State of Idaho, Division of Medicaid
Hetlioz® (tasimelteon)
*CONFIDENTIAL INFORMATION*

	Phone: (208) 364-1829
	- One fax per patient ONLY -
	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:
	

	
	
	
	
	
	


Reason for request (please check one):
· Non-24 sleep-wake disorder (documented diagnosis is required)
· Other:                                                                                                 .                                                                                                                
Clinical Criteria: (Clinical information must be provided by a qualified health care provider)            

All the following must be met:
· Prescribed by or in consultation with a sleep specialist.
· Chart documentation describing how diagnosis was confirmed (e.g. sleep-wake logs, melatonin secretion abnormalities or progress notes, etc.) is required.

· 18 years of age or older.
· *Documented diagnosis of Non-24 sleep-wake disorder. (see below)
· Documented 6 months treatment failure of other melatonin receptor agonists.
· Other sleep, neurological, or behavioral disorders have been ruled out. 
Prior Therapy/Trials:
	Drug:
	
	
	Strength:
	
	
	Dosage form:
	

	Dosing Instructions:
	
	
	
	
	

	Reason(s) for failure:
	

	
	

	
	


Therapeutic Use Justification:

*Non-24-hour sleep- wake disorder is most often diagnosed in completely blind patients. FDA approval was based upon clinical studies in a blind patient population Please provide rationale and/or additional information (relevant chart notes, labs, etc.) which may aid in the prior authorization decision making process.
**Initial approval for 3 months with follow-up reporting efficacy is required **
	To ensure continuity of care, please make sure corresponding ICD-10 diagnosis 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) 
Revised: 7/1/2019, 1/1/2020

