
 

 

 

    SUBOXONE®/BUPRENORPHINE     
  (BUPRENORPHINE/NALOXONE)/(BUPRENORPHINE) 

    New Hampshire Medicaid Prior Authorization 
Request Form 

Fax: 1-888-603-7696      Phone: 1-866-675-7755 

 

 
 
Date of Medication Request ____ ___/___ ___/___ ___ 
 
 

Revised 08/30/12 

Section I: Patient Information and Medication Requested: 

Name: (Last, First) ____________________________________ NH Medicaid Number:___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ 

Date of Birth: ___ ___ /___ ___ /___ ___ ___ ___    Gender: □ Male  □ Female 
 
Drug Name:__________________________________________ Strength:__________________________________________________ 
 
Dosing Directions:_____________________________________        Length of Therapy:__________________________________________ 

 
Section II: Clinical History: 

1.   Does patient have a diagnosis of opiate abuse/dependence?          Yes     No  
 If No, What is the diagnosis for usage:__________________________________________________ 
2.   Does prescriber have a substance abuse and mental health services administration waiver?       Yes     No  
3.  Is the patient receiving addiction counseling?             Yes     No 
4.  Has a chemical dependency assessment been performed?           Yes     No 
5.  Is the patient’s age 18 years of age or older?             Yes     No 
6.   If female, is patient pregnant?                 Yes     No 
7.   If Suboxone® or buprenorphine is approved; will the patient require concurrent opioid medication 
      or Methadone therapy?               Yes     No 
8.  Is there any additional information that would help in the decision-making process?  If additional space is needed, please use another 
page______________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________ 

 
Section III: Prescriber Information: 
 
Name: _________________________________________________  NPI Number: _____________________________________ 
 
Phone Number: (___ ___ ___) ___ ___ ___ - ___ ___ ___ ___  Fax Number: (___ ___ ___) ___ ___ ___ - ___ ___ ___ ___ 

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


