
REQUEST FOR AN ALTERNATIVE CONTRACEPTION DRUG, DEVICE, OR 
PRODUCT FOR PATIENTS COVERED UNDER A COLORADO HEAL TH 

BENEFIT PLAN 
(other than self-funded ERISA coverage, Medicaid, Medicare, and TRICARE) 

Carriers must cover a non-formulary contraceptive drug, device, or product without cost-sharing upon the 
recommendation of the patient's health care provider. 

If the carrier, or pharmacy benefit management firm acting on behalf of a health benefit plan, requires a 
written request for a non-formulary contraceptive drug, device, or product, the provider must complete this 
form and send it to the patient's health benefit plan to obtain coverage of a contraceptive drug, device, or 
product that is not on the plan's prescription drug formulary, but is determined to be medically necessary 
for the patient by the provider. 

Patient Information 

Name Date of Birth 

Address 

City State Zip Code 

Health Insurer Name Patient's Member ID # 

Attending Health Care Provider Information 

Name 

Address 

City State Zip Code 

Office Phone Fax 

Tax ID # / NPI # (if available) Facility Name (if applicable) 





Signature 

I certify that the information provided in this form is accurate to the best of my knowledge. 

Health Care Provider's Signature Date 

Send the completed form to: 

Fax Number: 

(855) 840-1678 




