
Prior Authorization Criteria Form 
This form applies to Paramount Advantage members

ADHD Under 4 years of Age (Paramount) 

Complete/review information, sign and date. Please fax signed forms to Paramount at 1-844-256-2025. 
You may contact Paramount by phone at 1-419-887-2520 with questions regarding the Prior 

Authorization process. When conditions are met, we will authorize the coverage of ADHD Under 4 years of 
Age (Paramount). 

Drug Name (select from list of drugs shown) 

Other, Please specify 

Quantity 

Route of Administration 

Patient Information 

Patient Name: 

Patient ID: 

Patient Group No.: 

Patient DOB: 

Patient Phone: 

Prescribing Physician 

Physician Name: 

Physician Phone: 

Physician Fax: 

Physician Address: 

City, State, Zip: 

Frequency Strength 

Expected Length of Therapy 

Diagnosis: ICD Code: 
--------------

Comments: 

Please circle the appropriate answer for each question. 

1. Is the patient under 4 years of age? Y N 

[If no, wrong criteria.] 

2. Does the patient have one of the following diagnoses: A) Y N 

Attention Deficit Disorder (ADD) or Attention Deficit Hyperactivity
Disorder (ADHD), B) Autism, C) Brain Injury or other significant
neurological disorders affecting the brain, D) History of cancer
affecting the brain [e.g., acute lymphoblastic leukemia (ALL),
malignant brain tumors, etc], E) Off-label diagnosis with support
in compendia for use of ADHD stimulants?

[If no, then no further questions.] 

3. Is the prescription written by or in conjunction with the Y N 

recommendation from a pediatric neurologist, child and 
adolescent psychiatrist, pediatric hematologist/oncologist, child 
development pediatrician or a specialist with qualifications fitting 
of the off-label diagnosis? 

[If no, then no further questions.] 

4. Is this an INITIAL review by Paramount AND chart notes have Y N 
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been submitted documenting evidence of comprehensive 
evaluation by the prescriber or in consultation with the 
prescriber? 

[If no, skip to question 7 .] 

5. Is the request for a non-formulary medication? Y N 

[If no, then skip to question 8.] 

6. Is the patient unable to take MORE THAN HALF of the preferred Y N 

formulary alternatives for the given diagnosis due to inadequate
treatment response, intolerance, or contraindication? If yes,
documentation is required for approval. Provide documentation
including name of medication(s) tried, dates of trial(s) and reason
for treatment failure(s), intolerance and/or contraindication
whichever are applicable.

[If no, then no further questions.] 

[f yes, then skip to question 8.] 

7. Has documentation been submitted that the patient's condition Y N 

has improved based upon the prescriber's assessment while on
therapy or that dosage titration may be needed for improved
response?

[If no, then no further questions.] 

8. Does the current prescribed quantity and dose fall within dosing Y N 

guidelines found in the compendia of current literature
(examples: package insert, AHFS, Lexicomp, Clinical
Pharmacology, Micromedex, current accepted guidelines)? If yes,
documentation is required for approval. Provide documentation
including name of medication, quantity, strength, directions and
duration requested.

I affirm that the information given on this form is true and accurate as of this date. 

Prescriber (Or Authorized) Signature and Date 
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