Drug Prior Authorization %{% Providence
Request Form Health Plan

This form is to be completed by the prescribing provider and staff. Please complete in full to avoid a processing delay. Fax completed forms.

Patient Information

Patient’'s Name (Last, First, MI):

Member ID: Date of Birth:

Requesting Provider Information

Requesting Physician/Provider's Name: Specialty:

NPI: Tax ID No:

Address:

Phone: Fax:

Contact Name: Phone: Fax:

Pharmacy Name (For Prescription Drugs): Phone: Fax:
Medical Drug Information (if applicable)

Site of Care Location: Start Date:

Address:

Phone: NPI: Tax ID:

Drug Information

Requested Drug Name/Strength: ICD-10:

Quantity: Directions: Length of Therapy:

List of Drugs Previously Tried (Formularies are available at https://healthplans.providence.org/members/)

Drug Name: Dosage:

Provide the medical rationale for the requested drug. Please attach chart notes with your request.

(| Urgent Request

Requesting Provider's Signature: Date:

STRICT CONFIDENTIALITY IS MAINTAINED FOR ALL MEDICAL INFORMATION AND REQUESTS.

Any additional information needed will be requested via telephone or fax. Your office will be notified by fax of the decision.

Providence Health Plans Fax Questions Please Call
ATTN: Pharmacy Services 503-574-8646 or 800-249-7714 503-574-7400 or 877-216-3644
PO Box 3125

Portland, OR 97208

www.providence.org/healthplans




Non-discrimination Statement

Providence Health Plan and Providence Health Assurance comply with applicable Federal civil rights laws
and do not discriminate on the basis of race, color, national origin, age, disability, sexual orientation,
religion, gender identity, marital status or sex. Providence Health Plan and Providence Health Assurance
do not exclude people or treat them differently because of race, color, national origin, age, disability,
sexual orientation, religion, gender identity, marital status or sex.

Providence Health Plan and Providence Health Assurance:
o Provides free aids and services to people with disabilities to communicate effectively with us,
such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats,
other formats)

e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, you can call us at 1-800-898-8174 (TTY: 711).

If you believe that Providence Health Plan and Providence Health Assurance has failed to provide these
services or discriminated in another way on the basis of race, color, national origin, age, disability, sexual
orientation, religion, gender identity, marital status or sex, you can file a grievance with our Non-
discrimination Coordinator by mail:

Providence Health Plan and Providence Health Assurance
Attn: Non-discrimination Coordinator
PO Box 4158
Portland, OR 97208-4158
Email: PHP-PHA Non-discrimination Coordinator@providence.org

If you need help filing a grievance, call us at 1-800-898-8174 (TTY:711) for assistance.
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, 1-800-537-7697 (TTY)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Members of Oregon Plans may file a complaint with the Division of Financial Regulation at 1-888-877-
4894 or visit https://dfr.oregon.gov/Pages/index.aspx.


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

Language Access Information
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call
1-800-898-8174 (TTY: 711).

Spanish: ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiistica.
Llame al 1-800-898-8174 (TTY: 711).

Russian: BHUMAHME: Ecaun Bbl roBopuTe NO-pyccKu, TO Bam AoCTynHbI ycnyru 6ecnnaTHOM A3bIKOBOWM
noanep*Kku. 3soHuTe 1-800-898-8174 (tenetamn: 711).

Vietnamese: CHU Y: N&u quy vi néi Tiéng Viét, cé cac dich vu ho tro ngdn ngir mién phi danh cho quy vi.
Xin goi s6 1-800-898-8174 (TTY: 711).

Traditional Chinese: JT & : IR P X - MOIIREESES LIBIRFS - 55 E 1-800-898-8174
(TTY: 711) °

Kushite: XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni
argama. Bilbilaa 1-800-898-8174 (TTY: 711).

Farsi:
oSS ole3 1-800-898-8174 (TTY: 711) b o9 s )l o b 080l Coygue 4o 313 Mugnd ¢ duiS (2 Caoso (o030 0L S 1d g5

Ukrainian: YBATA! AKwo By po3moB/seTe yKpaiHCbKOKO MOBOIO, AN Bac 4ocTynHi 6e3KoWTOBHI nocayrm
MOBHOI NigTpUMKK. TenepoHyiTte 3a Homepom 1-800-898-8174 (tenetamn: 711).

Japanese: BHIOY : H ARKGETO@EGAZZ MLOLA . St X —E AL CTHIHWETE
7, 1-800-898-8174 (TTY: 711) £ T, BEEIZSW,

Korean: =2|: St=2HE AMECIAI= R, A K& MEIAE RfFE=2 02
898-8174(TTY: 711) H = H 3ol FAIAI S

Nepali: &M I8N qURA AUTeH Sicdg® YA dURd Y TN TERIdl Yaes H:X[edh U]
JUA B | 1-800-898-8174 (TTY: 711) AT B TTHeiy |

Romanian: ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii gratuite de asistenta
lingvistica. Sunati 1-800-898-8174 (TTY: 711).

Fal 2~ Ql&L|CF 1-800-

Ol

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste zur
Verfligung. Rufnummer: 1-800-898-8174 (TTY: 711).

Hmong: LUS CEEB TOOM: Yog tias koj hais lus Hmoob, cov kev pab txhais lus, muaj kev pab dawb rau
koj. Hu rau 1-800-898-8174 (TTY: 711).

Cambodian: SN 100 Sy SUNWManNisl
HIGOUSINSSWINAMUNWESARIZMIMNMALERY yBiuTigiadninueg 1-800-898-8174
(TTY: 711)4

Laotian: CQLQIV: 7] 90MIVCDIWIFIDI0, F¥L) NIVY 0OCH)_ 8 O TVWIFI

losu cgee 2 louvIn. L 1-800-898-8174 (TTY: 711).
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