PA25 — SICKLE CELL DISEASE
EXAGAMGLOGENE or LOVOTIBEGLOGENE AUTOTEMCEL
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PA REQUESTS LACKING ALL REQUESTED INFORMATION WILL NOT BE REVIEWED/WILL BE DENIED.

PATIENT NAME: DOB: MEDICAID ID NUMBER:
PRESCRIBER NAME: NPI: _

OFFICE PHONE: ( ) OFFICE FAX: ( )

NAME OF TREATMENT FACILITY: BILLING NPI:

IS PROVIDER A MEMBER OF THE CENTER FOR INTERNATIONAL BLOOD & BONE MARROW TRANSPLANT RESEARCH (CIBMTR)?

MEDICATION REQUESTED: 13392 EXAGAMGLOGENE AUTOTEMCEL
13394 LOVOTIBEGLOGENE AUTOTEMCEL
ANTICIPATED DATE RANGE OF ADMINISTRATION FROM: TO:

I.  BASELINE CLINICAL INFORMATION.

a. CURRENT WEIGHT (KG):

b. RELEVANT ICD 10 CODE(S):

c. INITIAL DATE OF SICKLE CELL DISEASE DIAGNOSIS: / /

d. INDICATE REQUEST IS REQUEST FOR: INITIAL TREATMENT

TREATMENT MODIFICATION

TREATMENT CONTINUATION
e. CURRENT CBC WITH DIFFERNTIAL: DATE & VALUES: ABCOLUTE NEUTROPHIL COUNT
/ / PLATELET COUNT
HEMOGLOBIN

HEMOGLOBIN S (HbS)
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EXAGAMGLOGENE or LOVOTIBEGLOGENE AUTOTEMCEL

CONTINUATION:

f. NUMBER OF VASO-OCCLUSIVE CRISES PATIENT EXPERIENCED IN THE MOST RECENT 12 MONTHS?

g. NUMBER OF VASO-OCCLUSIVE CRISES PATIENT EXPERIENCED IN THE MOST RECENT 24 MONTHS?

Il.  SCD DISEASE TREATMENT/MEDICATION HISTORY

RELEVANT MEDICATION HISTORY DAILY DOSE START DATE END DATE OUTCOME OR WHY DISCONTINUED?
1
2 /! [/
3 /! [/
4 !/ [/

.  ATTACHMENT: COPY OF MOST RECENT CLINICAL VISIT NOTES

IV. OTHER RELEVANT CLINICAL INFORMATION/DIAGNOSES

PRESCRIBER ATTESTATION AND SIGNATURE DATE

BY SIGNATURE, THE PRESCRIBER CONFIRMS S/HE IS AUTHORIZED TO PRESCRIBE THIS MEDICATION BY RI MEDICAID
AND THE CRITERIA INFORMATION ABOVE IS ACCURATE, VERIFIABLE BY CLIENT RECORDS AND AVAILABLE FOR REVIEW

UPON REQUEST.
FOR STATE USE ONLY:
APPROVAL: YES NO PRIOR AUTHORIZATION #:
EFFECTIVE DATES: FROM: TO
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