
Hepatitis C Therapy Treatment Agreement 

Louisiana Medicaid and Shared Health Plans 
 

Prescriber Instructions:  Please submit the completed treatment agreement with the initial prior authorization requests for  

simeprevir (Olysio®), sofosbuvir (Sovaldi®), or telaprevir (Incivek®). 
 

Patient Information Prescriber Information 

Name: 
 

Name: 

Medicaid Recipient ID Number:   
 

Medicaid Provider ID Number or NPI:   

Date of Birth:  
 

Office Contact Name:  

Hepatitis C Medication Regimen: 
 

(11 11 1 1 1 111111/111 1  1 1 1111111/1111   11 1111 1111)                                   

Telephone Number: 
 
Fax Number:   

 

Patient Instructions:  Please read this treatment agreement carefully.  Please initial each item to show you have read 
and understand it.  Be sure to ask any questions you have before you sign it.  Sign at the bottom of the form. 

 
 

Patient’s 
Initials 

1. I have been told how to take my hepatitis C medicines.  I understand how to take them.  I am aware of possible 
side effects.  I understand why it is important to finish all the therapy.  
 

 

2. I will take my hepatitis C medicines like my doctor said.  I will not miss doses. 
 

 

3. I understand that if I miss doses, Medicaid may no longer pay for my hepatitis C medicines. 
 

 

4. I will tell my doctor and pharmacist the medicines I take.  I understand there may be some medicines I cannot 
take with my hepatitis C medicines.   
 

 

5. I understand that Medicaid may only pay for hepatitis C medicines for a certain number weeks over my lifetime.  
For example: 

Medicines How many weeks will Medicaid pay? Treatment weeks based on… 

Simeprevir                 
( Olysio®) 

No more than 12 straight weeks              
(84 straight days) 

 the amount of hepatitis C virus in my 
blood while on simeprevir. 

Sofosbuvir 
(Sovaldi®) 

No more than 48 straight weeks           
(336 straight days) 

 the amount of hepatitis C virus in my 
blood while on sofosbuvir; 
 

 the hepatitis genotype that I have; and 
 

 if I have liver cancer or not.  

Telaprevir 
(Incevek®) 

No more than 12 straight weeks              
(84 straight days) 

 the amount of hepatitis C virus in my 
blood while on telaprevir. 

   
 

 

6. I understand that past use of certain hepatitis C medicines may keep me from using medicines like them again. 
 

 

7. I have not abused alcohol or other drugs within the past year. 
 

 

8. I understand that blood alcohol and urine drug screens are required before I start taking my hepatitis C 
medicines. 
 

 

9. I understand that random drug and alcohol testing may be required while I am taking my hepatitis C medicines. 
 

 

10. I am (OR my female partner is) not pregnant. 
 

 

11. I am (OR my female partner is) not planning on getting pregnant while I am on my hepatitis C medicines and for 
at least 6 months after I finish them.   
 

 

12. I (OR my female partner) will use two forms of non-hormonal birth control while I am taking my hepatitis C 
medicines and for at least 6 months after I finish taking them.   
 

 

13. I (OR my female partner) will have monthly pregnancy testing while I am taking my hepatitis C medicines.   
 

 
 

I have read the above statements and understand the agreement. 
 

Patient Signature: ________________________________________________             Date:  ________________________ 
 

Physician Signature: _______________________________________________            Date:  ________________________ 


