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Multi-Source Generic Drug Appeal Hearing Request

PART | Requesting Pharmacy Information (Appellant)

Pharmacy Name:

Pharmacy Address:

Pharmacy Phone:

Pharmacy Email:

Insurer Name:

Does the contested reimbursement amount pertain to a prescription filled for a customer covered by a [0 Yes
fully insured, non-ERISA plan? [0 No

PART Il Requesting Pharmacy’s Representative or Attorney

Representative's Name:

Representative's Address:

Representative's Phone:

Representative's Email:

PART Il Appeal Information Attach additional sheets as required

Name of the pharmacy benefits manager:

Date original appeal submitted to PBM:

Date of final decision related to appeal:

Describe the basis for the appeal:

Be sure to list all details, including parties
involved and specific circumstances.

All documentation must be attached.
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