
NALOXONE RESCUE MEDICATIONS 
 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 Narcan Nasal spray or Evzio must meet the following 
criteria: 

 Patient must have a risk of opioid overdose due to opioid treatment or opioid use disorder.

Part I:  TO BE COMPLETED BY PHYSICIAN  
Recipient Name Recipient Date of Birth Recipient Medicaid ID Number 

Prescriber Name and Specialty 

Prescriber NPI Telephone Number Fax Number 

Address City State
Zip Code 

Requested Drug and Dosage: 
□ EVZIO □ NARCAN NASAL SPRAY

Diagnosis for this Request: 

1. □ YES  □ NOHas the patient been referred to addiction counseling services?
Please provide prescriber information for addiction counseling:            ___________________________

2. Does the patient have a chronic pain issue where benefit outweighs risk of continuing treatment? □ YES □ NO
3. Please explain why Narcan nasal spray or injectable naloxone is not appropriate?  ______________________________
4. Has the patient had a previously covered dose of Evzio or Narcan nasal spray in the last year? □ YES □ NO
5. Is it known that the previous dose was taken by the patient (not diverted or given to another person)? □ YES □ NO

If not, did the previous dose expire? □ YES □ NO
6. Is the patient concurrently taking opioids? □ YES □ NO
7. Has the opioid dose been decreased? □ YES □ NO
8. Reasoning behind the opioid dose not being decreased:  ____________________________________

□ I confirm that I have considered a generic or other alternative and that the requested drug is expected to result in the
successful medical management of the recipient. 
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:  

Approved -  
Effective dates of PA:       From:     /     /      To:       /    / 

Approved by: 

Denied: (Reasons) 

Prior Authorization Vendor for ND Medicaid 


	Recipient Name: 
	Recipient Date of Birth: 
	Recipient Medicaid ID Number: 
	Prescriber Name and Specialty: 
	Prescriber NPI: 
	Telephone Number: 
	Fax Number: 
	Address: 
	City: 
	State: 
	Zip Code: 
	Requested Drug and Dosage EVZIO NARCAN NASAL SPRAY: 
	undefined: Off
	undefined_2: Off
	Diagnosis for this Request: 
	YES: Off
	Please provide prescriber information for addiction counseling: 
	Does the patient have a chronic pain issue where benefit outweighs risk of continuing treatment: Off
	undefined_3: Off
	Reasoning behind the opioid dose not being decreased: 
	I confirm that I have considered a generic or other alternative and that the requested drug is expected to result in the: Off
	Prescriber or Staff  Pharmacy Signature: 
	Date: 
	PHARMACY NAME: 
	ND MEDICAID PROVIDER NUMBER: 
	TELEPHONE NUMBER: 
	FAX NUMBER: 
	DRUG: 
	NDC: 
	Date Received: 
	Initials: 
	Approved by: 
	Denied Reasons: 
	Explain why Narcan nasal spray or injectable naloxone is not appropriate: 


