For PacificSource Requests

@PacificSource Fax to (541) 225-3665

HEALTH PLANS FOR PROVIDER USE ONLY
Request status, call (800) 624-6052, ext. 3784

PREAUTHORIZATION / MEDICATION EXCEPTION REQUEST FAX FORM

Form must be fully completed to avoid a processing delay.

Patient name (last, first, MI) Member ID # Date of birth
Medication name and strength Quantity Directions for use and duration

Is this a new medication for the patient? O Yes O No Date first started:

Diagnosis ICD-9 Code
Formulary drugs tried / previous therapy Dates of use

Medical justification for requested drug (include chart notes and supporting labs)

Physician name (last, first, Ml) Specialty Physician address

Contact person Contact Email address Contact phone number Contact fax number
( ) ( )

Date Pharmacy name Pharmacy phone Pharmacy fax
( ) ( )

More information required (PacificSource use only)

Decision/Comments (PacificSource use only)

Confidentiality Note: The documents accompanying this facsimile transmission may contain confidential information. The information is intended only for
the use of the individual or entity named above. If you are not the intended recipient, or the person responsible for delivering it to the intended recipient,
you are hereby notified that any disclosure, copying, distribution, or use of the information contained in this transmission is strictly PROHIBITED. If you
have received this transmission in error, please notify the sender immediately by telephone or by return fax, and destroy this transmission, along with
any attachments. Thank you.
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