
Authorization Request Form 

PLEASE FAX THIS REQUEST FORM TO CLEARSCRIPT AT 1‐855‐875‐7443  
This communication is intended for the use of the person or entity to which it is addressed and may contain confidential or privileged information. If you are not the intended recipient, 
you are hereby notified that any review, retransmission, dissemination, distribution, or copying of this document is strictly prohibited. If you have received this communication in error, 
please destroy and delete this message from any computer and contact us immediately. 
    2550 University Avenue W. Ste. 320N 
    St. Paul, MN 55114 
12/13 
 

 

PLEASE FAX THIS REQUEST FORM TO 1-855-875-7443 (toll-free) 
 
The prescriber must complete this form in full to avoid processing delay. Please attach any information that should be 
considered with this request. 

Patient Information 
Patient Name:   

Date of Birth: Member ID #: 

Plan Name: Plan Number: 

Prescriber Information 
Prescriber’s Name: 

DEA/Licensing Number: NPI Number: Office Phone: Fax: 

Clinic Name: Contact Name: 

Address: City: State:  Zip: 

Pharmacy: Phone: Fax: 

Drug Information 
Reason for Authorization Request (Leave blank if unknown) 

 Prior Authorization for clinical criteria  
 Quantity Limit override 

 Step Therapy 
 Non-formulary medication 

Requested Drug Name and Strength: Quantity: ICD-9 

Directions: Start Date of Therapy: Diagnosis: 

Previous Drugs Tried and Reason for Past Failures: (OTC products may be included) 
Trial #1 - Drug Name: Dosage: Start Date:  Date Discontinued: 

Reason for Discontinuation: 

Trial #2 - Drug Name: Dosage: Start Date: Date Discontinued: 

Reason for Discontinuation: 

Trial #3 - Drug Name: Dosage: Start Date: Date Discontinued: 

Reason for Discontinuation: 

List any contra-indications to formulary alternative or generic medications: 

Significant lab values: 

Quantity Limit Exception: (please provide dosing schedule and tapering information):  

Requesting Provider’s Signature  Date 

 


