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ACITRETIN

Drugs
Acitretin Oral Cap 10 mg, 17.5 mg, 25 mg

Exclusion Criteria

1. Severely impaired liver or kidney function. 2. Chronic abnormally elevated blood lipid values. 3.
Concomitant use of methotrexate or tetracyclines. 4. Pregnancy. 5. Females of child-bearing potential who
intend to become pregnant during therapy or at any time for at least 3 years after discontinuing therapy. 6.
Females of child-bearing potential who will not use reliable contraception while undergoing treatment and for
at least 3 years following discontinuation.

Required Medical Information

1. Diagnosis of severe psoriasis. 2. Serum creatinine (SCr). 3. Liver function test (LFT). 4. Lipid panel. 5.
Physician must document that patient do not have any renal, hepatic or cardiovascular problem.

Age Restriction

None

Prescriber Restriction
Dermatologist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No



ACTHAR

Drugs

Acthar Gel Injection 80 UNIT/ML Injection

Acthar Gel Subcutaneous Auto-Injector 40 UNIT/0.5ML
Acthar Gel Subcutaneous Auto-Injector 80 UNIT/ML

Exclusion Criteria

1. Scleroderma. 2. Osteoporosis. 3. Systemic fungal infections. 4. Ocular herpes simplex. 5. Recent surgery. 6.
History or presence of a peptic ulcer. 7. Congestive heart failure. 8. Uncontrolled Hypertension. 9. Sensitivity
to proteins derived from porcine sources. 10. Primary adrenocortical insufficiency or adrenocortical
hyperfunction. 11. Infants under 2 years of age who have suspected congenital infections. 12. Concomitant
administration of live or live attenuated vaccines in patients receiving immunosuppressive doses of Acthar Gel.

Required Medical Information

1. Diagnosis of any of the following: A) infantile spasms, B) multiple sclerosis, for acute exacerbations, C)
rheumatic disorders: as adjunctive therapy for short-term administration in the management of an acute episode
or exacerbation of: rheumatoid arthritis, juvenile rheumatoid arthritis (JRA)/juvenile idiopathic arthritis (JIA),
or ankylosing spondylitis, D) symptomatic sarcoidosis, E) ophthalmic diseases: keratitis, iritis, iridocyclitis,
diffuse posterior uveitis, choroiditis, optic neuritis, chorioretinitis, and anterior segment inflammation, F)
nephrotic syndrome, for the induction of diuresis or remission of proteinuria, G) dermatologic and allergic
states: including severe erythema multiforme, Stevens-Johnson syndrome, or serum sickness, or collagen
diseases such as systemic lupus erythematosus (SLE) or systemic dermatomyositis (polymyositis), H) psoriatic
arthritis (PsA), as adjunctive treatment of an acute episode or exacerbation. 2. Negative results in Purified
Protein Derivative (PPD) test for tuberculosis or patient is currently receiving chemoprophylaxis.

Age Restriction
None

Prescriber Restriction
None

Coverage Duration
Initial: 3 months. Renewal: 6 months.

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No



ACTIMMUNE

Drugs
Actimmune Subcutaneous Solution 100 Mcg/0.5ml

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: A) Chronic Granulomatous Disease (CGD), to reduce frequency and
severity of serious infections. B) Severe, malignant osteopetrosis (SMO), to delay time of disease progression.
2. BSA (weight and height). 3. Serum Creatinine (SCr). 4. CBC with differential and PLT. 5. Liver function
test (ALT, AST).

Age Restriction
None

Prescriber Restriction
Chronic granulomatous disease: Immunologist, Hematologist, Infectious Diseases Specialist. Severe, Malignant
Osteopetrosis: Oncologist, Hematologist, Gynecologist, Rheumatologist, Orthopedist, Endocrinologist.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No



ADCIRCA

Drugs
Alyq Oral Tablet 20 mg
Tadalafil (Pah) Oral Tablet 20 mg

Exclusion Criteria
1. Use for erectile dysfunction. 2. Patients taking nitrates 3. Patients taking Guanylate Cyclase (GC)
Stimulators.

Required Medical Information

1. Diagnosis of pulmonary arterial hypertension (PAH) (WHO Group 1) to improve exercise ability. Studies
establishing effectiveness included predominantly patients with NYHA Functional Class II / III symptoms and
etiologies of idiopathic or heritable PAH or PAH associated with connective tissue diseases. 2. Diagnosis
confirmed by right heart catheterization. 3. Serum creatinine (Scr) or creatinine clearance. 4.For patient with
hepatic impairment: Child Pugh Class. For the FDA-approved indication of pulmonary arterial hypertension,
patients currently on Tadalafil may continue therapy if they have a diagnosis of PAH.

Age Restriction
18 years or older

Prescriber Restriction
Pneumologist, Pulmonologist, Cardiologist.

Coverage Duration
Initial: 6 months. Renewal: 12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No



ADEMPAS

Drugs
Adempas Oral Tablet 0.5 mg, 1 mg, 1.5 mg, 2 mg, 2.5 mg

Exclusion Criteria

1. Pregnancy. 2. Concomitant use of nitrates, nitric oxide donors, or phosphodiesterase inhibitors.
3.Concomitant use of other soluble guanylate cyclase (sGC) stimulators. 4.Pulmonary hypertension associated
with idiopathic interstitial pneumonias.

Required Medical Information

1. Diagnosis of any of the following: A) Persistent/recurrent Chronic Thromboembolic Pulmonary
Hypertension (CTEPH) (WHO Group 4) after surgical treatment or inoperable CTEPH to improve exercise
capacity and WHO functional class. B) Pulmonary Arterial Hypertension (PAH) (WHO Group 1) to improve
exercise capacity, improve WHO functional class and to delay clinical worsening. 2. Diagnosis confirmed by
right heart catheterization. 3. For patients with PAH WHO Group 1 Studies establishing effectiveness included
predominately patients with WHO functional class II/IIT and etiologies of idiopathic or heritable PAH or PAH
associated with connective tissue diseases.

Age Restriction
18 years or older

Prescriber Restriction
Pulmonologist, Cardiologist

Coverage Duration
12 months

Other Criteria
For renewal, patient has stable disease or has improved while on therapy.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No



AFINITOR

Drugs
Everolimus Oral Tablet Soluble 2 mg, 3 mg, 5 mg
Everolimus Oral Tablet 2.5 mg, 5 mg, 7.5 mg, 10 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of one of the following: A) Postmenopausal women with advanced hormone receptor-positive,
HER2 negative breast cancer in combination with exemestane after failure of treatment with letrozole or
anastrozole. B) Progressive neuroendocrine tumors of pancreatic origin (PNET) and members with progressive,
well-differentiated, non-functional neuroendocrine tumors (NET) of gastrointestinal (GI) or lung origin that are
unresectable, locally advanced or metastatic. C) Advanced renal cell carcinoma (RCC) after failure of treatment
with sunitinib or sorafenib. D) Renal angiomyolipoma and tuberous sclerosis complex (TSC), not requiring
immediate surgery. E) Everolimus Oral Tablet and Everolimus Oral Tablet Soluble are indicated for the
treatment of adult and pediatric patients aged 1 year and older with TSC who have subependymal giant cell
astrocytoma (SEGA) that requires therapeutic intervention but cannot be curatively resected. F) Everolimus
Oral Tablet Soluble is indicated for the adjunctive treatment of adult and pediatric patients aged 2 years and
older with TSC associated partial-onset seizures.

Age Restriction

TSC associated with partial onset seizures: For pediatric patient 2 years and older. TSC who have
subependymal giant cell astrocytoma (SEGA) that requires therapeutic intervention but cannot be curatively
resected: for pediatric patients 1 year and older.

Prescriber Restriction
Hematologist, Oncologist, Urologist, Neurologist, Gastroenterologist, Nephrologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes



AIMOVIG

Drugs
Aimovig Subcutaneous Solution Auto-Injector 140 Mg/Ml1, 70 Mg/M1

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of migraine and drug will be used as preventive treatment. 2. At least 4 migraine headache days
per month (prior to initiating a migraine preventive medication)

Age Restriction
18 years or older

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No



AKEEGA

Drugs
Akeega Oral Tablet 100-500 mg, 50-500 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of one of the following: a) deleterious or suspected deleterious BRCA2-mutated (BRCA2m)
metastatic castration-sensitive prostate cancer (mCSPC) or, b) deleterious or suspected deleterious BRCA-
mutated (BRCAm) metastatic castration-resistant prostate cancer (mCRPC). 2. BRCA-mutation was confirmed
by an FDA-approved test for AKEEGA.

Age Restriction
18 years or older

Prescriber Restriction
Hematologists, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No



ALECENSA

Drugs
Alecensa Oral Capsule 150 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of one of the following: A) Anaplastic lymphoma kinase (ALK)-positive non-small cell lung
cancer (NSCLC) (tumors greater than or equal to 4 cm or node positive), as adjuvant treatment following tumor
resection, OR B) ALK-positive metastatic NSCLC. 2. ALK-positive as detected by an FDA-approved test. 3.
Liver function test (ALT, AST or bilirubin) and Child Pugh Class.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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ALUNBRIG

Drugs
Alunbrig Oral Tablet 180 Mg, 30 Mg, 90 Mg,
Alunbrig Oral Tablet Therapy Pack

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of anaplastic lymphoma kinase (ALK)-positive metastatic non-small cell lung cancer (NSCLC) as
detected by an FDA-approved test. 2. Liver Function Test (AST, ALT, and total bilirubin) 3. Serum amylase
and lipase. 4.Serum creatinine (SCr).

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
Must be covered by Part D benefit.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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AMPYRA

Drugs
Dalfampridine ER 10 Mg Oral Tablet

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

Required Medical Information
1. Diagnosis of multiple sclerosis AND patient is ambulatory (able to walk at least 25 feet) AND patient has
walking impairment. 2. Creatinine clearance (CrCL).

Age Restriction
18 years or older

Prescriber Restriction
Neurologist, Multiple Sclerosis Specialist

Coverage Duration
12 months

Other Criteria

For renewal, walking speed has improved from baseline AND member has not experienced any serious adverse

events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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ANTINEOPLASTICS

Drugs

Bosulif Oral Tablet 100 mg, 400 mg, 500mg

Bosulif Oral Capsule 50 mg, 100 mg

Cometriq (100 MG Daily Dose) Kit 80 & 20 mg Oral
Cometriq (140 MG Daily Dose) Kit 3 x 20 mg & 80 mg Oral
Cometriq (60 MG Daily Dose) Kit 20 mg Oral
Erivedge Oral Capsule 150 mg

Gilotrif Oral Tablet 20 mg, 30 mg, 40 mg

Inlyta Oral Tablet 1 mg, 5 mg

Krazati Oral Tablet 200 mg

Mekinist Oral Solution Reconstituted 0.05 mg/ml
Mekinist Oral Tablet 0.5 mg, 2 mg

Onureg Oral Tablet 200 mg, 300 mg

Orgovyx Oral Tablet 120 mg

Pomalidomide Oral Capsule 1 mg, 2 mg, 3 mg, 4 mg
Soltamox Oral Solution 10 mg/5ml

Stivarga Oral Tablet 40 mg

Tabloid Oral Tablet 40 mg

Tafinlar Oral Capsule 50 mg, 75 mg

Tafinlar Oral Tablet Soluble 10 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis

Age Restriction
None

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
Must meet Part D coverage criteria and not be covered under Part B.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No



ANTIPSYCHOTICS

Drugs

Abilify Asimtufii Intramuscular Prefilled Syringe 720 mg/2.4ml, 960 mg/3.2ml
Caplyta Oral Capsule 10.5 mg, 21mg, 42 mg

Fanapt Oral Tablet 1 mg, 2 mg, 4, mg, 6 mg, 8 mg, 10 mg, 12 mg

Fanapt Titration Pack A Oral Tablet 1 & 2 & 4 & 6 MG Oral

Fanapt Titration Pack B Oral Tablet 1 & 2 & 6 & 8 mg

Fanapt Titration Pack C Oral Tablet 1 & 2 & 6 mg

Saphris Sublingual Tablet 2.5 mg, 5 mg, 10 mg

Secuado Transdermal Patch 24 Hour 3.8 mg/24hr, 5.7 mg/24hr, 7.6 mg/24hr
Versacloz Oral Suspension 50 mg/ml

Vraylar Oral Capsule 0.5 mg, 0.75 mg, 1.5 mg, 3 mg, 4.5 mg, 6 mg

Exclusion Criteria
Not indicated for treatment of dementia-related psychosis due to an increased risk of death seen in the elderly.

Required Medical Information

Prior use of generic antipsychotic, per indication Schizoprenia: clozapine, asenapine, olanzapine, paliperidone,
quetiapine, risperidone, ziprasidone, aripiprazole or lurasidone. Bipolar disoder: risperidone,asenapine,
olanzapine, quetiapine, ziprasidone, aripiprazole or lurasidone. Major Depressive Disorder: aripiprazole,
quetiapine.

Age Restriction
Per FDA approved age

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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APTIOM

Drugs
Eslicarbazepine Oral Tablet 200 mg, 400 mg, 600 mg, 800 mg

Exclusion Criteria
None

Required Medical Information
1.Diagnosis of Partial-onset seizures. 2. Scr.

Age Restriction
4 years or older

Prescriber Restriction
Neurologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No



ARCALYST

Drugs
Arcalyst Subcutaneous Solution Reconstituted 220 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of any of the following: A) Cryopyrin-Associated Periodic Syndromes (CAPS), including Familial

Cold Auto-inflammatory Syndrome (FCAS), Muckle-Wells Syndrome (MWS). B) Deficiency of Interleukin-1

Receptor Antagonist (DIRA). C) Recurrent Pericarditis (RP) and reduction in risk of recurrence.

Age Restriction
None

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
For continuation, patient has experienced disease stability or improvement in clinical symptoms while on
therapy.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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ARIKAYCE

Drugs
Arikayce Inhalation Suspension 590 MG/8.4ML

Exclusion Criteria
Known sensitivity to any aminoglycoside

Required Medical Information

1. Diagnosis of pulmonary Mycobacterium avium complex (MAC) infection and used as part of a combination
antibacterial regimen in treatment refractory patients (greater than 6 months of a multidrug background
regimen). 2. Submission of medical records (e.g., chart notes, laboratory values) documenting respiratory
cultures positive for MAC within the previous 6 months.

Age Restriction
18 years of age and older

Prescriber Restriction
Infectious Disease Specialist, Transplant Specialist, Pulmonologist or Pneumologist.

Coverage Duration
6 months

Other Criteria

Reauthorization: Patient has not achieved negative respiratory cultures while on Arikayce AND physician tests
that patient has demonstrated clinical benefit while on Arikayce AND In vitro susceptibility testing of most
recent (within 6 months) positive culture with available susceptibility testing documents that the MAC isolate is
susceptible to amikacin AND Patient has not received greater than 12 months of Arikayce therapy with
continued positive respiratory cultures.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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AUBAGIO

Drugs
Teriflunomide Oral Tablet 14 mg, 7 mg

Exclusion Criteria
Severe hepatic impairment, pregnancy, and current leflunomide treatment.

Required Medical Information
Diagnosis of relapsing forms of multiple sclerosis (MS), to include clinically isolated syndrome, relapsing-
remitting disease, and active secondary progressive disease.

Age Restriction
18 years or older

Prescriber Restriction
Neurologist or Multiple Sclerosis Specialist.

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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AUGTYRO

Drugs
Augtyro Oral Capsule 40 Mg, 160 Mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of one of the following: A) Locally advanced or metastatic ROS1-positive non-small cell lung
cancer (NSCLC) OR B) Solid tumors that: have a neurotrophic tyrosine receptor kinase (NTRK) gene fusion
AND are locally advanced or metastatic or where surgical resection is likely to result in severe morbidity AND
have progressed following treatment or have no satisfactory alternative therapy. 2. For non-small cell lung
cancer (NSCLC), test results were provided confirming the presence of ROS1 rearrangement, as detected by
FDA approved test. 3. For solid tumors, test results were provided confirming the presence of neurotrophic
tyrosine receptor kinase (NTRK) gene fusion, as detected by FDA approved test.

Age Restriction
12 years of age and older

Prescriber Restriction
Hematologists, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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AUSTEDO

Drugs

Austedo Oral Tablet 6 mg, 9 mg, 12 mg

Austedo XR Oral Tablet Extended Release 24 Hour 6 mg, 12 mg, 18 mg, 24 mg, 30 mg, 36 mg, 42mg, 48 mg
Austedo XR Patient Titration Oral Tablet Extended-Release Therapy Pack 12 & 18 & 24 & 30 mg

Exclusion Criteria

Suicidal, or untreated/inadequately treated depression in patients with Huntingtons disease. Hepatic
impairment. Concomitant use or less than 20 days from the last dose of reserpine. Concomitant use or less than
14 days from the last dose of a MAOIs. Concomitant use tetrabenazine or valbenazine.

Required Medical Information
Diagnosis of any of the following: A) Chorea associated with Huntingtons disease. B) Tardive dyskinesia.

Age Restriction
18 years or older

Prescriber Restriction
Neurologist, Psychiatrist

Coverage Duration
12 months

Other Criteria
For continuation, member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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AVMAPKI

Drugs
Avmapki Fakzynja Co-Pack Oral Therapy PACK 0.8 & 200 MG

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of recurrent low-grade serous ovarian cancer (LGSOC) KRAS-mutated. 2. Patient has received
prior systemic therapy.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist or Gynecologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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AVONEX

Drugs
Avonex Intramuscular Pen Auto-Injector Kit 30 MCG/0.5ML
Avonex Intramuscular Prefilled Syringe Kit 30 MCG/0.5ML

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of relapsing forms of multiple sclerosis (MS) including isolated syndrome, relapsing-remitting
disease, and active secondary progressive disease.

Age Restriction
18 years or older

Prescriber Restriction
Neurologist or Multiple Sclerosis Specialist

Coverage Duration
12 months

Other Criteria

For new starts: First injection should be administered under the supervision of an appropriately qualified health
care professional. For continuation based on both of the following criteria: (1) Member has not experienced
disease progression AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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AYVAKIT

Drugs
Ayvakit Oral Tablet 25 mg, 50 mg, 100 mg, 200 mg, 300 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any the following: A) Gastrointestinal Stromal Tumor (GIST) unresectable or metastatic
harboring a platelet-derived growth factor receptor alpha (PDGFRA) exon 18 mutation, including PDGFRA
D842V mutations. B) Advanced Systemic Mastocytosis (AdvSM) including aggressive systemic mastocytosis
(ASM), systemic mastocytosis with an associated hematological neoplasm (SM-AHN), and mast cell leukemia
(MCL). C) Indolent Systemic Mastocytosis (ISM). 2. Platelet count must be performed prior to initiating
therapy for AdvSM and ISM.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist, Allergist and Immunologist.

Coverage Duration
12 months

Other Criteria
Limitation of use: Not recommended for the treatment of patients with AdvSM with platelet counts of less than
50 X 10M9/L.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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BAFIERTAM

Drugs
Bafiertam Oral Capsule Delayed Release 95 mg

Exclusion Criteria
Co-administration with dimethyl fumarate or diroximel fumarate.

Required Medical Information
1. Diagnosis of relapsing forms of multiple sclerosis (MS), to include clinically isolated syndrome, relapsing-
remitting disease, and active secondary progressive disease. 2. Complete blood cell count (CBC)

Age Restriction
18 years or older

Prescriber Restriction
Neurologist or Multiple Sclerosis Specialist.

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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BALVERSA

Drugs
Balversa Oral Tablet 3 mg, 4 mg, 5 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of locally advanced or metastatic urothelial carcinoma (mUC) that has: A) susceptible FGFR3
genetic alterations and B) disease has progressed on or after at least one line of prior systemic therapy AND
member is not eligible for and have not received prior PD-1 or PD-L1 inhibitor therapy.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist, Urologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes



BANZEL

Drugs
Rufinamide Oral Suspension 40 mg/ml
Rufinamide Oral Tablet 200 mg, 400 mg

Exclusion Criteria
Familial Short QT syndrome.

Required Medical Information
Diagnosis of seizures associated with Lennox-Gastaut Syndrome (LGS).

Age Restriction
None

Prescriber Restriction
Neurologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No



BAXDELA

Drugs
Baxdela Intravenous Solution Reconstituted 300 mg
Baxdela Oral Tablet 450 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of one of the following: A) Acute Bacterial Skin and Skin Structure Infections (ABSSSI) or, B)
Community-Acquired Bacterial Pneumonia (CABP). 2. Culture. 3. The patient has experienced an inadequate
treatment response, intolerance, or contraindication to at least one alternative from a class of antibiotics used to
treat the submitted diagnosis. For CABP: amoxicillin, doxycycline or macrolide, For ABSSSI: cephalexin,
dicloxacillin, clindamycin, doxycycline, OR the physician submits clinical rationale as to why these agents
would not be appropriate for the patient.

Age Restriction
18 years or older

Prescriber Restriction
Pulmonologist, Pneumologist, Infectious Disease Physician or Dermatologist.

Coverage Duration
For ABSSSI: 14 days. For CABP: 10 days.

Other Criteria

Baxdela IV: 1) Subject to B vs D revision and 2) patient must have difficult to swallow oral Baxdela. Baxdela
will be authorized for patients who have initiated oral or intravenous therapy in a hospital and are discharged to
complete the course of therapy.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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BENLYSTA

Drugs
Benlysta Subcutaneous Solution Auto-injector 200 mg/ml
Benlysta Subcutaneous Solution Prefilled Syringe 200 mg/ml

Exclusion Criteria
None

Required Medical Information
Diagnosis of any of the following: a) Active systemic lupus erythematosus (SLE), OR b) Active lupus
nephritis.

Age Restriction
5 years or older

Prescriber Restriction
Rheumatologist or Nephrologist.

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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BENZODIAZEPINES (CLONAZEPAM, CLORAZEPATE, DIAZEPAM) - BEERS

Drugs

Clonazepam Oral Tablet 0.5 MG, IMG, 2 MG

Clonazepam Oral Tablet Dispersible 0.125 MG, 0.25 MG, 0.5 MG, 1 MG, 2 MG
Clorazepate Dipotassium Oral Tablet 3.75 MG, 7.5 MG, 15 MG

Diazepam Intensol Concentrate 5 MG/ML Oral

Diazepam Solution 5 MG/5ML Oral

Diazepam Oral Tablet 2 MG 5 MG, 10 MG

Exclusion Criteria
None

Required Medical Information

1. Diagnosis. 2. If member is concurrently prescribed an opioid, the prescriber must: a) provide an attestation
confirming assessment of the risks associated with concurrent benzodiazepine and opioid use, and
determination that the benefits outweigh the risks AND b) submit a documented plan outlining the strategy for
tapering and discontinuation of one or both agents, as appropriate.

Age Restriction
None

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria

Prior authorization (PA) is mandated for members aged 65 and older. For member with concurrent prescribed
opioid, exemption will apply to individuals with a diagnosis of cancer, sickle cell disease, or those receiving
hospice or palliative care services.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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BENZODIAZEPINES (LORAZEPAM, ALPRAZOLAM, ESTAZOLAM) - BEERS

Drugs

Alprazolam Oral Tablet 0.25 MG, 0.5 MG, 1 MG, 2 MG
Estazolam Oral Tablet 1 MG, 2MG

Lorazepam Intensol Concentrate 2 MG/ML Oral
Lorazepam Oral Tablet 0.5 MG, 1 MG, 2 MG

Exclusion Criteria
None

Required Medical Information

1. Diagnosis. 2. If member is concurrently prescribed an opioid, the prescriber must: a) provide an attestation
confirming assessment of the risks associated with concurrent benzodiazepine and opioid use, and
determination that the benefits outweigh the risks AND b) submit a documented plan outlining the strategy for
tapering and discontinuation of one or both agents, as appropriate.

Age Restriction
None

Prescriber Restriction
None

Coverage Duration
Members without concurrent opioid use: 12 months. Other: 90 days.

Other Criteria

Prior authorization (PA) is mandated for members aged 65 and older. For member with concurrent prescribed
opioid, exemption will apply to individuals with a diagnosis of cancer, sickle cell disease, or those receiving
hospice or palliative care services.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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BESREMI

Drugs
Besremi Subcutaneous Solution Prefilled Syringe 500 MCG/ML

Exclusion Criteria

1) Existence of, or history of severe psychiatric disorders, particularly severe depression, suicidal ideation or
suicide attempt. 2) Hypersensitivity to interferon. 3) Hepatic impairment (Child-Pugh B or C). 4) History or
presence of active serious or untreated autoimmune disease. 5) Immunosuppressed transplant recipients.

Required Medical Information
Diagnosis of polycythemia vera.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist, Immunologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No



BRIVIACT

Drugs

Briviact Oral Solution 10 mg/ml

Briviact Oral Tablet 10 mg, 25 mg, 50 mg, 75 mg, 100 mg
Brivaracetam Oral Solution 10 mg/ml

Brivaracetam Oral Tablet 10 mg, 25 mg, 50 mg, 75 mg, 100 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis: partial-onset seizures.

Age Restriction
None

Prescriber Restriction
Neurologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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BRUKINSA

Drugs
Brukinsa Oral Tablet 160 Mg
Brukinsa Oral Capsule 80 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: A) Mantle cell lymphoma (MCL) who have received at least one prior
therapy. B) Waldenstroms macroglobulinemia (WM). C) Relapsed or refractory marginal zone lymphoma
(MZL) who have received at least one anti-CD20-based regimen. D) Chronic lymphocytic leukemia (CLL) or
Small lymphocytic lymphoma (SLL). E) Relapsed or refractory follicular lymphoma (FL), in combination with
obinutuzumab, after two or more lines of systemic therapy

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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BUPHENYL

Drugs
Sodium Phenylbutyearate Oral Powder 3 gm/tsp
Sodium Phenylbutyearate Oral Tablet 500 mg

Exclusion Criteria
Acute hyperammonemia (do not use for emergency management)

Required Medical Information

1. Diagnosis of any of the following: A) Adjunctive therapy in chronic management of patients with urea cycle
disorders involving deficiencies of carbamyl phosphate synthetase (CPS), ornithine transcarbamylase (OTC), or
argininosuccinic acid synthetase (AS). It is indicated in all patients with neonatal-onset deficiency (complete
enzymatic deficiency, presenting within the first 28 days of life). B) Late-onset disease (partial enzymatic
deficiency, presenting after the first month of life) who have a history of hyperammonemic encephalopathy. 2.
BSA.

Age Restriction
None

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No

34



B VS D DRUGS

Drugs

Abelcet Suspension 5 mg/ml Intravenous

Acetylcysteine Solution 10 % Inhalation

Acetylcysteine Solution 20 % Inhalation

Acyclovir Sodium Solution 50 mg/ml Intravenous

Albuterol Sulfate Nebulization Solution 2.5 mg/0.5ml Inhalation
Albuterol Sulfate Nebulization Solution (2.5 MG/3ML) 0.083% Inhalation
Albuterol Sulfate Nebulization Solution 0.63 mg/3ml Inhalation
Albuterol Sulfate Nebulization Solution 1.25 mg/3ml Inhalation
Alyglo Solution 10 GM/100ML Intravenous

Alyglo Solution 20 GM/200ML Intravenous

Alyglo Solution 5 GM/50ML Intravenous

Amphotericin B Liposome Suspension Reconstituted 50 mg Intravenous
Amphotericin B Solution Reconstituted 50 mg Intravenous
Ampicillin Sodium Solution Reconstituted 1 gm Injection
Ampicillin Sodium Solution Reconstituted 10 gm Intravenous
Aprepitant Oral Capsule 125 mg

Aprepitant Oral Capsule 40 mg

Aprepitant Oral Capsule 80 & 125 mg

Aprepitant Oral Capsule 80 mg

Asceniv Solution 5 GM/50ML Intravenous

Azathioprine Oral Tablet 50 mg, 75 mg, 100 mg

Bivigam Intravenous Solution 5 gm/50ml, 10 gm/100ml
Budesonide Suspension 0.25 mg/2ml Inhalation

Budesonide Suspension 0.5 mg/2ml Inhalation

Budesonide Suspension 1 mg/2ml Inhalation

Caspofungin Acetate Solution Reconstituted 50 mg Intravenous
Caspofungin Acetate Solution Reconstituted 70 mg Intravenous
Cefoxitin Sodium Solution Reconstituted 1 gm Intravenous
Cefoxitin Sodium Solution Reconstituted 10 gm Injection
Cefoxitin Sodium Solution Reconstituted 2 gm Intravenous
Cefuroxime Sodium Solution Reconstituted 1.5 gm Intravenous
Cefuroxime Sodium Solution Reconstituted 750 mg Injection
Clinimix/Dextrose (4.25/10) Solution 4.25 % Intravenous
Clinimix/Dextrose (4.25/5) Solution 4.25 % Intravenous
Clinimix/Dextrose (5/15) Solution 5 % Intravenous
Clinimix/Dextrose (5/20) Solution 5 % Intravenous
Colistimethate Sodium (Cba) Solution Reconstituted 150 mg Injection
Cromolyn Sodium Nebulization Solution 20 mg/2ml Inhalation
Cyclophosphamide Oral Capsule 25 mg

Cyclophosphamide Oral Capsule 50 mg

Cyclophosphamide Tablet 25 MG Oral

Cyclophosphamide Tablet 50 MG Oral

Cyclosporine Oral Capsule 100 mg

Cyclosporine Oral Capsule 25 mg

Cyclosporine Modified Oral Capsule 100 mg

Cyclosporine Modified Oral Capsule 25 mg
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Cyclosporine Modified Oral Capsule 50 mg

Cyclosporine Modified Oral Solution 100 mg/ml

Dronabinol Oral Capsule 10 mg

Dronabinol Oral Capsule 2.5 mg

Dronabinol Oral Capsule 5 mg

Emend Oral Suspension Reconstituted 125 mg

Engerix-B Suspension 10 Mcg/0.5ml Injection

Engerix-B Suspension 20 Mcg/ml Injection

Engerix-B Suspension 20 Mcg/ml Injection (prefilled syringe)
Erythrocin Lactobionate Solution Reconstituted 500 mg Intravenous
Everolimus Oral Tablet 0.25 mg

Everolimus Oral Tablet 0.5 mg

Everolimus Oral Tablet 0.75 mg

Everolimus Oral Tablet 1 mg

Flebogamma Intravenous DIF Solution 10 GM/100ML, 10 GM/200ML, 2.5 GM/50ML, 20 GM/200ML, 20
GM/400ML, 5 GM/100ML, 5 GM/50ML

Fluconazole In Sodium Chloride Solution 200-0.9 mg/100ml-% Intravenous
Fluconazole In Sodium Chloride Solution 400-0.9 mg/200ml-% Intravenous
Formoterol Fumarate Nebulization Solution 20 Mcg/ml Inhalation
Gammagard ERC Solution 10 GM/100ML Injection

Gammagard ERC Solution 5 GM/50ML Injection

Gammagard S/D Less Iga Solution Reconstituted 10 gm Intravenous
Gammagard S/D Less Iga Solution Reconstituted 5 gm Intravenous
Gammagard Solution 1 GM/10ML Injection

Gammagard Solution 2.5 gm/25ml Injection

Gammagard Solution 10 GM/100ML Injection

Gammagard Solution 20 GM/200ML Injection

Gammagard Solution 30 GM/300ML Injection

Gammagard Solution 5 GM/50ML Injection

Gammaked Solution 1 GM/10ML Injection

Gammaked Solution 10 GM/100ML Injection

Gammaked Solution 20 GM/200ML Injection

Gammaked Solution 5 GM/50ML Injection

Gammaplex Solution 10 gm/100ml Intravenous

Gammaplex Solution 10 gm/200ml Intravenous

Gammaplex Solution 20 gm/200ml Intravenous

Gammaplex Solution 5 gm/50ml Intravenous

Gammaplex Solution 20 GM/400ML Intravenous

Gammaplex Solution 5 GM/100ML Intravenous

Gamunex-C Solution 1 gm/10ml Injection

Gamunex-C Solution 10 GM/100ML INJECTION

Gamunex-C Solution 2.5 GM/25ML INJECTION

Gamunex-C Solution 20 GM/200ML INJECTION

Gamunex-C Solution 40 GM/400ML INJECTION

Gamunex-C Solution 5 GM/50ML INJECTION

Gengraf Oral Capsule 100 mg

Gengraf Oral Capsule 25 mg

Granisetron Hcl Oral Tablet 1 mg

Heplisav-B Solution Prefilled Syringe 20 Mcg/0.5ml Intramuscular
Intralipid Emulsion 20 % Intravenous
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Intralipid Emulsion 30 % Intravenous

Ipratropium Bromide Solution 0.02 % Inhalation
Ipratropium-Albuterol Solution 0.5-2.5 (3) mg/3ml Inhalation
Jylamvo Oral Solution 2 MG/ML

Jynneos Suspension 0.5 ml Subcutaneous

Levalbuterol Hcl Nebulization Solution 0.31 mg/3ml Inhalation
Levalbuterol Hel Nebulization Solution 0.63 mg/3ml Inhalation
Levalbuterol Hcl Nebulization Solution 1.25 mg/0.5ml Inhalation
Levalbuterol Hel Nebulization Solution 1.25 mg/3ml Inhalation
Methotrexate Sodium (Pf) Solution Injection 50 MG/2ML, 250MG/10ML, 1GM/40ML
Methotrexate Sodium Solution 50 mg/2ml Injection
Methotrexate Sodium Solution Injection 250 Mg/10ml
Methotrexate Sodium Solution Reconstituted Injection 1 GM
Methotrexate Sodium Oral Tablet 2.5 MG

Moxifloxacin HCI in NaCl Solution 400 mg/25ml Intravenous Moxifloxacin HCI in NaCl Solution
Mycophenolate Mofetil Oral Capsule 250 mg

Mycophenolate Mofetil Oral Suspension Reconstituted 200 mg/ml
Mycophenolate Mofetil Oral Tablet 500 mg

Mycophenolate Sodium Oral Tablet Delayed Release 180 mg
Mycophenolate Sodium Oral Tablet Delayed Release 360 mg
Nafcillin Sodium Solution Reconstituted 1 gm Injection
Nafcillin Sodium Solution Reconstituted 10 gm Intravenous
Nafcillin Sodium Solution Reconstituted 2 gm Injection

Neoral Oral Capsule 100 mg

Neoral Oral Capsule 25 mg

Neoral Oral Solution 100 mg/ml

Nutrilipid Emulsion 20 % Intravenous

Octagam Solution 1 GM/20ML Intravenous

Octagam Solution 10 GM/100ML Intravenous

Octagam Solution 10 GM/200ML Intravenous

Octagam Solution 2 GM/20ML Intravenous

Octagam Solution 2.5 GM/50ML Intravenous

Octagam Solution 20 GM/200ML Intravenous

Octagam Solution 30 GM/300ML Intravenous

Octagam Solution 5 GM/100ML Intravenous

Octagam Solution 5 GM/50ML Intravenous

Octreotide Acetate Solution 100 Mcg/ml Injection

Octreotide Acetate Solution 1000 Mcg/ml Injection

Octreotide Acetate Solution 200 Mcg/ml Injection

Octreotide Acetate Solution 500 Mcg/ml Injection

Ondansetron Hcl Oral Solution 4 mg/5ml

Ondansetron Hcl Oral Tablet 4 mg

Ondansetron Hcl Oral Tablet 8 mg

Ondansetron Oral Tablet Dispersible 4 mg

Ondansetron Oral Tablet Dispersible 8§ mg

Panzyga Solution 1 GM/10ML Intravenous

Panzyga Solution 10 GM/100ML Intravenous

Panzyga Solution 2.5 GM/25ML Intravenous

Panzyga Solution 20 GM/200ML Intravenous

Panzyga Solution 30 GM/300ML Intravenous
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Panzyga Solution 5 GM/50ML Intravenous

Pentamidine Isethionate Inhalation Solution Reconstituted 300 mg
Pentamidine Isethionate Injection Solution Reconstituted 300 mg
Polymyxin B Sulfate Solution Reconstituted 500000 Unit Injection
Premasol Solution 10 % Intravenous

Privigen Solution 20 gm/200ml Intravenous

Privigen Solution 10 GM/100ML Intravenous

Privigen Solution 40 GM/400ML Intravenous

Privigen Solution 5 GM/50ML Intravenous

Prograf Oral Packet 0.2 mg

Prograf Oral Packet 1 mg

Prosol Solution 20 % Intravenous

Pulmozyme Solution 2.5 mg/2.5ml Inhalation

Recombivax HB Suspension 10 Mcg/ml Injection

Recombivax HB Suspension 40 Mcg/ml Injection

Recombivax HB Suspension 5 Mcg/0.5ml Injection

Recombivax HB Suspension Prefilled Syringe 10 Mcg/ml Injection
Recombivax HB Suspension Prefilled Syringe 5 Mcg/0.5ml Injection
Sirolimus Oral Solution 1 mg/ml

Sirolimus Oral Tablet 0.5 mg

Sirolimus Oral Tablet 1 mg

Sirolimus Oral Tablet 2 mg

Tacrolimus Oral Capsule 0.5 mg

Tacrolimus Oral Capsule 1 mg

Tacrolimus Oral Capsule 5 mg

Tacrolimus ER Oral Capsule Extended Release 24 Hour 0.5 mg, 1 mg, 5 mg
Tenivac Injectable 5-2 LFU Intramuscular

Tenivac Injectable 5-2 LFU Intramuscular (Injection)

Tobramycin Nebulization Solution 300 mg/5ml Inhalation
Tobramycin Sulfate Solution 10 mg/ml Injection

Tobramycin Sulfate Solution 80 mg/2ml Injection

TPN Electrolytes Solution Intravenous

Travasol Solution 10 % Intravenous

Trophamine Solution 10 % Intravenous

Xatmep Solution 2.5 MG/ML Oral

Exclusion Criteria
None

Required Medical Information
None

Age Restriction
None

Prescriber Restriction
None

Coverage Duration
None

Other Criteria
None
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Indications
This drug may be covered under Medicare Part B or D depending upon the circumstances. Information may
need to be submitted describing the use and setting of the drug to make the determination.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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CABOMETYX

Drugs
Cabometyx Oral Tablet 20 mg, 40 mg, 60 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: 1) Advanced renal cell carcinoma (RCC). 2) Advanced renal cell carcinoma,
as a first-line treatment in combination with nivolumab. 3) Hepatocellular carcinoma (HCC) previously treated
with sorafenib. 4) Locally advanced or metastatic differentiated thyroid cancer (DTC) that has progressed
following prior VEGFR-targeted therapy and who are radioactive iodine-refractory or ineligible. 5. Previously
treated, unresectable, locally advanced or metastatic, well-differentiated pancreatic neuroendocrine tumors
(pNET) OR 6. Previously treated, unresectable, locally advanced or metastatic, well-differentiated extra-
pancreatic neuroendocrine tumors (epNET).

Age Restriction
For DTC, pNet or epNET: 12 years or older. Other: 18 years or older.

Prescriber Restriction
Oncologist, Hematologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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CALQUENCE

Drugs
Calquence Oral Tablet 100 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: A) mantle cell lymphoma (MCL) who have received at least one prior
therapy, B) mantle cell lymphoma (MCL), previously untreated, member is ineligible for autologous
hematopoietic stem cell transplantation (HSCT) AND will be used In combination with bendamustine and
rituximab, OR C) Chronic lymphocytic leukemia (CLL) or small lymphocytic lymphoma (SLL).

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes



CAMZYOS

Drugs
Camzyos Oral Capsule 2.5 mg, 5 mg, 10 mg, 15 mg

Exclusion Criteria
1. Strong CYP2C19 inhibitors. 2. Moderate to strong CYP2C19 inducers or moderate to strong CYP3A4
inducers.

Required Medical Information

1. Diagnosis of symptomatic New York Heart Association (NYHA) class II to III obstructive hypertrophic
cardiomyopathy (HCM) to improve functional capacity and symptoms. 2. Baseline left ventricular ejection
fraction (LVEF %).

Age Restriction
18 years or older

Prescriber Restriction
Cardiologist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) The member continues to derive clinical benefit

from therapy, which may include slowing of disease progression, symptom control, preservation of function, or

other clinically appropriate outcomes and (2) The member has not experienced any serious adverse events
while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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CARBAGLU

Drugs
Carglumic Acid Oral Tablet 200 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: A) Acute hyperammonemia due to the deficiency of the hepatic enzyme N-
acetylglutamate synthase (NAGS), as adjunctive therapy. B) Chronic hyperammonemia due to the deficiency of
the hepatic enzyme N-acetylglutamate synthase, as maintenance therapy. C) Acute hyperammonemia due to
propionic acidemia (PA) or methylmalonic acidemia (MMA), as adjunctive therapy.

Age Restriction
None

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All Medically-accepted Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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CAYSTON

Drugs
Cayston Inhalation Solution Reconstituted 75 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of Pseudomonas aeruginosa in patients with cystic fibrosis.

Age Restriction
7 years or older

Prescriber Restriction
Pulmonologist, Infectious Disease Specialist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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CHOLBAM

Drugs
Cholbam Oral Capsule 50 mg, 250 mg

Exclusion Criteria
Extrahepatic manifestations of bile acid synthesis disorders due to single enzyme defects SEDs or peroxisomal
disorders PDs including Zellwegerspectrum disorders. Hepatic dysfunction.

Required Medical Information

1. Diagnosis: Patient must have ONE of the following: A. Bile acid synthesis disorder due to single enzyme
defects (SEDs) or B. Peroxisomal disorder (PD), including Zellweger spectrum disorders, as adjunctive
treatment. 2. Diagnosis was confirmed by mass spectrometry or other biochemical testing or genetic testing. 3.
Baseline results of AST, ALT, GGT, alkaline phosphatase, bilirubin and INR. 4. Patient weight

Age Restriction
3 weeks of age or older.

Prescriber Restriction
Hepatologist, gastroenterologist, or metabolic or biochemical geneticist physician experienced in treating bile
acid synthesis disorder/peroxsomal disorder.

Coverage Duration
Initially: 3 months. Continuation: 12 months

Other Criteria
For continuation: 1. Liver funtion is monitored including AST, ALT, GGT, alkaline phosphatase, bilirubin and
INR, AND 2. Patient did not present symptoms of worsening liver function or develops cholestasis.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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COBENFY

Drugs
Cobenfy Oral Capsule 50-20 Mg, 100-20 Mg, 125-30 Mg

Cobenfy Starter Pack Oral Capsule Therapy Pack 50-20 & 100-20 MG

Exclusion Criteria
Moderate or severe hepatic impairment, urinary retention, gastric retention, untreated narrow-angle glaucoma.

Required Medical Information

1. Diagnosis of schizophrenia. 2. Confirm initial assessment of baseline liver enzyme and bilirubin levels prior
to initiation treatment. 3. Documentation of trial and failure of two generic antipsychotics for at least 6 weeks
for each option (e.g., clozapine, asenapine, olanzapine, paliperidone, quetiapine, risperidone, ziprasidone,
aripiprazole, or lurasidone).

Age Restriction

18 years and older

Prescriber Restriction
Psychiatrist

Coverage Duration
12 months

Other Criteria
For member with 65 years of age and older: start ing dose is 50 mg/20 mg twice daily and maximum
maintenance dose: is 100 mg/20 mg twice daily.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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COPIKTRA

Drugs
Copiktra Oral Capsule 15 mg, 25 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of one of the following: A) Relapsed or refractory chronic lymphocytic leukemia (CLL), OR B)
Small lymphocytic lymphoma (SLL) after at least two prior therapies.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes



CORLANOR

Drugs
Ivabradine HCI Oral Tablet 5 mg, 7.5 mg

Exclusion Criteria

1. Acute decompensated heart failure. 2. Clinically significant hypotension 3. Sick sinus syndrome, sinoatrial
block or 3rd degree AV block, unless a functioning demand pacemaker is present. 4. Clinically significant
bradycardia. 5. Concomitant use of strong cytochrome CYP3A4 inhibitors. 6. Severe hepatic impairment
(Child-Pugh C). 7. Heart rate maintained exclusively by the pacemaker.

Required Medical Information

1. Diagnosis of stable, symptomatic chronic heart failure with left ventricular ejection fraction less or equal
35%, who are in sinus rhythm with resting heart rate greater or equal 70 beats per minute and either are on
maximally tolerated doses of beta-blockers or have a contraindication to beta-blocker use. Patient is currently
on maximally tolerated doses of ACEI or ARB unless intolerant or contraindicated, OR 2) Diagnosis of stable
symptomatic heart failure due to dilated cardiomyopathy in pediatric patients.

Age Restriction
For stable, symptomatic chronic heart failure with reduced left ventricular ejection fraction: 18 years or older.
For stable symptomatic heart failure due to dilated cardiomyopathy: 6 months or older.

Prescriber Restriction
Cardiologist

Coverage Duration
12 months

Other Criteria
For continuation, member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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CORTROPHIN

Drugs

Cortrophin Gel 80 UNIT/ML Injection

Cortrophin Gel Prefilled Syringe 40 UNIT/0.5ML Subcutaneous
Cortrophin Gel Prefilled Syringe 80 UNIT/ML Subcutaneous

Exclusion Criteria

Scleroderma, osteoporosis, systemic fungal infections, ocular herpes simplex, recent surgery, history of or the
presence of a peptic ulcer, congestive heart failure, uncontrolled hypertension, or sensitivity to proteins derived
from porcine sources and primary adrenocortical insufficiency or adrenocortical hyperfunction.

Required Medical Information

1. Diagnosis of any of the following: A) Rheumatic disorders: As adjunctive therapy for short-term
administration (to tide the patient over an acute episode or exacerbation) in: psoriatic arthritis, rheumatoid
arthritis, including juvenile rheumatoid arthritis (selected cases may require low-dose maintenance therapy),
ankylosing spondylitis or acute gouty arthritis. B) Collagen diseases: During an exacerbation or as maintenance
therapy in selected cases of systemic lupus erythematosus or systemic dermatomyositis (polymyositis). C)
Dermatologic diseases: Severe erythema multiforme (Stevens-Johnson syndrome) or severe psoriasis. D)
Allergic states: atopic dermatitis or serum sickness. E) Ophthalmic diseases: Severe acute and chronic allergic
and inflammatory processes involving the eye and its adnexa such as: allergic conjunctivitis, keratitis, iritis and
iridocyclitis, diffuse posterior uveitis and choroiditis, optic neuritis, chorioretinitis or anterior segment
inflammation. F) Respiratory diseases: symptomatic sarcoidosis. G) Edematous states: To induce a diuresis or a
remission of proteinuria in the nephrotic syndrome without uremia of the idiopathic type or that due to lupus
erythematosus. H) Nervous system: acute exacerbations of multiple sclerosis. 2. Negative results in Purified
Protein Derivative (PPD) test for tuberculosis or patient is currently receiving chemoprophylaxis.

Age Restriction
None

Prescriber Restriction
None

Coverage Duration
Initial: 3 months. Renewal: 6 months.

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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COSENTYX

Drugs

Cosentyx (300 MG Dose) Solution Prefilled Syringe 150 MG/ML Subcutaneous
Cosentyx Sensoready (300 MG) Solution Auto-Injector 150 MG/ML Subcutaneous
Cosentyx Solution Prefilled Syringe 75 MG/0.5ML Subcutaneous

Cosentyx UnoReady Solution Auto-Injector 300 MG/2ML Subcutaneous

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of one of the following: a) moderate to severe plaque psoriasis (PsO) in patients who are
candidates for systemic therapy or phototherapy and patient has greater than or equal to 3% body surface area
involvement, palmoplantar, facial, genital involvement, or severe scalp psoriasis, b) active psoriatic arthritis
(PsA), c) active ankylosing spondylitis, d) active non-radiographic axial spondyloarthritis (nr-axSpA) with
objective signs of inflammation, e) active enthesitis-related arthritis (ERA) or f) moderate to severe
hidradenitis suppurativa (HS).

Age Restriction
For (PsO): 6 years and older. For (PsA): 2 years of age and older. For (AS), (nr-axSpA), (HS): 12 years or
older. For (ERA): 4 years of age and older.

Prescriber Restriction
Rheumatologist or Dermatologist.

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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COTELLIC

Drugs
Cotellic Oral Tablet 20 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of one of the following: A) Unresectable or metastatic melanoma with a BRAF V600E or V600K
mutation, in combination with vemurafenib, OR B) Histiocytic neoplasms. 2. For melanoma, genetic test
confirming the presence of BRAF V600E or V600K mutation in tumor specimens.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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CRESEMBA

Drugs
Cresemba Oral Capsule 74.5 MG, 186 MG

Exclusion Criteria

1. Coadministration with strong CYP3A4 inhibitors, such as ketoconazole or high-dose ritonavir. 2.
Coadministration with strong CYP3A4 inducers, such as rifampin, carbamazepine, St. John's wort, or long-
acting barbiturates. 3. Use in patients with familial short QT syndrome.

Required Medical Information
1. Diagnosis of Invasive aspergillosis or Invasive mucormycosis.

Age Restriction
6 years of age and older who weigh 16 kilograms (kg) and greater.

Prescriber Restriction
Infectious Disease Specialist or Pulmonologist.

Coverage Duration
6 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No



DANZITEN

Drugs
Danziten Oral Tablet 71 Mg, 95 Mg

Exclusion Criteria
Hypokalemia, hypomagnesemia, or long QT syndrome.

Required Medical Information

Diagnosis of one of the following: a) Newly diagnosed Philadelphia chromosome positive chronic myeloid
leukemia (Ph+ CML) in chronic phase, or b) Chronic phase (CP) and accelerated phase (AP) Ph+ CML
resistant to or intolerant to prior therapy that included imatinib.

Age Restriction
None

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
For CML, new patient must have Ph-positive CML for approval of Danziten (nilotinib).

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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DAURISMO

Drugs
Daurismo Oral Tablet 100 Mg, 25 Mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of newly-diagnosed acute myeloid leukemia (AML), to be used in combination with low-dose
cytarabine, for the treatment of patients who are equal or more 75 years old or who have comorbidities that
preclude use of intensive induction chemotherapy.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No



DAYBUE

Drugs
Daybue Oral Solution 200 Mg/MI

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of Rett Syndrome. 2. Weight.

Age Restriction
2 years and older

Prescriber Restriction
Neurologist, and Geneticist

Coverage Duration
12 months

Other Criteria
For continuation, member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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DIACOMIT

Drugs
Diacomit Oral Capsule 250 mg, 500 mg
Diacomit Oral Packet 250 mg, 500 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of seizures associated with Dravet syndrome in patients taking clobazam.

Age Restriction
6 months or older

Prescriber Restriction
Neurologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No



DISEASE-MODIFYING ANTIRHEUMATIC DRUGS

Drugs

Hadlima PushTouch Solution Auto-Injector 40 MG/0.4ML Subcutaneous
Hadlima PushTouch Solution Auto-Injector 40 MG/0.8ML Subcutaneous
Hadlima Solution Prefilled Syringe 40 MG/0.4ML Subcutaneous
Hadlima Solution Prefilled Syringe 40 MG/0.8ML Subcutaneous
Simlandi (1 Pen) Auto-Injector Kit 40 MG/0.4ML Subcutaneous
Simlandi (1 Pen) Auto-Injector Kit 80 MG/0.8ML Subcutaneous
Simlandi (1 Syringe) Prefilled Syringe Kit 80 MG/0.8ML Subcutaneous
Simlandi (2 Pen) Auto-Injector Kit 40 MG/0.4ML Subcutaneous
Simlandi (2 Syringe) Prefilled Syringe Kit 20 MG/0.2ML Subcutaneous
Simlandi (2 Syringe) Prefilled Syringe Kit 40 MG/0.4ML Subcutaneous

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: A) Moderately to severely active Rheumatoid Arthritis (RA), to reduce
signs and symptoms, inducing major clinical response, inhibiting the progression of structutral damage, and
improving physical function. B) Moderately to severely active polyarticular Juvenile Idiopathic Arthritis (JIA)
to reduce signs and symptoms. C)Active Psoriatic Arthritis (PsA), to reduce signs and symptoms, inhibiting the
progression of structural damage, and improving physical function. D) Ankylosing Spondylitis (AS) to reduce
signs and symptoms. E) Moderately to severely active Crohns Disease (CD). F) Moderately to severely active
Ulcerative Colitis (UC). G) Moderate to severe chronic Plaque Psoriasis (Ps) in patients who are candidates for
systemic therapy or phototherapy. H) Moderate to severe Hidradenitis Suppurativa (HS). I) Uveitis (UV), for
the treatment of non-infectious intermediate, posterior, and panuveitis. 2. Negative test results PPD for latent
tuberculosis.

Age Restriction
None

Prescriber Restriction

For Rheumatoid Arthritis (RA) and Ankylosing Spondylitis (AS): Rheumatologist. For Psoriasis with
Arthropathy(PsA): Rheumatologist or Dermatologist. For Crohns Disease (CD): Gastroenterologist. For Plaque
Psoriasis (Ps): Dermatologist or Rheumatologist. For Juvenile Idiopathic Arthritis (JIA): Rheumatologist. For
Ulcerative Colitis (UC): Gastroenterologist. For Hidradenitis Suppurativa (HS): Dermatologist. For Uveitis
(UV): Ophtalmologist.

Coverage Duration
12 months

Other Criteria

1. For adults with Rheumatoid Arthritis: one (1) DMARD (brand or generic, oral or injectable) for at least 3
months. DMARD (E.g., anakinra, auranofin (Ridaura), azathioprine, cyclosporine, d-penicillamine
(Cuprimine), etanercept, gold sodium thiomalate (Aurolate, generic), hydroxychloroquine, infliximab,
leflunomide, MTX, or sulfasalazine). 2. For continuation based on both of the following criteria: (1) Member
has not experienced disease progression AND (2) Member has not experienced any serious adverse events
while on the medication.

Indications
All FDA-approved Indications.
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Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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DRIZALMA

Drugs
Drizalma Sprinkle Oral Capsule Delayed Release Sprinkle 20 mg, 30mg, 40mg, 60mg
Duloxetine Hel Oral Capsule Delayed Release Particles 80 mg, 90 mg, 120 mg

Exclusion Criteria

Serotonin Syndrome and MAOIs: Do not use MAOIs intended to treat psychiatric disorders with (duloxetine)
DRIZALMA SPRINKLE or within 5 days of stopping treatment with (duloxetine) DRIZALMA SPRINKLE.
Do not use (duloxetine) DRIZALMA SPRINKLE within 14 days of stopping an MAOI intended to treat.

Required Medical Information

1. Diagnosis of one of the following: a) Major Depressive Disorder (MDD), b) Generalized Anxiety Disorder
(GAD), c) Diabetic Peripheral Neuropathic Pain (DPNP), d) Fibromyalgia (FM) or €) Chronic Musculoskeletal
Pain (CMP). 2. Member has a documented intolerance, contraindication, or treatment failure with generic
duloxetine capsules OR 3. Member is unable to swallow the oral dosage form of duloxetine due to a clinical
condition such as but not limited to the following: a) Dysphagia, OR b) Oral/motor difficulties.

Age Restriction
GAD: 7 years of age and older. FM, MDD, DPNP, CMP: 18 years of age and older.

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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DUPIXENT

Drugs
Dupixent Solution Pen-Injector 200 mg/1.14ml, 300 mg/2ml
Dupixent Solution Prefilled Syringe 100 mg/0.67ml, 200 mg/1.14ml, 300 mg/2ml

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: (A) Moderate to severe atopic dermatitis whose disease is not adequately
controlled with topical prescription therapies or when those therapies are not advisable. (B) Moderate to severe
asthma characterized by an eosinophilic phenotype or with oral corticosteroid dependent asthma, as add-on
maintenance therapy. (C) Inadequately controlled chronic rhinosinusitis with nasal polyposis (CRSwNP). (D)
Eosinophilic esophagitis (EoE). (E) Prurigo Nodularis (PN), (F) Chronic Obstructive Pulmonary Disease
(COPD), as an add-on maintenance treatment of adult patients with inadequately controlled chronic COPD and
an eosinophilic phenotype. (G) Chronic Spontaneous Urticaria (CSU) who remain symptomatic despite H1
antihistamine treatment. (H) Bullous Pemphigoid, or (I) Allergic fungal rhinosinusitis (AFRS) who have a
history of sino-nasal surgery.

Age Restriction

For atopic dermatitis: 6 months or older. For asthma or AFRS: 6 years or older. For CRSwNP: 12 years or
older. For Prurigo Nodularis, COPD or BP: 18 years or older. For eosinophilic esophagitis: 1 year and older.
For CSU: 2 year and older.

Prescriber Restriction
Prescribed by or in consultation with a Dermatologist, Allergist, Pneumologist, Pulmonologist, Immunologist,
Otorhinolaryngologist, or Gastroenterologist.

Coverage Duration
Initial: 6 months. Renewal: 12 months.

Other Criteria

For continuation based on both of the following criteria: (1) The member continues to derive clinical benefit
from therapy, which may include slowing of disease progression, symptom control, preservation of function, or
other clinically appropriate outcomes and (2) The member has not experienced any serious adverse events
while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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EMGALITY

Drugs

Emgality (300 MG Dose) Subcutaneous Solution Prefilled Syringe 100 mg/ml
Emgality Subcutaneous Solution Auto-Injector 120 mg/ml

Emgality Subcutaneous Solution Prefilled Syringe 120 mg/ml

Exclusion Criteria
None

Required Medical Information

Diagnosis of one of the following: 1. Migraine and drug will be used as preventive treatment AND member has
at least 4 migraine headache days per month (prior to initiating a migraine preventive medication) OR 2.
Episodic cluster headache, as treatment AND member has tried and failed sumatriptan, unless member is
intolerant or triptans are not recommended or contraindicated, for example: history of cardiovascular or
cerebrovascular disease (coronary artery disease (e.g., angina, prior myocardial infarction), cerebrovascular
disease (e.g., stroke, TIA), peripheral vascular disease, uncontrolled hypertension or member with high
cardiovascular risk, even without confirmed disease (age over 40 with multiple risk factors: smoking, diabetes,
dyslipidemia, family history, etc.)

Age Restriction
18 years or older

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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ENBREL

Drugs

Enbrel Subcutaneous Solution Prefilled Syringe 25 mg/0.5ml
Enbrel Subcutaneous Solution Prefilled Syringe 50 mg/ml
Enbrel SureClick Subcutaneous Solution Auto-injector 50 mg/ml
Enbrel Mini Subcutaneous Solution Cartridge 50 mg/ml

Enbrel Subcutaneous Solution 25 mg/0.5ml

Exclusion Criteria
Patients with sepsis.

Required Medical Information

1. Diagnosis of one of the following: A) Moderate to severe rheumatoid arthritis (RA)and member had trial and
failure, intolerance to, or contraindication to one or more non-biologic disease modifying anti-rheumatic drugs,
B) Moderate to severe polyarticular juvenile idiopathic arthritis (PJIA)and member had a trial and failure,
intolerance or contraindication to one or more non-biologic disease modifying anti-rheumatic drugs
(DMARD:s), C) Psoriatic arthritis (PsA), D) Ankylosing spondylitis (AS) and member had a trial and failure,
intolerance or contraindication to one or more NSAIDs, E) Diagnosis of moderate to severe chronic plaque
psoriasis (affecting 3% BSA or greater) or affecting crucial body areas such as the scalp, hands, feet, face, or
genitals) and member had a trial and failure, intolerance or contraindication to conventional therapy with at
least one of the following: phototherapy and/or retinoids or one or more oral systemic treatments (i.e.
methotrexate, cyclosporine, acitretin, sulfasalazine). 2. Negative results in PPD test or patient have received
treatment prior to initiation of therapy.

Age Restriction
For polyarticular juvenile idiopathic arthritis: 2 years of age or older. For plaque psoriasis: 4 years of age or
older. Other diagnosis: None.

Prescriber Restriction

For RA, PJIA, AS: Prescribed by or in consultation with a rheumatologist. For PsA: Prescribed by or in
consultation with a rheumatologist or dermatologist. For Plaque Psoriasis: Prescribed by or in consultation with
a dermatologist.

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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ENDARI

Drugs
L-Glutamine Packet 5 GM Oral

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of sickle cell disease to reduce acute complications or diagnosis of Short bowel syndrome in
conjunction with recombinant human growth hormone. 2. Weight

Age Restriction
5 years or older

Prescriber Restriction
Hematologist, Oncologist, gastroenterologist.

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All Medically-accepted Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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ENSACOVE

Drugs
Ensacove Oral Capsule 25 MG, 100 MG

Exclusion Criteria
None

Required Medical Information
Diagnosis of anaplastic lymphoma kinase (ALK)-positive locally advanced or metastatic non-small cell lung
cancer (NSCLC).

Age Restriction
18 years of age or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No



EPCLUSA

Drugs
Epclusa Oral Tablet 400-100 mg

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of Chronic Hepatitis C virus (HCV) infection. 2. Treatment status of patient (treatment naive or
treatment experienced), AND 3. Cirrhosis status are required.

Age Restriction
3 years or older

Prescriber Restriction
None

Coverage Duration
12 weeks

Other Criteria
Criteria will be applied consistent with current AASLD/IDSA guidance.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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EPIDIOLEX

Drugs
Epidiolex Oral Solution 100 mg/ml

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of seizures associated with Lennox-Gastaut syndrome, Dravet syndrome, or tuberous sclerosis
complex. 2. Serum transaminases (ALT and AST) and total bilirubin levels. 3. Weight.

Age Restriction
1 year or older

Prescriber Restriction
Neurologist, Geneticist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No



EPRONTIA

Drugs
Eprontia Oral Solution 25 mg/ml

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: A) Epilepsy: (1) Initial monotherapy for the treatment of partial-onset or
primary generalized tonic-clonic seizures, (2) Adjunctive therapy for the treatment of partial-onset seizures, (3)
Primary generalized tonic-clonic seizures, or (4) Seizures associated with Lennox-Gastaut syndrome. B)
Preventive treatment of migraine.

Age Restriction
Epilepsy: 2 years or older. Migraine prevention: 12 years or older.

Prescriber Restriction
Epilepsy: Neurologist. Migraine: Neurologist, Headache Specialist or Pain Specialist.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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ERLEADA

Drugs
Erleada Oral Tablet 60 mg, 240 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of any of the following type of prostate cancer: A) Non metastatic castration-resistant. B) Metastatic
castration-sensitive.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist, Urologist.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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ERYTHROID STIMULANTS

Drugs

Retacrit Injection Solution 2,000 UNIT/ML
Retacrit Injection Solution 3,000 UNIT/ML
Retacrit Injection Solution 4,000 UNIT/ML
Retacrit Injection Solution 10,000 UNIT/ML
Retacrit Injection Solution 20,000 UNIT/ML
Retacrit Injection Solution 40,000 UNIT/ML

Exclusion Criteria
Uncontrolled hypertension

Required Medical Information

1. Diagnosis of any of the following: A) Anemia due to Chronic Kidney Disease (CKD) in patients on dialysis
and not on dialysis OR anemia due to zidovudine in patients with HIV-infection OR anemia due to the effects
of concomitant myelosuppressive chemotherapy, and upon initiation, there is a minimum of two additional
months of planned chemotherapy. B) Reduction of allogeneic RBC transfusions in patients undergoing elective,
noncardiac, nonvascular surgery. 2.Hemoglobin level.

Age Restriction
None

Prescriber Restriction
Hematologist, Oncologist, Gastroenterologist, Infectious Disease Specialist, Nephrologist, Surgeon.

Coverage Duration
12 months

Other Criteria

Part B versus Part D determination will be made at time of prior authorization review per CMS guidance to
establish if the drug prescribed is to be used for an end-stage renal disease (ESRD)-related condition. For
Anemia due to Chemotherapy: a minimum of two additional months of chemotherapy is planned. Prior to
initiate ESA therapy transferrin saturation should be at least 20%, and serum ferritin should be at least 100
mcg/L.

Indications
All FDA-approved Indications, Some Medically-accepted Indications.

Off Label Uses

Anemia related to congestive heart failure. Anemia due to radiation. Anemia during the puerperium. Anemia -
Hepatitis C, In patients being treated with a combination of ribavirin and interferon alfa or ribavirin and
peginterferon alfa. Anemia related to Multiple myeloma. Anemia related to Myelodysplastic syndrome.
Anemia related to Myelofibrosis. Anemia of prematurity. Anemia related to Rheumatoid arthritis. Anemia
related to Thalassemia.

Part B Prerequisite

No
Prerequisite Therapy Required

No
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ESBRIET

Drugs
Pirfenidone Oral Capsule 267 mg
Pirfenidone Oral Tablet 267 mg, 534 mg, 801 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of idiopathic pulmonary fibrosis confirmed by CT scan or biopsy. 2. Patient does not have
evidence or suspicion of an alternative interstitial lung disease diagnosis. 3. Baseline liver function tests (ALT,
AST, and bilirubin) were performed.

Age Restriction
18 years or older

Prescriber Restriction
Pulmonologist

Coverage Duration
12 months

Other Criteria

For continuation, patient has stabilization from baseline in force vital capacity or improvement, as determined
by the prescriber, AND the patient has not experienced AST or ALT elevations greater than 5 times the upper
limit of normal or 3 to 5 times the upper limit of normal with hyperbilirubinemia.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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EUCRISA

Drugs
Eucrisa External Ointment 2 %

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of mild to moderate atopic dermatitis. 2. History of failure, contraindication, or intolerance to one
of the following topical therapies: a) topical corticosteroid (e.g., fluocinolone acetonide, mometasone furoate,
desonide). b) topical calcineurin inhibitor (e.g., pimecrolimus, tacrolimus).

Age Restriction
3 months of age and older.

Prescriber Restriction
Prescribed by, or in consultation with, an Allergist, Dermatologist or Immunologist.

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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EULEXIN

Drugs
Eulexin Oral Capsule 125 mg

Exclusion Criteria
Severe hepatic impairment

Required Medical Information
1. Diagnosis of prostate cancer. 2. AST, ALT.

Age Restriction
18 years or older

Prescriber Restriction
Urologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None
Prerequisite Therapy Required

No
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EVRYSDI

Drugs
Evrysdi Oral Solution Reconstituted 0.75 mg/ml
Evrysdi Oral Tablet 5 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of spinal muscular atrophy (SMA) type 1, 2 or 3. 2. Confirmatory test for gene mutations in
chromosome 5q that leads to survival motor neuron (SMN) protein deficiency. 3.Patient is not receiving
concomitant chronic survival motor neuron (SMN) modifying therapy (e.g., Spinraza (nusinersen)). 4. Patient is
not dependent on invasive ventilation or tracheostomy.

Age Restriction
None

Prescriber Restriction
Prescribed by or in consultation with a physician who specializes in spinal muscular atrophy (SMA) treatment,
neurologist or geneticist.

Coverage Duration
12 months

Other Criteria
For renewal: The patient has had positive clinical response with the requested agent (e.g., improvement in
motor function or stabilization of motor function loss).

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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EXJADE

Drugs
Deferasirox Oral Tablet Soluble 125 mg, 250 mg, 500 mg

Exclusion Criteria
1. Advanced malignancies. 2. Platelet counts less than 50 x 10"(9)/L. 3. Poor performance status. 4. High risk
myelodysplastic syndromes. 5. Estimated GFR less than 40 mL/min/1.73 m2.

Required Medical Information

Diagnosis of chronic iron overload due to blood transfusions OR iron overload in non-transfusion-dependent
thalassemia (NTDT) syndromes. For transfusional iron overload: GFR, serum creatinine in duplicate, serum
transaminases (AST and ALT), bilirubin, serum ferritin, units of PRBC transfused, serum electrolytes,
urinalysis. For Iron Overload in Non-Transfusion-Dependent Thalassemia Syndromes: LIC of at least 5 mg
Fe/g, serum ferritin greater than 300 mcg/L, GFR, serum creatinine in duplicate, serum transaminases (AST
and ALT), bilirubin, serum electrolytes, urinalysis.

Age Restriction
Iron Overload Due to Blood Transfusions: 2 years of age or older. NTDT: 10 years of age or older

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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FASENRA

Drugs
Fasenra Pen Solution Auto-Injector 30 MG/ML Subcutaneous
Fasenra Solution Prefilled Syringe 30 MG/ML Subcutaneous

Exclusion Criteria
None

Required Medical Information

Diagnosis of one of the following: A) severe asthma with an eosinophilic phenotype, as add-on maintenance
treatment. B) eosinophilic granulomatosis with polyangiitis (EGPA), or C) Hypereosinophilic syndrome (HES)
without an identifiable non hematologic secondary cause.

Age Restriction
Asthma: 6 years or older. EGPA: 18 years or older. HES: 12 years or older.

Prescriber Restriction
Prescribed by or in consultation with a Allergist, Pneumologist, Pulmonologist, Immunologist, Hematologist or
Rheumatologist.

Coverage Duration
Initial: 6 months. Renewal: 12 months.

Other Criteria

For continuation based on both of the following criteria: (1) The member continues to derive clinical benefit
from therapy, which may include slowing of disease progression, symptom control, preservation of function, or
other clinically appropriate outcomes and (2) The member has not experienced any serious adverse events
while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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FERRIPROX

Drugs
Ferriprox Oral Solution 100 mg/ml
Deferiprone Oral Tablet 500 mg, 1000mg

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of transfusional iron overload due to thalassemia syndromes, sickle cell disease or other
anemias.2. Absolute neutrophil count (ANC). 3. Weight.

Age Restriction
None

Prescriber Restriction
Hematologist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All Medically-accepted Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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FILGRASTIM

Drugs

Zarxio Injection Solution Prefilled Syringe 300 MCG/0.5ML
Zarxio Injection Solution Prefilled Syringe 480 MCG/0.8ML
Nivestym Injection Solution 300 MCG/ML

Nivestym Injection Solution 480 MCG/1.6ML

Nivestym Injection Solution Prefilled Syringe 300 MCG/0.5ML
Nivestym Injection Solution Prefilled Syringe 480 MCG/0.8ML

Exclusion Criteria
None

Required Medical Information
1. CBC and platelet count. 2. Weight.

Age Restriction
None

Prescriber Restriction
Hematologist, Oncologist or Infectious Disease Specialist

Coverage Duration
6 months

Other Criteria

Subject to BvsD review. For continuation based on both of the following criteria: (1) Member has not
experienced disease progression AND (2) Member has not experienced any serious adverse events while on the
medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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FILSPARI

Drugs
Filspari Oral Tablet 200 mg, 400 mg

Exclusion Criteria
Concomitant use of renin-angiotensin3-aldosterone system (RAAS) inhibitors, endothelin receptor antagonist
(ERAS) or aliskiren.

Required Medical Information

1.Diagnosis of primary immunoglobulin A nephropathy (IgAN) who are at risk for disease progression, to slow
kidney function decline. 2. Diagnosis of focal segmental glomerulosclerosis (FSGS) without nephrotic
syndrome to reduce proteinuria 3. Liver enzymes (AST, ALT).

Age Restriction
For (IgAN): 18 years or older. For (FSGS): 8 year or older.

Prescriber Restriction
Nephrologist
Coverage Duration

12 months

Other Criteria

For continuation based on both of the following criteria: (1) The member continues to derive clinical benefit
from therapy, which may include slowing of disease progression, symptom control, preservation of function, or
other clinically appropriate outcomes and (2) The member has not experienced any serious adverse events
while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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FINTEPLA

Drugs
Fintepla Oral Solution 2.2 mg/ml

Exclusion Criteria
Use within 14 days of the administration of monoamine oxidase inhibitors.

Required Medical Information
1. Diagnosis of seizures associated with Dravet syndrome or Lennox-Gastaut syndrome. 2. Echocardiogram. 3.
Weight 4. CrCl 5. Liver function test.

Age Restriction
2 years or older

Prescriber Restriction
Neurologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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FIRAZYR

Drugs
Icatibant Acetate Subcutaneous Solution Prefilled Syringe 30 MG/3ML
Sajazir Subcutaneous Solution Prefilled Syringe 30 MG/3ML

Exclusion Criteria
None

Required Medical Information
Diagnosis of acute attacks of hereditary angioedema (HAE).

Age Restriction
18 years or older

Prescriber Restriction
Prescribed by, or in consultation with, an allergist/immunologist or a physican that specializes in the treatment
of HAE or related disorders.

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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FIRMAGON

Drugs
Firmagon (240 MG Dose) Subcutaneous Solution Reconstituted 120 mg/VIAL
Firmagon Subcutaneous Solution Reconstituted 80 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of advanced prostate cancer.

Age Restriction
None

Prescriber Restriction
Oncologist, Urologist

Coverage Duration
12 months

Other Criteria
Subject to B vs D review.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No



FOTIVDA

Drugs
Fotivda Oral Capsule 0.89 mg, 1.34 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of relapsed or refractory advanced renal cell carcinoma (RCC), following two or more prior systemic
therapies.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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FRUZAQLA

Drugs
Fruzagla Oral Capsule 1 Mg, Smg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of metastatic colorectal cancer (mCRC) who have been previously treated with fluoropyrimidine-,
oxaliplatin-, and irinotecan-based chemotherapy, an anti-VEGF therapy, and, if RAS wild-type and medically
appropriate, an anti-EGFR therapy. 2. AST, ALT, bilirubin

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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FYCOMPA

Drugs
Perampanel Oral Suspension 0.5 mg/ml
Perampanel Oral Tablet 2 mg, 4 mg, 6 mg, 8 mg, 10 mg, 12 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: A) Monotherapy or adjunctive therapy for partial-onset seizures with or
without secondarily generalized seizures in patients with epilepsy. B) Adjunctive therapy for primary
generalized tonic-clonic seizures. 2. AST, ALT, total bilirubin

Age Restriction
Partial Onset Seizures: 4 years or older. Primary Generalized Tonic-Clonic Seizures: 12 years or older.

Prescriber Restriction
Neurologist

Coverage Duration
12 months

Other Criteria
Treatment failure to antiepileptic medications monotherapy, with evidence of prior use in pharmacy claims or
evidence of medical record or pharmacy claims processing thru another benefit.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes

84



GATTEX

Drugs
Gattex Subcutaneous KIT 5 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of short bowel syndrome (SBS) AND patient is dependent on parenteral support. Baseline
bilirubin, alkaline phosphatase, lipase, and amylase levels within 6 months prior to starting treatment. Adults:
Colonoscopy of the entire colon with removal of polyps within 6 months prior to initiation. Pediatric patients:
Fecal occult blood testing followed by colonoscopy/sigmoidoscopy for unexplained blood in the stool within 6
months prior to initiation. 2. Weight 3. GFR

Age Restriction
1 year or older

Prescriber Restriction
Gastroenterologist

Coverage Duration
Initial: 6 months. Renewal: 12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No

85



GAVRETO

Drugs
Gavreto Oral Capsule 100 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: A) Metastatic rearranged during transfection (RET) fusion-positive non-
small cell lung cancer as detected by an FDA approved test (NSCLC). B) Advanced or metastatic RET fusion-
positive thyroid cancer who require systemic therapy and who are radioactive iodine-refractory (if radioactive
iodine is appropriate). 2. ALT and AST prior to initiating therapy.

Age Restriction
For advanced or metastatic RET fusion-positive thyroid cancer who require systemic therapy and who are
radioactive iodine-refractory (if radioactive iodine is appropriate): 12 years or older.

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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GILENYA

Drugs

Fingolimod Oral Capsule 0.5 mg

Exclusion Criteria

1. Recent (within the last 6 months) myocardial infarction, unstable angina, stroke, transient ischemic attack,
decompensated heart failure requiring hospitalization, or Class III/IV heart failure. 2. History of Mobitz Type II
2nd degree or 3rd degree AV block or sick sinus syndrome, unless patient has a pacemaker. 3. Baseline QTc
interval equal or more than 500 milliseconds. 4. Treatment with Class Ia or Class III anti-arrhythmic drugs.

Required Medical Information
Diagnosis of relapsing forms of multiple sclerosis (MS), to include clinically isolated syndrome, relapsing-
remitting diseasse, and active secondary progressive disease.

Age Restriction
10 years or older

Prescriber Restriction
Neurologist, Mutiple Sclerosis Specialist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No

87



GLATIRAMER

Drugs
Glatiramer Acetate Subcutaneous Solution Prefilled Syringe 40 Mg/MI

Exclusion Criteria
None

Required Medical Information
Diagnosis of relapsing form of multiple sclerosis (MS), to include clinically isolated syndrome, relapsing-
remitting disease, and active secondary progressive disease.

Age Restriction
18 years or older

Prescriber Restriction
Neurologist, Mutiple Sclerosis Specialist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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GLEOSTINE

Drugs
Lomustine Oral Capsule 10 Mg, 100 Mg, 40 Mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: A) Brain tumors, primary and metastatic, following appropriate surgical
and/or radiotherapeutic procedures. B) Hodgkin’s lymphoma in combination with other chemotherapies,
following disease progression with initial chemotherapy. 2. Body surface area (BSA).

Age Restriction
None

Prescriber Restriction
Hematologist, Oncologist, Neurologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes



GLUCAGON-LIKE PEPTIDE AGONISTS

Drugs

Ozempic (0.25 or 0.5 MG/DOSE) Subcutaneous Solution Pen-Injector 2 mg/3ml
Ozempic (1 MG/DOSE) Subcutaneous Solution Pen-Injector 4 mg/3ml
Ozempic (2 MG/DOSE) Subcutaneous Solution Pen-Injector 8 mg/3ml
Ozempic Oral Tablet 1.5 mg, 4 mg, 9 mg

Trulicity Subcutaneous Solution Auto-Injector 0.75 mg/0.5ml, 1.5 mg/0.5ml, 3 mg/0.5ml, 4.5 mg/0.5ml
Mounjaro Subcutaneous Solution Auto-Injector 10 mg/0.5ml

Mounjaro Subcutaneous Solution Auto-Injector 12.5 mg/0.5ml

Mounjaro Subcutaneous Solution Auto-Injector 15 mg/0.5ml

Mounjaro Subcutaneous Solution Auto-Injector 2.5 mg/0.5ml

Mounjaro Subcutaneous Solution Auto-Injector 5 mg/0.5ml

Mounjaro Subcutaneous Solution Auto-Injector 7.5 mg/0.5ml

Exclusion Criteria
Personal or family history of medullary thyroid carcinoma (MTC) or in patients with Multiple Endocrine.
Neoplasia syndrome type 2 (MEN 2).

Required Medical Information

Diagnosis of one of the following: A) For Ozempic (semaglutide) INJECTION AND TABLET, Mounjaro
(tirzepatide) INJECTION OR Trulicity (dulaglutide) INJECTION: Type 2 diabetes mellitus for glycemic
control OR B) For Ozempic (semaglutide) INJECTION AND TABLET OR Trulicity (dulaglutide)
INJECTION: Type 2 diabetes mellitus with established cardiovascular disease, to reduce the risk of major
adverse cardiovascular event, OR C) For Ozempic (semaglutide) INJECTION: Type 2 diabetes mellitus with
chronic kidney disease to reduce the risk of sustained eGFR decline, end-stage kidney disease and
cardiovascular death.

Age Restriction
None

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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GOMEKLI

Drugs
Gomekli Oral Capsule 1 mg, 2mg
Gomekli Oral Tablet Soluble 1 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of neurofibromatosis type 1 (NF1) who have symptomatic plexiform neurofibromas (PN) not
amenable to complete resection.

Age Restriction
2 years of age and older.

Prescriber Restriction
Oncologist, Neurologist or Geneticists.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No



GROWTH HORMONES AND RELATED DRUGS

Drugs
Norditropin Flexpro Subcutaneous Solution 10 mg/1.5ml, 15 mg/1.5ml, 5 mg/1.5ml

Exclusion Criteria

Acute Critical Illness, Acute respiratory failure, active malignancy, use for growth promotion in pediatric
patients with closed epiphyses, pediatric patients with Prader-Willi syndrome who are severely obese, have a
history of upper airway obstruction or sleep apnea, or have severe respiratory impairment and patients with
active proliferative or severe non-proliferative diabetic retinopathy.

Required Medical Information

1. Diagnosis of one of the following: A) Growth failure due to inadequate secretion of endogenous growth
hormone (GH), short stature associated with Noonan syndrome, short stature associated with Turner syndrome,
short stature born small for gestational age (SGA) with no catchup growth by age 2 to 4 years, Idiopathic Short
Stature (ISS), and growth failure due to Prader-Willi Syndrome . B) Growth hormone deficiency, OR C) HIV
Wasting Syndrome.

Age Restriction
None

Prescriber Restriction
Endocrinologist, Nephrologist.

Coverage Duration
12 months

Other Criteria

Adult GH deficiency (start) AND adult onset (GH alone or multiple hormone deficiencies/hypopituitarism from
pituitary disorder, hypothalamic disorder, surgery, cranial radiation treatment, tumor treatment, traumatic brain
injury, or subarachnoid hemorrhage) or childhood-onset AND negative response to 1 GH stimulation test
(insulin tolerance [peak less than 5 mcg/L], or glucagon [peak less than 3 mcg/L]) [GHRH plus arginine may
be used if available], transition off somatropin 1 month before retesting, OR 3 or more pituitary hormone
deficiencies (TSH, ACTH, LH/FSH, or AVP) AND serum IGF-1 84 micrograms/L or less using the Esoterix
ECB RIA or age/gender adjusted serum IGF-1 Standard Deviation Score (SDS) below the 2.5 percentile.
Turners, initial treatment, female, and has short stature. Short stature homeobox-containing gene (SHOX), start,
open epiphyses. CRI, start, approve. Prader-Willi, initial treatment, approve. SGA/IUGR, initial treatment, born
SGA, AND no sufficient catch-up growth before age 4 year, AND age 2 to 8 years, if older than 8 years,
approve 1 year trial if prepubertal, AND baseline height less than 3rd percentile for gender/age. Noonan
syndrome, initial treatment, baseline height less than 3rd percentile. HIV infection with wasting or cachexia,
HIV-positive AND have 1 of the following, documented unintentional weightloss of greater than or equal to
10% from baseline OR weight less than 90% of the lower limit of ideal body weight OR BMI less than or equal
to 20 kg/m2 AND able to consume or be fed via parenteral or enteral feedings 75% or more of maintenance
energy requirements based on current body weight AND on antiretroviral treatment greater than or equal to 30
days prior to beginning GH treatment and will continue antiretroviral treatment throughout GH treatment.
Repeat 12 or 24-week courses of GH will be authorized after initial 12 or 24-week GH course for HIV infection
with wasting or cachexia provided that they are off GH for at least 1 month and meet all of previous HIV
criteria. HIV-assoc failure to thrive. Able to consume or be fed via parenteral or enteral feedings 75% or more
of maintenance energy requirements based on current body weight AND on antiretroviral treatment for greater
than or equal to 30 days prior to beginning GH treatment and will continue antiretroviral treatment. SBS
patients evaluation on case-by-case basis for more than one 4-week course per year.

Indications
All FDA-approved Indications, Some Medically-accepted Indications.
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Off Label Uses
HIV Wasting Syndrome

Part B Prerequisite
None

Prerequisite Therapy Required
No
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HARVONI

Drugs
Harvoni Oral Tablet 90-400 mg

Exclusion Criteria
If administered with ribavirin, the contraindications to ribavirin also apply.

Required Medical Information
1. Diagnosis of hepatitis C. 2. Genotype. 3. Child Pugh Class.

Age Restriction
3 years or older

Prescriber Restriction
None

Coverage Duration
12 to 24 weeks depending on baseline host and viral factors.

Other Criteria
Criteria will be applied consistent with current AASLD/IDSA guidance.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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HEPSERA

Drugs
Adefovir Dipivoxil Oral Tablet 10 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of chronic hepatitis B.

Age Restriction
12 years or older

Prescriber Restriction
Gastroenterologist, Hepatologist or Infectious Disease Specialist.

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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HERNEXEOS

Drugs
Hernexeos 60 Mg Oral Tablet

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of unresectable or metastatic non-squamous non-small cell lung cancer (NSCLC) whose tumors
have HER2 (ERBB?2) tyrosine kinase domain activating mutations. 2. Mutation confirmed by an FDA-
approved test.

Age Restriction
18 years or older

Prescriber Restriction
Oncologist, Pneumologist and Pulmonologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes



HETLIOZ

Drugs
Tasimelteon Oral Capsule 20 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of one of the following: A) Non-24-Hour Sleep Wake Disorder (Non-24). B) Nighttime sleep
disturbances in Smith-Magenis Syndrome (SMS).

Age Restriction
For (Non-24): 18 years of age or older. For (SMS): 16 years of age or older.

Prescriber Restriction
Sleep Disorder Specialist, Neurologist.

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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HYFTOR

Drugs
Hyftor Gel 0.2 % External

Exclusion Criteria
None

Required Medical Information
Diagnosis of facial angiofibroma associated with tuberous sclerosis.

Age Restriction
6 years or older

Prescriber Restriction
Prescribed by or in consultation with a Dermatologist, Neurologist or Geneticist.

Coverage Duration
Initial: 3 months. Renewal: 12 months.

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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HYRNUO

Drugs
Hyrnuo Oral Tablet 10 MG

Exclusion Criteria
None

Required Medical Information

Diagnosis of locally advanced or metastatic non-squamous non-small cell lung cancer (NSCLC) in members
whose tumors have HER2 (ERBB2) tyrosine kinase domain (TKD) activating mutations, as detected by an
FDA-approved test, and who have received a prior systemic therapy.

Age Restriction
18 years of age or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes



IBRANCE

Drugs
Ibrance Oral Capsule 75mg, 100 mg, 125 mg
Ibrance Oral Tablet 75mg, 100 mg, 125 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of one of the following: 1) hormone receptor (HR)-positive, human epidermal growth factor receptor
2 (HER2)-negative advanced or metastatic breast cancer in combination with: a) an aromatase inhibitor as
initial endocrine-based therapy, or b) fulvestrant in patients with disease progression following endocrine
therapy OR, 2) endocrine-resistant, PIK3CA-mutated, HR-positive, HER2-negative, locally advanced or
metastatic breast cancer, as detected by an FDA-approved test, in combination with inavolisib and fulvestrant,
following recurrence on or after completing adjuvant endocrine therapy OR, 3) HER2-positive locally
advanced or metastatic breast cancer following induction treatment. To be used in combination with
trastuzumab, with or without pertuzumab, and endocrine therapy for the maintenance treatment.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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IBTROZI

Drugs
Ibtrozi Capsule 200 MG Oral

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of locally advanced or metastatic ROS1-positive non-small cell lung cancer. 2. Liver function tests
(ALT, AST and bilirubin), electrolytes, ECG, and uric acid before treatment initiation.

Age Restriction
18 years or older

Prescriber Restriction
Oncologist, Pneumologist and Pulmonologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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ICLUSIG

Drugs
Iclusig Oral Tablet 10 mg, 15 mg, 30 mg, 45 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: 1) Chronic Myeloid Leukemia (CML): A) Chronic phase (CP) chronic
myeloid leukemia (CML) with resistance or intolerance to at least two prior kinase inhibitors, OR B)
Accelerated phase (AP) or blast phase (BP) CML or Philadelphia chromosome positive acute lymphoblastic
leukemia (Ph ALL) for whom no other kinase inhibitors are indicated, OR C) T315I-positive CML (chronic
phase, accelerated phase, or blast phase) or T315I-positive Ph+ ALL. Or 2) Philadelphia Chromosome-Positive
Acute Lymphoblastic Leukemia.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
Not recommended for the treatment of newly diagnosed chronic phase chronic myeloid leukemia (CP-CML).

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes

102



IDHIFA

Drugs
Idhifa Oral Tablet 50 mg, 100 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of relapsed or refractory acute myeloid leukemia (AML) with an isocitrate dehydrogenase-2 (IDH2)
mutation as detected by an FDA approved test.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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IMATINIB

Drugs
Imatinib Mesylate Oral Tablet 100 mg, 400 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis.

Age Restriction
1 year or older

Prescriber Restriction
Hematologist, Oncologist, Allergist, Inmunologist, Dermatologist.

Coverage Duration
12 months

Other Criteria
For CML, new patient must have Ph-positive CML for approval of Imatinib. For ALL, new patient must have
Ph-positive ALL for approval of Imatinib.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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IMBRUVICA

Drugs

Imbruvica Oral Capsule 70 mg, 140 mg
Imbruvica Oral Tablet 140 mg, 280 mg, 420 mg
Imbruvica Oral Suspension 70 mg/ml

Exclusion Criteria
None

Required Medical Information
1. Diagnosis. 2. Child-Pugh class. 3. Liver Function Test (LFT).

Age Restriction
None

Prescriber Restriction
Oncologist, Hematologist, Transplant Specialist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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IMKELDI

Drugs
Imkeldi Oral Solution 80 Mg/Ml1

Exclusion Criteria
None

Required Medical Information
Diagnosis

Age Restriction
1 year or older

Prescriber Restriction
Hematologist, Oncologist, Allergist, Immunologist, Dermatologist, Gastroenterologist.

Coverage Duration
12 months

Other Criteria
For CML, new patient must have Ph-positive CML for approval of imatinib. For ALL, new patient must have
Ph-positive ALL for approval of Imatinib.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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INBRIJA

Drugs
Inbrija Inhalation Capsule 42 mg

Exclusion Criteria
Patients currently taking a nonselective monoamine oxidase (MAOQO) inhibitor or who have recently (within 2
weeks) taken a nonselective MAO inhibitor.

Required Medical Information
Diagnosis of Parkinsons disease for the intermittent treatment of OFF episodes in patients treated with
carbidopa/levodopa.

Age Restriction
18 years or older

Prescriber Restriction
Neurologist

Coverage Duration
12 months

Other Criteria
For renewal, MD should document positive clinical benefit of therapy reducing OFF time.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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INCRELEX

Drugs
Increlex Subcutaneous Solution 40 mg/4ml

Exclusion Criteria
1. Malignant neoplasia. 2. Closed epiphyses. 3. Intravenous administration.

Required Medical Information

1. Diagnosis of severe primary IGF-1 deficiency or growth hormone (GH) deletion who have developed
neutralizing antibodies to GH. 2. Weight. 3. Laboratories confirmin: IGF-1 deficiency or growth hormone (GH)
deletion. 4. Antibodies test.

Age Restriction
2-18 years old

Prescriber Restriction
Endocrinologist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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INJECTABLES ANTIPSYCHOTICS

Drugs

Abilify Maintena Intramuscular Prefilled Syringe 300 mg

Abilify Maintena Intramuscular Prefilled Syringe 400 mg

Abilify Maintena Intramuscular Suspension Reconstituted ER 300 mg
Abilify Maintena Intramuscular Suspension Reconstituted ER 400 mg
Aristada Initio Intramuscular Prefilled Syringe 675 mg/2.4ml

Aristada Intramuscular Prefilled Syringe 1064 mg/3.9ml

Aristada Intramuscular Prefilled Syringe 441 mg/1.6ml

Aristada Intramuscular Prefilled Syringe 662 mg/2.4ml

Aristada Intramuscular Prefilled Syringe 882 mg/3.2ml

Invega Hafyera Intramuscular Suspension Prefilled Syringe 1092 mg/3.5ml
Invega Hafyera Intramuscular Suspension Prefilled Syringe 1560 mg/5ml
Invega Sustenna Intramuscular Suspension Prefilled Syringe 117 mg/0.75ml
Invega Sustenna Intramuscular Suspension Prefilled Syringe 156 mg/ml
Invega Sustenna Intramuscular Suspension Prefilled Syringe 234 mg/1.5ml
Invega Sustenna Intramuscular Suspension Prefilled Syringe 39 mg/0.25ml
Invega Sustenna Intramuscular Suspension Prefilled Syringe 78 mg/0.5ml
Invega Trinza Intramuscular Suspension Prefilled Syringe 273 mg/0.88ml
Invega Trinza Intramuscular Suspension Prefilled Syringe 410 mg/1.32ml
Invega Trinza Intramuscular Suspension Prefilled Syringe 546 mg/1.75ml
Invega Trinza Intramuscular Suspension Prefilled Syringe 819 mg/2.63ml

Exclusion Criteria
Not indicated for treatment of dementia-related psychosis due to an increased risk of death seen in the elderly.

Required Medical Information

Prior use of generic antipsychotic, per indication Schizoprenia: clozapine, olanzapine, paliperidone, quetiapine,
risperidone, ziprasidone. Bipolar disoder maniac or mixed episodes: risperidone,olanzapine, quetiapine,
ziprasidone. Schizoaffective disorder: clozapine, paliperidone. Acute agitation with schizophrenia and bipolar
mania: olanzapine. Depression in bipolar disoder: olanzapine, quetiapine. Major depressive disorder:
quetiapine.

Age Restriction
Per FDA approved age

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
Subject to B vs D review.

Indications
All FDA-approved Indications.
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Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes

Pending CMS Review
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INLURIYO

Drugs
Inluriyo Oral Tablet 200 MG

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of estrogen receptor (ER) positive, human epidermal growth factor receptor 2 (HER2) negative,
ESR1-mutated advanced or metastatic breast cancer with disease progression following at least one line of
endocrine therapy.

Age Restriction
18 years of age or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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INQOVI

Drugs
Ingovi Oral Tablet 35-100 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of one of the following: A) myelodysplastic syndromes (MDS), including previously treated and
untreated, de novo and secondary MDS with the following French American-British subtypes (refractory
anemia, refractory anemia with ringed sideroblasts, refractory anemia with excess blasts, and chronic
myelomonocytic leukemia [CMMLY]) and intermediate-1, intermediate-2, and high-risk International Prognostic
Scoring System groups, or B) Newly diagnosed acute myeloid leukemia (AML) in adults 75 years or older, or
who have comorbidities that preclude use of intensive induction chemotherapy, to be used in combination with
venetoclax. 2. Laboratories: CBC with differential.

Age Restriction
MDS: 18 years or older; AML: 75 years or older or who have comorbidities that preclude use of intensive
induction chemotherapy.

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria

Advise females of reproductive potential to use effective contraception during treatment with INQOVI and for
6 months after the last dose. Advise males with female partners of reproductive potential to use effective
contraception during treatment with INQOVI and for 3 months after the last dose.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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INREBIC

Drugs
Inrebic Oral Capsule 100 mg

Exclusion Criteria
None

Required Medical Information

1.Diagnosis of intermediate-2 or high-risk primary or secondary (post-polycythemia vera or post-essential
thrombocythemia) myelofibrosis. 2. Laboratories: CBC with differential, serum creatinine, liver function test
(AST, ALT, bilirubin) and thiamine levels.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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INTERFERON BETA-1B

Drugs
Betaseron Subcutaneous Kit 0.3 mg

Exclusion Criteria
None

Required Medical Information
1. Diagnosis. 2. MRI

Age Restriction
18 years or older

Prescriber Restriction
Neurologist or an MS specialist.

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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IRESSA

Drugs
Gefitinib Oral Tablet 250 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of metastatic non-small cell lung cancer (NSCLC) whose tumors have epidermal growth factor
receptor (EGFR) exon 19 deletions or exon 21 (L858R) substitution mutations as detected by an FDA approved
test.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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ITOVEBI

Drugs
Itovebi Oral Tablet 3 mg, 9mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of endocrine-resistant, PIK3CA-mutated, hormone receptor (HR)-positive, human epidermal
growth factor receptor 2 (HER2)-negative, locally advanced or metastatic breast cancer, following recurrence
on or after completing adjuvant endocrine therapy. 2. To be used in combination with palbociclib and
fulvestrant. 3. Mutation of PIK3CA confirmed by FDA-approved test.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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IWILFIN

Drugs
Iwilfin Oral Tablet 192 mg

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of high-risk neuroblastoma (HRNB), to reduce the risk of relapse in patients that has demonstrated
at least a partial response to prior multiagent, multimodality therapy including anti-GD2 immunotherapy.

Age Restriction
None

Prescriber Restriction
Hematologists, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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JAKAFI

Drugs
Jakafi Oral Tablet 5 mg, 10 mg, 15 mg, 20 mg, 25 mg
Jakafi XR Oral Tablet Extended Release 24 Hour 11 mg, 22 mg, 33 mg, 44 mg, 55 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: A) Intermediate or high-risk myelofibrosis (MF), including primary MF,
post-polycythemia vera MF and post-essential thrombocythemia MF. B) Polycythemia vera who have had an
inadequate response to or are intolerant of hydroxyurea. C) Steroid-refractory acute graft-versus-host disease
(aGVHD). D) Chronic graft-versus-host disease (cGVHD) after failure of one or two lines of systemic therapy.
2. Platelet count.

Age Restriction
For acute or chronic GVHD: 12 years or older. For MF or PV: 18 years or older.

Prescriber Restriction
Hematologist, Oncologist, Transplant Specialist.

Coverage Duration
Initial: 6 months. Renewal: 12 months.

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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JAYPIRCA

Drugs
Jaypirca Oral Tablet 50 mg, 100 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: A) Relapsed or refractory mantle cell lymphoma (MCL) after at least two
lines of systemic therapy, including a Bruton Tyrosine Kinase (BTK) inhibitor or B) Chronic lymphocytic
leukemia or small lymphocytic lymphoma (CLL/SLL) who have received at least two prior lines of therapy,
including a BTK inhibitor and a BCL-2 inhibitor.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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JOENJA

Drugs
Joenja Oral Tablet 70 Mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of f activated phosphoinositide 3-kinase delta syndrome (APDS).

Age Restriction
12 years or older

Prescriber Restriction
Allergist, Immunologist, Hematologist, Oncologist.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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JUXTAPID

Drugs
Juxtapid Oral Capsule 5 mg ,10 mg, 20 mg, 30 mg

Exclusion Criteria
Moderate to severe liver impairment or active liver disease including unexplained persistent abnormal liver
function tests. Pregnancy. Concomitant use with strong or moderate CYP3A4 inhibitors.

Required Medical Information

Diagnosis of homozygous familial hypercholesterolemia as evidenced by one of the following: A) genetic
confirmation of 2 mutant alleles at the LDL receptor, ApoB, PCSK9, or autosomal recessive
hypercholesterolemia (ARH) adaptor protein gene locus OR B) untreated LDL greater than 500 mg/dL. For
adult patients only: patient has tried and had an inadequate response to the maximum tolerated dose of a high
potency statin (e.g., atorvastatin, rosuvastatin), unless all statins are contraindicated or patient is unable to
tolerate statins AND, tried and failed a statin in combination with ezetimibe. 2. ALT, AST, alkaline
phosphatase, and total bilirubin. 3. Child-Pugh class.

Age Restriction
2 years or older

Prescriber Restriction
Cardiologist,lipidologist, endocrinologist and/or geneticist.

Coverage Duration
Initial: 6 months. Renewal: 12 months.

Other Criteria
For renewal, patient has responded to therapy with a decrease in LDL levels from baseline AND patient does
not have contraindications to therapy.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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JYNARQUE

Drugs

Tolvaptan Oral Tablet, 15 MG, 30 MG

Tolvaptan Tablet Therapy Pack 15 MG Oral
Tolvaptan Tablet Therapy Pack 30 & 15 MG Oral
Tolvaptan Tablet Therapy Pack 45 & 15 MG Oral
Tolvaptan Tablet Therapy Pack 60 & 30 MG Oral
Tolvaptan Tablet Therapy Pack 90 & 30 MG Oral

Exclusion Criteria

History of signs or symptoms of significant liver impairment or injury, does not include uncomplicated
polycystic liver disease. Concomitant use of strong CYP 3A inhibitors is contraindicated. Uncorrected
abnormal blood sodium concentrations. Unable to sense or respond to thirst. Hypovolemia. Uncorrected urinary
outflow obstruction. Anuria.

Required Medical Information

1. Diagnosis of dominant polycystic kidney disease to slow kidney function decline in patients at risk of rapidly
progressing disease. 2. The member has an eGFR (estimated glomerular filtration rate) equal to or greater than
25 mL/min per 1.73 m2. 3. Per physician statement, member has a high risk for progression to ESRD (end-
stage renal disease) due to one or more of the following: a) A confirmed annual eGFR decline of at least 3
mL/min/1.73 m2 in one year, b) A PROPKD Score above 6 or ¢) Any genetic factors as, PKDI truncating
mutations, male sex, early-onset hypertension or family history of early kidney failure, or d) A Mayo imaging
classification (height adjusted total kidney volume by CT or MRI and age) of class 1C, 1D, and 1E.

Age Restriction
18 years or older

Prescriber Restriction
Nephrologist or Kidney Transplant Specialist.

Coverage Duration
12 months

Other Criteria

For continuation based on both of the following criteria: (1) The member continues to derive clinical benefit
from therapy, which may include slowing of disease progression, symptom control, preservation of function, or
other clinically appropriate outcomes and (2) The member has not experienced any serious adverse events
while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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KALYDECO

Drugs
Kalydeco Oral Packet 25 mg, 50 mg, 75 mg
Kalydeco Oral Tablet 150 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of cystic fibrosis (CF) who have at least one mutation in the CFTR gene that is responsive to
ivacaftor based on clinical and/or in vitro assay data. If the patients genotype is unknown, an FDA-cleared CF
mutation test should be used to detect the presence of a CFTR mutation followed by verification with bi-
directional sequencing when recommended by the mutation test instructions for use. 2. Liver transaminases
(ALT and AST).

Age Restriction
None

Prescriber Restriction
Pneumologist, Pulmonologist, Cystic Fibrosis Specialist.

Coverage Duration
Initial: 6 months. Renewal: 12 months.

Other Criteria
For renewal, patient has experienced benefit from therapy (i.e. improvement in pulmonary lung function
[FEV1], decreased number of pulmonary exacerbations).

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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KESIMPTA

Drugs
Kesimpta Subcutaneous Solution Auto-Injector 20 mg/0.4ml

Exclusion Criteria
Active HBV infection.

Required Medical Information
Diagnosis of relapsing forms of multiple sclerosis (MS), to include clinically isolated syndrome, relapsing-
remitting disease, and active secondary progressive disease.

Age Restriction
18 years or older

Prescriber Restriction
Neurologist or MS Specialist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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KISQALI

Drugs

Kisqali 200 mg Dose Oral Tablet Therapy Pack
Kisqali 400 mg Dose Oral Tablet Therapy Pack
Kisqali 600 mg Dose Oral Tablet Therapy Pack

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of one of the following: A) Hormone receptor (HR)-positive, human epidermal growth factor
receptor 2 (HER2)-negative stage II and III early breast cancer at high risk of recurrence, in combination with
an aromatase inhibitor for the adjuvant treatment, OR B) HR-positive, HER2-negative advanced or metastatic
breast cancer in combination with: an aromatase inhibitor as initial endocrine-based therapy, OR fulvestrant as
initial endocrine-based therapy or following disease progression on endocrine therapy. 2. Evaluate ECG prior to
treatment initiation. Initiate treatment only in patients with QTcF smaller than 450 msec. 3. Liver function tests
(LFTs) and complete blood count (CBC).

Age Restriction
18 years or older

Prescriber Restriction
Hematologist,Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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KOMZIFTI

Drugs
Komzifti Oral Capsule 200 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of relapsed or refractory acute myeloid leukemia (AML) with a susceptible nucleophosmin 1
(NPM1) mutation who have no satisfactory alternative treatment options. 2. Serum potassium and magnesium
within normal limits. 3. Baseline QTc interval.

Age Restriction
18 years and older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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KORLYM

Drugs
Mifepristone Oral Tablet 300 MG

Exclusion Criteria
None

Required Medical Information

1.Diagnosis of endogenous Cushings syndrome AND diagnosis of type 2 diabetes mellitus or glucose
intolerance AND Patient has hyperglycemia secondary to hypercortisolism AND patient has failed or is not a
candidate for surgery. 2. Member have failed or been intolerant to therapy with adrenal enzyme inhibitors.

Age Restriction
18 years or older

Prescriber Restriction
Endocrinologist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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KOSELUGO

Drugs
Koselugo Oral Capsule 10 mg, 25 mg
Koselugo Oral Capsule Sprinkle 5 mg, 7.5 mg

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of neurofibromastosis Type (NF1) who have symptomatic inoperable plexiform neurofibromas.

Age Restriction
1 year or older

Prescriber Restriction
Hematologist, Oncologist, Neurologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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KUVAN

Drugs
Sapropterin Dihydrochloride Oral Packet 100 mg, 500 mg
Sapropterin Dihydrochloride Oral Tablet 100 mg

Exclusion Criteria
None

Required Medical Information
1.Diagnosis of hyperphenylalaninemia (HPA) due to tetrahydrobiopterin-(BH4-) responsive Phenylketonuria
(PKU). 2. Weight 3. Phenylalanine (Phe) levels.

Age Restriction
None

Prescriber Restriction
Endocrinologist, Hepatologist, Geneticist, Metabolic Disease Specialist.

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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LAZCLUZE

Drugs
Lazcluze Oral Tablet 80 mg, 240 mg

Exclusion Criteria
None

Required Medical Information

1) Diagnosis of locally advanced or metastatic non-small cell lung cancer (NSCLC) with epidermal growth
factor receptor (EGFR) exon 19 deletions or exon 21 L858R substitution mutations. 2) Mutation confirmed by
FDA-approved test. 3) Medication is used in combination with amivantamab.

Age Restriction
18 years or older.

Prescriber Restriction
Oncologist, Pulmonologist, Pneumologist.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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LENVIMA

Drugs

Lenvima 4 mg Daily Dose Oral Capsule Therapy Pack
Lenvima 8 mg Daily Dose Oral Capsule Therapy Pack
Lenvima 10 mg Daily Dose Oral Capsule Therapy Pack
Lenvima 12mg Daily Dose Oral Capsule Therapy Pack
Lenvima 14 mg Daily Dose Oral Capsule Therapy Pack
Lenvima 18 mg Daily Dose Oral Capsule Therapy Pack
Lenvima 20 mg Daily Dose Oral Capsule Therapy Pack
Lenvima 24 mg Daily Dose Oral Capsule Therapy Pack

Exclusion Criteria
None

Required Medical Information

1) Diagnosis of any of the following: (A) For the treatment of patients with locally recurrent or metastatic,
progressive, radioactive iodine-refractory differentiated thyroid cancer (DTC). (B) In combination with
pembrolizumab, for the first line treatment of adult patients with advanced renal cell carcinoma (RCC). (C) In
combination with everolimus, for the treatment of adult patients with advanced renal cell carcinoma (RCC)
following one prior anti angiogenic therapy. (D) For the first-line treatment of patients with unresectable
hepatocellular carcinoma (HCC). (E) In combination with pembrolizumab, for the treatment of patients with
advanced endometrial carcinoma (EC) that is mismatch repair proficient (p)MMR), as determined by an FDA-
approved test, or not microsatellite instability-high (MSI-H), who have disease progression following prior
systemic therapy in any setting and are not candidates for curative surgery or radiation. 2)Weight.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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LETAIRIS

Drugs
Ambrisentan Oral Tablet 5 mg, 10 mg
Exclusion Criteria

1. Pregnancy. 2. Idiopathic pulmonary fibrosis (IPF), including IPF patients with pulmonary hypertension
(WHO Group 3).

Required Medical Information

1. Diagnosis of pulmonary arterial hypertension (PAH) (WHO Group 1): A) To improve exercise ability and
delay clinical worsening. B) In combination with tadalafil, to reduce the risks of disease progression and
hospitalization for worsening PAH, and to improve exercise ability.

Age Restriction
18 years or older

Prescriber Restriction
Pulmonologist, Cardiologist

Coverage Duration
Initial: 6 months. Renewal: 12 months.

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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LIFYORLI

Drugs

Lifyorli (125 MG DOSE) Capsule Therapy Pack 1 x 25 MG & 1 x 100 MG Oral (1-DOSE SUPPLY)
Lifyorli (125 MG DOSE) Capsule Therapy Pack 1 x 25 MG & 1 x 100 MG Oral (3-DOSE SUPPLY)
Lifyorli (125 MG DOSE) Capsule Therapy Pack 1 x 25 MG & 1 x 100 MG Oral (9-DOSE SUPPLY)
Lifyorli (150 MG DOSE) Capsule Therapy Pack 2 x 25 MG & 1 x 100 MG Oral (1-DOSE SUPPLY)
Lifyorli (150 MG DOSE) Capsule Therapy Pack 2 x 25 MG & 1 x 100 MG Oral (3-DOSE SUPPLY)
Lifyorli (150 MG DOSE) Capsule Therapy Pack 2 x 25 MG & 1 x 100 MG Oral (9-DOSE SUPPLY)

Exclusion Criteria
Concurrent systemic glucocorticoid therapy for a lifesaving indication.

Required Medical Information

Diagnosis of platinum-resistant epithelial ovarian, fallopian tube, or primary peritoneal cancer, in combination

with nab-paclitaxel, who have received one to three prior systemic treatment regimens, at least one of which
included bevacizumab.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist, Gynecologic Oncologist.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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LHRH DRUGS

Drugs

Eligard Kit Subcutaneous 7.5 mg, 22.5 mg, 30 mg, 45 mg

Leuprolide Acetate KIT Injection 1 mg/0.2ml

Lupron Depot KIT Intramuscular 3.75 mg, 7.5 mg, 11.25 mg, 22.5 mg, 30 mg, 45 mg
Trelstar Mixject Suspension Reconstituted 3.75 mg, 11.25 mg, 22.5 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis

Age Restriction
None

Prescriber Restriction
Gynecologist, Urologist, Oncologist, Endocrinologist

Coverage Duration
12 months

Other Criteria
Subject to B vs D review, except for leuprolide Smg/mL.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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LINEZOLID

Drugs

Linezolid Oral Tablet 600 mg

Linezolid Oral Suspension Reconstituted 100 mg/5ml
Linezolid Intravenous Solution 600 mg/300ml

Exclusion Criteria
Patients taking any monoamide oxidase inhibitors (MAOI) or within two weeks of taking an MAOL

Required Medical Information
Culture

Age Restriction
None

Prescriber Restriction
Infectious Disease Physician, Pulmonary Specialist, or Dermatologist

Coverage Duration
10-14 days (Vancomycin-resistant Enterococcus faecium infection-14-28 days)

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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LIRAGLUTIDE (GLP-1)

Drugs
Liraglutide Solution Pen-Injector 18 MG/3ML Subcutaneous

Exclusion Criteria
Personal or family history of medullary thyroid carcinoma (MTC) or in patients with Multiple Endocrine.
Neoplasia syndrome type 2 (MEN 2).

Required Medical Information

1. Diagnosis of one of the following: A) Type 2 diabetes mellitus for glycemic control or B) Type 2 diabetes
mellitus with established cardiovascular disease, to reduce the risk of major adverse cardiovascular event. 2.
AlC.

Age Restriction
None

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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LIVTENCITY

Drugs
Livtencity Oral Tablet 200 Mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of post-transplant (hematopoietic stem cell or solid organ recipient) cytomegalovirus (CMV)
infection or disease that is refractory to treatment with or without genotypic resistance (eg, ganciclovir,
valganciclovir, cidofovir or foscarnet).

Age Restriction
12 years of age or older

Prescriber Restriction
Infectious Disease Specialist, Transplant Specialist, Oncologist.

Coverage Duration
Initial: 6 months. Continuation: 12 months.

Other Criteria

For continuation: member condition has responded while on therapy with response defined as THREE of the
following: a. No evidence of disease progression, b. Documented evidence of efficacy, disease stability and/or
improvement, c. Achieved and maintains CMV viremia clearance define by plasma CMV DNA concentration
less than the lower limit of quantification (LLOQ) and d. Confirmed CMV viremia clearance define by plasma
CMYV DNA concentration less than the LLOQ) and CMV infection symptom control.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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LORBRENA

Drugs
Lorbrena Oral Tablet 25 mg, 100 mg

Exclusion Criteria
Concomitant use with strong CYP3A inducers.

Required Medical Information
Diagnosis of anaplastic lymphoma kinase (ALK)-positive metastatic non-small cell lung cancer (NSCLC) as
detected by an FDA-approved test.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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LOTRONEX

Drugs

Alosetron HCI Oral Tablet 0.5 mg, 1 mg

Exclusion Criteria

Do not initiate in patients with constipation. History of chronic or severe constipation or sequelae from
constipation, intestinal obstruction, stricture, toxic megacolon, gastrointestinal perforation, and/or adhesions.
Ischemic colitis, impaired intestinal circulation, thrombophlebitis, or hypercoagulable state. Crohn's disease or
ulcerative colitis, diverticulitis, severe hepatic impairment, concomitant use of fluvoxamine.

Required Medical Information
Diagnosis of severe diarrhea-predominant irritable bowel syndrome (IBS) in women. Child-Pugh Score.

Age Restriction
18 years or older

Prescriber Restriction
Gastroenterologist

Coverage Duration
Initial: 6 months. Renewal: 12 months.

Other Criteria

Medication only approved for women, not for use in men. For continuation based on both of the following
criteria: (1) Member has not experienced disease progression AND (2) Member has not experienced any
serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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LUMAKRAS

Drugs
Lumakras Oral Tablet 120 mg, 240 mg, 320 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of one of the following: 1) KRAS G12C-mutated Locally Advanced or Metastatic Non-Small Cell
Lung Cancer (NSCLC), as determined by an FDA-approved test, member has received at least one prior
systemic therapy, AND Lumakras (sotorasib) will be used as a single agent, OR 2) KRAS G12C-mutated
Metastatic Colorectal Cancer (mCRC), as determined by an FDA-approved test, member has received prior
fluoropyrimidine-, oxaliplatin- and irinotecan-based chemotherapy, AND Lumakras (sotorasib) will be used in
combination with panitumumab.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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LUMRYZ

Drugs
Lumryz Oral Packet 4.5 gm, 6 gm, 7.5 gm, 9 gm
Lumryz Starter Pack Oral Therapy Pack 4.5 & 6 & 7.5 gm

Exclusion Criteria
1. Concomitant use of sedative hypnotics. 2. Patient with succinic semialdehyde dehydrogenase deficiency.

Required Medical Information

1. Diagnosis of cataplexy or excessive daytime sleepiness (EDS) with narcolepsy. 2. Diagnosis were confirmed
by sleep evaluation (e.g. multiple sleep latency test, polysomnography). 3. For adults patients with excessive
daytime sleepiness, patient had a previous trial or has a contraindication, intolerance or allergy to modafinil,
armodafinil, methylphenidate, dextroamphetamine, or mixed amphetamine salts.

Age Restriction
7 years of age and older

Prescriber Restriction
None

Coverage Duration
Initial: 6 months. Renewal: 12 months.

Other Criteria
For renewal, the member had a positive response to the medication (increased sleep quality) and has not
experienced any serious adverse events while on medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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LYBALVI

Drugs
Lybalvi Oral Tablet 5-10 MG, 10-10 MG, 15-10 MG, 20-10 MG

Exclusion Criteria
Patients using opioids. Patients undergoing acute opioid withdrawal.

Required Medical Information
1. Diagnosis of a) schizophrenia or b) bipolar disorder for 1) acute treatment of manic or mixed episodes as
monotherapy and as adjunct of lithium or valproate OR ii) maintenance monotherapy treatment. 2. Previous

trial and failure to one generic antipsychotics, per indication: schizoprenia: clozapine, asenapine, olanzapine,

paliperidone, quetiapine, risperidone, ziprasidone, aripiprazole or lurasidone. Bipolar disoder: risperidone,
asenapine, olanzapine, quetiapine, ziprasidone, aripiprazole or lurasidone.

Age Restriction
18 years or older

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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LYNPARZA

Drugs
Lynparza Oral Tablet 100 mg, 150 mg

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of ovarian, breast, pancreatic or prostate cancer.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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LYTGOBI

Drugs

Lytgobi (12 mg Daily Dose) Oral Tablet Therapy Pack 4 mg
Lytgobi (16 mg Daily Dose) Oral Tablet Therapy Pack 4 mg
Lytgobi (20 mg Daily Dose) Oral Tablet Therapy Pack 4 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of previously treated, unresectable, locally advanced or metastatic intrahepatic cholangiocarcinoma
harboring fibroblast growth factor receptor 2 (FGFR2) gene fusions or other rearrangements.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist, Gastroenterologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes

144



MAVYRET

Drugs
Mavyret Oral Tablet 100-40 mg

Exclusion Criteria
Coadministration with atazanavir and rifampin. Patients with moderate or severe hepatic impairment (Child-
Pugh B or C) or those with any history of prior hepatic decompensation.

Required Medical Information
1. Diagnosis of Hepatitis C virus (HCV). 2. Treatment status of patient (treatment naive or treatment
experienced). 3. Cirrhosis status. 4. Hepatitis B status

Age Restriction
3 years or older

Prescriber Restriction
None

Coverage Duration
8 to 16 weeks

Other Criteria
Criteria will be applied consistent with current AASLD/IDSA guidance.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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MAYZENT

Drugs

Mayzent Starter Pack Oral Tablet Therapy Pack 7 X 0.25 mg
Mayzent Starter Pack Oral Tablet Therapy Pack 12 X 0.25 mg
Mayzent Oral Tablet 0.25 mg, 1 mg, 2 mg

Exclusion Criteria

1. Patients with a CYP2C9*3/*3 genotype. 2. In the last 6 months, experienced myocardial infarction, unstable
angina, stroke, TIA, decompensated heart failure requiring hospitalization, or Class III/IV heart failure. 3.
Presence of Mobitz type II second-degree, third-degree AV block, or sick sinus syndrome, unless patient has a
functioning pacemaker.

Required Medical Information
Diagnosis of relapsing forms of multiple sclerosis (MS), to include clinically isolated syndrome, relapsing-
remitting disease, and active secondary progressive disease.

Age Restriction
18 years or older

Prescriber Restriction
Neurologist, Multiple Sclerosis Specialist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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MEGESTROL

Drugs

Megestrol Acetate Oral Suspension 40 mg/ml
Megestrol Acetate Oral Suspension 625 mg/5ml
Megestrol Acetate Oral Tablet 20 mg, 40mg

Exclusion Criteria
Pregnancy

Required Medical Information

Megestrol Oral Suspension: Diagnosis of one anorexia, cachexia, or an unexplained significant weight loss in
patients with a diagnosis of acquired immunodeficiency syndrome (AIDS). Megestrol Oral Tablets: Diagnosis
of one of the following: 1. Advanced, inoperable, recurrent metastatic breast cancer OR 2. Advanced,
inoperable, recurrent metastatic endometrial cancer.

Age Restriction
18 years or older

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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MEKTOVI, BRAFTOVI

Drugs
Braftovi Oral Capsule 75 mg
Mektovi Oral Tablet 15 mg

Exclusion Criteria
None

Required Medical Information

A) For Mektovi (binimetinib), diagnosis of any of the following: 1) unresectable or metastatic melanoma with a
BRAF V600E or V600K mutation, as detected by an FDA-approved test, in combination with Braftovi
(encorafenib) OR 2) metastatic non-small cell lung cancer (NSCLC) with a BRAF V600E mutation, as detected
by an FDA-approved test, in combination with Braftovi (encorafenib) . B) For Braftovi (encorafenib), diagnosis
of any of the following: 1) unresectable or metastatic melanoma with a BRAF V600E or V600K mutation, as
detected by an FDA-approved test, in combination with Mektovi (binimetinib), 2) metastatic colorectal cancer
(mCRC) with a BRAF V600E mutation, as detected by an FDA-approved test, in combination with cetuximab
and mFOLFOXG6, 3) metastatic CRC with a BRAF V600E mutation, as detected by an FDA-approved test, in
combination with cetuximab, or 4) metastatic non-small cell lung cancer (NSCLC) with a BRAF V600E
mutation, as detected by an FDA-approved test, in combination with Mektovi (binimetinib).

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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MEPRON

Drugs
Atovaquone Oral Suspension 750 mg/5ml

Exclusion Criteria
None

Required Medical Information
Diagnosis of mild-to-moderate Pneumocystis pneumonia (PCP) and drug will be used for either treatment or
PCP prophylaxis.

Age Restriction
13 years and older

Prescriber Restriction
Infectious Disease specialist

Coverage Duration
12 months

Other Criteria

For patients that cannot tolerate trimethoprimsulfamethoxazole (TMP-SMX). For continuation based on both
of the following criteria: (1) Member has not experienced disease progression AND (2) Member has not
experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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METHYLNALTREXONE

Drugs

Relistor Subcutaneous Solution 8 mg/0.4ml

Relistor Subcutaneous Solution 12 mg/0.6ml

Relistor Subcutaneous Solution 12 mg/0.6ml (0.6ml Syringe)

Exclusion Criteria
Known or suspected mechanical gastrointestinal obstruction and patients at an increased risk of recurrent
obstruction, gastrointestinal perforation may occur.

Required Medical Information
Diagnosis of opioid induced constipation. Trial and failure of a laxative in the past 90 days.

Age Restriction
18 years or older

Prescriber Restriction
Gastroenterologist, Oncologist, Hematologist, Pain Management Specialist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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MODAFINIL

Drugs
Modafinil Oral Tablet 100 mg 200 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of one of the following: A) excessive sleepiness associated with obstructive sleep apnea
(OSA)/hypopnea syndrome confirmed by sleep lab evaluation (e.g., multiple sleep latency test,
polysomnography) and documentation of residual excessive sleepiness OR B) excessive sleepiness associated
with narcolepsy confirmed by sleep lab evaluation (e.g., multiple sleep latency test, polysomnography) and
patient has tried and failed, is unable to tolerate, or has contraindication(s) to at least one other central nervous
system stimulant (e.g., methylphenidate, mixed amphetamine salts, dextroamphetamine) OR C) diagnosis of
excessive sleepiness associated with shift work disorder confirmed by sleep lab evaluation and sleep
disturbance persisted for at least three months.

Age Restriction
17 years or older

Prescriber Restriction
None

Coverage Duration
OSA/hypopnea syndrome - 6 months (initial), 12 months (renewal). Other diagnoses - 12 months.

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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MODEYSO

Drugs
Modeyso Capsule 125 MG Oral

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of diffuse midline glioma harboring an H3 K27M mutation with progressive disease following
prior therapy.

Age Restriction
1 year of age and older

Prescriber Restriction
Oncologist, Neurologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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NAYZILAM

Drugs
Nayzilam Nasal Solution 5 mg/0.1ml

Exclusion Criteria
Patients with acute narrow-angle glaucoma.

Required Medical Information
1. Diagnosis of stereotypic episodes of frequent seizure activity (i.e., seizure clusters, acute repetitive seizures)
2. Physician must certify that episodes are distinct from patients' usual seizure pattern.

Age Restriction
12 years or older

Prescriber Restriction
Neurologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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NERLYNX

Drugs
Nerlynx Oral Tablet 40 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: A) As a single agent, for the extended adjuvant treatment of adult patients
with early stage HER2-positive breast cancer, to follow adjuvant trastuzumab-based therapy. B) In combination
with capecitabine, for the treatment of adult patients with advanced or metastatic HER2-positive breast cancer
who have received two or more prior anti-HER?2 based regimens in the metastatic setting.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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NEXAVAR

Drugs
Sorafenib Tosylate Oral Tablet 200 mg

Exclusion Criteria
Combination with carboplatin and paclitaxel in patients with squamous cell lung cancer.

Required Medical Information

Diagnosis of any of the following: A) Unresectable hepatocellular carcinoma. B) Advanced renal cell
carcinoma. C) Locally recurrent or metastatic, progressive, differentiated thyroid carcinoma refractory to
radioactive iodine treatment.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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NINLARO

Drugs
Ninlaro Oral Capsule 2.3 mg, 3 mg, 4 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis: use with lenalidomide and dexamethasone for the treatment of patients with multiple myeloma
who have received at least one prior therapy. 2. Previous Therapy 3. Protocol- to be use with lenalidomide and
dexamethasone. 4. CBC (diferential), serum creatinine and total bilirubin. 5. Pregnancy status for females of
reproductive potential.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
Prior to initiating a new cycle of therapy: Absolute neutrophil count should be at least 1,000/mm3, Platelet
count should be at least 75,000/mm3.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes

156



NITISINONE

Drugs

Nityr Oral Tablet 2 mg, 5 mg, 10 mg

Nitisinone Oral Capsule 2 mg, 5 mg, 10 mg, 20 mg
Orfadin Oral Suspension 4 mg/ml

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of one of the following: a) hereditary tyrosinemia type I, or b) alkaptonuria (AKU) for the
reduction of urine homogentisic acid (HGA). 2. For hereditary tyrosinemia type I, weight.

Age Restriction
None

Prescriber Restriction
Nephrologist, Gastroenterologist, Hematologist, Geneticist, Endocrinologist, Metabolic Disease Specialist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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NORTHERA

Drugs
Droxidopa Oral Capsule 100 mg, 200 mg, 300 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of neurogenic orthostatic hypotension (NOH), caused by primary autonomic failure (e.g. Parkinsons
disease, multiple system atrophy, or pure autonomic failure), dopamine beta-hydroxylase deficiency, or non-
diabetic autonomic neuropathy.

Age Restriction
18 years or older

Prescriber Restriction
None

Coverage Duration
2 weeks

Other Criteria
Effectiveness beyond 2 weeks of treatment has not been established.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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NUBEQA

Drugs
Nubeqa Oral Tablet 300 Mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of one of the following: A) non-metastatic castration-resistant prostate cancer (nmCRPC), B)
metastatic castration-sensitive prostate cancer (mCSPC) or C) metastatic castration-sensitive prostate cancer
(mCSPC) in combination with docetaxel. 2. Patients should also receive a gonadotropin-releasing hormone
(GnRH) analog concurrently or should have had bilateral orchiectomy.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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NUCALA

Drugs

Nucala Subcutaneous Solution Reconstituted 100 mg
Nucala Subcutaneous Solution Auto-Injector 100 mg/ml
Nucala Subcutaneous Solution Prefilled Syringe 100 mg/ml

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of one of the followings: A. Severe asthma as add-on maintenance treatment, and with an
eosinophilic phenotype, member had a history of 2 or more exacerbations in the prior year despite regular use
of maximally tolerated dose of inhaled corticosteroids plus an additional asthma controller (unless either
intolerant or contraindicated), OR B. Eosinophilic Granulomatosis with Polyangiitis (EGPA) in patients with
diagnosis of EGPA for at least 6 months with a history of relapsing or refractory disease, OR C. Hyper
eosinophilic syndrome (HES) for 6 months without an identifiable non-hematologic secondary cause, OR D.
Chronic rhinosinusitis with nasal polyps (CRSwNP), OR E. Chronic obstructive pulmonary disease (COPD)
eosinophilic phenotype, as add-on maintenance treatment in patients inadequately controlled. 2. CBC
differential, eosinophil blood count of more than 150 cells per mcl.

Age Restriction
Asthma: 6 years and older. EGPA and CRSwNP: 18 years and older. HES: 12 years and older.

Prescriber Restriction
Pneumologist, Pulmonologist, Rheumatologist, Hematologist, Allergist, Immunologist, Otolaryngologist.

Coverage Duration
Initial: 6 months. Renewal: 12 months.

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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NUEDEXTA

Drugs
Nuedexta Oral Capsule 20-10 mg

Exclusion Criteria

1. Concomitant use with quinidine, quinine, or mefloquine. 2. Patients with a history of quinidine, quinine or
mefloquine-induced thrombocytopenia, hepatitis, or other hypersensitivity reactions. 3. Patients with known
hypersensitivity to dextromethorphan. 4. Use with an MAOI or within 14 days of stopping an MAOI. Allow 14
days after stopping NUEDEXTA before starting an MAOI. 5. Prolonged QT interval, congenitallong QT
syndrome, history suggestive of torsades de pointes, or heart failure. 6. Complete atrioventricular (AV) block
without implanted pacemaker, or patients at high risk of complete AV block. 7. Concomitant use with drugs
that both prolong QT interval and are metabolized by CYP2D6 (e.g., thioridazine or pimozide).

Required Medical Information
Diagnosis of treatment of pseudobulbar affect (PBA).

Age Restriction
18 years or older

Prescriber Restriction
Neurologist

Coverage Duration
12 months

Other Criteria
For continuation, member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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NUPLAZID

Drugs
Nuplazid Oral Tablet 10 mg
Nuplazid Oral Capsule 34 mg

Exclusion Criteria
Elderly patients with dementia-related psychosis.

Required Medical Information
Diagnosis of hallucinations and delusions associated with Parkinsons disease psychosis.

Age Restriction
18 years or older

Prescriber Restriction
Psychiatrist, Neurologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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NURTEC

Drugs
Nurtec Oral Tablet Dispersible 75 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: A) Acute migraine with or without aura and patient has tried and failed at
least one triptan 5-HT1 receptor agonist or has contraindication or inability to tolerate OR B) Prevention of
episodic migraine.

Age Restriction
18 years or older

Prescriber Restriction
Neurologist, Headache Specialist, Pain Management Specialist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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NUVIGIL

Drugs
Armodafinil Oral Tablet 50 mg, 150 mg, 200 mg, 250 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: A) excessive sleepiness associated with obstructive sleep apnea
(OSA)/hypopnea syndrome confirmed by sleep lab evaluation (e.g., multiple sleep latency test,
polysomnography) and documentation of residual excessive sleepiness OR B) excessive sleepiness associated
with narcolepsy confirmed by sleep lab evaluation (e.g., multiple sleep latency test, polysomnography) and
patient has tried and failed, is unable to tolerate, or has contraindication(s) to at least one other central nervous
system stimulant (e.g., methylphenidate, mixed amphetamine salts, dextroamphetamine) OR C) diagnosis of
excessive sleepiness associated with shift work disorder confirmed by sleep lab evaluation and sleep
disturbance persisted for at least three months.

Age Restriction
18 years or older

Prescriber Restriction
Neurologist, Sleep Medicine Specialist, Psychiatrist

Coverage Duration
OSA/hypopnea syndrome - 6 months (initial), 12 months (renewal). Other diagnoses - 12 month

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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NUZYRA

Drugs
Nuzyra Solution Reconstituted 100 MG Intravenous
Nuzyra Tablet 150 MG Oral

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of one of the following: a) Community-acquired bacterial pneumonia (CABP) or b) Acute
bacterial skin and skin structure infections (ABSSSI). 2. Culture. 3. The patient has experienced an inadequate
treatment response, intolerance, or contraindication to at least one alternative from a class of antibiotics used to
treat the submitted diagnosis. For CABP: amoxicillin, doxycycline or macrolide, For ABSSSI: cephalexin,
dicloxacillin, clindamycin, doxycycline, OR the physician submits clinical rationale as to why these agents
would not be appropriate for the patient.

Age Restriction
18 years or older

Prescriber Restriction
Pulmonologist, Pneumologist, Infectious Disease Physician, Dermatologist

Coverage Duration
14 days

Other Criteria
Nuzyra will be authorized for patients who have initiated oral or intravenous therapy in a hospital and are
discharged to complete the course of therapy.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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ODOMZO

Drugs
Odomzo Oral Capsule 200 mg

Exclusion Criteria
Pregnancy

Required Medical Information
Diagnosis of locally advanced basal cell carcinoma (BCC) that has recurred following surgery or radiation
therapy, or those who are not candidates for surgery or radiation therapy.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No

166



OFEV

Drugs
Nintedanib Esylate Oral Capsule 100 mg, 150 mg

Exclusion Criteria
Pregnancy

Required Medical Information

1. Diagnosis of one of the following, a) Idiopathic pulmonary fibrosis confirmed by a high resolution CT scan
or biopsy, OR b) Decline in pulmonary function in patients with systemic sclerosis-associated interstitial lung
disease (SSc-ILD), OR c¢) Diagnosis of chronic fibrosing interstitial lung diseases (ILDs) with a progressive
phenotype. 2. Liver function tests have been performed prior to start of therapy. 3. Pregnancy test in females of
reproductive potential prior to initiation.

Age Restriction
18 years or older

Prescriber Restriction
Pulmonologist or rheumatologist.

Coverage Duration
12 months

Other Criteria

For continuation, patient has stabilization from baseline in force vital capacity or improvement, as determined
by the prescriber, AND the patient has not experienced AST or ALT elevations greater than 5 times the upper
limit of normal or greater than 3 times the upper limit of normal with signs or symptoms of severe liver
damage.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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OGSIVEO

Drugs
Ogsiveo Oral Tablet 50 MG, 100 MG, 150 MG

Exclusion Criteria
None

Required Medical Information
Diagnosis of progressing desmoid tumors who require systemic treatment.

Age Restriction
18 years or older

Prescriber Restriction
Hematologists, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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OJEMDA

Drugs

Ojemda Oral Suspension Reconstituted 25 MG/ML
Ojemda Oral Tablet 100 MG

Ojemda Oral Tablet 100 MG (16 pack)

Ojemda Oral Tablet 100 MG (24 pack)

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of relapsed or refractory pediatric lowgrade glioma (LGG) harboring a BRAF fusion or
rearrangement, or BRAF V600 mutation. 2. Confirmation of the presence of BRAF fusion or rearrangement or
BRAF V600 mutation as detected by an FDA approved test. 3. Body Surface Area (BSA).

Age Restriction
6 months of age and older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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OJJAARA

Drugs
Ojjaara Oral Tablet 100 MG, 150 MG, 200MG

Exclusion Criteria
None

Required Medical Information
Diagnosis of intermediate or high-risk myelofibrosis (MF), including primary MF or secondary MF [post
polycythemia vera (PV) and post-essential thrombocythemia (ET)], in patients with anemia.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist, Immunologist, Transplant Specialist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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OPIPZA

Drugs
Opipza Oral Film 2 mg, 5 mg, 10 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of one of the following: 1) Schizophrenia, 2) Major depressive disorder (MDD) as adjunctive
treatment, 3) Irritability associated with autistic disorder OR 4) Tourette's disorder.

Age Restriction
Schizophrenia: 13 years and older. MDD: 18 years and older. Autistic disorder or Tourette disorder: 6 years
and older.

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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OPSUMIT

Drugs
Macitentan Oral Tablet 10 mg

Exclusion Criteria
Pregnancy

Required Medical Information

1. Diagnosis of pulmonary artery hypertension as defined by WHO group 1 and confirmed by right heart
catheterization. 2. Pregnancy test in females of reproductive potential prior to initiation. 3. Baseline liver
enzymes. 4. CBC

Age Restriction
18 years or older

Prescriber Restriction
Pulmonologist, Cardiologist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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OPSYNVI

Drugs
Opsynvi Oral Tablet 10-20 mg, 10-40 mg

Exclusion Criteria
Pregnancy

Required Medical Information

1. Diagnosis of pulmonary arterial hypertension (PAH, WHO Group 1) in patients of WHO functional class
(FC) II-1I1. 2. Pregnancy test in females of reproductive potential prior to initiation. 3. Baseline liver enzymes.
4. CBC

Age Restriction
18 years or older

Prescriber Restriction
Pneumologist, Pulmonologist, Cardiologist

Coverage Duration
12 months

Other Criteria
For continuation, member has experienced disease stability or improvement in clinical symptoms and has not
experienced any serious adverse events while on therapy.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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ORKAMBI

Drugs
Orkambi Oral Tablet 100-125 mg, 200-125 mg
Orkambi Oral Packet 75-94 mg, 100-125 mg, 150-188 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of cystic fibrosis who are homozygous for the F508del mutation in the CFTR gene. If the patient's
genotype is unknown, an FDA-cleared CF mutation test should be used to detect the presence of the F508del
mutation on both alleles of the CFTR gene. Measure serum transaminases and bilirubin before initiating. 2.
Baseline liver function test (AST,ALT and bilirubin) and level of hepatic impairment (Child Pugh Class).

Age Restriction
None

Prescriber Restriction
Pneumologist, Pulmonologist, Cystic Fibrosis Specialist.

Coverage Duration
Initial: 6 months. Renewal:12 months.

Other Criteria
For renewal, patient has experienced benefit from therapy (i.e. improvement in pulmonary lung function
[FEV1], decreased number of pulmonary exacerbations).

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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ORLADEYO

Drugs
Orladeyo Oral Capsule 110 mg, 150 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of hereditary angioedema (HAE) and medication will be used as prophylaxis of attacks related to
HAE. 2. Liver function test (AST, ALT and bilirubin) and Child Pugh Class, for patients with mild to severe
hepatic impairment.

Age Restriction
12 years or older

Prescriber Restriction
Immunologist, Allergist, Rheumatologist

Coverage Duration
12 months

Other Criteria
Dosage adjustment for patients with moderate to severe hepatic impairment: 110 mg capsule taken orally once
daily.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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ORSERDU

Drugs
Orserdu Oral Tablet 86 mg, 345 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of estrogen receptor (ER) positive, human epidermal growth factor receptor 2 (HER2) negative,
ESR1-mutated advanced or metastatic breast cancer with disease progression following at least one line of
endocrine therapy in postmenopausal women or adult men.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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OTEZLA

Drugs

Otezla Oral Tablet 20 mg, 30 mg

Otezla Oral Tablet Therapy Pack 10 & 20 & 30 mg

Otezla Oral Tablet Therapy Pack 4 x 10 & 51 x20 mg

Otezla XR Oral Tablet Extended Release 24 Hour 75 mg

Otezla/Otezla XR Initiation Pk Oral Tablet Therapy Pack 10&20&30&(ER)75 mg

Exclusion Criteria
None

Required Medical Information

1.Diagnosis of any of the following: (A)active psoriatic arthritis (PsA), (B) plaque psoriasis who are candidates
for phototherapy or systemic therapy, OR (C) oral ulcers associated with Behcets Disease. 2.For Plaque
Psoriasis (New starts ONLY)), patient meets any of the following: (A) inadequate response or intolerance to
ONE of the following: (1) a Topical Therapy (e.g., Topical corticosteroid, calcineurin inhibitor, Vitamin D
analog), (2) Phototherapy (e.g., UVB, PUVA), OR (3) Pharmacologic treatment with methotraxate,
cyclosporine or acitretin OR (3) Pharmacologic treatment with methotrexate or acitretin is contraindicated. 4.
Serum creatinine or creatinine clearance.

Age Restriction
For oral ulcers: 18 years or older. For PsA and plaque psoriasis: 6 years of age and older and weighing at least
20 kg.

Prescriber Restriction
Rheumatologist, Dermatologist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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OTHER RESPIRATORY DRUGS

Drugs
Prolastin-C Intravenous Solution Reconstituted 1000 mg

Exclusion Criteria
Immunoglobulin A (IgA) deficient patients with antibodies against IgA.

Required Medical Information
Diagnosis of emphysema due to severe hereditary deficiency of alphal-antitrypsin (Alphal-PI) as part of
chronic augmentation and maintenance treatment.

Age Restriction
18 years or older

Prescriber Restriction
Pulmonologist, Geneticist

Coverage Duration
12 months

Other Criteria

Subject to B vs D review. For continuation based on both of the following criteria: (1) Member has not
experienced disease progression AND (2) Member has not experienced any serious adverse events while on the
medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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PANRETIN

Drugs
Panretin External Gel 0.1 %

Exclusion Criteria
None

Required Medical Information
Diagnosis of AIDS-related Kaposi sarcoma.

Age Restriction
18 years or older

Prescriber Restriction

Hematologist, Oncologist, Infectologist, Dermatologist.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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PEGASYS

Drugs
Pegasys Subcutaneous Solution Prefilled Syringe 180 Mcg/0.5ml
Pegasys Subcutaneous Solution 180 Mcg/ml

Exclusion Criteria

Autoimmune hepatitis. Hepatic decompensation (Child-Pugh score greater than 6 [class B and C]) in cirrhotic
patients before treatment. Hepatic decompensation with Child-Pugh score greater than or equal to 6 in cirrhotic
CHC patients coinfected with HIV before treatment. Hypersensitivity reactions such as urticaria, angioedema,
bronchoconstriction, anaphylaxis, or Stevens-Johnson syndrome to alpha interferons or any of its components.

Required Medical Information
Diagnosis of, 1. chronic hepatitis B OR 2. chronic Hepatitis C.

Age Restriction
HCV: 18 years of age or older if using triple therapy (Pegasys + antiviral + RBV), other regimens: 5 years of
age or older. HBV: 3 years of age or older.

Prescriber Restriction
Infectious disease physician, gastroenterologist, hepatologist, or a transplant physician

Coverage Duration
48 weeks

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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PEMAZYRE

Drugs
Pemazyre Oral Tablet 13.5 mg, 4.5 mg, 9 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of one of the following: A) previously treated, unresectable locally advanced or metastatic
cholangiocarcinoma with a fibroblast growth factor receptor 2 (FGFR2) fusion or other rearrangement as
detected by an FDA-approved test, OR B) relapsed or refractory myeloid/lymphoid neoplasms (MLNs) with
fibroblast growth factor receptor 1 (FGFR1) rearrangement.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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PHEBURANE

Drugs
Pheburane Oral Pellet 483 mg/gm

Exclusion Criteria
None

Required Medical Information
Diagnosis of urea cycle disorders (UCDs) involving deficiencies of carbamylphosphate synthethase (CPS),
ornithine transcarbamylase (OTC) or arginosuccinic acid synthetase (AS).

Age Restriction
None

Prescriber Restriction
Prescribed by or in consultation with a geneticist or hepatologist.

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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PHOSPHODIESTERASE-5 INHIBITORS FOR PAH

Drugs
Sildenafil Citrate Oral Suspension Reconstituted 10 mg/ml
Sildenafil Citrate Oral Tablet 20 mg

Exclusion Criteria
1. Use for erectile dysfunction. 2. Patients taking nitrates. 3. Patients taking Guanylate Cyclase (GC)
Stimulators.

Required Medical Information

Diagnosis of any of the following: A) Pulmonary arterial hypertension (PAH) (World Health Organization
[WHO] Group I) confirmed by right hearth catheterization to improve exercise ability and delay clinical
worsening, in adults patients. B) Pulmonary arterial hypertension (PAH) (WHO Group I) to improve exercise
ability and, in pediatric patients too young to perform standard exercise testing, pulmonary hemodynamics
thought to underlie improvements in exercises.

Age Restriction
None

Prescriber Restriction
Pulmonologist, Cardiologist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No

183



PIQRAY

Drugs

Pigray (200 mg Daily Dose) Oral Tablet Therapy Pack 200 mg
Pigray (250 mg Daily Dose) Oral Tablet Therapy Pack 200 & 50 mg
Pigray (300 mg Daily Dose) Oral Tablet Therapy Pack 2 X 150 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of hormone receptor (HR)-positive, human epidermal growth factor receptor 2 (HER2)-negative,
PIK3CA-mutated, advanced or metastatic breast cancer as detected by an FDA-approved test following
progression on or after an endocrine-based regimen.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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PRETOMANID

Drugs
Pretomanid Oral Tablet 200 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of pulmonary extensively drug resistant (XDR) or treatment-intolerant or nonresponsive
multidrug-resistant (MDR) tuberculosis (TB), 2. To be used in combination with bedaquiline and linezolid, 3.
Baseline test: ECGs, liver function, CBC.

Age Restriction
18 years or older

Prescriber Restriction
Infectious Disease, TB Specialist or Pneumologist

Coverage Duration
26 weeks

Other Criteria

Pretomanid is not recommended for the treatment of drug-sensitive TB, latent infection due to Mycobacterium
TB, for the treatment of extrapulmonary TB (eg, CNS), or for the treatment of non-tuberculous mycobacterial
infections.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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PREVYMIS

Drugs
Prevymis Oral Tablet 240 mg, 480 mg

Exclusion Criteria

Patients receiving concomitant: Orap (pimozide) or ergot alkaloids, patients receiving concomitant Livalo
(pitavastatin) or Zocor (simvastatin) when co-administered with cyclosporine.

Required Medical Information

Diagnosis of any of the following: A) Cytomegalovirus (CMV) infection and disease in adult CMV-
seropositive recipients [R+] of an allogeneic hematopoietic stem cell transplant (HSCT), and drug will be used
for prophylaxis. B) CMV disease in adult kidney transplant recipients at high risk (Donor CMV
seropositive/Recipient CMV seronegative [D+/R-]), and drug will be used for prophylaxis.

Age Restriction
6 months of age and older.

Prescriber Restriction
Hematologist, Oncologist, Infectious Disease Specialist or Transplant Specialist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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PROLIA

Drugs
Bildyos Subcutaneous Solution Prefilled Syringe 60 Mg/Ml

Exclusion Criteria
Pregnancy, Hypocalcemia

Required Medical Information

Patient is at high risk for fracture defined as one of the following: Personal history of low-trauma fractures as
an adult, History of osteoporotic fracture in a first degree relative, Concurrent use of systemic corticosteroids
(avg dose more than 5 mg of prednisone per day), Concurrent cigarette smoking, Low body weight less than
127 pounds, Low bone mineral density (T-score of -2.5 or lower) AND Diagnosis of one of the following: 1.
Patient is female and is receiving adjuvant aromatase inhibitor therapy for breast cancer, 2. Patient is female or
male with glucocorticoid-induced osteoporosis at high risk of fracture, 3. Patient is male and is receiving
androgen deprivation therapy for non-metastatic prostate cancer, 4. Patient is a male or postmenopausal female
with a diagnosis of osteoporosis AND Patient has a documented trial and failure with a bisphosphonate or
contraindication or intolerance to bisphosphonate therapy or is unable to comply with appropriate
administration recommendations for oral or injectable bisphosphonate therapy AND patient will have pre-
existing hypocalcemia and vitamin D deficiency corrected prior to administration of the medication.

Age Restriction
18 years or older

Prescriber Restriction
Endocrinologist, Rheumatologist, Gynecologist, Oncologist, Internal Medicine and Family Medicine.

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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PROMACTA

Drugs

Eltrombopag Olamine Packet 12.5 MG Oral
Eltrombopag Olamine Packet 25 MG Oral
Eltrombopag Olamine Tablet 12.5 MG Oral
Eltrombopag Olamine Tablet 25 MG Oral
Eltrombopag Olamine Tablet 50 MG Oral
Eltrombopag Olamine Tablet 75 MG Oral

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of a) persistent or chronic immune thrombocytopenia (ITP) , who have had an insufficient
response to corticosteroids, immunoglobulins, or splenectomy, OR b) Thrombocytopenia in patients with
chronic hepatitis C to allow the initiation and maintenance of interferon-based therapy, OR c) Severe aplastic
anemia, as first-line treatment, in combination with standard immunosuppressive therapy (IST), OR d) Severe
aplastic anemia, who have had an insufficient response to immunosuppressive therapy. 2. ALT, AST, and
bilirubin prior to initiation and with each evaluation.

Age Restriction
For thrombocytopenia or chronic immune thrombocytopenia (ITP): 1 year of age and older. For Severe
Aplastic Anemia: 2 years of age and older.

Prescriber Restriction

Treatment of thrombocytopenia due to chronic immune (idiopathic) thrombocytopenic purpura (ITP), approve
if prescribed by, or after consultation with, a hematologist. Treatment of thrombocytopenia due to HCV-related
cirrhosis, approve if prescribed by, or after consultation with, either a hematologist, gastroenterologist,
hepatologist or a physician who specializes in infectious disease.

Coverage Duration
12 months

Other Criteria

For renewal, patient has stable disease or has improved while on therapy. For continuation based on both of the
following criteria: (1) Member has not experienced disease progression AND (2) Member has not experienced
any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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PYRIMETHAMINE

Drugs
Pyrimethamine Oral Tablet 25 Mg

Exclusion Criteria
Megaloblastic anemia due to folate deficiency.

Required Medical Information
Diagnosis of Toxoplasmosis and treatment in combination with a sulfonamide.

Age Restriction
None

Prescriber Restriction
Infectious Disease Specialist or Transplant Specialist

Coverage Duration
6 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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PYRUKYND

Drugs

Pyrukynd Oral Tablet 5 Mg, 20 Mg, 50 Mg

Pyrukynd Taper Pack Oral Tablet Therapy Pack 5 mg

Pyrukynd Taper Pack Oral Tablet Therapy Pack 7 X 20 mg & 7 X 5 mg
Pyrukynd Taper Pack Oral Tablet Therapy Pack 7 X 50 mg & 7 X 20 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of hemolytic anemia in adults with pyruvate kinase (PK) deficiency. 2. Patient must have
hemoglobin less than or equal 10 g/dL or receives regular blood transfusions (at least 6 in the past year). 3.
Laboratory test confirming pyruvate kinase (PK) deficiency.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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QINLOCK

Drugs
Qinlock Oral Tablet 50 Mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of advanced gastrointestinal stromal tumor (GIST) who have received prior treatment with 3 or more
kinase inhibitors, including imatinib.

Age Restriction
18 years or older.

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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QULIPTA

Drugs
Qulipta Oral Tablet 10 mg, 30mg, 60mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of migraine, to be used as preventive treatment.

Age Restriction
18 years or older

Prescriber Restriction
Neurologist, Headache Specialist, Pain Management Specialist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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RADICAVA

Drugs
Radicava Ors Starter Kit Oral Suspension 105 Mg/5ml

Exclusion Criteria
None

Required Medical Information
Diagnosis of amyotrophic lateral sclerosis (ALS).

Age Restriction
18 years or older

Prescriber Restriction
Neurologist

Coverage Duration
12 months

Other Criteria
For continuation, member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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RALDESY

Drugs
Raldesy Oral Solution 10 mg/ml

Exclusion Criteria
Concomitant use of monoamine oxidase inhibitors (MAOIs), or use within 14 days of stopping MAOIs

Required Medical Information
Diagnosis of major depressive disorder (MDD).

Age Restriction
18 years and older

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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RAVICTI

Drugs
Glycerol Oral Phenylbutyrate Liquid 1.1 GM/ML

Exclusion Criteria
None

Required Medical Information
Diagnosis of urea cycle disorders (UCDs) and drug will be used as part of the chronic management.

Age Restriction
None

Prescriber Restriction
Urea Cycle Disorder Specialist, Metabolic Disorder Specialist

Coverage Duration
12 months

Other Criteria

Not indicated for the treatment of acute hyperammonemia in patients with UCDs and for the treatment of N-
acetylglutamate synthase. For continuation based on both of the following criteria: (1) Member has not
experienced disease progression AND (2) Member has not experienced any serious adverse events while on the
medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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RECORLEV

Drugs
Recorlev Oral Tablet 150 Mg

Exclusion Criteria

1. Cirrhosis, acute liver disease or poorly controlled chronic liver disease, AST or ALT more than three times
upper limit normal, recurrent symptomatic cholelithiasis, a prior history of drug induced liver injury due to
ketoconazole or any azole antifungal therapy that required discontinuation. 2. Concomitant use of drugs that
causes QT prolongation associated with ventricular arrhythmias, including torsades de pointes. 3. Prolonged
QTCcF interval more than 470 milliseconds at baseline, torsade de pointes, ventricular tachycardia, ventricular
fibrillation, or prolonged QT syndrome.

Required Medical Information
1. Diagnosis of (pituitary) Cushings disease AND pituitary surgery is not an option or has not been curative. 2.
Baseline 24-hour urine free cortisol level equal or higher than 1.5 x upper limit of normal.

Age Restriction
18 years or older

Prescriber Restriction
Endocrinologist

Coverage Duration
12 months

Other Criteria
For continuation: 24-hour urine free cortisol level shows improvement in urinary free cortisol levels AND
patient is tolerating treatment.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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REGRANEX

Drugs
Regranex External Gel 0.01 %

Exclusion Criteria

1.Prevention of ulcers/wounds. 2.First-line therapy for the treatment of Stage II ulcers/wounds. Standard
ulcer/wound care should be used first-line. 3. Treatment of wounds/ulcers classified as Stage 1. 4. Neoplasm at
application site.

Required Medical Information
Diagnosis of lower extremity diabetic neuropathic ulcers that extend into the subcutaneous tissue or beyond and
have an adequate blood supply, as adjuntive treatment.

Age Restriction
16 years or older

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria

Becaplermin gel 0.01% should be used as an adjunct to, and not a substitute for good ulcer/wound care
practices including initial sharp debridement, pressure relief, and infection control. For continuation based on
both of the following criteria: (1) Member has not experienced disease progression AND (2) Member has not
experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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RETEVMO

Drugs
Retevmo Oral Tablet 40 mg, 80mg, 120 mg, 160 mg

Exclusion Criteria
None

Required Medical Information

1.Diagnosis of any of the following: A) Locally advanced or metastatic non-small cell lung cancer (NSCLC)
with a rearranged during transfection (RET) gene fusion, as detected by an FDA-approved test, B) Advanced
or metastatic medullary thyroid cancer (MTC) with a RET mutation, as detected by an FDA-approved test, who
require systemic therapy, C) Advanced or metastatic thyroid cancer with a RET gene fusion, as detected by an
FDA-approved test, who require systemic therapy and who are radioactive iodine-refractory (if radioactive
iodine is appropriate), D) Locally advanced or metastatic solid tumors with a RET gene fusion that have
progressed on or following prior systemic treatment or who have no satisfactory alternative treatment options.
2. Weight 3. Pregnancy test for women of reproductive potential. 4. Liver function test (AST, ALT, bilirubin).

Age Restriction
For non-small cell lung cancer: 18 years or older. For solid tumor, medullary thyroid cancer or thyroid cancer:
2 years of age and older.

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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REVCOVI

Drugs
Revcovi Solution 2.4 MG/1.5ML Intramuscular

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of adenosine deaminase severe combined immune deficiency (ADA-SCID). 2. Diagnosis
determined by one of the following: a) ADA catalytic activity (less than 1% of normal) in hemolysates (in
untransfused individuals) or in extracts of other cells (e.g., blood mononuclear cells, fibroblasts) OR b)
Detection of pathogenic mutations in the ADA gene by molecular genetic testing. 3. Patient has a marked
elevation of the metabolite deoxyadenosine triphosphate (dATP) or total dAdo nucleotides (the sum of dAMP,
dADP, and dATP) in erythrocytes. 4. Patient is not a candidate for or has failed bone marrow transplantation
(BMT), 5. Patient does not have severe thrombocytopenia (platelets less than 50,000/microL). 6. Baseline
values for plasma ADA activity, red blood cell deoxyadenosine triphosphate (dATP), trough deoxyadenosine
nucleotide (dAXP) levels, and/or total lymphocyte counts have been obtained.

Age Restriction
None

Prescriber Restriction
Immunologist or Metabolic Disease and /or Lysosomal Storage Disorders Specialist.

Coverage Duration
12 months

Other Criteria

For continuation based on both of the following criteria: 1) Patient has demonstrated a beneficial response to
therapy compared to pretreatment baseline in ONE or more of the following: a) Increase in plasma ADA
activity (target trough level greater than or equal to 15 mmol/hr/L), b) Decrease in red blood cell dATP level
(target less than or equal to 0.005 to 0.015 mmol/L), ¢) Improvement in immune function with diminished
frequency/complications of infection as evidenced in improvement in the ability to produce antibodies, d)
Decrease in red blood cell dAXP level (target trough level less than or equal to 0.02 mmol/L), ) Increase in
total lymphocyte counts AND 2) Member has not experienced any serious adverse events while on the
medication (e.g. injection site bleeding in patients with thrombocytopenia, severe thrombocytopenia, delay in
improvement of immune function).

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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REVUFORJ

Drugs
Revuforj Oral Tablet 25 Mg, 110 Mg, 160 Mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of one of the following: a) relapsed or refractory acute leukemia with a lysine methyltransferase 2A
gene (KMT2A) translocation AND presence of a KMT2A translocation was confirmed by an FDA-authorized
test OR, b) relapsed or refractory acute myeloid leukemia (AML) with a susceptible nucleophosmin 1 (NPM1)
mutation, in patients who have no satisfactory alternative treatment options.

Age Restriction
1 year or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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REXULTI

Drugs
Rexulti Oral Tablet 0.25 mg, 0.5 mg, 1 mg, 2 mg, 3 mg, 4 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: A) Major depressive disorder (MDD), B) Schizophrenia, C) Agitation
associated with dementia due to Alzheimer's disease. 2. Baseline laboratory test results: A) Serum creatinine or
creatinine clearance, and B) Hepatic function tests or Child-Pugh Score. 3.Prior use of any of the following, per
approved indication: A) Major depressive disorder: citalopram, escitalopram, fluoxetine, sertraline,
venlafaxine, olanzapine, B) Schizophrenia: clozapine, olanzapine, paliperidone, quetiapine, risperidone,
ziprasidone.

Age Restriction
Schizophrenia: 13 years or older. MDD and dementia: 18 years or older

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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REZDIFFRA

Drugs
Rezdiffra Tablet 60 MG, 80 MG, 100 MG Oral

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of noncirrhotic nonalcoholic steatohepatitis (NASH) with moderate to advanced liver fibrosis
(consistent with stages F2 to F3 fibrosis). 2. Disease is fibrosis stage F2 or F3 as confirmed by one of the
following: 1) Liver stiffness measurement (LSM) by vibration-controlled transient elastography (VCTE) (e.g.,
FibroScan), 2) LSM by magnetic resonance elastography (MRE), or (3) Liver biopsy within the past 12
months.

Age Restriction
18 years or older

Prescriber Restriction
Hepatologists, Transplant Hepatologists or Gastroenterologist.

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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REZLIDHIA

Drugs
Rezlidhia Oral Capsule 150 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of relapsed or refractory acute myeloid leukemia (AML) with susceptible IDH1 mutation as detected
by an FDA approved test.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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REZUROCK

Drugs
Rezurock Oral Tablet 200 mg

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of chronic graft-versus-host disease (chronic GVHD) and member has failed at least two prior
lines of systemic therapy. 2. Liver function test (ALT, AST and bilirubin).

Age Restriction
12 years or older

Prescriber Restriction
Oncologist, Hematologist, Transplant Specialist.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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RILUTEK

Drugs
Riluzole Oral Tablet 50 mg

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of amyotrophic lateral sclerosis (ALS). 2. Liver function test (AST, ALT).

Age Restriction
18 years or older

Prescriber Restriction
Neurologist

Coverage Duration
12 months

Other Criteria
For continuation, member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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RINVOQ

Drugs
Rinvoq Oral Tablet Extended Release 24 Hour 15 mg, 30 mg, 45 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: 1) Moderately to severely active rheumatoid arthritis (RA) in patients who
have had an inadequate response or intolerance to one or more TNF blockers, 2) Active psoriatic arthritis (PsA)
in patients who have had an inadequate response or intolerance to one or more TNF blockers, 3) Refractory,
moderate to severe atopic dermatitis (AD) in patients whose disease is not adequately controlled with at least
one topical corticosteroids or calcineurin inhibitor, biologics, or when those therapies are inadvisable, 4)
Moderately to severely active ulcerative colitis (UC) in patients who have had an inadequate response or
intolerance to one or more TNF blockers. If TNF blockers are clinically inadvisable, patients should have
received at least one approved systemic therapy prior to use of RINVOQ (upadacitinib). 5)Moderately to
severely active Crohn disease (CD) who have had an inadequate response or intolerance to one or more TNF
blockers. If TNF blockers are clinically inadvisable, patients should have received at least one approved
systemic therapy prior to use of RINVOQ (upadacitinib). 6) Active ankylosing spondylitis who have had an
inadequate response or intolerance to one or more TNF blockers, 7) Active non-radiographic axial
spondyloarthritis (nr-axSpA) with objective signs of inflammation who have had an inadequate response or
intolerance to TNF blocker therapy, 8) Active polyarticular juvenile idiopathic arthritis in patients who have
had an inadequate response or intolerance to one or more TNF blockers, or 9) Giant cell arteritis.

Age Restriction
For AD: 12 years of age or older. For RA, UC, CD Ankylosing spondyliti or nr-axSpA: 18 years of age or
older. For PsA or polyarticular juvenile idiopathic arthritis: 2 years of age and older.

Prescriber Restriction
Rheumatologist, Dermatologist, Immunologist, Allergist or Gastroenterologist.

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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ROMVIMZA

Drugs
Romvimza Oral Capsule 14 mg, 20 mg, 30 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of symptomatic tenosynovial giant cell tumor (TGCT) for which surgical resection will potentially
cause worsening functional limitation or severe morbidity.

Age Restriction
18 years or older

Prescriber Restriction
Oncologist, Orthopedic Oncologist, Rheumatologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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ROZLYTREK

Drugs
Rozlytrek Oral Capsule 100 mg, 200 mg
Rozlytrek Oral Packet 50 MG

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: A) Metastatic non-small cell lung cancer (NSCLC) AND tumors are ROS1-
positive, as detected by an FDA-approved test. B) Solid tumors that: 1) have a neurotrophic tyrosine receptor
kinase (NTRK) gene fusion, as detected by an FDA-approved test without a known acquired resistance
mutation, AND ii) are metastatic or where surgical resection is likely to result in severe morbidity, AND iii)
have progressed following treatment or have no satisfactory alternative therapy.

Age Restriction
For NSCLC: 18 years or older. For Solid tumors: 1 month of age or older.

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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RUBRACA

Drugs
Rubraca Oral Tablet 200 mg, 250 mg, 300 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: A) For the maintenance treatment of adult patients with a deleterious
BRCA mutation (germline and/or somatic)- associated recurrent epithelial ovarian, fallopian tube, or primary
peritoneal cancer who are in a complete or partial response to platinum-based chemotherapy. B) Prostate
cancer, for the treatment of adult patients with a deleterious BRCA mutation (germline and/or somatic)-
associated metastatic castration-resistant prostate cancer (mCRPC) who have been treated with androgen
receptor-directed therapy and a taxane-based chemotherapy. 2. Women with reproductive potential: Use of
effective contraception during therapy.

Age Restriction
18 years or older.

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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RYDAPT

Drugs
Rydapt Oral Capsule 25 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: 1. Newly diagnosed acute myeloid leukemia (AML) that is FLT3 mutation
positive as detected by an FDA-approved test, in combination with standard cytarabine and daunorubicin
induction and cytarabine Consolidation, OR 2. Aggressive systemic mastocytosis (ASM), systemic
mastocytosis with associated hematological neoplasm (SM-AHN), or mast cell leukemia (MCL).

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist, Allergist.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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SABRIL

Drugs
Vigabatrin Oral Packet 500 mg
Vigabatrin Oral Tablet 500 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: 1) Refractory Complex Partial Seizures (CPS), for use as adjunctive therapy
and patient responded inadequately, has contraindication or intolerance to two formulary anticonvulsants (eg,

lamotrigine, valproic acid, phenytoin), OR 2) Infantile Spasms (IS).

Age Restriction

CPS: 2 years of age and older. IS: 1 month to 2 years of age.

Prescriber Restriction
Neurologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required

Yes
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SCEMBLIX

Drugs
Scemblix Oral Tablet 20 mg, 40 mg, 100 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: a) Newly diagnosed Philadelphia chromosome-positive chronic myeloid
leukemia (Ph+ CML) in chronic phase (CP), or b) Previously treated Ph+ CML in CP, or ¢) Ph+ CML in CP
with the T3151 mutation.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist, Immunologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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SIGNIFOR

Drugs
Signifor Subcutaneous Solution 0.3 mg/ml, 0.6 mg/ml, 0.9 mg/ml

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of (pituitary) Cushings disease AND pituitary surgery is not an option or has not been curative. 2.
Baseline 24-hour urine free cortisol level equal or higher than 1.5 x upper limit of normal. 3.Failure of at least
one prior agent used in the treatment of Cushings disease (ketoconazole, mitotane, or metyrapone) or
contraindication to all agents. 4. Liver function test.

Age Restriction
18 years or older

Prescriber Restriction
Endocrinologist

Coverage Duration
12 months

Other Criteria
For continuation: 24-hour urine free cortisol level shows improvement in urinary free cortisol levels AND
patient is tolerating treatment.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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SIRTURO

Drugs
Sirturo Oral Tablet 20 mg, 100 mg

Exclusion Criteria
None

Required Medical Information
1. Diagnosis pulmonary tuberculosis (TB) due to Mycobacterium tuberculosis resistant to at least rifampin and
isoniazid. 2. Baseline electrocardiogram and liver function tests.

Age Restriction
2 years and older and weighing at least 8 kg.

Prescriber Restriction
Infectious Disease or Tuberculosis Disease Specialist

Coverage Duration
24 weeks

Other Criteria
Bedaquiline fumarate is not indicated for the treatment of latent, extra-pulmonary or drug-sensitive tuberculosis
or for the treatment of infections caused by non-tuberculous mycobacteria.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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SIVEXTRO

Drugs
Sivextro Intravenous Solution Reconstituted 200 mg
Sivextro Oral Tablet 200 mg

Exclusion Criteria
None

Required Medical Information
Culture

Age Restriction
None

Prescriber Restriction
Infectious Disease Physician, Dermatologist, Hematologist, Oncologist

Coverage Duration
6 days

Other Criteria
For Sivextro IV: 1) Subject to B vs D revision and 2) patient must have difficult to swallow oral Sivextro.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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SKYCLARYS

Drugs
Skyclarys Oral Capsule 50 mg

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of Friedreichs ataxia. 2. Baseline laboratory test: A) liver enzymes (e.g. AST, ALT, and bilirubin),
B) B-type natriuretic peptide (BNP), and C) lipid panel. 3. Child-Pugh Score.

Age Restriction
16 years or older

Prescriber Restriction
Neurologist or Specialist in ataxias or neuromuscular disorders.

Coverage Duration
12 months

Other Criteria
For continuation, member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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SKYRIZI

Drugs

Skyrizi Subcutaneous Pen Solution Auto-Injector 150 mg/ml

Skyrizi Subcutaneous Solution Prefilled Syringe 55 mg/0.37ml, 150 mg/ml
Skyrizi Subcutaneous Solution Cartridge 180 mg/1.2ml, 360 mg/2.4ml

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of one of the following: A) Moderate-to-severe plaque psoriasis. B) Active psoriatic arthritis. C)
Moderate-to-severe active Crohn's disease in adults. D) Moderately to severely active ulcerative colitis. 2.PPD
negative.

Age Restriction
For plaque psoriasis (PsO) and psoriatic arthritis (PsA): 6 years of age and older. For ulcerative colitis (UC)
and Crohns disease (CD): 18 years or older.

Prescriber Restriction
Dermatologist, Rheumatologist, Gastroenterologist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No

217



SOMAVERT

Drugs
Somavert Subcutaneous Solution Reconstituted 10 mg, 15 mg, 20 mg, 25 mg, 30 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of Acromegaly.

Age Restriction
18 years or older

Prescriber Restriction
Endocrinologist

Coverage Duration
12 months

Other Criteria
Patients who have had an inadequate response to surgery or radiation therapy, or for whom these therapies are
not appropriate. The goal of treatment is to normalize serum IGF-I levels.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No

218



SPRYCEL

Drugs
Dasatinib Oral Tablet 20 mg, 50mg, 70mg, 80mg, 100 mg, 140 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: A) Newly diagnosed adults with Philadelphia chromosome-positive (Ph+)
chronic myeloid leukemia (CML) in chronic phase. B) Adults with chronic, accelerated, or myeloid or
lymphoid blast phase Ph+ CML with resistance or intolerance to prior therapy including imatinib. C) adults
with Philadelphia chromosome-positive acute lymphoblastic leukemia (Ph+ ALL) with resistance or
intolerance to prior therapy. D) Pediatric patients 1 year of age and older with Ph+ CML in chronic phase. E)
Pediatric patients 1 year of age and older with newly diagnosed Ph+ ALL in combination with chemotherapy.
2. Philadephia chromosome positive test results.

Age Restriction
1 year or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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STELARA

Drugs

Selarsdi Solution Prefilled Syringe 45 MG/0.5ML Subcutaneous
Selarsdi Solution 45 MG/0.5ML Subcutaneous

Selarsdi Solution Prefilled Syringe 90 MG/ML Subcutaneous

Stelara SOLUTION 45 MG/0.5ML Subcutaneous

Stelara Solution Prefilled Syringe 45 MG/0.5ML Subcutaneous
Stelara Solution Prefilled Syringe 90 MG/ML Subcutaneous
Ustekinumab Solution 45 MG/0.5ML Subcutaneous

Ustekinumab Solution Prefilled Syringe 45 MG/0.5ML Subcutaneous
Ustekinumab Solution Prefilled Syringe 90 MG/ML Subcutaneous

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: A) moderate to severe plaque psoriasis (PsO) who are candidates for
phototherapy or systemic therapy. B) active psoriatic arthritis (PsA). C) moderately to severely active Crohns
disease (CD) or D) moderately to severely active ulcerative colitis. 2. Member has been tested for latent TB
infection and latent TB has been ruled out or is being treated. 3. For branded Stelara (ustekinumab), the
member has previously tried and demonstrated an allergy to an inactive ingredient found in Selarsdi
(ustekinumab-aekn) preferred product and the same allergy is not expected to occur with Stelara (ustekinumab),
the non-preferred product.

Age Restriction
For UC: 18 years or older. For CD: 2 years or older. For PsA and Ps: 6 years or older.

Prescriber Restriction
Ps: dermatologist. PsA: dermatologist or rheumatologist. CD and UC: gastroenterologist.

Coverage Duration
12 months

Other Criteria

For plaque psoriasis (PsO), new starts only: At least 3% of body surface area (BSA) is affected OR crucial
body areas (e.g., scalp, knees, elbows, lower back, feet, hands, face, neck, groin, intertriginous areas) are
affected at the time of diagnosis. For continuation based on both of the following criteria: (1) Member has not
experienced disease progression AND (2) Member has not experienced any serious adverse events while on the
medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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SUTENT

Drugs
Sunitinib Malate Oral Capsule 12.5 mg, 25 mg, 37.5 mg, 50 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: 1) treatment of adult patients with gastrointestinal stromal tumors (GIST)
after disease progression and or intolerance to imatinib mesylate. 2) treatment of adult patients with advance
renal cell carcinoma (RCC) or adjuvant treatment of adult patients at high risk of recurrent RCC following
nephrectomy. 3) treatment of progressive, well-differentiated pancreatic neuroendocrine tumors (pNET) in
adult patients with unresectable locally advanced or metastatic disease. 2. Liver function tests

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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SYMLIN

Drugs
Symlin Pen 60 Subcutaneous Solution Pen-Injector 1500 Mcg/1.5ml
Symlin Pen 120 Subcutaneous Solution Pen-Injector 2700 Mcg/2.7ml

Exclusion Criteria
1.Confirmed gastroparesis. 2. Hypoglycemia unawareness.

Required Medical Information
1. Diagnosis of Type 1 or Type 2 Diabetes in patient who use mealtime insulin and have failed to achieve
desired glycemic control despite optimal insulin therapy. 2. Hemoglobin A1C test.

Age Restriction
18 years or older

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria

Approve if patient meet all of the following criteria: are currently on mealtime insulin, have an HbAlc less or =
9%, have failed to achieve adequate control of blood glucose levels despite individualized management of their
insulin therapy. For continuation based on both of the following criteria: (1) Member has not experienced
disease progression AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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SYNAREL

Drugs
Synarel Nasal Solution 2 mg/ml

Exclusion Criteria
Pregnancy, breast feeding, abnormal vaginal bleeding.

Required Medical Information
Diagnosis of any of the following: A) Central Precocious Puberty (CPP). B) Endometriosis, including pain
relief and reduction of endometriotic lesions.

Age Restriction
None

Prescriber Restriction
Gynecologist, Endocrinologist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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TABRECTA

Drugs
Tabrecta Oral Tablet 150 mg, 200 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of metastatic non-small cell lung cancer (NSCLC) whose tumors have a mutation that leads to
mesenchymal-epithelial transition (MET) exon 14 skipping as detected by an FDA-approved test.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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TADALAFIL

Drugs
Tadalafil Oral Tablet 5 Mg

Exclusion Criteria
Any of the following A.) concurrent use of nitrates, including intermittent use, or B.) diagnosis of erectile
dysfunction without signs and symptoms of BPH.

Required Medical Information

1. Diagnosis of benign prostatic hyperplasia (BPH). 2. Member has tried and has treatment failure to one (1)
alpha-blocker for example: doxazosin, prazosin, silodosin, terazocin, tamsulosin AND one (1) 5-alpha
reductase inhibitor, for example: dutasteride, finasteride) OR has experienced intolerance.

Age Restriction
None

Prescriber Restriction
Urologist

Coverage Duration
12 months

Other Criteria
For renewal, patient has stable disease or has improved while on therapy.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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TAGRISSO

Drugs
Tagrisso Oral Tablet 40 mg, 80 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis for one of the following indications: 1) as adjuvant therapy after tumor resection in adult patients
with non-small cell lung cancer (NSCLC) whose tumors have epidermal growth factor receptor (EGFR) exon
19 deletions or exon 21 L858R mutations, as detected by an FDA-approved test. 2) locally advanced,
unresectable (stage I1I) NSCLC whose disease has not progressed during or following concurrent or sequential
platinum-based chemoradiation therapy and whose tumors have EGFR exon 19 deletions or exon 21 L858R
mutations, as detected by an FDA-approved test. 3) as first-line treatment of adult patients with metastatic
NSCLC whose tumors have EGFR exon 19 deletions or exon 21 L858R mutations, as detected by an FDA-
approved test. 4) in combination with pemetrexed and platinum-based chemotherapy, the first-line treatment of
adult patients with locally advanced or metastatic NSCLC whose tumors have EGFR exon 19 deletions or exon
21 L858R mutations, as detected by an FDA-approved test. OR 5) treatment of patients with metastatic EGFR
T790M mutation-positive NSCLC, as detected by an FDA-approved test, whose disease has progressed on or
after EGFR TKI therapy (Afatinib (Giotrif),Axitinib (Inlyta),Bosutinib (Bosulif),Crizotinib (Xalkori),Dasatinib
(Sprycel),Erlotinib (Tarceva),Gefitinib (Iressa),Imatinib (Gleevec),Lapatinib (Tyverb),Nilotinib
(Tasigna),Pazopanib (Votrient),Regorafenib (Stivarga),Sorafenib (Nexavar),Sunitinib (Sutent)).

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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TAKHZYRO

Drugs
Takhzyro Subcutaneous Solution Prefilled Syringe 300 mg/2ml

Exclusion Criteria
None

Required Medical Information
Diagnosis of hereditary angioedema AND For long-term prophylaxis treatment to prevent attacks of hereditary
angioedema (HAE).

Age Restriction
2 years or older

Prescriber Restriction
Immunologist, Allergist, Rheumatologist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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TALZENNA

Drugs
Talzenna Oral Capsule 0.1 mg, 0.25 mg, 0.35 mg, 0.5 mg, 0.75 mg, 1 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: A) Deleterious or suspected deleterious germline BRCA-mutated
(gBRCAm) HER2-negative locally advanced or metastatic breast cancer, as single agent. B) HRR gene-
mutated metastatic castration-resistant prostate cancer (mCRPC), in combination with enzalutamide. 2. For
gBRCAm: Patients were selected for therapy based on an FDA-approved companion diagnostic for
TALZENNA.

Age Restriction
18 years or older.

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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TARCEVA

Drugs
Erlotinib Oral Tablet 25 mg, 100 mg, 150 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: A) Metastatic non-small cell lung cancer (NSCLC) whose tumors have
epidermal growth factor receptor (EGFR) exon 19 deletions or exon 21 (L858R) substitution mutations as
detected by an FDA-approved test receiving first-line, maintenance, or second or greater line treatment after
progression following at least one prior chemotherapy regimen. B) First-line treatment of patients with locally
advanced, unresectable or metastatic pancreatic cancer, in combination with gemcitabine.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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TARGRETIN

Drugs
Bexarotene External Gel 1 %
Bexarotene Oral Capsule 75 mg

Exclusion Criteria
Pregnancy

Required Medical Information

Diagnosis of cutaneous T-cell lymphoma (CTCL) and patient is not a candidate for or had an inadequate
response, is intolerant to, or has a contraindication to at least one prior systemic therapy (e.g., corticosteroids)
for cutaneous manifestations of CTCL.

Age Restriction
None

Prescriber Restriction
Hematologist, Oncologist, Dermatologist

Coverage Duration
12 months

Other Criteria

Female patients of child-bearing potential have a documented negative pregnancy test one week prior to the
initiation of therapy. For renewal, patient has not had disease progression while on therapy and female patients
of child-bearing potential are not pregnant and are continuing to use adequate birth-control measures during
therapy.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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TASIGNA

Drugs
Nilotinib Hel Oral Capsule 150 mg, 200 mg, 50 mg

Exclusion Criteria
Hypokalemia, hypomagnesemia, long QT syndrome.

Required Medical Information

Indicated for the treatment of any of the following: 1. Adult and pediatric patients greater than or equal to 1
year of age with newly diagnosed Philadelphia chromosome positive chronic myeloid leukemia (Ph+ CML) in
chronic phase, OR 2. Adult patients with chronic phase (CP) and accelerated phase (AP) Ph+ is resistant to or
intolerant to prior therapy that included imatinib, OR 3. Pediatric patients greater than or equal to 1 year of age
with Ph+ CML-CP and CML-AP resistant or intolerant to prior tyrosine-kinase inhibitor (TKI) therapy.

Age Restriction
None

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
For CML, new patient must have Ph-positive CML for approval of nilotinib.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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TAVNEOS

Drugs
Tavneos Oral Capsule 10 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of severe active anti-neutrophil cytoplasmic autoantibody (ANCA)-associated vasculitis
(granulomatosis with polyangiitis [GPA] and microscopic polyangiitis [MPA]), as adjunctive treatment in
combination with standard therapy including glucocorticoids. 2. Before initiating: a) liver test panel (ALT,
AST, alkaline phosphatase, and total bilirubin) and b) Screen patients for hepatitis B virus infection by
measuring HBsAg and anti-HBc.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist, Immunologist or Rheumatologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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TAZORAC

Drugs
Tazarotene External Cream 0.05 %, 0.1 %
Tazarotene External Gel 0.05 %, 0.1 %

Exclusion Criteria
Pregnancy

Required Medical Information

1. Diagnosis of any of the following: (A) Acne vulgaris and patient has tried an adequate trial (at least two
weeks) with at least one other topical acne product (e.g., benzoyl peroxide, salicylic acid, clindamycin,
erythromycin, adapalene, azelaic acid, and/or tretinoin), OR (B)Diagnosis of stable moderate to severe plaque
psoriasis and patient has a contraindication or tried adequate trial (at least 2 weeks) with at least one other
topical psoriasis product (e.g., medium to high potency corticosteroid and/or vitamin D analogs). For gel
formulation: moderate to severe plaque psoriasis is involving 20% or less body surface area. 2. BSA. 3.Females
of child-bearing potential are using adequate birth control measures during therapy.

Age Restriction
12 years or older

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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TAZVERIK

Drugs
Tazverik Oral Tablet 200 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: A) Metastatic or locally advanced epithelioid sarcoma not eligible for
complete resection. B) Relapsed or refractory follicular lymphoma whose tumors are positive for an EZH2
mutation as detected by an FDA-approved test and who have received at least 2 prior systemic therapies. C)
Relapsed or refractory follicular lymphoma who have no satisfactory alternative treatment options.

Age Restriction
For metastatic or locally advanced epithelioid sarcoma: 16 years or older. Other: 18 years or older.

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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TECFIDERA

Drugs
Dimethyl Fumarate Oral Starter Pack 120 & 240 mg
Dimethyl Fumarate Oral Capsule Delayed Release 120 mg, 240 mg

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of relapsing forms of multiple sclerosis (MS), to include clinically isolated syndrome, relapsing-
remitting disease, and active secondary progressive disease. 2. Complete blood cell count (CBC).

Age Restriction
18 years or older

Prescriber Restriction
Neurologist, Multiple Sclerosis Specialist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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TEMAZEPAM - BEERS

Drugs
Temazepam Oral Capsule 7.5 MG, 15 MG, 22.5 MG, 30 MG

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of insomnia. 2. If member is concurrently prescribed an opioid, the prescriber must: a) provide an
attestation confirming assessment of the risks associated with concurrent benzodiazepine and opioid use, and
determination that the benefits outweigh the risks AND b) submit a documented plan outlining the strategy for
tapering and discontinuation of one or both agents, as appropriate.

Age Restriction
None

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria

Prior authorization (PA) is mandated for members aged 65 and older. For member with concurrent prescribed
opioid, exemption will apply to individuals with a diagnosis of cancer, sickle cell disease, or those receiving
hospice or palliative care services.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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TEPMETKO

Drugs
Tepmetko Oral Tablet 225 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of metastatic non-small cell lung cancer (NSCLC) harboring mesenchymal epithelial transition
(MET) exon 14 skipping alterations.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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TERIPARATIDE

Drugs
Teriparatide Solution Pen-Injector 560 MCG/2.24ML Subcutaneous

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: A) Osteoporosis in postmenopausal women at high risk for fracture. B)
Primary or hypogonadal osteoporosis in men at high risk for fracture to increase bone mass. C) Osteoporosis
associated with sustained systemic glucocorticoid therapy at high risk for fracture in men and women. 2. Patient
has tried and failed two oral bisphosphonates. 3. T-score.

Age Restriction
18 years or older

Prescriber Restriction
Endocrinologists, Rheumatologists, Orthopedists, Gynecologists

Coverage Duration
12 months

Other Criteria

Teriparatide will be approved for the covered osteoporosis indications if the patient meets one of the following
criteria: (a) has tried and failed two oral bisphosphonates (eg, alendronate, ibandronate), with evidence of prior
use in pharmacy claims or evidence of medical record or pharmacy claims processing thru another benefit. (b)
if the patient has severe renal impairment (eg, creatinine clearance less than 30 mL/min) or chronic kidney
disease. OR (c¢) if the patient has multiple vertebral fractures in the setting of vertebral T-scores less than -2.5.
Teriparatide treatment should not exceed 24 months during the lifetime of the patient, unless member remains
at or return to having a high risk for fracture. For continuation member has not any serious adverse events while
on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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THALOMID

Drugs
Thalomid Oral Capsule 50 mg, 100 mg

Exclusion Criteria
Pregnancy

Required Medical Information

1. Diagnosis of any of the following: A) Newly diagnosed multiple myeloma (MM) in combination with
dexamethasone. B) Acute treatment of the cutaneous manifestations of moderate to severe erythema nodosum
leprosum (ENL). C) Maintenance therapy for prevention and suppression of the cutaneous manifestations of
ENL recurrence. 2. Pregnancy test in women with reproductive potential.

Age Restriction
12 years or older

Prescriber Restriction
Hematologist, Oncologist, Infectious Disease Specialist, Dermatologist.

Coverage Duration
12 months

Other Criteria
Pregnancy test performed within 10-14 days and the second test within 24 hours prior to prescribing
THALOMID therapy.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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TIBSOVO

Drugs
Tibsovo Oral Tablet 250 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following with a susceptible IDH1 mutation as detected by an FDA approved test: A)
Newly Diagnosed Acute Myeloid Leukemia (AML), in combination with azacitidine or as monotherapy for the
treatment of newly diagnosed AML in adults 75 years or older, or who have comorbidities that preclude use of
intensive induction chemotherapy. B) Relapsed or refractory AML, for the treatment of adult patients with
relapsed or refractory AML. C) Relapsed or refractory Myelodysplastic Syndromes (MDS), for the treatment of
adult patients with relapsed or refractory myelodysplastic syndromes. D)Locally Advanced or Metastatic
Cholangiocarcinoma, for the treatment of adult patients with locally advanced or metastatic
cholangiocarcinoma who have been previously treated.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist, Gastroenterologist, Hepatologist.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No

240



TOPICAL TESTOSTERONES

Drugs
Testosterone Transdermal Gel 12.5 mg/Act (1%), 25 mg/2.5gm (1%), 50 mg/5gm (1%), 20.25 mg/act (1.62%)
Exclusion Criteria

Not covered for the treatment of sexual dysfunction. Men with carcinoma of the breast or known or suspected
carcinoma of the prostate.

Required Medical Information

1. Diagnosis of any of the following: A) Hypogonadotropic hypogonadism. OR B) Primary hypogonadism. 2.
Low testosterone levels have been confirmed with laboratory test (total or free testosterone) according to
standard male lab reference values before starting or continuing therapy.

Age Restriction
None

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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TREMFYA

Drugs

Tremfya Subcutaneous Solution Prefilled Syringe 100 Mg/Ml, 200Mg/2Ml
Tremfya Subcutaneous Solution Auto-Injector 100 Mg/Ml, 200Mg/2Ml
Tremfya Crohn’s Induction Solution Auto-Injector 200 MG/2ML Subcutaneous

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of one of the following: A) Moderate-to-severe plaque psoriasis who are candidates for systemic
therapy or phototherapy, B) Active psoriatic arthritis, C) Moderate-to-severe active ulcerative colitis, OR D)
Moderate-to-severe active Crohn disease. 2. Negative test results PPD for latent tuberculosis. 3. Patient is not
receiving Tremfya in combination with another targeted immunomodulator [e.g., Enbrel (etanercept), Cimzia
(certolizumab), Simponi (golimumab), Orencia (abatacept), adalimumab, Stelara (ustekinumab), Skyrizi
(risankizumab), Cosentyx (secukinumab), Taltz (ixekizumab), Siliq (brodalumab), [lumya (tildrakizumab),
Xeljanz (tofacitinib), Olumiant (baricitinib), Rinvoq (upadacitinib), Otezla (apremilast)].

Age Restriction
For plaque psoriasis and psoriatic arthritis: 6 years of age and older who also weigh at least 40 kg. Other: 18
years of age and older.

Prescriber Restriction
Rheumatologist, dermatologist or gastroenterologist.

Coverage Duration
12 months

Other Criteria
For renewal, patient has stable disease or has improved while on therapy.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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TRETINOIN

Drugs
Tretinoin External Cream 0.025 %, 0.05%, 0.1%
Tretinoin External Gel 0.01 %, 0.025%

Exclusion Criteria

1.Liver spots. 2.Stretch marks. 3.Scarring from acne. 4.Solar elastosis. 5.Premature aging and treatment of
photo-aged or photo-damaged skin (eg, solar lentigines, skin roughness, mottled hyperpigmentation or age
spots. 6.Wrinkles. 7.Geographic tongue. 8.Hyperpigmentation (postinflammatory) caused by folliculitis, acne
and eczema. 9.Melasma/cholasma. 10.Alopecia androgenetic. 11.Alopecia areata. 12.Seborrheic keratosis.
13.Confluent and reticulated papillomatosis. 14.Dermatitis. 15.Dowling Degos disease. 16. Dysplastic nevi. 17.
Folliculitis. 18. Milia.There is only one case report showing topical tretinoin to be effective in treating milia.
19.Necrobiosis lipoidica diabeticorum. 20.Perforating collagenosis. 21.Psoriasis. 22.Systemic sclerosis. 23.
Keratosis pilaris. 24.Sebaceous hyperplasia. 25.Sebaceous cyst. 26.Skin cancer (melanoma).

Required Medical Information
Diagnosis

Age Restriction
12 years or older

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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TRIKAFTA

Drugs

Trikafta Tablet Therapy Pack 100-50-75 & 150 MG Oral
Trikafta Tablet Therapy Pack 50-25-37.5 & 75 MG Oral
Trikafta Therapy Pack 100-50-75 & 75 MG Oral
Trikafta Therapy Pack 80-40-60 & 59.5 MG Oral

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of cystic fibrosis (CF) and patient has at least one F508del mutation in the CFTR gene or a
mutation in the CFTR gene that is responsive based on clinical and/or in vitro data. 2. FDA-cleared CF
mutation test to confirm the presence of at least one indicated mutation. 3. Liver function tests: ALT, AST,
alkaline, phosphatase, and bilirubin.

Age Restriction
2 years and older

Prescriber Restriction
Pneumologist, Pulmonologist or Cystic Fibrosis Specialist.

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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TRUQAP

Drugs
Trugap Oral Tablet 160 Mg, 200 Mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of one of the following: A) Hormone receptor (HR)-positive, human epidermal growth factor
receptor 2 (HER2)-negative, locally advanced or metastatic breast cancer with one or more
PIK3CA/AKTI1/PTEN-alterations following progression on at least one endocrine-based regimen in the
metastatic setting or recurrence on or within 12 months of completing adjuvant therapy and will be used in
combination with fulvestrant OR B) Metastatic, PTEN-deficient, androgen pathway modulation-naive or -
sensitive (MAPMN/S) prostate cancer, in combination with abiraterone and prednisone. 2. FDA-approved test
confirming the presence of one or more of PIK3CA/AKTI1/PTEN genetic alterations.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, oncologist, urologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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TUKYSA

Drugs
Tukysa Oral Tablet 50 mg, 150 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: A) Advanced unresectable or metastatic HER2-positive breast cancer,
including patients with brain metastases: in combination with trastuzumab and capecitabine for treatment of
adult patients who have received one or more prior anti-HER2-based regimens in the metastatic setting. B)
Colorectal Cancer: in combination with trastuzumab for the treatment of adult patients with RAS wild-type
HER2-positive unresectable or metastatic colorectal cancer that has progressed following treatment with
fluoropyrimidine-, oxaliplatin-, and irinotecan-based chemotherapy.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist, Gastroenterologist.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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TURALIO

Drugs
Turalio Oral Capsule 125 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of symptomatic tenosynovial giant cell tumor (TGCT) associated with severe morbidity or
functional limitations and not amenable to improvement with surgery. 2.Liver function test (AST,ALT, ALP
bilirubin) and serum creatinine.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No

247



TYENNE

Drugs
Tyenne Solution Auto-Injector 162 MG/0.9ML Subcutaneous
Tyenne Solution Prefilled Syringe 162 MG/0.9ML Subcutaneous

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of one of the following: a) moderately to severely active Rheumatoid Arthritis (RA) in patients
who have had an inadequate response to one or more Disease-Modifying Anti-Rheumatic Drugs (DMARD:),
b) Giant Cell Arteritis (GCA), ¢) Polyarticular Juvenile Idiopathic Arthritis (PJIA) or d) Systemic Juvenile
Idiopathic Arthritis (SJIA).

Age Restriction
For (RA) and (GCA): 18 years or older. For (PJIA) and (SJIA): 2 years of age and older.

Prescriber Restriction
Rheumatologist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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TYGACIL

Drugs
Tigecycline Intravenous Solution Reconstituted 50 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of complicated skin and skin structure infections, complicated intra-abdominal infection or
community acquired bacterial pneumonia.

Age Restriction
18 years or older

Prescriber Restriction
Infections Disease Specialist, Dermatologist, Pneumologist, Gastroenterologist

Coverage Duration
14 days

Other Criteria
Subject to B vs D review.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No

249



TYKERB

Drugs
Lapatinib Ditosylate Oral Tablet 250 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: A)Treatment in combination with capecitabine, for the treatment of
patients with advanced or metastatic breast cancer whose tumors overexpress human epidermal growth factor
receptor 2 (HER2) and who have received prior therapy including an anthracycline, a taxane, and trastuzumab.
OR B) In combination with letrozole for the treatment of postmenopausal women with hormone receptor-
positive metastatic breast cancer that overexpresses the HER2 receptor for whom hormonal therapy is
indicated. 2. LVEF.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months.

Other Criteria
1. For breast cancer, new patient must have HER2-positive breast cancer for approval of lapatinib. 2. Normal
LVEF is required before starting therapy.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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TYMLOS

Drugs
Tymlos Subcutaneous Solution Pen-Injector 3120 Mcg/1.56ml

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: A) For the treament of postmenopausal women with osteoporosis at high

risk for fracture or patients who have failed or are intolerant to other available osteoporosis therapy. B) For the

treatment to increase bone density in men with osteoporosis at high risk for fracture or patients who have failed
or are intolerant to other available osteoporosis therapy. 2. Patient has tried and failed two oral biphosphonates.
3. Bone mineral density (BMD) T-score.

Age Restriction
18 years or older

Prescriber Restriction
Endocrinologists, Rheumatologists, Orthopedists, Gynecologist

Coverage Duration
24 months (max. length of therapy per lifetime)

Other Criteria

Tymlos will be approved for the covered osteoporosis indications if the patient has trial and failure,
contraindication, or intolerance to two oral bisphosphonates (eg., alendronate, ibandronate). Prior History of
medication in claims, MD shall provide documentation of medical record or pharmacy claims processing thru
another benefit to comply with previous utilization. OR if the patient has severe renal impairment (eg,
creatinine clearance less than 30 mL/min) or chronic kidney disease, or if the patient has multiple vertebral
fractures in the setting of vertebral T-scores less than -2.5. Treatment duration of parathyroid hormones (e.g.,
Forteo [teriparatide], Tymlos [abaloparatide]) has not exceeded a total of 24 months during the patients
lifetime.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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TYVASO

Drugs

Tyvaso DPI Maintenance Kit Powder 16 MCG Inhalation

Tyvaso DPI Maintenance Kit Powder 32 MCG Inhalation

Tyvaso DPI Maintenance Kit Powder 48 MCG Inhalation

Tyvaso DPI Maintenance Kit Powder 64 MCG Inhalation

Tyvaso DPI Maintenance Kit Powder 80 MCG Inhalation

Tyvaso DPI Titration Kit Powder 16 & 32 & 48 MCG Inhalation

Tyvaso DPI Maintenance Kit Powder 112 x 32MCG & 112 x64MCG Inhalation
Tyvaso DPI Maintenance Kit Powder 112 x 48MCG & 112 x64MCG Inhalation
Tyvaso DPI Maintenance Kit Powder 112 x 48MCG & 112 x80MCG Inhalation

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: A) Pulmonary arterial hypertension (PAH, WHO Group 1) to improve
exercise ability and diagnosis confirmed by right heart catheterization required. B) Pulmonary hypertension
associated with interstitial lung disease (PH-ILD,WHO Group 3) to improve exercise ability. Right heart
catheterization is not required for PH-ILD diagnosis.

Age Restriction
None

Prescriber Restriction
Pneumologist, Pulmonologist, Cardiologist.

Coverage Duration
12 months

Other Criteria

For continuation based on both of the following criteria: (1) The member continues to derive clinical benefit
from therapy, which may include slowing of disease progression, symptom control, preservation of function, or
other clinically appropriate outcomes and (2) The member has not experienced any serious adverse events
while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No

252



UBRELVY

Drugs
Ubrelvy Oral Tablet 50 mg, 100mg

Exclusion Criteria
Concomitant use with strong CYP3A4 inhibitors

Required Medical Information
1. Diagnosis of acute migraine with or without aura and drug will be used for the acute treatment. 2. Patient has
tried and failed at least one triptan 5-HT1 receptor agonist or has contraindication or inability to tolerate.

Age Restriction
18 years or older

Prescriber Restriction
Neurologist, Headache Specialist, Pain Management Specialist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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UPTRAVI

Drugs

Uptravi Oral Tablet Titration Therapy Pack 200 & 800 MCG

Uptravi Oral Tablet 200 MCG, 400 MCG, 600 MCG, 800 MCG, 1000 MCG, 1200 MCG, 1400 MCQG,
1600 MCG

Exclusion Criteria
Concomitant use with strong CYP2CS inhibitors.

Required Medical Information

1. Diagnosis of pulmonary arterial hypertension (PAH, WHO Group I) to delay disease progression and reduce
the risk of hospitalization. 2. Evidenced by a right-heart catheterization to confirm the diagnosis of PAH to
ensure appropriate medical assessment.

Age Restriction
18 years or older

Prescriber Restriction
Pneumologist, Pulmonologist, Cardiologist.

Coverage Duration
Initial: 6 months. Renewal: 12 months.

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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VALCHLOR

Drugs
Valchlor External Gel 0.016 %

Exclusion Criteria
None

Required Medical Information
Diagnosis of Stage 1A or 1B mycosis fungoides-type cutaneous t-cell lymphoma in patients who have received
prior skin-directed therapy.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist, Dermatologist.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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VALTOCO

Drugs

Valtoco 10 Mg Dose Nasal Liquid 10 mg/0.1ml

Valtoco 15 Mg Dose Nasal Liquid Therapy Pack 7.5 mg/0.1ml
Valtoco 20 Mg Dose Nasal Liquid Therapy Pack 10 mg/0.1ml
Valtoco 5 Mg Dose Nasal Liquid 5 mg/0.1ml

Exclusion Criteria
Acute narrow-angle glaucoma. Hypersensitivity to diazepam.

Required Medical Information
Diagnosis of epilepsy with intermittent, stereotypic episodes of frequent seizure activity (i.e., seizure clusters,
acute repetitive seizures) that are distinct from a patients usual seizure pattern.

Age Restriction
2 years or older

Prescriber Restriction
Neurologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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VANFLYTA

Drugs

Vanflyta Oral Tablet 17.7 MG, 26.5 MG

Exclusion Criteria

Patients with severe hypokalemia, severe hypomagnesemia, long QT syndrome, history of ventricular
arrhythmias or history of torsade de pointes.

Required Medical Information

1. Diagnosis of acute myeloid leukemia (AML, newly diagnosed) with FLT3 internal tandem duplication
(ITD)-positive mutation in combination with standard cytarabine and anthracycline induction and cytarabine
consolidation, and as maintenance monotherapy following consolidation chemotherapy. 2. FLT3 internal
tandem duplication (ITD)-positive mutation confirmed by an FDA-approved test.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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VEMLIDY

Drugs
Vemlidy Oral Tablet 25 mg

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of chronic hepatitis B virus infection with compensated liver disease. 2. HIV test.

Age Restriction
6 years or older

Prescriber Restriction
Gastroenterologist, Hepatologist, Infectious Disease Specialist

Coverage Duration
12 months

Other Criteria
For patients HIV positive, drug should not be use as monotherapy.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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VENCLEXTA

Drugs
Venclexta Starting Pack Oral Tablet 10 & 50 & 100 mg
Venclexta Oral Tablet 10 mg, 50 mg, 100 mg

Exclusion Criteria
Concomitant use of strong CYP3A inhibitors at initiation and during ramp-up phase in CLL or SLL is
contraindicated.

Required Medical Information

1. Indications of any of the following: A) Chronic lymphocytic leukemia (CLL) or small lymphocytic
lymphoma (SLL), OR B) In combination with azacitidine or decitabine or low-dose cytarabine for the treatment
of newly-diagnosed acute myeloid leukemia (AML) in adults who are age 75 years or older, or who have
comorbidities that preclude use of intensive induction chemotherapy. 2. Assessment of risk for Tumor Lysis
Syndrome.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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VEOZAH

Drugs
Veozah Oral Tablet 45 Mg

Exclusion Criteria

Known cirrhosis. Severe renal impairment or end-stage renal disease. Concomitant use with CYP1A2
inhibitors.

Required Medical Information

1. Diagnosis of moderate to severe vasomotor symptoms due to menopause. 2. Try and failure (at least for 30
days) or contraindication or intolerance to one of the following: a) Hormonal therapy (e.g., estradiol), b) Non-
hormonal therapy [e.g., clonidine, gabapentin, selective serotonin inhibitors (e.g., paroxetine), serotonin and
norepinephrine reuptake inhibitors (e.g., venlafaxine).

Age Restriction
18 years of age or older

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
For re authorization, documentation of positive clinical response to therapy defined by example as a decrease in
frequency and severity of vasomotor symptoms from baseline.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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VERQUVO

Drugs
Verquvo Oral Tablet 2.5 mg, 5 mg, 10 mg

Exclusion Criteria
Concomitant use of other guanylate cyclase stimulator. Pregnancy.

Required Medical Information

1. Diagnosis of heart failure (HF) NYHA Class II-IV and left ventricular ejection fraction(LVEF) less than
45% and: A) experienced a worsening event such as heart failure hospitalization within the last 6 months, or B)
use of outpatient intravenous (IV) diuretics for HF. 2. Treatment will be used to reduce the risk of
cardiovascular death and heart failure. 3. Values of LVEF were provided andless than 45%. 4. Evidence of
inadequate response to prior use of a guideline directed medical therapy including beta blockers (e.g.
bisoprolol, carvedilol, metoprolol succinate) and mineralocorticoids receptor antangonists (e.g. spironolactone,
eplerenone), or Entresto.

Age Restriction
18 years or older

Prescriber Restriction
Cardiologist

Coverage Duration
12 months

Other Criteria
For continuation, member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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VERZENIO

Drugs
Verzenio Oral Tablet 50 mg, 100 mg, 150 mg, 200 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: A) In combination with endocrine therapy (tamoxifen or an aromatase
inhibitor) for the adjuvant treatment of adult patients with hormone receptor (HR)-positive, human epidermal
growth factor receptor 2 (HER2)-negative, node-positive, early breast cancer at high risk of recurrence. B) In
combination with an aromatase inhibitor as initial endocrine based therapy for the treatment of adult patients
with hormone receptor (HR)-positive, human epidermal growth factor receptor 2 (HER2)-negative advanced or
metastatic breast cancer. C) In combination with fulvestrant for the treatment of adult patients with hormone
receptor (HR)-positive, human epidermal growth factor receptor 2 (HER2)-negative advanced or metastatic
breast cancer with disease progression following endocrine therapy. D) As monotherapy for the treatment of
adult patients with HR-positive, HER2-negative advanced or metastatic breast cancer with disease progression
following endocrine therapy and prior chemotherapy in the metastatic setting.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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VIGAFYDE

Drugs
Vigafyde Oral Solution 100 mg/ml

Exclusion Criteria
None

Required Medical Information
Diagnosis infantile spasms in pediatric patients 1 month to 2 years of age for whom the potential benefits
outweigh the potential risk of vision loss.

Age Restriction
1 month of age or older.

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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VIJOICE

Drugs
Vijoice Oral Tablet Therapy Pack 50 mg, 125 mg
Vijoice Oral Tablet Therapy Pack 200 & 50 mg

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of severe manifestations of PIK3CA Related Overgrowth Spectrum (PROS) who require systemic
therapy. 2. Member has a PIK3CA mutation as confirmed by genetic testing.

Age Restriction
2 years or older

Prescriber Restriction
Prescribed by or in consultation with a physician that specializes in treatment of genetic disorders.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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VITRAKVI

Drugs
Vitrakvi Oral Solution 20 mg/ml
Vitrakvi Oral Capsule 25 mg, 100 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of solid tumors AND, have a neurotrophic receptor tyrosine kinase (NTRK) gene fusion without a
known acquired resistance mutation, AND are metastatic or where surgical resection is likely to result in severe
morbidity, AND have no satisfactory alternative treatments or that have progressed following treatment. 1.
Baseline liver function test (ALT, AST, ALP, and bilirubin).

Age Restriction
None

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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VONJO

Drugs
Vonjo Oral Capsule 100 mg

Exclusion Criteria
Concomitant use of strong CYP3A4 inhibitors or inducers.

Required Medical Information
1.Diagnosis of intermediate or high-risk primary or secondary (post-polycythemia vera or post-essential
thrombocythemia) myelofibrosis with a platelet count below 50 X 10 ~9/L. 2. Platelet count.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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VORANIGO

Drugs
Voranigo Oral Tablet 10 mg, 40 mg

Exclusion Criteria
None

Required Medical Information

1) Diagnosis of Grade 2 astrocytoma or oligodendroglioma with a susceptible IDH1 or IDH2 mutation
following surgery including biopsy, sub-total resection, or gross total resection. 2) Negative pregnancy test for
woman in reproductive age.

Age Restriction
12 years or older

Prescriber Restriction
Neurosurgeons, Neurologists, Neuro-oncologists, Hematologist, Oncologist.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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VORICONAZOLE

Drugs
Voriconazole Intravenous Solution Reconstituted 200 mg

Exclusion Criteria
None

Required Medical Information
1. Diagnosis. 2. Route of administration is intravenous.

Age Restriction
None

Prescriber Restriction
None

Coverage Duration
6 months

Other Criteria
Subject to B vs D review.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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VOSEVI

Drugs
Vosevi Oral Tablet 400-100-100 mg

Exclusion Criteria
Coadministration with rifampin.

Required Medical Information
1. Diagnosis: chronic HCV infection. 2. Treatment status of patient (treatment naive or treatment
experienced).If the patient is treatment experienced, document medications used previously. 3. Cirrhosis status.

Age Restriction
18 years or older

Prescriber Restriction
None

Coverage Duration
12 weeks

Other Criteria
Criteria will be applied consistent with current AASLD/IDSA guidance.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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VOTRIENT

Drugs
Pazopanib Hcl Oral Tablet 200 Mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: A) Advanced renal cell carcinoma. B) Advanced soft tissue sarcoma
(STS) who have received prior chemotherapy. 2. Serum transaminase levels and bilirubin before initiating
treatment.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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VOWST

Drugs
Vowst Oral Capsule

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of recurrent Clostridioides difficile infection (rCDI) as defined by the presence of diarrhea defined
as a passage of 3 or more loose bowel movements within a 24-hour period for 2 consecutive days and positive
stool test for Clostridioides difficile toxin. 2. Member has had one or more recurrence(s) of CDI following an
initial episode of CDI. 3. Member has completed at least 10 days of antibiotic therapy for rCDI 2 with oral
vancomycin or Dificid (fidaxomicin), 2 to 4 days prior to initiating Vowst.

Age Restriction
18 years of age or older

Prescriber Restriction
Gastroenterologist, Infectious disease specialist.

Coverage Duration
1 month

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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VUMERITY

Drugs
Vumerity Oral Capsule Delayed Release 231 mg

Exclusion Criteria
Co-administration with dimethyl fumarate.

Required Medical Information

1.Diagnosis of relapsing forms of multiple sclerosis (MS) including clinically isolated syndrome, relapsing-
remitting disease, and active secondary progressive disease. 2. Complete blood count. 3. Liver function test
(ALT, AST, ALP and total bilirubin).

Age Restriction
18 years or older

Prescriber Restriction
Neurologist or MS Specialist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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VYNDAMAX, VYNDAQEL

Drugs
Vyndamax Capsule 61 MG Oral
Vyndagel Capsule 20 MG Oral

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of cardiomyopathy of wild-type or hereditary transthyretin-mediated amyloidosis to reduce
cardiovascular mortality and cardiovascular-related hospitalization. 2. Member present symptoms of
cardiomyopathy and heart failure (e.g., orthostatic hypotension, peripheral edema, dyspnea). 3. Diagnosis
confirmed by pathogenic TTR mutation (e.g., V30M) OR cardiac or noncardiac tissue biopsy demonstrating
histologic confirmation of ATTR amyloid deposits OR all of the following: Echocardiagram or cardiac
magnetic resonance imaging suggestive of amyloidosis AND radionuclide imaging showing grade 2 or 3
cardiac uptake AND Absence of light chain amyloidosis.

Age Restriction
18 years or older

Prescriber Restriction
Cardiologist

Coverage Duration
12 months

Other Criteria
For continuation, member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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VYVGART

Drugs
Vyvgart Hytrulo Subcutaneous Solution Prefilled Syringe 1000-10000 MG-UNT/5ML

Exclusion Criteria
None

Required Medical Information
Diagnosis of one of the following: 1. Generalized myasthenia gravis (gMG) or 2. Chronic inflammatory
demyelinating polyneuropathy (CIDP).

Age Restriction
18 years or older

Prescriber Restriction
Neurologist, Pulmonologist

Coverage Duration
4 weeks

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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WELIREG

Drugs
Welireg Oral Tablet 40 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of one of the following, 1). Von Hippel-Lindau (VHL) disease and patient require therapy for
associated renal cell carcinoma (RCC), central nervous system (CNS) hemangioblastomas, or pancreatic
neuroendocrine tumors (pNET), not requiring immediate surgery, 2). Advanced Renal Cell Carcinoma (RCC),
following a programmed death receptor-1 (PD-1) or programmed death-ligand 1 (PD-L1) inhibitor and a
vascular endothelial growth factor tyrosine kinase inhibitor (VEGF-TKI), or 3) Locally advanced, unresectable,
or metastatic pheochromocytoma or paraganglioma (PPGL).

Age Restriction
For VHL and RCC: 18 years or older. For pheochromocytoma or paraganglioma (PPGL): 12 years and older.

Prescriber Restriction
Hematologist, Oncologist, Geneticist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes

275



WELIREG

Drugs
Welireg Oral Tablet 40 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of one of the following, 1). Von Hippel-Lindau (VHL) disease and patient require therapy for
associated renal cell carcinoma (RCC), central nervous system (CNS) hemangioblastomas, or pancreatic
neuroendocrine tumors (pNET), not requiring immediate surgery, 2). Advanced Renal Cell Carcinoma (RCC),
following a programmed death receptor-1 (PD-1) or programmed death-ligand 1 (PD-L1) inhibitor and a
vascular endothelial growth factor tyrosine kinase inhibitor (VEGF-TKI), or 3) Locally advanced, unresectable,
or metastatic pheochromocytoma or paraganglioma (PPGL).

Age Restriction
For VHL and RCC: 18 years or older. For pheochromocytoma or paraganglioma (PPGL): 12 years and older.

Prescriber Restriction
Hematologist, Oncologist, Geneticist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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WINREVAIR

Drugs

Winrevair Kit 2 x 45 MG Subcutaneous
Winrevair Kit 2 x 60 MG Subcutaneous
Winrevair Kit 45 MG Subcutaneous
Winrevair Kit 60 MG Subcutaneous

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of pulmonary arterial hypertension (PAH, WHO Group 1) to increase exercise capacity, improve
WHO functional class (FC) and reduce the risk of clinical worsening events. 2. Evidence of right-heart
catheterization to confirm diagnosis of PAH to ensure appropriate medical assessment.

Age Restriction
18 years or older

Prescriber Restriction
Pneumologist, Pulmonologist, Cardiologist.

Coverage Duration
Initial: 6 months. Renewal: 12 months.

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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XALKORI

Drugs
Xalkori Oral Capsule 200 mg, 250 mg
Xalkori Oral Capsule Sprinkle 20 mg, 50 mg, 150 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following, as detected by an FDA-approved test: A) Metastatic non-small cell lung
cancer (NSCLC) whose tumors are anaplastic lymphoma kinase (ALK) or ROS1-positiv. B) Relapsed or
refractory, systemic anaplastic large cell lymphoma (ALCL) that is ALK-positive. C) Unresectable, recurrent
or refractory inflammatory myofibroblastic tumor (IMT) that is ALK-positive.

Age Restriction
None

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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XCOPRI

Drugs

Xcopri (250 MG Daily Dose) Tablet Therapy Pack 100 & 150 MG Oral
Xcopri (350 MG Daily Dose) Tablet Therapy Pack 150 & 200 MG Oral
Xcopri Tablet 100 MG Oral

Xcopri Tablet 150 MG Oral

Xcopri Tablet 200 MG Oral

Xcopri Tablet 25 MG Oral

Xcopri Tablet 50 MG Oral

Xcopri Tablet Therapy Pack 14 x 12.5 MG & 14 x 25 MG Oral

Xcopri Tablet Therapy Pack 14 x 150 MG & 14 x200 MG Oral

Xcopri Tablet Therapy Pack 14 x 50 MG & 14 x100 MG Oral

Exclusion Criteria
Familial Short QT syndrome.

Required Medical Information
Diagnosis of partial-onset seizures.

Age Restriction
18 years or older

Prescriber Restriction
Neurologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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XDEMVY

Drugs
Xdemvy Ophthalmic Solution 0.25 %

Exclusion Criteria
None

Required Medical Information
Diagnosis of Demodex blepharitis

Age Restriction
18 years of age and older

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
For renewal, patient has stable disease or has improved while on therapy.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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XELJANZ

Drugs

Tofacitinib Citrate Oral Tablet 5 mg, 10 mg

Tofacitinib Citrate ER Oral Tablet Extended Release 24 Hour 11 mg, 22 mg
Tofacitinib Citrate Oral Solution 1 mg/ml

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: A) Moderately to severely active rheumatoid arthritis in patients who have
had an inadequate response or intolerance to one or more TNF blockers. B) Psoriatic arthritis in patients who
have had an inadequate response or intolerance to one or more TNF blockers. C) Ankylosing spondylitis in
patients who have had an inadequate response or intolerance to one or more TNF blockers. D) Moderately to
severely active ulcerative colitis (UC) in patients who have had an inadequate response or intolerance to one or
more TNF blockers. E) Active polyarticular course juvenile idiopathic arthritis (pcJIA) in patients who have
had an inadequate response or intolerance to one or more TNF blockers. 2. Patient has been tested for
tuberculosis (TB) infection in the past year and latent TB has been ruled out or is being treated per guidelines.
3. Lymphopenia assessment: absolute neutrophil count, absolute lymphocyte count, hemoglobin.

Age Restriction
2 years or older

Prescriber Restriction
Rheumatologist, Gastroenterologist, Dermatologist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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XENAZINE

Drugs
Tetrabenazine Oral Tablet 12.5 mg, 25 mg

Exclusion Criteria
1. Actively suicidal, or who have depression which is untreated or undertreated. 2. Hepatic impairment. 3.
Taking monoamine oxidase inhibitors (MAOISs) or reserpine. 4. Taking deutetrabenazine or valbenazine.

Required Medical Information
Diagnosis of chorea associated with Huntington's Disease.

Age Restriction
18 years or older

Prescriber Restriction

For treatment of chorea associated with Huntington's disease, Tourette syndrome or related tic disorders,
primary hyperkinetic dystonia, or hemiballism, Xenazine(tetrabenazine) must be prescribed by or after
consultation with a neurologist. For TD, Xenazine(tetrabenazine) must be prescribed by or after consultation
with a neurologist or psychiatrist.

Coverage Duration
12 months

Other Criteria
For continuation, member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications, Some Medically-accepted Indications.

Off Label Uses
Tardive dyskinesia, Tourette's syndrome

Part B Prerequisite
No

Prerequisite Therapy Required
No
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XERMELO

Drugs
Xermelo Oral Tablet 250 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of carcinoid syndrome diarrhea in combination with somatostatin analog (SSA) therapy,
inadequately controlled by SSA therapy.

Age Restriction
18 years or older

Prescriber Restriction
Oncologist, Endocrinologist

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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XGEVA

Drugs
Bilprevda Subcutaneous Solution 120 Mg/1.7ml

Exclusion Criteria
Hypocalcemia, as defined by the reporting lab.

Required Medical Information

For the treatment of any of the following: 1. Prevention of skeletal-related events in patients with multiple
myeloma and in patients with bone metastases from solid tumors OR 2. Adults and skeletally mature
adolescents with giant cell tumor of bone that is unresectable or where surgical resection is likely to result in
severe morbidity OR 3. Hypercalcemia of malignancy refractory to bisphosphonate therapy.

Age Restriction
None

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria

Subject to B vs D review. For continuation based on both of the following criteria: (1) Member has not
experienced disease progression AND (2) Member has not experienced any serious adverse events while on the
medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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XIFAXAN

Drugs
Xifaxan Oral Tablet 200 mg, 550 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis or intended use for one of the following, a. travelers diarrhea (TD) caused by noninvasive strains of
Escherichia coli. b. Reduction in risk of overt hepatic encephalopathy (HE). c. Treatment of irritable bowel
syndrome with diarrhea (IBS-D).

Age Restriction
For Traveler's diarrhea, 12 years or older. For the other indications, 18 years or older.

Prescriber Restriction
Gastroenterologist, Hepatologist or Infectious Disease Specialist.

Coverage Duration
Authorization will be for 12 months. Approval for Travelers Diarrhea will be as requested

Other Criteria

For hepatic encephalopathy, prior trial of lactulose. Prior History of medication in claims, MD shall provide
documentation of medical record or pharmacy claims processing thru another benefit to comply with previous
utilization.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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XOLAIR

Drugs

Xolair Subcutaneous Solution Prefilled Syringe 150 mg/ml, 75 mg/0.5ml, 300mg/2ml
Xolair Subcutaneous Solution Reconstituted 150 mg

Xolair Subcutaneous Solution Auto-Injector 75mg/0.5ml, 150mg/ml, 300mg/2ml

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: A) Moderate to severe persistent asthma in patients with a positive skin test
or in vitro reactivity to a perennial aeroallergen and symptoms that are inadequately controlled with inhaled
corticosteroids. B) Chronic rhinosinusitis with nasal polyps (CRSwNP) in patients with inadequate response to
nasal corticosteroids, as add-on maintenance treatment. C) Chronic spontaneous urticaria (CSU) in patients
who remain symptomatic despite H1 antihistamine treatment. D) IgE-mediated food allergy in adult and
pediatric patients aged 1 year and older for the reduction of allergic reactions (Type I), including anaphylaxis,
that may occur with accidental exposure to one or more foods. To be used in conjunction with food allergen
avoidance.

Age Restriction
For moderate to severe persistent asthma: 6 years or older. For CRSwNP: 18 years or older. For CSU: 12 years
or older. For Food Allergy: 1 year and older.

Prescriber Restriction
Allergist, Immunologist, Pulmonologist, Dermatologist, Otolaryngologist (ENT specialist).

Coverage Duration
Initial: 6 months. Renewal: 12 months.

Other Criteria

1. Before starting self-injection with Xolair prefilled syringe, the patient must have no prior history of
anaphylaxis and be closely observed by a healthcare provider for at least three injections with no
hypersensitivity (allergic reactions). After Xolair therapy has been initiated and safely established in a
healthcare setting, a healthcare provider may determine whether self injection with Xolair prefilled syringe by
the patient or a caregiver is appropriate. The healthcare provider must train the patient or caregiver on the
correct subcutaneous injection technique, how to recognize the signs and symptoms of anaphylaxis and how to
treat anaphylaxis appropriately, before the first self injection outside a healthcare setting. 2. For moderate to
severe persistent asthma must meet all criteria patients asthma symptoms have not been adequately controlled
by concomitant use of at least 3 months of inhaled corticosteroid and a long-acting beta-agonist (LABA) or
LABA alternative, if LABA contraindicated or pt has intolerance then alternatives include sustained-release
theophylline or a leukotriene modifier (eg, montelukast), AND inadequate control demonstrated by
hospitalization for asthma, requirement for systemic corticosteroids to control asthma exacerbation(s), or
increasing need (eg, more than 4 times a day) for short-acting inhaled beta2 agonists for symptoms (excluding
preventative use for exercise-induced asthma). 3. For renewal in patients with asthma: the member had a
positive clinical response or stabilization as demonstrated by one of the following: a)increase FEV1, b)
decreased need for systemic corticosteroids , ¢) decrease in the number of asthma related hospitalizations, d)
reduction in reported asthma-related symptoms. For renewal in patients with CRSwWNP and CSU, MD shall
provide attestation that member is tolerating and responding (e.g., documented improvement in condition) to
Xolair.

Indications
All FDA-approved Indications.
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Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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XOLREMDI

Drugs
Xolremdi Oral Capsule 100 mg

Exclusion Criteria
Use with drugs highly dependent on CYP2D6 for clearance.

Required Medical Information

1. Diagnosis of WHIM syndrome (warts, hypogammaglobulinemia, infections and myelokathexis) to increase
the number of circulating mature neutrophils and lymphocytes. 2. Genetic testing confirms pathogenic and or
likely pathogenic variants in the CXCR4 gene. 3. Member meets ONE of the following (a or b): a) At baseline,
patient had an absolute neutrophil count less than or equal to 400 cells/microliter. OR b) At baseline, patient
had a white blood cell count less than or equal to 400 cells/microliter.

Age Restriction
12 years of age and older

Prescriber Restriction
Hematologist, oncologist, dermatologist or immunologist.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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XOSPATA

Drugs
Xospata Oral Tablet 40 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of acute myeloid leukemia (AML), relapsed or refractory with a FLT3 mutation as detected by an
FDA-approved test.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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XPOVIO

Drugs

Xpovio (100 MG Once Weekly) Tablet Therapy Pack 50 MG Oral
Xpovio (40 MG Once Weekly) Tablet Therapy Pack 10 MG Oral
Xpovio (40 MG Once Weekly) Tablet Therapy Pack 40 MG Oral
Xpovio (40 MG Twice Weekly) Tablet Therapy Pack 40 MG Oral
Xpovio (60 MG Once Weekly) Tablet Therapy Pack 60 MG Oral
Xpovio (60 MG Twice Weekly) Tablet Therapy Pack 20 MG Oral
Xpovio (80 MG Once Weekly) Tablet Therapy Pack 40 MG Oral
Xpovio (80 MG Twice Weekly) Tablet Therapy Pack 20 MG Oral
Xpovio (80 MG Once Weekly) Tablet Therapy Pack 80 MG Oral

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: 1) Multiple myeloma, to be used in combination with bortezomib and
dexamethasone in adults who have received at least one prior therapy, OR 2) Relapsed or refractory multiple
myeloma, to be used in combination with dexamethasone in adults who have received at least four prior
therapies and whose disease is refractory to at least two proteasome inhibitors, at least two immunomodulatory
agents, and an anti-CD38 monoclonal antibody, OR 3) Relapsed or refractory diffuse large B-cell lymphoma
(DLBCL), not otherwise specified, including DLBCL arising from follicular lymphoma, after at least 2 lines of
systemic therapy.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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XTANDI

Drugs
Xtandi Oral Capsule 40 mg
Xtandi Oral Tablet 40 mg, 80 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of any of the following prostate cancer: A) Castration-resistant. B) Metastatic castration-sensitive, or
C) Non-metastatic castration-sensitive with biochemical recurrence at high risk for metastasis.

Age Restriction
18 years or older

Prescriber Restriction
Oncologist, Hematologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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XYREM

Drugs
Sodium Oxybate Oral Solution 500 mg/ml

Exclusion Criteria
Concomitant treatment with sedative hypnotic agents. Succinic semialdehyde dehydrogenase deficiency.

Required Medical Information

Diagnosis of one of the following: A) narcolepsy with excessive daytime sleepiness, cataplexy or both
confirmed by sleep lab evaluation (e.g., multiple sleep latency test, polysomnography) and for patients with
excessive daytime sleepiness, patient has had a previous trial with or has a contraindication, intolerance, or
allergy to modafinil, armodafinil, methylphenidate, dextroamphetamine, or mixed amphetamine salts B)
fibromyalgia syndrome and patient had a previous trial (of at least 30 days) with, or has a contraindication,
intolerance, or allergy to two of the following: duloxetine, milnacipran, or pregabalin.

Age Restriction
None

Prescriber Restriction
None

Coverage Duration
Initial: 6 months. Renewal: 12 months.

Other Criteria
For renewal, the patient had a positive response to the medication (increased sleep quality for patients with
narcolepsy).

Indications
All FDA-approved Indications, Some Medically-accepted Indications.

Off Label Uses
Fibromyalgia

Part B Prerequisite
No

Prerequisite Therapy Required
Yes
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ZAVESCA

Drugs
Miglustat Oral Capsule 100 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of Type 1 Gaucher Disease to be used as monotherapy in patients whom enzyme replacement
therapy (e.g. cerezyme) is not a therapeutic option.

Age Restriction
18 years or older

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
For continuation based on both of the following criteria: (1) Member has not experienced disease progression
AND (2) Member has not experienced any serious adverse events while on the medication.

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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ZEJULA

Drugs
Zejula Oral Capsule 100 mg
Zejula Oral Tablet 100 mg, 200mg, 300mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of any of the following: A) For the maintenance treatment of adult patient with advanced epithelial
ovarian, fallopian tube, or primary peritoneal cancer who are in a complete or partial response to first-line
platinum-based chemotherapy. OR B) For the maintenance treatment of adult patients with deleterious or
suspected deleterious germline BRCA-mutated recurrent epithelial ovarian, fallopian tube, or primary
peritoneal cancer who are in a complete or partial response to platinum-based chemotherapy.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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ZELBORAF

Drugs
Zelboraf Oral Tablet 240 mg

Exclusion Criteria
None

Required Medical Information

1. Diagnosis of any of the following: A) Unresectable or metastatic melanoma with BRAF V600E mutation. B)
Erdheim-Chester Disease with BRAF V600 mutation. 2. Baseline: electrocardiogram, electrolytes, liver
enzymes, and bilirubin. 3. Mutation detected by an FDA-approved test.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist, Dermatologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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ZOLINZA

Drugs
Zolinza Oral Capsule 100 mg

Exclusion Criteria
None

Required Medical Information

1.Diagnosis of cutaneous T-cell lymphoma (CTCL) who have progressive, persistent or recurrent disease on or
following two systemic therapies. 2. Pregnancy test in females with reproductive potential prior to initiation of
therapy.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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ZTALMY

Drugs
Ztalmy Oral Suspension 50 mg/ml

Exclusion Criteria
None

Required Medical Information
Diagnosis of seizures associated with cyclin -dependent kinase-like 5 (CDKLS5) deficiency disorder (CDD).

Age Restriction
2 years or older

Prescriber Restriction
Neurologist, Geneticist.

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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ZURZUVAE

Drugs
Zurzuvae Oral Capsule 20 Mg, 25 Mg, 30Mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of postpartum depression.

Age Restriction
18 years or older

Prescriber Restriction
None

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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ZYDELIG

Drugs
Zydelig Oral Tablet 100 mg, 150 mg

Exclusion Criteria
None

Required Medical Information

Diagnosis of: 1) Relapsed chronic lymphocytic leukemia (CLL), in combination with rituximab, in patients for
whom rituximab alone would be considered appropriate therapy due to other co-morbidities. Patient must have
a current prior authorization for Rituxan (rituximab). 2) Relapsed follicular B-cell non-Hodgkin lymphoma
(FL) in patients who have received at least two prior systemic therapies. 3) Relapsed small lymphocytic
lymphoma (SLL) in patients who have received at least two prior systemic therapies. 1. Monitor liver enzymes
and bilirubin before initiation.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
Yes
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ZYKADIA

Drugs
Zykadia Oral Tablet 150 mg

Exclusion Criteria
None

Required Medical Information
1. Diagnosis of metastatic non-small cell lung cancer (NSCLC) whose tumors are anaplastic lymphoma kinase
(ALK)-positive. 2. Confirmation of ALK-positive mutation as detected by an FDA-approved test.

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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ZYTIGA

Drugs
Abiraterone Acetate Oral Tablet 250 mg, 500 mg

Exclusion Criteria
None

Required Medical Information
Diagnosis of any of the following in combination with prednisone: A) Metastatic castration-resistant prostate
cancer (CRPC). B) Metastatic high-risk castration-sensitive prostate cancer (CSPC).

Age Restriction
18 years or older

Prescriber Restriction
Hematologist, Oncologist, Urologist

Coverage Duration
12 months

Other Criteria
None

Indications
All FDA-approved Indications.

Off Label Uses
None

Part B Prerequisite
None

Prerequisite Therapy Required
No
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Bildyos......cccceveeeiieeiieee 187
Bilprevda........cccoeevveeieennennne. 284
Bivigam Solution.........c.......... 35
Bosulif ..o 13
BRAFTOVI......cccoevvevenee. 148
Brivaracetam ..........c..ccooeenee. 32
Briviact.......cccoeeviiiiiiieeiees 32
BRUKINSA......ccciiiiiiieee 33
Budesonide Suspension.......... 35
C
CABOMETYX...ccoovevveieenne 40
Calquence........cceeveeveeneeennnn. 41
CAMZYOS ..o 42
Caplyta Oral Capsule.............. 14
Carglumic........ccoeeeeeeeennenen. 43
Caspofungin Acetate Solution
Reconstituted....................... 35
CAYSTON ...ooiiiieieieeeenne 44
Cefoxitin Sodium ................... 35
Cefuroxime Sodium Solution.35
CHOLBAM......cooviieieeiene 45
Clinimix/Dextrose................... 35
Clonazepam..........ccceeveeeruveenne 29
Clorazepate Dipotassium........ 29
Cobenty .....ooocveeveiieeiieeieeens 46
Colistimethate Sodium (Cba) .35
(010)11 15150 Lo (U 13
COPIKTRA ......coviiiiiiee 47
Cortrophin .......cccceeveveeerieens 49
(O101157111% SRR 50
COTELLIC.......ccoieieieeiene 51
CRESEMBA ......cccocvvviriinne 52
Cromolyn Sodium .................. 35
Cyclophosphamide Oral......... 35
Cyclosporine Modified........... 35

Cyclosporine Modified Oral

Solution........ccceeeverveniennnene. 36
Cyclosporine Oral................... 35
D
Dalfampridine ER................... 12
DANZITEN....cccoooviiiiienene 53
Dasatinib.........ccccccvvevveeenneen. 219
Daurismo Oral Tablet 100 Mg,

25 Moo 54
DAYBUE ...cccooiiiiiiiiee 55
DeferasiroX .......ccovuveeevveeennennne 74
deferiprone.........c.ccccvevevvennnnne. 76
Diacomit........ccceeevveeriirennenns 56
Diazepam Intensol Concentrate

............................................ 29
Diazepam Oral Tablet............. 29
Diazepam Solution ................. 29
dimethyl fumarate................. 235
Drizalma Sprinkle................... 59
Dronabinol Oral...................... 36
Droxidopa.......cccceevveevveeennnen. 158
Duloxetine Hcel Oral Capsule..59
DUPIXENT ....cceeieieieirennne 60
E
Eligard ......cccoooveviiiiiiinne 134
Eltrombopag Olamine .......... 188
Emend Oral Suspension ......... 36
EMGALITY oo 61
ENBREL Mini.......cccceeurennn. 62
ENBREL Subcutaneous

Solution........cceeeevevieerieeinene 62
ENBREL SureClick................ 62
Engerix-B Suspension............. 36
Ensacove......cccooiiiiniiiiinnnne. 64
EPCLUSA ..o 65
EPIDIOLEX ......cccveviveieirnnnne 66
Eprontia .......ccceevevveniininens 67
Erivedge......ccooveeevieniieiienn, 13
ERLEADA ....cccooiiieiee 68
erlotinib hel.......coccooeeeninne. 229
Erythrocin Lactobionate

Solution Reconstituted........ 36
Eslicarbazepine....................... 15
Estazolam Oral Tablet............ 30
EUCRISA ..o 71
Eulexin.......cccceeevvienenicnennnns 72
Everolimus Oral Tablet ...... 7,36
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Everolimus Oral Tablet 0.25 Mg

0.5 Mg 0.75 Mg...ccuveuvennene. 36
EVRYSDIL....cooooviiiiiiiiiene, 73
F
Fanapt Titration Pack ............. 14
FASENRA.......ccovieieee. 75
FERRIPROX ORAL

SOLUTION........ccerreirnne 76
FILSPARL.....ccoeoveieieiiienne 78
Fingolimod ........cccccvveevveenneen. 87
Fintepla.......ccoovveviiiiiiiiine 79
Firmagon .........cccceeevveeeveennnenn. 81

Flebogamma Intravenous DIF 36
Fluconazole In Sodium Chloride

Solution .....ccceeveeveereeniennene 36
FOTIVDA ... 82
Fruzagla......cc.ccooovevieiieinnn, 83
G
Gammagard ERC Solution.....36
Gammagard S/D Less Iga ...... 36
Gammagard Solution.............. 36
Gammaked Solution............... 36
Gammaplex Solution.............. 36
Gamunex-C Solution.............. 36
GATTEX oo, 85
GAVRETO......ccceooveirenne. 86
Gefitinib .....ooooeeviiie, 115
Gengraf Oral Capsule............. 36
Gilotrif.....cccoveviiiiiieiee 13

Glatiramer Acetate
Subcutaneous Solution
Prefilled Syringe 40 Mg/M188

Glycerol Oral Phenylbutyrate

Liquid..ccccoeevveviieiieeieennen, 195
Granisetron Hcl Oral .............. 36
H
Hadlima.........cooeevvvvvvieiiinnnnnns 57
Harvoni.........cccoevvvvveeeiiieninnnnns 94
Hernexeos.......coccvvvveeeeieeeeenns 96
Hyftor ..o 98
Hyrmnuo.....coccoviiiiiiiiiee 99
I
IBRANCE ........cooovveeeeee. 100
| 1015 (oY 101
Icatibant Acetate Subcutaneous

Solution ........eeeveeeevveicnnnnnee. 80
ICLUSIG ... 102
IDHIFA ..o 103
imatinib mesylate ................. 104
Imbruvica ......cccovvvveeiiiiinnnnn. 105

Imbruvica Oral Suspension .. 105

IMKELDI......ccooieieieen. 106
INBRIJA ..o 107
INCRELEX .....ccocveieienee. 108
Inluriyo Oral Tablet.............. 111
Inlyta.....cccveeeieeiieeeeeiees 13
Inqovi Oral Tablet................ 112
INREBIC.......ccoovvveeienen. 113
Intralipid Emulsion................. 36
Invega Hafyera...................... 109
Invega Sustenna.................... 109
Invega Trinza...........coc........ 109

Ipratropium Bromide Solution37
Ipratropium-Albuterol Solution

............................................ 37
ITOVEBI.......cceeveerenen. 116
Ivabradine.........ccccoevevierienncnne 48
IwWilfin ..o, 117
J
Jakafi oo, 118
Jakafi XR...oooovieoiiiiiieee, 118
JAYPIRCA ..o, 119
JOENJA ..o 120
Juxtapid Oral Capsule .......... 121
Jylamvo ..., 37
Jynneos -.....cocoeveviveiniiennieens 37
K
Kalydeco.......ccceevveeveveeennenn. 123
KESIMPTA .....coooiiiiie 124
Kisqali .cooovvvveiieeieeciieee 125
KOMZIFTI....cccoeiiiinne 126
Koselugo Oral Capsule......... 128
Koselugo Oral Capsule Sprinkle

.......................................... 128
Krazati .....ccoooveveieniieiieieee, 13
L
lapatinib ditosylate ............... 250
LAZCLUZE .......ccovoevvennne. 130
Lenvima......cccoeeveevivenieeienne 131
Leuprolide Acetate ............... 134
Levalbuterol Hcl Nebulization37
L-Glutamine .........cccccceeeeuvenne 63
Lifyorli (125 MG DOSE ...... 133
Lifyorli (150 MG DOSE ...... 133
Linezolid Intravenous........... 135
Linezolid Oral Suspension ...135
Linezolid Oral Tablet ........... 135
Liraglutide Solution.............. 136
LIVTENCITY ..ooovviieeienne 137

Lomustine Oral Capsule 10 Mg,

100 Mg, 40 Mg.......cccuee.e. 89
Lorazepam Intensol Concentrate
............................................ 30
Lorazepam Oral Tablet........... 30
Lorbrena ........cccoceeveeniennne 138
LUMAKRAS.....ccooieieeee 140
Lumtyz ...cccovvvveeiiieiiieens 141
Lumryz Starter Pack............. 141
Lupron Depot........cccceeuvveennnee 134
Lybalvi Oral Tablet .............. 142
LYNPARZA.......cccooveenn. 143
LYTGOBL.......cccvevierrneee 144
M
Macitentan ..........cceceeeveennenne 172
MAVYRET ..o, 145
MAYZENT......cccoovviiieenn. 146
MEGESTROL Oral Suspension
.......................................... 147
MeKinist......coeeveeveenerieniennens 13
MEKTOVI......cocveieiernne. 148
Methotrexate Sodium ............. 37
Methotrexate Sodium (Pf)
Solution........ccceevverveniennnene. 37
Methotrexate Sodium Solution
............................................ 37
Mifepristone ...........ccccveenee. 127
miglustat .......cccceeevvieenneenne. 293
Modafinil ..........ccoeeieniininn. 151
Modeyso .....ccceveerieeeniieennen. 152
MOUNJARO Subcutaneous
Solution........ccceeveeveenicnnieens 90
Mycophenolate Mofetil Oral
Capsule ......cooovvvveeieeeienne, 37

Mycophenolate Mofetil Oral
Suspension Reconstituted...37
Mycophenolate Sodium Oral

Tablet Delayed Release ......37
N
Nafcillin Sodium Solution

Reconstituted...................... 37
NAYZILAM......cooovvveveennn.. 153
Neoral Oral Capsule................ 37
Neoral Oral Solution............... 37
NERLYNX ...coooeveeieeeeeinen. 154
Nilotinib.........ooovvuvvveeiierinnns 231
NINLARO ......oooeeeveeeene. 156
Nintedanib Esylate................ 167
NitiSINONE ......oeeeeeevreeeennee.. 157
NIEYT i, 157



NIVEStYM ..eoevieiieeiieiieereenee. 77

Norditropin Flexpro................ 92
NUBEQA .....cooiiiiiieeee, 159
NUCALA ..o, 160
NUEDEXTA .....coovveiiennn 161
NUPLAZID......cccvevveenee. 162
NURTEC......cccoeviiinieenne. 163
Nutrilipid Emulsion................ 37
NUZYRA ..o, 165
(0)
Octagam Solution................... 37
Octreotide Acetate Solution ...37
ODOMZO ......oovivievieiennnns 166
OGSIVEO ..o 168
Ojemda Oral Suspension...... 169
Ojemda Oral Tablet.............. 169
OJJAARA. ..ot 170
Ondansetron Hel Oral............. 37
Ondansetron Oral Tablet
Dispersible.........ccccceevennenne 37
Onureg.....cocoeevveevveeneeeneennenns 13
OPIPZA ...ccoeiieiiiieeene 171
OPSYNVL..oooiiiiiieiee 173
Orfadin ....c.coevevieviinieienne 157
OIZOVYX.uviioiienieriienieeieenieens 13
Orkambi.......cccoevevvienienennene 174
ORLADEYO.......ccoeevernne 175
ORSERDU.......cccoeceieiinne 176
OTEZLA ..o, 177
OTEZLA Oral Tablet Therapy
Pack ...ccoooeeiiiiiiii, 177

OTEZLA XR Oral Tablet ....177
Otezla/Otezla XR Initiation Pk

.......................................... 177
OZEMPIC Oral Tablet........... 90
OZEMPIC Subcutaneous

Solution Pen ..........ccccee.e. 90
P
PANRETIN .....coooiiiinnne 179
Panzyga Solution.................... 38
pazopanib hcl..........ccoceneeee. 270
PEGASYS ... 180
Pemazyre.......ccooovveviiiennnenn. 181

Pentamidine Isethionate
Inhalation Solution
Reconstituted...........ooee....... 38

Pentamidine Isethionate
Injection Solution
Reconstituted...................... 38

Perampanel Oral Suspension.. 84

Perampanel Oral Tablet.......... 84
PHEBURANE.........cceuenee. 182
PIQRAY ...cooviiiiiiiiice, 184
Pirfenidone ........ccccccecueeeenen. 70
Polymyxin B Sulfate Solution
Reconstituted...................... 38
Pomalidomide..........cccceeuennene 13
Premasol Solution Intravenous
............................................ 38
Pretomanid...........cccoeeeennennee 185
PREVYMIS.....c.oovviiine 186
Privigen Solution.................... 38
Prograf Oral Packet ................ 38
Prolastin-C..........c.cccevveennnenn. 178
Prosol Solution..........cccccceeneee 38
Pulmozyme Solution .............. 38
pyrimethamine...................... 189
PYRUKYND.......covevrrerenne 190
Pyrukynd Taper Pack ........... 190
PYRUKYND TAPER PACK
ORAL TABLET THERAPY
PACK oot 190
Q
QINLOCK ....cceeiieieieieeen 191
QULIPTA ..ot 192
R
RADICAVA......ccooevvenee. 193
RALDESY ...coooviiiiiieeiene 194
Recombivax Hb Suspension...38
Recorlev......cccoiiiiinicnncnnn 196
RECORLEV.....cccovvirenne 196
REGRANEX ......ccoevvvennnne. 197
RELISTOR.........cccveinn 150
Retacrit .....cocoeevieeniiniiiicnen, 69
RETEVMO........coovvvirnnne 198
REVCOVI ....cccoviiiin. 199
REVUFORJ......cccoviirn 200
REXULTI.....ccocvvevverierenne 201
Rezdiffra.......cocevvvenineennn 202
REZLIDHIA........ccccovvennnne. 203
REZUROCK ......ccceevrenrennne 204
riluzole......ccooeeiiiniiniienn, 205
RINVOQ ..o, 206
ROMVIMZA........cccevvvene. 207
ROZLYTREK .......cccovvennnee 208
ROZLYTREK ORAL PACKET
.......................................... 208
RUBRACA......cccoveree 209
Rufinamide..........ccoceeveriennens 26
RYDAPT ..ot 210

S
SAJAZIR SUBCUTANEOUS
SOLUTION PREFILLED
SYRINGE........ccccovrernne. 80
Saphris......ccccvevieeciienieeieeies 14
SAPTOPLerin.....eveeeeveeeereeenneen. 129
SCEMBLIX........ccceevvvennnne. 212
Secuado......cccoeeevevveeeiieeiee, 14
SELARSDI.........ccovveiiennne. 220
SIGNIFOR......c.cccovvieiinnee. 213
sildenafil citrate oral suspension
.......................................... 183
sildenafil citrate oral tablet...183
Simlandi.......ccccceevvveeieeennene, 57
Sirolimus Oral Solution.......... 38
Sirolimus Oral Tablet ............. 38
SIRTURO.....cccevieieeienne. 214
SIVEXTRO Intravenous
Solution........cccceevveeeuvennee. 215
SIVEXTRO oral tablet ......... 215
SKYCLARYS ...ccooieienee. 216
SKYRIZI .....ooeevveiieiennene. 217
sodium oxybate.................... 292
sodium phenylbutyrate oral
POWAET ..o 34
sodium phenylbutyrate oral
1721 0) (<] AU 34
SoltamoX.......coocverieeneenienieene 13
SOMAVERT ......ccccovevvvnenne. 218
Sorafenib Tosylate................ 155
STELARA ..o 220
Stivarga......cccceeeeveeencieeenieeenne, 13
sunitinib malate .................... 221
Symlin Pen.........ccccoevveennnnn. 222
SYNAREL......ccocovvieienne. 223
T
Tabloid.......cccceevieieieieeienene 13
TABRECTA ..o 224
Tacrolimus ER Oral Capsule..38
Tacrolimus Oral Capsule........ 38
tadalafil.........ccoeiieniien, 225
Tadalafil.......ccooiiiiiiis 5
TAFINLAR .....ccciiiiie 13
TAGRISSO.....cccoeieieeee. 226
TAKHZYRO
SUBCUTANEOUS
SOLUTION ......ccceevvennenne. 227
TALZENNA.......c.covveevrenn. 228
tasimelteon..........ceecveeveennnnnne. 97
TAVNEOS ..o 232



Tazarotene External Cream..233

Tazarotene External Gel....... 233
TAZVERIK........cccevvnnnee. 234
temazepam.........ccceeevveeeennne. 236
Tenivac Injectable .................. 38
TEPMETKO........cccecveuenneee 237
Teriflunomide..........c.ccueenneen. 18
teriparatide...........cceeveeennennne 238
testosterone transdermal gel.241
tetrabenazine............cceeueeee. 282
THALOMID..........cccoeeuvennnee. 239
TIBSOVO.....ccoooveieeieeennne 240
tigecycling .......c.occvevvvennennne 249
Tobramycin Nebulization
Solution ........cccecvvevvveeveennen. 38
Tobramycin Sulfate Solution .38
Tofacitinib Citrate ER .......... 281
Tofacitinib Citrate Oral Solution
.......................................... 281
Tofacitinib Citrate Oral Tablet
.......................................... 281
Tolvaptan........cccccceeevveenneennen. 122
Tpn Electrolytes Solution
Intravenous........cccccveeenennne 38
Travasol Solution ................... 38
Trelstar Mixject.................... 134

TREMFYA Auto-Injector....242
TREMFY A Prefilled Syringe

.......................................... 242
tretinoin external cream........ 243
tretinoin external gel............. 243
TRIKAFTA ORAL .............. 244
Trophamine Solution.............. 38
TRULICITY Subcutaneous

Solution ........ccoeevevveeieennen. 90
Trugap «ocveeeeeveeeveeeeiee e 245

TUKYSA ..o 246
TURALIO ....ccvveeieieeeene 247
TYENNE SUBCUTANEOUS
.......................................... 248
TYMLOS.....coovveeeeeeeee 251
TYVASO..cooviiiiiiiieeen. 252
U
UBRELVY ...coooiiiiiiiiieins 253
UPLravi....ccceeeeeeereenieeieeninenns 254
Ustekinumab...........cccuueee.... 220
\%
VALCHLOR ......cccoovvvvennen. 255

VALTOCO 10 MG DOSE...256
VALTOCO 15 MG DOSE...256
VALTOCO 20 MG DOSE...256

VALTOCO 5 MG DOSE.....256
VANFLYTA ..., 257
VEMLIDY .....ccooviiiiiiineenn. 258
VENCLEXTA. .....ccooovveen. 259
VENCLEXTA STARTING
PACK ..o, 259
VEOZAH.......cccoovvvvveeeienn. 260
VERQUVO ......ccovveeveeenn. 261
Versacloz.......coovvveeeeveeeeeennnn. 14
VERZENIO......cc.cooveieeenn. 262
Vigabatrin Oral Packet.......... 211
Vigabatrin Oral Tablet.......... 211
VIGAFYDE..........oovveeen. 263
VIJOICE ORAL TABLET
THERAPY PACK............ 264
VITRAKVI oral capsule ...... 265
VITRAKVI oral solution......265
VONIJO....coveeieeieieeeieeeee, 266
VORANIGO.........coovuveeen. 267
voriconazole intravenous......268
VOSEVI ....oooviiiiiiiiiiieee, 269

VOWST ..ot 271
Vraylar......cocoeeeeeeecieeeieeeen, 14
VUMERITY ...cooviiiriiiins 272
VyndamaX.........ccocoveerveeenneen. 273
Vyndagel........ccooeveeieennenen. 273
VYVGART.....cccoeiieenn. 274
W
WELIREG.................... 275,276
WINREVAIR .....cccccocviirnnn 277
X
XALKORI ORAL CAPSULE
.......................................... 278
XALKORI ORAL CAPSULE
SPRINKLE........cccovvneee. 278
Xatmep Solution..................... 38
XCOPRI ..o 279
XDEMVY ...oooviiiiiiinienieennne 280
XERMELO......ccccovivieeannne 283
XIFAXAN ..ot 285
XOLAIR ..covivieieieieeeee 286
XOLREMDI........ccovevenrnnne 288
XOSPATA ..o 289
XPOVIO...ccooieieeeieeenne 290
XTANDI ORAL CAPSULE 291

XTANDI ORAL TABLET...291

ZARXIO ....oooviiiiiiiiiiene, 77
ZEJULA ORAL CAPSULE.294
ZEJULA ORAL TABLET ...294
ZELBORAF .....cccccoviieie. 295
ZOLINZA......ccoiviiviiiinenns 296
ZTALMY ..coovviiiiiiniiiicnns 297
ZURZUVAE ORAL CAPSULE

.......................................... 298
ZYDELIG.....cccooiiiiiinens 299
ZYKADIA ORAL TABLET300
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