
             DAKLINZA PA FORM Fax Completed Form to: 
855-207-0250 

For questions regarding this 
Prior authorization, call 

866-773-0695 
 
 
 

ND Medicaid requires that patients receiving a new prescription for Daklinza must meet the following criteria: 
 Patient must be ≥ 18 years old.
 Must have a diagnosis of chronic hepatitis C (genotype 1a, 1b, 2, or 3).
 Liver biopsy showing fibrosis corresponding to a Metavir score of greater than or equal to 1 or Ishak score of greater than or equal

to 2 or other accepted test demonstrating liver fibrosis.
 Must be prescribed by or in consultation with a hepatologist, gastroenterologist, or infectious disease specialist.
 Documentation showing that patient is drug and alcohol free for the past 12 months (at least 2 drug and alcohol tests dated at

least 3 months apart and chart notes addressing patient’s alcohol and drug free status throughout the past year.
The concomitant use of Daklinza and strong inducers of CYP3A is contraindicated.
Part I:  TO BE COMPLETED BY PHYSICIAN  
Recipient Name Recipient Date of Birth Recipient Medicaid ID Number 

Prescriber Name Specialist involved in therapy 

Prescriber NPI Telephone Number Fax Number 

Address City State Zip Code

Requested Drug 

□ Daklinza

Dosage: 

Documented liver fibrosis: Diagnosis for this request: 

Genotype: 

Patient is drug and alcohol free for past 12 months: 

□ YES    □ NO  *PROVIDE DOCUMENTATION
Does the patient have cirrhosis? 
□ YES    □ NO

Sofosbuvir dose: 

Has the patient been previously treated for chronic hepatitis C?
□ YES □ NO

If yes, please indicate past treatment regimen(s), dates of treatment, and response to therapy: 

Does the patient have Hepatitis B?  
□ YES □ NO

If the patient has Hepatitis B, has it been treated or will it be closely monitored during treatment? 
□ YES □ NO

Is the patient taking Daklinza in combination with sofosbuvir?  
□ YES □ NO

Has the patient been tested for the presence of NS5A polymorphisms at amino acid positions M28, Q30, L31 
and Y93? 

□ YES □ NO
Does patient have the presence of NS5A polymorphisms at amino acid positions M28, Q30, L31, and Y93? 

□ YES □ NO
Does the patient have decompensated (Child-Pugh B or C) cirrhosis? 

□ YES □ NO
Is the patient post-transplant? 

□ YES □ NO
Will Daklinza be given with ribavirin?  

□ YES □ NO
If yes, is the patient of childbearing potential?  

□ YES □ NO
Has the patient had a negative pregnancy test in the last 30 days? 

□ YES □ NO
Will the patient receive pregnancy tests monthly during treatment? 

□ YES □ NO
Does patient have evidence of non-compliant behavior including not attending scheduled provider visits and/or 
not filling maintenance medications on time? 

□ YES □ NO

*Attach all test results to request

Baseline HCV RNA: 

HCV RNA 4 weeks after starting 
therapy: 

Metavir Score: 

Ishak Score: 

Fibrotest Score: 

Fibroscan score: 

APRI score: 

Fibrosis-4 Index: 

Fibrospect score: 

eGFR or Estimated CrCL 

Prescriber (or Staff) / Pharmacy Signature Date 

Part II:  TO BE COMPLETED BY PHARMACY 
PHARMACY NAME: ND MEDICAID PROVIDER NUMBER: 

TELEPHONE NUMBER FAX NUMBER DRUG NDC # 

Part III:  FOR OFFICIAL USE ONLY 
Date Received Initials:  
Effective dates of PA:From:             To: Approved by: 
Denied: (Reasons) 

Prior Authorization Vendor for ND Medicaid 



Hepatitis	C	Patient	Consent	Form	

I,	__________________________,	have	been	counseled	by	my	healthcare	provider	on	
the	following:	

I	agree	to	complete	the	entire	course	of	treatment	and	have	laboratory	
tests	before	starting,	during,	and	after	completing	treatment	as	ordered	
by	my	healthcare	provider.	

I	understand	that	for	the	medication	to	work,	it	is	important	that	I	take	
my	medication	each	day	for	the	entire	course	of	treatment.	

I	understand	the	importance	to	not	drink	alcohol	or	use	illicit	drugs	
during	and	after	my	treatment	for	Hepatitis	C.	

I	understand	how	to	avoid	being	re‐infected	with	Hepatitis	C	during	and	
after	my	treatment.	

(Females)	I	understand	that	these	drugs	are	harmful	to	babies.	I	will	use	
two	methods	to	avoid	getting	pregnant.	I	understand	that	this	
medication	may	cause	serious	birth	defects	to	an	unborn	child	for	up	to	
6	months	after	I	have	completed	my	treatment.	

(Males)	I	understand	that	while	I	am	taking	the	medication,	I	must	avoid	
getting	my	partner	pregnant.	If	my	partner	becomes	pregnant,	the	baby	
may	have	serious	birth	defects.	My	partner	and	I	will	prevent	pregnancy	
using	two	forms	of	birth	control	for	up	to	6	months	after	my	treatment	
is	complete.	If	I	have	a	committed	partner,	I	have	discussed	these	risks	
with	her.	

Patient	Signature	_______________________________________	Date	__/__/____	

Pharmacy	or	Prescriber	Representative:		

Signature	_______________________________________________	Date	__/__/_____	

By	signature,	the	pharmacy	or	prescriber	representative	confirms	the	contract	has	been	
reviewed	with	the	patient.	
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