92nd MDG Prior Authorization Request

For

Tramadol (Ultram()


· This prior authorization form has been designed to provide provider timely access to tramadol, while ensuring appropriate utilization. 

· Tramadol is to be used to treat chronic pain only


Step 1.  Complete patient and Provider Information (Please Print)

Patient Name:





Provider Name:

Member SSN:





Provider Phone #:








Provider Beeper #:
Step 2.  Indication


1.  Is the patient being treated for chronic pain?






( Yes
( No


Step 3.  Patient Hx

1. Patient’s first trial of Ultram? 






          

( Yes
( No

If answered Yes – Proceed to step 4

2.  Patient currently taking Tramadol? 





                        
( Yes
( No

If answered Yes – Explain (How long, from where, from whom, etc.)

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________






Step 4.  Complete clinical assessment

1. Documented failure/intolerance to Tylenol?                   





 ( Yes
( No

2. Documented failure/intolerance with at least two NSAIDs or using combination therapy?                        ( Yes
( No

3. If intolerant of NSAID, documented failure/intolerance to COX-2-Inhibitor?                                            ( Yes
( No


If answered Yes to1-3 – Initiate10 day trial


Step 5
Please sign and date


________________________________________________



_______________________




Provider’s Signature






Date
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