
Step Therapy Request Form: Proton Pump Inhibitor  (all products) 

COR Provider - Pharmacy PA Forms - Proton Pump Inhibitor (REV 2022.0725) 

If this is an urgent request, please call Chorus Community Health Plans Pharmacy Services.  
Otherwise, please return completed form – Phone: 844-201-4677 or Fax: 844-201-4675 

Please type or print neatly. Please complete all sections of this form AND include details of past relevant medical treatment, which substantiates the need 
for an exception to using formulary alternatives, i.e. past prescription treatment failures, documented side effects, chart documentation, lab values, etc. 

Incomplete responses may delay this request. 

Office Contact: Provider Specialty: 

Provider First Name: Provider Last Name: 

Provider Phone #: Provider Fax #: Provider NPI #: 

Patient Name: CCHP Member ID #: Patient DOB: Patient Age: 

Drug Requested: 

� Brand  � Generic 

�Brand �Generic

Strength: Frequency: Quantity Dispensed (including units): 

Generic equivalent drugs will be substituted for Brand name drugs unless you specifically indicate otherwise. 
� New medication 
� Ongoing medication 

If ongoing, please provide start date: If ongoing, did the member 
show improvement while on therapy? 

� Yes 
� No 

Diagnosis: Diagnosis Date: 

Other considerations 

 � Unable to swallow tablets due to:  � Age 
 � Medical Condition 

 Please describe: 

History of previous H2 blocker or PPI therapy medications 

Previous H2 blocker or PPI 
Therapy Start date End date Strength Frequency List adverse reactions/side 

effects/reason for discontinuing 

Please provide any additional clinical information which should be considered in the space below: 
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