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AETNA BETTER HEALTH PENN MEDICAID
Non-Forml ary Med cations (PASE)
This fax rnachite is located ina secure coat on as required by HIPAL -egulations.
Competeireview inforrmation, & gn and date. Fax signed forms to Astna Better Heakh Pennsylvania Medicaid at 1-877-308-
8077
Fleass contao: Aetna Bedel —ealth Pannsyivanis Medivaid st 1-B685.63841232 with questions rega-ting ine Frior

Authoization process.
Wnen conditions are met, we will autharize the coverage of hon-Formulary Medications (PARE)

PRV - -

Diug Name {select from list of drugs shown)
Cther, Please specify

Quantity o Frequency Strength } .
Route of Administration Expected Length of Therapy

e m et e ek k bk bkt £ AT P L% 01 EIES R ALASTRY £ YR PR N meyren

Patient Information
Patient Name:
Patient 10:

Patient Group No.:
Patient COB:
Fatiert Phone:

Frescribing Physician
Physician Name:
Physician Phone:
Physician Fax:
Physiclan Address:
Cry, State, Zip:

Diagnosis: : iCD Code;

Comments,

Pleace circle the appropilate answer fol each (ligstion.
4. s this a request that has been previously epproved? * N
(It the answsr to this question 1s yes, then ne further questions. )

2. Has the patient tied a minimum of three formulary medications, If Y N
available? Please fist the medications ltied and reason Tor
treatment failure:

[If the answer lo this quastion is yes, then skip to question 6.]

3. Dees the patient have a contra:naication, such as drug allergy or Y N
serious drug interaction 16 formulary alternatives? Please list the
medications and contraindications here:

(If the answer to this guestion is yes, then skip to question 6.]

4. s the drug being prescribed because all other fermuiary Y N
medicahons do not have @ medically accepted uss for the
patientas spegific diagnosis?
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[if the answer to this question is yes. then slap to question 6.
5. Isthe requested medication teing prescribad for Non-FA
approved indisations? -
Please submit ALL supporting documentation: Clinical notes and relevant laboratery resulis to
suppot the dizgnosis; Gilnical literature to suppon safely, efficacy and dosing for the interded
use {acceptable literature sources include drug information cormpendiz such as Clinical
Pharmacology or MicromedeX, Clinteal Practice Guidelines, or ¢inical tnals from pest-revigwed
jeurnais)
6. Isihis a requsst for a guantity-himit exception for this medication?
Please cocument regson for quarntity firnit override recuest here
{e.g., dusage change)

YoM

YoON

| affirm that the iformation given on this formr s tiue and accurate as of this date.

-Prescribsr (Or Authorizod) Signatire and Date
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