
HEAL TH PARTNERS PLANS 

PRIOR AUTHORIZATION REQUEST FORM 

Hepatitis C Agents 

Phone: 215-991-4300 Fax back to: 866-240-3712 

Health Partners Plans manages the pharmacy drug benefit for your patient. Certain requests for coverage require review with the prescribing physician. 
Please answer the following questions and fax this form to the number listed above. 

PLEASE NOTE: Any information (patient, prescriber, drug, labs) left blank, illegible, or not attached WILL DELAY the review process. 

I Patient Name: I Prescriber Name: 

HPP Member Number: Fax: I Phone: 

Date of Birth: Office Contact: 

Patient Primary Phone: NPI: \ PA PROM/Se ID:

Address: Address: 

Citv, State ZIP: City, State ZIP 

Line of Business: Medicaid ,CHIP Specialty Pharmacy (if aoolicable): 

Drug Name: Strength: 

Quantity: Refills: 

Directions: 

Diaqnosis Code: I Diagnosis: 

HPP's maximum aooroval time is 12 months but may be less depending on the drug. 

Please attach any pertinent medical history including labs and information for this member that may support approval. 

Please answer the following questions and sign. 

01. Does the patient have documentation of detectable quantitative HCV RNA at baseline? Note: The prescriber must
submit documentation.

□ Yes □ No
-· -- -·

02. Is documentation of genotype attached to this request If genotyping is recommended by the AASLD?

□ Yes □ No
-- -- -· ·-

03. Was the patient previously treated for Hepatitis C?

D Yes - Please submit documentation of previous
□ No

regimen, dates, lab work, and treatment outcome 
-· - ---

04. Is the prescribed drug regimen consistent with FDA-approved labeling or nationally recognized compendia, or
peer-reviewed medical literature?

□ Yes □ No
-- - -

OS. Is the requested drug age-appropriate for the patient according to FDA-approved package labeling, nationally 
recognized compendia, or peer-reviewed literature? 

D Yes □ No
-- -- -

06. Is the patient's Metavir fibrosis score confirmed by recent noninvasive test such as a blood test or imaging, a
Fibroscan, or findings on physical examination?

□ Yes
-- -

□ No
--- -

07. Has documentation of the recent noninvasive test such as a blood test or imaging, a Fibroscan, or findings on
---- - ---
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HEAL TH PARTNERS PLANS 

PRIOR AUTHORIZATION REQUEST FORM 

Hepatitis C Agents 

Phone: 215-991-4300 Fax back to: 866-240-3712 

Health Partners Plans manages the pharmacy drug benefit for your patient. Certain requests for coverage require review with the prescribing physician. 
Please answer the following questions and fax this form to the number listed above. 

PLEASE NOTE: Any information (patient, prescriber, drug, labs) left blank, illegible, or not attached WILL DELAY the review process. 

I Patient Name: I Prescriber Name:
. • ----------------, 

physical examination attached to this request? 

□ Yes
t---------------- ---- -

□ No
-- ------------t 

08. Has the patient had a complete hepatitis B immunization series? Note: The prescriber must submit
documentation.

□ Yes □ No

09. Is documentation for the complete hepatitis B immunization series attached to this request? [If yes, skip to
question 22.]

D Yes D No 
---------------- ·-- ·-

010. Has the patient had Hepatitis B screening (sAb, sAg, and cAb)?

D Yes D No 

011. Is the patient positive for hepatitis B sAg?
[If no, skip to question 19.]

□ Yes
·------------------ - . -

□ No

012. Has the patient had quantitative HBV DNA results? Note: The prescriber must submit documentation.

D Yes D No 

013. Is documentation for the quantitative HBV DNA results attached to this request?

D Yes D No 
1------------------·- -

014. Is there detectable HBV DNA? Note: The prescriber must submit documentation.

□ Yes □ No

015. Has a treatment plan for hepatitis B consistent with AASLD recommendations been developed for the patient?
Note: The prescriber must submit documentation.

□ Yes
------------------ - -· - -

0No 

016. Has documentation for the treatment plan attached to this request?

D Yes D No 
,--- ----------------·-- ·- -

017. Is the patient negative for hepatitis B sAb?

□ Yes □ No
-------------

018. Has a hepatitis B immunization plan or counseling to receive the hepatitis B immunization series been
completed? Note: The prescriber must submit documentation.

□ Yes 0No 
�------------------·-- -- - . -· _____________________ __, 

This telecopy transmission contains confidential information belonging to the sender that is legally privileged. This information is intended only for the use of the individual or 

entity named above. The authorized recipient of this information is prohibited from disclosing this information to any other party. If you are not the intended recipient, you are 

hereby notified that any disclosure, copying, distribution or action taken in reference to the contents of this document is strictly prohibited. If you have received this telecopy in 

error, please notify the sender immediately to arrange for the return of this document 



HEALTH PARTNERS PLANS 

PRIOR AUTHORIZATION REQUEST FORM 

Hepatitis C Agents 

Phone: 215-991-4300 Fax back to: 866-240-3712 

Health Partners Plans manages the pharmacy drug benefit for your patient. Certain requests for coverage require review with the prescribing physician. 
Please answer the following questions and fax this form to the number listed above. 

PLEASE NOTE: Any information (patient, prescriber, drug, labs) left blank, illegible, or not attached WILL DELAY the review process. 

I Patient Name:

019. Has documentation for the treatment plan and p 

OYes 
-- • -

I Prescriber Name:

atient counseling attached to this 

□ No

-

request? 

020. Has the patient had an HIV screening (HIV Ag/ Ab)? Note: The prescriber must su bmit documentation.

□ Yes □ No
--

021. Has documentation for the HIV screening attac hed to this request?

□ Yes
-

022. Is the patient HIV-positive confirmed positive by 

□ Yes
... ---

023. Is the patient being treated for HIV?

□ Yes

--

□ No

HIV-1/HIV-2 differentiation immu 

□ No

□ No

---

--

noassay? 

024. Is there documented rationale for the beneficia . Note: The prescriber mustry for the patient not being treated? 
submit documentation.

□ Yes □ No
- -

025. Is documented rationale attached to this reques t?

□ Yes □ No

026. Does the patient meet both of the following if re sistance-associated substitution ( 
ded RAS testing and 8) The patie 
ed results of a NS5A RAS screen 

by the AASLD? A) Has documentation of recommen 
recommended drug regimen based on the document 

OYes 
--

027. Is documentation supporting the RAS testing b 

□ Yes
- --- -

□ No

een attached to this request? 

□ No

-

RAS) testing is recommended 
nt is being prescribed an AASLD 
ing? 

- -

028. Does the patient have a life expectancy of less than 12 months due to non-liver-r elated comorbid conditions?

□ Yes □ No
-

029. Have all potential drug interactions been addre ssed by the prescriber (such as di 
seling of the beneficiary of the risk drug, dose reduction of the interacting drug, or coun 

scontinuation of the interacting 
s associated with the use of both 

medications when they interact)?

□ Yes
-- --

030. Does the patient have a history of therapeutic f 
Agents appropriate for the beneficiary's genotype ac 

·-

□ No

ailure, contraindication. or intolera 
cording to peer-reviewed medical 

-

nee to the preferred Hepatitis C 
literature? 

· ·-

This telecopy transmission contains confidential information belonging to the sender that is legally privileged. This information is intended only for the use of the individual or 

entity named above. The authorized recipient of this information is prohibited from disclosing this information to any other party. If you are not the intended recipient, you are 

hereby notified that any disclosure, copying, distribution or action taken in reference to the contents of this document is strictly prohibited. If you have received this telecopy in 

error, please notify the sender immediately to arrange for the return of this document 
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Phone: 215-991-4300 Fax back to: 866-240-3712 

Health Partners Plans manages the pharmacy drug benefit for your patient. Certain requests for coverage require review with the prescribing physician. 
Please answer the following questions and fax this form to the number listed above. 

PLEASE NOTE: Any information (patient, prescriber, drug, labs) left blank, illegible, or not attached WILL DELAY the review process. 

I Patient Name: I Prescriber Name: 

□ Yes □ No
- - -

031. Is the patient currently receiving treatment with the same non-preferred Hepatitis C Agent?

□ Yes □ No
--·-· -- -

032. Does the patient have a documented commitment to adherence with the planned course of treatment and mutual
prescriber and Departmental monitoring?

□ Yes □ No
-- --- - ----

033. Has documentation supporting the adherence commitment been attached?

□ Yes

034. Additional Information:

Prescriber Signature 

--- --

□ No

PHfrf<.mflC l/ 

-- ---

----

Date 

Updated for 2021 

This telecopy transmission contains confidential information belonging to the sender that is legally privileged. This 1nformat1on is intended only for the use of the individual or 

entity named above. The authorized recipient of this information is prohibited from disclosing this information to any other party. If you are not the intended recipient, you are 

hereby notified that any disclosure, copying, distribution or action taken in reference to the contents of this document 1s strictly prohibited. If you have received this telecopy in 

error, please notify the sender immediately to arrange for the return of this document 


