
State of Idaho, Division of Medicaid
Prior Authorization Form

QUANTITY LIMIT OVERRIDE REQUEST
*CONFIDENTIAL INFORMATION*
	Phone: (208) 364-1829
	One drug per form ONLY – Use black or blue ink
	Fax: (800) 327-5541


	Participant Name:
	
	Medicaid ID #:
	
	Date of Birth:
	

	Prescriber Name:
	
	NPI #:
	
	Specialty:
	

	Prescriber Phone:
	
	Prescriber Fax:
	
	
	

	Pharmacy NPI #:
	
	Pharmacy Phone:
	
	Pharmacy Fax:
	

	
	
	
	
	
	


Medication Requested for Review (one medication per form please):

	                   Drug
	
	 Strength
	
	 Dosing Instructions
	
	Requested Length of Therapy 

    (specify days or months)

	
	
	
	
	
	
	


Indication for Therapy:

_______________________________________________________________________________________________
Medical Necessity Documentation:
Required documentation to be attached for consideration for prescription quantity override:

· Medical literature supporting requested dose.  Examples of appropriate literature include: peer-reviewed journal articles, American Hospital Formulary Service Drug Information, USP Drug Information, AMA Drug Evaluation.

· Clinical progress notes specifying failure of lower dose or alternative treatments and/or benefit of higher dose therapy.

· Other supporting clinical documentation (i.e. lab work or diagnostic reports)

Additional Information: _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Prescriber Signature:
	
	MD, NP, PA, DO, CNS, DDS
	Date:
	


By signing, physician agrees that documentation of above indication and medical necessity is available for review by Idaho Medicaid in participant’s current medical chart.

All current PA forms and criteria for use are available at: http://www.medicaidpharmacy.idaho.gov (PA Criteria & Forms)
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