
PRIOR AUTHORIZATION REQUEST FORM
Fax Number 513-248-3079

PATIENT INFORMATION
PATIENT NAME (LAST, FIRST, MI)

PBM PLUS MEMBER ID PERSON CODE DOB GENDER

PHYSICIAN INFORMATION
PRESCRIBER’S NAME STATE LICENSE NO.

SPECIALTY PHONE FAX

MEDICATION REQUEST
DIAGNOSIS / INDICATION ICD-9 CM CODE (IF AVAILABLE)

QTY DAY SUPPLY SIG REFILLSDRUG NAME & STRENGTH REQUESTED

DURATION OF THERAPY NEW THERAPY
 YES         
 NO

MEDICAL JUSTIFICATION / INCLUDE OTHER MEDICATIONS TRIED AND RESULTS

1 – PREVIOUS MEDICATIOIN 3 – PREVIOUS MEDICATION

2 – PREVIOUS MEDICATION 4 – PREVIOUS MEDICATION

PHYSICIAN SIGNATURE DATE OF REQUEST

4/13/2005

***PBM PLUS USE ONLY***
APPROVED MODIFIEDCOMMENTS

DENIED DEFERRED

FROM (DATE) TO (DATE) RESTRICTIONS

SIGNATURE DATE OF REVIEW

INITIALS     PHYSICIAN     PHARMACY      PATIENT       FILED      SXC      NOTE     

PBM PLUS Phone Number 800-263-2178

“CONFIDENTIAL HEALTH INFORMATION MAY BE ENCLOSED”
Health information is personal and sensitive information related to a person’s health care.  You, the recipient are required to maintain 
this information is a safe, secure and confidential manner.  Re-disclosure without appropriate authorization or as permitted or required 
by law is prohibited. 
This information transmitted is intended only for the person or entity to which it is addressed and may contain confidential and/or 
privileged material, the disclosure of which is governed by applicable law.  Any review, retransmission, dissemination or other use of ,
or taking of any action in reliance upon, this information by persons or entities other than the intended recipient is prohibited.  If you 
received this in error please contact the sender and destroy the materials contained in this message.  

FOR OFFICE USE
Prior authorizations are done by:

PBM Plus
Client: 


