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OFFICE OF THE
HEALTH INSURANCE COMMISSIONER

STATE OF RHODE ISLAND

Pharmacy Benefit Manager Provisional Application Instructions

. A Pharmacy Benefit Manager Provisional Application must be submitted to the Office of
the Health Insurance Commissioner (OHIC) by October 1, 2026.

. The application and required documents must be submitted in a Portable Document

Format (PDF) indexed to the items listed in the application. An application will not be
deemed complete without the required attachments.

SUBMISSION: Applications must be submitted in electronic format only, via email to
OHIC.CERT®ohic.ri.gov. If the PDF file is over 20MB, Applicants must notify OHIC via
email to OHIC.CERT®@ohic.ri.gov for further submission instructions. Paper Applications
will not be accepted.

For the application fee, each applicant must prepare a check in the amount of ten
thousand dollars ($10,000.00) made payable to: General Treasurer, State of Rhode
Island and mailed to:

The Rhode Island Office of the Health Insurance Commissioner (OHIC)
1511 Pontiac Avenue, Bldg. 69-1
Cranston, RI 02920

(Note: Do not electronically transfer funds to, or prepare checks payable to,
the Department of Business Regulation.)

1511 Pontiac Ave., Cranston, R1 02920, 401-462-9517, www.ohic.ri.gov
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PHARMACY BENEFIT MANAGER PROVISIONAL APPLICATION

APPLICATION REQUIREMENTS

o Submission of a completed application for a provisional Certificate of Authority.
e Submission of required documentation.

e Submission of a nonrefundable fee of $10,000.

To the Rhode Island Office of the Health Insurance Commissioner

1. Name of Applicant

(Name under which business is to be transacted and registration is to be issued.)

. Federal Employer Identification Number (FEIN)

. State of Domicile

. Address of Principal Administrative Office

. Name of Principal Contact Person

. Address of Principal Contact Person

2
3
4
5. Telephone Number of Principal Administrative Office
6
7
8

. Telephone Number of Principal Contact Person

9. E-mail Address of Principal Contact Person

10. Registered Name

(Name of the PBM or DBA (if applicable) registered with the Rhode Island Secretary of State’s office.)

11. Type of business organization registered with the Rhode Island Secretary of State’s office (select
one): [ ] Corporation []LLC [ ] Partnership [ ]other

12. Is applicant currently registered in Rhode Island as a third-party administrator? [ ] Yes [ ]No

13. Has applicant been refused a registration, license, or certification to act as, or provide the services of,
a PBM or third-party administrator, or has any registration, license, or certification to act as such
been denied, suspended, revoked, or non-renewed for any reason? |:|Yes |:| No

If yes, attach specific details separately for each denial, suspension, etc., including the date, nature, and

disposition of the action.

14. Has applicant entered into a judgement or consent agreement with a state while providing the
services of a PBM or a third-party administrator? []Yes [ JNo

If yes, attach specific details explaining the judgement of consent agreement including the date, nature,
and disposition of the action.

1511 Pontiac Ave., Cranston, RI 02920, 401-462-9517, www.ohic.ri.gov



A

OFFICE OF THE

HEALTH INSURANCE COMMISSIONER

STATE OF RHODE ISLAND

15. Has applicant had a business relationship with a health insurer, plan sponsor,
employer, or other enitity that was terminated for any alleged fraudulent, illegal, or

dishonest activities in connection with the administration of a pharmacy benefit [ Yes [] No
plan?

If yes, attach specific details separately explaining the termination, including the date and nature of the
termination.

16. Provide the names, addresses, official positions, and professional qualifications of the individuals who
are responsible for the conduct of affairs at your organization; including, all members of the board of
directors, board of trustees, executive committee, or other governing board or committee; the principal
officers in the case of a corporation or the partners or members in the case of a partnership or association;
shareholders holding directly or indirectly ten percent (10%) or more of the voting securities at your
organization; and any other person who exercises control or influence over the affairs at your organization.

REQUIRED DOCUMENTATION FOR PHARMACY BENEFIT MANAGER
PROVISIONAL CERTIFICATE OF AUTHORITY

The following materials must be submitted with the application:

1. Provide articles of incorporation, articles of association, partnership agreements, trade name
certificates, trust agreements, shareholder agreements, other applicable organizational documents.

2. Provide bylaws, rules, regulations, or similar documents regulating the internal affairs of your
organization.

3. Provide annual financial statements or reports for the two most recent years demonstrating your
organizations solvency.

4. Provide a statement describing the business plan of your organization, including ,but not limited to,
information pertaining to staffing levels and activities proposed in this state and nationwide.

5. Provide details setting forth your organization’s capability for providing a sufficient number of
experienced and qualified personnel in the areas of claims processing, record keeping and
underwriting.

6. A description of the standards and practices for:

a. Creating pharmacy networks and contracting with network pharmacies and other providers in

compliance with khapter 29.1 of title 27‘; including promotion and use of independent and community

pharmacies and patient access;

b. Development of pricing models used by your organization both for services to an insurer and for the

payment of services to your organization by a third-party administrator;

c. Protection of consumers.

A list of all health insurers, plan sponsors, and employer clients in Rhode Island.

8. For each entity (i.e., health insurer, plan sponsor, and employer) listed in question #7, provide a
projection of the number of enrollees by market type (fully-insured, self-insured, Medicaid, and
Medicare) to be administered by the PBM in this state on an annual basis.

9. Please describe any past or current investigations, enforcement actions, regulatory findings, or other
compliance issues involving your organization in any state related to: (1) conflicts of interest between
your organization and an insurer; (2) deceptive practices in the performance of pharmacy benefit
management services; (3) anti-competitive practices in the performance of pharmacy benefit
management services; or (4) unfair claims practices in the performance of pharmacy benefit
management services. For each matter, please identify the state, provide a brief description of the
issue, explain its current status or resolution, and describe any corrective actions taken.

N


https://webserver.rilegislature.gov/BillText/BillText26/SenateText26/S3059B.pdf

ATTESTATION

| hereby certify that, under penalty of perjury, | am the person named below and know the
contents of this application, and that all of the information submitted in this application and the
attachments are true and complete. | attest that | have the authority and capacity to execute this
certification on behalf of the applicant. | am aware that knowingly submitting false information
or omitting pertinent or material information in connection with this application is grounds for
license denial or revocation and may subject me to civil or criminal penalties.

Name of Applicant: Title:

Signature of Officer or Authorized Representative:
Printed Name:

Date:

1511 Pontiac Ave., Cranston, RI 02920, 401-462-9517, www.ohic.ri.gov
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