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MEDICARE FORM 

Prolia®, Xgeva® (denosumab) Injectable 
Medication Precertification Request 

For Ohio MMP: 
FAX:   1-855-734-9389 
PHONE:  1-855-364-0974 

For other lines of business:  

Please use other form. 

Note: Xgeva is non-preferred. 
The preferred products are 
pamidronate or zoledronic acid. 
Pamidronate and zoledronic acid do 
not require precertification. 

(All fields must be completed and legible for precertification review.) 

Please indicate:  Start of treatment: Start date:  Continuation of therapy: Date of last treatment 

Precertification Requested By: Phone:  Fax:       

A. PATIENT INFORMATION

First Name: Last Name: DOB: 

Address: City: State: ZIP: 

Home Phone: Work Phone: Cell Phone: Email: 

Current Weight: lbs or kgs Height: inches or cms Allergies: 

B. INSURANCE INFORMATION

Aetna Member ID #: 
Group #:   
Insured: 

Does patient have other coverage?  Yes  No 

If yes, provide ID#:  Carrier Name: 

Insured: 

C. PRESCRIBER INFORMATION

First Name: Last Name: (Check one): M.D. D.O.  N.P.  P.A. 

Address: City: State: ZIP: 

Phone: Fax: St Lic #: NPI #: DEA #: UPIN: 

Provider E-mail: Office Contact Name: Phone: 

D. DISPENSING PROVIDER/ADMINISTRATION INFORMATION
Place of Administration: 

 Self-administered  Physician’s Office 

 Outpatient Infusion Center Phone:   

Center Name: 

 Home Infusion Center Phone:   

Agency Name:   

 Administration code(s) (CPT): 

Address: 

Dispensing Provider/Pharmacy:  

 Physician’s Office  Retail Pharmacy 

 Specialty Pharmacy  Other: 

Name:

Address: 

Phone:  Fax: 

TIN: NPI: 

E. PRODUCT INFORMATION

Request is for:  Prolia  Xgeva Dose: Frequency: HCPCS Code: 

F. DIAGNOSIS INFORMATION – Please indicate primary ICD code and specify any other where applicable.

Primary ICD Code:    Secondary ICD Code:    Other ICD Code:   

G. CLINICAL INFORMATION – Required clinical information must be completed in its entirety for all precertification requests.

For All Requests:  (Clinical documentation required for all requests) 
Note: Xgeva is non-preferred. The preferred products are pamidronate or zoledronic acid. Pamidronate and zoledronic acid do not require precertification. 

  Has the patient had prior therapy with Xgeva (denosumab) within the last 365 days?  Yes  No 
  Has the patient had a trial and failure, intolerance, or contraindication to pamidronate or zoledronic acid?  Yes  No 

Please explain if there are any other medical reason(s) that the patient cannot use pamidronate or zoledronic acid. 

Please provide the patient’s Bone Mineral Density (BMD) score and date obtained: T-score:  Date: 

Please indicate the location the BMD was measured:  femoral neck  lumbar spine  total hip  other: please identify:  
 Is the patient receiving 1000mg of calcium and 400 international units of vitamin D daily?  Yes  No  

   Does the patient have clinical evidence of uncorrected preexisting hypocalcemia?  Yes  No
 Will the patient be using denosumab in combination with intravenous bisphosphonates?  Yes  No

  Will the patient be using Prolia in combination with Xgeva?  Yes  No 
  Is the patient at high risk for fractures?  Yes  No 

Has the patient had an osteoporotic fracture?  Yes  No
  Does the patient have multiple risk factors for fractures?  Yes

Please explain (select all that apply):  alcohol intake of 4 or more units per day  parental history of hip fracture 
 rheumatoid arthritis  current tobacco smoking  advanced age  frailty  increased fall risk 
 glucocorticoid use  none of the above 

 No 

 Does the patient have a high FRAX fracture probability: 10-year major osteoporotic fracture risk ≥ 20% or hip fracture risk ≥ 3%?  Yes  No
 Is the patient pregnant or planning to become pregnant within 5 months of discontinuing treatment with denosumab?  Yes  
 Please select:  pregnant   planning to become pregnant  not pregnant or planning to become pregnant

 none of the above (e.g. male, not a female of childbearing potential) 

 No 
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For Ohio MMP: 
FAX:   1-855-734-9389 
PHONE:  1-855-364-0974 

For other lines of business: 
Please use other form. 

Note: Xgeva is non-preferred. 
The preferred products are 
pamidronate or zoledronic acid. 
Pamidronate and zoledronic acid do 
not require precertification. 
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Patient First Name Patient Last Name Patient Phone Patient DOB 

G. CLINICAL INFORMATION  (continued) – Required clinical information must be completed in its entirety for all precertification requests.

For Prolia Requests: 
Post-menopausal osteoporosis 
Please select which of the following medication(s) was ineffective, not tolerated or contraindicated: 
Select all that apply:  Alendronate (Binosto, Fosamax or Fosamax plus D)  Etidronate disodium (Didronel)  Ibandronate (Boniva) 

 Risedronate (Actonel, Actonel with Calcium or Atelvia)  Teriparatide (Forteo, Bonsity)  Zoledronic acid (Zometa, Reclast)   
 Raloxifene (Evista)  Tamoxifen (Nolvadex/Soltamox)  Toremifene citrate (Fareston) 
 Other: Please identify:  

Prevention or treatment of osteoporosis in patients receiving endocrine therapy for breast cancer  
 Is the patient receiving endocrine therapy for breast cancer?  Yes 

Please indicate which of the following endocrine therapy (aromatase inhibitors) is being used: 
 anastrozole (Arimidex)  exemestane (Aromasin)  letrozole (Femara)  Other: please identify: 

 No 

 Is there documentation that the trial of oral and/or injectable bisphosphonates was ineffective?  Yes 
Please identify the failure of the medication trial:  Continued bone loss  Other: please identify: 
Bisphosphonate #1 Date range:  

 Bisphosphonate #2 Date range:  

 No

  Is there documented evidence that the patient has an intolerance to bisphosphonates?  Yes  No 
 Is there documented evidence that the patient has a contraindication to bisphosphonates?  Yes  No 

Please select which of the following bisphosphonates was ineffective, not tolerated or contraindicated: 
Select all that apply:  Alendronate (Binosto, Fosamax or Fosamax plus D)  Etidronate disodium (Didronel)  Ibandronate (Boniva) 

 Risedronate (Actonel, Actonel with Calcium or Atelvia)   Zoledronic acid (Zometa, Reclast) 
 Other: Please identify:  

Treatment to increase bone mass in men receiving androgen deprivation therapy 
Does the patient have prostate cancer?  Yes  No 

   Is the patient receiving androgen deprivation therapy?  Yes  No
Treatment of bone loss in men with osteoporosis 

Is there documentation that the patient had an oral or injectable bisphosphonate trial of at least 1-year duration?  Yes
Please identify the failure of the medication trial:  Continued bone loss  Other: please identify: 

 Bisphosphonate #1 Date range:  
Bisphosphonate #2 Date range:  

 No 

 Is there documented evidence that the patient has an intolerance to bisphosphonates?  Yes  No
Is there documented evidence that the patient has a contraindication to bisphosphonates?  Yes  No 

Please select which of the following bisphosphonates was ineffective, not tolerated or contraindicated: 
Select all that apply:  Alendronate (Binosto, Fosamax or Fosamax plus D)  Etidronate disodium (Didronel)  Ibandronate (Boniva) 

 Risedronate (Actonel, Actonel with Calcium or Atelvia)  Zoledronic acid (Zometa, Reclast) 
 Other: Please identify:  

Treatment of glucocorticoid-induced osteoporosis 
   Is the patient initiating or continuing systemic glucocorticoids at a daily dosage equivalent to 2.5 mg or greater of prednisone for 3 months 

or more?
 Yes

Please select:  initiating systemic glucocorticoids   continuing systemic glucocorticoids 
   Is the patient expected to remain on glucocorticoids for at least 6 months?  Yes  No 

 No

Is there documentation that the trial of oral and/or injectable bisphosphonates was ineffective?  Yes
Please identify the failure of the medication trial:  Continued bone loss    Other: please identify: 
Bisphosphonate #1 Date range:  
Bisphosphonate #2 Date range:  

 No  

  Is there documented evidence that the patient has an intolerance to bisphosphonates?  Yes  No 
 Is there documented evidence that the patient has a contraindication to bisphosphonates?  Yes  No 

Please select which of the following bisphosphonates was ineffective, not tolerated or contraindicated: 
Select all that apply:  Alendronate (Binosto, Fosamax or Fosamax plus D)   Etidronate disodium (Didronel)  Ibandronate (Boniva) 

 Risedronate (Actonel, Actonel with Calcium or Atelvia)  Zoledronic acid (Zometa, Reclast) 
 Other: Please identify:  
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Patient First Name Patient Last Name Patient Phone Patient DOB 

G. CLINICAL INFORMATION (continued) -  Required clinical information must be completed for ALL precertification requests.

For Xgeva Requests: 
Bone metastases from solid tumors 
Please indicate which of the following pertains to the patient:  Bladder cancer  Breast cancer  Kidney cancer  Ovarian cancer 

 Non-small cell lung cancer  Prostate cancer  Thyroid cancer 
 Other: Please specify: 

 Giant cell tumor of the bone 
 Prevention of skeletal-related events in patients with multiple myeloma 

Treatment of hypercalcemia of malignancy 
  Has the patient been treated with intravenous bisphosphonate therapy?  Yes 

Please indicate the date range of therapy: 
 No 

 Is the hypercalcemia of malignancy refractory to intravenous bisphosphonate therapy?  Yes  No 
  Has the albumin-corrected serum calcium level been tested?  Yes

Please provide the albumin-corrected serum calcium level: mg/dL  Date: 

 No 

For Continuation Requests: (Clinical documentation required for all requests) 
 Does the patient have a hypersensitivity to denosumab?  Yes  No 

Please indicate what type of response the patient has experienced while on denosumab:  No response  Minimal response  Adequate response 
 Significant improvement 

H. ACKNOWLEDGEMENT

Request Completed By (Signature Required): Date:   /     / 

Any person who knowingly files a request for authorization of coverage of a medical procedure or service with the intent to injure, defraud or deceive 
any insurance company by providing materially false information or conceals material information for the purpose of misleading, commits a fraudulent 
insurance act, which is a crime and subjects such person to criminal and civil penalties. 

The plan may request additional information or clarification, if needed, to evaluate requests. 

GR-68694-8 (1-23) 


	MEDICARE FORM Prolia, Xgeva (denosumab) Injectable Medication Precertification Request 
	A. PATIENT INFORMATION
	B. INSURANCE INFORMATION
	C. PRESCRIBER INFORMATION
	D. DISPENSING PROVIDER/ADMINISTRATION INFORMATION
	E. PRODUCT INFORMATION
	F. DIAGNOSIS INFORMATION
	G. CLINICAL INFORMATION
	H. ACKNOWLEDGEMENT

	CB01: Off
	T02: 
	T03: 
	T04: 
	CB05: Off
	T06: 
	T07: 
	T08: 
	T09: 
	T10: 
	T11: 
	T14: 
	T15: 
	T16: 
	T17: 
	T19: 
	T20: 
	T21: 
	T24: 
	T25: 
	T26: 
	T27: 
	T23: 
	T28: 
	T29: 
	T30: 
	CB31: Off
	CB32: Off
	T33: 
	T34: 
	T35: 
	T42: 
	T43: 
	CB43a: Off
	CB43b: Off
	CB43c: Off
	CB43d: Off
	T44: 
	T45: 
	T46: 
	T47: 
	T48: 
	T49: 
	T50: 
	T51: 
	T52: 
	T53: 
	T55: 
	CB64: Off
	CB65: Off
	CB66: Off
	T67: 
	T68: 
	CB69: Off
	T70: 
	T71: 
	CB72: Off
	T73: 
	T74: 
	CB75: Off
	CB76: Off
	CB77: Off
	CB78: Off
	T80: 
	T81: 
	T82: 
	T83: 
	T84: 
	T85: 
	T86: 
	CB87: Off
	CB88: Off
	T89: 
	T90: 
	0: 
	1: 

	T91: 
	T92: 
	T93: 
	CB94: Off
	CB95: Off
	CB96: Off
	CB97: Off
	T98: 
	T99: 
	T100: 
	T101: 
	T102a: 
	T103a: 
	CB104: Off
	CB105: Off
	CB106: Off
	CB107: Off
	T108: 
	CB109: Off
	CB110: Off
	CB111a: Off
	CB112a: Off
	CB113a: Off
	CB114a: Off
	CB115a: Off
	CB116a: Off
	CB117a: Off
	CB118a: Off
	CB119a: Off
	CB120: Off
	CB121: Off
	CB122a: Off
	CB123a: Off
	CB124: Off
	CB125: Off
	CB126: Off
	CB127: Off
	CB128: Off
	CB129: Off
	CB130: Off
	CB131: Off
	CB132: Off
	CB133: Off
	CB134: Off
	CB135: Off
	CB136: Off
	CB137: Off
	CB138: Off
	CB139: Off
	T12: 
	T13: 
	T18: 
	T0021: 
	CB155: Off
	CB156: Off
	CB157: Off
	CB158: Off
	CB159: Off
	CB160: Off
	CB161: 
	0: Off
	1: Off

	CB162: Off
	CB163: Off
	T165: 
	CB166: Off
	CB167: Off
	CB168: Off
	CB169: Off
	CB170: Off
	CB171: Off
	T172: 
	CB173: Off
	CB174: Off
	CB175: Off
	CB176: Off
	T177: 
	T178: 
	T179: 
	T180: 
	T181: 
	T182: 
	T183: 
	T184: 
	T185: 
	T186: 
	T187: 
	T188: 
	T189: 
	CB190: Off
	CB191: Off
	CB192: Off
	CB193: Off
	CB194: Off
	CB195: Off
	CB196: Off
	CB197: Off
	CB198: Off
	CB199: Off
	T199a: 
	CB200: Off
	CB201: Off
	CB202: Off
	CB203: Off
	CB204: Off
	CB205: Off
	CB206: Off
	CB207: Off
	T208: 
	T209: 
	T210: 
	T211: 
	T212: 
	T213: 
	T214: 
	T215: 
	T216: 
	T217: 
	T218: 
	T219: 
	T220: 
	CB221: Off
	CB222: Off
	CB223: Off
	CB224: Off
	CB225: Off
	CB226: Off
	CB227: Off
	CB228: Off
	CB229: Off
	CB231: Off
	T232: 
	CB233: Off
	CB234: Off
	CB235: Off
	CB236: Off
	CB237: Off
	CB238: Off
	CB239: Off
	CB240: Off
	CB241: Off
	CB242: Off
	T243: 
	T244: 
	T245: 
	T246: 
	T247: 
	T248: 
	T249: 
	T250: 
	T251: 
	T252: 
	T253: 
	T254: 
	T255: 
	CB256: Off
	CB257: Off
	CB258: Off
	CB259: Off
	CB260: Off
	CB261: Off
	CB262: Off
	CB263: Off
	CB264: Off
	CB266: Off
	T267: 
	CB268: Off
	CB269: Off
	CB270: Off
	CB271: Off
	CB272: Off
	CB273: Off
	CB274: Off
	CB275: Off
	T276: 
	CB277: Off
	CB278: Off
	CB279: Off
	CB280: Off
	T281: 
	T282: 
	T283: 
	T284: 
	T285: 
	T286: 
	CB287: Off
	CB288: Off
	CB289: Off
	CB290: Off
	T291: 
	T292: 
	T293: 
	T294: 
	CB295: Off
	CB296: Off
	CB297: Off
	CB298: Off
	CB299: Off
	CB300: Off
	T301: 
	T302: 
	T303: 
	T54: 
	0: 
	1: 



