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State of Maine Department of Health &Human Services

MaineCare/MEDEL Prior Authorization Form

SYMLIN

Phone: 1-888-445-0497  

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



Dosage                                        Days Supply

Drug Name

Strength        Instructions         Quantity         (34 retail / 90 mail order)          
    Refills
SYMLIN                __________        ____________        __________        ______________           1     2     3     4     5

	Symlin will be approved for members who meet the following criteria:

      Type 1 diabetics (Must meet all requirements)
(   Using both basal insulin and short-acting insulin, and 
(   Requires three or more insulin injections daily, or using an insulin pump
Type 2 diabetics (Must meet all requirements)
(   Receiving maximum tolerated doses of metformin, unless the patient is not a candidate for metformin therapy,   (            a     and using both basal insulin and short-acting insulin, and requiring three or more insulin injections daily, or          …...using an insulin pump.  
· Failure to achieve adequate glycemic control despite individualized insulin management, defined as:

        (   HgbA1C level is greater than 7% and less than 9%: ______%, or 

              (   Marked day-to-day variability in glucose levels (based on review of self-monitoring blood glucose levels)
(   Home blood glucose monitoring is carried out three or more times per day

(   Currently receiving education with a registered dietician and is monitoring total daily carbohydrate intake.

(   Currently receiving ongoing care with healthcare professional skilled in the use of insulin and supported by the   s             services of diabetes educators.
     Symlin will not be approved for patients meeting ANY of the following criteria:

· Poor compliance with current insulin regimen

· Poor compliance with prescribed self-blood glucose monitoring

· Most recent HgbA1C greater than 9%

· Recurrent severe hypoglycemia requiring assistance during the previous 6 months

· Unaware of hypoglycemia episodes

· Confirmed diagnosis of gastroparesis with need for medications that stimulate GI motility (metoclopramide e.g.)

· Pediatric Patient

· Concurrent use with other oral antidiabetic medications (except metformin and sulfonyureas) or drugs that alter gastrointestinal motility.



	      Initial approval period: 6 months
      Re-approvals:  1 year based on response to therapy (improved glycemic control as evidenced by HgbA1C lowering 

      from baseline) and NOT meeting any of the following discontinuation criteria:         

· Recurrent unexplained hypoglycemia that requires medical assistance 

· Persistent clinically significant nausea or associated abdominal pain

· Noncompliance with self-monitoring of blood glucose concentrations

· Noncompliance with insulin dose adjustments

· Noncompliance with scheduled health care professional contacts or recommended clinic visits

      Dose:  Type 1 diabetics –> Initial dose of 15 mcg prior to major    

                  meals and increase to a dose of 40 mcg or 60 mcg as 

                  tolerated 

                  Type 2 diabetics –> Initial dose of 60 mcg prior to major

                  meals and increased to a dose of 120 mcg as tolerated

Quantity Limits:  Three vials per month. 

Symlin is supplied in 5 ml vials, containing 0.6 mg/mL pramlintide.

Type 1 diabetics should require no more than two vials per month, based on three times daily dosing.

	 

	


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.








