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Prior Authorization, Pharmacy and Health Case Management Information

The purpose of this information sheet is to provide you with details on how Great-West Life will be assessing and managing your 
claim through our prior authorization, designated pharmacy and if applicable, health case management programs. Our programs are 
designed to support your involvement in treatment and achieving a positive health outcome. For this reason it’s important for you to 
know what to expect throughout this process so that you can remain focused on your health.

Prior Authorization

Certain prescription drugs call for a more detailed assessment and management process to help ensure that they represent reasonable 
treatment. Prior authorization requires that you request approval from Great-West Life for coverage of certain prescription drugs. 

In order for your claim to be considered, additional information from you and your physician is needed to help us determine whether:
•  there are other medications that may be tried fi rst to treat your medical condition;
•   there are lower cost medications available that are considered to be a reasonable treatment for your medical condition; and
•  coverage is available for the prescribed drug under other programs.

Pharmacy Information

Some Great-West Life group benefi t plans may require you to purchase a drug requiring prior authorization from a pharmacy designated 
by Great-West Life. If this is the case for your group benefi t plan, you may choose from the designated pharmacy(ies) available based on 
location. If your claim is approved, a health case manager will contact your physician to provide information and, where applicable, provide 
a form so that your physician can forward your prescription to the designated pharmacy you have selected. By completing this form, you 
authorize Great-West to, where applicable, communicate your choice of designated pharmacy to your physician.

Health Case Management

Where health case management applies under the terms of your group benefi ts plan, a health case manager may be assigned to your 
claim during the prior authorization process and you will be expected to participate in the program.

A health case manager can provide valuable support and assistance and work closely with you and your physician during your 
treatment plan. This may include:
•  working with you and your physician to understand different drug treatment options;
•   assisting you in understanding and accessing available support programs such as patient assistance programs and any 

benefi ts or programs that may be available to you under your current benefi t plan; and
•   ongoing communication and follow-up throughout an approved coverage period to help assess the prescribed drug treatment 

plan. 

We look forward to continuing to work with you and your physician.

Form Completion Instructions:

1. Print this information sheet and the attached Request for Information form;

2. Complete Part 1 and Part 2 of the Request for Information form;

3. Have your physician complete Part 3 of the Request for Information form;

4.  Send the completed Request for Information form to us by mail or fax to the address or fax number noted below and 

at the end of the form.

Mail to: The Great-West Life Assurance Company   Fax to: The Great-West Life Assurance Company

 Drug Services       Fax 1.204.946.7664
 PO Box 6000       Attention: Drug Services
 Winnipeg MB  R3C 3A5

 Canada



Request for Information:
Botox (onabotulinumtoxinA)

The purpose of this form is to obtain information required to assess your claim for the above drug. To be eligible for coverage, the drug must represent 
reasonable treatment of the disease or injury upon which your claim is based. Approval for coverage of this drug may be reassessed at any time at 
Great-West Life’s discretion.

IMPORTANT:  Please answer all questions. Your claim assessment will be delayed if this form is incomplete or contains errors.

Any costs incurred for the completion of this form are the responsibility of the plan member/patient.

Please print
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Part 1 Plan Member Information

Plan Member: Patient Name:

Plan Name: Plan Number: Plan Member I.D. Number:

Date of Birth (Year/Month/Day): Address (number, street, city, province, postal code):

Home Phone Number: (             )  Work Phone Number: (             )

Cell Phone Number:    (             ) 

Please indicate preferred contact phone number and if there are any times when telephone contact with you about your claim would be most convenient.

Would you prefer to receive correspondence by email?       ■ Yes     ■ No  (Note that some correspondence may still need to be sent by regular mail).

If yes, provide email address:

Have you previously received coverage for Botox under your group benefit plan?       ■ Yes      ■ No

Part 2  Coordination of Benefi ts

1. Have you applied for coverage or received any fi nancial assistance or other support related to this drug:

 a) under any other group benefi t plan?          ■ Yes      ■ No

  If yes, name of covered family member:

  Relationship to plan member:

  Name of other insurance company:

  Plan number:   Plan Member I.D. number:

 b) under a patient assistance program?          ■ Yes      ■ No

  If yes, name of program(s):

  Patient assistance program patient I.D. number:

  Patient assistance program contact person name and phone number:

  Contact name:     Phone number: (             )

 c) under a provincial program or from any other source?          ■ Yes      ■ No

  If yes, name of program or other source:

 If yes to 1 a) or b) or c) above, has coverage/assistance for this drug been approved?          ■ Yes      ■ No

 Provide details and attach documentation of acceptance or declination:

 

2. Are you currently receiving disability benefits for the condition for which this drug has been prescribed?          ■ Yes      ■ No



Request for Information:
Botox (onabotulinumtoxinA)
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Please have Part 3 completed by your prescribing physician.

At Great-West Life, we recognize and respect the importance of privacy. Personal information that we collect is used for the purposes of assessing 
eligibility for this drug and for administering the group benefits plan. For a copy of our Privacy Guidelines, or if you have questions about our personal 
information policies and practices (including with respect to service providers), refer to www.greatwestlife.com or write to Great-West Life’s Chief 
Compliance Officer.

I authorize Great-West Life, any healthcare provider, my plan administrator, any insurance or reinsurance company, administrators of government 
benefits or patient assistance programs or other benefits programs, other organizations, or service providers working with Great-West Life or any of 
the above, located inside or outside Canada, to exchange personal information when relevant and necessary for these purposes. I understand that 
personal information may be subject to disclosure to those authorized under applicable law within or outside Canada.

I acknowledge that the personal information is needed to assess eligibility for this drug and to administer the group benefits plan. I acknowledge that 
providing my consent will help Great-West Life to assess my claim and that refusing to consent may result in delay or denial of my claim. This consent 
may be revoked by me at any time by sending written instruction to that effect.

I certify that the information given is true, correct, and complete to the best of my knowledge.

Plan Member’s signature:   Date:
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Request for Information:
Botox (onabotulinumtoxinA)

Attach extra information if necessary.

Part 3 Physician Information (to be completed for all conditions for which Botox has been prescribed)

Note to Physician:   In order to assess a patient’s claim for this drug, we require detailed information on the patient’s 

prescription drug history as requested below.

Name of prescribing physician (please print):

Specialty:

Address (number, street, city, province, postal code):

Telephone Number (including area code):   Fax Number (including area code):

1. Diagnosis and stage of disease (include date of initial diagnosis): (Month/Year)

 

 

2. Prescribed dosage and frequency and rationale behind choice of drug:

 

 

3. What is the anticipated duration of treatment with this drug?

4. Where will treatment be administered (e.g. in hospital, in physician’s offi ce, in clinic, at home)?

 a) Please provide name of facility

 b) If this drug will be administered in a hospital, will the patient be treated as an in-patient or out-patient?  ■ in-patient      ■ out-patient

5.  What drug(s), past and present, have been prescribed for this condition, including over-the-counter (OTC) drugs? Please complete the table below:

 Name of drug Dosage and frequency Duration of treatment Patient response/complications (if any) and

    (mm/yy to mm/yy)  if applicable, reason for change in drug

 

 

 

6. If prescribed for migraines, please indicate the type of migraine:

 Number of migraines per month:

 Duration of each migraine:



Request for Information:
Botox (onabotulinumtoxinA)

It is important to provide the requested information in detail to help avoid delay in assessing claims for the above drug. The completed Request for 

Information form can be returned to Great-West Life by mail or fax.

Mail to: The Great-West Life Assurance Company Fax to: The Great-West Life Assurance Company

 Drug Services  Fax 1.204.946.7664

 PO Box 6000  Attention: Drug Services

 Winnipeg MB  R3C 3A5

 Canada
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Note for Physician: To be eligible for reimbursement, Great-West Life may require your patient to purchase a 

drug requiring prior authorization from a pharmacy designated by Great-West Life. If the patient is approved 

for coverage of a prior authorization drug, a health case manager will contact you with further information 

and where applicable, provide you with a prescription request transmission form so that you can provide the 

prescription to the patient’s designated pharmacy.

Physician’s signature:  Date:

Please complete the applicable section(s) below for the condition for which the drug has been prescribed.

Any other condition for which its use has been approved by Health Canada:

Off-label use:

Please provide any relevant information related to the disease and attach supporting documentation if relevant.

Is this drug being prescribed for off-label use?  ■ Yes      ■ No

If yes:

a) What is the medical rationale for off-label use?

b) Please provide the complete treatment plan including goals:

Attach supporting documentation.

Part 3 Physician Information (continued)


