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I. LIVINITI OVERVIEW 

Southern Scripts, Inc. d/b/a Liviniti (“Liviniti”) is pleased to welcome you and your pharmacy to our 
network. We value you as a provider of high-quality, cost-efficient pharmacy services. Liviniti publishes 
this Pharmacy Services Manual to serve as a guide for its pharmacy network in claims processing, and 
provides overall terms, conditions, policies, and procedures of Liviniti.  

Liviniti provides a prescription benefit management service for different types of self-insured plans, each 
which may have its own guidelines. Liviniti’s self-insured Plans determine their own coverage which 
includes items such as copays/coinsurance, and quantity limitations. Liviniti’s claims processing system 
will provide accurate information regarding individual Members, groups, and pricing. 

Answers to most of your questions may be obtained through this Pharmacy Services Manual or your 
Pharmacy Network Agreement. For all other questions or further clarification, please contact our 
Pharmacy Help Desk. 

 

Please contact Liviniti’s Pharmacy Provider Relations Department for additional information relating to 
this Manual. 

 

 

Nothing in this Pharmacy Services Manual shall prohibit a Pharmacy’s 
pharmacists from exercising professional judgment in the dispensing of 
Covered Prescription Services; and any such pharmacist may refuse to 
dispense any Covered Drug based upon their professional judgment. 
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II. PHARMACY PROVIDER RELATIONS DEPARTMENT 

The Liviniti Pharmacy Provider Relations Department's main hours of operation are Monday through 
Friday, 8:00 am- 5:00 pm CST. For emergency calls, Liviniti is available 24/7. The Pharmacy Provider 
Relations Department is available to assist you with: 

 Important Documentation Requirements 

 Reimbursement/ Network set-up 

 MAC pricing 

Contact Information 
Phone:  Liviniti Pharmacy Helpdesk: 1-(800) 710-9341 

Email:  pharmacynetwork@liviniti.com 

Mail:  Liviniti 
  411 Bienville Street 
  Natchitoches, LA  71457 

Fax:  (318) 214-4190 

Pharmacy Resources Webpage 
https://liviniti.com/pharmacy-resources/ 

Liviniti Pharmacy Help Desk 
Pharmacy Providers shall contact the Liviniti Pharmacy Help Desk to ensure prompt resolution to 
pharmacy claims issues, including claim rejections or prior authorization. 

The Pharmacy Help Desk will be able to resolve online, concurrent DUR claim processing issues, 
including but not limited to: 

 Pharmacy coding errors. 

 Prior authorization (PA). 

 Coordination of Benefits (COB)/Third Party Liability (TPL). 

 Duplicate therapy. 

 Early refills and frequency limitation. 

 Duplicate drugs. 

 Potential drug interaction(s). 

 Preferred Drug List. 

 Coordination of Benefits. 

 Quantity Limits. 

 Reimbursement Issues. 

 Network Contracting. 
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Hours of Operation and Contact Telephone Numbers 
If a Pharmacy Provider has difficulty in transmitting claims for Plan Members due to host processing or 
claim submission errors, please contact the Pharmacy Help Desk. 

Liviniti Help Desk 

1-800-710-9341 
24/7/365 

 
EVERSANA COUPON PROGRAMS 

1-833-706-7010 
 

Office of Group Benefits (OGB) 
1-833.925.2770 

 
LIVINITI SAVEPLUS PROGRAM 

1-833-770-4430 

 

Liviniti Prior Authorization Fax Line 

1-866-404-1771 
Monday-Friday 

8:00 am – 4:00 pm (CST) 
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III. PHARMACY ENROLLMENT 

Credentialing 
Credentialing and re-credentialing ensure participating providers are compliant with criteria established 
by Liviniti, and any applicable governmental regulations and standards. Pharmacy Provider applicants 
must comply with the credentialing and re-credentialing standards required by Liviniti and agree to 
provide Liviniti with documentation and other relevant information that may be required in association 
with such standards. All applicants are subject to credentialing review and verification processes. Liviniti 
has the right to determine whether an applicant meets and maintains appropriate credentialing standards 
in order to participate as a pharmacy in the Liviniti Pharmacy Network. 

A Pharmacy Provider may be subject to re-credentialing as required based on state and/or federal law 
requirements as well as pharmacy audit activities.   

All standard Pharmacy information will be verified through NCPDP. It is the Pharmacy’s responsibility to 
ensure its information with NCPDP is correct. 

In order to become a participating network Pharmacy Provider, a pharmacy must complete Liviniti’s 
credentialing process This includes executing a copy of a Pharmacy Network Agreement between the 
pharmacy and Liviniti, and providing all documentation that may be requested by Liviniti.  

Once a Pharmacy Network Agreement has been entered into between a pharmacy and Liviniti, the 
Pharmacy may request a copy by contacting Liviniti’s Pharmacy Provider Relations Department.  

Required credentialing documents include, but are not limited to: 

 Executed Pharmacy Network Agreement 

 Proof of Liability Insurance 

 State Pharmacy License, Permit or Registration 

 Federal DEA and state-controlled substance licenses or registration 

 ACH (Direct Deposit) Form (Required to receive payment). 

 W-9 Form       

A pharmacy will provide additional information as may be needed to document compliance with Liviniti’s 
credentialing process. 

Pharmacy participation in Liviniti’s Pharmacy Network is voluntary. Participation in one network does not 
guarantee or mandate participation in another network. A pharmacy providing Covered Services to a Plan 
Member affirms its participation in a Liviniti pharmacy network, and the pharmacy agrees with the terms 
and conditions set forth in this Pharmacy Services Manual l and the Pharmacy Network Agreement. 
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Expectations of Liviniti Network Pharmacies 

 Support all formularies provided by Liviniti or its payors. 

 Sufficient inventory of prescription drugs commonly used in a retail pharmacy setting and 
consistent with formulary. 

 Responsible for accuracy, integrity, completeness, and timeliness of data and information 
submitted. 

 Maintain all Professional Standards in accordance with applicable pharmacy laws, 
regulations, industry norms, and industry best practices. 

 Maintenance of a signature log at each pharmacy location with required Member 
signatures or capture and store signatures electronically confirming Member’s receipt of 
Covered Medication. 

 Prescription error prevention measures and processes for handling prescription errors. 

 Filling prescriptions according to prescriber directions. 

Pharmacy Licensure 
Pharmacy providers must meet all standards of operation as required by Federal, State, and/or local 
laws and regulations. Pharmacy Providers must furnish copies of these required licenses, business 
permits, and/or registrations when applying for enrollment as a participating pharmacy in Liviniti’s 
network. Pharmacy providers must maintain all licenses, permits and/or registrations required to 
operate a pharmacy in good standing.  

Once credentialed to participate in a Liviniti Pharmacy Network, the Pharmacy Provider must notify 
Liviniti immediately in writing if its license, registration, and/or permit is canceled, revoked, suspended, 
or otherwise terminated. Failure to immediately notify Liviniti in writing of any such action may result 
in immediate termination from Liviniti’s pharmacy network. Failure to maintain required licenses, 
permits and/or registrations will result in immediate termination from the Liviniti Pharmacy Network. 

Confidentiality and Proprietary Rights 
The Pharmacy Provider shall refer to its Pharmacy Network Agreement for information relating to 
confidential and proprietary rights.  

All Member information related to Covered Prescription Services, including any records identifying 
Member, shall be treated by the participating pharmacy as confidential. All materials relating to pricing, 
contracts, programs, services, business practices and procedures of Liviniti are proprietary and 
confidential. The participating pharmacy must maintain the confidential nature of such materials and 
return them to Liviniti on request or upon termination of the agreement. 

Pharmacy Changes in Documentation and Other Information 
Participating pharmacies must notify Liviniti in writing of any changes in documentation and other 
information provided to Liviniti in connection with any credentialing or re-credentialing initiatives. 
Pharmacy updates may be verified through NCPDP; therefore, all changes must be submitted to 
NCPDP immediately in order to ensure timely processing. 
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Reporting of Investigations and Disciplinary Actions 
In addition to requirements above, Pharmacy Providers must notify Liviniti immediately, in writing, if it 
receives notice of any proceeding(s) that may lead to disciplinary action against the Pharmacy 
Provider, or if any disciplinary actions are taken against the participating pharmacy or any of its 
personnel, including actions by Boards of Pharmacy, the Office of Inspector General (OIG), and/or 
other regulatory bodies.  

Failure to immediately notify Liviniti in writing of any such investigations or disciplinary actions may 
result in immediate termination as a Liviniti network Pharmacy Provider. Liviniti periodically and 
routinely reviews federal and state exclusion databases to determine pharmacies which are excluded 
from health care programs (See below). Claims for Covered Prescription Services from any pharmacy 
that is identified as not able to participate in such programs will be rejected at the point of sale. 

 

Federal and State Databases 
Liviniti periodically review Federal and State databases to monitor the regulatory actions of all 
participating pharmacies and pharmacists.  

Federal databases include (but are not limited to): 

 Office of Inspector General (OIG) exclusions database 

 U.S. General Services Administration (GSA) database 

 U.S. Drug Enforcement Administration (DEA) 

If a Pharmacy Provider or its personnel are listed in the OIG or SGA databases, Liviniti will immediately 
terminate its Pharmacy Network Agreement with the Pharmacy Provider.  

Liviniti reviews DEA database to ensure that a Pharmacy Provider can dispense controlled substances.  

Liviniti reviews state databases (such as applicable Board of Pharmacy or similar/corresponding state 
departments) for pharmacy/pharmacist license activity and disciplinary actions. If Liviniti identifies a 
questionable license or disciplinary action, the information will be reviewed for further action.  

Liviniti shall periodically review Federal and State databases to ensure health care prescribers are 
properly credentialed and have controlled substance writing authority. 

 

Termination Criteria for Removing a Pharmacy from Liviniti’s Pharmacy 
Network 
A pharmacy will be terminated from Liviniti’s Pharmacy Network under the following conditions: 

 Violation of any federal, state, or local law. This includes non-compliance with any 
Federal, State, or Local tax laws; 

 Inclusion in the Office of the Inspector General exclusions database; 

 Inclusion in the General Services Administration (GSA) database; 

 Failure to maintain licensure/registration to operate as a pharmacy;  

 Failure to comply with pharmacy auditing activities; or; 

 Ceasing pharmacy operations. 
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IV. PHARMACY PROVIDER RIGHTS & RESPONSIBILITIES 

Rights 

 To be treated with respect and dignity. 

 To receive prompt and courteous responses to inquiries directed at Liviniti. 

 To receive timely communications from Liviniti on items affecting pharmacy services. 

 To express a complaint and receive a response within a reasonable amount of time. 

 To expect confidentiality of business and credentialing documents. 

Responsibilities 

 Comply with all applicable laws and provide services in a manner compliant with the 
highest industry standards. 

 Maintain the confidentiality of Members in accordance with HIPAA privacy laws. 

 Maintain facility and equipment in first-class condition. 

 Provide annual training for staff to mitigate fraud, waste, and abuse. 

 Maintain all materials relating to pricing, contracts, programs, services, and business 
practices of Liviniti as proprietary and confidential. 

 Maintain and enforce comprehensive policies and procedures for operation. 

 Non-discrimination against Members. 

 Fill prescriptions according to the prescriber’s directions. 

 Assure the authenticity of the Prescription Drug Order. 

 Seek to prevent Prescription Drug Orders from being filled by multiple pharmacies. 

 Ensure reasonable verification of the identity of the Member, prescriber, and if 
appropriate caregiver. 

 Obtain and maintain Member medication profiles. 

 Maintain complete records related to: 

 Original prescriptions 

 Prescriber information 

 Signature and/or electronic tracking logs  

 Refill information 

 Member profiles 

 Wholesaler, manufacturer, and distributor invoices 

 Display all DUR alerts to the dispensing pharmacist; respond to all online edits. 

 Take appropriate action regarding suspected adverse drug reactions and errors. 

 Inform Members or Member caregivers about drug recalls. 

 Assure that medications and devices are maintained within appropriate temperature, 
light, and humidity standards during storage and shipment. 
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 Provide instructions to the Member on storage, dosing, side effects, potential 
interactions, and use of medication dispensed in accordance with professional practice 
guidelines. 

 Collect from each Member the applicable copayment or coinsurance. 

 Submit claims electronically, at the point-of-sale, only for the Member for whom the 
prescription was written by the prescriber. 

 Utilize an accurate National Provider Identifier (NPI) in the correct NCPDP data field. 

 Reverse claims for products returned to stock within 14 days of the original service date. 

 Notify Liviniti immediately of any status change in pharmacy or pharmacist license. 
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V. CLAIMS ADJUDICATION 

Claims Processing System 
The Liviniti Claims Processing System sets forth pricing, eligibility, and other information that governs 
participation in the Pharmacy Network applicable to each Plan Sponsor and Member. 

Each claim a Pharmacy Provider submits must contain complete and accurate information for each 
prescription dispensed. The Pharmacy Provider will transmit claims to Liviniti with all required fields as 
defined by Liviniti using an NCPDP electronic claims standard in effect on the date of service. Claims 
must be submitted only for the Member for whom the prescription is written by the Prescriber. 

The Liviniti Claims Processing System also provides information necessary to effectively implement 
Liviniti’s clinical and benefit management initiatives such as drug utilization review, prior authorization, 
and formulary management programs on behalf of its Plan Sponsors. The Pharmacy Provider will submit 
all claims through the Liviniti Claims Processing System and will comply with all information 
communicated via the Liviniti Claims Processing System or otherwise by Liviniti. 

The Pharmacy Provider will submit all Liviniti claims simultaneously at the time of dispensing unless 
unusual circumstances require otherwise, in which event the Pharmacy Provider will submit claims within 
90 days of the date of service. Liviniti’s Claims Processing System claims can be reversed during the 
cycle in which the specific transaction is adjudicated and up to 90 days after the date of service. Claims 
submitted to Liviniti after the applicable claim’s cutoff date may not be eligible for payment. 

Liviniti will pay all Clean Claims in accordance with the payment rate established for the applicable plan 
at the time of Liviniti’s next regular claims cycle. Such payment will be less the applicable co-payment/ 
coinsurance, deductible, or other payments, such as administrative fees for certain programs. 

Any authorization code transmitted to the Pharmacy Provider via the Liviniti Claims Processing System 
does not in any way limit or preclude Liviniti’s right to review or audit claims. 

General Submission Policies 
All claims for Covered Services are required to be submitted to Liviniti. 

 Claims shall be submitted at the time of service electronically through the Liviniti Claims Processing 
System. 

 There are no financial claw backs, reconciliation fees or offsets, or offsets to adjudicated claims other 
than exhibited by state or federal laws. 

 Liviniti’s online system is generally available for claims processing 24 hours a day, 365 days a year. 

 All claims must be accurate and complete. 

 All claims must be transmitted using the actual date of dispensing. 

 All Pharmacy Providers must comply with NCPDP standard transactions for pharmacy drug claims, 
coordination of benefits, and related pharmacy services. 

 The submitted NDC must be the complete NDC of the medication dispensed including the actual 
package size used. 

 Benefit design and formulary coverage may vary by Plan Sponsor. As a result, the Pharmacy Provider 
must rely on Liviniti’s online system for determining medication coverage and Member copays. 

 Over the counter (“OTC”) medications submitted as a prescription through the Liviniti System should 
be filled pursuant to a prescriber’s prescription or order. OTC coverage will be subject to the Member’s 
specific plan design. 
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 Generic medications should be dispensed whenever possible and as permitted by law. 

 Follow all guidelines and requirements when submitting claims with a Dispense as Written (DAW) 
Code as set forth in this manual. 

 Submit accurate National Provider Identification (NPI) on all claims. 

 Collect Member copay/co-insurance. Pharmacy providers shall not routinely waive copay/co-
insurance. 

 Any claim for prescription drugs not picked up by the Member (including partials) must be reversed 
online within the time frame stated in the Pharmacy Network Agreement. 

 Pharmacy providers that are required to collect any federal, state, or local sales taxes and/or fees are 
required to submit those taxes and/or fees during the time of claim submission. 

 The Pharmacy Provider shall calculate and transmit the exact number of days’ supply. Days’ supply 
must be calculated based on the directions documented on the prescription by the prescriber. 

 The Pharmacy provider should transmit the exact metric quantity as indicated on the prescription. 

 Pharmacy providers shall contact the Pharmacy Help Desk regarding any rejected claims or claims 
requiring Prior Authorization. 
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Claims Processing Coding 
The following are mandatory claim processing coding requirements for all Liviniti pharmacy POS claims: 

Liviniঞ BIN Number: Liviniঞ Processor Control Number: 

015433, 025242, 025945, 027159, 027167 SSN 

 

Note: Pharmacies must ensure they are properly set up with Liviniti’s BIN numbers. 
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Payer Sheet 
General Information 

Payer Name: Liviniti  Date: 06/01/2024 

Plan Name/Group Name:    Liviniti  BIN: 015433, 025242, 025945, 
027159, 027167  

PCN: SSN  

Processor: Liviniti Systems 

Effective as of: 02/01/2022 NCPDP Telecommunication Standard Version/Release #: 
D.Ø  

NCPDP Data Dictionary Version Date: 07/2007  NCPDP External Code List Version Date: 04/2012  

Contact/Information Source: Robert Carney and pharmacynetwork@liviniti.com  

Certification Testing Window: N/A  

Certification Contact Information: Certification not required  

Provider Relations Help Desk Info: 1-(800) 710-9341 

Other versions supported: N/A  

Transactions Supported 

Payer: Please list each transaction supported with the segments, 
fields, and pertinent information on each transaction. 

Transaction Code  

Transaction Name  

B1  Claim Billing  

B2  Claim Reversal  

Field Legend for Columns 

Payer Usage 
Column 

Value Explanation 
Payer 

Situation Column 

MANDATORY  M 
The Field is mandatory for the Segment in the designated 
Transaction.  

  

REQUIRED  R 
The Field has been designated with the situation of "Required" 
for the Segment in the designated Transaction.  

  

QUALIFIED 
REQUIREMENT  

RW 
“Required when”. The situations designated have 
qualifications for usage.  

  

SITUATIONAL  S The Field has been designated situational.    

OPTIONAL  O The Field has been designated as optional and is not required.   

Fields not used in the Claim Billing transactions and those that do not have qualified 
requirements (i.e., not used) for this payer are excluded from the template. 
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Claim Billing Transaction 

The following lists the segments and fields in a Claim Billing Transaction for the NCPDP 
Telecommunication Standard Implementation Guide Version D.Ø. 

 Transaction Header Segment      Claim Billing  

Field #  NCPDP Field Name  Value Payer Usage Payer Situation  

1Ø1-A1  BIN NUMBER  
015433, 025242, 
025945, 027159, 

027167 
M   

1Ø2-A2  VERSION/RELEASE NUMBER  DØ M   

1Ø3-A3  TRANSACTION CODE  B1 M   

1Ø4-A4  PROCESSOR CONTROL NUMBER  SSN M   

1Ø9-A9  TRANSACTION COUNT  01 to 04 M   

2Ø2-B2  
SERVICE PROVIDER ID 
QUALIFIER  

01 = National 
Provider ID 

M   

2Ø1-B1  SERVICE PROVIDER ID   M   

4Ø1-D1  DATE OF SERVICE   M   

11Ø-AK  
SOFTWARE 
VENDOR/CERTIFICATION ID  

Blank fill M   

 

 Patient Segment      Claim Billing  

Field #  NCPDP Field Name  Value Payer Usage Payer Situation  

111-AM  SEGMENT IDENTIFICATION  01 M   

3Ø4-C4  DATE OF BIRTH   R   

3Ø5-C5-  PATIENT GENDER CODE   R   

31Ø-CA  PATIENT FIRST NAME   R   

311-CB  PATIENT LAST NAME   R   

322-CM  PATIENT STREET ADDRESS  O   

323-CN  PATIENT CITY ADDRESS  O   

324-CO  
PATIENT STATE/PROVINCE 
ADDRESS  

 O 
  

325-CP  PATIENT ZIP/POSTAL ZONE   O   

326-CQ  PATIENT PHONE NUMBER   O   

 
Insurance Segment Claim Billing 

Field #  NCPDP Field Name  Value Payer Usage Payer Situation 

111-AM  SEGMENT IDENTIFICATION  04 M  

3Ø2-C2  CARDHOLDER ID   M  

3Ø9-C9  ELIGIBILITY CLARIFICATION CODE  S  

301-C1  GROUP ID   M  

303-C3  PERSON CODE   R  

306-C6  PATIENT RELATIONSHIP CODE   O  
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 Claim Segment    Claim Billing 

Field #  NCPDP Field Name  Value Payer Usage Payer Situation 

111-AM  SEGMENT IDENTIFICATION  07 M  

455-EM  
PRESCRIPTION/SERVICE 
REFERENCE NUMBER 
QUALIFIER  

1 = Rx Billing M  

4Ø2-D2  
PRESCRIPTION/ SERVICE 
REFERENCE NUMBER  

 M  

436-E1  
PRODUCT/SERVICE ID 
QUALIFIER  

 M  

4Ø7-D7  PRODUCT/SERVICE ID   M  

442-E7  QUANTITY DISPENSED   R  

4Ø3-D3  FILL NUMBER   R  

4Ø5-D5  DAYS SUPPLY   R  

4Ø6-D6  COMPOUND CODE   R  

4Ø8-D8  
DISPENSE AS WRITTEN (DAW) 
CODE  

 R  

414-DE  DATE PRESCRIPTION WRITTEN   R  

415-DF  
NUMBER OF REFILLS 
AUTHORIZED  

 R  

419-DJ  PRESCRIPTION ORIGIN CODE   R  

354-NX  
SUBMISSION CLARIFICATION 
CODE COUNT  

 R  

42Ø-DK  
SUBMISSION CLARIFICATION 
CODE  

 R  

3Ø8-C8  OTHER COVERAGE CODE   S  

461-EU  
PRIOR AUTHORIZATION TYPE 
CODE  

 S  

462-EV  
PRIOR AUTHORIZATION 
NUMBER  

 S  

996-G1  COMPOUND TYPE   O  

 

 Pricing Segment      Claim Billing  

Field #  NCPDP Field Name  Value Payer Usage Payer Situation  

111-AM  SEGMENT IDENTIFICATION  11 M   

4Ø9-D9  INGREDIENT COST   R   

412-DC  DISPENSING FEE   R   

438-E3  INCENTIVE AMOUNT   S   

481-HA  FLAT SALES TAX AMOUNT   RW 
If sales tax is 
required  

482-GE  
PERCENTAGE SALES TAX 
AMOUNT  

 RW 
If sales tax is 
required  

483-HE  PERCENTAGE SALES TAX RATE   RW 
If sales tax is 
required  
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484-JE  PERCENTAGE SALES TAX BASIS   RW 
If sales tax is 
required  

426-DQ  
USUAL AND CUSTOMARY 
CHARGE  

 R   

43Ø-DU  GROSS AMOUNT DUE   R   

423-DN  BASIS OF COST DETERMINATION   O   

 

 Prescriber Segment      Claim Billing  

Field #  NCPDP Field Name  Value Payer Usage Payer Situation  

111-AM  SEGMENT IDENTIFICATION  03 M   

466-EZ  PRESCRIBER ID QUALIFIER  
Ø1= NATIONAL 
PROVIDER ID 

R 
  

411-DB  PRESCRIBER ID   R   

427-DR  PRESCRIBER LAST NAME   R   

364-2J  PRESCRIBER FIRST NAME   O   

 

 Coordination of Benefits Segment     Claim Billing  

Field #  NCPDP Field Name  Value Payer Usage Payer Situation  

111-AM  SEGMENT IDENTIFICATION  05 M   

337-4C 
COORDINATION OF 
BENEFITS/OTHER PAYMENTS 
COUNT 

Maximum count of 9 M 
  

338-5C OTHER PAYER COVERAGE TYPE  M   

339-6C OTHER PAYER ID QUALIFIER 03 R   

34Ø-7C OTHER PAYER ID    R 

Required for 
identification of 
the Other Payer 
when necessary 
for 
claim/encounter 
adjudication 

443-E8  OTHER PAYER DATE  R 

Required for 
identification of 
the Other Payer 
Date when 
necessary for 
claim/encounter 
adjudication – 
CCYYMMDD  

471-5E OTHER PAYER REJECT COUNT Maximum count of 5. RW 

Required when 
Other Payer 
Reject Code 
(472-6E) is used 

472-6E OTHER PAYER REJECT CODE  RW 

Required when 
the other payer 
has denied the 
payment for the 
billing, designated 
with Other 
Coverage Code 
(3Ø8-C8) – 3 
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353-NR 
OTHER PAYER-PATIENT 
RESPONSIBILITY AMOUNT COUNT 

Maximum count of 
25 

RW 

Required when 
Other Payer-
Patient 
Responsibility 
Amount Qualifier 
(351-NP) is used 

351-NP 
OTHER PAYER-PATIENT 
RESPONSIBILITY AMOUNT 
QUALIFIER  

06 RW 

Required when 
Other Payer-
Patient 
Responsibility 
Amount (352-NQ) 
is used 

352-NQ 
OTHER PAYER-PATIENT 
RESPONSIBILITY AMOUNT 

 RW 

Required when 
Other Payer-
Patient 
Responsibility 
Amount (352-NQ) 
is used 

392-MU BENEFIT STAGE COUNT  Maximum count of 4. O  

393-MV BENEFIT STAGE QUALIFIER  O  

394-MW BENEFIT STAGE AMOUNT  O  

 

 DUR/PPS Segment     Claim Billing  

Field #  NCPDP Field Name  Value Payer Usage Payer Situation  

111-AM  SEGMENT IDENTIFICATION  08 M   

473-7E DUR/PPS CODE COUNTER 
Maximum of 9 
occurrences. 

O 
  

439-E4 REASON FOR SERVICE CODE  O   

44Ø-E5 PROFESSIONAL SERVICE CODE  O   

441-E6 RESULT OF SERVICE CODE  O   

474-8E DUR/PPS LEVEL OF EFFORT  O  

475-J9 DUR CO-AGENT ID QUALIFIER  O  

476-H6 DUR CO-AGENT ID  O  

 

  Compound Segment      Claim Billing  

Field #  NCPDP Field Name  Value Payer Usage Payer Situation  

111-AM  SEGMENT IDENTIFICATION  10 M   

45Ø-EF  
COMPOUND DOSAGE FORM 
DESCRIPTION CODE  

 M 
  

451-EG  
COMPOUND DISPENSING UNIT 
FORM INDICATOR  

 M 
  

452-EH  
COMPOUND ROUTE OF 
ADMINISTRATION  

 M 
  

447-EC  
COMPOUND INGREDIENT 
COMPONENT COUNT  

Maximum 25 
ingredients 

M 
  

488-RE  
COMPOUND PRODUCT ID 
QUALIFIER  

03= National Drug 
Code 

M 
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489-TE  COMPOUND PRODUCT ID   M   

448-ED  
COMPOUND INGREDIENT 
QUANTITY  

 M 
  

449-EE  
COMPOUND INGREDIENT DRUG 
COST  

 R 
  

49Ø-UE  
COMPOUND INGREDIENT BASIS 
OF COST DETERMINATION  

 O 
  

   

 Facility Segment      Claim Billing  

Field #  NCPDP Field Name  Value Payer Usage Payer Situation  

111-AM  SEGMENT IDENTIFICATION  15 M   

336-8C  FACILITY ID   M   

385-3Q  FACILITY NAME    O   

386-3U  FACILITY STREET ADDRESS   O   

388-5J  FACILITY CITY ADDRESS   O   

387-3V  FACILITY STATE/PROVINCE    O   

389-6D FACILITY ZIP/POSTAL ZONE    O   

     

 Vaccine Fee Reimbursement    Claim Billing  

Field # NCPDP Field Name Value Payor Usage Payer Situation 

439-E4 REASON FOR SERVICE CODE PH O   

44Ø-E5 PROFESSONAL SERVICE CODE 3N O   

441-E6 RESULT OF SERVICE CODE MA R   

Claim Reversal Transaction 

  Transaction Header Segment      Claim Billing  

Field #  NCPDP Field Name  Value Payer Usage Payer Situation  

1Ø1-A1  BIN NUMBER  
015433, 025242, 
025945, 027159, 

027167 
M 

  

1Ø2-A2  VERSION/RELEASE NUMBER  DØ M   

1Ø3-A3  TRANSACTION CODE  B2 M   

1Ø4-A4  PROCESSOR CONTROL NUMBER  SSN M   

1Ø9-A9  TRANSACTION COUNT  01 - 04 M   

2Ø2-B2  
  SERVICE PROVIDER ID 
QUALIFIER  

Ø1 = National 
Provider ID 

M 
  

2Ø1-B1  SERVICE PROVIDER ID   M   

4Ø1-D1  DATE OF SERVICE   M   

11Ø-AK  
SOFTWARE 
VENDOR/CERTICATION ID 

Blank Fill M 
  

  

  Insurance Segment      Claim Billing  

Field #  NCPDP Field Name  Value Payer Usage Payer Situation  
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111-AM  SEGMENT IDENTIFICATION  04 M   

301-C1  GROUP ID   R   

   

  
Claim Segment Identification 
(111-AM) = “Ø7”  

    
Claim Billing  

Field #  NCPDP Field Name  Value Payer Usage Payer Situation  

111-AM  SEGMENT IDENTIFICATION  07 M   

455-EM  
PRESCRIPTION/SERVICE 
REFERENCE NUMBER 
QUALIFIER  

 M 
  

4Ø2-D2  
PRESCRIPTION/SERVICE 
REFERENCE NUMBER  

 M 
  

436-E1  
PRODUCT/SERVICE ID 
QUALIFIER  

 M 
  

4Ø7-D7  PRODUCT/SERVICE ID   M   

403-D3 FILL NUMBER  R  

308-C8 OTHER COVERAGE CODE  RW 

 When Liviniti is 
primary and 
secondary 
insurance are 
used with the 
same group ID. 
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Member Eligibility 
Plans determine Member eligibility. Liviniti updates Member eligibility in its claims processing system on 
a regular basis. Member eligibility can change; possession of an ID card does not guarantee eligibility for 
benefits coverage or payment. A Pharmacy Provider shall confirm eligibility through the claims 
adjudication system at the time of dispensing. 

Member ID Card 

Members shall be asked to present their Plan Member ID card at each visit. Prior to furnishing any 
Covered Prescription Service, the Pharmacy Provider shall verify that the individual receiving the 
Covered Prescription Service is an eligible Member. The verification shall be performed by the pharmacy 
through point-of-sale (“POS”) data communication between the pharmacy and claims processor. If any 
Pharmacy Provider is unable to confirm a Member’s eligibility by POS communication, the Pharmacy 
Provider shall call the Pharmacy Help Desk for verification. 

Plan Member ID cards may vary by Plan Sponsor; Liviniti also may provide separate pharmacy or 
combination medical/pharmacy benefit cards for clients.  When using a Liviniti ID Card, submit the 
number indicated by “ID” for the Member.  Each dependent will have their own dependent code. 

The ID field length varies by plan and may be a combination of numbers and letters. If the claims 
processor is unable to find a Member match, the claim will reject and show a result of “Non-matched 
Cardholder ID”. 

Group numbers are required, may vary by length, and may be a combination of letters and numbers. 

The Pharmacy Help Desk phone number is printed on the back of the Member ID card. 

 

Newborn Eligibility 

For assistance with pharmacy claims for newborns, Members shall be directed to contact their Plan 
Sponsor to ensure the newborn has been enrolled. Pharmacy Providers may contact the Pharmacy Help 
Desk to determine if Identification Numbers and/or dependent codes have been assigned. The Pharmacy 
Help Desk will not be able to enroll the newborn in the Plan. 

Information Needed to Process a Claim 
Member Date of Birth 

Pharmacists must enter the Member’s correct date of birth on each claim. If a claim is rejected due to an 
incorrect date of birth (reject code 91), the Pharmacy may contact the Liviniti Pharmacy Helpdesk to verify 
the Member’s date of birth. 

Cardholder ID 

The ID format can consist of all numeric digits or alphanumeric digits. The National Council for 
Prescription Drug Programs (“NCPDP”) standard for this field allows up to 20 alphanumeric characters. 
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Group Number 

Generally, a 7-character field assigned by Liviniti. This field may, however, contain up to 15 alphanumeric 
characters. 

Dependent Coverage 

May include spouse and/or children. The card may be coded to indicate which family members are 
covered. Covered family members are identified by the following: 

Relationship Codes: 

“01” Cardholder- Eligible Primary Person or Member 

“02” Spouse of the Cardholder 

“03” Dependent Child 

“04” Dependent Child 

Clarification Eligibility Exception Codes: 

“3” Full-time student 

“4” Disabled Dependent 

“5” Dependent Parent 

“6” Significant Other/ Dependent Adult/ Domestic Partner 

Important Note: Use of the correct Relationship Code is important to ensure prompt processing. 

National Provider Identifier (NPI) 
National Provider Identifier (“NPI”) is the required pharmacy and prescriber identifier by the Health 
Insurance Portability and Accountability Act of 1996 replacing legacy identifiers (i.e.: NABP number, DEA) 
on all electronically transmitted claims to Liviniti. The NPI is a unique 10-digit identifier assigned to 
healthcare providers, such as prescribers and pharmacies, to use when submitting a HIPAA standard 
transaction. Liviniti requires the use of NPI in transactions. 

The Pharmacy Provider must submit its NPI in NCPDP field 201-B1 (Service Provider ID) with the qualifier 
“01” in NCPDP field 202-B2 (Service Provider ID Qualifier). 

Prescriber NPI is required to submit accurate information identifying the Prescriber for each claim 
submitted. Prescriber NPI must be submitted in NCPDP field 411-DB- Prescriber ID) along with the 
qualifier “01” in the NCPDP field 466-EZ- (Prescriber ID Qualifier). 

If a member presents a prescription without the prescriber’s NPI the Pharmacy Provider shall: 

 Call the prescriber’s office to request the NPI; or 

 Obtain the prescriber’s NPI number from the NPPES NPI Registry. 

Days’ Supply 
The "Days’ Supply" field is a key field used relative to early refill edits. Adjudicating a claim with an 
incorrect days’ supply can cause claims to be rejected. The Pharmacy Provider shall use the correct 
method of determining Days' Supply.  

The calculation shall be made using the metric quantity prescribed and the prescriber’s written directions. 
For prescriptions where the directions do not clearly allow for days’ supply to be calculated (such “as 
directed” or “prn”), the Pharmacy Provider must contact the prescribing health care provider and 
document the directions on the prescription. In all cases, the pharmacist must be able to justify the Days’ 
Supply calculation with written documentation on the prescription if not clearly set forth by the prescribing 
health care provider.  
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Benefit limitation for the quantity of Covered Medications for each Plan may vary according to the Plan 
Sponsor’s plan limitations. Certain benefit plans may include a limited formulary that allows up to a 90-
day supply of Covered Products. Pharmacy Providers may attempt to process a claim for a Covered 
Product for up to 90-day supply using the correct Days’ Supply field. A response that includes an NCPDP 
plan limitations exceeded (Reject 76) will indicate the product does not qualify for a 90-day supply. 

Quantity Dispensed 
Pharmacy Providers must submit claims for reimbursement for the amount dispensed at the point of sale 
in the “Quantity Dispensed” field (442-E7). Pharmacy providers must dispense the quantity prescribed or 
ordered by the prescriber as allowed by State law or benefit design limitation put forward by the Plan 
Sponsor. Certain National Drug Code (NDC) numbers are packaged in a size that is not a whole number. 
When entering a claim for a drug that is packaged in a metric decimal-sized package (i.e., 1Ø.2; 2.5; 6.8; 
etc.), be sure to include the decimals on the claims and do not round up. For example, a 1Ø.2 gm inhaler 
is dispensed, “1Ø.2” must be entered in the “Quantity Dispensed” field. This includes inhalers where the 
package quantity is 12.9 gm for 1 inhaler. When dispensing ophthalmic drops, include the decimal 
quantity and do not round up. 

Drugs in “unbreakable” packages shall only be dispensed in the original container or package as directed. 
All other packages are considered “breakable” and must be dispensed in the quantity prescribed. 

National Drug Code 
The Pharmacy Provider must submit the complete NDC number of the package size dispensed. The 
Pharmacy Provider shall use products that result in the lowest ingredient cost including the lowest dosage 
form and the lowest cost package/size container available. Claims for repackaged and/or relabeled NDCs 
may be rejected during processing. If a claim using a repackaged and/or relabeled NDC results in a 
higher cost to the plan and/or member, Liviniti may audit for overpayment. 

Dispense As Written (“DAW”) Codes 

DAW Codes Definition  

0 No product selection indicated 

1 
The prescriber requested brand; generic substitution is not allowed. Still possible for 
a PA if rejecting 

2 Patient requested brand; Patient will be responsible for a selection penalty 

3 Pharmacist selection product dispensed 

4 Generic drug not in stock 

5 Brand drugs dispensed as generic 

6 
The pharmacy will be reimbursed for the cost of dispensing a generic product, even if 
they dispense a brand 

7 Override 

8 Brand drug mandated by law 

9 Generic drugs not available in the marketplace 

Prior Authorization 
Liviniti processes prior authorizations for Members. Drug coverage is determined by the individual plan 
sponsor. Prior authorization criteria and approval duration are determined by Liviniti’s clinical team. 
Information regarding drug coverage and the prior authorization submission process can be found on 
Liviniti’s Physician Center webpage.  

Pharmacy providers will submit pharmacy claims to Liviniti. All claims will be processed through an 
automated review to ensure plan-specific criteria are met. If all the criteria are met, the claim shall be 
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approved and paid, and the Pharmacy Provider may continue with the dispensing process. If the 
automated review determines that all the criteria are not met, the claim will be rejected, and the Pharmacy 
Provider shall receive a message that gives an explanation the reason for the rejection; in this event, the 
Pharmacy Provider shall contact the Pharmacy Help Desk. 

If you receive a rejection message of “75- Prior Authorization Required,” the next step shall be to initiate 
the prior authorization process by requesting the prescriber to provide Liviniti with the necessary clinical 
documentation that demonstrates the prior authorization criteria has been met. 

Collection of Copayments 
Plan Sponsors establish Member copays and/or co-insurance. Pharmacy Providers are required to 
collect all copays/co-insurance for Covered Prescription Services. Pharmacy Providers shall not routinely 
waive or discount copays. 

The Pharmacy Provider shall extend the Usual & Customary (“U&C”) Retail Price to a Member if it is less 
than the Member’s Copay amount. The Pharmacy Provider is still obligated to transmit all claims, 
including claims when the Member pays 100% or pays the U&C price. 

Timely Filing Limits 

Point of Sale (POS) claims are generally submitted at the time of dispensing; however, there may be 
mitigating circumstances that require a claim be submitted after the time of dispensing. Transmission of 
claims using the current date for past service date is a violation of program policy and could result in an 
audit adjustment. Pharmacy Providers must submit Claims for reimbursement no later than ninety (90) 
days from the date Covered Prescription Services are rendered to a Member. At no time shall the 
Pharmacy Provider be required to submit a Claim sooner than thirty (30) days from the date Covered 
Prescription Services are rendered to the Member. The Pharmacy Provider shall ensure that all Claims 
are timely, and cooperate with the Claims Processor and/or Liviniti in the adjudication and processing of 
Claims in a timely and efficient manner. 

Reversals 
Pharmacy providers are required to complete reversals within the same payment cycle as the 
submission, or up to fourteen (14) days after the claim was adjudicated, for prescriptions that have not 
been picked up by a Member. Failure to reverse appropriate claims may result in an audit recovery and 
recapture of all costs involved in the reversal. If unable to reverse a claim online, contact the Pharmacy 
Help Desk. 

If a Member receives a partial amount of their covered prescription, the Pharmacy Provider must modify 
the claim via the claims processing system within fourteen (14) days to accurately represent the quantity 
of medication received and billed. The Pharmacy Provider must reverse the existing claim and resubmit 
the claim with the correct quantity and days’ supply. 

Refills 
Refills are determined based on Federal requirements and guidelines. 

Claim Edits 
Following an online claim transmission by a Pharmacy Provider, the Liviniti claims processing system will 
return a response which indicates the outcome of the claim processing. If the claim passes all edits, a 
“Paid” response will be returned with the allowed amount for the paid claim. A “Rejected” response will 
be returned when a claim fails one or more edits. The Pharmacy Provider will review any “Rejected” 
response and make every attempt to resolve the issue. If necessary, the Pharmacy Provider will contact 
the Pharmacy Help Desk for assistance. 
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Pharmacy Provider Fees, Care Taxes, and Other State Fees 
Liviniti supports all state sales tax fields in accordance with the most current NCPDP electronic claims 
standard. Liviniti updates its database of current tax rates on a quarterly basis to ensure optimal 
reimbursement to pharmacies. The Pharmacy Provider is required to submit the tax rate in all claims at 
the time of processing. 

In states where provider fees are charged and reimbursed by third-party payors, Pharmacy Providers 
have the sole responsibility for submitting such fees in the flat rate tax field. For Pharmacy Providers in 
states that charge a flat tax rate and a provider fee, the Pharmacy Provider may contact the Pharmacy 
Help Desk for support. 

All taxes and fees will be included in the Remittance Advice supplied to Pharmacy Providers with payment 
for claims. Pharmacy providers should review Remittance Advices carefully including the stated tax 
amounts paid. Pharmacy providers should notify Liviniti of any errors in taxes within thirty (30) days of 
receipt of Remittance Advice. If no tax amounts are disputed within thirty (30) days of receipt, Liviniti 
deems the Remittance Advice to be confirmed accurate by the Pharmacy Provider. 

The Pharmacy Provider shall immediately notify Liviniti of any error in payment of taxes or fees. 

Down-Time Procedures 
Liviniti attempts to minimize planned adjudication downtime, and to correct unexpected downtime issues 
as quickly as possible. In the rare event of unexpected downtime or in the event of planned downtime, 
Liviniti asks its our Pharmacy Providers to attempt to service Plan Members with minimal disruption. 
Liviniti is available to assist Pharmacy Providers with maintaining business operations during adjudication 
downtime. 

When online submission is not possible, call the Pharmacy Help Desk for assistance with: 

 Confirming eligibility 

 Verifying coverage 

 Copay information 

 Expected time claims processing will resume. 

Compound Prescriptions 
Compound prescriptions consist of two or more ingredients, one of which must be a formulary Federal 
Legend Drug that is weighed, measured, prepared, and/or mixed according to the prescription order. The 
pharmacist is responsible for compounding approved ingredients of acceptable strength, quality, and 
purity, with appropriate packaging and labeling in accordance with good compounding standards and 
practices. 

For Liviniti to cover a compound prescription, all active ingredients must be covered on the Member’s 
formulary. In general, drugs used in a compound prescription follow the Member’s formulary as if each 
drug component were being dispensed individually. The plan must include compound drugs as a covered 
benefit for the member to be reimbursed, 

Any compounded prescription ingredient that is not approved by the FDA (e.g., Estriol) is considered a 
non-covered product and will not be eligible for reimbursement. 

The Pharmacy Provider may contact the Pharmacy Help Desk to see if a client allows compound 
prescriptions. 
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Processing Compound Prescriptions 

Liviniti uses a combination of the claims and compound segment to fully adjudicate a compound 
prescription. The Compound Code of 02 (NCPDP field 406-D6 located in the Claim Segment on the payer 
sheet) is to be used when submitting compound claims. 

The claim must include a qualifier of “03” (NDC) to be populated in NCPDP field 448-RE followed by 
NCPDP field 489-TE (NDC’s). 

For many Liviniti payers, compounds with a cost exceeding $200 must receive an approved prior 
authorization from Liviniti for coverage to be considered. 

If a compound includes a drug that requires prior authorization under the Member’s Plan, the prior 
authorization must be approved before the compound is submitted. 

Example of the NCPDP D.0 Fields for Submitting a Compound Claim 

 Compound Segment      Claim Billing  

Field #  NCPDP Field Name  Value Payer Usage Payer Situation  

111-AM  SEGMENT IDENTIFICATION  10 M   

45Ø-EF  
COMPOUND DOSAGE FORM 
DESCRIPTION CODE  

 M 
  

451-EG  
COMPOUND DISPENSING 
UNIT FORM INDICATOR  

 M 
  

452-EH  
COMPOUND ROUTE OF 
ADMINISTRATION  

 M 
  

447-EC  
COMPOUND INGREDIENT 
COMPONENT COUNT  

Maximum 25 
ingredients 

M 
  

488-RE  
COMPOUND PRODUCT ID 
QUALIFIER  

03= National 
Drug Code 

M 
  

489-TE  COMPOUND PRODUCT ID   M   

448-ED  
COMPOUND INGREDIENT 
QUANTITY  

 M 
  

449-EE  
COMPOUND INGREDIENT 
DRUG COST  

 R 
  

49Ø-UE  
COMPOUND INGREDIENT 
BASIS OF COST 
DETERMINATION  

 O 
  

Vacation or Lost Medication Overrides 
Allowances for travel medication and/or replacement of lost, stolen, or forgotten medication vary by plan 
benefit design. The Pharmacy Provider may contact the Pharmacy Help Desk to obtain Member benefit 
information. 

Emergency Override for Refill Too Soon Due to Natural Disasters 
Subject to direction from Plan Sponsors, Liviniti has provisions to implement an Emergency Refill Too 
Soon override procedure. When a member may be affected due to a natural disaster such as a flood, 
wildfire, hurricane or tornado, and the claim rejects with NCPDP Reject 79 (Refill Too Soon), the 
Pharmacy Provider shall enter override code 99999 in NCPDP vD.0 field 462-EV (Prior Auth Number 
Submitted). This override code may be used to process claims ONLY for Members in the affected areas 
during a specified time frame. 
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Vaccines 
Upon Plan Sponsor request, certain vaccine drug products and/or administration of vaccine drug products 
will be a covered service according to the Member’s specific plan benefit design. For those Plan Sponsors 
that cover vaccine drug product administration, the Pharmacy Provider attests that registered 
pharmacists, or other healthcare professional staff, under its employer are certified, trained, and qualified 
to administer the covered vaccine drug products. 

The Pharmacy Provider shall submit the vaccine drug product with the administration fee claim 
electronically through the Liviniti claims processing system in accordance with the current Liviniti Payer 
Sheets.  

When the Pharmacy Provider dispenses and administers a vaccine drug product, the Pharmacy Provider 
will transmit both the drug product and administration on the same claim submission. The Pharmacy 
Provider will submit these as the pharmacy’s U&C, the total cost of the vaccine drug product and the 
administration fee. The Pharmacy Provider shall not undermine the U&C price by inflating the U&C above 
the price the provider charges for the same vaccine product and administration a non-covered Member 
would have paid on the same day the prescription was dispensed, inclusive of all applicable discounts. 

Plan Sponsors may elect to cover the vaccine drug product without administration under a Member’s 
prescription drug benefit. In this case, the Member shall be responsible for any vaccine administration 
costs. The Pharmacy Provider may not add or represent the administration fee to a Member as a part of 
any copayment. The drug product co-payment must be represented as a separate charge. 
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Coronavirus (COVID-19) Vaccine Billing 
At this time, the cost of the COVID-19 vaccine is covered by the federal government via funding 
authorized by the Coronavirus Aid, Relief and Economic Security (CARES) Act and publicly available to 
all members, regardless of coverage type, with $0 cost-share (copayment, coinsurance, or deductible). 
Providers may submit claims for the payment of the administration of COVID-19 vaccines to insurers and 
for exempt, and uninsured patients to the HRSA Provider Relied Fund. 

 
NCPDP Field 
Number  

First Dose 
Second Dose (If 
Applicable) 

Additional Doses (If 
Applicable)  

Booster Dose (If 
Applicable) 

Professional 
Service Code  

440-E5  MA MA  MA MA 

DUR/PPS Code 
Counter  

440-E5  1 1 1 1 

Day Supply  405-D5  1 - Day 1 - Day  1 - Day 1 - Day 

Submission 
Clarification 
Code (SCC) 

420-DK 02 
(Applicable for 
single-dose and 
two-dose vaccines) 

06 
(Applicable for single-
dose and two-dose 
vaccines) 

07 
(Applicable for two-dose 
vaccines) 

10 
(Applicable for 
single-dose and 
two-dose vaccines) 

Ingredient Cost 
Submitted  

409-D9 $0.00  
($0.01 if system 
requires)  

$0.00 
($0.01 if system 
requires)  

$0.00 
($0.01 if system 
requires)  

$0.00 
($0.01 if system 
requires)  

Dispensing Fee 
Submitted  

412-DC  $0.00  $0.00  $0.00  $0.00  

Basis of Cost 
Determination  

423-DN  15 
(Free Product)  

15 
(Free Product)  

15 
(Free Product)  

15 
(Free Product)  

Incentive 
Amount 
Submitted  

438-E3  Varies dependent 
on 
Federal, State and 
contractual 
guidelines.  

Varies dependent on 
Federal, State and 
contractual guidelines  

Varies dependent on 
Federal, State 
and contractual 
guidelines  

Varies dependent 
on 
Federal, State and 
contractual 
guidelines  

Product / 
Service ID / 
NDC  

407-D7  EUA approved. 
NDC  

EUA approved. 
NDC  

EUA approved. 
NDC  

EUA approved. 
NDC  

Fill Number  403-D3  00  01  02  01/ 02 /03  
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VI. PHARMACY PROVIDER REIMBURSEMENT 

Pharmacy Providers will receive reimbursement from Liviniti for Covered Prescription Services provided 
to Members as identified in the Pharmacy Network Agreement (including any and all amendments 
thereto), and this Pharmacy Services Manual. The net reimbursement due to the Pharmacy Provider will 
not include any applicable copay, co-insurance, and/or deductibles. 

The Pharmacy Provider will be reimbursed for clean claims transmitted electronically through the Liviniti 
Claims Processing System according to a specified claim cycle, except as may be required by federal or 
state requirements. 

Elements of Reimbursement 
Usual and Customary Price (U&C) 

The lowest net cash price a cash patient or customer would have paid the day the prescription was 
dispensed inclusive of all applicable discounts. U&C does not include sales tax. 

The Pharmacy Provider must not, under any circumstances, undermine U&C or compound pricing as a 
component of the compensation contemplated in this Agreement in any way, including but not limited to, 
(1) owning, operating, or affiliating with a nonparticipating provider; or (2) separating cash and third-party 
prescription business. Pharmacy providers will not be allowed to participate in the Liviniti network if Liviniti 
determines, in its sole discretion, that the Pharmacy Provider has taken actions to undermine U&C or 
compound pricing. 

Maximum Allowable Cost (MAC) 

Liviniti’s MAC program consists of a list or lists of drugs maintained by Liviniti or its Sponsors. The list(s) 
specify the maximum allowable ingredient cost payable for drugs on the list. Liviniti and/or Sponsor may 
review, and update MAC pricing frequently and as deemed necessary to reflect changes in market pricing. 
Our MAC is updated on average every 7 business days. For MAC inquiries contact the Pharmacy Help 
Desk or access the list from Liviniti’s Pharmacy Resources Webpage. 

Average Wholesale Price (AWP) 

“AWP” as used herein means the current Average Wholesale Price as listed in print or electronically by 
a nationally recognized pricing source determined by Liviniti based on the package size dispensed. 

Liviniti uses the most current file available from a nationally recognized pricing source. Updates will be 
made no less than weekly. If the designated nationally recognized pricing source ceases publishing or 
replaces AWP, or if Liviniti decides to use another recognized pricing source or a pricing benchmark other 
than AWP, Liviniti will provide notice of such change(s). 

Member Cost Share 
The Pharmacy Provider will collect from each Member the applicable co-payment/coinsurance and/or 
other direct payment as communicated through the Liviniti Claims Processing System or other methods 
established by Liviniti. 

The Pharmacy Provider will not charge or collect from any Member any amount for Covered Prescription 
Services other than the applicable co-payment/coinsurance and/or other direct payment communicated 
by Liviniti. The Pharmacy Provider acknowledges that the co-payment/coinsurance or other direct 
payment is an integral part of the Plan design selected by the Plan Sponsor, and the Pharmacy Provider 
will not waive or discount any applicable co-payment/coinsurance and/or other direct payment.  
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Reimbursement Formula 
Pharmacy providers may be paid an amount other than that which was submitted as the ingredient cost, 
dispensing fee, and/or Usual and Customary Price. Pharmacy provider reimbursement will be as follows:  

In general, for Covered Services, Liviniti will pay the lowest of either: 

(1) Usual & Customary (U&C) Price; or  

(2) the applicable price formula described below: 

 Average Wholesale Price (AWP) minus the applicable contracted discount plus the 
applicable contracted dispensing fee; OR 

 Maximum Allowable Cost (MAC) plus the applicable contracted dispensing fee; OR 

 Submitted Ingredient Cost plus the applicable contracted dispensing fee. 

There may be specific reimbursement logic that Plan Sponsors put into place that alters the 
reimbursement formula set out above.  

For compound prescription claims, the Pharmacy Provider will be reimbursed the lesser of: 

 The aggregated lowest price of each ingredient in the compound, plus the contracted dispensing fee; 
OR. 

 The Provider’s total Submitted Ingredient Cost for the compound, plus the contracted dispensing fee, 
OR 

 The provider’s Usual and Customary Price for the compound prescription. 

Paper Claim Submission 
If a Pharmacy Provider attempts and is unable to electronically submit a claim for reimbursement through 
Liviniti claims processing system, then the pharmacy may submit a paper universal claim form containing 
all the required NCPDP claims submission fields. Paper claims shall be sent to the Liviniti at its mailing 
address listed in Contact Information at page 2 of this Pharmacy Services Manual.  

Pricing Appeals 
Liviniti develops its own proprietary pricing and corresponding unit costs on behalf of Plan specifications. 
Unit costs are calculated using information from many sources, including (but not limited to): published 
MAC Lists; wholesaler-supplied information; and pharmacy-supplied information. MAC pricing 
information is available on Liviniti’s Pharmacy Resources Webpage. Liviniti updates its MAC List on a 
weekly (or more frequent) basis. 

All Pricing issues or appeals must be submitted using the proper form and supporting documentation 
within ninety (90) calendar days of the service date, unless state law permits a different timeframe. 

When submitting a pricing appeal, all relevant information must be provided including a copy of the 
wholesaler invoice that lists the net acquisition cost of the product. Liviniti’s timeline for responding does 
not start until it receives all required information. In the event Liviniti does not receive the required 
information, Liviniti will notify the Pharmacy Provider that it received incomplete information for an appeal 
and provide the Pharmacy Provider fourteen (14) days to provide the required information. If Liviniti does 
not receive the requested information is received, it will reject the appeal. However, the pharmacy may 
re-submit the appeal, with the appropriate documentation, within 90 days of the service date. 
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Appeal Process 

If a Pharmacy Provider experiences negative reimbursement for a drug or device, or disagrees with a 
reimbursement price, it shall submit appeal using the following process: 

1. Obtain and submit a Pricing Appeal Form. The form may be obtained and submitted from one of 
the following sources: 

a. Liviniti’s online Pharmacy Portal found on Liviniti’s Pharmacy Resources Webpage; 

b. Emailing Liviniti’s Pharmacy Provider Relations Department priceappeals@liviniti.com;  or 

c. Call the department directly 318.301.1906; or 

d. Calling the Liviniti Pharmacy Helpdesk 24/7. 

If the Pharmacy Provider has multiple price appeals, they may email the list of NDCs to Liviniti’s 
Pharmacy Provider Relations Department at priceappeals@liviniti.com. 

2. Once all required information is received, Liviniti will review all documentation submitted by the 
Pharmacy Provider; 

3. Liviniti will provide the outcome of the appeal within seven (7) business days (or less) of receipt 
of the appeal and all required documentation.  

If an appeal is approved, Liviniti shall: 

1. Update the price on Liviniti’s MAC List for that medication. The update shall have an effective 
date matching the original date of appeal. 

2. Adjust the reimbursement rate of the prescription drug that is the subject of the appeal, and 
provide the national drug code number that the adjustment is based on to the appealing 
pharmacy.  

3. The Pharmacy Provider may reprocess its claim within seven (7) business days of the date of 
the approval. 

Denial of an Appeal: 

Liviniti shall only deny an appeal if the ingredient cost is greater than the acquisition cost. 

Sales Tax 
The Pharmacy Provider shall refer to its Pharmacy Network Agreement for information relating to 
remittance and/or compensation of Sales Taxes.  

Payment Cycle 
Liviniti’s reimbursement for claims submitted shall be within 30 days after the close of the payment cycle 
subject to fund availability from the Plan Sponsor. Liviniti will pay in accordance with applicable state and 
federal prompt pay requirements and/or in accordance with the Member’s plan. 

Standard payment cycles: 

 Date of fill 1st thru 15th day of the month,  

 Date of fill 16th thru last day of month. 

It is MANDATORY for all parties to complete an ACH and/or Direct Deposit Form and set up electronic 
deposits for payments. Forms are found on Liviniti’s Pharmacy Resources webpage. 

Remittance and Payments 
Liviniti will provide the Pharmacy Provider with a payment record of all claims paid. Electronic 835 
remittance files are available upon request. 
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The initial remittance is provided to the Pharmacy Provider at no charge. 

The basis for reimbursement is communicated to a pharmacy in accordance with NCPDP standards. 

Reimbursement Not Received by a Pharmacy Provider 

The Pharmacy Provider must notify Liviniti of any valid paid claim for which the Pharmacy Provider has 
not received reimbursement. 

If the Pharmacy Provider has any question relating to claim payment or lost payment, it may notify Liviniti 
by writing or emailing to the address or email located in Contact Information at page 2 herein.   

Payment Responsibility: Limitation of Liability 

Liviniti only operates as an intermediary between Plans and Pharmacy Providers with respect to payment 
due under the Pharmacy Network Agreement; claim payment amounts due are the sole and exclusive 
responsibility of Plan Sponsors. Liviniti is not obligated to pay the Pharmacy Provider for Claims relating 
to a Plan if a Plan Sponsor fails to provide Liviniti with sufficient funds related to Claims for payment, and 
Liviniti has no liability to the Pharmacy Provider for non-payment or for any delay in payment from a Plan. 

Disputed Claims 

Pharmacy providers shall review remittance advice when received to verify accuracy. A Pharmacy 
Provider may dispute a claim payment or adjustment by notifying Liviniti within thirty (30) days of receipt 
of remittance advice. Any claim not disputed within 30 days of receipt of remittance advice is deemed to 
be confirmed accurate by the Pharmacy Provider. 
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VII. ADDITIONAL INFORMATION 

Formularies 
In an attempt to deliver a balance between cost containment and quality of care, Plan Sponsors often 
adopt a formulary as part of their overall cost-containment programs. Liviniti implements a variety of 
formulary programs for Plan Sponsors. Pharmacy Providers are required to support all formulary 
programs by dispensing formulary drugs to the maximum extent possible. 

Formularies may be requested by calling the Pharmacy Help Desk. Formulary listings are a general 
representation of products covered and are not exhaustive. 

Brand and Generic Drug Standards 
Liviniti administers many plans. Each has its own guidelines as to such things as days’ supply, ingredient 
cost pricing, co-payment/coinsurance, drug coverage, and informational drug utilization messaging. The 
Liviniti Claims Processing System contains the most accurate information regarding specific Member, 
group, prescription drug, co-payment/coinsurance, and pricing pertaining to the claim submitted. 

For all plans, the use of generics is encouraged. In some instances, a Plan Sponsor may have a preferred 
brand product rather than a generic. Pharmacy Providers shall rely on Liviniti’s Messaging System to 
reinforce the use of generic and/or preferred brand products. 

In the event a brand name drug is appropriate, a Pharmacy Provider shall dispense preferred branded 
drug products for nonpreferred product in accordance with prevailing pharmacy laws and regulations. 

Specialty Pharmacy Provider 
Any Pharmacy Provider that meets Liviniti’s quality standards may dispense specialty medications. A 
Pharmacy Provider must agree to provide all supplies required to administer a specialty drug to a patient 
and not charge any additional supply or shipping fees. Liviniti does not limit a Member's choice of 
Specialty Pharmacy provider. Liviniti’s Customer Service will assist a Member in locating the most 
convenient specialty Pharmacy Provider. 

Concurrent Drug Utilization Review   
Liviniti Concurrent Drug Utilization Review (C-DUR) consists of various levels of responses, depending 
upon the level of severity of the interaction being measured. Liviniti’s claims adjudication system may 
review potential Drug-Drug Interactions, Dose Check (high/low, maximum/minimum) Drug-Sex 
Interactions, Drug-Age Interactions, Duplicate Therapy, and Duplicate Prescription. If DUR is active, 
Liviniti may return a DUR message based on the severity of the interaction. This may include passive 
messaging, soft rejects requiring input of outcome and intervention codes, or a hard reject requiring a 
call to our Pharmacy Help Desk. 

Hard Rejects cannot be overridden and require a call to the appropriate call center. 
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Pharmacy Drug Utilization Review 
Liviniti requires each Pharmacy Provider to include within their pharmacy system a system that conducts 
prospective drug utilization reviews at the time of dispensing fill. The prospective review should take place 
at the dispensing pharmacy’s point-of-sale (POS). The prospective review at the POS should compare 
the prescribed medication against previous drug history for drug-to-drug, ingredient duplication, 
therapeutic duplication, and high-dose situations. Liviniti will conduct retrospective reviews that monitor 
prescribers and Pharmacy Providers for outlier activities. Retrospective reviews should also determine 
whether services were delivered as prescribed and consistent with payment policies and procedures. 

Reason for Service Codes 
The following codes will be accepted by Liviniti: 

Code Description 

AR Adverse Drug Reaction- Code indicating an adverse reaction by a patient to a drug.  

AT 
Additive Toxicity- Code indicating a detection of drugs with similar side effects when used in 
combination could exhibit a toxic potential greater than either agent by itself.  

DD 
Drug- Drug Interaction- Indicates that drug combinations in which the net pharmacologic response 
may be different from the result expected when each drug is given separately.  

DI Drug Incompatibility- Indicates physical and chemical incompatibilities between two or more drugs.  

ER 
Overuse- Code indicating that the current prescription refill is occurring before the days’ supply of the 
previous filling should have been exhausted.  

EX 
Excessive Quantity- Code that documents the quantity is excessive for the single time for which the 
drug is being prescribed.  

HD High Dose- Detects drug doses that fall above the standard dosing range.  

ID 
Ingredient Duplication- Code indicating that simultaneous use of drug products containing one or 
more identical generic chemical entities has been detected.  

LR 
Underuse- Code indicating that a prescription refill that occurred after the days’ supply of the previous 
filling should have been exhausted.  

MX 
Excessive Duration- Detects regimens that are longer than the maximal limit of therapy for a drug 
product based on the product’s common uses.  

PA Drug Age- Indicates age-dependent drug problems.  

SC 
Suboptimal Compliance- Code indicating that professional service was provided to counsel the 
patient regarding the importance of adherence to the provided instructions and of consistent use of 
the prescribed product including any ill effects anticipated because of non-compliance.  

SX Drug-Gender- Indicates the therapy is inappropriate or contraindicated in either males or females.  

TD 
Therapeutic- Code indicating that a simultaneous use of different primary generic chemical entities 
that have the same therapeutic effect was detected.  
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Professional Service Codes 
Select Professional Service Codes from the NCPDP External Code List: 

DE  
Dosing evaluation/ determination- Cognitive service whereby the pharmacist reviews and 
evaluates the appropriateness of a prescribed medication’s dose, interval, frequency, and/or 
formulation. 

MØ  
Prescriber consulted- Code indicating prescriber communication related to the collection of 
information or clarification of a specific limited problem.  

MR  
Medication review- code indicating comprehensive review and evaluation of a patient’s entire 
medication regimen.  

PM  
Patient monitoring- Code indicating the evaluation of established therapy for the purpose of 
determining whether an existing therapeutic plan should be altered.  

PØ  
Patient Consulted- Patient communication related to the collection of information or clarification 
of a specific limited problem.  

Result of Service Codes 
Select Result of Service Codes from the NCPDP External Code List: 

1A  
Filled as is, False Positive- Cognitive service whereby the pharmacist reviews and evaluates a 
therapeutic issue (alert) and determines the alert is incorrect for that filled prescription for that 
patient and fills the prescription as originally written.  

1B  

Filled Prescription as is- Cognitive service whereby the pharmacist reviews and evaluates a 
therapeutic issue (alert) and determines the alert is not relevant for that prescription for that 
patient and fills the prescription as originally written.  

1C  
Filled, with Different Dose- Cognitive service whereby the pharmacist reviews and evaluates a 
therapeutic issue (alert) and fills the prescription with a different dose than was originally 
prescribed.  

1D  
Filled, With Different Directions- Cognitive service whereby the pharmacist reviews and 
evaluates a therapeutic issue (alert) and fills the prescription with different directions than were 
originally prescribed.  

1E  
Filled, With Different Drug- Cognitive service whereby the pharmacist reviews and evaluates a 
therapeutic issue (alert) and fills the prescription with a different drug than was originally 
prescribed.  

1F  
Filled, With Different Quantity- Cognitive service whereby the pharmacist reviews and evaluates 
a therapeutic issue (alert) and fills the prescription with a different quantity than was originally 
prescribed.  

1G 
Filled, With Prescriber Approval- Cognitive service whereby the pharmacist reviews and 
evaluates a therapeutic issue (alert) and fills the prescription after consulting with or obtaining 
approval from the prescriber.  
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1K  
Filled with Different Dosage Form- Cognitive service whereby the pharmacist reviews and 
evaluates a therapeutic issue (alert) and fills the prescription with a different dosage form than 
was originally prescribed.  

2A  
Prescription Not Filled- Code indicating a cognitive service. The pharmacist reviews and 
evaluates a therapeutic issue (alert) and determines that the prescription should not be filled as 
written.  

2B  

Not Filled, Direction Clarified- Cognitive service whereby the pharmacist reviews and evaluates 
a therapeutic issue (alert), consults with the prescriber or using 

professional judgment, does not fill the prescription, and counsels the patient as to the 
prescriber’s instructions.  

3A 
Recommendation Accepted- Code indicating a cognitive service. The pharmacist reviews and 
evaluates a therapeutic issue (alert), recommends a more appropriate product or regimen, and 
then dispenses the alternative after consultation with the prescriber.  

3B  
Recommendation Not Accepted- Code indicating cognitive service. The pharmacist reviews and 
evaluates a therapeutic issue (alert) and recommends a more appropriate product or regimen 
but the prescriber does not concur.  

3C  
Discontinued Drug- Cognitive service involving the pharmacist’s review of drug therapy that 
results in the removal of a medication from the therapeutic regimen.  

3D  
Regiment Changed- Code indicating a cognitive service. The pharmacist reviews and evaluates 
a therapeutic issue (alert), recommends a more appropriate regimen, and then dispenses the 
recommended medication(s) after consultation with the prescriber.  

3E  
Therapy Changed- Code indicating a cognitive service. The pharmacist reviews and evaluates 
a therapeutic issue (alert), recommends a more appropriate product or regimen, and then 
dispenses the alternative after consultation with the prescriber.  

3G  
Drug Therapy Unchanged- Cognitive service whereby the pharmacist reviews and evaluates a 
therapeutic issue (alert), consults with the prescriber, or uses professional judgment and 
subsequently fills the prescription as originally written.  
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For specific edits, Liviniti will accept: 

DUR 
REJECT 88 

 

 

Drug- Drug 
Interactions  

REASON FOR 
SERVICE  

PROFESSIONAL 
SERVICE CODE (any 
one of)  

RESULT OF SERVICE CODE (any one 
of)  

DD 

(drug to drug 
interaction)  

DE, MØ, MR, PØ, PH  
1A, 1B, 1C, 1D, 1E, 1F, 1G, 1K, 2A, 2B, 
3A, 3B, 3C, 3D, 3E, 3G  

AR (adverse drug 
reaction)  

MØ, PØ, PH, MR  
1A, 1B, 1C, 1D, 1E, 1F, 1G, 1K, 2A, 2B, 
3A, 3B, 3C, 3D, 3E, 3G  

AT (additive toxicity)  DE, MØ, MR, PØ, PH  
1A, 1B, 1C, 1D, 1E, 1F, 1G, 1K, 2A, 2B, 
3A, 3B, 3C, 3D, 3E, 3G  

DI (drug 
incompatibility)  

DE, MØ, MR, PØ, PH  
1A, 1B, 1C, 1D, 1E, 1F, 1G, 1K, 2A, 2B, 
3A, 3B, 3C, 3D, 3E, 3G  

Compliance and Auditing: Fraud, Waste, and Abuse 

Fraud means an intentional, dishonest and deliberate course of action that results in the obtaining of 
money, property, or an advantage to which the recipient would not normally be entitled. 

Waste entails the expenditure or allocation of resources, treatment, or in this context, pharmaceuticals 
significantly in excess of need. 

Abuse entails the exploitation of “loopholes” to the limits of the law, primarily for financial gain. 

A Pharmacy Provider is required to exercise sound professional judgment with respect to the legitimacy 
of prescription orders received. A Pharmacy Provider is not required to dispense a prescription order if it 
is of doubtful origin.  

Examples of Fraud, Waste, and Abuse 

Examples of potential fraud, waste, and abuse include but are not limited to: 

 Inappropriate billing practices: inappropriate billing practices at the pharmacy level occur 
when pharmacies engage in the following types of billing practices: 

 Incorrectly billing for secondary payers to receive increased reimbursement. 

 Billing for non-existent prescriptions. 

 Billing multiple payers for the same prescriptions, except as required for coordination of 
benefit transactions. 

 Billing for a brand when generics are dispensed. 

 Billing for non-covered prescriptions as covered items. 

 Billing for prescriptions that are never picked up (i.e., not reversing claims that are 
processed when prescriptions are filled but never picked up). 

 Billing based on “gang visits,” e.g., a pharmacist visits a nursing home and bills for 
numerous pharmaceutical prescriptions without furnishing any specific service to 
individual patients. 

 Inappropriate uses of dispense as written (“DAW”) codes. 
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 Prescription splitting to receive additional dispensing fees. 

 Drug diversion. 

 Prescription drug shorting: The pharmacist provides less than the prescribed quantity and 
intentionally does not inform the patient or make arrangements to provide the balance but 
bills for the fully prescribed amount. 

 Bait and switch pricing: Bit and switch pricing occurs when a beneficiary is led to believe 
that a drug will cost one price, but at the point of sale the beneficiary is charged a higher 
amount. 

 Prescription forging or altering where an individual without the prescriber’s permission 
increases the quantity or number of refills and alters existing prescriptions. 

 Dispensing expired or adulterated prescription drugs: Pharmacies dispense drugs that are 
expired or have not been stored or handed in accordance with manufacturer and FDA 
requirements. 

 Prescription refill errors: A pharmacist provides the incorrect number of refills prescribed 
by the provider. 

 Illegal remuneration schemes: The pharmacy is offered, paid, solicits, or receives unlawful 
remuneration to induce or reward the pharmacy to switch patients to different drugs, 
influence prescribers to prescribe different drugs, or steer patients to plans. 

Examples of Prescriber Fraud, Waste, and Abuse 

Examples of potential fraud, waste, and abuse include but are not limited to: 

 Illegal remuneration schemes: Prescriber is offered, paid, solicits, or receives unlawful 
remuneration to induce or reward the prescriber to write prescriptions for drugs or 
products. 

 Prescription drug switching: Drug switching involves offers of cash payments or other 
benefits to a prescriber to induce the prescriber to prescribe certain medications rather 
than others. 

 Script mills: The provider writes prescriptions for drugs that are not medically necessary, 
often in mass quantities, and often for patients that are not theirs. These scripts are usually 
written, but not always, for controlled drugs for sale on the black market, and might include 
improper payments to the provider. 

 Provision of false information: The prescriber falsifies information (not consistent with the 
medical record) submitted through a prior authorization or other formulary oversight 
mechanism in order to justify coverage. Prescriber misrepresents the dates, descriptions 
of prescriptions or other services furnished, or the identity of the individual who furnished 
the services. 

 Prescriber Identity Theft: Theft of prescriber’s DEA number or prescription PHP: 
Prescription PHPs and/or DEA numbers can be stolen from prescribers. This information 
could illegally be used to write prescriptions for controlled substances or other medications 
often sold on the black market. In the context of e-prescribing, includes the theft of the 
provider’s authentication (login) information. 
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Member Complaints 
The Pharmacy Provider is required to cooperate with Liviniti, payors, and/or any state or federal entity to 
resolve complaints by Members. The Pharmacy Provider must make a reasonable effort in a timely 
manner to rectify any situation that leads to a complaint from a Member. The Pharmacy Provider must 
maintain written records of events and actions surrounding each complaint. 

Pharmacy Audits 
All audit requirements may change based on federal and/or state law requirements. 
In order to ensure Pharmacy Providers are providing Covered Services in compliance with the Pharmacy 
Network Agreement, and federal and state laws, Liviniti performs pharmacy audits. Pharmacies may be 
audited based on internal analysis, external information provided to Liviniti, or compliance calls to Liviniti. 
A Pharmacy Provider’s failure to comply with auditing activities may result in termination from the network. 

With the large volume of prescriptions processed every day, Liviniti understands human errors do occur 
and feel its Network Pharmacies do an outstanding job of providing Covered Services to Plan Members. 
Liviniti’s intentions are to audit for fraudulent behavior and NOT to seek recoupment for technical errors 
unless excessive or errors that otherwise result in an overcharge to the Plan Sponsor and/or Member. 

Southern Scripts d/b/a Liviniti LLC has contracted with a third-party vendor, Healthcare Benefit 
Technologies (HBT) to perform its pharmacy audits which are conducted in compliance with state law. 
HBT provides a SaaS application for pharmacy claim audits. The system reviews claim data and selects 
data based on standard and customizable algorithms and based on state law criteria.  All audits will be 
conducted under the same standards and parameters used for other similarly situated pharmacies.  The 
application will process claims through an algorithm/edits/rules to identify high dollar amounts, prescriber, 
days supply, CII medications.  No pharmacy or entity is targeted as part of data samples unless identified 
by the company/client of potentially fraudulent activity. 

Procedure 

Pharmacy Notice 

Unless otherwise specified in the Pharmacy Network Agreement, or required by Federal or State law, 
Liviniti (or its agent(s)) shall send a twenty-one (21) day advance notice is provided to pharmacies prior 
to an audit. 

In the event of suspected fraud, no notice is required or will be provided.  
Requested Information 

The Pharmacy Notice referenced above will include a list of requested information and/or documentation. 
The Pharmacy Provider shall provide copies of the requested information and/or documentation to Liviniti 
or its agents(s) within 30 calendar days of the date of the request. 

The Pharmacy Provider shall cooperate in good faith with all record requests and audits and shall provide 
Liviniti, its agent(s), Plans, and/or their authorized representatives with access to the Pharmacy Providers 
premises and/or the requested information.  All information and/or documentation shall be provided at 
the sole cost and expense of the Pharmacy Provider.  

Liviniti and/or its agent(s) may send additional requests for information. The Pharmacy Provider shall 
respond to these additional requests in the same manner as above. 

If any requested documentation is not furnished to Liviniti and/or its agent(s) within 30 calendar days of 
the request, Liviniti is entitled to recover the full amount paid or due to the provider for the claim(s) in 
question. 

Pharmacy Providers may contact the Pharmacy Provider Relations Department with questions relating 
to an on-site or desktop audit 
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Audit Findings 

Written preliminary results of an audit will be communicated to the Pharmacy Provider within sixty (60) 
days of receipt of all requested information, or such time as is required by state regulations. 

Should an audit take place at a Pharmacy Provider’s location, the Pharmacy Provider will receive written 
results within one hundred and twenty (120) days. 

All pharmacies have the right to appeal, and the standard appeal timeline is 30 days from the date of the 
preliminary results letter unless otherwise stipulated by state statutes.   

Final results shall be communicated to the Pharmacy Provider. The final results communication shall 
include assessed discrepancy codes, financial actions, and/or recovery estimates.  

Overpayment 

If an audit reveals actions that resulted in an overpayment, the overpayment shall become immediately 
due and owed by the Pharmacy Provider.  

Incorrect Information 

In the event an audit reveals the Pharmacy Provider submitted Claims to Liviniti with information that is 
inaccurate and/or unverifiable, Liviniti shall be entitled to recover an amount up to the total amount of the 
Claim. 

Pharmacy audits may also be conducted through fax and/or email. 

Audit Considerations 

Some claim-specific audit considerations include but are not limited to, the following errors: 

 Missing or incomplete signature logs 

 Dispensing an incorrect drug 

 Billing the wrong Member 

 Missing hard copy of prescription 

 Using a dispense as written (DAW) code incorrectly. 

 Overbilling quantities 

 Calculating the Days’ Supply incorrectly 

 Billing for the incorrect health care provider 

 Using an NCPDP/NPI number inappropriately 

 Dispensing unauthorized, early, or excessive refills 

 Pharmacy purchasing invoices that do not correspond with the NDCs of submitted 
claims  

 Review of pharmacy credentials (licensures, etc.) 

Should an audit take place at your pharmacy, you will receive written results. With the large volume of 
prescriptions processed every day, we realize human errors do occur and feel our partner pharmacies 
do an outstanding job of providing pharmacy services to Liviniti’s Members. Liviniti’s intentions are to 
audit for fraudulent behavior and NOT to seek recoupment for technical errors unless excessive or errors 
that otherwise result in an overcharge to the Plan Sponsor and/or Member. 

Audit Recoveries 

Recoveries may be necessitated by claim errors resulting from poor documentation and/or filing 
procedures. Premature destruction, incomplete records, or missing records will not be accepted as 
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reasons for incomplete documentation. All unsubstantiated claims are subject to recovery as Liviniti 
overpayment. 

Audit recoveries can be remunerated by: 

 Offsetting the audit recovery amount from the pharmacy’s next remittance; or 

 Mailing a check (payable to Liviniti) to Liviniti. 

Protected Health Information (PHI) 
Pursuant to HIPAA requirements, Liviniti follows the following procedure regarding the disclosure of PHI. 

Liviniti shall use and disclose PHI for the purpose of providing pharmacy benefit management services. 
Liviniti shall ensure that its directors, officers, employees, contractors, and agents shall: 

 Not use or further disclose PHI other than as permitted or required by law. 

 Implement all appropriate and reasonable administrative, physical, and technical 
safeguards to maintain the security, integrity, and confidentiality of PHI and comply with 
the security standards by the effective date of the final HIPAA Security Regulations. 

 Require subcontractors or agents to whom Liviniti provides PHI to: 

 Report promptly to Liviniti any use or disclosure of PHI not provided by any 
agreement or other document of which Liviniti becomes aware;  

 Agree to the same restrictions and conditions that apply to Liviniti pursuant to 
applicable laws and any agreement or other document; 

 Transfer to Liviniti, upon request, information necessary to allow Liviniti to timely 
respond to a request by an individual for an accounting of the disclosures of the 
individual’s PHI or for a copy of the individual’s PHI. 

 Maintain record keeping of all disclosures of PHI, other than for the purpose set forth in 
this Agreement, including the date, name of recipient, and description of PHI disclosed 
and purpose of the disclosure. 

 Make Liviniti’s internal practices, books, and records relating to the use and disclosure of 
PHI available to the United States Department of Health and Human Services for purposes 
of determining Liviniti’s compliance with HIPAA regulations. 

All changes in the format and distribution of PHI data must be made in writing by the pharmacy. 
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VIII. GENERAL PROVISIONS 

Dispute Resolution 
The Pharmacy Provider shall refer to its Pharmacy Network Agreement for information relating to dispute 
resolution.  

Notices 
Required written notice must be provided as set forth in this Pharmacy Services Manual or the Pharmacy 
Network Agreement. All notices shall be effective upon receipt by the recipient.  

Professional Judgment 
The Pharmacy Provider is obligated to provide the Members and Prescribers whom it serves with an 
adequate inventory of quality drugs. The Pharmacy Provider is, by profession, uniquely qualified to judge 
the integrity and the quality of manufactured sources. Where a prescription is written in such a manner 
that the Pharmacy Provider is provided an option with respect to the brand name, manufacturing source, 
or package size of the drug to be supplied, the Pharmacy Provider will supply and charge for that drug 
that: meets official compendium specifications, if listed therein; has the lowest ingredient cost; in the 
pharmacist’s professional judgment fulfills the Prescriber’s requirements; and meets formulary 
requirements. 

All professional services provided by the Pharmacy Provider must be rendered only under the direct 
supervision of a licensed pharmacist and each prescription must be dispensed in accordance with a 
lawful Prescriber’s directions, the terms and conditions contained in the Pharmacy Network Agreement 
with Liviniti, including the Manual and/or communicated via the Liviniti claims processing system, and 
applicable State and Federal laws. 

Pharmacy Providers must clarify and document ambiguous dosage directions regarding utilization prior 
to dispensing and must not combine Prescriber-authorized refills. The Pharmacy Provider will at all times 
exercise good professional judgment in the dispensing of medications and may refuse to dispense any 
prescription based on the Pharmacy Provider’s own professional judgment. 

The Pharmacy Provider will inform Members as to proper storage, dosing, side effects, potential 
interactions, and use of the medication dispensed within professional practice guidelines. 

Manual Most Recent Version and Amendments 
Liviniti will, on occasion, provide updates to this Pharmacy Services Manual. Liviniti will maintain an 
updated copy of this Manual on its Pharmacy Resources Webpage. It is the Pharmacy Provider’s 
responsibility to visit the website to view updates to the Manual. 

If the Pharmacy Provider continues to submit claims after the effective date of any notice, revision, 
amendment, or modification of this Pharmacy Services Manual, the notice, revision, amendment, or 
modification will be deemed accepted by the Pharmacy Provider. 
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IX. FREQUENTLY ASKED QUESTIONS 

1. How can a Pharmacy join the Network?   

Please see Credentialing, located on page 4.  

2. How can I change my address and/or Tax ID number?  

Email Liviniti’s Pharmacy Provider Relations Department. 

3. What do I do if a customer states the amount charged for their prescription is incorrect?  

Contact the Liviniti Pharmacy Helpdesk for verification of the patient’s pay amount. 

4. Where can I find the Member ID number and format?  

This information is found on the front left corner of the Member card (see  at page 11. 

5. What BIN number do I enter?  

BIN 015433 

6. What PCN number do I enter?  

SSN (Use the letters “SSN”, this does not mean Social Security Number) 

7. Does Liviniti provide a website for pharmacies?  

Yes. The website address for Liviniti’s Pharmacy Resources Webpage website is located on Page 
2 of this manual. 

8. Who do I contact for payment/remit questions?  

Call the Liviniti Pharmacy Helpdesk or email Liviniti’s Pharmacy Provider Relations Department. 
Contact information is found on page 2 of this Manual.  

9. Who do I contact if I want to file a dispute or appeal?  

See Pricing Appeals at page 28. 

10. How can I file a complaint with Liviniti?  

Pharmacy Providers can file a complaint by contacting the Pharmacy Provider Relations 
Department. 

11. What are some of the most common reject codes and the process to follow if received?  

Contact Liviniti if you receive any one of the following reject codes: 

 Missing/ Invalid cardholder ID- reject 07 

 Missing/ Invalid Date of Birth- reject 09 

 Missing/ Invalid Group Number- reject 06 Invalid Day Supply- reject 19 

 Refill too soon- reject 79 

 Missing/ Invalid NDC (National Drug Code) Number- reject 21 
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X. GLOSSARY/DEFINITIONS 

Affiliate shall mean and refer to any entity, whether partnership, corporation, individual, or otherwise, in 
which either Liviniti or pharmacy works within a business relationship. 

Average Wholesale Price or “AWP” means the benchmark price established by a nationally available 
reporting service as selected by Liviniti based on the 11-digit National Drug Code (“NDC”) of the Covered 
Medication dispensed by the pharmacy. 

Brand Drug Product means a Covered Drug or Medication with a proprietary name or trademark and/or 
has been determined a Covered “brand” Medication by Liviniti. 

Claim shall mean and refer to a pharmacy’s billing or invoicing following NCPDP standards for a single 
prescription for Covered Prescription Services dispensed to a Member enrolled with a plan sponsor or 
group in accordance with this agreement. 

Claims Processor shall mean and refer to Liviniti or a pharmacy Claims.  

Processor with which Liviniti may contract. The Claims Processor shall provide Claims processing, 
eligibility verification, and other mutually agreed upon administrative and reporting services for Plans in 
connection with the administration of their respective pharmacy benefits. 

Clean Claim shall mean and refer to a Claim prepared in the standard format promulgated by the National 
Council for Prescription Drug Programs (“NCPDP”) which contains all the information necessary for 
processing that has been successfully electronically transmitted to Liviniti for processing and a positive 
response received by pharmacy. 

Co-payment means the amount (which may be expressed as either a percentage of the cost of a specific 
service or a specific dollar amount) communicated electronically by Liviniti that a Member is obligated to 
pay for a Covered Medication at the time the Covered Medication is provided, pursuant to his or her Plan, 
which amount shall be deducted from pharmacy’s reimbursement hereunder, including any deductibles 
and/or other ancillary charges. 

Compound Prescriptions are a mixture of two or more ingredients with at least one ingredient that 
utilizes a Prescription Drug that is a Covered Product. A prescription will not be considered a Compound 
Prescription if it is reconstituted or if, to the active ingredient, only water, alcohol, or sodium chloride 
solution is added. 

Covered Drugs or Medications or Products means those pharmaceutical products to which a Member 
is entitled to receive in accordance with and subject to the terms and conditions of the Plan. 

Covered Prescription Services or Covered Services shall mean the services usually and customarily 
rendered by a pharmacy in the normal course of business, including but not limited to dispensing, 
counseling, pharmaceutical care, product consultation, and pharmacy services as otherwise defined by 
the state in which the pharmacy is licensed. 

Day(s)’ Supply means the number of days that the dispensed quantity of a Covered Product is expected 
to last. The Days’ Supply shall be calculated as the quantity dispensed divided by the number of units 
used each day as directed by the prescribing practitioner direction for use, subject to each Plan 
specification. The Pharmacy Provider, for purposes of calculation of Copayment, Coinsurance or 
Deductible must submit via Online Adjudication Processing the accurate number of Days Supply of a 
Covered Product dispensed to Member. 

Dispensing Fee shall mean the component of the Prescription Drug Compensation added to the 
Ingredient Cost and associated with the delivery of Covered Products or Covered Medications. 
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Force Majeure A party shall not be deemed to have breached this Agreement if its delay or failure to 
perform all or any part of its obligations hereunder results from a condition beyond its reasonable control, 
including without limitation, acts of God or the public enemy, flood or storm, strikes, riots, terrorist acts, 
war or other outbreak of hostilities, natural disaster, power or communication line failure, statute, or rule 
or action of any federal, state or local government agency. 

Formulary means a list of preferred Prescription Drugs developed, published, and periodically revised 
by Liviniti’s pharmacy and therapeutics committee or a payor, which practitioners are encouraged to 
prescribe, and participating pharmacies are required to dispense, consistent with their professional 
judgment and applicable Law, and which Members are encouraged to use. 

Generic Drug Product means a drug identified by its chemical or non-proprietary name considered to 
be bioequivalent to the Brand Drug Product that has been determined to be a Covered “generic” 
Medication by Liviniti. 

HIPAA means the Health Insurance Portability and Accountability Act of 1996. 

HIPAA Privacy Rule means the medical records privacy, security, and standard transaction rules and 
regulations under 45 CFR Parts 160, 162, and 164. 

Ingredient Cost shall mean the component of Prescription Drug Compensation associated with the 
reimbursement of the Covered Medication dispensed. 

Law means any federal, state, or local law, ordinance, rule regulation, or judicial or administrative 
interpretation thereof. 

MAC shall mean the maximum allowable cost at which the pharmacy will be paid for a Covered 
Medication as established and amended by Liviniti and/or Plans. 

Member or Plan Member: any eligible participant (including eligible dependents) of a Plan who is 
participating in and entitled to receive Covered Services under a Plan.  

National Drug Code (“NDC”): a unique 10-digit or 11-digit, 3-segment number, and a universal product 
identifier for human drugs in the United States. The code is present on all prescription, over-the-counter 
and insulin products and labels in the U.S. The NDC serves as the FDA’s identifier for drugs. 

NADA means the rate that is established by CMS or its contractor by rolling surveys of pharmacies 
nationwide to verify the actual invoice amount paid by the pharmacy or corporate entity to wholesalers, 
manufacturers, or distribution centers for the product. The NADAC is the average of invoice amounts for 
individual drug products based on the Generic Sequence Number (GSN) 

NCPDP means the National Council for Prescription Drug Programs or its successor. 

Negotiated Price means the “negotiated price,” established by the Plan Sponsor and Liviniti and agreed 
upon by the pharmacy for Covered Drugs dispensed to Members. 

Network Pharmacy means a pharmacy that has entered into a Pharmacy Network Agreement with 
Liviniti to provide Covered Prescription Services to Members. 

National Provider Identifier or NPI: Numerical Identifier provided by the Centers for Medicare and 
Medicaid Services through the National Plan & Provider Enumeration System (NPPES), or its successor, 
as published by NCPDP or another NPI reporting service used by Liviniti. 

Online Adjudication Processing means the transmission of Prescription Drug claims from Pharmacy 
Provider to Liviniti in compliance with the transaction standards set forth in applicable Law including the 
HIPAA Rules and, in turn, Pharmacy Provider receiving, via online messaging, information including, but 
not limited to, eligibility and coverage determination, and applicable Deductibles, Coinsurance, and 
Copayments. 
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Payor means an employer, government or governmental authority, health maintenance organization, 
insurance company, managed care organization, preferred provider organization, self-funded plan or 
group, third party administrator, or other entity responsible for providing access to a prescription drug 
program or funding payments of Covered Prescription Services under its Plan Specifications or in 
connection with the coordination of benefits and has selected Liviniti. 

Pharmacy Benefit means the benefit portion that establishes coverage for pharmaceuticals and services 
on an outpatient basis to qualifying Members. 

Pharmacy Provider or Participating Pharmacy or Network Pharmacy: Pharmacy that enters into a 
Pharmacy Network Agreement with Liviniti to provide Covered Services to Plan Members. 

Pharmacy Network Agreement or PNA: Agreement entered into between a pharmacy and Liviniti 
allowing pharmacy to become a part of Liviniti’s Pharmacy Network and to provide Covered Services to 
Plan Members. 

Pharmacy Services Manual or “PSM” shall mean and refer to those written descriptions of Liviniti’s 
expectations regarding standards of practice as they relate to the Covered Prescription Services provided 
by the pharmacy under this Agreement, which includes, without limitation, Claim submission guidelines, 
description of Covered Drugs, and other Covered Prescription Services offered by the Plan Sponsors for 
which Liviniti provides pharmacy benefit management services, and other policies and procedures by 
which Liviniti and the Plan Sponsors require pharmacy to adhere. The PSM is available electronically 
and is incorporated fully herein to this Agreement. The Plan Sponsor or Liviniti may amend the PSM by 
notice or posting on Liviniti’s website which amendment shall become effective after sixty (60) calendar 
days. 

Plan(s) shall mean any one or more of the various funded health plans or benefits operated, offered, or 
provided by Liviniti/Plan Sponsors that entitle Members to receive reimbursement for, or payment of, 
medical expenses, including, without limitation, the Covered Prescription Services. 

Plan Sponsor shall mean, including, but not limited to, an employer, health insurer, managed care 
organization, union health and welfare trust, government agency, or third-party administrator that 
operates, offers or provides its Plan(s) through Liviniti. 

Plan Specifications means the coverages, exclusions, and limitations of Covered Products under a 
payor’s health benefit plan, as may be identified through an online identification of          Covered Products; 
excluded items; applicable Coinsurance, Copayment, and Deductible amounts; benefit maximums; and 
other items in connection with a particular plan specification required by a payor. 

Practitioner means a physician or other health care provider licensed in the state where a prescription 
is issued and who is authorized by Law to prescribe medication, devices, and/or supplies to individuals 
including Members. 

Prescription Drug Compensation means the actual amount which Liviniti contractually required to 
reimburse pharmacy, on behalf of a Plan Sponsor, for the dispensing of a Covered Drug to a Member, 
which amount shall be determined in accordance with Exhibit A. Liviniti may from time to time amend the 
Prescription Drug Compensation which amendment shall become effective thirty (30) calendar days after 
such notice is received by pharmacy unless, prior to such time, pharmacy rejects the amendment in 
writing to Liviniti. Liviniti will never unilaterally change an agreement, all changes will be with prior 
notification to the pharmacy. 

Protected Health Information or “PHI” means individually identifiable health information related to the 
past, present, or future physical or mental health or condition of a Member; the provision of health care 
to a Member; or the past, present, or future payment for the provision of health care to a Member, as 
more fully defined in the HIPAA Privacy Rule or otherwise deemed confidential under federal or state 
Law. 
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PSAO is a Pharmacy Services Administration Organization that has the authority to contract with Liviniti 
on behalf of multiple independently owned pharmacies. PSAOs shall distribute all relevant documentation 
and amendments to this Agreement to all Member pharmacies, within five (5) business days of PSAO’s 
receipt of such documentation or amendment from Liviniti. 

Rebates means any discounts, direct or indirect subsidies, rebates, other price concessions, and/or 
direct or indirect remunerations that a Plan Sponsor has elected to apply or take into account in arriving 
at the Negotiated Price and/or to pass through at the point of sale for a Covered Drug, including, but not 
limited to, estimated or actual rebates paid by drug manufacturers or Affiliate Rebate Partner. 

Specialty Drugs are those scientifically engineered Covered Medications deemed specialty by Liviniti 
used to treat certain complex and rare medical conditions and are often self-injected or self-administered. 

Usual and Customary or “U&C” shall mean the price the pharmacy would charge a cash-paying 
customer for the same prescription. 

Wholesale Acquisition Cost or “WAC” means the price, as reported by a drug manufacturer, at which 
wholesalers may purchase drug products from that manufacturer. Liviniti shall update WAC pricing on at 
least a weekly basis with data received from the pricing source.   
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XI. REGULATORY APPENDIX 

Many states require that Pharmacy Providers comply with certain statutes and regulations when providing 
Covered Services to Members in that state. The following Regulatory Appendix, which is made a part of 
this Pharmacy Services Manual, contains various regulations, requirements, and laws (“Requirements”) 
that may apply to the arrangement between Liviniti, Pharmacy Provider, and/or Plan Sponsor and the 
provision of applicable Covered Services by the provider. 

Generally, legal requirements are applicable to Covered Services for Sponsors that are: insurance 
companies, HMO(s), and governmental agencies and are usually not applicable to Sponsors that have 
self-funded plans. Provider is required to comply with all applicable Requirements. By providing Covered 
Services to an individual subject to any of these requirements, this Provider Agreement is modified as 
set forth in the applicable state-specific provision. If there is a conflict between a provision in this Manual 
and a provision in the Regulatory Appendix, the provision in the Regulatory Appendix shall control. This 
Regulatory Appendix may be amended to reflect changes to applicable law(s). 

Refer to a state’s website for the latest laws, rules and requirements.   

STATE DESCRIPTION LINK (CTRL-CLICK) 

ALABAMA AUDIT LAWS AND REGULATIONS CODE OF ALABAMA | PHARMACY AUDIT INTEGRITY 

ACT 

BOARD OF PHARMACY ALABAMA BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS ALABAMA BOARD OF PHARMACY | STATUTES & RULES 

ALASKA AUDIT LAWS AND REGULATIONS A.S. 21.27.910 | PHARMACY AUDIT PROCEDURAL 

REQUIREMENTS 

BOARD OF PHARMACY ALASKA BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS ALASKA BOARD OF PHARMACY | STATUTES AND 

REGULATIONS 

ARIZONA AUDIT LAWS AND REGULATIONS A.R.S. § 2-3322 | AUDIT PROCEDURES 

BOARD OF PHARMACY ARIZONA STATE BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS ARIZONA STATE BOARD OF PHARMACY | AZ STATE 

LEGISLATURE 
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STATE DESCRIPTION LINK (CTRL-CLICK) 

ARKANSAS AUDIT LAWS AND REGULATIONS AR CODE § 17-92-1201 | ARKANSAS PHARMACY 

AUDIT BILL OF RIGHTS 

BOARD OF PHARMACY ARKANSAS STATE BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS ARKANSAS STATE BOARD OF PHARMACY | PHARMACY 

LAWBOOK 

LIVINITI WILL ISSUE, MAIL, OR OTHERWISE TRANSMIT PAYMENT WITH RESPECT TO A CLEAN 

CLAIM SUBMITTED BY A PHARMACY OR PHARMACIST WITHIN: (1) SEVEN TO FOURTEEN DAYS 

AFTER THE RECEIPT OF A CLAIM FOR AN ELECTRONIC CLAIM; OR (2) THIRTY DAYS AFTER THE 

DATE OF THE RECEIPT OF A CLAIM FOR ANY OTHER PAPER OR MANUALLY SUBMITTED CLAIM. 
(ARKANSAS HB 1620; ACT 350 (2025)) 

CALIFORNIA AUDIT LAWS AND REGULATIONS CALIFORNIA CODE | AUDITS OF PHARMACY BENEFITS 

BOARD OF PHARMACY CALIFORNIA STATE BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS CALIFORNIA STATE BOARD OF PHARMACY | 
PHARMACY LAWS & REGULATIONS 

DHCS MEDI-CAL TWO PLAN 

CONTRACT 
ORGANIZATION AND ADMINISTRATION OF THE PLAN 

(CA.GOV) 

COLORADO AUDIT LAWS AND REGULATIONS CO REV STAT § 10-16-122.1 | PHARMACY FAIRNESS 

ACT 

BOARD OF PHARMACY COLORADO STATE BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS COLORADO STATE BOARD OF PHARMACY | LAWS, 
RULES & POLICIES 

CONNECTICUT AUDIT LAWS AND REGULATIONS CT GEN STAT § 38A-479III | PHARMACY AUDITS 

BOARD OF PHARMACY CONNECTICUT COMMISSION OF PHARMACY 

PHARMACY LAWS/REGULATIONS CT DEPARTMENT OF CONSUMER PROTECTION | DRUG 

LAWS & REGULATIONS 

DELAWARE AUDIT LAWS AND REGULATIONS 18 DE CODE § 3301A, ET SEQ. | PHARMACY AUDIT 

INTEGRITY PROGRAM 

BOARD OF PHARMACY DELAWARE BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS DE ADMIN CODE 2500 | BOARD OF PHARMACY 
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STATE DESCRIPTION LINK (CTRL-CLICK) 

FLORIDA AUDIT LAWS AND REGULATIONS FLA. STAT § 624.491 | PHARMACY AUDITS 

BOARD OF PHARMACY FLORIDA BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS FLORIDA BOARD OF PHARMACY | FL STATUTES & 

ADMINISTRATIVE CODE 

FLORIDA ADDENDUM PHARMACY SOLUTIONS PARTICIPATING PHARMACY AGREEMENT 

THIS FLORIDA ADDENDUM APPLIES TO THE EXTENT THAT PHARMACY PROVIDES COVERED 

DRUGS TO COVERED PERSONS OF INSURERS, HEALTH MAINTENANCE ORGANIZATIONS 

(“HMOS”), LIMITED SERVICE HMOS, MEDICAID MANAGED CARE ORGANIZATIONS, PREFERRED 

PROVIDER ORGANIZATIONS, OR OTHER THIRD PARTY PAYERS UNDER FLORIDA LAW 

(COLLECTIVELY AND/OR INDIVIDUALLY, “PLAN SPONSOR”). 

IN THE EVENT OF A DIRECT CONFLICT BETWEEN THIS ADDENDUM AND THE AGREEMENT, THE 

APPLICABLE PROVISIONS OF THIS ADDENDUM SHALL CONTROL IF REQUIRED. THIS ADDENDUM 

MAY BE MODIFIED FROM TIME TO TIME PURSUANT TO THE AGREEMENT. 

WITHOUT LIMITING THE GENERALITY OF THE FOREGOING, AND NOTWITHSTANDING ANYTHING IN 

THE AGREEMENT TO THE CONTRARY, PHARMACY AND PBM AGREE AS FOLLOWS: 

PHARMACY SHALL BE REQUIRED TO EXHAUST INTERNAL DISPUTE-RESOLUTION PROCESSES 

SET FOR IN THE AGREEMENT AS A PREREQUISITE TO SUBMISSION OF A CLAIM BY PHARMACY TO 

THE STATEWIDE PROVIDER DISPUTE RESOLUTION PROGRAM PURSUANT TO FLORIDA STATUTE 

§ 408.7057. FLA. STAT. § 408.7057(2)(C). 

THE AGREEMENT SHALL BE CANCELED UPON ISSUANCE OF AN ORDER BY THE FLORIDA 

DEPARTMENT OF INSURANCE PURSUANT TO FLORIDA STATUTE §§ 624.4411(3), 641.234(3), 
AND 636.036(3). 

PHARMACY SHALL NOT BILL OR OTHERWISE SEEK REIMBURSEMENT FROM OR RECOURSE 

AGAINST ANY COVERED PERSONS, WITH THE EXCEPTION OF ANY SUPPLEMENTAL CHARGES OR 

COINSURANCE AMOUNTS STATED IN COVERED PERSONS’ BENEFIT PLAN WITH PLAN SPONSOR. 
FLA. STAT. § 627.6472(4)(E). 

TO THE EXTENT PHARMACY PROVIDES COVERED DRUGS TO COVERED PERSONS OF A HEALTH 

MAINTENANCE ORGANIZATION UNDER FLORIDA LAW, PHARMACY AGREES: 

COVERED PERSONS SHALL NOT BE LIABLE TO PHARMACY FOR ANY SERVICES FOR WHICH PLAN 

SPONSOR IS LIABLE, AS SPECIFIED IN FLORIDA STATUTE § 641.3154. FLA. STAT. § 641.315(1).  

PHARMACY SHALL PROVIDE NO LESS THAN 60 DAYS ADVANCE WRITTEN NOTICE TO PBM AND 

THE FLORIDA DEPARTMENT OF INSURANCE BEFORE TERMINATING THE AGREEMENT FOR ANY 

REASON. NONPAYMENT FOR GOODS OR SERVICES RENDERED BY PHARMACY SHALL NOT BE A 

VALID REASON FOR AVOIDING THE 60 DAYS ADVANCE NOTICE OF CANCELLATION. FLA. STAT. § 

641.315(2)(A)(1), (2). 

PBM SHALL PROVIDE 60 DAYS ADVANCE WRITTEN NOTICE TO PHARMACY AND THE FLORIDA 

DEPARTMENT OF INSURANCE BEFORE TERMINATING THE AGREEMENT, WITHOUT CAUSE, 
EXCEPT WHERE A PATIENT’S HEALTH IS SUBJECT TO IMMINENT DANGER OR PHARMACY’S ABILITY 

TO PRACTICE IS EFFECTIVELY IMPAIRED BY AN ACTION BY A GOVERNMENTAL AGENCY. FLA. 
STAT. § 641.315(2)(B). 

TO THE EXTENT PHARMACY PROVIDES COVERED DRUGS TO COVERED PERSONS OF A PREPAID 

LIMITED HEALTH SERVICE ORGANIZATION UNDER FLORIDA LAW, PHARMACY AGREES: 
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STATE DESCRIPTION LINK (CTRL-CLICK) 

IN THE EVENT PBM OR PLAN SPONSOR FAILS TO PAY FOR COVERED DRUGS ALREADY 

RENDERED TO COVERED PERSONS BY PHARMACY, PLAN SPONSOR IS LIABLE FOR SUCH FEES 

RATHER THAN COVERED PERSONS. FLA. STAT. § 636.035(1). 

COVERED PERSONS SHALL NOT BE LIABLE TO PHARMACY FOR ANY SERVICES COVERED BY 

COVERED PERSONS’ BENEFIT PLAN WITH PLAN SPONSOR, EXCEPT FOR ANY DEDUCTIBLE OR 

COPAYMENT WHICH IS NOT COVERED BY COVERED PERSON’S BENEFIT PLAN OR FOR SERVICES 

NOT AUTHORIZED BY PLAN SPONSOR. FLA. STAT. § 636.035(4), (5). 

PHARMACY SHALL PROVIDE NO LESS THAN 90 DAYS ADVANCE WRITTEN NOTICE TO PBM 

BEFORE CANCELING THE AGREEMENT FOR ANY REASON. NONPAYMENT FOR GOODS OR 

SERVICES RENDERED BY PHARMACY SHALL NOT BE A VALID REASON FOR AVOIDING THE 90-DAY 

ADVANCE NOTICE OF CANCELLATION. FLA. STAT. § 636.035(6)(A), (B). 

PBM SHALL PROVIDE 90 DAYS ADVANCE WRITTEN NOTICE TO PHARMACY BEFORE CANCELING, 
WITHOUT CAUSE, THE AGREEMENT, EXCEPT WHERE A COVERED PERSON IS SUBJECT TO 

IMMINENT DANGER OR PHARMACY’S ABILITY TO PRACTICE IS EFFECTIVELY IMPAIRED BY AN 

ACTION BY A GOVERNMENTAL AGENCY. FLA. STAT. § 636.035(8). 

IF ANY PROVISION OF THE AGREEMENT IS HELD TO BE UNENFORCEABLE OR OTHERWISE 

CONTRARY TO ANY APPLICABLE LAWS, REGULATIONS, OR RULES, SUCH PROVISION SHALL HAVE 

NO EFFECT AND SHALL BE SEVERABLE WITHOUT AFFECTING THE VALIDITY OR ENFORCEABILITY 

OF THE REMAINING PROVISIONS OF THE AGREEMENT. FLA. STAT. § 636.035(9). 

TO THE EXTENT PHARMACY PROVIDES COVERED DRUGS TO COVERED PERSONS OF A PREPAID 

HEALTH CLINIC UNDER FLORIDA LAW, IN THE EVENT PLAN SPONSOR FAILS TO PAY FOR COVERED 

DRUGS ALREADY RENDERED TO A COVERED PERSON BY PHARMACY, PLAN SPONSOR IS LIABLE 

FOR SUCH FEES RATHER THAN COVERED PERSON. FLA. STAT. § 641.43. 

NOTWITHSTANDING ANYTHING TO THE CONTRARY IN THE AGREEMENT, TO THE EXTENT 

PHARMACY PROVIDES COVERED DRUGS TO COVERED PERSONS OF A DISCOUNT MEDICAL PLAN 

ORGANIZATION UNDER FLORIDA LAW, THE RATES CHARGED BY THE PHARMACY FOR SERVICES 

RENDERED TO COVERED PERSONS SHALL NOT BE IN EXCESS OF THE RATES SET FORTH IN THE 

AGREEMENT AND ANY RELATED ATTACHMENTS. FLA. STAT. § 636.214(2)(C). 

PHARMACY SHALL POST A CONSUMER ASSISTANCE NOTICE, PROMINENTLY DISPLAYING THE 

NOTICE IN THE RECEPTION AREA OF PHARMACY SO THAT THE NOTICE WILL BE CLEARLY 

NOTICEABLE BY ALL PATIENTS. THE CONSUMER ASSISTANCE NOTICE MUST STATE THAT THE 

ADDRESSES AND TOLL-FREE TELEPHONE NUMBER OF PLAN SPONSOR’S GRIEVANCE 

DEPARTMENT SHALL BE PROVIDED UPON REQUEST. FLA. STAT. § 641.511(11). 

PBM SHALL UPDATE THE MAXIMUM ALLOWABLE COST PRICING INFORMATION AT LEAST EVERY 

7 CALENDAR DAYS, AND SHALL MAINTAIN A PROCESS THAT WILL, IN A TIMELY MANNER, ELIMINATE 

DRUGS FROM ITS MAXIMUM ALLOWABLE COST LISTS OR MODIFY DRUG PRICES TO REMAIN 

CONSISTENT WITH CHANGES IN PRICING DATA USED IN FORMULATING MAXIMUM ALLOWABLE 

COST PRICES AND PRODUCT AVAILABILITY. ALL DATA IS AVAILABLE THROUGH OUR PHARMACY 

PORTAL ON OUR WEBSITE. FLA. STAT. § 465.1862(2)(A), (B). 

"ADJUDICATION TRANSACTION FEE" MEANS A FEE CHARGED BY THE PHARMACY BENEFIT 

MANAGER TO THE PHARMACY FOR ELECTRONIC CLAIM SUBMISSIONS.” LIVINITI DOES NOT 

CHARGE PHARMACY TRANSACTION FEES. FLA. STAT. § 626.8825.  

"BRAND NAME OR GENERIC EFFECTIVE RATE" MEANS THE CONTRACTUAL RATE SET FORTH BY A 

PHARMACY BENEFIT MANAGER FOR THE REIMBURSEMENT OF COVERED BRAND NAME OR 

GENERIC DRUGS, CALCULATED USING THE TOTAL PAYMENTS IN THE AGGREGATE, BY DRUG 

TYPE, DURING THE PERFORMANCE PERIOD. THE EFFECTIVE RATES ARE TYPICALLY 
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STATE DESCRIPTION LINK (CTRL-CLICK) 

CALCULATED AS A DISCOUNT FROM INDUSTRY BENCHMARKS, SUCH AS AVERAGE WHOLESALE 

PRICE OR WHOLESALE ACQUISITION COST. FLA. STAT. § 626.8825. 

"COVERED PERSON" MEANS A PERSON COVERED BY, PARTICIPATING IN, OR RECEIVING THE 

BENEFIT OF A PHARMACY BENEFITS PLAN OR PROGRAM.” FLA. STAT. § 626.8825. 

"DIRECT AND INDIRECT REMUNERATION FEES" MEANS PRICE CONCESSIONS THAT ARE PAID TO 

THE PHARMACY BENEFIT MANAGER BY THE PHARMACY RETROSPECTIVELY AND THAT CANNOT 

BE CALCULATED AT THE POINT OF SALE. THE TERM MAY ALSO INCLUDE DISCOUNTS, 
CHARGEBACKS OR REBATES, CASH DISCOUNTS, FREE GOODS CONTINGENT ON A PURCHASE 

AGREEMENT, UPFRONT PAYMENTS, COUPONS, GOODS IN KIND, FREE OR REDUCED-PRICE 

SERVICES, GRANTS, OR OTHER PRICE CONCESSIONS OR SIMILAR BENEFITS FROM 

MANUFACTURERS, PHARMACIES, OR SIMILAR ENTITIES. FLA. STAT. § 626.8825 

"DISPENSING FEE" MEANS A FEE INTENDED TO COVER REASONABLE COSTS ASSOCIATED WITH 

PROVIDING THE DRUG TO A COVERED PERSON. THIS COST INCLUDES THE PHARMACIST'S 

SERVICES AND THE OVERHEAD ASSOCIATED WITH MAINTAINING THE FACILITY AND EQUIPMENT 

NECESSARY TO OPERATE THE PHARMACY.  ALL DISPENSING FEES ARE ESTABLISHED WITHIN 

THE PARTICIPATING PHARMACY AGREEMENT.  FLA. STAT. § 626.8825 

"EFFECTIVE RATE GUARANTEE" MEANS THE MINIMUM INGREDIENT COST REIMBURSEMENT A 

PHARMACY BENEFIT MANAGER GUARANTEES IT WILL PAY FOR PHARMACIST SERVICES DURING 

THE APPLICABLE MEASUREMENT PERIOD. FLA. STAT. § 626.8825 

"ERRONEOUS CLAIMS" MEANS PHARMACY CLAIMS SUBMITTED IN ERROR, INCLUDING, BUT NOT 

LIMITED TO, UNINTENDED, INCORRECT, FRAUDULENT, OR TEST CLAIMS.” FLA. STAT. § 

626.8825 

"INCENTIVE PAYMENT" MEANS A RETROSPECTIVE MONETARY PAYMENT MADE AS A REWARD OR 

RECOGNITION BY THE PHARMACY BENEFITS PLAN OR PROGRAM OR PHARMACY BENEFIT 

MANAGER TO A PHARMACY FOR MEETING OR EXCEEDING PREDEFINED PHARMACY 

PERFORMANCE METRICS AS RELATED TO QUALITY MEASURES, SUCH AS HEALTHCARE 

EFFECTIVENESS DATA AND INFORMATION SET MEASURES.”  LIVINITI DOES NOT HAVE ANY 

PERFORMANCE-BASED NETWORKS. FLA. STAT. § 626.8825 

“MAXIMUM ALLOWABLE COST APPEAL PRICING ADJUSTMENT" MEANS A RETROSPECTIVE 

POSITIVE PAYMENT ADJUSTMENT MADE TO A PHARMACY BY THE PHARMACY BENEFITS PLAN OR 

PROGRAM OR BY THE PHARMACY BENEFIT MANAGER PURSUANT TO AN APPROVED MAXIMUM 

ALLOWABLE COST APPEAL REQUEST SUBMITTED BY THE SAME PHARMACY TO DISPUTE THE 

AMOUNT REIMBURSED FOR A DRUG BASED ON THE PHARMACY BENEFIT MANAGER'S LISTED 

MAXIMUM ALLOWABLE COST PRICE. FLA. STAT. § 626.8825 

"MONETARY RECOUPMENTS" MEANS RESCINDED OR RECOUPED PAYMENTS FROM A PHARMACY 

OR PROVIDER BY THE PHARMACY BENEFITS PLAN OR PROGRAM OR BY THE PHARMACY BENEFIT 

MANAGER.” FLA. STAT. § 626.8825 

"NETWORK RECONCILIATION OFFSETS" MEANS A PROCESS DURING ANNUAL PAYMENT 

RECONCILIATION BETWEEN A PHARMACY BENEFIT MANAGER AND A PHARMACY WHICH ALLOWS 

THE PHARMACY BENEFIT MANAGER TO OFFSET AN AMOUNT FOR OVERPERFORMANCE OR 

UNDERPERFORMANCE OF CONTRACTUAL GUARANTEES ACROSS GUARANTEED LINE ITEMS, 
CHANNELS, NETWORKS, OR PAYORS, AS APPLICABLE.” FLA. STAT. § 626.8825 

"PASS-THROUGH PRICING MODEL" MEANS A PAYMENT MODEL USED BY A PHARMACY BENEFIT 

MANAGER IN WHICH THE PAYMENTS MADE BY THE PHARMACY BENEFITS PLAN OR PROGRAM TO 

THE PHARMACY BENEFIT MANAGER FOR THE COVERED OUTPATIENT DRUGS ARE:” FLA. STAT. § 

626.8825 
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EQUIVALENT TO THE PAYMENTS THE PHARMACY BENEFIT MANAGER MAKES TO A DISPENSING 

PHARMACY OR PROVIDER FOR SUCH DRUGS, INCLUDING ANY CONTRACTED PROFESSIONAL 

DISPENSING FEE BETWEEN THE PHARMACY BENEFIT MANAGER AND ITS NETWORK OF 

PHARMACIES. SUCH DISPENSING FEE WOULD BE PAID IF THE PHARMACY BENEFITS PLAN OR 

PROGRAM WAS MAKING THE PAYMENTS DIRECTLY. 

PASSED THROUGH IN THEIR ENTIRETY BY THE PHARMACY BENEFITS PLAN OR PROGRAM OR BY 

THE PHARMACY BENEFIT MANAGER TO THE PHARMACY OR PROVIDER THAT DISPENSES THE 

DRUGS, AND THE PAYMENTS ARE MADE IN A MANNER THAT IS NOT OFFSET BY ANY 

RECONCILIATION. 

"PHARMACY BENEFITS PLAN OR PROGRAM" MEANS A PLAN OR PROGRAM THAT PAYS FOR, 
REIMBURSES, COVERS THE COST OF, OR PROVIDES ACCESS TO DISCOUNTS ON PHARMACIST 

SERVICES PROVIDED BY ONE OR MORE PHARMACIES TO COVERED PERSONS WHO RESIDE IN, 
ARE EMPLOYED BY, OR RECEIVE PHARMACIST SERVICES FROM THIS STATE.” FLA. STAT. § 

626.8825 

"REBATE" MEANS ALL PAYMENTS THAT ACCRUE TO A PHARMACY BENEFIT MANAGER OR ITS 

PHARMACY BENEFITS PLAN OR PROGRAM CLIENT OR AN AFFILIATED GROUP PURCHASING 

ORGANIZATION, DIRECTLY OR INDIRECTLY, FROM A PHARMACEUTICAL MANUFACTURER, 
INCLUDING, BUT NOT LIMITED TO, DISCOUNTS, ADMINISTRATION FEES, CREDITS, INCENTIVES, 
OR PENALTIES ASSOCIATED DIRECTLY OR INDIRECTLY IN ANY WAY WITH CLAIMS ADMINISTERED 

ON BEHALF OF A PHARMACY BENEFITS PLAN OR PROGRAM CLIENT. FLA. STAT. § 626.8825 

"SPREAD PRICING" IS THE PRACTICE IN WHICH A PHARMACY BENEFIT MANAGER CHARGES A 

PHARMACY BENEFITS PLAN OR PROGRAM A DIFFERENT AMOUNT FOR PHARMACIST SERVICES 

THAN THE AMOUNT THE PHARMACY BENEFIT MANAGER REIMBURSES A PHARMACY FOR SUCH 

PHARMACIST SERVICES.” LIVINITI IS A TRANSPARENT PHARMACY BENEFIT MANAGER AND HAS 

NO SPREAD PRICING MODELS.  FLA. STAT. § 626.8825 

"USUAL AND CUSTOMARY PRICE" MEANS THE AMOUNT CHARGED TO CASH CUSTOMERS FOR A 

PHARMACIST SERVICE EXCLUSIVE OF SALES TAX OR OTHER AMOUNTS CLAIMED.” FLA. STAT. § 

626.8825 

IN ADDITION TO OTHER REQUIREMENTS IN THE FLORIDA INSURANCE CODE, A PARTICIPATION 

CONTRACT EXECUTED, AMENDED, ADJUSTED, OR RENEWED ON OR AFTER JULY 1, 2023, THAT 

APPLIES TO PHARMACIST SERVICES ON OR AFTER JANUARY 1, 2024, BETWEEN A PHARMACY 

BENEFIT MANAGER AND ONE OR MORE PHARMACIES OR PHARMACISTS, MUST INCLUDE, IN 

SUBSTANTIAL FORM, TERMS THAT ENSURE COMPLIANCE WITH ALL OF THE FOLLOWING 

REQUIREMENTS, AND THAT, EXCEPT TO THE EXTENT NOT ALLOWED BY LAW, SHALL SUPERSEDE 

ANY CONTRACTUAL TERMS IN THE PARTICIPATION CONTRACT TO THE CONTRARY.  FLA. STAT. § 

626.8825 

AT THE TIME OF ADJUDICATION FOR ELECTRONIC CLAIMS OR THE TIME OF REIMBURSEMENT FOR 

NONELECTRONIC CLAIMS, THE PHARMACY BENEFIT MANAGER SHALL PROVIDE THE PHARMACY 

WITH A REMITTANCE, INCLUDING SUCH DETAILED INFORMATION AS IS NECESSARY FOR THE 

PHARMACY OR PHARMACIST TO IDENTIFY THE REIMBURSEMENT SCHEDULE FOR THE SPECIFIC 

NETWORK APPLICABLE TO THE CLAIM AND WHICH IS THE BASIS USED BY THE PHARMACY 

BENEFIT MANAGER TO CALCULATE THE AMOUNT OF REIMBURSEMENT PAID. THIS INFORMATION 

MUST INCLUDE, BUT IS NOT LIMITED TO, THE APPLICABLE NETWORK REIMBURSEMENT ID OR 

PLAN ID AS DEFINED IN THE MOST CURRENT VERSION OF THE NATIONAL COUNCIL FOR 

PRESCRIPTION DRUG PROGRAMS (NCPDP) TELECOMMUNICATION STANDARD 

IMPLEMENTATION GUIDE, OR ITS NATIONALLY RECOGNIZED SUCCESSOR INDUSTRY GUIDE. THE 

COMMISSION SHALL ADOPT RULES TO IMPLEMENT THIS PARAGRAPH.  FLA. STAT. § 626.8825 

THE PHARMACY BENEFIT MANAGER MUST ENSURE THAT ANY BASIS OF REIMBURSEMENT 

INFORMATION IS COMMUNICATED TO A PHARMACY IN ACCORDANCE WITH THE NCPDP 
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TELECOMMUNICATION STANDARD IMPLEMENTATION GUIDE, OR ITS NATIONALLY RECOGNIZED 

SUCCESSOR INDUSTRY GUIDE, WHEN PERFORMING RECONCILIATION FOR ANY EFFECTIVE RATE 

GUARANTEE, AND THAT SUCH BASIS OF REIMBURSEMENT INFORMATION COMMUNICATED IS 

ACCURATE, CORRESPONDS WITH THE APPLICABLE NETWORK RATE, AND MAY BE RELIED UPON 

BY THE PHARMACY. FLA. STAT. § 626.8825 

A PROHIBITION OF FINANCIAL CLAWBACKS, RECONCILIATION OFFSETS, OR OFFSETS TO 

ADJUDICATED CLAIMS. A PHARMACY BENEFIT MANAGER MAY NOT CHARGE, WITHHOLD, OR 

RECOUP DIRECT OR INDIRECT REMUNERATION FEES, DISPENSING FEES, BRAND NAME OR 

GENERIC EFFECTIVE RATE ADJUSTMENTS THROUGH RECONCILIATION, OR ANY OTHER 

MONETARY CHARGE, WITHHOLDING, OR RECOUPMENTS AS RELATED TO DISCOUNTS, MULTIPLE 

NETWORK RECONCILIATION OFFSETS, ADJUDICATION TRANSACTION FEES, AND ANY OTHER 

INSTANCE WHEN A FEE MAY BE RECOUPED FROM A PHARMACY. THIS PROHIBITION DOES NOT 

APPLY TO: FLA. STAT. § 626.8825 

ANY INCENTIVE PAYMENTS PROVIDED BY THE PHARMACY BENEFIT MANAGER TO A NETWORK 

PHARMACY FOR MEETING OR EXCEEDING PREDEFINED QUALITY MEASURES, SUCH AS 

HEALTHCARE EFFECTIVENESS DATA AND INFORMATION SET MEASURES; RECOUPMENT DUE TO 

AN ERRONEOUS CLAIM, FRAUD, WASTE, OR ABUSE; A CLAIM ADJUDICATED IN ERROR; A 

MAXIMUM ALLOWABLE COST APPEAL PRICING ADJUSTMENT; OR AN ADJUSTMENT MADE AS PART 

OF A PHARMACY AUDIT PURSUANT TO S. 624.491.  FLA. STAT. § 626.8825 

ANY RECOUPMENT THAT IS RETURNED TO THE STATE FOR PROGRAMS IN CHAPTER 409 OR THE 

STATE GROUP INSURANCE PROGRAM IN S. 110.123. FLA. STAT. § 626.8825 

“A PHARMACY BENEFIT MANAGER MAY NOT UNILATERALLY CHANGE THE TERMS OF ANY 

PARTICIPATION CONTRACT.” FLA. STAT. § 626.8825 

“UNLESS OTHERWISE PROHIBITED BY LAW, A PHARMACY BENEFIT MANAGER MAY NOT PROHIBIT 

A PHARMACY OR PHARMACIST FROM:” FLA. STAT. § 626.8825 

“UNLESS OTHERWISE PROHIBITED BY LAW, A PHARMACY BENEFIT MANAGER MAY NOT PROHIBIT 

A PHARMACY OR PHARMACIST FROM:” FLA. STAT. § 626.8825 

“MAILING OR DELIVERING A PRESCRIPTION DRUG TO A COVERED PERSON UPON HIS OR HER 

REQUEST.” FLA. STAT. § 626.8825 

CHARGING A SHIPPING OR HANDLING FEE TO A COVERED PERSON REQUESTING A 

PRESCRIPTION DRUG BE MAILED OR DELIVERED IF THE PHARMACY OR PHARMACIST DISCLOSES 

TO THE COVERED PERSON BEFORE THE MAILING OR DELIVERY THE AMOUNT OF THE FEE THAT 

WILL BE CHARGED AND THAT THE FEE MAY NOT BE REIMBURSABLE BY THE COVERED PERSON'S 

PHARMACY BENEFITS PLAN OR PROGRAM.  FLA. STAT. § 626.8825 

THE PHARMACY BENEFIT MANAGER MUST PROVIDE A PHARMACY, UPON ITS REQUEST, A LIST 

OF PHARMACY BENEFITS PLANS OR PROGRAMS IN WHICH THE PHARMACY IS A PART OF THE 

NETWORK. UPDATES TO THE LIST MUST BE COMMUNICATED TO THE PHARMACY WITHIN 7 DAYS. 
THE PHARMACY BENEFIT MANAGER MAY NOT RESTRICT THE PHARMACY OR PHARMACIST FROM 

DISCLOSING THIS INFORMATION TO THE PUBLIC. FLA. STAT. § 626.8825 

THE PHARMACY BENEFIT MANAGER MUST ENSURE THAT THE ELECTRONIC REMITTANCE ADVICE 

CONTAINS CLAIM LEVEL PAYMENT ADJUSTMENTS IN ACCORDANCE WITH THE AMERICAN 

NATIONAL STANDARDS INSTITUTE ACCREDITED STANDARDS COMMITTEE, X12 FORMAT, AND 

INCLUDES OR IS ACCOMPANIED BY THE APPROPRIATE LEVEL OF DETAIL FOR THE PHARMACY TO 

RECONCILE ANY DEBITS OR CREDITS, INCLUDING, BUT NOT LIMITED TO, PHARMACY NCPDP OR 

NPI IDENTIFIER, DATE OF SERVICE, PRESCRIPTION NUMBER, REFILL NUMBER, ADJUSTMENT 

CODE, IF APPLICABLE, AND TRANSACTION AMOUNT. FLA. STAT. § 626.8825 
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THE PHARMACY BENEFIT MANAGER SHALL PROVIDE A REASONABLE ADMINISTRATIVE APPEAL 

PROCEDURE TO ALLOW A PHARMACY OR PHARMACIST TO CHALLENGE THE MAXIMUM 

ALLOWABLE COST PRICING INFORMATION AND THE REIMBURSEMENT MADE UNDER THE 

MAXIMUM ALLOWABLE COST AS DEFINED IN S. 627.64741 FOR A SPECIFIC DRUG AS BEING 

BELOW THE ACQUISITION COST AVAILABLE TO THE CHALLENGING PHARMACY OR PHARMACIST. 
FLA. STAT. § 626.8825 

THE ADMINISTRATIVE APPEAL PROCEDURE MUST INCLUDE A TELEPHONE NUMBER AND E-MAIL 

ADDRESS, OR A WEBSITE, FOR THE PURPOSE OF SUBMITTING THE ADMINISTRATIVE APPEAL. 
THE APPEAL MAY BE SUBMITTED BY THE PHARMACY OR AN AGENT OF THE PHARMACY DIRECTLY 

TO THE PHARMACY BENEFIT MANAGER OR THROUGH A PHARMACY SERVICE ADMINISTRATION 

ORGANIZATION. THE PHARMACY OR PHARMACIST MUST BE GIVEN AT LEAST 30 BUSINESS DAYS 

AFTER A MAXIMUM ALLOWABLE COST UPDATE OR AFTER AN ADJUDICATION FOR AN ELECTRONIC 

CLAIM OR REIMBURSEMENT FOR A NONELECTRONIC CLAIM TO FILE THE ADMINISTRATIVE 

APPEAL. FLA. STAT. § 626.8825 

“THE PHARMACY BENEFIT MANAGER MUST RESPOND TO THE ADMINISTRATIVE APPEAL WITHIN 

30 BUSINESS DAYS AFTER RECEIPT OF THE APPEAL.” FLA. STAT. § 626.8825 

“IF THE APPEAL IS UPHELD, THE PHARMACY BENEFIT MANAGER MUST:” FLA. STAT. § 626.8825 

“UPDATE THE MAXIMUM ALLOWABLE COST PRICING INFORMATION TO AT LEAST THE ACQUISITION 

COST AVAILABLE TO THE PHARMACY;” FLA. STAT. § 626.8825 

“PERMIT THE PHARMACY OR PHARMACIST TO REVERSE AND REBILL THE CLAIM IN QUESTION;” 
FLA. STAT. § 626.8825 

“PROVIDE TO THE PHARMACY OR PHARMACIST THE NATIONAL DRUG CODE ON WHICH THE 

INCREASE OR CHANGE IS BASED; AND” FLA. STAT. § 626.8825 

“MAKE THE INCREASE OR CHANGE EFFECTIVE FOR EACH SIMILARLY SITUATED PHARMACY OR 

PHARMACIST WHO IS SUBJECT TO THE APPLICABLE MAXIMUM ALLOWABLE COST PRICING 

INFORMATION.” FLA. STAT. § 626.8825 

“IF THE APPEAL IS DENIED, THE PHARMACY BENEFIT MANAGER MUST PROVIDE TO THE 

PHARMACY OR PHARMACIST THE NATIONAL DRUG CODE AND THE NAME OF THE NATIONAL OR 

REGIONAL PHARMACEUTICAL WHOLESALERS OPERATING IN THIS STATE WHICH HAVE THE DRUG 

CURRENTLY IN STOCK AT A PRICE BELOW THE MAXIMUM ALLOWABLE COST PRICING 

INFORMATION.” FLA. STAT. § 626.8825 

“EVERY 90 DAYS, A PHARMACY BENEFIT MANAGER SHALL REPORT TO THE OFFICE THE TOTAL 

NUMBER OF APPEALS RECEIVED AND DENIED IN THE PRECEDING 90-DAY PERIOD, WITH AN 

EXPLANATION OR REASON FOR EACH DENIAL, FOR EACH SPECIFIC DRUG FOR WHICH AN APPEAL 

WAS SUBMITTED PURSUANT TO THIS PARAGRAPH.” FLA. STAT. § 626.8825 

GEORGIA AUDIT LAWS AND REGULATIONS O.C.G.A. § 26-4-118 | PHARMACY AUDIT BILL OF 

RIGHTS 

BOARD OF PHARMACY GEORGIA BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS GEORGIA BOARD OF PHARMACY | LAWS, POLICIES & 

RULES 
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HAWAII AUDIT LAWS AND REGULATIONS HI SB 975 | PHARMACY AUDIT BILL OF RIGHTS 

BOARD OF PHARMACY HAWAII BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS HAWAII BOARD OF PHARMACY | STATUTES & RULES 

IDAHO AUDIT LAWS AND REGULATIONS IDAHO CODE | FAIR PHARMACY AUDITS ACT 

BOARD OF PHARMACY IDAHO BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS IDAHO BOARD OF PHARMACY | STATUTES, RULES & 

GUIDANCE 

ILLINOIS AUDIT LAWS AND REGULATIONS 215 ILCS 5/513B7 | PHARMACY AUDITS 

BOARD OF PHARMACY ILLINOIS BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS ILLINOIS BOARD OF PHARMACY | LAWS & RULES  

INDIANA AUDIT LAWS AND REGULATIONS INDIANA IN CODE § 25-26-22-1, ET SEQ. | PHARMACY 

AUDITS 

BOARD OF PHARMACY INDIANA BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS INDIANA BOARD OF PHARMACY | STATUTES & RULES 

MAC PRICING 760 IAC 5-4-1 

IN ACCORDANCE WITH THE INDIANA CODE, MAC PRICING WILL BE UPDATED AT LEAST EVERY 

SEVEN (7) CALENDAR DAYS. 

INDIANA ADDENDUM PHARMACY SOLUTIONS PARTICIPATING PHARMACY AGREEMENT 

THIS INDIANA ADDENDUM APPLIES TO THE EXTENT THAT PHARMACY PROVIDES COVERED 

DRUGS TO COVERED PERSONS OF INSURERS, HEALTH MAINTENANCE ORGANIZATIONS 

(“HMOS”), LIMITED SERVICE HMOS, MEDICAID MANAGED CARE ORGANIZATIONS, PREFERRED 

PROVIDER ORGANIZATIONS, OR OTHER THIRD PARTY PAYERS UNDER INDIANA LAW 

(COLLECTIVELY AND/OR INDIVIDUALLY, “PLAN SPONSOR”). 

IN THE EVENT OF A DIRECT CONFLICT BETWEEN THIS ADDENDUM AND THE AGREEMENT, THE 

APPLICABLE PROVISIONS OF THIS ADDENDUM SHALL CONTROL IF REQUIRED. THIS ADDENDUM 

MAY BE MODIFIED FROM 

TIME TO TIME PURSUANT TO THE AGREEMENT. 

WITHOUT LIMITING THE GENERALITY OF THE FOREGOING, AND NOTWITHSTANDING ANYTHING IN 

THE 

AGREEMENT TO THE CONTRARY, PHARMACY AND PBM AGREE AS FOLLOWS: 
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TO THE EXTENT THAT PHARMACY PARTICIPATES IN THE FEDERAL 340B DRUG PRICING 

PROGRAM AS A 340B COVERED ENTITY, THE FOLLOWING SHALL NOT APPLY: (A) A 

REIMBURSEMENT RATE FOR A PRESCRIPTION DRUG THAT WOULD DIMINISH THE 340B BENEFIT 

TO PHARMACY AS A 340B COVERED ENTITY; (B) A FEE OR ADJUSTMENT THAT IS NOT IMPOSED 

ON A PHARMACY THAT IS NOT A 340B COVERED ENTITY; (C) A FEE OR ADJUSTMENT AMOUNT 

THAT EXCEEDS THE FEE OR ADJUSTMENT AMOUNT IMPOSED ON A PHARMACY THAT IS NOT A 

340B COVERED ENTITY; (D) ANY PROVISION THAT PREVENTS OR INTERFERES WITH AN 

INDIVIDUAL'S CHOICE TO RECEIVE A PRESCRIPTION DRUG FROM PHARMACY AS A 340B 

COVERED ENTITY, INCLUDING THE ADMINISTRATION OF THE DRUG; (E) ANY PROVISION THAT 

EXCLUDES A 340B COVERED ENTITY FROM PBM’S NETWORKS BASED ON THE PHARMACY’S 

PARTICIPATION IN THE FEDERAL 340B DRUG PRICING PROGRAM; AND (F) ANY PROVISION THAT 

DISCRIMINATES AGAINST PHARMACY AS A 340B COVERED ENTITY. IND. CODE §§ 27-1-24.5-
19.5. 

PBM SHALL IDENTIFY TO PHARMACY (AND ITS PHARMACY SERVICES ADMINISTRATIVE 

ORGANIZATION (PSAO) IF APPLICABLE) THE SOURCES USED BY PBM TO CALCULATE THE DRUG 

PRODUCT REIMBURSEMENT PAID FOR COVERED DRUGS AVAILABLE UNDER THE PHARMACY 

HEALTH PLAN ADMINISTERED BY PBM. IND. CODE 27-1-24.5-22(A)(1). 

PHARMACY AND ITS PSAO HAVE THE RIGHT TO OBTAIN FROM PBM, WITHIN TEN (10) 
CALENDAR DAYS AFTER A REQUEST, A CURRENT LIST OF THE SOURCES USED TO DETERMINE 

MAXIMUM ALLOWABLE COST PRICING. PBM WILL UPDATE THE MAXIMUM ALLOWABLE COST LIST 

AT LEAST EVERY SEVEN (7) CALENDAR DAYS AND PROVIDE TO PHARMACY AND ITS PSAO 

MAXIMUM ALLOWABLE COST LIST UPDATES IN A FORMAT THAT IS READILY AVAILABLE AND 

ACCESSIBLE. 760 IND. ADMIN. CODE 5-4-1(A); IND. CODE 27-1-24.5-22(A)(3). 

PBM SHALL DETERMINE THAT A PRESCRIPTION DRUG: (A) IS NOT OBSOLETE; (B) IS GENERALLY 

AVAILABLE FOR PURCHASE BY PHARMACIES IN INDIANA FROM A NATIONAL OR REGIONAL 

WHOLESALER LICENSED IN INDIANA; AND (C) IS NOT TEMPORARILY UNAVAILABLE, LISTED ON A 

DRUG SHORTAGE LIST, OR UNABLE TO BE LAWFULLY SUBSTITUTED BEFORE THE PRESCRIPTION 

DRUG IS PLACED OR CONTINUED ON A MAXIMUM ALLOWABLE COST LIST. IND. CODE 27-1-24.5-
22(A)(4). 

PBM’S PROCESS FOR PHARMACY, ITS PSAO, OR ITS GROUP PURCHASING ORGANIZATION TO 

APPEAL DISPUTES CONCERNING MAXIMUM ALLOWABLE COST PRICING SHALL: (A) INCLUDE THE 

RIGHT TO APPEAL A CLAIM UP TO SIXTY (60) DAYS FOLLOWING THE INITIAL FILING OF THE CLAIM; 
(B) INVESTIGATE AND RESOLVE THE APPEAL WITHIN THIRTY (30) CALENDAR DAYS AFTER THE 

APPEAL IS RECEIVED; (C) IN THE CASE OF AN APPEAL DENIAL, PROVIDE THE REASON FOR THE 

DENIAL AND THE NATIONAL DRUG CODE NUMBER OF THE PRESCRIPTION DRUG THAT IS 

AVAILABLE FROM A NATIONAL OR REGIONAL WHOLESALER OPERATING IN INDIANA; AND (D) IN 

THE CASE OF AN APPEAL APPROVAL: (I) CHANGE THE MAXIMUM ALLOWABLE COST OF THE DRUG 

FOR PHARMACY AS OF THE INITIAL DATE OF SERVICE THAT THE APPEALED DRUG WAS 

DISPENSED; (II) ADJUST THE MAXIMUM ALLOWABLE COST OF THE DRUG FOR PHARMACY AND 

FOR ALL OTHER CONTRACTED PHARMACIES IN THE SAME NETWORK OF PBM THAT FILLED A 

PRESCRIPTION FOR PATIENTS COVERED UNDER THE SAME HEALTH PLAN BEGINNING ON THE 

INITIAL DATE OF SERVICE THE APPEALED DRUG WAS DISPENSED; (III) NOTIFY EACH PHARMACY 

IN PBM’S NETWORK THAT THE MAXIMUM ALLOWABLE COST FOR THE DRUG HAS BEEN ADJUSTED 

AS A RESULT OF AN APPROVED APPEAL; (IV) ADJUST THE DRUG PRODUCT REIMBURSEMENT FOR 

CONTRACTED PHARMACIES THAT RESUBMIT CLAIMS TO REFLECT THE ADJUSTED MAXIMUM 

ALLOWABLE COST, IF APPLICABLE; (V) ALLOW PHARMACY AND ALL OTHER CONTRACTED 

PHARMACIES IN THE NETWORK THAT FILLED THE PRESCRIPTIONS FOR PATIENTS COVERED 

UNDER THE SAME HEALTH PLAN TO REVERSE AND RESUBMIT CLAIMS AND RECEIVE PAYMENT 

BASED ON THE ADJUSTED MAXIMUM ALLOWABLE COST FROM THE INITIAL DATE OF SERVICE THE 

APPEALED DRUG WAS DISPENSED; AND (VI) MAKE RETROACTIVE PRICE ADJUSTMENTS IN THE 
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NEXT PAYMENT CYCLE UNLESS OTHERWISE AGREED TO BY PHARMACY. IND. CODE 27-1-24.5-
22(B)(1)-(4). 

PBM’S PROCESS FOR PHARMACY, ITS PSAO, OR ITS GROUP PURCHASING ORGANIZATION TO 

APPEAL DISPUTES CONCERNING MAXIMUM ALLOWABLE COST PRICING SHALL: (A) INCLUDE THE 

RIGHT TO APPEAL A CLAIM UP TO SIXTY (60) DAYS FOLLOWING THE INITIAL FILING OF THE CLAIM; 
(B) INVESTIGATE AND RESOLVE THE APPEAL WITHIN THIRTY (30) CALENDAR DAYS AFTER THE 

APPEAL IS RECEIVED; (C) IN THE CASE OF AN APPEAL DENIAL, PROVIDE THE REASON FOR THE 

DENIAL AND THE NATIONAL DRUG CODE NUMBER OF THE PRESCRIPTION DRUG THAT IS 

AVAILABLE FROM A NATIONAL OR REGIONAL WHOLESALER OPERATING IN INDIANA; AND (D) IN 

THE CASE OF AN APPEAL APPROVAL: (I) CHANGE THE MAXIMUM ALLOWABLE COST OF THE DRUG 

FOR PHARMACY AS OF THE INITIAL DATE OF SERVICE THAT THE APPEALED DRUG WAS 

DISPENSED; (II) ADJUST THE MAXIMUM ALLOWABLE COST OF THE DRUG FOR PHARMACY AND 

FOR ALL OTHER CONTRACTED PHARMACIES IN THE SAME NETWORK OF PBM THAT FILLED A 

PRESCRIPTION FOR PATIENTS COVERED UNDER THE SAME HEALTH PLAN BEGINNING ON THE 

INITIAL DATE OF SERVICE THE APPEALED DRUG WAS DISPENSED; (III) NOTIFY EACH PHARMACY 

IN PBM’S NETWORK THAT THE MAXIMUM ALLOWABLE COST FOR THE DRUG HAS BEEN ADJUSTED 

AS A RESULT OF AN APPROVED APPEAL; (IV) ADJUST THE DRUG PRODUCT REIMBURSEMENT FOR 

CONTRACTED PHARMACIES THAT RESUBMIT CLAIMS TO REFLECT THE ADJUSTED MAXIMUM 

ALLOWABLE COST, IF APPLICABLE; (V) ALLOW PHARMACY AND ALL OTHER CONTRACTED 

PHARMACIES IN THE NETWORK THAT FILLED THE PRESCRIPTIONS FOR PATIENTS COVERED 

UNDER THE SAME HEALTH PLAN TO REVERSE AND RESUBMIT CLAIMS AND RECEIVE PAYMENT 

BASED ON THE ADJUSTED MAXIMUM ALLOWABLE COST FROM THE INITIAL DATE OF SERVICE THE 

APPEALED DRUG WAS DISPENSED; AND (VI) MAKE RETROACTIVE PRICE ADJUSTMENTS IN THE 

NEXT PAYMENT CYCLE UNLESS OTHERWISE AGREED TO BY PHARMACY. IND. CODE 27-1-24.5-
22(B)(1)-(4). 

PBM’S PROCESS FOR PHARMACY, ITS PSAO, OR ITS GROUP PURCHASING ORGANIZATION TO 

APPEAL DISPUTES CONCERNING MAXIMUM ALLOWABLE COST PRICING SHALL: (A) INCLUDE THE 

RIGHT TO APPEAL A CLAIM UP TO SIXTY (60) DAYS FOLLOWING THE INITIAL FILING OF THE CLAIM; 
(B) INVESTIGATE AND RESOLVE THE APPEAL WITHIN THIRTY (30) CALENDAR DAYS AFTER THE 

APPEAL IS RECEIVED; (C) IN THE CASE OF AN APPEAL DENIAL, PROVIDE THE REASON FOR THE 

DENIAL AND THE NATIONAL DRUG CODE NUMBER OF THE PRESCRIPTION DRUG THAT IS 

AVAILABLE FROM A NATIONAL OR REGIONAL WHOLESALER OPERATING IN INDIANA; AND (D) IN 

THE CASE OF AN APPEAL APPROVAL: (I) CHANGE THE MAXIMUM ALLOWABLE COST OF THE DRUG 

FOR PHARMACY AS OF THE INITIAL DATE OF SERVICE THAT THE APPEALED DRUG WAS 

DISPENSED; (II) ADJUST THE MAXIMUM ALLOWABLE COST OF THE DRUG FOR PHARMACY AND 

FOR ALL OTHER CONTRACTED PHARMACIES IN THE SAME NETWORK OF PBM THAT FILLED A 

PRESCRIPTION FOR PATIENTS COVERED UNDER THE SAME HEALTH PLAN BEGINNING ON THE 

INITIAL DATE OF SERVICE THE APPEALED DRUG WAS DISPENSED; (III) NOTIFY EACH PHARMACY 

IN PBM’S NETWORK THAT THE MAXIMUM ALLOWABLE COST FOR THE DRUG HAS BEEN ADJUSTED 

AS A RESULT OF AN APPROVED APPEAL; (IV) ADJUST THE DRUG PRODUCT REIMBURSEMENT FOR 

CONTRACTED PHARMACIES THAT RESUBMIT CLAIMS TO REFLECT THE ADJUSTED MAXIMUM 

ALLOWABLE COST, IF APPLICABLE; (V) ALLOW PHARMACY AND ALL OTHER CONTRACTED 

PHARMACIES IN THE NETWORK THAT FILLED THE PRESCRIPTIONS FOR PATIENTS COVERED 

UNDER THE SAME HEALTH PLAN TO REVERSE AND RESUBMIT CLAIMS AND RECEIVE PAYMENT 

BASED ON THE ADJUSTED MAXIMUM ALLOWABLE COST FROM THE INITIAL DATE OF SERVICE THE 

APPEALED DRUG WAS DISPENSED; AND (VI) MAKE RETROACTIVE PRICE ADJUSTMENTS IN THE 

NEXT PAYMENT CYCLE UNLESS OTHERWISE AGREED TO BY PHARMACY. IND. CODE 27-1-24.5-
22(B)(1)-(4). 

PBM’S CLAIMS AUDITING PROCEDURES (OR CLAIMS AUDITING PROCEDURES OF PBM’S 

CONTRACTED AUDITOR): (A) WILL NOT USE EXTRAPOLATION OR ANY SIMILAR METHODOLOGY; 
(B) WILL NOT ALLOW FOR RECOVERY BY PBM OF A SUBMITTED CLAIM DUE TO CLERICAL OR 
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OTHER ERROR WHERE THE PATIENT HAS RECEIVED THE DRUG FOR WHICH THE CLAIM WAS 

SUBMITTED; (C) WILL ALLOW FOR RECOVERY BY PHARMACY FOR UNDERPAYMENTS BY PBM; 
AND (D) WILL ONLY ALLOW FOR PBM TO RECOVER OVERPAYMENTS ON CLAIMS THAT ARE 

ACTUALLY AUDITED AND DISCOVERED TO INCLUDE A RECOVERABLE ERROR. IND. CODE 27-1-
24.5-22(B)(5). 

PBM (OR PBM’S CONTRACTED AUDITOR) WILL COMPLY WITH THE FOLLOWING IN CONDUCTING 

AN AUDIT OF PHARMACY: (A) THE CONTRACT UNDER WHICH THE AUDIT IS PERFORMED WILL 

PROVIDE A DESCRIPTION OF AUDIT PROCEDURES THAT WILL BE FOLLOWED; (B) FOR AN ONSITE 

AUDIT CONDUCTED AT PHARMACY’S LOCATION, THE AUDITOR THAT CONDUCTS THE AUDIT WILL 

PROVIDE WRITTEN NOTICE TO PHARMACY OR PHARMACIST AT LEAST FOURTEEN (14) CALENDAR 

DAYS BEFORE CONDUCTING THE INITIAL ONSITE AUDIT FOR EACH AUDIT CYCLE; (C) THE 

AUDITOR WILL NOT INTERFERE WITH THE DELIVERY OF PHARMACIST SERVICES TO A PATIENT, 
AND MUST USE EVERY EFFORT TO MINIMIZE INCONVENIENCE AND DISRUPTION TO PHARMACY 

OPERATIONS DURING THE AUDIT (ALTHOUGH AUDITS MAY BE PERFORMED DURING NORMAL 

BUSINESS HOURS OF PHARMACY); (D) IF THE AUDIT REQUIRES USE OF CLINICAL OR 

PROFESSIONAL JUDGMENT, THE AUDIT MUST BE CONDUCTED BY OR IN CONSULTATION WITH AN 

INDIVIDUAL LICENSED AS A PHARMACIST UNDER IC 45-26; (E) THE AUDITOR MUST ALLOW THE 

USE OF WRITTEN OR OTHERWISE TRANSMITTED HOSPITAL, PHYSICIAN, OR OTHER HEALTH 

PRACTITIONER RECORDS TO VALIDATE A PHARMACY RECORD; (F) THE AUDITOR MUST PERFORM 

THE AUDIT ACCORDING TO THE SAME STANDARDS AND PARAMETERS THAT THE AUDITOR USES 

TO AUDIT ALL OTHER SIMILARLY SITUATED PHARMACIES; (G) THE PERIOD COVERED BY THE 

AUDIT MUST NOT EXCEED TWENTY-FOUR (24) MONTHS AFTER THE DATE ON WHICH A CLAIM 

THAT IS THE SUBJECT OF THE AUDIT WAS SUBMITTED TO OR ADJUDICATED BY PBM (UNLESS A 

LONGER PERIOD IS REQUIRED UNDER FEDERAL OR STATE LAW), AND PHARMACY WILL BE 

PERMITTED TO RESUBMIT ELECTRONICALLY ANY CLAIMS DISPUTED BY THE AUDIT FOR A PERIOD 

OF AT LEAST THIRTY (30) CALENDAR DAYS; (H) THE AUDITOR WILL NOT SCHEDULE AN AUDIT TO 

BEGIN DURING THE FIRST SEVEN (7) CALENDAR DAYS OF A MONTH WITHOUT THE VOLUNTARY 

CONSENT OF PHARMACY; (I) PAYMENT TO THE AUDITOR FOR CONDUCTING THE AUDIT MUST NOT 

BE BASED ON A PERCENTAGE OF THE AMOUNT RECOVERED AS A RESULT OF THE AUDIT; (J) 
WITHIN TWENTY-FOUR (24) HOURS OF RECEIVING THE NOTICE OF AN AUDIT, PHARMACY MAY 

RESCHEDULE THE AUDIT TO A DATE NOT MORE THAN FOURTEEN (14) CALENDAR DAYS AFTER 

THE DATE PROPOSED BY THE AUDITOR (ALTHOUGH IF THE AUDITOR IS UNABLE TO RESCHEDULE 

WITHIN THE FOURTEEN (14) CALENDAR DAY PERIOD, THE AUDITOR MUST SELECT AND 

RESCHEDULE THE AUDIT FOR A DATE AFTER THE FOURTEEN (14) CALENDAR DAY PERIOD); AND 

(K) THE AUDITOR MUST ALLOW PHARMACY OR PHARMACIST TO PRODUCE DOCUMENTATION TO 

ADDRESS A DISCREPANCY FOUND DURING THE AUDIT. 760 IND. ADMIN. CODE 5-3-3. 

PHARMACY ACKNOWLEDGES AND AGREES THAT PBM MAY LEASE, RENT, OR OTHERWISE 

GRANT ACCESS TO PHARMACY’S SERVICES UNDER THE AGREEMENT TO THIRD PARTIES THAT 

ARE: (A) EMPLOYERS OR ENTITIES PROVIDING COVERAGE FOR COVERED DRUGS TO THEIR 

EMPLOYEES OR MEMBERS WHEN SUCH EMPLOYERS AND/OR ENTITIES HAVE CONTRACTED WITH 

PBM OR ITS AFFILIATE FOR THE ADMINISTRATION OR PROCESSING OF CLAIMS FOR PAYMENT OR 

SERVICE PROVIDED UNDER THE AGREEMENT; AND (B) AFFILIATES OR SUBSIDIARIES OF PBM OR 

ENTITIES PROVIDING OR RECEIVING ADMINISTRATIVE SERVICES FROM PBM OR ITS AFFILIATES 

OR SUBSIDIARIES. ANY THIRD PARTY THAT IS GRANTED ACCESS TO PHARMACY’S SERVICES 

UNDER THE AGREEMENT SHALL BE OBLIGATED TO COMPLY WITH THE APPLICABLE TERMS OF 

THE AGREEMENT. PHARMACY FURTHER ACKNOWLEDGES AND AGREES THAT 

CONTEMPORANEOUSLY WITH THE EXECUTION OF THE AGREEMENT, PBM HAS IDENTIFIED TO 

PHARMACY THOSE THIRD PARTIES KNOWN AT THE TIME OF CONTRACTING TO WHICH PBM WILL 

GRANT ACCESS TO PHARMACY’S SERVICES. IND. CODE §§ 27-1-37.3-7, 27-1-37.3-8. 

IN THE EVENT PLAN SPONSOR OR PBM FAILS TO PAY FOR COVERED DRUGS FOR ANY REASON, 
INCLUDING INSOLVENCY OR BREACH OF THE AGREEMENT, COVERED PERSONS SHALL NOT BE 
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LIABLE TO PHARMACY FOR ANY SUMS OWED BY PLAN SPONSOR OR PBM. THIS PROVISION 

DOES NOT PROHIBIT THE COLLECTION OF COPAYMENTS OR UNCOVERED CHARGES CONSENTED 

TO BY COVERED PERSONS. THIS PROVISION SURVIVES TERMINATION OF THE AGREEMENT, 
REGARDLESS OF THE REASON FOR TERMINATION. IND. CODE §§ 27-13-15-1(A)(4), 27-13-34-
15(1). 

PHARMACY OR ITS TRUSTEE, AGENT, REPRESENTATIVE, OR ASSIGNEE SHALL NOT BRING OR 

MAINTAIN A LEGAL ACTION AGAINST A COVERED PERSON TO COLLECT SUMS OWED TO 

PHARMACY BY PLAN SPONSOR OR PBM. IF PHARMACY BRINGS OR MAINTAINS A LEGAL ACTION 

AGAINST A COVERED PERSON FOR AN AMOUNT OWED TO PHARMACY BY PLAN SPONSOR OR 

PBM, PHARMACY SHALL BE LIABLE TO THE COVERED PERSON FOR COSTS AND ATTORNEY’S 

FEES INCURRED BY THE COVERED PERSON IN DEFENDING THE ACTION. THIS PROVISION DOES 

NOT PROHIBIT THE COLLECTION OF COPAYMENTS OR UNCOVERED CHARGES CONSENTED TO 

BY THE COVERED PERSON. THIS PROVISION SURVIVES TERMINATION OF THE AGREEMENT, 
REGARDLESS OF THE REASON FOR TERMINATION. IND. CODE §§ 27-13-15-3(A), 27-13-34-
15(2). 

IOWA AUDIT LAWS AND REGULATIONS IAC 191-59.4 | AUDITS OF PHARMACIES BY 

PHARMACY BENEFITS MANAGERS 

BOARD OF PHARMACY IOWA BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS IOWA BOARD OF PHARMACY | LAWS & RULES 

KANSAS AUDIT LAWS AND REGULATIONS KSA 65-16,121 | PHARMACY AUDIT INTEGRITY ACT 

BOARD OF PHARMACY KANSAS BOARD OF PHARMACY  

PHARMACY LAWS/REGULATIONS KANSAS BOARD OF PHARMACY | STATUTES & 

REGULATIONS 

KENTUCKY AUDIT LAWS AND REGULATIONS KRS § 304.17A-741 | AUDIT OF PHARMACY 

RECORDS 

BOARD OF PHARMACY KENTUCKY BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS KENTUCKY BOARD OF PHARMACY | STATUTES & 

REGULATIONS 

LOUISIANA AUDIT LAWS AND REGULATIONS R.S. 22:1856.1 | PHARMACY RECORD AUDITS 

BOARD OF PHARMACY LOUISIANA BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS LOUISIANA BOARD OF PHARMACY | LAWS & 

REGULATIONS 
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MAINE AUDIT LAWS AND REGULATIONS TITLE 24-A, §4317: PHARMACY PROVIDERS 

BOARD OF PHARMACY MAINE BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS MAINE BOARD OF PHARMACY | LAWS & RULES 

MARYLAND AUDIT LAWS AND REGULATIONS MD INSURANCE CODE § 15-1629 | AUDITS BY 

PHARMACY BENEFITS MANAGER 

BOARD OF PHARMACY MARYLAND BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS MARYLAND BOARD OF PHARMACY | LAWS, 
REGULATIONS, LEGISLATION & REPORTS 

MASSACHUSETTS AUDIT LAWS AND REGULATIONS M.G.L. C. 175 § 226 | PHARMACY AUDITS 

BOARD OF PHARMACY MASSACHUSETTS BOARD OF REGISTRATION IN 

PHARMACY 

PHARMACY LAWS/REGULATIONS BOARD OF REGISTRATION IN PHARMACY | LAWS & 

REGULATIONS 

MICHIGAN AUDIT LAWS AND REGULATIONS MCL 550.838 | AUTHORIZATION TO CONDUCT AUDIT 

BOARD OF PHARMACY LARA - PHARMACY 

PHARMACY LAWS/REGULATIONS LARA - PHARMACY | LAWS & REGULATIONS 

MINNESOTA AUDIT LAWS AND REGULATIONS MINN. STAT. 62W.09 | PHARMACY AUDITS 

BOARD OF PHARMACY MINNESOTA BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS MINNESOTA BOARD OF PHARMACY | GUIDANCE & 

STATUTES 

MISSISSIPPI AUDIT LAWS AND REGULATIONS MISS. CODE ANN. § 73-21-175 | PHARMACY AUDIT 

INTEGRITY ACT 

BOARD OF PHARMACY MISSISSIPPI BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS MISSISSIPPI BOARD OF PHARMACY | LAWS & 

REGULATIONS 
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MISSOURI AUDIT LAWS AND REGULATIONS RSMO § 338.600 | CRITERIA FOR AUDIT 

BOARD OF PHARMACY MISSOURI BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS MISSOURI BOARD OF PHARMACY | RULES & STATUTES 

MONTANA AUDIT LAWS AND REGULATIONS MT CODE § 33-2-2001, ET SEQ. | PHARMACY AUDIT 

INTEGRITY ACT 

BOARD OF PHARMACY MONTANA BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS MONTANA BOARD OF PHARMACY | STATUTES & RULES 

NEBRASKA AUDIT LAWS AND REGULATIONS N.R.S. § 44-4607 | PHARMACY AUDIT 

BOARD OF PHARMACY NEBRASKA PHARMACY PROFESSIONS 

PHARMACY LAWS/REGULATIONS NEBRASKA PHARMACY PRACTICE ACT 

NEBRASKA REVISED STATUTE 44-4606 

ALL CONTRACTUAL REQUIREMENTS INCLUDING, BUT NOT LIMITED TO, PARTICIPATING 

PHARMACY CONTRACT GAG CLAUSES, MAC/PRICING ACCESS (INCLUDING THAT A PHARMACY 

HAS 15 BUSINESS DAYS TO COMPLETE A PRICE APPEAL), AND PHARMACY AUDIT STIPULATIONS 

ARE SUPPORTED THROUGH ALL REQUIREMENTS OF THE STATE OF NEBRASKA. 

NEVADA AUDIT LAWS AND REGULATIONS NONE 

BOARD OF PHARMACY NEVADA BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS NEVADA BOARD OF PHARMACY | STATUTES & 

REGULATIONS 

NEW HAMPSHIRE AUDIT LAWS AND REGULATIONS NH REV STAT § 318:62 | PHARMACY RIGHTS DURING 

AUDIT 

BOARD OF PHARMACY NEW HAMPSHIRE BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS NH BOARD OF PHARMACY | LAWS AND RULES 

NEW JERSEY AUDIT LAWS AND REGULATIONS NJ REV STAT § 17B:26-2.1I 

BOARD OF PHARMACY NEW JERSEY BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS NJ BOARD OF PHARMACY | STATUTES & REGULATIONS 
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NEW MEXICO AUDIT LAWS AND REGULATIONS NM STAT § 61-11-18.2 | AUDIT OF PHARMACY 

RECORDS 

BOARD OF PHARMACY NEW MEXICO BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS NM BOARD OF PHARMACY | RULES & LAWS 

NEW YORK AUDIT LAWS AND REGULATIONS NY PBH § 280-C | PHARMACY AUDITS  

BOARD OF PHARMACY NY PHARMACY 

PHARMACY LAWS/REGULATIONS NY PHARMACY | LAWS, RULES & REGULATIONS 

NORTH CAROLINA AUDIT LAWS AND REGULATIONS N.C.G.S. ARTICLE 4C | PHARMACY AUDIT RIGHTS 

BOARD OF PHARMACY NORTH CAROLINA BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS NC BOARD OF PHARMACY | LEGAL RESOURCES 

NORTH DAKOTA AUDIT LAWS AND REGULATIONS NDCC CH. 19-03.6 | PHARMACY RECORDS AUDITS 

BOARD OF PHARMACY NORTH DAKOTA BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS NORTH DAKOTA BOARD OF PHARMACY | LAWS & 

RULES 

OHIO AUDIT LAWS AND REGULATIONS O.R.C. § 3901.811 | PHARMACY AUDITS 

BOARD OF PHARMACY OHIO BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS OHIO BOARD OF PHARMACY | LAWS & RULES 

OKLAHOMA AUDIT LAWS AND REGULATIONS 59 O.S. § 356 | PHARMACY AUDIT INTEGRITY ACT 

BOARD OF PHARMACY OKLAHOMA BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS OKLAHOMA BOARD OF PHARMACY | LAWS & RULES 

OREGON AUDIT LAWS AND REGULATIONS ORS 735.542 | PHARMACY CLAIMS AUDITS 

BOARD OF PHARMACY OREGON BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS OREGON BOARD OF PHARMACY | LAWS & RULES 
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PENNSYLVANIA AUDIT LAWS AND REGULATIONS ACT 77 (2024) | PHARMACY AUDIT INTEGRITY & 

TRANSPARENCY ACT 

BOARD OF PHARMACY PENNSYLVANIA STATE BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS PA BOARD OF PHARMACY | LAWS & REGULATIONS 

RHODE ISLAND AUDIT LAWS AND REGULATIONS RI GEN L § 5-19.1-35 | AUDITS 

BOARD OF PHARMACY RI DEPARTMENT OF HEALTH | PHARMACY 

PHARMACY LAWS/REGULATIONS RI PHARMACY | RULES & REGULATIONS 

SOUTH CAROLINA AUDIT LAWS AND REGULATIONS SC CODE § 38-71-1810 | PHARMACY AUDIT RIGHTS 

BOARD OF PHARMACY SOUTH CAROLINA BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS SC BOARD OF PHARMACY | LAWS & POLICIES 

IF A PHARMACY IS NOT IN AGREEMENT WITH THE RESULTS OF A PRICING APPEAL, IT HAS THE 

RIGHT TO CONTACT THE DIRECTOR OR HIS DESIGNEE AND REQUEST AN EXTERNAL REVIEW.  
THIS REQUEST MUST BE MADE WITHIN: (A) SIXTY (60) CALENDAR DAYS OF THE PHARMACY’S 

RECEIPT OF THE PBM’S FINAL DETERMINATION RESOLVING THE PHARMACY’S INITIAL INTERNAL 

APPEAL; OR, (B) THIRTY (30) CALENDAR DAYS OF THE PHARMACY’S RECEIPT OF THE PBM’S 

FINAL AUDIT REPORT. THE FORM FOR SUBMISSION OF THE REQUEST FOR EXTERNAL REVIEW IS 

AVAILABLE ON THE DEPARTMENT’S WEBSITE (HTTPS://DOI.SC.GOV/923/PHARMACY-BENEFITS-
MANAGERS-PBMS). THE CONTACT INFORMATION FOR THE DIRECTOR IS: 
PBMEXTREVIEW@DOI.SC.GOV, OR BY PHONE: (803) 734-0398. (BULLETIN UPDATE) 

SOUTH DAKOTA AUDIT LAWS AND REGULATIONS SDCL CH. 58-29F | PHARMACY AUDIT INTEGRITY 

PROGRAM 

BOARD OF PHARMACY SOUTH DAKOTA BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS SD BOARD OF PHARMACY | STATUTES & 

ADMINISTRATIVE RULES 
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TENNESSEE AUDIT LAWS AND REGULATIONS TN CODE § 56-7-3103 | AUDIT OF RECORDS OF 

PHARMACIST OR PHARMACY 

BOARD OF PHARMACY TENNESSEE BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS TN BOARD OF PHARMACY | STATUTES & RULES 

INITIAL APPEALS PROCESS 

(REIMBURSEMENT) 
TENN. R. & REGS. 0780-01-95 | INITIAL APPEALS 

PROCESS 

TEXAS AUDIT LAWS AND REGULATIONS  TX INS. CODE CH. 1369(F) | AUDITS OF 

PHARMACISTS & PHARMACIES 

BOARD OF PHARMACY TEXAS STATE BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS TX STATE BOARD OF PHARMACY | LAWS & RULES 

UTAH AUDIT LAWS AND REGULATIONS  UT CODE § 58-17B-622 | AUDITING OF PHARMACY 

RECORDS 

BOARD OF PHARMACY DIVISION OF PROFESSIONAL LICENSING | PHARMACY 

PHARMACY LAWS/REGULATIONS DOPL | PHARMACY LAWS & RULES 

VERMONT AUDIT LAWS AND REGULATIONS  18 V.S.A. § 3802 | PHARMACY AUDITS 

BOARD OF PHARMACY VERMONT OFFICE OF PROFESSIONAL REGULATION | 
PHARMACY 

PHARMACY LAWS/REGULATIONS VOPR | PHARMACY STATUTES, RULES & RESOURCES 

VIRGINIA AUDIT LAWS AND REGULATIONS  VA. CODE ANN. § 38.2-3407.15:1 | CARRIER 

CONTRACTS WITH PHARMACY PROVIDERS 

BOARD OF PHARMACY VIRGINIA BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS VIRGINIA BOARD OF PHARMACY | LAWS & 

REGULATIONS 

WASHINGTON AUDIT LAWS AND REGULATIONS RCW 48.200.220, ET SEQ. | AUDITS 

BOARD OF PHARMACY WASHINGTON DEPARTMENT OF HEALTH | PHARMACY 

PROFESSIONS 

PHARMACY LAWS/REGULATIONS WASHINGTON DOH | PHARMACY LAWS & RULES 
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WEST VIRGINIA AUDIT LAWS AND REGULATIONS 
WV CODE CH. 33, ART. 51 | PHARMACY AUDIT 

INTEGRITY ACT 

BOARD OF PHARMACY 
WEST VIRGINIA BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS 
WV BOARD OF PHARMACY | LAWS & RULES 

WISCONSIN AUDIT LAWS AND REGULATIONS WIS. STAT. § 632.865(6) | AUDITS OF PHARMACIES OR 

PHARMACISTS 

BOARD OF PHARMACY WISCONSIN PHARMACY EXAMINING BOARD 

PHARMACY LAWS/REGULATIONS WI PHARMACY EXAMINING BOARD | STATUTES & 

ADMINISTRATIVE CODE 

WYOMING AUDIT LAWS AND REGULATIONS WYO. STAT. § 26-52-103 | PHARMACY BENEFIT 

MANAGER AUDITS 

BOARD OF PHARMACY WYOMING STATE BOARD OF PHARMACY 

PHARMACY LAWS/REGULATIONS WY BOARD OF PHARMACY | STATUTES, RULES & 

REGULATIONS 

 


