Send completed form to:
Blue Shield of California

Afinitor
PRIOR APPROVAL REQUEST

Fax: 1-855-895-3504

Additional information is required to process your claim for prescription drugs. Please complete the cardholder portion, and have the prescribing
physician complete the physician portion and submit this completed form. All incomplete and illegible forms will be returned to the patient.

CARDHOLDER / PATIENT INFORMATION
Cardholder Name:

/

/

First

MI

Patient Name:

/
First

_
Last

/
MI

Last

Patient Address:
Street

Patient Date of Birth:

_/

City

_/

_

Sex: M

F

State

Zip

R
Cardholder Identification Number

PHYSICIAN COMPLETES
Please select medication:

Afinitor

Afinitor Disperz

1. Has the patient been receiving Afinitor therapy for at least 6 months continuously, excluding samples?
 NO – this would be the INITIATION of therapy
 YES – this would be the CONTINUATION of therapy
2. What is the patient’s diagnosis?

Breast cancer (please answer the following questions):
a. Does the patient have advanced HR-positive, HER2 negative breast cancer? 
Yes 
No
b. Will the patient be treated concurrently with exemestane (Aromasin)? 
Yes 
No
c. If INITIATION of therapy, has the patient been previously treated with letrozole (Femara) or anastrozole (Arimidex)? 
Yes 
No

Gastrointestinal (GI) neuroendocrine tumors
a. If INITIATION of therapy, does the patient have metastatic or unresectable progressive disease? 
Yes 
No

Osteosarcoma
a. Will the patient be treated concurrently with sorafenib (Nexavar)? 
Yes 
No
b. If INITIATION of therapy, has the patient been previously treated with a first-line therapy agent? 
Yes 
No

Renal angiomyolipoma (please answer the following questions):
a. Does the patient have tuberous sclerosis complex (TSC)? 
Yes 
No
b. If INITIATION of therapy, does the patient require immediate surgery? 
Yes 
No

Renal cell carcinoma (please answer the following question):
a. If INITIATION of therapy, does the patient have disease progression after treatment with sunitinib (Sutent) or sorafenib (Nexavar)? 
Yes 
No

Soft tissue sarcoma (please answer the following question):
a. If INITIATION of therapy, what is the histology of the sarcoma? (please select ONE of the following):

PEComa/recurrent 
Angiomyolipma L
ymphangioleiomyomatos 
Other histology (please specify):

Subependymal giant cell astrocytoma (SEGA) (please answer the following questions):
a. Does the patient have tuberous sclerosis complex (TSC)? 
Yes 
No
b. Will Afinitor be used to prevent kidney transplant rejection? 
Yes 
No
c. If INITIATION of therapy, is the patient a candidate for curative surgical resection? 
Yes 
No

Thymic carcinoma
a. If INITIATION of therapy, has the patient been previously treated with a first-line therapy agent? 
Yes 
No

Thymomas carcinoma
a. If INITIATION of therapy, has the patient been previously treated with a first-line therapy agent? 
Yes 
No

Thymus neuroendocrine tumors
a. If INITIATION of therapy, is the diagnosis metastatic or unresectable progressive disease? 
Yes 
No

Hodgkin lymphoma

Lung neuroendocrine tumors

Pancreatic neurocendocrine tumors

Waldenstrom’s macroglobulinemia/lymphoplasmacytic lymphoma
Other diagnosis (please specify):
The information provided on this form will be used to determine the provision of healthcare benefits under a U.S. federal government program, and any falsification of records may subject the provider
to prosecution, either civilly or criminally, under the False Claim Acts, the False Statements Act, the mail or wire fraud statutes, or other federal or state laws prohibiting such falsification.
Prescriber Certification: I certify all information provided on this form to be true and correct to the best of my knowledge and belief. I understand that the insurer may request a medical record if
the information provided herein is not sufficient to make a benefit determination or requires clarification and I agree to provide any such information to the insurer.

__________________________________________
Physician Name (Print Clearly)

( ______ ) _____________________
Phone

______________________________________________
Street Address
_________________________
Prescriber’s NPI

( ______ ) _____________________
Fax

______________________________
City

_______________________________________________
Physician Signature

__________
State

______________
Zip

________ / ________ / ________
Date

