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State of Maine Department of Health & Human Services

MaineCare/MEDEL Prior Authorization Form

5- HT3 RECEPTOR ANTAGONISTS - ONDANSETRON

Phone: 1-888-445-0497  

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



Please use the Brand Name form for brand Zofran requests.  Dosing limits will still apply.




                             Dosage 


     Days Supply

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

(Group 1:  Cancer patients, with non-daily chemotherapy, and with a diagnosis code of  “CA” on their prescriptions can                  
             have the following amounts without PA:      

· 90/30 days of 4mg





           

· 45/30 days of 8mg





             

· 15/30 days of 24mg





           


· 450ml/30 days of 4mg/5ml




           

(Group 2:  Cancer patients, with daily chemotherapy, can obtain up to the following amounts with PA:

           

· 180/30 days of 4mg or





           

· 90/30 days of 8mg or





           
    
· 30/30 days of 24mg
· 900ml/30 days of 4/5ml

(Group 3:  Pregnant hyperemesis patients-after three other agents have failed, 
Group 3 & 4 Anti-emetic Agents
including but not limited to metoclopramide, promethazine and B6 

Antihistamines

(see list), with PA, patient may get up to:




Diphenhydramine (Cat B)

· 60/30 days of 4mg or






Meclizine (Cat B)  

· 30/30 days of 8mg






Dopamine Antagonists


· 10/30 of 24 mg (but no more than 24mg/day across strengths)

Metoclopramide (Cat B)

· 300ml/30 days of 4mg/5ml





Promethazine (Cat C)

(Note: If member’s drug profile shows current drug therapies from category C, then other

Other Agents  
            category C anti-nausea medications could be tried)

 



B6 (Cat A)












Medrol (Cat C)

(Group 4:  Other medical indications: __________________________________________


(Subject to submission of 2 double blinded placebo controlled trials                     



showing efficacy and safety in that condition.) After other therapies have failed,


including those in Group 3, PA, patient may get up to:                                                                                                             
· 48/30 days of 4mg

· 24/30 days of 8mg or

· 8/30 days of 24mg

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








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











