Paroxysmal Nocturnal Fax completed form to:
A C e n rro Hemoglobinuria (PNH) 855-207-0250
Prior Authorization Form For questions regarding this
HEALTH prior authorization, call
866-773-0695

Prior Authorization Vendor for ND Medicaid

Medicaid requires that members receiving a prescription for Paroxysmal Nocturnal Hemoglobinuria (PNH) to meet specific
clinical criteria for coverage which can be found at_https://ndmedicaid.acentra.com/ndpdl/

Member Name Member Date of Birth Member Medicaid ID Number
Prescriber Name Specialist involved in therapy Billing NPI (medical billing only)
Prescriber NPI Telephone Number Fax Number

Address City State Zip Code
Requested Drug, Strength, and Directions: Dosage Form (e.g., tablet):

Diagnosis for this request: O Off-label

List all failed medications: Start Date: End Date:

QUALIFICATIONS FOR COVERAGE:

1. Has the member’s diagnosis been confirmed by flow cytometry demonstrating the member’s peripheral blood cells are
deficient in glycosylphosphatidylinositol (GPI) — linked proteins?
O YES
O NO

2. What symptoms of PNH has the member had (e.g., abdominal pain, shortness of breath, hemolysis, organ dysfunction,
debilitating fatigue, etc.):

3. Provide results for each the following parameters.

ASSESSMENT AND OUTCOMES MEASURES: Baseline Result and Date Current Result and Date

Number of transfusions required in the past 6 months

LDH

Hemoglobin

Granulocyte PNH clone size percent

Absolute reticulocyte count (ARC)

O | 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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