
State of Idaho, Division of Medicaid
Prior Authorization Form

CHANTIX® (Varenicline)
*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:
	

	
	
	
	
	
	


	Chantix® is only approved for ages >18 years as an aid to smoking cessation treatment with no more than two quit attempts every 12 months. 


	Medication History:

	Is this a new request for treatment?
	(  Yes
	(  No

	    If no, is this a request for previous failure of Chantix treatment or an extension for an additional 12 weeks?  (  Yes   (  No

	Has the patient been provided with appropriate educational materials and counseling to support the quit attempt?   (  Yes   (  No

	Has the patient failed two quit attempts in the past 12 months?   (  Yes   (  No


	Other Information:
	

	


Dosing Recommendations: 

Initial, 0.5 mg ORALLY once daily for days 1 through 3, then 0.5 mg twice daily for days 4 through 7, then 1 mg twice daily; duration of treatment is 12 weeks; an additional 12 weeks in patients who have successfully stopped smoking may increase the likelihood of long-term abstinence (Prior authorization is required for an additional 12 weeks).
Chantix® Starter packs are not covered by Medicaid.
Risk/Benefit Documentation:
**Serious neuropsychiatric events (e.g., depression, suicidal ideation, suicide attempt and completed suicide) have been reported in patients taking Chantix. The risks of Chantix use should be weighed against the benefits of its use. Chantix will not be approved with other nicotine replacement agents.

**Chantix® Prescribing Information states that the drug should be used during pregnancy only if the potential benefit justifies the potential risk to the fetus and that a decision should be made whether to discontinue nursing or to discontinue the drug as it is not known if the drug is excreted into human milk. 
· Follow-up appointment or telephone conference 5 to 10 days post-start has been scheduled for evaluation of neuropsychiatric symptoms or behaviors.
· Risks/benefits of using the requested smoking cessation medication have been discussed with the participant and the participant agrees that the benefits outweigh any potential risks.
To ensure continuity of care, please make sure corresponding ICD-10 diagnosis codes are submitted on professional office claims to 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)
Revised: 1/1/16

