
Prior Authorization Request 
Date of Request    

   
__________________

Vancomycin 
ORAL

Member Information Relationship (Circle)

Name
Subscriber     Spouse     Dependent

Enrollment / Cardholder ID Gender (Circle)

Group / Plan Male                Female

Birth date AGE:   ______________

Address:

City State Zip

Practitioner Information

Name

Agent / Contact Name

Specialty

Office / Clinic Name

Address

City State Zip

Phone (         )                -

Fax (         )                - C.difficile ?
Email                            @ Yes       No      (circle)

Requested Drug / Pharmaceutical Strength     /      Dose

       

Vancomycin – Vancomycin ORAL Duration of Therapy (Expected)

Condition / Diagnosis Related - Reason for Request

Type of Request (Circle)

One-Time    On-Going 

Clinical Drug / Lab History Pertinent to Request Contact Pharmacy?      Y     N
Pharmacy Phone Number

Formulary Alternative(s) Attempted            YES           NO    (Circle) Practitioner Signature

Vancomycin ORAL (Vancomycin) is an antibiotic reserved for Pseudomembranous colitis / 
staphylococcus enterocolitis caused by C. difficile after failure of other anti-infective agents (i.e. 
metronidazole)

Date Received:
Reviewed By:
Forwarded To:

FAX Form to:  
877-800-5633

HT Clinical Services Phone
866-805-1690


