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COX II FORMULARY EXCEPTION REQUEST  

Coverage Criteria:  Celebrex® is covered in patients who have failed two (2) formulary non-selective 
NSAIDS.   
Authorization Period: For Indications of Osteoarthritis, Rheumatoid Arthritis, Juvenile Rheumatoid 
Arthritis, Ankylosing Spondylitis, Familial Adenomatous Polyposis or Primary Dysmenorrhea approval period 
will be 1 year.  For indication of Acute pain approval period will be 1 month. 

PLEASE FAX COMPLETED FORM TO:      (866) 669-5575 
Requesting Physician:     Office Contact:       

Call Center ID:         Tax ID Number:            Plan ID:       Benefit:       

Office Fax Number:       Phone Number:       

Office Address:       

MEMBER INFORMATION  

Patient Name:       DOB:       

Member ID#:       Date of Request: July 31, 2009 

MEDICATION INFORMATION 

1. 
Please indicate drug, dose, and frequency requested: 
ш  Celebrex

®
 (dose/frequency): ______________    

2. 

Please indicate patient’s diagnosis:  Must include office notes and diagnostic information 
 
ш  Osteoarthritis  ш  Rheumatoid Arthritis       ш  FAP (Familial adenomatous polyposis)               ш  Acute 
Pain       ш  Primary dysmenorrhea   ш  Juvenile Rheumatoid Arthritis 
ш  Other: ______________________________ 

CURRENT/PAST 
MEDICATIONS/DOSAGES USED 

DATES OF TREATMENT THERAPEUTIC OUTCOME 

   

   

 
3. 

   

    

Additional Comments: 

Physician’s Signature: 
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