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This form may be sent to us by mail or fax:        
			Address:				  Fax Number:
	          		Catamaran			  	1-(866)-391-2929
			2441 Warrenville Road, Suite 610
			Lisle, IL 60532-3642
			
You may also ask us for a coverage determination by phone at 1-(866)-235-1793 or through our website at www.BCBSRI.com.

Who May Make a Request:  Your prescriber may ask us for a coverage determination on your behalf. If you want another individual (such as a family member or friend) to make a request for you, that individual must be your representative. Contact us to learn how to name a representative.

Enrollee’s Information
	Enrollee’s Name

	Date of Birth  

	Enrollee’s Address


	City

	State
	Zip Code

	Phone

	Enrollee’s Member ID #  



Complete the following section ONLY if the person making this request is not the enrollee or prescriber:
	Requestor’s Name


	Requestor’s Relationship to Enrollee


	Address


	City

	State
	Zip Code

	Phone




Representation documentation for requests made by someone other than enrollee or the enrollee’s prescriber:
Attach documentation showing the authority to represent the enrollee (a completed Authorization of Representation Form CMS-1696 or a written equivalent).  For more information on appointing a representative, contact your plan or 1-800-Medicare.

	Name of prescription drug you are requesting (if known, include strength and quantity requested per month):   





	Type of Coverage Determination Request


☐ I need a drug that is not on the plan’s list of covered drugs (formulary exception).* 
☐ I have been using a drug that was previously included on the plan’s list of covered drugs, but is being removed or was removed from this list during the plan year (formulary exception).*  
☐ I request prior authorization for the drug my prescriber has prescribed.*
☐ I request an exception to the requirement that I try another drug before I get the drug my prescriber prescribed (formulary exception).*
☐ I request an exception to the plan’s limit on the number of pills (quantity limit) I can receive so that I can get the number of pills my prescriber prescribed (formulary exception).*
☐ My drug plan charges a higher copayment for the drug my prescriber prescribed than it charges for another drug that treats my condition, and I want to pay the lower copayment (tiering exception).*
☐ I have been using a drug that was previously included on a lower copayment tier, but is being moved to or was moved to a higher copayment tier (tiering exception).*  
☐ My drug plan charged me a higher copayment for a drug than it should have.
☐I want to be reimbursed for a covered prescription drug that I paid for out of pocket. 
*NOTE: If you are asking for a formulary or tiering exception, your prescriber MUST provide a statement supporting your request.  Requests that are subject to prior authorization (or any other utilization management requirement), may require supporting information.  Your prescriber may use the attached “Supporting Information for an Exception Request or Prior Authorization” to support your request.

Additional information we should consider (attach any supporting documents):





	Important Note:  Expedited Decisions


If you or your prescriber believe that waiting 72 hours for a standard decision could seriously harm your life, health, or ability to regain maximum function, you can ask for an expedited (fast) decision.  If your prescriber indicates that waiting 72 hours could seriously harm your health, we will automatically give you a decision within 24 hours.  If you do not obtain your prescriber's support for an expedited request, we will decide if your case requires a fast decision.  You cannot request an expedited coverage determination if you are asking us to pay you back for a drug you already received.
☐CHECK THIS BOX IF YOU BELIEVE YOU NEED A DECISION WITHIN 24 HOURS (if you have a supporting statement from your prescriber, attach it to this request).

	Signature:
	Date: 




	Supporting Information for an Exception Request or Prior Authorization


FORMULARY and TIERING EXCEPTION requests cannot be processed without a prescriber’s supporting statement.  PRIOR AUTHORIZATION requests may require supporting information.
☐REQUEST FOR EXPEDITED REVIEW:  By checking this box and signing below, I certify that applying the 72 hour standard review timeframe may seriously jeopardize the life or health of the enrollee or the enrollee’s ability to regain maximum function.
	Prescriber’s Information

	Name


	Address


	City

	State
	Zip Code

	Office Phone

	Fax

	Prescriber’s Signature

	Date



	Diagnosis and Medical Information 

	Medication: 

	Strength and Route of Administration: 
	Frequency: 

	New Prescription OR Date Therapy Initiated:

	Expected Length of Therapy:
	 Quantity: 

	Height/Weight:


	 Drug Allergies: 
	Diagnosis: 

	Rationale for Request 

	☐ Alternate drug(s) contraindicated or previously tried, but with adverse outcome, e.g., toxicity, allergy, or therapeutic failure [Specify below: (1) Drug(s) contraindicated or tried; (2) adverse outcome for each; (3) if therapeutic failure, length of therapy on each drug(s)]
☐ Patient is stable on current drug(s); high risk of significant adverse clinical outcome with medication change [Specify below: Anticipated significant adverse clinical outcome] 
☐ Medical need for different dosage form and/or higher dosage [Specify below: (1) Dosage form(s) and/or dosage(s) tried; (2) explain medical reason] 
☐ Request for formulary tier exception [Specify below: (1) Formulary or preferred drugs contraindicated or tried and failed, or tried and not as effective as requested drug; (2) if therapeutic failure, length of therapy on each drug and adverse outcome; (3) if not as effective, length of therapy on each drug and outcome] 
☐ Other (explain below)
Required Explanation 














Genotropin, Humatrope, Norditropin, Nutropin/Nutropin AQ, Omnitrope, Saizen, and Tev-Tropin
Prior Authorization Criteria
	
You must answer ALL of the following questions

	 1.  Does the patient have any of the following contraindications to therapy?  (Please Circle) 
A. Acute critical illness due to complications following open heart or abdominal surgery, multiple 
     accidental trauma or acute respiratory failure
B.  Active malignancy
C.  Active proliferative or severe non-proliferative diabetic retinopathy
D.  No

	 2.  Has the patient received growth hormone through a Catamaran administered benefit?
	Y
	N

	 3.  Is the patient less than 18 years of age?
	Y
	N

	 4.  Was growth hormone prescribed by a pediatric endocrinologist?
	Y
	N

	 5.  Are the patient’s epiphyses open?
	Y
	N

	 6.  Which of the following indications is the patient receiving somatropin for? (Please Circle)
· Growth Hormone deficiency
· Small for gestational age
· Chronic renal insufficiency
· Noonan syndrome
· Prader-Willi syndrome
· Short stature homeobox-containing gene (SHOX) deficiency
· Turner’s syndrome
· Other ________________________________________________________________________


	  7.  Is the patient greater than 2 years of age?
	Y
	N

	  8.  Was the patient born small for gestational age, defined as birth weight or length ≥2 standard  
       deviations below the mean for gestational age?
	Y
	N

	  9.  Has the patient failed to manifest catch-up growth by age two, defined as height ≥2 standard 
       deviations below the mean for age and sex?
	Y
	N

	10.  Has the patient’s nutritional status been optimized and metabolic abnormalities corrected?
	Y
	N

	11.  Has the patient had a kidney transplant?
	Y
	N

	12.  Has the diagnosis of Prader-Willi syndrome been confirmed by appropriate genetic testing prior to 
       initiating therapy?
	Y
	N

	13.  Does the patient have any of the following contraindications to therapy? (Please Circle)
          A.  Severe obesity
          B.  History of upper airway obstruction or sleep apnea
          C.  Severe respiratory impairment
          D.  No

	14.  Prior to initiating therapy, has the diagnosis of Turner’s syndrome been confirmed by chromosome 
       analysis?
	Y
	N

	15.  Prior to initiating therapy, did the patient have bone age that is at least one year or 2 SDS delayed 
       compared with chronological age?
	Y
	N

	16.  Prior to initiating therapy, did the patient have a defined CNS pathology, history of irradiation, or 
       proven genetic cause of growth hormone deficiency?
	Y
	N

	17.  Prior to initiating therapy, did the patient have IGF-1/IGFBP3 level that is more than 2 standard 
       deviations below the mean for age and sex?
	Y
	N

	18.  Prior to initiating therapy, has the patient had two pharmacological growth hormone stimulation test 
       results with peak growth hormone secretion less than 10 ng/mL (acceptable tests include: arginine, 
       clonidine, glucagon, exercise, insulin-induced hypoglycemia, levodopa)?
	Y
	N

	19.  Prior to initiating therapy, did the patient have severe short stature defined as 3 standard deviations 
       below the mean for chronological age and gender?
	Y
	N

	20.  Prior to initiating therapy, did the patient have a height more than 2 standard deviations below the 
       mean for chronological age and sex AND decreased growth velocity that is at least 1 standard 
       deviation below the mean for age and sex?
	Y
	N

	21.  Prior to initiating therapy was the patient growing slowly, defined as growth velocity measured over 
       one year that is greater than or equal to 2 standard deviations below the mean for age and sex?
	Y
	N

	22.  Was the prescription written by an endocrinologist?
	Y
	N

	23.  Prior to initiating therapy, did the patient complete linear growth as defined by growth rate of less than 
       2 cm/year?
	Y
	N

	24.  Prior to initiating therapy, did the patient receive growth hormone therapy during the one month prior 
       to GH stimulation testing or IGF-1 measurement?
	Y
	N

	25.  Prior to initiating therapy, was the patient’s diagnosis growth hormone deficiency with at least one 
       additional pituitary hormone deficiency confirmed by a subnormal response to at least one growth 
       hormone stimulation test (insulin tolerance test is test of choice unless contraindicated [document 
       contraindication])?
       ________________________________________________________________________________

       ________________________________________________________________________________

	Y
	N

	26.  Is the patient’s diagnosis growth hormone deficiency with panhypopituitarism (greater than or equal 
       to 3 documented hormone deficiencies)?
	Y
	N

	27.  Prior to initiating therapy, was the patient growth hormone deficient with irreversible hypothalamic-
       pituitary structural lesions and subnormal IGF-1, as a result of tumors, surgery, or radiation of the 
       pituitary or hypothalamus region?
	Y
	N

	28.  Is the patient’s diagnosis childhood or adult-onset growth hormone deficiency that has been 
       confirmed or reconfirmed prior to initiating/reinitiating therapy by subnormal response to two standard 
       growth hormone stimulation tests (insulin tolerance test is test of choice unless contraindicated 
       [document contraindication], GHRH-Arg test is preferred if patient has a contraindication to ITT, 
       pending availability)? Document stimulation test(s) used.




	Y
	N

	29.  Prior to initiating therapy, did the patient have any of the following objective evidence of complications due to 
       GHD?
· Low bone density as measured by BMD T-score
· Increased visceral fat mass measured by CT
· Cardiovascular complications including:
· Elevated blood pressure
· Elevated C-reactive protein
· Low HDL, elevated LDL or total cholesterol
· Increased intima-media thickness
· Reduced left ventricular mass or left ventricular end diastolic volume
· No

	30.  Is the patient less than 18 years of age?
	Y
	N

	31.  Are the patient’s epiphyses open?
	Y
	N

	32.  Has the patient’s final adult height been reached as determined by the 5th percentile of adult height?
	Y
	N

	33.  Is the patient growing greater than 2 centimeters a year?
	Y
	N

	34.  Does the patient have a diagnosis of panhypopituitarism?
	Y
	N

	35.  Has the patient experienced an improvement or normalization of IGF-1 levels?
	Y
	N




Serostim Prior Authorization Criteria
	Initial Therapy
You must answer ALL of the following questions

	1.  Does the patient have any of the following contraindications to therapy? (Please Circle)
A.  Acute critical illness due to complications following open heart or abdominal surgery, multiple 
      accidental trauma or acute respiratory failure
B.  Active malignancy
C.  Active proliferative or severe non-proliferative diabetic retinopathy
D.  No

	2.  Does the patient have a diagnosis of AIDS-wasting syndrome/cachexia? (Defined as an unintentional 
     weight loss greater than or equal to 10% of baseline weight)
	Y
	N

	3.  Has the patient received growth hormone through a Catamaran administered benefit?
	Y
	N

	4.  Has the patient experienced treatment failure or intolerance to dronabinol or megestrol?
	Y
	N

	5.  Is the patient currently receiving treatment with antiretroviral(s)?
	Y
	N

	6.  Has the patient experienced an increase in body weight and/or improvement in lean body mass?
	Y
	N

	7.  Is there still evidence of wasting?
	Y
	N
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Zorbtive Prior Authorization Criteria
	Initial Therapy
You must answer ALL of the following questions

	1.  Has the patient received a total of 4 weeks of Zorbtive therapy previously?
	Y
	N

	2.  Does the patient have any of the following contraindications to therapy?  (Please Circle)
          A.  Acute critical illness due to complications following open heart or abdominal surgery, multiple accidental 
                trauma or acute respiratory failure
          B.  Active malignancy
          C.  Active proliferative or severe non-proliferative diabetic retinopathy
          D.  No

	3.  Does the patient have a diagnosis of short bowel syndrome?
	Y
	N

	4.  Is the patient receiving specialized nutritional support (e.g., parenteral nutrition)?
	Y
	N







