UTAH DEPARTMENT OF HEALTH, PRIOR AUTHORIZATION REQUEST FORM

Movantik (naloxegol)

Patient name: Medicaid ID #:

Prescriber Name: Prescriber NPI#: Contact person:
Prescriber Phone#: Extension/Option: Fax#:
Pharmacy: Pharmacy Phone#: Pharmacy Fax #:
Requested Medication: Strength: Frequency:

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:

e Patient age > 18 year

e Diagnosis of opioid-induced constipation. Please indicate diagnosis code:
Note: mechanical Gl obstruction or other conditions are not FDA-approved indications

e Patient is receiving opioids

e Patient is not taking other drugs that may cause or contribute to constipation

e Must fail a trial of stimulants and stool softeners

e Quantity limit of 1 tablet daily

INITIAL AUTHORIZATION: 6 months

REAUTHORIZATION CRITERIA: Letter from prescriber indicating drug effectiveness, duration 1 year

01/13/2016

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



