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We Protect Lives.

December 6, 2012 
Dear Medical Providers and Partners, 

In the current economic environment, Georgia WIC must take steps to reduce food cost. Georgia saves 
roughly $100 per month for each infant that stays on state approved contract formula.  

In order to accomplish this goal on December 10, 2012, Georgia WIC will no longer accept 
Medical Documentation Forms requesting non-contract lactose free and lactose reduced 
formulas. This includes Enfamil Gentlease, Similac Sensitive and lactose reduced and low lactose 
store brand infant formulas.  Infants will continue to receive vouchers for their current formula until their 
medical documentation expires. These infants will be automatically switched to Gerber Good Start 
Soothe at their next WIC certification.  

Also on December 10, 2012, the following two conditions must exist for non-contract rice added 
formula requests to be honored (i.e. Similac for Spit Up and Enfamil A.R.):  

1) Diagnosis of Gastroesophageal reflux disease (GERD)   
2) AND at least one of the following qualifying conditions:  Pneumonia, Tube feed, GERD Surgery 

(Fundoplication), Poor weight gain; Drop of at least one weight channel on growth chart. 
*Note: if weights are not provided, issuance will be based on weight obtained at the WIC clinic. 
OR, diagnosis of GERD documented by pH probe test, Endoscopy, X-ray (Document type and 
date of test provided).

The additional required qualifying condition can be documented in the comment section of the WIC 
Medical Documentation Form. 

Georgia WIC anticipates the execution of a new WIC infant formula contract to begin around July 2013.  
Additional changes to the states approved formula list may be necessary depending on the contract 
award winner.  Information will be provided when a new infant formula vendor is selected.   

For questions or concerns, contact the WIC Nutrition Unit at 404-657-2884 trstormant@dhr.state.ga.us
or visit WIC.GA.GOV.  Please share as needed. 
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Georgia WIC Formula Guide 
A Reference for WIC Approved Formulas 

Effective December 2012 
“Human Milk is considered to be the gold standard for infant feeding.” 

Contract formulas not requiring medical documentation for infants (< 12 months old): 

Approved Contract Milk Based Formula:
Gerber Good Start Gentle 

Gerber Good Start 2 Gentle (age 9-11 months)

Approved Contract Lactose-Reduced Formula:
Gerber Good Start Soothe 

Approved Contract Soy Based Formula:
Gerber Good Start Soy 

Gerber Good Start 2 Soy (age 9-11 months)

Non Contract Rice-Added Formulas (Medical Documentation Required):
For participants requesting a milk-based rice-added formula the following two conditions must exist prior to issuance: 

1) Diagnosis of Gastroesophageal reflux disease (GERD)
2) AND an additional qualifying condition:  Pneumonia, Tube feed, GERD Surgery (Fundoplication), 

Poor weight gain; Drop of at least one weight channel on growth chart. (If weight not provided it will be 
based on weight obtained at WIC clinic). 
OR, diagnosis of GERD documented by pH probe test, Endoscopy, X-ray (Document type and date of 
test provided).

Approved Non Contract Rice-Added Formula:
Enfamil A.R., Similac for Spit Up, Store Brand standard milk-based rice-added formulas 

Follow WIC Medical Documentation Guidelines for all Other Formulas 

Georgia WIC DOES NOT APPROVE the following formulas for distribution: 
Any Organic Formula Gerber Good Start Protect 
Enfagrow PREMIUM Next Step or Enfagrow 
PREMIUM Toddler (All Flavors) 

Gerber Good Start 2 Protect 
Similac Advance EarlyShield 

Enfagrow Soy Next Step or Enfagrow Soy Toddler Similac Expert Care 24 
Enfamil LIPIL 24 w/iron Similac Go & Grow EarlyShield Milk-Based 
Enfamil PREMIUM Infant Similac Go & Grow EarlyShield Soy-Based 
Enfamil PREMIUM Newborn Similac Organic 
Enfamil ProSobee Similac Soy Isomil 
Enfamil RestFull Similac Sensitive 
Enfagrow Gentlease Next Step or Enfagrow 
Gentlease Toddler 

Store brand milk-based lactose-free, lactose-reduced 
formulas 

Enfamil Gentlease Store brand standard milk-based or soy-based formulas 

Questions or concerns please contact: 
Todd R. Stormant RD, LD   Kylia Crane, RD, LD 
Nutrition Unit Manager  WIC/Nutrition Coordinator 
Georgia WIC Program,  Georgia Chapter, American Academy of Pediatrics 
(404) 657-2884  (404) 881-5093 
trstormant@dhr.state.ga.us kcrane@gaaap.org

For the complete list of Georgia WIC Approved Formulas/Medical Foods, please visit us online at 
www.wic.ga.gov and click on the “Health Care Provider Information” link. Revised December 2012 
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Georgia WIC Program 
Medical Documentation Form for WIC Special Formulas and WIC Foods�

�
Patient’s First & Last Name: ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,�Date of Birth (MM/DD/YY): ,,,,-,,,,-,,,,�

Parent/Caregiver’s First & Last Name: ___________________________________________________________________
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And applicable ICD-9 or ICD-10 code(s): ___________________________________________________________________
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Name of formula/medical food requested:�,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,�
�
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'*� No Supplemental Food Restrictions: ___________ (provider initials)�
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WIC Category Contraindicated Supplemental Foods – Check the foods that should NOT be issued to the patient. 
Infants 
(6-11 mos.) ���
�����
�
�� �� 8
���6		��6
�����
���;����
����� ��

Children (� 12 mos.)
& Women

"��:� �� 8�
���-���
�� �� ;����
�����-�6
����� �� ��	����

����!���
���
�
�$

���$�	
���	����

����	
����
�& ��

������� �� ��
����8����
� �� <����� ��
��
�
�� �� =���� �� �
�����6����� �� �

Comments:
�

��%�����	
��>����� �����
�
�����������	���$��	�����
���
������������������������$�
����	�����	������
�
����������������������
���*��
�

�
%
����
������
��
��
�0��
��*�)	���
���������
��
���	
�
�
	>������
��
���!�*�*$������
�������
��&���������
�������*�

�

�
"����
��%�����-�������)
����

5�
����'��
�����
������

?����	����
��	���)����
��

6
>�)����
��

3. WIC Foods

1. Qualifying Medical Condition(s)�

4. Health Care Provider Information (Please Complete All Boxes.)�

2. Special Formula Requested

Date�����������-�������������-

Provider’s Signature/Credentials��� *Title�

Provider’s Name (Please Print):
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Approximate WIC Maximum DAILY Allowances of Reconstituted Formula for Infants* 

Feeding Method: Age 0 – 1 Month Age 1 – 3 Months Age 0 – 3 Months Age 4 – 5 Months Age 6 – 11 Months
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We appreciate your cooperation and partnership in serving the Georgia WIC population.
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Instructions & Resources for Use of This Form:

Definitions, Examples and Exclusions:
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