
 
 

Medication Authorization Request 
Pharmacy Department                                              KHS Date Rec’d Stamp 
9700 Stockdale Hwy 
Bakersfield, Ca. 93311 
Phone (661) 664-5101          Authorization# 
Fax (661) 664-5191     
                                                                                                                        

Member Information: (Complete In Full)  
 
Patient Name: ___________________________________DOB: ________________Age: ___________Sex:__________ 
 
Address: ________________________________________City: __________________________Zip:________________ 
 
CIN#: __________________________________ Phone#:____________________________ 
 

Pharmacy Information: (Complete In Full)  
 
Pharmacy Name: __________________________________               NPI/NCPDP: ______________________________ 
 
Address: ___________________________________Phone#: ________________________Fax#:__________________ 
 

Requested information: (Complete In Full) 
 
Drug & Strength(One per Form): _____________________________________NDC#:____________________________              
 
Quantity ________ Sig: ________________________# of Refills: ________ Diagnosis: __________________________ 
 
Medical Justification:                            Date of Service: _______________________ 
      
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 

Prescriber Information: (Complete In Full) 
 
Prescriber Name: ________________________________________Address:___________________________________ 
 
City: _______________________________Zip: ___________Phone: ___________________Fax: __________________ 
 

For KHS Use Only 
 
___Approved ___Modified  Comments/Reason: ________________________________________________ 
 
___Denied ___Deferred              ________________________________________________________________ 
 
___Duplicate ___Cancel              ________________________________________________________________ 
 
Initials: __________Date:______________                                     Approved From: _____________Thru _____________ 
 

AUTHORIZATION CONTINGENT UPON ELIGIBILITY ON DATE OF SERVICE 
To the best of my knowledge, the above information is true, accurate and complete and the requested services are medically indicated and necessary to 
the health of the patient.  
 

___________________________________________________________        ____________________     __________________________ 
Signature of Physician/Provider    Title   Date 

HIPAA Notice: The information contained in this confidential and legally privileged information.  It is only for the use of the individual or entity named above.  If the recipient of 
this form is not the recipient addressed on the form, you are hereby notified that any dissemination, distribution, or copying of the attached document(s) is strictly prohibited.  If 

you have received this in error, please immediately notify the sender by telephone and return the form to the sender.  


