State of Idaho, Division of Medicaid
Xanax XR® 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 #


Phone:




Prescriber Specialty:



Prescriber Fax:







Pharmacy:




Phone



Fax:




Xanax XR is approved for payment for eligible clients that have a diagnosis of panic disorder with or without agoraphobia, who have had successful treatment with regular release alprazolam or an alternative benzodiazepine for a minimum of 30 days within the last 6 months, and are  unable to adhere to more than once daily therapy.
Medication Requested:


Xanax XR
Strength:

      
Dosing Instructions______________________

Diagnosis

· Panic Disorder

ICD-9 = 300.1

· Panic Disorder with agoraphobia 
ICD-9 = 300.21

	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.


Has the client been successfully treated with either regular release alprazolam or another benzodiazepine for at least 30 days within the last 6 months?
· Yes


Drug: _____________ Dose:______________Dates of Treatment :___________
· No

Is the client currently receiving  any other medication more than one time daily?
· Yes
· No
Prescriber Signature:






Date:






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


Additional information is available at http://www2.state.id.us/dhw/medicaid/providers/pharmacy.htm 

Medicaid Office Use Only 	





Date:			RPH:			           Tech:	__________ PA#:		_____


( Approved


( Changed	Comments:	__									___


( Denied							










9/10/2003

