
Unison Health Plan Pharmacy Department       
Pharmacy Medical Exception Request Worksheet   

Please complete and return via fax to 412-457-1328 or 866-639-7785 
 

Suboxone / Subutex 
 

The purpose of this worksheet is to provide complete information regarding the physician's request for a non-formulary or prior 
authorization medication.  It will be reviewed and notification of approval or denial will be given within 24 hours.  Thank you. 
 
THE INFORMATION CONTAINED IN THIS FACSIMILE IS CONFIDENTIAL INFORMATION INTENDED ONLY FOR THE USE OF THE INDIVIDUAL OR ENTITY NAMED ABOVE.  IF THE READER OF THIS 
MESSAGE IS NOT THE INTENDED RECIPIENT, OR THE EMPLOYEE OR AGENT RESPONSIBLE TO DELIVER IT TO THE INTENDED RECIPIENT, YOU ARE HEREBY NOTIFIED THAT ANY DISSEMINATION, 
DISTRIBUTION OR COPYING OF THIS COMMUNICATION IS STRICTLY PROHIBITED.  IF YOU HAVE RECEIVED THIS COMMUNICATION IN ERROR, PLEASE IMMEDIATELY NOTIFY US BY TELEPHONE 
AND RETURN THE ORIGINAL MESSAGE TO US AT THE ABOVE ADDRESS VIA THE U.S. POSTAL SERVICE.  ANYONE SO COOPERATING WILL BE REIMBURSED FOR ANY REASONABLE EXPENSE 
INCURRED.  THANK YOU 

 
Unison Administrative Services, LLC Pharmacy Department   Unison Plaza, 1001 Brinton Road, Pittsburgh, PA 15221 

Phone 412-380-6015 or 877-651-2217          fax 412-457-1328  www.unisonhealthplan.com 
 

 
 

  
 
 
 
 
 
         
 
             
     
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Background Information Relevant to Requested Medication  
 
1.   Intended Usage of Requested Agent:  (Circle One)  
 

           a.  OPIOID DETOXIFICATION        b.  MAINTENANCE TREATMENT OF OPIATE DEPENDENCE    
                                          

c.  OTHER ____________________________________ 
 

2.   Has this patient had a recent drug urine screen? Yes No 
 

 a.  If yes, please note the following: (please attach copy of laboratory findings) 
  Date of Urine Screen: ______________ 
  Results:  a. Opiate Positive     b.  Positive, other___________________________________ 
 

3.   If the requested agent is Subutex, please indicate why Suboxone cannot be used?  _____________ 
 

      ____________________________________________________________________________________ 
 
4.    Does this patient have a social support system?   Yes   No 
 
 a.  If yes, please explain the nature of this system _______________________________________ 
 

      _______________________________________________________________________________ 
 
5.     Will this patient receive behavior modification counseling and psychological support?  Yes    No 
 
 a.  If yes, please explain _____________________________________________________________ 
 
6.    Will all agents used to treat any pain that occurs as a result of withdrawal or other underlying  
       condition be non-opiate in nature?   Yes No 
 
 a.  Please explain __________________________________________________________________ 

 

PATIENT NAME  _________________________________________________________________ 
D.O.B. _______________________________                   MEMBER ID#    ___________________ 
DRUG REQUESTED:  (Circle One)    SUBOXONE or SUBUTEX   FAX ATTENTION:__________  
DOSAGE and Sig. ___________________________________________   DURATION __________ 
PHYSICIAN ______________________ _______ PH# (___)_____________   FAX# (___)_________ 
PHYSICIAN ADDRESS ______________________________________________________________ 
_________________________________________________________________________________ 
*Please Note: ALL are required fields above 
                       << Additional Drug Specific forms are available at UnisonHealthPlan.com >>
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(PLEASE PRINT) (PLEASE PRINT) 

(PLEASE PRINT)


