
State of Idaho, Division of Medicaid

Prior Authorization Form

TOPICAL 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:
	

	
	
	
	
	
	


Preferred oral long acting Kadian®, methadone and morphine extended release tablets are approved for payment without prior authorization for eligible participants within approved dosage quantities and age limits. 
Topical narcotic analgesics will be considered for approval if one or more of the following criteria are met:
· Participant must have a documented trial and failure at therapeutic maximum doses to other long acting narcotic agents with detailed written documentation/chart notes provided by the prescriber.
· Participant is unable to take oral medications

· Participant is allergic to morphine or methadone

	· Participants with a diagnosis of cancer or history of chemotherapy in the past 12 months will be exempt from the prior authorization criteria.


	· Is the participant currently being treated for cancer?
	· Yes, ICD-10
	
	· No


Fentanyl transdermal patch
Fentanyl is approved for moderate to severe chronic pain in opioid-tolerant patients. Fentanyl transdermal 37.5mcg/hr, 62.5mcg/hr and 87.5mcg/hr will not be approved unless adequate documentation is provided that the required pain dose cannot be achieved with a combination of 12mcg/hr, 25mcg/hr, 50mcg/hr, 75mcg/hr or 100mcg/hr strength patches.
	Drug
	
	Strength
	
	Dosing Instructions

	Fentanyl Patch
	
	
	
	


Butrans® (buprenorphine transdermal system)

Butrans® is approved for moderate to severe chronic pain requiring less than 80 morphine equivalents per day.
	Drug
	
	Strength
	
	Dosing Instructions

	Butrans®
	
	
	
	

	
	

	
	Clinical Documentation

	Diagnosis:
	
	
	

	

	Drug Allergies: (and description of allergic reaction):
	
	

	
	
	

	
	
	
	

	History of other long-acting opioid trials and reason for failure:
	

	
	
	

	
	
	
	

	Is requested dose equivalent to previous opioid therapy?
	· Yes
	· No
	Previous Dose:
	

	
	

	Request for increase in dose: (Please provide documentation supporting increased dosage requirement)
	

	
	


Please attach documentation/chart notes supporting use of Butrans® or Fentanyl transdermal patches.
	To ensure continuity of care, please make sure corresponding ICD-10 diagnosis codes are submitted on professional office claims to Idaho 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.:1/1/16

