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State of Illinois
Department of Healthcare and Family Services
Prior Authorization Request Form
Abilify Maintena* / Invega Sustenna* /  Risperdal Consta / Zyprexa Relprevv
 
Fax completed form: 217-524-7264                                                                  Additional information: 800-252-8942
Patient Information (required):
Pharmacy Information (if available):
Physician Information (required):
Contact Person for this request:
Clinical Information
Medication
Is this a renewal request?   
1.  Prescribing physician is a psychiatrist:     
2.  Diagnosis is schizophrenia:     
3.  Reason for prescribing a long-acting injectable antipsychotic:
Consta: Intention to discontinue oral antipsychotics after 3 weeks of Consta therapy:     
Relprevv: Intention to observe in a registered facility with ER services for 3 hours after 1st Relprevv injection:     
Sustenna: Intention to discontinue oral antipsychotics before 1st Sustenna injection:
7.  Patient being discharged from hospital or institution on this medication:    
Identification Information
Please complete form and fax to 217-524-7264
For more information call 1-800-252-8942
Long-Acting Injectable Antipsychotics 08/2007, 12/2008, 10/2009, 12/2011, 11,2013, 6/2014
*Preferred, with Prior Approval
Maintena: Intention to discontinue oral antipsychotics after 14 days of Maintena therapy:     
6.  
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