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ANTIPSYCHOTIC EXCEPTION CRITERIA

LENGTH OF AUTHORIZATION: Up to one year

REVIEW CRITERIA:
e Clinical documentation of medical necessity due to the following:

o The patient has a diagnosis of schizophrenia, schizotypal or delusional disorder and meets the
following:
= prior authorization has been granted for the prescribed drug -OR-
= prior authorization has been granted for a similar drug class ~AND-
= the prescribed medication was dispensed within the previous 12 months

e  Medication requested must have the FDA approved indication and the patient must be within the FDA
approved age limits.

Florida Medicaid Preferred Drug List:
https://ahca.myflorida.com/medicaid/Prescribed Drug/pharm thera/fmpdl.shtml

CONTINUATION OF THERAPY

e Patient met initial review criteria.

e Documentation of improved clinical response.
e Patient has not experienced any treatment-restricting adverse effects (e.g., tardive dyskinesia, metabolic
changes).

e Dosing is appropriate as per labeling or is supported by compendia.

DOSING AND ADMINISTRATION:
e Refer to product labeling at https://www.accessdata.fda.gov/scripts/cder/daf/

lofl|Page

Children’s

Medical Services
Health Plan

OPERATED BY SUNSHINE HEALTH


https://ahca.myflorida.com/medicaid/prescribed-drugs/medicaid-pharmaceutical-therapeutics-committee/florida-medicaid-preferred-drug-list-pdl
https://www.accessdata.fda.gov/scripts/cder/daf/

	ANTIPSYCHOTIC EXCEPTION CRITERIA 
	LENGTH OF AUTHORIZATION: 
	REVIEW CRITERIA: 
	CONTINUATION OF THERAPY 
	DOSING AND ADMINISTRATION: 


