Pharmacy

Prior Authorization Form

@ PriorityHealth’

Last Reviewed: January 2012

For Prior Authorizati I f : (877)974-4411 toll f 16)942-82
or Prior Authorization please fax to: (877)9 toll free, or (616)942-8206 Reset Form|

This form applies to: Commercial Plan

Supplemental Supply

Medicaid Plan Medicare Plan

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:

Please fill in the boxes:

Medication Requested Strength

Daily Dosage Anticipated Length of Therapy

Note: Priority Health provides a maximum of 31 day supply for most medications.
Occasionally, a patient may require a dose that is out of the ordinary and appears to be more
than a 31-day supply. In these cases the completion of this form is required. These forms are

reviewed by a Clinical Pharmacist.

Priority Health precertification requirement: Justification for the use of additional supply or
supplemental dosage of requested medication

Page 1 of 2



@ PriorityHealth’

For Medicare only: If none of the above is applicable to this member, please check which, if any, of the
following apply:

[] Allcovered Part D drugs on any tier of a plan's formulary would not be as effective for the enrollee
as the non-formulary drug, and/or would have adverse effects

[ ] The number of doses available under a dose restriction for the prescription drug:

[] Has been ineffective in the treatment of the enrollee’s disease or medical condition or,

[] Based on both sound clinical evidence and medical and scientific evidence, the known
relevant physical or mental characteristics of the enrollee, and known characteristics of the
drug regimen, is likely to be ineffective or adversely affect the drug’s effectiveness or
patient compliance

[ ] The prescription drug alternative(s) listed on the formulary or required to be used in accordance with
step therapy requirements:

[] Has been ineffective in the treatment of the enrollee’s disease or medical condition or,
based on both sound clinical evidence and medical and scientific evidence, the known
relevant physical or mental characteristics of the enrollee, and known characteristics of the
drug regimen, is likely to be ineffective or adversely affect the drug’s effectiveness or patient
compliance; or

[] Has caused or, based on sound clinical evidence and medical and scientific evidence, is
likely to cause an adverse reaction or other harm to the enrollee.

[1 None of the above apply !

*** 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

Page 2 of 2



	Urgent: Off
	Member Name: 
	Member: 
	DOB: 
	Gender: []
	Provider Name: 
	Provider Phone: 
	Provider Office Address: 
	Provider Office Contact Name: 
	Provider Fax: 
	Provider Signature: 
	Provider NPI: 
	Date: 
	Members PCP: 
	Medication requested: 
	Strength: 
	Daily dosage: 
	Anticipated length of therapy: 
	Justification: 
	Ineffective in treatment: Off
	Sound clinical evidence: Off
	Step therapy requirements: Off
	Ineffective in treating disease: Off
	Caused adverse reaction: Off
	None apply: Off
	Print: 
	Number of doses: Off
	All covered drugs not as effective: Off
	Reset Form: 


