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State of Maine Department of  Health & Human Services
MaineCare/MEDEL Prior Authorization Form

PLAVIX

Phone: 1-888-445-0497

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



New starters after 7/1/08 will be required to follow criteria found on MaineCare PDL.

Drug Requiring PA       Strength      Dosage Instructions     Quantity      Days Supply     Circle Refills

PLAVIX                    ________       _________________        ________        ___________       1   2   3   4   5     

Indications Required:

( Myocardial infarction (recent)
( Stent Placement


( Acute Coronary Syndrome

          -  Date: ____/____/____


-  Date: ____/____/____   

( Stable Coronary Artery Disease
( Stroke/Transient ischemic attack
( Peripheral artery disease
            

· 2nd therapy combo ASA/ Dipyridamol

( Unstable angina
 

( Other (describe)________________      

Additional Medical Necessity Documentation Required: 

For Peripheral Artery Disease, Stable Coronary Artery Disease, and Transient Ischemic Attack:
· Patient had above vascular event while being treated with aspirin

· Patient has contraindication or allergy to aspirin

· GI intolerance to aspirin: Patient must try aspirin with PPI prior to approval of Plavix

· Other (specify)_________________________________________________________________________
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Jonas Saran, Grieco, G. The March issue: Dipyridamole plus Aspirin: The Best Regimen for Stroke Prevention after Noncardioembolic Focal Cerebral Ischemia [editorial]. Cerebrovascular Diseases. 2006;22:1-3.
 Veterans Medicines Advice and Therapeutic Education Services: Aspirin and clopidogrel in cardiovascular diseas. Therapeutic Brief 13.  
 
Pursuant to Chapter I, Section 80, 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.

Physician Signature: ________________________________   Date of Submission: ______________________

*MUST MATCH PHYSICIAN LISTED ABOVE
				     


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


                                (NOT MEDICARE NUMBER)





Patient Address:_________________________________________________________________________________________________





Physician DEA:  |__|__|__|__|__|__|__|__|__|     Physician Name:_________________________________	Phone:__________________


	


Physician Address:_____________________________________________________________________    Fax:____________________





Pharmacy Name:_____________________________Rx Address:________________________________Rx phone:_________________





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








(Pharmacy use only):  NABP: |__|__|__|__|__|__|__|		NDC: |__|__|__|__|__|__|__|__|__|__|__|	Fax: ___________________














