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Prior Authorization Criteria Form
This form applies to Paramount Advantage Members Only

Vyvanse

Complete/review information, sign and date. Fax signed forms to Paramount Advantage at 
1-844-256-2025. Please contact Paramount Advantage at 1-419-887-2520 with questions 
regarding the Prior Authorization process. When conditions are met, we will authorize the

coverage of Vyvanse (Paramount).

Drug Name (select from list of drugs shown) 
Other, Please specify

Frequency   Strength

Vyvanse (lisdexamfetamine)

Quantity
Route of Administration Expected Length of Therapy  

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:

Diagnosis:   ICD Code:

Comments:

Please circle the appropriate answer for each question.
1.  Does the patient have a diagnosis Binge Eating Disorder (BED)?

2.  Is this a request for continuation of a previously PARAMOUNT-approved therapy?

[If no, then skip to question 4.]

3.  Has the patient had partial or full remission since Vyvanse was initiated?

[If yes, then skip to question 10.]

4.  Is the diagnosis made by a psychiatrist or psychiatric specialist (such as a nurse practitioner) 
working through a provider who is accredited by Paramount or Ohio Department of Medicaid (ODM)?

5.  Is documentation provided that the patient experiences recurrent and persistent episodes of binge 
eating (at least once weekly for a duration of three months or longer)?
[Note: DSM-V criteria for classification of BED are: Mild (1-3 episodes per week), Moderate (4-7 
episodes per week, Severe (8-13 episodes per week), Extreme (14 or more episodes per week).]

Y   N

Y   N

Y   N

Y   N

Criteria: 
 Approved:  
Reviewed: 4/20/2018

Y   N



2/2

6.  Is documentation provided supporting that episodes of binge eating are associated with THREE or 
more of the following: A) Eating much more rapidly than normal, B) Eating until uncomfortably full, C) 
Eating large amounts of food when not feeling physically hungry, D) Eating alone because of 
embarrassment or shame by how much one is eating, E) Feeling disgusted with oneself, depressed, 
or very guilty after overeating?

7.  Is documentation provided supporting that the patient experiences marked distress regarding 
binge eating?

8.  Is documentation provided that supports the absence of regular compensatory behaviors (such as 
purging, excessive exercise, laxatives, etc.)?

9.  Has the patient had clinically appropriate trials of two or more antidepressants / anticonvulsants 
with compendia evidence for use in Binge Eating Disorder (BED) [SSRI antidepressants, topiramate, 
etc.] OR the patient has contraindications to both antidepressants and anticonvulsants with 
supportive evidence?

10. Has the prescribing psychiatrist, psychiatric physician assistant or psychiatric nurse practitioner 
reviewed an OARRS report immediately prior to submitting this authorization request for history of 
controlled substances dispensed to this patient?

11. Is the patient actively participating and cooperating in nutritional, cognitive-behavioral, 
interpersonal therapy or other psychological therapy with the specific goal of addressing the Binge 
Eating Disorder (BED)?

12. Have all of the patient s previous therapy (psychotherapy and/or medications) failed to impact the 
Binge Eating Disorder (BED) diagnosis and symptoms, necessitating further need with a controlled 
substance?

13. Is the patient 18 years or older?

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

Prescriber (Or Authorized) Signature and Date

Y  N

Y  N

Y   N

Y   N

Y   N

Y   N

Y   N

Y   N




