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PBM Network Report Attestation
Minnesota Deparment of health Requirements for Pharmacy Benefit Manager Networks
PBM Entity and Network Information
PBM Entity: Click or tap here to enter text.
Network Name: Click or tap here to enter text.
Network ID: Click or tap here to enter text.
Signee Name: Click or tap here to enter text.
Signee Title: Click or tap here to enter text.
Date: Click or tap here to enter text.
Instructions
Respond Yes or No to each of the attestation questions below and sign the form. Responses of No to any of the questions below must be addressed through a justification provided in the supplemental response section. Justifications will be reviewed by the Minnesota Department of Health (MDH) on a case-by-case basis. If all questions are answered with Yes, the supplemental response section is not required.
Attestation Questions
PBM entity attests that it will maintain a network that is sufficient in number and types of pharmacies to ensure that services will be accessible to potential clients without unreasonable delay.
☐ Yes	☐ No
PBM entity attests that this filing complies with all applicable state network adequacy standards, as established in Minnesota Statues, section 62W.05 and 62K.10.
☐ Yes	☐No
PBM entity attests that network data provided is representative of signed contracts in place, and that all data submitted is accurate and current as of the date of filing.
☐Yes	☐ No
PBM entity attest that the network does not require accreditation standards or recertification requirements to participate in a pharmacy network that that are inconsistent with, more stringent than, or in addition to federal and state requirements for licensure as a pharmacy in Minnesota unless authorized under Minnesota Statutes, chapter 62W.
☐Yes	☐ No
Does the PBM network contain at least one of each of the following types of pharmacies:
· retail
· specialty
· home Infusion
· mail order
· long-term care
· Indian health services, Tribal organizations, and urban Indian organizations
☐Yes	☐ No
Signature and Date
By typing my name in the signature field, I understand that I am electronically signing this form. I attest and certify that the information provided is true and accurate. I understand that my electronic signature has the same legal effect and can be enforced in the same way as a handwritten signature. (MN Statutes, Chapter 325L.07)
	Signature
	Date




Justification-Supplemental Response
Please use this supplemental response section for each question answered with No. The Minnesota Department of Health maintains discretion to accept this justification as adequate or ask for additional documentation if necessary.
	Attestation Question Number
	Justification

	
	

	
	

	
	

	
	

	
	


Minnesota Department of Health
Managed Care Systems
PO Box 64975
St. Paul, MN 55164-0975
651-201-5100 
pbm.licensing@state.mn.us

To obtain this information in a different format, call: 651-201-5100.
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