!!!!!Alert!!!!!
Prior Authorization for Antipsychotic Medications
– Please Read Below --

We are currently in the process of expanding the Peer Review Program to include all children under the age of 17. Below is the planned expansion chart of the program. If your patient is between ages 10 and 17, you will need to obtain a prior authorization no later than the date on the expansion chart (depending on the age of your patient). If you do not have an approved prior authorization, the claim for the antipsychotic will deny at the pharmacy, effective on the date shown on the chart. The prior authorization form can be found at: - (https://mmcp.dhmh.maryland.gov/pap/docs/Peer_Review_Medication_Athorization_Form.pdf) 

	Patient Age (Years)
	 
	Time Period for Prescriber to Contact Peer Review Program
	Date Prescription Will Start Denying at the Pharmacy

	10
	· 
	Early July to Early September
	September 16, 2013

	11
	· 
	Early August to Mid October
	October 22, 2013

	12 to 13
	· 
	Early September to Mid November
	November 19, 2013

	14 to 15
	· 
	Late September to Early December
	December 16, 2013

	16 to 17
	· 
	Mid October to Early January
	January 17, 2014



If your patient is age 18 or older or in the above age group but the prescription is being dispensed before the date listed in the far right column and you are prescribing a Tier II or Non-Preferred Antipsychotic medication, please submit the Tier 2 and Non-Preferred Prior Authorization Form:- (https://mmcp.dhmh.maryland.gov/pap/docs/Tier%202%20and%20NPD%20Antipsychotic%20PA.pdf)
