


Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

ADEMPAS

ADEMPAS
All FDAapproved Indications

Required Medical Information For pulmonary arterial hypertension (PAH) (World Health Organization ['

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

1): PAH was confirmed by right heart catheterization. For PAH new start
pretreatment mean pulmonary arterial pressure is greaquaham 25 mmHc
AND 2) pretreatment pulmonary capillary wedge pressure is less than ol
mmHg, AND 3) pretreatment pulmonary vascular resistance is greater tt
units. For chronic thromboembolic pulmonary hypertension (CTEPH®{W
1) Patient has persistent or recurrent CTEPH after pulmonary endartere:
OR 2) Patient has inoperable CTEPH with the diagnosis confirmed by ri
catheterization AND by computed tomography (CT), magnetic resonanc
(MRI), or pubnary angiography.

Plan Year

AIMOVIG
AIMOVIG
All FDAapproved Indications

Required Medical Information 1) The patient received at least 3 months of treatment with the requestes

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

patient had a reduction in migraine days per month from baseline, OR 2
experienced an inadequate treatemponse with-adek trial of any of the
following: Antiepileptic drugs (AEDsadBatargic blocking agents,
Antidepressants, OR 3) The patient experienced an intolerance or has a
contraindication that would prohitv¢ekrial of any of ti#ing: Antiepilept
drugs (AEDs), Bedrenergic blocking agents, Antidepressants.

Initial 3 Months, Reauthorization Plan Year
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

ALDURAZYME

ALDURAZYME
All FDAapproved Indications

Required Medical Information For mucopolysaccharidosis I: Diagnosis of mucopolysaccharidosis | was

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names
PAlndication Indicator
Offlabel Uses

ExclusionCriteria

an enzymassay demonstrating a deficiency ol-#dpihenidase enzyme activ
by genetic testing.

Plan Year

ALECENSA

ALECENSA

All FDAapproved Indications, Some Medwadiyted Indications

Recurrent or advanced anaplastic lymphoma kinassitkeK)esmall cell lun
cancer (NSCLC), brain metastases frggunsétiue€ NSCLC.

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

Plan Year

ALOSETRON
ALOSETRON HYDROCHLORIDE
AlIFDAapproved Indications

Required Medical Information 1) The requested drug is being prescribed for a biological female or a pe

Age Restrictions
Prescriber Rarictions
Coverage Duration
Other Criteria

identifies as a female with a diagnosis otlsevieegoredominant irritable bov
syndrome (IBS) AND 2) Chronic IBS symptoms lasting at least 6 months
Gastrointestinal tract abnormalities have been ruled out AND 4) Inadeqt
to conventional therapy.

Plan Year
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Prior Authorization Group ALPHAPROTEINASE INHIBITOR

Drug Names ARALAST NP, PROLASTIKEMAIRA
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

ExclusionCriteria -

Required Medical Information For alphaftroteinase inhibitor deficiency: Patient must have 1) clinically €
emphysema, 2) pretreatment serunyaipteariase inhibitor level less than 1
micromol/L (80 mg/dL by radmalnodiffusion or 50 mg/dL by nephelometry
pretreatment pdsbnchodilation forced expiratory volume in 1 second (FE
than or equal to 25 percent and less than or equal to 80 percent of predi

Age Restrictions -

Prescriber Restiiions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group ALUNBRIG

Drug Names ALUNBRIG
PA Indication Indicator All FDAapproved Indications, Some Medwadiyted Indications
Offlabel Uses Recurrent or advaneedplastic lymphoma kinase {fisikive nesmall cell lun

cancer (NSCLC), brain metastases frgpus#tive NSCLC.
Exclusion Criteria -
Required Medical Information -
Age Restrictions -
Prescriber Restrictions -
Coverage Duration Plan Year
Other Criteria -

Prior Authorization Group AMBRISENTAN

Drug Names AMBRISENTAN
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

Exclusion Criteria -

Required Medical Information Pulmonary arterial hypertension (PAHH®&@tHdOrganization [WHO] Groug
Diagnosis was confirmed by right heart catheterization. For PAH new st
Pretreatment mean pulmonary arterial pressure is greater than or equal
Pretreatment pulmonary capillary wedge présssutbas or equal to 15 mmt
and 3) Pretreatment pulmonary vascular resistance is greater than 3 Wc

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group AMPHETAMINES

Drug Names AMPHETAMINE/DEXTROAMPHETA
PA Indication Indicator All Medicathccepted Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information 1) The patient has a diagnosis of AtRefimhlyperactivity Disorder (ADHD)
Attention Deficit Disorder (ADD) OR 2) The patient has the diagnosis of
confirmed by a sleep study.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

PriorAuthorization Group APOKYN

Drug Names APOKYN
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

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

Prior Authorization Group ARCALYST

Drug Names ARCALYST
PA Indication Indicator All FDAapproved Indications, Some Medwadiyted Indications
Offlabel Uses Prevention of gout flares in patients initiating or coats#owmering therapy.

Exclusion Criteria -

Required Medical Information For prevention of gout flares in patients initiating or contilouwegngaterap
(e.g., allopurinol) (new starts): 1) two or more gout flares within the prevj
AND 2) inadequate response, intolerance or contraindication to maximui
doses of a nateroidal antiflammatory drug and colchicine, AND 3) conct
with uratowering therapy. For prevention of gout flares in patients initiati
cantinuing uratewering therapy (e.g., allopurinol) (continuation): 1) patier
achieved or maintained a clinical benefit (i.e., a fewer number of gout ati
flare days) compared to baseline, AND 2) continued ulssvefingatbgrg
concurrently with the requested drug.

Age Restrictions For Cryopyrssociated Periodic Syndromes (CAPS) and recurrent peric:
years of age or older.

Prescriber Restrictions -

Coverage Duration For prevention of gout flarenths. Other: Plan Year

Other Criteria -
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

ARMODAFINIL
ARMODAFINIL
All FDAapproved Indications

Required Medical Information 1) Diagnosisnarcolepsy confirmed by sleep lab evaluation OR 2) Diagnc

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Créria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

Work Disorder (SWD) OR 3) Diagnosis is obstructive sleep apnea (OSA
polysomnography.

Plan Year

ATYPICAL ANTIPSYCHOTICS
FANAPT, FANAPT TITRATION PACK
All FDAapproved Indications

Required Medical Information The patiemxperienced an inadequate treatment response, intolerance, o

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

Exclusion Criteria

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

Plan Year

AURYXIA
AURYXIA
All FDAapproved Indications

Required Medical Information -

AgeRestrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year
The requested drug is not being prescribed for treatment of iron deficien
adult patients with chronic kidney disease not on dialysis
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Prior Authorization Gup
Drug Names

PA Indication Indicator
Oftlabel Uses
Exclusion Criteria

AUSTEDO

AUSTEDO

All FDAapproved Indications, Some Medmadiyted Indications
Tourette's syndrome

Required Medical Information -

Age Restrictions
PrescribeRestrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Créria

Plan Year

AVASTIN

AVASTIN

All FDAapproved Indications, Some Medwadiyted Indications

Breast cancer, centiivous system (CNS) tumor types: aduitdeMMWHO
Grade ll) infiltrative supratentorial astrocytoma/oligodendroglioma, adult
and spinal ependymoma, anaplastic gliomas, adult medulloblastoma, pri
nervous system lymphoma, nemiasg, limited and extensive brain metasta
leptomeningeal metastases and metastatic spine tumors, malignant plet
mesothelioma, ovarian cancer/fallopian tube cancer/primary peritoneal c
carcinosarcoma (malignant mixed Mullerian tiearocs)l carcinoma, mucino
carcinoma, grade 1 endometrioid carcinegnagléserous carcinoma, ovarie
borderline epithelial tumors (low malignant potential) with invasive impla
malignant sex cextdomal tumors, soft tissue sarcoma typesasoma and
solitary fibrous tumor/hemangiopericytora@|a@#daSI<aposi sarcoma, uterini
cancer, endometrial cancer, vulvar cancer, and ept#tethdesorders: diabe
macular edema, neovascular (weglatgel macular degeneration including
polypoidal choroidopathy and retinal angiomatous proliferation subtypes
edema following retinal vein occlusion, proliferative diabetic retinopathy,
neovascularization, neovascular glaucoma and retinopathy of prematurit

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year

Coverage under Part D will be denied if coverage is available under Par
the medicationpeescribed and dispensed or administered for the individu
approved indications anthbél uses that overlap: the patient had an intole
adverse event to both Mvasi AND Zirabev and that adverse event was N
to the active ingrerat as described in the prescribing information.
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Prior Authorization Group AYVAKIT

Drug Names AYVAKIT
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information For advancexystemic mastocytosis (AdvSM): 1) the patient has a diagno
advanced systemic mastocytosis including aggressive systemic mastoc)
systemic mastocytosis with associated hematological negytigmasivmas
cell leukemia (MCL) AND 2yatent has a platelet count of greater than or
50,000/mcL.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses
Exclusion Criteria

BVS.D

ABELCET, ABRAXANEETYLCYSTEINE, ACYCLOVIR SODIUM, ADRI/
ALBUTEROL SULFATE, ALIMTA, AMBISOME, AIMINDSYAMPHOTERI
B, APREPITANT, AZACITIDINE, AZATHIOPRINE, BENDEKA, BUDES(
CALCITONISALMON, CALCITRIOL, CARBOPLATIN, CINACALCET
HYDROCHLORIDE, CISPLETINIMIX 4.25%/DEXTROSE 1, CLINIMIX
4.25%/DEXTROSE 5, CLINIMIX 5%/DEXTROSE 15%, CLINIMIX 5%/D
20%, CLINIMIX 6/5, CLINIMIX 8/10, CLINIMIX 8/14, CLINISOL SF 15%
CROMOLYN SODIUM, CYCLOPHOSPHAMIDE, CYCLOSPORINE, CY
MODIFIED, CYTARNE AQUEOUS, DEXTROSE 50%, DEXTROSE 709
DIPHTHERIA/TETANUS TOXOID, DOCETAXEL, DOXORUBICIN HCL,
DOXORUBICIN HYDROCHLORIDE, DRONABINOL, EMENIB, ENGERI
EPIRUBICIN HCL, ETOPOSIDE, EVEROLIMUS, FLUOROURACIL, FR
6.9%, FREAMINE IIl, FULVESTRAMAS3AN, GANCICLOVIR, GEMCIT/
HCL, GEMCITABINE HYDROCHLORIDE, GENGRAF, GRANISETRON
HEPARIN SODIUM, HEPATAMINE, HUMLBOOI (RONCENTR,
IBANDRONATE SODIUM, IMOVAX RABIES (H.D.C.V.), INTRALIPID, II
IPRATROPIUM BROMIDE, IPRATROPIUM BRBUIQHEANOTECAN,
IRINOTECAN HYDROCHLORIDE, KADCYLA, LEUCOVORIN CALCIUI
LEVALBUTEROL, LEVALBUTEROL HCL, LEVOCARNITINE, LIDOCAII
LIDOCAINE HYDROCHLORIDE, METHOTREXATE, METHOTREXATE
METHYLPREDNISOLONE, METHYLPREDNISOLONE ACETAT,
METHYLPREDNISINE SODIUM, MORPHINE SULFATE, MYCOPHEN:!
MOFETIL, MYCOPHENOLIC ACID DR, NULOJIX, NUTRILIPID, ONDA
HCL, ONDANSETRON HYDROCHLORIDE, ONDANSETRON ODT, O>
PACLITAXEL, PAMIDRONATE DISODIUM, PARAPLATIN, PARICALCI
PENTAMIDINE ISETHIONRIENAMINE, PREDNISOLONE, PREDNISO
SODIUM PHOSP, PREDNISONE, PREDNISONE INTENSOL, PREMAS
PROCALAMINE, PROGRAF, PROSOL, RABAVERT, RECOMBIVAX HI
SANDIMMUNE, SIROLIMUS, TACROLIMUS, TDVAX, TENIVAC, TOPC
ELECTROLYTES, TRAVASOL, TROPHAMINGSTWWECRILFATE,
VINORELBINE TARTRATE, XATMEP, ZOLEDRONIC ACID, ZORTRES
All Medicathccepted Indications

Required Medical Information -

Age Restrictions
PrescribeRestrictions
Coverage Duration
Other Criteria

N/A

This drug may be covered under Medicare Part B or D depending upon-
circumstances. Information may need to be submitted describing the use
the drug to make the determination.
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Prior Aithorization Group BALVERSA

Drug Names BALVERSA
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

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

Prior Authorization Group BANZEL

Drug Names BANZEL, RUFINAMIDE
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -
Required Medical Information -

Age Restrictions 1 year of age or older
Prescriber Restrictions -
Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group BENLYSTA

Drug Names BENLYSTA

PA Indication Indicator All FDAapproved Indications

Oftlabel Uses -

Exclusion Criteria For patients newthherapy: severe active central nervous system lupus.

Required Medical Information For systemic lupus erythematosus (SLE): 1) Patient is currently receivin
standard therapy regimen (e.g., corticosteroid or antimalarial) for SLE O
not currently receiving stable standard therapy regimen for SLE because
and had an inadequate response or intolerance to stable standard thera
For lupus nephritis: 1) Patient is currently receiving a stable standard the
(e.g., corticosteroid) for lupus nephritis OR 2) patient is not currently rect
standard therapy regimen for lupus nephritis because patient tried and h
inadequate response or intolerance to a stable standard therapy regime

Age Restritons -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group
Drug Names

PA Indication Indicator
OffHlabel Uses

Exclusion Criteria
RequiredMedical Information

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

BERINERT
BERINERT
All FDAapproved Indications

For hereditary angioedema (HAE): patient has hereditary angioedema (!
inhibitor deficiency or dysfunction confirmed by laboratory testing OR pa
hereditary angioedema with normal C1 inhibitor confirmed bgdéibgradtory
patients with HAE with normal C1 inhibitor, EITHER 1) Patient tested po
F12, angiopoiefinor plasminogen gene mutation OR 2) Patient has a fan
of angioedema and the angioedema was refractory to a trial aharedotilait
least one month.

Plan Year

BETASERON
BETASERON
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

Plan Year

BEXAROTENE

BEXAROTENE, TARGRETIN

AlIFDAapproved Indications, Some Medwadiyted Indications

Mycosis fungoides, Sezary syndrome (capsules only), primary cutaneou
positive -€ell lymphoproliferative disorder types: primary cutaneous anap
cell lymphomaafisules only) and lymphomatoid papulosis (capsules only
smoldering adulcdll leukemia/lymphoma (gel only), primary cutaakous B
lymphoma types: primary cutaneous marginal zone lymphoma (gel only)
cutaneous follicle centaplyoma (gel only).

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year
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Prior Authorization Group
Drug Names

PA Indicatiomndicator
Oftlabel Uses

Exclusion Criteria

BOSENTAN

BOSENTAN

All FDAapproved Indications, Some Medmadiyted Indications
Eisenmenger's syndrome

Required Medical Information For pulmonary arterial hypertension (PAH) (World Health Organization ['

Age Restrictions
Prescriber Restrictions
Coverag®uration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

1):Diagnosis was confirmed by right heart catheterization. For PAH new
Pretreatment mean pulmonary arterial pressure is greater than or equal
Pretreatment pulmonary capillary wedge pressure is less than or equal t
and3) Pretreatment pulmonary vascular resistance is greater than 3 Wo
Eisenmenger's syndrome: Patient is diagnosed with Eisenmenger's sync
functional class Il PAH.

Plan Year

BOSULIF

BOSULIF

All FDAapproved Indications, Some Medwadiyted Indications

Relapsed or refractory Philadelphia chromaositirreeacute lymphoblastic let
(Ph+ ALL).

Required Medical Information For chronic myeloid leukemia (CML) or acute lymphoblastic leukemia (A

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

was confirmed by detection of the Philadelphia chromoseiitl ayg@CRor
CML, patient meets one of the following: 1) patient received a hematopc
transplant, OR 2) patient has accelerated or blast phase CML, OR 3) pa
chronic phase CML (high, intermediate, or low risk for disease pragressi
has low risk for disease progression (includes newly diagnosed), patient
experienced resistance, intolerance or toxicity to imatinib or an alternativ
kinase inhibitor. If patient experienced resistance to imatinib or ancsieen
kinase inhibitor for CML, patient is negative for T315] mutation.

Plan Year
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Prior Authorization Group BRAFTOVI

Drug Names BRAFTOVI
PA Indicatiofndicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information For colorectal cancer, patient must meet all of the following criteria: 1) Ti
for BRAF V600E mutation, 2) The disedganised or metastatic, and 3) The
requested drug will be used as subsequent therapy.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group BRIVIACT

Drug Names BRIVIACT
PAlndication Indicator All FDAapproved Indications
Offlabel Uses -

Exclusion Criteria -
Required Medical Information -

Age Restrictions 1 month of age or older
Prescriber Restrictions -
Coverage Duration Plan Year

Other Criteria -

PriorAuthorization Group BRIVIACT INJ

Drug Names BRIVIACT
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

Exclusion Criteria -
Required Medical Information -

Age Restrictions 1 month of age or older
PrescribeRestrictions -
Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group BRUKINSA

Drug Names BRUKINSA
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

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

Prior Authorization Group BUPRENORPHINE

Drug Names BUPRENORPHINE HCL
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

ExclusiorCriteria -

Required Medical Information 1) The requested drug is being prescribed for the treatment of opioid use
2) The patient is pregnant or breastfeeding, and the requested drug is bt
for induction therapy arglibsequent maintenance therapy for treatment o
use disorder OR 3) The requested drug is being prescribed for induction
transition from opioid use to treatment of opioid use disorder OR 4) The
is being prescribed for ra@ntce therapy for treatment of opioid use disorc
patient who is intolerant to naloxone.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration 12 months

Other Criteria -
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Prior Authorization Group BUPRENORPHINE PATCH

Drug Names BUPRENORPHINE
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information 1) The requested drug is being prescribed for pain associated with canc
disease, a termigahdition, or pain being managed through palliative care
requested drug is being prescribed for pain severe enough to requireta
clock, lonterm treatment in a patient who has been taking an opioid ANLC
patient can safelkdahe requested dose based on their history of opioid u
This drug should be prescribed only by healthcare professionals who are
knowledgeable in the use of potent opioids for the management of chror
4) The patient has been evalaatethe patient will be monitored for the
development of opioid use disorder AND 5) This request is for continuati
for a patient who has been receiving an esebadedopioid agent for at leas
days OR the patient has taken an imaeldede opioid for at least one wee!

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group CABOMETYX

Drug Names CABOMETYX
PA Indication Indicator All FDAapprovethdications, Some Mediealtgpted Indications
Offlabel Uses Nonsmall cell lung cancer

Exclusion Criteria -

Required Medical Information For renal cell carcinoma: The disease is relapsed, unresectable, or mete
small cell lung can@ére disease is rearranged during transfection (RET) |
For hepatocellular carcinoma: The patient has been previously treated w

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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PriorAuthorization Group CALCIPOTRIENE

Drug Names CALCIPOTRIENE, CALCITRENE, ENSTILAR
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information 1) The requested drug is lpgegrribed for the treatment of psoriasis AND ;
patient experienced an inadequate treatment response, intolerance, or ¢
to a generic topical steroid.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Cteria -

Prior Authorization Group CALQUENCE

Drug Names CALQUENCE
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

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

Prior Authorization Group CAPRELSA

Drug Names CAPRELSA
PA Indication Indicator All FDAapproved Indications, Some Medwadiyted Indications
Offlabel Uses Nonsmall cell lung cancer (NSdifterentiated thyroid carcinoma: papillary

follicular, and Hurthle cell.

Exclusion Criteria -

Required Medical Information For NSCLC: the requested medication is used for NSCLC when the pati
expresses rearranged daramgfection (RET) gene rearrangements.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group CARBAGLU

Drug Names CARBAGLU
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information For Nacetylglutamate synthase (NAGS) deficiency: Diagnosis of NAGS (
confirmed by enzymatic or genetic testing.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group CAYSTON

Drug Names CAYSTON
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

Exclusion Criteria -

Required Medical Information For treatmentrelspiratory symptoms in cystic fibrosis patients: 1) Pseudo
aeruginosa is present in the patient's airway cultures OR 2) The patient |
pseudomonas aeruginosa infection or colonization in the airways.

Age Restrictions -

Prescriber Resttions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group CERDELGA

Drug Names CERDELGA
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information ForGaucher disease, the diagnosis was confirmed by an enzyme assay
a deficiency of bglacocerebrosidase enzyme activity or by genetic testin
patient's CYP2D6 metabolizer status has been established uslagrad 3
The paties a CYP2D6 extensive metabolizer, an intermediate metaboliz
metabolizer.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group CEREZYME

Drug Names CEREZYME
PAlIndication Indicator All FDAapproved Indications, Some Medmadiyted Indications
Oftlabel Uses Type 3 Gaucher disease

Exclusion Criteria -

Required Medical Information For Gaucher disease, the diagnosis was confirmed by an erntymenssssy
a deficiency of bgfacocerebrosidase enzyme activity or by genetic testin

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group CHANTIX

Drug Names CHANTDCGHANTIX CONTINUING MONTH, CHANTIX STARTING MON
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -
Required Medical Information -
Age Restrictions -
Prescriber Restrictions -
Coverage Duration 6 months
Other Criteria -

Prior Authorization Group CLOBAZAM

Drug Names CLOBAZAM
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

Exclusion Criteria -
Required Medical Information -

Age Restrictions 2 years of age or older
Prescriber Restrictions -
Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

CLOMIPRAMINE

CLOMIPRAMINE HCL

All FDAapproved Indications, Some Medmadiyted Indications
Depression, Panic Disorder

Required Medical Information 1) The requested drug is being prescribed for one of the following: the tr

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names
PAlndication Indicator
Oftlabel Uses

Exclusion Criteria

Obsessiv€ompulsive Disorder (OCD) or Panic Disorder AND 2) The pat
experienced amadequate treatment response, intolerance, or the patient
contraindication to any of the following: a serotonin and norepinephrine i
inhibitor (SNRI), a selective serotonin reuptake inhibitor (SSRI), mirtazaj
requested drug isrgeprescribed for the treatment of Depression AND 4) -
has experienced an inadequate treatment response, intolerance, or the |
contraindication to TWO of the following: serotonin and norepinephrine r
inhibitors (SNRIs), s@élecserotonin reuptake inhibitors (SSRIs), mirtazapir
bupropion.

Plan Year

CLORAZEPATE
CLORAZEPATE DIPOTASSIUM
All FDAapproved Indications

Required Medical Information 1) For the management of anxiety disorders, the requested drug is bein¢

Age Restrictions
Prescriber Restrictions
Coverage Duration

Other Criteria

selective serotonin reuptake inhibitor (SSRtpoirserepinephrine reuptake
inhibitor (SNRI) until the antidepressant becomes effective for the sympt
OR The patient has experienced an inadequate treatment response, intc
contraindication to AT LEAST TWO agents fromititedialéses: A) selective
serotonin reuptake inhibitors (SSRIs), B) seocotmimephrine reuptake inhib
(SNRIs) OR 2) For adjunctive therapy in the management of partial seiz!
Symptomatic relief in acute alcohol withdrawal ORshdrterheelief of the
symptoms of anxiety.

Shorterm relief anxidtynonth, Anxiety Disordarsonths, All other Diagrose
Plan Year

This Priohuthorization requirement only applies to patients 65 years of a
The benefit of therapy with the prescribed medication outweighs the pott
patient 65 years of age or older. (Note: The American Geriatrics Society
useof this medication as potentially inappropriate in older adults, meanin
avoided, prescribed at reduced dosage, or used with caution or carefully

Y0050 _19 MA_19LRPAGrid_C8/8/18

Updated 11/01/2021

19



Prior Authorization Group
Drug Names

PA Indication Incator
Oftlabel Uses

Exclusion Criteria

CLOZAPINE ODT
CLOZAPINE ODT
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

Plan Year

COMETRIQ

COMETRIQ

All FDAapproved Indications, Some Medwadiyted Indications

Nonsmall cell lung cancer (NSCLC), differentiated thyroid carcinoma: pa
follicular, and Hurthle cell.

Required Medical Information For NSCLC: The requested medication is used for NSCLC when the pat

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

Exclusion Criteria

expresses rearranged during transfection (RET) gene rearrangements.

PlanYear

COPIKTRA

COPIKTRA

All FDAapproved Indications, Some Medwadiyted Indications

Gastric MALT lymphomagastric MALT lymphoma, nodal margaal zon
lymphoma, splenic marginal zone lymphoma

Required Medical Information For follicular lymphoma: the requested drug will be usedias sesnihdeque

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

therapy. For gastric MALT lymphonrgastoo MALT lymphoma, modeginal
zone lymphoma, and splenic marginal zone lymphoma: the requested di
as subsequent therapy after at least 2 prior therapies.

Plan Year
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PriorAuthorization Group COTELLIC

Drug Names COTELLIC
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

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

Prior Authorization Group CYSTADROPS

Drug Names CYSTADROPS
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information For cystinosis: 1) Diagnosis of cystinosanfirased by the presence of incre
cystine concentration in leukocytes or by genetic testing, and 2) The pat
corneal cystine crystal accumulation.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group CYSTAGON

Drug Names CYSTAGON
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

Exclusion Criteria -

Required Medical Information For nephropathic cystinosis: Diagnosis of nephropathic cystindisisedasy 1
presence of increased cystine concentration in leukocytes or by genetic

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group CYSTARAN

Drug Names CYSTARAN
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information For cystinosis: 1) Diagnosis of cystinosis was confirmed by the presence
cystine concentration in leukoaytgsgenetic testing, and 2) The patient ha
corneal cystine crystal accumulation.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group DALFAMPRIDINE

Drug Names DALFAMPRIDINE ER
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

Exclusion Criteria -

Required Medical Information For multiple sclerosis, patient must meet the following: For new starts, p
therapypatient meets the following: patient demonstrates sustained walk
impairment. For continuation of therapy, patient meets the following: pat
experienced an improvement in walking speed OR other objective meas
ability since dtiag the requested drug.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group DAURISMO

Drug Names DAURISMO
PA Indication Indicator All FDAapproved Indications, Shtedicallgccepted Indications
Oftlabel Uses Post remission therapy following response to previous therapy with the ¢

for acute myeloid leukemia (AML). Relapsed/refractory disease as a cor
repeating the initial successful indugiroandor AML.

Exclusion Criteria -

Required Medical Information For acute myeloid leukemia: 1) the requested medication must be used
with cytarabine, 2) the patient is 75 years of age or older OR has comorl
preclude intensisteemotherapy, and 3) the requested medication will be L
treatment for induction therapygmoisision therapy, or relapsed or refractol
disease.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group DEFERASIROX

Drug Names DEFERASIROX
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information For chronic iron overload due to blood trangietreasment serum ferritin le
greater than 1000 mcg/L.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group DEMSER

Drug Names METYROSINE
PA Indication Indicator AlIFDAapproved Indications
OffHlabel Uses -

Exclusion Criteria -
Required Medical Information -
Age Restrictions -
Prescriber Restrictions -
Coverage Duration Plan Year
Other Criteria -
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

DESVENLAFAXINE
DESVENLAFAXINE ER
All FDAapproved Indications

Required Medical Information The patient has experienced an inadequate treatment response, intolere

Age Restrictions
Prescriber Restrictions
Coverage Duration
OtherCriteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

patient has@ntraindication to TWO of the following: serotonin and noref
reuptake inhibitors (SNRIs), selective serotonin reuptake inhibitors (SSK
mirtazapine, bupropion.

Plan Year

DHE NASAL
DIHYDROERGOTAMINE MESYLAT
All FDAapproved Indications

Required Medical Information The patient experiencethadequate treatment response, intolerance, or

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

Exclusion Criteria

contraindication to one triptdihlsreceptor agonist

Plan Year

DIACOMIT
DIACOMIT
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year
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PriorAuthorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

DIAZEPAM
DIAZEPAM
All FDAapproved Indications

Required Medical Information 1) For the management of anxiety disorders, the requested drug vsitean(

Age Restrictions
Prescriber Restrictions
Coverge Duration

Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

Exclusion Criteria
Required Medical Infortizan

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

selective serotonin reuptake inhibitor (SSRI) or-serefona@phrine reuptake
inhibitor (SNRI) until the antidepressant becomes effective for the sympt
OR The patient has experienced an inadequate treatment responsey iatc
contraindication to AT LEAST TWO agents from the following classes: A
serotonin reuptake inhibitors (SSRIs), B) seocotmimephrine reuptake inhib
(SNRIs) OR 2) For symptomatic relief in acute alcohol withdrawal OR 8)
adjunct for the relief of spasticity caused by upper motor neuron disorde
cerebral palsy and paraplegia), athetosisnansyfidrome OR 4) For use a
adjunct for the relief of skeletal muscle spasms due to reflex spasm toylo
(e.g., inflammation of the muscles or joints, or secondary to trauma) OR
adjunctive therapy in the treatment of convulsive disorders OR 6} Eomnthe
relief of the symptoms of anxiety.

Shorterm relief afixmo, skeletal muscles sgasmo, Anx Disorddrmo, Other
DiagnoseBlanYR

This Prior Authorization requirement only applies to patients 65 years of
The benefit of therapy withrbgcribed medication outweighs the potential
patient 65 years of age or older. (Note: The American Geriatrics Society
use of this medication as potentially inappropriate in older adults, meanil
avoided, prescribedeatuced dosage, or used with caution or carefully moi

DICLOFENAC GEL 1%
DICLOFENAC SODIUM
All FDAapproved Indications

1) The patient has osteoarthritis pain in joints susceptible to topical treat
feet, ankles, knees, hands, wrists, or elbows AND 2) Treatment with the
is necessary due to concern of an intoleracmeti@irdication to two oral

nonsteroidal airtflammatory drugs (NSAIDs) (e.g., ibuprofen, meloxicam,

Plan Year
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Prior Authorization Group
DrugNames

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

DOPTELET
DOPTELET
All FDAapproved Indications

Required Medical Information For thrombocytopenia associated with chronic liver disease: Baseline pl:

Age Restrictions
Prescrber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

count prior tosgheduled procedure is less than 50,000/mcL. For chronic
immune thrombocytopenia (ITP): 1) For new starts: a) Patient has had a
response or is intolerant to prior therapy such as corticosteroids or immt
AND b) Untransgd plt count at any point prior to the initiation of the requ
medication is less than 30,000/mcL ORSB00Q@AMcL with symptomatic ble
or risk factor(s) for bleeding. 2) For continuation of therapy, plt count res
requested drugj): Current plt count is less than or equal to 200,000/mcL C
Current plt count is greater than 200,000/mcL and dosing will be adjuste
sufficient to avoid clinically important bleeding.

18 years of age or older

Chronic liver disease: 1 month, ITP initial: 6 months, ITP reauthorization

DRIZALMA

DRIZALMA SPRINKLE

AlIFDAapproved Indications, Some Medwadiyted Indications
Cancer pain, chemothenagyced neuropathic pain

Required Medical Information The patient has tried duloxetine capsules or the patient takmadolexetine

Age Restrictions
Prescriber Restrictions
Coverage Duration
OtherCriteria

capsules for any reason (e.g., difficulty swallowing capsules, requires ne
administration)
Generalized Anxiety Diserflgears of age or older

Plan Year
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

EMSAM
EMSAM
All FDAapproved Indications

Required Medical Information 1) The patient has experienced an inadequate tessgtomesa, intolerance, or

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

patient has a contraindication to TWO of the following: serotonin and nol
reuptake inhibitors (SNRIs), selective serotonin reuptake inhibitors (SSK
mirtazapine, bupropion OR 2) Patient is unable to sv@itoulairahs.

18 years of age or older

Plan Year

ENBREL

ENBREL, ENBREL MINI, ENBREL SURECLICK

AlIFDAapproved Indications, Some Medwadiyted Indications

Severe, refractory hidradenitis suppurativa, graft versus host disease

Required Medical Information For moderately to severely active rheumatoidrenthstarts only):1) Inadeqt

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

response, intolerance or contraindication to methotrexate (MTX) OR 2) |
response or intolerance to a prior biologicrdsgifigag antirheumatic drug
(DMARD) or a targeted synthetic DMARD. For active grkydlysitiey(sew st:
only): Inadequate response to-stexmidal artiffammatory drug (NSAID) trie
intolerance or contraindication to NSAIDs. For chronic moderate to seve
psoriasis (new starts only): 1) At least 3% of body suB&2) asedfécted OF
crucial body areas (e.g., feet, hands, face, neck, groin, intertriginous are
affected at the time of diagnosis, AND 2) Patient meets any of the follow
has experienced an inadequate response or intoleranphatoditheapy (e.g.
UVB, PUVA) or pharmacologic treatment with methotrexate, cyclosporin
OR b) Pharmacologic treatment with methotrexate, cyclosporine, or aciti
contraindicated OR c) Patient has severe psoriasis that waganB\VA RO
firstline therapy (i.e. at least 10% of the BSA or crucial body areas (e.qg.,
face, neck, scalp, genitals/groin, intertriginous areas) are affected).

Plan Year
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

ENDARI
ENDARI
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
OffHlabel Uses

Exclusion Criteria
Required Medicaiformation

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
DrugNames

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

5 years of age or older

Plan Year

EPCLUSA
EPCLUSA
All FDAapproved Indications

For chronic hepatitis C: Infection confirmed by presence of HCV RNA in
to starting treatment. Planned treatment regimen, genotype, prior treatm
presence or absence of cirrhosis (compensated or decompensatedt¢Chil
Pugh class B or C]), presence or absence of HIV coinfection, presence «
resistancassociated substitutions where applicable, liver and kidney tran
status if applicable. Coverage conditions and specific durations itfteppro
based on current AASLD treatment guidelines.

Criteria will be applied consistent with currenltDS¥Sgdidance.

EPIDIOLEX
EPIDIOLEX
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year
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PriorAuthorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria
Required Kdical Information

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

EPO

PROCRIT

All FDAapproved Indications, Some Medmadiyted Indications

Anemia due to myelodysplastic syndromes (MDS), anemia in congestive
(CHF), anemiarhreumatoid arthritis (RA), anemia due to hepatitis C treatr
(ribavirin in combination with either interferon alfa or peginterferon alfa).
Patients receiving chemotherapy with curative intent. Patients with myel
For all uses except surgery: Pretreatment (no erythropoietin treatment ir
month) hemoglobin (Hgb) is less than 10 g/dL (less than 9 g/dL for anen
congested heart failure only). For surgery: 1) Patient is scheduked for ele
noncardiac, nonvascular surgery. 2) Pretreatment Hgb is greater than 1(
than 13 g/dL.

16 weeks

Coverage under Part D will be denied if covsraiteble under Part A or Par
the medication is prescribed and dispensed or administered for the indiv
used for treatment of anemia for a patient with chronic renal failure who

dialysis, or furnished from physician'srstigplyt to a physician service). Co
includes use in anemia in patients whose religious beliefs forbid blood tr
Requirements regarding Hgb values exclude values due to a recent tran
reauthorizations (patient received ergtimdapeatment in previous month): 1
uses except surgery, there is an increase in Hgb of at least 1 g/dL after i
weeks of therapy. 2) For anemia in chronic kidney disease, MDS, CHF,

immunodeficiency virus (HIV), hepati@sr@mte anemia due to myelosuppre
cancer chemotherapy, or patients whose religious beliefs forbid blood tre
current Hgb is less than 12 g/dL.

ERIVEDGE

ERIVEDGE

All FDAapprovethdications, Some Mediealtgpted Indications
Adult medulloblastoma

Required Medical Information Adult medulloblastoma: patient has received chemotherapy previously A

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

tumor(s) with mutations isdh& hedgehog pathway

Plan Year
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Prior Authorization Group ERLEADA

Drug Names ERLEADA
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information For all indications: The requested drug will be used in combination with-
releasing hormone (GnRH) analog or after bilateral orchiectomy.

Age Restrictions -

Prescriber Restrictions -

Coveage Duration Plan Year

Other Criteria -

Prior Authorization Group ERLOTINIB

Drug Names ERLOTINIB HYDROCHLORIDE
PA Indication Indicator All FDAapproved Indications, Some Medwadiyted Indications
Offlabel Uses Recurrent or advanoedsmall cell lung cancer (NSCLC), recurrent chordc

cell carcinoma (RCC), brain metastases from NSCLC.

Exclusion Criteria -

Required Medical Information For NSCLC (including brain metastases from NSCLC): 1) the disease is
advanced, or metastatic and 2) the member has sensitizing EG¥Ritiveta
disease. For pancreatic cancer: the disease is locally advanced, unrese«
metastatic.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Othe Criteria -

Prior Authorization Group ESBRIET

Drug Names ESBRIET
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

Exclusion Criteria -

Required Medical Information For idiopathic pulmonary fibrosis (Initial Review Qigijedplation compute:
tomography (HRCT) study of the chest or a lung biopsy reveals the usue
pneumonia (UIP) pattern, OR 2) HRCT study of the chest reveals a resu
the UIP pattern (e.g., probable UIP, indeterminate faheiéiagndsis is
supported either by a lung biopsy or by a multidisciplinary discussion be
a radiologist and pulmonologist who are experienced in idiopathic pulmc
a lung biopsy has not been conducted.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

EVEROLIMUS

AFINITOR, AFINITOR DISPERZ, EVEROLIMUS

All FDAapproved Indications, Shtedicallgccepted Indications

Classic Hodgkin lymphoma, thymomas and thymic carcinomas, Walden:
macroglobulinemia/lymphoplasmacytic lymphoma, soft tissue sarcoma (
epithelioid cell tumors (PEComa) and lymphangiolegimgobtgpes),
gastrointestinal stromal tumors, neuroendocrine tumors of the thymus, tt
carcinoma (papillary, Hurthle cell, and follicular), endometrial carcinoma

Required Medical Information For breast cancer: 1) The diseaseurrent or metastatic hormone receptor

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

positive, human epidermal growth factor receptorriegfdBR2)and 2) The

requested medication is prescribed in combination with exemestane, ful
tamoxifen, AND 3) The patient has recdvethertherapy within 1 year. For
cell carcinoma: The disease is relapsed or metastatic. For subependym:
astrocytoma (SEGA): The requested drug is given as adjuvant treatmen

Plan Year

FABRAZYME
FABRAZYME
All FDAapproved Indications

Required Medical Information For Fabry diseaskagnosis of Fabry disease was confirmed by an enzym

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

demonstrating a deficiency of-giphetosidase enzyme activity or by geneti
testing, or the patient is a symptomatic obligate female carrier.

Plan Year

FARYDAK
FARYDAK
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year
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Prior Authorization Group
Drug Names

PA Indication Indicator
OffHlabel Uses

Exclusion Criteria
RequiredMedical Information

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

FASENRA
FASENRA, FASENRA PEN
All FDAapproved Indications

For severe asthma: For initial therapy: 1) Either a) Patient has baseline |
eosinophil count of at least 150 cells per microliter OR b) Patient is depe
systemic corticosteroids, and 2) Patient has a history of sevdespéstoorae!
treatment with both of the following medications at optimized doses: a) il
corticosteroid and b) additional controller (long actiggrbsta2ukotriene
modifier, or sustained release theophylline). For continuationsththarapy:
control has improved on treatment with the requested drug, as demonsti
reduction in the frequency and/or severity of symptoms and exacerbatiol
reduction in the daily maintenance oral corticosteroid dose.

12 years ofya or older

Plan Year

FENTANYL PATCH
FENTANYL
All FDAapproved Indications

Required Medical Information 1) The requested drug is being prescribed for pain associated with canc

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

disease, a terminal condition, or pain being managed through palliative (
requested drug is being prescribed for pain sexgrécerequire daily, ardie
clock, lontgrm treatment in a patient who has been taking an opioid ANLC
patient can safely take the requested dose based on their history of opic
[NoteThis drug should be prescribed only by healtlessieornalst who are

knowledgeable in the use of potent opioids for the management of chror
4) The patient has been evaluated and the patient will be monitored for t
development of opioid use disorder AND 5) This request is for comeiraymsti
for a patient who has been receiving an erdbaedopioid agent for at leas
days OR the patient has taken an immeddege opioid for at least one wee!

Plan Year
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Prior Authorization Group FETZIMA

Drug Names FETZIMA, FETZIMA TITRATION PACK
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information The patient hagperienced an inadequate treatment response, intoleranc
patient has a contraindication to TWO of the following: serotonin and nol
reuptake inhibitors (SNRIs), selective serotonin reuptake inhibitors (SSK
mirtazapine, bupropion.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group FINTEPLA

Drug Names FINTEPLA
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -
Required Medical Information -
Age Restrictions -
Prescriber Restrictions -
Coverage Duration Plan Year
Other Criteria -
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

FORTEO
FORTEO
All FDAapproved Indications

Required Medical Information For postmenopausal osteoporosis: patient has ONE of the following (1 ¢

Age Restrictions
Prescriber Restrictions
Coverage Duration

Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

history of fragility fractures, OR 2}ragireent-3core of less than or equal %
or prereatment-3corggreater tha2.5 and less thanwith a high gireatment

Fracture Risk Assessment Tool (FRAX) fracture probability AND patient
following: a) Indicators for higher fracture risk (e.g., advanced age, frailty
therapy, vergw Fscores, or increased fall risk), OR b) Patient has failed [
treatment with or is intolerant to a previous injectable osteoporosis thera
Patient has had an oral bisphosphonate trial ofgedeakiration or there is i
clinical reasao avoid treatment with an oral bisphosphonate. For primary
hypogonadal osteoporosis in men: patient has one of the following: 1) a
osteoporotic vertebral or hip fracture, ORejtprent-3core of less than or e
to-2.5, OR 3) pteeatment-§core greater thanb and less thdnwith a high pr
treatment FRAX fracture probability. For glucexduoemdsteoporosis: 1) p
has had an oral bisphosphonate trial of ayésasiuration unless patient ha:
contraindidan or intolerance to an oral bisphosphonate, AND 2) patient t
the following: a) a history of fragility fracture, ORdéqtanpré-3core of less tt
or equal t€.5, OR c) pteeatment-3core greater th&b and less thanwith a
high prareatment FRAX fracture probability.

24 months lifetime total for parathyroid hormone analogs (e.g., abalopar
teriparatide)

Patient has high FRAX fracturalpligbif the 10 year probability is either gre
than or equal to 20 percent for any major osteoporotic fracture or greate
to 3 percent for hip fracture. If glucocorticoid treatment is greater than 7.
(prednisone equivalent) pethiagstimated risk score generated with FRA.
be multiplied by 1.15 for major osteoporotic fracture and 1.2 for hip fract

FOTIVDA
FOTIVDA
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year
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Prior Authorization Group FYCOMPA

Drug Names FYCOMPA
PA Indication Indicator AlIFDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information -

Age Restrictions Partiabnset seizures: 4 years of age or older, Primary generalaeid tonic
seizures: 12 years of age or older.

PrescribeRestrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group GATTEX

Drug Names GATTEX
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

Exclusion Criteria -

Required Medical Information For shothowel syndrome (SBS) initial therapy: Adult patients were deper
parenteral support for at least 12 months. Pediatric patients were depen
nutrition/IV fluids to account for at least 30 percent of caloric and/or fluid
needs. For SBBntinuation: Requirement for parenteral support has decr:
baseline while on therapy with the requested medication.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group GAVRETO

Drug Names GAVRETO
PA Indication Indicator All FDAapproved Indications, Some Medwadiyted Indications
Offlabel Uses Recurrent or advanced rearranged during transfection (RET) repositiger

nonsmall cell lung cancer

Exclusion @teria -

Required Medical Information For norsmall cell lung cancer, patient must meet all of the following: 1) T
recurrent, advanced, or metastatic, and 2) The tumor is rearranged durir
(RET) fusigmositive or REdarrangemepobsitive.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group GILENYA

Drug Names GILENYA
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

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

Prior Authorization Group GILOTRIF

Drug Names GILOTRIF
PA Indication Indicator AlIFDAapproved Indications, Some Medwadiyted Indications
OffHlabel Uses Brain metastases fromsmall cell lung cancer.

Exclusion Criteria -

Required Medical Information For nossmall cell lung cancer (NSCLC): Patient meets either ofghg)follow
Patient has metastatic squamous NSCLC that progressed attasethtinunm
chemotherapy, or 2) Patient has a known sensitizing EGFR mutation. Fc
metastases from NSCLC: Patient has a known sensitizing EGFR mutati

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group GLATIRAMER

Drug Names GLATIRAMER ACETATE, GLATOPA
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

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

Y0050 19 MA_ 19LRPAGrid C8/8/18
Updated 11/01/2021 36



Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

GROWTH HORMONE
GENOTROPIN, GENOTROPIN MINIQUICK
AllMedicaltgccepted Indications

Pediatric patients with closed epiphyses (except in patients with PWS).

Required Medical Information Pediatric GHD: 1) Younger than 2.5 yrs old, when applictielatrag mrpte

Age Restrictions
Prescriber Restrictions

Coverag®uration
Other Criteria

height (ht) more than 2 SD below mean and slow growth velocity. 2) 2.5
older: a) P#t Tyear ht velocity more than 2 SD below mean @RHhi)noee
than 2 SD below mean ayelat ht velocity more than 1 SD below mean. P
GHD: 1frailed 2 stimulation tests (peak below 10 ng/mL) prior to starting
OR 2) Pituitary/CNS disorder (eg, genetic defects, CNS tumors, congen
abnormalities) and-préGFL more than 2 SD below mean, OR 3) Patient i¢
neonate or wdgagnosed with GHD as a neonate. TS: 1) Confirmed by ka
AND 2) Prgeatment height is less than the 5th percentile for age. SGA: :
weight (wt) below 25009 at gestational age (GA) more than 37 weeks O|
length below 3rd peraefil GA or at least 2 SD below mean for GA, AND
manifest catelp growth by age 2. Adult GHD: 1) Failed 2 stimulation test:
below 5 ng/mL) or test with Macrilen (peak below 2.8 ng/ml) prior to star
Structural abnormalitthethypothalamus/pituitary AND 3 or more pituitary
deficiencies, OR 3) Childloosét GHD with congenital (genetic or structur:
abnormality of the hypothalamus/pituitary/CNS, OR-Y Lk jared failed 1
stimulation test prior to staring

SGA: 2 years of age or older

Endocrinologist, pediatric endocrinologist, pediatric nephrologist, infectic
specialist, gastroenterologist/nutritional support specialist, geneticist.
Plan Year

Renewal for pediatric GHD, TS, SGA, and adult GHD: patient is experiel
improvement.
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

HAEGARDA
HAEGARDA
All FDAapproved Indications

Required Medical Information For hereditary angioedema (HAE): The requested drug is being used for

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names
PAlIndication Indicator
Oftlabel Uses

Exclusion Criteria

of acute angioedema attacks. Patient has HAE with C1 inhibitor deficien
dysfunction confirmed by laboratory@Rtpagient has HAE with normal C1
inhibitor confirmed by laboratory testing. For patients with HAE with norr
EITHER 1) Patient tested positive for an F12, anfjjapqédsminogen gene
mutation, OR 2) Patient has a family hstgipefiema and the angioedema
refractory to a trial of an antihistamine for at least one month.

Plan Year

HARVONI
HARVONI
All FDAapproved Indications

Required Medical Information For chronic hepatitis C: Infection confirmed by presence of HCV RNA in

Age Restrictions
Prescriber Restrictions
Coverage Duration

Other Criteria

to starting treatment. Planned treaégiemeén, genotype, prior treatment hist
presence or absence of cirrhosis (compensated or decompensated [Chil
Pugh class B or C]), presence or absence of HIV coinfection, presence «
resistancassociated substitutions where apgplicger and kidney transplante
status if applicable. Coverage conditions and specific durations of appro
based on current AASLD treatment guidelines.

Criterimpplied consistent w/ current AR MAguidance. Reminder for 8wk
if appropriate.
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

HERCEPTIN

HERCEPTIN

All FDAapproved Indications, Some Medwadiyted Indicats

Neoadjuvant treatment for human epidermal growth factor recegtosiel
breast cancer, recurrent HiRRive breast cancer, leptomeningeal metast
breast cancer, HEpRIsitive esophageal and esophagogastricganceéorHER
positive advanced and recurrent uterine serous carcineamnglifi€dR@olorect
cancer in combination with pertuzumab or lapatinib.

Required Medical Information -

Age Restrictions
PrescribeRestrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

Exclusion Criteria

Neoadjuvant therapy for breast cancer: 6 months. Other: Plan Year.
Coverage under Part D will be denied if coverage is available under Par
the medication is prescribed and dispeadednistered for the individual. Fe
approved indications anthbél uses that overlap: the patient had an intole
adverse event to Trazimera and that adverse event was NOT attributed
ingredient as described in the prescribmgtiofo

HERCEPTIN HYLECTA

HERCEPTIN HYLECTA

All FDAapproved Indications, Some Medwadiyted Indications
Neoadjuvant treatment for human epidermal grovettefatcio (HER®R)sitive
breast cancer.

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Neoadjuvant therapy for breast cancer: 6 months, Other: Plan Year.
Coverage under Part D will be denied if coverage is available under Par
the medication is prescribed and dispensed or administered for the indiv
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria
Required Medical Infoation
Age Restrictions
Prescriber Restrictions
Coverage Duration

Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

HERZUMA

HERZUMA

All FDAapproved Indications, Some Medmadiyted Indications
Neoadjuvant treatment for human epidermal growth factor recegtosiel
breast cancer, recurrent HiRRive breast cancer, leptomeningeal metast
breastancer, HERsitive esophageal and esophagogastric junction car
positive advanced and recurrent uterine serous carcineamnglifi€dR@olorect
cancer in combination with pertuzumab or lapatinib.

Neoadjuvant therapy for breast cancer: 6 months. Other: Plan Year.
Coverage under Part D will be denied if coverage is available under Par
themedication is prescribed and dispensed or administered for the indivi
approved indications anthbél uses that overlap: the patient had an intole
adverse event to Trazimera and that adverse event was NOT attributed
ingrelient as described in the prescribing information.

HETLIOZ
HETLIOZ
All FDAapproved Indications

Required Medical Information ForNonr24Hour SleeWake Disorder: 1) For initial therapy and continuatio

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

therapy: a) diagnosis of total blindness in both eyes (e.g., nonfunctioning
b) unable to perceive light in both eyes, AND 2) If currently on therapy w
requestedrug, patient must meet at least one of the following: a) increas
nighttime sleep or b) decreased daytime nap duration. For nighttime slee
in SmittMagenis Syndrome (SMS): 1) for initial therapy and continuation
the patiet has a confirmed diagnosis of SMS AND 2) if currently on thera
requested drug, the patient experiences improvement in the quality of sl
starting therapy.

Initiation: 6 Months, Renewal: Plan Year
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

HRMANTICONVULSANTS
PHENOBARBITAL, PHENOBARBITAL SODIUM
All FDAapproved Indications, Some Medmadiyted Indications

Epilepsy

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PAIndication Indicator
Offlabel Uses
Exclusion Criteria

Plan Year

This Prior Authorization requirement only applies to patients 70 yeddsrof
(The American Geriatrics Society identifies the use of this medication as
inappropriate in older adults, meaning it is best avoided, prescribed at re
or used with caution or carefully monitored.) Prescriber must dickhtveled:
benefit of therapy with this prescribed medication outweighs the potentie
patient.

HRMANTIPARKINSON

BENZTROPINE MESYLATE, TRIHEXYPHENIDYL HCL, TRIHEXYPHE
HYDROCHLO

All FDAapproved Indications

Required Medical Information EPS (extrapyramidal symptoms): 1) The patient has not titRiINha! teomativ

Age Restritons
Prescriber Restrictions
Coverage Duration
Other Criteria

drug amantadine AND 2) The patientdrasaandication to theH®M alternati
drug amantadine AND 3) Prescriber must acknowledge that the benefit «
this prescribed medication outweighs the potential risks for this patient C
patient has tried the-riBtM alternativeigramantadine AND 5) The patient
experienced an inadequate treatment response OR intolerand¢R&the nc
alternative drug amantadine AND 6) Prescriber must acknowledge that t
therapy with this prescribed medication outweighs thésgstiemtthis patient.
Parkinson's: 1) The patient has tried two of the follbiiNgaitamnative drug:
amantadine, carbidopa/levodopa, pramipexole, or ropinirole AND 2) The
experienced an inadequate treatment response OR intoleranice follovara
nonrHRM alternative drugs: amantadine, carbidopa/levodopa, pramipexao
ropinirole AND 3) Prescriber must acknowledge that the benefit of thera|
prescribed medication outweighs the potential risks for this patient.

Plan Year

This Prior Authorization requirement only applies to patients 70 years of
(The American Geriatrics Society identifies the use of this medication as
inappropriate in older adults, meaning it is best avoided, prescribed at re
or used with caution or carefully monitored.)
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Prior Authorization Group
Drug Names
PAlIndication Indicator
Oftlabel Uses

Exclusion Criteria

HRMCYPROHEPTADINE

CYPROHEPTADINE HCL, CYPROHEPTADINE HYDROCHLOR
All FDAapproved Indications, Some Medmadiyted Indications
Pruritus, spasticity due to spinal cord injury

Required Medical Information For rhinitis: 1) The patient has tried two @wirgfotthiRM alternative drugs

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

levocetirizine, azelastine nasal, fluticasone nasal, or flunisolide nasal AN
patient experienced an inadequate treatment response OR intolerance t
following neHRM alternative drugs: levocetirizilzstiaeenasal, fluticasone n
or flunisolide nasal.

Plan Year

This Prior Authorization requirement only applies to patients 70 years of
(TheAmerican Geriatrics Society identifies the use of this medication as |
inappropriate in older adults, meaning it is best avoided, prescribed at re
or used with caution or carefully monitored.) The prescriber must acknov
benefit of therapy with this prescribed medication outweighs the potentie
patient.

HRMDIPYRIDAMOLE
DIPYRIDAMOLE
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year

This Prior Authorization requirement only applies to patients 70 years of
(The American Geriat8ociety identifies the use of this medication as pott
inappropriate in older adults, meaning it is best avoided, prescribed at re
or used with caution or carefully monitored.) Prescriber must acknowled:
benefit of therapyhvithis prescribed medication outweighs the potential ris
patient.
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

HRMGUANFACINE ER
GUANFACINE ER
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

Exclusion Criteria
RequiredMedical Information
Age Restrictions

Prescriber Restrictions
Coverage Duration

Other Criteria

Plan Year

This Prior Authorization requirement only applies to patients 70 years of
(The American Geriatrics Sadegttifies the use of this medication as poter
inappropriate in older adults, meaning it is best avoided, prescribed at re
or used with caution or carefully monitored.) Prescriber must acknowled:
benefit of therapy with tleisgoibed medication outweighs the potential risk
patient.

HRMGUANFACINE IR
GUANFACINE HCL
All FDAapproved Indications

Plan Year

This Prior Authorization requirement only applies to patients 70 years of
(The American Geriatrics Society identifieofrteisseedication as potential
inappropriate in older adults, meaning it is best avoided, prescribed at re
or used with caution or carefully monitored.) Prescriber must acknowled
benefit of therapy with this prescribed meulitataghs the potential risks fol
patient.
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Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses
Exclusion Criteria

HRMHYDROXYZINE

HYDROXYZINE HCL, HYDROXYZINE HYDROCHLORIDE, HYDROXY
PAMOATE

All FDAapproved Indications

Required Medical Information For anxiety: 1) The patient has tried two of the following alternative drug

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

duloxetine, escitalopram, sertraline, or venlafaxinereldase@ND 2) The

patient experienced an inadegaateent response OR intolerance to two ¢
following alternative drugs: buspirone, duloxetine, escitalopram, sertralir
venlafaxine extendetbase AND 3) Prescriber must acknowledge that the
therapy with this prescribed medicatieigbsitive potential risks for this pati
4) The patient has not tried two of the following alternative drugs: buspir:
duloxetine, escitalopram, sertraline or venlafaxinereldasde®ND 5) The

patient has acute anxiety AND 6) Prescribeknuvgtiedge that the benefit of
therapy with this prescribed medication outweighs the potential risks for
7) If being requested for pruritus, prescriber must acknowledge that the |
therapy with this prescribed medication oubeegigteritial risks for this patie

Plan Year

This Prior Authorization requirement only applies to patients 70 years of
(The American Geriatrics Sadeattifies the use of this medication as poter
inappropriate in older adults, meaning it is best avoided, prescribed at re
or used with caution or carefully monitored.)
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Prior Authorization Group HRMHYDROXYZINE INJ

Drug Names HYDROXYZINE HCL, HYDROXYZINE HYDROCHLORIDE
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information Alcohol Withdrawal Syndrome: 1) The patient has not tried one of the fol
alternative drugs: clorazepate or lorazepam AND 2) The patient has a c¢
to one of the following alternative drugs: clorazepate or lorazepam AND
must acknowledge that the benefit of therapy with this prescribed medits
the potential risks for this patient OR 4) The patient has tried one of the
alternative drugs: clorazepate or lorazepam AND 5) The patient experiel
inadequate treatment response OR intolerance to one of the following al
drugs: lorazepate or lorazepam AND 6) Prescriber must acknowledge th
of therapy with this prescribed medication outweighs the potential risks f
Anxiety: 1) The patient has tried two of the following alternative drugs: bi
dulxetine, escitalopram, sertraline or venlafaxine-ssteasi=AND 2) The
patient experienced an inadequate treatment response OR intolerance t
following alternative drugs: buspirone, duloxetine, escitalopram, sertralir
venlafaxine extektelease AND 3) Prescriber must acknowledge that the
therapy with this prescribed medication outweighs the potential risks for
4) The patient has not tried two of the following alternative drugs: buspir
duloxetine, escit@am, sertraline or venlafaxine extehei@se AND 5) The
patient has acute anxiety AND 6) Prescriber must acknowledge that the
therapy with this prescribed medication outweighs the potential risks for
7) If being requestechBursea/vomiting, prescriber must acknowledge that
of therapy with this prescribed medication outweighs the potential risks f

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria This Priokuthorization requirement only applies to patients 70 years of a
(The American Geriatrics Society identifies the use of this medication as
inappropriate in older adults, meaning it is best avoided, prescribed at re
orused with caution or carefully monitored.)
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Prior Authorization Group
Drug Names

PA Indication Indicator
OffHlabel Uses

Exclusion Criteria
Required Medicaiformation

Age Restrictions
Prescriber Restrictions
Coverage Duration
OtherCriteria

Prior Authorization Group
Drug Names

PA Indication Indicator
OftlabelUses

Exclusion Criteria

HRMHYPNOTICS
ESZOPICLONE, ZALEPLON, ZOLPIDEM TARTRATE
All FDAapproved Indications

1) The patient has a contraindication totHfeM@nohligh Risk Medication)

alternative drug doxepin (3 mg or 6 mg) AND 2) Prescriber must acknow
benefit of therapy with this prescribed medication outweighs the fotehise
patient OR 3) The #tRM (nohligh Risk Medication) alternative drug doxe
or 6 mg) has been tried AND 4) The patient experienced an inadequate
response OR intolerance to thelRdh(nehligh Risk Medication) alternative
doxepin (3 mg or 6 mg) AND 5) Prescriber must acknowledge that the b
therapy with this prescribed medication outweighs the potential risks for

Plan Year

This Prior Authorization requirement only applies to patients 70 years of
(The American Geriatrics Society identifies the use of this medication as
inappropriate in older adults, meaning it is best avoided, preduobddlasag
or used with caution or carefully monitored.) APPLIES TO GREATER Tt
CUMULATIVE 90 DAYS OF THERAPY PER YEAR.

HRMMETHYLDOPA
METHYLDOPA
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year

This Prior Authorization requirement only applies to patients 70 years of
(TheAmerican Geriatrics Society identifies the use of this medication as |
inappropriate in older adults, meaning it is best avoided, prescribed at re
or used with caution or carefully monitored.) Prescriber must acknowled:
berefit of therapy with this prescribed medication outweighs the potential
patient.
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Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses
Exclusion Criteria

HRMPROMETHAZINE

PROMETHAZINE HCL, PROMETHAZINE HCL PLAIN, PROMETHAZIN
HYDROCHLORID

AlIFDAapproved Indications

Required Medical Information Rhinitis: 1) The patient has tried two of the folleMitlg atiarnative drugs:

Age Restrictions
Prescriber Bstrictions
Coverage Duration
Other Criteria

levocetirizine, azelastine nasal, fluticasone nasal, or flunisolid2)nEsal AN
patient experienced an inadequate treatment response OR intolerance t
following néHRM alternative drugs: levocetirizine, azelastine nasal, flutic:
or flunisolide nasal AND 3) Prescriber must acknowledge that therbpgefi
with this prescribed medication outweighs the potential risks for this pati
requested drug is being prescribed for urticaria AND 5) Prescriber must
that the benefit of therapy with this prescribed medication outwexgihs risk:
for this patient OR 6) The drug is being requested for antiemetic therapy
postoperative patients or motion sickness AND 7) Prescriber must acknc
the benefit of therapy with this prescribed medication outweighs ths fuote
this patient OR 8) The requested drug is being prescribed for any of the
allergic conjunctivitis, dermatographism, allergic reaction to blood or pla:
adjunct therapy with analgesics for postoperative pain, angioedetibemp
with epinephrine for anaphylaxis after acute symptoms are controlled AM
Prescriber must acknowledge that the benefit of therapy with this prescri
outweighs the potential risks for this patient.

Plan Year

This Prior Authorization requirement only applies to patients 70 years of
(The American Geriatrics Society identifies the use of this medication as
inappropriate in older adults, meaning it is best avoided, prescribed at re
or used with caution or carefully monitored.)
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

HRMSCOPOLAMINE

SCOPOLAMINE

All FDAapproved Indicatip8sme Medicadlgcepted Indications
Excessive salivation

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses
Exclusion Criteria

Plan Year

This Priohuthorization requirement only applies to patients 70 years of a
(The American Geriatrics Society identifies the use of this medication as
inappropriate in older adults, meaning it is best avoided, prescribed at re
or sed with caution or carefully monitored.) Prescriber must acknowledc
benefit of therapy with this prescribed medication outweighs the potentie
patient.

HRMSKELETAL MUSCLE RELAXANTS

CARISORBDOL, CYCLOBENZAPRINE HYDROCHLO, METHOCARBA
VANADOM

All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

3 months

This Prior Authorization requirement only applies to patients 70 years of
(The American Geriatrics Society identifies the use of this medication as
inappropriate in older adults, meaning it is bestpaesalddd at reduced dos
or used with caution or carefully monitored.) Prescriber must acknowled
benefit of therapy with this prescribed medication outweighs the potentie
patient.
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Prior Authorization Group
DrugNames

PA Indication Indicator
Offlabel Uses
Exclusion Criteria

HUMIRA

HUMIRA, HUMIRA PEDIATRIC CROHNS D, HUMIRA PEN, HCMIRZ(H
START, HUMIRA PERDIATRIC UC S, HUMIRARRENV STARTER

All FDAapproved Indications, Some Medwadiyted Indications

Axial spondyldanitis.

Required Medical Information For moderately to severely active rheumatoid arthritis (new starts only):

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

response, intolerance or contraindication to methotrexate (MTX) OR 2) |
response or intolerance poior biologic diseasadifying antirheumatic drug
(DMARD) or a targeted synthetic DMARD. For active ankylosing spondy
spondyloarthritis (new starts only): Inadequate responstctroidal@anti
inflammatory drug (NSAID) trial@dRante or contraindication to NSAIDs.
moderate to severe chronic plaque psoriasis (new starts only): 1) At leas
surface area (BSA) is affected OR crucial body areas (e.qg., feet, hands,
groin, intertriginous areas) are aff¢thexitime of diagnosis, AND 2) Patient
any of the following: a) Patient has experienced an inadequate response
to either phototherapy (e.g., UVB, PUVA) or pharmacologic treatment wi
methotrexate, cyclosporine, or acitretirmnmgd@ihagic treatment with methot
cyclosporine, or acitretin is contraindicated, c) Patient has severe psoria
warrants a biologic DMARD alinirstherapy (i.e. at least 10% of the body s
area (BSA) or crucial body areas (e.qg,,feandace, neck, scalp, genitals/gr
intertriginous areas) are affected). For moderately to severely active Cra
(new starts only): 1) Inadequate response to at least one conventional tf
corticosteroids), OR 2) Intolerancetmindication to conventional therapy.
moderately to severely active ulcerative colitis (new starts only): 1) Inade
response to at least one conventional therapy (e.g., corticosteroids, amil
OR 2) Intolerance or contraindicatimmventional therapy.

Plan Year
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

HYPNOTIC BENZODIAZEPINES
TEMAZEPAM
All FDAapproved Indications

Required Medical Information 1) The neRIRM (nehligh Risk Medication) alternative drug doxepin (3 mg

Age Restrictions
Prescriber Restrictions
Coverag Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

Exclusion Criteria

has been tried AND 2) The patient experienced an inadequate treatmen
intolerance to therHRM (nohligh Risk Medication) alternative drug doxey
or 6 mg) AND 3) The benefit of therapy with this prescribed medication ¢
potential risk in a patient 65 years of age or older OR 4) The patient has
contraindication to thelHBM (ncehligh Risk Medication) alternative drug d«
(3 mg or 6 mg) AND 5) The benefit of therapy with this prescribed medic
outweighs the potential risk in a patient 65 years of age or older.

Plan Year

This Prior Authorization requirement only applies to patients 65 years of
(The American Geriatrics Society identifies the use of this medication as
inappropriate in older adults, meanhegsitasoided, prescribed at reduced (
or used with caution or carefully monitored.) APPLIES TO GREATER Tt
CUMULATIVE 90 DAYS OF THERAPY PER YEAR.

IBRANCE

IBRANCE

AlIFDAapproved Indications, Some Medwadiyted Indications
Unresectable wdiiferentiated/dedifferentiated liposarcoma, recurrent hori
receptor (HRpsitive human epidermal growth factor receptorZe4HEiR?)
breast canceraombination with an aromatase inhibitor or fulvestrant.

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year
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Prior Authorization Group ICATIBANT

DrugNames ICATIBANT ACETATE, SAJAZIR
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information For hereditary angioedema (HAE): The requested drug is being used for
of acut@angioedema attacks. Patient has hereditary angioedema (HAE) v
inhibitor deficiency or dysfunction confirmed by laboratory testing OR pa
hereditary angioedema with normal C1 inhibitor confirmed by laboratory
patients with HABwibrmal C1 inhibitor, EITHER 1) Patient tested positiv
F12, angiopoiefinor plasminogen gene mutation OR 2) Patient has a fan
of angioedema and the angioedema was refractory to a trial of an antihi
least one month.

AgeRestrictions 18 years of age or older
Prescriber Restrictions -
Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group ICLUSIG

Drug Names ICLUSIG
PA Indication Indicator All FDAapproved Indications, Shtedicallgccepted Indications
OffHlabel Uses Followup therapy after hematopoietic stem cell transplant (HSCT) for chr

leukemia (CML) and ALL patients.

Exclusion Criteria -

Required Medical Information For chronic myeloid leuké@ML) or Philadelphia chromosome positive aci
lymphoblastic leukemia (Ph+ ALL): diagnosis was confirmed by detectio
Philadelphia chromosome orARBLRyene.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

OtherCriteria -
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Prior Authorization Group
Drug Names

PA Indication Indicator
OffHlabel Uses

Exclusion Criteria
RequiredMedical Information

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

IDHIFA

IDHIFA

All FDAapproved Indications, Some Medmadiyted Indications
Newlhdiagnosed acute myeloid leukemia

For acute myeloid leukemia (AML) with an isocitrate dehdfiiijéRperutati
1) patient is 60 years of age or older wittliagndged AML and meets one «
following: a) patient has comorbidities that preclude ssgeahduetion
chemotherapy, or b) patient declines intensive induction chemotherapy,
is 60 years of age or older and the requested drug will be ussdissqgost
therapy following response to previous lower intensity therapyeviggihen
OR 3) patient has relapsed or refractory AML.

Plan Year

IMATINIB

IMATINIB MESYLATE

AlIFDAapproved Indications, Some Medwadiyted Indications

Desmoid tumors, pigmented villonodular synovitis/tenosynovial giant cel
(PVNS/TGCT), chordoma, melanomaghalib® Kaposi sarcoma, and chron
myelomonocytic leukemia.

Required Medical Information For chronic myeloid leukemia (CML) or Philadelphia chromosome positit

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

lymphoblastic leukemia (Ph+ ALL): diagnosis was confirmed by detectio
Philadelphia chromosome orARLRyene. For Chatient did not fail (excludi
failure due to intolerance) prior therapy with a tyrosine kinase inhibitor. F
c-Kit mutation is positive.

Plan Year
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

IMBRUVICA

IMBRUVICA

All FDAapproved Indications, Some Medmadiyted Indications

Gastric mucosasociated lymphoid tissue (MALT) lymphegasinoMALT
lymphoma, hairy cell leukemia, lymphoplasmacytic lymphoma, follicular
primary central nervous system lymphoma|a&tda38ell lymphoma, histolog
transformation of marginal zone lymphoma to diffuselldyggpBoma, diffuse
large Bel lymphoma, pdsinsplant lymphoproliferative disordeggadigiell
lymphoma.

Required Medical Information For mantle cell ymphoma: 1) the requested drug will be used in a patier

Age Restrictions
Prescriber Restrictions
Coverage Duration
OtherCriteria

received at least one phierapy, OR 2) the requested drug will be used in
combination with rituximab as pretreatment to induction therapy with RH
(cyclophosphamide, vincristine, doxorubicin, and dexamethasone) regin
MALT lymphoma and-gastric MALT lympteo the requested drug will be ut
secondine or subsequent therapy. For hairy cell leukemia: the requestec
used as a single agent for disease progression. For primary central nerv
lymphoma: 1) the disease is relapsed aryefrad2) the requested drug is
as a single agent. For nodal marginal zone lymphoma or splenic margini
lymphoma: the requested drug will be used abreeoosdbsequent therapy.
histologic transformation of marginal zone lympfosealsrgh-&:Il lymphom:
the requested drug will be used in patients who have received prior
chemoimmunotherapy. For diffuse {eetidyBrphoma: the requested drug w
used as secotide or subsequent therapy. Forrald&d Bell lymphomtde
requested drug will be used as a single agent and-Asesecentdsequent
therapy for relapsed disease. Fdrausilant lymphoproliferative disorders:
requested drug will be used in patients who have received prior chemoir
Forhighgrade Eell lymphoma: the requested drug will be used dimisamonc
subsequent therapy. For follicular lymphoma: the requested drug will be
single agent.

Plan Year
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Prior Authorization Group INCRELEX

Drug Names INCRELEX
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information For growth failure due to severe pnsadmike growth factbfIGFL) deficiency
or growth hormone gene deletion in patients who have developed neutre
antibodies to growth hormone, must meet all of the following prior to bec
with the requested drug (new starts oinéyht 3 or more standard deviatior
below the mean for children of the same age and gender AND-2)ehaesd (
more standard deviations below the mean for children of the same age ¢
AND 3) provocative growth hormone test shownatj@ etevated growth
hormone level.

Age Restrictions -

Prescriber Restrictions

Coverage Duration Plan Year

Other Criteria For renewal, patient is experiencing improvement.

Prior Authorization Group INGREZZA

Drug Names INGREZZA
PAlIndication Indicator All FDAapproved Indications
OffHlabel Uses -

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

Prior Authorization Group INLYTA

Drug Names INLYTA
PA Indication Indicator All FDAapproved Indications, Some Medmadipted Indications
Oftlabel Uses Papillary, Hurthle cell, or follicular thyroid carcinoma.

Exclusion Criteria -

Required Medical Information For renal celhrcinoma, the disease is relapsed, metastatic, or unresectal
Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

INQOVI
INQOVI
AlIFDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names
PAlIndication Indicator
Oftlabel Uses

Exclusion Criteria

Plan Year

INREBIC
INREBIC
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria
Required Medicaiformation

Age Restrictions
Prescriber Restrictions
Coverage Duration
OtherCriteria

Plan Year

IRBEFORE ER

HYDROCODONE BITARTRATE ER, HYSINGLA ER, METHADONE H(
METHADONE HYDROCHLORIDE |, MORPHINE SULFATE ER, OXYC
All FDAapproved Indications

1) The requested drug is being prescribed for pain associated with canci
disease, a terminal condition, or pain being managed through palliative (
requested drug is being prescribed for pain severe enougratly regounatict
clock, lorterm treatment in a patient who has been taking an opioid ANC
patient can safely take the requested dose based on their history of opic
This drug should be prescribed only by healthcare professionals who are
knowledgeable in the use of potent opioids for the management of chror
4) The patient has been evaluated and the patient will be monitored for t
development of opioid use disorder AND 5) This request is for continuati
for a pa¢nt who has been receiving an exteteleske opioid agent for at leas
days OR the patient has taken an immeldege opioid for at least one wee!

Plan Year
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

IRESSA

IRESSA

All FDAapproved Indications, Some Medmadiyted Indications

Recurrent or advancedsmall cell lung cancer (NSCLC), brain metastase
epiegermal growth factor receptor (EGFR) nmasitive NSCLC.

Required Medical Information For NSCLC (including brain metastases from NSCLC), patient has a ser

Age Restrictions
PrescribeRestrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

Exclusion Criteria

mutation.

Plan Year

ISOTRETINOIN

ACCUTANE, AMNESTEEM, CLARAVIS, ISOTRETINOIN, MYORISAN,
All FDAapproved Indications, Shtedicaltgccepted Indications

Refractory acne vulgaris, severe refractory rosacea, neuroblastomaceilit
lymphoma (CTCL) (e.g., mycosis fungoides, Sezary syndrome), high ris|
skin cancer (squamous cell canaarsjemt acantholytic dermatosis (Grover
Disease), keratosis follicularis (Darier Disease), lamellar ichthyosis, pityr
pilaris.

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria
Required Medicatformation

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year

ITRACONAZOLE

ITRACONAZOLE

All FDAapproved Indications, Some Medwadiyted Indications
Coccidioidomycosis, Cryptococcosis, Microsporidiosis, Penicilliosis, Spc
Pityriasis versicolor/Tinea versicolor, Tinea corporis/Tinea cruris, Tinea «
manuum/Tinea pedis.

If for the treatment of onychomycosis due to tinea, the diagnosis has be«
by a fungal diagnostic test.

6 months
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

IVERMECNITAB

IVERMECTIN

All FDAapproved Indications, Some Medmadiyted Indications

Ascariasis, Cutaneous larva migrans, Mansonelliasis, Scabies, Gnathos
Pediculosis

Required Medical Information The requested drug is not being prescribed for the prevention or treatme

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

PriorAuthorization Group
Drug Names

PA Indication Indicator
Offlabel Uses
Exclusion @teria

coronavirus disease 2019 (GO8JID

1 month

IVIG

BIVIGAM, FLEBOGAMMA DIF, GAMMAGARD LIQUID, GAMMAGARD
TH, GAMMAKED, GAMMAPLEX, GAMURNEXAGAM, PANZYGA, PRIVI
All Medicathccepted Indications

Required Medical Information For Bcell chronic lymphocytic leukemia (CLL): 1) serum IgG less than 50

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

2) a history of recurrent bacterial infections. For bone marrow transplant
stem cell transplant (BMT/HSCT): 19 t¥¢@ested within the first 100 days
transplant OR 2) serum IgG less than 400 mg/dL. For pediatric human
immunodeficiency virus (HIV) infection: 1) Serum IgG less than 400 mg/
History of recurrent bacterial infections. For dermatochpadjisyesitis: 1) a
least one standardirst treatment (corticosteroids or immunosuppressan
been tried but was unsuccessful or not tolerated OR 2) patient is unable
standard therapy because of a contraindication or otfeasdimi¢adr pure re(
cell aplasia (PRCA): PRCA is secondary to parvovirus B19 infection.

Plan Year
Coverage under Part D will be denied if coverage is available onBartHue
the medication is prescribed and dispensed or administered for the indiv
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Prior Authorization Group JAKAFI

Drug Names JAKAFI
PA Indication Indicator All FDAapproved Indications, Some Medmadiyted Indications
Oftlabel Uses Lowrisk myelofibrosis, accelerated phase myelofibrosis, blast phase

myelofibrosis/acute myeloid leukemia, or pediatric acute lymphoblastic I

Exclusion Criteria -

Required Medical Information For polycythemia vera: patients with inadespa@ise or intolerance to interf
therapy or hydroxyurea. For pediatric acute lymphoblastic leukemia: pati
cytokine receptike factor 2 (CRLF2) mutation or a mutation associated w
activation of the Janus kinase/signal transducerssorg attranscription
(JAK/STAT) pathway.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group JUXTAPID

Drug Names JUXTAPID
PA Indication Indicator All FDAapprovethdications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information For initiation of therapy to treat homozygous familial hypercholesterolem
has a diagnosis of homozygous familial hypercholesterolemia (HoFH) cc
geneti analysis or clinical criteria (see Other Criteria), AND 2) Prior to ini
treatment with the requested drug, patient is/was receiving a corinettio
regimen consisting of at least 2 of the following treatment eptemstytain
or experienced statitolerance, fibrate, bile acid sequestrant, ezetimibe, o
maximally tolerated doses or at the maximum doses approved by the Fc
Administration (FDA), AND 3) Prior to initiation of treatment vatadidrugg!
patient is/was experiencing an inadequate response to such combinatiol
demonstrated by treateeliensity lipoprotein cholesterol@).Dieater than 10
mg/dL (or greater than 70 mg/dL with clinical atherosclerotic caideasesct
For renewal of therapy to treat HoFH: 1) Patient meets all initial criteria /
responded to therapy as demonstrated by a reducton in LDL

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

OtherCriteria Diagnosis of HOFH must be confirmed by one of the following: 1) Geneti
Mutations in both alleles at LDL receptor, apolipoprotein B (ApoB), propi
convertase subtilisin/kexin type 9 (PCSK9), or LDL receptor adaptor pro
locus, OR 2) Clinical diagnosis: Untreatedytdaiter than 500 mg/dL or unki
untreated LBL with treated LBLgreater than 300 mg/dL plus one of the fo
a) Tendon or cutaneous xanthomas at age 10 or younger, or b) Diagnos
hypecholesterolemia (FH) by genetic analysisB&iame Diagnostic Criteria
Dutch Lipid Clinic Network Criteria in both parents, or ¢) Evidence of FH
with a history including any of the following: Total cholesterol greaterdha
310 mg/dL, premature atherosclerotic cardiovascular disease (ASCVD)
years in men and 60 years in women], tendon xanthoma, or sudden prel
death. Diagnosis of FH must be confirmed by one of the following: 1) Ge
diagnosis: An LiEkeceptor mutation, familial defectivel@o @ a PCSK9 gaiH
function mutation, or 2) SiBroome Diagnostic Criteria for FH: Total chole:
greater than 290 mg/dL or@.Dieater than 190 mg/dL, plus tendon xantha
patient, firstegredparent, sibling or child) or setemee relative (grandpare
uncle or aunt), or family history of myocardial infarction in a first degree |
years of age or younger or in a second degree relative 50 years of age ¢
total cholegstd greater than 290 mg/dL in an adult first or second degree
total cholesterol greater than 260 mg/dL in a child, brother, or sister age:
16 years, or 3) Dutch Lipid Clinic Network Criteria for FH: Total score grt
poins.
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

KALYDECO
KALYDECO
All FDAapproved Indications

Required Medical Information For cystic fibrosis (CF): The patient has one mutatiystinfibeosis

Age Restrictions
Prescriber Restrictions
Coverage Duration
Cther Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

transmembrane conductance regulator (CFTR) gene that is responsive 1
potentiation based on clinical and/or in vitro assay data.

4 months of age or older

Plan Year

The requested medication will not be used in combination with other me
containing ivacaftor.

KANJINTI

KANJINTI

All FDAapproved Indications, Shtedicaltgccepted Indications
Neoadjuvant treatment for human epidermal growth factor recegtosRiel
breast cancer, recurrent HiRRive breast cancer, leptomeningeal metast
breast cancer, HERISitive esophageadl @sophagogastric junction cancer,
positive advanced and recurrent uterine serous carcineanmglifiedR@olorect
cancer in combination with pertuzumab or lapatinib.

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Neoadjuvant therapy for breast cancer: 6 months. Other: Plan Year.
Coverage under Part D will be denied if coverage is available under Par
the medication is prescribed and didpmresdministered for the individual. F
approved indications anthbél uses that overlap: the patient had an intole
adverse event to Trazimera and that adverse event was NOT attributed
ingredient as described in the presarfomation.
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Prior Authorization Group KETOCONAZOLE

Drug Names KETOCONAZOLE

PA Indication Indicator All FDAapproved Indications, Some Medmadiyted Indications

OffHlabel Uses Cushing's syndrome.

Exclusion Criteria Acute or chronic ligesease. Current use with dofetilide, quinidine, pimozic

cisapride, methadone, disopyramide, dronedarone, ranolazine, ergot alk
alprazolam or simvastatin.

Required Medical Information 1) Patient has one of the following diagperstesnycosis, coccidioidomycosi:
histoplasmosis, chromomycosis, or paracoccidioidomycosis, OR 2) The
Is being prescribed for a patient with Cushing's syndrome who cannot to
or surgery has not been curative.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration 6 months

Other Criteria -
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria
Required Mical Information

Age Restrictions
Prescriber Restrictions
Coverage Duration

KEYTRUDA

KEYTRUDA

All FDAapproved Indications, Some Medmadiyted Indications

Epithelial ovarian cancer/fallopian tube cancer/primary peritoneal cancel
melanoma, Ewing sarcoma, osteosarcoma, testicular cancer, anal carcir
gland tumors, penile cancer, central nervous system (CNS) brain metasi
patients withelanoma or nemall cell lung cancer (NSCLC), pancreatic
adenocarcinoma, hepatobiliary cancers (extrahepatic cholangiocarcinon
cholangiocarcinoma, gallbladder cancer), malignant pleural mesothelion
cancer, thymic carcinoma, Myeasgoides/Sezary syndrorse|l lymphomas
(extranodal natural killer [Mi€]ITymphoma, nasal type), gestational trophc
neoplasia, poorly differentiated neuroendocrine carcinoma/large or smal
carcinoma.

For cutaneous melanoma: Disease is unresectable or metastatic. For ac
treatment of melanoma: 1) The disease has spread to lymph nodes and
requested drug will be used following complete lymph node resection or
resectin of metastatic disease. For NSCLC: Patient must meet any of th
conditions: 1) Will be used in combination with pemetrexed and carbople
following epidermal growth factor receptor (EGFR) or anaplastic lympho
(ALK) thergnif EGFR or ALK positive) for recurrent, advanced, or metas
nonsquamous NSCLC, OR 2) Will be used with carboplatin or cisplatin &
paclitaxel protdiound for recurrent, advanced, or metastatic squamous N
3) Will be used asiagle agent for recurrent, advanced, or metastatic NSC
expressing programmed death ligand.1)(@Dmor Proportion Score [TPS]
than or equal to 1%) following EGFR or ALK therapy (if EGFR or ALK pc
Will be used for continuatiaimtenance therapy for recurrent, advanced or
metastatic disease. For head and neck squamous cell carcinoma: Disea
unresectable, metastatic, or second primary. For classical Hodgkin lymp
disease is relapsed or refractory. For urothelahagather than mouascle
invasive bladder cancer [NMIBC] with carcinoma in situ [CIS]): 1) Patien
for cisplatin and tumor express€4 FCombined Positive Score [CPS] grea
or equal to 10), OR 2) Patient is not eligibiglatirmmontaining chemother:
OR 3) Disease has progressed during, following, or within 12 months of
adjuvant platinum therapy. For NMIBC with CIS: Diseask adi@acillus
Calmett&uerin (BC@nresponsive AND patientligilile for or has elected n
undergo cystectomy. For colorectal cancer: 1) Disease is unresectable ¢
AND 2) Tumor is microsatellite instadplifiMSH) or mismatch repair deficier
(dMMR).

Plan Year
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Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses
Exclusion Criteria

For solid tumors (including Ewing sarcoma, osteosarcoma, adrenal glan
penile cancer): 1) Disease is unresectable or metastatic, AND 2)-FHuonor
dMMR or tumor mutatibnederhigh (greater than or equal to 10 mutations
megabase), AND 3) Disease has progressed following prior treatment ai
no satisfactory alternative treatment options. For gastric, esophagogastr
esophageal cancer: 1) Memlmat a surgical candidate or disease is recurt
locally advanced, or metastatic, AND 2) Tumbiras WBMR OR tumor expr:
PDL1 (CPS greater than or equal to 1) OR the requested drug will be us
combination with chemotherapy. For candgeal Disease is recurrent or me
AND one of the following: 1) TumorksdviIBMMR, OR 2) Tumor expresdek
(CPS greater than or equal to 1) and disease has progressed on or after
chemotherapy. For primary mediastinaidaliggrBphomBisease is relapsed
refractory. For hepatocellular carcinoma: Patient was previously treated
For kidney cancer: The requested drug will be used in combination with
lenvatinib. For small cell lung cancer: Disease is pelapsggrogressive, or
metastatic. For CNS brain metastases: The requested drug will be used
of brain metastases in patients with melanoma or NSCLC.

KISQALI

KISQALI, KISQALI FEMARA 200 B(3¥ALI FEMARA 400 DOSE, KISQ/
FEMARA 600 DOSE

All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year

For treatment of breast cancer using Kisqali (ribociclib) in combination w
aromatase inhibitor or Kisqali Fem&ack ¢ribociclib and letrozole) as initia
endocrinbased therapy, one the following criteria must be meted) ihprea
or permenopausal, OR 2) the patient is postmenopausal and the patient
experienced disease progression on Ibrance (palbociclib) or Verzenio (a
an intolerable adverse event to Ibrance (palbociclib) AND Verzenio tadye
treatment of breast cancer with Kisqgali (ribociclib) in combination with ful
of the following criteria must met: 1) the requested drug is being used wi
as initial endocripased therapy in a postmenopausal patient, @&)@¢ sied

drug is being used following disease progression on endocrine therapy i
postmenopausal patient and the patient has experienced disease progre
Ibrance (palbociclib) OR Verzenio (abemaciclib) OR an intolerable adve!
Ibrancep@albociclib) AND Verzenio (abemaciclib).
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Prior Authorization Group KORLYM

Drug Names KORLYM
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

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

Prior Authorization Group KUVAN

Drug Names SAPROPTERIN DIHYDROCHLORI
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

RequiredMedical Information For phenylketonuria: For patients who have not yet received a therapeut
requested drug, the patient's pretreatment, including before dietary man.
phenylalanine level is greater than 6 mg/dL (360 micromt&h)s Rdrgpa
completed a therapeutic trial of the requested drug, the patient must hav
a reduction in blood phenylalanine level of greater than or equal to 30 pe
baseline OR the patient has demonstrated an improvement in nieuropsy!
symptoms.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Initial: 2 months. All others: Plan Year.

Other Criteria -

Prior Authorization Group KYNMOBI

Drug Names KYNMOBI
PA Indication Indicator All FDAapprovethdications
Oftlabel Uses -

Exclusion Criteria -
Required Medical Information -
Age Restrictions -
Prescriber Restrictions -
Coverage Duration Plan Year
Other Criteria -
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Prior Authorization Group LENVIMA

Drug Names LENVIMA 10 MG DAILY DOSEYIMA 12MG DAILY DOSE, LENVIMA 14
DAILY DOSE, LENVIMA 18 MG DAILY DOSE, LENVIMA 20 MG DAILY
LENVIMA 24 MG DAILY DOSE, LENVIMA 4 MG DAILY DOSE, LENVIN

DOSE
PA Indication Indicator All FDAapproved Indications, Some Medmadiytethdications
OffHlabel Uses Medullary thyroid carcinoma, anaplastic thyroid carcinoma

Exclusion Criteria -

Required Medical Information For differentiated thyroid cancer (follicular, papillary, or Hurthle cell): dis¢
radioactivedinerefractory and unresectable, locally recurrent, or metasta
hepatocellular carcinoma: disease is unresectable or inoperable, local, n
with extensive liver tumor burden. For renal cell carcinoma: disease is a
relapsed.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group LIDOCAINE PATCHES

Drug Names LIDOCAINE
PA Indication Indicator All FDAapproved Indications, Some Medwadiytethdications
OffHlabel Uses Pain associated with diabetic neuropathy, pain associateceittiezhncer

neuropathy (including treatretated neuropathy [e.g., neuropathy associat
radiation treatment or chemotherapyy]).
Exclusion Criteria -
Reqiired Medical Information
Age Restrictions -
Prescriber Restrictions -
Coverage Duration Plan Year
Other Criteria -
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Prior Authorization Group LONSURF

Drug Names LONSURF
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information For colorectal cancer: The disease is unresectable advanced or metaste
or gastroesophageal junction adenocarcinoma, all of the following criteri
1) The disease is unresectatddly advanced, recurrent, or metastatic, and
patient has been previously treated with at least two prior lines of chemc

Age Restrictions -

Prescriber Restrictions

Coverage Duration Plan Year

Other Criteria -

PriorAuthorization Group LORBRENA

Drug Names LORBRENA
PA Indication Indicator All FDAapproved Indications, Some Medwadiyted Indications
OffHlabel Uses Repressor of silencing (RKO8arrangemeauisitive metastatic NSCLC follow

progression on crizotinib, entrectinib, or ceritinib.
Exclusion Criteria -
Required Medical Information -
Age Restrictions -
Prescriber Restrictions -
Coverage Duration Plan Year
Other Criteria -

Prior Authorization Group LUMAKRAS

Drug Names LUMAKRAS
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

Exclusion Criteria -
Required Medical Information -
Age Restrictions -
Prescriber Restrictions -
Coverage Duration Plan Year
Other Criteria -
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PriorAuthorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

LUMIZYME
LUMIZYME
All FDAapproved Indications

Required Medical Information For Pompe disease, the diagnosis was confirmed by an endgmerastsatyn

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

Exclusion Criteria
Required Medicaiformation

Age Restrictions

Prescriber Restrictions
Coverage Duration

Other Criteria

deficiency of acid akghecosidase (GAA) enzyme activity or by genetic tes

Plan Year

LUPRON

LEUPROLIDE ACETATE, LUPRON DERONTH), LUPRON DEPOT (3
MONTH), LUPRON DEPED (A(MONTH, LUPRON DE#ED (3VIONTH
All Medicathccepted Indications

For central precocious puberty (CPP), patients not currently receiving th
meet all of the following criteria: 1) Diagnosis of CPP confirmed by: a) a
response to a gonadotropin releasing hormone (GnRH) agonist test @Re
of a third generation luteinizing hormone (LH) assay AND b) Assessmer
versus chronological age, and 2) The onset of secondary sexual charact
occurred prior to 8 years of age for female patients OR prior to 9 yeaasec
patients. For uterine fibroids, patient must meet one of the following: 1) [
anemia (eg, hematocrit less than or equal to 30 percent and/or hemoglo
equal to 10g/dL), OR 2) the requested medication will be used prior to si
uterine fibroids.

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

Fibroids: 3 months (mo), max 6 mo total. Endometriosis: 6 maotaax 12 r
Others: Plan Year
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Prior Authorization Group LYNPARZA

Drug Names LYNPARZA
PA Indication Indicator All FDAapproved Indications, Some Medmadiyted Indications
Oftlabel Uses Recurrent HER2gative, BRCA i&mline muéat breast cancer, recurrent ¢

metastatic HER2sitive, BRCA 4@rmline mutated breast cancer

Exclusion Criteria -

Required Medical Information For breast cancer the disease must be: 1) Bf&wlhi@ mutated, and 2)
recurrent onetastatic

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group LYRICA CR

Drug Names LYRICA CR, PREGABALIN ER
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

Exclusion Criteria -

Required Medical Information The patient has experienced an inadequate treatment response, intolere
contraindication to gabapentin.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

OtherCriteria -

Prior Authorization Group MAVYRET

Drug Names MAVYRET

PA Indication Indicator All FDAapproved Indications

Oftlabel Uses -

Exclusion Criteria Decompensated cirrhosis/moderate or severe hepatic impairment (Child
class B dC).

Required Medical Information For chronic hepatitis C: Infection confirmed by presence of HCV RNA in
to starting treatment. Planned treatment regimen, genotype, prior treatm
presence or absence of cirrfumigpensated or decompensated [Child Turc
Pugh class B or C]), presence or absence of HIV coinfection, presence (
resistancassociated substitutions where applicable, liver and kidney tran
status if applicable. Coverage cos@itid specific durations of approval will
based on current AASLD treatment guidelines.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Criteria will be applied consistent with currerlD¥Sgidance.

Other Criteria -

Y0050 19 MA_ 19LRPAGrid C8/8/18
Updated 11/01/2021 68



Prior Auhorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

MEGESTROL
MEGESTROL ACETATE
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

Plan Year

MEKINIST

MEKINIST

All FDAapproved Indications, Some Medwadiyted Indications
Brain metastases from melanoma, uveal me&lalooecdal cancer.

Required Medical Information For brain metastasis from melanoma or for adjuvant treatment of melanc

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indicatiomndicator
Oftlabel Uses

Exclusion Criteria

is positive for a BRAF V600 activating mutation and the requested drug
combination with dabrafenib. For unresectable or metastatic melanoma,
positive for a BRAF V600 activating mutation and the requested drug wil
single agent or in combination with dabrafenibsiRail e lung cancer or fc
anaplastic thyroid cancer, the tumor is positive for a BRAF V600E mutat
requested drug will be used in combination with dabrafenib. For uveal m
requested drug will be used as a single agent. For unresectable advanct
metastatic avkectal cancer, the tumor is positive for a BRAF V600E active
mutation.

Plan Year

MEKTOVI

MEKTOVI

All FDAapproved Indications, Some Medwadiyted Indications
Colorectal cancer

Required Medical Information For colorectal cancer, patient must meet all of the following criteria: 1) TI

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

drugs used in combination with encorafenib, 2) Tumor is positive for BR.
mutation, and 3) The requested drug will be used as subsequent therap»

Plan Year
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PriorAuthorization Group MEMANTINE

Drug Names MEMANTINE HCL TITRATION P, MEMANTINE HYDROCHLORIDE, M
HYDROCHLORIDE E

PA Indication Indicator All FDAapproved Indications

Offlabel Uses -

Exclusion Criteria -

Required Medical Information -

AgeRestrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria This edit only applies to patients less than 30 years of age.

Prior Authorization Group METHYLPHENIDATE

Drug Names DEXMETHYLPHENIDATE BEXMETHYLPHENIDATE HYDROC, META
ER, METHYLPHENIDATE HYDROCHLO

PA Indication Indicator All Medicathccepted Indications

Offlabel Uses -

Exclusion Criteria -

Required Medical Information 1) The patient has a diagnositesftioiDeficit Hyperactivity Disorder (ADHC
Attention Deficit Disorder (ADD) OR 2) The patient has the diagnosis of
confirmed by a sleep study and the request is not for a dexmethylphenid
3) The requested drug is beingipesséor the treatment of canatzded fatigue
after other causes of fatigue have been ruled out.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group MIGLUSTAT

Drug Names MIGLUSTAT
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information For Gaucher disease, the diagnosis was confirmed by an enzyme assay
a deficiency of bglacocerebrosidas®zyme activity or by genetic testing.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

MONJUVI
MONJUVI
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

Plan Year

MVASI

MVASI

AlIFDAapproved Indications, Some Medwadiyted Indications

Breast cancer, central nervous system (CNS) tumor typegratiu [MahO
Grade ll) infiltrative supratentorial astrocytoma/oligodendroglioma, adult
and spinalpendymoma, anaplastic gliomas, adult medulloblastoma, prim
nervous system lymphoma, meningiomas, limited and extensive brain m
leptomeningeal metastases and metastatic spine tumors, malignant plet
mesothelioma, epithelial ovanmaetallopian tube cancer/primary peritone
cancer, including the following cancer types: carcinosarcoma (malignant
Mullerian tumors), clear cell carcinoma, mucinous carcinoma, grade 1 el
carcinoma, legvade serous carcinoma, ovaridertyoe epithelial tumors (low
malignant potential) with invasive implants, and malignastreesactmhors, :
tissue sarcoma types: angiosarcoma and solitary fibrous tumor/hemangi
AlDSrelated Kaposi sarcoma, uterine cancer, ealdmanetr, vulvar cancer,
ophthalmielated disorders: diabetic macular edema, neovasculare{atet) :
macular degeneration including polypoidal choroidopathy and retinal ang
proliferation subtypes, macular edema following reticlalsi@im jroliferative
diabetic retinopathy, choroidal neovascularization, neovascular glaucom
retinopathy of prematurity, hepatocellular carcinoma.

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year
Coverage under Part D will be denied if coverage is available under Par
the medication is prescribed and dispensed or administered for the indiv
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

NAGLAZYME
NAGLAZYME
All FDAapproved Indications

Required Medical Information For mucopolysaccharidosis VI disease, the diagnosis was confirmed by

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

Required Medicaiformation
Age Restrictions
Prescriber Restrictions
Coverage Duration

Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses
ExclusiorCriteria

assaydemonstrating a deficiencyagelylgalactosamineufatase (arylsulfata:
B) enzyme activity or by genetic testing.

Plan Year

NATPARA

NATPARA

All FDAapproved Indications

Acute postsurgical hypoparathyroidism (within 6 months of surgery) and
recovery from the hypoparathyroidism.

Plan Year

NERLYNX
NERLYNX
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year
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Prior Authorization Group NEXAVAR

Drug Names NEXAVAR
PA Indication Indicator All FDAapprovethdications, Some Mediealtgpted Indications
Oftlabel Uses Acute myeloid leukemia, soft tissue sarcoma (angiosarcoma, desmoid

tumors/aggressive fibromatosis, solitary fibrous tumor, and hemangiopel
subtypes), gastrointestinal stromal tuchdtarpehyroid carcinoma, osteosar
recurrent chordoma, epithelial ovarian cancer, fallopian tube cancer, prir
cancer.

Exclusion Criteria -

Required Medical Information For thyroid carcinoma: Histology is follicular, papillacgllHunhéslullary. Fol
acute myeloid leukemia, any of the following criteria must be met: 1) The
drug is used in combination with azactidine or decitakimerisityotreatment
induction or pesimission therapy AND the patient is$0fyege or older with
FLT3TD mutation, OR 2) The disease is relapsed/refractory AND the re:
is a component of repeating the initial successful induction if late relapse
or equal to 12 months), OR 3) The disease is relagieegAdfiathe requeste
drug is used in combination with azactidine or decitabine if the pdlient is
mutation positive.

Age Restrictions -

Prescriber Restrictions

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group NINLARO

Drug Names NINLARO
PA Indication Indicator All FDAapproved Indications, Some Medwadiyted Indications
OffHlabel Uses Systemic light chain amyloidosis.

Exclusion Criteria -

Required Medical Information For multiple myeloma: rElgeiested drug will be used in combination with
lenalidomide and dexamethasone OR pomalidomide and dexamethasor
dexamethasone OR cyclophosphamide and dexamethasone OR as a si

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group NITISINONE

Drug Names NITISINONE
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information For hereditary tyrosinemia typednosis of hereditary tyrosinemia type 1 is
confirmed by one of the following: 1) biochemical testing (e.g., detection
succinylacetone in urine) or 2) DNA testing (mutation analysis).

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group NORTHERA

Drug Names DROXIDOPA, NORTHERA
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

Exclusion Criteria -

Required Medical Information For neurogerocthostatic hypotension (NOH): Prior to initial therapy, patie
persistent, consistent decrease in systolic blood pressure of at least 20 1
decrease in diastolic blood pressure of at least 10 mmHg within 3 minute
For continuatiohtherapy for NOH, patient must experience a sustained d
dizziness. For both initial and continuation of therapy for NOH, the reque
be used for patients with neurogenic orthostatic hypotension associated
followingiagnoses: 1) Primary autonomic failure due to Parkinson's dise:
system atrophy, or pure autonomic failure, OR 2) Dopamine beta hydrox
deficiency, OR 3) Mimgbetic autonomic neuropathy.

Age Restrictions -

PrescribeRestrictions -

Coverage Duration 3 months

Other Criteria -

Prior Authorization Group NUBEQA

Drug Names NUBEQA
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -
Required Medical Information -
AgeRestrictions -
Prescriber Restrictions -
Coverage Duration Plan Year
Other Criteria -
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

NUEDEXTA
NUEDEXTA
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

Plan Year

NUPLAZID
NUPLAZID
All FDAapproved Indications

Required Medical Information For hallucinations and delusions associated with Parkinson's disease ps

Age Restrictions
PrescribeRestrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

Exclusion Criteria

diagnosis of Parkinson's disease must be made prior to the onset of psy
symptoms.

Plan Year

OCTREOTIDE

OCTREOTIDE ACETATE

All FDAapproved Indications, Some Medwadiyted Indications
Meningiomas, thymomas and thymic carcinomas, neuroendocrine tumol
gastrointestinal (Gl) tract, lung, thymus (carcinoid tumors) or unresected
gastrinoma, NETs of the pancreas, and pheochromocytoma/paraganglic

Required Medical Information For acromegaly (initial): 1) Patient has a high pretreatrtigatgnsutim factor

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

(IGF1) level for age and/or gender based on the laboratory reference rar
Patient had an inadequate or partial resporgaymsuadiotherapy OR thert
clinical reason for why the patient has not had surgery or radiotherapy.

Plan Year
For acromegaly (continuation of theed@nt's IGE level has decreased or
normalized since initiation of therapy.
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria
Required Medicaiformation
Age Restrictions
Prescriber Restrictions
Coverage Duration

Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses
ExclusiorCriteria

ODOMZO
ODOMZO
All FDAapproved Indications

Plan Year

OFEV
OFEV
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria
Required Medicaiformation
Age Restrictions
Prescriber Restrictions
Coverage Duration

Other Criteria

Plan Year

OGIVRI

OGIVRI

All FDAapprovethdications, Some Mediealtgpted Indications
Neoadjuvant treatment for human epidermal growth factor recegtosiyel
breast cancer, recurrent HiRRive breast cancer, leptomeningeal metast
breast cancéERositive esophageal and esophagogastric junction car
positive advanced and recurrent uterine serous carcineamnglifi€dR@olorect
cancer in combination with pertuzumab or lapatinib.

Neoadjuvant therapy for breast cancer: 6 months. Other: Plan Year.
Coverage under Part D will be denied if coverage is available under Par
the nedication is prescribed and dispensed or administered for the indivk
approved indications anthbél uses that overlap: the patient had an intole
adverse event to Trazimera and that adverse event was NOT attributed
ingredent as described in the prescribing information.
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

OMNIPOD
OMNIPOD 5 PACK, OMNIPOD DASH 5 PACK, OMNIPOD STARTER K
All FDAapproved Indications

Required Medical Information 1) The patient has diabetes requiring insulin management with multiple ¢

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria
Required Medical Infornoat
Age Restrictions
Prescriber Restrictions
Coverage Duration

Other Criteria

AND 2) The patient istesling glucose levels 4 or more times per day ANI
patient has experienced any of the followingcwiteribhdiabetes regimen:
inadequate glycemic control, recurrent hypoglycemia, wide fluctuations i
glucose, dawn phenomenon with persistent severe early morning hyper
severe glycemic excursions.

Plan Year
For continuation of therapy with an insulin pump, the patient has stable «
glycemic control.

ONTRUZANT

ONTRUZANT

AlIFDAapproved Indications, Some Medwadiyted Indications
Neoadjuvant treatment for human epidermal growth factor recegtosRiel
breast cancer, recurrent HiRRive breast cancer, leptomeningeal metast
breast carer, HERpositive esophageal and esophagogastric junction car
positive advanced and recurrent uterine serous carcineamnglifi€dR@olorect
cancer in combination with pertuzumab or lapatinib.

Neoadjuvant therapy for breast cancer: 6 months. Other: Plan Year.
Coverage under Part D will be denied if coverage is available under Par
themedication is prescribed and dispensed or administered for the indivi
approved indications anthbél uses that overlap: the patient had an intole
adverse event to Trazimera and that adverse event was NOT attributed
ingrelient as described in the prescribing information.
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

ONUREG
ONUREG
All FDAapproved Indications

Required Medical Information -

AgeRestrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
OffHlabel Uses

Exclusion Criteria
RequiredMedical Information

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year

OPSUMIT
OPSUMIT
All FDAapproved Indications

Pulmonary arterial hypertension (PAH) (World Health Organization [WH:
Diagnosis was confirmed by right heart catheterization. For PAH new st:
Pretreatment mean pulmonary arterial pressure is greater tha2smnagtt,
Pretreatment pulmonary capillary wedge pressure is less than or equal t
and 3) Pretreatment pulmonary vascular resistance is greater than 3 Wc

Plan Year

Y0050 _19 MA_19LRPAGrid_C8/8/18

Updated 11/01/2021

78



Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

ORAHNTRANASAL FENTANYL
FENTANYL CITRATE ORAL TRA
All FDAapproved Indications

Required Medical Information 1) Theequested drug is indicated for the treatment of breakthrougbl&tadl

Age Restrictions
Presciber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
OffHlabel Uses

Exclusion Criteria
Required Medicaiformation
Age Restrictions
Prescriber Restrictions
Coverage Duration

Other Criteria

pain only. The requested drug is being prescribed for the management ¢
pain in a CANCER patient who is currently receivititeatocindpioid therap
for undeying CANCER pain. [Note: Ensure that the patient is opioid toler.
considered opioid tolerant are those who are takitigeatoakdnedicine
consisting of at least 60 mg of oral morphine per day, at least 25 mcg pe
transdermal fentd, at least 30 mg of oral oxycodone per day, at least 60
hydrocodone per day, at least 8 mg of oral hydromorphone per day, at le
oxymorphone per day, or an equianalgesic dose of another opioid medic
a week or longekNID 2) The International Classification of Diseases (ICD
code provided supports the CAIREERTED diagnosis. [Note: For drug coy
approval, ICD diagnosis code provided MUST support thREIANEER
diagnosis.]

Plan Year

ORGOVYX
ORGOVYX
All FDAapproved Indications

Plan Year
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Prior Authorization Group ORKAMBI

Drug Names ORKAMBI
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

ExclusiorCriteria -
Required Medical Information For cystic fibrosis (CF): The patient is positive for the F508del mutation «
of the cystic fibrosis transmembrane conductance regulator (CFTR) gen

Age Restrictions 2 years of age or older

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria For cystic fibrosis (CF): The requested medication will not be used in col

other medications containing ivacaftor.

Prior Authorization Group OSPHENA

Drug Names OSPHENA
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

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

PriorAuthorization Group OXANDROLONE

Drug Names OXANDROLONE
PA Indication Indicator All FDAapproved Indications, Some Medwadiyted Indications
Offlabel Uses Cachexia associated with AIDS (HIV wasting) or to enhance growth in p

Turner's Syndrome.
Exclusion Criteria -
Required Medical Information -
Age Restrictions -
Prescriber Restrictions -
Coverage Duration 6 months
Other Criteria Coverage will be denied if request is for an indication excluded from Par
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PriorAuthorization Group PANRETIN

Drug Names PANRETIN

PA Indication Indicator All FDAapproved Indications, Some Medmadiyted Indications

Oftlabel Uses Topical treatment of cutaneous lesions in patient\id&elated Kaposi
sarcoma

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

Prior Authorization Group PEGASYS

Drug Names PEGASYS
PA Indication Indicator All FDAapprovethdications, Some Mediealtgpted Indications
Offlabel Uses Myeloproliferative neoplasm (essential thrombocythemia, polycythemia

myelofibrosis and gosiycythemia vera or qgsential thrombocythemia
myelofibrosis), systemic mastisyt

Exclusion Criteria -

Required Medical Information For chronic hepatitis C (CHC): CHC infection confirmed by presence of |
serum prior to starting treatment. Planned treatment regimen, genotype,
history, presenceabisence of cirrhosis (compensated or decompensated
Turcotte Pugh class B or C]), presence or absence of HIV coinfection, pi
absence of resistasassociated substitutions where applicable, liver and k
transplantation status if apfdic@bverage conditions and specific duration:
approval will be based on current ABSAQreatment guidelines.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration HCV=Criteria will be applied consistent with currelid ®AguldanddBV=48
wks. Other=Plan Yr

Other Criteria -

Prior Authorization Group PEMAZYRE

Drug Names PEMAZYRE
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -
Required Medical Information -
AgeRestrictions -
Prescriber Restrictions -
Coverage Duration Plan Year
Other Criteria -
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

PHENYLBUTYRATE
SODIUM PHENYLBUTYRATE
All FDAapproved Indications

Required Medical Information For urea cycle disorder: Diagnosis of urea cycle disorder (UCD) was cor

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

Exclusion Criteria

enzymatic, biochemical or genetic testing.

Plan Year

PHESGO
PHESGO
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

Exclusion Critea

Neoadjuvant therapy for breast cancer: 6 months. Other: Plan Year

PIQRAY

PIQRAY 200MG DAILY DOSE, PIQRAY 250MG DAILY DOSE, PIQRAY
DAILY DOSE

AlIFDAapproved Indications, Some Medwadiyted Indications

Recurrent hormone receptorddtR)ve, human epidermal growth factor rec
(HERZ2pegative, PIK3@#utated breast cancer in combination with fulvest

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year

Y0050 _19 MA_19LRPAGrid_C8/8/18

Updated 11/01/2021

82



Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

POMALYST

POMALYST

All FDAapproved Indications, Shtedicallgccepted Indications

Systemic light chain amyloidosis, primary central nervous system (CNS)

Required Medical Information For multiple myeloma: The patient has previously receivedmtde st tayme:

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

Exclusion Criteria

for multiple myeloma, including an immunomodulatory agent AND a prot
inhibitor. For Kaposi sarcoma, patient meets one of the following: 1) pati
acquired immunodeficiency syndrome (AIDS), or 2) patient is negative fc
immuodeficiency virus (HIV).

Plan Year

PRALUENT
PRALUENT
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

Exclusion Criteria

Plan Year

PREGABALIN

PREGABALIN

AlIFDAapproved Indications, Some Medmadyted Indications
Cancerelated neuropathic pain, cancer treatment related neuropathic pz

Required Medical Information 1) The requested drug is lpegrribed for the management of postherpetic

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

neuralgia, neuropathic pain associated with diabetic peripheral neurepat
related neuropathic pain or cancer treatment related neuropathic pain Al
patient has experienced an inadequate treadpuarse, intolerance, or
contraindication to gabapentin OR 3) The requested drug is being presc
adjunctive therapy for partial onset seizures OR 4) The requested drug i
prescribed for the management of fibromyalgia or managemattiofpaarc
associated with spinal cord injury.

Plan Year
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

PROMACTA
PROMACTA
All FDAapprovethdications

Required Medical Information For chronic or persistent immune thrombocytopenia (ITP): 1) For new st

Age Restrictions
Prescriber Restrictions
Coverage Duration

Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses
ExclusionCriteria

has had an inadequate response or is intolerant to prior theremyicoste s
or immunoglobulins, AND b) Untransfused platelet (plt) count at any poit
initiation of the requested medication is less than 30,000/mci5@QE0BM LN
with symptomatic bleeding or risk factor(s) for bleedingirf)dimncointherag
plt count response to the requested drug: a) Current plt count is less tha
200,000/mcL OR b) Current plt count is greater than 200,000/mcL and d
adjusted to a plt count sufficient to avoid clinicallybrepdimgnt~or
thrombocytopenia associated with chronic hepatitis C: 1) For new starts:
drug is used for initiation and maintenance of ibéesdertrerapy. 2) For
continuation of therapy: patient is receiving iieséztoherapy.risevere
aplastic anemia (AA): For continuation of therapy following the initial 6
for severe aplastic anemia: The patient must meet one of the following: :
count is 50,0@00,000/mcL OR 2) Current plt count is less thanckOz0@D
patient has not received appropriately titrated therapy for at least 16 wee
Current plt count is less than 50,000/mcL and patient is-iimdegfrsitamt, OF
Current plt count is greater than 200,000/mcL and dosing wiltbeclugsste
and maintain an appropriate target plt count.

HCV: 6mo, ITP/AA initial: 6mo, ITP reauth: Plan Year, AA +ekantfy:esiP,RP
16 wks

APR: adequaptatelet response (greater than 50,000/mcL), IPR: inadequi
response (less than 50,000/mcL)

PULMOZYME
PULMOZYME
All FDAapproved Indications

Required Medical Information For cystic fibrosis: Diagnosis of cystic fibrosis was confirmed by appropr

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

or genetic testing.

Plan Year
Coverage under Part D will be denied if coverage is available under Par
the medication is prescribed and dispensed or administered for the indiv
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Prior Authorization Group QINLOCK

Drug Names QINLOCK
PA Indication Indicator AlIFDAapproved Indications
Oftlabel Uses -

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

Prior Authorization Group QUETIAPINE XR

Drug Names QUETIAPINE FUMARATE ER
PA Indication Indicator All FDAapproved Indications, Some Medwadiyted Indications
Oftlabel Uses Maintenance monotherapy treatment in bipolar | disorder, monotherapy

generalized anxiety disordenotherapy treatment of major depressive dist

Exclusion Criteria -

Required Medical Information For schizophrenia, acute treatment of manic or mixed episodes associat
| disorder, both as monotherapy and as an adjunct taliNipime, the acut
treatment of depressive episodes associated with bipolar disorder, main
treatment of bipolar | disorder, as an adjunct to lithium or divalproex, ad]
treatment of major depressive disorder, or maintenance monuotrarapy tre
bipolar | disorder: The patient has had an inadequate treatment respons
or contraindication to one of the following: aripiprazole, lurasidone, olan:
paliperidone, quetiapine immedlatese, risperidone, or ziprasidone

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group QUININE SULFATE

Drug Names QUININE SULFATE
PA Indication Indicator All FDAapproved Indications, Some Medmadiytethdications
Oftlabel Uses Babesiosis, uncomplicated Plasmodium vivax malaria.

Exclusion Criteria -
Required Medical Information -
Age Restrictions -
Prescriber Restrictions -
Coverage Duration 1 month
Other Criteria -
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PriorAuthorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

REGRANEX
REGRANEX
All FDAapproved Indications

Required Medical Information For the treatment of lower extremity diabetic neuropathic ulcergtbahexte

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indicatiofndicator
Offlabel Uses

Exclusion Criteria

subcutaneous tissue or beyond and have an adequate blood supply.

20 weeks

RELISTOR INJ
RELISTOR
All FDAapproved Indications

Required Medical Information 1) The requested drug is being prescribed forogedticonstipation in an ac

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

patient with advanced illness or pain caused tgreetiweho requires opioid
dosage escalation for palliative care OR 2) The requested drug is being
opioidnduced constipation in an adult patient with cheamicengrain, includil
chronic pain related to prior cancer or its tnehthaods not require frequent
weekly) opioid dosage escalation AND 3) The patient is unable to tolera:
medications OR 4) An oral drug indicated fordymediconstipation in an ad
patient with chronic4sancer pain has been triemte(Mn example of an oral
indicated for opimduced constipation includes Movantik) AND 5) The pa
experienced an inadequate treatment response or intolerance to an oral
for opioithduced constipation in an adult patiehtaevith weoancer pain. (Not
An example of an oral drug indicated fandpaed constipation includes Mc
OR 6) The patient has a contraindication that would prohibit a trial of an
indicated for opioduced constipation in arn pdtient with chronic-cancer
pain (Note: An example of an oral drug indicatedifatumgididonstipation
includes Movantik).

4 months
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PriorAuthorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

REMICADE

REMICADE

All FDAapproved Indications, Some Medmadiyted Indications

Behcet's syndrome, granulomatosis with polyangiitis (Wegener's granulc
hidradenitis supativa, juvenile idiopathic arthritis, pyoderma gangrenosul
sarcoidosis, Takayasu's arteritis, uveitis

Required Medical Information For moderately to severely active Crohn's disease (new starts only): 1) F

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

disease, R 2) Inadequate response to at least one conventional therapy
corticosteroids), OR 3) Intolerance or contraindication to conventional th
moderately to severely active ulcerative colitis (new starts only): 1) Inade
response to at lease conventional therapy (e.g., corticosteroids, aminos:
OR 2) Intolerance or contraindication to conventional therapy. For mode
severely active rheumatoid arthritis (new starts only): 1) Pt meets ANY @
a) requested drwijl be used in combination with methotrexate (MTX) or le
OR b) intolerance or contraindication to MTX or leflunomide AND 2) pt n
the following: a) inadequate response, intolerance or contraindication to
inadequate responséntolerance to a prior biologic diseabiying antirheum
drug (DMARD) or a targeted synthetic DMARD. For active ankylosing sg
starts only): Inadequate response testermdal antiflammatory drug (NSAII
trial OR intoleranceaontraindication to NSAIDs. For moderate to severe ¢
plaque psoriasis (new starts only): 1) At least 3% of body surface area (|
affected OR crucial body areas (e.g., feet, hands, face, neck, groin, intet
areas) are affected at tinggaghosis, AND 2) Pt meets ANY of the followin
has experienced inadequate response or intolerance to either photother:
PUVA) or pharmacologic treatment with MTX, cyclosporine, or acitretin,
pharmacologic treatment with MTo§poyine, or acitretin is contraindicated
pt has severe psoriasis that warrants a biologic DMARIE #sefiegty. For
hidradenitis suppurativa (new starts only): pt has severe, refractory dise:
(new starts only): Inadequap®nsg or intolerance or has a contraindicatiol
of immunosuppressive therapy for uveitis.

Plan Year

For FDApproved indications anthbél uses thatverlap: the patient had an
intolerable adverse event to Renflexis and that adverse event was NOT
the active ingredient as described in the prescribing information.
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Prior Authorization Group
Drug Names

PA Indication thicator
Oftlabel Uses

Exclusion Criteria

RENFLEXIS

RENFLEXIS

All FDAapproved Indications, Some Medmadiyted Indications

Behcet's syndrome, granulomatosis with polyangiitis (Wegener's granulc
hidradenitis suppurativa, juvenile idiopathic arthritis, gargtemeaum,
sarcoidosis, Takayasu's arteritis, uveitis

Required Medical Information For moderately to severely active Crohn's disease (new starts only): 1) F

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

disease, OR 2) Inadequate response to at least otienebtiverapy (e.g.,
corticosteroids), OR 3) Intolerance or contraindication to conventional th
moderately to severely active ulcerative colitis (new starts only): 1) Inade
response to at least one conventional therapy (e.g., cartianstersadicylate:
OR 2) Intolerance or contraindication to conventional therapy. For mode
severely active rheumatoid arthritis (new starts only): 1) Pt meets ANY @
a) requested drug will be used in combination with méMaXexateflunomi
OR b) intolerance or contraindication to MTX or leflunomide AND 2) pt n
the following: a) inadequate response, intolerance or contraindication to
inadequate response or intolerance to a prior biologwatigaasantirheuma
drug (DMARD) or a targeted synthetic DMARD. For active ankylosing sg
starts only): Inadequate response testermdal antiflammatory drug (NSAII
trial OR intolerance or contraindication to NSAIDs. For modgeatdhtorse
plaque psoriasis (new starts only): 1) At least 3% of body surface area (|
affected OR crucial body areas (e.g., feet, hands, face, neck, groin, intet
areas) are affected at time of diagnosis, AND 2) Pt meets ANY gf #)eptol
has experienced inadequate response or intolerance to either photother:
PUVA) or pharmacologic treatment with MTX, cyclosporine, or acitretin,
pharmacologic treatment with MTX, cyclosporine, or acitretin is contrai)u
pt has severe psoriasis that warrants a biologic DMARIE #sefiegty. For
hidradenitis suppurativa (new starts only): pt has severe, refractory dise:
(new starts only): Inadequate response or intolerance or has a cottraitn
of immunosuppressive therapy for uveitis.

Plan Year
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Prior Authorization Group RETEVMO

Drug Names RETEVMO
PA Indication Indicator All FDAapprovethdications, Some Mediealtgpted Indications
OffHlabel Uses Recurrent or advanced rearranged during transfectiear (&EEment positiv

nonsmall cell lung cancer

Exclusion Criteria -

Required Medical Information For nossmall cell lung cangaatient must meet all of the following: 1) The ¢
recurrent, advanced or metastatic, and 2) Tumor is RBESitiusion RET
rearrangemepositive.

Age Restrictions Nonsmall cell lung cancer: 18 years of age or older. Medullary ¢hyoid ce
thyroid cancer: 12 years of age or older.

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group REVLIMID

Drug Names REVLIMID
PA Indication Indicator All FDAapproved Indications, Shtedicallgccepted Indications
Offlabel Uses Systemic light chain amyloidosis, classical Hodgkin lymphoma, myelody

syndrome without the 5q deletion cytogenetic abnormality, ragsiotibtedis
anemia, POEMS syndranyeloproliferative neoplasms;iadgkin's lymphom
with the following subtypes: acquired immunodeficiency syndrelate¢AID:
diffuse larged®ll lymphoma, primary central nervous system (CNS) lymp
monomorphic pastnsplant lymphoproliferakisorder, chronic lymphocytic
leukemia (CLL)/small lymphocytic lymphoma (SLL), diffasé kangghBma,
primary cutaneousdl lymphoma, multicentric Castleman's diseaseeladul
leukemia/lymphoma, mycosis fungoides (MF)/Sezary syndrome (SS)
angioimmunoblasticell ymphoma (AITL), peripherdl [mphoma not other
specified (PTCL NOS), entereasdbgiated-dell lymphoma, monomorphic
epitheliotropic intestineéT lymphoma, nodal peripheell [ymphoma, primar
cutaneouanaplastic large cell ymphoma (ALCL), hepatosplerieltmseib
lymphoma, higinade RBell lymphomas.

Exclusion Criteria -

Required Medical Information For myelodysplastic syndrome (MDSp lrdearmedialerisk MDS with
symptomatic anemea fhe International Prognostic Scoring System (IPSS

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group REZUROCK

Drug Names REZUROCK
PA Indication Indicator AlIFDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -
Required Medical Information -

Age Restrictions 12 years of age or older

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria Coverage under Part D will be detogdriige is available under Part A or P

the medication is prescribed and dispensed or administered for the indiv

Y0050 19 MA_ 19LRPAGrid C8/8/18
Updated 11/01/2021 90



Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

RIABNI

RIABNI

All FDAapproved Indications, Shtedicallgccepted Indications
NonHodgkin's lymphoma subtypes [small lymphocytic lymphoma (SLL),
lymphoma, marginal zone lymphomas (nodal, splenic, gasassociateda
lymphoid tissue [MALT], nongastric MALT), Baitidyprimary cutanecasl
lymphoma, highade RBell lymphoma with translocations of MYC and BCL
BCL6 (doublef/triple hit lymphomagradghiell lymphoma not otherwise
specified, Castleman's disease, acquired immunodeficiencyAHySdsdated
B-cell lymphoma, hairy cell leukemiggmsgtiant lymphoproliferative disords
(PTLD)], refractory immune or idiopathic thrombocytopenic purpura (ITP
hemolytic anemia, Waldenstrom's macroglobulinemia/lymphoplasmagyti
chronic grafersushost disease (GVHD), Sjogren syndrome, thrombotic
thrombocytopenic purpura, refractory myasthenia gravis, Hodgkin's lymg
lymphocytgredominant), primary central nervous system (CNS) lymphon
leptomeningeal metastéisaa lymphomas, acute lymphoblastic leukemia,
of EpsteiBarr virus (EBMlated PTLD, multiple sclerosis, and immune che
inhibiterelated toxicities

Required Medical Information For moderately to sevexelive rheumatoid arthritis (new starts only): 1) pa

Age Restdtions
Prescriber Restrictions
Coverage Duration
Other Criteria

meets ANY of the following: a) requested drug will be used in combinatic
methotrexate (MTX) OR b) patient has intolerance or contraindication to
patient meets ANY of the foll@yimgidequate response, intolerance, or
contraindication to MTX OR b) inadequate response or intolerance to a |
diseasanodifying antirheumatic drug (DMARD) or a targeted synthetic D
Hematologic malignancies must bepGEi@@e. For ttiple sclerosis: 1) patien
a diagnosis of relapsing remitting multiple sclerosis and 2) patient has hi
inadequate response to two or more diigedifeng drugs indicated for multi|
sclerosis despite adequate duration of treatment.

Immune checkpoint inhitetated toxicities: 3 months, All other: Plan Year
For FDApproved indications anthb#l uses that overlap: the patient had a
intolerable adverse eveiioth Truxima AND Ruxience and that adverse e
NOT attributed to the active ingredient as described in the prescribing in
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Prior Authorization Group RINVOQ

Drug Names RINVOQ
PA Indication Indicator All FDAapprovethdications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information For moderately to severely active rheumatoid arthritis (new starts only):
response, intolerance or contraindication to methotrexate (MTX) OR 2) i
respose or intolerance to a prior biologic dismdieng antirheumatic drug
(DMARD) or a targeted synthetic DMARD.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group
DrugNames

PA Indication Indicator
Oftlabel Uses

Exclusion @teria

RITUXAN

RITUXAN

All FDAapproved Indications, Some Medmadiyted Indications
NonHodgkin's lymphoma subtypes [small lymphocytic lymphoma (SLL),
lymphoma, marginal zone lymphomas (nodal, splenagasaissociated
lymphoid tissue [MALT], nongastric MALT), Burkitt lymphoma, primarged
lymphoma, highade RBell lymphoma with translocations of MYC and BCL
BCL6 (double/triple hit lymphomagyadghRell lymphoma not otvise
specified, Castleman's disease, acquired immunodeficiency syndsiated|
B-cell lymphoma, hairy cell leukemiggmsgtiant lymphoproliferative disords
(PTLD)], refractory immune or idiopathic thrombocytopenic purpura (ITP
hemolytic anemia, Waldenstrom's macroglobulinemia/lymphoplasmacyti
chronic grafersushost disease (GVHD), Sjogren syndrome, thrombotic
thrombocytopenic purpura, refractory myasthenia gravis, Hodgkin's lymg
lymphocyteredominanf)timary central nervous system (CNS) lymphoma,
leptomeningeal metastases from lymphomas, acute lymphoblastic leuke
of EpsteiBarr virus (EBMlated PTLD, multiple sclerosis, and immune che
inhibiterelated toxicities

Required Medical Information For moderately to severely active rheumatoid arthritis (new starts only):

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

meets ANY of the following: a) requested drug will be used in combinatic
methotrexate (MTX) OR b) patieimtdlasance or contraindication to MTX, /
patient meets ANY of the following: a) inadequate response, intolerance
contraindication to MTX OR b) inadequate response or intolerance to a |
diseasanodifying antirheumatic drug (DMARBJgeted synthetic DMARD.
Hematologic malignancies must bepG8i@@e. For multiple sclerosis: 1) pat
a diagnosis of relapsing remitting multiple sclerosis and 2) patient has hi
inadequate response to two or more dhisedifeng drugslicated for multiple
sclerosis despite adequate duration of treatment.

Immune checkpoint inhitetated toxicities: 3 months, All other: Plan Year
For FDApproved indicats and ofibel uses that overlap: the patient had a
intolerable adverse event to both Truxima AND Ruxience and that advetr
NOT attributed to the active ingredient as described in the prescribing in
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Prior Authorization Group RITXXAN HYCELA

Drug Names RITUXAN HYCELA
PA Indication Indicator All FDAapproved Indications, Some Medmadiyted Indications
OffHlabel Uses Acquired immune deficiency syndromeréfdi@g)Bell lymphoma, Burkitt

lymphoma, Castlemalisgase (CD), higtade Eell lymphoma, small lymphc
lymphoma (SLL), gastric messszciated lymphoid tissue (MALT) lymphon
mantle cell lymphoma, nodal marginal zone lymphoma, nongastric MAL’
primary cutaneousdl lymphoma (e.gtaceous marginal zone lymphoma ¢
cutaneous follicle center lymphomagjapsglant lymphoproliferative disord
(PTLD), splenic marginal zone lymphoma

Exclusion Criteria -

Required Medical Information Malignancies must be CD20 positive. Patieetetussat least one full dose ¢
rituximab product by intravenous infusion without experiencing severe a
reactions.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group ROZLYTREK

Drug Names ROZLYTREK
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

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

Prior Authorization Group RUBRACA

Drug Names RUBRACA
PA Indication Indicator All FDAapproved Indications
OffHlabel Uses -

Exclusion Criteria -
Required Medical Information -
Age Restrictions -
Prescriber Restrictions -
Coverage Duration Plan Year
Other Criteria -
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

RUXIENCE

RUXIENCE

All FDAapproved Indications, Some Medmadiyted Indications
NonHodgkin's lymphoma subtypes ligmgattiocytic lymphoma (SLL), mantle
lymphoma, marginal zone lymphomas (nodal, splenic, gasassociateda
lymphoid tissue [MALT], nongastric MALT), Burkitt lymphoma, primarged
lymphoma, highade Bell lymphoma with translosatbMYC and BCL2 and
BCL6 (doublef/triple hit lymphomagradghiell lymphoma not otherwise
specified, Castleman's disease, acquired immunodeficiency syndsiated|
B-cell ymphoma, hairy cell leukemitrgonegtiant lymphoproliferakisorder
(PTLD)], refractory immune or idiopathic thrombocytopenic purpura (ITP
hemolytic anemia, Waldenstrom's macroglobulinemia/lymphoplasmacyti
chronic grafersushost disease (GVHD), Sjogren syndrome, thrombotic
thrombocytepic purpura, refractory myasthenia gravis, Hodgkin's lymphc
lymphocytgredominant), primary central nervous system (CNS) lymphon
leptomeningeal metastases from lymphomas, acute lymphoblastic leuke
of EpsteiBarr virus (EBM)ated PTLD, multiple sclerosis, immune checkp:
inhibitoerelated toxicities, and pemphigus vulgaris

Required Medical Information For moderately to severely active rheumatoid arthritis (new starts only):

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

meets ANY ottlfollowing: a) requested drug will be used in combination
methotrexate (MTX) OR b) patient has intolerance or contraindication to
patient meets ANY of the following: a) inadequate response, intolerance
contraindication to MTX ORwti¢guate response or intolerance to a prior b
diseasanodifying antirheumatic drug (DMARD) or a targeted synthetic D
Hematologic malignancies must bepG8i@@e. For multiple sclerosis: 1) pat
a diagnosis of relapsing remittinglensdterosis and 2) patient has had an
inadequate response to two or more diigedifeng drugs indicated for multi|
sclerosis despite adequate duration of treatment.

Immuneheckpoint inhibitelated toxicities: 3 months, All other: Plan Year
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

RYDAPT

RYDAPT

All FDAapproved Indications, Some Medmadiyted Indications
Relapsed or refractory acute myeloid leukemia

Required Medical Information For acute myeloid leukemia (AML), AML must be FLF3osititetion

Age Restrictions
Prescriber Restrictions
Coverag®uration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

18 years of age or older

Plan Year

SIGNIFOR
SIGNIFOR
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
OffHlabel Uses

Exclusion Criteria
RequiredMedical Information

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year

SILDENAFIL
SILDENAFIL CITRATE
All FDAapproved Indications

For pulmonary arterial hypertension (PAH) (World Health Organization [
1): Diagnosis was confirmed by right heart catheterization. For PAH new
Pretreatment mean pulmonary arterial pressure is greataerahi@an?&r monHg
Pretreatment pulmonary capillary wedge pressure is less than or equal t
and 3) Pretreatment pulmonary vascular resistance is greater than 3 Wc

Plan Year
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Prior Authorization Group SIRTURO

Drug Names SIRTURO

PA Indication Indicator All FDAapproved Indications

Oftlabel Uses -

Exclusion Criteria The requested drug is being prescribed for the treatment of latent infecti

Mycobacterium tuberculosis;sénsjtive tuberculosis, gpditenonary tuberculc
or infection caused by thetulmerculous mycobacteria

Required Medical Information -

Age Restrictions -

Prescriber Restrictions -

Coverage Duration 6 months

Other Criteria -

Prior Authorization Group SKYRIZI

Drug Names SKYRIZI, SKYRIZI PEN
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

Exclusion Criteria -

Required Medical Information For moderate to severe plpgogasis (new starts only): 1) at least 3% of b
surface area (BSA) is affected OR crucial body areas (e.qg., feet, hands,
groin, intertriginous areas) are affected at the time of diagnosis, AND 2)
any of the following: a) pakias experienced an inadequate response or in
to either phototherapy (e.g., UVB, PUVA) or pharmacologic treatment wi
methotrexate, cyclosporine, or acitretin, or b) pharmacologic treatment v
methotrexate, cyclosporine, or acitretiraisdicated, or c) patient has sevel
psoriasis that warrants a biologic dised#ging antirheumatic drug (DMARI
firstline therapy (i.e. at least 10% of the body surface area (BSA) or cruc
(e.g., hands, feet, face, neck, scalplségnaitia, intertriginous areas) are affe

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

SOMATULINE DEPOT

SOMATULINE DEPOT

AlIFDAapproved Indications, Some Medwadiyted Indications
Neuroendocrine tumors (NETS) of the gastrointestinal (Gl) tract, lung, th
tumors) or unresected primary gastrinoma, NETs of the pancreas, and
pheochromocytoma/garaylioma.

Required Medical Information For acromegaly (initial): 1) Patient has a high pretreatrtigatgnsurtim factor

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

(IGF1) level for age and/or gender based on the laboratory reference rar
Patient had an ieagate or partial response to surgery or radiotherapy OF
clinical reason for why the patient has not had surgery or radiotherapy.

Plan Year
Foracromegaly continuation of therapy: patiehfeé&Ras decreased or
normalized since initiation of therapy.

SOMAVERT
SOMAVERT
All FDAapproved Indications

Required Medical Information For acromegaly (initial): 1) Patient has a high pretreatnrtigatgnsutim factbr

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

(IGF1) level for age and/or gender based on the laboratory reference rar
Patient had amadequate or partial response to surgery or radiotherapy O
clinical reason for why the patient has not had surgery or radiotherapy.

Plan Year
For acromegaly aooation of therapy: patient'd Ié¥#el has decreased or
normalized since initiation of therapy.
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

SPRYCEL

SPRYCEL

All FDAapproved Indications, Some Medmagiytethdications
Gastrointestinal stromal tumor (GIST), metastatic chondrosarcoma, rect

Required Medical Information For chronic myeloid leukemia (CML) or acute lymphoblastic leukemia (A

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

Exclusion Criteria

was cofirmed by detection of the Philadelphia chromosorfdBar dDR. For
CML, patient meets one of the following: 1) patient received a hematopc
transplant, OR 2) patient has accelerated or blast phase CML, OR 3) for
CML (incled newly diagnosed), the patient has one of the following a) pe
years of age or younger, or b) high or intermediate risk for disease progt
low risk for disease progression and has experienced resistance, intoler:
to matinib or an alternative tyrosine kinase inhibitor. If patient experience
to imatinib or an alternative tyrosine kinase inhibitor for CML, patient is r
T315I mutation. For gastrointestinal stromal tumor (GIST), patient must |
praressed on imatinib, sunitinib, or regorafenib.

Plan Year

STELARA
STELARA
All FDAapprovethdications

Required Medical Information For moderate to severe plague psoriasis (new starts only): at least 3% o

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

area (BSA) is affected OR crucial body areas (e.g., feet, handgjrfane, ne
intertriginous areas) are affected at the time of diagnosis.

Plan Year

For moderate to severe plaque psoriasis (new starts): the patient had ar
response, timlerance, or contraindication to two of the following products:
(etanercept), Humira (adalimumab), Skyrizi (risargaz)nkady active psoriat
arthritis (PsA) (new starts): the patient had an inadequate response, intc
contraindidan to two of the following products: Enbrel (etanercept), Hum
(adalimumab), Xeljanz (tolfacitinib)/Xeljanz XR (tofacitinieedseddtbr
moderately to severely active Crohn's disease (new starts): patient had
response, intoleranor contraindication to Humira (adalimumab). For moc
severely active ulcerative colitis (new starts): patient had an inadequate
intolerance, or contraindication to both Humira (adalimumab) and Xeljan
(tolfacitinib)/Xeljanz XR (tofdcextendedlease).
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Prior Authorization Group STIVARGA

Drug Names STIVARGA
PA Indication Indicator All FDAapproved Indications, Some Medmadiyted Indications
OffHlabel Uses Progressive gastrointestinal stromal tumorsdGg&jitoneal/inladominal si

tissue sarcoma, rhabdomyosarcoma, and soft tissue sarcomas of the ex
superficial trunk, head and neck, unresectable or advanced colorectal c¢
Exclusion Criteria -
Required Medical Information For gastintestinal stromal tumors: The disease is progressive, locally ad
unresectable, or metastatic.
Age Restrictions -
Prescriber Restrictions
Coverage Duration Plan Year
Other Criteria -

Prior Authorization Group SUTENT

Drug Names SUNITINIB MALATE, SUTENT
PA Indication Indicator All FDAapproved Indications, Some Medwadiyted Indications
Oftlabel Uses Thyroid carcinoma (follicular, medullary, papillary, and Hurthle cell), soft

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

Exclusion Criteria -

Required Medical Information For renal cell carcinoma, any of the following criteria must be met: 1) Th
relaped or metastatic, OR 2) The patient is at high risk of disease recurr:
nephrectomy.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group SYMDEKO

Drug Names SYMDEKO
PAlIndication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information For cystic fibrosis (CF): The patient is positive for the F508del mutation «
of the cystic fibrosensmembrane conductance regulator (CFTR) gene O
patient has a mutation in the CFTR gene that is responsive to tezacaftor
potentiation based on clinical and/or in vitro assay data.

Age Restrictions 6 years of age or older

Prescriber Resttions -

Coverage Duration Plan Year

Other Criteria The requested medication will not be used in combination with other me

containing ivacaftor.
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

SYMPAZAN
SYMPAZAN
AlIFDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
OffHlabel Uses

Exclusion Criteria
Required Medicaiformation
Age Restrictions
Prescriber Restrictions
Coverage Duration

Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

2 years of age or older

Plan Year

SYNRIBO

SYNRIBO

All FDAapproved Indications, Some Medwadiyted Indications

Followup therapy for CML patients after hematopoietic stem cell transpla

Plan Year

TABRECTA

TABRECTA

All FDAapproved Indications, Shtedicaltgccepted Indications
Treatment of recurrent or advancethadircell lung cancer (NSCLC).

Required Medical Information For recurrent, advanced, or metastatic NSCLC: Tumor is positive for-me

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

epithéal transition (MET) exon 14 skipping mutation.

Plan Year
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria
Required Medicaiformation

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

ExclusionCriteria

TAFINLAR

TAFINLAR

All FDAapprovethdications, Some Mediealtgpted Indications

Brain metastases from melanoma, thyroid carcinoma (papillary carcinon
carcinoma, and Hurthle cell carcinoma), colorectal cancer

For brain metastases from melanoma or for adjuvant treatment of melan
is positive for a BRAF V600 activating mutation and the requested drug"
combination with trametinib. For unresectable or metastatic méalanonis, |
positive for a BRAF V600 activating mutation and the requested drug wil
single agent or in combination with trametinibsimatireah lung cancer, the
is positive for a BRAF V600E mutation and the requested dre) aglblsng
agent or in combination with trametinib. For thyroid carcinoma, the tumo
BRAF activating mutation with papillary, follicular, or Hurthle histology. F
unresectable advanced or metastatic colorectal cancer, theitivadorisapos
BRAF V600E activating mutation.

Plan Year

TAGRISSO

TAGRISSO

All FDAapprovethdications, Some Mediealtegpted Indications

Recurrent or advancedsoall cell lung cancer (NSCLC), brain metastase
sensitizing EGFR mutgtimsitive NSCLC, brain metastases from EGFR T7
mutatiopositive NSCLC.

Required Medical Information For recurrent, advanced or metastatic NSCLC (including brain metastas

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

NSCLC), patient must have a sensitizing EGFR mutation.

Plan Year
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

TALTZ
TALTZ
All FDAapproved Indications

Required Medical Information For moderate to severe plaque psoriasis (newgtaftsleast 3% of body su

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Autlorization Group
Drug Names

PA Indication Indicator
OffHlabel Uses

Exclusion Criteria
Required Medicaiformation
Age Restrictions
Prescriber Restrictions
Coverage Duration

Other Criteria

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

For plaque psoriasis: 6 years of age or older. Gthes:0f&ge or older

Plan Year

For moderate to severe plaque psoriasis (new starts only): the patient he
inadequate response, intolerance, or contraindication to one of the folov
Enbrel (etanercept), Humira (adalimumab), Skyrizi (riserdazuRtalactive
ankylosing spondylitis (new starts only): the patient had an inadequate r
intolerance, or contraindication to either Enbrel (etanercept) or Humira (i
Fa active psoriatic arthritis (PsA) (new starts only): the patient had an in
response, intolerance, or contraindication to one of the following product
(etanercept), Humira (adalimumab), Xeljanz (tofacitinib)/Xeljanz XR (tofe
extende-release). For active axial spondyloarthritis (new starts only): Pat
any of the following: 1) has an inadequate responsst¢éocadabanti
inflammatory drug (NSAID) trial or 2) has an intolerance or contraindicat

TALZENNA

TALZENNA

All FDAapproved Indications, Some Medwadiyted Indications
Recurrent, BRCA-g&tmline mutated breast cancer

Plan Year
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

TASIGNA

TASIGNA

All FDAapproved Indications, Shtedicallgccepted Indications
Philadelphia chromosome positive acute lymphoblastic leukemia (Ph+ A
gastrointestinal stromal tumor (GIST).

Required Medical Information For chronic myeloid leukemia (Chttytedymphoblastic leukemia (ALL), die

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indicatiofndicator
Offlabel Uses

Exclusion Criteria

was confirmed by detection of the Philadelphia chromoseiitl ayeB€R-or
CML, patient meets one of the following: 1) patient received a hematopc
transplant, OR 2) patient has acceletaltest phase CML, OR 3) for chronic
CML (includes newly diagnosed), the patient has one of the following: a)
years of age or younger, b) high or intermediate risk for disease progres
risk for disease progression anckpeasgenced resistance, intolerance or tox
imatinib or an alternative tyrosine kinase inhibitor. If patient experienced
imatinib or an alternative tyrosine kinase inhibitor for CML, patient is nec
mutation. For GISTjgdtmust have progressed on imatinib, sunitinib or re

Plan Year

TAZAROTENE
TAZAROTENE, TAZORAC
All FDAapproved Indications

Required Medical Information For plague psoriasis, the requested drug is being prescribed to treat lest

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

percent of the patient's body surface area.

Plan Year
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Prior Authorization Group TAZVERIK

Drug Names TAZVERIK
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medicaiformation -

Age Restrictions Epithelioid sarcoma: 16 years of age or older, Follicular lymphoma: 18 y
older

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group TECENTRIQ

Drug Names TECENTRIQ
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

Exclusion Criteria -

Required Medical Information For urothelial carcinoma, patient meets one of the following criteria: 1) P
ineligible for cisplatiarapy and tumors expressIROR 2) Patient is ineligib
any platinum containing chemotherapy, OR 3) The requested medicatiol
as subsequent therapy following ptatintaiming chemotherapy. Fesmah ce
lung cancer (NSCLC)igmé meets one of the following criteria: 1) The reqt
medication will be used as treatment for NSCLC AND patients with EGF
positive disease must have received previous EGFR or ALK therapy, OF
requested medication will be used asatriimaintenance therapy when tu
response or stable disease is achieved following initial systemic therapy
requested medication will be used as subsequent therapy for recurrent, .
metastatic NSCLC.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group
Drug Names

PA Indication Indicator
OffHlabel Uses

Exclusion Criteria
Required Medicaiformation

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

Exclusion Criteria

TEMAZEPAM 30MG
TEMAZEPAM
All FDAapproved Indications

1) The neAIRM (nehligh Risk Medication) alternative drug doxepin (3 mg
has been tried AND 2) The patient experienced an inadequate treatmen
intolerance to the #dRM (nohligh Risk Medication) alternative drug ddray
or 6 mg) AND 3) The benefit of therapy with this prescribed medication ¢
potential risk in a patient 65 years of age or older. OR 4) The patient has
contraindication to thelHBM (ncehligh Risk Medication) alternative drug d«
(3 ny or 6 mg) AND 5) The benefit of therapy with this prescribed medice
outweighs the potential risk in a patient 65 years of age or older.

Plan Year

This Priokuthorization requirement only applies to patients 65 years of a
(The American Geriatrics Society identifies the use of this medication as
inappropriate in older adults, meaning it is best avoided, prescribed at re
or sed with caution or carefully monitored.)

TEPMETKO
TEPMETKO
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year
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Prior Authorization Group TESTOSTERONE CYPIONATE INJ

Drug Names TESTOSTERONE CYPIONATE
PA Indication Indicator All FDAapproved Indications, Shtedicallgccepted Indications
OffHlabel Uses Gender Dysphoria

Exclusion Criteria -

Required Medical Information 1) Request is for continuation of testosterone therapy and requested dru
prescribed for primarfrygnogonadotropic hypogonadism [Note: Safety and
testosterone products in patients witelégd hypogonadism™ (also referrec
"lateonset hypogonadism") have not been established.] and the patient t
confirmed low morning testostdéeoel according to current practice guidelit
your standard lab reference values before starting testosterone therapy
is not for continuation of testosterone therapy and requested drug is beir
for primary or hypogonadothypiogonadism [Note: Safety and efficacy of
testosterone products in patients witelégd hypogonadism™ (also referrec
"lateonset hypogonadism") have not been established.] and the patient t
two confirmed low morning testostrelsealccording to current practice gui
or your standard lab reference values OR 3) Requested drug is being pr
gender dysphoria in a patient who is able to make an informed decision
hormone therapy.

Age Restrictions -

Pre<riber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

TESTOSTERONE ENANTHATE INJ

TESTOSTERONE ENANTHATE

All FDAapproved Indications, Some Medmagiytethdications
Gender Dysphoria

Required Medical Information 1) Request is for continuation of testosterone therapy and requested dru

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

prescribed for primary or hypogonadotropic hypogonadism [Noteffisafsty
testosterone products in patients witelégd hypogonadism™ (also referrec
"lateonset hypogonadism") have not been established.] and the patient t
confirmed low morning testosterone level according to current prastme ¢
your standard lab reference values before starting testosterone therapy
is not for continuation of testosterone therapy and requested drug is beir
for primary or hypogonadotropic hypogonadism [Note: Safety and efficac
tegosterone products in patients withetaggel hypogonadism™ (also referrec
"lateonset hypogonadism") have not been established.] and the patient t
two confirmed low morning testosterone levels according to current prac
or your standard lab reference values OR 3) Requested drug is being pr
inoperable metastatic breast cancer in a patient who is 1 to 5 years post
and who has had an incomplete response to other therapy for metastatic
OR 4Requested drug is being prescribed for a premenopausal patient w
cancer who has benefited from oophorectomy and is considered to have
responsive tumor OR 5) Requested drug is being prescribed for delayed
Requested drudbsing prescribed for gender dysphoria in a patient who is
make an informed decision to engage in hormone therapy.

Plan Year

TETRABENAZINE

TETRABENAZINE

All FDAapproved Indications, Some Medwadiyted Indications

Tic disorders, tardive dyskinesia, hemiballismus, chorea not associated"
Huntington's disease.

Required Medical Information For treatment of chorea associated with Huntington's disease: The patie

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

prior inadequate response or intolerable adverse event with deutetraben
For treatment of tardive dys&inBse patient must have a prior inadequate
or intolerable adverse event with deutetrabenazine or valbenazine thera

Plan Year
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PriorAuthorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

TETRACYCLINE
TETRACYCLINE HYDROCHLORID
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

Plan Year
The patient will use the requested drug orally.

THALOMID

THALOMID

All FDAapproved Indications, Some Medwadiyted Indications
Myelofibrosiglated anemia, recurrent aphthous stomatitis, recassotibtido
aphthous ulcers, cachexia, human immunodeficiency-agsecibtidf diarrhe
Kaposi's sarcoma, Behcet's syndrome, chrem@csgeafist diseas€rohn's
disease, multicentric Castleman's disease.

Required Medical Information For cachexia: Cachexia must be due to cancer or human immunodeficie

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

infection. For Kaposi's sarcoma: The patient has human immuxodsf{eiery
infection.

Plan Year

TIBSOVO
TIBSOVO
All FDAapproved Indications

Required Medical Information For acute myeloid leukemia (AML) with a susceptible isocitrate dehydro¢

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

(IDH1) mutation, 1) patient has-aieghosed AML and meets one of the fol
a) 75 years of age or oldgratignt has comorbidities that preclude use of ii
induction chemotherapy, or c) patient is 60 years of age or older and de«
induction chemotherapy, OR 2) patient is 60 years of age or older and tr
drug will be used as pestission therapy following response to previous Ic
intensity therapy with the same regimen, OR 3) patient has relapsed or 1

Plan Year
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Prior Authorizatio Group
Drug Names

PA Indication Indicator
Oftlabel Uses
Exclusion Criteria

TOBRAMYCIN

TOBRAMYCIN

All FDAapproved Indications, Some Medmadiyted Indications
Nongcystic fibrosis bronchiectasis

Required Medical Information For cystifibrosis and nagstic fibrosis bronchiectasis, the patient must me

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses
Exclusion Criteai

the following: 1) Pseudomonas aeruginosa is present in the patient's ain
OR 2) the patient has a history of Pseudomonas aeruginosa infection or
the @&rways.

Plan Year
Coverage under Part D will be denied if coverage is available under Par
the medication is prescribed and dispeadsdnistered for the individual.

TOPICAL LIDOCAINE

GLYDO, LIDOCAINE, LIDOCAINE HCL, LIDOCAINE HCL JELLY,
LIDOCAINE/PRILOCAINE

All FDAapproved Indications

Required Medical Information 1) The requested drug is being used for topical anesthesia, AND 2) If the

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

drug will be used as part of a compounded product, then all the active in
compounded product are Food and Drug Adionifiira) approved for topic
use.

3 months
Coverage under Part D will be denied if coverage is available under Par
the medication is prescribedliapdnsed or administered for the individual.
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

TOPICAL TESTOSTERONES

ANDRODERM, TESTOSTERONE, TESTOSTERONE PUMP
All FDAapproved Indications, Some Medmadiyted Indications
Gender Dysphoria

Required Medical Information 1) Request is for continuation of testosterone therapy and requested dru

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Critea

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

Exclusion Criteria

prescribed for primary or hypogonadotropic hypogonadism [Note: Safety
tegosterone products in patients withetaggel hypogonadism™ (also referrec
"lateonset hypogonadism") have not been established.] and the patient t
confirmed low morning testosterone level according to current practice g
your staratd lab reference values before starting testosterone therapy O
is not for continuation of testosterone therapy and requested drug is beir
for primary or hypogonadotropic hypogonadism [Note: Safety and efficac
testosterone pratiin patients with “aglated hypogonadism" (also referrec
"lateonset hypogonadism") have not been established.] and the patient t
two confirmed low morning testosterone levels according to current prac
or your standdab reference values OR 3) Requested drug is being presc
gender dysphoria in a patient who is able to make an informed decision
hormone therapy.

Plan Year

TOPICAL TRETINOIN
AVITA, TRETINOIN
All FDAapproved Indications

Required Medical Information -

Age Restrictions
PrescribeRestrictions
Coverage Duration
Other Criteria

Plan Year
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

TRAZIMERA

TRAZIMERA

All FDAapproved Indications, Some Medmadiyted Indications
Neoadjuvatreatment for human epidermal growth factor receptopa<(keF
breast cancer, recurrent HiRRive breast cancer, leptomeningeal metast
breast cancer, HEpRIsitive esophageal and esophagogastric junction car
positive advancadd recurrent uterine serous carcinomaarR2ad colorect
cancer in combination with pertuzumab or lapatinib.

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

Neoadjuvant therapy for breast cancer: 6 months. Other: Plan Year.
Coverage under Part D will be denied if coverage is available under Par
the medication is prescribed and dispensed or administered for the indiv

TRELSTAR
TRELSTAR MIXJECT
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverag®uration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

Plan Year

TREPROSTINIL INJ
TREPROSTINIL
All FDAapproved Indications

Required Medical Information For pulmonaayterial hypertension (WHO Group 1), the diagnosis was co

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

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

Plan Year
Coverag under Part D will be denied if coverage is available under Part /
the medication is prescribed and dispensed or administered for the indiv
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Prior Authorization Group TRIENTINE

Drug Names TRIENTINE HYDROCHLORIDE
PAlIndication Indicator All FDAapproved Indications
Oftlabel Uses -

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

Prior Authorization Group TRIKAFTA

Drug Names TRIKAFTA
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information For cystic fibrosis (CF): The patient has at least one F508del mutation ir
fibrosisransmembrane conductance regulator (CFTR) gene OR the patie
mutation in the CFTR gene that is responsive to elexacaftor/tezacaftor/i
potentiation based on in vitro assay data.

Age Restrictions 6 years of age or older

Prescriber Restrictns -

Coverage Duration Plan Year

Other Criteria The requested medication will not be used in combination with other me

containing ivacaftor.

Prior Authorization Group TRUSELTIQ

Drug Names TRUSELTIQ
PA Indication Indicator AlIFDAapproved Indications
Offlabel Uses -

Exclusion Criteria -
Required Medical Information -
Age Restrictions -
Prescriber Restrictions -
Coverage Duration Plan Year
Other Criteria -
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Prior Authorization Group
Drug Names
PAlIndication Indicator
Oftlabel Uses

ExclusionCriteria

TRUXIMA

TRUXIMA

All FDAapproved Indications, Some Medmadiyted Indications
NonHodgkin's lymphoma subtypes [small lymphocytic lymphoma (SLL),
lymphoma, marginal zone lymphomas (nodal, splenic, gasassocisdsa
lymphoid tissue [MALT], nongastric MALT), Burkitt lymphoma, primarged
lymphoma, highade RBell lymphoma with translocations of MYC and BCL
BCL6 (doublef/triple hit lymphomagradghiell lymphoma not otherwise
specified,&tleman's disease, acquired immunodeficiency syndraelatodll
B-cell lymphoma, hairy cell leukemiggmsgtiant lymphoproliferative disords
(PTLD)], refractory immune or idiopathic thrombocytopenic purpura (ITP
hemolytic anemiaaldénstrom's macroglobulinemia/lymphoplasmacytic ly
chronic grafersushost disease (GVHD), Sjogren syndrome, thrombotic
thrombocytopenic purpura, refractory myasthenia gravis, Hodgkin's lymg
lymphocytgredominant), primary cergrabns system (CNS) lymphoma,
leptomeningeal metastases from lymphomas, acute lymphoblastic leuke
of EpsteiBarr virus (EBMlated PTLD, multiple sclerosis, immune checkp
inhibitoerelated toxicities, and pemphigus vulgaris

Required Medical Information For moderately to severely active rheumatoid arthritis (new starts only):

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

meets ANY of the following: a) requested drug will be used in combinatic
methotrexate (MTX) OR b) patieimtdlasance or contraindication to MTX, /
patient meets ANY of the following: a) inadequate response, intolerance
contraindication to MTX OR b) inadequate response or intolerance to a |
diseasanodifying antirheumatic drug (DMARBJgeted synthetic DMARD.
Hematologic malignancies must bepG8i@@e. For multiple sclerosis: 1) pat
a diagnosis of relapsing remitting multiple sclerosis and 2) patient has hi
inadequate response to two or more dhisedifeng drugslicated for multiple
sclerosis despite adequate duration of treatment.

Immune checkpoint inhitetated toxicities: 3 months, All other: Plan Year
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PriorAuthorization Group TUKYSA

Drug Names TUKYSA
PA Indication Indicator All FDAapproved Indications, Some Medmadiyted Indications
Oftlabel Uses Recurrent human epidermal growth factor receptoxid$tiz&Byeast cance!

includingatients with brain metastasis, who have received one or more |i
HERZargeted therapy in the metastatic setting.

Exclusion Criteria -

Required Medical Information -

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group TURALIO

Drug Names TURALIO
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

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

Prior Authorization Group TYKERB

Drug Names LAPATINIB DITOSYLATE
PA Indication Indicator All FDAapproved Indications, Some Medwadiyted Indications
Offlabel Uses Metastatic CNS lesions H&RZpositive breast cancer, recurrent-paskRe

chordoma, HERRplified colorectal cancer in combination with trastuzum
Exclusion Criteria -
Required Medical Information For HERositive breast cancer, the requested drug will be usedtioncaitib
any of the following: 1) aromatase inhibitor, 2) capecitabine, OR 3) trastt
Age Restrictions -
Prescriber Restrictions -
Coverage Duration Plan Year
Other Criteria -
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Prior Authorization Group TYMLOS

Drug Names TYMLOS
PAlIndication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information For postmenopausal osteoporosis: patient has ONE of the following: 1) i
fragility fractures, OR 2) @rpegment-3core diess than or equal2d or pre
treatment-3core greater th&nbs and less thanwith a high gireatment Fractt
Risk Assessment Tool (FRAX) fracture probability AND patient has ANY
following: a) indicators for higher fracture resv@nged age, frailty, glucoco
therapy, very lowsdores, or increased fall risk), OR b) patient has failed p
treatment with or is intolerant to a previous injectable osteoporosis thera
patient has had an oral bisphosphonatettledstfizear duration or there is ¢
clinical reason to avoid treatment with an oral bisphosphonate.

Age Restrictions -

Prescriber Restrictions -

Coverage Duration 24 months lifetime total for parathyroid hormone anabg®f@amatide or
teriparatide)
Other Criteria Patient has high Fracture Risk Assessment Tool (FRAX) fracture probak

year probability is either greater than or equal to 20 percent for any majc
fracture or greater than or éggbercent for hip fracture. If glucocorticoid t
Is greater than 7.5 mg (prednisone equivalent) per day, the estimated ris
generated with FRAX should be multiplied by 1.15 for major osteoporoti
1.2 for hip fracture.

Prior Aithorization Group UBRELVY

Drug Names UBRELVY
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

Exclusion Criteria -

Required Medical Information 1) The patient has experienced an inadequate treatment response3éidni
receptor agonist, OR 2) The patient has experienced an intolerance to o
HT1 receptor agonist, OR 3) The patient has a contraindication that wou
trial of triptanHbT 1 receptor agonists.

Age Restrictions -

Prescriber Restiions -

Coverage Duration Plan Year

Other Criteria -
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

UKONIQ
UKONIQ
All FDAapproved Indications

Required Medical Information -

AgeRestrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses
ExclusiorCriteria

Plan Year

V-GO
V-GO 20, %50 30, %50 40
All FDAapproved Indications

Required Medical Information 1) The patient has diabetes requiring insulin management with multiple ¢

Age Restrictions
Prescriber Bstrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

AND 2) The patient istesling glucose levels 4 or more times per day ANI
patient has experienced any of thenfipliathi the current diabetes regimen:

inadequate glycemic control, recurrent hypoglycemia, wide fluctuations i
glucose, dawn phenomenon with persistent severe early morning hyper
severe glycemic excursions.

Plan Year
For continuation of therapy with an insulin pump, the patient has stable «
glycemic control.

VALCHLOR

VALCHLOR

AlIFDAapproved Indications, Some Medwadiyted Indications

Chronic or smoldering adcdilTeukemia/lymphoma, Stage 2 or higher myc
fungoides/Sezary syndrome, primary cutaneous marginal zone lymphon
cutaneous folliclentar lymphoma, lymphomatoid papulosis.

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

VELCADE

BORTEZOMIB, VELCADE

All FDAapproved Indications, Some Medmadiyted Indications

Systemic light chain amyloidosis, Waldenstrom's
macroglobulinemia/lymphoplasmacytic lymphoma, multicentric Castlem
adult Tcell leukemia/lymphoma, pediatric acute lymphoblastic leukemia.

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

Plan Year
Coverage under Part D wilebeed if coverage is available under Part A or
the medication is prescribed and dispensed or administered for the indiv

VELTASSA
VELTASSA
All FDAapprovethdications

Required Medical Information 1) The patient has experienced an inadequate treatment response or int

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

Exclusion Criteria

Lokelma OR 2) The patient has a contraindication that would prohibit a t

Plan Year

VEMLIDY
VEMLIDY
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year

For chronic hepatitis B virus infection, the requested drug will be used in
meets either of the followingqtaets only): 1) inadequate virologic respons
resistance, or intolerable adverse event to tenofovir disoproxil fumarate,
loss and mineralization defects or is at risk for bone loss and mineralizat
example, history of frafilitstures, advanced age, frailty, chronic glucocort
low Fscores, or increased fall risk).
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

VENCLEXTA

VENCLEXTA, VENCLEXTA STARTING PACK

All FDAapproved Indications, Shtedicallgccepted Indications

Mantle cell lymphoma, blastic plasmacytoid dendritic cell neoplasm (BPI

Required Medical Information For AML, any of the following criteria must be met: 1) the yatenbisa@@ o

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Offlabel Uses

Exclusion Criteria

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

Plan Year

VENTAVIS
VENTAVIS
AlIFDAapproved Indications

Required Medical Information For pulmonary arterial hypertension (WHO Group 1), the diagnosis was

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

right heart catheterization. For new starts only, the patient mugteneet all
following: 1) pretreatment mean pulmonary arterial pressure is greater tf
25 mmHg, 2) pretreatment pulmonary capillary wedge pressure is less tl
15 mmHg, AND 3) pretreatment pulmonary vascular resistance is greatk
units.

Plan Year
Coverage under Part D will be denied if coverage is available under Par
the medication is prescribed and dispeadsdnistered for the individual.

VERSACLOZ
VERSACLOZ
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year
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Prior Authorization Group VERZENIO

Drug Names VERZENIO
PA Indication Indicator All FDAapproved Indications, Some Medmadiyted Indications
Oftlabel Uses Recurreritormone receptor (#B3itive, human epidermal growth factor rec

(HERZphegative breast cancer in combination with fulvestrant or an arom
inhibitor, or as a single agent if progression on prior endocrine therapy a
chemotherapy in thetastatic setting.

Exclusion Criteria -

Required Medical Information -

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group VIGABATRIN

Drug Names VIGABATRIN, VIGADRONE
PAlndication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information For complex partial seizures (CPS): patient had an inadequate response
antiepileptic drugs for CPS.

AgeRestrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group VITRAKVI

Drug Names VITRAKVI
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

Exclusion Criteria -
Required Medical Information -
Age Restrictions -
Prescriber Restrictions -
Coverage Duration Plan Year
Other Criteria -
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

VIZIMPRO

VIZIMPRO

All FDAapproved Indications, Shtedicallgccepted Indications
Recurrent or advancedsnoall cell lung cancer (NSCLC)

Required Medical Information For nossmall cell lung cancer (NSCLC), the patient meets all of the follov

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
DrugNames

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

disease is recurrent, advanced or metastatic, and 2) the member has se
mutatioipositive disease.

Plan Year

VORICONAZOLE
VORICONAZOLE
All FDAapproved Indications

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

6 months
The patient ok using the requested drug orally or intravenously.

VOSEVI

VOSEVI

All FDAapproved Indications

Decompensated cirrhosis/moderate or severe hepagairf@aiid Turcotte F
class B or C).

Required Medical Information For chronic hepatitis C: Infection confirmed by presence of HCV RNA in

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

to starting treatment. Planned treatment regimen, genotype, prior treatm
presence or absence of cirrhosis (compensated or decompensated [Chil
Pugh class B or C]), presence or absence of HIV coinfection, presence (
resistancassociated substitutions where applicable, liver and kidney tran
statusf applicable. Coverage conditions and specific durations of approv
based on current AASLD treatment guidelines.

Criteria will be applied consistent with currerlD’S¥Sgidae.
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

VOTRIENT

VOTRIENT

All FDAapproved Indications, Some Medmadiyted Indications

Thyroid carcinoma (follicular, papillary, Hurthiaemillany), uterine sarcom:

Required Medical Information For renal cell carcinoma: The disease is relapsed, metastatic, or unrese:

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indicatiomndicator
Oftlabel Uses

Exclusion Criteria

tissue sarcoma (STS): 1) The patient does not have an adipocytic soft ti:
AND 2) The patient has one of the following subtypes of STS: a) gastroi
stromal tumor (GIST), b) angiosarcoma, c) pleomorphic rhabdomyosarc:
retroperitoneal/irtfladominal sarcoma, e) extremity/superficial trunk, heac
sarcoma, f) saly fibrous tumor or hemangiopericytoma, or g) alveolar so
sarcoma (ASPS)

Plan Year

VRAYLAR
VRAYLAR
All FDAapproved Indications

Required Medical Information The patient experienced an inadequate treatment response, intolerance

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

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

Plan Year
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Prior Authorization Group
Drug Names

PA Indicatiomndicator
Oftlabel Uses

Exclusion Criteria

XALKORI

XALKORI

All FDAapproved Indications, Some Medmadiyted Indications

Recurrent or advanced anaplastic lymphoma kinassi(@elr ROPbsitive

nonsmall cell lung cancer (NSCLC), NSCLC wetrehiET amplification or

exon 14 skipping mutation, brain metastases from NSCLC, inflammatory
myofibroblastic tumors (IMT), anaplastic large cell ymphoma (ALCL)

Required Medical Information For NSCLC, the requested drug is used in any of the follgazidg thettmemt

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
DrugNames

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

has recurrent, advanced or metastapogitive NSCLC (including brain
metastases from NSCLC), 2) the member has recurrent, advanced or m
1 positive NSCLC (including brain metastases from NSCLC), or 3) the nr
NSCLC with higlevel MET amplification or MET exon 14 skipping mutatio
and ALCL.: the disease ispfdditive.

Plan Year

XELJANZ
XELJANZ, XELJANZ XR
All FDAapproved Indications

Required Medical Information For moderately to severely active rheumatoid arthritis (new starts only):

AgeRestrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

at least one thfe following criteria: 1) Inadequate response, intolerance oi
contraindication to methotrexate (MTX), OR 2) Inadequate response or i
prior biologic diseasedifying antirheumatic drug (DMARD). For active ps
arthritis (new startsy@inThe requested drug is used in combination with a |
DMARD. For moderately to severely active ulcerative colitis (new starts
Inadequate response, intolerance or contraindication to a tumor necrosis
blocker.

Plan Year

Y0050 _19 MA_19LRPAGrid_C8/8/18

Updated 11/01/2021

123



Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

XGEVA

XGEVA

All FDAapproved Indications, Some Medmadiyted Indications
Systemic mastocytosis related osteopenia or osteoporosis

Required Medical Information For hypercalcemia of malignancy: condition is refractory to intravenous (

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

bisphosphonate therapy or there is a clinical reason to avasghvnasph
therapy.

Plan Year
Coverage under Part D will be denied if coverage is available under Par
the medication is prescribed and dispeadednistered for the individual.

XIFAXAN
XIFAXAN
All FDAapproved Indications

Required Medical Information 1) The requested drug is egrribed to reduce the risk of overt hepatic

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

encephalopathy (HE) recurrence OR 2) The patient has the diagnosis of
syndrome with diarrhea-DBSND 3) If the patient has previously received
with the requested drug, the padiexperienced a recurrence of symptom
The patient has not already received an-téyatddrse of treatment and twi
additional idlay courses of treatment with the requested drug OR 5) The
not previously received treatmettevitquested drug.

Reduction in risk of overt HE recurrence: 6 moebthk4 isys
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Prior Authorization Group
Drug Names

PA Indicatiomndicator
Oftlabel Uses

Exclusion Criteria

XOLAIR
XOLAIR
All FDAapproved Indications

Required Medical Information For allergic asthma initial therapy: 1) Patient has positive skin test (or blc

Age Restrictions

Prescriber Restrictions
Coverage Duration

Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

least 1 perennial aeroallergen, 2) Patieasélase IgE level greater than or ¢
30 IU/mL, and 3) Patient has inadequate asthma control despite current
both of the following medications at optimized doses: a) Inhaled corticos
Additional controller (long actiagduginist, leukotriene modifier, or sustaint
release theophylline) unless patient has an intolerance or contraindicatic
therapies. For allergic asthma continuation therapy only: Patient's asthim
improved on treatment with the redqukest since initiation of therapy. For ¢
idiopathic urticaria (CIU) initial therapy: 1) Patient has been evaluated fo
of urticaria, including bradyidlated angioedema artidksociated urticarial
syndromes (attdlammatorysdrders, urticarial vasculitis), and 2) Patient h
experienced a spontaneous onset of wheals, angioedema, or both, for a
For CIU continuation therapy: Patient has experienced a response (e.g.,
symptoms) since initiation of therapy

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

Allergic asthma and nasal polyps: Plan Year. CIU initml@UWnooritinuation
Plan Year

XOSPATA
XOSPATA
All FDAapproved Indications

Required Medical Information -

AgeRestrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

18 years of age or older

Plan Year
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Prior Authorization Group XPOVIO

Drug Names XPOVIO, XPOVIO 100 MG ONCE WEEKLY, XPOVIO 40 MG ONCE W
XPOVIO 40 MG TWICE WEERGYIO 60 MG ONCE WEEKLY, XPOVIC
TWICE WEEKLY, XPOVIO 80 MG ONCE WEEKLY, XPOVIO 80 MG T\

PA Indication Indicator All FDAapproved Indications

Offlabel Uses -

Exclusion Criteria -

Required Medical Information -

AgeRestrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group XTANDI

Drug Names XTANDI
PA Indication Indicator All FDAapproved Indications
Offlabel Uses -

Exclusion Criteria -
RequiredMedical Information -
Age Restrictions -
Prescriber Restrictions -
Coverage Duration Plan Year
Other Criteria -
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Prior Authorization Group XYREM

Drug Names XYREM
PA Indication Indicator All FDAapproved Indications
Oftlabel Uses -

Exclusion Criteria -

Required Medical Information 1) The requested drug is being prescribed for the treatment of excessive
sleepiness in a patient 7 years of age or older with narcolepsy and 2) Th
has been confirmed by sleegvibation AND 3)The patient experienced a
inadequate treatment response or intolerance to at least one central ner
(CNS) stimulant drug (e.g., amphetamine, dextroamphetamine, or methy
OR has a contraindication that would ptahilof aentral nervous system (C
stimulant drugs (e.g., amphetamine, dextroamphetamine, or methylpher
Coverage of amphetamines and methylphenidates may require prior aut
AND 4) If the patient is 18 years of age or oldgenthexperienced an inade
treatment response or intolerance to at least one central nervous systen
wakefulness promoting drug (e.g., armodafinil) OR has a contraindicatio
prohibit a trial of central nervous system (CNS) wakefulotasg drugs (e.g.,
armodafinil) [Note: coverage of armodafinil may require prior authorizatic
requested drug is being prescribed for the treatment of cataplexy in a pa
age or older with narcolepsy AND 6) The diaghesis basfirmed by sleep |

evaluation.

Age Restrictions 7 years of age or older

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria If the request is for a continuation of therapy, then the patient experience
indaytime sleepiness with narcolepsy or a decrease in cataplexy episod
narcolepsy.
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

ZARXIO

ZARXIO

All FDAapproved Indications, Some Medmadiyted Indications

Following chemotherapy for acute lymphocytic leukemia (ALL), stem cel
transplantation related indications, neutropenia in myelodysplastic syndr
agranulocytosis, neutropenia in aplastic aneralatddiieutropenia, neutrog
related to rahtransplant.

Use of the requested product within 24 hours prior to or following chemc

Required Medical Information For prophylaxis or treatment of myelosuppressive cheimddicechfbrile

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

neutropenia (FN) patients mestt lmoth of the following: 1) Patient has a sol
or noAmyeloid cancer, and 2) Patient has received, is currently receiving
receiving treatment with myelosuppressiaeaarttiherapy.

6 months

ZEJULA

ZEJULA

All FDAapproved Indications, Some Medwadiyted Indications

In combination with bevacizumpér$istent or recurrent epithelial ovarian, 1
tube, or primary peritoneal cancer for patisitive disease.

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

ZELBORAF

ZELBORAF

All FDAapproved Indications, Some Medmadiyted Indications

Nonsmall cell lung cancer, hairy cell leukemiacahgiradha (papillary carcin
follicular carcinoma, and Hurthle cell carcinoma), and colorectal cancer.

Required Medical Information For cutaneous melanoma, all of the following criteria must be met: 1) tur

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

forBRAF V600E or V600K mutation, and 2) disease is unresectable or n
ErdheinChester Disease, tumor is positive for BRAF V600E or BRAF V6
For nossmall cell lung cancer all of the following criteria must be met: 1) f
positivéor the BRAF V600E mutation, and 2) patient has recurrent, adva
metastatic NSCLC. For thyroid carcinoma, all the following criteria must
tumor is positive for BRAF V600E or V600K mutation, and 2) patient has
refractory fallilar, Hurthle cell, or papillary thyroid carcinoma. For colorec
all of the following criteria must be met: 1) tumor is BRAF V600E mutatic
disease is unresectable or metastatic. For hairy cell leukemia: the reque
be ed for subsequent therapy.

Plan Year
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Prior Authorization Group
Drug Names

PA Indication Indicator
Oftlabel Uses

Exclusion Criteria

ZIRABEV

ZIRABEV

All FDAapproved Indications, Shtedicallgccepted Indications

Breast cancer, central nervous system (CNS) tumor typegratiu MO
Grade Il) infiltrative supratentorial astrocytoma/oligodendroglioma, adult
and spinal ependymoma, anaplastic ghidatasiedulloblastoma, primary ce
nervous system lymphoma, meningiomas, limited and extensive brain m
leptomeningeal metastases and metastatic spine tumors, malignant plet
mesothelioma, epithelial ovarian cancer/fallopian tube aanperifoireal
cancer, including the following cancer types: carcinosarcoma (malignant
Mullerian tumors), clear cell carcinoma, mucinous carcinoma, grade 1 el
carcinoma, legvade serous carcinoma, ovarian borderline epithelial tumo
malignant potential) with invasive implants, and malignastreeratturohors, :
tissue sarcoma types: angiosarcoma and solitary fibrous tumor/hemangi
AlDSrelated Kaposi sarcoma, uterine cancer, endometrial cancer, vulvar
ophthalmicelated disorders: diabetic macular edema, neovasculare{atet)
macular degeneration including polypoidal choroidopathy and retinal ang
proliferation subtypes, macular edema following retinal vein occlusion, p
diabet retinopathy, choroidal neovascularization, neovascular glaucoma
retinopathy of prematurity, hepatocellular carcinoma.

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names
PAlndication Indicator
Oftlabel Uses

Exclusion Criteria

PlanYear
Coverage under Part D will be denied if coverage is available under Par
the medication is prescribed and dispensed or administered for the indiv

ZOLINZA

ZOLINZA

All FDAapproved Indications, Some Medwadiyted Indications
Mycosis fungoides, Sezary syndrome.

Required Medical Information -

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Plan Year
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Prior Authorization Group ZYDELIG

Drug Names ZYDELIG
PA Indication Indicator All FDAapproved Indications, Some Medmadiyted Indications
Oftlabel Uses Refractory chronic lymphocytic lerh)gsmall lymphocytic lymphoma (S

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

Exclusion Criteria -

Required Medical Information -

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -

Prior Authorization Group ZYKADIA

Drug Names ZYKADIA
PA Indication Indicator All FDAapprovethdications, Some Mediealtgpted Indications
OffHlabel Uses Recurrent or advanced anaplastic lymphoma kinassit&keK)esmall cell lun

cancer (NSCLC), recurrent, advanced, or metastatic repesssogRO S1)
positive nesmall cell lung cancer (NSCLC), inflammatory myofibroblastic
brain metastases from NSCLC.

Exclusion Criteria -

Required Medical Information For NSCLC: the member has recurrent, advanced, or mefaasittie SilLK
ROS3positive disease. For inflammatory myofibroblastic tumor: the disee
positive. For brain metastases from NSCLC: the membpo$iascéANKCLC

Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Critea -

Prior Authorization Group ZYPREXA RELPREVV

Drug Names ZYPREXA RELPREVV
PA Indication Indicator All FDAapproved Indications
OffHlabel Uses -

Exclusion Criteria -

Required Medical Information Tolerability with oral olanzapine hasdiablished.
Age Restrictions -

Prescriber Restrictions -

Coverage Duration Plan Year

Other Criteria -
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This information is available in other formats, such as Braille, large print, and audio.

Molina Healthcare complies with applicable Federal civil rights laws and does not discriminate on the basis o
race, ethnicity, national origin, relgn, gender, sex, age, mental or physical disability, health status, receipt of

healthcare, claims experience, medical history, genetic information, evidence of insurability, geographic
location.
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