
04/2015 

 

Drug
Ata
Av
Co
Dio
Mi
Tev

Date: _

Patien

Prescr

Office

1.  DIA

2.  PA

A. 

B. 
 

C. 

 
D.

A
A
c
H

 

 

Please 
 

 

 

 

PA-Brands with ge

g Requested
acand ® [HCT]

vapro® [Avalide
zaar® [Hyzaar]
ovan® [HCT]   
cardis® [HCT]
veten ®            

__________

nt Name:  ___

ribing Physici

e Fax #:  ___

AGNOSIS F

ATIENT HIS

Is drug requ

  Did patient 
equivalent 

If yes please li

Did patient 
alternative 

If yes please li
 Did patient 

brand produ

Category 
Angiotensin I
Angiotensin I
channel block
HMG Co A r

If yes please li

provide any a

FAX TO

eneric equivalents  

 

O

d: (check on
]       Exfor
e]     Twyn
]       Lipito
       Ambi
       Lunes
       Sonat

___________

__________

ian:  ______

___________

FOR DRUG

STORY:   

uested being u

have an inade
of the reques

ist the name(s) of

have an inade
in the same c

ist the name(s ) o
have an inade

uct in the clas

II receptor an
II receptor an
ker 
reductase inhi

ist the name(s ) o

additional info

O (888) 671-5

 

Bra
ONLY COMP

ne) 
rge®              
nsta®              
or ®              
en® 5mg  [CR 
sta® 1mg, 2mg 
ta ®   

_______ 

___________

___________

__________

G REQUES

used for an FD

equate respons
ted brand nam

f the agents tried

equate respon
class as the req

of the agents trie
equate respon
s?  (if applicab

ntagonists 
ntagonists/ cal

ibitors 

of the agents trie

ormation: 

5285.  YOUR

 

Prior Auth

ands with 
PLETED RE

6.25mg]
      

__________

__________

__________

STED:_____

DA approved i

se or inability 
me product? 

d __________

se or inability 
quested brand 

ed _________
se or inability 
ble) 

lcium 

ed _________

R OFFICE W

 

horization

generic eq
EQUESTS W

Ativan®    
Valium®    

Xanax®    
Percocet® 

Halcion®

Doral®

Patient

_ Provid

_ Office 

Office 

___________

indication? 

to tolerate the

____________

to tolerate a g
name produc

____________
to tolerate th

Preferred
Benicar [H
Azor 

Crestor

____________

WILL RECEI

n Form 

quivalents
WILL BE RE

          M
                 R
          O

®          

 

t ID#: _____

er NPI:  ___

Contact:  __

Phone:  ___

___________

e generic      

___ 

generic 
ct?  

___ 
he preferred 

d Brand 
HCT]

___________

IVE A RESP

s  
EVIEWED 

Migranal®  
Renvela ® 
Other specify:

__________

___________

___________

___________

__________

      Y

      Y

 

 Y

 
 

 Y

___  

PONSE VIA 

 Provid

:____________
 
 

___ DOB:___

__________

__________

__________

________ 

Yes      No

Yes       No

Yes       No

Yes       No

FAX OR MA

der Communicatio

____________

_________

__________

__________

__________

o 

o 

o  NA

AIL. 

n 

_

emily
Typewritten Text

emily
Typewritten Text




