
Kentucky Medicaid 

DDrruugg  PPrriioorr  AAuutthhoorriizzaattiioonn  RReeqquueesstt  FFoorrmm  
NNoott  ttoo  bbee  uusseedd  ffoorr  AAttyyppiiccaall  AAnnttiippssyycchhoottiicc  AAggeennttss,,  BBuupprreennoorrpphhiinnee  PPrroodduuccttss,,  ZZyyvvooxx,,oorr  BBrraanndd  NNaammee  PPAA  RReeqquueessttss 

 

 

Fax this signed, completed form to:  (800) 365-8835               Questions? Call Magellan Medicaid Administration at (800) 477-3071 

Note: One drug request per fax form please.                                                                                                 Reformatted 6/28/11 

REQUESTOR [ ] Prescriber  [ ] Pharmacy   Requestor Name(Print)                                            
 
RECIPIENT Last Name, First Name, Middle I.: 

DOB: Recipient ID: Sex:    Male       Female 

PRESCRIBER Name: NPI:    -     -     -     -     -     -     -     -     -     -  

Phone: (        )     Fax: (        )     

Specialty:  

PHARMACY Name:                                                                            NPI:    -     -     -     -     -     -     -     -     -     - 

Phone: (        )     Fax: (        )     

REQUEST Drug: Strength:                     Dosage Form: 

Primary Diagnosis: Dosage schedule: 

Other Diagnoses: QTY:                           Day Supply: 

RATIONALE  FOR   PRIOR AUTHORIZATION Requested Start Date:        /     / 

 
CURRENT MEDICATIONS  
 
             ________________ 
 
 
                
 
 
_________________________________________________________________________________________________________________________ 
 
 
MEDICAL JUSTIFICATION  (including drugs already tried-provide dates) 
 
_________________________________________________________________________________________________________________________ 
 
 
_________________________________________________________________________________________________________________________ 
 
 
_________________________________________________________________________________________________________________________ 
 
 
_________________________________________________________________________________________________________________________ 
 
 
________________________________________________________________________________________________________________________ 
 
 
_________________________________________________________________________________________________________________________ 

 
 
Signature of submitter ________________________________________ Date:__________________________________  

   By signing this form, the prescriber is attesting that documentation supporting the above information is recorded in the 
   Patient’s Medical Chart.  
   This authorization request is not a guarantee of payment.  Payment is contingent upon eligibility, available benefits, contractual terms,  
   limitations, exclusions, coordination of benefits and other terms and conditions set forth by the benefit program.   

 

Confidentiality Notice: The documents accompanying this transmission contain confidential health information that is legally privileged. If you are not the intended 
recipient, you are hereby notified that any disclosure, copying, distribution, or action taken in reliance on the contents of these documents is strictly prohibited. If you have 

received this information in error, please notify the sender (Via return FAX) immediately and arrange for the return or destruction of these documents 
© 2013 Magellan Health Services, Inc. All rights reserved. Effective 09/01/2010 


