ABALOPARATIDE

Products Affected
TYMLOS
PA Criteria Criteria Details
Exclusion POSTMENOPAUSAL OSTEOPOROSIS: PATIENT HAS RECEIVED
Criteria A TOTAL OF 24 MONTHS CUMULATIVE TREATMENT WITH
ANY PARATHYROID HORMONE THERAPY.
Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 MONTHS

Other Criteria

POSTMENOPAUSAL OSTEOPOROSIS: ONE OF THE FOLLOWING:
1) HIGH RISK FOR FRACTURES DEFINED AS ONE OF THE
FOLLOWING: A) HISTORY OF OSTEOPOROTIC (LE., FRAGILITY,
LOW TRAUMA) FRACTURE(S), B) 2 OR MORE RISK FACTORS
FOR FRACTURE (E.G., HISTORY OF MULTIPLE RECENT LOW
TRAUMA FRACTURES, BMD T-SCORE LESS THAN OR EQUAL
TO -2.5, CORTICOSTEROID USE, OR USE OF GNRH ANALOGS),
OR C) NO PRIOR TREATMENT FOR OSTEOPOROSIS AND FRAX
SCORE OF AT LEAST 20% FOR ANY MAJOR FRACTURE OR OF
AT LEAST 3% FOR HIP FRACTURE. 2) UNABLE TO USE ORAL
THERAPY (LE., UPPER GASTROINTESTINAL PROBLEMS
UNABLE TO TOLERATE ORAL MEDICATION, LOWER
GASTROINTESTINAL PROBLEMS UNABLE TO ABSORB ORAL
MEDICATIONS, TROUBLE REMEMBERING TO TAKE ORAL
MEDICATIONS OR COORDINATING AN ORAL
BISPHOSPHONATE WITH OTHER ORAL MEDICATIONS OR
THEIR DAILY ROUTINE). 3) TRIAL OF, INTOLERANCE TO, OR A
CONTRAINDICATION TO ONE BISPHOSPHONATE.




PA Criteria Criteria Details

Indications All FDA-approved Indications.
Off Label Uses

Part B No

Prerequisite




ABATACEPT

Products Affected

ORENCIA CLICKJECT
ORENCIA SUBCUTANEOUS SYRINGE
125 MG/ML, 50 MG/0.4 ML, 87.5 MG/0.7

ML

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

RHEUMATOID ARTHRITIS (RA), PSORIATIC ARTHRITIS (PSA): 18
YEARS OR OLDER. JUVENILE PSORIATIC ARTHRITIS (JPSA): 2
YEARS OR OLDER.

Prescriber
Restrictions

RHEUMATOID ARTHRITIS (RA), POLYARTICULAR COURSE
JUVENILE IDIOPATHIC ARTHRITIS (PCJIA): PRESCRIBED BY OR
IN CONSULTATION WITH A RHEUMATOLOGIST. PSORIATIC
ARTHRITIS (PSA) AND JUVENILE PSORIATIC ARTHRITIS (JPSA):
PRESCRIBED BY OR IN CONSULTATION WITH A
RHEUMATOLOGIST OR DERMATOLOGIST.

Coverage FOR aGVHD: 12 MONTHS. FOR RA, PJIA, PSA, JPSA: INITIAL: 6
Duration MONTHS. RENEWAL: 12 MONTHS.
Other Criteria INITIAL: RA: TRIAL OF OR CONTRAINDICATION TO 3 MONTHS

OF TREATMENT WITH ONE DMARD (DISEASE-MODIFYING
ANTIRHEUMATIC DRUQG) - IF PATIENT TRIED METHOTREXATE,
THEN TRIAL AT A DOSE GREATER THAN OR EQUAL TO 20 MG
PER WEEK OR MAXIMALLY TOLERATED DOSE IS REQUIRED.
PJIA: TRIAL OF OR CONTRAINDICATION TO ONE DMARD. FOR
ACUTE GRAFT VERSUS HOST DISEASE: ATTESTATION
MEMBER IS TAKING IN COMBINATION WITH A CALCINEURIN
INHIBITOR AND METHOTREXATE. RENEWAL: RA, PJIA, PSA,
JPSA: CONTINUES TO BENEFIT FROM THE MEDICATION.

Indications

All FDA-approved Indications.

Off Label Uses




PA Criteria Criteria Details

Part B No
Prerequisite




ABEMACICLIB

Products Affected
VERZENIO
PA Criteria Criteria Details
Exclusion
Criteria
Required ADVANCED OR METASTATIC BREAST CANCER: THE PATIENT
Medical HAS NOT EXPERIENCED DISEASE PROGRESSION FOLLOWING
Information PRIOR CDK INHIBITOR THERAPY.

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite




ABIRATERONE

Products Affected

abiraterone
abirtega

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber

Restrictions

Coverage 12 MONTHS

Duration

Other Criteria METASTATIC CASTRATION-RESISTANT PROSTATE CANCER: 1)
PREVIOUSLY RECEIVED A BILATERAL ORCHIECTOMY, OR 2)
CASTRATE LEVEL OF TESTOSTERONE (L.E., LESS THAN 50
NG/DL), OR 3) CONCURRENT USE WITH A GONADOTROPIN
RELEASING HORMONE (GNRH) ANALOG.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite




ABIRATERONE SUBMICRONIZED

Products Affected
YONSA

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber

Restrictions

Coverage 12 MONTHS

Duration

Other Criteria METASTATIC CASTRATION-RESISTANT PROSTATE CANCER:
ONE OF THE FOLLOWING: 1) PREVIOUSLY RECEIVED A
BILATERAL ORCHIECTOMY, 2) CASTRATE LEVEL OF
TESTOSTERONE (I.E., LESS THAN 50 NG/DL), OR 3)
CONCURRENT USE WITH A GONADOTROPIN RELEASING
HORMONE (GNRH) ANALOG.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite




ACALABRUTINIB

Products Affected

CALQUENCE
CALQUENCE (ACALABRUTINIB MAL)

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite




ADAGRASIB

Products Affected
KRAZATI

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH HEMATOLOGIST

Restrictions OR ONCOLOGIST

Coverage 12 MONTHS

Duration

Other Criteria KRAS G12C-MUTATED LOCALLY ADVANCED OR METASTATIC
NON-SMALL CELL LUNG CANCER (NSCLC): 1.) EVIDENCE OF
KRAS G12C MUTATION AS DETERMINED BY AN APPROVED
TEST 2.) PRIOR USE OF AT LEAST ONE SYSTEMIC THERAPY
(E.G., ATEZOLIZUMAB, BEVACIZUMAB, CARBOPLATIN,
CISPLATIN, NIVOLUMAB, PACLITAXEL, PEMETREXED, ETC.).

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite




ADALIMUMAB

Products Affected

HUMIRA PEN

HUMIRA PEN CROHNS-UC-HS START
HUMIRA PEN PSOR-UVEITS-ADOL HS
HUMIRA SUBCUTANEOUS SYRINGE
KIT 40 MG/0.8 ML

HUMIRA(CF) PEDI CROHNS STARTER
SUBCUTANEOUS SYRINGE KIT 80
MG/0.8 ML, 80 MG/0.8 ML-40 MG/0.4 ML

HUMIRA(CF) PEN PEDIATRIC UC
HUMIRA(CF) PEN PSOR-UV-ADOL HS
HUMIRA(CF) PEN SUBCUTANEOUS
PEN INJECTOR KIT 40 MG/0.4 ML, 80
MG/0.8 ML

HUMIRA(CF) SUBCUTANEOUS
SYRINGE KIT 10 MG/0.1 ML, 20 MG/0.2
ML, 40 MG/0.4 ML

HUMIRA(CF) PEN CROHNS-UC-HS

PA Criteria Criteria Details

Exclusion

Criteria

Required INITIAL: PLAQUE PSORIASIS (PSO): PSORIASIS COVERING 3
Medical PERCENT OR MORE OF BODY SURFACE AREA OR PSORIATIC

Information

LESIONS AFFECTING THE HANDS, FEET, FACE, SCALP, OR
GENITAL AREA.

Age Restrictions

Prescriber
Restrictions

RA, PJIA, AS: PRESCRIBED BY OR IN CONSULTATION WITH A
RHEUMATOLOGIST. PSA: PRESCRIBED BY OR IN
CONSULTATION WITH A DERMATOLOGIST OR
RHEUMATOLOGIST. PSO: PRESCRIBED BY OR IN
CONSULTATION WITH A DERMATOLOGIST. CD, UC:
PRESCRIBED BY OR IN CONSULTATION WITH A
GASTROENTEROLOGIST. UVEITIS: PRESCRIBED BY OR IN
CONSULTATION WITH AN OPTHALMOLOGIST. HS:
PRESCRIBED BY OR IN CONSULATION WITH A
DERMATOLOGIST.

Coverage
Duration

INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS.

10




PA Criteria

Criteria Details

Other Criteria

INITIAL: RHEUMATOID ARTHRITIS (RA): TRIAL OF OR
CONTRAINDICATION TO 3 MONTHS OF TREATMENT WITH ONE
DMARD (DISEASE-MODIFYING ANTIRHEUMATIC DRUG) SUCH
AS METHOTREXATE, LEFLUNOMIDE,
HYDROXYCHLOROQUINE, OR SULFASALAZINE - IF PATIENT
TRIED METHOTREXATE, THEN TRIAL AT A DOSE GREATER
THAN OR EQUAL TO 20 MG PER WEEK OR MAXIMALLY
TOLERATED DOSE IS REQUIRED. POLYARTICULAR JUVENILE
IDIOPATHIC ARTHRITIS (PJIA): TRIAL OF OR
CONTRAINDICATION TO ONE DMARD SUCH AS
METHOTREXATE, LEFLUNOMIDE, OR SULFASALAZINE.
ANKYLOSING SPONDYLITIS (AS): TRIAL OF OR
CONTRAINDICATION TO AN NSAID. PSO: TRIAL OF OR
CONTRAINDICATION TO ONE CONVENTIONAL THERAPY SUCH
AS A PUVA (PHOTOTHERAPY ULTRAVIOLET LIGHT A), UVB
(ULTRAVIOLET LIGHT B), TOPICAL CORTICOSTEROIDS,
CALCIPOTRIENE, ACITRETIN, METHOTREXATE, OR
CYCLOSPORINE. CROHNS DISEASE (CD), ULCERATIVE COLITIS
(UC): TRIAL OF OR CONTRAINDICATION TO ONE
CONVENTIONAL THERAPY SUCH AS A CORTICOSTEROID (E.G.,
BUDESONIDE, METHYLPREDNISOLONE), AZATHIOPRINE,
MERCAPTOPURINE, METHOTREXATE, OR MESALAMINE.
UVEITIS: NO ISOLATED ANTERIOR UVEITIS. RENEWAL: RA,
PJIA, PSA, AS, PSO, HIDRADENITIS SUPPURATIVA (HS),
UVEITIS: CONTINUES TO BENEFIT FROM THE MEDICATION.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No

11




AFATINIB DIMALEATE

Products Affected
GILOTRIF

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

12



ALECTINIB

Products Affected
ALECENSA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

13



ALPELISIB

Products Affected

PIQRAY ORAL TABLET 200 MG/DAY
(200 MG X 1), 250 MG/DAY (200 MG X1-
50 MG X1), 300 MG/DAY (150 MG X 2)
VIJOICE ORAL GRANULES IN PACKET

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

14



AMIKACIN

Products Affected

amikacin injection solution 1,000 mg/4 ml,
500 mg/2 ml

PA Criteria Criteria Details

Exclusion
Criteria

Required DIAGNOSIS
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 3 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

15



ANAKINRA

Products Affected
KINERET

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber RHEUMATOID ARTHRITIS (RA) (INITIAL): PRESCRIBED BY OR
Restrictions IN CONSULTATION WITH A RHEUMATOLOGIST.
Coverage 12 Months

Duration

16



PA Criteria

Criteria Details

Other Criteria

RHEUMATOID ARTHRITIS (RA) (INITIAL): ONE OF THE
FOLLOWING: A) EITHER A TRIAL AND FAILURE,
CONTRAINDICATION, OR INTOLERANCE (TF/C/T) TO TWO OF
THE FOLLOWING: ENBREL (ETANERCEPT), HUMIRA
(ADALIMUMAB), ORENCIA (ABATACEPT), RINVOQ
(UPADACITINIB), XELJANZ/XELJANZ XR (TOFACITINIB), OR
ATTESTATION DEMONSTRATING A TRIAL MAY BE
INAPPROPRIATE, OR B) FOR CONTINUATION OF PRIOR
THERAPY. NEONATAL-ONSET MULTISYSTEM INFLAMMATORY
DISEASE (NOMID) (INITTAL): DIAGNOSIS OF NOMID HAS BEEN
CONFIRMED BY ONE OF THE FOLLOWING: 1) NLRP-3
(NUCLEOTIDE-BINDING DOMAIN, LEUCINE RICH FAMILY
(NLR), PYRIN DOMAIN CONTAINING 3) GENE (ALSO KNOWN AS
COLD-INDUCED AUTO-INFLAMMATORY SYNDROME-1 [CIAST1])
MUTATION OR 2) BOTH OF THE FOLLOWING: A) TWO OF THE
FOLLOWING CLINICAL SYMPTOMS: URTICARIA-LIKE RASH,
COLD/STRESS TRIGGERED EPISODES, SENSORINEURAL
HEARING LOSS, MUSCULOSKELETAL SYMPTOMS (E.G.,
ARTHRALGIA, ARTHRITIS, MYALGIA), CHRONIC ASEPTIC
MENINGITIS, OR SKELETAL ABNORMALITIES (E.G.,
EPIPHYSEAL OVERGROWTH, FRONTAL BOSSING) AND B)
ELEVATED ACUTE PHASE REACTANTS (EG, ERYTHROCYTE
SEDIMENTATION RATE [ESR], C-REACTIVE PROTEIN [CRP],
SERUM AMYLOID A [SAA]). DEFICIENCY OF INTERLEUKIN-1
RECEPTOR ANTAGONIST (DIRA): DIAGNOSIS OF DIRA.
RENEWAL: RA, NOMID: CONTINUES TO BENEFIT FROM THE
MEDICATION.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No

17




APALUTAMIDE

Products Affected
ERLEADA

PA Criteria Criteria Details

Exclusion

Criteria

Required

Medical

Information

Age Restrictions

Prescriber

Restrictions

Coverage 12 MONTHS

Duration

Other Criteria INITIAL: NON-METASTATIC CASTRATION-RESISTANT
PROSTATE CANCER (NMCRPC): PATIENT HAS HIGH RISK
PROSTATE CANCER (I.E., RAPIDLY INCREASING PROSTATE
SPECIFIC ANTIGEN [PSA] LEVELS). NMCRPC OR METASTATIC
CASTRATION-SENSITIVE PROSTATE CANCER (MCSPC): 1)
PREVIOUSLY RECEIVED A BILATERAL ORCHIECTOMY, OR 2)
CASTRATE LEVEL OF TESTOSTERONE (L.E., LESS THAN 50
NG/DL), OR 3) CONCURRENT USE WITH A GONADOTROPIN
RELEASING HORMONE (GNRH) ANALOG. RENEWAL:
DIAGNOSIS OF NMCRPC OR MCSPC.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite

18




APOMORPHINE

Products Affected

apomorphine

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber PARKINSONS DISEASE (PD): PRESCRIBED BY OR IN
Restrictions CONSULTATION WITH A NEUROLOGIST.

Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS.
Duration

Other Criteria RENEWAL: PATIENT HAD IMPROVEMENT WITH MOTOR
FLUCTUATIONS DURING OFF EPISODES WITH THE USE OF

APOMORPHINE.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite

19



APOMORPHINE - SL

Products Affected

KYNMOBI SUBLINGUAL FILM 10 MG,
15 MG, 20 MG, 25 MG, 30 MG

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

18 YEARS OR OLDER

Prescriber PARKINSONS DISEASE (PD): PRESCRIBED BY OR IN

Restrictions CONSULTATION WITH A NEUROLOGIST.

Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS.

Duration

Other Criteria INITIAL: PD: PHYSICIAN HAS OPTIMIZED DRUG THERAPY FOR
PARKINSONS DISEASE. RENEWAL: PD: PATIENT
IMPROVEMENT WITH MOTOR FLUCTUATIONS DURING OFF
EPISODES WITH THE USE OF KYNMOBI.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite

20




APREMILAST

Products Affected
OTEZLA
OTEZLA STARTER
OTEZLA XR
PA Criteria Criteria Details
Exclusion
Criteria
Required INITIAL: PLAQUE PSORIASIS (PSO): PSORIASIS COVERING 2
Medical PERCENT OR MORE OF BODY SURFACE AREA OR PSORIATIC
Information LESIONS AFFECTING THE HANDS, FEET, GENITAL AREA,
SCALP OR FACE.

Age Restrictions

Prescriber PSORIATIC ARTHRITIS (PSA): PRESCRIBED BY OR IN
Restrictions CONSULTATION WITH A DERMATOLOGIST OR
RHEUMATOLOGIST. PSO: PRESCRIBED BY OR IN
CONSULTATION WITH A DERMATOLOGIST.

Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS.
Duration

Other Criteria INITIAL: PSO: TRIAL OF OR CONTRAINDICATION TO ONE
CONVENTIONAL THERAPY SUCH AS A PUVA (PHOTOTHERAPY
ULTRAVIOLET LIGHT A), UVB (ULTRAVIOLET LIGHT B),
TOPICAL CORTICOSTEROIDS, CALCIPOTRIENE, ACITRETIN,
METHOTREXATE, OR CYCLOSPORINE. RENEWAL: PSA, PSO:
CONTINUES TO BENEFIT FROM THE MEDICATION. FOR
BEHCETS DISEASE: NO ADDITIONAL MEDICAL INFORMATION

IS REQUIRED.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite

21



ARIKAYCE

Products Affected
ARIKAYCE

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber PRESCRIBED BY, OR IN CONSULTATION WITH, AN INFECTIOUS
Restrictions DISEASE SPECIALIST OR PULMONOLOGIST.

Coverage 12 MONTHS

Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite

22



ASCIMINIB

Products Affected
SCEMBLIX

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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ATOGEPANT

Products Affected
QULIPTA

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber

Restrictions

Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS.

Duration

Other Criteria INITIAL: PREVIOUS TRIAL OF OR CONTRAINDICATION TO ONE
ALTERNATIVE FOR PREVENTIVE MIGRAINE TREATMENT:
DIVALPROEX SODIUM, TOPIRAMATE, PROPRANOLOL,
TIMOLOL. RENEWAL FOR MIGRAINES: THE PATIENT HAS
EXPERIENCED A REDUCTION IN MIGRAINE OR HEADACHE
FREQUENCY OF AT LEAST 2 DAYS PER MONTH OR A
REDUCTION IN MIGRAINE SEVERITY OR MIGRAINE DURATION
WITH QULIPTA THERAPY.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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AVACOPAN

Products Affected
TAVNEOS
PA Criteria Criteria Details
Exclusion
Criteria
Required POSITIVE TEST FOR ANTI-PR3 OR ANTI-MPO (PROTEINASE 3 OR
Medical MYELOPEROXIDASE ANTIBODIES) OR POSITIVE TISSUE
Information BIOPSY.

Age Restrictions

Prescriber

Restrictions

Coverage 12 MONTHS

Duration

Other Criteria COVERED FOR PATIENTS WITH CLINICAL DIAGNOSIS OF ANCA
VASCULITIS GPA OR MPA, OR ANCA-POSITIVE VASCULITIS IN
COMBINATION WITH STANDARD THERAPY, INCLUDING
GLUCOCORTICOIDS.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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AVAPRITINIB

Products Affected
AYVAKIT

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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AVATROMBOPAG

Products Affected

DOPTELET (10 TAB PACK)
DOPTELET (15 TAB PACK)
DOPTELET (30 TAB PACK)
DOPTELET SPRINKLE

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

CHRONIC LIVER DISEASE (CLD): PRESCRIBED BY OR IN
CONSULTATION WITH A HEMATOLOGIST,
GASTROENTEROLOGIST, HEPATOLOGIST, IMMUNOLOGIST,
ENDOCRINOLOGIST, OR A SURGEON. CHRONIC IMMUNE
THROMBOCYTOPENIA (ITP): PRESCRIBED BY OR GIVEN IN
CONSULTATION WITH A HEMATOLOGIST OR IMMUNOLOGIST.

Coverage
Duration

CLD: 1 MONTH. CHRONIC ITP: INITIAL: 2 MONTHS. RENEWAL.:
12 MONTHS.

Other Criteria

CLD: INITIAL: PATIENT HAS A PLANNED PROCEDURE 10 TO 13
DAYS AFTER INITIATION OF DOPTELET. PATIENT IS NOT
RECEIVING OTHER THROMBOPOIETIN RECEPTOR AGONISTS
(E.G., ROMIPLOSTIM, ELTROMBOPAG, ETC.). CHRONIC ITP:
INITIAL: TRIAL OF OR CONTRAINDICATION TO ONE OF THE
FOLLOWING: CORTICOSTEROIDS OR IMMUNOGLOBULINS, OR
INSUFFICIENT RESPONSE TO SPLENECTOMY. RENEWAL.:
PATIENT HAD A CLINICAL RESPONSE.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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AVUTOMETINIB DEFACTINIB

Products Affected
AVMAPKI-FAKZYNJA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH HEMATOLOGIST
Restrictions OR ONCOLOGIST.

Coverage 12 MONTHS

Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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AXATILIMAB-CSFR

Products Affected
NIKTIMVO
PA Criteria Criteria Details
Exclusion
Criteria
Required 1) DIAGNOSIS: A) TREATMENT OF CHRONIC GRAFT-VERSUS-
Medical HOST DISEASE (CHRONIC GVHD). 2) DOCUMENT: I) FAILURE
Information OF AT LEAST TWO PRIOR LINES OF SYSTEMIC THERAPY IN

ADULT AND PEDIATRIC PATIENTS (E.G., PREDNISONE,
METHOTREXATE, CYCLOSPORINE, TACROLIMUS,
MYCOPHENOLATE, BELUMOSUDIL, IBRUTINIB, RUXOLITINIB,
IF AVAILABLE), AND II) ACTUAL BODY WEIGHT OF AT LEAST
40KG.

Age Restrictions

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH A

Restrictions HEMATOLOGIST, ONCOLOGIST, OR TRANSPLANT SPECIALIST.
Coverage 12 MONTHS

Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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AXITINIB

Products Affected
INLYTA ORAL TABLET 1 MG, 5 MG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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AZACITIDINE

Products Affected
ONUREG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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AZTREONAM LYSINE

Products Affected

CAYSTON

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

AT LEAST 7 YEARS OLD

Prescriber
Restrictions

Coverage
Duration

12 MONTHS

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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BEDAQUILINE FUMARATE

Products Affected
SIRTURO

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 24 WEEKS
Duration

Other Criteria SIRTURO USED IN COMBINATION WITH AT LEAST 3 OTHER
ANTIBIOTICS FOR THE TREATMENT OF PULMONARY MULTI-
DRUG RESISTANT TUBERCULOSIS.

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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BELIMUMAB

Products Affected

BENLYSTA INTRAVENOUS
BENLYSTA SUBCUTANEOUS

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

SYSTEMIC LUPUS ERYTHEMATOSUS (SLE): PRESCRIBED BY OR
IN CONSULTATION WITH A RHEUMATOLOGIST. LUPUS
NEPHRITIS (LN): PRESCRIBED BY OR IN CONSULTATION WITH
A RHEUMATOLOGIST OR NEPHROLOGIST.

Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS

Duration

Other Criteria INITIAL: SLE: CURRENTLY TAKING CORTICOSTEROIDS,
ANTIMALARIALS, NSAIDS, OR IMMUNOSUPPRESSIVE AGENTS.
RENEWAL: SLE: PATIENT HAD CLINICAL IMPROVEMENT. LN:
CLINICAL IMPROVEMENT IN RENAL RESPONSE COMPARED TO
BASELINE OR CLINICAL PARAMETERS (E.G., FLUID
RETENTION, USE OF RESCUE DRUGS, GLUCOCORTICOID
DOSE).

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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BELUMOSUDIL MESYLATE

Products Affected

REZUROCK

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 MONTHS

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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BELZUTIFAN

Products Affected
WELIREG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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BEMPEDOIC ACID

Products Affected

NEXLETOL
NEXLIZET

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

1) Diagnosis: A) Treatment of heterozygous familial hypercholesterolemia
(HeFH), or B ) Treatment of atherosclerotic cardiovascular disease. 2)
Document (only for first prescription): A) Patient is using concurrent LDL
lowering therapies or prescriber attestation patient is unable to take
recommended statin therapy or other LDL lowering therapies, and B )
Lipid panel results (baseline LDL-C level must be greater than 70 mg/dL).

Age Restrictions

18 years of age or older

Prescriber 1) Cardiologist, 2) Endocrinologist, 3) Internist, 4) Lipid Disorders

Restrictions Specialist or 5) Vascular Surgeon

Coverage 12 MONTHS

Duration

Other Criteria 1) Atherosclerotic cardiovascular disease (CVD) can be considered as:
acute coronary syndromes (ACS), stroke, myocardial infarction, transient
ischemic attack, stable or unstable angina, peripheral arterial disease,
coronary or arterial revascularization, or myocardial revascularization
procedures (CABG or PCI). 2) FDA recommends avoiding concomitant
use of simvastatin in doses greater than 20 mg, and pravastatin in doses
greater than 40 mg.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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BENRALIZUMAB

Products Affected

FASENRA PEN
FASENRA SUBCUTANEOUS SYRINGE
30 MG/ML

PA Criteria Criteria Details

Exclusion
Criteria

Required INITIAL: ASTHMA: BLOOD EOSINOPHIL LEVEL GREATER THAN
Medical OR EQUAL TO 150 CELLS/MCL WITHIN THE PAST 12 MONTHS.
Information

Age Restrictions

Prescriber ASTHMA: PRESCRIBED BY OR IN CONSULTATION WITH A

Restrictions PHYSICIAN SPECIALIZING IN ALLERGY OR PULMONARY
MEDICINE.

Coverage 12 MONTHS

Duration
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PA Criteria

Criteria Details

Other Criteria

ASTHMA: INITIAL: 1) PRIOR THERAPY WITH A MEDIUM, HIGH-
DOSE, OR MAXIMALLY-TOLERATED DOSE OF AN INHALED
CORTICOSTEROID AND AT LEAST ONE OTHER MAINTENANCE
MEDICATION, AND 2) ONE OF THE FOLLOWING: (A) PATIENT
EXPERIENCED AT LEAST ONE ASTHMA EXACERBATION
REQUIRING SYSTEMIC CORTICOSTEROID BURST LASTING 3
OR MORE DAYS WITHIN THE PAST 12 MONTHS OR AT LEAST
ONE SERIOUS EXACERBATION REQUIRING HOSPITALIZATION
OR ER VISIT WITHIN THE PAST 12 MONTHS, OR (B) PATIENT
HAS POOR SYMPTOM CONTROL DESPITE CURRENT THERAPY
AS EVIDENCED BY AT LEAST THREE OF THE FOLLOWING
WITHIN THE PAST 4 WEEKS: DAYTIME ASTHMA SYMPTOMS
MORE THAN TWICE/WEEK, ANY NIGHT WAKING DUE TO
ASTHMA, SABA RELIEVER FOR SYMPTOMS MORE THAN
TWICE/WEEK, ANY ACTIVITY LIMITATION DUE TO ASTHMA,
AND 3) NOT CONCURRENTLY RECEIVING XOLAIR, DUPIXENT
OR OTHER ANTI-IL5 BIOLOGICS WHEN THESE ARE USED FOR
THE TREATMENT OF ASTHMA. RENEWAL: CLINICAL
RESPONSE AS EVIDENCED BY ONE OF THE FOLLOWING: 1)
REDUCTION IN ASTHMA EXACERBATIONS FROM BASELINE, 2)
DECREASED UTILIZATION OF RESCUE MEDICATIONS, 3)
INCREASE IN PERCENT PREDICTED FEV1 FROM
PRETREATMENT BASELINE, OR 4) REDUCTION IN SEVERITY
OR FREQUENCY OF ASTHMA-RELATED SYMPTOMS.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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BEROTRALSTAT

Products Affected
ORLADEYO

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

INITIAL: HEREDITARY ANGIOEDEMA (HAE): DIAGNOSIS
CONFIRMED BY COMPLEMENT TESTING.

Age Restrictions

Prescriber
Restrictions

HAE: PRESCRIBED BY OR IN CONSULTATION WITH AN
ALLERGIST, IMMUNOLOGIST, OR HEMATOLOGIST.

Coverage 12 MONTHS

Duration

Other Criteria HAE: INITIAL: NOT ON CONCURRENT TREATMENT WITH
ALTERNATIVE PROPHYLACTIC AGENT FOR HAE, RENEWAL:
IMPROVEMENT COMPARED TO BASELINE IN HAE ATTACKS
(LE., REDUCTIONS IN ATTACK FREQUENCY OR ATTACK
SEVERITY).

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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BEVACIZUMAB

Products Affected
AVASTIN INTRAVENOUS

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria TRIAL OF OR CONTRAINIDCATION TO ZIRABEV WHERE
INDICATIONS ALIGN. THIS DRUG ALSO REQUIRES PAYMENT
DETERMINATION AND MAY BE COVERED UNDER MEDICARE

PART B OR D.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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BEVACIZUMAB-AWWB

Products Affected
MVASI

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria TRIAL OF OR CONTRAINDICATION TO ZIRABEV WHERE
INDICATIONS ALIGN. THIS DRUG ALSO REQUIRES PAYMENT
DETERMINATION AND MAY BE COVERED UNDER MEDICARE

PART B OR D.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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BEVACIZUMAB-BVZR

Products Affected
ZIRABEV

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria THIS DRUG ALSO REQUIRES PAYMENT DETERMINATION AND
MAY BE COVERED UNDER MEDICARE PART B OR D.

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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BEXAROTENE

Products Affected

bexarotene

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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BINIMETINIB

Products Affected
MEKTOVI

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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BOSUTINIB

Products Affected
BOSULIF ORAL CAPSULE
BOSULIF ORAL TABLET 100 MG, 400
MG, 500 MG
PA Criteria Criteria Details
Exclusion
Criteria
Required CHRONIC, ACCELERATED, OR BLAST PHASE PHILADELPHIA
Medical CHROMOSOME-POSITIVE CHRONIC MYELOGENOUS
Information LEUKEMIA: BCR-ABL MUTATIONAL ANALYSIS CONFIRMING
THAT T3151, V299L, G250E, OR F317L MUTATIONS ARE NOT
PRESENT.

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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BRIGATINIB

Products Affected

ALUNBRIG ORAL TABLET 180 MG, 30
MG, 90 MG

ALUNBRIG ORAL TABLETS,DOSE
PACK

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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C1 ESTERASE INHIBITOR-CINRYZE, BERINERT

Products Affected

CINRYZE

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

INITIAL: HEREDITARY ANGIOEDEMA (HAE): DIAGNOSIS
CONFIRMED BY COMPLEMENT TESTING.

Age Restrictions

Prescriber
Restrictions

HAE: PRESCRIBED BY OR GIVEN IN CONSULTATION WITH A
HEMATOLOGIST, IMMUNOLOGIST, OR ALLERGIST.

Coverage 12 MONTHS

Duration

Other Criteria HAE: CINRYZE: INITIAL: NOT ON CONCURRENT TREATMENT
WITH ALTERNATIVE PROPHYLACTIC AGENT FOR HAE.
RENEWAL: IMPROVEMENT COMPARED TO BASELINE IN HAE
ATTACKS (LE., REDUCTIONS IN ATTACK FREQUENCY OR
ATTACK SEVERITY). THIS DRUG ALSO REQUIRES PAYMENT
DETERMINATION AND MAY BE COVERED UNDER MEDICARE
PART B OR D.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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C1 ESTERASE INHIBITOR-HAEGARDA,
RUCONEST

Products Affected

HAEGARDA SUBCUTANEOUS RECON
SOLN 2,000 UNIT, 3,000 UNIT

PA Criteria

Criteria Details

Exclusion

Criteria

Required INITIAL: HEREDITARY ANGIOEDEMA (HAE): DIAGNOSIS
Medical CONFIRMED BY COMPLEMENT TESTING.

Information

Age Restrictions

Prescriber HAE: PRESCRIBED BY OR GIVEN IN CONSULTATION WITH A
Restrictions HEMATOLOGIST, IMMUNOLOGIST, OR ALLERGIST.

Coverage 12 MONTHS

Duration

Other Criteria

HAE: HAEGARDA: INITIAL: NOT ON CONCURRENT
TREATMENT WITH ALTERNATIVE PROPHYLACTIC AGENT FOR
HAE. RENEWAL: IMPROVEMENT COMPARED TO BASELINE IN
HAE ATTACKS (L.E., REDUCTIONS IN ATTACK FREQUENCY OR
ATTACK SEVERITY).

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite
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CABOZANTINIB

Products Affected
COMETRIQ

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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CABOZANTINIB S-MALATE - CABOMETYX

Products Affected

CABOMETYX ORAL TABLET 20 MG, 40
MG, 60 MG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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CANNABIDIOL

Products Affected
EPIDIOLEX

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber DRAVET SYNDROME (DS), LENNOX-GASTAUT SYNDROME
Restrictions (LGS), TUBEROUS SCLEROSIS COMPLEX (TSC): PRESCRIBED BY
OR IN CONSULTATION WITH A NEUROLOGIST.

Coverage INITIAL: 12 MONTHS. RENEWAL: 12 MONTHS.
Duration

Other Criteria INITIAL: LENNOX-GASTAUT SYNDROME (LGS): TRIAL OF OR
CONTRAINDICATION TO TWO OF THE FOLLOWING:
CLOBAZAM, TOPIRAMATE, LAMOTRIGINE. RENEWAL: DS, LGS,
TSC: CONFIRMATION OF DIAGNOSIS.

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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CAPIVASERTIB

Products Affected

TRUQAP

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

18 YEARS OF AGE OR OLDER

Prescriber
Restrictions

PRESCRIBED BY OR IN CONSULTATION WITH A
HEMATOLOGIST OR ONCOLOGIST

Coverage 12 MONTHS

Duration

Other Criteria DIAGNOSIS OF HORMONE RECEPTOR (HR)-POSITIVE, HUMAN
EPIDERMAL GROWTH FACTOR RECEPTOR 2 (HER2)-NEGATIVE,
LOCALLY ADVANCED OR METASTATIC BREAST CANCER: A)
EVIDENCE OF PIK3CA/AKT1/PTEN MUTATIONS, B)
PROGRESSION ON AT LEAST ONE ENDOCRINE-BASED
REGIMEN IN THE METASTATIC SETTING OR RECURRENCE ON
OR WITHIN 12 MONTHS IF USED AS ADJUVANT THERAPY, AND
C) WILL BE USED IN COMBINATION WITH FULVESTRANT.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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CAPLACIZUMAB YHDP

Products Affected

CABLIVI INJECTION KIT

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

PRESCRIBED BY OR IN CONSULTATION WITH A
HEMATOLOGIST

Coverage
Duration

12 MONTHS

Other Criteria

CABLIVI WAS PREVIOUSLY INITIATED AS PART OF THE FDA
APPROVED TREATMENT REGIMEN IN COMBINATION WITH
PLASMA EXCHANGE AND IMMUNOSUPPRESSIVE THERAPY
WITHIN AN INPATIENT SETTING. THE PATIENT HAS NOT
EXPERIENCED MORE THAN TWO RECURRENCES OF ATTP
WHILE ON CABLIVI THERAPY (I.LE., NEW DROP IN PLATELET
COUNT REQUIRING REPEAT PLASMA EXCHANGE DURING 30
DAYS POST-PLASMA EXCHANGE THERAPY [PEX] AND UP TO
28 DAYS OF EXTENDED THERAPY).

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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CAPMATINIB

Products Affected
TABRECTA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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CARFILZOMIB

Products Affected
KYPROLIS

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions | 18 YEARS OF AGE OR OLDER.

Prescriber Prescribed by or in consultation with an oncologist or hematologist.
Restrictions

Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS

Duration
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PA Criteria

Criteria Details

Other Criteria

INITIAL: 1) Diagnosis of Multiple Myeloma relapsed or refractory, as
assessed by one of the following is the past 30 days: A) Serum M-protein
greater than or equal to 0.5 g/dL, OR B) Urine M-protein greater than or
equal to 200mg/24h, OR C) Serum free light chain (FLC) assay with
involved FLC level greater than or equal to 10 mg/dL (100 mg/L)
provided serum FLC ratio is abnormal, OR D) Member has progressive
disease assessed within 60 days following the last dose of last anti-
myeloma drug regimen received. 2) For Multiple Myeloma relapsed or
refractory, it is used: A) In combination with dexamethasone or with
lenalidomide plus dexamethasone in patients who have received one to
three lines of therapy, or B) As a single agent in patients who have
received one or more lines of therapy, OR C) In combination with
Darzalex (daratumumab) or Darzalex Faspro
(daratumumab/hyaluronidase-fihj) and dexamethasone in patients who
have received one to three lines of therapy, OR D) In combination with
Sarclisa (isatuximab-irfc) and dexamethasone in patients who have
received one to three lines of therapy. 3) Request meets one of the
following: A) Monotherapy: dose does not exceed 56 mg/m2 twice
weekly each 28-day cycle, B) With dexamethasone and Revlimid: dose
does not exceed 27 mg/m?2 twice weekly 3 out of 4 weeks for twelve 28-
day cycles, then 27 mg/m2 twice weekly 2 out of 4 weeks for the next six
28-day cycles for up to a total of 18 cycles, C) With dexamethasone with
or without Darzalex dose does not exceed: 1) 70 mg/m2 once weekly each
28-day cycle, OR ii) 56 mg/m2 twice weekly each 28-day cycle, D) With
dexamethasone and Sarclisa: 56 mg/m2 twice weekly each 28-day cycle.
5) Prescribed carfilzomib (in combination with rituximab and
dexamethasone) in the management of Waldenstrom macroglobulinemia
in patients who have not previously received bortezomib or rituximab.
RENEWAL: 1) Member is responding positively to therapy.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

Yes
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CERITINIB

Products Affected
ZYKADIA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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CLADRIBINE

Products Affected
MAVENCLAD (10 TABLET PACK) + MAVENCLAD (7 TABLET PACK)
MAVENCLAD (4 TABLET PACK) + MAVENCLAD (8 TABLET PACK)
MAVENCLAD (5 TABLET PACK) + MAVENCLAD (9 TABLET PACK)

MAVENCLAD (6 TABLET PACK)

PA Criteria Criteria Details

Exclusion

Criteria

Required RENEWAL: PHYSICIAN ATTESTATION THAT THE PATIENT HAS
Medical DEMONSTRATED CLINICAL BENEFIT COMPARED TO PRE
Information TREATMENT BASELINE AND THE PATIENT DOES NOT HAVE

LYMPHOPENIA.

Age Restrictions

Prescriber
Restrictions

Coverage 48 WEEKS

Duration

Other Criteria

Indications All FDA-approved Indications.
Off Label Uses

Part B No

Prerequisite
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CLOBAZAM

Products Affected

clobazam oral suspension
clobazam oral tablet

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria TRIAL OF OR CONTRAINDICATION TO LAMOTRIGINE OR
TOPIRAMATE. REQUESTS FOR ORAL SUSPENSION
APPROVABLE IF PATIENT IS UNABLE TO SWALLOW OR IS
UNDER THE AGE OF 5 YEARS.

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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CLOBAZAM-SYMPAZAN

Products Affected
SYMPAZAN

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria LENNOX-GASTAUT SYNDROME (LGS): 1) PATIENT IS UNABLE
TO TAKE TABLETS OR SUSPENSION AND 2) TRIAL OF OR
CONTRAINDICATION TO A FORMULARY CLOBAZAM AGENT.

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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COBIMETINIB FUMARATE

Products Affected

COTELLIC

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 MONTHS

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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CORTICOTROPIN

Products Affected
ACTHAR

ACTHAR SELFJECT
CORTROPHIN GEL

PA Criteria

Criteria Details

Exclusion
Criteria

NOT APPROVED FOR DIAGNOSTIC PURPOSES.

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

ALL FDA APPROVED INDICATIONS EXCEPT INFANTILE
SPASMS AND MULTIPLE SCLEROSIS (MS): PRESCRIBED BY OR
GIVEN IN CONSULTATION WITH A RHEUMATOLOGIST,
DERMATOLOGIST, ALLERGIST/IMMUNOLOGIST,
OPHTHALMOLOGIST, PULMONOLOGIST OR NEPHROLOGIST.

Coverage
Duration

INFANTILE SPASMS AND MS: 28 DAYS. OTHER FDA APPROVED
INDICATIONS: INITIAL AND RENEWAL: 28 DAYS

Other Criteria

INITIAL: ALL FDA APPROVED INDICATIONS EXCEPT
INFANTILE SPASMS: TRIAL OF OR CONTRAINDICATION TO
INTRAVENOUS (IV) CORTICOSTEROIDS. RENEWAL: ALL FDA
APPROVED INDICATIONS EXCEPT INFANTILE SPASMS AND
MULTIPLE SCLEROSIS: 1) DEMONSTRATED CLINICAL BENEFIT
WHILE ON THERAPY AS INDICATED BY SYMPTOM
RESOLUTION AND/OR NORMALIZATION OF LABORATORY
TESTS, AND 2) CONTINUES TO POSSESS CONTRAINDICATION
TO IV CORTICOSTEROIDS. PART B BEFORE PART D STEP
THERAPY, APPLIES ONLY TO BENEFICIARIES IN AN MA-PD
PLAN.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

Yes
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CRIZOTINIB

Products Affected

XALKORI ORAL CAPSULE
XALKORI ORAL PELLET

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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CYSTEAMINE HYDROCHLORIDE

Products Affected

CYSTARAN

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 MONTHS

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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DABRAFENIB MESYLATE

Products Affected

TAFINLAR ORAL CAPSULE
TAFINLAR ORAL TABLET FOR

SUSPENSION

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 MONTHS

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite
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DACOMITINIB

Products Affected
VIZIMPRO

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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DALFAMPRIDINE

Products Affected
dalfampridine

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber MULTIPLE SCLEROSIS (MM): PRESCRIBED BY OR IN

Restrictions CONSULTATION WITH A NEUROLOGIST.

Coverage INITIAL: 3 MONTHS. RENEWAL: 12 MONTHS.

Duration

Other Criteria MM: INITIAL: WALKING DISABILITY SUCH AS MILD TO
MODERATE BILATERAL LOWER EXTREMITY WEAKNESS OR
UNILATERAL WEAKNESS PLUS LOWER EXTREMITY OR
TRUNCAL ATAXIA. RENEWAL: IMPROVEMENT IN WALKING
ABILITY.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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DANZITEN

Products Affected
DANZITEN

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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DARATUMUMAB

Products Affected

DARZALEX

DARZALEX FASPRO

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

18 Years of age or older

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist or hematologist.

Coverage
Duration

INTIAL: 6 MONTHS. RENEWAL: 12 MONTHS

Other Criteria

INITTAL: Diagnosis of 1) newly diagnosed Multiple myeloma and one of
the following: A) Ineligible for ASCT and in combination with one of the
following: 1) lenalidomide and dexamethasone OR 1ii) bortezomib,
melphalan, and prednisone. B) Eligible for ASCT in combination with one
of the following: 1) bortzeomib, thalidomide, and dexamethasone OR ii)
bortezomib, lenalidomide, and dexamethasone. 2) Relapsed/refractory
Multiple myeloma and one of the following: A) In combination with
dexamethasone and either lenalidomide, or bortezomib, or carfilzomib
after 1 or more prior therapy. B) In combination with pomalidomide and
dexamethasone after 2 or more prior therapies (only Darzalex), including
both of the following (i and ii): i) An immunomodulatory agent (e.g.
thalidomide, lenalidomide), and i1) A PI (e.g., ixazomib, bortezomib,
carfilzomib). 3) Diagnosis of systemic light chain amyloidosis and one of
the following: A) Darzalex Faspro in combination with bortezomib,
cyclophosphamide, and dexamethasone. RENEWAL: Member is
responding positively to therapy.

Indications

All FDA-approved Indications.

Off Label Uses
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PA Criteria

Criteria Details

Part B
Prerequisite

Yes
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DAROLUTAMIDE

Products Affected
NUBEQA

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

INITIAL AND RENEWAL: 12 MONTHS.

Other Criteria

INITIAL: NON-METASTATIC CASTRATION-RESISTANT
PROSTATE CANCER (NMCRPC): PATIENT HAS HIGH RISK
PROSTATE CANCER (I.E., RAPIDLY INCREASING PROSTATE
SPECIFIC ANTIGEN [PSA] LEVELS) AND ONE OF THE
FOLLOWING: 1) PREVIOUSLY RECEIVED A BILATERAL
ORCHIECTOMY, OR 2) CASTRATE LEVEL OF TESTOSTERONE
(LE., LESS THAN 50 NG/DL), OR 3) CONCURRENT USE WITH A
GONADOTROPIN RELEASING HORMONE (GNRH) ANALOG.
METASTATIC HORMONE-SENSITIVE PROSTATE CANCER
(MHSPC): 1) PREVIOUSLY RECEIVED A BILATERAL
ORCHIECTOMY, OR 2) CASTRATE LEVEL OF TESTOSTERONE
(LE., LESS THAN 50 NG/DL), OR 3) CONCURRENT USE WITH A
GONADOTROPIN RELEASING HORMONE (GNRH) ANALOG.
RENEWAL: DIAGNOSIS OF NMCRPC OR MHSPC.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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DASATINIB

Products Affected

dasatinib oral tablet 100 mg, 140 mg, 20 mg,
50 mg, 70 mg, 80 mg

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria PREVIOUSLY-TREATED CHRONIC MYELOID LEUKEMIA (CML)
REQUIRES BCR-ABL MUTATIONAL ANALYSIS NEGATIVE FOR
THE FOLLOWING MUTATIONS: T3151, V299L, T315A, F317L/V/I/C.

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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DATOPOTAMAB DERUXTECAN

Products Affected
DATROWAY
PA Criteria Criteria Details
Exclusion
Criteria
Required 1) DIAGNOSIS: A) UNRESECTABLE OR METASTATIC, HORMONE
Medical RECEPTOR (HR)-POSITIVE, HUMAN EPIDERMAL GROWTH
Information FACTOR RECEPTOR 2 (HER2)-NEGATIVE (IHC 0, IHC 1+ OR ICH

2+/ISH-) BREAST CANCER. 2) DOCUMENT: A) FOR BREAST
CANCER: I) PREVIOUS TREATMENT WITH ENDOCRINE-BASED
THERAPY, II) PREVIOUS TREATMENT WITH AT LEAST ONE
ADDITIONAL SYSTEMIC THERAPY FOR UNRESECTABLE OR
METASTATIC DISEASE, 11I) POSITIVE HORMONE RECEPTOR
(HR), AND IV) HUMAN EPIDERMAL GROWTH FACTOR
RECEPTOR 2 (HER2)-NEGATIVE (IHC 0, ITHC 1+ OR IHC 2+/ISH-)
BREAST CANCER.

Age Restrictions

18 YEARS OF AGE OR OLDER

Prescriber
Restrictions

PRESCRIBED BY OR IN CONSULTATION WITH A
HEMATOLOGIST OR ONCOLOGIST.

Coverage 12 MONTHS

Duration

Other Criteria

Indications All FDA-approved Indications.
Off Label Uses

Part B No

Prerequisite
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DECITABINE/CEDAZURIDINE

Products Affected

INQOVI

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 MONTHS

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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DEFERASIROX

Products Affected

deferasirox

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

PRESCRIBED BY OR GIVEN IN CONSULTATION WITH A
HEMATOLOGIST OR HEMATOLOGIST/ONCOLOGIST

Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS
Duration
Other Criteria CHRONIC IRON OVERLOAD DUE TO BLOOD TRANSFUSIONS

INITIAL: SERUM FERRITIN LEVEL CONSISTENTLY ABOVE 1000
MCG/L (AT LEAST TWO LAB VALUES IN THE PREVIOUS THREE
MONTHS). RENEWAL: SERUM FERRITIN LEVEL CONSISTENTLY
ABOVE 500 MCG/L (AT LEAST TWO LAB VALUES IN THE
PREVIOUS THREE MONTHS). NON-TRANSFUSION DEPENDENT
THALASSEMIA (NTDT) INITIAL: SERUM FERRITIN LEVEL
CONSISTENTLY ABOVE 300 MCG/L (AT LEAST TWO LAB
VALUES IN THE PREVIOUS THREE MONTHS) AND LIVER IRON
CONCENTRATION (LIC) OF 5 MG FE/G DRY WEIGHT OR
GREATER. RENEWAL: SERUM FERRITIN LEVEL CONSISTENTLY
ABOVE 300 MCG/L (AT LEAST TWO LAB VALUES IN THE
PREVIOUS THREE MONTHS) OR LIC OF 3 MG FE/G DRY WEIGHT
OR GREATER. INITIAL FOR ALL INDICATIONS: FORMULARY
VERSION OF DEFERASIROX SPRINKLE: TRIAL OF OR
CONTRAINDICATION TO A GENERIC EQUIVALENT OF EITHER
EXJADE TABLET FOR ORAL SUSPENSION OR A FORMULARY
VERSION OF DEFERASIROX TABLET.

Indications

All FDA-approved Indications.
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PA Criteria Criteria Details
Off Label Uses

Part B No

Prerequisite
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DEFERIPRONE

Products Affected

deferiprone
FERRIPROX ORAL SOLUTION

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber PRESCRIBED BY OR GIVEN IN CONSULTATION WITH A
Restrictions HEMATOLOGIST OR HEMATOLOGIST/ONCOLOGIST
Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS.

Duration
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PA Criteria

Criteria Details

Other Criteria

INITIAL CRITERIA: TRANSFUSIONAL IRON OVERLOAD DUE TO
THALASSEMIA SYNDROMES: (1) TRIAL OF OR
CONTRAINDICATION TO A FORMULARY PREFERRED VERSION
OF DEFERASIROX OR DEFEROXAMINE, AND (2) ONE OF THE
FOLLOWING CRITERIA: A) PATIENT IS EXPERIENCING
INTOLERABLE TOXICITIES OR CLINICALLY SIGNIFICANT
ADVERSE EFFECTS OR HAS A CONTRAINDICATION TO THESE
THERAPIES, OR B) INADEQUATE CHELATION DEFINED BY ONE
OF THE FOLLOWING: I) SERUM FERRITIN LEVEL
CONSISTENTLY ABOVE 2500 MCG/L (AT LEAST TWO LAB
VALUES IN THE PREVIOUS THREE MONTHS), OR II) EVIDENCE
OF CARDIAC IRON ACCUMULATION (LE., CARDIAC T2 STAR
MRI LESS THAN 10 MILLISECONDS, IRON INDUCED
CARDIOMYOPATHY, FALL IN LEFT VENTRICULAR EJECTION
FRACTION, ARRHYTHMIA INDICATING INADEQUATE
CHELATION). TRANSFUSIONAL IRON OVERLOAD DUE TO
SICKLE CELL DISEASE OR OTHER ANEMIAS: TRIAL OF OR
CONTRAINDICATION TO A FORMULARY PREFERRED VERSION
OF DEFERASIROX OR DEFEROXAMINE. RENEWAL: SERUM
FERRITIN LEVELS MUST BE CONSISTENTLY ABOVE 500MCG/L
(AT LEAST TWO LAB VALUES IN THE PREVIOUS THREE
MONTHS).

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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DEFLAZACORT

Products Affected

deflazacort oral suspension - EMFLAZA ORAL TABLET 18 MG, 30
deflazacort oral tablet 18 mg, 30 mg, 36 mg, MG, 36 MG, 6 MG

6 mg * jaythari oral tablet 18 mg, 30 mg, 36 mg, 6
EMFLAZA ORAL SUSPENSION mg

PA Criteria Criteria Details

Exclusion

Criteria

Required DUCHENNE MUSCULAR DYSTROPHY (DMD): DIAGNOSIS

Medical COMFIRMED BY GENETIC TESTING.

Information

Age Restrictions

Prescriber
Restrictions

DMD: PRESCRIBED BY OR IN CONSULTATION WITH A
NEUROLOGIST.

Coverage
Duration

INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS.

Other Criteria

DMD: INITIAL: TRIAL OF PREDNISONE OR PREDNISOLONE AND
PATIENT MEETS ONE OF THE FOLLOWING: 1) REQUEST DUE TO
ADVERSE EFFECTS OF PREDNISONE OR PREDNISOLONE OR 2)
REQUEST DUE TO LACK OF EFFICACY OF PREDNISONE OR
PREDNISOLONE AND ALL OF THE FOLLOWING: A) PATIENT IS
NOT IN STAGE 1 (PRE-SYMPTOMATIC PHASE), B) STEROID
MYOPATHY HAS BEEN RULED OUT. RENEWAL: PATIENT HAS
MAINTAINED OR DEMONSTRATED A LESS THAN EXPECTED
DECLINE IN AMBULATORY ABILITY IN MUSCLE FUNCTION
ASSESSMENTS OR OTHER MUSCLE FUNCTION (L.E.,
PULMONARY OR CARDIAC FUNCTION).

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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DEGARELIX ACETATE

Products Affected

FIRMAGON KIT W DILUENT SYRINGE

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 MONTHS

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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DELAFLOXACIN

Products Affected

BAXDELA ORAL

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

ONE MONTH
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PA Criteria

Criteria Details

Other Criteria

ACUTE BACTERIAL SKIN OR SKIN STRUCTURE INFECTION
(ABSSSI): ONE OF THE FOLLOWING: 1) PRESCRIBED BY OR
GIVEN IN CONSULTATION WITH AN INFECTIOUS DISEASE
SPECIALIST, OR 2) ANTIMICROBIAL SUSCEPTIBILITY TESTING
SHOWS SUSCEPTIBILITY TO DELAFLOXACIN AND RESISTANCE
TO ONE STANDARD OF CARE AGENT FOR ABSSSI (E.G.,
SULFAMETHOXAZOLE/TRIMETHOPRIM, LEVOFLOXACIN,
CLINDAMYCIN, CEPHALEXIN, OR VANCOMYCIN), OR 3) IF
SENSITIVITY RESULTS ARE UNAVAILABLE: TRIAL OF OR
CONTRAINDICATION TO ONE OF THE FOLLOWING PREFERRED
FORMULARY AGENTS FOR ABSSSI: A PENICILLIN, A
FLUOROQUINOLONE, A CEPHALOSPORIN, OR A GRAM
POSITIVE TARGETING ANTIBIOTIC. COMMUNITY-ACQUIRED
BACTERIAL PNEUMONIA (CABP): ONE OF THE FOLLOWING: 1)
PRESCRIBED BY OR GIVEN IN CONSULTATION WITH AN
INFECTIOUS DISEASE SPECIALIST, OR 2) ANTIMICROBIAL
SUSCEPTIBILITY TESTING SHOWS SUSCEPTIBILITY TO
DELAFLOXACIN AND RESISTANCE TO AT LEAST TWO
STANDARD OF CARE AGENTS FOR CABP (E.G., MACROLIDE,
DOXYCYCLINE, LEVOFLOXACIN/MOXIFLOXACIN, BETA-
LACTAM, LINEZOLID), OR 3) IF SENSITIVITY RESULTS ARE
UNAVAILABLE: TRIAL OF OR CONTRAINDICATION TO AT
LEAST TWO STANDARD OF CARE AGENTS FOR CABP (E.G.,
MACROLIDE, DOXYCYCLINE,
LEVOFLOXACIN/MOXIFLOXACIN, BETA-LACTAM, LINEZOLID).

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite

&3




DENOSUMAB-XGEVA

Products Affected
XGEVA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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DEUTETRABENAZINE

Products Affected

AUSTEDO ORAL TABLET 12 MG, 6 MG, MG, 6 MG

9 MG AUSTEDO XR TITRATION KT(WK1-4)
AUSTEDO XR ORAL TABLET ORAL TABLET, EXT REL 24HR DOSE
EXTENDED RELEASE 24 HR 12 MG, 18 PACK 12-18-24-30 MG

MG, 24 MG, 30 MG, 36 MG, 42 MG, 48

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber HUNTINGTON DISEASE: PRESCRIBED BY OR IN

Restrictions CONSULTATION WITH A NEUROLOGIST OR MOVEMENT
DISORDER SPECIALIST. TARDIVE DYSKINESIA: PRESCRIBED
BY OR IN CONSULTATION WITH A NEUROLOGIST,
PSYCHIATRIST, OR MOVEMENT DISORDER SPECIALIST.

Coverage 12 MONTHS

Duration

Other Criteria TARDIVE DYSKINESIA: PATIENT HAS A HISTORY OF USING
AGENTS THAT CAUSE TARDIVE DY SKINESIA.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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DICHLORPHENAMIDE

Products Affected
dichlorphenamide

KEVEYIS

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

18 YEARS AND OLDER

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH A

Restrictions NEUROLOGIST.

Coverage INITIAL: 2 MONTHS, RENEWAL: 12 MONTHS.

Duration

Other Criteria INITIAL: PATIENT DOES NOT HAVE HEPATIC INSUFFICIENCY,
PULMONARY OBSTRUCTION, OR A HEALTH CONDITION THAT
WARRANTS CONCURRENT USE OF HIGH-DOSE ASPIRIN.
RENEWAL: IMPROVEMENT IN SYMPTOMS.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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DICLOFENAC EPOLAMINE

Products Affected

diclofenac epolamine

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria THIS DRUG ALSO REQUIRES PAYMENT DETERMINATION.

Indications All Medically-accepted Indications.
Off Label Uses

Part B No

Prerequisite
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DICLOFENAC TOPICAL

Products Affected

diclofenac sodium topical gel 3 %
diclofenac sodium topical solution in
metered-dose pump

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria DICLOFENAC 2% TOPICAL SOLUTION: TRIAL OF OR
CONTRAINDICATION TO A FORMULARY VERSION OF
DICLOFENAC SODIUM 1% TOPICAL GEL AND A FORMULARY
VERSION OF DICLOFENAC SODIUM 1.5% TOPICAL DROPS.

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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DIMETHYL FUMARATE

Products Affected

dimethyl fumarate oral capsule,delayed
release(dr/ec) 120 mg, 120 mg (14)- 240 mg
(46), 240 mg

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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DIROXIMEL FUMARATE

Products Affected
VUMERITY

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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DORDAVIPRONE

Products Affected
MODEYSO

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH A
Restrictions HEMATOLOGIST OR ONCOLOGIST.

Coverage 12 MONTHS

Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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DRONABINOL

Products Affected

dronabinol

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 6 MONTHS
Duration

Other Criteria B VS D COVERAGE CONSIDERATION. PART D COVERAGE
CONSIDERATION FOR A DIAGNOSIS OF NAUSEA AND
VOMITING ASSOCIATED WITH CANCER CHEMOTHERAPY
REQUIRES A TRIAL OF OR CONTRAINDICATION TO
CONVENTIONAL ANTIEMETIC THERAPIES. NO ADDITIONAL
REQUIREMENTS FOR A DIAGNOSIS OF ANOREXIA
ASSOCIATED WITH WEIGHT LOSS IN PATIENTS WITH AIDS.

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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DROXIDOPA

Products Affected
droxidopa
PA Criteria Criteria Details
Exclusion
Criteria
Required BLOOD PRESSURE READINGS WHILE THE PATIENT IS SITTING
Medical AND ALSO WITHIN 3 MINUTES OF STANDING FROM A SUPINE
Information (LYING FACE UP) POSITION AT BASELINE AND RENEWAL.

Age Restrictions

Prescriber
Restrictions

PRESCRIBED BY OR GIVEN IN CONSULTATION WITH A
NEUROLOGIST OR CARDIOLOGIST.

Coverage INITTIAL: 3 MONTHS RENEWAL: 12 MONTHS

Duration

Other Criteria INITIAL: DIAGNOSIS OF ORTHOSTATIC HYPOTENSION AS
DOCUMENTED BY A DECREASE OF AT LEAST 20 MMHG IN
SYSTOLIC BLOOD PRESSURE OR 10 MMHG DIASTOLIC BLOOD
PRESSURE WITHIN THREE MINUTES AFTER STANDING FROM A
SITTING POSITION. RENEWAL: PATIENT CONTINUES TO
BENEFIT FROM THE MEDICATION.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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DUPILUMAB

Products Affected
DUPIXENT PEN SUBCUTANEOUS PEN

SYRINGE 100 MG/0.67 ML, 200 MG/1.14

INJECTOR 200 MG/1.14 ML, 300 MG/2

ML

ML, 300 MG/2 ML

DUPIXENT SYRINGE SUBCUTANEOUS

PA Criteria Criteria Details

Exclusion

Criteria

Required INITIAL: EOSINOPHILIC ASTHMA: BLOOD EOSINOPHIL LEVEL
Medical GREATER THAN OR EQUAL TO 150 CELLS/MCL WITHIN THE
Information PAST 12 MONTHS.

Age Restrictions

Prescriber
Restrictions

ATOPIC DERMATITIS: PRESCRIBED BY OR IN CONSULTATION
WITH A DERMATOLOGIST, ALLERGIST OR IMMUNOLOGIST.
ASTHMA: PRESCRIBED BY OR IN CONSULTATION WITH A
PHYSICIAN SPECIALIZING IN ALLERGY OR PULMONARY
MEDICINE. CHRONIC RHINOSINUSITIS WITH NASAL
POLYPOSIS (CRSWNP): PRESCRIBED BY OR IN CONSULTATION
WITH AN OTOLARYNGOLOGIST, ALLERGIST OR
IMMUNOLOGIST. PN: PRESCRIBED BY OR IN CONSULTATION
WITH A DERMATOLOGIST.

Coverage
Duration

INITIAL: ATOPIC DERM, CRSWNP, EE, PN: 6 MOS, ASTHMA,
COPD: 4 MOS. RENEWAL: 12 MOS (ALL INDICATIONS).
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PA Criteria

Criteria Details

Other Criteria

INITIAL: ATOPIC DERMATITIS: 1) ATOPIC DERMATITIS
INVOLVING AT LEAST 10% OF BODY SURFACE AREA (BSA) OR
ATOPIC DERMATITIS AFFECTING THE FACE, HEAD, NECK,
HANDS, FEET, GROIN, OR INTERTRIGINOUS AREAS, 2)
INTRACTABLE PRURITUS OR CRACKING/OOZING/BLEEDING
OF AFFECTED SKIN, AND 3) TRIAL OF OR CONTRAINDICATION
TO ONE OF THE FOLLOWING: TOPICAL CORTICOSTEROIDS,
TOPICAL CALCINEURIN INHIBITORS, OR TOPICAL PDE4
INHIBITORS. ASTHMA: 1) PRIOR THERAPY WITH A MEDIUM,
HIGH-DOSE OR MAXIMALLY-TOLERATED DOSE OF AN
INHALED CORTICOSTEROID AND AT LEAST ONE OTHER
MAINTENANCE MEDICATION, 2) ONE OF THE FOLLOWING: (A)
PATIENT EXPERIENCED AT LEAST ONE ASTHMA
EXACERBATION REQUIRING SYSTEMIC CORTICOSTEROID
BURST LASTING 3 OR MORE DAYS WITHIN THE PAST 12
MONTHS OR AT LEAST ONE SERIOUS EXACERBATION
REQUIRING HOSPITALIZATION OR ER VISIT WITHIN THE PAST
12 MONTHS, OR (B) PATIENT HAS POOR SYMPTOM CONTROL
DESPITE CURRENT THERAPY AS EVIDENCED BY AT LEAST
THREE OF THE FOLLOWING WITHIN THE PAST 4 WEEKS:
DAYTIME ASTHMA SYMPTOMS MORE THAN TWICE/WEEK,
ANY NIGHT WAKING DUE TO ASTHMA, SABA RELIEVER FOR
SYMPTOMS MORE THAN TWICE/WEEK, ANY ACTIVITY
LIMITATION DUE TO ASTHMA, AND 3) NOT CONCURRENTLY
RECEIVING XOLAIR OR OTHER ANTI-ILS BIOLOGICS WHEN
THESE ARE USED FOR THE TREATMENT OF ASTHMA. CRSWNP:
1) EVIDENCE OF NASAL POLYPS BY DIRECT EXAMINATION,
ENDOSCOPY OR SINUS CT SCAN, 2) INADEQUATELY
CONTROLLED DISEASE AS DETERMINED BY THE USE OF
SYSTEMIC STEROIDS IN THE PAST 2 YEARS OR ENDOSCOPIC
SINUS SURGERY, AND 3) PRESCRIBED AS AN ADD-ON
THERAPY TO CURRENT THERAPY. PN: DOCUMENT PRIOR
FAILURE OR CONTRAINDICATIONS TO MEDIUM TO HIGH
POTENCY TOPICAL CORTICOSTEROIDS. RENEWAL: ATOPIC
DERMATITIS, CRSWNP: IMPROVEMENT WHILE ON THERAPY.

ASTHMA: CLINICAL RESPONSE AS EVIDENCED BY ONE OF THE
FOLLOWING: 1) REDUCTION IN ASTHMA EXACERBATIONS
FROM BASELINE, 2) DECREASED UTILIZATION OF RESCUE
MEDICATIONS, 3) INCREASE IN PERCENT PREDICTED FEV1
FROM PRETREATMENT BASELINE, OR 4) REDUCTION IN
SEVERITY OR FREQUENCY OF ASTHMA-RELATED SYMPTOMS.

Indications

All FDA-approved Indications.
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PA Criteria Criteria Details
Off Label Uses

Part B No

Prerequisite
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DUVELISIB

Products Affected
COPIKTRA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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EFGARTIGIMOD

Products Affected
VYVGART
VYVGART HYTRULO
PA Criteria Criteria Details
Exclusion
Criteria
Required GENERALIZED MYASTHENIA GRAVIS (GMG): 1) POSITIVE
Medical SEROLOGICAL TEST FOR ANTI-ACETYLCHOLINE RECEPTOR
Information (ANTI-ACHR) ANTIBODIES, 2) DOCUMENTATION THAT

INDIVIDUAL HAS A MYASTHENIA GRAVIS ACTIVITIES OF
DAILY LIVING (MG-ADL) SCORE OF AT LEAST 5 OR HIGHER.

Age Restrictions

18 YEARS OF AGE OR OLDER

Prescriber
Restrictions

Coverage
Duration

INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS.
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PA Criteria

Criteria Details

Other Criteria

GMG: 1) TRIAL AND INADEQUATE RESPONSE AFTER 3
MONTHS OR INTOLERANCE TO AN ACETYLCHOLINESTERASE
INHIBITOR (PYRIDOSTIGMINE BROMIDE), IS ON A STABLE
DOSE OF AN ACETYLCHOLINESTERASE INHIBITOR, OR
CONTRAINDICATION TO ACETYLCHOLINESTERASE
INHIBITORS. 2) TRIAL AND INADEQUATE RESPONSE OR
INTOLERANCE TO ONE OR MORE IMMUNOSUPPRESSIVE
AGENTS (INCLUDING BUT NOT LIMITED TO SYSTEMIC
CORTICOSTEROIDS (PREDNISONE, PREDNISOLONE) FOR AT
LEAST 3 MONTHS OR NON-STEROIDAL
IMMUNOSUPPRESSANTS (AZATHIOPRINE, MYCOPHENOLATE)
FOR NO MORE THAN 90 DAYS, IS ON A STABLE DOSE OF ONE
OR MORE IMMUNOSUPPRESSIVE AGENTS (INCLUDING BUT
NOT LIMITED TO SYSTEMIC CORTICOSTEROIDS OR NON-
STEROIDAL IMMUNOSUPPRESSANTS), OR
CONTRAINDICATION TO SYSTEMIC CORTICOSTEROIDS AND
NON-STEROIDAL IMMUNOSUPPRESSANTS. RENEWAL: GMG: 1)
REDUCTION IN SIGNS OR SYMPTOMS THAT IMPACT DAILY
FUNCTION. 2) DOCUMENTATION IS PROVIDED TO SHOW
IMPROVEMENT IN SYPMTOM SEVERITY AND DAILY
FUNCTIONING COMPARED TO PRE-TREATMENT. 3)
CONTINUED TREATMENT REQUIRED TO MAINTAIN RESPONSE
OR TO REGAIN CLINICALLY MEANINGFUL RESPONSE.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

Yes
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EFLAPEGRASTIM

Products Affected
ROLVEDON

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH A
Restrictions HEMATOLOGIST OR ONCOLOGIST.

Coverage 12 MONTHS

Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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EFLORNITHINE

Products Affected
IWILFIN

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 Months
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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ELACESTRANT

Products Affected
ORSERDU

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria THE PATIENT HAS NOT EXPERIENCED DISEASE PROGRESSION
FOLLOWING PRIOR CDK INHIBITOR THERAPY

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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ELAGOLIX SODIUM

Products Affected

ORILISSA ORAL TABLET 150 MG, 200

MG

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

18 YEARS OF AGE AND OLDER

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH AN

Restrictions OBSTETRICIAN/GYNECOLOGIST.

Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS

Duration

Other Criteria INITIAL: MODERATE TO SEVERE PAIN ASSOCIATED WITH
ENDOMETRIOSIS: PREVIOUS TRIAL OF OR
CONTRAINDICATION TO NSAID AND PROGESTIN-CONTAINING
PREPARATION. RENEWAL: MODERATE TO SEVERE PAIN
ASSOCIATED WITH ENDOMETRIOSIS: IMPROVEMENT IN PAIN
ASSOCIATED WITH ENDOMETRIOSIS.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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ELEXACAFTOR-TEZACAFTOR-IVACAFTOR

Products Affected

TRIKAFTA ORAL GRANULES IN
PACKET, SEQUENTIAL

TRIKAFTA ORAL TABLETS,
SEQUENTIAL
PA Criteria Criteria Details
Exclusion
Criteria
Required CONFIRMED MUTATION IN CFTR GENE ACCEPTABLE FOR THE
Medical TREATMENT OF CYSTIC FIBROSIS.
Information

Age Restrictions

Prescriber PRESCRIBED BY OR GIVEN IN CONSULTATION WITH A
Restrictions PULMONOLOGIST OR CYSTIC FIBROSIS EXPERT.
Coverage INITIAL: 6 MONTHS. RENEWAL: LIFETIME.

Duration

Other Criteria RENEWAL: MAINTAINED, IMPROVED, OR DEMONSTRATED
LESS THAN EXPECTED DECLINE IN FEV1 OR BODY MASS
INDEX (BMI), OR REDUCTION IN NUMBER OF PULMONARY

EXACERBATIONS.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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ELIGLUSTAT TARTRATE

Products Affected
CERDELGA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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ELTROMBOPAG

Products Affected

eltrombopag olamine oral powder in packet + PROMACTA ORAL POWDER IN

12.5 mg, 25 mg PACKET 12.5 MG, 25 MG

eltrombopag olamine oral tablet 12.5 mg, 25 + PROMACTA ORAL TABLET 12.5 MG, 25
mg, 50 mg, 75 mg MG, 50 MG, 75 MG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber ITP: PRESCRIBED BY OR IN CONSULTATION WITH A
Restrictions HEMATOLOGIST OR IMMUNOLOGIST

Coverage ITP: INITIAL: 2 MO. RENEW: 12 MO. HCV: 12 MO. SEVERE
Duration APLASTIC ANEMIA: 12 MO.

Other Criteria INITTAL: CHRONIC IMMUNE (IDIOPATHIC)
THROMBOCYTOPENIA PURPURA (ITP): TRIAL OF OR
CONTRAINDICATION TO CORTICOSTEROIDS,
IMMUNOGLOBULINS, OR AN INSUFFICIENT RESPONSE TO
SPLENECTOMY. ALL INDICATIONS: APPROVAL FOR
PROMACTA ORAL SUSPENSION PACKETS REQUIRES A TRIAL
OF PROMACTA TABLETS OR PATIENT IS UNABLE TO TAKE
TABLET FORMULATION. ITP: RENEWAL: PATIENT HAS SHOWN

A CLINICAL RESPONSE.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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ENASIDENIB

Products Affected
IDHIFA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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ENCORAFENIB

Products Affected
BRAFTOVI

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

108



ENDOTHELIN RECEPTOR ANTAGONISTS

Products Affected

ambrisentan
OPSUMIT

SUSPENSION

TRACLEER ORAL TABLET
TRACLEER ORAL TABLET FOR

PA Criteria Criteria Details

Exclusion

Criteria

Required DOCUMENTED CONFIRMATORY PULMONARY ARTERIAL
Medical HYPERTENSION (PAH) DIAGNOSIS BASED ON RIGHT HEART
Information CATHETERIZATION. PATIENT HAS NYHA-WHO FUNCTIONAL

CLASS II-IV SYMPTOMS

Age Restrictions

Prescriber
Restrictions

PRESCRIBED BY OR GIVEN IN CONSULTATION WITH A
CARDIOLOGIST OR PULMONOLOGIST.

Coverage
Duration

INITIAL AND RENEWAL: 12 MONTHS

Other Criteria

INITIAL: MEAN PULMONARY ARTERY PRESSURE (PAP)
GREATER THAN 20 MMHG, PULMONARY CAPILLARY WEDGE
PRESSURE (PCWP) 15 MMHG OR LESS, PULMONARY
VASCULAR RESISTANCE (PVR) 3 WOOD UNITS OR GREATER.
AMBRISENTAN: PATIENT DOES NOT HAVE IDIOPATHIC
PULMONARY FIBROSIS (IPF). FORMULARY VERSION OF
BOSENTAN: PATIENT DOES NOT HAVE ELEVATED LIVER
ENZYMES (ALT, AST) MORE THAN 3 TIMES UPPER LIMIT OF
NORMAL (ULN) OR INCREASES IN BILIRUBIN BY 2 OR MORE
TIMES ULN. PATIENT IS NOT CONCURRENTLY TAKING
CYCLOSPORINE A OR GLYBURIDE. RENEWAL: PATIENT SHOW
IMPROVEMENT FROM BASELINE IN THE 6-MINUTE WALK
DISTANCE OR PATIENT HAS A STABLE 6-MINUTE WALK
DISTANCE WITH A STABLE/IMPROVED WHO FUNCTIONAL
CLASS.

Indications

All FDA-approved Indications.

Off Label Uses
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PA Criteria Criteria Details

Part B No
Prerequisite
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ENTRECTINIB

Products Affected

ROZLYTREK ORAL CAPSULE 100 MG,
200 MG

ROZLYTREK ORAL PELLETS IN
PACKET

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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ENZALUTAMIDE

Products Affected

XTANDI ORAL CAPSULE
XTANDI ORAL TABLET 40 MG, 80 MG

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 MONTHS
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PA Criteria

Criteria Details

Other Criteria

INITIAL: 1.) DIAGNOSIS: A) METASTATIC CASTRATION-
RESISTANT PROSTATE CANCER (mCRPC), B) NON-METASTATIC
CASTRATION RESISTANT PROSTATE CANCER (nmCRPC), C)
METASTATIC CASTRATION-SENSITIVE PROSTATE CANCER
(mCSPC), OR D) NON-METASTATIC CASTRATION-SENSITIVE
PROSTATE CANCER (nmCSPC) WITH BIOCHEMICAL
RECURRENCE AT HIGH RISK FOR METASTASIS. 2) FOR MCRPC,
NMCRPC AND MCSPC DOCUMENT: PATIENT IS RECEIVING A
GONADOTROPIN-RELEASING HORMONE (GNRH) ANALOG
CONCURRENTLY (E.G., LEUPROLIDE, GOSERELIN,
TRIPTORELIN, OR HISTRELIN), HAD A BILATERAL
ORCHIECTOMY, OR CASTRATE LEVEL OF TESTOSTERONE (L.E.,
LESS THAN 50 NG/DL). 3) PATIENTS WITH NMCSPC WITH
BIOCHEMICAL RECURRENCE AT HIGH RISK FOR METASTASIS
MAY BE TREATED WITH OR WITHOUT A GNRH ANALOG.
RENEWAL: DIAGNOSIS: A) METASTATIC CASTRATION-
RESISTANT PROSTATE CANCER (mCRPC), B) NON-METASTATIC
CASTRATION RESISTANT PROSTATE CANCER (nmCRPC), C)
METASTATIC CASTRATION-SENSITIVE PROSTATE CANCER
(mCSPC), OR D) NON-METASTATIC CASTRATION-SENSITIVE
PROSTATE CANCER (nmCSPC) WITH BIOCHEMICAL
RECURRENCE AT HIGH RISK FOR METASTASIS.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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ERDAFITINIB

Products Affected

BALVERSA ORAL TABLET 3 MG, 4 MG,
5 MG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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ERENUMAB-AOOE

Products Affected

AIMOVIG AUTOINJECTOR

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber

Restrictions

Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS

Duration

Other Criteria MIGRAINE PREVENTION: INITIAL: TRIAL OF OR
CONTRAINDICATION TO ONE ALTERNATIVE FOR PREVENTIVE
MIGRAINE TREATMENT: DIVALPROEX SODIUM, TOPIRAMATE,
PROPRANOLOL, TIMOLOL, RENEWAL: EXPERIENCED A
REDUCTION IN MIGRAINE OR HEADACHE FREQUENCY OF AT
LEAST 2 DAYS PER MONTH OR A REDUCTION IN MIGRAINE
SEVERITY OR MIGRAINE DURATION WITH AIMOVIG THERAPY.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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ERLOTINIB

Products Affected
erlotinib oral tablet 100 mg, 150 mg, 25 mg

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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ERYTHROPOIESIS STIMULATING AGENTS -
RETACRIT

Products Affected

RETACRIT INJECTION SOLUTION
10,000 UNIT/ML, 2,000 UNIT/ML, 20,000
UNIT/2 ML, 20,000 UNIT/ML, 3,000
UNIT/ML, 4,000 UNIT/ML, 40,000

UNIT/ML
PA Criteria Criteria Details
Exclusion
Criteria
Required INITIAL: CHRONIC KIDNEY DISEASE (CKD), ANEMIA RELATED
Medical TO ZIDOVUDINE THERAPY, OR CANCER CHEMOTHERAPY::
Information HEMOGLOBIN LEVEL OF LESS THAN 10G/DL. ELECTIVE NON-

CARDIAC OR NON-VASCULAR SURGERY: HEMOGLOBIN LEVEL
LESS THAN 13G/DL. RENEWAL: CKD: 1) HEMOGLOBIN LEVEL IS
LESS THAN 10G/DL, OR 2) HEMOGLOBIN LEVEL HAS REACHED
10G/DL AND DOSE REDUCTION/INTERRUPTION IS REQUIRED
TO REDUCE THE NEED FOR BLOOD TRANSFUSIONS. ANEMIA
RELATED TO ZIDOVUDINE THERAPY: HEMOGLOBIN LEVEL
BETWEEN 10G/DL AND 12G/DL. CANCER CHEMOTHERAPY:
HEMOGLOBIN LEVEL OF LESS THAN 10 G/DL OR THAT THE
HEMOGLOBIN LEVEL DOES NOT EXCEED A LEVEL NEEDED TO
AVOID RBC TRANSFUSION.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

ANEMIA FROM CHEMO/CKD WITHOUT
DIALYSIS/ZIDOVUDINE:12 MONTHS. SURGERY:1 MONTH.

Other Criteria

RENEWAL: CKD: NOT RECEIVING DIALYSIS TREATMENT. THIS
DRUG MAY BE EITHER BUNDLED WITH AND COVERED UNDER
END STAGE RENAL DISEASE DIALYSIS RELATED SERVICES OR
COVERED UNDER MEDICARE D DEPENDING UPON THE
CIRCUMSTANCES. INFORMATION MAY NEED TO BE
SUBMITTED DESCRIBING THE USE AND SETTING OF THE
DRUG TO MAKE THE DETERMINATION.

Indications

All FDA-approved Indications.
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PA Criteria Criteria Details
Off Label Uses
Part B No

Prerequisite
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ETANERCEPT

Products Affected
ENBREL MINI

ENBREL SUBCUTANEOUS SYRINGE 25

ENBREL SUBCUTANEOUS RECON

SOLN

MG/0.5 ML (0.5), 50 MG/ML (1 ML)
ENBREL SURECLICK

ENBREL SUBCUTANEOUS SOLUTION

PA Criteria Criteria Details

Exclusion

Criteria

Required INITTIAL: PLAQUE PSORIASIS (PSO): PSORIASIS COVERING 3
Medical PERCENT OR MORE OF BODY SURFACE AREA OR PSORIATIC
Information LESIONS AFFECTING THE HANDS, FEET, FACE OR GENITAL

AREA.

Age Restrictions

RHEUMATOID ARTHRITIS (RA), ANKYLOSING SPONDYLITIS
(AS), PSORIATIC ARTHRITIS (PSA): 18 YEARS OR OLDER.
JUVENILE PSORIATIC ARTHRITIS (JPSA): 2 YEARS OR OLDER.

Prescriber
Restrictions

RA, POLYARTICULAR JUVENILE IDIOPATHIC ARTHRITIS (PJIA),
AS: PRESCRIBED BY OR IN CONSULTATION WITH A
RHEUMATOLOGIST. PSA AND JPSA: PRESCRIBED BY OR GIVEN
IN CONSULTATION WITH A DERMATOLOGIST OR
RHEUMATOLOGIST. PSO: PRESCRIBED BY OR IN
CONSULTATION WITH A DERMATOLOGIST.

Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS.
Duration
Other Criteria INITIAL: RA: TRIAL OF OR CONTRAINDICATION TO 3 MONTHS

OF TREATMENT WITH ONE DMARD (DISEASE-MODIFYING
ANTIRHEUMATIC DRUG) - IF PATIENT TRIED METHOTREXATE,
THEN TRIAL AT A DOSE GREATER THAN OR EQUAL TO 20 MG
PER WEEK OR MAXIMALLY TOLERATED DOSE IS REQUIRED.
PJIA: TRIAL OF OR CONTRAINDICATION TO ONE DMARD. AS:
TRIAL OF OR CONTRAINDICATION TO AN NSAID. PSO: TRIAL
OF OR CONTRAINDICATION TO ONE CONVENTIONAL
THERAPY SUCH AS A PUVA (PHOTOTHERAPY ULTRAVIOLET
LIGHT A), UVB (ULTRAVIOLET LIGHT B), TOPICAL
CORTICOSTEROIDS, CALCIPOTRIENE, ACITRETIN,
METHOTREXATE, OR CYCLOSPORINE. RENEWAL: RA, PJIA,
PSA, AS, PSO, JPSA: CONTINUES TO BENEFIT FROM THE
MEDICATION.
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PA Criteria Criteria Details

Indications All FDA-approved Indications.
Off Label Uses

Part B No

Prerequisite
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EVEROLIMUS

Products Affected

everolimus (antineoplastic) oral tablet 10
mg, 2.5 mg, 5 mg, 7.5 mg

everolimus (antineoplastic) oral tablet for
suspension

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria ADVANCED RENAL CELL CARCINOMA (RCC): TRIAL OF OR
CONTRAINDICATION TO A FORMULARY VERSION OF

SUNITINIB OR SORAFENIB.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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FECAL MICROBIOTA

Products Affected
VOWST

PA Criteria

Criteria Details

Exclusion
Criteria

ACTIVE CDI TREATMENT OR FIRST CDI OCCURRENCE.

Required
Medical
Information

1) DIAGNOSIS: PREVENTION OF RECURRENCE OF
CLOSTRIDIOIDES DIFFICILE INFECTION (CDI) 2) DOCUMENT: A)
DIAGNOSIS OF AT LEAST GREATER THAN OR EQUAL TO 2
RECURRENT EPISODE OF CDI [RECURRENT CDI IS DEFINED AS
THE RECURRENCE OF DIARRHEA AND A CONFIRMATORY
POSITIVE CDI TEST WITHIN 8 WEEKS AFTER TREATMENT OF
AN INITIAL EPISODE (GREATER THAN OR EQUAL TO 3 TOTAL
CDI EPISODES)], B) PRESCRIBER DOCUMENTATION
INDICATING ANTIBIOTIC REGIMEN THE PATIENT IS
RECEIVING AND THAT THE CURRENT EPISODE OF CDI IS
CONTROLLED (LESS THAN 3 UNFORMED/LOOSE STOOLS/DAY
FOR 2 CONSECUTIVE DAYS), C) POSITIVE STOOL TEST FOR C.
DIFFICILE WITHIN 30 DAYS BEFORE PRIOR AUTHORIZATION
REQUEST.

Age Restrictions

18 YEARS OF AGE OR OLDER

Prescriber
Restrictions

PRESCRIBED BY OR IN CONSULTATION WITH A
GASTROENTEROLOGIST, INTERNIST, OR INFECTIOUS DISEASE
SPECIALIST.

Coverage
Duration

ONE TIME APPROVAL

Other Criteria

ADMINISTRATION WILL OCCUR 48-72 HOURS FOLLOWING
COMPLETION OF ANTIBIOTIC COURSE FOR CDI TREATMENT.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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FEDRATINIB

Products Affected
INREBIC

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS
Duration

Other Criteria INITIAL: MYELOFIBROSIS: TRIAL OF OR CONTRAINDICATION
TO FORMULARY VERSION OF JAKAFI (RUXOLITINIB).
RENEWAL: MYELOFIBROSIS: PATIENT CONTINUES TO BENEFIT

FROM THE MEDICATION.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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FENFLURAMINE

Products Affected
FINTEPLA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber PRESCRIBED BY OR GIVEN IN CONSULTATION WITH A
Restrictions NEUROLOGIST.

Coverage 12 MONTHS

Duration

Other Criteria RENEWAL: PATIENT HAS SHOWN CONTINUED CLINICAL
BENEFIT (E.G. REDUCTION OF SEIZURES, REDUCED LENGTH
OF SEIZURES, SEIZURE CONTROL MAINTAINED)

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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FENTANYL TRANSMUCOSAL AGENTS -
FENTANYL CITRATE

Products Affected

* fentanyl citrate buccal lozenge on a handle

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber

Restrictions

Coverage 12 MONTHS

Duration

Other Criteria CANCER RELATED PAIN: CURRENTLY ON A MAINTENANCE
DOSE OF CONTROLLED-RELEASE OPIOID PAIN MEDICATION.
EITHER A TRIAL OR CONTRAINDICATION TO AT LEAST ONE
IMMEDIATE-RELEASE ORAL OPIOID PAIN AGENT OR MEMBER
HAS DIFFICULTY SWALLOWING TABLETS/CAPSULES. THIS
DRUG ALSO REQUIRES PAYMENT DETERMINATION.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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FEZOLINETANT

Products Affected
VEOZAH
PA Criteria Criteria Details
Exclusion A) KNOWN CIRRHOSIS, B) SEVERE RENAL IMPAIRMENT OR
Criteria END-STAGE RENAL DISEASE, C) CONCOMITANT USE WITH
CYP1A2 INHIBITORS
Required
Medical
Information

Age Restrictions

18 YEARS OF AGE OR OLDER

Prescriber

Restrictions

Coverage 12 MONTHS

Duration

Other Criteria DIAGNOSIS OF MODERATE TO SEVERE VASOMOTOR
SYMPTOMS DUE TO MENOPAUSE: A) DOCUMENTATION OF
CONTRAINDICATION, INTOLERANCE, OR INADEQUATE
RESPONSE TO GREATER THAN OR EQUAL TO 1 MENOPAUSAL
HORMONAL TREATMENTS (I.LE PREMARIN, ESTRADIOL,
DUAVEE).

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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FILGRASTIM

Products Affected

NIVESTYM
ZARXIO

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH A
Restrictions HEMATOLOGIST OR ONCOLOGIST.

Coverage 12 MONTHS

Duration

Other Criteria NIVESTYM IS THE PREFERRED FILGRASTIM PRODUCT.
REQUESTS FOR NIVESTYM DOES NOT REQUIRE A STEP. OTHER
FORMULARY VERSIONS OF FILGRASTIM PRODUCTS WILL
REQUIRE A TRIAL OF OR CONTRAINDICATION TO NIVESTYM,
WHERE INDICATIONS ALIGN.

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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FINGOLIMOD

Products Affected

*  fingolimod

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 MONTHS

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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FLUTAMIDE

Products Affected
EULEXIN

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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FOSTAMATINIB

Products Affected
TAVALISSE

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

RENEWAL: PHYSICIAN ATTESTATION OF A CLINICAL
RESPONSE.

Age Restrictions

Prescriber PRESCRIBED BY OR GIVEN IN CONSULTATION WITH A
Restrictions HEMATOLOGIST OR IMMUNOLOGIST.

Coverage INITIAL: 3 MONTHS. RENEWAL: 12 MONTHS.

Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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FRUQUINTINIB

Products Affected

FRUZAQLA ORAL CAPSULE 1 MG, 5

MG

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

18 YEARS OF AGE OR OLDER

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH A

Restrictions HEMATOLOGIST OR ONCOLOGIST

Coverage 12 MONTHS

Duration

Other Criteria DIAGNOSIS OF METASTATIC COLORECTAL CANCER (MCRC):
A) PRIOR TREATMENT WITH FLUOROPYRIMIDINE-,
OXALIPLATIN-, AND IRINOTECAN-CONTAINING
CHEMOTHERAPY, AND ANTI-VEGF THERAPY (E.G.,
BEVACIZUMAB), AND IF RAS WILD TYPE, AN ANTI-EGFR
THERAPY (E.G. ERBITUX, VECTIBIX)

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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FUTIBATINIB

Products Affected

LYTGOBI ORAL TABLET 12 MG/DAY (4
MG X 3), 16 MG/DAY (4 MG X 4), 20
MG/DAY (4 MG X 5)

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

PRESCRIBED BY OR IN CONSULTATION WITH HEMATOLOGIST
OR ONCOLOGIST

Coverage 12 MONTHS

Duration

Other Criteria UNRESECTABLE, LOCALLY ADVANCED OR METASTATIC ICCA
HARBORING FGFR2 GENE FUSIONS OR OTHER
REARRANGEMENTS: 1) FIBROBLAST GROWTH FACTOR
RECEPTOR 2 (FGFR2) FUSION OR OTHER REARRANGEMENT 2)
PREVIOUSLY USED THERAPIES (E.G GEMCITABINE AND
CISPLATIN OR DURVALUMAB, GEMCITABINE AND CISPLATIN)
3) DISEASE IS UNRESECTABLE AND LOCALLY ADVANCED OR
METASTATIC.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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GALCANEZUMAB-GNLM

Products Affected

EMGALITY PEN
EMGALITY SYRINGE SUBCUTANEOUS
SYRINGE 120 MG/ML, 300 MG/3 ML (100
MG/ML X 3)

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage INITIAL: MIGRAINES: 6 MOS. CLUSTER HEADACHE: 3 MOS.
Duration RENEWAL (ALL INDICATIONS): 12 MONTHS.

Other Criteria INITIAL FOR MIGRAINES: PREVIOUS TRIAL OF OR
CONTRAINDICATION TO ONE ALTERNATIVE FOR PREVENTIVE
MIGRAINE TREATMENT: DIVALPROEX SODIUM, TOPIRAMATE,
PROPRANOLOL, TIMOLOL. CLUSTER HEADACHE: NO STEP.
RENEWAL FOR MIGRAINES: THE PATIENT HAS EXPERIENCED
A REDUCTION IN MIGRAINE OR HEADACHE FREQUENCY OF
AT LEAST 2 DAYS PER MONTH OR A REDUCTION IN MIGRAINE
SEVERITY OR MIGRAINE DURATION WITH EMGALITY
THERAPY. RENEWAL FOR EPISODIC CLUSTER HEADACHE:
IMPROVEMENT IN EPISODIC CLUSTER HEADACHE
FREQUENCY AS COMPARED TO BASELINE.

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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GANAXOLONE

Products Affected
ZTALMY
PA Criteria Criteria Details
Exclusion
Criteria
Required DIAGNOSIS: TREATMENT OF SEIZURES ASSOCIATED WITH
Medical CYCLIN-DEPENDENT KINASE-LIKE 5 (CDKL5) DEFICIENCY
Information DISORDER (CDD). DOCUMENTATION SHOWING GENETIC

TESTING CONFIRMING CDLKS5 DEFICIENCY

Age Restrictions | 2 YEARS OF AGE OR OLDER

Prescriber PRESCRIBED BY OR IN CONSULATION BY A NEUROLOGIST, OR
Restrictions GENETICIST

Coverage 12 MONTHS

Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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GEFITINIB

Products Affected

gefitinib
IRESSA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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GILTERITINIB

Products Affected
XOSPATA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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GLASDEGIB

Products Affected

DAURISMO ORAL TABLET 100 MG, 25
MG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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GLATIRAMER ACETATE

Products Affected

glatiramer subcutaneous syringe 20 mg/ml,
40 mg/ml

glatopa subcutaneous syringe 20 mg/ml, 40
mg/ml

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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GLECAPREVIR/PIBRENTASVIR

Products Affected

MAVYRET ORAL PELLETS IN PACKET
MAVYRET ORAL TABLET

PA Criteria Criteria Details

Exclusion

Criteria

Required HCV RNA LEVEL.

Medical

Information

Age Restrictions

Prescriber
Restrictions

PRESCRIBED BY OR GIVEN IN CONSULTATION WITH:
GASTROENTEROLOGIST, INFECTIOUS DISEASE SPECIALIST,
PHYSICIAN SPECIALIZING IN THE TREATMENT OF HEPATITIS
(HEPATOLOGIST), OR A SPECIALLY TRAINED GROUP SUCH AS
ECHO (EXTENSION FOR COMMUNITY HEALTHCARE
OUTCOMES) MODEL.

Coverage
Duration

CRITERIA WILL BE APPLIED CONSISTENT WITH CURRENT
AASLD/IDSA GUIDANCE.

Other Criteria

CRITERIA WILL BE APPLIED CONSISTENT WITH CURRENT
AASLD/IDSA GUIDANCE. HCV RNA LEVEL WITHIN PAST 6
MONTHS.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite
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GLUCAGONLIKE PEPTIDE 1 RECEPTOR

AGONIST

Products Affected
MOUNJARO

OZEMPIC SUBCUTANEOUS PEN
INJECTOR 0.25 MG OR 0.5 MG (2 MG/3
ML), 0.25 MG OR 0.5 MG(2 MG/1.5 ML), 1 -

MG/DOSE (4 MG/3 ML), 2 MG/DOSE (8
MG/3 ML)

RYBELSUS

TRULICITY

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 months

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite
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GLYCEROL PHENYLBUTYRATE

Products Affected
RAVICTI
PA Criteria Criteria Details
Exclusion
Criteria
Required INITTIAL: UREA CYCLE DISORDER (UCD): DIAGNOSIS IS
Medical CONFIRMED BY ENZYMATIC, BIOCHEMICAL OR GENETIC
Information TESTING

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria INITIAL: UREA CYCLE DISORDER (UCD): TRIAL OF OR
CONTRAINDICATION TO SODIUM PHENYLBUTYRATE
(BUPHENYL). RENEWAL: UCD: PATIENT HAS CLINICAL

BENEFIT FROM BASELINE.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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GUSELKUMAB

Products Affected

TREMFYA INTRAVENOUS
TREMFYA ONE-PRESS

INJECTOR 200 MG/2 ML
TREMFYA SUBCUTANEOUS SYRINGE

TREMFYA PEN INDUCTION PK(2PEN)
TREMFYA PEN SUBCUTANEOUS PEN

PA Criteria Criteria Details

Exclusion

Criteria

Required INITTIAL: PLAQUE PSORIASIS (PSO): PSORIASIS COVERING 3
Medical PERCENT OR MORE OF BODY SURFACE AREA OR PSORIATIC
Information LESIONS AFFECTING THE HANDS, FEET, FACE, SCALP OR

GENITAL AREA.

Age Restrictions

Prescriber
Restrictions

PSO: PRESCRIBED BY OR IN CONSULTATION WITH A
DERMATOLOGIST. PSORIATIC ARTHRITIS (PSA): PRESCRIBED
BY OR IN CONSULTATION WITH A RHEUMATOLOGIST OR
DERMATOLOGIST. CD, UC: PRESCRIBED BY OR IN
CONSULTATION WITH A GASTROENTEROLOGIST.

Coverage
Duration

INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS

Other Criteria

INITIAL: PSO: TRIAL OF OR CONTRAINDICATION ONE
CONVENTIONAL THERAPY SUCH AS A PUVA (PHOTOTHERAPY
ULTRAVIOLET LIGHT A), UVB (ULTRAVIOLET LIGHT B),
TOPICAL CORTICOSTEROIDS, CALCIPOTRIENE, ACITRETIN,
METHOTREXATE, OR CYCLOSPORINE. CROHNS DISEASE (CD):
TRIAL OF OR CONTRAINDICATION TO ONE CONVENTIONAL
THERAPY SUCH AS A CORTICOSTEROID (E.G., BUDESONIDE,
METHYLPREDNISOLONE), AZATHIOPRINE, MERCAPTOPURINE,
METHOTREXATE, OR MESALAMINE. RENEWAL: PSO, PSA, CD,
UC: CONTINUES TO BENEFIT FROM THE MEDICATION.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite
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HIGH CONCENTRATION ORAL OPIOID
SOLUTIONS

Products Affected

morphine concentrate oral solution

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

OPIOID TOLERANT: 12 MONTHS. HOSPICE, PALLIATIVE CARE
OR END OF LIFE CARE: LIFETIME.

Other Criteria

1) OPIOID TOLERANT (I.LE. PREVIOUS USE OF 60 MG ORAL
MORPHINE PER DAY, 25 MCG TRANSDERMAL FENTANYL PER
HOUR, 30 MG ORAL OXYCODONE PER DAY, 8 MG ORAL
HYDROMORPHONE PER DAY, 25 MG ORAL OXYMORPHONE
PER DAY, 60 MG ORAL HYDROCODONE PER DAY, OR AN
EQUIANALGESIC DOSE OF ANOTHER OPIOID) AND HAS
TROUBLE SWALLOWING OPIOID TABLETS, CAPSULES, OR
LARGE VOLUMES OF LIQUID, OR 2) ENROLLED IN HOSPICE OR
PALLIATIVE CARE OR END OF LIFE CARE.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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HIGH RISK MEDICATIONS

Products Affected

benztropine oral * diphenoxylate-atropine oral tablet
cyclobenzaprine oral tablet 10 mg, 5 mg * disopyramide phosphate oral capsule
cyproheptadine oral syrup *  hydroxyzine hcl oral tablet
dicyclomine oral capsule + promethazine oral tablet 12.5 mg
dicyclomine oral solution * scopolamine base
dicyclomine oral tablet * trihexyphenidyl

PA Criteria Criteria Details

Exclusion

Criteria

Required PROVIDER ACKNOWLEDGEMENT THAT MEDICATION IS A

Medical HRM IN THE ELDERLY AND THAT THE PATIENT HAS FAILED

Information AND/OR TRIED AT LEAST ONE NON-HIGH RISK ALTERNATIVE.

Age Restrictions | PA APPLIES TO PATIENTS 65 YEARS OF AGE OR OLDER.

Prescriber

Restrictions

Coverage 1) FOR CYCLOBENZAPRINE ONLY: 21 DAYS, RENEWALS: 21
Duration DAYS. 2) ALL OTHER DRUGS: 12 MONTHS

Other Criteria FOR CYCLOBENZAPRINE, DICYCLOMINE, DIGOXIN AND
SCOPOLAMINE TRANSDERMAL: ONLY PROVIDER
ATTESTATION OF RISKS AND BENEFITS OF THERAPY IS

REQUIRED.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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HIGH RISK MEDICATIONS 2

Products Affected

paroxetine hcl oral tablet

PA Criteria Criteria Details

Exclusion

Criteria

Required PROVIDER ACKNOWLEDGEMENT THAT MEDICATION IS A
Medical HRM IN THE ELDERLY AND THAT THE PATIENT HAS FAILED
Information AND/OR TRIED AT LEAST ONE NON-HIGH RISK ALTERNATIVE.

Age Restrictions | PA APPLIES TO PATIENTS 65 YEARS OF AGE OR OLDER.

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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HRM BENZO

Products Affected
alprazolam oral tablet 0.25 mg, 0.5 mg, 1 * diazepam intensol
mg, 2 mg * diazepam oral solution 5 mg/5 ml (1 mg/ml)
chlordiazepoxide hcl * diazepam oral tablet

clonazepam oral tablet 0.5 mg, 1 mg, 2mg  * flurazepam

clonazepam oral tablet,disintegrating 0.125 + lorazepam oral tablet 0.5 mg, 1 mg, 2 mg
mg, 0.25 mg, 0.5 mg, 1 mg, 2 mg * temazepam oral capsule 15 mg, 30 mg
clorazepate dipotassium

PA Criteria Criteria Details

Exclusion

Criteria

Required Provider acknowledges that the patient might be using this medication in
Medical combination with an opioid and the patient has tried and failed at least one
Information non-high-risk alternative. Patients with a diagnosis of cancer, Sickle-cell

disease, or receiving hospice or palliative care are excluded from the
above requirement.

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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IBRUTINIB

Products Affected

IMBRUVICA ORAL CAPSULE 140 MG,
70 MG

IMBRUVICA ORAL SUSPENSION
IMBRUVICA ORAL TABLET

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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ICATIBANT

Products Affected

icatibant
sajazir

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber PRESCRIBED BY OR GIVEN IN CONSULTATION WITH AN
Restrictions ALLERGIST/IMMUNOLOGIST OR HEMATOLOGIST.
Coverage 12 MONTHS

Duration

Other Criteria DIAGNOSIS OF HEREDITARY ANGIOEDEMA CONFIRMED BY

COMPLEMENT TESTING.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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IDELALISIB

Products Affected
ZYDELIG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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IMATINIB MESYLATE

Products Affected

imatinib oral tablet 100 mg, 400 mg
IMKELDI

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber

Restrictions

Coverage ADJUVANT GASTROINTESTINAL STROMAL TUMOR
Duration TREATMENT: 36 MONTHS. ALL OTHER DIAGNOSES: 12

MONTHS.

Other Criteria PHILADELPHIA CHROMOSOME POSITIVE CHRONIC MYELOID
LEUKEMIA: PATIENT HAS NOT RECEIVED A PREVIOUS
TREATMENT WITH ANOTHER TYROSINE KINASE INHIBITOR.

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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INAVOLISIB

Products Affected
ITOVEBI

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions | 18 YEARS OF AGE OR OLDER

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH A
Restrictions HEMATOLOGIST OR ONCOLOGIST

Coverage 12 MONTHS

Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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INFIGRATINIB

Products Affected
TRUSELTIQ

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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INTERFERON GAMMA-1B

Products Affected
ACTIMMUNE

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber CHRONIC GRANULOMATOUS DISEASE (CGD): PRESCRIBED BY

Restrictions OR GIVEN IN CONSULTATION WITH A HEMATOLOGIST,
INFECTIOUS DISEASE SPECIALIST, OR IMMUNOLOGIST.
SEVERE MALIGNANT OSTEOPETROSIS (SMO): PRESCRIBED BY
OR GIVEN IN CONSULTATION WITH AN ENDOCRINOLOGIST OR
HEMATOLOGIST.

Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS

Duration

Other Criteria RENEWAL: THE PATIENT HAS DEMONSTRATED CLINICAL
BENEFIT COMPARED TO BASELINE AND HAS NOT RECEIVED
HEMATOPOIETIC CELL TRANSPLANTATION.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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INTERFERONS FOR MULTIPLE SCLEROSIS

Products Affected

AVONEX INTRAMUSCULAR PEN

INJECTOR KIT

AVONEX INTRAMUSCULAR SYRINGE

KIT

BETASERON SUBCUTANEOUS KIT

PLEGRIDY SUBCUTANEOUS PEN
INJECTOR 125 MCG/0.5 ML

PLEGRIDY SUBCUTANEOUS SYRINGE
125 MCG/0.5 ML

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 MONTHS

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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IVACAFTOR

Products Affected
KALYDECO
PA Criteria Criteria Details
Exclusion HOMOZYGOUS FOR F508DEL MUTATION IN CFTR GENE.
Criteria
Required CONFIRMED MUTATION IN CFTR GENE ACCEPTABLE FOR THE
Medical TREATMENT OF CYSTIC FIBROSIS
Information

Age Restrictions

Prescriber PRESCRIBED BY OR GIVEN IN CONSULTATION WITH A
Restrictions PULMONOLOGIST OR CYSTIC FIBROSIS EXPERT
Coverage INITIAL: 12 MONTHS. RENEWAL: LIFETIME

Duration

Other Criteria RENEWAL: MAINTAINED, IMPROVED, OR DEMONSTRATED
LESS THAN EXPECTED DECLINE IN FEV1 OR BODY MASS
INDEX (BMI), OR REDUCTION IN NUMBER OF PULMONARY

EXACERBATIONS.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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IVOSIDENIB

Products Affected
TIBSOVO

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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IXAZOMIB

Products Affected
NINLARO

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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LANADELUMAB

Products Affected
TAKHZYRO

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

INITIAL: HEREDITARY ANGIOEDEMA (HAE): DIAGNOSIS
CONFIRMED BY COMPLEMENT TESTING.

Age Restrictions

Prescriber
Restrictions

HAE: PRESCRIBED BY OR IN CONSULTATION WITH AN
ALLERGIST/IMMUNOLOGIST OR HEMATOLOGIST.

Coverage 12 MONTHS

Duration

Other Criteria HAE: INITIAL: NOT ON CONCURRENT TREATMENT WITH
ALTERNATIVE PROPHYLACTIC AGENT FOR HAE, RENEWAL:
IMPROVEMENT COMPARED TO BASELINE IN HAE ATTACKS
(LE., REDUCTIONS IN ATTACK FREQUENCY OR ATTACK
SEVERITY).

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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LANREOTIDE

Products Affected
lanreotide
PA Criteria Criteria Details
Exclusion
Criteria
Required INITTAL: DIAGNOSIS OF ACROMEGALY: 1) INADEQUATE
Medical RESPONSE TO SURGERY OR RADIOTHERAPY, OR SURGERY OR
Information RADIOTHERAPY IS NOT AN OPTION, 2) BASELINE GROWTH

HORMONE (GH) AND IGF-I BLOOD LEVELS, 3) WILL NOT BE
USED IN COMBINATION WITH ORAL OCTREOTIDE.

Age Restrictions

18 YEARS OF AGE OR OLDER

Prescriber
Restrictions

Coverage
Duration

INITIAL: 6 MONTHS RENEWAL: 12 MONTHS.

Other Criteria

INITIAL: DIAGNOSIS OF CARCINOID SYNDROME: 1) REDUCE
THE FREQUENCY OF SHORT-ACTING SOMATOSTATIN ANALOG
RESCUE THERAPY. DIAGNOSIS OF
GASTROENTEROPANCREATIC NEUROENDOCRINE TUMORS
(GEP-NETS): 1) DISEASE IS UNRESECTABLE, LOCALLY
ADVANCED OR METASTATIC, WELL OR MODERATELY
DIFFERENTIATED. RENEWAL: ALL INDICATIONS: 1) IMPROVED
DISEASE RESPONSE FROM BASELINE.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite
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LAPATINIB

Products Affected

lapatinib

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 MONTHS

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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LAROTRECTINIB

Products Affected

VITRAKVI ORAL CAPSULE 100 MG, 25
MG
VITRAKVI ORAL SOLUTION

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria APPROVAL FOR VITRAKVI ORAL SOLUTION: TRIAL OF
VITRAKVI CAPSULES OR PATIENT IS UNABLE TO TAKE

CAPSULE FORMULATION.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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LAZERTINIB

Products Affected
LAZCLUZE ORAL TABLET 240 MG, 80
MG
PA Criteria Criteria Details
Exclusion
Criteria
Required 1) DIAGNOSIS: LOCALLY ADVANCED OR METASTATIC NON-
Medical SMALL CELL LUNG CANCER (NSCLSC), 2) DOCUMENT:
Information CONFIRMATION OF EGFR EXON 19 DELETIONS OR EXON 21

L858R SUBSTITUTION MUTATION, 3) PATIENT MUST BE
RECEIVING ANTICOAGULANT VTE PROPHYLAXIS FOR THE
FIRST 4 MONTHS OF TREATMENT AND 4) PATIENT WILL BE
USING LAZCLUZE (LAZERTINIB) IN COMBINATION WITH
AMIVANTAMAB.

Age Restrictions

18 YEARS OF AGE OR OLDER

Prescriber
Restrictions

PRESCRIBED BY OR IN CONSULTATION WITH A
HEMATOLOGIST OR ONCOLOGIST

Coverage 12 MONTHS

Duration

Other Criteria 1) VALIDATE THAT THE TREATMENT REGIMEN IS FOLLOWING
THE MOST UP TO DATE NCCN GUIDELINES
RECOMMENDATIONS.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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LEDIPASVIR-SOFOSBUVIR

Products Affected

ledipasvir-sofosbuvir

PA Criteria Criteria Details

Exclusion

Criteria

Required HCV RNA LEVEL WITHIN PAST 6 MONTHS.
Medical

Information

Age Restrictions

Prescriber GASTROENTEROLOGIST, INFECTIOUS DISEASE SPECIALIST,
Restrictions PHYSICIAN SPECIALIZING IN THE TREATMENT OF HEPATITIS
(HEPATOLOGIST), OR A SPECIALLY TRAINED GROUP SUCH AS
ECHO (EXTENSION FOR COMMUNITY HEALTHCARE

OUTCOMES) MODEL.
Coverage CRITERIA WILL BE APPLIED CONSISTENT WITH CURRENT
Duration AASLD/IDSA GUIDANCE.

Other Criteria CRITERIA WILL BE APPLIED CONSISTENT WITH CURRENT
AASLD/IDSA GUIDANCE. PATIENT IS NOT CONCURRENTLY
TAKING ANY OF THE FOLLOWING: CARBAMAZEPINE,
PHENYTOIN, PHENOBARBITAL, OXCARBAZEPINE, RIFAMPIN,
RIFABUTIN, RIFAPENTINE, ROSUVASTATIN, SOFOSBUVIR (AS
A SINGLE AGENT), OR TIPRANAVIR/RITONAVIR.

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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LENALIDOMIDE

Products Affected

lenalidomide

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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LENVATINIB

Products Affected
LENVIMA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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LETERMOVIR

Products Affected

PREVYMIS ORAL PELLETS IN PACKET

120 MG, 20 MG

PREVYMIS ORAL TABLET

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber

Restrictions

Coverage 8 MONTHS

Duration

Other Criteria CYTOMEGALOVIRUS (CMV) PROPHYLAXIS IN
HEMATOPOIETIC CELL TRANSPLANT RECIPIENTS: THERAPY
WILL BE INITIATED BETWEEN DAY 0 AND DAY 28 POST
TRANSPLANTATION. CMV PROPHYLAXIS IN KIDNEY
TRANSPLANT RECIPIENTS: THERAPY WILL BE INITIATED
BETWEEN DAY 0 AND DAY 7 POST TRANSPLANTATION.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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LEVODOPA

Products Affected

INBRIJA INHALATION CAPSULE,
W/INHALATION DEVICE

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber PARKINSONS DISEASE (PD): PRESCRIBED BY OR IN

Restrictions CONSULTATION WITH A NEUROLOGIST.

Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS.

Duration

Other Criteria PD: INITIAL: 1) PATIENT IS NOT CURRENTLY TAKING MORE
THAN 1600MG OF LEVODOPA PER DAY. RENEWAL: PATIENT
HAD IMPROVEMENT WITH MOTOR FLUCTUATIONS DURING
OFF EPISODES WITH THE USE OF INBRIJA.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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L-GLUTAMINE

Products Affected

ENDARI

glutamine (sickle cell)

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

SICKLE CELL DISEASE: PRESCRIBED BY OR IN CONSULTATION
WITH A HEMATOLOGIST.

Coverage
Duration

INITIAL: 12 MONTHS. RENEWAL: LIFETIME.

Other Criteria

INITIAL: PATIENTS 18 YEARS OR OLDER: ONE OF THE
FOLLOWING: 1) AT LEAST 2 SICKLE CELL CRISES IN THE PAST
YEAR, OR 2) SICKLE-CELL ASSOCIATED SYMPTOMS WHICH
ARE INTERFERING WITH ACTIVITIES OF DAILY LIVING, OR 3)
HISTORY OF OR HAS RECURRENT ACUTE CHEST SYNDROME.
PATIENTS 5 TO 17 YEARS: APPROVED WITHOUT ADDITIONAL
CRITERIA. RENEWAL: PATIENT HAS MAINTAINED OR
EXPERIENCED REDUCTION IN ACUTE COMPLICATIONS OF
SICKLE CELL DISEASE.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite
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LIDOCAINE

Products Affected

lidocaine hcl mucous membrane solution 4+ lidocaine topical ointment
% (40 mg/ml) * tridacaine ii

lidocaine topical adhesive patch,medicated 5 + ZTLIDO

%

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria THIS DRUG ALSO REQUIRES PAYMENT DETERMINATION.

Indications All Medically-accepted Indications.
Off Label Uses

Part B No

Prerequisite
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LIDOCAINE PRILOCAINE

Products Affected

APRIZIO PAK IT + PRIZOPAK II
EMPRICAINE-IT

lidocaine-prilocaine topical cream
NUVAKAAN-II

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria THIS DRUG MAY BE EITHER BUNDLED WITH AND COVERED
UNDER END STAGE RENAL DISEASE DIALYSIS RELATED
SERVICES OR COVERED UNDER MEDICARE D DEPENDING
UPON THE CIRCUMSTANCES. INFORMATION MAY NEED TO BE
SUBMITTED DESCRIBING THE USE AND SETTING OF THE
DRUG TO MAKE THE DETERMINATION. THIS DRUG ALSO
REQUIRES PAYMENT DETERMINATION.

Indications All Medically-accepted Indications.
Off Label Uses
Part B No

Prerequisite
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LOMITAPIDE

Products Affected

JUXTAPID ORAL CAPSULE 10 MG, 20
MG, 30 MG, 5 MG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH A
Restrictions CARDIOLOGIST, ENDOCRINOLOGIST OR LIPIDOLOGIST.
Coverage 12 MONTHS

Duration
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PA Criteria

Criteria Details

Other Criteria

1) DIAGNOSIS DETERMINED BY A) DEFINITE SIMON BROOME
DIAGNOSTIC CRITERIA, OR B) DUTCH LIPID NETWORK
CRITERIA SCORE OF 8 OR GREATER, OR C) CLINICAL
DIAGNOSIS BASED ON A HISTORY OF AN UNTREATED LDL-C
CONCENTRATION GREATER THAN 500 MG/DL TOGETHER
WITH EITHER XANTHOMA BEFORE 10 YEARS OF AGE, OR
EVIDENCE OF HEFH IN BOTH PARENTS. 2) LDL-C LEVEL
GREATER THAN OR EQUAL TO 70MG/DL WHILE ON MAXIMAL
DRUG TREATMENT. 3) TRIAL OF EVOLOCUMAB UNLESS THE
PATIENT HAS NON-FUNCTIONING LDL RECEPTORS. 4) MEETS
ONE OF THE FOLLOWING: A) TAKING A HIGH-INTENSITY
STATIN (LE., ATORVASTATIN 40-80MG DAILY, ROSUVASTATIN
20-40MG DAILY) FOR A DURATION OF AT LEAST 8 WEEKS, B)
TAKING A MAXIMALLY TOLERATED DOSE OF ANY STATIN
FOR A DURATION OF AT LEAST 8 WEEKS GIVEN THAT THE
PATIENT CANNOT TOLERATE A HIGH-INTENSITY STATIN, C)
ABSOLUTE CONTRAINDICATION TO STATIN THERAPY (E.G.,
ACTIVE DECOMPENSATED LIVER DISEASE, NURSING FEMALE,
PREGNANCY OR PLANS TO BECOME PREGNANT,
HYPERSENSITIVITY REACTIONS), D) STATIN INTOLERANCE,
OR E) TRIAL OF ROSUVASTATIN, ATORVASTATIN, OR STATIN
THERAPY AT ANY DOSE AND HAS EXPERIENCED SKELETAL-
MUSCLE RELATED SYMPTOMS (E.G., MYOPATHY).

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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LOMUSTINE

Products Affected
GLEOSTINE

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 months
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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LORLATINIB

Products Affected

LORBRENA ORAL TABLET 100 MG, 25
MG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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LOTILANER

Products Affected
XDEMVY

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions | 18 YEARS OF AGE OR OLDER

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH
Restrictions OPHTHALMOLOGIST OR OPTOMETRIST
Coverage 6 WEEKS

Duration

Other Criteria DIAGNOSIS OF DEMODEX BLEPHARITIS: A) PRESENCE OF
ERYTHEMA IN THE UPPER EYELID MARGIN AND B) PRESENCE

OF MITES IN EYELASHES.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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LUMACAFTOR-IVACAFTOR

Products Affected
ORKAMBI ORAL GRANULES IN
PACKET
ORKAMBI ORAL TABLET
PA Criteria Criteria Details
Exclusion
Criteria
Required INITIAL: CYSTIC FIBROSIS (CF): CONFIRMED MUTATION IN
Medical CFTR GENE ACCEPTABLE FOR THE TREATMENT OF CF.
Information

Age Restrictions

Prescriber
Restrictions

CF: PRESCRIBED BY OR IN CONSULTATION WITH A
PULMONOLOGIST OR CF EXPERT.

Coverage CF: INITIAL: 6 MONTHS, RENEWAL: LIFETIME.

Duration

Other Criteria RENEWAL: CF: PATIENT MAINTAINED, IMPROVED, OR
DEMONSTRATED LESS THAN EXPECTED DECLINE IN FEV1 OR
BODY MASS INDEX (BMI), OR REDUCTION IN NUMBER OF
PULMONARY EXACERBATIONS.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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LUSUTROMBOPAG

Products Affected
MULPLETA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH A

Restrictions HEMATOLOGIST, GASTROENTEROLOGIST, HEPATOLOGIST,
IMMUNOLOGIST, ENDOCRINOLOGIST, OR A SURGEON.

Coverage 1 MONTH

Duration

Other Criteria 1) PATIENT HAS A PLANNED PROCEDURE 8 TO 14 DAYS AFTER
INITIATION OF MULPLETA AND 2) PATIENT IS NOT RECEIVING
OTHER THROMBOPOIETIN RECEPTOR AGONISTS (E.G.,
AVATROMBOPAG, ROMIPLOSTIM, ELTROMBOPAG).

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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MARIBAVIR

Products Affected
LIVTENCITY

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH A

Restrictions HEMATOLOGIST, ONCOLOGIST, INFECTIOUS DISEASE, OR
TRANSPLANT SPECIALIST.

Coverage 12 MONTHS

Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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MEPOLIZUMAB

Products Affected
NUCALA SUBCUTANEOUS AUTO- + NUCALA SUBCUTANEOUS SYRINGE
INJECTOR 100 MG/ML, 40 MG/0.4 ML
NUCALA SUBCUTANEOUS RECON
SOLN
PA Criteria Criteria Details
Exclusion
Criteria
Required INITIAL: ASTHMA: BLOOD EOSINOPHIL LEVEL GREATER THAN
Medical OR EQUAL TO 150 CELLS/MCL WITHIN THE PAST 12 MONTHS.
Information

Age Restrictions

Prescriber
Restrictions

ASTHMA: PRESCRIBED BY OR IN CONSULTATION WITH A
PHYSICIAN SPECIALIZING IN PULMONARY OR ALLERGY
MEDICINE. NASAL POLYPS: PRESCRIBED BY OR IN
CONSULTATION WITH AN OTOLARYNGOLOGIST, ALLERGIST
OR IMMUNOLOGIST.

Coverage
Duration

INITIAL: NASAL POLYPS: 6 MO. OTHER INDICATIONS: 12 MO.
RENEWAL: NASAL POLYPS, ASTHMA: 12 MO.

179




PA Criteria

Criteria Details

Other Criteria

INITIAL: ASTHMA: 1) PRIOR THERAPY WITH A MEDIUM, HIGH-
DOSE OR MAXIMALLY TOLERATED DOSE OF AN INHALED
CORTICOSTEROID AND AT LEAST ONE OTHER MAINTENANCE
MEDICATION, AND 2) ONE OF THE FOLLOWING: (A) PATIENT
EXPERIENCED AT LEAST ONE ASTHMA EXACERBATION
REQUIRING SYSTEMIC CORTICOSTEROID BURST LASTING 3
OR MORE DAYS WITHIN THE PAST 12 MONTHS OR AT LEAST
ONE SERIOUS EXACERBATION REQUIRING HOSPITALIZATION
OR ER VISIT WITHIN THE PAST 12 MONTHS, OR (B) PATIENT
HAS POOR SYMPTOM CONTROL DESPITE CURRENT THERAPY
AS EVIDENCED BY AT LEAST THREE OF THE FOLLOWING
WITHIN THE PAST 4 WEEKS: DAYTIME ASTHMA SYMPTOMS
MORE THAN TWICE/WEEK, ANY NIGHT WAKING DUE TO
ASTHMA, SABA RELIEVER FOR SYMPTOMS MORE THAN
TWICE/WEEK, ANY ACTIVITY LIMITATION DUE TO ASTHMA,
AND 3) NOT CONCURRENTLY RECEIVING XOLAIR, DUPIXENT
OR OTHER ANTI-IL5 BIOLOGICS WHEN THESE ARE USED FOR
THE TREATMENT OF ASTHMA. NASAL POLYPS: PREVIOUS 8
WEEK TRIAL OF ONE TOPICAL NASAL CORTICOSTEROID.
RENEWAL: ASTHMA: CLINICAL RESPONSE AS EVIDENCED BY
ONE OF THE FOLLOWING: 1) REDUCTION IN ASTHMA
EXACERBATIONS FROM BASELINE, 2) DECREASED
UTILIZATION OF RESCUE MEDICATIONS, 3) REDUCTION IN
SEVERITY OR FREQUENCY OF ASTHMA-RELATED SYMPTOMS,
OR 4) INCREASE IN PERCENT PREDICTED FEV1 FROM
PRETREATMENT BASELINE. NASAL POLYPS: CLINICAL
BENEFIT COMPARED TO BASELINE.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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MIDOSTAURIN

Products Affected
RYDAPT

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber

Restrictions

Coverage ACUTE MYELOID LEUKEMIA: 6 MONTHS. ADVANCED
Duration SYSTEMIC MASTOCYTOSIS: 12 MONTHS

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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MIFEPRISTONE

Products Affected

mifepristone oral tablet 300 mg

PA Criteria Criteria Details

Exclusion

Criteria

Required INITTIAL: CUSHINGS SYNDROME (CS): DIAGNOSIS CONFIRMED
Medical BY ONE OF THE FOLLOWING: 1) 24-HR URINE FREE CORTISOL
Information (2 OR MORE TESTS TO CONFIRM), 2) OVERNIGHT 1MG

DEXAMETHASONE TEST, OR 3) LATE NIGHT SALIVARY
CORTISOL (2 OR MORE TESTS TO CONFIRM).

Age Restrictions

Prescriber
Restrictions

CS: PRESCRIBED BY OR IN CONSULTATION WITH AN
ENDOCRINOLOGIST.

Coverage
Duration

INITIAL AND RENEWAL: 12 MONTHS.

Other Criteria

CD: INITIAL: HYPERCORTISOLISM IS NOT A RESULT OF
CHRONIC GLUCOCORTICOIDS, RENEWAL: 1) PATIENT
CONTINUES TO HAVE IMPROVEMENT OF GLUCOSE
TOLERANCE OR STABLE GLUCOSE TOLERANCE (E.G.,
REDUCED A1C, IMPROVED FASTING GLUCOSE, ETC.), 2)
PATIENT CONTINUES TO HAVE TOLERABILITY TO
MIFEPRISTONE, AND 3) PATIENT CONTINUES TO NOT BE A
CANDIDATE FOR SURGICAL TREATMENT OR HAS FAILED
SURGERY.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite
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MIGALASTAT

Products Affected
GALAFOLD
PA Criteria Criteria Details
Exclusion
Criteria
Required INITIAL: FABRY DISEASE: PATIENT IS SYMPTOMATIC OR HAS
Medical EVIDENCE OF INJURY FROM GL-3 TO THE KIDNEY, HEART, OR
Information CENTRAL NERVOUS SYSTEM RECOGNIZED BY LABORATORY,

HISTOLOGICAL, OR IMAGING FINDINGS.

Age Restrictions

Prescriber
Restrictions

FABRY DISEASE: PRESCRIBED BY OR IN CONSULTATION WITH
A NEPHROLOGIST, CARDIOLOGIST, OR SPECIALIST IN
GENETICS OR INHERITED METABOLIC DISORDERS.

Coverage
Duration

INITIAL: 6 MOS. RENEWAL: 12 MOS.

Other Criteria

FABRY DISEASE: INITIAL: NOT CONCURRENTLY USING
ENZYME REPLACEMENT THERAPY (L.LE. FABRAZYME),
RENEWAL: PATIENT HAS DEMONSTRATED IMPROVEMENT OR
STABILIZATION.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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MIGLUSTAT

Products Affected

miglustat

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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MILTEFOSINE

Products Affected
IMPAVIDO

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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MIRDAMETINIB

Products Affected

GOMEKLI ORAL CAPSULE 1 MG, 2 MG
GOMEKLI ORAL TABLET FOR

SUSPENSION
PA Criteria Criteria Details
Exclusion
Criteria
Required 1) DIAGNOSIS: TREATMENT OF NEUROFIBROMATOSIS TYPE 1
Medical (NF1), 2) DOCUMENT: A) PATIENT HAS SYMPTOMATIC AND
Information INOPERABLE PLEXIFORM NEUROFIBROMAS (PN), AND B)

PATIENTS BODY SURFACE AREA (BSA) OR ACTUAL BODY
WEIGHT AND HEIGHT.

Age Restrictions

2 YEARS OF AGE OR OLDER

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH GENETICIST,

Restrictions NEUROLOGIST, NEUROSURGEON,
HEMATOLOGIST/ONCOLOGIST, OPHTHALMOLOGIST, OR
ORTHOPEDIC SURGEON.

Coverage 12 MONTHS

Duration

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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MITAPIVAT

Products Affected
PYRUKYND
PA Criteria Criteria Details
Exclusion
Criteria
Required DIAGNOSIS: TREATMENT OF HEMOLYTIC ANEMIA IN ADULTS
Medical WITH PYRUVATE KINASE (PK) DEFICIENCY. FOR INITIAL
Information EVALUATION DOCUMENT: MUTATION IN THE PKLR GENE

(MUST HAVE AT LEAST 2 MUTANT ALLELES IN THE PKLR
GENE, OF WHICH AT LEAST 1 WAS A MISSENSE MUTATION).
CURRENT HEMOGLOBIN LEVEL (MUST BE LESS THAN OR
EQUAL TO 10 MG/DL). FOR RENEWALS DOCUMENT: PATIENT
HAS EXPERIENCED IMPROVEMENT FROM BASELINE OR
REDUCTION IN TRANSFUSION BURDEN.

Age Restrictions

18 YEARS OF AGE OR OLDER

Prescriber
Restrictions

PRESCRIBED BY OR IN CONSULTATION WITH A
HEMATOLOGIST OR ONCOLOGIST

Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS.
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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MOBOCERTINIB

Products Affected
EXKIVITY

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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MOMELOTINIB

Products Affected
OJJAARA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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MOSUNETUZUMAB-AXGB

Products Affected
LUNSUMIO

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH HEMATOLOGIST

Restrictions OR ONCOLOGIST

Coverage 12 MONTHS

Duration

Other Criteria RELAPSED OR REFRACTORY FOLLICULAR LYMPHOMA (FL): 1)
PRIOR USE OF AT LEAST TWO LINES OF SYSTEMIC THERAPY
(E.G. RITUXIMAB, CYCLOPHOSPHAMIDE, VINCRISTINE,
CORTICOSTEROIDS, LENALIDOMIDE, DUVELISIB, ETC.)

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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NERATINIB MALEATE

Products Affected
NERLYNX

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria EARLY-STAGE TUMOR (STAGE I-1II) AND THE MEDICATION IS
BEING REQUESTED WITHIN 2 YEARS OF COMPLETING THE
LAST TRASTUZUMAB DOSE. ALL OTHER FDA APPROVED
INDICATIONS ARE COVERED WITHOUT ADDITIONAL
CRITERIA, EXCEPT THOSE CRITERIA IN THE FDA APPROVED

LABEL.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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NILOTINIB

Products Affected

NILOTINIB D-TARTRATE ORAL
CAPSULE 150 MG, 200 MG, 50 MG
nilotinib hcl oral capsule 150 mg, 200 mg,
50 mg

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria PREVIOUSLY TREATED CML REQUIRES BCR-ABL
MUTATIONAL ANALYSIS NEGATIVE FOR THE FOLLOWING
MUTATIONS: T315I, Y253H, E255K/V, F359V/C/I, OR G250E.

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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NINTEDANIB

Products Affected
OFEV

PA Criteria

Criteria Details

Exclusion
Criteria

INITIAL: IDIOPATHIC PULMONARY FIBROSIS (IPF): NOT
APPROVED FOR PATIENTS WITH OTHER KNOWN CAUSES OF
INTERSTITIAL LUNG DISEASE (E.G., CONNECTIVE TISSUE
DISEASE, DRUG TOXICITY, ASBESTOS OR BERYLLIUM
EXPOSURE, HYPERSENSITIVITY PNEUMONITIS, SYSTEMIC
SCLEROSIS, RHEUMATOID ARTHRITIS, RADIATION,
SARCOIDOSIS, BRONCHIOLITIS OBLITERANS ORGANIZING
PNEUMONIA, HUMAN IMMUNODEFICIENCY VIRUS (HIV)
INFECTION, VIRAL HEPATITIS, OR CANCER). SYSTEMIC
SCLEROSIS-ASSOCIATED INTERSTITIAL LUNG DISEASE (SSC-
ILD): NOT APPROVED FOR PATIENTS WITH OTHER KNOWN
CAUSES OF ILD [E.G., HEART FAILURE/FLUID OVERLOAD,
DRUG-INDUCED LUNG TOXICITY (CYCLOPHOSPHAMIDE,
METHOTREXATE, ACE-INHIBITORS), RECURRENT ASPIRATION
(SUCH AS FROM GERD), PULMONARY VASCULAR DISEASE,
PULMONARY EDEMA, PNEUMONIA, CHRONIC PULMONARY
THROMBOEMBOLISM, ALVEOLAR HEMORRHAGE OR ILD
CAUSED BY ANOTHER RHEUMATIC DISEASE, SUCH AS MIXED
CONNECTIVE TISSUE DISEASE (MCTD)].

Required
Medical
Information

INITIAL: IPF: 1) A USUAL INTERSTITIAL PNEUMONIA (UIP)
PATTERN AS EVIDENCED BY HIGH-RESOLUTION COMPUTED
TOMOGRAPHY (HRCT) ALONE OR VIA A COMBINATION OF
SURGICAL LUNG BIOPSY AND HRCT, AND 2) BASELINE
FORCED VITAL CAPACITY (FVC) AT LEAST 50% OF PREDICTED
VALUE. SSC-ILD: AT LEAST 10% FIBROSIS ON A CHEST HRCT
AND BASELINE FVC AT LEAST 40% OF PREDICTED VALUE. PF-
ILD: AT LEAST 10% FIBROSIS ON A CHEST HRCT AND
BASELINE FVC AT LEAST 45% OF PREDICTED VALUE.

Age Restrictions

INITIAL: IPF, SSC-ILD, PF-ILD: 18 YEARS OR OLDER.
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PA Criteria

Criteria Details

Prescriber
Restrictions

IPF: PRESCRIBED BY OR IN CONSULTATION WITH A
PULMONOLOGIST. SSC-ILD, PF-ILD: PRESCRIBED BY OR IN
CONSULTATION WITH A PULMONOLOGIST OR
RHEUMATOLOGIST.

Coverage
Duration

INITIAL: SSC-ILD: 6 MOS. IPF, PF-ILD: 12 MOS. RENEWAL: 12
MOS.

Other Criteria

INITIAL: IPF: TRIAL OF OR CONTRAINDICATION TO THE
PREFERRED AGENT: ESBRIET. SSC-ILD: TRIAL OF OR
CONTRAINDICATION TO THE PREFERRED AGENT: ACTEMRA
SUBQ. PF-ILD: LUNG FUNCTION AND RESPIRATORY
SYMPTOMS OR CHEST IMAGING HAVE
WORSENED/PROGRESSED DESPITE TREATMENT WITH
MEDICATIONS USED IN CLINICAL PRACTICE FOR ILD (NOT
ATTRIBUTABLE TO COMORBIDITIES SUCH AS INFECTION,
HEART FAILURE). RENEWAL.: IPF, SSC-ILD, PF-ILD: CLINICAL
MEANINGFUL IMPROVEMENT OR MAINTENANCE IN ANNUAL
RATE OF DECLINE.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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NIRAPARIB

Products Affected

ZEJULA ORAL CAPSULE
ZEJULA ORAL TABLET

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria RECURRENT EPITHELIAL OVARIAN, FALLOPIAN TUBE, OR
PRIMARY PERITONEAL CANCER: ZEJULA WILL BE USED AS
MONOTHERAPY AND IS STARTED NO LATER THAN 8 WEEKS
AFTER THE MOST RECENT PLATINUM-CONTAINING REGIMEN.

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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NIRAPARIB ABIRATERONE

Products Affected

AKEEGA

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 MONTHS

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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NIROGASESTAT

Products Affected

OGSIVEO

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

18 YEARS OF AGE OR OLDER

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH A

Restrictions HEMATOLOGIST OR ONCOLOGIST

Coverage 12 MONTHS

Duration

Other Criteria DIAGNOSIS TREATMENT OF PROGRESSING DESMOID TUMORS
(DTS): TUMOR PROGRESSION (E.G. A) IMAGING SCANS SUCH
AS CT, MRI, OR ULTRASOUND, B) AT LEAST ONE LINE OF
THERAPY SUCH AS SURGERY, RADIOTHERAPY, OR SYSTEMIC
THERAPY OR C) PRESCRIBER DOCUMENTATION THAT STATES
DISEASE PROGRESSION).

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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NITISINONE

Products Affected

nitisinone
NITYR

ORFADIN ORAL CAPSULE 20 MG
ORFADIN ORAL SUSPENSION

PA Criteria Criteria Details

Exclusion

Criteria

Required INITIAL: HEREDITARY TYROSINEMIA TYPE 1 (HT-1):

Medical DIAGNOSIS CONFIRMED BY ELEVATED URINARY OR PLASMA
Information SUCCINYLACETONE LEVELS OR A MUTATION IN THE

FUMARYLACETOACETATE HYDROLASE GENE.

Age Restrictions

Prescriber
Restrictions

HT-1: PRESCRIBED BY OR IN CONSULTATION WITH A
PRESCRIBER SPECIALIZING IN INHERITED METABOLIC
DISEASES.

Coverage INITIAL: 6 MONTHS, RENEWAL: 12 MONTHS.

Duration

Other Criteria HT-1: INITIAL: ORFADIN SUSPENSION: TRIAL OF OR
CONTRAINDICATION TO PREFERRED FORMULARY
NITISINONE TABLETS OR CAPSULES, RENEWAL: URINARY OR
PLASMA SUCCINYLACETONE LEVELS HAVE DECREASED
FROM BASELINE WHILE ON TREATMENT WITH NITISINONE.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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OCRELIZUMAB

Products Affected

OCREVUS
OCREVUS ZUNOVO

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria RELAPSING FORM OF MULTIPLE SCLEROSIS (MS): TRIAL OF
TWO AGENTS INDICATED FOR THE TREATMENT OF
RELAPSING FORMS OF MS. THIS DRUG ALSO REQUIRES
PAYMENT DETERMINATION AND MAY BE COVERED UNDER

MEDICARE PART B OR D.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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OFATUMUMAB-SQ

Products Affected
KESIMPTA PEN

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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OLANZAPINE/SAMIDORPHAN

Products Affected
LYBALVI

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

SCHIZOPHRENIA/BIPOLAR I: PRESCRIBED BY OR IN
CONSULTATION WITH A PSYCHIATRIST

Coverage
Duration

12 MONTHS

Other Criteria

SCHIZOPHRENIA: (1) PATIENT IS AT HIGH RISK OF WEIGHT
GAIN AND (2) TRIAL OF OR CONTRAINDICATION TO LATUDA
OR ONE OF THE FOLLOWING ORAL ANTIPSYCHOTICS:
RISPERIDONE, CLOZAPINE TABLET, OLANZAPINE, IMMEDIATE
RELEASE QUETIAPINE FUMARATE, ZIPRASIDONE,
ARIPIPRAZOLE. BIPOLAR I: (1) PATIENT IS AT HIGH RISK OF
WEIGHT GAIN AND (2) TRIAL OF OR CONTRAINDICATION TO
ONE OF THE FOLLOWING ORAL ANTIPSYCHOTICS:
RISPERIDONE, OLANZAPINE, IMMEDIATE RELEASE
QUETIAPINE FUMARATE, ZIPRASIDONE, ARIPIPRAZOLE.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite
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OLAPARIB

Products Affected
LYNPARZA

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration
Other Criteria RECURRENT EPITHELIAL OVARIAN, FALLOPIAN TUBE OR

PRIMARY PERITONEAL CANCER: 1) MEDICATION WILL BE
USED AS MONOTHERAPY, AND 2) PATIENT HAS COMPLETED
TWO OR MORE LINES OF PLATINUM-BASED CHEMOTHERAPY.
ADVANCED GERMLINE BRCA-MUTATED OVARIAN CANCER: 1)
PATIENT HAS COMPLETE OR PARTIAL RESPONSE TO
PLATINUM-BASED CHEMOTHERAPY. 2) MEDICATION WILL BE
USED AS MONOTHERAPY. METASTATIC CASTRATION-
RESISTANT PROSTATE CANCER: 1) PREVIOUSLY RECEIVED A
BILATERAL ORCHIECTOMY, OR 2) CASTRATE LEVEL OF
TESTOSTERONE (I.E., LESS THAN 50 NG/DL), OR 3)
CONCURRENT USE WITH A GONADOTROPIN RELEASING
HORMONE (GNRH) ANALOG. ALL OTHER FDA APPROVED
INDICATIONS ARE COVERED WITHOUT ADDITIONAL
CRITERIA, EXCEPT THOSE CRITERIA IN THE FDA APPROVED
LABEL.

Indications

All FDA-approved Indications.

Off Label Uses
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PA Criteria Criteria Details

Part B No
Prerequisite
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OLUTASIDENIB

Products Affected
REZLIDHIA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH A
Restrictions HEMATOLOGIST OR ONCOLOGIST

Coverage 12 MONTHS

Duration

Other Criteria RELAPSED OR REFRACTORY ACUTE MYELOID LEUKEMIA
(AML) WITH A SUSCEPTIBLE IDH1 MUTATION: 1.)
DOCUMENTATION OF PRESENCE OF SUSCEPTIBLE IDH1
MUTATION AS DETERMINED BY AN FDA APPROVED TEST.

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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OMACETAXINE

Products Affected
SYNRIBO

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

INDUCTION: 3 MONTHS. POST INDUCTION/RENEWAL: 3 TO 12
MONTHS.

Other Criteria

CML INDUCTION THERAPY: TRIAL OF OR CONTRAINDICATION
TO AT LEAST TWO OF THE FOLLOWING AGENTS: GLEEVEC,
SPRYCEL, TASIGNA, BOSULIF, OR ICLUSIG. APPROVAL FOR
POST-INDUCTION THERAPY DURATION WILL DEPEND ON THE
PATIENT'S HEMATOLOGIC RESPONSE, DEFINED AS (1) AN
ABSOLUTE NEUTROPHIL COUNT (ANC) GREATER THAN OR
EQUAL TO 1.5 X 10"9/L AND PLATELETS GREATER THAN OR
EQUAL TO 100 X 10"9/L WITHOUT BLOOD BLASTS OR (2) THE
PATIENT HAS BONE MARROW BLASTS AT LESS THAN 5
PERCENT. APPROVAL IS FOR 12 MONTHS IF HEMATOLOGIC
RESPONSE IS MET. IF NOT MET, APPROVAL IS FOR 3 MONTHS.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite
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OMALIZUMAB

Products Affected

XOLAIR

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

INITIAL: ASTHMA: POSITIVE SKIN PRICK OR BLOOD TEST (E.G.,
ELISA, FEIA) TO A PERENNIAL AEROALLERGEN AND A
BASELINE IGE SERUM LEVEL GREATER THAN OR EQUAL TO 30
IU/ML.

Age Restrictions

Prescriber
Restrictions

INITIAL AND RENEWAL: CHRONIC IDIOPATHIC URTICARIA
(CIU): PRESCRIBED BY OR IN CONSULTATION WITH A
PHYSICIAN SPECIALIZING IN ALLERGY OR PULMONARY
MEDICINE, DERMATOLOGY OR IMMUNOLOGY. INITIAL:
NASAL POLYPS: PRESCRIBED BY OR IN CONSULTATION WITH
AN OTOLARYNGOLOGIST, ALLERGIST OR IMMUNOLOGIST.
ASTHMA: PRESCRIBED BY OR IN CONSULTATION WITH A
PHYSICIAN SPECIALIZING IN ALLERGY OR PULMONARY
MEDICINE.

Coverage
Duration

INITIAL:ASTHMA: 12 MO. CIU, CRSsNP, IGE-FA: 6 MO.
RENEWAL:ASTHMA, CRSsNP, IGE-FA: 12 MO. CIU: 6 MO.
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PA Criteria

Criteria Details

Other Criteria

INITIAL: CIU: TRIAL OF OR CONTRAINDICATION TO A
MAXIMALLY TOLERATED DOSE OF AN H1 ANTI-HISTAMINE
AND STILL EXPERIENCES HIVES ON MOST DAYS OF THE
WEEK. NASAL POLYPS: PREVIOUS 90 DAY TRIAL OF ONE
TOPICAL NASAL CORTICOSTEROID. ASTHMA: 1) PRIOR
THERAPY WITH A MEDIUM, HIGH-DOSE OR MAXIMALLY
TOLERATED DOSE OF AN INHALED CORTICOSTEROID AND AT
LEAST ONE OTHER MAINTENANCE MEDICATION, 2) ONE OF
THE FOLLOWING: (A) PATIENT EXPERIENCED AT LEAST ONE
ASTHMA EXACERBATION REQUIRING SYSTEMIC
CORTICOSTEROID BURST LASTING 3 OR MORE DAYS WITHIN
THE PAST 12 MONTHS OR AT LEAST ONE SERIOUS
EXACERBATION REQUIRING HOSPITALIZATION OR ER VISIT
WITHIN THE PAST 12 MONTHS, OR (B) PATIENT HAS POOR
SYMPTOM CONTROL DESPITE CURRENT THERAPY AS
EVIDENCED BY AT LEAST THREE OF THE FOLLOWING WITHIN
THE PAST 4 WEEKS: DAYTIME ASTHMA SYMPTOMS MORE
THAN TWICE/WEEK, ANY NIGHT WAKING DUE TO ASTHMA,
SABA RELIEVER FOR SYMPTOMS MORE THAN TWICE/WEEK,
ANY ACTIVITY LIMITATION DUE TO ASTHMA, 3) XOLAIR WILL
BE USED AS ADD-ON MAINTENANCE TREATMENT, AND 4) NOT
CONCURRENTLY RECEIVING DUPIXENT OR OTHER ANTI-IL5
BIOLOGICS WHEN THESE ARE USED FOR THE TREATMENT OF
ASTHMA. RENEWAL: CIU: DIAGNOSIS OF CIU. NASAL POLYPS:
CLINICAL BENEFIT COMPARED TO BASELINE. ASTHMA:
CLINICAL RESPONSE AS EVIDENCED BY ONE OF THE
FOLLOWING: 1) REDUCTION IN ASTHMA EXACERBATIONS
FROM BASELINE, 2) DECREASED UTILIZATION OF RESCUE
MEDICATIONS, 3) REDUCTION IN SEVERITY OR FREQUENCY
OF ASTHMA-RELATED SYMPTOMS, OR 4) INCREASE IN
PERCENT PREDICTED FEV1 FROM PRETREATMENT BASELINE.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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OSIMERTINIB

Products Affected
TAGRISSO

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria METASTATIC NSCLC WITH EGFR T790M MUTATION: PATIENT
IS NOT ON CONCURRENT THERAPY WITH AN EGFR TYROSINE
KINASE-INHIBITOR.

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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PACRITINIB

Products Affected
VONJO
PA Criteria Criteria Details
Exclusion
Criteria
Required Initial: 1) Diagnosis of intermediate- or high-risk primary or secondary
Medical (post-polycythemia vera or post-essential thrombocythemia) myelofibrosis
Information in patients, AND 2) Documentation of platelet count below 50 x 10"9/L

Age Restrictions

Prescriber Prescribed by or in consultation with a hematologist or oncologist
Restrictions

Coverage Initial: 4 months Renewal: 12 months

Duration

Other Criteria Myelofibrosis: Renewal: Continues to benefit from the medication
Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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PALBOCICLIB

Products Affected
IBRANCE

PA Criteria Criteria Details

Exclusion
Criteria

Required THE PATIENT HAS NOT EXPERIENCED DISEASE PROGRESSION
Medical FOLLOWING PRIOR CDK INHIBITOR THERAPY
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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PASIREOTIDE DIASPARTATE

Products Affected
SIGNIFOR

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber CUSHINGS DISEASE (CD): PRESCRIBED BY OR IN
Restrictions CONSULTATION WITH AN ENDOCRINOLOGIST.
Coverage INITIAL: 6 MONTHS, RENEWAL: 12 MONTHS.
Duration

Other Criteria RENEWAL: CD: PATIENT CONTINUES TO HAVE IMPROVEMENT
OF CD AND MAINTAINS TOLERABILITY TO SIGNIFOR.

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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PAZOPANIB

Products Affected

pazopanib
VOTRIENT

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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PCSK9

Products Affected

PRALUENT PEN
REPATHA PUSHTRONEX
REPATHA SURECLICK
REPATHA SYRINGE

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 months
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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PDES INHIBITORS PAH

Products Affected

alyq

sildenafil (pulm.hypertension) oral tablet
tadalafil (pulm. hypertension)

PA Criteria Criteria Details

Exclusion

Criteria

Required DOCUMENTED CONFIRMATORY PULMONARY ARTERIAL
Medical HYPERTENSION (PAH) DIAGNOSIS BASED ON RIGHT HEART
Information CATHETERIZATION. PATIENT HAS NYHA-WHO FUNCTIONAL

CLASS II-IV SYMPTOMS.

Age Restrictions

Prescriber
Restrictions

PAH: PRESCRIBED BY OR IN CONSULTATION WITH A
CARDIOLOGIST OR PULMONOLOGIST.

Coverage
Duration

INITIAL AND RENEWAL: 12 MONTHS

Other Criteria

PAH: INITIAL: 1) NOT CONCURRENTLY OR INTERMITTENTLY
TAKING ORAL ERECTILE DYSFUNCTION AGENTS (E.G. CIALIS,
VIAGRA), ANY ORGANIC NITRATES IN ANY FORM, OR
GUANYLATE CYCLASE STIMULATORS, AND 2) MEAN
PULMONARY ARTERY PRESSURE (PAP) GREATER THAN 20
MMHG, PULMONARY CAPILLARY WEDGE PRESSURE (PCWP) 15
MMHG OR LESS, PULMONARY VASCULAR RESISTANCE (PVR) 3
WOOD UNITS OR GREATER, RENEWAL: IMPROVEMENT FROM
BASELINE IN THE 6-MINUTE WALK DISTANCE OR A STABLE 6-
MINUTE WALK DISTANCE WITH A STABLE/IMPROVED WHO
FUNCTIONAL CLASS.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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PEGFILGRASTIM

Products Affected

FULPHILA
NEULASTA
NYVEPRIA
UDENYCA

UDENYCA AUTOINJECTOR
UDENYCA ONBODY

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH A

Restrictions HEMATOLOGIST OR ONCOLOGIST.

Coverage 12 MONTHS

Duration

Other Criteria NYVEPRIA IS THE PREFERRED PEGFILGRASTIM PRODUCT.
REQUESTS FOR NYVEPRIA DOES NOT REQUIRE A STEP. OTHER
FORMULARY VERSIONS OF PEGFILGRASTIM PRODUCTS WILL
REQUIRE A TRIAL OF OR CONTRAINDICATION TO NYVEPRIA,
WHERE INDICATIONS ALIGN.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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PEGLOTICASE

Products Affected
KRYSTEXXA

PA Criteria Criteria Details

Exclusion

Criteria

Required 1) Clinical chart notes show submission of laboratory values

Medical demonstrating baseline serum uric acid level greater than 6 mg/dL.

Information

Age Restrictions

Prescriber

Restrictions

Coverage Initial: 12 MONTHS. Renewal: 12 MONTHS

Duration

Other Criteria Initial: Chronic Gout: 1) Member has symptomatic gout as defined by one
of the following: History of at least 2 gout flares in the previous 12
months, at least 1 gouty tophus, or chronic gouty arthropathy. 2) Member
has a history of contraindication, intolerance, or treatment failure (i.e.,
failure to normalize uric acid to less than 6 mg/dL) after 3 months of
therapy (at the maximally medically appropriate dose) with both of the
following: allopurinol and febuxostat. 3) Prescriber attestation that serum
uric acid levels will be monitored prior to each infusion and that
discontinuation of treatment will be considered if preinfusion levels
increase above 6 mg/dL. Renewal: 1) You are currently receiving
Krystexxa. 2) Documentation of a positive clinical response. 3) Member
had two consecutive uric acid levels above 6 mg/dL after initiating
treatment.

Indications All FDA-approved Indications.

Off Label Uses

Part B Yes

Prerequisite
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PEGVALIASE-PQPZ

Products Affected
PALYNZIQ

PA Criteria Criteria Details

Exclusion
Criteria

Required RENEWAL: PATIENT CONTINUES TO BENEFIT FROM THE
Medical MEDICATION.
Information

Age Restrictions

Prescriber
Restrictions

Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS.
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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PEGVISOMANT

Products Affected
SOMAVERT

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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PEMBROLIZUMAB

Products Affected

KEYTRUDA

KEYTRUDA QLEX SUBCUTANEOUS
SOLUTION 395 MG-4,800 UNIT/2.4 ML,
790 MG-9,600 UNIT/4.8 ML

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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PEMETREXED

Products Affected

AXTLE
PEMRYDI RTU

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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PEMIGATINIB

Products Affected
PEMAZYRE

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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PENICILLAMINE

Products Affected

penicillamine
THIOLA EC

tiopronin oral tablet,delayed release (dr/ec)

PA Criteria Criteria Details

Exclusion INITIAL AND RENEWAL: FORMULARY VERSION OF

Criteria PENICILLAMINE: RHEUMATOID ARTHRITIS (RA): HISTORY OR
OTHER EVIDENCE OF RENAL INSUFFICIENCY.

Required INITIAL: WILSONS DISEASE: KNOWN FAMILY HISTORY OF

Medical WILSONS DISEASE OR PHYSICAL EXAMINATION CONSISTENT

Information WITH WILSONS DISEASE. CONFIRMATION OF ONE OF THE

FOLLOWING: 1) PLASMA COPPER-PROTEIN CERULOPLASMIN
IS LESS THAN 20MG/DL, 2) LIVER BIOPSY POSITIVE FOR AN
ABNORMALLY HIGH CONCENTRATION OF COPPER (GREATER
THAN 250MCG/G DRY WEIGHT) OR THE PRESENCE OF KAYSER-
FLEISCHER RINGS, OR 3) CONFIRMATION BY GENETIC
TESTING FOR ATP7B MUTATIONS. CYSTINURIA: DIAGNOSIS
REQUIRES THE PRESENCE OF NEPHROLITHIASIS AND ONE OR
MORE OF THE FOLLOWING: 1) STONE ANALY SIS SHOWING
PRESENCE OF CYSTEINE, 2) IDENTIFICATION OF
PATHOGNOMONIC HEXAGONAL CYSTINE CRYSTALS ON
URINALYSIS, OR 3) POSITIVE FAMILY HISTORY OF
CYSTINURIA WITH POSITIVE CYANIDE-NITROPRUSSIDE
SCREEN. RENEWAL: WILSONS DISEASE, CYSTINURIA: PATIENT
CONTINUES TO BENEFIT FROM THE MEDICATION.

Age Restrictions

Prescriber
Restrictions

WILSONS DISEASE: PRESCRIBED BY OR IN CONSULTATION
WITH A HEPATOLOGIST. CYSTINURIA: PRESCRIBED BY OR IN
CONSULTATION WITH A NEPHROLOGIST. RA: PRESCRIBED BY
OR IN CONSULTATION WITH A RHEUMATOLOGIST.

Coverage
Duration

INITIAL: 12 MONTHS, RENEWAL: LIFETIME.
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PA Criteria

Criteria Details

Other Criteria

INITIAL: RA, WILSONS DISEASE: REQUESTS FOR FORMULARY
VERSION OF PENICILLAMINE CAPSULE REQUIRE A TRIAL OF
OR CONTRAINDICATION TO PENICILLAMINE TABLET (DEPEN).
CYSTINURIA: REQUESTS FOR FORMULARY VERSION OF
PENICILLAMINE CAPSULE REQUIRES A TRIAL OF OR
CONTRAINDICATION TO PENICILLAMINE TABLET (DEPEN)
AND A FORMULARY VERSION OF TIOPRONIN
(THIOLA)/THIOLA EC. RA: TRIAL OF OR CONTRAINDICATION
TO 3 MONTHS OF TREATMENT WITH ONE DMARD (DISEASE-
MODIFYING ANTIRHEUMATIC DRUG) - IF PATIENT TRIED
METHOTREXATE, THEN TRIAL AT A DOSE GREATER THAN OR
EQUAL TO 20 MG PER WEEK OR MAXIMALLY TOLERATED
DOSE IS REQUIRED. RENEWAL: RA: EXPERIENCED OR
MAINTAINED IMPROVEMENT IN TENDER JOINT COUNT OR
SWOLLEN JOINT COUNT COMPARED TO BASELINE.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite
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PEXIDARTINIB

Products Affected
TURALIO

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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PIMAVANSERIN

Products Affected
NUPLAZID

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

18 YEARS OR OLDER

Prescriber PRESCRIBED BY OR GIVEN IN CONSULTATION WITH A

Restrictions NEUROLOGIST, GERIATRICIAN, OR A BEHAVIORAL HEALTH
SPECIALIST (SUCH AS A PSYCHIATRIST).

Coverage INITIAL 12 MONTHS. RENEWAL 12 MONTHS.

Duration

Other Criteria RENEWAL REQUIRES THAT THE PATIENT HAS EXPERIENCED
AN IMPROVEMENT IN PSYCHOSIS SYMPTOMS FROM BASELINE
AND DEMONSTRATES A CONTINUED NEED FOR TREATMENT.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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PIRFENIDONE

Products Affected

pirfenidone oral capsule
pirfenidone oral tablet 267 mg, 801 mg

PA Criteria

Criteria Details

Exclusion
Criteria

INITIAL: IDIOPATHIC PULMONARY FIBROSIS (IPF): PATIENTS
WITH KNOWN CAUSES OF INTERSTITIAL LUNG DISEASE (E.G.,
CONNECTIVE TISSUE DISEASE, DRUG TOXICITY, ASBESTOS OR
BERYLLIUM EXPOSURE, HYPERSENSITIVITY PNEUMONITIS,
SYSTEMIC SCLEROSIS, RHEUMATOID ARTHRITIS, RADIATION,
SARCOIDOSIS, BRONCHIOLITIS OBLITERANS ORGANIZING
PNEUMONIA, HUMAN IMMUNODEFICIENCY VIRUS (HIV)
INFECTION, VIRAL HEPATITIS, OR CANCER).

Required
Medical
Information

INITIAL: IPF: 1) A USUAL INTERSTITIAL PNEUMONIA (UIP)
PATTERN AS EVIDENCED BY HIGH-RESOLUTION COMPUTED
TOMOGRAPHY (HRCT) ALONE OR VIA A COMBINATION OF
SURGICAL LUNG BIOPSY AND HRCT, AND 2) BASELINE
FORCED VITAL CAPACITY (FVC) AT LEAST 50% OF PREDICTED
VALUE.

Age Restrictions

IPF: 18 YEARS OR OLDER.

Prescriber
Restrictions

IPF: PRESCRIBED BY OR IN CONSULTATION WITH A
PULMONOLOGIST.

Coverage
Duration

IPF: INITIAL AND RENEWAL: 12 MONTHS.

Other Criteria

RENEWAL: IPF: CLINICAL MEANINGFUL IMPROVEMENT OR
MAINTENANCE IN ANNUAL RATE OF DECLINE.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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PIRTOBRUTINIB

Products Affected
JAYPIRCA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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POMALIDOMIDE

Products Affected
POMALYST

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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PONATINIB

Products Affected
ICLUSIG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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POSACONAZOLE

Products Affected

NOXAFIL ORAL
posaconazole oral

SUSPENSION

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber

Restrictions

Coverage OROPHARYNGEAL CANDIDIASIS (OPC): 3 MONTHS.

Duration PROPHYLAXIS: 6 MONTHS. TREATMENT: 12 WEEKS.

Other Criteria POSACONAZOLE SUSPENSION ONLY: 1) OPC: TRIAL OF OR
CONTRAINDICATION TO FLUCONAZOLE OR ITRACONAZOLE.
2) PROPHYLAXIS OF INVASIVE ASPERGILLUS AND CANDIDA
INFECTION: INABILITY TO SWALLOW TABLETS.
POSACONZOLE TABLETS ONLY: NO EXTRA CRITERIA
REQUIRED, ALL FDA APPROVED INDICATION COVERED.
CONTINUATION OF THERAPY AFTER HOSPITAL DISCHARGE
REQUIRES NO EXTRA CRITERIA.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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PRALSETINIB

Products Affected
GAVRETO

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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PRAMLINTIDE

Products Affected

SYMLINPEN 120
SYMLINPEN 60

PA Criteria Criteria Details

Exclusion
Criteria

Required TYPE I OR TYPE II DIABETES: REQUIRING INSULIN OR
Medical CONTINUOUS INSULIN INFUSION (INSULIN PUMP) FOR
Information GLYCEMIC CONTROL

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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PYRIMETHAMINE

Products Affected

pyrimethamine

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber TOXOPLASMOSIS: PRESCRIBED BY OR GIVEN IN

Restrictions CONSULTATION WITH AN INFECTIOUS DISEASE SPECIALIST.

Coverage TOXOPLASMOSIS: INITIAL: 8 WEEKS. RENEWAL: 6 MOS.

Duration

Other Criteria RENEWAL: CONTINUED TREATMENT OF TOXOPLASMOSIS
REQUIRES ONE OF THE FOLLOWING: 1) PERSISTENT CLINICAL
DISEASE (HEADACHE, NEUROLOGICAL SYMPTOMS, OR FEVER)
AND PERSISTENT RADIOGRAPHIC DISEASE (ONE OR MORE
MASS LESIONS ON BRAIN IMAGING) OR 2) CD4 COUNT LESS
THAN 200 CELLS/MM3 AND CURRENT ANTI-RETROVIRAL
THERAPY IF HIV POSITIVE.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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QUININE SULFATE

Products Affected

quinine sulfate

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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QUIZARTINIB

Products Affected

VANFLYTA

PA Criteria

Criteria Details

Exclusion
Criteria

CONTRAINDICATED IN PATIENTS WITH SEVERE
HYPOKALEMIA, SEVERE HYPOMAGNESEMIA, LONG QT
SYNDROME, OR IN PATIENTS WITH A HISTORY OF
VENTRICULAR ARRHYTHMIAS OR TORSADES DE POINTES.

Required
Medical
Information

DIAGNOSIS: FOR THE TREATMENT OF ADULT PATIENTS WITH
NEWLY DIAGNOSED ACUTE MYELOID LEUKEMIA (AML) THAT
IS FLT3 INTERNAL TANDEM DUPLICATION (ITD)-POSITIVE: A)
PRESCRIBED IN COMBINATION WITH STANDARD
CYTARABINE AND ANTHRACYCLINE (I.E., DAUNORUBICIN)
INDUCTION AND CYTARABINE CONSOLIDATION, AND AS
MAINTENANCE MONOTHERAPY FOLLOWING CONSOLIDATION
CHEMOTHERAPY, B) EVIDENCE OF POSITIVE FLT3 INTERNAL
TANDEM DUPLICATION

Age Restrictions

18 YEARS OF AGE OR OLDER

Prescriber
Restrictions

PRESCRIBED BY OR IN CONSULTATION WITH HEMATOLOGIST
OR ONCOLOGIST

Coverage 12 MONTHS

Duration

Other Criteria LEUKOSTRAT CDX FLT3 MUTATION ASSAY IS THE FDA-
APPROVED TEST FOR SELECTION OF PATIENTS WITH AML FOR
VANFLYTA TREATMENT.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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REGORAFENIB

Products Affected
STIVARGA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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RELUGOLIX

Products Affected
ORGOVYX

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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REPOTRECTINIB

Products Affected
AUGTYRO

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

12 YEARS OF AGE OR OLDER

Prescriber
Restrictions

PRESCRIBED BY OR IN CONSULTATION WITH A
HEMATOLOGIST OR ONCOLOGIST

Coverage
Duration

12 MONTHS

Other Criteria

DIAGNOSIS OF LOCALLY ADVANCED OR METASTATIC ROS1-
POSITIVE NON-SMALL CELL LUNG CANCER (NSCLC):
DOCUMENTATION OF ROSI-MUTATED NSCLC. DIAGNOSIS OF
SOLID TUMORS THAT NEUROTROPHIC TYROSINE RECEPTOR
KINASE (NTRK) GENE FUSION, ARE LOCALLY ADVANCED OR
METASTATIC OR WHERE SURGICAL RESECTION IS LIKELY TO
RESULT IN SEVERE MORBIDITY, AND HAVE PROGRESSED
FOLLOWING TREATMENT OR HAVE NO SATISFACTORY
ALTERNATIVE THERAPY.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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REVUMENIB

Products Affected
REVUFORJ
PA Criteria Criteria Details
Exclusion
Criteria
Required DIAGNOSIS OF RELAPSED OR REFRACTORY ACUTE LEUKEMIA
Medical WITH A LYSINE METHYLTRANSFERASE 2A GENE (KMT2A)
Information TRANSLOCATION

Age Restrictions

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH HEMATOLOGIST
Restrictions OR ONCOLOGIST.

Coverage 12 MONTHS

Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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RIABNI

Products Affected

RIABNI

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

RHEUMATOID ARTHRITIS (RA), CHRONIC LYMPHOCYTIC
LEUKEMIA (CLL), NON-HODGKIN'S LYMPHOMA (NHL): 18
YEARS OR OLDER. GRANULOMATOSIS WITH POLYANGIITIS
(GPA) (WEGENER'S GRANULOMATOSIS), MICROSCOPIC
POLYANGIITIS (MPA): 2 YEARS OR OLDER.

Prescriber
Restrictions

RHEUMATOID ARTHRITIS (RA): PRESCRIBED BY OR IN
CONSULTATION WITH A RHEUMATOLOGIST. CHRONIC
LYMPHOCYTIC LEUKEMIA (CLL), NON-HODGKIN'S
LYMPHOMA (NHL): PRESCRIBED BY OR IN CONSULTATION
WITH AN ONCOLOGIST.

Coverage
Duration

FOR NHL, GPA, MPA: 12 MONTHS. FOR RA, CLL: INITIAL: 6
MONTHS. RENEWAL: 12 MONTHS.

Other Criteria

FOR GPA, MPA: CONCURRENT USE OF GLUCOCORTICOIDS.
INITIAL RA: TRIAL OF OR CONTRAINDICATION TO AT LEAST 3
MONTHS OF TREATMENT WITH ONE DMARD (DISEASE-
MODIFYING ANTIRHEUMATIC DRUG), SUCH AS
METHOTREXATE DOSE GREATER THAN OR EQUAL TO 20MG
PER WEEK OR MAXIMALLY TOLERATED DOSE,
LEFLUNOMIDE, HYDROXYCHLOROQUINE, OR
SULFASALAZINE. FOR CLL: CONCURRRENT CHEMOTHERAPY
(E.G., FLUDARABINE, CYCLOPHOSPHAMIDE). RENEWAL: RA:
EXPERIENCED OR MAINTAINED A 20 PERCENT OR GREATER
IMPROVEMENT IN TENDER JOINT COUNT OR SWOLLEN JOINT
COUNT WHILE ON THERAPY.

Indications

All FDA-approved Indications.
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PA Criteria Criteria Details
Off Label Uses

Part B No

Prerequisite

241




RIBOCICLIB

Products Affected
KISQALI FEMARA CO-PACK ORAL + KISQALI ORAL TABLET 200 MG/DAY
TABLET 200 MG/DAY (200 MG X 1)-2.5 (200 MG X 1), 400 MG/DAY (200 MG X
MG, 400 MG/DAY (200 MG X 2)-2.5 MG, 2), 600 MG/DAY (200 MG X 3)

600 MG/DAY (200 MG X 3)-2.5 MG

PA Criteria Criteria Details

Exclusion

Criteria

Required THE PATIENT HAS NOT EXPERIENCED DISEASE PROGRESSION
Medical FOLLOWING PRIOR CDK INHIBITOR THERAPY

Information

Age Restrictions

Prescriber

Restrictions

Coverage 12 MONTHS

Duration

Other Criteria REQUIRES A TRIAL OF OR CONTRAINDICATION TO VERZENIO
OR IBRANCE WHERE INDICATIONS ALIGN.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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RIFAXIMIN

Products Affected

XIFAXAN ORAL TABLET 200 MG, 550
MG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage TRAVELERS DIARRHEA/HE: 12 MOS. IBS-D: 12 WKS.
Duration

Other Criteria RIFAXIMIN 550 MG TABLETS: HE: TRIAL OF OR
CONTRAINDICATION TO LACTULOSE OR CONCURRENT

LACTULOSE THERAPY.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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RIMEGEPANT

Products Affected
NURTEC ODT

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS.

Other Criteria

INITIAL: ACUTE MIGRAINE TREATMENT: TRIAL OF OR
CONTRAINDICATION TO ONE TRIPTAN (E.G., SUMATRIPTAN,
RIZATRIPTAN). EPISODIC MIGRAINE PREVENTION: TRIAL OF
OR CONTRAINDICATION TO ONE OF THE FOLLOWING
PREVENTIVE MIGRAINE TREATMENTS: DIVALPROEX SODIUM,
TOPIRAMATE, PROPRANOLOL, TIMOLOL. RENEWAL: ACUTE
MIGRAINE TREATMENT: 1) IMPROVEMENT FROM BASELINE IN
A VALIDATED ACUTE TREATMENT PATIENT-REPORTED
OUTCOME QUESTIONNAIRE, OR 2) THERAPY WORKS
CONSISTENTLY IN MAJORITY OF MIGRAINE ATTACKS.
EPISODIC MIGRAINE PREVENTION: 1) REDUCTION IN
MIGRAINE OR HEADACHE FREQUENCY OF AT LEAST 2 DAYS
PER MONTH, OR 2) REDUCTION IN MIGRAINE SEVERITY OR
MIGRAINE DURATION.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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RIOCIGUAT

Products Affected

ADEMPAS

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

INITIAL: PULMONARY ARTERIAL HYPERTENSION (PAH): 1)
CONFIRMATORY DIAGNOSIS BASED ON RIGHT HEART
CATHETERIZATION: A) MEAN PULMONARY ARTERY
PRESSURE (PAP) GREATER THAN 20 MMHG, B) PULMONARY
CAPILLARY WEDGE PRESSURE (PCWP) 15 MMHG OR LESS,
AND C) PULMONARY VASCULAR RESISTANCE (PVR) 3 WOOD
UNITS OR GREATER, AND 2) NYHA-WHO FUNCTIONAL CLASS
(FC) I-IV SYMPTOMS. PERSISTENT/RECURRENT CHRONIC
THROMBOEMBOLIC PULMONARY HYPERTENSION (CTEPH)
WHO GROUP 4: NYHA-WHO FUNCTIONAL CLASS II-1V
SYMPTOMS.

Age Restrictions

Prescriber
Restrictions

PAH, CTEPH: PRESCRIBED BY OR IN CONSULTATION WITH A
CARDIOLOGIST OR PULMONOLOGIST.

Coverage INITIAL AND RENEWAL: 12 MONTHS.
Duration
Other Criteria INITIAL: PAH: NOT CONCURRENTLY TAKING NITRATES,

NITRIC OXIDE DONORS, PHOSPHODIESTERASE INHIBITORS, OR
NON-SPECIFIC PDE INHIBITORS. CTEPH: 1) NOT
CONCURRENTLY OR INTERMITTENTLY TAKING NITRATES,
NITRIC OXIDE DONORS, OR ANY PDE INHIBITORS, AND 2) NOT
A CANDIDATE FOR SURGERY OR HAS INOPERABLE CTEPH OR
HAS PERSISTENT OR RECURRENT DISEASE AFTER SURGICAL
TREATMENT. RENEWAL: PAH, CTEPH: IMPROVEMENT FROM
BASELINE IN THE 6-MINUTE WALK DISTANCE OR A STABLE 6-
MINUTE WALK DISTANCE WITH A STABLE/IMPROVED WHO
FUNCTIONAL CLASS.

Indications

All FDA-approved Indications.
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PA Criteria Criteria Details
Off Label Uses

Part B No

Prerequisite
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RIPRETINIB

Products Affected
QINLOCK

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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RISANKIZUMAB-RZAA

Products Affected
SKYRIZI SUBCUTANEOUS PEN + SKYRIZI SUBCUTANEOUS WEARABLE
INJECTOR INJECTOR

SKYRIZI SUBCUTANEOUS SYRINGE
150 MG/ML, 75 MG/0.83 ML

PA Criteria Criteria Details

Exclusion

Criteria

Required INITIAL: PLAQUE PSORIASIS (PSO): PLAQUE PSORIASIS

Medical COVERING 3 PERCENT OR MORE OF BODY SURFACE AREA OR

Information PSORIATIC LESIONS AFFECTING THE HANDS, FEET, FACE OR
GENITAL AREA.

Age Restrictions

Prescriber PSO: PRESCRIBED BY OR IN CONSULTATION WITH A

Restrictions DERMATOLOGIST. PSORIATIC ARTHRITIS (PSA): PRESCRIBED
BY OR IN CONSULTATION WITH A RHEUMATOLOGIST OR
DERMATOLOGIST.

Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS

Duration

Other Criteria INITIAL: PSO: TRIAL OF OR CONTRAINDICATION TO ONE
CONVENTIONAL THERAPY SUCH AS PUVA (PHOTOTHERAPY
ULTRAVIOLET LIGHT A), UVB (ULTRAVIOLET LIGHT B),
TOPICAL CORTICOSTEROIDS, CALCIPOTRIENE, ACITRETIN,
METHOTREXATE, OR CYCLOSPORINE. RENEWAL: PSO, PSA:
CONTINUES TO BENEFIT FROM THE MEDICATION.

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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RISDIPLAM

Products Affected
EVRYSDI

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

SMA: PRESCRIBED BY OR GIVEN IN CONSULTATION WITH A
NEUROMUSCULAR SPECIALIST OR NEUROLOGIST.

Coverage
Duration

SMA: INITTIAL/RENEWAL: 12 MONTHS

Other Criteria

SPINAL MUSCULAR ATROPHY (SMA): INITIAL:
DOCUMENTATION OF GENE MUTATION ANALYSIS
INDICATING MUTATIONS OR DELETIONS OF BOTH ALLELES
OF THE SURVIVAL MOTOR NEURON 1 (SMN1) GENE. FOR
PRESYMPTOMATIC PATIENTS: DOCUMENTATION OF UP TO
THREE COPIES OF SURVIVAL MOTOR NEURON 2 (SMN2) BASED
ON NEWBORN SCREENING. FOR SYMPTOMATIC PATIENTS: 1)
DOCUMENTATION OF BASELINE MOTOR FUNCTION
ASSESSMENT BY A NEUROMUSCULAR SPECIALIST OR SMA
SPECIALIST, 2) IF PREVIOUSLY RECEIVED GENE THERAPY, THE
PATIENT HAD LESS THAN EXPECTED CLINICAL BENEFIT.
RENEWAL: IMPROVED, MAINTAINED, OR DEMONSTRATED
LESS THAN EXPECTED DECLINE IN MOTOR FUNCTION
ASSESSMENTS COMPARED TO BASELINE, OR OTHER MUSCLE
FUNCTION.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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ROMOSOZUMAB

Products Affected

EVENITY SUBCUTANEOUS SYRINGE
105 MG/1.17 ML, 210MG/2.34ML (
105MG/1.17MLX2)

PA Criteria Criteria Details

Exclusion

Criteria

Required ONE OF THE FOLLOWING: (1) HIGH RISK FOR FRACTURES
Medical DEFINED AS ONE OF THE FOLLOWING: A) HISTORY OF
Information OSTEOPOROTIC (L.E., FRAGILITY, LOW TRAUMA)

FRACTURE(S). B) 2 OR MORE RISK FACTORS FOR FRACTURE
(E.G., HISTORY OF MULTIPLE RECENT LOW TRAUMA
FRACTURES, BMD T-SCORE LESS THAN OR EQUAL TO -2.5,
CORTICOSTEROID USE, OR USE OF GNRH ANALOGS SUCH AS
NAFARELIN, ETC.). C) NO PRIOR TREATMENT FOR
OSTEOPOROSIS AND FRAX SCORE OF AT LEAST 20% FOR ANY
MAIJOR FRACTURE OR OF AT LEAST 3% FOR HIP FRACTURE. (2)
UNABLE TO USE ORAL THERAPY (I.E., UPPER
GASTROINTESTINAL PROBLEMS UNABLE TO TOLERATE ORAL
MEDICATION, LOWER GASTROINTESTINAL PROBLEMS
UNABLE TO ABSORB ORAL MEDICATIONS, TROUBLE
REMEMBERING TO TAKE ORAL MEDICATIONS OR
COORDINATING AN ORAL BISPHOSPHONATE WITH OTHER
ORAL MEDICATIONS OR THEIR DAILY ROUTINE). (3)
THERAPEUTIC FAILURE OF, INTOLERANCE TO, OR A
CONTRAINDICATION TO BISPHOSPHONATES.

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 MONTHS

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses
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PA Criteria Criteria Details

Part B No
Prerequisite

251




ROPEGINTERFERON ALFA-2B-NJFT

Products Affected
BESREMI

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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ROZANOLIXIZUMAB-NOLI

Products Affected

RYSTIGGO

PA Criteria

Criteria Details

Exclusion

Criteria

Required GENERALIZED MYASTHENIA GRAVIS (GMG): 1) POSITIVE
Medical SEROLOGICAL TEST FOR ANTI-ACETYLCHOLINE RECEPTOR
Information (ANTI-ACHR) ANTIBODIES OR ANTI-MUSCLE-SPECIFIC

TYROSINE KINASE (MUSK) ANTIBODIES POSITIVE TEST
RESULTS, 2) DOCUMENTATION OF PRIOR AND/OR CURRENT
TREATMENTS PATIENT HAS USED FOR MYASTHENIA GRAVIS

Age Restrictions

18 YEARS OF AGE OR OLDER

Prescriber
Restrictions

PRESCRIBED BY OR IN CONSULTATION WITH NEUROLOGIST

Coverage 6 Weeks

Duration

Other Criteria PART B VS D EVALUATION ALSO APPLIES. SUBSEQUENT
CYCLES CAN BE ADMINISTERED BASED ON CLINICAL
EVALUATION. THE SAFETY OF INITIATING SUBSEQUENT
CYCLES SOONER THAN 63 DAYS FROM THE START OF THE
PREVIOUS TREATMENT CYCLE HAS NOT BEEN ESTABLISHED.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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RUCAPARIB

Products Affected
RUBRACA

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber

Restrictions

Coverage 12 MONTHS

Duration

Other Criteria METASTATIC CASTRATION-RESISTANT PROSTATE CANCER: 1)
PREVIOUSLY RECEIVED A BILATERAL ORCHIECTOMY, OR 2)
CASTRATE LEVEL OF TESTOSTERONE (L.E., LESS THAN 50
NG/DL), OR 3) CONCURRENT USE WITH A GONADOTROPIN
RELEASING HORMONE (GNRH) ANALOG.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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RUXOLITINIB

Products Affected
JAKAFI
PA Criteria Criteria Details
Exclusion
Criteria
Required MYELOFIBROSIS RENEWAL: PATIENT CONTINUES TO BENEFIT
Medical FROM THE MEDICATION. ACUTE GRAFT-VERSUS-HOST
Information DISEASE (GVHD): NO RENEWAL CRITERIA.

Age Restrictions

Prescriber

Restrictions

Coverage MYELOFIBROSIS: INITIAL: 6 MONTHS, RENEWAL: 12 MONTHS.
Duration POLYCYTHEMIA VERA, GVHD: 12 MONTHS.

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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SECUKINUMAB

Products Affected
COSENTYX (2 SYRINGES)

COSENTYX UNOREADY PEN

COSENTYX PEN (2 PENS)
COSENTYX SUBCUTANEOUS SYRINGE

75 MG/0.5 ML

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

INITTIAL: PLAQUE PSORIASIS (PSO): PSORIASIS COVERING 3
PERCENT OR MORE OF BODY SURFACE AREA OR PSORIATIC
LESIONS AFFECTING THE HANDS, FEET, GENITAL AREA, OR
FACE. NON-RADIOGRAPHIC AXIAL SPONDYLOARTHRITIS (NR-
AXSPA): 1) C-REACTIVE PROTEIN (CRP) LEVELS ABOVE THE
UPPER LIMIT OF NORMAL, OR 2) SACROILIITIS ON MAGNETIC
RESONANCE IMAGING (MRI).

Age Restrictions

Prescriber
Restrictions

PSO, HS: PRESCRIBED BY OR IN CONSULTATION WITH A
DERMATOLOGIST. PSORIATIC ARTHRITIS (PSA): PRESCRIBED
BY OR IN CONSULTATION WITH A RHEUMATOLOGIST OR A
DERMATOLOGIST. ANKYLOSING SPONDYLITIS (AS), NR-
AXSPA, ENTHESITIS-RELATED ARTHRITIS (ERA): PRESCRIBED
BY OR IN CONSULTATION WITH A RHEUMATOLOGIST.

Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS
Duration
Other Criteria INITIAL: PSO: TRIAL OF OR CONTRAINDICATION TO ONE

CONVENTIONAL THERAPY SUCH AS A PUVA (PHOTOTHERAPY
ULTRAVIOLET LIGHT A), UVB (ULTRAVIOLET LIGHT B),
TOPICAL CORTICOSTEROIDS, CALCIPOTRIENE, ACITRETIN,
METHOTREXATE, OR CYCLOSPORINE. AS, NR-AXSPA: TRIAL
OF OR CONTRAINDICATION TO AN NSAID (NON-STEROIDAL
ANTI-INFLAMMATORY DRUG). ERA: TRIAL OF OR
CONTRAINDICATION TO ONE NSAID, SULFASALAZINE, OR
METHOTREXATE. RENEWAL: PSO, PSA, AS, NR-AXSPA, ERA,
HS: CONTINUES TO BENEFIT FROM THE MEDICATION.

Indications

All FDA-approved Indications.
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PA Criteria Criteria Details
Off Label Uses

Part B No

Prerequisite
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SELEXIPAG

Products Affected

UPTRAVI ORAL TABLET 1,000 MCG,
1,200 MCG, 1,400 MCG, 1,600 MCG, 200
MCG, 400 MCG, 600 MCG, 800 MCG
UPTRAVI ORAL TABLETS,DOSE PACK

PA Criteria Criteria Details

Exclusion

Criteria

Required INITIAL: PULMONARY ARTERIAL HYPERTENSION (PAH): 1)
Medical CONFIRMATORY DIAGNOSIS BASED ON RIGHT HEART
Information CATHETERIZATION: A) MEAN PULMONARY ARTERY

PRESSURE (PAP) GREATER THAN 20 MMHG, B) PULMONARY
CAPILLARY WEDGE PRESSURE (PCWP) 15 MMHG OR LESS,
AND C) PULMONARY VASCULAR RESISTANCE (PVR) 3 WOOD
UNITS OR GREATER, AND 2) NYHA-WHO FUNCTIONAL CLASS
(FC) II-IV SYMPTOMS.

Age Restrictions

Prescriber
Restrictions

PAH: PRESCRIBED BY OR IN CONSULTATION WITH A
CARDIOLOGIST OR PULMONOLOGIST.

Coverage INITIAL AND RENEWAL: 12 MONTHS
Duration
Other Criteria INITIAL: PAH: WHO FC II-1II SYMPTOMS: TRIAL OF OR

CONTRAINDICATION TO TWO OF THE FOLLOWING AGENTS
FROM DIFFERENT DRUG CLASSES: 1) FORMULARY VERSION
OF AN ORAL ENDOTHELIAN RECEPTOR ANTAGONIST (E.G.,
AMBRISENTAN, BOSENTAN, MACITENTAN), 2) FORMULARY
VERSION OF AN ORAL PHOSPHODIESTERASE TYPE-5
INHIBITOR (E.G., SILDENAFIL, TADALAFIL), OR 3) FORMULARY
VERSION OF AN ORAL CGMP STIMULATOR (E.G., RIOCIGUAT).
WHO FC I SYMPTOMS AND EVIDENCE OF RAPID
PROGRESSION OR POOR PROGNOSIS, WHO FC IV SYMPTOMS:
NO STEP. RENEWAL: PAH: IMPROVEMENT FROM BASELINE IN
THE 6-MINUTE WALK DISTANCE TEST OR REMAINED STABLE
FROM BASELINE IN THE 6-MINUTE WALK DISTANCE TEST AND
WHO FC HAS IMPROVED OR REMAINED STABLE.

Indications

All FDA-approved Indications.
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PA Criteria Criteria Details
Off Label Uses

Part B No

Prerequisite

259




SELINEXOR

Products Affected

XPOVIO ORAL TABLET 100 MG/WEEK
(50 MG X 2), 40 MG/WEEK (10 MG X 4),
40 MG/WEEK (40 MG X 1), 40MG TWICE
WEEK (40 MG X 2), 60 MG/WEEK (60
MG X 1), 60MG TWICE WEEK (120
MG/WEEK), 80 MG/WEEK (40 MG X 2),
80MG TWICE WEEK (160 MG/WEEK)

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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SELPERCATINIB

Products Affected

RETEVMO ORAL CAPSULE 40 MG, 80
MG
RETEVMO ORAL TABLET

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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SELUMETINIB

Products Affected

KOSELUGO ORAL CAPSULE 10 MG, 25
MG

KOSELUGO ORAL CAPSULE,
SPRINKLE

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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SIPONIMOD

Products Affected

MAYZENT ORAL TABLET 0.25 MG, 1
MG, 2 MG

MAYZENT STARTER(FOR 1MG MAINT)
MAYZENT STARTER(FOR 2MG MAINT)

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria MULTIPLE SCLEROSIS: RENEWAL: 1) DEMONSTRATION OF
CLINICAL BENEFIT COMPARED TO PRE-TREATMENT
BASELINE AND 2) DOES NOT HAVE LYMPHOPENIA.

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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SIROLIMUS PROTEIN-BOUND

Products Affected

FYARRO

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 months

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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SODIUM OXYBATE

Products Affected
XYREM

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

PRESCRIBED BY OR GIVEN IN CONSULTATION WITH ONE OF
THE FOLLOWING SPECIALISTS: NEUROLOGIST,
PSYCHIATRIST, OR SPECIALIST IN SLEEP MEDICINE

Coverage
Duration

INITIAL 6 MONTHS. RENEWAL: 12 MONTHS

Other Criteria

ALL INDICATIONS: INITIAL: THE PATIENT IS NOT CURRENTLY
BEING TREATED WITH SEDATIVE HYPNOTIC AGENTS.
EXCESSIVE DAYTIME SLEEPINESS (EDS) IN NARCOLEPSY: FOR
PATIENTS 18 YEARS OR OLDER: TRIAL OF OR
CONTRAINDICATION TO THE FORMULARY VERSION OF
MODAFINIL, ARMODAFINIL, PITOLISANT OR SOLRIAMFETOL
AND ONE OTHER GENERIC STIMULANT INDICATED FOR EDS
IN NARCOLEPSY. FOR PATIENTS 7 TO 17 YEARS OF AGE: TRIAL
OF OR CONTRAINDICATION TO ONE OTHER GENERIC
STIMULANT INDICATED FOR EDS IN NARCOLEPSY. RENEWAL:
SUSTAINED IMPROVEMENT OF SYMPTOMS COMPARED TO
BASELINE.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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SOFOSBUVIR/VELPATASVIR

Products Affected

sofosbuvir-velpatasvir

PA Criteria Criteria Details
Exclusion

Criteria

Required HCV RNA LEVEL.
Medical

Information

Age Restrictions

Prescriber
Restrictions

PRESCRIBED BY OR GIVEN IN CONSULTATION WITH:
GASTROENTEROLOGIST, INFECTIOUS DISEASE SPECIALIST,
PHYSICIAN SPECIALIZING IN THE TREATMENT OF HEPATITIS
(HEPATOLOGIST), OR A SPECIALLY TRAINED GROUP SUCH AS
ECHO (EXTENSION FOR COMMUNITY HEALTHCARE
OUTCOMES) MODEL.

Coverage
Duration

CRITERIA WILL BE APPLIED CONSISTENT WITH CURRENT
AASLD/IDSA GUIDANCE.

Other Criteria

CRITERIA WILL BE APPLIED CONSISTENT WITH CURRENT
AASLD/IDSA GUIDANCE. HCV RNA LEVEL WITHIN PAST 6
MONTHS. PATIENT IS NOT CONCURRENTLY TAKING ANY OF
THE FOLLOWING MEDICATIONS NOT RECOMMENDED BY THE
MANUFACTURER: AMIODARONE, CARBAMAZEPINE,
PHENYTOIN, PHENOBARBITAL, OXCARBAZEPINE, RIFAMPIN,
RIFABUTIN, RIFAPENTINE, HIV REGIMEN THAT CONTAINS
EFAVIRENZ, ROSUVASTATIN AT DOSES ABOVE 10MGQ,
TIPRANAVIR/RITONAVIR OR TOPOTECAN. PATIENTS WITH
DECOMPENSATED CIRRHOSIS REQUIRE CONCURRENT
RIBAVIRIN UNLESS RIBAVIRIN INELIGIBLE.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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SOLRIAMFETOL

Products Affected
SUNOSI

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

EXCESSIVE DAYTIME SLEEPINESS (EDS) IN NARCOLEPSY:
NEUROLOGIST, PSYCHIATRIST, OR SPECIALIST IN SLEEP
MEDICINE.

Coverage
Duration

INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS.

Other Criteria

EXCESSIVE DAYTIME SLEEPINESS (EDS) IN NARCOLEPSY: THE
PATIENT HAS TRIED THE FORMULARY VERSION OF
MODAFINIL OR ARMODAFINIL AND ONE OTHER GENERIC
STIMULANT INDICATED FOR EXCESSIVE DAYTIME
SLEEPINESS (EDS) IN NARCOLEPSY. OBSTRUCTIVE SLEEP
APNEA (OSA): THE PATIENT HAS TRIED THE FORMULARY
VERSION OF MODAFINIL OR ARMODAFINIL. RENEWAL.:
SUSTAINED IMPROVEMENT OF SYMPTOMS COMPARED TO
BASELINE.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite
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SOMATROPIN - NORDITROPIN

Products Affected
NORDITROPIN FLEXPRO
PA Criteria Criteria Details
Exclusion ATHLETIC ENHANCEMENT, ANTI-AGING PURPOSES.
Criteria
Required INITTIAL: PEDIATRIC GROWTH HORMONE DEFICIENCY (GHD),
Medical IDIOPATHIC SHORT STATURE (ISS), SMALL FOR GESTATIONAL
Information AGE (SGA), TURNER SYNDROME (TS), NOONAN SYNDROME:

HEIGHT AT LEAST 2 STANDARD DEVIATIONS (SD) BELOW THE
MEAN HEIGHT FOR NORMAL CHILDREN OF THE SAME AGE
AND GENDER. PRADER WILLI SYNDROME (PWS): CONFIRMED

GENETIC DIAGNOSIS.
Age Restrictions
Prescriber INITIAL AND RENEWAL: PRESCRIBED BY OR IN
Restrictions CONSULTATION WITH AN ENDOCRINOLOGIST.
Coverage INITIAL AND RENEWAL: 12 MONTHS.

Duration

Other Criteria | INITIAL: ADULT GHD: GROWTH HORMONE DEFICIENCY
ALONE OR ASSOCIATED WITH MULTIPLE HORMONE
DEFICIENCIES (HYPOPITUITARISM), AS A RESULT OF
PITUITARY DISEASES, HYPOTHALAMIC DISEASE, SURGERY,
RADIATION THERAPY, TRAUMA, OR CONTINUATION OF
THERAPY FROM CHILDHOOD ONSET GROWTH HORMONE
DEFICIENCY. PEDIATRIC GHD, ISS, SGA, TS, NOONAN
SYNDROME: OPEN EPIPHYSES. RENEWAL: PEDIATRIC GHD,
ISS, SGA, TS, NOONAN SYNDROME: 1) IMPROVEMENT WHILE
ON THERAPY (L.E., INCREASED HEIGHT OR INCREASED
GROWTH VELOCITY), AND 2) OPEN EPIPHYSES. PWS:
IMPROVEMENT IN BODY COMPOSITION.

Indications All FDA-approved Indications.

Off Label Uses
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PA Criteria Criteria Details

Part B No
Prerequisite
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SOMATROPIN - SEROSTIM

Products Affected

SEROSTIM SUBCUTANEOUS RECON
SOLN 4 MG, 5 MG, 6 MG

PA Criteria Criteria Details

Exclusion ATHLETIC ENHANCEMENT, ANTI-AGING PURPOSES.

Criteria

Required INITIAL: HIV/WASTING: MEETS ONE OF THE FOLLOWING
Medical CRITERIA FOR WEIGHT LOSS: 10% UNINTENTIONAL WEIGHT
Information LOSS OVER 12 MONTHS, OR 7.5% OVER 6 MONTHS, OR 5%

BODY CELL MASS (BCM) LOSS WITHIN 6 MONTHS, OR A BCM
LESS THAN 35% (MEN) OF TOTAL BODY WEIGHT AND A BODY
MASS INDEX (BMI) LESS THAN 27 KG PER METER SQUARED,
OR BCM LESS THAN 23% (WOMEN) OF TOTAL BODY WEIGHT
AND A BODY MASS INDEX (BMI) LESS THAN 27 KG PER METER
SQUARED, OR BMI LESS THAN 18.5 KG PER METER SQUARED.

Age Restrictions

Prescriber
Restrictions

HIV/WASTING: PRESCRIBED BY OR IN CONSULTATION WITH A
GASTROENTEROLOGIST, NUTRITIONAL SUPPORT SPECIALIST,
OR INFECTIOUS DISEASE SPECIALIST.

Coverage
Duration

INITIAL AND RENEWAL: 3 MONTHS.

Other Criteria

HIV/WASTING: INITIAL: INADEQUATE RESPONSE TO ONE
PREVIOUS THERAPY (E.G., MEGACE, APPETITE STIMULANTS,
ANABOLIC STEROIDS), RENEWAL: CLINICAL BENEFIT IN
MUSCLE MASS AND WEIGHT. INITIAL AND RENEWAL.:
CURRENTLY ON HIV ANTIRETROVIRAL THERAPY.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite
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SONIDEGIB

Products Affected
ODOMZO

PA Criteria Criteria Details

Exclusion
Criteria

Required BASELINE SERUM CREATINE KINASE (CK) AND SERUM
Medical CREATININE LEVELS
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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SORAFENIB TOSYLATE

Products Affected

sorafenib

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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SOTORASIB

Products Affected
LUMAKRAS

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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STIRIPENTOL

Products Affected

DIACOMIT ORAL CAPSULE 250 MG,
500 MG

DIACOMIT ORAL POWDER IN PACKET
250 MG, 500 MG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber DRAVET SYNDROME: PRESCRIBED BY OR IN CONSULTATION
Restrictions WITH A NEUROLOGIST.

Coverage INITIAL AND RENEWAL: 12 MONTHS.

Duration

Other Criteria RENEWAL: DRAVET SYNDROME: CURRENTLY TREATED WITH

CLOBAZAM.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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SUNITINIB MALATE

Products Affected

sunitinib malate

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria GASTROINTESTINAL STROMAL TUMORS (GIST): TRIAL OF OR
CONTRAINDICATION TO GLEEVEC.

Indications All FDA-approved Indications.
Off Label Uses

Part B No

Prerequisite

275



TACROLIMUS XR

Products Affected

ASTAGRAF XL
ENVARSUS XR

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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TADALAFIL BPH

Products Affected
tadalafil oral tablet 2.5 mg, 5 mg

PA Criteria Criteria Details

Exclusion
Criteria

Required BENIGN PROSTATIC HYPERPLASIA (BPH): DIAGNOSIS OF BPH.
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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TAFAMIDIS

Products Affected

VYNDAMAX
VYNDAQEL

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

RENEWAL: PHYSICIAN ATTESTATION THAT THE PATIENT HAS
NOT PROGRESSED TO NYHA CLASS IV HEART FAILURE.

Age Restrictions

Prescriber
Restrictions

PRESCRIBED BY OR GIVEN IN CONSULTATION WITH A
CARDIOLOGIST, ATTR SPECIALIST, OR MEDICAL GENETICIST.

Coverage
Duration

INITIAL AND RENEWAL: 12 MONTHS

Other Criteria

INITIAL: PATIENT HAS NEW YORK HEART ASSOCIATION
(NYHA) CLASS I, I, OR IIT HEART FAILURE. DIAGNOSIS
CONFIRMED BY ONE OF THE FOLLOWING: 1) BONE SCAN
(SCINTIGRAPHY) STRONGLY POSITIVE FOR MYOCARDIAL
UPTAKE OF 99MTCPYP/DPD, OR 2) BIOPSY OF TISSUE OF
AFFECTED ORGAN(S) (CARDIAC AND POSSIBLY NON-CARDIAC
SITES) TO CONFIRM AMYLOID PRESENCE AND CHEMICAL
TYPING TO CONFIRM PRESENCE OF TRANSTHYRETIN (TTR)
PROTEIN.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite
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TALAZOPARIB

Products Affected

TALZENNA ORAL CAPSULE 0.1 MG,
0.25 MG, 0.35 MG, 0.5 MG, 0.75 MG, 1

MG

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber

Restrictions

Coverage 12 MONTHS

Duration

Other Criteria PATIENT HAS BEEN TREATED WITH CHEMOTHERAPY IN THE
NEOADJUVANT, ADJUVANT, OR METASTATIC SETTING.
PATIENTS WITH HORMONE RECEPTOR (HR)-POSITIVE BREAST
CANCER MUST HAVE ADDITIONAL PRIOR TREATMENT WITH
ENDOCRINE THERAPY OR BE CONSIDERED INAPPROPRIATE
FOR ENDOCRINE THERAPY. ONLY VERIFICATION OF
INDICATION FOR PROSTATE CANCER IS NEEDED. THERE ARE
NO EXTRA REQUIREMENTS FOR THIS INDICATION.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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TALETRECTINIB ADIPATE

Products Affected
IBTROZI
PA Criteria Criteria Details
Exclusion
Criteria
Required 1) Diagnosis: Patient has locally advanced or metastatic Non-Small Cell
Medical Lung Cancer (NSCLC). 2) Document: Patient has documented ROS1 plus
Information NSCLC. 3) Ibtrozi is given as monotherapy.

Age Restrictions

18 YEARS OF AGE OR OLDER

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH HEMATOLOGIST,
Restrictions ONCOLOGIST OR PULMONOLOGIST.

Coverage 12 MONTHS

Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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TASIMELTEON

Products Affected

HETLIOZ LQ
tasimelteon

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage LIFETIME
Duration

Other Criteria NON-24 HOUR SLEEP-WAKE DISORDER: PATIENT IS LIGHT-
INSENSITIVE OR HAS TOTAL BLINDNESS.

Indications All FDA-approved Indications.
Off Label Uses

Part B No

Prerequisite
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TAZEMETOSTAT

Products Affected
TAZVERIK

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

282



TECLISTAMAB-CQYV

Products Affected
TECVAYLI

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

PRESCRIBED BY OR IN CONSULTATION WITH A
HEMATOLOGIST OR ONCOLOGIST

Coverage 12 MONTHS

Duration

Other Criteria RELAPSED OR REFRACTORY MULTIPLE MYELOMA: 1.)
THERAPEUTIC FAILURE TO AT LEAST FOUR PRIOR LINES OF
THERAPY, INCLUDING AT LEAST ONE PROTEASOME
INHIBITOR (E.G., BORTEZOMIB, CARFILZOMIB, IXAZOMIB),
ONE IMMUNOMODULATORY AGENT (E.G., THALIDOMIDE,
LENALIDOMIDE, POMALIDOMIDE), AND ONE CD38-DIRECTED
MONOCLONAL ANTIBODY (E.G., DARATUMUMARB).

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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TEDUGLUTIDE

Products Affected
GATTEX 30-VIAL

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria PATIENT IS DEPENDENT ON INTRAVENOUS PARENTERAL
NUTRITION DEFINED AS REQUIRING PARENTERAL NUTRITION
AT LEAST THREE TIMES PER WEEK

Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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TELISOTUZUMAB VEDOTIN-TLLV

Products Affected

EMRELIS

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 MONTHS

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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TELOTRISTAT

Products Affected
XERMELO

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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TEPOTINIB

Products Affected
TEPMETKO

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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TEPROTUMUMAB-TRBW

Products Affected
TEPEZZA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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TERIFLUNOMIDE

Products Affected

teriflunomide

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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TESAMORELIN

Products Affected

EGRIFTA SV
EGRIFTA WR

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 3 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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TESTOSTERONE

Products Affected

testosterone cypionate * testosterone transdermal gel in packet 1 %
testosterone enanthate (25 mg/2.5gram), 1 % (50 mg/5 gram)
testosterone transdermal gel in metered-dose * testosterone transdermal solution in metered
pump 12.5 mg/ 1.25 gram (1 %), 20.25 pump w/app
mg/1.25 gram (1.62 %) + XYOSTED

PA Criteria Criteria Details

Exclusion

Criteria

Required INITIAL: MALE HYPOGONADISM: CONFIRMED BY: 1) AT LEAST

Medical TWO MORNING TOTAL SERUM TESTOSTERONE LEVELS OF

Information LESS THAN 300 NG/DL TAKEN ON SEPARATE OCCASIONS

WHILE IN A FASTED STATE, OR 2) FREE SERUM
TESTOSTERONE LEVEL OF LESS THAN 5 PG/ML.

Age Restrictions

Prescriber

Restrictions

Coverage PRIMARY OR SECONDARY HYPOGONADISM: 12 MO. ALL

Duration OTHER INDICATIONS: LIFETIME OF MEMBERSHIP IN PLAN.

Other Criteria MALE HYPOGONADISM: RENEWAL: IMPROVED SYMPTOMS
COMPARED TO BASELINE AND TOLERANCE TO TREATMENT.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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TETRABENAZINE

Products Affected

tetrabenazine

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber NEUROLOGIST OR MOVEMENT DISORDER SPECIALIST
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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TEZACAFTOR/IVACAFTOR

Products Affected
SYMDEKO

PA Criteria Criteria Details

Exclusion
Criteria

Required CONFIRMED MUTATION IN CFTR GENE ACCEPTABLE FOR THE
Medical TREATMENT OF CYSTIC FIBROSIS.
Information

Age Restrictions

Prescriber PRESCRIBED BY OR GIVEN IN CONSULTATION WITH A
Restrictions PULMONOLOGIST OR CYSTIC FIBROSIS EXPERT
Coverage INITIAL: 6 MONTHS. RENEWAL: LIFETIME

Duration

Other Criteria RENEWAL: MAINTAINED, IMPROVED, OR DEMONSTRATED
LESS THAN EXPECTED DECLINE IN FEV1 OR BODY MASS
INDEX (BMI), OR REDUCTION IN NUMBER OF PULMONARY

EXACERBATIONS.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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THALIDOMIDE

Products Affected
THALOMID

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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TILDRAKIZUMAB

Products Affected
ILUMYA

PA Criteria Criteria Details

Exclusion

Criteria

Required

Medical

Information

Age Restrictions | 18 YEARS OF AGE OR OLDER.

Prescriber Prescribed by or in consultation with a dermatologist.

Restrictions

Coverage Initial: 6 months. Renewal: 12 months

Duration

Other Criteria Initial: Plaque psoriasis: 1) The patient has psoriatic lesions involving
greater than or equal to 3% of body surface area (BSA) OR psoriatic
lesions affecting the hands, feet, genital area, scalp, or face. 2) The patient
had a previous trial of or contraindication to ONE or more forms of
conventional therapies such as PUVA (Phototherapy Ultraviolet Light A),
UVB (Ultraviolet Light B), topical corticosteroids, calcipotriene, acitretin,
methotrexate, or cyclosporine. Renewal: 1) Documentation showing
patient has achieved or maintained clear or minimal disease or a decrease
in PASI (Psoriasis Area and Severity Index) from baseline.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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TISLELIZUMAB

Products Affected
TEVIMBRA
PA Criteria Criteria Details
Exclusion
Criteria
Required 1) DIAGNOSIS: FOR THE TREATMENT OF UNRESECTABLE OR
Medical METASTATIC ESOPHAGEAL SQUAMOUS CELL CARCINOMA
Information (ESCC). 2) DOCUMENT: DISEASE PROGRESSION FOLLOWING AT

LEAST ONE SYSTEMIC THERAPY [E.G., FLUOROPYRIMIDINE
(FLUOROURACIL OR CAPECITABINE), OXALIPLATIN OR
CISPLATIN, ETC.] THAT DID NOT INCLUDE A PD-1 (L.E.,
NIVOLUMAB, PEMBROLIZUMAB, ETC.), PD-L1 (LE.,
DURVALUMAB, ETC.), OR CTLA-4 (1.E., IPILIMUMAB, ETC.)
DIRECTED THERAPY FOR RECURRENT LOCALLY ADVANCED
OR METASTATIC ESCC.

Age Restrictions

18 YEARS OF AGE OR OLDER

Prescriber
Restrictions

PRESCRIBED BY OR IN CONSULTATION WITH A
HEMATOLOGIST OR ONCOLOGIST

Coverage
Duration

12 MONTHS

Other Criteria

PART D VS. PART B EVALUATION ALSO APPLIES.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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TIVOZANIB

Products Affected
FOTIVDA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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TOFACITINIB

Products Affected

XELJANZ ORAL SOLUTION
XELJANZ ORAL TABLET

XELJANZ XR

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

RHEUMATOID ARTHRITIS (RA), ANKYLOSING SPONDYLITIS
(AS), POLYARTICULAR COURSE JUVENILE IDIOPATHIC
ARTHRITIS (PCJIA): PRESCRIBED BY OR IN CONSULTATION
WITH A RHEUMATOLOGIST. PSORIATIC ARTHRITIS (PSA):
PRESCRIBED BY OR IN CONSULTATION WITH A
RHEUMATOLOGIST OR DERMATOLOGIST. ULCERATIVE
COLITIS (UC): PRESCRIBED BY OR IN CONSULTATION WITH A
GASTROENTEROLOGIST.

Coverage
Duration

INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS.

Other Criteria

INITIAL: RA: TRIAL OF OR CONTRAINDICATION TO 3 MONTHS
OF TREATMENT WITH ONE DMARD (DISEASE-MODIFYING
ANTIRHEUMATIC DRUGQG) - IF A PATIENT TRIED
METHOTREXATE, THEN TRIAL AT A DOSE GREATER THAN OR
EQUAL TO 20MG PER WEEK OR MAXIMALLY TOLERATED
DOSE IS REQUIRED. PCJIA: TRIAL OF OR CONTRAINDICATION
TO ONE DMARD. AS: TRIAL OF OR CONTRAINDICATION TO AN
NSAID. RENEWAL: RA, PSA, AS, PCJIA: CONTINUES TO BENEFIT
FROM THE MEDICATION.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite
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TOLVAPTAN

Products Affected

JYNARQUE ORAL TABLET sequential
JYNARQUE ORAL TABLETS,

SEQUENTIAL

tolvaptan (polycys kidney dis) oral tablets,

PA Criteria Criteria Details

Exclusion

Criteria

Required RENEWAL: PHYSICIAN ATTESTATION THAT PATIENT HAS NOT
Medical PROGRESSED TO ESRD/DIALYSIS OR TRANSPLANT.

Information

Age Restrictions

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH A

Restrictions NEPHROLOGIST.

Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS.

Duration

Other Criteria INITIAL: THE PATIENT MEETS ALL OF THE FOLLOWING: (1)
CONFIRMED POLYCYSTIC KIDNEY DISEASE VIA CT, MRI
IMAGING, OR ULTRASOUND (2) GENETIC TESTING FOR
CAUSATIVE MUTATIONS OR FAMILY HISTORY OF CONFIRMED
POLYCYSTIC KIDNEY DISEASE IN ONE OR BOTH PARENTS,
AND (3) PATIENT DOES NOT HAVE ESRD.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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TOPICAL TRETINOIN

Products Affected

ALTRENO
tretinoin

PA Criteria Criteria Details

Exclusion COSMETIC INDICATIONS SUCH AS WRINKLES, PHOTOAGING,
Criteria MELASMA.

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria BRAND TOPICAL TRETINOIN REQUIRES TRIAL OF OR
CONTRAINDICATION TO A FORMULARY GENERIC TOPICAL

TRETINOIN PRODUCT.
Indications All FDA-approved Indications.
Off Label Uses
Part B No

Prerequisite
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TOVORAFENIB

Products Affected
OJEMDA
PA Criteria Criteria Details
Exclusion
Criteria
Required 1) DIAGNOSIS: FOR THE TREATMENT OF PATIENTS 6 MONTHS
Medical OF AGE AND OLDER WITH RELAPSED OR REFRACTORY

Information

PEDIATRIC LOW GRADE GLIOMA (PLGG). 2) DOCUMENT: A)
BRAF FUSION OR REARRANGEMENT OR BRAF V600 MUTATION
B) DOCUMENTATION OF PATIENT HAS RECEIVED AT LEAST
ONE SYSTEMIC THERAPY (TAFINLAR PLUS MEKINIST) PRIOR
OR CURRENT TREATMENTS PATIENT HAS USED FOR PLGG
AND C) PATIENTS ACTUAL BODY WEIGHT AND BODY
SURFACE AREA (DOSING BASED ON BODY SURFACE AREA).

Age Restrictions

6 MONTHS OF AGE AND OLDER

Prescriber
Restrictions

PRESCRIBED BY OR IN CONSULTATION WITH A
HEMATOLOGIST OR ONCOLOGIST.

Coverage 12 MONTHS

Duration

Other Criteria 1) VALIDATE THAT THE TREATMENT REGIMEN IS FOLLOWING
THE MOST UP TO DATE NCCN GUIDELINES
RECOMMENDATIONS.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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TRAMETINIB

Products Affected

MEKINIST ORAL RECON SOLN
MEKINIST ORAL TABLET 0.5 MG, 2 MG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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TREMELIMUMAB-ACTL

Products Affected
IMJUDO

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

PRESCRIBED BY OR IN CONSULTATION WITH A
HEMATOLOGIST OR ONCOLOGIST

Coverage
Duration

12 MONTHS

Other Criteria

LOCALLY ADVANCED UNRESECTABLE AND/OR METASTATIC
HEPATOCELLULAR CARCINOMA (UHCC): 1) PRESCRIBED IN
COMBINATION WITH DURVALUMAB AS FIRST-LINE THERAPY
ONLY. 2) CHILD-PUGH SCORE CLASS A. 3) PRIOR HISTORY OF
PRIOR SYSTEMIC TREATMENT, INCLUDING PD-1/PD-L1 USE, 4)
ECOG PERFORMANCE STATUS OF 0-1, 5) RATIONAL OF WHY
ATEZOLIZUMAB AND BEVACIZUMAB COMBINATION OR
DURVALUMAB AS MONOTHERAPY IS NOT APPROPRIATE AS
MONOTHERAPY. METASTATIC NON-SMALL-CELL LUNG
CARCINOMA (NSCLC): 1) PRESCRIBED IN COMBINATION WITH
DURVALUMAB AND PLATINUM-BASED CHEMOTHERAPY IN
PATIENTS WITH NO EGFR OR ALK GENOMIC TUMOR
ABERRATIONS.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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TREOSULFAN

Products Affected
GRAFAPEX
PA Criteria Criteria Details
Exclusion
Criteria
Required 1) DIAGNOSIS: A) ACUTE MYELOID LEUKEMIA (AML) AS A
Medical PREPARATIVE REGIMEN FOR ALLOGENEIC HEMATOPOIETIC
Information STEM CELL TRANSPLANTATION (ALLOHSCT) B)

MYELODYSPLASTIC SYNDROME (MDS) AS A PREPARATIVE
REGIMEN FOR ALLOGENEIC HEMATOPOIETIC STEM CELL
TRANSPLANTATION AND II) ACTUAL BODY WEIGHT OR BSA

Age Restrictions | 1 YEARS OF AGE OR OLDER

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH A

Restrictions HEMATOLOGIST, ONCOLOGIST, OR TRANSPLANT SPECIALIST.
Coverage 12 MONTHS

Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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TRIENTINE

Products Affected
trientine
PA Criteria Criteria Details
Exclusion
Criteria
Required WILSONS DISEASE: INITIAL: KNOWN FAMILY HISTORY OF
Medical WILSONS DISEASE OR PHYSICAL EXAMINATION CONSISTENT
Information WITH WILSONS DISEASE. CONFIRMATION OF ONE OF THE

FOLLOWING: 1) PLASMA COPPER-PROTEIN CERULOPLASMIN
LESS THAN 20 MG/DL, 2) LIVER BIOPSY POSITIVE FOR AN
ABNORMALLY HIGH CONCENTRATION OF COPPER (GREATER
THAN 250 MCG/G DRY WEIGHT) OR THE PRESENCE OF
KAYSER-FLEISCHER RINGS, OR 3) CONFIRMATION BY
GENETIC TESTING FOR ATP7B MUTATIONS, RENEWAL.:
PATIENT CONTINUES TO BENEFIT FROM THE MEDICATION.

Age Restrictions

Prescriber
Restrictions

WILSONS DISEASE: PRESCRIBED BY OR IN CONSULTATION
WITH A HEPATOLOGIST OR GASTROENTEROLOGIST.

Coverage
Duration

WILSONS DISEASE: INITIAL: 12 MONTHS, RENEWAL: LIFETIME.

Other Criteria

INITIAL: WILSONS DISEASE: TRIAL OF OR CONTRAINDICATION
TO FORMULARY VERSION OF PENICILLAMINE (DEPEN).

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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TRIFLURIDINE/TTIPIRACIL

Products Affected

LONSURF ORAL TABLET 15-6.14 MG,

20-8.19 MG

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 MONTHS

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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TUCATINIB

Products Affected
TUKYSA ORAL TABLET 150 MG, 50 MG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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UBROGEPANT

Products Affected
UBRELVY

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS.

Other Criteria

INITIAL: TRIAL OF OR CONTRAINDICATION TO ONE
FORMULARY TRIPTAN. RENEWAL: THE PATIENT HAS
EXPERIENCED AN IMPROVEMENT FROM BASELINE IN A
VALIDATED ACUTE TREATMENT PATIENT-REPORTED
OUTCOME QUESTIONNAIRE OR THE PATIENT HAS
EXPERIENCED CLINICAL IMPROVEMENT AS DEFINED BY ONE
OF THE FOLLOWING: 1) ABILITY TO FUNCTION NORMALLY
WITHIN 2 HOURS OF DOSE, 2) HEADACHE PAIN DISAPPEARS
WITHIN 2 HOURS OF DOSE, 3) THERAPY WORKS
CONSISTENTLY IN MAJORITY OF MIGRAINE ATTACKS.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite
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ULTOMIRIS

Products Affected
ULTOMIRIS

PA Criteria Criteria Details

Exclusion

Criteria

Required

Medical

Information

Age Restrictions

Prescriber Prescribed by or in consultation with a hematologist.

Restrictions

Coverage INITIAL: 6 MONTHS. RENEWAL: 6 MONTHS.

Duration

Other Criteria INITIAL: 1) Diagnosis of Paroxysmal nocturnal hemoglobinuria (PNH)
and meets the following: A) Flow cytometry shows detectable GPI-
deficient hematopoietic clones or greater than or equal to 5% PNH cells,
B) Member has one of the following: 1) History of greater than or equal to
1 transfusion in the past 24 months with documentation of hemoglobin
less than or equal to 7 g/dL in members without anemia symptoms or
hemoglobin less than or equal to 10 g/dL in members with anemia
symptoms, or ii) History of thrombosis. RENEWAL: 1) PNH: Member is
responding positively to therapy as evidenced by, including but not
limited to, improvement in any of the following parameters: Improved
measures of intravascular hemolysis (e.g., normalization of lactate
dehydrogenase [LDH]), Reduced need for red blood cell transfusions,
Increased or stabilization of hemoglobin levels, Less fatigue, Improved
health-related quality of life, or Fewer thrombotic events.

Indications All FDA-approved Indications.

Off Label Uses

Part B Yes

Prerequisite
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UPADACITINIB

Products Affected

RINVOQ
RINVOQ LQ

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

RHEUMATOID ARTHRITIS (RA), GIANT CELL ARTERITIS (GCA)
AND ANKYLOSING SPONDYLITIS (AS): PRESCRIBED BY OR IN
CONSULTATION WITH A RHEUMATOLOGIST. PSORIATIC
ARTHRITIS (PSA): PRESCRIBED BY OR IN CONSULTATION
WITH A RHEUMATOLOGIST OR DERMATOLOGIST. ATOPIC
DERMATITIS (AD): PRESCRIBED BY OR IN CONSULTATION
WITH A DERMATOLOGIST, ALLERGIST, OR IMMUNOLOGIST.
FOR CROHNS DISEASE (CD), ULCERATIVE COLITIS (UC):
GASTROENTEROLOGIST.

Coverage
Duration

INITIAL:RA,PSA,AS,CD,UC,NR-AXSPA,PJIA,GCA: 6 MONTHS. AD:
4 MONTHS. RENEWAL: 12 MONTHS.
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PA Criteria

Criteria Details

Other Criteria

RA: TRIAL OF OR CONTRAINDICATION TO 3 MONTHS OF
TREATMENT WITH ONE DMARD (DISEASE-MODIFYING
ANTIRHEUMATIC DRUGQG) - IF A PATIENT TRIED
METHOTREXATE, THEN TRIAL AT A DOSE GREATER THAN OR
EQUAL TO 20MG PER WEEK OR MAXIMALLY TOLERATED
DOSE IS REQUIRED AND INADEQUATE RESPONSE OR
INTOLERANCE TO ONE OR MORE TNF BLOCKERS. PSA:
INADEQUATE RESPONSE OR INTOLERANCE TO ONE OR MORE
TNF BLOCKERS. ATOPIC DERMATITIS: TRIAL OF A HIGH OR
SUPER HIGH POTENCY TOPICAL CORTICOSTEROID (E.G.,
TRIAMCINOLONE ACETONIDE, FLUOCINONIDE, CLOBETASOL
PROPIONATE, HALOBETASOL PROPIONATE) OR ONE NON-
STEROIDAL TOPICAL IMMUNOMODULATING AGENT (E.G.,
EUCRISA, OPZELURA, PIMECROLIMUS, TACROLIMUS). AS AND
NR-AXSPA: TRIAL OF OR CONTRAINDICATION TO AN NSAID
(NON-STEROIDAL ANTI-INFLAMMATORY DRUG) AND
INADEQUATE RESPONSE OR INTOLERANCE TO ONE OR MORE
TNF BLOCKERS. CD: TRIAL OF OR CONTRAINDICATION TO
ONE CONVENTIONAL THERAPY SUCH AS A CORTICOSTEROID
(E.G., BUDESONIDE, METHYLPREDNISOLONE), AZATHIOPRINE,
MERCAPTOPURINE, METHOTREXATE, OR MESALAMINE AND
INADEQUATE RESPONSE OR INTOLERANCE TO ONE OR MORE
TNF BLOCKERS.RENEWAL: RA, PSA, UC, AS, GCA AND NR-
AXSPA: CONTINUES TO BENEFIT FROM THE MEDICATION.
ATOPIC DERMATITIS: EXPERIENCED OR MAINTAINED
IMPROVEMENT IN AT LEAST TWO OF THE FOLLOWING:
INTRACTABLE PRURITUS, CRACKING AND OOZING/BLEEDING
OF AFFECTED SKIN, IMPAIRED ACTIVITIES OF DAILY LIVING.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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URIDINE TRIACETATE

Products Affected
XURIDEN
PA Criteria Criteria Details
Exclusion
Criteria
Required INITTIAL: DIAGNOSIS CONFIRMED BY 1) GENETIC MUTATION
Medical OF URIDINE MONOPHOSPHATE SYNTHASE (UMPS) GENE AND
Information 2) ELEVATED URINE OROTIC ACID PER AGE-SPECIFIC

REFERENCE RANGE. RENEWAL: IMPROVEMENT FROM
BASELINE OR STABILIZATION OF AGE DEPENDENT
HEMATOLOGIC PARAMETERS (E.G., NEUTROPHIL COUNT,
NEUTROPHIL PERCENT, WBC COUNT, MEAN CORPUSCULAR
VOLUME)

Age Restrictions

Prescriber PRESCRIBED BY OR GIVEN IN CONSULTATION WITH A

Restrictions PRESCRIBER SPECIALIZING IN INHERITED METABOLIC
DISEASES

Coverage INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS

Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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USTEKINUMAB

Products Affected

STELARA INTRAVENOUS

STELARA SUBCUTANEOUS SOLUTION
STELARA SUBCUTANEOUS SYRINGE
45 MG/0.5 ML, 90 MG/ML

PA Criteria Criteria Details

Exclusion

Criteria

Required INITTIAL: PLAQUE PSORIASIS (PSO): PSORIASIS COVERING 3
Medical PERCENT OR MORE OF BODY SURFACE AREA OR PSORIATIC
Information LESIONS AFFECTING THE HANDS, FEET, GENITAL AREA,

SCALP OR FACE.

Age Restrictions

Prescriber
Restrictions

PSORIATIC ARTHRITIS (PSA): PRESCRIBED BY OR IN
CONSULTATION WITH A DERMATOLOGIST OR
RHEUMATOLOGIST. PSO: PRESCRIBED BY OR IN
CONSULTATION WITH A DERMATOLOGIST. CROHNS DISEASE
(CD), ULCERATIVE COLITIS (UC): PRESCRIBED BY OR IN
CONSULTATION WITH A GASTROENTEROLOGIST.

Coverage
Duration

INITIAL: 6 MONTHS. RENEWAL: 12 MONTHS.

Other Criteria

INITIAL: PSO: TRIAL OF OR CONTRAINDICATION TO ONE
CONVENTIONAL THERAPY SUCH AS A PUVA (PHOTOTHERAPY
ULTRAVIOLET LIGHT A), UVB (ULTRAVIOLET LIGHT B),
TOPICAL CORTICOSTEROIDS, CALCIPOTRIENE, ACITRETIN,
METHOTREXATE, OR CYCLOSPORINE. CD: TRIAL OF OR
CONTRAINDICATION TO ONE CONVENTIONAL THERAPY SUCH
AS A CORTICOSTEROID (E.G., BUDESONIDE,
METHYLPREDNISOLONE), AZATHIOPRINE, MERCAPTOPURINE,
METHOTREXATE, OR MESALAMINE. RENEWAL: PSA, PSO:
CONTINUES TO BENEFIT FROM THE MEDICATION.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite
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VALBENAZINE

Products Affected
INGREZZA

INGREZZA SPRINKLE

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

18 YEARS OF AGE OR OLDER

Prescriber HUNTINGTON DISEASE: PRESCRIBED BY OR IN

Restrictions CONSULTATION WITH A NEUROLOGIST OR MOVEMENT
DISORDER SPECIALIST. TARDIVE DYSKINESIA: PRESCRIBED
BY OR IN CONSULTATION WITH A NEUROLOGIST,
PSYCHIATRIST, OR MOVEMENT DISORDER SPECIALIST.

Coverage 12 Months

Duration

Other Criteria TARDIVE DYSKINESIA: PATIENT HAS A HISTORY OF USING
AGENTS THAT CAUSE TARDIVE DYSKINESIA.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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VANDETANIB

Products Affected

CAPRELSA ORAL TABLET 100 MG, 300
MG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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VEMURAFENIB

Products Affected
ZELBORAF

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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VENETOCLAX

Products Affected

VENCLEXTA ORAL TABLET 10 MG, 100
MG, 50 MG
VENCLEXTA STARTING PACK

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

317



VERICIGUAT

Products Affected

VERQUVO

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

CHRONIC HEART FAILURE (CHF): PATIENT HAS AN EJECTION
FRACTION LESS THAN 45 PERCENT. PATIENT HAS NEW YORK
HEART ASSOCIATION (NYHA) CLASS 11, III, OR IV SYMPTOMS.

Age Restrictions

Prescriber
Restrictions

Coverage 12 Months
Duration
Other Criteria CHF: ONE OF THE FOLLOWING: A) PATIENT WAS

HOSPITALIZED FOR HEART FAILURE WITHIN THE LAST 6
MONTHS, OR B) PATIENT USED OUTPATIENT INTRAVENOUS
DIURETICS (E.G., BUMETANIDE, FUROSEMIDE) FOR HEART
FAILURE WITHIN THE LAST 3 MONTHS. CHF: TRIAL AND
FAILURE, CONTRAINDICATION, OR INTOLERANCE TO TWO OF
THE FOLLOWING AT A MAXIMALLY TOLERATED DOSE: A)
ONE OF THE FOLLOWING: 1) ANGIOTENSIN CONVERTING
ENZYME (ACE) INHIBITOR (E.G., CAPTOPRIL, ENALAPRIL), 2)
ANGIOTENSIN Il RECEPTOR BLOCKER (ARB) (E.G.,
CANDESARTAN, VALSARTAN), OR 3) ANGIOTENSIN
RECEPTOR-NEPRILYSIN INHIBITOR (ARNI) [E.G., ENTRESTO
(SACUBITRIL AND VALSARTAN)], B) ONE OF THE FOLLOWING:
1) BISOPROLOL, 2) CARVEDILOL, OR 3) METOPROLOL
SUCCINATE EXTENDED RELEASE, C) SODIUM-GLUCOSE CO-
TRANSPORTER 2 (SGLT2) INHIBITOR [E.G., JARDIANCE
(EMPAGLIFLOZIN), FARXIGA (DAPAGLIFLOZIN), XIGDUO XR
(DAPAGLIFLOZIN AND METFORMIN)], OR D)
MINERALOCORTICOID RECEPTOR ANTAGONIST (MRA) [E.G.,
EPLERENONE, SPIRONOLACTONE].
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PA Criteria Criteria Details

Indications All FDA-approved Indications.
Off Label Uses

Part B No

Prerequisite
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VIGABATRIN

Products Affected

vigabatrin

vigadrone oral powder in packet

VIGAFYDE
vigpoder

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber REFRACTORY COMPLEX PARTIAL SEIZURES (CPS), INFANTILE

Restrictions SPASMS: PRESCRIBED BY OR IN CONSULTATION WITH A
NEUROLOGIST.

Coverage 12 MONTHS

Duration

Other Criteria CPS: PATIENT HAS RESPONDED INADEQUATELY TO AT LEAST
2 ANTIEPILEPTIC AGENTS. CPS AND INFANTILE SPASMS:
BENEFITS OUTWEIGH THE POTENTIAL FOR VISION LOSS.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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VIMSELTINIB

Products Affected
ROMVIMZA

PA Criteria Criteria Details

Exclusion
Criteria

Required 1) DIAGNOSIS: A) SYMPTOMATIC TENOSYNOVIAL GIANT CELL
Medical TUMOR (TGCT).
Information

Age Restrictions | 18 YEARS OF AGE AND OLDER

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH A
Restrictions HEMATOLOGIST/ONCOLOGIST

Coverage 12 MONTHS

Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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VISMODEGIB

Products Affected
ERIVEDGE

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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VORASIDENIB

Products Affected

VORANIGO ORAL TABLET 10 MG, 40

MG

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

12 YEARS OF AGE AND OLDER

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH A

Restrictions HEMATOLOGIST OR ONCOLOGIST.

Coverage 12 MONTHS

Duration

Other Criteria 1) DIAGNOSIS: GRADE 2 ASTROCYTOMA OR
OLIGODENDROGLIOMA, 2)DOCUMENT: A) SUSCEPTIBLE IDHI1
OR IDH2 MUTATION FOLLOWING SURGERY INCLUDING
BIOPSY, SUB-TOTAL RESECTION, OR GROSS TOTAL
RESECTION.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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VORICONAZOLE SUSPENSION

Products Affected

voriconazole oral suspension for

reconstitution

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber

Restrictions

Coverage CANDIDA INFECTIONS: 3 MOS. ALL OTHER INDICATIONS: 6

Duration MOS.

Other Criteria CANDIDA INFECTIONS: TRIAL OF OR CONTRAINDICATION TO
FLUCONAZOLE. ALL INDICATIONS: INABILITY TO SWALLOW
TABLETS OR AN INDICATION FOR ESOPHAGEAL CANDIDIASIS.
CONTINUATION OF THERAPY AFTER HOSPITAL DISCHARGE
REQUIRES NO EXTRA CRITERIA.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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XANOMELINE/TROSPIUM

Products Affected

COBENFY

COBENFY STARTER PACK

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

MUST BE AGE 18 OR OLDER

Prescriber
Restrictions

MUST BE PRESCRIBED BY, OR IN CONSULTATION WITH, A
SPECIALIST FOR THE CONDITION BEING TREATED

Coverage
Duration

12 MONTHS

Other Criteria

TRIAL AND FAILURE (DEFINED AS AN INADEQUATE
RESPONSE) OF TWO OF THE FOLLOWING: ARIPIPRAZOLE,
ASENAPINE (SAPHRIS), BREXPIPRAZOLE (REXULTI),
CARIPRAZINE (VRAYLAR), CHLOPROMAZINE, HALDOL,
HALOPERIDOL, ILOPERIDONE (FANAPT), LUMATEPERONEE
(CAPLYTA), LURASIDONE (LATUDA), OLANZAPINE,
PALIPERIDONE (INVEGA), PERPHENAZINE, QUETIAPINE,
RISPERIDONE, THIORIDAZINE, THIOTHIXENE,
TRIFLUOPERAZINE, OR ZIPRASIDONE (AT LEAST A 30-DAY
SUPPLY IN THE PRIOR 180 DAYS).

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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ZANIDATAMAB HRII

Products Affected
ZITHERA
PA Criteria Criteria Details
Exclusion PREGNANCY
Criteria
Required 1) DIAGNOSIS: FOR THE TREATMENT OF PREVIOUSLY
Medical TREATED, UNRESECTABLE OR METASTATIC HER2-POSITIVE
Information (IHC 3+) BILIARY TRACT CANCER (BTC). 2) DOCUMENT: A)

POSITIVE HER2 STATUS, B) DOCUMENTATION OF PRIOR
AND/OR CURRENT FIRST-LINE (I.LE. CHEMOTHERAPY-BASED
REGIMEN) TREATMENTS PATIENT HAS USED FOR BTC AND C)
PATIENTS ACTUAL BODY WEIGHT (WEIGHT-BASED DOSING).

Age Restrictions

18 YEARS OF AGE AND OLDER

Prescriber
Restrictions

PRESCRIBED BY OR IN CONSULTATION WITH HEMATOLOGIST
OR ONCOLOGIST.

Coverage 12 MONTHS

Duration

Other Criteria

Indications All FDA-approved Indications.
Off Label Uses

Part B No

Prerequisite
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ZANUBRUTINIB

Products Affected

BRUKINSA ORAL CAPSULE
BRUKINSA ORAL TABLET

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 MONTHS
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite
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ZENOCUTUZUMAB ZBCO

Products Affected

BIZENGRI

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

1) DIAGNOSIS: A) TREATMENT OF ADULTS WITH ADVANCED,
UNRESECTABLE, OR METASTATIC NON-SMALL CELL LUNG
CANCER (NSCLC) HARBORING A NEUREGULIN 1 (NRG1) GENE
FUSION WITH DISEASE PROGRESSION ON OR AFTER PRIOR
SYSTEMIC THERAPY, B) TREATMENT OF ADULTS WITH
ADVANCED, UNRESECTABLE, OR METASTATIC PANCREATIC
ADENOCARCINOMA HARBORING A NRG1 GENE FUSION WITH
DISEASE PROGRESSION ON OR AFTER PRIOR SYSTEMIC
THERAPY. 2) DOCUMENT FOR ALL INDICATIONS: A) PRESENCE
OF NRG1 GENE FUSION AS DETERMINED BY AN FDA-
APPROVED TEST, B) DISEASE PROGRESSION ON OR AFTER
PRIOR SYSTEMIC THERAPY

Age Restrictions

18 YEARS OF AGE OR OLDER

Prescriber
Restrictions

PRESCRIBED BY OR IN CONSULTATION WITH HEMATOLOGIST
OR ONCOLOGIST.

Coverage 12 MONTHS

Duration

Other Criteria 1) FDA APPROVED TEST TO DETERMINE PRESENCE OF NRG1
GENE FUSION DETECTED BY DNA-BASED NEXT-GENERATION
SEQUENCING (NGS) OR BY RNA-BASED NGS THAT MAY
INCLUDE DNA SEQUENCING.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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ZOLBETUXIMAB CLZB

Products Affected
VYLOY
PA Criteria Criteria Details
Exclusion
Criteria
Required 1) DIAGNOSIS: LOCALLY ADVANCED UNRESECTABLE OR
Medical METASTATIC HUMAN EPIDERMAL GROWTH FACTOR
Information RECEPTOR 2 (HER2)-NEGATIVE GASTRIC OR

GASTROESOPHAGEAL JUNCTION ADENOCARCINOMA WHOSE
TUMORS ARE CLAUDIN (CLDN) 18.2 POSITIVE. 2)
DOCUMENTATION OF A) USE IN COMBINATION WITH
FLUOROPYRIMIDINE AND PLATINUM-CONTAINING
CHEMOTHERAPY. B) EVIDENCE OR PRESENCE OF (HER2)-
NEGATIVE OR CLAUDIN (CLDN) 18.2 POSITIVE AS
DETERMINED BY AN FDA-APPROVED TEST.

Age Restrictions

18 YEARS OF AGE OR OLDER

Prescriber
Restrictions

PRESCRIBED BY OR IN CONSULTATION WITH A
HEMATOLOGIST OR ONCOLOGIST

Coverage
Duration

12 MONTHS

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No
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ZONGERTINIB

Products Affected
HERNEXEOS

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH A
Restrictions HEMATOLOGIST OR ONCOLOGIST.

Coverage 12 MONTHS.

Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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ZURANOLONE

Products Affected

ZURZUVAE ORAL CAPSULE 20 MG, 25

MG, 30 MG

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

18 YEARS OR OLDER

Prescriber PRESCRIBED BY OR IN CONSULTATION WITH A PSYCHIATRIST

Restrictions OR OBSTETRICIAN/GYNECOLOGIST

Coverage 14 DAYS

Duration

Other Criteria DIAGNOSIS OF POSTPARTUM DEPRESSION (PPD) 1) PHYSICIAN
ATTESTATION OF MODERATE TO SEVERE PPD DIAGNOSIS 2)
PATIENT IS LESS THAN OR EQUAL TO 12 MONTHS
POSTPARTUM, 3) PATIENT HAS THERAPEUTIC FAILURE OR
CONTRAINDICATION TO AT LEAST TWO GENERIC SSRI OR
SNRI (E.G FLUOXETINE, SERTRALINE, VENLAFAXINE) FOR PPD

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite
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INDEX

ADITALETONe. ... 6
ADIFIEGA ..o 6
ACTHAR ..ot 63
ACTHAR SELFJECT ....c.coooviiiiviiiieieenne 63
ACTIMMUNE ..ot 153
ADEMPAS ... 245
AIMOVIG AUTOINJECTOR.................... 115
AKEEGA ..o 196
ALECENSA ...ttt 13
alprazolam oral tablet 0.25 mg, 0.5 mg, 1

MG, 2 MG et 146
ALTRENO....c.coiiiiiiiiieiieeeeeeeeee 300
ALUNBRIG ORAL TABLET 180 MG, 30
MG, 90 MG...ooiiiiiiiiiieicceeeeeee 47
ALUNBRIG ORAL TABLETS,DOSE

PACK ..ot 47
ALY oo 214
AMDBTISENLAN ... 109
amikacin injection solution 1,000 mg/4 ml,
S500mMG/2 Ml .....ueeaneeaaaieeeeeeeeee e 15
APOMOTDRINE ... 19
APRIZIO PAK IL.....ooiiiieiiiieceeee, 170
ARIKAYCE ...ttt 22
ASTAGRAF XL..ooooiiiiiiiieeieeieceen 276
AUGTYRO ..ot 238
AUSTEDO ORAL TABLET 12 MG, 6

MG, O MG 85
AUSTEDO XR ORAL TABLET

EXTENDED RELEASE 24 HR 12 MG, 18
MG, 24 MG, 30 MG, 36 MG, 42 MG, 48

AUSTEDO XR TITRATION KT(WK1-4)
ORAL TABLET, EXT REL 24HR DOSE

PACK 12-18-24-30 MG......ccoeevvivieieiinnens 85
AVASTIN INTRAVENOUS...........cccvenee 41
AVMAPKI-FAKZYNJA ..o 28
AVONEX INTRAMUSCULAR PEN
INJECTOR KIT ...coviiiiiiiiniieiieiccecee 154
AVONEX INTRAMUSCULAR

SYRINGE KIT ....cccooviiiiiiiiiiiiiiieenee 154
AXTLE ..ot 220
AYVAKIT ..o 26
BALVERSA ORAL TABLET 3 MG, 4

MG, SMG..cccooiiiiiiiiiiiiiicicec 114
BAXDELA ORAL.....ccceoiiiiiiiiieecee 82

BENLYSTA INTRAVENOUS.................... 34
BENLYSTA SUBCUTANEOUS................ 34
benztropine oral..............cccceeuveecvveencueennnen. 144
BESREMI ....ccooiiiiiiniiiinieneeeceeeee 252
BETASERON SUBCUTANEOUS KIT.... 154
bexarotene.............ccocoueveeeiiiioiiiieeeeene 44
BIZENGRI......cooiiiiiiiiieeeeeeeee 328
BOSULIF ORAL CAPSULE...........ccuen...... 46
BOSULIF ORAL TABLET 100 MG, 400
MG, 500 MG....oooviieieieieceeeeeee e 46
BRAFTOVI ..ot 108
BRUKINSA ORAL CAPSULE................. 327
BRUKINSA ORAL TABLET.................... 327
CABLIVI INJECTION KIT.....cceccvvvvrennnen. 54
CABOMETYX ORAL TABLET 20 MG,

40 MG, 60 MG...cooooiiiiiiiiinieccceeee 51
CALQUENCE......cccooiiiieieeeeeeeeeeee 8
CALQUENCE (ACALABRUTINIB

MAL) ottt 8
CAPRELSA ORAL TABLET 100 MG,

300 MGt 315
CAYSTON ..ot 32
CERDELGA .......ooieeeieeeeeeeeee e 105
chlordiazepoxide hcl..................coceeueennn... 146
CINRYZE ... 48
clobazam oral suspension............................. 60
clobazam oral tablet...................ccccccueeueen.e. 60

clonazepam oral tablet 0.5 mg, 1 mg, 2 mg146
clonazepam oral tablet,disintegrating

0.125 mg, 0.25 mg, 0.5 mg, 1 mg, 2 mg......146
clorazepate dipotassium............................. 146
COBENFY ..ottt 325
COBENFY STARTER PACK.................... 325
COMETRIQ.....coiiiiiiieiieieeieeeeseieee 50
COPIKTRA ...t 97
CORTROPHIN GEL.....ccccceniiiiniiiieinnn. 63
COSENTYX (2 SYRINGES).....ccccevuvenene 256
COSENTYX PEN (2 PENS)....cccevveienes 256
COSENTYX SUBCUTANEOUS

SYRINGE 75 MG/0.5 ML.......cccccvevuennnee. 256
COSENTYX UNOREADY PEN............... 256
COTELLIC ..ot 62
cyclobenzaprine oral tablet 10 mg, 5 mg... 144
cyproheptadine oral syrup.......................... 144
CYSTARAN ..ottt 65

333



dalfampridine...............ccccevvevecivivcinenrnnnne. 68

DANZITEN ...cooiiiiiiiiienieeeeseeeeeeeae 69
DARZALEX ...ttt 70
DARZALEX FASPRO.......ccccoovviiriiiiene. 70
dasatinib oral tablet 100 mg, 140 mg, 20

mg, 50 mg, 70 mg, 80 mg..........ccccvvveeeuennnnn. 73
DATROWAY ..ottt 74
DAURISMO ORAL TABLET 100 MG, 25
MG .t 137
AeferasiroX .........cuuvuevvieiieniieiieeieeeeeeeeenn, 76
Aeferiprone...........cccvueeeeeeeeceeeeiieeeieeeeeee 78
deflazacort oral suspension......................... 80
deflazacort oral tablet 18 mg, 30 mg, 36

TG, 6 MG .ot 80
DIACOMIT ORAL CAPSULE 250 MG,

S500 MG ..ot 274
DIACOMIT ORAL POWDER IN

PACKET 250 MG, 500 MG..........cccoeue..e. 274
diazepam intensol..............cccccoecvveeueenenne. 146
diazepam oral solution 5 mg/5 ml (1

TNG/ML) oot 146
diazepam oral tablet....................c..cccueu.... 146
dichlorphenamide................ccccccoveevcuveeennnn. 86
diclofenac epolamine..................cccccoeuene.. 87
diclofenac sodium topical gel 3 %................ 88
diclofenac sodium topical solution in
metered-dose PUMP ............c.c.cccueeevereeeveennnn. 88
dicyclomine oral capsule............................ 144
dicyclomine oral solution........................... 144
dicyclomine oral tablet................................ 144

dimethyl fumarate oral capsule,delayed
release(dr/ec) 120 mg, 120 mg (14)- 240

MG (46), 240 MG ...oooeeeeeeieeeiieeeeeeiee e 89
diphenoxylate-atropine oral tablet.............. 144
disopyramide phosphate oral capsule........ 144
DOPTELET (10 TAB PACK)......cceevvenennee. 27
DOPTELET (15 TAB PACK)....ccceevuveunenne. 27
DOPTELET (30 TAB PACK).....cccvevvvenennee. 27
DOPTELET SPRINKLE........cccoceeviiniine 27
dronabinol...............cccccoooevviiniiiniiiniienn, 92
AroxXidopa............cccoeveeviieiiiiiiiiiieeeee, 93

DUPIXENT PEN SUBCUTANEOUS
PEN INJECTOR 200 MG/1.14 ML, 300
MG/2 ML ..o, 94

DUPIXENT SYRINGE
SUBCUTANEOUS SYRINGE 100
MG/0.67 ML, 200 MG/1.14 ML, 300

MG/2 ML ..ottt 94
EGRIFTA SV ..ot 290
EGRIFTA WR...oooiiiiieeeeeeeeee e 290
eltrombopag olamine oral powder in

packet 12.5mg, 25 MG ....ccccuveeeeeeeeeeeanann. 106
eltrombopag olamine oral tablet 12.5 mg,
25mg, 50 mg, 75 MG .cceeeeeeieeiieeieeeien, 106
EMFLAZA ORAL SUSPENSION.............. 80
EMFLAZA ORAL TABLET 18 MG, 30

MG, 36 MG, 6 MG.....ooveeieieeieeeee 80
EMGALITY PEN....oooiiiiiiiniinieeceee, 133

EMGALITY SYRINGE
SUBCUTANEOUS SYRINGE 120
MG/ML, 300 MG/3 ML (100 MG/ML X

) JOTO ST 133
EMPRICAINE-L.........coooiveeeeeeeeeereeereeenn, 170
EMRELIS ... eeeeeeeee 285
ENBREL MINT...oovvvoomveeeeeeeseeeeeeeeee 119
ENBREL SUBCUTANEOUS RECON

1) B2 P 119
ENBREL SUBCUTANEOUS SOLUTION
.................................................................... 119

ENBREL SUBCUTANEOUS SYRINGE
25 MG/0.5 ML (0.5), 50 MG/ML (1 ML)..119

ENBREL SURECLICK.........cccccveriieienne 119
ENDARI....ccoiiiiiiiiiieeeeeeseee 168
ENVARSUS XR...oooiiiiiiieieeeeeee, 276
EPIDIOLEX ......oviiieiiieeeeeee e 52
ERIVEDGE.......ccoiiiiiiiieeeee 322
ERLEADA ..ot 18
erlotinib oral tablet 100 mg, 150 mg, 25

TG ceeeeeeeeeteeeeteeeaeeeeeeeeaae e e e e naeeenaee e 116
EULEXIN ...t 129

EVENITY SUBCUTANEOUS SYRINGE
105 MG/1.17 ML, 210MG/2.34ML (

TOSMG/1T.ITMLX2) .o 250
everolimus (antineoplastic) oral tablet 10

mg, 2.5mg, Smg, 7.5 MG ....ccoovueiriiiannaannn. 121
everolimus (antineoplastic) oral tablet for

SUSPEISTON .vveeeeieeeeeeeieeeaanraeeeeeereeeannns 121
EVRYSDI....ooiiiiiiiiiiineeeeeeeeee 249
EXKIVITY .ot 188
FASENRA PEN.....cooiiiiieieeeeeeae 38
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FASENRA SUBCUTANEOUS SYRINGE

30 MG/ML....ooiiiiiiiiiieieeeeeeeeee e 38
fentanyl citrate buccal lozenge on a handle
.................................................................... 125
FERRIPROX ORAL SOLUTION............... 78
fingolimod.............cccoveeeeeeeiieeiieeieen. 128
FINTEPLA ..ot 124
FIRMAGON KIT W DILUENT

SYRINGE ......cooiiiiiiiniiiineececeeee 81
SIUrazepanm...............ccceeeeeveeeeeceieniieeinennann, 146
FOTIVDA ..o 297
FRUZAQLA ORAL CAPSULE 1 MG, 5

MG . 131
FULPHILA .....cooiiiiiiieceeeeece 215
FYARRO ....cocoiiiiiiieeeee, 264
GALAFOLD.....ooiieieieeeeee e 183
GATTEX 30-VIAL....coooiiiiiiieeeiene 284
GAVRETO....ooiiiiieieeeeeeeee, 231
GEfIINID ..o 135
GILOTRIF ..ot 12
glatiramer subcutaneous syringe 20 mg/ml,

4O MG/ML ... 138
glatopa subcutaneous syringe 20 mg/ml, 40
ING/M .o 138
GLEOSTINE ......ooiiiiieieeeeeeeee 173
glutamine (sickle cell) ...............ccccueueen.... 168
GOMEKLI ORAL CAPSULE 1 MG, 2

MG . 186
GOMEKLI ORAL TABLET FOR
SUSPENSION .....cooiiiiiieiieeeeeeeee 186
GRAFAPEX ..ot 304
HAEGARDA SUBCUTANEOUS RECON
SOLN 2,000 UNIT, 3,000 UNIT.................. 49
HERNEXEOS......cooiiiiiiiiieecieeeeee 330
HETLIOZ LQ...eiiieiieiieeeeeeeee 281
HUMIRA PEN....oooiiieieeeeeeeee e 10

HUMIRA PEN CROHNS-UC-HS START. 10
HUMIRA PEN PSOR-UVEITS-ADOL HS 10
HUMIRA SUBCUTANEOUS SYRINGE
KIT 40 MG/0.8 ML......cocveiiiiiiiiiiicniens 10
HUMIRA(CF) PEDI CROHNS STARTER
SUBCUTANEOUS SYRINGE KIT 80
MG/0.8 ML, 80 MG/0.8 ML-40 MG/0.4

ML oo 10
HUMIRA(CF) PEN CROHNS-UC-HS........ 10
HUMIRA(CF) PEN PEDIATRIC UC........ 10

HUMIRA(CF) PEN PSOR-UV-ADOL HS. 10

HUMIRA(CF) PEN SUBCUTANEOUS

PEN INJECTOR KIT 40 MG/0.4 ML, 80
MG/0.8 ML.....oveooeeeeeeeeeeeeeeeeeeeseeeeeeeerene 10
HUMIRA(CF) SUBCUTANEOUS
SYRINGE KIT 10 MG/0.1 ML, 20

MG/0.2 ML, 40 MG/0.4 ML........ccccueeuenee. 10
hydroxyzine hcl oral tablet.......................... 144
IBRANCE......ooiiieeeeeeeeeee e 210
IBTROZI ..o 280
ICATIDANT ... 148
ICLUSIG ..ottt 229
IDHIFA ..ot 107
ILUMYA e 295
imatinib oral tablet 100 mg, 400 mg.......... 150
IMBRUVICA ORAL CAPSULE 140 MG,
TOMG ..o 147
IMBRUVICA ORAL SUSPENSION........ 147
IMBRUVICA ORAL TABLET................. 147
IMJIUDO ...t 303
IMKELDI ..ot 150
IMPAVIDO ...ttt 185
INBRIJA INHALATION CAPSULE,
W/INHALATION DEVICE....................... 167
INGREZZA ..o 314
INGREZZA SPRINKLE........cccoconiirnne 314
INLYTA ORAL TABLET 1 MG, 5 MG..... 30
INQOVI ..o 75
INREBIC ..ot 123
TIRESSA ..ot 135
ITOVEBI ..ot 151
IWILFIN ..., 101
JAKAFT ..o 255
JAYPIRCA ..ot 227
Jaythari oral tablet 18 mg, 30 mg, 36 mg, 6
TG ettt e e et e e s 80
JUXTAPID ORAL CAPSULE 10 MG, 20
MG, 30 MG, 5 MG....ooovirieiiiieiieeeieee 171
JYNARQUE ORAL TABLET................... 299
JYNARQUE ORAL TABLETS,
SEQUENTIAL.....ccoiiiiiieeeeeeeeeee, 299
KALYDECO ... 155
KESIMPTA PEN.....cooiiiiiieeeeeeee 200
KEVEYIS..cooieeeee e 86
KEYTRUDA......ocotitiieieeeeeeeeeen 219

KEYTRUDA QLEX SUBCUTANEOUS
SOLUTION 395 MG-4,800 UNIT/2.4 ML,
790 MG-9,600 UNIT/4.8 ML..................... 219
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KINERET .....oiiiiiiiiiieeeccecceen 16
KISQALI FEMARA CO-PACK ORAL
TABLET 200 MG/DAY (200 MG X 1)-2.5
MG, 400 MG/DAY (200 MG X 2)-2.5 MG,
600 MG/DAY (200 MG X 3)-2.5 MG........ 242
KISQALI ORAL TABLET 200 MG/DAY
(200 MG X 1), 400 MG/DAY (200 MG X

2), 600 MG/DAY (200 MG X 3)...ccccvvnueee 242
KOSELUGO ORAL CAPSULE 10 MG,

25 MG 262
KOSELUGO ORAL CAPSULE,
SPRINKLE......cccoiiiiiiiiiieieiceeceee 262
KRAZATT .o 9
KRYSTEXXA ...cooiiiiiiiiienieeeieneeeee 216
KYNMOBI SUBLINGUAL FILM 10 MG,

15 MG, 20 MG, 25 MG, 30 MG.................. 20
KYPROLIS ....cooiiiiiiiieeeeereeeeen 56
lanreotide.............ccoocuevviiiiiiiiiiiiiiie, 159
[Apatinib .............cccoveveevcieiieieieeee, 160
LAZCLUZE ORAL TABLET 240 MG, 80
MG . 162
ledipasvir-sofosbuvir ................cccccveeuenn... 163
lenalidomide................cccccovieviiiiinnanncn. 164
LENVIMA ..ot 165
lidocaine hcl mucous membrane solution 4

% (40 MG/MI) ..o 169
lidocaine topical adhesive patch,medicated

S e 169
lidocaine topical ointment.......................... 169
lidocaine-prilocaine topical cream............ 170
LIVTENCITY .eooiieieeieeeeeeeee e 178
LONSURF ORAL TABLET 15-6.14 MG,
20-8.19 MG ..o 306

lorazepam oral tablet 0.5 mg, 1 mg, 2 mg..146
LORBRENA ORAL TABLET 100 MG,

25 MG 174
LUMAKRAS ..o, 273
LUNSUMIO.......cooiiiiiiiiiniieieieieeneee 190
LYBALVI ..o, 201
LYNPARZA ....ccoooiiiiiiiiiiiicieic, 202

LYTGOBI ORAL TABLET 12 MG/DAY
(4 MG X 3), 16 MG/DAY (4 MG X 4), 20

MG/DAY (A MG X 5) e 132
MAVENCLAD (10 TABLET PACK)......... 59
MAVENCLAD (4 TABLET PACK)........... 59
MAVENCLAD (5 TABLET PACK)........... 59
MAVENCLAD (6 TABLET PACK)........... 59

MAVENCLAD (7 TABLET PACK)........... 59

MAVENCLAD (8 TABLET PACK)........... 59
MAVENCLAD (9 TABLET PACK)........... 59
MAVYRET ORAL PELLETS IN

PACKET ....ooiiiiiieeeeeeeeee e 139
MAVYRET ORAL TABLET.................... 139
MAYZENT ORAL TABLET 0.25 MG, 1
MG, 2 MG 263
MAYZENT STARTER(FOR IMG

MAINT) it 263
MAYZENT STARTER(FOR 2MG

MAINT) et 263
MEKINIST ORAL RECON SOLN............ 302
MEKINIST ORAL TABLET 0.5 MG, 2

MG . 302
MEKTOVI ...t 45
mifepristone oral tablet 300 mg................. 182
TIGIUSTAL ... 184
MODEYSO ..ottt 91
morphine concentrate oral solution........... 143
MOUNJARO ...ttt 140
MULPLETA ...ttt 177
MVAST ..o 42
NERLYNX ..ottt 191
NEULASTA ..ot 215
NEXLETOL....ccoveiiiieeeieeeeeeeee e 37
NEXLIZET ...ttt 37
NIKTIMVO ...t 29
NILOTINIB D-TARTRATE ORAL
CAPSULE 150 MG, 200 MG, 50 MG........ 192
nilotinib hcl oral capsule 150 mg, 200 mg,

SO MG oo 192
NINLARO ...t 157
RILISTIONE ... 198
NITYR oo 198
NIVESTYM ..ot 127
NORDITROPIN FLEXPRO....................... 268
NOXAFIL ORAL SUSPENSION............... 230
NUBEQA ...ttt 72
NUCALA SUBCUTANEOUS AUTO-
INJECTOR ..o 179
NUCALA SUBCUTANEOUS RECON
SOLN ..ottt 179
NUCALA SUBCUTANEOUS SYRINGE

100 MG/ML, 40 MG/0.4 ML..................... 179
NUPLAZID. ...ttt 225
NURTEC ODT ..ot 244
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NUVAKAAN-I.....oooiiiiieeeeeee 170

NYVEPRIA ... 215
OCREVUS ..., 199
OCREVUS ZUNOVO.....ccccecvvvviiiiinnn 199
ODOMZO.....ccoiiiiiiiiiiiiieicceceeee 271
OFEV .o 193
OGSIVEO ..ot 197
OJEMDA ..o 301
OJJAARA ..., 189
ONUREG. ..ot 31
OPSUMIT ..ot 109
ORENCIA CLICKJECT .....ccccceviiiiiiinnnne. 3

ORENCIA SUBCUTANEOUS SYRINGE
125 MG/ML, 50 MG/0.4 ML, 87.5 MG/0.7

ML ..o 3
ORFADIN ORAL CAPSULE 20 MG....... 198
ORFADIN ORAL SUSPENSION.............. 198
ORGOVYX .ot 237
ORILISSA ORAL TABLET 150 MG, 200
MG .o 103
ORKAMBI ORAL GRANULES IN
PACKET .....cooiiiiiiiiiiiiice 176
ORKAMBI ORAL TABLET..................... 176
ORLADEYO...cccooiiiiiiiiiiiiiiiiiiiciccee 40
ORSERDU......ccoiiiiiiiiieiinieniciceiceees 102
OTEZLA ..o 21
OTEZLA STARTER........ccccoiiiiiiiin. 21
OTEZLA XR...ooiiiiiiiieeeeeceeceeeen 21

OZEMPIC SUBCUTANEOUS PEN
INJECTOR 0.25 MG OR 0.5 MG (2 MG/3
ML), 0.25 MG OR 0.5 MG(2 MG/1.5 ML),
1 MG/DOSE (4 MG/3 ML), 2 MG/DOSE

(8MG/3 ML) i 140
PALYNZIQ..cooiiiiiiiiiiieeeeneeeeeen 217
paroxetine hcl oral tablet........................... 145
PAZOPANTD ... 212
PEMAZYRE ....ccoiiiiiiieneeeee 221
PEMRYDI RTU..ccooiiiiieieieeeeeee 220
Penicillamine...........cccceveeeeeeeecevaneennnannnn. 222

PIQRAY ORAL TABLET 200 MG/DAY
(200 MG X 1), 250 MG/DAY (200 MG
X1-50 MG X1), 300 MG/DAY (150 MG X

) S S 14
pirfenidone oral capsule............................. 226
pirfenidone oral tablet 267 mg, 801 mg.....226
PLEGRIDY SUBCUTANEOUS PEN

INJECTOR 125 MCG/0.5 ML................... 154

PLEGRIDY SUBCUTANEOUS

SYRINGE 125 MCG/0.5 ML........cccceueneee. 154
POMALYST ..o 228
posaconazole oral................ccccceceeeveeennn. 230
PRALUENT PEN....ccoooiiiiiniinieeeeeee, 213
PREVYMIS ORAL PELLETS IN

PACKET 120 MG, 20 MG.....ccceovevveneene. 166
PREVYMIS ORAL TABLET.................... 166
PRIZOPAK II....cccviniiiiiiiniiiieicnecce 170
PROMACTA ORAL POWDER IN

PACKET 12.5 MG, 25 MGi.....ccccvevennee. 106
PROMACTA ORAL TABLET 12.5 MG,

25 MG, 50 MG, 75 MG....oooveereieieienne 106
promethazine oral tablet 12.5 mg............... 144
DPYFIMERAMINE .......cceeveeeeeeaieeieaeeenee 233
PYRUKYND ..ottt 187
QINLOCK ...ttt 247
QUININE SULFALE ... 234
QULIPTA ..o 24
RAVICTT ..ot 141
REPATHA PUSHTRONEX............c..c...... 213
REPATHA SURECLICK........cccccevvveniranens 213
REPATHA SYRINGE......cccccoiiiiiiee 213

RETACRIT INJECTION SOLUTION
10,000 UNIT/ML, 2,000 UNIT/ML,
20,000 UNIT/2 ML, 20,000 UNIT/ML,
3,000 UNIT/ML, 4,000 UNIT/ML, 40,000

UNIT/ML oo 117
RETEVMO ORAL CAPSULE 40 MG, 80

Y (€ FOT O 261
RETEVMO ORAL TABLET .......coooovoec..... 261
123 DAVA 61 T0) 3 ST 239
123574 9)1) 2 | - 204
120574 8) 00161 <G 35
13PN 23 SO 240
RINVOQ oo 310
13 0NAL070 3 50 TS 310
130) AV45) 010 PR 100
ROMVIMZA oo 321
ROZLYTREK ORAL CAPSULE 100 MG,
200 MG oo, 111
ROZLYTREK ORAL PELLETS IN

1 N0 =1 111
RUBRACA oo 254
RYBELSUS ..o 140
120100 Y.\ 2 WSS 181
12060 1 (G110 YO 253
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SAJAZIT vvveeeaiieeeeeieeeeeeireeeesreeeeeareeeeneees 148

SCEMBLIX.....ooiiiiiiiiiiieneeeceseee 23
scopolamine base..............cccoeeeeeeeeveencunan. 144
SEROSTIM SUBCUTANEOUS RECON
SOLN 4 MG, 5 MG, 6 MG......ccccccveuenee 270
SIGNIFOR ......ccoiiiieieieeeeee e 211
sildenafil (pulm.hypertension) oral tablet..214
SIRTURO. ...ttt 33
SKYRIZI SUBCUTANEOUS PEN
INJECTOR ..ottt 248
SKYRIZI SUBCUTANEOUS SYRINGE

150 MG/ML, 75 MG/0.83 ML................... 248
SKYRIZI SUBCUTANEOUS

WEARABLE INJECTOR.........ccceeiine 248
S0fosbuvir-velpatasvir...............ccceeeeeeennn.. 266
SOMAVERT .....ccoviieieieieeeeee e 218
SOFASENID ... 272
STELARA INTRAVENOUS.........ccceeee. 313
STELARA SUBCUTANEOUS

SOLUTION ..ottt 313
STELARA SUBCUTANEOUS SYRINGE

45 MG/0.5 ML, 90 MG/ML..........ccoeueeee. 313
STIVARGA ..ot 236
sunitinib malate................cccccoeevceeeceveneeanee. 275
SUNOST ...ttt 267
SYMDEKO. ..ottt 293
SYMLINPEN 120......c.ccceiiriiniiiiiieenne. 232
SYMLINPEN 60......ccccocvevieiinieieieeenee. 232
SYMPAZAN ....ooiiiiiiiiiiceeeeeeeee 61
SYNRIBO ..ot 205
TABRECTA ...t 55
tadalafil (pulm. hypertension).................... 214
tadalafil oral tablet 2.5 mg, 5 mg............... 277
TAFINLAR ORAL CAPSULE.................... 66
TAFINLAR ORAL TABLET FOR
SUSPENSION ......ocoviiieieieeieeee e 66
TAGRISSO ..ot 208
TAKHZYRO ..ot 158

TALZENNA ORAL CAPSULE 0.1 MG,
0.25 MG, 0.35 MG, 0.5 MG, 0.75 MG, 1

MG ..o 279
FASIMEIIEON ..., 281
TAVALISSE....ccoiiiieeeeeeeeeee 130
TAVNEOS. ..ot 25
TAZVERIK .....oooiiiiiiiieeeeeeeen 282
TECVAYLI...cooiiiieeeeeen 283
temazepam oral capsule 15 mg, 30 mg....... 146

TEPEZZA ... 288
TEPMETKO...cc.ooiiiiiiiiiieeieeeeee 287
teriflunomide.............ccoeeeeeeeceeeenciieesieeennnn 289
testosterone Cypionate...................ceceeenee. 291
testosterone enanthate.................cccccue.... 291

testosterone transdermal gel in metered-
dose pump 12.5 mg/ 1.25 gram (1 %),

20.25 mg/1.25 gram (1.62 %) ..................... 291
testosterone transdermal gel in packet 1 %

(25 mg/2.5gram), 1 % (50 mg/5 gram)....... 291
testosterone transdermal solution in

metered PUMP W/APP ........c..cccueeeeverueacreannnnns 291
1etrabenazine..............cccoeceveeeneeniceneane. 292
TEVIMBRA ......ccoiiiiiiiccc 296
THALOMID......cooiiiiiiiiieeeeeeeeeee 294
THIOLA EC ..o 222
TIBSOVO ...ttt 156
tiopronin oral tablet,delayed release

(AV/€C) e 222
tolvaptan (polycys kidney dis) oral tablets,
SCGUENLIAL ....oceeeeeeeeeeeeee e, 299
TRACLEER ORAL TABLET................... 109
TRACLEER ORAL TABLET FOR
SUSPENSION .....cooiiiiniiienicnieeeiceene 109
TREMFYA INTRAVENOUS.................... 142
TREMFYA ONE-PRESS........ccccoevieine. 142
TREMFYA PEN INDUCTION PK(2PEN)
.................................................................... 142
TREMFYA PEN SUBCUTANEOUS PEN
INJECTOR 200 MG/2 ML......ccccccvvvennee. 142
TREMFYA SUBCUTANEOUS

SYRINGE ......cooiiiiiiiiiiieeceee 142
FPELIMOIM .o 300
iAACATNE Th ... 169
IVIENTING ... 305
trihexyphenidyl............ccccoeveeeviiiinionnnn. 144
TRIKAFTA ORAL GRANULES IN
PACKET, SEQUENTIAL........cccvvvrnnee. 104
TRIKAFTA ORAL TABLETS,
SEQUENTIAL.....ccoiiiiiieeeeeeeeeee, 104
TRULICITY oot 140
TRUQAP ..o 53
TRUSELTIQ....cciiiiiieeeeeeeeeeeee 152
TUKYSA ORAL TABLET 150 MG, 50

MG e 307
TURALIO .....ooiieiieeeeeeeee e 224
TYMLOS ..o 1
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UBRELVY ..o, 308

UDENYCA ...ttt 215
UDENYCA AUTOINJECTOR.................. 215
UDENYCA ONBODY .....ccoociiiiiiiiiiis 215
ULTOMIRIS......ccoooiiiiiiiiiiiieiceie 309

UPTRAVI ORAL TABLET 1,000 MCG,
1,200 MCG, 1,400 MCQG, 1,600 MCG, 200

MCQG, 400 MCG, 600 MCG, 800 MCG.....258
UPTRAVI ORAL TABLETS,DOSE

PACK ..ottt 258
VANFLYTA ..o 235
VENCLEXTA ORAL TABLET 10 MG,

100 MG, 50 MG..c.ooovvieiiiiiiicicieccee 317
VENCLEXTA STARTING PACK............ 317
VEOZAH ...t 126
VERQUVO ..o 318
VERZENIO.....cccoiiiiinininiiieiiiciceenn, 5
VIGADAIFIN ..o 320
vigadrone oral powder in packet................. 320
VIGAFYDE.....ccciiiiiiiiiiiiccnccncec 320
VIGDOAET ... 320
VIJOICE ORAL GRANULES IN

PACKET ..ottt 14
VITRAKVI ORAL CAPSULE 100 MG,

25 MGttt 161
VITRAKVI ORAL SOLUTION................. 161
VIZIMPRO......ccocoviiiiinininiiieiccccee 67
VONJO ..ot 209
VORANIGO ORAL TABLET 10 MG, 40
MG ..o 323
voriconazole oral suspension for
FECONSTIIULION ..., 324
VOTRIENT ..ottt 212
VOWST ... 122
VUMERITY ..ot 90
VYLOY oo 329
VYNDAMAX ....oooiiinininieieiececieee 278
VYNDAQEL....cccooiiiiiiiiiiiieenceeee 278
VYVGART ..o, 98
VYVGART HYTRULO.......cccccvviiiiiiinene 98
WELIREG.......cooiiiiiiiiiiececeeee 36
XALKORI ORAL CAPSULE..........ccueuneee. 64
XALKORI ORAL PELLET......cccoveieiinene 64
XDEMVY ..ot 175
XELJANZ ORAL SOLUTION.................. 298
XELJANZ ORAL TABLET ......ccccecveuneee 298
XELJANZ XR..oovioiiniinininieieieieneecneae 298

XERMELO...cccoiiiiiiiiiiieeeeeeeeee 286
XGEVA .o 84
XIFAXAN ORAL TABLET 200 MG, 550

MG .. 243
XOLAIR ..ottt 206
XOSPATA ..., 136

XPOVIO ORAL TABLET 100
MG/WEEK (50 MG X 2), 40 MG/WEEK
(10 MG X 4), 40 MG/WEEK (40 MG X

1), 40MG TWICE WEEK (40 MG X 2), 60
MG/WEEK (60 MG X 1), 60MG TWICE
WEEK (120 MG/WEEK), 80 MG/WEEK
(40 MG X 2), 80MG TWICE WEEK (160

1Y (€TA V4 £353°Q YOO 260
XTANDI ORAL CAPSULE........oovv..... 112
XTANDI ORAL TABLET 40 MG, 80 MG
.................................................................... 112
D08)2310) 21 P 312
D@ (0153 1<) 0 YO 291
D@ 4245, SR 265
YONSA oo 7
VAN, (0 T 127
ZEJULA ORAL CAPSULE.........coovv... 195
ZEJULA ORAL TABLET.......ovvooerveenn.... 195
V45)9:10) 3N S 316
V411315127 NS 326
ZIRABEV ..o eeeese 43
V4 N 51 ) G 134
V4§ 151 T 169
ZURZUVAE ORAL CAPSULE 20 MG,

PR (CAK11D.Y (R 331
V4’40331 ) (€ T 149
V4’4 0.\ ) 1N 58
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