
AZ&Me Insurance Coverage Reconsideration Form 
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① HEALTHCARE PROVIDER SHOULD COMPLETE THIS FORM TO REQUEST RECONSIDERATION OF THEIR COMMERCIALLY 

INSURED, MEDICAID OR OTHER GOVERNMENT SPONSORED PROGRAM SPECIALTY OR RARE DISEASE PATIENT’S 

ENROLLMENT DENIAL (Form AZCICRFV4) 

• Specialty and Rare Disease Patients who have commercial insurance, Medicaid or other Government sponsored programs 

(SCHIP, TRICARE, VHA, HIS) or a community collective cost-sharing plan and fall within one of the following coverage categories 

may request a Reconsideration: 

• Insurance Denial 

o Must provide proof of insurer denial or non-coverage dated in the current calendar year 

• Community Collective Cost-Sharing Plan Denial  

o Must provide Notice of Health Insurance Non-Coverage letter from the plan dated in the current calendar year 

• Exhausted Product Copay Card Benefit 

• No Prescription Drug Plan Benefit 

o Must provide documentation of plan details/no prescription drug plan dated in the current calendar year 

Providers: Please complete and sign this form and submit it with all required documentation for review and processing. 

Fax the completed form along with all required documentation to 1-877-239-0867.  

 

② Patient First Name:                                                          Patient Last Name:                                                                   

Date of Birth:                                                               Patient AZ&Me ID:                                                                                         

 

③  Insurance Information                              

Insurance Company/Community Collective Cost-Sharing Plan 

Name:______________________________________________________ 

Policy #:___________________________________________________________________________________ 

Please indicate the patient’s coverage category (must select one for Reconsideration request to be processed): 

⃝ Insurance Denied Coverage for the Requested Product 

⃝ Community Collective Cost-Sharing Plan Denied Coverage for the Requested Product 

⃝ Patient Exhausted Product Copay Card 

⃝ Patient Does Not Have a Prescription Drug Plan Benefit 

 

④ Prescriber Information 

Facility Name:_____________________________________________________________________ 

Prescriber First Name:_________________________ Prescriber Last Name:_____________________________ 

Address:_______________________________________________________ Suite No.__________ 

City:____________________________________________________ State:_______ Zip:_________ 

Prescriber Phone:__________________________________ Prescriber Fax:_____________________________ 

 

⑤ Prescriber Declaration 

By signing below, I attest that the information provided on this form is complete and accurate and that products requested 
are medically necessary for the patient. To the best of my knowledge, there is no alternate funding mechanism or 
accumulator/maximizer impacting the patient’s insurance plan identified above. 

Prescriber Signature        Today’s Date: (MM-DD-YYYY)       

           


