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Request for Prior Authorization- Specialty Medications 
(Medicaid services only)

In order to efficiently process your authorization request, the information below must be completed. 

Member Information: 
Full Name: ________________________________________________________________________________  

Address: ___________________________________________________________________________________  

Telephone #: (_____) ___________________   DOB:          /        /              Medicaid #:   _____________________ 

Primary Insurance Name (COB):_________________________________________________________________ 

Primary Insurance ID # and Effective Date: _________________________________________________________ 

Requested Diagnosis Code:  

 

 _______________________________________________________________________

_____________________________________________________________________________________________ 

Requested J, S or Q/ HCPCS Code: _

Requested Number of Units: _ DOS From:  / /______ _____ ______ to _____ _____ ______ / /

 Please use the Synagis specific prior authorization form for these specific requests 

Please send clinical notes and all supporting documentation 

Requesting Provider: 

Name: __________________________________ 

NPI #: TIN#:  _______________ _______________ 

AHCCCS ID: ______________________________ 

Telephone #: _____________________________ 

Address: _________________________________ 

Fax #: ___________________________________ 

Contact Name/Phone #: _____________________ 

Servicing Provider/Facility: 

Name: __________________________________ 

NPI #: TIN#:  ____________ __________________ 

AHCCCS ID: ______________________________ 

Telephone #: _____________________________ 

Address: ________________________________ 

Fax #: ___________________________________ 

Contact Name/Phone #: _____________________ 

Submitted By: ______________________________________________  Date: ______ ____ ______ / /_

 (Please Print) 

Please submit all supporting documentation and any applicable information with this request form 

Utilization Management phone number: (800) 424-5891 

Specialty Medication fax number: (888) 656-6101 

***Confidentiality Notice*** This electronic message transmission contains information belonging to Molina Healthcare that is solely for the recipient 
named above and which may be confidential or privileged. MOLINA HEALTHCARE EXPRESSLY PRESERVES AND ASSERTS ALL PRIVILEGES AND IMMUNITIES 
APPLICABLE TO THIS TRANSMISSION. If you are not the intended recipient, be aware that any disclosure, copying, distribution or use of this communication 
is STRICTLY PROHIBITED. If you have received this electronic transmission in error, please notify us by telephone at (800) 424-5891. Approved Prior 
Authorization payment is contingent upon the eligibility of the member at the time of service. Authorization is not a guarantee of payment, but is based on 
medical necessity, appropriate coding and benefits. Thank you.

__________________________________________________________________  

____________________ 
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