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Member Information (requireq) Provider Information (requireq)
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:

QA Check if requesting brand Directions for Use:

4 Check if request is for continuation of therap
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? O Yes O No

Does the provider wish to proceed with the originally prescribed medication? O Yes O 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:
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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.
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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 1-888-277-3914.
For urgent or expedited requests please call 1-888-277-3914.
This form may be used for non-urgent requests and faxed to 1-844-403-1028.

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 OptumRXx. 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.
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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 Health Plan 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:

o Qualified sign language interpreters.
o Written information in other formats, such as large print, audio, and accessible
electronic formats.
e Provide no cost language services to people whose primary language is not English,
such as:

o Qualified interpreters.
o Information written in other languages.

If you need these services, call Member Services at 1-800-232-4404 (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 Attention: Member Services,

Nine Piedmont Center, 3495 Piedmont Road NE, Atlanta, GA 30305 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/lindex.html.
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may
have about our health or drug plan. To get an interpreter, just call us at
1-800-232-4404 (TTY 711). Someone who speaks English/Language can help you.
This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-800-232-4404 (TTY 711). Alguien
que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: HA 15 k00 S dniF ik 55, B ODIR M 3 T R sl 25 W PR S v AT ] 58 1],
AR R IR S, TEFH 1-800-232-4404 (TTY 711), FAI S TAE A R IR =8 1)
R, XIS,

Chinese Cantonese: &% Fofl"P{d sl gy (4 [ vl Befr A e ], LBk e 2o Ik
%o MRS, HE0E 1-800-232-4404 (TTY 711), FedMakid vy A B4 s AR O E
W), i e—HRE R,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa
1-800-232-4404 (TTY 711). Maaari kayong tulungan ng isang nakakapagsalita ng
Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre

a toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-800-232-4404 (TTY 711). Un interlocuteur parlant Francais pourra vous
aider. Ce service est gratuit.

Viethamese: Chung téi cé dich vu thdng dich mién phi dé tra I6i cac cau hoi vé

chudng suic khoe va chuadng trinh thuéc men. Néu qui vi can thong dich vién xin
goi 1-800-232-4404 (TTY 711). sé c6 nhan vién ndi tiéng Viét giup d3 qui vi. Day la
dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-800-232-4404 (TTY 711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.
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Korean: WA= o8 HE i ok 1 3o B3t Ao gl =g]ux T8 59 A As
AwEh gl §o] AN 2 o] 85)el W 4131 1-800-232-4404 (TTY 711). o2 o))
THAL. ool & 6}“ G3x7 =9 =8 AYYT o] MujAE FRE S9FE YL

Russian: Ecnu y Bac BO3HMKHYT BOMNPOCblI OTHOCUTE/IbHO CTPaxoBOro uim
MeAMKAMEeHTHOro rnjaHa, Bbl MOXeTe BOCMO/Ib30BaTbCA HawmnMm 6ecnnaTtHbIMm
ycnyramm nepesoaymkoB. YTob6bl BOCMONb30BATLCA yC/yraMmm nepeBoavmnKka,
Nno3BOHUTE HaM Mno TenedoHy 1-800-232-4404 (TTY 711). BaM okKaxeT NOMOLLb
COTPYAHMK, KOTOPbIM rOBOPUT NO-pYCCKKU. [laHHasa ycnyra 6ecnnaTHas.

Ll A Jsan sl daally hei Al ol e AU dlaall (g5l an el cilers 365 Wl ; Arabic
L el o siow 1-800-232-4404 (TTY 711) o L Juai¥) (5 s dlile l (556 an jis e J paall
Ailae Fadd o3 hiae Lay Ay jall Caaaty

Hindi: SHAR WA 1 &al &1 Yo &b IR H 31U [t Ht % & Sared ¢ & ot gUR Ui g

U a1t IUT §. T GUTIT T R & foTd, &% §H 1-800-232-4404 (TTY 711) R BIA
ﬁ HIs Ao il fgwa! SIadl & 3MUD! Aag HR Thdl §. I8 U Jud JdT 6.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-800-232-4404 (TTY 711). Un nostro incaricato che parla
Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretacao gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de salde ou de medicagao.
Para obter um intérprete, contacte-nos através do nimero 1-800-232-4404 (TTY 711).
Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este servico

é gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon entepreét, jis
rele nou nan 1-800-232-4404 (TTY 711). Yon moun ki pale Kreyol kapab ede w.

Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystac z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwonic¢ pod numer 1-800-232-4404 (TTY 711). Ta ustuga jest bezptatna.

Japanese: Yjit DR (SRR & K AL JEET 7 S ICBEY 2 STHBICBEZ T 6720
2, R OHRYT —E 22H N T8 WET, HRE S Haic i b1,
1-800-232-4404 (TTY 711). IC BHEREC 23 v, HAREZEET A E 2 ZRw72L ¥, ot
Rkl Y— v 2 TT,
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