
  

  

 

 

 

PA Criteria 
Prior Authorization Group    ABIRATERONE  
Drug Names   ABIRATERONE ACETA TE, ZYTIGA   
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Node-positive (N1), non-metas  tatic (M0) prostate cancer     
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    ACITRETIN  
Drug Names   ACITRETIN  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Prevention of non-melan  oma skin cancers    in high risk indiv   iduals, Lichen planus  ,  

Keratosis follic ularis (Darier Disease).    
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   Psoriasis: The patient has experien    ced an inadequa  te treatment response  , intoleran ce,  

or contraind ication to methotrexa  te or cycl  osporine.  

Prior Authorization Group    ACTIMMUNE  
Drug Names   ACTIMMUNE  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Mycosis fungoides , Sezary syndrom  e.  
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    ADEMPAS  
Drug Names   ADEMPAS  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For pulmona ry  arterial hypertens ion (PAH ) (World Health Organiz   ation [WHO] Group    

1): PAH was confirme   d by right heart catheteri    zation. For PAH new starts only: 1)        
pretreatment mean pulmona  ry  arterial pressure is greater than or equal to 25 mmHg,           
AND  2) pretreatment pulmona  ry  capillary wedge pressure is less than       or equal to 15     
mmHg, AND 3) pretreatment pulmona    ry  vascular resista nce is greater than 3 Wood       
units. For chronic    thromboembolic pulmona ry  hypertension (CTEP H) (WHO Group 4):     
1)  Patient has persis  tent or recurrent CTEPH     after pulmona ry  endarterectomy (PEA),   
OR 2) Patient has inoperabl    e CTEPH   with the diagnos  is confirme d by right heart     
catheterization AND   by compute d tomography (CT), magnetic resonanc    e imagin g  
(MRI), or pulmona  ry  angiography.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    AIMOVIG  
Drug Names   AIMOVIG  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    1)  The patient receiv  ed at least 3 months      of treatment with the requested      drug, and the    

patient had a reduction in migraine days        per month from baseli   ne, OR 2) The patient      
experienced an inadequa  te treatment response with a 4-week trial of any of the            
following: Antiepile ptic drugs (AED  s), Beta-adrenergic block  ing agents,   
Antidepressants, OR 3) The patient experien     ced an intoleran  ce or has a     
contraindication that would prohibit a      4-week trial of any of the following: Antiepile       ptic  
drugs (AED s), Beta-adrenergic block  ing agents, Antidepress  ants.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Initial  3 Months, Reauthorizati  on Plan Year    
Other Criteria   - 
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Prior Authorization Group    ALDURAZYME  
Drug Names   ALDURAZYME  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For mucopol ysaccharidosis I: Diagnosis    of mucopol ysaccharidosis I was confirme   d by   

an enzym e assay demonst  rating a defici  ency of alpha-L-idu  ronidase enzym e activ ity or   
by genetic   testing.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    ALECENSA  
Drug Names   ALECENSA  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Recurrent or advanc  ed anaplas tic lympho ma kinas e (ALK)-positive non-smal  l cell lung    

cancer (NSC LC), brain metastas  es from ALK-positive NSC   LC.  
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    ALOSETRON  
Drug Names   ALOSETRON HYD ROCHLORIDE  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    1)  The requested drug is being prescrib     ed for   a biologi cal female or a person that       

self-identifies as a female with a diagnos      is of severe diarrhea-predom   inant irritable   
bowel syndrom e (IBS) AND    2) Chronic IBS sympto   ms lastin g at least 6 months AND 3)        
Gastrointestinal tract abnormali  ties have been ruled out AND       4) Inadequate response    
to conven tional therapy.   

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    ALPHA1-PROTEINASE INHIBITOR   
Drug Names   ARALAST NP, PROLASTIN  -C, ZEMAIRA   
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For alpha1-protei nase inhibi tor defici ency: Patient must have 1) clini     cally eviden t  

emphysema, 2) pretreatment serum     alpha1-proteinase inhibi tor level less than 11      
micromol/L (80 mg/dL by radial immuno     diffusion or 50 mg/dL by      nephelometry), and 3)    
pretreatment post-bronc hodilation forced expiratory    volume  in 1 second (FEV1) greater      
than or equal to 25 percent and less than or           equal to 80 percent of      predicted.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    ALUNBRIG  
Drug Names   ALUNBRIG  
PA Indication Indicator    
Off-label Uses   

All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Recurrent or advanc  ed anaplas tic lympho ma kinas e (ALK)-positive non-smal  l cell lung    
cancer (NSC LC), brain metastas  es from ALK-positive NSC   LC.  

Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    AMBRISENTAN  
Drug Names   AMBRISENTAN  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    Pulmonary arterial hypertens  ion (PAH ) (World Health Organiz   ation [WHO] Group 1):     

Diagnosis  was confirme d by right heart catheteri    zation. For PAH new starts only: 1)        
Pretreatment mean pulmona  ry  arterial pressure   is greater than or equal to 25 mmHg,         
2)  Pretreatment pulmona ry  capillary wedge pressure is less than       or equal to 15 mmHg,      
and 3) Pretreatment pulmona   ry  vascular resista nce is greater than 3 Wood units.        

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    AMPHETAMINES  
Drug Names   AMPHETAMINE/DEXTROAMPHETA  
PA Indication Indicator    All Medica lly-accepted Indicat ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    1)  The patient has a diagnos    is of Attention-Defici  t Hyperactiv ity Disorder (ADH  D) or   

Attention Deficit Disorder (ADD   ) OR 2)    The patient has the diagnos    is of narcolep  sy  
confirmed by a sleep study.      

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    APOKYN  
Drug Names   APOKYN  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    ARCALYST  
Drug Names   ARCALYST  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Prevention of gout flares in patients       initiating or continu  ing urate-lowering therapy.    
Exclusion Criteria   - 
Required Medical Information    For preventio n of gout flares in patients       initiating or continu  ing urate-lowering therapy    

(e.g., allopuri nol) (new starts): 1) two or more gout flares within the previous             12 months,   
AND  2) inadequa te response , intoleran ce or   contraindication to maxim  um tolerated   
doses of a non-steroid   al anti-infl ammatory drug and colch   icine, AND 3) concurrent use      
with urate-lowering therapy. For     prevention of gout flares in patients       initiating or   
continuing urate-lowering therapy (e.g., allopuri    nol) (continua tion): 1) patient must have      
achieved or maintai  ned a clini  cal benefit (i.e., a fewer number       of gout attacks    or fewer   
flare days) compared to baseli    ne, AND 2) continu   ed use of urate-lowering therapy      
concurrently with the requested drug.      

Age Restrictions   For Cryopyrin-Assoc iated Periodic Syndromes (CAP   S) and recurrent pericardi   tis: 12   
years of age or     older.  

Prescriber Restrictions   - 
Coverage Duration   For preventio n of gout flares: 4 months. Other: Plan Year          
Other Criteria   - 
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Prior Authorization Group    ARMODAFINIL  
Drug Names   ARMODAFINIL  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    1)  Diagnosis  is narcolep sy confirme d by sleep lab evalua    tion OR 2) Diagnosis     is Shift   

Work Disorder (SWD) OR 3) Diagnosis is obstructi       ve sleep apnea (OSA) confirme    d by   
polysomnography.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    ATYPICAL ANTIPS YCHOTICS  
Drug Names   FANAPT, FANAP T TITRATION PACK    
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    The patient experien  ced an inadequa  te treatment response  , intoleran ce, or   

contraindication to one of the following:       aripiprazole, lurasid one, olanza pine,  
paliperidone, quetiapi ne, risperido ne,  or ziprasi done.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    AURYXIA  
Drug Names   AURYXIA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   The requested drug is not being prescrib      ed for   treatment of iron defici   ency anemia in    

adult patients   with chronic   kidney  disease not on dialy   sis  
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Prior Authorization Group    AUSTEDO  
Drug Names   AUSTEDO  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Tourette's  syndrome  
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    AVASTIN  
Drug Names   AVASTIN  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Breast cancer, central nervous syste    m (CNS ) tumor types:    adult low-grade (WHO    

Grade II) infiltra  tive supratentori al astrocy toma/oligodendroglioma, adult intracrani  al  
and spinal   ependymoma, anaplas tic glioma s, adult medull  oblastoma, primary central    
nervous syste m lymph oma, meningi omas, limit ed and extens  ive brain metastas  es,  
leptomeningeal metastas es and metastat  ic spine tumors, malign   ant pleural   
mesothelioma, ovarian cancer/fa  llopian tube cancer/p  rimary peritoneal   cancer types:   
carcinosarcoma (maligna nt mixed Mulleri  an tumors), clear cell carcino    ma, mucin ous  
carcinoma, grade 1 endometrio   id carcino ma, low-grade serous carcin   oma, ovarian   
borderline epithel ial tumors (low malign   ant potential ) with invas  ive implan ts, and   
malignant sex cord-stroma  l tumors, soft tissu   e sarcoma types: angios   arcoma and   
solitary  fibrous tumor/heman giopericytoma, AIDS-r elated Kaposi sarcoma  , uterine   
cancer, endometria l cancer, vulva  r cancer, and ophthalm   ic-related disorders : diabeti c  
macular  edema, neovas cular (wet) age-related macula   r degeneratio n inclu ding  
polypoidal choroido pathy and retinal angioma   tous proliferati on subtyp es, macula r  
edema following retinal vein occlu    sion, proliferati ve diabeti c retinopathy , choroida l  
neovascularization, neovas cular glauco ma and retinopathy    of prematurity .  

Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   Coverage under Part D will be denied if coverage is avail          able  under Part A or Part B as        

the medic ation is prescrib  ed and dispen  sed or admini  stered for the indiv   idual. For   
FDA-approved indic ations and off-label uses that      overlap: the patient had an intolerab     le  
adverse event to both Mvasi      AND  Zirabev and that adverse event was NOT        attributed  
to the activ  e ingredien t as describ  ed in the prescrib   ing informati on.  
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Prior Authorization Group    AYVAKIT  
Drug Names   AYVAKIT  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For advanc ed syste mic mastoc ytosis (AdvSM): 1) the patient has a        diagnosis of   

advanced syste mic mastoc ytosis inclu ding aggressi ve syste mic mastoc ytosis (ASM),   
systemic mastoc ytosis with assoc  iated hematolo gical neoplas m (SM-AHN ), and mast    
cell leukem ia (MCL) AND 2) the patient       has a platele  t count of greater than or equal to         
50,000/mcL.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    B VS. D    
Drug Names   ABELCET, ABRA XANE, ACETY LCYSTEINE, ACYC LOVIR SODIUM, ADR  IAMYCIN,  

ALBUTEROL SULFATE , ALIMTA, AMBISOME, AMINOSYN-   PF 7%, AMPHOTER  ICIN  
B, APRE PITANT, ARFORMOTEROL TARTR  ATE, AZACITID INE, AZATHIOPR INE,  
BENDEKA, BROVAN A, BUD ESONIDE, CALCITONIN -SALMON, CALCITR IOL,  
CARBOPLATIN, CINA CALCET HYD ROCHLORIDE, CISPLAT IN, CLINIMIX   
4.25%/DEXTROSE  1, CLINIMIX 4.25%/DEXTROSE    5, CLINIMIX 5%/DEXTR  OSE  
15%, CLINIMIX 5%/DEXTR  OSE 20%, CLINIMIX 6/5, CLINIMIX 8/10, CLINIMIX 8/14,         
CLINISOL SF 15%, CLINOLIPID, CROMOLYN      SODIUM, CYC LOPHOSPHAMIDE,  
CYCLOSPORINE, CYC LOSPORINE MODIFIED, CYTAR  ABINE AQUEOUS,   
DEXTROSE 50%, DEXTR  OSE 70%, DIPH  THERIA/TETANUS TOXOID, DOCETAX  EL,  
DOXERCALCIFEROL, DOXORUBIC IN HCL, DOXORUBIC  IN HYD ROCHLORIDE,  
DRONABINOL, EMEND , ENGERIX -B, EPIRU BICIN HCL, ETOPOSIDE,    
EVEROLIMUS, FLUOROURA CIL, FORMOTEROL FUMARA  TE, FREAMIN E HBC   
6.9%, FREAMIN E III, FULVES  TRANT, GAMASTAN, GANCIC  LOVIR, GEMCITABINE   
HCL, GEMCITABINE   HYDROCHLORIDE, GENGRAF, GRANISE  TRON HCL,   
HEPARIN SODIUM, HEPA  TAMINE, HUMU LIN  R U-500 (CONCE  NTR,  
IBANDRONATE SODIUM, IMOVAX RABIE   S (H.D.C .V.), INTRA LIPID, INTRON A,    
IPRATROPIUM BROMIDE, IPRATR  OPIUM BROMIDE/ALB UT, IRINOTEC AN,  
IRINOTECAN HYD ROCHLORIDE, KADC YLA, LEUCOVORIN CALCIU  M,  
LEVALBUTEROL, LEVALBU TEROL  HCL, LEVOCAR NITINE, LIDOCAINE   HCL,  
LIDOCAINE  HYDROCHLORIDE, METHOTREX ATE, METHOTREX ATE SODIUM,   
METHYLPREDNISOLONE, METHYLPR EDNISOLONE ACETA T,  
METHYLPREDNISOLONE SODIUM, MORPHINE    SULFATE, MYCOPHEN OLATE  
MOFETIL, MYCOPHEN OLIC ACID   DR, NULOJIX,   NUTRILIPID, ONDAN SETRON  
HCL, ONDAN SETRON HYD ROCHLORIDE, ONDAN SETRON ODT,   OXALIPLATIN,  
PACLITAXEL, PAMIDR ONATE DISODIUM, PARA  PLATIN, PARIC ALCITOL,  
PENTAMIDINE ISETHIONA TE, PERFOROMIST, PLENA  MINE, PRED NISOLONE,  
PREDNISOLONE SODIUM PHOSP, PRED   NISONE, PRED NISONE INTEN SOL,  
PREMASOL, PROCALA MINE, PROGRAF, PROSOL, RABA   VERT, REC OMBIVAX HB,   
SANDIMMUNE, SIROLIMUS, TACR  OLIMUS, TDVAX , TENIVA C,  TOPOSAR, TPN   
ELECTROLYTES, TRAVA SOL, TREXA LL,  TROPHAMINE, VINC RISTINE SULFATE ,  
VINORELBINE TARTR ATE, XATMEP, ZOLEDRONIC    ACID, ZORTRES S  

PA Indication Indicator    All Medica lly-accepted Indicat ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   N/A  
Other Criteria   This drug may be covered under Medica      re Part B or D dependin     g upon the    

circumstances. Information   may need to be submit    ted descri bing the use and setting      of  
the drug to make the determinat     ion.  
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Prior Authorization Group    BALVERSA  
Drug Names   BALVERSA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    BANZEL  
Drug Names   BANZEL, RUFIN AMIDE  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   1 year of age or      older  
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    BENLYSTA  
Drug Names   BENLYSTA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   For patients   new to therapy: severe activ    e central nervous    system lupus.   
Required Medical Information    For syste mic lupus erythemato  sus (SLE): 1) Patient is currently receivi      ng a stable    

standard therapy regimen (e.g., cortico    steroid or   antimalarial) for SLE OR 2) patient is        
not currently   receiving stable standard    therapy regimen for SLE becaus    e patient   tried  
and had an inadequa   te response or intoleran   ce to stable standard therapy regimen.       
For lupus nephritis  : 1) Patient is currently receivi     ng a stable standard therapy      regimen  
(e.g., cortico steroid) for lupus nephritis     OR 2) patient is not currently receivi      ng a stable    
standard therapy regimen for     lupus nephritis   because patient tried and had an       
inadequate response or intoleran   ce to a stable standard therapy regimen.        

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    BERINERT  
Drug Names   BERINERT  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For hereditary angioede  ma (HAE ): patient has hereditary angioede    ma (HAE ) with C1    

inhibitor defici ency or dysfun  ction confirme d  by laboratory testing OR patient has       
hereditary angioede ma with normal C1 inhibi    tor confirme d  by laboratory testing  . For   
patients  with HAE with normal C1 inhibi     tor, EITHER   1) Patient tested positi   ve for an    
F12, angiopoi etin-1, or plasm  inogen gene mutation OR 2)      Patient has a family     history  
of angioede ma and the angioede   ma was refractory to a trial of an antihis        tamine for at    
least one month.    

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    BETASERON  
Drug Names   BETASERON  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    BEXAROTENE  
Drug Names   BEXAROTENE, TARGRET IN  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Mycosis fungoides , Sezary syndrom  e (capsul es only), primary cutaneou   s  

CD30-positive T-cell lymph  oproliferative disorder types: primary cutaneou    s anaplas tic  
large cell lymph  oma (capsul es only) and lympho   matoid papulos is (capsul es only),   
chronic  or smold ering adult T-cell leukem   ia/lymphoma (gel only), primary cutaneou    s  
B-cell lymph oma types: primary cutaneou   s marginal zone lymph   oma (gel only) and     
primary cutaneou s follic le center lympho  ma (gel only).    

Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    BOSENTAN  
Drug Names   BOSENTAN  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Eisenmenger's syndrom e  
Exclusion Criteria   - 
Required Medical Information    For pulmona ry  arterial hypertens ion (PAH ) (World Health Organiz   ation [WHO] Group    

1): Diagnosis   was confirme d by right heart catheteri    zation. For PAH new starts only: 1)        
Pretreatment mean pulmona  ry  arterial pressure   is greater than or equal to 25 mmHg,         
2)  Pretreatment pulmona ry  capillary wedge pressure is less than       or equal to 15 mmHg,      
and 3) Pretreatment pulmona   ry  vascular resista nce is greater than 3 Wood units. For         
Eisenmenger's syndrom e: Patient is diagnos   ed with Eisenmeng  er's syndrom e, WHO   
functional class III PAH.     

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    BOSULIF  
Drug Names   BOSULIF  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Relapsed or refractory Philadelp   hia chromos ome positi ve acute lymph  oblastic leukem ia  

(Ph+ ALL).   
Exclusion Criteria   - 
Required Medical Information    For chronic   myeloid leukem ia (CML) or    acute lympho blastic leukem ia (ALL): Diagnosis    

was confirme d by detecti  on of the Philadelp   hia chromos ome or BCR  -ABL gene. For    
CML, patient meets one of the following:        1) patient receive  d a hematopoi  etic stem cell    
transplant, OR 2) patient has accel     erated or blast phase     CML, OR 3) patient has      
chronic  phase CML (high, intermedi   ate, or low risk for diseas     e progressi on). If patient    
has low risk for diseas    e progressi on (includ es newly diagnos  ed), patient has    
experienced resista nce, intoleran ce or   toxicity to imatini  b or an alternativ   e tyrosin e  
kinase inhibi tor. If patient experien   ced resista nce to imatini  b or an alternativ   e tyrosin e  
kinase inhibi tor for   CML, patient is negativ   e for T315I mutation   .  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    BRAFTOVI  
Drug Names   BRAFTOVI  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For colorec tal cancer, patient must meet all of        the following criteria:    1) Tumor is positi   ve  

for BRAF   V600E mutation ,  2) The diseas  e is advanc  ed or metastat  ic, and 3) The     
requested drug will be used as subseq      uent therapy.   

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    BRIVIACT  
Drug Names   BRIVIACT  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   1 month of age or older       
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    BRIVIACT INJ   
Drug Names   BRIVIACT  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   1 month of age or older       
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
 

Updated 11/01/2021 13 



  

 

 

 

Prior Authorization Group    BRUKINSA  
Drug Names   BRUKINSA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    BUPRENORPHINE  
Drug Names   BUPRENORPHINE HCL   
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    1)  The requested drug is being prescrib     ed for   the treatment of opioid use disorder AND        

2)  The patient is pregnant or      breastfeeding, and the requested drug is being prescrib       ed  
for inducti on therapy and/or subseq   uent maintena nce therapy for treatment of opioid       
use disorder OR    3) The requested    drug is being prescrib   ed for inducti  on therapy for    
transition from opioid use to treatment of opioid use disorder OR            4) The requested drug     
is being prescrib  ed for maintena  nce therapy for treatment of opioid use disorder in a           
patient who is intoleran   t to naloxo  ne.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   12 months   
Other Criteria   - 

Prior Authorization Group    CABOMETYX  
Drug Names   CABOMETYX  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Non-small cell lung cancer     
Exclusion Criteria   - 
Required Medical Information    For renal cell carcin   oma: The diseas  e is relapsed  , unresect able, or metastat  ic. For   

non-small cell lung cancer: The diseas     e is rearranged during transfect    ion (RET)   
positive. For hepatoce  llular carcino ma: The patient has been previous     ly treated with    
sorafenib.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    CALCIPOTRIENE  
Drug Names   CALCIPOTRIENE, CALCIP OTRIENE/BETAMETHASO, CALCITR ENE, ENSTILA R,  

TACLONEX  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    1)  The requested drug is being prescrib     ed for   the treatment of psorias   is AND 2) The     

patient experien ced an inadequa  te treatment response  , intoleran ce, or contraind  ication  
to a generic topical     steroid.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    CALQUENCE  
Drug Names   CALQUENCE  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    CAPRELSA  
Drug Names   CAPRELSA  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Non-small cell lung cancer (NSC    LC), differenti ated thyroid carcin  oma: papill ary,  

follicular, and Hurthle cell.     
Exclusion Criteria   - 
Required Medical Information    For NSC LC: the requested medica   tion is used for     NSCLC  when the patient'  s diseas e  

expresses rearranged during transfect   ion (RET) gene rearrangements   .  
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    CARBAGLU  
Drug Names   CARBAGLU  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For N-acetylgl utamate syntha se (NAGS) defici  ency:  Diagnosis  of NAGS defici  ency was   

confirmed by enzym  atic or genetic testing   .  
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    CAYSTON  
Drug Names   CAYSTON  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For treatment of respiratory sympt    oms in cysti  c fibrosis   patients: 1) Pseudomona  s  

aeruginosa is present in the patient'     s airway cultures    OR 2) The patient has a history of         
pseudomonas aeruginos a infecti on or   colonization in the airways.     

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    CERDELGA  
Drug Names   CERDELGA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For Gauch er  disease, the diagnos  is was confirme  d by an enzym   e assay demonst  rating  

a defici ency of beta-gluc  ocerebrosidase enzym e activ ity or by genetic testing    . The   
patient's CYP2D 6 metaboli zer status has been establi    shed using an FDA-cleared test.      
The patient is a CYP2D    6 extens ive metaboli zer, an intermedi  ate metaboli zer, or a poor     
metabolizer.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    CEREZYME  
Drug Names   CEREZYME  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Type 3 Gauch  er diseas e  
Exclusion Criteria   - 
Required Medical Information    For Gauch er  disease, the diagnos  is was confirme  d by an enzym   e assay demonst  rating  

a defici ency of beta-gluc  ocerebrosidase enzym e activ ity or by genetic testing    .  
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    CHANTIX  
Drug Names   CHANTIX, CHA NTIX CONTINU ING MONTH, CHA  NTIX START ING  MONTH PA   
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   6 months   
Other Criteria   - 

Prior Authorization Group    CLOBAZAM  
Drug Names   CLOBAZAM  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   2 years of age or      older  
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    CLOMIPRAMINE  
Drug Names   CLOMIPRAMINE  HCL  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Depression, Panic Disorder    
Exclusion Criteria   - 
Required Medical Information    1)  The requested drug is being prescrib     ed for   one of the following: the treatment of        

Obsessive-Compulsive Disorder (OCD) or Panic Disorder AND 2) The patient has            
experienced an inadequa  te treatment response  , intoleran ce, or the patient has a       
contraindication to any of the following: a serotonin and norepineph         rine reuptake   
inhibitor (SNR I), a selec  tive serotonin reuptake    inhibitor (SSR I), mirtazap ine OR 3) The     
requested drug is being prescrib    ed for   the treatment of Depression AND 4) The patient         
has experien ced an inadequa  te treatment response  , intoleran ce, or the patient has a       
contraindication to TWO of the following:       serotonin and norepineph  rine reuptake   
inhibitors (SNR Is), selec tive serotonin reuptake inhibi   tors (SSR Is), mirtazap ine,  
bupropion.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    CLORAZEPATE  
Drug Names   CLORAZEPATE DIPOTASS IUM  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    1)  For the manageme  nt of anxiety disorders   , the requested drug is being used        with a   

selective serotonin reuptake inhibi   tor (SSR I) or serotonin  -norepinephrine reuptake   
inhibitor (SNR I) until the antidepres   sant becomes   effective for the sympto   ms of anxiety    
OR The patient has experien    ced an inadequa  te treatment response  , intoleran ce, or a    
contraindication to AT LEAST TWO agents from the following class         es: A)   selective  
serotonin reuptake inhibi  tors (SSR Is), B) serotonin  -norepinephrine reuptake inhibi  tors  
(SNRIs) OR 2) For adjunc    tive therapy in the manageme    nt of partial seizu   res OR 3)    
Symptomatic relief in acute alcoho    l withdrawal OR 4) For the short-term relief of the           
symptoms of anxiety  .  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Short-term relief anxiety  -1 month, Anxiety Disorders-4 months, All other        

Diagnoses-Plan Year   
Other Criteria   This Prior Authorizati  on requirement only applies     to patients   65 years of age or older.       

The benefit of therapy with the prescrib      ed medica tion outweighs the potential     risk in   a  
patient 65 years of age or       older. (Note: The American Geriatric    s Society identifi  es the   
use of this medic   ation as potential  ly inappropria te in older adults,     meaning it is    best  
avoided, prescrib ed at reduced dosage, or used with caution or carefull         y monitored. )  
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Prior Authorization Group    CLOZAPINE  ODT  
Drug Names   CLOZAPINE  ODT  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    COMETRIQ  
Drug Names   COMETRIQ  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Non-small cell lung cancer (NSC    LC), differenti ated thyroid carcin  oma: papill ary,  

follicular, and Hurthle cell.     
Exclusion Criteria   - 
Required Medical Information    For NSC LC: The requested medica   tion is used for     NSCLC  when the patient'  s diseas e  

expresses rearranged during transfect   ion (RET) gene rearrangements   .  
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    COPIKTRA  
Drug Names   COPIKTRA  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Gastric  MALT lymph oma, non-gastric MALT lympho   ma, nodal marginal    zone  

lymphoma, spleni c marginal zone lympho   ma  
Exclusion Criteria   - 
Required Medical Information    For follic ular lymph oma: the requested drug will be used as second        -line or subseq  uent  

therapy. For gastric MALT lympho    ma, non-gastric MALT lympho   ma, nodal marginal    
zone lymph oma, and spleni  c marginal zone    lymphoma: the requested drug will be used        
as subseq uent therapy after at least      2 prior therapies  .  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    COTELLIC  
Drug Names   COTELLIC  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    CYSTADROPS  
Drug Names   CYSTADROPS  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For cysti nosis: 1) Diagnosis of cysti    nosis was confirme  d by the presence of increas     ed  

cystine concen tration in leukoc  ytes or by genetic testing    , and 2) The patient has       
corneal cysti ne crysta l accum ulation.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    CYSTAGON  
Drug Names   CYSTAGON  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For nephropathi c cysti nosis: Diagnosis of nephropathi   c cysti nosis was confirme  d  by the   

presence of increas  ed cysti ne concen tration in leukoc  ytes or by genetic testing    .  
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    CYSTARAN  
Drug Names   CYSTARAN  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For cysti nosis: 1) Diagnosis of cysti    nosis was confirme  d by the presence of increas     ed  

cystine concen tration in leukoc  ytes or by genetic testing    , and 2) The patient has       
corneal cysti ne crysta l accum ulation.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    DALFAMPRIDINE  
Drug Names   DALFAMPRIDINE ER   
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For multip le sclero sis, patient must meet the following: For        new starts, prior to initia    ting  

therapy, patient meets the following: patient demonst      rates sustai ned walking   
impairment. For continu  ation of therapy, patient meets the following: patient must have           
experienced an improve  ment in walking speed OR other objecti      ve measure of walking     
ability since starting the requested drug.       

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    DAURISMO     
Drug Names   DAURISMO  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Post remiss ion therapy following    response to previous    therapy with the same regimen      

for acute myeloi  d leukem ia (AML). Relapsed/refrac  tory diseas e as a compone   nt of   
repeating the initia  l succ essful inducti on regimen for AML.     

Exclusion Criteria   - 
Required Medical Information    For acute myelo  id leukem ia: 1) the requested medica    tion must be used in combin     ation  

with cytarabi ne, 2) the patient is 75 years of age or older OR has comorbi             dities that   
preclude intensi ve chemoth erapy, and 3) the requested medica     tion will   be used as    
treatment for inducti  on therapy, post-remis  sion therapy, or relapsed or refractory       
disease.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    DEFERASIROX  
Drug Names   DEFERASIROX, EXJADE   
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For chronic   iron overload due to blood transfusi     ons: pretreatment serum    ferritin level is    

greater than 1000 mcg/L.     
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    DEMSER  
Drug Names   METYROSINE  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    DESVENLAFAXINE  
Drug Names   DESVENLAFAXINE  ER  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    The patient has experien   ced an inadequa  te treatment response  , intoleran ce, or the    

patient has a contraind   ication to TWO of the following:       serotonin and norepineph  rine  
reuptake inhibi tors (SNR Is), selec tive serotonin reuptake inhibi   tors (SSR Is),  
mirtazapine, bupropion.   

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    DHE  NASAL  
Drug Names   DIHYDROERGOTAMINE MESYLAT   
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    The patient experien  ced an inadequa  te treatment response  , intoleran ce, or   

contraindication to one triptan 5-HT1 receptor agonis      t  
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    DIACOMIT  
Drug Names   DIACOMIT  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    DIAZEPAM  
Drug Names   DIAZEPAM  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    1)  For the manageme  nt of anxiety disorders   , the requested drug is being used        with a   

selective serotonin reuptake inhibi   tor (SSR I) or serotonin  -norepinephrine reuptake   
inhibitor (SNR I) until the antidepres   sant becomes   effective for the sympto   ms of anxiety    
OR The patient has experien    ced an inadequa  te treatment response  , intoleran ce, or a    
contraindication to AT LEAST TWO agents from the following class         es: A)   selective  
serotonin reuptake inhibi  tors (SSR Is), B) serotonin  -norepinephrine reuptake inhibi  tors  
(SNRIs) OR 2) For sympt    omatic relief in acute alcoho    l withdrawal OR 3) For      use as an    
adjunct  for the relief of spasti    city caused by    upper motor neuron disorders     (e.g.,  
cerebral palsy   and paraplegi a), athetosi s, or stiff-man syndrom   e OR 4) For use as an        
adjunct  for the relief of skele    tal muscl e spasm s due to reflex spasm to local pathology         
(e.g., inflam mation of the muscl   es or joints  , or   secondary to trauma) OR 5) For       
adjunctive therapy in the treatment of convul      sive disorders   OR 6) For the short-term      
relief of the sympt   oms of anxiety  .  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Short-term relief anx-1 mo, skele    tal muscl es spasm -3 mo, Anx Disorders-4 mo, Other       

Diagnoses-PlanYR  
Other Criteria   This Prior Authorizati  on requirement only applies     to patients   65 years of age or older.       

The benefit of therapy with the prescrib      ed medica tion outweighs the potential     risk in   a  
patient 65 years of age or       older. (Note: The American Geriatric    s Society identifi  es the   
use of this medic   ation as potential  ly inappropria te in older adults,     meaning it is    best  
avoided, prescrib ed at reduced dosage, or used with caution or carefull         y monitored. )  

Prior Authorization Group    DICLOFENAC GEL 1%    
Drug Names   DICLOFENAC SODIUM   
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    1)  The patient has osteoarthri   tis pain in joints     susceptible to topical    treatment such   as  

feet, ankles , knees, hands, wrists, or      elbows AND 2) Treatment with the requested drug         
is necess ary due to concern of an intoleran      ce or a contraind   ication to two oral     
nonsteroidal anti-infl ammatory drugs (NSA  IDs) (e.g.,   ibuprofen, meloxi cam, naproxen).   

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    DOPTELET  
Drug Names   DOPTELET  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For thrombocy topenia assoc iated with chronic    liver diseas e: Baseline platele  t (plt)   

count prior to a schedu    led procedure is less than 50,000/mc     L. For   chronic  or persist ent  
immune thrombocy topenia (ITP): 1) For new starts: a) Patient has had           an inadequa te  
response or is intoleran   t to prior therapy such as cortico      steroids or immuno  globulins,  
AND  b) Untransfused plt count at any point prior to          the initia tion of the requested     
medication is less    than 30,000/mc L OR 30,000-50,000  /mcL with sympto  matic bleedin g  
or risk factor(s) for     bleeding. 2) For continu   ation of therapy, plt count response to the         
requested drug: a)    Current plt count is less than or        equal to 200,000/mc  L OR b)    
Current plt count is greater than 200,000/mc      L and dosing will be adjuste     d to a plt count      
sufficient to avoid clini   cally important   bleeding.  

Age Restrictions   18 years of age or      older  
Prescriber Restrictions   - 
Coverage Duration   Chronic liver diseas  e: 1 month, ITP initia    l: 6 months, ITP reauthoriza    tion: Plan Year    
Other Criteria   - 
 
Prior Authorization Group    DRIZALMA  
Drug Names   DRIZALMA  SPRINKLE  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Cancer pain, chemoth  erapy-induced neuropathic   pain  
Exclusion Criteria   - 
Required Medical Information    The patient has tried duloxe    tine capsul es or the patient is unable to take duloxe        tine  

capsules for any reason (e.g., diffic     ulty swallowing capsul  es, requires nasogas  tric  
administration)  

Age Restrictions   Generalized Anxiety Disorder -    7 years of age or      older  
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    EMSAM  
Drug Names   EMSAM  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    1)  The patient has experien   ced an inadequa  te treatment response  , intoleran ce, or the    

patient has a contraind   ication to TWO of the following:       serotonin and norepineph  rine  
reuptake inhibi tors (SNR Is), selec tive serotonin reuptake inhibi   tors (SSR Is),  
mirtazapine, bupropion OR 2) Patient is unable        to swallow oral formulati   ons.  

Age Restrictions   18 years of age or      older  
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    ENBREL  
Drug Names   ENBREL, ENBR EL MINI,   ENBREL SUR ECLICK  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Severe, refractory hidradeni  tis suppurati va, graft versus host diseas    e  
Exclusion Criteria   - 
Required Medical Information    For moderately   to severel y activ e rheumatoid arthritis (new starts only):1) Inadequate        

response, intoleran ce or   contraindication to methotrexa  te (MTX) OR 2) Inadequate      
response or intoleran  ce to a prior biologi    c diseas e-modifying antirheuma tic drug   
(DMARD) or a targeted synthe    tic DMARD . For activ  e ankyl osing spondy litis (new starts    
only): Inadequate response to a non-steroid     al anti-infl ammatory drug (NSA  ID) trial OR    
intolerance or contraind  ication to NSAID  s. For chronic    moderate to severe    plaque  
psoriasis (new starts only): 1)      At least 3% of body surface area (BSA) is affected           OR  
crucial  body areas (e.g., feet, hands, face, neck, groin,         intertriginous areas) are    
affected at the time of diagnos     is, AND 2) Patient meets      any of the following:     a) Patient   
has experien ced an inadequa  te response or intoleran   ce to either phototherapy     (e.g.,  
UVB, PUVA ) or pharmacol  ogic treatment with methotrexa   te, cycl osporine, or acitreti  n  
OR b) Pharmacolog  ic treatment with methotrexa   te, cycl osporine, or acitreti  n is   
contraindicated OR c) Patient has severe       psoriasis that warrants a biologi    c DMARD   as  
first-line therapy (i.e. at least 10%       of the BSA or crucial      body areas (e.g., hands, feet,      
face, neck, scalp  , genital s/groin, intertrigi nous areas) are affected).     

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    ENDARI  
Drug Names   ENDARI  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   5 years of age or      older  
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
 
Prior Authorization Group    EPCLUSA  
Drug Names   EPCLUSA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For chronic   hepatitis C: Infectio  n confirme d by presence of HCV      RNA  in the serum prior     

to starting treatment. Planned treatment regimen,       genotype,  prior treatment history  ,  
presence or absenc  e of cirrhosi  s (compens ated or   decompensated [Child Turcotte    
Pugh class   B or C]), presence or absenc     e of HIV coinfec   tion, presence or absenc   e of   
resistance-associated substi tutions where applic  able, liver and kidney     transplantation  
status if applic  able. Coverage conditi  ons and speci  fic durations of    approval will be    
based on current AASLD treatment guideli     nes.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Criteria will be applied consi    stent with   current AASLD -IDSA guidanc e.  
Other Criteria   - 

Prior Authorization Group    EPIDIOLEX  
Drug Names   EPIDIOLEX  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Updated 11/01/2021 27 



  

 

Prior Authorization Group    EPO  
Drug Names   PROCRIT  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Anemia due to myelo   dysplastic  syndromes (MDS), anemia in conges    tive heart failure    

(CHF), anemia in rheumatoid arthritis (RA), anemia        due to hepatiti  s C treatment    
(ribavirin  in combin ation with either interferon     alfa or peginterferon alfa).     

Exclusion Criteria   Patients receivi ng chemoth erapy with curativ  e intent. Patients with myeloi    d cancer.   
Required Medical Information    For all uses except surgery: Pretreatment (no erythropoie       tin treatment in previous     

month) hemoglo bin (Hgb) is less than 10 g/dL (less than 9           g/dL for anemia in     
congested heart failure only). For      surgery: 1) Patient is schedu    led for electi  ve,  
noncardiac, nonvas cular surgery. 2) Pretreatment Hgb is greater than 10 but not more             
than 13 g/dL.    

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   16 weeks   
Other Criteria   Coverage under Part D will be denied if coverage is avail          able  under Part A or Part B as        

the medic ation is prescrib  ed and dispen  sed or admini  stered for the indiv   idual (e.g.,   
used for treatment of anemia for       a patient with chronic     renal failure who is undergoing      
dialysis, or furnished from physi    cian's supply   incident to a physi   cian servic e). Coverage   
includes use in anemia in patients       whose religiou s beliefs forbid    blood transfusi ons.  
Requirements regarding Hgb values     exclude values due to a recent transfusi      on. For   
reauthorizations (patient receiv  ed erythropoie tin treatment in previous     month): 1) For all     
uses except surgery, there is an increas      e in Hgb    of at least 1 g/dL after at least 12          
weeks of therapy. 2) For      anemia in chronic    kidney  disease, MDS, CHF,    RA, human   
immunodeficiency virus (HIV), hepatiti   s C treatment, anemia     due to myelos  uppressive  
cancer chemoth erapy, or patients whose religiou    s beliefs forbid blood     transfusions:  
current Hgb is less than 12 g/dL.        

Prior Authorization Group    ERIVEDGE  
Drug Names   ERIVEDGE  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Adult medull oblastoma  
Exclusion Criteria   - 
Required Medical Information    Adult medull oblastoma: patient has receive   d chemoth erapy previous ly AND has    

tumor(s) with mutation  s in the sonic hedgehog pathway       
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    ERLEADA  
Drug Names   ERLEADA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For all indic  ations: The requested drug will be used        in combi nation with a    

gonadotropin-releasing hormone (GnRH) analog or after bilateral        orchiectomy.  
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    ERLOTINIB  
Drug Names   ERLOTINIB HYD ROCHLORIDE  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Recurrent or advanc  ed non-smal l cell lung cancer (NSC    LC),  recurrent chordoma,   renal  

cell carcino ma (RCC ), brain metastas  es from NSC  LC.  
Exclusion Criteria   - 
Required Medical Information    For NSC LC  (including brain metastas  es from NSC  LC): 1) the diseas   e is recurrent,    

advanced, or metastat  ic and 2) the member has       sensitizing EGFR mutation  -positive  
disease. For pancreati  c cancer: the diseas   e is local  ly advanc ed, unresect able, or   
metastatic.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    ESBRIET  
Drug Names   ESBRIET  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For idiopat hic pulmona ry fibrosis   (Initial Review Only  ): 1) a high-resol   ution compute d  

tomography  (HRCT) study of the chest or       a lung biopsy    reveals  the usual   interstitial  
pneumonia (UIP) pattern,    OR 2) HRC  T study of the chest reveals       a result other than     
the UIP pattern (e.g., probable UIP, indetermi      nate for UIP) and the diagnos     is is   
supported either by a lung biopsy       or by a multidi   sciplinary  discussion between at least     
a radiologi st and pulmono  logist who are experien   ced in idiopat  hic pulmona ry fibrosi s if   
a lung biopsy    has not been conduc   ted.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    EVEROLIMUS  
Drug Names   AFINITOR, AFINITOR DISPE  RZ, EVER OLIMUS  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Classic  Hodgkin lymph oma, thymom as and thymic    carcinomas, Waldenstrom 's  

macroglobulinemia/lymphoplasmacytic lympho ma, soft tissu  e sarcoma (perivas  cular  
epithelioid cell tumors (PEC   oma) and lympha  ngioleiomyomatosis subtyp es),  
gastrointestinal stromal tumors, neuroendoc   rine tumors of the thymus    , thyroid   
carcinoma (papill ary, Hurthle cell, and follic    ular), endometria l carcino ma.  

Exclusion Criteria   - 
Required Medical Information    For breast cancer: 1)     The diseas e is recurrent or metastat    ic hormone receptor    

(HR)-positive, human epidermal    growth factor receptor 2 (HER    2)-negative,  and 2) The    
requested medic ation is prescrib  ed in combin  ation with exemes  tane, fulves trant, or   
tamoxifen, AND   3) The patient has receive    d endocrin e therapy within 1 year. For renal        
cell carcino ma: The diseas  e is relapsed or     metastatic. For subepend  ymal giant cell    
astrocytoma (SEGA): The requested drug is given as         adjuvant treatment.   

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    FABRAZYME  
Drug Names   FABRAZYME  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For Fabry diseas  e: diagnos is of Fabry diseas   e was confirme  d by an enzym   e assay   

demonstrating a defici  ency of alpha-gal  actosidase enzym e activ ity or by genetic     
testing,  or the patient is a sympto     matic  obligate female carrier.    

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    FARYDAK  
Drug Names   FARYDAK  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    FASENRA  
Drug Names   FASENRA, FASEN RA PEN   
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For severe asthma: For     initial therapy: 1) Either a) Patient has baseli       ne blood   

eosinophil count of at least 150 cells        per microl iter OR b) Patient is dependent on        
systemic cortico steroids, and 2) Patient has a history of severe asthma despite current             
treatment with both of the following medica      tions  at optimiz ed doses: a) inhaled     
corticosteroid and b) additio   nal controll er (long acting beta2-agoni   st, leukotri ene  
modifier,  or sustai ned release theophyl  line). For continu  ation of therapy: Asthma     
control has improve  d on treatment with the requested drug, as demonst        rated by a    
reduction in the frequency     and/or severit y of sympt  oms and exacerba  tions or a    
reduction in the daily maintena    nce oral cortico  steroid dose.   

Age Restrictions   12 years of age or      older  
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    FEBUXOSTAT  
Drug Names   FEBUXOSTAT, ULORIC   
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    The patient has experien   ced an inadequa  te treatment response to a maxim     ally  titrated  

dose of allopuri  nol OR the patient has experien     ced an intoleran  ce to allopuri  nol OR the    
patient has a contraind   ication that would prohibit a trial of allopuri       nol.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    FENTANYL PATCH   
Drug Names   FENTANYL  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    1) The requested drug is being prescrib      ed for   pain assoc iated with cancer, sick   le cell   

disease, a terminal conditi   on, or pain being managed through palli      ative care OR 2) The      
requested drug is being prescrib    ed for   pain severe enough to require      daily,  
around-the-clock, long-term treatment in a patient who has been          taking an opioid    AND  
3)  The patient can safely     take the requested dose based on their history         of opioid use    
[Note: This drug should be prescrib     ed only by healthc   are professi onals who   are  
knowledgeable in the use of potent opioids        for the manageme  nt of chronic pain.] AND      
4)  The patient has been evalua    ted and the patient will be monitored for         the  
development of opioid use disorder AND       5) This request is for      continuation of therapy    
for a patient who has been receivi      ng an extended  -release opioid agent    for at least 30     
days OR the patient has taken an immedi       ate-release opioid for    at least one week.     

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    FETZIMA  
Drug Names   FETZIMA, FETZIMA TITRATION PACK     
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    The patient has experien   ced an inadequa  te treatment response  , intoleran ce, or the    

patient has a contraind   ication to TWO of the following:       serotonin and norepineph  rine  
reuptake inhibi tors (SNR Is), selec tive serotonin reuptake inhibi   tors (SSR Is),  
mirtazapine, bupropion.   

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    FINTEPLA  
Drug Names   FINTEPLA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    FORTEO  
Drug Names   FORTEO  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For postmen opausal osteoporos is: patient has ONE of the following (1         or 2): 1) A     

history of fragilit  y fractures, OR    2) A pre-treatment T-score of less       than or equal to -2.5      
or pre-treatment T-score greater than -2.5 and less         than -1 with a high pre-treatment       
Fracture Risk Assess  ment Tool (FRAX  ) fracture probabili  ty AND   patient has ANY of the      
following: a) Indicat  ors for higher fracture     risk (e.g., advanc  ed age, frailty, glucoc   orticoid  
therapy, very low    T-scores, or increas  ed fall risk),    OR b) Patient has failed prior       
treatment with or is intoleran    t to a previous     injectable osteoporos is therapy OR c)     
Patient has had an oral bispho     sphonate  trial of at least 1-year duration or there         is a   
clinical reason to avoid treatment with       an oral bispho  sphonate. For primary or     
hypogonadal osteoporos is in men: patient has one       of the following:    1) a history of     
osteoporotic vertebral or hip fracture, OR 2)        pre-treatment T-score of less     than or equal    
to -2.5, OR 3) pre-treatment T-score greater than -2.5          and less than    -1 with a high     
pre-treatment FRAX fracture probabili   ty. For glucoc  orticoid-induced osteoporos is: 1)   
patient has had an oral bispho     sphonate  trial of at least 1-year duration unless        patient  
has a contraind  ication or intoleran  ce to an oral bispho    sphonate, AND 2) patient has      
one of the following: a)      a history of    fragility  fracture, OR b) a pre-treatment T-score of        
less than or    equal to -2.5, OR c) pre-treatment T-score        greater than -2.5 and less than       
-1 with a high pre-treatment FRAX fracture probabili       ty.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   24 months lifetim  e total for parathyroid hormone      analogs  (e.g., abaloparati de or   

teriparatide)  
Other Criteria   Patient has high FRAX fracture probabili     ty if the 10 year probabili     ty is either greater     

than or equal to 20 percent for any major osteoporoti         c fracture or greater than      or equal   
to 3 percent for hip fracture. If glucoc       orticoid treatment is greater than 7.5 mg        
(prednisone equiva lent) per day, the estima    ted risk score generated with FRAX should        
be multip lied by 1.15 for major osteoporoti     c fracture and 1.2 for      hip fracture.   
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Prior Authorization Group    FOTIVDA  
Drug Names   FOTIVDA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    FYCOMPA  
Drug Names   FYCOMPA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   Partial-onset seizu res: 4 years of age or       older, Primary generaliz  ed tonic-c lonic  

seizures: 12 years of age or older.        
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    GATTEX  
Drug Names   GATTEX  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For short bowel syndrom   e (SBS)   initial therapy: Adult patients     were dependent on    

parenteral support for    at least 12 months. Pediatric patients       were dependent on    
nutrition/IV  fluids  to accoun t for at least 30 percent of caloric         and/or fluid/el ectrolyte  
needs. For SBS continu   ation: Requirement for parenteral support has decrease      d from   
baseline while on therapy with the requested medica       tion.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    GAVRETO  
Drug Names   GAVRETO  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Recurrent or advanc  ed rearranged during transfect   ion (RET) rearrangement-pos  itive  

non-small cell lung cancer     
Exclusion Criteria   - 
Required Medical Information    For non-smal l cell lung cancer, patient must meet all of          the following: 1) The diseas    e is   

recurrent, advanc ed, or metastat  ic, and 2) The tumor is rearranged during transfect        ion  
(RET) fusion-po sitive or RET rearrangement-pos   itive.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    GILENYA  
Drug Names   GILENYA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    GILOTRIF  
Drug Names   GILOTRIF  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Brain metastas es from non-smal  l cell lung cancer.     
Exclusion Criteria   - 
Required Medical Information    For non-smal l cell lung cancer (NSC    LC): Patient meets either of      the following: 1)    

Patient has metastat  ic squamou s NSC LC  that progressed after platinu   m-based  
chemotherapy, or 2) Patient has a known sensi       tizing EGFR mutation  . For brain    
metastases from NSC  LC: Patient has a known sensi     tizing EGFR mutation  .  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    GLATIRAMER  
Drug Names   GLATIRAMER ACETA TE, GLATOPA   
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    GRALISE  
Drug Names   GRALISE  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    The patient has experien   ced an inadequa  te treatment response or intoleran    ce to   

immediate-release gabapenti n.  
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    GROWTH HORMONE   
Drug Names   GENOTROPIN, GENOTROPIN MINIQUICK    
PA Indication Indicator    All Medica lly-accepted Indicat ions  
Off-label Uses   - 
Exclusion Criteria   Pediatric patients   with close d epiphy ses (except in patients     with PWS).   
Required Medical Information    Pediatric GHD: 1) Younger than 2.5 yrs old, when applic         able: a) Pre-treatment (pre-tx)     

height (ht) more than 2 SD below mean and slow growth veloc           ity. 2) 2.5 yrs old or       
older: a) Pre-tx 1-year ht veloc     ity more than 2 SD below mean OR b) Pre-tx ht more             
than 2 SD below mean and 1-year ht veloc        ity more than 1 SD below mean. Pediatric         
GHD: 1) Failed 2 stimul    ation tests (peak below     10 ng/mL) prior to starting treatment,       
OR 2) Pituitary/CNS disorder (eg, genetic defects      , CNS tumors, congeni   tal structural   
abnormalities) and pre-tx IGF-1 more than 2 SD below mean, OR 3) Patient is               a  
neonate or was diagnos   ed with GHD as a neonate. TS: 1) Confirmed by karyoty          ping  
AND  2) Pre-treatment height is less      than the 5th percentil   e for age. SGA: 1) Birth       
weight (wt) below 2500g at gestati     onal age (GA) more than 37 weeks OR birth wt or            
length below 3rd percentil   e for GA or at least 2 SD below mean for GA, AND 2) Did not                 
manifest catch-up growth by age 2. Adult GHD: 1) Failed 2 stimul           ation tests (peak    
below 5 ng/mL) or test with Macril      en (peak below 2.8 ng/ml) prior to starting tx, OR           2)  
Structural abnormali ty of the hypothal   amus/pituitary  AND  3 or more pituitary     hormone  
deficiencies, OR 3) Childhood-ons   et GHD with    congenital (genetic or structural   )  
abnormality of the hypothal   amus/pituitary/CNS, OR 4) Low pre-tx IGF-1 and failed 1          
stimulation test prior to starting tx.       

Age Restrictions   SGA: 2 years of age or       older  
Prescriber Restrictions   Endocrinologist, pediatric   endocrinologist, pediatric   nephrologist, infecti ous diseas e  

specialist, gastroenterol ogist/nutritional support speci  alist, genetic ist.  
Coverage Duration   Plan Year   
Other Criteria   Renewal for pediatric    GHD, TS, SGA, and adult GHD: patient is experien        cing  

improvement.  
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Prior Authorization Group    HAEGARDA  
Drug Names   HAEGARDA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For hereditary angioede  ma (HAE ): The requested drug is being       used for the preventio   n  

of acute angioede  ma attacks . Patient has HAE with C1 inhibi      tor  deficiency or   
dysfunction confirme d by laboratory testing OR patient has HAE with normal C1            
inhibitor confirme d by laboratory testing   .  For patients   with HAE with normal C1 inhibi     tor,  
EITHER  1) Patient tested positi   ve for an F12, angiopoi    etin-1, or plasmi  nogen gene   
mutation,  OR 2) Patient has a family       history of angioede  ma and the angioede   ma was   
refractory to a trial of an antihis      tamine  for at least one month.      

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    HARVONI  
Drug Names   HARVONI  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For chronic   hepatitis C: Infectio  n confirme d by presence of HCV      RNA  in the serum prior     

to starting treatment. Planned treatment regimen,       genotype,  prior treatment history  ,  
presence or absenc  e of cirrhosi  s (compens ated or   decompensated [Child Turcotte    
Pugh class   B or C]), presence or absenc     e of HIV coinfec   tion, presence or absenc   e of   
resistance-associated substi tutions where applic  able, liver and kidney     transplantation  
status if applic  able. Coverage conditi  ons and speci  fic durations of    approval will be    
based on current AASLD treatment guideli     nes.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Criteria applied consi  stent w/ current AASLD   -IDSA guidanc e. Reminder for 8wk option      

if appropriate.   
Other Criteria   - 
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Prior Authorization Group    HERCEPTIN  
Drug Names   HERCEPTIN  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Neoadjuvant treatment for    human epidermal   growth factor receptor 2 (HER    2)-positive  

breast cancer, recurrent HER   2-positive breast cancer, leptomen   ingeal  metastases from   
breast cancer, HER  2-positive esophage al and esophago  gastric juncti on cancer,   
HER2-positive advanc ed and recurrent uterine serous      carcinoma, HER 2-amplified  
colorectal cancer in combi   nation with pertuzuma  b or lapatin  ib.  

Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Neoadjuvant therapy for breast cancer: 6 months. Other: Plan Year.           
Other Criteria   Coverage under Part D will be denied if coverage is avail          able  under Part A or Part B as        

the medic ation is prescrib  ed and dispen  sed or admini  stered for the indiv   idual. For   
FDA-approved indic ations and off-label uses that      overlap: the patient had an intolerab     le  
adverse event to Trazimera and that adverse event was          NOT attributed to the activ    e  
ingredient as descri  bed in the prescrib   ing informati on.  

Prior Authorization Group    HERCEPTIN HYLEC TA  
Drug Names   HERCEPTIN HYLEC TA  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Neoadjuvant treatment for    human epidermal   growth factor receptor 2 (HER    2)-positive  

breast cancer.   
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Neoadjuvant therapy for breast cancer: 6 months, Other: Plan Year.           
Other Criteria   Coverage under Part D will be denied if coverage is avail          able  under Part A or Part B as        

the medic ation is prescrib  ed and dispen  sed or admini  stered for the indiv   idual.  
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Prior Authorization Group    HERZUMA  
Drug Names   HERZUMA  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Neoadjuvant treatment for    human epidermal   growth factor receptor 2 (HER    2)-positive  

breast cancer, recurrent HER   2-positive breast cancer, leptomen   ingeal  metastases from   
breast cancer, HER  2-positive esophage al and esophago  gastric juncti on cancer,   
HER2-positive advanc ed and recurrent uterine serous      carcinoma, HER 2-amplified  
colorectal cancer in combi   nation with pertuzuma  b or lapatin  ib.  

Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Neoadjuvant therapy for breast cancer: 6 months. Other: Plan Year.           
Other Criteria   Coverage under Part D will be denied if coverage is avail          able  under Part A or Part B as        

the medic ation is prescrib  ed and dispen  sed or admini  stered for the indiv   idual. For   
FDA-approved indic ations and off-label uses that      overlap: the patient had an intolerab     le  
adverse event to Trazimera and that adverse event was          NOT attributed to the activ    e  
ingredient as descri  bed in the prescrib   ing informati on.  

Prior Authorization Group    HETLIOZ  
Drug Names   HETLIOZ  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For Non-24-Hour Sleep-Wake Disorder: 1) For initia      l therapy and continu   ation of   

therapy: a) diagnos  is of total blindne   ss in both eyes (e.g., nonfuncti     oning  retinas) and   
b)  unable to perceiv  e light in both eyes, AND       2) If currently on therapy with the        
requested drug, patient must meet at least one         of the following: a)     increased total   
nighttime sleep or b) decrease    d daytim e  nap duration.   For nighttim e sleep disturban  ces  
in Smith-Mageni s Syndrome (SMS): 1) for initia     l therapy and continu   ation of therapy,    
the patient has a confirme    d diagnos is of SMS AND 2) if currently on therapy with           the  
requested drug, the patient experien    ces improve ment in the quality     of sleep since    
starting therapy.   

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Initiation: 6 Months, Renewal: Plan Year       
Other Criteria   - 
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Prior Authorization Group    HRM-ANTICONVULSANTS  
Drug Names   PHENOBARBITAL, PHEN OBARBITAL SODIUM   
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Epilepsy  
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   This Prior Authorizati  on requirement only applies     to patients   70 years of age or older.       

(The American Geriatric  s Society identifi  es the use of this medica     tion as potential  ly  
inappropriate in older adults, meaning it       is best avoide  d, prescrib ed at reduced dosage,     
or used with caution or carefull     y monitored. )  Prescriber must acknowled  ge that the    
benefit of therapy with     this prescrib ed medica tion outweighs the potential     risks  for this   
patient.  

Prior Authorization Group    HRM-ANTIPARKINSON  
Drug Names   BENZTROPINE MESYLATE, TRIHE  XYPHENIDYL HCL, TRIHE  XYPHENIDYL  

HYDROCHLO  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    EPS (extrapyram idal sympt oms): 1)   The patient has    not tried the non-HRM alternativ    e  

drug amantadi ne AND   2) The patient has a contraind     ication to the non-HRM alternativ    e  
drug amantadi ne AND   3) Prescriber must acknowled   ge that the benefit of therapy with        
this prescrib ed medic ation outweighs the potential     risks  for this patient OR     4) The   
patient has tried the non-HRM alternativ     e drug amantadi  ne AND 5) The patient      
experienced an inadequa  te treatment response OR     intolerance to the non-HRM     
alternative drug amantadi  ne AND   6) Prescriber must    acknowledge that the benefit of      
therapy with this prescrib   ed medica tion outweighs the potential     risks  for this patient.    
Parkinson's: 1) The patient has tried two of the following           non-HRM alternativ e  drugs:  
amantadine, carbidop a/levodopa, pramipex ole, or ropinirol  e AND   2) The patient    
experienced an inadequa  te treatment response OR intoleran    ce to two of the following       
non-HRM alternativ e drugs: amantadi  ne, carbidop a/levodopa, pramipex ole, or   
ropinirole AND   3) Prescriber must acknowled   ge that the benefit of      therapy with this    
prescribed medic ation outweighs the potential     risks  for this patient.    

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   This Prior Authorizati  on requirement only applies     to patients   70 years of age or older.       

(The American Geriatric  s Society identifi  es the use of this medica     tion as potential  ly  
inappropriate in older adults, meaning it       is best avoide  d, prescrib ed at reduced dosage,     
or used with caution or carefull     y monitored. )  

Updated 11/01/2021 41 



  

 

 

Prior Authorization Group    HRM-CYPROHEPTADINE  
Drug Names   CYPROHEPTADINE  HCL, CYPR OHEPTADINE  HYDROCHLOR  
PA Indication Indicator    
Off-label Uses   

All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Pruritus, spasti city due to spinal     cord injury   

Exclusion Criteria   - 
Required Medical Information    For rhinitis : 1) The patient has tried two of the following non-HRM alternativ           e drugs:   

levocetirizine, azelas tine nasal, flutic  asone nasal, or    flunisolide nasal AND 2) The      
patient experien ced an inadequa  te treatment response OR     intolerance to two of the      
following non-HRM alternativ  e drugs: levoc  etirizine, azelas tine nasal,   fluticasone nasal,   
or flunis olide nasal.   

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   This Prior Authorizati  on requirement only applies     to patients   70 years of age or older.       

(The American Geriatric  s Society identifi  es the use of this medica     tion as potential  ly  
inappropriate in older adults, meaning it       is best avoide  d, prescrib ed at reduced dosage,     
or used with caution or carefull     y monitored. )  The prescrib er must acknowled  ge that the    
benefit of therapy with     this prescrib ed medica tion outweighs the potential     risks  for this   
patient.  

Prior Authorization Group    HRM-DIPYRIDAMOLE  
Drug Names   DIPYRIDAMOLE  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   This Prior Authorizati  on requirement only applies     to patients   70 years of age or older.       

(The American Geriatric  s Society identifi  es the use of this medica     tion as potential  ly  
inappropriate in older adults, meaning it       is best avoide  d, prescrib ed at reduced dosage,     
or used with caution or carefull     y monitored. )  Prescriber must acknowled  ge that the    
benefit of therapy with     this prescrib ed medica tion outweighs the potential     risks  for this   
patient.  
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Prior Authorization Group    HRM-GUANFACINE ER   
Drug Names   GUANFACINE ER   
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   This Prior Authorizati  on requirement only applies     to patients   70 years of age or older.       

(The American Geriatric  s Society identifi  es the use of this medica     tion as potential  ly  
inappropriate in older adults, meaning it       is best avoide  d, prescrib ed at reduced dosage,     
or used with caution or carefull     y monitored. )  Prescriber must acknowled  ge that the    
benefit of therapy with     this prescrib ed medica tion outweighs the potential     risks  for this   
patient.  

Prior Authorization Group    HRM-GUANFACINE IR   
Drug Names   GUANFACINE HCL   
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   This Prior Authorizati  on requirement only applies     to patients   70 years of age or older.       

(The American Geriatric  s Society identifi  es the use of this medica     tion as potential  ly  
inappropriate in older adults, meaning it       is best avoide  d, prescrib ed at reduced dosage,     
or used with caution or carefull     y monitored. )  Prescriber must acknowled  ge that the    
benefit of therapy with     this prescrib ed medica tion outweighs the potential     risks  for this   
patient.  
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Prior Authorization Group    HRM-HYDROXYZINE  
Drug Names   HYDROXYZINE HCL,   HYDROXYZINE HYD ROCHLORIDE, HYD ROXYZINE  

PAMOATE  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For anxiety : 1) The patient has tried two of         the following alternativ  e drugs: buspiron  e,  

duloxetine, escit alopram, sertralin e, or venlafa  xine extended -release AND   2) The   
patient experien ced an inadequa  te treatment response OR     intolerance to two of the      
following alternativ e drugs: buspiron  e, duloxe tine, escit alopram, sertralin e, or   
venlafaxine extended -release AND   3) Prescriber must    acknowledge that the benefit of      
therapy with this prescrib   ed medica tion outweighs the potential     risks  for this patient    OR  
4) The patient has not tried two of the following           alternative drugs: buspiron  e,  
duloxetine, escit alopram, sertralin e or   venlafaxine extended -release AND   5) The   
patient has acute anxiety     AND  6) Prescriber must    acknowledge that the benefit of      
therapy with this prescrib   ed medica tion outweighs the potential     risks  for this patient    OR  
7) If being requested for      pruritus, prescrib er must acknowled  ge that the benefit of      
therapy with this prescrib   ed medica tion outweighs the potential     risks for this patient.     

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   This Prior Authorizati  on requirement only applies     to patients   70 years of age or older.       

(The American Geriatric  s Society identifi  es the use of this medica     tion as potential  ly  
inappropriate in older adults, meaning it       is best avoide  d, prescrib ed at reduced dosage,     
or used with caution or carefull     y monitored. )  
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Prior Authorization Group HRM-HYDROXYZINE INJ 
Drug Names HYDROXYZINE HCL, HYDROXYZINE HYDROCHLORIDE 
PA Indication Indicator All FDA-approved Indications 
Off-label Uses -
Exclusion Criteria -
Required Medical Information Alcohol Withdrawal Syndrome:    1) The patient has     not tried one of the following       

alternative drugs: cloraz  epate or lorazepa  m  AND  2) The patient has a contraind     ication  
to one of the following alternativ     e drugs: cloraze  pate or lorazepa  m  AND  3) Prescriber   
must acknowled ge that the benefit of therapy with this prescrib        ed medic ation outweighs   
the potential risks    for this patient OR 4) The patient has tried one of the following              
alternative drugs: cloraz  epate or lorazepa  m AND   5) The patient experien   ced an   
inadequate treatment response OR intoleran    ce to one of the following alternativ      e  
drugs: cloraze pate or lorazepa  m AND   6) Prescriber must acknowled   ge that the benefit     
of therapy with this prescrib    ed medica tion outweighs the potential     risks  for this patient.    
Anxiety: 1) The patient has tried two of the following           alternative drugs: buspiron  e,  
duloxetine, escit alopram, sertralin e or venlafa  xine extended -release AND   2) The   
patient experien ced an inadequa  te treatment response OR intoleran    ce to two of the      
following alternativ e drugs: buspiron  e, duloxe tine, escit alopram, sertralin e or   
venlafaxine extended -release AND   3) Prescriber must    acknowledge that the benefit of      
therapy with this prescrib   ed medica tion outweighs the potential risks      for this patient    OR  
4) The patient has not tried two of the following           alternative drugs: buspiron  e,  
duloxetine, escit alopram, sertralin e or venlafa  xine extended -release AND   5) The   
patient has acute anxiety     AND  6) Prescriber must    acknowledge that the benefit of      
therapy with this prescrib   ed medica tion outweighs the potential risks      for this patient    OR  
7) If being requested for nausea/v     omiting, prescrib er  must acknowled ge that the benefit     
of therapy with this prescrib    ed medica tion outweighs the potential     risks  for this patient.    

Age Restrictions -
Prescriber Restrictions -
Coverage Duration Plan Year 
Other Criteria This Prior Authorizati  on  requirement only applies    to patients   70 years of age or older.       

(The American Geriatric  s Society identifi  es the use of this medica     tion as potential  ly  
inappropriate in older adults, meaning it       is best avoide  d, prescrib ed at reduced dosage,     
or used with caution or carefull     y monitored. )  
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Prior Authorization Group    HRM-HYPNOTICS  
Drug Names   ZOLPIDEM TARTR ATE  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    1)  The patient has a contraind    ication to the non-HRM (non-High Risk Medica      tion)  

alternative drug doxepi  n  (3 mg or 6 mg) AND 2) Prescriber must acknowled         ge that the    
benefit of therapy with this prescrib     ed medica tion outweighs the potential     risks  for this   
patient OR 3) The non-HRM (non-High Risk Medica       tion) alternativ e drug doxepi  n (3 mg    
or 6 mg) has been tried AND 4) The patient experien          ced an inadequa  te treatment   
response OR intoleran  ce to the non-HRM (non-High Risk Medic      ation) alternativ e drug   
doxepin (3 mg or 6 mg) AND        5) Prescriber must    acknowledge that the benefit of      
therapy with this prescrib   ed medica tion outweighs the potential risks      for this patient.    

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   This Prior Authorizati  on  requirement only applies    to patients   70 years of age or older.       

(The American Geriatric  s Society identifi  es the use of this medica     tion as potential  ly  
inappropriate in older adults, meaning it       is best avoide  d, prescrib ed at reduced dosage,     
or used with caution or carefull     y monitored. )  APPLIES  TO GREATER   THAN  
CUMULATIVE 90 DAYS OF THER    APY PER YEAR  .  

Prior Authorization Group    HRM-METHYLDOPA  
Drug Names   METHYLDOPA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   This Prior Authorizati  on  requirement only applies    to patients   70 years of age or older.       

(The American Geriatric  s Society identifi  es the use of this medica     tion as potential  ly  
inappropriate in older adults, meaning it       is best avoide  d, prescrib ed at reduced dosage,     
or used with caution or carefull     y monitored. )  Prescriber must acknowled  ge that the    
benefit of therapy with this prescrib     ed medica tion outweighs the potential     risks  for this   
patient.  
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Prior Authorization Group HRM-PROMETHAZINE 
Drug Names PROMETHAZINE HCL, PROMETHAZINE HCL PLAIN, PROMETHAZINE 

HYDROCHLORID 
PA Indication Indicator All FDA-approved Indications 
Off-label Uses -
Exclusion Criteria -
Required Medical Information Rhinitis: 1) The patient has tried two of the following non-HRM alternativ           e drugs:   

levocetirizine, azelas tine nasal, flutic  asone nasal, or flunis   olide nasal AND 2) The      
patient experien ced an inadequa  te treatment response OR intoleran    ce to two of the      
following non-HRM alternativ  e drugs: levoc  etirizine, azelas tine nasal, flutic  asone nasal,   
or flunis olide nasal AND    3) Prescriber must    acknowledge that the benefit of therapy       
with this prescrib  ed medic ation outweighs the potential     risks  for this patient OR 4) The       
requested drug is being prescrib    ed for urticaria AND 5) Prescriber must        acknowledge  
that the benefit of therapy with this prescrib       ed medica tion outweighs the potential     risks  
for this patient OR 6) The drug is being requested for antiemet           ic therapy in    
postoperative patients   or motion sick  ness AND   7) Prescriber must    acknowledge that   
the benefit of therapy with this prescrib      ed medica tion outweighs the potential     risks  for  
this patient OR 8) The requested drug is being          prescribed for any of the following:       
allergic  conjunctivitis, dermatographi sm, allergic   reaction to blood or plasma    , sedatio n,  
adjunct  therapy with analges  ics for postoperati  ve pain, angioede  ma, or adjunc  t  therapy  
with epinephri ne for anaphyl  axis after acute sympto   ms are controll  ed AND   9)  
Prescriber must   acknowledge  that the benefit of     therapy with this prescrib   ed medica tion  
outweighs the potential    risks for this patient.     

Age Restrictions -
Prescriber Restrictions -
Coverage Duration Plan Year 
Other Criteria This Prior Authorizati  on  requirement only applies    to patients   70 years of age or older.       

(The American Geriatric  s Society identifi  es the use of this medica     tion as potential  ly  
inappropriate in older adults, meaning it       is best avoide  d, prescrib ed at reduced dosage,     
or used with caution or carefull     y monitored. )  
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Prior Authorization Group    HRM-SCOPOLAMINE  
Drug Names   SCOPOLAMINE  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Excessive saliv ation  
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   This Prior Authorizati  on  requirement only applies    to patients   70 years of age or older.       

(The American Geriatric  s Society identifi  es the use of this medica     tion as potential  ly  
inappropriate in older adults, meaning it       is best avoide  d, prescrib ed at reduced dosage,     
or used with caution or carefull     y monitored. )  Prescriber must acknowled  ge that the    
benefit of therapy with this prescrib     ed medica tion outweighs the potential     risks  for this   
patient.  

Prior Authorization Group    HRM-SKELETAL MUSCLE   RELAXANTS  
Drug Names   CYCLOBENZAPRINE  HYDROCHLO  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   3 months   
Other Criteria   This Prior Authorizati  on  requirement only applies    to patients   70 years of age or older.       

(The American Geriatric  s Society identifi  es the use of this medica     tion as potential  ly  
inappropriate in older adults, meaning it       is best avoide  d, prescrib ed at reduced dosage,     
or used with caution or carefull     y monitored. )  Prescriber must acknowled  ge that the    
benefit of therapy with this prescrib     ed medica tion outweighs the potential     risks  for this   
patient.  
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Prior Authorization Group HUMIRA 
Drug Names HUMIRA, HUMIRA PEDIATRIC CROHNS D, HUMIRA PEN, HUMIRA PEN-CD/UC/HS 

START, HUMIRA PEN-PEDIATRIC UC S, HUMIRA PEN-PS/UV STARTER 
PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 
Off-label Uses Axial spondyloarthritis. 
Exclusion Criteria -
Required Medical Information For moderately   to severel y activ e rheumatoid arthritis (new starts only): 1) Inadequate         

response, intoleran ce or contraind  ication to methotrexa  te (MTX) OR 2) Inadequate      
response or intoleran  ce to a prior biologi    c diseas e-modifying antirheuma tic drug   
(DMARD) or a targeted synthe    tic DMARD . For activ  e ankyl osing spondy litis and axial    
spondyloarthritis (new starts only): Inadequate response to a         non-steroidal  
anti-inflammatory drug (NSA  ID) trial OR intoleran   ce or contraind  ication to NSAID  s. For   
moderate to severe chronic     plaque psorias is (new starts only): 1) At least 3% of          body  
surface area (BSA)    is affected OR    crucial  body areas (e.g., feet, hands, face, neck,        
groin, intertrigi nous areas) are affected at the time of diagnos        is, AND 2) Patient meets      
any of the following: a) Patient has experien       ced an inadequa  te response or intoleran   ce  
to either phototherapy    (e.g., UVB, PUVA  ) or pharmacol  ogic treatment with    
methotrexate, cycl osporine, or acitreti  n, b) Pharmacolog  ic treatment with methotrexa   te,  
cyclosporine, or acitreti  n is contraind  icated, c) Patient has     severe psorias is that   
warrants a biologi  c DMARD   as first-lin e therapy (i.e. at least 10% of the body surface           
area (BSA)   or crucia l body areas (e.g., hands, feet, face,        neck, scalp , genital s/groin,  
intertriginous areas) are affected). For moderately       to severel y activ e  Crohn's diseas e  
(new starts only): 1) Inadequate response to        at least one conven   tional therapy (e.g.,    
corticosteroids), OR 2) Intoleranc   e or contraind  ication to conven  tional therapy. For    
moderately  to severel y activ e ulcerati ve coliti s  (new starts only): 1) Inadequate      
response to at least one conven     tional therapy (e.g., cortico   steroids, aminos alicylates),  
OR 2) Intoleranc  e or contraind  ication to conven  tional therapy.   

Age Restrictions -
Prescriber Restrictions -
Coverage Duration Plan Year 
Other Criteria -
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Prior Authorization Group    HYPNOTIC  BENZODIAZEPINES  
Drug Names   TEMAZEPAM  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    1) The non-HRM (non-High Risk Medica     tion) alternativ e drug doxepi  n (3 mg or 6 mg)       

has been tried AND 2) The patient experien       ced an inadequa  te treatment response    OR  
intolerance to the non-HRM (non-High Risk Medica      tion) alternativ e drug doxepi  n  (3 mg   
or 6 mg) AND     3) The benefit of therapy with this prescrib       ed medic ation outweighs the    
potential  risk in a patient 65 years of age or older OR 4) The patient has a                 
contraindication to the non-HRM (non-High Risk Medica      tion) alternativ e  drug doxepi n  
(3 mg or 6 mg) AND       5) The benefit of therapy with this prescrib       ed medic ation  
outweighs the   potential  risk in a patient 65 years of age or older.           

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   This Prior Authorizati  on  requirement only applies    to patients   65 years of age or older.       

(The American Geriatric  s Society identifi  es the use of this medica     tion as potential  ly  
inappropriate in older adults, meaning it       is best avoide  d, prescrib ed at reduced dosage,     
or used with caution or carefull     y monitored. )  APPLIES  TO GREATER   THAN  
CUMULATIVE 90 DAYS OF THER    APY PER YEAR  .  

Prior Authorization Group    IBRANCE  
Drug Names   IBRANCE  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Unresectable  well-differentiated/dedifferentiated lipos arcoma,  recurrent hormone   

receptor (HR) -positive human epidermal    growth factor receptor 2 (HER    2)-negative  
breast cancer in combi   nation with an aromatase inhibi    tor or fulves  trant.  

Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    ICATIBANT  
Drug Names   FIRAZYR, ICATIBA NT ACETA TE, SAJAZIR   
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For hereditary angioede  ma (HAE ): The requested drug is being       used for the treatment     

of acute angioede  ma attacks . Patient has hereditary     angioedema (HAE ) with C1    
inhibitor defici ency or dysfun  ction confirme d  by laboratory testing OR patient has       
hereditary angioede ma with normal C1 inhibi    tor confirme d  by laboratory testing  . For   
patients  with HAE with normal C1 inhibi     tor, EITHER   1) Patient tested positi   ve for an    
F12, angiopoi etin-1, or plasm  inogen gene mutation OR 2) Patient has a family          history  
of angioede ma and the angioede   ma was refractory to a trial of an antihis        tamine for at    
least one month.    

Age Restrictions   18 years of age or older       
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    ICLUSIG  
Drug Names   ICLUSIG  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Follow-up therapy after hematopoi   etic stem cell transplan   t (HSC T) for chronic    myeloid  

leukemia (CML) and ALL patients    .  
Exclusion Criteria   - 
Required Medical Information    For chronic   myeloid leukem ia (CML) or Philadelp   hia chromos ome  positive acute   

lymphoblastic leukem ia (Ph+ ALL): diagnos   is was confirme  d by detecti  on of the    
Philadelphia chromos ome or BCR  -ABL gene.   

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    IDHIFA  
Drug Names   IDHIFA  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Newly-diagnosed  acute myelo id leukem ia  
Exclusion Criteria   - 
Required Medical Information    For acute myelo  id leukem ia (AML) with an isoci    trate dehydrogen ase-2 (IDH2) mutation  :  

1) patient is 60 years of age or older with newly-diagno          sed AML and meets     one of the    
following: a) patient has comorbi    dities that preclude    use of intensi  ve inducti on  
chemotherapy, or b) patient decli    nes intensi ve inducti on chemoth erapy, OR 2) patient     
is 60 years of age or older and the requested drug will be used               as post-remis sion  
therapy following response    to previous   lower intensi ty therapy with the same regimen,       
OR 3) patient has relapsed or refractory AML.         

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    IMATINIB  
Drug Names   IMATINIB MESYLATE   
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Desmoid tumors, pigmente  d  villonodular synov itis/tenosynovial giant cell tumor     

(PVNS/TGCT), chordoma, melanom  a, AIDS-r elated Kaposi sarcoma  , and chronic    
myelomonocytic leukem ia.  

Exclusion Criteria   - 
Required Medical Information    For chronic   myeloid leukem ia (CML) or Philadelp   hia chromos ome  positive acute   

lymphoblastic leukem ia (Ph+ ALL): diagnos   is was confirme  d by detecti  on of the    
Philadelphia chromos ome or BCR  -ABL gene. For CML: patient did not fail (exclud        ing  
failure due to intoleran   ce) prior therapy with a tyrosin     e kinas e inhibi tor. For melanom  a:  
c-Kit mutation is positi   ve.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group IMBRUVICA 
Drug Names IMBRUVICA 
PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 
Off-label Uses Gastric  mucosa-associated lympho id tissu e (MALT)   lymphoma, non-gastric MALT    

lymphoma, hairy cell leukem   ia, lympho plasmacytic lympho ma, follic ular lymph oma,  
primary central nervous syste   m lympho ma, AIDS-r elated B-cell lymph  oma, histol ogic  
transformation of marginal    zone lympho ma to diffuse    large B-cell lympho  ma, diffuse   
large B-cell lymph  oma, post-transp lant lympho proliferative disorders , high-grade B-cell    
lymphoma.  

Exclusion Criteria -
Required Medical Information For mantle cell lymph   oma: 1) the requested     drug will be used in a patient who has          

received at least one prior therapy, OR 2) the requested drug will             be used in    
combination with rituxim  ab as pretreatment to inducti    on therapy with RHyperCV   AD  
(cyclophosphamide, vincri stine, doxorubi cin, and dexamet  hasone) regimen. For gastric     
MALT lymph oma and non-gastric    MALT lympho ma: the requested drug will be used as         
second-line or subseq  uent therapy. For hairy cell leukem     ia: the requested drug     will be   
used as a singl   e  agent for diseas  e progressi on. For   primary central nervous syste   m  
lymphoma: 1) the diseas   e is relapsed or refractory and 2) the requested          drug is used    
as a singl  e agent. For nodal marginal zone lympho      ma or spleni  c marginal zone    
lymphoma: the requested drug will be used as second        -line or subseq  uent therapy. For    
histologic transformati on of marginal zone     lymphoma to diffuse large B-cell lympho     ma:  
the requested   drug will be used in patients       who have receive  d prior   
chemoimmunotherapy. For diffuse large     B-cell lympho ma: the requested drug will be       
used as second  -line or subseq  uent therapy. For AIDS-r   elated B-cell lympho  ma: the   
requested drug will be used as a singl       e agent and as second    -line or subseq  uent  
therapy for relapsed diseas   e. For post-transp  lant lympho proliferative disorders : the   
requested drug will be used in patients        who have receive  d prior chemoi  mmunotherapy.  
For high-grade B-cell    lymphoma: the requested drug will be used        as second -line or   
subsequent therapy. For follic   ular lympho ma: the requested drug     will be used    as a   
single agent.   

Age Restrictions -
Prescriber Restrictions -
Coverage Duration Plan Year 
Other Criteria -
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Prior Authorization Group    INCRELEX  
Drug Names   INCRELEX  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For growth failure due to severe primary        insulin-like growth factor-1 (IGF-1) defici    ency  

or growth hormone gene deletio    n in patients who have develo     ped neutraliz ing  
antibodies to growth hormone, must meet all of         the following prior to beginni    ng therapy   
with the requested drug (new starts only): 1) height 3 or more standard              deviations  
below the mean for child    ren of the same age      and gender AND 2) basal IGF-1       level 3 or    
more standard deviati  ons below the mean for child     ren of the same age and gender        
AND  3) provocat ive growth hormone test showing a normal or         elevated growth   
hormone level .  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   For renewal, patient is experien    cing improve ment.  

Prior Authorization Group    INGREZZA  
Drug Names   INGREZZA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
 
Prior Authorization Group    INLYTA  
Drug Names   INLYTA  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Papillary, Hurthle cell, or follic    ular thyroid carcino  ma.  
Exclusion Criteria   - 
Required Medical Information    For renal cell carcin   oma, the diseas  e is relapsed  , metastat ic, or unresect  able.  
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    INQOVI  
Drug Names   INQOVI  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
 
Prior Authorization Group    INREBIC  
Drug Names   INREBIC  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    IR BEFORE ER    
Drug Names   HYDROCODONE BITARTR ATE ER, HYSIN  GLA  ER, METHAD ONE HCL,   

METHADONE HYD ROCHLORIDE I, MORPHINE    SULFATE  ER  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    1)  The requested drug is being prescrib     ed  for pain assoc  iated with cancer, sick   le cell   

disease, a terminal conditi   on, or pain being managed through palli      ative care OR 2) The      
requested drug is being prescrib    ed for pain severe enough to require        daily,  
around-the-clock, long-term treatment in a patient who has been          taking an opioid    AND  
3)  The patient can safely take the requested dose based on their history             of opioid use    
[Note: This drug should be prescrib     ed only by healthc   are professi onals who   are  
knowledgeable in the use of potent opioids        for the manageme  nt of chronic    pain.] AND   
4)  The patient has been evalua    ted and the patient will be monitored for         the  
development of opioid use disorder AND       5) This request is for continu     ation of therapy    
for a patient who has been receivi      ng an extended  -release opioid agent    for at least 30     
days OR the patient has taken an immedi       ate-release opioid for    at least one week.     

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    IRESSA  
Drug Names   IRESSA  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Recurrent or advanc  ed non-smal l cell lung cancer (NSC    LC),  brain metastas es from   

epidermal  growth factor receptor (EGFR) mutation    -positive NSC LC.  
Exclusion Criteria   - 
Required Medical Information    For NSC LC  (including brain metastas  es from NSC  LC), patient has a sensi    tizing EGFR   

mutation.  
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    ISOTRETINOIN  
Drug Names   ACCUTANE, AMNESTE EM, CLARA VIS, ISOTRETINOIN, MYORISAN, ZENATA   NE  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Refractory acne vulgari  s, severe refractory rosacea, neuroblas    toma, cutaneou s T-cell   

lymphoma (CTCL)   (e.g., mycos is fungoides , Sezary syndrom  e), high risk for     
developing skin cancer (squamous     cell cancers ), transient acanthol  ytic  dermatosis  
(Grover's Disease), keratosi  s follic ularis (Darier Disease), lamell   ar ichthy osis, pityria sis  
rubra pilaris .  

Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    ITRACONAZOLE  
Drug Names   ITRACONAZOLE  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Coccidioidomycosis, Cryptococc osis, Micros poridiosis, Penicil liosis, Sporotrichos is,  

Pityriasis versic olor/Tinea versic olor, Tinea corporis  /Tinea cruris, Tinea    capitis, Tinea   
manuum/Tinea pedis.   

Exclusion Criteria   - 
Required Medical Information    If for the treatment of onycho     mycosis due   to tinea, the diagnos   is has been confirme   d  

by a fungal diagnos   tic test.   
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   6 months   
Other Criteria   - 
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Prior Authorization Group    IVERMECTIN TAB   
Drug Names   IVERMECTIN  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Ascariasis, Cutaneous larva migrans   ,  Mansonelliasis, Scabies, Gnathos  tomiasis,  

Pediculosis  
Exclusion Criteria   - 
Required Medical Information    The requested drug is not being prescrib      ed for the preventio   n or   treatment of   

coronavirus diseas e 2019 (COVID-19).    
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   1 month   
Other Criteria   - 

Prior Authorization Group    IVIG  
Drug Names   BIVIGAM, FLEBOGAMMA DIF, GAMMAGARD LIQUID, GAMMAGARD S/D IGA         LESS  

TH, GAMMAKED, GAMMAPLEX, GAMUNEX-   C, OCTAGAM, PANZY  GA, PRIVIGEN   
PA Indication Indicator    All Medica lly-accepted Indicat ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For B-cell chronic    lymphocytic leukem ia (CLL): 1) serum IgG less than        500 mg/dL OR    

2) a history of recurrent bacterial       infections. For bone marrow transplan    t/hematopoietic  
stem cell transplan  t (BMT/HSC T): 1) IVIG is requested within the first 100 days           
post-transplant OR 2) serum IgG less than 400         mg/dL. For pediatric    human  
immunodeficiency virus (HIV) infecti   on: 1) Serum IgG less than 400 mg/dL, OR          2)  
History of recurrent bacterial     infections. For dermatomy  ositis and polym  yositis: 1) at    
least one standard first-lin   e treatment (corticos  teroids or immuno  suppressants) has   
been tried but    was unsucc essful or not tolerated     OR 2) patient is unable to       receive  
standard therapy becaus  e of a contraind   ication or other clini   cal reason. For pure red      
cell aplasi a (PRC A): PRC A is second  ary to parvovi  rus B19 infecti  on.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   Coverage under Part D will be denied if coverage is avail          able  under Part A or Part B as        

the medic ation is prescrib  ed and dispen  sed or admini  stered for the indiv   idual.  
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Prior Authorization Group    JAKAFI  
Drug Names   JAKAFI  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Low-risk myelo fibrosis, accel erated phase myelof  ibrosis, blast phase    

myelofibrosis/acute myelo id leukem ia, or pediatric    acute lymph oblastic leukem ia (ALL).   
Exclusion Criteria   - 
Required Medical Information    For polyc ythemia vera: patients    with inadequa te response or intoleran   ce to interferon    

therapy or hydroxy  urea. For pediatric    acute lympho blastic leukem ia: patient has a     
cytokine receptor-li ke factor 2 (CRLF2) mutation or a mutation assoc        iated with   
activation of the Janus kinas    e/signal transduc ers and activ  ators of transcrip  tion  
(JAK/STAT)  pathway.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    JUXTAPID  
Drug Names   JUXTAPID  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For initia tion of therapy to treat homozy     gous famili al hypercho lesterolemia: 1) Patient    

has a diagnos  is of homozy  gous famili al hypercho lesterolemia (HoFH) confirme  d by   
genetic analys is or clini  cal criteria (see Other     Criteria), AND 2) Prior to initia     tion of   
treatment with the requested drug, patient       is/was receivi ng a combin  ation lipid-l owering  
regimen consi sting of at least 2 of       the following treatment options   : high-inte nsity statin   
or experien ced statin-i ntolerance, fibrate,   bile acid seques  trant, ezetim ibe,  or niaci n, at   
maximally tolerated doses or at the maxim      um doses approved by the Food and        Drug  
Administration (FDA), AND    3) Prior to initia   tion of treatment with the requested       drug,  
patient is/was experien  cing an inadequa  te response to such     combination regimen as    
demonstrated by treated low-density lipoprote    in choles terol  (LDL-C) greater than 100     
mg/dL (or greater than 70 mg/dL with clini       cal atherosc lerotic cardiov ascular diseas e).  
For renewal of therapy to treat HoFH: 1) Patient meets all            initial criteria AND 2) Has      
responded to therapy as demonst    rated by a reduction in LDL-C.       

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   Diagnosis  of HoFH must be confirme    d by one of the following: 1) Geneti       c diagnos is:  

Mutations in both allele   s at LDL receptor, apolipo    protein B (ApoB), proprotein     
convertase subtil isin/kexin type 9 (PCS   K9), or LDL receptor adaptor protein/ARH gene        
locus, OR 2) Clinical     diagnosis: Untreated LDL-C greater than 500 mg/dL or unknown          
untreated LDL-C with treated LDL-C greater than 300 mg/dL plus one of the following:               
a)  Tendon or cutaneou  s xanthom as at age 10 or younger, or b) Diagnosis          of famili al  
hypercholesterolemia (FH) by genetic analys    is, Simon-Broome Diagnostic    Criteria or   
Dutch Lipid Clinic Network Criteria in both parents,         or c) Evidence of FH in       both parents   
with a history inclu   ding any of the following: Total choles      terol greater than or equal to       
310 mg/dL, premature atherosc   lerotic cardiov ascular diseas e (ASC VD) [before 55    
years in men and 60 years in women], tendon xanthom         a, or sudden premature     cardiac  
death. Diagnosis   of FH must be confirme    d by one of the following: 1) Geneti       c  
diagnosis: An LDL-receptor mutation   ,  familial defecti ve apo B-100, or a PCSK     9  
gain-of-function mutation ,  or 2) Simon-Broome Diagnostic     Criteria for FH: Total     
cholesterol greater than 290 mg/dL or LDL-C greater than 190 mg/dL, plus tendon              
xanthoma in patient, first-degree (parent, sibli     ng or child  )  or second -degree relativ e  
(grandparent, uncle or aunt), or family       history of   myocardial infarcti on in a first degree      
relative 60 years of age or younger or in a second degree relativ            e 50 years of age or       
younger, or total choles   terol greater than 290 mg/dL in an adult first or second degree             
relative, or total choles   terol greater than 260 mg/dL in a child       , brother, or siste   r  aged  
younger than 16 years, or 3) Dutch Lipid Clinic Network Criteria for FH: Total score                
greater than 5 points.     
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Prior Authorization Group    KALYDECO  
Drug Names   KALYDECO  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For cysti c fibrosi s (CF): The patient has one mutation        in the cysti  c fibrosi s  

transmembrane conduc tance regulator (CFTR  ) gene that    is responsi ve to ivaca  ftor  
potentiation based on clini   cal and/or in vitro assay      data.  

Age Restrictions   4 months of age or older       
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   The requested medic  ation will not be used in combin      ation with other medic   ations  

containing ivaca ftor.  

Prior Authorization Group    KANJINTI   
Drug Names   KANJINTI  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Neoadjuvant treatment for human epidermal      growth factor receptor 2 (HER    2)-positive  

breast cancer, recurrent HER   2-positive breast cancer, leptomen   ingeal metastas es from   
breast cancer, HER  2-positive esophage al and esophago  gastric juncti on cancer,   
HER2-positive advanc ed and recurrent uterine serous      carcinoma, HER 2-amplified  
colorectal cancer in combi   nation with pertuzuma  b or   lapatinib.  

Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Neoadjuvant therapy for breast cancer: 6 months. Other: Plan Year.           
Other Criteria   Coverage under Part D will be denied if coverage is avail          able  under Part A or Part B as        

the medic ation is prescrib  ed and dispen  sed or admini  stered for the indiv   idual. For   
FDA-approved indic ations and off-label uses that      overlap: the patient had an intolerab     le  
adverse event to Trazimera and that adverse event was NOT attributed to the activ             e  
ingredient as descri  bed in the prescrib   ing informati on.  
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Prior Authorization Group KETOCONAZOLE 
Drug Names KETOCONAZOLE 
PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 
Off-label Uses Cushing's syndrome. 
Exclusion Criteria Acute or chronic liver diseas    e. Current use with dofetili    de, quinidi ne, pimoz ide,  

cisapride, methadone ,  disopyramide, dronedarone, ranolazi  ne, ergot alkal  oids,  
alprazolam or simv  astatin.  

Required Medical Information 1) Patient has one of the following diagnos       es: blastom ycosis, cocc idioidomycosis,  
histoplasmosis, chromomy cosis, or paracocc  idioidomycosis, OR 2) The requested drug       
is being   prescribed for a patient with Cushing'     s syndrom e  who cannot tolerate surgery     
or surgery has not been curativ     e.  

Age Restrictions -
Prescriber Restrictions -
Coverage Duration 6 months 
Other Criteria -
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Prior Authorization Group    KEYTRUDA  
Drug Names   KEYTRUDA  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Epithelial ovarian cancer/fa  llopian tube cancer/p  rimary peritoneal   cancer, uveal   

melanoma, Ewing sarcoma  , osteos arcoma, testic ular cancer, anal carcino   ma, adrenal   
gland tumors, penile cancer, central nervous syste      m (CNS ) brain metastas  es in   
patients  with melanom a or non-smal  l cell lung cancer (NSC    LC), pancreati c  
adenocarcinoma, hepatobil iary cancers   (extrahepatic cholan giocarcinoma, intrahepati c  
cholangiocarcinoma, gallbl adder cancer), malign  ant pleural mesothe  lioma, vulva r  
cancer, thymic   carcinoma, Mycos is Fungoides /Sezary syndrom e, T-cell lympho  mas  
(extranodal natural kill  er [NK]/T-cell lympho  ma, nasal type), gestati   onal trophoblas tic  
neoplasia, poorly differenti  ated neuroendoc rine carcino ma/large or small    cell  
carcinoma.  

Exclusion Criteria   - 
Required Medical Information    For cutaneou s melanom a: Disease is unresect   able or metastat  ic. For adjuva  nt  

treatment of melanom  a: 1) The diseas   e has spread to lymph nodes       and 2) The    
requested drug will be used following comple      te lymph node resecti   on or comple  te  
resection of metastat  ic diseas e. For NSC  LC: Patient must meet any of the following         
conditions: 1) Will be used in combin      ation with pemetrexe  d and carbopla  tin or cispl  atin  
following epidermal   growth factor receptor (EGFR) or anaplas     tic lympho ma kinas e  
(ALK) therapy (if EGFR or ALK positi      ve) for recurrent, advanc   ed, or metastat  ic  
nonsquamous NSC LC, OR 2) Will be used       with carbopla tin or cispl  atin and pacli  taxel  
or pacli taxel protein-bound   for recurrent, advanc  ed, or metastat  ic squamou s  NSCLC,  
OR 3) Will be used as a singl       e agent for recurrent, advanc    ed, or metastat  ic NSC LC  
expressing programmed death ligand 1 (PD-L1) (Tumor Proportion Score [TPS] greater            
than or equal to 1%) following EGFR or ALK therapy (if EGFR or ALK positi              ve), OR 4)    
Will be used for continu    ation maintena nce therapy for recurrent, advanc    ed or   
metastatic diseas e. For head and neck squamou     s cell carcin  oma: Disease is    
unresectable, metastat ic, or second primary. For class     ical Hodgkin lymph  oma: The   
disease is relapsed or refractory. For urothelia      l carcino ma (other than non-musc   le  
invasive bladder cancer [NMIBC] with carcino     ma in situ [CIS]): 1) Patient is not eligib        le  
for cispl atin and tumor express   es PD-L1 (Combined Positiv   e Score [CPS] greater than      
or equal to 10), OR 2) Patient is not eligib         le for any platinu   m-containing chemoth erapy,  
OR 3) Disease has progressed during, following, or         within 12 months of neoadjuv    ant or   
adjuvant platinu m therapy. For NMIBC with CIS: Disease is high-risk          and Bacillu s  
Calmette-Guerin (BCG)-unresponsiv e AND   patient is   ineligible for or has elected not to        
undergo cyste ctomy. For colorec  tal cancer: 1) Disease is unresect     able or metastat  ic,  
AND  2) Tumor is micros   atellite instabi lity-high (MSI-H) or misma   tch repair defici  ent  
(dMMR).  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   For solid tumors (includ   ing Ewing sarcoma  , osteos arcoma, adrenal gland tumors,     
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penile cancer): 1) Disease is unresectable or metastatic, AND 2) Tumor is MSI-H or 
dMMR or tumor mutational burden-high (greater than or equal to 10 mutations per 
megabase), AND 3) Disease has progressed following prior treatment and patient has 
no satisfactory alternative treatment options. For gastric, esophagogastric junction, and 
esophageal cancer: 1) Member is not a surgical candidate or disease is recurrent, 
locally advanced, or metastatic, AND 2) Tumor is MSI-H or dMMR OR tumor expresses 
PD-L1 (CPS greater than or equal to 1) OR the requested drug will be used in 
combination with chemotherapy. For cervical cancer: Disease is recurrent or metastatic 
AND one of the following: 1) Tumor is MSI-H or dMMR, OR 2) Tumor expresses PD-L1 
(CPS greater than or equal to 1) and disease has progressed on or after 
chemotherapy. For primary mediastinal large B-cell lymphoma: Disease is relapsed or 
refractory. For hepatocellular carcinoma: Patient was previously treated with sorafenib. 
For kidney cancer: The requested drug will be used in combination with axitinib or 
lenvatinib. For small cell lung cancer: Disease is relapsed, primary progressive, or 
metastatic. For CNS brain metastases: The requested drug will be used for treatment 
of brain metastases in patients with melanoma or NSCLC. 

Prior Authorization Group    KISQALI  
Drug Names   KISQALI, KISQALI FEMARA    200 DOSE, KISQALI FEMARA     400 DOSE, KISQALI    

FEMARA  600 DOSE   
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   For treatment of breast cancer using Kisqali (ribocic       lib) in combin  ation with an    

aromatase inhibi tor or Kisqali Femara Co-Pack (ribocic     lib and letrozol  e) as   initial  
endocrine-based therapy, one the following      criteria must be met: 1) the patient is         pre- 
or peri-menopa usal, OR 2) the patient is postmen      opausal and the patient has      
experienced diseas e progressi on on Ibrance (palboci   clib) or Verzenio (abemaci   clib) or   
an intolerab le adverse   event to Ibrance (palboci   clib) AND   Verzenio (abemaci clib). For   
treatment of breast    cancer with Kisqali (ribocic   lib) in combin  ation with fulves  trant,  one  
of the following criteria must      met: 1) the requested     drug is being used     with fulves trant  
as initia l endocrin e-based therapy in a postmen    opausal patient, OR 2) the requested       
drug is being used following diseas     e progressi on  on endocrin e therapy in a     
postmenopausal patient and the patient has experien      ced diseas e progressi on on   
Ibrance (palboci clib) OR Verzenio (abemaci   clib) OR an intolerab   le adverse event to     
Ibrance (palboci clib) AND   Verzenio (abemaci clib).  
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Prior Authorization Group    KORLYM  
Drug Names   KORLYM  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    KUVAN  
Drug Names   SAPROPTERIN DIHY DROCHLORI  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For phenyl ketonuria: For patients    who have not yet receive    d a therapeutic    trial of the    

requested drug, the patient'   s pretreatment, inclu  ding before dietary manageme   nt,  
phenylalanine level is greater than 6 mg/dL (360 micromo        l/L). For patients    who  
completed a therapeutic    trial of the requested drug, the patient must have          experienced  
a reduction in blood phenyl    alanine level of    greater than or equal to 30 percent from         
baseline OR the patient has demonst     rated an improve  ment in neuropsy  chiatric  
symptoms.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Initial: 2 months. All others: Plan Year.        
Other Criteria   - 

Prior Authorization Group    KYNMOBI  
Drug Names   KYNMOBI  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    LENVIMA  
Drug Names   LENVIMA 10 MG DAILY DOSE, LENVIMA 12MG DAILY DOSE, LENVIMA 14 MG             

DAILY DOSE, LENVIMA 18 MG DAILY DOSE, LENVIMA 20 MG DAILY DOSE,             
LENVIMA 24 MG DAILY DOSE, LENVIMA 4 MG DAILY DOSE, LENVIMA 8 MG DAILY               
DOSE  

PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Medullary thyroid carcin  oma, anaplas tic thyroid carcino  ma  
Exclusion Criteria   - 
Required Medical Information    For differenti ated thyroid cancer (follic   ular, papill ary, or Hurthle cell): diseas    e is   

radioactive iodine-refrac tory and unresect  able, local ly recurrent, or metastat   ic. For   
hepatocellular carcin oma: diseas e is unresect  able or inoperabl  e, local , metastat ic  or  
with extens ive liver tumor burden. For renal cell carcino       ma: diseas e is advanc  ed or   
relapsed.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    LIDOCAINE  PATCHES  
Drug Names   LIDOCAINE  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Pain assoc iated with diabeti  c neuropathy , pain assoc  iated with cancer-rel  ated  

neuropathy (includ ing treatment-relat ed neuropathy [e.g., neuropathy assoc    iated with   
radiation treatment or chemoth   erapy]).  

Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    LONSURF  
Drug Names   LONSURF  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For colorec tal cancer: The diseas   e is unresect  able advanc ed or metastat  ic. For gastric    

or gastroes ophageal juncti on adenocarc inoma, all of the following criteria       must be met:    
1)  The diseas e is unresect  able local ly advanc ed,  recurrent, or metastat  ic, and 2) The     
patient has been previous   ly treated with at least two prior lines         of chemoth erapy.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    LORBRENA  
Drug Names   LORBRENA  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Repressor of silen  cing (ROS)-1 rearrangement-pos  itive metastat ic NSC LC  following  

progression on crizoti  nib, entrectin ib, or ceritini  b.  
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    LUMAKRAS  
Drug Names   LUMAKRAS  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    LUMIZYME  
Drug Names   LUMIZYME  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For Pompe diseas  e, the diagnos  is was confirme  d by an enzym   e assay demonst  rating a   

deficiency of acid alpha-glu   cosidase (GAA) enzym  e activ ity or   by genetic testing  .  
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    LUPRON  
Drug Names   LEUPROLIDE ACETA TE, LUPRON   DEPOT (1-MONTH),   LUPRON  DEPOT  

(3-MONTH), LUPRON   DEPOT-PED (1-MONTH, LUPRON    DEPOT-PED (3-MONTH   
PA Indication Indicator    All Medica lly-accepted Indicat ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For central precoci  ous puberty (CPP  ), patients   not currently receivi  ng therapy must    

meet all of the following criteria: 1) Diagnosis         of CPP confirme  d by: a) a pubertal      
response to a gonadotropi   n releasi ng hormone (GnRH) agonis   t  test OR a pubertal level      
of a third generation luteini    zing hormone (LH) assay AND      b) Assess ment of bone age     
versus chronolo gical age, and 2) The onset of second       ary sexual characte  ristics  
occurred prior to 8 years of age for female patients           OR prior to 9 years of age for male          
patients. For uterine fibroids   , patient must meet     one of the following: 1) Diagnosis       of  
anemia (eg, hematoc  rit less than or     equal to 30 percent and/or hemoglo     bin less than or     
equal to 10g/dL), OR 2) the requested medica       tion will be used prior to       surgery for   
uterine fibroids .  

Age Restrictions   CPP: Patient must be less than 12 years old          if female and    less than 13 years old if       
male.  

Prescriber Restrictions   - 
Coverage Duration   Fibroids:  3 months (mo), max 6 mo total. Endometrios       is: 6 mo, max 12 mo total.        

Others: Plan Year    
Other Criteria   - 
 

Updated 11/01/2021 67 



  

 

 

 

Prior Authorization Group    LYNPARZA  
Drug Names   LYNPARZA  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Recurrent HER 2-negative, BRC A 1/2-germli ne mutated breast cancer, recurrent or       

metastatic HER 2-positive, BRC A 1/2-germli ne mutated breast cancer     
Exclusion Criteria   - 
Required Medical Information    For breast cancer the diseas    e must be: 1) BRC    A 1/2-germli ne mutated, and 2)     

recurrent or metastat  ic  
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    LYRICA  CR  
Drug Names   LYRICA  CR, PREGAB ALIN ER   
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    The patient has experien   ced an inadequa  te treatment response  , intoleran ce, or   

contraindication to gabapenti  n.  
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    MAVYRET  
Drug Names   MAVYRET  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   Decompensated cirrhosi s/moderate or severe hepatic impairm    ent (Child Turcotte Pugh     

class  B or C).    
Required Medical Information    For chronic   hepatitis C: Infectio  n confirme d by presence of HCV RNA       in the serum prior     

to starting treatment. Planned treatment regimen,       genotype,  prior treatment history  ,  
presence or absenc  e of cirrhosi  s (compens ated or decompe  nsated [Child Turcotte    
Pugh class   B or C]), presence or absenc     e of HIV coinfec   tion, presence or absenc   e of   
resistance-associated substi tutions where applic  able, liver and kidney     transplantation  
status if applic  able. Coverage conditi  ons and speci  fic durations of    approval will be    
based on current AASLD     treatment guideli nes.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Criteria will be applied consi    stent with current AASLD   -IDSA guidanc e.  
Other Criteria   - 

Updated 11/01/2021 68 



  

 

 

 

Prior Authorization Group    MEGESTROL  
Drug Names   MEGESTROL ACETA TE  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    MEKINIST  
Drug Names   MEKINIST  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Brain metastas es from melanom  a, uveal melanom  a, colorec tal cancer.   
Exclusion Criteria   - 
Required Medical Information    For brain metastas  is from melanom  a or for adjuva   nt treatment of melanom   a, the tumor    

is positi ve for a BRAF     V600 activ ating mutation and    the requested drug    will be used    in  
combination with dabrafenib. For unresect    able or metastat  ic melanom a, the tumor is     
positive for a BRAF     V600 activ ating mutation and    the requested drug will be used as        a  
single agent or in combi    nation with dabrafenib. For non-smal    l cell lung cancer or for       
anaplastic thyroid cancer, the tumor is positi      ve for a BRAF     V600E mutation and    the  
requested drug will be used in combin      ation with dabrafenib. For uveal melanom     a, the   
requested drug will be used as a singl       e agent. For unresect   able advanc ed or   
metastatic colorec tal cancer, the tumor is positi     ve for a BRAF V600E activ     ating  
mutation.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    MEKTOVI  
Drug Names   MEKTOVI  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Colorectal cancer   
Exclusion Criteria   - 
Required Medical Information    For colorec tal cancer, patient must meet all of        the following criteria:    1) The requested    

drug is used in combi    nation with encorafeni  b, 2) Tumor is positi    ve for BRAF    V600E  
mutation,  and 3) The requested drug will       be used as    subsequent therapy.   

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    MEMANTINE  
Drug Names   MEMANTINE  HYDROCHLORIDE, MEMANTINE   HYDROCHLORIDE E   
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   This edit only applies     to patients   less than 30 years of age.       

Prior Authorization Group    METHYLPHENIDATE  
Drug Names   DEXMETHYLPHENIDATE HCL, DEXMETH  YLPHENIDATE HYD ROC, METADAT E  

ER, METHYLPH ENIDATE  HYDROCHLO  
PA Indication Indicator    All Medica lly-accepted Indicat ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    1)  The patient has a diagnos    is of Attention-Defici  t Hyperactiv ity Disorder (ADH  D) or   

Attention Deficit Disorder (ADD   ) OR 2) The patient has the diagnos       is of narcolep  sy  
confirmed by a sleep study and the request is not for a dexmeth            ylphenidate product OR    
3)  The requested drug is being prescrib     ed  for the treatment of cancer-rel    ated fatigue   
after other causes    of fatigue have been ruled out.       

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    MIGLUSTAT  
Drug Names   MIGLUSTAT  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For Gauch er  disease, the diagnos  is was confirme  d by an enzym   e assay demonst  rating  

a defici ency of beta-gluc  ocerebrosidase enzym e activ ity or by genetic testing    .  
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    MODAFINIL  
Drug Names   MODAFINIL  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    1) Diagnosis   is narcolep sy confirme d  by sleep lab evalua   tion OR 2) Diagnosis     is shift   

work disorder (SWD)    OR 3) Diagnosis    is obstructi ve sleep apnea (OSA) confirme    d  by  
polysomnography.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    MONJUVI  
Drug Names   MONJUVI  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    MVASI  
Drug Names   MVASI  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Breast cancer, central nervous syste    m (CNS ) tumor types:    adult low-grade (WHO    

Grade II) infiltra  tive supratentori al astrocy toma/oligodendroglioma, adult intracrani  al  
and spinal   ependymoma, anaplas tic glioma s, adult medull  oblastoma, primary central    
nervous syste m lymph oma, meningi omas, limit ed and extens  ive brain metastas  es,  
leptomeningeal metastas es and metastat  ic spine tumors, malign   ant pleural   
mesothelioma, epithel ial ovarian cancer/fa  llopian tube cancer/p  rimary peritoneal   
cancer, inclu ding the following cancer types:      carcinosarcoma (maligna nt mixed   
Mullerian tumors), clear    cell carcino ma, mucino us carcino ma,  grade 1 endometrio  id  
carcinoma, low-grade serous carcino   ma, ovarian borderline epithel   ial tumors   (low  
malignant potential )  with invas ive implan ts, and malign  ant sex cord-stroma  l tumors, soft    
tissue sarcoma types: angios   arcoma and solita  ry fibrous tumor/heman  giopericytoma,  
AIDS-related Kaposi sarcoma  ,  uterine cancer, endometria  l cancer, vulva  r  cancer, and   
ophthalmic-related disorders : diabeti c macula r  edema, neovas cular (wet) age-related    
macular  degeneration inclu ding polypo idal choroido pathy and retinal angioma   tous  
proliferation subtyp es, macul ar  edema following retinal vein occlu    sion, proliferati ve  
diabetic retinopathy , choroida l neovas cularization, neovas cular glauco ma  and  
retinopathy  of prematurity , hepatoce llular carcino ma.  

Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   Coverage under Part D will be denied if coverage is avail          able  under Part A or Part B as        

the medic ation is prescrib  ed and dispen  sed or admini  stered for the indiv   idual.  

Prior Authorization Group    NAGLAZYME  
Drug Names   NAGLAZYME  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For mucopol ysaccharidosis VI diseas  e, the diagnos  is was confirme  d by an enzym   e  

assay  demonstrating a defici  ency of N-acetylgal  actosamine 4-sulfata se (arylsul fatase  
B)  enzyme activ ity or by genetic testing    .  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Updated 11/01/2021 72 



  

 

 

Prior Authorization Group    NATPARA  
Drug Names   NATPARA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   Acute postsu rgical hypoparath yroidism (within 6 months of surgery) and expect       ed  

recovery from the hypoparath   yroidism.  
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    NERLYNX  
Drug Names   NERLYNX  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    NEXAVAR  
Drug Names   NEXAVAR  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Acute myelo id leukem ia, soft tissu  e sarcoma (angiosa  rcoma, desmoi d  

tumors/aggressive fibromatos is, solita ry  fibrous tumor, and hemangi   opericytoma  
subtypes), gastroint estinal stromal tumor, medull   ary thyroid carcino  ma, osteos arcoma,  
recurrent chordoma, epithel  ial ovarian cancer, fallopi   an tube cancer, primary peritoneal      
cancer.  

Exclusion Criteria   - 
Required Medical Information    For thyroid carcino  ma: Histology   is follic ular, papill ary, Hurthle cell or medull    ary. For   

acute myelo id leukem ia, any of the following      criteria must be met: 1) The requested        
drug is used in combi    nation with azacti  dine or decitab  ine for low-intensi  ty treatment   
induction or post-remis  sion therapy AND the patient is 60 years of          age or older with     
FLT3-ITD mutation ,  OR 2) The diseas   e is relapsed  /refractory AND   the requested drug    
is a compone  nt of repeating the initia    l succ essful inducti on if late relapse (greater than       
or equal to 12 months), OR 3) The diseas        e is relapsed  /refractory AND   the requested   
drug is used in combi    nation with azacti  dine or decitab  ine if the patient is FLT3-ITD       
mutation positi ve.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    NINLARO  
Drug Names   NINLARO  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Systemic light chain amylo   idosis.  
Exclusion Criteria   - 
Required Medical Information    For multip le myelo ma: The requested drug will be used in combi        nation with   

lenalidomide and dexamet  hasone OR pomali  domide and dexamet  hasone OR   
dexamethasone OR cycl  ophosphamide and dexamet  hasone OR as a singl    e agent.   

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    NITISINONE  
Drug Names   NITISINONE  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For hereditary tyrosin  emia type 1: Diagnosis     of hereditary tyrosin  emia type 1 is     

confirmed by one of the following: 1)        biochemical testing (e.g., detecti   on of   
succinylacetone in urine) or 2) DNA       testing (mutation analys  is).  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    NORTHERA  
Drug Names   DROXIDOPA, NORTHE RA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For neurogenic   orthostatic hypotens ion  (NOH): Prior to initia   l therapy, patient has a      

persistent, consi stent decrease in systo   lic blood pressure of at      least 20 mmHg OR     
decrease in diastol  ic blood pressure of at least 10 mmHg within 3 minutes            of standin g.  
For continu ation of therapy for NOH, patient must experien       ce a sustai  ned decrease in    
dizziness. For both initia   l and continu  ation of therapy for NOH, the requested drug         will  
be used for patients     with neurogenic   orthostatic hypotens ion assoc iated  with one of the     
following diagnos es: 1) Primary autonomi   c failure due to Parkinson'    s diseas e, multipl e  
system atrophy, or pure autonomi    c failure, OR 2) Dopamine beta hydroxy      lase  
deficiency, OR 3) Non-diabetic autonomi    c neuropathy .  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   3 months   
Other Criteria   - 

Prior Authorization Group    NUBEQA  
Drug Names   NUBEQA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    NUEDEXTA  
Drug Names   NUEDEXTA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    NUPLAZID  
Drug Names   NUPLAZID  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For h allucinations and delusi  ons assoc iated with Parkinson'  s diseas e psyc hosis, the   

diagnosis of Parkinson'  s diseas e must be made prior to       the onset of psyc   hotic  
symptoms.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    OCTREOTIDE  
Drug Names   OCTREOTIDE  ACETATE  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Meningiomas, thymom as and thymic    carcinomas, neuroendoc rine tumors (NETs) of the      

gastrointestinal (GI) tract, lung, thymus (carcino     id tumors) or unresect   ed primary   
gastrinoma, NETs of the pancreas    ,  and pheochrom ocytoma/paraganglioma.  

Exclusion Criteria   - 
Required Medical Information    For acromegal y (initial ):  1) Patient has a high pretreatment insul      in-like  growth factor-1   

(IGF-1) level for age and/or gender based on the laboratory reference            range, and 2)    
Patient had an inadequa   te or partial response to surgery or radiotherapy         OR there is a     
clinical reason for why the patient has not had surgery or radiotherapy           .  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   For acromegal y (continua tion of therapy): patient'   s IGF-1 level has decrease    d or   

normalized since   initiation of therapy.    
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Prior Authorization Group    ODOMZO  
Drug Names   ODOMZO  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    OFEV  
Drug Names   OFEV  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    OGIVRI  
Drug Names   OGIVRI  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Neoadjuvant treatment for human epidermal      growth factor receptor 2 (HER    2)-positive  

breast cancer, recurrent HER   2-positive breast cancer, leptomen   ingeal metastas es from   
breast cancer, HER  2-positive esophage al and esophago  gastric juncti on cancer,   
HER2-positive advanc ed and recurrent uterine serous      carcinoma, HER 2-amplified  
colorectal cancer in combi   nation with pertuzuma  b or   lapatinib.  

Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Neoadjuvant therapy for breast cancer: 6 months. Other: Plan Year.           
Other Criteria   Coverage under Part D will be denied if coverage is avail          able  under Part A or Part B as        

the medic ation is prescrib  ed and dispen  sed or admini  stered for the indiv   idual. For   
FDA-approved indic ations and off-label uses that      overlap: the patient had an intolerab     le  
adverse event to Trazimera and that adverse event was NOT attributed to the activ             e  
ingredient as descri  bed in the prescrib   ing informati on.  
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Prior Authorization Group    OMNIPOD  
Drug Names   OMNIPOD 5 PACK  , OMNIPOD DASH    5 PACK , OMNIPOD STARTE  R KIT   
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    1)  The patient has diabetes requiring insul     in manageme nt with multipl  e  daily injec tions  

AND  2) The patient is self-tes    ting glucos e level s  4 or more times per day AND 3) The          
patient has experien  ced any of the following      with the current diabetes     regimen:  
inadequate glyce mic control, recurrent hypogl   ycemia, wide fluctua  tions in blood    
glucose, dawn phenomeno  n  with persist ent severe early morning hypergly    cemia,  
severe glyce mic excurs ions.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   For continu ation of therapy with an insul     in pump, the patient has stable or improve       d  

glycemic control.   

Prior Authorization Group    ONTRUZANT  
Drug Names   ONTRUZANT  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Neoadjuvant treatment for human epidermal      growth factor receptor 2 (HER    2)-positive  

breast cancer, recurrent HER   2-positive breast cancer, leptomen   ingeal metastas es from   
breast cancer, HER  2-positive esophage al and esophago  gastric juncti on cancer,   
HER2-positive advanc ed and recurrent uterine serous      carcinoma, HER 2-amplified  
colorectal cancer in combi   nation with pertuzuma  b or   lapatinib.  

Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Neoadjuvant therapy for breast cancer: 6 months. Other: Plan Year.           
Other Criteria   Coverage under Part D will be denied if coverage is avail          able  under Part A or Part B as        

the medic ation is prescrib  ed and dispen  sed or admini  stered for the indiv   idual. For   
FDA-approved indic ations and off-label uses that      overlap: the patient had an intolerab     le  
adverse event to Trazimera and that adverse event was NOT attributed to the activ             e  
ingredient as descri  bed in the prescrib   ing informati on.  
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Prior Authorization Group    ONUREG  
Drug Names   ONUREG  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    OPSUMIT  
Drug Names   OPSUMIT  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    Pulmonary arterial hypertens  ion (PAH ) (World Health Organiz   ation [WHO] Group 1):     

Diagnosis  was confirme d by right heart catheteri    zation. For PAH new starts only:       1)  
Pretreatment mean pulmona  ry  arterial pressure   is greater than or equal to 25 mmHg,         
2)  Pretreatment pulmona ry capil lary wedge pressure is less than       or equal to 15 mmHg,      
and 3) Pretreatment pulmona   ry  vascular resista nce is greater than 3 Wood units.        

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    ORAL-INTRANASAL FENTA NYL  
Drug Names   FENTANYL CITRA TE ORAL TRA    
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    1) The requested drug is indic     ated for the treatment of breakthrough CAN      CER-related  

pain only. The requested drug is being prescrib       ed for the manageme   nt of breakthrough    
pain in a CAN   CER patient who is currently receivi     ng around-the-cl ock opioid therapy    
for underlyi ng CAN CER pain. [Note: Ensure that the patient is opioid          tolerant. Patients   
considered opioid tolerant are those who are taking around-the-cl        ock medic ine  
consisting of at least 60 mg of oral morphine per day,            at least 25 mcg per hour of        
transdermal  fentanyl, at least 30 mg of oral oxyc       odone per day, at least 60 mg oral         
hydrocodone per day, at least 8 mg of oral hydromorpho         ne per day, at least 25 mg oral         
oxymorphone per day, or an equianal     gesic dose of another opioid      medication daily for    
a week or longer.] AND      2) The Internationa  l Classifi cation of Diseases    (ICD)  diagnosis  
code provided supports the CAN    CER-RELATED diagnos is. [Note: For drug coverage      
approval,  ICD diagnos is code provided MUST support      the CAN CER-RELATED  
diagnosis.]  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    ORGOVYX  
Drug Names   ORGOVYX  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    ORKAMBI  
Drug Names   ORKAMBI  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For cysti c fibrosi s (CF): The patient is positi     ve for the F508del mutation on both allel       es  

of the cysti  c fibrosi s transmem brane conduc tance regulator (CFTR  ) gene.   
Age Restrictions   2 years of age or older       
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   For cysti c fibrosi s (CF): The requested medica    tion will not be used in combin      ation with   

other medic ations contain ing ivaca ftor.  

Prior Authorization Group    OSPHENA  
Drug Names   OSPHENA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
 
Prior Authorization Group    OXANDROLONE  
Drug Names   OXANDROLONE  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Cachexia assoc iated with AIDS (HIV wasting) or       to enhance   growth in patients    with  

Turner's Syndrome.   
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   6 months   
Other Criteria   Coverage will be denied if request is for an indic         ation exclu ded from Part D.     
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Prior Authorization Group    PANRETIN  
Drug Names   PANRETIN  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Topical  treatment of cutaneou  s lesio ns in patients    with non-AIDS-related Kaposi    

sarcoma  
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    PEGASYS  
Drug Names   PEGASYS  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Myeloproliferative neoplas m (essenti al thrombocy themia, polyc ythemia vera, primary    

myelofibrosis and post-poly  cythemia vera or post-ess   ential thrombocy themia  
myelofibrosis), syste mic mastoc ytosis.  

Exclusion Criteria   - 
Required Medical Information    For chronic   hepatitis C (CHC  ): CHC   infection confirme d by   presence of HCV RNA     in  

serum prior to starting treatment. Planned treatment regimen, genotype        , prior treatment    
history, presence or absenc   e of cirrhosi  s (compens ated or decompe  nsated [Child   
Turcotte Pugh class    B or C]), presence or absenc     e  of HIV coinfec  tion, presence or    
absence of resista  nce-associated substi tutions where applic  able, liver and kidney     
transplantation status if applic   able. Coverage conditi  ons and speci  fic durations of    
approval will   be based on current AASLD    -IDSA treatment guideli  nes.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   HCV=Criteria will be applied consi    stent with current AASLD   -IDSA guidanc e. HBV=48   

wks. Other=Plan Yr    
Other Criteria   - 

Prior Authorization Group    PEMAZYRE  
Drug Names   PEMAZYRE  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    PHENYLBUTYRATE  
Drug Names   SODIUM PHEN YLBUTYRATE  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For urea cycl  e disorder: Diagnosis    of urea cycl  e disorder (UCD  ) was confirme  d by   

enzymatic, bioche mical or genetic testing   .  
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    PHESGO  
Drug Names   PHESGO  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Neoadjuvant therapy for breast cancer: 6 months. Other: Plan Year           
Other Criteria   - 

Prior Authorization Group    PIQRAY  
Drug Names   PIQRAY 200MG DAILY DOSE, PIQRAY 250MG DAILY DOSE, PIQRAY 300MG           

DAILY DOSE   
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Recurrent hormone receptor (HR)   -positive, human epidermal    growth factor receptor 2     

(HER2)-negative, PIK3CA- mutated breast cancer    in combin ation with fulves  trant.  
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    POMALYST  
Drug Names   POMALYST  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Systemic light chain amylo   idosis, primary central nervous syste    m (CNS ) lympho ma.  
Exclusion Criteria   - 
Required Medical Information    For multip le myelo ma: The patient has previous    ly receive d at least two prior therapies       

for multip le myelo ma, inclu ding an immuno  modulatory agent AND a proteasom    e  
inhibitor. For Kaposi sarcoma   , patient meets one of the following: 1) patient has           
acquired immuno deficiency syndrom e (AIDS) , or 2) patient is      negative for human    
immunodeficiency virus (HIV).    

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    PRALUENT  
Drug Names   PRALUENT  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    PREGABALIN  
Drug Names   PREGABALIN  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Cancer-related neuropathic   pain, cancer treatment related     neuropathic  pain.  
Exclusion Criteria   - 
Required Medical Information    1)  The requested drug is being prescrib     ed  for the manageme  nt of postherpeti  c  

neuralgia, neuropathic   pain assoc iated with diabeti  c peripheral neuropathy  ,  
cancer-related neuropathic   pain or cancer treatment related neuropathic       pain AND 2)    
The patient has experien   ced an inadequa  te treatment response  , intoleran ce, or   
contraindication to gabapenti  n OR 3) The requested drug is being prescrib        ed as   
adjunctive therapy for partial onset      seizures OR 4) The requested drug is being         
prescribed for the manageme   nt of fibromya  lgia or manageme  nt of neuropathic    pain  
associated with spinal    cord injury.   

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 
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Prior Authorization Group    PROMACTA  
Drug Names   PROMACTA  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For chronic   or persis tent immune thrombocy  topenia (ITP): 1) For new starts: a) Patient         

has had an inadequa   te response or is intoleran    t to prior therapy such as cortico      steroids  
or immuno globulins, AND   b) Untransfused platele  t  (plt) count at any point prior to        the  
initiation of the requested medica    tion is less than 30,000/mc    L OR 30,000-50,00  0/mcL  
with sympt omatic bleedin g or risk factor(s)     for bleedin g. 2) For continu   ation of therapy,    
plt count   response to the requested drug: a) Current plt count is           less than or    equal to   
200,000/mcL OR b) Current plt count is greater than 200,000/mc         L and dosing    will be   
adjusted to a plt count suffic     ient to avoid clini   cally important   bleeding. For   
thrombocytopenia assoc iated with chronic    hepatitis C:   1) For new starts: the requested       
drug is used for initia    tion and maintena  nce of interferon-bas  ed therapy. 2) For     
continuation of therapy: patient is      receiving interferon-bas ed therapy. For severe     
aplastic anemia (AA): For continu    ation of therapy following the initia     l 6 month approval     
for severe aplasti  c anemia: The patient must meet one of the following:           1) Current plt    
count is 50,000-200,00  0/mcL OR 2) Current plt count is less than 50,000/mc         L and   
patient has not receiv   ed appropriatel y titrated therapy    for at least 16 weeks, OR 3)        
Current plt count is less than 50,000/mc      L and patient    is transfusi on-independent, OR 4)    
Current plt count is greater than 200,000/mc      L and dosing will be adjuste     d to achiev  e  
and maintai n an appropriate target plt count.       

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   HCV: 6mo, ITP/AA initia   l: 6mo, ITP reauth: Plan Year, AA reauth: APR-        Plan Year,   

IPR-16 wks   
Other Criteria   APR: adequate platele  t  response (greater than 50,000/mc   L), IPR: inadequa  te platele t  

response (less than 50,000/mc   L)  

Prior Authorization Group    PULMOZYME  
Drug Names   PULMOZYME  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For cysti c fibrosi s: Diagnosis   of cysti c fibrosis   was confirme d by appropriate diagnos   tic  

or genetic testing  .  
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   Coverage under Part D will be denied if coverage is avail          able  under Part A or Part B as        

the medic ation is prescrib  ed and dispen  sed or admini  stered for the indiv   idual.  
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Prior Authorization Group    QINLOCK  
Drug Names   QINLOCK  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    QUETIAPINE XR   
Drug Names   QUETIAPINE FUMARA TE ER   
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Maintenance monotherapy treatment in bipolar I disorder, monotherapy         treatment of   

generalized anxiety   disorder, monotherapy   treatment of major depressi   ve disorder   
Exclusion Criteria   - 
Required Medical Information    For schiz ophrenia, acute treatment of manic or mixed episod       es assoc iated with bipolar    

I disorder, both as monotherapy      and as an adjunc   t  to lithiu m or dival  proex, the acute    
treatment of depressi  ve episod es assoc iated with bipolar disorder, maintena    nce  
treatment of bipolar I disorder, as an adjunc       t  to lithiu m or dival  proex, adjunc tive  
treatment of major depressi   ve disorder, or maintena   nce monotherapy treatment in     
bipolar I disorder: The patient has had an inadequa        te treatment response  , intoleran ce  
or contraind ication to one of the following: aripipraz      ole, lurasid one, olanza pine,  
paliperidone, quetiapi ne immedi ate-release, risperido ne, or ziprasi  done  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   - 

Prior Authorization Group    QUININE  SULFATE  
Drug Names   QUININE  SULFATE  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Babesiosis, uncompl icated Plasmodi um vivax malaria.    
Exclusion Criteria   - 
Required Medical Information    - 
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   1 month   
Other Criteria   - 
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Prior Authorization Group    REGRANEX  
Drug Names   REGRANEX  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    For the treatment of lower extremit     y diabeti c neuropathic ulcers that extend into the        

subcutaneous tissu e or beyond and have an adequate        blood supply .  
Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   20 weeks   
Other Criteria   - 

Prior Authorization Group    RELISTOR INJ   
Drug Names   RELISTOR  
PA Indication Indicator    All FDA-approved Indicat  ions  
Off-label Uses   - 
Exclusion Criteria   - 
Required Medical Information    1)  The requested drug is being prescrib     ed  for opioid-i nduced consti pation in an adult     

patient with advanc  ed illnes s or pain caused by activ     e cancer who requires opioid      
dosage escal ation for pallia  tive care OR 2) The requested drug is being prescrib         ed for   
opioid-induced consti pation in an adult patient with chronic        non-cancer  pain, inclu ding  
chronic  pain related to prior cancer or its treatment who          does not require frequent (e.g.,      
weekly) opioid dosage    escalation AND   3) The patient is unable to tolerate oral         
medications OR 4) An oral drug indic      ated for opioid-i  nduced consti pation in an adult     
patient with chronic    non-cancer  pain has been tried. (Note: An exampl      e of an oral drug      
indicated for opioid-i  nduced consti pation inclu des Movanti k) AND   5) The patient    
experienced an inadequa  te  treatment response or    intolerance to an oral drug indic     ated  
for opioid-i nduced consti pation in an adult patient with       chronic  non-cancer  pain. (Note:   
An exampl e of an oral drug indic     ated for opioid-i  nduced consti pation inclu des Movanti k)  
OR 6) The patient has a contraind      ication that would prohibit a      trial of an oral drug      
indicated for opioid-i  nduced consti pation in an adult patient with chronic        non-cancer  
pain (Note: An exampl   e of an oral drug indic     ated for opioid-i  nduced consti pation  
includes Movanti k).  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   4 months   
Other Criteria   - 
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Prior Authorization Group    REMICADE  
Drug Names   REMICADE  
PA Indication Indicator    All FDA-approved Indicat  ions, Some Medica  lly-accepted Indicat ions  
Off-label Uses   Behcet's  syndrome, granuloma tosis with polyan  giitis (Wegener's granuloma  tosis),  

hidradenitis suppurati va, juveni le idiopat hic arthritis, pyoderma gangrenosu   m,  
sarcoidosis, Takayas u's arteritis,   uveitis  

Exclusion Criteria   - 
Required Medical Information    For moderately   to severel y activ e Crohn's diseas  e (new   starts only): 1) Pt has fistul     izing  

disease, OR 2) Inadequate response to at least one          conventional therapy (e.g.,    
corticosteroids), OR 3) Intoleranc   e or contraind  ication to conven  tional therapy. For    
moderately  to severel y activ e ulcerati ve coliti s  (new starts only): 1) Inadequate      
response to at least one conven     tional therapy (e.g., cortico   steroids, aminos alicylates)  
OR 2) Intoleranc  e or contraind  ication to conven  tional therapy. For moderately     to  
severely activ e rheumatoid arthritis (new starts      only): 1) Pt meets ANY of the following:         
a)  requested drug will be used in combin      ation with methotrexa  te  (MTX) or lefluno  mide  
OR b) intoleran  ce or contraind  ication to MTX or lefluno    mide AND   2) pt meets ANY of      
the following: a) inadequa   te response , intoleran ce or   contraindication to MTX OR b)      
inadequate response or intoleran   ce to a prior biologi    c diseas e-modifying antirheuma tic  
drug (DMARD ) or a targeted synthe    tic DMARD . For activ  e ankyl osing spondy litis (new   
starts only): Inadequate response to a non-steroid      al anti-infl ammatory drug (NSA  ID)  
trial OR intoleran  ce or contraind  ication to NSAID  s. For moderate to severe chronic       
plaque psorias is (new starts only): 1) At least 3% of          body surface area (BSA) is      
affected OR crucia  l body areas (e.g., feet, hands, face,        neck, groin, intertrigi  nous  
areas) are affected at time of diagnos      is, AND   2) Pt meets ANY of the following: a) pt          
has experien ced inadequa te response or intoleran   ce to either phototherapy     (e.g., UVB,   
PUVA) or pharmacol  ogic treatment with MTX, cycl    osporine, or acitreti  n, OR b)    
pharmacologic treatment with MTX, cycl    osporine, or acitreti  n is contraind  icated, OR c)    
pt has severe psorias   is that warrants a biologi    c DMARD   as first-lin e therapy. For    
hidradenitis suppurati va (new starts only): pt has severe, refractory diseas        e. For uveiti  s  
(new starts only): Inadequate response or intoleran      ce or has a contraind    ication to a trial     
of immuno suppressive therapy for uveiti   s.  

Age Restrictions   - 
Prescriber Restrictions   - 
Coverage Duration   Plan Year   
Other Criteria   For FDA-approved indic  ations and off-label uses that      overlap: the patient had an      

intolerable adverse event to Renflexis      and that adverse event was      NOT attributed to    
the activ e ingredien t  as describ ed in the prescrib   ing informati on.  
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Prior Authorization Group  RENFLEXIS  
Drug Names  RENFLEXIS  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Behcet's syndrome, granulomatosis with polyangiitis (Wegener's granulomatosis), 

hidradenitis suppurativa, juvenile idiopathic arthritis, pyoderma gangrenosum, 
sarcoidosis, Takayasu's arteritis, uveitis  

Exclusion Criteria  - 
Required Medical Information  For moderately to severely active Crohn's disease (new starts only): 1) Pt has fistulizing 

disease, OR 2) Inadequate response to at least one conventional therapy (e.g., 
corticosteroids), OR 3) Intolerance or contraindication to conventional therapy. For 
moderately to severely active ulcerative colitis (new starts only): 1) Inadequate 
response to at least one conventional therapy (e.g., corticosteroids, aminosalicylates) 
OR 2) Intolerance or contraindication to conventional therapy. For moderately to 
severely active rheumatoid arthritis (new starts only): 1) Pt meets ANY of the following: 
a) requested drug will be used in combination with methotrexate (MTX) or leflunomide 
OR b) intolerance or contraindication to MTX or leflunomide AND 2) pt meets ANY of 
the following: a) inadequate response, intolerance or contraindication to MTX OR b) 
inadequate response or intolerance to a prior biologic disease-modifying antirheumatic 
drug (DMARD) or a targeted synthetic DMARD. For active ankylosing spondylitis (new 
starts only): Inadequate response to a non-steroidal anti-inflammatory drug (NSAID) 
trial OR intolerance or contraindication to NSAIDs. For moderate to severe chronic  
plaque psoriasis (new starts only): 1) At least 3% of body surface area (BSA) is 
affected OR crucial body areas (e.g., feet, hands, face, neck, groin, intertriginous 
areas) are affected at time of diagnosis, AND 2) Pt meets ANY of the following: a) pt 
has experienced inadequate response or intolerance to either phototherapy (e.g., UVB, 
PUVA) or pharmacologic treatment with MTX, cyclosporine, or acitretin, OR b) 
pharmacologic treatment with MTX, cyclosporine, or acitretin is contraindicated, OR c) 
pt has severe psoriasis that warrants a biologic DMARD as first-line therapy. For 
hidradenitis suppurativa (new starts only): pt has severe, refractory disease. For uveitis 
(new starts only): Inadequate response or intolerance or has a contraindication to a trial 
of immunosuppressive therapy for uveitis.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group  RETEVMO  
Drug Names  RETEVMO  
PA Indication Indicator  
Off-label Uses  

All FDA-approved Indications, Some Medically-accepted Indications  
Recurrent or advanced rearranged during transfection (RET)-rearrangement positive 
non-small cell lung cancer  

Exclusion Criteria  - 
Required Medical Information  For non-small cell lung cancer, patient must meet all of the following: 1) The disease is 

recurrent, advanced or metastatic, and 2) Tumor is RET fusion-positive or RET 
rearrangement-positive.  

Age Restrictions  Non-small cell lung cancer: 18 years of age or older. Medullary thyroid cancer and 
thyroid cancer: 12 years of age or older.  

Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
 
Prior Authorization Group  REVLIMID  
Drug Names  REVLIMID  
PA Indication Indicator  
Off-label Uses  

All FDA-approved Indications, Some Medically-accepted Indications  
Systemic light chain amyloidosis, classical Hodgkin lymphoma, myelodysplastic  
syndrome without the 5q deletion cytogenetic abnormality, myelofibrosis-associated 
anemia, POEMS syndrome, myeloproliferative neoplasms, non-Hodgkin's lymphoma 
with the following subtypes: acquired immunodeficiency syndrome (AIDS)-related 
diffuse large B-cell lymphoma, primary central nervous system (CNS) lymphoma, 
monomorphic post-transplant lymphoproliferative disorder, chronic lymphocytic 
leukemia (CLL)/small lymphocytic lymphoma (SLL), diffuse large B-cell lymphoma, 
primary cutaneous B-cell lymphoma, multicentric Castleman's disease, adult T-cell 
leukemia/lymphoma, mycosis fungoides (MF)/Sezary syndrome (SS), 
angioimmunoblastic T-cell lymphoma (AITL), peripheral T-cell lymphoma not otherwise 
specified (PTCL NOS), enteropathy-associated T-cell lymphoma, monomorphic 
epitheliotropic intestinal T-cell lymphoma, nodal peripheral T-cell lymphoma, primary 
cutaneous anaplastic large cell lymphoma (ALCL), hepatosplenic gamma-delta T-cell 
lymphoma, high-grade B-cell lymphomas.  

Exclusion Criteria  - 
Required Medical Information  For myelodysplastic syndrome (MDS): Low- to intermediate-1 risk MDS with 

symptomatic anemia per the International Prognostic Scoring System (IPSS) scale  
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group  REZUROCK  
Drug Names  REZUROCK  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  12 years of age or older  
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  Coverage under Part D will be denied if coverage is available under Part A or Part B as 

the medication is prescribed and dispensed or administered for the individual.  
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Prior Authorization Group  RIABNI  
Drug Names  RIABNI  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Non-Hodgkin's lymphoma subtypes [small lymphocytic lymphoma (SLL), mantle cell 

lymphoma, marginal zone lymphomas (nodal, splenic, gastric mucosa-associated 
lymphoid tissue [MALT], nongastric MALT), Burkitt lymphoma, primary cutaneous B-cell 
lymphoma, high-grade B-cell lymphoma with translocations of MYC and BCL2 and/or 
BCL6 (double/triple hit lymphoma), high-grade B-cell lymphoma not otherwise 
specified, Castleman's disease, acquired immunodeficiency syndrome (AIDS)-related 
B-cell lymphoma, hairy cell leukemia, post-transplant lymphoproliferative disorder 
(PTLD)], refractory immune or idiopathic thrombocytopenic purpura (ITP), autoimmune 
hemolytic anemia, Waldenstrom's macroglobulinemia/lymphoplasmacytic lymphoma, 
chronic graft-versus-host disease (GVHD), Sjogren syndrome, thrombotic  
thrombocytopenic purpura, refractory myasthenia gravis, Hodgkin's lymphoma (nodular 
lymphocyte-predominant), primary central nervous system (CNS) lymphoma, 
leptomeningeal metastases from lymphomas, acute lymphoblastic leukemia, prevention 
of Epstein-Barr virus (EBV)-related PTLD, multiple sclerosis, and immune checkpoint 
inhibitor-related toxicities  

Exclusion Criteria  - 
Required Medical Information  For moderately to severely active rheumatoid arthritis (new starts only): 1) patient 

meets ANY of the following: a) requested drug will be used in combination with 
methotrexate (MTX) OR b) patient has intolerance or contraindication to MTX, AND 2) 
patient meets ANY of the following: a) inadequate response, intolerance, or 
contraindication to MTX OR b) inadequate response or intolerance to a prior biologic 
disease-modifying antirheumatic drug (DMARD) or a targeted synthetic DMARD. 
Hematologic malignancies must be CD20-positive. For multiple sclerosis: 1) patient has 
a diagnosis of relapsing remitting multiple sclerosis and 2) patient has had an 
inadequate response to two or more disease-modifying drugs indicated for multiple 
sclerosis despite adequate duration of treatment.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Immune checkpoint inhibitor-related toxicities: 3 months, All other: Plan Year  
Other Criteria  For FDA-approved indications and off-label uses that overlap: the patient had an 

intolerable adverse event to both Truxima AND Ruxience and that adverse event was 
NOT attributed to the active ingredient as described in the prescribing information.  
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Prior Authorization Group  RINVOQ  
Drug Names  RINVOQ  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  For moderately to severely active rheumatoid arthritis (new starts only): 1) inadequate 

response, intolerance or contraindication to methotrexate (MTX) OR 2) inadequate 
response or intolerance to a prior biologic disease-modifying antirheumatic drug 
(DMARD) or a targeted synthetic DMARD.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 

Updated 11/01/2021 93 



  

 

Prior Authorization Group  RITUXAN  
Drug Names  RITUXAN  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Non-Hodgkin's lymphoma subtypes [small lymphocytic lymphoma (SLL), mantle cell 

lymphoma, marginal zone lymphomas (nodal, splenic, gastric mucosa-associated 
lymphoid tissue [MALT], nongastric MALT), Burkitt lymphoma, primary cutaneous B-cell 
lymphoma, high-grade B-cell lymphoma with translocations of MYC and BCL2 and/or 
BCL6 (double/triple hit lymphoma), high-grade B-cell lymphoma not otherwise 
specified, Castleman's disease, acquired immunodeficiency syndrome (AIDS)-related 
B-cell lymphoma, hairy cell leukemia, post-transplant lymphoproliferative disorder 
(PTLD)], refractory immune or idiopathic thrombocytopenic purpura (ITP), autoimmune 
hemolytic anemia, Waldenstrom's macroglobulinemia/lymphoplasmacytic lymphoma, 
chronic graft-versus-host disease (GVHD), Sjogren syndrome, thrombotic  
thrombocytopenic purpura, refractory myasthenia gravis, Hodgkin's lymphoma (nodular 
lymphocyte-predominant), primary central nervous system (CNS) lymphoma, 
leptomeningeal metastases from lymphomas, acute lymphoblastic leukemia, prevention 
of Epstein-Barr virus (EBV)-related PTLD, multiple sclerosis, and immune checkpoint 
inhibitor-related toxicities  

Exclusion Criteria  - 
Required Medical Information  For moderately to severely active rheumatoid arthritis (new starts only): 1) patient 

meets ANY of the following: a) requested drug will be used in combination with 
methotrexate (MTX) OR b) patient has intolerance or contraindication to MTX, AND 2) 
patient meets ANY of the following: a) inadequate response, intolerance, or 
contraindication to MTX OR b) inadequate response or intolerance to a prior biologic 
disease-modifying antirheumatic drug (DMARD) or a targeted synthetic DMARD. 
Hematologic malignancies must be CD20-positive. For multiple sclerosis: 1) patient has 
a diagnosis of relapsing remitting multiple sclerosis and 2) patient has had an 
inadequate response to two or more disease-modifying drugs indicated for multiple 
sclerosis despite adequate duration of treatment.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Immune checkpoint inhibitor-related toxicities: 3 months, All other: Plan Year  
Other Criteria  For FDA-approved indications and off-label uses that overlap: the patient had an 

intolerable adverse event to both Truxima AND Ruxience and that adverse event was 
NOT attributed to the active ingredient as described in the prescribing information.  
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Prior Authorization Group  RITUXAN HYCELA  
Drug Names  RITUXAN HYCELA  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Acquired immune deficiency syndrome (AIDS)-related B-cell lymphoma, Burkitt 

lymphoma, Castleman's disease (CD), high-grade B-cell lymphoma, small lymphocytic 
lymphoma (SLL), gastric mucosa-associated lymphoid tissue (MALT) lymphoma, 
mantle cell lymphoma, nodal marginal zone lymphoma, nongastric MALT lymphoma, 
primary cutaneous B-cell lymphoma (e.g., cutaneous marginal zone lymphoma or 
cutaneous follicle center lymphomas), post-transplant lymphoproliferative disorder 
(PTLD), splenic marginal zone lymphoma  

Exclusion Criteria  - 
Required Medical Information  Malignancies must be CD20 positive. Patient must receive at least one full dose of a 

rituximab product by intravenous infusion without experiencing severe adverse 
reactions.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
 
Prior Authorization Group  ROZLYTREK   
Drug Names  ROZLYTREK  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
 
Prior Authorization Group  RUBRACA  
Drug Names  RUBRACA  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group RUXIENCE 
Drug Names RUXIENCE 
PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 
Off-label Uses  Non-Hodgkin's lymphoma subtypes [small lymphocytic lymphoma (SLL), mantle cell 

lymphoma, marginal zone lymphomas (nodal, splenic, gastric mucosa-associated 
lymphoid tissue [MALT], nongastric MALT), Burkitt lymphoma, primary cutaneous B-cell 
lymphoma, high-grade B-cell lymphoma with translocations of MYC and BCL2 and/or 
BCL6 (double/triple hit lymphoma), high-grade B-cell lymphoma not otherwise 
specified, Castleman's disease, acquired immunodeficiency syndrome (AIDS)-related 
B-cell lymphoma, hairy cell leukemia, post-transplant lymphoproliferative disorder 
(PTLD)], refractory immune or idiopathic thrombocytopenic purpura (ITP), autoimmune 
hemolytic anemia, Waldenstrom's macroglobulinemia/lymphoplasmacytic lymphoma, 
chronic graft-versus-host disease (GVHD), Sjogren syndrome, thrombotic  
thrombocytopenic purpura, refractory myasthenia gravis, Hodgkin's lymphoma (nodular 
lymphocyte-predominant), primary central nervous system (CNS) lymphoma, 
leptomeningeal metastases from lymphomas, acute lymphoblastic leukemia, prevention 
of Epstein-Barr virus (EBV)-related PTLD, multiple sclerosis, immune checkpoint 
inhibitor-related toxicities, and pemphigus vulgaris  

Exclusion Criteria -
Required Medical Information For moderately to severely active rheumatoid arthritis (new starts only): 1) patient 

meets ANY of the following: a) requested drug will be used in combination with 
methotrexate (MTX) OR b) patient has intolerance or contraindication to MTX, AND 2) 
patient meets ANY of the following: a) inadequate response, intolerance, or 
contraindication to MTX OR b) inadequate response or intolerance to a prior biologic 
disease-modifying antirheumatic drug (DMARD) or a targeted synthetic DMARD. 
Hematologic malignancies must be CD20-positive. For multiple sclerosis: 1) patient has 
a diagnosis of relapsing remitting multiple sclerosis and 2) patient has had an 
inadequate response to two or more disease-modifying drugs indicated for multiple 
sclerosis despite adequate duration of treatment.  

Age Restrictions -
Prescriber Restrictions -
Coverage Duration Immune checkpoint inhibitor-related toxicities: 3 months, All other: Plan Year 
Other Criteria -
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Prior Authorization Group  RYDAPT  
Drug Names  RYDAPT  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Relapsed or refractory acute myeloid leukemia  
Exclusion Criteria  - 
Required Medical Information  For acute myeloid leukemia (AML), AML must be FLT3 mutation-positive.  
Age Restrictions  18 years of age or older  
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 

Prior Authorization Group  SAVELLA  
Drug Names  SAVELLA, SAVELLA TITRATION PACK  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  The patient has experienced an inadequate treatment response, intolerance, or the 

patient has a contraindication to duloxetine or pregabalin  
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
 
Prior Authorization Group  SIGNIFOR  
Drug Names  SIGNIFOR  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group  SILDENAFIL  
Drug Names  SILDENAFIL CITRATE  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  For pulmonary arterial hypertension (PAH) (World Health Organization [WHO] Group 

1): Diagnosis was confirmed by right heart catheterization. For PAH new starts only: 1) 
Pretreatment mean pulmonary arterial pressure is greater than or equal to 25 mmHg, 
2) Pretreatment pulmonary capillary wedge pressure is less than or equal to 15 mmHg, 
and 3) Pretreatment pulmonary vascular resistance is greater than 3 Wood units.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
 
Prior Authorization Group  SIRTURO  
Drug Names  SIRTURO  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  The requested drug is being prescribed for the treatment of latent infection due to 

Mycobacterium tuberculosis, drug-sensitive tuberculosis, extra-pulmonary tuberculosis, 
or infection caused by the non-tuberculous mycobacteria  

Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  6 months  
Other Criteria  - 
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Prior Authorization Group  SKYRIZI  
Drug Names  SKYRIZI, SKYRIZI PEN  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  For moderate to severe plaque psoriasis (new starts only): 1) at least 3% of body 

surface area (BSA) is affected OR crucial body areas (e.g., feet, hands, face, neck, 
groin, intertriginous areas) are affected at the time of diagnosis, AND 2) patient meets 
any of the following: a) patient has experienced an inadequate response or intolerance 
to either phototherapy (e.g., UVB, PUVA) or pharmacologic treatment with 
methotrexate, cyclosporine, or acitretin, or b) pharmacologic treatment with 
methotrexate, cyclosporine, or acitretin is contraindicated, or c) patient has severe 
psoriasis that warrants a biologic disease-modifying antirheumatic drug (DMARD) as 
first-line therapy (i.e. at least 10% of the body surface area (BSA) or crucial body areas 
(e.g., hands, feet, face, neck, scalp, genitals/groin, intertriginous areas) are affected).  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
 
Prior Authorization Group  SOMATULINE DEPOT  
Drug Names  SOMATULINE DEPOT  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Neuroendocrine tumors (NETs) of the gastrointestinal (GI) tract, lung, thymus  

(carcinoid tumors) or unresected primary gastrinoma, NETs of the pancreas, and 
pheochromocytoma/paraganglioma.  

Exclusion Criteria  - 
Required Medical Information  For acromegaly (initial): 1) Patient has a high pretreatment insulin-like growth factor-1 

(IGF-1) level for age and/or gender based on the laboratory reference range, and 2) 
Patient had an inadequate or partial response to surgery or radiotherapy OR there is a 
clinical reason for why the patient has not had surgery or radiotherapy.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  For acromegaly continuation of therapy: patient's IGF-1 level has decreased or 

normalized since initiation of therapy.  
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Prior Authorization Group  SOMAVERT  
Drug Names  SOMAVERT  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  For acromegaly (initial): 1) Patient has a high pretreatment insulin-like growth factor-1 

(IGF-1) level for age and/or gender based on the laboratory reference range, and 2) 
Patient had an inadequate or partial response to surgery or radiotherapy OR there is a 
clinical reason for why the patient has not had surgery or radiotherapy.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  For acromegaly continuation of therapy: patient's IGF-1 level has decreased or 

normalized since initiation of therapy.  
 
Prior Authorization Group  SPRYCEL  
Drug Names  SPRYCEL  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Gastrointestinal stromal tumor (GIST), metastatic chondrosarcoma, recurrent 

chordoma  
Exclusion Criteria  - 
Required Medical Information  For chronic myeloid leukemia (CML) or acute lymphoblastic leukemia (ALL), diagnosis 

was confirmed by detection of the Philadelphia chromosome or BCR-ABL gene. For 
CML, patient meets one of the following: 1) patient received a hematopoietic stem cell 
transplant, OR 2) patient has accelerated or blast phase CML, OR 3) for chronic phase 
CML (includes newly diagnosed), the patient has one of the following a) patient is 21 
years of age or younger, or b) high or intermediate risk for disease progression, or c) 
low risk for disease progression and has experienced resistance, intolerance or toxicity 
to imatinib or an alternative tyrosine kinase inhibitor. If patient experienced resistance 
to imatinib or an alternative tyrosine kinase inhibitor for CML, patient is negative for 
T315I mutation. For gastrointestinal stromal tumor (GIST), patient must have 
progressed on imatinib, sunitinib, or regorafenib.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group  STELARA  
Drug Names  STELARA  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  For moderate to severe plaque psoriasis (new starts only): at least 3% of body surface 

area (BSA) is affected OR crucial body areas (e.g., feet, hands, face, neck, groin, 
intertriginous areas) are affected at the time of diagnosis.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  For moderate to severe plaque psoriasis (new starts): the patient had an inadequate 

response, intolerance, or contraindication to two of the following products: Enbrel 
(etanercept), Humira (adalimumab), Skyrizi (risankizumab-rzaa). For active psoriatic 
arthritis (PsA) (new starts): the patient had an inadequate response, intolerance, or 
contraindication to two of the following products: Enbrel (etanercept), Humira 
(adalimumab), Xeljanz (tolfacitinib)/Xeljanz XR (tofacitinib extended-release). For 
moderately to severely active Crohn's disease (new starts): patient had an inadequate 
response, intolerance, or contraindication to Humira (adalimumab). For moderately to 
severely active ulcerative colitis (new starts): patient had an inadequate response, 
intolerance, or contraindication to both Humira (adalimumab) and Xeljanz 
(tolfacitinib)/Xeljanz XR (tofacitinib extended-release).  

 
Prior Authorization Group  STIVARGA  
Drug Names  STIVARGA  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Progressive gastrointestinal stromal tumors (GIST), retroperitoneal/intra-abdominal soft 

tissue sarcoma, rhabdomyosarcoma, and soft tissue sarcomas of the extremities, 
superficial trunk, head and neck, unresectable or advanced colorectal cancer.  

Exclusion Criteria  - 
Required Medical Information  For gastrointestinal stromal tumors: The disease is progressive, locally advanced, 

unresectable, or metastatic.  
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group  SUTENT  
Drug Names  SUNITINIB MALATE, SUTENT  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Thyroid carcinoma (follicular, medullary, papillary, and Hurthle cell), soft tissue sarcoma 

(angiosarcoma, solitary fibrous tumor, and hemangiopericytoma subtypes), 
gastrointestinal stromal tumor, recurrent chordoma, thymic carcinoma.  

Exclusion Criteria  - 
Required Medical Information  For renal cell carcinoma, any of the following criteria must be met: 1) The disease is 

relapsed or metastatic, OR 2) The patient is at high risk of disease recurrence following 
nephrectomy.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
 
Prior Authorization Group  SYMDEKO  
Drug Names  SYMDEKO  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  For cystic fibrosis (CF): The patient is positive for the F508del mutation on both alleles 

of the cystic fibrosis transmembrane conductance regulator (CFTR) gene OR the 
patient has a mutation in the CFTR gene that is responsive to tezacaftor/ivacaftor 
potentiation based on clinical and/or in vitro assay data.  

Age Restrictions  6 years of age or older  
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  The requested medication will not be used in combination with other medications 

containing ivacaftor.  
 
Prior Authorization Group  SYMPAZAN  
Drug Names  SYMPAZAN  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  2 years of age or older  
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group  SYNRIBO  
Drug Names  SYNRIBO  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Follow-up therapy for CML patients after hematopoietic stem cell transplant (HSCT).  
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
 
Prior Authorization Group  TABRECTA  
Drug Names  TABRECTA  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Treatment of recurrent or advanced non-small cell lung cancer (NSCLC).  
Exclusion Criteria  - 
Required Medical Information  For recurrent, advanced, or metastatic NSCLC: Tumor is positive for 

mesenchymal-epithelial transition (MET) exon 14 skipping mutation.  
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
 
Prior Authorization Group  TAFINLAR  
Drug Names  TAFINLAR  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Brain metastases from melanoma, thyroid carcinoma (papillary carcinoma, follicular 

carcinoma, and Hurthle cell carcinoma), colorectal cancer  
Exclusion Criteria  - 
Required Medical Information  For brain metastases from melanoma or for adjuvant treatment of melanoma, the tumor 

is positive for a BRAF V600 activating mutation and the requested drug will be used in 
combination with trametinib. For unresectable or metastatic melanoma, the tumor is 
positive for a BRAF V600 activating mutation and the requested drug will be used as a 
single agent or in combination with trametinib. For non-small cell lung cancer, the tumor 
is positive for a BRAF V600E mutation and the requested drug will be used as a single 
agent or in combination with trametinib. For thyroid carcinoma, the tumor is positive for 
BRAF activating mutation with papillary, follicular, or Hurthle histology. For 
unresectable advanced or metastatic colorectal cancer, the tumor is positive for a 
BRAF V600E activating mutation.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group  TAGRISSO  
Drug Names  TAGRISSO  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Recurrent or advanced non-small cell lung cancer (NSCLC), brain metastases from 

sensitizing EGFR mutation-positive NSCLC, brain metastases from EGFR T790M 
mutation-positive NSCLC.  

Exclusion Criteria  - 
Required Medical Information  For recurrent, advanced or metastatic NSCLC (including brain metastases from 

NSCLC), patient must have a sensitizing EGFR mutation.  
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
 
Prior Authorization Group  TALTZ  
Drug Names  TALTZ  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  For moderate to severe plaque psoriasis (new starts only): At least 3% of body surface 

area (BSA) is affected OR crucial body areas (e.g., feet, hands, face, neck, groin, 
intertriginous areas) are affected at the time of diagnosis.  

Age Restrictions  For plaque psoriasis: 6 years of age or older. Other: 18 years of age or older  
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  For moderate to severe plaque psoriasis (new starts only): the patient had an 

inadequate response, intolerance, or contraindication to one of the following products:  
Enbrel (etanercept), Humira (adalimumab), Skyrizi (risankizumab-rzaa). For active 
ankylosing spondylitis (new starts only): the patient had an inadequate response, 
intolerance, or contraindication to either Enbrel (etanercept) or Humira (adalimumab). 
For active psoriatic arthritis (PsA) (new starts only): the patient had an inadequate 
response, intolerance, or contraindication to one of the following products: Enbrel 
(etanercept), Humira (adalimumab), Xeljanz (tofacitinib)/Xeljanz XR (tofacitinib 
extended-release). For active axial spondyloarthritis (new starts only): Patient meets 
any of the following: 1) has an inadequate response to a non-steroidal 
anti-inflammatory drug (NSAID) trial or 2) has an intolerance or contraindication to 
NSAIDs.  
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Prior Authorization Group  TALZENNA  
Drug Names  TALZENNA  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Recurrent, BRCA 1/2-germline mutated breast cancer  
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
 
Prior Authorization Group  TASIGNA  
Drug Names  TASIGNA  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Philadelphia chromosome positive acute lymphoblastic leukemia (Ph+ ALL), 

gastrointestinal stromal tumor (GIST).  
Exclusion Criteria  - 
Required Medical Information  For chronic myeloid leukemia (CML) or acute lymphoblastic leukemia (ALL), diagnosis 

was confirmed by detection of the Philadelphia chromosome or BCR-ABL gene. For 
CML, patient meets one of the following: 1) patient received a hematopoietic stem cell 
transplant, OR 2) patient has accelerated or blast phase CML, OR 3) for chronic phase 
CML (includes newly diagnosed), the patient has one of the following: a) patient is 18 
years of age or younger, b) high or intermediate risk for disease progression, or c) low 
risk for disease progression and has experienced resistance, intolerance or toxicity to 
imatinib or an alternative tyrosine kinase inhibitor. If patient experienced resistance to 
imatinib or an alternative tyrosine kinase inhibitor for CML, patient is negative for T315I 
mutation. For GIST, patient must have progressed on imatinib, sunitinib or regorafenib.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
 
Prior Authorization Group  TAZAROTENE  
Drug Names  TAZAROTENE, TAZORAC  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  For plaque psoriasis, the requested drug is being prescribed to treat less than 20 

percent of the patient's body surface area.  
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group  TAZVERIK  
Drug Names  TAZVERIK  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  Epithelioid sarcoma: 16 years of age or older, Follicular lymphoma: 18 years of age or 

older  
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
 
Prior Authorization Group  TECENTRIQ  
Drug Names  TECENTRIQ  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  For urothelial carcinoma, patient meets one of the following criteria: 1) Patient is 

ineligible for cisplatin therapy and tumors express PD-L1, OR 2) Patient is ineligible for 
any platinum containing chemotherapy, OR 3) The requested medication will be used 
as subsequent therapy following platinum-containing chemotherapy. For non-small cell 
lung cancer (NSCLC), patient meets one of the following criteria: 1) The requested 
medication will be used as treatment for NSCLC AND patients with EGFR or ALK 
positive disease must have received previous EGFR or ALK therapy, OR 2) The 
requested medication will be used as continuation maintenance therapy when tumor 
response or stable disease is achieved following initial systemic therapy, OR 3) The 
requested medication will be used as subsequent therapy for recurrent, advanced, or 
metastatic NSCLC.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group  TEMAZEPAM 30MG  
Drug Names  TEMAZEPAM  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  1) The non-HRM (non-High Risk Medication) alternative drug doxepin (3 mg or 6 mg) 

has been tried AND 2) The patient experienced an inadequate treatment response OR 
intolerance to the non-HRM (non-High Risk Medication) alternative drug doxepin (3 mg 
or 6 mg) AND 3) The benefit of therapy with this prescribed medication outweighs the 
potential risk in a patient 65 years of age or older. OR 4) The patient has a 
contraindication to the non-HRM (non-High Risk Medication) alternative drug doxepin 
(3 mg or 6 mg) AND 5) The benefit of therapy with this prescribed medication 
outweighs the potential risk in a patient 65 years of age or older.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  This Prior Authorization requirement only applies to patients 65 years of age or older. 

(The American Geriatrics Society identifies the use of this medication as potentially 
inappropriate in older adults, meaning it is best avoided, prescribed at reduced dosage, 
or used with caution or carefully monitored.)  

 
Prior Authorization Group  TEPMETKO  
Drug Names  TEPMETKO  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 

Updated 11/01/2021 107 



  

 

Prior Authorization Group  TESTOSTERONE CYPIONATE INJ  
Drug Names  TESTOSTERONE CYPIONATE  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Gender Dysphoria  
Exclusion Criteria  - 
Required Medical Information  1) Request is for continuation of testosterone therapy and requested drug is being 

prescribed for primary or hypogonadotropic hypogonadism [Note: Safety and efficacy of 
testosterone products in patients with "age-related hypogonadism" (also referred to as 
"late-onset hypogonadism") have not been established.] and the patient had a 
confirmed low morning testosterone level according to current practice guidelines or 
your standard lab reference values before starting testosterone therapy OR 2) Request 
is not for continuation of testosterone therapy and requested drug is being prescribed 
for primary or hypogonadotropic hypogonadism [Note: Safety and efficacy of 
testosterone products in patients with "age-related hypogonadism" (also referred to as 
"late-onset hypogonadism") have not been established.] and the patient has at least 
two confirmed low morning testosterone levels according to current practice guidelines 
or your standard lab reference values OR 3) Requested drug is being prescribed for 
gender dysphoria in a patient who is able to make an informed decision to engage in 
hormone therapy.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group  TESTOSTERONE ENANTHATE INJ  
Drug Names  TESTOSTERONE ENANTHATE  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Gender Dysphoria  
Exclusion Criteria  - 
Required Medical Information  1) Request is for continuation of testosterone therapy and requested drug is being 

prescribed for primary or hypogonadotropic hypogonadism [Note: Safety and efficacy of 
testosterone products in patients with "age-related hypogonadism" (also referred to as 
"late-onset hypogonadism") have not been established.] and the patient had a 
confirmed low morning testosterone level according to current practice guidelines or 
your standard lab reference values before starting testosterone therapy OR 2) Request 
is not for continuation of testosterone therapy and requested drug is being prescribed 
for primary or hypogonadotropic hypogonadism [Note: Safety and efficacy of 
testosterone products in patients with "age-related hypogonadism" (also referred to as 
"late-onset hypogonadism") have not been established.] and the patient has at least 
two confirmed low morning testosterone levels according to current practice guidelines 
or your standard lab reference values OR 3) Requested drug is being prescribed for 
inoperable metastatic breast cancer in a patient who is 1 to 5 years postmenopausal 
and who has had an incomplete response to other therapy for metastatic breast cancer 
OR 4) Requested drug is being prescribed for a premenopausal patient with breast 
cancer who has benefited from oophorectomy and is considered to have a 
hormone-responsive tumor OR 5) Requested drug is being prescribed for delayed 
puberty OR 6) Requested drug is being prescribed for gender dysphoria in a patient 
who is able to make an informed decision to engage in hormone therapy.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
 
Prior Authorization Group  TETRABENAZINE  
Drug Names  TETRABENAZINE  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Tic disorders, tardive dyskinesia, hemiballismus, chorea not associated with 

Huntington's disease.  
Exclusion Criteria  - 
Required Medical Information  For treatment of chorea associated with Huntington's disease: The patient must have a 

prior inadequate response or intolerable adverse event with deutetrabenazine therapy. 
For treatment of tardive dyskinesia: The patient must have a prior inadequate response 
or intolerable adverse event with deutetrabenazine or valbenazine therapy.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group  TETRACYCLINE  
Drug Names  TETRACYCLINE HYDROCHLORID  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  The patient will use the requested drug orally.  
 
Prior Authorization Group  THALOMID  
Drug Names  THALOMID  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Myelofibrosis-related anemia, recurrent aphthous stomatitis, recurrent HIV-associated  

aphthous ulcers, cachexia, human immunodeficiency virus (HIV)-associated diarrhea, 
Kaposi's sarcoma, Behcet's syndrome, chronic graft-versus-host disease, Crohn's 
disease, multicentric Castleman's disease.  

Exclusion Criteria  - 
Required Medical Information  For cachexia: Cachexia must be due to cancer or human immunodeficiency virus (HIV) 

infection. For Kaposi's sarcoma: The patient has human immunodeficiency virus (HIV) 
infection.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
 
Prior Authorization Group  TIBSOVO  
Drug Names  TIBSOVO  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  For acute myeloid leukemia (AML) with a susceptible isocitrate dehydrogenase-1 

(IDH1) mutation, 1) patient has newly-diagnosed AML and meets one of the following: 
a) 75 years of age or older, b) patient has comorbidities that preclude use of intensive 
induction chemotherapy, or c) patient is 60 years of age or older and declines intensive 
induction chemotherapy, OR 2) patient is 60 years of age or older and the requested 
drug will be used as post-remission therapy following response to previous lower 
intensity therapy with the same regimen, OR 3) patient has relapsed or refractory AML.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group  TOBRAMYCIN  
Drug Names  TOBRAMYCIN  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Non-cystic fibrosis bronchiectasis  
Exclusion Criteria  - 
Required Medical Information  For cystic fibrosis and non-cystic fibrosis bronchiectasis, the patient must meet one of 

the following: 1) Pseudomonas aeruginosa is present in the patient's airway cultures, 
OR 2) the patient has a history of Pseudomonas aeruginosa infection or colonization in 
the airways.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  Coverage under Part D will be denied if coverage is available under Part A or Part B as 

the medication is prescribed and dispensed or administered for the individual.  
 
Prior Authorization Group  TOPICAL LIDOCAINE  
Drug Names  GLYDO, LIDOCAINE, LIDOCAINE HCL, LIDOCAINE HCL JELLY, 

LIDOCAINE/PRILOCAINE  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  1) The requested drug is being used for topical anesthesia, AND 2) If the requested 

drug will be used as part of a compounded product, then all the active ingredients in the 
compounded product are Food and Drug Administration (FDA) approved for topical  
use.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  3 months  
Other Criteria  Coverage under Part D will be denied if coverage is available under Part A or Part B as 

the medication is prescribed and dispensed or administered for the individual.  
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Prior Authorization Group  TOPICAL TESTOSTERONES  
Drug Names  ANDRODERM, TESTOSTERONE, TESTOSTERONE PUMP  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Gender Dysphoria  
Exclusion Criteria  - 
Required Medical Information  1) Request is for continuation of testosterone therapy and requested drug is being 

prescribed for primary or hypogonadotropic hypogonadism [Note: Safety and efficacy of 
testosterone products in patients with "age-related hypogonadism" (also referred to as 
"late-onset hypogonadism") have not been established.] and the patient had a 
confirmed low morning testosterone level according to current practice guidelines or 
your standard lab reference values before starting testosterone therapy OR 2) Request 
is not for continuation of testosterone therapy and requested drug is being prescribed 
for primary or hypogonadotropic hypogonadism [Note: Safety and efficacy of 
testosterone products in patients with "age-related hypogonadism" (also referred to as 
"late-onset hypogonadism") have not been established.] and the patient has at least 
two confirmed low morning testosterone levels according to current practice guidelines 
or your standard lab reference values OR 3) Requested drug is being prescribed for 
gender dysphoria in a patient who is able to make an informed decision to engage in 
hormone therapy.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
 
Prior Authorization Group  TOPICAL TRETINOIN  
Drug Names  AVITA, TRETINOIN  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group  TRAZIMERA  
Drug Names  TRAZIMERA  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Neoadjuvant treatment for human epidermal growth factor receptor 2 (HER2)-positive 

breast cancer, recurrent HER2-positive breast cancer, leptomeningeal metastases from 
breast cancer, HER2-positive esophageal and esophagogastric junction cancer, 
HER2-positive advanced and recurrent uterine serous carcinoma, HER2-amplified 
colorectal cancer in combination with pertuzumab or lapatinib.  

Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Neoadjuvant therapy for breast cancer: 6 months. Other: Plan Year.  
Other Criteria  Coverage under Part D will be denied if coverage is available under Part A or Part B as 

the medication is prescribed and dispensed or administered for the individual.  

Prior Authorization Group  TRELSTAR  
Drug Names  TRELSTAR MIXJECT  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 

Prior Authorization Group  TREPROSTINIL INJ  
Drug Names  TREPROSTINIL  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  For pulmonary arterial hypertension (WHO Group 1), the diagnosis was confirmed by 

right heart catheterization. For new starts only, the patient must meet all of the 
following: 1) pretreatment mean pulmonary arterial pressure is greater than or equal to 
25 mmHg, 2) pretreatment pulmonary capillary wedge pressure is less than or equal to 
15 mmHg, AND 3) pretreatment pulmonary vascular resistance is greater than 3 Wood 
units.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  Coverage under Part D will be denied if coverage is available under Part A or Part B as 

the medication is prescribed and dispensed or administered for the individual.  
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Prior Authorization Group  TRIENTINE  
Drug Names  TRIENTINE HYDROCHLORIDE  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 

Prior Authorization Group  TRIKAFTA  
Drug Names  TRIKAFTA  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  For cystic fibrosis (CF): The patient has at least one F508del mutation in the cystic 

fibrosis transmembrane conductance regulator (CFTR) gene OR the patient has a 
mutation in the CFTR gene that is responsive to elexacaftor/tezacaftor/ivacaftor 
potentiation based on in vitro assay data.  

Age Restrictions  6 years of age or older  
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  The requested medication will not be used in combination with other medications 

containing ivacaftor.  

Prior Authorization Group  TRUSELTIQ  
Drug Names  TRUSELTIQ  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group  TRUXIMA  
Drug Names  TRUXIMA  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Non-Hodgkin's lymphoma subtypes [small lymphocytic lymphoma (SLL), mantle cell 

lymphoma, marginal zone lymphomas (nodal, splenic, gastric mucosa-associated 
lymphoid tissue [MALT], nongastric MALT), Burkitt lymphoma, primary cutaneous B-cell 
lymphoma, high-grade B-cell lymphoma with translocations of MYC and BCL2 and/or 
BCL6 (double/triple hit lymphoma), high-grade B-cell lymphoma not otherwise 
specified, Castleman's disease, acquired immunodeficiency syndrome (AIDS)-related 
B-cell lymphoma, hairy cell leukemia, post-transplant lymphoproliferative disorder 
(PTLD)], refractory immune or idiopathic thrombocytopenic purpura (ITP), autoimmune 
hemolytic anemia, Waldenstrom's macroglobulinemia/lymphoplasmacytic lymphoma, 
chronic graft-versus-host disease (GVHD), Sjogren syndrome, thrombotic  
thrombocytopenic purpura, refractory myasthenia gravis, Hodgkin's lymphoma (nodular 
lymphocyte-predominant), primary central nervous system (CNS) lymphoma, 
leptomeningeal metastases from lymphomas, acute lymphoblastic leukemia, prevention 
of Epstein-Barr virus (EBV)-related PTLD, multiple sclerosis, immune checkpoint 
inhibitor-related toxicities, and pemphigus vulgaris  

Exclusion Criteria  - 
Required Medical Information  For moderately to severely active rheumatoid arthritis (new starts only): 1) patient 

meets ANY of the following: a) requested drug will be used in combination with 
methotrexate (MTX) OR b) patient has intolerance or contraindication to MTX, AND 2) 
patient meets ANY of the following: a) inadequate response, intolerance, or 
contraindication to MTX OR b) inadequate response or intolerance to a prior biologic 
disease-modifying antirheumatic drug (DMARD) or a targeted synthetic DMARD. 
Hematologic malignancies must be CD20-positive. For multiple sclerosis: 1) patient has 
a diagnosis of relapsing remitting multiple sclerosis and 2) patient has had an 
inadequate response to two or more disease-modifying drugs indicated for multiple 
sclerosis despite adequate duration of treatment.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Immune checkpoint inhibitor-related toxicities: 3 months, All other: Plan Year  
Other Criteria  - 
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Prior Authorization Group  TUKYSA  
Drug Names  TUKYSA  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Recurrent human epidermal growth factor receptor 2 (HER2)-positive breast cancer, 

including patients with brain metastasis, who have received one or more lines of prior 
HER2-targeted therapy in the metastatic setting.  

Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 

Prior Authorization Group  TURALIO  
Drug Names  TURALIO  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 

Prior Authorization Group  TYKERB  
Drug Names  LAPATINIB DITOSYLATE  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Metastatic CNS lesions from HER2-positive breast cancer, recurrent EGFR-positive  

chordoma, HER2-amplified colorectal cancer in combination with trastuzumab.  
Exclusion Criteria  - 
Required Medical Information  For HER2-positive breast cancer, the requested drug will be used in combination with 

any of the following: 1) aromatase inhibitor, 2) capecitabine, OR 3) trastuzumab.  
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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 Prior Authorization Group  TYMLOS 
 Drug Names  TYMLOS 

 PA Indication Indicator  All FDA-approved Indications 
 Off-label Uses  -

 Exclusion Criteria  -
 Required Medical Information For postmenopausal osteoporosis: patient has ONE of the following: 1) a history of 

fragility fractures, OR 2) a pre-treatment T-score of less than or equal to -2.5 or 
pre-treatment T-score greater than -2.5 and less than -1 with a high pre-treatment 
Fracture Risk Assessment Tool (FRAX) fracture probability AND patient has ANY of the 
following: a) indicators for higher fracture risk (e.g., advanced age, frailty, glucocorticoid 
therapy, very low T-scores, or increased fall risk), OR b) patient has failed prior 
treatment with or is intolerant to a previous injectable osteoporosis therapy, OR c) 
patient has had an oral bisphosphonate trial of at least 1-year duration or there is a 
clinical reason to avoid treatment with an oral bisphosphonate.  

 Age Restrictions  -
 Prescriber Restrictions  -

 Coverage Duration 24 months lifetime total for parathyroid hormone analogs (e.g., abaloparatide or 
teriparatide)  

 Other Criteria Patient has high Fracture Risk Assessment Tool (FRAX) fracture probability if the 10 
year probability is either greater than or equal to 20 percent for any major osteoporotic 
fracture or greater than or equal to 3 percent for hip fracture. If glucocorticoid treatment 
is greater than 7.5 mg (prednisone equivalent) per day, the estimated risk score 
generated with FRAX should be multiplied by 1.15 for major osteoporotic fracture and 
1.2 for hip fracture.  

 Prior Authorization Group  UBRELVY 
 Drug Names  UBRELVY 

 PA Indication Indicator  All FDA-approved Indications 
 Off-label Uses  -

 Exclusion Criteria  -
 Required Medical Information 1) The patient has experienced an inadequate treatment response to one triptan 5-HT1 

receptor agonist, OR 2) The patient has experienced an intolerance to one triptan 
5-HT1 receptor agonist, OR 3) The patient has a contraindication that would prohibit a 
trial of triptan 5-HT1 receptor agonists.  

 Age Restrictions  -
 Prescriber Restrictions  -

 Coverage Duration  Plan Year 
 Other Criteria  -
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Prior Authorization Group  UKONIQ  
Drug Names  UKONIQ  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
 
Prior Authorization Group  V-GO  
Drug Names  V-GO 20, V-GO 30, V-GO 40  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  1) The patient has diabetes requiring insulin management with multiple daily injections 

AND 2) The patient is self-testing glucose levels 4 or more times per day AND 3) The 
patient has experienced any of the following with the current diabetes regimen: 
inadequate glycemic control, recurrent hypoglycemia, wide fluctuations in blood 
glucose, dawn phenomenon with persistent severe early morning hyperglycemia, 
severe glycemic excursions.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  For continuation of therapy with an insulin pump, the patient has stable or improved 

glycemic control.  

Prior Authorization Group  VALCHLOR  
Drug Names  VALCHLOR  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Chronic or smoldering adult T-cell leukemia/lymphoma, Stage 2 or higher mycosis 

fungoides/Sezary syndrome, primary cutaneous marginal zone lymphoma, primary 
cutaneous follicle center lymphoma, lymphomatoid papulosis.  

Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group  VELCADE  
Drug Names  BORTEZOMIB, VELCADE  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Systemic light chain amyloidosis, Waldenstrom's 

macroglobulinemia/lymphoplasmacytic lymphoma, multicentric Castleman's disease, 
adult T-cell leukemia/lymphoma, pediatric acute lymphoblastic leukemia.  

Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  Coverage under Part D will be denied if coverage is available under Part A or Part B as 

the medication is prescribed and dispensed or administered for the individual.  

Prior Authorization Group  VELTASSA  
Drug Names  VELTASSA  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  1) The patient has experienced an inadequate treatment response or intolerance to 

Lokelma OR 2) The patient has a contraindication that would prohibit a trial of Lokelma.  
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 

Prior Authorization Group  VEMLIDY  
Drug Names  VEMLIDY  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  For chronic hepatitis B virus infection, the requested drug will be used in a patient who 

meets either of the following (new starts only): 1) inadequate virologic response, 
resistance, or intolerable adverse event to tenofovir disoproxil fumarate, OR 2) bone 
loss and mineralization defects or is at risk for bone loss and mineralization defects (for 
example, history of fragility fractures, advanced age, frailty, chronic glucocorticoid use, 
low T-scores, or increased fall risk).  
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Prior Authorization Group  VENCLEXTA  
Drug Names  VENCLEXTA, VENCLEXTA STARTING PACK  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Mantle cell lymphoma, blastic plasmacytoid dendritic cell neoplasm (BPDCN).  
Exclusion Criteria  - 
Required Medical Information  For AML, any of the following criteria must be met: 1) the patient is 60 years of age or 

older OR 2) the requested drug will be used as a component of repeating the initial 
successful induction regimen if late relapse OR 3) the patient has comorbidities that 
preclude use of intensive induction chemotherapy OR 4) the requested drug will be 
used for relapsed or refractory disease.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 

Prior Authorization Group  VENTAVIS  
Drug Names  VENTAVIS  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  For pulmonary arterial hypertension (WHO Group 1), the diagnosis was confirmed by 

right heart catheterization. For new starts only, the patient must meet all of the 
following: 1) pretreatment mean pulmonary arterial pressure is greater than or equal to 
25 mmHg, 2) pretreatment pulmonary capillary wedge pressure is less than or equal to 
15 mmHg, AND 3) pretreatment pulmonary vascular resistance is greater than 3 Wood 
units.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  Coverage under Part D will be denied if coverage is available under Part A or Part B as 

the medication is prescribed and dispensed or administered for the individual.  

Prior Authorization Group  VERSACLOZ  
Drug Names  VERSACLOZ  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group  VERZENIO  
Drug Names  VERZENIO  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Recurrent hormone receptor (HR)-positive, human epidermal growth factor receptor 2 

(HER2)-negative breast cancer in combination with fulvestrant or an aromatase 
inhibitor, or as a single agent if progression on prior endocrine therapy and prior 
chemotherapy in the metastatic setting.  

Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 

Prior Authorization Group  VIGABATRIN  
Drug Names  VIGABATRIN, VIGADRONE  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  For complex partial seizures (CPS): patient had an inadequate response to at least 2 

antiepileptic drugs for CPS.  
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 

Prior Authorization Group  VITRAKVI  
Drug Names  VITRAKVI  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group  VIZIMPRO  
Drug Names  VIZIMPRO  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Recurrent or advanced non-small cell lung cancer (NSCLC)  
Exclusion Criteria  - 
Required Medical Information  For non-small cell lung cancer (NSCLC), the patient meets all of the following: 1) the 

disease is recurrent, advanced or metastatic, and 2) the member has sensitizing EGFR 
mutation-positive disease.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 

Prior Authorization Group  VORICONAZOLE  
Drug Names  VORICONAZOLE  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  6 months  
Other Criteria  The patient will be using the requested drug orally or intravenously.  

Prior Authorization Group  VOSEVI  
Drug Names  VOSEVI  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  Decompensated cirrhosis/moderate or severe hepatic impairment (Child Turcotte Pugh 

class B or C).  
Required Medical Information  For chronic hepatitis C: Infection confirmed by presence of HCV RNA in the serum prior 

to starting treatment. Planned treatment regimen, genotype, prior treatment history, 
presence or absence of cirrhosis (compensated or decompensated [Child Turcotte 
Pugh class B or C]), presence or absence of HIV coinfection, presence or absence of 
resistance-associated substitutions where applicable, liver and kidney transplantation 
status if applicable. Coverage conditions and specific durations of approval will be 
based on current AASLD treatment guidelines.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Criteria will be applied consistent with current AASLD-IDSA guidance.  
Other Criteria  - 
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 Prior Authorization Group  VOTRIENT 
 Drug Names  VOTRIENT 

 PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications 
 Off-label Uses  Thyroid carcinoma (follicular, papillary, Hurthle cell, or medullary), uterine sarcoma. 

 Exclusion Criteria  -
 Required Medical Information For renal cell carcinoma: The disease is relapsed, metastatic, or unresectable. For soft 

tissue sarcoma (STS): 1) The patient does not have an adipocytic soft tissue sarcoma, 
AND 2) The patient has one of the following subtypes of STS: a) gastrointestinal 
stromal tumor (GIST), b) angiosarcoma, c) pleomorphic rhabdomyosarcoma, d) 
retroperitoneal/intra-abdominal sarcoma, e) extremity/superficial trunk, head/neck 
sarcoma, f) solitary fibrous tumor or hemangiopericytoma, or g) alveolar soft part 
sarcoma (ASPS)  

 Age Restrictions  -
 Prescriber Restrictions  -

 Coverage Duration  Plan Year 
 Other Criteria  -

 Prior Authorization Group  VRAYLAR 
 Drug Names  VRAYLAR 

 PA Indication Indicator  All FDA-approved Indications 
 Off-label Uses  -

 Exclusion Criteria  -
 Required Medical Information The patient experienced an inadequate treatment response, intolerance, or 

contraindication to one of the following: aripiprazole, lurasidone, olanzapine, 
paliperidone, quetiapine, risperidone, or ziprasidone.  

 Age Restrictions  -
 Prescriber Restrictions  -

 Coverage Duration  Plan Year 
 Other Criteria  -

 Prior Authorization Group  VYVANSE 
 Drug Names  VYVANSE 

 PA Indication Indicator  All FDA-approved Indications 
 Off-label Uses  -

 Exclusion Criteria  -
 Required Medical Information  -

 Age Restrictions  -
 Prescriber Restrictions  -

 Coverage Duration  Plan Year 
 Other Criteria  -
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Prior Authorization Group  XALKORI  
Drug Names  XALKORI  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Recurrent or advanced anaplastic lymphoma kinase (ALK)-positive or ROS1-positive 

non-small cell lung cancer (NSCLC), NSCLC with high-level MET amplification or MET 
exon 14 skipping mutation, brain metastases from NSCLC, inflammatory 
myofibroblastic tumors (IMT), anaplastic large cell lymphoma (ALCL)  

Exclusion Criteria  - 
Required Medical Information  For NSCLC, the requested drug is used in any of the following settings: 1) the member 

has recurrent, advanced or metastatic ALK-positive NSCLC (including brain 
metastases from NSCLC), 2) the member has recurrent, advanced or metastatic 
ROS-1 positive NSCLC (including brain metastases from NSCLC), or 3) the member 
has NSCLC with high-level MET amplification or MET exon 14 skipping mutation. For 
IMT and ALCL: the disease is ALK-positive.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 

Prior Authorization Group  XELJANZ  
Drug Names  XELJANZ, XELJANZ XR  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  For moderately to severely active rheumatoid arthritis (new starts only): Patient meets 

at least one of the following criteria: 1) Inadequate response, intolerance or 
contraindication to methotrexate (MTX), OR 2) Inadequate response or intolerance to a 
prior biologic disease-modifying antirheumatic drug (DMARD). For active psoriatic 
arthritis (new starts only): The requested drug is used in combination with a nonbiologic 
DMARD. For moderately to severely active ulcerative colitis (new starts only): 
Inadequate response, intolerance or contraindication to a tumor necrosis factor (TNF) 
blocker.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group  XGEVA  
Drug Names  XGEVA  
PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications  
Off-label Uses  Systemic mastocytosis related osteopenia or osteoporosis  
Exclusion Criteria  - 
Required Medical Information  For hypercalcemia of malignancy: condition is refractory to intravenous (IV) 

bisphosphonate therapy or there is a clinical reason to avoid IV bisphosphonate 
therapy.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  Coverage under Part D will be denied if coverage is available under Part A or Part B as 

the medication is prescribed and dispensed or administered for the individual.  

Prior Authorization Group  XIFAXAN  
Drug Names  XIFAXAN  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  1) The requested drug is being prescribed to reduce the risk of overt hepatic 

encephalopathy (HE) recurrence OR 2) The patient has the diagnosis of irritable bowel 
syndrome with diarrhea (IBS-D) AND 3) If the patient has previously received treatment 
with the requested drug, the patient has experienced a recurrence of symptoms AND 4) 
The patient has not already received an initial 14-day course of treatment and two 
additional 14-day courses of treatment with the requested drug OR 5) The patient has 
not previously received treatment with the requested drug.  

Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Reduction in risk of overt HE recurrence: 6 months, IBS-D: 14 days  
Other Criteria  - 
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Prior Authorization Group  XOLAIR  
Drug Names  XOLAIR  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  For allergic asthma initial therapy: 1) Patient has positive skin test (or blood test) to at 

least 1 perennial aeroallergen, 2) Patient has baseline IgE level greater than or equal to 
30 IU/mL, and 3) Patient has inadequate asthma control despite current treatment with 
both of the following medications at optimized doses: a) Inhaled corticosteroid, and b) 
Additional controller (long acting beta2-agonist, leukotriene modifier, or 
sustained-release theophylline) unless patient has an intolerance or contraindication to 
such therapies. For allergic asthma continuation therapy only: Patient's asthma control 
has improved on treatment with the requested drug since initiation of therapy. For 
chronic idiopathic urticaria (CIU) initial therapy: 1) Patient has been evaluated for other 
causes of urticaria, including bradykinin-related angioedema and IL-1-associated 
urticarial syndromes (auto-inflammatory disorders, urticarial vasculitis), and 2) Patient 
has experienced a spontaneous onset of wheals, angioedema, or both, for at least 6 
weeks. For CIU continuation therapy: Patient has experienced a response (e.g., 
improved symptoms) since initiation of therapy.  

Age Restrictions  For CIU: 12 years of age or older. For allergic asthma: 6 years of age or older. For 
nasal polyps: 18 years of age or older.  

Prescriber Restrictions  - 
Coverage Duration  Allergic asthma and nasal polyps: Plan Year. CIU initial: 6 months. CIU continuation: 

Plan Year  
Other Criteria  - 

Prior Authorization Group  XOSPATA  
Drug Names  XOSPATA  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  18 years of age or older  
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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Prior Authorization Group  XPOVIO  
Drug Names  XPOVIO, XPOVIO 100 MG ONCE WEEKLY, XPOVIO 40 MG ONCE WEEKLY, 

XPOVIO 40 MG TWICE WEEKLY, XPOVIO 60 MG ONCE WEEKLY, XPOVIO 60 MG 
TWICE WEEKLY, XPOVIO 80 MG ONCE WEEKLY, XPOVIO 80 MG TWICE WEEKLY  

PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 

Prior Authorization Group  XTANDI  
Drug Names  XTANDI  
PA Indication Indicator  All FDA-approved Indications  
Off-label Uses  - 
Exclusion Criteria  - 
Required Medical Information  - 
Age Restrictions  - 
Prescriber Restrictions  - 
Coverage Duration  Plan Year  
Other Criteria  - 
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 Prior Authorization Group  XYREM 
 Drug Names  XYREM 

 PA Indication Indicator  All FDA-approved Indications 
 Off-label Uses  -

 Exclusion Criteria  -
 Required Medical Information 1) The requested drug is being prescribed for the treatment of excessive daytime 

sleepiness in a patient 7 years of age or older with narcolepsy and 2) The diagnosis 
has been confirmed by sleep lab evaluation AND 3)The patient experienced an 
inadequate treatment response or intolerance to at least one central nervous system 
(CNS) stimulant drug (e.g., amphetamine, dextroamphetamine, or methylphenidate) 
OR has a contraindication that would prohibit a trial of central nervous system (CNS) 
stimulant drugs (e.g., amphetamine, dextroamphetamine, or methylphenidate) [Note: 
Coverage of amphetamines and methylphenidates may require prior authorization.] 
AND 4) If the patient is 18 years of age or older, the patient experienced an inadequate 
treatment response or intolerance to at least one central nervous system (CNS) 
wakefulness promoting drug (e.g., armodafinil) OR has a contraindication that would 
prohibit a trial of central nervous system (CNS) wakefulness promoting drugs (e.g., 
armodafinil) [Note: coverage of armodafinil may require prior authorization.] OR 5) The 
requested drug is being prescribed for the treatment of cataplexy in a patient 7 years of 
age or older with narcolepsy AND 6) The diagnosis has been confirmed by sleep lab 
evaluation.  

 Age Restrictions  7 years of age or older 
 Prescriber Restrictions  -

 Coverage Duration  Plan Year 
 Other Criteria If the request is for a continuation of therapy, then the patient experienced a decrease 

in daytime sleepiness with narcolepsy or a decrease in cataplexy episodes with 
narcolepsy.  
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 Prior Authorization Group  ZARXIO 
 Drug Names  ZARXIO 

 PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications 
 Off-label Uses Following chemotherapy for acute lymphocytic leukemia (ALL), stem cell 

transplantation related indications, neutropenia in myelodysplastic syndromes (MDS), 
agranulocytosis, neutropenia in aplastic anemia, HIV-related neutropenia, neutropenia  
related to renal transplant.  

 Exclusion Criteria  Use of the requested product within 24 hours prior to or following chemotherapy. 
 Required Medical Information For prophylaxis or treatment of myelosuppressive chemotherapy-induced febrile 

neutropenia (FN) patients must meet both of the following: 1) Patient has a solid tumor 
or non-myeloid cancer, and 2) Patient has received, is currently receiving, or will be 
receiving treatment with myelosuppressive anti-cancer therapy.  

 Age Restrictions  -
 Prescriber Restrictions  -

 Coverage Duration  6 months 
 Other Criteria  -

 Prior Authorization Group  ZEJULA 
 Drug Names  ZEJULA 

 PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications 
 Off-label Uses In combination with bevacizumab for persistent or recurrent epithelial ovarian, fallopian 

tube, or primary peritoneal cancer for platinum-sensitive disease.  
 Exclusion Criteria  -

 Required Medical Information  -
 Age Restrictions  -

 Prescriber Restrictions  -
 Coverage Duration  Plan Year 

 Other Criteria  -
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 Prior Authorization Group  ZELBORAF 
 Drug Names  ZELBORAF 

 PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications 
 Off-label Uses Non-small cell lung cancer, hairy cell leukemia, thyroid carcinoma (papillary carcinoma, 

follicular carcinoma, and Hurthle cell carcinoma), and colorectal cancer.  
 Exclusion Criteria  -

 Required Medical Information For cutaneous melanoma, all of the following criteria must be met: 1) tumor is positive 
for BRAF V600E or V600K mutation, and 2) disease is unresectable or metastatic. For 
Erdheim-Chester Disease, tumor is positive for BRAF V600E or BRAF V600K mutation.  
For non-small cell lung cancer all of the following criteria must be met: 1) tumor is 
positive for the BRAF V600E mutation, and 2) patient has recurrent, advanced, or 
metastatic NSCLC. For thyroid carcinoma, all the following criteria must be met: 1) 
tumor is positive for BRAF V600E or V600K mutation, and 2) patient has radioiodine 
refractory follicular, Hurthle cell, or papillary thyroid carcinoma. For colorectal cancer, 
all of the following criteria must be met: 1) tumor is BRAF V600E mutation positive, 2) 
disease is unresectable or metastatic. For hairy cell leukemia: the requested drug will 
be used for subsequent therapy.  

 Age Restrictions  -
 Prescriber Restrictions  -

 Coverage Duration  Plan Year 
 Other Criteria  -
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 Prior Authorization Group  ZIRABEV 
 Drug Names  ZIRABEV 

 PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications 
 Off-label Uses Breast cancer, central nervous system (CNS) tumor types: adult low-grade (WHO 

Grade II) infiltrative supratentorial astrocytoma/oligodendroglioma, adult intracranial 
and spinal ependymoma, anaplastic gliomas, adult medulloblastoma, primary central 
nervous system lymphoma, meningiomas, limited and extensive brain metastases, 
leptomeningeal metastases and metastatic spine tumors, malignant pleural 
mesothelioma, epithelial ovarian cancer/fallopian tube cancer/primary peritoneal  
cancer, including the following cancer types: carcinosarcoma (malignant mixed 
Mullerian tumors), clear cell carcinoma, mucinous carcinoma, grade 1 endometrioid 
carcinoma, low-grade serous carcinoma, ovarian borderline epithelial tumors (low 
malignant potential) with invasive implants, and malignant sex cord-stromal tumors, soft 
tissue sarcoma types: angiosarcoma and solitary fibrous tumor/hemangiopericytoma, 
AIDS-related Kaposi sarcoma, uterine cancer, endometrial cancer, vulvar cancer, and 
ophthalmic-related disorders: diabetic macular edema, neovascular (wet) age-related 
macular degeneration including polypoidal choroidopathy and retinal angiomatous 
proliferation subtypes, macular edema following retinal vein occlusion, proliferative 
diabetic retinopathy, choroidal neovascularization, neovascular glaucoma and 
retinopathy of prematurity, hepatocellular carcinoma.  

 Exclusion Criteria  -
 Required Medical Information  -

 Age Restrictions  -
 Prescriber Restrictions  -

 Coverage Duration  Plan Year 
 Other Criteria Coverage under Part D will be denied if coverage is available under Part A or Part B as 

the medication is prescribed and dispensed or administered for the individual.  

 Prior Authorization Group  ZOLINZA 
 Drug Names  ZOLINZA 

 PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications 
 Off-label Uses  Mycosis fungoides, Sezary syndrome. 

 Exclusion Criteria  -
 Required Medical Information  -

 Age Restrictions  -
 Prescriber Restrictions  -

 Coverage Duration  Plan Year 
 Other Criteria  -
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 Prior Authorization Group  ZYDELIG 
 Drug Names  ZYDELIG 

 PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications 
 Off-label Uses Refractory chronic lymphocytic leukemia (CLL)/small lymphocytic lymphoma (SLL), 

refractory follicular lymphoma, and marginal zone lymphomas [nodal marginal zone 
lymphoma, gastric mucosa associated lymphoid tissue (MALT) lymphoma, non-gastric  
MALT lymphoma, and splenic marginal zone lymphoma].  

 Exclusion Criteria  -
 Required Medical Information  -

 Age Restrictions  -
 Prescriber Restrictions  -

 Coverage Duration  Plan Year 
 Other Criteria  -

 Prior Authorization Group  ZYKADIA 
 Drug Names  ZYKADIA 

 PA Indication Indicator  All FDA-approved Indications, Some Medically-accepted Indications 
 Off-label Uses Recurrent or advanced anaplastic lymphoma kinase (ALK)-positive non-small cell lung 

cancer (NSCLC), recurrent, advanced, or metastatic repressor of 
silencing (ROS-1)-positive non-small cell lung cancer (NSCLC), inflammatory 
myofibroblastic tumor (IMT), brain metastases from NSCLC.  

 Exclusion Criteria  -
 Required Medical Information For NSCLC: the member has recurrent, advanced, or metastatic ALK-positive or 

ROS1-positive disease. For inflammatory myofibroblastic tumor: the disease is 
ALK-positive. For brain metastases from NSCLC: the member has ALK-positive 
NSCLC  

 Age Restrictions  -
 Prescriber Restrictions  -

 Coverage Duration  Plan Year 
 Other Criteria  -

 
 Prior Authorization Group  ZYPREXA RELPREVV 

 Drug Names  ZYPREXA RELPREVV 
 PA Indication Indicator  All FDA-approved Indications 

 Off-label Uses  -
 Exclusion Criteria  -

 Required Medical Information  Tolerability with oral olanzapine has been established. 
 Age Restrictions  -

 Prescriber Restrictions  -
 Coverage Duration  Plan Year 

 Other Criteria  -
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