Fax completed form to:
Continuous Glucose Monitoring 855-207-0250
Prior Authorization Form For questions regarding this
prior authorization, call
866-773-0695

Prior Authorization Vendor for ND Medicaid

ND Medicaid requires that members receiving a prescription for continuous glucose monitoring to meet specific clinical criteria for
coverage which can be found at https://ndmedicaid.acentra.com/ndpdI/

Documentation required: For renewal requests when the member’s Alc and/or TIR has worsened, clinical notes evidencing
CGM data is being used to adjust/modify medication regimen must be attached to this request if the member has not been
referred to a diabetes educator or specialist.

Member Name Member Date of Birth Member Medicaid ID Number
Prescriber Name Specialist involved in therapy (only applicable if criteria requires)
Prescriber NPI Telephone Number Fax Number

Address City State Zip Code
Requested product: Diagnosis for this request:

Qualifications for Coverage for all members (please answer all the questions below)

1. Does the member have a life expectancy of over 12 months? O YES O NO
2. Does the member reside in a skilled nursing facility? O YES O NO
3. Is a closed loop system medically necessary? O YES O NO

If yes, please provide clinical justification:

Complete the following sections (A, B, C) for members with Type 1 OR Type 2 Diabetes (not applicable when pregnant)
SECTION A: INITIAL requests for members with Type 1 OR Type 2 Diabetes

1. Member’s current Alc %: (Date: )
2. Will the member maintain regular provider visits to review glycemic control every 3-6 months? O YES O NO
3. Will the member’s CGM data be reviewed to adjust/modify their medication regimen to improve outcomes and not O YES O NO

solely for hypoglycemia alerts?

SECTION B:_INITIAL requests for members with Type 2 Diabetes

List all current medications for control of member’s blood glucose for members with Type 2 Diabetes:
O Humulin R U-500

O Insulin pump

O Other:

SECTION C: RENEWAL requests for members with Type 1 OR Type 2 Diabetes

1. Member's current Alc %: (Date: )

2. Member’s most recent Time-in-Range (TIR) %: (Date: )

3. Has the member’'s CGM data been used to evaluate the member’s regimen and make adjustments if needed? O YES O NO

4. Has the member been referred to a diabetic educator or specialist for treatment plan? O YES O NO
If the member’s Alc and/or TIR has worsened since their last approval, please attach clinical notes evidencing CGM data is being
used to adjust/modify medication regimen if the member has not been referred to a diabetic educator or specialist.

Complete the following section for members with recurrent hypoglycemia (off-label use):
1. Has the use of CGM for hypoglycemia been recommended by a medical geneticist or endocrinology specialist? O YES O NO

Complete the following section for members who are currently pregnant:
1. Estimated Due Date:

[ I confirm that | have considered a generic or other alternative and that the requested drug is expected to result in the successful medical
management of the member.

Prescriber (or Staff) / Pharmacy Signature** Date

**: By completing this form, | hereby certify that the above request is true, accurate and complete. That the request is medically necessary, does not|
exceed the medical needs of the member, and is clinically supported in the member’s medical records. | also understand that any
misrepresentations or concealment of any information requested in the prior authorization request may subject me to audit and recoupment.
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