State of Idaho, Division of Medicaid

Prior Authorization Form

MACROLIDES AND KETOLIDES (ORAL)
*CONFIDENTIAL INFORMATION*

	Phone: (208) 364-1829
	One drug per form ONLY – Use black or blue ink
	Fax: (800) 327-5541


	Participant Name:
	
	Medicaid ID #:
	
	Date of Birth:
	

	Prescriber Name:
	
	NPI #:
	
	Specialty:
	

	Prescriber Phone:
	
	Prescriber Fax:
	
	
	

	Pharmacy NPI #:
	
	Pharmacy Phone:
	
	Pharmacy Fax:
	

	
	
	
	
	
	


Preferred agents will be approved for payment without prior authorization for eligible participants within the approved dosage, quantities and age limits.  

Ketek® will be approved if there is documentation of any antibiotic use within the past 28 days and only for community acquired pneumonia. The other non-preferred agents will only be authorized if there is documented failure of a preferred agent or a reason why a preferred agent is not clinically appropriate.
Preferred Agents:
	Drug
	
	Strength
	
	Dosing Instructions

	· azithromycin
	
	
	
	

	· clarithromycin IR tablets
	
	
	
	


Non-preferred Agent:

	Drug
	
	Strength
	
	Dosing Instructions

	· clarithromycin ER
	
	
	
	

	· clarithromycin suspension
	
	
	
	

	· Ery-tab®
	
	
	
	

	· erythromycin base
	
	
	
	

	· erythromycin ethylsuccinate 400 mg tablets
	
	
	
	

	· erythromycin ethylsuccinate 200mg/5ml suspension
	
	
	
	

	· erythromycin ethylsuccinate 400mg/5ml suspension
	
	
	
	

	· erythromycin stearate
	
	
	
	

	· Ketek®
	
	
	
	

	· PCE (erythromycin)
	
	
	
	

	· Zmax®
	
	
	
	


History of other antibiotics used within past 28 days:

	Drug
	
	Date of trial
	
	Reason for failure

	
	
	
	
	

	
	
	
	
	


	Prescriber Signature:
	
	MD, NP, PA, DO, CNS, DDS
	Date:
	


By signing, the prescriber agrees that documentation of above indication and medical necessity is available for review by Idaho Medicaid in participant’s current medical chart.

All current PA forms and criteria for use are available at: www.medicaidpharmacy.idaho.gov (PA Criteria & Forms)         Rev.:12/1615
