State of Idaho, Division of Medicaid
Prior Authorization Form

XOLAIR®
*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:
	

	
	
	
	
	
	


Medication Requested:
Xolair® 


 mg SQ every   2   weeks   or   4   weeks   (Circle one)

Indication Criteria: (Must meet all of the following for consideration). Please attach most current chart note.
	· Diagnosis of Moderate to Severe Persistent asthma.

	· Age > 12 years old

	· Elevated IgE level:





	· Inadequate response to medium to high dose inhaled corticosteroids plus inhaled long acting beta agonist or leukotriene modifier.


OR
	· Diagnosis of chronic idiopathic urticaria

	· Age > 12 years old

	· Symptomatic despite antihistamine treatment; current regimen is:

	


	                 Drug
	
	            Dosage
	
	          Duration of Therapy

	
	
	
	
	

	
	
	
	
	


	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

