
Effective: October 1, 2011    

. 

 

INDIANA HEALTH COVERAGE PROGRAMS (IHCP) PHARMACY BENEFIT 

DALIRESP PRIOR AUTHORIZATION REQUEST FORM 

 

 

**All sections must be completed or the request will be returned** 

 

 

 

 
CONFIDENTIAL INFORMATION 

This facsimile transmission (and attachments) may contain protected health information from the Indiana Health Coverage Programs (IHCP), which is 

intended only for the use of the individual or entity named in this transmission sheet.  Any unintended recipient is hereby notified that the information is 

privileged and confidential, and any use, disclosure, or reproduction of this information is prohibited. 

Today’s Date  

  /   /     

Patient’s 

Medicaid # 
            

 

Date of Birth   /   /     
 

Patient’s Name 
 

Prescriber’s Name 

Prescriber’s IN 

License # 
        

 

Specialty 

Prescriber’s NPI #           
 

Prescriber’s Signature 

Return Fax #    -    -     
 

Return Phone #    -    -     
 

 

Please confirm the following for Daliresp authorization: 

 

1. Patient has severe COPD associated with chronic bronchitis 

         Yes    No 

 

2. Patient has a history of exacerbations 

        Yes    No 

 

3. Please list last FEV-1: ___________________________________________________________ 

 

Please provide additional information to show patient is inadequately controlled on bronchodilator therapy.   

 

 

 

 

 

 

 

Pharmacy Benefit Management (PBM) Call Center 

4550 Victory Lane 

Indianapolis, IN 46203 

Phone: (866) 879-0106   Fax: (866) 780-2198 

 

Administered By ACS State Healthcare  


