
 
            

 
   

      
 

      
 

      
 

      
 

      
   

      
  

      
  

      
 

      
  

      
 

      
 

      
 

      
  

      
 

      
 

      
 

      
 

         
 

           

        

         
  

                 
 

                   
 

                  
 

  
 

   
   
   
   
   
   
   

 
            

 
 
 

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 No  
If yes:  

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

Yes  No  
o  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.  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)?   

Yes  No.  Explain:  

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

Medication N ame  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.) 
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