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Actimmune

Products Affected

ACTIMMUNE

PA Criteria

Criteria Details

Exclusion FDA labeled contraindications

Criteria

Required Diagnosis, supporting imaging for osteopetrosis. Antibiotic failure if
Medical chronic granulomatous disease

Information

Age Restrictions

Ages approved in FDA labeling/compendia

Prescriber Infectious Disease/Hematology-oncology/Orthopedist/theumatologist,

Restrictions immunologist, endocrinologist

Coverage 12 months

Duration

Other Criteria Sulfamethoxazole/Trimethoprim and/or itraconazole failure for infections
secondary to chronic granulomatous disease. Osteopetrosis must be severe
malignant

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite

Prerequisite Yes

Therapy

Required

11



Adalimumab

Products Affected

HADLIMA

HADLIMA PUSHTOUCH

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber

Restrictions

Coverage 12 months

Duration

Other Criteria For RA Patient must fail Methotrexate or leflunomide. For Ankylosing
Spondylitis patient must fail an NSAID. For Plaque Psoriasis patient must
fail 3 month trial of MTX or acitretin. For Psoriatic Arthritis Patient must
fail an NSAID. For inflammatory bowel disease must fail 3 month trial of
Renflexis or conventional immunomodulator.

Indications All Medically-accepted Indications.

Off Label Uses

Part B No

Prerequisite

Prerequisite Yes

Therapy

Required

12



Adbry

Products Affected

ADBRY SUBCUTANEOUS SOLUTION
AUTO-INJECTOR

ADBRY SUBCUTANEOUS SOLUTION
PREFILLED SYRINGE

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Dermatologist, Allergist, Immunologist

Restrictions

Coverage Initial: 4 months Reauthorization: 12 months

Duration

Other Criteria Failure, contraindication, or intolerance to: Medium, high, or very-high
potency topical corticosteroid AND topical calcineurin inhibitor.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite

Prerequisite Yes

Therapy

Required

13



Adcirca Tabs

Products Affected
tadalafil (pah)

PA Criteria Criteria Details

Exclusion
Criteria

Required Right Heart catheterization, vasoreactivity test.
Medical
Information

Age Restrictions

Prescriber Pulmonology, Cardiology
Restrictions

Coverage 12 months
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite No
Therapy
Required

14



Adempas

Products Affected
ADEMPAS

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber pulmonologist/cardiologist
Restrictions

Coverage 12 months
Duration

Other Criteria For PAH must have tried and failed ambrisentan and tadalafil

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite Yes
Therapy
Required

15



Afinitor

Products Affected

everolimus oral tablet 10 mg, 2.5 mg, 5 mg,
7.5 mg
everolimus oral tablet soluble

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Oncology/neurology
Restrictions

Coverage 12 months or until disease progression
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite No
Therapy
Required

16



Aimovig

Products Affected

AIMOVIG

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Neurology, Pain Management, Headache Specialist

Restrictions

Coverage 12 months

Duration

Other Criteria Recent failure (in the past 6 months) of two medications FDA indicated
for chronic or episodic migraine prophylaxis and will not be used in
combination with another calcitonin gene peptide inhibitor.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite

Prerequisite Yes

Therapy

Required

17



Ajovy

Products Affected

- AJOVY

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Neurology, Pain Management, Headache Specialist

Restrictions

Coverage 12 months

Duration

Other Criteria Patient has a diagnosis of Chronic migraine (15 or more migraine days per
month in past 3 months) or episodic migraine (between 4 and 15 migraine
days per month in past 3 months). Will not be used in combination with
another CGRP antagonist.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite

Prerequisite No

Therapy

Required

18



Akeega

Products Affected
- AKEEGA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Urology/Hematology/Oncology

Restrictions

Coverage 12 months

Duration

Other Criteria Akeega is our preferred PARP + novel hormone therapy combination for

BRCA positive metastatic castrate resistant prostate cancer.

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite No
Therapy
Required

19



Alecensa

Products Affected
ALECENSA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Hematology/Oncology
Restrictions

Coverage 12 months

Duration

Other Criteria Approved for ALK+ Non Small Cell Lung Cancer

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite No
Therapy
Required

20



alitretinoin (Panretin)

Products Affected
PANRETIN

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 months
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite No
Therapy
Required

21



Alunbrig

Products Affected

ALUNBRIG ORAL TABLET 180 MG, 30
MG, 90 MG

ALUNBRIG ORAL TABLET THERAPY
PACK

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Hematology/Oncology
Restrictions

Coverage 12 months or until progression
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite No
Therapy
Required

22



Ambrisentan

Products Affected

ambrisentan

PA Criteria

Criteria Details

Exclusion FDA labeled contraindications

Criteria

Required Medical notes supporting diagnosis of Group 1 PAH, including right heart
Medical catheterization, vasoreactivity test, 6 Minute Walk time

Information

Age Restrictions

Ages approved in FDA labeling

Prescriber Pulmonologist or cardiologist

Restrictions

Coverage 12 months

Duration

Other Criteria Pulmonary hypertension must be diagnosed by heart catheterization, an
objective test of exercise ability (6 minute walk) must be submitted with
referral.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite

Prerequisite No

Therapy

Required

23



Ampyra

Products Affected
* dalfampridine er

PA Criteria

Criteria Details

Exclusion History of seizure. Moderate or severe renal impairment (creatinine
Criteria clearance less than or equal to 50 mL/minute).

Required Diagnosis of multiple sclerosis AND patient is ambulatory (able to walk at
Medical least 25 feet) AND patient has walking impairment

Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 months

Other Criteria

For renewal, walking speed has improved from baseline.

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No

Prerequisite
Therapy
Required

24



Apokyn

Products Affected

* apomorphine hcl subcutaneous

PA Criteria Criteria Details

Exclusion FDA labeled contraindications

Criteria

Required Medical notes supporting diagnosis, response to previous treatments,
Medical previous treatment history.

Information

Age Restrictions | Ages approved in FDA labeling/compendia

Prescriber Neurologist

Restrictions

Coverage 12 months

Duration

Other Criteria Patient must have poorly controlled off time episodes and failed rasagiline

and entacopone

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite Yes
Therapy
Required

25



Arcalyst

Products Affected
« ARCALYST

PA Criteria Criteria Details

Exclusion FDA labeled contraindications

Criteria

Required Coverage will be based on a Diagnosis of CAPS, failure of 1 other

Medical treatment used for this condition such as cancakinumab, nsaids. Will also

Information be covered for recurrent pericarditis and deficiency of interluekin-1
receptor antagonist.

Age Restrictions

Prescriber Immunologist,dermatologist,rheumatologist,cardiologist

Restrictions

Coverage 12 months

Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite

Prerequisite No

Therapy

Required

26



Arikayce

Products Affected
ARIKAYCE

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber infectious disease, pulmonology
Restrictions

Coverage 12 months

Duration

Other Criteria Approve for MAC pneumonia refractory to triple therapy (ethambutol,
macrolide, rifampin) and intolerance to nebulized amikacin sulfate

injection
Indications All FDA-approved Indications.
Off Label Uses
Part B No
Prerequisite
Prerequisite No
Therapy
Required

27



Armodafinil/Modafinil

Products Affected

armodafinil
modafinil oral

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 months
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite No
Therapy
Required

28



Aubagio

Products Affected

teriflunomide

PA Criteria

Exclusion
Criteria

Criteria Details

Required
Medical
Information

Age Restrictions

Prescriber Neurology
Restrictions

Coverage 12 months
Duration

Other Criteria diagnosis of MS
Indications All FDA-approved Indications.
Off Label Uses

Part B No
Prerequisite

Prerequisite No

Therapy

Required

29



Augtyro

Products Affected

AUGTYRO ORAL CAPSULE 160 MG, 40
MG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Oncology/Hematology
Restrictions

Coverage 12 months

Duration

Other Criteria Metastatic NSCLC with a ROS-1 rearrangement AND Failure of
crizotinib for patients without CNS metastasis OR failure of entrectinib
for patients who have an NTRK fusion positive solid tumor.

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite Yes
Therapy
Required

30



Auvelity

Products Affected
AUVELITY

PA Criteria Criteria Details

Exclusion

Criteria

Required

Medical

Information

Age Restrictions

Prescriber Psychiatry and Neurology

Restrictions

Coverage 12 months

Duration

Other Criteria Failure of bupropion and failure of aripiprazole in combination with any
antidepressant.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite

Prerequisite Yes

Therapy

Required

31



Avmapki

Products Affected
AVMAPKI FAKZYNJA CO-PACK

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 months
Duration

Other Criteria Indicated for the treatment of adult patients with KRAS-mutated recurrent
low-grade serous ovarian cancer

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite No
Therapy
Required
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Avonex

Products Affected

AVONEX PEN INTRAMUSCULAR SYRINGE KIT
AUTO-INJECTOR KIT

AVONEX PREFILLED

INTRAMUSCULAR PREFILLED

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Neurology
Restrictions

Coverage 12 months
Duration

Other Criteria Failure of glatiramer and leflunomide

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite Yes
Therapy
Required

33



Ayvakit

Products Affected

AYVAKIT ORAL TABLET 100 MG, 200
MG, 25 MG, 300 MG, 50 MG

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber hematology/oncology/immunology/allergy

Restrictions

Coverage 12 months or until progression

Duration

Other Criteria Failure of imatinib AND one other tyrosine kinase inhibitor for
unresectable or metastatic GIST with a mutation in PDGFRA exon 18
insensitive to imatinib or harboring a PDGFRA D842V mutation.
Diagnosis of advanced systemic mastocytosis.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite

Prerequisite No

Therapy

Required

34



aztreonam (Cayston)

Products Affected

CAYSTON

PA Criteria

Exclusion
Criteria

Criteria Details

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 Months

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No

Prerequisite
Therapy
Required
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Balversa

Products Affected

BALVERSA ORAL TABLET 3 MG, 4 MG,

5 MG

PA Criteria

Exclusion
Criteria

Criteria Details

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Oncology/Urology

Coverage
Duration

12 months or until disease progression

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No

Prerequisite
Therapy
Required

36



Banzel

Products Affected

RUFINAMIDE ORAL SUSPENSION 40
MG/ML
rufinamide oral tablet

PA Criteria Criteria Details

Exclusion FDA labeled contraindications
Criteria

Required Diagnosis
Medical
Information

Age Restrictions

Prescriber Neurology
Restrictions

Coverage 12 months
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite No
Therapy
Required

37



Benlysta

Products Affected

BENLYSTA SUBCUTANEOUS

PA Criteria

Criteria Details

Exclusion Member receiving other biologic therapy or intravenous

Criteria cyclophosphamide.

Required FOR SLE Diagnosis of active, autoantibody-positive, systemic lupus
Medical erythematosus (SLE), and member currently receiving one or more of the
Information following standard SLE therapies: Corticosteroids, Antimalarials, Non-

steroidal anti-inflammatory drugs (NSAIDs), Immunosuppressants. For
lupus nephritis must fail tacrolimus and mycophenolate.

Age Restrictions

5 years of age and older

Prescriber Rheumatologist or nephrologist
Restrictions

Coverage Lifetime

Duration

Other Criteria None

Indications All FDA-approved Indications.
Off Label Uses

Part B No

Prerequisite

Prerequisite No

Therapy

Required

38



Berinert

Products Affected
BERINERT

PA Criteria Criteria Details

Exclusion Must not be taking medications that can exacerbate thefrequency and/or

Criteria severity of hereditary angioedema (HAE)attacks including estrogens and
ACE inhibitors.

Required

Medical

Information

Age Restrictions

Prescriber

Restrictions

Coverage 12 months

Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite

Prerequisite No

Therapy

Required

39



Besremi

Products Affected
BESREMI

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Hematology Oncology

Restrictions

Coverage 12 months

Duration

Other Criteria Diagnosis of high risk polycythemia vera indicated for cytoreductive

therapy and Failure of hydroxyurea

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite Yes
Therapy
Required

40



Betaseron

Products Affected

BETASERON SUBCUTANEOUS KIT

PA Criteria

Exclusion
Criteria

Criteria Details

Required
Medical
Information

Age Restrictions

Prescriber Neurology
Restrictions

Coverage 12 months
Duration

Other Criteria Failure of glatiramer
Indications All FDA-approved Indications.
Off Label Uses

Part B No

Prerequisite

Prerequisite Yes

Therapy

Required

41



Bosulif

Products Affected

BOSULIF ORAL CAPSULE 100 MG, 50
MG

BOSULIF ORAL TABLET 100 M@, 400
MG, 500 MG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 6 months or until disease progression
Duration

Other Criteria Requires failure of imatinib for low risk CML based on Sokal or Hasford
scores. Can be used first line for Ph+ CML with an intermediate to high
risk Sokal or Hasford score after failure of dasatinib or nilotinib.

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite Yes
Therapy
Required

42



Braftovi

Products Affected
BRAFTOVI ORAL CAPSULE 75 MG

PA Criteria Criteria Details

Exclusion
Criteria

Required Evidence of pathogenic BRAF mutation
Medical
Information

Age Restrictions

Prescriber Hematology/Oncology
Restrictions

Coverage 12 months or until disease progresison
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite No
Therapy
Required

43



Briviact

Products Affected

BRIVIACT ORAL SOLUTION
BRIVIACT ORAL TABLET

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 months
Duration

Other Criteria failed trial or contraindication or intolerance of Levetiracetam

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite Yes
Therapy
Required

44



Brukinsa

Products Affected
BRUKINSA ORAL TABLET

PA Criteria Criteria Details

Exclusion Disease progression on a covalent BTK inhibitor
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Hematology/oncology
Restrictions

Coverage 12 months or until progression
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite No
Therapy
Required

45



Cabometyx

Products Affected
CABOMETYX

PA Criteria

Exclusion
Criteria

Criteria Details

Required
Medical
Information

Age Restrictions

Prescriber Hematology/Oncology
Restrictions

Coverage 12 months

Duration

Other Criteria Covered until disease progression.
Indications All FDA-approved Indications.
Off Label Uses

Part B No

Prerequisite

Prerequisite No

Therapy

Required

46



Calquence

Products Affected

CALQUENCE ORAL TABLET

PA Criteria

Exclusion
Criteria

Criteria Details

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Hematology/Oncology

Coverage
Duration

12 months or clinical progression

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No

Prerequisite
Therapy
Required

47



Caplyta

Products Affected
CAPLYTA

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber written by neurology/psychiatry

Restrictions

Coverage 12 months

Duration

Other Criteria Failure of aripiprazole and risperidone for schizophrenia. Failure of

lurasidone for bipolar depression

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite Yes
Therapy
Required

48



Caprelsa

Products Affected

CAPRELSA ORAL TABLET 100 MG, 300
MG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Oncology
Restrictions

Coverage 12 months or until disease progression
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite No
Therapy
Required

49



Carbaglu

Products Affected

carglumic acid oral tablet soluble

PA Criteria

Exclusion
Criteria

Criteria Details

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 months

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No

Prerequisite
Therapy
Required

50



cialis

Products Affected
tadalafil oral tablet 2.5 mg, 5 mg

PA Criteria Criteria Details

Exclusion excluded from part D coverage when prescribed for treatment of erectile
Criteria dysfunction

Required

Medical

Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 months
Duration

Other Criteria Approved for treatment of benign prostatic hyperplasia.

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite No
Therapy
Required
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Cinryze

Products Affected

CINRYZE

PA Criteria

Exclusion
Criteria

Criteria Details

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

12 months

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No

Prerequisite
Therapy
Required

52



Cobenfy

Products Affected

COBENFY
COBENFY STARTER PACK

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Psychiatry or Neurology
Restrictions

Coverage 12 months
Duration

Other Criteria Failure of lurasidone and aripiprazole

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite Yes
Therapy
Required
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Cometriq

Products Affected
COMETRIQ (100 MG DAILY DOSE) + COMETRIQ (60 MG DAILY DOSE)
ORAL KIT 80 & 20 MG
COMETRIQ (140 MG DAILY DOSE)
ORAL KIT 3 X 20 MG & 80 MG
PA Criteria Criteria Details
Exclusion combination use with other tyrosine Kinase inhibitors.
Criteria
Required Diagnosis
Medical
Information

Age Restrictions

Prescriber oncology/hematology

Restrictions

Coverage 6 months or until disease progression
Duration

Other Criteria Covered for Metastatic Thyroid Medullary Cancer

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite No
Therapy
Required
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Copiktra

Products Affected

COPIKTRA

PA Criteria

Exclusion
Criteria

Criteria Details

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Hematology/Oncology

Coverage
Duration

12 months or until disease progression

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No

Prerequisite
Therapy
Required
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Corlanor

Products Affected

« ivabradine hcl

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Documentation of the following: 1. Diagnosis of chronic heart failure with
left ventricular ejection fraction less than or equal to 35% AND 2. Patient
is in sinus rhythm with resting heart rate greater than or equal to 70 beats
per minute AND 3. Patient is on maximally tolerated doses of beta-
blockers or has a contraindication to beta-blocker use AND 4. Patient is
receiving an ACE inhibitor or ARB or has a contraindication to these
agents. Approved for the treatment of stable symptomatic heart failure due
to dilated cardiomyopathy (with a left ventricular ejection fraction less
than or equal to 45%) in pediatric patients ages 6 months and older.

Age Restrictions

Prescriber
Restrictions

Cardiologist

Coverage
Duration

12 months

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

Prerequisite
Therapy
Required
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Cotellic

Products Affected

+ COTELLIC

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Hematology/Oncology

Restrictions

Coverage 12 months

Duration

Other Criteria Covered for BRAF+ metastatic melanoma for combination use in with
Zelboraf. For Histiocytosis coverage is consistent with NCCN guidelines
for multiorgan or multifocal or e or unifocal a critical organ in patients
who do not harbor a BRAF V600E mutation.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite

Prerequisite No

Therapy

Required
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Cresemba

Products Affected
- CRESEMBA ORAL

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber hematology, infectious disease

Restrictions

Coverage 12 weeks unless used for chronic treatment then 12 months

Duration

Other Criteria failure or intolerance of posaconazole for treatment of aspergillosis in

patients greater than 12 years of age.

Indications Some FDA-approved Indications Only.

Off Label Uses

Part B No
Prerequisite

Prerequisite Yes
Therapy
Required
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Cuprimine

Products Affected

penicillamine oral capsule

PA Criteria Criteria Details

Exclusion
Criteria

Required serum ceruloplasmin if used for wilson's disease
Medical
Information

Age Restrictions

Prescriber rheumatology/hepatology/neurology/urology/nephrology
Restrictions

Coverage 12 months

Duration

Other Criteria Coverage for RA requires failure of a TNF-Agent and JAK inhibitor or

abatacept.
Indications All FDA-approved Indications.
Off Label Uses
Part B No
Prerequisite
Prerequisite Yes
Therapy
Required
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Cyclobenzaprine

Products Affected

cyclobenzaprine hcl oral tablet 10 mg, 5 mg

PA Criteria

Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Authorization is required for patients over 64 years of age

Prescriber

Restrictions

Coverage 3 weeks for skeletal muscle spasm, 12 months for fibromyalgia

Duration

Other Criteria For patients over 64 years of age, Physician attests they have counseled
patient on risk benefit of muscle relaxers as a high risk medication and
patient has been evaluated for fall risk.

Indications All Medically-accepted Indications.

Off Label Uses

Part B No

Prerequisite

Prerequisite No

Therapy

Required
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Daurismo

Products Affected

DAURISMO ORAL TABLET 100 MG, 25
MG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 months or until disease progression
Duration

Other Criteria

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite No
Therapy
Required
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Diacomit

Products Affected
DIACOMIT

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Neurology
Restrictions

Coverage 12 months
Duration

Other Criteria Diagnosis of Dravet syndrome used in combination with clobazam.

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite No
Therapy
Required
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Diclofenac 1.5% solution

Products Affected

diclofenac sodium external solution 1.5 %

PA Criteria

Exclusion
Criteria

Criteria Details

FDA labeled contraindications

Required
Medical
Information

Age Restrictions

Ages approved in FDA labeling

Prescriber
Restrictions

Coverage
Duration

12 months

Other Criteria

Indications

All Medically-accepted Indications.

Off Label Uses

Part B
Prerequisite

No

Prerequisite
Therapy
Required
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Dificid

Products Affected

*  fidaxomicin

PA Criteria

Exclusion
Criteria

Criteria Details

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

10 days

Other Criteria

Covered for non-fulminant C-Difficile

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No

Prerequisite
Therapy
Required
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Dupixant

Products Affected
DUPIXENT SUBCUTANEOUS SOLUTION PREFILLED SYRINGE 200
SOLUTION AUTO-INJECTOR 300 MG/1.14ML, 300 MG/2ML
MG/2ML

DUPIXENT SUBCUTANEOUS

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Pulmonologist, dermatologist, otolaryngologist (ENT), gastroenterologist
Restrictions and allergist.

Coverage 12 months

Duration

Other Criteria Covered for severe asthma which requires chronic maintenance oral

corticosteroid use to control symptoms despite maximal guideline directed
inhaler therapy. Chronic Steroid use would defined as 60 days of
prednisone Smg/day or equivalent in combination with a three month trial
of Trelegy 200 or high dose OCS/LABA/LAMA combination. Covered
for moderate to severe eosinphilic asthma not controlled with Trelegy 200
or high dose OCS/LABA/LAMA combination. For atopic dermatitis
failure of Adbry or methotrexate. For failure of nasal polyposis failure of
intranasal budesonide.

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite Yes
Therapy
Required
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Emend

Products Affected

aprepitant oral capsule
EMEND ORAL SUSPENSION
RECONSTITUTED

PA Criteria Criteria Details

Exclusion FDA labeled contraindications

Criteria

Required Previous treatment history

Medical

Information

Age Restrictions | Ages approved in FDA labeling

Prescriber Hematologist/oncologist/Surgeon

Restrictions

Coverage 12 months

Duration

Other Criteria Patient must fail treatment with ondansetron (PA not applicable for
PONV)

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite

Prerequisite Yes

Therapy

Required

66



Emgality

Products Affected

EMGALITY
EMGALITY (300 MG DOSE)

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 months
Duration

Other Criteria Diagnosis of episodic or chronic migraine. Not covered in combination
with other cgrp antagonists.

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite No
Therapy
Required
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Emsam

Products Affected
EMSAM

PA Criteria Criteria Details

Exclusion FDA labeled contraindications
Criteria

Required

Medical

Information

Age Restrictions | Ages approved in FDA labeling
Prescriber

Restrictions

Coverage 12 months

Duration

Other Criteria Patient must fail 6 week trial with two formulary anti-depressants
Indications All FDA-approved Indications.
Off Label Uses

Part B No

Prerequisite

Prerequisite Yes

Therapy

Required
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Enbrel

Products Affected
ENBREL MINI PREFILLED SYRINGE
ENBREL SUBCUTANEOUS SOLUTION -+ ENBREL SURECLICK SUBCUTANEOUS
25 MG/0.5ML SOLUTION AUTO-INJECTOR

ENBREL SUBCUTANEOUS SOLUTION

PA Criteria Criteria Details

Exclusion FDA labeled contraindications combination with other biologic

Criteria

Required Medical notes supporting diagnosis (including imaging, serology when
Medical applicable), response to previous treatments, current assessment and plan
Information

Age Restrictions | Ages approved in FDA labeling

Prescriber Rheumatology/Dermatology or Specialist trained in management of
Restrictions prescribed condition

Coverage 12 months

Duration

Other Criteria Failure of Renflexis for FDA approved indications and ages or

adalimumab for FDA approved indications and ages and biosimilar
ustekinumab for patients 6 and older.

Indications All FDA-approved Indications.

Off Label Uses

Part B Yes
Prerequisite

Prerequisite Yes
Therapy
Required
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Endari

Products Affected

ENDARI
l-glutamine oral packet

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Hematology

Restrictions

Coverage 12 months

Duration

Other Criteria Approved for patients who have had 2 or more sickle cell crises in the past

12 months while stable on hydroxyurea for at least 3 months

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite Yes
Therapy
Required
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Enoby

Products Affected
- ENOBY

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 months
Duration

Other Criteria Intolerance or contraindication to injectable bisphosphonate required. Part
B before Part D Step Therapy

Indications All FDA-approved Indications.

Off Label Uses

Part B Yes
Prerequisite

Prerequisite Yes
Therapy
Required
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Ensacove

Products Affected

ENSACOVE

PA Criteria

Exclusion
Criteria

Criteria Details

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Hematology/Oncology

Coverage
Duration

12 months or until progression

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No

Prerequisite
Therapy
Required
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entrectinib (Rozlytrek)

Products Affected

ROZLYTREK ORAL CAPSULE 100 MG,

200 MG

ROZLYTREK ORAL PACKET

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber

Restrictions

Coverage 12 months

Duration

Other Criteria Rozyltrek is a kinase inhibitor indicated for solid tumors with NTRK-
Fusions and ROS-1 mutated Non-Small Cell lung cancer. Medical history,
studies, and appropriate confirmatory tests are reviewed in Referrals and if
approved will notify pharmacy and the physician.

Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite

Prerequisite No

Therapy

Required
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Epidiolex

Products Affected
EPIDIOLEX

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Neurology
Restrictions

Coverage 12 months
Duration

Other Criteria Failure of clobazam for Lennox Gastaut syndrome.

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite Yes
Therapy
Required
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Erivedge

Products Affected
ERIVEDGE

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Hematologist/Oncologist

Restrictions

Coverage 12 months or until progression

Duration

Other Criteria Diagnosis of metastatic basal cell carcinoma OR Diagnosis of locally

advanced basal cell carcinoma that has recurred following surgery or
when the patient is not a candidate for surgery and radiation

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite No
Therapy
Required
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Erleada

Products Affected

ERLEADA ORAL TABLET 240 MG, 60
MG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Urologist, Oncologist

Restrictions

Coverage 12 months or until PSA progression

Duration

Other Criteria Failure of LHRH agonist and bicalutamide for non-metastatic disease.

Failure of abiraterone for metastatic disease.

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite Yes
Therapy
Required
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Esbriet

Products Affected
pirfenidone

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 months
Duration

Other Criteria Confirmed Diagnosis of idiopathic pulmonary fibrosis (IPF) through
exclusion of other fibrosing conditions/causes and definitive High
resolution CT IPF pattern or Biopsy proven IPF. FVC of at least 50% of
predicted value DLCO of at least 30%

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite No
Therapy
Required
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Eulexin

Products Affected
EULEXIN

PA Criteria Criteria Details

Exclusion FDA labeled contraindications
Criteria

Required Documentation supporting diagnosis
Medical

Information

Age Restrictions

Prescriber Hematology/Oncology, Urology
Restrictions

Coverage 12 months

Duration

Other Criteria Failure of bicalutamide unless Stage B2-C prostate cancer
Indications All FDA-approved Indications.

Off Label Uses

Part B No

Prerequisite

Prerequisite Yes

Therapy

Required
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Exjade

Products Affected

deferasirox oral tablet soluble

PA Criteria Criteria Details

Exclusion FDA labeled contraindications
Criteria

Required iron indices

Medical

Information

Age Restrictions | Ages approved in FDA labeling
Prescriber Hematologist/oncologist
Restrictions

Coverage 12 months

Duration

Other Criteria

Indications All FDA-approved Indications.
Off Label Uses

Part B No

Prerequisite

Prerequisite No

Therapy

Required
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EXXUA

Products Affected

EXXUA
EXXUA TITRATION PACK

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 months
Duration

Other Criteria Failure of vilazodone and another generically available anti-depressant
within past 6 months

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite Yes
Therapy
Required
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Fanapt

Products Affected

FANAPT
FANAPT TITRATION PACK A

PA Criteria Criteria Details

Exclusion FDA labeled contraindications
Criteria

Required Diagnosis

Medical

Information

Age Restrictions | Ages approved in FDA labeling

Prescriber Neurology/Psychiatry

Restrictions

Coverage 12 months

Duration

Other Criteria failure of lurasidone and aripiprazole for schizophrenia, for Acute

treatment of manic or mixed episodes associated with bipolar I disorder
failure of aripiprazole and asenapine.

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite Yes
Therapy
Required
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Fentanyl Patch

Products Affected
* fentanyl transdermal patch 72 hour 100

mcg/hr, 12 meg/hr, 25 mcg/hr, 50 mcg/hr, 75

mcg/hr

PA Criteria

Exclusion
Criteria

Criteria Details

FDA labeled contraindications

Required
Medical
Information

Age Restrictions

Ages approved in FDA labeling

Prescriber
Restrictions

Pain management physician/oncologist

Coverage
Duration

12 months

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No

Prerequisite
Therapy
Required
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Fetzima

Products Affected

FETZIMA
FETZIMA TITRATION

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Coverage 12 months
Duration

Other Criteria Must fail two generically available anti-depressants in past12 months

Indications All FDA-approved Indications.

Off Label Uses

Part B No
Prerequisite

Prerequisite Yes
Therapy
Required
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Fintepla

Products Affected

FINTEPLA

PA Criteria

Exclusion
Criteria

Criteria Details

Required
Medical
Information

Age Restrictions

Prescriber Neurology
Restrictions

Coverage 12 months
Duration

Other Criteria Failure of epidiolex
Indications All FDA-approved Indications.
Off Label Uses

Part B No

Prerequisite

Prerequisite Yes

Therapy

Required
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Forteo

Products Affected
* teriparatide subcutaneous solution pen-
injector 560 mcg/2.24ml

PA Criteria Criteria Details

Exclusion FDA labeled contraindications

Criteria

Required Recent Bone density study previous treatment history, BMD, PTH, VITD
Medical

Information

Age Restrictions | ages 18 and older

Prescriber none

Restrictions

Coverage 12 months

Duration

Other Criteria Patient must fail or have contraindication to IV bisphosphonates, Vitamin

D (25,0H), PTH must be WNL. Cumulative treatment more than 24
months should only be considered if patient remains at or has returned to

high fracture risk
Indications All FDA-approved Indications.
Off Label Uses
Part B Yes
Prerequisite
Prerequisite Yes
Therapy
Required
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Fotivda

Products Affected

FOTIVDA

PA Criteria

Exclusion
Criteria

Criteria Details

Required
Medical
Information

Age Restrictions

Prescriber
Restrictions

Oncology/Hematology

Coverage
Duration

12 months or until progression

Other Criteria

Indications

All FDA-approved Indications.

Off Label Uses

Part B
Prerequisite

No

Prerequisite
Therapy
Required
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Fruzaqla

Products Affected

FRUZAQLA ORAL CAPSULE 1 MG, 5
MG

PA Criteria Criteria Details

Exclusion
Criteria

Required
Medical
Information

Age Restrictions

Prescriber Hematology/Oncology

Restrictions

Coverage 12 months

Duration

Other Criteria Pat