State of Idaho, Division of Medicaid
BRAND NAME 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 #


Phone:




Prescriber Specialty:



Prescriber Fax:







Pharmacy:




Phone



Fax:




Brand name medications are approved for payment for eligible clients who have failed adequate trials with therapeutically equivalent generic formulations from at least two different manufacturers.  The FDA MedWatch form must be submitted to the FDA and/or the manufacturers of the failed generic preparations.
Medication Requested:
Drug:



Strength:

      
Dosing Instructions______________________

Brand Name justification:
Name of Manufacturer for Products Tried


Dates of Trial
_______________________________








Please attach a copy of the completed FDA Medwatch form for generic failure documentation.
FDA Medwatch forms are available online at http://www.fda.gov/medwatch/safety/3500.pdf
Statement of brand name justification: 









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.

Additional information is available at http://www.healthandwelfare.idaho.gov 

Medicaid Office Use Only 	





Date:			RPH:			           Tech:	__________ PA#:		_____


( Approved


( Denied	Comments:	__									___


					










Revised 2/2004

