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DIRECT-ACTING ANTIVIRALS (DAA) FOR HEPATITIS C 
Form Must be Completed by Prescriber
Prior Authorization Request Form 
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Department of Healthcare and Family Services
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Patient Information (required):
Fax completed form: 217-524-7264                                                 Prior Authorization Hotline:  800-252-8942
Pharmacy Information:
Prescriber Information (required):
Contact person for this request (required):
Clinical Information
2.
1.
A) Required Documentation          
Provider must submit lab test results completed within 3 months prior to request for prior approval, unless otherwise noted. 
Submit Documentation
 2. Other: 
a.  Most recent Hepatitis C genotype and subtype  b.  METAVIR or equivalent fibrosis score  c.  Baseline quantitative HCV RNA level within one year prior to request  d.  AST/ALT, CBC, and GFR  e.  Fibrosis stage 4: INR, albumin, bilirubin, and Child-Pugh score  f.   Negative HBV screen (HBsAg, anti-HBs, and anti-HBc); or, if positive, quantitative HBV          DNA and verification of HBV treatment regimen
1. Lab Test Results:
Submit Documentation
a.  Clinic or consultation notes from specialist, if prescriber is not a specialist as noted in                                                   
     Section B2 below
b.  Clinic notes if fibrosis stage 4 
D) Treatment Regimen, Contraindications, Interactions         
C) Patient Readiness for Treatment         
a)   Able to make appropriate decisions about treatment.  b)   Able to comply with dosing and other instructions.  c)   Capable of completing therapy as prescribed. 
1. Prescriber confirms that in his or her opinion, the patient is: 
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..\..\IL Sngl Streamline Medical App\shared livecycle images\clean state seal bw.png
c.  Signed patient commitment letter with treatment plan that includes: 
          •  Anticipated dosing plan and required follow-up schedule 
          •  Description of schedule by which patient will obtain refill prescriptions 
          •  Information on how to reduce risk of exposure and transmission of the disease 
Submit Documentation
d.  
Prescriber agrees to submit progress notes and HCV RNA levels to HFS on patients        prescribed DAAs within the first 8 weeks of therapy, 12 weeks after completion of therapy, and 24 weeks after completion of therapy, or until the viral load is undetectable. 
The prescriber can be any practitioner licensed to prescribe, or licensed to prescribe in collaboration with a physician who holds a current unrestricted license to practice medicine. 
B) Prescriber Specialty         
2.  
If the prescriber is not a gastroenterologist, hepatologist, transplant hepatologist, or infectious disease specialist, confirm prescriber engaged in a one-time consultation with one of these specialists within the 3 months prior to the request for prior approval. 
Patient and prescriber are aware that non-adherence with regimen, or the patient's failure to obtain refills in a timely manner, may result in discontinuation of prior approval, unless the non-adherence was due to situations beyond the patient's control.
3.
Has patient previously discontinued DAA therapy prior to completion due to non-adherence? 
4.
a)   If yes, has provider counseled patient on adherence?
Prescriber attests that he or she is addressing the ongoing misuse of alcohol and/or continued use of illicit IV drugs (if appropriate). 
2.
Certain DAA treatment regimens have specific contraindications or interactions. This section will be used to evaluate clinical appropriateness of the specific DAA regimen prescribed. For this section, include information on any Hepatitis C drug regimen, including interferons and ribavirin. 
Prescriber confirms the treatment regimen prescribed is not for an indication outside of the FDA approved labeling, and no contraindications or significant drug interactions to treatment exist as specified in the product labeling. 
1.
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Is patient Hepatitis C treatment-naïve? 
2.
a)   If No, list prior treatment regimen and dates. 
Complete this section only for regimens that include ribavirin.
3.
If patient is female and child-bearing age, prescriber has confirmed patient is not pregnant. 
a) 
If patient is male, prescriber has confirmed patient's partner is not pregnant. 
b)
4.
Does the patient have End Stage Renal Disease requiring dialysis?
Does the patient have severe kidney disease with glomerular filtration rate ˂ 30mL/min? 
5.
Is the patient taking prescribed or over-the-counter medication known to be contraindicated or have a serious drug interaction with above requested Hepatitis C treatment regimen? 
6.
Has the patient completed pre-transplant evaluation and are they currently awaiting transplant? 
7.
Has the patient had an orthotopic liver transplantation?
8.
a)
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