FLUM.8

Form # 10610

R:09.08

State of Maine Department of Health & Human Services                                                          

MaineCare/MEDEL Prior Authorization Form

FLUMIST

Phone: 1-888-445-0497  

ONE Drug Per Form ONLY – Use Black or Blue Ink 


             Fax: 1-888-879-6938


Flumist™  CPT Code 90660  

Providers may bill acquisition cost only.

Dosage (only 1 PA needed for both doses when two doses are indicated)

· 2 doses 60 +/- 14 days apart of 0.5 ml dose (age 5-8 years and no previous flu vaccine)
· Single dose of 0.5 ml (age 5-8 and previous flu vaccine or age 9-49 years) 
Medical Necessity Documentation (all boxes must be checked for PA approval)

· Inactivated influenza vaccine appropriate for this individual is not available locally

· Age of member is between 5 and 49 years 

· None of the following contraindications to this vaccine are present:

· Hypersensitivity (especially anaphylaxis) to egg or egg products

· Age 5-17 years and on aspirin or aspirin-containing therapy

· History of Guillain-Barre syndrome

· Asthma or reactive airway disease

· Known or suspected immunodeficiency including combined immunodeficiency, agammaglobulinemia, thymic abnormalities or conditions such as HIV infection, malignancy, leukemia or lymphoma

· Immunosuppressed due to systemic corticosteroids, alkylating drugs, antimetabolites, radiation, or other immunosuppressive therapies 

· Pregnant women who will be in their second or third trimester during influenza season

· Chronic disorder or the cardiovascular or pulmonary system

· Required regular medical follow-up or hospitalization in the preceding year because of chronic metabolic diseases (including diabetes), renal dysfunction, or hemoglobinopathies

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: ____________________________________  City: __________________                                      


                        (NOT MEDICARE NUMBER)





Provider DEA:  |__|__|__|__|__|__|__|__|__|     Provider NPI: __|__|__|__|__|__|__|__|__|__|	


	


Provider Name:_______________________________________________________________________   Phone:____________________





Provider Address:_____________________________________________________________________    Fax:____________________





Determination to be   Mailed or  Faxed.  








Provider must fill all information above. It must be legible and complete or form will be returned.











