Right Rx FL, LLC dba US-Rx Care
Addendum to Prescription Drug Management Agreement
Florida Statute 626.8825(2)

This Addendum (“Addendum”) is entered into this <day> day of <month> <year> (the “Effective Date”) by and between: Right Rx FL, LLC dba US-Rx Care (hereinafter referred to as "US-Rx"), having a place of business at: 4600 Sheridan Street, Suite 200 Hollywood, FL 33021 and <client name> (hereinafter referred to as "Client"), with an office at: <client address>. This Addendum shall be effective as of the later of (i) the date required by applicable law or (ii) the Effective Date of the Agreement.
This document is an amendment to the Prescription Drug Management Agreement (“Agreement”), effective <date>, between US-Rx and Client. All other terms and conditions of the original agreement shall remain in full force and effect. The Parties agree as follows: 
The purpose of this Addendum is to incorporate and ensure compliance with Section 626.8825(2), Florida Statutes:
(2) CONTRACTS BETWEEN A PHARMACY BENEFIT MANAGER AND A PHARMACY BENEFITS PLAN OR PROGRAM. - In addition to any other requirements in the Florida Insurance Code, all contractual arrangements executed, amended, adjusted, or renewed on or after July 1, 2023, which are applicable to pharmacy benefits covered on or after January 1, 2024, between a pharmacy benefit manager and a pharmacy benefits plan or program 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 to the contrary:
i. Pursuant to Section 626.8825(2)(a), F.S.: 

(a) Use a pass-through pricing model, remaining consistent with the prohibition in paragraph (3)(c). 

ii. Pursuant to Section 626.8825(2)(d), F.S.:

(d) Require the pharmacy benefit manager to pass 100 percent of all prescription drug manufacturer rebates, including nonresident prescription drug manufacturer rebates, received to the pharmacy benefits plan or program, if the contractual arrangement delegates the negotiation of rebates to the pharmacy benefit manager, for the sole purpose of offsetting defined cost sharing and reducing premiums of covered persons. Any excess rebate revenue after the pharmacy benefit manager and the pharmacy benefits plan or program have taken all actions required under this paragraph must be used for the sole purpose of offsetting copayments and deductibles of covered persons. This paragraph does not apply to contracts involving Medicaid managed care plans.

iii. Pursuant to Section 626.8825(2)(e), F.S.:

(e) Include network adequacy requirements that meet or exceed Medicare Part D program standards for convenient access to the network pharmacies set forth in 42 C.F.R. s. 423.120(a)(1) and that:
1. Do not limit a network to solely include affiliated pharmacies.
2. Require a pharmacy benefit manager to offer a provider contract to licensed pharmacies physically located on the physical site of providers that are:
a. Within the pharmacy benefit plan’s or program’s geographic service area and that have been specifically designated as essential providers by the Agency for Health Care Administration pursuant to s. 409.975(1)(a).
b. Designated as cancer centers of excellence under s. 381.925, regardless of the pharmacy benefit plan’s or program’s geographic service area.
c. Organ transplant hospitals, regardless of the pharmacy benefit plan’s or program’s geographic service area.
d. Hospitals licensed as specialty children’s hospitals as defined in s. 395.002; or
e. Regional perinatal intensive care centers as defined in s. 383.16(2), regardless of the pharmacy benefit plan’s or program’s geographic service area.
Such provider contracts must be solely for the administration or dispensing of covered prescription drugs, including biological products, which are administered through infusions, intravenously injected, or inhaled during a surgical procedure or are covered parenteral drugs, as part of onsite outpatient care.
3. Do not require a covered person to receive a prescription drug by United States mail, common carrier, local courier, third-party company or delivery service, or pharmacy direct delivery unless the prescription drug cannot be acquired at any retail pharmacy in the pharmacy benefit manager’s network for the covered person’s pharmacy benefits plan or program. This subparagraph does not prohibit a pharmacy benefit manager from operating mail order or delivery programs on an opt-in basis at the sole discretion of a covered person, provided that the covered person is not penalized through the imposition of any additional retail cost-sharing obligations or a lower allowed-quantity limit for choosing not to select the mail order or delivery programs.
4. For the in-person administration of covered prescription drugs, prohibit requiring a covered person to receive pharmacist services from an affiliated pharmacy or an affiliated health care provider; and
5. Prohibit offering or implementing pharmacy networks that require or provide a promotional item or an incentive, defined as anything other than a reduced cost-sharing amount or enhanced quantity limit allowed under the benefit design for a covered drug, to a covered person to use an affiliated pharmacy or an affiliated health care provider for the in-person administration of covered prescription drugs; or advertising, marketing, or promoting an affiliated pharmacy to covered persons. Subject to the foregoing, a pharmacy benefit manager may include an affiliated pharmacy in communications to covered persons regarding network pharmacies and prices, provided that the pharmacy benefit manager includes information, such as links to all nonaffiliated network pharmacies, in such communications and that the information provided is accurate and of equal prominence. This subparagraph may not be construed to prohibit a pharmacy benefit manager from entering into an agreement with an affiliated pharmacy to provide pharmacist services to covered persons.

iv. Pursuant to Section 626.8825(2)(f), F.S.:

(f) Prohibit the ability of a pharmacy benefit manager to condition participation in one pharmacy network or participation in any other pharmacy network or penalize a pharmacy for exercising its prerogative not to participate in a specific pharmacy network.

v. Pursuant to Section 626.8825(2)(g), F.S.:

(g) Prohibit a pharmacy benefit manager from instituting a network that requires a pharmacy to meet accreditation standards inconsistent with or more stringent than applicable federal and state requirements for licensure and operation as a pharmacy in this state. However, a pharmacy benefit manager may specify additional specialty networks that require enhanced standards related to the safety and competency necessary to meet the United States Food and Drug Administration’s limited distribution requirements for dispensing any drug that, on a drug-by-drug basis, requires extraordinary special handling, provider coordination, or clinical care or monitoring when such extraordinary requirements cannot be met by a retail pharmacy. For purposes of this paragraph, drugs requiring extraordinary special handling are limited to drugs that are subject to a risk evaluation and mitigation strategy approved by the United States Food and Drug Administration and that:
1. Require special certification of a health care provider to prescribe, receive, dispense, or administer; or
2. Require special handling due to the molecular complexity or cytotoxic properties of the biologic or biosimilar product or drug.
3. For participation in a specialty network, a pharmacy benefit manager may not require a pharmacy to meet requirements for participation beyond those necessary to demonstrate the pharmacy’s ability to dispense the drug in accordance with the United States Food and Drug Administration’s approved manufacturer labeling.

vi. Pursuant to Section 626.8825(2)(h)1., F.S.:

(h) 1.   At a minimum, require the pharmacy benefit manager or pharmacy benefits 
plan or program to, upon revising its formulary of covered prescription drugs during a plan year, provide a 60-day continuity-of-care period in which the covered prescription drug that is being revised from the formulary continues to be provided at the same cost for the patient for a period of 60 days. The 60-day continuity-of-care period commences upon notification to the patient. This requirement does not apply if the covered prescription drug:
a. Has been approved and made available over the counter by the United States Food and Drug Administration and has entered the commercial market as such.
b. Has been removed or withdrawn from the commercial market by the manufacturer; or
c. It is subject to an involuntary recall by state or federal authorities and is no longer available on the commercial market.
2. Beginning January 1, 2024, and annually thereafter, the pharmacy benefits plan or program shall submit to the office, under the penalty of perjury, a statement attesting to its compliance with the requirements of this subsection.

The terms, conditions, and requirements reflected in such sections, as amended or supplemented by this Addendum, will be incorporated into the Standard PBM Agreement for all new clients and contractual arrangements entered on a prospective basis following the effective date of this Addendum.
Except as expressly embodied by this Addendum, all other terms and conditions of the Agreement shall remain in full force and effect. 

Right Rx FL, LLC dba US-Rx Care		<Client> 
        
By: __________________________ 		By: __________________________ 
Printed Name: Chris J. Turoff		            Printed Name: ________________ 
Title: Vice President, Client Services		Title: ________________________ 
Date: _________________________	            Date: ________________________ 

