ABILIFY ASIMTUFEII(GHP)

MEDICATION(S)
ABILIFY ASIMTUFII

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DIAGNOSIS OF SCHIZOPHRENIA or BIPOLAR | DISORDER AS MONOTHERAPY.

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA
DOCUMENTED HISTORY OF FAILURE ON OR INTOLERANCE TO ORAL EQUIVALENT OF
REQUESTED INJECTABLE THERAPY.
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ABILIFY MYCITE(GHP)

MEDICATION(S)
ABILIFY MYCITE, ABILIFY MYCITE MAINTENANCE KIT, ABILIFY MYCITE STARTER KIT

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

Diagnosis of schizophrenia OR diagnosis of acute treatment of mania and mixed episodes or
maintenance treatment of Bipolar | disorder as either monotherapy or as adjunct to lithium or valproate
OR diagnosis of use as adjunctive treatment of major depressive disorder.

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA

DOCUMENTATION OF THE NEED TO MONITOR DRUG INGESTION AND DOCUMENTATION OF
ACCESS TO A COMPATIBLE SMART PHONE. FOR SCHIZOPHRENIA AND BIPOLAR | DISORDER:
DOCUMENTATION OF REASON WHY ARIPIPRAZOLE ORAL TABLETS CANNOT BE USED. FOR
ADJUNCTIVE TREATMENT OF MAJOR DEPRESSIVE DISORDER: DOCUMENTATION OF USE AS
ADJUNCTIVE THERAPY AND DOCUMENTATION OF REASON WHY ARIPIPRAZOLE ORAL
TABLETS CANNOT BE USED.
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ABRAXANE(GHP)

MEDICATION(S)
ABRAXANE, PACLITAXEL PROTEIN-BOUND PART

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF BREAST CANCER OR DIAGNOSIS OF LOCALLY ADVANCED OR METASTATIC
NON-SMALL CELL LUNG CANCER (NSCLC) OR DIAGNOSIS OF METASTATIC
ADENOCARCINOMA OF THE PANCREAS.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
HEMATOLOGIST OR ONCOLOGIST

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA

FOR BREAST CANCER: DOCUMENTATION OF FAILURE ON COMBINATION CHEMOTHERAPY
FOR METASTATIC DISEASE OR RELAPSE WITHIN 6 MONTHS OF ADJUVANT CHEMOTHERAPY
AND DOCUMENTATION OF FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO
ANTHRACYCLINE AND DOCUMENTATION OF FAILURE ON, INTOLERANCE TO, OR
CONTRAINDICATION TO STANDARD PACLITAXEL THERAPY. FOR NSCLC: DOCUMENTATION
OF ABRAXANE USED AS FIRST-LINE TREATMENT IN COMBINATION WITH CARBOPLATIN WHO
ARE NOT CANDIDATES FOR CURATIVE SURGERY OR RADIATION THERAPY. FOR
ADENOCARCINOMA OF PANCREAS: DOCUMENTATION OF USE IN COMBINATION WITH
GEMCITABINE. REAUTHORIZATIONS WILL REQUIRE DOCUMENTATION OF CONTINUED

PAGE 3 LAST UPDATED 05/2024



DISEASE IMPROVEMENT OR LACK OF DISEASE PROGRESSION.
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ACTEMRA SUBQ(GHP)

MEDICATION(S)
ACTEMRA 162 MG/0.9ML SOLN PRSYR, ACTEMRA ACTPEN

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DX OF RHEUMATOID ARTHRITIS MADE IN ACCORDANCE WITH THE AMERICAN COLLEGE OF
RHEUMATOLOGY CRITERIA FOR THE CLASSIFICATION AND DIAGNOSIS OF RHEUMATOID
ARTHRITIS. DX OF GIANT CELL ARTERITIS. DX OF SYSTEMIC OR POLYARTICULAR JUVENILE
IDIOPATHIC ARTHRITIS. DX OF SYSTEMIC SCLEROSIS ACCORDING TO THE AMERICAN
COLLEGE OF RHEUMATOLOGY (ACR) AND EUROPEAN LEAGUE AGAINST RHEUMATISM
(EULAR).

AGE RESTRICTION
FOR GIANT CELL ARTERITIS AND SSC-ILD: 18 YEARS OF AGE OR OLDER. FOR RA AND
SJIA/PJIA: MUST BE 2 YEARS OF AGE OR OLDER.

PRESCRIBER RESTRICTION
RHEUMATOLOGIST OR PULMONOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA

FOR RA: FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO A MINIMUM 3 MONTH
TRIAL OF TWO PREFERRED BIOLOGIC AGENTS FOR RA (HUMIRA, ENBREL, RINVOQ,
XELJANZ). FOR GIANT CELL ARTERITIS, DOCUMENTATION THAT MEDICATION IS BEING
PRESCRIBED IN COMBINATION WITH ORAL GLUCOCORTICOIDS. FOR PJIA: FAILURE ON,
CONTRAINDICATION TO OR INTOLERANCE TO A MINIMUM 3 MONTH TRIAL OF HUMIRA.

PAGE 5 LAST UPDATED 05/2024



DOCUMENTATION THAT MEDICATION IS NOT BEING USED CONCURRENTLY WITH A TNF
BLOCKER OR OTHER BIOLOGIC AGENT. FOR CONTINUED THERAPY, MEDICAL RECORD
DOCUMENTATION SHOWING MAINTENANCE OR IMPROVEMENT OF CONDITION.
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ACTEMRA(GHP)

MEDICATION(S)
ACTEMRA 200 MG/10ML SOLUTION, ACTEMRA 400 MG/20ML SOLUTION, ACTEMRA 80 MG/4ML
SOLUTION

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DX OF RHEUMATOID ARTHRITIS MADE IN ACCORDANCE WITH THE AMERICAN COLLEGE OF
RHEUMATOLOGY CRITERIA FOR THE CLASSIFICATION AND DIAGNOSIS OF RHEUMATOID
ARTHRITIS. DX OF ACTIVE SYSTEMIC JUVENILE IDIOPATHIC ARTHRITIS (JIA) AND
PRESCRIPTION WRITTEN FOR IV FORMULATION. DX OF ACTIVE POLYARTICULAR JUVENILE
IDIOPATHIC ARTHRITIS AND PRESCRIPTION WRITTEN FOR IV FORMULATION. DX OF
CHIMERIC ANTIGEN RECEPTOR (CAR) T CELL-INDUCED SEVERE OR LIFE-THREATENING
CYTOKINE RELEASE SYNDROME. DX OF GIANT CELL ARTERITIS AND PRESCRIPTION
WRITTEN FOR IV FORMULATION.

AGE RESTRICTION
FOR JIA AND CRS: MUST BE 2 YEARS OF AGE OR OLDER. FOR RA AND GCA: MUST BE 18
YEARS OF AGE OR OLDER.

PRESCRIBER RESTRICTION
RHEUMATOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA
DOCUMENTATION THAT MEDICATION IS NOT BEING USED CONCURRENTLY WITH A TNF
BLOCKER OR OTHER BIOLOGIC AGENT. FOR RA: FAILURE ON, INTOLERANCE TO, OR
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CONTRAINDICATION TO A MINIMUM 3 MONTH TRIAL OF TWO PREFERRED BIOLOGIC AGENTS
FOR RA (HUMIRA, ENBREL, RINVOQ, XELJANZ). FOR PJIA: FAILURE ON, CONTRAINDICATION
TO OR INTOLERANCE TO A MINIMUM 3 MONTH TRIAL OF HUMIRA. FOR GCA:
DOCUMENTATION OF USE IN COMBINATION WITH ORAL GLUCOCORTICOIDS. FOR
CONTINUED THERAPY, MEDICAL RECORD DOCUMENTATION SHOWING MAINTENANCE OR
IMPROVEMENT OF CONDITION.
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ACTIO(GHP)

MEDICATION(S)

FENTANYL CITRATE 1200 MCG LOZ HANDLE, FENTANYL CITRATE 1600 MCG LOZ HANDLE,
FENTANYL CITRATE 200 MCG LOZ HANDLE, FENTANYL CITRATE 400 MCG LOZ HANDLE,
FENTANYL CITRATE 600 MCG LOZ HANDLE, FENTANYL CITRATE 800 MCG LOZ HANDLE

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DOCUMENTATION OF USE TO MANAGE BREAKTHROUGH CANCER PAIN IN PATIENTS WITH
CANCER

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA

CONCOMITANT MORPHINE 60 MG/DAY OR MORE, TRANSDERMAL FENTANYL 25 MCG/H,
OXYCODONE 30 MG/DAY, ORAL HYDROMORPHONE 8 MG/DAY, OR AN EQUIANALGESIC DOSE
OF ANOTHER OPIOID FOR 1 WEEK OR LONGER.
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ADAKVEO(GHP)

MEDICATION(S)
ADAKVEO

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DOCUMENTATION OF DIAGNOSIS OF SICKLE CELL DISEASE.

AGE RESTRICTION
MUST BE 16 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
BY OR IN CONSULTATION WITH A HEMATOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA

DOCUMENTATION OF NUMBER OF VASOOCCLUSIVE CRISES IN THE PREVIOUS 12 MONTHS.
DOCUMENTATION OF INTOLERANCE TO, CONTRAINDICATION OR THERAPEUTIC FAILURE ON
3 MONTH TRIAL OF HYDROXYUREA AND ENDARI. REAUTHORIZATION WILL REQUIRE
DOCUMENTATION OF CONTINUED OR SUSTAINED IMPROVEMENT IN THE ACUTE
COMPLICATIONS OF SICKLE CELL DISEASE (l.E., DECREASE IN VASOOCCLUSIVE CRISES,
HOSPITALIZATIONS, AND NUMBER OF ACUTE CHEST SYNDROME (ACS) OCCURRENCES).
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ADALIMUMAB(GHP)

MEDICATION(S)
ADALIMUMAB-FKJP, HADLIMA, HADLIMA PUSHTOUCH, YUSIMRY

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

ADULT RA - DX OF RA MADE IN ACCORDANCE WITH THE ACR CRITERIA. JIA - DX OF
MODERATE TO SEVERE JIA. PSORIATIC ARTHRITIS - DX OF MODERATE TO SEVERE PSA AND
ACTIVE PSORIATIC LESIONS OR HISTORY OF PSORIASIS. DIAGNOSIS OF PERIPHERAL PSA.
DIAGNOSIS OF AXIAL PSA. PLAQUE PSORIASIS - DX OF MODERATE TO SEVERE PLAQUE
PSORIASIS WITH AT LEAST 5% BSA OR AFFECTING CRUCIAL BODY AREAS SUCH AS HANDS,
FEET, FACE OR GENITALS. CROHN'S -DOCUMENTATION OF MODERATE OR HIGH RISK
PATIENT OR A DX OF CROHNS DISEASE WITH FAILURE ON, INTOLERANCE TO, OR
CONTRAINDICATION TO ONE OF THE FOLLOWING CONVENTIONAL THERAPIES: 6-
MERCAPTOPURINE, AZATHIOPRINE, CORTICOSTEROIDS OR METHOTREXATE. ANKYLOSING
SPONDYLITIS - DX OF A.S. AND FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO 2
FORMULARY NSAIDS. ULCERATIVE COLITIS - DX OF MODERATE TO SEVERE UC WITH
FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO ONE OF THE FOLLOWING
CONVENTIONAL THERAPIES: 6-MERCAPTOPURINE, AZATHIOPRINE, CORTICOSTEROIDS OR
AMINOSALICYLATES (SUCH AS BUT NOT LIMITED TO MESALAMINE, OLSALAZINE, OR
SULFASALAZINE). FOR HIDRADENITIS SUPPURATIVA (HS)-DX OF MODERATE TO SEVERE HS,
DEFINED AS STAGE Il OR |l ON THE HURLEY STAGING SYSTEM AND DOCUMENTATION OF
AT LEAST 3 ABSCESSES OR INFLAMMATORY NODULES. UVEITIS - DX OF NON-INFECTIOUS
ITERMEDIATE, POSTERIOR OR PANUVEITIS.

AGE RESTRICTION
MUST BE AT LEAST 18 YEARS FOR: PSORIASIS, PSA, RA, AND ANKYLOSING SPONDYLITIS.

PRESCRIBER RESTRICTION
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RHEUMATOLOGIST, GASTROENTEROLOGIST, DERMATOLOGIST OR OPHTHALMOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA

DOCUMENTATION THAT MEDICATION IS NOT BEING USED CONCURRENTLY WITH A TNF
BLOCKER OR OTHER BIOLOGIC AGENT. FOR RA: THERAPEUTIC FAILURE ON, INTOLERANCE
TO, OR CONTRAINDICATION TO ONE DISEASE MODIFYING ANTI-RHEUMATIC DRUG (DMARD),
SUCH AS BUT NOT LIMITED TO METHOTREXATE, LEFLUNOMIDE OR SULFASALAZINE. FOR
JIA: THERAPEUTIC FALIURE ON, INTOLERANCE TO OR CONTRAINDICATION TO ONE
FORMULARY NSAID AND ONE OF THE FOLLOWING DMARDS: LEFLUNOMIDE OR
METHOTREXATE. FOR PERIPHERAL PSA: THERAPEUTIC FAILURE ON, INTOLERANCE TO OR
CONTRAINDICATION TO ONE FORMULARY NSAID AND METHOTREXATE. FOR AXIAL PSA:
THERAPEUTIC FAILURE ON, INTOLERANCE TO OR CONTRAINDICATION TO TWO FORMULARY
NSAIDS. FOR PP: THERAPEUTIC FAILURE ON, INTOLERANCE TO OR CONTRAINDICATION TO
ONE FORMULARY TOPICAL CORTICOSTEROID AND AT LEAST 3 MONTHS OF ONE SYSTEMIC
THERAPY SUCH AS BUT NOT LIMITED TO METHOTREXATE, CYCLOSPORINE OR
PHOTOTHERAPY. FOR UVEITIS: THERAPEUTIC FAILURE ON, INTOLERANCE TO OR
CONTRAINDICATION TO ONE LOCAL OR SYSTEMIC CORTICOSTEROID AND ONE SYSTEMIC
THERAPY, SUCH AS BUT NOT LIMITED TO METHOTREXATE OR CYCLOSPORINE. FOR UC: IF
REQUEST IS FOR WEEKLY DOSING ONE OF THE FOLLOWING: INADEQUATE DRUG TROUGH
LEVELS TO SUPPORT WEEKLY DOSING PER AGA GUIDELINES OR DOCUMENTATION THAT
WEEKLY DOSING WAS INITIATED PRIOR TO THE MEMBER TURNING 18 YEARS AND THE
MEMBER IS WELL-CONTROLLED ON THIS DOSE OR MEMBER IS LESS THAN 18 YEARS OF
AGE AND RECEIVING AN APPROPRIATE DOSE BASED ON BODY WEIGHT. FOR CONTINUED
THERAPY MEDICAL RECORD DOCUMENTATION SHOWING MAINTENANCE OR IMPROVEMENT
OF CONDITION.
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ADASUVE(GHP)

MEDICATION(S)
ADASUVE

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DOCUMENTATION OF USE FOR THE ACUTE TREATMENT OF AGITATION ASSOCIATED WITH
SCHIZOPHRENIA OR BIPOLAR | DISORDER. DOCUMENTATION THAT THERE IS NO CURRENT
DIAGNOSIS OR HISTORY OF ASTHMA, COPD, OR OTHER LUNG DISEASE ASSOCIATED WITH
BRONCHOSPASM.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA

FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO ONE IMMEDIATE RELEASE
FORMULARY ANTIPSYCHOTIC INCLUDING BUT NOT LIMITED TO ARIPIPRAZOLE,
CHLORPROMAZINE, HALOPERIDOL, OLANZAPINE, QUETIAPINE, RISPERIDONE, OR
ZIPRASIDONE. MUST BE ADMINISTERED IN AN ENROLLED HEALTHCARE FACILITY WITH
IMMEDIATE, ON-SITE RESOURCES TO MANAGE BRONCHOSPASM AND/OR RESPIRATORY
DISTRESS.
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ADBRY(GHP)

MEDICATION(S)
ADBRY

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DIAGNOSIS OF MODERATE TO SEVERE ATOPIC DERMATITIS.

AGE RESTRICTION
18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
ALLERGIST, DERMATOLOGIST, OR IMMUNOLOGIST

COVERAGE DURATION
6 MONTHS INITIAL AND 1 YEAR CONTINUATION

OTHER CRITERIA

MEDICAL RECORD DOCUMENTATION OF FAILURE ON EITHER DAILY TREATMENT WITH AT
LEAST MEDIUM POTENCY TOPICAL CORTICOSTEROID OR TOPICAL CALCINEURIN INHIBITOR
(I.LE. TACROLIMUS) IF TOPICAL CORTICOSTEROIDS ARE NOT ADVISABLE.
REAUTHORIZATIONS WILL REQUIRE DOCUMENTATION OF CONTINUED DISEASE
IMPROVEMENT OR LACK OF DISEASE PROGRESSION.
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ADCETRIS(GHP)

MEDICATION(S)
ADCETRIS

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DX OF CLASSICAL HODGKIN LYMPHOMA (CHL) AND DOCUMENTATION OF FAILURE OF
AUTOLOGOUS HEMATOPOIETIC STEM CELL TRANSPLANT OR FAILURE OF AT LEAST 2
MULTI-AGENT CHEMOTHERAPY REGIMENS IN THOSE WHO ARE NOT CANDIDATES FOR
AUTO-HSCT OR DOCUMENTATATION OF USE AS CONSOLIDATION TREATMENT FOLLOWING
AUTO-HSCT IN PATIENTS WITH HIGH RISK OR RELAPSE OR PROGRESSION POST-AUTO-
HSCT. DX OF PREVIOUSLY UNTREATED, HIGH RISK CHL IN PEDIATRIC PATIENTS AND
DOCUMENTATION THAT MEDICATION WILL BE USED IN COMBINATION W/ DOXORUBICIN,
VINCRISTINE, ETOPOSIDE, PREDNISONE, AND CYCLOPHOSPHAMIDE. DX OF SYSTEMIC
ANAPLASTIC LARGE CELL LYMPHOMA AND DOCUMENTATION OF FAILURE OF AT LEAST 1
PRIOR MULTI-AGENT CHEMOTHERAPY REGIMEN. DX OF PRIMARY CUTANEOUS ANAPLASTIC
LARGE CELL LYMPHOMA OR CD30 EXPRESSING MYCOSIS FUNGOIDES AND
DOCUMENTATION OF FAILURE OF PRIOR RADIATION OR SYSTEMIC THERAPY. DX OF
PREVIOUSLY UNTREATED STAGE Ill OR IV CHL AND DOCUMENTATION THAT MEDICATION
WILL BE USED IN COMBINATION WITH CHEMOTHERAPY.

AGE RESTRICTION
PEDIATRIC CHL: MUST BE 2 YEARS OF AGE OR OLDER, ALL OTHERS: MUST BE 18 YEARS OF
AGE OR OLDER

PRESCRIBER RESTRICTION
HEMATOLOGIST OR ONCOLOGIST

COVERAGE DURATION
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FOR STAGE Il OR IV CHL: 6 MONTHS. FOR PEDIATRIC CHL: 15 WEEKS. ALL OTHER
INDICATIONS: REMAINDER OF CONTRACT YEAR

OTHER CRITERIA

SUBSEQUENT APPROVAL WILL REQUIRE DOCUMENTATION OF CONTINUED DISEASE
IMPROVEMENT OR LACK OF DISEASE PROGRESSION. AUTHORIZATION BEYOND 6 MONTHS
FOR STAGE Il OR IV CHL WILL REQUIRE DOCUMENTATION OF WELL-CONTROLLED, PEER-
REVIEWED LITERATURE WITH EVIDENCE TO SUPPORT TREATMENT BEYOND 6 MONTHS.
AUTHORIZATION BEYOND 15 WEEKS FOR PEDIATRIC CHL WILL REQUIRE DOCUMENTATION
OF WELL-CONTROLLED, PEER-REVIEWED LITERATURE WITH EVIDENCE TO SUPPORT
TREATMENT BEYOND 15 WEEKS.
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ADCIRCA(GHP)

MEDICATION(S)
ALYQ, TADALAFIL (PAH)

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DOCUMENTATION OF A DIAGNOSIS OF PULMONARY ARTERIAL HYPERTENSION.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
PULMONOLOGIST OR CARDIOLOGIST

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA
Documentation that tadalafil will not be used concomitantly with organic nitrate therapy
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ADEMPAS(GHP)

MEDICATION(S)
ADEMPAS

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

WHO FUNCTIONAL CLASS I, lll, OR IV SYMPTOMS AND EITHER DOCUMENTATION OF WHO
GROUP 1 PULMONARY ARTERIAL HYPERTENSION OR CHRONIC THROMBOEMBOLIC
PULMONARY HYPERTENSION (CTEPH) (WHO GROUP 4) WHICH IS INOPERABLE OR
PREVIOUSLY TREATED SURGICALLY.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
CARDIOLOGIST OR PULMONOLOGIST

COVERAGE DURATION
6 MONTHS

OTHER CRITERIA

CHRONIC-THROMBOEMBOLIC PULMONARY HYPERTENSION: DOCUMENTATION OF A
BASELINE 6-MINUTE WALKING DISTANCE. 6 MONTH REAUTHORIZATION WILL REQUIRE
DOCUMENTATION OF AN IMPROVEMENT IN 6-MINUTE WALKING DISTANCE FROM BASELINE
OR IMPROVED OR STABLE DIAGNOSIS OF WHO FUNCTIONAL CLASS. PULMONARY ARTERIAL
HYPERTENSION: DOCUMENTATION OF A BASELINE 6-MINUTE WALKING DISTANCE. FAILURE
ON, INTOLERANCE TO, OR CONTRAINDICATION TO BOSENTAN, OR DOCUMENTATION OF
USE IN COMBINATION WITH BOSENTAN. 6 MONTH REAUTHORIZATION WILL REQUIRE
DOCUMENTATION OF AN IMPROVEMENT IN 6-MINUTE WALKING DISTANCE FROM BASELINE
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OR IMPROVED OR STABLE DIAGNOSIS OF WHO FUNCTIONAL CLASS.
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AEINITOR DISPERZ(GHP)

MEDICATION(S)
EVEROLIMUS 2 MG TAB SOL, EVEROLIMUS 3 MG TAB SOL, EVEROLIMUS 5 MG TAB SOL

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

Diagnosis of Subependymal giant cell astrocytoma (SEGA) associated with tuberous sclerosis (TS)
who require therapeutic intervention but are not candidates for curative surgical resection OR
adjunctive treatement of of Tuberous Sclerosis Complex (TSC) associated partial-onset seizures

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
ONCOLOGIST OR NEUROLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA

For TSC associated partial onset seizures: documentation of a therapeutic failure on, intolerance to, or
contraindication to 2 anti-epileptic drug (AED) regimens. Reauthorization will require documentation of
continued disease improvement or lack of disease progression.
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AFINITOR(GHP)

MEDICATION(S)
EVEROLIMUS 10 MG TAB, EVEROLIMUS 2.5 MG TAB, EVEROLIMUS 5 MG TAB, EVEROLIMUS
7.5 MG TAB

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DX OF RENAL CELL CARCINOMA. DX OF HORMONE-RECEPTOR POSITIVE, HER-2 NEGATIVE
ADVANCED BREAST CANCER. DX OF PROGRESSIVE NEUROENDOCRINE TUMORS OF
PANCREATIC ORIGIN (PNET) THAT IS UNRESCTABLE, LOCALLY ADVANCED OR METASTATIC.
DX OF PROGRESSIVE, WELL DIFFERENTIATED, NON-FUNCTIONAL NEUROENDOCRINE
TUMORS OF GASTROINTESTINAL (Gl) ORIGIN OR LUNG ORIGIN THAT ARE UNRESECTABLE,
LOCALLY ADVANCED, OR METASTATIC. DX OF SUBEPENDYMAL GIANT CELL ASTROCYTOMA
(SEGA) ASSOCIATED WITH TUBEROUS SCLEROSIS (TS) WHO REQUIRE THERAPEUTIC
INTERVENTION BUT ARE NOT CANDIDATES FOR CURATIVE SURGICAL RESECTION. DX OF
RENAL ANGIOMYOLIPOMA AND TUBUEROUS SCLEROSIS COMPLEX/SPORADIC
LYMPHANGIOLEIOMYMATOSIS NOT REQUIRING IMMEDIATE SURGERY.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
ONCOLOGIST, NEPHROLOGIST, UROLOGIST, or NEUROLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA
FOR RENAL CELL CARCINOMA: THERAPEUTIC FAILURE ON, INTOLERANCE TO, OR
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CONTRAINDICATION TO sunitinib (SUTENT) or sorafenib (NEXAVAR). FOR BREAST CANCER:
FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO PREVIOUS ENDOCRINE
THERAPY TREATMENT AND EVEROLIMUS MUST BE USED IN COMBINATION WITH AN
AROMATASE INHIBITOR. FOR RENAL ANGIOMYOLIPOMA AND TUBUEROUS SCLEROSIS
COMPLEX/SPORADIC LYMPHANGIOLEIOMYMATOSIS: AT LEAST ONE ANGIOMYOLIPOMA OF
GREATER THAN OR EQUAL TO 3CM IN LONGEST DIAMETER ON CT/MRI BASED ON LOCAL
RADIOLOGY ASSESSMENT. REAUTHORIZATIONS WILL REQUIRE DOCUMENTATION OF
CONTINUED DISEASE IMPROVEMENT OR LACK OF DISEASE PROGRESSION
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AIMOVIG(GHP)

MEDICATION(S)
AIMOVIG

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
Diagnosis of migraine with or without aura AND documentation of the number of baseline migraine or
headache days per month.

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
6 MONTHS INITIAL AND 1 YEAR CONTINUATION

OTHER CRITERIA

Provider attestation of a therapeutic failure on, intolerance to, or contraindication to at least two of the
following: one beta blocker (i.e., metoprolol, propranolol, timolol, atenolol, nadolol), topiramate,
divalproex or sodium valproate, amitriptyline, or venlafaxine. Attestation that medication is not being
used concurrently with botulinum toxin OR if being used in combination attestation of the following:
therapeutic failure on a minimum 3 month trial of at least one CGRP antagonist without the
concomitant use of Botox AND attestation of a therapeutic failure on a minimum 6 month trial of Botox
without the concomitant use of a CGRP antagonist. Attestation that medication will not be used
concomitantly with another CGRP receptor antagonist indicated for the preventive treatment of
migraine. Reauthorization will require attestation of continued or sustained reduction in migraine or
headache frequency or a decrease in severity or duration of migraine AND either attestation that the
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medication is not being used concurrently with botulinum toxin OR if the request is for combination use
with Botox attestation of the following: previous therapeutic failure on a minimum 3 month trial of at
least one CGRP antagonist without the concomitant use of Botox AND attestation of a previous
therapeutic failure on a minimum 6 month trial of Botox without the concomitant use of a CGRP
antagonist AND Attestation that medication will not be used concomitantly with another CGRP receptor
antagonist indicated for the preventive treatment of migraine.
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AJOVY(GHP)

MEDICATION(S)
AJOVY

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
Documentation of a diagnosis of migraine with or without aura AND documentation of the number of
baseline migraine or headache days per month.

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
6 MONTHS INITIAL AND 1 YEAR CONTINUATION

OTHER CRITERIA

Documentation of a therapeutic failure on, intolerance to, or contraindication to two of the following:
Emgality, Aimovig, Nurtec. Documentation that medication is not being used concurrently with
botulinum toxin OR if being used in combination documentation of the following: therapeutic failure on
a minimum 3 month trial of at least one CGRP antagonist without the concomitant use of Botox AND
documentation of a therapeutic failure on a minimum 6 month trial of Botox without the concomitant
use of a CGRP antagonist. Documentation that medication will not be used concomitantly with another
CGRP receptor antagonist indicated for the preventive treatment of migraine. Reauthorization will
require documentation of continued or sustained reduction in migraine or headache frequency or a
decrease in severity or duration of migraine AND either documentation the medication is not being
used concurrently with botulinum toxin OR if the request is for combination use with Botox
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documentation of the following: previous therapeutic failure on a minimum 3 month trial of at least one
CGRP antagonist without the concomitant use of Botox AND documentation of a previous therapeutic
failure on a minimum 6 month trial of Botox without the concomitant use of a CGRP antagonist AND
documentation that medication will not be used concomitantly with another CGRP receptor antagonist
indicated for the preventive treatment of migraine.
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AKEEGA(GHP)

MEDICATION(S)
AKEEGA

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

Documentation of a diagnosis of metastatic castration-resistant prostate cancer AND documentation of
deleterious or suspected deleterious BRCA-mutation (BRCAmM) as detected by an FDA approved test
AND documentation that medication will be given in combination with prednisone.

AGE RESTRICTION
18 years of age or older

PRESCRIBER RESTRICTION
Oncologist or urologist

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA

Documentation that medication will be used concurrently with a gonadotropin-releasing hormone
(GnRH) analog OR documentation of bilateral orchiectomy. Reauthorizations will require
documentation of continued disease improvement or lack of disease progression
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AKYNZEO(GHP)

MEDICATION(S)
AKYNZEO 300-0.5 MG CAP

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DOCUMENTATION OF USE FOR THE PREVENTION OF CHEMOTHERAPY-INDUCED NAUSEA
AND VOMITING IN PATIENTS WHO ARE RECEIVING MODERATELY TO HIGHLY EMETOGENIC
CHEMOTHERAPY, INCLUDING, BUT ARE NOT LIMITED TO REGIMENS CONTAINING
BENDAMUSTINE, CARBOPLATIN, CISPLATIN, CYCLOPHOSPHAMIDE, DACARBAZINE,
DOXORUBICIN, IFOSFAMIDE, IRINOTECAN, OXALIPLATIN, AND TEMOZOLOMIDE

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA
N/A
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ALDURAZYME(GHP)

MEDICATION(S)
ALDURAZYME

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DX OF HURLER FORM OF MPS | OR HURLER-SCHEIE FORM OF MPS | OR SCHEIE FORM OF
MPS WITH MODERATE TO SEVERE SYMPTOMS

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
METABOLIC SPECIALIST OR GENETICIST WITH EXPERIENCE TREATING
MUCOPOLYSACCHARIDOSIS

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA
N/A
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ALECENSA(GHP)

MEDICATION(S)
ALECENSA

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DOCUMENTATION OF A DIAGNOSIS OF ALK-POSITIVE, METASTATIC NON-SMALL CELL LUNG
CANCER.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
HEMATOLOGIST OR ONCOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA
SUBSEQUENT APPROVAL AFTER 12 MONTHS WILL REQUIRE DOCUMENTATION OF
CONTINUED DISEASE IMPROVEMENT OR LACK OF DISEASE PROGRESSION.
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ALINIA(GHP)

MEDICATION(S)
NITAZOXANIDE 500 MG TAB

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DOCUMENTATION OF DIARRHEA CAUSED BY GIARDIA LAMBLIA OR CRYPTOSPORIDIUM
PARVUM

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA
N/A
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ALIQOPA(GHP)

MEDICATION(S)
ALIQOPA

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF RELPASED FOLLICULAR LYMPHOMA (FL) WITH DOCUMENTATION OF FAILURE
ON, INTOLERANCE TO, OR CONTRAINDICATION TO AT LEAST TWO PRIOR SYSTEMIC
THERAPIES

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
ONCOLOGIST OR HEMATOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA
REAUTHORIZATIONS WILL REQUIRE DOCUMENTATION OF CONTINUED DISEASE
IMPROVEMENT OR LACK OF DISEASE PROGRESSION
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ALKINDI(GHP)

MEDICATION(S)
ALKINDI SPRINKLE

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DIAGNOSIS OF ADRENOCORTICAL INSUFFICIENCY.

AGE RESTRICTION
MUST BE 17 YEARS OF AGE OR YOUNGER

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA

DOCUMENTATION OF DIFFICULTY SWALLOWING OR THERAPEUTIC FAILURE ON,
INTOLERANCE TO, OR CONTRAINDICATION TO TWO GENERIC FORMULARY
CORTICOSTEROIDS, ONE OF WHICH MUST BE HYDROCORTISONE. REAUTHORIZATION WILL
REQUIRE DOCUMENTATION OF AGE APPROPRIATENESS AND NEED FOR SPRINKLE
FORMULATION.
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ALOXI(GHP)

MEDICATION(S)
PALONOSETRON HCL 0.25 MG/5ML SOLN PRSYR, PALONOSETRON HCL 0.25 MG/5ML
SOLUTION

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DOCUMENTATION OF USE FOR PREVENTION OF CHEMOTHERAPY INDUCED NAUSEA OR
VOMITING FROM LOW OR MINIMALLY EMETOGENIC CHEMOTHERAPY OR DOCUMENTATION
OF USE FOR PREVENTION OF ACUTE OR DELAYED NAUSEA AND VOMITING ASSOCIATED
WITH INITIAL AND REPEAT COURSES OF MODERATELY OR HIGHLY EMETOGENIC
CHEMOTHERAPY

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA

FOR LOW OR MINIMALLY EMETOGENIC CHEMOTHERAPY: TREATMENT FAILURE OR
CONTRAINDICATION TO GRANISETRON OR ONDANSETRON. TREATMENT FAILURE IS
DEFINED AS AN ALLERGY, INTOLERABLE SIDE EFFECTS, SIGNIFICANT DRUG-DRUG
INTERACTION, OR LACK OF EFFICACY
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ALUNBRIG(GHP)

MEDICATION(S)
ALUNBRIG

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
Diagnosis of ALK-positive, metastatic non-small cell lung cancer

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
ONCOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA
REAUTHORIZATIONS WILL REQUIRE DOCUMENTATION OF CONTINUED DISEASE
IMPROVEMENT OR LACK OF DISEASE PROGRESSION
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AMONDYS(GHP)

MEDICATION(S)
AMONDYS 45

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF DUCHENNE'S MUSCULAR DYSTROPHY CONFIRMED BY GENETIC TESTING
WITH MUTATION OF THE DMD GENE THAT IS AMENABLE BY EXON 45 SKIPPING CONFIRMED
BY A GENETIC COUNSELOR AND DOCUMENTATION THAT MEDICATION IS BEING GIVEN
CONCURRENTLY WITH ORAL CORTICOSTEROIDS UNLESS CONTRAINDICATED OR
INTOLERANT AND DOCUMENTATION THAT THE PATIENT IS AMBULATORY (ABLE TO WALK
WITH ASSISTANCE, NOT WHEELCHAIR BOUND) AS PROVEN BY DOCUMENTATION OF A 6-
MINUTE WALK TEST DISTANCE WITHIN THE PAST 3 MONTHS OF INITIATION OF AMONDYS

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
NEUROLOGIST OR GENETIC SPECIALIST

COVERAGE DURATION
6 MONTHS

OTHER CRITERIA

DOCUMENTATION OF A DOSE CONSISTENT WITH THE FDA APPROVED LABELING.
REAUTHORIZATION WILL REQUIRE DOCUMENTATION OF CONTINUED BENEFIT FROM
TREATMENT, DOCUMENTATION OF CONTINUED CONCURRENT USE WITH ORAL
CORTICOSTEROIDS, DOCUMENTATION OF A DOSE CONSISTENT WITH FDA APPROVED
LABELING, AND DOCUMENTATION THAT THE PATIENT REMAINS AMBULATORY AS PROVEN
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BY DOCUMENTATION OF A FOLLOW UP 6 MINUTE WALK TEST DISTANCE WITHIN THE PAST 6
MONTHS
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AMVUTTRA(GHP)

MEDICATION(S)
AMVUTTRA

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

Diagnosis of hereditary transthyretin-mediated amyloidosis (hATTR) as confirmed by genetic testing to
confirm a pathogenic mutation in TTR AND documentation of either biopsy of tissue or organ to confirm
amyloid presence OR a clinical manifestation typical of hATTR (such as neuropathy or CHF) without a
better alternative explanation. Documentation of medication being used to treat polyneuropathy.
Documentation of familial amyloid polyneuropathy (FAP) stage 1-2 OR polyneuropathy disability score
indicating the patient is not wheelchair bound or bedridden.

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
By or in consultation with neurologist, board certified medical geneticist, or specialist with experience
treating hATTR

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA

Documentation of a dose and duration of therapy that is consistent with FDA-approved labeling,
nationally recognized compendia, or peer-reviewed medical leterature. Documentation that medication
will not be used in combination with other RNA interference treatments. Reauthorization will require (1)
documentation of medical necessity, (2) documentation of a dose and duration of therapy that is
consistent with FDA-approved labeling, nationally recognized compendia, or peer-reviewed medical
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leterature, and (3) no documentation of FAP stage 3 OR polyneuropathy disability score indicating the
patient is wheelchair-bound or bedridden.
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ANTIPARKINSON AGENT HRM(GHP)

MEDICATION(S)
TRIHEXYPHENIDYL HCL

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DX OF EXTRAPYRAMIDAL SIDE EFFECTS (EPS) OR PARKINSON'S DISEASE

AGE RESTRICTION
ONLY APPLIES TO MEMBERS 65 YEARS OF AGE AND OLDER

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA

PRIOR AUTHORIZATION APPLIES ONLY TO MEMBERS 65 YEARS OF AGE AND OLDER WHO
WILL BE EVALUATED FOR APPROPRIATE USE OF HIGH RISK MEDICATION. DIAGNOSIS OF
EPS WILL REQUIRE FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO
AMANTADINE. DIAGNOSIS OF PARKINSON'S WILL REQUIRE FAILURE ON, INTOLERANCE TO,
OR CONTRAINDICATION TO TWO OF THE FOLLOWING: CARBIDOPA/LEVODOPA,
PRAMIPEXOLE, ROPINIROLE.
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APTIOM(GHP)

MEDICATION(S)
APTIOM

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DIAGNOSIS OF PARTIAL ONSET SEIZURES

AGE RESTRICTION
MUST BE 4 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
NEUROLOGIST

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA

DOCUMENTATION OF FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO TWO
FORMULARY ANTICONVULSANTS USED FOR THE REQUESTED DIAGNOSIS, ONE OF WHICH
MUST BE OXCARBAZEPINE.
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ARALAST(GHP)

MEDICATION(S)
ARALAST NP, PROLASTIN-C

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DX OF PANACINAR EMPHYSEMA

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA

DOCUMENTATION OF A DECLINE IN FORCED EXPIRATORY VOLUME IN 1 SECOND (FEV1)
DESPITE MEDICAL THERAPY WITH BRONCHODILATORS AND/OR CORTICOSTEROIDS AND
DOCUMENTATION OF PHENOTYPE ASSOCIATED WITH CAUSING SERUM ALPHA 1-
ANTITRYPSIN OF LESS THAN 80 MG/DL AND DOCUMENTATION OF AN ALPHA 1-ANTITRYPSIN
SERUM LEVEL BELOW THE VALUE OF 35% OF NORMAL (LESS THAN 80 MG/DL).
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ARANESP(GHP)

MEDICATION(S)
ARANESP (ALBUMIN FREE)

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

TX OF ANEMIA OF CHRONIC RENAL INSUFFICIENCY, CHRONIC RENAL FAILURE, INCLUDING
ESRD and HEMOGLOBIN (HGB) MUST BE LESS THAN OR EQUAL TO 10GM/DL FOR NEW
STARTS or LESS THAN 10 GM/DL FOR CONTINUATION OF THERAPY FOR CKD NOT ON
DIALYSIS, LESS THAN 11 GM/DL FOR CKD ON DIALYSIS, OR LESS THAN 12 GM/DL FOR
PEDIATRIC CKD, OR DOCUMENTATON THAT THE DOSE WILL BE REDUCED OR
INTERRUPTED. TX OF ANEMIA IN NON-MYELOID MALIGNANCY - MUST BE ON ANEMIA
CAUSING CHEMO AND THERE IS A MINIMUM OF TWO ADDITIONAL MONTHS OF PLANNED
CHEMOTHERAPY and HGB MUST BE LESS THAN OR EQUAL TO 10GM/DL FOR NEW STARTS or
LESS THAN 10 GM/DL FOR CONTINUATION OF THERAPY or DOCUMENTATON THAT THE DOSE
WILL BE REDUCED OR INTERRUPTED. FOR ALL INDICATIONS: DOCUMENTATION OF
ADEQUATE IRON STORES W/ SERUM FERRITIN GREATER THAN 100 NG/ML OR TRANSFERRIN
LEVEL SATURATION GREATER THAN 20% OR A HISTORY OF CHELATION THERAPY FOR
IRON.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
12 MONTHS
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OTHER CRITERIA

REAUTHORIZATION WILL REQUIRE REPEAT HGB (WITHIN 3 MONTHS OF REAUTH) AND
FERRITIN OR TSAT LEVELS (WITHIN 6 MONTHS OF REAUTH). THIS DRUG MAY BE EITHER
BUNDLED WITH AND COVERED UNDER END STAGE RENAL DISEASE DIALYSIS RELATED
SERVICES OR COVERED UNDER MEDICARE D DEPENDING UPON THE CIRCUMSTANCES.
INFORMATION MAY NEED TO BE SUBMITTED DESCRIBING THE USE AND SETTING OF THE
DRUG TO MAKE THE DETERMINATION.

PAGE 44 LAST UPDATED 05/2024



ARAZL O(GHP)

MEDICATION(S)
ARAZLO

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DIAGNOSIS OF ACNE, ACNE VULGARIS, OR ADULT-ONSET ACNE.

AGE RESTRICTION
MUST BE 9 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA

FOR MEMBERS 12 YEARS OF AGE AND OLDER: DOCUMENTATION OF THERAPEUTIC FAILURE
ON, INTOLERANCE TO, OR CONTRAINDICATION TO TWO FORMULARY TOPICAL RETINOIDS,
SUCH AS BUT NOT LIMITED TO ADAPALENE AND TRETINOIN.
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ARCALYST(GHP)

MEDICATION(S)
ARCALYST

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DX OF CRYOPYRIN-ASSOCIATED PERIODIC SYNDROME (CAPS), INCLUDING FAMILIAL COLD
AUTOINFLAMMATORY SYNDROME (FCAS), AND MUCKLE-WELLS SYNDROME (MWS)
SUPPORTED BY DOCUMENTATION OF GENETIC TESTING TO IDENTIFY THE CIAS1/NLRP-3
GENE MUTATION. DX OF DEFICIENCY OF INTERLEUKIN-1 RECEPTOR ANTAGONIST (DIRA)
SUPPORTED BY DOCUMENTATION OF A HOMOZYGOUS OR COMPOUND HETEROZYGOUS
MUTATION IN IL 1 RN (INTERLEUKIN 1 RECEPTRO ANTAGONIST GENE) AND
DOCUMENTATION THAT MEDICATION IS BEING USED FOR MAINTENANCE OF REMISSION OF
DIRA. DX OF RECUURENT PERICARDITIS (RP) AS EVIDENCED BY A RECURRENCE OF
PERICARDITIS AFTER A SYMPTOM FREE INTERVAL OF 4 TO 6 WEEKS OR LONGER
FOLLOWING A DOCUMENTED EPEISODE OF ACUTE PERICARDITIS.

AGE RESTRICTION
FOR RECURRENT PERICARDITIS: 12 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
IMMUNOLOGIST, RHEUMATOLOGIST, PEDIATRICIAN, ALLERGIST OR CARDIOLOGIST

COVERAGE DURATION
3 MONTHS INITIAL, 12 MONTHS CONTINUATION

OTHER CRITERIA
FOR CAPS: DOCUMENTATION OF A THERAPEUTIC FAILURE ON, INTOLERANCE TO, OR
CONTRAINDICATION TO KINERET. REAUTHORIZATION WILL REQUIRE CONTINUED
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IMPROVEMENT IN THE SIGNS AND SYMPTOMS OF THE DISEASE. FOR DIRA:
DOCUMENTATION OF A MEMBER WEIGHT GREATER THAN OR EQUAL TO 10 KG AND
DOCUMENTATION OF REMISSION OF DIRA THAT WAS INDUCED BY ANAKINRA AND
DOCUMENTATION OF THERAPEUTIC FAILURE, INTOLERANCE OR CONTRAINDICATION OF
CONTINUING ANAKINRA. FOR RP: DOCUMENTATION OF A THERAPEUTIC FAILURE ON,
INTOLERANCE TO, OR CONTRAINDICATION TO (1) COLCHICINE AND (2) A NONSTEROIDAL
ANTI-INFLAMMATORY DRUG (NSAID) OR ASPIRIN. REAUTHORIZATION WILL REQUIRE
MEDICAL RECORD DOCUMENTATION SHOWING MAINTENANCE OR IMPROVEMENT OF
CONDITION.
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ARISTADA INITIO(GHP)

MEDICATION(S)
ARISTADA INITIO

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
Documentation of a diagnosis of schizophrenia AND documentation that medication is being used for
treatment initiation with transition to Aristada.

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
1 MONTH

OTHER CRITERIA

Documentation that Aristada Initio will be given as a single dose in combination with one 30 mg dose of
oral aripiprazole and the first month's dose of Aristada. Documentation of a therapeutic failure on or
intolerance to the oral equivalent form of the medication.
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ARZERRA(GHP)

MEDICATION(S)
ARZERRA

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DX OF CHRONIC LYMPHOCYTIC LEUKEMIA (CLL)

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
HEMATOLOGIST OR ONCOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA

DOCUMENTATION THAT CLL IS REFRACTORY TO BOTH FLUDARABINE AND ALEMTUZUMAB
OR FOR PREVIOUSLY UNTREATED: DOCUMENTATION OF USE IN COMBINATION WITH
CHLORAMBUCIL AND DOCUMENTATION OF INABILITY TO USE FLUDARABINE OR FOR
RELAPSE: DOCUMENTATION OF USE IN COMBINATION WITH FLUDARABINE AND
CYCLOPHOSPHAMIDE OR FOR EXTENDED TREATMENT: DOCUMENTATION OF COMPLETE
OR PARTIAL RESPONSE AFTER AT LEAST TWO LINES OF THERAPY FOR RECURRENT OR
PROGRESSIVE DISEASE. SUBSEQUENT APPROVAL AFTER 12 MONTHS WILL REQUIRE
DOCUMENTATION OF CONTINUED DISEASE IMPROVEMENT OR LACK OF DISEASE
PROGRESSION.
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ASTAGRAE(GHP)

MEDICATION(S)
ASTAGRAF XL

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
Diagnosis of kidney transplant.

AGE RESTRICTION
Must be 4 years of age or older

PRESCRIBER RESTRICTION
TRANSPLANT SPECIALIST OR PHYSICIAN EXPERIENCED IN IMMUNOSUPPRESSIVE THERAPY

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA
If greater than 18 years of age: documentation of rationale for not using Envarsus XR if clinically
appropriate.
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AUGTYRO(GHP)

MEDICATION(S)
AUGTYRO

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DIAGNOSIS OF LOCALLY ADVANCED OR METASTATIC NON-SMALL CELL LUNG CANCER
(NSCLC) WHOSE TUMORS ARE ROS1-POSITIVE.

AGE RESTRICTION
18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
ONCOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA
REAUTHORIZATION WILL REQUIRE DOCUMENTATION OF CONTINUED DISEASE
IMPROVEMENT OR LACK OF DISEASE PROGRESSION.
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AUSTEDO(GHP)

MEDICATION(S)
AUSTEDO, AUSTEDO PATIENT TITRATION KIT

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

Diagnosis of Huntingtons disease AND documentation of symptoms of chorea AND documentation of
baseline total maximal chorea score prior to initiating therapy AND either evaluation by a psychiatrist if
there is a history of prior suicide attempt, bipolar disorder, or major depressive disorder OR
documentation of a mental health evaluation performed by the prescriber. Diagnosis of tardive
dyskinesia as evidenced by either moderate to severe abnormal body movements (AIMS score 3 or 4)
in at least 1 body area or mild abnormal body movements (AIMS score 1 or 2) in 2 or more body areas
AND documentation of no other causes of involuntary movements AND documentation of baseline
AIMS score prior to initiating therapy AND if the symptoms are related to use of a first-generation
antipsychotic, documentation that a switch to a second generation antipsychotic has been attempted
and did not resolve symptoms OR provider rationale as to why a switch to a second generation
antipsychotic would not be appropriate.

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
BY OR IN CONSULTATION WITH PSYCHIATRIST, NEUROLOGIST OR MOVEMENT DISORDER
SPECIALIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA
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For Huntingtons: therapeutic failure on, intolerance to or contraindication to tetrabenazine. For tardive
dykinesia: therapeutic failure on, intolerance to, or contraindication to valbenazine. Reauthorization for
huntingtons will require documentation of an improvement in chorea as evidenced by a reduction in the
total maximal chorea score from baseline. Reauthorization for tardive dyskinesia will require
documentation of an improvement in symptoms as evidenced by a reduction from baseline AIMS

Sscore.
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AUVELITY(GHP)

MEDICATION(S)
AUVELITY

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF MAJOR DEPRESSIVE DISORDER.

AGE RESTRICTION
18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA

DOCUMENTATION OF THERAPEUTIC FAILURE ON OR INTOLERANCE TO TWO

ANTIDEPRESSANT CLASSES.
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AVSOLA(GHP)

MEDICATION(S)
AVSOLA, INFLECTRA

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

CROHN'S DISEASE- DIAGNOSIS OF MODERATE TO SEVERE CROHN'S AND DOCUMENTATION
OF FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO 12 WEEKS OF HUMIRA
THERAPY OR DIAGNOSIS OF CROHN'S WITH ACTIVE DRAINING FISTULAS. RA - DIAGNOSIS
OF MODERATE TO SEVERE RA MADE IN ACCORDANCE WITH THE AMERICAN COLLEGE OF
RHEUMATOLOGY CRITERIA FOR THE CLASSIFICATION AND DIAGNOSIS OF RA AND BEING
USED IN CONJUNCTION WITH METHOTREXATE. ANKYLOSING SPONDYLITIS - DIAGNOSIS OF
ANKYLOSING SPONDYLITIS. PLAQUE PSORIASIS - DIAGNOSIS OF CHRONIC, SEVERE
PLAQUE PSORIASIS WITH AT LEAST 5% BSA OR AFFECTING CRUCIAL BODY AREAS SUCH AS
HANDS, FEET, FACE OR GENITALS. PSORIATIC ARTHRITIS - DIAGNOSIS OF MODERATELY TO
SEVERELY ACTIVE PSA AND HISTORY OF PSORIASIS OR ACTIVE PSORIATIC LESIONS.
ULCERATIVE COLITIS - DIAGNOSIS OF MODERATE TO SEVERE UC

AGE RESTRICTION

MUST BE AT LEAST 18 YEARS OF AGE FOR THE FOLLOWING DIAGNOSES - RA, ,ANKYLOSING
SPONDYLITIS, PLAQUE PSORIASIS, PSORIATIC ARTHRITIS. MUST BE AT LEAST 6 YEARS OF
AGE FOR CROHNS DISEASE AND ULCERATIVE COLITIS.

PRESCRIBER RESTRICTION
RHEUMATOLOGIST, DERMATOLOGIST OR GASTROENTEROLOGIST

COVERAGE DURATION
12 MONTHS
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OTHER CRITERIA

DOCUMENTATION THAT MEDICATION IS NOT BEING USED CONCURRENTLY WITH A TNF
BLOCKER OR OTHER BIOLOGIC AGENT. FOR RA: THERAPEUTIC FAILURE ON, INTOLERANCE
TO OR CONTRAINDICATION TO A MINIMUM 3 MONTH TRIAL OF TWO PREFERRED BIOLOGIC
AGENTS FOR RA (ENBREL, HUMIRA, RINVOQ, XELJANZ). FOR UC: FAILURE ON,
INTOLERANCE TO, OR CONTRAINDICATION TO A MINIMUM 3 MONTH TRIAL OF TWO
PREFERRED BIOLOGIC AGENTS FOR UC (HUMIRA, RINVOQ, SIMPONI, XELJANZ) OR
DOCUMENTATION THAT AVOSLA IS BEING PRESCRIBED TO INDUCE DISEASE REMISSION.
FOR PSORIATIC ARTHRITIS: FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO A
MINIMUM 3 MONTH TRIAL OF TWO PREFERRED BIOLOGIC AGENTS FOR PSA (ENBREL,
HUMIRA, OTEZLA, SKYRIZI, TREMFYA, RINVOQ, XELJANZ, COSENTYX). FOR PP:
THERAPEUTIC FAILURE ON, INTOLERANCE TO OR CONTRAINDICATION TO A MINIMUM 3
MONTH TRIAL OF TWO PREFERRED AGENTS FOR PP (COSENTYX, ENBREL, HUMIRA,
OTEZLA, SKYRIZI, TREMFYA). FOR ANKYLOSING SPONDYLITIS: FAILURE ON, INTOLERANCE
TO, OR CONTRAINDICATION TO A MINIMUM 3 MONTH TRIAL OF TWO PREFERRED BIOLOGIC
AGENTS FOR AS (COSENTYX, HUMIRA, RINVOQ, XELJANZ). FOR CONTINUED THERAPY,
MEDICAL RECORD DOCUMENTATION SHOWING MAINTENANCE OR IMPROVEMENT OF
CONDITION.
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AVYCAZ(GHP)

MEDICATION(S)
AVYCAZ

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF COMPLICATED INTRA-ABDOMINAL INFECTION (clAl) CAUSED BY ONE OF THE
FOLLOWING SUSCEPTIBLE MICROORGANISMS: Citrobacter freundii complex, Enterobacter
cloacae, Escherichia coli, Klebsiella oxytoca, Klebsiella pneumoniae, Proteus mirabilis, OR
Pseudomonas aeruginosa. DIAGNOSIS OF HOSPITAL-ACQUIRED BACTERIAL PNEUMONIA
(HABP) OR VENTILATOR-ASSOCIATED BACTERIAL PNEUMONIA (VABP) CAUSED BY ONE OF
THE FOLLOWING SUSCEPTIBLE MICROORGANISMS: K. pneumoniae, E. cloacae, E. coli, Serratia
marcescens, P. mirabilis, P. aeruginosa, OR Haemophilus influenzae. DIAGNOSIS OF
COMPLICATED URINARY TRACT INFECTIONS (UTI) CAUSED BY ONE OF THE FOLLOWING
SUSCEPTIBLE MICROORGANISMS: C. freundii complex, E. cloacae, E. coli, K. pneumoniae, P.
mirabilis, OR P. aeruginosa.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
WRITTEN BY OR IN CONSULTATION WITH A INFECTIOUS DISEASE PROVIDER

COVERAGE DURATION
2 WEEKS

OTHER CRITERIA
FOR clAl: DOCUMENTATION THAT AVYCAZ WILL BE USED IN COMBINATION WITH
METRONIDAZOLE. MEDICAL RECORD DOCUMENTATION OF A CULTURE AND SENSITIVITY
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SHOWING THE PATIENTS INFECTION IS NOT SUSCEPTIBLE TO ALTERNATIVE ANTIBIOTIC
TREATMENTS OR A DOCUMENTED HISTORY OF PREVIOUS INTOLERANCE TO OR
CONTRAINDICATION TO TWO PREFERRED ALTERNATIVE FORMULARY ANTIBIOTICS SHOWN
TO BE SUSCEPTIBLE ON CULTURE AND SENSITIVITY.
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AYVAKIT(GHP)

MEDICATION(S)
AYVAKIT

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF UNRESECTABLE OR METASTATIC GASTROINTESTINAL STROMAL TUMOR
(GIST) AND DOCUMENTATION OF A PLATELET-DERIVED GROWTH FACTOR RECEPTOR
ALPHA (PDGFRA) EXON 18 MUTATION. DIAGNOSIS OF ADVANCED SYSTEMIC MASTOCYTOSIS
(ADVSM), INCLUDING: AGGRESSIVE SYSEMIC MASTOCYTOSIS (ASM), SYSTEMIC
MASTOCYTOSIS WITH AN ASSOCIATED HEMATOLOGICAL NEOPLASM (SM-AHN), OR MAST
CELL LEUKEMIA (MCL). DIAGNOSIS OF INDOLENT SYSTEMIC MASTOCYTOSIS (ISM).

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
ONCOLOGIST, HEMATOLOGIST, ALLERGIST OR IMMUNOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA

FOR AdvSM AND ISM: DOCUMENTATION OF A PLATELET COUNT GREATER THAN OR EQUAL
TO 50 X 109/L. FOR ISM: DOCUMENTATION OF A DOSE CONSISTENT WITH FDA-APPROVED
LABELING. REAUTHORIZATIONS WILL REQUIRE DOCUMENTATION OF CONTINUED DISEASE
IMPROVEMENT OR LACK OF DISEASE PROGRESSION.
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BACLOFEN(GHP)

MEDICATION(S)
BACLOFEN 10 MG/5ML SOLUTION

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
Documentation of a diagnosis of spasticity from multiple sclerosis OR spinal cord injuries and/or
diseases.

AGE RESTRICTION
12 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA
Documentation of inability to tolerate or swallow tablets OR documentation of therapeutic failure on or
contraindication to baclofen tablets and tizanidine tablets.
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BALVERSA(GHP)

MEDICATION(S)
BALVERSA

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
Dx of locally advanced or metastatic urothelial carcinoma with susceptible FGFR3 genetic alterations,
that has progressed during or following at least one prior line of systemic therapy.

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
ONCOLOGIST OR UROLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA
REAUTHORIZATIONS WILL REQUIRE DOCUMENTATION OF CONTINUED DISEASE
IMPROVEMENT OR LACK OF DISEASE PROGRESSION
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BANZEL (GHP)

MEDICATION(S)
RUFINAMIDE

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DX OF LENNOX-GASTAUT SYNDROME or FOR USE IN REFRACTORY PARTIAL SEIZURES AS
DEFINED AS FAILURE ON TWO FORMULARY SEIZURE MEDICATIONS

AGE RESTRICTION
MUST BE 1 YEAR OF AGE OR OLDER

PRESCRIBER RESTRICTION
NEUROLOGIST

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA
N/A
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BAVENCIO(GHP)

MEDICATION(S)
BAVENCIO

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF METASTATIC MERKEL CELL CARCINOMA (MCC). DIAGNOSIS OF LOCALLY
ADVANCED OR METASTATIC UROTHELIAL CARCINOMA WITH ONE OF THE FOLLOWING:
DISEASE PROGRESSION DURING OR FOLLOWING PLATINUM-CONTAINING CHEMOTHERAPY
OR DISEASE PROGRESSION WITHIN 12 MONTHS OF NEOADJUVANT OR ADJUVANT
TREATMENT WITH PLATINUM-CONTAINING CHEMOTHERAPY OR FOR USE AS MAINTENANCE
TREATMENT WITH NO PROGRESSION FOLLOWING FIRST-LINE PLATINUM CONTAINING
CHEMOTHERAPY. DIAGNOSIS OF ADVANCED RENAL CELL CARCINOMA AND
DOCUMENTATION OF USE AS FIRST LINE TREATMENT IN COMBINATION WITH AXITINIB.

AGE RESTRICTION
MUST BE 12 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
HEMATOLOGIST OR ONCOLOGIST

COVERAGE DURATION
6 MONTHS INITIAL, 12 MONTHS RENEWAL

OTHER CRITERIA
REAUTHORIZATIONS WILL REQUIRE DOCUMENTATION OF CONTINUED DISEASE
IMPROVEMENT OR LACK OF DISEASE PROGRESSION
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BAXDELA(GHP)

MEDICATION(S)
BAXDELA

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

Documentation of either a diagnosis of acute bacterial skin and skin structure infections (ABSSSI)
caused by susceptible isolates of the following: Staphylococcus aureus (including methicillin-resistant
(MRSA) and methicillin-susceptible (MSSA) isolates), Staphylococcus haemolyticus, Staphylococcus
lugdunensis, Streptococcus agalactiae, Streptococcus anginosus Group (including Streptococcus
anginosus, Streptococcus intermedius, and Streptococcus constellatus), Streptococcus pyogenes,
Enterococcus faecalis, Escherichia coli, Enterobacter cloacae, Klebsiella pneumoniae, or
Pseudomonas aeruginosa OR Documentation of community-acquired bacterial pneumonia (CABP)
caused by the following susceptible microorganisms: Streptococcus pneumoniae, Staphylococccus
aureus (MSSA isolates only), Klebsiella pneumoniae, Escherichia coli, Pseudomonas aeruginosa,
Haemophilus influenzae, Haemophilus parainfluenzae, Chlamydia pneumoniae, Legionella
pneumophila, or Mycloplasma pneumoniae AND documentation of culture and sensitivity showing the
patient's infection is not susceptible to alternative antibiotic treatments OR a documented history of
previous intolerance to or contraindication to other antibiotics shown to be susceptible on the culture
and sensitivity OR documentation that therapy was initiated during an inpatient setting.

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
WRITTEN BY OR IN CONSULTATION WITH A INFECTIOUS DISEASE PROVIDER

COVERAGE DURATION
2 WEEKS
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OTHER CRITERIA
For Baxdela injection formulation: documentation of reason why the oral formulation cannot be tried or
IS not appropriate.
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BECONASE AQ(GHP)

MEDICATION(S)
BECONASE AQ

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
Documentation of allergic or vasomotor rhinitis OR documentation of use for the prevention of nasal

polyps.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA

For rhinitis: documentation of failure on, intolerance to, or contraindication to two formulary agents
(flunisolide, fluticasone propionate, mometasone, budesonide). For prevention of nasal polyps:
documentation of failure on, intolerance to, or contraindication to mometasone.
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BELEODAQ(GHP)

MEDICATION(S)
BELEODAQ

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DIAGNOSIS OF RELAPSED OR REFRACTORY PERIPHERAL T-CELL LYMPHOMA

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
ONCOLOGIST OR HEMATOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA
REAUTHORIZATIONS WILL REQUIRE DOCUMENTATION OF CONTINUED DISEASE
IMPROVEMENT OR LACK OF DISEASE PROGRESSION
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BEMPEDOIC ACID(GHP)

MEDICATION(S)
NEXLETOL, NEXLIZET

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DOCUMENTATION OF EITHER CLINICAL ATHEROSCLEROTIC CARDIOVASCULAR DISEASE
(ASCVD), INCLUDING ACUTE CORONARY SYNDROMES (A HISTORY OF MYOCARDIAL
INFARCTION OR UNSTABLE ANGINA), CORONARY OR OTHER ARTERIAL
REVASCULARIZATION, STROKE, TRANSIENT ISCHEMIC ATTACK, OR PERIPHERAL ARTERIAL
DISEASE PRESUMED TO BE OF ATHEROSCLEROTIC ORIGIN OR HETEROZYGOUS FAMILIAL
HYPERCHOLESTEROLEMIA (HEFH). FOR HEFH ONE OF THE FOLLOWING: GENETIC TESTING
TO CONFIRM MUTATION IN THE LDL RECEPTOR, PCSK9, OR APOB GENE OR
DOCUMENTATION OF DEFINITE HEFH (SCORE GREATER THAN 8) ON THE DIAGNOSTIC
CRITERIA SCORING SYSTEM AS DEFINED BY THE DUTCH LIPID CLINIC NETWORK
DIAGNOSTIC CRITERIA. DOCUMENTATION OF A BASELINE LDL DRAWN WITHIN 3 MONTHS OF
THE START OF THERAPY SHOWING AN LDL GREATER THAN 100 IF USING FOR HEFH AND
USING FOR PRIMARY PREVENTION OR AN LDL GREATER THAN 70 IF USING FOR
SECONDARY PREVENTION. FOR STATIN TOLERANT PATIENTS, DOCUMENTATION OF AN
INABILITY TO ACHIEVE AND MAINTAIN LDL GOAL WITH ONE OF THE FOLLOWING (1)
MAXIMUM TOLERATED DOSE OF A HIGH INTENSITY STATIN (ATORVASTATIN 40 MG OR
HIGHER OR ROSUVASTATIN 20 MG OR HIGHER) OR (2) A MAXIMALLY TOLERATED DOSE OF
ANY STATIN GIVEN THAT THE PATIENT HAS HAD A PREVIOUS TRIAL OF EITHER
ATORVASTATIN OR ROSUVASTATIN, WITH PRESCRIBERS DOCUMENTATION REGARDING
LENGTH OF PREVIOUS TRIALS OF STATINS. PATIENT MUST INTEND TO CONTINUE ON
MAXIMAL STATIN THERAPY ONCE BEMPEDOIC ACID THERAPY IS STARTED. FOR STATIN
INTOLERANT PATIENTS, DOCUMENTATION OF REASON FOR STATIN INTOLERANCE.

AGE RESTRICTION
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MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA

Documentation of therapeutic failure of a trial of ezetemibe alone. Therapeutic failure is defined as an
inability to reach target LDL goals (less than 100 mg/dL for patients with HeFH in primary prevention or
less than 70 mg/dL for ASCVD or for patients with HeFH using Praluent as secondary prevention)
despite at least a 3 month trial. Intolerance to statins is defined as increased LFTs, intolerable myalgia
(muscle symptoms without creatinine kinase (CK) elevations) or myopathy (muscle symptoms with CK
elevations), or myositis (elevations in CK without muscle symptoms), which persist after two retrials
with a different dose or different dosing strategy (every other day) of alternative moderate- or high-
intensity statin. Contraindications to statins are defined as active liver disease, previous history of
rhabdomyolysis, or hypersensitivity.
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BENLYSTA(GHP)

MEDICATION(S)
BENLYSTA

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DOCUMENTATION OF SYSTEMIC LUPUS ERYTHEMATOSUS AND DOCUMENTATION THAT
PATIENT HAS ACTIVE DISEASE or RECURRENT FLARES or INABILITY TO WEAN STEROIDS IN
SLE. DOCUMENTATION OF A POSITIVE ANA/ANTI-DSDNA ANTIBODY. DOCUMENTATION THAT
MEDICATION IS BEING USED IN COMBINATION WITH, OR PATIENT HAS A CONTRAINDICATION
OR INTOLERANCE TO, STANDARD THERAPY (SUCH AS BUT NOT LIMITED TO
CORTICOSTEROIDS, NSAIDS ANTI-MALARIALS OR IMMUNOSUPPRESSANTS).
DOCUMENTATION OF NO CNS INVOLVEMENT. DOCUMENTATION OF A DIAGNOSIS OF ACTIVE
LUPUS NEPHRITIS, CLASS I1I, IV, V ALONE OR IN COMBINATION, CONFIRMED BY A KIDNEY
BIOPSY.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
RHEUMATOLOGIST OR NEPHROLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA

FOR LUPUS NEPHRITIS: DOCUMENTATION THAT MEDICATION WILL BE PRESCRIBED IN
COMBINATION WITH STANDARD THERAPY (SUCH AS MYCOPHENOLATE MOFETIL (MMF),
CORTICOSTEROIDS, CYCLOPHOSPHAMIDE, OR AZATHIOPRINE). REAUTHORIZTION FOR
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LUPUS NEPHRITIS WILL REQUIRE DOCUMENTATION OF A POSITIVE CLINICAL RESPONSE TO
THERAPY (SUCH AS IMPROVEMENT OR STABILIZATION IN UPCR, eGFR, OR RENAL RELATED
EVENTS) and DOCUMENTATION OF CONTINUED USE IN COMBINATION WITH STANDARD
THERAPY. REAUTHORIZATION FOR SLE WILL REQUIRE DOCUMENTATION SHOWING
CLINICAL BENEIFT OF ONE OF THE FOLLOWING: IMPROVEMENT IN FUNCTIONAL
IMPAIRMENT, DECREASE IN THE NUMBER OF EXACERBATIONS SINCE STARTING THERAPY,
OR DECREASE IN THE DAILY REQUIRED DOSE OF ORAL CORTICOSTEROIDS
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BESPONSA(GHP)

MEDICATION(S)
BESPONSA

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DIAGNOSIS OF RELAPSED OR REFRACTORY B-CELL PRECURSOR ACUTE LYMPHOBLASTIC
LEUKEMIA (ALL)

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
ONCOLOGIST OR HEMATOLOGIST

COVERAGE DURATION
3 MONTHS

OTHER CRITERIA

ONE TIME REAUTHORIZATION WILL REQUIRE DOCUMENTATION OF THE FOLLOWING:
PATIENT IS NOT RECEIVING HEMATOPOIETIC STEM CELL TRANSPLANT (HSCT) AND HAS
ACHIEVED COMPLETE REMISSION OR COMPLETE REMISSION WITH INCOMPLETE
HEMATOLOGIC RECOVERY AND MINIMAL RESIDUAL DISEASE (MRD) AND IS NOT
EXPERIENCING TOXICITY OR WORSENING OF DISEASE.
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BESREMI(GHP)

MEDICATION(S)
BESREMI

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DOCUMENTATION OF A DIAGNOSIS OF POLYCYTHEMIA VERA

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
HEMATOLOGIST OR ONCOLOGIST

COVERAGE DURATION
6 MONTHS

OTHER CRITERIA

DOCUMENTATION OF AN INADEQUATE RESPONSE OR INTOLERANCE TO HYDROXYUREA.
REAUTHORIZATION WILL REQUIRE DOCUMENTATION OF CONTINUED DISEASE
IMPROVEMENT OR LACK OF DISEASE PROGRESSION.
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BETHKIS(GHP)

MEDICATION(S)
TOBRAMYCIN 300 MG/4ML NEBU SOLN

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DX OF CYSTIC FIBROSIS

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION

PULMONOLOGIST OR INFECTIOUS DISEASE SPECIALIST

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA
N/A
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BEXAROTENE GEL(GHP)

MEDICATION(S)
BEXAROTENE 1 % GEL

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

Documentation of cutaneous lesions of stage IA or IB Cutaneous T-cell ymphoma (CTCL) in patients
who have refractory or persistent disease after other therapies or who have not tolerated other
therapies.

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
Prescribed by or in consultation with oncologist or dermatologist.

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA

REAUTHORIZATIONS WILL REQUIRE DOCUMENTATION OF CONTINUED DISEASE
IMPROVEMENT OR LACK OF DISEASE PROGRESSION and DOCUMENTATION THAT MEMBER
CONTINUES TO BE FOLLOWED BY AN ONCOLOGIST OR DERMATOLOGIST.
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BEYFORTUS(GHP)

MEDICATION(S)
BEYFORTUS

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

PROPHYAXIS OF SERIOUS LOWER RESPIRATORY TRACT DISEASE CAUSED BY
RESPIRATORY SYNCYTIAL VIRUS (RSV) IN PEDIATRIC PATIENTS AT HIGH RISK, INCLUDING
THOSE WITH BRONCHOPULMONARY DYSPLASIA OR COGENITAL HEART DISEASE, AND
THOSE BORN PREMATURELY.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
5 MONTHS

OTHER CRITERIA
DOCUMENTATION THAT MEMBER HAS NOT RECEIVED SYNAGIS DURING THE CURRENT RSV
SEASON.

PAGE 76 LAST UPDATED 05/2024



BLINCYTO(GHP)

MEDICATION(S)
BLINCYTO

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF RELAPSED OR REFRACTORY CD19-POSITIVE B-CELL PRECURSOR ACUTE
LYMPHOBLASTIC LEUKEMIA (ALL) OR DIAGNOSIS OF CD19-POSITIVE B-CELL PRECURSOR
ACUTE LYMPHOBLASTIC LEUKEMIA (ALL) IN FIRST OR SECOND REMISSION WITH MINIMAL
RESIDUAL DISEASE (MRD) GREATER THAN OR EQUAL TO 0.1%

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
ONCOLOGIST OR HEMATOLOGIST

COVERAGE DURATION
RELAPSED OR REFRACTORY DISEASE: 20 MONTHS, MRD B CELL ALL: 6 MONTHS

OTHER CRITERIA
REAUTHORIZATIONS WILL REQUIRE DOCUMENTATION OF WELL-CONTROLLED PEER-
REVIEWED LITERATURE WITH EVIDENCE SUPPORTING THE REQUEST.

PAGE 77 LAST UPDATED 05/2024



BONIVA IV(GHP)

MEDICATION(S)
IBANDRONATE SODIUM 3 MG/3ML SOLUTION

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DX OF OSTEOPOROSIS IN POSTMENOPAUSAL WOMEN

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA

INTOLERANCE TO ORAL BIPHOSPHONATES OR INABILITY TO REMAIN IN AN UPRIGHT
POSITION FOR A MINIMUM OF 30-60 MINUTES AFTER INGESTION OR DISRUPTION OF THE
ALIMENTARY TRACT DUE TO ANY OF THE FOLLOWING REASONS WHICH PRECLUDES THE
USE OF ORAL BISPHOSPHONATES: OBSTRUCTING STRICTURE OR NEOPLASM OF THE
ESOPHAGUS, STOMACH OR INTESTINE OR SHORT BOWEL SYNDROME SECONDARY TO
EXTENSIVE SMALL BOWEL RESECTION OR MOTILITY DISORDER OR MALABSORPTION
SECONDARY TO ENTEROVESICAL, ENTEROCUTANEOUS OR ENTEROCOLIC FISTULAS OR
PROLONGED PARALYTIC ILEUS FOLLOWING SURGERY OR INJURY AND FAILURE ON,
INTOLERANCE TO, OR CONTRAINDICATION TO ZOLEDRONIC ACID. THIS DRUG MAY BE
COVERED UNDER MEDICARE PART B, BUNDLED WITH AND COVERED UNDER END STAGE
RENAL DISEASE DIALYSIS RELATED SERVICES (PART B) OR COVERED UNDER MEDICARE
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PART 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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BONJESTA(GHP)

MEDICATION(S)
BONJESTA

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF NAUSEA AND VOMITING OF PREGNANCY IN ADULT WOMEN

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
9 MONTHS

OTHER CRITERIA
N/A
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BOSULIF(GHP)

MEDICATION(S)
BOSULIF

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DOCUMENTATION OF CHRONIC, ACCELERATED, OR BLAST PHASE PH POSITIVE CHRONIC
MYELOGENOUS LEUKEMIA (CML) or DOCUMENTATION OF NEWLY DIAGNOSED CHRONIC
PHASE PHILADELPHIA CHROMOSOME-POSITIVE CHRONIC MYELOID LEUKEMIA.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
HEMATOLOGIST OR ONCOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA

FOR ALL INDICATIONS EXCEPT NEWLY DIAGNOSED CHRONIC PHASE PHILADELPHIA
CHROMOSOME POSITIVE CML: FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO
ONE OF THE FOLLOWING PRIOR THERAPIES IMATINIB, SPRYCEL, OR TASIGNA.
SUBSEQUENT APPROVAL AFTER 12 MONTHS WILL REQUIRE DOCUMENTATION OF
CONTINUED DISEASE IMPROVEMENT OR LACK OF DISEASE PROGRESSION.
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BRAFTOVI(GHP)

MEDICATION(S)
BRAFTOVI

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

Diagnosis of unresectable or metastatic melanoma AND documentation that medication is being
prescribed in combination with Mektovi AND documentation of BRAF V600E OR V600K mutation as
detected by an FDA approved test. Documentation of metastatic colorectal cancer with progression on
at least one prior therapy AND documentation that medication is being prescribed in combination with
cetuximab AND documentation of a BRAF V600E mutation as detected by an FDA approved test.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
ONCOLOGIST OR HEMATOLOGIST OR DERMATOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA
Reauthorizations will require documentation of continued disease improvement or lack of disease
progression.
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BRIUMVI(GHP)

MEDICATION(S)
BRIUMVI

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DOCUMENTATION OF A DIAGNOSIS OF A RELAPSING FORM OF MULTIPLE SCLEROSIS (MS),
INCLUDING CLINICALLY ISOLATED SYNDROME, RELAPSING-REMITTING DISEASE, AND
ACTIVE SECONDARY PROGRESSIVE DISEASE AND DOCUMENTATION OF A HEPATITIS B
SCREENING.

AGE RESTRICTION
18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
NEUROLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA

DOCUMENTATION OF FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO ONE
FORMULARY ALTERNATIVE FOR THE TREATMENT OF MULTIPLE SCLEROSIS.
REAUTHORIZATION WILL REQUIRE DOCUMENTATION OF DISEASE IMPROVEMENT OR LACK
OF DISEASE PROGRESSION.
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BRIVIACT(GHP)

MEDICATION(S)
BRIVIACT 50 MG/5ML SOLUTION

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DOCUMENTATION OF A DIAGNOSIS OF PARTIAL-ONSET SEIZURES AND DOCUMENTATION
THAT BRIVIACT IS NOT BEING USED IN COMBINATION WITH LEVETIRACETAM

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
1 WEEK

OTHER CRITERIA
DOCUMENTATION OF INABILITY TO USE ORAL FORMULATION OF MEDICATION.
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BRONCHITOL(GHP)

MEDICATION(S)
BRONCHITOL, BRONCHITOL TOLERANCE TEST

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
Documentation of a diagnosis of cystic fibrosis (CF) AND documentation of use as add-on
maintenance therapy.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
By or in consultation with a pulmonologist or CF specialist

COVERAGE DURATION
12 months

OTHER CRITERIA

Documentation of use in conjunction with standard CF therapies (such as, but not limited to:
bronchodilators, antibiotics, or anti-inflammatory therapy). Documentation that patient has passed the
bronchitol tolerance test. Reauthorization will require positive clinical response to therapy based on
provider assessment.
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BROVANA(GHP)

MEDICATION(S)
ARFORMOTEROL TARTRATE

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DX OF COPD

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA

FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO SEREVENT OR

DOCUMENTATION OF INABILITY TO USE AN INHALER.
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BRUKINSA(GHP)

MEDICATION(S)
BRUKINSA

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF MANTLE CELL LYMPHOMA (MCL) AND DOCUMENTATION OF THERAPEUTIC
FAILURE ON OR INTOLERANCE TO ONE PRIOR THERAPY. DIAGNOSIS OF WALDENSTROM'S
MACROGLOBULINEMIA. DIAGNOSIS OF RELAPSED OR REFRACTORY MARGINAL ZONE
LYMPHOMA (MZL) AND DOCUMENTATION OF THERAPEUTIC FAILURE ON OR INTOLERANCE
TO ONE PRIOR ANTI-CD20 BASED REGIMEN. DIAGNOSIS OF CHRONIC LYMPHOCYTIC
LEUKEMIA (CLL) OR SMALL LYMPHOCYTIC LYMPHOMA (SLL).

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
ONCOLOGIST OR HEMATOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA
Reauthorizations will require documentation of continued disease improvement or lack of disease
progression.
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BUDESONIDE ER(GHP)

MEDICATION(S)
BUDESONIDE ER

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
Diagnosis of ulcerative colitis

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
8 WEEKS

OTHER CRITERIA
Documentation of failure on, intolerance to, or contraindication to sulfasalazine, balsalazide, or an oral
mesalamine product
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BYLVAY(GHP)

MEDICATION(S)
BYLVAY, BYLVAY (PELLETS)

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DOCUMENTATION OF A DIAGNOSIS OF PROGRESSIVE FAMILIAL INTRAHEPATIC
CHOLESTASIS (PFIC). DOCUMENTATION OF THE PRESENCE OF MODERATE TO SEVERE
PRURITIS. DOCUMENTATION OF A DIAGNOSIS ALAGILLE SYNDROME (ALGS) AND
DOCUMENTATION OF THE PRESENCE OF MODERATE TO SEVERE PRURITUS.

AGE RESTRICTION
PFIC: 3 MONTHS OF AGE OR OLDER, ALGS: 12 MONTHS OF AGE OR OLDER

PRESCRIBER RESTRICTION
BY OR IN CONSULTATION WITH A HEPATOLOGIST OR GASTROENTEROLOGIST

COVERAGE DURATION
6 MONTHS

OTHER CRITERIA

DOCUMENTATION OF AN APPROPRIATE DOSE BASED ON PATIENTS WEIGHT. FOR PFIC:
DOCUMENTATION OF A THERAPEUTIC FAILURE ON, INTOLERANCE TO, OR
CONTRAINDICATION TO URSODIOL. FOR ALGS: DOCUMENTATION OF THERAPEUTIC
FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO TWO OF THE FOLLOWING:
CHOLESTYRAMINE, RIFAMPIN, OR NALTREXONE. REAUTHORIZATION WILL REQUIRE
DOCUMENTATION OF 1) IMPROVEMENT IN PRURITIS AND/OR REDUCTION IN SERUM BILE
ACID AND 2) DOCUMENTATION OF AN APPROPRIATE DOSE BASED ON THE PATIENTS
WEIGHT.
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CABLIVI(GHP)

MEDICATION(S)
CABLIV

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

Diagnosis of acquired thrombotic thrombocytopenic purpura (aTTP). Documentation of (1) use in
combination with daily plasma exchange and immunosuppressive therapy (such as glucocorticoids or
rituximab) AND documentation that the member has not experienced more than two recurrences of
aTTP while on Cablivi OR (2) documentation that the member previously received daily plasma
exchange, immunosuppresive therapy and Cablivi within the inpatient settings AND known date of the
last plasma exchange AND documentation that the member has not experienced more than two
recurrences of aTTP while on Cablivi AND documentation of either the date of plasma exchange is
within 30 days of the request date OR if the date of plasma exchange is greater than 30 days of the
request date, documentation of persistent underlying disease (such as suppressed ADAMTS 13
activity levels remain present) and documentation of not exceeding the maximum treatment duration of
Cablivi (30 days post plasma exchange and up to 28 days of extended treatment).

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
by or in consultation with a hematologist

COVERAGE DURATION
2 MONTHS INITIAL, 2 MONTHS REAUTH

OTHER CRITERIA
Reauthorization will be based on plasma exchange status and that member has not experienced more

PAGE 91 LAST UPDATED 05/2024



than two recurrences of aTTP while on Cablivi. If currently receiving plasma exchange, documentation
that medication is currently being used with plasma exchange and immunosuppressive therapy. If
plasma exchange has been completed within 30 days, documentation of previously receiving daily
plasma exchange and immunosuppressive therapy, the known date of the last plasma exchange, and
that the date of plasma exchange is within 30 days of the request date. If plasma exchange has been
completed for more than 30 days, documentation sign(s) of persistent underlying disease (such as
suppressed ADAMTS13 activity levels remain present) AND date of last plasma exchange AND
documentation of not exceeding the maximum treatment duration of Cablivi (30 days post plasma
exchange and up to 28 days of extended treatment).

PAGE 92 LAST UPDATED 05/2024



CABOMETYX(GHP)

MEDICATION(S)
CABOMETYX

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DOCUMENTATION OF USE IN COMBINATION WITH NIVOLUMAB FOR PREVIOUSLY
UNTREATED ADVANCED RENAL CELL CARCINOMA OR DOCUMENTATION OF USE AS A
SINGLE AGENT FOR RELAPSE OR FOR SURGICALLY UNRESECTABLE ADVANCED OR
METASTATIC RENAL CELL CARCINOMA. DOCUMENTATION OF HEPATOCELLULAR
CARCINOMA AND DOCUMENTATION OF A THERAPEUTIC FAILURE ON, INTOLERANCE TO OR
CONTRAINDICATION TO SORAFENIB. DOCUMENTATION OF LOCALLY ADVANCED OR
METASTATIC DIFFERENTIATED THYROID CANCER (DTC) AND DOCUMENTATION OF
PROGRESSION FOLLOWING PRIOR VEGFR-TARGETED THERAPY AND DOCUMENTATION
THAT MEMBER IS RADIOACTIVE IODINE-REFRACTORY OR INELIGIBLE.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
ONCOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA

IF THE REQUESTED DOSE IS 80 MG DAILY, DOCUMENTATION THAT THE PATIENT IS USING IN
COMBINATION WITH A STRONG CYP3A4 INDUCER, INCLUDING BUT NOT LIMITED TO,
RIFAMPIN, PHENYTOIN, CARBAMAZEPINE, PHENOBARBITAL, RIFABUTIN, RIFAPENTINE, OR
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ST. JOHN'S WORT. SUBSEQUENT APPROVAL AFTER 12 MONTHS WILL REQUIRE
DOCUMENTATION OF CONTINUED DISEASE IMPROVEMENT OR LACK OF DISEASE
PROGRESSION.
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CALQUENCE(GHP)

MEDICATION(S)
CALQUENCE

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

Diagnosis of mantle cell ymphoma (MCL) who have received at least one prior therapy OR diagnosis
of chronic lymphocytic leukemia (CLL) or small lymphocytic lymphoma (SLL). If the requested dose is
400 mg daily, need documentation that the patient is using in combination with a strong CYP3A
inducer, including but not limited to carbamazepine, enzalutamide, fosphenytoin, lumacaftor, mitotane,
phenytoin, rifampin, or St. John's Wort.

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
ONCOLOGIST OR HEMATOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA
Reauthorizations will require documentation of continued disease improvement or lack of disease
progression.
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CAMZYOS(GHP)

MEDICATION(S)
CAMZYOS

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF NYHA CLASS II-1ll OBSTRUCTIVE HYPERTROPHIC CARDIOMYOPATHY AND
DOCUMENTATION OF LEFT VENTRICULAR EJECTION FRACTION (LVEF) GREATER THAN OR
EQUAL TO 55 PERCENT.

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
CARDIOLOGIST

COVERAGE DURATION
6 MONTHS INITIAL, 12 MONTHS CONTINUATION

OTHER CRITERIA

DOCUMENTATION OF THERAPEUTIC FAILURE ON, INTOLERANCE TO, OR
CONTRAINDICATION TO TWO OF THE FOLLOWING: BETA BLOCKERS, NON-
DIHYDROPYRIDINE CALCIUM CHANNEL BLOCKERS, OR DISOPYRAMIDE.
REAUTHORIZATIONS WILL REQUIRE DOCUMENTATION OF LVEF GREATER THAN OR EQUAL
TO 50 PERCENT AND DOCUMENTATION OF CLINICAL IMPROVEMENT OR MAINTENANCE OF
CONDITION.
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CAPLYTA(GHP)

MEDICATION(S)
CAPLYTA

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DIAGNOSIS OF SCHIZOPHRENIA OR DEPRESSIVE EPISODES ASSOCIATED WITH BIPOLAR
DISORDER (BIPOLAR DEPRESSION).

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA

FOR SCHIZOPHRENIA: DOCUMENTATION OF THERAPEUTIC FAILURE ON, INTOLERANCE TO,
OR CONTRAINDICATION TO TWO FORMULARY ATYPICAL ANTIPSYCHOTICS (OLANZAPINE,
RISPERIDONE, QUETIAPINE, ZIPRASIDONE, ARIPIPRAZOLE) OR FOR BIPOLAR DEPRESSION:
DOCUMENTATION OF THERAPEUTIC FAILURE ON, INTOLERANCE TO, OR
CONTRAINDICATION TO QUETIAPINE AND LATUDA.
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CARBAGLU(GHP)

MEDICATION(S)
CARBAGLU, CARGLUMIC ACID

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DOCUMENTATION OF A DIAGNOSIS OF HYPERAMMONEMIA DUE TO THE DEFICIENCY OF THE
HEPATIC ENZYME N-ACETYLGLUTAMATE SYNTHASE (NAGS). DIAGNOSIS OF PROPIONIC
ACIDEMIA (PA) OR METHYLMALONIC ACIDEMIA (MMA).

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
METABOLIC DISORDER SPECIALIST OR GENETICIST

COVERAGE DURATION
For MMA or PA: 7 days. NAGS: 6 MONTHS

OTHER CRITERIA

FOR ALL INDICATIONS: DOCUMENTATION THAT MEDICATION IS PRESCRIBED WITH A DOSE
AND DURATION OF THERAPY THAT IS CONSISTENT WITH FDA-APPROVED PACKAGE
LABELING, NATIONALLY RECOGNIZED COMPENDIA, OR PEER-REVIEWED MEDICAL
LITERATURE. FOR MMA OR PA: (1)DOCUMENTATION THAT MEDICATION IS BEING
PRESCRIBED AS ADJUNCTIVE TREATMENT TO STANDARD OF CARE (INCLUDING BUT NOT
LIMITED TO INTRAVENOUS GLUCOSE, INSULIN, L-CARNITINE, PROTEIN RESTRICTION AND
DIALYSIS), AND (2)DOCUMENTATION OF PLASMA AMMONIA LEVEL GREATER THAN OR
EQUAL TO 50 MICROMOL/L. REAUTHORIZATIONS FOR NAGS WILL REQUIRE
DOCUMENTATION OF CONTINUED DISEASE IMPROVEMENT OR LACK OF DISEASE
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PROGRESSION
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CAYSTON(GHP)

MEDICATION(S)
CAYSTON

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DOCUMENTATION OF CYSTIC FIBROSIS CONFIRMED BY APPROPRIATE DIAGNOSTIC OR
GENETIC TESTING AND DOCUMENTATION THAT PSEUDOMONAS AERUGINOSA IS PRESENT
IN THE CULTURES OF THE AIRWAY

AGE RESTRICTION
MUST BE 7 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
PULMONOLOGIST OR INFECTIOUS DISEASE SPECIALIST

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA
FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO TOBRAMYCIN INHALATION
SOLUTION
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CERDELGA(GHP)

MEDICATION(S)
CERDELGA

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF GAUCHER DISEASE TYPE 1 (GD1) AND DOCUMENTATION THAT MEMBER IS A
CYTOCHROME P450 (CYP)2D6 EXTENSIVE METABOLIZER (EM), INTERMEDIATE
METABOLIZER (IM), OR POOR METABOLIZER (PM) AS DETECTED BY AN FDA-CLEARED TEST.

AGE RESTRICTION
18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA
DOCUMENTATION OF THERAPEUTIC FAILURE ON, INTOLERANCE TO, OR
CONTRADINDICATION TO MIGLUSTAT.
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CEREZYME(GHP)

MEDICATION(S)
CEREZYME

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DOCUMENTATION OF A DIAGNOSIS OF TYPE 1 GAUCHER DISEASE ALONG WITH AT LEAST
ONE OF THE FOLLOWING CONDITIONS: ANEMIA, THROMBOCYTOPENIA, BONE DISEASE,
HEPATOMEGALY OR SPLENOMEGALY

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
METABOLIC SPECIALIST, GENETICIST, OR HEMATOLOGIST WITH EXPERIENCE TREATING
GAUCHER DISEASE

COVERAGE DURATION
6 MONTHS

OTHER CRITERIA

FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO ELELYSO FOR THOSE 4 YEARS
OF AGE AND OLDER. REAUTHORIZATIONS WILL REQUIRE DOCUMENTATION OF CONTINUED
DISEASE IMPROVEMENT OR LACK OF DISEASE PROGRESSION
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CHOLBAM(GHP)

MEDICATION(S)
CHOLBAM

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF BILE ACID SYNTHESIS DISORDERS DUE TO SINGLE ENZYME DEFECTS (SEDS)
OR PEROXISOMAL DISORDERS (PDS) INCLUDING ZELLWEGER SPECTRUM DISORDERS IN
PATIENTS WHO EXHIBIT MANIFESTATIONS OF LIVER DISEASE, STEATORRHEA, OR
COMPLICATIONS FROM DECREASED FAT SOLUBLE VITAMIN ABSORPTION AND
DOCUMENTATION THAT DIAGNOSIS HAS BEEN CONFIRMED WITH AN ABNORMAL URINARY
BILE ACID FAST ATOM BOMBARDMENT IONIZATION MASS SPECTROMETRY (FAB-MS)
ANALYSIS AND FOR THE TREATMENT OF PEROXISOMAL DISORDERS, DOCUMENTATION
THAT MEDICATION WILL BE USED AS ADJUNCTIVE THERAPY AND DOCUMENTATION OF
BASELINE ALT, AST, TOTAL BILIRUBIN, AND BODY WEIGHT.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
GASTROENTEROLOGIST, HEPATOLOGIST, OR METABOLIC SPECIALIST WITH EXPERIENCE IN
THE DIAGNOSIS AND TREATMENT OF BILE ACID SYNTHESIS AND PEROXISOMAL DISORDERS

COVERAGE DURATION
3 MONTHS INITIAL AND 1 YEAR CONTINUATION

OTHER CRITERIA
REAUTHORIZATION WILL REQUIRE DOCUMENTATION SUPPORTING IMPROVEMENT IN TWO
LABORATORY CRITERION (ALT OR AST VALUES REDUCED TO LESS THAN 50 U/L OR
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BASELINE LEVELS REDUCED BY 80%, TOTAL BILIRUBIN VALUES REDUCED TO LESS THAN
OR EQUAL TO 1 MG/DL, NO EVIDENCE OF CHOLESTASIS ON LIVER BIOPSY) OR ONE OF THE
PRIOR LABORATORY CRITERIA IMPROVEMENTS IN ADDITION TO A BODY WEIGHT INCREASE
OF 10% OR BODY WEIGHT STABLE AT GREATER THAN THE 50TH PERCENTILE.
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CHORIONIC GONADOTROPIN(GHP)

MEDICATION(S)
CHORIONIC GONADOTROPIN 10000 UNIT RECON SOLN

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF PREPUBERTAL CRYPTORCHIDISM NOT CAUSED BY ANATOMICAL
OBSTRUCTION IN MALE INFANTS AND CHILDREN OR DIAGNOSIS OF HYPOGONADOTROPIC
HYPOGONADISM

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA
FOR HYPOGONADISM: FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO
TRANSDERMAL TESTOSTERONE
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CIALIS(GHP)

MEDICATION(S)
TADALAFIL 2.5 MG TAB, TADALAFIL 5 MG TAB

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DOCUMENTATION OF A DIAGNOSIS OF BENIGN PROSTATIC HYPERPLASIA (BPH)

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA

FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO ONE FORMULARY 5-ALPHA
REDUCTASE INHIBITOR (FINASTERIDE OR DUTASTERIDE) AND ONE FORMULARY ALPHA-1
ADRENERIGIC BLOCKER (ALFUZOSIN, TAMSULOSIN, DOXAZOSIN, TERAZOSIN)
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CIBINQO(GHP)

MEDICATION(S)
CIBINQO

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DIAGNOSIS OF MODERATE TO SEVERE ATOPIC DERMATITIS.

AGE RESTRICTION
MUST BE 12 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
BY OR IN CONSULTATION WITH AN ALLERGIST, DERMATOLOGIST, OR IMMUNOLOGIST

COVERAGE DURATION
6 MONTHS INITIAL AND 1 YEAR CONTINUATION

OTHER CRITERIA

DOCUMENTATION THAT MEDICATION IS NOT BEING USED CONCURRENTLY WITH ANOTHER
JAK INHIBITORS, BIOLOGIC IMMUNOMODULATORS, OR OTHER IMMUNOSUPPRESSANTS.
FOR AD: DOCUMENTATION OF: (1) THERAPEUTIC FAILURE ON DAILY TREATMENT WITH AT
LEAST ONE MEDIUM (OR HIGHER) POTENCY TOPICAL CORTICOSTEROID (SUCH AS BUT NOT
LIMITED TO TRIAMCINOLONE, BETAMETHASONE, OR CLOBETASOL) OR CALCINEURIN
INHIBITOR (I.E. TACROLIMUS) IF TOPICAL CORTICOSTEROIDS ARE NOT ADVISABLE AND (2)
DOCUMENTATION OF THERAPEUTIC FAILURE ON, INTOLERANCE TO OR CONTRAINDICATION
TO ONE SYSTEMIC THERAPY (SUCH AS BUT NOT LIMITED TO DUPIXENT OR ADBRY).
REAUTHORIZATION WILL REQUIRE DOCUMENTATION SHOWING MAINTENANCE OR
IMPROVEMENT OF CONDITION.
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CIMZIA(GHP)

MEDICATION(S)
CIMZIA, CIMZIA (2 SYRINGE), CIMZIA STARTER KIT

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

ADULT RA: DIAGNOSIS OF RHEUMATOID ARTHRITIS MADE IN ACCORDANCE WITH THE
AMERICAN COLLEGE OF RHEUMATOLOGY CRITERIA FOR THE CLASSIFICATION AND
DIAGNOSIS OF RHEUMATOID ARTHRITIS. CROHN'S DISEASE - DIAGNOSIS OF CROHN'S
DISEASE. ANKYLOSING SPONDYLITIS - DIAGNOSIS OF ANKYLOSING SPONDYLITIS.
PSORIATIC ARTHRITIS - DIAGNOSIS OF PSORIATIC ARTHRITIS AND DOCUMENTATION OF
EITHER ACTIVE PSORIATIC LESIONS OR A DOCUMENTED HISTORY OF PSORIASIS.
DIAGNOSIS OF MODERATE TO SEVERE PLAQUE PSORIASIS CHARACTERIZED BY GREATER
THAN OR EQUAL TO 5% OF BODY SURFACE AREA INVOLVED OR DISEASE INVOLVING
CRUCIAL BODY AREAS SUCH AS HANDS, FEET, FACE OR GENITALS. Diagnosis of non-
radiographic axial spondylarthritis with documentation of either C-reactive protein (CRP) level above
the upper limit of normal or Sacroiliitis on magnetic resonance imaging (MRI).

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
RHEUMATOLOGIST, GASTROENTEROLOGIST OR DERMATOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA
DOCUMENTATION THAT MEDICATION IS NOT BEING USED CONCURRENTLY WITH A TNF
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BLOCKER OR OTHER BIOLOGIC AGENT. FOR RA: FAILURE ON, INTOLERANCE TO, OR
CONTRAINDICATION TO A MINIMUM 3 MONTH TRIAL OF TWO PREFERRED BIOLOGIC AGENTS
FOR RA (ENBREL, HUMIRA, RINVOQ, XELJANZ). FOR PSORIATIC ARTHRITIS: FAILURE ON,
INTOLERANCE TO, OR CONTRAINDICATION TO A MINIMUM 3 MONTH TRIAL OF TWO
PREFERRED AGENTS FOR PSA (COSENTYX, ENBREL, HUMIRA, OTEZLA, SKYRIZI, TREMFYA,
RINVOQ, XELJANZ). FOR PLAQUE PSORIASIS: FAILURE ON, INTOLERANCE TO OR
CONTRAINDICATION TO A MINIMUM 3 MONTH TRIAL OF TWO PREFERRED AGENTS FOR PP
(COSENTYX, ENBREL, HUMIRA, OTEZLA, SKYRIZI, TREMFYA). FOR ANKYLOSING
SPONDYLITIS: FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO A MINIMUM 3
MONTH TRIAL OF TWO PREFERRED BIOLOGIC AGENTS FOR AS (COSENTYX, ENBREL,
HUMIRA, XELJANZ, RINVOQ). FOR CROHN'S: FAILURE ON, INTOLERANCE TO, OR
CONTRAINDICATION TO HUMIRA. FOR NR-AXSPA: THERAPEUTIC FAILURE ON, INTOLERANCE
TO OR CONTRAINDICATION TO A MINIMUM 3 MONTH TRIAL OF TWO FORMULARY NSAIDS.
FOR CONTINUED THERAPY, MEDICAL RECORD DOCUMENTATION SHOWING MAINTENANCE
OR IMPROVEMENT OF CONDITION.
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CINRYZE(GHP)

MEDICATION(S)
CINRYZE

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DX OF HEREDITARY ANGIOEDEMA and FOR HAE TYPE | AND TYPE II: THE PRESENCE OF
SPECIFIC ABNORMALITIES IN COMPLEMENT PROTEINS IN THE SETTING OF A SUGGESTIVE
CLINICAL HISTORY OF EPISODIC ANGIOEDMEA WITHOUT URTICARIA SUPPORTED BY
DOCUMENTATION OF LOW C4 LEVELS AND LESS THAN 50 PERCENT OF THE LOWER LIMIT
OF NORMAL C1 INH ANTIGENIC PROTEIN LEVELS OR FUNCTION LEVELS

AGE RESTRICTION
MUST BE 6 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
ALLERGIST, IMMUNOLOGIST, HEMATOLOGIST OR DERMATOLOGIST

COVERAGE DURATION
6 MONTHS INITIAL, 12 MONTHS REAUTH

OTHER CRITERIA

If being used for prophylaxis: documentation that medication is not being used in combination with
another prophylactic human C1 esterase inhibitor (Haegarda), berotralstat (Orladeyo) or lanadelumab
(Takhzyro) therapy for hereditary angioedema. Reauthorization will require documentation of continued
disease improvement or lack of disease progression.
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CLOLAR(GHP)

MEDICATION(S)
CLOFARABINE

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DX OF RELAPSED OR REFRACTORY ACUTE LYMPHOBLASTIC LEUKEMIA

AGE RESTRICTION
1TO 21 YEARS OF AGE

PRESCRIBER RESTRICTION
HEMATOLOGIST OR ONCOLOGIST

COVERAGE DURATION
6 MONTHS

OTHER CRITERIA

FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO TWO PRIOR TREATMENT
REGIMENS. REAUTHORIZATIONS WILL REQUIRE DOCUMENTATION OF CONTINUED DISEASE
IMPROVEMENT OR LACK OF DISEASE PROGRESSION.
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CLOMIPRAMINE HRM(GHP)

MEDICATION(S)
CLOMIPRAMINE HCL 25 MG CAP, CLOMIPRAMINE HCL 50 MG CAP, CLOMIPRAMINE HCL 75 MG
CAP

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
ONLY APPLIES TO MEMBERS 65 YEARS OF AGE AND OLDER

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA

PRIOR AUTHORIZATION APPLIES ONLY TO MEMBERS 65 YEARS OF AGE AND OLDER WHO
WILL BE EVALUATED FOR APPROPRIATE USE OF HIGH RISK MEDICATION AND WILL FAILURE
ON, INTOLERANCE TO, OR CONTRAINDICATION TO TWO OF THE FOLLOWING: FLUOXETINE,
FLUVOXAMINE, SERTRALINE
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COLUMVI(GHP)

MEDICATION(S)
COLUMVI

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF RELAPSED OR REFRACTORY DIFFUSE LARGE B-CELL LYMPHOMA (DLBCL),
NOT OTHERWISE SPECIFIED, OR LARGE B-CELL LYMPHOMA (LBCL) ARISING FROM
FOLLICULAR LYMPHOMA AND DOCUMENTATION OF PRIOR THERAPY WITH AT LEAST TWO
LINES OF SYSTEMIC THERAPY.

AGE RESTRICTION
18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
HEMATOLOGIST OR ONCOLOGIST

COVERAGE DURATION
6 MONTHS INITIAL, 6 MONTHS CONTINUATION

OTHER CRITERIA

ONE TIME REAUTHORIZATION WILL REQUIRE DOCUMENTATION OF CONTINUED DISEASE
IMPROVEMENT OR LACK OF DISEASE PROGRESSION. TREATMENT WITH COLUMVI SHOULD
NOT EXCEED THE FDA-APPROVED TREATMENT DURATION OF 12 MONTHS. REQUESTS
EXCEEDING 12 MONTHS WILL REQUIRE DOCUMENTATION OF PEER REVIEWED LITERATURE
CITING WELL-DESIGNED CLINICAL TRIALS TO INDICATE THAT THE MEMBER'S HEALTHCARE
OUTCOME WILL BE IMPROVED BY DOSING BEYOND THE FDA-APPROVED TREATMENT
DURATION.
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COMETRIQ(GHP)

MEDICATION(S)
COMETRIQ (100 MG DAILY DOSE), COMETRIQ (140 MG DAILY DOSE), COMETRIQ (60 MG DAILY
DOSE)

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DIAGNOSIS OF PROGRESSIVE METASTATIC MEDULLARY THYROID CANCER

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
ONCOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA
REAUTHORIZATIONS WILL REQUIRE DOCUMENTATION OF CONTINUED DISEASE
IMPROVEMENT OR LACK OF DISEASE PROGRESSION
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COPIKTRA(GHP)

MEDICATION(S)
COPIKTRA

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
Diagnosis of one of the following: Relapsed or refractory chronic lymphocytic leukemia (CLL) or small
lymphocytic lymphoma (SLL).

AGE RESTRICTION
MUST BE 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
HEMATOLOGIST OR ONCOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA

Documentation of a therapeutic failure on, intolerance to, or contraindication to at least two prior
therapies. Reauthorization will require documentation of continued disease improvement or lack of
disease progression.
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CORLANOR(GHP)

MEDICATION(S)
CORLANOR 5 MG TAB, CORLANOR 7.5 MG TAB

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DOCUMENTATION OF STABLE, SYMPTOMATIC HEART FAILURE WITH A LEFT VENTRICULAR
EJECTION FRACTION LESS THAN OR EQUAL TO 35% AND DOCUMENTATION OF BEING IN
SINUS RHYTHM WITH RESTING HEART RATE GREATER THAN OR EQUAL TO 70 BEATS PER
MINUTE AND DOCUMENTATION OF HOSPITALIZATION FOR WORSENING HEART FAILURE
WITHIN THE PREVIOUS 12 MONTHS. DOCUMENTATION OF STABLE, SYMPTOMATIC HEART
FAILURE DUE TO DILATED CARDIOMYOPATHY and DOCUMENTATION OF CLASS Il TO IV
HEART FAILURE ACCORDING TO NYHA FUNCTIONAL CLASS OR ROSS CLASSIFICATIONS and
DOCUMENTATION OF A LEFT VENTRICULAR EJECTION FRACTION LESS THAN OR EQUAL TO
45% and DOCUMENTATION OF BEING IN SINUS RHYTHM WITH RESTING HEART RATE
GREATER THAN OR EQUAL TO THE LOWER LIMIT OF THE NORMAL RANGE BASED ON AGE

AGE RESTRICTION
HF with EF less than 35%: 18 years of age or older. HF due to cardiomyopathy: 6 months of age or
older

PRESCRIBER RESTRICTION
CARDIOLOGIST

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA
FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO THE MAXIMUM TOLERATED
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DOSES OF TWO FORMULARY BETA-BLOCKERS ONE OF WHICH MUST BE CARVEDILOL
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COSELA(GHP)

MEDICATION(S)
COSELA

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF EXTENSIVE-STAGE SMALL CELL LUNG CANCER (ES-SCLC) AND
DOCUMENTATION THAT MEMBER IS CURRENTLY TAKING A PLATINUM/ETOPOSIDE-
CONTAINING REGIMEN OR TOPOTECAN-CONTAINING REGIMEN.

AGE RESTRICTION
18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
HEMATOLOGIST OR ONCOLOGIST

COVERAGE DURATION
6 MONTHS

OTHER CRITERIA
N/A
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COSENTYX IV(GHP)

MEDICATION(S)
COSENTYX 125 MG/5ML SOLUTION

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DIAGNOSIS OF ANKYLOSING SPONDYLITIS. DIAGNOSIS OF MODERATE TO SEVERE ACTIVE
PERIPHERAL OR AXIAL PSORIATIC ARTHRITIS WITH A HISTORY OF PSORIASIS OR ACTIVE
PSORIATIC LESIONS. DIAGNOSIS OF NON-RADIOGRAPHIC AXIAL SPONDYLARTHRITIS.
DOCUMENTATION OF ONE OF THE FOLLOWING: C-REACTIVE PROTEIN (CRP) LEVEL ABOVE
THE UPPER LIMIT OF NORMAL (10 MG/DL) OR SACROLIITIS ON MAGNETIC RESONANCE
IMAGING (MRI).

AGE RESTRICTION
18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
RHEUMATOLOGIST OR DERMATOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA

DOCUMENTATION THAT MEDICATION IS NOT BEING USED CONCURRENTLY WITH A TNF
BLOCKER OR OTHER BIOLOGIC AGENT. DOCUMENTATION THAT THE PRESCRIBED DOSE IS
APPROPRIATE FOR PATIENTS WEIGHT AND DOES NOT EXCEED 300MG PER INFUSION. FOR
AS: THERAPEUTIC FAILURE ON, INTOLERANCE TO OR CONTRAINDICATION TO A MINIMUM 3
MONTH TRIAL OF TWO FORMULARY NSAIDS. FOR PERIPHERAL PSA: THERAPEUTIC FAILURE
ON, INTOLERANCE TO OR CONTRAINDICATION TO A MINIMUM 3 MONTH TRIAL OF ONE
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FORMULARY NSAID AND METHOTREXATE. FOR AXIAL PSA: THERAPEUTIC FAILURE ON,
INTOLERANCE TO OR CONTRAINDICATION TO A MINIMUM 3 MONTH TRIAL OF TWO
FORMULARY NSAIDS. FOR NR-AXSPA: THERAPEUTIC FAILURE ON, INTOLERANCE TO OR
CONTRAINDICATION TO A MINIMUM 3 MONTH TRIAL OF TWO FORMULARY NSAIDS. FOR
CONTINUED THERAPY, MEDICAL RECORD DOCUMENTATION SHOWING MAINTENANCE OR
IMPROVEMENT OF CONDITION.
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COSENTYX(GHP)

MEDICATION(S)

COSENTYX 150 MG/ML SOLN PRSYR, COSENTYX 75 MG/0.5ML SOLN PRSYR, COSENTYX (300
MG DOSE), COSENTYX SENSOREADY (300 MG), COSENTYX SENSOREADY PEN, COSENTYX
UNOREADY

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF ANKYLOSING SPONDYLITIS. DIAGNOSIS OF MODERATE TO SEVERE PLAQUE
PSORIASIS CHARACTERIZED BY GREATER THAN 5% OF BSA INVOLVED OR DISEASE
INVOLVING CRUCIAL BODY AREAS SUCH AS THE HANDS, FEET, FACE, OR GENITALS.
DIAGNOSIS OF MODERATE TO SEVERE ACTIVE PERIPHERAL OR AXIAL PSORIATIC
ARTHRITIS WITH A HISTORY OF PSORIASIS OR ACTIVE PSORIATIC LESIONS. DIAGNOSIS OF
NON-RADIOGRAPHIC AXIAL SPONDYLARTHRITIS. DOCUMENTATION OF ONE OF THE
FOLLOWING: C-REACTIVE PROTEIN (CRP) LEVEL ABOVE THE UPPER LIMIT OF NORMAL (10
MG/DL) OR SACROLIITIS ON MAGNETIC RESONANCE IMAGING (MRI). DIAGNOSIS OF
ENTHESITIS-RELATED ARTHRITIS. DIAGNOSIS OF MODERATE TO SEVERE HIDRADENITIS
SUPPURATIVA (HS), DEFINED AS STAGE Il OR Ill ON THE HURLEY STAGING SYSTEM.

AGE RESTRICTION
FOR HS: 18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
RHEUMATOLOGIST OR DERMATOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA
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DOCUMENTATION THAT MEDICATION IS NOT BEING USED CONCURRENTLY WITH A TNF
BLOCKER OR OTHER BIOLOGIC AGENT. FOR AS: THERAPEUTIC FAILURE ON, INTOLERANCE
TO OR CONTRAINDICATION TO A MINIMUM 3 MONTH TRIAL OF TWO FORMULARY NSAIDS.
FOR PP: THERAPEUTIC FAILURE ON, INTOLERANCE TO OR CONTRAINDICATION TO ONE
FORMULARY TOPICAL CORTICOSTEROID AND AT LEAST 3 MONTHS OF ONE SYSTEMIC
THERAPY SUCH AS BUT NOT LIMITED TO METHOTREXATE OR CYCLOSPORINE OR
PHOTOTHERAPY. FOR PERIPHERAL PSA: THERAPEUTIC FAILURE ON, INTOLERANCE TO OR
CONTRAINDICATION TO A MINIMUM 3 MONTH TRIAL OF ONE FORMULARY NSAID AND
METHOTREXATE. FOR AXIAL PSA: THERAPEUTIC FAILURE ON, INTOLERANCE TO OR
CONTRAINDICATION TO A MINIMUM 3 MONTH TRIAL OF TWO FORMULARY NSAIDS. FOR NR-
AXSPA: THERAPEUTIC FAILURE ON, INTOLERANCE TO OR CONTRAINDICATION TO A
MINIMUM 3 MONTH TRIAL OF TWO FORMULARY NSAIDS. FOR ENTHESITIS RELATED
ARTHIRITIS: THERAPEUTIC FAILURE ON, INTOLERANCE TO OR CONTRAINDICATION TO A
MINIMUM 3 MONTH TRIAL OF TWO FORMULARY NSAIDS. FOR PSORIASIS, PSORIATIC
ARTHRITIS, AND ENTHESITIS RELATED ARTHRITIS: DOCUMENTATION THAT THE
PRESCRIBED DOSE IS APPROPRIATE FOR PATIENTS WEIGHT. FOR HS: DOCUMENTATION OF
AT LEAST 3 ABSECESSES OR INFLAMMATORY NODULES. FOR CONTINUED THERAPY,
MEDICAL RECORD DOCUMENTATION SHOWING MAINTENANCE OR IMPROVEMENT OF
CONDITION.
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COTELLIC(GHP)

MEDICATION(S)
COTELLIC

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

1)DIAGNOSIS OF UNRESECTABLE OR METASTATIC MELANOMA AND DOCUMENTATION OF
BRAF V600E OR V600K MUTATION AS DETECTED BY AN FDA APPROVED TEST.
DOCUMENTATION OF CONCOMITANT USE WITH VEMURAFENIB. 2)Diagnosis of histiocytic
neoplasm (Langerhans Cell Histiocytosis, Rosai-Dorfman Disease, Erdheim-Chester Disease,
Xanthogranuloma, Mixed Histiocytosis).

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
HEMATOLOGIST, ONCOLOGIST, or DERMATOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA
SUBSEQUENT APPROVAL AFTER 12 MONTHS WILL REQUIRE DOCUMENTATION OF
CONTINUED DISEASE IMPROVEMENT OR LACK OF DISEASE PROGRESSION.
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CRINONE(GHP)

MEDICATION(S)
CRINONE

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
Diagnosis of secondary amenorrhea

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA

Failure on, intolerance to, or contraindication to medroxyprogesterone
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CRIZOTINIB(GHP)

MEDICATION(S)
XALKORI

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF LOCALLY ADVANCED OR METASTATIC NON-SMALL CELL LUNG CANCER
(NSCLC) THAT IS ANAPLASTIC LYMPHOMA KINASE (ALK) POSITIVE AS DETECTED BY AN FDA
APPROVED TEST or DIAGNOSIS OF METASTATIC NON-SMALL CELL LUNG CANCER (NSCLC)
THAT IS ROS 1-POSITIVE. Diagnosis of relapsed or refractory, systemic anaplastic large cell
lymphoma (ALCL) that is anaplastic lymphoma kinase (ALK) positive AND documentation of at least
one prior systemic treatment. DIAGNOSIS OF UNRESECTABLE, RECURRENT, OR REFRACTORY
INFLAMMATORY MYOFIBROBLASTIC TUMOR (IMT) THAT IS ALK POSITIVE.

AGE RESTRICTION
FOR IMT ONLY: MUST BE 1 YEAR OF AGE OR OLDER

PRESCRIBER RESTRICTION
HEMATOLOGIST OR ONCOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA

FOR ALK-POSITIVE, METASTATIC NON-SMALL CELL LUNG CANCER: DOCUMENTATION OF
RATIONALE FOR NOT TREATING WITH ALECENSA IF CLINICALLY APPROPRIATE.
REAUTHORIZATIONS WILL REQUIRE DOCUMENTATION OF CONTINUED DISEASE
IMPROVEMENT OR LACK OF DISEASE PROGRESSION
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CRYSVITA(GHP)

MEDICATION(S)
CRYSVITA

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF X-LINKED HYPOPHOSPHATEMIA AS EVIDENCED BY ONE OF THE FOLLOWING:
REDUCED TMP/GFR RATIO WITH EITHER REDUCED PLASMA CONCENTRATION OF 1,25-
DIHYDROXYCHOLECALCIFEROL (1,25-DHCC) OR 25-HYDROXYVITAMIN D (25(0OH)D) OR
GENETIC TESTING CONFIRMING A MUTATION IN THE PHEX (PHOSPHATE REGULATING
ENDOPEPTIDASE ON THE X CHROMOSOME) GENE. DIAGNOSIS OF FGF23-RELATED
HYPOPHOSPHATEMIA IN TUMOR-INDUCED OSTEOMALACIA (TIO) ASSOCIATED WITH
PHOSPHATURIC MESENCHYMAL TUMORS AND DOCUMENTATION OF AN ELEVATED SERUM
LEVEL OF FGF23 AND DOCUMENTATION THAT THE TUMOR CANNOT BE CURATIVELY
RESECTED OR LOCALIZED.

AGE RESTRICTION
T10:2 YEARS OR OLDER. X-LINKED:6 MONTHS OR OLDER

PRESCRIBER RESTRICTION
BY OR IN CONSULTATION WITH AN ENDOCRINOLOGIST, GENETICIST, NEPHROLOGIST OR
ONCOLOGIST

COVERAGE DURATION
6 MONTHS INITIAL, 12 MONTHS REAUTH

OTHER CRITERIA
DOCUMENTATION THAT THE MEMBER IS NOT CURRENTLY USING ACTIVE VITAMIN D
ANALOGS OR PHOSPHATE SUPPLEMENTS. SUBSEQUENT APPROVALS WILL REQUIRE
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DOCUMENTATION OF CONTINUED FOLLOW UP AND DETERMINATION OF MEDICAL
NECESSITY FROM AN ENDOCRINOLOGIST, NEPHROLOGIST OR ONCOLOGIST AND
DOCUMENTATION OF IMPROVING PATIENT'S DISEASE AS EVIDENCED BY NORMALIZED OR
IMPROVED SERUM PHOSPHORUS LEVELS AND DOCUMENTATION THAT PATIENT IS NOT
USING ACTIVE VITAMIN D ANALOGS OR PHOSPHATE SUPPLEMENTS
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CUVRIOR(GHP)

MEDICATION(S)
CUVRIOR

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF WILSON'S DISEASE AND DOCUMENTATION OF CONTROLLED WILSON'S
DISEASE AS EVIDENT BY SERUM NON-CERULOPLASMIN COPPER (NCC) LEVEL BETWEEN 25
AND 150 MCG/L AND DOCUMENTATION THAT MEMBER IS TOLERANT TO PENICILLAMINE AND
THAT PENICILLAMINE WILL BE DISCONTINUED PRIOR TO THERAPY WITH WITH CUVRIOR.

AGE RESTRICTION
18 YEARS OF AGE OR OLDER

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA
DOCUMENTATION OF FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO
TRIENTINE.
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CYCLOSET(GHP)

MEDICATION(S)
CYCLOSET

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DIAGNOSIS OF TYPE 2 DIABETES MELLITUS.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA
DOCUMENTATION OF FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO TWO
ORAL FORMULARY ANTIDIABETIC AGENTS.
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CYPROHEPTADINE HRM(GHP)

MEDICATION(S)
CYPROHEPTADINE HCL 2 MG/5ML SYRUP, CYPROHEPTADINE HCL 4 MG TAB

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
ONLY APPLIES TO MEMBERS 65 YEARS OF AGE AND OLDER

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA

PRIOR AUTHORIZATION APPLIES ONLY TO MEMBERS 65 YEARS OF AGE AND OLDER WHO
WILL BE EVALUATED FOR APPROPRIATE USE OF HIGH RISK MEDICATION. DIAGNOSIS OF
ALLERGIC CONDITIONS PRURITUS, URTICARIA, SEASONAL OR PERENNIAL ALLERGIES) WILL
REQUIRE FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO DESLORATADINE AND
LEVOCETIRIZINE.
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CYRAMZA(GHP)

MEDICATION(S)
CYRAMZA

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DOCUMENTATION OF ADVANCED OR METASTATIC, GASTRIC, OR GASTRO-ESOPHAGEAL
JUNCTION ADENOCARCINOMA WITH DISEASE PROGRESSION ON OR AFTER PRIOR
FLUOROPYRIMIDINE OR PLATINUM CONTAINING CHEMOTHERAPY. DOCUMENTATION OF
USE IN COMBINATION WITH PACLITAXEL OR CLINICAL JUSTIFICATION FOR USE AS
MONOTHERAPY. DIAGNOSIS OF METASTATIC NON SMALL CELL LUNG CANCER WITH EITHER
1)IN COMBINATION WITH DOCETAXEL IN THOSE WITH DISEASE PROGRESSION ON OR
AFTER PLATINUM BASED CHEMOTHERAPY AND PATIENTS WITH EGFR OR ALK GENOMIC
TUMOR ABERRATIONS MUST PROVIDE DOCUMENTATION OF DISEASE PROGRESSION ON
FDA APPROVED THERAPIES FOR THESE ABERRATIONS PRIOR TO RECEIVING CYRAMZA OR
2) USED IN COMBINATION WITH ERLOTINIB AS FIRST LINE TREATMENT WITH EPIDERMAL
GROWTH FACTOR RECEPTOR (EGFR) EXON 19 DELETIONS OR EXON 21 (L858R) MUTATIONS.
DOCUMENTATION OF METASTATIC COLON OR RECTAL CANCER WITH DISEASE
PROGRESSION ON OR AFTER FOLFOX, CAPEOX OR A REGIMEN NOT PREVIOUSLY
CONTAINING IRINOTECAN AND DOCUMENTATION OF USE IN COMBINATION WITH
IRINOTECAN OR FOLFIRI (FLUOROURACIL, LEUCOVORIN, AND IRINOTECAN).
DOCUMENTATION OF HEPATOCELLULAR CARCINOMA AND DOCUMENTATION OF AN ALPHA
FETOPROTEIN (AFP) LEVEL OF 400 NG/ML OR GREATER AND DOCUMENTATION OF DISEASE
PROGRESSION ON OR AFTER TREATMENT WITH SORAFENIB OR AN INTOLERANCE TO
SORAFENIB.

AGE RESTRICTION
N/A

PAGE 131 LAST UPDATED 05/2024



PRESCRIBER RESTRICTION
ONCOLOGIST

COVERAGE DURATION
12 MONTHS

OTHER CRITERIA
REAUTHORIZATIONS WILL REQUIRE DOCUMENTATION OF CONTINUED DISEASE
IMPROVEMENT OR LACK OF DISEASE PROGRESSION
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DALIRESP(GHP)

MEDICATION(S)
ROFLUMILAST

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
DIAGNOSIS OF COPD ASSOCIATED WITH CHRONIC BRONCHITIS

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
REMAINDER OF CONTRACT YEAR

OTHER CRITERIA
CONCOMITANT USE OF, FAILURE ON, INTOLERANCE TO, OR CONTRAINDICATION TO 1)
SPIRIVA or INCRUSE ELLIPTA AND 2) ONE LONG ACTING BETA AGONISTS.
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DALVANCE(GHP)

MEDICATION(S)
DALVANCE

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DIAGNOSIS OF ACUTE BACTERIAL SKIN AND SOFT TISSUE INFECTION CAUSED BY ONE OF
THE FOLLOWING SUSCEPTIBLE MICROORGANISMS: Staphylococcus aureus (including methicillin-
susceptible and methicillin-resistant isolates), Streptococcus pyogenes, Streptococcus agalactiae,
Streptococcus dysgalactiae, Streptococcus anginosus group (including S. anginosus, Streptococcus
intermedius, Streptococcus constellatus), OR Enterococcus faecalis (vancomycin-susceptible isolates).

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
WRITTEN BY OR IN CONSULTATION WITH INFECTIOUS DISEASE PROVIDER

COVERAGE DURATION
8 DAYS

OTHER CRITERIA

DOCUMENTATION OF A CULTURE AND SENSITIVITY SHOWING THE PATIENTS INFECTION IS
NOT SUSCEPTIBLE TO ALTERNATIVE ANTIBIOTICS TREATMENTS OR A DOCUMENTED
HISTORY OF PREVIOUS INTOLERANCE TO OR CONTRAINDICATION TO TWO OTHER
ANTIBIOTICS SHOWN TO BE SUSCEPTIBLE ON THE CULTURE AND SENSITIVITY.
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DANYELZA(GHP)

MEDICATION(S)
DANYELZA

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

DOCUMENTATION OF RELAPSED OR REFRACTORY HIGH-RISK NEUROBLASTOMA IN THE
BONE OR BONE MARROW WHO HAVE DEMONSTRATED A PARTIAL RESPONSE, MINOR
RESPONSE OR STABLE DIS