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State PBM Reform Inventory 

Updated March 2026 

Alabama 

Issue Summary Citation 

Licensing/Registration PBMs must obtain a license to operate from the 
Department of Insurance (DOI). Licenses must be 
renewed annually. DOI may refuse to issue or renew a 
license if the applicant is found to have violated the 
insurance laws of this state or any other jurisdiction or 
has had an insurance certificate or license denied or 
revoked in any jurisdiction.  
 
The initial license application fee is set at $500. DOI 
calculates the proportionate share of the annual cost of 
PBM licensee renewal and oversight activities, with a 
minimum cost of $500 per year.  

AL Code §27-
45A-4 (2023) 

Reporting 
Requirements 

A PBM shall annually prepare a report by June 1 that 
discloses all of the following to each client: 
1) The aggregate amount of all rebates that the PBM 
received from pharmaceutical manufacturers on behalf 
of the client. 
2) The aggregate amount of the rebates the PBM did 
not pass through to the client. 
3) If the PBM or any consultant providing pharmacy 
benefit management services engages in spread 
pricing, the aggregated amount of the differences 
between the amount paid by the client for prescription 
drugs and the actual amount paid to the pharmacy or 
pharmacist for pharmacist services.  
 

AL Code § 27-
45A-9 (2023) 

PBM Income N/A  

Pharmacy Contracting 
Standards 

Patient steering 
A PBM may not do any of the following: 

• Require a covered individual to purchase 
pharmacist services exclusively through a mail-
order pharmacy or PBM affiliate. 

• Prohibit or limit any covered individual from 
selecting an in-network pharmacy or pharmacist 
who agrees to contract terms and conditions. 

• Impose a monetary advantage or penalty under a 
health benefit plan that would affect a covered 
individual's choice of pharmacy among network 
pharmacies.  

• Use a covered individual's pharmacy services data 
collected pursuant to the provision of claims 
processing services for the purpose of soliciting, 
marketing, or referring the covered individual to a 
mail-order pharmacy or PBM affiliate. The PBM may 
notify covered individuals that a less costly option is 
available through a mail-order or affiliate pharmacy, 
provided the notification state that switching to the 
less costly option is not mandatory. 

AL Code § 27-
45A-8 (2023); § 
27-45A-6 (2023); 
AL Code § 27-
45A-10 (2023) 

https://law.justia.com/codes/alabama/title-27/chapter-45a/section-27-45a-4/
https://law.justia.com/codes/alabama/title-27/chapter-45a/section-27-45a-4/
https://law.justia.com/codes/alabama/title-27/chapter-45a/section-27-45a-9/
https://law.justia.com/codes/alabama/title-27/chapter-45a/section-27-45a-9/
https://law.justia.com/codes/alabama/title-27/chapter-45a/section-27-45a-8/
https://law.justia.com/codes/alabama/title-27/chapter-45a/section-27-45a-8/
https://law.justia.com/codes/alabama/title-27/chapter-45a/section-27-45a-6/
https://law.justia.com/codes/alabama/title-27/chapter-45a/section-27-45a-6/
https://law.justia.com/codes/alabama/title-27/chapter-45a/section-27-45a-10/
https://law.justia.com/codes/alabama/title-27/chapter-45a/section-27-45a-10/
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• Reimburse an in-network pharmacy or pharmacist 
in the state an amount less than the amount that the 
PBM reimburses a similarly situated PBM affiliate 
for providing the same pharmacist services to 
covered individuals in the same health benefit plan. 

 
These requirements not apply to the administration of 
prescription drug benefits by a self-funded health benefit 
plan governed by ERISA. 

Patient Cost-Sharing Maximum Cost-Sharing Levels:  
Patient cost-sharing at the point of sale may not exceed 
the lesser of the contracted cost-share amount or the 
amount an individual would pay for a prescription if that 
individual were paying without insurance. This does not 
apply to self-funded health benefit plans governed by 
ERISA.  
 
Copay Cap: 
A health benefit plan that provides coverage for 
prescription insulin drugs shall cap the total amount of 
any cost-sharing or co-pay that an insured or 
beneficiary is required to pay under the plan for a 
covered prescription insulin drug at an amount not to 
exceed one hundred dollars ($100) per 30-day supply of 
the insulin drug, without regard to the policy deductible, 
regardless of the amount or type of insulin needed to fill 
the insured's or beneficiary's prescription. On January 1 
of each year, the limit on the amount that an insured is 
required to pay for a 30-day supply of a covered 
prescription insulin drug shall increase by a percentage 
equal to the percentage change from the preceding year 
in the prescription drug component of the Consumer 
Price Index of the Bureau of Labor Statistics of the 
United States Department of Labor. This requirement 
does not apply to a health benefit plan if implementing 
the cost-sharing or co-pay cap would necessitate 
increasing the health benefit plan's cost-sharing for 
other services to comply with federally mandated 
actuarial values for non-grandfathered individual and 
small group plans. 

AL Code § 27-
45A-8 (2023); AL 
Code § 27-63-1 
(2023) 

 

Alaska 

Issue Summary Citation 

Licensing/Registration PBMs must register with the Department of Insurance 
as TPAs and renew registration every two years.  

AK § 21.27.901; 
AK § 21.27.905 
 

Reporting 
Requirements 

N/A  

PBM Income Spread Pricing: 
An insurer providing a health care insurance policy or its 
PBM may not conduct or participate in spread pricing. 

AK § 21.36.520 
(New Section 
2024) 
 

Pharmacy Contracting MAC Pricing: AK § 21.27.945; 

https://law.justia.com/codes/alabama/title-27/chapter-45a/section-27-45a-8/
https://law.justia.com/codes/alabama/title-27/chapter-45a/section-27-45a-8/
https://law.justia.com/codes/alabama/title-27/chapter-63/section-27-63-1/
https://law.justia.com/codes/alabama/title-27/chapter-63/section-27-63-1/
https://law.justia.com/codes/alabama/title-27/chapter-63/section-27-63-1/
https://codes.findlaw.com/ak/title-21-insurance/ak-st-sect-21-27-901.html
https://codes.findlaw.com/ak/title-21-insurance/ak-st-sect-21-27-905.html
https://www.akleg.gov/PDF/33/Bills/HB0226Z.PDF
https://codes.findlaw.com/ak/title-21-insurance/ak-st-sect-21-27-945/
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PBMs must make the methodology and sources used to 
determine MAC list prices available to network 
pharmacies at the beginning of a contract and upon 
renewal. PBMs must provide a process for pharmacies 
to access applicable drug pricing lists without charge 
and information about how to appeal. The drug pricing 
list must be available in a searchable electronic format.  
 
PBMs shall review and update applicable information at 
least once every 7 business days to reflect pricing 
modifications. In the event of a significant price update 
or modification—defined as an increase or decrease of 
10 % or more in the pharmacy acquisition cost, a 
change in the methodology used to calculate the MAC, 
or a change in the value of a variable used to determine 
the MAC—a PBM shall update the drug pricing list 
within 1 business day. The pharmacy’s dispensing fee 
shall not be included in the drug’s list price. 
 
Before placing a specific drug on the drug pricing list, a 
PBM shall ensure that the drug is therapeutically 
equivalent and pharmaceutically equivalent to a 
prescribed product, an interchangeable biological 
product (if applicable), readily available for purchase 
from national or regional wholesalers operating in the 
state, and the drug is not obsolete or temporarily 
unavailable. 
 
Patient Steering: 
An insurer providing a health care insurance policy or its 
PBM may not: 

• Reimburse a pharmacy or pharmacist an amount 
less than an amount paid to an affiliate of the PBM 
for providing the same pharmacy services, 
calculated on a per-unit basis using the same 
generic product identifier or generic code number 

• Interfere with a covered person’s right to choose a 
pharmacy or provider 

• Interfere with a covered person's right of access to 
a clinician-administered drug 

• Use a covered person’s pharmacy services data 
collected under the provision of claims processing 
services for the purpose of soliciting, marketing, or 
referring the person to an affiliate of the PBM 

AK § 21.27.950; 
AK § 21.27.953 
(New Section 
2024); 
AK § 21.36.520 
(New Section 
2024) 
 
 
 
 
 

Patient Cost-Sharing N/A  

 

Arizona 

Issue Summary Citation 

Licensing/Registration  PBMs must maintain a certificate of authority to operate, 
which must be renewed every 2 years.  

Ariz. Rev. Stat. 

20-3333 

Reporting 
Requirements 

N/A  

PBM Income N/A  

https://codes.findlaw.com/ak/title-21-insurance/ak-st-sect-21-27-950/
https://www.akleg.gov/PDF/33/Bills/HB0226Z.PDF
https://www.akleg.gov/PDF/33/Bills/HB0226Z.PDF
https://www.azleg.gov/viewdocument/?docName=https://www.azleg.gov/ars/20/03333.htm
https://www.azleg.gov/viewdocument/?docName=https://www.azleg.gov/ars/20/03333.htm
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Pharmacy Contracting  MAC Pricing:  
PBMs must:  

• Update drug prices on their lists every seven 
business days to keep pricing current. 

• Share pricing sources with pharmacies at the start of 
a contract, during renewals, and at least once a year 
so pharmacies know how drug prices are 
determined. 

• Provide a way for pharmacies to challenge their 
payment for drugs if they believe they are being 
underpaid. 

• Allow a pharmacy services organization to appeal 
pricing on behalf of pharmacies in its network. 

Ariz. Rev. Stat. § 

20-3331  

Patient Cost Sharing Copay Adjustment Programs: 
Insurers or their PBM shall include any cost sharing 
amount paid by either the enrollee or another person on 
behalf of the enrollee for a prescription drug that is either: 

• Without a generic equivalent, or 

• With a generic equivalent where the enrollee has 
obtained access to the drug through prior 
authorization, step therapy, or the insurer’s 
exceptions and appeals process. 

Ariz. Rev. Stat. § 

22-1126 

 

Arkansas 

Issue Summary Citation 

Licensing The PBM must obtain a license from the Insurance 
Commissioner  

Ark. Code Ann. § 

23-92-504 (a)  

Reporting 
Requirements 

The Insurance Commissioner may examine the books and 
records of a PBM as necessary to determine: 

• The aggregate amount of rebates received by a PBM, 
distributed by a PBM, or passed on to an enrollee of 
each healthcare payor at the point of sale 

• The individual and aggregate amount paid by a 
healthcare payor to the PBM and the amount the PBM 
paid for pharmacist services itemized by pharmacy, 
product, and goods and services, including other 
prescription drug or device services. 

Ark. Code Ann. § 
23-92-505  
(2024) 

PBM Income Spread Pricing: 
PBMs are prohibited from conducting spread pricing in 
Arkansas. 
 
Rebate Pass-Through: 
PBMs shall reduce an enrollee’s cost-sharing for a 
prescription drug by an amount equal to at least 100% of 
all rebates received, or expected to be received, in 
connection with the dispensing or administration of the 
drug.  

Ark. Code Ann. § 
23-92-505  
(2024); Ark. Code 
§ 23-79-2503 
(2024) 
 

Pharmacy 
Contracting 

Patient Steering: 
PBMs may not reimburse a pharmacy or pharmacist in the 
state an amount less than the amount that the PBM 
reimburses a PBM affiliate for providing the same 
pharmacist services. 
 

Ark. Code Ann. § 

23-92-506; Ark. 

Code Ann. § 17-

92-507 (2024)  

 

https://www.azleg.gov/viewDocument/?docName=http://www.azleg.gov/ars/20/03331.htm
https://www.azleg.gov/viewDocument/?docName=http://www.azleg.gov/ars/20/03331.htm
https://www.azleg.gov/viewdocument/?docName=https://www.azleg.gov/ars/20/01126.htm
https://www.azleg.gov/viewdocument/?docName=https://www.azleg.gov/ars/20/01126.htm
https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=7d7c317f-e166-4339-924c-9d3b46c25d35&config=00JAA2ZjZiM2VhNS0wNTVlLTQ3NzUtYjQzYy0yYWZmODJiODRmMDYKAFBvZENhdGFsb2fXiYCnsel0plIgqpYkw9PK&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A5S1X-MTD0-R03M-12M2-00008-00&pdcontentcomponentid=234170&pdteaserkey=sr5&pditab=allpods&ecomp=f5w_kkk&earg=sr5&prid=7d126622-0eda-4826-af21-6719ff323ca5
https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=7d7c317f-e166-4339-924c-9d3b46c25d35&config=00JAA2ZjZiM2VhNS0wNTVlLTQ3NzUtYjQzYy0yYWZmODJiODRmMDYKAFBvZENhdGFsb2fXiYCnsel0plIgqpYkw9PK&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A5S1X-MTD0-R03M-12M2-00008-00&pdcontentcomponentid=234170&pdteaserkey=sr5&pditab=allpods&ecomp=f5w_kkk&earg=sr5&prid=7d126622-0eda-4826-af21-6719ff323ca5
https://law.justia.com/codes/arkansas/title-23/subtitle-3/chapter-92/subchapter-5/section-23-92-505/
https://law.justia.com/codes/arkansas/title-23/subtitle-3/chapter-92/subchapter-5/section-23-92-505/
https://law.justia.com/codes/arkansas/title-23/subtitle-3/chapter-92/subchapter-5/section-23-92-505/
https://law.justia.com/codes/arkansas/title-23/subtitle-3/chapter-92/subchapter-5/section-23-92-505/
https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=e0c18270-7d35-4c59-8ddb-282bae84001f&nodeid=AAXAADAAVABAAAE&nodepath=%2FROOT%2FAAX%2FAAXAAD%2FAAXAADAAV%2FAAXAADAAVABA%2FAAXAADAAVABAAAE&level=5&haschildren=&populated=false&title=23-79-2503.+Implementation+of+subchapter+%E2%80%94+Requirements.&config=00JAA2ZjZiM2VhNS0wNTVlLTQ3NzUtYjQzYy0yYWZmODJiODRmMDYKAFBvZENhdGFsb2fXiYCnsel0plIgqpYkw9PK&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A67VN-XBG0-R03K-N404-00008-00&ecomp=7gf5kkk&prid=4c172910-ac2f-4bcd-bacb-7671fc533be8
https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=e0c18270-7d35-4c59-8ddb-282bae84001f&nodeid=AAXAADAAVABAAAE&nodepath=%2FROOT%2FAAX%2FAAXAAD%2FAAXAADAAV%2FAAXAADAAVABA%2FAAXAADAAVABAAAE&level=5&haschildren=&populated=false&title=23-79-2503.+Implementation+of+subchapter+%E2%80%94+Requirements.&config=00JAA2ZjZiM2VhNS0wNTVlLTQ3NzUtYjQzYy0yYWZmODJiODRmMDYKAFBvZENhdGFsb2fXiYCnsel0plIgqpYkw9PK&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A67VN-XBG0-R03K-N404-00008-00&ecomp=7gf5kkk&prid=4c172910-ac2f-4bcd-bacb-7671fc533be8
https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=141e42de-2e87-4c18-a5c4-289587dbbdec&config=00JAA2ZjZiM2VhNS0wNTVlLTQ3NzUtYjQzYy0yYWZmODJiODRmMDYKAFBvZENhdGFsb2fXiYCnsel0plIgqpYkw9PK&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A5W31-B4W0-R03K-51H3-00008-00&pdcontentcomponentid=234170&pdteaserkey=sr2&pditab=allpods&ecomp=f5w_kkk&earg=sr2&prid=7d126622-0eda-4826-af21-6719ff323ca5
https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=141e42de-2e87-4c18-a5c4-289587dbbdec&config=00JAA2ZjZiM2VhNS0wNTVlLTQ3NzUtYjQzYy0yYWZmODJiODRmMDYKAFBvZENhdGFsb2fXiYCnsel0plIgqpYkw9PK&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A5W31-B4W0-R03K-51H3-00008-00&pdcontentcomponentid=234170&pdteaserkey=sr2&pditab=allpods&ecomp=f5w_kkk&earg=sr2&prid=7d126622-0eda-4826-af21-6719ff323ca5
https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=0af04f8b-621d-4da5-85a2-db0c7724df10&nodeid=AARAADAAOAAGAAI&nodepath=%2FROOT%2FAAR%2FAARAAD%2FAARAADAAO%2FAARAADAAOAAG%2FAARAADAAOAAGAAI&level=5&haschildren=&populated=false&title=17-92-507.+Maximum+Allowable+Cost+Lists+%E2%80%94+Definitions.&config=00JAA2ZjZiM2VhNS0wNTVlLTQ3NzUtYjQzYy0yYWZmODJiODRmMDYKAFBvZENhdGFsb2fXiYCnsel0plIgqpYkw9PK&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A5W31-7PG0-R03N-M1GX-00008-00&ecomp=f38_kkk&prid=35662bbf-8307-40cc-8996-275f5884e111
https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=0af04f8b-621d-4da5-85a2-db0c7724df10&nodeid=AARAADAAOAAGAAI&nodepath=%2FROOT%2FAAR%2FAARAAD%2FAARAADAAO%2FAARAADAAOAAG%2FAARAADAAOAAGAAI&level=5&haschildren=&populated=false&title=17-92-507.+Maximum+Allowable+Cost+Lists+%E2%80%94+Definitions.&config=00JAA2ZjZiM2VhNS0wNTVlLTQ3NzUtYjQzYy0yYWZmODJiODRmMDYKAFBvZENhdGFsb2fXiYCnsel0plIgqpYkw9PK&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A5W31-7PG0-R03N-M1GX-00008-00&ecomp=f38_kkk&prid=35662bbf-8307-40cc-8996-275f5884e111
https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=0af04f8b-621d-4da5-85a2-db0c7724df10&nodeid=AARAADAAOAAGAAI&nodepath=%2FROOT%2FAAR%2FAARAAD%2FAARAADAAO%2FAARAADAAOAAG%2FAARAADAAOAAGAAI&level=5&haschildren=&populated=false&title=17-92-507.+Maximum+Allowable+Cost+Lists+%E2%80%94+Definitions.&config=00JAA2ZjZiM2VhNS0wNTVlLTQ3NzUtYjQzYy0yYWZmODJiODRmMDYKAFBvZENhdGFsb2fXiYCnsel0plIgqpYkw9PK&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A5W31-7PG0-R03N-M1GX-00008-00&ecomp=f38_kkk&prid=35662bbf-8307-40cc-8996-275f5884e111
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Minimum Reimbursement: 
PBMs may not pay or reimburse a pharmacy or 
pharmacist less than the NADAC for a covered drug. If the 
NADAC is unavailable, the PBM shall use the WAC to 
calculate the minimum reimbursement.  
 
MAC Pricing: 
A PBM shall: 

• Provide access to its MAC list to each applicable 
pharmacy. 

• Update its MAC list on a timely basis, but in no event 
longer than 7 calendar days from an increase of 10% 
or more in the pharmacy acquisition cost from 60% or 
more of the pharmaceutical wholesalers doing 
business in the state or a change in the methodology 
on which the MAC list is based or in the value of a 
variable involved in the methodology. 

• Provide a reasonable administrative appeal procedure 
to allow pharmacies to challenge the MAC list price 
and reimbursements made under a MAC list for a 
specific drug or drugs as: 

o Not meeting the requirements of this section; 
or 

o Being below the pharmacy acquisition cost. 

Patient Cost Sharing Copay Adjustment Programs: 
When calculating an enrollee's contribution to any 
applicable cost-sharing requirement, an insurer shall 
include any cost-sharing amounts paid by the enrollee or 
on behalf of the enrollee by another person. This 
requirement does not apply to a brand drug if it is not 
considered medically necessary and has a therapeutically 
equivalent generic.  

AR Code § 23-
92-511 (2024) 
 

 

California 

Issue Summary Citation 

Licensing/Registration Currently, PBMs must register with the Department of 
Managed Health Care. Starting the earlier of the date 
the Department of Managed Health Care issues 
licensure rules or January 1, 2027, PBMs must obtain a 
license from the department to operate. The department 
shall develop an application form that contains at least 
the information required in s. 1385.009 and establish 
application fees in accordance with s. 1385.0016. A 
PBM shall reimburse the director for the actual cost of 
processing their application up to $25,000.  
 
A health care service plan that contracts with a PBM for 
management of any or all of its prescription drug 
coverage shall require the PBM to register with the 
Department of Managed Health Care.  

CA HSC § 
1385.004  
 
CA HSC § 
1385.005  
 
CA HSC § 
1385.009 
 
CA HSC § 
1385.0016 

Reporting 
Requirements 

The PBM shall, on a quarterly basis, disclose, upon the 
request of an insurer, the following information with 
respect to prescription benefits specific to the insurer: 

CA BPC § 4441  
 
CA HSC § 
1385.005  

https://law.justia.com/codes/arkansas/title-23/subtitle-3/chapter-92/subchapter-5/section-23-92-511/
https://law.justia.com/codes/arkansas/title-23/subtitle-3/chapter-92/subchapter-5/section-23-92-511/
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1385.009.&nodeTreePath=5.9.17&lawCode=HSC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1385.0016.&lawCode=HSC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=HSC&sectionNum=1385.004.
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=HSC&sectionNum=1385.004.
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=HSC&sectionNum=1385.005.
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=HSC&sectionNum=1385.005.
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1385.009.&nodeTreePath=5.9.17&lawCode=HSC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1385.009.&nodeTreePath=5.9.17&lawCode=HSC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1385.0016.&lawCode=HSC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1385.0016.&lawCode=HSC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=4441.&lawCode=BPC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=HSC&sectionNum=1385.005.
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=HSC&sectionNum=1385.005.
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• The aggregate WACs and rebates (including 
utilization discounts) from a pharmaceutical 
manufacturer or labeler for each therapeutic 
category of drugs containing three or more drugs. 

• Any administrative fees received from the 
pharmaceutical manufacturer or labeler. 

• Whether the PBM has a contract, agreement, or 
other arrangement with a pharmaceutical 
manufacturer to exclusively dispense or provide a 
drug to a purchaser's employees, insureds, or 
enrollees, and the application of all consideration or 
economic benefits collected or received pursuant to 
that arrangement. 

• Prescription drug utilization information for the 
purchaser's enrollees or insureds that is not specific 
to any individual enrollee or insured. 

• The aggregate of payments, or the equivalent 
economic benefit, made by the PBM to pharmacies 
owned or controlled by the PBM and to pharmacies 
not owned or controlled by the PBM. 

• The aggregate amount of the fees imposed on, or 
collected from, network pharmacies or other 
assessments against network pharmacies, and the 
application of those amounts collected pursuant to 
the contract with the purchaser. 

 
A PBM shall submit to the department annual financial 
statements within 120 days after the close of the fiscal 
year. An audit shall be conducted in accordance with 
generally accepted auditing standards and the rules and 
regulations of the director. 
 
Within 45 days after the close of each quarter of its 
fiscal year, a PBM shall submit its quarterly unaudited 
financial statement, prepared in accordance with 
generally accepted accounting principles and consisting 
of at least a balance sheet, statement of income, 
statement of cash flows, statement of changes in equity, 
and notes to financial statements as of the date and for 
the period specified by the director. The director may 
require the submission of these reports on a monthly or 
other periodic basis. 

 
CA HSC § 
1385.0011 

PBM Income Spread Pricing: 
Starting January 1, 2026, no contract that is established 
or renewed between a health care service plan and a 
licensed PBM may authorize spread pricing. If a 
preexisting contract between a PBM and a payer 
authorizes spread pricing, a subsequent amendment or 
renewal of that contract shall not contain that 
authorization.  
 
Spread pricing contract terms shall be void on and after 
January 1, 2029. 
 
Bona Fide Service Fee: 

CA HSC § 
1385.0031 
 
CA INS § 
10123.2045 
 
CA HSC § 
1385.0034 
 
CA HSC § 
1385.0029 

https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1385.0011.&nodeTreePath=5.9.17&lawCode=HSC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1385.0011.&nodeTreePath=5.9.17&lawCode=HSC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=HSC&sectionNum=1385.0031.&article=6.1.&highlight=true&keyword=spread%20pricing
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=HSC&sectionNum=1385.0031.&article=6.1.&highlight=true&keyword=spread%20pricing
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=10123.2045.&lawCode=INS
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=10123.2045.&lawCode=INS
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1385.0034.&nodeTreePath=5.9.17&lawCode=HSC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1385.0034.&nodeTreePath=5.9.17&lawCode=HSC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1385.0029.&lawCode=HSC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1385.0029.&lawCode=HSC
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For contracts issued or renewed after January 1, 2026, 
a PBM shall not derive income from pharmacy benefit 
management services provided to a payer except for 
income derived from a pharmacy benefit management 
fee for pharmacy benefit management services 
provided.  

• The amount of any pharmacy benefit management 
fee shall be set forth in the agreement between the 
PBM and the payer.  

• The PBM shall disclose the amount and types of the 
pharmacy benefit management fees to the payer. 

• A pharmacy benefit management fee may not be 
based on the acquisition or ingredient cost of a drug, 
the amount of rebates or other price concessions 
negotiated by the PBM, the amount of cost-sharing 
collected by the PBM, coverage or formulary 
placement decisions made by the PBM, or any other 
methodology determined by the department.  

 
Rebate Pass-Through: 
For contracts issued or renewed after January 1, 2026, 
a PBM shall use a passthrough pricing model. 
 
A PBM, group purchasing organization, and affiliated 
entity shall direct 100 percent of all prescription drug 
manufacturer rebates received to the payer or program, 
if the contractual arrangement delegates the negotiation 
of rebates to the PBM, group purchasing organization, 
or affiliated entity, for the sole purpose of offsetting 
defined cost sharing, deductibles, and coinsurance 
contributions and reducing premiums of plan 
participants. 
 
PBMs may receive performance bonused based on 
savings to the payer that decrease premiums paid by 
the plan participant or that result in plan participants 
paying the lowest level of cost sharing, deductibles, and 
coinsurance for a drug, as long as the performance 
bonus is not based or contingent on any of the following: 

• The acquisition or ingredient cost of a drug. 

• The amount of savings, rebates, or other fees 
charged, realized, or collected by, or generated 
based on the activity of, the PBM or its affiliated 
entities that is retained by the PBM. 

• The amount of premiums, deductibles, or other cost-
sharing or fees charged, realized, or collected by the 
PBM or its affiliated entities from patients or other 
persons on behalf of a patient, except for 
performance bonuses that are based or contingent 
on a decrease in premiums, deductibles, or other 
cost-sharing. 

 
Note: The spread pricing, bona fide service fee, and 
rebate pass-through requirements do not apply to PBMs 



AMCP State PBM Law Inventory 

8 
 

serving Taft-Hartley self-insured prescription drug plans 
that are governed by ERISA.  

Pharmacy Contracting MAC Pricing:  

• PBMs shall make available to a network pharmacy, 
upon request, the most up-to-date MAC list or lists 
used by the PBM in a readily accessible, secure, 
and usable Web-based format or other comparable 
format.  

• PBMs shall review and adjust to the MAC of each 
drug on a MAC list using the most recent data 
sources available at least once every 7 days. 

• PBMs shall also establish a clearly defined process 
for a network pharmacy to appeal the MAC for a 
drug on a MAC list.  

• A contracting pharmacy shall be provided no less 
than 14 business days following receipt of payment 
for the claim upon which the appeal is based to file 
an appeal with a PBM. The PBM shall make a final 
determination regarding a contracting pharmacy’s 
appeal within 7 business days of the PBM’s receipt 
of the appeal. 

• If an appeal is denied by a PBM, the PBM shall 
provide to the contracting pharmacy the reason for 
the denial and the NDC of an equivalent drug that 
may be purchased by a similarly situated pharmacy 
at the price that is equal to or less than the MAC of 
the appealed drug. 

• If an appeal is upheld by a PBM, the PBM shall 
adjust the MAC of the appealed drug for the 
appealing contracting pharmacy and all similarly 
situated contracting pharmacies in the state within 1 
calendar day of the date of determination. The PBM 
shall permit the appealing pharmacy to reverse and 
resubmit the claim upon which the appeal was 
based in order to receive the corrected 
reimbursement. 

 
A drug shall not be included on a MAC list or reimbursed 
on a MAC basis unless all of the following apply: 

• The drug is listed as “A” or “B” rated in the most 
recent version of the FDA’s approved drug products 
with therapeutic equivalent evaluations, also known 
as the Orange Book, or has an “NA,” “NR,” or “Z” 
rating or a similar rating by a nationally recognized 
pricing reference, such as Medi-Span or First 
DataBank. 

• The drug is generally available for purchase in the 
state from a national or regional wholesaler. 

• The drug is not obsolete. 
 
Patient Steering: 
A PBM may not reimburse a nonaffiliated pharmacy for a 
pharmacist service at a rate lower than the rate it would 
reimburse an affiliated pharmacy for the same service. 
 

CA BPC § 4440  
 
CA HSC § 
1385.0026 
 
CA HSC § 
1385.0027 

https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=BPC&sectionNum=4440.
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1385.0026.&nodeTreePath=5.9.17&lawCode=HSC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1385.0026.&nodeTreePath=5.9.17&lawCode=HSC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1385.0027.&nodeTreePath=5.9.17&lawCode=HSC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1385.0027.&nodeTreePath=5.9.17&lawCode=HSC
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A PBM shall not:  

• Require a plan participant to use only an affiliated 
pharmacy if there are nonaffiliated pharmacies in 
the network. 

• Financially induce a plan participant to transfer a 
prescription only to an affiliated pharmacy if there 
are nonaffiliated pharmacies in the network. 

• Require a nonaffiliated pharmacy to transfer a 
prescription to an affiliated pharmacy if there are 
nonaffiliated pharmacies in the network. This section 
does not prevent a purchaser or PBM from offering 
to plan participants financial incentives to use a 
particular pharmacy, such as lower copays, 
coinsurance, or any other cost-sharing for a 
prescription when the prescription is dispensed. 

• Unreasonably restrict a plan participant from using a 
particular contracted pharmacy for the purpose of 
receiving pharmacist services covered by the plan 
participant’s contract or policy. 

• Communicate to or mislead a plan participant, in 
any manner, that the plan participant is required to 
have a prescription dispensed at, or pharmacy 
services provided by, a particular affiliated pharmacy 
or pharmacies if there are other non-affiliated 
pharmacies that have the ability to dispense the 
medication or provide the services and are also in 
network. 

• Deny a nonaffiliated contract pharmacy the 
opportunity to participate in a PBM network as 
preferred participation status if the pharmacy is 
willing to accept the same terms and conditions that 
the PBM has established for affiliated pharmacies 
as a condition of preferred network participation 
status. 

Patient Cost Sharing Maximum Cost-Sharing Levels: 
A health insurance policy issued, amended, or renewed 
on or after January 1, 2026, that provides prescription 
drug coverage shall not calculate an insured’s cost-
sharing at an amount that exceeds: 

• The actual rate paid by the insurer for the 
prescription drug; 

• The net price paid by the PBM or GPO, if available.  
 
Copay Cap: 
A large group health care service plan contract or 
insurance policy that is issued, amended, or renewed on 
or after January 1, 2026, shall not impose a copayment, 
coinsurance, deductible, or any other cost-sharing on an 
insulin prescription drug that exceeds $35 for a 30-day 
supply. At least one insulin for a given drug type in all 
forms and concentrations shall be on the prescription 
drug formulary. 
 
An individual or small group health care service plan 
contract or insurance policy that is issued, amended, or 

CA HSC § 
1367.2075 
 
CA HSC § 
1367.51 
 
CA INS § 
10176.61 

https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1367.2075.&lawCode=HSC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1367.2075.&lawCode=HSC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1367.51.&lawCode=HSC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1367.51.&lawCode=HSC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=INS&sectionNum=10176.61.
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=INS&sectionNum=10176.61.
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renewed on or after January 1, 2027, shall not impose a 
copayment, coinsurance, deductible, or any other cost-
sharing on an insulin prescription drug that exceeds $35 
for a 30-day supply. If an individual or small group health 
care service plan contract maintains a drug formulary 
grouped into tiers, the cost-sharing cap shall apply only 
to insulin prescription drugs that are in the two lowest 
tiers. At least one insulin for a given drug type in all 
forms and concentrations shall be on each of the two 
lowest tiers. If there is no Tier 1 or Tier 2 insulin 
prescription drug that is clinically appropriate for an 
enrollee, the health care service plan shall limit the cost-
sharing for a higher-tier drug to no more than $35 for a 
30-day supply for an individual enrollee. 

 

Colorado 

Issue Summary Citation 

Licensing/Registration Starting in 2024, a person shall not establish or operate 
as a PBM in this state unless the person has registered 
with the insurance commission.  
 
Each carrier must submit to the commissioner a list of all 
PBMs the carrier contracts with or uses for claims 
processing services or other prescription drug or device 
services. 

C.R.S. § 10-16-
122.1 (2024)  

Reporting 
Requirements 

Starting January 1, 2027, a contract between a PBM and 
a covered person’s health benefit plan must include a 
provision that requires the PBM to disclose prescription 
drug cost information to the health benefit plan, including 
claims-level pharmacy data and PBM income derived 
from prohibited sources that the PBM must pass through 
to the health benefit plan. The information must be 
provided within thirty days after the date of the 
notification to the PBM by the health benefit plan or at 
regular negotiated reporting intervals necessary for the 
health benefit plan to determine the PBM’s compliance 
with the contract terms and this section. The PBM shall 
assess no additional fees with regard to the provision of 
this information. 
 
The contract between the PBM and a covered person’s 
health benefit plan must include a provision authorizing 
the health benefit plan to annually execute an audit for 
the purpose of validating compliance with contract terms 
and this section. 

C.R.S. 10-16-
122.8 

PBM Income Bona Fide Service Fee:  
Starting January 1, 2027, a PBM may earn income 
derived from the assessment of a single, flat-dollar 
service fee for the provision of a prescription drug, which 
service fee is transparently expressed in a written 
agreement between the PBM and health benefit plan. 
The single, flat-dollar service fee may vary from client to 
client of the PBM based on the number of health benefit 
plan participants, clinical and administrative services 

C.R.S. 10-16-
122.8 

https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=21bd7fef-ebfd-4bd8-afe7-cb9581f3aef9&config=014FJAAyNGJkY2Y4Zi1mNjgyLTRkN2YtYmE4OS03NTYzNzYzOTg0OGEKAFBvZENhdGFsb2d592qv2Kywlf8caKqYROP5&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A63JG-1N63-CH1B-T1YY-00008-00&pdcontentcomponentid=234176&pdteaserkey=sr0&pditab=allpods&ecomp=7s65kkk&earg=sr0&prid=0b150ef8-3429-48b9-89cf-a5c56aaa13eb
https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=21bd7fef-ebfd-4bd8-afe7-cb9581f3aef9&config=014FJAAyNGJkY2Y4Zi1mNjgyLTRkN2YtYmE4OS03NTYzNzYzOTg0OGEKAFBvZENhdGFsb2d592qv2Kywlf8caKqYROP5&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A63JG-1N63-CH1B-T1YY-00008-00&pdcontentcomponentid=234176&pdteaserkey=sr0&pditab=allpods&ecomp=7s65kkk&earg=sr0&prid=0b150ef8-3429-48b9-89cf-a5c56aaa13eb
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6GGP-9BC3-RS1J-V1WV-00008-00?cite=C.R.S.%2010-16-122.8&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6GGP-9BC3-RS1J-V1WV-00008-00?cite=C.R.S.%2010-16-122.8&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6GGP-9BC3-RS1J-V1WV-00008-00?cite=C.R.S.%2010-16-122.8&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6GGP-9BC3-RS1J-V1WV-00008-00?cite=C.R.S.%2010-16-122.8&context=1000516
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provided, value-based payment arrangement, and other 
considerations. 
 
Starting January 1, 2027, a PBM shall not: 

• Earn any income that is directly or indirectly based 
on the price or cost of a prescription drug, including 
income from prescription drug mark-ups, 
copayments that exceed the cost of prescription 
drugs, up-charging or spread-pricing, or 
manufacturer-derived revenues; or 

• Design a prescription drug formulary to favor a 
certain branded pharmaceutical or biologic over a 
therapeutically equivalent generic or biosimilar, 
unless the branded pharmaceutical or biologic has a 
lower net acquisition cost and that lower cost is 
reflected in a lower out-of-pocket expense for 
consumers. 

Pharmacy Contacting MAC Pricing:  

• In each contract between a PBM and a pharmacy, 
the pharmacy shall be given the right to obtain from 
the PBM, within ten days after any request, a current 
list of the sources used to determine MAC pricing. 
The PBM shall update the pricing information at 
least every 7 days and provide a means by which 
contracted pharmacies may promptly review pricing 
updates in a format that is readily available and 
accessible. 

• Each contract between a PBM and a pharmacy must 
include a process to appeal, investigate, and resolve 
disputes regarding MAC pricing. 

 
Minimum Reimbursement: 
Starting January 1, 2027, a PBM shall reimburse an 
unaffiliated pharmacy or a PBM-affiliated retail, mail 
order, or specialty pharmacy for the fulfillment of a 
prescription drug in an amount equal to the NADAC for 
the dispensed prescription drug ingredients and a 
reasonable and adequate dispensing fee. If the NADAC 
is not available at the time a prescription drug is 
administered or dispensed, a PBM shall not reimburse in 
an amount that is less than the WAC of the prescription 
drug. 

C.R.S. § 25-37-
103.5  
 
C.R.S. 10-16-
122.8 

Patient Cost Sharing Maximum Cost-Sharing Levels: 
A PBM shall not require a pharmacy to charge or collect 
a copayment from a covered person that exceeds the 
total charges submitted by the network pharmacy. 
 
Copay Adjustment Programs: 
Effective January 1, 2025, when calculating a covered 
person’s overall contribution to an out-of-pocket 
maximum or cost-sharing requirement under the 
covered person’s health benefit plan, a carrier or PBM 
shall include any amount paid by the covered person or 
on behalf of the covered person if: 

C.R.S. § 10-16-
122.7  
 
C.R.S. § 10-16-
161  
 
C.R.S. 10-16-151 

https://advance.lexis.com/document?crid=234eb364-99b2-477e-88f1-43ee1772e03f&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A60X7-SN71-JC0G-63CX-00008-00&pdsourcegroupingtype=&pdcontentcomponentid=234176&pdmfid=1000516&pdisurlapi=true
https://advance.lexis.com/document?crid=234eb364-99b2-477e-88f1-43ee1772e03f&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A60X7-SN71-JC0G-63CX-00008-00&pdsourcegroupingtype=&pdcontentcomponentid=234176&pdmfid=1000516&pdisurlapi=true
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6GGP-9BC3-RS1J-V1WV-00008-00?cite=C.R.S.%2010-16-122.8&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6GGP-9BC3-RS1J-V1WV-00008-00?cite=C.R.S.%2010-16-122.8&context=1000516
https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=a4deed0d-4ba7-4818-ba09-3927740aebbc&config=014FJAAyNGJkY2Y4Zi1mNjgyLTRkN2YtYmE4OS03NTYzNzYzOTg0OGEKAFBvZENhdGFsb2d592qv2Kywlf8caKqYROP5&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A61P5-WPS1-DYDC-J00B-00008-00&pdcontentcomponentid=234176&pdteaserkey=sr0&pditab=allpods&ecomp=7s65kkk&earg=sr0&prid=2315b929-43aa-4827-bb01-778798db79df
https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=a4deed0d-4ba7-4818-ba09-3927740aebbc&config=014FJAAyNGJkY2Y4Zi1mNjgyLTRkN2YtYmE4OS03NTYzNzYzOTg0OGEKAFBvZENhdGFsb2d592qv2Kywlf8caKqYROP5&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A61P5-WPS1-DYDC-J00B-00008-00&pdcontentcomponentid=234176&pdteaserkey=sr0&pditab=allpods&ecomp=7s65kkk&earg=sr0&prid=2315b929-43aa-4827-bb01-778798db79df
https://leg.colorado.gov/bill_files/92064/download
https://leg.colorado.gov/bill_files/92064/download
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6362-3GD3-GXJ9-32JJ-00008-00?cite=C.R.S.%2010-16-151&context=1000516
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• The drug does not have a generic equivalent, 
biosimilar, or interchangeable biosimilar; or 

• The drug has a generic equivalent, biosimilar, or 
interchangeable biosimilar, and the covered person 
is using the brand-name drug after obtaining prior 
authorization, complying with a step therapy 
protocol, or receiving approval through the carrier’s 
or PBM’s exceptions, appeals, or review process.  

 
This requirement does not apply to HSA-eligible high-
deductible plans until after a covered person has met 
their minimum deductible under IRS rules.  
 
Copay Cap: 
 A carrier that provides coverage for prescription insulin 
drugs pursuant to the terms of a health coverage plan 
the carrier offers shall cap the total amount that a 
covered person is required to pay for all covered 
prescription insulin drugs at an amount not to exceed 
$100 for the covered person’s entire 30-day supply of 
insulin, regardless of the amount or type of insulin 
needed to fill the covered person’s prescription or the 
number of prescriptions. 

 

Connecticut 

Issue Summary Citation 

Licensing/Registration PBMs must obtain a certificate of registration from the 
Insurance Commissioner before operating in the state. 
PBMs must annually apply for renewal.  
 
A PBM operating as a line of business or affiliate of a 
health insurer, hospital service corporation, medical 
service corporation, or fraternal benefit society licensed 
in the state is exempt from this requirement. However, 
the parent entity must notify the Insurance Commissioner 
annually that it is affiliated with or operates a PBM.  

Conn. Gen. 
Stat. § 38a-
479bbb  

Reporting 
Requirements 

PBMs must file a report annually to the Department of 
Insurance, no later than February 1, containing the 
following information about pharmacy benefits managed 
by the PBM in the previous calendar year: 

• Aggregate dollar amount of all rebates collected from 
pharmaceutical manufacturers for products that were 
covered by contracted health plans and are 
attributable to patient utilization. 

• Aggregate dollar amount of all rebates that were not 
received by health carriers that contracted with the 
PBM 

 
The Insurance Commissioner must establish a 
standardized form for reporting information. The 
Commissioner shall submit a report by March 1 of each 
year to the General Assembly aggregating the 
information submitted by all PBMs. The Commissioner 
may impose a penalty of up to $7,500 for each violation.  

Conn. Gen. 
Stat. § 38a-
479ppp 
 
Conn. Gen. 
Stat. § 38a-
479qqq 

https://www.cga.ct.gov/current/pub/chap_700c.htm#sec_38a-479bbb
https://www.cga.ct.gov/current/pub/chap_700c.htm#sec_38a-479bbb
https://www.cga.ct.gov/current/pub/chap_700c.htm#sec_38a-479bbb
https://www.cga.ct.gov/current/pub/chap_700c.htm#sec_38a-479ppp
https://www.cga.ct.gov/current/pub/chap_700c.htm#sec_38a-479ppp
https://www.cga.ct.gov/current/pub/chap_700c.htm#sec_38a-479ppp
https://www.cga.ct.gov/current/pub/chap_700c.htm#sec_38a-479qqq
https://www.cga.ct.gov/current/pub/chap_700c.htm#sec_38a-479qqq
https://www.cga.ct.gov/current/pub/chap_700c.htm#sec_38a-479qqq


AMCP State PBM Law Inventory 

13 
 

 
Each health carrier must submit the following information 
to the Insurance Commissioner when the carrier submits 
a rate filing for a health plan: 

• For covered outpatient drugs, the 25 most frequently 
prescribed drugs, the 25 drugs the health plan 
covered at the greatest cost, and the 25 drugs that 
experienced the greatest year-over-year increase in 
cost.  

• The portion of the premium for such health plan that 
is attributable to covered outpatient drugs, stratified 
by brand-name drugs, generic drugs, or specialty 
drugs. 

• The year-over-year increase, calculated on a per-
member, per-month basis and expressed as a 
percentage, in the annual total cost of brand-name 
drugs, generic drugs, and specialty drugs covered by 
the plan. 

• A comparison, calculated on a per-member, per-
month basis, of the year-over-year increase in the 
cost of covered outpatient drugs to the increase in 
the costs of other contributors to the premium costs 
of the health plan.  

• The name of each specialty drug covered during the 
calendar year. 

• The names of the 25 most frequently prescribed 
outpatient prescription drugs for which the carrier 
received manufacturer rebates.  

PBM Income N/A  

Pharmacy Contracting N/A  

Patient Cost Sharing Copay Adjustment Programs: 
When calculating an enrollee’s liability for a coinsurance, 
copay, deductible, or other out-of-pocket expense for a 
covered benefit, an MCO shall give credit for any 
discount provided or payment made by a third party. 
 
Maximum Cost-Sharing Levels: 
No health carrier or PBM shall require an individual to 
make a payment at the point of sale for a covered drug 
that is greater than the lesser of 1) the applicable 
copayment, 2) the allowable claim amount (i.e. the 
amount the carrier or PBM has agreed to pay the 
pharmacy), or 3) the amount an individual would pay 
without using a health benefit plan or any other source of 
discounts.  
 
Copay Cap: 
Each individual health insurance policy delivered, issued 
for delivery, renewed, amended or continued in this state 
shall provide coverage for the treatment of all types of 
diabetes. No policy shall impose coinsurance, 
copayments, deductibles and other out-of-pocket 
expenses on an insured that exceed: 

• $25 for each 30-day supply of a medically necessary 
covered insulin drug, 

Conn. Gen. 
Stat. § 38a-
478w 
 
Conn. Gen. Stat 
§ 38a-477cc 
 
Conn. Gen. 
Stat. § 38a-492d 

https://www.cga.ct.gov/current/pub/chap_700c.htm#sec_38a-478w
https://www.cga.ct.gov/current/pub/chap_700c.htm#sec_38a-478w
https://www.cga.ct.gov/current/pub/chap_700c.htm#sec_38a-478w
https://www.cga.ct.gov/current/pub/chap_700c.htm#sec_38a-477cc
https://www.cga.ct.gov/current/pub/chap_700c.htm#sec_38a-477cc
https://www.cga.ct.gov/2025/pub/chap_700c.htm
https://www.cga.ct.gov/2025/pub/chap_700c.htm
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• $25 for each 30-day supply of a medically necessary 
covered noninsulin drug if such noninsulin drug is a 
glucagon drug.  

• $100 for a 30-day supply of all medically necessary 
covered diabetes devices and diabetic ketoacidosis 
devices for such insured that are in accordance with 
such insured's diabetes treatment plan.  

 

Delaware 

Issue Summary Citation 

Licensing/Registration A PBM must register with the Insurance Commissioner 
as a PBM before providing pharmacy benefit 
management services in Delaware to a purchaser. 
Purchasers may not enter into an agreement or contract 
with a PBM that has not registered with the commission. 
A PBM applying for registration must file an application 
form provided by the commission along with a fee of 
$1,000.  
 
A PBM registration expires on May 1 after its effective 
date. A PBM may renew its registration for an additional 
1-year term by filing a registration renewal application 
and paying a $1,000 renewal fee.  

Del. Code tit. 18 
§ 3353A-3354A 

Reporting 
Requirements 

A PBM shall report to the commission, on a quarterly 
basis, all of the following for each insurer: 

• An itemization of PBM revenue sources, including 
professional fees, administrative fees, processing 
fees, audits, direct and indirect remuneration fees, or 
any other fees, 

• The aggregate amount of rebates distributed to the 
appropriate insurer, 

• The aggregate amount of rebates passed on to 
insureds of each insurer at the point of sale that 
reduced the insureds’ applicable cost-sharing 
amount, 

• The individual and aggregate amount the insurer 
paid to the PBM for pharmacy goods or services 
itemized by: 

o Pharmacy. 
o Product. 
o Goods and services. 

• The individual and aggregate amount a PBM paid for 
pharmacy goods or services, itemized by all of the 
following: 

o Pharmacy. 
o Product. 
o Goods and services. 

Del. Code tit. 18 
§ 3363A 

PBM Income Spread Pricing:  
A PBM or a representative of a PBM may not engage in 
spread pricing. Purchasers may not contract with a PBM 
that conducts spread pricing.    

Del. Code tit. 18 
§ 3371A-3372A  

Pharmacy Contracting Minimum Reimbursement: Del. Code tit. 18 
§ 3372A  

https://delcode.delaware.gov/title18/c033a/sc05/index.html
https://delcode.delaware.gov/title18/c033a/sc05/index.html
https://delcode.delaware.gov/title18/c033a/sc06/index.html#3363A.
https://delcode.delaware.gov/title18/c033a/sc06/index.html#3363A.
https://delcode.delaware.gov/title18/c033a/sc07/index.html#3372A.
https://delcode.delaware.gov/title18/c033a/sc07/index.html#3372A.
https://delcode.delaware.gov/title18/c033a/sc07/index.html#3372A.
https://delcode.delaware.gov/title18/c033a/sc07/index.html#3372A.
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A PBM or a representative of a PBM may not pay or 
reimburse a pharmacy or pharmacist for the ingredient 
drug product component of pharmacist services at a rate 
less than the NADAC, or if unavailable, the WAC. 

 
MAC Pricing:  
A PBM must ensure that a product meets certain 
requirements before placing it on a MAC list and maintain 
a process to remove a product from the list if it no longer 
meets these requirements.  
 
A PBM engaging in MAC pricing must make the sources 
used to determine such prices available to all network 
providers at the beginning of the network provider 
contract and upon renewal. MAC price information must 
be made available to network pharmacy providers in an 
electronic format. A PBM shall review MAC prices at least 
every 7 business days and update MAC price information 
if there are any modifications. A PBM shall use the 
updated price information to calculate MAC 
reimbursements on the day following a modification. 
Dispensing fees may not be included in the MAC price.  
 
A PBM must establish a process for a network pharmacy 
provider to appeal their reimbursement for a drug subject 
to MAC pricing. Information on how to file an appeal must 
be provided to network pharmacies at the beginning of 
their contract and upon renewal; the PBM must also 
disclose its appeals process on its website. If a PBM 
denies an appeal, it must provide the reason for the 
denial and the name and NDC of the national or regional 
wholesalers operating in Delaware that have the drug in 
stock at a price below the MAC. A pharmacy may appeal 
a denial to the Insurance Commission, which will review 
the PBM’s compensation program. If a PBM grants an 
appeal, it shall update the MAC price information and 
provide updated reimbursement to the petitioning 
pharmacy without requiring the pharmacy to reverse and 
rebill the claim. It shall also notify similarly situated 
pharmacies and allow them to reverse and rebill claims 
without requiring a separate appeal.  
 
A PBM may not charge a fee related to the re-
adjudication of a claim or retaliate against a network 
pharmacy provider for exercising its right to appeal a 
reimbursement.  
 
This section does not apply to the Medicaid fee-for-
service program.  

 
Del. Code tit. 18 

§ 3322A-3324A  

Patient Cost Sharing Copay Adjustment Programs: 
When calculating an enrollee’s contribution to any cost-
sharing requirement, a PBM shall include any cost-
sharing amounts paid by the enrollee or on the enrollee’s 
behalf by another person.  
 
Copay Cap: 

Del. Code tit. 18 
§ 3382 
 
Del. Code tit. 18 
§ 3344B 

https://delcode.delaware.gov/title18/c033a/sc02/index.shtml
https://delcode.delaware.gov/title18/c033a/sc02/index.shtml
https://delcode.delaware.gov/title18/c033a/sc08/index.html
https://delcode.delaware.gov/title18/c033a/sc08/index.html
https://delcode.delaware.gov/title18/c033/sc01/
https://delcode.delaware.gov/title18/c033/sc01/
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An individual health insurance policy, contract, or 
certificate that is delivered, issued for delivery, renewed, 
extended, or modified in this State that provides 
coverage for prescription insulin drugs must do all of the 
following: 

• Cap the total amount that a covered individual is 
required to pay for covered prescription insulin drugs 
at no more than $100 per month for each enrolled 
individual, regardless of the amount or types of 
insulin needed to fill the covered individual’s 
prescriptions. The $100 per month cap includes 
deductible payments and cost-sharing amounts 
charged once a deductible is met. 

• Include at least 1 formulation of each of the following 
types of prescription insulin drugs on the lowest tier 
of the drug formulary developed and maintained by 
the carrier: 

o Rapid-acting. 
o Short-acting. 
o Intermediate-acting. 
o Long-acting. 

 

Florida 

Issue Summary Citation 

Licensing/Registration A PBM must register with the Office of Insurance 
Regulation to conduct business in Florida. To register or 
renew a registration, a PBM shall submit a nonrefundable 
fee of up to $500, a copy of the registrant’s corporate 
charter, and a complete registration form as determined 
by the department. Registration is valid for 2 years after 
its date of issue. A person who fails to register while 
operating as a PBM is subject to a fine of $10,000 for 
each violation.  
 
Starting January 1, 2024, PBMs must also obtain a 
certificate of authority to act as an administrator under 
Florida’s Insurance Code. PBMs must comply with the 
requirements under s. 626.8805.  

Fla. Stat. § 
624.490  
Fla. Stat. § 
626.8805 

Reporting 
Requirements 

Beginning January 1, 2024, PBMs must submit reports 
annually to OIR to meet the requirements for certified 
administrator under s. 626.89. Under this section, PBMs 
must submit:  

• A full and true statement of its financial condition, 
transactions, and affairs, 

• An audited financial statement performed by an 
independent certified public accountant,  

• A statement attesting to its compliance with the 
network requirements of s. 626.8825, and 

• Any administrative, civil, or criminal complaints, 
settlements, or discipline of the PBM or any of its 
affiliates which relate to a violation of the insurance 
laws, including pharmacy benefit laws in any state. 

 

Fla. Stat. § 
626.89 
 
Fla. Stat. § 
626.8828 
 
Fla. Stat. § 
626.8814 

https://www.leg.state.fl.us/statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=626.8805&URL=0600-0699/0626/Sections/0626.8805.html
http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=0600-0699/0624/Sections/0624.490.html
http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=0600-0699/0624/Sections/0624.490.html
https://www.leg.state.fl.us/statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=626.8805&URL=0600-0699/0626/Sections/0626.8805.html
https://www.leg.state.fl.us/statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=626.8805&URL=0600-0699/0626/Sections/0626.8805.html
https://www.leg.state.fl.us/statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=626.89&URL=0600-0699/0626/Sections/0626.89.html
https://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&Search_String=626.89&URL=0600-0699/0626/Sections/0626.8825.html
https://www.leg.state.fl.us/statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=626.89&URL=0600-0699/0626/Sections/0626.89.html
https://www.leg.state.fl.us/statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=626.89&URL=0600-0699/0626/Sections/0626.89.html
https://www.leg.state.fl.us/statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=626.8828&URL=0600-0699/0626/Sections/0626.8828.html
https://www.leg.state.fl.us/statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=626.8828&URL=0600-0699/0626/Sections/0626.8828.html
https://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&URL=0600-0699/0626/0626.html
https://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&URL=0600-0699/0626/0626.html
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OIR may investigate PBMs. The office shall examine the 
business and affairs of each registered PBM at least 
biennially. The biennial examination of each PBM must 
be a systematic review for the purpose of determining the 
PBM’s compliance with all provisions of this part and all 
other laws or rules applicable to PBMs and must include 
a detailed review of the PBM’s compliance with ss. 
626.8825 and 626.8827.  
 
The first 2-year cycle for conducting biennial reviews 
begins January 1, 2025. By January 15, 2026, and each 
January 15 thereafter, the office shall submit to the 
Governor, the President of the Senate, and the Speaker 
of the House of Representatives a report summarizing 
the results of the prior year’s examinations which 
includes detailed descriptions of any violations committed 
by each PBM and detailed reporting of actions taken by 
the office against each PBM for such violations. 
 
PBMs shall identify to OIR any ownership affiliation of 
any kind with any pharmacy which, either directly or 
indirectly, through one or more intermediaries: 

• Has an investment or ownership interest in a PBM 
holding a certificate of authority issued under this 
part; 

• Shares common ownership with a PBM holding a 
certificate of authority; or 

• Has an investor or a holder of an ownership interest 
which is a PBM holding a certificate of authority. 

• A PBM shall report any change in the above 
information to OIR in writing within 60 days after the 
change occurs. 

PBM Income Spread Pricing:  
All contracts between a PBM and a pharmacy benefits 
plan or program shall exclude terms that allow for the 
direct or indirect engagement in the practice of spread 
pricing unless the PBM passes along the entire amount 
of such difference to the pharmacy benefits plan or 
program.  
 
Rebate Pass-Through: 
All contracts between a PBM and a pharmacy benefits 
plan or program shall use a pass-through pricing model 
that requires the PBM to pass 100 percent of all 
prescription drug manufacturer rebates received to the 
pharmacy benefits plan or program, if the contractual 
arrangement delegates the negotiation of rebates to the 
PBM, for the sole purpose of offsetting defined cost 
sharing and reducing premiums of covered persons.  
 
Any excess rebate revenue after the PBM and the 
pharmacy benefits plan or program have taken all actions 
required under this section must be used for the sole 
purpose of offsetting copayments and deductibles of 
covered persons.  

Fla. Stat. § 
626.8825 

https://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&Search_String=626.89&URL=0600-0699/0626/Sections/0626.8825.html
https://www.leg.state.fl.us/statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=626.8827&URL=0600-0699/0626/Sections/0626.8827.html
https://www.leg.state.fl.us/Statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=pharmacy+benefit+manager&URL=0600-0699/0626/Sections/0626.8825.html
https://www.leg.state.fl.us/Statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=pharmacy+benefit+manager&URL=0600-0699/0626/Sections/0626.8825.html


AMCP State PBM Law Inventory 

18 
 

 
This requirement does not apply to contracts involving 
Medicaid managed care plans. 

Pharmacy Contracting MAC Pricing:  
A contract between a health insurer and a PBM must 
require that the PBM: 

• Update MAC pricing information at least every 7 
calendar days. 

• Maintain a process that will, in a timely manner, 
eliminate drugs from MAC lists or modify drug prices 
to remain consistent with changes in pricing data 
used in formulating MAC prices and product 
availability. 

 
Pharmacy network contracts must provide a reasonable 
administrative appeal procedure to allow a pharmacy or 
pharmacist to challenge the MAC pricing information and 
the reimbursement made under the MAC as defined in 
s. 627.64741 for a specific drug as being below the 
acquisition cost available to the challenging pharmacy or 
pharmacist. S. 626.8825 establishes standards for MAC 
appeal procedures.  

• Every 90 days, a PBM shall report to Office of the 
Insurance Regulator the total number of appeals 
received and denied in the preceding 90-day period, 
with an explanation or reason for each denial, for 
each specific drug for which an appeal was 
submitted. 

 
Patient Steering: 
Pharmacy networks may not be limited to include only 
affiliated pharmacies.  
 
PBMs are prohibited from 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. 
 
For the in-person administration of covered prescription 
drugs, PBMs may not require a covered person to 
receive pharmacist services from an affiliated pharmacy 
or an affiliated health care provider.  
 
PBMs may 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 PBM’s 
network for the covered person’s pharmacy benefits plan 
or program. PBMs may operate mail-order or delivery 

Fla. Stat. § 
627.64741  
 
Fla. Stat. § 
626.8825 

https://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=pharmacy%20benefit%20manager&URL=0600-0699/0627/Sections/0627.64741.html
https://www.leg.state.fl.us/Statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=pharmacy+benefit+manager&URL=0600-0699/0626/Sections/0626.8825.html
http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=0600-0699/0627/Sections/0627.64741.html
http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=0600-0699/0627/Sections/0627.64741.html
https://www.leg.state.fl.us/Statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=pharmacy+benefit+manager&URL=0600-0699/0626/Sections/0626.8825.html
https://www.leg.state.fl.us/Statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=pharmacy+benefit+manager&URL=0600-0699/0626/Sections/0626.8825.html
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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.  

Patient Cost Sharing Maximum Cost-Sharing Levels: 
A PBM may not require a covered individual to pay a 
cost-sharing obligation that exceeds: 

• The applicable cost-sharing amount under the 
applicable pharmacy benefits plan or program; or 

• The usual and customary price. 

Fla. Stat. § 
626.8827 

 

Georgia 

Issue Summary Citation 

Licensing/Registration PBMs must obtain a license to operate from the 
Insurance Commission, which must be renewed annually. 
Fees include $2,000 for an initial application and $1,000 
for a renewal application. Applicants must file and 
maintain a bond worth $100,000 in favor of the 
Commissioner and maintain liability insurance coverage 
of at least $250,000.  
 
The Insurance Commission may suspend, revoke, or 
refuse to renew a license under certain circumstances 
set out in s. 33-64-2. The Commissioner may levy a civil 
monetary penalty of up to $2,000 per violation and up to 
$10,000 per willful violation. 
 
PBMs do not need a license as an administrator to 
perform pharmacy benefit management functions.   

O.C.G.A. § 33-
64-2 
 
O.C.G.A. § 33-
64-3 
 
O.C.G.A. § 33-
64-6 

Reporting 
Requirements 

A PBM shall report annually to each health plan and the 
Department of Insurance the aggregate amount of all 
rebates and other payments that the PBM received from 
pharmaceutical manufacturers in connection with claims 
if administered on behalf of the health plan. 
 
A PBM shall report in the aggregate to a health plan the 
difference between the amount the PBM reimbursed a 
pharmacy and the amount the PBM charged the health 
plan.  
 
By March 1 of each year, a PBM shall provide a letter to 
the Insurance Commissioner attesting as to whether, in 
the previous calendar year, it engaged in the practices of 
steering or imposing point-of-sale fees or retroactive 
fees. The PBM shall also submit data detailing all 
prescription drug claims it administered for Georgia 
insureds on behalf of each health plan client and any 
other data the Commissioner deems necessary to 
evaluate whether a PBM may be engaged in the practice 
of steering or imposing point-of-sale fees or retroactive 
fees. Such data shall be confidential and not subject to 
Article 4 of Chapter 18 of Title 50, relating to open 

O.C.G.A. § 33-
64-10 
 
O.C.G.A. § 33-
64-12 

https://www.leg.state.fl.us/statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=626.8827&URL=0600-0699/0626/Sections/0626.8827.html
https://www.leg.state.fl.us/statutes/index.cfm?mode=View%20Statutes&SubMenu=1&App_mode=Display_Statute&Search_String=626.8827&URL=0600-0699/0626/Sections/0626.8827.html
https://advance.lexis.com/documentpage/?pdistocdocslideraccess=true&config=00JAA1MDBlYzczZi1lYjFlLTQxMTgtYWE3OS02YTgyOGM2NWJlMDYKAFBvZENhdGFsb2feed0oM9qoQOMCSJFX5qkd&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A6348-FXD1-DYB7-W22R-00008-00&pdcomponentid=234187&pdtocnodeidentifier=ABHADCAAD&ecomp=h2vckkk&crid=62f14dcb-5c20-4c26-be54-76d97ae9ef44
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W22R-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-2&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W22R-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-2&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W22S-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-3&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W22S-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-3&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W22W-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-6&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W22W-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-6&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W233-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-10&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W233-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-10&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W235-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-12&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W235-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-12&context=1000516
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records; provided, however, that the Commissioner shall 
prepare an aggregate report reflecting the total number of 
prescriptions administered by the reporting PBM on 
behalf of all health plans in the state, along with the total 
sum due to the state. The Department of Audits and 
Accounts shall have access to all confidential data 
collected by the Commissioner for audit purposes. 

PBM Income Rebate Pass-Through: 
A PBM shall offer a health plan the ability to receive 
100% of all rebates it receives from pharmaceutical 
manufacturers.  
 
Spread Pricing:  
A PBM shall offer a health plan the option of charging 
such health plan the same price for a prescription drug as 
it pays a pharmacy for the prescription drug.  
 
A PBM must charge a health benefit plan administered by 
or on behalf of the state or a political subdivision of the 
state, including any county or municipality, the same 
price for a prescription drug as it pays a pharmacy for the 
prescription drug. 

O.C.G.A. § 33-
64-10 

Pharmacy Contracting MAC Pricing: 
Upon each contract execution or renewal between a 
PBM and a pharmacy or a pharmacy’s contracting agent, 
a PBM shall: 

• Identify the sources utilized to determine multi-source 
generic drug pricing and update such pricing 
information at least every five business days; and 

• Maintain a procedure to eliminate products from the 
multi-source generic list of drugs subject to such 
pricing or modify multi-source generic drug pricing 
within five business days when such drugs do not 
meet the standards and requirements, to remain 
consistent with pricing changes in the marketplace. 

 
A PBM shall reimburse pharmacies for drugs subject to 
multi-source generic drug pricing based upon pricing 
information that has been updated within five business 
days. 
 
A PBM may not place a drug on a multi-source generic 
list unless there are at least two therapeutically 
equivalent, multi-source generic drugs, or at least one 
generic drug available from only one manufacturer, 
generally available for purchase by network pharmacies 
from national or regional wholesalers. 
 
All network contracts shall include a process for internal 
appeals, investigations, and resolution of disputes 
regarding multi-source generic drug pricing. The process 
shall include the following: 

• The right to appeal shall be limited to 14 calendar 
days following reimbursement of the initial claim; and 

O.C.G.A. § 33-
64-9 
 
O.C.G.A. § 33-
64-9.1 
 
O.C.G.A. § 26-
4-119 
 
O.C.G.A. § 33-
64-11 
 
O.C.G.A. § 33-
64-12 

https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W233-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-10&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W233-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-10&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W230-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-9&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W230-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-9&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W231-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-9.1&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W231-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-9.1&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FWS1-DYB7-W42Y-00008-00?cite=O.C.G.A.%20%C2%A7%2026-4-119&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FWS1-DYB7-W42Y-00008-00?cite=O.C.G.A.%20%C2%A7%2026-4-119&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W234-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-11&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W234-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-11&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W235-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-12&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W235-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-12&context=1000516
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• A requirement that the health benefit plan issuer or 
PBM shall respond to an appeal described in 
subsection (a) of this Code section no later than 14 
calendar days after the date the appeal was received 
by such health benefit plan issuer or PBM. 

 
For appeals that are denied, the PBM shall provide the 
reason for the denial and identify the NDC of a drug 
product that may be purchased by contracted 
pharmacies at a price at or below the MAC. 
 
If the appeal is successful, the health benefit plan issuer 
or PBM shall: 

• Adjust the MAC price that is the subject of the appeal 
effective on the day after the date the appeal is 
decided; 

• Apply the adjusted MAC price to all similarly situated 
pharmacists and pharmacies as determined by the 
health plan issuer or PBM; and 

• Allow the pharmacist or pharmacy that succeeded in 
the appeal to reverse and rebill the pharmacy 
benefits claim giving rise to the appeal. 

 
Appeals shall be upheld if: 

• The pharmacy being reimbursed for the drug subject 
to the multi-source generic drug pricing in question 
was not reimbursed as required in subsection (b) of 
this Code section; or 

• The drug subject to the multi-source generic drug 
pricing in question does not meet the requirements 
set forth in subsection (c) of this Code section. 

 
PBMs shall file the methodologies used in connection 
with determining MAC pricing lists with the Insurance 
Commission.  
 
Minimum Reimbursement: 
A PBM shall use the NADAC as a point of reference for 
the ingredient drug product component of a pharmacy’s 
reimbursement for drugs appearing on the NADAC list. 
PBMs are not required to reimburse a pharmacy based 
on the NADAC price for a covered drug.  
 
A PBM shall produce a report every four months, which 
shall be provided to the Commissioner and published by 
the PBM on a website available to the public for no less 
than 24 months, of all drugs appearing on the NADAC list 
reimbursed at least 10 percent below the NADAC, as well 
as all drugs reimbursed at least 10 percent above the 
NADAC. For each drug in the report, a PBM shall include 
the month the drug was dispensed, the quantity of the 
drug dispensed, the amount the pharmacy was 
reimbursed per unit or dosage, whether the dispensing 
pharmacy was an affiliate, whether the drug was 
dispensed pursuant to a state or local government health 
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plan, and the average NADAC for the month the drug 
was dispensed. Such report shall exclude drugs 
dispensed pursuant to the 340B Drug Discount Program.  
 
Patient Steering: 
A PBM shall be prohibited from engaging in patient 
steering. S. 26-4-119 defines activities that may be 
considered steering, including offering or implementing 
plan designs that require patients to utilize affiliated 
pharmacies or other pharmacies with affiliates, or that 
increase plan or patient costs, including requiring patients 
to pay the full cost for a prescription when patients 
choose not to use affiliated pharmacies or other 
pharmacies with affiliates.  
 
A PBM may not transfer records relative to prescription 
information containing patient-identifiable and prescriber-
identifiable data to an affiliated pharmacy for any 
commercial purpose. This does not prohibit the exchange 
of prescription information between a PBM and an 
affiliated pharmacy for the limited purposes of pharmacy 
reimbursement, formulary compliance, pharmacy care, or 
utilization review 
 
A PBM that engages in the practices of steering or 
imposing point-of-sale fees or retroactive fees shall be 
subject to a surcharge payable to the state of 10 percent 
on the aggregate dollar amount it reimbursed pharmacies 
in the previous calendar year for prescription drugs for 
Georgia insureds. 

Patient Cost Sharing Copayment Adjustment Programs: 
When calculating an insured’s contribution to any out-of-
pocket maximum, deductible, or copayment 
responsibility, a PBM shall include any amount paid by 
the insured or paid on their behalf through a third-party 
payment, financial assistance, discount, or product 
voucher for a prescription drug that does not have a 
generic equivalent or that has a generic equivalent but 
was obtained through prior authorization, a step therapy 
protocol, or the insurer’s exceptions and appeals 
process.  
 
Maximum Cost-Sharing Levels: 
A PBM may not charge or collect a copayment from an 
insured that exceeds the total submitted charges by the 
network pharmacy or other dispenser practice.  

O.C.G.A. § 33-
64-10 

 

Hawaii 

Issue Summary Citation 

Licensing/Registration PBMs must register with the Department of Commerce 
and Consumer Affairs (DCCA). Registrations must be 
renewed annually. Each person seeking to register as a 
PBM shall file with the commissioner an application on a 

Haw. Rev. Stat. 
§ 431S-3  

https://advance.lexis.com/document?pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A6348-FWS1-DYB7-W42Y-00008-00&pdcontentcomponentid=234186&ecomp=hcgmk&earg=sr1&crid=a5239555-37f6-4bbd-a869-4b2c99bf475e
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W233-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-10&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/6348-FXD1-DYB7-W233-00008-00?cite=O.C.G.A.%20%C2%A7%2033-64-10&context=1000516
http://www.capitol.hawaii.gov/hrscurrent/Vol09_Ch0431-0435H/HRS0431S/HRS_0431S-0003.htm
http://www.capitol.hawaii.gov/hrscurrent/Vol09_Ch0431-0435H/HRS0431S/HRS_0431S-0003.htm
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form prescribed by the commissioner.  The application 
shall include: 

• The name, address, official position, and professional 
qualifications of each individual who is responsible 
for the conduct of the affairs of the PBM, including all 
members of the board of directors; board of trustees; 
executive commission; other governing board or 
committee; principal officers, as applicable; partners 
or members, as applicable; and any other person 
who exercises control or influence over the affairs of 
the PBM; 

• The name and address of the applicant's agent for 
service of process in the State; and 

• A nonrefundable issuance fee of $140. 
The commissioner may, upon showing of good cause, 
waive or modify, in whole or part, the fee in this 
subsection by order. 

Reporting 
Requirements 

No later than March 31 of each calendar year, each 
prescription drug benefit plan, health benefits plan, and 
PBM shall file with the insurance commissioner, in such 
form and detail as the insurance commissioner shall 
prescribe, a report for the preceding calendar year stating 
that the PBM or prescription drug benefit plan is in 
compliance with this chapter. The report shall fully 
disclose the amount, terms, and conditions relating to 
copayments, reimbursement options, and other 
payments associated with a prescription drug benefit 
plan. 
 
The insurance commissioner shall review and examine 
records supporting the accuracy and completeness of the 
report and, no later than ninety days after the receipt of 
the report, shall make available to a purchaser of a 
prescription drug benefit plan and to any retail community 
pharmacy participating in a retail pharmacy network 
under section 431R-2 that provides benefits to 
beneficiaries of a prescription drug benefit plan a 
summary of the amount, terms, and conditions relating to 
copayments, reimbursement options, and other 
payments associated with a prescription drug benefit 
plan. 

Haw. Rev. Stat. 
§ 431R-4  

PBM Income N/A  

Pharmacy Contracting N/A  

Patient Cost Sharing N/A  

 

Idaho 

Issue Summary Citation 

Licensing/Registration A person may not perform any pharmacy benefit 
management service unless the person is registered as a 
PBM with the Department of Insurance. PBMs must 
apply by April 1 of each year using a form prescribed by 
the director.  

Idaho Code 
Ann. § 41-349 
(3)  

http://www.capitol.hawaii.gov/hrscurrent/Vol09_Ch0431-0435H/HRS0431R/HRS_0431R-0004.htm
http://www.capitol.hawaii.gov/hrscurrent/Vol09_Ch0431-0435H/HRS0431R/HRS_0431R-0004.htm
https://legislature.idaho.gov/statutesrules/idstat/Title41/T41CH3/SECT41-349/
https://legislature.idaho.gov/statutesrules/idstat/Title41/T41CH3/SECT41-349/
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Reporting 
Requirements 

The PBM shall disclose the following information to each 
health plan, payer, and pharmacy with which the PBM 
has a contract to provide pharmacy benefit management 
services: 

• The cost, price, and reimbursement of the 
prescription drug; 

• Each fee, markup, and discount charged or 
imposed by the PBM; or 

• The aggregate amount of all remuneration the 
PBM receives from a prescription drug 
manufacturer for a prescription drug, including 
any rebate, discount, administration fee, and any 
other payment or credit obtained or agreement 
for pharmacy benefit management services to a 
health plan or payer. 

 
No later than January 1, 2025, and each year thereafter, 
each licensed PBM shall report to the director of the 
Department of Insurance the following information: 

• The aggregate amount of the difference between the 
amount the PBM paid each pharmacy on behalf of 
the health plan for prescription drugs; and 

• If at any time during the reporting year the PBM 
moved or reassigned a prescription drug to a 
formulary tier that has a higher cost, higher 
copayment, higher coinsurance, higher deductible to 
a consumer, or lower reimbursement to a pharmacy, 
an explanation of the reason why the drug was 
moved or reassigned, including whether the move or 
reassignment was determined or requested by a 
prescription drug manufacturer or other entity. 

• Any PBM that owns, controls, or is affiliated with a 
pharmacy shall also report any difference in 
reimbursement rates or practices, direct and indirect 
remuneration fees or other price concessions, and 
clawbacks between a pharmacy that is owned, 
controlled, or affiliated with the PBM and any other 
pharmacy. 

Idaho Code 
Ann. § 41-349 
(6) 
 
Idaho Code 
Ann. § 41-349 
(10) 

PBM Income Spread Pricing:  
A PBM shall not charge a pharmacy benefits plan or 
program a different amount for a prescription drug’s 
ingredient cost or dispensing fee than the amount the 
PBM reimburses a pharmacy for the prescription drug’s 
ingredient cost or dispensing fee, where the PBM retains 
the amount of any such difference. 
 
Rebate Pass-Through: 
The PBM shall pass along or return 100% of any 
manufacturer rebate to a pharmacy benefits plan or 
program, including any payment, discount, incentive, fee, 
price concession, or other remuneration. 

Idaho Code 
Ann. § 41-349 
(4) 
 
Idaho Code 
Ann. § 41-349 
(5) 

Pharmacy Contracting MAC Pricing: 
A PBM using MAC pricing may place a drug on a MAC 
list if the PBM does the following: 

• Ensures that the drug: 

Idaho Code 
Ann. § 41-349 
(7) 
 

https://legislature.idaho.gov/statutesrules/idstat/Title41/T41CH3/SECT41-349/
https://legislature.idaho.gov/statutesrules/idstat/Title41/T41CH3/SECT41-349/
https://legislature.idaho.gov/statutesrules/idstat/Title41/T41CH3/SECT41-349/
https://legislature.idaho.gov/statutesrules/idstat/Title41/T41CH3/SECT41-349/
https://legislature.idaho.gov/statutesrules/idstat/Title41/T41CH3/SECT41-349/
https://legislature.idaho.gov/statutesrules/idstat/Title41/T41CH3/SECT41-349/
https://legislature.idaho.gov/statutesrules/idstat/Title41/T41CH3/SECT41-349/
https://legislature.idaho.gov/statutesrules/idstat/Title41/T41CH3/SECT41-349/
https://legislature.idaho.gov/statutesrules/idstat/Title41/T41CH3/SECT41-349/
https://legislature.idaho.gov/statutesrules/idstat/Title41/T41CH3/SECT41-349/
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o Is listed as A-rated or B-rated in the most recent 
version of the FDA’s approved drug products with 
therapeutic equivalence evaluations, also known 
as the "orange book"; or 

o Has an NR or NA rating or a similar rating by a 
nationally recognized reference; and 

o Is available for purchase by pharmacies in the 
state from national or regional wholesalers and is 
not obsolete; 

• Provides to a network pharmacy, at the time a 
contract is entered into or renewed with the network 
pharmacy, the sources used to determine the MAC 
pricing for the MAC list specific to that provider; 

• Reviews and updates MAC price information at least 
once every 7 business days to reflect any 
modification of MAC pricing; 

• Establishes a process for eliminating products from 
the MAC list or modifying MAC prices in a timely 
manner to remain consistent with pricing changes 
and product availability in the marketplace; 

• Establishes a process by which a network pharmacy, 
or a network pharmacy’s contracting agent, may 
appeal the reimbursement for a generic drug no later 
than thirty (30) days after such reimbursement is 
made; and 

• Provides a process for each of its network 
pharmacies to readily access the MAC list specific to 
that provider. 

 
Patient Steering: 
Pharmacy networks must meet or exceed Medicare Part 
D program standards for convenient access to network 
pharmacies and: 

• Do not limit a network to solely include affiliated 
pharmacies; 

• 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 PBM’s network for the covered 
person’s pharmacy benefits plan or program. The 
provisions of this subparagraph do not prohibit a 
PBM 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; 

• 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 

Idaho Code 
Ann. § 41-349 
(11) 

https://legislature.idaho.gov/statutesrules/idstat/Title41/T41CH3/SECT41-349/
https://legislature.idaho.gov/statutesrules/idstat/Title41/T41CH3/SECT41-349/
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• Prohibit offering or implementing pharmacy networks 
that require or provide a promotional item or an 
incentive 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. Provided, 
however, a PBM may include an affiliated pharmacy 
in communications to covered persons regarding 
network pharmacies and prices as long as the PBM 
includes information, such as links to all nonaffiliated 
network pharmacies, in such communications and 
that the information provided is accurate and of equal 
prominence. The provisions of this subparagraph 
may not be construed to prohibit a PBM from 
entering into an agreement with an affiliated 
pharmacy to provide pharmacist services to covered 
persons. 

Patient Cost Sharing Maximum Cost Sharing Levels: 
The PBM may not communicate at the point-of-sale, or 
otherwise require, a cost-sharing obligation for the 
covered person in an amount that exceeds the lesser of: 

• The applicable cost-sharing amount under the 
applicable pharmacy benefits plan or program; or 

• The amount that will be retained by the pharmacy. 

Idaho Code 
Ann. § 41-349 
(13) 

 

Illinois 

Issue Summary Citation 

Licensing/Registration To conduct business in Illinois, a PBM must register with 
the Department. Certificates shall be valid for 2 years 
after its date of issue. To initially register or renew a 
registration, a PBM shall submit: 

• A nonrefundable fee not to exceed $500. 

• A copy of the registrant's corporate charter, articles of 
incorporation, or other charter document. 

• A completed registration form adopted by the 
Director.  

 
On or before August 1, 2025, the PBM shall submit a 
report to the Department that lists the name of each 
health benefit plan it administers, provides the number of 
Illinois residents who are covered individuals for each 
health benefit plan as of the date of submission, and 
provides the total number of Illinois residents who are 
covered individuals across all health benefit plans the 
PBM administers. On or before September 1, 2025, a 
registered PBM, as a condition of its authority to transact 
business in this State, must submit to the Department an 
amount equal to $15 or an alternate amount as 
determined by the Director by rule per covered individual 
enrolled by the PBM in this State, as detailed in the 
report submitted to the Department under this 
subsection, during the preceding calendar year. On or 
before September 1, 2026, and each September 1 

215 Ill. Comp. 
Stat. § 5/513b2 

https://legislature.idaho.gov/statutesrules/idstat/Title41/T41CH3/SECT41-349/
https://legislature.idaho.gov/statutesrules/idstat/Title41/T41CH3/SECT41-349/
https://www.ilga.gov/legislation/ilcs/fulltext.asp?DocName=021500050K513b2
https://www.ilga.gov/legislation/ilcs/fulltext.asp?DocName=021500050K513b2
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thereafter, payments submitted under this subsection 
shall be based on the number of Illinois residents who 
are covered individuals reported to the Department in s. 
513b1.1. 
 
All amounts collected shall be deposited into the 
Prescription Drug Affordability Fund.  

Reporting 
Requirements 

Records of rebates and fees remitted from the PBM or 
rebate aggregator must be disclosed to the Department 
annually in a format to be specified by the Department. 
 
A PBM that provides services for a health benefit plan 
must submit an annual report no later than September 1, 
to the Department, each health benefit plan sponsor, and 
each insurer that includes the following: 

• Data on the health benefit plan including: 
o A list of drugs including corresponding 

information on therapeutic class, brand 
name, generic name, or specialty drug name; 

o The total number of covered individuals and 
number of Illinois residents who are covered 
individuals; 

o Number of drug-related claims; 
o Dosage units; 
o Dispensing channel used; 
o Average WAC per drug; and 
o Total out-of-pocket spending by deidentified 

covered individual per drug, per transaction; 

• Amount received by the health benefit plan in 
rebates, fees, or discounts related to drug utilization 
or spending; 

• Total gross spending on drugs by the health benefit 
plan; 

• Total net spending, gross spending less 
administrative portion of the medical loss ratio, on 
drugs by the health benefit plan; 

• The amount paid by the health benefit plan to the 
PBM for reimbursement cost of a drug and service 
per transaction; 

• The amount a PBM paid for pharmacists' services 
and drugs rendered related to the health benefit plan 
per transaction, including, but not limited to, any 
dispensing fee; 

• The specific rebate amount received by the PBM per 
transaction, the amount of the rebates passed 
through to the health benefit plan per transaction, 
and the amount of the rebates passed on to covered 
individuals at the point of sale that reduced the 
covered individuals' applicable deductible, 
copayment, coinsurance, or other cost-sharing 
amount per transaction; 

• Any information collected from drug manufacturers 
pertaining to copayment assistance to the extent 
such information is collected; 

215 Ill. Comp. 

Stat. § 5/513b1 

(f-15) 
 
215 Ill. Comp. 

Stat. § 5/513b1 

(f-25) 
 
215 Ill. Comp. 
Stat. § 

5/513b1.1 

https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=151700000&SeqEnd=152500000&Print=True
https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=151700000&SeqEnd=152500000&Print=True
https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=151700000&SeqEnd=152500000&Print=True
https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=151700000&SeqEnd=152500000&Print=True
https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=151700000&SeqEnd=152500000&Print=True
https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=151700000&SeqEnd=152500000&Print=True
https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=151700000&SeqEnd=152500000&Print=True
https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=151700000&SeqEnd=152500000&Print=True
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• Any compensation paid to brokers, consultants, 
advisors, or any other individual or firm for referrals, 
consideration, or retention by the health benefit plan; 

• Explanation of benefit design parameters 
encouraging or requiring covered individuals to use 
affiliated pharmacies, percentage of drugs charged 
by these pharmacies, and a list of drugs dispensed 
by affiliated pharmacies with their associated costs; 
and 

• A complete copy of each unredacted contract the 
PBM has with the health benefit plan sponsor or 
insurer. 

 
Annual reports must be filed with the Department by 
September 1. Annual reports must be written in plain 
language and contain only summary health information to 
ensure plan, coverage, or covered individual information 
remains private and confidential. Upon request by a 
covered individual, the annual report must be made 
available to help covered individuals understand their 
health benefit plan’s prescription drug coverage.  
 
Failure to comply with these reporting requirements may 
result in fines up of to $10,000 per violation per day.  

PBM Income Spread Pricing: 
A PBM or an affiliate acting on its behalf shall not conduct 
spread pricing. 
 
Rebate Pass-Through: 
A PBM or affiliated rebate aggregator must remit no less 
than 100% of any amounts paid by a pharmaceutical 
manufacturer, wholesaler, or other distributor of a drug, 
including, but not limited to, rebates, group purchasing 
fees, and other fees, to the health benefit plan sponsor, 
covered individual, or employer. 

215 Ill. Comp. 

Stat. § 5/513b1 

(f-5) 
 
215 Ill. Comp. 

Stat. § 5/513b1 

(f-15) 
 

Pharmacy Contracting MAC Pricing: 
To place a drug on a MAC list, the PBM must ensure that: 

• If the drug is a generically equivalent drug, it is listed 
as therapeutically equivalent and pharmaceutically 
equivalent "A" or "B" rated in the FDA's most recent 
version of the "Orange Book" or have an NR or NA 
rating by Medi-Span, Gold Standard, or a similar 
rating by a nationally recognized reference; 

• The drug is available for purchase by each pharmacy 
in the State from national or regional wholesalers 
operating in Illinois; and 

• The drug is not obsolete. 
 
A contract between a health insurer or plan sponsor and 
a PBM must require that the PBM: 

• Update MAC pricing information at least every 7 
calendar days; 

• Maintain a process to eliminate drugs from MAC lists 
or modify drug prices to remain consistent with 

215 Ill. Comp. 

Stat. § 5/513b1 

(b-c) 
 
215 Ill. Comp. 

Stat. § 5/513b1 

(f-10) 

https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=151700000&SeqEnd=152500000&Print=True
https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=151700000&SeqEnd=152500000&Print=True
https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=151700000&SeqEnd=152500000&Print=True
https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=151700000&SeqEnd=152500000&Print=True
https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=151700000&SeqEnd=152500000&Print=True
https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=151700000&SeqEnd=152500000&Print=True
https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=151700000&SeqEnd=152500000&Print=True
https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=151700000&SeqEnd=152500000&Print=True
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changes in pricing data used in formulating MAC 
prices and product availability in a timely manner; 

• Provide access to its MAC list to each pharmacy or 
PSAO, subject to the MAC list. Access may include a 
real-time pharmacy website portal to view the MAC 
list. 

• Provide a process by which a contracted pharmacy 
can appeal the provider's reimbursement for a drug 
subject to MAC pricing. The appeals process must, at 
a minimum, include the following: 

o A requirement that a contracted pharmacy 
has 14 calendar days after the applicable fill 
date to appeal a MAC if the reimbursement 
for the drug is less than the net amount that 
the network provider paid to the supplier of 
the drug. 

o A requirement that a PBM must respond to a 
challenge within 14 calendar days of the 
contracted pharmacy making the claim for 
which the appeal has been submitted. 

o A telephone number and e-mail address or 
website to network providers, at which the 
provider can contact the PBM to process and 
submit an appeal. 

o A requirement that, if an appeal is denied, 
the PBM must provide the reason for the 
denial and the name and the NDC number 
from national or regional wholesalers. 

o A requirement that, if an appeal is sustained, 
the PBM must make an adjustment in the 
drug price effective the date the challenge is 
resolved and make the adjustment applicable 
to all similarly situated network pharmacy 
providers, as determined by the MCO or 
PBM. 

• Allow a plan sponsor or insurer whose coverage is 
administered by the PBM an annual right to audit 
compliance with the terms of the contract by the 
PBM, including, but not limited to, full disclosure of 
any and all rebate amounts secured, whether product 
specific or generalized rebates, that were provided to 
the PBM by a pharmaceutical manufacturer. The cost 
of the audit shall be borne exclusively by the PBM. 

• Allow a plan sponsor or insurer whose coverage is 
administered by the PBM to request that the PBM 
disclose the actual amounts paid by the PBM to the 
pharmacy. 

• Provide notice to the plan sponsor or the insurer 
party contracting with the PBM of any consideration 
that the PBM receives from the manufacturer for 
dispense as written once a generic or biologically 
similar product becomes available.  

 
Patient Steering: 
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A PBM or an affiliate acting on its behalf shall not steer a 
covered individual. This prohibition also applies to an 
insurer and its affiliates. Steering includes: 

• Requiring a covered individual to only use a 
pharmacy, including a mail-order or specialty 
pharmacy, in which the PBM or its affiliate, or an 
insurer or its affiliate, maintains an ownership interest 
or control; 

• Offering or implementing a plan design that 
encourages a covered individual to only use a 
pharmacy in which the PBM or an affiliate, or an 
insurer or its affiliate, maintains an ownership interest 
or control, if the plan design increases costs for the 
covered individual. This includes a plan design that 
requires a covered individual to pay higher costs or 
an increased share of costs for a drug or drug-related 
service if the covered individual uses a pharmacy 
that is not owned or controlled by the PBM or its 
affiliate or an insurer or its affiliate; and 

• Reimbursing a pharmacy or pharmacist for a drug 
and pharmacist service in an amount less than the 
amount that the PBM or an insurer reimburses itself 
or an affiliate, including affiliated manufacturers or 
joint ventures for providing the same drug or service. 

Patient Cost Sharing Maximum Cost Sharing Levels: 
A health insurer or PBM shall not require a covered 
individual to make a payment for a drug at the point of 
sale in an amount that exceeds the lesser of: 
1. The applicable cost-sharing amount; 
2. The retail price of the drug in the absence of drug 

coverage; 
3. The discounted price presented by the covered 

individual through a no-cost drug program or drug 
manufacturer voucher provided by or for the covered 
individual at the point of sale; or 

4. The discounted price presented by the covered 
individual through a discounted health care services 
plan provided by or for the covered individual at the 
point of sale. 

 
Copay Cap:  
An insurer that provides coverage for prescription insulin 
drugs pursuant to the terms of a health coverage plan the 
insurer offers shall limit the total amount that an insured 
is required to pay for a 30-day supply of covered 
prescription insulin drugs at an amount not to exceed 
$35, regardless of the quantity or type of covered 
prescription insulin drug used to fill the insured's 
prescription. 
 
Copay Adjustment Programs: 
A health care plan shall apply any third-party payments, 
financial assistance, discount, product vouchers, or any 
other reduction in out-of-pocket expenses made by or on 
behalf of such insured for prescription drugs toward a 
covered individual's deductible, copay, or cost-sharing 

215 Ill. Comp. 

Stat. § 5/513b1 

(e) 
 
215 Ill. Comp. 
Stat. § 
5/356z.41 
 
215 Ill. Comp. 
Stat. § 134/30 

https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=151700000&SeqEnd=152500000&Print=True
https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=151700000&SeqEnd=152500000&Print=True
https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=101300000&SeqEnd=121900000
https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=101300000&SeqEnd=121900000
https://www.ilga.gov/legislation/ILCS/details?MajorTopic=&Chapter=&ActName=Illinois%20Insurance%20Code.&ActID=1249&ChapterID=22&ChapAct=215+ILCS+5%2F&SeqStart=101300000&SeqEnd=121900000
https://www.ilga.gov/Legislation/ILCS/Articles?ActID=1265&ChapterID=22&Chapter=INSURANCE&MajorTopic=REGULATION
https://www.ilga.gov/Legislation/ILCS/Articles?ActID=1265&ChapterID=22&Chapter=INSURANCE&MajorTopic=REGULATION
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responsibility, or out-of-pocket maximum associated with 
the individual's health insurance. For high-deductible 
health plans, this requirement applies after a covered 
individual has met their minimum deductible necessary to 
remain HSA-eligible 

 

Indiana 

Issue Summary Citation 

Licensing/Registration A person shall, before establishing or operating as a 
PBM, apply to and obtain a license from the Insurance 
Commissioner. 

IN Code § 27-1-
24.5-18 

Reporting 
Requirements 

Beginning June 1, 2021, and annually thereafter, a PBM 
shall submit a report containing data from the 
immediately preceding calendar year to the 
commissioner. The commissioner shall determine what 
must be included in the report and consider the following 
information to be included in the report: 

• The aggregate amount of all rebates that the PBM 
received from all pharmaceutical manufacturers. 

• The aggregate amount of administrative fees that the 
PBM received from all pharmaceutical 
manufacturers. 

• The aggregate amount of retained rebates that the 
PBM received from all pharmaceutical manufacturers 
and did not pass through to insurers with which the 
PBM contracted. 

• The highest, lowest, and mean aggregate retained 
rebate. 

 
At least every 6 months, a PBM shall provide a report to 
the department. The report must include the: 

• Overall aggregate amount charged to a health plan 
for all pharmaceutical claims processed by the PBM; 
and 

• Overall aggregate amount paid to pharmacies for 
claims processed by the PBM. 

Upon request, the department shall make a report 
received under s. 27-1-24.5-29 available to the members 
of the general assembly. 
 
An insurer, a PBM, and any other administrator of 
pharmacy benefits shall file an annual report with the 
commissioner in a manner and form prescribed by the 
commissioner. The annual report must describe the 
networks of the insurer, PBM, or other administrator used 
to provide pharmacy or pharmacist services under a 
health plan. 

IN Code § 27-1-
24.5-21 
 
IN Code § 27-1-
24.5-29 
 
IN Code §27-1- 

PBM Income Rebate Pass-Through: 
An insurer shall pass through to a plan sponsor 100% of 
all rebates related to the dispensing or administration of 
prescription drugs to the plan sponsor's covered 
individuals. 
 

IN Code § 27-1-
50-8 
 
IN Code § 27-1-
49-7 

https://law.justia.com/codes/indiana/title-27/article-1/chapter-24-5/section-27-1-24-5-18/
https://law.justia.com/codes/indiana/title-27/article-1/chapter-24-5/section-27-1-24-5-18/
https://law.justia.com/codes/indiana/title-27/article-1/chapter-24-5/section-27-1-24-5-29/
https://law.justia.com/codes/indiana/title-27/article-1/chapter-24-5/section-27-1-24-5-21/
https://law.justia.com/codes/indiana/title-27/article-1/chapter-24-5/section-27-1-24-5-21/
https://law.justia.com/codes/indiana/title-27/article-1/chapter-24-5/section-27-1-24-5-29/
https://law.justia.com/codes/indiana/title-27/article-1/chapter-24-5/section-27-1-24-5-29/
https://law.justia.com/codes/indiana/title-27/article-1/chapter-50/section-27-1-50-8/
https://law.justia.com/codes/indiana/title-27/article-1/chapter-50/section-27-1-50-8/
https://law.justia.com/codes/indiana/title-27/article-1/chapter-49/section-27-1-49-7/
https://law.justia.com/codes/indiana/title-27/article-1/chapter-49/section-27-1-49-7/


AMCP State PBM Law Inventory 

32 
 

At the time of contracting, an insurer shall only offer to 
plan sponsors the following plans: 

• A plan that applies 100% of the rebates to reduce 
premiums for all covered individuals equally. 

• A plan that calculates defined cost sharing for 
covered individuals of the plan sponsor at the point of 
sale based on a price that is reduced by an amount 
equal to at least 85% of all of the rebates received or 
estimated to be received by the insurer concerning 
the dispensing or administration of the prescription 
drug. 

 
In the individual market, a covered individual's defined 
cost-sharing for a prescription drug must be: 

• Calculated at the point of sale; and 

• Based on a price that is reduced by an amount equal 
to at least 85% of all rebates in connection with the 
dispensing or administration of the prescription drug. 

Pharmacy Contracting MAC Pricing: 
A PBM shall: 

• Identify the sources used by the PBM to calculate the 
drug product reimbursement paid for covered drugs 
available under the pharmacy health plan 
administered by the PBM to each network pharmacy 
or their PSAO. 

• Establish an appeal process for contracted 
pharmacies, PSAOs, or group purchasing 
organizations to appeal and resolve disputes 
concerning the MAC pricing. The appeals process 
must comply with the following standards: 

o The right to appeal a claim up to 60 days 
following the initial filing of the claim. 

o The investigation and resolution of a filed 
appeal by the PBM in a time frame 
determined by the commissioner. 

o If an appeal is denied, a requirement that the 
PBM do the following: 

▪ Provide the reason for the denial. 
▪ Provide the appealing contracted 

pharmacy, PSAO, or group 
purchasing organization with the 
NDC number of the prescription drug 
that is available from a national or 
regional wholesaler operating in 
Indiana. 

o If an appeal is approved, a requirement that 
the PBM do the following: 

▪ Change the MAC of the drug for the 
pharmacy that filed the appeal as of 
the initial date of service that the 
appealed drug was dispensed. 

▪ Adjust the MAC of the drug for the 
appealing pharmacy and for all other 
contracted pharmacies in the same 
network of the PBM that filled a 

IN Code § 27-1-
24.5-22 
 
IN Code § 27-1-
24.5-23  
 
IN Code § 27-1-
24.2 

https://law.justia.com/codes/indiana/title-27/article-1/chapter-24-5/section-27-1-24-5-22/
https://law.justia.com/codes/indiana/title-27/article-1/chapter-24-5/section-27-1-24-5-22/
https://law.justia.com/codes/indiana/title-27/article-1/chapter-24-5/section-27-1-24-5-23/
https://law.justia.com/codes/indiana/title-27/article-1/chapter-24-5/section-27-1-24-5-23/
https://legiscan.com/IN/text/SB0140/id/3221342
https://legiscan.com/IN/text/SB0140/id/3221342
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prescription for patients covered 
under the same health plan 
beginning on the initial date of 
service the appealed drug was 
dispensed. 

▪ Notify each pharmacy in the PBM's 
network that the MAC for the drug 
has been adjusted as a result of an 
approved appeal. 

▪ Adjust the drug product 
reimbursement for contracted 
pharmacies that resubmit claims to 
reflect the adjusted MAC, if 
applicable. 

▪ Allow the appealing pharmacy and 
all other contracted pharmacies in 
the network that filled the 
prescriptions for patients covered 
under the same health plan to 
reverse and resubmit claims and 
receive payment based on the 
adjusted MAC from the initial date of 
service the appealed drug was 
dispensed. 

▪ Make retroactive price adjustments 
in the next payment cycle unless 
otherwise agreed to by the 
pharmacy. 

• Update and make available to pharmacies the MAC 
list at least every 7 days. The timeframe may be 
different if agreed upon between the PBM and 
contracted pharmacies.  

 
For every drug for which the PBM establishes a MAC to 
determine the drug product reimbursement, the PBM 
shall make available to a contracted PSAO to make 
available to the pharmacies, or to a pharmacy if the PBM 
contracts directly with a pharmacy: 

• Information identifying the national drug pricing 
compendia or sources used to obtain the drug price 
data. 

• The comprehensive list of drugs subject to MAC and 
the actual MAC for each drug. 

 
Minimum Reimbursement: 
An insurer, PBM, or other administrator may not 
reimburse a pharmacy or pharmacist for a prescription 
drug or other service at a net amount that is less than the 
greater of the following: 

• The amount the insurer, PBM, or other administrator 
reimburses itself or a pharmacy affiliate for the same 
prescription drug by NDC number or service, or 

• The following amount, as applicable: 
o If the prescription drug or service is 

administered, dispensed, or provided at a 
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pharmacy that is a licensed premises (as 
defined in IC 7.1-1-3-20), the actual 
acquisition cost for the prescription drug or 
service plus a fair and reasonable dispensing 
fee. 

o If the prescription drug or service is 
administered, dispensed, or provided at a 
pharmacy not described in item (i), the 
NADAC for the prescription drug or service, 
as determined by the federal Centers for 
Medicare and Medicaid Services at the time 
the prescription drug or service is 
administered, dispensed, or provided plus a 
professional dispensing fee equal to the 
Medicaid fee for service dispensing fee 
under 405 IAC 5-24-6. 

Patient Cost Sharing Maximum Cost Sharing Levels: 
A PBM may not require a pharmacy or pharmacist to 
collect a higher copayment for a prescription drug from a 
customer than the PBM allows the pharmacy or 
pharmacist to retain. 
 
Starting January 1, 2026, a pharmacy benefit manager 
shall apply the annual limitation on cost sharing set forth 
in the federal Patient Protection and Affordable Care Act 
under 42 U.S.C. 18022(c)(1) to prescription drugs that: 

• Are covered under a health plan administered by the 
pharmacy benefit manager; 

• Are life-saving or intended to manage chronic pain; 
and 

• Do not have an approved generic version. 
 
Copay Adjustment Programs: 
Starting January 1, 2026, when calculating a covered 
individual's contribution to an applicable cost-sharing 
requirement, a pharmacy benefit manager must include 
any cost-sharing amounts paid by the covered individual 
or on behalf of the covered individual by another person. 
For high-deductible health plans, this requirement shall 
apply to items or services that are preventive care 
without a deductible, and all services once an individual 
meets the minimum deductible to remain HSA-eligible.  
 
A pharmacy benefit manager may not directly or indirectly 
set, alter, implement, or condition the terms of health plan 
coverage, including the benefit design, based in part or 
entirely on information about the availability or amount of 
financial or product assistance available for a prescription 
drug. 

IN Code § 27-1-
24.5-27.5 
 
IN Code § 27-1-
24.5-27.7 

 

Iowa 

Issue Summary Citation 

Licensing/Registration A PBM doing business in this state shall obtain a 
certificate as a TPA under chapter 510, and the 

Iowa Code § 
510B.2  

https://law.justia.com/codes/indiana/title-27/article-1/chapter-24-5/section-27-1-24-5-27-5/
https://law.justia.com/codes/indiana/title-27/article-1/chapter-24-5/section-27-1-24-5-27-5/
https://law.justia.com/codes/indiana/title-27/article-1/chapter-24-5/section-27-1-24-5-27-7/
https://law.justia.com/codes/indiana/title-27/article-1/chapter-24-5/section-27-1-24-5-27-7/
https://www.legis.iowa.gov/docs/ico/chapter/510B.pdf
https://www.legis.iowa.gov/docs/ico/chapter/510B.pdf
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provisions relating to a TPA pursuant to chapter 510 shall 
apply to a PBM. 

Reporting 
Requirements 

Each PBM shall provide a report annually by February 15 
to the commissioner that contains all of the following 
information regarding prescription drug benefits provided 
to covered persons of each health carrier with whom the 
pharmacy manager has contracted during the prior 
calendar year: 

• The aggregate dollar amount of all rebates received 
by the PBM. 

• The aggregate dollar amount of all administrative 
fees received by the PBM. 

• The aggregate dollar amount of all health carrier 
administrative service fees received by the PBM.  

• The aggregate dollar amount of all rebates received 
by the PBM that the PBM did not pass through to the 
health carrier.  

• The aggregate amount of all administrative fees 
received by the PBM that the PBM did not pass 
through to the health carrier.  

• The aggregate retained rebate percentage.  

• Across all health carrier clients with whom the 
pharmacy manager was contracted, the highest and 
the lowest aggregate retained rebate percentages. 

 
A PBM shall submit a quarterly report to the 
commissioner of all drugs reimbursed at ten percent or 
more below the NADAC, and all drugs reimbursed at ten 
percent or more above the NADAC, for each prescription 
drug appearing on the NADAC list on the day the 
prescription drug was dispensed. A copy of the report 
shall be published on the PBM’s public website for 24 
months after the date the report is submitted to the 
commission. For each prescription drug included in the 
report, a PBM shall include all of the following 
information: 

• The month the prescription drug was dispensed. 

• The quantity of the prescription drug dispensed. 

• The amount the pharmacy was reimbursed. 

• If the dispensing pharmacy was an affiliate of the 
PBM. 

• If the prescription drug was dispensed pursuant to a 
government health plan. 

• The average national drug acquisition cost for the 
month the prescription drug was dispensed. 

• The report shall exclude 340B drugs. 

Iowa Code § 
510C.2  
 
Iowa Code § 
510B.8B 

PBM Income Rebate Pass-Through: 
All contracts executed, amended, adjusted, or renewed 
on or after July 1, 2025, that apply to prescription drug 
benefits on or after January 1, 2026, between a PBM and 
a third-party payor, or between a person and a third-party 
payor, shall include all the following requirements: 

• The PBM shall use pass-through pricing. 

• Payments received by a PBM for services provided 
by the PBM to a third-party payor or to a pharmacy 

Iowa Code § 
510B.8D 

https://www.legis.iowa.gov/docs/code/2020/510C.pdf
https://www.legis.iowa.gov/docs/code/2020/510C.pdf
https://www.legis.iowa.gov/docs/ico/chapter/510B.pdf
https://www.legis.iowa.gov/docs/ico/chapter/510B.pdf
https://www.legis.iowa.gov/docs/ico/chapter/510B.pdf
https://www.legis.iowa.gov/docs/ico/chapter/510B.pdf
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shall be used or distributed pursuant to the PBM’s 
contract with the third-party payor or with the 
pharmacy, or as otherwise required by law. 

Pharmacy Contracting MAC Pricing: 
Prior to placement of a particular prescription drug on a 
MAC list, a PBM shall ensure that all of the following 
requirements are met:  

• The particular prescription drug must be listed as 
therapeutically and pharmaceutically equivalent in 
the most recent edition of the publication entitled 
“Approved Drug Products with Therapeutic 
Equivalence Evaluations”, published by the FDA, 
otherwise known as the Orange Book.  

• The particular prescription drug must not be obsolete 
or temporarily unavailable.  

• The particular prescription drug must be available for 
purchase, without limitations, by all pharmacies in the 
state from a national or regional wholesale distributor 
that is licensed in the state.  

 
For each MAC list that a PBM uses in the state, the PBM 
shall do all of the following: 

• Provide each pharmacy in a pharmacy network 
reasonable access to the MAC list to which the 
pharmacy is subject.   

• Update the MAC list within seven calendar days from 
the date of an increase of ten percent or more in the 
NADAC of a prescription drug on the list.  

• Update the MAC list within seven calendar days from 
the date of a change in the methodology, or a change 
in the value of a variable applied in the methodology, 
on which the MAC list is based.  

• Provide a reasonable process for each pharmacy in 
a pharmacy network to receive prompt notice of all 
changes to the MAC list to which the pharmacy is 
subject. 

 
Minimum Reimbursement: 

• A PBM shall not reimburse any pharmacy located in 
the state in an amount less than the amount that the 
PBM reimburses a PBM affiliate for dispensing the 
same prescription drug as dispensed by the 
pharmacy.  

• A PBM shall not reimburse any retail pharmacy 
located in the state in an amount less than the most 
recently published NADAC for a prescription drug on 
the date that the prescription drug is administered or 
dispensed. If the most recently published NADAC for 
the prescription drug is unavailable on the date that 
the prescription drug is administered or dispensed, a 
PBM shall not reimburse any retail pharmacy located 
in the state in an amount less than the WAC for the 
prescription drug on the date that the prescription 
drug is administered or dispensed. 

Iowa Code § 
510B.8A 

 
Iowa Code § 
510B.8B 
 
Iowa Code § 
510B.8E 

https://www.legis.iowa.gov/docs/ico/chapter/510B.pdf
https://www.legis.iowa.gov/docs/ico/chapter/510B.pdf
https://www.legis.iowa.gov/docs/ico/chapter/510B.pdf
https://www.legis.iowa.gov/docs/ico/chapter/510B.pdf
https://www.legis.iowa.gov/docs/ico/chapter/510B.pdf
https://www.legis.iowa.gov/docs/ico/chapter/510B.pdf
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• In addition to the reimbursement required, a PBM 
shall reimburse the retail pharmacy or pharmacist a 
professional dispensing fee of $10.86. 

 
A PBM shall provide a reasonable process to allow a 
pharmacy to appeal any matter. The PBM shall allow a 
period of no less than 30 business days after the date of 
a pharmacy’s initial submission of a clean claim during 
which the pharmacy may initiate an appeal. The PBM 
shall respond to an appeal within 7 business days after 
the date on which the PBM receives the appeal. 

• If the PBM grants a pharmacy’s appeal related to a 
reimbursement rate, the PBM shall do all of the 
following: 

o Adjust the reimbursement rate of the 
prescription drug that is the subject of the 
appeal and provide the NDC number that the 
adjustment is based on to the appealing 
pharmacy. 

o Reverse and resubmit the claim that is the 
subject of the appeal.  

o Make the adjustment applicable to each 
pharmacy that is under common ownership 
with the pharmacy that submitted the appeal 
and each pharmacy in the state that 
demonstrates the inability to purchase the 
prescription drug for less than the 
established reimbursement rate. 

• If the PBM denies a pharmacy’s appeal, the PBM 
shall do all of the following: 

o Provide the appealing pharmacy the NDC 
number and the name of a wholesale 
distributor licensed in the state from which 
the pharmacy can obtain the prescription 
drug at or below the reimbursement rate. 

o If the prescription drug identified by the NDC 
number provided by the PBM is not available 
below the pharmacy acquisition cost from the 
wholesale distributor from whom the 
pharmacy purchases the majority of its 
prescription drugs for resale, the PBM shall 
adjust the reimbursement rate above the 
appealing pharmacy’s pharmacy acquisition 
cost, and reverse and resubmit each claim 
affected by the pharmacy’s inability to 
procure the prescription drug at a cost that is 
equal to or less than the previously appealed 
reimbursement rate. 

Patient Cost Sharing Maximum Cost Sharing Levels: 
A covered person shall not be required to make a cost-
sharing payment at the point of sale for a prescription 
drug in an amount that exceeds the total amount that the 
pharmacy at which the covered person fills the covered 
person’s prescription drug order is reimbursed. 
 

Iowa Code § 
510B.8 

https://www.legis.iowa.gov/docs/ico/chapter/510B.pdf
https://www.legis.iowa.gov/docs/ico/chapter/510B.pdf
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A PBM shall not impose different cost-sharing or 
additional fees on a covered person based on the 
pharmacy at which the covered person fills a prescription 
drug order.  
 
Copay Adjustment Programs: 
A PBM shall include any amount paid by a covered 
person, or on behalf of a covered person, when 
calculating the covered person’s total contribution toward 
the covered person’s cost-sharing. Any amount paid by a 
covered person for a prescription drug shall be applied to 
any deductible imposed on the covered person by the 
covered person’s health benefit plan in accordance with 
the health benefit plan’s coverage documents. 
 
For high-deductible health plans, these requirements only 
apply once a covered individual has met the minimum 
cost-sharing required to remain eligible for an HSA.  

 

Kansas 

Issue Summary Citation 

Licensing/Registration A person shall not perform, act, or do business in this 
state as a PBM unless such person has a valid license 
issued by the Insurance Commissioner. Each person 
seeking a license to act as a PBM shall file with the 
commissioner an application for a license upon a form to 
be furnished by the commissioner. Each PBM license 
shall expire on March 31 each year and may be renewed 
annually upon the licensee's request. An applicant for a 
license or renewal must pay a nonrefundable application 
fee of $2,500.  

• This requirement applies to any PBM that provides 
claims processing services, other prescription drug or 
device services, or both, to covered persons who are 
residents of Kansas. 

• PBMs that hold a certificate of registration as an 
administrator pursuant to K.S.A. 40-3810 are exempt 
from this requirement. 

• A license issued in accordance with the PBM 
licensure act shall be nontransferable. 

K.S.A. 40-3821 
 
K.S.A. 40-3824 

Reporting 
Requirements 

N/A  

PBM Income N/A  

Pharmacy Contracting MAC Pricing:  
A PBM, including the PBM for the state healthcare 
benefits program, shall: 

• Not place a drug on a MAC list unless there are at 
least two therapeutically equivalent multi-source 
generic drugs, or at least one generic drug available 
from at least one manufacturer, generally available 
for purchase by network pharmacies from national or 
regional wholesalers and the NDC for the drug is not 
obsolete; 

K.S.A. 40-3830 

https://www.kslegislature.gov/li/b2025_26/statute/040_000_0000_chapter/040_038_0000_article/040_038_0021_section/040_038_0021_k/
https://www.kslegislature.gov/li/b2025_26/statute/040_000_0000_chapter/040_038_0000_article/040_038_0024_section/040_038_0024_k/
https://www.kslegislature.gov/li/b2025_26/statute/040_000_0000_chapter/040_038_0000_article/040_038_0030_section/040_038_0030_k/
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• Provide to each network pharmacy at the beginning 
of the term of a contract and upon request thereafter, 
the sources utilized to determine the MAC price; 

• Provide a process for each network pharmacy 
provider to readily access the maximum allowable 
price specific to that provider; 

• Review and update each applicable MAC list every 7 
business days and apply the updates to 
reimbursements not later than 1 business day; 

• Ensure that dispensing fees are not included in the 
calculation of MAC; 

• Establish a reasonable administrative appeal 
procedure to allow a pharmacy or pharmacy's 
contracting agent to challenge MAC for a specific 
drug as: 

o Not meeting the requirements of this section; 
o Being below the cost at which the pharmacy 

may obtain the drug; 

• Include in any administrative appeals procedure the 
following: 

o A dedicated telephone number and email 
address or website for the purpose of 
submitting administrative appeals; and 

o The ability to submit an administrative appeal 
directly to the PBM regarding the pharmacy 
benefits plan or program or through a 
pharmacy service administrative 
organization; 

• Permit a network pharmacy or a network pharmacy's 
contracting agent to file an administrative appeal not 
later than 10 business days after the fill date; 

• Require that the PBM only request the following 
information to determine a MAC administrative 
appeal: 

o The prescription number; 
o The provider's name; 
o The NDC used during the filing of the claim; 
o The date of the fill; 
o The reimbursement amount; and 
o Such other information related to the 

appealed claim as required by contract; and 

• Provide a response to the appealing network 
pharmacy not later than 10 business days after 
receiving an appeal request containing information 
sufficient for the PBM to process the appeal as 
specified by the contract. 

• If the appeal is upheld, the PBM: 
o Shall make the adjustment in the drug price 

effective not later than 1 business day after 
the appeal is resolved; 

o Shall make the adjustment applicable to all 
similarly situated network pharmacy 
providers, as determined by the plan sponsor 
or PBM, as appropriate; and 
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o Shall permit the appealing pharmacy to 
reverse and rebill the appealed claim. 

• If the appeal is denied, the PBM shall provide the 
appealing pharmacy the reason for the denial and 
the NDC number from a national or regional 
wholesaler operating in Kansas where the drug is 
generally available for purchase at a price equal to or 
less than the MAC, and when applicable, may be 
substituted lawfully. 

Patient Cost Sharing Maximum Cost-Sharing Levels: 
Co-payments applied by a health carrier for a prescription 
drug may not exceed the total submitted charges by the 
network pharmacy. 

K.S.A. 40-3831 

 

Kentucky 

Issue Summary Citation 

Licensing/Registration To conduct business in this state, a PBM must first obtain 
a license from the commissioner. The license shall be in 
lieu of an administrator's license as required by KRS 
304.9-052. A licensed PBM performing utilization review, 
as defined in KRS 304.17A-600, shall be registered as a 
private review agent in accordance with KRS 304.17A-
607.  
 
A person seeking a PBM license shall apply to the 
commissioner in writing on a form provided by the 
department. Each application for a license, and 
subsequent renewal for a license, shall be accompanied 
by a nonrefundable fee of $1,000, evidence of financial 
responsibility in an amount of $1,000,000, and any 
methodologies utilized, or to be utilized, by the PBM in 
connection with reimbursement. All licenses shall be 
renewed annually.  

KRS 304.9-053 

Reporting 
Requirements 

N/A  

PBM Income Spread Pricing (Medicaid):  
By December 31, 2020, the Department for Medicaid 
Services shall select a TPA to serve as the PBM for every 
MCO that contracts with the department to deliver 
Medicaid services. The department shall prohibit the 
managed Medicaid program’s PBM from conducting 
spread pricing.  
 
Rebate Pass-Through (Medicaid):  
By December 31, 2020, the Department for Medicaid 
Services shall select a TPA to serve as the PBM for every 
MCO that contracts with the department to deliver 
Medicaid services. The department shall require that the 
managed Medicaid program’s PBM utilize pass-through 
pricing.  

KRS 205.5512 

Pharmacy Contracting MAC Pricing: 
The PBM shall ensure that drugs subject to MAC pricing 
are:  

KRS 304.17A-
162 
 

https://www.kslegislature.gov/li/b2025_26/statute/040_000_0000_chapter/040_038_0000_article/040_038_0031_section/040_038_0031_k/
https://apps.legislature.ky.gov/law/statutes/statute.aspx?id=55762
https://apps.legislature.ky.gov/law/statutes/statute.aspx?id=49885
https://apps.legislature.ky.gov/law/statutes/statute.aspx?id=45114
https://apps.legislature.ky.gov/law/statutes/statute.aspx?id=45114
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• Generally available for purchase by pharmacists and 
pharmacies in Kentucky from a national or regional 
wholesaler licensed in Kentucky by the Kentucky 
Board of Pharmacy;  

• Not obsolete, temporarily unavailable, or listed on a 
drug shortage list; and  

• Drugs that have an "A" or "B" rating in the most 
recent version of the FDA's Approved Drug Products 
with Therapeutic Equivalence Evaluations, also 
known as the Orange Book; or rated "NR" or "NA" or 
have a similar rating by a nationally recognized 
reference.  

 
The PBM shall:  

• Identify to contracted pharmacies the sources used 
by the PBM to calculate the drug product 
reimbursement paid for covered drugs available 
under the pharmacy health benefit plan administered 
by the PBM; and  

• Establish a process for contracted pharmacies, 
pharmacy services administration organizations, or 
group purchasing organizations to appeal and 
resolve disputes regarding the MAC pricing. The 
process shall include the following provisions: 

o The right to appeal shall be limited to 60 
days following the initial claim;  

o The appeal shall be investigated and 
resolved by the PBM within 10 calendar 
days;  

o The PBM shall respond to all appeals in a 
manner approved by the department;  

o If the appeal is denied, the PBM shall provide 
the reason for the denial and identify the 
NDC of a drug product and source where it 
may be purchased from a licensed 
wholesaler by contracted pharmacies at a 
price at or below the MAC; and  

o If an appeal is granted, the PBM shall: 
▪  Make the change in the MAC to the 

initial date of service the appealed 
drug was dispensed;  

▪ Adjust the MAC of the drug for the 
appealing pharmacy and for all other 
contracted pharmacies in the 
network of that PBM that filled a 
prescription for patients covered 
under the same health benefit plan 
to the initial date of service the 
appealed drug was dispensed;  

▪ Individually notify all other contracted 
pharmacies in the network of that 
PBM that a retroactive MAC 
adjustment has been made as a 
result of a granted appeal effective to 

KRS 304.17A-
595 
 
KRS 304.17A-
597 
 
KRS 205.5512 

https://apps.legislature.ky.gov/law/statutes/statute.aspx?id=55758
https://apps.legislature.ky.gov/law/statutes/statute.aspx?id=55758
https://apps.legislature.ky.gov/law/statutes/statute.aspx?id=55759
https://apps.legislature.ky.gov/law/statutes/statute.aspx?id=55759
https://apps.legislature.ky.gov/law/statutes/statute.aspx?id=49885
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the initial date of service the 
appealed drug was dispensed; 

▪ Adjust the drug product 
reimbursement for contracted 
pharmacies that resubmit claims to 
reflect the adjusted MAC if 
applicable to their contract; 

▪ Allow the appealing pharmacy and 
all other contracted pharmacies in 
the network that filled prescriptions 
for patients covered under the same 
health benefit plan to reverse and 
resubmit claims and receive 
payment based on the adjusted MAC 
from the initial date of service the 
appealed drug was dispensed; and  

▪ Make retroactive price adjustments 
in the next payment cycle.  

 
Minimum Reimbursement: 
Every contract between a pharmacy or pharmacist and 
an insurer, a PBM, or any other TPA of pharmacy 
benefits, either directly or through a PSAO or GPO, shall: 

• Prohibit reducing payment for pharmacy or 
pharmacist services, directly or indirectly, under a 
reconciliation process to an effective rate of 
reimbursement.  

• Prohibit reimbursing the pharmacy or pharmacist for 
a prescription drug or other service at a net amount 
that is lower than the amount the insurer, PBM, or 
other administrator reimburses itself or a pharmacy 
affiliate. 

 
An insurer, PBM, or other administrator shall provide the 
following minimum reimbursement for pharmacy 
services: 

• Ingredient costs: Reimbursement for the cost of the 
drug or other service at an amount that is not less 
than:  

o The NADAC for the drug or service at the 
time the drug or service is administered, 
dispensed, or provided; or  

o If the NADAC is not available at the time a 
drug is administered or dispensed, the WAC 
for the drug at the time the drug is 
administered or dispensed.  

• The above reimbursement for drug costs shall not 
apply to pharmacies licensed in the state as “retail 
chain” until determined by the Insurance 
Commissioner, no sooner than January 1, 2027. 

• Professional dispensing fee: For plan years after 
January 1, 2027, reimbursement for a professional 
dispensing fee shall be not less than the average 
cost to dispense a prescription drug in an ambulatory 
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pharmacy setting in Kentucky, as determined by the 
commissioner.  

o The minimum dispensing fee shall not apply 
to mail-order pharmacies.  

o For health plan years beginning prior to 
January 1, 2027, and for any future health 
plan years for which the commissioner has 
not established the average dispensing cost, 
the minimum dispensing fee for a pharmacy 
permitted as "retail independent" on file with 
the Kentucky Board of Pharmacy, or a 
pharmacist practicing at such a pharmacy, 
shall be not less than $10.64.  

 
Patient Steering: 
An insurer, PBM, or other administrator shall not: 

• Require or incentivize an insured to receive 
pharmacy or pharmacist services from a pharmacy 
affiliate. Conduct prohibited under this subparagraph 
includes but is not limited to: 

o Requiring or incentivizing an insured to 
obtain a specialty drug from a pharmacy 
affiliate; 

o Charging less cost sharing to insureds that 
use pharmacy affiliates than what is charged 
to insureds that use nonaffiliated 
pharmacies; and  

o Providing any incentives for insureds that 
use pharmacy affiliates that are not provided 
for insureds that use nonaffiliated 
pharmacies.  

• Require or incentivize an insured to use a mail-order 
pharmacy.  

• Impose limits, including quantity limits or refill 
frequency limits, on an insured's access to 
medication from a pharmacy that are more restrictive 
than those existing for a pharmacy affiliate. 

 
Patient Steering (Medicaid): 
By December 31, 2020, the Department for Medicaid 
Services shall select a TPA to serve as the PBM for every 
MCO that contracts with the department to deliver 
Medicaid services. The department shall prohibit the 
managed Medicaid program’s PBM from requiring or 
incentivizing a Medicaid recipient to use a pharmacy 
owned by or otherwise associated with the state PBM. 
The department shall also prohibit the state’s PBM from 
requiring a Medicaid recipient to obtain a specialty drug 
from a specialty pharmacy owned by or otherwise 
associated with the state PBM. 

Patient Cost Sharing Copay Cap:  
All health benefit plans issued or renewed on or after 
January 1, 2022, shall provide coverage for equipment, 
supplies, outpatient self-management training and 
education, including medical nutrition therapy, and all 
medications necessary for the treatment of insulin-

KRS 304.17A-
148 
 
KRS 304.17A-
164 

https://apps.legislature.ky.gov/law/statutes/statute.aspx?id=51776
https://apps.legislature.ky.gov/law/statutes/statute.aspx?id=51776
https://apps.legislature.ky.gov/law/statutes/statute.aspx?id=54015
https://apps.legislature.ky.gov/law/statutes/statute.aspx?id=54015
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dependent diabetes, insulin-using diabetes, gestational 
diabetes, and noninsulin-using diabetes if prescribed by a 
health care provider legally authorized to prescribe the 
items.  
 
Cost sharing for a covered prescription insulin drug shall 
not exceed thirty dollars ($30) per thirty (30) day supply 
of each prescription insulin drug, regardless of the 
amount or type of insulin needed to meet the covered 
person's insulin needs.  
 
Maximum Cost-Sharing Levels: 
An insurer issuing or renewing a health plan on or after 
January 1, 2022, or a PBM, shall not require an insured 
purchasing a prescription drug to pay a cost-sharing 
amount greater than the amount the insured would pay 
for the drug if they were to purchase the drug without 
coverage.  
 
Copay Adjustment Programs: 
An insurer issuing or renewing a health plan on or after 
January 1, 2022, or a PBM, shall not exclude any cost-
sharing amounts paid by an insured or on behalf of an 
insured by another person for a prescription drug when 
calculating an insured's contribution to any applicable 
cost-sharing requirement.  
 
These requirements shall not apply to a prescription drug 
for which there is a generic alternative, unless the 
insured has obtained access to the brand prescription 
drug through prior authorization, a step therapy protocol, 
or the insurer's exceptions and appeals process. These 
requirements also do not apply to any fully insured health 
benefit plan or self-insured government employee health 
plan.  

 

Louisiana 

Issue Summary Citation 

Licensing/Registration A PBM shall be deemed to be a TPA for purposes of s. 
22:1651. Every PBM shall be required to be licensed by 
the commissioner of insurance, except PBMs that have 
their principal place of business in another state and are 
not soliciting business as an administrator in Louisiana. 

La. Stat. Ann. § 
22:1657  

Reporting 
Requirements 

For each of a PBM's contractual or other relationships 
with a health benefit plan or health insurance issuer, the 
PBM shall provide the department with the health benefit 
plan's formulary and provide timely notification of 
formulary changes and product exclusions. The 
information provided pursuant to this Subsection shall be 
made available in a centralized location on the 
department's website in a format that allows for 
consumer access, including links to PBM websites. 
 
Medicaid:  

La. Stat. Ann. § 
22:1657  
 
La. Stat. Ann. § 
40:1253.2 

https://legis.la.gov/Legis/Law.aspx?p=y&d=508656
https://legis.la.gov/Legis/Law.aspx?d=508663
https://legis.la.gov/Legis/Law.aspx?d=508663
https://legis.la.gov/Legis/Law.aspx?d=508663
https://legis.la.gov/Legis/Law.aspx?d=508663
https://legis.la.gov/Legis/law.aspx?d=964905
https://legis.la.gov/Legis/law.aspx?d=964905
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The Louisiana Department of Health shall submit 
quarterly reports to the Senate and House committees on 
health and welfare encompassing the following data 
regarding the Medicaid MCOs' PBMs: 

• The name of each PBM, identified as contracted or 
owned by the Medicaid MCO. 

• Whether the PBM is a subsidiary of the parent 
company of the Medicaid MCO. 

• The total dollar amount paid to the PBM by the 
Medicaid MCO as a transaction fee for each 
processed claim. 

• The total dollar amount of the Medicaid drug rebates 
and manufacturer discounts collected and retained 
by the Medicaid MCO and PBM. 

• The total dollar amount of the Medicaid drug rebates 
and manufacturer discounts collected by the 
Medicaid MCO and PBM and remitted to the 
Louisiana Department of Health. 

• The total dollar amount retained by the PBM through 
spread pricing. For purposes of this Subparagraph, 
"spread pricing" means the actual amount paid as 
reimbursement to a pharmacist as compared to the 
amount the PBM charged to and was reimbursed by 
the Medicaid MCO to identify the excess amount 
paid to the PBM above what was paid to the 
pharmacist. 

• Identification of any other monies retained by the 
PBM not otherwise provided for in this Subsection 
that are not reimbursed to pharmacists. 

PBM Income Spread Pricing:  
No PBM shall engage in spread pricing or effective rate 
pricing.  
 
Rebate Pass-Through (Medicaid): 

• Any contract for PBM services shall be limited to a 
transaction fee only, based on a set rate established 
by the Department of Health to be paid to the PBM 
for each Medicaid pharmacy claim processed. 

• No PBM may retain any portion of state 
supplemental rebates or credits submitted to the 
state by any pharmaceutical manufacturer. 
 

Spread Pricing (Medicaid): 

• No PBM may retain any portion of any amount 
charged or claimed by a PBM to an MCO that is 
more than the amount paid to the pharmacy that 
filled the prescription. 

La. Stat. Ann. § 
22:1867  
 
La. Stat. Ann. § 
39:1648  

Pharmacy Contracting MAC Pricing: 
Before a PBM places or continues a particular NDC or 
MAC List, the following requirements shall be met: 

• The prescription drug to which the NDC is assigned 
shall be listed as "A" or "B" rated in the most recent 
version of the FDA's Approved Drug Products with 
Therapeutic Equivalence Evaluations, also known as 

La. Stat. Ann. § 
22:1864 
 
La. Stat. Ann. § 
40:2870  

https://legis.la.gov/Legis/law.aspx?d=1148146
https://legis.la.gov/Legis/law.aspx?d=1148146
https://legis.la.gov/Legis/law.aspx?d=1108762
https://legis.la.gov/Legis/law.aspx?d=1108762
https://legis.la.gov/Legis/Law.aspx?d=919538
https://legis.la.gov/Legis/Law.aspx?d=919538
https://legis.la.gov/Legis/law.aspx?d=1147622
https://legis.la.gov/Legis/law.aspx?d=1147622
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the Orange Book, or have an "NR" or "NA" rating or a 
similar rating by a nationally recognized reference.  

• The prescription drug to which the NDC is assigned 
shall be available for purchase by pharmacies in the 
state from national or regional wholesalers. 

• The prescription drug to which the NDC is assigned 
shall not be considered obsolete, temporarily 
unavailable, or listed on a drug shortage list. 

• For every drug for which the PBM establishes a MAC 
to determine the drug product reimbursement, the 
PBM shall make available to all pharmacies both of 
the following: 

o Information identifying the national drug 
pricing compendia or sources used to obtain 
the drug price data. 

o The comprehensive list of drugs subject to 
MAC by plan and the actual MAC by plan for 
each drug. 

 
A PBM shall do all of the following: 

• Provide access to its MAC List to each pharmacy 
subject to the list. 

• Update its MAC List on a timely basis, but in no 
event longer than seven calendar days from a 
change in the methodology on which the MAC List is 
based or in the value of a variable involved in the 
methodology. 

• Provide a process for each pharmacy subject to the 
list to review an update to the MAC List. 

 
Patient Steering:  
A PBM in Louisiana shall not directly or indirectly engage 
in patient steering to a pharmacy in which the PBM 
maintains an ownership interest or control. Patient 
steering includes but is not limited to any communication 
by a PBM through data mining or other similar process of 
any patient information generated or obtained throughout 
the prescription filling process at any pharmacy, including 
contacting the patient verbally or in writing to directly or 
indirectly influence the patient or provide the patient with 
the option to use an alternate pharmacy that is a 
preferred carve-out or is in a strategic relationship with 
the PBM or in which the PBM maintains an ownership 
interest or control or contracts with to process 
prescriptions on its behalf. A PBM is prohibited from 
retaliation or attempts to influence the patient to use the 
alternate pharmacy. 
 
A PBM may not penalize or provide an inducement to the 
beneficiary for the purpose of getting the beneficiary to 
use specific retail, mail-order pharmacy, or another 
network pharmacy provider in which a PBM has an 
ownership or controlling interest or that has an ownership 
or controlling interest in a PBM. This provision does not 
apply to employers, unions, associations, or other 
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persons who employ, own, operate, control, or contract 
directly with a pharmacy or pharmacist for the purpose of 
managing or controlling prescription costs paid for the 
benefit of an employee or member or those covered by 
the employee or member's plan, or when the persons 
contract with a PBM to steer employees or members to 
pharmacists or pharmacies which the person owns, 
operates, or controls. 

Patient Cost Sharing Copay Accumulator Programs: 
When calculating an enrollee's contribution to any 
applicable cost-sharing requirement, a health insurance 
issuer shall include any cost-sharing amounts paid by the 
enrollee or on behalf of the enrollee by another person. 
For high-deductible health plans, these requirements 
shall only apply after a covered individual meets their 
minimum cost-sharing necessary to remain HSA-eligible. 
 
Copay Cap: 
A health coverage plan shall include at least one insulin 
from each therapeutic class in the plan's formulary. 
 
A health coverage plan shall not impose a cost-sharing 
provision for insulin in the health coverage plan's 
formulary if the total amount the enrollee is required to 
pay exceeds $75 dollars per prescription for a 30-day 
supply, regardless of the amount or type of insulin 
needed to fill the enrollee's prescription. 
 
The copay cap shall increase annually by the percentage 
change from the preceding year in the prescription drug 
component of the Consumer Price Index. 

La. Stat. Ann. § 
22:976.1 
 
La. RS § 
22:1034.1 

 

Maine 

Issue Summary Citation 

Licensing/Registration A person may not act as a PBM in Maine without first 
obtaining a license from the superintendent and paying 
the licensing fee required under section 601, subsection 
28-A. Licenses shall be valid for 3 years.  
 
The superintendent may issue a PBM license subject to 
restrictions or limitations, including the type of services 
that may be supplied or the activities in which the PBM 
may engage.  

Me. Rev. Stat. 
Ann. tit. 24-A § 
4348  

Reporting 
Requirements 

Beginning December 31, 2026, and annually by 
December 31 thereafter, a carrier, or a PBM under 
contract with a carrier, operating in the State shall certify 
to the superintendent that it has complied with the 
requirements of s. 4350-F, related to spread pricing.  
 
On or before February 15 of each year, Maine’s Health 
Data Organization shall produce a list of drug product 
families for which it intends to request pricing component 
data from manufacturers, wholesale drug distributors, 

Me. Rev. Stat. 
Ann. tit. 24-A § 
4350-F  
 
Me. Rev. Stat. 
Ann. tit. 22 § 
8732 

http://legis.la.gov/legis/Law.aspx?d=1240065
http://legis.la.gov/legis/Law.aspx?d=1240065
https://www.legis.la.gov/legis/Law.aspx?d=1296615
https://www.legis.la.gov/legis/Law.aspx?d=1296615
https://legislature.maine.gov/statutes/24-A/title24-Asec601.html
https://legislature.maine.gov/statutes/24-A/title24-Asec601.html
http://legislature.maine.gov/statutes/24-A/title24-Asec4348.html
http://legislature.maine.gov/statutes/24-A/title24-Asec4348.html
http://legislature.maine.gov/statutes/24-A/title24-Asec4348.html
https://legislature.maine.gov/statutes/24-A/title24-Asec4350-F.html
https://legislature.maine.gov/statutes/24-A/title24-Asec4350-F.html
https://legislature.maine.gov/statutes/24-A/title24-Asec4350-F.html
https://legislature.maine.gov/statutes/24-A/title24-Asec4350-F.html
https://legislature.maine.gov/statutes/22/title22sec8732.html
https://legislature.maine.gov/statutes/22/title22sec8732.html
https://legislature.maine.gov/statutes/22/title22sec8732.html
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and PBMs. The organization shall consider drug product 
families that include prescription drugs:   

• With substantial drug price changes, and  

• The 25 costliest drugs, the 25 most frequently 
prescribed drugs in the State, and the 25 drugs with 
the highest year-over-year cost increases. 

 
Not sooner than 30 days after publicly posting the list of 
drug product families, the organization shall send a 
request for information from manufacturers, wholesale 
drug distributors, and PBMs. Within 60 days from the 
date of a request from the organization relating to a 
specific prescription drug, a manufacturer, wholesale 
drug distributor or PBM shall notify the organization of 
pricing component data per pricing unit of the prescription 
drug. 

PBM Income Spread Pricing: 
A carrier or PBM may not, either directly or through an 
intermediary, agent or affiliate, engage in, facilitate, or 
enter into a contract with another person involving spread 
pricing in this State. This section does not apply to 
MaineCare (Medicaid).  

Me. Rev. Stat. 
Ann. tit. 24-A § 
4350-F  
 

Pharmacy Contracting MAC Pricing: 

• Single MAC list.  A carrier, or a PBM under contract 
with a carrier, shall use a single MAC list to establish 
the maximum amount to be paid by a health plan to a 
pharmacy provider for a generic drug or a brand-
name drug that has at least one generic alternative 
available. A carrier, or a PBM under contract with a 
carrier, shall use the same MAC list for each 
pharmacy provider.   

• Listing of prescription drug.  A MAC may be set for a 
prescription drug, or a prescription drug may be 
allowed to continue on a MAC list, only if that 
prescription drug:   

o Is rated as "A" or "B" in the most recent 
version of the United States Food and Drug 
Administration's "Approved Drug Products 
with Therapeutic Equivalence Evaluations," 
also known as "the Orange Book," or an 
equivalent rating from a successor 
publication, or is rated as "NR" or "NA" or a 
similar rating by a nationally recognized 
pricing reference; and 

o Is not obsolete and is generally available for 
purchase in this State from a national or 
regional wholesale distributor by pharmacies 
having a contract with the PBM. 

• Changes to MAC list.  A carrier, or a PBM under 
contract with a carrier, shall establish a process for 
removing a prescription drug from a MAC list or 
modifying a MAC for a prescription drug in a timely 
manner to remain consistent with changes to such 
costs and the availability of the drug in the national 
marketplace.   

Me. Rev. Stat. 
Ann. tit. 24-A § 
4350 

https://legislature.maine.gov/statutes/24-A/title24-Asec4350-F.html
https://legislature.maine.gov/statutes/24-A/title24-Asec4350-F.html
https://legislature.maine.gov/statutes/24-A/title24-Asec4350-F.html
https://legislature.maine.gov/statutes/24-A/title24-Asec4350.html
https://legislature.maine.gov/statutes/24-A/title24-Asec4350.html
https://legislature.maine.gov/statutes/24-A/title24-Asec4350.html
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• Disclosure.  With regard to a pharmacy with which 
the carrier, or the PBM under contract with a carrier, 
has entered into a contract, a carrier, or a PBM under 
contract with a carrier, shall:  

o Upon request, disclose the sources used to 
establish the MACs; 

o Provide a process for a pharmacy to readily 
obtain the maximum allowable payment 
available to that pharmacy under a MAC list; 
and 

o At least once every 7 business days, review 
and update MAC list information to reflect 
any modification of the maximum allowable 
payment available to a pharmacy under a 
MAC list used by the carrier or the PBM 
under contract with a carrier. 

• Appeal procedure.  A carrier, or a PBM under 
contract with a carrier, shall provide a reasonable 
administrative appeal procedure, including a right to 
appeal that is limited to 14 days following the initial 
claim, to allow pharmacies with which the carrier or 
PBM has a contract to challenge MACs for a 
specified drug.   

• Resolution of appeals.  A carrier, or a PBM under 
contract with a carrier, shall respond to, investigate 
and resolve an appeal within 14 days after the 
receipt of the appeal. The carrier or PBM shall 
respond to an appeal as follows:   

o If the appeal is upheld, the carrier or PBM 
shall make the appropriate adjustment in the 
MAC and permit the challenging pharmacy or 
pharmacist to reverse and rebill the claim in 
question; or 

o If the appeal is denied, the carrier or PBM 
shall provide the challenging pharmacy or 
pharmacist the NDC from national or regional 
wholesalers of a comparable prescription 
drug that may be purchased at or below the 
MAC. 

• AWP; use of a prescription drug not on MAC list.  A 
carrier, or a PBM under contract with a carrier, shall 
use the AWP to establish the maximum payment for 
a brand-name drug for which a generic equivalent is 
not available or a prescription drug not included on a 
MAC list. In order to use the AWP of a brand-name 
drug or prescription drug not included on a MAC list, 
a carrier, or a PBM under contract with a carrier, 
must use only one national drug pricing source 
during a calendar year, except that a carrier, or a 
PBM under contract with a carrier, may use a 
different national drug pricing source if the original 
pricing source is no longer available. A carrier, or a 
PBM under contract with a carrier, shall use the 
same national drug pricing source for each pharmacy 
provider and identify on its publicly accessible 
website the name of the national drug pricing source 
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used to determine the AWP of a prescription drug not 
included on the MAC list.   

Patient Cost Sharing Maximum Cost-Sharing Levels: 
A carrier or PBM may not require a covered person to 
make a payment at the point of sale for a covered 
prescription drug in an amount greater than the least of: 

• The applicable cost-sharing amount for the 
prescription drug; 

• The amount a covered person would pay for the 
prescription drug if the covered person purchased 
the prescription drug without using a health plan or 
any other source of prescription drug benefits or 
discounts; and 

• The total amount the pharmacy will be reimbursed for 
the prescription drug from the PBM or carrier, 
including the cost-sharing amount paid by a covered 
person. 

 
Copay Adjustment Programs: 
When calculating a covered person's contribution to any 
applicable cost-sharing or other out-of-pocket expense 
under a covered prescription drug benefit, a carrier or 
PBM shall give credit for any waiver or discount of, or 
payment made by a third party for, the amount of, or any 
portion of the amount of, the applicable cost-sharing or 
other out-of-pocket expense for the covered prescription 
drug that is either:   

• Without a generic equivalent; or   

• With a generic equivalent when the covered person 
has obtained access to the covered prescription drug 
through prior authorization, a step therapy override 
exception or other exception or appeal process. 

 
A third party that pays as financial assistance any 
amount, or portion of the amount, of any applicable cost-
sharing or other out-of-pocket expense on behalf of a 
covered person for a covered prescription drug:   

• Shall notify the covered person prior to or within 7 
days of the acceptance of the financial assistance of 
the total amount of assistance available and the 
duration for which it is available; and   

• May not condition the assistance on enrollment in a 
specific health plan or type of health plan, except as 
permitted under federal law. 

 
For high-deductible health plans, this requirement shall 
only apply after a covered individual meets the minimum 
cost-sharing amount needed to remain HSA-eligible. 
 
Copay Cap: 
A carrier that provides coverage for prescription insulin 
drugs may not impose any deductible, copayment, 
coinsurance or other cost-sharing requirement on an 
enrollee for that coverage that results in out-of-pocket 
costs to the enrollee that exceed $35 per prescription for 

Me. Rev. Stat. 
Ann. tit. 24-A 
§4349 
 
Me. Rev. Stat. 
Ann. tit. 24-A 
§4317-C 

https://legislature.maine.gov/statutes/24-A/title24-Asec4349.html
https://legislature.maine.gov/statutes/24-A/title24-Asec4349.html
https://legislature.maine.gov/statutes/24-A/title24-Asec4349.html
https://legislature.maine.gov/statutes/24-a/title24-Asec4317-C.html
https://legislature.maine.gov/statutes/24-a/title24-Asec4317-C.html
https://legislature.maine.gov/statutes/24-a/title24-Asec4317-C.html
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a 30-day supply of covered prescription insulin drugs, 
regardless of the amount of insulin needed to fill the 
enrollee's insulin prescriptions.   

 

Maryland 

Issue Summary Citation 

Licensing/Registration A PBM shall register with the Insurance Administration as 
a PBM before providing pharmacy benefits management 
services to purchasers. An applicant shall file with the 
commissioner an application on the form that the 
commissioner provides and pay a registration fee set by 
the commissioner (currently $5,000).  
 
A PBM registration expires on the second September 30 
after it is approved.  
 
 A carrier may not enter into an agreement with a PBM 
that has not registered with the Commissioner. 

Md. Code Ins. 
Law § 15–1604  
 
Md. Code Ins. 
Law §15–1605 
 
Md. Code Ins. 
Law §15–1606 

Reporting 
Requirements 

A PBM shall maintain adequate books and records about 
each purchaser for which the PBM provides pharmacy 
benefits management services for the duration of the 
agreement between the PBM and the purchaser; and for 
3 years after the PBM ceases to provide pharmacy 
benefits management services for the purchaser.  
 
Whenever the Commissioner considers it advisable, the 
Commissioner may examine the affairs, transactions, 
accounts, and records of a registered PBM. 
 
Before entering into a contract with a purchaser, a PBM 
shall inform the purchaser that the PBM may: 

• Solicit and receive manufacturer payments; 

• Pass through or retain the manufacturer payments 
depending on the contract terms with a purchaser; 

• Sell aggregate utilization information; and 

• Share aggregate utilization information with other 
entities. 

 
Before entering into a contract with a purchaser, a PBM 
shall offer to provide the purchaser a report that contains 
the: 

• Net revenue of the PBM from sales of prescription 
drugs to purchasers made through the PBM’s 
network of contractually affiliated retail pharmacies or 
through the PBM’s mail order pharmacies, with 
respect to the PBM’s entire client base of purchasers; 
and 

• The amount of all manufacturer payments earned by 
the PBM. 

 
If a purchaser has a rebate sharing contract, a PBM shall 
offer to provide the purchaser a report for each fiscal 
quarter and each fiscal year that contains the amount of 
the: 

Md. Code Ins. 
Law §15–1608 
 
Md. Code Ins. 
Law §15–1609 
 
Md. Code Ins. 
Law §15–1623 
 
Md. Code Ins. 
Law §15–1624 
 
 

http://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1604&enactments=False&archived=False
http://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1604&enactments=False&archived=False
https://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1605&enactments=False&archived=False
https://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1605&enactments=False&archived=False
https://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1606&enactments=False&archived=False
https://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1606&enactments=False&archived=False
https://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1608&enactments=False&archived=False
https://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1608&enactments=False&archived=False
https://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1609&enactments=False&archived=False
https://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1609&enactments=False&archived=False
https://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1623&enactments=False&archived=False
https://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1623&enactments=False&archived=False
https://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1624&enactments=False&archived=False
https://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1624&enactments=False&archived=False
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• Net revenue of the PBM from sales of prescription 
drugs to purchasers made through the PBM’s 
network of contractually affiliated retail pharmacies or 
through the PBM’s mail order pharmacies, with 
respect to the PBM’s entire client base of purchasers; 

• Total prescription drug expenditures applicable to the 
purchaser; 

• Total manufacturer payments earned by the PBM 
during the applicable reporting period; and 

• Total rebates applicable to the purchaser during the 
applicable reporting period. 

 
If the exact amount of each item is not known by the 
PBM at the time of its report, the PBM shall offer to 
provide its current best estimate of the amount of each 
item. The PBM shall provide an updated report 
containing the exact amount of each item immediately 
after it becomes available. 

PBM Income N/A  

Pharmacy Contracting Patient Steering: 
A PBM may not require that a beneficiary use a specific 
pharmacy or entity to fill a prescription if: 

• The PBM or a corporate affiliate of the PBM has an 
ownership interest in the pharmacy or entity; or 

• The pharmacy or entity has an ownership interest in 
the PBM or a corporate affiliate of the PBM. 

 
Non-oncology specialty drugs are exempt from the 
patient steering provision.  
 
Minimum Reimbursement: 
A PBM may not reimburse a pharmacy or pharmacist for 
a pharmaceutical product or pharmacist service in an 
amount less than the amount that the PBM reimburses 
itself or an affiliate for providing the same product or 
service. 
 
This requirement does not apply to reimbursements paid 
to mail-order pharmacies, chain pharmacies with more 
than 15 stores, or claims for non-oncology specialty 
drugs.  
 
MAC Pricing:  
In each participating pharmacy contract, the PBM shall 
include the sources used to determine MAC pricing. 
 
A PBM shall update its pricing information at least every 
7 days, establish a reasonable process by which a 
contracted pharmacy has access to the current and 
applicable MAC price lists in an electronic format, and 
use the updated pricing information in calculating the 
payments made to all contracted pharmacies.  
 
Before placing a prescription drug on a MAC list, a PBM 
shall ensure that: 

Md. Code Ins. 
Law §15–1611.1 
 
Md. Code Ins. 
Law §15–1612 
 
Md. Code Ins. 
Law §15–1628.1 

https://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1611.1&enactments=False&archived=False
https://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1611.1&enactments=False&archived=False
https://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1612&enactments=False&archived=False
https://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1612&enactments=False&archived=False
https://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1628.1&enactments=False&archived=False
https://mgaleg.maryland.gov/mgawebsite/Laws/StatuteText?article=gin&section=15-1628.1&enactments=False&archived=False
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• The drug is listed as “A” or “B” rated in the most 
recent version of the U.S. Food and Drug 
Administration’s approved drug products with 
therapeutic equivalence evaluations, also known as 
the Orange Book, or has an “NR” or “NA” rating or 
similar rating by a nationally recognized reference; 

• If a drug is manufactured by more than one 
manufacturer, the drug is generally available for 
purchase by contracted pharmacies, including 
contracted retail pharmacies, in the State from a 
wholesale distributor with a permit in the State; or 

• If a drug is manufactured by only one manufacturer, 
the drug is generally available for purchase by 
contracted pharmacies, including contracted retail 
pharmacies, in the State from at least two wholesale 
distributors with a permit in the State; and 

• The drug is not obsolete, temporarily unavailable, or 
listed on a drug shortage list as currently in shortage. 

 
A PBM shall maintain a procedure to eliminate products 
from the list of drugs subject to MAC pricing as 
necessary. A product on the MAC list shall be eliminated 
from the list by the PBM within 7 days after the PBM 
knows of a change in the availability of the product. 
 
For disputes regarding MAC pricing, each participating 
pharmacy contract must include a process to appeal, 
investigate, and resolve disputes regarding MAC pricing 
that includes: 

• A requirement that an appeal be filed by the contract 
pharmacy no later than 21 days after the date of the 
initial adjudicated claim; 

• A requirement that, within 21 days after the date the 
appeal is filed, the PBM investigate and resolve the 
appeal and report to the contracted pharmacy on the 
PBM’s determination on the appeal; 

• A requirement that a PBM make available on its 
website information about the appeal process; 

• A requirement that a PBM provide a reason for any 
appeal denial as well as the NDC of a drug and the 
name of the wholesale distributor from which the 
drug was available on the date the claim was 
adjudicated at a price at or below the MAC 
determined by the PBM; and 

• If an appeal is upheld, a requirement that the PBM 
adjust the MAC for the drug as of the date of the 
original claim for payment and allow the appealing 
pharmacy and similarly situated pharmacies in the 
state to reverse and rebill the claim.  

Patient Cost Sharing Copay Adjustment Programs: 
Starting January 1, 2026, when calculating an enrollee’s 
contribution to a cost-sharing requirement, carriers must 
include any discount, financial assistance payment, 
product voucher, or other out-of-pocket expense made by 
or on behalf of the enrollee for covered prescription drugs 

Md. Code Ins. 
Law § 15-118.1 
 
Md. Code Ins. § 
15-822.1 

https://mgaleg.maryland.gov/2025RS/Chapters_noln/CH_692_sb0773e.pdf
https://mgaleg.maryland.gov/2025RS/Chapters_noln/CH_692_sb0773e.pdf
https://law.justia.com/codes/maryland/insurance/title-15/subtitle-8/section-15-822-1/
https://law.justia.com/codes/maryland/insurance/title-15/subtitle-8/section-15-822-1/
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that do not have a generic equivalent, or have a generic 
equivalent and the enrollee obtained coverage through 
prior authorization, a step therapy protocol, or the 
exception or appeal process. If an enrollee is covered 
under a high-deductible health plan, the requirements for 
calculating the enrollee’s contribution to cost-sharing do 
not apply to the deductible requirement.  
 
Copay Cap: 
These requirements apply to insurers and nonprofit 
health service plans, HMOs, and PBMs contracted with 
these entities.  
 
An entity subject to this section shall limit the amount a 
covered individual is required to pay in copayments or 
coinsurance for a covered prescription insulin drug to not 
more than $30 for a 30-day supply, regardless of the 
amount or type of insulin needed to fill the covered 
individual’s prescription. 

 

Massachusetts 

Issue Summary Citation 

Licensing/Registration PBMs must obtain a license from the Division of 
Insurance. A license may be granted only when the 
division is satisfied that the entity possesses the 
necessary organization, background, expertise, and 
financial integrity to supply the services sought to be 
offered. A PBM license shall be valid for a period of 3 
years and shall be renewable for additional 3-year 
periods. The commissioner shall charge application and 
renewal fees of $25,000. 

M.G.L. c. 176Y 
§ 2 

Reporting 
Requirements 

The Center for Health Information and Analysis (CHAI) 
shall promulgate regulations necessary to ensure the 
uniform reporting of information from PBMs to enable the 
center to analyze:  

• Year-over-year changes in WAC;  

• Year-over-year trends in formulary, MAC lists and 
cost-sharing design, including the establishment and 
management of specialty product lists;  

• Aggregate information regarding discounts, utilization 
limits, rebates, administrative fees charged to 
pharmaceutical manufacturing companies and other 
financial incentives or concessions related to 
pharmaceutical products or formulary programs;  

• Trends in estimated aggregate drug rebates and 
other aggregate drug price reductions, if any, 
provided by a PBM to a carrier client or health plan 
sponsor or passed through from a PBM to a carrier 
client or health plan sponsor in connection with 
utilization of drugs in the commonwealth offered 
through the PBM and a measure of lives covered by 
each carrier client or health plan sponsor in the 
commonwealth; and  

M.G.L. c. 12C § 
10A 
 
M.G.L. c. 176Y 
§ 2 
 
M.G.L. c. 176Y 
§ 3 

https://malegislature.gov/Laws/GeneralLaws/PartI/TitleXXII/Chapter176Y/Section2
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleXXII/Chapter176Y/Section2
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleII/Chapter12C/Section10A
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleII/Chapter12C/Section10A
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleXXII/Chapter176Y/Section2
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleXXII/Chapter176Y/Section2
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleXXII/Chapter176Y/Section3
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleXXII/Chapter176Y/Section3
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• Any other information deemed reasonably necessary 
by the center by regulation. 

 
CHAI shall require the submission of available data and 
other information from PBMs including, but not limited to:  

• The aggregate amount of all rebates that the PBM 
received from all pharmaceutical manufacturing 
companies and for all carrier clients or health plan 
sponsors;  

• The administrative fees that the PBM received from 
all carrier clients or health plan sponsors in the 
aggregate and for each carrier client or health plan 
sponsor individually;  

• The aggregate amount of rebates a PBM: (A) retains 
based on its contractual arrangement with each 
carrier client or health plan sponsor individually; and 
(B) passes through to each carrier client or health 
plan sponsor individually;  

• The aggregate amount of all retained rebates that the 
PBM received from all pharmaceutical manufacturing 
companies and did not pass through to each PBM's 
carrier client or health plan sponsor individually;  

• The percentage of contracts that a PBM holds where 
the PBM: (A) retains all rebates; (B) passes all 
rebates through to the carrier client or health plan 
sponsor; and (C) shares rebates with the carrier 
client or health plan sponsor; and 

• Information related to the PBM practices of spread 
pricing, administrative fees, claw-backs, and 
formulary placement. 

 
A licensed PBM shall submit data and reporting 
information to CHAI.  
 
The commissioner may examine the affairs of a PBM 
when the commissioner deems it prudent, but not less 
frequently than once every 3 years. The focus of the 
examination shall be to ensure that a PBM can meet its 
responsibilities under contracts with carriers. The 
examination shall be conducted according to the 
procedures set forth in paragraph (6) of section 4 of 
chapter 175. If the examination report reveals that the 
PBM is operating in violation of this section or any 
regulation or prior order of the commissioner, the 
commissioner may order the PBM to take any action the 
commissioner considers necessary and appropriate to 
cure such violation.  
 
Any carrier, including a PBM, that provides administrative 
services to 1 or more self-insured groups shall submit to 
the division a report including the following information by 
April 1: 

• The number of the carrier's self-insured 
customers; 
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• The aggregate number of members, as defined 
in section 1 of chapter 176J, in all of the carrier's 
self-insured customers; 

• The aggregate number of lives covered in all of 
the carrier's self-insured customers; 

• The percentage of the carrier's self-insured 
customers that include each of the benefits 
mandated for health benefit plans under chapters 
175, 176A, 176B and 176G; and 

• Any other information deemed necessary by the 
commissioner. 

PBM Income N/A  

Pharmacy Contracting N/A  

Patient Cost Sharing Copay Cap: 
Any policy, contract, agreement, plan or certificate of 
insurance issued, delivered or renewed within the 
commonwealth and which is considered creditable 
coverage under section 1 of chapter 111M shall identify 1 
generic drug and 1 brand name drug used to treat each 
of the following chronic conditions: (i) diabetes; (ii) 
asthma; and (iii) the 2 most prevalent heart conditions 
among its enrollees. 
 
The carrier shall identify insulin as the drug used to treat 
diabetes. In determining the 1 generic drug and 1 brand 
name drug used to treat each chronic condition, the 
carrier shall consider whether the drug is: 

• of clear benefit and strongly supported by clinical 
evidence; 

• likely to: (A) reduce hospitalizations or 
emergency department visits; (B) reduce future 
exacerbations of illness progression; or (C) 
improve quality of life; 

• cost effective for the carrier and its enrollees; 

• at low risk for overutilization, abuse, addiction, 
diversion or fraud; and 

• one of the most widely utilized as a treatment for 
the chronic condition. 

 
Applicable carriers shall provide coverage for the brand-
name drugs and generic drugs identified via the process 
described above. Coverage for the identified generic 
drugs shall not be subject to cost-sharing, including co-
payments and co-insurance, and shall not be subject to 
any deductible; provided, however, that cost-sharing shall 
be required if the applicable plan is governed by the 
Internal Revenue Code and would lose its tax-exempt 
status as a result of the prohibition on cost-sharing under 
this section. Coverage for identified brand-name drugs 
shall not be subject to any deductible or co-insurance, 
and any co-payment shall not exceed $25 per 30-day 
supply. Coverage for 1 brand-name insulin drug per 
dosage and type, including rapid-acting, short-acting, 
intermediate-acting, long-acting, ultra long-acting, and 
premixed under this section shall not be subject to any 

M.G.L. c. 175 § 
47CCC 
 
M.G.L. c. 118E § 
10Z 
 
M.G.L. c. 94C § 
21C 

https://malegislature.gov/Laws/GeneralLaws/PartI/TitleXXII/Chapter175/Section47CCC
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleXXII/Chapter175/Section47CCC
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleXVII/Chapter118E/Section10Z
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleXVII/Chapter118E/Section10Z
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleXV/Chapter94C/Section21C
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleXV/Chapter94C/Section21C
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deductible or co-insurance, and any co-payment shall not 
exceed $25 per 30-day supply. 
 
The carrier may make changes in its selection of drugs 
pursuant to this section not more than annually. The 
carrier shall make public the identified drugs for each 
applicable chronic condition.  
 
Similar requirements apply to MassHealth (Medicaid), 
plans sold on the individual marketplace, and state 
employee benefit plans.    
 
Maximum Cost-Sharing Levels: 
At the point of sale, a pharmacy shall charge an 
individual for a prescription drug the lesser of: (i) the 
applicable cost-sharing amount; or (ii) the pharmacy retail 
price. A health benefit plan or carrier shall not require an 
insured to make a cost-sharing payment for a 
prescription drug in an amount greater than that charged 
by a pharmacy complying with this section.  

 

Michigan 

Issue Summary Citation 

Licensing/Registration A PBM that provides services to residents of this state 
shall apply for, obtain, and maintain a license to operate 
as a PBM from the director. A license under this act is 
renewable biennially and is nontransferable. 

MCL § 550.821 

Reporting 
Requirements 

By April 1, 2025, and each April 1 after that date, a PBM 
shall file a transparency report with the director that 
contains the following information: 

• The aggregate WACs from a manufacturer or 
wholesale distributor for each therapeutic category of 
drugs for the PBM's Michigan plan sponsors, net of 
rebates and other fees and payments, direct or 
indirect, from all sources. 

• The aggregate amount of rebates that the PBM 
received from all manufacturers for the PBM's 
Michigan plan sponsors. The aggregate amount of 
rebates must include any utilization discounts the 
PBM receives from a manufacturer or wholesale 
distributor. 

• The aggregate amount of all fees that the PBM 
received. 

• The aggregate amount of rebates that the PBM 
received from all manufacturers that were not passed 
through to Michigan health plans or insurers. 

• The aggregate amount of fees that the PBM received 
from all manufacturers that were not passed through 
to Michigan health plans, carriers, or insurers. 

• The aggregate retained rebate percentage from 
business conducted in this state. 

MCL § 550.833 

https://legislature.mi.gov/Laws/MCL?objectName=mcl-550-821
https://legislature.mi.gov/Laws/MCL?objectName=mcl-550-833
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• All of the following information attributable to patient 
use of prescription drugs covered by Michigan health 
plans: 

o The aggregate amount of rebates and fees 
that the PBM received from manufacturers. 

o The aggregate amount of rebates and fees 
that the PBM received from manufacturers 
that were either of the following: 

▪ Passed through to Michigan health 
plans or enrollees at the point of sale 
of a prescription drug. 

▪ Retained by the PBM. 
 
These reporting requirements do not apply to a contract 
between a PBM and the Medicaid program.  

PBM Income Spread Pricing:  
A PBM shall not conduct spread pricing in this state. 
However, if a contract between a plan sponsor and a 
health plan is in effect on the effective date of this act and 
the contract conflicts with this subsection, for that 
contract, this subsection applies to the PBM beginning on 
the date the contract is amended, extended, or renewed, 
or before January 1, 2028, whichever is earlier. 

MCL § 550.827 

Pharmacy Contracting MAC Pricing: 
For each drug that a PBM establishes a MAC, the PBM 
shall do all of the following: 

• Provide each pharmacy subject to a MAC list with 
access to the MAC list and the source used to 
determine the MAC for each drug. 

• Update its MAC list at least once every 7 calendar 
days. 

• Provide a process for each pharmacy subject to the 
MAC list to receive prompt notification of an update 
to the MAC list. 

• Establish and maintain a reasonable administrative 
appeals process to allow a pharmacy subject to the 
MAC list or an agent of a pharmacy subject to the 
MAC list to challenge the adjudication of a 
pharmacy's claim. 

• Investigate and resolve an appeal under this 
subsection within 14 calendar days after the PBM 
receives the appeal. An appeal under this subsection 
must be submitted to the PBM not later than 45 
calendar days after the date the pharmacy's claim for 
reimbursement has been adjudicated. 

• Respond in writing to any appealing pharmacy or an 
appealing pharmacy's agent not later than 30 
calendar days after receipt of an appeal if the 
pharmacy filed the appeal more than 10 calendar 
days after the date the pharmacy's claim for 
reimbursement is adjudicated. 

• If an appeal is denied, provide the appealing 
pharmacy or the appealing pharmacy's agent the 
NDC number available for purchase in this state at or 
below the appealed MAC. 

MCL § 550.837 

https://legislature.mi.gov/Laws/MCL?objectName=mcl-550-827
https://legislature.mi.gov/Laws/MCL?objectName=mcl-550-837
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• If an appeal is granted, permit the pharmacy to 
reverse and rebill the claim and all claims for the 
drug. 

 
Before a PBM places or continues a drug on a MAC list, 
all of the following conditions must be met: 

• The drug is available for purchase by pharmacies in 
this state from wholesale distributors operating in this 
state. 

• The drug is not obsolete. 

• The drug is a multiple source drug. 

Patient Cost Sharing Maximum Cost-Sharing Levels: 
A carrier, health plan, or PBM shall not require a covered 
person or enrollee to make a payment for a prescription 
drug at the point of sale in an amount greater than the 
lesser of the following: 

• The applicable copayment, coinsurance, and 
deductible. 

• The final reimbursement amount to the network 
pharmacy. 

MCL § 550.831 

 

Minnesota 

Issue Summary Citation 

Licensing/Registration No person shall perform, act, or do business in this state 
as a PBM unless the person has a valid license issued 
under this chapter by the Commissioner of Commerce. A 
PBM seeking a license shall apply using a form prescribed 
by the commissioner and pay a nonrefundable fee of 
$8,500.  
 
A license issued under this chapter is valid for one year. 
To renew a license, an applicant must submit a completed 
renewal application on a form prescribed by the 
commissioner, the network adequacy report required 
under section 62W.05, and a renewal fee of $8,500.  

MRS § 62W.03 

Reporting 
Requirements 

Beginning in the second quarter after the effective date of 
a contract between a PBM and a plan sponsor, the PBM 
must disclose, upon the request of the plan sponsor, the 
following information: 

• The aggregate WACs from a drug manufacturer or 
wholesale drug distributor for each therapeutic 
category of prescription drugs; 

• The aggregate WACs from a drug manufacturer or 
wholesale drug distributor for each therapeutic 
category of prescription drugs available to the plan 
sponsor's enrollees; 

• The aggregate amount of rebates received by the 
PBM by therapeutic category of prescription drugs. 
The aggregate amount of rebates must include any 
utilization discounts the PBM receives from a drug 
manufacturer or wholesale drug distributor; 

• Any other fees received from a drug manufacturer or 
wholesale drug distributor; 

MRS § 62W.06 
 
MRS § 62W.07 

https://legislature.mi.gov/Laws/MCL?objectName=mcl-550-831
https://www.revisor.mn.gov/statutes/2025/cite/62W.05
https://www.revisor.mn.gov/statutes/cite/62W.03
https://www.revisor.mn.gov/statutes/cite/62W.06
https://www.revisor.mn.gov/statutes/cite/62W.07
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• Whether the PBM has a contract, agreement, or other 
arrangement with a drug manufacturer to exclusively 
dispense or provide a drug to a plan sponsor's 
enrollees, and the application of all consideration or 
economic benefits collected or received pursuant to 
the arrangement; 

• Prescription drug utilization information for the plan 
sponsor's enrollees; 

• De-identified claims level information in electronic 
format that allows the plan sponsor to sort and 
analyze the following information for each claim: 

o Whether the claim required prior 
authorization; 

o The amount paid to the pharmacy for each 
prescription, net of the aggregate amount of 
fees or other assessments imposed on the 
pharmacy, including point-of-sale and 
retroactive charges; 

o Any spread between the net amount paid to 
the pharmacy and the amount charged to the 
plan sponsor; 

o Whether the pharmacy is, or is not, under 
common control or ownership with the PBM; 

o Whether the pharmacy is, or is not, a 
preferred pharmacy under the plan; 

o Whether the pharmacy is, or is not, a mail 
order pharmacy; and 

o Whether enrollees are required by the plan to 
use the pharmacy; 

• The aggregate amount of payments made by the PBM 
to pharmacies owned or controlled by the PBM on 
behalf of the sponsor's plan; 

• The aggregate amount of payments made by the PBM 
to pharmacies not owned or controlled by the PBM on 
behalf of the sponsor's plan; and 

• The aggregate amount of the fees imposed on, or 
collected from, network pharmacies or other 
assessments against network pharmacies, including 
point-of-sale fees and retroactive charges, and the 
application of those amounts collected pursuant to the 
contract with the plan sponsor. 

 
Each year, the PBM must submit to the commissioner a 
transparency report containing data from the prior 
calendar year as it pertains to plan sponsors doing 
business in Minnesota. The report must contain the 
following information: 

• The aggregate WACs from a drug manufacturer or 
wholesale drug distributor for each therapeutic 
category of prescription drugs for all of the PBM's plan 
sponsor clients, and these costs net of all rebates and 
other fees and payments, direct or indirect, from all 
sources; 

• The aggregate amount of all rebates that the PBM 
received from all drug manufacturers for all of the 
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PBM's plan sponsor clients. The aggregate amount of 
rebates must include any utilization discounts the 
PBM receives from a drug manufacturer or wholesale 
drug distributor; 

• The aggregate of all fees from all sources, direct or 
indirect, that the PBM received for all of the PBM’s 
plan sponsor clients; 

• The aggregate retained rebates and other fees that 
the PBM received from all sources, direct or indirect, 
that were not passed through to plan sponsors; 

• The aggregate retained rebate and fees percentage; 

• The highest, lowest, and mean aggregate retained 
rebate and fees percentage for all of the PBM's plan 
sponsor clients; and 

• De-identified claims-level information in electronic 
format that allows the commissioner to sort and 
analyze the following information for each claim: 

o The drug and quantity for each prescription; 
o Whether the claim required prior 

authorization; 
o Patient cost-sharing paid on each 

prescription; 
o The amount paid to the pharmacy for each 

prescription, net of the aggregate amount of 
fees or other assessments imposed on the 
pharmacy, including point-of-sale and 
retroactive charges; 

o Any spread between the net amount paid to 
the pharmacy and the amount charged to the 
plan sponsor; 

o Identity of the pharmacy for each prescription; 
o Whether the pharmacy is, or is not, under 

common control or ownership with the PBM; 
o Whether the pharmacy is, or is not, a 

preferred pharmacy under the plan; 
o Whether the pharmacy is, or is not, a mail 

order pharmacy; and 
o Whether enrollees are required by the plan to 

use the pharmacy. 
 
A PBM that has an ownership interest either directly or 
indirectly, or through an affiliate or subsidiary, in a 
pharmacy must disclose to a plan sponsor that contracts 
with the PBM any difference between the amount paid to 
that pharmacy and the amount charged to the plan 
sponsor. 

PBM Income N/A  

Pharmacy Contracting Patient Steering: 
A PBM or health carrier is prohibited from penalizing, 
requiring, or providing financial incentives, including 
variations in premiums, deductibles, co-payments, or 
coinsurance, to an enrollee as an incentive to use a retail 
pharmacy, mail order pharmacy, specialty pharmacy, or 
other network pharmacy provider in which a PBM has an 
ownership interest or in which the pharmacy provider has 

MRS § 62W.07 
 
MRS § 62W.08 

https://www.revisor.mn.gov/statutes/cite/62W.07
https://www.revisor.mn.gov/statutes/cite/62W.08
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an ownership interest in the PBM. This requirement does 
not apply if the PBM or health carrier offers an enrollee the 
same financial incentives for using a network retail 
pharmacy, mail order pharmacy, specialty pharmacy, or 
other network pharmacy in which the PBM has no 
ownership interest and the network pharmacy has agreed 
to accept the same pricing terms, conditions, and 
requirements related to the cost of the prescription drug 
and the cost of dispensing the prescription drug that are in 
the agreement with a network pharmacy in which the PBM 
has an ownership interest. 
 
In addition, a PBM or health carrier is prohibited from 
imposing limits, including quantity limits or refill frequency 
limits, on an enrollee's access to medication that differ 
based solely on whether the health carrier or PBM has an 
ownership interest in a pharmacy or the pharmacy has an 
ownership interest in the PBM. 
 
MAC Pricing: 
With respect to each contract and contract renewal 
between a PBM and a pharmacy, the PBM must: 

• Provide to the pharmacy, at the beginning of each 
contract and contract renewal, the sources utilized to 
determine the MAC pricing of the PBM; 

• Update any MAC price list at least every 7 business 
days, noting any price changes from the previous list, 
and provide a means by which network pharmacies 
may promptly review current prices in an electronic, 
print, or telephonic format within 1 business day at no 
cost to the pharmacy; 

• Maintain a procedure to eliminate products from the 
list of drugs subject to MAC pricing in a timely manner 
in order to remain consistent with changes in the 
marketplace; 

• Ensure that the MAC prices are not set below sources 
utilized by the PBM; and 

• Upon request of a network pharmacy, disclose the 
sources utilized for setting MAC price rates on each 
MAC price list included under the contract and identify 
each MAC price list that applies to the network 
pharmacy. A PBM must make the list of the MACs 
available to a contracted pharmacy in a format that is 
readily accessible and usable to the network 
pharmacy. 

 
A PBM must not place a prescription drug on a MAC list 
unless the drug is available for purchase by pharmacies in 
this state from a national or regional drug wholesaler and 
is not obsolete. 
 
Each contract between a PBM and a pharmacy must 
include a process to appeal, investigate, and resolve 
disputes regarding MAC pricing that includes: 
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• A 15-business-day limit on the right to appeal 
following the initial claim; 

• A requirement that the appeal be investigated and 
resolved within seven business days after the appeal 
is received; and 

• A requirement that a PBM provide a reason for any 
appeal denial and identify the NDC of a drug that may 
be purchased by the pharmacy at a price at or below 
the MAC price as determined by the PBM. 

 
If an appeal is upheld, the PBM must make an adjustment 
to the MAC price no later than 1 business day after the 
date of determination. The PBM must make the price 
adjustment applicable to all similarly situated network 
pharmacy providers as defined by the plan sponsor. 

Patient Cost Sharing Maximum Cost-Sharing Levels: 
No PBM or health carrier shall require an enrollee to make 
a payment at the point of sale for a covered prescription 
drug in an amount greater than the lesser of: 

• The applicable co-payment for the prescription drug; 

• The allowable claim amount for the prescription drug; 
or 

• The amount an enrollee would pay for the prescription 
drug if the enrollee purchased the prescription drug 
without using a health plan or any other source of 
prescription drug benefits or discounts. 

 
Copay Cap: 
A health plan must limit the amount of any enrollee cost-
sharing for prescription drugs prescribed to treat a chronic 
disease to no more than: (1) $25 per one-month supply for 
each prescription drug, regardless of the amount or type 
of medication required to fill the prescription; and (2) $50 
per month in total for all related medical supplies. The 
cost-sharing limit for related medical supplies does not 
increase with the number of chronic diseases for which an 
enrollee is treated. Coverage under this section shall not 
be subject to any deductible. 
 
The chronic diseases covered under this provision include 
diabetes, asthma, and allergies requiring an epinephrine 
auto-injector.  

MRS § 62W.12 
 
MRS § 
62Q.481 
 

 

Mississippi 

Issue Summary Citation 

Licensing/Registration Before beginning to do business as a PBM, a PBM shall 
obtain a license to do business from the Board of 
Pharmacy. To obtain a license, the applicant shall apply to 
the board on a form to be prescribed by the board. 
 
Each PBM providing pharmacy management benefit plans 
in this state shall file a statement with the board annually 
by March 1 or within 60 days of the end of its fiscal year if 
not a calendar year, which shall contain: 

Miss. Code 
Ann. § 73-21-
157  

https://www.revisor.mn.gov/statutes/cite/62W.12
https://www.revisor.mn.gov/statutes/cite/62q.481
https://www.revisor.mn.gov/statutes/cite/62q.481
https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=640e0386-d06e-4b9e-a9b8-ad257106709c&config=00JABhZDIzMTViZS04NjcxLTQ1MDItOTllOS03MDg0ZTQxYzU4ZTQKAFBvZENhdGFsb2f8inKxYiqNVSihJeNKRlUp&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A607W-HWP3-GXJ9-316R-00008-00&pdcontentcomponentid=234190&pdteaserkey=sr0&pditab=allpods&ecomp=_ss_kkk&earg=sr0&prid=168da1ba-dc08-46b6-b6e0-79f4edbbd71d
https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=640e0386-d06e-4b9e-a9b8-ad257106709c&config=00JABhZDIzMTViZS04NjcxLTQ1MDItOTllOS03MDg0ZTQxYzU4ZTQKAFBvZENhdGFsb2f8inKxYiqNVSihJeNKRlUp&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A607W-HWP3-GXJ9-316R-00008-00&pdcontentcomponentid=234190&pdteaserkey=sr0&pditab=allpods&ecomp=_ss_kkk&earg=sr0&prid=168da1ba-dc08-46b6-b6e0-79f4edbbd71d
https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=640e0386-d06e-4b9e-a9b8-ad257106709c&config=00JABhZDIzMTViZS04NjcxLTQ1MDItOTllOS03MDg0ZTQxYzU4ZTQKAFBvZENhdGFsb2f8inKxYiqNVSihJeNKRlUp&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A607W-HWP3-GXJ9-316R-00008-00&pdcontentcomponentid=234190&pdteaserkey=sr0&pditab=allpods&ecomp=_ss_kkk&earg=sr0&prid=168da1ba-dc08-46b6-b6e0-79f4edbbd71d
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• A financial statement of the organization, including its 
balance sheet and income statement for the 
preceding year; and  

• Any other information relating to the operations of the 
PBM required by the board. 

 
If the PBM is audited annually by an independent certified 
public accountant, a copy of the certified audit report shall 
be filed annually with the board by June 30 or within 30 
days of the report being final. 

Reporting 
Requirements 

N/A  

PBM Income N/A  

Pharmacy Contracting MAC Pricing: 
MAC Drugs. Before a PBM places or continues a 
particular drug on a MAC list, the drug: 

• If the drug is a generic equivalent drug product as 
defined in 73-21-73, shall be listed as therapeutically 
equivalent and pharmaceutically equivalent “A” or “B” 
rated in the United States Food and Drug 
Administration’s most recent version of the “Orange 
Book” or “Green Book” or have an NR or NA rating by 
Medi-Span, Gold Standard, or a similar rating by a 
nationally recognized reference approved by the 
board; 

• Shall be available for purchase by each pharmacy in 
the state from national or regional wholesalers 
operating in Mississippi; and 

• Shall not be obsolete. 
 
MAC List Information. A PBM shall: 

• Provide access to its MAC list to each pharmacy 
subject to the MAC list; 

• Update its MAC list on a timely basis, but in no event 
longer than 3 calendar days; and 

• Provide a process for each pharmacy subject to the 
MAC list to receive prompt notification of an update to 
the MAC list. 

 
MAC Appeals. A PBM shall: 

• Provide a reasonable administrative appeal procedure 
to allow pharmacies to challenge a MAC list and 
reimbursements made under a MAC list for a specific 
drug or drugs as: 

o Not meeting the requirements to be on a MAC 
list; or 

o Being below the pharmacy acquisition cost. 

• The PBM shall allow a period of 30 business days to 
file an administrative appeal. 

• The PBM shall respond to an administrative challenge 
within 30 business days of receipt of the challenge 
and: 

o If the appeal is upheld: 

Miss. Code 
Ann. § 73-21-
156  

https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=185b17e1-9a18-45ce-b5ad-60350ccb0ba9&config=00JABhZDIzMTViZS04NjcxLTQ1MDItOTllOS03MDg0ZTQxYzU4ZTQKAFBvZENhdGFsb2f8inKxYiqNVSihJeNKRlUp&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A616K-XP63-CH1B-T305-00008-00&pdcontentcomponentid=234190&pdteaserkey=sr0&pditab=allpods&ecomp=_ss_kkk&earg=sr0&prid=6ea4727b-efb6-4a5f-954b-9cb27e5450b2
https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=185b17e1-9a18-45ce-b5ad-60350ccb0ba9&config=00JABhZDIzMTViZS04NjcxLTQ1MDItOTllOS03MDg0ZTQxYzU4ZTQKAFBvZENhdGFsb2f8inKxYiqNVSihJeNKRlUp&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A616K-XP63-CH1B-T305-00008-00&pdcontentcomponentid=234190&pdteaserkey=sr0&pditab=allpods&ecomp=_ss_kkk&earg=sr0&prid=6ea4727b-efb6-4a5f-954b-9cb27e5450b2
https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=185b17e1-9a18-45ce-b5ad-60350ccb0ba9&config=00JABhZDIzMTViZS04NjcxLTQ1MDItOTllOS03MDg0ZTQxYzU4ZTQKAFBvZENhdGFsb2f8inKxYiqNVSihJeNKRlUp&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A616K-XP63-CH1B-T305-00008-00&pdcontentcomponentid=234190&pdteaserkey=sr0&pditab=allpods&ecomp=_ss_kkk&earg=sr0&prid=6ea4727b-efb6-4a5f-954b-9cb27e5450b2
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▪ Make the change in the MAC list 
payment to at least the pharmacy 
acquisition cost; 

▪ Permit the challenging pharmacy or 
pharmacist to reverse and rebill the 
claim in question; 

▪ Provide the NDC that the increase or 
change is based on to the pharmacy 
or pharmacist; and 

▪ Make the price change effective for 
each similarly situated pharmacy as 
defined by the payor subject to the 
MAC list; or 

o If the appeal is denied, provide the 
challenging pharmacy or pharmacist the NDC 
and the name of the national or regional 
pharmaceutical wholesalers operating in 
Mississippi that have the drug currently in 
stock at a price below the MAC as listed on 
the MAC list; or 

o If the NDC provided by the PBM is not 
available below the pharmacy acquisition cost 
from the pharmaceutical wholesaler from 
whom the pharmacy or pharmacist purchases 
the majority of prescription drugs for resale, 
then the PBM shall adjust the MAC as listed 
on the MAC list above the challenging 
pharmacy’s pharmacy acquisition cost and 
permit the pharmacy to reverse and rebill 
each claim affected by the inability to procure 
the drug at a cost that is equal to or less than 
the previously challenged MAC. 

Patient Cost Sharing N/A  

 

Missouri 

Issue Summary Citation 

Licensing/Registration No entity subject to the jurisdiction of this state shall act as 
a PBM without a license issued by the Department of 
Commerce & Insurance. The department shall establish 
by rule the application process and license fee for PBMs. 
Currently, the application fee is set at $1,000.  

Mo. Rev. Stat. 
§ 376.393  

Reporting 
Requirements 

N/A  

PBM Income N/A  

Pharmacy Contracting MAC Pricing: 
Upon each contract execution or renewal between a PBM 
and a pharmacy or between a PBM and a pharmacy's 
contracting representative or agent, such as a PSAO, a 
PBM shall, with respect to such contract or renewal: 

• Include in such contract or renewal the sources 
utilized to determine MAC and update such pricing 
information at least every 7 days; and 

Mo. Rev. Stat. 
§ 376.388 

https://revisor.mo.gov/main/OneSection.aspx?section=376.393&bid=48856&hl=
https://revisor.mo.gov/main/OneSection.aspx?section=376.393&bid=48856&hl=
https://revisor.mo.gov/main/OneSection.aspx?section=376.388&bid=33648&hl=
https://revisor.mo.gov/main/OneSection.aspx?section=376.388&bid=33648&hl=
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• Maintain a procedure to eliminate products from the 
MAC list of drugs subject to such pricing or modify 
MAC pricing at least every 7 days. 

• A PBM shall not place a drug on a MAC list unless 
there are at least two therapeutically equivalent 
multisource generic drugs, or at least one generic 
drug available from at least one manufacturer, 
generally available for purchase by network 
pharmacies from national or regional wholesalers. 

• All contracts between a PBM and a contracted 
pharmacy or between a PBM and a pharmacy's 
contracting representative or agent, such as a PSAO, 
shall include a process to internally appeal, 
investigate, and resolve disputes regarding MAC 
pricing.  The process shall include the following: 

o The right to appeal shall be limited to 14 
calendar days following the reimbursement of 
the initial claim; and 

o A requirement that the PBM shall respond to 
an appeal described in this subsection no 
later than 14 calendar days after the date the 
appeal was received by such PBM. 

• For appeals that are denied, the PBM shall provide 
the reason for the denial and identify the NDC of a 
drug product that may be purchased by contracted 
pharmacies at a price at or below the MAC and, when 
applicable, may be substituted lawfully. 

• If the appeal is successful, the PBM shall: 
o Adjust the MAC price that is the subject of the 

appeal effective on the day after the date the 
appeal is decided; 

o Apply the adjusted MAC price to all similarly 
situated pharmacies as determined by the 
PBM; and 

o Allow the pharmacy that succeeded in the 
appeal to reverse and rebill the pharmacy 
benefits claim giving rise to the appeal. 

Patient Cost Sharing Maximum Cost-Sharing Levels: 
No PBM shall include a provision in a contract with a 
pharmacy or pharmacist that requires a covered person to 
make a payment for a prescription drug at the point of sale 
in an amount that exceeds the lesser of: 

• The copayment amount as required under the health 
benefit plan; or 

• The amount an individual would pay for a prescription 
if that individual paid with cash. 

Mo. Rev. Stat. 
§ 376.387  

 

Montana 

Issue Summary Citation 

Licensing/Registration A person may not perform an act or do business in this 
state as a PBM without a valid license issued under this 
part by the Insurance Commissioner. A PBM shall apply to 
the commissioner on a form prescribed by the 

Mont. Code 
Ann. § 33-2-
2403  

https://revisor.mo.gov/main/OneSection.aspx?section=376.387&bid=48855&hl=
https://revisor.mo.gov/main/OneSection.aspx?section=376.387&bid=48855&hl=
https://leg.mt.gov/bills/mca/title_0330/chapter_0020/part_0240/section_0030/0330-0020-0240-0030.html
https://leg.mt.gov/bills/mca/title_0330/chapter_0020/part_0240/section_0030/0330-0020-0240-0030.html
https://leg.mt.gov/bills/mca/title_0330/chapter_0020/part_0240/section_0030/0330-0020-0240-0030.html
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commissioner and pay a nonrefundable fee of $1,000 for 
an initial application and $500 for a renewal. By statute, an 
applicant must provide: 

• A copy of the most recent fiscal year-end audited 
financial statement; 

• A list of all health carrier, plan sponsor, and workers' 
compensation insurance carrier clients in Montana; 

• A description of the projected number of enrollees and 
injured workers to be administered by the PBM in this 
state on an annual basis for each health carrier client, 
plan sponsor client, and workers' compensation 
insurance carrier client; 

• A copy of the policies and procedures that 
demonstrate the PBM has established processes to 
comply with the requirements related to MAC lists. 

• A description of the PBM's network service areas and 
pharmacy accessibility in this state; 

• Disclosure of any ownership interest, either directly or 
indirectly or through an affiliate, holding company, or 
subsidiary in a pharmacy or mail-order pharmacy that 
is part of the PBM's network; and 

• Disclosure of any ownership interest, either directly or 
indirectly or through an affiliate, holding company, or 
subsidiary by a health carrier or workers' 
compensation insurance carrier in the PBM or by the 
PBM in a health carrier or workers' compensation 
insurance carrier. 

Reporting 
Requirements 

Beginning in the second quarter after the effective date of 
a contract between a PBM and a health carrier, plan 
sponsor, or workers' compensation insurance carrier, the 
PBM shall disclose, within 45 days of a request, the 
following information regarding prescription drug benefits 
specific to the health carrier, plan sponsor, or workers' 
compensation insurance carrier: 

• The aggregate WACs from a manufacturer or 
wholesale distributor for each therapeutic category of 
prescription drugs; 

• The aggregate WACs from a manufacturer or 
wholesale distributor for each therapeutic category of 
prescription drugs available to enrollees of the health 
carrier or plan sponsor or injured workers of the 
workers' compensation insurance carrier; 

• The aggregate amount of rebates received by the 
PBM by therapeutic category of prescription drugs; 

• Any other fees received from a manufacturer or 
wholesale distributor and the reason for the fees; 

• Whether the PBM has a contract, agreement, or other 
arrangement with a manufacturer to exclusively 
dispense or provide a drug to enrollees of the health 
carrier or plan sponsor or injured workers of the 
workers' compensation carrier, and the application of 
all consideration or economic benefits collected or 
received pursuant to the arrangement; 

• Prescription drug utilization information for enrollees 
of the health carrier or plan sponsor or injured workers 

Mont. Code 
Ann. § 33-2-
2406 
 
Mont. Code 
Ann. § 33-2-
2407 
 

https://archive.legmt.gov/bills/mca/title_0330/chapter_0020/part_0240/section_0060/0330-0020-0240-0060.html
https://archive.legmt.gov/bills/mca/title_0330/chapter_0020/part_0240/section_0060/0330-0020-0240-0060.html
https://archive.legmt.gov/bills/mca/title_0330/chapter_0020/part_0240/section_0060/0330-0020-0240-0060.html
https://leg.mt.gov/bills/mca/title_0330/chapter_0020/part_0240/section_0070/0330-0020-0240-0070.html
https://leg.mt.gov/bills/mca/title_0330/chapter_0020/part_0240/section_0070/0330-0020-0240-0070.html
https://leg.mt.gov/bills/mca/title_0330/chapter_0020/part_0240/section_0070/0330-0020-0240-0070.html
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of the workers' compensation carrier, including but not 
limited to: 

o The top 10 prescription drugs by average total 
spending for each enrollee or injured worker; 

o The top 10 prescription drugs by average out-
of-pocket spending for each enrollee or 
injured worker; 

o The top 10 therapeutic classes of prescription 
drugs by total spending and volume; 

o The total number of pharmacy transactions; 
and 

o The total number of rejected pharmacy 
transactions, including a breakdown of the 
number rejected for the following reasons: 

▪ Nonformulary status; 
▪ Prior authorization requirements; and 
▪ Step therapy requirements; 

• De-identified claims-level information in electronic 
format that allows the health carrier, plan sponsor, or 
workers' compensation insurance carrier to sort and 
analyze the following information for each claim: 

o Whether the claim required prior 
authorization; 

o The amount paid to the pharmacy for each 
prescription, net of the aggregate amount of 
fees or other assessments imposed on the 
pharmacy, including point-of-sale and 
retroactive charges; 

o Any spread between the net amount paid to 
the pharmacy and the amount charged to the 
health carrier, plan sponsor, or workers' 
compensation insurance carrier; 

o Whether the pharmacy is or is not: 
▪ Under common control or ownership 

with the PBM; 
▪ A preferred pharmacy for the health 

benefit plan or workers' compensation 
insurance carrier; or 

▪ a mail-order pharmacy; and 
o Whether enrollees or injured workers are 

required by the health benefit plan or workers' 
compensation insurance carrier to use the 
pharmacy; 

• The aggregate amount of payments made by the PBM 
on behalf of the health carrier, plan sponsor, or 
workers' compensation insurance carrier to: 

o Pharmacies owned or controlled by the PBM; 
and 

o Pharmacies not owned or controlled by the 
PBM; and 

• The aggregate amount of the fees imposed on or 
collected from network pharmacies or other 
assessments against network pharmacies, including 
point-of-sale fees and retroactive charges, and the 
amount of fees passed on to the health carrier, plan 
sponsor, or workers' compensation insurance carrier 
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pursuant to the contract with the health carrier, plan 
sponsor, or workers' compensation insurance carrier. 

 
By July 1 each year, each PBM shall report to the 
commissioner on a form prescribed by the commissioner 
the following information regarding prescription drug 
benefits provided to enrollees of each health carrier, plan 
sponsor, and injured workers of workers' compensation 
insurance carriers in the state with which the PBM has 
contracted during the previous calendar year: 

• The aggregate prescription drug spending for all of the 
PBM's health carrier, plan sponsor, and workers' 
compensation insurance carrier clients in this state; 

• The aggregate prescription drug spending net of all 
rebates and other fees and payments, direct or 
indirect, from all sources; 

• The aggregate dollar amount of all rebates that the 
PBM received from all manufacturers; 

• The aggregate dollar amount of all fees from all 
sources, direct or indirect, that the PBM received and 
the reason for the fees; 

• The aggregate dollar amount of all retained rebates 
and fees that were not passed through to clients; 

• The aggregate retained rebate and fees percentage; 

• The highest, lowest, and mean aggregate retained 
rebate and fees percentage for all of the PBM's health 
carrier, plan sponsor, and workers' compensation 
insurance carrier clients in this state; 

• De-identified claims-level information in electronic 
format that allows the commissioner to sort and 
analyze the following information for each claim: 

o The drug and quantity for each prescription; 
o Whether the claim required prior 

authorization; 
o Patient cost-sharing paid on each 

prescription; 
o The amount paid to the pharmacy for each 

prescription, net of the aggregate amount of 
fees or other assessments imposed on the 
pharmacy by the PBM, including point-of-sale 
and retroactive charges; 

o Any spread between the net amount paid to 
the pharmacy and the amount charged to the 
health carrier, plan sponsor, or workers' 
compensation insurance carrier client; 

o The pharmacy used for each prescription; 
o Whether the pharmacy is or is not: 

▪ Under common control or ownership 
with the PBM; 

▪ A preferred pharmacy under the 
health benefit plan; or 

▪ A mail-order pharmacy; and 
o Whether enrollees or injured workers are 

required by the health benefit plan or workers' 
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compensation insurance carrier to use the 
pharmacy; and 

• The aggregate amount of rebates passed on by the 
PBM to the enrollees of each health carrier and plan 
sponsor client in this state at the point of sale that 
reduced the enrollee's applicable deductible, 
copayment, coinsurance, or other cost-sharing 
amount. 

PBM Income N/A  

Pharmacy Contracting MAC Pricing: 
Before a PBM places or continues a drug on a MAC list, 
the drug: 

• Must be listed as "A" or "B" rated in the most recent 
version of the United States food and drug 
administration's approved drug products with 
therapeutic equivalence evaluations or have an "NR" 
or "NA" rating by a nationally recognized reference; 

• Must be available for purchase by pharmacies in this 
state from national or regional wholesalers; and 

• May not be obsolete, temporarily unavailable, or listed 
on a drug shortage list. 

 
Note: the phrase “temporarily unavailable, or listed on a 
drug shortage list” expires on June 30, 2029.  
 
At the time of entering into a contract with a pharmacy or a 
PSAO and subsequently upon request, a plan sponsor, 
health insurance issuer, or PBM shall provide the 
pharmacy or PSAO with the sources used to determine 
the pricing for the MAC list or the reference used for 
reference pricing.  

• If using a MAC list, the plan sponsor, health insurance 
issuer, or PBM shall: 

o Review and update the price information for 
each drug on the MAC list at least once every 
10 calendar days to reflect any modification of 
pricing, ensuring that MAC increases are 
processed and updated on the same schedule 
as decreases; 

o Establish a process for eliminating products 
from the MAC list or modifying the prices in 
the MAC list in a timely manner to remain 
consistent with pricing changes and product 
availability in the marketplace; and 

o Provide a process for each pharmacy to 
readily access the MAC list specific to the 
pharmacy in a searchable and usable format. 

• If using reference pricing, a plan sponsor, health 
insurance issuer, or PBM shall: 

o Review and update not less than every 10 
business days the price information for each 
drug, product, supply, or service for which 
reference pricing is used, updating reference 
pricing on the same date of the change in the 
referenced source; and 

Mont. Code 
Ann. § 33-22-
171 
 
Mont. Code 
Ann. § 33-22-
172  
 
Mont. Code 
Ann. § 33-22-
173 
 
Mont. Code 
Ann. § 33-22-
177 

https://leg.mt.gov/bills/mca/title_0330/chapter_0220/part_0010/section_0710/0330-0220-0010-0710.html
https://leg.mt.gov/bills/mca/title_0330/chapter_0220/part_0010/section_0710/0330-0220-0010-0710.html
https://leg.mt.gov/bills/mca/title_0330/chapter_0220/part_0010/section_0710/0330-0220-0010-0710.html
https://leg.mt.gov/bills/mca/title_0330/chapter_0220/part_0010/section_0720/0330-0220-0010-0720.html
https://leg.mt.gov/bills/mca/title_0330/chapter_0220/part_0010/section_0720/0330-0220-0010-0720.html
https://leg.mt.gov/bills/mca/title_0330/chapter_0220/part_0010/section_0720/0330-0220-0010-0720.html
https://leg.mt.gov/bills/mca/title_0330/chapter_0220/part_0010/section_0730/0330-0220-0010-0730.html
https://leg.mt.gov/bills/mca/title_0330/chapter_0220/part_0010/section_0730/0330-0220-0010-0730.html
https://leg.mt.gov/bills/mca/title_0330/chapter_0220/part_0010/section_0730/0330-0220-0010-0730.html
https://archive.legmt.gov/bills/mca/title_0330/chapter_0220/part_0010/section_0770/0330-0220-0010-0770.html
https://archive.legmt.gov/bills/mca/title_0330/chapter_0220/part_0010/section_0770/0330-0220-0010-0770.html
https://archive.legmt.gov/bills/mca/title_0330/chapter_0220/part_0010/section_0770/0330-0220-0010-0770.html
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o Provide a process for each pharmacy to 
readily access the reference pricing specific to 
the plan sponsor or the health insurance 
issuer's plan. 

• In contracting with a pharmacy or a PSAO, a plan 
sponsor or PBM shall: 

o Provide a procedure by which a pharmacy or 
a PSAO may appeal the price of a drug or 
drugs on the MAC list; 

o Provide a telephone number at which a 
network pharmacy may contact the PBM to 
discuss the status of the pharmacy's appeal; 
and 

o Respond to an appeal no later than 10 
calendar days after the date the appeal is 
made. 

• If the final determination is a denial of the pharmacy's 
or the PSAO's appeal, the PBM shall state the reason 
for the denial and provide the NDC of an equivalent 
drug that is available for purchase by pharmacies in 
this state from national or regional wholesalers at a 
price that is equal to or less than the MAC for that 
drug. 

• If a pharmacy's or a PSAO's appeal is determined to 
be valid by the PBM, the PBM shall: 

o Make an adjustment in the drug price effective 
on the date the appeal is resolved; 

o Make the adjustment applicable to all similarly 
situated network pharmacy providers as 
determined by the plan sponsor or the PBM, 
as appropriate; and 

o Permit the appealing pharmacy to reverse and 
rebill the claim in question, using the dates of 
the original claim or claims. 

• A PBM shall make price adjustments to all similarly 
situated pharmacies within 3 days. 

• A pharmacy or a PSAO shall file its appeal within 10 
calendar days from the time of denial by the PBM. 

 
Minimum Reimbursement: 
A plan sponsor, PBM, or third-party payer shall ensure that 
reimbursement to independent pharmacies for each drug 
dispensed is not less than the NADAC plus a professional 
dispensing fee. The NADAC price must be the price 
published in effect for the day the drug claim was billed by 
the pharmacy. 

• If a particular drug does not have a published national 
average drug acquisition price, the reimbursement to 
independent pharmacies must be: 

o For generic drugs, 100% of published WACs 
plus a professional dispensing fee; and  

o For brand-name drugs, 100% of WACs plus a 
professional dispensing fee.  

• The minimum professional dispensing fee for 
independent pharmacies is $15, subject to an annual 
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increase. On January 1 of each year, a plan sponsor, 
PBM, or third-party payer shall increase the amount of 
the minimum professional dispensing fee for 
independent pharmacies for inflation. Inflation is 
measured by the annual percentage increase, if any, 
in the Consumer Price Index, U.S. city average, all 
urban consumers, for all items.  

 
Note: The NADAC reimbursement requirement in s. 22-
172 expires on June 30, 2029.  
 
Patient Steering: 
A PBM may not: 

• Reimburse a network pharmacy an amount less than 
the contract price between the PBM and the insurer, 
third-party payer, or the pharmacy services 
management organization the PBM has contracted 
with; or 

• Require or coerce a patient to use a pharmacy that is 
owned by or affiliated with the PBM. 

 
Note: the patient steering provisions in s. 22-177 expire on 
June 30, 2029.   

Patient Cost Sharing Maximum Cost-Sharing Levels: 
A plan sponsor, health insurance issuer, or PBM may not 
require a pharmacist to charge or collect a copayment 
from a covered person that exceeds the total charges 
submitted by the network pharmacy.  
 
A PBM or third-party payer may not charge a patient a 
copayment that exceeds the cost of the prescription drug. 
If a patient pays a copayment, the dispensing provider or 
pharmacy may retain the adjudicated reimbursement and 
the PBM or third-party payer may not alter the adjudicated 
reimbursement. 
 
Copay Cap: 
Each individual policy of disability insurance or certificate 
issued that contains coverage for prescription drugs must 
limit the insured's required copayment or other cost-
sharing requirement to $35 for up to a 30-day supply of 
insulin, regardless of the amount or type of insulin 
prescribed. 

• The limitation in this section applies to insulin covered 
by the insurer's formulary. 

• Coverage of insulin prescribed for an insured is not 
subject to a deductible. Cost-sharing amounts paid by 
the insured for insulin must be counted toward the 
insured's deductible. 

• This section does not apply to disability income, 
hospital indemnity, Medicare supplement, accident-
only, vision, dental, specific disease, or long-term care 
policies. 

Mont. Code 
Ann. § 33-22-
172  
 
Mont. Code 
Ann. § 33-22-
176 
 
Mont. Code 
Ann. § 33-22-
312 

 

 

https://leg.mt.gov/bills/mca/title_0330/chapter_0220/part_0010/section_0720/0330-0220-0010-0720.html
https://leg.mt.gov/bills/mca/title_0330/chapter_0220/part_0010/section_0720/0330-0220-0010-0720.html
https://leg.mt.gov/bills/mca/title_0330/chapter_0220/part_0010/section_0720/0330-0220-0010-0720.html
https://archive.legmt.gov/bills/mca/title_0330/chapter_0220/part_0010/section_0760/0330-0220-0010-0760.html
https://archive.legmt.gov/bills/mca/title_0330/chapter_0220/part_0010/section_0760/0330-0220-0010-0760.html
https://archive.legmt.gov/bills/mca/title_0330/chapter_0220/part_0010/section_0760/0330-0220-0010-0760.html
https://archive.legmt.gov/bills/mca/title_0330/chapter_0220/part_0030/section_0120/0330-0220-0030-0120.html
https://archive.legmt.gov/bills/mca/title_0330/chapter_0220/part_0030/section_0120/0330-0220-0030-0120.html
https://archive.legmt.gov/bills/mca/title_0330/chapter_0220/part_0030/section_0120/0330-0220-0030-0120.html
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Nebraska 

Issue Summary Citation 

Licensing/Registration A person shall not establish or operate as a PBM in this 
state for a health benefit plan without first obtaining a 
license from the Director of Insurance. A person applying 
for a PBM license shall apply for licensure in the form and 
manner prescribed by the director, and shall pay a 
nonrefundable fee of $500. PBM licenses must be 
renewed annually, with a $250 renewal fee.  

NRS § 44-4605 

Reporting 
Requirements 

N/A  

PBM Income Spread Pricing:  
A contract between a PBM and a health benefit plan that 
is issued on or after January 1, 2026, shall not contain 
spread pricing unless such contract is an extension of a 
contract entered into prior to January 1, 2026, which 
included spread pricing.  
 
Beginning January 1, 2029, no contract between a PBM 
and a health benefit plan shall include spread pricing. 

NRS § 44-4617 

Pharmacy Contracting MAC Pricing:  
With respect to each contract and contract renewal 
between a PBM and a pharmacy, the PBM shall: 

• Update any MAC price list at least every 7 business 
days, noting any price change from the previous list, 
and provide a means by which a network pharmacy 
may promptly review a current price in an electronic, 
print, or telephonic format within 1 business day of 
any such change at no cost to the pharmacy; 

• Maintain a procedure to eliminate a product from the 
MAC price list in a timely manner to remain consistent 
with any change in the marketplace; and 

• Make the MAC price list available to each contracted 
pharmacy in a format that is readily accessible and 
usable to the contracted pharmacy. 

 
A PBM shall not place a prescription drug on a MAC price 
list unless the drug is available for purchase by 
pharmacies in this state from a national or regional drug 
wholesaler and is not obsolete. 
 
Each contract between a PBM and a pharmacy shall 
include a process to appeal, investigate, and resolve 
disputes regarding any MAC price. The process shall 
include: 

• A 15-business-day limit on the right to appeal 
following submission of an initial claim by a pharmacy; 

• A requirement that any appeal be investigated and 
resolved within 7 business days after the appeal is 
received by the PBM; and 

• A requirement that the PBM provide a reason for any 
denial of an appeal and identify the NDC for the drug 
that may be purchased by the pharmacy at a price at 

NRS § 44-4608 
 
NRS § 44-4614 

https://nebraskalegislature.gov/laws/statutes.php?statute=44-4605
https://nebraskalegislature.gov/laws/statutes.php?statute=44-4617
https://nebraskalegislature.gov/laws/statutes.php?statute=44-4608
https://nebraskalegislature.gov/laws/statutes.php?statute=44-4614
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or below the price on the MAC price list as determined 
by the PBM. 

• If an appeal is determined to be valid by the PBM, the 
PBM shall: 

o Make an adjustment in the drug price no later 
than 1 day after the appeal is resolved; and 

o Permit the appealing pharmacy to reverse and 
rebill the claim in question, using the date of 
the original claim. 

 
Patient Steering: 
A health benefit plan, health carrier, or PBM shall not: 

• Require a covered person to obtain pharmacist 
services exclusively through the mail-order pharmacy 
or PBM affiliate; 

• Prohibit or limit a covered person from selecting a 
network pharmacist or network pharmacy of the 
covered person's choice; 

• Transfer a covered person's prescriptions from a 
network pharmacy to another pharmacy unless 
requested by the covered person; 

• Use financial incentives, including, but not limited to, 
adjustments in cost-sharing obligations of a covered 
person, to the exclusive benefit of the PBM affiliate 
pharmacy; or 

• Auto-enroll a covered person in mail-order pharmacist 
services, except in the case of a maintenance 
medication after the first 90 days where the covered 
person may opt-out.  

Patient Cost Sharing Maximum Cost-Sharing Levels: 
A PBM shall not require a covered person purchasing a 
covered prescription drug to pay an amount greater than 
the lesser of the covered person's cost-sharing amount 
under the terms of the health benefit plan or the amount 
the covered person would pay for the drug if the covered 
person were paying the cash price. Any amount paid shall 
be attributable to any deductible or out-of-pocket 
maximum under the covered person’s health benefit plan.  
 
Copay Cap: 
Starting January 1, 2024, plans shall limit the total amount 
that a covered individual is required to pay for each 
covered prescription insulin drug on the policy's, 
contract's, or plan's lowest brand or generic tier to a 
maximum of thirty-five dollars per thirty-day supply of 
insulin, regardless of the amount needed. 
 
If, due to a national shortage of an insulin drug, a covered 
individual cannot access a covered prescription insulin 
drug on the lowest brand or generic tier of the policy, 
contract, or plan, the policy, contract, or plan shall ensure 
access to an insulin drug at a maximum of thirty-five 
dollars per thirty-day supply, until such time that the 
national shortage ends to prevent disruptions in patient 
access to insulin. 

NRS § 44-4606 
 
NRS § 44-
790.01 

https://nebraskalegislature.gov/laws/statutes.php?statute=44-4606
https://nebraskalegislature.gov/laws/statutes.php?statute=44-790.01
https://nebraskalegislature.gov/laws/statutes.php?statute=44-790.01
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This requirement applies to self-funded health plans 
governed by ERISA unless preempted by federal law.  

 

Nevada 

Issue Summary Citation 

Licensing/Registration In Nevada, PBMs are required to register as TPAs. 
Requirements to obtain a certificate of registration as an 
administrator can be found under s. 683A.08522.  

NRS § 
679B.133 

Reporting 
Requirements 

On or before February 1 of each year, the Department of 
Business and Industry shall compile: 

• A list of prescription drugs that the Department 
determines to be essential for treating diabetes in this 
State and the WAC of each such drug on the list. The 
list must include, without limitation, all forms of insulin 
and biguanides marketed for sale in this State. 

• A list of the drugs described above that have been 
subject to an increase in the WAC of a percentage 
equal to or greater than: 

o The percentage increase in the Consumer 
Price Index, Medical Care Component during 
the immediately preceding calendar year; or 

o Twice the percentage increase in the 
Consumer Price Index, Medical Care 
Component during the immediately preceding 
2 calendar years. 

• A list of prescription drugs with a WAC exceeding $40 
for a course of therapy that have been subject to an 
increase in the WAC of a percentage equal to or 
greater than: 

o Ten percent during the immediately preceding 
calendar year; or 

o Twenty percent during the immediately 
preceding 2 calendar years. 

 
On or before April 1 of each year, a PBM shall submit a 
report to the Department of Business and Industry 
containing: 

• The current WAC of each drug included on either or 
both of the most current lists compiled by the 
Department pursuant to paragraphs (a) and (c) of 
subsection 1 of NRS 439B.630 and the minimum and 
maximum WAC of each such drug during the 
immediately preceding year; 

• The total number of units of each drug included on 
either or both of the most current lists compiled by the 
Department for which the PBM negotiated directly with 
the manufacturer for purchases of the drug for use in 
in this State during the immediately preceding 
calendar year; 

• The number of units of each drug included on either or 
both of the most current lists compiled by the 
Department for which the PBM negotiated directly with 
the manufacturer during the immediately preceding 

NRS § 
679B.630 
 
NRS § 
679B.645 

NRS683ASec025
https://www.leg.state.nv.us/NRS/NRS-679B.html#NRS679BSec133
https://www.leg.state.nv.us/NRS/NRS-679B.html#NRS679BSec133
https://www.leg.state.nv.us/nrs/nrs-439B.html#NRS439BSec630
https://www.leg.state.nv.us/nrs/nrs-439B.html#NRS439BSec630
https://www.leg.state.nv.us/nrs/nrs-439B.html#NRS439BSec630
https://www.leg.state.nv.us/nrs/nrs-439B.html#NRS439BSec645
https://www.leg.state.nv.us/nrs/nrs-439B.html#NRS439BSec645
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calendar year for purchases of the drug for use in this 
State by: 

o Recipients of Medicare; 
o Recipients of Medicaid; 
o Persons covered by other governmental third 

parties; 
o Persons covered by commercial insurers; and 
o Persons covered by other third parties not 

described above. 

• The aggregate amount of the rebates that the PBM 
negotiated with manufacturers during the immediately 
preceding calendar year for purchases of prescription 
drugs included on the most current lists compiled by 
the Department, in total for each of those lists and for 
each drug included on such a list; 

• The aggregate amount of the rebates that were 
retained by the PBM, in total for each of the most 
current lists compiled by the Department and for each 
drug included on such a list; 

• The aggregate amount of the rebates that were 
negotiated for purchases of prescription drugs for use 
by persons in each category in total for each of the 
most current lists compiled by the Department and for 
each drug included on such a list; 

• The amount of discounts, dispensing fees or other 
fees that the PBM negotiated with pharmacies, 
prescription drug networks or PSAOs during the 
immediately preceding calendar year for purchases of 
prescription drugs included on the most current lists 
compiled by the Department in total for each list and 
for each drug included on such a list; 

• The amount of discounts, dispensing fees or other 
fees which were negotiated for purchases of 
prescription drugs for use by persons in each category 
in total for each of the most current lists compiled by 
the Department and for each drug included on such a 
list; and 

• Any other information prescribed by regulation of the 
Department. 

PBM Income Spread Pricing (Medicaid): 
The Nevada Department of Health and Human Services is 
required to contract with a single PBM to administer 
pharmacy benefit management services for the state’s 
Medicaid and CHIP programs. Starting January 1, 2030, 
the department’s contract with the state PBM may not 
permit spread pricing.  

SB 389 

Pharmacy Contracting Minimum Reimbursement (Medicaid): 
The Nevada Department of Health and Human Services is 
directed to establish a pricing benchmark, the Nevada 
Average Acquisition Cost, to measure the average 
acquisition cost of prescription drugs purchased by 
pharmacies and Medicaid providers in the state. Starting 
January 1, 2030, the state PBM shall use a 
reimbursement methodology adopted by the department 
that is based on a pharmacy’s acquisition cost plus a 

SB 389 

https://www.leg.state.nv.us/App/NELIS/REL/83rd2025/Bill/12689/Text
https://www.leg.state.nv.us/App/NELIS/REL/83rd2025/Bill/12689/Text
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professional dispensing fee that may vary by pharmacy 
type.  

Patient Cost Sharing Maximum Cost-Sharing Levels: 
A PBM shall not charge a copayment or coinsurance for a 
prescription drug in an amount that is greater than the 
total amount paid to a pharmacy that is in the network of 
providers.  
 
Copay Cap: 
Starting October 1, 2025, an insurer or health benefit plan 
shall not impose a deductible, copayment, coinsurance, or 
other cost-sharing obligation for a covered prescription 
insulin drug that exceeds $35 for a 30-day supply. This 
requirement does not apply to Medicaid or state employee 
benefit plans.  

NRS § 
683A.179 
 
AB 555 

 

New Hampshire 

Issue Summary Citation 

Licensing/Registration A person or organization shall not establish or operate as 
a PBM in this state for health benefit plans without 
registering with the Insurance Commissioner. A PBM must 
file an application or renewal form established by the 
commissioner, as well as a nonrefundable fee of not more 
than $500 annually.  

N.H. Rev. Stat. 
Ann. § 402-
N:2  

Reporting 
Requirements 

Each PBM shall submit an annual or quarterly report to 
the commissioner containing a list of health benefit plans it 
administered and the rebates it collected from 
pharmaceutical manufacturers that were attributable to 
patient utilization in the state of New Hampshire during the 
prior calendar year. The report submitted to the 
commissioner shall include the following information: 

• The aggregate number of rebates and total value 
received by the PBM; 
The aggregate number of rebates and total value 
distributed to the appropriate health care insurer; 

• The aggregate number of rebates and total value 
passed on to an insured of each health care insurer at 
the point of sale that reduced the insured's applicable 
deductible, copayment, coinsurance, or other cost-
sharing amount; 

• The individual and aggregate amount paid by the 
health care insurer to the PBM for pharmacist services 
itemized by pharmacy, by product (at the unique NDC 
level), and by goods and services; and 

• The individual and aggregate amount a PBM paid for 
pharmacist services itemized by pharmacy, by 
product, and by goods and services. 

 
Beginning March 1, 2025, and annually thereafter, an 
insurer shall file with the commissioner a report in the 
manner and form determined by the commissioner 
demonstrating the manner in which the insurer and/or its 
contracted entity for pharmacy benefit services has 

N.H. Rev. Stat. 
Ann. § 402-
N:6  
 
N.H. Rev Stat § 
415-A:7 

https://www.leg.state.nv.us/NRS/NRS-683A.html#NRS683ASec179
https://www.leg.state.nv.us/NRS/NRS-683A.html#NRS683ASec179
https://www.leg.state.nv.us/App/NELIS/REL/83rd2025/Bill/12878/Text
http://www.gencourt.state.nh.us/rsa/html/XXXVII/402-N/402-N-2.htm
http://www.gencourt.state.nh.us/rsa/html/XXXVII/402-N/402-N-2.htm
http://www.gencourt.state.nh.us/rsa/html/XXXVII/402-N/402-N-2.htm
https://www.gencourt.state.nh.us/rsa/html/XXXVII/402-N/402-N-6.htm
https://www.gencourt.state.nh.us/rsa/html/XXXVII/402-N/402-N-6.htm
https://www.gencourt.state.nh.us/rsa/html/XXXVII/402-N/402-N-6.htm
https://gc.nh.gov/rsa/html/XXXVII/415-A/415-A-7.htm
https://gc.nh.gov/rsa/html/XXXVII/415-A/415-A-7.htm
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complied with the rebate pass-through requirements. The 
report shall include at least the following: 

• An attestation that all discounts and rebates 
received by health insurers were used to reduce 
costs for policyholders; 

• If a portion of rebates were remitted to the insurer, 
an explanation of how rebates were used to 
reduce policyholder premiums; 

• A description of how rebates were remitted in the 
individual, small, and large group market; and 

• A description of the methodology employed to 
calculate the estimated rebate amount. 

 
Note: All above reporting requirements do not apply to 
contracts with Medicaid, Medicaid MCOs, Ryan White 
HIV/AIDS Program administered by the department of 
health and human services, or self-funded plans such as 
the state employee health benefit plan. 

PBM Income Rebate Pass-Through: 
All rebates remitted by or on behalf of a pharmaceutical 
manufacturer, developer or labeler, directly or indirectly, to 
an insurer, or to a PBM under contract with an insurer, 
related to its prescription drug benefits shall be remitted in 
the following ways: 

• At least 50% of all rebates shall be emitted directly to 
the covered person at the point of sale to reduce the 
out-of-pocket cost to the covered person associated 
with a particular or specific prescription drug; and 

• The remainder of the rebates shall be remitted to the 
insurer and shall be applied by the insurer to offset the 
premium for covered persons. 

N.H. Rev Stat § 
415-A:7 

Pharmacy Contracting MAC Pricing: 
All contracts between a carrier or PBM and a contracted 
pharmacy shall include: 

• The sources used by the PBM to calculate the drug 
product reimbursement paid for covered drugs 
available under the pharmacy health benefit plan 
administered by the carrier or PBM. 

• A process to appeal, investigate, and resolve disputes 
regarding the MAC pricing. The process shall include 
the following provisions: 

o A provision granting the contracted pharmacy 
or pharmacist at least 30 business days 
following the initial claim to file an appeal; 

o A provision requiring the carrier or PBM to 
investigate and resolve the appeal within 30 
business days; 

o A provision requiring that, if the appeal is 
denied, the carrier or PBM shall: 

▪ Provide the reason for the denial; and 
▪ Identify the NDC of a drug product 

that may be purchased by contracted 
pharmacies at a price at or below the 
MAC; and 

N.H. Rev. Stat. 
§ 402-N:3 

https://gc.nh.gov/rsa/html/XXXVII/415-A/415-A-7.htm
https://gc.nh.gov/rsa/html/XXXVII/415-A/415-A-7.htm
https://gc.nh.gov/rsa/html/XXXVII/402-N/402-N-3.htm
https://gc.nh.gov/rsa/html/XXXVII/402-N/402-N-3.htm
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o A provision requiring that, if an appeal is 
granted, the carrier or PBM shall, within 30 
business days after granting the appeal: 

▪ Make the change in the MAC; and 
▪ Permit the challenging pharmacy or 

pharmacist to reverse and rebill the 
claim in question. 

• For every drug for which the PBM establishes a MAC 
to determine the drug product reimbursement, the 
PBM shall: 

o Include in the contract with the pharmacy 
information identifying the national drug 
pricing compendia or sources used to obtain 
the drug price data. 

o Make available to a contracted pharmacy the 
actual MAC for each drug. 

o Review and make necessary adjustments to 
the MAC for every drug for which the price 
has changed at least every 14 days. 

Patient Cost Sharing Maximum Cost-Sharing Levels: 
A PBM or insurer shall require a contracted pharmacy to 
charge an enrollee or insured person the pharmacy's 
usual and customary price of filling the prescription or the 
contracted copayment, whichever is less. 
 
Copay Cap: 
Each insurer that provides coverage for prescription 
insulin drugs shall cap the total amount that a covered 
person is required to pay for each covered insulin drug 
prescription at an amount not to exceed $30 for each 30-
day supply of each insulin prescription. The maximum $30 
copayment for each 30-day supply of each covered insulin 
drug prescription shall apply when an original prescription 
is dispensed as well as when refills of the prescription are 
dispensed, including early refills. Coverage for prescription 
insulin drugs shall not be subject to any deductible. 

N.H. Rev. Stat. 
§ 402-N:4 
 
N.H. Rev. Stat. 
§ 415:6-e 

 

New Jersey 

Issue Summary Citation 

Licensing/Registration PBMs must obtain a license from the Department of 
Banking and Insurance before operating in the state. A 
license shall be valid for 3 years and may be renewed for 
an additional 3-year period. Initial licensing fees and 
renewal fees are both set at $10,000. The department 
shall set minimum standards for granting or renewing a 
PBM license, and shall address: 

• Conflicts of interest between PBMs and health 
benefits plans; 

• Deceptive practices in connection with the 
performance of pharmacy benefits management 
services; 

• Anti-competitive practices in connection with the 
performance of pharmacy benefits management 
services; 

NJ Rev Stat § 
17B:27F-1.1 
 
N.J.A.C. 11:23-
2.1 - N.J.A.C. 
11:23-2.6 

https://gc.nh.gov/rsa/html/XXXVII/402-N/402-N-4.htm
https://gc.nh.gov/rsa/html/XXXVII/402-N/402-N-4.htm
https://law.justia.com/codes/new-hampshire/title-xxxvii/chapter-415/section-415-6-e/
https://law.justia.com/codes/new-hampshire/title-xxxvii/chapter-415/section-415-6-e/
https://law.justia.com/codes/new-jersey/title-17b/section-17b-27f-1-1/
https://law.justia.com/codes/new-jersey/title-17b/section-17b-27f-1-1/
https://advance.lexis.com/api/document/collection/administrative-codes/id/5XKV-PW51-JNY7-X202-00008-00?cite=N.J.A.C.%2011%3A23-2.1&context=1000516
https://advance.lexis.com/api/document/collection/administrative-codes/id/5XKV-PW51-JNY7-X202-00008-00?cite=N.J.A.C.%2011%3A23-2.1&context=1000516
https://advance.lexis.com/api/document/collection/administrative-codes/id/5XKV-PWF1-JKHB-62R8-00008-00?cite=N.J.A.C.%2011%3A23-2.6&context=1000516
https://advance.lexis.com/api/document/collection/administrative-codes/id/5XKV-PWF1-JKHB-62R8-00008-00?cite=N.J.A.C.%2011%3A23-2.6&context=1000516


AMCP State PBM Law Inventory 

80 
 

• Unfair claims practices in connection with the 
performance of pharmacy benefits management 
services; 

• Pricing models used by PBMs both for their services 
and for the payment of services to the PBM; 

• Standards and practices used in the creation of 
pharmacy networks and contracting with network 
pharmacies and other providers, including promotion 
and use of independent and community pharmacies 
and patient access and minimizing excessive 
concentration and vertical integration of markets; and 

• Protection of consumers. 
 
PBMs must also register as TPAs in New Jersey and 
comply with reporting requirements in ss. 11:23-2.1 to 
11:23-2.6.  

Reporting 
Requirements 

Starting March 1, 2025, and each year thereafter, a carrier 
shall file with the department a report explaining how it 
has complied with the requirements regarding uses of 
manufacturer compensation. The report shall be written in 
a manner and determined by the department. 
 
By June 1 of each year, PBMs must file with the 
department a report containing: 

• The PBM’s gross and net revenue in the state; 

• The total amount of rebates received by the PBM and 
the amount of rebates passed through to health plans 
or third parties; 

• The total amount the PBM charged health plans for 
claims processed by the PBM and the total amount 
the PBM paid to pharmacies; 

• The total amount collected by the PBM from 
pharmacies for overpayments; 

• The total amount of audit fees, recoupments, and 
withholds collected by the PBM from pharmacies as a 
result of audits; 

• The total amount of per-claim, PMPM, and other 
administrative fees charged by the PBM to health 
plans; and  

• The total amount of administrative fees paid by 
manufacturers to the PBM.  

NJ Rev Stat § 
17B:27F-3.2 

PBM Income Rebate Pass-Through: 
Compensation remitted by or on behalf of a 
pharmaceutical manufacturer, developer or labeler, 
directly or indirectly, to a carrier or to a PBM under 
contract with a carrier related to prescription drug benefits 
shall be: 

• Remitted directly to the covered person at the point of 
sale to reduce the out-of-pocket cost to the covered 
person associated with a particular prescription drug; 
or 

• Remitted to, and retained by, the carrier. 
Compensation remitted to the carrier shall be applied 
by the carrier to offset the premium for covered 
persons. 

NJ Rev Stat § 
17B:27F-3.2 

https://law.justia.com/codes/new-jersey/title-17b/section-17b-27f-3-2/
https://law.justia.com/codes/new-jersey/title-17b/section-17b-27f-3-2/
https://law.justia.com/codes/new-jersey/title-17b/section-17b-27f-3-2/
https://law.justia.com/codes/new-jersey/title-17b/section-17b-27f-3-2/
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"compensation" means any direct or indirect financial 
benefit, including, but not limited to, rebates, discounts, 
credits, fees, grants, chargebacks or other payments or 
benefits of any kind, that is attributed to, directly or 
indirectly, the utilization of a health benefits plan or 
enrollment in a health benefits plan, regardless of how the 
benefits are otherwise characterized by a PBM and 
relevant third parties. 

Pharmacy Contracting MAC Pricing:  
Upon execution or renewal of each contract, a PBM shall, 
with respect to contracts between a PBM and a contracted 
pharmacy: 

• Include in the contract the sources utilized to 
determine multiple source generic drug pricing, 
including, if applicable, the MAC or any successive 
pricing formula, of the PBM; 

• Update that pricing information every 7 calendar days; 
and 

• Establish a reasonable process by which contracted 
pharmacies have a method to access relevant MAC 
pricing lists and any successive pricing formulas in a 
timely manner. 

 
A PBM shall maintain a procedure to eliminate drugs from 
the list of drugs subject to multiple source generic drug 
pricing or modify MAC rates in a timely fashion, but in no 
event any later than 15 days from the date of any change. 
 
To place a particular prescription drug on a multiple-
source generic list, the PBM shall, at a minimum, ensure 
that: 

• The drug is listed as therapeutically and 
pharmaceutically equivalent or "A," "B," "NR," or "NA" 
rated in the Food and Drug Administration's most 
recent version of the Approved Drug Products with 
Therapeutic Equivalence Evaluations, commonly 
known as the "Orange Book"; and 

• The drug is available for purchase without limitations 
by all pharmacies in the State from national or 
regional wholesalers and is not obsolete or 
temporarily unavailable. 

 
Carriers and PBMs under a contract with a carrier, must 
use a single MAC list, to establish the maximum amount 
to be paid by a health benefits plan to a pharmacy 
provider for a generic drug or a brand-name drug that has 
at least one generic equivalent available.  The same MAC 
list must be used for each pharmacy provider.  
 
For brand-name drugs without a generic equivalent, or a 
prescription drug not included on a MAC list, carriers or 
PBMs must use the AWP to establish the maximum 
payment. 
 

N.J.A.C. 11:4-
62.3 
 
N.J.A.C. 11:4-
62.4 
 
NJ Rev Stat § 
17B:27F-3 

https://advance.lexis.com/api/document/collection/administrative-codes/id/5XKV-PW21-JS0R-24NY-00008-00?cite=N.J.A.C.%2011%3A4-62.3&context=1000516
https://advance.lexis.com/api/document/collection/administrative-codes/id/5XKV-PW21-JS0R-24NY-00008-00?cite=N.J.A.C.%2011%3A4-62.3&context=1000516
https://advance.lexis.com/api/document/collection/administrative-codes/id/5XKV-PW21-JS0R-2378-00008-00?cite=N.J.A.C.%2011%3A4-62.4&context=1000516
https://advance.lexis.com/api/document/collection/administrative-codes/id/5XKV-PW21-JS0R-2378-00008-00?cite=N.J.A.C.%2011%3A4-62.4&context=1000516
https://law.justia.com/codes/new-jersey/title-17b/section-17b-27f-3/
https://law.justia.com/codes/new-jersey/title-17b/section-17b-27f-3/
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All contracts between a PBM and a contracted pharmacy 
shall include a process to appeal, investigate, and resolve 
disputes regarding multiple source generic drug pricing. 
The contract provision establishing the process shall 
include the following: 

• The right to appeal shall be limited to 14 calendar 
days following the initial claim; 

• The appeal shall be investigated and resolved by the 
PBM through an internal process within 14 calendar 
days of receipt of the appeal by the PBM; and 

• A telephone number at which a pharmacy may contact 
the PBM and speak with an individual who is involved 
in the appeals process. 

• If the appeal is denied, the PBM shall provide the 
reason for the denial and identify the NDC of a drug 
product that is available for purchase by contracted 
pharmacies in this State from wholesalers at a price 
which is equal to or less than the MAC for the 
appealed drug as determined by the PBM; and 

• If the appeal is approved, the PBM shall make the 
price correction, permit the reporting pharmacy to 
reverse and rebill the appealed claim, and make the 
price correction effective for all similarly situated 
pharmacies from the date of the approved appeal. 

Patient Cost Sharing Maximum Cost-Sharing Levels: 
A carrier or PBM shall not require a covered person to 
make a payment at the point of sale for a covered 
prescription drug in an amount greater than the lesser of: 

• The applicable cost-sharing amount for the 
prescription drug; or 

• The amount a covered person would pay for the 
prescription medication if the covered person 
purchased the prescription medication without using a 
health benefits plan. 

 
Copay Adjustment Programs: 
For plans, policies, and contracts that are delivered, 
issued, executed, or renewed after April 10, 2026, a 
carrier or TPA shall not directly or indirectly set, alter, 
implement, or condition the terms of health benefit plan 
coverage based in part of entirely on the availability or 
amount of financial assistance available for a prescription 
drug.  
 
When calculating an enrollee’s cost-sharing amount 
requirement, a carrier or TPA shall give credit for any cost-
sharing amount paid by the enrollee or on behalf of the 
enrollee by another party. For high-deductible health 
plans, this requirement applies after the enrollee meets 
the federal minimum deductible.   
 
This does not apply to the following plans, policies, or 
contracts: accident only, disability, long-term care, 
Medicare supplemental coverage, TRICARE supplement 
coverage, Medicare prescription drug coverage, Medicaid, 

NJ Rev Stat § 
17B:27F-3.1 
 
A 5217 
 
NJ Rev Stat § 
17:48-6n 

https://law.justia.com/codes/new-jersey/title-17b/section-17b-27f-3-1/
https://law.justia.com/codes/new-jersey/title-17b/section-17b-27f-3-1/
https://pub.njleg.state.nj.us/Bills/2024/A5500/5217_R2.PDF
https://law.justia.com/codes/new-jersey/title-17/section-17-48-6n/
https://law.justia.com/codes/new-jersey/title-17/section-17-48-6n/
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worker’s compensation, the State Health Benefits 
Program, the School Employees’ Health Benefits 
Program, and self-insured health benefits plans governed 
by ERISA.  
 
Copay Cap: 
Coverage for the purchase of a short-acting, intermediate-
acting, rapid-acting, long-acting, and pre-mixed insulin 
product shall not be subject to any deductible, and no 
copayment or coinsurance for the purchase of insulin shall 
exceed $35 per 30-day supply. 

 

New Mexico 

Issue Summary Citation 

Licensing/Registration A person shall not operate as a PBM unless licensed by the 
Superintendent of Insurance. PBMs must renew their 
license annually. An initial application and a renewal 
application for licensure as a PBM shall be made on a form 
and in a manner provided for by the superintendent.  

NM Stat § 59A-
61-3 

Reporting 
Requirements 

N/A  

PBM Income Rebate Pass-Through:  
Beginning on or after January 1, 2024, if a prescription drug 
rebate is more than the amount needed to reduce the 
insured's copayment to zero on a particular drug, the 
remainder shall be credited to the insurer. Any rebate 
amount shall be counted toward the insured's out-of-pocket 
prescription drug costs. 

NM Stat § 13-
7-47 

Pharmacy Contracting MAC Pricing: 
A PBM shall determine a reimbursement amount for a 
generic drug based on objective and verifiable sources.  
 
A PBM shall reimburse a pharmacy an amount no less than 
the amount that the PBM reimburses a PBM affiliate in the 
same network for providing the same or equivalent service. 
 
A PBM using MAC pricing may place a drug on a MAC list 
if the drug: 

• Is listed as "A" or "B" rated in the most recent version 
of the United States food and drug administration's 
approved drug products with therapeutic equivalence 
evaluations, also known as the "orange book", or has 
an "NR" or "NA" rating or a similar rating by a nationally 
recognized reference; 

• Is available for purchase by pharmacies in the state at 
the time of claim submission from national or regional 
wholesalers and is not obsolete; and 

• Is a drug with not fewer than two "A" or "B" rated 
therapeutically equivalent drugs in the most recent 
version of the FDA’s approved drug products with 
therapeutic equivalence evaluations, also known as the 
"orange book". 

 
A PBM using MAC pricing shall: 

NM Stat § 59A-
61-4 
 
NM Stat § 13-
7-47 

https://law.justia.com/codes/new-mexico/chapter-59a/article-61/section-59a-61-3/
https://law.justia.com/codes/new-mexico/chapter-59a/article-61/section-59a-61-3/
https://law.justia.com/codes/new-mexico/chapter-13/article-7/section-13-7-47/
https://law.justia.com/codes/new-mexico/chapter-13/article-7/section-13-7-47/
https://law.justia.com/codes/new-mexico/chapter-59a/article-61/section-59a-61-4/
https://law.justia.com/codes/new-mexico/chapter-59a/article-61/section-59a-61-4/
https://law.justia.com/codes/new-mexico/chapter-13/article-7/section-13-7-47/
https://law.justia.com/codes/new-mexico/chapter-13/article-7/section-13-7-47/


AMCP State PBM Law Inventory 

84 
 

• Upon a network pharmacy's request, provide that 
network pharmacy with the sources used to determine 
the MAC pricing for the MAC list specific to that 
provider; 

• Review and update MAC price information at least 
once every 7 business days to reflect any modification 
of MAC pricing; 

• Establish and maintain a process for eliminating 
products from the MAC list or modifying MAC prices in 
at least 7 business days to remain consistent with 
pricing changes and product availability in the 
marketplace; 

• Provide a procedure that allows a pharmacy to choose 
the entity to which it will appeal reimbursement for 
generic drugs. A pharmacy may appeal: 

o Directly to the PBM; or 
o Through a PSAO; 

• Provide an appeals process that, at a minimum, 
includes the following: 

o A dedicated telephone number and electronic 
mail address or website for the purpose of 
submitting appeals; 

o The ability to submit an appeal directly to the 
PBM; and 

o The allowance of at least 21 business days to 
file an appeal after the date a pharmacy 
receives notice of the reimbursement amount; 

• Grant an appeal if the PBM fails to respond to a 
complete submission as defined by rules promulgated 
by the superintendent of the appealing party in writing 
within 14 business days after the PBM receives the 
appeal; 

• If an appeal is granted, notify the challenging pharmacy 
and its PSAO, if any, that the appeal is granted and 
make the change in the MAC effective for the 
appealing pharmacy and for each other pharmacy in its 
network and permit the appealing pharmacy to reverse 
and bill again the claim or claims that formed the basis 
of the appeal; 

• When an appeal is denied, provide the challenging 
pharmacy and its PSAO, if any, the NDC number and 
supplier that has the product available for purchase in 
New Mexico at or below the MAC; 

• Within 1 business day of granting or denying a network 
pharmacy's appeal, notify all network pharmacies of 
the decision; 

• Upon granting an appeal, allow other similarly situated 
network pharmacies to reverse and bill again for like 
claims that formed the basis of the granted appeal; and 

• Provide for each of its network pharmacy providers and 
the superintendent a process and mechanism to readily 
access the MAC list specific to that provider. 

 
Patient Steering: 
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Beginning on or after January 1, 2024, an insurer shall not 
charge a different cost-sharing amount for: 

• Prescription drugs or pharmacy services obtained at a 
non-affiliated pharmacy; or 

• Administration of prescription drugs at different infusion 
sites; provided that an insurer may communicate with 
an insured regarding lower-cost sites of service. 

Patient Cost Sharing Copay Cap: 
The amount an individual with diabetes may be required to 
pay for a preferred formulary prescription insulin drug or a 
medically necessary alternative is not to exceed $25 per 
30-day supply. 
 
Group health care coverage, including any form of self-
insurance, offered, issued or renewed under the Health 
Care Purchasing Act shall cap the amount an insured is 
required to pay for a preferred formulary prescription insulin 
drug or a medically necessary alternative at an amount not 
to exceed a total of $25 per 30-day supply and shall 
provide coverage for individuals with diabetes as required 
by law for each health care insurer.  
 
Copay Accumulator Programs: 
When calculating an enrollee's cost-sharing obligation for 
covered prescription drugs, pursuant to group health 
coverage, including any form of self-insurance, offered, 
issued or renewed under the Health Care Purchasing Act, 
the insurer shall credit the enrollee for the full value of any 
discounts provided or payments made by third parties at 
the time of the prescription drug claim. 
 
These provisions do not apply to excepted benefit plans as 
provided pursuant to the Short-Term Health Plan and 
Excepted Benefit Act [Chapter 59A, Article 23G NMSA 
1978], catastrophic plans, tax-favored plans or high-
deductible health plans with health savings accounts until 
an eligible insured's deductible has been met, unless 
otherwise allowed pursuant to federal law. 
 
Maximum Cost-Sharing Levels: 
Beginning on or after January 1, 2024, an insurer shall not 
require an insured to make a payment at the point of sale 
for a covered prescription drug in an amount greater than 
the least of the: 

• Applicable cost-sharing amount for the prescription 
drug; 

• Amount an insured would pay for the prescription drug 
if the insured purchased the prescription drug without 
using a health benefits plan or any other source of 
prescription drug benefits or discounts; 

• Total amount the pharmacy will be reimbursed for the 
prescription drug from the insurer, including the cost-
sharing amount paid by an insurer; or 

• Value of the rebate from the manufacturer provided to 
the insurer or its PBM for the prescribed drug. 

NM Stat § 59A-
22-41 
 
NM Stat § 13-
7-25 
 
NM Stat § 13-
7-47 

https://law.justia.com/codes/new-mexico/chapter-59a/article-22/section-59a-22-41/
https://law.justia.com/codes/new-mexico/chapter-59a/article-22/section-59a-22-41/
https://law.justia.com/codes/new-mexico/chapter-13/article-7/section-13-7-25/
https://law.justia.com/codes/new-mexico/chapter-13/article-7/section-13-7-25/
https://law.justia.com/codes/new-mexico/chapter-13/article-7/section-13-7-47/
https://law.justia.com/codes/new-mexico/chapter-13/article-7/section-13-7-47/
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New York 

Issue Summary Citation 

Licensing/Registration Every PBM that performs pharmacy benefit management 
services shall register with the Superintendent of Insurance 
in a manner acceptable to the superintendent and shall pay 
a fee of $4,000 each year. The superintendent, in 
consultation with the Commissioner of Health, may 
establish minimum registration standards required for a 
PBM. 
 
No person shall acquire control of any licensed PBM, 
whether by purchase of its securities or otherwise, unless 
such person receives the superintendent’s prior approval. 
The superintendent shall disapprove such acquisition if the 
superintendent determines, after notice and an opportunity 
to be heard, that such action is reasonably necessary to 
protect the interests of the people of this State. 

N.Y. Ins. Law § 
2903  
 
N.Y. Ins. Reg. 
227 Part 457 

Reporting 
Requirements 

On or before July 1 of each year, every PBM shall report to 
the superintendent: 

• Any pricing discounts, rebates of any kind, inflationary 
payments, credits, clawbacks, fees, grants, 
chargebacks, reimbursements, other financial or other 
reimbursements, incentives, inducements, refunds or 
other benefits received by the PBM; 

• The terms and conditions of any contract or 
arrangement, including other financial or other 
reimbursement incentives, inducements, or refunds 
between the PBM and any other party relating to 
pharmacy benefit management services provided to a 
health plan, including dispensing fees paid to 
pharmacies; 

• The aggregated dollar amount of rebates, fees, price 
protection payments and any other payments the PBM 
received from drug manufacturers through rebate 
contracts; 

• The portion of aggregated rebates that were passed on 
to health plans or retained by the PBM; 

• For each rebate contract in effect during the reporting 
period, the names of the contracting parties; the 
execution date and the term of the contract, including 
extensions; and the name of the drugs and the 
associated NDCs covered by the rebate contract, and 
for each drug: 

o A summary of the contract terms regarding 
formulary placement, formulary exclusion, or 
prior authorization requirements or step edits, 
of any drugs considered to compete with each 
drug; 

o A summary of all terms requiring or 
incentivizing volume or market share for each 
drug, including base rebate amounts, bundled 
rebates and incremental rebates, stated 

N.Y. Ins. Law § 
2904 

https://www.nysenate.gov/legislation/laws/ISC/2903
https://www.nysenate.gov/legislation/laws/ISC/2903
https://www.dfs.ny.gov/system/files/documents/2024/11/rf-ins-a3reg219-text.pdf
https://www.dfs.ny.gov/system/files/documents/2024/11/rf-ins-a3reg219-text.pdf
https://www.nysenate.gov/legislation/laws/ISC/2904
https://www.nysenate.gov/legislation/laws/ISC/2904
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separately, and price concession, stated 
separately for each drug; and 

o The total number of prescriptions filled and 
units dispensed for which a rebate, discount, 
price concession or other consideration was 
received by the PBM for each drug; 

• The rebate percentage and dollar amount retained by 
the PBM for every rebate, discount, price concession or 
other consideration under each rebate contract; and 

• The dollar amount of any other compensation paid by a 
drug manufacturer to a PBM for services including 
distribution management services, data or data 
services, marketing or promotional services, research 
programs, or other ancillary services, under each 
rebate contract. 

 
The superintendent may require the filing of quarterly or 
other statements, which shall be in such form and shall 
contain such matters as the superintendent shall prescribe. 

PBM Income Spread Pricing (Medicaid): 
In Medicaid, a PBM shall not utilize any form of spread 
pricing in any contract or other arrangement with health 
care plans.  
 
Rebate Pass-Through (Medicaid): 
Any contract or other arrangement entered into by a health 
care plan for the provision and administration of pharmacy 
benefit management services on behalf of individuals 
enrolled in a managed Medicaid plan shall be based on a 
pass-through pricing model. Payment to the PBM for 
pharmacy benefit management services shall be limited to 
the actual ingredient costs, dispensing fees paid to 
pharmacies, and an administrative fee that covers the cost 
of providing pharmacy benefit management services. The 
department may establish a maximum administrative fee.  

N.Y. Pub. 
Health L § 
4406-C(10a) 

Pharmacy Contracting Patient Steering: 
A PBM shall not directly or indirectly: 

• Engage in marketing, advertising, or promotional 
activities to covered individuals for the purpose of 
gaining dispensing opportunities at affiliated 
pharmacies, including providing incentives to a covered 
individual to use an affiliated pharmacy when 
unaffiliated pharmacies are available within the same 
network, provided, however, that nothing in this section 
shall be construed to restrict a PBM from 
communicating or operationalizing any element of plan 
design elected by a health plan; 

• In any manner on any material produced by the PBM, 
including identification cards, include the name of any 
affiliated pharmacy unless it specifically lists two or 
more unaffiliated pharmacies participating in the 
relevant pharmacy network, provided unaffiliated 
pharmacies are participating in the network; 

• Transfer or share records relative to prescription 
information containing a covered individual’s 

N.Y. Ins. Reg. 
228 Part 458 
 
N.Y. Pub. 
Health Law § 
280-A (4) 

https://www.nysenate.gov/legislation/laws/PBH/4406-C
https://www.nysenate.gov/legislation/laws/PBH/4406-C
https://www.nysenate.gov/legislation/laws/PBH/4406-C
https://www.dfs.ny.gov/system/files/documents/2024/11/rf-ins-a3reg219-text.pdf
https://www.dfs.ny.gov/system/files/documents/2024/11/rf-ins-a3reg219-text.pdf
https://www.nysenate.gov/legislation/laws/PBH/280-A
https://www.nysenate.gov/legislation/laws/PBH/280-A
https://www.nysenate.gov/legislation/laws/PBH/280-A
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identifiable or prescriber-identifiable data to an affiliated 
pharmacy; 

• Require a covered individual to purchase prescription 
drugs exclusively through a mail-order pharmacy or 
refer a covered individual to a mail-order pharmacy or 
an affiliated pharmacy unless contractually required to 
do so by the health plan;  

• Penalize a covered individual for using an in-network 
unaffiliated pharmacy, including by requiring a covered 
individual to pay the full cost for a prescription. Nothing 
in this paragraph shall be construed to prohibit a health 
plan’s election to use a network or networks that only 
includes affiliated pharmacies;  

• Prohibit or limit any covered individual from selecting 
an in-network pharmacy of the individual’s choice 
unless specifically required by the health plan for a 
particular covered individual. 

 
MAC Pricing: 
A PBM shall, with respect to contracts between a PBM and 
a pharmacy or, alternatively, a PBM and a pharmacy's 
contracting agent, such as a PSAO, include a reasonable 
process to appeal, investigate and resolve disputes 
regarding multi-source generic drug pricing. The appeals 
process shall include the following provisions: 

• The right to appeal by the pharmacy and/or the 
pharmacy's contracting agent shall be limited to 30 
days following the initial claim submitted for payment; 

• A telephone number and email address through which 
a network pharmacy may contact the PBM for the 
purpose of filing an appeal; 

• The PBM shall respond in an electronic message to the 
pharmacy and/or the pharmacy's contracting agent 
filing the appeal within 7 business days indicating its 
determination. If the appeal is determined to be valid, 
the MAC for the drug shall be adjusted for the 
appealing pharmacy effective as of the date of the 
original claim for payment. The PBM shall require the 
appealing pharmacy to reverse and rebill the claim in 
question to obtain the corrected reimbursement; 

• If an update to the MAC is warranted, the PBM or 
covered entity shall adjust the MAC of the drug 
effective for all similarly situated pharmacies in its 
network in the state on the date the appeal was 
determined to be valid; and 

• If an appeal is denied, the PBM shall identify the NDC 
of a therapeutically equivalent drug that is available for 
purchase by pharmacies in this state at a price which is 
equal to or less than the MAC for that drug as 
determined by the PBM. 

Patient Cost Sharing Copay Cap: 
Starting January 1, 2025, upon the issuance, renewal, 
modification, alteration, or amendment of a health 
insurance policy or contract, cost-sharing for prescription 
insulin is prohibited. This applies to all state-regulated 

Part EE of 
Chapter 58 of 
the Laws of 
2024 
 

https://www.dfs.ny.gov/apps_and_licensing/health_insurers/insulin_cost_sharing_qa_guidance
https://www.dfs.ny.gov/apps_and_licensing/health_insurers/insulin_cost_sharing_qa_guidance
https://www.dfs.ny.gov/apps_and_licensing/health_insurers/insulin_cost_sharing_qa_guidance
https://www.dfs.ny.gov/apps_and_licensing/health_insurers/insulin_cost_sharing_qa_guidance
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commercial plans including Essential Plan, individual and 
family plans, and small and large group plans. This applies 
to high-deductible health plans, except for individual 
catastrophic plans.  
 
Copay Adjustment Programs: 
Any policy that provides coverage for prescription drugs 
shall apply any third-party payments, financial assistance, 
discount, voucher or other price reduction instrument for 
out-of-pocket expenses made on behalf of an insured 
individual for the cost of a prescription drug to 
the insured's deductible, copayment, coinsurance, out-of-
pocket maximum, or any other cost-sharing requirement 
when calculating such insured individual's overall 
contribution to any out-of-pocket maximum or any 
cost-sharing requirement. This requirement applies to high-
deductible health plans once a covered individual meets 
the minimum deductible required to remain HSA-eligible.   
 
This paragraph only applies to a prescription drug that is 
either: 

• A brand-name drug without an AB rated generic 
equivalent, as determined by the United States Food 
and Drug Administration; or  

• A brand-name drug with an AB rated generic 
equivalent, as determined by the United States Food 
and Drug Administration, and the insured has access to 
the 
brand-name drug through prior authorization by the 
insurer or through the insurer's appeal process, 
including any step-therapy process; or  

• A generic drug the insurer will cover, with or without 
prior 
authorization or an appeal process. 

 
Maximum Cost-Sharing Levels: 
No PBM shall require a contracted pharmacy to charge or 
collect from an individual a copayment that exceeds the 
total submitted charges by the pharmacy for which the 
pharmacy is paid. 

N.Y. Ins. Law § 
3216(37)  
 
N.Y. Pub. 
Health Law § 
280-A (5) 

 

North Carolina 

Issue Summary Citation 

Licensing/Registration A person or organization may not establish or operate as a 
PBM for health benefit plans in this State without obtaining 
a license from the Commissioner of the Department of 
Insurance. The Commissioner shall develop an application 
for licensure to operate in this State as a PBM and may 
charge an initial application fee of $2,000 and an annual 
renewal fee of $1,500. 

N.C. Gen. Stat. 
§ 58-56A-2 

Reporting 
Requirements 

No later than May 1 of every year, all PBMs shall report to 
the Commissioner all of the following information regarding 
prescription drug benefits specific to insurers within the 
State: 

N.C. Gen. Stat. 
§ 58-56A-22 
 

https://www.nysenate.gov/legislation/laws/ISC/3216
https://www.nysenate.gov/legislation/laws/ISC/3216
https://www.nysenate.gov/legislation/laws/PBH/280-A
https://www.nysenate.gov/legislation/laws/PBH/280-A
https://www.nysenate.gov/legislation/laws/PBH/280-A
https://www.ncleg.gov/EnactedLegislation/Statutes/HTML/BySection/Chapter_58/GS_58-56A-2.html
https://www.ncleg.gov/EnactedLegislation/Statutes/HTML/BySection/Chapter_58/GS_58-56A-2.html
https://www.ncleg.gov/EnactedLegislation/SessionLaws/PDF/2025-2026/SL2025-69.pdf
https://www.ncleg.gov/EnactedLegislation/SessionLaws/PDF/2025-2026/SL2025-69.pdf
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• The aggregate amount of rebates that the PBM 
received from all drug manufacturers or wholesale 
distributors by therapeutic category; 

• The aggregated amount of difference between the 
amount paid by the health benefit plan for prescription 
drugs and the amount paid to pharmacies for claims 
paid under the health benefit plan, including point-of-
sale and retroactive charges; 

• The spread between the aggregate amount paid to 
pharmacies for prescription drugs and the aggregate 
amount charged to insurers for prescription drugs; 

• A list of all pharmacies that are under common control 
or ownership of the PBM; 

• The aggregated amount of any differences between 
what the PBM reimburses or charges affiliated retail 
pharmacies and non-affiliated retail pharmacies; 

• The aggregate amount of all fees or other 
assessments, including point-of-sale or retroactive 
charges, that are imposed on contracted, preferred, or 
in-network pharmacies. Retroactive charges shall not 
include any funds recouped from an audit that complies 
with §58-50-8; and  

• The highest, lowest, and mean aggregate percentages 
for retained rebates by the PBM.  

 
Beginning March 31, 2026, and quarterly thereafter, any 
PBM that conducts spread pricing shall report to applicable 
contracted insurers the aggregate difference between the 
price charged the insurer and the price paid to the 
pharmacy for each drug where there is a difference in 
price. Any insurer who receives a spread pricing report 
from a PBM shall make that report available on its website 
and to any employers who have purchased a health benefit 
plan from the insurer.  

N.C. Gen. Stat. 
§58-56A-6  

PBM Income Rebate Pass-Through: 
Starting January 1, 2027, when calculating an insured's 
defined cost-sharing for a covered prescription drug at the 
point of sale, an insurer offering a health benefit plan or a 
PBM shall base the calculation on the price of the 
prescription drug after taking into account all rebates 
associated with that prescription drug. The price of the 
prescription drug shall be reduced by an amount equal to 
90% of all rebates received, or to be received, in 
conjunction with the dispensing or administration of the 
prescription drug.  

N.C. Gen. Stat. 
§ 58-3-182 
 
N.C. Gen. Stat. 
§ 58-56A-3 
 

Pharmacy Contracting Minimum Reimbursement: 
No PBM contract may require an independent pharmacy or 
any pharmacy in a pharmacy desert, as defined in §58-51-
37, to accept reimbursement for providing a covered 
prescription drug, device, or service at a rate less than the 
acquisition cost.  
 
Patient Steering: 
An insurer or PBM shall not: 

N.C. Gen. Stat. 
§ 58-56A-4(g) 
 
N.C. Gen. Stat. 
§ 58-51-37 
 
N.C. Gen. Stat. 
§ 58-56A-3 
 

https://www.ncleg.gov/EnactedLegislation/SessionLaws/PDF/2025-2026/SL2025-69.pdf
https://www.ncleg.gov/EnactedLegislation/SessionLaws/PDF/2025-2026/SL2025-69.pdf
https://www.ncleg.gov/EnactedLegislation/SessionLaws/PDF/2025-2026/SL2025-69.pdf
https://www.ncleg.gov/EnactedLegislation/SessionLaws/PDF/2025-2026/SL2025-69.pdf
https://www.ncleg.gov/EnactedLegislation/SessionLaws/PDF/2025-2026/SL2025-69.pdf
https://www.ncleg.gov/EnactedLegislation/SessionLaws/PDF/2025-2026/SL2025-69.pdf
https://www.ncleg.gov/EnactedLegislation/SessionLaws/PDF/2025-2026/SL2025-69.pdf
https://www.ncleg.gov/EnactedLegislation/SessionLaws/PDF/2025-2026/SL2025-69.pdf
https://www.ncleg.gov/EnactedLegislation/SessionLaws/PDF/2025-2026/SL2025-69.pdf
https://www.ncleg.gov/EnactedLegislation/SessionLaws/PDF/2025-2026/SL2025-69.pdf
https://www.ncleg.gov/EnactedLegislation/SessionLaws/PDF/2025-2026/SL2025-69.pdf
https://www.ncleg.gov/EnactedLegislation/SessionLaws/PDF/2025-2026/SL2025-69.pdf
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• Prohibit or limit an insured from selecting a pharmacy 
of the insured’s choice when the pharmacy has agreed 
to participate in the health benefit plan; 

• Impose upon an insured any copayment, fee, or 
condition that is not equally imposed upon all insureds 
in the same benefit category, class, or copayment level 
under the benefit plan when receiving services from a 
contract provider; 

• Impose a monetary advantage or penalty that would 
affect an insured’s choice of pharmacy, including a 
higher copayment, a reduction in reimbursement for 
services, or the promotion of one contract provider over 
another. Prohibition of monetary advantages shall not 
apply to monetary advantages imposed upon a 
pharmacy located in a pharmacy desert or in a county 
with a population under 20,000; 

• Reduce reimbursement for pharmacy services to an 
insured because the insured selects a pharmacy of 
their choice; or 

• Require an insured to purchase pharmacy products or 
services exclusively through a mail-order pharmacy.   

 
A PBM shall not reimburse a pharmacy or pharmacist in 
this State an amount less than the amount that the PBM 
reimburses a PBM affiliate for providing the same 
pharmacist services or same prescription drug. In 
determining the amount of the reimbursement for the 
purposes of this section, the amount shall be calculated on 
a per-unit basis using the same generic product identifier or 
generic code number and shall reflect all drug 
manufacturer's rebates, all direct and indirect administrative 
fees, and any other cost-savings or discounts that may be 
given related to the drug or services. 
 
MAC Pricing:  
To place a prescription drug on the MAC price list, the drug 
must be available for purchase by pharmacies in North 
Carolina from national or regional wholesalers, must not be 
obsolete, and must meet one of the following conditions: 

• The drug is listed as "A" or "B" rated in the most recent 
version of the FDA's Approved Drug Products with 
Therapeutic Equivalence Evaluations, also known as 
the Orange Book; or 

• The drug has a "NR" or "NA" rating, or a similar rating, 
by a nationally recognized reference. 

 
A PBM shall adjust or remove the MAC price for a 
prescription drug to remain consistent with changes in the 
national marketplace for prescription drugs. A review of the 
MAC prices for removal or modification shall be completed 
at least once every 7 business days, and any removal or 
modification shall occur within 7 business days of the 
review. A PBM shall provide a means by which the 
contracted pharmacies may promptly review current prices 
in an electronic, print, or telephonic format within 1 

N.C. Gen. Stat. 
§ 58-56A-20 
 
N.C. Gen. Stat. 
§ 58‑56A‑5 

https://www.ncleg.gov/EnactedLegislation/SessionLaws/PDF/2025-2026/SL2025-69.pdf
https://www.ncleg.gov/EnactedLegislation/SessionLaws/PDF/2025-2026/SL2025-69.pdf
https://www.ncleg.gov/EnactedLegislation/Statutes/PDF/ByArticle/Chapter_58/Article_56A.pdf
https://www.ncleg.gov/EnactedLegislation/Statutes/PDF/ByArticle/Chapter_58/Article_56A.pdf
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business day of the removal or modification. Dispensing 
fees shall not be included in the calculation of MAC prices. 
 
A PBM shall establish an administrative appeals procedure 
by which a contracted pharmacy or pharmacist, or a 
designee, may appeal the provider's reimbursement for a 
prescription drug subject to MAC pricing if the amount of 
reimbursement for the drug is less than the net amount that 
the network provider paid to the suppliers of the drug. The 
reasonable administrative appeal procedure must include 
all of the following: 

• A dedicated telephone number and email address or 
website for the purpose of submitting administrative 
appeals; 

• The ability to submit an administrative appeal regarding 
the pharmacy benefits plan or program directly to the 
PBM or through a pharmacy service administrative 
organization if the pharmacy service administrative 
organization has a contract with the PBM that allows 
for the submission of appeals; 

• No less than 10 calendar days after the applicable 
prescription fill date to file an administrative appeal; 

• A period of no more than 10 calendar days after receipt 
of notice of the filing of the administrative appeal by the 
PBM for a decision to be made on the appeal; 

• A requirement that if an appeal is upheld, then, within 
10 calendar days of the decision, the PBM shall notify 
the appellant of the decision, apply the change in the 
MAC effective as of the date the appeal was resolved 
and make the change effective for all similarly situated 
pharmacies or pharmacists, and permit the appellant to 
reverse and rebill the claim that was appealed; and 

• A requirement that if the appeal is denied, then, within 
10 calendar days of the decision, the PBM shall notify 
the appellant of the decision, provide the reason for the 
denial, the NDC of the drug, and the names of the 
national or regional wholesalers operating in the state.  

Patient Cost Sharing Copay Adjustment Programs: 
When calculating an insured's contribution to any 
out‑of‑pocket maximum, deductible, copayment, 

coinsurance, or other applicable cost‑sharing requirement, 

the insurer or PBM shall include any amounts paid by the 
insured, or on the insured's behalf, for a prescription that is 
either:  

• Without an AB‑rated generic equivalent.  

• With an AB‑rated generic equivalent if the insured has 

obtained authorization for the drug through any of the 
following: a.  

o Prior authorization from the insurer or PBM;  
o A step therapy protocol; or  
o The exception or appeal process of the insurer 

or PBM.  
 
This subsection shall not apply to an insured covered by a 
high-deductible health plan if its application would render 

N.C. Gen. Stat. 
§ 58‑56A‑3 

 
 

https://www.ncleg.gov/EnactedLegislation/Statutes/PDF/ByArticle/Chapter_58/Article_56A.pdf
https://www.ncleg.gov/EnactedLegislation/Statutes/PDF/ByArticle/Chapter_58/Article_56A.pdf
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the insured ineligible for a health savings account unless 
the insured has satisfied the minimum deductible or the 
prescription qualifies as preventive care. 
 
Maximum Cost-Sharing Levels: 
A PBM shall not charge, or attempt to collect from, an 
insured a copayment that exceeds the total submitted 
charges by the network pharmacy. 
 
Note: see PBM Income section for rules regarding point-of-
sale rebate pass-throughs.  

 

North Dakota 

Issue Summary Citation 

Licensing/Registration PBMs must obtain a license from the Insurance 
Commissioner to operate in the state. Operating as an 
unlicensed PBM is considered a class C felony. PBM 
licenses must be renewed each year. The commissioner 
shall establish application and renewal forms as well as 
initial application and renewal fees not to exceed $10,000.  

N.D. Cent. 
Code § 26.1-
27.1-02  

Reporting 
Requirements 

A PBM shall disclose to the commissioner any ownership 
interest of any kind with any insurance company 
responsible for providing benefits to any plan for which the 
PBM provides services. A PBM shall also disclose any 
ownership interest with any parent company, subsidiary, or 
other organization that is related to the provision of 
pharmacy services, the provision of other prescription drug 
or device services, or a pharmaceutical manufacturer. 
 
The commissioner shall examine contracts between 
covered entities (including insurers) and PBMs to 
determine whether rebates, discounts, and other fees 
transmitted to the covered entities have been applied to 
reduce the covered entities' rates or distributed to covered 
individuals. Covered entities shall annually disclose any 
payments received from PBMs and how those payments 
are applied to reduce rates or distributed to covered 
individuals. 
 
Contracts between covered entities and PBMs shall 
provide the covered entity the right to audit the PBM's 
books, accounts, and records, including de-identified 
utilization information, as necessary to confirm that the 
benefit of a payment received by the PBM is being shared 
as required by the contract. 
 
If requested by a plan sponsor contracted payer, a PBM 
that has an ownership interest, either directly or through an 
affiliate or subsidiary, in a pharmacy shall disclose to the 
plan sponsor contracted payer any difference between the 
amount paid to a pharmacy and the amount charged to the 
plan sponsor contracted payer. 

N.D. Cent. 
Code § 26.1-
27.1-03 
 
N.D. Cent. 
Code § 26.1-
27.1-05 
 
N.D. Cent. 
Code § 26.1-
27.1-06 
 
N.D. Cent. 
Code §19-02.1-
16.2 

https://ndlegis.gov/cencode/t26-1c27-1.pdf
https://ndlegis.gov/cencode/t26-1c27-1.pdf
https://ndlegis.gov/cencode/t26-1c27-1.pdf
https://ndlegis.gov/cencode/t26-1c27-1.pdf
https://ndlegis.gov/cencode/t26-1c27-1.pdf
https://ndlegis.gov/cencode/t26-1c27-1.pdf
https://ndlegis.gov/cencode/t26-1c27-1.pdf
https://ndlegis.gov/cencode/t26-1c27-1.pdf
https://ndlegis.gov/cencode/t26-1c27-1.pdf
https://ndlegis.gov/cencode/t26-1c27-1.pdf
https://ndlegis.gov/cencode/t26-1c27-1.pdf
https://ndlegis.gov/cencode/t26-1c27-1.pdf
https://ndlegis.gov/cencode/t19c02-1.pdf
https://ndlegis.gov/cencode/t19c02-1.pdf
https://ndlegis.gov/cencode/t19c02-1.pdf
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PBM Income Rebate Pass-Through: 
PBMs shall offer covered entities several options for the 
treatment of rebates in their contracts, including a model 
where the PBM passes all payments received to the 
covered entity.  

N.D. Cent. 
Code § 26.1-
27.1-05 
 

Pharmacy Contracting MAC Pricing: 
These MAC pricing requirements do not apply to the state 
Medicaid program.  
 
A PBM shall not place a drug on a MAC list unless: 

• The drug has at least two nationally available, 
therapeutically equivalent, multiple source drugs, or a 
generic drug is available only from one manufacturer; 

• The drug is listed as therapeutically equivalent and 
pharmaceutically equivalent or "A" or "B" rated in the 
United States food and drug administration’s most 
recent version of the "Orange Book" or the drug is "Z" 
rated; and  

• The drug is generally available for purchase by 
pharmacies in the state from national or regional 
wholesalers and not obsolete. 

 
With respect to each contract between a PBM and a 
pharmacy, each PBM shall: 

• Provide to the pharmacy, at the beginning of each 
contract and contract renewal, the sources utilized to 
determine the MAC pricing of the PBM.  

• Update any MAC price list at least every 7 business 
days, and provide prompt notification of the pricing 
changes to network pharmacies.  

• Disclose the sources utilized for setting MAC price 
rates on each MAC price list included under the 
contract and identify each MAC price list that applies to 
the contracted pharmacy. A PBM shall make the list of 
the MACs available to a contracted pharmacy in a 
format that is readily accessible and usable to the 
contracted pharmacy.  

• Ensure MAC prices are not set below sources utilized 
by the PBM.  

• Provide a reasonable administrative appeals procedure 
to allow a dispensing pharmacy provider to contest a 
listed maximum allowable price rate. The PBM shall 
provide a determination to a provider that has 
contested a maximum allowable price rate within 7 
business days. If an update to the maximum allowable 
price rate for an appealed drug is warranted, the PBM 
shall make the change based on the date of the 
determination and make the adjustment effective for all 
similarly situated pharmacy providers in this state 
within the network.  

• Ensure dispensing fees are not included in the 
calculation of MAC price reimbursement to pharmacy 
providers. 

 
Patient Steering: 

N.D. Cent. 
Code § 19-
02.1-14.2 
 
N.D. Cent. 
Code §19-02.1-
16.2 

https://ndlegis.gov/cencode/t26-1c27-1.pdf
https://ndlegis.gov/cencode/t26-1c27-1.pdf
https://ndlegis.gov/cencode/t26-1c27-1.pdf
https://ndlegis.gov/cencode/t19c02-1.pdf
https://ndlegis.gov/cencode/t19c02-1.pdf
https://ndlegis.gov/cencode/t19c02-1.pdf
https://ndlegis.gov/cencode/t19c02-1.pdf
https://ndlegis.gov/cencode/t19c02-1.pdf
https://ndlegis.gov/cencode/t19c02-1.pdf
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A PBM or a PBM's affiliates or subsidiaries may not own or 
have an ownership interest in a patient assistance program 
and a mail order specialty pharmacy, unless the PBM, 
affiliate, or subsidiary agrees to not participate in a 
transaction that benefits the PBM, affiliate, or subsidiary 
instead of another person owed a fiduciary duty. 

Patient Cost Sharing Maximum Cost-Sharing Levels: 
A PBM or third-party payer may not charge a patient a 
copayment that exceeds the cost of the medication. 
 
Copay Cap: 
A PBM may not require a covered individual to make a 
payment for a covered insulin drug or medical supplies for 
insulin dosing and administration in an amount exceeding 
the out-of-pocket limits below: 

• Covered insulin drugs may not exceed $25 per 30-day 
supply per pharmacy or distributor, regardless of the 
quantity or type of insulin drug used to fill the covered 
individual's prescription needs. 

• Covered medical supplies for insulin dosing and 
administration may not exceed $25 per 30-day supply 
per pharmacy or distributor, regardless of the quantity 
or manufacturer of supplies used to fill the covered 
individual's prescription needs. 

 
Copay Adjustment Programs: 
When calculating an enrollee's overall contribution to any 
out-of-pocket maximum or any cost-sharing requirement for 
a prescription drug under the health benefit plan, the health 
benefit plan must provide for the inclusion of any amount 
paid by the enrollee or paid on behalf of the enrollee by 
another person. The health benefit plan may not vary the 
out-of-pocket maximum or cost-sharing requirements, or 
otherwise design benefits that account for the availability of 
a cost-sharing assistance program for a prescription drug. 
 
The requirements under this section do not apply with 
respect to an HSA-eligible high-deductible health plan until 
a covered individual meets their minimum deductible.  

N.D. Cent. 
Code § 19-
02.1-16.1 
 
N.D. Cent. 
Code § 26.1-
36-09.16 
 
N.D. Cent. 
Code § 26.1-
36-09.17 

 

Ohio 

Issue Summary Citation 

Licensing/Registration PBMs must be licensed as administrators with the 
Superintendent of Insurance. An administrator shall file an 
application for a license on a form prescribed by the 
superintendent, along with a nonrefundable fee of $200. 
Licenses must be renewed annually.  

Oh. Rev. Code 
§ 3959.05 

Reporting 
Requirements 

A PBM shall disclose to the plan sponsor whether or not 
the PBM uses the same MAC list when billing a plan 
sponsor as it does when reimbursing a pharmacy. If a PBM 
uses multiple MAC lists, the PBM shall disclose in the 
aggregate to a plan sponsor any differences between the 
amount paid to a pharmacy and the amount charged to a 
plan sponsor. These disclosures shall be made within 10 

Oh. Rev. Code 
§ 3959.111 
 
Oh. Rev. Code 
§ 5167.243 

https://ndlegis.gov/cencode/t19c02-1.pdf
https://ndlegis.gov/cencode/t19c02-1.pdf
https://ndlegis.gov/cencode/t19c02-1.pdf
https://ndlegis.gov/cencode/t26-1c36.pdf
https://ndlegis.gov/cencode/t26-1c36.pdf
https://ndlegis.gov/cencode/t26-1c36.pdf
https://ndlegis.gov/cencode/t26-1c36.pdf
https://ndlegis.gov/cencode/t26-1c36.pdf
https://ndlegis.gov/cencode/t26-1c36.pdf
https://codes.ohio.gov/ohio-revised-code/section-3959.05
https://codes.ohio.gov/ohio-revised-code/section-3959.05
https://codes.ohio.gov/ohio-revised-code/section-3959.111
https://codes.ohio.gov/ohio-revised-code/section-3959.111
https://codes.ohio.gov/ohio-revised-code/section-5167.243
https://codes.ohio.gov/ohio-revised-code/section-5167.243
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days of a PBM and a plan sponsor signing a contract or on 
a quarterly basis.  
 
Note: This disclosure requirement does not apply to ERISA 
or Medicare Part D plans.  
 
Medicaid: 
The Ohio Medicaid program shall select a single PBM to 
administer pharmacy benefits for all Medicaid MCO plans. 
The state PBM shall provide to the Medicaid director a 
quarterly report containing the following information from 
the immediately preceding quarter: 

• The prices that the state PBM negotiated for prescribed 
drugs under the care management system. The price 
must include any rebates the state PBM received from 
the drug manufacturer; 

• The prices the state PBM paid to pharmacies for 
prescribed drugs; 

• Any rebate amounts the state PBM passed on to 
individual pharmacies; 

• The percentage of savings in drug prices that are 
passed on to participants in the care management 
system; 

• The information described in division (C) of 
section 5167.24 of the Revised Code; and  

• Any other information required by the director. 

PBM Income N/A  

Pharmacy Contracting MAC Pricing: 
In each contract between a PBM and a pharmacy, the 
pharmacy shall be given the right to obtain from the PBM, 
within 10 days after any request, a current list of the 
sources used to determine MAC pricing. In each contract 
between a PBM and a pharmacy, the PBM shall be 
obligated to update and implement the pricing information 
at least every 7 days and provide a means by which 
contracted pharmacies may promptly review MAC pricing 
updates in an electronic format. A PBM shall utilize the 
most up-to-date pricing data when calculating drug product 
reimbursements for all contracting pharmacies within 1 
business day of any price update or modification. 
 
A PBM shall maintain a written procedure to eliminate 
products from the list of drugs subject to MAC pricing in a 
timely manner.  
 
A PBM may not place a drug on a MAC list unless: 

• The drug is listed as "A" or "B" rated in the most recent 
version of the FDA's approved drug products with 
therapeutic equivalence evaluations, or has an "NR" or 
"NA" rating or similar rating by nationally recognized 
reference; and 

• The drug is generally available for purchase by 
pharmacies in this state from a national or regional 
wholesaler and is not obsolete. 

 

Oh. Rev. Code 
§ 3959.111 

https://codes.ohio.gov/ohio-revised-code/section-5167.24
https://codes.ohio.gov/ohio-revised-code/section-3959.111
https://codes.ohio.gov/ohio-revised-code/section-3959.111


AMCP State PBM Law Inventory 

97 
 

Each contract between a PBM and a pharmacy shall 
include an electronic process to appeal, investigate, and 
resolve disputes regarding MAC pricing that includes all of 
the following: 

• A 21-day limit on the right to appeal following the initial 
claim; 

• A requirement that the appeal be investigated and 
resolved within 21 days after the appeal; 

• A telephone number at which the pharmacy may 
contact the PBM to speak to a person responsible for 
processing appeals; 

• A requirement that a PBM provide a reason for any 
appeal denial, including the NDC and the identity of the 
national or regional wholesalers from whom the drug 
was generally available for purchase at or below the 
benchmark price determined by the PBM; 

• A requirement that if the appeal is upheld or granted, 
then the PBM shall adjust the drug product 
reimbursement to the pharmacy's upheld appeal price; 

• A requirement that a PBM make an adjustment not 
later than 1 day after the date of determination of the 
appeal. The adjustment shall be retroactive to the date 
the appeal was made and shall apply to all similarly 
situated pharmacies.  

Patient Cost Sharing Maximum Cost-Sharing Levels: 
No health plan issuer, PBM, or any other administrator shall 
require cost-sharing in an amount, or direct a pharmacy to 
collect cost-sharing in an amount, greater than the lesser of 
either of the following from an individual purchasing a 
prescription drug: 

• The amount an individual would pay for the drug if the 
drug were to be purchased without coverage under a 
health benefit plan; 

• The net reimbursement paid to the pharmacy for the 
prescription drug by the health plan issuer, PBM, or 
administrator. 

Oh. Rev. Code 
§ 3959.20 

 

Oklahoma 

Issue Summary Citation 

Licensing/Registration A PBM must obtain a license from the Insurance 
Department, and the department may charge a fee for such 
licensure. The department shall establish, by regulation, 
licensure procedures, required disclosures for PBMs 
(PBMs), and other necessary rules.  

Okla. Stat. 59 
§358  

Reporting 
Requirements 

A PBM shall fully disclose to insurers, self-funded 
employers, unions, or other PBM clients the existence of 
the respective aggregate prescription drug discounts, 
rebates received from drug manufacturers, and pharmacy 
audit recoupments. PBM contracts with these entities shall 
grant unrestricted audit rights and access to the respective 
PBM pharmaceutical manufacturer and provider contracts, 
plan utilization data, plan pricing data, pharmacy utilization 
data and pharmacy pricing data.  

Okla. Stat. 36 
§6962 
 
Okla. Stat. 59 
§359 
 

https://codes.ohio.gov/ohio-revised-code/section-3959.20
https://codes.ohio.gov/ohio-revised-code/section-3959.20
https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=474036
https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=474036
https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=485632
https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=485632
https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=474037
https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=474037
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A PBM shall report to the Attorney General on a quarterly 
basis for each health insurer: 

• The aggregate amount of rebates received by the 
PBM; 

• The aggregate amount of rebates distributed to the 
appropriate health insurer payor; 

• The aggregate amount of rebates passed on to the 
enrollees of each health insurer payor at the point of 
sale that reduced the applicable deductible, 
copayment, coinsurance or other cost-sharing amount 
of the enrollee;  

• The individual and aggregate amount paid by the 
health insurer payor to the PBM for pharmacy services 
itemized by pharmacy, drug product and service 
provided; and  

• The individual and aggregate amount a PBM paid a 
provider for pharmacy services itemized by pharmacy, 
drug product and service provided.  

 
A PBM shall provide, upon request by the covered entity, 
information regarding the difference in the amount paid to 
providers for prescription services rendered to covered 
individuals and the amount billed by the PBM to the 
covered entity or plan sponsor to pay for prescription 
services rendered to covered individuals. 

PBM Income Spread Pricing: 
A PBM shall not conduct spread pricing.  

Okla. Stat. 36 
§6962 

Pharmacy Contracting MAC Pricing: 
Starting November 1, 2025, a PBM shall, with respect to 
contracts between a PBM and a provider, including a 
pharmacy service administrative organization: 

• Include the specific sources utilized to determine the 
MAC pricing of the pharmacy, update MAC pricing at 
least every 7 calendar days, and establish a process 
for providers to readily access the MAC list specific to 
that provider; 

• Ensure that the drug is listed as “A” or “B” rated in the 
most recent version of the FDA’s Approved Drug 
Products with Therapeutic Equivalence Evaluations, 
also known as the Orange Book, and the drug is 
generally available for purchase by pharmacies in the 
state from national or regional wholesalers and is not 
obsolete; 

• Ensure dispensing fees are not included in the 
calculation of MAC price reimbursement to pharmacy 
providers; 

• Provide a reasonable administration appeals procedure 
to allow a provider, a provider’s representative, or a 
pharmacy service administrative organization to 
contest reimbursement amounts within 14 calendar 
days of the final adjusted payment date. The PBM shall 
not prevent the pharmacy or the pharmacy service 
administrative organization from filing reimbursement 
appeals in an electronic batch format. The PBM must 

Okla. Stat. 59 
§360 
 
Okla. Stat. 36 
§6961 
 
Okla. Stat. 36 
§6962 
 
Okla. Stat. 36 
§6963 

https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=485632
https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=485632
https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=474038
https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=474038
https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=485629
https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=485629
https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=485632
https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=485632
https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=485637
https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=485637
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respond to a provider, a provider’s representative, or a 
pharmacy service administrative organization who have 
contested a reimbursement amount through this 
procedure within 10 calendar days. The PBM must 
respond in an electronic batch format to reimbursement 
appeals filed in an electronic batch format. The PBM 
shall not require a pharmacy or PSAO to log into a 
system to upload individual claim appeals or to 
download individual appeal responses. If a price 
update is warranted, the PBM shall make the change in 
the reimbursement amount, permit the dispensing 
pharmacy to reverse and rebill the claim in question, 
and make the reimbursement amount change 
retroactive and effective for all contracted providers; 
and 

• If a below-cost reimbursement appeal is denied, the 
PBM shall provide the reason for the denial, including 
the NDC number and name of the specific national or 
regional wholesalers doing business in this state where 
the drug is currently in stock and available for purchase 
by the dispensing pharmacy at a price below the PBM’s 
reimbursement price. If the NDC number provided by 
the PBM is not available below the acquisition cost 
obtained from the pharmaceutical wholesaler from 
whom the dispensing pharmacy purchases the majority 
of the prescription drugs that are dispensed, the PBM 
shall immediately adjust the reimbursement amount, 
permit the dispensing pharmacy to reverse and rebill 
the claim in question, and make the reimbursement 
amount adjustment retroactive and in effect for all 
contracted providers for future claims billed. 

 
Minimum Reimbursement: 
If a drug is placed on the FDA Drug Shortages Database, 
PBMs shall reimburse claims to pharmacies at no less than 
the WAC for the specific NDC number being dispensed. 
 
No PBM or third-party payor shall enter into any contract 
that establishes payment for services or medications based 
on an effective rate of reimbursement. 
 
Patient Steering: 
A PBM shall not: 

• Restrict an individual's choice of in-network provider for 
prescription drugs. 

• Require or incentivize using any discounts in cost-
sharing or a reduction in copay or the number of 
copays to individuals to receive prescription drugs from 
an individual's choice of in-network pharmacy. 

• Reimburse a pharmacy or pharmacist in the state an 
amount less than the amount that the PBM reimburses 
a pharmacy owned by or under common ownership 
with a PBM for providing the same covered services; 

• Require patients to use pharmacies that are directly or 
indirectly owned by the PBM, including all regular 
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prescriptions, refills, or specialty drugs regardless of 
day supply; 

• Use mail-order pharmacies to meet access standards 
for retail pharmacy networks; or 

• Include the name of any pharmacy, hospital or other 
providers unless it specifically lists all pharmacies, 
hospitals and providers participating in the preferred 
and nonpreferred pharmacy and health networks. 

Patient Cost Sharing Copay Adjustment Programs: 
Failure to include any amount paid by an enrollee or on 
behalf of an enrollee by another person when calculating 
the enrollee’s total contribution to an out-of-pocket 
maximum, deductible, copayment, coinsurance or other 
cost-sharing requirement constitutes an unfair claims 
settlement practice. This does not apply to individuals 
enrolled in an HSA-eligible high-deductible health plan until 
they meet their minimum deductible.  
 
Copay Cap: 
Any health benefit plan that provides coverage for insulin 
shall cap the total amount that a covered person is required 
to pay for insulin at an amount not to exceed $30 per 30-
day supply or $90 per 90-day supply of insulin for each 
covered insulin prescription, regardless of the amount or 
type of insulin needed to fill the prescription or prescriptions 
of the covered person. 

Okla. Rev. Stat. 
36 §1250.5 
 
Okla. Rev. Stat 
36 §6060.2 

 

Oregon 

Issue Summary Citation 

Licensing/Registration A PBM must obtain a license from the Department of 
Consumer and Business Services. To obtain a license, a 
PBM must submit an application to the department in a 
form determined by the department and pay a fee adopted 
by the department by rule. PBMs must renew their licenses 
every 12 months and pay a renewal fee. Initial application 
fees and renewal fees are set at $1,100. 

Or. Rev. Stat. § 
735.532 
 
Administrative 
Order ID6-2025 

Reporting 
Requirements 

Not later than June 1 of each calendar year, a PBM shall 
file a report with the Department of Consumer and 
Business Services. The report must contain, for the 
immediately preceding calendar year: 

• The aggregated dollar amount of rebates, fees, price 
protection payments and any other payments the PBM 
received from manufacturers: 

o Related to managing the pharmacy benefits for 
carriers issuing health benefit plans in this 
state; and 

o That were: 
▪ Passed on to carriers issuing health 

benefit plans in this state or enrollees 
at the point of sale of a prescription 
drug in this state; or 

▪ Retained as revenue by the PBM. 

• The total dispensing fees paid to the PBM and to 
pharmacies. 

Or. Rev. Stat. § 
735.537 
 
Or. Rev. Stat. § 
735.538   

https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=86446
https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=86446
https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=87360
https://www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=87360
https://www.oregonlegislature.gov/bills_laws/ors/ors735.html
https://www.oregonlegislature.gov/bills_laws/ors/ors735.html
https://dfr.oregon.gov/laws-rules/Documents/id06-2025_rule-order.pdf
https://dfr.oregon.gov/laws-rules/Documents/id06-2025_rule-order.pdf
https://www.oregonlegislature.gov/bills_laws/ors/ors735.html
https://www.oregonlegislature.gov/bills_laws/ors/ors735.html
https://www.oregonlegislature.gov/bills_laws/ors/ors735.html
https://www.oregonlegislature.gov/bills_laws/ors/ors735.html
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• The total administrative fees obtained and retained 
from manufacturers and carriers. 

• Money obtained through spread pricing, pay-for-
performance, or similar means. 

 
Upon the request of the Department of Consumer and 
Business Services, a PBM shall submit to the department 
its contracts with pharmacies or PSAOs and its provider 
manuals. 

PBM Income N/A  

Pharmacy Contracting MAC Pricing: 
A PBM: 

• May not place a drug on a list unless there are at least 
two multiple-source drugs, or at least one generic drug 
generally available for purchase. 

• Shall ensure that all drugs on a list are generally 
available for purchase. 

• Shall ensure that no drug on a list is obsolete. 

• Shall make available to each network pharmacy at the 
beginning of the term of a contract, and upon renewal 
of a contract, the specific source the PBM uses to 
determine the MAC set by the PBM. 

• Shall make a list available to a network pharmacy upon 
request in a format that: 

o Is electronic; 
o Is computer accessible and searchable; 
o Identifies all drugs for which MACs have been 

established; and 
o For each drug specifies: 

▪ The NDC; and 
▪ The MAC. 

• Shall update each list maintained by the PBM every 7 
business days and make the updated lists, including all 
changes in the price of drugs, available to network 
pharmacies. 

• Shall ensure that dispensing fees are not included in 
the calculation of MAC. 

• A PBM must establish a process by which a network 
pharmacy may appeal its reimbursement for a drug 
subject to MAC pricing. A network pharmacy may 
appeal a MAC if the reimbursement for the drug is less 
than the net amount that the network pharmacy paid to 
the supplier of the drug. The process must allow a 
network pharmacy a period of no less than 60 days 
after a claim is reimbursed in which to file the appeal. 
An appeal requested under this section must be 
completed within 30 calendar days of the pharmacy 
making the claim for which appeal has been requested. 

• A PBM must provide as part of the appeals process: 
o A telephone number at which a network 

pharmacy may contact the PBM and speak 
with an individual who is responsible for 
processing appeals; 

Or. Rev. Stat. § 
735.534 

https://www.oregonlegislature.gov/bills_laws/ors/ors735.html
https://www.oregonlegislature.gov/bills_laws/ors/ors735.html
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o A final response to an appeal of the 
reimbursement for a drug within seven 
business days; and 

o If the appeal is denied, the reason for the 
denial and the NDC of a drug that may be 
purchased by similarly situated pharmacies at 
a price that is equal to or less than the MAC. 

• If an appeal is upheld, a PBM shall: 
o Make an adjustment for the pharmacy that 

requested the appeal from the date of initial 
adjudication forward; and 

o Allow the pharmacy to reverse the claim and 
resubmit an adjusted claim without any 
additional charges. 

• If the request for an adjustment has come from a 
critical access pharmacy, as defined by the Oregon 
Health Authority by rule for purposes related to the 
Oregon Prescription Drug Program, an adjustment 
approved under an appeal shall apply only to critical 
access pharmacies. 

Patient Cost Sharing Copay Adjustment Programs: 
To the extent permitted by federal law, an insurer offering a 
health plan that provides pharmacy benefits and a PBM 
shall include all amounts paid by an enrollee or paid by 
another person on behalf of an enrollee toward the cost of 
a covered prescription drug when calculating the enrollee’s 
contribution to an out-of-pocket maximum, deductible, 
copayment, coinsurance or other cost-sharing requirement 
applied to the drug if: 

• The drug does not have a generic equivalent; or  

• The drug has a generic equivalent and the enrollee 
has:  

o Obtained prior authorization from the insurer or 
PBM; 

o Complied with a step therapy protocol; or 
o Received approval from the insurer or PBM 

through the insurer’s or the PBM’s exceptions, 
appeal or review process. 

 
For high-deductible health plans, this requirement applies 
only to preventive services until the enrollee has satisfied 
the minimum deductible.  
 
Copay Cap: 
A health benefit plan offered in this state may not require 
an enrollee in the plan to incur cost-sharing or other out-of-
pocket costs that exceed $35 for each 30-day supply of a 
type of insulin prescribed for the treatment of diabetes or 
$105 for each 90-day supply. 

Or. Rev. Stat. § 
743B.603 
 
Or. Rev. Stat. § 
743A.069 

 

Pennsylvania 

Issue Summary Citation 

Licensing/Registration A PBM or auditing entity must register with the Department 
of Insurance. The Department shall make an application 

2016 Act 169 
Ch. 5 

https://www.oregonlegislature.gov/bills_laws/ors/ors743B.html
https://www.oregonlegislature.gov/bills_laws/ors/ors743B.html
https://www.oregonlegislature.gov/bills_laws/ors/ors743A.html
https://www.oregonlegislature.gov/bills_laws/ors/ors743A.html
https://www.palegis.us/statutes/unconsolidated/law-information/view-statute?txtType=PDF&SessYr=2016&ActNum=0169.&SessInd=0
https://www.palegis.us/statutes/unconsolidated/law-information/view-statute?txtType=PDF&SessYr=2016&ActNum=0169.&SessInd=0
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form available on its website and establish application and 
renewal fees not to exceed $10,000. Registrations expire 2 
years from the date of issuance.  
 
Note: Chapter 5 is the only part of the Pharmacy Benefit 
Reform Act that applies to ERISA plans.  

Reporting 
Requirements 

Beginning July 1, 2026, and annually thereafter, each 
registered PBM shall submit to the department a 
transparency report containing data for each health insurer 
client in this Commonwealth from the prior calendar year. 
The transparency report shall contain the following 
information: 

• The aggregate amount of all rebates that the PBM 
received from all pharmaceutical manufacturers for all 
health insurer clients and for each health insurer client; 

• The aggregate administrative fees that the PBM 
received from all manufacturers for all health insurer 
clients and for each health insurer client; 

• The aggregate-retained rebates that the PBM received 
from all pharmaceutical manufacturers and did not 
pass through to health insurer clients; 

• The highest, lowest and mean aggregate retained 
rebate percentage for all health insurer clients and for 
each health insurer client; and 

• For a PBM that controls or is affiliated with a pharmacy, 
a description of any differences between what the PBM 
reimburses or charges affiliated and nonaffiliated 
pharmacies. 

 
The department may, by regulation, direct PBMs to include 
additional categories for aggregated data from health 
insurer clients in the annual transparency report. 

2016 Act 169 
Ch. 7 

PBM Income Rebate Pass-Through: 
A PBM shall pass through to the health benefit plan no less 
than 95% of any prescription drug manufacturer rebate 
obtained by the PBM on behalf of a health insurer client if 
the health benefit plan delegates negotiation of the rebate 
to the PBM.  
 
Spread Pricing: 
The department may conduct an analysis on the impact of 
spread pricing and patient steering on the cost of 
prescription drugs to consumers and pharmacy access.  

2016 Act 169 
Ch. 6 
 
2016 Act 169 
Ch. 9 

Pharmacy Contracting Patient Steering: 
A PM may not reimburse a retail pharmacy an amount less 
than the amount that the PBM reimburses a PBM-affiliated 
retail pharmacy for providing the same pharmacy services.  
 
A health benefit plan, health insurer or PBM contracting 
with a health benefit plan or insurer may not: 

• Require a covered individual, as a condition of 
payment or reimbursement, to purchase pharmacy 
services exclusively through a mail-order pharmacy or 
PBM retail pharmacy affiliate; 

2016 Act 169 
Ch. 6 
 
2016 Act 169 
Ch. 7 
 
2016 Act 169 
Ch. 8 
 
2016 Act 169 
Ch. 9 

https://www.palegis.us/statutes/unconsolidated/law-information/view-statute?txtType=PDF&SessYr=2016&ActNum=0169.&SessInd=0
https://www.palegis.us/statutes/unconsolidated/law-information/view-statute?txtType=PDF&SessYr=2016&ActNum=0169.&SessInd=0
https://www.palegis.us/statutes/unconsolidated/law-information/view-statute?txtType=PDF&SessYr=2016&ActNum=0169.&SessInd=0
https://www.palegis.us/statutes/unconsolidated/law-information/view-statute?txtType=PDF&SessYr=2016&ActNum=0169.&SessInd=0
https://www.palegis.us/statutes/unconsolidated/law-information/view-statute?txtType=PDF&SessYr=2016&ActNum=0169.&SessInd=0
https://www.palegis.us/statutes/unconsolidated/law-information/view-statute?txtType=PDF&SessYr=2016&ActNum=0169.&SessInd=0
https://www.palegis.us/statutes/unconsolidated/law-information/view-statute?txtType=PDF&SessYr=2016&ActNum=0169.&SessInd=0
https://www.palegis.us/statutes/unconsolidated/law-information/view-statute?txtType=PDF&SessYr=2016&ActNum=0169.&SessInd=0
https://www.palegis.us/statutes/unconsolidated/law-information/view-statute?txtType=PDF&SessYr=2016&ActNum=0169.&SessInd=0
https://www.palegis.us/statutes/unconsolidated/law-information/view-statute?txtType=PDF&SessYr=2016&ActNum=0169.&SessInd=0
https://www.palegis.us/statutes/unconsolidated/law-information/view-statute?txtType=PDF&SessYr=2016&ActNum=0169.&SessInd=0
https://www.palegis.us/statutes/unconsolidated/law-information/view-statute?txtType=PDF&SessYr=2016&ActNum=0169.&SessInd=0
https://www.palegis.us/statutes/unconsolidated/law-information/view-statute?txtType=PDF&SessYr=2016&ActNum=0169.&SessInd=0
https://www.palegis.us/statutes/unconsolidated/law-information/view-statute?txtType=PDF&SessYr=2016&ActNum=0169.&SessInd=0
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• Prohibit or limit a covered individual from selecting an 
in-network pharmacy or pharmacist of the individual’s 
choice if that pharmacy or pharmacist meets and 
agrees to the terms and conditions in the PBM’s 
contract; 

• Require a covered individual to use a PBM-affiliated 
retail pharmacy; 

• Transfer a covered individual's prescriptions from an in-
network pharmacy to another pharmacy unless 
requested by the covered individual; 

• Use financial incentives, including, but not limited to, 
adjustments in cost sharing obligations of a covered 
individual, to the exclusive benefit of a PBM-affiliated 
retail pharmacy; or  

• Auto-enroll a covered individual in mail-order pharmacy 
services, except in the case of maintenance 
medications, provided the auto-enrollment may not 
take place in the first 90 days of a new maintenance 
medication and the covered individual shall have the 
opportunity to opt-out of mail-order pharmacy services.  

 
Under Pennsylvania’s network adequacy law, a PBM may 
not limit its retail pharmacy network to only affiliated 
pharmacies.  
 
MAC Pricing:  
In order to place a particular drug on a multiple source 
generic list, a PBM shall ensure that: 

• The drug is listed as "A" or "B" rated in the most recent 
version of the FDA's "Approved Drug Products with 
Therapeutic Equivalence Evaluations," commonly 
known as the orange book, or "NR" or "NA" rated, or 
similar rating, by a nationally recognized reference; 

• There are at least two therapeutically equivalent 
multiple source drugs or at least one generic drug 
available from only one manufacturer; and 

• The drug is available for purchase by all pharmacies in 
this Commonwealth from national or regional 
wholesalers and is not obsolete or temporarily 
unavailable. 

 
A PBM must maintain a procedure to eliminate drugs from 
the list of drugs subject to multiple source drug pricing or 
modify the MAC in a timely fashion. 
 
Upon each contract execution or renewal, a PBM shall, 
with respect to contracts between a PBM and a pharmacy, 
or its representative, including a PSAO: 

• Include in the contract the sources utilized to determine 
multiple source drug pricing, including, if applicable, the 
MAC or any successive pricing formula of the PBM; 

• Update the pricing information every 7 calendar days; 
and  

• Establish a reasonable process by which pharmacies 
have a method to access relevant or current MAC 
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pricing lists in effect and any successive pricing 
formulas in a timely fashion. 

 
All contracts between a PBM and a pharmacy or PSAO 
shall include a process to appeal, investigate, and resolve 
disputes regarding multiple source drug pricing, which shall 
include: 

• The right to appeal shall be limited to 14 calendar days 
following the initial claim; 

• The appeal shall be investigated and resolved by the 
PBM through an internal process within 14 calendar 
days of receipt of the appeal by the PBM; 

• A telephone number at which a pharmacy may contact 
the PBM and speak with an individual who is involved 
in the appeals process; 

• If a PBM denies an appeal, the PBM shall provide the 
reason for the denial and identify the NDC of an 
equivalent drug that is available for purchase by 
network retail pharmacies in this Commonwealth from 
wholesalers at a price that is equal to or less than the 
MAC for the appealed drug as determined by the PBM; 
and 

• If a PBM grants an appeal, the PBM shall make the 
price correction, permit the reporting pharmacy to 
reverse and rebill the appealed claim and make the 
price correction effective for all similarly situated 
pharmacies from the date of the approved appeal. 

 
Minimum Reimbursement (Study): 
The department may conduct an analysis of the impact to 
consumers and pharmacies of requiring a health benefit 
plan or PBM contracting with a health benefit plan to 
reimburse a pharmacy utilizing the NADAC plus a 
professional dispensing fee of $10.49. 
 
Minimum Reimbursement (PACE and PACENET): 

• The Department of Aging shall pay for prescription 
drugs under the following formula: 

o If the NADAC per unit is available, the payment 
shall be the lower of: 

▪ The NADAC per unit plus a 
professional dispensing fee of $13, 
minus the applicable copayment; or 

▪ The pharmacy’s usual and customary 
charge for the drug, minus the 
copayment. 

o If the NADAC per unit is not available, the 
department shall substitute using the drug’s 
WAC plus 3.2%. 

• For generic drugs, the department shall reimburse 
providers based on the most current listing of the 
NADAC per unit plus a professional dispensing fee of 
$13 per prescription.  

Patient Cost Sharing Maximum Cost-Sharing Levels: 2016 Act 169 
Ch. 6 

https://www.palegis.us/statutes/unconsolidated/law-information/view-statute?txtType=PDF&SessYr=2016&ActNum=0169.&SessInd=0
https://www.palegis.us/statutes/unconsolidated/law-information/view-statute?txtType=PDF&SessYr=2016&ActNum=0169.&SessInd=0
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A pharmacy may not charge a patient an amount for a 
covered drug that exceeds the lesser of: 

• The net reimbursement paid to the pharmacy for the 
prescription drug by the health benefit plan, health 
insurer or PBM contracting with a health benefit plan or 
health insurer; or  

• The amount an individual would pay for the prescription 
drug if the prescription drug were purchased without 
coverage under a health benefit plan. 

 
A health benefit plan, health insurer, or PBM may not 
collect from the member any difference in cost sharing the 
member pays to the pharmacy and the member’s defined 
cost sharing in the member’s benefit plan.  

 

Rhode Island 

Issue Summary Citation 

Licensing/Registration PBMs must register as a third-party administrator with the 
Department of Insurance. Certificates of authority remain 
valid for so long as the administrator continues business in 
the state and remains compliant with applicable rules. The 
department shall establish an application form.  

R.I. Gen. Laws 
§ 27-20.7-12 
 
R.I. Gen. Laws 
§ 27-29.1-7 

Reporting 
Requirements 

Each administrator shall file an annual report for the 
preceding calendar year with the department on or before 
March 1. The report shall be in the form and contain any 
matters that the commissioner prescribes, but shall include 
the complete names and addresses of all insurers with 
which the administrator had an agreement during the 
preceding fiscal year.  
 
Administrators must also provide a complete description of 
the financial arrangements between the third-party 
administrator and each of the insurers covering benefit 
contracts delivered in Rhode Island; and if the third-party 
administrator is owned by or affiliated with another entity or 
entities, it shall include an organization chart and brief 
description that shows the relationships among all affiliates 
within a holding company or otherwise affiliated. 

R.I. Gen. Laws 
§ 27-20.7-14 
 
R.I. Gen. Laws 
§ 27-29.1-7 

PBM Income N/A  

Pharmacy Contracting N/A  

Patient Cost Sharing Copay Cap: 
A health plan that provides coverage for prescription insulin 
drugs shall cap the total amount that a covered person is 
required to pay for a covered prescription insulin drug at an 
amount not to exceed $40 per 30-day supply of insulin. 
Coverage for prescription insulin drugs shall not be subject 
to any deductible. 

R.I. Gen. Laws 
§ 27-20.8-3 

 

South Carolina 

Issue Summary Citation 

Licensing/Registration A person or organization may not establish or operate as a 
PBM in this State for health benefit plans without obtaining 

S.C. Code Ann. 
§ 38-71-2210  

https://webserver.rilegislature.gov/Statutes/TITLE27/27-20.7/27-20.7-12.htm
https://webserver.rilegislature.gov/Statutes/TITLE27/27-20.7/27-20.7-12.htm
https://webserver.rilegislature.gov/Statutes/TITLE27/27-29.1/27-29.1-7.htm
https://webserver.rilegislature.gov/Statutes/TITLE27/27-29.1/27-29.1-7.htm
https://webserver.rilegislature.gov/Statutes/TITLE27/27-20.7/27-20.7-14.htm
https://webserver.rilegislature.gov/Statutes/TITLE27/27-20.7/27-20.7-14.htm
https://webserver.rilegislature.gov/Statutes/TITLE27/27-29.1/27-29.1-7.htm
https://webserver.rilegislature.gov/Statutes/TITLE27/27-29.1/27-29.1-7.htm
https://webserver.rilegislature.gov/Statutes/TITLE27/27-20.8/27-20.8-3.htm
https://webserver.rilegislature.gov/Statutes/TITLE27/27-20.8/27-20.8-3.htm
https://www.scstatehouse.gov/code/t38c071.php
https://www.scstatehouse.gov/code/t38c071.php
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a license from the Director of the Department of Insurance. 
The director shall prescribe the application for a license to 
operate in this State as a PBM and may charge an initial 
application fee of $1,000 and an annual renewal fee of 
$500.  

Reporting 
Requirements 

N/A  

PBM Income N/A  

Pharmacy Contracting Patient Steering: 
A PBM must not directly or indirectly engage in patient 
steering to a pharmacy that is a PBM affiliate without first 
making a written disclosure to the patient informing such 
patient of the PBM's relationship with the pharmacy and 
providing the patient with access to information about 
unaffiliated, in-network pharmacies that are located near 
the patient. A PBM must not prohibit a patient from 
choosing to use an alternative in-network pharmacy. 
 
A PBM shall not require the use of mail order for filling 
prescriptions unless required to do so by the health benefit 
plan or the health benefit plan design. 
 
A PBM shall not engage in an anticompetitive pattern of 
reimbursing independent or unaffiliated pharmacies or 
pharmacists in this State consistently less than the amount 
that the PBM reimburses a PBM affiliate for providing the 
same pharmacist services or prescription drug unless the 
difference in reimbursement is justified according to 
uniform, defined standards that apply to each network 
provider.  
 
A PBM may neither limit an insured from selecting an in-
network pharmacy or pharmacist of the insured's choice 
nor deny the right of a pharmacy or pharmacist to 
participate in a network if the pharmacy or pharmacist 
meets the requirements for network participation set forth 
by the PBM, and the pharmacy or pharmacist agrees to the 
contract terms, conditions, and rates of reimbursements. 
This requirement does not apply to high-cost prescription 
drugs, defined as having a WAC greater than 300% of the 
federal poverty level for a single-member household.  
 
MAC Pricing: 
Before a PBM places or continues to place a particular 
drug on a MAC List, the drug must: 

• Be listed as "A" or "B" rated in the most recent version 
of the FDA's Approved Drug Products with Therapeutic 
Equivalence Evaluations, also known as the Orange 
Book, or has an "NR" or "NA" rating, or a similar rating, 
by a nationally recognized reference; 

• Be available for purchase in the State from national or 
regional wholesalers operating in this State; and 

• Not be obsolete. 
 
A PBM shall: 

S.C. Code Ann. 
§ 38-71-2230 
 
S.C. Code Ann. 
§ 38-71-2245 
 
S.C. Code Ann. 
§ 38-71-2240 

https://www.scstatehouse.gov/code/t38c071.php
https://www.scstatehouse.gov/code/t38c071.php
https://www.scstatehouse.gov/code/t38c071.php
https://www.scstatehouse.gov/code/t38c071.php
https://www.scstatehouse.gov/code/t38c071.php
https://www.scstatehouse.gov/code/t38c071.php
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• Provide a process for network pharmacy providers to 
readily access the MAC specific to that provider; 

• Update its MAC List at least once every 7 calendar 
days; 

• Provide a process for each pharmacy subject to the 
MAC List to access any updates to the MAC List; 

• Ensure that dispensing fees are not included in the 
calculation of MAC; 

• Establish a reasonable internal appeal procedure by 
which a contracted pharmacy can appeal the provider's 
reimbursement for a drug subject to MAC pricing if the 
reimbursement for the drug is less than the net amount 
that the network provider paid to the suppliers of the 
drug. A pharmacy must be allowed no less than 10 
calendar days after the applicable fill date to file an 
internal appeal or request for an external review of a 
denied internal appeal. The reasonable internal appeal 
procedure must include: 

o A dedicated telephone number and email 
address or website for the purpose of 
submitting internal appeals; and 

o The ability to submit an internal appeal directly 
to the PBM regarding the pharmacy benefits 
plan or program, or through a pharmacy 
service administrative organization if the 
pharmacy service administrative organization 
has a contract with the PBM that allows for the 
submission of such appeals; 

• If an internal appeal is filed, the PBM shall respond 
within 10 calendar days.  

o If an appeal is upheld, the PBM shall notify the 
pharmacy or pharmacist or his designee of the 
decision, make the change in the MAC 
effective as of the date the internal appeal is 
resolved, permit the appealing pharmacy or 
pharmacist to reverse and rebill the claim in 
question, and make the change effective for 
each similarly situated pharmacy. 

o If an appeal is denied, the PBM shall provide 
the appealing pharmacy or pharmacist the 
reason for the denial, the NDC number, and 
the name of the national or regional 
pharmaceutical wholesalers operating in this 
State; and notify the pharmacy or pharmacist in 
writing of the right to request an external 
review of the internal appeal and include clear 
and concise documents describing the external 
review process.  

• Participate in a reasonable external review procedure 
by which a contracted pharmacy can request an 
external review of a PBM's denial of an internal appeal 
by an independent review organization in accordance 
with the procedures promulgated by the director; and  
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• Permit an unaffiliated retail pharmacy to participate in 
programs that reconcile payments with actual cost on 
the same basis as retail PBM affiliates. 

 
The MAC pricing regulations do not apply to the MAC List 
maintained by the State Medicaid Program, the Medicaid-
managed care organizations under contract with the South 
Carolina Department of Health and Human Services, or the 
South Carolina Public Employee Benefit Authority.  

Patient Cost Sharing Maximum Cost-Sharing Levels: 
A PBM shall not collect or require a pharmacy or 
pharmacist to collect from an insured a copayment for a 
prescription drug at the point of sale in an amount that 
exceeds the lesser of: 

• The contracted copayment amount; 

• The amount an individual would pay for a prescription 
drug if that individual was paying cash; or 
The contracted amount for the drug. 

S.C. Code Ann. 
§ 38-71-
2230(4) 

 

South Dakota 

Issue Summary Citation 

Licensing/Registration A PBM must obtain a license to operate as a third-party 
administrator from the Director of Insurance. A PBM shall 
apply in a form furnished by the director along with a fee of 
$500.  

S.D. Code Ann. 
§ 58-29E-2  

Reporting 
Requirements 

A third-party payor may request that a PBM disclose the 
amount of all rebate revenues and the nature, type, and 
amounts of all other revenues that the PBM receives from 
each pharmaceutical manufacturer. Annually, at the time of 
contract renewal, the PBM shall disclose in writing: 

• The aggregate amount, and for a list of drugs to be 
specified in the contract, the specific amount, of all 
rebates and other retrospective utilization discounts 
that are received by the PBM, directly or indirectly, from 
each pharmaceutical manufacturer, and which are 
earned in connection with the dispensing of 
prescription drugs to covered individuals of the health 
benefit plans issued by the third-party payor or for 
which the third-party payor is the designated 
administrator; 

• The nature, type, and amount of all other revenue 
received by the PBM, directly or indirectly, from each 
pharmaceutical manufacturer, for any other products or 
services, provided to the pharmaceutical manufacturer 
by the PBM, with respect to programs that the third-
party payor offers or provides to its covered individuals; 
and 

• Any prescription drug utilization information requested 
by the third-party payor and relating to covered 
individuals. 

 

S.D. Code Ann. 
§ 58-29E-4  
 
S.D. Code Ann. 
§ 58-29E-7  
 
S.D. Code Ann. 
§ 58-29E-20 

https://www.scstatehouse.gov/code/t38c071.php
https://www.scstatehouse.gov/code/t38c071.php
https://www.scstatehouse.gov/code/t38c071.php
https://sdlegislature.gov/statutes/DisplayStatute.aspx?Type=Statute&Statute=58-29E-2
https://sdlegislature.gov/statutes/DisplayStatute.aspx?Type=Statute&Statute=58-29E-2
https://sdlegislature.gov/Statutes/58-29E-4
https://sdlegislature.gov/Statutes/58-29E-4
https://sdlegislature.gov/Statutes/58-29E-7
https://sdlegislature.gov/Statutes/58-29E-7
https://sdlegislature.gov/Statutes/58-29E-20
https://sdlegislature.gov/Statutes/58-29E-20
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A third-party payor that has contracted with a licensed PBM 
may audit the PBM once each calendar year. As part of the 
audit, a third-party payor may request: 

• All reimbursements paid to retail pharmacies, on a 
claim level, for all customers of the PBM in this state, 
including ancillary charges, claw backs, dispensing 
fees, drug-specific reimbursements, other fees, 
rebates, and reimbursement adjustments; 

• Differences in reimbursement amounts paid to affiliated 
and unaffiliated pharmacies, including differences in 
dispensing fees and reimbursed ingredient costs; 

• Historical claims data, including: 
o Acquisition costs; 
o Administrative fees associated with claims; 
o Amounts paid by a covered individual; 
o Amounts paid by a third-party payor; 
o Channels, whether mail or retail; 
o Dispensing fees; 

Formulary tiers; 
o Ingredient costs; 
o Ingredient quantity; 
o Sales tax; 
o Supply availability by the number of days; and 
o Usual and customary prices; and 

• Aggregate rebate amounts, received by calendar 
quarter, directly or indirectly from manufacturers, 
including rebates from other entities affiliated with or 
related to the PBM, if those entities negotiate or 
contract with manufacturers. 

 
At the request of the Division of Insurance, a licensed PBM 
shall provide: 

• The amount charged or claimed by the PBM, in a 
format that allows the division to identify all instances of 
spread pricing; and 

• Information regarding a shared ownership interest by 
any person defined in § 58-29E-1. 

PBM Income N/A  

Pharmacy Contracting MAC Pricing: 
Prior to placing a prescription drug on a MAC list, a PBM 
shall ensure that the prescription drug is: 

• Listed as therapeutically and pharmaceutically 
equivalent in the latest edition of, or any supplement to, 
the FDA’s publication entitled Approved Drug Products 
with Therapeutic Equivalence Evaluations, as adopted 
by the State Board of Pharmacy; 

• Not obsolete or temporarily unavailable; and 

• Available for purchase, without limitation, by every 
pharmacy in this state, from a national or regional 
wholesale distributor licensed in this state. 

 
A PBM shall: 

• Provide each pharmacy in a pharmacy network with 
reasonable access to each MAC list to which the 
pharmacy is subject; 

S.D. Code Ann. 
§ 58-29E-17 
 
S.D. Code Ann. 
§ 58-29E-18 
 
S.D. Code Ann. 
§ 58-29E-19 

https://sdlegislature.gov/Statutes?Statute=58-29E-1
https://sdlegislature.gov/Statutes/58-29E-17
https://sdlegislature.gov/Statutes/58-29E-17
https://sdlegislature.gov/Statutes/58-29E-18
https://sdlegislature.gov/Statutes/58-29E-18
https://sdlegislature.gov/Statutes/58-29E-19
https://sdlegislature.gov/Statutes/58-29E-19
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• Update a MAC list within 7 calendar days from the date 
of any increase above 10% in the price charged for a 
prescription drug on the list by one or more wholesale 
distributors doing business in this state; 

• Update the MAC list within 7 calendar days from the 
date of any change in the methodology, or any change 
in the value of a variable applied in the methodology, 
on which the MAC list is based; and 

• Provide a process under which each pharmacy in a 
pharmacy network may receive prompt notice of any 
change in a MAC list applicable to the pharmacy.  

 
Patient Steering: 
A PBM may not reimburse any pharmacy located in this 
state an amount that is less than that which the PBM 
reimburses a PBM affiliate for dispensing the same 
prescription drug as that dispensed by the pharmacy. 

Patient Cost Sharing Maximum Cost-Sharing Levels: 
A PBM may not require a pharmacy that is a participating 
provider in a health benefit plan to charge a covered 
individual a cost share for a prescription drug or pharmacy 
service that exceeds the amount retained by the 
pharmacist or pharmacy from all payment sources, for 
filling the prescription or providing the pharmacy service. 

S.D. Code Ann. 
§ 58-29E-12 

 

Tennessee 

Issue Summary Citation 

Licensing/Registration No person or entity shall administer the medication or 
device portion of pharmacy benefits coverage provided by 
a covered entity or otherwise act as a PBM in this state 
unless the person or entity has obtained licensure through 
the Department of Commerce and Insurance. A PBM’s 
license shall be renewed biennially. An applicant shall pay 
a $100 fee for an initial application and $50 to renew a 
license.  

Tenn. Code 
Ann. § 56-7-
3113 

Reporting 
Requirements 

N/A  

PBM Income N/A  

Pharmacy Contracting Patient Steering: 
A PBM shall allow patients, participants, and beneficiaries 
of the pharmacy benefits plans and programs that the PBM 
serves to utilize any pharmacy within this state that is 
licensed to dispense the prescription pharmaceutical 
product that the patient, participant, or beneficiary seeks to 
fill, as long as the pharmacy is willing to accept the same 
terms and conditions that the PBM has established for at 
least 1 of the networks of pharmacies that the PBM has 
established to serve patients, participants, and 
beneficiaries within this state. 
 
A PBM shall not charge a patient, participant, or beneficiary 
of a pharmacy benefits plan or program that the PBM 
serves a different copayment obligation or additional fee, or 
provide any inducement or financial incentive, for using any 

Tenn. Code 
Ann. § 56-7-
3121 
 
Tenn. Code 
Ann. § 56-7-
3106 
 
Tenn. Code 
Ann. § 56-7-
3107 
 
Tenn. Code 
Ann. § 56-7-
3108 
 

https://sdlegislature.gov/Statutes/58-29E-12
https://sdlegislature.gov/Statutes/58-29E-12
https://advance.lexis.com/api/document/collection/statutes-legislation/id/5S9K-08W0-R03M-02C0-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3113&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/5S9K-08W0-R03M-02C0-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3113&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/5S9K-08W0-R03M-02C0-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3113&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/65VW-29K0-R03M-B45P-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3121&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/65VW-29K0-R03M-B45P-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3121&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/65VW-29K0-R03M-B45P-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3121&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/5CFR-V440-R03M-G55F-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3106&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/5CFR-V440-R03M-G55F-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3106&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/5CFR-V440-R03M-G55F-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3106&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/5CFR-VGY0-R03J-S55H-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3107&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/5CFR-VGY0-R03J-S55H-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3107&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/5CFR-VGY0-R03J-S55H-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3107&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/5CFR-VSP0-R03P-155K-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3108&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/5CFR-VSP0-R03P-155K-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3108&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/5CFR-VSP0-R03P-155K-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3108&context=1000516
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pharmacy within a given network of pharmacies 
established by the PBM to serve patients, participants, and 
beneficiaries within this state. 
 
MAC Pricing: 
Before a PBM or covered entity may place a drug on a 
MAC list, the PBM or covered entity must find that the drug 
is generally available for purchase by pharmacies in this 
state from a national or regional wholesaler. The drug shall 
be removed from the MAC list by the PBM or covered entity 
within 5 business days after the date that the PBM or 
covered entity becomes aware that the drug no longer 
meets the requirements.  
 
A PBM or covered entity shall make available to each 
pharmacy with which the PBM or covered entity has a 
contract and to each pharmacy included in a network of 
pharmacies served by a PSAO with which the PBM or 
covered entity has a contract, at the beginning of the term 
of a contract and upon renewal of a contract: 

• The sources used to determine the MACs for the drugs 
and medical products and devices on each MAC list; 

• Every MAC for individual drugs used by that PBM or 
covered entity for patients served by that contracted 
pharmacy; and 

• Upon request, every MAC list used by that PBM or 
covered entity for patients served by that contracted 
pharmacy. 

 
A PBM or covered entity shall: 

• Update each MAC list at least every 3 business days; 

• Make the updated lists available to every pharmacy 
with which the PBM or covered entity has a contract 
and to every pharmacy included in a network of 
pharmacies served by a PSAO with which the PBM or 
covered entity has a contract, in a readily accessible, 
secure, and usable web-based format or other 
comparable format or process; and 

• Utilize the updated MACs to calculate the payments 
made to the contracted pharmacies within 5 business 
days. 

 
A PBM or covered entity shall establish a clearly defined 
process through which a pharmacy may contest the listed 
MAC for a particular drug or medical product or device. A 
PBM or covered entity shall make available on its secure 
web site information about the appeals process, including, 
but not limited to, a telephone number or process that a 
pharmacy may use to submit MAC appeals. 

• The pharmacy must file its appeal within 7 business 
days of its submission of the initial claim for 
reimbursement for the drug or medical product or 
device. The PBM or covered entity must make a final 
determination resolving the pharmacy's appeal within 7 

Tenn. Code 
Ann. § 56-7-
3206 

https://advance.lexis.com/api/document/collection/statutes-legislation/id/65VW-1D90-R03M-J45F-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3206&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/65VW-1D90-R03M-J45F-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3206&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/65VW-1D90-R03M-J45F-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3206&context=1000516
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business days of the PBM or covered entity's receipt of 
the appeal; 

• If the final determination is a denial of the pharmacy's 
appeal, the PBM or covered entity must state the 
reason for the denial and provide the NDC of an 
equivalent drug that is generally available for purchase 
by pharmacies in this state from national or regional 
wholesalers at a price which is equal to or less than the 
MAC for that drug; 

• If a pharmacy's appeal is determined to be valid by the 
PBM or covered entity, the PBM or covered entity shall 
adjust the MAC of the drug or medical product or 
device for the appealing pharmacy. The adjustment for 
the appealing pharmacy shall be effective from the date 
the pharmacy's appeal was filed, and the PBM or 
covered entity shall provide reimbursement to the 
appealing pharmacy and may require the appealing 
pharmacy to reverse and rebill the claim in question in 
order to receive the corrected reimbursement; 

• Once an appealing pharmacy's appeal is determined to 
be valid by the PBM or covered entity, the PBM or 
covered entity shall adjust the MAC of the drug or 
medical product or device to which the MAC applies for 
all similar pharmacies in the network as determined by 
the PBM within 3 business days for claims submitted in 
the next payment cycle. 

 
Minimum Reimbursement: 
A PBM shall not reimburse a contracted pharmacy for a 
prescription drug or device an amount that is less than the 
actual cost to that pharmacy for the prescription drug or 
device. A PBM shall establish a process for a pharmacy to 
appeal a reimbursement for failing to pay at least the actual 
cost to the pharmacy for the prescription drug or device. 
This requirement does not apply to a PBM when utilizing a 
reimbursement methodology that is identical to the 
methodology provided for in the state plan for medical 
assistance.  
 
A PBM shall pay a professional dispensing fee at a rate 
that is not less than the amount paid by the TennCare 
program to a pharmacy, if: 

• The pharmacy dispenses a prescription drug or device 
pursuant to an agreement with the PBM or a covered 
entity; and 

• The pharmacy's annual prescription volume is at a 
level that, if the pharmacy were a TennCare-
participating ambulatory pharmacy, would qualify the 
pharmacy for the enhanced amount of professional 
dispensing fee for a low-volume pharmacy under the 
operative version of the Division of TennCare 
Pharmacy Provider Manual, or a successor manual. 

Patient Cost Sharing Copay Adjustment Programs: 
When calculating an enrollee's contribution to an applicable 
cost-sharing requirement, an insurer shall include cost-

Tenn. Code 
Ann. § 56-7-
3205 

https://advance.lexis.com/api/document/collection/statutes-legislation/id/631B-DVY0-R03J-S32G-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3205&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/631B-DVY0-R03J-S32G-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3205&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/631B-DVY0-R03J-S32G-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-3205&context=1000516
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sharing amounts paid by the enrollee or on behalf of the 
enrollee by another person. This requirement does not 
apply to a prescription drug for which there is a generic 
alternative, unless the enrollee has obtained access to the 
brand name prescription drug through prior authorization, a 
step therapy protocol, the insurer's exceptions and appeals 
process 

 

Texas 

Issue Summary Citation 

Licensing/Registration PBMs are classified as third-party administrators and must 
obtain an annual license.  

Tex. Ins. Code 
§ 4151.001 

Reporting 
Requirements 

Not later than March 1 of each year, each PBM shall file a 
report with the commissioner. The report must state for the 
immediately preceding calendar year: 

• The aggregated rebates, fees, price protection 
payments, and any other payments collected from 
pharmaceutical drug manufacturers; and 

• The aggregated dollar amount of rebates, fees, price 
protection payments, and any other payments collected 
from pharmaceutical drug manufacturers that were: 

o Passed to health benefit plan issuers or 
enrollees at the point-of-sale; or 

o Retained by the PBM 

Tex. Ins. Code 
§ 1369.502  

PBM Income N/A  

Pharmacy Contracting Patient Steering: 
A health benefit plan issuer or a PBM may not steer or 
direct a patient to use an affiliated provider through any oral 
or written communication. This does not prohibit a health 
benefit plan issuer or PBM from including the issuer's or 
manager's affiliated provider in a patient or prospective 
patient communication, if the communication: 

• Is regarding information about the cost or service 
provided by pharmacies or durable medical equipment 
providers in the network of a health benefit plan in 
which the patient or prospective patient is enrolled; and 

• Includes accurate comparable information regarding 
pharmacies or durable medical equipment providers in 
the network that are not the issuer's or manager's 
affiliated providers. 

 
A health benefit plan issuer or PBM may not: 

• Require a patient to use an affiliated provider to receive 
the maximum benefit for the service under the patient's 
health benefit plan;  

• Offer or implement a health benefit plan that requires or 
induces a patient to use an affiliated provider, including 
by providing for reduced cost-sharing if the patient uses 
the affiliated provider; 

• Solicit a patient or prescriber to transfer a patient's 
prescription to an affiliated provider; or 

• Require a pharmacy or durable medical equipment 
provider that is not the issuer's or manager's affiliated 

Tex. Ins. Code 
§ 1369.554 
 
Tex. Ins. Code 
§ 1369.555 
 
Tex. Ins. Code 
§ 1369.604 
 
Tex. Ins. Code 
§ 1369.351 
 
Tex. Ins. Code 
§ 1369.352 
  
Tex. Ins. Code 
§ 1369.353  
 
Tex. Ins. Code 
§ 1369.354  
 
Tex. Ins. Code 
§ 1369.355  
 
Tex. Ins. Code 
§ 1369.356  
 
Tex. Ins. Code 
§ 1369.357  

https://statutes.capitol.texas.gov/?tab=1&code=IN&chapter=IN.4151&artSec=
https://statutes.capitol.texas.gov/?tab=1&code=IN&chapter=IN.4151&artSec=
https://statutes.capitol.texas.gov/Docs/IN/htm/IN.1369.htm#1369.502
https://statutes.capitol.texas.gov/Docs/IN/htm/IN.1369.htm#1369.502
https://statutes.capitol.texas.gov/?tab=1&code=IN&chapter=IN.1369&artSec=1369.554
https://statutes.capitol.texas.gov/?tab=1&code=IN&chapter=IN.1369&artSec=1369.554
https://statutes.capitol.texas.gov/?tab=1&code=IN&chapter=IN.1369&artSec=1369.555
https://statutes.capitol.texas.gov/?tab=1&code=IN&chapter=IN.1369&artSec=1369.555
https://statutes.capitol.texas.gov/?tab=1&code=IN&chapter=IN.1369&artSec=1369.604
https://statutes.capitol.texas.gov/?tab=1&code=IN&chapter=IN.1369&artSec=1369.604
https://statutes.capitol.texas.gov/Docs/IN/htm/IN.1369.htm#1369.351
https://statutes.capitol.texas.gov/Docs/IN/htm/IN.1369.htm#1369.351
https://statutes.capitol.texas.gov/Docs/IN/htm/IN.1369.htm#1369.352
https://statutes.capitol.texas.gov/Docs/IN/htm/IN.1369.htm#1369.352
https://statutes.capitol.texas.gov/Docs/IN/htm/IN.1369.htm#1369.353
https://statutes.capitol.texas.gov/Docs/IN/htm/IN.1369.htm#1369.353
https://statutes.capitol.texas.gov/Docs/IN/htm/IN.1369.htm#1369.354
https://statutes.capitol.texas.gov/Docs/IN/htm/IN.1369.htm#1369.354
https://statutes.capitol.texas.gov/Docs/IN/htm/IN.1369.htm#1369.355
https://statutes.capitol.texas.gov/Docs/IN/htm/IN.1369.htm#1369.355
https://statutes.capitol.texas.gov/Docs/IN/htm/IN.1369.htm#1369.356
https://statutes.capitol.texas.gov/Docs/IN/htm/IN.1369.htm#1369.356
https://statutes.capitol.texas.gov/Docs/IN/htm/IN.1369.htm#1369.357
https://statutes.capitol.texas.gov/Docs/IN/htm/IN.1369.htm#1369.357
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provider to transfer a patient's prescription to an 
affiliated provider without the prior written consent of 
the patient. 

 
A PBM may not pay an affiliated pharmacist or pharmacy a 
reimbursement amount that is more than the amount the 
PBM pays a nonaffiliated pharmacist or pharmacy for the 
same pharmacist service. 
 
MAC Pricing: 
A health benefit plan issuer or PBM may not include a drug 
on a MAC list unless: 

• The drug has an "A" or "B" rating in the most recent 
version of the FDA's Approved Drug Products with 
Therapeutic Equivalence Evaluations, also known as 
the Orange Book; or is rated "NR" or "NA" or has a 
similar rating by a nationally recognized reference; and 

• The drug is generally available for purchase by 
pharmacists and pharmacies in this state from a 
national or regional wholesaler; and not obsolete. 

 
A health benefit plan issuer or PBM must disclose to a 
pharmacist or pharmacy the sources of the pricing data 
used in formulating MAC prices, both at the date the 
contract begins and at the request of the pharmacy or 
pharmacist.  
 
A health benefit plan issuer or PBM shall establish a 
process that will in a timely manner eliminate drugs from 
MAC lists or modify MAC prices to remain consistent with 
changes in pricing data used in formulating MAC prices 
and product availability. The entity shall review and update 
MAC price information for each drug at least once every 7 
days to reflect any modification of MAC pricing. 
 
A health benefit plan issuer or PBM must provide in the 
contract with each pharmacist or pharmacy a procedure for 
the pharmacist or pharmacy to appeal a MAC price of a 
drug on or before the 10th day after the date a pharmacy 
benefit claim for the drug is made. 
 
The health benefit plan issuer or PBM shall respond to an 
appeal in a documented communication not later than the 
10th day after the date the appeal is received. 

• If the appeal is successful, the health benefit plan 
issuer or PBM shall adjust the MAC price that is the 
subject of the appeal effective on the day after the date 
the appeal is decided, apply the adjusted MAC price to 
all similarly situated pharmacists and pharmacies as 
determined by the health benefit plan issuer or PBM, 
and allow the pharmacist or pharmacy that succeeded 
in the appeal to reverse and rebill the pharmacy benefit 
claim giving rise to the appeal. 

• If the appeal is not successful, the health benefit plan 
issuer or PBM shall disclose to the pharmacist or 
pharmacy each reason why the appeal is denied and 

 
Tex. Ins. Code 
§ 1369.358  
 

https://statutes.capitol.texas.gov/Docs/IN/htm/IN.1369.htm#1369.358
https://statutes.capitol.texas.gov/Docs/IN/htm/IN.1369.htm#1369.358


AMCP State PBM Law Inventory 

116 
 

the NDC number from the national or regional 
wholesalers from which the drug is generally available 
for purchase by pharmacists and pharmacies in this 
state at the MAC price that is the subject of the appeal. 

Patient Cost Sharing Copay Cap: 
A health benefit plan may not impose a cost-sharing 
provision for insulin that is included in the health benefit 
plan's formulary if the total amount the enrollee is required 
to pay exceeds $25 per prescription for a 30-day supply, 
regardless of the amount or type of insulin needed to fill the 
enrollee's prescription. 
 
A health benefit plan must include at least one insulin from 
each therapeutic class in the plan's formulary. 
 
Copay Adjustment Programs: 
A health benefit plan issuer that covers prescription drugs 
or a PBM shall apply any third-party payment, financial 
assistance, discount, product voucher, or other reduction in 
out-of-pocket expenses made by or on behalf of an 
enrollee for a prescription drug to the enrollee's deductible, 
copayment, cost-sharing responsibility, or out-of-pocket 
maximum applicable to health benefits under the enrollee's 
plan. 
 
This requirement only applies to a reduction in out-of-
pocket expenses made by or on behalf of an enrollee for a 
prescription drug covered by the enrollee's health benefit 
plan for which: 

• A generic equivalent or interchangeable biological 
product does not exist; or  

• A generic equivalent or interchangeable biological 
product does exist but the enrollee has obtained 
access to the prescription drug under the enrollee's 
health benefit plan using a prior authorization process, 
a step therapy protocol, or the issuer’s exceptions and 
appeals process. 

Tex. Ins. Code 
§ 1358.103 
 
Tex. Ins. Code 
§ 1369.0542 
 

 

Utah 

Issue Summary Citation 

Licensing/Registration A PBM must obtain a license from the Department of 
Insurance to operate in the state. PBMs must submit an 
application form and an initial application fee designated by 
the department. Licenses are valid for 1 year 

Utah Code § 
31A-46-201  
 
Utah Code § 
31A-46-202 

Reporting 
Requirements 

Before April 1 of each year, a PBM operating in the state 
shall report to the department, for the previous calendar 
year: 

• Any insurer, pharmacy, or pharmacist in the state with 
which the PBM had a contract; 

• Total aggregate rebates and administrative fees that 
are attributable to enrollees of a contracting insurer; 
and  

Utah Code § 
31A-46-301 
 
Utah Code § 
31A-46-307 

https://statutes.capitol.texas.gov/?tab=1&code=IN&chapter=IN.1358&artSec=1358.103
https://statutes.capitol.texas.gov/?tab=1&code=IN&chapter=IN.1358&artSec=1358.103
https://statutes.capitol.texas.gov/?tab=1&code=IN&chapter=IN.1369&artSec=1369.0542
https://statutes.capitol.texas.gov/?tab=1&code=IN&chapter=IN.1369&artSec=1369.0542
https://le.utah.gov/xcode/Title31A/Chapter46/31A-46-S201.html?v=C31A-46-S201_2019051420190701
https://le.utah.gov/xcode/Title31A/Chapter46/31A-46-S201.html?v=C31A-46-S201_2019051420190701
https://le.utah.gov/xcode/Title31A/Chapter46/31A-46-S202.html
https://le.utah.gov/xcode/Title31A/Chapter46/31A-46-S202.html
https://le.utah.gov/xcode/Title31A/Chapter46/31A-46-S301.html
https://le.utah.gov/xcode/Title31A/Chapter46/31A-46-S301.html
https://le.utah.gov/xcode/Title31A/Chapter46/31A-46-S307.html
https://le.utah.gov/xcode/Title31A/Chapter46/31A-46-S307.html
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• The percentage of aggregate rebates that the PBM 
retained under its agreement with the contracting 
insurer. 

 
A PBM may not enter into or renew a contract with an 
insurer on or after January 1, 2021, to administer or 
manage rebate contracting or rebate administration unless 
the PBM agrees to regularly report to the insurer 
information regarding pharmaceutical manufacturer rebates 
received by the PBM under the contract. The information 
disclosed shall be detailed, claims-level data unless the 
PBM and insurer agree to waive this requirement.  

PBM Income Rebate Pass-Through: 
A health benefit plan renewed or entered into on or after 
July 1, 2026, shall ensure that each pharmaceutical 
manufacturer rebate is used exclusively to benefit enrollees 
using one or multiple of the following methods: 

• Passing down the rebate at the point of sale to offset 
an enrollee's deductible or coinsurance; 

• Using the rebate to reduce premiums paid by the 
enrollee; or 

• Using the rebate to enhance enrollee health benefits. 
 
Spread Pricing: 
A PBM shall offer a self-funded health benefit plan, as an 
option for the self-funded health benefit plan’s design, 
pharmacy benefit management services that: 

• Comply with the rebate pass-through requirements in 
s. 31A-22-643; and 

• Do not include spread pricing.  

Utah Code § 
31A-22-643 
 
Utah Code § 
31A-46-312 
 

Pharmacy Contracting MAC Pricing: 
A PBM shall not use MAC as a basis for reimbursement to 
a pharmacy unless: 

• The drug is listed as "A" or "B" rated in the most recent 
version of the FDA's approved drug products with 
therapeutic equivalent evaluations, also known as the 
"Orange Book," or has an "NR" or "NA" rating or similar 
rating by a nationally recognized reference; and 

• The drug is generally available for purchase in this 
state and not obsolete. 

 
The MAC may be determined using comparable and 
current data on drug prices obtained from multiple 
nationally recognized, comprehensive data sources, 
including wholesalers, drug file vendors, and 
pharmaceutical manufacturers for drugs that are available 
for purchase by pharmacies in the state. 
 
For every drug on a PBM’s MAC list, the PBM shall: 

• Include in the contract with the pharmacy information 
identifying the national drug pricing compendia and 
other data sources used to obtain the drug price data; 

• Review and make necessary adjustments to the MAC 
at least once per week; 

Utah Code § 
31A-46-303 
 
Utah Code § 
31A-46-305 
 
Utah Code § 
31A-46-308 

https://le.utah.gov/xcode/Title31A/Chapter22/31A-22-S643.html
https://le.utah.gov/xcode/Title31A/Chapter22/31A-22-S643.html
https://le.utah.gov/xcode/Title31A/Chapter22/31A-22-S643.html
https://le.utah.gov/xcode/Title31A/Chapter46/31A-46-S312.html?v=C31A-46-S312_2025050720250507
https://le.utah.gov/xcode/Title31A/Chapter46/31A-46-S312.html?v=C31A-46-S312_2025050720250507
https://le.utah.gov/xcode/Title31A/Chapter46/31A-46-S303.html
https://le.utah.gov/xcode/Title31A/Chapter46/31A-46-S303.html
https://le.utah.gov/xcode/Title31A/Chapter46/31A-46-S305.html
https://le.utah.gov/xcode/Title31A/Chapter46/31A-46-S305.html
https://le.utah.gov/xcode/Title31A/Chapter46/31A-46-S308.html
https://le.utah.gov/xcode/Title31A/Chapter46/31A-46-S308.html
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• Provide a process for the contracted pharmacy to 
appeal the MAC; and 

• Include in each contract with a contracted pharmacy a 
process to obtain an update to the pharmacy product 
pricing files used to reimburse the pharmacy in a 
format that is readily available and accessible. 

 
The right to appeal shall be: 

• Limited to 21 days following initial claim adjudication; 
and 

• Investigated and resolved by the PBM within 14 
business days.  

 
If an appeal is denied, the PBM shall provide the 
contracted pharmacy with the reason for the denial and the 
NDC of the drug that may be purchased by the pharmacy 
at a price at or below the price determined by the PBM. 
 
These requirements do not apply to a PBM providing 
pharmacy benefit management services on behalf of the 
Medicaid program.  
 
Patient Steering: 
A PBM shall reimburse a network pharmacy, in the 
aggregate, in an amount no less than the amount that the 
PBM reimburses an affiliate of the PBM in the same 
network, in the aggregate, for providing the same or 
equivalent pharmacy service. 
 
An insurer or PBM may not require a covered individual to 
obtain pharmacy services from an out-of-state mail-order 
pharmacy. This requirement does not apply if a prescription 
drug or device is not readily available in all retail 
pharmacies.  

Patient Cost Sharing Maximum Cost-Sharing Levels: 
A PBM shall not require a covered individual to pay more 
than the lesser of the following for a covered prescription 
drug or device: 

• The applicable cost share of the prescription drug or 
prescription device being dispensed; 

• The applicable allowable claim amount of the 
prescription drug or prescription device being 
dispensed; 

• The applicable pharmacy reimbursement of the 
prescription drug or prescription device being 
dispensed; or 

• The retail price of the prescription drug or prescription 
device without prescription drug coverage. 

 
Copay Cap: 
If a health benefit plan entered into or renewed on or after 
January 1, 2021, provides coverage for insulin for diabetes, 
the health benefit plan shall: 

• Cap the total amount that an insured is required to pay 
for at least one insulin in each therapy category at an 

Utah Code § 
31A-46-302  
 
Utah Code § 
31A-22-626 

https://le.utah.gov/xcode/Title31A/Chapter46/31A-46-S302.html
https://le.utah.gov/xcode/Title31A/Chapter46/31A-46-S302.html
https://le.utah.gov/xcode/Title31A/Chapter22/31A-22-S626.html?v=C31A-22-S626_2020051220210101
https://le.utah.gov/xcode/Title31A/Chapter22/31A-22-S626.html?v=C31A-22-S626_2020051220210101
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amount not to exceed $30 per prescription of a 30-day 
supply of insulin for the treatment of diabetes; and 

• Apply the cap to an insured regardless of whether the 
insured has met the plan's deductible. 

 
This requirement does not apply to health benefit plans 
that: 

• Cover at least one insulin for the treatment of diabetes 
in each therapy category under the lowest tier of drugs; 
and 

• Do not require cost-sharing other than a copayment of 
an insured before the plan will cover insulin at the 
lowest tier. 

 
This requirement also does not apply to health benefit 
plans that: 

• Guarantee a covered individual shall not pay more out-
of-pocket for insulin than if the insured would pay to 
obtain the insulin through the state’s discount program 
described in Section 49-20-421; and  

• Cap the total amount that an insured is required to pay 
for at least one insulin in each therapy category at an 
amount not to exceed $100 per prescription of a 30-
day supply of insulin for the treatment of diabetes. 

 
A health benefit plan may condition coverage of insulin 
using the above cost-sharing methods on: 

• The insured's participation in wellness-related activities 
for diabetes; 

• Purchasing a covered insulin product at an in-network 
pharmacy; or 

• Choosing an insulin from the plan’s lowest formulary 
tier.  

 
The department shall annually update the applicable 
insulin copay caps to adjust for inflation and provide 
insurers with insulin pricing under the state’s discount 
program.   

 

Vermont 

Issue Summary Citation 

Licensing/Registration PBMs must obtain a license from the Commissioner of 
Financial Regulation. Applicants for an initial PBM license 
shall submit an application form established by the 
department, a nonrefundable application fee of $1,600, 
and an initial licensure fee of $10,000. PBMs must renew 
their licenses each year and pay a renewal fee of $12,000.  

18 V.S.A. § 3611 

Reporting 
Requirements 

For plans renewed or initiated after July 1, 2024, a PBM 
shall allow access by contracted health insurers to 
financial and contractual information necessary to conduct 
a complete and independent audit designed to verify the 
following: 

18 V.S.A. § 
3621 
 
18 V.S.A. § 
3622 

https://le.utah.gov/xcode/Title49/Chapter20/49-20-S421.html?v=C49-20-S421_2021050520210701
https://legislature.vermont.gov/statutes/section/18/077/03611
https://legislature.vermont.gov/statutes/section/18/077/03621
https://legislature.vermont.gov/statutes/section/18/077/03621
https://legislature.vermont.gov/statutes/section/18/077/03622
https://legislature.vermont.gov/statutes/section/18/077/03622
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• Full pass-through of negotiated drug prices and fees 
associated with all drugs dispensed to beneficiaries of 
the health benefit plan in both retail and mail-order 
settings or resulting from any of the pharmacy benefit 
management functions defined in the contract; 

• Full pass-through of all financial remuneration 
associated with all drugs dispensed to beneficiaries of 
the health benefit plan in both retail and mail-order 
settings or resulting from any of the pharmacy benefit 
management functions defined in the contract; and 

• Any other verifications relating to the pricing 
arrangements and activities of the PBM required by 
the contract, if required by the Commissioner. 

 
A PBM shall disclose to a contracted health insurer all 
financial terms and arrangements for remuneration of any 
kind that apply between the PBM and any prescription 
drug manufacturer that relate to benefits provided to 
beneficiaries under or services to the health insurer’s 
health benefit plan, including formulary management and 
drug-switch programs, educational support, claims 
processing, and pharmacy network fees charged from 
retail pharmacies and data sales fees.  

PBM Income Spread Pricing: 
Effective July 1, 2024, a PBM shall not conduct or 
participate in spread pricing. A PBM must ensure that the 
total amount required to be paid by a health benefit plan 
and a covered person for a prescription drug covered 
under the plan does not exceed the amount paid to the 
pharmacy for dispensing the drug. 
 
Rebate Pass-Through: 
If the PBM derives any payment or benefit for the 
dispensation of prescription drugs based on volume of 
sales for certain prescription drugs or classes or brands of 
drugs, that PBM shall pass that payment or benefit on in 
full to the health insurer.  

18 V.S.A. § 
3612 
 
18 V.S.A. § 
3622 

Pharmacy Contracting MAC Pricing: 
In order to be subject to MAC, a drug must be widely 
available for purchase by all pharmacies in the State, 
without limitations, from national or regional wholesalers 
and must not be obsolete or temporarily unavailable. 
 
For each drug for which a PBM establishes a MAC to 
determine the reimbursement rate, the PBM shall do all of 
the following: 

• Make available, in a format that is readily accessible 
and understandable by a pharmacist, the actual MAC 
for each drug and the source used to determine the 
MAC, which shall not be dependent upon individual 
beneficiary identification or benefit stage; 

• Update the MAC at least once every 7 calendar days; 

• Establish or maintain a reasonable administrative 
appeals process to allow a dispensing pharmacy 
provider to contest a listed MAC; 

18 V.S.A. § 
3631 
 
8 V.S.A. § 4093c 
(2) 

https://legislature.vermont.gov/statutes/section/18/077/03612
https://legislature.vermont.gov/statutes/section/18/077/03612
https://legislature.vermont.gov/statutes/section/18/077/03622
https://legislature.vermont.gov/statutes/section/18/077/03622
https://legislature.vermont.gov/statutes/section/18/077/03631
https://legislature.vermont.gov/statutes/section/18/077/03631
https://legislature.vermont.gov/statutes/section/08/107/04093
https://legislature.vermont.gov/statutes/section/08/107/04093
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• Respond in writing to any appealing pharmacy within 
10 calendar days after receipt of an appeal, provided 
that the dispensing pharmacy shall file any appeal 
within 10 calendar days from the date its claim for 
reimbursement is adjudicated; 

o A PBM shall allow a pharmacy to appeal after 
the 10-day period if a claim is subject to an 
audit by the PBM or its auditing agent. 

• For a denied appeal, provide the reason for the denial 
and identify the NDC and a Vermont-licensed 
wholesaler of an equivalent drug product that may be 
purchased by contracted pharmacies at or below the 
MAC; 

• For a successful appeal: 
o Make the change in the MAC within 30 

business days after the redetermination; and 
o Allow the appealing pharmacy or pharmacist 

to reverse and rebill the claim in question. 
 
Patient Steering: 
A PBM shall not reimburse a pharmacy or pharmacist in 
this State an amount less than the amount the PBM 
reimburses a PBM affiliate for providing the same 
pharmacist services. 
 
A health insurer or PBM shall not do any of the following: 

• Require a covered individual, as a condition of 
payment or reimbursement, to purchase pharmacist 
services, including prescription drugs, exclusively 
through a mail-order pharmacy or a PBM affiliate; 

• Offer or implement plan designs that require a 
covered individual to use a mail-order pharmacy or a 
PBM affiliate; 

• Order a covered individual, orally or in writing, 
including through online messaging, to use a mail-
order pharmacy or a PBM affiliate; or  

• Offer or implement plan designs that increase plan or 
patient costs if the covered individual chooses not to 
use a mail-order pharmacy or a PBM affiliate. 

Patient Cost Sharing Maximum Cost-Sharing Levels: 
A PBM shall not require a covered person purchasing a 
covered prescription drug to pay an amount greater than 
the lesser of: 

• The cost-sharing amount under the terms of the 
health benefit plan; 

• The MAC for the drug; or 

• The amount the covered person would pay for the 
drug, after application of any known discounts, if the 
covered person were paying the cash price. 

 
Copay Adjustment Programs: 
A PBM shall attribute any amount paid by or on behalf of a 
covered person, including any third-party payment, 
financial assistance, discount, coupon, or any other 

18 V.S.A. § 
3612 
 
8 V.S.A. § 
4092g 

https://legislature.vermont.gov/statutes/section/18/077/03612
https://legislature.vermont.gov/statutes/section/18/077/03612
https://legislature.vermont.gov/statutes/section/08/107/04092
https://legislature.vermont.gov/statutes/section/08/107/04092
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reduction in out-of-pocket expenses made by or on behalf 
of a covered person for prescription drugs, toward: 

• The out-of-pocket limits for prescription drug costs; 

• The covered person’s deductible, if any; and 

• The annual out-of-pocket maximums applicable to the 
covered person’s health benefit plan. 

 
This requirement shall only apply to prescription drugs for 
which there is no generic drug or interchangeable 
biological product, or drugs for which the covered person 
has obtained access through prior authorization, a step 
therapy protocol, or the PBM’s or health benefit plan’s 
exceptions and appeals process. 
 
For enrollees in high-deductible health plans, this 
requirement shall only apply after the individual meets 
their minimum deductible to remain eligible for an HSA.  
 
Copay Cap: 
A health insurance or other health benefit plan offered by 
a health insurer or PBM shall limit a beneficiary's total out-
of-pocket responsibility for prescription insulin medications 
to not more than $100 per 30-day supply, regardless of 
the amount, type, or number of insulin medications 
prescribed for the beneficiary. The monthly limit shall apply 
regardless of whether the beneficiary has satisfied any 
applicable deductible requirement under the health 
insurance or health benefit plan. 

 

Virginia 

Issue Summary Citation 

Licensing/Registration Unless otherwise covered by a license as a carrier, no 
person shall provide pharmacy benefits management 
services or otherwise act as a PBM in the Commonwealth 
without first obtaining a license in a manner and in a form 
prescribed by the Commission. Each PBM shall renew its 
license annually and shall, at the time of renewal, pay a 
renewal fee in an amount and in a manner prescribed by 
the Commission. 

Va. Code Ann. 
§ 38.2-3466  

Reporting 
Requirements 

By March 31 of each year, each carrier on its own or 
through its contract for pharmacy benefits, shall report the 
following information to the Commissioner for each health 
benefit plan: 

• The aggregate amount of rebates received by the 
PBM; 

• The aggregate amount of rebates distributed to the 
appropriate health benefit plan; 

• The aggregate amount of rebates passed on to the 
enrollees of each health benefit plan at the point of sale 
that reduced the enrollees' applicable deductible, 
copayment, coinsurance, or other cost-sharing amount; 

• The aggregate amount of the PBM's retained rebates; 

• The PBM's aggregate retained rebate percentage; 

Va. Code Ann. 
§ 38.2-3468 
 

https://law.lis.virginia.gov/vacode/title38.2/chapter34/section38.2-3466/
https://law.lis.virginia.gov/vacode/title38.2/chapter34/section38.2-3466/
https://law.lis.virginia.gov/vacode/title38.2/chapter34/section38.2-3468/
https://law.lis.virginia.gov/vacode/title38.2/chapter34/section38.2-3468/
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• The aggregate amount of administrative fees received 
by the PBM; 

• Upon the request of the Commission, the individual and 
aggregate amount paid by the health benefit plan to the 
PBM for services itemized by pharmacy, by product, 
and by goods and services; and 

• Upon the request of the Commission, the individual and 
aggregate amount a PBM paid for services itemized by 
pharmacy, by product, and by goods and services. 

PBM Income Spread Pricing: 
No carrier, PBM, or representative of a PBM shall conduct 
spread pricing in the Commonwealth. 

Va. Code Ann. 
§ 38.2-3467 
 

Pharmacy Contracting Patient Steering: 
No HMO providing health care plans, or its PBM, shall 
prohibit any person receiving pharmaceutical benefits, 
including specialty pharmacy benefits, from selecting the 
pharmacy of their choice to furnish such benefits. This right 
extends to any pharmacy that is not a participating provider 
under any such health care plan and that has previously 
notified the health maintenance organization or its PBM of 
its agreement to accept reimbursement for its services at 
rates applicable to pharmacies that are participating 
providers, including any copayment consistently imposed 
by the plan, as payment in full. 
 
No HMO or PBM shall impose upon any person receiving 
pharmaceutical benefits furnished under any such health 
care plan: 

• Any copayment, fee or condition that is not equally 
imposed upon all individuals in the same benefit 
category, class or copayment level, whether or not 
such benefits are furnished by pharmacists who are not 
participating providers; 

• Any monetary penalty that would affect or influence any 
such person's choice of pharmacy; or 

• Any reduction in allowable reimbursement for 
pharmacy services related to utilization of pharmacists 
who are not participating providers. 

 
No carrier or PBM shall: 

• Reimburse a pharmacy or pharmacist an amount less 
than the amount that the PBM reimburses a PBM 
affiliate for providing the same pharmacist services, 
calculated on a per-unit basis using the same generic 
product identifier or generic code number and reflecting 
all drug manufacturer's rebates, direct and indirect 
administrative fees, and costs and any remuneration; 

• Restrict participation of a pharmacy in a pharmacy 
network for provider accreditation standards or 
certification requirements if a pharmacist meets such 
accreditation standards or certification standards; or 

• Interfere with a covered individual's right to choose a 
pharmacy or provider, based on the pharmacy or 
provider's status as a covered entity or contract 
pharmacy. 

Va. Code Ann. 
§ 38.2-4312.1  
 
Va. Code Ann. 
§ 38.2-3467 
 
Va. Code Ann. 
§ 38.2-
3407.15:3  
 

https://law.lis.virginia.gov/vacode/title38.2/chapter34/section38.2-3467/
https://law.lis.virginia.gov/vacode/title38.2/chapter34/section38.2-3467/
https://law.lis.virginia.gov/vacode/title38.2/chapter43/section38.2-4312.1/
https://law.lis.virginia.gov/vacode/title38.2/chapter43/section38.2-4312.1/
https://law.lis.virginia.gov/vacode/title38.2/chapter34/section38.2-3467/
https://law.lis.virginia.gov/vacode/title38.2/chapter34/section38.2-3467/
https://law.lis.virginia.gov/vacode/title38.2/chapter34/section38.2-3407.15:3/
https://law.lis.virginia.gov/vacode/title38.2/chapter34/section38.2-3407.15:3/
https://law.lis.virginia.gov/vacode/title38.2/chapter34/section38.2-3407.15:3/
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MAC Pricing: 
Any contract between a carrier or its intermediary and a 
participating pharmacy provider or its contracting agent, 
pursuant to which the carrier has the right or obligation to 
establish a MAC, shall contain specific provisions that 
require the intermediary or carrier to: 

• Update, not less frequently than once every 7 days, the 
MAC list, unless there has been no change to the MAC 
of any drug on the list since the last update; 

• Verify, not less frequently than once every 7 days, that 
the drugs on the MAC list are available to participating 
pharmacy providers from at least one regional or 
national pharmacy wholesaler and that the amount for 
each drug is not obsolete and promptly revise the MAC 
if necessary to comply with this subsection; and 

• Provide a process for each participating pharmacy 
provider to readily access the MAC list specific to that 
provider.  

 
Any contract between a carrier or its intermediary and a 
participating pharmacy provider or its contracting agent, 
pursuant to which the carrier has the right or obligation to 
establish a MAC, shall contain specific provisions that 
require the intermediary or carrier to provide a process for 
an appeal, investigation, and resolution of disputes 
regarding MAC drug pricing that includes: 

• A time period of 14 days from the date of initial claim 
adjudication for the participating pharmacy provider to 
file its dispute request; 

• A requirement that the dispute request be investigated 
and resolved within 14 days of its initiation by the 
participating pharmacy provider; 

• A telephone number at which the participating 
pharmacy provider may contact the carrier or its 
intermediary to speak to a person responsible for 
processing dispute requests; 

• A requirement that a carrier or its intermediary, if a 
dispute request is denied, provide (i) a reason for the 
denial, and (ii) the NDC of the drug under dispute that 
the carrier or its intermediary contends may be 
purchased by the participating pharmacy provider for 
an amount that is equal to or less than the MAC; and 

• A requirement that a carrier or its intermediary, if a 
dispute is successful, update the MAC for the drug 
under dispute within five days of the determination of 
the dispute. 

Patient Cost Sharing Copay Adjustment Programs: 
When calculating an enrollee's overall contribution to any 
out-of-pocket maximum or any cost-sharing requirement 
under a health plan, a carrier shall include any amounts 
paid by the enrollee or paid on behalf of the enrollee by 
another person. If this requirement would result in a health 
plan's ineligibility to qualify as an HSA-qualified High 
Deductible Health Plan, then  

Va. Code Ann. 
§ 38.2-3407.20 
 
Va. Code Ann. 
§ 38.2-
3407.15:4 
 

https://law.lis.virginia.gov/vacode/title38.2/chapter34/section38.2-3407.20/
https://law.lis.virginia.gov/vacode/title38.2/chapter34/section38.2-3407.20/
https://law.lis.virginia.gov/vacode/title38.2/chapter34/section38.2-3407.15:4/
https://law.lis.virginia.gov/vacode/title38.2/chapter34/section38.2-3407.15:4/
https://law.lis.virginia.gov/vacode/title38.2/chapter34/section38.2-3407.15:4/
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These requirements shall not apply with respect to the 
deductible of HSA-eligible high-deductible health plans until 
after the enrollee has satisfied the minimum deductible, 
with the exception of preventive services.  
 
Maximum Cost-Sharing Levels: 
No provider contract between a health carrier or its PBM 
and a pharmacy or its contracting agent shall require an 
enrollee to make a copayment for a covered prescription 
drug in an amount that exceeds the lesser of: 

• The applicable copayment for the prescription drug that 
would be payable in the absence of this section; or 

• The cash price the enrollee would pay for the 
prescription drug if the enrollee purchased the 
prescription drug without using the enrollee's health 
plan. 

 
Copay Cap: 
Every health plan offered by a carrier shall set the cost-
sharing payment that a covered person is required to pay 
for a covered prescription insulin drug at an amount that 
does not exceed $50 per 30-day supply of the prescription 
insulin drug, regardless of the amount or type of insulin 
needed to fill the covered person's prescription. 

Va. Code Ann. 
§ 38.2-
3407.15:5 
 

 

Washington 

Issue Summary Citation 

Licensing/Registration PBMs are considered health care benefit managers 
(HCBMs) and must register with the Commissioner of 
Insurance and annually renew their registration. PBMs 
must submit an application on forms designated by the 
commissioner as well as either an initial registration fee of 
$500 or a renewal fee of $750.  

Wash. Rev. 
Code § 
48.200.030  

Reporting 
Requirements 

An HCBM must file with the commissioner in the form and 
manner prescribed by the commissioner, every benefit 
management contract and contract amendment between 
the HCBM and a health carrier, provider, pharmacy, 
pharmacy services administration organization, or other 
health care benefit manager, entered into directly or 
indirectly in support of a contract with a carrier or employee 
benefits programs, within 30 days following the effective 
date of the contract or contract amendment.  
 
By March 1st of each year, a PBM must submit to the 
Health Care Authority the following data from the previous 
calendar year: 

• All discounts, including the total dollar amount and 
percentage discount, and all rebates received from a 
manufacturer for each drug on the PBM's formularies; 

• The total dollar amount of all discounts and rebates 
that are retained by the PBM for each drug on the 
PBM's formularies; 

Wash. Rev. 
Code § 
48.200.040 
 
Wash. Rev. 
Code § 
43.71C.030 

https://law.lis.virginia.gov/vacode/title38.2/chapter34/section38.2-3407.15:5/
https://law.lis.virginia.gov/vacode/title38.2/chapter34/section38.2-3407.15:5/
https://law.lis.virginia.gov/vacode/title38.2/chapter34/section38.2-3407.15:5/
https://app.leg.wa.gov/RCW/default.aspx?cite=48.200.030
https://app.leg.wa.gov/RCW/default.aspx?cite=48.200.030
https://app.leg.wa.gov/RCW/default.aspx?cite=48.200.030
https://app.leg.wa.gov/RCW/default.aspx?cite=48.200.040
https://app.leg.wa.gov/RCW/default.aspx?cite=48.200.040
https://app.leg.wa.gov/RCW/default.aspx?cite=48.200.040
https://app.leg.wa.gov/RCW/default.aspx?cite=43.71C.030
https://app.leg.wa.gov/RCW/default.aspx?cite=43.71C.030
https://app.leg.wa.gov/RCW/default.aspx?cite=43.71C.030
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• Actual total reimbursement amounts for each drug the 
PBM pays retail pharmacies after all direct and indirect 
administrative and other fees that have been 
retrospectively charged to the pharmacies are applied; 

• The negotiated price health plans pay the PBM for 
each drug on the PBM's formularies; 

• The amount, terms, and conditions relating to 
copayments, reimbursement options, and other 
payments or fees associated with a prescription drug 
benefit plan; 

• Disclosure of any ownership interest the PBM has in a 
pharmacy or health plan with which it conducts 
business; and 

• The results of any MAC pricing appeals pursuant to s. 
48.200.280.  

 
The authority may examine or audit the financial records of 
a PBM for purposes of ensuring the information submitted 
under this section is accurate. 

PBM Income Spread Pricing: 
Effective January 1, 2026, a PBM may not reimburse a 
network pharmacy for an amount less than the contract 
price between the PBM and the insurer, third-party payor, 
or the prescription drug purchasing consortium with which 
the PBM has contracted.  

Wash. Rev. 
Code § 
48.200.310 

Pharmacy Contracting MAC Pricing: 
A PBM:  

• May not place a drug on a list unless there are at least 
two therapeutically equivalent multiple source drugs, or 
at least one generic drug available from only one 
manufacturer, generally available for purchase by 
network pharmacies from national or regional 
wholesalers; 

• Shall ensure that all drugs on a list are readily available 
for purchase by pharmacies in this state from national 
or regional wholesalers that serve pharmacies in 
Washington; 

• Shall ensure that all drugs on a list are not obsolete; 

• Shall make available to each network pharmacy at the 
beginning of the term of a contract, and upon renewal 
of a contract, the sources utilized to determine the 
reimbursement costs for multiple source drugs of the 
PBM; 

• Shall make a list available to a network pharmacy upon 
request in a format that is readily accessible to and 
usable by the network pharmacy; 

• Shall update each list maintained by the PBM every 7 
business days and make the updated lists, including all 
changes in the price of drugs, available to network 
pharmacies in a readily accessible and usable format; 

• Shall ensure that dispensing fees are not included in 
the calculation of the reimbursement costs for multiple 
source drugs; or 

Wash. Rev. 
Code § 
48.200.280 
 
Wash. Rev. 
Code § 
48.200.310 

https://app.leg.wa.gov/RCW/default.aspx?cite=48.200.280
https://app.leg.wa.gov/RCW/default.aspx?cite=48.200.310
https://app.leg.wa.gov/RCW/default.aspx?cite=48.200.310
https://app.leg.wa.gov/RCW/default.aspx?cite=48.200.310
https://app.leg.wa.gov/RCW/default.aspx?cite=48.200.280
https://app.leg.wa.gov/RCW/default.aspx?cite=48.200.280
https://app.leg.wa.gov/RCW/default.aspx?cite=48.200.280
https://app.leg.wa.gov/RCW/default.aspx?cite=48.200.310
https://app.leg.wa.gov/RCW/default.aspx?cite=48.200.310
https://app.leg.wa.gov/RCW/default.aspx?cite=48.200.310
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• Reimburse a pharmacy an amount less than the 
amount the PBM reimburses an affiliate for providing 
the same pharmacy services. 

 
A PBM must establish a process by which a network 
pharmacy, or its representative, may appeal its 
reimbursement for a drug. A network pharmacy may appeal 
a reimbursement amount paid by a PBM for a drug if the 
reimbursement for the drug is less than the net amount that 
the network pharmacy paid to the supplier of the drug.  

• Before a pharmacy or pharmacist files an appeal, upon 
request by a pharmacy or pharmacist, a PBM must 
provide a current and accurate list of bank identification 
numbers, processor control numbers, and pharmacy 
group identifiers for health plans and self-funded group 
health plans that have opted in to this section and 
RCW 48.200.310 and 48.200.320 pursuant to 
RCW 48.200.330 with which the PBM either has a 
current contract or had a contract that has been 
terminated within the past 12 months to provide 
pharmacy benefit management services. 

• An appeal requested under this section must be 
completed within 30 calendar days of the pharmacy 
submitting the appeal.  

• If, after 30 days, the network pharmacy has not 
received the decision on the appeal from the PBM, 
then the appeal is considered denied. 

• The PBM shall uphold the appeal of a pharmacy with 
fewer than 15 retail outlets within the state of 
Washington if the pharmacy or pharmacist can 
demonstrate that it is unable to purchase a 
therapeutically equivalent interchangeable product 
from a supplier doing business in Washington at the 
PBM's list price. 

• A PBM must provide as part of the appeals process: 
o A telephone number at which a network 

pharmacy may contact the PBM and speak 
with an individual who is responsible for 
processing appeals; 

o If the appeal is denied, the reason for the 
denial and the NDC of a drug that has been 
purchased by other network pharmacies 
located in Washington at a price that is equal 
to or less than the reimbursement amount paid 
by the PBM for the drug. A pharmacy with 15 or 
more retail outlets within the state of 
Washington may submit information to the 
commissioner about an appeal for purposes of 
information collection and analysis; 

o If an appeal is upheld under this section, the 
PBM shall make a reasonable adjustment on a 
date no later than 1 day after the date of 
determination. If the request for an adjustment 
has come from a critical access pharmacy, the 

http://app.leg.wa.gov/RCW/default.aspx?cite=48.200.310
http://app.leg.wa.gov/RCW/default.aspx?cite=48.200.320
http://app.leg.wa.gov/RCW/default.aspx?cite=48.200.330
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adjustment shall apply only to critical access 
pharmacies. 

• If a network pharmacy’s appeal to the PBM is denied, 
or if the network pharmacy is unsatisfied with the 
outcome of the appeal, the pharmacy or pharmacist 
may dispute the decision and request review by the 
commissioner within 30 calendar days of receiving the 
decision. 

 
Patient Steering: 
A PBM may not require or coerce a patient to use their 
owned or affiliated pharmacies. 
 
A PBM shall: 

• Apply the same utilization review, fees, days allowance, 
and other conditions upon a covered person when the 
covered person obtains a prescription drug from a 
pharmacy that is included in the PBM's pharmacy 
network, including mail order pharmacies; 

• Permit the covered person to receive delivery or mail 
order of a prescription drug through any network 
pharmacy that is not primarily engaged in dispensing 
prescription drugs to patients through the mail or 
common carrier; and 

• For new prescriptions issued after January 1, 2026, 
receive affirmative authorization from a covered person 
before filling prescriptions through a mail-order 
pharmacy. 

 
If a covered person is using a mail-order pharmacy, the 
PBM shall: 

• Allow for dispensing at local network pharmacies under 
the following circumstances to ensure patient access to 
prescription drugs if the prescription is delayed more 
than one day after the expected delivery date provided 
by the mail order pharmacy, or arrives in an unusable 
condition; and  

• Ensure patients have easy and timely access to 
prescription counseling by a pharmacist. 

Patient Cost Sharing Maximum Cost-Sharing Levels: 
The maximum amount a health carrier or PBM may require 
a person to pay at the point of sale for a covered 
prescription medication is the lesser of: 

• The applicable cost sharing for the prescription 
medication; or 

• The amount the person would pay for the prescription 
medication if the person purchased the prescription 
medication without using a health plan. 

 
Copay Adjustment Programs: 
When calculating an enrollee's contribution to any 
applicable cost-sharing or out-of-pocket maximum, a health 
carrier offering a non-grandfathered health plan with a 
pharmacy benefit, or an HCBM administering benefits for 
the health carrier, shall include any cost-sharing amounts 

Wash. Rev. 
Code § 
48.43.430 
 
Wash. Rev. 
Code § 
48.43.435 
 
Wash. Rev. 
Code § 
48.43.780 

https://app.leg.wa.gov/RCW/default.aspx?cite=48.43.430
https://app.leg.wa.gov/RCW/default.aspx?cite=48.43.430
https://app.leg.wa.gov/RCW/default.aspx?cite=48.43.430
https://app.leg.wa.gov/rcw/default.aspx?cite=48.43.435
https://app.leg.wa.gov/rcw/default.aspx?cite=48.43.435
https://app.leg.wa.gov/rcw/default.aspx?cite=48.43.435
https://app.leg.wa.gov/RCW/default.aspx?cite=48.43.780
https://app.leg.wa.gov/RCW/default.aspx?cite=48.43.780
https://app.leg.wa.gov/RCW/default.aspx?cite=48.43.780
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paid by the enrollee directly or on behalf of the enrollee by 
another person for a covered prescription drug that is: 

• Without a generic equivalent or a therapeutic 
equivalent preferred under the health plan's formulary; 

• With a generic equivalent or a therapeutic equivalent 
preferred under the health plan's formulary where the 
enrollee has obtained access to the drug through: 

o Prior authorization; 
o Step therapy; or 
o The plan’s prescription drug exception request 

process; or 

• With a generic equivalent or therapeutic equivalent 
preferred under the health plan's formulary, throughout 
an exception request process under RCW 48.43.420, 
including any appeal of a denial of an exception 
request. If the health carrier utilizes an HCBM to 
approve or deny exception requests, the exception 
request process also includes any time between the 
completion of the exception request process, including 
any appeal of a denial, and when the HCBM 
communicates the status of the request to the health 
carrier. 

 
This section does not apply to a qualifying health plan for a 
health savings account to the extent necessary to preserve 
the enrollee's ability to claim tax-exempt contributions and 
withdrawals from the enrollee's health savings account 
under Internal Revenue Service laws, regulations, and 
guidance. 
 
Copay Cap: 
A health plan issued or renewed on or after January 1, 
2023, that provides coverage for prescription insulin drugs 
for the treatment of diabetes must cap the total amount that 
an enrollee is required to pay for a covered insulin drug at 
an amount not to exceed $35 per 30-day supply of the 
drug. Prescription insulin drugs must be covered without 
being subject to a deductible, and any cost-sharing paid by 
an enrollee must be applied toward the enrollee's 
deductible obligation. 
 
A health plan issued or renewed on or after January 1, 
2025, that provides coverage for prescription asthma 
inhalers for the treatment of asthma shall cap the total 
amount that an enrollee is required to pay for at least 1 
covered inhaled corticosteroid and at least 1 covered 
inhaled corticosteroid combination that is FDA-approved for 
the treatment of asthma at an amount not to exceed $35 
per 30-day supply of the drug. A health plan must ensure 
that a covered inhaled corticosteroid and a covered inhaled 
corticosteroid combination is always available to a patient 
at the amount required. Prescription asthma inhalers must 
be covered without being subject to a deductible, and any 
cost-sharing paid by an enrollee must be applied toward 
the enrollee's deductible obligation, except in the case of 
HSA-eligible high-deductible plans. 

http://app.leg.wa.gov/RCW/default.aspx?cite=48.43.420
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A health plan issued or renewed on or after January 1, 
2025, that provides coverage for prescription epinephrine 
autoinjectors for the treatment of allergic reaction, shall cap 
the total amount that an enrollee is required to pay for at 
least 1 covered epinephrine autoinjector product containing 
at least 2 autoinjectors at an amount not to exceed $35. A 
health plan must ensure that a covered epinephrine 
autoinjector is always available to a patient at the amount 
required. Prescription epinephrine autoinjectors must be 
covered without being subject to a deductible, and any 
cost-sharing paid by an enrollee must be applied toward 
the enrollee's deductible obligation, except in the case of 
HSA-eligible high-deductible plans.  

 

West Virginia 

Issue Summary Citation 

Licensing/Registration A PBM must obtain a license from the Insurance 
Commissioner to operate in the state. A PBM must apply 
using an application form developed by the commissioner 
and pay an initial application fee or a renewal fee 
determined by the commissioner. Initial application and 
renewal fees may not exceed $10,000. Licenses are valid 
for 2 years and must be renewed by October 1 of even 
years.  
 
If a PBM only serves self-funding employee benefit plans 
governed by ERISA, the PBM does not have to obtain a 
license. However, they do have to register as a third-party 
administrator. 

W. Va. Code § 
33-51-8 

Reporting 
Requirements 

Any methodologies utilized by a PBM in connection with 
reimbursement shall be filed with the commissioner at the 
time of initial licensure and at any time thereafter that the 
methodology is changed by the PBM for use in determining 
MAC appeals. 
 
A PBM shall report to the commissioner on an annual 
basis, or more often as the commissioner deems 
necessary, for each health plan or covered entity the 
following information: 

• The aggregate amount of rebates received by the 
PBM; 

• The aggregate amount of rebates distributed to each 
health plan or covered entity contracted with the PBM; 

• The aggregate amount of rebates passed on to the 
enrollees of each health plan or covered entity at the 
point of sale that reduced the enrollees applicable 
deductible, copayment, coinsurance, or other cost-
sharing amount; 

• The individual and aggregate amount paid by the 
health plan or covered entity to the PBM for pharmacist 
services itemized by pharmacy, by product, and by 
goods and services; and 

W. Va. Code § 
33-51-9 
 
W. Va. Code 
§33-51-12 

https://www.wvinsurance.gov/Portals/4/pdf/WVOIC%20TPA%20Licensing%20Instructions_Revised%209_2020.pdf?ver=2020-09-24-111124-420
https://www.wvinsurance.gov/Portals/4/pdf/WVOIC%20TPA%20Licensing%20Instructions_Revised%209_2020.pdf?ver=2020-09-24-111124-420
https://code.wvlegislature.gov/33-51-8/
https://code.wvlegislature.gov/33-51-8/
https://code.wvlegislature.gov/33-51-9/
https://code.wvlegislature.gov/33-51-9/
https://code.wvlegislature.gov/33-51-12/
https://code.wvlegislature.gov/33-51-12/
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• The individual and aggregate amount a PBM paid for 
pharmacist services itemized by pharmacy, by product, 
and by goods and services. 

 
A PBM shall annually report in the aggregate to the 
commissioner and to a health plan or covered entity the 
difference between the amount the PBM reimbursed a 
pharmacy and the amount the PBM charged a health plan. 
 
A health benefit plan or covered entity shall annually report 
to the commissioner the aggregate amount of credits, 
rebates, discounts, or other such payments received by the 
health benefit plan or covered entity from a PBM or drug 
manufacturer and disclose whether or not those credits, 
rebates, discounts or other such payments were passed on 
to reduce insurance premiums or rates. 
 
A PBM shall produce a quarterly report to the 
commissioner of all drugs appearing on the national 
average drug acquisition cost list reimbursed at least 10% 
below the national average drug acquisition cost, as well as 
all drugs reimbursed at least 10% above the national 
average drug acquisition cost. For each drug in the report, 
a PBM shall include the month the drug was dispensed, the 
quantity of the drug dispensed, the amount the pharmacy 
was reimbursed, whether the dispensing pharmacy was an 
affiliate of the PBM, whether the drug was dispensed 
pursuant to a government health plan, and the average 
national drug acquisition cost for the month the drug was 
dispensed. This report shall exclude 340B drugs.  

PBM Income Spread Pricing:  
A PBM shall charge a health benefit plan administered by 
or on behalf of the state or a political subdivision of the 
state, the same price for a prescription drug as it pays a 
pharmacy for the prescription drug. 
 
A PBM shall offer a health plan the option of charging the 
plan the same price for a prescription drug as it pays a 
pharmacy for the prescription drug.  
 
Rebate Pass-Through: 
A covered individual’s defined cost-sharing for each 
prescription drug shall be calculated at the point of sale 
based on a price that is reduced by an amount equal to at 
least 100% of all rebates received, or to be received, in 
connection with the dispensing or administration of the 
prescription drug. Any rebate over and above the defined 
cost-sharing would then be passed on to the health plan to 
reduce premiums. Nothing precludes an insurer from 
decreasing a covered individual’s defined cost-sharing by 
an amount greater than what is previously stated. 

W. Va. Code § 
33-51-9 

Pharmacy Contracting Minimum Reimbursement: 
A PBM may not reimburse a pharmacy or pharmacist for a 
prescription drug or pharmacy service in an amount less 
than the NADAC for the prescription drug or pharmacy 

W. Va. Code § 
33-51-9 
 
W. Va. Code 
§33-51-11 

https://code.wvlegislature.gov/33-51-9/
https://code.wvlegislature.gov/33-51-9/
https://code.wvlegislature.gov/33-51-9/
https://code.wvlegislature.gov/33-51-9/
https://code.wvlegislature.gov/33-51-11/
https://code.wvlegislature.gov/33-51-11/
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service at the time the drug is administered or dispensed, 
plus a professional dispensing fee of $10.49. 
 
If the national average drug acquisition cost is not available 
at the time a drug is administered or dispensed, a PBM 
may not reimburse in an amount that is less than the 
wholesale acquisition cost of the drug plus a professional 
dispensing fee of $10.49. 
 
Patient Steering: 
A PBM may not reimburse a pharmacy or pharmacist for a 
prescription drug or pharmacy service in an amount less 
than the amount the PBM reimburses itself or an affiliate for 
the same prescription drug or pharmacy service. 
 
A PBM may not: 

• Prohibit or limit any covered individual from selecting a 
pharmacy or pharmacist of his or her choice who has 
agreed to participate in the health benefit plan 
according to the terms offered by the health benefit 
plan; 

• Impose upon a beneficiary of pharmacy services under 
a health benefit plan any copayment, fee, or condition 
that is not equally imposed upon all beneficiaries in the 
same benefit category, class, or copayment level under 
the health benefit plan when receiving services from a 
contract provider; 

• Impose a monetary advantage or penalty under a 
health benefit plan that would affect a beneficiary’s 
choice among those pharmacies or pharmacists who 
have agreed to participate in the plan according to the 
terms offered by the insurer. Monetary advantage or 
penalty includes higher copayment, a reduction in 
reimbursement for services, or promotion of one 
participating pharmacy over another by these methods; 

• Reduce allowable reimbursement for pharmacy 
services to a beneficiary under a health benefit plan 
because the beneficiary selects a pharmacy of his or 
her choice, so long as that pharmacy has enrolled with 
the health benefit plan under the terms offered to all 
pharmacies in the plan coverage area; 

• Prohibit or otherwise limit a beneficiary’s access to 
prescription drugs from a pharmacy or pharmacist 
enrolled with the health benefit plan under the terms 
offered to all pharmacies in the plan coverage area by 
unreasonably designating the covered prescription 
drug as a specialty drug; 

• Require a beneficiary, as a condition of payment or 
reimbursement, to purchase pharmacy services, 
including prescription drugs, exclusively through a mail-
order pharmacy; or 

• Impose upon a beneficiary any copayment, amount of 
reimbursement, number of days of a drug supply for 
which reimbursement will be allowed, or any other 
payment or condition relating to purchasing pharmacy 
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services from any pharmacy, including prescription 
drugs, that are more costly or more restrictive than that 
which would be imposed upon the beneficiary if such 
services were purchased from a mail-order pharmacy 
or any other pharmacy that is willing to provide the 
same services or products for the same cost and 
copayment as any mail order service. 

Patient Cost Sharing Maximum Cost-Sharing Levels: 
A PBM may not collect from a pharmacy, a pharmacist, or a 
pharmacy technician a cost share charged to a covered 
individual that exceeds the total submitted charges by the 
pharmacy or pharmacist to the PBM. 
 
Copay Adjustment Programs: 
When calculating an insured's contribution to any 
applicable cost-sharing requirement, a PBM shall include 
any cost-sharing amounts paid by the insured or on behalf 
of the insured by another person. For high-deductible 
health plans, this requirement shall only apply after a 
covered individual meets their minimum deductible to 
remain eligible for an HSA.  
 
Copay Cap: 
This requirement only applies to West Virginia public 
employee plans.  
 
A policy, plan, or contract that is issued or renewed on or 
after January 1, 2024, shall provide coverage for 
prescription insulin drugs and equipment. Cost sharing for 
a 30-day supply of a covered prescription insulin drug may 
not exceed $35 in aggregate, including situations where the 
covered person is prescribed more than one insulin drug, 
per 30-day supply, regardless of the amount or type of 
insulin needed to fill such covered person’s prescription. 
Cost sharing for a 30-day supply of covered device(s) may 
not exceed $100 in aggregate, including situations where 
the covered person is prescribed more than one device, 
per 30-day supply. Each cost-share maximum is covered 
regardless of the person’s deductible, copayment, 
coinsurance, or any other cost-sharing requirement. 

W. Va. Code § 
33-51-9 
 
W. Va. Code 
§33-15-4t 
 
W. Va. Code 
§5-16-7g 

 

Wisconsin 

Issue Summary Citation 

Licensing/Registration PBMs are required to obtain a license from the Insurance 
Commission. PBMs must apply and renew their license 
annually, in a form prescribed by the commissioner, along 
with a fee of $100.  

WI Stat § 
632.865 (3) 
 
WI Stat § 
633.14 

Reporting 
Requirements 

By June 1 of each year, PBMs must submit a report related 
to contracts held with pharmacies located in Wisconsin that 
provides the following information from the prior calendar 
year: 

• The aggregate rebate amount that the PBM 
received from all pharmaceutical manufacturers. 

WI Stat. § 
632.865 (7)  

https://code.wvlegislature.gov/33-51-9/
https://code.wvlegislature.gov/33-51-9/
https://code.wvlegislature.gov/33-15-4t/
https://code.wvlegislature.gov/33-15-4t/
https://code.wvlegislature.gov/5-16-7g/
https://code.wvlegislature.gov/5-16-7g/
https://law.justia.com/codes/wisconsin/chapter-632/section-632-865/
https://law.justia.com/codes/wisconsin/chapter-632/section-632-865/
https://docs.legis.wisconsin.gov/statutes/statutes/633.pdf
https://docs.legis.wisconsin.gov/statutes/statutes/633.pdf
https://law.justia.com/codes/wisconsin/chapter-632/section-632-865/
https://law.justia.com/codes/wisconsin/chapter-632/section-632-865/
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• Aggregate rebate amount retained but did to pass 
through to health benefit plan sponsors. 

• The percentage of the aggregate rebate amount 
that is retained. 

PBM Income N/A  

Pharmacy Contracting MAC Pricing: 
The PBM shall agree in each contract or renewal to do all 
of the following: 

• Update MAC pricing information for prescribed drugs or 
devices at least every 7 business days and provide a 
means by which contracted pharmacies may promptly 
review pricing updates in a format that is readily 
available and accessible. 

• Reimburse pharmacists and pharmacies for prescribed 
drugs or devices subject to MAC information that has 
been updated at least every 7 business days. 

• Eliminate prescribed drugs or devices from the MAC 
information or modify MAC in a timely fashion 
consistent with availability of prescribed drugs or 
devices and pricing changes in the marketplace. 

 
A pharmacy benefit manger shall include in each contract 
with a pharmacy a process to appeal, investigate, and 
resolve disputes regarding MAC pricing that includes all of 
the following: 

• A 21-day limit on the right to appeal following the 
initial claim. 

• A requirement that the appeal be investigated and 
resolved within 21 days after the date of the 
appeal. 

• A dedicated telephone number at which the 
pharmacy may contact the PBM to speak to a 
person responsible for processing appeals. 

• A requirement that a PBM provide a reason for any 
appeal denial and the NDC published in a directory 
by the federal food and drug administration of a 
prescribed drug or device that may be purchased 
by retail network pharmacies at a price at or below 
the MAC. 

• A requirement that a PBM make a pricing 
adjustment no later than 1 day after the date of the 
final determination of the appeal. 

WI Stat § 
632.865 (2) 

Patient Cost Sharing Maximum Cost-Sharing Levels: 
A PBM may not require a covered individual to pay an 
amount at the point of sale that exceeds the lesser of: 

• The cost-sharing amount for the prescription drug 
under the terms of the plan or policy, or 

• The amount the enrollee or insured would pay without 
using any health plan of health insurance coverage. 

WI Stat § 
632.861 (3) 

 

Wyoming 

Issue Summary Citation 

https://law.justia.com/codes/wisconsin/chapter-632/section-632-865/
https://law.justia.com/codes/wisconsin/chapter-632/section-632-865/
https://law.justia.com/codes/wisconsin/chapter-632/section-632-861/
https://law.justia.com/codes/wisconsin/chapter-632/section-632-861/


AMCP State PBM Law Inventory 

135 
 

Licensing/Registration PBMs must obtain a license from the Department of 
Insurance. Licenses must be renewed annually. Both initial 
application and renewal fees are currently set at $500.  

Wyo. Stat. § 
26-52-101 

Reporting 
Requirements 

N/A  

PBM Income N/A  

Pharmacy Contracting MAC Pricing: 
To place a drug on a MAC list, a PBM shall ensure that the 
drug is: 

• A generically equivalent drug, rated “A” or “B” in the 
most recent version of the FDA’s Approved Drug 
Products with Therapeutic Equivalence Evaluations 
(Orange Book), or rated “NR” or “NA,” or has a similar 
rating, by a nationally recognized reference; 

• Generally available for purchase by retail pharmacies 
in the state from national or regional wholesalers; and  

• Not obsolete or temporarily unavailable.  
 
A PBM shall: 

• Make available to each network provider at the 
beginning of the term of the network provider’s 
contract, and upon renewal of the contract, the sources 
utilized to determine the MAC pricing; 

• Provide a telephone number, email address and 
website at which a network pharmacy or the 
pharmacy’s designee who holds a contract with the 
PBM may contact an employee of a PBM to discuss 
the pharmacy’s appeal; 

• Provide a process for network providers to readily 
access the MAC applicable to that provider; 

• Review and update applicable MAC price information 
at least once every 7 business days to reflect any 
modification of MAC pricing; and 

• Ensure that dispensing fees are not included in the 
calculation of MAC. 

 
A PBM shall establish a process by which a contracted 
pharmacy, or the pharmacy’s designee who holds a 
contract with the PBM, can appeal the provider’s 
reimbursement for a drug subject to MAC pricing.  

• A contracted pharmacy, or the pharmacy’s designee 
who holds a contract with the PBM, shall have up to 10 
business days after dispensing a drug subject to a 
MAC in which to appeal the amount of the MAC.  

• A PBM shall respond to the appeal within 10 business 
days after the contracted pharmacy or the pharmacy’s 
designee who holds a contract with the PBM makes the 
appeal. 

• If a MAC appeal is denied, the PBM shall provide to the 
appealing pharmacy, or the pharmacy’s designee who 
holds a contract with the PBM, the reason for the denial 
and the NDC number for the drug that is available for 
purchase by similarly situated pharmacies in the state 
and the names of national or regional wholesalers that 

Wyo. Stat. § 
26-52-104 

https://advance.lexis.com/api/document/collection/statutes-legislation/id/5J8K-NW81-DXC8-04YJ-00008-00?cite=Wyo.%20Stat.%20%C2%A7%2026-52-101&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/5J8K-NW81-DXC8-04YJ-00008-00?cite=Wyo.%20Stat.%20%C2%A7%2026-52-101&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/67VB-2CW3-CGX8-03HG-00008-00?cite=Wyo.%20Stat.%20%C2%A7%2026-52-104&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/67VB-2CW3-CGX8-03HG-00008-00?cite=Wyo.%20Stat.%20%C2%A7%2026-52-104&context=1000516
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have the product available for purchase at a price that 
is at or below the MAC. 

• If an appeal is upheld, the PBM shall make an 
adjustment to the applicable MAC no later than 1 day 
after the date of the determination and make the 
adjustment applicable to all similarly situated network 
pharmacy providers, as determined by the insurer or 
PBM. The PBM shall allow the appealing pharmacy to 
reverse and rebill the claim which was the subject of 
the appeal. 

• A PBM shall not prevent a network pharmacy or the 
pharmacy’s designee who holds a contract with the 
PBM from filing appeals in an electronic batch format. 
The PBM shall respond in an electronic format to valid 
reimbursement appeals filed in an electronic batch 
format. A batch appeal shall not be considered a valid 
appeal unless all required information for each claim in 
the batch is submitted electronically with the correct, 
contractually required information and in the required 
format. An appeal shall not be considered valid for 
purposes of the 10-day response timeframe until all 
information is received. 

Patient Cost Sharing N/A  

 


