canada m ' Drug Prior Authorization Form
[0 ] Botox (onabotulinumtoxinA)

The purpose of this form is to obtain information required to assess your drug claim.
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Plan Member’s signature: Date:

Form Completion Instructions:
1. Complete “Patient Information” sections.
2. Have the prescribing physician complete the “Physician Information” sections.
3. Send all pages of the completed form to us by mail, fax or email as noted below.
Note: As email is not a secure medium, any person with concems about their prior authorization form/medical information being
intercepted by an unauthorized party is encouraged to submit their form by other means.

Mail to: The Canada Life Assurance Company Faxto: The Canada Life Assurance Company
Drug Claims Management Fax 1-204-946-7664
PO Box 6000 Attention: Drug Claims Management
Winnipeg MB R3C 3A5

Email to: i
Attention: Drug Claims Management
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www.canadalife.com or contact Group Customer Contact Services at 1-800-957-9777. Deaf or hard of hearing and require access to
a telecommunications relay service? Please contact us at 711 for TTY to Voice or 1-800-855-0511 for Voice to TTY.

(Continued on next page) Page 10f6
zmmmwmjmmmmm@nmammmmw,
ificati i i i of Canaca Life is strictly prohibitec.

Y of




. )./, | Patient Information
U o Botox (onabotulinumtoxinA)

Ptan Member Information — Complete all sections of this page (please print)

Pfan Member: Patient Name:
Pian Name: Plan Number: Ptan Member ID Number:
Patient Date of Birth DD/MM/YYYY): Address (number, street, city, province, postal code):

Maywewﬂaﬂymbyumﬂ?mdeﬂmmwmmsﬂlneedmbembymnaﬂ
ZYes TNo Ifyes, please provide email address:

Tell us if you have been on this drug before

Is the patient currently on, or previously been onthis drug? _ Yes _ No
I Yes, 2) indicate start date (DD/MM/YYYY):
b) age ided by
(if coverage is not provided by Canada Life please provide print-out i of thi

Tell us ¥ you have coverage with any other benefits plan

Does the patient have drug coverage under any other group benefts plan? _Yes _No

if Yes, name of other C

If other pian is with Canada Life, tell us the pian and ID number:
Name of plan

F i ip to patient:

Provide details and attach ion of or

Tell us about any Provincial or other coverage you may have
Does the patient have

age under a provinci or from any other source? __Yes _No
If Yes, name of program or other source:
Provide details and attach ion of or

Is the patient currently receiving disability benefits for the condition for which this drug has been prescribed? Yes INo

Tell us about any Palient Assistance Program you might be enrolled in

Has the patient enrolied in the patient assistance program for thisdrug? _Yes [ No
If Yes, piease provide the following information:
1. Patient assistance program patient ID Number:

2 Patient assistance program contact person name and phone number:
Contact Name:
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-anada N8 Physician Information
[ U] Botox (onabotulinumtoxinA)
Note to Physician: In order to assess a patient’s claim for this drug, we require detailed information on the patient’s
prescription drug history as requested below.
Attach extra information if necessary. GENETIC TEST RESULTS ARE NOT REQUIRED

Physician’s information (please print)

Name of prescribing physician:

Specialty:

Address (number, street, city, province, postal code):

Telephone Number (including area code): Fax Number (including area code):

1. Prescribed dose and regh

2. Health Canada on date of initial is) (MM/YYYY):
[ Biadder Dysfunction _ Dynamic Equinus Foot
I Blepharospasm I Focal Spasticity
_ Cesvicai Dystonia/Sy dic Torti _ Primary Hyperhidrosis of the Axiliae
_ Ctwonic Migraines _ Strabismus
[« jons 17 and F i
_ Other by Heaith C:

Complete questions 1 — 7 and Other condition (Health Canada approved)
__ Other (p use is not app by Health Canada):

Compiete questions 1 - 7 and Off-fabel use
3. What is the anticipated ion of with this drug?

drug in the same therapeutic class:

5. Please provide medical rationale why Botox has been p instead of an

Where will treatment be administered? _Home [ Physician's Office [ Private clinic | Hospital in-patient _ Hospital out-patient

6. %mmmmmwmhwm? ZYes CNo

Name of Physician

Speciaity Date of Referral (DD/MM/YYYY)

MEAS3EOTOX-320 (Continued on next page)
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— o) Physician Information
[0 ] Botox (onabotulinumtoxinA)

Physician’s Information {continued) (please print)
7. Drug and Treatment History — must be compieted for every request. INCLUDE APPLICABLE PRESCRIPTION AND NON-PRESCIPTION
THERAPIES.

Drug(s) and Treatment(s) Dosing Reg Start Date EndBets .
past and present Regimen DOMMAYYYY) oo Clinical Resuits/Outcome

Z Failure ] Intolerance __ Other
Ciinical details:

_ Failure [ Intolerance __ Other
Ciinical details:

_ Failure ] intolerance _ Other
Clinical details:

Bladder Dysfunclion

Overactive Bladder

Patient has failed a trial of anticholinergic medications. ] Yes _ No
Urinary i due to N ic D Overactivity (NDO)
Patient has been diagnosed with one of the foliow:

 Muitipie Sclerosis

_ Subcervical spinal cord injury

Patient has failed a trial of anticholinergic medications. _ Yes _ No

Blepharospasm
Does this patient have any of the following conditions?
Benign essential blepharospasm [ Yes I No

Dystonia (r 7 Yes “No

VI nerve disorders CIYes _No
Cervical Dystonia (spasmodic torticollis)
Other causes of pati Y have been i i and ruled out. _ Yes _INo
Chronic Migraines

mnmmz15mwmmmm4msadayaw CYes TNo
Date of most recent migraine (DDVMM/YYYY):

Patient has had a three-month trial of at least one prophy i for chronic migraif hes. __ Yes _ No
Patient’s dynamic equinus foot is due to spesticity of pedatri bral paisy. ] Yes CINo
CYes ZINo

smmoﬁmmimmera\geofnnﬁmaapinaﬂededbyaﬁxsdm?
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-anada m PhysiCial'l Information
B U Botox (onabotulinumtoxinA)

Physician’s information {continued) (please print)

Focal Spasticity

Is the intent of treatment to improve the range of motion at a joint affe by a fixed il

ZIYes ”No
Hyperhidrosis of the Axillae

Paﬁanlmfﬂedarﬁd‘mw‘mmn(e.gm—%%mnm). ZYes TINo

Strabismus

Doesﬂ’nepaﬁaﬂ'anmyofﬁehﬂowhgcorﬁﬁors?
P

over 50 prism dii ZYes ”'No

Restrictive strabismus  _ Yes __ No

Duane's syndrome with lateral rectal weakness _ Yes _INo

Seamdzystrab‘smstnsedbypiamg’wlmmdm
The patient has been diagnosed with chronic paralytic strabismus. ] Yes — No
If yes; Botox is being used to reduce

ZYes _No

in conjunction with surgical repair. _ Yes _ No

mmmmm

mm“mmmmmmmmmm

Off-label use

Questions 1 - 7 must be completed.
kﬂmmmmﬁwoﬁ—w&mdﬂ'sd@ ZYes LiNo
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if this is 2 renewal request, provide

ing efficacy since previous request.
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/., | Physicien | fon
ca -3'd?-‘m.. Botox (onabotulinumtoxinA)

Note for Physician: To be eligible for reimbursement, Canada Life may require your patient to pur a drug requiring prior
MMammwMUhHMameﬂmmmﬁm
| certify that the information provided is true, correct, and complete.

Physician’s Signature: Date:

License Numb

It is important to provide the requested information in detail to help avoid delay in assessing claims for the above drug. This form may

be subject to audit. The completed form can be retumed to Canada Life by mail, fax, or email.

Note: As email is not a secure medium, any person with concemns about their prior authorization form/medical information being
intercepted by an unauthorized party is encouraged to submit their form by other means.

Mail to: The Canada Life Assurance Company Faxto: The Canada Life Assurance Company
Drug Claims Management Fax 1-204-946-7664
PO Box 6000 Attention: Drug Claims Management
Winnipeg MB R3C 3A5

Email to:  cidrug.sesvices@canadalife.com
Attention: Drug Claims Management
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