
Medicare Part D plans sort medications into groups called "tiers" on their formularies, which is the list of drugs 
covered by the plan. Each tier costs the patient a different amount, with drugs in lower tiers costing less than 
those in higher tiers. Tier structures vary across Part D plans. In most cases, the higher the tier, the more 
expensive the cost to the patient.1

*A tiering exception request cannot be made if the required drug is in a specialty tier.5

More information about the tiering exception process is available at  
CMS.gov/Medicare/Appeals-and-Grievances/MedPrescriptDrugApplGriev/Exceptions.

Tier Patient costs Description

1 Lowest Most generic prescription drugs

2 Medium
Some high-cost generic drugs; most common brand-
name drugs; preferred, brand-name prescription drugs

3 Higher Non-preferred, brand-name prescription drugs

Specialty Highest Unique or very high-cost prescription drugs

Example 4-tier formulary structure (every patient’s plan will be different)1,2

What to do if the prescribed drug is off-formulary3

If a medication is not listed as a covered drug, you can request a formulary exception asking the  
Part D plan for approval. A formulary exception may also be requested to waive restrictions for drugs  
that are on formulary. The healthcare provider (HCP) will need to prove that the prescribed drug is 
medically necessary. 

Tiering exceptions can help lower patient costs3

Patients prescribed drugs in a higher or non-preferred tier may face high copays and treatment delays.  
If the prescriber thinks the patient needs that drug instead of a similar drug in a lower tier, the patient and 
the prescriber can ask the plan for an exception to get a lower coinsurance or copayment for the drug in 
the higher tier using the Part D appeal process. This process, known as a tiering exception request, is a 
way to potentially reduce cost sharing for patients.

Tiering exceptions can be requested when2-5:

A higher-tier drug is 
necessary because the 

plan’s preferred drugs are 
medically inappropriate or 

dangerous 

A drug is no longer 
covered during a plan 
year, and there is no 
alternative available*

The drug gets moved during 
the plan year from the 

preferred to the non-preferred 
tier, and the patient cannot 
use any other drugs on the 

preferred tier
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https://www.cms.gov/medicare/appeals-grievances/prescription-drug/exceptions


How to Submit Tiering Exceptions 
Under Medicare Part D
Step 1: Gather supporting documentation
Ask the patient's Part D plan how to send tiering exception requests, as requirements vary across plans. 

Step 2: Submit the tiering request
Depending on the direction from the Part D plan, tiering exception requests and required documentation may be 
submitted in any format, including phone, fax, or email. 

Keep records of the conversations and documents the patient and HCP sent, along with dates of delivery.

Next steps 
The Part D plan must provide a decision within 72 hours of receiving the request. It’s possible to request an 
expedited appeal if the HCP or patient feels that the patient’s health may be seriously harmed by delays;  
in these instances, the plan will provide their decision within 24 hours.3

References: 1. Medicare.gov. What Medicare Part D drug plans cover. Accessed September 8, 2023. medicare.gov/drug-coverage-part-d/what-medicare-part-d-drug-plans-cover  
2. HealthPartners. Our 2023 Medicare drug list and other prescription drug resources. Accessed September 8, 2023. healthpartners.com/insurance/medicare/part-d-prescription-drug-
coverage/formulary/ 3. Medicare.gov. Exceptions. Accessed September 8, 2023. cms.gov/medicare/appeals-grievances/prescription-drug/exceptions 4. Medicare Interactive. Notices 
that Medicare Advantage and Part D plans must send if they make changes during the year. Accessed September 8, 2023. medicareinteractive.
org/get-answers/medicare-health-coverage-options/medicare-advantage-plan-overview/notices-that-medicare-advantage-and-part-d-
plans-must-send-if-they-make-changes-during-the-year 5. Medicare Interactive. Requesting a tiering exception. Accessed September 8, 2023. 
medicareinteractive.org/get-answers/medicare-denials-and-appeals/part-d-appeals/requesting-a-tiering-exception 6. Medicare.gov. Joining a plan. 
Accessed September 8, 2023. medicare.gov/basics/get-started-with-medicare/get-more-coverage/joining-a-plan

If the tiering exception request is approved, the drug will be covered at cost-sharing rates per a lower  
tier until the end of the calendar year.5,6

If the request is denied, the patient and HCP can initiate the appeal process again next year. 
The patient may also consider switching plans during the Open Enrollment period (October 15 – 
December 7) to a Medicare Part D plan that covers their prescribed therapy. Patients can compare 
plans at medicare.gov/plan-compare/.5,6

Example of a statement 
supporting medical 

necessity in the form of  
a written letter.

[Date]  

[Health plan name]                                                                                                                           [Pa/ent’s Name] 

ATTN: [Department]                                                                                        [Pa/ent’s plan-specific member ID] 

[Medical/Pharmacy Director Name (if available)]                                                                           [Date of birth] 

[Health plan address]                                                                                                                             [Case number] 

[City, State, ZIP code]                                                                                                                       [Dates of service] 

 
Re: Tier Excep/on LeOer of Support [prescribed treatment] 

My name is [HCP name], a [HCP medical specialty]. I am wri/ng to request a /er excep/on for [pa/ent 
name]. Given [pa/ent’s] diagnosis of [clinical criteria for diagnosis] [relevant diagnosis codes], I believe 
that the prescrip/on for [treatment, dosage, and frequency] is medically appropriate and necessary. I am 
reques/ng that [treatment] is deemed the preferred medica/on for my pa/ent.  

[Pa/ent name] is currently receiving treatment with: [current treatment(s), start date(s), and dosage]. 
The pa/ent is experiencing [poten/al reasons for discon/nua/on with current treatment, including side 
effects and unresolved symptoms]. 

Pa/ent name has previously received treatment with other therapies: 

[Past treatment name(s); start/stop dates; and reason(s) for discon/nuing (side effects, lack of efficacy 
and/or tolerability, etc.)]. 

I am reques/ng a /er excep/on to prevent the cost of [treatment] from causing a financial burden on 
[pa/ent name] and restric/ng [pa/ent name] from receiving necessary treatment. I have also enclosed a 
copy of [pa/ent name’s] medical records and a LeOer of Medical Necessity, as well as a statement of 
financial hardship.  

Please contact me with any ques/ons. 

Sincerely,   
[Physician’s signature] [Physician name] [Physician NPI] [Name of prac/ce] [Phone number] 

Enclosures: [List and aOach addi/onal documents, which may include LeOer of Medical Necessity, 
Statement of Financial Hardship, Prescribing Informa/on, clinical notes/medical records, US Food and 
Drug Administra/on approval leOer, clinical studies and efficacy data, PA number, and/or clinical prac/ce 
guidelines.] 
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Example of Medicare Model 
Coverage Determination 

Request Form. Part D 
plan sponsors may have 

developed their own forms.

REQUEST FOR MEDICARE PRESCRIPTION DRUG COVERAGE DETERMINATION
This form may be sent to us by mail or fax:        

Address: Fax Number:
[Insert plan address(es)] [Insert plan fax number(s)]

You may also ask us for a coverage determination by phone at [insert plan telephone number] or 
through our website at [insert plan web address].

Who May Make a Request: Your prescriber may ask us for a coverage determination on your 
behalf. If you want another individual (such as a family member or friend) to make a request for 
you, that individual must be your representative. Contact us to learn how to name a representative.

Enrollee’s Information
Enrollee’s Name Date of Birth  

Enrollee’s Address

City State Zip Code

Phone Enrollee’s Member ID #  

Complete the following section ONLY if the person making this request is not the enrollee 
or prescriber:
Requestor’s Name

Requestor’s Relationship to Enrollee

Address

City State Zip Code

Phone

Representation documentation for requests made by someone other than enrollee or the 
enrollee’s prescriber:

Attach documentation showing the authority to represent the enrollee (a completed 
Authorization of Representation Form CMS-1696 or a written equivalent).  For more 

information on appointing a representative, contact your plan or 1-800-Medicare.

Name of prescription drug you are requesting (if known, include strength and quantity 
requested per month):   
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Otsuka Patient Support is available to support your patients

OR

Explore how our support offerings can help
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It is always helpful to submit a verbal or written statement 
supporting medical necessity from the prescriber outlining the 
medical reason for the exception, including a summary of the 
patient's history and rationale for treatment request. The tiering 
exception request letter may be written and delivered by the HCP, 
the patient, or the patient’s caregiver/legal representative. Both the 
patient and the HCP should sign the letter.

Plans may provide specific tiering exception request templates 
or forms on their website that must be used when making  

the request in addition to the Medicare Model Coverage 
Determination Request Form. The Medicare Model  

Coverage Determination Request may be downloaded  
at the Medicare website or the Part D plan's website.

CoverMyMeds can help practices with tiering exceptions for eligible patients, depending 
on the health plan. To learn more, visit CoverMyMeds.com or call 1-866-452-5017.

Click to Learn More
1-833-468-7852 
Monday through Friday, 8 AM to 8 PM ET
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