
 

MEDICAID PHARMACY BENEFIT 

FORMULARY EXCEPTION REQUEST 

CRITERIA 
Upper Peninsula Health Plan (UPHP) provides comprehensive, evidence-based medication coverage 
aligned with the Michigan Medicaid Health Plan Common Formulary. Coverage is consistent with 
nationally recognized clinical criteria and guidelines. Certain drugs may require prior authorization,  step 
therapy, quantity limits, or age limits. Providers may utilize the prior authorization forms to request prior 
authorization, formulary exception, or medical necessity review.  For all formulary exception case 
reviews, the provider may be required to submit additional evidence or literature to support the request. 

 

UPHP Plan Product Type: Medicaid, Healthy Michigan Plan, Children’s Special Health Care Services 
(CSHCS), MIChild, Medicaid Secondary (Dual Coverage) 
 
Applications:  

• Non-formulary products 

• Formulary products (preferred and non-preferred) requiring medical necessity review for 
exceptions to established prior authorization, step therapy, quantity limits, or age limits.  

 

Universal Criteria (applies to all exception requests): 

• Product is listed on Michigan Pharmaceutical Product List (MPPL) AND  
https://mi.primetherapeutics.com/provider/ 

o Per Michigan Department of Health and Human Services (MDHHS) Medicaid Provider 
Manual, health plans are required to review requests for any prescribed medically 
appropriate product identified on the MPPL  
https://www.mdch.state.mi.us/dch- medicaid/manuals/MedicaidProviderManual.pdf 

• Appropriate* diagnosis and indication AND 
• Appropriate* dose AND 
• Appropriate* frequency and/or duration AND 
• Appropriate* location of administration (i.e. self-administration, home infusion, long-term care, 

etc.) AND 
• Drug or its intended use does not fall into a category of a non-covered Medicaid service per the 

MDHHS Medicaid Provider Manual AND 
 

Non-Formulary Product Exceptions: 

• Documented trial, failure, or contraindication to at least three preferred formulary alternatives in the 
PDL class AND  

• Documented trial, failure, or contraindication to at least three non-preferred formulary alternatives 
in the PDL class 

-OR- 

• For cases where there are two or fewer preferred or non-preferred agents, then all preferred and non-
preferred formulary agents in that PDL class must be contraindicated, ineffective or not tolerated 

-OR- 

• No other formulary drug/product has a medically accepted use for the patient’s specific diagnosis 

as referenced in medical compendia (Food and Drug Administration (FDA), Micromedex, 

American Hospital Formulary Service (AHFS), United States Pharmacopeia Drug Information for 

the Healthcare Professional (USP DI), the Drug Package Insert (PPI), or disease state specific 

standard of care guidelines) 

  

https://www.mdch.state.mi.us/dch-medicaid/manuals/MedicaidProviderManual.pdf
https://www.mdch.state.mi.us/dch-medicaid/manuals/MedicaidProviderManual.pdf


 

Age Limit Exceptions: 

• Use of the requested drug has been shown to be safe and effective based on medical compendia 

(Food and Drug Administration (FDA), Micromedex, American Hospital Formulary Service 

(AHFS), United States Pharmacopeia Drug Information for the Healthcare Professional (USP DI), 

the Drug Package Insert (PPI), or disease state specific standard of care guidelines) 

 

Quantity Limit Exceptions: 

• The number of doses available under existing formulary quantity limits has been adequately trialed 

based on the known characteristics of the drug and found to be ineffective in the treatment of the 

beneficiary’s medical condition OR  

• Based on both sound clinical, medical and scientific evidence, the known relevant physical or 

mental characteristics of the beneficiary, and known characteristics of the drug regimen, the 

existing formulary quantity limit is likely to be ineffective or adverse to the beneficiary’s medical 

condition.  

 

Step Therapy Exceptions: 

• Based on both sound clinical, medical and scientific evidence, the known relevant physical or mental 
characteristics of the beneficiary, and known characteristics of the drug regimen, all existing 
formulary step 1 therapies for the requested drug are likely to be ineffective or adverse to the 
beneficiary’s medical condition.  

 
Medical Necessity: Medical Director/Clinical Reviewer may override all above criteria when, in their 
professional judgment, the requested item is safe and medically necessary. The provider may be requested to 
submit additional evidence or literature to support this request. 
 

 

Continuation of Exception Requests: 

o All universal criteria continue to be met 

o Clinical documentation demonstrates beneficiary has had a positive clinical response to therapy 

o Clinical documentation or provider attestation demonstrates that continuation of therapy is 

medically necessary 

o Clinical documentation or provider attestation demonstrates beneficiary has not developed any 

unacceptable toxicities 

 

 

Duration of Approval for Initial and Continuation Authorizations: 

• Approval for up to 12 months (depending on diagnosis and usual treatment duration) 

 

 

 

 

 
*Appropriateness will be determined via reference to medical compendia (Food and Drug Administration (FDA), 

Micromedex, American Hospital Formulary Service (AHFS), United States Pharmacopeia Drug Information for the 

Healthcare Professional (USP DI), the Drug Package Insert (PPI), or disease state specific standard of care guidelines). 
Appropriate location of administration may be determined by referencing the MPPL or reviewer clinical judgement.  
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