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Byetta® (exenatide) Fax Request Form

Patient Information Medication and Dose Information
Date of request: Name of drug:
Name: Dose and frequency :
Date of birth: Duration:
MRN: Diagnosis/ICD-9Code:

Byetta® (exenatide, Amylin) is FDA-approved to improve glycemic control in patients with type 2 diabetes
mellitus who have not achieved adequate glycemic control. Byetta is NOT indicated or FDA-approved to be used
with insulin therapy.

Medical Information (Required for New Starts and Continuation of Therapy)

Please provide the following information:

1) Is this a new start or continuation of therapy? |:| New Start |:| Continuation
2) Is Byetta® being used as adjunctive therapy? |:| Yes |:| No
3) Is Byetta® being used concomitantly with metformin? |:| Yes |:| No
4) Is Byetta® being used concomitantly with a sulfonylurea? |:| Yes |:| No
5) Is Byetta being used concomitantly with a thiazolidinedione (TZD)? [ ] Yes [ ] No
6) Is Byetta® being used concomitantly with insulin therapy? |:| Yes |:| No
7) Is the patient’s most recent HbAlc level at least 7.0%? |:| Yes |:| No

HbAlc._ % Date: / /

Complete for Continuation of Therapy Only

8) When did the patient initiate Byetta’ therapy? Date: / /
9) What was the patient’s HbAlc when Byetta’ was initiated?  HbAlc:__ % Date: / /

** Please provide print documentation of patient HbAlc values**

Physician Information

Name: Phone: Fax:

Address: City: State: Zip:

Physician signature (required):

Lack of the necessary documentation may result in a medical necessity denial. Requesting providers may speak to the SWHP
medical director at 1-888-316-7947 regarding the case to have an opportunity to help impact the decision on a request before
coverage has been decided.

Please fax, where applicable, the additional requested information for review for coverage

determination to (254) 774-1623.

IMPORTANT/PRIVILEGED AND CONFIDENTIAL: This communication and any files or documents attached to it are intended only for the use of the person or
entity to which it is addressed. It contains information that may be privileged, confidential, and exempt from disclosure under applicable law. If you are not the
intended recipient of this communication, you are hereby notified that the copying, distribution, or other use or disclosure of this communication is strictly
prohibited. If you have received this communication in error, please notify the sender immediately by electronic mail and destroy all forms of this communication,
electronic or paper. Thank You.
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