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State of  Oklahoma   
SoonerCare   

Hepatitis C Therapy Pharmacy  Agreement

_____________________________ ______________ __________________ Member Name:  Date of Birth: Member ID#:

 ______________________ ______________________________ Pharmacy NPI: Pharmacy Name: 

___________________  _________________ ______________________ Pharmacy Phone: Pharmacy Fax: Drug Name:

To be completed by  pharmacist after discussion of therapy  with member.  
Agreement is required for processing of prior authorization requests.  

The  member will start  treatment on the  following date:

Please  check each line and sign at the bottom.  

The  member has been counseled  on  hepatitis C medications including the  following: 
Regimen 
Potential side effects 
Storage requirements 
Importance of compliance 
Drug interactions 
SoonerCare prescription limits and the need  for appropriate  “punches” per month

________________________ 
The  member has been counseled  on  effective non-hormonal birth control products. 
Please list non-hormonal birth control options discussed with  member

The pharmacist agrees to contact the  member and prescriber 7 days before medications run out to 
start the prior authorization  process for refills. 

The pharmacist agrees to obtain an accurate dose count (no estimating) when discussing refills. 

The pharmacist agrees to notify the prescriber and OHCA if the member is non-compliant within 1
day of late refills.

The pharmacist agrees to refuse  to  fill hepatitis C therapies without appropriate combination therapy
as indicated  on  the prior authorization  form. 

The pharmacist agrees to work with member to appropriately utilize  SoonerCare pharmacy benefits 
including therapy management, transferring prescriptions, and working with OHCA and other 
pharmacies to stretch the benefit when required.

I have read the above  statements,  and understand the agreement. 

Members  must  be ad herent for  continued ap proval.  Treatment  gaps  of  therapy  longer  than  3 days  will   
result  in  denial  of  payment  for  subsequent  requests for continued  therapy. 
Refills must  be p rior authorized.  

_______________________________ ________________________ Pharmacist Signature: Date: 
By signature, the pharmacist confirms the information above is accurate. 
Signature required for processing prior authorization request.

Fax completed prior authorization request form to
888-601-8461 or submit Electronic Prior Authorization 

through CoverMyMeds® or SureScripts. All requested data
must be provided. Incomplete forms or forms without the

chart notes will be returned. Pharmacy Coverage Guidelines
are available at AetnaBetterHealth.com/Oklahoma. 

CONFIDENTIALITY NOTICE 

  This  document,  including  any  attachments,  contains  information  which  is  
confidential or p rivileged.   If  you  are  not  the  intended  recipient,  be  aware  
that  any  disclosure,   copying,  distribution,  or u se  of  the  contents  of  this     
information  is  prohibited.   If  you  have  received  this  document  in  error,  

please  notify  the  sender im mediately  by  telephone  to  arrange  for  the  return  
of  the  transmitted  documents  or t o  verify  their destruction.   

Pharm  –  29    12/30/2021  

http://AetnaBetterHealth.com/Oklahoma
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