Alaska Medicaid Prior Authorization Request Form
Hemophilia/Bleeding Disorder Intake Form — Prescribing/Treatment Plan

Fax this request to: 1-888-603-7696

Or mail this request to: Medicaid PA Unit, 14100 Magellan Plaza, Maryland Heights, MO 63043

Questions: Call Magellan Medicaid Administration at 800-331-4475

If the following information is not complete, correct, or legible, the PA process can be delayed. Use one form per member, please.

TREATMENT PLAN/PREPARATION DATE: THERAPY START DATE: AUTHORIZATION DATE: /THROUGH:
AUTHORIZATION REQUEST: [] New [] rRenewal [] change
TREATMENT DURATION: |:| 3 months |:| 6 months |:| 9 months |:| Other:
‘Member Information
LAST NAME: FIRST NAME:
ID NUMBER: DATE OF BIRTH:

PHONE NUMBER:

‘ ‘ | ‘ - ‘ | | | - | | | | ‘ HEIGHT: WEIGHT: SEX: [ Male []Female
DATE/AGE OF DIAGNOSIS:

‘Prescriber Information

LAST NAME: FIRST NAME:

PREPARER/OFFICE CONTACT LAST NAME:

PREPARER/OFFICE CONTACT FIRST NAME:

OFFICE ADDRESS:

CITY: STATE: ZIP:
NPI NUMBER:

PHONE NUMBER: FAX NUMBER:

‘Clinical Information

‘Diagnosis (ICD-10 Code)

[0 D66 - Hereditary factor VIII deficiency

D67 - Hereditary factor IX deficiency

O
[0 D68.0-Von Willebrand disease
[0 othericb-10 Code:

[0 D68.311— Acquired hemophilia
[0 D66 — Hereditary factor VIl deficiency

O D68.318 - Other hemorrhagic disorder due to intrinsic circulating

anticoagulants, antibodies, or inhibitors

[0 Genetic Testing

[ Factor levels (pre-treatment)

O severe

Factor Level:

Date:

Severity: [ severe (< 1%)
Allergies:

Access: [ peripheral Butterfly
Notes:

[] Moderate (1 - 5%)

O ™ild (> 5%)

Weight:

Height:

Phylaxis: O picc [ implant Port

[ Broviac®/ Hickman ©

Confidentiality Notice: The documents accompanying this transmission contain confidential health information that is legally privileged. If you are not the intended
recipient, you are hereby notified that any disclosure, copying, distribution, or action taken in reliance on the contents of these documents is strictly prohibited
If you have received this information in error, please notify the sender (Via return FAX) immediately and arrange for the return or destruction of these documents.
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Treatment Plan Prescription Information

PRODUCT NAME DOSE/UNITS/Kg | ROUTE FREQUENCY QUANTITY REFILLS

Factor VIl (Recombinant, antibody) Prophylaxis:

O Advate® O Helixate® FS [ NovoEight® [ Xyntha®

[0 Adynovate® O Kogenate® FS [ Nuwiqg® [ Idelvion® Bleed:

[0  Eloctate® O Kovaltry® [ Recombinate® [0 Hemlibra®

Factor IX Prophylaxis:

[0  AlphaNine® SDVF O Benefix® [ Mononine®

O  Alprolix® O IDELVION® [ Profilnine® SD Bleed:

[0 Bebulin® VH O Ixinity® [ Rixubis®

Factor Xlll Prophylaxis:

[0 Corifact® O Tretten®

[0  Amicar® Tablet O Amicar® Syrup Bleed:

O Lysteda™ O Stimate®

Von Willebrand Products Prophylaxis:
Bleed:

[0  Alphanate® SDHT O Humate P® [ Koate® DVI O wilate®

Inhibitor Therapies Prophylaxis:
Bleed:

[0 Feiba®VH O NovoSeven®

[ other:

[ other:

Prescriber’s Signature

Individual preparing form:

© 2017, Magellan Health Services, Inc. All Rights Reserved.

Date:

Date:
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