
Prior Authorization Form 
Wegovy® 

This document and others if attached contain information that is privileged, confidential and/or may contain protected health information (PHI). The Provider named above 
is required to safeguard PHI by applicable law. The information in this document is for the sole use of OptumRx. Proper consent to disclose PHI between these parties 
has been obtained.  If you received this document by mistake, please know that sharing, copying, distributing, or using information in this document is against the law.  If 
you are not the intended recipient, please notify the sender immediately. 
Office use only: Wegovy_TennCare_2024August        Revision Date: 8/1/2024

Access this PA form at: Forms | OptumRx
If the following information is not complete, correct, or legible, the PA process can be delayed. Use one form per member. 

Member Information (required) Prescriber Information (required)

Member Name: Provider Name: 

Insurance ID#: NPI#: DEA#: 

Date of Birth: Specialty: 

Street Address: Office Phone: Office Fax: 

City: State: Zip: Office Street Address: 

Phone: City: State: Zip: 

Is the prescriber a TennCare provider with a Medicaid ID? ☐ Yes ☐ No 

Is the prescriber a single-patient contract holder for this patient? ☐ Yes ☐ No 

For additional details, please refer to the clinical criteria available at Optum Rx/TennCare website 

Complete this Section for ALL Wegovy requests. 

1. Diagnosis:

□ Obesity Management Therapy (benefit exclusion for patient 21 years of age or older)

□ Treatment is being requested for patients with prior myocardial infarction (MI), prior stroke (ischemic and

hemorrhagic stroke), or symptomatic peripheral arterial disease (PAD) to reduce risk of major adverse cardiovascular

events

Note: Submission of medical records confirming diagnosis is required.  Failure to provide the requested documentation will delay 
response. 

2. Prescriber attests that the patient is participating in a supervised comprehensive weight management
program that encourages behavior modification, reduced calorie diet, and increased physical activity.

2a. If yes, please provide name and brief overview or action plan of the comprehensive weight
management program being utilized.
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

□ Yes □ No

3. Does the patient have any of the following:

• Diagnosis of type 1 or type 2 diabetes

• New York Heart Association class IV heart failure

• Personal or family history of medullary thyroid carcinoma (MTC) OR Multiple Endocrine

Neoplasia syndrome type 2 (MEN 2)

• History or presence of chronic pancreatitis

• End-stage renal disease or currently receiving dialysis

□ Yes

□ Yes

□ Yes

□ Yes

□ Yes

□ No

□ No

□ No

□ No

□ No

4. Will the requested medication be used concurrently with another GLP-1 receptor agonists? (e.g.
Byetta, Ozempic, and Victoza)

□ Yes □ No

5. Will the requested medication be used concurrently with insulin or insulin secretagogues (e.g.
sulfonylureas)?

□ Yes □ No

https://welcome.optumrx.com/tenncare/forms?id=Prior%20Authorization%20Forms
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6. For female patients of reproductive potential only, provider attests to each of the following: 

• Patient is not pregnant or breastfeeding 

• Patient has been counseled to use highly effective contraceptive method during 

treatment 

 

□ Yes 
 

□ Yes 

 

□ No 
 

□ No 

Complete this section ONLY if diagnosis is Obesity Management Therapy (benefit exclusion for patient 21 years of age or older). 
*Prescriber must submit documentation to support answers to the following* 

1. Please provide medical documentation of ONE of the following: 

• Initial body mass index (BMI) of ≥ 30 kg/m2 

• Initial body mass index (BMI) of ≥ 27 kg/m2 and one of the following: 

o Hypertension 

o Diabetes (Type I or II) 

o Dyslipidemia 

 

□ Yes 

□ Yes 

□ Yes 

□ Yes 

□ Yes 

 

□ No 

□ No 

□ No 

□ No 

□ No 

Complete this section ONLY if diagnosis is CV Risk Reduction. 
*Prescriber must submit documentation to support answers to the following* 

2. Please provide medical documentation of each of the following: 

• Initial body mass index (BMI) of ≥ 30 kg/m2 

• One of the following:  

o Prior myocardial infarction 

o Prior stroke (ischemic or hemorrhagic stroke) 

o Symptomatic peripheral arterial disease as evidenced by intermittent 

claudication with ankle–brachial index <0.85, peripheral arterial 

revascularization procedure, or amputation due to atherosclerotic disease 

• HbA1C ≤ 6.5%* 

*Note: If patient’s HbA1C ≥ 6.5% the patient should use a GLP-1 Receptor Agonists FDA approved for the 
treatment of diabetes (e.g., Byetta, Ozempic, Victoza). 

 

□ Yes 

 
 

□ Yes 

□ Yes 

□ Yes 

 
 
 
 

□ Yes 

 

 

□ No 

 
 

□ No 

□ No 

□ No 

 
 
 
 

□ No 

 

Please note any other information pertinent to this PA request:  
_______________________________________________________________________________________________________ 
_______________________________________________________________________________________________________ 
_______________________________________________________________________________________________________ 
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Renewal Criteria 
 

1. Has the patient demonstrated a positive clinical response to therapy (e.g., patient has not had a 
major cardiovascular event within the past 12 months, decreased body weight or waist 
circumference from baseline, decrease blood pressure, total cholesterol, LDL, or triglyceride levels 
from baseline)? 

Note: Valid medical documentation of a positive clinical response to therapy is required for approval. 

□ Yes □ No 

2. Prescriber attests that the patient does not have any contraindications or serious adverse reactions 
to therapy (e.g., acute gallbladder disease, acute kidney injury, acute pancreatitis). 

□ Yes □ No 

 
 
 
 

_________________________________________________  _________________________ 
Prescriber Signature (required)                              Date 

(By signature, the Physician confirms the above information is accurate and verifiable by patient records.) 
 

Fax this form to: 1-866-434-5523 
Phone: 1-866-434-5524 

OptumRx will provide a response within 24 hours upon receipt. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  




