
 
 
Actiq ® – Prior Authorization Request 

Send completed form to: Case Review Unit CVS/caremark Fax:  888-836-0730 
 
CVS/caremark administers the prescription benefit plan for the patient identified. This patient’s benefit plan requires prior authorization for certain 
medications in order for the drug to be covered. To make an appropriate determination, providing the most accurate diagnosis for the use of the prescribed 
medication is necessary. Please respond below and fax this form to CVS/caremark toll-free 888-836-0730. If you have questions regarding the prior 
authorization, please contact CVS/caremark at 800-294-5979.  
 

Patient Name: Date: 

Patient’s ID: Patient’s Date of Birth:    
Physician’s Name: 

Specialty: NPI#: 

Physician Office Telephone: Physician Office Fax: 

Quantity: Frequency: 
Route of Administration: Expected Length of Therapy: 

 

1. Which drug is being prescribed?    
� Actiq (fentanyl citrate oral transmucosal lozenge    
� Fentanyl Citrate Oral transmucosal lozenge 
� Other ___________________ 

 
2. Does the patient have any of the following? � Yes   � No 
 � Significant respiratory depression 

� Known or suspected paralytic ileus 
 
3. Is the drug being prescribed for the management of breakthrough pain in a cancer patient who is already receiving around-

the-clock opioid therapy for underlying cancer pain? � Yes   � No 
 
4. Can the patient safely take the requested dose based on their current opioid use history?  � Yes   � No 
 Note: The TIRF (Transmucosal Immediate-Release Fentanyl) products (Abstral, Actiq, Fentora, Lazanda, and Subsys) are 

indicated for opioid- tolerant products. Patients considered opioid tolerant are those who are taking at least: 60 mg of 
oral morphine/day, 25 mcg of transdermal fentanyl/hour, 30 mg oral oxycodone/day, 8 mg oral hydromorphone/day, 
25 mg oral oxymorphone/day, or an equianalgesic dose of another opioid for a week or longer.] 

 
 
 
 
 
 
 
 
 
 
 
 
I attest that this information is accurate and true, and that documentation supporting this information is 
available for review if requested by CVS/caremark or the benefit plan sponsor. 

 
X_______________________________________________________________________________________________ 
Prescriber or Authorized Signature     Date: (mm/dd/yy) 
 
Note:  This fax may contain medical information that is privileged and confidential and is solely for the use of individuals named above.  If you are not the intended recipient you 
hereby are advised that any dissemination, distribution, or copying of this communication is prohibited.  If you have received the fax in error, please immediately notify the sender by 
telephone and destroy the original fax message.  Oral Pain Medications – 8/2015 

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. 
CareFirst BlueCross BlueShield and CareFirst BlueChoice, Inc. are independent licensees of the Blue Cross and Blue Shield Association. 


