pennsylvania

DEPARTMENT OF HUMAN SERVICES

Office of Medical Assistance Programs
Fee-for-Service, Pharmacy Division
Phone 1-800-537-8862 Fax 1-866-327-0191

OPHTHALMICS, GLAUCOMA AGENTS PRIOR AUTHORIZATION FORM

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

« Toreview the prior authorization guidelines for Ophthalmics, Glaucoma Agents, please refer to the Medical Assistance Prior
Authorization of Pharmaceutical Services Handbook Chapter — Ophthalmics, Glaucoma Agents (accessible at:
http://www.dhs.pa.gov/provider/pharmacyservices/drugsrequiringclinicalpriorauthorization/index.htm).

PRIOR AUTHORIZATION INFORMATION PRESCRIBER INFORMATION

[INew request [_JAdditional info # of pages in request:
[JRenewal 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
[IBetagan drops . o
[Jbetaxolol 0.5% drops (Betoptic) [isopto Carpine drops |:|T!mopt!c Ocudose drgps ,
Cbimatoprost 0.03% drops (Lumigan 0.03%) [llstalol drops [ITimoptic XE gel-forming sol'n
Non-preferred NS Y PP [JLumigan 0.01% drops [travoprost 0.004% drops
e [Jbrimonidine-P 0.15% drops (Alphagan-P 0.15%) = .
medication [ICosopt PF drops [Iphospholine iodide 0.125% drops  (Travatan Z)
requested: |:|Cosopt drobs P []Simbrinza drops [ Trusopt drops
Slon diﬁe 0 59,/ drons Cltimolol 0.25% and 0.5% gel- [Xalatan drops
P 70 drop forming solution []Zioptan drops

[lopidine 1% drops

NOTE: Brand names, where applicable, are listed in italics for reference purposes only. These brand name agents may or may not still be available in

the marketplace.

Directions:

Quantity: Refills:

Diagnosis (submit documentation):

DX code (required):

1. Does the Recipient have a history of trial and failure, contraindication, or intolerance of
the preferred Ophthalmics, Glaucoma Agents? Check all that apply.

[]Alphagan-P 0.1% drops

[]Alphagan-P 0.15% drops
[lapraclonidine 0.5% drops (lopidine 0.5%)
[_]Azopt drops

[1Betoptic-S 0.25% drops

[ Ibrimonidine 0.2% drops (Alphagan)
[carteolol 1% drops (Ocupress)
[_]Combigan drops

[Idorzolamide 2% drops (Trusopt)
[ldorzolamide/timolol drops (Cosopt)
[latanoprost 0.005% drops (Xalatan)
[levobunolol 0.5% drops (Betagan)
[pilocarpine drops (Isopto Carpine)
[timolol 0.25% and 0.5% drops (Timoptic)
[ITimoptic 0.25% and 0.5% drops
[ITravatan Z drops

[ ]Yes — Submit all supporting
documentation of preferred agents tried

and treatment outcomes, including

contraindications or intolerances.

[ INo

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.

Form effective 01/31/17



http://www.dhs.pa.gov/provider/pharmacyservices/drugsrequiringclinicalpriorauthorization/index.htm

