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ABIRATERONE

ABIRATERONE ACETATE

All FDA-approved Indications, Some Medically-accepted Indications

Node-positive (N1), non-metastatic (MO) prostate cancer

The requested drug will be used in combination with a gonadotropin-releasing hormone
(GnRH) analog or after bilateral orchiectomy.

Plan Year

ACITRETIN

ACITRETIN

All FDA-approved Indications, Some Medically-accepted Indications

Prevention of non-melanoma skin cancers in high risk individuals, Lichen planus,
Keratosis follicularis (Darier Disease)

Psoriasis: The patient has experienced an inadequate treatment response, intolerance,
or the patient has a contraindication to methotrexate or cyclosporine.

Plan Year

ACTIMMUNE

ACTIMMUNE

All FDA-approved Indications, Some Medically-accepted Indications
Mycosis fungoides, Sezary syndrome.

Plan Year
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ADEMPAS
ADEMPAS
All FDA-approved Indications

For pulmonary arterial hypertension (PAH) (World Health Organization [WHO] Group
1): PAH was confirmed by right heart catheterization. For PAH new starts only: 1)
pretreatment mean pulmonary arterial pressure is greater than 20 mmHg, AND 2)
pretreatment pulmonary capillary wedge pressure is less than or equal to 15 mmHg,
AND 3) pretreatment pulmonary vascular resistance is greater than or equal to 3 Wood
units. For chronic thromboembolic pulmonary hypertension (CTEPH) (WHO Group 4):
1) Patient has persistent or recurrent CTEPH after pulmonary endarterectomy (PEA),
OR 2) Patient has inoperable CTEPH with the diagnosis confirmed by right heart
catheterization AND by computed tomography (CT), magnetic resonance imaging
(MRI), or pulmonary angiography.

Plan Year

AIMOVIG
AIMOVIG
All FDA-approved Indications

For the preventive treatment of migraine, initial: 1) The patient experienced an
inadequate treatment response with a 4-week trial of any one of the following:
Antiepileptic drugs (AEDs), Beta-adrenergic blocking agents, Antidepressants OR 2)
The patient experienced an intolerance or has a contraindication that would prohibit a
4-week trial of any one of the following: Antiepileptic drugs (AEDs), Beta-adrenergic
blocking agents, Antidepressants. For preventive treatment of migraine, continuation:
The patient received at least 3 months of treatment with the requested drug, and the
patient had a reduction in migraine days per month from baseline.

Initial: 3 months, Continuation: Plan Year
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ALDURAZYME
ALDURAZYME
All FDA-approved Indications

For mucopolysaccharidosis | (MPS I): Diagnosis of MPS | was confirmed by an enzyme
assay demonstrating a deficiency of alpha-L-iduronidase enzyme activity and/or by
genetic testing. Patients with Scheie form (i.e., attenuated MPS I) must have moderate
to severe symptoms.

Plan Year

ALECENSA

ALECENSA

All FDA-approved Indications, Some Medically-accepted Indications

Recurrent ALK-positive non-small cell lung cancer (NSCLC), brain metastases from
ALK-positive NSCLC.

Plan Year

ALOSETRON
ALOSETRON HYDROCHLORIDE
All FDA-approved Indications

For severe diarrhea-predominant irritable bowl syndrome (IBS): 1) The requested drug
is being prescribed for a biological female or a person that self-identifies as a female, 2)
chronic IBS symptoms lasting at least 6 months, 3) gastrointestinal tract abnormalities
have been ruled out, AND 4) inadequate response to one conventional therapy (e.g.,
antispasmodics, antidepressants, antidiarrheals).

Plan Year
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ALPHA1-PROTEINASE INHIBITOR
ARALAST NP, PROLASTIN-C, ZEMAIRA
All FDA-approved Indications

For alpha1-proteinase inhibitor deficiency: Patient must have 1) clinically evident
emphysema and 2) pretreatment serum alpha1-proteinase inhibitor level less than 11
micromol/L (80 mg/dL by radial immunodiffusion or 50 mg/dL by nephelometry).

Plan Year

ALUNBRIG

ALUNBRIG

All FDA-approved Indications, Some Medically-accepted Indications

Recurrent ALK-positive non-small cell lung cancer (NSCLC), brain metastases from

Plan Year

AMBRISENTAN
AMBRISENTAN
All FDA-approved Indications

Pulmonary arterial hypertension (PAH) (World Health Organization [WHO] Group 1):
Diagnosis was confirmed by right heart catheterization. For PAH new starts only: 1)
Pretreatment mean pulmonary arterial pressure is greater than 20 mmHg, 2)
Pretreatment pulmonary capillary wedge pressure is less than or equal to 15 mmHg,
and 3) Pretreatment pulmonary vascular resistance is greater than or equal to 3 Wood
units.

Plan Year
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AMPHETAMINES
AMPHETAMINE/DEXTROAMPHETA
All Medically-accepted Indications

1) The patient has a diagnosis of Attention-Deficit Hyperactivity Disorder (ADHD) or
Attention Deficit Disorder (ADD) OR 2) The patient has a diagnosis of narcolepsy
confirmed by a sleep study.

Plan Year

ARCALYST

ARCALYST

All FDA-approved Indications, Some Medically-accepted Indications

Prevention of gout flares in patients initiating or continuing urate-lowering therapy.

For prevention of gout flares in patients initiating or continuing urate-lowering therapy
(e.g., allopurinol) (new starts): 1) two or more gout flares within the previous 12 months,
AND 2) inadequate response, intolerance or contraindication to maximum tolerated
doses of a non-steroidal anti-inflammatory drug (NSAID) and colchicine, AND 3)
concurrent use with urate-lowering therapy. For prevention of gout flares in patients
initiating or continuing urate-lowering therapy (e.g., allopurinol) (continuation): 1) patient
must have achieved or maintained a clinical benefit (i.e., a fewer number of gout
attacks or fewer flare days) compared to baseline, AND 2) continued use of urate-
lowering therapy concurrently with the requested drug. For recurrent pericarditis:
patient must have had an inadequate response, intolerance or contraindication to
maximum tolerated doses of an NSAID and colchicine.

For prevention of gout flares: 4 months. Other: Plan Year
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ARMODAFINIL
ARMODAFINIL
All FDA-approved Indications

1) The patient has a diagnosis of narcolepsy and the diagnosis is confirmed by sleep
lab evaluation OR 2) The patient has a diagnosis of Shift Work Disorder (SWD) OR 3)
The patient has a diagnosis of obstructive sleep apnea (OSA) and the diagnosis is
confirmed by polysomnography.

Plan Year

AUSTEDO

AUSTEDO, AUSTEDO XR, AUSTEDO XR PATIENT TITRAT

All FDA-approved Indications, Some Medically-accepted Indications
Tourette's syndrome

Plan Year

AUVELITY
AUVELITY
All FDA-approved Indications

For Major Depressive Disorder (MDD): The patient has experienced an inadequate
treatment response, intolerance, or the patient has a contraindication to two of the
following: serotonin and norepinephrine reuptake inhibitors (SNRIs), selective serotonin
reuptake inhibitors (SSRIs), mirtazapine, bupropion.

Plan Year
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AYVAKIT

AYVAKIT

All FDA-approved Indications, Some Medically-accepted Indications

Myeloid and lymphoid neoplasms with eosinophilia, gastrointestinal stromal tumor
(GIST) for unresectable, recurrent, or metastatic disease without platelet-derived
growth factor receptor alpha (PDGFRA) exon 18 mutation.

For myeloid and lymphoid neoplasms with eosinophilia, the patient meets all of the
following criteria: 1) The disease is FIP1L1- PDGFRA rearrangement-positive, AND 2)
The disease harbors a PDGFRA D842A mutation, AND 3) The disease is resistant to
imatinib. For GIST, the patient meets either of the following criteria: 1) The disease
harbors PDGFRA exon 18 mutation, including PDGFRA D842V mutations, OR 2) The
requested drug will be used after failure on at least two Food and Drug Administration
(FDA)-approved therapies in unresectable, recurrent, or metastatic disease without
PDGFRA exon 18 mutation. For systemic mastocytosis: 1) The patient has a diagnosis
of indolent systemic mastocytosis or advanced systemic mastocytosis (including
aggressive systemic mastocytosis [ASM], systemic mastocytosis with associated
hematological neoplasm [SM-AHN], and mast cell leukemia [MCL]) AND 2) The patient
has a platelet count of greater than or equal to 50,000/microliter (mcL).

Plan Year
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BVS.D

ABELCET, ACETYLCYSTEINE, ACYCLOVIR SODIUM, ALBUTEROL SULFATE,
AMPHOTERICIN B, AMPHOTERICIN B LIPOSOME, APREPITANT, AZACITIDINE,
AZATHIOPRINE, BENDEKA, BUDESONIDE, CALCITONIN-SALMON, CALCITRIOL,
CARBOPLATIN, CINACALCET HYDROCHLORIDE, CISPLATIN, CLINIMIX
4.25%/DEXTROSE 1, CLINIMIX 4.25%/DEXTROSE 5, CLINIMIX 5%/DEXTROSE
15%, CLINIMIX 5%/DEXTROSE 20%, CLINIMIX 6/5, CLINIMIX 8/10, CLINIMIX 8/14,
CLINISOL SF 15%, CLINOLIPID, CROMOLYN SODIUM, CYCLOPHOSPHAMIDE,
CYCLOPHOSPHAMIDE MONOHYDR, CYCLOSPORINE, CYCLOSPORINE
MODIFIED, CYTARABINE AQUEOUS, DEXTROSE 50%, DEXTROSE 70%,
DIPHTHERIA/TETANUS TOXOID, DOCETAXEL, DOXORUBICIN HCL,
DOXORUBICIN HYDROCHLORIDE, DRONABINOL, ELLENCE, ENGERIX-B,
ETOPOSIDE, EVEROLIMUS, FIASP PUMPCART, FLUOROURACIL, FULVESTRANT,
GAMASTAN, GANCICLOVIR, GEMCITABINE HCL, GEMCITABINE
HYDROCHLORIDE, GENGRAF, GRANISETRON HYDROCHLORIDE, HEPARIN
SODIUM, HEPLISAV-B, HUMULIN R U-500 (CONCENTR, IBANDRONATE SODIUM,
IMOVAX RABIES (H.D.C.V.), INTRALIPID, INTRON A, IPRATROPIUM BROMIDE,
IPRATROPIUM BROMIDE/ALBUT, IRINOTECAN, IRINOTECAN HYDROCHLORIDE,
KADCYLA, LEUCOVORIN CALCIUM, LEVALBUTEROL, LEVALBUTEROL HCL,
LEVALBUTEROL HYDROCHLORID, LEVOCARNITINE, LIDOCAINE HCL,
LIDOCAINE HYDROCHLORIDE, METHOTREXATE, METHOTREXATE SODIUM,
METHYLPREDNISOLONE, METHYLPREDNISOLONE ACETAT,
METHYLPREDNISOLONE SODIUM, MORPHINE SULFATE, MORPHINE
SULFATE/SODIUM C, MYCOPHENOLATE MOFETIL, MYCOPHENOLIC ACID DR,
NULOJIX, NUTRILIPID, ONDANSETRON HCL, ONDANSETRON HYDROCHLORIDE,
ONDANSETRON ODT, OXALIPLATIN, PACLITAXEL, PACLITAXEL PROTEIN-
BOUND, PAMIDRONATE DISODIUM, PARAPLATIN, PARICALCITOL,
PEMETREXED, PENTAMIDINE ISETHIONATE, PLENAMINE, PREDNISOLONE,
PREDNISOLONE SODIUM PHOSP, PREDNISONE, PREDNISONE INTENSOL,
PREHEVBRIO, PREMASOL, PROGRAF, PROSOL, RABAVERT, RECOMBIVAX HB,
SANDIMMUNE, SIROLIMUS, TACROLIMUS, TDVAX, TENIVAC, TPN
ELECTROLYTES, TRAVASOL, TROPHAMINE, VINCRISTINE SULFATE,
VINORELBINE TARTRATE, XATMEP, ZOLEDRONIC ACID

All Medically-accepted Indications

N/A

This drug may be covered under Medicare Part B or D depending upon the
circumstances. Information may need to be submitted describing the use and setting of
the drug to make the determination.
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BAFIERTAM
BAFIERTAM
All FDA-approved Indications

Plan Year

BALVERSA

BALVERSA

All FDA-approved Indications, Some Medically-accepted Indications

Recurrent primary carcinoma of the urethra, recurrent or persistent urothelial carcinoma
of the bladder.

For urothelial carcinoma: Disease has susceptible fibroblast growth factor receptor 3
(FGFR3) or fibroblast growth factor receptor 2 (FGFR2) genetic alterations AND the
requested drug will be used as subsequent therapy for any of the following: a) locally
advanced or metastatic urothelial carcinoma, b) recurrent primary carcinoma of the
urethra, c) stage Il urothelial carcinoma of the bladder if tumor is present following
reassessment of tumor status 2-3 months after primary treatment with bladder
preserving concurrent chemoradiotherapy, d) urothelial carcinoma of the bladder with
metastatic or local recurrence post cystectomy, or ) urothelial carcinoma of the
bladder with muscle invasive local recurrence or persistent disease in a preserved
bladder.

Plan Year

BANZEL
RUFINAMIDE
All FDA-approved Indications

1 year of age or older

Plan Year



Prior Authorization Group
Drug Names

PA Indication Indicator
Off-label Uses

Exclusion Criteria

Required Medical Information

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Off-label Uses

Exclusion Criteria

Required Medical Information

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Updated: 12/01/2023

Y0050 22 441 LRPAGrid_C

BENLYSTA

BENLYSTA

All FDA-approved Indications

For patients new to therapy: severe active central nervous system lupus.

For systemic lupus erythematosus (SLE): 1) Patient is currently receiving a stable
standard therapy regimen (e.g., corticosteroid or antimalarial) for SLE OR 2) patient is
not currently receiving a stable standard therapy regimen for SLE because the patient
experienced an intolerance or has a contraindication to standard therapy regimens. For
lupus nephritis: 1) patient is currently receiving a stable standard therapy regimen (e.g.,
corticosteroid) for lupus nephritis OR 2) patient is not currently receiving a stable
standard therapy regimen for lupus nephritis because the patient experienced an
intolerance or has a contraindication to standard therapy regimens.

Plan Year

BERINERT

BERINERT

All FDA-approved Indications, Some Medically-accepted Indications

Short-term preprocedural prophylaxis for hereditary angioedema (HAE) attacks

For hereditary angioedema (HAE): The requested drug is being used for the treatment
of acute angioedema attacks. Patient has HAE with C1 inhibitor deficiency or
dysfunction confirmed by laboratory testing OR patient has HAE with normal C1
inhibitor confirmed by laboratory testing. For patients with HAE with normal C1 inhibitor,
EITHER 1) Patient tested positive for an F12, angiopoietin-1, plasminogen, kininogen-1
(KNG1), heparan sulfate-glucosamine 3-O-sulfotransferase 6 (HS3ST6), or myoferlin
(MYOF) gene mutation OR 2) Patient has a family history of angioedema and the
angioedema was refractory to a trial of high-dose antihistamine therapy for at least one
month.

5 years of age or older

Prescribed by or in consultation with an immunologist, allergist, or rheumatologist

Plan Year

10
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BESREMI
BESREMI
All FDA-approved Indications

Plan Year

BETASERON
BETASERON
All FDA-approved Indications

Plan Year

BEXAROTENE
BEXAROTENE

All FDA-approved Indications, Some Medically-accepted Indications
Mycosis fungoides, Sezary syndrome, CD30-positive primary cutaneous anaplastic
large cell lymphoma, CD30-positive lymphomatoid papulosis.

Plan Year
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BOSENTAN
BOSENTAN
All FDA-approved Indications

For pulmonary arterial hypertension (PAH) (World Health Organization [WHO] Group
1): Diagnosis was confirmed by right heart catheterization. For PAH new starts only: 1)
Pretreatment mean pulmonary arterial pressure is greater than 20 mmHg, 2)
Pretreatment pulmonary capillary wedge pressure is less than or equal to 15 mmHg,
and 3) Pretreatment pulmonary vascular resistance is greater than or equal to 3 Wood
units.

Plan Year

BOSULIF

BOSULIF

All FDA-approved Indications, Some Medically-accepted Indications

Philadelphia chromosome positive acute lymphoblastic leukemia (Ph+ ALL), myeloid
and/or lymphoid neoplasms with eosinophilia and ABL1 rearrangement in the chronic
phase or blast phase

For chronic myeloid leukemia (CML) or acute lymphoblastic leukemia (ALL), including
patients who have received a hematopoietic stem cell transplant: 1) Diagnosis was
confirmed by detection of the Philadelphia chromosome or BCR-ABL gene, and 2) If
patient experienced resistance to an alternative tyrosine kinase inhibitor, patient is
negative for all of the following mutations: T315I, G250E, V299L, and F317L. For CML,
including patients newly diagnosed with CML and patients who have received a
hematopoietic stem cell transplant: patient has experienced resistance or intolerance to
imatinib or dasatinib.

Plan Year
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BRAFTOVI
BRAFTOVI

All FDA-approved Indications, Some Medically-accepted Indications
Adjuvant systemic therapy for cutaneous melanoma

For colorectal cancer: The patient must meet both of the following criteria: 1) Tumor is
positive for BRAF V600E mutation, 2) The requested drug will be used for either of the

following: a) as subsequent therapy for advanced or metastatic disease, or b) as
primary treatment for unresectable metachronous metastases. For cutaneous
melanoma: The patient must meet all of the following criteria: 1) Tumor is positive for

BRAF V600 activating mutation (e.g., V60OE or V600K), 2) The requested drug will be
used in combination with binimetinib, and 3) The requested drug will be used for either
of the following: a) unresectable or metastatic disease, or b) adjuvant systemic therapy.

Plan Year

BRIVIACT
BRIVIACT
All FDA-approved Indications

1) The patient has experienced an inadequate treatment response, intolerance, or
contraindication to a generic anticonvulsant AND 2) The patient has experienced an

inadequate treatment response, intolerance, or contraindication to any of the following:

Aptiom, Vimpat, Xcopri, Spritam.
1 month of age or older

Plan Year
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BRIVIACT INJ
BRIVIACT
All FDA-approved Indications

1) The patient has experienced an inadequate treatment response, intolerance, or
contraindication to a generic anticonvulsant AND 2) The patient has experienced an
inadequate treatment response, intolerance, or contraindication to any of the following:
Aptiom, Vimpat, Xcopri, Spritam.

1 month of age or older

Plan Year

BRUKINSA
BRUKINSA
All FDA-approved Indications

For marginal zone lymphoma: 1) the requested drug is being used for the treatment of
relapsed or refractory disease AND the patient has received at least one anti-CD20-
based regimen, OR 2) the requested drug is being used for the treatment of refractory
or progressive disease.

Plan Year

BUDESONIDE CAP

BUDESONIDE

All FDA-approved Indications, Some Medically-accepted Indications

Treatment and maintenance of microscopic colitis in adults

For the maintenance of microscopic colitis: patient has had a clinical relapse after
cessation of treatment (induction) therapy.

Crohn's, treatment: 8 years of age or older

Microscopic colitis, maintenance: 12 months, all other indications: 3 months

14
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BUPRENORPHINE
BUPRENORPHINE HCL
All FDA-approved Indications

The requested drug is being prescribed for the treatment of opioid use disorder AND
patient meets one of the following: 1) The patient is pregnant or breastfeeding, and the
requested drug is being prescribed for induction therapy and/or subsequent
maintenance therapy for treatment of opioid use disorder OR 2) The requested drug is
being prescribed for induction therapy for transition from opioid use to treatment of
opioid use disorder OR 3) The requested drug is being prescribed for maintenance
therapy for treatment of opioid use disorder in a patient who is intolerant to naloxone.

Plan Year

BUPRENORPHINE PATCH
BUPRENORPHINE
All FDA-approved Indications

The requested drug is being prescribed for pain associated with cancer, sickle cell
disease, a terminal condition, or pain being managed through palliative care OR the
patient meets all of the following: 1) The requested drug is being prescribed for pain
severe enough to require daily, around-the-clock, long-term treatment in a patient who
has been taking an opioid AND 2) The patient can safely take the requested dose
based on their history of opioid use [Note: This drug should be prescribed only by
healthcare professionals who are knowledgeable in the use of potent opioids for the
management of chronic pain.] AND 3) The patient has been evaluated and the patient
will be monitored for the development of opioid use disorder AND 4) This request is for
continuation of therapy for a patient who has been receiving an extended-release
opioid agent for at least 30 days OR the patient has taken an immediate-release opioid
for at least one week.

Plan Year
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BYDUREON
BYDUREON BCISE
All FDA-approved Indications

10 years of age or older

Plan Year

BYETTA
BYETTA
All FDA-approved Indications

Plan Year

CABOMETYX

CABOMETYX

All FDA-approved Indications, Some Medically-accepted Indications

Non-small cell lung cancer, Ewing sarcoma, osteosarcoma, gastrointestinal stromal
tumor

For renal cell carcinoma: The disease is advanced, relapsed, or stage IV. For non-
small cell lung cancer: 1) the disease is rearranged during transfection (RET) positive
AND 2) the disease is recurrent, advanced, or metastatic. For hepatocellular
carcinoma: the requested drug will be used as subsequent treatment. For
gastrointestinal stromal tumor (GIST): the disease is unresectable, recurrent, or
metastatic AND the patient has failed on an FDA-approved therapy (e.g., imatinib,
sunitinib, regorafenib, ripretinib). For Ewing sarcoma and osteosarcoma: the requested
drug will be used as subsequent therapy. For differentiated thyroid cancer (DTC)
(follicular, papillary, Hurthle cell): 1) The disease is locally advanced or metastatic
disease, 2) the disease has progressed after a vascular endothelial growth factor
receptor (VEGFR)- targeted therapy, AND 3) the patient is refractory to radioactive
iodine therapy (RAI) or ineligible for RAL.

Plan Year
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CALCIPOTRIENE
CALCIPOTRIENE, CALCITRENE, ENSTILAR
All FDA-approved Indications

For Treatment of Psoriasis: The patient has experienced an inadequate treatment
response, intolerance, or the patient has a contraindication to a topical steroid.

Plan Year

CALQUENCE

CALQUENCE

All FDA-approved Indications, Some Medically-accepted Indications

Waldenstrom macroglobulinemia, lymphoplasmacytic lymphoma, gastric mucosa-
associated lymphoid tissue (MALT) lymphoma, non-gastric MALT lymphoma
(noncutaneous), nodal marginal zone lymphoma, splenic marginal zone lymphoma
For gastric MALT lymphoma, non-gastric MALT lymphoma, nodal marginal zone
lymphoma, and splenic marginal zone lymphoma: the requested drug is being used for
the treatment of refractory or progressive disease.

Plan Year

CAPRELSA
CAPRELSA
All FDA-approved Indications, Some Medically-accepted Indications
Differentiated thyroid carcinoma: papillary, follicular, and Hurthle cell.

Plan Year
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CARBAGLU
CARGLUMIC ACID
All FDA-approved Indications

For N-acetylglutamate synthase (NAGS) deficiency: Diagnosis of NAGS deficiency was
confirmed by enzymatic, biochemical, or genetic testing.

Plan Year

CAYSTON
CAYSTON
All FDA-approved Indications

For treatment of respiratory symptoms in cystic fibrosis patients: 1) Pseudomonas
aeruginosa is present in the patient's airway cultures OR 2) The patient has a history of
pseudomonas aeruginosa infection or colonization in the airways.

Plan Year

CERDELGA
CERDELGA
All FDA-approved Indications

For type 1 Gaucher disease (GD1): 1) The diagnosis was confirmed by an enzyme
assay demonstrating a deficiency of beta-glucocerebrosidase enzyme activity or by
genetic testing, and 2) The patient's CYP2D6 metabolizer status has been established
using an FDA-cleared test, and 3) The patient is a CYP2D6 extensive metabolizer, an
intermediate metabolizer, or a poor metabolizer.

Plan Year
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CEREZYME

CEREZYME

All FDA-approved Indications, Some Medically-accepted Indications

Type 2 Gaucher disease, Type 3 Gaucher disease

For Gaucher disease, the diagnosis was confirmed by an enzyme assay demonstrating
a deficiency of beta-glucocerebrosidase enzyme activity or by genetic testing.

Plan Year

CGM LCD L33822

DEXCOM G6 RECEIVER, DEXCOM G6 SENSOR, DEXCOM G6 TRANSMITTER,
FREESTYLE LIBRE 14 DAY/SE, FREESTYLE LIBRE 2/READER/, FREESTYLE
LIBRE 2/SENSOR/, FREESTYLE LIBRE/READER/FL

All FDA-approved Indications

To be eligible for coverage of a continuous glucose monitor (CGM) and related
supplies, the beneficiary must meet all of the following initial coverage criteria (1)-(5):
(1) Within six (6) months prior to ordering the CGM, the treating practitioner has an in-
person or Medicare-approved telehealth visit with the beneficiary to evaluate their
diabetes control and determined that criteria (2)-(5) below are met, AND (2) The
beneficiary has diabetes mellitus, AND (3) The beneficiary's treating practitioner has
concluded that the beneficiary (or beneficiary's caregiver) has sufficient training using
the CGM prescribed, as evidenced by providing a prescription, AND (4) The CGM is
prescribed in accordance with its FDA indications for use, AND (5) The beneficiary for
whom a CGM is being prescribed, to improve glycemic control, meets at least one of
the following criteria: (A) The beneficiary is insulin-treated OR (B) The beneficiary has a
history of problematic hypoglycemia with documentation of at least one of the following:
(I) Recurrent (more than one) level 2 hypoglycemic events (glucose less than 54mg/dL
(3.0mmol/L)) that persist despite multiple (more than one) attempts to adjust
medication(s) and/or modify the diabetes treatment plan OR (Il) A history of one level 3
hypoglycemic event (glucose less than 54mg/dL (3.0mmol/L)) characterized by altered
mental and/or physical state requiring third-party assistance for treatment of
hypoglycemia.

Plan Year
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CLOBAZAM
CLOBAZAM
All FDA-approved Indications

2 years of age or older

Plan Year

CLOMIPRAMINE

CLOMIPRAMINE HYDROCHLORID

All FDA-approved Indications, Some Medically-accepted Indications

Depression, Panic Disorder

1) The requested drug is being prescribed for one of the following: a) Obsessive-
Compulsive Disorder (OCD), b) Panic Disorder AND 2) The patient has experienced an
inadequate treatment response, intolerance, or the patient has a contraindication to any
of the following: a) a serotonin and norepinephrine reuptake inhibitor (SNRI), b) a
selective serotonin reuptake inhibitor (SSRI) OR 3) The requested drug is being
prescribed for Depression AND 4) The patient has experienced an inadequate
treatment response, intolerance, or the patient has a contraindication to two of the
following: a) serotonin and norepinephrine reuptake inhibitors (SNRIs), b) selective
serotonin reuptake inhibitors (SSRIs), ¢) mirtazapine, d) bupropion

Plan Year
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CLORAZEPATE
CLORAZEPATE DIPOTASSIUM
All FDA-approved Indications

For all indications: The prescriber must acknowledge the benefit of therapy with this
prescribed medication outweighs the potential risks for the patient. (Note: The
American Geriatrics Society identifies the use of this medication as potentially
inappropriate in older adults, meaning it is best avoided, prescribed at reduced dosage,
or used with caution or carefully monitored.) For the management of anxiety disorders:
1) The requested drug is being used concurrently with a selective serotonin reuptake
inhibitor (SSRI) or serotonin-norepinephrine reuptake inhibitor (SNRI) until the
SSRI/SNRI becomes effective for the symptoms of anxiety, OR 2) The patient has
experienced an inadequate treatment response, intolerance, or has a contraindication
to AT LEAST TWO agents from the following classes: a) selective serotonin reuptake
inhibitors (SSRIs), b) serotonin-norepinephrine reuptake inhibitors (SNRIs).

Short-term relief anxiety-1 month, Anxiety Disorders-4 months, All other Diagnoses-
Plan Year
This Prior Authorization only applies to patients 65 years of age or older.

CLOZAPINE ODT
CLOZAPINE ODT
All FDA-approved Indications

Plan Year
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COMETRIQ

COMETRIQ

All FDA-approved Indications, Some Medically-accepted Indications

Non-small cell lung cancer (NSCLC), differentiated thyroid carcinoma: papillary,
follicular, and Hurthle cell.

For NSCLC: The requested medication is used for NSCLC when the patient's disease
expresses rearranged during transfection (RET) gene rearrangements.

Plan Year

COPIKTRA
COPIKTRA
All FDA-approved Indications

For chronic lymphocytic leukemia (CLL)/small lymphocytic lymphoma (SLL): the patient
has relapsed or refractory disease.

Plan Year

COTELLIC

COTELLIC

All FDA-approved Indications, Some Medically-accepted Indications

Central nervous system (CNS) cancer (i.e., glioma, meningioma, astrocytoma),
Erdheim-Chester disease, Langerhans cell histiocytosis, Rosai-Dorfman disease

For adjuvant treatment of melanoma, and central nervous system (CNS) cancer (i.e.,
glioma, meningioma, astrocytoma): The patient must meet both of the following criteria:
1) The tumor is positive for BRAF V600 activating mutation (e.g., V60OE or V600K),
and 2) The requested drug will be used in combination with vemurafenib. For
unresectable or metastatic melanoma: The patient must meet both of the following
criteria: 1) The tumor is positive for BRAF V600 activating mutation (e.g., V60OE or
V600K), and 2) The requested drug will be used in combination with vemurafenib (with
or without atezolizumab).

Plan Year
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CYSTADROPS
CYSTADROPS
All FDA-approved Indications

The patient meets both of the following: 1) Diagnosis of cystinosis was confirmed by
ANY of the following: a) the presence of increased cystine concentration in leukocytes,
OR b) genetic testing, OR c) demonstration of corneal cystine crystals by slit lamp
examination, AND 2) the patient has corneal cystine crystal accumulation.

Plan Year

CYSTAGON
CYSTAGON
All FDA-approved Indications

Diagnosis of nephropathic cystinosis was confirmed by ANY of the following: 1) the
presence of increased cystine concentration in leukocytes, OR 2) genetic testing, OR
3) demonstration of corneal cystine crystals by slit lamp examination.

Plan Year

CYSTARAN
CYSTARAN
All FDA-approved Indications

The patient meets both of the following: 1) Diagnosis of cystinosis was confirmed by
ANY of the following: a) the presence of increased cystine concentration in leukocytes,
OR b) genetic testing, OR c) demonstration of corneal cystine crystals by slit lamp
examination, AND 2) the patient has corneal cystine crystal accumulation.

Plan Year
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DALFAMPRIDINE
DALFAMPRIDINE ER
All FDA-approved Indications

For multiple sclerosis, patient must meet the following: For new starts, prior to initiating
therapy, patient demonstrates sustained walking impairment. For continuation of
therapy: patient must have experienced an improvement in walking speed OR other
objective measure of walking ability since starting the requested drug.

Plan Year

DAURISMO

DAURISMO

All FDA-approved Indications, Some Medically-accepted Indications

Post induction therapy following response to previous therapy with the same regimen
for acute myeloid leukemia (AML). Relapsed/refractory AML as a component of
repeating the initial successful induction regimen.

For acute myeloid leukemia: 1) the requested drug must be used in combination with
cytarabine, 2) the patient is 75 years of age or older OR has comorbidities that
preclude intensive chemotherapy, and 3) the requested drug will be used as treatment
for induction therapy, post-induction therapy, or relapsed or refractory disease.

Plan Year

DEFERASIROX
DEFERASIROX
All FDA-approved Indications

For chronic iron overload due to blood transfusions: pretreatment serum ferritin level is
greater than 1000 mcgl/L.

Plan Year
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DEMSER
METYROSINE
All FDA-approved Indications

The patient has experienced an inadequate treatment response, intolerance, or has a
contraindication to an alpha-adrenergic antagonist.

Plan Year

DESVENLAFAXINE
DESVENLAFAXINE ER
All FDA-approved Indications

Patient has experienced an inadequate treatment response, intolerance, or the patient
has a contraindication to TWO of the following: a) serotonin and norepinephrine
reuptake inhibitors (SNRIs), b) selective serotonin reuptake inhibitors (SSRIs), c)
mirtazapine, d) bupropion

Plan Year

DEXMETHYLPHENIDATE

DEXMETHYLPHENIDATE HCL, DEXMETHYLPHENIDATE HYDROC

All FDA-approved Indications, Some Medically-accepted Indications

Cancer-related fatigue

1) The patient has a diagnosis of Attention-Deficit Hyperactivity Disorder (ADHD) or
Attention Deficit Disorder (ADD) OR 2) The requested drug is being prescribed for the
treatment of cancer-related fatigue after other causes of fatigue have been ruled out.

Plan Year
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DHE NASAL
DIHYDROERGOTAMINE MESYLAT
All FDA-approved Indications

Coverage will be denied when used in conjunction with potent CYP3A4 inhibitors (e.g.,

ritonavir, nelfinavir, indinavir, erythromycin, clarithromycin).

The patient has experienced an inadequate treatment response, intolerance, or has a

contraindication to at least one triptan 5-HT1 receptor agonist.

Plan Year

DIACOMIT
DIACOMIT
All FDA-approved Indications

6 months of age or older

Plan Year
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DIAZEPAM
DIAZEPAM, DIAZEPAM INTENSOL
All FDA-approved Indications

For all indications: The prescriber must acknowledge the benefit of therapy with this
prescribed medication outweighs the potential risks for the patient. (Note: The
American Geriatrics Society identifies the use of this medication as potentially
inappropriate in older adults, meaning it is best avoided, prescribed at reduced dosage,
or used with caution or carefully monitored.) For the management of anxiety disorders:
1) The requested drug is being used concurrently with a selective serotonin reuptake
inhibitor (SSRI) or serotonin-norepinephrine reuptake inhibitor (SNRI) until the
SSRI/SNRI becomes effective for the symptoms of anxiety, OR 2) The patient has
experienced an inadequate treatment response, intolerance, or has a contraindication
to AT LEAST TWO agents from the following classes: a) selective serotonin reuptake
inhibitors (SSRIs), b) serotonin-norepinephrine reuptake inhibitors (SNRIs).

Short-term relief anx-1 mo, skeletal muscle spasm-3 mo, Anx Disorders-4 mo, Other
Diagnoses-PlanYR
This Prior Authorization only applies to patients 65 years of age or older.

27



Prior Authorization Group
Drug Names

PA Indication Indicator
Off-label Uses

Exclusion Criteria

Required Medical Information

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Prior Authorization Group
Drug Names

PA Indication Indicator
Off-label Uses

Exclusion Criteria

Required Medical Information

Age Restrictions
Prescriber Restrictions
Coverage Duration
Other Criteria

Updated: 12/01/2023

Y0050 22 441 LRPAGrid_C

DOPTELET
DOPTELET
All FDA-approved Indications

For thrombocytopenia in patients with chronic liver disease: Untransfused platelet count
prior to a scheduled procedure is less than 50,000/mcL. For chronic immune
thrombocytopenia (ITP): 1) For new starts: a) Patient has had an inadequate response
or is intolerant to prior therapy such as corticosteroids or immunoglobulins, AND b)
Untransfused platelet count at any point prior to the initiation of the requested
medication is less than 30,000/mcL OR 30,000 to 50,000/mcL with symptomatic
bleeding or risk factor(s) for bleeding (e.g., undergoing a medical or dental procedure
where blood loss is anticipated, comorbidities such as peptic ulcer disease and
hypertension, anticoagulation therapy, profession or lifestyle that predisposes patient to
trauma). 2) For continuation of therapy, platelet count response to the requested drug:
a) Current platelet count is less than or equal to 200,000/mcL OR b) Current platelet
count is greater than 200,000/mcL and less than or equal to 400,000/mcL and dosing
will be adjusted to a platelet count sufficient to avoid clinically important bleeding.

18 years of age or older

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

DRIZALMA

DRIZALMA SPRINKLE

All FDA-approved Indications, Some Medically-accepted Indications

Cancer pain, chemotherapy-induced neuropathic pain

1) The patient has tried duloxetine capsules OR 2) The patient is unable to take
duloxetine capsules for any reason (e.g., difficulty swallowing capsules, requires
nasogastric administration).

Generalized Anxiety Disorder - 7 years of age or older

Plan Year
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DUPIXENT
DUPIXENT
All FDA-approved Indications

For atopic dermatitis (AD), initial therapy: 1) Patient has moderate-to-severe disease, 2)
Patient has had an inadequate treatment response to either a topical corticosteroid or a
topical calcineurin inhibitor, OR topical corticosteroids and topical calcineurin inhibitors
are not advisable for the patient. For AD, continuation of therapy: the patient achieved
or maintained positive clinical response. For moderate-to-severe asthma, initial
therapy: Patient meets either of the following: 1) patient is oral corticosteroid dependent
and asthma remains inadequately controlled despite current treatment with both of the
following medications: a) high-dose inhaled corticosteroid and b) an additional
controller (long acting beta2-agonist, long-acting muscarinic antagonist, leukotriene
modifier, or sustained-release theophylline) unless patient has an intolerance or
contraindication to such therapies, OR 2) patient has a baseline blood eosinophil count
of at least 150 cells per microliter and their asthma remains inadequately controlled
despite current treatment with both of the following medications: a) medium-to-high-
dose inhaled corticosteroid and b) additional controller (long acting beta2-agonist, long-
acting muscarinic antagonist, leukotriene modifier, or sustained-release theophylline)
unless patient has an intolerance or contraindication to such therapies. For moderate-
to-severe asthma, continuation of therapy: asthma control has improved on treatment
with the requested drug. For chronic rhinosinusitis with nasal polyposis (CRSWNP): 1)
the requested drug is used as add-on maintenance treatment, AND 2) the patient has
experienced an inadequate treatment response to Xhance (fluticasone).

Atopic Dermatitis: 6 months of age or older, Asthma: 6 years of age or older, Chronic
Rhinosinusitis with Nasal Polyposis and Prurigo Nodularis: 18 years of age or older,
Eosinophilic Esophagitis: 12 years of age or older

AD, initial: 4 months, PN, initial: 6 months, All other: Plan Year

For eosinophilic esophagitis (EoE), initial therapy: 1) diagnosis has been confirmed by
esophageal biopsy, 2) patient weighs at least 40 kilograms, 3) patient experienced an
inadequate treatment response, intolerance, or patient has a contraindication to a
topical corticosteroid (e.g., fluticasone propionate or budesonide). For EoE,
continuation of therapy: the patient achieved or maintained a positive clinical response.
For prurigo nodularis (PN), initial therapy: Patient has had an inadequate treatment
response to a topical corticosteroid OR topical corticosteroids are not advisable for the
patient. For PN, continuation of therapy: The patient achieved or maintained a positive
clinical response.
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ELIGARD

ELIGARD

All FDA-approved Indications, Some Medically-accepted Indications
Recurrent androgen receptor positive salivary gland tumors

Plan Year

EMSAM
EMSAM
All FDA-approved Indications

1) Patient has experienced an inadequate treatment response, intolerance, or the
patient has a contraindication to TWO of the following: a) serotonin and norepinephrine
reuptake inhibitors (SNRIs), b) selective serotonin reuptake inhibitors (SSRIs), c)
mirtazapine, d) bupropion OR 2) Patient is unable to swallow oral formulations.

Plan Year
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ENBREL

ENBREL, ENBREL MINI, ENBREL SURECLICK

All FDA-approved Indications, Some Medically-accepted Indications

Hidradenitis suppurativa

For moderately to severely active rheumatoid arthritis (new starts only): 1) Inadequate
response, intolerance or contraindication to methotrexate (MTX) OR 2) Inadequate
response or intolerance to a prior biologic disease-modifying antirheumatic drug
(DMARD) or a targeted synthetic DMARD. For active ankylosing spondylitis (new starts
only): 1) Inadequate response to a non-steroidal anti-inflammatory drug (NSAID) trial
OR 2) Intolerance or contraindication to NSAIDs. For moderate to severe plaque
psoriasis (new starts only): 1) At least 3% of body surface area (BSA) is affected OR
crucial body areas (e.g., feet, hands, face, neck, groin, intertriginous areas) are
affected at the time of diagnosis AND 2) Patient meets any of the following: a) Patient
has experienced an inadequate response or intolerance to either phototherapy (e.g.,
UVB, PUVA) or pharmacologic treatment with methotrexate, cyclosporine, or acitretin,
OR b) Pharmacologic treatment with methotrexate, cyclosporine, or acitretin is
contraindicated, OR c) Patient has severe psoriasis that warrants a biologic as first-line
therapy (i.e. at least 10% of the BSA or crucial body areas [e.g., hands, feet, face,
neck, scalp, genitals/groin, intertriginous areas] are affected). For hidradenitis
suppurativa (new starts only): patient has severe, refractory disease.

Plan Year

ENDARI
ENDARI
All FDA-approved Indications

5 years of age or older

Plan Year
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EPCLUSA
EPCLUSA
All FDA-approved Indications

For hepatitis C virus (HCV): Infection confirmed by presence of HCV RNA in the serum
prior to starting treatment. Planned treatment regimen, genotype, prior treatment
history, presence or absence of cirrhosis (compensated or decompensated [Child
Turcotte Pugh class B or C]), presence or absence of human immunodeficiency virus
(HIV) coinfection, presence or absence of resistance-associated substitutions where
applicable, transplantation status if applicable. Coverage conditions and specific
durations of approval will be based on current American Association for the Study of
Liver Diseases (AASLD) treatment guidelines.

Criteria will be applied consistent with current AASLD-IDSA guidance.

EPIDIOLEX
EPIDIOLEX
All FDA-approved Indications

1 year of age or older

Plan Year
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EPRONTIA
EPRONTIA
All FDA-approved Indications

For treatment of partial-onset seizures: 1)The patient has experienced an inadequate
treatment response, intolerance, or contraindication to a generic anticonvulsant AND 2)
the patient has experienced an inadequate treatment response, intolerance, or
contraindication to any of the following: Aptiom, Vimpat, Xcopri, Spritam. For
monotherapy treatment of primary generalized tonic-clonic seizures: 1) The patient has
experienced an inadequate treatment response or intolerance to topiramate tablets or
capsules, OR 2) The patient has difficulty swallowing solid oral dosage forms (e.g.,
tablets, capsules). For adjunctive treatment of primary generalized tonic-clonic
seizures: 1) The patient has experienced an inadequate treatment response,
intolerance, or contraindication to a generic anticonvulsant AND 2) If the patient is 4
years of age or older, the patient has experienced an inadequate treatment response,
intolerance, or contraindication to Spritam or Vimpat. For the preventative treatment of
migraines: 1) The patient has experienced an inadequate treatment response or
intolerance to topiramate tablets or capsules, OR 2) The patient has difficulty
swallowing solid oral dosage forms (e.g., tablets, capsules).

Epilepsy: 2 years of age or older, Migraine: 12 years of age or older

Plan Year

ERGOTAMINE

ERGOTAMINE TARTRATE/CAFFE

All F