
PRIOR AUTHORIZATION/MEDICATION 
EXCEPTION REQUEST

           Urgent                 Reauthorization

Patient Information

First Name: MI: Last Name: DOB: Member ID:

Physician Information

First Name: MI: Last Name: Prescriber Phone: Prescriber Fax:

Physician NPI: Specialty:

Medication Information (This information is required for processing)
*Generic substitution is required when available

Drug Name, Strength and Directions:

Pharmacy Name: Pharmacy NPI: Pharmacy Phone: Pharmacy Fax:

Diagnosis/Medical Justification:

Previous Medications Tried and Dates of Use:

Comments:

Physician Signature 
(I certify that all of the information on this form is true and accurate to the best of my knowledge)

X

Date:

Approvals are subject to the member’s co-pays and deductibles for their plan and all authorized prescriptions must be filled at 
participating pharmacies unless specifically authorized at an out of network facility. The Molina Healthcare Formulary is available on 
our website www.MolinaHealthcare.com.

CONFIDENTIALITY NOTICE: This fax transmission, including any attachments, contains confidential information that may be 
privileged. The information is intended only for the use of the individual(s) or entity to which it is addressed. If you are not the 
intended recipient, any disclosure, distribution or the taking of any action in reliance upon this fax transmission is prohibited and may 
be unlawful. If you have received this fax in error, please notify the sender immediately via telephone at the above phone number 
and destroy the original documents. Thank you.

Molina Healthcare of Idaho
Phone: (844)239-4914    Fax: (844) 312-6407
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