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BENEFIT BOOKLET 
 

This Benefit Booklet has been prepared to help explain your prescription drug benefits.  This document replaces 

and supersedes any prescription drug Benefit Booklet or summary that you have received previously. Also, this 

booklet is considered an addendum to your Medical Plan Benefit Booklet, as the two comprise one plan. 

This prescription drug booklet is separate because there are different Administrators for the medical and 

prescription drug plans. Unless specified differently in this addendum, all terms and conditions of the Medical 

Plan apply to the Prescription Drug Plan. 

 

Please refer to this Benefit Booklet whenever you require prescription drug services.  It describes how to access 

services, what drugs and services are covered by the Plan, and what portion of the health care costs you will be 

required to pay. 

 

This Benefit Booklet should be read and re-read in its entirety.  Since many of the provisions of this Benefit 

Booklet are interrelated, as are the provisions of the Medical Plan Benefit Booklet, you should read both Benefit 

Booklets completely to get a full understanding of your prescription drug benefits. 

 
Many words used in the Benefit Booklet have special meanings.  These words appear in capitals and are defined 
for you.  Refer to these definitions in the Definitions section of this booklet and the Medical Plan booklet for the 
best understanding of what is being stated. Unless specified differently in this addendum, all terms and conditions 
of the Medical Plan apply to the Prescription Drug Plan. In this booklet, the terms “you” and “your” refer to the 
person who applied for coverage (the participant) and, in most cases, to the participant’s covered family members 
(beneficiaries). The participant and beneficiaries may also be called “members. 

“We,” “us” and “our” mean your plan sponsor, Lutheran Senior Services, unless the information relates to claims 
payment or other administrative services that ESI performs. ESI acts on behalf of your plan sponsor. 

 
 

 

 

 

 

 

Si usted necesita ayuda en español para entender este documento, puede 

solicitarla gratuitamente llamando a Servicios al Cliente al número que 

se encuentra en su tarjeta de identificación. 

 

If you need assistance in Spanish to understand this document, you may 

request it for free by calling customer service at the number on your identification card. 
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About Express Scripts (ESI) 

Your plan is self-funded. ESI does not underwrite benefits and is not the plan administrator for your health benefits 
plan. These responsibilities reside with Lutheran Senior Services. 

ESI provides administrative services for your prescription drug plan on behalf Lutheran Senior Services. Part of 
the administrative service is to provide a benefit plan and a provider network, utilization review and appeal service, 
and a pharmacy benefit management service. 

To receive benefits, be sure to show your Express Scripts Identification Card (ID) anytime you receive 
prescription drug services or supplies.  Your ESI ID card is integrated with your Anthem BlueCross BlueShield 
Medical Plan ID card. 
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How Your Prescription 

Drug Benefits Work 

A Summary of How Your Prescription Drug Benefits Plan Works 

Network Care You receive your network (maximum) benefits and your share of the cost is less 
when you show your ID card at network pharmacies. 

Non-Network Care Non-Network Claims are processed as in Network, however there would be 

necessary administrative burden to get claims reimbursement otherwise not 

needed in Network.  
 

Your Pharmacy Network Your network includes more than 48,000 retail pharmacies throughout the United 
States. You also can obtain most long-term-use drugs through the network mail-
order pharmacy for your program. 

Benefit Maximum There is no dollar benefit maximum for prescription drug benefits. 

Approvals and Coverage 
Limits 

Certain drugs are covered only if your physician requests prior authorization and 
you meet the guidelines set by Express Scripts’ Pharmacy and Therapeutics 
Committee. Also, some drugs have coverage limits and packaging limits. 

  

Coordination of Benefits  Your prescription drug benefit through Express Scripts does not coordinate 

any other medical or prescription drug plan coverage.  

 

 

Network Pharmacies 

Your network includes pharmacies throughout the United States. To determine if a pharmacy is in your network, 
call 1-877-860-9259 or go online to www.express-scripts.com. 

These benefits also allow you to order most maintenance prescription drugs through a mail-order pharmacy for 

your plan. Most prescription drugs used regularly on a long-term basis to treat chronic conditions are considered 

maintenance prescription drugs. 

 

Prescription Drug Tiers 

You are enrolled in a four-tier pharmacy benefit plan covering Generic, Preferred Brand, Non-Preferred Brand and 
Specialty drugs.    

The Express Scripts Pharmacy and Therapeutics (P&T) Committee, which consists primarily of physicians and 
pharmacists, assigns drugs to the tiers based on their costs and comparable therapeutic value.  

Drugs may change to another coverage category from time to time without notice. Therefore, you may want to 
contact Express Scripts at the number on the back of your ID card to determine the copay or coinsurance amount 
before you fill your prescription. 

A list of the drugs is available by calling 1-877-860-9259, contacting your HR representative, or accessing 
Lutheran Senior Services’ intranet site.    
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Generic Drugs  

The generic name of a drug is its chemical name. The brand name is the trade name under which the drug is 
advertised and sold. However, not every brand-name drug has a generic equivalent. 

By law, generic and brand-name drugs must meet the same standards for safety, purity, strength and effectiveness. 
They are dispensed in the same dosage and taken in the same way. 

The plan requires you to use a generic drug if one is available.  If you choose to use a brand name drug when a 
generic is available to treat the same condition, you will be responsible for paying the difference in cost between 
the generic and the brand name drug, as well as the generic copay or coinsurance.  However, if your physician 
indicates that the prescription should be “dispensed as written,” you pay the applicable copay or coinsurance for the drug you 
are receiving.  

Supply Limitations (also see Dispensing Limitations on page 11) 

Your plan will provide benefits for up to a 30-day supply each time you purchase a prescription drug at a retail 
pharmacy. When you order from your network mail-order pharmacy, your plan will provide benefits for up to a 
90-day supply of a maintenance prescription drug for each purchase. 

In some cases, you may receive less than a 30-day or 90-day supply of a prescription drug. For example, your 
physician may limit the time you need to take a particular drug to less than 30 days. Also, some drugs (such as 
inhalers and patches) are “packaged” by the manufacturer and, since physicians prescribe drugs with different 
dosage frequencies, the package or packages may not last for 30 (or 90) days. 

Some categories of covered prescription drugs are limited to certain quantities per prescription. These dispensing 
limitations might be due to the manufacturer’s packaging or due to coverage limitations per prescription.  For 
information on limitations, please contact Express Scripts. 

Certain controlled substances may be subject to dispensing limitations and to the dispensing pharmacist’s 
professional judgment. 

In addition, Express Scripts’ Pharmacy and Therapeutics Committee may determine that a drug should be provided 
in less than a 30-day quantity, based on the manufacturer's recommended dose and the quantities that studies show 
are needed by most people. 

Prior Authorization May Be Needed 

Certain drugs are covered only if your physician requests prior authorization and the request meets the guidelines 
set by Pharmacy and Therapeutics Committee for benefit payment. The list of drugs that require prior authorization 
can change from time to time, without notice. 

If your physician wants to prescribe one of these drugs, the physician should first call, fax or mail a letter to 
Express Scripts explaining the clinical reason you need the medication. Express Scripts will approve benefits for 
these drugs if the request meets the guidelines set by the Pharmacy and Therapeutics Committee. Your physician 
contact information for prior authorization is:  
phone 1-800-753-2851 

You can verify which drugs require prior authorization by calling 1-877-860-9259 or online at www.express-

scripts.com. After your prescription receives prior authorization approval, the applicable copayment will apply.   
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Step Therapy 

Step therapy is a program for people who take prescription drugs regularly to treat medical conditions such as 
arthritis, asthma, high blood pressure, etc. and is designed to direct you to the most cost effective and clinically 
appropriate prescriptions for your treatment. In step therapy, drugs are grouped in categories: 

• Front-line drugs – Step 1.  These are generic and sometimes lower-cost brand drugs proven to be safe, 
effective and affordable.  They are delineated as a front-line drug because they usually provide the same 
health benefit as a more expensive drug, at a lower cost.  You must try a front-line drug first. 

• Back-up drugs – Steps 2 and Step 3 drugs. A small number of people may not benefit from a front-line 
drug and may need alternative treatment. Back-up drugs are the most expensive option. 

If you submit a prescription for a medication that is impacted by step therapy, your pharmacist should inform you 
that step therapy applies and you need to first try a front-line drug to avoid paying full price for your prescription.  
You can ask your doctor for a new prescription, or you can ask the pharmacist to contact your doctor and request a 
new prescription for a front-line drug. 

Back-up drugs are available at the copay levels if:  1)You’ve already tried the generic drugs in the step therapy 
program;  2) You can’t take a generic drug (i.e. because of an allergy), or 3) Your doctor decides, for medical 
reasons, that you need a brand-name drug. 

Your doctor can request a step therapy override.  Once approved, you can purchase the brand drug at the 
appropriate copay.  Otherwise, you will have to pay the full price of the back-up drug or take an alternative. 

Step therapy applies to home delivery (mail order) as well as to retail purchase. 

ESI’s Pharmacy and Therapeutics Committee determines which drugs are classified as front-line or back-up, based 
on the recommendations of independent doctors, pharmacists and other medical experts who review current 
research on the safety and effectiveness of thousands of drugs approved by the FDA. 

You can obtain a list of front-line drugs by going to www.Express-Scripts.com.  Make sure your doctor has this 
information. 

 

Exclusive Home Delivery 

Maintenance medications, taken on a long-term basis (such as medications for allergy, asthma, high cholesterol, 
heart condition, high blood pressure or birth control) are covered only through mail order.  In addition to the 
convenience of home delivery, you save money. 

Many long-term-use prescription drugs are considered maintenance prescription drugs. Drugs that are usually 
taken only “as needed” are not considered maintenance prescription drugs, even if used on a long-term basis. 

For any prescriptions you need right away and will use on an ongoing basis, ask your doctor to first write a prescription for 
up to a 30-day supply. Take the prescription for the 30-day supply to a retail network pharmacy.  Once  you and your doctor 
determine that the medication works for you, request a prescription for up to a 90-day supply with up to three refills.  Send 
the 90-day supply prescription to your mail-order pharmacy.  

After the retail pharmacist fills a 30-day script for a maintenance drug, you will receive a letter as well as a phone call from 
Express Scripts reminding you of the benefits of home delivery and the need to move to home delivery (if you have not 
already submitted a 90-day script.)  You will be allowed 3 courtesy refills at a retail pharmacy, but for additional refills, you 
will be charged 100% of the cost of the medication, based on Lutheran Senior Services’ discounted rate for the medication. 

Your medication will be mailed to you, without shipping or postage charges. You will usually receive your 
medication within 14 days after the mail-order pharmacy receives your prescriptions. 

Your physician must sign the prescription (even if state law allows other providers to write prescriptions). 
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To order a new prescription through the mail, you may call Express Scripts, go to the website (express-
scripts.com/starthd) or complete the Express Scripts Order Form and mail it in with a copy of the 90-day 
prescription. Mail-order forms and envelopes can be obtained from your HR representative. 

Refills 

Refills will not be covered if you should still have an ample supply of the medicine. For example, we will cover a 
refill prescription for a 30-day supply after 24 days, unless your physician prescribes the drug with different 
dosage frequency than the drug’s packaging allows. 

Refills your doctor authorizes are covered for up to 12 months from the original prescription date. Then a new 

prescription is required. 

 

 

Benefits Covered at 100%  
The following drugs are covered under the plan at 100% with a prescription from your physician: 

 
Drug Category Dosage/Dosage Form Criteria 
Preventive Maintenance 

Drugs 

Generic prescriptions only All plans offer full ACA 

preventive prescriptions at no 

cost.  
 

 

 

 

Maximum Out-of-Pocket Costs 
 

Refer to your medical plan.  What you pay for prescription drugs is applied toward meeting your medical plan 

deductible and out-of-pocket maximum, except for amounts you pay for non-covered medications, penalty amounts 

that may be applied for member requested brand name drugs when a generic is available and non-covered prescriptions 

filled at a retail pharmacy when mail order is required. 
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Your Cost for Prescription Drugs 

What You Pay In-Network Per Script 

 2800 HSA 

 

1500 PPO 5900 PPO 

Deductible for Prescription 
Drugs 
(the amount you pay each 
calendar year before 
benefits begin) 

 

Drugs are subject to the 

medical plan deductible 

 

None 

 

$500.00 
Generic drugs not 

subject to deductible 
 

Preventive Maintenance 
Drugs* 

   Generic Drugs 

   (Minimum / Maximum) 

Not subject to medical    
plan deductible 

No cost  

 

 
 

No cost  
 

 
No cost  

 

All Other Drugs           
Retail (30 day supply) 

   Generic 

   Preferred Brand 

   Non-preferred Brand 

   Specialty Medication 

  

Subject to medical plan 
deductible 

20% 

20% 

20% 

20% 

 

Not subject to medical    
plan deductible 

$10 copay 

$30 copay 

$50 copay 

25% ($150 maximum) 

 

Not subject to medical    
plan deductible 

$15 copay 

$50 copay* 

25% ($300 maximum)* 

25% ($300 maximum)* 

*After $500 prescription 

drug deductible 
 

 For a brand-name drug with a generic-equivalent drug available: You pay the 

coinsurance or copay for the generic-equivalent drug, plus the difference between our 

allowed amount for the generic-equivalent drug and the retail cost of the brand-name drug. 

Except: If your physician indicates that the prescription should be “dispensed as written,” 

you pay the applicable coinsurance or copay for the drug you are receiving. 

Home Delivery                  
(90 day supply) 

   Generic 

   Preferred Brand 

   Non-preferred Brand 

   Specialty Medication 

 

Subject to medical plan 

deductible 

20% 

20% 

20% 

20% 

 

Not subject to medical    
plan deductible 

$20 copay 

$60 copay 

$100 copay 

25% ($150 maximum) 

 

Not subject to medical    
plan deductible 

$15 copay 

$125 copay* 

25% ($300 maximum)* 

25% ($300 maximum)* 

*After $500 prescription 

drug deductible 
 

Out-of-Network  Same as retail Same as retail Same as retail 

 

 

*Refer to list available from Express Scripts at 1-877-860-9259 or online at www.express-scripts.com. 

 

 

 

What Is a Specialty Drug? 
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Specialty medications treat chronic, complex conditions such as hepatitis C, multiple sclerosis and rheumatoid 

arthritis. Although the incidences of these and other serious diseases are being diagnosed more commonly, the 

medicines needed to treat such conditions are far from common.   

Express Scripts defines specialty medications as injectable and non-injectable drugs having one or more of several 

key characteristics, including: 

• Requirement for frequent dosing adjustments and intensive clinical monitoring to decrease the potential for 

drug toxicity, and increase the probability for beneficial treatment outcomes 

• Need for intensive patient training and compliance assistance to facilitate therapeutic goals 

• Limited or exclusive product availability, and distribution 

• Specialized product handling and / or administrative requirements 

• Cost in excess of $500 for a 30-day supply 

 

Dispensing Limitations 
 

Some categories of covered prescription drugs are limited to certain quantities per prescription.  These dispensing 
limitations might be due to the manufacturer’s packaging or to coverage limitations per prescription.  For 
information on specific drugs subject to limitations, call 1-866-271-0992 or go to www.express-scripts.com. 

 

 

ELIGIBILITY, ENROLLMENT, TERMINATION AND CONTINUATION  
 

Refer to your Medical Plan booklet. 

 

. 

DEFINITIONS 
 

This section defines terms which have special meanings.  If a word or phrase has a special meaning or is a title, it 

will be capitalized.  The word or phrase is defined in this section or at the place in the text where it is used. Please 

also refer to the definitions in the Medical Plan Benefit Booklet that may affect your prescription drug benefit. 

 

 
Administrative Services Agreement - The agreement between the Administrator and the Employer regarding the 

administration of certain elements of the prescription drug benefits of the Employer's Group Health Plan. 

 

Administrator - An organization or entity that the Employer contracts with to provide administrative and claims 

payment services under the Plan.  The Administrator is Express Scripts, Inc.   The Administrator provides 

administrative claims payment services only and does not assume any financial risk or obligation with respect to 

claims. 

 

Appeal – Written review of adverse benefit determination. 

 

Benefit Booklet - This summary of the terms of your prescription benefits. 
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Benefit Period - The period of time that benefits for Covered Services are payable under the Plan.  The Benefit 

Period for this Plan is the calendar year.  If your coverage ends earlier, the Benefit Period ends at the same time. 

 

Brand Name Drug – A drug protected by a patent issued to the original innovator or marketer. Prior to the 

expiration date, the patent prohibits the manufacture of the drug by other companies without the consent of the 

innovator. 

 

Coinsurance - A specific percentage of the Maximum Allowable Amount for Covered Services that is indicated in 

the Schedule of Benefits, which you must pay.    

 

Copayment - A specific dollar amount for Covered Services indicated in the Schedule of Benefits for which you 

are responsible. Your flat dollar Copayment will be the lesser of the amount shown in the Schedule of Benefits or 

the amount charged by the Provider. 

 

Covered Services – Prescription drugs or supplies as described in this Benefit Booklet which are prescribed or 

authorized by a Provider.  To be a Covered Service the service, supply or treatment must be: 

 

• Medically Necessary  

• Approved by the FDA for the purpose for which it has been prescribed 

 

• Rendered while coverage under the Plan is in force 

 

• Not Experimental/Investigative or otherwise excluded or limited by this Benefit Booklet, or by any amendment 

or rider thereto 

 

• Authorized in advance by ESI if such Prior Authorization is required in the Plan 

 

A charge for a Covered Service is incurred on the date the service, supply or treatment was provided to you. 

 
Experimental/Investigational A drug or other technology that does not meet specific criteria. Care is 
experimental/investigational unless all of the following are true: 

— The technology has final approval for marketing by the U.S. Food and Drug Administration, if approval is 
required by law. 

— The drug is not the subject of ongoing phase I, II or III clinical trials or studies to determine its maximum 
tolerated dose, toxicity, safety or effectiveness, compared with standard means of treatment or diagnosis. 
Also, the consensus among experts is that further studies or clinical trials for these purposes are not 
necessary. 

— Scientific evidence confirms that the drug works. This evidence consists of well-designed and well-conducted 
investigations published in peer-reviewed journals. 

— The drug improves the health of the patient. 
— The drug is at least as good as established alternative treatments. 
— The drug works as well in practice as it did during testing and evaluation. 

Express Scripts uses only reliable evidence to determine whether a new technology meets the required criteria. 

Formulary - A preferred list of drug products that typically limits the number of drugs available within a therapeutic 

class for purposes of drug purchasing, dispensing and/or reimbursement. Products are selected on the basis of safety, 

efficacy and cost. 
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Generic – A chemically equivalent copy designed from a Brand Name Drug whose patent has expired. A generic 

is typically less expensive and is sold under a common or “generic” name for the drug. 

 

Maximum Allowable Amount – The amount that the Administrator determines is the maximum payable for 

Covered Services you receive, up to but not to exceed charges actually billed. 

 

For a Network Pharmacy, the Maximum Allowable Amount is equal to the amount that constitutes payment in full 

under the Network Pharmacy’s participation agreement for this product. If a Network Pharmacy accepts as full 

payment an amount less than the negotiated rate under the participation agreement, the lesser amount will be the 

Maximum Allowable Amount. 

 

Medically Necessary or Medical Necessity – Prescription drugs that a Provider, exercising prudent clinical 

judgment, would provide to a patient for the purpose of preventing, evaluating, diagnosing or treating an illness, 

injury, disease or its symptoms, and that are: 

• in accordance with generally accepted standards of medical practice; 

• clinically appropriate in terms of type, frequency, extent, site and duration, and considered effective for the 

patient’s illness, injury or disease; and 

• not primarily for the convenience of the patient, Physician, or other health care provider, and not more 

costly than an alternative drug or sequence of drugs at least as likely to produce equivalent therapeutic or 

diagnostic results as to the diagnosis or treatment of that patient’s illness, injury or disease. 

 

For these purposes, “generally accepted standards of medical practice” means standards that are based on credible 

scientific evidence published in peer-reviewed medical literature generally recognized by the relevant medical 

community, Physician specialty society recommendations and the views of Physicians practicing in relevant 

clinical areas and any other relevant factors. 

 

Network Pharmacy – A Pharmacy that has entered into a contractual agreement or is otherwise engaged by the 

Administrator, or with another organization which as an agreement with the Administrator, regarding payment for 

Covered Services and certain administration functions for the Network associated with the Plan. 

 

Non-Network Pharmacy – A Pharmacy that has not entered into a contractual agreement with the Administrator, 

or is not otherwise engaged by the Administrator, for the network associated with this Plan. Pharmacies that have 

not contracted or affiliated with the Administrator’s designated Subcontractor(s) for the service they perform under 

this Plan are also considered Non-Network Pharmacies. 

 

Non-Preferred Drug (also referred to as nonformulary) – A drug not listed on the formulary, or preferred drug 

list. While a nonformulary drug is covered, you pay more for the drug. 
 

Preferred Drug (also referred to as formulary) – A drug listed on the formulary, or preferred drug list. This is the 

cheapest amount you may pay for the drug. 

 

Pharmacy and Therapeutics Committee - a committee of physicians and pharmacists who review literature and 

studies which address the safety, efficacy, approved indications, adverse effects, contraindications, medical 

outcome, and pharmacoeconomics.  The committee will develop, review and/or approve guidelines related to how 

and when certain drugs and/or therapeutic categories will be approved for coverage. 
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Prior Authorization – The process applied to certain drugs and/or therapeutic categories to define and/or limit the 

conditions under which these drugs will be covered. The drugs and criteria for coverage are defined by the 

Pharmacy and Therapeutics Committee. 

 

Provider – A duly licensed person or facility that provides services within the scope of an applicable license and is 

a person or facility that the Plan approves.  This includes any Provider rendering services which are required by 

applicable state law to be covered when rendered by such Provider.  Providers, for the purposes of this Pharmacy 

benefit, include, but are not limited to, the following persons and facilities: 

 

• Pharmacy - An establishment licensed to dispense prescription drugs and other medications through a duly 

licensed pharmacist upon a Physician’s order.  A Pharmacy may be a Network Provider or a Non-Network 

Provider. Only Network Pharmacies are covered under this Plan. 

 

• Physician -  

 

1. a legally licensed doctor of medicine, doctor of osteopathy, chiropractic or optometry; or 

 

2. any other legally licensed practitioner of the healing arts rendering services which are: 

 

a. covered by the Plan; 

 

b. required by law to be covered when rendered by such practitioner; and 

 

c. within the scope of his or her license. 

 

Physician does not include: 

 

1. the Member; or 

 

2. the Member’s spouse, parent, child, sister, brother, or in-law. 

 

Specialty Pharmacy – Injectable and non-injectable drugs having one or more of several key characteristics. See 

“What Is a Specialty Drug?” above. 

 

Step Therapy – Provides access to covered drugs through a hierarchy of treatment options. 

 

Subcontractor – The Administrator and/or Employer may subcontract particular services to organizations or 

entities that have specialized expertise in certain areas (such as for specialty pharmacy). Such subcontracted 

organizations or entities may make benefit determinations and/or perform administrative, claims paying, appeal 

reviews or customer service duties on the Administrator’s or Employer’s behalf. 

 

. 
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What Is Not Covered Under Your 
Prescription Drug Plan 

 

Your prescription drug benefits will not cover: 

• charges for the administration or injection of any drugs (may be covered under the Medical Plan) 
• drugs not approved by the Food and Drug Administration (FDA) 
• drugs that are not medically necessary 
• drugs that could be covered under Workers’ Compensation laws or any city, state or federal program 
• drugs prescribed and administered in the physician’s office (Note: Drugs administered by a provider in 

conjunction with medical services or procedures are subject to your medical benefits plan and not your 
prescription drug benefits plan.) 

• drugs used to enhance athletic performance 
• more than 8 doses per month of drugs to treat sexual dysfunction 
• drugs used primarily for cosmetic purposes, including drugs prescribed for wrinkles or hair loss, such as 

topical minoxidil (Rogaine) 
• growth hormones 
• hematinics (iron products, etc.)  
• immunization agents, biological sera, blood or blood plasma 
• infertility medications, including drugs used for the induction of ovulation and other drugs used in the 

treatment of infertility 
• investigational or experimental drugs 
• medical or therapeutic equipment, prosthetic and orthotic devices and other non-medicinal substances 

(Please check your medical benefits for coverage of these items.) 

• minerals 
• needles and syringes (Except: diabetic needles and syringes.) 
• nonprescription drugs that do not legally require a prescription (Except: We provide benefits for insulin 

with a prescription. Also, we may provide benefits for certain over-the-counter medications (with a 
prescription) such as tobacco cessation drugs and for certain over-the-counter drugs, as required by the 
Patient Protection and Accountable Care Act.) 

• plain fluoride supplements or vitamins (Except: We provide benefits for prenatal and newborn 
supplement/vitamin combinations and fluoride through age 5.) 

• prescription drugs that have equivalent over-the-counter drugs 
• prescription quantities in excess of limitations set by Express Scripts’ Pharmacy and Therapeutics 

Committee 
• prescriptions refilled more than one year after the original prescription was written 
• prescriptions refilled in excess of the number authorized 
• provider-billed drugs (These may be covered under the Medical Plan portion of the Plan.) 
• replacement prescriptions resulting from loss or theft 
• vitamins, even with a prescription (Except: prenatal or newborn multi-vitamin combinations.) 

• weight-loss drugs, including appetite suppressants 
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When and How To File Your Claims 

 

Network providers will file the claims for you. If you have a claim you believe to be covered under the plan that 

was not submitted by your pharmacy, call Express Scripts Customer Service at 1-866-271-0992.  

 
You must file your claim no later than 12 months after you receive the drugs or supplies, unless it was not 
reasonably possible to file during that time or you were not legally capable of filing within that time. 

If you do not provide all the information requested on the claim form, Express Scripts will not be able to 
accept the claim and determine your eligibility for benefits. Express Scripts will return the claim form and any bills 
you enclosed. You will receive an explanation of why the claim form and bills are being returned. 

How to File a Medical Claim For Prescription Drugs Received Outside the U.S. 

For Prescription Drugs Received While Traveling or Living Outside the U.S. 

• You will have to pay the pharmacy at the time you receive the services. Then ask the provider for an itemized 
bill — not just a receipt for payment. 

• If possible, have the bill translated into English. Make copies of your bills/receipts and obtain a claim form 
from the Benefits Department in St. Louis or by calling Express Scripts Customer Service.  

• Enclose your original itemized prescription drug receipt(s). Please do not send cash register or credit card 
receipts showing only the amount you paid, canceled checks, bottle labels, copies of the original prescription 
drug receipts, or your own itemization of charges. 

The original itemized receipt(s) must show the: 

— prescription number  
— patient’s name  
— name of the drug  
— quantity and unit dose 
— strength of the drug 
— date the drug was purchased.  

• Sign the claim form. Then mail it and your receipts to the address shown on the form. 
• Express Scripts will work with an international bank to determine the monetary exchange rate for the date you 

received care. Then Express Scripts will reimburse you up to the allowed amount for the services, less your 
applicable copayment/coinsurance. 

 

Reservation of Discretionary Authority 

Express Scripts shall have all the powers necessary or appropriate to enable it to carry out its duties in connection 
with the operation of the Plan and interpretation of the Benefit Booklet. This includes, without limitation, the 
power to construe the Administrative Services Agreement, to determine all questions arising under the Plan, to 
resolve Member Complaints and Appeals and to make, establish and amend the rules, regulations and procedures 
with regard to the interpretation of the Benefit Booklet of the Plan. A specific limitation or exclusion will override 
more general benefit language. Express Scripts has complete discretion to interpret the Benefit Booklet. Express 
Scripts’ determination shall be final and conclusive and may include, with limitation, determination of whether the 
drugs, services or supplies are Medically Necessary, Experimental/Investigative, and whether the charges are 
consistent with the Plan’s Maximum Allowable Amount. A Member may utilize all applicable Complaint and 
Appeals procedures. 
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Medicare Part D Notice 

Medicare provides prescription drug coverage through Medicare Part D. Prescription drug coverage through this 

plan is, on average for all plan participants, expected to pay out as much as standard Medicare prescription drug 

coverage pays and is considered Creditable Coverage. Therefore, you can keep this coverage and not pay a 

higher premium (a penalty) if you later decide to join a Medicare drug plan.  

 

If you decide to join a Medicare drug plan, your Express Scripts coverage will not be affected. If you join a 

Medicare drug plan, your Express Scripts plan will pay first and Medicare will coordinate coverage with this 

plan. 

 

If you do decide to join a Medicare drug plan and drop your Anthem medical coverage which includes Express 

Scripts prescription drug coverage, be aware that you and your dependents may not be able to get this coverage 

back until Lutheran Senior Services’ next open enrollment. 

 

For more information about Medicare prescription drug coverage: 

• Visit www.medicare.gov 

• Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the 

“Medicare & You” handbook for their telephone number) for personalized help, 

• Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048. 

 

Appeal Process 

 
For all appeal time limits and rights under ERISA, please refer to the Complaint and Appeals Procedures section of  

your medical plan booklet. If a prescription drug is denied, or after reviewing the information provided by you or 

your physician, your request was not approved for purchase or you would like to appeal the plan copay applied to 

your claim, you may file a formal letter of appeal to: 

 
EXPRESS SCRIPTS 

PO BOX 66588     

ST. LOUIS,  MO  63166-6588   

ATTN: CLINICAL APPEALS DEPARTMENT 

8007532851 

 

Your appeal must be submitted within 60 days of the date you receive your letter of denial. 

 
 

  

http://www.medicare.gov/
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For All Other Plan Matters 

For all other plan matters, please refer to your Medical Plan Benefits Booklet. This includes, but is not limited to, 
areas such as COBRA, HIPAA, Termination, Your Rights, Eligibility provisions, ERISA information, Exclusions 
not listed in this Benefit Booklet, Assignment, Worker’s Compensation, Subrogation, Medicare and Other 
Government Programs and Right of Recovery. 

 

ERISA INFORMATION  
 

The Employee Retirement Income Security Act of 1974 (ERISA) requires that certain information be furnished to 

each participant in an employee benefit Plan.  This information is outlined below. 

 
ERISA INFORMATION 

 

Plan Name: 

 

Lutheran Senior Services Welfare Plan 

Maintained By: 
 

Lutheran Senior Services  

Type of Plan: 
 

Medical Plan, Prescription Drug Plan  

Type of Administration: 
 

Contract Administrator 

Plan Sponsor and Administrator: 
 

Lutheran Senior Services 

1150 Hanley Industrial Ct. 

St. Louis, MO  63144 

Employer Identification: 
 

51-6021992 

Plan Number: 
 

501 

Agent for Services of Legal Process: 
 

Lutheran Senior Services 

1150 Hanley Industrial Ct. 

St. Louis, MO  63144 

Fiduciary: 
 

Lutheran Senior Services 

Plan Modification and Amendment: 

 

N/A 

Funding: 
 

Contributions by employer and employee 

through payroll deductions 

End of Plan Year: 
 

December 31 

Name of Claims Administrator: 
 

Express Scripts, Inc. 

One Express Way 

St. Louis, MO 63121 

 
 


