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Utilization Management Form

Please Fax to: (866) 855-2676 Date of Request:

Physician’s Name:

Physician’s DEA#: Specialty:

Phone #: ( ) Fax #: ( )

Patients Name: DOB: Gender:
ID#: Patient’s Diagnosis:

Medication Needed: Strength:

Quantity: Directions: Duration:

Has this patient tried other medications for this condition? (List drug, duration, results)

Clinical justification for combination atypical antipsychotic therapy:

Confidentiality Notice: The documents accompanying this transmission contain confidential health
information that is legally privileged. If you are not the intended recipient, you are hereby notified that any
disclosure, copying, distribution, or action taken in reliance on the contents of these documents is strictly
prohibited. If you have received this information in error, please notify the sender (Via return FAX)
immediately and arrange for the return or destruction of these documents



