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Health Plan Pharmacist, P&T Committee 
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Approved: AVP Clinical Operations  
Senior Medical Director (Chief 
Medical Officer-DC) 

 

Purpose:   To define a process to ensure that Enrollees receive medically 
necessary medication promptly if the medication is non-formulary or 

formulary with a prior authorization requirement. 
 

Scope:  MedStar Family Choice, District of Columbia (DC) 
 

Policy:          MedStar Family Choice, DC follows standard processes for 

evaluating requests for medications requiring prior authorization in a 
timely fashion, consistent with the DC Contract and NCQA 

standards.   
 

Definitions: 
Request: When an Enrollee, prescriber, or dispensing pharmacy staff asks for coverage 

of a specific pharmaceutical product. 

• Includes concurrent and pre-service requests as defined by NCQA 2024 
standards. 

 
Urgent Request: A request for pharmaceutical services where application of the time 

frame for making routine or non-life-threatening care determinations:  

• Could seriously jeopardize the life, health, or safety of the Enrollee or others, due 
to the Enrollee’s psychological state, or  

• In the opinion of a practitioner with knowledge of the Enrollee’s medical or 

behavioral condition, would subject the Enrollee to adverse health consequences 
without the care or treatment that is the subject of the request.     
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Retrospective or Post-Service Request: A request for coverage of pharmaceutical 

services that have been received, such as if an Enrollee paid out-of-pocket for a 
prescription and is now seeking reimbursement.  

 
Medical Reviewer: Medical Director or Health Plan Pharmacist  

 

Procedure: 
1. The request for medication authorization may be initiated by a prescriber, Enrollee, 

or dispensing pharmacy staff via telephone, fax, or on the MedStar Family Choice 
DC website.  

1.1. Requests may be submitted by telephone or fax using the corresponding 
submission form (see 1.2). 

1.1.1. Fax number: 202-243-6258 
1.1.2. Phone number: 855-798-4244 

1.2. Forms are located on the MedStar Family Choice DC pharmacy webpage. 

(https://www.medstarfamilychoicedc.com/providers/pharmacy) 
1.2.1. Pharmacy Prior Authorization (PA)/Non-Formulary (NF) form 

1.2.2. Opioid PA form for requests for any opioid medication 
1.3. For phone requests, preauthorization staff will take the date and time of request 

initiation, Enrollee’s name, telephone number, prescriber’s name, and details 
about the medication being requested.  

1.4. Requests must include clinical documentation to show medical necessity.  

1.5. A preauthorization staff member and a medical reviewer are on-call to receive 
and process any after-hour pharmacy requests. 

1.5.1. Requests submitted outside of normal business hours (Monday through 
Friday, 8:00 am-5:30 pm) will be reviewed by the clinical staff on call. 

 
2. Preauthorization staff enter all requests into the clinical software system and forward 

them to a Medical Reviewer to evaluate and render a decision. If needed, the 
preauthorization staff may:  

2.1. Contact the prescriber to request any incomplete or missing clinical information, 

when not included with the initial request; 
2.1.1. Preauthorization staff will make at least one attempt to request needed 

clinical information. 
2.2. For formulary medication requiring prior authorization (PA) or step therapy (ST): 

2.2.1. Capture the approval criteria of the requested medication from the “Prior 
Authorization and Step Therapy Table” within the request; and 

2.2.2. Collate any clinical information provided in the request that supports PA or 

ST requirements; 
2.2.3. If PA or ST criteria are not met, redirection to a formulary alternative 

option may only be done under the supervision of a Medical Reviewer. 
2.3. Document if a requested medication is non-formulary. 

2.3.1. Redirection to a formulary-preferred option is done under the supervision 
of a Medical Reviewer. 

2.4. Document if the request originated from a network or non-network provider; 

https://www.medstarfamilychoicedc.com/providers/pharmacy
https://www.medstarfamilychoicedc.com/providers/pharmacy
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2.5. Preauthorization staff may obtain additional clinical information using available 
electronic health information resources to provide the Medical Reviewer 

information needed to evaluate medical necessity. Resources may include but 
are not limited to: 

2.5.1. MedStar Family Choice’s clinical software system;  
2.5.2. MedStar system EMR;  

2.5.3. PBM prescription claims database;  

2.5.4. Prescription Drug Monitoring Program (PDMP) – CRISP-DC;  
2.6. Summarize associated clinical documentation, then forward the request to a 

Medical Reviewer for clinical evaluation and determination. 
 

3. The Medical Reviewer evaluates requests received in the clinical software system 
for medical necessity and clinical appropriateness. 

3.1. If additional clinical information is needed for evaluation 
3.1.1. The Medical Reviewer may ask preauthorization staff to procure the 

needed information. 

3.1.2. The Medical Reviewer may contact the prescribing provider for additional 
information. 

3.2. For non-formulary medication requests, the Medical Reviewer determines 
medical necessity as described in pharmacy policy 205.DC Non-Formulary 

Medications, sections 6 and 7. 
3.3. The Medical Reviewer makes a final decision to approve, deny, or otherwise 

action any request deemed to require clinical review. 

3.3.1. The timeline for rendering a decision is described in section 6, Table 1. 
3.3.2. For cases where full information is not available, the Medical Reviewer 

evaluates available information to make a final decision. 
3.3.3. Requests may be redirected or voided, if deemed appropriate by the 

Medical Reviewer. 
3.3.4. If the Medical Reviewer successfully redirects a request to a formulary 

alternative that requires PA or ST, the initial request may be converted to 
a request for the redirected medication. 

3.3.4.1. Preauthorization staff will update the request, as needed. 

 
4. The default length of the approval period is the duration requested by the provider. 

4.1. Approval durations may have drug-specific limitations. 
4.1.1. Maximum 6-month approval for controlled medications. 

4.1.2. Maximum 12-month approval for non-controlled medications. 
4.1.3. Length of the approval period may be shorter as identified on the PA and 

ST table. 

4.2. Approval periods may differ for initial versus renewal authorizations. 
4.3. Medical Reviewers may use their clinical judgement to render partial approvals 

or shorter approval duration when clinically appropriate. 
 

5. Preauthorization staff process and complete notification for all completed requests. 
5.1. Notification of a decision complies with the timelines as described in section 6. 

5.2. Approved request processing: 
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5.2.1. Place an override in the pharmacy benefits management (PBM) claims 
system so the prescription will adjudicate for the approved duration. 

5.2.2. Notify the dispensing pharmacy to reprocess the claim. 
5.2.3. Communicate the approval to the requesting individual by phone or by fax. 

5.3. Denied request processing: 
5.3.1. Preauthorization staff notify the Enrollee and prescriber of the denial in 

writing. The denial letter includes:  

5.3.1.1. The specific reason(s) for the denial, in easily understandable 
language.  

5.3.1.2. A reference to the benefit provision, guideline, protocol, or other 
criterion upon which the denial decision is based. 

5.3.1.3. Formulary alternatives, if applicable. 
5.3.1.4. Directions to access the Formulary and/or PA & ST Table, if 

applicable. 
5.3.1.5. Procedure for initiating an appeal. 

5.3.1.6. Name and credentials of the Medical Reviewer. 

5.3.1.7. Option to discuss the denial with the Medical Reviewer, if desired. 
5.3.1.8. The process and timeline for initiating an appeal. 

5.3.1.9. Any additional information needed for the appeal.  
5.3.1.10. A statement that upon request, Enrollees can obtain a copy of the 

actual benefit provision, guideline, protocol, or other criterion on 
which the denial decision is based. 

5.3.1.11. Any forms required.   

5.3.2. The appeal process is described in Member Services policies:  
5.3.2.1. 301.DC; Enrollee Appeals, and 

5.3.2.2. 307.DC; Provider Disputes.  
5.4. Partially approved request notification follows processes described in 5.2 and 

5.3. 
 

6. Pharmacy requests are processed in accordance with NCQA Standards and DC 
Contract requirements. 

6.1. Timelines for decision-making and notification are described in Table 1 below. 

6.2. Requests confirmed to be clinically urgent will be prioritized for processing, and 
notification of the decision will occur no more than 24 hours from the date of 

receipt. 
6.3. Requesting prescribers may speak to a Medical Reviewer at any during request 

processing. 
6.4. Enrollees may initiate a retrospective coverage request up to 180 calendar days 

after the date of service. 

6.4.1. If request approval occurs within three (3) days of the date of service, the 
enrollee will be instructed to return to the pharmacy for a refund. 

6.4.2. If request approval occurs three (3) or more days after the date of service, 
enrollees will be instructed to mail their pharmacy and cash register 

receipts as described in Appendix I. 
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6.5. Requests that are redirected to a formulary-preferred alternative, or otherwise 
determined to be void/canceled will be processed within 24 hours from the date 

of receipt. 
 

Table 1. Pharmacy request timelines and notification processes. 

Request Type 
Timeline for UM 

Decision Making 

Timeline for 

Notification 

Notification 

Method 
Who Must Be Notified 

All Requests 

other than 

retrospective/po

st-service 

• Enrollee 

Exception 

Requests 

• Non-Urgent 

Requests 

• Urgent 

Requests* 

Within 24 hours of 

the receipt date of 

the Request for 

Authorization. 

 

MedStar Family 

Choice DC will 

approve, deny, or 

request further 

information. 

 

If further clinical 

information is not 

received: a 

decision is made 

within 24 hours of 

the date of receipt. 

Notification of 

the decision 

within 24 hours 

of the receipt 

date. 

 

A decision is 

made within 24 

hours of the 

receipt date 

regardless of 

whether clinical 

information is 

received 

Notice by 

telephone or 

another 

telecommuni

cation 

device. 

 

Electronic or 

written 

(required for 

denials) 

 

Telephone or Other 

Telecommunication 

Device (required): 

- Requesting 

practitioner/provider 

 

Written (required for 

denials): 

- Requesting facility 

- Requesting physician 

or clinician 

- PCP 

-Enrollee or Enrollee’s 

authorized 

representative 

 

Retrospective/ 

Post-Service 

Pharmacy 

Requests 

 

Within 14 calendar 

days of the receipt 

date of the 

request.  

Electronic or 

written within 14 

calendar days of 

the initial receipt 

date of the 

request. 

Electronic or 

written 

- Enrollee or Enrollee’s 

representative (verbal 

approval or written 

denial) 

-Treating physician or 

clinician or requesting 

provider 

- PCP (denial only) 

*Urgent requests will be processed as expediently as feasible, not to exceed 24 hours from date of receipt.  

 

Summary of Changes: 

07/24 

• P&T Committee changed from Responsible 
Department to Responsible Parties 

• Updated Approver names and titles 

• Updated NCQA reference to 2024 Standards 

• Reworded the Purpose statement for clarity and to 
remove references to policies that cite this policy as 

a reference. 

• Incorporated content from pharmacy policy 212.DC 
Prior Authorization 

• Reformatted procedures to improve readability and 
minimize redundancy. 

• Removed duplicative content captured in both policy 

218.DC and retired policy 212.DC 
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• Clarified the process for identifying and redirecting to 

formulary-preferred alternative medications. 

• Added section about duration of approval (section 4) 

• Added Appendix: Prescription Reimbursement Claim 

Form 
 

07/23 

• Responsible Parties changed to Health Plan 

Pharmacist 

• Health Plan Pharmacist added with Medical Director 

throughout Policy 

• Updated NCQA reference to 2023 Standards 

• Removed Prior Auth Medication Form. 

 

09/22: 

• Updated the contact information and provided a link 

to the documents on the MedStar Family Choice DC 

Web site. 

• Combines all requests into Pre-Service and Post-

Service. 

 
07/22:  

• Updated Responsible Parties to Plan Pharmacist.   

• Changed Approved from Patryce Toye, MD CMO to 
Raymond Tu, MD Senior Medical Director (CMO). 

• Updated NCQA Reference to 2022 Standards. 

• Updated tables to reflect changes to UM5C for 

pharmacy 24-hour response time. 

 
07/21: 

• Changed Case Management to Clinical Operations in 

Responsible Departments. 

• Changed responsible parties from Dr. Patryce Toye 
& Dr. Danielle Gerry to Raymond Tu, MD & Seema 

Kazmi, PharmD. 
 

10/20: 

• New policy. 
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Appendix I. Prescription reimbursement claim form. 
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