Idaho Medicaid Prior Authorization Criteria:

  2nd Generation Antihistamines
 Approval Criteria
1. Allergic Rhinitis (ICD-9 = 477, 477.0, 477.1, 477.8, 477.9)
2. Chronic Urticaria  (ICD-9 = 708.1,708.2, 708.3, 708.8)
OR   3.     Age < 20  or > 65 years 
Denial Criteria
· Absence of at least two claims for the following medications in the last 2 years:

· Brompheniramine

· Carbinoxamine

· Chlorpheniramine

· Clemastine

· Cyproheptadine

· Dexchlorpheniramine

· Hydroxyzine

· Diphenhydramine

· Presence of any of the following therapies in the last 30 days:

· Anticholinergic medications

· Benzodiazepines

· Skeletal muscle relaxants

· Opiates

· Tricyclic antidepressants

· Typical antipsychotics
Flow Chart of Criteria
· Refer to next page
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