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Forteo® (teriparatide) 
 

DO NOT WRITE IN BLOCKED AREAS  
FOR INTERNAL USE ONLY Prior Authorization Department –  

DO NOT WRITE IN BLOCKED AREAS  
FOR INTERNAL USE ONLY 

Contacted:  Approved: 
Physician:  Quantity Approved: 
Pharmacy:  PA from and thru date: 
Patient:  PA # 
  Denied: 
  Returned: 
Instructions: 
This form is to be used by participating physicians and pharmacy providers to obtain coverage of Forteo®.  Please complete 
this form and fax to ICORE Healthcare at (866) 364-2673. If you have any questions regarding this process, please contact 
ICORE Healthcare at (800) 775-5138. 
J-Code:J3110 
Medication Request Information (please complete each section of this form prior to transmittal): 

Patient Information (all required) Physician Information (all required) 
Patient Name: Physician Name: 

Specialty: 
 NPI #: 
Patient HNE ID#: HNE Provider #: 
Patient Date of Birth: DEA #: 
Allergies: Area Code and Telephone #:        (            )              - 
Diagnosis: Area Code and Fax # (required): (            )              - 

Drug Information 
Requested Drug:   □ Forteo® 
Dose (please be specific): Length of Treatment: 

Indication: 
 Postmenopausal woman with osteoporosis 
 Primary or hypogonadal osteoporosis in a male that is using Forteo® (teriparatide) to increase bone mass 
 Other (please describe): ________________________________________________________________ 

Documentation of Medical Necessity (check all that apply): 
 Patient has a bone mineral density that is more than or equal to 2.5 standard deviations 
 Patient has previously had a trial of at least one oral bisphosphonate 
 Patient has not previously tried an oral bisphosphonate due to a contraindication.   

Please explain: ______________________________________________________________________ 
 Patient does not have hyperparathyroidism, a history of osteosarcoma, Paget’s disease, unexplained elevations 

in alkaline phosphatase, prior external beam or implant radiation therapy involving the bone, bone or skeletal 
metastases, or metabolic bone disease other than osteoporosis.  
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