Anthem UM
REVIEW REQUEST FOR

Xolair® (omalizumab) SerViceS, IIIC-

Provider Data Collection Tool Based on Medical Policy DRUG.00024
Complete form in its entirety and fax to UM Call Center at (404) 848-2448

| Policy Last Review Date: 08/18/2011 | Policy Effective Date: 10/12/2011 | Provider Tool Effective Date: 10/12/2011

Request Date: / /
L] Initial Request ] Subsequent Request
] Buy and bill
Individual’s Name: Date of Birth:

/ /
Insurance ldentification Number: Individual’s Phone Number:
Primary Diagnosis: ICD-9 Code(s) (if known): Individual’s Weight

[I(Ibs) [1(kg)

Ordering Provider Name & Specialty: Provider ID Number(if known):
Office Address:
Contact Name and Office Phone Number: Office Fax Number:

Servicing Provider Name & Specialty (If different than Ordering Provider): Provider ID Number (if known):

Office Address:

Contact Name and Office Phone Number: Office Fax Number:

Place of Service: i Home i Office i Dialysis Center i Outpatient Hospital
_[ ] Ambulatory Infusion [ ] Ambulatory Infusion Center [ ] Other:

Drug Name/HCPS Code (if known) Dose to be administered: (mg)
Xolair® [ ]J2357 Other: (Other)
When did the individual first start this drug? Frequency (Days, Wks, Months)
/ /
Duration: Start Date For This Request:
(Weeks) / /

Please check all that apply to the individual:
NOTE: To avoid delays, please complete this form in its entirety

(1) Moderate to Severe Persistent Asthma
[0 Individual is 12 years of age or older and has moderate or severe persistent asthma
[J Symptoms are inadequately controlled with combination controller therapy (medium to high doses of inhaled corticosteroids plus long
acting beta2-agonists or leukotriene modifiers) or the individual is intolerant of medications
Please provide current controller therapy(ies):

[ Individual had a positive skin test or in vitro reactivity to a perennial aeroallergen

[ Individual’'s forced expiratory volume in one second_(FEV;) or Peak Expiratory Flow (PEF) is less than 80% predicted
[ Individual has a serum Immunoglobulin E (IgE) level greater than or equal 30 1U/mL

Please provide most recent IgE level:
[ Individual has daily symptoms
[ individual is using daily inhaled short-acting beta2-agonist(s) for symptom control (can be several times per day)
[ Individual has nocturnal symptoms/awakenings greater than 1 time per week
[ Individual has limited activity due to disease
[J FEV1/FVC (forced vital capacity) is reduced greater than 5% from normal

Anthem UM Services, Inc., a separate company, is the licensed utilization review agent that performs utilization
management services on behalf of your health benefit plan or the administrator of your health benefit plan.



[1 Individual had exacerbations requiring oral systemic corticosteroid use greater than or equal to 2 per year

(2) Other Use(s) (Please submit all supporting documents including labs, progress notes, imaging, etc., for review.)

This request is being submitted:
[] Pre-Claim
[] Post—Claim. If checked, please attach the claim or indicate the claim number

| attest the information provided is true and accurate to the best of my knowledge. | understand that the health plan or its
designees may perform a routine audit and request the medical documentation to verify the accuracy of the information
reported on this form.

/ /
Name & Title of Provider or Provider Representative Completing Form Date
& attestation (Please Print)*

*The attestation fields must be completed by a provider or provider representative in order for the tool to be accepted

Anthem UM Services, Inc., a separate company, is the licensed utilization review agent that performs utilization
management services on behalf of your health benefit plan or the administrator of your health benefit plan.
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