
2181 E. Aurora Road, Suite 201 

Twinsburg, OH 44087 

Customer Services Phone: 1-800-361-4542 

PRIOR AUTHORIZATION FORM 

**Please include relevant medical records including laboratory results for review.** 

COMPLETE AND FAX TO ENVISION RX OPTIONS AT 1-866-422-9119 

Patient Information Prescriber Information 

Contact Person: Date Faxed: 

Patient Name: Prescriber Name and Specialty: 

Date of Birth: NPI: 

Member ID: Office Phone: 

Group Number: Office Fax: 

Requested Medication and Diagnosis 

Medication:  Strength: Frequency: Quantity: 

Diagnosis: Expected Length of Therapy: 

Medical History and Rationale for Prior Authorization Request 

Clinical Rationale for Prior Authorization Request: (e.g. history of present utilization, past medical history, etc.) 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

List all medications tried and failed, including dose, duration, and outcome of each therapy: 

Medication: Date: Reason for failure: 

The information contained in this facsimile message, including the attachments, may be privileged, may constitute inside information and is intended only for use of 

the addressee.  If the reader of this message is not the intended recipient, or the employee or agent responsible to deliver it to the intended recipient, you are hereby 

notified that any dissemination, distribution or copying of this communication is strictly prohibited and may be unlawful.  If you have received this communication in 

error, please immediately notify me by replying to this message and destroy the original message. 




