
Prior Authorization Criteria Form 
This form applies to Paramount Advantage members

Xifaxan 550mg (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 
Xifaxan 550mg (Paramount). 

Drug Name (select from list of drugs shown) 

Xifaxan 550mg (rifaximin) 

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. Is the requested drug being prescribed for irritable bowel Y N 

syndrome with diarrhea (IBS-D), without constipation, in a patient 
that is 18 years of age or older? 

[If no, then skip to question 5.] 

2. Has the patient been treated with Xifaxan for IBS-D within the last Y N 

90 days? 

[If yes, then no further questions.] 

3. Has the patient failed dietary modification (including lactose Y N 

restricted diet, if lactose-intolerant; exclusion of gas-producing 
foods; low carbohydrate diet and elimination of fermentable 
oligo-, di-, or mono-saccharides and polyols (FODMAPs) or 
gluten restricted diet if gluten-intolerant? 

[If no, then no further questions.] 

4. Has the patient failed to respond to or have a contraindication or Y N 

intolerance to loperamide, antispasmodic agents (dicyclomine OR 
hyoscyamine), AND antidepressants (amitriptyline, nortriptyline, 
imipramine, OR desipramine)? 
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[No further questions.] 

5. Is the requested drug being prescribed for a reduction in the risk Y N 

of overt hepatic encephalopathy in a patient that is 18 years of
age or older?

6. Is this request for a continuation of treatment of Xifaxan? Y N 

[If no, then skip to question 8.] 

7. Has the patient had symptomatic improvement or a reduction in Y N 

episodes of overt hepatic encephalopathy after starting treatment
on Xifaxan?

[No further questions.] 

8. Does the patient have an intolerance to lactulose or has tried and Y N 

failed at least a 15 day course of treatment with lactulose at
adequate doses to produce 2-3 soft stools per day within the last
90 days?

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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