AdvantraRx First Health Part D

7 from Coventry Health Care 7 from Coventry Health Care

IMMUNOSUPPRESSANT PRIOR AUTHORIZATION FORM
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:

0 mycophenolate mofetil o tacrolimus o Prograf o cyclosporine, mod. (Neoral)**
o Rapamune o cyclosporine (Sandimmune)** o other

2. Diagnosis: (please include office notes supporting diagnosis)
o Renal transplant o Liver transplant

o Heart transplant o other™:

**|f requesting Neoral or Sandimmune for a Non-Transplant indication, the patient must have tried and failed therapy with
cyclosporine OR have a documented medical reason why cyclosporine is medically/therapeutically inappropriate.

3. Date of transplant: (if applicable) Was patient Medicare eligible at time of transplant? Y N

4. Other Supporting Information:

Physician's Signature:

Physician's Specialty:

CHCH 2007-2(12/09)

For Urgent Requests please call (800) 551-2694

Visit our Websites at http://www.advantrarx.com and http://www.firsthealthpartd.com
Fax Confidentiality Notice: The information contained in this transmission is confidential, proprietary or privileged and may be subject to protection under the law,
including the Health Insurance Portability and Accountability Act (HIPAA). The message is intended for the sole use of the individual or entity to whom it is
addressed. If you are not the intended recipient, you are notified that any use, distribution or copying of the attached material is strictly prohibited and may subject you
to criminal or civil penalties. If you received this transmission in error, please notify us immediately by telephone at 1-800-551-2694.
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