
Prior Authorization Criteria Form 
This form applies to Paramount Advantage members

Diclofenac Topical Agents (Paramount) 

Complete/review information, sign and date. Please fax signed forms to Paramount at 
1-844-256-2025. You may contact Paramount by phone at 1-419-887-2520 with questions 

regarding the Prior Authorization process. When conditions are met, we will authorize the coverage of 
Diclofenac Topical Agents (Paramount). 

Drug Name (select from list of drugs shown) 

Diclofenac Sol 1.5% Klofensaid II Solution (diclofenac sol 1.5%) Voltaren Gel (diclofenac topical gel 1 %) 

Quantity 

Route of Administration 

Patient Information 

Patient Name: 

Patient ID: 

Patient Group No.: 

Patient DOB: 

Patient Phone: 

Prescribing Physician 

Physician Name: 

Physician Phone: 

Physician Fax: 

Physician Address: 

City, State, Zip: 

Frequency Strength 

Expected Length of Therapy 

Diagnosis: ICD Code: 
--------------

Comments: 

Please circle the appropriate answer for each question. 

1. Does the patient have any of the following contraindications to Y N 

Voltaren Gel or Klofensaid II Soln: A) use during the peri-
operative period in the setting of coronary artery bypass graft 
(CABG) surgery, B) experienced asthma, urticaria, or other 
allergic-type reactions after taking aspirin or other NSAIDS, C) 
Active gastrointestinal (GI) ulceration or GI inflammatory 
diseases, D) Significant renal dysfunction (CrCI less than 30ml 
per min) estimated? 

[If yes, then no further questions.] 

2. Does the patient have osteoarthritis pain in joints susceptible to Y N 

topical treatment such as knees and hands? 

[If no, then no further questions.] 

3. Is the patient a suitable candidate for oral NSAID therapy (e.g., Y N 

no history of bleeding ulcer, is able to swallow pills, is not 
experiencing unstable cardiovascular disease, etc.)? 

[If no, then skip to question 5.] 

4. Has the patient tried and failed at least three (3) PRESCRIPTION Y N 
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strength oral NSAIDs and used them consistently without relief 
over a period of 15-30 days each? 

[If no, then no further questions.] 

5. Has documentation been submitted for review which shows the Y N 
patient is either not a good candidate for oral therapy or that the
patient has consistently tried three (3) or more oral NSA1Ds and
failed treatment?

I affirm that the information given on this form is true and accurate as of this date. 

Prescriber (Or Authorized) Signature and Date 
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