
 
 
 
 
 

 
 Prior Authorization Request Form – Xolair (omalizumab) 
 

Instructions: 
This form is to be used by participating providers to request coverage for Xolair (omalizumab). Please fill out this form 
COMPLETELY, including signature and fax to Accredo/NovaFactor (1-866-591-9094).  In addition to this fax form, please 
submit supporting clinical notes and/or lab results (i.e. – skin prick testing or RAST, IgE levels, PFTs). 
 
For questions, please contact:   Accredo/NovaFactor, 1-866-591-9075 
     Neighborhood Health Plan (NHP): 1-800-918-7545 

 
Approval criteria for Xolair (omalizumab) is available on the NHP Drug Lookup. 

 
Please PRINT and complete ALL of the following boxes: 
1. Member’s FULL Name: 
 
 

2. Member’s NHP ID Number: 3. Member’s DOB: 
      (mm/dd/yy) 

 
4. Prescriber’s FULL Name & Specialty: 
 

 5.   Contact Person at Office: 

 
6. Prescriber’s FAX & Telephone Number: 
       Fax: (             )                                                                  Tel: (             )                    
 
7.   Requested Drug:  
                Xolair 
New Start – proceed to #8 
Continued Tx – proceed to #14 

8.  Dose, Frequency, and Duration of Requested Drug:  8a.  Patient weight: 

9.   Diagnosis/Indication:               
                     
10.   Is the patient an active smoker?        � Yes        � No 

 
11.   Lab results (please include a copy of the most recent lab/test results): 
 
Pretreatment serum IgE level: ____________________       Test Date:________________________ 
____________________________________________________________________________________________________ 
 
History of positive skin or RAST test to a perennial aeroallergen? � Yes, please specify________________________________ 
                                                                                                            � No 
____________________________________________________________________________________________________ 
Pulmonary Function Tests performed within the past 6 months?     � Yes        � No 
         
Results: FEV1 % predicted_____________ 
 
 

12. Medications: Please list all concomitant therapies [including beta agonists, inhaled steroids, leukotriene modifiers, or 
combination therapies (LABA/ICS)].  Note, patients must be maintained on and adherent to therapy (taking at least 80% of 
daily doses of high dose inhaled steroids).  Adherence is measured by NHP pharmacy claims relative to the daily inhaled 
steroid dose recommended by the treating physician.  If your patient has received inhaled steroid samples, please 
document the date of dispensing. 

Drug Name Dose/Frequency 
a.  
b.  

http://www.medmetricshp.org/Pages/FormularyLookup/NHP/NHPDrugLookup.aspx?Action=nhp%20drug%20lookup&Clientid=1
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c.  
d.  
 

13. Symptomatic (please indicate if the patient is actively symptomatic despite adequate adherence to above therapy): 

a. > 2 asthma symptom-days requiring bronchodilator therapy per week?      � Yes        � No 
b. > 2 asthma symptom-nights requiring bronchodilator therapy per month? � Yes        � No 
c. an asthma hospitalization within the past 6 months? � Yes        � No 
d. an asthma ICU admission within past year? � Yes        � No 
e. > 2 systemic steroid bursts within past 3 months? � Yes        � No 
f. History of intubation (ever)? � Yes        � No 
g. # of ER visits for asthma in past 12 months? 
 
 

14. Recertification:  
 

• Documentation of improvement in FEV1 % predicted, PEF, PFTs and decreased steroid requirement must be provided 
for continuation of therapy.   

OR 
• Documentation of improvement in symptoms or reduced frequency of exacerbations (especially hospital-based) even 

in the absence of PFTs or steroid requirement improvement. 
 
Please provide an overall assessment of the magnitude of benefit, if any, from Xolair (or submit a copy of your most 
recent clinical assessment of the patient): 
 
_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________ 

 
 

15. Prescriber Comments: 
 
 
 
 
 
 
 

Signature:  
 

I certify that the information provided is accurate and complete to the best of my knowledge, and I understand that any 
falsification, omission, or concealment of material fact may subject me to civil or criminal liability. 

 
 
Prescriber’s signature                                                                                         Date 
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