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Granulocyte Colony Stimulating Factors - Enhanced & Essential 
Fulphila™; Neulasta® ; Nyvepria™;  Udenyca™; and Ziextenzo™ 

PRIOR REVIEW/CERTIFICATION FAXBACK FORM 

INCOMPLETE FORMS MAY DELAY PROCESSING 
ALL NC PROVIDERS MUST PROVIDE THEIR 5-DIGIT Blue Cross NC PROVIDER ID# BELOW 

PRESCRIBER NAME                                                 PRESCRIBER NPI    [REQUIRED]      Blue Cross NC PROV ID # / TAX ID [out of state] 
 

 

CONTACT PERSON                                                          PRESCRIBER PHONE                                          PRESCRIBER FAX 
 
 

PRESCRIBER ADDRESS                               CITY                                            STATE                          ZIP          Formulary Drug? Yes No 
 

PATIENT NAME                                                            Blue Cross NC ID                                               DATE OF BIRTH                  GENDER 
 

                                                                                                                                                                                                           M       F 
 

 

Please select the requested medication and answer the following questions:   
 

Diagnosis Code:_____________          
                    
    Fulphila       Nyvepria        Neulasta       Neulasta OnPro®       Udenyca       Ziextenzo            
 

1. Is the request for Neulasta?..........................................................................................................Yes  No 
If yes, please answer the following questions, a&b.  

a. Has the patient had a documented serious adverse event that required medical intervention  
to a biosimilar pegfilgrastim product (i.e. Fulphila, Nyvepria , Udenyca, or Ziextenzo)  
that is not anticipated with its originator product, Neulasta?..............................................Yes  No 

b. Has the prescriber completed and submitted an FDA MedWatch Adverse Event Reporting Form?  
(a copy of the completed MedWatch form, documenting FDA submission, must be 
attached)…………………………………………………………………………………………Yes  No 
   

2. Is the request for Neulasta OnPro?................................................................................................Yes  No 
If yes, does the patient have an inability to physically or cognitively adhere to the treatment schedule due 
to: 

a. The inability to self-administer the medication?.................................................................Yes  No 

b. Lack of caregiver/support system for help with medication administration?......................Yes  No 
 
 

 

 
 
 
 
 
 
 
 
 
 

***continued on page 2; please complete and sign page 2 for prior authorization*** 
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Granulocyte Colony Stimulating Factors - Enhanced & Essential continued 

Fulphila™; Neulasta® ; Nyvepria™; Udenyca™; and Ziextenzo™ 
 

3. Is the requested medication being used as primary prophylaxis for prevention of Febrile  

Neutropenia (FN)?............................................................................................................................... .Yes  No 
   If YES, please answer the following questions: 

a. Is the patient’s risk of developing FN ≥ 10% and <20% based on chemotherapy  
regimen?....................................................................................................................................Yes  No 
If Yes, please check any of the following risk factors which apply to the patient: 
 Age greater than 65 years                       Poor performance status 
 Previous episodes of FN                            History of previous chemotherapy or radiation  
 Pre-existing neutropenia                                 therapy 
 Poor nutritional status                              After completion of combined       
 Poor renal function                                       chemoradiotherapy 
 Liver dysfunction (i.e. elevated bilirubin)  Bone marrow involvement by tumor producing  
 Advanced cancer                                           cytopenias 
 Presence of open wounds or active infections  
 Recent surgery (generally within the past 12 weeks) 
 Other serious comorbidities (please list):  ___________________________________ 

b. Is the patient on a chemotherapy regimen with a high risk of FN (>20%)?...............................Yes  No 

c. Is the patient on a chemotherapy regimen with a <10% overall risk of FN?..............................Yes  No 
    If YES, please answer the following questions: 
i. Is the patient at significant risk for serious medical consequences of FN, including 
  death?......................................................................................................................................Yes  No 
ii.  Is chemotherapy being used as a curative or adjuvant therapy?..........................................Yes  No 
 

4. Is the requested medication being used as secondary prophylaxis for prevention of FN?..................... Yes No 
   If YES, please answer the following questions: 
   a.  Has the patient had a previous neutropenic episode or dose-limiting event from a prior  
        chemotherapy cycle?......................................................................................................................Yes  No 
   b.  Does the patient have a history of colony stimulating factor use?..................................................Yes  No 
        If YES, is this while on chemotherapy?..........................................................................................Yes  No 
        If NO, please answer Questions #3a-3c above. 
 

5. Has the patient been acutely exposed to myelosuppressive doses of radiation to increase survival?  Yes  No 
 

6. Will the patient be using the requested medication for indications outside of FDA  
labeling? ……………………………………………………………………………..………..……………...… Yes  No 
 
If YES, indicate condition:  ________________________________________________________________ 
Medical records and references / evidence must be provided in order for this request to be processed. 

 
Please certify the following by signing and dating below:    
I certify that I have been authorized to request prior review and certification for the above requested service(s). I 
further certify that my patient’s medical records accurately reflect the information provided.  I understand that Blue 
Cross NC may request medical records for this patient at any time in order to verify this information.  I further 
understand that if Blue Cross NC determines this information is not reflected in my patient’s medical records, Blue 
Cross NC may request a refund of any payments made and/or pursue any other remedies available. 
 

Prescriber’s Signature (Required):________________________        Date:__________________ 
 

 
For Blue Cross NC members, fax form to 1-800-795-9403 


