
















































































































































































	Requested Drug: 
	DOSAGE: 
	QUALIFICATIONS FOR COVERAGE FAILED GENERIC EQUIVALENT: 
	ADVERSE REACTION TO GENERIC EQUIVALENT ATTACH FDA MEDWATCH FORM OR CONTRAINDICATED PROVIDE DESCRIPTION: 
	Address: 
	City: 
	State: 
	REQUESTED DRUG: 
	Start Date: 
	Dose: 
	End Date: 
	Frequency: 
	I confirm that I have considered a generic or other alternative and that the requested drug is expected to result in the: Off
	PHARMACY NAME: 
	ND MEDICAID PROVIDER NUMBER: 
	NDC: 
	Initials: 
	Denied Reasons: 
	Recipient Name: 
	Recipient Date of Birth: 
	Recipient Medicaid ID Number: 
	Prescriber Name: 
	Prescriber Medicaid Provider Number: 
	Telephone Number: 
	Fax Number: 
	Zip Code: 
	Requested Drug and Dosage XENICAL: 
	XENICAL: Off
	Diagnosis for this request: 
	Qualifications for coverage: 
	Dietician evaluation attached: 
	undefined: Off
	Height: 
	Weight: 
	BMI: 
	Prescriber Signature: 
	Date: 
	TELEPHONE NUMBER: 
	FAX NUMBER: 
	DRUG: 
	Date Received: 
	Approved by: 
	Requested Drug and Dosage: 
	Failed generic drug: Off
	PHONE NUMBER: 
	Approved  Effective dates of PA From   To: 
	RECIPIENT NAME: 
	RECIPIENT MEDICAID ID NUMBERRow1: 
	Recipient Date of birth: 
	PRESCRIBER NAME: 
	PRESCRIBER MEDICAID ID NUMBER: 
	Phone: 
	FAX   Row1: 
	Zip: 
	REQUESTED DRUG KETEK: 
	Requested Dosage must be completed: 
	Community acquired pneumonia of mild to moderate severity due to Streptococcus pneumoniae including multidrug: Off
	undefined_2: Off
	Please list fluoroquinolone or tetracycline that patient is allergic to: 
	Prescriber Signature Date: 
	Phone_2: 
	FAX: 
	Drug: 
	Requested Drug and Dosage ACZONE GEL: 
	ACZONE GEL: Off
	Failed acne therapy: Off
	Name of medication failed: 


