
 

 

 
 

FINGERTIP FORMULARY 
PLAN – PROVIDER DEFINITIONS 

 

 

Plan – plans are the formularies within our database, the names are derived from the health 
plan provider nomenclature, which are the lowest level within the Fingertip relationship 
hierarchy 
 
Payer – payers are the managed care organizations (eg Cigna, BCBS Massachusetts) responsible 
for the member benefits 
 
Parent – the business entity that owns the provider organization (eg CVS Caremark is the 
parent of Aetna, Elevance Health is the parent of Anthem Blue Cross California) which is the 
highest level within the Fingertip relationship hierarchy. 
 
PBM – Pharmacy Benefits Manager – this entity controls and has the greatest sphere of 
influence over various pharmacy distribution functions for a payer, including claims processing, 
formulary development, mail order and specialty vendors.  It is this influence that drives 
formulary access for the largest number of patient lives in each geography. 

 
 

 
 
 
 
 

 



 

 
 

FINGERTIP FORMULARY 
PLAN TYPE DEFINITIONS 

CHiP – the Children’s Health Insurance Program offers low-cost coverage to children—and in 
some states, pregnant women— whose families earn too much for Medicaid but not enough 
for private insurance. 
 
Commercial – these plans represent those offered by the broad group of Commercial insurers.  
 
EGWP (Employee Group Waiver Plan) – these plans represent the formularies offered by 
employers to their Medicare-eligible retirees and covered medicare-eligible dependents; these 
plans are either MA or PDP. 
 
Employer – these plans represent those offered by the Employer as an insurer and include state 
and local government employees. 

 
FED PROG (Federal Program) – These are prescription benefit plan offered to veterans through 
the Department of Veteran Affairs, and active/non-active military personnel as well as their 
civilian family members through the Department of Defense. 
 
FEHBP (Federal Employee Health Benefit Program) – Healthcare and Prescription 
programs/coverage offered to employees, spouses and retirees of certain Federal Agencies and 
Organizations. 
 
HIX – these plans represent those for the Public State Health Exchanges. Each metal type is a 
sub-type of HIX (platinum, gold, silver, bronze, catastrophic). 
 

HIX-Medicaid – serves those with incomes above traditional Medicaid but below HIX, offering 

low or zero-cost coverage. 

 

Managed Medicaid – these plans provide for the delivery of Medicaid health benefits and 
services through an arrangement between a state Medicaid agency and managed care 
organization or payer. 
 
Medi-Medi – these plans represent the formularies that are part of the CMS demonstration 
programs; they apply to members currently receiving both Medicare and Medicaid benefits. 
 
Medicare MA/PDP/SN – these plans represent those offered by the various Medicare insurers 
(MA = Medicare Advantage, PDP = Prescription Drug Plan, SN = Special Needs). Medicare 
Advantage, or Medicare Part C includes traditional Medicare Part A (hospital coverage), Part B 
(medical coverage), and Part D (prescription drug coverage).  Prescription Drug Plans, or 
Medicare Part D, only provide coverage for prescription drugs.  Medicare Special Needs plans 



 

are Medicare Advantage plans that limit membership to members with certain eligibility 
criteria.  This includes specific disease states (eg. Chronic renal failure) as well as Dual-Eligible 
members who require both medicare and Medicaid benefits. 
 
Municipal – these plans represent those offered by federal, state and local governments. 
 
PACE (Program for All-inclusive Care for the Elderly) – Members of PACE program have to be 
65 yrs or older, reside in a PACE program service area, be evaluated and determined to be 
eligible for nursing home care BUT still be able to live independently at home in their 
community. The program takes care and coordinates all their healthcare needs including 
medications.  
 
PBM – these plans represent the template formularies offered by the Pharmacy Benefit 
Managers. 
 
PVT HIX (Private HIX) – Private Health exchange plans are offered by payers outside of the 
public Health Exchange Marketplace.  These allow active employees or retirees to purchase 
health insurance using funds contributed by their employer. 
 
State Medicaid – these plans represent those offered by the states for the FFS (Fee-For-Service) 
Medicaid populations.  
 
 
 

 

  



 

 
FINGERTIP FORMULARY 

PHARMACY BENEFIT 
TIER STATUS DEFINITIONS 

Tier - Description  

The formulary benefit design determines the coverage of drugs and the co-pay assignment.   

Open benefit design– drugs not listed on the PDL will be placed on the highest tier/copay 

unless the plan has specific exclusions. 

Closed benefit design– non-formulary and drugs not listed are placed as Not Covered. 

Commercial – benefit design most often has a 3 or 4 tier structure; and if there are additional 

tiers, these are designed to accommodate higher co-pay or co-insurance levels. 

Medicare – benefit design most often has a 5 or 6 tier structure, and the tiers are designed to 

accommodate different co-pay or co-insurance levels for preferred and non-preferred drugs. 

TIERS 

1 - This drug is available at the lowest co-pay. Most commonly, these are generic drugs.  

2 - This drug is available at a middle level co-pay. Most commonly, these are "preferred" (on 

formulary) brand drugs. Drugs at this level are frequently considered to have a lowest branded 

co-pay (LBC). You may find this tier as “non-preferred” generic in Medicare. 

3 - This drug is available at a higher level co-pay. Most commonly, these are "non-preferred" 

brand drugs. You will mostly find “preferred” drugs on Tier 3 in Medicare. 

4 - This drug is available at a higher level co-pay or co-insurance. These can be "non-preferred” 

brands or “specialty” products. 

5 - This drug is available at a higher level co-pay or co-insurance. Most commonly, these are 

"specialty" products.  

6 - This drug is available at a higher level co-pay. Most commonly, these are "specialty" 

products. 

7 - This drug is available at a higher level co-pay. Most commonly, these are "specialty" 

products. 

 



 

NC - Not Covered. Drugs that are not covered by the plan. Members are responsible for the full 

cost unless an exception is approved. 

NC/PA – Non-formulary drug in a managed Medicaid plan.  In managed Medicaid plans, unless 

excluded as a lifestyle drug or by contract, a payer must provide coverage for drugs.  As such, 

these are designated as Not Covered, but with proper prior authorization, a physician may 

obtain the drug for their patient. 

N/A - Not Available. Formulary data for this drug/health plan are not available. 

Note: Individual plans may vary and formulary information changes. You are encouraged to contact the 

prescription drug benefit provider for the most current formulary information. 

 

 

FINGERTIP FORMULARY 

PHARMACY BENEFIT 

RESTRICTIONS DEFINITIONS 

 
Restriction Code - Description  

PA - Prior Authorization. 

Drugs that require prior authorization. This restriction requires that specific clinical criteria be 

met prior to the approval of the prescription.  

QL - Quantity Limits. 

Drugs that have quantity limits associated with each prescription. This restriction typically limits 

the quantity of drug that will be covered.  

ST - Step Therapy. 

Drugs that have step therapy associated with each prescription. This restriction typically 

requires that certain criteria be met prior to approval for the prescription.  

 

Note: Individual plans may vary and formulary information changes. You are encouraged to contact the 

prescription drug benefit provider for the most current formulary information. 

 

 



 

 

FINGERTIP FORMULARY 

PBM FUNCTION DEFINITIONS and METHODOLOGY 

 

Claims Processing – The entity that controls the claims adjudication process for a payer.  This is 

in most cases a PBM.  The claims processing function is not used as a designator of Formulary 

Management or Control. 

Mail Order Provider – The entity(ies) that a member must use to receive their pharmacy 
benefit via mail order.  There is often a cost-savings associated with use of these entities, where 
a member can obtain a 3-month supply for the cost of 2 x month co-pays. 
 
Retail Management – The entity controlling prescription management in the retail setting. 
 
Formulary Management – The entity that controls development and provision of the formulary 
for a payer/employer.  This entity may be a payer, employer, or PBM. 
 
There are many nuances that need to be considered when defining the “Formulary Manager”: 
 

▪ Pharmacy Committee control 
▪ Drug Utilization Review control 
▪ Base formulary design 

 
A. Formulary Management – This header is used to indicate which entity is in control of 

the Pharmacy and Therapeutics Committee, is responsible for formulary development, 
and has control to make formulary decisions. 

 
1. “In House” has traditionally been used to define a payer-controlled Pharmacy 

Committee.  This designation will appear in the data feeds.  Within the platforms, 
the term “In House” has been replaced with the Payer name.   
 
“In House” or the Payer name is used in the following situations: 
a. If the PBM sits on the Payer Pharmacy Committee BUT is not a voting member, 

the Payer is considered the formulary manager, and “In House” or Payer name is 
used. 

b. If the PBM is responsible for drug utilization review and member approval, BUT 
the underlying policies are approved for use by a Payer Pharmacy Committee, 
the Payer is considered the formulary manager, and “In House” or Payer name is 
used. 



 

c. If the Payer has a Pharmacy Committee, and the PBM is responsible for 
formulary development, but the Payer develops and administers utilization 
management, the Payer is considered the formulary manager, and “In House” or 
Payer name is used. 
 

2. A PBM is designated as Formulary Manager if the PBM is a voting member of the 
Pharmacy Committee.  This will include instances where payers use a standard 
national/template formulary, or if that formulary is further customized. 
 

3. “State Medicaid” is used to define a Managed Medicaid payer that uses the State 
PDL for pharmacy benefits. 
 

B. Formulary Influencer – This header is used to indicate if a PBM is involved in the 
formulary process.  The level of involvement may vary between payers and includes: 
drug utilization management (eg policy development, PA approval, etc) and 
development of the underlying base formulary.   

 
When a Payer/employer opts to use a PBM national/template formulary, they may also 
choose the level of customization of that underlying formulary based on member cost 
factors, among other things.   
 
In addition to the PBM name, the term Custom or Template will also be used to further 
define the level of PBM involvement at a payer/employer.   

 
1. Non-Custom or National template formularies:  A payer/employer is designated as 

using the Non-Custom or National template formularies if there are no modifications 
made to that formulary (eg ESI National) for any therapeutic area or product. 

2. Custom formularies: A payer/employer is designated as using a custom PBM 
formulary if the PBM template formulary has been used as a framework, but further 
modifications were made to one or more therapeutic areas or products. (eg 
Caremark Custom) 

 
When defining the number of lives associated with a PBM, it is the Formulary Influencer 
that is used to designate true PBM involvement in formulary development and 
coverage. 

 
 
 

 

 

 

 



 

 

 

Data Collection Methodology 
 
PBM affiliation data is collected, updated, and reported in our database per set rules.  For each 
payer/employer in the system, we collect information on the following aspects of control: 
  
Formulary Management 
Specialty Pharmacy 
Mail Order Provision 
Retail Management 
Claims Processing 
 
Payers: 

1. Once a year, our enrollment census is sent to payers and requests several data points 
outside of lives including formulary benefit designs offered, copay/coinsurance ranges 
for each formulary, and who is responsible for formulary decision-making and other 
aspects of PBM control for a specific payer.   

2. This data is supplemented via additional primary and secondary research.  This 
additional research may include payer panel outreach, individual contact outreach, and 
publicly available information directly from the Payer.  Written documentation from an 
appropriate contact (eg Pharmacy Director, Clinical Manager, etc) will trump publicly 
available information, depending on the “date” noted.  In instances where there is 
confusion, additional outreach will be performed to ascertain the most current 
information.  The Public information must be available from the Payer directly and not a 
third-party vendor. 

3. Data points within the enrollment (HLI) products as well as the formulary (FF) products 
are updated based on this research once received by the research teams. 

  
Employers: 

1. Once a year we receive information from various sources concerning employers and 

their PBM affiliation.  This information is obtained through primary and secondary 

research.   Primary research may include contact directly with the employer Human 

Resource or Benefits department; PBM downstream account information through our 

Employer Vantage product; information obtained through Dept of Labor filings.  

Secondary research includes publicly available information. 

 

 

 



 

 

 

 

FINGERTIP FORMULARY 

PHARMACY BENEFIT 

STATUS DEFINITIONS 

Preferred – The status assigned to a drug based on the benefit design of the chosen formulary.  

This status is usually associated with the lowest tier for a brand or generic drug; or is a 

designation given to a drug following review by a Pharmacy Committee. 

Non-Preferred - The status assigned to a drug based on the benefit design of the chosen 

formulary.  This status is usually associated with the highest tier for a brand or generic drug; or 

is a designation given to a drug following review by a Pharmacy Committee. 

Specialty – The status given to a specialty product when it is covered with a copay/co-insurance 

dedicated to specialty drugs.  Specialty drugs are usually injectable, require special handling, or 

are expensive. 

Covered – (Medicaid population) The status given to a drug that is not reviewed for inclusion to 

the Preferred Drug List (formulary) but is being covered by the state.  These drugs may be 

managed with other restrictions. 

 

 

FINGERTIP FORMULARY 

MEDICAL BENEFIT 

STATUS DEFINITIONS 

Covered –The status given to a drug being covered under the medical benefit, when additional 

preference is not designated by the plan. 

Preferred/Non-Preferred – This designation is used when policy review is completed and a 

payer formally states a product(s) is preferred or not preferred. 

PA – Prior authorization will be indicated by reason code assignment when designated by a 

Payer. 

 



 

 

 

FINGERTIP FORMULARY 
Copay/Coinsurance Methodology 

 

The copay/coinsurance information in Fingertip is researched at the formulary level and is not 

drug specific.  The appropriate copay/coinsurance will display per the drug’s designated tier.  

Each tier is representative of a given drug status and is driven by the benefit design of the 

formulary.  The benefit design of a given formulary is dictated by where a brand is considered 

preferred.  Outside of that tier, any brand would generally be considered not-preferred, or not 

covered.  Most formularies are designed to have specific tier(s) for a generic, brand, non-

preferred brand, specialty drug, etc.  The copay/coinsurance that displays for that a tier is 

representative of all drugs. 

 

 

 

 

 

 

 



 

 

FINGERTIP FORMULARY 

REASON CODE DEFINITIONS 
 

Fingertip Formulary uses a series of codes to supplement general tier status information.  These 
codes can be found below: 

Reason Code Web Display Text 

10 Tier status varies by strength. 

20 Tier status varies by formulation. 

30 Tier status varies by diagnosis. 

32 Tier status varies by age. 

34 Tier status varies by gender. 

35 Grandfathered drug-covered only for members with previous prescription 

37 Covered under medical benefit, zero dollar copay 

38 Preferred under medical benefit, zero dollar copay 

40 Covered under medical benefit. 

40A Subject to Oral Chemotherapy Parity Laws 

41 Preferred under medical benefit. 

41A Preferred specialty drug. 

42 Non-preferred under medical benefit. 

42A Non-preferred specialty drug. 

42AB Non-formulary Product 

43 May be excluded or require prior authorization based on employer benefit. 

43A NDC Blocked. 

43B N/A under Medical Benefit 

43D Confirmed coverage under Medical Benefit 

45 Diagnosis code(ICD-10)required. 

46 Adherence Incentive Program discount may apply. 

50 PA required for individuals over 18 years old. 

51 PA required under Medical Benefit 

60 Age restriction, PA may be required. 

65 PA varies by gender. 

70 PA not required if prescribed by certain specialties. 

75 PA varies by diagnosis. 

80 PA does not apply to all strengths/formulations. 



 

90A PA applies to new starts only. 

92 PA required if recommended dose/duration exceeded. 

92B Clinical PA required 

93 State Medicaid non-preferred product. 

94 State Medicaid non-preferred, clinical PA required. 

94A Covered through State Medicaid carve-out. 

94B Drug Exempt from PDL Program. 

95 QL does not apply to all strengths/formulations. 

95A QL varies by diagnosis. 

95B QL does not apply to all ages. 

96 ST does not apply to all strengths/formulations. 

96A ST varies by age. 

96B ST not required if prescribed by certain specialties. 

96D ST may apply to small subset of plan members. 

96E Step therapy applies to new starts only. 

96F ST varies by diagnosis. 

97 Must be prescribed by selected specialists. 

98 No co-pay required. 

98B Reduced copay may apply. 

98C Medication may be eligible for $0 cost share per PPACA. 

98D Lowest copay applies. 

99A Preferred drug 

99B Non-preferred drug 
 

 

 


