
Effective: December 1, 2011 Revised:  April 17, 2023 

INDIANA HEALTH COVERAGE PROGRAMS (IHCP) PHARMACY BENEFIT 
EARLY REFILL PRIOR AUTHORIZATION REQUEST FORM 

Today’s Date 
/ / 

**All sections must be completed by requesting Prescriber or Pharmacist or the request will be returned** 
Patient’s 
Medicaid # Date of Birth / / 

Patient’s Name Prescriber’s or 
Pharmacist’s Name 

Prescriber’s or 
Pharmacists IN 
License # 

Specialty 

Prescriber’s or 
Pharmacy’s 
NPI # 

Prescriber’s or 
Pharmacist’s Signature 

Return Fax # - - Return Phone # - - 

Please select reason for request below: 
Retail Pharmacy: 
□ Previous claim has wrong days supply and cannot be reversed/resubmitted
□ Change in dosage
□ School/work supply for non-transportable items
□ Released from hospital, Long Term Care (LTC) facility, or group home
□ Vacation/absence from Indiana residence to place outside of Indiana (1 approved request per medication per 365

days)

□ Non-controlled medication lost, spilled, or damaged  (1 approved request per medication per 365 days)

□ Non-controlled medication stolen or destroyed by fire (documentation from law enforcement or insurance must be
attached), or destroyed by a natural disaster

Controlled medication: (Requires prescriber’s signature, LTC facility requests will be denied) 
□ Medication has been lost or spilled (1 approved request per medication per 365 days)

□ Medication has been stolen or destroyed by fire (documentation from law enforcement or insurance must be
attached), or destroyed by a natural disaster

LTC Pharmacy: (Controlled and Non-controlled) 
□ Previous claim has wrong days supply and cannot be reversed/resubmitted
□ Change in dosage
□ New admit or re-admit
□ Patient is going on leave of absence
□ Patient has a PRN order and a routine order with different prescription numbers
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D 
MD, ise 

Fax to: (858) 790-7100 
do Medlmpact Healthcare ystems, Inc. 
Attn: Prior Authorization Department 

10181 cripps Gateway ourt, San Diego, CA 92131 
Phone: (800) 788-2949 

MDwise 
A McLaren Company 



Effective: December 1, 2011 Revised:  April 17, 2023 
. 

Medication Quantity Dosage Regimen 

If necessary, add a brief summary that would help document the need for an early refill of the medications 
listed above.   

CONFIDENTIAL INFORMATION 
This facsimile transmission (and attachments) may contain protected health information from the Indiana Health Coverage 
Programs (IHCP), which is intended only for the use of the individual or entity named in this transmission sheet.  Any 
unintended recipient is hereby notified that the information is privileged and confidential, and any use, disclosure, or 
reproduction of this information is prohibited. 
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