
canadaft . Drug Prior Authorization Form 
Botox (onabotulinumtoxinA) 

The of this form is to obtain information required to assess your drug claim. 

IMPORTANT: Please all questions. Your claim assessment will be delayed if this form is incomplete or contairis errors. 

Any costs inc:U'ted for the completion of 1his form are the responsi,ility of the plan member/patient. 

Canada Life recognizes and respects the importance of privacy. Personal information collected is used for the IUJ)OSes of 
assessing eligibility for this drug and for administering the group benefits plan. For a copy of OU" Privacy Guidelines, or if you have 
questions about Canada Life's personal information policies and practices rmcluding with respect to service providers), refer to www.canadafmu;om or write to Canada Life's Chief Compliance Officer. 

r authorize Cllnada Life, any healthcare provider, my plan administrator; any insurance or reinsurance company, admi11ist.a1urs of 
go,,en-,ment benefits or patient assislance programs or other benefits programs, other Clfgallizalions or service providers working with 
Canada Life or any at the above, localed inside or outside Canada, to exchange personal infDrmalion when relevant and necessary for 
these porposes_ I undersland that personal information may be subject to disclaue to those authorized unclec- applicable law within 
or OOlside Canada 

I acknowledge that the personal ii lfo.,,talior, is needed to assess eligibility for this drug and to administer the group benefits plan. 
l acknowledge that provicmg consent wiD help Canada Life to assess my claim and that refusing to consent may result in delay or 
denial of my claim Canada Life reserws the right to audit the informalioo provided on this form at any tme and this consent extends 
to any audit of my claim. nis consent may be revoked by me at any time by sending written inslruclion to that effect. 

I also consent to the use of my personal information for Canada Life and its affif.ates' internal dala management and analytics purposes. 

If the patient is a person other than myself, I confirm that the patient has given their consent to provide their personal information and 
for Canada Life to use and disclose it as set out above. 

I certify that the informalion given below is true, correct, and complete to the best of my knowledge. Failt.re to provide true, COITec! 
and complele information on this form could result in revocation of any approval decision, a requirement to repay paid claims or other 
appropriate action. 

Plan Member's signature: _____________ _ Date: ____________ _ 

Form Completion lnsbuctions: 
1. Complete "Patient .du,,.atiun" .-:lions. 
2. Halle the pescaibil,g physician complele the "Physician •.ro. ntatiol.- sections. 
3. Send all pages at 1he ..... ,.,Aeled form to us by mail, fax or email as noled below. 

Note: As email is not a 5eQR medun, any person with concerns about their prior aulhoiizalioc, lorm/medical D,tamation being 
inten;epled by an i.naJll1orized party is encotr.lQed to submit their form by olher means. 

Mailto: The Canada LireAsswanc:e Company 
Drug Claims Ma.ayement 
POBoz6000 

Wimipeg - R3C 3A5 

Emailto: ddrm••ic sOcaeWih..cqm 
Atlention: Drug Claims Ma,iagement 

Fax to: The Canada Life Assu-ance Company 
Fax 1-204-946-7664 
At1BntiOn: Drug Claims 11111,agement 

• • • • 1 Prior Aulhorizalion and Health Case Management. please visit our Canada Life website at 
For add~ information regara~ng Cust Contact Services at 1-800-957-9777. Deaf or hard of hearing and require access to 
www.canadal~~ orrelaycontact. ~Please~ us at 711 for TTY to Voice or 1-800-855-0511 for Voice to TTY. a telecommunicatiorlS service. 
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:anada d -

Plan Member. 

PlanNane: 

Palient Date of Birth '1JOll,IIM/YYYY: 

Patient Information 
Botox (onabotulimantoxinA) 

--
Plan Nunber: PlanMimlerlDNu-nber: 

Address (runbe<, - city, promce, postal code): 

Please .-prewn,d conlact runber and W there are arry times when relepl,one con1act wi1h you about yo,, claim woud be most com,enent 

May we ainlaCt you by email? (Nole that some w,,...,. de, ce may still need to be sent by leQI& mail). 

Yes ' No If yes, please provide email address: 

Is the patient am,ntty on, o, p,eviously been oo this drug? C::: Yes C::: No 

lf Yes, aj---~----------------------------
b) c:overageprovidedby: _____________________________ _ 

(if coverage is not provided by Ca>ada Lile please provide plamacy print-oot stowing pudase of this mJ!I) 

Does the patient haw drug c:overage undel' Sfff clher Qr014' benefits plan? u Yes O No 
lf Yes,nameofclherlrannc:eCon-,y::_ ___________________________ _ 

lf clherplanis_,Ca>adaLile.,.,.ustheplanand lO....-: 
Nameofpianmember. _________________________________ _ 
~to patient _______________________________ _ 

-----ofacceptancec.--

Tel US abolllt--,f'lullillalil CII'-.,. X ... 

Does the patient haw c:overage ,nter a promcial progam or from arry olher soun:e? ·r::: Yes O No 
lf Yes, naneofpragnrnorclhersuce: ____________________________ _ 

--andallachdocurnonlaticnofacc,ptn:eordednllion: ____________________ _ 

1s the patient c:men11y receiving -.y benefits for the ccnt1tion for"'"°" this drug has _, __,, 0 Yes D No 

Has the patient enolled in the patient_,.,,, pragnrn for this drug? D Yes O No 

lf Yes, pleaseproyide ... -.g-
, . PalientassislancepragnrnpatientlONt.mber. _________________________ _ 

2- Palient assislance pragnrn anact person nane and phone.-..,_, 
ConlactName: ______________ _ ----------------

(Cootinuedonnext,,_) Page 2 of 6 



.:anada n ·, Physician Information 
Botox (onabotulinumtoxinA) 

Nam ID flmiGilR: In anler1D -• paent's claim for this~ - l'8Cllft dalailad on 1he patient's 
pwaipllo,1chglilslioryasraqmslad below. 

Atblch exlra infolmalior, if necassay. GEIIETIC TEST RESULTS ARE NC1T REQUIRED 

lnfonnatiod (pleasepinJJ 
Name of prescribing physician: 

SpeciaJty: 

Address (runber, Slreet, city, pmmce. pcslal axle): 

Telephone Numer (including an,a ax1ej: I Fax - (llCluding ...... axlej: 

, . Pn,sait,ectda!leanctreginw,: ____________________________ _ 

2. -Canal lndicalion (incule daleofiritial dia!J1osisl (MM/YYYY): __________________ _ 

0 Bla:lcler Dysu,mon ::J Dynamic Equrus 

::J Bleplacs,wwwn :J Focal Spasticily = Cemcal O),slcnialSpasm Tortic01fis :J Prmary Hypemctosis ollhe Alallae 

C: Chonic:Mi!,aines ::J Sbabismus 
Canpiele questions 1 - 7 and Physician's inlormalion 
L Cllher(appnM!dtJir_Ca-aml: __________________________ _ 

Complete questions 1 - 7 and Other a>ndition 0-- Qlnada appm,,ed) 
::::: Other(prescri)ed useisnotapptM!d tJir .-ih Canada): ____________________ _ 

Canpiele questions 1 - 7 and Off-label use 

3. Whalislhe~cualionollnlalmenlwithttisdrug? ____________________ _ 

4. Whele will - b& aciniisleied? D Heme O Physician's Office O Priwle cnc O Hospital in-palient :J Hospital out-patient 

5. Please provide.....-,_ why Bolox has been prescribed - of a,_,_ drug ii lhesamelher_.;c class: 

s. Has 111e pa1ient i:-, -...i to any specialistl for thei' ocndilion? C: Yes O No 

Name of Physician Specially Date of Referral (00/MM/YYYYJ 

(Ccntiroed on next,,_) Page3of6 



:anada . ~ Physician Information 
Botox (onabotulinumtoxinA) 

Ph.1siciau"s lnlonnatioo ~ fi t4 fi>lease-pmt) 

7. Drug and Treatment Hislory must be a,mpieled for fNf/JtY request. 1NCUJDE APPUCAIII.E PRESCIIPTION ,ulD NOM-PRESCIPTl0N 
'THERAPIES. 

Drug(s) and Trealment(s) 
past and present 

llladilldlJ I ~--

Dosing Regimen Start Date 
(()OIMMIYYY'I) 

~llladda-

Palienthas-alrialofaltictlCileyicme<icalions. 

Urira7 Dl!lrusor0weracliwily(NDO) 

Patient has been <iag1ased wilh one olthefalow: 

=~Sclerosis = Subcervical spi'lal cord i'lµy 
Patient has failed a trial al anticholineryic medications. ::::; Yes ::J No 

Elepl&051WI 

Does this patient - any al the folowing rondilions? 

Benign essential blephaiuspas11, 0 Yes :J No 

Dyma-ia (m(M!rnel1tdisurderl :J No 

VII ner;edisuldels = No 

Cervical DyslDllia Isl - iiOdic torlicolis) 

EndDate 
(l)OIMMJYYn) 

Other caJSeS of palientS symplDms haW, _, imestigaled and ruled out. CJ Yes O No 

ChnlnicaytaiiliiiiS 

ail1ical ResultslOutcome 

'-1 Faille O Intolerance = Other 
Clinical delais: 

.J Faille i:J lnl0lerance :J Olher 
Cliricaldelais: 

C Faiue .J 1n1o1erance = Other 
Cliricaldelais: 

Dues the~- ;,15 ITi!,asW!S per mcnlh with~ lasting 4 hours a day <Y lunger? D Yes O No 

Damalmost.-it~~------------
-has had attne--murChtrial ulat-one prupt,yta::tic-fordwunic migraine '-lacllOS. 0 Yes O No 

Patient's dynamic equsus foot is due ID spasticity al pedialric cerebral palsy. 0 Yes O No 

Is the men! uf treelmenl ID """°"" ra,ge of motion al a pnt affecled by a fixed cuntracrure? 0 Yes ::J No 

""'53(90TOX}3r.!O 
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:anada _ _ _ Physician Information 
Botox (onabotulinumtoxinA) 

Physician's_lr,lunlwtiun f.:G111a111i~ prinQ 

Focal Spastidlw 

Is the rnent of treatment 10 improve the range of rootioo at a joint affected by a fixed contraclure? ::J Yes C No 

H,pe,tmosis ~theAdlae. 

Patient has failed a trial of 'cfncal strenglh' 11 ltipe.spilm 11 (t,,g_ 20-25% ak.mirun chloride), 0 Yes O No 

Slrabisaws 

Does the patient - any of the follc>ww,g conditions? 

Devia!ions <M!I' 50 prism diopters. = Yes w No 

~- C: No 0uanes~----.... w Yes 

Seaindary-..., <aJSed by prior ,ugical CM!r-<ecessial of antagonist ::J Yes = No 
The patient has been cia!J,osed with chronic paralytic s1rabismus. 0 Yes = No 

yes; BolDx is being used 10 l8duce anlagcnist contrac1ure in conjonction with sugica1 n,pa;r. L Yes [J No 

Please provide any relewnt information rolated 10 the cisease and attach S<JPPQrting doa.mentalion, 

Off-label use 

-1-7-bec:on..-«f-
ls there clinical -.:e S<JPPQrting the off.- use of this drug? 0 Yes CJ No 

Providecncai iilsraluelsb.de10supportthereQl-'lor off-label use, such as: 
• At least - Plese II or- Plese Ill clinical trials showing coosislent results of efficacy; and 

• Published in--..-...S<JPPQrting its use. 

Provide medical raliomle why Balm: has been prescri)ed off.- - of an al1enae mug with an apprtM!d indication fer this cordticn 

Pron:le any pertinent medical hiolory or information 10 support this off-label request_ 

this is a.--. provide doamenlalion showing trealment efficacy since previous request_ 
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canada ,n· 
ll!lil 

Physician Information 
Botox (onabotulinumtoxinA) 

Nole for Physician: To be eligible for~ Canacla Life ma, raquint yoor patient ID poad,ase a drug niqun,g prior 
aulhoo izalioi, fram a plan-, clesignllled bf Canada Life. If applicable, a heallh cae na,ager _. c:onlact you wilh fwlher 
ilfoa ihcltiulL 

I certify that 1he ilfo.,,lcltioit pruwiclecl is true, COffllCt, aid comple1e. 

Physician's Signature: ________________ Date: ___________ _ 

license Number: _________________ _ 

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 axil The~ form can be nm.med to Canada Life by ma!, fax, or email 

Nole: As email is not a sea.we medun, a,y person with concerns aboot their prior authorization form/medical informalion being 
inten:epled by an tnauthorized paty is encotr.aged to submit their form by olher means. 

Mail to:: The Calala Lire Assurance eomi-,, 
DrugClainslla,age.,ell 
POBal<IIIIIII 
Winnipeg 11B R3C 3115 

Emai to: drhe =+ ,,. .,,,,,.. rnm 
Atlenlion: Drug Clain\$ Mar.agenell 

-53(80T0Xl-3'20 

Fax ID: The Canacla Life Assunn:e Company 
Fax 1-204-94&-71164 
-"-Ilion: Drug Claimslla-aall 

j, Clear J 
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