V.01 
North Carolina Department of Health and Human Services 
Division of Medical Assistance 
PCSK9 Inhibitors (Praluent and Repatha)
 Prior Authorization Form 
 
Recipient Information  
1. Recipient Name:	          2. Recipient ID #: 	 	_________________________ 

Drug Name, Dose and Frequency: 
3. Drug Name  	 	__________________________________       4. 	 _____ Units per 30 Days 
 
Clinical Information 

1. Does the beneficiary have a diagnosis of Heterozygous Familial Hypercholesterolemia? (Praluent and Relpatha)  YES or NO (circle one) 

2. Does the beneficiary have a diagnosis of Homozygous Familial Hypercholesterolemia? (Repatha only)                  YES or NO (circle one)

3. Does the beneficiary have clinical atherosclerotic cardiovascular disease such as heart attack or stroke?  YES or NO (circle one) List:__________________________________________________________________________

4. [bookmark: _GoBack]Has the beneficiary been taking the maximum dose (for their age) of atorvastatin or rosuvastatin for at least 90 days of treatment? YES or NO (circle one)  List medication and dose beneficiary is using: ________________________________________________________________

5. Does the beneficiary have an intolerance to statin therapy? YES or NO (circle one)

Clinically significant intolerance or allergic reaction to statin treatment must be documented and attached to the prior authorization. Examples of significant intolerance includes severe muscle pain, significant liver abnormalities, and rhabdomyolysis. Intolerance does not include fatigue, cognitive impairment, or mild aches.

6. Is the beneficiary’s LDL level greater than or equal to 130mg/dl after taking atorvastatin or rosuvastatin for at least 90 days? YES or NO (circle one)

7. Has the provider verified adherence through consultation with the beneficiary’s pharmacy? YES or NO (circle one)

8. Will the beneficiary be receiving both PCSK9 inhibitor along with high dose atorvastatin or rosuvastatin? YES or NO (circle one)


9. Are baseline LDL labs done prior to any treatment and labs done after previous treatments that show inadequate control on statins attached to this request? YES or NO (circle one)

This form can be uploaded into the secure NCTracks Provider Portal, faxed, or mailed to CSC. If faxed, the Standard Drug Request Form MUST be the first page faxed. 
Fax all forms and lab work to CSC at: (855) 710-1969. Pharmacy PA Call Center: (866) 246-8505.
