Restless Leg Syndrome Medication
New Hampshire Medicaid Prior Authorization/Non-Preferred

MIAGELLAN

Drug Approval Form
Fax: 1-888-603-7696  Phone: 1-866-675-7755

Date of Medication Request: / /

_Section I: Patient Information and Medication Requested:

Name: (Last, First) Medicaid Number:

‘DateofBirth: ___ /[ Gender: [] Male [ ] Female
- Drug Name: Strength:

- Dosing Directions: Length of Therapy:

Section 11: Clinical History:
Request for Horizant (complete the following section)

1. Does the patient have a diagnosis of Restless Leg Syndrome? OO Yes [OINo
2. Has the patient tried and failed gabapentin IR? JYes [INo
If so list date taken and reason for failure:

3. Has the patient tried and failed levodopa/carbidopa, pramipexole or ropinirole? O Yes [ No

If so list medication failed, date taken and reason for failure:

Is there any additional information that would help in the decision-making process? If additional space is needed,

please use another page.

Section I11: Prescriber Information:

Name: NPI Number:

Phone Number: (Y - FaxNumber-(__ 5y _ -

| certify that the information provided is accurate and complete to the best of my knowledge and | understand that any falsification,
omission, or concealment of material fact may subject me to civil or criminal liability.

Signature of Prescribing Provider

RLS
Effective 6/26/12



