
State of Idaho, Division of Medicaid
Prior Authorization Form

OPIATE DEPENDENCE TREATMENTS
*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 eligible participants for the treatment of opioid dependence or opioid abuse. Per U.S. Dept. of Health and Human Services’ Substance Abuse and Mental Health Services Administration (SAMHSA) and affirmed by Idaho Medicaid’s Pharmacy & Therapeutics Committee, oral buprenorphine/naloxone combination (Suboxone film) should be used rather than oral buprenorphine single entity (except in pregnant women) to minimize the possibility of diversion of buprenorphine single entity via the injection route.

Quantity override is needed for doses greater than 24mg daily.

	Preferred Agents:
	
	DOSE
	
	FREQUENCY

	(  naltrexone tablets
	
	
	
	

	(  Suboxone® sublingual film 
	
	
	
	


	Non-Preferred Agents:
	
	DOSE
	
	FREQUENCY

	(  Bunavail® (buprenorphine/naloxone buccal)
	
	
	
	

	(  buprenorphine tablets 
	
	
	
	

	(  buprenorphine/naloxone sublingual tablets
	
	
	
	

	(  Zubsolv® (buprenorphine/naloxone) 
	
	
	
	


	Diagnosis
	

	(  Opioid abuse 
	

	(  Opioid dependency 
	

	(  Other (please specify):
	

	(  Substance use disorder
	


	Therapeutic Use Justification for Quantity Override or for non-preferred agents:
	
	

	
	
	

	
	
	


	Please be advised that Idaho Medicaid participants receiving oral buprenorphine will be blocked by Idaho Medicaid for payment of any other opioids. Conversely, if an Idaho Medicaid participant currently receiving oral buprenorphine is identified as paying cash for other opioids, Idaho Medicaid will cease paying for oral buprenorphine.


To ensure continuity of care, please make sure corresponding ICD-10 diagnosis codes are submitted 

on professional office claims to Medicaid on a routine basis.
	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:  http//:www.medicaidpharmacy.idaho.gov (PA Criteria & Forms)     Rev.:3/30/16

