¢Sy

simply
healthcare Prior Authorization

Fuzeon®
{6 Month Approval)

Beneficiary's Medicaid 10% Date of Birth (MM/DDMN Y'Y

/ /

Beneficiary's Full Name

Prescriber's Full Mame

Prescriber License # (ME, 05, BN)

Prescriber Phone Mumber Prescriber Fax Mumber

Pharmacy Mame

Pharmacy Medicaid Provider #

Pharmacy Phone Mumber Pharmacy Fax Mumber
Drug: Quantity:
Length of Therapy on Prescription: Dosage and Frequency of Dosing:
1. ) Initiation of therapy OR ) Continuation of therapy
2. Has the patient had a genotype/phenoctype completed? (A copy of test results must be submitted for initial therapy.)
i) No i) Yes Date: / 120
3. Does the patient have a viral load completed in the past 6 montha? (A copy of lab results must be submitted.)
i) No i) Yes copies/fmm®  Date: / 20
4. Has the patient had a CD4 count completed in the past 6 months? (A copy of lab results must be submitted.)
i) No 0 Yes cellsiemm Date: ! /20
5. Has the patient been compliant with previous therapy?
i) No 0 Yes
[Co
Prescrber’s Signature: DATE:

Please attach a copy of the original prescription.

Attach lab results and other documentation as necassary. The provider must retain copies of all documentation for

five years.
Fax or mail completed forms to: For Information For SHP Use Only
Onily: L KOTIFIED:
Fhone: APPROVEL: START DATE: EXPIRATION DATE:
(B77)577-9044
DEMIED: __ REASON:




