
UTAH MEDICAID PHARMACY PRIOR AUTHORIZATION REQUEST FORM 

Last Updated 8/1/2022 

Sirturo (bedaquiline) 

 

Criteria for Approval: (All the following criteria must be met)  
 Patient is 5 years or older and weighs at least 15 kg. 
 Prescribed by or in consultation with:  Pulmonologist   or     Infectious Disease Specialist. 
 Patient is not co-infected with HIV and MDR-TB 
 Diagnosis of pulmonary multi-drug resistant tuberculosis (MDR-TB). 
 No other effective treatment regimen can be provided. 
 Prescriber has assessed other drugs that prolong the QT interval and that may cause additive QT prolongation 

and determined that any potential benefits outweigh any potential risks. 
 Prescriber has obtained ECG, liver enzymes, and electrolytes prior to administration. 
 Prescriber certifies that patient had in vitro susceptibility tests performed according to published methods. 

Result details:__________________________________________________________________________________________ 
 Must be used in combination with at least 3 to 4 agents that are active against patient’s specific TB isolate.   

Medication(s): _____________________________________________________________ Chart Note Page #: _________  
 Previously tried and failed therapies: 

Medication(s): _____________________________________________________________ Chart Note Page #: _________  
Dates of therapy: _______________________ Details of Failure: ______________________________________________ 

 Arrangements for directly observed therapy, Details: ________________________________________________________ 
 
Note:  

 If testing to identify isolate(s) is unavailable, Sirturo must be used in combination with at least 4 other 
antitubercular agents. 

 
Initial Authorization: Up to 24 weeks 
 
 
PROVIDER CERTIFICATION   
I hereby certify this treatment is indicated, necessary and meets the guidelines for use. 

_________________________________________________   ____________________ 
Prescriber’s Signature      Date 

Member and Medication Information 
* indicates required field 

*Member ID: *Member Name: 

*DOB: *Weight: 

*Medication Name/Strength:                                                                                           Do Not Substitute. Authorizations will be processed for 
                                                                                                                                                            the preferred Generic/Brand equivalent unless specified. 
*Directions for use: 

Provider Information 
* indicates required field 

*Requesting Provider Name: *NPI: 

*Address: 

*Contact Person: *Phone #: 

*Fax #:  Email: 

Fax form and relevant documentation including: laboratory results, chart notes and/or updated 
provider letter to Pharmacy PA at 855-828-4992, to prevent processing delays. 


