Fax Form to: 701-328-1544

Multiple SrTUp'sA\yctEoulcst.Ovelr:nde Request Please include “Attention:
rior Authorization Form Pharmacy”

Prior Authorization Vendor for ND Medicaid

ND Medicaid requires that members receiving a prescription for multiple antipsychotics to meet specific clinical criteria
for coverage which can be found at_https://ndmedicaid.acentra.com/ndpdl/

e Documentation required for wearing off of long-acting injectables:
o **Completed MedWatch form(s) must be attached to this request***
0 Shortened intervals are not covered. Reference the PDL for oral overlap policy.

Member Name Member Date of Birth Member Medicaid ID Number
Prescriber Name Prescriber NPI
Telephone Number Fax Number Address
Diagnosis for the Request: City State Zip Code
Requested Drug, Strength, and Directions: Dosage Form (e.g., tablet): The request is for:

O Cross-tapering

O Concurrent ongoing use

The following questions are used to assess whether the member bypasses prior authorization criteria:

1. Are you establishing care with the member? OYES ONO

2. Is the request for continuation of a regimen initiated during recent hospitalization? OYES ONO
a. If yes, please provide the following information:

i. Discharge date:

i. Member’s next follow up appointment to reassess the requested regimen:

iii. Expected duration, justification, and plan for continued assessment of concurrent use:

3. Is the request for using aripiprazole for hyperprolactinemia?
O YES - you do not need to complete the remainder of the form

O NO

4. Is the request for cross-tapering with an expected timeline of less than three months?
O YES - you do not need to complete the remainder of the form

O NO - please provide justification for cross-tapering longer than three months and expected timeline:

PART A: Assessment of clozapine use for schizophrenia and bipolar disorder requests.
After two trials of antipsychotic medication, a trial of clozapine is recommended. Clozapine is also recommended for a patient with persistent
risk of suicide or aggressive behavior. Clozapine is often underused and many patients would benefit from earlier consideration of clozapine. A
trial of clozapine should not be delayed by multiple attempts at augmentation therapy. Guideline Statements and Implementation | Practice
Guidelines (psychiatryonline.org). Clozapine may be particularly effective for treatment of refractory illness.bipolar.pdf (psychiatryonline.org)

1. Is clozapine an option for duplicate antipsychotic for unresolved symptoms? OYES ONO
If no, why not:



https://ndmedicaid.acentra.com/ndpdl/
https://psychiatryonline.org/doi/full/10.1176/appi.books.9780890424841.Schizophrenia03
https://psychiatryonline.org/doi/full/10.1176/appi.books.9780890424841.Schizophrenia03
https://psychiatryonline.org/pb/assets/raw/sitewide/practice_guidelines/guidelines/bipolar.pdf

PART B: general qualifications for coverage for all requests
1. Is the first medication at max dose?
O YES - please provide justification why the agent cannot be switched to an alternative agent:

0 NO - please provide justification why the agent cannot be titrated to maximum dose:

2. If the member’s symptoms resolve after the addition of a second agent, will the discontinuation of the 0O YES 0[O NO
first agent be considered?
If no, why not:

3. General justification for concurrent antipsychotic use (please note, antipsychotics can target multiple areas).
a. Breakthrough symptoms:
b. Contributing factors and mitigation efforts:

c. Goals of therapy (e.g., expected outcomes):

d. Follow up plan:

Part C: ANTIPSYCHOTIC history for all requests
Medication and MAX Dose Trialed Start/Stop Dates Reason for discontinuation

Part D: other psychotropic history for members with indications other than schizophrenia
Medication and MAX Dose Trialed Start/Stop Dates Reason for discontinuation

PART E: for insomnia/anxiety requests

Antipsychotics for primary use of insomnia will not be approved.

1. Is hydroxyzine an option for sleep and/or anxiety? OYES ONO
If no, why not:

O | confirm that | have considered a generic or other alternative and that the requested drug is expected to result in the successful medical
management of the member.

Prescriber (or Staff) / Pharmacy Signature** Date

**: By completing this form, | hereby certify that the above request is true, accurate and complete. That the request is medically necessary,
does not exceed the medical needs of the member, and is clinically supported in the member’s medical records. | also understand that any
misrepresentations or concealment of any information requested in the prior authorization request may subject me to audit and recoupment.
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