& 5;’ Prior Authorization

sim P |y Growth Hormone for HIV Wasting in Adults

i
healthcare Serostim
nitial approval period is for a tofal of ninety (B0) days: 30 days for retreatment.

Beneficiary's Medicaid 0% Diate of Birth (MM/DDMNYY Y

/ /

Beneficiary's Full MName

Prescriber's Full Mame

Prescriber License # (ME, 05, RN}

Prescriber Phone Mumber Prescriber Fax Number
Official medical documentation must be provided to support the information indicated below, in addition to a copy of
the original prescription and a six-month weight chronical indicating the most recent weights,

1. Diagnosis: [] initiation of therapy [[] Retreatment (if retreatment, complete #10 alsa)

2. Is recipient currently on HAART Regimen (if sa, list):

1) ) 3) 4)
3. Weight & months prioridate: Ib(s) . Weight 3 months prioridate: Ib{s)'date
4. Current BMlidate: _ Current weight/date: Ibi{s) height (ft and in}
5. Has the recipient received a nutrifional assessment to assure adequate caloric intake (anorexia), to rule out malabsorpticn, and

psychosocial factors that may influence food intake? D ‘fes D Ma
f. [fthe recipient has inadequate caloric intake and anorexia has there been a trial of an appetite stimulant? [] ves [ Mo
If yes, indicate dosage and date:

Drug/directions . Dates: to

7. Has it been confirmed that thera are no active neoplasia? Oves [JHe
8. Is the recipient hypogonadal? D fes D No
If yes, is or has testosterone replacement therapy being administered? [] Yes [] Mo
8. Has the recipient failed a minimum of a 4 week trial of an anabolic stercid (eg. oxandrolone)? El es D No

Document dosage and dates of anabolic steroid use: Drug/directions

Diates: to

If mo trial of anabolic stercids, provide rationale:

10. Is the Serostim dosing within the recommended guidelines for weight? [ ves [] Mo

11. Previous Treatment Results if a request for retreatment?

Start date: Body Weight: Ib{s} BMI:

End date: Body Weight: Ib{s} BMI:
o — _
Prescriber's Signafure: DATE:

The provider must retain copies of all documentation for five years.

Fax or mail completed forms to: For Information For SHP Use Only
Simphy Heslthoars Flans Only: DATE: NOTIFIED:
Health Services Departmant Fhone:
APPROVED: START DATE: EXPIRATHIN DATE:
1701 Ponce de Leon Blvd., Suite 300 (B77) ST7-3044 _— _ _
Miami, FL 33134 DEMIEL: REASON:
Fax: (B77) 577-5045



