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Blair SCA Medication Authorization Form 

Person Receiving Services: _______________________________________________________ 

DOB:  ___________________________________ Last 4 of SS# __________________________ 

 
 
Currently in Treatment with: ____________________________________________________ 
 
Type of Medication:  
____ Vivitrol:  Provider:    Positive Recovery Solution 
 
____ Buprenorphine:  Provider: _______________________________________________ 
 
____ Brixadi: Positive Recovery Solution 
 
____ Other ___________________Provider: ______________________________________ 
 
Check Services you are requesting authorization for funding: 
 
______Initial Physician Assessment                             Date of Service: ______________ 
 
______Follow-up Physician Assessment                    Date of Service: ______________ 
 
______Urine Drug Test                                                         Date of Service: _______________ 
 
______Medication Injection                                              Date of Service: _______________ 
 
 

 
Name and Phone number of Person completing the form: (Please Print) 
 
________________________________________________________________________________ 
Fax to Blair County Drug and Alcohol:  814-381-0922.    Any questions please contact 
Executive Director or Assistant Director at 814-381-0921 
----------------------------------------------------------------------------------------------------------- 
Blair Drug and Alcohol Partnership Use Only: 
Funding Source: 
OUD Patient: __________Yes _________ No 
Specialty Court Participant:  _____Div _____IP _____ Other: _________________ 
 
 

 


