Requests for federaly allowable Medicaid services not routinely covered by Wisconsin Medicaid

PA Submission Requirementsfor Exceptionsto Coverage Limitations

HealthCheck "Other Services' may additionally cover established Medicaid health care services that are limited in coverage for
members under 21 years of age.

If aPA request is submitted requesting additional coverage for a benefit where there is established policy, the request is
automatically processed under the HealthCheck "Other Services" benefit to evaluate whether the requested serviceis likely to
correct or ameliorate the member's condition, including maintaining current status or preventing regression.

Examples of coverage limitations include service amounts that are prohibited by policy, or the requested service is not expected to
result in a favorable improvement in the member's condition or diagnosis.

Every PA request for amember under age 21 isfirst processed according to standard Medicaid guidelines and then reviewed
under HealthCheck "Other Services' guidelines. For these reasons, providers do not need to take additional action to identify the
PA request as a HealthCheck "Other Services' request.

If an established benefit will be requested at alevel that exceeds Wisconsin Medicaid coverage limits, in addition to the required
PA documentation detailed in the appropriate service area of the Online Handbook, the request should provide:

1 Therationale detailing why standard coverage is not considered acceptable to address the identified condition.
1 Therationale detailing why the requested service is needed to correct or ameliorate the member's condition.
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PA Submission Requirementsfor Services Not Routinely Covered by
Wisconsin Medicaid

HealthCheck "Other Services" alows coverage of health care services that are not routinely covered by Wisconsin Medicaid, but
are federally allowable and medically necessary to maintain, improve, or correct the member's physical and mental health, per §
1905(a) of the Socia Security Act. These HealthCheck "Other Services' require PA since the determination of medical necessity
is made on a case-by-case basis depending on the needs of the member.

If aPA request is submitted requesting coverage for a service that does not have established policy and is not an exception to
coverage limitations, the provider is required to identify the PA as a HealthCheck "Other Services' request by checking the
HealthCheck " Other Services' box and submit the following information:

1 A current, valid order or prescription for the service being requested:

i Prescriptions are valid for 12 or fewer months from the date of the signature (depending on the service area).

i Updated prescriptions may be required more frequently for some benefits.

1 A completed PA/RF (Prior Authorization Request Form, F-11018 (05/2013)), for most service areas, including the
following:

i For Element 1, check the HealthCheck " Other Services' box.

i For Element 19, enter the procedure code that most accurately describes the service, even if the code is not
ordinarily covered by Wisconsin Medicaid. Unlisted procedure codes can be requested if the service is not
accurately described by existing procedure codes.

i For Element 20, enter informational procedure code modifier EP (Service provided as part of Medicaid early
periodic screening diagnosis and treatment [EPSDT] program) to indicate that the service is requested as a
HealthCheck "Other Services' benefit.

i For Element 22, include the description of the service.

1 A completed PA/DRF (Prior Authorization/Dental Reguest Form, F-11035 (07/2012)), or PA/HIASI (Prior
Authorization Reguest for Hearing Instrument and Audiological Services, F-11020 (05/2013)) when the PA/RF is not
applicable

1 A PA attachment form(s) for the related service area, if known, or clinical documentation substantiating the medical
necessity of the requested procedure code and:

i Therationale detailing why services typically covered by Wisconsin Medicaid are not considered acceptable to
address the identified condition or why services were discontinued.

i Therationale detailing why the requested service is needed to correct or ameliorate the member's condition.

Note: Providers may call Provider Services to determine the appropriate PA attachment.
1 Evidence the requested service is clinicaly effective and not harmful (If the requested serviceis new to Wisconsin
Medicaid, additional documentation regarding current research and/or safety of the intervention may be submitted.)
1 The MSRP (manufacturer's suggested retail price) for requested equipment or supplies
1 The 11-digit NDC (Nationa Drug Code) for any requested OTC (over-the-counter) drugs on pharmacy PA reguests
Providers may call Provider Services for more information about HealthCheck "Other Services."

If the PA request isincomplete or additional information is needed to substantiate the necessity of the requested service, the PA
request will be returned to the provider. A return for moreinformation isnot a denial.

Topic #41

Reguirements

For a service to be reimbursed through HealthCheck "Other Services," the following requirements must be met:
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The service is provided to a member who is under 21 years of age.

The service is coverable under federal Medicaid law.

The service is medically necessary and reasonable.

The service is prior authorized before it is provided.

Services currently available are not considered acceptable to treat the identified condition.

ForwardHealth has the authority to do all of the following:

1 Review the medical necessity of all requests.

1 Establish criteria for the provision of such services.

1 Determine the amount, duration, and scope of services as long as the authorized amount is reasonable and maintains the
preventive intent of the HealthCheck benefit.

HealthCheck "Other Services' does not include reimbursement in excess of ForwardHealth published maximum allowable fees.

All PA (prior authorization) requests must follow NCCI (National Correct Coding Initiative) guidelines.
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Codes

Topic #6717

Administration Procedure Codes for Physician-
Administered Drugs

For physician-administered drugs administered to members enrolled in BadgerCare Plus HMOs, Medicaid SSI HMOs, and most
special MCOs (managed care organizations), all CPT (Current Procedural Terminology) administration procedure codes should
be indicated on claims submitted for reimbursement to the member's MCO.

Topic #1941

Contraceptive Supply Procedure Codes

Providers are required to submit claims for condoms using the paper 1500 Health Insurance Claim Form ((02/12)) or 837P (837
Health Care Claim: Professional) transaction using the following HCPCS (Healthcare Common Procedure Coding System)
procedure codes:

1 A4267 (Contraceptive supply, condom, male, each)
1 A4268 (Contraceptive supply, condom, female, each)

Topic #1943

National Drug Codes

BadgerCare Plus, Medicaid, SeniorCare, and WCDP (Wisconsin Chronic Disease Program) cover FDA (Food and Drug
Administration)-approved NDCs (National Drug Codes) for drugs in which the manufacturer has signed a rebate agreement.

The FDA assigns NDCs for drugs that have received FDA approval. The NDC is an 11-digit, three-segment number for a drug.
The NDC is divided into the following segments:

1 Thefirst segment, afive-digit labeler code that identifies any firm that manufactures, repacks, or distributes the drug.

1 The second segment, a four-digit code that identifies the drug's strength, dose, and formulation.

1 Thethird segment, atwo-digit code that identifies the package size.
In most cases, if an NDC is 10 digits or less, providers are required to indicate a preceding zero in the segment(s) with less than
the required number of digits. If the labeler code begins with a number that is greater than or equal to one, the preceding zero may

need to be indicated in the second or third segment. In other cases, providers may need to indicate a zero at the end of a segment.

Providers may use the Drug Search Tool to verify the arrangement of the segments of a specific NDC. Providers may also contact
Provider Services.

New National Drug Codes
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BadgerCare Plus, Medicaid, and SeniorCare automatically add an NDC of a new drug to the drug file if it meets program
guiddlines and is produced by a manufacturer participating in the drug rebate program.

Obsolete National Drug Codes

ForwardHealth will no longer reimburse NDCs with an obsolete date of two or more years. The obsolete date is reported by the
manufacturer or by the FDA and provides the date the product is not available to the marketplace due to the cessation of
marketing, production, or distribution of the product. The obsolete date provided to First DataBank is used to automatically
update ForwardHealth.

Topic #12817

Place of Service Codes

POS (place of service) codes identify the place where adrug or service is dispensed or administered. For al compound and
noncompound drugs, federal legend drugs, OTC (over-the-counter) drugs, and diabetic supplies, ForwardHealth accepts the
following POS code val ues:

1 01 — Pharmacy: A facility or location where drugs and other medically related items and services are sold, dispensed, or
otherwise provided directly to patients.

1 13— Assisted Living Facility: Congregate residential facility with self-contained living units providing assessment of each
resident's needs and on-site support 24 hours a day, 7 days a week, with the capacity to deliver or arrange for services
including some health care and other services.

1 14 — Group Home: A residence, with shared living areas, where clients receive supervision and other services such as
socia and/or behavioral services, custodial service, and minimal services (for example, medication administration).

1 32— Nursing Facility: A facility which primarily provides to residents skilled nursing care and related services for the
rehabilitation of injured, disabled, or sick persons, or, on aregular basis, health-related care services above the level of
custodial care to other than mentally retarded individuals.

1 34— Hospice: A facility, other than a patient's home, in which palliative and supportive care for terminally ill patients and
their families are provided.

1 50 — Federally Qualified Health Center: A facility located in a medically underserved areathat provides Medicare
beneficiaries preventive primary medical care under the general direction of a physician.

1 65 — End-Stage Renal Disease Treatment Facility: A facility other than a hospital, which provides dialysis treatment,
maintenance, and/or training to patients or caregivers on an ambulatory or home-care basis.

1 72— Rura Health Clinic: An enrolled facility which islocated in arural medically underserved area that provides
ambulatory primary medical care under the general direction of a physician.

A complete list of expanded definitions for POS codes is available on the CM S (Centers for Medicare and Medicaid Services)
website.

Topic #643

Unlisted Procedure Codes

According to the HCPCS (Healthcare Common Procedure Coding System) codebook, if a service is provided that is not
accurately described by other HCPCS CPT (Current Procedural Terminology) procedure codes, the service should be reported
using an unlisted procedure code.

Before considering using an unlisted, or NOC (not otherwise classified), procedure code, a provider should determine if there is
another more specific code that could be indicated to describe the procedure or service being performed/provided. If thereis no
more specific code available, the provider is required to submit the appropriate documentation, which could include a PA (prior
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authorization) request, to justify use of the unlisted procedure code and to describe the procedure or service rendered. Submitting
the proper documentation, which could include a PA request, may result in more timely claims processing.

Unlisted procedure codes should not be used to request adjusted reimbursement for a procedure for which there is a more
specific code available.

Unlisted Codes That Do Not Require Prior Authorization or Additional
Supporting Documentation

For alimited group of unlisted procedure codes, ForwardHealth has established specific policies for their use and associated
reimbursement. These codes do not require PA or additional documentation to be submitted with the claim. Providers should refer

to their service-specific area of the Online Handbook on the ForwardHealth Portal for details about these unlisted codes.

For most unlisted codes, ForwardHealth requires additional documentation.

Unlisted Codes That Require Prior Authorization

Certain unlisted procedure codes require PA. Providers should follow their service-specific PA instructions and documentation
requirements for requesting PA. For alist of procedure codes for which ForwardHealth requires PA, refer to the service-specific
interactive maximum allowable fee schedule.

In addition to a properly completed PA request, documentation submitted on the service-specific PA attachment or as additional
supporting documentation with the PA request should provide the following information:

Specifically identify or describe the name of the procedure/service being performed or billed under the unlisted code.
List/justify why other codes are not appropriate.

Include only relevant documentation.

Include all required clinical/supporting documentation.

For most situations, once the provider has an approved PA request for the unlisted procedure code, there is no need to submit
additional documentation along with the claim.

Unlisted Codes That Do Not Require Prior Authorization

If an unlisted procedure code does not require PA, documentation submitted with the claim to justify use of the unlisted code and
to describe the procedure/service rendered must be sufficient to allow ForwardHealth to determine the nature and scope of the
procedure and to determine whether or not the procedure is covered and was medically necessary, as defined in Wisconsin
Administrative Code.

The documentation submitted should provide the following information related to the unlisted code:
1 Specifically identify or describe the name of the procedure/service being performed or billed under the unlisted code.
1 List/justify why other codes are not appropriate.
1 Include only relevant documentation.

How to Submit Claims and Related Documentation

Claims including an unlisted procedure code and supporting documentation may be submitted to ForwardHealth in the following
ways.

1 If submitting on paper using the 1500 Health Insurance Claim Form ((02/12)), the provider may do either of the following:
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i Include supporting information/description in Item Number 19 of the claim form.

i Include supporting documentation on a separate paper attachment. This option should be used if Item Number 19 on
the 1500 Health Insurance Claim Form does not allow enough space for the description or when billing multiple
unlisted procedure codes. Providers should indicate See Attachment in Item Number 19 of the claim form and send
the supporting documentation along with the claim form.

1 If submitting electronically using DDE (Direct Data Entry) on the Portal, PES (Provider Electronic Solutions) software, or
837 (837 Health Care Claim) electronic transactions, the provider may do one of the following:

i Include supporting documentation in the Notes field. The Notes field is limited to 80 characters.

i Indicate that supporting documentation will be submitted separately on paper. This option should be used if the
Notes field does not alow enough space for the description or when billing multiple unlisted procedure codes.
Providers should indicate See Attachment in the Notes field of the electronic transaction and submit the supporting
documentation on paper.

i Upload claim attachments via the secure Provider area of the Portal.

Topic #330

Valid Codes Required on Claims

ForwardHealth requires that all codes indicated on claims and PA (prior authorization) requests, including diagnosis codes,
revenue codes, HCPCS (Healthcare Common Procedure Coding System) codes, HIPPS (Health Insurance Prospective Payment
System) codes, and CPT (Current Procedural Terminology) codes be valid codes. Claims received without valid diagnosis codes,
revenue codes, and HCPCS, HIPPS, or CPT codes will be denied; PA requests received without valid codes will be returned to
the provider. Providers should refer to current national coding and billing manuals for information on valid code sets.

Code Validity

In order for a code to be valid, it must reflect the highest number of required characters as indicated by its national coding and
billing manual. If a stakeholder uses a code that is not valid, ForwardHealth will deny the claim or return the PA request, and it will
need to be resubmitted with a valid code.

Code Specificity for Diagnosis

All codes adlow a high level of detail for a condition. The level of detail for ICD (International Classification of Diseases) diagnosis
codesis expressed asthe level of specificity. In order for a code to be valid, it must reflect the highest level of specificity (contain
the highest number of characters) required by the code set. For some codes, this could be as few as three characters. If a
stakeholder uses an ICD diagnosis code that is not valid (not to the specific number of characters required), ForwardHealth will
deny the claim or return the PA request, and it will need to be resubmitted with avalid ICD diagnosis code.
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Covered Services and Requirements

Topic #2331

Age-Restricted Drugs

The drugs in the table below are age-restricted by BadgerCare Plus, Medicaid, and SeniorCare.
The table includes the most current information and may be updated periodicaly.

Age-Restricted Drugs
Product Allowable Ages

Certain OTC (over-the-counter) medications for HealthCheck |Under 21 years of age

"Other Services' (for example, iron supplements, multivitamins)

Cuvposa (glycopyrrolate) 310 16 years of age; PA is not required. Note: For members
below the age of 3 and over the age of 16, PA isrequired.

Ora Contraceptives 10 to 65 years of age
Prenatal Vitamins 12 to 60 years of age
Topic #1940

Compound Drugs

BadgerCare Plus, Medicaid, and SeniorCare cover a compound drug only when the compound drug prescription:

1 Contains more than one ingredient (each ingredient is separately billed on a compound claim)

1 Contains at least one drug that is covered by BadgerCare Plus, Medicaid, or SeniorCare

1 Does not contain any LTE (less-than-effective) drugs as identified by CMS (Centers for Medicare and Medicaid Services),
or any equivalent or similar drug. LTE/identical, related, or similar drugs are drugs that are considered noncovered because
the drugs are determined by the FDA (Food and Drug Administration) to have little therapeutic value, are not medically
necessary, or are not cost-effective.

If oneingredient of the compound drug requires PA (prior authorization), the compound drug requires PA. If one ingredient of the
compound drug has a diagnosis restriction, the compound drug has the same diagnosis restriction.

If a compound drug has one noncovered ingredient, payment for that ingredient will be denied, but the rest of the ingredients will
be covered, assuming the other conditions are met.

BadgerCare Plus, Medicaid, and SeniorCare do not cover a compound drug prescription if acommercial product containing the
same ingredientsis available.

Drugs contained within a compound prescription must be used for the FDA-approved indication. For example, if the FDA-
approved use of an ingredient is for an oral analgesic, thisingredient cannot be used in any compound drug for an intended
therapeutic use other than an oral analgesic.
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Preferred Drug List

Compound drugs are excluded from PDL (Preferred Drug List) requirements. Prescribers are not required to complete a
PA/PDL (Prior Authorization/Preferred Drug List) form, and pharmacy providers are not required to obtain PA for non-preferred
products that are included in a compound drug.

Claims

Providers should indicate the actual NDC (National Drug Code) of all ingredientsin a compound and submit claims using the
following:

1 The POS (Point-of-Sale) system
1 PES (Provider Electronic Solutions) software

1 DDE (Direct Data Entry)

1 The Compound Drug Claim (F-13073 (04/2017)) form

Providers who participate in the 340B Program (340B Drug Pricing Program) and submit claims for drugs purchased through the
340B Program are also required to indicate the AAC (Actua Acquisition Cost).

A member may obtain a compounded medication that is not covered under BadgerCare Plus, Medicaid, or SeniorCare. In these
instances, the member is responsible for payment only if the provider informs the member of the following prior to providing the
drug:

1 BadgerCare Plus, Medicaid, or SeniorCare does not cover the drug.
1 The member will be responsible for the cost.

Topic #17897

Continuous Glucose Monitoring

Professional Continuous Glucose Monitoring (Provider-Owned Equipment)

Professional continuous glucose monitoring utilizing provider-owned eguipment is covered for BadgerCare Plus and Medicaid
members as a supplement to standard care for diabetes when the primary care provider or attending provider determines such
monitoring is medically necessary to establish an optimal insulin regimen. Results must be monitored and interpreted under the

supervision of a qudified health care professional.

Professiona continuous glucose monitoring is a diagnostic measurement of glucose levels received throughout the day and night.
This type of glucose monitoring is done as a three-five day test to evaluate diabetes contral.

The following CPT (Current Procedural Terminology) procedure codes are covered for members receiving professiona
continuous glucose monitoring:

1 95250 (Ambulatory continuous glucose monitoring of interstitial tissue fluid via a subcutaneous sensor for a minimum of 72
hours; physician or other qualified health care professional [office] provided equipment, sensor placement, hook-up,
calibration of monitor, patient training, removal of sensor, and printout of recording).

1 95251 (Ambulatory continuous glucose monitoring of interstitial tissue fluid via a subcutaneous sensor for a minimum of 72
hours; analysis, interpretation and report).

Procedure codes 95250 and 95251 require a minimum of 72 hours of data and may be reimbursed up to four times per year but
may not be reimbursed more than once per month. PA (prior authorization) is not required.
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Supplies and equipment are not separately reimbursable as they are included in the reimbursement for procedure code 95250.

Allowable provider types and POS (places of service) are listed on the interactive maximum allowable fee schedule.

Note: Procedure code 99091 (Collection and interpretation of physiologic data [eg, ECG, blood pressure, glucose monitoring]
digitally stored and/or transmitted by the patient and/or caregiver to the physician or other qualified health care professional,
qualified by education, training, licensure/regulation [when applicable] requiring a minimum of 30 minutes of time, each 30 days)
should not be used with professional continuous glucose monitoring and cannot be reported in conjunction with procedure code
95250 or 95251. Procedure code 95251 does not require a face-to-face visit.

Documentation Requirements

The member's medical record must include documentation supporting the medical necessity of professional continuous glucose
monitoring to establish an optimal insulin regimen for a member with insulin-requiring diabetes and documented inadequate
glycemic control. The documentation must also include monitor calibration, member training, sensor removal, and recording
printout, as well as the qualified health care professiona's report with interpretation and findings based on information obtained
during monitoring.

Per sonal Continuous Glucose M onitoring (Purchased for Individual
Member)

ForwardHealth covers personal continuous glucose monitors and supplies for members who are diagnosed with any type of
diabetes, excluding pre-diabetes, when ForwardHealth requirements are met. Continuous glucose monitors and supplies are
covered under ForwardHealth's DME (durable medica equipment) benefit.

Providers may prescribe age-appropriate personal glucose monitors and supplies for both adult and child members (including
infants and toddlers) who are diagnosed with any type of diabetes, excluding pre-diabetes.

Cover age Requirements
Providers may prescribe continuous glucose monitors and supplies for members with diabetes who meet al these criteria

1 The member is under the care of a qualified health care professional who is managing the member's diabetes.

1 The member has a diagnosis of any type of diabetes, excluding pre-diabetes.

1 The member or the member's caregiver has the cognitive ability to be educated about the device, the willingness to use the
device, and the physical capability to use the device.

1 The prescription is written by a qudified health care professional who is managing the member's diabetes, is dated within
the last 12 months, and includes the name of the prescribed continuous glucose monitor.

1 The member has a diabetic treatment plan ordered by a qualified health care professional who is managing the member's
diabetes.

1 The prescribed continuous glucose monitor is appropriate for the member's age.

These criteria must be documented in the member's medical record and provided to the Wisconsin DHS (Department of Health
Services) upon request.

Note: There are situations where PA is required for coverage of continuous glucose monitors. In addition, HMOs can still require
PA for continuous glucose monitors.

Allowable Procedur e Codes
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The following HCPCS (Healthcare Common Procedure Coding System) procedure codes are allowable for personal continuous
glucose monitoring devices and supplies:

1 A4239 (Supply alowance for non-adjunctive, non-implanted continuous glucose monitor [cgm], includes all supplies and
accessories, 1 month supply = 1 unit of service)

1 A9276 (Sensor; invasive [e.g., subcutaneous], disposable, for use with interstitial continuous glucose monitoring system,
one unit = 1 day supply)

1 A9277 (Transmitter; external, for use with interstitial continuous glucose monitoring system)

1 A9278 (Receiver [monitor]; external, for use with interstitial continuous glucose monitoring system)

1 E2103 (Non-adjunctive, non-implanted continuous glucose monitor or receiver)

Note: Providers should use the KX modifier when billing for members who are insulin treated, and providers should use the KS
modifier when billing for members who are non-insulin treated. In cases where PA is required, DME vendors should indicate
procedure codes E2103 or A9278. For more information, refer to the DM S (disposable medical supplies) [ndex.

Topic #12357

Contraceptives

Contraceptives are covered for members who are 10 through 65 years of age. Quantity limits and age restrictions apply to
contraceptives.

Pharmacies are required to use the 11-digit NDC (National Drug Code) on the drug package or a HCPCS (Healthcare Common
Procedure Coding System) procedure code for all drugs dispensed when submitting pharmacy claims.

Topic #44

Definition of Covered Services

A covered service is a service, item, or supply for which reimbursement is available when all program requirements are met. Wis.
Admin. Code 8 DHS 101.03(35) and ch. DHS 107 contain more information about covered services.

Topic #17817

Dispensing Clotting Factor Concentrates

ForwardHealth requires pharmacy providers to follow program reguirements for dispensing clotting factor concentrates.
Pharmacy providers are required to retain documentation supporting adherence to the new program requirements and produce it
for and/or submit it to ForwardHealth upon request. ForwardHealth may deny or recoup payment for services that fail to meet
program requirements.

Entities Affected by Program Requirements

Program requirements for dispensing clotting factor concentrates apply to any outpatient pharmacy providing clotting factor
concentrates and dispensing services to the member. The pharmacy provider includes the entity's employees and representatives.

The program reguirements affect the following programs:

1 Wisconsin Medicaid
1 BadgerCare Plus
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1 SeniorCare
1 WCDP (Wisconsin Chronic Disease Program)

Required Documentation for New Patients

Upon initial acceptance of a ForwardHealth member as a patient receiving treatment with clotting factor concentrates, pharmacy
providers are required to collect and maintain the following information:

Name

ForwardHealth identification number

Address and tel ephone number

Birth date

Gender

Primary language spoken in the home

Weight

Inhibitor status

Date the current prescription was issued by the prescriber

Current clotting factor concentrate prescribed

Current dose of clotting factor concentrate

Prophylactic and as needed dosing instructions

Minimum number of as needed doses the prescriber has determined the member should maintain in the home
Estimated quantity of clotting factor concentrate the member has at home

Usual pattern of clotting factor concentrate utilization (for example, for a month)
Prescribing provider

HTC (Hemophilia Treatment Center), if applicable

Reporting Incidentsto the Hemophilia Treatment Center or Prescriber

Within one business day of learning about an incident such as a bleed, trauma, planned elective surgery, or any other situation that
may indicate that a member needs to follow up with the prescriber, the pharmacy provider is required to report the incident(s) to
the prescriber and/or HTC.

Clotting Factor Concentrate Dispensing Requirements
Delivery of Clotting Factor Concentrate and Supplies

Shipments from the pharmacy and deliveries to the member of clotting factor concentrate, including overnight deliveries, must use
appropriate cold chain management and packaging practices to ensure proper temperature, drug stability, integrity, and efficacy
are maintained during shipment. A signature by the member or caregiver is required upon delivery. A caregiver is defined as any
family member or nonfamily person who is responsible for providing the member's health care needs. The words "signature on file"
are not acceptable to allow delivery to alocation that does not have an individual present to physicaly receive the delivery. The
pharmacy provider may not instruct a delivery service to leave a package at alocation where an individual is not present to
receive the delivery.

Emergency Situations

Pharmacy providers are required to establish and document processes that ensure patient access to clotting factor concentratesin
an emergency situation and to communicate these processes to the member. Emergency processes should be coordinated with the
prescriber and/or HTC.

Assay M anagement
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Prescriptions for clotting factor concentrate must be filled within plus or minus 5% of prescribed assays, unless extenuating
circumstances exist and are documented by the pharmacy. Variance in the prescription or target dosage for clotting factor
concentrate must not exceed 5%, as measured in aggregate per quarter.

Maintenance of Stock

Pharmacy providers are required to stock clotting factor concentrate products in assay range levels sufficient to dispense
treatment regimens as prescribed for a member and to ensure dispensing within the variance parameters described under " Assay
Management" above.

Auto Fill

Pharmacy providers may not auto fill prescriptions for clotting factor concentrate.

Initiation of Dispensing

Requests for the dispensing of clotting factor concentrate must be initiated by the member or caregiver. Pharmacy providers are
required to contact the HTC or prescriber if arefill is due and has not been requested by the member or caregiver. Pharmacy
providers may not dispense multiple refills of a clotting factor concentrate a one time.

Filling or Refilling Prescriptions

Upon contact by a member or caregiver to request an initia fill or refill of clotting factor concentrate, pharmacy providers are
required to request the following information from the member or caregiver and maintain the information:

1 The amount of clotting factor concentrate that the member currently has on hand.

1 Assessment of any unexpected variation from usual patterns of clotting factor concentrate utilization.

1 The member's current address and telephone number for delivery of clotting factor concentrate.
In addition, the pharmacy provider is required to confirm the delivery date with the member.
Days Supply
Pharmacy providers are required to dispense clotting factor concentrate based on the prescription and the member's current
clinical situation such that the member maintains a supply sufficient to meet the member's needs for prophylactic dosing, if
applicable, and additional as needed doses for treatment of bleeds necessary based on the prescriber's order(s) and/or the
emergency plan for the member.

Prohibition of Billing for Drugs Used During Inpatient Hospital Stays

Pharmacy providers may not hill ForwardHealth for drugs, including clotting factor concentrate, dispensed to a member or to a
hospital for use by the member during an inpatient hospital stay.

Clotting Factor Concentrate Purchasing Records and Reporting Requirements

When requested by ForwardHealth, pharmacy providers are required to provide detailed copies of purchase invoices that
document clotting factor concentrate inventory acquired and dispensed.

Product Recalls

Product in Stock
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Pharmacy providers are required to immediately remove and quarantine any stock of recalled clotting factor concentrate,
equipment, or supplies on the pharmacy premises.
Items Previously Dispensed
Pharmacy providers are required to notify members of arecall of clotting factor concentrate, equipment, or supplies within 24
hours of receiving notice of the recall. Pharmacy providers are required to retrieve and quarantine any recalled clotting factor
concentrates, equipment, or supplies dispensed to the member within seven calendar days of notifying the member.
Prescriber Notification
Pharmacy providers are required to inform the prescriber of a clotting factor concentrate recall within 24 hours of receiving notice
of the recal. In addition, pharmacy providers are required to inform the prescriber of the member's available supply of usable
clotting factor concentrate and may obtain a prescription for an alternative product, as appropriate.

National Patient Notification System

Pharmacy providers are required to participate in the National Patient Notification System for clotting factor concentrate recalls.
Current and accurate contact information must be maintained with the National Patient Notification System.

Adver se Effects
Member Education Related to Adver se Effects
Pharmacy providers are required to counsel the member, family, and/or caregiver in accordance with the OBRA '90 (Omnibus

Budget Reconciliation Act of 1990) to encourage appropriate medication use, promote realistic therapy expectations, help
members manage or minimize adverse effects (including those that can be related to inhibitors), and encourage adherence.

Contact and Communication with Members

Communication Related to Clotting Factor Concentrate Brands
Pharmacy providers and their representatives may not suggest to a member or caregiver that the member needs a specific brand

of clotting factor concentrate other than that which was prescribed by the member's prescriber. The prescriber is required to
determine the brand of clotting factor concentrate that is appropriate for the member.

Communication Related to Elective Procedures

Pharmacy providers may not suggest that a member needs a specific number of doses of clotting factor concentrate for elective
procedures. Pharmacy providers are required to refer the member to the prescribing provider and/or HTC to discuss dosing of
clotting factor concentrates for elective procedures.

Gift Ban

Pharmacy providers are prohibited from providing gifts or facilitating gift giving from another entity to a member, member's family,

and/or caregiver. Gifts are any gratuity, discount, entertainment, travel, transportation, hospitality, loan, forbearance, use of
pharmacy provider-owned vehicle, or other tangible or intangible item having more than a nominal monetary value.

ServicesMust Meet Program Requirements

Pharmacy providers who receive Medicaid or WCDP reimbursement for clotting factor concentrate products may be subject to
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audit at any time. Pharmacy providers are required to retain relevant documentation supporting adherence to the new program
requirements and produce it for and/or submit it to ForwardHealth upon request. ForwardHealth may deny or recoup payment
for services that fail to meet program requirements.

Topic #1939

Drugs With a Three-Month Supply Maximum

For three-month supply drugs, the following apply:

1 Certain drugs are required to be dispensed in a three-month supply.
1 Additional drugs are alowed to be dispensed in a three-month supply.

Dispensing a three-month supply of drugs streamlines the prescription filling process for pharmacy providers, encourages the use
of generic, maintenance drugs when medically appropriate for a member, and results in savings to ForwardHealth programs.

Drugs Required to Be Dispensed in a Three-M onth Supply

ForwardHealth has identified alist of drugs for which pharmacy providers will be required to dispense a three-month supply.

Claims for drugs required to be dispensed in a three-month supply will be denied with an EOB (Explanation of Benefits) text and
an NCPDP (National Council for Prescription Drug Programs) reject code.

Pharmacy providers will be required to call the DAPO (Drug Authorization and Policy Override) Center to request a policy
override to dispense less than a three-month supply. ForwardHealth may authorize dispensing of |ess than a three-month supply
for up to one year. Pharmacy providers may request an override to dispense less than a three-month supply for members enrolled
in BadgerCare Plus, Medicaid, and SeniorCare.

Examples of when a request for a policy override to dispense less than a three-month supply may be approved include, but are
not limited to, the following:

1 The member's primary insurance does not allow athree-month supply.
1 The prescriber or pharmacist is concerned about dispensing a three-month supply to a member.

Pharmacy providers may dispense up to a 96-hour supply of a drug to a member when the DAPO Center is closed and a policy
override to dispense less than a three-month supply must be obtained. If the DAPO Center grants a policy override for less than a
three-month supply, the policy override will be retroactive and the pharmacy provider may submit a claim for the drug. If the claim
for a 96-hour supply is submitted on paper, the pharmacy provider will be required to complete and submit a Pharmacy Special
Handling Request (F-13074 (04/2014)) form. Providers should check Element 4 (Policy Review Request) and provide this
statement in the space provided: 96-hour policy override for a three-month supply.

If the DAPO Center denies the policy override, ForwardHealth will reimburse the provider for the 96-hour supply. A claim must
be submitted on paper with the Pharmacy Special Handling Request. Providers should check Element 4 (Policy Review Reguest)
and provide an explanation of the review needed (for example, 96-hour policy override for early refill) in the space provided.

The 14-day emergency medication dispensing policy does not apply to the three-month supply policy.

Drugs Allowed to Be Dispensed in a Three-Month Supply

For drugs that are allowed to be dispensed in a three-month supply, but are not required to be, pharmacy providers should work
with the member and the prescriber to determine whether or not it is clinically appropriate to dispense a three-month supply.
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Claims for these drugs will not be denied regarding the informational prospective DUR (Drug Utilization Review) alert for
insufficient quantity (NS or three-month supply). Providers will receive the informational claim message "Three Month Supply
Opportunity" on claims for these drugs.

Unbreakable Pre-Packaged Items

If aclaim is submitted for an unbreakable pre-packaged item with directions for use that are greater than the allowable maximum
of a 34-day supply and the drug is not listed on the Three-Month Supply of Drugs data table, use the smallest available package
size and indicate a 34-day supply.

Prescriber Responsibilitiesfor Three-Month Supply Drugs

For drugs that are required to be dispensed in a three-month supply, prescribers must indicate a three-month supply (for example,
aquantity of 90 or 100) on the prescription to allow the pharmacy provider to dispense maintenance drugs in quantities up to a
three-month supply. For example, if the prescription is written for "Hydrochlorothiazide 25 mg, take one tablet daily,” the
prescriber is required to indicate a quantity of 90 or 100 tablets on the prescription so the pharmacy provider can dispense a
three-month supply.

For drugs required to be dispensed in a three-month supply, once a member has been stabilized on a drug as evidenced by use of
the same drug strength and dosage form for 90 days of the past 120 days, refills of the same drug strength and dosage form must
be dispensed in a three-month supply. If the member previously has been dispensed a three-month supply of a drug of the same
strength and dosage form, a three-month supply must be dispensed.

If amember has not previously been dispensed a three-month supply of a drug of the same strength and dosage form, but has
been stabilized on that drug, the prescriber must write a prescription so the pharmacy provider can dispense a three-month supply
of the drug.

Phar macy Responsibilitiesfor Three-Month Supply Drugs

According to Wis. Admin. Code § DHS 107.10(3)(e), providers are required to dispense al legend drugs in the full quantity
prescribed, not to exceed a 34-day supply, except for drugs that may be dispensed in a three-month supply and those required to
be dispensed in a three-month supply.

If aprescription iswritten for a drug that is required to be dispensed in a three-month supply, the pharmacy provider should
determine if the member has been stabilized on the drug.

If the member has not been stabilized on the drug, a quantity not to exceed a 34-day supply should be dispensed. If the member
has been stabilized on the drug, the pharmacy provider must work with the prescriber to obtain a prescription for a three-month
supply or obtain a policy override to dispense less than a three-month supply.

Prescription Quantity

A prescriber must indicate a sufficient quantity on prescription orders to allow pharmacy providers to dispense a three-month
supply of drugs that are required to be dispensed in a three-month supply.

Pharmacy providers must work with prescribers to make certain the total quantity of a drug dispensed per a prescription order
does not exceed the total quantity of the drug authorized by the prescriber on the prescription order.

ForwardHealth will not audit or recoup three-month supply claims if a pharmacy provider changes a prescription written as a one-
month supply with refills as long as the total quantity dispensed per prescription does not exceed the tota quantity authorized by
the prescriber.
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Member Benefits

A three-month supply of a drug may benefit a member in the following ways:

1 Aiding compliance in taking prescribed generic, maintenance medications

1 Reducing the cost of member copays

1 Requiring fewer trips to the pharmacy

1 Allowing the member to obtain a larger quantity of generic, maintenance drugs for chronic conditions (for example,
hypertension)

Service Limitations

If an override of a service limitation, such as a three-month supply policy override, is requested and the request does not meet
service limitation override criterig, the policy override will be denied and the service will be a noncovered service.

In addition, if one of the following circumstances is met, a three-month supply of a drug is a noncovered service:

1 If the member does not accept a three-month supply or the member perceives a safety concern with a drug and does not
accept athree-month supply. (Note: If a member's primary insurance does not alow a three-month supply to be dispensed,
adrug dispensed in less than a three-month supply is a covered service.)

1 If the prescriber is not enrolled in Wisconsin Medicaid and is unwilling to approve a three-month supply or does not
provide avalid reason for a three-month supply to be dispensed.

1 If the prescriber is enrolled in Wisconsin Medicaid, but the prescriber does not approve a three-month supply or does not
provide avalid reason for a three-month supply to be dispensed. (Note: Pharmacy providers should contact the DAPO
Center for additional instructionsin this instance.)

Pharmacy providers enrolled in BadgerCare Plus, Medicaid, and SeniorCare may collect payment from membersin the
previously listed circumstances.

With the exception of previously described policies, pharmacies cannot collect payment from members for a three-month supply
of adrug if the pharmacy provider does not follow the policies described above.

Members do not have appea rights for noncovered drugs or service.

Drugsfor Nursing Facility Members

If amember isin anursing facility, providers should indicate the appropriate place of service code on the claim. This will exempt
the member from the three-month supply of drugs policy. When serving a member in a nursing facility, pharmacy providers are not
required to contact the DAPO Center to obtain an override to dispense less than a three-month supply of drugs.

Topic #85

Emergencies

Certain program requirements and reimbursement procedures are modified in emergency situations. Emergency services are
defined in Wis. Admin. Code 8 DHS 101.03(52), as those services that are necessary to prevent the death or serious impairment
of the health of theindividual. Emergency services are not reimbursed unless they are covered services.

Additional definitions and procedures for emergencies exist in other situations, such as dental and mental health.

Program requirements and reimbursement procedures may be modified in the following ways:
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1 PA (prior authorization) or other program requirements may be waived in emergency situations.
1 Non-U.S. citizens may be eligible for covered services in emergency situations.

Topic #1399

Emergency Medication Dispensing

Emergency medication dispensing policy applies to members enrolled in BadgerCare Plus, Wisconsin Medicaid, and SeniorCare.
Emergency medication dispensing options include standard emergency supply and expedited emergency supply. Standard
emergency supply is an emergency medication dispensing option available for drugs not included in expedited emergency supply
policy, which requires providers to submit a claim as a pharmacy specia handling request. Expedited emergency supply isan
emergency medication dispensing option available with a STAT-PA (Specialized Transmission Approval Technology-Prior
Authorization) approval for certain drugs on the PDL (Preferred Drug List) and allows providers to submit their claim
electronically through the real-time POS (Point-of-Sale) system.

Emergency medication dispensing options are intended to ensure members receive medically necessary covered drugs that have a
PA (prior authorization) restriction when the prescriber cannot be reached to discuss preferred drug options, therapeutic
aternatives, or to complete the necessary PA form, and the pharmacist determines that the member should be taking the drug
immediately. Drugs dispensed in emergency situations do not require PA. Emergency medication dispensing policy does not
guarantee subsequent approval of a PA request for the drug dispensed. Members must meet al criteriafor PA requeststo be
approved.

Note: Out-of-state providers may render emergency medical services to prevent death or serious impairment of the health of
members as defined in Wis. Admin. Code § DHS 101.03(52). Out-of-state providers must be enrolled in Wisconsin Medicaid
and may not utilize expedited emergency supply. Border-status providers follow the same policies as ForwardHealth providers.

Policy for Standard Emergency Medication Dispensing

Pharmacy providers may submit claims for standard emergency medication supplies of drugs that are not included in the
expedited emergency supply process on the Noncompound Drug Claim (F-13072 (02/2025)) form with a Pharmacy Special
Handling Request (F-13074 (04/2014)) form, if the prescriber cannot be reached and the pharmacist determines that the member
should begin taking a medication immediately.

A standard emergency medication supply request overrides PA policies.

Providers are required to indicate specific details about why the standard emergency medication supply is being requested on the
Pharmacy Special Handling Request. Providers are encouraged to submit supporting documentation with the request if necessary.
Paper claims for standard emergency medication supplies submitted without detailed information supporting the request will be
denied.

A paid standard emergency medication supply claim does not guarantee subsegquent approval of a PA request for the drug
dispensed. Members must meet al criteriafor a PA request to be approved.

A standard emergency medication supply claim may provide up to a 14-day supply. If the drug being dispensed is for an
unbreakable pre-packaged item with directions for use that are greater than the allowable maximum of a 14-day supply, use the
smallest available package size and dispense up to a 34-day supply.

Completing and Submitting Claim Forms Correctly for Standard Emergency Supply

Providers are required to correctly complete the Pharmacy Special Handling Request form and the Noncompound Drug Claim
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form to receive the appropriate reimbursement for a standard emergency medication dispensing. Completed and detailed
information must be indicated on the forms.

As indicated on the Pharmacy Special Handling Request form, providers should mail the completed Noncompound Drug Claim
and Pharmacy Special Handling Request forms.

ForwardHealth is committed to reimbursing providers for standard emergency medication supplies as long as the claims are
properly completed and submitted with a Pharmacy Specia Handling Request form.

Policy for Expedited Emergency Supply of Drugs

The expedited emergency supply policy is an emergency medication dispensing option available for certain drugs on the PDL. A
list of the drugs available by expedited supply may be found on the Expedited Emergency Supply Reguest Drugs data table.

ForwardHealth allows pharmacy providers to submit requests for an expedited emergency supply for certain drugs using the
STAT-PA (Specialized Transmission Approval Technology-Prior Authorization) system and then submit a claim for the expedited
emergency supply electronically through the real-time POS system. This eliminates the need to submit noncompound drug claims
for expedited emergency supply drugs as a pharmacy special handling request.

Members will be limited to receiving two 14-day expedited emergency supply approvals of the same drug from one pharmacy
provider within a six-month time period. A maximum of six expedited emergency supply requests per member regardless of drug
or pharmacy provider may be approved in a six-month time period.

Expedited emergency supply requests will generally be approved for up to a 14-day supply; however, for certain drugs, expedited
emergency supply requests may be approved for up to a 34-day supply or up to a 100-day supply.

For diagnosis-restricted drugs, a ForwardHealth-approved diagnosis code must be indicated on expedited emergency supply
requests and claims. Expedited emergency supply requests and claims submitted without a ForwardHealth-approved diagnosis
code will be considered noncovered services.

An approved expedited emergency supply request does not guarantee that a subsequent PA request will be approved. Members
must meet all criteriafor a PA request to be approved.

An approved expedited emergency supply request overrides PDL PA policies for certain drugs available through STAT-PA.
Providers should refer to the Expedited Emergency Supply Request Drugs data table for alist of the drug names or drug classes
alowed.

An approved expedited emergency supply request does not override PA polices, such as BMN (brand medically necessary),
BBG (brand before generic), or PDL drugs not available through STAT-PA. The expedited emergency supply request does not
override other palicies, such as the member enrollment and noncovered service policies.

Drugs That Can Be Dispensed in up to a 14-Day Supply

For drugs that require PA that can be dispensed in up to a 14-day expedited emergency supply, a PA is not required to bein
process when the first expedited emergency supply request is submitted.

If a second expedited emergency supply is necessary for a member, there must be a PA request for the drug submitted to
ForwardHealth, and it must be in the process of being adjudicated. The second expedited emergency supply request may be
approved if a PA request isin process for the same drug and strength and the PA is submitted by the pharmacy that submitted the
first expedited emergency supply request.

If aPA request for the drug has been approved, the second expedited emergency supply request will not be approved.
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Requests for a second expedited emergency supply request may be submitted seven to 21 days after the initial request was
submitted. Second expedited emergency supply requests will not be approved if they are submitted before day seven or after day
21.

For example, if an initial expedited emergency supply request was submitted on March 4 and a PA request for the drug was
submitted on March 7 and a second expedited emergency supply is necessary for the member because the PA request had not
yet been adjudicated, the second expedited emergency request may be submitted on March 10 or as late as March 24.

Drugs That Can Be Dispensed in up to a 34-Day Supply
For drugs that can be dispensed in up to a 34-day expedited emergency supply, pharmacy providers may dispense the quantity

indicated on the prescription, up to a 34-day supply, after an expedited emergency supply request has been approved; however,
only one expedited emergency supply every six months will be allowed for those drugs.

Drugs That Can Be Dispensed in up to a 100-Day Supply

For drugs that can be dispensed in up to a 100-day expedited emergency supply, pharmacy providers may dispense the quantity
indicated on the prescription, up to a 100-day supply, after an expedited emergency supply request has been approved; however,
only one expedited emergency supply every six months will be allowed for those drugs.

Submitting Requests for an Expedited Emergency Supply Approval

Pharmacy providers are required to complete, sign and date the PDL for Expedited Emergency Supply Reguest (F-00401
(01/2021)) form before a request for an expedited emergency supply is submitted.

Expedited emergency supply requests may only be submitted using the STAT-PA system. Expedited emergency supply requests
cannot be submitted for future or past DOS (dates of service).

The STAT-PA system will notify pharmacy providersif an expedited emergency supply request has been approved. After an
expedited emergency supply request has been approved, the pharmacy provider may submit a claim for the drug through the real -
time POS system.

Expedited emergency supply requests cannot be amended.

Topic #1936

Home Infusion Services

Home IV (intravenous) injections and TPN (total parenteral nutrition) solution, including lipids, are covered and reimbursed as
compounds. Supplies and equipment, such as infusion pumps associated with the IV, may be separately reimbursable. The DME
(Durable Medical Equipment) and DM S (Disposable Medical Supplies) Indices contain limitations and PA (prior authorization)
requirements for supplies and equipment.

Topic #1935

Hospice

As defined in Wis. Admin. Code § DHS 101.03(75m), a hospice is alicensed public agency, a private organization, or a
subdivision of either that primarily provides palliative care to persons experiencing the last stages of terminal illness. Hospice also
provides supportive care for the family and other individuals caring for the terminally ill persons.

Pharmacy Published Policy Through June 30, 2025 Page 68 of 561



Wisconsin Medicaid

Members receiving hospice services usually receive care from one hospice and one physician. Members' prescriptions may be
filled at any Medicaid-enrolled pharmacy.

Hospices are required to pay for medications directly related to the terminal illness, such as narcotics for pain management.
Pharmacies should submit claims for these medications directly to the hospice. Pharmacies should submit claims to ForwardHealth
for medications not directly related to the terminal illness (for example, blood pressure medications).

Topic #22917

| nter pretive Services

ForwardHealth reimburses interpretive services provided to BadgerCare Plus and Medicaid members who are deaf or hard of
hearing or who have LEP (limited English proficiency). A member with LEP is someone who does not speak English as their
primary language and who has a limited ability to read, speak, write, or understand English.

Interpretive services are defined as the provision of spoken or sighed language communication by an interpreter to convey a
message from the language of the original speaker into the language of the listener in real time (synchronous) with the member
present. This task requires the language interpreter to reflect both the tone and the meaning of the message.

Only services provided by interpreters of the spoken word or sign language will be covered with the HCPCS (Healthcare
Common Procedure Coding System) procedure code T1013 (Sign language or oral interpretive services, per 15 minutes).
Trandation services for written language are not reimbursable with T1013, including services provided by professionals trained to
interpret written text.

Covered Interpretive Services

ForwardHealth covers interpretive services for deaf or hard of hearing members or members with LEP when the interpretive
service and the medical service are provided to the member on the same DOS (date of service) and during the same time as the
medical service. A Medicaid-enrolled provider must submit for interpretive services on the same claim as the medical service, and
the DOS they are provided to the member must match. Interpretive services cannot be billed by HMOs and MCOs (managed
care organizations). Providers should follow CPT (Current Procedural Terminology) and HCPCS coding guidance to
appropriately document and report procedure codes related to interpretive and medical services on the applicable claim form.
Time billed for interpretive services should reflect time spent providing interpretation to the member. At least three people must be
present for the services to be covered: the provider, the member, and the interpreter.

Interpreters may provide services either in-person or via telehealth. Services provided via telehealth must be functionally
equivalent to an in-person visit, meaning that the transmission of information must be of sufficient quality asto be the same level of
service as an in-person visit. Transmission of voices, images, data, or video must be clear and understandable. Both the distant
and originating sites must have the requisite equipment and staffing necessary to provide the telehealth service.

Billing time for documentation of interpretive services will be considered part of the service performed. BadgerCare Plus and
Wisconsin Medicaid have adopted the federal "Documentation Guidelines for Evaluation and Management Services' (CMS
(Centers for Medicare & Medicaid Services) 2021 and 2023) in combination with BadgerCare Plus and Medicaid policy for
E&M (evaluation and management) Services.

Most Medicaid-enrolled providers, including border-status or out-of-state providers, are able to submit claims for interpretive
services.

Standard ForwardHealth policy applies to the reimbursement for interpretive services for out-of-state providers, including PA
(prior authorization) requirements.
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Interpretive Services Provided Via Telehealth for Out-of-State Providers

ForwardHealth requirements for services provided via telehealth by out-of-state providers are the same as the ForwardHealth
policy for services provided in-person by out-of-state providers. Requirements for out-of-state providers for interpretive services
are the same whether the service is provided via telehealth or in-person. Out-of-state providers who are not enrolled as either
border-status or telehealth-only border-status providers are required to obtain PA before providing services via telehealth to
BadgerCare Plus or Medicaid members. The PA would indicate that interpretive services are needed.

Documentation

While not required for submitting a claim for interpretive services, providers must include the following information in the member's
file

1 Theinterpreter's name and/or company

1 The date and time of interpretation

1 Theduration of the interpretive service (time in and time out or total duration)

1 The amount submitted by the medical provider for interpretive services reimbursement
1 Thetype of interpretive service provided (foreign language or sigh language)

1 Thetype of covered service(s) the provider is hilling for

Third-Party Vendors and In-House Interpreters
Providers may be reimbursed for the use of third-party vendors or in-house interpreters supplying interpretive services.

Providers are reminded that HIPAA (Health Insurance Portability and Accountability Act of 1996) confidentidity requirements
apply to interpretive services. When a covered entity or provider utilizes interpretive services that involve PHI (protected health
information), the entity or provider will need to conduct an accurate and thorough assessment of the potential risks and
vulnerabilities to PHI confidentiality, integrity, and availability. Each entity or provider must assess what are reasonable and
appropriate measures for their situation.

Limitations

There are no limitations for how often members may utilize interpretive services when the interpretive service is tied to another
billable medical service for the member for the same DOS.

Claims Submission
To receive reimbursement, providers may bill for interpretive services on one of the following claim forms:

1 1500 Health Insurance Claim Form ((02/12)) (for dentdl, professional, and professional crossover claims)
1 Indtitutional UB-04 (CM S 1450) claim form (for outpatient crossover claims and home health/personal care claims)

Noncovered Services
The following will not be eligible for reimbursement with procedure code T1013:

1 Interpretive services provided in conjunction with a noncovered, non-reimbursable, or excluded service

1 Interpretive services provided by the member's family member, such as a parent, spouse, sibling, or child

1 Theinterpreter's waiting time and transportation costs, including travel time and mileage reimbursement, for interpreters to
get to or from appointments

1 The technology and equipment needed to conduct interpretive services

1 Interpretive services provided directly by the HMOs and MCOs are not billable to ForwardHealth for reimbursement via
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procedure code T1013
Canceéllations or No Shows

Providers cannot submit a claim for interpretive servicesif an appointment is cancelled, the member or the interpreter is a no-show
(is not present), or the interpreter is unable to perform the interpretation needed to complete the appointment successfully.

Procedure Code and Modifiers

Providers must submit claims for interpretive services and the medical service provided to the member on separate details on the
same claim.

Procedure code T1013 is atime-based code, with 15-minute increments. Rounding up to the 15-minute mark is allowable if at
least eight minutes of interpretation were provided.

Providers should use the following rounding guidelines for procedure code T1013.

Time (Minutes) Number of Interpretation Units Billed
8-22 minutes 1.0 unit
23-37 minutes 2.0 units
38-52 minutes 3.0 units
53-67 minutes 4.0 units
68-82 minutes 5.0 units
83-97 minutes 6.0 units

Claims for interpretive services must include HCPCS procedure code T1013 and the appropriate modifier(s):

1 U1 (Spoken language)

1 U3 (Sign Language)

1 GT (Viainteractive audio and video telecommunication systems)

1 93 (Synchronous telemedicine service rendered via telephone or other real-time interactive audio-only telecommunications
system)

Providers should refer to the interactive maximum allowable fee schedules for the reimbursement rate, covered provider types and
specidties, modifiers, and the allowable POS (place of service) codes for procedure code T1013.

Delivery Method of
I nter pretive Services

In person UlorU3
(foreign language and sign | When the interpreter is physically present with the member and provider

language)

Definition for Sign Language and Foreign Language Inter preters Modifiers

Telehealth* _ S ) ) ) Ulor U3 and
_ _ When the member is located at an originating site and the interpreter is available
(foreign language and sign ) o i i ) GT or 93
remotely (via audio-visual or audio only) at a distant site
language)
Phone When the interpreter is not physically present with the member
(foreign and the provider and interprets via audio-only through the Uland 93

language only) | phone

Published Policy Through June 30, 2025

Pharmacy Page 71 of 561



Wisconsin Medicaid

Interactive  When theinterpreter is not physically present with the member U1 or U3 and
video and the provider and interprets on interactive video GT

(foreign

language and

sign language)

*Any telehealth service must be provided using HIPAA-compliant software or delivered viaan app or service that includes all the
necessary privacy and security safeguards to meet the requirements of HIPAA.

Dental Providers

Dental providers submitting claims for interpretive services are not required to include a modifier with procedure code T1013.
Dental providers should retain documentation of the interpretive service in the member's records.

Allowable Places of Service

Claimsfor interpretive services must include a valid POS (place of service) code where the interpretive services are being
provided.

Federally Qualified Health Centers

Non-tribal FQHCs (federally qudified heath centers), also known as CHCs (community health centers), (POS code 50), will not
receive direct reimbursement for interpretive services as these are indirect services assumed to be already included in the FQHC's
bundled PPS (prospective payment system) rate. However, CHCs can till bill the T1013 code as an indirect procedure code
when providing interpretive services. This billing processis similar to that of other indirect services provided by non-tribal

FQHCs. Thiswill enable DHS (Wisconsin Department of Health Services) to better track how FQHCs provide these services
and process any future change in scope adjustment to increase their PPS rate that includes providing interpretive services.

Rural Health Clinics

RHC:s (rural health clinics) (POS code 72) receives direct reimbursement for interpretive services. Procedure code T1013 should
be hilled when providing interpretive services.

Interpreter Qualifications

The two types of allowable interpreters include:

1 Sign language interpreters—Professionals who facilitate the communication between a hearing individual and a person who
isdeaf or hard of hearing and uses sign language to communicate

1 Foreign language interpreters—Professional s who are fluent in both English and another language and listen to a
communication in one language and convert it to another language while retaining the same meaning.

Qualifications for Sign Language Interpreters

For Medicaid-enrolled providers to receive reimbursement, sign language interpreters must be licensed in Wisconsin under Wis.
Stat. § 440.032 and must follow the specific requirements regarding education, training, and locations where they are able to
interpret. The billing provider is responsible for determining the sign language interpreter's licensure and must retain all
documentation supporting it.

Qualifications for Foreign Language Interpreters
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Thereis not alicensing process in Wisconsin for foreign language interpreters. However, Wisconsin Medicaid strongly
recommends that providers work through professional agencies that can verify the qualifications and skills of their foreign language
interpreters.

A competent foreign language interpreter should:

1 Beat least 18 years of age.

1 Beableto interpret effectively, accurately, and impartially, both receptively and expressively, using necessary specialized
vocabulary.

1 Demonstrate proficiency in English and another language and have knowledge of the relevant specialized terms and
concepts in both languages.

1 Beguided by the standards developed by the National Council on Interpreting Health Care.

1 Demonstrate cultural responsiveness regarding the LEP language group being served including values, beliefs, practices,
languages, and terminology.

Topic #1934

L egend Drugs
Most legend drugs and many OTC (over-the-counter) drugs are covered.

As defined under Wis. Admin. Code § DHS 101.03(94), alegend drug is any drug that requires a prescription under federal
code 21 USC 353(b). Legend drugs are covered when:

1 Thedrug is approved by the FDA (Food and Drug Administration) and is not on the Wisconsin Medicaid Negative
Formulary List.

1 The manufacturer has signed a federal rebate agreement for the drug.

1 The manufacturer has reported the drug information to First DataBank.

Some covered drugs may require PA (prior authorization); others require an appropriate diagnosis code or have other restrictions
for reimbursement.

Topic #17937

L ow-Dose Computed Tomography Scans

ForwardHealth covers low-dose CT (computed tomography) scans (identified by CPT (Current Procedural Terminology)
procedure code 71271) for lung cancer screening without PA (prior authorization) as a preventive service for Wisconsin
Medicaid and BadgerCare Plus-enrolled members who are at high risk for lung cancer.

ForwardHealth requires PA for coverage of al other CT scans, including those that would be performed as afollow up to the
initial low-dose CT screening.

Providers are required to follow screening guidance from the USPSTF (United States Preventive Services Task Force) when
ordering and performing lose-dose CT lung scans, including the USPSTF Final Recommendation Statement for Lung Cancer:

Screening.

Note: This screening guidance is subject to change.

USPSTF guidance currently includes, but is not limited to:
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1 Members aged 50-80.

1 Members with a 20 pack-a-year smoking history, as indicated by the appropriate ICD (International Classification of
Diseases, 10th Revision, Clinical Modification) diagnosis code.

1 Members who are either current smokers or have quit smoking within the past 15 years, as indicated by the appropriate
ICD diagnosis code.

1 Members who have no signs or symptoms suggestive of underlying cancer.

Topic #1933

Mail Delivery Services

Current Wisconsin law permits Wisconsin Medicaid-enrolled pharmacies to deliver prescriptions to members via the mail.
Wisconsin Medicaid-enrolled retail pharmacies may dispense and mail any prescription or OTC (over-the-counter) medication to
amember at no additional cost to the member or to ForwardHealth.

When filling prescriptions for members, providers are encouraged to use the mail delivery option if requested by the member,
particularly for prescriptions filled for a three-month supply.

Topic #1938

Manufacturer Rebate Agreements

In accordance with the OBRA (Omnibus Budget Reconciliation Act) of 1990, also known as the Medicaid Drug Rebate
Program, drug manufacturers who choose to participate in BadgerCare Plus, Medicaid, and SeniorCare are required to sign a
rebate agreement with the federal government.

BadgerCare Plus, Medicaid, and SeniorCare cover only the legend drugs of manufacturers who have signed rebate agreements.
Non-participating manufacturers may sign rebate agreements that are effective the following quarter.

Claims for physician-administered drugs that do not have a signed manufacturer rebate agreement on file will be denied.

Manufacturer rebates are based on claims data showing the quantity of each NDC (National Drug Code) dispensed to members.
Manufacturers may dispute the payment of drug rebates if they believe the utilization data reported to them isinaccurate. To
resolve disputes, ForwardHealth verifies utilization data by having individual providers check the accuracy of claims information
they submit.

Drugs by Manufacturers That Did Not Sign Rebate Agreements for
MembersEnrolled in Badger Care Plus, Medicaid, or SeniorCare (Levels1
and 2a)

BadgerCare Plus, Medicaid, and SeniorCare levels 1 and 2a may cover certain FDA (Food and Drug Administration)-approved
legend drugs through the PA (prior authorization) process even though the drug manufacturers did not sign rebate agreements.

Prescribers are required to complete the appropriate section(s) of the PA/DGA (Prior Authorization/Drug Attachment, F-11049
(07/2016)) form as it pertains to the drug being requested.

Included with the PA request, the prescriber must submit documentation of medical necessity and cost effectiveness that the non-
rebated drug is the only available and medically appropriate product for treating the member. The documentation must include the
following:
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1 A copy of the medical record or documentation of the medical history detailing the member's medical condition and
previous treatment results

1 Documentation by the prescriber that shows why other drug products have been ruled out as ineffective or unsafe for the
member's medical condition

1 Documentation by the prescriber that shows why the non-rebated drug is the most appropriate and cost effective drug to
treat the member's medical condition

If aPA request for a drug without a signed manufacturer rebate is approved, claims for drugs without a signed rebate agreement
must be submitted on paper. Providers should complete and submit the Noncompound Drug Claim (F-13072 (02/2025)) form
indicating the actual NDC of the drug with the Pharmacy Special Handling Request (F-13074 (04/2014)) form.

If aPA request for a drug without a signed manufacturer rebate is denied, the service is considered noncovered.

Drugs by Manufacturers Without a Rebate Agreement for Members
Enrolled in SeniorCare (Levels 2b and 3)

Existing federal Medicaid rebate agreements with drug manufacturers do not cover drugs for SeniorCare members with incomes
greater than 200% of the FPL (federal poverty level) (levels 2b and 3). For these members, Wis. Stat. § 49.688(6) requires
SeniorCare to cover drugs from only those manufacturers who have signed a separate SeniorCare rebate agreement with DHS
(Wisconsin Department of Health Services). As aresult, drugs supplied by manufacturers who have declined to enter into a
separate SeniorCare rebate agreement will not be covered for members with incomes greater than 200% of the FPL. SeniorCare
membersin levels 1 or 2a (incomes less than 200% of the FPL) are not affected by this.

Availability of Covered Drugs

When a drug manufacturer's products are not covered for a member because the manufacturer has not signed a separate
SeniorCare rebate agreement, providers who submit claims for a noncovered drug will be denied.

If a covered manufacturer for a drug exists and the member's pharmacy does not carry the drug, providers may choose to either
stock the drug or refer the member to another pharmacy that stocks the drug. A pharmacy should not tell a member that the drug
is not covered if it is available through another manufacturer.

Availability of Non-Reimbursable Drugs

A member in level 2b or 3 may make the decision to purchase a drug even though the drug is not reimbursable by SeniorCare. If
the member chooses to do this, the pharmacy may collect payment from the member for the entire cost of the drug.

Providers and members should understand the following under these circumstances:
1 The entire cost of the noncovered drug becomes the member's responsibility.
1 If the member isin the spenddown or deductible period, any amount paid for noncovered drugs will not be applied toward

the spenddown or deductible

Topic #84

Medical Necessity

Wisconsin Medicaid reimburses only for services that are medically necessary as defined under Wis. Admin. Code 8 DHS
101.03(96m). Wisconsin Medicaid may deny or recoup payment if a service fails to meet Medicaid medical necessity
requirements.
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Topic #86

Member Payment for Covered Services

Under state and federal laws, a Medicaid-enrolled provider may not collect payment from a member, or authorized person acting
on behalf of the member, for covered services even if the services are covered but do not meet program reguirements. Denia of a
claim by ForwardHealth does not necessarily render a member liable. However, a covered service for which PA (prior
authorization) was denied is treated as a noncovered service. (If a member chooses to receive an originally requested service
instead of the service approved on a modified PA request, it is also treated as a noncovered service.) If a member requests a
covered service for which PA was denied (or modified), the provider may collect payment from the member if certain conditions
are met.

If aprovider collects payment from a member, or an authorized person acting on behalf of the member, for a covered service, the
provider may be subject to program sanctions including termination of Medicaid enrollment.

Topic #5677

Not Otherwise Classified Procedure Codes

Providers who indicate procedure codes such as J3490 (Unclassified drugs), J3590 (Unclassified biologics), or J9999 (Not
otherwise classified, antineoplastic drugs) on claims for NOC (not otherwise classified) drugs must also indicate the following on
the claim:

1 The NDC (National Drug Code) of the drug dispensed
1 The name of the drug

1 The quantity billed

1 The unit of issue (for example, F2, gr, me, ml, un)

If thisinformation is not included on the claim or if there is a more specific HCPCS (Healthcare Common Procedure Coding
System) procedure code for the drug, the claim will be denied. Compound drugs that do not include a drug approved by the FDA
(Food and Drug Administration) will be denied.

Providers are required to comply with the requirements of the federal DRA (Deficit Reduction Act) of 2005 and submit NDCs
with HCPCS and CPT (Current Procedural Terminology) procedure codes for physician-administered drugs. Section 1927(a)(7)
(C) of the Social Security Act requires NDCs to be indicated on all claims submitted to ForwardHealth for covered outpatient
drugs, including Medicare crossover claims.

Topic #11097

Opioid Monthly Prescription Fill Limit

Opioid drugs are limited to five prescription fills per calendar month for BadgerCare Plus, Medicaid, and SeniorCare members.
These limits do not affect members who are in a nursing home.
The following drugs are exempt from the opioid monthly prescription fill limit:

1 Buprenorphine products used for opioid use disorder

1 Liquid antitussive products containing opioids
1 Methadone products used for opioid use disorder
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Prescriber Responsibilities

If amember requires more than five opioid prescription fillsin a month and the prescriber determines that a policy overrideis
medically necessary, the prescriber may request a policy override through the DAPO (Drug Authorization and Policy Override)
Center. An override is required for each opioid monthly prescription fill limit that exceeds the five-prescription fill limit per
calendar month.

When calling the DAPO Center to request a policy override for the opioid monthly prescription fill limit, the following must be
reviewed by the prescriber and the DAPO Center:

The prescriber's name and NPI (Nationa Provider |dentifier)

The member's name and 1D

The pharmacy's name and phone number where the member attempted to have the prescription filled
The member's recent medication history

The member's current opioid prescription information and if a policy override is medically necessary

The prescriber should notify the member and the pharmacy if an override of the opioid monthly prescription fill was authorized. If
the prescriber determines that it is not medically necessary to authorize an override of the opioid monthly prescription fill limit for
the member, the prescriber should contact the member and the pharmacy to cancel the current prescription fill and discuss follow-
up care and when the next opioid prescription fill for the member will be approved.

Pharmacy Responsibilities

The prescriber may contact the pharmacy regarding an override of the opioid monthly prescription fill limit for the following
reasons.:

1 The prescriber notifies the pharmacy that an override has been authorized.
1 The prescriber notifies the pharmacy that an override was not authorized.

When pharmacies have been notified by the prescriber that an override has been authorized, the pharmacy should dispense the
medication and submit the claim to ForwardHealth.

Note: If the prescriber does not call the pharmacy, the pharmacy provider should call the prescriber to confirm the status of the
override and filling the opioid prescription for the member. If the pharmacy provider contacts the DAPO Center to authorize an
override, the DAPO Center will inform the pharmacy provider that the prescriber is responsible for authorizing the override.

Pharmacies are responsible for submitting claims for opioids within three days of the override being authorized by the prescriber.
If the pharmacy provider does not submit the claim within the three-day time period, the claim will be denied. If the claim is
denied, the pharmacy cannot recoup the reimbursement from the member.

If a pharmacy has difficulty with claim submission or has questions related to the opioid monthly prescription fill limit, pharmacy
providers may contact the DAPO Center.

Opioid Prescription Limit Override Exceptionsfor Schedulelll and |V
Drugs and Schedulell Drugs

Schedulelll and IV Drugs

If the prescriber is unavailable, the DAPO Center will grant a 96-hour supply exception to exceed the opioid monthly prescription
fill limit for a Schedule 11 or 1V drug if al of the following conditions are met:
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1 The pharmacy attempted to contact the prescriber (or the prescriber's designee), but the prescriber is unavailable (for
example, the clinic is closed).

1 The pharmacy staff must document on the prescription order that the prescriber is not available.

1 The pharmacist determined that dispensing a 96-hour supply is medically necessary.

1 An exception was not previously granted within the current calendar month.

If the prescriber is unavailable and the DAPO Center is closed, then pharmacy providers may dispense an exception if all of the
following conditions are met:

1 The pharmacy attempted to contact the prescriber (or the prescriber's designee), but the prescriber is unavailable (for
example, the clinic is closed).

1 The pharmacy staff must document on the prescription order that the prescriber is not available.

1 The pharmacist determined that dispensing a 96-hour supply is medically necessary.

1 An exception was not previously granted within the current calendar month; however, if the pharmacy was not aware of a
previous exception within the current calendar month and dispensed the medication in good faith while the DAPO Center
was closed, an override may be approved.

Note: The pharmacist may dispense a 96-hour supply exception for a Schedule I11 or IV drug.
Once the DAPO Center is open, the pharmacy must call to obtain the exception.

The exception may be retroactive up to five days (backdated).

Schedulell Drugs

If the prescriber is unavailable, the DAPO Center may grant an exception for a Schedule 11 drug if all of the following conditions
are met:

1 The pharmacy attempted to contact the prescriber (or the prescriber's designee), but the prescriber is unavailable (for
example, the clinic is closed).

1 The pharmacy staff must document on the prescription order that the prescriber is not available.

1 The pharmacist determined that it is medically necessary to dispense the drug.

1 An exception for Schedule Il drugs was not previously granted within the current calendar month.

Note: The pharmacist may dispense a supply exception for a Schedule 11 drug for the full quantity indicated on the prescription
order.

If the prescriber is unavailable and the DAPO Center is closed, the pharmacy may dispense an exception for a Schedule |1 drug if
al of the following conditions are met:

1 The pharmacy attempted to contact the prescriber (or the prescriber's designee), but the prescriber is unavailable (for
example, the clinic is closed).

1 The pharmacy staff documented on the prescription order that the prescriber is not available.

1 The pharmacist determined that it is medically necessary to dispense the drug.

1 An exception was not granted in the current calendar month; however, if the pharmacy was not aware of a previous
exception within the current calendar month and dispensed the medication in good faith while the DAPO Center was
closed, an override may be approved.

Note: The pharmacist may dispense a supply exception for a Schedule 11 drug for the full quantity indicated on the prescription
order.

Topic #23237
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Over-the-Counter Contraception Standing Orders

The DMS (Division of Medicaid Services) chief medical officer issued the following standing orders for OTC (over-the-counter)
contraception products:

1 Standing Order for OTC Emergency Contraception for Members of Wisconsin's Medicaid Programs
1 Standing Order for OTC Norgestrel (Opill) Pills for Members of Wisconsin's Medicaid Programs

The standing orders for OTC emergency contraception (levonorgestrel) and Opill (norgestrel) issued by the DMS chief medical
officer enables enrolled BadgerCare Plus and Medicaid members to more easily obtain OTC oral contraception.

Over-the-Counter Emer gency Contraception—L evonor gestr el
Levonorgestrel is a progestin-only emergency contraceptive indicated for the prevention of pregnancy following unprotected

intercourse or a known or suspected contraceptive failure. Several manufacturers produce levonorgestrel emergency
contraception products that are available for purchase by consumers without a prescription.

Over-the-Counter Oral Contraception—Opill (Norgestrel)

FDA (Food and Drug Administration)-approved Opill (norgestrel) is available without a prescription. Opill (norgestrel) isa
progestin-only oral contraceptive for voluntary use by persons of reproductive potential to prevent pregnancy.

Information for M edicaid Pharmacy Providers

ForwardHealth covers oral contraceptives for members who are 10 through 65 years of age.

As areminder, state Medicaid programs may only cover drugs produced by manufacturers who have signed afederal rebate
agreement for the MDRP (Medicaid Drug Rebate Program). Non-participating manufacturers products cannot be covered.
Pharmacies can refer to the Drug Search Tool to confirm that a specific OTC contraceptive product is covered by
ForwardHealth.

If amember has an existing prescription from their provider, that prescription should be used. The standing orders do not supplant
individual prescriptions.

Prior to dispensing an OTC emergency contraception or Opill (norgestrel) under their standing order, the provider should ensure
all requirements of the standing order have been met and direct the member to review the manufacturer's instructions for use.

Note: Numerous OTC and legend contraception products not included in the standing orders are aso available for coverage by
ForwardHealth for BadgerCare Plus and Medicaid members when prescribed by a Medicaid-enrolled provider.

L evonorgestrel

Pharmacy providers may apply the emergency contraception standing order to fill a prescription for OTC emergency
contraception (levonorgestrel). This standing order fulfills the requirement of a prescription for BadgerCare Plus and Medicaid
members to obtain covered FDA-authorized OTC oral emergency contraception. It further authorizes providers to dispense such
OTC products to BadgerCare Plus and Medicaid members to the extent a prescription is required, including for insurance
coverage, under the pharmacy benefit.

Pharmacies may dispense up to four tablets per prescription dispensed under the emergency contraception standing order. OTC
levonorgestrel products have a quantity limit of eight tablets per member per month applied. Pharmacies may request an override
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of the monthly quantity limit by contacting the DAPO (Drug Authorization and Policy Override) Center.

Opill (Norgestrel)

Pharmacy providers may apply the standing order issued by the DMS chief medical officer to fill a prescription for Opill
(norgestrel). This standing order fulfills the requirement of a prescription for BadgerCare Plus and Medicaid members to obtain
covered FDA-authorized OTC oral contraception. It further authorizes providers to dispense such OTC products to BadgerCare
Plus and Medicaid members to the extent a prescription is required, including for insurance coverage, under the pharmacy benefit.

Pharmacies may dispense up to 84 tablets for a three-month supply per prescription with PRN (pro re nata) or "as needed” refills,
which will allow for up to a one-year supply to be authorized per use of the OTC oral contraception standing order.

Requirementsfor aValid Prescription

Any prescription for members, including those based on standing orders, must be documented according to Wis. Admin Code §
DHS 107.02(2m)(b). For documentation purposes, “the prescriber's MA provider number” in Wis. Admin. Code § DHS 107.02
(2m)(b) refers to that of the provider who authored the standing order. Providers must follow licensure scope of practice
requirements when delegating dispensing or treatment authority per standing order.

Topic #1298

Over-the-Counter Drugs

As required by the OBRA (Omnibus Budget Reconciliation Act) of 1990, BadgerCare Plus and Wisconsin Medicaid cover the
generic products of specific categories of OTC (over-the-counter) drugs from manufacturers who have signed rebate agreements
with CM S (Centers for Medicare and Medicaid Services).

A written prescription from a prescriber is required in order for OTC drugs to be covered.

Providers will be reimbursed at the lesser of the OTC drug's NADAC (National Average Drug Acquisition Cost) rate, plus a
professional dispensing fee, or the billed amount. If an OTC drug does not have a NADAC rate available, then the provider will
be reimbursed at the lesser of the drug's WAC (Wholesale Acquisition Cost) or SMAC (State Maximum Allowed Cost), if
available, plus a professiona dispensing fee, or the billed amount.

As per Wis. Admin. Code 8 DHS 107.10(3)(h), certain classes of OTC drugs are covered.

With the exception of OTC insulin, SeniorCare does not cover OTC drugs.

HealthCheck Other Services

Additional OTCs may be covered for members under 21 years of age through HealthCheck Other Services.

Topic #23341

Phar macists

M edicaid-enrolled pharmacists may render and/or bill for covered medical services that are not the typical pharmacy services
included under the covered outpatient drug pharmacy benefit (for example, drug dispensing or drug consultation typically covered
by a professional dispensing fee).
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Examples of covered services include:

1 Non-vaccine drug administration
1 Chronic disease state management

1 Member education and training

1 Physician-delegated services viaa CPA (collaborative practice agreement)

Topic #11597

Pharmacy Auto Refills

Pharmacy providers may use auto refills as an efficient and effective business practice. Wisconsin Medicaid only reimburses for
prescriptions dispensed to members or member representatives. Therefore, pharmacy providers who auto refill prescriptions
should ensure that reimbursement for prescriptions not picked up by the member or the member's representative is returned to
Medicaid and the medication returned to pharmacy stock.

Topic #2335

Prescriber Requirements

BadgerCare Plus, Medicaid, and SeniorCare cover medically necessary legend drugs and certain OTC (over-the-counter) drugs.
Only certain licensed health professionals may prescribe legend drugs and OTC drugs according to Wis. Admin. Code 8§ DHS
107.10(1). The professional must be authorized by Wisconsin Statutes or Wisconsin Administrative Code to prescribe legend
and/or OTC drugs.

Prescribers may only prescribe items that are within their scope of practice. The following categories of licensed health
professionals may prescribe covered legend drugs and OTC drugs:

Dentist

Doctor of Medicine

Doctor of Osteopathy

Advanced Practice Nurse Prescriber with a psychiatric specialty
Optometrist

Physician assistant

Podiatrist

Topic #66

Program Requirements

For a covered service to meet program requirements, the service must be provided by a qualified Medicaid-enrolled provider to
an enrolled member. In addition, the service must meet all applicable program requirements, including—but not limited to—
medical necessity, PA (prior authorization), claims submission, prescription, and documentation requirements.

Topic #23097

Provider Responsibilities: Drugs Administered to the
Member and Covered Under the Phar macy Benefit
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For drugs covered under the pharmacy benefit that are intended to be administered by a health care provider, pharmacy providers
may only submit claims to ForwardHealth if the drugs have been administered to members. If a drug has been dispensed for a
member but the dose is not administered to the member, the prescriber is responsible for notifying the dispensing pharmacy.

If ForwardHealth has paid the dispensing pharmacy for any portion of the dispensing of a drug that is not administered to the
member, the dispensing pharmacy is responsible for reversing any claims submitted to ForwardHealth.

Topic #5697

Physician-Administered Drugs

A physician-administered drug is either an oral, injectable, intravenous, or inhaled drug administered by a physician or a medical
professional within their scope of practice.

Providers may refer to the maximum allowable fee schedules for the most current HCPCS (Heal thcare Common Procedure
Coding System) and CPT (Current Procedural Terminology) procedure codes for physician-administered drugs and
reimbursement rates.

Physician-administered drugs carve-out policy is defined to include the following procedure codes:

1 Drug-related "J' codes
1 Drug-related "Q" codes
1 Certain drug-related "'S" codes

The Physician-Administered Drugs Carve-Out Procedure Codes table indicates the status of procedure codes considered under
the physician-administered drugs carve-out policy. This table provides information on Medicaid and BadgerCare Plus coverage
status as well as carve-out status based on POS (place of service).

Note: The table will be revised in accordance with national annual and quarterly HCPCS code updates.

For members enrolled in BadgerCare Plus HMOs, Medicaid SSI HMOs, and most special managed care programs, claims for
these services should be submitted to BadgerCare Plus and Medicaid fee-for-service.

All fee-for-service policies and procedures related to physician-administered drugs, including copay, cost sharing, diagnosis
restriction, PA (prior authorization), and pricing policies, apply to claims submitted to fee-for-service for members enrolled in an
MCO (managed care organization).

Physician-administered drugs and related services for members enrolled in PACE (Program of All-Inclusive Care for the Elderly)
are provided and reimbursed by the special managed care program.

Note: For Family Care Partnership members who are not enrolled in Medicare (Medicaid-only members), outpatient drugs
(excluding diabetic supplies), physician-administered drugs, compound drugs (including parenteral nutrition), and any other drugs
requiring drug utilization review are covered by fee-for-service Medicaid. All fee-for-service policies, procedures, and
requirements apply for pharmacy services provided to Medicaid-only Family Care Partnership members. Dual €ligibles (enrolled
in Medicare and Medicaid) receive their outpatient drugs through their Medicare Part D plans. However, if the member's Part D
plan does not cover the outpatient drug, these dually eligible members may access certain Medicaid outpatient drugs that are
excluded or otherwise restricted from Medicare coverage through fee-for-service Medicaid. For these drugs, fee-for-service
policies would apply.

Obtaining Physician-Administered Drugs
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To ensure the content and integrity of the drugs administered to members, prescribers are required to obtain all drugs that will be
administered in their offices. Prescribers may obtain a physician-administered drug from a pharmacy provider if the drug is
delivered directly from the pharmacy to the prescriber's office. Prescribers may also obtain a drug to be administered in the
prescriber's office from a drug wholesaler or direct purchase. Pharmacy providers should not dispense a drug to a member if the
drug will be administered in the prescriber's office.

Topic #3407

Quantity Limits

ForwardHealth has established quantity limits on certain drug classes. If medically appropriate for members enrolled in
BadgerCare Plus, Medicaid, and SeniorCare, providers may request a policy override.

Topic #1317

Refills

According to Wis. Admin. Code § DHS 107.10(3), BadgerCare Plus, Medicaid, and SeniorCare limit refillsin the following
ways:

1 Schedule I drug prescriptions cannot be refilled.

1 Schedulellll, 1V, and V prescriptions are limited to the origina dispensing plus five refills, if authorized by the prescriber, or
six months from the date on the prescription, whichever comes first.

1 All non-schedule drug prescriptions are limited to the original dispensing plus 11 refills, if authorized by the prescriber, or
12 months from the date on the origina prescription, whichever comes first.

Topic #13457

Senior Care Covered Pharmacy Services

SeniorCare covers the following when provided by a Medicaid-enrolled pharmacy:

1 Prescription drugs for which there is a signed drug rebate agreement with the manufacturer

1 OTC (over-the-counter) insulin (Providers should note that SeniorCare does not cover any additional OTC drugs, except
for insulin.)

1 Compound drugs with at least two ingredients, at least one of which SeniorCare covers

1 Brand-nameinnovator drugs identified as "brand medically necessary" on the prescription with a "Dispense As Written"
indicator on the drug claim

1 Vaccines that are approved by the CDC (Centers for Disease Control and Prevention) ACIP (Advisory Committee on
Immunization Practices) for people age 65 and older and are administered through a pharmacy (SeniorCare members may
only receive covered vaccinations through a pharmacy under this policy. Vaccines are not covered by SeniorCare when
they are provided in a doctor's office or clinic setting. Vaccines are not covered if they are not approved by the CDC and
not recommended by ACIP.)

SeniorCare members are not eligible for any Wisconsin Medicaid or BadgerCare Plus services.

Topic #824

Services That Do Not Meet Program Requirements
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As stated in Wis. Admin. Code § DHS 107.02(2), BadgerCare Plus and Wisconsin Medicaid may deny or recoup payment for
covered services that fail to meet program requirements.

Examples of covered services that do not meet program requirements include the following:

1 Services for which records or other documentation were not prepared or maintained

1 Services for which the provider fails to meet any or al of the requirements of Wis. Admin. Code 8 DHS 106.03, including,
but not limited to, the requirements regarding timely submission of claims

1 Servicesthat fail to comply with requirements or state and federal statutes, rules, and regulations

1 Services that Wisconsin DHS (Department of Health Services), the PRO (Peer Review Organization) review process, or
BadgerCare Plus determines to be inappropriate, in excess of accepted standards of reasonableness or less costly
aternative services, or of excessive frequency or duration

1 Services provided by a provider who fails or refuses to meet and maintain any of the enrollment requirements under Wis.
Admin. Code ch. DHS 105

1 Services provided by a provider who fails or refuses to provide access to records

1 Services provided inconsistent with an intermediate sanction or sanctions imposed by DHS

Topic #5657

Tobacco Cessation Drugs

BadgerCare Plus, Medicaid, and SeniorCare cover |egend drugs for tobacco cessation.
BadgerCare Plus and Medicaid also cover OTC (over-the-counter) nicotine gum, patches, and lozenges.
A written prescription from a Medicaid-enrolled prescriber is reguired for legend and OTC tobacco cessation products.

Prescribers are required to indicate the appropriate diagnosis on the prescription. PA (prior authorization) is required for uses
outside the approved diagnoses indicated on the Diagnosis Restricted Drugs data table.

Tobacco cessation services, as preventive services with an A or B rating from the USPSTF (U.S. Preventive Services Task
Force), do not require copays from any member enrolled in BadgerCare Plus or Medicaid. SeniorCare members are not exempt
from copay for tobacco cessation services.

Topic #1951

Synagis

Synagis (palivizumab), a monoclonal antibody, is used as a prophylaxis to reduce lower respiratory tract disease caused by RSV
(respiratory syncytial virus) in premature, high-risk infants and children.

Synagisis covered by ForwardHealth as an outpatient drug consistent with physician-administered drug policy. Synagisis part of
the physician-administered drugs carve-out policy; al fee-for-service policies apply.

Professional Claim Submission

Providers should bill for Synagis as described for claims for physician-administered drugs. Claims for Synagis must be submitted
on aprofessiona claim. Prescribers and pharmacy providers submitting claims as the billing provider are required to indicate CPT
(Current Procedural Terminology) procedure code 90378 (Respiratory syncytial virus, monoclonal antibody, recombinant, for
intramuscular use, 50 mg, each) and the appropriate unit(s) for each claim for Synagis.
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Synagisis dosed at 15 mg/kg of the child's body weight. ForwardHealth recommends the dose range and rounded billing unit
guidance for Synagis outlined in the following table.

Dose Range and Rounded Billing Unit Guidance for Synagis
Weight Range of the Child = Synagis Dose Range Based Rounded Number of 50 mg

(in Kilograms) on Child's Weight Billed Units of Synagis
Upto 3.6 kg 1 mg-54 mg 1
3.7-6.9 kg 55 mg-104 mg 2
7.0-10.2 kg 105 mg—-154 mg 3
10.3-13.6 kg 155 mg—204 mg 4
13.7-16.9 kg 205 mg—254 mg 5
17.0-20.3 kg 255 mg—304 mg 6

Providers may refer to the interactive maximum allowable fee schedules for the current reimbursement rates for CPT code 90378.

Pharmacy providers, as the hilling provider, are required to indicate modifier "U1" on claims for Synagis to obtain reimbursement
for the dispensing fee.

To comply with the requirements of the DRA (Deficit Reduction Act), the NDC (National Drug Code) of the drug used and the
quantity, qualifier, and unit(s) dispensed or administered must also be indicated on claims for Synagis. If more than one NDC is

used for the dose dispensed or administered, the procedure code is required to be repeated on separate details for each unique
NDC.

For example, if a provider administers 150 mg of Synagis, and a 100 mg vial and a 50 mg via were used, then the NDC from
each vial must be submitted on the claim. Although the vias have different NDCs, the drug has one procedure code, 90378. In
this example, the same procedure code would be reported on two details of the claim and paired with different NDCs.

Procedure Code NDC NDC Description
90378 XXXXX-XXXX-01 Synagis—100 mg
90378 XXXXX-XXXX-02 Synagis—50 mg

Providers must not indicate unlisted or not otherwise classified HCPCS (Healthcare Common Procedure Coding System)
procedure codes, such as HCPCS J3490 (Unclassified drugs), on claims submitted to ForwardHealth for Synagis. Claims
submitted for Synagis with HCPCS code J3490 will be denied.

Topic #12457

Vaccines

General Information

Pharmacy providers may administer all vaccines that are approved by the CDC (Centers for Disease Control and Prevention) and
recommended by ACIP (Advisory Committee for Immunization Practices) to BadgerCare Plus and Medicaid members and
SeniorCare members.

ForwardHealth does not cover vaccines when they are not approved by the CDC and when they are not recommended by
ACIP. ForwardHealth does not require PA (prior authorization) for vaccines, and there is no out-of- pocket expense to the
member.
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Per Wis. Stat. § 450.035(2i) pharmacy providers may administer any ACIP-recommended vaccine without a prescription when
the vaccine is listed on the current immunization schedules recommended by ACIP and published by the CDC.

Pharmacy providers are required to submit a professional claim for vaccines administered to ForwardHealth members for

reimbursement. Claims for vaccine administration submitted on compound or noncompound drug claims using NDCs (National
Drug Codes) will be denied.

Tracking Vaccinesin the Wisconsin |mmunization Registry

Per Wis. Stat. § 450.035(4), pharmacy providers are required to enter administered vaccines for al membersinto the WIR
(Wisconsin Immunization Registry) within seven days of administering the vaccine.

Vaccines Provided to Children

Pharmacy providers may obtain vaccines a no cost to provide to members 18 years of age and younger through the federal VFC
(Vaccines for Children) program.

Therefore, ForwardHealth will only reimburse the administration fee for vaccines provided to BadgerCare Plus and Medicaid
members 18 years of age and younger.

In order to receive vaccines at no cost, providers are required to enroll in the VFC Program.

Note: To receive vaccines through the VFC program for the annual influenza season, providers are required to be enrolled in the
VFC program and place orders no later than February of that year.

Per 2015 Wisconsin Act 55, trained pharmacy providers who enroll in the federal VFC program are authorized to receive
reimbursement from ForwardHealth. In general, all CDC-approved and A CIP-recommended vaccines for children are available
through the VFC program at no cost to providers. ForwardHealth will only reimburse for the administration of the vaccine for
BadgerCare Plus and Medicaid members 18 years of age and younger.

ForwardHealth does not publish best practice standards for vaccines provided to children. Pharmacy providers are responsible
for keeping up to date on vaccine best practice standards, including immunization schedules, dosages, and contraindications as
published by the CDC.

Provider Participation Requirements

Medicaid-enrolled pharmacies are required to meet the following requirements to be reimbursed for administering vaccines to
children:

1 The pharmacy is required to enroll in the VFC program and comply with the requirements of the program.
1 The pharmacy provider administering the vaccine is required to have the authority and training to administer vaccines to
children per the requirements of the Pharmacy Examining Board under Wis. Stat. ch. 450.

Vaccines Provided to Adults

For vaccines administered to BadgerCare Plus and Medicaid members (19 years of age or older), pharmacy providers are
required to use vaccines from their private stock. ForwardHealth reimburses pharmacy providers for both the vaccine and the
administration of the vaccine.

Vaccines Provided to SeniorCare Members
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SeniorCare members may only receive covered vaccines through a ForwardHealth-enrolled pharmacy. Vaccines are not
covered by SeniorCare when provided at any location other than a ForwardHealth-enrolled pharmacy.

Allowable Procedur e Codes

Pharmacy providers are required to indicate the CPT (Current Procedural Terminology) procedure code of the actual vaccine
administered, not the administration code, on professional claims for al vaccines administered. Pharmacy providers should not
separately bill the administration code because reimbursement for administration is incorporated into vaccine reimbursement.

The most current list of allowable procedure codes for vaccines administered is in the service-specific interactive maximum
allowable fee schedules.

Claim Submission

Wisconsin Medicaid and BadgerCare Plus fee-for-service reimburses pharmacy providers for vaccine services for both children
(18 years of age and younger) and adult members even if the member is enrolled in a state-contracted MCO (managed care
organization). This exception appliesto pharmacy providers only. SeniorCare reimburses pharmacy providers for vaccines
administered.

Pharmacy providers may submit professional claims for vaccine administered for BadgerCare Plus, Medicaid, and SeniorCare
members via the following:

1 The 1500 Health Insurance Claim Form ((02/12))

1 The 837P (837 Hedlth Care Claim: Professional) electronic transaction

1 DDE (Direct Data Entry) on the ForwardHealth Portal

1 PES (Provider Electronic Solutions) claims submission software

Pharmacy providers may not submit compound or noncompound drug claims for vaccines administered using NDCs. Compound
or noncompound drug claims submitted with NDCs for vaccines administered will be denied.

If amember is enrolled in a BadgerCare Plus HMO, pharmacy providers are required to submit claims to Wisconsin fee-for-
service Medicaid. BadgerCare Plus HMOs are not able to accept claims from pharmacy providers.

Claim Submission Information for SeniorCare

SeniorCare isthe payer of last resort. Pharmacy providers are required to bill the member's other health insurance and Medicare
plans before submitting claims to ForwardHealth. When a member has a Medicare Part B or Part D plan, pharmacy providers
should first submit a claim to the Medicare Part B or Part D plan. Once aresponse is received from the Medicare plan, pharmacy
providers may submit a claim to ForwardHealth for reimbursement. Pharmacy providers should include all relevant information
form the Medicare plan, (for example, coinsurance, deductible, or copay) in order to coordinate benefits.
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Nursing Facility Members

Topic #2011

Nursing Facility Daily Rate Covered Items

Providers may find alist of items covered in the nursing facility daily rate in the Methods of Implementation For Wisconsin
Medicaid Nursing Home Payment Rates. Wisconsin Medicaid retains authority under Wis. Stat. § 49.45(10), to amend, modify,
or delete items on the list.

Lists of OTC (over-the-counter) drugs and diabetic suppliesincluded in the nursing home daily rate are available.

Topic #2010

Per sonal Needs Account

The following isalist of items that may be paid from a member's personal needs account, if the member has been informed that
the item is not covered by BadgerCare Plus, Medicaid, or SeniorCare. Wisconsin Medicaid retains authority under Wis. Stat. §
49.45(10), to amend, modify, or delete items from the list:

1 Less-than-effective drugs such as Peritrate, Naldecon, Midrin, Tigan Capsule/Suppository, Vioform-HC.

1 Wisconsin Negative Formulary drugs (for example, Gaviscon, Rogaine [Minoxidil topical]). Also, legend vitamin products
that are not covered, such as Eldec, Vicon Forte, Poly-Vi-Flor, Tri-Vi-Flor, Cefol, and Larobec.

1 Covered products for which PA (prior authorization) has been denied for the member.

1 Other items considered to be not medically necessary (for example, Menthol-based |ozenges [such as Hall's Mentho-
Lyptus, Vicks Throat Lozenges, Throat Disks], Luden's Cough Drops, lemon drops, hard candy, beer, brandy, wine, and
cigarettes).

Topic #2009

Purchasing Items for Nursing Facility Members

There are three ways pharmacy items can be purchased for members who reside in a nursing facility. Pharmacies and nursing
facilities are responsible for using one of the following the methods to submit claims for nursing facility members:

1 BadgerCare Plus or Wisconsin Medicaid pharmacy claim — Claims for prescribed, covered drugs and certain OTC
(over-the-counter) products (except OTCs included in the nursing facility daily rate) must be submitted using the POS
(Point-of-Sale) system, using PES (Provider Electronic Solutions) software, on the ForwardHealth Portal, or on paper.

Note: SeniorCare covers OTC insulin.

1 Nursing facility daily rate— Under Section 5.100 of the Nursing Home Methods of |mplementation, personal care and
other hygiene products, dietary supplies, and incontinence supplies are included in the nursing facility daily rate. Pharmacy
providers should not submit claims for these items separately to ForwardHealth, to the nursing facility member, or to the
member's family.

1 Member's personal heeds account — If a member has been informed that a particular pharmacy item is not covered, but
the member chooses to purchase the item anyway, the member is liable for payment.
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This type of pharmacy item includes:

i Noncovered legend drugs, including less-than-effective drugs, negative formulary drugs, and drugs for which the
pharmacy has been denied PA (prior authorization) for a specific member.
i Sundry items such as cough drops, cigarettes, candy, and alcoholic beverages.

Topic #2008

Services Provided to Nursing Facility Members

Identical unit dose drugs ordered for nursing facility members for two or more separate intervals during a billing period or for
multiple, simultaneous dosing schedules must be totaled and billed as a single unit dose at the end of the billing period.

A billing period does not need to be from the first day of a calendar month to the last day of that month. For example, abilling
period could be from June 15 through July 14, and the provider submits a claim on July 15. The date on the claim form, however,
must be the last DOS (date of service) (for example, July 14).

Topic #2007

Unused M edications

Wis. Admin. Code 8 Phar 7.04, specifies that a health care facility may return certain drugs or persona hygiene itemsto the
dispensing pharmacy if the medicationisin itsoriginal container and the pharmacist determines that the contents are unadulterated
and uncontaminated. Under federal law, controlled substances can not be returned to the pharmacy.

Pharmacy providers that accept returned, covered medications from nursing facilities must assure facility and pharmacy
compliance with these regulations by taking the following steps:

1 Verifying that the nursing facility maintains complete records of al discontinued medications, whether or not they are
returned to the pharmacy.

1 Verifying that the pharmacy's records of returned medications are properly maintained.

1 Establishing criteria for pharmacy staff to determine what drugs are acceptable for reuse by the pharmacy.

1 ldentfying and destroying medications unacceptable for reuse.

Refund For Returned, Reusable M edications

A refund must be made on any item returned that is over $5 per prescription. Pharmacies may not accept returned medications
from nursing facilities unless they credit all reusable medications. BadgerCare Plus, Medicaid, and SeniorCare alow a pharmacy
to retain 20% of the net amount identified as the total cost of reusable units of each drug returned to cover the pharmacy's
administrative costs. Dispensing fees are not considered part of the total cost and, therefore, the dispensing fees do not need to be
returned.

For claims that were submitted real-time, providers may refund ForwardHealth by reversing the original claim within 365 days of
the submission. A new claim with the adjusted quantity should then be submitted. After 365 days, a paper adjustment is required
to change the quantity on an allowed claim. Pharmacy providers should complete an Adjustment/Reconsideration Request (F-
13046 (02/2025)) form to change the quantity on the allowed claim.

Pharmacy providers who choose not to reverse or adjust the original claim must refund ForwardHealth by check. If this option is
chosen, the pharmacy must remit a check to ForwardHealth for funds representing these reusable drugs no more than once per
month or no less than once every three months. Providers remitting a check for returned, reusable medications are required to
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maintain a record of the transaction.

Make checks payable to "Department of Health Services" and write "Returned Drugs' on the check. Include a provider number
and the dates (MM/DD/YYYY) referenced by the check. Send checksto:

ForwardHealth
Cash Unit

313 Blettner Blvd
Madison WI 53784

Reversing Claims

Providers may reverse (or void) claims on the ForwardHealth Portal to return overpayments. This way of returning overpayments
may be a more efficient and timely way for providers as areversed claim is a complete recoupment of that claim payment. Once a
claim has been reversed, the claim can no longer be adjusted; however, the services provided and indicated on the reversed claim
may be resubmitted on a new claim.

If a provider returns an overpayment by mail, reversed claims will have ICNs (internal control numbers) beginning with "67."
Overpayments that are adjusted on the Porta will have ICNs that begin with "59."

Destruction of Medications by Nursing Facilities

Unless otherwise ordered by a physician, the nursing facility is required to destroy a member's medication not returned to the
pharmacy for credit within 72 hours of the following circumstances:

1 A physician's order discontinuing the medication's use.
1 The member's discharge from the nursing facility.

1 The member's death.
1 The medication’s expiration date.

A nursing facility may not retain a member's medication for more than 30 days unless the prescriber orders in writing, every 30
days, that the facility must retain the medication. Wis. Admin. Code 8 DHS 132.65(6)(c), defines the procedural and record
keeping requirements that nursing facilities must follow for members' unused medications.
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Diabetic Supplies

Topic #8937

Preferred Products

Certain diabetic supplies have preferred products and non-preferred products. Non-preferred products require PA (prior
authorization) for members enrolled in BadgerCare Plus and Wisconsin Medicaid. The following preferred and non-preferred
diabetic supplies also have quantity limits:

1 Blood glucose meters
1 Blood glucose test strips

Not all blood glucose meters and blood glucose test strips provided by a preferred manufacturer are preferred products. For a
complete list of preferred and non-preferred diabetic supplies, providers may refer to the Diabetic Supply List Quick Reference.

The following diabetic supplies are reimbursable by NDC (National Drug Code):

Blood glucose calibrator solutions and chips
Blood glucose meters

Blood glucose test strips

Insulin syringes

Lancets

Lancet devices

Pen needles

Topic #9037

Quantity Limits
Certain diabetic supplies have guantity limits.
Providers may dispense up to the allowed quantity to members but may not exceed the quantity limit without requesting a quantity

limit override. To request an override of quantity limits for diabetic supplies, providers may contact the DAPO (Drug
Authorization and Policy Override) Center.

For type | diabetics, the following are examples of when providers may request a quantity limit policy override for diabetic
supplies:

1 If the member is an uncontrolled type 1 diabetic with episodes of hypoglycemia and is being treated by an endocrinologist
or has been referred to the primary care provider by an endocrinologist
1 If the member is using an insulin pump

For type |1 diabetics, providers may request a quantity limit policy override for diabetic supplies, for example, when the member is
using dliding scale insulin and the override is medically warranted. Requests for quantity limit policy overrides for type Il diabetics
will not be granted unless there is sufficient medica evidence to warrant the override.

Providers may request a quantity limit policy override for members, regardless of their benefit plan. If a quantity limit exception is
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not approved, the service is considered noncovered, and there are no appeal rights due to service limitation policy.
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Medication Therapy Management

Topic #14477

An Overview of Medication Therapy Management

ForwardHealth implemented the MTM (Medication Therapy Management) benefit in conjunction with the WPQC (Wisconsin
Pharmacy Quadlity Collaborative). The MTM benefit consists of CMR/A (Comprehensive Medication Review and Assessment)
services, which are private consultations between a pharmacist and a member to review the member's drug regimen. The member
must be approved by ForwardHealth as a patient who is at high risk of experiencing medical complications due to their drug
regimen to receive the CMR/A. The pharmacy requests approval to perform the CMR/A by calling the DAPO (Drug
Authorization and Policy Override) Center. In addition to Medicaid enrollment, WPQC certification is required to perform and
receive reimbursement for CMR/A services.

Topic #15177

Claimsfor Senior Care Members With Spenddowns and
Deductibles

State law limits what pharmacies may charge SeniorCare members for covered MTM (Medication Therapy Management)
services. Regardless of a member's level of participation in SeniorCare, pharmacies should always submit their usual and
customary charge for MTM services, including services billed with procedure code 99607, if applicable. SeniorCare will track
and maintain the member spenddown or deductible amounts for claims for MTM services. SeniorCare will inform the pharmacy
of the amount to charge the member through the remittance information.

A pharmacy provider should never charge a member more than the amount indicated by SeniorCare, according to Wis. Stat. §
49.688(5)(a). If a SeniorCare member pays an amount greater than the amount on the remittance, the provider is required to
refund the difference to the member.
Until amember meets any required spenddown, pharmacies may charge the member no more than their usual and customary rate
for covered MTM services. Until a member meets any required deductible, pharmacies may charge the member no more than the
Medicaid rate for covered MTM services.
Providers may obtain deductible and spenddown information for a specific member through the following sources:

1 Remittance information

1 Enrollment Verification on the ForwardHealth Portal
1 Provider Services

Senior Care Membersat Level 2a (Deductible) Participation

Under level 2a (deductible) participation, a member is required to pay a $500 deductible in each of the following situations:

1 Upon applying for SeniorCare, if the member meets the income limits for level 2a
1 Subsequent to applying for SeniorCare, if the member meets the SeniorCare spenddown requirement

Until a member meets the required deductible, pharmacies may charge the member no more than the Medicaid rate for covered
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MTM services.

Dollars applied toward the deductible are not carried over into the next benefit period. After the member meets the deductible
amount, the pharmacy may be reimbursed by Wisconsin Medicaid for covered MTM services.

SeniorCare Membersat Level 2b (Deductible) Participation

Under level 2b (deductible) participation, a member is required to pay an $850 deductible in each of the following situations:

1 Upon applying for SeniorCare, if the member meets the income limits for level 2b
1 Subsequent to applying for SeniorCare, if the member meets the SeniorCare spenddown requirement

Until a member meets the required deductible, pharmacies may charge the member no more than the Medicaid rate for covered
MTM services.

Dollars applied toward the deductible are not carried over into the next benefit period. After the member meets the deductible
amount, the pharmacy may be reimbursed by Wisconsin Medicaid for covered MTM services.

SeniorCare Membersat Level 3 (Spenddown) Participation

Under level 3 (spenddown) participation, members are required to pay a spenddown equal to the amount that their income
exceeds 240 percent of the FPL (Federal Poverty Level). For households in which only one individua is eligible for SeniorCare,
the member's spenddown amount is based on the individua's income. If the individual is married and living with their spouse,
however, SeniorCare eligibility is based on the income of both spouses.

If both spouses are eligible for SeniorCare, the spenddown amount is based on the total of both members incomes. SeniorCare-
covered MTM services for either member will be applied to satisfy the spenddown amount.

Until a member meets any required spenddown, pharmacies may charge the member no more than their usual and customary rate
for covered MTM services.

Dollars applied toward spenddown are not carried over into the next benefit period. After the member meets the spenddown
amount, they must then meet the $850 deductible. Once the deductible is met, the pharmacy may be reimbursed by Wisconsin
Medicaid for covered MTM services.

Topic #14677

Comprehensive M edication Review and Assessments

ForwardHealth implemented the MTM (Medication Therapy Management) benefit in conjunction with the WPQC (Wisconsin
Pharmacy Quadlity Collaborative). The MTM benefit consists of CMR/As (Comprehensive Medication Review and Assessments).

The CMR/A services are voluntary medication reviews for members performed by a pharmacist. CMR/As may include one or
more of the following analytical, consultative, educational, and monitoring services, provided by a pharmacist to help members get
the best results from medications through enhancing consumer understanding of medication therapy, increasing adherence to
medications, controlling costs, and preventing drug complications, conflicts, and interactions.

An initial face-to-face CMR/A identifies, resolves, and prevents medication-related problems, including adverse drug events, or
can include performing medication reconciliation for a member discharged from a hospital or long-term care setting.

A follow up CMR/A monitors and evaluates the member's response to therapy, including safety and effectiveness of target
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medications.

Certification Requirementsfor Providing Comprehensive Medication
Review and Assessments

To perform and be reimbursed for CMR/As, the pharmacists and the pharmacy at which a pharmacist is performing the CMR/A
are required to be certified by an approved MTM program. Currently, the only approved MTM certification program is offered
by the WPQC. The PSW (Pharmacy Society of Wisconsin) manages the WPQC training and certification process, and has
established rates for WPQC certification.

Conducting a Comprehensive M edication Review and Assessment
The CMR/A services may include the following value-added professional services provided by a pharmacist:

Obtaining the necessary assessments of the member's health status.

Formulating a medication treatment plan for the member.

Providing an updated personal medication record and medication action plan for the member following each CMR/A visit.
Providing information, support services, and resources designed to enhance member adherence with the therapeutic
regimen.

1 Providing verbal education and training designed to enhance the member's understanding and appropriate use of the
medication.

Documenting the care delivered and communicating essential information to the member's primary care providers.
Referring to an appropriate health care provider, if necessary.

Coordinating and integrating medication management services within the broader health care system.

Notifying appropriate prescribers of each comprehensive care review and assessment service provided and sending a copy
of the personal medication record and medication action plan. If authorizations to change specific medications are needed,
the specific prescriber will be notified.

Qualifying Criteriafor Members

A CMR/A service may be provided to a member who is at a high risk of experiencing medical complications due to their drug
regimen. A high-risk member meets one of the following criteria:

1 The member takes four or more prescription medications to treat or prevent two or more chronic conditions, one of which
must be hypertension, asthma, chronic kidney disease, congestive heart failure, dydlipidemia, COPD (Chronic Obstructive
Pulmonary Disease), or depression.

1 The member has diabetes.

1 The member requires coordination of care due to multiple prescribers.

1 The member has been discharged from a hospital or long-term care setting within the past 14 days; these services are
referred to as transition of care CMR/A services.

1 The member has hedlth literacy issues as determined by the pharmacist.

1 The member has been referred for the MTM services by the prescriber.

Members residing in a nursing home are not eligible for CMR/As.
If the member meets at |east one of the aforementioned criteria, the pharmacy must call the DAPO (Drug Authorization and Policy

Override) Center to request approval to provide CMR/A services. The CMR/A approval coverstheinitial and up to three
follow-up CMR/As.

Comprehensive M edication Review and Assessment Process
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The following is a step-by-step process for providing a CMR/A:

1 The pharmacist identifies an opportunity or receives a prescriber referral to perform aCMR/A.
1 The pharmacy contacts the member about the CMR/A opportunity and the member accepts services.
1 The pharmacy calls the DAPO Center to request approval to schedule a CMR/A.
1 |f approved, the pharmacist schedules an appointment with the member to perform the CMR/A.
1 The pharmacist performs the CMR/A, which may include the following:

i Meeting with the member

i Consulting with the prescriber if needed

i Documenting the intervention
1 The pharmacy submits a professional claim for the CMR/A.

Conducting Transition of Care Comprehensive Medication Review and Assessment Services
ForwardHealth expects the pharmacist to complete the following steps when rendering transition of care CMR/A services:

1. Obtain acomplete list of the prescription and over-the-counter medications, vitamins, and supplements the member was
taking prior to admission to the hospital or long-term care setting. (If the pharmacist performing the service does not have a
complete pre-admission medication list, the pharmacist should contact the member's pharmacy/pharmacies to obtain this
information. An admission history obtained from an Electronic Medical Record does not fulfill this step requirement.)
Obtain the discharge medication orders and compare to the pre-admission medication list.

3. Upon conclusion of the CMR/A service, provide an updated medication list to the member that calls attention to changes
made to the member's pre-admission medication regimen.

4. Provide aMAP (Medication Action Plan) to the member that reminds the member of action items they should take until
following up with their primary care provider. The final MAP should be provided to the member within 14 days of
consultation.

5. Maintain documentation in the member's file of the transition of care CMR/A services provided and submit required
documentation electronically to ForwardHealth.

6. Attempt to contact the member after the visit to ensure and reinforce understanding of the post-discharge medication
regimen.

N

Note: Providers are reminded that PA from the DAPO Center is required in order to be reimbursed for providing transition of
care CMR/A services.

Coordination of Ben€fits

Other hedth insurance (for example, commercia health insurance, Medicare, Medicare Advantage Plans) sources also have
MTM programs. If amember is eligible for another health insurance MTM program, the pharmacy provider is required to submit
the claim to the member's other health insurance before submitting the claim to ForwardHealth.

Pharmacies are responsible for MTM COB (coordination of benefits). ForwardHealth is the payer of last resort.

The 1500 Health Insurance Claim Form Completion Instructions contain information regarding documenting other insurance
information.

Topic #14757

Comprehensive M edication Review and Assessments—
Claim Submission

Claims for CMR/As (Comprehensive Medication Review and Assessments) must be submitted fee for service on a professional
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claim. In order to be reimbursed for a CMR/A, the pharmacy must submit a professional claim using avalid CPT (Current
Procedural Terminology) code and modifier via one of the following claim submission methods:

1 837 (837 Health Care Claim: Professional) transaction
1 PES (Provider Electronic Solutions) software

1 DDE (direct data entry) on the ForwardHealth Portal

1 1500 Health Insurance Claim Form ((02/12))

ForwardHealth reduces reimbursement on most claims submitted to ForwardHealth on paper. Most paper claims are subject to
up to a $1.10 reimbursement reduction per claim.

To ensure that members receive their CMR/A servicesin atimely manner, pharmacy providers are encouraged to schedule,
perform, and submit claims for CMR/A services as soon as possible following approval of the CMR/A request. The submission of
the claim is the indication to ForwardHealth that the service has been performed. The DAPO (Drug Authorization and Policy
Override) Center may inactivate the approval for a CMR/A service if it is not billed within the 60-day approval window.

Quantity on Claimsfor Initial and Follow-up Comprehensive M edication
Reviews and Assessments

When submitting claims for an initid CMR/A, pharmacies should indicate CPT code 99605 with the modifier UA, with a quantity
of "1" for the first 15 minutes. If the initial CMR/A lasts longer than 15 minutes, pharmacies should aso indicate CPT code 99607
with modifier UA for each additional 15 minutes.

When submitting claims for afollow-up CMR/A, pharmacies should indicate CPT code 99606 with modifier UB, with a quantity
of "1" for the first 15 minutes. If afollow-up CMR/A lasts longer than 15 minutes, pharmacies should indicate CPT code 99607
with modifier UB for each additional 15 minutes.

Pharmacies should note the following when submitting claims for each additional 15 minutes of a CMR/A using CPT code 99607

1 Procedure code 99607 must be listed on a separate detail line from the primary service code on claims for CMR/A
services.

1 Each claim detail must include the appropriate modifier.

1 On the claim detail, each 15 minutes is equal to one unit (for example, 30 minutes equals two units, 45 minutes equals three
units). Providers should round up to the nearest 15 minutes when determining the number of units to bill. For example, if a
CMR/A lasts 21 minutes, pharmacies should round to 30 minutes on the claim.

1 The claim detail should be submitted with a zero dollar amount. (Claim details for procedure code 99607 are paid $0 since
reimbursement for CMR/A services occurs with procedure code 99605 or 99606.)

Claim details for procedure code 99607 that are billed with a zero dollar amount are placed in a"pay" status with an amount paid
of $0.

Although procedure code 99607 will be reimbursed at zero dollars, pharmacies must submit details with the correct quantities to
comply with correct coding practices.

Determination of New or Established Patient Status

When submitting claims for MTM (Medication Therapy Management) services, pharmacies should note that a new patient is one
who has not received any MTM services from the pharmacy within the past three years. An established patient is one who has
received MTM services from the pharmacy within the past three years. The CPT procedure code that a provider uses to bill the
first 15 minutes of an MTM service indicates whether the member is a new (procedure code 99605) or an established (procedure
code 99606) patient.
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Providers billing multiple MTM services for any one member on the same DOS (date of service) are reminded to use the
appropriate CPT procedure code for that DOS. Claims will be denied if the member is indicated as both a new patient and an
established patient on the same DOS.

Note: The DOS is defined as the date the medication was dispensed, if applicable (for example, for a cost-effectiveness
intervention), or the date the member received the MTM service (for example, for a medication deletion intervention).

Topic #14697

Comprehensive M edication Review and Assessments —
Documentation Requirements

The following documentation is required for CMR/A (Comprehensive Medication Review and Assessment) services and must be
maintained by the pharmacy in the member's file;

1 Member information.
i Member name
i Member identification number
i Whether or not the member resides in a nursing home
Pharmacist name and NPI (National Provider Identifier).
Pharmacy name and NPI.
Description of the need for the CMR/A.
Indication if the member has other insurance. If so, indicate whether or not the member is enrolled in the other insurance's
MTM (Medication Therapy Management) program.
Indication of how the member meets the criteria to receive a CMR/A.
Date of the CMR/A.
Member consent for the CMR/A, indicated by the member's signature and date.
Indication that DAPO (Drug Authorization and Policy Override) approval was received for the CMR/A.
Indication if this was the initial assessment or a follow-up assessment.
Description of what was discussed in the CMR/A.
Face-to-face start and end time of the CMR/A.
Total time spent providing the CMR/A, including administrative time (however, administrative time should not be billed and
will not be reimbursed).
1 Pharmacist signature and date on the documentation.

Pharmacies may use any format to document CMR/As, but that format must include all of the aforementioned elements.
Documentation must be made available to ForwardHealth upon request. Refer to the sample of acceptable documentation for
CMR/A.

ForwardHealth also requires providers to submit MTM documentation electronically using one of the following options:

1 ForwardHealth-approved MTM case management software
1 The ForwardHealth Portal

This electronic submission requirement is in addition to the requirement for providers to maintain on-site MTM documentation
(either on paper or electronicaly) in the member's file. The information required to be submitted to ForwardHealth electronically is
the same information required to be maintained in the member's file. Documentation for MTM services that is submitted to
ForwardHealth may be used by ForwardHealth to evaluate the MTM benefit.

Comprehensive M edication Review and Assessment Approval Process
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Pharmacies are required to receive DAPO approval before scheduling a CMR/A with a member. Pharmacies may contact the
DAPO (Drug Authorization and Policy Override) Center from 8 am. to 5:30 p.m., Monday through Friday, except holidays.

When calling the DAPO Center for approval to schedule the CMR/A, the following information, similar to the documentation
requirements, must be provided:

1 Member information

1 Pharmacy and pharmacist information

1 Reason for the CMR/A

1 Whether or not the member is enrolled in Medicare Part D
1 Member's qualifying criteria

1 Whether or not member consent was obtained

The member's verbal consent is required before calling the DAPO Center to request approval to schedulea CMR/A. The
member's written consent (for example, their signature) must be obtained before performing the CMR/A. If the member is a child
or has physical or cognitive impairments that preclude the member from managing their own medications, a caregiver (for
example, caretaker relative, legal guardian, power of attorney, licensed health professional) may provide verbal or written consent
on the member's behalf.

Generally DAPO Center staff will approve the CMR/A request by the end of the call based on the information provided by the
cdler. The pharmacy then must schedule, perform, and submit the claim for the CMR/A within 60 days following the approval. If
the CMR/A is not provided within 60 days of approval, a new approval may be granted for a new pharmacy. The CMR/A
approva isfor theinitidl CMR/A and the three follow-up CMR/As.

If apharmacy calls the DAPO Center to request CMR/A approval and the information provided does not qualify, the pharmacy
will be informed that the request is not approved.
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COMPREHENSIVE MEDICATION REVIEW AND ASSESSMENT DOCUMENTATION EXAMPLE

SECTION | — MEMBER INFORMATION

Mama — Mamber (Last, First, Middle Initial)
Ima M. Ember

Member ldentification Numiber |5 the mamber currently residing in a nursing home?
0123456789 O Yes = No

SECTION Il — PHARMACY INFORMATION

Pharmacist Mame _ Jane Doe Pharmacist WPl (3333333330

Pharmacy Name: Doe Pharmacy Pharmacy NP1 _ (12222233323

SECTION Il —COMPREHENSIVE MEDICATION REVIEW AND ASSESSMENT

Describe the need for the CMR/A: Member is taking 5 different medications for Hyvpertension and Dvslipidemia;
adherence is questionable

Does the membar have other insurance?

O Yes Mo

I the member covered by the other insurance MTM Serdces?
O Yes [E No

The patient meets the following critera (check all that apply )
Take four or mone prescripfion medications 1o freat or prevent two or more chronic conditions. Chronic conditions include at
least one of the following
Hypertansian
Agthma
Chronic Kidney Disease
Congestrve Heart Failure
Dyslipidemia
COPD
Depression
Have Diabetas
Coordination of care issue identified due o mulliple prescribers
Discharge from the hospital or long tarm care satting within the past 14 days
Experience health Meracy issues as determined by the pharmacest
Prescriber refarral
Oiher referral

OogoDOooR

oooooo

Date of CMR/A
10V15/2012

Member consent obtained? [ Yes O Mo

SIGNATURE — Member Date Signed
Im A, Member 912012

Owerride Approved? [ Yes O Mo
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SECTIOMN Il — SERVICE PERFORMED
Type of Sendce

[=) inilial Assessment Date 107152012
O Follow-Up Assessment (1) Date _ (2) Date (3) Date .
Describe what was discussed in the CMRMA. The doging Schedulbe aml reasons for taking each medication wis discussed with the membser,
Bearriers 1o adherence wene alse discussed, and the member bas agreed o use a pill reminder,
Stan Time End Time Total Time Spent on Servica (In Minutes)
1:00 p.m. 1:45 p.m. 45 minutes
SIGNATURE — Pharmacist Date Signed
Jane Doe 107152012
Topic #14717

Comprehensive M edication Review and Assessments —
Limitations

In most cases, a CMR/A (Comprehensive Medication Review and Assessment) is limited to one initia assessment and three
follow-up assessments per rolling year.

Policy Override to Exceed Comprehensive Medication Review and
Assessment Limitations

If amember requires more than the oneinitial and three follow-up CMR/As per rolling year (for example, a member is discharged
from the hospital, released from long-term care, or has moved), pharmacies must contact the DAPO (Drug Authorization and
Policy Override) Center to request a policy override.

Topic #14737

Comprehensive M edication Review and Assessments —
Procedure Codes and Modifiers

Claims submitted for CMR/As (Comprehensive Medication Review and Assessments) must be submitted with at least one of the
following CPT (Current Procedural Terminology) procedure codes:

1 99605—Medication therapy management service(s) provided by a pharmacist, individual, face-to-face with patient, with
assessment and intervention if provided; initia 15 minutes, new patient.

1 99606—M edication therapy management service(s) provided by a pharmacist, individual, face-to-face with patient with
assessment and intervention if provided; initial 15 minutes, established patient.

1 99607—Medication therapy management service(s) provided by a pharmacist, individual, face-to-face with patient, with
assessment and intervention if provided; each additional 15 minutes (List separately in addition to code for primary service).

Procedure codes submitted for CMR/As must be submitted with one of the following modifiers:
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1 UA—Theiinitial assessment of a member who is at high risk of experiencing medical complications due to their drug
regimen.

1 UB—Follow-up assessment of a member who experiencing medical complications due to their drug regimen and has
aready received an initial assessment by the pharmacy. The follow-up assessment will not be reimbursed unless the initial
assessment has been reimbursed.

Pharmacists should submit one procedure code and modifier per detail line. Claim details without the appropriate modifier will be
denied.

Comprehensive M edication Review and Assessment Procedure Codes and
Modifiers

ComTp};%ﬁ;:sive CPT Code CPT Codefor Payabl_efor
Medication Description  Modifier for New  Established Reimbursement ”ﬁgf‘n”eg Limit
Review and Patient Patient .

Assessment residents?
CMR/A—Initid  |Thisisaninitia UA 99605 for 99606 for first $85 No 1L/member/
Assessment assessment of a first 15 15 minutes, rolling year

member who isat a minutes, 99607 for each
high risk of 99607 for  additiona 15
experiencing medica each minutes
complications due to additional
his drug regimen. 15 minutes
CMR/A—Follow- Thisisafollow-up uB N/A 99606 for first | $40 No 3/member/
Up Assessment assessment of a 15 minutes; rolling year
member who isat a 99607 for each
high risk of additional 15
experiencing medica minutes
complications due to
the drug regimen and
has aready received
aninitial assessment by
the pharmacy.
Topic #14777

Comprehensive M edication Review and Assessments —
Reimbursement

Pharmacies will be reimbursed at $85 for the initiall CMR/A (Comprehensive Medication Review and Assessment) and $40 for a
follow-up CMR/A.

For SeniorCare members, pharmacies are reimbursed directly for CMR/As at the Medicaid rate when the member isin, or has
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reached, the copayment level of participation. When the member has a spenddown or deductible, the pharmacy is reimbursed by
the member. As areminder, the pharmacy must obtain member consent for the CMR/A prior to providing the service.

Note: For a pharmacy to receive reimbursement for a CMR/A, the member must be enrolled in one of the covered programs on
the DOS (date of service). Pharmacies are responsible for verifying the member's enrolIment.

Topic #17297

Electronic Submission of Documentation Requirement
and Submission Options

ForwardHeal th requires providers to submit MTM (Medication Therapy Management) documentation electronically using one of
the following options:

1 ForwardHealth-approved MTM case management software
1 The ForwardHealth Portal

This electronic submission requirement is in addition to the requirement for providers to maintain on-site MTM documentation
(either on paper or electronically) in the member's file. The information required to be submitted to ForwardHealth electronicaly is
the same information required to be maintained in the member's file. Documentation for MTM services that is submitted to
ForwardHealth may be used by ForwardHealth to evaluate the MTM benefit.

Providers are required to submit the associated MTM documentation electronically within 365 days of submitting the claim for
MTM services. Providers are encouraged to submit associated MTM documentation electronically within 30 days of submitting
the claim for MTM services provided.

A separate record is required for each MTM service provided. Providers are reminded to only submit one record for each
service provided. Documentation that is stored in ForwardHealth-approved MTM case management software is automatically
sent to ForwardHealth; documentation stored on the Portal is also automatically sent to ForwardHealth. In order to avoid
duplication, providers should not record documentation for the same services on both the Portal and in ForwardHealth-approved
MTM case management software.

ForwardHealth-Approved Case M anagement Software

ForwardHealth will approve MTM case management software that meets certain criteria to access ForwardHealth's claim
information. Approved software will be able to do the following:

1 ldentify BadgerCare Plus, SeniorCare, and Wisconsin Medicaid members who are eligible for MTM services.

1 Submit claimsfor MTM services on a pharmacy provider's behalf.

1 Capture, store, and maintain clinical information, including the required documentation for CMR/A (Comprehensive
Medication Review and Assessment) services, in amember'sfile.

1 Exchange clinical information with ForwardHealth. ForwardHealth will use this clinical information to evaluate the MTM
benefit.

A list of ForwardHealth-approved vendors and their contact information is available.

Contracting Options
Pharmacy providers may choose to do one of the following:

1 Contract with a ForwardHealth-approved MTM case management software vendor. Pharmacy providers who contract
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with a ForwardHealth-approved MTM case management software vendor are still required to receive approval from the
DAPO (Drug Authorization and Policy Override) Center to provide CMR/A services.

1 Contract with another MTM case management software vendor. Pharmacy providers who contract with an MTM case
management software vendor not approved by ForwardHealth should note that the unapproved vendor will not be able to
receive claim information from or exchange documentation with ForwardHealth.

1 Not contract with any MTM case management software vendor. Pharmacy providers who do not contract with any MTM
case management software vendor can still submit claims for MTM services and are still required to capture, store, and
maintain required documentation in a member's file and to submit required documentation electronically.

Documentation on the ForwardHealth Portal

Pharmacy providers have the option to capture, retrieve, and submit required MTM documentation on the secure Provider area
of the ForwardHealth Portal. Thisis an optional service for providers, however, it will fulfill ForwardHealth's electronic
documentation submission requirement for MTM services.

For assistance regarding the submission of MTM documentation on the Portal, call the ForwardHealth Portal Helpdesk or refer to
the Medication Therapy Management Documentation Storage User Guide.

Topic #14537

Medication Therapy Management Coor dination

Pharmacies are responsible for COB (coordination of benefits) for CMR/A (Comprehensive Medication Review and
Assessment) MTM (Medication Therapy Management) services.

Topic #15199

Medication Therapy M anagement Services — Face-to-
Face with Member or Caregiver

MTM (Medication Therapy Management) services must be provided face-to-face with the member. Providers should attempt to
provide MTM services in person whenever possible, but audio-visual telehealth delivery is alowable in cases that better fit the
circumstances of the member. If the member is a child or has physical or cognitive impairments that preclude the member from
managing their own medications, MTM services may be provided face-to-face to a caregiver (for example, caretaker relative,
legal guardian, power of attorney, licensed health professional) on the member's behalf.

Topic #15198

Medication Therapy Management Services— Member
Eligibility
The MTM (Medication Therapy Management) benefit is covered for members enrolled in the following programs:

1 BadgerCare Plus

1 SeniorCare

1 Wisconsin Medicaid

Note: MTM services are reimbursed fee-for-service for al eligible members, including those enrolled in state-contracted managed
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care organizations. Pharmacy providers should submit fee-for-service claims directly to ForwardHealth for reimbursement.

Topic #14797

Medication Therapy Management Services—Place of
Service Codes

The following POS (place of service) codes are allowed for CMR/A (Comprehensive Medication Review and Assessment)
services.

Code Description
01 Pharmacy
02 Telehealth Provided Other Than in Patient's Home
05 Indian Health Service Free-Standing Facility
06 Indian Health Service Provider-Based Facility
07 Tribal 638 Free-Standing Facility
08 Triba 638 Provider-Based Facility
10 Telehealth Provided in Patient's Home
11 Office
12 Home
13 Assisted Living Facility
14 Group Home
16 Temporary Lodging
17 Walk-in Retail Health Clinic
19 Off Campus—Outpatient Hospital
22 On Campus—Outpatient Hospital”
27 Outreach Site/Street
31 Skilled Nursing Facility”
32 Nursing Facility""
49 Independent Clinic
50 Federaly Qualified Health Center
54 Intermediate Care Fagility/Individuals With Intellectual Disabilities
56 Psychiatric Residential Treatment Center
57 Non-Residential Substance Abuse Treatment Facility
71 Public Hedlth Clinic
72 Rural Hedlth Clinic

" Whena pharmacist performs a CMR/A service in an on-campus outpatient hospital setting, ForwardHealth does not reimburse
the facility charge.
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" These POS codes are only allowed for cost-effectiveness, dose/dosage form/duration change, medication addition, and
medication deletion.

Topic #15197

Medication Therapy Management Services— Referrals

Any licensed health professional who is Medicaid-enrolled and authorized to prescribe drugs can be a referring provider for
covered MTM (Medication Therapy Management) services.
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Telehealth

Topic #22739

Originating and Distant Sites

The originating site is where the member is located during atelehealth visit. Only the provider at the originating site can bill for an
originating site fee for hosting the member. The originating site should not use telehealth modifiers on the claims since al services
are provided in-person. The distant site is where the provider is located during the telehedlth visit. The provider who is providing
health care services to the member via telehealth cannot bill the originating site fee because they are not hosting the member.

The following locations are eligible for the originating site fee under permanent telehealth policy:

1 Office or clinic:
i Medica
i Therapies (physical therapy, occupational therapy, speech and language pathology)
i Behavioral and mental health agencies
Hospita
Skilled nursing facility
Community mental health center
Intermediate care facility for individuals with intellectual disabilities
Pharmacy
Day treatment facility
Residential substance use disorder treatment facility

Claims Submission and Reimbursement for Distant Site Providers

Claims for services provided viatelehedth by distant site providers must be billed with the same procedure code as would be
used for a face-to-face encounter along with modifiers GQ, GT, FQ, or 93.

Note: Only the service rendered from the distant site must be billed with modifier GQ. The originating site for asynchronous
servicesis not digible to receive an originating site fee.

Claims must also include either POS (place of service) code 02 or 10. ForwardHealth reimburses the service rendered by distant
site providers at the same rate as when the service is provided face-to-face.

Ancillary Providers

Claims for services provided via telehealth by distant site ancillary providers should continue to be submitted under the supervising
physician's NPI (National Provider Identifier) using the lowest appropriate level office or outpatient visit procedure code or other
appropriate CPT (Current Procedural Terminology) code for the service performed. These services must be provided under the
direct on-site supervision of a physician who is located at the same physical site as the ancillary provider and must be documented
in the same manner as services that are provided face to face.

Refer to the Supervision topic for additiona information.

Pediatric and Health Professional Shortage Area-Eligible Services
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Claims for services provided via telehealth by distant site providers may additionally qualify for pediatric (services for members 18
years of age and under) or HPSA (Health Professional Shortage Area)-enhanced reimbursement. Pediatric and HPSA-€ligible
providers are reguired to indicate POS code 02 or 10, dong with modifier GQ, GT, FQ, or 93 and the applicable pediatric or
HPSA modifier, when submitting claims that qualify for enhanced relmbursement.

Claims Submission and Reimbursement for Originating Site Fee

In addition to reimbursement to the distant site provider, ForwardHealth reimburses an originating site fee for the staff and
equipment a the originating site requisite to provide a service viatelehealth. Eligible providers who serve as the originating site
should bill the fee with HCPCS procedure code Q3014 (Telehealth originating site fee). Modifier GQ, GT, FQ, or 93 should not
be included with procedure code Q3014.

Outpatient hospitals, including emergency departments, must bill HCPCS procedure code Q3014 on an ingtitutional claim form as
a separate line item with revenue code 0780. ForwardHealth will reimburse hospitals for the fee based on the standard hospital
reimbursement methodology. ForwardHealth will reimburse these providers for the fee based on the provider's standard
reimbursement methodol ogy.

All other providers should hill HCPCS procedure code Q3014 with a POS code that represents where the member is located
during the service. The POS must be a ForwardHealth-allowable originating site for HCPCS procedure code Q3014 in order to
be reimbursed for the originating site fee. Billing-only provider types must include an allowable rendering provider on the claim
form. The originating site fee is reimbursed based on a maximum allowable fee.

Although FQHCs are not directly reimbursed an originating site fee, HCPCS procedure code Q3014 should be hilled for tracking
purposes and for consideration in any potential future changes in scope.

To receive reimbursement, the originating site must:

1 Utilize an interactive audiovisua telecommunications system that permits real-time communication between the provider at
the distant site and the member at the originating site.

Bein aphysical location that ensures privacy.

Provide access to broadband internet with sufficient bandwidth to transmit audio and video data.

Provide access to support staff to assist with technical components of the telehealth visit.

Be compliant with Health Insurance Portability and Accountability Act of 1996 standards.

Federally Qualified Health Centers and Rural Health Clinics

For the purpose of this Online Handbook topic, FQHC (Federally Qualified Health Center) refersto Tribal and Out-of - State
FQHCs. This topic does not apply to Community Health Centers subject to PPS (prospective payment system) reimbursement.

FQHCs and RHCs (rural hedlth clinics) may serve as originating site and distant site providers for telehealth services.
Distant Site

FQHCs and RHCs may report services provided via telehealth on the cost settlement report when the FQHC or RHC served as
the distant site and the member is an established patient of the FQHC or RHC at the time of the telehealth service. For currently
covered services, services that are considered direct when provided in-person will be considered direct when provided via
telehealth for FQHCs.

Services billed with modifier GQ, GT, FQ, or 93 will be considered under the PPS (prospective payment system) reimbursement
method for non-tribal FQHCs. Billing HCPCS procedure code T1015 (Clinic visit/encounter, all-inclusive) with a telehealth
procedure code will result in a PPS rate for fee-for-service encounters. Fee-for-service claims must include HCPCS procedure
code T1015 when services are provided via telehealth in order for proper reimbursement.
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Originating Site

The originating site fee is not a FQHC or RHC reportable encounter on the cost report. Any reimbursement for the originating site
fee must be reported as a deductive value on the cost report.

Topic #22757

Supervision

Supervision requirements and respective telehealth allowances vary depending on service and provider type. Some supervision
requirements necessitate the physical presence of the supervising provider to meet the requirements of appropriate delivery of
supervision. Such requirements cannot be met through the provision of telehealth, including audio-visual delivery.

Providers who deliver services with supervision requirements are reminded to review ForwardHealth policy, including permanent
telehealth policy, and the requirements of their licensing and/or certifying authorities to determine if the supervisory components of
the service can be met via telehealth.

Supervision of Paraprofessional Providers

Paraprofessional providers are subject to supervision requirements. Paraprofessional providers are providers who do not hold a
license to practice independently but are providing services under the direction of alicensed provider. Providers who supervise
paraprofessionals are responsible for confirming if the required components of supervision can be met through telehealth delivery.

Personal Care/Home Health Provider Supervision

Supervision of PCWSs (personal care workers) and home health aides must be performed on site and in person by the RN
(registered nurse). State rules and regulations necessitate supervising providers to physicaly visit a member's home and directly
observe the paraprofessional providing services.

Direct Supervision for Ancillary Care Providers

Ancillary providers have specific requirements when providing care via telehealth. These providers are health care professionals
that are not enrolled in Wisconsin Medicaid, such as staff nurses, dietician counselors, nutritionists, health educators, genetic
counselors, and some nurse practitioners who practice under the direct supervision of a physician and bill under the supervising
physician's NPI (National Provider Identifier). (Nurse practitioners, nurse midwives, and anesthetists who are Medicaid-enrolled
should refer to their service-specific area of the Online Handbook for billing information).

For telehealth services, the supervising physician is not required to be onsite, but they must be able to interact with the member
using real-time audio or audiovisual communication, if needed. For supervision of ancillary providers, remote supervision is
alowed in circumstances where the physician feels the member is not at risk of an adverse event that would require hands-on
intervention from the physician.

Supervision for Behavioral Health Services

The FR modifier should be used for behavioral health services where the supervising provider is present through audio-visua
means and the patient and supervised provider are in-person.

Documenting Supervision Method

Providers should include how the service and the required supervision occurred in the member record and, if applicable, indicate
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the appropriate modifier on the claim form. For example, for a behavioral health service where the supervising provider is present
through audio-visual means and the patient and supervised provider are in-person, modifier FR should be indicated on the claim.

Topic #22837

Telehealth Definitions
General Telehealth Definitions

Telehealth means the use of telecommunications technology by a Medicaid-enrolled provider to deliver functionaly equivalent
health care services including: assessment, diagnosis, consultation, treatment, and transfer of medically relevant data. Telehealth
may include real-time interactive audio-only communication. Telehealth does not include communication between a provider and a
member that consists solely of an email, text, or fax transmission.

Synchronoustelehealth services are two-way, real-time, interactive communications. They may include audio-only (telephone)
or audio-visual communications.

Asynchronoustelehealth services are defined as telehealth that is used to transmit medical data about a patient to a provider
when the transmission is not a two-way, real-time, interactive communication.

Functionally equivalent means that when a service is provided via telehealth, the transmission of information must be of sufficient
quality asto be the same level of service as an in-person visit. Transmission of voices, images, data, or video must be clear and
understandable.

Telehealth Service Definitions

The following are definitions to clarify the meaning of existing terms that describe different modes of telehealth service delivery in
telehealth policy.

I n-per son refers to when the provider rendering a service and the member receiving that service are located together physically in
the same space. In-person services are not considered to be delivered through telehealth, including audio-visual telehealth, unless
there are applicable supervision components and requirements that are rendered through telehealth outside of the direct patient
contact by the provider.

Face-to-face refers to requirements that can be met either in-person or through real-time, interactive audio-visual telehealth. An
interactive telehealth service with face-to-face components must be functionally equivalent to an in-person service. It is delivered
from outside the physical presence of a Medicaid member by using audio-visual technology, and there is no reduction in quality,
safety, or effectiveness. ForwardHealth does not consider a face-to-face requirement to be met by audio-only or asynchronous
delivery of services.

Under telehealth policy, direct refersto an in-person contact between a member and a provider. Direct services often require a
provider to physically touch or examine the recipient and delegation is not appropriate.

Topic #510

Telehealth Policy

Both synchronous (two-way, real-time, interactive communications) and asynchronous (information stored and forwarded to a
provider for later review) services identified under permanent policy may be reimbursed when provided via telehealth (also known
as telemedicine). ForwardHealth will require providers to follow permanent billing guidelines for both synchronous and
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asynchronous telehealth services.

Telehealth enables a provider who is located at a distant site to render the service remotely to a member located at an originating
site using a combination of interactive video, audio, and externally acquired images through a networking environment.

Telehealth means the use of telecommunications technology by a Medicaid-enrolled provider to deliver functionally equivalent
health care services including assessment, diagnosis, consultation, treatment, and transfer of medically relevant data. Telehealth
may include real-time interactive audio-only communication. Telehealth does not include communication between a provider and a
member that consists solely of an email, text, or fax transmission.

Functionally equivalent means that when a service is provided via telehealth, the transmission of information must be of sufficient
quality as to be the same level of service as an in-person visit. Transmission of voices, images, data, or video must be clear and
understandable.

Note: Temporary telehealth policy that will become permanent policy shortly after the Federal Health Emergency expiresis
included in this topic.

Telehealth Policy Requirements
The following requirements apply to the use of telehealth:

1 Both the member and the provider of the health care service must agree to the service being performed via telehedth. If
either the member or provider decline the use of telehealth for any reason, the service should be performed in-person.

1 The member retains the option to refuse the delivery of health care services via telehealth a any time without affecting their
right to future care or treatment and without risking the loss or withdrawal of any program benefits to which they would
otherwise be entitled.

1 Medicaid-enrolled providers must be able and willing to refer members to another provider if necessary, such as when
telehealth services are not appropriate or cannot be functionally equivalent, or the member declines a telehedlth visit.

1 Title VI of the Civil Rights Act of 1964 requires recipients of federal financial assistance to take reasonable steps to make
their programs, services, and activities accessible by eligible persons with limited English proficiency.

1 The Americans with Disabilities Act requires that health care entities provide full and equal access for people with
disabilities.

Allowable Services

The Max Fee Schedules include a complete list of services allowed under permanent telehealth policy. Procedure codes for
services alowed under permanent telehealth policy have POS codes 02 and 10 listed as an allowable POS in the fee schedule.
Complete descriptions of these POS codes are as follows:

1 POS code 02: Telehealth Provided Other Than in Patient's Home—The location where health services and health related
services are provided or received through telecommunication technology. Patient is not located in their home when
receiving health services or health related services through telecommunication technology.

1 POS code 10: Telehealth Provided in Patient's Home-The location where health services and health related services are
provided or received through telecommunication technology. Patient is located in their home (which is alocation other than
ahospital or other facility where the patient receives care in a private residence) when receiving health services or heath
related services through telecommunication technology.

Claims for services delivered via telehealth must include all modifiers required by the existing benefit coverage policy in order to
reimburse the claim correctly. Telehealth delivery of the service is shown on the claim by indicating POS code 02 or 10 and
including atelehealth modifier in addition to any other required benefit-specific modifiers, unless the procedure code includes the
method of delivery in the official procedure code description.
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County-administered programs, school-based services, and any other programs that utilize cost reporting must include required
modifiers, such as renderer credentials and group versus individua services, as well as correct details for cost reporting to ensure
correct reimbursement.

Services Not Appropriate Via Telehealth
Certain types of benefits or services that are not appropriately delivered via telehedth include:

1 Services that are not covered when provided in-person.

1 Services that do not meet applicable laws, regulations, licensure requirements, or procedure code definitions if delivered via
telehealth.

Services where a provider is required to physically touch or examine the recipient and delegation is not appropriate.
Services the provider declines to deliver viatelehealth.

Services the recipient declines to receive via teleheal th.

Transportation services.

Services provided by personal care workers, home health aides, private duty nurses, or school-based service care
attendants.

Reimbursement for Covered Services
The health care provider a the distant site must determine;

1 The service delivered via telehealth meets the procedural definition and components of the CPT or HCPCS procedure
code, as defined by the American Medical Association, or the CDT (Current Dental Terminology) procedure code, as
defined by the American Dental Association.

1 The service is functionally equivaent to an in-person service for the individual member and circumstances.

Reimbursement is not available for services that cannot be provided via telehealth due to technical or equipment limitations.

Documentation Requirements

Documentation requirements for a telehealth service are the same as for an in-person visit and must accurately reflect the service
rendered. Documentation must identify the delivery mode of the service when provided via telehealth and document:

1 Whether the service was provided via audio-visud telehealth, audio-only telehealth, or via telehealth externally acquired
images
1 Whether the service was provided synchronously or asynchronously

Additional information for which documentation is recommended, but not required, includes:

1 Provider location (for example, clinic [city/name], home, other)

1 Member location (for example, clinic [city/name], home)

1 All clinical participants, as well as their roles and actions during the encounter (This could apply if, for example, a member
presents at a clinic and receives telehealth services from a provider at a different location.)

As areminder, documentation for originating sites must support the member's presence in order to submit a claim for the
originating site fee. In addition, if the originating site provides and hills for services in addition to the originating site fee,
documentation in the member's medical record should distinguish between the unique services provided.

Audio-Only Guidelines

When possible, telehealth services should include both an audio and visual component. In circumstances where audio-visual
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telehealth is not possible due to member preference or technology limitations, telehealth may include real-time interactive audio-
only communication if the provider feels the service is functionally equivalent to the in-person service and there are no face-to-face
or in-person restrictions listed in the procedural definition of the service.

Documentation should include that the service was provided via interactive synchronous audio-only telehealth.

Modifier 93 should be used for any service performed via audio-only telehealth. The GT modifier should only be used to indicate
services that were performed using audio-visual technology.

Member Consent Guidelines for Telehealth
On at least an annual basis, providers should supply and document that:

1 The member expressed an understanding of their right to decline services provided via telehedlth.

1 Providers should develop and implement their own methods of informed consent to verify that a member agrees to receive
services via telehealth. These methods must comply with all federal and state regulations and guidelines.

1 Providers have flexibility in determining the most appropriate method to capture member consent for telehealth services.
Examples of allowable methods include educating the member and obtaining verbal consent prior to the start of treatment
or telehealth consent and privacy considerations as part of the notice of privacy practices.

Privacy and Security
Providers are required to follow federal laws to ensure member privacy and security. This may include ensuring that:

1 Thelocation from which the service is delivered via telehealth protects privacy and confidentiality of member information
and communications.
1 The platforms used to connect to the member to the telehealth visit are secure.

Group Treatment

Additional privacy considerations apply to members participating in group treatment via telehealth. Group leaders should provide
members with information on the risks, benefits, and limits to confidentiality related to group telehealth and document the
member's consent prior to the first session. Group leaders should adhere to and uphold the highest privacy standards possible for
the group.

Group members should be instructed to respect the privacy of others by not disclosing group members' images, hames,
screenshots, identifying details, or circumstances. Group members should also be reminded to prevent non-group members from
seeing or overhearing telehealth sessions.

Providers may not compel members to participate in telehealth-based group treatment and should make alternative services
available for members who elect not to participate in telehealth-based group treatment.

Costs Member Cannot Be Billed For
The following cannot be hilled to the member:

1 Telehealth equipment like tablets or smart devices
1 Charges for mailing or delivery of telehealth equipment
1 Charges for shipping and handling of:
i Diagnogtic tools
i Equipment to allow the provider to assess, diagnose, repair, or set up medical supplies online such as hearing aids,
cochlear implants, power wheelchairs, or other equipment
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Allowable Providers

There are no limitations on what provider types may be reimbursed for telehealth services.

Requirements and Restrictions

Services provided viatelehealth must be of sufficient audio and visua fidelity and clarity as to be functionally equivalent to aface-
to-face visit where both the rendering provider and member are in the same physical location. Both the distant and originating sites
must have the requisite equipment and staffing necessary to provide the telehealth service.

Coverage of a service provided viatelehealth is subject to the same restrictions as when the service is provided face to face (for
example, alowable providers, multiple service limitations, PA (prior authorization)).

Providers are reminded that HIPAA (Health Insurance Portability and Accountability Act of 1996) confidentiality requirements
apply to telehealth services. When a covered entity or provider utilizes a telehealth service that involves PHI (protected health
information), the entity or provider will need to conduct an accurate and thorough assessment of the potential risks and
vulnerabilities to PHI confidentiality, integrity, and availability. Each entity or provider must assess what are reasonable and
appropriate security measures for their situation.

Note: Providers may not require the use of telehealth as a condition of treating a member. Providers must develop and implement

their own methods of informed consent to verify that a member agrees to receive services via telehealth. These methods must
comply with al federal and state regulations and guidelines.

Noncovered Services

Services that are not covered when delivered in person are not covered as telehealth services. In addition, services that are not
functionally equivalent to the in-person service when provided via telehealth are not covered.

Additional Palicy for Certain Typesof Providers
Out-of-State Providers

ForwardHealth policy for services provided via telehealth by out-of-state providers is the same as ForwardHealth policy for
services provided face to face by out-of-state providers.

Out-of - state providers who meet the definition of a border-status provider as described in Wis. Admin. Code § DHS 101.03(19)
and who provide services to Wisconsin Medicaid members only via teleheath, may apply for enrollment as Wisconsin telehealth-
only border-status providersiif they are licensed in Wisconsin under applicable Wisconsin statute and administrative code.

Out-of - state providers who do not have border status enrollment with Wisconsin Medicaid are required to obtain PA before
providing services via telehealth to BadgerCare Plus or Medicaid members.

Note: Wisconsin Medicaid is prohibited from paying providers located outside of the United States and its territories, including the
District of Columbia, Puerto Rico, the Virgin Islands, Guam, the Northern Mariana Islands, and American Samoa.
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Archive Date:07/01/2025

Prior Authorization:Services Requiring Prior Authorization

Topic #23777

Alhemo

Clinical PA (prior authorization) is required for Alhemo.

PA requests for Alhemo must be completed, signed, and dated by the prescriber. PA requests for Alhemo must be submitted
using Section VI (Clinica Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the
PA/DGA (Prior Authorization/Drug Attachment, F-11049 (01/2024)) form. Clinical documentation supporting the use of Alhemo
must be submitted with the PA request.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA reguest to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

Pharmacy providers are required to submit the completed PA/DGA form and a completed PA/RF (Prior Authorization Request
Form, F-11018 (05/2013)) to ForwardHealth.

PA requests for Alhemo may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Specialized
Transmission Approval Technology-Prior Authorization) system).

Information is available about general ForwardHealth policy for drugs that require PA approval. Thisincludes what may not be
considered criteria to support the need for a drug.

Clinical Criteriafor Alhemo

Clinical criteriathat must be documented for approval of a PA request for Alhemo are all of the following:

1 The member's age must be consistent with FDA (Food and Drug Administration)-approved product labeling for Alhemo.

1 Alhemo must be prescribed in a dose and manner consistent with FDA-approved product labeling.

1 One of thefollowing is true:

i The member has hemophilia A (congenital factor VIII deficiency) with factor VIII inhibitors.
i The member has hemophilia B (congenital factor 1X deficiency) with factor IX inhibitors.
1 One of thefollowing is true:
i The member has severe hemophilia (factor activity less than 1%).
i The member experienced two or more episodes of spontaneous bleeding into joints.

1 The prescriber will dose optimize four weeks after initiation by measuring concizumab-mtci plasma concentration utilizing
concizumab ELISA (Enzyme-Linked Immunosorbent Assay) prior to administration of the next scheduled dose.

1 Alhemo will not be used for the treatment of breakthrough bleeds. (Note: Bypassing agents [for example, recombinant
activated factor VII or activated prothrombin complex concentrate] may be administered on an as-needed basis for the
treatment of breakthrough bleeds in patients being treated with Alhemo.)

1 Female patients of reproductive potential are not pregnant prior to initiating therapy with Alhemo and will use a highly
effective form of contraception during treatment with Alhemo and for seven weeks after ending treatment.

1 The prescription is written by or through consultation with a hematologist.

Supporting clinical information and a copy of the member's current medical records must be included with all PA requests for
Alhemo. The supporting clinical information and the medical records must document the following:
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1 The member's medical condition being treated

1 Details regarding previous medication use

1 The member's current treatment plan
If the clinical criteriafor Alhemo are met, initial PA requests may be approved for up to 183 days.
Renewal PA requests for Alhemo may be approved for up to 365 days. Renewal PA requests must include supporting clinical
information and copies of the member's current medical records demonstrating that the member has had a reduction in the
frequency of bleeding episodes since starting treatment with Alhemo.
All renewal PA requests require the member to be adherent with the prescribed treatment regimen.

Topic #7837

Anti-Obesity Drugs

PA (prior authorization) requests for the following anti-obesity drugs must be submitted on the Prior Authorization Drug
Attachment for Anti-Obesity Drugs (F-00163 (07/2024)) form:

1 Benzphetamine
1 Diethylpropion
1 Phendimetrazine
1 Phentermine

1 Evekeo

1 Saxenda

1 Wegovy

1 Xenical

1 Zepbound

Anti-obesity drugs are covered for dua eligibles enrolled in a Medicare Part D PDP (Prescription Drug Plan).
Submitting Prior Authorization Requestsfor Anti-Obesity Drugs

Prescribers, or their designees, are required to request PA for anti-obesity drugs using one of the following options:

1 DAPO (Drug Authorization and Policy Override) Center
1 Portal
1
1

Fax
Mail

A prescriber, or their designee, should have all PA information completed before calling the DAPO Center to obtain PA.

Prescribers are required to retain a completed copy of the Prior Authorization Drug Attachment for Anti-Obesity Drugs form and
any supporting documentation.

If aprescriber or their designee chooses to submit a paper PA request for anti-obesity drugs by fax or mail, the following must be
completed and submitted to ForwardHealth:

1 PA/RF
1 Prior Authorization Drug Attachment for Anti-Obesity Drugs form
1 Supporting documentation, as appropriate
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The Prior Authorization Fax Cover Sheet (F-01176 (09/2022)) is available on the Forms page of the Portal for prescribers or
their designee submitting the forms and documentation by fax.

Prescribers are reminded that they are required to complete, sign, and date the PA/RF and the Prior Authorization Drug
Attachment for Anti-Obesity Drugs form when submitting the PA request on paper.

Note: Wegovy to reduce the risk of MACE (major adverse cardiovascular events) in overweight or obese adults with established
cardiovascular disease and Zepbound to treat moderate to severe OSA (obstructive sleep apnea) in adults with obesity have
separate PA submission requirements.

Information is available about general ForwardHealth policy for drugs that require PA approval. Thisincludes what may not be
considered criteria to support the need for a drug.

Clinical Criteriafor Anti-Obesity Drugs
Clinical criteriafor approval of a PA request for anti-obesity drugs require one of the following:

1 The member is 18 years of age or older (or 12 years of age or older for Evekeo requests only) and has a BMI (body mass
index) greater than or equa to 30.
1 Themember is 18 years of age or older (or 12 years of age or older for Evekeo requests only), has a BMI greater than or
equal to 27 but less than 30 and has two or more of the following risk factors:
i The member is currently being treated for dyslipidemia.
i The member is currently being treated for hypertension.
i The member is currently being treated for sleep apnea.
i The member is currently being treated for type 2 diabetes mellitus.
i The member has cardiovascular disease, which is supported by a history of at least one of the following:
Myocardia infarction (heart attack)
Coronary revascularization
Angina pectoris
Stroke
Intermittent claudication with an ABI (ankle brachia index) of less than or equal to 0.9 Peripheral arteria
revascul arization due to atherosclerotic disease
n Amputation due to atherosclerotic disease

>3 3 3 3 3

For Saxenda PA requests for members 12—17 years of age, the member has a body weight above 132 pounds and a BMI
corresponding to 30 or greater for adults by international cut-offs. (Note: BMI is determined using International Obesity Task
Force BMI cut-offs for obesity by sex and age for pediatric patients aged 12 years and older [Cole Criterid]).

For Wegovy and Xenical PA requests for members 12—17 years of age, the member has a BMI greater than or equal to the 95th
percentile standardized by age and sex.

In addition, all of the following must be true:

1 The member is not pregnant or nursing.

1 The member does not have a history of an eating disorder (for example, anorexia, bulimia, or binge eating disorder).

1 The prescriber has evaluated and determined that the member does not have any medical or medication contraindications
to treatment with the anti-obesity drug being requested.

1 For controlled substance anti-obesity drugs, the member does not have a medical history of substance abuse or misuse.

1 The member has participated in aweight loss treatment plan (for example, nutritional counseling, an exercise regimen, or a
calorie-restricted diet) in the past six months and will continue to follow the treatment plan while taking an anti-obesity drug.

PA requests for anti-obesity drugs will not be renewed if a member's BMI is below 24.
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PA requests for anti-obesity drugs will only be approved for one anti-obesity drug per member. ForwardHealth does not cover
treatment with more than one anti-obesity drug.

ForwardHealth does not cover the following:

Orlistat, generic Xenical

Any brand name innovator single ingredient phentermine products
OTC (over-the-counter) anti-obesity drugs

Anti-obesity drugs when used for conditions other than weight loss

ForwardHealth will return PA requests for the previoudly listed drugs as noncovered services.

Initial and Renewal PA Requests for Benzphetamine, Diethylpropion, Phendimetrazine, and
Phentermine

If clinical criteriafor anti-obesity drugs are met, initial PA requests for benzphetamine, diethylpropion, phendimetrazine, and
phentermine will be approved for up to 90 days. If the member meets aweight loss goal of at least 10 pounds of their weight from
baseline during the initial 90-day approval, PA may be requested for an additional three months of treatment. The maximum length
of continuous drug therapy for benzphetamine, diethylpropion, phendimetrazine, and phentermine is six months.

If the member does not meet a weight loss goal of at least 10 pounds of their weight from baseline during the initial 90-day
approval or the member has completed six months of continuous benzphetamine, diethylpropion, phendimetrazine, or phentermine
treatment, then the member must wait six months before PA can be requested for any controlled substance anti-obesity drug.

ForwardHea th allows only two weight loss attempts with this group of drugs (benzphetamine, diethylpropion, phendimetrazine,
and phentermine) during a member's lifetime. Additional PA requests will not be approved. ForwardHealth will return additional
PA requests to the prescriber as noncovered services. Members do not have appeal rights for noncovered services.

Initial and Renewal PA Requests for Evekeo

If clinical criteriafor anti-obesity drugs are met, initial PA requests for Evekeo will be approved for up to 30 days. The maximum
length of continuous drug therapy for Evekeo is one month.

After the member has completed one month of Evekeo treatment, the member must wait six months before PA can be requested
for any controlled substance anti-obesity drug.

ForwardHealth allows only two weight loss attempts with Evekeo during a member's lifetime. Additional PA requests will not be
approved. ForwardHealth will return additional PA requests to the prescriber as noncovered services. Members do not have
appeal rights for noncovered services.

Initial and Renewal PA Requestsfor Saxenda

If clinical criteriafor anti-obesity drugs are met, initial PA requests for Saxenda will be approved for up to 183 days. If the
member meets aweight loss goa of at least 5% of their weight from baseline, PA may be requested for an additional 183 days of
treatment. Renewal PA requestsrequirethe member to be taking an appropriate maintenance dose, as outlined in the
Saxenda prescribing information. PA requests for Saxenda may be approved for up to a maximum treatment period of 12
continuous months of drug therapy.

If the member does not meet a weight loss goal of at least 5% of their weight from baseline during the initial 183-day approval or
the member has completed 12 months of continuous Saxenda treatment, then the member must wait six months before PA can be
requested for Saxenda.
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ForwardHealth allows only two weight loss attempts with Saxenda during a member's lifetime. Additional PA requests will not be
approved. ForwardHealth will return additional PA requests to the prescriber as noncovered services. Members do not have
appeal rights for noncovered services.

Initial and Renewal PA Requestsfor Wegovy

If clinical criteriafor anti-obesity drugs are met, initial PA requests for Wegovy will be approved for up to 183 days. If the
member meets aweight loss goal of at least 5% of their weight from baseline, PA may be requested for an additional 183 days of
treatment. Renewal PA requestsrequirethe member to be taking an appropriate maintenance dose, as outlined in the
Wegovy prescribing information. PA requests for Wegovy may be approved for up to a maximum treatment period of 12
continuous months of drug therapy.

If the member does not meet aweight loss god of at least 5% of their weight from baseline during the initial 183-day approval or
the member has completed 12 months of continuous Wegovy treatment, then the member must wait six months before PA can be
requested for Wegovy.

ForwardHealth allows only two weight loss attempts with Wegovy during a member's lifetime. Additional PA requests will not be
approved. ForwardHealth will return additional PA requests to the prescriber as noncovered services. Members do not have
appeal rights for noncovered services.

Initial and Renewal PA Requests for Xenical

If clinical criteriafor anti-obesity drugs are met, initial PA requests for Xenical will be approved for up to 183 days. If the member
meets aweight loss goal of at least 10 pounds of their weight from baseline during the first six months of treatment, PA may be
requested for an additional 183 days of treatment. If the member's weight remains below baseline, subsequent PA renewal

periods for Xenical are amaximum of 183 days. PA requests for Xenical may be approved for a maximum treatment period of 24
continuous months of drug therapy.

If the member does not meet aweight loss goal of at least 10 pounds during the initial 183-day approval, the member's weight
does not remain below baseline, or the member has completed 24 months of continuous Xenical treatment, then the member must
wait six months before PA can be requested for Xenical.

ForwardHealth allows only two weight loss attempts with Xenical during a member's lifetime. Additional PA requests will not be
approved. ForwardHealth will return additional PA reguests to the prescriber as noncovered services. Members do not have
appeal rights for noncovered services.

Initial and Renewal PA Requestsfor Zepbound

If clinical criteriafor anti-obesity drugs are met, initiad PA requests for Zepbound will be approved for up to 183 days. If the
member meets aweight loss goal of at least 5% of their weight from baseline, PA may be requested for an additional 183 days of
treatment. Renewal PA requestsrequirethe member to be taking an appropriate maintenance dose, as outlined in the
Zepbound prescribing information. PA requests for Zepbound may be approved for up to a maximum treatment period of 12
continuous months of drug therapy.

If the member does not meet aweight loss goal of at least 5% of their weight from baseline during the initial 183-day approval or
the member has completed 12 months of continuous Zepbound treatment, then the member must wait six months before PA can
be requested for Zepbound.

ForwardHea th allows only two weight loss attempts with Zepbound during a member's lifetime. Additional PA requests will not
be approved. ForwardHealth will return additional PA requests to the prescriber as noncovered services. Members do not have
appeal rights for noncovered services.

Submitting PA Requests for Wegovy to Reduce the Risk of Major Adverse Cardiovascular Eventsin

Published Policy Through June 30, 2025

Pharmacy Page 120 of 561



Wisconsin Medicaid

Overweight or Obese Adults With Established Cardiovascular Disease

PA requests for Wegovy to reduce the risk of MACE in overweight or obese adults with established cardiovascular disease must
be completed, signed, and dated by the prescriber. PA requests for Wegovy to reduce the risk of MACE in overweight or obese
adults with established cardiovascular disease must be submitted using Section V1 (Clinica Information for Drugs With Specific
Criteria Addressed in the ForwardHealth Online Handbook) of the PA/DGA (F-11049 (01/2024)) form and the PA/RF. Clinical
documentation supporting the use of Wegovy to reduce the risk of MACE in overweight or obese adults with established
cardiovascular disease must be submitted with the PA request.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA request to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

PA requests for Wegovy to reduce the risk of MACE in overweight or obese adults with established cardiovascular disease may
be submitted on the Portal, by fax, or by mail (but not using the STAT-PA system). PA requests for Wegovy to reduce the risk
of MACE in overweight or obese adults with established cardiovascular disease may not be submitted to the DAPO Center.

Clinical Criteriafor Wegovy to Reduce the Risk of Major Adverse Cardiovascular Eventsin
Overweight or Obese Adults With Established Cardiovascular Disease

Clinical criteriathat must be documented for approval of a PA request for Wegovy to reduce the risk of MACE in overweight or
obese adults with established cardiovascular disease are all of the following:

1 The member's age is consistent with the FDA (Food and Drug Administration)-approved product labeling for Wegovy.
1 The member has established cardiovascular disease, as evidenced by one of the following:
i Prior myocardial infarction (heart attack)
i Prior stroke
i Peripheral arteria disease as evidenced by one of the following:
n Intermittent claudication with an ABI of less than or equal to 0.9
n Periphera arterial revascularization procedure or amputation due to atherosclerotic disease
1 The member has a BMI greater than or equal to 27.
1 The member has agreed to follow a reduced calorie diet and increase their physical activity.

Supporting clinical information and a copy of the member's current medica records must be submitted with all PA requests for
Wegovy to reduce the risk of MACE in overweight or obese adults with established cardiovascular disease. The supporting
clinical information and medical records must document the following:

1 Evidence that the member has established cardiovascular disease
1 The member's current BMI
1 The member's current treatment plan including the member's reduced caorie diet and physical activity plan

If clinical criteriafor Wegovy to reduce the risk of MACE in overweight or obese adults with established cardiovascular disease
are met, initia PA reguests may be approved for up to 183 days.

Renewal PA requests must include supporting clinical information and copies of the member's current medical records
demonstrating that the member has been adherent with the entire prescribed MACE risk reduction treatment plan, including the
reduced-calorie diet and physical activity plan. Renewal PA requests require the member to be taking an appropriate
maintenance dose, as outlined in the Wegovy prescribing information. Renewal PA requests may be approved for up to
183 days.

Submitting PA Requests for Zepbound to Treat Moderate to Severe Obstructive Sleep Apnea in
Adults With Obesity
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PA requests for Zepbound to treat moderate to severe OSA in adults with obesity must be completed, signed, and dated by the
prescriber. PA requests for Zepbound to treat moderate to severe OSA in adults with obesity must be submitted using Section VI
(Clinical Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the PA/DGA form
and the PA/RF. Clinical documentation supporting the use of Zepbound to treat moderate to severe OSA in adults with obesity
must be submitted with the PA request.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA reguest to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

PA requests for Zepbound to treat moderate to severe OSA in adults with obesity may be submitted on the Portal, by fax, or by
mail (but not using the STAT-PA system). PA requests for Zepbound to treat moderate to severe OSA in adults with obesity
may not be submitted to the DAPO Center.

Clinical Criteriafor Zepbound to Treat Moderate to Severe Obstructive Sleep Apnea in Adults With
Obesity

Clinical criteria that must be documented for approval of a PA request for Zepbound to treat moderate to severe OSA in adults
with obesity are all of the following:

1 The member's age is consistent with the FDA-approved product labeling for Zepbound.

1 The member has moderate to severe OSA. Results from an overnight PSG (polysomnogram) sleep study documenting an
AHI (apnea-hypopneaindex) greater than or equal to 15 events per hour must be submitted.

1 The member has attempted PAP (positive airway pressure) treatment and will continue to use PAP treatment if tolerated.

1 The member has a BMI greater than or equal to 30.

1 The member has agreed to follow a reduced calorie diet and increase their physical activity.

Supporting clinical information and a copy of the member's current medica records must be submitted with all PA requests for
Zepbound to treat moderate to severe OSA in adults with obesity. The supporting clinical information and medical records must
document the following:

1 Evidence that the member has moderate to severe OSA
1 The member's current BMI
1 The member's current treatment plan, including their PAP usage, reduced calorie diet, and physical activity plan

If clinical criteriafor Zepbound to treat moderate to severe OSA in adults with obesity are met, initial PA requests may be
approved for up to 183 days.

Renewal PA requests must include supporting clinical information and copies of the member's current medical records
demonstrating a reduction in the member's AHI compared to their baseline prior to the initiation of Zepbound. Repeat PSG results
or PAP confirmation of AHI reduction must be submitted. All renewal PA requests require the member to be adherent with the
entire prescribed OSA treatment plan, including PAP treatment, a reduced-caorie diet, and a physical activity plan. Renewal PA
requests require the member to be taking an appropriate maintenance dose, as outlined in the Zepbound prescribing
information. Renewal PA requests may be approved for up to 183 days.

Topic #23658

Clinical PA (prior authorization) is required for Casgevy.

If aPA request for Casgevy is approved, Casgevy will be covered under the pharmacy benefit. To bill ForwardHealth for
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Casgevy, pharmacy providers should submit a pharmacy noncompound drug claim.

For specific questions about the billing or coverage of high cost, orphan, and accelerated approval drugs, providers may contact
Provider Services or email DHSOrphanDrugs@dhs.wisconsin.gov.

Additional Requirementsfor Casgevy

Casgevy will be reimbursed separately from physician and clinical services associated with the administration of Casgevy. The
pharmacy provider is required to establish a delivery process with the prescriber to ensure that the physician-administered
Casgevy is delivered directly to the prescriber or an agent of the prescriber.

Pharmacy providers may only submit a claim to ForwardHealth for Casgevy that has been administered to a member. If Casgevy
has been dispensed for a member but the dose is not administered to the member, the prescriber is responsible for notifying the
dispensing pharmacy. If ForwardHealth has paid the dispensing pharmacy for any portion of the dispensing of Casgevy that is not
administered to the member, the dispensing pharmacy is responsible for reversing any claims submitted to ForwardHealth.

Conditionsfor Which PA Requestsfor Casgevy Will Be Considered for
Review

ForwardHealth will only consider PA requests for Casgevy for the following clinical conditions:

1 B-thalassemia
1 SCD (sickle cell disease)

Clinical Criteriafor Casgevy for B-Thalassemia
Theclinical criteriathat must be documented for approval of a PA request for Casgevy for B-thalassemia are all of the following:

1 Casgevy must be prescribed and administered by a physician and treatment center with expertise in treating B-thal assemia
with Casgevy.

1 Casgevy must be prescribed at @ minimum recommended dose of 3.0 x 10% CD34+ cellgkg of body weight.

1 The member has 3-thalassemia, which requires regular RBC (red blood cell) transfusions. The member has a history of
transfusions for the past two years of at least 100 mL/kg/year of packed RBCs or with eight or more transfusions of
packed RBCs per yesr.

1 The member's age is consistent with the FDA (Food and Drug Administration)-approved product labeling for Casgevy.

1 The member will undergo HSC (hematopoietic stem cell) mobilization, apheresis, and myeloablative conditioning. The
prescriber must confirm the member has been evaluated for renal and hepatic impairment and that HSC transplantation is
appropriate for the member.

1 The member must have full myeloablative conditioning administered before infusion of Casgevy. Full myeloablative
conditioning must be administered between 48 hours and seven days before infusion of Casgevy. The prescriber will
provide documentation of completed negative screening for infectious diseases including HBV (hepatitis B virus), HCV
(hepatitis C virus), HIV 1 and 2 (HIV-1/HIV-2) and HTLV (Human T-lymphotropic virus) 1 and 2 (HTLV-LUHTLV-2),
in accordance with clinical guidelines before collection of cells for manufacturing.

1 Standard procedures for patient management after HSC transplantation should be followed after Casgevy infusion.

1 The prescriber must manage other concomitant medications (as applicable) consistent with FDA product labeling.

1 The member must not take disease-modifying therapies (for example, crizanlizumab, hydroxyurea, L-glutamine, voxelotor)
for at least eight weeks prior to mohilization.

1 The member must not take iron chelation therapy at least seven days prior to myeloablative conditioning. The member must
not take non-myel osuppressive iron chelators for at least three months and myelosuppressive iron chelators for at least six
months after Casgevy infusion.

Clinical Criteriafor Casgevy for Sickle Cell Disease
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The clinical criteria that must be documented for approval of a PA request for Casgevy for SCD are all of the following:

1 Casgevy must be prescribed and administered by a physician and treatment center with expertise in treating SCD with
Casgevy.

1 Casgevy must be prescribed at a minimum recommended dose of 3 ? 106 CD34+ cellg/kg of body weight.

1 At least one of the following is true:

i The member has experienced an unsatisfactory therapeutic response with hydroxyurea.

i The member has experienced a clinically significant adverse drug reaction with hydroxyurea.

i Thereisaclinicaly significant drug interaction between another drug(s) the member is taking and hydroxyurea.
i The member has a medical condition(s) that prevents the use of hydroxyurea.

1 The member has SCD with a history of severe VOES (vaso-occlusive events). The member must have had at |least four
severe VOEs within the previous two years. The severe VOEs must include one or more of the following:

i The member has experienced an acute pain event requiring a visit to a medical facility and administration of pain
medications (opioids or IV NSAIDs (non-steroidal anti-inflammatory drugs)) or RBC transfusions.

i The member has experienced an acute chest syndrome.

i The member has experienced a prigpism lasting more than two hours and requiring a visit to a medical facility.

i The member has experienced a splenic sequestration.

1 The member must have full myeloablative conditioning administered before infusion of Casgevy. Full myeloablative
conditioning must be administered between 48 hours and seven days before infusion of Casgevy.

1 The prescriber will provide documentation of completed negative screening for infectious diseases including HBV, HCV,
HIV 1and 2 (HIV-1/HIV-2), and HTLV 1 and 2 (HTLV-1/HTLV-2) in accordance with clinical guidelines before
collection of cells for manufacturing.

1 Standard procedures for patient management after HSC transplantation should be followed after Casgevy infusion.

1 The prescriber must manage other concomitant medications (as applicable) consistent with FDA product labeling.

1 G-CSF (Granulocyte-Colony Stimulating Factor) must not be used prior to or with mobilization and conditioning.

1 The member must not take disease-modifying therapies for SCD (for example, crizanlizumab, hydroxyurea, L-glutamine,
voxelotor) for at least eight weeks prior to mobilization.

1 The member must not take iron chelation therapy at least seven days prior to myeloablative conditioning. The member must
not take non-myelosuppressive iron chelators for at least three months and myelosuppressive iron chelators for at least six
months after Casgevy infusion.

Conditions Not Approved for PA Requestsfor Casgevy
PA requests for Casgevy for B-thalassemia or SCD will not be approved if the member has any of the following conditions:

1 Advanced liver disease (for example, alanine transaminases greater than three times the upper limit of normal, direct
bilirubin value greater than 2.5 times the upper limit of normal, baseline prothrombin time [INR (international normalized
ratio)] greater than 1.5 times the upper limit of norma, cirrhosis, bridging fibrosis, or active hepatitis)

1 A history of untreated Moyamoya disease or the presence of Moyamoya disease that, in the opinion of the prescriber, puts
the member at risk of bleeding

1 Prior or current malignancy, myeloproliferative disorder, or significant immunodeficiency disorder

1 Prior alogenic or autologous HSC transplant

Submitting PA Requestsfor Casegevy

PA requests for Casgevy must be completed, signed, and dated by the prescriber. PA requests for Casgevy must be submitted
using Section VI (Clinical Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the
PA/DGA (Prior Authorization/Drug Attachment, F-11049 (01/2024)) form. Clinical documentation supporting the use of
Casgevy must be submitted with the PA reguest.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
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pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA request to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

Pharmacy providers are required to submit the completed PA/DGA form and a completed and a completed PA/RF (Prior
Authorization Request Form, F-11018 (05/13)) to ForwardHealth.

PA reguests for Casgevy may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Specialized
Transmission Approva Technology-Prior Authorization) system).

Information is available about general ForwardHealth policy for drugs that require PA approval. Thisincludes what may not be
considered criteria to support the need for adrug.

Topic #17397

Crinone

PA (prior authorization) regquests for Crinone may be approved for the treatment of secondary amenorrhea.

Although Crinone is also indicated for use in ART (assisted reproductive technology) treatment, ForwardHealth does not cover
infertility treatment, including ART.

PA requests for Crinone for the treatment of secondary amenorrhea must be submitted using Section VI (Clinical Information for
Drugs with Specific Criteria Addressed in the ForwardHealth Online Handbook) of the PA/DGA (Prior Authorization/Drug
Attachment, F-11049 (07/2016)) and the PA/RF (Prior Authorization Request Form, F-11018 (05/2013)).

PA reguests for Crinone for the treatment of secondary amenorrhea may be submitted on the ForwardHealth Portal, by fax, or by
mail. PA requests for Crinone may not be submitted using the STAT-PA (Specidized Transmission Approval Technology-Prior
Aduthorization) system.

Clinical Criteriafor Crinone
Crinone may be used for the treatment of the following conditions:

1 Secondary amenorrhea
1 Prevention of preterm labor in women with a current singleton pregnancy and either short cervical length or a history of
preterm labor

Although Crinoneis also indicated for use in ART treatment, ForwardHealth does not cover infertility treatment, including ART.
For Members Who Have Secondary Amenorrhea

Secondary amenorrhea is the cessation of menses for six or more months in a woman who previously had normal menstrual
cycles. Women who are pregnant, breastfeeding, or in menopause are not considered to have secondary amenorrhea.

Clinical criteriathat must be documented for approval of a PA request for Crinone for members who have secondary amenorrhea
are all of the following:

1 The member has secondary amenorrhea.

1 The member's last menstrual cycle occurred more than six months ago.
1 The member is not being treated for infertility.

1 The member is not pregnant or breastfeeding.

1 The member is not in menopause.
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1 The member is currently receiving estrogen therapy.
Crinone 4% will only be approved for every-other-day dosing up to atota of six doses.

In women who fail to respond to atrial of Crinone 4%, Crinone 8% will only be approved for every-other-day dosing up to a
total of six doses.

Crinone 8% for Women with a Current Singleton Pregnancy and Either Short Cervical Length or a
History of Preterm Labor

ForwardHealth covers Crinone 8% for daily dosing through 36 weeks gestation in women with a current singleton pregnancy and
either short cervical length or a history of preterm labor.

PA is not required for coverage of Crinone 8% in these situations; however, providers are required instead to follow the
procedures for Diagnosis-Restricted Drugs.

Topic #20897

Cystic Fibrosis Drugs Containing a Cystic Fibrosis
Transmembrane Conductance Regulator Potentiator

Clinical PA (prior authorization) is required for all cystic fibrosis drugs containing a CFTR (cystic fibrosis transmembrane
conductance regulator) potentiator (for example, deutivacaftor, ivacaftor).

PA requests for cystic fibrosis drugs containing a CFTR potentiator will only be approved for one cystic fibrosis drug
containing a CFTR potentiator per member. ForwardHealth does not cover treatment with more than one cystic fibrosis drug
containing a CFTR potentiator.

PA requests for cystic fibrosis drugs containing a CFTR potentiator should be submitted using Section VI (Clinical Information for
Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the PA/DGA (Prior Authorization/Drug
Attachment, F-11049 (01/2024)) form.

PA requests for cystic fibrosis drugs containing a CFTR potentiator may be submitted on the Portal, by fax, or by mail (but not
using the STAT-PA (Specialized Transmission Approva Technology-Prior Authorization) system).

Clinical criteriathat must be documented for approval of a PA request for cystic fibrosis drugs containing a CFTR potentiator are
all of the following:

1 The member has cystic fibrosis.

1 The member's age is consistent with the FDA (Food and Drug Administration)-approved indication for the use of the
specific cystic fibrosis drug containing a CFTR potentiator.

1 The member has a gene mutation consistent with the FDA-approved indication for the use of the specific cystic fibrosis
drug containing a CFTR potentiator. (Note: A copy of the gene mutation test results must be included with an initial PA
request.)

A copy of the member's medical records must be submitted with all PA requests for cystic fibrosis drugs containing a CFTR
potentiator. Medica records should document the following:

1 Current progress notes related to the member's cystic fibrosis treatment plan
1 A copy of the member's current pulmonary function test results
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Initial PA requests for cystic fibrosis drugs containing a CFTR potentiator may be approved for up to 183 days.

Renewal PA requests require that the member has been adherent with their entire cystic fibrosis medication regimen and that there
is documentation demonstrating the member has experienced clinical improvement with the prescribed cystic fibrosis drug
containing a CFTR potentiator. Renewal PA requests may be approved for up to a maximum of 365 days.

Topic #22577

Dojolvi

Dojolvi requires clinical PA (prior authorization).

PA requests for Dojolvi must be completed, signed, and dated by the prescriber. PA requests for Dojolvi must be submitted using
Section VI (Clinical Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the
PA/DGA (Prior Authorization/Drug Attachment, F-11049 (01/2024)) form. Clinical documentation supporting the use of Dojolvi
must be submitted with the PA request.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA request to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

Pharmacy providers are required to submit the completed PA/DGA form and a completed PA/RF (Prior Authorization Reguest
Form, F-11018 (05/2013)) to ForwardHealth.

PA requests for Dojolvi may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Specialized
Transmission Approval Technology-Prior Authorization) system).

Clinical Criteriafor Dojolvi
Clinical criteriathat must be documented for approva of a PA request for Dojolvi are all of the following:

1 The member has a confirmed diagnosis of along-chain fatty acid oxidation disorder.

1 The member has a dietary assessment and a complete dietary treatment plan that includes all of the following:
i The member's height, weight, and estimated total daily caoric intake
i A copy of the prescription order for Dojolvi
i Thetarget daily dosage of Dojolvi as a percentage of the member's total daily caloric intake

Note: Dojolvi is prescribed in milliliters, and the recommended target daily dosage is up to 35% of the member's total daily caloric
intake divided into at least four doses.

Supporting clinical information and a copy of the member's current medical records must be included in al PA requests. The
supporting clinical information and the medical records must document the following:

1 The member's medical condition being treated
1 Details regarding previous medication use
1 The member's current treatment plan

Topic #1414

Drugs That Require Paper Prior Authorization
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Paper PA (prior authorization) request submission is required to determine medical necessity for the following drugs. Diagnosis
and information regarding the medical reguirements for these drug categories must be provided on the PA request for members
enrolled in BadgerCare Plus, Wisconsin Medicaid, and SeniorCare:

1 Alitretinoin gel (when used to treat Kaposi's sarcoma lesions)
1 BBG (brand before generic) drugs

1 BMN (brand medically necessary) drugs

1 Diagnosis-restricted drugs that require PA outside approved diagnoses

1 Drugs without signed manufacturer rebate agreements*
1 Fertility enhancement drugs (when used to treat conditions other than infertility)
1 Impotence treatment drugs (when used for a condition other than impotence)

1 Unlisted or investigational drugs’

" SeniorCare does not cover prescription drugs, even with a PA request, that do not have a signed rebate agreement between the
Wisconsin DHS (Department of Health Services) and the manufacturer; however, these drug products may be covered for
BadgerCare Plus or Wisconsin Medicaid members if a paper PA request is submitted.

Submitting Paper Prior Authorization Requests

Paper PA requests that are faxed to ForwardHealth will receive an adjudication response via telephone one business day after
they are received. Providers who submit PA requests by mail should be aware that this option requires additional time for the PA
request to reach ForwardHealth and for ForwardHealth to compl ete the adjudication process.

To avoid delayed adjudication, do not fax and mail duplicate copies of the same PA request forms.

Pharmacy providers may contact Provider Services to determine the status of any PA request that has been submitted.

Approved, Returned, and Denied Paper Requests
A paper PA request submitted to ForwardHealth may be approved, returned, or denied.
When a PA request is approved:

1 The"approved” box on the PA/RF (Prior Authorization Request Form, F-11018 (05/2013)) is checked.
1 The grant and expiration dates are indicated.
1
1

A signature and a date signed are indicated.
A specific days supply isindicated.

When a PA request is returned:

1 The "return" box on the PA/RF is checked.
1 An explanation for the return is indicated.

A PA request is returned because additional information is needed or because information on the request must be corrected. A
returned PA reguest is not the same as a denied request. Providers should correct or add the missing information to the original
PA request and resubmit it to BadgerCare Plus or SeniorCare.

When a PA request is denied:

1 The "denied" box on the PA/RF is checked and an explanation is given.
1 A signature and date signed are indicated.
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Topic #23659

Duvyzat

Duvyzat requires clinical PA (prior authorization).

PA requests for Duvyzat must be completed, signed, and dated by the prescriber. PA requests for Duvyzat must be submitted
using Section VI (Clinica Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the
PA/DGA (Prior Authorization/Drug Attachment, F-11049 (01/2024)) form.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA request to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

Pharmacy providers are required to submit the completed PA/DGA form and a completed PA/RF (Prior Authorization Reguest
Form, F-11018 (05/2013)) to ForwardHealth.

PA requests for Duvyzat may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Specialized
Transmission Approval Technology-Prior Authorization) system).

Information is available about general ForwardHealth policy for drugs that require PA approval. Thisincludes what may not be
considered criteria to support the need for a drug.

Clinical Criteriafor Duvyzat
Clinical criteriafor approva of aPA request for Duvyzat are all of the following:

The member has a diagnosis of DMD (Duchenne muscular dystrophy).

The member is able to ambulate.

The member's age must be consistent with FDA (Food and Drug Administration)-approved product labeling for Duvyzat.
The prescription is written by or through consultation with a neurologist.

The provider will obtain and evaluate the member's platelet count and triglyceride levels prior to and during treatment with
Duvyzat.

1 The member's baseline four-stair climb results are documented.

Supporting clinical information and a copy of the member's current medical records must be submitted with all PA requests for
Duvyzat. The supporting clinical information and medical records must document the following:

1 The member's medical condition being treated
1 Details regarding previous medication use
1 The member's current treatment plan

If clinical criteriafor Duvyzat are met, initial PA requests may be approved for up to 183 days.

Renewal PA requests for Duvyzat may be approved for up to 365 days. Renewal PA requests must include supporting clinical
information and copies of the member's current medical records.

All renewal PA requests require the member to be adherent with the prescribed treatment regimen.

Topic #13678
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Fertility and Impotence Drugs

According to Wis. Admin. Code 88 DHS 107.10(2)(f) and DHS 107.10(2)(q), the following drugs require PA (prior
authorization):

1 Drugsidentified by Wisconsin DHS (Department of Health Services) that are sometimes used to enhance the prospect of
fertility in males or females, when proposed to be used for treatment of a condition not related to fertility

1 Drugsidentified by DHS that are sometimes used to treat impotence, when proposed to be used for the treatment of a
condition not related to impotence

These types of drugs are not covered unless a paper PA request is submitted on the PA/DGA (Prior Authorization/Drug
Attachment, F-11049 (01/2024)) and the drug is being used to treat a condition unrelated to fertility or impotence.

Topic #22820

Hemgenix
Hemgenix requires clinical PA (prior authorization).
Hemgenix is covered and reimbursed under the pharmacy benefit. Providers should submit claims for Hemgenix to ForwardHealth

using a noncompound drug claim. For specific questions about the billing or coverage of high cost, orphan, and accelerated
approval drugs, providers may contact Provider Services or email DHSOrphanDrugs@dhs.wisconsin.gov.

Additional Requirementsfor Hemgenix

Physician-administered Hemgenix is reimbursed separately from physician and clinical services associated with the administration
of Hemgenix. The pharmacy provider is required to establish a delivery process with the prescriber to ensure that physician-
administered Hemgenix is delivered directly to the prescriber or an agent of the prescriber. Pharmacy providers may only submit a
claim to ForwardHealth for Hemgenix that has been administered to a member. If Hemgenix has been dispensed for a member
but the dose is not administered to the member, the prescriber is responsible for notifying the dispensing pharmacy. If
ForwardHealth has paid the dispensing pharmacy for any portion of the dispensing of Hemgenix that is not administered to the
member, the dispensing pharmacy is responsible for reversing any claims submitted to ForwardHealth.

Clinical Criteriafor Hemgenix
Clinical criteria that must be documented for approval of a PA request for Hemgenix are all of the following:

Hemgenix must be prescribed by a hematologist at a dose of 2 x 1012 genome copies (gc) per kilogram of body weight.

The member has been diagnosed with hemophilia B (congenital Factor IX deficiency).

The member is 18 years of age or older.

The member must currently be treated with Factor I X prophylaxis therapy.

The member must have a current or historical life-threatening hemorrhage, or have repeated, serious spontaneous bleeding

episodes.

1 The prescriber must include documentation of Factor IX inhibitor titer testing. In case of a positive test result for human
Factor IX inhibitors, perform are-test within approximately 2 weeks. If both the initial test and re-test results are positive,
PA for Hemgenix will not be approved.

1 The prescriber must include documentation of liver health assessmentsincluding, ALT (alanine transaminase), AST

(aspartate aminotransferase), ALP (alkaline phosphatase), total bilirubin, hepatic ultrasound, and hepatic elastography. If

the member has radiological liver abnormalities and/or sustained liver enzyme elevations, documentation of a consultation

with a hepatologist to assess igibility for Hemgenix will be required.
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Supporting clinical information and a copy of the member's current medical records must be included with all PA requests. The
supporting clinical information and the medical records must document the following:

1 The member's medical condition being treated
1 Details regarding previous medication use
1 The member's current treatment plan

PA requests for Hemgenix will not be approved if the member has any of the following conditions:

1 Prior or current malignancy or myeloproliferative disorder or significant immunodeficiency disorder
1 Prior allogenic or autologous HSC (hematopoietic stem cell) transplant

Submitting PA Requests for Hemgenix

PA requests for Hemgenix must be completed, signed, and dated by the prescriber. PA requests for Hemgenix must be submitted
using Section VI (Clinica Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the
PA/DGA (Prior Authorization/Drug Attachment, F-11049 (01/2024)) form. Clinical documentation supporting the use of
Hemgenix must be submitted with the PA request.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA request to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

Pharmacy providers are required to submit the completed PA/DGA form and a completed PA/RF (Prior Authorization Reguest
Form, F-11018 (05/2013)) to ForwardHealth.

PA requests for Hemgenix may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Specialized
Transmission Approval Technology-Prior Authorization) system).

Information is available about general ForwardHealth policy for drugs that require PA approval. Thisincludes what may not be
considered criteria to support the need for adrug.

Topic #17857

Hetlioz and Hetlioz LQ

Hetlioz and Hetlioz LQ require clinical PA (prior authorization).

PA requests for Hetlioz or Hetlioz LQ must be completed, signed, and dated by the prescriber. PA requests for Hetlioz or Hetlioz
LQ must be submitted using Section V1 (Clinical Information for Drugs With Specific Criteria Addressed in the ForwardHealth
Online Handbook) of the PA/DGA (Prior Authorization/Drug Attachment, F-11049 (07/2016)) form. Clinical documentation
supporting the use of Hetlioz or Hetlioz LQ must be submitted with the PA request.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA request to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

Pharmacy providers are required to submit the completed PA/DGA form and a completed PA/RF (Prior Authorization Reguest
Form, F-11018 (05/2013)) to ForwardHealth.

PA requests for Hetlioz or Hetlioz LQ may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA
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(Specialized Transmission Approval Technology-Prior Authorization) system).

For information about general ForwardHealth PA policy for drugs that require PA approval, prescribers and pharmacy providers
may refer to the Standard Pharmacy Policy for Covered and Noncovered Drugs topic. Providers may also refer to thistopic for
information about what may not be considered criteria to support the need for a drug.

Conditionsfor Which PA Requestsfor Use of Hetlioz and Hetlioz LQ Will
Be Considered for Review

PA requests for Hetlioz or Hetlioz LQ will only be approved for use to treat the following identified clinical conditions:

1 Non-24 (Non-24-Hour Sleep-Wake Disorder) (Hetlioz PA requests only)
1 Nighttime sleep disturbances in SMS (Smith-Magenis Syndrome) (Hetlioz and Hetlioz LQ PA requests)

Clinical Criteriafor Hetlioz for Members With Non-24-Hour Sleep-Wake Disorder

Clinical criteriathat must be documented for approval of a PA request for Hetlioz for members with Non-24 are all of the
following:

1 The member's age is consistent with the FDA (Food and Drug Administration)-approved product labeling for Hetlioz.
1 The member has Non-24.
1 Oneof the following is true:

i The member istotally blind (no light perception in either eye).

i The member is sighted (has light perception in either eye), and the following documentation has been submitted:

n The member has a history of insomnia, excessive daytime sleepiness, or both that alternates with time periods
of being asymptomatic as the member rotates between alignment and misalignment with the environmental
light-dark schedule.

n The member's symptoms have been present for at least three months.

n The member's daily sleep logs and actigraphy (for at least 14 days) have been submitted and demonstrate a
gradual daily drift (typicaly later) in rest-activity patterns.

n The member's symptoms are not better explained by another current sleep, medical, neurologic, mental, or
substance abuse disorder or medication use.

Supporting clinical information and a copy of the member's current medical records must be submitted with all PA requests for
Hetlioz. The supporting clinical information and the medical records must document the following:

1 The member's medical condition being treated
1 Details regarding previous medication use
1 The member's current treatment plan

If the clinical criteriafor Hetlioz are met, initial PA requests may be approved for up to 183 days.

Renewal PA requests for Hetlioz may be approved for up to 365 days. Renewal PA requests for members who have Non-24
must include supporting clinical information and copies of the member's current medical records demonstrating that the member
had a significant increase in nighttime total sleep time or a decrease in daytime nap duration compared to the member's baseline
prior to the initiation of Hetlioz.

Note: All renewal PA requests require the member to be adherent with the prescribed treatment regimen.

Clinical Criteriafor Hetlioz and Hetlioz LQ for Members With Nighttime Sleep Disturbancesin
Smith-Magenis Syndrome
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Clinical criteriathat must be documented for approval of a PA request for Hetlioz or Hetlioz LQ for members with nighttime sleep
disturbancesin SMS are all of the following:
1 The member's age is consistent with the FDA-approved product labeling for the drug requested.
1 The member has nighttime sleep disturbances.

1 The member has SMS.

Supporting clinical information and a copy of the member's current medica records must be submitted with all PA requests for
Hetlioz or Hetlioz LQ. The supporting clinical information and the medical records must document the following:

1 The member's medical condition being treated

1 Details regarding previous medication use

1 The member's current treatment plan
If the clinical criteriafor Hetlioz or Hetlioz LQ are met, initial PA requests may be approved for up to 183 days.
Renewal PA requests for Hetlioz or Hetlioz LQ may be approved for up to 365 days. Renewa PA requests for members who
have nighttime sleep disturbancesin SMS must include supporting clinical information and copies of the member's current medical
records demonstrating that the member had a significant improvement in nighttime sleep quality compared to the member's
baseline prior to the initiation of Hetlioz or Hetlioz LQ.
Note: All renewal PA requests require the member to be adherent with the prescribed treatment regimen.

Topic #23718

Hympavzi
Hympavzi requires clinical PA (prior authorization).

Information is available about general ForwardHealth policy for drugs that require PA approval. Thisincludes what may not be
considered criteria to support the need for a drug.

PA requests for Hympavzi must be completed, signed, and dated by the prescriber. PA requests for Hympavzi must be submitted
using Section VI (Clinical Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the
PA/DGA (Prior Authorization/Drug Attachment, F-11049 (01/2024)) form. Clinical documentation supporting the use of
Hympavzi must be submitted with the PA request.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA reguest to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

Pharmacy providers are required to submit the completed PA/DGA form and a completed PA/RF (Prior Authorization Request
Form, F-11018 (05/2013)) to ForwardHealth.

PA requests for Hympavzi may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Specialized
Transmission Approval Technology-Prior Authorization) system).

Clinical Criteriafor Hympavzi

Clinicd criteria that must be documented for approval of a PA request for Hympavzi for members with hemophilia are all of the
following:
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1 The member's age must be consistent with FDA (Food and Drug Administration)-approved product labeling for Hympavzi.
1 Hympavzi must be prescribed in a dose and manner consistent with FDA-approved product labeling:
i One week after the loading dose, initiate maintenance dosing of 150 mg every week by subcutaneous injection on
the same day each week, at any time of day.
i Consider a dose adjustment to 300 mg subcutaneous injection weekly in patients weighing greater than or equa to
50 kg when control of bleeding eventsis judged to be inadequate by the healthcare provider.
1 One of the following is true:
i The member has hemophilia A (congenital factor VIII deficiency) without factor VIII inhibitors.
i The member has hemophilia B (congenital factor IX deficiency) without factor 1X inhibitors.
1 One of the following is true:
i The member has severe hemophilia (factor activity less than one percent).
i The member experienced two or more episodes of spontaneous bleeding into joints.
1 Hympavzi must be used for routine prophylaxis to prevent or reduce the frequency of bleeding episodes.
1 Hympavzi will not be used in combination with prophylactic factor replacement therapy (for example, factor VIII or factor
IX products). Members must discontinue use of other prophylactic therapies prior to starting Hympavzi.
1 Hympavzi will not be used for treatment of breakthrough bleeds. (Note: Factor V11 or factor IX products may be
administered on an as-needed basis for treatment of breakthrough bleeds in patients being treated with Hympavzi.)
1 Females of reproductive potentiad must have a negative pregnancy test prior to initiation of Hympavzi and must use effective
contraception during treatment and for two months after the last dose.
1 The prescription is written by or through consultation with a hematologist.

Supporting clinical information and a copy of the member's current medical records must be submitted with all PA requests for
Hympavzi. The supporting clinical information and medical records must document the following:

1 The member's medical condition being treated

1 Details regarding previous medication use

1 The member's current treatment plan
If clinical criteriafor Hympavzi are met, initial PA requests may be approved for up to a maximum of 183 days.
Renewal PA requests for Hympavzi may be approved for up to 365 days. Renewal PA requests must include supporting clinical
information and copies of the member's current medical records demonstrating that the member has had a reduction in the
frequency of bleeding episodes since starting treatment with Hympavzi.
All renewal PA requests require the member to be adherent with the prescribed treatment regimen.

Topic #22819

| mcivree

Submitting Prior Authorization Requestsfor Imcivree

PA (Prior authorization) requests for Imcivree must be completed, signed, and dated by the prescriber. PA requests for Imcivree
must be submitted using Section VI (Clinica Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online
Handbook) of the PA/DGA (Prior Authorization/Drug Attachment, F-11049 (07/2016)) form.

Clinical documentation supporting the use of Imcivree must be submitted with the PA request.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA request to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.
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Pharmacy providers are required to submit the completed PA/DGA form and a completed PA/RF (Prior Authorization Reguest
Form, F-11018 (05/2013)) to ForwardHealth.

PA requests for Imcivree may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Specialized
Transmission Approva Technology-Prior Authorization) system or caling the DAPO (Drug Authorization and Policy Override)
Center).

Conditionsfor Which PA Requestsfor Use of Imcivree Will Be Considered
for Review

PA requests for Imcivree will only be approved for use to treat the following identified clinical conditions:

1 Monogenic or syndromic obesity due to POMC (proopiomelanocortin), PCSK 1 (proprotein convertase subtilisin/kexin
type 1), or LEPR (leptin receptor) deficiency
1 Monogenic or syndromic obesity due to BBS (Bardet-Biedl syndrome)

Clinical Criteriafor Imcivreefor MembersWith M onogenic or Syndromic
Obesity Dueto Proopiomelanocortin, Proprotein Convertase
Subtilisin/Kexin Type 1, or Leptin Receptor Deficiency

Clinical criteriathat must be documented for approva of a PA request for Imcivree for members with monogenic or syndromic
obesity dueto POMC, PCSK1, or LEPR deficiency are all of the following:

1 The prescription is written by an endocrinologist or geneticist or through an endocrinology or genetics consultation.

1 The member's current height, weight, and BMI (body mass index) are documented.

1 One of the following is true;

i The member is 6-17 years of age and has a current weight greater than or equal to the 95th percentile using growth
chart assessments. (Note: An age-appropriate growth chart must be included with the PA request.)
i Themember is 18 years of age or older with a BMI of greater than or equal to 30.

1 The member has monogenic or syndromic obesity due to POMC, PCSK 1, or LEPR deficiency confirmed by genetic
testing demonstrating variantsin POMC, PCSK 1, or LEPR genesthat are interpreted as pathogenic, likely pathogenic, or
of uncertain significance. (Note: A copy of the genetic testing results must be submitted with the PA request.)

1 The prescriber has evauated the member and determined that the member does not have any medical or medication
contraindications to treatment with Imcivree.

A copy of the member's current medical records must be submitted with all PA requests for Imcivree for members with
monogenic or syndromic obesity due to POMC, PCSK 1, or LEPR deficiency. The supporting clinical information and medical
records must document the following:

1 The member's medical condition being treated
1 Details regarding previous medication use
1 The member's current treatment plan

If clinical criteriafor Imcivree for members with monogenic or syndromic obesity due to POMC, PCSK 1, or LEPR deficiency
are met, initial PA requests may be approved for up to 183 days. If members with monogenic or syndromic obesity due to
POMC, PCSK1, or LEPR deficiency meet aweight loss goal of at least 5 percent of their weight from baseline or at least 5
percent of their BMI from baseline (for patients with continued growth potential) during the first 183 days of treatment, PA may
be requested for an additional 365 days of treatment. If the member's weight or BMI (for patients with continued growth
potential) remains at least 5 percent below the member's basdline weight or their BMI, subsequent PA renewal requests for
Imcivree are a maximum of 365 days.
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Clinical Criteriafor Imcivreefor MembersWith M onogenic or Syndromic
Obesity Dueto Bardet-Biedl Syndrome

Clinical criteriathat must be documented for approva of a PA request for Imcivree for members with monogenic or syndromic
obesity due to BBS are all of the following:

1 The prescription is written by an endocrinologist or geneticist or through an endocrinology or genetics consultation.
1 The member's current height, weight, and BMI are documented.
1 One of the following is true;
i The member is 6-17 years of age and has a current weight greater than or equal to the 97th percentile using growth
chart assessments. (Note: An age-appropriate growth chart must be included with the PA request.)
i Themember is 18 years of age or older with a BMI of greater than or equal to 30.
1 The member has monogenic or syndromic obesity due to BBS.
1 The prescriber has evaluated the member and determined that the member does not have any medical or medication
contraindications to treatment with Imcivree.

Supporting clinical information and a copy of the member's current medical records must be submitted with all PA requests for
Imcivree for members with monogenic or syndromic obesity due to BBS. The supporting clinical information and medica records
must document the following:

1 The member's medical condition being treated
1 Details regarding previous medication use
1 The member's current treatment plan

If clinical criteriafor Imcivree for members with monogenic or syndromic obesity due to BBS are met, initial PA requests may be

approved for up to 365 days. If members with monogenic or syndromic obesity due to BBS meet aweight loss goal of at least 5

percent of their weight from baseline or at least 5 percent of their BMI from baseline (for patients aged less than 18 years) during

the first 365 days of treatment, PA may be requested for an additional 365 days of treatment. If the member's weight or BMI (for
patients aged less than 18 years) remains at least 5 percent below the member's baseline weight or their BMI, subsequent renewal
PA requests for Imcivree are a maximum of 365 days.

Topic #21397

Jynarque
Jynarque requires clinical PA (prior authorization).

Clinical Criteriafor Jynarque
The following clinical criteria must be met and documented for approval of a PA request for Jynarque:

1 The member has ADPKD (autosomal dominant polycystic kidney disease).
1 The member is 18 years of age or older.
1 The prescription is written by, or in consultation with, a nephrologist or kidney transplant specialist.
1 The member has an eGFR (estimated glomerular filtration rate) equal to or greater than 25 mL/min per 1.73 m2.
1 The member has a high risk for progression to ESRD (end-stage renal disease) due to one or more of the following:
i A confirmed annual eGFR decline of at least 5 mL/min/1.73 m2 in one year
i A confirmed annual eGFR decline of at least 2.5 mL/min/1.73 m2 per year over aperiod of five years
i A greater than 5% increase in total kidney volume per year on at least three repeated measurements (via MRI or CT
(computed tomography), each at least six months apart)
i A truncated PDK (polycystic kidney disease)1 mutation and early clinical signs (for example, hypertension,
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macroscopic hematuria, cyst infection, or flank pain before the age of 35)
i A Mayo classification (height adjusted total kidney volume by CT or MRI and age) of class 1C, 1D, and 1E
i Documentation of average kidney length greater than 16.5 cm per ultrasonography, CT, or MRI

A copy of the member's medical records must be submitted and should sufficiently document:
1 Theinformation listed in the clinical coverage criteria.

1 Details regarding previous medication use.

1 The member's current treatment plan.

Note: The safety and efficacy of Jynarque in adults over the age of 55 is not yet known.

If clinica criteriafor Jynarque are met, initial PA requests may be approved for up to 183 days. Renewal PA requests for
Jynarque may be approved for up to 365 days.

Renewal PA Requests
Requests for renewal must meet the clinical criteriafor initial PA approval and have documentation to support that there has been
adecrease in the member's kidney disease progression. In order to confirm the necessary adherence, the claims history and

medical records will be reviewed for al renewal requests. A copy of the pertinent medical records must be included with the PA
request.

Submitting PA Requestsfor Jynarque

PA requests for Jynarque must be submitted using the PA/DGA (Prior Authorization/Drug Attachment, F-11049 (01/2024))
form.

PA requests for Jynarque must be completed, signed, and dated by the prescriber. PA requests for Jynarque should be submitted
using using Section V1 (Clinical Information for Drugs With Specific Criteria Addressed in the ForwardHea th Online Handbook)
of the PA/DGA form.

The prescriber is required to send the completed PA/DGA form to the pharmacy where the prescription will befilled. The
pharmacy provider is reguired to complete a PA/RF (Prior Authorization Request Form, F-11018 (05/2013)) and submit it,
along with the PA/DGA form received from the prescriber, to ForwardHealth using the PA submission option most appropriate
for the drug.

PA requests for Jynarque may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Specidized
Transmission Approva Technology-Prior Authorization) system).

Topic #23719

L enmeldy

Lenmeldy requires clinical PA (prior authorization).

If aPA request for Lenmeldy is approved, Lenmeldy will be covered under the pharmacy benefit. To bill ForwardHealth for
Lenmeldy, pharmacy providers should submit a noncompound drug claim.

For specific questions about the billing or coverage of high cost, orphan, and accelerated approval drugs, providers may contact
Provider Services at 800-947-9627 or email DHSOrphanDrugs@dhs.wisconsin.gov.
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Additional Requirementsfor Lenmeldy

Lenmeldy will be reimbursed separately from physician and clinical services associated with the administration of Lenmeldy. The
pharmacy provider is required to establish a delivery process with the prescriber to ensure that the physician-administered
Lenmeldy is delivered directly to the prescriber or an agent of the prescriber.

Pharmacy providers may only submit a claim to ForwardHealth for Lenmeldy that has been administered to a member. If
Lenmeldy has been dispensed for amember but the dose is not administered to the member, the prescriber is responsible for
notifying the dispensing pharmacy. If ForwardHealth has paid the dispensing pharmacy for any portion of the dispensing of
Lenmeldy that is not administered to the member, the dispensing pharmacy is responsible for reversing any claims submitted to
ForwardHealth.

Clinical Criteriafor Lenmeldy

Clinical criteriathat must be documented for approval of a PA request for Lenmeldy are all of the following:

1 Lenmeldy must be prescribed and administered by a physician and treatment center with expertisein treating MLD
(metachromatic leukodystrophy) and at a dose appropriate for the member's MLD subtype.

1 The member has PSLI (pre-symptomatic |ate infantile), PSEJ (pre-symptomatic early juvenile) or ESEJ (early symptomatic
early juvenile) MLD.

1 The member's age is consistent with the FDA (Food and Drug Administration)-approved product labeling for Lenmeldy.

1 The member will undergo HSC (hematopoietic stem cell) mobilization, apheresis, and myeloablative conditioning. The
prescriber must confirm the member has been evaluated for renal and hepatic impairment and HSC transplantation is
appropriate for the member.

1 The member must have full myeloablative conditioning administered before infusion of Lenmeldy. Allow a minimum of 24
hours of washout before Lenmeldy infusion.

1 The prescriber will provide documentation of completed negative screening for infectious diseases including HBV (hepatitis
B virus), HCV (hepatitis C virus), HIV-1 and HIV-2, and HTLV-1 (Human T-lymphotropic virus 1) and HTLV-2
(Human T-lymphotropic virus 2) in accordance with clinical guidelines before collection of cells for manufacturing.

1 Standard procedures for patient management after HSC transplantation should be followed after Lenmeldy infusion.

1 The prescriber must manage other concomitant medications (as applicable), consistent with FDA product labeling.

1 The member should not take anti-retroviral medications for at least one month prior to mobilization and for the expected
duration for elimination of the medications.

1 If amember requires anti-retroviral medications for HIV prophylaxis, mobilization and apheresis should be delayed until
HIV infection is adequately ruled out.

Conditions Not Approved for PA Requestsfor Lenmeldy
PA requests for Lenmeldy will not be approved if the member has any of the following conditions:

1 Advanced liver disease: (for example, alanine transaminases greater than 3 times upper limit of norma; direct bilirubin value
greater than 2.5 times upper limit of normal; baseline prothrombin time [INR (international normalized ratio)] greater than
1.5 times upper limit of normal; cirrhosis; bridging fibrosis and cirrhosis; or active hepatitis)

1 Prior or current malignancy or myeloproliferative disorder or significant immunodeficiency disorder

1 Prior alogenic or autologous HSC transplant or another gene therapy.

Submitting PA Requestsfor Lenmeldy

PA requests for Lenmeldy must be completed, signed, and dated by the prescriber. PA requests for Lenmeldy must be submitted
using Section VI (Clinica Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the
PA/DGA (Prior Authorization/Drug Attachment, F-11049 (01/2024)) form. Clinical documentation supporting the use of
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Lenmeldy must be submitted with the PA request.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA request to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

Pharmacy providers are required to submit the completed PA/DGA form and a completed PA/RF (Prior Authorization Reguest
Form, F-11018 (05/2013)) to ForwardHealth.

PA requests for Lenmeldy may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Specialized
Transmission Approva Technology-Prior Authorization) system).

Information is available about general ForwardHealth policy for drugs that require PA approval. Thisincludes what may not be
considered criteria to support the need for adrug.

Topic #22579

Legvio
Leqgvio is a physician-administered drug that requires clinical PA (prior authorization).

All PA requests for Leqvio must be submitted with HCPCS (Healthcare Common Procedure Coding System) code J1306
(Injection, inclisiran, 1 mg).

PA reguests for Leqvio must be completed, signed, and dated by the prescriber. PA requests for Leqvio must be submitted using
Section V (Clinical Information for Physician-Administered Drugs With Specific PA Criteria Addressed in the ForwardHealth
Online Handbook) on the PA/PAD (Prior Authorization/Physician-Administered Drug Attachment, F-11034 (07/2022)) form.
Clinical documentation supporting the use of Leqvio must be submitted with the PA request.

Prescribers are required to submit the completed PA/PAD form and a completed PA/RF (Prior Authorization Request Form, F-
11018 (05/2013)) to ForwardHealth.

PA requests for Leqvio may be submitted on the Portal, by fax, or by mall (but not using the STAT-PA (Specialized
Transmission Approval Technology-Prior Authorization) system).

Conditions for Which PA Requestsfor Use of Leqvio Will Be Considered for
Review

ForwardHealth will only consider PA requests for Leqvio to treat the following identified clinical conditions:

1 Clinical ASCVD (atherosclerotic cardiovascular disease)
1 HeFH (heterozygous familial hypercholesterolemia)

ForwardHealth will approve up to one ACL (adenosine triphosphate—citrate lyase) inhibitor or one PCSK9 (proprotein
convertase subtilisin/kexin type 9) inhibitor at atime per member. ForwardHealth does not cover treatment with more than one
ACL inhibitor and/or PCSK9 inhibitor.

Clinical Criteriafor Legvio for Members With Clinical Atherosclerotic Cardiovascular Disease
Clinical criteriathat must be documented for approval of a PA request for Leqvio for members with clinical ASCVD are all of the

following:
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1 The member has clinical ASCVD, as evidenced by one of the following:
i The member has CAD (coronary artery disease), which is supported by a history of myocardia infarction (heart
attack), coronary revascularization, or angina pectoris.
i The member has a history of stroke.
i The member has symptomatic peripheral arterial disease as evidenced by one of the following:
n Intermittent claudication with an ABI (ankle-brachia index) of less than or equal to 0.9
n Periphera arterial revascularization procedure or amputation due to atherosclerotic disease
1 The member has taken Praluent or Repatha concurrently with a maximized statin regimen for at least thr ee continuous
months with failure to reach an LDL (low-density lipoprotein) less than or equal to 70 mg/dL. The member must continue
to take the maximally tolerated dose of a statin during treatment with Legvio.

Supporting clinical information and a copy of the member's current medical records must be submitted with all PA requests for
Leqvio. The supporting clinical information and medical records must document the following:

1 Evidence that the member has clinical ASCVD
1 A current lipid panel lab report
1 Documentation of the member's current and previous lipid-lowering drug therapies, including the following for each trid:
i Drug name(s) and dosage
i Datestaken
i Lipid panel report prior to and during drug therapy (including dates taken)
i Reasons for discontinuation if drug therapy was discontinued

Initial and Renewal PA Requestsfor Leqgvio for Members With Clinical Atherosclerotic
Cardiovascular Disease

If the clinical criteriafor Legvio are met, initial PA requests may be approved for the initial and three-month doses.

Renewa PA requests for Leqvio may be approved for up to two doses per year. Renewal PA requests for members who have
clinical ASCVD must include supporting clinical information and copies of the member's current medical records demonstrating
evidence of LDL reduction of at least 30 percent from pre-treatment baseline or a decrease to 100 mg/dL or less. Members also
must continue to take the maximized statin treatment regimen during treatment with Leqgvio.

All renewa PA requests require the member to be adherent with the prescribed treatment regimen. A copy of the current lipid
panel report (within the past 30 days) must be included with the PA request.

Clinical Criteriafor Legvio for Members With Heter ozygous Familial Hyper cholester olemia
Clinical criteriathat must be documented for approval of Leqvio for members with HeFH are all of the following:

1 The member has been diagnosed by a specidist in cardiology or lipid management.

1 The member has HeFH, as evidenced by clinical documentation that supports a definitive diagnosis of HeFH using either
WHO (World Health Organization) criteria (Dutch Lipid Clinic Network clinical criteriawith a score greater than eight) or
Simon Broome diagnostic criteria.

1 The member has taken Praluent or Repatha concurrently with a maximized statin regimen for at least thr ee continuous
months with failure to reach an LDL less than or equal to 100 mg/dL. The member must continue to take the maximally
tolerated dose of a statin during treatment with Leqgvio.

Supporting clinical information and a copy of the member's current medical records must be submitted with all PA requests for
Leqgvio. The supporting clinical information and medical records must document the following:

1 Evidence that the member has HeFH
1 A current lipid panel lab report
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1 Documentation of the member's current and previous lipid -lowering drug therapies, including the following for each trial:
i Drug name(s) and dosage
i Datestaken
i Lipid panel report prior to and during drug therapy (including dates taken)
i Reasons for discontinuation if drug therapy was discontinued

Initial and Renewal PA Requestsfor Legvio for Members With Heter ozygous Familial
Hyper cholester olemia

If the clinical criteriafor Leqvio are met, initia PA requests may be approved for theinitial and three-month doses.

Renewal PA requests for Leqvio may be approved for up to two doses per year. Renewal PA requests for members who have
HeFH must include supporting clinical information and copies of the member's current medical records demonstrating evidence of
LDL reduction of at least 30 percent from pre-treatment baseline or a decrease to 130 mg/dL or less. Members also must
continue to take the maximized statin treatment regimen during treatment with Leqvio.

Topic #21417

Long-Term Hereditary Angioedema Prophylactic Drugs

Clinical PA (prior authorization) is required for long-term HAE (hereditary angioedema prophylactic) prophylactic drugs.
Orladeyo and Takhzyro are long-term HAE prophylactic drugs that require PA.

ForwardHealth does not cover treatment with more than one long-term HAE prophylactic drug at atime.

PA requests for long-term HAE prophylactic drugs must be completed, signed, and dated by the prescriber. PA requests for
long-term HAE prophylactic drugs must be submitted using Section VI (Clinica Information for Drugs With Specific Criteria
Addressed in the ForwardHealth Online Handbook) of the PA/DGA (Prior Authorization/Drug Attachment, F-11049 (01/2024))
form.

The prescriber is required to send the completed PA/DGA form to the pharmacy where the prescription will befilled. The
pharmacy provider is required to complete a PA/RF (Prior Authorization Request Form, F-11018 (05/2013)) and submit it along
with the PA/DGA form received from the prescriber. Prescribers should not submit the PA forms to ForwardHealth.

PA requests for long-term HAE prophylactic drugs may be submitted on the Portal, by fax, or by mail (but not using the STAT-
PA (Specialized Transmission Approva Technology-Prior Authorization) system).

Clinical Criteriafor Long-Term Hereditary Angioedema Prophylactic
Drugs

The following clinical criteria must be met and documented for approval of a PA request for long-term HAE prophylactic drugs.

1 The member hastype or type |l HAE.
1 HAE is documented based on evidence of alow C4 level, plus one of the following:
i A low C1-INH (C1 esterase inhibitor) antigenic level (C1-INH antigenic level below the lower limit of normal as
defined by the laboratory performing the test)
i A normal C1-INH antigenic level and alow C1-INH functiona level (C1-INH functional level below the lower limit
of norma as defined by the laboratory performing the test)
1 The member is 12 years of age or older.
1 The prescription is written by or in consultation with an allergist, immunologist, hematologist, or a physician who specializes
in HAE or related disorders.
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1 Medications known to cause angioedema (for example, angiotensin-converting enzyme inhibitors, estrogens, angiotensin 11
receptor blockers) have been evaluated and discontinued when appropriate.
1 The member has no signs of current acute angioedema but has a history of clinical symptoms and signs consistent with
HAE.
1 The member requires HAE prophylaxis as evidenced due to one or more of the following:
i A history of at least one severe HAE attack per month (defined as an attack that significantly interrupts daily
activities despite short-term treatment)
i Disabling symptoms for at |east five days per month
i A history of laryngeal angioedema
1 Oneof the following istrue:
i The member has experienced an unsatisfactory therapeutic response or aclinically significant adverse drug reaction
that prevents the use of Haegarda.
i The member has a clinically significant drug interaction with Haegarda and another medication the member is taking,
or the member has amedical condition(s) that prevents the use of Haegarda.

Supporting clinical information and a copy of the member's current medical records must be included in al PA requests. The
supporting clinical information and the medical records must document the following:

1 The frequency, severity, and duration of the HAE attacks
1 The member's medical condition being treated

1 Details regarding previous medication use

1 The member's current treatment plan

If the clinical criteriafor long-term HAE prophylactic drugs are met, initial PA requests may be approved for up to 183 days.
Renewal PA requests for long-term HAE prophylactic drugs may be approved for up to 365 days.

Renewal PA Requestsfor Long-Term Hereditary Prophylactic Drugs

Renewal PA requests must meet the clinical criteriafor initial PA requests for long-term HAE prophylactic drugs and have
documentation to support that the member has experienced a reduction in the frequency, severity, or duration of HAE attacks
versus the member's baseline since starting treatment. A copy of the member's current medical records must be included with the
PA request for along-term HAE prophylactic drug.

Topic #21199

L uxturna

Luxturna requires clinical PA (prior authorization).

Note: The Select High Cost, Orphan, and Accelerated Approval Drugs data table identifies select high cost, orphan, and
accelerated approval drugs and interim billing and coverage information for these drugs. The table aso identifies which drugs have
specific PA or policy requirements. For specific questions about the hilling or coverage of high cost, orphan, and accelerated
approva drugs listed in the Select High Cost, Orphan, and Accelerated Approval Drugs data table, providers may contact
Provider Services or email DHSOrphanDrugs@dhs.wisconsin.gov.

Clinical Criteriafor Luxturna

Clinical criteriathat must be documented for approval of a PA request for Luxturna are all of the following:

1 The member has a confirmed diagnosis of an inherited retinal dystrophy due to biallelic RPE6G5 mutations.
1 The member has sufficient viable retinal cells (defined as an area of retinal thickness greater than 100 microns within the
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posterior pole) as measured by OCT (optical coherence tomaography).

1 The member has remaining light perception in the eye(s) that will receive treatment.

1 Luxturnais prescribed and administered by an ophthalmologist or retina surgeon with experience providing subretinal
injections.

If clinical criteriafor Luxturna are met, PA requests may be approved on a unilateral basis for up to four weeks (one lifetime dose
per eye). For consideration of continued therapy on the second eye, all of the following must apply:

1 All clinical criteriafor initial PA request approval must be met.
1 Administration is planned within a close interval to the treatment of the first eye, but at least six days apart.
1 The PA request is not for arepeat treatment of a previously treated eye.

Submitting PA Requestsfor Luxturna

For PA reguests for Luxturna, the prescriber is required to complete, sign, and date the PA/DGA (Prior Authorization/Drug
Attachment, F-11049 (01/2024)) form, using Section V1 (Clinical Information for Drugs With Specific Criteria Addressed in the
ForwardHealth Online Handbook) of the form. The prescriber is required to send the completed PA/DGA form to the pharmacy
where the prescription will be filled. The pharmacy provider is required to complete a PA/RF (Prior Authorization Reguest Form,
F-11018 (05/2013)) and submit it, along with the PA/DGA form received from the prescriber, to ForwardHealth using the PA
submission option most appropriate for the drug.

PA requests for Luxturna may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Specialized
Transmission Approva Technology-Prior Authorization) system).

Topic #23657

Lyfgenia
Clinical PA (prior authorization) is required for Lyfgenia

If a PA request for Lyfgeniais approved, Lyfgeniawill be covered under the pharmacy benefit. To bill ForwardHealth for
Lyfgenia, pharmacy providers should submit a pharmacy noncompound drug claim.

For specific questions about the billing or coverage of high cost, orphan, and accelerated approval drugs, providers may contact
Provider Services or email DHSOrphanDrugs@dhs.wisconsin.gov.

Additional Requirementsfor Lyfgenia

Lyfgeniawill be reimbursed separately from physician and clinical services associated with the administration of Lyfgenia. The
pharmacy provider is required to establish a delivery process with the prescriber to ensure that the physician-administered
Lyfgeniais delivered directly to the prescriber or an agent of the prescriber.

Pharmacy providers may only submit a claim to ForwardHealth for Lyfgenia that has been administered to a member. If Lyfgenia
has been dispensed for a member but the dose is not administered to the member, the prescriber is responsible for notifying the
dispensing pharmacy. If ForwardHealth has paid the dispensing pharmacy for any portion of the dispensing of Lyfgeniathat is not
administered to the member, the dispensing pharmacy is responsible for reversing any claims submitted to ForwardHealth.

Clinical Criteriafor Lyfgenia

Clinical criteriathat must be documented for approval of a PA request for Lyfgeniaare all of the following:
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Lyfgenia must be prescribed at a minimum recommended dose of 3 x 106 cD34+ cellsg’kg of body weight.
At least one of the following is true:
i The member has experienced an unsatisfactory therapeutic response with hydroxyurea.
i The member has experienced a clinicaly significant adverse drug reaction with hydroxyurea.
i Thereisaclinicaly significant drug interaction between another drug(s) the member is taking and hydroxyurea.
i The member has amedical condition(s) that prevents the use of hydroxyurea.

The member has SCD (sickle cell disease) with a history of severe VOES (vaso-occlusive events). The member must have
had at least four severe VOEs within the previous two years. The severe VOES must include one or more of the following:
i The member has experienced an acute pain event requiring a visit to a medical facility and administration of pain

medications (opioids or IV NSAIDs (non-steroidal anti-inflammatory drugs)) or RBC (red blood cell) transfusions.

i The member has experienced an acute chest syndrome.

i The member has experienced a priapism lasting more than two hours and requiring a visit to a medical facility.

i The member has experienced a splenic sequestration.
The member's age must be consistent with the FDA (Food and Drug Administration)-approved product labeling for
Lyfgenia
The member will undergo HSC (hematopoietic stem cell) mobilization, apheresis, and myeloablative conditioning. The
prescriber must confirm the member has been evaluated for renal and hepatic impairment and that HSC transplantation is
appropriate for the member.
The member must have full myeloablative conditioning administered before infusion of Lyfgenia. Full myeloablative
conditioning must be administered a minimum of 48 hours before infusion of Lyfgenia.
The prescriber will provide documentation of completed negative screening for infectious diseases including HBV (hepatitis
B virus), HCV (hepatitis C virus), HIV 1 and 2 (HIV-1/HIV-2) and HTLV (Human T-lymphotropic virus) 1 and 2
(HTLV-UHTLV-2), in accordance with clinica guidelines before collection of cells for manufacturing.
Standard procedures for patient management after HSC transplantation should be followed after Casgevy infusion, in
accordance with clinical guidelines before collection of cells for manufacturing.
Standard procedures for patient management after HSC transplantation should be followed after Lyfgeniainfusion.
The prescriber must manage other concomitant medications (as applicable) consistent with FDA product labeling.
G-CSF (Granulocyte-Colony Stimulating Factor) must not be used prior to or with mobilization and conditioning. G-CSF
is not recommended for at least 21 days after Lyfgeniainfusion.
The member must not take prophylactic HIV anti-retroviral medications for at least one month prior to mobilization and
until al cycles of apheresis are completed. Adjust time appropriately for long-acting anti-retroviral medications.
The member must not take hydroxyurea at least two months prior to mobilization and two days prior to conditioning and
will not resume until al cycles of apheresis are completed.
The member must not take disease-modifying therapies for SCD (for example, crizanlizumab, L-glutamine, voxelotor) for at
least two months prior to mobilization.
The member must not take erythropoietin for at least two months prior to mobilization.
The member must not take iron chelation therapy at least seven days prior to mobilization and conditioning. If the member
takesiron chelation after apheresis, the member must discontinue iron chelation at |east seven days prior to myeloablative
conditioning. Myelosuppressive iron chelators are not recommended for six months after Lyfgeniainfusion.

PA requests for Lyfgeniawill not be approved if the member has any of the following conditions:

Advanced liver disease (for example, alanine transaminases greater than three times the upper limit of normal, direct
bilirubin value greater than 2.5 times the upper limit of normal, baseline prothrombin time [INR (international normalized
ratios)] greater than 1.5 times the upper limit of normal, cirrhosis, bridging fibrosis, or active hepatitis)

A history of untreated Moyamoya disease or the presence of Moyamoya disease that, in the opinion of the prescriber, puts
the member at risk of bleeding

Prior or current malignancy, myeloproliferative disorder, or significant immunodeficiency disorder

Prior alogenic or autologous HSC transplant

More than two al pha-globin gene deletions

Submitting PA Requestsfor Lyfgenia

Pharmacy
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PA requests for Lyfgenia must be completed, signed, and dated by the prescriber. PA requests for Lyfgenia must be submitted
using Section VI (Clinica Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the
PA/DGA (Prior Authorization/Drug Attachment, F-11049 (01/2024)) form. Clinical documentation supporting the use of
Lyfgenia must be submitted with the PA request.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA request to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

Pharmacy providers are required to submit the completed PA/DGA form and a completed and a completed PA/RF (Prior
Authorization Request Form, F-11018 (05/13)) to ForwardHealth.

PA requests for Lyfgenia may be submitted Portal, by fax, or by mail (but not using the STAT-PA (Specialized Transmission
Approval Technology-Prior Authorization) system).

Information is available about general ForwardHealth policy for drugs that require PA approval. Thisincludes what may not be
considered criteria to support the need for a drug.

Topic #17877

M isoprostol

PA (prior authorization) requests for misoprostol must be submitted using Section VI (Clinical Information for Drugs with Specific
Criteria Addressed in the ForwardHealth Online Handbook) of the PA/DGA (Prior Authorization/Drug Attachment, F-11049
(07/2016)) and the PA/RF (Prior Authorization Request Form, F-11018 (05/2013)).

PA requests for misoprostol may be submitted on the Portal, by fax, or by mail. PA requests for misoprostol may not be
submitted using the STAT-PA (Specialized Transmission Approval Technology-Prior Authorization) system.

Clinical Criteriafor Misoprostol
Clinical criteria that must be documented for approval of a PA request for misoprostol are al of the following:
1 The member is currently taking at least one NSAID (Nonsteroidal Anti-inflammatory Drug).
1 The member is not pregnant.
1 Misoprostol is being prescribed to reduce the risk of an NSAID-induced gastrointestinal ulcer.
Misoprostol may be approved for up to a maximum of 365 days.

Note: Coverage of misoprostol may be covered in gynecological procedures. However, coverage of misoprostol in conjunction
with gynecological conditionsis only alowed through the medical benefit.

Topic #23617

Omvoh |V for Crohn's Disease and Ulcerative Colitis

Omvoh 1V is a physician-administered drug that requires clinical PA (prior authorization).

All PA requests for Omvoh IV must be submitted with HCPCS (Healthcare Common Procedure Coding System) code J2267
(Injection, mirikizumab-mrkz, 1 mg).
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Note: Modifier JA (Administered intravenously) may be needed for billing.

PA requests for Omvoh IV must be completed, signed, and dated by the prescriber. PA requests for Omvoh IV must be
submitted using Section V (Clinical Information for Physician-Administered Drugs With Specific Criteria Addressed in the
ForwardHealth Online Handbook) on the PA/PAD (Prior Authorization/Physician-Administered Drug Attachment, F-11034
(07/2022)) form. Clinical documentation supporting the use of Omvoh IV must be submitted with the PA request.

Prescribers are required to submit the complete PA/PAD form and a completed PA/RF (Prior Authorization Regquest Form, F-
11018 (05/2013)) to ForwardHealth. PA requests for Omvoh |V may be submitted on the Portal, by fax, or by mail (but not
using the STAT-PA (Specialized Transmission Approva Technology-Prior Authorization) system).

Information is available about general ForwardHealth policy for drugs that require PA approval. Thisincludes what may not be
considered criteria to support the need for a drug.

Conditionsfor Which PA Requestsfor Use of Omvoh |V Will Be Consider ed
for Review

ForwardHealth will only consider PA requests for Omvoh IV to treat the following conditions:

1 Crohn's disease
1 Ulcerative colitis

Clinical Criteriafor Omvoh |V for Crohn's Disease

Clinical criteriathat must be documented for approval of a PA request for Omvoh IV for members with Crohn's disease are all of
the following:

1 The member has Crohn's disease.

1 The member has been diagnosed by a gastroenterologist.

1 The member has taken Cimzia for at least thr ee consecutive months and experienced an unsatisfactory therapeutic
response or experienced a clinically significant adverse drug reaction.

1 The member has taken Cyltezo or Humira for at least three consecutive months and experienced an unsatisfactory
therapeutic response or experienced a clinically significant adverse drug reaction.

1 The prescriber has indicated the clinical reason(s) why Omvoh 1V is being requested.

Supporting clinical information and a copy of the member's current medica records must be submitted with all PA requests for
Omvoh 1V for members with Crohn's disease. The supporting clinical information and medical records must document the
following:

1 The member's medical condition being treated
1 Details regarding previous medication use

1 The member's current treatment plan
1 The member's current weight

If the clinical criteriafor Omvoh IV for members with Crohn's disease are met, PA requests will only be approved for the three
intravenous induction doses.

Note: A separate PA request must be obtained for maintenance treatment with Omvoh subQ. PA for Omvoh subQ must be
obtained through the pharmacy PA process.

Clinical Criteriafor Omvoh |V for Ulcerative Calitis
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Clinical criteria that must be documented for approval of a PA request for Omvoh IV for members with ulcerative colitis are all of
the following:

1 The member has ulcerative calitis.
1 The member has been diagnosed by a gastroenterol ogist.
1 Two of the following are true:
i The member has taken Cyltezo or Humirafor at least thr ee consecutive months and experienced an unsatisfactory
therapeutic response or experienced a clinically significant adverse drug reaction.
i The member has taken Simponi subQ for at least thr ee consecutive months and experienced an unsatisfactory
therapeutic response or experienced a clinically significant adverse drug reaction.
i The member has taken Xeljanz for at least three consecutive months and experienced an unsatisfactory therapeutic
response or experienced a clinically significant adverse drug reaction.
1 The prescriber has indicated the clinical reason(s) why Omvoh 1V is being requested.

Supporting clinical information and a copy of the member's current medical records must be submitted with all PA requests for
Omvoh V. The supporting clinical information and medical records must document the following:

1 The member's medical condition being treated
1 Details regarding previous medication use
1 The member's current treatment plan

If the clinical criteriafor Omvoh IV are met, PA requests will only be approved for the three IV induction doses.

Note: A separate PA request must be obtained for maintenance treatment with Omvoh subQ. PA for Omvoh subQ must be
obtained through the pharmacy PA process.

Topic #21200

Palynziq
Palynziq requires clinical PA (prior authorization).

Clinical Criteriafor Palynziq

Clinical criteria that must be documented for approval of a PA request for Palynziq for the treatment of adult members 18 years of
age or older with a documented diagnosis of PKU (phenylketonuria) are all of the following:

1 The member has blood Phe (phenylalanine) levels greater than 600 micromole/L on existing management (for example,
restriction of dietary Phe and protein intake).
1 At least one of the following is true:
i The member has experienced an unsatisfactory therapeutic response or a clinically significant adverse drug reaction
with sapropterin (Kuvan).
i Thereisaclinicaly significant drug interaction between another drug(s) the member is taking and sapropterin
(Kuvan).
i The member has amedical condition(s) that prevents the use of sapropterin (Kuvan).
1 Blood Phe levels will be obtained every four weeks until a maintenance dose is established. The drug dose should be
titrated to the lowest effective dose. Once a maintenance dose is established, Phe levels will be monitored every six months.
1 A copy of the member's medical records must be submitted and should document the following:
i Themedical record contains sufficient documentation to satisfy the clinical coverage criteria above.
i Themedical record contains details regarding previous medication use.
i The medical record describes the member's current treatment plan.
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If clinical criteriafor Palynziq are met, initial PA requests may be approved for up to 183 days. Renewal PA requests for Palynziq
may be approved for up to 365 days.

In addition to meeting the clinical criteriafor initial PA request approval, renewa PA requests for Palynziq require the submission
of medical records (for example, chart notes, laboratory values) with the most recent results to demonstrate at Ieast one of the
following:

1 The member has achieved at least a 20% reduction in blood Phe level from pretreatment baseline.
1 The member has achieved a blood Phe level less than or equal to 600 micromole/L.

Submitting PA Requestsfor Palynziq

For PA requests for Palynziq, the prescriber is required to complete, sign, and date the PA/DGA (Prior Authorization/Drug
Attachment, F-11049 (01/2024)) form, using Section V1 (Clinical Information for Drugs With Specific Criteria Addressed in the
ForwardHealth Online Handbook) of the form. The prescriber is required to send the completed PA/DGA form to the pharmacy
where the prescription will be filled. The pharmacy provider is required to complete a PA/RF (Prior Authorization Reguest Form,
F-11018 (05/2013)) and submit it, along with the PA/DGA form received from the prescriber, to ForwardHealth using the PA
submission option most appropriate for the drug.

PA requests for Palynziq may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Specialized
Transmission Approva Technology-Prior Authorization) system).

Topic #19817

Personal Continuous Glucose Monitoring Devices and
Supplies

ForwardHealth covers personal continuous glucose monitors and supplies in accordance with guidance from the American
Diabetes Association and American Association of Clinical Endocrinology for diabetic members who are on insulin, need to check
their blood sugar frequently, or are at risk for hypoglycemia. Adults and children, including infants and toddlers, may use a
personal continuous glucose monitoring device and supplies to estimate blood glucose levels automatically, which will alow levels
to be reviewed and tracked closely.

Coverage Criteria
Personal continuous glucose monitors and supplies are covered for members who meet all of these criteria:

1 The member has a diagnosis of any type of diabetes, excluding pre-diabetes.

1 The member or the member's caregiver has the cognitive ahility to be educated about the device, the willingness to use the
device, and the physical capability to use the device.

1 The member has awritten prescription dated within the last 12 months from a qualified health care professional on the
member's medica team, including the name of the continuous glucose monitor prescribed.

1 The prescribed continuous glucose monitor is appropriate for the member's age.

Continuous glucose monitors and supplies are covered under ForwardHealth's DME (durable medical equipment) benefit.

Required Documentation

This documentation for fee-for-service claims must be kept in the member's medical record, dated within the last 12 months and
must be produced upon the request of Wisconsin DHS (Department of Health Services):

Published Policy Through June 30, 2025

Pharmacy Page 148 of 561



Wisconsin Medicaid

1 Documentation of the member's diabetes diagnosis

1 A written prescription from alicensed, qualified health care professiona on the member's medical team

1 A gqualified health care professional-ordered diabetic treatment plan

1 The name of the prescribed glucose monitoring device

1 Documentation that the member or the member's caregiver has the cognitive ability to be educated about the device, the
willingness to use the device, and the physical capability to use the device

Prior Authorization
PA (Prior authorization) is required:
1 For out-of-state, non-border-status providers.
1 For prescription of a backup device.
1 If anew deviceis required within three years of having had one dispensed. (Note: Continuous glucose monitors have an
expected life of three years, and members can receive one every three years without PA.)

When a PA is needed, this information must be submitted:

1 A completed PA/RF (Prior Authorization Request Form, F-11018 (05/2013))

1 A completed PA/DMEA (Prior Authorization/Durable Medical Equipment Attachment, F-11030 (02/2024))
1

1

Documentation of the member's diabetes diagnosis
A written prescription dated within the last 12 months, including the name of the continuous glucose monitor prescribed,
from alicensed qualified health care professional on the member's medical team

1 A qualified health care professional-ordered diabetic treatment plan

1 The name of the prescribed glucose monitoring device

1 Documentation that the member or the member's caregiver has the cognitive ability to be educated about the device, the
willingness to use the device, and the physical capability to use the device

HMOs have the option to require PA for these devices.

Topic #12997

Prior Authorization for Drugs Outside ForwardHealth-
Allowed Diagnoses

PA (prior authorization) requests for drugs outside the ForwardHeal th-allowed diagnoses must be submitted on paper using a
PA/RF (Prior Authorization Request Form, F-11018 (05/2013)) and a PA/DGA (Prior Authorization/Drug Attachment, F-
11049 (01/2024)). The prescriber is required to complete the appropriate section(s) of the PA/DGA asiit pertains to the drug
being requested and submit peer-reviewed medical literature to support the proven efficacy of the requested use of the drug to the
pharmacy where the prescription will be filled.

Topic #23342

Rezdiffra

Rezdiffrarequires clinical PA (prior authorization).

For PA requests for Rezdiffra, the prescriber is required to complete, sign, and date the PA/DGA (Prior Authorization/Drug
Attachment, F-11049 (01/2024)) form. PA requests for Rezdiffra must be submitted using Section VI (Clinical Information for
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Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the PA/DGA (Prior Authorization/Drug
Attachment, F-11049 (01/2024)) form.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA request to ForwardHealth. The prescriber should not submit the PA form to ForwardHealth.

Pharmacy providers are required to submit the completed PA/DGA form and a completed PA/RF (Prior Authorization Request
Form, F-11018 (05/13)) to ForwardHealth.

PA requests for Rezdifframay be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Specidized
Transmission Approva Technology-Prior Authorization) system).

Information is available about general ForwardHealth policy for drugs that require PA approval. Thisincludes what may not be
considered criteria to support the need for a drug.

Clinical Criteriafor Rezdiffra
Clinical criteria that must be documented for approval of a PA request for Rezdiffraare all of the following:

1 Rezdifframust be prescribed in a dose and manner consistent with FDA (Food and Drug Administration)-approved
product labeling.

1 The member has been diagnosed with noncirrhotic NASH (nonal cohalic steatohepatitis) with moderate to advanced liver
fibrosis (consistent with stages F2 to F3 fibrosis) by a biopsy or noninvasive tests (such as FibroScan or MRE (magnetic
resonance enterography) + MRI-PDFF (proton density fat fraction)).

1 The member will use the medication in conjunction with diet and exercise.

1 The prescriber has documented that the member has not had significant alcohol consumption within the past year.

1 The prescription is written by aliver specialist physician such as a gastroenterologist or hepatologist.

1 The member does not have decompensated cirrhosis.

1 The prescriber will monitor for elevationsin liver tests and development of liver-related adverse reactions.

Supporting clinical information and a copy of the member's current medica records must be submitted with all PA requests for
Rezdiffra. The supporting clinical information and medical records must document the following:

1 The member's medical condition being treated
1 Details regarding previous medication use
1 The member's current treatment plan

If the clinical criteriafor Rezdiffraare met, initial PA requests may be approved for up to 183 days.

Initial Renewal PA Request

Initial renewal PA requests require documentation to support that the member is responding adequately to treatment (as
documented in [aboratory tests). A copy of the member's current medical records must be included with the PA request. Initial
renewal PA requests for Rezdifframay be approved for up to 183 days.

Subsequent Renewal PA Requests

Subsequent renewal PA reguests reguire documentation to support that the member is responding adequately to treatment (as
documented in laboratory tests and a biopsy or noninvasive tests [such as FibroScan or MRE + MRI-PDFF]) and has resolution
of steatohepatitis without worsening of fibrosis or at least one stage improvement in fibrosis without worsening of steatohepatitis.
A copy of the member's current medical records must be included with the PA request. Subsequent renewal PA reguests for
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Rezdiffra may be approved for up to 365 days.

Topic #23117

Roctavian

Roctavian requires clinical PA (prior authorization) and is covered under the pharmacy benefit. Pharmacy providers should submit
a pharmacy noncompound drug claim for Roctavian.

For questions about the billing or coverage of high cost, orphan, and accelerated approval drugs, providers may contact Provider
Services or email DHSOrphanDrugs@dhs.wisconsin.gov.

Claim Requirementsfor Roctavian

Physician-administered Roctavian will be reimbursed separately from physician and clinical services associated with the
administration of Roctavian.

The pharmacy provider is required to establish a delivery process with the prescriber to ensure that physician-administered
Roctavian is delivered directly to the prescriber or an agent of the prescriber. Pharmacy providers may only submit aclaim to
ForwardHealth for Roctavian that has been administered to a member. If Roctavian has been dispensed for a member but the
dose is not administered to the member, the prescriber is responsible for notifying the dispensing pharmacy. If ForwardHealth has
paid the dispensing pharmacy for any portion of the dispensing of Roctavian that is not administered to the member, the dispensing
pharmacy is responsible for reversing any claims submitted to ForwardHealth.

Clinical Criteriafor Roctavian
The following clinical criteriathat must be documented for approval of a PA request for Roctavian are all of the following:

1 Roctavian must be prescribed by a hematologist at a dose of 6 x 1013 vector genomes per kilogram of body weight.

1 The member is 18 years of age or older.

1 The member has been diagnosed with severe hemophilia A (congenital factor VIII deficiency with factor VIII activity less
than 1 1U/dL) without pre-existing antibodies to AAV 5 (adeno-associated virus serotype 5).

1 The prescriber must include documentation of testing for pre-existing antibodiesto AAV5 using the FDA (Food and Drug
Administration)-approved companion diagnostic. If the companion diagnostic test is positive for antibodies to AAV5, PA
for Roctavian will not be approved.

1 The prescriber must include documentation of liver health assessments including ALT (alanine aminotransferase), AST
(aspartate aminotransferase), GGT (gamma-glutamyl transferase), ALP (alkaline phosphatase), total bilirubin, INR
(international normalized ratio), hepatic ultrasound and elastography, or laboratory assessments for liver fibrosis. If the
member has radiological liver abnormalities and/or sustained liver enzyme elevations, documentation of a consultation with a
hepatologist to assess eligibility for Roctavian will be required.

Supporting clinical information and a copy of the member's current medical records must be included in all PA requests for
Roctavian. The supporting clinical information and the medical records must document the following:

1 The member's medical condition being treated
1 Details regarding previous medication use
1 The member's current treatment plan

PA requests for Roctavian will not be approved if the member has any of the following conditions:

1 Prior or current malignancy or myeloproliferative disorder or significant immunodeficiency disorder
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1 Prior alogenic or autologous HSC (hematopoietic stem cell) transplant
Submitting PA Requests for Roctavian

PA requests for Roctavian must be completed, signed, and dated by the prescriber. PA requests for Roctavian must be submitted
using Section VI (Clinica Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the
PA/DGA (Prior Authorization/Drug Attachment, F-11049 (01/2024)) form. Clinical documentation supporting the use of
Roctavian must be submitted with the PA request.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA reguest to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

Pharmacy providers are required to submit the completed PA/DGA form and a completed PA/RF (Prior Authorization Request
Form, F-11018 (05/2013)) to ForwardHealth.

PA requests for Roctavian may be submitted Portal, by fax, or by mail (but not using the STAT-PA (Speciaized Transmission
Approval Technology-Prior Authorization) system).

Information is available about general ForwardHealth policy for drugs that require PA approval. Thisincludes what may not be
considered criteria to support the need for a drug.

Topic #21201

Select High Cost, Orphan, or Accelerated Approval
Drugs

Prior Authorization Requirementsfor Select High Cost, Orphan, or
Accelerated Approval Drugs

Select high cost, orphan, or accelerated approva drugs may require PA (prior authorization), but in some cases, ForwardHealth
will not establish drug-specific clinical criteria. For PA requests for select high cost, orphan, or accelerated approval drugs without
drug-specific clinica criteria, the prescriber is required to complete, sign, and date the PA/DGA (Prior Authorization/Drug
Attachment, F-11049 (01/2024)) form, using Section VII (Clinical Information for Other Drug Requests) of the form. The
prescriber is required to send the completed PA/DGA form to the pharmacy where the prescription will be filled. The pharmacy
provider is required to complete a PA/RF (Prior Authorization Request Form, F-11018 (05/2013)) and submit it, along with the
PA/DGA form received from the prescriber, to ForwardHealth using the PA submission option most appropriate for the drug.

If ahigh cost, orphan, or accelerated approval drug requires PA, but drug-specific clinical criteria are not established, PA

requests for these drugs require the submission of medical records (for example, chart notes, laboratory values) to support that the
drug being prescribed is for an FDA (Food and Drug Administration)-approved indication and is medically necessary as defined
by Wis. Admin. Code § DHS 101.03(96m). The drug must be prescribed in a dose and manner consistent with FDA-approved
product labeling. These PA requests will be reviewed on a case-by-case basis for medica necessity.

PA requests for these drugs may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Specialized
Transmission Approval Technology-Prior Authorization) system).

Note: For specific questions about the billing or coverage of high cost, orphan, and accelerated approval drugs listed in the Select
High Cost, Orphan, and Accelerated Approval Drugs data table, providers may contact Provider Services or email
DHSOrphanDrugs@dhs.wisconsin.gov.
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Clinical Criteria for Select High Cost, Orphan, or Accelerated Approval Drugs

The Select High Cost, Orphan, and Accelerated Approval Drugs data table identifies high cost, orphan, and accelerated approval
drugs that require PA to support that use will be for an FDA-approved indication; PA requests for these drugs will be reviewed
on a case-by-case basis for medical necessity.

As new high cost, orphan, and accelerated approval drugs enter the market, ForwardHealth will use the Select High Cost,

Orphan, and Accelerated Approval Drugs data table to identify whether or not these drugs require PA. For drugs that require
PA, the table will indicate whether or not the drugs have drug-specific PA clinica criteria.

Topic #22818

Skyrizi IV for Crohn's Disease and Ulcerative Colitis
Skyrizi 1V is aphysician-administered drug that requires clinical PA (prior authorization).

All PA requests for Skyrizi IV must be submitted with HCPCS (Healthcare Common Procedure Coding System) procedure code
J2327 (Injection, risankizumab-rzaa, intravenous, 1 mg).

PA requests for Skyrizi 1V must be completed, signed, and dated by the prescriber. PA requests for Skyrizi 1V must be submitted
using Section V (Clinical Information for Physician-Administered Drugs With Specific Criteria Addressed in the ForwardHealth
Online Handbook) on the PA/PAD (Prior Authorization/Physician-Administered Drug Attachment, F-11034 (07/2022)) form.
Clinical documentation supporting the use of Skyrizi IV must be submitted with the PA request.

Prescribers are required to submit the completed PA/PAD form and a completed PA/RF (Prior Authorization Request Form, F-
11018 (05/2013)) to ForwardHealth. PA requests for Skyrizi 1V may be submitted on the Portal, by fax, or by mail (but not
using the STAT-PA (Specialized Transmission Approva Technology-Prior Authorization) system).

Conditionsfor Which PA Requestsfor Use of Skyrizi IV Will Be Considered
for Review

ForwardHealth will only consider PA requests for Skyrizi IV to treat the following clinical conditions:

1 Crohn's disease
1 Ulcerative colitis

Clinical Criteriafor Skyrizi IV for Crohn's Disease

Clinical criteriathat must be documented for approva of a PA request for Skyrizi 1V for members with Crohn's disease are all of
the following:

1 The member has Crohn's disease.

1 The member has been diagnosed by a gastroenterologist.

1 The member has taken Cimzia for at least thr ee consecutive months and experienced an unsatisfactory therapeutic
response or experienced a clinically significant adverse drug reaction.

1 The member has taken Cyltezo or Humirafor at least three consecutive months and experienced an unsatisfactory
therapeutic response or experienced a clinically significant adverse drug reaction.

1 The prescriber has indicated the clinical reason(s) why Skyrizi 1V is being requested.

Supporting clinical information and a copy of the member's current medical records must be submitted with all PA requests for
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Skyrizi 1V for members with Crohn's disease. The supporting clinical information and medical records must document the
following:

1 The member's medical condition being treated
1 Details regarding previous medication use

1 The member's current treatment plan
1 The member's current weight

If the clinical criteriafor Skyrizi 1V for members with Crohn's disease are met, PA requests will only be approved for the three
intravenous induction doses.

Note: A separate PA request must be obtained for maintenance treatment with Skyrizi subQ. PA for Skyrizi subQ must be
obtained through the pharmacy PA process.

Clinical Criteriafor Skyrizi IV for Ulcerative Colitis

Clinicd criteria that must be documented for approval of a PA request for Skyrizi 1V for members with ulcerative colitis are all of
the following:

1 The member has ulcerative colitis.
1 The member has been diagnosed by a gastroenterologist.
1 Two of the following are true:
i The member has taken Cyltezo or Humirafor at least thr ee consecutive months and experienced an unsatisfactory
therapeutic response or experienced a clinically significant adverse drug reaction.
i The member has taken Simponi subQ for at least thr ee consecutive months and experienced an unsatisfactory
therapeutic response or experienced a clinically significatnt adverse drug reaction.
i The member has taken Xeljanz for at least three consecutive months and experienced an unsatisfactory therapeutic
response or experienced a clinically significant adverse drug reaction.
1 The prescriber has indicated the clinical reason(s) why Skyrizi IV is being requested.

Supporting clinical information and a copy of the member's current medical records must be submitted with all PA requests for
Skyrizi 1V for members with ulcerative colitis. The supporting clinical information and medica records must document the
following:

The member's medical condition being treated
Details regarding previous medication use

The member's current treatment plan

1
1
1
1 The member's current weight

If the clinical criteriafor Skyrizi IV for members with ulcerative colitis are met, PA requests will only be approved for the IV

induction dose.

Note: A separate PA request must be obtained for maintenance treatment with Skyrizi subQ. PA requests for Skyrizi subQ must
be obtained through the pharmacy PA process.

Topic #23358

Skysona

Skysona requires clinical PA (prior authorization).

If a PA request for Skysonais approved, Skysona will be covered under the pharmacy benefit. Skysonais only indicated for use
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in boys. To hill ForwardHealth for Skysona, pharmacy providers should submit a pharmacy noncompound drug claim.

For questions about the billing or coverage of high cost, orphan, and accelerated approval drugs, providers may contact Provider
Services or emal DHSOrphanDrugs@dhs.wisconsin.gov.

Additional Requirementsfor Skysona

Skysona will be reimbursed separately from physician and clinical services associated with the administration of Skysona. The
pharmacy provider is required to establish a delivery process with the prescriber to ensure that the physician-administered
Skysonais delivered directly to the prescriber or an agent of the prescriber.

Pharmacy providers may only submit a claim to ForwardHealth for the Skysona that has been administered to a member. If
Skysona has been dispensed for a member but the dose is not administered to the member, the prescriber is responsible for
notifying the dispensing pharmacy. If ForwardHealth has paid the dispensing pharmacy for any portion of the dispensing of
Skysonathat is not administered to the member, the dispensing pharmacy is responsible for reversing any claims submitted to
ForwardHealth.

Clinical Criteriafor Skysona
Clinical criteriathat must be documented for approval of a PA request for Skysona are all of the following:

1 Skysona must be prescribed by a physician with expertise in treating early, active CALD (cerebral adrenoleukodystrophy)

at aminimum recommended dose of 5.0 X 10° CD34+ cellgkg.

1 The member has early, active CALD not due to head trauma. Early, active CALD is defined as asymptomatic or mildly
symptomatic (neurologic function score less than or equal to 1) in boys who have gadolinium enhancement on brain MRI
and L oes scores of 0.5-9.

1 The member's age is consistent with the FDA (Food and Drug Administration)-approved product labeling for Skysona.

1 The member will undergo HSC (hematopoietic stem cell) mobilization, apheresis, and myeloablative conditioning. The
prescriber must confirm the member has been evaluated for renal and hepatic impairment and HSC transplantation is
appropriate for the member.

1 The member must have full myeloablative and lymphodepleting conditioning administered before infusion of Skysona. Allow
aminimum of 48 hours of washout before Skysona infusion.

1 The prescriber will complete screening for infectious diseases including HBV (hepatitis B virus), HCV (hepatitis C virus),
HIV 1and 2 (HIV-UHIV-2) and HTLV (Human T-lymphotropic virus) 1 and 2 (HTLV-1/HTLV-2) in accordance with
clinical guidelines before collection of cells for manufacturing.

1 Standard procedures for patient management after HSC transplantation should be followed after Skysona infusion.

1 The prescriber must manage other concomitant medications (as applicable) consistent with FDA product labeling.

1 The member must not take anti-retroviral medications for at least one month prior to stem cell mobilization and for the
expected duration for elimination of the medications and until all cycles of apheresis are complete.

1 If amember requires anti-retroviral medications for HIV prophylaxis, mobilization and apheresis should be delayed until
HIV infection is adequately ruled out.

Submitting PA Requests for Skysona

PA requests for Skysona must be completed, signed, and dated by the prescriber. PA requests for Skysona must be submitted
using Section VI (Clinica Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the
PA/DGA (Prior Authorization/Drug Attachment, F-11049 (01/2024)) form. Clinical documentation supporting the use of
Skysona must be submitted with the PA request.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA reguest to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.
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Pharmacy providers are required to submit the completed PA/DGA form and a completed PA/RF (Prior Authorization Reguest
Form, F-11018 (05/13)) to ForwardHealth.

PA requests for Skysona may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Specialized
Transmission Approva Technology-Prior Authorization) system).

Information is available about general ForwardHealth policy for drugs that require PA approval, including what may not be
considered criteria to support the need for adrug.

Topic #22097

Spinal Muscular Atrophy Drugs

Clinical PA (prior authorization) is required for all SMA (spinal muscular atrophy) drugs.

ForwardHealth does not cover treatment with more than one SMA drug at atime. If a member is transitioning treatment from
Spinrazato Evrysdi, awaiting period of 90 days from the last injection is required before starting Evrysdi. The member's current
approved PA request for Spinraza will be enddated upon approva of Evrysdi. If a member is transitioning treatment from Evrysdi
to Spinraza, the member's current approved PA request for Evrysdi will be enddated upon approval of Spinraza. If a member has
previously received treatment with Zolgensma, a PA request for another SMA drug treatment will be denied.

Claims Submission for Spinal Muscular Atrophy Drugs

SMA drugs, including Evrysdi, will be covered and reimbursed under the pharmacy benefit. Providers should submit claims for
SMA drugs to ForwardHealth using a noncompound drug claim. For specific questions about the billing or coverage of high cost,
orphan, and accelerated approval drugs Sprinraza or Zolgensma, providers may contact Provider Services or email

DH SOrphanDrugs@dhs.wisconsin.gov.

Additional Requirements for Physician-Administered Spinal Muscular Atrophy Drugs

Physician-administered SMA drugs (for example, Spinraza and Zolgensma) are reimbursed separately from physician and clinical
services associated with the administration of the SMA drugs. The pharmacy provider is required to establish a delivery process
with the prescriber to ensure that the physician-administered SMA drugs are delivered directly to the prescriber or an agent of the
prescriber. Pharmacy providers may only submit a claim to ForwardHealth for the SMA drugs that have been administered to a
member. If an SMA drug has been dispensed for a member but the dose is not administered to the member, the prescriber is
responsible for notifying the dispensing pharmacy. If ForwardHealth has paid the dispensing pharmacy for any portion of the
dispensing of an SMA drug that is not administered to the member, the dispensing pharmacy is responsible for reversing any
claims submitted to ForwardHealth.

Evrysdi
Clinical Criteriafor Evrysdi
Thefollowing clinical criteria must be met and documented for approval of a PA request for Evrysdi:

1 Evrysdi is prescribed by a neurologist, pulmonologist, or other physician with expertise in treating SMA and in a manner
consistent with the FDA (Food and Drug Administration)-approved product Iabeling.

1 The member receives medication counseling prior to initiating Evrysdi treatment, and the provider must comply with
administration requirements per FDA labeling. (Medication must be dosed after a meal, patients are instructed to drink
water after the dose is administered, and medication must be given within five minutes after it has been drawn up into the
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oral syringe.)
1 The member has SMA type 1, 2, or 3, which has been confirmed by genetic testing (59 SMN1 (survival motor neuron 1):
homozygous mutation, homozygous gene deletion, or compound heterozygote).
1 The member has at least two copies of the SMN2 (survival motor neuron 2) gene.
1 The prescriber submits exam vaues from at least one of the following exams (based on member age and motor ability) to
establish a baseline motor ability:
i HINE (Hammersmith Infant Neurological Examination) (infant to early childhood)
i HFMSE (Hammersmith Functiona Motor Scale Expanded)
i RULM (Revised Upper Limb Module) test (non-ambulatory members)
i CHOPINTEND (Children's Hospital of Philadelphia Infant Test of Neuromuscular Disorders)
i BMWT (six-minute walk test) (ambulatory members)
i MFM32 (Motor Function Measure 32)
1 The prescriber indicates the member's pulmonary status, including any requirement for ventilator support.

ForwardHealth will consider coverage for Evrysdi on a case-by-case basisif any of the following circumstances are present for
the member:

1 Complete paralysis of the limbs
1 Ventilator dependent for 16 or more hours per day (including non-invasive respiratory support)

A copy of the member's medical records must be submitted and should sufficiently document:

1 Theinformation listed in the clinical criteriafor PA approval.
1 Details regarding previous medication use.
1 The member's current treatment plan.

ForwardHealth will deny PA requestsfor Evrysdi if any of the following circumstances are present:

The member is currently involved in aclinical tria for an SMA drug.
The member has received treatment with Zolgensma.

The member is currently receiving treatment with Spinraza.

The member is diagnosed with a non-SMN1 variant of SMA.

Initial PA requests for Evrysdi to treat SMA may be approved for up to 183 days.
Renewal PA Requests

In addition to meeting the clinical criteriafor initial PA request approval, renewal PA requests for Evrysdi require the submission
of medical records (for example, chart notes, assessment of neurological and motor function) with the most recent results (less
than two months prior to the submission of the renewal PA reguest) documenting a positive clinical response to Evrysdi therapy
from pretreatment baseline status as demonstrated by one or more of the following exams:

1 HINE that demonstrates the following:
i Improvement or maintenance of previous improvement of at least atwo-point (or maximal score) increasein the
ability to kick or improvement or maintenance of previous improvement of at least a one-point increase in any other
HINE milestone (for example, head control, rolling, sitting, crawling), excluding voluntary grasp
i Net positive improvement in condition, defined as building on previous improvement from the pretreatment baseline
in amajority of the HINE motor milestones or achievement or maintenance of any new motor milestone(s) from the
pretreatment baseline when the member would otherwise be unexpected to do so (for example, sit unassisted, stand,
walk)
1 HFMSE that demonstrates one of the following:
i Improvement or maintenance of previous improvement of at least a three-point increase in score from pretreatment
baseline
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i Achievement and maintenance of any new motor milestone(s) from pretreatment baseline when the member would
otherwise be unexpected to do so
1 RULM test that demonstrates one of the following:
i Improvement or maintenance of previous improvement of at least a two-point increase in score from pretreatment
baseline
i Achievement and maintenance of any new motor milestone(s) from pretreatment baseline when the member would
otherwise be unexpected to do so
1 CHOPINTEND that demonstrates one of the following:
i Improvement or maintenance of previous improvement of at least a four-point increase in score from pretreatment
baseline
i Achievement and maintenance of any new motor milestone(s) from pretreatment baseline when the member would
otherwise be unexpected to do so
1 MFM32:
i Improvement or maintenance of previous improvement of at least atwo-point increase in score from pretreatment
baseline
i Achievement and maintenance of any new motor milestone(s) from pretreatment baseline when the member would
otherwise be unexpected to do so

Renewal PA requests for Evrysdi used to treat SMA may be approved for up to 365 days.
Submitting PA Requests for Evrysdi

PA requests for Evrysdi must be submitted using the PA/DGA (Prior Authorization/Drug Attachment, F-11049 (01/2024)) form.

PA requests for Evrysdi must be completed, signed, and dated by the prescriber. PA requests for Evrysdi should be submitted
using Section VI (Clinical Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the
PA/DGA form.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA request to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

Pharmacy providers are required to submit the completed PA/DGA form and a completed PA/RF (Prior Authorization Reguest
Form, F-11018 (05/2013)) to ForwardHealth.

PA requests for Evrysdi may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Specidized
Transmission Approva Technology-Prior Authorization) system).

Spinraza
Clinical Criteriafor Spinraza
The following clinical criteria must be met and documented for approval of a PA request for Spinraza:

1 Spinrazais prescribed by a neurologist, pulmonologist, or other physician with expertise in treating SMA and in a manner
consistent with the FDA-approved product labeling.

1 The member has SMA type 1, 2, or 3, which has been confirmed by genetic testing (59 SMN1: homozygous mutation,
homozygous gene deletion, or compound heterozygote).

1 The member has at least two copies of the SMN2 gene.

1 The prescriber submits exam vaues from at least one of the following exams (based on member age and motor ability) to
establish a baseline motor ability:

i HINE (infant to early childhood)
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i HFMSE
i RULM test (hon-ambulatory members)
i CHOPINTEND
i 6BMWT (ambulatory members)
1 The prescriber indicates the member's pulmonary status, including any requirement for ventilator support.

ForwardHealth will consider coverage for Spinraza on a case-by-case basis if any of the following circumstances are present for
the member:

1 Complete paralysis of the limbs

1 Ventilator dependent for 16 or more hours per day (including non-invasive respiratory support)

1 Pre-symptomatic infants who have not yet developed symptoms but have undergone genetic studies indicating a high
likelihood of developing type 1, 2, or 3 SMA disease (that is, less than three copies of the SMN2 gene)

A copy of the member's medical records must be submitted and should sufficiently document:

1 Theinformation listed in the clinical criteriafor PA approval.
1 Details regarding previous medication use.
1 The member's current treatment plan.

ForwardHealth will deny PA requestsfor Spinraza if any of the following circumstances are present:

1 The member is currently involved in aclinical trial for an SMA drug.
1 The member has received treatment with Zolgensma.

1 The member is currently receiving treatment with Evrysdi.

1 The member is diagnosed with a non-SMN1 variant of SMA.

Initial PA reguests for Spinrazato treat SMA may be approved for up to 210 daysto alow for up to five doses of Spinraza.
Renewal PA Requests

In addition to meeting the clinical criteriafor initial PA request approval, renewal PA requests for Spinraza require the submission
of medical records (for example, chart notes, assessment of neurological and motor function) with the most recent results (less
than one month prior to the submission of the renewal PA request) documenting a positive clinical response to Spinraza therapy
from pretreatment baseline status as demonstrated by one or more of the following exams:

1 HINE that demonstrates the following:
i Improvement or maintenance of previous improvement of at least a two-point (or maximal score) increase in the
ability to kick or improvement or maintenance of previous improvement of at least a one-point increase in any other
HINE milestone (for example, head control, rolling, sitting, crawling), excluding voluntary grasp
i Net positive improvement in condition, defined as building on of previous improvement from the pretreatment
baseline in amajority of the HINE motor milestones or achievement or maintenance of any new motor milestone(s)
from the pretreatment baseline when the member would otherwise be unexpected to do so (for example, sit
unassisted, stand, walk)
1 HFMSE that demonstrates one of the following:
i Improvement or maintenance of previous improvement of at least a three-point increase in score from pretreatment
baseline
i Achievement and maintenance of any new motor milestone(s) from pretreatment baseline when the member would
otherwise be unexpected to do so
1 RULM test that demonstrates one of the following:
i Improvement or maintenance of previous improvement of at least atwo-point increase in score from pretrestment
baseline
i Achievement and maintenance of any new motor milestone(s) from pretreatment baseline when the member would
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otherwise be unexpected to do so
1 CHOPINTEND that demonstrates one of the following:
i Improvement or maintenance of previous improvement of at least a four-point increase in score from pretreatment
baseline
i Achievement and maintenance of any new motor milestone(s) from pretreatment baseline when the member would
otherwise be unexpected to do so

Renewal PA requests for Spinraza used to treat SMA may be approved for up to 365 days.
Submitting PA Requests for Spinraza
PA requests for Spinraza must be submitted using the PA/DGA form.

PA requests for Spinraza must be completed, signed, and dated by the prescriber. PA requests for Spinraza should be submitted
using Section VI (Clinical Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the
PA/DGA form.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA reguest to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

Pharmacy providers are required to submit the completed PA/DGA form and a completed PA/RF to ForwardHealth.

PA requests for Spinraza may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA system).

Zolgensma
Clinical Criteria for Zolgensma
The following clinical criteria must be met and documented for approval of a PA request for Zolgensma:

1 Zolgensmavis prescribed by a neurologist, pulmonologist, or other physician with expertise in treating SMA and in a manner
consistent with the FDA-approved product labeling.
1 The member islessthan 2 years old.
1 The member has SMA, type 1, 2, or 3, which has been confirmed, by genetic testing (50 SMN1: homozygous mutation,
homozygous gene deletion, or compound heterozygote).
1 The member has at least two copies of the SMN2 gene.
1 The member does not have advanced SMA including, but not limited to, any of the following:
i Complete paraysis of the limbs
i Ventilator dependent for 16 or more hours per day (including non-invasive respiratory support)
1 The prescriber submits the most recent pre-treatment anti-AAV 9 (adeno-associated virus 9) antibody testing,
demonstrating atiter ratio of lessthan 50 to 1.

A copy of the member's medical records must be submitted and should sufficiently document:
1 Theinformation listed in the clinical criteriafor PA approval.
1 Details regarding previous medication use.
1 The member's current treatment plan.

Note: ForwardHealth covers one treatment per lifetime with Zolgensma for pediatric members less than 2 years of age.

ForwardHealth will deny PA requestsfor Zolgensma if any of the following circumstances ar e present:
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1 The member is currently involved in aclinical trial for an SMA drug.

1 The member has received prior treatment with Zolgensma.

1 The member is currently receiving trestment with Spinraza or Evrysdi.
Note: If a member already has a current approved PA request for Spinraza or Evrysdi, ForwardHealth will enddate the
Spinraza or Evrysdi PA request upon approval of Zolgensma.

1 The member is diagnosed with a non-SMN1 variant of SMA.

1 The member is over 2 years of age.

Submitting PA Requests for Zolgensma

PA requests for Zolgensma must be submitted using the PA/DGA form.

PA requests for Zolgensma must be completed, signed, and dated by the prescriber. PA requests for Zolgensma should be
submitted using Section V1 (Clinical Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online
Handbook) of the PA/DGA form.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA request to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.
Pharmacy providers are required to submit the completed PA/DGA form and a completed PA/RF to ForwardHealth.

PA requests for Zolgensma may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA system).

Topic #22337

Standard Phar macy Policy for Covered and Noncovered
Drugs

PA Policy for Covered Drugs

BadgerCare Plus, Medicaid, and SeniorCare members who were started on a drug outside of ForwardHealth (for example, a
patient assistance program, manufacturer samples, other insurance, or cash) or are currently taking a non-preferred drug will not
be exempt from meeting ForwardHealth PA (prior authorization) criteria for that drug (unless specificaly identified).

Types of Drugs That May Require PA
The following are types of drugs that may require PA:

BBG (brand before generic) and BMN (brand medically necessary) drugs

Diagnosis-restricted drugs that require PA outside ForwardHealth-approved diagnoses

Drugs that follow PDL (Preferred Drug List) PA policy

Drugs with established clinical PA criteria outside the PDL

Requests for drugs by out-of-state pharmacies (for example, not in-state or border-status providers)
Select high cost, orphan, and accelerated approval drugs

Standard Criteria for Drugs That Require PA

ForwardHealth has established the following standard criteria that may apply to adrug that requires PA:
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1 The drug must be prescribed in a dose and manner consistent with FDA (Food and Drug Administration)-approved
product labeling.
1 The following will not be considered as criteria to support the need for adrug requiring PA:
i Nonadherence to previous prescribed drug treatment
i Member or prescriber preference for the use of the drug
i Member or prescriber preference for aless frequent dosing schedule

If applicable, the following will also not be considered as criteria to support the need for a drug requiring PA:

1 Member fear of needles
1 Member or prescriber preference for the use of an oral agent

Supporting clinical information and a copy of the member's current medical records may be required with some PA requests. The
supporting clinical information and medical records must document the following:

1 The member's medical condition being treated
1 Details regarding previous medication use
1 The member's current treatment plan

Note: All renewal PA requests require the member to be adherent with the prescribed treatment regimen.

Regardless whether the provider submits the member's medical records, the applicable PA form must sufficiently document
supporting clinical information that the member meets PA criteria. If the submitted PA form does not clearly identify how the
member meets PA criteria, the PA regquest may be returned or denied by ForwardHealth as incomplete.

Noncovered Drugs
Some drugs are not covered by Wisconsin Medicaid, BadgerCare Plus, or SeniorCare.

Drugs when used for cosmetic use (such as eflornithine [Vaniga], hydroquinone)
Drugs when used for hair growth (such as Olumiant)

L ess-than-effective drugs designated by the FDA

Drugs without a manufacturer's rebate agreement

Drugs when used to treat infertility (such as clomiphene, menotropins)

Drugs when used to treat impotence (such as aprostadil, sildenafil)

Topic #22697

Stelara |V and Ustekinumab-xxxx 1V for Crohn's
Disease and Ulcerative Colitis

Stelara |V and ustekinumab-xxxx 1V are physician-administered drugs that require clinical PA (prior authorization).

All PA requests for Stelara IV and ustekinumal-xxxx 1V must be submitted with the appropriate HCPCS (Healthcare Common
Procedure Coding System) "J' code.

PA requests for StelaralV or ustekinumab-xxxx 1V must be completed, signed, and dated by the prescriber. PA requests for
Stelara |V or ustekinumab-xxxx 1V must be submitted using Section V (Clinical Information for Physician-Administered Drugs
With Specific PA Criteria Addressed in the ForwardHealth Online Handbook) on the PA/PAD (Prior Authorization/Physician-
Administered Drug Attachment, F-11034 (07/2022)) form. Clinical documentation supporting the use of Stelara IV or
ustekinumab-xxxx 1V must be submitted with the PA request.
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Prescribers are required to submit the completed PA/PAD form and a completed PA/RF (Prior Authorization Request Form, F-
11018 (05/2013)) to ForwardHealth. PA requests for Stelara IV and ustekinumab-xxxx |V may be submitted on the Portal, by
fax, or by mall (but not using the STAT-PA (Specialized Transmission Approva Technology-Prior Authorization) system).

Conditionsfor Which PA Requestsfor Use of Stelara I ntravenous and
Ustekinumab-xxxx Intravenous Will Be Considered for Review

ForwardHealth will only consider PA requests for Stelara |V and ustekinumab-xxxx IV to treat the following identified clinical
conditions:

1 Crohn's disease
1 Ulcerative colitis

Clinical Criteriafor Stelara |V and Ustekinumab-xxxx |V for Crohn's Disease

Clinical criteriathat must be documented for approval of a PA request for StelaralV or ustekinumalb-xxxx IV for members with
Crohn's disease are all of the following:

1 The member has Crohn's disease.

1 The member has been diagnosed by a gastroenterologist.

1 The member has taken Cimziafor at least thr ee consecutive months and experienced an unsatisfactory therapeutic
response or experienced a clinically significant adverse drug reaction.

1 The member has taken Cyltezo or Humira for at least three consecutive months and experienced an unsatisfactory
therapeutic response or experienced a clinicaly significant adverse drug reaction.

1 The prescriber has indicated the clinical reason(s) why Stelara |V or ustekinumab-xxxx 1V is being requested.

Supporting clinical information and a copy of the member's current medical records must be submitted with all PA requests for
Stelara |V or ustekinumab-xxxx 1V for members with Crohn's disease. The supporting clinical information and medical records
must document the following:

1 The member's medical condition being treated
1 Details regarding previous medication use

1 The member's current treatment plan

1 The member's current weight

If the clinical criteriafor StelaralV or ustekinumab-xxxx IV are met, PA requests will only be approved for the IV induction dose.

Note: A separate PA request must be obtained for maintenance treatment with Stelara subQ or ustekinumab-xxxx subQ. PA
requests for Stelara subQ or ustekinumab-xxxx subQ must be obtained through the pharmacy PA process.

Clinical Criteriafor Stelara |V or Ustekinumab-xxxx 1V for Ulcerative Colitis

Clinical criteriathat must be documented for approval of a PA request for StelaralV or ustekinumalb-xxxx IV for members with
ulcerative colitis are all of the following:

1 The member has ulcerative calitis.
1 The member has been diagnosed by a gastroenterologist.
1 Two of the following are true:
i The member has taken Cyltezo or Humirafor at least thr ee consecutive months and experienced an unsatisfactory
therapeutic response or experienced a clinically significant adverse drug reaction.
i The member has taken Simponi subQ for at least thr ee consecutive months and experienced an unsatisfactory
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therapeutic response or experienced a clinically significant adverse drug reaction.
i The member has taken Xeljanz for at least three consecutive months and experienced an unsatisfactory therapeutic
response or experienced a clinically significant adverse drug reaction.
1 The prescriber has indicated the clinical reason(s) why Stelara |V or ustekinumab-xxxx |V is being requested.

Supporting clinical information and a copy of the member's current medica records must be submitted with all PA requests for
Stelara IV or ustekinumab-xxxx 1V for members with ulcerative colitis. The supporting clinical information and medical records
must document the following:

1 The member's medical condition being treated
1 Details regarding previous medication use

1 The member's current treatment plan
1 The member's current weight

If the clinical criteriafor StelaralV or ustekinumab-xxxx IV are met, PA requests will only be approved for the IV induction dose.

Note: A separate PA request must be obtained for maintenance treatment with Stelara subQ or ustekinumab-xxxx subQ. PA
requests for Stelara subQ or ustekinumab-xxxx subQ must be obtained through the pharmacy PA process.

Topic #19840

Strensiq

Strensiq requires clinical PA (prior authorization). PA requests for Strensiq must be submitted using Section V1 (Clinical
Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the PA/DGA (Prior
Authorization/Drug Attachment, F-11049 (01/2024)) form and the PA/RF (Prior Authorization Request Form, F-11018

(05/2013)).

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA reguest to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

PA requests for Strensiq may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Specialized
Transmission Approval Technology-Prior Authorization) system).

Clinical Criteriafor Strensiq
PA requests for Strensiq will only be approved for use to treat the following identified clinical conditions:

1 Perinatal/infantile-onset HPP (hypophosphatasia)
1 Juvenile-onset HPP

Clinical criteriathat must be documented for approval of aninitial PA request for Strensiq are all of the following:

1 The member has perinatal/infantile-onset HPP or juvenile-onset HPP.

1 The member was 18 years of age or younger at the onset of signs and/or symptoms of HPP.

1 The member's current weight is provided.

1 The member has clinical manifestations consistent with HPP (for example, skeletal abnormalities, respiratory problems,
hypercalcemia, seizures).

1 Findings on radiographic imaging support the diagnosis of HPP (for example, infantile rickets, alveolar bone loss,
osteoporosis, low bone mineral content for age).

1 The prescription is written by an endocrinologist or a provider who specializesin HPP.
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1 The member has a documented history of HPP-related skeletal abnormalities.
1 The member has a serum akaline phosphatase below the age-adjusted hormal range.
1 The member has a plasma pyridoxal-5'-phosphate level above the upper limit of normal.
1 The member has a documented tissue-nonspecific alkaline phosphatase gene mutation.
Medical records must be provided to demonstrate the member meets the clinical criteria previously listed.
Note: A copy of the gene mutation testing must be included with an initial PA request.
If clinical criteriafor Strensiq are met, initial PA requests may be approved for up to a maximum of 183 days.
Clinical criteriathat must be documented for approval of an initial renewal PA request for Strensiq are all of the following:
1 The member meets the clinical criteriafor aninitial PA request approval for Strensig.
1 The member has responded to treatment with Strensiq as evidenced by improvement in respiratory status, growth, or
radiographic findings compared to their baseline prior to initiation of treatment with Strensiq.
Medical records must be provided to demonstrate that the member meets the clinical criteria previously listed.
Initial renewal PA requests for Strensiq may be approved for up to a maximum of 365 days.
Clinical criteria that must be documented for approva of a subsequent renewal PA request for Strensiq are all of the following:
1 The member meets the clinical criteriafor aninitial PA request approval for Strensig.
1 The member has responded to treatment with Strensiq as evidenced by a sustained improvement in respiratory status,
growth, or radiographic findings compared to their baseline prior to initiation of treatment with Strensiq.
Medical records must be provided to demonstrate that the member meets the clinical criteria previously listed.
Subsequent renewal PA requests for Strensiq may be approved for up to a maximum of 365 days.

Topic #21437

W akix

Wakix requires clinical PA (prior authorization).

PA reguests for Wakix must be completed, signed, and dated by the prescriber. PA reguests for Wakix must be submitted using
the Prior Authorization Drug Attachment for Wakix (F-02573 (10/2024)) form.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA reguest to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

Pharmacy providers are required to submit the completed Prior Authorization Drug Attachment for Wakix form and a completed
PA/RF (Prior Authorization Request Form, F-11018 (05/2013)) to ForwardHealth.

PA requests for Wakix may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Speciaized Transmission
Approval Technology-Prior Authorization) system).

Information is available about general ForwardHealth policy for drugs that require PA approval. Thisincludes what may not be
considered criteria to support the need for a drug.
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Clinical Criteriafor Wakix

PA requests for Wakix will only be approved for use to treat the following symptoms of narcolepsy:

Cataplexy
EDS (excessive daytime slegpiness)

Nar colepsy With Cataplexy

Clinical criteriafor approval of a PA request for Wakix to treat narcolepsy with cataplexy are all of the following:

Pharmacy

The member has narcolepsy with cataplexy.

The member's age must be consistent with FDA (Food and Drug Administration)-approved product labeling for Wakix.
The prescriber has reviewed the member's current medication list to evaluate for potential drug interactions (for example,
CY P2D6 (cytochrome P450 2D6) inhibitors, CY P3A4 (cytochrome P450 3A4) inducers, and drugs that increase the QT
interval).

The member is not currently taking any sedative hypnotics.

For members currently taking CNS (central nervous system) depressants (for example, anxiolytics, barbiturates, or
opioids), the prescriber has evaluated the CNS depressants and determined they are not contributing to the member's
daytime slegpiness.

An overnight PSG (polysomnogram) sleep study and MSLT (Multiple Sleep Latency Test) have been performed for the
member using standard protocols, and the prescribing provider has submitted medical record documentation supporting a
clinical correlation between the test results and a diagnosis of narcolepsy.

The overnight PSG test results and provider interpretation have been submitted with the PA request and include
documentation of the following:

i Total sleep time documented is at least 360 minutes.

i The member experienced minimal sleep interruptions (for example, respiratory events or periodic leg movements).

i Provider interpretation indicates that an adequate night's sleep was achieved.

The MSLT results and provider interpretation have been submitted with the PA request and include documentation of the
following:

i The MSLT was conducted the morning after the overnight PSG.

i Average sleep latency for all napsis eight minutes or less.

i The member achieved at |east two SOREM Ps (sleep-onset rapid eye movement periods). A SOREMP period
within 15 minutes of sleep onset on the preceding nocturna PSG may replace one of the SOREMPs on the MSLT.

At least one of the following is true:

i The member has experienced an unsatisfactory therapeutic response or aclinically significant adverse drug reaction
with a stimulant.

i The member has a medical condition(s) that prevents treatment with a stimulant.

i Thereisaclinicaly significant drug interaction between another medication the member is taking and stimulants.

At least one of the following is true:

i The member has experienced an unsatisfactory therapeutic response that occurred after the medication had been
titrated to a maximum recommended daily dose or experienced a clinicaly significant adverse drug reaction with
armodafinil or modafinil.

i The member has amedical condition(s) that prevents treatment with armodafinil or modafinil.

i Thereisaclinicaly significant drug interaction between another medication the member is taking and armodafinil or
modafinil.

The member has experienced an unsatisfactory therapeutic response or a clinically significant adverse drug reaction to at
least one of the following:

i TCA (tricyclic antidepressant)

i SSRI (selective serotonin reuptake inhibitor)

i SNRI (serotonin-norepinephrine reuptake inhibitor)

Published Policy Through June 30, 2025 Page 166 of 561



Wisconsin Medicaid

Initial PA requests for Wakix may be approved for up to 183 days.

In addition to documenting the previously listed clinical information on the Prior Authorization Drug Attachment for Wakix form,
medical records must be submitted with the PA request to support the member's condition of narcolepsy with cataplexy.

Renewal PA requests may be approved for up to 365 days. Medical records must be submitted demonstrating clinical
improvement, including a decrease in cataplexy or a decrease in the member's EDS. A decrease in a member's EDS must be
supported by an ESS (Epworth Sleepiness Scale) questionnaire, MWT (Maintenance of Wakefulness Test), or MSLT. Medical
records must also reflect patient compliance with medication use.

Nar colepsy Without Cataplexy
Clinical criteriafor approva of a PA request for Wakix to treat narcolepsy without cataplexy are all of the following:

1 The member has narcolepsy without cataplexy.

1 The member's age must be consistent with FDA-approved product labeling for Wakix.

1 The prescriber has reviewed the member's current medication list to evaluate for potential drug interactions (for example,
CYP2D6 inhibitors, CYP3A4 inducers, and drugs that increase the QT interval).

1 The member is not currently taking any sedative hypnotics.

1 For members currently taking CNS depressants (for example, anxiolytics, barbiturates, or opioids), the prescriber has
evaluated the CNS depressants and determined they are not contributing to the member's daytime sleepiness.

1 Anovernight PSG sleep study and MSLT have been performed for the member using standard protocols, and the
prescribing provider has submitted medica record documentation supporting a clinical correlation between the test results
and a diagnosis of narcolepsy.

1 The overnight PSG test results and provider interpretation have been submitted with the PA request and include
documentation of the following:

i Total seep time documented is at least 360 minutes.

i The member experienced minimal sleep interruptions (for example, respiratory events or periodic leg movements).

i Provider interpretation indicates that an adequate night's sleep was achieved.

1 The MSLT results and provider interpretation have been submitted with the PA request and include documentation of the
following:

i The MSLT was conducted the morning after the overnight PSG.

i Average sleep latency for all napsis eight minutes or less.

i The member achieved at least two SOREMPs. A SOREMP period within 15 minutes of sleep onset on the
preceding nocturnal PSG may replace one of the SOREMPs onthe MSLT.

i The member has EDS that interferes with normal activities on a daily basis.

1 An ESS questionnaire, MWT, or MSLT has been performed for the member, confirming that the member has EDS. (Note:
Test results for the ESS questionnaire, the MWT, or MSLT must be submitted with the PA request.)

1 The prescriber ruled out or treated the member for other causes of EDS including:

i Other sleep disorders, including sleep apnea.

i Chronic pain or illness that disrupts normal sleep patterns.

i Mood disorders such as depression.

i Caffeine or nicotine use causing poor quality of nighttime sleep.

1 At least one of the following is true:

i The member has experienced an unsatisfactory therapeutic response or aclinically significant adverse drug reaction
with a stimulant.

i The member has a medical condition(s) that prevents treatment with a stimulant.

i Thereisaclinicdly significant drug interaction between another medication the member is taking and stimulants.

1 At least one of the following is true:

i The member has experienced an unsatisfactory therapeutic response that occurred after the medication had been
titrated to a maximum recommended daily dose or experienced a clinically significant adverse drug reaction with
armodafinil or modafinil.

i The member has amedical condition(s) that prevents treatment with armodafinil or modafinil.
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i Thereisaclinicaly significant drug interaction between another medication the member is taking and armodafinil or
modafinil.
Initial PA requests for Wakix may be approved for up to 183 days.

In addition to documenting the previously listed clinical information on the Prior Authorization Drug Attachment for Wakix form,
medical records must be submitted with the PA request to support the member's condition of narcolepsy without cataplexy.

Renewal PA reguests may be approved for up to 365 days. Medical records must be submitted demonstrating clinical
improvement, including a decrease in the member's EDS. A decrease in amember's EDS must be supported by an ESS
questionnaire, MWT, or MSLT. Medical records must also reflect patient compliance with medication use.

Topic #16437

Xyrem and Xywav

Xyrem and Xywav require clinical PA (prior authorization).

PA requests for Xyrem or Xywav must be completed, signed, and dated by the prescriber. PA requests Xyrem or Xywav must
be submitted using the Prior Authorization Drug Attachment for Xyrem and Xywav (F-01430 (12/2021)) form.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA request to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

Pharmacy providers are required to submit the completed Prior Authorization Drug Attachment for Xyrem and Xywav form and a
completed PA/RF (Prior Authorization Request Form, F-11018 (05/2013)).

PA requests for Xyrem or Xywav may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Speciaized
Transmission Approval Technology-Prior Authorization) system).

Quantity limits apply to Xyrem and Xywav. Members are limited to a maximum nightly dose of 18 mL (9 g) of Xyrem or Xywav,
which is equivalent to 540 mL (270 g) of Xyrem or Xywav per month.

PA requests for Xyrem or Xywav will only be approved for one drug per member. ForwardHealth does not cover treatment
with both Xyrem and Xywav.

Clinical Criteriafor Xyrem and Xywav
PA requests for Xyrem or Xywav will only be approved to treat one of the following:
1 Symptoms of narcolepsy:
;i Cataplexy
i EDS (excessive daytime sleepiness)
1 Idiopathic hypersomnia
Nar colepsy With Cataplexy
Clinical criteriafor approval of a PA request for Xyrem or Xywav to treat narcolepsy with cataplexy are all of the following:

1 The member has narcolepsy with cataplexy.
1 The member is 7 years of age or older.
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The member does not have a succinic semial dehyde dehydrogenase deficiency.

The prescriber has counseled the member on the contraindication between Xyrem or Xywav and alcohol.

The member has agreed to be abstinent from alcohol while being treated with Xyrem or Xywav.

The member does not have a history of substance abuse, addiction, or diversion.

The member is not currently taking any sedative hypnotics.

For members currently taking CNS (central nervous system) depressants (for example, anxiolytics, barbiturates, or

opioids), the prescriber has evaluated the CNS depressants and determined they are not contributing to the member's

daytime sleepiness.

1 Anovernight PSG (polysomnogram) sleep study and MSLT (Multiple Sleep Latency Test) have been performed for the
member using standard protocols, and the prescribing provider has submitted medical record documentation supporting a
clinical correlation between the test results and a diagnosis of narcolepsy with cataplexy.

1 The overnight PSG test results and provider interpretation have been submitted with the PA request and include
documentation of the following:

i Total sleep time documented is at least 360 minutes.

i The member experienced minimal sleep interruptions (for example, respiratory events or periodic leg movements).

i Provider interpretation indicates an adequate night's sleep was achieved.

1 The MSLT results and provider interpretation have been submitted with the PA request and include documentation of the
following:

i The MSLT was conducted the morning after the overnight PSG.

i Average sleep latency for dl napsis eight minutes or less.

i The member achieved at least two SOREMPs (sleep-onset rapid eye movement periods). A SOREMP within 15
minutes of sleep onset on the preceding nocturnal PSG may replace one of the SOREMPs on the MSLT.

1 At least one of the following is true:

i The member has experienced an unsatisfactory therapeutic response or a clinically significant adverse drug reaction
with a stimulant.

i The member has amedical condition(s) that prevents treatment with a stimulant.

i Thereisaclinicaly significant drug interaction(s) with another medication(s) the member is taking and a stimulant.

1 At least one of the following is true;

i The member has experienced an unsatisfactory therapeutic response that occurred after the medication had been
titrated to a maximum recommended daily dose or experienced a clinically significant adverse drug reaction with
armodafinil or modafinil.

i The member has amedical condition(s) that prevents treatment with armodafinil or modafinil.

i Thereisaclinicaly significant drug interaction(s) with another medication(s) the member is taking and armodafinil or
modafinil.

1 The member has experienced an unsatisfactory therapeutic response or a clinically significant adverse drug reaction to at

least one of the following:

i TCA (tricyclic antidepressant)
i SSRI (selective serotonin reuptake inhibitor)
i SNRI (serotonin-norepinephrine reuptake inhibitor)

Note: The prescriber is required to submit detailed clinical justification for prescribing Xywav instead of Xyrem. The clinical
information must document why the member cannot use Xyrem, including why it is medically necessary that the member receive
Xywav instead of Xyrem.

Initial PA requests for Xyrem or Xywav to treat narcolepsy with cataplexy may be approved for up to 183 days.

In addition to documenting the previoudly listed clinical information on the Prior Authorization Drug Attachment for Xyrem and
Xywav form, medical records must be submitted with the PA request to support the member's medical condition of narcolepsy
with cataplexy.

Renewal PA reguests may be approved for up to 365 days. Medical records must be submitted demonstrating clinical
improvement, including a decrease in cataplexy or a decrease in the member's EDS. A decrease in a member's EDS must be
supported by an ESS (Epworth Sleepiness Scale) questionnaire, MWT (Maintenance of Wakefulness Test), or MSLT. Medical
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records must also reflect patient compliance with medication use and safety precautions for Xyrem or Xywav.

Nar colepsy Without Cataplexy

Clinical criteriafor approval of a PA request for Xyrem or Xywav to treat narcolepsy without cataplexy are all of the following:

The member has narcolepsy without cataplexy.

The member is 7 years of age or older.

The member does not have a succinic semia dehyde dehydrogenase deficiency.

The prescriber has counseled the member on the contraindication between Xyrem or Xywav and alcohol.

The member has agreed to be abstinent from alcohol while being treated with Xyrem or Xywav.

The member does not have a history of substance abuse, addiction, or diversion.

The member is not currently taking any sedative hypnotics.

For members currently taking CNS depressants (for example, anxiolytics, barbiturates, or opioids), the prescriber has
evaluated the CNS depressants and determined they are not contributing to the member's daytime sleepiness.

An overnight PSG sleep study and MSLT have been performed for the member using standard protocols, and the
prescribing provider has submitted medical record documentation supporting a clinical correlation between the test results
and a diagnosis of narcolepsy without cataplexy.

The overnight PSG test results and provider interpretation have been submitted with the PA request and include
documentation of the following:

i Total sleep time documented is at least 360 minutes.

i The member experienced minimal sleep interruptions (for example, respiratory events or periodic leg movements).

i Provider interpretation indicates an adequate night's sleep was achieved.

The MSLT results and provider interpretation have been submitted with the PA request and include documentation of the
following:

i The MSLT was conducted the morning after the overnight PSG.

i Average deep latency for all napsis eight minutes or less.

i The member achieved at least two SOREMPs. A SOREMP within 15 minutes of sleep onset on the preceding
nocturnal PSG may replace one of the SOREMPs on the MSLT.

The member has EDS that interferes with normal activities on a daily basis.

An ESS questionnaire, MWT, or MSLT has been performed for the member, confirming that the member has EDS. (Note:
Test results for the ESS questionnaire, MWT, or MSLT must be submitted with the PA request.)

The prescriber ruled out or treated the member for other causes of EDS, including:

i Other deep disorders, including sleep apnea.

i Chronic pain or illness that disrupts normal sleep patterns.

i Mood disorders such as depression.

i Caffeine or nicotine use causing poor quality of nighttime sleep.

At least one of the following is true;

i The member has experienced an unsatisfactory therapeutic response or aclinically significant adverse drug reaction
with a stimulant.

i The member has amedical condition(s) that prevents treatment with a stimulant.

i Thereisaclinicaly significant drug interaction(s) with another medication(s) the member is taking and a stimulant.

At least one of the following is true:

i The member has experienced an unsatisfactory therapeutic response that occurred after the medication had been
titrated to a maximum recommended daily dose or experienced a clinicaly significant adverse drug reaction with
armodafinil or modafinil.

i The member has amedica condition(s) that prevents treatment with armodafinil or modafinil.

i Thereisaclinicaly significant drug interaction(s) with another medication(s) the member is taking and armodafinil or
modafinil.

Note: The prescriber is required to submit detailed clinical justification for prescribing Xywav instead of Xyrem. The clinical
information must document why the member cannot use Xyrem, including why it is medically necessary that the member receive
Xywav instead of Xyrem.

Pharmacy
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Initial PA requests for Xyrem or Xywav to treat narcolepsy without cataplexy may be approved for up to 183 days.

In addition to documenting the previously listed clinical information on the Prior Authorization Drug Attachment for Xyrem and
Xywav form, medical records must be submitted with the PA request to support the member's medical condition of narcolepsy
without cataplexy.

Renewal PA reguests may be approved for up to 365 days. Medical records must be submitted demonstrating clinical
improvement, including a decrease in the member's EDS. A decrease in amember's EDS must be supported by an ESS
questionnaire, MWT, or MSLT. Medical records must also reflect patient compliance with medication use and safety precautions
for Xyrem or Xywav.

Idiopathic Hyper somnia
Clinical criteriafor approva of aPA request for Xyrem or Xywav to treat idiopathic hypersomnia are all of the following:

1 The member has idiopathic hypersomnia.

1 The member is 18 years of age or older.

1 The member does not have a succinic semialdehyde dehydrogenase deficiency.

1 The prescriber has counseled the member on the contraindication between Xyrem or Xywav and alcohol.

1 The member has agreed to be abstinent from alcohol while being treated with Xyrem or Xywav.

1 The member does not have a history of substance abuse, addiction, or diversion.

1 The member is not currently taking any sedative hypnotics.

1 For members currently taking CNS depressants (for example, anxiolytics, barbiturates, or opioids), the prescriber has
evaluated the CNS depressants and determined they are not contributing to the member's daytime sleepiness.

1 Anovernight PSG sleep study and MSLT have been performed for the member using standard protocols, and the
prescribing provider has submitted medica record documentation supporting a clinical correlation between the test results
and a diagnosis of idiopathic hypersomnia.

1 The overnight PSG test results and provider interpretation have been submitted with the PA request and include
documentation of the following:

i Total deep time documented is at least 360 minutes.

i The member experienced minimal sleep interruptions (for example, respiratory events or periodic leg movements).

i Provider interpretation indicates an adequate night's sleep was achieved.

1 The MSLT results and provider interpretation have been submitted with the PA request and include documentation of the
following:

i The MSLT was conducted the morning after the overnight PSG.

i Average sleep latency for all napsis eight minutes or less.

i The member achieved fewer than two SOREMPs or no SOREMPs if the REM (rapid eye movement) sleep latency
on the preceding nocturnal PSG was 15 minutes or less.

1 The member has EDS that interferes with normal activities on adaily basis.

1 An ESS questionnaire, MWT, or MSLT has been performed for the member, confirming that the member has EDS. (Note:
Test results for the ESS questionnaire, MWT, or MSLT must be submitted with the PA request.)

1 The prescriber ruled out or treated the member for other causes of EDS, including:

i Other dleep disorders, including sleep apnea.

i Chronic pain or illness that disrupts normal sleep patterns.

i Mood disorders such as depression.

i Caffeine or nicotine use causing poor quality of nighttime sleep.

1 At least one of the following is true:

i The member has experienced an unsatisfactory therapeutic response that occurred after the medication had been
titrated to a maximum recommended daily dose or experienced a clinicaly significant adverse drug reaction with
armodafinil or modafinil.

i The member has amedica condition(s) that prevents treatment with armodafinil or modafinil.

i Thereisaclinicaly significant drug interaction(s) with another medication(s) the member is taking and armodafinil or
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modafinil.
Initial PA requests for Xyrem or Xywav to treat idiopathic hypersomnia may be approved for up to 183 days.
In addition to documenting the previously listed clinical information on the Prior Authorization Drug Attachment for Xyrem and
Xywav form, medical records must be submitted with the PA request to support the member's medical condition of idiopathic
hypersomnia.
Renewal PA reguests may be approved for up to 365 days. Medical records must be submitted demonstrating clinical
improvement, including a decrease in the member's EDS. A decrease in amember's EDS must be supported by an ESS
questionnaire, MWT, or MSLT. Medical records must also reflect patient compliance with medication use and safety precautions
for Xyrem or Xywav.

Topic #22377

V 0xzogo

Voxzogo requires clinical PA (prior authorization).

Clinical Criteriafor Voxzogo

The following clinical criteria must be met and documented for approval of a PA request for Voxzogo:
1 The member has achondroplasia.
1 The member's current height, weight, and growth velocity has been provided.
1 The provider has submitted evidence that the member has open epiphyses.

Supporting clinical information and a copy of the member's current medica records must be submitted with all PA requests for
Voxzogo. The supporting clinical information and medical records must document the following:

1 The member's medical condition being treated
1 Details regarding previous medication use
1 The member's current treatment plan
If clinical criteriafor Voxzogo are met, initial PA requests may be approved for up to 183 days.
Renewal PA Requests
Renewal PA requests for Voxzogo may be approved for up to 183 days. Renewal PA requests must include copies of the
member's current medical records demonstrating that the member had an increase in their growth velocity compared to their

baseline prior to the initiation of Voxzogo.

All renewal PA reguests require the member to be adherent with the prescribed treatment regimen.

Submitting PA Requestsfor Voxzogo

PA requests for Voxzogo must be submitted using the PA/DGA (Prior Authorization/Drug Attachment, F-11049 (01/2024))
form.

PA requests for Voxzogo must be completed, signed, and dated by the prescriber. PA requests for Voxzogo should be submitted
using Section VI (Clinica Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the
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PA/DGA form.

The prescriber is required to send the completed PA/DGA form to the pharmacy where the prescription will befilled. The
pharmacy provider is reguired to complete a PA/RF (Prior Authorization Reguest Form, F-11018 (05/2013)) and submit it with
the PA/DGA form received from the prescriber to ForwardHealth, using the PA submission option most appropriate for the drug.

PA reguests for Voxzogo may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Specialized
Transmission Approva Technology-Prior Authorization) system).

Topic #23103

Vyjuvek

Vyjuvek requires clinical PA (prior authorization) and is covered under the pharmacy benefit. Pharmacy providers should submit a
pharmacy noncompound drug claim for Vyjuvek.

For questions about the billing or coverage of high cost, orphan, and accelerated approval drugs, providers may contact Provider
Services or email dhsorphandrugs@dhs.wisconsin.gov.

Claim Requirementsfor Vyjuvek

Physician-administered Vyjuvek will be reimbursed separately from physician and clinical services associated with the
administration of Vyjuvek.

The pharmacy provider is required to establish a delivery process with the prescriber to ensure that physician-administered
Vyjuvek is delivered directly to the prescriber, an agent of the prescriber, or a health care provider designated to administer
Vyjuvek to the member. Pharmacy providers may only submit a claim to ForwardHealth for the Vyjuvek that has been
administered to a member. If Vyjuvek has been dispensed for a member but the dose is not administered to the member, the
prescriber or health care provider designated to administer Vyjuvek to the member is responsible for notifying the dispensing
pharmacy. If ForwardHealth has paid the dispensing pharmacy for any portion of the dispensing of Vyjuvek that is not
administered to the member, the dispensing pharmacy is responsible for reversing any claims submitted to ForwardHealth.

Clinical Criteriafor Vyjuvek
The following clinica criteriamust be met and documented for approval of a PA request for Vyjuvek:

1 Vyjuvek must be prescribed by a dermatologist or wound care specialist.

1 The member is 6 months of age or older.

1 The member has been diagnosed with dystrophic epidermolysis bullosa with mutation(s) in the collagen type VII apha 1
chain gene.

1 The prescriber must include documentation of at least one cutaneous wound that is appropriate to be treated with Vyjuvek
and confirm that the wound does not appear to be infected.

1 The prescriber must include documentation of the size of the wound area(s) to be treated and confirm the calculated dose
of Vyjuvek will not exceed the recommended maximum weekly dose.

1 The prescriber must include documentation that the member's treatment plan includes the appropriate administration of
Vyjuvek by a health care provider and the wound dressing care required for treatment with Vyjuvek.

1 The prescriber must include documentation that the member's treatment plan addresses the requirement for Vyjuvek to be
properly prepared at a pharmacy for administration to the member's wound(s) within eight hours of mixing of the Vyjuvek
gel with the Vyjuvek biological suspension.

Supporting clinical information and a copy of the member's current medical records must be included in all PA reguests for
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Vyjuvek. The supporting clinical information and the medical records must document the following:

1 The member's medical condition being treated
1 Details regarding previous medication use
1 The member's current treatment plan

Submitting PA Requests for Vyjuvek

PA requests for Vyjuvek must be completed, signed, and dated by the prescriber. PA requests for Vyjuvek must be submitted
using Section VI (Clinica Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the
PA/DGA (Prior Authorization/Drug Attachment, F-11049 (01/2024)) form. Clinical documentation supporting the use of
Vyjuvek must be submitted with the PA request.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA request to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

Pharmacy providers are required to submit the completed PA/DGA form and a completed PA/RF (Prior Authorization Reguest
Form, F-11018 (05/2013)) to ForwardHealth.

PA requests for Vyjuvek may be submitted Portal, by fax, or by mail (but not using the STAT-PA (Specialized Transmission
Approval Technology-Prior Authorization) system).

Topic #23339

Zokinvy
Zokinvy requires clinical PA (prior authorization).

PA requests for Zokinvy must be completed, signed, and dated by the prescriber. PA requests for Zokinvy must be submitted
using Section VI (Clinical Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the
PA/DGA (Prior Authorization/Drug Attachment, F-11049 (01/2024)) form. Clinical documentation supporting the use of Zokinvy
must be submitted with the PA request.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA reguest to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

Pharmacy providers are required to submit the completed PA/DGA form and a completed PA/RF (Prior Authorization Reguest
Form, F-11018 (05/13)) to ForwardHealth.

PA requests for Zokinvy may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Speciaized
Transmission Approva Technology-Prior Authorization) system).

Information is available about general ForwardHealth policy for drugs that require PA approval, including what may not be
considered criteria to support the need for adrug.

Clinical Criteriafor Zokinvy
Clinical criteriathat must be documented for approval of a PA request for Zokinvy are all of the following:

1 Zokinvy is being prescribed in a dose and manner consistent with FDA (Food and Drug Administration)-approved product
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labeling.
1 Oneof the following istrue:
i The member has Hutchinson-Gilford Progeria Syndrome.
i The member has a processing-deficient Progeroid Laminopathy with one of the following:
n Heterozygous LMNA (lamin A/C) mutation with progerin-like protein accumulation
n Homozygous or compound heterozygous ZMPSTE24 (zinc metallopeptidase STE24) mutations
1 The member is not taking any strong or moderate CY P3A (cytochrome P4503A) inhibitors or inducers.
1 The member is not taking midazolam.
1 The member is not taking lovastatin, simvastatin, or atorvastatin.
1 The member's current height and weight have been documented.

Supporting clinical information and a copy of the member's current medical records must be submitted with all PA requests for
Zokinvy. The supporting clinical information and the medical records must document the following:

1 The member's medical condition being treated

1 Details regarding previous medication use

1 The member's current treatment plan
If the clinical criteriafor Zokinvy are met, initial PA requests may be approved for up to 183 days.
Renewal PA requests for Zokinvy may be approved for up to 365 days.

All renewal PA requests require the member to be adherent with the prescribed treatment regimen.

Topic #23357

Zynteglo

Clinical PA (prior authorization) is required for Zynteglo.

If aPA request for Zynteglo is approved, Zynteglo will be covered under the pharmacy benefit.

To bill ForwardHealth for Zynteglo, pharmacy providers should submit a pharmacy noncompound drug claim.

For questions about the billing or coverage of high cost, orphan, and accelerated approval drugs, providers may contact Provider
Services or email DHSOrphanDrugs@dhs.wisconsin.gov.

Additional Requirementsfor Zynteglo

Zynteglo will be reimbursed separately from physician and clinical services associated with the administration of Zynteglo. The
pharmacy provider is required to establish a delivery process with the prescriber to ensure that the physician-administered
Zynteglo is delivered directly to the prescriber or an agent of the prescriber.

Pharmacy providers may only submit a claim to ForwardHealth for the Zynteglo that has been administered to a member. If
Zynteglo has been dispensed for a member but the dose is not administered to the member, the prescriber is responsible for
notifying the dispensing pharmacy. If ForwardHealth has paid the dispensing pharmacy for any portion of the dispensing of
Zynteglo that is not administered to the member, the dispensing pharmacy is responsible for reversing any claims submitted to
ForwardHealth.

Clinical Criteriafor Zynteglo
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Clinical criteria that must be documented for approval of a PA request for Zynteglo are all of the following:

1 Zynteglo must be prescribed by a physician with expertise in treating 3-thalassemia at a minimum recommended dose of
5.0 X 108 CD34+ cells/kg of body weight.

1 The member has p-thalassemia, which requires regular RBC (red blood cell) transfusions. The member has a history of
transfusions for the past two years of at least 100 mL/kg/year of packed RBCs or with eight or more transfusions of
packed RBCs per year.

1 The member's age is consistent with the FDA (Food and Drug Administration)-approved product labeling for Zynteglo.

1 The member will undergo HSC (hematopoietic stem cell) mobilization, apheresis, and myeloablative conditioning. The
prescriber must confirm the member has been evaluated for renal and hepatic impairment and HSC transplantation is
appropriate for the member.

1 The member must have full myeloablative conditioning administered before infusion of Zynteglo. Allow a minimum of 48
hours of washout before Zynteglo infusion.

1 The prescriber will complete screening for infectious diseases including HBV (hepatitis B virus), HCV (hepatitis C Virus),
HIV 1and 2 (HIV-1/HIV-2) and HTLV (Human T-lymphotropic virus) 1 and 2 (HTLV-L/HTLV-2) in accordance with
clinical guidelines before collection of cells for manufacturing.

1 Standard procedures for patient management after HSC transplantation should be followed after Zynteglo infusion.

1 The prescriber must manage other concomitant medications (as applicable) consistent with FDA product labeling.

1 The member must not take anti-retroviral medications or hydroxyurea for at least one month prior to mobilization, or for the
expected duration for elimination of the medications, and until al cycles of apheresis are completed.

1 If amember requires anti-retroviral medications for HIV prophylaxis, mobilization and apheresis should be delayed until
HIV infection is adequately ruled out.

1 The member must stop iron chelation at least seven days prior to myeloablative conditioning. The member will not use
myelosuppressive iron chelators for at least six months after Zynteglo infusion.

PA requests for Zynteglo will not be approved if the member has any of the following conditions:

1 Advanced liver disease (for example, alanine transaminases greater than three times the upper limit of normal, direct
bilirubin value greater than 2.5 times the upper limit of normal, baseline prothrombin time [INR (international normalized
ratios)] greater than 1.5 times the upper limit of normal, cirrhosis, bridging fibrosis, or active hepatitis)

1 Prior or current malignancy or myeloproliferative disorder or significant immunodeficiency disorder

1 Prior alogenic or autologous HSC transplant

Submitting PA Requestsfor Zynteglo

PA reguests for Zynteglo must be completed, signed, and dated by the prescriber. PA requests for Zynteglo must be submitted
using Section VI (Clinica Information for Drugs With Specific Criteria Addressed in the ForwardHealth Online Handbook) of the
PA/DGA (Prior Authorization/Drug Attachment, F-11049 (01/2024)) form. Clinical documentation supporting the use of
Zynteglo must be submitted with the PA request.

The PA form must be sent to the pharmacy where the prescription will be filled. The prescriber may send the PA form to the
pharmacy, or the member may carry the PA form with the prescription to the pharmacy. The pharmacy provider will use the
completed PA form to submit a PA reguest to ForwardHealth. Prescribers should not submit the PA form to ForwardHealth.

Pharmacy providers are required to submit the completed PA/DGA form and a completed PA/RF (Prior Authorization Reguest
Form, F-11018 (05/13)) to ForwardHealth.

PA requests for Zynteglo may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA (Specialized
Transmission Approva Technology-Prior Authorization) system).

Information is available about general ForwardHealth policy for drugs that require PA approval. Thisincludes what may not be
considered criteria to support the need for a drug.
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Forms and Attachments

Topic #960

An Overview

Depending on the service being requested, most PA (prior authorization) requests must be comprised of the following:

1 The PA/RF (Prior Authorization Request Form, F-11018 (05/2013)), PA/DRF (Prior Authorization/Dental Request Form,
F-11035 (06/2024)), or PA/HIASL (Prior Authorization Request for Hearing |nstrument and Audiological Services, F-
11020 (05/2013))

1 A service-specific PA attachment(s)

1 Additional supporting clinical documentation (Typical PA requirements regarding attachments may not apply for some
HealthCheck Other Services PA requests.)

Topic #446

Attachments

In addition to the PA/RF (Prior Authorization Request Form, F-11018 (05/2013)), PA/HIASL (Prior Authorization for Hearing
Instrument and Audiological Services 1, F-11020 (05/2013)), or PA/DREF (Prior Authorization/Dental Request Form, F-11035
(06/2024)), a service-specific PA (prior authorization) attachment must be submitted with each PA request. The PA attachment
alows a provider to document the clinical information used to determine whether or not the standards of medical necessity are met
for the requested service(s). Providers should include adequate information for ForwardHealth to make a reasonable judgment
about the case.

ForwardHealth will scan each form with a barcode as it is received, which will allow greater efficiencies for processing PA
requests.

Topic #447

Obtaining Forms and Attachments

Providers may obtain paper versions of al PA (prior authorization) forms and attachments. In addition, providers may download
and complete most PA attachments from the ForwardHealth Portal.

Paper Forms

Paper versions of all PA forms and PA attachments are available by writing to ForwardHealth. Include a return address, the name
of the form, the form number (if applicable), and mail the request to the following address:

ForwardHealth
Form Reorder

313 Blettner Blvd
Madison WI 53784

Providers may also call Provider Services to order paper copies of forms.
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Downloadable Forms

Most PA attachments can be downloaded and printed in their original format from the Portal. Many forms are available in fillable
PDF and fillable Microsoft Word formats.

Web PA Viathe Portal

Certain providers may complete the PA/RF (Prior Authorization Reguest Form, F-11018 (05/2013)) and PA attachments
through the Portal. Providers may then print the PA/RF (and in some cases the PA attachment), and send the PA/RF, service-
specific PA attachments, and any supporting documentation on paper by mail or fax to ForwardHealth.

Topic #4620

Pharmacy Prior Authorization Forms

PA/PDL (Prior Authorization/Preferred Drug List) forms, PA (prior authorization) drug attachment forms, and the PA/DGA
(Prior Authorization/Drug Attachment, F-11049 (01/2024)) form are available on the Forms page of the ForwardHealth Portal.

Topic #448

Prior Authorization Request Form

The PA/RF (Prior Authorization Request Form, F-11018 (05/2013)) is used by ForwardHealth and is mandatory for most
providers when requesting PA (prior authorization). The PA/RF serves as the cover page of a PA request.

Providers are required to complete the basic provider, member, and service information on the PA/RF. Each PA request is
assigned a unique ten-digit number. ForwardHealth remittance information will report to the provider the PA number used to
process the claim for prior authorized services.

Topic #4619

Prior Authorization Request Form Completion
|nstructions for Pharmacy Services and Diabetic
Supplies

A sample PA/RF for pharmacy servicesis available.

ForwardHealth requires certain information to enable the programs to authorize and pay for medical services provided to digible
members.

Members of ForwardHealth are required to give providers full, correct, and truthful information for the submission of correct and
complete claims for reimbursement. This information should include, but is not limited to, information concerning enrollment status,
accurate name, address, and member identification number (Wis. Admin. Code § DHS 104.02[4]).

Under Wis. Stat. § 49.45(4), personaly identifiable information about program applicants and membersis confidential and is used
for purposes directly related to ForwardHealth administration such as determining eligibility of the applicant, processing PA (prior
authorization) requests, or processing provider claims for reimbursement. The use of the PA/RF (Prior Authorization Reguest
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Form, F-11018 (05/2013)) is mandatory to receive PA for certain items. Failure to supply the information requested by the form
may result in denia of PA or payment for the service.

Providers should make duplicate copies of al paper documents mailed to ForwardHealth. Providers may submit PA requests,
along with all applicable service-specific attachments, via the ForwardHealth Portal, by fax to ForwardHealth at 608-221-8616,
or by mail to the following address:

ForwardHealth
Prior Authorization
Ste 88

313 Blettner Blvd
Madison WI 53784

The provision of services that are greater than or significantly different from those authorized may result in nonpayment of the
billing claim(s).

SECTION I — PROVIDER INFORMATION

Element 1 — HealthCheck Other Services and Wisconsin Chronic Disease Program (WCDP)

Enter an "X" in the box next to HealthCheck Other Services if the services requested on the PA/RF are for HealthCheck Other
Services. Enter an "X" in the box next to WCDP (Wisconsin Chronic Disease Program) if the services requested on the PA/RF
are for aWCDP member.

Element 2 — Process Type
Enter the process type 131 — Drugs. The processtype is athree-digit code used to identify a category of service requested.

Element 3 — Telephone Number — Billing Provider
Enter the telephone number, including the area code, of the office, clinic, facility, or place of business of the hilling provider.

Element 4 — Name and Address— Billing Provider

Enter the name and compl ete address (street, city, state, and ZIP+4 code) of the billing provider. Providers are required to
include both the ZIP code and the four-digit extension for timely and accurate billing. The name listed in this element must
correspond with the billing provider number listed in Element 5a.

Element 5a — Billing Provider Number
Enter the NPI (National Provider Identifier) of the billing provider. The NPI in this element must correspond with the provider
name listed in Element 4.

Element 5b — Billing Provider Taxonomy Code
Enter the national 10-digit a phanumeric taxonomy code that corresponds to the NPI of the billing provider in Element 5a.

Element 6a— Name — Prescribing / Referring / Ordering Provider
Enter the prescribing provider's name.

Element 6b — National Provider Identifier — Prescribing/ Referring / Ordering Provider
Enter the prescribing provider's 10-digit NPI.

SECTION I — MEMBER INFORMATION

Element 7— Member |dentification Number
Enter the member ID. Do not enter any other numbers or letters. Use the ForwardHeal th identification card or Wisconsin's EVS
(Enrollment Verification System) to obtain the correct number.
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Element 8 — Date of Birth — Member
Enter the member's date of birthin MM/DD/CCYY format.

Element 9 — Address— Member
Enter the complete address of the member's place of residence, including the street, city, state, and ZIP code. If the member isa
resident of a nursing home or other facility, include the name of the nursing home or facility.

Element 10 — Name — Member

Enter the member's last name, followed by their first name and middle initial. Use the EVS to obtain the correct spelling of the
member's name. If the name or spelling of the name on the ForwardHealth card and the EV'S do not match, use the spelling from
the EVS.

Element 11 — Gender — Member
Enter an "X" in the appropriate box to specify male or femae.

SECTION |11 — DIAGNOSIS/ TREATMENT INFORMATION

Element 12 — Diagnosis— Primary Code and Description
Enter the appropriate ICD (International Classification of Diseases) diagnosis code and description with the highest level of
specificity most relevant to the service/procedure requested. The ICD diagnosis code must correspond with the ICD description.

Element 13 — Start Date— SOI (spédll of illness) (not required)
Element 14 — First Date of Treatment — SOI (not required)

Element 15 — Diagnosis — Secondary Code and Description
Enter the appropriate secondary 1CD diagnosis code and description with the highest level of specificity most relevant to the
service/procedure requested, if applicable. The ICD diagnosis code must correspond with the ICD description.

Element 16 — Requested PA Start Date
Enter the requested start DOS (date of service) in MM/DD/CCY'Y format, if a specific start date is requested.

Element 17 — Rendering Provider Number
Enter the provider ID of the provider who will be performing the service, only if this number is different from the billing provider
ID listed in Element 5a.

Element 18 — Rendering Provider Taxonomy Code
Enter the national 10-digit alphanumeric taxonomy code that corresponds to the provider who will be performing the service, only
if this code is different from the taxonomy code listed for the hilling provider in Element 5bh.

Element 19 — Service Code
Enter the appropriate NDC (National Drug Code) for each service/procedure/item requested.

Element 20 — Modifiers
Enter the modifier(s) corresponding to the service code listed if a modifier is required.

Element 21 — POS
Enter the appropriate place of service code designating where the requested item would be provided/performed/dispensed.

Element 22 — Description of Service
Enter awritten description corresponding to the appropriate NDC for each item requested.

Element 23— QR
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Enter the appropriate quantity (for example, days supply) requested for the procedure code listed.

Element 24 — Charge
Enter the provider's usual and customary charge for each service/procedure/item requested. If the quantity is greater than "1.0,"
multiply the quantity by the charge for each service/procedure/item requested. Enter that total amount in this element.

Note: The charges indicated on the request form should reflect the provider's usual and customary charge for the procedure
requested. Providers are reimbursed for authorized services according to provider Terms of Reimbursement issued by the
Wisconsin DHS (Department of Health Services).

Element 25— Total Charges
Enter the anticipated total charges for this request.

Element 26 — Signature — Requesting Provider
The original signature of the provider requesting/performing/dispensing this service/procedure/item must appear in this element.

Element 27 — Date Signed
Enter the month, day, and year the PA/RF was signed (in MM/DD/CCYY format).
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Sample PA/RF for Pharmacy Services

DEPARTMENT OF HEALTH SERVICES STATE OF WISCONSIN

ForwardHealth DHS 106.03(4), Wis. Admin. Code

F-11018 (05/13) DHS 152.06(3)h), 152.06(3Kg), 154.06(2)(g), Wis. Admin. Code
FORWARDHEALTH

PRIOR AUTHORIZATION REQUEST FORM (PA/RF)

Providers may submil prior authorization (PA) reguests by fax to ForsardHealh at (608) 221-8318 or by mail 1o: ForsardHealth, Prior Authorization, Swite
84, 313 Bletiner Boulevard, Madison, W 53784, Instructions: Type or print clearly. Bafore complating this form, read the service-specific Prior Authonzation
Reguest Form (PA/RF) Completion Instructions.

SECTION | — PROVIDER INFORMATION

1. Check only il applicable 2, Process Type 3. Telephone Number — Billing Provider
O  HealhCheck “Other Sarvicas™
131
J  Wisconsin Chronic Disease Prograrm (WCDP) (oH) s
4, Name and Address — Billing Provider (Streel, City, State, ZIP+4 Code) Sa. Billing Provider Number
.M. BILLING PROVIDER 0222222220
609 WéLLC-w ST 5b. Billing Provider Taxonomy Code
ANYTOWMN WI 55555-1234
123456 789X
Ga. Name — Prescribing | Refering / Ordering Provider Bb. National Frovider denifier — Prescrbing / Referring /
Qrdaring Provider
.M. PRESCRIBING PROVIDER 0111111110
SECTION Il — MEMBER INFORMATION
7. Member dentification Number 8. Date of Birth — Mamber 9. Address — Mamber (Strest, City, S1ate, ZIP Coda)
1234567890 MM/DDICCY'Y 322 RIDGE ST
10. Name — Member (Last, First, Middla Initial) 11. Gender — Mamber ANYTOWN WI 55555
MEMBER, IM A O Male @ Female
SECTION Il — DIAGMNOSIS | TREATMENT INFORMATION
12. Diagnosis — Primary Code and Description 13, Starl Date — S04 14, First Date of Treatment — SO0
148.91 — Unpsecified atrial fibrillation
15. Diagnoses — Secondary Code and Description 16, Requested PA Start Date
MM/DD/CCYY
17. Rendering | 18. Rendering | 19. Service 20. Modifiers 21, 22. Descnplion of Service 23. QR 24, Charge
Provider Provider Code POS
Humbser Taxonamy 1 2 3 4
Code
00056-0172-T0 (1] Coumadin Smg tablet 365 OO, 2
An appeoved auth tion does . Reimburssmen i contingen! upan ercoliment of tha member and provider o The tme the senece is
p'u-ﬂldaﬂuuwrﬁumu nl'lhl-dwmrwsrmlm Paryengeni will not ba made for seraoes infaded prior i sppeoval or after the authonization asperabicn 25 Tnm
e £ will ba i W " puan and poiicy. fthe member i ervaled in a BadgerCare Flus Managed | riroag HRA KK
mmmumm-mmmm s prowided, FonwardHealth resmbursemaent will be aliowsed anlly i th senece |8 not covensd by e
Managed Care Program
26. SIGMATURE — Requasting Providar 27. Date Signed
I.M. Requesting Providesr MM/DDICCYY
Topic #7797

Prior Authorization Request Form Completion
Instructions for Prescribersfor Drugs
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ForwardHealth requires certain information to enable the programs to authorize and pay for medical services provided to digible
members.

Members of ForwardHealth are required to give providers full, correct, and truthful information for the submission of correct and
complete claims for reimbursement. This information should include, but is not limited to, information concerning enrollment status,
accurate name, address, and member identification number (Wis. Admin. Code § DHS 104.02[4]).

Under Wis. Stat. § 49.45(4), personaly identifiable information about program applicants and membersis confidential and is used
for purposes directly related to ForwardHealth administration such as determining eligibility of the applicant, processing PA (prior
authorization) requests, or processing provider claims for reimbursement. The use of this form is mandatory to receive PA of
certain procedures/services/items. Failure to supply the information requested by the form may result in denia of PA or payment
for the service.

Providers should make duplicate copies of al paper documents mailed to ForwardHealth. Providers may submit PA requests,
along with all applicable service-specific attachments, via the ForwardHealth Portal, by fax to ForwardHealth at 608-221-8616,
or by mail to the following address.

ForwardHealth
Prior Authorization
Ste 88

313 Blettner Blvd
Madison WI 53784

The provision of servicesthat are greater than or significantly different from those authorized may result in nonpayment of the
billing claim(s).

SECTION | — PROVIDER INFORMATION

Element 1 — HealthCheck Other Services and Wisconsin Chronic Disease Program (WCDP)

Leave the box next to HealthCheck Other Services blank. Enter an "X" in the box next to WCDP (Wisconsin Chronic Disease
Program) if the services requested on the PA/RF (Prior Authorization Request Form, F-11018 (05/2013)) are for aWCDP
member.

Element 2 — Process Type
Enter process type 117 — Physician Services. The process type is a three-digit code used to identify a category of service
requested. PA reguests will be returned without adjudication if no process typeis indicated.

Element 3 — Telephone Number — Billing Provider
Enter the telephone number, including the area code, of the office, clinic, facility, or place of business of the hilling provider.

Element 4 — Name and Address— Billing Provider

Enter the name and complete address (street, city, state, and ZIP+4 code) of the billing provider. Providers are required to
include both the ZIP code and four-digit extension for timely and accurate billing. The name listed in this element must correspond
with the billing provider number listed in Element 5a.

Element 5a — Billing Provider Number
Enter the NPI (National Provider Identifier) of the billing provider. The NPI in this element must correspond with the provider
name listed in Element 4.

Element 5b — Billing Provider Taxonomy Code
Enter the nationa 10-digit a phanumeric taxonomy code that corresponds to the NPI of the billing provider in Element 5a.

Element 6a— Name — Prescribing / Referring / Ordering Provider
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Enter the prescribing/referring/ordering provider's name.

Element 6b — National Provider Identifier — Prescribing / Referring/ Ordering Provider
Enter the prescribing/referring/ordering provider's 10-digit NPI.

SECTION || — MEMBER INFORMATION

Element 7 — Member |dentification Number
Enter the member ID. Do not enter any other numbers or letters. Use the ForwardHeal th identification card or Wisconsin's EVS
(Enrollment Verification System) to obtain the correct number.

Element 8 — Date of Birth — Member
Enter the member's date of birthin MM/DD/CCYY format.

Element 9 — Address— Member
Enter the complete address of the member's place of residence, including the street, city, state, and ZIP code. If the member isa
resident of a nursing home or other facility, include the name of the nursing home or facility.

Element 10 — Name — Member

Enter the member's last name, followed by their first name and middle initial. Use the EV S to obtain the correct spelling of the
member's name. If the name or spelling of the name on the ForwardHealth card and the EV'S do not match, use the spelling from
the EVS.

Element 11 — Gender — Member
Enter an "X" in the appropriate box to specify male or female.

SECTION |11 — DIAGNOSIS/ TREATMENT INFORMATION

Element 12 — Diagnosis— Primary Code and Description

Enter the appropriate ICD (International Classification of Diseases) diagnosis code and description with the highest level of
specificity most relevant to the service/procedure requested. The ICD diagnosis code must correspond with the ICD description.
Element 13— Start Date— SOI (not required)

Element 14 — First Date of Treatment — SOI (not required)

Element 15 — Diagnosis — Secondary Code and Description

Enter the appropriate secondary 1CD diagnosis code and description with the highest level of specificity most relevant to the
service/procedure requested, if applicable. The ICD diagnosis code must correspond with the ICD description.

Element 16 — Requested PA Start Date
Enter the requested start DOS (date of service) in MM/DD/CCYY format.

Element 17 — Rendering Provider Number
Enter the prescriber's NPI, only if the NPI is different from the NPI of the billing provider listed in Element 5a.

Element 18 — Rendering Provider Taxonomy Code
Enter the national 10-digit aphanumeric taxonomy code that corresponds to the prescriber only if this code is different from the
taxonomy code listed for the billing provider in Element 5b.

Element 19 — Service Code (not required)

Element 20 — Modifiers (not required)
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Element 21 — POS
Enter the appropriate place of service code designating where the requested item would be provided/performed/dispensed.

Element 22 — Description of Service
Enter the drug name and dose for each item requested (for example, drug name, milligrams, capsules).

Element 23— QR
Enter the appropriate quantity (for example, days supply) requested for each item requested.

Element 24 — Charge (not required)
Element 25— Total Charges (not required)

Element 26 — Signature — Requesting Provider
The original signature of the provider requesting this item must appear in this element.

Element 27 — Date Signed
Enter the month, day, and year the PA/RF was signed (in MM/DD/CCY'Y format).

Topic #15937

Prior Authorization/Drug Attachment

When completing the PA/DGA (Prior Authorization/Drug Attachment, F-11049 (01/2024)) form, prescribers should complete
the most appropriate section as it pertains to the drug being requested. The specific sections are as follows:

1 HealthCheck "Other Services' drug requests

1 Diagnosis-restricted drug requests

1 Drugs with specific PA (prior authorization) criteria addressed in the ForwardHealth Online Handbook

1 Other drug requests

Prescribers are required to fill out the appropriate section(s), then provide a handwritten signature and date on the PA/DGA form.
Once completed, the prescriber should send the PA/DGA form to the pharmacy. The pharmacy should complete a PA/RF (Prior
Authorization Request Form, F-11018 (05/2013)) and submit it to ForwardHealth, along with the PA/DGA form from the
prescriber.

Clinical Information for HealthCheck " Other Services' Drug Requests

If the prescriber writes a prescription for adrug that is not covered under the member's ForwardHealth benefit plan, the
prescriber is required document the clinical rationale to support the medical necessity of the drug being requested as a
HealthCheck "Other Services' PA request. Include documentation of the drug name, quantity, dose, duration of therapy, previous
treatments, and detailed reasons why other covered drug treatments were discontinued or not used. Medical records and peer-
reviewed medical literature should be provided as necessary to support the PA request. This information should be documented in
Section IV (Clinical Information for HealthCheck "Other Services' Drug Requests) of the PA/DGA form.

When completing the PA/DGA form, prescribers should provide the diagnosis code and description, complete Section 1V, and
use Section VIII (Additional Information), if needed. Prescribers are reminded to provide a handwritten signature and date on the
form before submitting it to the pharmacy provider where the prescription will be filled. The pharmacy provider is required to
complete a PA/RF before submitting the PA/DGA form and supporting documentation to ForwardHealth. Prescribers should not
submit the PA/DGA form to ForwardHeal th.
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Note: HealthCheck "Other Services' islimited to members under 21 years of age.

Clinical Information for Diagnosis-Restricted Drug Requests

If the prescriber writes a prescription with a diagnosis outside the ForwardHealth-allowed diagnoses for a drug, the prescriber is
required to include peer-reviewed medical literature to support the proven efficacy and safety of the requested use of the drug.
Documentation of previous treatments and detailed reasons why other covered drug treatments were discontinued or not used are
required. Medical records should be provided as necessary to support the PA request. This information should be documented in
Section V (Clinical Information for Diagnosis-Restricted Drug Requests) of the PA/DGA form.

When completing the PA/DGA form, prescribers should provide the diagnosis code and description, complete Section V, and use
Section VI (Additiona Information), if needed. Prescribers are reminded to provide a handwritten signature and date on the
form before submitting it to the pharmacy provider where the prescription will be filled. The pharmacy provider is required to
complete a PA/RF before submitting the forms and supporting documentation to ForwardHealth. Prescribers should not submit
PA/DGA forms to ForwardHealth.

Clinical Information for Drugs With Specific Criteria Addressed in the
ForwardHealth Online Handbook

If a prescriber writes a prescription for one of the following drugs, a PA request must be submitted on the PA/DGA form:

1 Abilify MyCite

1 Agamree

1 Alhemo

1 BBG drugs (brand before generic)
1 Bylavy

1 Casgevy
1
1
1
1
1

Cayston
Cholbam

Crinone

Cystic fibrosis drugs containing a CFTR (cystic fibrosis transmembrane conductance requlator) potentiator

Cytokine and CAM (cell adhesion molecule) antagonist drugs used to treat DIRA (Deficiency of Interleukin-1 Receptor
Antagonist), ERA (Enthesitis-Related Arthritis), GPP (generalized pustular psoriasis), NMOSD (Neuromyelitis Optica
Spectrum Disorder), NOMID (Neonatal Onset Multisystem Inflammatory Disease), PMR (polymyalgia rheumatica), and
SSc-1LD (Systemic Sclerosis-Associated Interstitial Lung Disease)

Dojolvi

Duvyzat

Emflaza

Emgality 100 mg

Finasteride/tadal afil

Glatopa

Hemgenix

Hetlioz and Hetlioz LO

Hympavzi

| mmunomodul ators, atopic dermatitis drugs

Imcivree

Jesduvrog

Jublia and tavaborole

Jynarque

Lenmeldy

Lipotropics, ACL (Adenosine Triphosphate-Citrate Lyase) inhibitor drugs
Lipotropics, apo-B (apolipoprotein B) inhibitor drugs
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Lipotropics, Other
Livmarli

Long-term HAE (hereditary angioedema prophylactic) prophylactic drugs
Luxturna

Lyfgenia

M ethamphetamine
Misoprostol

Nucala

Opsynvi

Opzelura (for vitiligo)
Oxbryta

Palynziq
Rezdiffra

Roctavian

Skysona
SMA (spinal muscular atrophy) Drugs

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1 Strensiq
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

Teriparatide (generic Bonsity)
Tezspire

Tobi Podhaler

Vafseo

Velsipity (for ulcerative colitis)

Vigadrone

Vigafyde

Vigpoder

Voguezna

Voxzogo

Vyjuvek

Wegovy (for MACE (major adverse cardiovascular events))
Zepbound (for OSA (obstructive sleep apnea))

Zeposia (for ulcerative colitis)

Zokinvy
Zynteglo

This information should be documented using Section VI (Clinica Information for Drugs With Specific Criteria Addressed in the
ForwardHealth Online Handbook) of the PA/DGA form.

When completing the PA/DGA form, prescribers should provide the diagnosis code and description, complete Section VI, and
use Section VIII (Additional Information), if needed. Prescribers are reminded to provide a handwritten signature and date on the
form before submitting it to the pharmacy provider where the prescription will be filled. The pharmacy provider is required to
complete a PA/RF before submitting the forms and supporting documentation to ForwardHealth. Prescribers should not submit
PA/DGA forms to ForwardHealth.

Clinical Information for Other Drug Requests

If the prescriber writes a prescription for a drug that requires the use of the PA/DGA form and has not been previously referenced
in the above PA/DGA sections, the prescriber is required to document the clinical rationale to support the medical necessity of the
drug being requested. Documentation of previous treatments and detailed reasons why other covered drug treatments were
discontinued or not used are required. In addition, if the drug requested is a non-preferred PDL (Preferred Drug List) drug,
prescribers are required to specifically address why other preferred PDL drugs cannot be used. Medical records and peer-
reviewed medical literature should be provided as necessary to support the PA request. This information should be documented in
Section VII (Clinical Information for Other Drug Requests) of the PA/DGA form.
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If the pharmacy submitting the PA reguest is an out-of-state pharmacy providing a non-emergency service and the drug being
requested does not have specific PA criteria established, additional documentation is required to be submitted. PA request
documentation must demonstrate that the member has a medical condition for which the requested drug has FDA (Food and Drug
Administration) approval (medical records must be provided to verify the member's medical condition). Additionally, the drug
must be prescribed in a dose and manner consistent with the FDA-approved product labeling.

When completing the PA/DGA form, prescribers should provide the diagnosis code and description, complete Section VII, and
use Section VIII (Additional Information), if needed. Prescribers are reminded to provide a handwritten signature and date on the
form before submitting it to the pharmacy provider where the prescription will be filled. The pharmacy provider is required to
complete a PA/RF before submitting the forms and supporting documentation to ForwardHealth. Prescribers should not submit
PA/DGA formsto ForwardHealth.

Prescribers and pharmacy providers are required to retain a completed copy of the PA request form(s).

Note: For assistance in identifying PDL drugs that require completion of Section VI and Section V11 of the PA/DGA form,
providers may refer to the Preferred Drug List Quick Reference.

Topic #22580

Prior Authorization/Physician-Administered Drug
Attachment

Individua sections on the PA/PAD (Prior Authorization/Physician-Administered Drug Attachment, F-11034 (07/2022)) form
identify specific types of physician-administered drug PA (prior authorization) requests that require clinical PA, and
ForwardHealth has defined criteria for those sections. Prescribers must submit the PA/PAD form along with the PA/RFE (Prior
Authorization Request Form, F-11018 (05/2013)) to request PA.

When completing the PA/PAD form, prescribers must complete the most appropriate section as it pertains to the physician-
administered drug being requested. The specific sections are as follows:

1 Clinical information for diagnosis-restricted physician-administered drug requests

1 Clinical information for physician-administered drugs with specific PA criteria addressed in the ForwardHealth Online
Handbook

1 Clinical information for other physician-administered drug requests

1 Additional information (Prescribers should complete this section if more space is needed on the PA/PAD form, or the
prescriber is including additional information.)

Prescribers must fill out the appropriate section(s), then sign and date the PA/PAD form.

PA requests for physician-administered drugs must be completed, signed, and dated by the prescriber. PA requests for physician-
administered drugs must be submitted using the PA/PAD form. Clinical documentation supporting the use of a physician-
administered drug must be submitted with the PA request.

Prescribers are required to submit the completed PA/PAD form and a completed PA/RF (Prior Authorization Request Form, F-
11018 (05/2013)) to ForwardHedlth.

PA requests for physician-administered drugs may be submitted on the Portal, by fax, or by mail (but not using the STAT-PA
(Specialized Transmission Approval Technology-Prior Authorization) system).

Prescribers are reminded that they are required to complete, sign, and date each PA form when submitting the PA request.
Prescribers are required to retain a completed copy of the PA request form(s).
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Clinical Information for Diagnosis-Restricted Physician-Administered Drug
Requests

If the prescriber orders adrug that is a physician-administered drug with a diagnosis outside the ForwardHealth-allowed
diagnoses, the prescriber must submit peer-reviewed medical literature to support the proven efficacy and safety of the requested
use of the physician-administered drug. Prescribers must also include documentation of previous treatments and detailed reasons
why other covered drug treatments were discontinued or not used. Medical records should be provided as necessary to support
the PA request.

This information should be documented in Section IV (Clinical Information for Diagnosis-Restricted Physician-Administered Drug
Requests) of the PA/PAD form.

When completing the PA/PAD form, prescribers should provide the diagnosis code and description, complete Section 1V, and
use Section V11 (Additional Information) if needed. Prescribers are reminded to sign and date the form before submitting the
PA/PAD form and the PA/RF to ForwardHealth. Clinical documentation supporting the use of the physician-administered drug
must be submitted with the PA request.

Clinical Information for Physician-Administered Drugs With Specific
Criteria Addressed in the ForwardHealth Online Handbook

If the prescriber orders one of the following drugs, a PA request must be submitted on the PA/PAD form:

1 Lequio

1 Omvoh IV

1 OnabotulinumtoxinA (Botox) (Note: The PA/PAD form must be submitted for a PA request if the prescriber is ordering
Botox for amember in a manner that is not consistent with the guidance provided in the Online Handbook.)

v Skyrizi IV

1 StelaralV

This information should be documented using Section V (Clinical Information for Physician-Administered Drugs With Specific
Criteria Addressed in the ForwardHealth Online Handbook) of the PA/PAD form. Prescribers should refer to the appropriate
topic in the Online Handbook for the drug-specific clinical PA criteria.

When completing the PA/PAD form, prescribers should provide the diagnosis code and description, complete Section V, and use
Section VII (Additional Information) if needed. Prescribers are reminded to sign and date the form before submitting the PA/PAD
with the PA/RF to ForwardHealth. Clinical documentation supporting the use of the physician-administered drug must be
submitted with the PA request.

Clinical Information for Other Physician-Administered Drug Requests

If the prescriber orders adrug that is a physician-administered drug that requires the use of the PA/PAD form and has not been
previously referenced in the above PA/PAD sections, the prescriber must document the clinical rationale to support the medical
necessity of the physician-administered drug being requested. Documentation of previous treatments and detailed reasons why
other covered drug treatments were discontinued or not used is required. Medical records and peer-reviewed medical literature
should be provided as necessary to support the PA request.

PA documentation must demonstrate that the member has a medical condition for which the requested drug has FDA (Food and
Drug Administration) approva. (Medica records must be provided to verify the member's medical condition.)

Additionally, the drug must be prescribed in a dose and manner consistent with the FDA-approved product [abeling.
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This information should be documented in Section VI (Clinical Information for Other Physician-Administered Drug Requests) of
the PA/PAD form.

When completing the PA/PAD form, prescribers should provide the diagnosis code and description, complete Section VI, and
use Section V11 (Additional Information) if needed. Prescribers are reminded to sign and date the form before submitting the
PA/PAD form with the PA/RF to ForwardHealth. Clinical documentation supporting the use of the physician-administered drug
must be submitted with the PA request.

Additional Information

Additional diagnostic and clinical information explaining the need for the drug requested may be included in Section VII of the
PA/PAD form. If the space provided in the other sectionsis not sufficient, additional information may be included here.

Topic #449

Supporting Clinical Documentation

Certain PA (prior authorization) requests may require additional supporting clinical documentation to justify the medica necessity
for a service(s). Supporting documentation may include, but is not limited to, X-rays, photographs, a physician's prescription,
clinical reports, and other materials related to the member's condition.

All supporting documentation submitted with a PA request must be clearly labeled and identified with the member's name and
member identification number. Securely packaged X-rays and dental models will be returned to providers.

Photographs submitted to ForwardHealth as additional supporting clinical documentation for PA requests will not be returned to
providers and will be disposed of securely.
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Review Process

Topic #450

Clerical Review

Thefirst step of the PA (prior authorization) request review process is the clerical review. The provider, member, diagnosis, and
treatment information indicated on the PA/RF (Prior Authorization Request Form, F-11018 (05/2013)), PA/HIAS1 (Prior
Authorization for Hearing Instrument and Audiological Services 1, F-11020 (05/2013)), and PA/DRF (Prior Authorization/Dental
Reguest Form, F-11035 (06/2024)) forms is reviewed during the clerical review of the PA request review process. The following
are examples of information verified during the clerica review:

1 Billing and/or rendering provider number is correct and corresponds with the provider's name.
1 Provider's name is spelled correctly.

1 Provider is Medicaid-enrolled.

1 Procedure codes with appropriate modifiers, if required, are covered services.

1 Member's nameis spelled correctly.

1 Member's identification number is correct and corresponds with the member's name.

1 Member enrollment is verified.

1 All required elements are complete.

1 Forms, attachments, and additional supporting clinical documentation are signed and dated.

1 A current physician's prescription for the service is attached, if required.

Clerica errors and omissions are responsible for the majority of PA requests that are returned to providers for correction or
additional information. Since having to return a PA request for corrections or additiona information can delay approval and
delivery of servicesto a member, providers should ensure that all clerical information is correctly and completely entered on the
PA/RF, PA/DRF, or PA/HIASL.

If clerical errors are identified, the PA request is returned to the provider for corrections before undergoing a clinical review. One
way to reduce the number of clerical errorsisto complete and submit PA/RFs through Web PA.

Topic #451

Clinical Review

Upon verifying the completeness and accuracy of clerical items, a PA (prior authorization) request is reviewed to evaluate whether
or not each service being requested meets Wisconsin Medicaid's definition of "medically necessary,” as well as other criteria.

The PA attachment allows a provider to document the clinical information used to determine whether the standards of medical
necessity are met for the requested service. Wisconsin Medicaid considers certain factors when determining whether to approve
or deny a PA request pursuant to Wis. Admin. Code § DHS 107.02(3)(e).

Itiscrucia that a provider include adequate information on the PA attachment so that the ForwardHealth consultant performing
the clinical review can determine that the service(s) being requested meets all the elements of Wisconsin Medicaid's definition of
"medically necessary,” including elements that are not strictly medical in nature. Documentation must provide the justification for
the service requested specific to the member's current condition and needs. Pursuant to Wis. Admin. Code 8 DHS 101.03(96m),
"medically necessary” is a service under Wis. Admin. Code ch. DHS 107 that meets certain criteria
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Deter mination of M edical Necessity

The definition of "medically necessary" isalega definition identifying the standards that must be met for approval of the service.
The definition imposes parameters and restrictions that are both medical and nonmedical.

The determination of medical necessity is based on the documentation submitted by the provider. For this reason, it is essential
that documentation is submitted completely and accurately and that it provides the justification for the service requested, specific
to the member's current condition and needs. To be approved, a PA request must meet al of the standards of medical necessity
including those that are not strictly medical in nature.

To determine if arequested service is medically necessary, ForwardHealth consultants obtain direction and/or guidance from
multiple resources including:

Federa and state statutes

Wisconsin Administrative Code

PA guidelines set forth by Wisconsin DHS (Department of Health Services)
Standards of practice

Professional knowledge

Scientific literature
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Decisions
Topic #4617

An Overview

ForwardHealth will make a decision regarding 24-hour PA (prior authorization) requests, such as PA requests for brand
medically necessary drugs, within 24 hours with the receipt of all the necessary information and telephone or fax the decision to
the provider who submitted the PA request.

Topic #424

Approved Requests

PA (Prior authorization) requests are approved for varying periods of time based on the clinica justification submitted. The
provider receives a copy of a PA decision notice when a PA request for a service is approved. Providers may then begin
providing the approved service on the grant date given.

An approved request means that the requested ser vice, not necessarily the code, was approved. For example, a similar
procedure code may be substituted for the originally requested procedure code. Providers are encouraged to review approved
PA requests to confirm the services authorized and confirm the assigned grant and expiration dates.

Listing Procedure Codes Approved asa Group on the Decision Notice
L etter

In certain circumstances, ForwardHealth will approve a PA request for agroup of procedure codes with atotal quantity
approved for the entire group. When this occurs, the quantity approved for the entire group of codes will be indicated with the
first procedure code. All of the other approved procedure codes within the group will indicate a quantity of zero.

Providers may submit claims for any combination of the procedure codes in the group up to the approved quantity.

Topic #4724

Communicating Prior Authorization Decisions

ForwardHealth will make a decision regarding a provider's PA (prior authorization) request within 20 working days from the
receipt of all the necessary information. After processing the PA request, ForwardHealth will send the provider either a decision
notice letter or areturned provider review letter. Providers will receive a decision notice letter for PA requests that were
approved, approved with modifications, or denied. Providers will receive areturned provider review letter for PA requests that
require corrections or additional information. The decision notice letter or returned provider review letter will clearly indicate what
is approved or what correction or additional information ForwardHealth needs to continue adjudicating the PA reguest.

Providers submitting PA requests via the ForwardHealth Portal will receive a decision notice letter or returned provider review
letter viathe Portal.

If the provider submitted a PA request via mail or fax and the provider has a Portal account, the decision notice letter or returned
provider review letter will be sent to the provider via the Portal, as well as by mail.
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If the provider submitted a paper PA request viamail or fax and does not have a Portal account, the decision natice letter or
returned provider review letter will be sent to the address indicated in the provider's file as their PA address (or to the physical
addressiif thereisno PA address on file), not to the address the provider wrote on the PA request.

The decision notice letter or returned provider review letter will not be faxed back to providers who submitted their paper PA

request via fax. Providers who submitted their paper PA request via fax will receive the decision notice |etter or returned provider
letter via mail.

Topic #5038

Correcting Returned Prior Authorization Requests and
Request Amendments on the Portal

If aprovider received areturned provider review letter or an amendment provider review letter, they will be able to correct the
errors identified on the returned provider review letter directly on the ForwardHealth Portal. Once the provider has corrected the
error(s), the provider can resubmit the PA (prior authorization) request or amendment request via the Portal to ForwardHealth for
processing. When correcting errors, providers only need to address the items identified in the returned provider review letter or
the amendment provider review letter. Providers are not required to resubmit PA information already submitted to
ForwardHealth.

Topic #5037

Decision Notice L ettersand Returned Provider Review
L etterson the Portal

Providers can view PA (prior authorization) decision notices and provider review letters via the secure area of the ForwardHealth
Portal. PA decision notices and provider review letters can be viewed when the PA is selected on the Portal.

Note: The PA decision notice or the provider review letter will not be available until the day after the PA request is processed by
ForwardHealth.

Topic #425

Denied Requests

When a PA (prior authorization) request is denied, both the provider and the member are notified. The provider receives a PA
decision notice, including the reason for PA denial. The member receives a Notice of Appeal Rights letter that includes a brief
statement of the reason PA was denied and information about their right to afair hearing. Only the member, or authorized
person acting on behalf of the member, can appeal the denial.

Providers may call Provider Servicesfor clarification of why a PA reguest was denied.

Providers are required to discuss a denied PA request with the member and are encouraged to help the member understand the
reason the PA request was denied.

Providers have three options when a PA reguest is denied:
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1 Not provide the service.
1 Submit anew PA request. Providers are required to submit a copy of the original denied PA request and additional

supporting clinical documentation and medical justification along with a new PA/RF (Prior Authorization Request Form, F-
11018 (05/2013)), PA/DRF (Prior Authorization/Dental Request Form, F-11035 (06/2024)), or PA/HIAS1 (Prior
Authorization for Hearing Instrument and Audiological Services 1, F-11020 (05/2013)).

1 Provide the service as a noncovered service.

If the member does not appeal the decision to deny the PA request or appeals the decision but the decision is upheld and the
member chooses to receive the service anyway, the member may choose to receive the service(s) as a noncovered service.
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Sample Notice of Appeal Rights Letter

<Month DD, CCYY=>
<sequence number>

<RecipName= Member Identification Number:
<RecipAddressLinel> 008 0.65.0.0. 0.6 &
<RecipAddressLine2= Local County or Tribal Agency
<RecipCity> <RecipStateZip= Telephone Number: <AgencyPhone>

<PROGRAM NAME=> Notice of Appeal Rights

Appeal Date: <AppealDate>

In <PROGRAM NAME=, certain services and products must be reviewed and approved before
payment can be made for them. This review process is called prior authorization (PA). The
purposes of this letter are to notify you that <PROGRAM NAME= has either denied or modified
a request for prior authorization of a service or product that was submitted on your behalf and to
inform you of your right to appeal that decision.

Your provider <ProviderName> requested prior authorization for the following service(s):

Service Code Modifier Service Unit Dallar
Desenption

OG0 6.5.5.0.0.6 ¢ KX XX EESE0.0.0.8.6.0.0.0.0.0.6.6.6.6.5.6.6.6.6.6.1 LSO 6 S AP G. 66560 6.
AN XX AN OO OO
AR OO OO Y

XXXKAXXKXXX XX XX KRN EXERX KX NN XXXXX XX XXXXX.XX
KN XX OO OO
XXX RO NX

<RerviceNN=

That prior authorization request, PA number <PANumber>, was reviewed by <PROGRAM
NAME= medical consultants. Based on that review, the following services have been denied or
maodified as follows.
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Denied Services

Service Code Modifier Service Unit Daollar
Description

KXXNXXXXNXX XX XX EEEE A0 08869900000 6.6.0.0.0.9.6.¢.1 KEXNN KX KEXXXXX
AN XX OGO
ARG

KXXNRXXXNXX XX XX EEEE0008.8.6.9.0.0.0.0.0.5.6.6.5.0.0.6.§.6.4 AEXKK KK KEXXX XX
XX XX OGO
AR

=DenicdServiceNN=

Modified Services

Service Code Modifier Service Unit Dallar
Description

OO XX XX A OO OO OO HNNHRN MMNKNKX
XX XX OGO
MAXNNEX NN RN NXXX

HOOCRN XX XK XX AR NNNXHKKN XXXXKXX
XX XX L0 00.0.0.00 0866006 6.0.0.0.0.0.0.5.6.1
B 6660000000080 0 665006864

=ModificdServiceNN=

<PROGRAM NAME="s denial or modification of the services requested was made for the
following reasons:

(Denial/modify code(s) will be inserted here)

<PROGRAM NAME= bases its decisions on criteria found in the Wisconsin Administrative
Code. <PROGRAM NAME> may modify or deny a prior authorization request if one or more of
the criteria are not supported by documentation submitted by your provider. The specific
regulation(s) that supports the reason for the denial/modification of your provider’s request for
services is found in the following Wisconsin Administrative Code:

(Wis. Admin. Code Regulation(s) will be inserted here)
We have sent your provider the denied/modified prior authorization request. We encourage you

1o contact <Provider Name> to review the prior authorization request and the reasons for the
decision.
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Your Rights and Responsibilities

You or your designated representative may appeal this decision in accordance with state and
federal law within <RecipientDays> days. To file an appeal, you may do one of the following:

1) Call your local county or tribal agency at the telephone number listed on the first page of this
letter for an appeal form and/or assistance in completing it.

2) Write a letter requesting an appeal to the Division of Hearings and Appeals at the following
address:

Division of Hearings and Appeals
Department of Administration
PO Box 7875

Madison WI 53707-7875

The appeal form or letter should include all of the following:

* The name, address, and telephone number of the <PROGRAM NAME= member for whom
the appeal is being made.

= The member identification number,

= The prior authorization number <PANumber> of the denied/modified request.

* The reason you think the denial or modification of the prior authorization is wrong,

REMEMBER: You must mail or deliver your appeal to your local county or tribal agency or the
Division of Hearings and Appeals so it is received by the <RecipientDays=>-day deadline, which is
<AppealDate>.

You will lose your right to an appeal if your request to appeal is not received by the local county
or tribal agency or the Division of Hearings and Appeals by <AppealDate>.

If you file an appeal, you may expect the following to occur:

+ The state Division of Health Care Access and Accountability will be required to explain, in
writing, the reason(s) for the denial or modification of the services your provider requested.
This explanation will be mailed to you.

»  The Division of Hearings and Appeals will schedule a hearing to consider vour appeal and
will notify you of the time and place by mail. Hearings are generally held at your local county
or tribal agency. You may want to ask your local county or tribal agency if there is free legal
help available in your area.

= At that hearing, you (or you may choose a friend, relative, attorney, provider, ele., (o
represent you) will have an opportunity to explain your need for the service to a hearing
officer. Division of Health Care Access and Accountability staff may also appear in person
or participate by telephone.

= Based on all the information available, the hearing officer will make a decision on yvour
appeal, notify you of the decision by mail, and advise you of any additional appeal rights.
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Whether or not you appeal, <PROGRAM NAME= will pay for any services it has approved.
After the hearing officer makes a decision on your appeal, <PROGRAM NAME> will continue
to pay for the approved services plus any additional services the hearing officer directs
<PROGRAM NAME= to pay.

If you need information about accommodation for a disability or for language translation, please
call 1-608-266-3096 (voice) or 1-608-264-9853 (TTY) immediately so arrangements can be
made. The staff at these numbers will not be able to provide you with information about the
reasons for Wisconsin <PROGRAM NAME="s decision to deny or modify the prior
authorization request. These telephone numbers at the Division of Hearings and Appeals should
only be used for questions about the hearing process.

F-11194 {10/08)
Topic #12837

Pharmacy Providers

If aPA is denied during adjudication, providers may submit a new request for the service using the P4 transaction; however, they
are required to submit the original denied PA request, additional supporting clinical documentation, and medical justification viathe
Portal, fax, or mail following the submission guidelines.

Topic #426

Modified Requests

Modification is a change in the services originally requested on a PA (prior authorization) request. Modifications could include, but
are not limited to, either of the following:

1 The authorization of a procedure code different than the one originally requested.
1 A change in the frequency or intensity of the service requested.

When a PA request is modified, both the provider and the member are notified. The provider will be sent a decision notice letter.
The decision notice letter will clearly indicate what is approved or what correction or additional information is needed to continue
adjudicating the PA request. The member receives a Notice of Appea Rights letter that includes a brief statement of the reason
PA was modified and information on their right to afair hearing. Only the member, or authorized person acting on behalf of
the member, can appeal the modification.

Providers are required to discuss with the member the reasons a PA request was modified.
Providers have the following options when a PA request is approved with modification:

1 Provide the service as authorized.

1 Submit a request to amend the modified PA request. Additional supporting clinical documentation and medical justification
must be included.

1 Not provide the service.

1 Provide the service as originally requested as a noncovered service.

If the member does not appeal the decision to modify the PA request or appeals the decision but the decision is upheld and the
member chooses to receive the originally requested service anyway, the member may choose to receive the service(s) asa
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noncovered service.

Providers may call Provider Services for clarification of why a PA request was modified.

Sample Notice of Appeal Rights Letter

=Month DD, CCYY=>

<sequence number>

<RecipMName> Member Identification Number:
<RecipAddressLinel> (9.6.0.0.0.6:.0.6.0.0. &
<RecipAddressLine2> Local County or Tribal Agency
<RecipCity> <RecipStateZip= Telephone Number: <AgencyPhone>

<PROGRAM NAME> Notice of Appeal Rights

Appeal Date: <AppealDate>

In <PROGRAM NAME=>, certain services and products must be reviewed and approved before
payment can be made for them. This review process is called prior authorization (PA). The
purposes of this letter are to notify you that <PROGRAM NAME= has either denied or modified
a request for prior authorization of a service or product that was submitted on your behalf and to
inform you of your right to appeal that decision.

Your provider <ProviderMame> requested prior authorization for the following service(s):

Service Code Modifier Service Unit Dallar
Desenption

eS80 6550064 KX XX B S00.8.860.9.0.0.0.6.0.6.6.5.0.0.8.6.61 AN KK MK XX
AN XX NN OO OO OO R
EEE 000000006 0000000 0.0.0.6.6.6.1

XXXXEXXXXXX XX XX KNXNEXNEX KRN KXXXX XX XXXXX.XX
KN XX LRSS0 0SS 0L LSS LELEEE LS
NGOG

<RerviceNN=>

That prior authorization request, PA number <PANumber>, was reviewed by <PROGRAM
NAME= medical consultants. Based on that review, the following services have been denied or
madified as follows.

Denied Services

Service Code Modifier Service Unit Dallar
Deseription

KXXXNRXXXNXX XX XX EEEE L0080 8.6.9.9.0.0.0.0.5.6.6.9.0.0.9.6.6.4 KEXNNKEX XXXXX XX
AN XX ACOOCOGOOOCOOODOOGOOX
RO

KON XX XX EEEE 0000869000000 5.6.6.5.0.0.6.6.6.4 HEAXKK KK KEXXX XX
XX XX BRGS0 00000060000 0000008664
AR

<DeniedServiceNN=
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Modified Services

Service Code Modifier Service Unit Dallar
Deseription

OO XX XX OCOOOOCOAOOOX MK XXX
NN XX EEAE S 40000 L LEEEEEELEE 8 ¢
EES 500000000 L RS0 LELLE0 66

SOOI XX XX OGO XX NXXNHXX XMXXXXX
XX XX AN R X
EES 6000000 SR EREEELEEES 6

<ModifiedServiceNN=

<PROGRAM NAME="s denial or modification of the services requested was made for the
following reasons:

(Denial/modify code(s) will be inserted here)

<PROGRAM NAME=> bases its decisions on eriteria found in the Wisconsin Administrative
Code. <PROGRAM NAME= may modify or deny a prior authorization request if one or more of
the criteria are not supported by documentation submitted by your provider. The specific
regulation(s) that supports the reason for the denial/modification of your provider’s request for
services is found in the following Wisconsin Administrative Code:

(Wis. Admin. Code Regulation(s) will be inserted here)

We have sent your provider the denied/modified prior authorization request. We encourage you
Lo contact <Provider Name> to review the prior authorization request and the reasons for the
decision.

Your Rights and Responsibilities

You or your designated representative may appeal this decision in accordance with state and
federal law within <RecipientDays> days. To file an appeal, you may do one of the following:

1) Call your local county or tribal agency at the telephone number listed on the first page of this
letter for an appeal form and/or assistance in completing it.

2) Write a letter requesting an appeal to the Division of Hearings and Appeals at the following
address:

Division of Hearings and Appeals
Department of Administration
PO Box 7875

Madison WI 53707-7875

The appeal form or letter should include all of the following:

* The name, address, and telephone number of the <PROGRAM NAME= member for whom
the appeal is being made.

= The member identification number,

= The prior authorization number <PANumber> of the denied/modified request.

+  The reason you think the denial or modification of the prior authorization is wrong.

REMEMBER: You must mail or deliver your appeal to your local county or tribal agency or the
Division of Hearings and Appeals so it is received by the <RecipientDays=>-day deadline, which is
<AppealDate>,

You will lose your right to an appeal if your request to appeal is not received by the local county
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or tribal agency or the Division o Heanngs and Appeals by <Appeallate>.

It you file an appeal, you may expect the following to occur:

* The state Division of Health Care Access and Accountability will be required to explain, in
writing, the reason(s) for the denial or modification of the services your provider requested.
This explanation will be mailed to you.

= The Division of Hearings and Appeals will schedule a hearing to consider your appeal and
will notify you of the time and place by mail. Hearings are generally held at your local county
or tribal agency. You may want to ask your local county or tribal agency if there is free legal
help available in your area.

= At that hearing, you (or you may choose a friend, relative, attorney, provider, ete., to
represent you) will have an opportunity to explain your need for the service to a hearing
officer. Division of Health Care Access and Accountability staff may also appear in person
or participate by telephone.

= Based on all the information available, the hearing officer will make a decision on your
appeal, notify you of the decision by mail, and advise you of any additional appeal rights.

Whether or not you appeal, <PROGRAM NAME= will pay for any services it has approved.
After the hearing officer makes a decision on your appeal, <PROGRAM NAME> will continue
to pay for the approved services plus any additional services the hearing officer directs
<PROGRAM NAME= 10 pay.

If you need information about accommodation for a disability or for language translation, please
call 1-608-266-3096 (voice) or 1-608-264-9853 (TTY) immediately so arrangements can be
made. The staff at these numbers will not be able to provide you with information about the
reasons for Wisconsin <PROGRAM NAME="s decision to deny or modify the prior
authorization request. These telephone numbers at the Division of Hearings and Appeals should
only be used for questions about the hearing process.

F-11194 (10/08)

Topic #1324

Response Time

For most drugs, ForwardHealth responds by fax or telephone to the provider's paper PA (prior authorization) request within 24
hours of the receipt of the request. The response consists of an acknowledgment that the PA request was received by
ForwardHealth.

Weekend and Holiday Processing
Paper PA requests received Monday through Friday (except holidays) are handled as follows:
1 If therequest is received before 1 p.m. central time, ForwardHealth makes an attempt to notify the provider by telephone
or fax within 24 hours.

1 If therequest is received after 1 p.m. central time, ForwardHealth makes an attempt to notify the provider by telephone or
fax on the next regular business day.

Exceptionsto the 24-Hour Response
ForwardHealth responds within 24 hours except when:

1 The PA request contains insufficient, incorrect, or illegible information so that ForwardHealth cannot identify the requesting
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provider or determine that the requested service requires a 24-hour response.
1 The PA reguest does not have the provider's telephone or fax number.

ForwardHealth makes three attempts to contact the provider by telephone or fax within 24 hours of receiving the PA request.

Topic #4737

Returned Provider Review Letter Response Time
Thirty Daysto Respond to the Returned Provider Review L etter

ForwardHealth must receive the provider's response within 30 calendar days of the date on the returned provider review letter,
whether the letter was sent to the provider by mail or through the ForwardHealth Portal. If the provider's response is received
within 30 calendar days, ForwardHealth still considers the origina receipt date on the PA (prior authorization) request when
authorizing a grant date for the PA.

If aprovider needs more than 30 days to submit the requested information, providers can request an extension by submitting a
letter that explains why more time is needed to gather and submit the additional information requested. The letter seeking an
extension must be submitted within the initial 30 calendar days of receiving the returned provider review |etter.

Instructions for how to submit the letter can be found in the ForwardHealth Provider Portal Prior Authorization User Guide. If a
provider wants to submit the |etter viamail or fax, the provider must ensure it is received within the 30 days. While mailed or
faxed letters are accepted, providers are encouraged to submit the letter via electronic upload.

Providers will be notified in a manner similar to how they submitted their letter, and the new deadline will be included in that
notification. Providers who mail their submissions will receive a notification in the mail. Providers who electronically upload their
submission will receive a notification in the Portal, etc.

If ForwardHealth does not receive the provider's response within 30 calendar days of the date the returned provider review letter
was sent, the PA status becomes inactive and the provider is required to submit a new PA request. Thisresultsin alater grant
date if the PA request is approved. Providers will not be notified when their PA request status changes to inactive, but this
information will be available on the Portal and through WiCall.

If ForwardHealth receives additional information from the provider after the 30-day deadline has passed, aletter will be sent to
the provider stating that the PA request is inactive and the provider is required to submit a new PA request.

Topic #427

Returned Reguests

A PA (prior authorization) request may be returned to the provider when forms are incomplete, inaccurate, or additional clinical
information or corrections are needed. When this occurs, the provider will be sent a provider review letter.

Returned Provider Review L etter

The returned provider review letter will indicate the PA number assigned to the request and will specify corrections or additional
information needed on the PA request. Providers are reguired to make the corrections or supply the requested information in the
space provided on the letter or attach additional information to the |etter before mailing the letter to ForwardHealth. Providers can
also correct PAs that have been placed in returned provider review status in the ForwardHealth Portal.
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If providers require more than 30 days submit corrections or required additiona information, they can request an extension by
submitting aletter that explains why more time is needed. The letter requesting an extension must be submitted within the initial 30
calendar days of receiving the returned provider review letter.

Instructions for how to submit the letter can be found in the ForwardHealth Provider Portal Prior Authorization User Guide. If a
provider wants to submit the letter viamail or fax, the provider must ensure it is received within the 30 days. While mailed or
faxed |etters are accepted, providers are encouraged to submit the letter via electronic upload.

Providers will be notified in a manner similar to how they submitted their letter, and the new deadline will be included in that
notification. Providers who mail their submissions will receive a notification in the mail. Providers who electronically upload their
submission will receive a notification in the Portal, etc.

The provider's paper documents submitted with the PA request will not be returned to the provider when corrections or additional
information are needed; however, X-rays and dental models will be returned once the PA is finalized.

Photographs submitted to ForwardHealth as additional supporting clinical documentation for PA requests will not be returned to
providers and will be disposed of securely.

Therefore, providers are required to make a copy of their PA requests (including attachments and any supplemental information)
before mailing the requests to ForwardHealth. The provider is required to have a copy on file for reference purposes if more
information is required about the PA request.

Note: When changing or correcting the PA request, providers are reminded to revise or update the documentation retained in their
records.
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Follow-Up to Decisions

Topic #4738

Amendment Decisions

ForwardHealth will make a decision regarding a provider's amendment request within 20 working days from the receipt of all the
necessary information. The method ForwardHeal th will use to communicate decisions regarding PA (prior authorization)
amendment requests will depend on how the PA request was originally submitted (not how the amendment request was
submitted) and whether the provider has a ForwardHealth Portal account:

1 If the PA request was originally submitted via the Portal, the decision notice letter or returned amendment provider review
letter will be sent to the provider viathe Portal.

1 If the PA request was originally submitted via mail or fax and the provider has a Portal account, the decision notice letter or
returned amendment provider review letter will be sent to the provider via the Portal, as well as by mail.

1 If the PA request was originally submitted viamail or fax and the provider does not have a Portal account, the decision
notice letter or returned amendment provider review letter will be sent by mail to the address indicated in the provider'sfile
as their PA address (or to the physical addressif thereis no PA address on file), not to the address the provider wrote on
the PA request or amendment request.

Topic #431

Amendments

Providers are required to use the Prior Authorization Amendment Request (F-11042 (07/2012)) form to amend an approved or
modified PA (prior authorization) request.

ForwardHealth does not accept a paper amendment reguest submitted on anything other than the Prior Authorization Amendment
Request form. The Prior Authorization Amendment Request form may be submitted through the Portal, by mail or by fax. If
ForwardHealth receives a PA amendment on a previous version of the Prior Authorization Amendment Request form, a letter will
be sent to the provider stating that the provider is required to submit a new PA amendment request using the proper form.

Providers may request an amendment to an approved or modified PA request to:
Temporarily modify a member's frequency of a service when there is a short-term change in their medical condition.
Change the rendering provider information when the billing provider remains the same.

Change the member's ForwardHealth identification number.

1
1
1
1 Add or change a procedure code.

Note: ForwardHealth recommends that, under most circumstances, providers should enddate the current PA request and submit a
new one if there is a significant, long-term change in services required.

Topic #432
Appeals

If a PA (prior authorization) request is denied or modified by ForwardHealth, only a member, or authorized person acting on
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behalf of the member, may file an appeal with the DHA (Division of Hearings and Appeals). Decisions that may be appealed
include the following:

1 Denid or modification of a PA request
1 Denia of aretroactive authorization for a service

The member is required to file an appeal within 45 days of the date of the Notice of Appeal Rights.

To file an appeal, members may complete and submit a Request for Fair Hearing (DHA-28 (08/09)) form.

Though providers cannot file an appeal, they are encouraged to remain in contact with the member during the appeal process.
Providers may offer the member information necessary to file an appeal and help present their case during afair hearing.

Fair Hearing Upholds ForwardHealth's Decision

If the hearing decision upholds the decision to deny or modify a PA request, the DHA notifies the member and ForwardHealth in
writing. The member may choose to receive the service (or in the case of amodified PA request, the originally requested service)
as a noncovered service, not receive the service at al, or apped the decision.

Fair Hearing Overturns ForwardHealth's Decision

If the hearing decision overturns the decision to deny or modify the PA request, the DHA notifies ForwardHed th and the
member. The letter includes instructions for the provider and for ForwardHealth.

If the DHA letter instructs the provider to submit a claim for the service, the provider should submit the following to
ForwardHealth after the service has been performed:

1 A paper claim with "HEARING DECISION ATTACHED" written in red ink at the top of the claim
1 A copy of the hearing decision
1 A copy of the denied PA request

Providers are required to submit claims with hearing decisions to the following address:

ForwardHealth
Specialized Research
Ste 50

313 Blettner Blvd
Madison WI 53784

Claims with hearing decisions sent to any other address may not be processed appropriately.

If the DHA letter instructs the provider to submit a new PA request, the provider is required to submit the new PA request along
with a copy of the hearing decision to the PA Unit at the following address:

ForwardHealth
Prior Authorization
Ste 88

313 Blettner Blvd
Madison WI 53784

ForwardHealth will then approve the PA request with the revised process date. The provider may then submit a claim following
the usual claims submission procedures after providing the service(s).

Published Policy Through June 30, 2025

Pharmacy Page 206 of 561



Wisconsin Medicaid

Financial Responsibility

If the member asks to receive the service befor e the hearing decision is made, the provider is required to notify the member
before rendering the service that the member will be responsible for payment if the decision to deny or modify the PA request is
upheld.

If the member accepts responsibility for payment of the service before the hearing decision is made, and if the appeal decision
upholds the decision to deny or modify the PA request, the provider may collect payment from the member if certain conditions
are met.

If the member accepts responsibility for payment of the service before the hearing decision is made, and if the appeal decision
overturns the decision to deny or modify a PA request, the provider may submit a claim to ForwardHealth. If the provider
collects payment from the member for the service before the appeal decision is overturned, the provider is required to refund the
member for the entire amount of payment received from the member after the provider receives Medicaid's reimbursement.

Wisconsin Medicaid does not directly reimburse members.

Sample Notice of Appeal Rights Letter

<Month DD, CCYY=>
<sequence number>

<RecipMame> Member ldentification Number:
<RecipAddressLinel> <KXM-XX-XNXXXX=
<RecipAddressLine2> Local County or Tribal Agency
<RecipCity> <RecipStateZip= Telephone Number: <AgencyPhone=

<PROGRAM NAME> Notice of Appeal Rights

Appeal Date: <AppealDate>

In <PROGRAM NAME=, certain services and products must be reviewed and approved before
payment can be made for them. This review process is called prior authorization (PA). The
purposes of this letter are to notify you that <PROGRAM NAME= has either denied or modified
a request for prior authorization of a service or product that was submitted on your behalf and to
inform you of your right to appeal that decision.

Your provider <ProviderName= requested prior authorization for the following service(s):

Service Code Muodifier Service Unit Dollar
Deseription

KEKKNKKKNNN MM KX RN X NN XNNX KXXNX KX MNXXXX.XX
XX XX OO0
BRGS0 6000006000000 EE406.6.6.¢

AXENEXKRKNNX AX XX HANKNNRXRNE AN NN NXNXN LSS 60 0. 0. 06 4.9.0.9%.9.1
XX XX OO OO
NN

<ServiceNN=

That prior authorization request, PA number <PANumber>, was reviewed by <PROGRAM
NAME> medical consultants. Based on that review, the following services have been denied or
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maodified as follows,