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HEALTH FIRST

Health Plans -

Pharmacy Authorization / Exception Form

Cuztomer Service
Prione: (321} 434-5665
Toll Free; (B00) 716-7737

irst - (800 A7
6450 US Highway 1, Rockledge, FL 32355 7DD Relay: (800) 953-4771
Additional cogies uf this form can be found on FAX COMPLETED FORM AND SUPPORTING DOCUMENTATION

the HFHP Provider Fortal Websita located at: TO: {321) 434- 4752
tips:imyhihp.hegith-firet. org ]
ALL REQUESTED INFORMATION MUST BE PROVIDED FOR CONSIDERATION FOR COVERAGE.

ASE TYPE OR PRINT CLEARLY

Patient | ation Requesting Phygician Information Performing Physician Infermation
Step 1: ) . B 0 Ghech here ff same 42 requesting
Patient & | Firsi Name: Physician Name: Physician
physician . _ Name:
information Last Name: Cantact Person; |

DORB: _ I Phone: | ) Ext, Phone: { )

Heslth First ID # Fax ( ) Eax ( )

Drug Name: Strength and Route of Admini=tration; Dosage/ Fraquency: Patlent Weight:
Step 2:
Diagnosis o . i o r o —
and Cty: :ig ?;;:ﬂgm Expected Langth of Therapy: HOPCS Gade: i o Mew Prescnp’tmp OR

| Medieal : :,:n,:my Date Therapy Initisted.
i Information [P ATergies (f applicable).
Dlagnosis:
1C0-5 Coda!

= Altemate drugls) contraindicated ar previously tried, but with adverse qutcome {e.g., foudcity, allergy, or {harapeutic failure)
Step 3: ~» Specify helow: {1) Drug(s) contraindicated of tried; {2) adverse outcome for each; (3} If therapeutic failure, ength of therapy on each
Ratiohale for drug(s);
Excepfion o Complex patient with ane of more chronio condifions (including, for &xample, paycitiatric condition, diabetes) is stable on current drugls);
Request or
Prigr high fiek of significant adverse clinical eutcome with medication change
Authorization - Specify below: Anticipaied slgnificant adverse clinical utcome

o Gther: Explain below

REQUIRED EXPLANATION:

O Please check here if the patient is receiving this medication as part of a clinical trial
"~ Request for Expedited Review ‘

GRITERIA FOR EXPEDITED REVIEW: IF WAITING FOR A DECISION IN THE STANDARD TIMEFRAME CQULD SERIQUSLY HARM THE MEMBER'S LIFE, '
HEALTH OR ABILITY TO REGAIN MAXIMUM FUNCTION, YOU CAN ASK FOR AN EXPEDITED (FAST) DECISION.

CHECK HERE iF YOU ARE REQUESTING A FAST DECISION AS DESCRIBED BY THE CRITERIA ABOVE:! 0

(O Approved:  Authorization Number. Authorization Expiration Date: / !/

Additional Information Nesded: [ Office notes [ Clinical information [1 Diagnosis cote [ Member iID# [ Mamber name

1 Physician name 3 Patient height and weight

O Other;
Completed by. Date: / ¢ Phone: (321) ______-
{Authorized Health First Health Plans Signature)
| i ——
HiS FORM DOES NOT GUARANTE

ARANTEE ELIGIBILITY.GF COVERAGE AND DOES:NOTSUREREEDE ANY. R BE
T ORTHE PROVIDER SICONTRAETUAL LIMITATIONS

CONFIDENTIALITY: Tha information contained In 1his faesimile messsge may be legally priviieged and cofidential information infended onty for the use of the individuat
or enlty names above. I the reader |s not the intended recipient, you are herehy notified that any dissemination, distribttion or copying of this felecopy is stictly prohibited.
If you have raceived this telecopy in erar, please immediately notify the sender abave and retum the original messags 1o us at the address ebove by the United States
Poctal Service. Thank you for yaur cooparation,

AFFIRMATIVE STATEMENT: UM decision making i based orly on approprigheness of care and sefvics and existence of caverage. HEHP does not reward praciiticners
or other ingividuals for issuing denials of coverage or service care, Finarclal incentives for UM decision-makers do not encourage degisions that result in under-utilization.



