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PRIOR AUTHORIZATION FORM
M.D. Last Name: M.D. First Name:
Physician Phone: Physician Fax:
Patient ID# DOB

TO ENSURE PROMPT PROCESSING PLEASE COMPLETE ALL OF THE QUESTIONS.

Complete the following for the drug requested: (Chart notes are REQUIRED)

Drug name: Strength:
SIG: Length of Therapy:
Disease State: Diagnosis Code:

Complete the following for previous treatment(s) for the same condition:
(Chart notes are REQUIRED to document failure from the physician in order to override the benefit.)

Treatment / Drug Used Date(s) Used Results

Physician’s Comments:

Physician’s Signature (REQUIRED):

SEND OR FAX COMPLETED FORM TO: Restat QUESTIONS PLEASE CALL:

877-329-7279 Milwaukes, Wi 53224 877-526-9906
www.restat.com

**#%*¥DISCLOSURE STATEMENT*** %%
This transmission may contain information which is confidential, proprietary and privileged. If you are not the individual or entity to
which it is addressed, note that any review, disclosure, copying, retransmission or other use is strictly prohibited. If you received this

transmission in error, please notify the sender immediately and delete the material from your system.
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