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Therapeutic use: Treatment of excessive daytime sleepiness and cataplexy in patients with narcolepsy 
Quantity Limit: 3 bottles per month  
Authorization Period: 12 months 

 

Patient’s name __________________________________________________________________________________ 

Patient’s ID#                                                                      DOB                   /                / 

ICD-9                                                                               __________________________________________________ 

Physician’s name________________________________________________________________________________ 

Physician’s Ph#  (                      )                       -                               Fax#                         - 

Physician’s signature______________________________   Date signed                   /                / 

Supervising Physician’s name_____________________ (Required if requesting provider is a nurse practitioner or physician assistant) 

 

Please check “Yes” or “No” and respond to the following requests: 

1. Is the prescribing physician a subspecialist? (board certified in sleep, pulmonology, 
neurology) 

 Yes  No 

2. Does the patient have a confirmed diagnosis of narcolepsy, confirmed by PSG and 
MSLT tests? 

 Yes  No 

3. Does the patient exhibit symptoms of cataplexy?  Yes  No 

4. If the patient is being treated for Excessive Daytime Sleepiness (EDS) without 
cataplexy, has Provigil (modafinil) been previously tried? 

 Yes  No 

 
This form is intended for SelectHealth members only.  All requests for preauthorization should be sent via fax to 1-801-442-3006. 
Missing, inaccurate, or incomplete information may cause a delay or denial of authorization.  
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PREAUTHORIZATION FORM 
XyremTM 

(sodium oxybate [GHB]) 


