
 

Fax Completed Form to: 
866-254-0761 

For questions regarding this 
Prior authorization, call 

866-705-5391 

 
 

DISPENSE AS WRITTEN PRIOR AUTHORIZATION 
SD DEPARTMENT OF SOCIAL SERVICES 
MEDICAL SERVICES DIVISION 

 
 

SD Medicaid requires that patients receiving brand name medications (with a generic available) first try and fail the 
generic product.  A PA may be given for one the following reasons: 

• The generic product was not effective 
• There was an adverse reaction with the generic product 
• The generic product is not available 

If a drug is on the South Dakota Narrow Therapeutic Index list, the drug is excluded from the PA requirement 
 
Part I:  RECIPIENT INFORMATION (To be completed by physician’s representative or pharmacy) 
RECIPIENT NAME: RECIPIENT 

MEDICAID ID NUMBER: 
Recipient 
Date of birth:                      /                /  
Part II:  PHYSICIAN INFORMATION (To be completed by physician’s representative or pharmacy) 

PHYSICIAN NAME: 
PHYSICIAN 
MEDICAID ID NUMBER: 

City: FAX:  (      ) Phone:  (      ) 
Part III:  TO BE COMPLETED BY PHYSICIAN 

Requested Dosage: (must be completed) REQUESTED BRAND NAME DRUG:   
    

Diagnosis for this request: 
 

Qualifications for coverage: 
 
Has treatment with the generic equivalent been attempted?          YES             NO 
 
If yes, please indicate the reason for discontinuation below. 
 

 
 

 Adverse reaction to the generic equivalent (FDA Medwatch form is required – form is available at www.fda.gov or 
www.hidsdmedicaid.com) 

 
 
 

 Contraindication of generic equivalent (please provide medical justification in this space): 
 

    
               
 

Physician Signature:  Date: 
Part IV:  TO BE COMPLETED BY PHARMACY 

  

PHARMACY NAME: 
SD MEDICAID 
PROVIDER NUMBER: 

 
Phone:  (        ): FAX::  (        ) 

Drug: NDC#: 

Part V:  FOR OFFICIAL USE ONLY   
 
Date:                                             /                        /  Initials:  ________ 
Approved -  
Effective dates of PA:       From:                /                       /  To:                          /                          / 
Denied: (Reasons) 
   

http://www.fda.gov/
http://www.hidsdmedicaid.com/
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