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Form # 10620

R:09.08


State of Maine Department of Health & Human Services

MaineCare/MEDEL Prior Authorization Form

FUZEON®,  ENFUVIRTIDE

Phone: 1-888-445-0497  

ONE Drug Per Form ONLY – Use Black or Blue Ink 

           Fax: 1-888-879-6938



Drug Name             Strength                Quantity              Days Supply                                                                               


   

· Fuzeon®
           90mg/ml                     1 kit                      30 days         (additional refills do not require PA)     

· Patient is currently receiving Fuzeon® via an investigational protocol, expanded access program, or has been on Fuzeon® for at least 60 days without MaineCare prior authorization (due to past insurance coverage, out of state residence, etc.).  Please check box, date and sign below.  The following criteria does not apply to your patient.   
Medical Necessity Documentation—Initial prescription only
Fuzeon®
· Prescriber is either an HIV specialist provider or has consulted with one (________________________)

                                                                                                                                                         HIV specialist consultant’s name

AND patient meets ALL of the following diagnostic criteria:

· Patient has an HIV viral load greater than or equal to 10,000 copies/ml, tested within the past 8 months while on his/her current antiretroviral regimen  

· Patient’s CD4 lymphocyte count is less than or equal to 350 cells/mm(3)

· Results of an HIV resistance test indicates HIV-1 virus is sensitive to 4 or fewer antiretroviral drugs 

AND meets ALL of the following general criteria:

· Patient is able to self-inject Fuzeon®, or has a reliable caregiver that is willing and able to provide this service on a continuous basis for the duration of therapy

· Because of limited availability of Fuzeon® , it is your opinion that patient understands the potential for adverse side effects and will be compliant with a regimen that includes Fuzeon®.
Other: ___________________________________________________________________
Pursuant to the MaineCare Benefits Manual, Chapter I, Section 1.16, The Department regards adequate clinical records as essential for the delivery of quality care, such comprehensive records are key documents for post payment review.  Your authorization certifies that the above request is medically necessary, meets the MaineCare criteria for prior authorization, does not exceed the medical needs of the member and is supported in your medical records.

Provider Signature: _______________________________________________   Date of Submission: _______________________

*MUST MATCH PROVIDER LISTED ABOVE



(Pharmacy use only):  	NPI: __|__|__|__|__|__|__|__|__|__|   NABP: |__|__|__|__|__|__|__|  NDC: |__|__|__|__|__|__|__|__|__|__|__|	








Member ID #: |__|__|__|__|__|__|__|__|__|          Patient Name: ____________________________________   DOB: __________________                                      


                                (NOT MEDICARE NUMBER)


Patient Address:_________________________________________________________________________________________________





Provider DEA:  |__|__|__|__|__|__|__|__|__|     Provider NPI: __|__|__|__|__|__|__|__|__|__|	


	


Provider Name:_______________________________________________________________________   Phone:____________________





Provider Address:_____________________________________________________________________    Fax:____________________





Pharmacy Name:_____________________________Rx Address:________________________________Rx phone:_________________


Provider must fill all information above. It must be legible, correct and complete or form will be returned.











