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Medical Necessity

Please fax this completed form to (833) 645-2734 OR mail to: Centene Pharmacy Services | 5 River Park Place East, Suite 210 |

Fresno, CA 93720. You can also complete online at CoverMyMeds.com.

Date of request:

Reference #:

MAS:

Patient

Date of birth

ProviderOne ID or Coordinated Care ID

Pharmacy name

Pharmacy NPI

Telephone number | Fax number

Prescriber

Prescriber NPI

Telephone number | Fax number

Medication and strength

Directions for use Qty/Days supply

1. Is this request for a continuation of therapy? [_] Yes

If yes:
o
o

What date did patient last receive this drug?
Is continuation of therapy based on being established on samples or manufacturer coupons?

|:| Yes |:| No

|:|No

Does patient have clinical documentation demonstrating disease stability or a positive clinical benefit?

|:| Yes |:| No

2. What is the patient’s diagnosis and the date of diagnosis for which this drug has been prescribed?

3. Isthe requested drug prescribed in accordance with FDA labeling or prescribed for a condition supported in
compendia (classified as strength of evidence category A or B and strength of recommendation class 1 or 2a)?

|:| Yes

[ ] No. Explain:

4. Is the requested drug prescribed within the age, dose and dosing frequency limits in FDA labeling or supported in

[ ] Yes [ ] No.Explain:

5. Has patient had treatment with first-line therapies recommended in North American or World Health Organization
(WHO) evidence-based practice guidelines*, FDA-approved or compendia supported therapeutic alternatives, for the
treatment of patient’s condition, that was ineffective, contraindicated or not tolerated?

|:| Yes. List each medication, duration and outcome of trial:

compendia?

Medication Name

Duration of trial

Outcome of trial

* Other guidelines may be used on a case-by-case basis when submitted with the request.

|:| No. Explain why other first-line therapies have not been tried:



https://www.covermymeds.com/main/prior-authorization-forms/

6. Other:

CHART NOTES ARE REQUIRED WITH THIS REQUEST

Prescriber signature Prescriber specialty

Date

Centene Pharmacy Services will respond via fax or phone within 24 hours of receipt of the request. Requests for prior
authorization must include member name, ID#, and drug name. Please include lab reports with requests when
appropriate (e.g., Culture and Sensitivity; Hemoglobin A1C; Serum Creatinine; CD4; Hematocrit; WBC, etc.)




	Medical Necessity




Accessibility Report





		Filename: 

		WA.PHAR.154 Medical Necessity Form_Effective 02.01.26.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 2



		Passed manually: 0



		Failed manually: 0



		Skipped: 0



		Passed: 30



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Needs manual check		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Passed		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

	Date of request: 
	Reference: 
	MAS: 
	Patient: 
	Date of birth: 
	ProviderOne ID or Coordinated Care ID: 
	Pharmacy name: 
	Pharmacy NPI: 
	Telephone number: 
	Fax number: 
	Prescriber: 
	Prescriber NPI: 
	Telephone number_2: 
	Fax number_2: 
	Medication and strength: 
	Directions for use: 
	QtyDays supply: 
	Is this request for a continuation of therapy: Off
	Is continuation of therapy based on being established on samples or manufacturer coupons: Off
	Does patient have clinical documentation demonstrating disease stability or a positive clinical benefit: Off
	Medication NameRow1: 
	Duration of trialRow1: 
	Outcome of trialRow1: 
	Medication NameRow2: 
	Duration of trialRow2: 
	Outcome of trialRow2: 
	Medication NameRow3: 
	Duration of trialRow3: 
	Outcome of trialRow3: 
	Medication NameRow4: 
	Duration of trialRow4: 
	Outcome of trialRow4: 
	Medication NameRow5: 
	Duration of trialRow5: 
	Outcome of trialRow5: 
	Medication NameRow6: 
	Duration of trialRow6: 
	Outcome of trialRow6: 
	Medication NameRow7: 
	Duration of trialRow7: 
	Outcome of trialRow7: 
	6 Other: 
	Prescriber signature: 
	Prescriber specialty: 
	Date: 
	Is the requested drug prescribed in accordance with FDA labeling or prescribed for a condition supported in compendia (classified as strength of evidence category A or B and strength of recommendation class 1 or 2a)?: Off
	Is the requested drug prescribed within the age, dose and dosing frequency limits in FDA labeling or supported in compendia?: Off
	Has patient had treatment with first-line therapies recommended in North American or World Health Organization (WHO) evidence-based practice guidelines*, FDA-approved or compendia supported therapeutic alternatives, for the treatment of patient’s condition, that was ineffective, contraindicated or not tolerated?: Off


