PRIOR AUTHORIZATION REQUEST FORM

EOC ID:
II-}I‘ER'AIL:{II}IERS Lyrica® (Pregabalin)

In Wellness and Health, Partners for Life. . Phone: 215-991-4300 Fax back to: 866-240-3712

HEALTH PARTNERS manages the pharmacy drug benefit for your patient. Certain requests for coverage require review with the prescribing physician.
Please answer the following questions and fax this form to the number listed above. Please print clearly.

Patient Name: Physician Name:

Member Number: Fax: Phone:

Date of Birth: Office Contact:

Group Number: NPI: State Lic. Id:
Address: Address:

City, State, Zip: City, State, Zip:

Drug Name: [] Expedited/Urgent

Directions:

Please answer the following questions and sign below:

Q1. What is the requested duration of therapy?
[1 3 months orless [ More than 3 months

Q2. What is the patient's diagnosis?
[0 FIBROMYALGIA
1 PARTIAL ONSET SEIZURES
[1 POSTHERPETIC NEURALGIA
[ DIABETIC PERIPHERAL NEUROPATHY
[0 OTHER

Q3. If OTHER, please specify:

Q4. FOR PARTIAL ONSET SEIZURES: Is Lyrica being used as adjunctive therapy?
[1Yes [ No

Q5. FOR POSTHERPETIC NEURALGIA OR DIABETIC PERIPHERAL NEUROPATHY: Does patient have a history of
therapeutic failure or contraindication to gabapentin?

[0 Yes [ No

Q6. FOR POSTHERPETIC NEURALGIA OR DIABETIC PERIPHERAL NEUROPATHY: Does patient have a history of
therapeutic failure or contraindication to tricyclics?

[0 Yes [J No

Q7. FOR FIBROMYALGIA: Does the patient have a history of widespread pain as defined by the American College of
Rheumatology present for a least 3 months?

[0 Yes [ No

Q8. FOR FIBROMYALGIA: Is there presence of 11 out of 18 paired, bilateral tender points as defined by the American
College of Rheumatology?

[1 Yes [ No

Q9. FOR FIBROMYALGIA: Has the patient been appropriately treated for the conditions listed in the National Guideline




PRIOR AUTHORIZATION REQUEST FORM

EOC ID:
FERA%'-{I%RS Lyrica® (Pregabalin)

In Wellness and Health, Pastners for Life. . Phone: 215-991-4300 Fax back to: 866-240-3712

HEALTH PARTNERS manages the pharmacy drug benefit for your patient. Certain requests for coverage require review with the prescribing physician.
Please answer the following questions and fax this form to the number listed above. Please print clearly.

Patient Name: Physician Name:

Clearinghouse Fibromyalgia treatment guideline or have those conditions been excluded?
] Yes [ No
Q10. FOR FIBROMYALGIA: Does the patient have a history of therapeutic failure or contraindication to 3
non-pharmacologic first line therapies? (such as heated pool treatment, physiotherapy, aerobic exercise, strength training)
O Yes [ No
Q11. FOR FIBROMYALGIA: Does the patient have a history of therapeutic failure, contraindication, or intolerance to
gabapentin?
[l Yes [ No
Q12. FOR FIBROMYALGIA: Does the patient have a history of therapeutic failure, contraindication, or intolerance to one
tricyclic or one SSRI or one SNRI?
O Yes [ No

Physician Signature Date

This telecopy transmission contains confidential information belonging to the sender that is legally privileged. This information is intended only for the use of the individual or
entity named above. The authorized recipient of this information is prohibited from disclosing this information to any other party. If you are not the intended recipient, you are
hereby notified that any disclosure, copying, distribution or action taken in reference to the contents of this document is strictly prohibited. If you have received this telecopy in
error, please notify the sender immediately to arrange for the return of this document.
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