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Prior Authorization Form
For Prior Authorization please fax to: (877)974-4411 toll free, or (616)942-8206 Reset Form|

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

Lovaza (omega-3-acid ethyl esters) O urgent O Non-urgent
Member Name: Member #:
DOB: Gender:
Provider Name: Provider Phone:
Provider Office Address:
Provider Office Contact Name: Provider Fax:
Provider Signature: Provider NPI:
Date: Member's PCP:
Product:

O Lovaza capsule
Dose: Start date:

Priority Health Precertification Requirements:
Authorization of Lovaza requires:
= Diagnosis of hypertriglyceridemia
= Laboratory confirmation of a triglyceride level of at least 500 mg/dL

Please Complete the Following Information:
Diagnosis:
(. Hypertriglyceridemia
[ other: Please provide rationale for use:

New request or continuation of therapy:
O New

[ continuation of therapy

Priority Health precertification requirement:

Laboratory confirmation of triglyceride levels (> 500mg/dl)
Baseline Triglyceride level (mg/dL): Date:
Current Triglyceride level (mg/dL): Date:

Usage Considerations:

Excess body weight and excess alcohol intake may be important factors and should be addressed before initiating
any drug therapy. Exercise can be an important ancillary measure. Diseases contributory to hyperlipidemia (such
as hypothyroidism or diabetes mellitus) should be looked for and adequately treated. Certain drugs (estrogen,
thiazide diuretics, and beta blockers) are sometimes associated with very significant rises in plasma TG levels.
Discontinuation of the specific agent may obviate the need for specific drug therapy for hypertriglyceridemia. The
use of lipid-regulating agents should be considered only when reasonable attempts have been made to obtain
satisfactory results with non-drug methods. The patient should be advised that use of lipid-regulating agents does

not reduce the importance of adhering to diet. ‘_

*** All fields must be complete and legible for Prior Authorization Review***

Please fax this request to: (877)974-4411 toll free or (616)942-8206

YOUR OFFICE WILL RECEIVE A RESPONSE VIA FAX
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