@ PriorityHealth

Ph ar m aCy Last Reviewed: Jan 08
Prior Authorization Form
For Prior Authorization please fax to: (877)974-4411 toll free, or (616)942-8206

This form applies to: [X] Commercial Plan [X] Medicaid Plan [] Medicare Plan

Fabrazyme® (agalsidase beta)

Member Name: Member #: -
DOB: Sex: M Provider Phone:

Provider Name: Provider Fax:

Provider Office Contact Name: Date:

FDA Approved Indication: For use in patients with Fabry disease.

Indicate where the patient will receive infusions:

] Ambulatory Infusion Center
Name of Infusion Center:
Physician’s office

Other:
Indicate the dosage requested:
] mg every two weeks
[ ] Other:

Priority Health Precertification Requirements:

1. Indication for requested medication:
[] Fabry disease based on clinical symptoms or by genetic testing
[] Other:

Duration of Authorization:
If all precertification requirements are met approval will be granted in one year increments.

Dosing:

The recommended dosage of Fabrazyme is 1.0 mg/kg body weight infused every 2 weeks. Note that patients should
receive antipyretics prior to infusion.
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Original Date of Req: Non-Urgent: _ Urgent: _ Retro: __ Method: Phone __ Fax___  Ltr___ Coord. Initial _____
Approved: _ Denied: __ Letter Type: Denial __ 48 hr___ Off-LabelUse ___ Verbal: Y __ N___ Inquiry number:

Product: HMO___ PPO___ ASO___ POS__ Caid___ MIChild___ Mcare ____ McarePlus ___ McareRX __ McareValue __ EGMcare ____
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