oSOOD er Erythropoietin Stimulating
ahoma Health Care Authority Agents

Prior Authorization Request

Member Name: Date of Birth: Member

ID:

Section | Drug Information

Medication Name: Strength:

Dose: Regimen: Start Date:

HCPCS Code: Billing Units:

(Complete This Section If Dispensing Provider Is A Pharmacy)

NDC Number:

Fill Quantity: Day Supply: Refills:

Provider Name: Phone:

Provider NPI: Fax:

Diagnosis:

Hb: gldL —or— Hct: % Date Recorded:

Additional Comments:

Documented By: Date:
Prescriber Name: Phone:
Prescriber NPI: Fax:

CONFIDENTIALITY NOTICE
This document, including any attachments,

Please provide the requested information and return to:

Univsl:ii:{n Zi}?ﬁ‘;’:;’;:mi‘;’iegzn‘iz Z‘:,;TGCY Fox Phone contains information which is conﬁderyti'al or
. eT D ) OKC Metro: (405) 522-6205 privileged. Ifyqu are not the l.ntend'ed 'reCIPrent, be
P ;’g :O“thzog’;gi'."g i?l e&;nggt Og;culf\:lzteﬁoéa(ggf)z 5: I4$(/) ‘I‘ 4 Toll Free (866) 522-01 14 aware that any disclosure, copying, distribu-tion, or use
X o’ - ree B Select obtion 4 of the contents of this information is prohibited. If you
Oklahoma City, OK 73190 (Select option 4.) have received this document in error, please notify the
- sender immediately by telephone to arrange for the
For SoonerCare Pharmacy Information, see: www.okhca.org return of the transmitted documents or to verify their

OHCA Revised 04/24/2014 PHARM- 7 destruction.
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