NEBRASKA MEDICAID PROGRAM REQUEST FOR PRIOR AUTHORIZATION OF PAYMENT
HEREDITARY ANGIOEDEMA (HAE)
PRESCRIBING PROVIDER:

MEDICAID RECIPIENT:

Name: _________________________________
First
Last

Name: _________________________________
First
Last

Phone #: (____)-_________________________

Medicaid #:

Fax #:

Date of Birth:

NPI #

(____)-_________________________

/

/

__________________________________

PARTICIPATING PHARMACY:
Name: ________________________________

Request Date: __________________________

Phone #: (____)-_______________________

Fax #:

(____)-_________________________

CLINICAL INFORMATION
Please indicate which medication is being requested and complete the information below:
(*Preferred agents are bolded)
Acute Therapy

Prophylactic Therapy

Berinert (C1 esterase inhibitor,human)

Cinryze (C1 esterase inhibitor, human)

Firazyr (icatibant acetate)
icatibant acetate (generic for Firazyr)

Haegarda (C1 esterase inhibitor, human)
Orladeyo (berotralstat)

Ruconest (recombinant human C1 inhibitor)

Takhzyro (lanadelumab-flyo)

Strength:_______________

Dosing Schedule:_______________

Quantity per Month:_______________

For current PDL Status visit: https://nebraska.fhsc.com/downloads/PDL/NE_PDL.pdf
1. Indicate reason for request: Angioedema Prophylaxis Treatment

Treatment of Acute Hereditary Angioedema

2. For HAE treatment, indicate HAE type
3. If patient is being prescribed the requested medication for a different diagnosis than above,

Type I
Type II

document here (Include ICD-10 diagnosis code): _______________________________________
4. Is the patient currently treated with the requested medication?
If yes, when was treatment with the requested medication started? ______________

Yes
No

5. Provide one of the following current lab values (in support of a diagnosis of HAE):
C4 Level: Below the lower limit of normal defined by lab, or <14 mg/dL
C1-INH Antigenic Level: Below the lower limit of normal defined by lab, or <19 mg/dL
C1-INH Functional Level/Percentage: Below the lower limit of normal defined by lab, or <50%
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The following applies to requests for prophylactic treatment:
6. Has the patient had trial and failure, or contraindication to oral danazol?

Yes
No, denied

7. Does the patient have a history of two or more attacks monthly?

Yes
No, proceed to 8a

8a. Will the requested medication be used for short term prophylaxis treatment (i.e., surgery,
Yes
dental, other medical procedures, etc.)?
No, denied
8b. If yes, please provide details and date of event:
_________________________________________________________________
_________________________________________________________________

9. Continuation or renewal of prophylactic therapy requires documentation of at least one of the following.
Please indicate all that apply:
Achieve and maintain at least a 50% reduction in the number of HAE attacks

Achieve and maintain at least a 30% reduction in the duration of HAE attacks
Achieve and maintain at least a 60% reduction in days of swelling

10. Does prescriber verify that the patient is NOT currently taking any of the following: ACE Inhibitors, NSAIDs, OR
estrogen-containing products?
Yes
No, please explain
_______________________________________________________________________________________

Prescriber Signature: __________________________________________ Date: _______________________
(With this signature, the prescriber confirms that the information above is accurate and verifiable in patient records.)
Please note: The Department may request chart documentation to verify the above information.
Submit requests to:

Magellan Medicaid Administration, Inc.

Fax: 1-866-759-4115
Tel: 1-800-241-8335
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