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ACTOS®, DUETACT®, ACTOPLUS MET®, AVANDIA®, AVANDAMET® PRIOR 
AUTHORIZATION FORM 

Coverage Criteria:   Only covered for Type 2 Diabetes Mellitus patients meeting the following criteria: 
 Have reached maximum doses of metformin and have a therapeutic failure, or 
 Have a daily insulin dose greater than 100 units daily and have the potential to reduce their dose below 100 units 

daily, or 
 Are on multiple daily insulin doses and may be able to reduce the number of doses, or 
 Have the potential to eliminate their insulin dose completely, or 
 Have documented hypoglycemic events on current therapy, and laboratory determinations of glycosolated 

hemoglobin (HA1C) levels demonstrate that the value is not within the accepted range.  Glycosolated hemoglobin 
levels will be required to be submitted for approval. 

 Should not be used as initial single agent monotherapy. 
 Should not be used in NYHA class 3 or 4 Heart Failure patients. 
Authorization period: 1 year 

PLEASE FAX COMPLETED FORM TO:      (800) 639-9158 
Patient Name: Member ID # 

Date of Request: DOB: 

Requesting Physician: DEA # 

Office Phone # Office Fax #  

MEDICATION INFORMATION 

1. 
Drug Requested:  Actos®   Duetact®    Actoplus Met®     Avandia®    Avandamet®  

Dose: 

2. 
Is this a new prescription?   YES    NO   If no, how long has patient been taking the 

medication?               
3. Diagnosis:  Type II Diabetes       Other:      

4. Does the patient have CHF with NYHA class 3 or 4 status?  YES   NO       

5. 

List current/past diabetes medications:  
     Metformin ________mg _____times daily.  Dates of treatment _____to______ 
     Sulfonylurea_________ ____mg _____times daily.  Dates of treatment _____to______ 
                       (Specify drug.)    

     Insulin_________ ____units_____times daily.  Dates of treatment _____to______ 
                       (Specify type.)    

     Other Agents:  

6. 

Does the patient have contraindications to or did patient fail a trial with either metformin 
or a sulfonylurea? (If yes, please explain.) 

    Metformin    reason/result: _______________________ 
    Sulfonylurea    reason/result: _____________________ 

7. 
Does the patient have renal disease or dysfunction?  YES   NO       
   Serum Creatinine level _______ mg/dl. 

8. Glycohemoglobin level (HA1C):  _______%  date: ___________ 
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Physician’s Signature: 

CHCH 5105-9(12/09) 
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