
    
 

 

Form effective 10/26/15 

Office of Medical Assistance Programs 
Fee-for-Service, Pharmacy Division 

Phone 1-800-537-8862 Fax 1-866-327-0191 

 
ENTRESTO (sacubitril/valsartan) 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 Angiotensin Modulators, please refer to the Medical Assistance Prior Authorization of 

Pharmaceutical Services Handbook Chapter – Angiotensin Modulators (accessible at: http://www.dhs.state.pa.us/publications/bulletinsearch/index.htm).   

 

 

 

 

 

 

 

 

 

 

 
 
 

 

 
 
 

CLINICAL INFORMATION 

Medication requested: ______________________________________________ Strength: ________________ Qty: __________ Refills: ________ 

Directions: __________________________________________________ Diagnosis: _______________________ Dx code: ___________ (required) 
 

ALL requests: 
1. Is the Recipient pregnant or breastfeeding? Yes   No 

2. Does the Recipient have diabetes? Yes   No 

3. Will the Recipient be taking any of the following medications in addition to the requested medication? Submit 
documentation of Recipient’s full current medication list.    an ACE inhibitor    an ARB    aliskiren (Tekturna)                

Yes   No 

4. Does the Recipient have a history of a hypersensitivity reaction to an ACE inhibitor or ARB? Yes   No  

5. Does the Recipient have recent results of liver function tests (LFTs)?  Yes – submit results   No 
 

INITIAL requests: 

1. Does the Recipient have a diagnosis of NYHA Functional Class II, III, or IV heart failure? 
Yes – submit documentation 

supporting diagnosis and classification 

No 

2. What is the Recipient’s left ventricular ejection fraction (LVEF)?          LVEF: ______________ % Submit results of diagnostic evaluation 

3. Is the Recipient currently taking optimally-tolerated doses for the treatment of heart failure of all of the 
following types of medications? Check all that apply.  

ACE 
inhibitors 
and/or 
ARBs 

Beta-blockers 

bisoprolol 
carvedilol 
metoprolol succinate ER/XL 
other: _____________ 

Mineralocorticoid 
receptor blockers 

eplerenone 
spironolactone 
other: __________ 

   Diuretics 

bumetanide 
chlorthalidone 
furosemide 
HCTZ 

indapamide 
metolazone 
torsemide 
other: ___________ 

 

 

Yes – submit documentation   No 

4. Does the Recipient have a contraindication or intolerance to, or has the Recipient tried and failed, the agents 
(taken at maximally-tolerated FDA-approved doses) in the previous question?   

Yes – submit documentation   No 

5. Does the Recipient have results of a plasma B-type natriuretic peptide (BNP) or N-terminal pro-BNP (NT-
proBNP) test? 

Yes – submit results            No 

6. Was the Recipient hospitalized for heart failure in the past 12 months? Yes – submit documentation   No 

7. Does the Recipient have results of a recent blood pressure measurement?  Yes – submit results            No 

8. Does the Recipient have results of baseline electrolyte and kidney function tests?  Yes – submit results            No 
 

RENEWAL requests: 

1. Does the Recipient have results of recent (since starting therapy) electrolyte and kidney function tests? Yes – submit results            No 

 
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.   

PRIOR AUTHORIZATION REQUEST INFORMATION 

□New  □Renewal  □Additional info. (PA#:________________) 

Number of pages in this request: ______________________________  

Name of office contact: _____________________________________ 

Contact’s phone number: ____________________________________ 

Long-Term Care contact/phone: ______________________________ 

RECIPIENT INFORMATION 

Recipient Name: __________________________________________ 

Recipient ID#: _________________________ DOB: ______________ 

 

 

PRESCRIBER INFORMATION  

Prescriber name: _____________________________________________ 

 

Specialty: ______________________ State license #: _______________ 

 

NPI: ____________________ -OR- MA Provider ID#: ________________ 

Street address: ______________________________________________ 

 

Suite #: _______ City/state/zip:__________________________________  

 

Phone: __________________________ Fax:_______________________ 

http://www.dhs.state.pa.us/publications/bulletinsearch/index.htm

