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GROUP BENEFITS 
PRIOR AUTHORIZATION FORM  

UPTRAVI (selexipag)
Submit this form to: Co-operators Life Insurance Company Extended Health Care Claims 1920 College Avenue, Regina, SK S4P 1C4 or Fax to: (306) 761-7101

PART 1 - PATIENT INFORMATION

Group  __________________________________  Account  _______________________________________ Certificate  _______________________________________

Plan Member  __________________________________________________  ________  __________________________________________________   Male  Female
 First Name Initial Last Name

Telephone ( ________) ______________________________

If you prefer email notification for the results of your prior authorization, please provide your email address  __________________________________________________

We use reasonable safeguards to protect all information collected, used, retained and disclosed in the course of conducting business; however, email may be vulnerable to interception 
by unauthorized parties. We discourage you from emailing personal or sensitive information. If you provided your email to us, or if you contacted us by email, we accept this as your 
consent to communicate with you by email. If you do not wish for us to communicate with you by email, please notify us at your earliest convenience.

Patient  ________________________________________________________  ________  __________________________________________________   Male  Female
 First Name Initial Last Name

Address  ___________________________________________________________   ___________________________________________   _________   ________________
 Street City Province Postal Code

Date of Birth  ____________________________  Relationship to Plan Member  _________________________________________________________________________
 MMM/DD/YYYY

PART 2 - CO-ORDINATION OF BENEFITS
In order to ensure you are receiving benefits to which you may be entitled, please answer the following questions. An incomplete response will result in processing delays.

Have you applied for coverage or received any financial assistance or other support related to this drug?

a. Under any group or individual benefit plan?  ........................................................................................................................................................  Yes  No

If yes, name of covered family member __________________________________   _______   _______________________________________
 First Name Initial Last Name

Relationship  _______________________________________  Name of Insurance Company  _______________________________________

Plan Number  ______________________________________  Plan Member ID Number  ___________________________________________

Attach documentation of acceptance or declination and provide details including coinsurance and any applicable maximums

b. Under a provincial program?  ...............................................................................................................................................................................  Yes  No

If yes, name of provincial program  ________________________________________________________________________________________

If no, please explain why application has not been made  _____________________________________________________________________

Provide details and attach documentation of acceptance or declination

c. Under a patient assistance program or any other source?  ..................................................................................................................................  Yes  No

If yes, name of program or other source  ___________________________________________________________________________________

Patient assistance program ID number  ________________________________

Patient assistance program contact person and phone number

Contact Name  ___________________________________________________ Phone Number ( _________ ) __________________________

PART 3 - PHYSICIAN INFORMATION

Physician ______________________________________   ______  ____________________________________________ Specialty  _______________________________
 First Name Initial Last Name

Address  ___________________________________________________________   ___________________________________________   _________   ________________
 Street City Province Postal Code

Telephone ( ________) ______________________________  Fax ( _________ ) ____________________________

Name of Requested Drug  _________________________________________________ DIN  _________________________  Strength  ___________________________

Expected Duration of Therapy  _____________________________________________ Anticipated Monthly Cost $ ___________________

Diagnosis and Stage of Disease  _________________________________________________________________________________________________________________

1. Does patient have PAH defined as ≥ 25 mmHg mean pulmonary artery pressure (mPAP) on right heart catheterization (RHC) with normal 
pulmonary capillary wedge pressure (≤ 15 mmHg) and without interstitial lung disease, COPD or left ventricular failure either systolic or 
diastolic (i.e. WHO Group 1 PAH)? (Please provide supporting documentation)  ....................................................................................................   Yes  No
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PART 3 - PHYSICIAN INFORMATION (continued)

2. NYHA functional class  _______________________   or WHO functional assessment class  _______________________

3. Is the patient currently on, or has previously been on Uptravi (selexipag)?  .............................................................................................................   Yes  No

If no, please proceed to Question #4

a) Start Date  ________________________
 MMM/DD/YYYY

b) Coverage provided by  _____________________________________________________________________________________________

If yes, is the patient experiencing a beneficial response from Uptravi, including any of the following (please provide documentation):

 Reduced pulmonary vascular resistance/pressure  Improved symptoms  Improved patient activity

 Other, please specify:  _______________________________________________________________________________________

4. Is Uptravi intended for monotherapy or combination therapy?  Monotherapy (Answer Question #5)  Combination therapy (Answer Question #5, 6)

5. Outline all drug therapies, past and present, used for the treatment of PAH:

Drug Name Dosing Regimen Start Date (MM/YYYY) End Date (MM/YYYY) Patient Response

6. Has the patient NOT met any of the following targets*:

 Improvement to at least NYHA functional class II;  6 minute walk distance > 380 metres;  Mixed venous saturation on right heart catheterization > 66%

*  Only if indicated for “combination therapy” as indicated in Question #4. 
Combination therapy may be considered for patients who have not achieved treatment targets after at least three months of monotherapy with Uptravi in the past.

Prescription Renewal  Yes  No

If Yes, please provide objective evidence of efficacy  ____________________________________________________________________________________________

I hereby certify that the information provided in this request is true, complete and accurate.

Physician Signature  _________________________________________________________________________________ Date  ___________________________________
 MMM/DD/YYYY

PART 4 - PATIENT/GUARDIAN AUTHORIZATION

Co-operators Life Insurance Company Privacy Statement
Co-operators Life Insurance Company is committed to protecting the privacy, confidentiality, accuracy and security 

of the personal information that it collects, uses, retains and discloses in the course of conducting business.

I authorize Co-operators Life Insurance Company (a) to use the personal information disclosed on this form, and any other personal information known to 
Co-operators Life Insurance Company regarding the above-named patient, for the purpose of assessing this prior authorization request and any related claim and 
administering the benefit plan under which any such claim is made, and (b) to contact, and to obtain any such personal information from and to disclose any such 
personal information to, any physician, pharmacist or other health care professional or health care management consultant, having knowledge of such patient’s health 
relevant to this request and any related claim.

I hereby certify that the information provided in this request is true, complete and accurate.

Patient/Legal Guardian Name  ________________________________________________________________ Telephone ( __________ ) ____________________________

Signature of Patient/Legal Guardian  _______________________________________________________________________  Date  ______________________________
 MMM/DD/YYYY
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