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This facsimile transmission contains legally privileged and 
confidential information intended for the parties identified below.  If 
you have received this transmission in error, please immediately 
notify us by telephone and return the original message to P.O. Box 
390842, Bloomington, Minnesota 55439-0842.  Distribution, 
reproduction or any other use of this transmission by any party 
other than the intended recipient  is strictly prohibited. 

Proton Pump Inhibitor Appeal for Coverage 
Georgia Dept. of Community Health Only 

FAX to: 877-697-7192 
 
Note:   If the Following Information is NOT filled in completely, correctly, or legibly the appeal process 
will be delayed. (One form per patient please ) 

 
Plan:      Board of Regents         State Health Benefit Plan             GA Medicaid   (circle one) 

Patient’s ID#___________________________________ 

Patient’s Full Name_____________________________________________________ 

Patient’s Date of Birth___________________________________________________ 

Medication Requested:______________________________Strength_____________ 

Directions _______________________________Dosage Form ___________________    

Duration of Therapy Requested ____________________________________________ 

Physician’s Name_______________________________________________________ 

Physician’s Address_____________________________________________________ 

Physician’s Phone_______________________________________________________ 

Physician’s Fax_________________________________________________________ 
 

Diagnosis-Indication-Medical History – including complications if relevant (reason for use 
of this medication) Please do not include documentation that is not requested on this form 
______________________________________________________________________________________________________
______________________________________________________________________________

______________________________________________________________________________

Other prescription medications/therapies tried and reason(s) for failure: 

Drug____________________Strength_____Directions________________________________

Dates used: from_________ to _________Failed due to:_______________________________ 

Drug____________________Strength_____Directions________________________________

Dates used: from  ________ to _________Failed due to:_______________________________ 

Physician Signature ____________________________________________________________

Contact Person_________________________________________________________________

Express Scripts will provide a response within one business day 
 

6625 W 78th St   
BL0345 
Bloomington, MN 55439 
PH # 1-800-789-6798  


