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Step 1: To locate the drug formulary when reviewing plans
with a consumer, click on the plan name to open the plan
details
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Step 2: This will open a new page. Click on Plan Documents to
expand the list. Then select List of covered drugs.
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Step 3: Depending on the company, this may link you directly to
the formulary, but it also might take you to the company’s
website where the formulary link can be located

" Bright HealthCare® W B e =

Individual & Family covered
medications

Bright HealthCare plans include coverage for many prescription and
over-the-counter drugs.

Comprehensive Formulary

Formulary is the formal name for the list of medications covered by your Bright HealthCare plan. It is sometimes called a
“Drug List.” You can find your state-based Formulary information on this page.
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Step 4: You will typically either be linked to a PDF of the entire
formulary or a digital version that will “look up” the tier of each
medication you enter. *Note the effective date*. Make sure
you are reviewing a current formulary as they are updated
frequently.

e%

: Bright HealthCare-

2022 Bright HealthCare Formulary

(List of Covered Drugs)

Individual and Family Plans

Texas

PLEASE READ: This document contains information about the drugs Bright
HealthCare covers in their Individual and Family plans.

'

This formulary was updated on 06/01/2022. For more recent information or other
questions, please contact us at 833-726-0670 or visit www.brighthealthcare.com.



Step 5: Itis also a good practice to see if the formulary includes
an initial explanation of the various tiers and formulary codes.
This will typically show up in the initial pages of the formulary.

The description attached to each tier will be usefully when it
comes to consulting the Summary of Benefits to check the cost
of the medication.

The second column of the chart, Drug Tier, tells you which tier the drug falls under. Drug tiers
are how we divide prescription drugs into different levels of cost. How much you will pay will
depend on your individual plan, however, here is what the drug tier tells you.

+ Tier 1: Preventative drugs with no member cost share under the Affordable Care Act

* Tier 2: Preferred Generic Drugs

* Tier 3: Non-Preferred Generic Drugs: Preferred Brand Drugs

* Tier 4: Non-Preferred Generic Drugs; Non-Preferred Brand Drugs

* Tier 5: Specialty Drugs

*  Tier 6: $0 Generic Drugs®

*Note: The $0 drug list does not apply to all plans. Check your summary of beneflts to determine if your plan

qualifies.

The Information in the Requirements/Limits column tells you if our plans have any special
requirements for coverage of your drug. Requirements/Limits are defined as:

Formulary
Designation

Requirement/
Limit

Description

ACA

PA

sp
5T

Affordable Care Act
Preventative Drugs

Ape Limit

Ovwer the Counter

Prior Authorization

Specialty Pharmacy

Step therapy

Quantity Limit

Affordable Care Act (ACA) preventative health drugs, that are
available at no cost share to you, including contraceptive drugs and
devices.

The drug is limited to a certain age range. If your age falls outside of
this range, Prior Authorization is required.

These drugs are also available for purchase without a Prescription. In
order to receive them through your Prescription benefits, you must
have a Prescription from your Prescribing provider.

You (or your physician) are required to get prior authorization from
Bright HealthCare before you fill your prescription for this drug.
Without prior approval, Bright HealthCare may not cover this drug.

The drug is only available through select specialty pharmacies.

Before Bright HealthCare will provide coverage for this drug, you
must first try another drug(s) to treat your medical condition. This
drug may only be covered if the other drug(s) does not work for you.

Bright HealthCare limits the amaount of this drug that is covered per
prescription, or within a specific time frame.



Working with a PDF Formulary: While formularies tend to be
ordered alphabetically, they are best explored using “Control F”
on a PC. A window in the upper, right hand corner will pop
open, allowing you to search the document for a specific
medication.

Q FJ in docurnent

Table of Contents

111 LSOO OSSO OO OOE. |

UMV |

Human Insulins - Short Acfing Q, Lantug] % 1of4 £ >
NOVOLIN R FLEXPEN SUECUTANECUS Tler 3

INSULIN PEN 100 UNIT/ML {3 ML) \
NOVOLIN R REGULAR U-100 INSULN Tier3 oTC

INJECTION SOLUTION 100 UNIT/ML
nsulin Analogs - Long Acfting
LANTUS SOLOSTAR U-100 INSULTN Tier 3
SUBCUTANEOUS INSULIN PEN 100
UNIT/ML (3 ML)

[ANTUS U-100 INSULIN SUBCUTANEOUS Tier 3
SOLUTION 100 UNIT/ML
LEVEMIR FLEXTOUCH U-100 INSULN Tier 3
SUBCUTANEOUS INSULIN PEN 100
UNIT/ML (3 ML)

'

LEVEMIR U-100 INSULIN Tier 3
SUBCUTANEOUS SOLUTION 100 UNIT/ML
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Step 6: To discover what “Tier 3” (or any other tier) means in
terms of cost, return to the Healthcare.gov window displaying
the plan you just checked the formulary for. Under plan
documents click on the “Summary of Benefits” link.

Plan documents

B summary of Benefits

E Flan brochure
e . .
ﬁ Provider directory

ﬁ List of covered drugs

Step 7: There is a relatively standard format that Summaries of
Benefits tend to follow. The first page details the deductible,
out of pocket maximum, the necessity of a referral and some of
the services the plan does not cover.

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2022 - 12/31/2022
Bright HealthCare: Bronze 8700 Coverage for: Individual + Family | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a
'summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call us at (844) 926-4524. For definitions of common terms, such
as allowed amount, balance billing, colnsurance, copayment, deductible, provider, or other underfined terms see the Glossary. You can view the Glossary at
https: /fwww.healthcare. gov/sbe-glossary! or call (844) 926-4524 to request a copy.

Important Questions Answers Why This Matters

See the Common Medical Events chart below for your costs for services this plan covers.
What Is the overall $8,700 — Individual or Generally, you must pay all of the costs from providers up to the deductible amount before this
deductible? 31‘7 400 - Family 'plan begins to pay. If you have other family members on the plan, each family member must

mest their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

Yes. Primary Care Visit to Treat an Injury

or lliness, Preventive " r B 0 . .
Are there services covered | Care/Soreening/mmunization, Urgent This plan covers some items and services even if you haven't yet met the deductible amount. But

=r a copayment or coinsurance may apply. For example, this plan covers certain preventive services
bafra you mést your et s Cra s T st are) without cost sharing and before you meet your deductible. See a kst of covered preventive

deduciible? ::;M;Lﬁdné;hga;:mcn;:ranm‘ services at hitps-www.healthcare gov/coverage/preventive-care-henefits/.
| Check-Up |
Are there other deductibles No ‘You don't have to mest deductibles for specific senices.

for specific services?

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other

What | Lhs out-chycc it A 700k T o family members in this plan, they have to meet their own out-cf-pocket limits until the overall

limit for this plan? §17,400 - Family

(family put-of-pocket limit has been met.
What is not Included in th illing cha d \ "
1 I_s nol ml:r e 2 inthe | m%ﬁ mrx':’ an .Evun though you pay these expenses, they don't count toward the gut-of-pocket limit.
Yes. Sea This plan uses a provider petwork. You will pay less if you use a provider in the plan's network.

“fou will pay the most if you use an out-of-network provider, and you might receive a bill from a

(WO Fayissalln FOUIIR a1/ b i i are comibasron Crcal provider for the difference between the provider's charge and what your plan pays (balance

Enaiorcben ey m:ﬁi peaiEE Eathon, billing). Be aware, your network provider might use an put-of-network provider for some services
.L |(such as lab work). Check with your provider before you get services.

Do you need a referral to

see a speciglist? No You can see the specialist you choose without a referral

* For more informatian about imitations and exceptions, see e plan or policy decument at hitps ffodn brightealihplan comidoes2022_COCSICOC_88312_IFP_20220101 pdf Page 10f 6

BHTXD003-0621_88312TX0040135-01



Step 8: The second page goes into the cost for a PCP or
Specialist visit and will also give a breakdown of the copay or
coinsurance the consumer will be responsible for based on the
tier of the medication. A frequent frustration expressed by
consumers results from the fact that the formulary may only
give us a number while the SOB only gives us a name. There is
a logic to this however. You can double check the key from the
initial pages of the formulary. The number of tiers in the
formulary should correlate to the number of tiers in the
summary of benefits. Call the insurance company if there is
confusion.

44 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay
Common Medical Event  Services You May Need Network Provider  Out-of-Network Provider B
(You will pay the (You will pay the most) Information
least)

If you visit a health care | Primary care visit to treat an $80 Net G Telehealth services are available. Refer to Your
provider's office or clinic |injury or illness Schedule of Benefits to determine what you will pay.

‘Specialist visit 0% after Deductible Mot Covered Naone

You may have to pay for services that aren't
Preventive care/screening/ preventive. Ask your provider if the services you need
immunization No Charge ot G are preventive, then check what Your plan will pay for
and what Your cost will be.

If you have a test I . Lab: 0% after Deductible

E;Iurknosm test (xray, biood Heray: 0% after Mot Covered None

! Deductivle

e R Mot Covened Services require Prior Authorization.
If you need drugs to treat Preferred generic drugs 525 Mot Covered
your illness or condition. |Prefarred brand druns and Non- ) Preventive Care medications are provided at $0 cost to
More information about | veferred generics - 0% aiter Deductible Mot Govered You, regardless of tier.
prescription drug coverage m — o Covers up to a 90-day supply (retail prescription); 31-
is available at N”""p'a'f“ ed brand drugs 0% after Deductible Mot Govered 60 day supply (mail arder prescription).
wwwbrighthealthcare.com o generics Copays shown reflect the cost per retail prescription.
| Specialty drugs 0% after Deductible Mot Covered
pdniinit i e i - 0% after Deductible Mot Covered Services require Prior Authorization.
surgery surgery certer)

Physician/surgeon fees 0% after Deductible Mot Covered Services require Prior Authorization.
If you need immediate : : This cost does not apply if You are admitted directly to
medical attention Emergency room care (% after Deductible (0% after Deductible the hospital for inpatient services.

Emergency medical 0% after Deductible | 0% after Deductible None

fransportation

Urgent care £50 8§50 None
If you have a hospital Facility fee (e.0., hospital room) | 0% after Deductible Mot Covered Services require Prior Authorization.
stay Physician/surgeon fees 0% after Deductitle Mot Covesed Services reguire Prior Authorization.
If you need mental health, Outpatient services (1% after Deductible Not Covened Services require Prior Authorization.
* Far more informafian about imilations and exceplions, sea fe plan o policy documeant al hitps Yedn 1 brighthealtholan comidocs2022_COCsC0C_S8312_IFF_ 20220101 .pdd Page 2of 6
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