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Bravo Health
Coverage Review / Prior Authorization Request Form

Relistor® (Methylnaltrexone Bromide)

Patient Information Prescriber Info

Member Name: Prescriber Name:

Bravo ID # Prescriber Specialty:

DOB: Prescriber Address:

Address:

Office Phone#:

Home Phone: Office Fax #:

Contact Person:

Diagnosis and Medication Requested
Medication Requested (dosage, frequency):

Q

Prescribing Diagnosis: ICD9 Code: Date Thera

Clinical Criteria
Pleaseanswerthefollowingquestions:

1. Does the member have a clinical diagnosis of opiod-induced constipation?

Yes* No
2. Member has an advance illness and receiving palliative care?

Yes* No Please specify, __________________________________________

3. Member has failed at least two significant attempts of OTC alternatives and lactulose? (Pleas
supporting treatment failure with at least two significant attempts of OTC alternatives and lac

Yes* No

4. Does the member have severe renal impairment? (creatinine clearance <30mL/min), dose red
half is recommended.

Yes* No

5. How will medication be supplied and administered:
a. ___Doctor/ clinic will supply, bill and administer.
b. ___Supplied and administered in a LTC facility.
c. ___Supplied and administered through Home Health Care
d. ___Member will pick up at pharmacy and med will be administered at home or in
e. ___Other, please specify below.

Additional Comments/Explanation:

______________________________________________________________________________________

**Progress notes or other clinical documentation confirming requested prior authorization criteri

Request for Expedited Review
REQUEST FOR EXPEDITED REVIEW [24 HOURS]
BY CHECKING THIS BOX AND SIGNING BELOW, I CERTIFY THAT APPLYIN
STANDARD REVIEW TIME FRAME MAY SERIOUSLY JEOPARDIZE THE LIFE OR
MEMBER OR THE MEMBER’S ABILITY TO REGAIN MAXIMUM FUNCTION

Prescriber’s Signature: Date: ______
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