State of Idaho, Division of Medicaid
PRIOR AUTHORIZATION FORM
ORAL ANTIFUNGALS

* 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 #:
	
	Pharmacy Phone:
	
	Pharmacy Fax:
	


Itraconazole will be approved for payment for eligible clients with a diagnosis of Aspergillosis, Blastomycosis, or Histoplasmosis, and who are within the approved dosage quantities and age limits.  Lamisil ® and itraconazole will be approved for patients with a diagnosis of Onychomycosis who have had a confirmed microbiological or histological test, extensive nail involvement causing significant debilitation or secondary infection (documentation from medical records is required), and with histories absent of terbinafine or itraconazole oral in the last 6 months.
Medication Requested:
	Drug
	
	Strength
	
	Dosing Instructions

	· Lamisil ®
	
	
	
	

	· Itraconazole 
	
	
	
	


* Brand name Sporanox will be considered for payment by submission of FDA MedWatch form and documentation of failure of two different manufacturers’ generic equivalent formulations.
Patient Diagnosis:
	· Aspergillosis
	· Blastomycosis
	· Histoplasmosis


· Onychomycosis (please complete below)

· Onychomycosis diagnosis confirmed with a microbiological or histological test?



(  Yes

(   No

Test: ______________________________

· Extensive nail involvement causing significant debilitation or secondary infection?  


(  Yes

(   No
· If answer is “Yes”, medical documentation is required, please attach.
· Use of Lamisil ® or itraconazole in last 6 months?

(  Yes

(   No
	Prescriber Signature:
	
	Date:
	


By signing, the 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.medicaidpharmacy.idaho.gov (PA Criteria & Forms)
For Medicaid Office Use Only
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