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HFS does not allow Synagis dosing prior to November 1st. HFS will accept prior authorization request forms beginning the first business day on or after October 15th of the current year for dosing starting November 1st of the current year or later. 
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 Synagis (palivizumab)
Drug Prior Authorization Request Form 
Fax completed form: 217-524-7264                                                 Prior Authorization Hotline:  800-252-8942
Check one:          
Gestational age at birth:
CHECK ALL THAT APPLY:
< 29 weeks
< 32 weeks
< 32 weeks
Age on Nov. 1st
of current year
Gestational Age
Additional Risk Factors
*CLD = Chronic Lung Disease of prematurity.
Synagis is available as a 50 mg vial (NDC 60574-4114-01) or 100 mg vial (NDC 60574-4113-01). Approvals are based on the smallest vial size needed to dose the patient based on actual weight. For information on rounding criteria, visit our website (https://www.illinois.gov/hfs/MedicalProviders/Pharmacy/Pages/CriteriaandForms.aspx).
Patient Information (required):
Pharmacy Information:
Prescriber Information (required):
Contact person for this request (required):
Weight:
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