
State of Idaho, Division of Medicaid

Prior Authorization Form
IMMUNE GLOBULIN 

(intravenous and subcutaneous)
*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:
	

	
	
	
	
	
	


	(   Billing as pharmacy claim
	
	(   Billing as medical claim
	

	
	
	 J-Code
	

	
	Billing NPI if different from prescriber NPI:
	
	


	Drug:
	
	
	
	

	
	
	
	
	

	Dose/Frequency/Route:
	
	
	
	

	
	
	
	
	

	Patient Weight:
	
	
	
	

	Patient Height:
	
	
	Ideal Body Weight:
	

	
	
	
	
	

	Duration of Therapy:
	
	
	
	

	
	
	
	
	

	Diagnosis:
	
	

	
	
	

	Previous Therapies:
	
	

	
	
	

	
	
	

	
	
	

	Labs: (if applicable to diagnosis)-Please attach copies of lab work.
	
	

	
	
	

	Baseline IgG level:
	
	Date:
	
	

	
	
	

	Follow-up IgG level:
	
	Date:
	
	

	
	
	
	

	Next scheduled IgG level:
	
	
	

	
	
	
	

	Other labs:
	
	

	
	
	

	
	
	

	
	
	
	

	Monitoring Plan:
	
	

	
	
	

	
	
	

	
	
	

	Please attach a copy of the most recent chart notes.
	
	


	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: 1/12/16, 1/2/17

