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State of Maine Department of Health &Human Services

MaineCare/MEDEL Prior Authorization Form

ORAL ANABOLIC STEROID

Phone: 1-888-445-0497  

           ONE Drug Per Form ONLY – Use Black or Blue Ink     
    
            Fax: 1-888-879-6938



Drug Name
        
       Strength      Instructions          Quantity           Days Supply             Refills
( Oxandrolone (Oxandrin®):  _______         ____________           __________            __________             1     2     3     4     5
( Other: ________________________________

Indication/ Diagnosis:
· Extensive surgery, please describe________________________________

· To promote weight gain
· Cachexia related to wasting malignancies

· Chronic infections, please describe_______________________________
· Severe trauma, please describe___________________________________
· Patient fails to achieve and/or maintain at least 90% of ideal body weight without definite pathophysiologic reasons.

· Alcoholic hepatitis

· Short stature associated with Turner’s syndrome

· HIV- wasting syndrome and HIV- associated muscle weakness

· Other: ________________________________________________________
Patient demonstrates the following clinical signs of wasting?

A) Patient has involuntary weight loss of more than 

Weight (report at least 2 months):

10% of total body weight in less than four months;
      Weight 1__________ Date___________




      Weight 2__________ Date___________

B)  and, BMI < 18.5 (Normal BMI = 18.5 to 24.9)
      Patient Height = __________







      Patient’s BMI = __________

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.








