
 

 

  

   

  

   

  

  

  

  

 

  

  

 

 

 

 

  

 

     

STATE OF OKLAHOMA   
OKLAHOMA HEALTH CARE AUTHORITY

Statement of Medical Necessity for Opioid Morphine Milligram Equivalent (MME) Limit
Override   

PRIOR AUTHORIZATION INFORMATION 

Member Name: Member ID Number: 

Member Date of Birth: Pharmacy Phone Number: 

Pharmacy Name: Pharmacy Fax Number: 

Pharmacy NPI: Drug Name & Strength: 

NDC: Requested Quantity & Days’ Supply: 

Dosing Regimen: Fill Date: 

Prescriber Name: Prescriber NPI: 

Prescriber Phone Number: Prescriber Fax Number: 

REASON FOR OVERRIDE 

1. Specific  diagnosis: ___________________________________________________________________ 

2. Detailed description of  reason patient  needs  a quantity  greater  than  90 MME per  day: 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

3. Entire opioid regimen (medication name,  strength,  and  dosing).  Please list al l  opioid medications  mem-

ber  is currently  taking  or  planning  to  use: _________________________________________________ 

_____________________________________________________________________________________ 

4. Has the  member  attempted an opioid taper?  Yes_____ No_____ 

a. If  yes, please provide  date of  opioid taper,  opioid MME l evel  achieved,  and reason  for  failure: 

_______________________________________________________________________________ 

b. If  no,  please provide  patient-specific reasoning  why  a taper  is not  an  option for  the  member: 

_______________________________________________________________________________ 

5. Will  the  patient's  pain be  reassessed  in the  first m onth after  the initial pr escription or  any  dose increase 

AND every  3 months  thereafter  to  ensure  that  clinically  meaningful i mprovement  in pain and  function 

outweigh risks  to  patient  safety? Yes_____ No_____ 

6. Has the  prescriber  reviewed the Oklahoma Prescription Monitoring Program ( PMP) profile for  the mem-

ber  in the last  30  days? Yes_____ No_____ 

7. Has the  prescriber  offered a prescription of  naloxone to  the  member  or  member’s household? 

Yes_____ No____ 

8. Do the prescriber  and  member  have a signed pain management/opioid treatment  agreement  contract 

that  is stored  in the  member’s medical record? Yes_____ No____ 

Prescriber’s signature:  ____________________________________ Date: _______________________ 

Please do not send in chart notes. Failure to complete this form in full will result in  processing delays. By signature, the  prescriber 
or pharmacist confirms the  above  information  is  accurate.  

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  to  verify  their destruction.   

Pharm – 111 OHCA Approved – 10/10/2019 
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