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Prior Authorization Request Form (Page 1 of 2) 
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Member Information (required) Provider Information (required) 
Member Name: Provider Name: 

Insurance ID#: NPI#:  Specialty: 

Date of Birth: Office Phone: 

Street Address: Office Fax: 

City: State: Zip: Office Street Address:  

Phone: City: State: Zip: 

Medication Information (required) 
Medication Name:  
 

Strength: Dosage Form: 

 Check if requesting brand  Directions for Use: 
  Check if request is for continuation of therapy 

Clinical Information (required) 
What is the patient’s diagnosis for the medication being requested? ________________________________________________ 
ICD-10 Code(s): _____________________________________    
What medication(s) has the patient tried and had an inadequate response to? (Please specify ALL medication(s)/strengths tried, 
length of trial, and reason for discontinuation of each medication) 
 
 
What medication(s) does the patient have a contraindication or intolerance to? (Please specify ALL medication(s) with the 
associated contraindication to or specific issues resulting in intolerance to each medication) 
 
 
Are there any supporting labs or test results? (Please specify) 
 
 
Use of High Risk Medications (HRMs) in the elderly (applies on patients ≥ 65 years ONLY): 
"Use of High Risk Medications in the Elderly" is measure 238 of the Centers for Medicare & Medicaid Services Physician Quality 
Reporting System. 
Does the provider acknowledge that this drug has been identified by the Centers for Medicare and Medicaid Services as a high risk 
medication in the 65 and older population?   Yes   No  
Does the provider wish to proceed with the originally prescribed medication?   Yes   No 
Quantity limit requests:  
What is the quantity requested per DAY? ______ 
What is the reason for exceeding the plan limitations? 
  Titration or loading-dose purposes 
  Patient is on a dose-alternating schedule (e.g., one tablet in the morning and two tablets at night, one to two tablets at   
     bedtime) 
  Requested strength/dose is not commercially available 
  There is a medically necessary justification why the patient cannot use a higher commercially available strength to achieve  
     the same dosage and remain within the same dosing frequency. Please specify: _______________________________ 
  Patient requires a greater quantity for the treatment of a larger surface area [Topical applications only] 
  Other: ______________________________________________________________________________________ 
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Are there any other comments, diagnoses, symptoms, medications tried or failed, and/or any other information the physician feels is important to 
this review? 
 
________________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________________ 
Please note: This request may be denied unless all required information is received. 

If the patient is not able to meet the above standard prior authorization requirements, please call 1-888-791-7255. 
For urgent or expedited requests please call 1-888-791-7255. 
This form may be used for non-urgent requests and faxed to 1-844-403-1028. 
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NONDISCRIMINATION NOTICE 

Kaiser Foundation Health Plan of Colorado (Kaiser Health Plan) complies with applicable Federal 
and state civil rights laws and does not discriminate, exclude people or treat them less favorably 
on the basis of race, color, national origin (including limited English proficiency and primary 
language), ancestry, age, disability, sex (including sex characteristics, intersex traits; pregnancy 
or related conditions; sexual orientation; gender identity, gender expression, and sex 
stereotypes), religion, creed or marital status.   

Kaiser Health Plan: 
 
• Provides no-cost auxiliary aids and services to people with disabilities to communicate 

effectively with us, such as: 
• Qualified sign language interpreters 
• Written information in other formats, such as large print, audio, braille, and accessible 

electronic formats 

• Provides no-cost language services to people whose primary language is not English, 
such as: 
• Qualified interpreters 
• Information written in other languages 

 

 
If you need these services, call 1-800-632-9700 (TTY 711). 
 
If you believe that Kaiser Health Plan has failed to provide these services or discriminated in 
another way on the basis of race, color, national origin, ancestry, age, disability, sex,(including 
sex characteristics, intersex traits; pregnancy or related conditions; sexual orientation; gender 
identity, gender expression, and sex stereotypes), religion, creed, or marital status, you can file 
a grievance by mail at: Customer Experience Department, Attn: Kaiser Permanente Civil Rights 
Coordinator, 10350 E. Dakota Ave, Denver, CO 80247, or by phone at Member Services  
1-800-632-9700 (TTY 711). 
 
You can also file a civil rights complaint with the U.S. Department of Health and Human Services, 
Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and 
Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 
20201, 1-800-368-1019, (TTY 1-800-537-7697). Complaint forms are available at 
hhs.gov/ocr/office/file/index.html. 

 

This notice is available at  

https://healthy.kaiserpermanente.org/colorado/language-
assistance/nondiscrimination-notice 

 

 ____________________________________________________________________  

HELP IN YOUR LANGUAGE 
ATTENTION: If you speak English, language assistance services including appropriate auxiliary 
aids and services, free of charge, are available to you. Call 1-800-632-9700 (TTY 711). 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://hhs.gov/ocr/office/file/index.html
https://healthy.kaiserpermanente.org/colorado/language-assistance/nondiscrimination-notice
https://healthy.kaiserpermanente.org/colorado/language-assistance/nondiscrimination-notice
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አማርኛ (Amharic) ትኩረት፡ አማርኛ የሚናገሩ ከሆነ ተገቢ የሆኑ ረዳት መርጃዎችን እና አገልግሎቶችን ጨምሮ 

የቋንቋ እርዳታ አገልግሎቶች በነጻ ይገኛሉ። በ 1-800-632-9700 ይደውሉ (TTY 711)። 

 ة بناسمالت ماالخدة وعد المسائلن وسامك في ذلبما ية غولالة عدات المسمافر لك خدتتو، يةبرعالث حدتتت نكا إذ :هيبنت (Arabic)ة يبالعر

 .)TTY: 711) 9700-632-800-1  قمربالصل ت ان.مجابال

Ɓǎsɔ́ɔ̀ Wùɖù (Bassa) Mbi sog: nia maa Ɓàsàa, njàl mbom a ka maa njàng ndol ni mbom mi 
tsoŋ ni soŋ, niŋ ma kénŋɛn yɛ́, mbi ɛ̀yɛm. Wɔ nàŋ 1-800-632-9700 (TTY 711) 

中文 (Chinese) 注意事項：如果您說中文，您可獲得免費語言協助服務，包括適當的輔助器材和服
務。致電 1-800-632-9700（TTY 711）。 

  به  ،سبنام بانیيتپش  خدمات و  هاکمک لهمج از ،«انیبز يلاتهتس»   ،دين کیمت بصح یرسفان بازبه ر گا :هجوت (Farsi)ی سارف

  .بگيريد  تماس (711( تنیم  نتلف) TTY) 9700-632-800-1  با  ستا ناترستسد در نرايگا ورتص

Français (French) ATTENTION: si vous parlez français, des services d'assistance linguistique 
comprenant des aides et services auxiliaires appropriés, gratuits, sont à votre disposition. Appelez 
le 1-800-632-9700 (TTY 711). 

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen die Sprachassistenz 
mit entsprechenden Hilfsmitteln und Dienstleistungen kostenfrei zur Verfügung. Rufen Sie  
1-800-632-9700 an (TTY 711). 

Igbo (Igbo) TINYE UCHE: Ọ bụrụ na ị na-asụ Igbo, Ọrụ enyemaka nke asụsụ gụnyere udi 
enyemaka na ọrụ kwesịrị ekwesị, n'efu, dị nye gị. Kpọọ 1-800-632-9700 (TTY 711). 

日本語 (Japanese) 注意：日本語を話す場合、適切な補助機器やサービスを含む言語支援サービ
スが無料で提供されます。1-800-632-9700までお電話ください（TTY：711）。 

한국어 (Korean) 주의: 한국어를 구사하실 경우, 필요한 보조 기기 및 서비스가 포함된 언어 지원 
서비스가 무료로 제공됩니다. 1-800-632-9700 로 전화해 주세요(TTY 711). 

Naabeehó (Navajo) DÍÍ BAA AKÓ NÍNÍZIN: Díí saad bee yáníłti’go Diné Bizaad, 
saad bee áká’ánída’áwo’dé̖é̖’, biniit’aa da beeso ndinish’aah t’aala’I bi’aa ‘anashwo’ 
doo biniit’aa, t’aadoo baahilinigoo bits’aadoo  yeel, t’áá jiik’eh, éí ná hóló̖, koji ̖’ 
hódíílnih 1-800-632-9700 (TTY 711). 

नेपाली (Nepali) ध्यान दिनुहोस:् यदि तपाइँ नेपाली बोल्नुहुन्छ भने, उपयुक्त सहायक सहायता र सेवाहरू सहहत 
भाषा सहायता सेवाहरू, नि:शुल्क उपलब्ध छि।् फोि 1-800-632-9700 (TTY: 711). 

Afaan Oromoo (Oromo) XIYYEEFFANNOO: Yoo Afaan Oromo dubbattu ta'e, Tajaajila gargaarsa 
afaanii, gargaarsota dabalataa fi tajaajiloota barbaachisoo kaffaltii irraa bilisa ta'an, isiniif ni jira.  
1-800-632-9700 irratti bilbilaa (TTY 711)  

Pусский (Russian) ВНИМАНИЕ! Если вы говорите по-русски, вам доступны бесплатные 
услуги языковой поддержки, включая соответствующие вспомогательные средства и 
услуги. Позвоните по номеру 1-800-632-9700 (TTY 711). 

Español (Spanish) ATENCIÓN: Si habla español, tiene a su disposición servicios de asistencia 
lingüística que incluyen ayudas y servicios auxiliares adecuados y gratuitos. Llame al  
1-800-632-9700 (TTY 711). 

Tagalog (Tagalog) PAALALA: Kung nagsasalita ka ng Tagalog, available sa iyo ang serbisyo 
ng tulong sa wika kabilang ang mga naaangkop na karagdagang tulong at serbisyo, nang walang 
bayad. Tumawag sa 1-800-632-9700 (TTY 711). 
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Tiếng Việt (Vietnamese) CHÚ Ý: Nếu bạn nói tiếng Việt, bạn có thể sử dụng các dịch vụ hỗ trợ 
ngôn ngữ miễn phí, bao gồm các dịch vụ và phương tiện hỗ trợ phù hợp. Xin gọi  
1-800-632-9700 (TTY 711). 

Yorùbá (Yoruba) ÀKÍYÈSÍ: Tí o bá ń sọ èdè Yorùbá, àwọn iṣẹ́ ìrànlọ́wọ́ èdè tó fi kún àwọn ohun 
èlò ìrànlọ́wọ́ tó yẹ àti àwọn iṣé ̣láìsí ìdíyelé wà fún ọ. Pe 1-800-632-9700 (TTY 711). 
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