Physician Request Form for Antipsychotic Medications for Minors
Fax to Pharmacy Services at 855-829-2872, or call 855-251-0966
to speak to a representative. Form must be completed for processing.

Member name: Member ID:
Member address: Date of Birth:
City: State: Zip:

Physician name: NPI:
Physician address: Phone:

City: State: Zip: Fax:

Contact name:

Physician specialty:

Requested drug name, strength and dosage form:

Day Supply: Number of Refills:

Directions:

e  What is the members diagnosis?

e Isthisa: Olinitial Request or [JReauthorization Request

Has the patient received baseline monitoring or are they presently scheduled to receive them? J Yes [ No
e Labs must be submitted containing:
. Fasting glucose or HBA1C
e  Fasting lipid panel including LDL, HDL, Total Cholesterol, and Triglycerides
e  Patient weight or waist circumference
e  Blood Pressure
e Abnormal Involuntary Movement Scale (AIMS) or Dyskinesia Identification System Condensed User Scale (DISCUS)

e If required labs cannot be provided or are unavailable during this request, will all required laboratory documentation be submitted within 30 days?
[dYes [INo

®  Does patient have a reason labs cannot be performed? (Please explain)

e Doesthe member have major depressive disorder or Obsessive compulsive disorder? [lYes [INo
e Doesthe member continue to have symptoms despite behavioral, cognitive, and family based therapies? CdYes [INo
e Has the member tried and have an inadequate response to two antidepressants for at least 4 weeks? CIYes [INo

e Does the patient have aggression due to autism, tic disorders, disruptive behaviors, conduct disorders, or
intellectual disabilities? LlYes [INo
e Has a treatment that addresses all behaviors been attached with the request? CYes [INo
e Are co-morbid conditions being addressed [dYes [INo
e Doesthe member continue to have symptoms despite behavioral, cognitive, and family based
therapies? (0Yes [CINo

Physician Signature: Print Name: Date:

PERFORMRE,”
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