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Office of Medical Assistance Programs 
Fee-for-Service, Pharmacy Division 

Phone 1-800-537-8862 Fax 1-866-327-0191 

 

 

ANTICONVULSANTS PRIOR AUTHORIZATION FORM 

To review the prior authorization guidelines and Quantity Limits for Anticonvulsants, please refer to the Medical Assistance Pharmacy Services website 
accessible at: http://www.dhs.pa.gov/provider/pharmacyservices/index.htm 

PRIOR AUTHORIZATION REQUEST INFORMATION PRESCRIBER INFORMATION 

New request 
Renewal request 

Additional info 
PA#: ____________ 

# of pages in request: 

____________ Prescriber name: 

Name of office contact:  Specialty:  

Contact’s phone number: State license #: 
LTC facility 
contact/phone:  NPI:  

MA Provider 
ID#:  

RECIPIENT INFORMATION Street address: 

Recipient Name: Suite #:  City/state/zip: 

Recipient ID#:  DOB: Phone:   Fax: 

CLINICAL INFORMATION 

Non-preferred medication requested: (ALL requests – answer question 1; if request is for a drug marked with ** answer questions 1 and 2.) 
Aptiom tablet 
Banzel suspension 
carbamazepine susp. 
carbamazepine tablet 
carbamazepine XR tablet 
Carbatrol ER capsule** 
clonazepam ODT 
Depakene capsule** 
Depakene solution** 
Depakote DR tablet** 
Depakote ER tablet** 
Depakote sprinkles 

diazepam rectal gel  
Dilantin capsule** 
Dilantin Infatab** 
Dilantin susp.** 
divalproex sprinkles 
Epitol tablet 
Equetro capsule 
ethosuximide capsule 
felbamate susp. 
felbamate tablet 
Felbatol sups. 
Felbatol tablet 

Fycompa tablet 
gabapentin solution  
gabapentin tablet 
Keppra tablet** 
Keppra solution** 
Keppra XR tablet 
Klonopin tablet** 
Lamictal starter kit 
Lamictal tablet** 
Lamictal ODT 
Lamictal XR tablet 
Lamictal XR dosepak 

lamotrigine dose pack 
lamotrigine ODT  
lamotrigine ER tablet 
levetiracetam ER tablet 
Lyrica solution 
Mysoline tablet** 
Neurontin capsule** 
Neurontin solution 
Neurontin tablet 
Onfi suspension 
Oxtellar XR tablet 
Phenytek capsule** 

Potiga tablet  
Qudexy XR sprinkles 
Sabril tablet  
Sabril powder packet 
tiagabine tablet 
Topamax tablet** 
topiramate ER sprnk cap 
Trileptal tablet** 
Trokendi XR capsule 
Zarontin solution** 
Zonegran capsule** 
___________________ 

 

Strength: Directions: Quantity: Refills:  

Diagnosis (submit documentation):      DX code (required): 

1. Does the Recipient have a history of trial and failure, contraindication, or intolerance to the preferred 
Anticonvulsants? Check all that apply. 

Banzel tablet 
carbamazepine chewable 
carbamazepine ER capsule 
Celontin Kapseal 
clonazepam tablet 
Diastat rectal gel 
Dilantin 30 mg capsule 
divalproex DR tablet 
divalproex ER tablet  
ethosuximide solution 

gabapentin capsule 
Gabitril tablet 
lamotrigine tablet 
levetiracetam tablet or sol’n 
Lyrica capsule 
Onfi tablet 
oxcarbazepine tab or susp. 
Peganone tablet 
phenobarbital tablet, elixir, sol’n 
phenytoin chew, tab, cap, susp 

primidone tablet 
Tegretol susp. or IR or ER tab 
Topamax sprinkle 
topiramate tablet or IR sprinkles  
Trileptal suspsension 
valproic acid capsule or solution 
Vimpat tablet or solution 
Zarontin capsule 
zonisamide capsule 

 

Yes  Submit 
documentation of drug 
regimens tried and 
therapeutic failure, 
contraindications, and/or 
intolerances. 
 

No 

2. For a request for a non-preferred brand name product when the FDA-approved generic 
equivalent is preferred (products are indicated with ** in the non-preferred list above), has the 
Recipient tried the preferred generic product? 

Yes – Submit documentation supporting the 
medical necessity of the brand name product. 

No 

PLEASE FAX COMPLETED FORM WITH REQUIRED CLINICAL DOCUMENTATION TO DHS – PHARMACY DIVISION. 

Prescriber Signature: Date: 
Confidentiality Notice:  The documents accompanying this telecopy may contain confidential information belonging to the sender.  The information is intended only for 
the use of the individual named above.  If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution or taking of any telecopy is 
strictly prohibited.   

http://www.dhs.pa.gov/provider/pharmacyservices/index.htm

