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GlobalHealth Transition of Care Request Form - Prescriptions

Please complete and fax back to 405-280-5613
G I O bO l Hec Hh or mail to GlobalHealth Pharmacy Dept. | 6120 S. Yale Ave. Ste. 925 | Tulsa OK 74136

Please complete this form if you are taking prescription medications that are currently covered by another insurance company. This is
necessary, even if your current doctor and pharmacy are in GlobalHealth’s network. Please complete a separate form for each patient.
Photocopies of this form are acceptable. THIS FORM IS NOT INTENDED FOR USE BY GENERATIONS MEMBERS.

Employer Cardholder ID # (if available) Date of Enrollment in GlobalHealth Benefit Plan
(mm/dd/yyyy)
Employee Name Employee SSN Work Phone
Home Address (Street, City, State, Zip) Home Phone
Patient’'s Name Patient’'s SSN Patient's DOB (mm/dd/yyyy) Relationship to Employee
OSelf OSpouse
OChild

Which of the following BRAND-NAME prescriptions does this patient take? Check all that apply.
(Most generic medications do not require prior authorization.)

OAbilify OBenlysta OClaravis OFocalin OLinzess COINuvigil OTrulicity
OAdvair OOBotox C0Combivent OGilenya ClLupron [OOtezla CViekira
OAmitiza OBreo Ellipta ClContrave OGlyxambi OLyrica [OORestasis OVyvanse
OApriso OBrilinta COCopaxone CIHarvoni OOMakena OSovaldi OXarelto
OAsacol HD Obudesonide CODymista COHumira CImodafinil OStrattera O Xifaxan
OAsmanex OButrans OEffient Olnvokana CMyrbetriq OSuboxone OXiidra
CJAvonex [CIByetta CEliquis CJanuvia CINasonex OSymbicort OXolair
OBelsomra OBystolic CEnbrel OJardiance CINexium OTecfidera

[Belviq OCimzia LlEuflexxa OLatuda INovolog OTradjenta

This is intended to be a representative list and should not be considered an exhaustive or conclusive list of medications that are subject
to prior authorization, step therapy, or other utilization management reviews. If you are taking one or more BRAND-NAME medications
similar to one of those named above, please list them below. Feel free to attach a medication history from your pharmacy.

Please provide as much information as possible about the physician(s) who prescribe these medications for you. Attach additional
pages if necessary.

Physician Name Physician’s Phone # Physician’s Fax #
Physician’s Practice Address (Street, City, State, Zip) Type of prescriber

OMD [ONurse Practitioner
[ODO OPhysician’s Asst.

Medication(s) prescribed by this physician: If NP or PA, who is the collaborating dr?

| hereby authorize the above physician(s) to provide GlobalHealth or any affiliated GlobalHealth company with any and all information
and medical records necessary to make an informed decision concerning my request for Transition of Care Benefits under
GlobalHealth. This authorization will expire 24 months from the date signed. | understand | may revoke this authorization
at any time by writing to the address listed at the top of this form. | understand that | cannot restrict information that may
have already been shared based on this authorization. | understand | am entitled to a copy of this authorization form.

Signature of patient, parent, or guardian Date
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