State of Idaho, Division of Medicaid
Prior Authorization Form

NARCOTIC ANALGESICS, LONG ACTING
*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:
	

	
	
	
	
	
	


Kadian®, and morphine extended release tablets are approved for payment without prior authorization for eligible participants within approved dosage quantities and age limits.
Hysingla® ER and Zohydro® ER will only be approved after an adequate trial of at least one preparation of each of the available long-acting opioids including morphine, fentanyl, oxycodone, hydromorphone and oxymorphone plus either documented failure of all of these agents and/or a documented serious adverse effect to all of these agents. Please include relevant patient records for review. Extended release tramadol products require therapeutic justification for why immediate release tramadol cannot be used. The other non-preferred agents will be approved for payment only after a minimum 30 day trial period and documented failure of a preferred agent in the past six months or if patient is unable to tolerate a preferred agent (documentation is required).
Participants with a diagnosis of cancer or history of chemotherapy in the past 12 months will be exempt from the prior authorization criteria.
Long Acting Opioid Requested:
Kadian®






NO PA REQUIRED
morphine sulfate (extended release tablets)


NO PA REQUIRED
	Non-Preferred Agents:
	
	
	

	Drug
	Strength
	
	Dosing Instructions

	· Avinza®
	
	
	

	· Butrans®
	Please use Topical Narcotic Analgesic Long Acting Transdermal form

	· Conzip® (tramadol ER)
	
	
	

	· Embeda®
	
	
	

	· Exalgo®
	
	
	

	· fentanyl patches
	Please use Topical Narcotic Analgesic Long Acting Transdermal form

	· hydromorphone ER
	
	
	

	· Hysingla® ER
	
	
	

	· methadone
	Please use methadone prior authorization form.

	· morphine sulfate extended release capsules
	
	
	

	· Nucynta® ER
	
	
	

	· oxycodone ER
	Please use OxyContin prior authorization form.

	· OxyContin®                                                          
	Please use OxyContin prior authorization form.
	
	

	· oxymorphone ER
	
	
	

	· tramadol ER
	
	
	

	· Zohydro® ER (hydrocodone ER)
	
	
	


	Drug Allergies (and description of allergic reaction):
	


Is the participant currently being treated for cancer?      ( Yes, ICD-10 = ________
   ( No  

History of Other Long-Acting Opioid Trials and 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.:1/1/16

