. Office of Medical Assistance Programs
pennsy lva nia Fee-for-Service, Pharmacy Division

DEPARTMENT OF HUMAN SERVICES Phone 1-800-537-8862 Fax 1-866-327-0191

HIV/AIDS AGENTS PRIOR AUTHORIZATION FORM

Please complete all applicable sections of this prior authorization request form and return to the fax number above. Please include all requested documentation (chart
notes, laboratory data, etc.). To review the prior authorization guidelines for HIV/AIDS Agents, please refer to the Medical Assistance Prior Authorization of
Pharmaceutical Services Handbook Chapter — HIV/IAIDS Agents and Quantity Limits/Daily Dose Limits (accessible at:
http://www.dhs.pa.gov/provider/pharmacyservices/drugsrequiringclinicalpriorauthorization/index.htm).

PRIOR AUTHORIZATION REQUEST INFORMATION PRESCRIBER INFORMATION

[CINew request [CJAdditional info # of pages in request:

[CJRenewal request ~ PA#: Prescriber name:

Name of office contact; Specialty:

Contact’s phone number; State license #:

LTC facility contact/phone: NPI: MA Provider ID#;

RECIPIENT INFORMATION Street address:
Recipient Name; Suite #: City/state/zip:
Recipient ID#; DOB: Phone: Fax:
CLINICAL INFORMATION

Non-preferred medication requested
[labacavir/lamivudine/zidovudine [Tisentress powder [IRescriptor [ITybost
[ClAptivus (iamivudine CRetrovir [(JVidex EC
[_ICombivir [Lexiva [ISelzentry [Viracept
[CJComplera [Cnevirapine ER tab [Cstavudine solution [viramune
[CCrixivan [Cnevirapine suspension [CStribild [(Jviramune XR
[IFuzeon* (specialty drug) [1Odefsey [ITriumeq [Vitekta
[intelence [1Prezcobix [Trizivir [(Zerit
[invirase O

Strength: Dosage form: []capsule/tablet [ Jsuspension/solution [ Jinjection [ powder [ Jother:

Directions: Quantity: Refills:

Diagnosis: DX code (required):

[_IDiplomat Specialty Pharmacy

. S . . . . "
Fuzeon injection is part of the Specialty Pharmacy Drug Program. Which specialty pharmacy will be used? [IWalgreen's Specialty Pharmacy!

1. Has the Recipient been taking the requested non-preferred HIV/AIDS Agent within the past 90 [1ves - s.”bmit all supporting documentation
of drug regimen and treatment outcome

days? [ INo

2. Has the Recipient tried and failed, or have a contraindication, intolerance, or resistance to, any of the preferred

HIV/AIDS Agents? Check all that apply.
NRTIs NNRTIs Combination Products
[abacavir tablet [stavudine capsule [C]Edurant CAtripla [1Yes - submit all
[CIDescovy [Truvada [Inevirapine tablet [JEvotaz supporting documentation
[Cdidanosine DR [1Videx solution [ISustiva [IGenvoya of drug regimen and
[CJEmtriva cap/sol'n [(Viread tab/powder [JViramune susp. treatment outcome AND/OR
[CJEpivir tab/sol'n [[1Ziagen tab/soln results of resistance testing
[CJEpzicom [Czidovudine cap/tab/sol'n
[lamivudine/zidovudine tab [ INo
Protease Inhibitors Integrase Inhibitors
[IKaletra [ Prezista [ lisentress tab/chewable
[CINorvir cap/tab/sol'n [JReyataz [Tivicay

PLEASE FAX COMPLETED FORM WITH REQUIRED CLINICAL DOCUMENTATION TO DHS — PHARMACY DIVISION

Prescriber Signature: Date:

Confidentiality Notice: The documents accompanying this telecopy may contain confidential information belonging to the sender. The information is intended only for the use of the
individual named above. If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution or taking of any telecopy is strictly prohibited.

Form effective 7/18/16



http://www.dhs.pa.gov/provider/pharmacyservices/drugsrequiringclinicalpriorauthorization/index.htm

