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Serious Mental lliness Step Therapy Exception Form

PlanMedical Group Name: Plan/Medical Group Fax#: | )
Plan'Medical Group Phone #: { J
Instructions: Please fill out all applicable sections completely and legibly. Information contained in this form is Protected Health Information
under HIPAA.
Patient Information
First Name: MiI: Last Name: Date of Birth:
City: State: Zip Code: Phone Numbser:
Patient’s Authorized Representative (if applicable): Authorized Representative Phone Mumber (if applicable):
Insurance Information
Primary Insurance Mame: Patiant ID Numbear:
Secondary Insurance Name: Patient ID Number:
Prescriber Information
First Name: Last Nama: Specialty:
Address: City: State: Zip Code:
NP1 Number (individual): Phone Mumber:
DEA Mumber (if applicable): Office Contact Person:
Email Address:
Medication:
Diagnosis:
Madication:
Attestation
O | atiest the information provided is true and accurate to the best of my knowledge
O | attest that any of the following criteria specified in subsections (4 ){a)1) —{IV) of § 10-16-145, C.R.S. have been met to exempt a
step-therapy requirement fior the prescription drug:
= (l) The provider attests that the required prescription drug is contraindicated or will likely cause an adverse reaction or harm to the
coverad person;
b (1) The required prescription drug is ineffective based on the known clinical charactenstics of the covered person and the known
characteristics of the prescription drug regimen;
= (1) The covered parson has tied, while under the covered person’s cument or previous health benefit plan, the required prescription
drug or another prescription drug in the same phamacologic class or with the same mechanism of action, and the use of the
prescription drug by the covered person was discontinued due to lack of efficacy or effectiveness, diminished effect, or an adverse
avent.
= (V) The covered person, while on the coverad parson’s curment or prévious health banafit plan, is stable on a prescription drug salected
by the prescnbing provider for the medical condition under consideration after undergoing step therapy or afler having sought and
received a step-therapy exception.
Prescriber Signature or Electronic |.D. Verfication: Date: P
Confidentiality Notice: The documeants accompanying this transmission contain confidential health information that is lagally privileged. If you are
not the intended recipient, you are hereby notified that any disclosure, copying, distribution, or action taken in reliance on the contents of thase
documents is strictly prohibited. If you have received this information in emor, please notify the sender immediately (via retum email or other
electronic means) and arrange for the return or destruction of these documents.
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