State of Idaho, Division of Medicaid
Prior Authorization Form

TRIPTANS
*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:
	

	
	
	
	
	
	


The preferred agents are approved for payment for eligible participants 12 years or older (except for rizatriptan MLT which is approved for 6 years or older) within maximum quantity limits, who do not have a history of ischemic heart disease, angina pectoris, silent ischemia, malignant hypertension, cerebrovascular disease, peripheral vascular disease, or ischemic bowel disease.  
Non-preferred agents will only be approved for payment after trial and failure of 2 preferred agents.
Treximet® (sumatriptan 85mg and naproxen 500 mg) will only be approved for payment after documentation of inability to take sumatriptan and naproxen as individual agents.

Medication Requested:
	Preferred Agents:


	       Strength
	
	                      Dosing Instructions

	· Imitrex® (nasal)
	
	
	

	· Imitrex® syringe
	
	
	

	· rizatriptan MLT 
	
	
	

	· Relpax®
	
	
	

	· sumatriptan (injectable vial)
	
	
	

	· sumatriptan (oral)
	
	
	


	Non-Preferred Agents:


	       Strength
	
	                      Dosing Instructions

	· Alsuma® nasal
	
	
	

	· Axert®
	
	
	

	· Frova®
	
	
	

	· naratriptan
	
	
	

	· rizatriptan (non-MLT)
	
	
	

	· sumatriptan (nasal)
	
	
	

	· Sumavel® Dose Pro (sumatriptan)
	
	
	

	· Treximet®
	
	
	

	· zolmitriptan (oral, ODT)
	
	
	

	· Zomig® (nasal)
	
	
	


Has the participant had a diagnosis of any of the following within the last two years? Please check all that apply.

	· Ischemic Heart Disease

· Angina Pectoris

· Silent Ischemia
	· Ischemic Bowel Disease

· Cerebrovascular Disease

· Peripheral Vascular Disease
	· Hypertension
       Please provide 2 most recent BP readings:

1. Date: _______  Reading: _______
            2.    Date: _______  Reading: _______


History of preferred agents: 
	                  Drug Name
	
	                 Dates of Trial
	
	                  Reason for Failure

	
	
	
	
	

	
	
	
	
	


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.:7/1/15 
