= Office of Medical Assistance Programs
pe nn SYlva nia Fee-for-Service, Pharmacy Division

DEPARTMENT OF HUMAN SERVICES Phone 1-800-537-8862 Fax 1-866-327-0191

ACTHAR (repository corticotropin) PRIOR AUTHORIZATION FORM

Prior authorization guidelines for H.P. Acthar Gel are available on the DHS Pharmacy Services website at
https://www.dhs.pa.gov/providers/Pharmacy-Services/Pages/default.aspx.

[INew request [ ]Renewal request # of pages: Prescriber name:

Name of office contact; Specialty:

Contact’s phone number: NPI: State license #:
LTC facility contact/phone: Street address:

Beneficiary name: Suite #: City/state/zip:

Beneficiary ID#: DOB: Phone: Fax:

CLINICAL INFORMATION

Product requested: [ |Acthar Gel 400 unit/5 ml vial  [_]Acthar Route: [JM [Js@ [
Directions: Quantity: Refills:
Diagnosis (submit documentation): Diagnosis code (required):

Complete section applicable to the beneficiary’s diagnosis and SUBMIT DOCUMENTATION for each item.
[lInfantile spasms: Submit documentation of diagnosis.

[ IMultiple sclerosis (MS):
[ICurrently experiencing an MS exacerbation
[Acthar has been effective in treating a previous exacerbation
[ITried and failed or has a contraindication or intolerance to oral corticosteroids for the treatment of an MS exacerbation
[|Tried and failed or has a contraindication or intolerance to IV methylprednisolone for the treatment of an MS exacerbation
[_]Currently receiving chronic/maintenance medication for the treatment of MS

[_]All other indications:
[ IDiagnosis and dose are listed in the Acthar package insert
[ IDiagnosis and dose are supported by national recognized compendia for the determination of medically accepted indications for
off-label uses
[ ]Tried and failed or has a contraindication or intolerance to oral corticosteroids
[ITried and failed or has a contraindication or intolerance to IV methylprednisolone

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 1/1/20



https://www.dhs.pa.gov/providers/Pharmacy-Services/Pages/default.aspx

