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P.0. Box 40168 .
: Portland, OR 97240-0168 Un |f<_>rm
WASHINGTON STATE Medical Plan
PRESCRIPTION SERVICES

Opioid Attestation
Please fax responses to: 1-800-207-8235
For more information call: 888-361-1611

This form is required when patients are using opioids chronically or when daily opioid doses reach 120 MME or
greater. This form may authorize use for a maximum of 12-months. Please review the Prescription Monitoring
Program (PMP) to verify all opioids and other controlled medications your patient is currently receiving. In this policy:

e Chronic use means use of any opioid or combination of opioids for more than 42 days within a 90-day
period or use of any long-acting opioid
e High dose use means use of any opioid or combination of opioids at a high dose (2120 MME per day).

This opioid attestation form does not need to be completed for members receiving opioids for the treatment of pain
relating to active cancer treatment, hospice, palliative care, end-of-life care, or sickle cell disease.

Patient Date of birth UMP Member ID#
Pharmacy name Pharmacy NPI (if known) | Telephone number Fax number
Prescriber Prescriber NPI Telephone number Fax number
Medication and strength Directions for use (if known)

Criteria for chronic use of opioids or high-dose opioids for the treatment of pain not relating to active cancer
treatment, hospice care, palliative care, end-of-life care, or sickle cell disease:

1. The need for chronic opioid use (more than 42 days per 90-day calendar period or use of long-acting
opioids) and/or high dose opioids (= 120 MMEs per day) is medically necessary and is documented in the
medical record; AND

2. The patientis currently using or has tried and failed appropriate non-opioid medications, and/or non-
pharmacologic therapies; AND

3. The provider has recorded baseline and ongoing assessments of measurable, objective pain scores and
function scores. These should be tracked serially in order to demonstrate clinically meaningful
improvements in pain and function; AND

4. The patient has been screened for mental health disorders, substance use disorder, and naloxone use; AND

5. The provider has or will conduct periodic urine drug screens; AND

6. The provider has checked the PMP for any other opioid use and concurrent use of benzodiazepines and
other sedatives; AND

7. If opioids are being prescribed by any other prescriber, the provider has coordinated care with the other
prescriber; AND

INDICATE WHICH APPLIES:
L1 For chronic opioid use:

e The patient must be using or had trials of short-acting opioid therapy for at least 42 days; OR

e Thereason for inadequate response to short-acting opioid therapy is documented in the
medical record; OR

e Justification of beginning an opioid naive patient on a long-acting opioid is documented in the
medical record;




L1 For high-dose opioids (> 120 MME per day):

e The provider is a pain management specialist as defined in WAC 246-919-945; OR

e The provider successfully completed a minimum of twelve category 1 continuing education
hours on chronic pain management within the previous four years and at least two of these
hours were dedicated to substance use disorders; OR

e The provider is a pain management physician working in a multidisciplinary chronic pain
treatment center or a multidisciplinary academic research facility; OR

e The provider has a minimum of three years of clinical experience in a chronic pain management
setting, and at least thirty percent of the providers current practice is the direct provision of
pain management care; OR

e The provider has consulted with a pain management specialist regarding use of high dose
opioids (> 120 MME per day) for this patient which is documented in the medical record; OR

e The patient is following a tapering schedule with a starting dose 2 120 MME per day; AND

8. The provider has discussed with the patient the realistic goals of pain management therapy and has
discussed discontinuation as an option during treatment; AND

9. The provider confirms that the patient understands and accepts these conditions, and the patient has
signed a pain contract or informed consent document.

| attest that all of the above criteria are met, or there is documentation in patient’s chart for why
one or more are not applicable [1Yes [INo

The requested treatment is medically necessary, does not exceed the medical needs of the member,
and is clinically supported in the member’s medical record [dYes [ No

When should this treatment plan expire? Please specify date in MM/DD/YYYY format:

Note: The attestation form will expire on the date specified above or 12 months after the date of signature,
whichever is soonest.

By signing below | attest that the information on this form is true and understand that any misrepresentation or
any concealment of any information requested may subject me to recoupment upon an audit.

Prescriber Signature Date

Revised 10/01/2023
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Nondiscrimination notice

WASHINGTON STATE
PRESCRIPTION SERVICES

We follow federal civil rights laws. We do not discriminate
based on race, color, national origin, age, religion, disability,
gender identity, sex or sexual orientation.

We provide free services to people with disabilities so they can communicate with us.
These include sign language interpreters and other forms of communication.

If your first language is not English, we will give you free interpretation
services and/or materials in other languages.

If you need any of the above,
call Customer Service at:

1-888-361-1611 (TRS: 711)

If you think we did not
offer these services, or
discriminated against
you, you can file a
written complaint.
Please mail or fax it to:
Washington State Rx Services
Attention: Appeal Unit

P.O. Box 40168

Portland, OR 97240-0168
Fax: 866-923-0412

Scott White coordinates our
nondiscrimination work:

Scott White,

Compliance Officer

601 SW Second Ave.

Portland, OR 97204
855-232-9111
compliance@modahealth.com

You can also file a civil rights complaint with:

The U.S. Department of Health and Human Services,
Office for Civil Rights

* Online complaint portal -
https://ocrportal.hhs.gov/ocr/portal lobby.jsf

e Mail - U.S. Department of Health and Human Services
200 Independence Ave S.W.
HHH Building, Room 509F
Washington, D.C. 20201

* Phone - 1-800-368-1019
800-537-7697 (TDD)

Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html

The Washington State Office of the Insurance
Commissioner

e Online complaint portal -
https://www.insurance.wa.gov/file-
complaint-or-check-your-complaint-status

* Phone - 800-562-6900
360-586-0241 (TDD)

Complaint forms are available at
https://fortress.wa.gov/oic/onlineservices/
cc/pub/complaintinformation.aspx



ATENCION: Si habla espanol, hay disponibles
servicios de ayuda con el idioma sin costo alguno
para usted. Llame al 1-888-361-1611 (TRS: 711).

CHU Y: Néu ban nai tiéng Viét, c6 dich
vu hé trg ngén ngl mién phi cho ban.
Goi 1-888-361-1611 (TRS: 711)
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PAUNAWA: Kung nagsasalita ka ng Tagalog,
ang mga serbisyong tulong sa wika, ay
walang bayad, at magagamit mo. Tumawag
sa numerong 1-888-361-1611 (TRS: 711)
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BHVMAHWE! Ecnn Bbl roBopuTe no-pyccku,
BOCNOJIb3yMTeCb 6ecnnaTHOM A3bIKOBOW
nogaep»kon. NossoHnTe No TeN.
1-888-361-1611 (TekcToBbI TenedoH TRS: 711).

ATTENTION : sivous étes locuteurs
francophones, le service d’assistance
linguistique gratuit est disponible.
Appelez au 1-888-361-1611 (TRS: 711)
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Achtung: Falls Sie Deutsch sprechen, stehen
Thnen kostenlos Sprachassistenzdienste zur
Verfiigung. Rufen sie 1-888-361-1611 (TRS: 711)
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YBATA! kw0 B1 roBopuTte YKpaiHCbKOIo,
ANA BaC AOCTYMNHi 6e3KOWTOBHI KOHCyNbTaLil
pigHoto MoBot. 3aTenepoHynTe
1-888-361-1611 (TRS: 711)

ATENTIE: Daca vorbiti limba romana, va punem
la dispozitie serviciul de asistenta lingvistica in
mod gratuit. Sunati la 1-888-361-1611 (TRS: 711)

THOV CEEB TOOM: Yog hais tias koj hais lus
Hmoob, muaj cov kev pab cuam txhais lus, pub
dawb rau koj. Hu rau 1-888-361-1611 (TRS: 711)
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1-888-361-1611 (TRS: 711)

HUBACHIISA: Yoo afaan Kshtik kan
dubbattan ta’e tajaajiloonni
gargaarsaa isiniif jira 1-888-361-1611
(TRS: 711) tiin bilbilaa.

Tusaunsnu: vinaauanIElug fed
ANNFalTUSNF LA A ANWN BN
16w Tuns 1-888-361-1611 (TRS: 711)

FAAUTAGIA: Afai e te tautalaile
gagana Samoa, o loo avanoa fesoasoani
tau gagana mo oe e le totogia. Vala’au
ile 1-888-361-1611 (TRS: 711)

IPANGAG: Nu agsasaoka iti Ilocano, sidadaan
ti tulong iti lengguahe para kenka nga awan
bayadna. Umawag iti 1-888-361-1611 (TRS: 711)

UWAGA: Dla osé6b méwiacych po polsku
dostepna jest bezptatna pomoc jezykowa.
Zadzwon: 1-888-361-1611 (obstuga TRS: 711)
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