
 
                      
                           
                        
                    
    

      
            

     

     

     

   

      

   

 
     

       

      

 
          
   

            
         

           
            

         

               

                  
  

                 
            

           

  
       

        
     
                       
      
        
               
                
            
    

   
______________________________________________________________________________________________________________ 

Prior Authorization Request Form (Page 1 of 2)
DO NOT COPY FOR FUTURE USE. FORMS ARE UPDATED FREQUENTLY AND MAY BE BARCODED 

Member Information (required) Provider Information (required) 
Member Name: Provider Name: 

Insurance ID#: NPI#: Specialty: 

Date of Birth: Office Phone: 

Street Address: Office Fax: 

City: State: Zip: Office Street Address: 

Phone: City: State: Zip: 

Medication Information (required) 
Medication Name: Strength: Dosage Form: 

 Check if requesting brand Directions for Use: 

 Check if request is for continuation of therapy 

Clinical Information (required) 
What is the patient’s diagnosis for the medication being requested? ________________________________________________
ICD-10 Code(s): _____________________________________ 

What medication(s) has the patient tried and had an inadequate response to? (Please specify ALL medication(s)/strengths tried,
length of trial, and reason for discontinuation of each medication) 

What medication(s) does the patient have a contraindication or intolerance to? (Please specify ALL medication(s) with the
associated contraindication to or specific issues resulting in intolerance to each medication) 

Are there any supporting labs or test results? (Please specify) 

Use of High Risk Medications (HRMs) in the elderly (applies on patients ≥ 65 years ONLY): 
"Use of High Risk Medications in the Elderly" is measure 238 of the Centers for Medicare & Medicaid Services Physician Quality 
Reporting System. 

Does the provider acknowledge that this drug has been identified by the Centers for Medicare and Medicaid Services as a high risk 
medication in the 65 and older population?  Yes  No 

Does the provider wish to proceed with the originally prescribed medication?  Yes  No 

Quantity limit requests: 
What is the quantity requested per DAY? ______ 

What is the reason for exceeding the plan limitations? 
 Titration or loading-dose purposes 
 Patient is on a dose-alternating schedule (e.g., one tablet in the morning and two tablets at night, one to two tablets at 
bedtime) 

 Requested strength/dose is not commercially available 
 There is a medically necessary justification why the patient cannot use a higher commercially available strength to achieve 
the same dosage and remain within the same dosing frequency. Please specify: _______________________________ 

 Patient requires a greater quantity for the treatment of a larger surface area [Topical applications only] 
 Other: ______________________________________________________________________________________ 

Y0043_ N00016915_C 

This document and others if attached contain information that is privileged, confidential and/or may contain protected health information (PHI). The Provider 
named above is required to safeguard PHI by applicable law. The information in this document is for the sole use of OptumRx. Proper consent to disclose 
PHI between these parties has been obtained. If you received this document by mistake, please know that sharing, copying, distributing or using information 
in this document is against the law. If you are not the intended recipient, please notify the sender immediately.
Office use only: General_KaiserPD_2021Jan 
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______________________________________________________________________________________________________________ 

Prior Authorization Request Form (Page 2 of 2)
DO NOT COPY FOR FUTURE USE. FORMS ARE UPDATED FREQUENTLY AND MAY BE BARCODED 

Are there any other comments, diagnoses, symptoms, medications tried or failed, and/or any other information the physician feels is important to 
this review? 

Please note: This request may be denied unless all required information is received. 
If the patient is not able to meet the above standard prior authorization requirements, please call 1-877-645-1282. 
For urgent or expedited requests please call 1-877-645-1282. 
This form may be used for non-urgent requests and faxed to 1-844-403-1028. 

Y0043_ N00016915_C 

This document and others if attached contain information that is privileged, confidential and/or may contain protected health information (PHI). The Provider 
named above is required to safeguard PHI by applicable law. The information in this document is for the sole use of OptumRx. Proper consent to disclose 
PHI between these parties has been obtained. If you received this document by mistake, please know that sharing, copying, distributing or using information 
in this document is against the law. If you are not the intended recipient, please notify the sender immediately.
Office use only: General_KaiserPD_2021Jan 



 
 
 

   
  

  
  

  

   
 

  
  

 
    

 
  
  

   
  

 
 

   
 

 
 

 
  

  
    
  

 

 

 
 
 
 
 
 
  

Notice of nondiscrimination 
Kaiser Permanente complies with applicable federal civil rights laws and does not discriminate 
on the basis of race, color, national origin, age, disability, or sex. Kaiser Permanente does not 
exclude people or treat them differently because of race, color, national origin, age, disability, 
or sex. We also: 

• Provide no cost aids and services to people with disabilities to communicate effectively 
with us, such as: 
♦ Qualified sign language interpreters. 
♦ Written information in other formats, such as large print, audio, and accessible 

electronic formats. 
• Provide no cost language services to people whose primary language is not English, 

such as: 
♦ Qualified interpreters. 
♦ Information written in other languages. 

If you need these services, call Member Services at 1-800-443-0815 (TTY 711), 8 a.m. to 8 p.m., 
seven days a week. 

If you believe that Kaiser Permanente has failed to provide these services or discriminated in 
another way on the basis of race, color, national origin, age, disability, or sex, you can file a 
grievance with our Civil Rights Coordinator by writing to One Kaiser Plaza, 12th Floor, Suite 1223, 
Oakland, CA 94612 or calling Member Services at the number listed above. You can file a 
grievance by mail or phone. If you need help filing a grievance, our Civil Rights Coordinator is 
available to help you. You can also file a civil rights complaint with the U.S. Department of Health 
and Human Services, Office for Civil Rights electronically through the Office for Civil Rights 
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone 
at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, 
HHH Building, Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint forms 
are available at http://www.hhs.gov/ocr/office/file/index.html. 

60899008 

http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf


    
         

 
 

 
    

 
   

    

 
   

 

 
       

    

 
 

   

 
         

     

 
           

     
 

 
         

     

 

 

 

 

Multi-language Interpreter Services 
English 
ATTENTION: If you speak a language other than English, language assistance services, free of 
charge, are available to you. Call 1-800-443-0815 (TTY: 711). 

Spanish
ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. 
Llame al 1-800-443-0815 (TTY: 711). 

Chinese
注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 1-800-443-0815
（ TTY： 711）。 

Vietnamese 
CHÚ Ý:  Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn. 
Gọi số 1-800-443-0815 (TTY: 711). 

Tagalog 
PAUNAWA:  Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong 
sa wika nang walang bayad.  Tumawag sa 1-800-443-0815 (TTY: 711). 

Korean 
주의 :  한국어를 사용하시는 경우 , 언어 지원 서비스를 무료로 이용하실 수 있습니다 .  

1-800-443-0815 (TTY: 711) 번으로 전화해 주십시오 . 

Armenian 
ՈՒՇԱԴՐՈՒԹՅՈՒՆ՝ Եթե խոսում եք հայերեն, ապա ձեզ անվճար կարող են տրամադրվել 
լեզվական աջակցության ծառայություններ:  Զանգահարեք 1-800-443-0815 (TTY (հեռատիպ)՝ 
711): 

Russian 
ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные услуги 
перевода. Звоните 1-800-443-0815 (телетайп: 711). 

Japanese
注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。 1-800-443-0815
（ TTY:711）まで、お電話にてご連絡ください。

60897108 CA 



 

 

 

 
                        

     

 
     

  

 
           

      

 
          

     

 

 

 

 

 

 

 

 

Hmong 
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. 
Hu rau 1-800-443-0815 (TTY: 711). 

Thai 
เรยีน:  ถ้าคุณพดูภาษาไทยคุณสามารถใชบ้รกิารช่วยเหลอืทางภาษาไดฟ้ร ี โทร 1-800-443-0815 
(TTY: 711). 

Farsi 
ھجوت :  ی ماانیربان لاتی تس ماھرفاشم ی بر گا تروصب ی زھ د،یکن ی م گوفتگ سیرافنازبر بھ اگ

. 

Arabic 

 با . شداب (TTY: 711) 0815-443-800-1 دیریبگ سا تم

- مقر ب لصت ا .نجابالم كل رف وات ت ةیوغللا دة عسا مل ا تامدخ نفإ ،ةغلل ا ركذ ا ثدح تت تنك ذاإ :ةظحولم
.(711-  0815-443-800-1 :مكبلاو م لص ا فتھا م قر(
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