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Four Prescription Policy
Prior Authorization Request Form 
The purpose of the Four Prescription Policy is to have providers review the entire medication regimen for patients taking more than four qualifying medications, and where possible and clinically appropriate, to reduce duplication, unnecessary medications, or poly-pharmacy. After reviewing your patient's full medication profile, you should use this form to request prior approval for each medication you determine necessary. Be sure to provide clinical information as to the need for the medication. There is NO LIMIT on how many medications a patient may receive if the medications are clinically appropriate. 
 
NOTE: The following medications do not require prior approval due to the Four Prescription Policy: oncolytics; anti-retroviral agents; immunosuppressives; antipsychotics; and non-drug items such as blood glucose test strips and monitors. 
Patient Information (required):
Pharmacy Information:
Prescriber Information (required):
Contact person for this request (required):
Clinical Information
3.
2.
1.
State of Illinois
Department of Healthcare and Family Services
State of Illinois Seal
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2.
1.
3.
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1.
3.
2.
1.
I acknowledge that I have reviewed this patient's current medication profile and have determined the requested medications are medically necessary.
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