. Office of Medical Assistance Programs
pen nsylva nia Fee-for-Service, Pharmacy Division

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

ANDROGENIC AGENTS PRIOR AUTHORIZATION FORM

o Please submit all requested documentation with this request. Incomplete documentation may delay the processing of this request.

e Prior authorization guidelines and quantity limits may be found in the Medical Assistance Prior Authorization of Pharmaceutical Services
Handbook Chapters — Androgenic Agents and Quantity Limits/Daily Dose Limits, accessible on the Department’'s Pharmacy Services
website at http://www.dhs.pa.gov/provider/pharmacyservices/index.htm.

PRIOR AUTHORIZATION INFORMATION PRESCRIBER INFORMATION
[ INew request [_]Additional info # of pages in request:
[Renewal request ~ PA# Prescriber name:
Name of office contact: Specialty:
Contact's phone number: State license #:
LTC facility MA Provider
contact/phone: NPI: ID#:
RECIPIENT INFORMATION Street address:
Recipient Name: Suite #: City/state/zip:
Recipient ID#: DOB: Phone: Fax:
CLINICAL INFORMATION
Preferred medication [ _]Androgel 1% gel pump []Androgel 1.62% gel pump
= drolone tablet
requested (clinical prior []Androgel 1% gel 2.5 gm packet  [_]Androgel 1.62% gel 1.25 gm packet E?;satgs{grgﬂz ca;/piec))nate injection
authorization required): []Androgel 1% gel 5 gm packet []Androgel 1.62% gel 2.5 gm packet
[JAnadrol-50 tablet [ IMethitest tablet [testosterone 1% gel 2.5 gm packet
[_]Androderm patch [ INatesto nasal gel [testosterone 1% gel 5 gm packet
[]Android capsule []Striant tablet [testosterone 1% gel 5 gm tube
Non-preferred []Androxy tablet [ITestim 1% gel 5 gm tube [ITestred capsule
medication requested: [ _JAveed injection [ ITestopel pellets [IVogelxo 1% gel pump
[]Axiron topical solution [ Jtestosterone enanthate injection [IVogelxo 1% gel 5 gm packet
[]Depo-Testosterone injection [ Jtestosterone 10 mg gel pump [IVogelxo 1% gel 5 gm tube
[IFortesta gel pump [testosterone 1% gel pump
Strength: Dose/directions: Quantity: Refills:
Diagnosis (submit documentation): Dx code (required):
Requests for ALL agents

[IYes
[_INo - Submit documentation supporting the use of
the requested agent for the Recipient’s diagnosis.

2. If male, does the Recipient have lab results for a recent testosterone level? EL? ~ Submit test resulfs.

. Non-Preferred Requests

3. Does the Recipient have a history of trial and failure, contraindication, or intolerance of

the preferred Androgenic Agents? Check all that apply. |:|>(es ;SUb mt/t ?”. s;p D 3’:’” d tdocutmelztat/on of
[JAndrogel 1% o 1.62% gel preferred agents tried and treatment outcomes,

[oxandrolone tablet including contraindications or intolerances.

[testosterone cypionate injection [INo

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

1. Is the requested medication prescribed for an indication that is supported by a drug
reference, medical literature, and/or national treatment guidelines?

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/index.htm

