
 

  Medica   

      

MEDICA MN (MEDICAID) 

Medica Medicaid Exception 

This fax machine is located in a secure location as required by HIPAA regulations. 
Complete/review information, sign and date. Fax signed forms to CVS/Caremark at 1-866-255-7569. 

Please contact CVS/Caremark at 1-877-433-7643 with questions regarding the Medica process. 

When conditions are met, we will authorize the coverage of Medica Medicaid Exception. 

 
Drug Name (select from list of drugs shown) 

Other, Please specify   
 

Quantity     Frequency     Strength   

Route of Administration     Expected Length of Therapy   

 
Patient Information 

Patient Name:     

Patient ID:     

Patient Group No.:     

Patient DOB:     

Patient Phone:     

 
Prescribing Physician 

Physician Name:     

Physician Phone:     

Physician Fax:     

Physician Address:     

City, State, Zip:     

 
Diagnosis:     ICD Code:   

 

Comments:   

 
Please circle the appropriate answer for each question. 

  1. Is the requested drug being prescribed for any of the 
following: A) Mental disorders due to known physiological 
conditions (F01-F09), B) Mental and behavioral disorders 
due to psychoactive substance use (F10-F19), C) 
Schizophrenia, schizotypal, delusional and other non-
mood psychotic disorders (F20-F29), D) Mood [affective] 
disorders (F30-F39), E) Anxiety, dissociative, stress-
related, somatoform and other nonpsychotic mental 
disorders (F40-F48.9), F) Behavioral syndromes 
associated with physiological disturbances and physical 
factors (F50-F59), G) Disorder of adult personality and 

    Y   N     
 

  



behavior (F60-F68.89), H) Pervasive and specific 
developmental disorders (F80.81-F89), I) Behavioral and 
emotional disorders with onset usually occurring in early 
childhood and adolescence (F90-F98.9)? 

   [If no, then skip to question 4.] 
 

  2. Has the patient been treated with the requested drug for at 
least 90 days prior to a change in the formulary or 
enrollment in Medica's plan? 

    Y   N     
 

 

   [If no, then skip to question 4.] 
 

  3. Does the prescriber certify orally or in writing that the drug 
prescribed will best treat the member's condition? 

    Y   N     
 

 

   [No further questions.] 
 

  4. Is the requested drug being used for an FDA-Approved 
indication OR an indication supported in the compendia of 
current literature (examples: AHFS, Micromedex, current 
accepted guidelines)? 

    Y   N     
 

 

  5. Does the prescribed dose and quantity fall within the FDA 
approved labeling or within dosing guidelines found in the 
compendia of current literature? 

    Y   N     
 

 

  6. Is the request for a formulary medication for more than the 
initial quantity limit? 

    Y   N     
 

 

   [If yes, then no further questions.] 
 

  7. Is the patient unable to take the required number of 
formulary alternatives for the given diagnosis due to a trial 
and inadequate treatment response or intolerance or an 
expected adverse reaction or contraindication? If yes, 
documentation is required for approval. Provide 
documentation including name of medication(s) tried and 
reason for treatment failure(s), intolerance and/or 
contraindication whichever are applicable. 

    Y   N     
 

  

   (Requirement: 3 in a class with 3 or more alternatives, 2 in a class with 2 
alternatives, or 1 in a class with only 1 alternative. If the requested drug is a 
combination product, at least 1 of the alternatives tried must be the 2 separate 
individual components taken concurrently plus the remaining required number of 
alternatives). 

 

   [If yes, then no further questions.] 
 

  8. Does the patient have a clinical condition or need a 
specific dosage form for which there is no formulary 
alternative or the listed formulary alternatives are not 
recommended based on published guidelines or clinical 
literature OR the formulary alternatives will likely be 
ineffective or less effective for the patient OR the formulary 
alternatives will likely cause an adverse effect? 

    Y   N     
 

 

   [If yes, then no further questions.] 
 

  9. Is this request for insulin cartridges in a patient with 
diabetes mellitus OR is this request for blood glucose 
testing supplies (kit, monitor, test strips) that provides 

    Y   N     
 

 



audible test results for a patient with diabetes mellitus and 
visual impairment? 

 

I affirm that the information given on this form is true and accurate as of this date. 

  

Prescriber (Or Authorized) Signature and Date 
 

 


