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PLAN C 
Prescription Drug Benefit Description 

Herein called “Description” 

Plan C Prescription Drug Program For State of Kansas Employees 
Health Plan 
Th i s b oo k let de scr ib e s t h e P l a n C Pr e scr ipt io n D r ug be n ef it s av ai l ab l e t hr ou g h 
the State of Kansas program. The prescription drug program is funded by the 
Kans as State Employ ees Health Car e Commission and adminis ter ed by C VS 
Car emar k. The State of Kans as r es erves the r ight to c hange or ter minate the 
program at any time or to change the company that administers the program. 

The CVS Caremark Pharmacy and T herapeutics Committee administers 
the Pr ef er r e d D r u g L i st a nd as si st s t h e St at e i n d et er m in i ng t he a ppr opr i at e 
t ier sof cov er age. CVS Caremark is not the ins urer of this Program and does 
not as s u me a ny fi n anc ia l r is k or obl i gat i on w it h res pec t to claims. 

Contact Information 
For an s wer s to any qu es ti on s r e g ar di ng 
Yo ur pr e sc rip ti on clai ms pa y men t contact: CVS Caremark 

P.O. Box 52136 
P ho e ni x, AZ 85072-2136 
1-8 00 -29 4-6324 
http://www.caremark.com 
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Section 1 Definitions 
Allowed Charge – t h e m ax im um am ou nt t h e Pl a n d et er mi n es is pa ya b le f or 
a covered expense. For this Plan the Allowed Charge will be the contracted 
reimburs ement r ate inc luding any applic able s ales tax. When this Plan is 
secondary to other insuranc e cov erage, the Allowed Charge will be the 
amount allowed but not cov ered by the other plan s ubj ect to the c overage 
prov is io ns of t his P la n. 
Biosimilar – is a biologic medication made from the same type of sources 
as its original biologic and has the same treatment risks and benefits. “For 
bios i mi lar s to be ap pr ov ed by F D A, s tud ies mus t s ho w that th er e ar e 
no d iffer e nc es i n th e s afety and effec t iv enes s of biosim ilars a nd t he 
or igi na l b io log ic s .” F or mor e in for ma tio n s ee: 
htt ps :// ww w.f da .g ov /dr ugs / b ios im i lar s / bi os i m il ar s -b asics -pat ie nts 
Brand Name – Ty pically, t his means a drug manufactur ed and marketed 
un d er a t r a d em ar k, or n am e b y a s p ec if i c dr u g ma n uf a ct ur er . For pur p os es of 
pr icing, dr ug c lassification (e.g., Brand vs. G eneric) will be establis hed by a 
nat i on al ly rec og niz ed dru g p r ic i ng an d c las s i fic at io n s o ur c e. 
Compound Medication – a medication mix ed for a s pecific patient and not 
available commercially. To be eligible for reimbursement a Compound 
Medication must contain at least one Legend Drug that has been assigned a 
national drug code (NDC) number, requiring a Physician’s Order to dispense, 
an d eligible for c overa ge un der t his P la n. 

Coinsurance – is a sharing mechanism of t he c ost of healt h c are and is 
ex pr e ss e d a s a per ce nt ag e of t he A ll ow ed C h ar g e t h at w i l l b e p ai d by Y ou an d 
the ba la nc e pai d by t he Pla n. 
Copayment/Copay – a sp e cif i ed am o unt t h at Y ou ar e r e qu ir ed t o p ay f or e ac h 
qu ant ity or supply of pr es c r i pt io n medication t hat is p ur c has e d. 
Copayment/Coinsurance Maximum – t he ma xi mu m combined t ot a l f or a 
Me mb er o n t h e C oi ns ur an c e a nd C o pa ym e nt s f or G e ner ic, and Pr ef er r e d 
me dic at io ns . 
Discount Medications – are medications Not Covered by the Plan but the Plan 
has negotiated discounts from Network Pharmacies for their purchas e. These 
it ems inc lu de me dic at io ns w it h pr im ary i nd ic a ti ons f or us e are : infertility; 
erectile dysfunction; medications used primarily for cosmetic purposes; dental 
preparations (toothpaste, mouthwash, etc.); prescription medications where an 
equiv alent non presc ription produc t is av ailable Ov er-The-Counter 
- example: non s edating antihistamines & nas al steroids; Drug Effic acy Study 
I mp le me nt at i on ( D E SI -5) me d i cat io ns – o l der me d ic at i o ns w hi ch st i l l r e qu ir e a 
prescription, but which the FDA has approved only on the basis of safety, not 
saf ety and eff ect iveness; Ostomy supplies and ot her prescr iption medicat ions 
des ig nate d by the P lan. 
Drug Override – a f eat ur e t ha t al low s M em b er s w ho me et s pe cif ic cr it er i a 
outlined in the Plan to receive Non Preferred Drugs at the Preferred Drug 
Coins ur anc e l ev el. 

http://www.fda.gov/drugs/biosimilars/biosimilars-basics-patients
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Experimental, Investigational, Educational or Unproven Services – medical, 
surgic al, diagnos tic, psychiatr ic, s ubs tanc e abus e or other health c are serv ic es, 
tec hnologies, supplies, treatments, procedures, drug therapies or devices that 
are det erm i ne d by th e Pl an ( at t he tim e it m akes a de ter mi na ti on r eg ard ing 
coverage) to be: (1) not approved by the U.S. Food and Drug Administration 
(“FDA”) to be la wf ul ly mark e t ed for t he pr op os ed us e an d not i de nt if ie d in th e 
Americ an Hospital Formulary Serv ice or the United States Pharmacopeia 
Dis p ens in g I nf orm at io n as a ppro pr iat e f or t he pro pos ed us e; or (2) s u bj ec t to 
review and approval by any Institutional Review Board for the proposed use; or 
(3) the subj ect of an ongoing clinic al trial that meets the definition of a Phase 1, 
2, or 3 Clinic al Trial s et forth in the FDA regulations, regardless of 
whether the trial is actually subject to FDA oversight; or (4) not demonstrated 
through prevailing peer-reviewed medic al literature to be safe and effective 
for treating or d ia gn osing th e con ditio n or il ln es s f or wh ich its use is 
proposed; or (5) for the primary purpose of providing training in the ac tivities 
of da ily living, instr uction in s c ho las t ic skills such as re ad ing or writing, or 
preparation for an occupation or treatment for learning disabilities. Coverage 
of c li n ic a l tr i als is pr ov i de d as req uir ed u nd er th e AC A. 
Generic – Typically, this means a medication c hemic ally equivalent to a 
Brand Name drug on which the patent has expired. For purposes of pricing, 
dr u g c l as sif ic at i o n ( e. g. , Br an d vs. Ge n er i c) w i l l b e e st a b li sh e d b y a nat io n al l y 
r ec og niz ed dr ug pr ic i ng a nd c las s i fic at io n s o ur c e. 
Health Plan Deductible – The amount You are required to pay out of Your 
pocket before eligible medical or prescription drug claims will be reimbursed 
by the P lan. 
Injectable Drug List – Injectable medications include drugs that are 
intended to be s e lf-a dm inist ered by th e Me mb er a nd / or a f am i ly me m ber 
as w el l as s om e t h at m ay n ee d t o be ad mi n ist er e d by a me d ic al pr of e ss io n al. 
The cos t to injec t thes e drugs is not covered under this Plan. Coverage is 
limited to those medications that have been designated by the Plan. This list is 
subject to per iod ic rev ie w a nd mo dif icat ion . 

Legend Drug – medications or vitamins that by law requir e a physician’s 
pr es c r iptio n to pur c has e t h em. 

MaximumAllowableCostList (MACList)– a lis t of specific multi-source 
Brand Name and Generic drug products that the maximum allowable costs 
have been established on the amount reimbursed to pharmacies. 
Maximum Allowable Quantity List – some medications are limited in the 
am ou nt allowe d per fill. Limit in g f actors are FDA a ppr ova l in d icat io ns for 
( MA Q) a s w e ll as ma n uf a ct ur e pa ck ag e s i ze an d st a nd ar d u n it s of t her a py. T h e 
lis t is s ubj ec t to p er io dic rev i ew a nd mod if ic ati on. 

MedicallyNecessary– Prescription Drug Products whic h are determined 
by the Plan to be medically appropriate and: (1) dispensed pursuant to a 
Pr es cr i pt i o n Or d er or R ef il l; (2) ne ce ss ar y t o m eet t h e ba si c h ea lt h n ee ds of 
the M em ber ; (3) c o ns is te nt in ty p e, fre qu enc y and d urat i on of tre at me nt 
with scientifically-based guidelines of national medical, research, or health 
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care cov er age or ganiz ations or gover nmental agenc ies; and (4) commonly 
and customarily recognized as appropriate for treatment of the illness, injury, 
sick ness or mental illness. (5) For Non Cover ed Pr escr iption Drug Pr oducts 
to be considered for coverage, You must have had an unsuccessful trial with 
one or mor e presc ription drug lis ted on the Pr eferr ed Drug List for tr eatment 
of th e c ond it ion. Non Cov er ed Pr es c r ipti on Dru g Pr odu c ts r equir e Prior 
Auth or iz at ion by the Pl an an d m us t m eet a ll t he ab ov e M edic a l N ecessity 
c r iter ia to be c ons id er e d f or c ov er a ge. Yo ur p hy s ic ia n m us t c o nt ac t the 
Pl an to obtain Pr ior Author ization before a Non Cov er ed Prescr iption Dr ug 
Pr oduc t is e lig ib le f or c ov er age. T he f ac t tha t a pr ov id e r pr es c r ibed a 
Pr es c r ipti on Dr u g Pr oduc t or the fac t th at it may be the o nly tre atme nt for 
a p artic ular illness, injury, s ic kness or me nt a l illness d oes not mean t ha t it is 
Me di c al ly N ec e ss ar y. Th e f a ct t hat a me d ic at i o n m ay be me d i ca ll y n e ce ss ar y 
or appr o pr ia te d oes n ot mean th at is a c ov er ed service. 
Member – an individual eligible for benefits under the Plan as determined by 
the Pl an Spo ns or. 

Network Pharmacy – a ph ar ma cy t h at h a s e nt er e d i nt o an agr e em ent w it h 
CVS Caremark to provide Prescription Drug Products to Members and has 
agre ed to ac c e pt sp eci fi ed r e im burs em en t rat es. 

Non Covered – Prescription Drug Products for which reimbursement by the 
Plan is not available. The decision as to what Prescription Drug Products are 
not c ov er ed is d et er m i ne d by the P la n an d s u bj ec t to p e r io d ic r ev i ew an d 
mo di f ic at io n. 
Non Network Pharmacy - a ph arm ac y th at has no t e nter ed i nto an 
agr e em ent w it h C V S C ar e m ar k t o pr ov i de Pr es cr i pt io n D r u g Pr od uct s t o 
Members or agr eed to acc ept the CVS Caremark reimburs ement rates 
Non Preferred Drug – C o ver e d FD A a ppr ov e d pr es cr i pt i o n d r ug pr o d uct s t h at 
are not listed on the Pr eferr ed Drug Lis t and ar e not c ons ider ed to be Non 
Cov er ed dr u gs by th e Pl an. 

Out of Pocket Maximum – T he annual limit of a member ’s pay ments for 
Cov er ed pr escr iptions drugs and Serv ic es, as s pecified in the Health Plan 
Schedule of Benefits . The Out of Pock et Maximum includes Deductible, 
C oi n sur a nc e a n d C o pa ym e nt s f or el i gi b le me d ic al a nd ph ar m ac y e xp e ns es 
pai d by th e m emb er . 

Over TheCounter(OTC) – are drugs You can buy without a prescription from 
a health care provider. The U.S. Food and Drug Administration (“FDA”) 
det erm i nes w he th er medications ar e pr escript io n or nonprescription. 
N on pr es cr i pt i o n or O TC dr u g s ar e me d ic at i on s t h e FD A d ec i de s ar e s af e a nd 
effec tiv e for us e wi tho ut a pr es c r iptio n. 
Patient Assistance Programs - Ph ar m ac e ut i ca l m a nuf act ur er s m a y sp o ns or 
patient assistance programs that provide financial assistance to individuals 
to augment any existing prescription drug coverage. Amounts paid through 
thes e patient ass istance pr ograms will not c ount towar d meeting Plan 
Deductibles or Out Of Pocket Maximums. Patient Assistance Programs may 
include copay c ards , c oupons and other suc h manufacturer spons ored 
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assistance programs. 

Pharmacy – a lic ens ed prov ider authorized to prepare and dis pens e drugs 
an d m e di cat i on s. A P har m acy mu st h av e a N at i o na l As so c iat io n of B oar d s of 
Ph ar m ac y id en ti fic at io n number ( N A BP n um ber) . 

Plan – The benefits defined herein and administered on behalf of the State of 
Kansas by CVS Care mark. 

Plan Sponsor – S ta te of Kansas 

Preferred Drug List – a list that identifies those Presc ription Drug Products that 
are preferred by the Plan for dispensing to Members when appropriate. This lis t 
is subject to peri odi c rev i ew an d m odi fi c ati on. Th e P referred D ru g List is 
av ai l abl e at: http://www.caremark.com a nd at the SEHP webs i te: 
https://sehp.healthbenefitsprogram.ks.gov/benefits/medical/cvs-caremark 

Preferred Drug – a drug listed on the Preferred Drug List. 

Prescription Drug Product– a m edi c ati on, produc tor device regi s tered wi th 
and approv ed by the U.S. Food and D ru g A dm i ni s trati on (“FD A ”) as s afe and 
effec ti v e when us ed under a heal th c a re prov i der’ s c a re and di s pens ed under 
federal or s tate l aw onl y pursu ant to a Prescription Order or Refill. Fo r the 
purpose of c ov e rage u nde r th e P l an, thi s defi ni ti on i nc l udes insulin and di abeti c 
supplies: insulin s y ri nges wi t h needl es , alc ohol s wabs , bl ood tes ti ng 
strips -gl ucose, urine tes ting strips-gl ucose, ketone testing strips and tablets, 
l anc ets and l anc et dev ic es . 

Prescription Order or Refill – the di rec tive to dispense a Prescription Drug 
Product issued by a duly licensed health c are provi der whos e scope of practice 
permi ts i ss ui ng s uc h a di rec tiv e. 

Prior Authorization – the p r ocess of obtaining pre-approval of coverage 
for ce rtain P rescription D rug P roducts, p ri or to thei r dispensi ng, and using 
guidelines app roved by the Pl an Sponso r. The Plan retains t he final discretiona ry 
authority regarding coverage. The list of medications requiring pri or 
authorizations is subject to periodic review and modification. 

Rescission: is a retroactive cancellation of coverage. In accordance with 
the requir ements in t he Affo rd able Car e Act, the Plan will not retr oactively 
cancel coverage except w h en premiums and contributions are not timely 
paid (i n full), or in cases when an individual pe rfo rms an act, practice or 
omission that constitutes f rau d, or makes an intention al misrepresentation of 
material fact . A failure to timely pay prem i um s i nc l udes a fai l ure to pay 
prem i um s for c onti nuati on c ov erage under COB RA. 

http://www.caremark.com/
https://sehp.healthbenefitsprogram.ks.gov/benefits/medical/cvs-caremark
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Specialty Drugs - Utilized by a small percentag e of th e p op ulation with rathe r 
complex and/or chronic conditions requiring expensive and/or complicated 
drug regimens that require close supervision and monitoring on an ongoing 
basis. Specialty Drugs may require specialized delivery and are 
administered as injectable, inhaled, oral or in fusion therapie s. Coverage unde r 
the drug Plan is limited to medications that have been designated by the Plan 
as Specialty Drugs and are either self-administered or self-injectable. To be 
eligible for coverage under th e Plan, Specialty Drugs must be purchased 
from the 
CVS Caremark Specialty Pharmacy. This list of Specialty Drugs is subject to 
periodic review and modification. 

The PrudentRx program p ro vides members the opportunity to get their 
Specialty Medications through CVS/Caremark at no cost to members after 
the deductible has been met. 

Standard Unit of Therapy – a manufacturer’s pre-packaged quantity or an 
amount sufficient for one course of treatment at normal dosages. 

Tobacco Control – a p rogra m that encourages members to discontinue 
using tobacco products a nd re duce the risk of disease, disabi lity, and death 
related t o tobacco use. 

You or Your – re f e rs to t he Member. 

Section 2 Benefit Provisions 
Coverage for Outpatient Prescription Drug Products 
Th e P la n pr o vi de s c ov er ag e f o r Pr e scr i pt i on D r u g Pr o du ct s, if al l of t h e se 
c ondit io ns ar e m et: 

1. Y ou ar e an eligible Me mb er in t he P l an; and; 
2. it is Medically Necessary; 
3. the Prescription Drug Product is covered under the Plan and it is 

dis pe ns ed accor di ng to P l an gu id e li nes ; 
4. it is obtained through a Network Retail, Mail order or Online 

Ph arm ac y or a N on Ne twork Ret ai l ph ar mac y ; 
5. Specialty Drugs for administration or injection must be 

obtained fr om the C VS Car emark Specialty 
Phar macy; 
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Plan C - Prescription Drug Benefits 
Coverage Level Health Plan Annual Deductible Health Plan Annual Out of Pocket 

Maximum 

Single $2,750 $4,500 

Family $5,500 $9,000 

The deduc t ible f or all “non -s ingle” p olicies (employ ee/ s pous e; employ ee/ c hildren; 
employee/family) will be $3,400 for an individual within the family. However, the overall family 
deduc t ible for thes e policies will remain at $5,500. 

ALL Cov er ed pres c ri pti on drugs are subj ec t to t he c ombi ned medic al and phar mac y Deduc ti bl e of 
$2, 750 f or si ngl e & $5, 500 f or a f amily and t hen Coi ns ur anc e unt il t he O ut of P ock et Maxi mum is met. 

Coverage Level Prescription Drug Product Coinsurance 

Tier One Generic Drugs 20% Coinsurance 

Tier Two Preferred Brand Name 35% Coinsurance 

Tier Three Specialty Medications *See Prudent 
Rx Solutions Program 30% Coinsurance 

Tier Four Non Preferred Brand Name 60% Coinsurance 

Tier Five Discount Tier 100% of discounted prescription cost 

Tier Six Anticancer Oral Deductible then 20% Coinsurance 
Out of Pocket Maximum 
Onc e t he c om bine medic al and pres c ript ion drug Out of P ock et Max imum is met, addit ional eligible 
pharmacy claims will be reimbursed at 100% of the Allowable Charge for the remainder of the calendar 
y ear. 

Benefits are provided for each eligible Prescription Drug Product filled, subject 
to pay ment of any applic able Deductible, Coins ur anc e or Copayment. The 
Pr ov ider and the patient, not the Plan or the employ er deter mine the cours e 
of treatment. Whether or not the Plan w ill c ov er all or par t of the tr eatment 
cost is secondary to the decision of what the treatment should be. If You use 
a Network Pharmacy, the Member’s payment shall not exceed the Allowed 
Char ge if Y ou pr es en t Yo ur i d e n t if ic a t io n c ar d to th e p har macy as 
r equ ir ed. When a Non Network Phar macy is us ed, You w ill be r espons ible 
for the di f f er e nc e b et w e en th e ph ar mac y’s b il le d c harge a nd Allow ed 
Charge in addition to a pp lic ab le Deductible. Ben ef its for services 
r eceiv ed fr o m a R eta il Non N etwork P harm acy w i ll be pa i d to th e pr im ar y 
insured. 
To be eligib le f or coverage under the Plan, Spec ialty Phar macy products 
t hat ar e s e lf -a dm i ni st er e d or s elf inj ect ed mu st b e p ur c h as ed f r om t h e C V S 
Caremark Specialty Pharmacy. Yo u c a nn ot a ss i gn be n ef it s u nd er t h is pr ogr am 
to any other pers on or entity . Non Cov er ed Pr escr iption Dr ug Products 
are not eligible for payment under the Plan unless Prior Authorization has 
been obtained and the pr esc ription is c onsider ed to be Medic ally 
Necessity by the Plan. Information on the Preferred Drug List or Injectable 
Lis t is av a il ab le at : http://www.caremark.com or 
https://sehp.healthbenefitsprogram.ks.gov/benefits/medical/cvs- 

http://www.caremark.com/
https://sehp.healthbenefitsprogram.ks.gov/benefits/medical/cvs
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Generic Prescription Drug Products: 
All prescription Generic drugs are subject to the Health Plan Deductible. Once 
the Deductible is satisfied, Your Coinsurance is 20% of the Allowed Charge for 
eli gi ble pr es c r ipt ion dr ugs . 
Preferred Brand Name Prescription Drug Products: 
All Preferred Brand Name Prescription Drugs are subject to the Health Plan 
D ed u ct i bl e. O nc e t h e D ed uct ib le is sat isf ie d, Y our C o in sur a n ce is 35 % of t he 
Allowed Char ge for eligible prescr iption dr ugs. The Preferred Drug Lis t is 
s ubj ec t to per iod ic r ev ie w a nd mo dif ic at ion . 
Non Preferred Brand Name Drug Products: 
For c ov ered Non Preferred Brand Name Drug Products ar e subjec t to the 
H ea lt h P l an D e du ct i b le. O nc e t he D ed u ct i bl e is s at isf i e d, Y ou r C oi ns ur an ce is 
60% of th e Allowed C har ge f or e li g ib le pres c r ip ti on dru gs . 
Compound Medications: 
Com po u nd c la ims ar e o nly e li g ib le for pay me nt un der th i s Pl an w he n 
dispensed by a Network pharmacy . Eligible Compound Medic ations are 
su bj e ct t o t h e H e a lt h P la n D ed uct ib l e. On ce t he D e du ct i b le is sat i sf i e d, Y our 
Coinsuranc e is 60% of the Allowed Charge for eligible prescription drugs . 
ALL Compound Medications must be purchased at a Network pharmacy 
and if the TOTAL drug cost of the compound is over $300 the claim must 
be prior authorized by the Plan. Claims for Compound Medic ations over 
$300 that have not been prior authorized will be denied by the Plan. 
The Plan r es erves the right to r ev iew all compounded c laims and exc lude 
any excessive c har ges i nc lu di ng bu t n ot l im it e d to c har g es for bas es an d 
bulk c om po und ing pow der s . 
Exclusion of Selec t T opic al Analgesics : Selec t topic al analges ics will be 
ex cl u de d f r o m c ov er a g e b y t h e P l an. C om p ou n de d c l ai ms f o r pa in p at c he s or 
c r eams c ontaining ingredients (al on e or in c o m bi na ti on) f or th e t e mp orary 
relief of minor ac hes and muscle pains assoc iated w ith ar thr itis , s imple 
bac k ac he, s tr a i ns , muscle s or en es s and s t iff nes s ar e No n C ov er e d 
services. 
Pain patches with ingredients including but not limited to: lidocaine, menthol, 
caps aic in and methy l s alicylate are Non Cov er ed services. 
Contraceptive Medications for Women: 
The Plan will pay 100% of the Allowed Charge for prescription contraceptive 
medic ations lis ted on the Preferred Drug Lis t. If You and Your health c are 
prov i der s el ec t a pr es c rip ti o n c on tr ac ept iv e m ed ic at i on not l is te d on th e 
Preferred Drug List, the claim will be subject to the Plan Deductible and the 
Non Preferre d Dru g Co ins ur anc e. 
The list of prescr iption c ontr aceptive medic ations c over ed on the Preferred 
Drug List is subject to periodic review and modification. Female contraceptive 
products which are classified by the FDA as Over The Counter(OTC) and are 
included on the Preferred Drug Lis t are eligible for c overage under this Plan 
if purchased with a prescription from Your Physician. This includes female 
co nt r a ce pt iv e pr o du ct s t h at ar e FD A a ppr ov e d e mer g en cy c ont r ac e pt i ve s. T o 
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ac ce ss c ov er ag e, yo u w il l need to pr e se nt t he pr es cr i pt i o n f or t he OT C it em at 
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the Network pharmacy and request that the claim be run through the 
CVS Caremark c laim system or s ubmit a paper c laim with proper 
doc u me nt at io n of purc has e an d a c opy of t he pr es c r i pt io n. 
Discount Medications: 
Discount Medications are Non Covered prescription medications under this 
Plan. If You purc hase a medication designated by the Plan as a Discount 
Medication, you will be responsible for 100% of the Allowed Charge. The 
Allowed Charge is the CVS Caremark contracted r e imbursement rate and 
prov ides You w ith a discount off the r et ail pr ice of t hese Non Covered 
me di c at i on s. T h e D i sc o unt t i er cl as sif ic at i o n c an n ot b e a p pe al e d or m o dif ie d 
by a prior author ization. The Plan will not pay for thes e items. Discount 
Medications do not count toward meeting Your Health Plan Deductible 
or Out of Pocket Maximum. 
Injectable Medications: 
Coverage for Injectable drugs under this Plan is limited to those medications 
that hav e been des ignated by the Plan Spons or. A lis t of des ignated 
medic ations is available on the web at http://www.caremark.com 
or https://sehp.healthbenefitsprogram.ks.gov/benefits/medical/cvs- 
caremark.T his l is t is s u bj ec t to per io dic r ev i ew an d mo di fi c ati on . Th e 
Inj ec t ab le tre at me nt mus t be Me dic al ly Nec es s ary an d a ppro pr iat e f or t he 
condition being treated. Some Inj ectable Medic ations are available through 
the Specialty Pharmacy program for home delivery. For those inj ectable 
items that require a medical professional to administer the drug, the cost for 
that injection is not covered under this Plan. These charges should be billed 
to Yo ur me dica l insurance. 
Opioids 
For prescription Opioids additional limitations may apply including but not 
limite d to quantity limits, and prior authorizations requirements depending 
upon the prescription product. Contact CVS Caremark customer service for 
det a ils. 
Oral Cancer Medications 
Oral Cancer Medications are drugs that have been designated by the Plan as 
anti-canc er medic ation us ed to k ill or s low the gr owth of canc er ous cells . A 
complete lis t of eligible oral anti-c anc er drugs are av ailable at: 
http://www.caremark.com or 
https ://sehp.healthbenefits pr ogr am.ks .gov /benefits /medic al/cvs-c aremark 
Onc e the Deduc tible is satisfied, Your Coinsuranc e is 20% of the Allowed 
Charge for eligible prescription drugs. The Plan retains the final discretionary 
authority on what c ons titutes an oral anti-c anc er prescription drug product. 
T his l is t is su bject to per iod ic review a nd mo dif icat ion. 
Out of Pocket (OOP) Maximum 
The Out of Pocket (OOP) Maximum for covered services in combination with 
t he m e di c al O O P un d er P l an C is $ 4, 50 0 p er in d iv id u al an d $9, 00 0 per family. 
Onc e your combined network medical and pharmacy OOP c ost reac hes the 
OOP Maximum, any additional claims received for c ov ered medications 
under this Plan will be reimbursed at 100% of the Allowable Charge for the 
remai nder of th e cal end ar y ear. 

http://www.caremark.com/
http://www.caremark.com/
https://sehp.healthbenefitsprogram.ks.gov/benefits/medical/cvs
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Note: Disc ount medic ations and Non Covered Prescriptions Drug Produc ts 
are not covered expenses under this Plan and therefore do not count toward 
t he O O P M ax im um an d ar e no t cov er ed at 1 00 % on ce t he O OP ma xi mu m h a s 
be e n s at i sf i ed. Pr es cr i pt i o n dr ug cl a im s n ot pr oc es se d by C V S C ar e mar k u si n g 
non CVS Caremark discount cards or store discount programs are not eligible 
for inc lus i on in the OOP or Deduc t ibl e. 
Preventive Care 
The following Prev entive Care presc ription and OTC items will be c overed 
at 100% of the Allowed Charge by the Plan when purc has ed with a 
presc ription from Your phys ic ian. For OTC items , you will need to present a 
physician’s pr escr iption to a Network pharmacy and have the c laim run 
through the Caremark claim system or submit a paper claim with all proper 
doc u me nt at io n f or re i mb urs em ent of th e A ll ow ed A mo u nt. T his l is t is n ot 
al l inc lus iv e an d su bj ec t to p eri od ic r ev ie w a nd m od if ic at i on as f ed era l 
guidelines for preventive care are updated. For a complete list of Preventive 
Serv ic es v is i t ht tps: //w ww. H ea lt hCar e. gov. 

Adu lts a ge 45 an d ov er: As p ir in 
A du lt s ag e 40 t o 7 5: l ow -do se St at i n 
Pr eg n ant Wo me n at h ig h r i sk f or pr e-e cl a mp si a: As pir i n 
Immu niz at io ns : C hi ldr en an d Ad ult 
Scr e en i ng f or C o l or e ct a l C a n c er a ge 5 0 a nd ov er : Bo w e l Pr e par at i o n 

Me dic at io ns 
Women Br east Cancer Prevention age 35 and over 
Women un der a ge 55 and u nd er: F ol ic Ac id 
Wo ma n Pr ev ent iv e S er v ic es: S ee W om e n’ s C ont r ac ept i on S ect io n of t hi s 

doc u me nt 
C hi l dr e n age 6 an d un d er : Or al f luor ide 
Tobacco C essat ion Products: See Tobacco Contr ol Section of this document 
Preexposure Prophylaxis (PrEP) for HIV 

Specialty Drug 
Specialty drugs are medications that have been designated by the Plan. To be 
el i gi b le f or c ov er a g e u nd er t h e Pl a n, S p ec i alt y D r u gs m u st b e p ur c h as ed f r om 
the CVS Car emark Spec ialty Phar macy. The lis t of Spec ialty Drugs is 
available at www.caremark.com and is s ubj ect to per iodic rev iew and 
modific ation. 
All Spec ialty Dr ugs are s ubj ect to the Health Plan Deduc tible. O nc e the 
D ed u ct i bl e is s at i sf i e d, t h e P l a ns pa ys el i gi b le pr e scr i pt i o n dr ug s p ur c h as e d 
from the Car emark Spec ialty Pharmacy ar e subj ect to the appr opriate 
Coins ur anc e t ier . 
For me mb er s r e qu ir in g Sp ec i a lt y D r ug s, C V S C ar em ar k w il l enr o ll Y ou i n t h e 
Specialty Pharmacy program. The Specialty Pharmacy program focuses on 
patients who have c omplex and/or chronic conditions requiring ex pens ive 
an d/or c omplic ated dru g re gi me ns th at require close supervision and 
monitoring on an ongoing basis. Should You be prescribed a drug on 
t he S pe ci a lt y D r ug Li st s im pl y ca ll C ar em ar k S p ec ia lt y at 1-8 00-2 37-2 76 7. 
CV S C ar e mar k wi l l c oor d in at e get t in g t h e pr e scr ipt io n f r o m t h e d oct or , if 
necessary and work with You to set up delivery. As these products often 

http://www.healthcare.gov/
http://www.healthcare.gov/
http://www.healthcare.gov/
http://www.caremark.com/
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require special handling, you can schedule drug delivery to Your home, 
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doc tor’s offic e, local pharmac y or other location You des ignate. The 
me di c at i on a lo n g w it h a ny ne c es sar y s up p li es ( at n o a d dit i on al co st ) w i ll 
typically be shipped over night to Y o u. You will n ot be charged a ny s hi p pi n g 
char ges. You will need to pr ovide C VS Car emar k wit h payment inf or mat ion for Your 
s har e of th e dr ug cost. 
You will be ass igned a c ase manager who w ill be in c ontact with You on a 
r eg u lar ba s is t o a nsw er a ny q u est io n Y ou m a y h av e r e g ar d i n g t r e at m ent , s i de 
effec ts and ther apy compliance. These clinic ians specialize in the 
management of chronic conditions. Individualized care plans are developed 
for patient-specific conditions and involve You, your physician, nurse, case 
manager , and c linic al phar mac ist in a c oor dinated and monitor ed c ourse of 
treatment. In addition, y ou will have acc ess to phar mac ist or nurs es 24 
hours a day, s ev en days a week s hould You hav e any ques tion or c onc er ns 
about therapy . This program offers You a c onv enient sour ce for these 
Spec ialty Dru gs, lo wer potential dru g–to-dru g i nt eract io n s and i mpr ov ed 
ther apy c om p li anc e. 
PrudentRx Specialty Drug Program 
PrudentRx is an independent third party organization that partners with Caremark 
to provide cost savings on specialty medications by utilizing drug manufacturers 
copay ass is tanc e progr ams. Pr udentRx would ass ist members in enr olling in 
the m anu fac tur er ’s non ne e ds bas ed C op ay as s is tanc e pr ogr ams. 
Members who participate in the Prudent Rx program utilizing available copay 
assistance programs will have no member out of pocket for their Specialty 
me di c at i on s af t er the deductible is met . M em ber s t h at el e ct n ot to part ic i pat e i n 
the Prudent Rx program will be responsible for a 30% Coinsurance. 
Comprehensive Site of Care Specialty Program 
The Plan has identified certain Specialty Drugs for exclusive coverage under 
the Comprehens iv e Site of Care Spec ialty Program. CVS Specialty will work 
with You and Your provider on delivering these Specialty drug to You for self- 
ad minis trat i on or to Yo ur pr o vid er for c l in ic i an administration or i nfus i on. 
Spec ialty Pr escr iption dr ugs through the Prudent Rx program are eligible for 
a z ero dollar Copay , after the deduc tible has been met. Members that elec t 
not to p ar t ic i pa te in t he Pr ud ent Rx Pr ogr am w il l be r es p ons ib le f or a 3 0% 
Co ins ur anc e. 

A c omplete list of pr escr iption dr ugs inc luded in the Comprehensiv e Site of 
Car e Spec ialty Pr ogr am is av ailable on the Caremark webs ite. CVS Spec ialty 
may work with You and Your provider to provide Your treatment in an outpatient 
or home setting when appropriate. When CVS Caremark arranges the site of 
care for the administration of the prescription drug, claims must be submitted to 
Caremark for payment. All services are subject to the plan Deductible and then 
Coins ur anc e w i ll apply . 
Tobacco Control Wellness Program 
The Plan will pay 100% of the allowed amount for tobacc o control pr oduc ts 
li st e d o n t h e Pr ef er r ed D r u g L i st ( PD L) . Th e Pl a n r et ai ns f in a l aut hor it y on w h at 
constitutes tobacco control drug products. This list may be subject to periodic 
review and/or modifications. For Over The Counter (OTC) products, you will 
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need to present a physician’s prescription for the OTC product to the network 
pharmacy, and request the claim be submitted by the pharmacy through the 
CVS Car emark c laims system to be c ov ered at 100%. You may als o submit a 
paper claim to CVS Caremark with proper documentation and a copy of the 
phy s ic ia n pres c ri pt i on for d ir ec t re im burs em en t. 
Enrollment of an approv ed tobacc o c essation program is recommended in 
conj unction with the us e of these tobacc o control presc ription pr oduc ts. You 
s hou l d c ons ul t y o ur n etw or k phy s ic ia n or other qu al if i ed prov i der ab ou t 
available programs in your area. These programs are also covered by the Plan 
at 100%. To review the Tobacco Cessation Learning Module offered through 
the HealthQuest Wellness Program, log into your personal portal at 
H Y P ER LI N K ht t ps: / / s eh p. he a lt hb e nef it s pr o gr am. k s. g o v/ b en e f it s/ h e alt hq u est 
For additional in for mat i on ab out t ob ac c o c es s at i on pr od u c ts a nd oth er 
pr e ve nt iv e pr o du ct s, p l ea se vi sit L E T ’ S T A LK PR EVENTI ON at: 
HYPER LIN K htt ps :/ /ww w. lu n g.or g 
Initial Prescription Drug Product Purchase 
Cov er ed Prescr iption Dr ug Produc ts are s ubjec t to the initial fill limit of 
thirty-day (30) c ons ec utiv e day s upply or one standar d unit of ther apy 
w hic h ev er is less. 

A s t an dar d u ni t of t her apy is up to a t hir ty -day ( 3 0) co nse cutiv e d ay 
supply of a Prescription Drug Product, unless adjusted based on the drug 
ma nuf act ur er ’ s p ac ka g in g s iz e or “ st a n dar d un it s of t h er a py g ui d el i ne s. ” So m e 
pr od uc ts may be s ubj ec t to additional supply limits a do pt ed by th e P l an. 
Refill Guidelines 
Prescriptions may be filled through retail locations or Mail Order for up to 
a ninety (90) day supply if allowed by law or Plan guidelines . The r efill 
prescriptions must be for the same strength of Prescription Drug Product. 

For Non-Controlled Substance prescriptions, the refill threshold is set at 
75 percent. This means that 75 percent of a member’s days’ supply 
mu st h av e l ap s ed bef or e the pr e scr i pt i on can be ref illed. 

For Controlled Substance prescriptions, the refill thres hold is s et at 80 
per ce nt . T hi s m ea ns t hat 80 p er c ent of a m em b er ’ s d a ys ’ s u pp ly mu st ha v e 
lapsed be for e t he pr es c r i pt i o n can be r ef il l ed. 

Advance Purchases 
Active employees may request an Advance Purchase of maintenance 
Pr es c r i pt io n Dru g Pro duc ts whe n v is it i ng ou ts i de of th e United St ates . f or a n 
ex tend ed peri od. F or mos t med ic ati ons it is > 90 days a nd in al l cases for a 
per io d n ot to exce ed o ne (1) year. T he ap p lic a b le P la n D e duc t ib l e, and 
Coinsuranc e ar e r equir ed f or each thir ty ( 3 0) day s upply or standard unit of 
therapy received. Purchases must be made at a Network Pharmacy other than 
the CVS Caremark Mail Service Phar macy. Active e mp loyees may c ont act t heir 
Human Res ource of fic e to obtain the Adv anc e Purc hase C ertific ate. T he 
completed form must be signed by both the You and an agency employee with 
the a uth or i ty to ex pe nd ag en c y fun ds a nd s ub m itt ed to th e State E m pl oy e e 
Health Plan office 15 days in advance of the anticipated departure date. Up to a 
one ( 1) year supply of medic ations may be obtained if the request is approv ed. 

https://sehp.healthbenefitsprogram.ks.gov/benefits/healthquest
https://www.lung.org/
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The Me mb er mus t m ai nt ai n c ont in uo us c ov er a ge un der t he S EH P f or th e 
entir e per iod the me mber is outs ide of t he U. S. 

When adequate time is not available to submit an Adv anc e Purc has e 
Reques t or purc has es are made outs ide of the U.S. You may submit the 
ph arm ac y rec e i pts for reimbursement up on ret urn to th e U.S . To b e 
considered for reimbursement, the patient must have continuous coverage 
for the entir e per iod of abs ence. The Plan will reimburs e You bas ed upon 
the Allowed Charge for the service. You will be res ponsible for the 
difference between the pharmacy’s billed charged and Allowed Charge in 
ad di ti on to a pp lic ab le De duc ti bl e a nd O ut of P oc k et Max i mu m. 
Prescription drugs purchased by the Member in excess of the supply limits 
of the Plan may be reimbursed once the time period covered by the excess 
supply has elapsed so long as the member is continuous ly enrolled, and 
the excess supply purchased does not overlap any other purchases for the 
same product. Claims must be filed within one (1) year and ninety (90) 
days of the date of purchase to State Employee Health Plan, 109 SW 9th 
Su it e 
#60 0, Top ek a, KS 66612. 

Pr escr iption Drug Pr oduc ts purchas ed and us ed while outside the U.S. 
must include documentation of the purchase to include the original receipt 
that c ontains the patient’s name, the name of the Pr escr ip tio n Dr ug 
Pr oduc t, day supply and quantity purc hased, and pr ice paid. An Englis h 
trans lation and c urr ency exc hange r ate for the date of service is required 
from You to pr ocess the c laim. O nly Prescr iption Drug Pr oduc ts that ar e 
e lig ible for pay ment under t his Plan may be c laimed for r eimburs ement. 
Claims must be filed within one (1) year and ninety (90) days of the date of 
purc has e to State Employee Health Plan, 109 SW 9th Suite 
#60 0, Top ek a, KS 66612. 

Home Delivery Pharmacy 
CVS Car emark offers a home deliv ery service that may save You money on 
Y our pr e scr i pt i on dr ug ser vi ce s. T he H om e D el iv er y P h ar m a cy i s a co n ve n ie nt 
an d cost ef fec t iv e way to ob t ai n Yo ur medic ation t hr o ug h th e m ai l to a ny 
location in the United States . Home Delivery is limited to a ninety (90) 
day supply and may be dispensed with member paying the applicable 
Deductible and Coinsurance. All supply limits and Plan requir ements apply 
to ho me de liv er y phar m ac y purc has es . 
If You have an ongoing prescription and wish to start home delivery, 
CVS Car emark will work w ith You and Your physic ian to get you enr olled in 
home deliv ery. Simply c all FastStartH toll free at (866) 772-9503. You must 
have Your prescription information as well as Your physician’s telephone and 
FAX numbers ava ilab le f or t he r epres ent at ive. C VS Car emark w ill c a ll Your 
phys ic ian direc tly for Your pr escr iption infor mation and enroll You for mail 
service as soon as Your physician provides the necessary information. You will 
need to pr ov id e C VS C ar e mar k w ith pay m ent inf or mat i on for Yo ur s har e of 
the dr u g cost. 
If Yo u h av e p ap er pr escr i pt i o n , to begin ho me d e li ver y, send t he or iginal 
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presc ription along with the Mail Or der Serv ice Pr ofile for m (av ailable at 
http://www.caremark.com or 
https://sehp.healthbenefitsprogram.ks.gov/benefits/medical/cvs- 
caremark or by calling 1-800-294-6324) to CVS Caremark. You will need to 
include Your payment information for Your s hare of the drug cost. 
New prescriptions and refills will typically arrive directly at Your 
home within7-10businessdaysfromthedayYoumailYourorder.The 
mail order pharmacy is required by law to dispense the prescription in the 
exact quantity specified by the physician. Therefore, if the quantity prescribed 
is for less than Plan max im u ms per f il l, th e m ail ord er pharmacy will f il l t he 
exact qu an ti ty pr es c ri be d. 
For refills: 
The prescription label lis ts the date when You can request a r efill and shows 
how many r efills You hav e left. Refill prescriptions on the Internet by v is iting 
http://www.caremark.com. Have Your prescription number, date of birth and 
credit c ard information ready . You c an als o order refills by phone or through 
the mail. To use the automated phone service, call the toll-free number on the 
prescription label and have the prescription number, ZIP code and credit card 
information ready. Or mail the refill slip and payment to CVS Caremark in the 
env e l op e t hat was i nc l ud ed wit h Yo ur prev io us shipment. 

Paper Claims 
Members will need to file a paper claim for the following situations: 

Anytime Prescription Drug Products are purchased from a Non 
Network Pharmacy. 

If You do n ot pr e s ent Y o ur I d e nt if ic at i o n C ar d at a N et w or k P har ma cy an d 
are charged the retail cost of the Prescription, you will be responsible for 
filing a p ap er claim for r eimbursement. ( T he 
CVS Caremark Help Desk 1-800-364-6331 can assist in transmitting 
a claim on-line if the Member does not hav e t he ir Identific ation Car d 
available.) 
If a Prescr iption Dr ug Produc t requires pr ior author iz ation and it has not 
be en obtained, t he Me mb er may p ay t he fu l l p ur c h as e pr i c e for th e 
Product and submit a claim along with documentation for consideration of 
cover age under the Plan. Payment is not guaranteed by the Plan. 

In a ny of t h es e s it u at i o ns, you mu st p ay f ul l r et ai l pr ic e at t he phar macy. 
A c la im for m s ho uld the n be c ompl ete d a nd s ent (along with th e or ig ina l 
rec eipt and any ad dit io nal in format ion) to : CVS Caremark/P.O. 
Box52136 
/Phoenix, AZ 85072-2136. Re im bur s e m ent to t he Me m ber f or t he cost of 
the prescription is limited to the Allowed Charge a Network Pharmacy would 
have been paid, less applicable Deductible and/or Coinsurance. Claim forms 
c an be f ou nd on t he i nt er n et at http://www.caremark.com. 

http://www.caremark.com/
http://www.caremark.com/
http://www.caremark.com/
https://sehp.healthbenefitsprogram.ks.gov/benefits/medical/cvs
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Time Limit for Filing Claims 
You are responsible for making sure the Network Pharmacy knows you have 
presc ription drug c overage and submits a c laim for You. Most claims under 
this program are submitted electronically at the time of purchase. For those 
c la ims th at are no t, el ectro n i c c la ims may be sub m itt ed or adj ust ed w it h in 
thirty (30) days of purchase. If You use a Non Network Provider, You must 
subm it th e not ice yo urself. N ot ic e of Yo ur claim must be given to t he P lan 
within ninety (90) days after You receive services. If it is not reasonably 
possible for You to submit a c laim within ninety (90) days after You r eceive 
services, You or someone authorized by You must submit the claim as soon 
as r easonably possible. No claim will be paid if not received by the Company 
within one ( 1) year and ninety (90) days after You rec eiv e services. 

Section 3 Coordination of Benefits 
Coordination of Benefits with Commercial Insurance 
O nly pr es c r i pt io n dr u g pr od u c ts c ov er e d u nd er t h is P l an are eligible for 
pay ment. The Allowed Charge will be the amount allowed but not cov ered 
by t h e ot h er p l an. P aym e nt s ar e s ubj ect t o t hi s Pl a n’ s a p pl ic a bl e D ed uct i bl e, 
Cop ay s an d other P l an pr ov i s io ns a nd l im it at io ns . 
Order of Benefit Determination 
If You are covered under more than one group plan providing drug coverage, 
the plan that c ov ers You as an ac tive employ ee is primary to the plan that 
covers You as a dependent (spous e or child) or retired employ ee, unless 
otherw is e requ ired by Med i care. 
Det er m in at io n of pr im ar y /s e c ond ar y c ov er ag e f or d ep en de nt c h i ldr en w il l 
be bas ed upon the “birthday rule” unless otherwise requir ed by c our t order 
or by law. The primary plan is the plan of the parent whose birthday is earlier 
(month an d d ay) in t he ye ar. 
If the parents are not married or separated (whether or not they were married) 
or are divorced, and the court decree does not allocate responsibility for 
health care or expenses , the order of benefit determination will be as follows: 

a) Th e pl a n of the custodial par ent; 
b) Th e plan of the spouse of the custodial parent; 
c) The plan of the noncustodial parent, and then 
d) Th e pl a n of t he spouse of the noncustodial par ent. 

Section 4 Other Plan Provisions 

Termination Of Coverage Situations When Coverage is 
Terminated T he eligibility of an in div id ua l M em ber w il l t er m in at e in 
the f ol lo w in g s i tu at io ns : 

When the P l an is n ot if i ed t h at a member is no l o ng er eligible f or benef its. 
Termination of Marriage. The coverage of the husband or wife of the person 
na me d on t he Id en ti fic at io n Card en ds on the l as t day of the m ont h in 
whic h the div orc e or legal separ ation was gr anted by c ourt action. In 



19 

su ch ca se s, t h e M em ber w h os e c ov er a g e i s t er m i nat i ng w il l be el i gi b le f or 
Con ti nu at io n of C ov er ag e u n der C O BR A. 
Eligible De pe nd ent wh o no l on ger me ets t he requirements of an Eligible 
Dependent. In such cases, the Member whose coverage is terminating will 
be eligible for Continuation of Cov erage under CO BRA. 
If a member fails to disc los e information requested by Plan or is abusive 
toward providers or Plan personnel in applying for or seeking any benefits 
un der t h is B en ef it Descr ipt i o n, t he n th e righ ts of such Member u nd er 
th is Ben ef it descr ip tion m ay be pr osp ect ive ly t erm in at ed up on wr itt e n 
not ice . At t he ef fect ive d at e of s uc h t er m in at io n, pre pay me nts r ec eiv ed 
on acco un t of such t erm in at ed M em ber applicable to p er io ds af t er th e 
effective date of termination shall be refunded and the Plan shall have no 
f ur t her lia b ilit y or r e s p o n s ib il it y un der t h is Ben efi t D es c r i ptio n. 

Fraud or Intentional Misrepresentation: You and Your Eligible Dependent’s 
c ov er a ge may be ter minated, a nd ot her ap pr o pr i at e ac t i o n t ak en as 
determined by the Plan Sponsor if You or Your Eligible Dependents participate 
in any ac t, pr ac tic e or om is s i on th at c o ns t it utes fr a ud or i nte nt io na l 
mis r epr es en ta ti on of ma ter i al fac t in ap ply i ng for or seeking b en ef its u nd er 
the Pl an. T his inc l udes , but is not li mit ed t o: 

Allowing unauthorized persons use of Your Plan identification card(s) to 
obt ai n he a lt h c ar e s er v ic es, su pp l ie s or m e di c at i on s t h at ar e not pr e scr i be d 
or or der ed for You or a c ov er ed family member , or health serv ices w hic h 
You ar e not oth er wis e ent it l ed to r ec eiv e. 
Permitting the unauthoriz ed use of Your Plan identific ation c ar d(s) to 
obt ai n he a lt h c ar e s er v ic es or su pp l ie s f or so me o ne not co ve r ed un d er 
Your Plan membership. In this instance, Coverage of the Member and/ 
or E l ig i bl e D ep e nd e nt ( s) m ay be t er m in at ed by t he P la n Sp o ns or a n d a ny 
other action determined appropriate by the Plan Sponsor may be taken. 

Us in g another Pl a n Me m ber ’s i de nt if ic at io n c ar d( s ) to obtain health c ar e 
serv ices , medic ation or s upplies for You or another t hird party who is not 
specifically covered under Your Membership in the Plan may result in the 
termination of Your coverage and that of Your Eligible Dependents by the 
Plan and any other action determined appropriate by the Plan Sponsor or 
Plan. 

In any instance of fraud or intentional misrepresentation of material fact, with 
proper 30-day advance written notice, coverage for You and/or any covered 
Elig ib le D ependent(s ) may be r etr oac t ively c anc elled effectiv e the f irst day 
of th e mo nt h f o l low i ng th e da t e on w h ich t he M em ber b ec am e in eligib le f or 
c ov era ge. 
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Appeal and External Review 

Definitions 
Th e f o l lo w i n g t er m s ar e u se d her e in t o d es cr i b e t h e c la im s a nd a pp e al s 
review services provided by CVS Caremark: 
Adverse Benefit Determination – A denial, reduction, or termination of, or a 
fa il ur e to pr ov id e or m ak e payment ( in whole or in par t) f o r, a c ov er e d P la n 
be nef it . An adv er s e be nef it determination i nc l u des a d en i al , re duc t io n, or 
term i nat i on of , or f a il ur e to pr ov i de or m ak e pay me nt (in w ho le or in par t) for, 
a c ov ered P lan b enef it bas e d on t he app lic a tio n of a u ti liz atio n review or on 
a determination of a Plan Member’s eligibility to participate in the Plan. An 
adverse benefit determination also includes a failure to cover a Plan benefit 
because use of the benefit is determined to be experimental, investigative, 
or not medic ally necessary or appropriate. The Plan’s determination of a 
drug’s partic ular coverage tier is not an Adverse Benefit Determination 
eligible for appeal or external review. For example, the Plan’s designation of 
a drug a “Discount Medication” (Tier 5) is not considered an Adverse Benefit 
Det er m in at io n an d t her efor e is n ot e li gi b le for ap pe al or e x ter n al r ev ie w. 
Claim – A r e qu est f or a P la n b en ef it t hat is m a de i n a cc or d a n ce w it h the P l an ’s 
es ta bl is h ed pr oc ed ur es f or filing be ne fi t claims. 

Me di c al ly N ec e ss ar y( Me di c al Necessity)– M e di c at i on s, healt h c ar e ser vi ce s or 
pr od uc ts ar e c o ns i der ed M e dic al ly Nec es s ar y if : 

Use of the medication, service, or product is accepted by the health care 
profession in the United States as appropriate and effective for the 
c ondit io n be in g tr ea ted; 

U se of t h e m ed ic at i o n, s er v ic e , or pr o d uct is ba se d on r ec og ni ze d 
s tan dar ds for t he health c are s pec i al ty i nv o lv e d; 
Use of the medication, service, or product represents the most appropriate 
level of c are for the Member , bas ed on the seriousness of the c ondition 
being treated, the frequency and duration of services, and the place where 
services ar e per for m ed; and 
Use of medication, service or product is not solely for the convenience of 
the M em ber , M em ber ’s family, or pr ov id er . 

Non Covered Services – c laims denied becaus e the prescription drug 
product, item or service are not a covered service under the Plan may not be 
appealed for external review. This would include prescription drug products 
inc lu de d in th e Discount M e dic at io ns. 
Post-Service Claim – A C l ai m f or a Pl a n b en ef it t hat is not a Pr e-Ser vi ce or 
Ur gent Car e Cla im . 
Pre-authorization – CVS Caremark pr e-service r ev iew of a member ’s initial 
request for a partic ular medic ation. CVS Caremark will apply a set of pre-
defined criteria (provided by the Plan Sponsor) to determine whether there is 
need for the req uested m ed ication. 
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Pre-Service Claim – A Claim for a medication, serv ic e, or produc t that is 
conditioned, in whole or in part, on the approval of the benefit in adv ance of 
obtaining the requested medical care or service. Pre-Serv ice Claims include 
Mem ber req uests for pre-au thorizat io n. 

Urgent Care Claim – A C l a im f or a m e di cat io n, s er v i ce, or pr od uct w h er e 
a delay in process ing the Claim: ( i) c ould s er ious ly j eopardiz e the life or 
he al th of th e M em ber , and/or c ou ld r es u lt in th e Me mb er ’ s fa i lur e to regain 
max im um fu nc t io n, or ( i i) in t he op in i on of a p hy s ic ia n wit h knowledge of t he 
Member’s condition, would subject the Member to severe pain that cannot be 
adequately managed without the requested medication, s erv ice, or produc t. 
CVS Caremark will defer to the Member’s attending health care provider as to 
whether the Member’s Claim constitutes an Urgent Care Claim 

Claims and Appeals Process 
Pre-authorization Review: 
CVS Car emark will implement the presc ription dr ug c ost containment 
progr ams r eques ted by the Plan Spons or by compar ing Member r equests 
for certain medicines and/or other prescription benefits against pre-defined 
preferred drug lists or formular ies befor e those prescriptions are filled. 

I f C V S C ar em ar k d et er m i ne s t hat t he M e mb er ’ s r e q ue st f or p r e-a ut h or iz at i o n 
c ann ot be a ppr ov ed , t ha t determination w i ll c ons t it ut e an Adv er s e B en ef it 
Det er m in at io n. 

Appeals of Adverse Benefit Determinations: 
I f an Ad ver s e B e nef it D et er m i n at i on is r e nd er ed on t he Me mb er ’ s C l a im, t h e 
Member may file an appeal of that deter mination. The Member ’s appeal of 
the Adv ers e Benefit Determination must be made in wr iting and s ubmitted 
to CVS Caremark within 180 days after the Member receiv es notice of the 
Advers e Benefit Determination. If the Adverse Benefit Determination is 
rendered with res pect to an Urgent Care Claim, the Member and/or the 
Me mb er’s attending p hy s ic i an may s ub mi t an ap pe al by c al li ng 
C V S C ar e mar k. Th e M em b er ’ s ap p ea l s ho u ld i nc lu d e t h e f o ll ow i n g 
in for mat i on: 

1.) N am e of t he person the appeal is being filed for; 
2.) CVS C ar e mar k I d ent if i cat i on Number 
3.) Date of birth; 
4.) Wr it t en st at em e nt of the is su e ( s) being appealed; 
5.) D r ug n am e( s) being requested; and 
6.) Wr i tt en c o mm ents , documents, r ec or ds or ot her in for mat i o n r el at in g 

to th e Cla im. 
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The Member’s appeal and supporting documentation may be mailed or faxed 
to CVS C arem ark : 
CVS Care mark 
A pp e al s D e par t me nt 
MC 109 
P.O. Box 52084 
P ho e ni x, AZ 85 0 72-2084 
Fa x N um b er : 1-86 6-68 9-3092 
P hy si ci a ns m a y s ub mit ur g e nt ap p ea l r e q ue st s by ca ll i ng t he ph ys ic i an-o nl y 
tol l-fr ee n um ber : 1-866-4 43-1183 
CVS Caremark Review: 
The review of a Member ’s Claim or appeal of an Adv ers e Benefit 
Det erm in at io n will be conducted in ac c ord anc e wi th th e r equ ir em en ts of 
any State and Feder al laws . Members will be acc orded all rights granted to 
t he m u nd er r el ev a nt l aw s. C V S C ar e mar k w i l l pr ov i de t he f ir st -l ev el r ev i ew of 
appeals of Pr e-Servic e Claims. If the Member dis agr ees w it h C VS 
Car emar k’s dec is ion, the Member c an r equest an additional s ec ond-level 
Medic al Necessity review. That review will be conducted by an Independent 
Review O r ga niz at ion (“IRO ” ). 
Timing of Review: 
Pre-Authorization Review – CVS Caremark will dec ide on a Pr e- 
Authorization request for a Plan benefit within 15 days after it receives the 
request. If the reques t relates to an Urgent Care Claim, CVS Caremark will 
decid e on th e C la im w ith in 72 ho urs. 
Pre-Service Claim Appeal – CVS C aremark w ill dec ide on a f irst- leve l 
appeal of an Adv ers e Benef it Deter minat ion r endered on a Pr e-Serv ic e 
Cla i m w it hi n 15 da ys af t er it receives t he Member ’s appeal. If CVS C ar em ar k 
renders an Adv erse Benefit Deter mination on the first-lev el appeal of the 
Pr e-Service Claim, the Member may appeal that dec is ion by prov iding the 
information described abov e. A dec is ion on the Member’s second level 
appeal of the Adverse Benefit Determination will be made (by the IRO) within 
15 days after the new appeal is rec eived. If the Member is appealing an 
Advers e Benefit Determination of an Urgent Care Claim, a dec is ion on such 
appeal will be made not more than 72 hours after the request for appeal(s) is 
receiv ed . 
Post-Service Claim Appeal – CVS C ar e mar k will d ec i de on an appeal of an 
A dv er s e Be n ef it D et er m i nat io n r e nd er ed on a P ost -S er v ic e Cla im w ithin 60 
day s after it r ec e iv es th e appeal. 
Scope of Review: 
During its pre-authorization review, first-level review of the appeal of a Pre- 
S er v ic e C l a im, or r ev i ew of a P ost -S er v ic e C l a im, C V S C ar e mar k s ha ll: 

Tak e i nto ac c ou nt al l c om me nts , doc u men ts , r ec or ds a nd ot her 
infor mat ion s ub mit ted by t he Me mber r e lat ing to the C l aim, wit hou t 
r egar d to wh eth er s uc h in for mat i on was s ub mi tt ed or c on s id er ed in th e 
ini tia l b enef it deter mination on th e Cl ai m. 
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F ol lo w r eas on ab le pr oc ed ur es to v eri fy th at i ts b en ef it de t erm in at io n is 
made in ac c ordanc e w ith th e ap pl ic abl e Pla n d oc ume n ts . 
Follow reas onable proc edures to ens ure that the applic able Plan 
prov is ions are applied to the Member in a manner c ons istent with how 
such provisions have been applied to other similarly situated Members; 
and 
Pr ov ide a rev iew that does not affor d deferenc e to the initial Advers e 
Benefit Deter mination and is conducted by an indiv idual other than the 
in div id ua l who ma de th e initial Adv er s e Benefit De ter mi n at io n ( or a 
s ubor di nat e of such in d iv id ual) . 

Ifa Me m ber appeals CV S Ca r em ar k ’s de ni a l of a Pr e-Ser vice Claim, an d 
requests an addit ional second-le ve l M e di ca l N ec es s it y r e vi ew by a n I R O, t h e 
IRO s hal l: 

Cons ult with an appropr iate health care pr ofess ionals who was not 
cons ulted in c onnection with the initial Advers e Benefit Determination 
(nor a s u bord inat e of such i ndiv i dua l) ; 

I de nt if y t he he a lt h c ar e pr of e s si on a l, if a ny, w h o se ad vi ce w as o bt ai n ed on 
behalf of the Plan in c onnec tion with the Adverse Benefit Deter mination; 
and 

Pr ov id e f or an expedited r ev i e w pr o ce ss f or U r ge nt C ar e Claims. 

Notice of Adverse Benefit Determination: 
Following the review of a Member’s Claim, CVS Caremark will notify the 
Member of any Adverse Benefit Determination in writing. (Decisions on 
Urgent Care Claims will be communicated by telephone or fax.) This 
notice will includ e: 

Th e s pe cif ic r eason or r e as on s f or the Ad ver se Benefit D eterminat ion; 
Reference to pertinent Plan provision on which the Adverse Benefit 
Determ ina tio n w as bas ed ; 

A st at em ent t h at t h e M em b er is e nt it le d t o r e ce i ve, u po n w r i t t en r eq u est , f r ee 
of ch ar ge, r e a so n ab l e ac ce ss t o, an d c op i es of , al l d oc um e n t s, r ec or d s and 
other inf or mat io n rel ev ant to the C lai m; 
If an internal rule, guideline, protocol or other similar criterion was relied 
upon in making the Adverse Benefit Determination, either a copy of the 
specific rule, guideline, protocol or other similar criterion; or a statement 
tha t such rule, gu i de li ne , pr o toc o l or other similar c r i ter io n w i ll b e 
pr ov ide d fre e of c har g e upon wr itt en r equ es t; a nd 

If the Advers e Benefit Determination is bas ed on a Medic al Necess ity, 
either the IRO’s explanation of the scientific or clinical judgment for the 
IRO ’s deter mination, apply ing the terms of the Plan to the Member ’s 
medic al circ umstanc es , or a statement that suc h explanation will be 
pr ov ide d fr ee of c h ar ge upo n wr itt en r e ques t. 
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Authority as Claims Fiduciary: 
CVS Caremark shall serve as the c laim’s fiduc iary with respec t to pre- 
aut hor iz a ti on rev i ew of pr es c ript io n dru g be nef it C la ims ar is in g un der th e 
Plan, first-level r ev iew of appeals of Pre-Services Claims, and review of Post- 
Serv ice C la ims . CVS Car em ark sha ll have on be ha lf of th e Plan , so le and 
complete discretionary authority to det er mine thes e Claims conclusively for 
a ll par ties . C VS C ar emark is not res pons ible for the c onduct of any sec ond- 
level Medic al N ecess ity r ev ie w per formed by an IRO. Lik ewis e, C VS 
Car emar k is not r es po n si bl e f or t h e c on d uct of an y St at e Ex t er n al R e vi ew 
conducted by an Ex ternal Rev iew Organiz ation (disc ussed below). 
Procedure For Pursuing an External Review 
The Cov er ed Member has the right to reques t an External Rev iew when 
the reas on for the final s ec ond appeal and notic e of an Adverse Benefit 
Dec is ion was that the prescription drug was not medically nec ess ary or 
w as ex p er i me nt a l or i nv est ig at io n al. C V S/ C ar e mar k w i l l n ot if y t he C o ver e d 
Me mb er in w r it i ng r egarding a f in al A dv er s e B en ef it D ec i s io n a nd of t he 
op por t un ity to r e qu es t an Ex ter n al R ev i ew. 
W ith i n 90 d ay s of r ec ei pt of t he no tic e of t he s ec o nd appeal a nd n ot ic e of 
the Adverse Benefit Decision, the Covered Member, the treating Physician or 
he al th c ar e pr ov id er ac ti ng on behalf of t he C ov er ed Me mb er w it h w r itt en 
authorization from the Covered Member, or a legally authorized designee of 
the Covered Member must make a written request for an External Review to 
the r ight to Ex ternal Rev iew shall not be c onstr ued to c hange the terms of 
co ver a ge un d er t h is B en ef it D es cr i pt i o n. A C ov er ed Me mb er may n ot p ur s ue, 
either c oncurrently or sequentially, an Exter nal R ev iew under both s tate and 
federal law. The Covered Member shall have the option of designating which 
Ex ter na l R ev i ew proc es s w i ll be ut i liz ed . 

Exclusions 
Th e Pl a n does n ot co ver the following: 
1. Prescription Drug Products in amounts exceeding the supply limit 

r efer enc ed in Sec t ion 2. 
2. D r ug s w hi ch ar e pr es cr i be d, d i sp en s ed, or i nt e n de d f or us e w hi l e Yo u ar e 

an inp at ient in a h os pit al or other f ac il ity . 
3. Ex per imental, Inv es tigational, Educ ational or Unpr oven Servic es, 

tec hnologies which inc lude medic al, s ur gic al, diagnostic , psychiatric , 
su bst an c e a bu s e, or ot h er h ea lt h c ar e, s up p li es, t r e at m e nt s, pr o ce d ur e s, 
dr ug t her a pies or dev ic es . 

4. Pr escr iption Dr ug Products furnis hed to a member by any loc al, state 
or feder al gov ernment entity ; except as other wis e prov ided by law, 
any Prescr iption Drug Pr oduct to the extent pay ment or benefits ar e 
provided or available from any local, state or federal government entity 
(for example, Medicare) regardless of whether payment or benefits are 
r ec eiv ed . 

5. Pr escr iption Drug Pr oduc ts for any condition, illness , inj ur y, sick ness or 
me nta l illness ar is i ng o ut of or in th e course of e mp loy m ent f or w hic h 
co mp e ns at i o n b en ef it s ar e a v a il a bl e u n der a ny Wor ker ’s C o mp en s at i on 
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Law or ot h er si m il ar l aw s, r e ga r dl es s of w h et h er t h e M em ber ma ke s a 
c la im f or , or rec eiv es s uc h compensation or be ne fi ts . 

6. Compounded drugs not containing at least one (1) ingredient with a 
v a lid N ational Drug C ode (ND C) number and requir ing a Physician’s Or der 
to dispense. In addition, the Compounded Medic ation must have FDA 
ap pr ov a l. 

7. Compounded claims for pain patches or creams containing ingredients 
( al on e or in combination) for the t em por ar y r e li ef of m i nor ac hes and 
mu sc le p ai ns as so c iat ed w it h ar t hr it i s, si m pl e b a ck ac he, st r a in s, m us cl e 
soreness and stiffness. Pain patches with ingredients including but not 
limited to: lidoc aine, menthol, caps aic in and methy l s alicylate are Non 
Cov er ed services. 

8. Compound drugs p ur c h as ed f r om a N on N et w or k pharmacy. 
9. Drugs available Over The Counter or for which the active ingredients do 

not require a Prescription by federal or state law unless otherwise stated 
as e l ig ib le f or cover ag e u nd er in t his be ne fi t des c ri pt io n. 

10. Injectable drugs administered by a Health Professional in an inpatient 
s ett in g. 

11. Durable or disposable medical equipment or supplies, other than the 
s pec i fi ed di ab et ic a nd os t om y s up pl i es . 

12. R ep l ac em e nt Pr es cr i pt io n D r u g Pr o du ct s r es ult i ng f r om d a m ag e d, l ost , 
s tol en or s pilled Pr es c r i pt io n O rder s or R ef i lls . 

13. Legend general vitamins except Legend prenatal vitamins, Legend 
v ita m ins w it h fl uor i de, a nd Legend s i ng le e nt ity v it am i ns . 

14. Pr es cr i pt i o n Dr u g Product s t h at ar e not m e di c al ly necessar y. 
15. Charges to administer or inject any drug unless eligible under the 

Com pre he ns iv e S ite of Car e Sp ec i al ty Pr o gr a m. 
16. Prescription Drug Products that are administered or entirely used up at 

the time and plac e or der ed, s uch as in a clinic or phys ician’s offic e. 
17. Prescription Drug Products for which there is normally no charge in 

prof es s i on al pr ac tic e. 
18. Ther apeutic devices, ar t if i ci al ap p li a nc es, or s im i lar d ev ic es, r eg ar dl es s of 

inte nde d us e. 
19. Prescription Drug Products purchased from an institutional pharmacy for 

us e wh il e th e Mem ber is an i npat ien t in th at i ns tit uti on. 
20. C har g es f or the delivery of any dr ugs. 
21. Pr es cr i pt i o n D r ug Products approved f or e xp er i m ent al u se only. 
22. The P la n h as t he r i ght to deny be nef its for any dru g pr es c rib ed or 

dispensed in a manner that does not agree with any normal medical or 
pharm ac eut ic al pr actice. 

23. Benefits are not available to the extent a Prescription Drug Product has 
been covered under another contract, certificate, or rider issued by the 
Pla n Spo ns or . 

24. C ov er ag e f or a ll er gy antigens un d er a ny cir cumstances. 
25. Enteral nutritional supplements which do not qualify as a Prescription 

Dr ug Pr od uc t as def ine d h erein. 
26. Drugs imported by the member for use in the United States from foreign 

c oun tr i es . 
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Section 5 Prior Authorization 
Certain Prescription Drug Products require Prior Authorization to be covered 
by the Plan. Pr ior Authorization is us ually initiated by Your phys ic ian or 
other authorized representative on Your behalf, however it remains Your 
respons ibility . If thes e Presc r iption Dr ug Pr oduc ts are not author iz ed 
before being dis pens ed, y ou will be r esponsible for pay ing the full retail 
charge. In this case, you will need to submit a paper claim with supporting 
doc u me nt at io n to al l ow for c ons id erat i on un der t he P la n. 
The list of medications requiring Prior Authorization to be covered may 
be v i ewed at www.caremark.com or 
htt ps://s eh p. he al th be ne fi ts pr ogra m.k s . gov /b en ef its / me di c al/c v s - 
caremark.The Plan retains the final discretionary authority regarding 
coverage by the Plan. This list is subject to periodic review and 
modifications. 

Section 6 Amino Acid-based Elemental Formula Pro- gram 
Rider 
Amino Acid-based Elemental Formula Program 
Th e S EH P h a s b ee n aut h or i ze d b y t h e K a ns as L eg is l at ur e w i t h co n du ct i n g a 
pi lo t pr ogr am pr ov id i ng c ov e rage for a mi no ac id-based el em ent a l 
formu la for th e tre atme nt or dia gnosis of fo od prote in-ind uced enter ocolitis 
syndrome, eosin op hilic d isorders or short bowel s y ndr ome. F or mu la 
must be purc has ed fr om a N et work Phar macy and Pr ior Authorization is 
required to ensure the m em ber meet s t he c r it e r ia es t abl i s hed for the 
pr ogr am. Ap- pr ov ed for m ul a pr od uc ts w i ll be s ubj ec t t o the ap plicable 
Deduc t ibl e an d C oins ur anc e ti er for th e ty pe of for m ula pur c has ed. 
Me mb er s w il l ne ed to tak e eligible ov er t he c ou nter for mu la pr od uc ts to t he 
pharmacy counter along with the physician’s prescription and their Caremark 
id c ar d to h av e t he c l ai ms pr oc es s e d for eligible be nef its . 
Cov er age is li mi ted to t he fo ll owin g l is t of e lig ib le for mul a produc ts for t he 
treatm ent or dia gn os is of foo d pro tei n-in duce d enteroc o l i tis syndrome, 
eosinophilic disorders or short bowel syndrome when Prior Authorized and 
purchased from a Network Pharmacy: 

Alf am ino pro ducts 
Elecar e pro ducts 
Neocate pr oducts 
Puramino products 
Tolerex prod ucts 
Vivon ex pro ducts 

The plan ret a ins f ina l discretionary au th ority on w ha t co n stit ut es an am in o 
acid-based elemental formula. The list of eligible formula is subject to periodic 
review a nd mod ific ation. 

http://www.caremark.com/
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Sect ion 7 Preferred Dr u g List 

Kansas State Employee Health Plan 
Preferred Drug List 
2026 

Effective 01/01/2026 

For questions or additional information, a cc e ss the State of Kansas website 
at http://KHDOWKEHQHILWVSURJUDP.NV.JRY/VHKS/YHQGRUV/&96 or call the 
Kansas State Employees Prescription Drug Program at 1-800-294-6324. 

The Preferred Drug L i st is s u bje c t to change. To l oc a t e covered p r es c r ip t i on s 
online, access the State of Kansas website at 
https://sehp.healthbenefitsprogram.ks.gov/benefits/medical/cvs- 
caremark for the most current drug list. 
What is a Preferred Drug List? 
A Preferred Drug List is a lis t of s afe and cos t-effec tiv e drugs, c hos en by a 
c omm ittee of ph y s ic i a ns a nd ph a r m ac is t s. Dru g l is t s have bee n us e d in hospitals 
for many years to help ensure quality drug use. The Kansas State Employees 
Preferred Drug List will be continually revised to reflect the changing drug 
market. 

Should I ask my physician to switch my current medications to a 
medication that is on the Preferred Drug List? 
M a ny of y ou r medications w i ll already be on the Preferred D ru g L is t . However, if 
y ou have a m edication that is not, ask your physic ian to choos e a sim ilar 
Preferred Drug Lis t product for y ou to use. 

Should I use generics? 
There a re many medic ations on th e m arket that do not co m e in generic fo r m . Fo r 
those drugs that do, y our pharm acis t s hould s ugges t s afe and effec tiv e generic 
alternativ es . 

Th i s doc um ent is s ub j ec t to s ta t e -s pe c if i c regulations and r ul es , i nc l ud i ng , but not 
limited to, those regarding generic substitution, controlled substance schedules, 
preference for brands and m andatory generic s whenev er applicable. 

http://khdowkehqhilwvsurjudp.nv.jry/VHKS/YHQGRUV/%2696
https://sehp.healthbenefitsprogram.ks.gov/benefits/medical/cvs
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