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Oxymetazoline hydrochloride ophthalmic solution (Upneeq®) – Medical Necessity Request 
**Complete page 1 for Initial Requests Only** 

 
 

 

 

 

Diagnosis (please indicate the diagnosis): 
 

□ Treatment of acquired blepharoptosis 

 

 

□ Other: ________________________________________________________________________________ 
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Oxymetazoline hydrochloride ophthalmic solution (Upneeq®) – Medical Necessity Request 
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Has the member responded to therapy demonstrated by an improvement from baseline? 

□ Yes 

 

□ No 

 

□ Other:  _______________________________________________________________________ 

 

 

 

 

 

 


