
https://medicaid.utah.gov/pharmacy/ 

UTAH DEPARTMENT OF HEALTH, PRIOR AUTHORIZATION REQUEST FORM 

EMSAM (selegiline transdermal) 

 

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 LETTER OF    

MEDICAL NECESSITY TO 855-828-4992 

CRITERIA: 

 Physician documentation from charted progress notes of failure with minimum of three other 

antidepressants which may include MAOI 

 Previous intolerance to oral trial of MAOI 

 No concurrent antidepressant therapy 

 

 

 

 

AUTHORIZATION: 

1 year 

RE-AUTHORIZATION: 

Updated letter of medical necessity   

9/30/2016

 


