
 

   

    

     
        

   

  

  

  

      

 

   

    

      

     

  

 

             
      

           

  

  

    

     

    
   

Arkansas Medicaid Prescription Drug Program  
Statement  of  Medical  Necessity  for  Xolair®  (omalizumab)  for  Asthma   

Fax  form  to  1-800-424-5851.  For questions, call 1-501-683-4120.  

If the following information is not complete, correct, or legible, the PA process can be delayed. 
Use one form per beneficiary please. Information contained in this form is Protected Health 
Information under HIPAA and must come directly from the physician. 

BENEFICIARY INFORMATION 

Beneficiary Last Name: 

Beneficiary First Name: 

Medicaid ID Number: Date of Birth: 

PRESCRIBER INFORMATION  

Prescriber Last Name: 

Prescriber First Name: 

Prescriber NPI Number: 

 

Prescriber Specialty: 

Prescriber  Phone: Prescriber  Fax: 

DRUG INFORMATION 

Drug Name: Xolair  Drug Strength: 

Compliance with all of the specific criteria listed below is a condition for payment for this 
drug by Arkansas Medicaid. All information must be provided; Arkansas Medicaid may verify 
through further requested documentation. The beneficiary’s drug historywill be reviewedprior to approval. 
1. Detailed description of diagnosis as per AHRQ National Guidelines:

2. Date diagnosed:

3. List daily  standard controller  medication(s), including prescribed dose,  for the treatment of
this diagnosis. The beneficiary’s  Medicaid drug profile will  be reviewed to assist in verification
of  compliance. Physician  must  supply documentation of compliance to daily  standard
controller medication(s) if supplied by  means other  than Medicaid (samples, third party
insurance,  etc.).  Minimum of  6  consecutive months  of  compliance on da ily  standard
controller  medication(s) is  required.

Drug Name: Drug Dose: 

Drug Name: Drug Dose: 

4. Is a spacer for inhaled medications used?
Yes No 

If Yes, specify brand or type of spacer prescribed: 

5. Symptoms and Exacerbations  listed below  must have occurred while patient is compliant on
daily  standard controller  medications.

List Frequency of Symptoms: Date symptoms last occurred:  
List Frequency  of Exacerbations  –  Number: Per: 
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Beneficiary’s Name: 

DRUG INFORMATION (CONTINUED)  

Date exacerbations last occurred: 
List Frequency of Nocturnal Symptoms – Number: Per: 
Date nocturnal symptoms last occurred: 

6. Describe  beneficiary’s level  of physical activity: 

7. FEV1 or PEF: % predicted; Date measured: 

8. Does patient have food or peanut allergy? Yes No  
If Yes,  describe:  

9. List the  specific perennial aeroallergen results from  skin test  (e.g., prick/puncture test) or 
blood test  (e.g., RAST): 

10. Patient’s  weight: kg; 

‡Baseline IgE  Level: IU/mL 
‡IgE  levels are not  applicable for PA renewal requests.  

Xolair®  Dose  will be based on the  Xolair Dosage and  Administration Dosage Chart.  The  chart  
below  is a combination of the 2-week and 4-week dosage schedules, which are provided in  the  
Xolair package insert. For full  prescribing information, please refer  to  the Xolair package insert.  

Pre-treatment 
Serum IgE 

(IU/mL) 

Dosing 
Frequency 

Body weight (kg) for patients 6 to < 12 years of age 
20– 
25 

> 25– 
30 

> 30– 
40 

> 40– 
50 

> 50– 
60 

> 60– 
70 

> 70– 
80 

> 80– 
90 

> 90– 
125 

> 125– 
150 

Dose (mg) 
≥ 30–100 Administer  

every 4 
weeks  

75 75 75 150 150 150 150 150 300 300 
> 100–200 150 150 150 300 300 300 300 300 225 300 
> 200–300 150 150 225 300 300 225 225 225 300 375 
> 300–400 225 225 300 225 225 225 300 300 
> 400–500 225 300 225 225 300 300 375 375 
> 500–600 300 300 225 300 300 375 
> 600–700 300 225 225 300 375 
> 700–800 Administer

every 2  
weeks  

 225 225 300 375 
> 800–900 225 225 300 375 

> 900–1000 225 300 375 
> 1000–1100 225 300 375 
> 1100–1200 300 300 
> 1200–1300 300 375 

Insufficient  
Data to  
Recommend  
a Dose  

Pre-treatment 
Serum  IgE (IU/mL) 

Dosing 
Frequency 

Body weight (kg) for patients ≥ 12 years of age 

30–60 > 60–70 > 70–90 > 90–150 
Dose (mg) 

≥ 30–100 Administer 
every 4 weeks 

150 150 150 300 
> 100–200 300 300 300 225 
> 200–300 300 225 225 300 
> 300–400 

Administer 
every 2 weeks 

225 225 300 
> 400–500 300 300 375 
> 500–600 300 375 
> 600–700 375 

Insufficient 
Data to 

Recommend 
a Dose 
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Beneficiary’s Name: 

DRUG INFORMATION (CONTINUED) 

11.  Where will  the medication be  shipped  (patient  or  physician)?  

** Please provide copies of medical documentation supporting the information above, including 
beneficiary’s asthma management program and compliance plan. 

Prescriber Signature: Date:  
(Prescriber’s  original  signature  required;  copied, stamped,  or  e-signature  are  not allowed.  
By  signature,  the  physician c onfirms  the above  information  is  accurate  and verifiable  by  patient  records.)   

AR  Medicaid  Prescription  Drug  Program: Xolair® for Asthma  


	Arkansas Medicaid Prescription Drug Program
	BENEFICIARY INFORMATION 
	PRESCRIBER INFORMATION  
	DRUG INFORMATION 



Accessibility Report


		Filename: 

		ARRx_Xolair_SMN_Form 9.11.23.pdf




		Report created by: 

		

		Organization: 

		




[Enter personal and organization information through the Preferences > Identity dialog.]


Summary


The checker found no problems in this document.


		Needs manual check: 2

		Passed manually: 0

		Failed manually: 0

		Skipped: 0

		Passed: 30

		Failed: 0




Detailed Report


		Document



		Rule Name		Status		Description

		Accessibility permission flag		Passed		Accessibility permission flag must be set

		Image-only PDF		Passed		Document is not image-only PDF

		Tagged PDF		Passed		Document is tagged PDF

		Logical Reading Order		Needs manual check		Document structure provides a logical reading order

		Primary language		Passed		Text language is specified

		Title		Passed		Document title is showing in title bar

		Bookmarks		Passed		Bookmarks are present in large documents

		Color contrast		Needs manual check		Document has appropriate color contrast

		Page Content



		Rule Name		Status		Description

		Tagged content		Passed		All page content is tagged

		Tagged annotations		Passed		All annotations are tagged

		Tab order		Passed		Tab order is consistent with structure order

		Character encoding		Passed		Reliable character encoding is provided

		Tagged multimedia		Passed		All multimedia objects are tagged

		Screen flicker		Passed		Page will not cause screen flicker

		Scripts		Passed		No inaccessible scripts

		Timed responses		Passed		Page does not require timed responses

		Navigation links		Passed		Navigation links are not repetitive

		Forms



		Rule Name		Status		Description

		Tagged form fields		Passed		All form fields are tagged

		Field descriptions		Passed		All form fields have description

		Alternate Text



		Rule Name		Status		Description

		Figures alternate text		Passed		Figures require alternate text

		Nested alternate text		Passed		Alternate text that will never be read

		Associated with content		Passed		Alternate text must be associated with some content

		Hides annotation		Passed		Alternate text should not hide annotation

		Other elements alternate text		Passed		Other elements that require alternate text

		Tables



		Rule Name		Status		Description

		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot

		TH and TD		Passed		TH and TD must be children of TR

		Headers		Passed		Tables should have headers

		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column

		Summary		Passed		Tables must have a summary

		Lists



		Rule Name		Status		Description

		List items		Passed		LI must be a child of L

		Lbl and LBody		Passed		Lbl and LBody must be children of LI

		Headings



		Rule Name		Status		Description

		Appropriate nesting		Passed		Appropriate nesting






Back to Top
	Print: 
	Reset: 
	Beneficiary Medicaid ID: 
	Date of Birth: 
	Prescriber Last Name: 
	Prescriber First Name: 
	Prescriber NPI: 
	Specialty: 
	Prescriber Phone: 
	Prescriber Fax: 
	Drug Strength: 
	Q1: 
	Q2: 
	Q3a: 
	Q3ai: 
	Q3b: 
	Q3bi: 
	Q4b: 
	Q5a: 
	Q5ai: 
	Q5b: 
	Q5bi: 
	Beneficiary First Name: 
	Beneficiary Last Name: 
	Q5c: 
	Q5d: 
	Q5di: 
	Q5e: 
	Q6: 
	Q7a: 
	Q7b: 
	Q8b: 
	Q9: 
	Q10a: 
	Q10b: 
	Q11: 
	Date of Signature: 
	Is a spacer for inhaled medications used?: Off
	Does patient have food or peanut allergy?: Off


