
Please wait... 
  
If this message is not eventually replaced by the proper contents of the document, your PDF 
viewer may not be able to display this type of document. 
  
You can upgrade to the latest version of Adobe Reader for Windows®, Mac, or Linux® by 
visiting  http://www.adobe.com/go/reader_download. 
  
For more assistance with Adobe Reader visit  http://www.adobe.com/go/acrreader. 
  
Windows is either a registered trademark or a trademark of Microsoft Corporation in the United States and/or other countries. Mac is a trademark 
of Apple Inc., registered in the United States and other countries. Linux is the registered trademark of Linus Torvalds in the U.S. and other 
countries.


HFS Web032 (N-2-13)
Page  of 
Suboxone/buprenorphine 1.2013
Please complete form and fax to 217-524-7264  For more information call 1-800-252-8942
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State of Illinois
Department of Healthcare and Family Services
Prior Authorization Request Form
Suboxone (buprenorphine + naloxone) tabs, film/ buprenorphine tabs
Fax completed form: 217-524-7264       Additional information: 800-252-8942
Prescribing Information
Identification Information
Physician Information (required):
Patient Information (required):
Contact Person for this request:
Pharmacy Information (if available):
Illinois Medicaid will only authorize 12 months of Suboxone/buprenorphine therapy per patient.  Approvals will be for an initial 2-month time period followed by two 3-month and one 4-month periods and a maximum of 62 dosage forms per month.  Documentation of adherence to a complete treatment program will be required for renewal.
Strengths
Dosage form
Medication
Clinical Information
Required Information
Initial Request: - Please Supply All of the Following
1.         Signed treatment plan including:a.   Anticipated dosing plan for induction and maintenance phases.
b.   Plan for dose tapering.
c.   Plan for psychosocial counseling, including the name of the psychosocial program(s) to which the patient hasbeen referred.
d.   Plan for follow up with the prescriber, i.e., frequency of office visits, etc.
e.   Description of schedule by which patient will obtain refill prescriptions, i.e., on a bi-weekly/monthly basis, etc.
f.    Informed consent regarding avoidance of combination usage with benzodiazepines, sedative/hypnotics, carisoprodol, tramadol, or alcohol.
g.   Statement that the patient will only obtain Suboxone/buprenorphine prescriptions from the requesting prescriber,and will use the same pharmacy to fill all Suboxone/buprenorphine prescriptions and prescriptions for other painmedications, when necessary; 
 
2.     Urine Drug Screen: Submit results
 
State of Illinois
Department of Healthcare and Family Services
State of Illinois Seal
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Suboxone/buprenorphine Prior Authorization Request Form
Required Information
Renewal Request: Please Supply All of the Following
 
1.   Urine drug screen within past 14 days including positive result for buprenorphine:  Submit results.
2.   Illinois Prescription Monitoring Program (PMP) review:  
If no, submit revised plan for maintenance and tapering.
If yes, provide clinic notes.
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