UTAH DEPARTMENT OF HEALTH, PRIOR AUTHORIZATION REQUEST FORM
BOTULINUM TOXINS

Patient name: Medicaid ID #:

Prescriber Name: Prescriber NPI#: Contact person:
Prescriber Phone#: Extension/Option: Fax#:

Pharmacy: Pharmacy Phone#: Pharmacy Fax #:
Requested Medication: Strength: Frequency/Day:

All information to be legible, complete and correct or form will be returned

FAX DOCUMENTATION FROM PROGRESS NOTES OR IN A
LETTER OF MEDICAL NECESSITY TO 855-828-4992

CRITERIA
DRUG INDICATION CRITERIA
Botox®, Dysport®, . . e age > 16yo
Myobloc®, Xeomin® Cervical dystonia o documented disease; provide diagnosis code
e age > 12y0

Botox®, Xeomin® Belpharospasm or

documented disease; provide diagnosis code

Strabismus . .
e must fail Botox® before Xeomin® can be approved
e age > 18y0
e >15 migraines per 30 days
Botox® Chronic miaraine e cach mi_graine lasting > 4 hours S _
g e must fail at least 1 (or have contraindications to all) of the following

antimigraine medications: topiramate, propranolol, valproic acid and/or

timolol
. e age > 18yo
Botox® O\_/eract!ve bla}dder or ¢ documented neurologic disease; provide diagnosis code
urinary incontinence . S . o
e must fail > 1 anticholinergic medication before Botox® can be approved
Botox® Limb spasticity (any e age > 12yo
limb) o documented disease; provide diagnosis code
e age > 18yo0

Dysport®, Xeomin® Upper limb spasticity

o documented disease; provide diagnosis code

NOTE:
e Botulinium toxin is not covered for any cosmetic or off-label uses. These include primary axillary hyperhydrosis,
sialorrhea, and gastroparesis.
o Please bill J0585. If Botox® is being used for migraines, please bill both J0585 and 64615.
o Maximum approved doses per 3 month PA period are:
Botox® Dysport® Myobloc® Xeomin®
300 units/3 months 1,000 units/3 months 10,000 units/3 months 120 units/3 months

AUTHORIZATION: 3 months
RE-AUTHORIZATION: 3 months with documentation of favorable therapeutic outcome(s).
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https://medicaid.utah.gov/pharmacy/



