State of Idaho, Division of Medicaid

Antiepileptic Drugs

 PRIOR AUTHORIZATION FORM

*CONFIDENTIAL INFORMATION*

Phone: 1-208-364-1829     
     One drug per form ONLY – Use black or blue ink          Fax: 1-208-364-1864
	Patient Name:
	 
	 
	 
	Medicaid ID#:
	 
	 
	 
	Date of Birth:
	 

	 
	
	
	
	
	
	
	
	
	
	 

	Prescriber Name:
	 
	 
	State License #:
	 
	 
	Specialty:
	 
	 

	 
	
	
	
	
	
	
	
	
	 

	Prescriber Phone:
	 
	Prescriber Fax:
	 
	 
	
	
	 

	 
	
	
	
	
	
	
	
	
	
	 

	Pharmacy/Store#:
	 
	 
	 
	Phone:
	 
	 
	 
	Fax:
	 
	 


All agents will be approved for payment within the approved dosage quantities and age limits for the following 
indications only.  Brand name medications will be approved for payment for eligible clients who have failed adequate
trials with therapeutically equivalent generic formulations from at least two different manufacturers.  The FDA
MedWatch form must be submitted to the FDA and/or the manufacturers of the failed generic preparations.

	Drug
	Indication(s)

	Keppra®(levetiracetam)
	Seizure disorder

	Lamictal® (lamotrigine)
	Seizure disorder or Bipolar Disorder

	Gabapentin (Neurontin®)
	Seizure disorder or Neuropathic Pain

	Topamax® (topiramate)
	Seizure disorder or Migraine headache

	Trileptal® (oxcarbazine)
	Seizure disorder or Bipolar Disorder

	Zonegran® (Zonisamide)
	Seizure disorder


Medication Requested:
	Drug
	Strength
	
	Dosing Instructions

	· Keppra ®
	
	
	

	· Lamictal ®
	
	
	

	· Gabapentin/Neurontin ®
	
	
	

	· Topamax ®
	
	
	

	· Trileptal ®
	
	
	

	· Zonegran ®
	
	
	


	Therapeutic Use Justification:



	· Epilepsy/Seizure disorder (ICD-9 = 345)

· Neuropathic Pain (ICD-9 = 356, 357, 337, 277.3, 250.6, 354, 355, 729)

      Description: ________________________________________________________________________
· Migraine headache (ICD-9 = 346) 

· Bipolar disorder (ICD-9 = 296)


	Other Pertinent Information for Review:

	

	

	


To ensure continuity of care, please make sure corresponding ICD-9 diagnosis codes are submitted on professional office claims to Medicaid on a routine basis.
Prescriber Signature:















Date:







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

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





Date: _______________	 RPh:  __________    	Tech:  _________	PA#:  ___________________________________


	


Approved	Comments:  ______________________________________________________________________


Denied		 ________________________________________________________________________________











Rev. 5/2005

