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Antipsychotic Prior Authorization Form – Fill Out and Use This PDF


An antipsychotic prior authorization form is a document that identifies the individual’s particular mental health condition and provides information about his or her psychiatric care.



							Get Form Now
						Download PDF








Antipsychotic Prior Authorization Form PDF Details


There is a new antipsychotic prior authorization form that pharmacies and prescribers will need to use for all outpatient prescriptions of antipsychotics. The form went into effect on January 1, 2017, and is required for all Medicaid members. This form will help ensure that patients are receiving the most appropriate medication for their condition. Prescriptions written before January 1, 2017, do not need to be resubmitted using the new form. For more information on the new antipsychotic prior authorization form, please visit our website or contact us by phone or email. Thank you for your continued support of our pharmacy!

	Question	Answer
	Form Name	Antipsychotic Prior Authorization Form
	Form Length	1 pages
	Fillable?	No
	Fillable fields	0
	Avg. time to fill out	15 sec
	Other names	how to fill out medical prior authorization university of maryland, md antipsychotic form, maryland physician care prior auth form, maryland medicaid prior authorization form antipsychotic
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Form Preview Example







Maryland Medicaid Pharmacy Program ***Complete only for patients age 10 years and older*** Phone: 1-800-932-3918 and Fax: 1-866-440-9345

Tier 2 and Non-Preferred Antipsychotic Prior Authorization Form

Prescriber Information

Prescriber Name: _______________________________________NPI #: _______________Specialty: ___________

Mailing Address: _______________________________________________________________________________

Tel: ________________ Fax: _______________ Email: ________________________________________________

Patient Information

Patient Name: _____________________________________________ Patient MA#: _________________________

Mailing Address: _______________________________________________________________________________

DOB (MM/DD/YY): _________________ Male ___ Female ___ Height (inches): _______ Weight (pounds): _______

DSM - IV - TR Diagnosis (check all that apply)





ADHD

Anti-social or Borderline Personality D/O

Asperger’s Disorder or PDDNOS Autistic Disorder

Bipolar Disorder

Conduct or Oppositional Defiant D/O Dementia




Generalized Anxiety Disorder Major Depressive Disorder Mental Retardation Obsessive Compulsive D/O Panic Disorder

Psychotic D/O Not Schizophrenia (specify):____________________




PTSD

Schizoaffective D/O

Schizophrenia

Social Phobia

Tourette’s Disorder

Other (specify):

____________________






Target Symptoms (check all target symptoms for which drug is being prescribed)





Aggression

Assault

Delusion

Depression




	Hallucinations
	Mania

	Insomnia
	Mood lability

	Irritability
	Self-injurious Behavior

	 
	Other:_________________








Antipsychotic for which authorization is being sought: (check)





Abilify®

Fanapt®

Fazaclo®

Invega®




Invega Sustenna® Latuda® olanzapine olanzapine/fluoxetine




Saphris® Seroquel XR® Zyprexa Relprevv® other: _________






Dosage Form: ________________Strength: ______________ Frequency: __________________Quantity: __________

Dosage Form: ________________ Strength: _________ ______Frequency: __________________Quantity: __________





	Is requested medication a continuation of therapy from an inpatient setting?
	Yes
	No

	Does the patient have a condition that prevents the use of the preferred medication?
	Yes






No






If yes, please specify: ________________________________________________________________





Is there a drug-drug interaction between another medication and the preferred medication?  Yes

If yes, please specify: ________________________________________________________________

Has the patient experienced treatment failure with other medications?  Yes  No




No






If yes, please list which medications the patient has tried:





Medication Name




Strength/Frequency




Duration of Treatment




Compliance

(at least 6 days/wk)




Reason for Discontinuation






I certify that the benefits of antipsychotic treatment for this patient outweigh the risks.

Prescriber Signature: ___________________________________________ Date: _________________________




(DHMH Sept. 2012)














Antipsychotic Prior Authorization Form isn’t the one you’re looking for?












Related Documents

	Hmsa Quest Prior Authorization Form
	Medexpress Employer Authorization Form
	Medical Management Authorization Form
	Drug Prior Authorization Form










	
Home	Sign In
	About Us
	Contact Us



	Privacy Policy
	Terms of Services
	FAQ
	CCPA
	DMCA
	Pricing





Browse documents

	Last Will Template
	Bill of Sale
	Vehicle Bill of Sale
	Living Will
	Power of Attorney Forms
	Top PDF Forms
	Other PDF Forms
	PDFs in Alphabetical Order
	All Legal Documents
	Knowledge Base
	PDF Editor
	Embed PDF
	PDF Converter





FormsPal Contacts

ALTITUDE SOFTWARE LLC-FZ

Address: W1-SO11, Shed No.23, Al Hulaila Industrial Zone-FZ, RAK, United Arab Emirates

Email: support@formspal.com

Phone: 888-603-4461

Monday-Friday 2AM - 12PM EDT





© 2024 ALTITUDE SOFTWARE LLC-FZ. All rights reserved. ALTITUDE SOFTWARE LLC-FZ (“FormsPal”) is not a law firm and is in no way engaged in the practice of law. This website is not intended to create, and does not create, an attorney-client relationship between you and FormsPal. All information, files, software, and services provided on this website are for informational purposes only..




