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Non‐FFormulary//Exceptionn Inquiry 

Moliina Healthcaare of Floridaa Phone NNumber: (8888) 560‐5716 
Fax Nummber: (877) 5508‐5738 

Instruuctions: Pleasee complete all applicable secttions clearly. AAttach any add itional documeentation that i s important foor the review. 

Patient Informatioon 

*Firstt Name: *Lasst Name: MMI: *Phone Numbber: 

*Address: *CCity: *SState *Zip Code: 

*Datee of Birth: Male 
 Female 

Height Weight Allergies: 

*Molina ID Numberr: 

Non‐Formula ry Drug Infoormation 

*Drugg Name: Strenggth: Frequency: 

Diagnnosis: 

Phhysician (Preescriber) Infoormation 

*Firstt Name: *Laast Name: SSpecialty: 

Addreess: Ciity: SState Zip Code: 

*Phone Number Faxx Number: Email Address : 

Moolina Healthcarre of Florida wwill contact the physician abovve to obtain thhe necessary innformation. 
* Reqquired informa tion 
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