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Prior Authorization Request Form 
Immunomodulator Agents 

 

 ☐ Standard   ☐ Urgent                                                                                                                                                               

Patient Information 

Patient Name: __________________________________ DOB (mm/dd/yyyy): ____________________ Gender: _________ 

Address: _______________________________________ City: __________________________________ State & Zip: _______________ 

Cardholder ID: _________________________________ Group #: ______________________________ Relationship Code: ________ 

Phone Number: ________________________________ Email address: _____________________________________________________ 

 

Prescriber Information 

Prescriber Name: ______________________________ Specialty: _____________________________ NPI: _______________________ 

Address: _______________________________________ City: __________________________________ State & Zip: _______________ 

Office Contact: _________________________________ Phone Number: _______________________ Fax Number: ______________ 

 

Medication Information 

Drug Name: _________________________________________________ Strength: _________________ Quantity: __________________ 

Directions: _____________________________________________________________________________ Day Supply: _______________ 
 

Indicate Request Type:   ☐ New Start   ☐ Renewal               Therapy Start Date (if applicable): ____________________________ 

Diagnosis: _____________________________________               ICD 10 Code: ___________________________ 
 

Prior Authorization Request Information 
**Supporting documentation (i.e., chart notes, labs, etc.) must be attached to avoid processing delays** 

 
Please be aware that our preferred Humira biosimilars are adalimumab-fkjp, Hadlima, Simlandi, & Yusimry; Our 

preferred biosimilar for Stelara is Otulfi 
 

For all requests: 
1. Does the patient have any FDA contraindications to the requested agent? 

   ☐ Yes    ☐ No 

2. Is the requested agent being prescribed by or in consultation with an appropriate specialist?    ☐ Yes    ☐ No 
3. Will the requested agent be used in combination with any other biologic DMARD or targeted synthetic 

DMARD? If yes, please explain: _______________________________________________________ 
   ☐ Yes    ☐ No 

4. Has the patient been tested negative for TB? Please provide documentation of results. ☐ Yes    ☐ No 
5. If positive for latent TB, has the patient completed treatment (or is receiving treatment)? ☐ Yes    ☐ No 
6. Does the provider attest that the patient does not have an active infection (including tuberculosis and 

hepatitis B virus (HBV), and the patient has been counseled on next steps if they were to develop an 
active infection? 

   ☐ Yes    ☐ No 

7. Will the patient receive any live vaccines while on therapy? ☐ Yes    ☐ No 
 

 

Please continue to the next page. 



Patient Name: 
 

DOB: 
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For Rheumatoid Arthritis Requests:  
1. Does the patient have moderate-to-severe rheumatoid arthritis?    ☐ Yes    ☐ No 
2. Has the patient had an inadequate clinical response, intolerance, or contraindication to at least 3 

months of ONE conventional systemic DMARD therapy (i.e., azathioprine, cyclosporine, 
hydroxychloroquine, leflunomide, methotrexate, mycophenolate, or sulfasalazine)? 

☐ Yes    ☐ No 

Drug Name/Strength: Start Date: End Date: Outcome: 

    

    

    

 

For Psoriatic Arthritis Requests:  
3. Does the patient have moderate-to-severe psoriatic arthritis?    ☐ Yes    ☐ No 
4. Has the patient had an inadequate clinical response, intolerance, or contraindication to at least 3 

months of ONE conventional systemic DMARD therapy (i.e., azathioprine, cyclosporine, 
hydroxychloroquine, leflunomide, methotrexate, mycophenolate, or sulfasalazine)? 

☐ Yes    ☐ No 

5. Has the patient had an inadequate clinical response, intolerance, or contraindication to at least 3 
months of TWO non-steroidal anti-inflammatory drugs (i.e., diclofenac, ibuprofen, meloxicam, 
naproxen)? 

☐ Yes    ☐ No 

Drug Name/Strength: Start Date: End Date: Outcome: 

    

    

    

 

For Psoriasis Requests:  
6. Does the patient have moderate-to-severe psoriasis?    ☐ Yes    ☐ No 
7. Which of the following applies to the patient? 
         ☐ >10% BSA involvement       ☐ Intractable pruritus               ☐ Other: __________________________________ 
         ☐ Psoriasis occurring on select locations (i.e., hands, feet, scalp, face, or genitals)   
8. Has the patient had an inadequate clinical response, intolerance, or contraindication to at least 3 

months of ONE conventional systemic DMARD therapy (i.e., azathioprine, cyclosporine, 
hydroxychloroquine, leflunomide, methotrexate, mycophenolate, or sulfasalazine)? 

☐ Yes    ☐ No 

Drug Name/Strength: Start Date: End Date: Outcome: 

    

    

    

 

For Ulcerative Colitis Requests:  
9. Does the patient have moderate-to-severe ulcerative colitis?    ☐ Yes    ☐ No 
10. Has the patient had an inadequate clinical response, intolerance, or contraindication to at least 3 

months of ONE conventional therapy (i.e., 6-mercaptopurine, azathioprine, balsalazide, 
corticosteroids, cyclosporine, mesalamine, sulfasalazine)? 

☐ Yes    ☐ No 

11. For Otulfi, Skyrizi, Tremfya, or Zymfentra: Has the patient completed or is scheduled to complete their 
IV induction doses? 

☐ Yes    ☐ No 

Drug Name/Strength: Start Date: End Date: Outcome: 

    

Please continue to the next page. 



Patient Name: 
 

DOB: 
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For Crohn’s Disease Requests:  
12. Does the patient have moderate-to-severe Crohn’s disease?    ☐ Yes    ☐ No 
13. Has the patient had an inadequate clinical response, intolerance, or contraindication to at least 3 

months of ONE conventional therapy (i.e., 6-mercaptopurine, azathioprine, balsalazide, 
corticosteroids, cyclosporine, mesalamine, sulfasalazine)? 

☐ Yes    ☐ No 

14. For Otulfi, Skyrizi, Tremfya, or Zymfentra: Has the patient completed or is scheduled to complete their 
IV induction doses? 

☐ Yes    ☐ No 

Drug Name/Strength: Start Date: End Date: Outcome: 

    

    

    

 

For Uveitis Requests:  
15. Does the patient have chronic, recurrent, treatment-refractory or vision threatening disease? ☐ Yes    ☐ No 
16. Has the patient had an inadequate clinical response, intolerance, or contraindication to at least 1 

month of ONE systemic and ONE ophthalmic corticosteroid AND ONE conventional systemic DMARD 
therapy (i.e., azathioprine, cyclosporine, hydroxychloroquine, leflunomide, methotrexate, 
mycophenolate, or sulfasalazine)? 

☐ Yes    ☐ No 

Drug Name/Strength: Start Date: End Date: Outcome: 

    

    

    

 

For Ankylosing Spondylitis Requests:  
17. Does the patient have moderate to severe ankylosing spondylitis? ☐ Yes    ☐ No 
18. Has the patient had an inadequate clinical response, intolerance, or contraindication to at least 3 

months of TWO conventional therapy (i.e., NSAIDs – ibuprofen, naproxen, etodolac, celecoxib)? 
☐ Yes    ☐ No 

Drug Name/Strength: Start Date: End Date: Outcome: 

    

    

    

 

For Hidradenitis Suppurativa Requests:  
19. Does the patient have moderate to severe HS (Hurley Stage II or III disease)? ☐ Yes    ☐ No 
20. Has the patient had an inadequate clinical response, intolerance, or contraindication to at least 3 

months of TWO classes of conventional therapy (i.e., systemic antibiotic therapy [clindamycin, 
minocycline, doxycycline, rifampin], metformin, oral contraceptives, spironolactone)? 

☐ Yes    ☐ No 

Drug Name/Strength: Start Date: End Date: Outcome: 

    

    

    

 

 

Please continue to the next page. 



Patient Name: 
 

DOB: 

 

© 2025 All Rights Reserved. Revision Date: 9/2025                                                                                                                                                           Page 4 of 7 

For Atopic Dermatitis Requests:  
21. Does the patient have moderate-to-severe atopic dermatitis? ☐ Yes    ☐ No 
22. Which of the following applies to the patient? 
         ☐ ≥ 10% BSA     ☐ ≥7 EASI score     ☐ ≥ 29 SCORAD score     ☐ ≥ 3 IGA score     ☐ Other: __________________ 
23. Has the patient had an inadequate clinical response, intolerance, or contraindication to at least 4 

weeks of TWO topical steroids OR the affected areas are difficult to treat with prolonged topical 
corticosteroid exposure (i.e., hands, feet, face, scalp, genitals)? 

☐ Yes    ☐ No 

24. Has the patient had an inadequate clinical response, intolerance, or contraindication to at least 6 
weeks of ONE topical calcineurin inhibitor (i.e., pimecrolimus, tacrolimus)? 

☐ Yes    ☐ No 

25. Has the patient had an inadequate clinical response, intolerance, or contraindication to at least 3 
months of ONE conventional systemic therapy? 

☐ Yes    ☐ No 

Drug Name/Strength: Start Date: End Date: Outcome: 

    

    

    

 

For Systemic Lupus Erythematosus (SLE) Requests:  
26. Does the patient have active systemic lupus erythematosus? ☐ Yes    ☐ No 
27. Has the patient had an inadequate clinical response, intolerance, or contraindication to at least TWO 

of the following: hydroxychloroquine, oral corticosteroids, and conventional systemic DMARD therapy 
(i.e., azathioprine, cyclosporine, hydroxychloroquine, leflunomide, methotrexate, mycophenolate, 
sulfasalazine) or systemic corticosteroid therapy? 

☐ Yes    ☐ No 

Drug Name/Strength: Start Date: End Date: Outcome: 

    

    

    

 

For Behcet’s Disease Requests:  
28. Will the requested agent be used for the treatment of oral ulcers associated with Behcet’s disease? ☐ Yes    ☐ No 
29. Has the patient had an inadequate clinical response, intolerance, or contraindication to at least 3 

months of TWO of the following: corticosteroids, colchicine, or conventional systemic DMARD therapy 
(i.e., azathioprine, cyclosporine, hydroxychloroquine, leflunomide, methotrexate, mycophenolate, 
sulfasalazine)? 

☐ Yes    ☐ No 

Drug Name/Strength: Start Date: End Date: Outcome: 

    

    

    

 

For Alopecia Areata Requests:  
30. Does the patient have severe alopecia areata? ☐ Yes    ☐ No 
31. Has the patient had an inadequate clinical response, intolerance, or contraindication to at least 1 

month of topical AND systemic corticosteroid therapy? 
☐ Yes    ☐ No 

Drug Name/Strength: Start Date: End Date: Outcome: 

    

    

Please continue to the next page. 



Patient Name: DOB: 
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For Chronic Spontaneous Urticaria Requests: 
32. Has the patient had at least 6 weeks of hives and itching? ☐ Yes    ☐ No
33. Is the patient currently taking medications that are known to cause or worsen urticaria? ☐ Yes    ☐ No

If yes, will the medication be discontinued or the dose be reduced? ☐ Yes    ☐ No
34. Has the patient had an inadequate clinical response, intolerance, or contraindication to at least 3 

months of up to 4 times the FDA labeled maximum dose of a second-generation H-1 antihistamine (i.e., 
cetirizine, fexofenadine, loratadine)? If yes, please list below.

☐ Yes    ☐ No

Drug Name/Strength: Start Date: End Date: Outcome: 

For Eosinophilic Esophagitis Requests: 
35. Does the patient have moderate-to-severe eosinophilic esophagitis? ☐ Yes    ☐ No
36. Have other causes of eosinophilic esophagitis been ruled out? ☐ Yes    ☐ No
37. Has the patient had an inadequate clinical response, intolerance, or contraindication to ONE standard 

corticosteroid therapy for eosinophilic esophagitis (i.e., budesonide suspension, nebulized 
budesonide, fluticasone MDI swallowed)?

☐ Yes    ☐ No

38. Has the patient had an inadequate clinical response, intolerance, or contraindication to ONE proton 
pump inhibitor (PPI)?

☐ Yes    ☐ No

Drug Name/Strength: Start Date: End Date: Outcome: 

For Chronic Rhinosinusitis with Nasal Polyposis Requests: 
39. Has the patient had an inadequate response to or is not a candidate for sinonasal surgery? ☐ Yes    ☐ No
40. Which of the following applies to the patient?  ☐ None

☐ Nasal discharge (rhinorrhea or post-nasal drainage)       ☐ Nasal obstruction
☐ Loss or decreased sense of smell ☐ Nasal congestion
☐ Facial pain or pressure ☐ Other: __________________________________

41. Has the patient had an inadequate clinical response, intolerance, or contraindication to at least 4 
weeks of oral systemic corticosteroids)? If yes, please list below.

☐ Yes    ☐ No

42. Has the patient had an inadequate clinical response, intolerance, or contraindication to at least 4 
weeks of intranasal corticosteroids)? If yes, please list below.

☐ Yes    ☐ No

43. Is the patient currently treated with standard nasal polyp maintenance therapy (e.g., nasal saline 
irrigation, intranasal corticosteroids)? If yes, please list: ________________________________________

☐ Yes    ☐ No

44. Will the patient continue with standard nasal polyp maintenance therapy (e.g., nasal saline irrigation, 
intranasal corticosteroids) in combination with the requested agent?

☐ Yes    ☐ No

Drug Name/Strength: Start Date: End Date: Outcome: 

Please continue to the next page. 



Patient Name: DOB: 
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For IgE-mediated Food Allergy Requests: 
45. Does the patient have a diagnosis of IgE-mediated food allergy to ONE or more foods? ☐ Yes    ☐ No
46. Is there documentation of an IgE-mediated food allergy to specific foods confirmed by a history of type 

I allergic reaction AND one of the following: food specific skin prick testing, IgE antibody in vitro 
testing, or oral food challenge?

☐ Yes    ☐ No

47. Will the requested agent be used in conjunction with food avoidance? ☐ Yes    ☐ No
48. Does the patient have access to epinephrine? ☐ Yes    ☐ No

Drug Name/Strength: Start Date: End Date: Outcome: 

For Asthma Requests: 
49. Does the patient have uncontrolled, moderate-to-severe persistent asthma? ☐ Yes    ☐ No
50. Does the patient have severe eosinophilic asthma? Please submit baseline blood eosinophilic results. ☐ Yes    ☐ No
51. Does the patient have oral corticosteroid dependent asthma at baseline? ☐ Yes    ☐ No
52. Which of the following applies to the patient?  ☐ None

☐ Frequent severe asthma exacerbations requiring two or more steroid courses within the past year
☐ Serious asthma exacerbations requiring hospitalization or emergency care within the past year
☐ Controlled asthma that worsens when tapering steroid doses        ☐ Baseline FEV1 is less than 80% predicted
☐ Other: __________________________________

53. Has the patient been treated with a maximally tolerated inhaled corticosteroid for at least 3 months?
54. Is the patient currently being treated with TWO of the following at maximally tolerated dosing for AT 

LEAST 3 months: Inhaled corticosteroid; Long-acting beta-2 agonists (LABA); Long-acting muscarinic 
antagonist (LAMA); Leukotriene Receptor Antagonists (LTRA); OR theophylline AND symptoms are still 
not under control? If yes, please list below.

55. Will the patient continue asthma control therapy in combination with the requested agent? ☐ Yes    ☐ No
Drug Name/Strength: Start Date: End Date: Outcome: 

For COPD Requests: 
56. Does the patient have refractory COPD of eosinophilic type? Please submit baseline blood

eosinophilic results. 
☐ Yes    ☐ No

57. Which of the following applies to the patient?  ☐ None
☐ 2+ COPD exacerbations requiring treatment with a systemic corticosteroid or an antibiotic within 12 months
☐ 1+ COPD exacerbation(s) occurred while the patient was receiving combination therapy
☐ 1+ COPD exacerbation(s) requiring a hospitalization in the previous 12 months
☐ Other: __________________________________

58. Is the patient currently being treated with ALL of the following at maximally tolerated dosing for AT 
LEAST 3 months: Inhaled corticosteroid; Long-acting beta-2 agonists (LABA); Long-acting muscarinic 
antagonist (LAMA); Leukotriene Receptor Antagonists (LTRA); OR theophylline AND symptoms are still 
not under control? If yes, please list below.

☐ Yes    ☐ No

59. Will the patient continue COPD control therapy in combination with the requested agent? ☐ Yes    ☐ No
Drug Name/Strength: Start Date: End Date: Outcome: 

Please continue to the next page. 

☐ Yes    ☐ No
☐ Yes    ☐ No



Patient Name: 
 

DOB: 
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For Prurigo Nodularis Requests:  
60. Has the patient had an inadequate clinical response, intolerance, or contraindication to at least 3 

months of TWO of the following classes: topical corticosteroids, oral antihistamines, topical 
calcineurin inhibitors, or conventional systemic DMARD therapy (i.e., azathioprine, cyclosporine, 
hydroxychloroquine, leflunomide, methotrexate, mycophenolate, sulfasalazine)? If yes, please list 
below. 

☐ Yes    ☐ No 

Drug Name/Strength: Start Date: End Date: Outcome: 

    

    

    

 

For Renewal Requests:  
61. Has the patient’s condition improved or stabilized with therapy (i.e., reduction in 

inflammation/joints affected, affected body surface area, symptom reduction, or endoscopic 
improvement)? Please provide documentation. 

☐ Yes    ☐ No 

62. Is the requested agent being used in combination with any other biologic DMARD or targeted 
synthetic DMARD? 

☐ Yes    ☐ No 

63. Will the patient receive any live vaccines while on therapy? ☐ Yes    ☐ No 
64. Does the patient have any FDA contraindications to the requested agent? ☐ Yes    ☐ No 
65. Will the patient continue taking the standard maintenance therapy for the diagnosis in 

combination with the requested agent? 
☐ Yes    ☐ No 

 

Prescriber Signature: ____________________________________ Date: _________________________ 

Authorized Agent’s Name: _______________________________ 
 

 
Please fax this request to 602-669-1169 or our secure email at PriorAuthorizations@disclosedrx.com 

 
 

Additional Comments/Notes:  
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