Medication Exceptions and Authorizations
	INSURANCE CARRIER
	INFORMATION FROM INSURANCE CARRIER WEBSITE OR REPRESENTATIVES 

	Aetna
	
Medication exceptions and prior authorizations can be requested in one of the following ways: 

• Call the Aetna Pharmacy Precertification Unit at (800) 414-2386
• Fax a Medical Exception/Precertification Request to (877) 269-9916
• Write to:
Attn: Pharmacy Precertification Unit
300 Highway 169 South, Suite 500
Minneapolis, MN  55426
• Submit forms through Aetna’s secure Provider website via NaviNet




The prescriber must request expedited review based on exigent circumstances, resulting in a 24 hour determination.*


	
	

	CareFirst 
	
Medication exceptions and prior authorizations can be requested by calling CVS Caremark at (855) 559-7922.

The prescriber must request expedited review based on exigent circumstances, resulting in a 24 hour determination.*


	
	

	Coventry
	
Medication exceptions and prior authorizations can be requested in one of the following ways: 

• Call Coventry at (877) 215-4100
• Fax the prior authorization form to (877) 554-9139





      

The prescriber must request expedited review based on exigent circumstances, resulting in a 24 hour determination.*


	
	

	Healthkeepers (Anthem)
	
Medication exceptions and prior authorizations can be requested by contacting Express Scripts at (866) 310-3666.

The prescriber must request expedited review based on exigent circumstances, resulting in a 24 hour determination.*


	
	

	Innovation Health


	
Medication exceptions and prior authorizations can be requested in one of the following ways: 

• Call the Aetna Pharmacy Precertification Unit at (800) 414-2386
• Fax a Medical Exception/Precertification Request to (877) 269-9916
• Write to:
Attn: Pharmacy Precertification Unit
300 Highway 169 South, Suite 500
Minneapolis, MN  55426
• Submit forms through Aetna’s secure Provider website via NaviNet



The prescriber must request expedited review based on exigent circumstances, resulting in a 24 hour determination.*


	
	

	Kaiser Permanente
	
Medication exceptions and prior authorizations can be requested by contacting member services at (800) 777-7902.  

The prescriber must request expedited review based on exigent circumstances, resulting in a 24 hour determination.*


	
	

	Optima Health
	
Medication exceptions and prior authorizations can be requested in one of the following ways: 

• Call Optima at (877) 215-4100 
• Fax the prior authorization form to (800) 229-5522 
• Optima’s online portal
https://www.formrouter.net/forms09@SNTRA/PharmacyPriorAuthorizationRequest.html




The prescriber must request expedited review based on exigent circumstances, resulting in a 24 hour determination.*


	
	

	

Piedmont Community
Healthcare


	

Medication exceptions and prior authorizations can be requested by calling CVS Caremark at (800) 552-8159.  

The prescriber must request expedited review based on exigent circumstances, resulting in a 24 hour determination.*



*As defined in the “HEALTH INSURANCE ISSUER STANDARDS UNDER THE AFFORDABLE CARE ACT, INCLUDING STANDARDS RELATED TO EXCHANGES” [45 CFR 156.122(c) - Prescription drug benefits], exigent circumstances exist when an enrollee is suffering from a health condition that may seriously jeopardize the enrollee’s life, health, or the ability to regain maximum function, or when an enrollee is undergoing a current course of treatment using a non-formulary drug.
REFERENCE:  http://www.ecfr.gov/cgi-bin/text-idx?SID=d0516269e7c42b9c9b17aa0e1277cd38&node=pt45.1.156&rgn=div5#

Disclaimer:  The information in this document was current as of the date it was obtained and was provided by insurance carrier representatives or extracted from the carrier’s website.  Information may be changed or updated at any time by the insurance carriers.  Please refer to the insurance plan booklet or communicate directly with the insurer to obtain the most accurate and up-to-date information.
 (
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)						
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Non-formulary Drug Coverage Policy


Coventry Health Care, Inc.                      Page 1                                                                                      Approved: 05/13 


Updated: 07/13, 1/14, 8/14 
Annual Review: 


 
 
 
 
This Coverage Policy applies to Commercial Health benefit plans only. 


 


NON-FORMULARY DRUG COVERAGE POLICY  
 


PURPOSE: To ensure that a mechanism exists whereby member and/or physician requests for nonformulary 


drugs are reviewed and processed on the basis of medical necessity. 


 


POLICY: When evaluating formulary exception requests, Coventry considers evidence in published medical 


and/or pharmaceutical literature, physician documentation, patient documentation, laboratory documentation, 


and any other available pertinent information. 


 


COVERAGE CRITERIA 
The requested nonformulary drug may be covered for members who meet the following criteria: 


1. The medication is being used for a Food and Drug Administration (FDA) approved indication, including 


any specific clinical criteria designated for that particular medication in the manufacturer’s product 


information when applicable, AND 


2. For drugs designated as prior authorization,  the request must meet all of the criteria set forth by the 


approved P&T committee criteria document,  AND 


3. Documentation of three (3) formulary alternatives* based on the following criteria:  


a. For requests where the Brand is non-formulary and the generic is formulary, the generic of the 


requested drug must be one of the three (3) formulary alternatives tried. If the generic also has prior 


authorization criteria, this criteria must also be met, AND 


b. Drug allergy to formulary alternatives*, OR 


c. Contraindications to, or drug-drug interactions with formulary alternatives*, OR 


d. History of unacceptable side effects with formulary alternatives*, OR 


e. Therapeutic failure to formulary alternatives*, OR 


f. Clinically unacceptable risk with a change in therapy with formulary alternatives*. AND 


4. The drug has been approved by the FDA through a [(New Drug Application (NDA), Abbreviated New Drug 


Application (ANDA), or Biologics License Applications (BLA)]. 


 


*  If there are less than three (3) formulary alternatives available, then all alternatives would be required.   


 


AUTHORIZATION PERIOD AND LIMITATIONS 
Initial Approval:  Chronic medication - 1 year;     Acute medication - One treatment course 


Extended Approval:  Chronic medication - Annually 


 


Quantity Limits:  Based on standard quantity limit list or as defined by product labeling 


   


PROCUREMENT 
Applicable pharmacy network (Retail, Mail, Specialty) 


 


NON-COVERAGE 
The requested new drug will NOT be covered for members with the following criteria: 


A. Use not approved by the FDA; and  


B. The use is unapproved and not supported by the literature or evidence as an accepted off-label use. (see 


Off-Label Use Policy for determining ‘accepted use’) 


C. Medical foods 
 


 COVERAGE POLICY 
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Disclaimer:  Coventry Health Care, Inc. (CHC) medical policies, technology assessments, and medical reviews (collectively “CHC 


Policies”) are developed by CHC to provide guidance in administering plan benefits and constitute neither offers of coverage nor medical 


advice.  Access to CHC Policies is provided for general reference purposes only and does not infer guaranteed coverage.  CHC does not 


provide health care services or supplies.  Providers are expected to exercise their independent medical judgment in rendering the most 


appropriate care. State and federal law, as well as benefit plan terms and conditions and CHC Policies in effect on the date that any 


service is rendered, including but not limited to definitions and specific inclusions/exclusions, take precedence over clinical policy and 


must be considered first in determining eligibility for coverage.  The terms of the member's benefit plan shall determine coverage. 


Some benefit plans exclude coverage for services or supplies that Coventry may consider medically necessary. If there is a 


discrepancy between this policy and a member's benefit plan, the benefit shall govern. Coverage may also differ for CHC Medicare 


and/or Medicaid members based on any applicable Centers for Medicare & Medicaid Services (CMS) coverage statements including 


National Coverage Determination (NCD), Local Medical Review Policies (LMRP) , and/or Local Coverage Determinations (LCD). As 


clinical technology is continually updated, CHC policies are subject to periodic updates.  Do not rely on printed versions of CHC policies 


as they may be outdated.  No part of this publication may be reproduced, stored in a retrieval system, or transmitted in any form or means 


without the written consent of CHC. 
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This Coverage Policy applies to Commercial Health benefit plans only. 
 


 


TRUVADA® (Tenofovir/Emtricitabine) 
 


COVERAGE POLICY 
Truvada is covered for members who meet the following criteria:  


A. Diagnosed HIV-1 infection;   


OR 


B. HIV-1 negative patients who have been exposed to HIV-1; 


OR 


C. Women who wish to become pregnant by an HIV-1 positive partner AND who meet the following criteria:  


a. Patient does not have symptoms consistent with acute HIV infection;   


b. Patient has been screened for hepatitis B infection and vaccinated if appropriate  


OR 
D. Documentation of negative HIV-1 status AND all of the following criteria are met: 


a. Patient does not have symptoms consistent with acute HIV infection; 


b. Patient has been screened for hepatitis B infection and vaccinated if appropriate; 


c. Patient is not pregnant;  


d. Individual determined to be at high risk for HIV-1 infection (Refer to appendix A) 
 


Initial therapy of 5 doses will be covered to assure that therapy is not delayed while the prior authorization 


request is being reviewed. 
 


AUTHORIZATION PERIOD AND LIMITATIONS 
Initial Approval:         


HIV-1 infection: 3 years 


Pre-exposure prophylaxis: 3 months 


Post-exposure prophylaxis: 1 month 


Extended Approval:    


HIV-1 infection: 3 years  


Pre-exposure prophylaxis:  Review every 6 months; all of the following criteria must be met:  


1. Adherence – Must have ≥ 80% adherence  


2. Risk status – Must continue to be considered high risk per appendix A  


3. Documented HIV-1 negative status; if positive refer to proper combination therapy  


4. Documented negative pregnancy test 


Post-exposure prophylaxis: none 
 


PROCUREMENT  
Specialty pharmacy source: Medco mail 
 


NON-COVERAGE 
Truvada is NOT covered for members with the following criteria:  


A. Use not approved by the FDA; and  


B. The use is unapproved and not supported by the literature or evidence as an accepted off-label use. (see Off-


Label Use Policy for determining “accepted use”) 


 


 


 


 COVERAGE POLICY 
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REFERENCES  
1. Truvada Prescribing Information. Gilead Sciences, Inc.; Foster City, CA; October, 


2013.http://www.gilead.com/pdf/truvada_pi.pdf 


2. Guidelines for the Use of Antiretroviral Agents in HIV-1-Infected Adults and Adolescents; 


http://aidsinfo.nih.gov/guidelines Accessed August 2012 


3. Guidance on oral pre-exposure prophylaxis (PrEP) for serodiscordant couples, men and transgender women 


who have sex with men at high risk of HIV http://www.who.int/hiv/pub/guidance_prep/en/index.html   


Accessed August 2012 


4. Grant RM et al., . "Preexposure Chemoprophylaxis for HIV Prevention In Men Who Have Sex With Men." 


New England Journal of Medicine 363.27 (2010): 2587-599 


5. Baeten, JM, et al., Antiretroviral Prophylaxis for HIV Prevention in Hetrosexual Men and Women. New 


England Journal of Medicine (2012) 


 


Appendix A 


 


When considering Truvada for pre-exposure prophylaxis the following factors may  


help to identify individuals at high risk:  


 


1. Have partner(s) known to be HIV-1 infected, or 


2. engage in sexual activity within a high prevalence area or social network and one or more of the 


following:  


 inconsistent or no condom use  


 diagnosis of sexually transmitted infections  


 exchange of sex for commodities (such as money, food, shelter, or drugs)  


 use of illicit drugs or alcohol dependence  


 incarceration  


 partner(s) of unknown HIV-1 status with any of the factors listed above  


 


 
Disclaimer:  Coventry Health Care, Inc. (CHC) medical policies, technology assessments, and medical reviews (collectively “CHC 


Policies”) are developed by CHC to provide guidance in administering plan benefits and constitute neither offers of coverage nor medical 


advice.  Access to CHC Policies is provided for general reference purposes only and  does not infer guaranteed coverage.  CHC does not 


provide health care services or supplies.  Providers are expected to exercise their independent medical judgment in rendering the most 


appropriate care. State and federal law, as well as benefit plan terms and conditions and CHC Policies in effect on the date that any 


service is rendered, including but not limited to definitions and specific inclusions/exclusions, take precedence over clinical policy and 


must be considered first in determining eligibility for coverage.  The terms of the member's benefit plan shall determine coverage. 


Some benefit plans exclude coverage for services or supplies that Coventry may consider medically necessary. If there is a 


discrepancy between this policy and a member's benefit plan, the benefits shall govern. Coverage may also differ for CHC Medicare 


and/or Medicaid members based on any applicable Centers for Medicare & Medicaid Services (CMS) coverage statements including 


National Coverage Determination (NCD), Local Medical Review Policies (LMRP) , and/or Local Coverage Determinations (LCD). As 


clinical technology is continually updated, CHC policies are subject to periodic updates.  Do not rely on printed versions of CHC policies 


as they may be outdated.  No part of this publication may be reproduced, stored in a retrieval system, or transmitted in any form or means 


without the written consent of CHC. 


 



http://www.gilead.com/pdf/truvada_pi.pdf

http://aidsinfo.nih.gov/guidelines%20Accessed%20August%202012

http://www.who.int/hiv/pub/guidance_prep/en/index.html
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Visit our Website at www.coventryone.com 
Fax Confidentiality Notice: The information contained in this transmission is confidential, proprietary or privileged and may be subject to protection under the law, including the Health Insurance Portability and 


Accountability Act (HIPAA).  The message is intended for the sole use of the individual or entity to whom it is addressed.  If you are not the intended recipient, you are notified that any use, distribution or copying of the 


attached material is strictly prohibited and may subject you to criminal or civil penalties. If you received this transmission in error please notify us immediately by telephone at 1-877-215-4100. 


 


 


 


NON-FORMULARY MEDICATION REQUEST FORM 
The following Coverage Policy applies to Individual Health Insurance Marketplace benefit plans only. 


 


Coverage Policy:  Select plans cover the cost of non-formulary drugs in patients who have not achieved 
the desired outcome from an adequate trial of formulary agent(s) or in patients who have had intolerable 
adverse events from formulary agent(s).  Some prescription drug benefits cover non-formulary drugs 
without prior authorization. 
 


*EXCEPTIONS MAY BE MADE FOR CLOSED BENEFITS ONLY* 


PLEASE SEND COMPLETED FORM TO COVENTRY HEALTH CARE – PHARMACEUTICAL SERVICES 


FAX:Q3 (877) 554-9139   PHONE: (877) 215-4098 


Requesting Physician:       Office Contact:       


Call Center ID:          Tax ID Number:            Plan ID:       Benefit:       


Office Fax Number:       Phone Number:       


Office Address:       


MEMBER INFORMATION 


Patient Name:       DOB:       


Member ID#:       Date of Request:        


MEDICAL INFORMATION 


Please submit additional clinical notes and documentation as appropriate for your request. 


1. Diagnosis:  ________________________ 


2. 
Drug Requested:             
                                Dose:                                                          Duration:       


3. 


List other formulary agents tried:  (include all office notes and supporting documentation) 
 


    Drug: ________________  Date(s) used:                        Therapeutic Outcome:__________ 
 


    Drug: ________________  Date(s) used:                        Therapeutic Outcome:__________ 
 


    Drug: ________________  Date(s) used:                        Therapeutic Outcome:__________ 
 


    Drug: ________________  Date(s) used:                        Therapeutic Outcome:__________ 
 


    Drug: ________________  Date(s) used:                        Therapeutic Outcome:__________ 
 


    Drug: ________________  Date(s) used:                        Therapeutic Outcome:__________ 
 


    Drug: ________________  Date(s) used:                        Therapeutic Outcome:__________ 
 


4. 
Other supporting information: 
 
 


  


ADDITIONAL COMMENTS: 


PHYSICIAN’S SIGNATURE: 


PHYSICIAN’S SPECIALTY: 


CHCHHX 2013-0057-01 
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Visit our Website at www.coventryone.com 
Fax Confidentiality Notice: The information contained in this transmission is confidential, proprietary or privileged and may be subject to protection under the law, including the Health Insurance Portability and 


Accountability Act (HIPAA).  The message is intended for the sole use of the individual or entity to whom it is addressed.  If you are not the intended recipient, you are notified that any use, distribution or copying of the 


attached material is strictly prohibited and may subject you to criminal or civil penalties. If you received this transmission in error please notify us immediately by telephone at 1-877-215-4100. 


 


 


 


PRIOR AUTHORIZATION MEDICATION – GENERAL REQUEST FORM 
The following Coverage Policy applies to Individual Health Insurance Marketplace benefit plans only. 


 In an effort to make the prior authorization procedure as efficient as possible, Coventry has created prior 
authorization forms for specific drugs.  The forms can be found at the specific Coventry Plan website.  You can 
access the specific Plan website directly or through www.coventryone.com.  The forms and the coverage criteria 
for drugs that require prior authorization will be found under the Pharmacy section. 


For all other drugs requiring prior authorization, use this form.  Please complete all sections and provide any additional 
supporting information that you feel would support your request.  


 
* A listing of all drugs that require prior authorization can be found at www.coventryone.com.    


PLEASE SEND COMPLETED FORM TO COVENTRY HEALTH CARE – PHARMACEUTICAL SERVICES 


FAX:Q3 (877) 554-9139   PHONE: (877) 215-4098 


Requesting Physician:       Office Contact:       


Call Center ID:          Tax ID Number:            Plan ID:       Benefit:       


Office Fax Number:       Phone Number:       


Office Address:       


MEMBER INFORMATION 


Patient Name:       DOB:       


Member ID#:       Date of Request:      


MEDICAL INFORMATION 


Please submit additional clinical notes and documentation as appropriate for your request. 


1. 


 Drug Requested:            
  
                   Dose:                                                          Duration:     


2. Diagnosis:  


3. 


List other formulary agents tried:  (include all office notes and supporting documentation) 
 
    Drug: ________________   Date(s) used: __________   Outcome: __________________ 
 
    Drug: ________________   Date(s) used: __________   Outcome: __________________ 
     
    Drug: ________________   Date(s) used: __________   Outcome: __________________ 
 
    Drug: ________________   Date(s) used: __________   Outcome: __________________ 
 


4. 


Other supporting information: (Supporting clinical documentation is particularly important when 
requesting an exception to coverage criteria for reasons of medical necessity.) 
 
 
 


  


ADDITIONAL COMMENTS: 


PHYSICIAN’S SIGNATURE: 


PHYSICIAN’S SPECIALTY: 


CHCHHIX  2013-0058-01 



http://www.coventryone.com/

http://www.coventryone.com/
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Precertification Request Form


 
Medical Exception/ 
Prior Authorization/Precertification* 
Request for Prescription Medications 


Fax this form to:  1-877-269-9916 
OR 


Submit your request online at:  
https://navinet.navimedix.com/Main.asp  
Visit www.aetna.com/formulary to access 


our Pharmacy Clinical Policy Bulletins. 


For FASTEST service, call 1-855-240-0535, Monday-Friday, 8 a.m. to 6 p.m. Central Time 
 


Patient Information Prescriber Information 
Patient Name  
      


Today’s Date 
      


Patient Insurance ID Number 
      


Physician Name 
      


Patient Address, City, State, ZIP 
      
 


Physician Address 
      


Home Telephone 
      


M.D. Office Telephone Number 
      


Gender  
 Male    Female                                        


Patient Date of Birth  
      


M.D. Office Fax Number 
      


Diagnosis and Medical Information 
Medication 
      


Strength 
      


Frequency 
      


Expected Length of Therapy 
      


Quantity 
      


Day Supply 
      


If this is a continuation of therapy, how long has 
the patient been on the medication? 
      


PLEASE CHECK ALL BOXES THAT APPLY: 
Do you want a drug specific prior authorization criteria form faxed to your office?   Yes    No (If yes, no further questions are required). 


 What condition is the drug being prescribed for? ICD code        
 Diagnosis        


 Does the patient have a diagnosis of cancer?   Yes    No 
 Please list all medications the patient has tried specific to the diagnosis and specify below: 


 Therapeutic failure, including length of therapy for each drug:        
 Drugs (s) contraindicated:        
 Adverse even (e.g., toxicity, allergy) for each drug:        


 Is the request for a patient with one or more chronic conditions (e.g., psychiatric condition, diabetes) who is stable on the current drug(s) and who 
might be at high risk for a significant adverse event with a medication change? If so, specify anticipated significant adverse event: 


        
 Has the condition been confirmed by diagnostic testing? If so, please provide diagnostic test and date:  


        
 Does the patient have a clinical condition for which other alternatives are not recommended based on published guidelines or clinical literature?  


If so, please provide documentation:        
 Does the patient require a specific dosage form (e.g., suspension, solution, injection)? If so, please provide dosage form:  


        
 Are additional risk factors (e.g., GI risk, cardiovascular risk, age) present? If so, please provide risk factors:        


        
 Other: Please provide additional relevant information:        


        
 


REQUIRED CLINICAL INFORMATION: PLEASE PROVIDE ALL RELEVANT CLINICAL DOCUMENTATION TO SUPPORT USE OF THIS MEDICATION.  
PLEASE COMPLETE CORRESPONDING SECTION ON BACK PAGE FOR THE SPECIFIC DRUG/CLASS LISTED BELOW. 


Antifungals/Antiemetic (5-HT3) Agents/Celebrex/Erectile Dysfunction Agents/Proton Pump Inhibitors/Protopic 
Provigil/Nuvigil/Stimulants/Tazorac/Tretinoin Products/Triptans 


**FOR ANY DRUG/CLASS NOT LISTED ON THE BACK PAGE, PLEASE ATTACH ADDITIONAL INFORMATION, BUT CANNOT EXCEED TWO PAGES** 
PRESCRIPTION BENEFIT PLAN MAY REQUEST ADDITIONAL INFORMATION OR CLARIFICATION, IF NEEDED, TO EVALUATE REQUESTS 
I attest that the medication requested is medically necessary for this patient. I further attest that the information provided is accurate and true, and that 
documentation supporting this information is available for review if requested by the health plan sponsor, or, if applicable, a state or federal regulatory 
agency.  I understand that any person who knowingly makes or causes to be made a false record or statement that is material to a claim ultimately paid 
by the United States government or any state government may be subject to civil penalties and treble damages under both the federal and state False 
Claims Acts. See, e.g., 31 U.S.C. §§ 3729-3733. 
Prescriber Signature 
      


Date 
      


Confidentiality Notice: The documents accompanying this transmission contain confidential health information that is legally privileged. If you are not 
the intended recipient, you are hereby notified that any disclosure, copying, distribution of these documents is strictly prohibited. If you have received 
this information in error, please notify the sender immediately (via return FAX) and arrange for the return or destruction of these documents. 


GR-68988 (1-14) V1 Page 1 of 2 



https://navinet.navimedix.com/Main.asp

http://www.aetna.com/formulary





PLEASE COMPLETE CORRESPONDING SECTION FOR THESE SPECIFIC DRUGS/CLASSES LISTED BELOW AND 
CIRCLE THE APPROPRIATE ANSWER OR SUPPLY RESPONSE. 


 ANTIFUNGALS: LAMISIL, SPORANOX, PENLAC, DIFLUCAN 
Does the patient have secondary medical risk factors?  Please specify which risk factor(s):         
If the patient has a diagnosis of Onychomycosis, does the infection involve the toenails, fingernails or both? Please circle 
If the diagnosis is Tinea corporis or Tinea cruris, does the patient require systemic therapy or have more extensive superficial  
infections?  Yes    No 


  ANTIEMETIC (5-HT3) AGENTS: (Ondansetron quantities of 12 or less per 30 days do not require a prior authorization) 
Is the patient receiving moderate to highly emetogenic chemotherapy?  Monthly frequency         Yes    No  
Is the patient receiving radiation therapy? Monthly frequency         Yes    No    
If the patient has a diagnosis of Hyperemesis Gravidarum, has the patient experienced an inadequate treatment response to two  
of the following medications?   
vitamin B6, doxylamine, promethazine (Phenergan), trimethobenzamide (Tigan) or metoclopramide (Reglan)?   Yes    No 


 CELEBREX:  
Is the patient at risk for a severe NSAID-related gastrointestinal (GI) adverse event (e.g., NSAID associated gastric ulcer, GI bleed)?  Yes    No 


 ERECTILE DYSFUNCTION: CIALIS, LEVITRA, VIAGRA, ALPROSTADIL 
Does the patient require nitrate therapy on a regular OR on an intermittent basis, or is the patient currently taking another  
ED medication?  Yes    No 
If a diagnosis of erectile dysfunction, is it due to neurogenic etiology, vasculogenic etiology, psychogenic etiology or mixed  
etiology? Please circle. 
Is it being used for symptomatic Benign Prostatic Hyperplasia (BPH)?  Yes    No 


 PROTON PUMP INHIBITORS: 
Does the patient have frequent and severe symptoms of GERD (e.g., heartburn, regurgitation)?  Yes    No 
Does the patient have atypical symptoms or complications of GERD (e.g., dysphagia, hoarseness, erosive esophagitis)?   Yes    No 


 PROTOPIC:   
Has the patient had a therapeutic failure of a topical corticosteroid?  Yes    No 


 PROVIGIL/NUVIGIL: 
If the patient has a diagnosis of Obstructive Sleep Apnea, is the patient currently using a continuous positive airway pressure  
(CPAP) machine or other device?   Yes    No 


 STIMULANTS: AMPHETAMINES, METHYLPHENIDATES, STRATTERA 
Is this a renewal of therapy?  Yes    No 


 TAZORAC/ TRETINOIN PRODUCTS: 
Has the patient tried and failed products from the following categories: Salicylic Acid Products OR Benzoyl Peroxide products?   Yes    No 


 TRIPTANS:   
Is the patient currently using migraine prophylactic therapy (e.g., amitriptyline, propranolol, timolol)?   Yes    No 
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Medical Pharmacy Necessity Form


OPTIMA HEALTH PLAN 
PHARMACY MEDICAL NECESSITY REQUEST FORM* 


Directions:  The prescribing physician must sign and clearly print name (preprinted stamps not valid) on this request.  
All other information may be filled in by office staff and faxed to 757-552-7516 or 1-800-750-9692.  No additional phone 
calls will be necessary if all information (including phone and fax #s


The following criteria are used when reviewing a request: 
) on this form is correct.   


• The member has failed a trial of preferred and standard medications.  These medications should 
include: 


- drugs in the same therapeutic class as the requested drug  


 - other recognized drug therapies for the medical condition 


• Drugs on the preferred and standard list are contraindicated in this member. 


Drug and Dose: _____________________________________________________________________ 


Anticipated length of therapy: __________________________________________________________ 


Reason for Request: _________________________________________________________________ 


Diagnosis: _________________________________________________________________________ 


Therapies Tried: _____________________________________________________________________ 


 


Patient Name:  ______________________________________ Member Optima #: _______________________ 


Date of Birth:  _____________________________________ 


Prescriber Name:  ___________________________________________________________________________ 


Prescriber Signature:  ___________________________________________ Date: ________________________ 


Phone Number:  ___________________________________  Fax Number: __________________________ 


DEA/NPI #:  _______________________________________   


 


 


 
 
 
 
 
 
 
 
*Approved by Pharmacy and Therapeutics Committee: 7/16/1998 
Revised/Updated:  02/14/2013; 3/7/2013; 4/24/2013; 





		Pharmacy MEDICAL NECESSITY Request Form*
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Aetna_Prior Auth_Medication Exception


 
Medical Exception/ 
Prior Authorization/Precertification* 
Request for Prescription Medications 


Fax this form to:  1-877-269-9916 
OR 


Submit your request online at:  
https://navinet.navimedix.com/Main.asp  
Visit www.aetna.com/formulary to access 


our Pharmacy Clinical Policy Bulletins. 


For FASTEST service, call 1-855-240-0535, Monday-Friday, 8 a.m. to 6 p.m. Central Time 
 


Patient Information Prescriber Information 
Patient Name  
      


Today’s Date 
      


Patient Insurance ID Number 
      


Physician Name 
      


Patient Address, City, State, ZIP 
      
 


Physician Address 
      


Home Telephone 
      


M.D. Office Telephone Number 
      


Gender  
 Male    Female                                        


Patient Date of Birth  
      


M.D. Office Fax Number 
      


Diagnosis and Medical Information 
Medication 
      


Strength 
      


Frequency 
      


Expected Length of Therapy 
      


Quantity 
      


Day Supply 
      


If this is a continuation of therapy, how long has 
the patient been on the medication? 
      


PLEASE CHECK ALL BOXES THAT APPLY: 
Do you want a drug specific prior authorization criteria form faxed to your office?   Yes    No (If yes, no further questions are required). 


 What condition is the drug being prescribed for? ICD code        
 Diagnosis        


 Does the patient have a diagnosis of cancer?   Yes    No 
 Please list all medications the patient has tried specific to the diagnosis and specify below: 


 Therapeutic failure, including length of therapy for each drug:        
 Drugs (s) contraindicated:        
 Adverse even (e.g., toxicity, allergy) for each drug:        


 Is the request for a patient with one or more chronic conditions (e.g., psychiatric condition, diabetes) who is stable on the current drug(s) and who 
might be at high risk for a significant adverse event with a medication change? If so, specify anticipated significant adverse event: 


        
 Has the condition been confirmed by diagnostic testing? If so, please provide diagnostic test and date:  


        
 Does the patient have a clinical condition for which other alternatives are not recommended based on published guidelines or clinical literature?  


If so, please provide documentation:        
 Does the patient require a specific dosage form (e.g., suspension, solution, injection)? If so, please provide dosage form:  


        
 Are additional risk factors (e.g., GI risk, cardiovascular risk, age) present? If so, please provide risk factors:        


        
 Other: Please provide additional relevant information:        


        
 


REQUIRED CLINICAL INFORMATION: PLEASE PROVIDE ALL RELEVANT CLINICAL DOCUMENTATION TO SUPPORT USE OF THIS MEDICATION.  
PLEASE COMPLETE CORRESPONDING SECTION ON BACK PAGE FOR THE SPECIFIC DRUG/CLASS LISTED BELOW. 


Antifungals/Antiemetic (5-HT3) Agents/Celebrex/Erectile Dysfunction Agents/Proton Pump Inhibitors/Protopic 
Provigil/Nuvigil/Stimulants/Tazorac/Tretinoin Products/Triptans 


**FOR ANY DRUG/CLASS NOT LISTED ON THE BACK PAGE, PLEASE ATTACH ADDITIONAL INFORMATION, BUT CANNOT EXCEED TWO PAGES** 
PRESCRIPTION BENEFIT PLAN MAY REQUEST ADDITIONAL INFORMATION OR CLARIFICATION, IF NEEDED, TO EVALUATE REQUESTS 
I attest that the medication requested is medically necessary for this patient. I further attest that the information provided is accurate and true, and that 
documentation supporting this information is available for review if requested by the health plan sponsor, or, if applicable, a state or federal regulatory 
agency.  I understand that any person who knowingly makes or causes to be made a false record or statement that is material to a claim ultimately paid 
by the United States government or any state government may be subject to civil penalties and treble damages under both the federal and state False 
Claims Acts. See, e.g., 31 U.S.C. §§ 3729-3733. 
Prescriber Signature 
      


Date 
      


Confidentiality Notice: The documents accompanying this transmission contain confidential health information that is legally privileged. If you are not 
the intended recipient, you are hereby notified that any disclosure, copying, distribution of these documents is strictly prohibited. If you have received 
this information in error, please notify the sender immediately (via return FAX) and arrange for the return or destruction of these documents. 
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PLEASE COMPLETE CORRESPONDING SECTION FOR THESE SPECIFIC DRUGS/CLASSES LISTED BELOW AND 
CIRCLE THE APPROPRIATE ANSWER OR SUPPLY RESPONSE. 


 ANTIFUNGALS: LAMISIL, SPORANOX, PENLAC, DIFLUCAN 
Does the patient have secondary medical risk factors?  Please specify which risk factor(s):         
If the patient has a diagnosis of Onychomycosis, does the infection involve the toenails, fingernails or both? Please circle 
If the diagnosis is Tinea corporis or Tinea cruris, does the patient require systemic therapy or have more extensive superficial  
infections?  Yes    No 


  ANTIEMETIC (5-HT3) AGENTS: (Ondansetron quantities of 12 or less per 30 days do not require a prior authorization) 
Is the patient receiving moderate to highly emetogenic chemotherapy?  Monthly frequency         Yes    No  
Is the patient receiving radiation therapy? Monthly frequency         Yes    No    
If the patient has a diagnosis of Hyperemesis Gravidarum, has the patient experienced an inadequate treatment response to two  
of the following medications?   
vitamin B6, doxylamine, promethazine (Phenergan), trimethobenzamide (Tigan) or metoclopramide (Reglan)?   Yes    No 


 CELEBREX:  
Is the patient at risk for a severe NSAID-related gastrointestinal (GI) adverse event (e.g., NSAID associated gastric ulcer, GI bleed)?  Yes    No 


 ERECTILE DYSFUNCTION: CIALIS, LEVITRA, VIAGRA, ALPROSTADIL 
Does the patient require nitrate therapy on a regular OR on an intermittent basis, or is the patient currently taking another  
ED medication?  Yes    No 
If a diagnosis of erectile dysfunction, is it due to neurogenic etiology, vasculogenic etiology, psychogenic etiology or mixed  
etiology? Please circle. 
Is it being used for symptomatic Benign Prostatic Hyperplasia (BPH)?  Yes    No 


 PROTON PUMP INHIBITORS: 
Does the patient have frequent and severe symptoms of GERD (e.g., heartburn, regurgitation)?  Yes    No 
Does the patient have atypical symptoms or complications of GERD (e.g., dysphagia, hoarseness, erosive esophagitis)?   Yes    No 


 PROTOPIC:   
Has the patient had a therapeutic failure of a topical corticosteroid?  Yes    No 


 PROVIGIL/NUVIGIL: 
If the patient has a diagnosis of Obstructive Sleep Apnea, is the patient currently using a continuous positive airway pressure  
(CPAP) machine or other device?   Yes    No 


 STIMULANTS: AMPHETAMINES, METHYLPHENIDATES, STRATTERA 
Is this a renewal of therapy?  Yes    No 


 TAZORAC/ TRETINOIN PRODUCTS: 
Has the patient tried and failed products from the following categories: Salicylic Acid Products OR Benzoyl Peroxide products?   Yes    No 


 TRIPTANS:   
Is the patient currently using migraine prophylactic therapy (e.g., amitriptyline, propranolol, timolol)?   Yes    No 
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