Prior Authorization Request Form o aniversal Rx

PLEASE FAX OR EMAIL THIS REQUEST FORM TO 540-777-7184, URX@UNIVERSALRX.COM

The prescriber must complete this form in full to avoid processing delay. Please attach any information that should
be considered with this request. Should you have questions regarding this form please call 540-777-7179.

Patient Information

Patient Name:

Date of Birth: Member ID #:
Plan Name: Rx Group #:
(If Known)

Prescriber Information |

Prescriber’'s Name:

DEA/Licensing Number: NPI Number: Office Phone: Fax:
Clinic Name: Contact Name:

Address: City: State: Zip:
Pharmacy: Phone: Fax:

Drug Information
Reason for Authorization Request (Leave blank if unknown)

[] Prior Authorization for clinical criteria [ Step Therapy

[J Quantity Limit override [ Non-formulary medication
Requested Drug Name and Strength: Quantity: ICD-9
Directions: Start Date of Therapy: Diagnosis:

Previous Drugs Tried and Reason for Past Failures: (OTC products may be included)
Trial #1 - Drug Name: Dosage: Start Date: Date Discontinued:

Reason for Discontinuation:

Trial #2 - Drug Name: Dosage: Start Date: Date Discontinued:

Reason for Discontinuation:

Trial #3 - Drug Name: Dosage: Start Date: Date Discontinued:

Reason for Discontinuation:

List any contra-indications to formulary alternative or generic medications:

Significant lab values:

Quantity Limit Exception: (please provide dosing schedule and tapering information):

Requesting Provider’s Signature Date

The information contained in this facsimile document is or may be privileged, confidential, and protected under applicable state or federal law and is intended solely for the use of the individual
or entity to whom it is addressed. If you are not the intended recipient or the employee or agent responsible for delivering the message to the intended recipient, you are hereby notified that
any dissemination, distribution, or copying of this communication is STRICTLY PROHIBITED. If you have received this facsimile in error, please notify the sender immediately by calling the
phone number above to arrange for the return or destruction of these documents.

Pharmacy Data Management, Inc., 1170 E. Western Reserve Road, Poland, Ohio 44514
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