






Effective June 1, 2016 
 

UNIVERSITY OF MICHIGAN –  STADOL NS (butorphanol) 

Some of the information needed to make a determination for coverage is not specifically requested on 

the Michigan Prior Authorization Request Form for Prescription Drugs.  To avoid delays in reviewing your 

request, please make sure to include all of the following information.  

Use this form ONLY for request for quantities in excess of 1 bottle/month 

 

One (1) bottle per month is payable without a prior authorization 

You must also answer ALL questions related to you patient’s condition or Dx 

For ALL patients, answer question 1   

1. Is the patient over age 65? (if no, move to Dx specific sections, if yes answer question 2) Y N 

2. Is the physician aware of the dosage adjustments recommended for the geriatric patient with butorphanol 
NS?  

Y N 

PAIN MANAGEMENT – also answer questions 3 through 6    

3. Does the patient have pain (including postoperative) AND is unable to take oral medications (including 
liquids)? 

Y N 

4. Has the patient failed other opioid pain management regimens?  Y N 

5. Does the patient require more than 1 bottle per month?  (Each bottle delivers 14-15 doses) Y N 

6. How many bottles are needed per month for treatment?  

MIGRAINE PAIN MANAGEMENT – also answer questions 7 through 11   

7. Does the patient have the diagnosis of moderate to severe migraine headache? Y N 

8. Has the patient tried and failed at least 2 other abortive migraine therapy agents (e.g., acetaminophen, 
NSAIDs, Fioricet or Midrin, Imitrex, or Migranal or Cafergot)?  Please list 2 agents tried: 

 

Y N 

9. Does the patient experience more than 3 - 4 migraine headaches per month? Y N 

10. Has prophylactic therapy been considered? Y N 

11. Has the possibility of medication-induced, rebound, or chronic daily headache been considered?  Y N 
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