
 
 

Synagis Referral/ Authorization Form 
  
Doctor _____________________Nurse____________________    Ext. # _________ 
Patient Name _______________________ Gestational age at birth __________ DOB ________ 
Parent Name (s)_________________________Phone#__________________________ 
Insurance______________________________ ID# ___________________________________ 
 
RSV season for the Midwest Region is considered to be November 1 through March 31. 
  
Eligibility For RSV Prophylaxis ( Please check all that apply) 
 
___ Premature infants < 29 wks if born < 12 months before start of RSV season.  
 
___ Premature infants  < 32 wks if born < 12 months before the start of RSV season, with chronic lung disease   
(CLD) of prematurity, and dependent on >21% oxygen for at least 28 days after birth.  
 
___Child is 12-24 months of age, meets all the CLD requirements above, and continues to require medical support 
for CLD within 6 months of the start of RSV Season, such as supplemental oxygen, chronic corticosteroid therapy, 
diuretics, bronchodilator therapy, or long term mechanical ventilation. 
 
___Infant is < 12 months of age at start of RSV season, has hemodynamically significant heart disease, such as 
pulmonary hypertension, cyanotic heart disease, or CHF. 
 
___Infant is < 12months of age at start of RSV season, and has a pulmonary abnormality or neuromuscular disease 
that impairs the ability to clear secretions from the upper airway . 
 
___Child is < 24 months of age at the start of RSV season and is profoundly immunocompromised.  
 
___ Other condition (Submit documentation to support medical necessity need for Synagis). 
 
*A maximum of 5 doses of Synagis may be given to infants/children who qualify for prophylaxis during RSV 
season. Qualifying infants born during the RSV season may require fewer doses.  
 
Diagnosis__________________________                ICD-9___________________________ 
Medical Therapy_______________________________________________________________ 
Medications ___________________________________________________________________ 
Length of Therapy/ # of doses ____________________________________________________ 
 ******* Synagis dose is based upon patient’s weight each month. 15mg/kg************  
Synagis Approval 
Number of doses approved for coverage by MAHP is ____from _____________(start date) to 
_____________(last dose date). These doses are based on the current American Academy of Pediatric Red 
Book Guidelines.  Approval is dependent upon continued member coverage by MAHP. 
                                                             Signature of Authorizing Insurance Representative 

                                                             
____________________________________________                                
                            Pharmacy Benefit Nurse 

 


