
 

 Prior Authorization: 1-800-285-4978 or 785-274-5499 Revised 1/1/13 
    
 

Kansas Medical Assistance Program 
P O Box 3571 

Topeka, KS 66601-3571 
Provider 1-800-933-6593 

Beneficiary 1-800-766-9012 
 

 
Narcotic/Muscle Relaxant 

Prior Authorization Request Form 
 

Beneficiary Name:_____________________________________________________________________   

Beneficiary Medicaid ID #: _________________________________ Date Of Birth:____/_____/________ 
 
Pharmacy Name: _____________________________________________________________________ ______________ 

Pharmacy Medicaid ID#: _________________________ Pharmacy NPI#: ____________________________ 

Phone Number: (_____)______________________ Fax Number: (_____)________________________ 

Drug Name: ______________________________   NDC Requested: ___________________________ 

 

Prescribing Physician’s Name: ___________________________________________________________ 

Physician Medicaid ID#: ____________________  Physician NPI#: _____________________________ 

Phone Number: (_____)_____________________ Fax Number: (_____)_________________________ 

Prescription instructions (sig): _________________________________________________________ 
Current dispense date: __________________ # of tablets/capsules being dispensed: _______________ 

Date of last dispense: _____/_____/_______  # of tablets dispensed: ____________________________ 

Is consumer in nursing facility? _____ Length of time on this medication: _________________________ 

Diagnosis for use of this medication (do not use codes):  
____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

Prior authorization is not required unless the amount prescribed exceeds the maximum recommended 

dose.  Please indicate medical necessity for exceeding dose: ______________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

Other treatments or medications tried and patients’ therapeutic response: 
____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

All other medications patient is currently taking: 
____________________________________________________________________________________________ 
 
Prescribing Physician’s Signature: ___________________________________ Date: ___/___/_____ 
 
 

Completed form should be faxed to the Prior Authorization Unit at 1-800-913-2229. 
This form will be returned unprocessed if it is not completed in its entirety. 
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