reliancelrx

15 Earhart Drive, Suite 101, Amherst, NY 14221

Xolair® (omalizumab)
Prior Authorization Request Form

complete all fields and pre-Xolair® data column
Fax this form with the patient completed

Health Impact Survey to: (716)-532-7360 or (800)-273-7397

This is a CONFIDENTIAL transmission, based upon claims of
Attorney /Client privileges, Work Product privilege or other
legal confidentiality rights. This transmission is intended solely
for the designated addressee only. If you are not the intended
recipient, please contact the sender immediately, and
REFRAIN FROM DISCLOSING OR USING THE ATTACHED

INFORMATION ANY WAY. Failure to comply with this

direction may result in a claim that you have violated the law

Last Name First Name Member ID Physician’s Name (please print) Physician’s Signature
Date of Birth Sex [IMm Race Smoker? [ ] yes Weight Today’s Date Phone Number Fax Number
IF [Ino kg

Xolair® dose requested:

[1150 []300 mg/dose SC every 4 weeks -or- []225 []300 []375 mg/dose SC every 2 weeks

Address

City

State Zip

1. Does patient have moderate to severe asthma? [lyes [lIno 7. Is patient's FEVy >12% reversible on PFT or >20% on PEFR [ lyes [Ino
2. Ifyes, is patient controlled according to NHBLI guidelines? [lyes [lno 8. Comorbidities: [ JCOPD [JGERD [ Jrhinitis/sinusitis other:
3. Have you requested and reviewed patient’s pharmacy claims profile? [ 1yes [Ino 9. Duration of asthma? C<1yr [11-5yrs  []>5yrs
4. Has patient needed systemic steroids in past 12 months? [1yes [no 10 Does patient have pet in house to which they are allergic by skin test or
5. How long has patient been under your care? [ 1<3mos [13-12 mos [ 1>12mos RAST? [lyes [lno
6. Why do you believe patient is a candidate for omalizumab therapy? (check all that apply)
[ sleep loss [ activity limitation ~ [] increased albuterol use  [] intolerance to ICS  [Ipoor compliance w/ ICS [] failed leukotriene modifier
g exacerbations requiring systemic steroids w/in past 12 mos g pulmonary measures show poor control g other:
Lab Serum IgE level : IUIL (KUIL) NO YES MITE PET POLLEN - OTHER TEST DATE
Results Test date: — RAST O O checkif >class2—~ &[] O . I
(Test date should be within last 12 months) | Skin ] ] checkif >2+ — ] ] ] spectly A
Current Inhaled Corticosteroid (ICS) Long acting Beta-agonist (LABA) Combination LABA/ICS Oral steroid
Therapy aobeclomethasone 40, 80mcg oSerevent Advair provide dose:
(check all that oFlovent 44, 110, 220 mcg oForadil 0100 meg ©0250 mcg o500 mcg
apply) oPulmicort oAzmacort
Leukotriene Modifier Short-acting Beta-agonist Other: olmmunotherapy
_ DSinguIar oAccolate oalbuterol  cMaxair oAtrovent oCombivent
Complete 1°* column only for prior authorization Pre-Xolair 4 weeks 8 weeks 12 weeks 16 weeks 20 weeks 24 weeks For Internal Use only
then other columns while on Xolair® 11 1 1 1 I 1
History (in last 4 weeks ) [ complete after every 4 weeks of Xolair® therapy ] Date received:

Frequency daytime symptoms (days/wk)

Frequency night-time symptoms (nights/wk)

albuterol use (approx # puffs/day)

Days missed school/work

ER/Urgent Care/Hospital

Has controller medication use decreased?

__approved expiration date:
__approved with modification
__denied

___other/No PA needed

Reason:

Lung Function

Peak Flow Meter reading (today)

_ o e T

Date reviewed

Confirmation to MD: Fax/Phone/Mail

Best PFM reading @ home/ o no PFM

FEV1 (*required @ baseline & 6mos)

Assessment

Health Impact survey

MD impression (better/ same/ worse)

Medication ships to patient home

Medication ships to provider office

submit

6 month Renewal*********************
Date received:

__approved expiration date:

__approved with modification

__denied Reason:

Uealca 5|recfor, naepenaen[ Hea [ Eafe rewewea

Medical Director, Independent Health Date reviewed
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