Prior Authorization Request
Hewlett Packard Enterprise — OptumRx

Suboxone® and Subutex®

Submit fax request to: 855-455-3303
Purpose: For a psychiatrist or certified addiction specialist to request prior authorization for buprenorphine, Suboxone® or Subutex®.
Questions: If you have guestions, call the Clinical Pharmacy Services Call Center for Nevada Medicaid at 855-455-3311.

DATE OF REQUEST:

RECIPIENT INFORMATION

Last Name, First Name, Middle Initial: Date of Birth:
Recipient ID: Gender: [ | Male []Female |Phone:
PRESCRIBING PROVIDER INFORMATION

Name: NPl and DEA:

Physician Specialty: Drug Addiction Waiver UIN:

Phone: Substance Abuse Program Name:

Fax: Program License Number:

REQUESTED DRUG

Name: Strength: ‘ [] Generic substitution not permitted
Dosage:

COVERAGE CRITERIA

Suboxone® Therapy

The following criteria must be met and documented in the recipient’'s medical record.

Check the applicable boxes to indicate each item as true for the recipient:

[] The recipient is 16 years of age or older.

[] The recipient has a diagnosis of opioid dependence.

[] The prescriber has a DATA (Drug Addiction Treatment Act of 2000) waiver.

[] Recipientis in a specific substance abuse program or will receive counseling from a psychiatrist or a certified
addiction specialist. Provide program/counselor hame:

[ ] The recipient is compliant with all of their scheduled office visits and counseling sessions.

Subutex® Therapy

The following criteria must be met and documented in the recipient’'s medical record.

Check the applicable boxes to indicate each item as true for the recipient:

The recipient is 16 years of age or older.

The recipient has a diagnosis of opioid dependence.

The prescriber has a DATA (Drug Addiction Treatment Act of 2000) waiver.

The recipient is in a specific substance abuse program or will receive counseling from a psychiatrist or a certified
addiction specialist. Provide program/counselor name:
The recipient is compliant with all of their scheduled office visits and counseling sessions.

The recipient is pregnant.

The recipient is allergic to naloxone (document allergy: ).
The medication is being requested for induction therapy.

Quantity Limits

Suboxone® 8 mg/2 mg sublingual tablet: 2 tablets per day

Suboxone® 2 mg/0.5 mg sublingual tablet: 3 tablets per day

Subutex® 8 mg sublingual tablet: 2 tablets per day

Subutex® 2 mg sublingual tablet: 3 tablets per day

PROVIDER CERTIFICATION — Prescriber’s signature and date required.
I hereby certify that this treatment is indicated and necessary and meets the guidelines for use as outlined by Nevada Medicaid.

oo Do

Prescriber’s Signature: Date:

This authorization request is not a guarantee of payment. Payment is contingent upon eligibility, available benefits, contractual terms, limitations, exclusions,
coordination of benefits and other terms and conditions set forth by the benefit program. The information on this form and on accompanying attachments is privileged
and confidential and is only for the use of the individual or entities named on this form. If the reader of this form is not the intended recipient or the employee or agent
responsible to deliver it to the intended recipient, the reader is hereby notified that any dissemination, distribution or copying of this communication is strictly prohibited.
If this communication is received in error, the reader shall notify sender immediately and destroy all information received.
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