State of Idaho, Division of Medicaid
Prior Authorization Form
BOTOX for MIGRAINES/CHRONIC HEADACHES
*CONFIDENTIAL INFORMATION*

	Phone: (208) 364-1829
	One drug per form ONLY – Use black or blue ink
	Fax: (800) 327-5541


	Participant Name:
	
	Medicaid ID #:
	
	Date of Birth:
	

	Prescriber Name:
	
	NPI #:
	
	Specialty:
	

	Prescriber Phone:
	
	Prescriber Fax:
	
	
	

	Pharmacy NPI #:
	
	Pharmacy Phone:
	
	Pharmacy Fax:
	

	
	
	
	
	
	


	Drug/Dose Requested:  (  Botox 155 units (in divided doses) injected every 3 months.

	        Or
	

	Diagnosis:
	

	When did migraines/headaches start:
	

	Prophylactic Therapy – please describe both treatment successes and failures, including dates: 
	

	

	

	Acute migraine/headache treatment –please describe both treatment successes and failures including dates: 
	

	

	

	Has patient received Botox previously?      (  Yes          (  No

	If yes, please specify dates:  
	


	For patients NOT currently on Botox therapy:
	
	

	Average number of migraines/headaches per month:
	
	

	Typical duration of migraine/headache:
	
	

	Approval for new patients will be for two injections spaced three months apart. Follow-up documentation demonstrating drug effectiveness will then be required to continue therapy.
	


	For patients currently on Botox therapy:
	
	
	

	
	Average number of migraines/headaches per month while on Botox:
	
	

	
	        And average number of migraines/headaches per month prior to Botox:
	
	

	Typical duration of migraine/headache while on Botox:
	
	
	

	          And typical duration of migraine/headache prior to Botox:
	
	

	Any adverse reactions (e.g. eyelid ptosis, musculoskeletal issues):
	
	

	
	
	


	Other pertinent information for review:
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Please include patient migraine/headache diary as well as chart notes for review.[image: image2.png]



	
	


To ensure continuity of care, please make sure corresponding ICD-9 codes are submitted on professional office claims to Idaho Medicaid on a routine basis.

	Prescriber Signature:
	
	MD, NP, PA, DO, CNS, DDS
	Date:
	


By signing, the prescriber agrees that documentation of above indication and medical necessity is available for review by Idaho Medicaid in participant’s current medical chart.

All current PA forms and criteria for use are available at:  http//:www.medicaidpharmacy.idaho.gov (PA Criteria & Forms)
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