
State of Idaho, Division of Medicaid

ANTIEMETICS (5HT3 RECEPTOR ANTAGONISTS) 

PRIOR AUTHORIZATION FORM

*CONFIDENTIAL INFORMATION*

Phone: 1-208-364-1829                One drug per form ONLY – Use black or blue ink                Fax: 1-208-364-1864
	Patient Name:
	 
	 
	 
	Medicaid ID#:
	 
	 
	 
	Date of Birth:
	 

	 
	
	
	
	
	
	
	
	
	
	 

	Prescriber Name:
	 
	 
	State License #:
	 
	 
	Specialty:
	 
	 

	 
	
	
	
	
	
	
	
	
	 

	Prescriber Phone:
	 
	Prescriber Fax:
	 
	 
	
	
	 

	 
	
	
	
	
	
	
	
	
	
	 

	Pharmacy/Store#:
	 
	 
	 
	Phone:
	 
	 
	 
	Fax:
	 
	 


Serotonin (5HT3) receptor antagonist antiemetics are approved for payment in eligible clients that have chemotherapy or radiation-induced nausea and vomiting or hyperemesis gravidarum which has failed at least 72 hours of therapy at maximum dose of promethazine, prochlorperazine, trimethobenzamide or metoclopramide.

Medication Requested:

Drug

          Strength


          

           Dosing Instructions



	Anzemet®
	
	
	                                                                                                                                                                                                                   
	

	Kytril®
	
	
	
	

	Zofran®
	
	
	
	


Therapeutic Use justification:
· Chemotherapy-induced nausea and vomiting

· Radiation induced nausea and vomiting

· Hyperemesis  gravidarum (ICD-9 = 643.1) that has failed at least 72 hours of at least one of the following therapies:
· Promethazine 150 mg/day

· Prochlorperazine 20 mg/day

· Trimethobenzamide 1200 mg/day

· Metoclopramide 80 mg/day

	To ensure continuity of care, please make sure corresponding ICD-9 diagnosis codes are submitted on professional office claims to Medicaid on a routine basis.


Prescriber Signature:






Date:






By signing, prescriber agrees that documentation of above indication and medical necessity is available for review by Idaho Medicaid in patient’s current medical chart.


All current PA forms and criteria for use are available at:

http://www.healthandwelfare.idaho.gov ((Medical, (Prescription Drugs, (PA Criteria & Forms)

For Medicaid Office Use Only





Date: _______________	 RPh:  __________    	Tech:  _________	PA#: _________________________________





	


Approved	Comments: _______________________________________________________________________





Denied		_________________________________________________________________________________










Revised 10/18/04

