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Texas Health and Human Services Commission
KYLE L. JANEK, M.D.
 Executive Commissioner

Texas Medicaid Physician Administered Drug Referral Form 

Complete the form on page 2 to request coverage consideration of:

· An existing drug with a unique CPT/HCPCS code that is not currently covered

· A new indication for an existing drug with a unique CPT/HCPCS code that is currently covered

· A new drug with FDA approval that has been approved by CMS for a unique HCPCS code (pending a code)

Do NOT use this form in conjunction with a drug that does not have a unique CPT/HCPCS code.

Incomplete forms will not be considered

Submit the form via email or mail, to the Attention of BIP Project Manager
Email to: MedicaidBenefitRequest@hhsc.state.tx.us  

Mail to: HHSC Medicaid Benefit Request, P.O. Box 85200, Austin, TX 78708-5200 Include your contact information (Name and an email address or phone number)

For questions, contact Donna Claeys at (512) 380-4305
FOR NEW DRUGS

You must include the following with your new drug request:

· The FDA letter of approval  
· A copy of the package insert if available

· A completed Physician Administered Drug Referral form

FOR EXISTING DRUGS

Please include the following documentation with your request when it is available:

· A copy of the package insert if available 

· A completed Physician Administered Drug Referral form

*********************************************************************************************************************************

For internal use only, date received:  ____________            Date sent to TMHP:  _________________

*********************************************************************************************************************************

Check the appropriate box:

 FORMCHECKBOX 
  New Drug with pending CPT/HCPCS   (complete # 1, 2, 3, 4  and 5)       
 FORMCHECKBOX 
  New FDA-Approved Indication for drug with a current CPT/HCPCS    (complete #1, 2 and 5)     

 FORMCHECKBOX 
  Drug with current CPT/HCPCS that is currently not payable under Texas Medicaid (complete #1, 2 and 5)     

1. Name of drug/vaccine                         
2. Current HCPCS code:      
3.  New Code: Either the CMS Hearing date       or the CMS Notification date for unique HCPCS       


Effective date of HCPCS code, if known:       
For NEW Drugs Only - MANUFACTURER IDENTIFYING INFORMATION

Name of drug manufacturer:     
Address of drug manufacturer:     
Name of representative (contact):     
Email of representative (contact):     




Phone number of representative (contact):     
 For ALL Requests 

	Drug NDC No.

(list all NDCs for the product)
	Package Size
	Unit of Measure
	Strength
	AWP

	1.     
	     
	     
	     
	     

	2.     
	     
	     
	     
	     

	3.     
	     
	     
	     
	     

	4.     
	     
	     
	     
	     

	5.     
	     
	     
	     
	     

	LIST ALL INDICATIONS: (attach additional page if necessary )

PRINCIPAL INDICATION:      
SECONDARY INDICATION(S):      
New FDA Indication(s):     


I certify that the information submitted is correct to the best of my knowledge and that this product is not now in violation of either Federal or State Law.  

                                             




______________________________

Submitter’s Name (Type or Print)                                                               Signature

Contact email:      



Contact phone #:      
P. O. Box 13247    SYMBOL 183 \f "Symbol"    Austin, Texas  78711    SYMBOL 183 \f "Symbol"    4900 North Lamar, Austin, Texas    78751    SYMBOL 183 \f "Symbol"    (512) 424-6500
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