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	Prior Authorization Request Form 

For Breast and Ovarian Cancer Screening by Molecular Testing


	Date

     
	Member ID Number or Subscriber Social Security Number

     
	Member Name

     


Member Risk Category:  (Check those risk categories that apply)

	 FORMCHECKBOX 

Three or more affected first or second degree relatives on same side of family, irrespective of age at diagnosis or

There are fewer than three affected relatives, but

 FORMCHECKBOX 

There are multiple primary or bilateral breast cancers in the patient or one family member, or 

 FORMCHECKBOX 

A family member has been identified with a detectable mutation, or 

 FORMCHECKBOX 

There are one or more cases of ovarian cancer at any age, AND one or more members on the same side of the family with breast cancer at any age, or

 FORMCHECKBOX 

There is breast cancer in a male patient, or in a male relative, or

 FORMCHECKBOX 

The patient is at increased risk for specific mutation(s) due to ethnic background (for instance: Ashkenazi Jewish descent)  AND has one or more relatives with breast cancer or ovarian cancer at any age, or

 FORMCHECKBOX 

The patient was diagnosed with breast cancer at 45 years of age or less. 

N.B. Members who seek coverage for BRCA1/2 testing for the benefit of OTHER family members must seek reimbursement of payment from the OTHER family member’s insurance carrier. BRCA analysis for the medical management of OTHER family members is not a covered benefit for Aetna U.S. Healthcare members.

A 3-generation pedigree must be appended to this request. Documentation of specific cancer diagnosis in the proband(s) and pertinent medical records may be required prior to authorization.__________________________



Patient Education

Consistent with the 1997 National Institute of Health Consensus Statement on guidelines for care of patients with BRCA1 and BRCA2 mutations and American College of Medical Genetics guidelines, prior to testing and follow-up treatment, the patient must give informed consent in accordance with applicable law.  Also consistent with such guidelines, such informed consent discussions should include at least the following:

1. clarification of the patient’s increased risk status

2. explanation of how genetics affects cancer susceptibility

3. potential benefits, risks, limitations of (and alternatives to) testing

4. possible outcomes of testing (e.g., positive, negative, or uncertain test results)

5. limited data regarding efficacy of methods for early detection and prevention

6. possible psychological and social impact of testing

7. counseling regarding therapeutic options, including limitations

By signing this form, I certify that the member listed above has been given informed consent in accordance with the guidelines and risks above and that the BRCA analysis will be used to direct the medical management of this member.

	Physician Name

     

	Physician Signature

     


	Physician Provider #

     

	IPA Name and Provider #

     


	Physician Address

     

	IPA Address

     


	Physician Phone # 

     

	IPA Phone #

     


Fax completed form with copy of front and back of patient’s Aetna U.S. Healthcare card to the following two locations:

Aetna U.S. Healthcare: (925) 543-9575
Myriad Genetic Laboratories: (801) 584-3615

Collection and transportation kits may be ordered from Myriad Genetic Laboratories at 1-800-469-7423.

Both Aetna U.S. Healthcare and Myriad must receive a faxed copy of this Prior Authorization Request Form to confirm member’s coverage prior to testing.

(If prior authorization is not obtained, member may be liable for the cost of the testing.)

Please note: Completion of a Prior Authorization Form does not guarantee payment.  Payment of covered benefits is subject to the provider's contract, the member's eligibility on the dates of services rendered, and specific provisions of the member's health benefits plan.
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