State of Idaho, Division of Medicaid
HEMOPHILIA MANAGEMENT DOCUMENTATION
*CONFIDENTIAL INFORMATION*

	Phone: (208) 364-1829
	One drug per form ONLY – Use black or blue ink
	Fax: (800) 327-5541


	Participant Name:
	
	Medicaid ID #:
	
	Date of Birth:
	

	Prescriber Name:
	
	NPI #
	
	Specialty:
	

	Prescriber Phone:
	
	Prescriber Fax:
	
	
	

	Pharmacy NPI #:
	
	Pharmacy Phone:
	
	Pharmacy Fax:
	

	Pharmacy Name:
	
	
	
	


	Idaho Medicaid requires pharmacies providing hemophilia services to review hemophilia patients and submit this report on a monthly basis. Copy of prescription must be provided. Form will be returned if not completed.


	Clinical Pharmacist Reviewer’s Name:
	
	Contact Number:
	
	

	(  Urgent
	(  Routine
	Start Date:
	
	Shipment Date:
	
	
	
	
	


	Clinical Information
	
	
	
	
	
	

	Primary Diagnosis:
	
	Diagnosis Code:
	
	
	
	

	Native Factor Level:
	
	Target Factor Level:
	
	Patient Weight (kg):
	
	


	Prophylaxis Dose:
	
	(  Intermittent
	(  Continuous 
	Number of units and frequency:
	

	Major dose for serious injury: (max. 4 doses)
	
	Number of units and frequency:
	
	
	

	Standard dose for moderate injury: (max. 2 doses)
	
	Number of units and frequency:
	
	
	

	Total units prescribed:
	
	
	
	
	


	Acute Bleeding History (Past 30 days)
	
	
	
	
	
	
	
	

	( Mild
	( Moderate
	( Severe
	Number of units:
	
	Number of doses given:
	
	Date of Bleed:
	

	( Mild
	( Moderate
	( Severe
	Number of units:
	
	Number of doses given:
	
	Date of Bleed:
	

	( Mild
	( Moderate
	( Severe
	Number of units:
	
	Number of doses given:
	
	Date of Bleed:
	


	**Medication Inventory**
	Number of doses on hand:
	
	Total units on hand:
	


	Dispensing Information
	
	
	

	Drug requested:
	
	
	

	(  Prophylaxis dose
	Number of units:
	
	Total number of doses:
	
	
	

	(  Major dose for serious injury
	Number of units:
	
	Total number of doses:
	
	
	

	(  Other:
	
	Number of units:
	
	Total number of doses:
	
	

	Total number of units requested:
	
	
	
	

	Total number of units is within +/-10% of prescribed units:
	(  Yes   (  No
	
	
	

	It No, please explain:
	
	
	
	


	Other pertinent information for review:
	

	
	


To ensure continuity of care, please make sure corresponding ICD-10 diagnosis codes are submitted on professional office claims to Medicaid on a routine basis.

	Pharmacist Reviewer Signature:
	
	Date:
	


By signing, the reviewer agrees that documentation of above indication and medical necessity is available for review by Idaho Medicaid in participant’s current medical chart.

All current PA forms and criteria for use are available at: http://www.medicaidpharmacy.idaho.gov (PA Criteria & Forms)      Rev.: 12/14/15                  


