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State of Maine Department of Health &Human Services

MaineCare/MEDEL Prior Authorization Form

BYETTA

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 days max)       
    Refills
  BYETTA                   __________       ____________        One pre-filled pen           30                         1     2     3     4     5

	Byetta is covered for members with type 2 diabetes mellitus who meet all of the following criteria:

(Chart notes or HgA1C labs may be required)

1.) HgA1C level is greater than 7 %: _______%

2.) Home blood glucose monitoring is carried out three or more times per day  ( Yes    ( No

3.) Have failed to obtain adequate glycemic control on combination therapy: (all are required)
                 (    Maximum tolerated doses of metformin, unless the patient is not a candidate for 

m                      metformin therapy, and 
                 (    Maximum tolerated doses of a sulfonylurea, unless the patient is not a candidate for        s                       sulfonylurea therapy, and 
                    (    Maximum tolerated doses of a thiazolidinedione (Actos, Avandia, Avandamet), unless                                t                           the patient is not a candidate for TZD therapy, and
                    (    Maximum tolerated doses of Januvia.

Reasons for Non-Approval:  

· Diagnosis of only metabolic syndrome or any other pre-diabetic diagnosis

· Diagnosis of Type 1 (Insulin-dependent) Diabetes

· Pediatric patients

· Concurrent use with insulins, meglitinides (Prandin), alpha-glucosidase inhibitors (Precose, Glyset), or D-phenylalanine derivatives (Starlix).

	


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



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 below. It must be legible, correct and complete or form will be returned.








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


				









