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Is this a new therapy?  ☐  Yes    ☐  No.  If No, please list timeframe member has been on this drug 

Drug History: (List any drugs the member has previously tried for the same condition as the required drug, 
or provide reasons why they can not take them.)

Drugs Tried Dates patient was on drug Reason why drug can not be used 

  Additional information:  Please list any additonal information/explanation/or rationale for request: 

  Provider Signature:   Date 
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