
 SYNAGIS® PRIOR AUTHORIZATION 
 PHYSICIAN FAX FORM 
 
 PLEASE USE THIS FORM IF YOUR PRACTICE PURCHASES SYNAGIS AND BILLS BCBSKS 
 Only the prescriber may complete this form.                                                            
The following documentation is REQUIRED for prior authorization.  Incomplete forms will be returned for additional information.  
For formulary information, please visit the Blue Cross and Blue Shield of Kansas Web site at www.bcbsks.com. 
 
PATIENT INFORMATION Today’s Date:      

Patient Name (First): 
 

Last: M: DOB (mm/dd/yyyy): 

Patient Address: City, State, Zip Patient Telephone: 

 
INSURANCE INFORMATION  

Insurance ID Number: Group Number: 

 
PHYSICIAN/CLINIC INFORMATION 

Prescriber Name: 
 

Physician UPIN#: Physician NPI#: Specialty: Contact Name: 

Clinic Name: Clinic Address: 

City, State, Zip: Phone #: Secure Fax #: 

 
PLEASE ATTACH ANY ADDITIONAL INFORMATION THAT SHOULD BE CONSIDERED WITH THIS REQUEST 

Patient’s Primary Diagnosis - ICD-9 code plus description: 

Patient’s Gestational Age (GA): _____________________   Birth Weight: _____kg or _____lb 
Current Weight: _____kg or _____lb                                      Date Recorded: _____________________    

  Congenital Heart Disease (745.0-747.9) 
  Chronic Respiratory Disease Arising in the Perinatal Period (CLD) 

(770.7) 
  < 24 weeks’ GA (765.21-765.22) 
  25-26 week’s GA (765.23) 
  27-28 weeks’ GA (765.24) 
  Other Respiratory Conditions of Fetus and Newborn (770.0-770.9) 

  29-30 weeks’ GA (765.25) 
  31-32 weeks’ GA (765.26) 
  33-34 weeks’ GA (765.27) 
  35-36 weeks’ GA (765.28) 
  37 or more weeks’ GA (765.29) 
  Congenital Anomalies of Respiratory System (748) 

  Other________________________________________   Secondary diagnosis (if applicable) _________________________  
MEDICAL CRITERIA: 
1. Diagnosis of chronic pulmonary disease (CLD/BPD) and less than 24 months of age?      

Is patient receiving medical treatment of (check all that apply and provide last date received):    Oxygen Date: ___________  
 Corticosteroids Date: ______________     Bronchodilator Date: ________________      Diuretics Date: ____________ 

2. Diagnosis of hemodynamically significant congenital heart disease (CHD) and less than 24 months of age?      
Patient has the following condition: 

 Medications for CHD: _______________________________________________  Last date received: ________________ 
 Diagnosis of moderate-severe pulmonary hypertension 
 Cyanotic CHD 

3. Clinically has the following risk factors (Check all that apply) 
 School-age siblings                                                                       Congenital abnormality of airway 
 Daycare attendance                                                                      Exposure to environmental tobacco smoke 
 Exposure to environmental air pollutants                                      None 
 Severe neuromuscular disease 
 Other medical history:    

4. Is this the first dose?    Yes     No         If no, date first dose given: _________________________ 
                                     Start ASAP            Date next dose due: ___________________________                               

Please fax or mail this form to: 
Prime Therapeutics LLC 
Clinical Review Department 
1020 Discovery Road, No. 100 
Eagan, Minnesota 55121 
 

TOLL FREE 
Fax:   877.480.8130 Phone:   866.469.5660  

CONFIDENTIALITY NOTICE:  This communication is intended only for the use 
of the individual entity to which it is addressed, and may contain information 
that is privileged or confidential. If the reader of this message is not the 
intended recipient, you are hereby notified that any dissemination, distribution 
or copying of this communication is strictly prohibited. If you have received this 
communication in error, please notify the sender immediately by telephone at 
866.469.5660, and return the original message to Prime Therapeutics via U.S. 
Mail. Thank you for your cooperation. 

 

Blue Cross and Blue Shield of Kansas is an independent licensee of the Blue Cross and Blue Shield Association.  BLUE CROSS®, BLUE SHIELD®  
and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross  

and Blue Shield Plans. Prime Therapeutics LLC is an independent limited liability company providing pharmacy benefit management services. 
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http://www.bcbsks.com/
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