Wellpoci:r’\t.

Prior Authorization Request
Brand Contraceptive Copay Waiver

Patient Information

Patient Name:
ID #:
DOB: / /

Provider Information

Name:
Address:

Phone: ( ) -

Drug Requested:

Please answer the following questions:

1. D Yes D No Is the requested contraceptive medically necessary because the preferred
contraceptives are inappropriate for this patient?

2. D Yes D No Is the medical necessity attested to above for the specific non-preferred contraceptive drug
supported by medical record documentation?

Signature of Physician

Signature of Physician: Date: / /

Complete form and fax. Please do not include a cover sheet.

Exchange
Maryland 877-671-6773
Texas 877-671-6775
Florida 877-671-6721
Washington 855-892-0981

The information contained in this facsimile message is intended only for use by the individual or entity named above. This transmission may
contain information that is privileged, confidential and/or otherwise protected by applicable law. If you are not the intended recipient or an
employee, associate, or agent responsible for delivering the message to the intended recipient, you are hereby notified that any disclosure,
dissemination, distribution or copying of this communication or its substance is strictly prohibited. If you receive this communication in error,
please immediately notify the sender by telephone to arrange for its destruction or return. Receipt of this facsimile message by anyone other
than the intended recipient is not a waiver of confidentiality or privilege for any information contained herein.
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