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PA Criteria 

 
Prior Authorization Group ABIRATERONE 

Drug Names ABIRATERONE ACETATE, ABIRTEGA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Node-positive (N1), non-metastatic (M0) prostate cancer, very-high-risk 

prostate cancer, non-metastatic high-risk prostate cancer, non-metastatic 

prostate cancer with prostate-specific antigen (PSA) persistence/recurrence 

after radical prostatectomy, salivary gland tumors 

Exclusion Criteria - 

Required Medical Information For all indications: the requested drug will be used in combination with a 

gonadotropin-releasing hormone (GnRH) analog or after bilateral orchiectomy. 

For salivary gland tumors: the requested drug is being used for the treatment of 

recurrent androgen receptor positive disease. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group ABRYSVO 

Drug Names ABRYSVO 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For the prevention of lower respiratory tract disease (LRTD) and severe LRTD 

caused by respiratory syncytial virus (RSV): The patient has not previously 

received an RSV vaccine (i.e., Abrysvo, Arexvy, Mresvia). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 3 months 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group ACITRETIN 

Drug Names ACITRETIN 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Prevention of non-melanoma skin cancers in high risk individuals, Lichen 

planus, Keratosis follicularis (Darier Disease) 

Exclusion Criteria - 

Required Medical Information For psoriasis: The patient has experienced an inadequate treatment response, 

intolerance, or has a contraindication to methotrexate or cyclosporine. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group ACTIMMUNE 

Drug Names ACTIMMUNE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Mycosis fungoides, Sezary syndrome 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group ADEMPAS 

Drug Names ADEMPAS 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

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

[WHO] Group 1): PAH was confirmed by right heart catheterization. For PAH 

new starts only: 1) pretreatment mean pulmonary arterial pressure is greater 

than 20 mmHg, AND 2) pretreatment pulmonary capillary wedge pressure is 

less than or equal to 15 mmHg, AND 3) pretreatment pulmonary vascular 

resistance is greater than or equal to 3 Wood units. For chronic 

thromboembolic pulmonary hypertension (CTEPH) (WHO Group 4): 1) 

Patient has persistent or recurrent CTEPH after pulmonary endarterectomy 

(PEA), OR 2) Patient has inoperable CTEPH with the diagnosis confirmed by 

right heart catheterization AND by computed tomography (CT), magnetic 

resonance imaging (MRI), or pulmonary angiography. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group AIMOVIG 

Drug Names AIMOVIG 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For preventative treatment of migraine: The requested drug will not be used 

concurrently with another calcitonin gene-related peptide (CGRP) receptor 

antagonist. For preventive treatment of migraine, continuation: The patient 

received at least 3 months of treatment with the requested drug and had a 

reduction in migraine days per month from baseline. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Initial: 3 months, Continuation: Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group AKEEGA 

Drug Names AKEEGA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information The requested drug will be used in combination with a gonadotropin-releasing 

hormone (GnRH) analog or after bilateral orchiectomy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group ALBENDAZOLE 

Drug Names ALBENDAZOLE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Ascariasis, trichuriasis, microsporidiosis 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Hydatid disease, Microsporidiosis: 6 months, All other indications: 1 month 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group ALDURAZYME 

Drug Names ALDURAZYME 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For mucopolysaccharidosis I (MPS I): Diagnosis was confirmed by an enzyme 

assay demonstrating a deficiency of alpha-L-iduronidase enzyme activity 

and/or by genetic testing. Patients with Scheie form (i.e., attenuated MPS I) 

must have moderate to severe symptoms. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group ALECENSA 

Drug Names ALECENSA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent anaplastic lymphoma kinase (ALK)-positive non-small cell lung 

cancer (NSCLC), brain metastases from ALK-positive NSCLC, ALK-positive 

anaplastic large cell lymphoma (ALCL), Erdheim-Chester Disease (ECD) with 

ALK-fusion, inflammatory myofibroblastic tumors (IMT) with ALK 

translocation (including advanced, recurrent/metastatic, or inoperable uterine 

sarcoma for IMT with ALK translocation), ALK-positive large B-cell 

lymphoma 

Exclusion Criteria - 

Required Medical Information For non-small cell lung cancer (NSCLC): 1) the patient meets either of the 

following: a) the disease is recurrent, advanced, or metastatic OR b) the 

requested drug will be used as adjuvant treatment following tumor resection, 

AND 2) the disease is anaplastic lymphoma kinase (ALK)-positive. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group ALOSETRON 

Drug Names ALOSETRON HYDROCHLORIDE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For severe diarrhea-predominant irritable bowel syndrome (IBS): 1) The 

requested drug is being prescribed for a biological female or a person that self-

identifies as a female, 2) chronic IBS symptoms lasting at least 6 months, 3) 

gastrointestinal tract abnormalities have been ruled out, AND 4) inadequate 

treatment response to one conventional therapy (e.g., antispasmodics, 

antidepressants, antidiarrheals). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group ALPHA1-PROTEINASE INHIBITOR 

Drug Names ARALAST NP, PROLASTIN-C, ZEMAIRA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For alpha1-proteinase inhibitor deficiency: Patient must have 1) clinically 

evident emphysema, AND 2) pretreatment serum alpha1-proteinase inhibitor 

level less than 11 micromol/L (80 milligrams per deciliter [mg/dL] by radial 

immunodiffusion or 50 mg/dL by nephelometry). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group ALUNBRIG 

Drug Names ALUNBRIG 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent anaplastic lymphoma kinase (ALK)-positive non-small cell lung 

cancer (NSCLC), brain metastases from ALK-positive NSCLC, ALK-positive 

anaplastic large cell lymphoma (ALCL), inflammatory myofibroblastic tumors 

(IMT) with ALK translocation (including advanced, recurrent/metastatic, or 

inoperable uterine sarcoma for IMT with ALK translocation), Erdheim-Chester 

disease (ECD) with ALK-fusion 

Exclusion Criteria - 

Required Medical Information For non-small cell lung cancer (NSCLC): 1) the disease is recurrent, advanced, 

or metastatic, AND 2) the disease is anaplastic lymphoma kinase (ALK)-

positive. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group ALVAIZ 

Drug Names ALVAIZ 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

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

Patient (pt) has experienced an inadequate treatment response or is intolerant 

to a prior therapy such as corticosteroids or immunoglobulins, AND 2) 

Untransfused platelet (plt) count at any point prior to the initiation of the 

requested medication is less than 30,000/mcL OR 30,000-50,000/mcL with 

symptomatic bleeding or risk factor(s) for bleeding (e.g., undergoing a medical 

or dental procedure where blood loss is anticipated, comorbidities such as 

peptic ulcer disease, anticoagulation therapy, profession or lifestyle that 

predisposes pt to trauma). For ITP (continuation): plt count response to the 

requested drug: 1) Current plt count is less than or equal to 200,000/mcL, OR 

2) Current plt count is greater than 200,000/mcL to less than or equal to 

400,000/mcL and dosing will be adjusted to a plt count sufficient to avoid 

clinically important bleeding. For thrombocytopenia associated with chronic 

hepatitis C (new starts): the requested drug is used for initiation and 

maintenance of interferon-based therapy. For thrombocytopenia associated 

with chronic hepatitis C (continuation): pt is receiving interferon-based 

therapy. For severe aplastic anemia (AA) (new starts): Pt had an insufficient 

response to immunosuppressive therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration HCV: 6mo, ITP/AA initial: 6mo, ITP reauth: Plan Year, AA reauth: APR-Plan 

Year, IPR-16 wks 

Other Criteria For severe AA (continuation): 1) Current plt count is 50,000-200,000/mcL, OR 

2) Current plt count is less than 50,000/mcL and pt has not received 

appropriately titrated therapy for at least 16 weeks, OR 3) Current plt count is 

less than 50,000/mcL and pt is transfusion-independent, OR 4) Current plt 

count is greater than 200,000/mcL to less than or equal to 400,000/mcL and 

dosing will be adjusted to achieve and maintain an appropriate target plt count. 

APR: adequate platelet response (greater than 50,000/mcL), IPR: inadequate 

platelet response (less than 50,000/mcL). 

Prerequisite Therapy 

Required  

Yes 

 



Y0050_26_10209_CTPharmUpdWeb_C 

Updated 10/15/2025 

 

Prior Authorization Group ALYFTREK 

Drug Names ALYFTREK 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For cystic fibrosis: the requested drug will not be used in combination with 

other CFTR (cystic fibrosis transmembrane conductance regulator) 

potentiating agents (e.g., ivacaftor, deutivacaftor). 

Age Restrictions 6 years of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group AMBRISENTAN 

Drug Names AMBRISENTAN 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

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

[WHO] Group 1): PAH was confirmed by right heart catheterization. For PAH 

new starts only: 1) pretreatment mean pulmonary arterial pressure is greater 

than 20 mmHg, AND 2) pretreatment pulmonary capillary wedge pressure is 

less than or equal to 15 mmHg, AND 3) pretreatment pulmonary vascular 

resistance is greater than or equal to 3 Wood units. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group AMPHETAMINES 

Drug Names AMPHETAMINE/DEXTROAMPHETA 

PA Indication Indicator All Medically-accepted Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information 1) The patient has a diagnosis of Attention-Deficit Hyperactivity Disorder 

(ADHD) or Attention Deficit Disorder (ADD) OR 2) The patient has a 

diagnosis of narcolepsy confirmed by a sleep study. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group ARCALYST 

Drug Names ARCALYST 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Prevention of gout flares in patients initiating or continuing urate-lowering 

therapy 

Exclusion Criteria - 

Required Medical Information For prevention of gout flares in patients initiating or continuing urate-lowering 

therapy (e.g., allopurinol) (new starts): 1) two or more gout flares within the 

previous 12 months, AND 2) inadequate response, intolerance, or 

contraindication to maximum tolerated doses of a non-steroidal anti-

inflammatory drug (NSAID) and colchicine, AND 3) concurrent use with 

urate-lowering therapy. For prevention of gout flares in patients initiating or 

continuing urate-lowering therapy (e.g., allopurinol) (continuation): 1) patient 

must have achieved or maintained a clinical benefit (i.e., a fewer number of 

gout attacks or fewer flare days) compared to baseline, AND 2) continued use 

of urate-lowering therapy concurrently with the requested drug. For recurrent 

pericarditis: patient must have had an inadequate response, intolerance, or 

contraindication to maximum tolerated doses of a NSAID and colchicine. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group AREXVY 

Drug Names AREXVY 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For the prevention of lower respiratory tract disease (LRTD) and severe LRTD 

caused by respiratory syncytial virus (RSV): The patient has not previously 

received an RSV vaccine (i.e., Abrysvo, Arexvy, Mresvia). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 3 months 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group ARIKAYCE 

Drug Names ARIKAYCE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group ARMODAFINIL 

Drug Names ARMODAFINIL 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For excessive sleepiness associated with narcolepsy: The diagnosis has been 

confirmed by sleep lab evaluation. For excessive sleepiness associated with 

obstructive sleep apnea (OSA): The diagnosis has been confirmed by 

polysomnography or home sleep apnea testing (HSAT) with a technically 

adequate device. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group AUGTYRO 

Drug Names AUGTYRO 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent ROS1-positive non-small cell lung cancer (NSCLC), recurrent 

neurotrophic tyrosine receptor kinase (NTRK) gene fusion positive NSCLC, 

NTRK gene fusion positive solid tumors that are not locally advanced or 

metastatic 

Exclusion Criteria - 

Required Medical Information For ROS1-positive non-small cell lung cancer (NSCLC): the patient has 

recurrent, advanced, or metastatic disease. For neurotrophic tyrosine receptor 

kinase (NTRK) gene fusion positive NSCLC: the patient has recurrent, 

advanced, or metastatic disease. For solid tumors: the tumor is NTRK gene 

fusion positive. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group AUSTEDO 

Drug Names AUSTEDO, AUSTEDO XR, AUSTEDO XR PATIENT TITRAT 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For tardive dyskinesia, initial: patient must meet both of the following: 1) 

patient exhibits clinical manifestations of the disease, AND 2) patient's disease 

has been assessed through clinical examination or with a structured evaluative 

tool (e.g., Abnormal Involuntary Movement Scale [AIMS], Dyskinesia 

Identification System: Condensed User Scale [DISCUS]). For chorea 

associated with Huntington's disease, initial: patient demonstrates 

characteristic motor examination features. For tardive dyskinesia and chorea 

associated with Huntington's disease, continuation: patient demonstrates a 

beneficial response to therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Initial: 6 months, continuation: Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group AUVELITY 

Drug Names AUVELITY 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For Major Depressive Disorder (MDD): The patient has experienced an 

inadequate treatment response, intolerance, or the patient has a 

contraindication to TWO of the following: serotonin and norepinephrine 

reuptake inhibitors (SNRIs), selective serotonin reuptake inhibitors (SSRIs), 

mirtazapine, bupropion. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group AVMAPKI-FAKZYNJA 

Drug Names AVMAPKI FAKZYNJA CO-PACK 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group AYVAKIT 

Drug Names AYVAKIT 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Myeloid and lymphoid neoplasms with eosinophilia, gastrointestinal stromal 

tumor (GIST) for residual, unresectable, tumor rupture, or recurrent/metastatic 

disease without platelet-derived growth factor receptor alpha (PDGFRA) exon 

18 mutation. 

Exclusion Criteria - 

Required Medical Information For myeloid and lymphoid neoplasms with eosinophilia, the patient meets all 

of the following criteria: 1) The disease is FIP1L1- PDGFRA rearrangement-

positive, AND 2) The disease harbors a PDGFRA D842V mutation, AND 3) 

The disease is resistant to imatinib. For GIST, the patient meets either of the 

following criteria: 1) The disease harbors PDGFRA exon 18 mutation, 

including a PDGFRA D842V mutation, OR 2) The requested drug will be used 

after failure on at least two Food and Drug Administration (FDA)-approved 

therapies in residual, unresectable, tumor rupture, or recurrent/metastatic 

disease without PDGFRA exon 18 mutation. For systemic mastocytosis: 1) 

The patient has a diagnosis of indolent systemic mastocytosis or advanced 

systemic mastocytosis (including aggressive systemic mastocytosis [ASM], 

systemic mastocytosis with associated hematological neoplasm [SM-AHN], 

and mast cell leukemia [MCL]) AND 2) The patient has a platelet count of 

greater than or equal to 50,000/microliter (mcL). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group B VS. D 

Drug Names ACETYLCYSTEINE, ACYCLOVIR SODIUM, ADMELOG, ALBUTEROL 

SULFATE, AMPHOTERICIN B, AMPHOTERICIN B LIPOSOME, 

APREPITANT, ARFORMOTEROL TARTRATE, ASTAGRAF XL, 

AZACITIDINE, AZATHIOPRINE, BENDAMUSTINE HYDROCHLORID, 

BENDEKA, BUDESONIDE, CALCITONIN-SALMON, CALCITRIOL, 

CARBOPLATIN, CINACALCET HYDROCHLORIDE, CISPLATIN, 

CLINIMIX 4.25%/DEXTROSE 1, CLINIMIX 4.25%/DEXTROSE 5, 

CLINIMIX 5%/DEXTROSE 15%, CLINIMIX 5%/DEXTROSE 20%, 

CLINIMIX 6/5, CLINIMIX 8/10, CLINIMIX 8/14, CLINISOL SF 15%, 

CLINOLIPID, CROMOLYN SODIUM, CYCLOPHOSPHAMIDE, 

CYCLOPHOSPHAMIDE MONOHYDR, CYCLOSPORINE, 

CYCLOSPORINE MODIFIED, CYTARABINE AQUEOUS, DEXTROSE 

50%, DEXTROSE 70%, DOCETAXEL, DOCIVYX, DOXERCALCIFEROL, 

DOXORUBICIN HCL, DOXORUBICIN HYDROCHLORIDE, 

DRONABINOL, ENGERIX-B, ETOPOSIDE, EVEROLIMUS, FIASP, 

FIASP PUMPCART, FLUOROURACIL, FORMOTEROL FUMARATE, 

FRINDOVYX, FULVESTRANT, GAMASTAN, GANCICLOVIR, 

GEMCITABINE HCL, GEMCITABINE HYDROCHLORIDE, GENGRAF, 

GRANISETRON HYDROCHLORIDE, HEPARIN SODIUM, HEPLISAV-B, 

HUMULIN R U-500 (CONCENTR, IBANDRONATE SODIUM, IMOVAX 

RABIES (H.D.C.V.), INTRALIPID, IPRATROPIUM BROMIDE, 

IPRATROPIUM BROMIDE/ALBUT, IRINOTECAN, IRINOTECAN 

HYDROCHLORIDE, JYLAMVO, JYNNEOS, KADCYLA, LEUCOVORIN 

CALCIUM, LEVALBUTEROL, LEVALBUTEROL HCL, 

LEVALBUTEROL HYDROCHLORID, LEVOCARNITINE, LIDOCAINE 

HCL, LIDOCAINE HYDROCHLORIDE, LIDOCAINE/PRILOCAINE, 

METHOTREXATE, METHOTREXATE SODIUM, 

METHYLPREDNISOLONE, METHYLPREDNISOLONE ACETAT, 

METHYLPREDNISOLONE SODIUM, MORPHINE SULFATE, 

MYCOPHENOLATE MOFETIL, MYCOPHENOLIC ACID DR, NOVOLIN 

R, NOVOLOG, NOVOLOG RELION, NULOJIX, NUTRILIPID, 

ONDANSETRON HCL, ONDANSETRON HYDROCHLORIDE, 

ONDANSETRON ODT, OXALIPLATIN, PACLITAXEL, PACLITAXEL 

PROTEIN-BOUND, PAMIDRONATE DISODIUM, PARICALCITOL, 

PEMETREXED, PENTAMIDINE ISETHIONATE, PLENAMINE, 

PREDNISOLONE, PREDNISOLONE SODIUM PHOSP, PREDNISONE, 

PREDNISONE INTENSOL, PREMASOL, PROGRAF, PROSOL, 

RABAVERT, RECOMBIVAX HB, SIROLIMUS, TACROLIMUS, 

TENIVAC, TPN ELECTROLYTES, TRAVASOL, TROPHAMINE, 

VINCRISTINE SULFATE, VINORELBINE TARTRATE, VIVIMUSTA, 

XATMEP, ZOLEDRONIC ACID 

PA Indication Indicator All Medically-accepted Indications 
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Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration N/A 

Other Criteria 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. 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group BAFIERTAM 

Drug Names BAFIERTAM 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group BALVERSA 

Drug Names BALVERSA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For urothelial carcinoma: 1) disease has susceptible fibroblast growth factor 

receptor 3 (FGFR3) genetic alterations, AND 2) the requested drug will be 

used as subsequent therapy for any of the following: a) locally advanced, 

recurrent, or metastatic urothelial carcinoma, OR b) stage II-IV, recurrent, or 

persistent urothelial carcinoma of the bladder. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group BANZEL 

Drug Names RUFINAMIDE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions 1 year of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group BENLYSTA 

Drug Names BENLYSTA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

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

Required Medical Information For systemic lupus erythematosus (SLE): 1) patient is currently receiving a 

standard therapy regimen for SLE (for example, corticosteroid, antimalarial, or 

NSAIDs), OR 2) patient has experienced an intolerance or has a 

contraindication to standard therapy regimen for SLE, AND 3) for initial starts, 

patient has confirmed diagnosis of SLE from positive autoantibodies relevant 

to SLE (e.g., antinuclear antibodies [ANA], anti-double stranded DNA [anti-ds 

DNA], anti-Smith [anti-Sm], antiphospholipid antibodies, complement 

proteins). For lupus nephritis: 1) patient is currently receiving a standard 

therapy regimen for lupus nephritis (for example, corticosteroid, 

cyclophosphamide, mycophenolate mofetil, or azathioprine) OR 2) patient has 

experienced an intolerance or has a contraindication to standard therapy 

regimen for lupus nephritis, AND 3) for initial starts, patient has confirmed 

diagnosis of LN from either of the following: a) kidney biopsy, b) positive for 

autoantibodies relevant to SLE (e.g., antinuclear antibodies [ANA], anti-

double stranded DNA [anti-ds DNA], anti-Smith [anti-Sm], antiphospholipid 

antibodies, complement proteins). 

Age Restrictions 5 years of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group BERINERT 

Drug Names BERINERT 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For treatment of acute angioedema attacks due to hereditary angioedema 

(HAE): 1) the patient has HAE with C1 inhibitor deficiency or dysfunction 

confirmed by laboratory testing, OR 2) the patient has HAE with normal C1 

inhibitor confirmed by laboratory testing and one of the following: a) the 

patient tested positive for an F12, angiopoietin-1, plasminogen, kininogen-1 

(KNG1), heparan sulfate-glucosamine 3-O-sulfotransferase 6 (HS3ST6), or 

myoferlin (MYOF) gene mutation, b) the patient has a family history of 

angioedema and the angioedema was refractory to a trial of high-dose 

antihistamine therapy for at least one month. 

Age Restrictions - 

Prescriber Restrictions Prescribed by or in consultation with an immunologist, allergist, or 

rheumatologist 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group BESREMI 

Drug Names BESREMI 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group BETASERON 

Drug Names BETASERON 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group BEXAROTENE 

Drug Names BEXAROTENE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Mycosis fungoides (MF)/Sezary syndrome (SS), CD30-positive primary 

cutaneous anaplastic large cell lymphoma (ALCL), CD30-positive 

lymphomatoid papulosis (LyP), subcutaneous panniculitis-like T-cell 

lymphoma 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group BIMZELX 

Drug Names BIMZELX 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For moderate to severe plaque psoriasis (new starts only): 1) Crucial body 

areas (e.g., hands, feet, face, scalp, neck, genitals/groin, intertriginous areas) 

are affected at the time of diagnosis, OR 2) Patient has severe psoriasis that 

warrants a biologic as first-line therapy (i.e., at least 10% of the body surface 

area is affected), OR 3) At least 3% of body surface area (BSA) is affected and 

patient meets either of the following: a) Patient has experienced an inadequate 

treatment response or intolerance to either phototherapy (e.g., UVB, PUVA) or 

pharmacologic treatment with methotrexate, cyclosporine, or acitretin, b) 

Pharmacologic treatment with methotrexate, cyclosporine, or acitretin is 

contraindicated. For active ankylosing spondylitis and non-radiographic axial 

spondyloarthritis (new starts only): 1) Patient has experienced an inadequate 

treatment response or intolerance to a non-steroidal anti-inflammatory drug 

(NSAID) OR 2) Patient has a contraindication that would prohibit a trial of 

NSAIDs. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group BOSENTAN 

Drug Names BOSENTAN 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

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

[WHO] Group 1): PAH was confirmed by right heart catheterization. For PAH 

new starts only: 1) pretreatment mean pulmonary arterial pressure is greater 

than 20 mmHg, AND 2) pretreatment pulmonary capillary wedge pressure is 

less than or equal to 15 mmHg, AND 3) if the request is for an adult patient, 

the patient meets both of the following: a) pretreatment pulmonary vascular 

resistance is greater than or equal to 3 Wood units, and b) the patient has 

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

contraindication to ambrisentan (Letairis). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group BOSULIF 

Drug Names BOSULIF 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Philadelphia chromosome positive B-cell acute lymphoblastic leukemia (Ph+ 

B-ALL), myeloid and/or lymphoid neoplasms with eosinophilia and ABL1 

rearrangement in the chronic phase or blast phase 

Exclusion Criteria - 

Required Medical Information For chronic myeloid leukemia (CML), including patients newly diagnosed 

with CML and patients who have received a hematopoietic stem cell 

transplant: 1) Diagnosis was confirmed by detection of the Philadelphia 

chromosome or BCR-ABL gene, AND 2) If patient experienced resistance to 

an alternative tyrosine kinase inhibitor, patient is negative for all of the 

following mutations: T315I, G250E, V299L, and F317L, AND 3) Patient has 

experienced resistance or intolerance to imatinib, dasatinib, or nilotinib. For B-

ALL including patients who have received hematopoietic stem cell transplant: 

1) Diagnosis was confirmed by detection of the Philadelphia chromosome or 

BCR-ABL gene, AND 2) If patient experienced resistance to an alternative 

tyrosine kinase inhibitor, patient is negative for all of the following mutations: 

T315I, G250E, V299L, and F317L. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group BRAFTOVI 

Drug Names BRAFTOVI 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Adjuvant or neoadjuvant systemic therapy for cutaneous melanoma, 

appendiceal adenocarcinoma, recurrent NSCLC 

Exclusion Criteria - 

Required Medical Information For colorectal cancer (including appendiceal adenocarcinoma): 1) Tumor is 

positive for BRAF V600E mutation, AND 2) The patient has either of the 

following: a) advanced or metastatic disease, b) unresectable metachronous 

metastases, AND 3) The requested drug will be used in combination with 

cetuximab or panitumumab. For melanoma: 1) Tumor is positive for BRAF 

V600 activating mutation (e.g., V600E or V600K), AND 2) The requested 

drug will be used as a single agent or in combination with binimetinib, AND 3) 

The requested drug will be used for either of the following: a) unresectable, 

limited resectable, or metastatic disease, b) adjuvant or neoadjuvant systemic 

therapy. For non-small cell lung cancer (NSCLC): 1) Tumor is positive for 

BRAF V600E mutation, AND 2) Disease is advanced, recurrent, or metastatic, 

AND 3) The requested drug will be used in combination with binimetinib. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group BRIVIACT 

Drug Names BRIVIACT 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For treatment of partial-onset seizures (i.e., focal-onset seizures): 1) The 

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

contraindication to a generic anticonvulsant AND 2) the patient has 

experienced an inadequate treatment response, intolerance, or has a 

contraindication to any of the following: Aptiom (if 4 years of age or older), 

Xcopri (if 18 years of age or older), Spritam (if 4 years of age or older). 

Age Restrictions 1 month of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group BRUKINSA 

Drug Names BRUKINSA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Hairy cell leukemia 

Exclusion Criteria - 

Required Medical Information For mantle cell lymphoma and chronic lymphocytic leukemia/small 

lymphocytic lymphoma (CLL/SLL): the patient has experienced an intolerable 

adverse event or has a contraindication to Calquence (acalabrutinib). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group BUPRENORPHINE PATCH 

Drug Names BUPRENORPHINE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information The requested drug is being prescribed for pain associated with cancer, sickle 

cell disease, a terminal condition, or pain being managed through palliative 

care OR the patient meets all of the following: 1) The requested drug is being 

prescribed for pain severe and persistent enough to require an extended 

treatment period with a daily opioid analgesic in a patient who has been taking 

an opioid AND 2) The patient can safely take the requested dose based on their 

history of opioid use [Note: This drug should be prescribed only by healthcare 

professionals who are knowledgeable in the use of potent opioids for the 

management of chronic pain.] AND 3) The patient has been evaluated and the 

patient will be monitored for the development of opioid use disorder AND 4) 

This request is for continuation of therapy for a patient who has been receiving 

an extended-release opioid agent for at least 30 days OR the patient has taken 

an immediate-release opioid for at least one week. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group CABOMETYX 

Drug Names CABOMETYX 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Non-small cell lung cancer, Ewing sarcoma, osteosarcoma, gastrointestinal 

stromal tumor, endometrial carcinoma, soft tissue sarcoma (alveolar soft part 

sarcoma and extraskeletal myxoid chondrosarcoma subtypes) 

Exclusion Criteria - 

Required Medical Information For renal cell carcinoma: The disease is advanced, relapsed, or stage IV 

(including brain metastases). For non-small cell lung cancer: 1) the disease is 

rearranged during transfection (RET) positive AND 2) the disease is recurrent, 

advanced, or metastatic. For hepatocellular carcinoma: the requested drug will 

be used as subsequent therapy. For gastrointestinal stromal tumor (GIST): 1) 

the disease is residual, unresectable, recurrent, or metastatic/tumor rupture, 

AND 2) the disease has progressed after at least two FDA-approved therapies 

(e.g., imatinib, sunitinib, regorafenib, ripretinib). For Ewing sarcoma and 

osteosarcoma: the requested drug will be used as subsequent therapy. For 

differentiated thyroid cancer (DTC) (follicular, papillary, oncocytic): 1) the 

disease is locally advanced or metastatic, AND 2) the disease has progressed 

after a vascular endothelial growth factor receptor (VEGFR)- targeted therapy, 

AND 3) the patient is refractory to radioactive iodine therapy (RAI) or 

ineligible for RAI. For endometrial carcinoma: 1) the disease is recurrent, 

AND 2) the requested drug will be used as subsequent therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group CALCIPOTRIENE 

Drug Names CALCIPOTRIENE, CALCITRENE, ENSTILAR 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For psoriasis: The patient has experienced an inadequate treatment response, 

intolerance, or has a contraindication to a topical steroid. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group CALQUENCE 

Drug Names CALQUENCE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Waldenstrom macroglobulinemia (lymphoplasmacytic lymphoma), marginal 

zone lymphoma (including extranodal marginal zone lymphoma of the 

stomach, extranodal marginal zone lymphoma of nongastric sites, nodal 

marginal zone lymphoma, splenic marginal zone lymphoma) 

Exclusion Criteria - 

Required Medical Information For marginal zone lymphoma (including extranodal marginal zone lymphoma 

of the stomach, extranodal marginal zone lymphoma of nongastric sites, nodal 

marginal zone lymphoma, and splenic marginal zone lymphoma): the 

requested drug is being used for the treatment of relapsed, refractory, or 

progressive disease. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group CAPRELSA 

Drug Names CAPRELSA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Thyroid carcinomas (follicular, oncocytic, papillary). 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group CARBAGLU 

Drug Names CARGLUMIC ACID 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For all indications: Diagnosis confirmed by enzymatic, biochemical, or genetic 

testing. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group CAYSTON 

Drug Names CAYSTON 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For treatment of respiratory symptoms in cystic fibrosis patients: 1) 

Pseudomonas aeruginosa is present in the patient's airway cultures, OR 2) The 

patient has a history of pseudomonas aeruginosa infection or colonization in 

the airways. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group CEQUR 

Drug Names CEQUR SIMPLICITY 2U, CEQUR SIMPLICITY INSERTER 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information Initial: 1) the patient has diabetes requiring insulin management AND 2) the 

patient is currently self-testing glucose levels, the patient will be counseled on 

self-testing glucose levels, or the patient is using a continuous glucose monitor 

AND 3) the patient meets either of the following: a) the patient has tried bolus 

injections and either did not meet glycemic goals or had difficulties 

administering multiple insulin injections daily, b) the patient is unable to try 

bolus injections. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group CERDELGA 

Drug Names CERDELGA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For type 1 Gaucher disease (GD1): 1) Diagnosis was confirmed by an enzyme 

assay demonstrating a deficiency of beta-glucocerebrosidase enzyme activity 

or by genetic testing, and 2) Patient's CYP2D6 metabolizer status has been 

established using an FDA-cleared test, and 3) Patient is a CYP2D6 extensive 

metabolizer, an intermediate metabolizer, or a poor metabolizer. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group CEREZYME 

Drug Names CEREZYME 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Type 2 Gaucher disease, Type 3 Gaucher disease 

Exclusion Criteria - 

Required Medical Information For Gaucher disease: Diagnosis was confirmed by an enzyme assay 

demonstrating a deficiency of beta-glucocerebrosidase enzyme activity or by 

genetic testing. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group CGM LCD L33822 

Drug Names DEXCOM G6 RECEIVER, DEXCOM G6 SENSOR, DEXCOM G6 

TRANSMITTER, DEXCOM G7 RECEIVER, DEXCOM G7 SENSOR, 

FREESTYLE LIBRE 14 DAY/SE, FREESTYLE LIBRE 2/READER/, 

FREESTYLE LIBRE 2/SENSOR/, FREESTYLE LIBRE 3/READER/, 

FREESTYLE LIBRE 3/SENSOR/, FREESTYLE LIBRE/READER/FL 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group CLOBAZAM 

Drug Names CLOBAZAM 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Seizures associated with Dravet syndrome 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions Seizures associated with Lennox-Gastaut syndrome (LGS): 2 years of age or 

older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group CLOMIPRAMINE 

Drug Names CLOMIPRAMINE HYDROCHLORID 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Depression, panic disorder 

Exclusion Criteria - 

Required Medical Information For obsessive-compulsive disorder (OCD) and panic disorder: The patient has 

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

contraindication to any of the following: a serotonin and norepinephrine 

reuptake inhibitor (SNRI), a selective serotonin reuptake inhibitor (SSRI). For 

depression: The patient has experienced an inadequate treatment response, 

intolerance, or the patient has a contraindication to two of the following: 

serotonin and norepinephrine reuptake inhibitors (SNRIs), selective serotonin 

reuptake inhibitors (SSRIs), mirtazapine, bupropion. . For all indications: If the 

patient is 65 years of age or older AND is using one or more additional 

anticholinergic medications (e.g., oxybutynin, meclizine, paroxetine, 

amitriptyline, dicyclomine, hydroxyzine) with the requested drug, the 

prescriber has determined that taking multiple anticholinergic medications is 

medically necessary for the patient [Note: Use of multiple anticholinergic 

medications in older adults is associated with an increased risk of cognitive 

decline.]. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group CLORAZEPATE 

Drug Names CLORAZEPATE DIPOTASSIUM 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For all indications: 1) The prescriber must acknowledge the benefit of therapy 

with this prescribed medication outweighs the potential risks for the 

patient(Note: The use of this medication is potentially inappropriate in older 

adults, meaning it is best avoided, prescribed at reduced dosage, or used with 

caution or carefully monitored.), 2) if the patient is using two or more 

additional central nervous system (CNS) active medications (e.g., lorazepam, 

quetiapine, sertraline, clonazepam, escitalopram, alprazolam) with the 

requested drug, the prescriber has determined that taking multiple central 

nervous system (CNS) active medications is medically necessary for the 

patient [Note: Use of multiple central nervous system (CNS) active 

medications in older adults is associated with an increased risk of falls.] For 

the management of anxiety disorders: 1) The requested drug is being used 

concurrently with a selective serotonin reuptake inhibitor (SSRI) or serotonin-

norepinephrine reuptake inhibitor (SNRI) until the SSRI/SNRI becomes 

effective for the symptoms of anxiety, OR 2) The patient has experienced an 

inadequate treatment response, intolerance, or has a contraindication to AT 

LEAST TWO agents from the following classes: a) selective serotonin 

reuptake inhibitors (SSRIs), b) serotonin-norepinephrine reuptake inhibitors 

(SNRIs). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Short-term relief anxiety-1 month, Anxiety Disorders-4 months, All other 

Diagnoses-Plan Year 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group CLOZAPINE ODT 

Drug Names CLOZAPINE ODT 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group COBENFY 

Drug Names COBENFY, COBENFY STARTER PACK 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For treatment of schizophrenia: 1) The patient experienced an inadequate 

treatment response, intolerance, or has a contraindication to one of the 

following generic products: aripiprazole, asenapine, lurasidone, olanzapine, 

quetiapine, risperidone, ziprasidone, AND 2) The patient experienced an 

inadequate treatment response, intolerance, or has a contraindication to one of 

the following brand products: Caplyta, Lybalvi, Rexulti, Secuado, Vraylar. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group COMETRIQ 

Drug Names COMETRIQ 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Non-small cell lung cancer (NSCLC), thyroid carcinomas (follicular, 

oncocytic, papillary). 

Exclusion Criteria - 

Required Medical Information For non-small cell lung cancer (NSCLC): Disease is positive for rearranged 

during transfection (RET) rearrangements. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group COPIKTRA 

Drug Names COPIKTRA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Hepatosplenic T-Cell lymphoma, breast implant-associated anaplastic large 

cell lymphoma (ALCL), peripheral T-Cell lymphoma 

Exclusion Criteria - 

Required Medical Information For chronic lymphocytic leukemia (CLL)/small lymphocytic lymphoma 

(SLL), breast implant-associated anaplastic large cell lymphoma (ALCL), and 

peripheral T-Cell lymphoma: the patient has relapsed or refractory disease. For 

hepatosplenic T-Cell lymphoma: the patient has refractory disease. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group COTELLIC 

Drug Names COTELLIC 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Central nervous system (CNS) cancer (i.e., glioma, glioblastoma), adjuvant or 

neoadjuvant systemic therapy for cutaneous melanoma. 

Exclusion Criteria - 

Required Medical Information For central nervous system (CNS) cancer (i.e., glioma, glioblastoma): 1) The 

tumor is positive for BRAF V600E activating mutation, AND 2) The requested 

drug will be used in combination with vemurafenib. For melanoma: 1) The 

tumor is positive for BRAF V600 activating mutation (e.g., V600E or V600K), 

AND 2) The requested drug will be used in combination with vemurafenib, 

AND 3) The requested drug will be used for either of the following: a) 

unresectable, limited resectable, or metastatic disease, b) adjuvant or 

neoadjuvant systemic therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group CRESEMBA 

Drug Names CRESEMBA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Fluconazole-refractory esophageal candidiasis in a patient with HIV, fungal 

peritoneal dialysis-associated peritonitis 

Exclusion Criteria - 

Required Medical Information The requested drug is being used orally. For invasive aspergillosis and 

fluconazole-refractory esophageal candidiasis in a patient with HIV: the 

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

contraindication to voriconazole. 

Age Restrictions 6 years of age or older 

Prescriber Restrictions - 

Coverage Duration Invasive Aspergillosis: 3 mo. Invasive Mucormycosis: 6 mo. Esophageal 

candidiasis, peritonitis: 1 mo 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group CYSTADROPS 

Drug Names CYSTADROPS 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For cystinosis: 1) Diagnosis was confirmed by ANY of the following: a) the 

presence of increased cystine concentration in leukocytes, OR b) genetic 

testing, OR c) demonstration of corneal cystine crystals by slit lamp 

examination, AND 2) the patient has corneal cystine crystal accumulation. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group CYSTAGON 

Drug Names CYSTAGON 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For nephropathic cystinosis: Diagnosis was confirmed by ANY of the 

following: 1) the presence of increased cystine concentration in leukocytes, 

OR 2) genetic testing, OR 3) demonstration of corneal cystine crystals by slit 

lamp examination. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group CYSTARAN 

Drug Names CYSTARAN 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For cystinosis: 1) Diagnosis was confirmed by ANY of the following: a) the 

presence of increased cystine concentration in leukocytes, OR b) genetic 

testing, OR c) demonstration of corneal cystine crystals by slit lamp 

examination, AND 2) the patient has corneal cystine crystal accumulation. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group DALFAMPRIDINE 

Drug Names DALFAMPRIDINE ER 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For multiple sclerosis (for new starts): prior to initiating therapy, patient 

demonstrates sustained walking impairment. For multiple sclerosis 

(continuation): patient must have experienced an improvement in walking 

speed OR other objective measure of walking ability since starting the 

requested drug. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group DANZITEN - PENDING CMS REVIEW 

Drug Names DANZITEN 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 

 

Prior Authorization Group DARAPRIM 

Drug Names PYRIMETHAMINE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Toxoplasmosis prophylaxis, Pneumocystis jirovecii pneumonia prophylaxis, 

cystoisosporiasis treatment and secondary prophylaxis 

Exclusion Criteria - 

Required Medical Information For primary toxoplasmosis prophylaxis, Pneumocystis jirovecii pneumonia 

(PCP) prophylaxis, and secondary cystoisosporiasis prophylaxis: 1) The 

patient has experienced an intolerance or has a contraindication to 

trimethoprim-sulfamethoxazole (TMP-SMX) AND 2) The patient is 

immunocompromised. For secondary toxoplasmosis prophylaxis: The patient 

is immunocompromised. For cystoisosporiasis treatment: The patient has 

experienced an intolerance or has a contraindication to TMP-SMX. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Congen toxo tx: Plan Yr. Acqu toxo tx, prim toxo ppx, PCP ppx: 3mo. Sec 

toxo ppx, cysto tx/ppx: 6mo 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group DAURISMO    

Drug Names DAURISMO 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Post-induction therapy/consolidation following response to previous therapy 

with the same regimen for acute myeloid leukemia (AML) 

Exclusion Criteria - 

Required Medical Information For acute myeloid leukemia (AML): 1) the requested drug must be used in 

combination with cytarabine, 2) the patient is 75 years of age or older OR has 

comorbidities that preclude intensive chemotherapy, AND 3) the requested 

drug will be used as treatment for induction therapy or post-

induction/consolidation therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group DEFERASIROX 

Drug Names DEFERASIROX 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For chronic iron overload due to blood transfusions: pretreatment serum 

ferritin level is greater than 1000 mcg/L. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group DEMSER 

Drug Names METYROSINE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

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

has a contraindication to an alpha-adrenergic antagonist. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group DEXMETHYLPHENIDATE 

Drug Names DEXMETHYLPHENIDATE HCL, DEXMETHYLPHENIDATE HYDROC 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Cancer-related fatigue 

Exclusion Criteria - 

Required Medical Information 1) The patient has a diagnosis of Attention-Deficit Hyperactivity Disorder 

(ADHD) or Attention Deficit Disorder (ADD) OR 2) The requested drug is 

being prescribed for the treatment of cancer-related fatigue after other causes 

of fatigue have been ruled out. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group DHE NASAL 

Drug Names DIHYDROERGOTAMINE MESYLAT 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria Coverage will be denied when used in conjunction with potent CYP3A4 

inhibitors (e.g., ritonavir, nelfinavir, indinavir, erythromycin, clarithromycin). 

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

has a contraindication to at least ONE triptan 5-HT1 receptor agonist. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group DIACOMIT 

Drug Names DIACOMIT 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions 6 months of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group DIAZEPAM 

Drug Names DIAZEPAM, DIAZEPAM INTENSOL 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For all indications: 1) The prescriber must acknowledge the benefit of therapy 

with this prescribed medication outweighs the potential risks for the patient 

(Note: The use of this medication is potentially inappropriate in older adults, 

meaning it is best avoided, prescribed at reduced dosage, or used with caution 

or carefully monitored.), 2) if the patient is using two or more additional 

central nervous system (CNS) active medications (e.g., lorazepam, quetiapine, 

sertraline, clonazepam, escitalopram, alprazolam) with the requested drug, the 

prescriber has determined that taking multiple central nervous system (CNS) 

active medications is medically necessary for the patient [Note: Use of 

multiple central nervous system (CNS) active medications in older adults is 

associated with an increased risk of falls.]. For the management of anxiety 

disorders: 1) The requested drug is being used concurrently with a selective 

serotonin reuptake inhibitor (SSRI) or serotonin-norepinephrine reuptake 

inhibitor (SNRI) until the SSRI/SNRI becomes effective for the symptoms of 

anxiety, OR 2) The patient has experienced an inadequate treatment response, 

intolerance, or has a contraindication to AT LEAST TWO agents from the 

following classes: a) selective serotonin reuptake inhibitors (SSRIs), b) 

serotonin-norepinephrine reuptake inhibitors (SNRIs). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Short-term relief anx-1 mo, skeletal muscle spasm-3 mo, Anx Disorders-4 mo, 

Other Diagnoses-PlanYR 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. 

Applies to greater than cumulative 5 days of therapy per year. 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group DOPTELET - PENDING CMS REVIEW 

Drug Names DOPTELET 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 
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Prior Authorization Group DRIZALMA 

Drug Names DRIZALMA SPRINKLE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Cancer pain, chemotherapy-induced neuropathic pain 

Exclusion Criteria - 

Required Medical Information For major depressive disorder (MDD): The patient has experienced an 

inadequate treatment response, intolerance, or the patient has a 

contraindication to TWO of the following: serotonin and norepinephrine 

reuptake inhibitors (SNRIs), selective serotonin reuptake inhibitors (SSRIs), 

mirtazapine, bupropion. For Generalized Anxiety Disorder, Diabetic Peripheral 

Neuropathy, Fibromyalgia, Chronic Musculoskeletal pain: 1) The patient has 

tried duloxetine capsules OR 2) The patient is unable to take duloxetine 

capsules for any reason (e.g., difficulty swallowing capsules, requires 

nasogastric administration). 

Age Restrictions Generalized Anxiety Disorder: 7 years of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group DUPIXENT - PENDING CMS REVIEW 

Drug Names DUPIXENT 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 
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Prior Authorization Group ELIGARD 

Drug Names ELIGARD 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Salivary gland tumors 

Exclusion Criteria - 

Required Medical Information For salivary gland tumors: 1) the disease is androgen receptor positive AND 2) 

the disease is recurrent, metastatic, or unresectable. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group EMGALITY 

Drug Names EMGALITY 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For preventative treatment of migraine: The requested drug will not be used 

concurrently with another calcitonin gene-related peptide (CGRP) receptor 

antagonist. For preventive treatment of migraine, continuation: The patient 

received at least 3 months of treatment with the requested drug and had a 

reduction in migraine days per month from baseline. For episodic cluster 

headache, initial: The patient experienced an inadequate treatment response, 

intolerance, or contraindication to a triptan 5-HT1 receptor agonist. For 

episodic cluster headache, continuation: The patient received the requested 

drug for at least 3 weeks of treatment and had a reduction in weekly cluster 

headache attack frequency from baseline. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Initial: 3 months, Continuation: Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group EMSAM 

Drug Names EMSAM 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For Major Depressive Disorder (MDD): 1) The patient has experienced an 

inadequate treatment response, intolerance, or the patient has a 

contraindication to TWO of the following: serotonin and norepinephrine 

reuptake inhibitors (SNRIs), selective serotonin reuptake inhibitors (SSRIs), 

mirtazapine, bupropion, OR 2) The patient is unable to swallow oral 

formulations. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group ENDARI 

Drug Names L-GLUTAMINE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions 5 years of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group EPCLUSA 

Drug Names EPCLUSA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For hepatitis C virus (HCV): Infection confirmed by presence of HCV RNA in 

the serum prior to starting treatment. Planned treatment regimen, genotype, 

prior treatment history, presence or absence of cirrhosis (compensated or 

decompensated [Child Turcotte Pugh class B or C]), presence or absence of 

human immunodeficiency virus (HIV) coinfection, presence or absence of 

resistance-associated substitutions where applicable, transplantation status if 

applicable. Coverage conditions and specific durations of approval will be 

based on current American Association for the Study of Liver Diseases and 

Infectious Diseases Society of America (AASLD-IDSA) treatment guidelines. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Criteria will be applied consistent with current AASLD-IDSA guidance 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group EPIDIOLEX 

Drug Names EPIDIOLEX 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions 1 year of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group EPRONTIA 

Drug Names TOPIRAMATE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For treatment of partial-onset seizures (i.e., focal-onset seizures): 1) The 

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

contraindication to a generic anticonvulsant AND 2) the patient has 

experienced an inadequate treatment response, intolerance, or has a 

contraindication to any of the following: Aptiom (if 4 years of age or older), 

Xcopri (if 18 years of age or older), Spritam (if 4 years of age or older). For 

monotherapy treatment of primary generalized tonic-clonic seizures: 1) The 

patient has experienced an inadequate treatment response or intolerance to a 

generic topiramate immediate release product, OR 2) The patient has difficulty 

swallowing solid oral dosage forms (e.g., tablets, capsules). For adjunctive 

treatment of primary generalized tonic-clonic seizures: 1) The patient has 

experienced an inadequate treatment response, intolerance, or has a 

contraindication to a generic anticonvulsant AND 2) If the patient is 6 years of 

age or older, the patient has experienced an inadequate treatment response, 

intolerance, or has a contraindication to Spritam. For the preventative 

treatment of migraines: 1) The patient has experienced an inadequate treatment 

response or intolerance to a generic topiramate immediate release product, OR 

2) The patient has difficulty swallowing solid oral dosage forms (e.g., tablets, 

capsules). 

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

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group ERGOTAMINE 

Drug Names ERGOTAMINE TARTRATE/CAFFE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria Coverage will be denied when used in conjunction with potent CYP3A4 

inhibitors (e.g., ritonavir, nelfinavir, indinavir, erythromycin, clarithromycin). 

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

has a contraindication to at least ONE triptan 5-HT1 agonist. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group ERIVEDGE - PENDING CMS REVIEW 

Drug Names ERIVEDGE 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 

 

Prior Authorization Group ERLEADA 

Drug Names ERLEADA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information The requested drug will be used in combination with a gonadotropin-releasing 

hormone (GnRH) analog or after bilateral orchiectomy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group ERLOTINIB 

Drug Names ERLOTINIB HYDROCHLORIDE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent non-small cell lung cancer (NSCLC), recurrent chordoma, relapsed 

or stage IV renal cell carcinoma (RCC), brain metastases from non-small cell 

lung cancer (NSCLC), recurrent pancreatic cancer 

Exclusion Criteria - 

Required Medical Information For non-small cell lung cancer (NSCLC) (including brain metastases from 

NSCLC): 1) the disease is recurrent, advanced, or metastatic, AND 2) the 

patient has sensitizing epidermal growth factor receptor (EGFR) mutation-

positive disease. For pancreatic cancer: the disease is locally advanced, 

unresectable, recurrent, or metastatic. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group ESBRIET 

Drug Names PIRFENIDONE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For idiopathic pulmonary fibrosis (new starts only): 1) other causes of 

pulmonary fibrosis have been excluded, AND 2) the patient meets one of the 

following: a) a high-resolution computed tomography (HRCT) study of the 

chest or a lung biopsy reveals the usual interstitial pneumonia (UIP) pattern, 

OR b) HRCT study of the chest reveals a result other than the UIP pattern 

(e.g., probable UIP, indeterminate for UIP) and the diagnosis is supported 

either by a lung biopsy or by a multidisciplinary discussion between at least a 

radiologist and pulmonologist who are experienced in idiopathic pulmonary 

fibrosis if a lung biopsy has not been conducted. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group ETANERCEPT 

Drug Names ENBREL, ENBREL MINI, ENBREL SURECLICK 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Hidradenitis suppurativa, non-radiographic axial spondyloarthritis 

Exclusion Criteria - 

Required Medical Information For moderately to severely active rheumatoid arthritis (new starts only): 1) 

Patient has experienced an inadequate treatment response, intolerance, or has a 

contraindication to methotrexate (MTX) OR 2) Patient has experienced an 

inadequate treatment response or intolerance to a prior biologic disease-

modifying antirheumatic drug (DMARD) or a targeted synthetic DMARD. For 

active ankylosing spondylitis and non-radiographic axial spondyloarthritis 

(new starts only): 1) Patient has experienced an inadequate treatment response 

or intolerance to a non-steroidal anti-inflammatory drug (NSAID) OR 2) The 

patient has a contraindication that would prohibit a trial of NSAIDs. For 

moderate to severe plaque psoriasis (new starts only): 1) Crucial body areas 

(e.g., hands, feet, face, scalp, neck, genitals/groin, intertriginous areas) are 

affected at the time of diagnosis, OR 2) Patient has severe psoriasis that 

warrants a biologic as first-line therapy (i.e., at least 10% of the body surface 

area is affected), OR 3) At least 3% of body surface area (BSA) is affected and 

patient meets either of the following: a) Patient has experienced an inadequate 

treatment response or intolerance to either phototherapy (e.g., UVB, PUVA) or 

pharmacologic treatment with methotrexate, cyclosporine, or acitretin, b) 

Pharmacologic treatment with methotrexate, cyclosporine, or acitretin is 

contraindicated. For hidradenitis suppurativa (new starts only): patient has 

severe, refractory disease. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group EUCRISA 

Drug Names EUCRISA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For mild to moderate atopic dermatitis, the patient meets either of the 

following criteria: 1) If the patient is 2 years of age or older and the requested 

drug will be used on sensitive skin areas (e.g., face, genitals, or skin folds), the 

patient has experienced an inadequate treatment response, intolerance, or 

contraindication to a topical calcineurin inhibitor OR 2) If the patient is 2 years 

of age or older and the requested drug is being prescribed for use on non-

sensitive (or remaining) skin areas, the patient has experienced an inadequate 

treatment response, intolerance, or contraindication to a medium or higher 

potency topical corticosteroid or a topical calcineurin inhibitor. 

Age Restrictions 3 months of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group EVEROLIMUS 

Drug Names EVEROLIMUS, TORPENZ 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Classic Hodgkin lymphoma, thymomas and thymic carcinomas, previously 

treated Waldenstrom's macroglobulinemia/lymphoplasmacytic lymphoma, soft 

tissue sarcoma (perivascular epithelioid cell tumors (PEComa) and 

lymphangioleiomyomatosis subtypes), gastrointestinal stromal tumors, 

neuroendocrine tumors of the thymus, well differentiated grade 3 

neuroendocrine tumors, thyroid carcinoma (papillary, oncocytic, and 

follicular), endometrial carcinoma, uterine sarcoma, breast cancer (in 

combination with fulvestrant or tamoxifen), histiocytic neoplasms (Rosai-

Dorfman Disease, Erdheim-Chester Disease, Langerhans Cell Histiocytosis), 

meningiomas. 

Exclusion Criteria - 

Required Medical Information For breast cancer: 1) The disease is recurrent unresectable, advanced, or 

metastatic hormone receptor (HR)-positive, human epidermal growth factor 

receptor 2 (HER2)-negative, AND 2) The requested drug is prescribed in 

combination with exemestane, fulvestrant, or tamoxifen, AND 3) The 

requested drug is used for subsequent treatment. For renal cell carcinoma: The 

disease is relapsed, advanced, or stage IV. For subependymal giant cell 

astrocytoma (SEGA): The requested drug is given as adjuvant treatment. For 

gastrointestinal stromal tumor: 1) The disease is residual, recurrent, 

unresectable, or metastatic/tumor rupture, AND 2) The disease has progressed 

after use of at least two FDA-approved therapies (e.g., imatinib, sunitinib, 

regorafenib, ripretinib). For Erdheim-Chester Disease (ECD), Rosai-Dorfman 

Disease, and Langerhans Cell Histiocytosis (LCH): the patient must have a 

phosphatidylinositol-4,5-bisphosphate 3-kinase catalytic subunit alpha 

(PIK3CA) mutation. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group FABRAZYME 

Drug Names FABRAZYME 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For Fabry disease, the patient meets ANY of the following: 1) Diagnosis of 

Fabry disease was confirmed by an enzyme assay demonstrating a deficiency 

of alpha-galactosidase enzyme activity or by genetic testing, OR 2) The patient 

is a symptomatic obligate carrier. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group FANAPT 

Drug Names FANAPT, FANAPT TITRATION PACK A, FANAPT TITRATION PACK 

B, FANAPT TITRATION PACK C 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For treatment of schizophrenia: 1) The patient has experienced an inadequate 

treatment response, intolerance, or has a contraindication to one of the 

following generic products: aripiprazole, asenapine, lurasidone, olanzapine, 

quetiapine, risperidone, ziprasidone, AND 2) The patient has experienced an 

inadequate treatment response, intolerance, or has a contraindication to one of 

the following brand products: Lybalvi, Caplyta, Rexulti, Secuado, Vraylar. For 

acute treatment of manic or mixed episodes associated with bipolar I disorder: 

1) The patient experienced an inadequate treatment response, intolerance, or 

has a contraindication to one of the following generic products: aripiprazole, 

asenapine, olanzapine, quetiapine, risperidone, ziprasidone, AND 2) The 

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

contraindication to one of the following brand products: Lybalvi, Vraylar. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group FASENRA 

Drug Names FASENRA, FASENRA PEN 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For severe asthma, initial therapy: 1) Either a) Patient has baseline blood 

eosinophil count of at least 150 cells per microliter OR b) Patient is dependent 

on systemic corticosteroids, AND 2) Patient has a history of severe asthma 

despite current treatment with both of the following medications: a) medium-

to-high-dose inhaled corticosteroid AND b) additional controller (i.e., long-

acting beta2-agonist, long-acting muscarinic antagonist, leukotriene modifier, 

or sustained-release theophylline), unless patient has an intolerance or 

contraindication to such therapies. For severe asthma, continuation of therapy: 

Asthma control has improved on treatment with the requested drug, as 

demonstrated by a reduction in the frequency and/or severity of symptoms and 

exacerbations or a reduction in the daily maintenance oral corticosteroid dose. 

For eosinophilic granulomatosis with polyangiitis (EGPA), initial therapy: 

patient has a history or the presence of an eosinophil count of more than 1000 

cells per microliter or a blood eosinophil level of greater than 10 percent. For 

EGPA, continuation of therapy: patient has a beneficial response to treatment 

with the requested drug, as demonstrated by any of the following: 1) a 

reduction in the frequency of relapses, 2) a reduction in the daily oral 

corticosteroid dose, OR 3) no active vasculitis. 

Age Restrictions Asthma: 6 years of age or older, EGPA: 18 years of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group FEBUXOSTAT 

Drug Names FEBUXOSTAT 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group FENTANYL PATCH 

Drug Names FENTANYL 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information The requested drug is being prescribed for pain associated with cancer, sickle 

cell disease, a terminal condition, or pain being managed through palliative 

care OR the patient meets all of the following: 1) The requested drug is being 

prescribed for pain severe and persistent enough to require an extended 

treatment period with a daily opioid analgesic in a patient who has been taking 

an opioid AND 2) The patient can safely take the requested dose based on their 

history of opioid use [Note: This drug should be prescribed only by healthcare 

professionals who are knowledgeable in the use of potent opioids for the 

management of chronic pain.] AND 3) The patient has been evaluated and the 

patient will be monitored for the development of opioid use disorder AND 4) 

This request is for continuation of therapy for a patient who has been receiving 

an extended-release opioid agent for at least 30 days OR the patient has taken 

an immediate-release opioid for at least one week. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group FETZIMA 

Drug Names FETZIMA, FETZIMA TITRATION PACK 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For major depressive disorder (MDD): The patient has experienced an 

inadequate treatment response, intolerance, or the patient has a 

contraindication to TWO of the following: serotonin and norepinephrine 

reuptake inhibitors (SNRIs), selective serotonin reuptake inhibitors (SSRIs), 

mirtazapine, bupropion. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group FINTEPLA 

Drug Names FINTEPLA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions 2 years of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group FIRMAGON 

Drug Names FIRMAGON 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group FLUCYTOSINE - PENDING CMS REVIEW 

Drug Names FLUCYTOSINE 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 
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Prior Authorization Group FORM ALT PA CLINDAMYCIN - PENDING CMS REVIEW 

Drug Names CLINDAMYCIN PHOSPHATE 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 

 

Prior Authorization Group FOTIVDA - PENDING CMS REVIEW 

Drug Names FOTIVDA 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 

 

Prior Authorization Group FRUZAQLA 

Drug Names FRUZAQLA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Appendiceal adenocarcinoma 

Exclusion Criteria - 

Required Medical Information For colorectal cancer and appendiceal adenocarcinoma: 1) the disease is 

advanced or metastatic, AND 2) the requested drug will be used as a single 

agent, AND 3) the requested drug will be used as a second line or subsequent 

therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group FULPHILA 

Drug Names FULPHILA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Stem cell transplantation-related indications 

Exclusion Criteria - 

Required Medical Information If receiving chemotherapy, the requested drug will be administered at least 24 

hours after chemotherapy. For prophylaxis of myelosuppressive 

chemotherapy-induced febrile neutropenia: the patient must meet both of the 

following: 1) Patient has a solid tumor or non-myeloid cancer, AND 2) Patient 

is currently receiving or will be receiving treatment with myelosuppressive 

anti-cancer therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 6 months 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group FYCOMPA 

Drug Names FYCOMPA, PERAMPANEL 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For treatment of partial-onset seizures (i.e., focal-onset seizures): 1) The 

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

contraindication to a generic anticonvulsant AND 2) The patient has 

experienced an inadequate treatment response, intolerance, or has a 

contraindication to any of the following: Aptiom, Xcopri, Spritam. For 

adjunctive treatment of primary generalized tonic-clonic seizures: 1) The 

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

contraindication to a generic anticonvulsant AND 2) The patient has 

experienced an inadequate treatment response, intolerance, or has a 

contraindication to Spritam. 

Age Restrictions Partial-onset seizures (i.e., focal-onset seizures): 4 years of age or older. 

Primary generalized tonic-clonic seizures: 12 years of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group GATTEX - PENDING CMS REVIEW 

Drug Names GATTEX 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 

 

Prior Authorization Group GAVRETO 

Drug Names GAVRETO 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent rearranged during transfection (RET) rearrangement-positive non-

small cell lung cancer, RET gene fusion positive gallbladder cancer 

Exclusion Criteria - 

Required Medical Information For non-small cell lung cancer, patient must meet all of the following: 1) The 

disease is recurrent, advanced, or metastatic, AND 2) The tumor is rearranged 

during transfection (RET) fusion-positive or RET rearrangement-positive. 

Age Restrictions Non-small cell lung cancer: 18 years of age or older, Thyroid cancer: 12 years 

of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group GILENYA 

Drug Names FINGOLIMOD HYDROCHLORIDE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group GILOTRIF 

Drug Names GILOTRIF 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For epidermal growth factor receptor (EGFR)-positive non-small cell lung 

cancer (NSCLC): 1) The disease is recurrent, advanced, or metastatic, AND 2) 

The patient has experienced an intolerable adverse event or contraindication to 

erlotinib, gefitinib, or osimertinib. For metastatic squamous NSCLC: The 

disease has progressed after platinum-based chemotherapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group GLATIRAMER 

Drug Names COPAXONE, GLATIRAMER ACETATE, GLATOPA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group GOMEKLI 

Drug Names GOMEKLI 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions 2 years of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group GROWTH HORMONE 

Drug Names GENOTROPIN, GENOTROPIN MINIQUICK 

PA Indication Indicator All Medically-accepted Indications 

Off-label Uses - 

Exclusion Criteria Pediatric patients with closed epiphyses 

Required Medical Information Pediatric growth hormone deficiency (GHD): Patient (pt) is a neonate or was 

diagnosed with GHD as a neonate OR meets any of the following: 1) younger 

than 2.5 years old (yo) with pre-treatment (pre-tx) height (ht) more than 2 

standard deviations (SD) below mean and slow growth velocity OR 2) 2.5 yo 

or older AND one of the following: a) pre-tx 1-year ht velocity more than 2 SD 

below mean OR b) pre-tx ht more than 2 SD below mean and 1-year ht 

velocity more than 1 SD below mean, AND patient meets any of the following: 

1) failed 2 pre-tx growth hormone (GH) stimulation tests (peak below 10 

ng/mL), OR 2) pituitary/central nervous system (CNS) disorder (e.g., genetic 

defects, acquired structural abnormalities, congenital structural abnormalities) 

and pre-tx insulin-like growth factor-1 (IGF-1) more than 2 SD below mean. 

Turner syndrome (TS): 1) Confirmed by karyotyping AND 2) pre-tx ht is less 

than the 5th percentile for age. Small for gestational age (SGA): 1) Birth 

weight (wt) less than 2500g at gestational age (GA) greater than 37 weeks, OR 

birth wt or length below 3rd percentile for GA or at least 2 SD below mean for 

GA, AND 2) did not manifest catch-up growth by age 2. 

Age Restrictions SGA: 2 years of age or older 

Prescriber Restrictions Prescribed by or in consultation with an endocrinologist, nephrologist, 

infectious disease specialist, gastroenterologist/nutritional support specialist, or 

geneticist 

Coverage Duration Plan Year 

Other Criteria Adult GHD: Pt meets any of the following: 1) failed 2 pre-tx GH stimulation 

tests, OR 2) pre-tx IGF-1 more than 2 SD below mean AND failed 1 pre-tx 

GH stimulation test, OR 3) organic hypothalamic-pituitary disease (e.g., 

suprasellar mass with previous surgery and cranial irradiation) with 3 or more 

pituitary hormone deficiencies AND pre-tx IGF-1 more than 2 SD below 

mean, OR 4) genetic or structural hypothalamic-pituitary defects, OR 5) 

childhood-onset GHD with congenital (genetic or structural) abnormality of 

the hypothalamus/pituitary/CNS. For pediatric GHD, TS, SGA, and adult 

GHD, continuation of therapy: Patient is experiencing improvement. 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group HADLIMA 

Drug Names HADLIMA, HADLIMA PUSHTOUCH 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Non-radiographic axial spondyloarthritis, Behcet's disease 

Exclusion Criteria - 

Required Medical Information For moderately to severely active rheumatoid arthritis (new starts only): 1) 

patient (pt) has experienced an inadequate treatment response, intolerance, or 

has a contraindication to methotrexate (MTX) OR 2) pt has experienced an 

inadequate treatment response or intolerance to a prior biologic disease-

modifying antirheumatic drug (DMARD) or a targeted synthetic DMARD. For 

active ankylosing spondylitis and non-radiographic axial spondyloarthritis 

(new starts only): 1) pt has experienced an inadequate treatment response or 

intolerance to a non-steroidal anti-inflammatory drug (NSAID) OR 2) pt has a 

contraindication that would prohibit a trial of NSAIDs. For moderate to severe 

plaque psoriasis (new starts): 1) Crucial body areas (e.g., hands, feet, face, 

scalp, neck, genitals/groin, intertriginous areas) are affected at the time of 

diagnosis OR 2) patient has severe psoriasis that warrants a biologic as first-

line therapy (i.e., at least 10% of the body surface area is affected) OR 3) at 

least 3% of body surface area (BSA) is affected and patient meets either of the 

following: a) patient has experienced an inadequate treatment response or 

intolerance to either phototherapy (e.g., UVB, PUVA) or pharmacologic 

treatment with methotrexate, cyclosporine, or acitretin, b) pharmacologic 

treatment with methotrexate, cyclosporine, or acitretin is contraindicated. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria For non-infectious intermediate, posterior and panuveitis (new starts only): 1) 

pt has experienced an inadequate treatment response or intolerance to a 

corticosteroid OR 2) pt has a contraindication that would prohibit a trial of 

corticosteroids. 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group HAEGARDA 

Drug Names HAEGARDA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For the prophylaxis of angioedema attacks due to hereditary angioedema 

(HAE): 1) the patient has HAE with C1 inhibitor deficiency or dysfunction 

confirmed by laboratory testing, OR 2) the patient has HAE with normal C1 

inhibitor confirmed by laboratory testing and one of the following: a) the 

patient tested positive for an F12, angiopoietin-1, plasminogen, kininogen-1 

(KNG1), heparan sulfate-glucosamine 3-O-sulfotransferase 6 (HS3ST6), or 

myoferlin (MYOF) gene mutation, b) the patient has a family history of 

angioedema and the angioedema was refractory to a trial of high-dose 

antihistamine therapy for at least one month. 

Age Restrictions 6 years of age or older 

Prescriber Restrictions Prescribed by or in consultation with an immunologist, allergist, or 

rheumatologist 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group HERCEPTIN 

Drug Names HERCEPTIN 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Neoadjuvant treatment for human epidermal growth factor receptor 2 (HER2)-

positive breast cancer, recurrent or advanced unresectable HER2-positive 

breast cancer, leptomeningeal metastases from HER2-positive breast cancer, 

brain metastases from HER2-positive breast cancer, HER2-positive esophageal 

and esophagogastric junction adenocarcinoma, HER2-positive advanced, 

recurrent, or metastatic uterine serous carcinoma, HER2-amplified and RAS 

and BRAF wild-type colorectal cancer (including appendiceal 

adenocarcinoma), HER2-positive recurrent salivary gland tumor, HER2-

positive unresectable or metastatic hepatobiliary carcinoma (gallbladder 

cancer, intrahepatic cholangiocarcinoma, extrahepatic cholangiocarcinoma), 

HER2 overexpression positive locally advanced, unresectable, or recurrent 

gastric adenocarcinoma, HER2-positive endometrial cancer 

Exclusion Criteria - 

Required Medical Information All indications: the patient had an intolerable adverse event to Trazimera and 

that adverse event was NOT attributed to the active ingredient as described in 

the prescribing information. For colorectal cancer (including appendiceal 

adenocarcinoma): 1) the disease is HER2-amplified and RAS and BRAF wild-

type and 2) the requested drug is used in combination with pertuzumab, 

tucatinib or lapatinib and 3) the patient has not had previous treatment with a 

HER2 inhibitor OR 4) the patient has metachronous metastases. For 

hepatobiliary carcinoma: 1) the disease is HER2-positive AND 2) the 

requested drug is used in combination with pertuzumab or tucatinib. For 

endometrial cancer: 1) the disease is HER2-positive AND 2) the requested 

drug is used in combination with paclitaxel and continued as a single agent for 

maintenance therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria Coverage under Part D will be denied if coverage is available under Part A or 

Part B as the medication is prescribed and dispensed or administered for the 

individual. 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group HERCEPTIN HYLECTA 

Drug Names HERCEPTIN HYLECTA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Neoadjuvant treatment for human epidermal growth factor receptor 2 (HER2)-

positive breast cancer, recurrent or advanced unresectable HER2-positive 

breast cancer 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria Coverage under Part D will be denied if coverage is available under Part A or 

Part B as the medication is prescribed and dispensed or administered for the 

individual. 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group HERNEXEOS - PENDING CMS REVIEW 

Drug Names HERNEXEOS 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 
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Prior Authorization Group HERZUMA 

Drug Names HERZUMA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Neoadjuvant treatment for human epidermal growth factor receptor 2 (HER2)-

positive breast cancer, recurrent or advanced unresectable HER2-positive 

breast cancer, leptomeningeal metastases from HER2-positive breast cancer, 

brain metastases from HER2-positive breast cancer, HER2-positive esophageal 

and esophagogastric junction adenocarcinoma, HER2-positive advanced, 

recurrent, or metastatic uterine serous carcinoma, HER2-amplified and RAS 

and BRAF wild-type colorectal cancer (including appendiceal 

adenocarcinoma), HER2-positive recurrent salivary gland tumor, HER2-

positive unresectable or metastatic hepatobiliary carcinoma (gallbladder 

cancer, intrahepatic cholangiocarcinoma, extrahepatic cholangiocarcinoma), 

HER2 overexpression positive locally advanced, unresectable, or recurrent 

gastric adenocarcinoma, HER2-positive endometrial cancer 

Exclusion Criteria - 

Required Medical Information All indications: the patient had an intolerable adverse event to Trazimera and 

that adverse event was NOT attributed to the active ingredient as described in 

the prescribing information. For colorectal cancer (including appendiceal 

adenocarcinoma): 1) the disease is HER2-amplified and RAS and BRAF wild-

type and 2) the requested drug is used in combination with pertuzumab, 

tucatinib or lapatinib and 3) the patient has not had previous treatment with a 

HER2 inhibitor OR 4) the patient has metachronous metastases. For 

hepatobiliary carcinoma: 1) the disease is HER2-positive AND 2) the 

requested drug is used in combination with pertuzumab or tucatinib. For 

endometrial cancer: 1) the disease is HER2-positive AND 2) the requested 

drug is used in combination with paclitaxel and continued as a single agent for 

maintenance therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria Coverage under Part D will be denied if coverage is available under Part A or 

Part B as the medication is prescribed and dispensed or administered for the 

individual. 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group HETLIOZ 

Drug Names TASIMELTEON 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For Non-24-Hour Sleep-Wake Disorder: 1) For initial therapy and continuation 

of therapy, the patient must meet both of the following: a) diagnosis of total 

blindness in both eyes (e.g., nonfunctioning retinas) and b) unable to perceive 

light in either eye, AND 2) If currently on therapy with the requested drug, 

patient must meet at least one of the following: a) increased total nighttime 

sleep or b) decreased daytime nap duration. For nighttime sleep disturbances in 

Smith-Magenis Syndrome (SMS): 1) For initial therapy and continuation 

therapy, the patient has a confirmed diagnosis of SMS, AND 2) If currently on 

therapy with the requested drug, the patient experienced improvement in the 

quality of sleep since starting therapy. 

Age Restrictions Non-24: 18 years of age or older, SMS: 16 years of age or older 

Prescriber Restrictions Prescribed by or in consultation with a sleep disorder specialist, neurologist, or 

psychiatrist 

Coverage Duration Initial: 6 months, Continuation: Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group HIGH RISK MEDICATION 

Drug Names DIPYRIDAMOLE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information Prescriber must acknowledge that the benefit of therapy with this prescribed 

medication outweighs the potential risks for this patient. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. (The 

use of this medication is potentially inappropriate in older adults, meaning it is 

best avoided, prescribed at reduced dosage, or used with caution or carefully 

monitored.) 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group HRM-AMITRIPTYLINE 

Drug Names AMITRIPTYLINE HCL, AMITRIPTYLINE HYDROCHLORI 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Neuropathic pain, chronic tension-type headache prophylaxis, chronic neck 

pain 

Exclusion Criteria - 

Required Medical Information For depression: 1) The patient tried two of the following alternative drugs: 

SSRIs (selective serotonin reuptake inhibitors), SNRIs (serotonin-

norepinephrine reuptake inhibitors), bupropion, mirtazapine, or trazodone 

AND 2) The patient experienced an inadequate treatment response OR 

intolerance to two of the following alternative drugs: SSRIs (selective 

serotonin reuptake inhibitors), SNRIs (serotonin-norepinephrine reuptake 

inhibitors), bupropion, mirtazapine, or trazodone. For all indications: 1) 

Prescriber must acknowledge that the benefit of therapy with this prescribed 

medication outweighs the potential risks for this patient, AND 2) If the patient 

is taking one or more additional anticholinergic medications (e.g., oxybutynin, 

meclizine, paroxetine, amitriptyline, dicyclomine, cyclobenzaprine) with the 

requested drug, the prescriber has determined that taking multiple 

anticholinergic medications is medically necessary for the patient [Note: Use 

of multiple anticholinergic medications in older adults is associated with an 

increased risk of cognitive decline.]. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. (The 

use of this medication is potentially inappropriate in older adults, meaning it is 

best avoided, prescribed at reduced dosage, or used with caution or carefully 

monitored.) 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group HRM-ANTICONVULSANTS 

Drug Names PHENOBARBITAL, PHENOBARBITAL SODIUM 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Epilepsy 

Exclusion Criteria - 

Required Medical Information Prescriber must acknowledge that the benefit of therapy with this prescribed 

medication outweighs the potential risks for this patient. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. (The 

use of this medication is potentially inappropriate in older adults, meaning it is 

best avoided, prescribed at reduced dosage, or used with caution or carefully 

monitored.) 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group HRM-ANTIPARKINSON 

Drug Names BENZTROPINE MESYLATE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information EPS (extrapyramidal symptoms): 1) The patient has not tried the non-HRM 

alternative drug amantadine AND 2) The patient has a contraindication to the 

non-HRM alternative drug amantadine OR 3) The patient has tried the non-

HRM alternative drug amantadine AND 4) The patient experienced an 

inadequate treatment response OR intolerance to the non-HRM alternative 

drug amantadine. Parkinson's: 1) The patient has tried two of the following 

non-HRM alternative drugs: amantadine, carbidopa/levodopa, pramipexole, or 

ropinirole AND 2) The patient experienced an inadequate treatment response 

OR intolerance to two of the following non-HRM alternative drugs: 

amantadine, carbidopa/levodopa, pramipexole, or ropinirole. For all 

indications: 1) Prescriber must acknowledge that the benefit of therapy with 

this prescribed medication outweighs the potential risks for this patient, AND 

2) If the patient is taking one or more additional anticholinergic medications 

(e.g., oxybutynin, meclizine, paroxetine, amitriptyline, dicyclomine, 

cyclobenzaprine) with the requested drug, the prescriber has determined that 

taking multiple anticholinergic medications is medically necessary for the 

patient [Note: Use of multiple anticholinergic medications in older adults is 

associated with an increased risk of cognitive decline.]. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. (The 

use of this medication is potentially inappropriate in older adults, meaning it is 

best avoided, prescribed at reduced dosage, or used with caution or carefully 

monitored.) 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group HRM-CYPROHEPTADINE 

Drug Names CYPROHEPTADINE HCL, CYPROHEPTADINE HYDROCHLOR 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Pruritus, spasticity due to spinal cord injury 

Exclusion Criteria - 

Required Medical Information For rhinitis: 1) The patient has tried two of the following non-HRM alternative 

drugs: levocetirizine, azelastine nasal, fluticasone nasal, or flunisolide nasal 

AND 2) The patient experienced an inadequate treatment response OR 

intolerance to two of the following non-HRM alternative drugs: levocetirizine, 

azelastine nasal, fluticasone nasal, or flunisolide nasal. For all indications: 1) 

Prescriber must acknowledge that the benefit of therapy with this prescribed 

medication outweighs the potential risks for this patient, AND 2) If the patient 

is taking one or more additional anticholinergic medications (e.g., oxybutynin, 

meclizine, paroxetine, amitriptyline, dicyclomine, cyclobenzaprine) with the 

requested drug, the prescriber has determined that taking multiple 

anticholinergic medications is medically necessary for the patient [Note: Use 

of multiple anticholinergic medications in older adults is associated with an 

increased risk of cognitive decline.]. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 3 months 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. (The 

use of this medication is potentially inappropriate in older adults, meaning it is 

best avoided, prescribed at reduced dosage, or used with caution or carefully 

monitored.). Prior Authorization applies to greater than cumulative 30 days of 

therapy per year. 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group HRM-DOXEPIN 

Drug Names DOXEPIN HCL, DOXEPIN HYDROCHLORIDE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For depression: 1) The patient tried two of the following alternative drugs: 

SSRIs (selective serotonin reuptake inhibitors), SNRIs (serotonin-

norepinephrine reuptake inhibitors), bupropion, mirtazapine, or trazodone 

AND 2) The patient experienced an inadequate treatment response OR 

intolerance to two of the following alternative drugs: SSRIs (selective 

serotonin reuptake inhibitors), SNRIs (serotonin-norepinephrine reuptake 

inhibitors), bupropion, mirtazapine, or trazodone. For anxiety: 1) The patient 

has tried two of the following alternative drugs: buspirone, duloxetine, 

escitalopram, sertraline, or venlafaxine extended-release AND 2) The patient 

experienced an inadequate treatment response OR intolerance to two of the 

following alternative drugs: buspirone, duloxetine, escitalopram, sertraline, or 

venlafaxine extended-release. For all indications: 1) Prescriber must 

acknowledge that the benefit of therapy with this prescribed medication 

outweighs the potential risks for this patient, AND 2) If the patient is taking 

one or more additional anticholinergic medications (e.g., oxybutynin, 

meclizine, paroxetine, amitriptyline, dicyclomine, cyclobenzaprine) with the 

requested drug, the prescriber has determined that taking multiple 

anticholinergic medications is medically necessary for the patient [Note: Use 

of multiple anticholinergic medications in older adults is associated with an 

increased risk of cognitive decline.]. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. (The 

use of this medication is potentially inappropriate in older adults, meaning it is 

best avoided, prescribed at reduced dosage, or used with caution or carefully 

monitored.) 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group HRM-GUANFACINE ER 

Drug Names GUANFACINE HYDROCHLORIDE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information Prescriber must acknowledge that the benefit of therapy with this prescribed 

medication outweighs the potential risks for this patient. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. (The 

use of this medication is potentially inappropriate in older adults, meaning it is 

best avoided, prescribed at reduced dosage, or used with caution or carefully 

monitored.) 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group HRM-GUANFACINE IR 

Drug Names GUANFACINE HYDROCHLORIDE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information Prescriber must acknowledge that the benefit of therapy with this prescribed 

medication outweighs the potential risks for this patient. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. (The 

use of this medication is potentially inappropriate in older adults, meaning it is 

best avoided, prescribed at reduced dosage, or used with caution or carefully 

monitored.) 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group HRM-HYDROXYZINE 

Drug Names HYDROXYZINE HCL, HYDROXYZINE HYDROCHLORIDE, 

HYDROXYZINE PAMOATE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

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

buspirone, duloxetine, escitalopram, sertraline, or venlafaxine extended-release 

AND 2) The patient experienced an inadequate treatment response OR 

intolerance to two of the following alternative drugs: buspirone, duloxetine, 

escitalopram, sertraline, or venlafaxine extended-release OR 3) The patient has 

not tried two of the following alternative drugs: buspirone, duloxetine, 

escitalopram, sertraline or venlafaxine extended-release AND 4) The patient 

has acute anxiety. For all indications: 1) Prescriber must acknowledge that the 

benefit of therapy with this prescribed medication outweighs the potential risks 

for this patient. AND 2) If the patient is taking one or more additional 

anticholinergic medications (e.g., oxybutynin, meclizine, paroxetine, 

amitriptyline, dicyclomine, cyclobenzaprine) with the requested drug, the 

prescriber has determined that taking multiple anticholinergic medications is 

medically necessary for the patient [Note: Use of multiple anticholinergic 

medications in older adults is associated with an increased risk of cognitive 

decline.]. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 3 months 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. (The 

use of this medication is potentially inappropriate in older adults, meaning it is 

best avoided, prescribed at reduced dosage, or used with caution or carefully 

monitored.). Prior authorization applies to greater than cumulative 30 days of 

therapy per year. 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group HRM-HYDROXYZINE INJ 

Drug Names HYDROXYZINE HCL, HYDROXYZINE HYDROCHLORIDE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information Prescriber must acknowledge that the benefit of therapy with this prescribed 

medication outweighs the potential risks for this patient. For Alcohol 

Withdrawal Syndrome: 1) The patient has not tried one of the following 

alternative drugs: clorazepate or lorazepam AND 2) The patient has a 

contraindication to one of the following alternative drugs: clorazepate or 

lorazepam OR 3) The patient has tried one of the following alternative drugs: 

clorazepate or lorazepam AND 4) The patient experienced an inadequate 

treatment response OR intolerance to one of the following alternative drugs: 

clorazepate or lorazepam. For anxiety: 1) The patient has tried two of the 

following alternative drugs: buspirone, duloxetine, escitalopram, sertraline or 

venlafaxine extended-release AND 2) The patient experienced an inadequate 

treatment response OR intolerance to two of the following alternative drugs: 

buspirone, duloxetine, escitalopram, sertraline or venlafaxine extended-release 

OR 3) The patient has not tried two of the following alternative drugs: 

buspirone, duloxetine, escitalopram, sertraline or venlafaxine extended-release 

AND 4) The patient has acute anxiety. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. (The 

use of this medication is potentially inappropriate in older adults, meaning it is 

best avoided, prescribed at reduced dosage, or used with caution or carefully 

monitored.) 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group HRM-HYPNOTICS 

Drug Names ZOLPIDEM TARTRATE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For insomnia: 1) The patient meets one of the following: a) the patient has a 

contraindication to the non-HRM (non-High Risk Medication) alternative 

drugs doxepin (3 mg or 6 mg) and ramelteon OR b) The patient has tried one 

of the following non-HRM (non-High Risk Medication) alternative drugs: 

doxepin (3 mg or 6 mg) or ramelteon AND the patient experienced an 

inadequate treatment response OR intolerance to one of the following non-

HRM (non-High Risk Medication) alternative drugs: doxepin (3 mg or 6 mg) 

or ramelteon AND 2) Prescriber must acknowledge that the benefit of therapy 

with this prescribed medication outweighs the potential risks for this patient 

AND 3) If the patient is using two or more additional central nervous system 

(CNS) active medications (e.g., lorazepam, quetiapine, sertraline, clonazepam, 

escitalopram, alprazolam) with the requested drug, the prescriber has 

determined that taking multiple central nervous system (CNS) active 

medications is medically necessary for the patient [Note: Use of multiple 

central nervous system (CNS) active medications in older adults is associated 

with an increased risk of falls.]. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. (The 

use of this medication is potentially inappropriate in older adults, meaning it is 

best avoided, prescribed at reduced dosage, or used with caution or carefully 

monitored.) Prior authorization applies to greater than cumulative 90 days of 

therapy per year. 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group HRM-MECLIZINE 

Drug Names MECLIZINE HCL 

PA Indication Indicator All Medically-accepted Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For all indications: 1) Prescriber must acknowledge that the benefit of therapy 

with this prescribed medication outweighs the potential risks for this patient, 

AND 2) If the patient is taking one or more additional anticholinergic 

medications (e.g., oxybutynin, meclizine, paroxetine, amitriptyline, 

dicyclomine, cyclobenzaprine) with the requested drug, the prescriber has 

determined that taking multiple anticholinergic medications is medically 

necessary for the patient [Note: Use of multiple anticholinergic medications in 

older adults is associated with an increased risk of cognitive decline.]. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 3 months 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. (The 

use of this medication is potentially inappropriate in older adults, meaning it is 

best avoided, prescribed at reduced dosage, or used with caution or carefully 

monitored.) Prior authorization applies to greater than cumulative 30 days of 

therapy per year. 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group HRM-PROMETHAZINE 

Drug Names PROMETHAZINE HCL, PROMETHAZINE HYDROCHLORID 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For rhinitis: 1) The patient has tried two of the following non-HRM alternative 

drugs: levocetirizine, azelastine nasal, fluticasone nasal, or flunisolide nasal 

AND 2) The patient experienced an inadequate treatment response OR 

intolerance to two of the following non-HRM alternative drugs: levocetirizine, 

azelastine nasal, fluticasone nasal, or flunisolide nasal. For all indications: 1) 

Prescriber must acknowledge that the benefit of therapy with this prescribed 

medication outweighs the potential risks for this patient, AND 2) If the patient 

is taking one or more additional anticholinergic medications (e.g., oxybutynin, 

meclizine, paroxetine, amitriptyline, dicyclomine, cyclobenzaprine) with the 

requested drug, the prescriber has determined that taking multiple 

anticholinergic medications is medically necessary for the patient [Note: Use 

of multiple anticholinergic medications in older adults is associated with an 

increased risk of cognitive decline.]. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 3 months 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. (The 

use of this medication is potentially inappropriate in older adults, meaning it is 

best avoided, prescribed at reduced dosage, or used with caution or carefully 

monitored.). Prior authorization applies to greater than cumulative 30 days of 

therapy per year. 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group HRM-SKELETAL MUSCLE RELAXANTS 

Drug Names CARISOPRODOL, CYCLOBENZAPRINE HYDROCHLO, 

METHOCARBAMOL 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information 1) Prescriber must acknowledge that the benefit of therapy with this prescribed 

medication outweighs the potential risks for this patient AND 2) If the patient 

is using one or more additional anticholinergic medications (e.g., oxybutynin, 

meclizine, paroxetine, amitriptyline, dicyclomine, hydroxyzine) with the 

requested drug, the prescriber has determined that taking multiple 

anticholinergic medications is medically necessary for the patient [Note: Use 

of multiple anticholinergic medications in older adults is associated with an 

increased risk of cognitive decline.]. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 3 months 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. (The 

use of this medication is potentially inappropriate in older adults, meaning it is 

best avoided, prescribed at reduced dosage, or used with caution or carefully 

monitored.) Prior authorization applies to greater than cumulative 90 days of 

therapy per year. 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group HRM-TCA NEUROPATHIC PAIN 

Drug Names DESIPRAMINE HYDROCHLORIDE, IMIPRAMINE HCL, IMIPRAMINE 

HYDROCHLORIDE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Neuropathic pain 

Exclusion Criteria - 

Required Medical Information For depression: 1) The patient tried two of the following alternative drugs: 

SSRIs (selective serotonin reuptake inhibitors), SNRIs (serotonin-

norepinephrine reuptake inhibitors), bupropion, mirtazapine, or trazodone 

AND 2) The patient experienced an inadequate treatment response OR 

intolerance to two of the following alternative drugs: SSRIs (selective 

serotonin reuptake inhibitors), SNRIs (serotonin-norepinephrine reuptake 

inhibitors), bupropion, mirtazapine, or trazodone. For all indications: 1) 

Prescriber must acknowledge that the benefit of therapy with this prescribed 

medication outweighs the potential risks for this patient, AND 2) If the patient 

is taking one or more additional anticholinergic medications (e.g., oxybutynin, 

meclizine, paroxetine, amitriptyline, dicyclomine, cyclobenzaprine) with the 

requested drug, the prescriber has determined that taking multiple 

anticholinergic medications is medically necessary for the patient [Note: Use 

of multiple anticholinergic medications in older adults is associated with an 

increased risk of cognitive decline.]. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. (The 

use of this medication is potentially inappropriate in older adults, meaning it is 

best avoided, prescribed at reduced dosage, or used with caution or carefully 

monitored.) 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group HUMIRA 

Drug Names HUMIRA, HUMIRA PEN, HUMIRA PEN-CD/UC/HS START, HUMIRA 

PEN-PS/UV STARTER 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Non-radiographic axial spondyloarthritis, Behcet's disease 

Exclusion Criteria - 

Required Medical Information For moderately to severely active rheumatoid arthritis (new starts only): 1) 

patient (pt) has experienced an inadequate treatment response, intolerance, or 

has a contraindication to methotrexate (MTX) OR 2) pt has experienced an 

inadequate treatment response or intolerance to a prior biologic disease-

modifying antirheumatic drug (DMARD) or a targeted synthetic DMARD. For 

active ankylosing spondylitis and non-radiographic axial spondyloarthritis 

(new starts only): 1) pt has experienced an inadequate treatment response or 

intolerance to a non-steroidal anti-inflammatory drug (NSAID) OR 2) pt has a 

contraindication that would prohibit a trial of NSAIDs. For moderate to severe 

plaque psoriasis (new starts): 1) Crucial body areas (e.g., hands, feet, face, 

scalp, neck, genitals/groin, intertriginous areas) are affected at the time of 

diagnosis OR 2) patient has severe psoriasis that warrants a biologic as first-

line therapy (i.e., at least 10% of the body surface area is affected) OR 3) at 

least 3% of body surface area (BSA) is affected and patient meets either of the 

following: a) patient has experienced an inadequate treatment response or 

intolerance to either phototherapy (e.g., UVB, PUVA) or pharmacologic 

treatment with methotrexate, cyclosporine, or acitretin, b) pharmacologic 

treatment with methotrexate, cyclosporine, or acitretin is contraindicated. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria For non-infectious intermediate, posterior and panuveitis (new starts only): 1) 

pt has experienced an inadequate treatment response or intolerance to a 

corticosteroid OR 2) pt has a contraindication that would prohibit a trial of 

corticosteroids. 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group IBRANCE - PENDING CMS REVIEW 

Drug Names IBRANCE 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 

 

Prior Authorization Group IBTROZI - PENDING CMS REVIEW 

Drug Names IBTROZI 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 

 



Y0050_26_10209_CTPharmUpdWeb_C 

Updated 10/15/2025 

 

Prior Authorization Group ICATIBANT 

Drug Names ICATIBANT ACETATE, SAJAZIR 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For the treatment of acute angioedema attacks due to hereditary angioedema 

(HAE): 1) the patient has HAE with C1 inhibitor deficiency or dysfunction 

confirmed by laboratory testing OR 2) the patient has HAE with normal C1 

inhibitor confirmed by laboratory testing and one of the following: a) the 

patient tested positive for an F12, angiopoietin-1, plasminogen, kininogen-1 

(KNG1), heparan sulfate-glucosamine 3-O-sulfotransferase 6 (HS3ST6), or 

myoferlin (MYOF) gene mutation, b) the patient has a family history of 

angioedema and the angioedema was refractory to a trial of high-dose 

antihistamine therapy for at least one month. 

Age Restrictions 18 years of age or older 

Prescriber Restrictions Prescribed by or in consultation with an immunologist, allergist, or 

rheumatologist 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group ICLUSIG 

Drug Names ICLUSIG 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Myeloid and/or lymphoid neoplasms with eosinophilia and FGFR1 or ABL1 

rearrangement in the chronic phase or blast phase, Gastrointestinal Stromal 

Tumors 

Exclusion Criteria - 

Required Medical Information For chronic myeloid leukemia (CML), including patients who have received a 

hematopoietic stem cell transplant: 1) Patient has accelerated or blast phase 

CML and no other kinase inhibitor is indicated, OR 2) Patient has chronic 

phase CML and has experienced resistance or intolerance to at least 2 prior 

kinase inhibitors AND at least one of those was imatinib, dasatinib, or 

nilotinib, OR 3) Patient is positive for the T315I mutation, OR 4) Patient has 

no identifiable BCR-ABL1 mutation and resistance to primary therapy with 

imatinib, bosutinib, dasatinib, or nilotinib. For acute lymphoblastic leukemia 

(ALL), including patients who have received a hematopoietic stem cell 

transplant: Diagnosis was confirmed by detection of the Philadelphia 

chromosome or BCR-ABL gene. For gastrointestinal stromal tumors (GIST): 

1) Disease meets any of the following: A) residual, B) unresectable, C) 

recurrent, D) metastatic/tumor rupture, AND 2) Disease has progressed after 

use of at least two Food and Drug Administration (FDA) approved therapies 

(e.g., imatinib, sunitinib, regorafenib, ripretinib). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group IDHIFA 

Drug Names IDHIFA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Newly-diagnosed acute myeloid leukemia 

Exclusion Criteria - 

Required Medical Information For acute myeloid leukemia (AML) with an isocitrate dehydrogenase-2 (IDH2) 

mutation: 1) patient has newly-diagnosed AML and is not a candidate for or 

declines intensive induction therapy, OR 2) the requested drug will be used as 

post-induction therapy following response to induction therapy with the 

requested drug, OR 3) patient has relapsed or refractory AML, OR 4) the 

requested drug will be used as consolidation therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group IMATINIB - PENDING CMS REVIEW 

Drug Names IMATINIB MESYLATE 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 
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Prior Authorization Group IMBRUVICA 

Drug Names IMBRUVICA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Hairy cell leukemia, lymphoplasmacytic lymphoma, primary central nervous 

system (CNS) lymphoma, human immunodeficiency virus (HIV)-related B-

cell lymphoma, diffuse large B-cell lymphoma, post-transplant 

lymphoproliferative disorders, high-grade B-cell lymphoma, mantle cell 

lymphoma, marginal zone lymphoma (including extranodal marginal zone 

lymphoma of the stomach, extranodal marginal zone lymphoma of nongastric 

sites, nodal marginal zone lymphoma, splenic marginal zone lymphoma), brain 

metastases in lymphoma 

Exclusion Criteria - 

Required Medical Information For mantle cell lymphoma: 1) the requested drug will be used as subsequent 

therapy OR 2) the requested drug will be used in combination with rituximab 

as pretreatment to induction therapy with RHyperCVAD (rituximab, 

cyclophosphamide, vincristine, doxorubicin, and dexamethasone) regimen, OR 

3) the requested drug will be used as aggressive induction therapy. For 

marginal zone lymphoma (including extranodal marginal zone lymphoma of 

the stomach, extranodal marginal zone lymphoma of nongastric sites, nodal 

marginal zone lymphoma, and splenic marginal zone lymphoma): the 

requested drug will be used as second-line or subsequent therapy. For hairy 

cell leukemia: the requested drug will be used as a single agent for disease 

progression. For primary CNS lymphoma: 1) the disease is relapsed or 

refractory OR 2) the requested drug is used for induction therapy as a single 

agent. For diffuse large B-cell lymphoma, high-grade B-cell lymphoma, 

human immunodeficiency virus (HIV)-related B-cell lymphoma: The 

requested drug will be used as a single agent and as second-line or subsequent 

therapy for relapsed or refractory disease. For post-transplant 

lymphoproliferative disorders: the requested drug will be used in patients who 

have received prior chemoimmunotherapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group IMKELDI 

Drug Names IMKELDI 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent chordoma, cutaneous melanoma, Kaposi sarcoma 

Exclusion Criteria - 

Required Medical Information For all indications: The patient is unable to use imatinib tablets. For chronic 

myeloid leukemia (CML) or Philadelphia chromosome positive acute 

lymphoblastic leukemia (Ph+ ALL), including patients who have received a 

hematopoietic stem cell transplant: Diagnosis was confirmed by detection of 

the Philadelphia chromosome or BCR-ABL gene. For CML: Patient did not 

fail (excluding failure due to intolerance) prior therapy with a tyrosine kinase 

inhibitor. For cutaneous melanoma: 1) Disease is metastatic or unresectable 

AND 2) Disease is positive for c-KIT activating mutations AND 3) Requested 

medication will be used as subsequent therapy AND 4) Patient has had disease 

progression, intolerance, or risk of progression with BRAF-targeted therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group IMPAVIDO 

Drug Names IMPAVIDO 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria Pregnancy. Sjogren-Larsson-Syndrome. 

Required Medical Information - 

Age Restrictions 12 years of age or older 

Prescriber Restrictions - 

Coverage Duration 28 days 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group INBRIJA 

Drug Names INBRIJA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For initial treatment of off episodes in Parkinson's disease: 1) The patient is 

currently being treated with oral carbidopa/levodopa, AND 2) The patient does 

not have any of the following: asthma, chronic obstructive pulmonary disease 

(COPD), or other chronic underlying lung disease. For continuation treatment 

of off episodes in Parkinson's disease: The patient is experiencing 

improvement on the requested drug. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group INCRELEX 

Drug Names INCRELEX 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria Pediatric patients with closed epiphyses 

Required Medical Information For growth failure due to severe primary insulin-like growth factor-1 (IGF-1) 

deficiency or growth hormone (GH) gene deletion in patients who have 

developed neutralizing antibodies to GH, patient meets all of the following 

prior to beginning therapy with the requested drug (new starts only): 1) height 

3 or more standard deviations (SD) below the mean for children of the same 

age and gender AND 2) basal IGF-1 level 3 or more SD below the mean for 

children of the same age and gender AND 3) provocative growth hormone test 

showing a normal or elevated growth hormone level. For growth failure due to 

severe primary IGF-1 deficiency or GH gene deletion in patients who have 

developed neutralizing antibodies to GH, continuation of therapy: patient is 

experiencing improvement. 

Age Restrictions 2 years of age or older 

Prescriber Restrictions Prescribed by or in consultation with an endocrinologist 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group INLYTA 

Drug Names INLYTA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Thyroid carcinoma (papillary, oncocytic, or follicular), alveolar soft part 

sarcoma 

Exclusion Criteria - 

Required Medical Information For renal cell carcinoma: the disease is advanced, relapsed, or Stage IV. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group INQOVI 

Drug Names INQOVI 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group INREBIC 

Drug Names INREBIC 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Myeloid, lymphoid, or mixed lineage neoplasms with eosinophilia and janus 

kinase 2 (JAK2) rearrangement, accelerated or blast phase myeloproliferative 

neoplasms 

Exclusion Criteria - 

Required Medical Information For myeloid, lymphoid, or mixed lineage neoplasms with eosinophilia and 

JAK2 rearrangement: the disease is in chronic or blast phase. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group INSULIN SUPPLIES 

Drug Names - 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information The requested product is being used with insulin. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group IR BEFORE ER 

Drug Names HYDROCODONE BITARTRATE ER, METHADONE HCL, METHADONE 

HYDROCHLORIDE I, MORPHINE SULFATE ER, OXYCONTIN 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information The requested drug is being prescribed for pain associated with cancer, sickle 

cell disease, a terminal condition, or pain being managed through palliative 

care OR the patient meets all of the following: 1) The requested drug is being 

prescribed for pain severe and persistent enough to require an extended 

treatment period with a daily opioid analgesic in a patient who has been taking 

an opioid AND 2) The patient can safely take the requested dose based on their 

history of opioid use [Note: This drug should be prescribed only by healthcare 

professionals who are knowledgeable in the use of potent opioids for the 

management of chronic pain.] AND 3) The patient has been evaluated and the 

patient will be monitored for the development of opioid use disorder AND 4) 

This request is for continuation of therapy for a patient who has been receiving 

an extended-release opioid agent for at least 30 days OR the patient has taken 

an immediate-release opioid for at least one week. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group IRESSA 

Drug Names GEFITINIB 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Sensitizing epidermal growth factor receptor (EGFR) mutation-positive 

recurrent non-small cell lung cancer (NSCLC) 

Exclusion Criteria - 

Required Medical Information For non-small cell lung cancer (NSCLC): 1) the disease is recurrent, advanced, 

or metastatic, AND 2) the patient has sensitizing epidermal growth factor 

receptor (EGFR) mutation-positive disease. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group ISOTRETINOIN 

Drug Names ACCUTANE, AMNESTEEM, CLARAVIS, ISOTRETINOIN, ZENATANE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Severe acne vulgaris, severe refractory rosacea, neuroblastoma, cutaneous T-

cell lymphoma (CTCL) (e.g., mycosis fungoides, Sezary syndrome), high risk 

for developing skin cancer (squamous cell cancers), transient acantholytic 

dermatosis (Grover's Disease), keratosis follicularis (Darier Disease), lamellar 

ichthyosis, pityriasis rubra pilaris 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group ITOVEBI - PENDING CMS REVIEW 

Drug Names ITOVEBI 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 

 

Prior Authorization Group IVERMECTIN TAB 

Drug Names IVERMECTIN 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Ascariasis, Cutaneous larva migrans, Mansonelliasis, Scabies, 

Gnathostomiasis, Pediculosis 

Exclusion Criteria - 

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

coronavirus disease 2019 (COVID-19). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 1 month 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group IVIG 

Drug Names ALYGLO, BIVIGAM, FLEBOGAMMA DIF, GAMMAGARD LIQUID, 

GAMMAGARD S/D IGA LESS TH, GAMMAKED, GAMMAPLEX, 

GAMUNEX-C, OCTAGAM, PANZYGA, PRIVIGEN 

PA Indication Indicator All Medically-accepted Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For B-cell chronic lymphocytic leukemia (CLL): 1) serum IgG less than 500 

mg/dL OR 2) a history of recurrent bacterial infections. For bone marrow 

transplant/hematopoietic stem cell transplant (BMT/HSCT): 1) IVIG is 

requested within the first 100 days post-transplant OR 2) serum IgG less than 

400 mg/dL. For pediatric human immunodeficiency virus (HIV) infection: 1) 

serum IgG less than 400 mg/dL OR 2) history of recurrent bacterial infections. 

For dermatomyositis and polymyositis: 1) at least one standard first-line 

treatment (corticosteroid or immunosuppressant) has been tried but was 

unsuccessful or not tolerated OR 2) patient is unable to receive standard 

therapy because of a contraindication or other clinical reason. For pure red cell 

aplasia (PRCA): PRCA is secondary to parvovirus B19 infection. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria Coverage under Part D will be denied if coverage is available under Part A or 

Part B as the medication is prescribed and dispensed or administered for the 

individual. 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group IWILFIN 

Drug Names IWILFIN 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group JAKAFI 

Drug Names JAKAFI 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Lower-risk myelofibrosis, accelerated or blast phase myeloproliferative 

neoplasms, acute lymphoblastic leukemia (ALL), chronic myelomonocytic 

leukemia (CMML)-2, myelodysplastic syndrome/myeloproliferative neoplasm 

(MDS/MPN) with neutrophilia, essential thrombocythemia, myeloid, lymphoid 

or mixed lineage neoplasms with eosinophilia and JAK2 rearrangement, T-cell 

prolymphocytic leukemia, T-cell large granular lymphocytic leukemia 

Exclusion Criteria - 

Required Medical Information For polycythemia vera: 1) patient has an inadequate response, intolerance, or 

resistance to hydroxyurea AND 2) patient meets ONE of the following: a) 

patient has an inadequate response or intolerance to Besremi (ropeginterferon 

alfa-2b-njft), OR b) patient has high risk disease. For acute lymphoblastic 

leukemia: patient has a cytokine receptor-like factor 2 (CRLF2) mutation or a 

mutation associated with activation of the Janus kinase/signal transducers and 

activators of transcription (JAK/STAT) pathway. For CMML-2: the requested 

drug is used in combination with a hypomethylating agent. For 

myelodysplastic syndrome/myeloproliferative neoplasm (MDS/MPN) with 

neutrophilia: the requested drug is used as a single agent or in combination 

with a hypomethylating agent. For essential thrombocythemia: patient had an 

inadequate response or loss of response to hydroxyurea, interferon therapy, or 

anagrelide. For myeloid, lymphoid, or mixed lineage neoplasms with 

eosinophilia and JAK2 rearrangement: the disease is in chronic or blast phase. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 



Y0050_26_10209_CTPharmUpdWeb_C 

Updated 10/15/2025 

 

Prior Authorization Group JAYPIRCA 

Drug Names JAYPIRCA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Marginal zone lymphoma (including extranodal marginal zone lymphoma of 

the stomach, extranodal marginal zone lymphoma of nongastric sites, nodal 

marginal zone lymphoma, splenic marginal zone lymphoma) 

Exclusion Criteria - 

Required Medical Information For chronic lymphocytic leukemia/small lymphocytic lymphoma (CLL/SLL): 

The patient meets both of the following: 1) The patient has received prior 

treatment with a Bruton Tyrosine Kinase (BTK) inhibitor, for example 

Calquence (acalabrutinib), AND 2) The patient has received prior treatment 

with a B-cell lymphoma 2 (BCL-2) inhibitor. For mantle cell lymphoma: the 

patient has received prior treatment for a BTK inhibitor, for example 

Calquence (acalabrutinib). For marginal zone lymphoma (MZL): the patient 

has received a covalent Bruton Tyrosine Kinase (BTK) inhibitor, for example, 

Calquence (acalabrutinib). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group JYNARQUE 

Drug Names TOLVAPTAN 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group KALYDECO 

Drug Names KALYDECO 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For cystic fibrosis: the requested drug will not be used in combination with 

other CFTR (cystic fibrosis transmembrane conductance regulator) 

potentiating agents (e.g., ivacaftor, deutivacaftor). 

Age Restrictions 1 month of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group KANJINTI  

Drug Names KANJINTI 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Neoadjuvant treatment for human epidermal growth factor receptor 2 (HER2)-

positive breast cancer, recurrent or advanced unresectable HER2-positive 

breast cancer, leptomeningeal metastases from HER2-positive breast cancer, 

brain metastases from HER2-positive breast cancer, HER2-positive esophageal 

and esophagogastric junction adenocarcinoma, HER2-positive advanced, 

recurrent, or metastatic uterine serous carcinoma, HER2-amplified and RAS 

and BRAF wild-type colorectal cancer (including appendiceal 

adenocarcinoma), HER2-positive recurrent salivary gland tumor, HER2-

positive unresectable or metastatic hepatobiliary carcinoma (gallbladder 

cancer, intrahepatic cholangiocarcinoma, extrahepatic cholangiocarcinoma), 

HER2 overexpression positive locally advanced, unresectable, or recurrent 

gastric adenocarcinoma, HER2-positive endometrial cancer 

Exclusion Criteria - 

Required Medical Information All indications: the patient had an intolerable adverse event to Trazimera and 

that adverse event was NOT attributed to the active ingredient as described in 

the prescribing information. For colorectal cancer (including appendiceal 

adenocarcinoma): 1) the disease is HER2-amplified and RAS and BRAF wild-

type and 2) the requested drug is used in combination with pertuzumab, 

tucatinib or lapatinib and 3) the patient has not had previous treatment with a 

HER2 inhibitor OR 4) the patient has metachronous metastases. For 

hepatobiliary carcinoma: 1) the disease is HER2-positive AND 2) the 

requested drug is used in combination with pertuzumab or tucatinib. For 

endometrial cancer: 1) the disease is HER2-positive AND 2) the requested 

drug is used in combination with paclitaxel and continued as a single agent for 

maintenance therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria Coverage under Part D will be denied if coverage is available under Part A or 

Part B as the medication is prescribed and dispensed or administered for the 

individual. 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group KESIMPTA 

Drug Names KESIMPTA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group KETOCONAZOLE 

Drug Names KETOCONAZOLE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Cushing's syndrome 

Exclusion Criteria Acute or chronic liver disease. Concurrent use with drugs that are 

contraindicated with ketoconazole tablets: dofetilide, quinidine, pimozide, 

cisapride, methadone, disopyramide, dronedarone, ranolazine, ergot alkaloids, 

irinotecan, lurasidone, oral midazolam, alprazolam, triazolam, felodipine, 

nisoldipine, tolvaptan, eplerenone, lovastatin, simvastatin, or colchicine. 

Required Medical Information The potential benefits outweigh the risks of treatment with oral ketoconazole. 

For systemic fungal infections, the patient has any of the following diagnoses: 

blastomycosis, coccidioidomycosis, histoplasmosis, chromomycosis, or 

paracoccidioidomycosis. For Cushing's syndrome: the requested drug is being 

prescribed for a patient who cannot tolerate surgery or where surgery has not 

been curative. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 6 months 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group KEYTRUDA 

Drug Names KEYTRUDA 

PA Indication Indicator All Medically-accepted Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group KINERET 

Drug Names KINERET 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Systemic juvenile idiopathic arthritis, adult-onset Still's disease, multicentric 

Castleman's disease, Schnitzler syndrome, Erdheim-Chester disease. 

Exclusion Criteria - 

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

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

contraindication to two of the following products: Enbrel (etanercept), 

Hadlima (adalimumab-bwwd), Humira (adalimumab), Rinvoq (upadacitinib), 

Tyenne (tocilizumab-aazg), Xeljanz (tofacitinib)/Xeljanz XR (tofacitinib-

extended release). For active systemic juvenile idiopathic arthritis (new starts 

only): The patient has experienced an inadequate treatment response, 

intolerance, or has a contraindication to Tyenne (tocilizumab-aazg). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group KISQALI 

Drug Names KISQALI, KISQALI FEMARA 400 DOSE, KISQALI FEMARA 600 DOSE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent hormone receptor-positive, human epidermal growth factor receptor 

2 (HER2)-negative breast cancer, in combination with an aromatase inhibitor, 

or fulvestrant. Endometrial cancer, in combination with letrozole, for estrogen 

receptor positive tumors 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group KORLYM 

Drug Names MIFEPRISTONE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions Prescribed by or in consultation with an endocrinologist 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group KOSELUGO 

Drug Names KOSELUGO 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses BRAF fusion or BRAF V600E activating mutation-positive recurrent or 

progressive circumscribed glioma, Langerhans cell histiocytosis 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions For neurofibromatosis type 1: 2 years of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group KRAZATI 

Drug Names KRAZATI 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent KRAS G12C-positive non-small cell lung cancer (NSCLC), Central 

nervous system (CNS) brain metastases from KRAS G12C-positive NSCLC, 

KRAS G12C-positive pancreatic adenocarcinoma, KRAS G12C-positive 

ampullary adenocarcinoma, KRAS G12C-positive appendiceal 

adenocarcinoma, KRAS G12C-positive Biliary Tract Cancer (intrahepatic 

cholangiocarcinoma, extrahepatic cholangiocarcinoma, gall bladder cancer) 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group LAPATINIB 

Drug Names LAPATINIB DITOSYLATE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Brain metastases from human epidermal growth factor receptor 2 (HER2)-

positive breast cancer, recurrent HER2-positive breast cancer, recurrent 

epidermal growth factor receptor (EGFR)-positive chordoma, HER2-amplified 

and RAS and BRAF wild-type colorectal cancer (including appendiceal 

adenocarcinoma) 

Exclusion Criteria - 

Required Medical Information For breast cancer, the patient meets all the following: a) the disease is 

recurrent, advanced, or metastatic (including brain metastases), b) the disease 

is human epidermal growth factor receptor 2 (HER2)-positive, c) the requested 

drug will be used in combination with any of the following: 1) aromatase 

inhibitor, 2) capecitabine, OR 3) trastuzumab. For colorectal cancer: 1) 

requested drug will be used in combination with trastuzumab and 2) patient has 

not had previous treatment with a HER2 inhibitor. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group LAZCLUZE 

Drug Names LAZCLUZE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group LENVIMA 

Drug Names LENVIMA 10 MG DAILY DOSE, LENVIMA 12MG DAILY DOSE, 

LENVIMA 14 MG DAILY DOSE, LENVIMA 18 MG DAILY DOSE, 

LENVIMA 20 MG DAILY DOSE, LENVIMA 24 MG DAILY DOSE, 

LENVIMA 4 MG DAILY DOSE, LENVIMA 8 MG DAILY DOSE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Medullary thyroid carcinoma, recurrent endometrial carcinoma, thymic 

carcinoma, unresectable or metastatic cutaneous melanoma. 

Exclusion Criteria - 

Required Medical Information For differentiated thyroid cancer (follicular, papillary, or oncocytic): disease is 

not amenable to radioactive iodine therapy and unresectable, locally recurrent, 

persistent, or metastatic. For hepatocellular carcinoma (HCC): disease is 

unresectable, extrahepatic/metastatic, or liver-confined. For renal cell 

carcinoma (RCC): the disease is advanced, relapsed, or stage IV. For 

endometrial carcinoma (EC), the patient meets ALL of the following: 1) The 

disease is advanced, recurrent, or metastatic, 2) The requested drug will be 

used in combination with pembrolizumab, 3) The patient experienced disease 

progression following prior systemic therapy. For anaplastic thyroid 

carcinoma, the patient meets ALL of the following: 1) The disease is 

metastatic, 2) The requested drug will be used in combination with 

pembrolizumab. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group LEUKERAN 

Drug Names LEUKERAN 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group LEUPROLIDE 

Drug Names LEUPROLIDE ACETATE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Use in combination with growth hormone for children with growth failure and 

advancing puberty, recurrent androgen receptor positive salivary gland tumors, 

central precocious puberty 

Exclusion Criteria - 

Required Medical Information For central precocious puberty (CPP): Patients not currently receiving therapy 

must meet all of the following criteria: 1) Diagnosis of CPP was confirmed by 

a pubertal response to a gonadotropin releasing hormone (GnRH) agonist test 

OR a pubertal level of a third generation luteinizing hormone (LH) assay, 2) 

Assessment of bone age versus chronological age supports the diagnosis of 

CPP, 3) The onset of secondary sexual characteristics occurred prior to 8 years 

of age for female patients OR prior to 9 years of age for male patients. 

Age Restrictions CPP: Patient must be less than 12 years old if female and less than 13 years old 

if male 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group LIDOCAINE PATCHES 

Drug Names LIDOCAINE, LIDOCAN, TRIDACAINE II 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Pain associated with diabetic neuropathy, pain associated with cancer-related 

neuropathy (including treatment-related neuropathy [e.g., neuropathy 

associated with radiation treatment or chemotherapy]). 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group LIVTENCITY 

Drug Names LIVTENCITY 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions 12 years of age or older 

Prescriber Restrictions Prescribed by or in consultation with an infectious disease specialist, transplant 

specialist, hematologist, or oncologist 

Coverage Duration 3 months 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group LONSURF - PENDING CMS REVIEW 

Drug Names LONSURF 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 
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Prior Authorization Group LORBRENA 

Drug Names LORBRENA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Anaplastic lymphoma kinase (ALK)-positive recurrent non-small cell lung 

cancer (NSCLC), proto-oncogene tyrosine-protein kinase ROS1 (ROS1) 

rearrangement-positive recurrent, advanced, or metastatic NSCLC, 

symptomatic or relapsed/refractory ALK-positive Erdheim-Chester Disease, 

inflammatory myofibroblastic tumor (IMT) with ALK translocation (including 

advanced, recurrent/metastatic, or inoperable uterine sarcoma for IMT with 

ALK translocation), central nervous system (CNS) brain metastases from ALK 

rearrangement-positive NSCLC, relapsed or refractory ALK-positive Diffuse 

Large B-Cell Lymphoma, relapsed or refractory ALK-positive Peripheral T-

Cell Lymphoma 

Exclusion Criteria - 

Required Medical Information For recurrent, advanced, or metastatic non-small cell lung cancer: 1) Disease is 

ALK-positive AND 2) the patient has experienced an inadequate treatment 

response, intolerance, or has a contraindication to one of the following 

products: Alecensa (alectinib) or Alunbrig (brigatinib) OR 3) Disease is 

positive for ROS1 rearrangement and the requested drug is being used 

following disease progression on one of the following: crizotinib, entrectinib, 

or ceritinib, or repotrectinib. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group LUMAKRAS 

Drug Names LUMAKRAS 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent KRAS G12C-positive non-small cell lung cancer (NSCLC), 

recurrent, locally advanced, or metastatic KRAS G12C-positive pancreatic 

adenocarcinoma, advanced or unresectable KRAS G12C-positive colorectal 

cancer (including appendiceal adenocarcinoma), progressive KRAS G12C-

positive ampullary adenocarcinoma 

Exclusion Criteria - 

Required Medical Information For non-small cell lung cancer (NSCLC): 1) the disease is recurrent, advanced, 

or metastatic, AND 2) the patient has KRAS G12C mutation-positive disease. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group LUMIZYME 

Drug Names LUMIZYME 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For Pompe disease: Diagnosis was confirmed by an enzyme assay 

demonstrating a deficiency of acid alpha-glucosidase (GAA) enzyme activity 

or by genetic testing. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group LUPRON PED 

Drug Names LUPRON DEPOT-PED (1-MONTH, LUPRON DEPOT-PED (3-MONTH, 

LUPRON DEPOT-PED (6-MONTH 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For central precocious puberty (CPP): Patients not currently receiving therapy 

must meet all of the following criteria: 1) Diagnosis of CPP was confirmed by 

a pubertal response to a gonadotropin releasing hormone (GnRH) agonist test 

OR a pubertal level of a third generation luteinizing hormone (LH) assay, 

AND 2) Assessment of bone age versus chronological age supports the 

diagnosis of CPP, AND 3) The onset of secondary sexual characteristics 

occurred prior to 8 years of age for female patients OR prior to 9 years of age 

for male patients. 

Age Restrictions CPP: Patient must be less than 12 years old if female and less than 13 years old 

if male 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group LUPRON-ENDOMETRIOSIS 

Drug Names LUPRON DEPOT (1-MONTH), LUPRON DEPOT (3-MONTH) 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Breast cancer, ovarian cancer/fallopian tube cancer/primary peritoneal cancer, 

androgen receptor positive recurrent salivary gland tumor 

Exclusion Criteria - 

Required Medical Information For retreatment of endometriosis, the requested drug is used in combination 

with norethindrone acetate. For uterine fibroids, patient must meet one of the 

following: 1) diagnosis of anemia (for example, hematocrit less than or equal 

to 30 percent and/or hemoglobin less than or equal to 10g/dL), OR 2) the 

requested medication will be used prior to surgery for uterine fibroids. For 

breast cancer, the requested drug is used for hormone receptor (HR)-positive 

disease. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Fibroids: 3 months (mo), max 6 mo total. Endometriosis: 6 mo, max 12 mo 

total. Others: Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group LYNPARZA - PENDING CMS REVIEW 

Drug Names LYNPARZA 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 

 

Prior Authorization Group LYTGOBI - PENDING CMS REVIEW 

Drug Names LYTGOBI 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 
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Prior Authorization Group MAVYRET 

Drug Names MAVYRET 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria Decompensated cirrhosis/moderate or severe hepatic impairment (Child 

Turcotte Pugh [CTP] class B or C). 

Required Medical Information For hepatitis C virus (HCV): Infection confirmed by presence of HCV RNA in 

the serum prior to starting treatment. Planned treatment regimen, genotype, 

prior treatment history, presence or absence of cirrhosis (compensated or 

decompensated [CTP class B or C]), presence or absence of human 

immunodeficiency virus (HIV) coinfection, presence or absence of resistance-

associated substitutions where applicable, transplantation status if applicable. 

Coverage conditions and specific durations of approval will be based on 

current American Association for the Study of Liver Diseases and Infectious 

Diseases Society of America (AASLD-IDSA) treatment guidelines. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Criteria will be applied consistent with current AASLD-IDSA guidance 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group MEGESTROL 

Drug Names MEGESTROL ACETATE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Cancer-related cachexia in adults 

Exclusion Criteria - 

Required Medical Information Patient has experienced an inadequate treatment response or intolerance to 

megestrol 40 milligrams per milliliter (40mg/mL) oral suspension. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group MEKINIST 

Drug Names MEKINIST 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Langerhans cell histiocytosis, Erdheim-Chester disease, Rosai-Dorfman 

disease, hairy cell leukemia. 

Exclusion Criteria - 

Required Medical Information For melanoma: 1) The tumor is positive for a BRAF mutation, AND 2) The 

requested drug will be used as a single agent or in combination with 

dabrafenib, AND 3) The requested drug will be used for either of the 

following: a) unresectable, limited resectable, or metastatic disease, b) 

adjuvant or neoadjuvant systemic therapy. For uveal melanoma: The requested 

drug will be used as a single agent. For ovarian cancer, fallopian tube cancer, 

and primary peritoneal cancer: The requested drug will be used to treat 

persistent or recurrent disease. For papillary, follicular, and oncocytic thyroid 

carcinoma: 1) The disease is positive for BRAF V600E mutation, AND 2) The 

disease is not amenable to radioactive iodine (RAI) therapy, AND 3) The 

requested drug will be used in combination with dabrafenib. For hairy cell 

leukemia: 1) the requested drug will be used in combination with dabrafenib, 

AND 2) the patient has not had previous treatment with BRAF inhibitor 

therapy. For solid tumors: 1) The tumor is positive for a BRAF V600E 

mutation, AND 2) The requested drug will be used in combination with 

dabrafenib. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group MEKTOVI 

Drug Names MEKTOVI 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Adjuvant or neoadjuvant systemic therapy for cutaneous melanoma, 

Langerhans Cell Histiocytosis, recurrent non-small cell lung cancer (NSCLC) 

Exclusion Criteria - 

Required Medical Information For melanoma: 1) The tumor is positive for BRAF V600 activating mutation 

(e.g., V600E or V600K), AND 2) The requested drug will be used in 

combination with encorafenib, AND 3) The requested drug will be used for 

either of the following: a) unresectable, limited resectable, or metastatic 

disease, b) adjuvant or neoadjuvant systemic therapy. For non-small cell lung 

cancer: 1) The tumor is positive for BRAF V600E mutation, AND 2) The 

requested drug will be used in combination with encorafenib, AND 3) The 

disease is advanced, recurrent, or metastatic. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group MEMANTINE 

Drug Names MEMANTINE HYDROCHLORIDE, MEMANTINE HYDROCHLORIDE E 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

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

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group MEPRON 

Drug Names ATOVAQUONE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Babesiosis, Toxoplasmosis, Pneumocystis jirovecii pneumonia prophylaxis in 

pediatric patients, mild-to-moderate Pneumocystis jirovecii pneumonia 

treatment in pediatric patients 

Exclusion Criteria - 

Required Medical Information For the treatment of mild-to-moderate Pneumocystis jiroveci pneumonia 

(PCP): the patient had an intolerance or has a contraindication to 

sulfamethoxazole/trimethoprim (SMX-TMP). For the prevention of PCP and 

primary toxoplasmosis prophylaxis indications: 1) the patient had an 

intolerance or has a contraindication to SMX-TMP, AND 2) the patient is 

immunocompromised. For secondary toxoplasmosis prophylaxis: the patient is 

immunocompromised. For babesiosis treatment: the requested drug is used 

concurrently with azithromycin. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Secondary toxoplasmosis prophylaxis: 6 months, All other indications: 3 

months 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group METHYLPHENIDATE 

Drug Names METHYLPHENIDATE HYDROCHLO 

PA Indication Indicator All Medically-accepted Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information 1) The patient has a diagnosis of Attention-Deficit Hyperactivity Disorder 

(ADHD) or Attention Deficit Disorder (ADD) OR 2) The patient has a 

diagnosis of narcolepsy confirmed by a sleep study OR 3) The requested drug 

is being prescribed for the treatment of cancer-related fatigue after other causes 

of fatigue have been ruled out. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 



Y0050_26_10209_CTPharmUpdWeb_C 

Updated 10/15/2025 

 

Prior Authorization Group MODAFINIL 

Drug Names MODAFINIL 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Idiopathic hypersomnia 

Exclusion Criteria - 

Required Medical Information For excessive sleepiness associated with narcolepsy: The diagnosis has been 

confirmed by sleep lab evaluation. For excessive sleepiness associated with 

obstructive sleep apnea (OSA): The diagnosis has been confirmed by 

polysomnography or home sleep apnea testing (HSAT) with a technically 

adequate device. For idiopathic hypersomnia, initial request, the diagnosis has 

been confirmed by ALL of the following: 1) Patient has experienced lapses 

into sleep or an irrepressible need to sleep during daytime, on a daily basis, for 

at least 3 months, AND 2) Insufficient sleep syndrome is confirmed absent, 

AND 3) Cataplexy is absent, AND 4) Fewer than 2 sleep onset rapid eye 

movement periods (SOREMPs) or no SOREMPs, if the rapid eye movement 

latency on an overnight sleep study was less than or equal to 15 minutes, AND 

5) Average sleep latency of less than or equal to 8 minutes on Multiple Sleep 

Latency Test or total 24-hour sleep time is greater than or equal to 11 hours, 

AND 6) Another condition (sleep disorder, medical or psychiatric disorder, or 

drug/medication use) does not better explain the hypersomnolence and test 

results. For idiopathic hypersomnia, continuation of therapy: The patient has 

experienced a decrease in daytime sleepiness from baseline. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group MODEYSO - PENDING CMS REVIEW 

Drug Names MODEYSO 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 
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Prior Authorization Group MONJUVI 

Drug Names MONJUVI 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses HIV-related B-cell lymphoma, monomorphic post-transplant 

lymphoproliferative disorder (B-cell type), high-grade B-cell lymphoma 

Exclusion Criteria - 

Required Medical Information For diffuse large B-cell lymphoma (DLBCL) not otherwise specified, HIV-

related B-cell lymphoma, monomorphic post-transplant lymphoproliferative 

disorder (B-cell type), high-grade B-cell lymphoma, diffuse large B-cell 

lymphoma (DLBCL) not otherwise specified including DLBCL arising from 

low grade lymphoma: 1) the patient has relapsed or refractory disease, AND 2) 

the patient is not eligible for autologous stem cell transplant (ASCT). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group MOUNJARO 

Drug Names MOUNJARO 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group MRESVIA 

Drug Names MRESVIA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For the prevention of lower respiratory tract disease (LRTD) and severe LRTD 

caused by respiratory syncytial virus (RSV): The patient has not previously 

received an RSV vaccine (i.e., Abrysvo, Arexvy, Mresvia). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 3 months 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group NAGLAZYME 

Drug Names NAGLAZYME 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information Diagnosis of Mucopolysaccharidosis VI (Maroteaux-Lamy syndrome) was 

confirmed by an enzyme assay demonstrating a deficiency of N-

acetylgalactosamine 4-sulfatase (arylsulfatase B) enzyme activity or by genetic 

testing. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group NERLYNX 

Drug Names NERLYNX 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent human epidermal growth factor receptor 2 (HER2)-positive breast 

cancer, brain metastases from HER2-positive breast cancer 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group NEXAVAR 

Drug Names SORAFENIB TOSYLATE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Acute myeloid leukemia, soft tissue sarcoma (angiosarcoma, desmoid 

tumors/aggressive fibromatosis, and solitary fibrous tumor subtypes), 

gastrointestinal stromal tumor, medullary thyroid carcinoma, osteosarcoma, 

recurrent chordoma, epithelial ovarian cancer, fallopian tube cancer, primary 

peritoneal cancer, lymphoid and/or myeloid neoplasms with eosinophilia and 

FLT3 rearrangement in chronic or blast phase 

Exclusion Criteria - 

Required Medical Information For acute myeloid leukemia: the disease is FMS-like tyrosine kinase 3-internal 

tandem duplication (FLT3-ITD) mutation-positive and any of the following is 

met :1) the requested drug will be used as maintenance therapy after 

hematopoietic stem cell transplant, OR 2) the requested drug is being used for 

low-intensity treatment induction, post-induction therapy, or consolidation 

therapy, OR 3) the disease is relapsed/refractory. For thyroid carcinoma: 

histology is follicular, papillary, oncocytic, or medullary. For gastrointestinal 

stromal tumor (GIST): 1) the disease is residual, unresectable, recurrent, or 

metastatic/tumor rupture, AND 2) the disease has progressed after use of at 

least two FDA-approved therapies (e.g., imatinib, sunitinib, regorafenib, 

ripretinib). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group NINLARO 

Drug Names NINLARO 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Relapsed/refractory systemic light chain amyloidosis, Waldenstrom 

macroglobulinemia, lymphoplasmacytic lymphoma 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group NITISINONE 

Drug Names NITISINONE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For hereditary tyrosinemia type 1 (HT-1): Diagnosis of HT-1 is confirmed by 

one of the following: 1) biochemical testing (e.g., detection of succinylacetone 

in urine), 2) genetic testing (mutation analysis), 3) enzyme assay. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group NORTHERA 

Drug Names DROXIDOPA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For neurogenic orthostatic hypotension (nOH): For initial therapy, patient has 

a persistent, consistent decrease in systolic blood pressure of at least 20 mmHg 

OR decrease in diastolic blood pressure of at least 10 mmHg within 3 minutes 

of standing or head-up tilt test. For continuation of therapy, patient has 

experienced a sustained reduction in symptoms of nOH (i.e., decrease in 

dizziness, lightheadedness, or feeling faint). For both initial and continuation 

of therapy, the requested drug will be used for patients with neurogenic 

orthostatic hypotension associated with one of the following diagnoses: 1) 

primary autonomic failure due to Parkinson's disease, multiple system atrophy, 

or pure autonomic failure, OR 2) dopamine beta-hydroxylase deficiency, OR 

3) non-diabetic autonomic neuropathy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 3 months 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group NOXAFIL SUSP 

Drug Names POSACONAZOLE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information The requested drug will be used orally. For treatment of oropharyngeal 

candidiasis: patient has experienced an inadequate treatment response, 

intolerance, or has a contraindication to fluconazole. 

Age Restrictions 13 years of age or older 

Prescriber Restrictions - 

Coverage Duration Oropharyngeal candidiasis: 1 month. All other indications: 6 months 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group NUBEQA 

Drug Names NUBEQA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information The requested drug will be used in combination with a gonadotropin-releasing 

hormone (GnRH) analog or after bilateral orchiectomy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group NUEDEXTA 

Drug Names NUEDEXTA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For pseudobulbar affect (PBA), initial: 1) The patient has a diagnosis of 

pseudobulbar affect due to underlying neurological disease or injury AND 2) 

the patient is experiencing PBA episodes characterized by involuntary, sudden, 

and frequent episodes of laughing and/or crying. For PBA, continuation: The 

patient has experienced a decrease in pseudobulbar affect (PBA) episodes 

since starting therapy with the requested drug. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Initial: 4 months, Continuation: Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group NUPLAZID 

Drug Names NUPLAZID 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

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

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

psychotic symptoms. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group NURTEC 

Drug Names NURTEC 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For acute migraine treatment: The patient has experienced an inadequate 

treatment response, intolerance, or the patient has a contraindication to at least 

one triptan 5-HT1 receptor agonist. For preventative treatment of migraine: 

The requested drug will not be used concurrently with another calcitonin gene-

related peptide (CGRP) receptor antagonist. For preventive treatment of 

migraine, continuation: The patient received at least 3 months of treatment 

with the requested drug and had a reduction in migraine days per month from 

baseline. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Preventive treatment of migraine, initial: 3 months, All other indications: Plan 

Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group OCTREOTIDE 

Drug Names OCTREOTIDE ACETATE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Tumor control of thymomas and thymic carcinomas 

Exclusion Criteria - 

Required Medical Information For acromegaly, initial: 1) Patient has a high pretreatment insulin-like growth 

factor-1 (IGF-1) level for age and/or gender based on the laboratory reference 

range AND 2) Patient had an inadequate or partial response to surgery or 

radiotherapy OR there is a clinical reason for why the patient has not had 

surgery or radiotherapy. For acromegaly, continuation of therapy: Patient's 

IGF-1 level has decreased or normalized since initiation of therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group ODOMZO 

Drug Names ODOMZO 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 



Y0050_26_10209_CTPharmUpdWeb_C 

Updated 10/15/2025 

 

Prior Authorization Group OFEV 

Drug Names OFEV 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For idiopathic pulmonary fibrosis (new starts only): 1) other causes of 

pulmonary fibrosis have been excluded, AND 2) the patient meets one of the 

following: a) a high-resolution computed tomography (HRCT) study of the 

chest or a lung biopsy reveals the usual interstitial pneumonia (UIP) pattern, 

OR b) HRCT study of the chest reveals a result other than the UIP pattern 

(e.g., probable UIP, indeterminate for UIP) and the diagnosis is supported 

either by a lung biopsy or by a multidisciplinary discussion between at least a 

radiologist and pulmonologist who are experienced in idiopathic pulmonary 

fibrosis if a lung biopsy has not been conducted. For chronic fibrosing 

interstitial lung diseases with progressive phenotype (progressive pulmonary 

fibrosis): the patient has confirmed progressive disease (e.g., forced vital 

capacity [FVC] decline, worsening respiratory symptoms, increased extent of 

fibrosis on high resolution computed tomography [HRCT]). For treatment of 

sclerosis-associated interstitial lung disease: the diagnosis was confirmed by a 

high-resolution computed tomography (HRCT) study of the chest. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group OGIVRI 

Drug Names OGIVRI 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Neoadjuvant treatment for human epidermal growth factor receptor 2 (HER2)-

positive breast cancer, recurrent or advanced unresectable HER2-positive 

breast cancer, leptomeningeal metastases from HER2-positive breast cancer, 

brain metastases from HER2-positive breast cancer, HER2-positive esophageal 

and esophagogastric junction adenocarcinoma, HER2-positive advanced, 

recurrent, or metastatic uterine serous carcinoma, HER2-amplified and RAS 

and BRAF wild-type colorectal cancer (including appendiceal 

adenocarcinoma), HER2-positive recurrent salivary gland tumor, HER2-

positive unresectable or metastatic hepatobiliary carcinoma (gallbladder 

cancer, intrahepatic cholangiocarcinoma, extrahepatic cholangiocarcinoma), 

HER2 overexpression positive locally advanced, unresectable, or recurrent 

gastric adenocarcinoma, HER2-positive endometrial cancer 

Exclusion Criteria - 

Required Medical Information All indications: the patient had an intolerable adverse event to Trazimera and 

that adverse event was NOT attributed to the active ingredient as described in 

the prescribing information. For colorectal cancer (including appendiceal 

adenocarcinoma): 1) the disease is HER2-amplified and RAS and BRAF wild-

type and 2) the requested drug is used in combination with pertuzumab, 

tucatinib or lapatinib and 3) the patient has not had previous treatment with a 

HER2 inhibitor OR 4) the patient has metachronous metastases. For 

hepatobiliary carcinoma: 1) the disease is HER2-positive AND 2) the 

requested drug is used in combination with pertuzumab or tucatinib. For 

endometrial cancer: 1) the disease is HER2-positive AND 2) the requested 

drug is used in combination with paclitaxel and continued as a single agent for 

maintenance therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria Coverage under Part D will be denied if coverage is available under Part A or 

Part B as the medication is prescribed and dispensed or administered for the 

individual. 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group OGSIVEO 

Drug Names OGSIVEO 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group OJEMDA 

Drug Names OJEMDA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For relapsed or refractory pediatric low-grade glioma (LGG): the patient's 

tumor is positive for either a) BRAF fusion or rearrangement OR b) BRAF 

V600 mutation. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group OJJAARA 

Drug Names OJJAARA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Accelerated or blast phase myeloproliferative neoplasms 

Exclusion Criteria - 

Required Medical Information For myelofibrosis, patient meets ALL of the following: 1) the patient has a 

diagnosis of intermediate or high-risk primary myelofibrosis or secondary 

myelofibrosis (i.e., post-polycythemia vera or post-essential 

thrombocythemia), AND 2) the patient has anemia defined as hemoglobin less 

than 10 grams per deciliter (g/dL) or having transfusion-dependent anemia, 

AND 3) the patient has experienced an inadequate treatment response, 

intolerance, or has a contraindication to Jakafi (ruxolitinib) OR has 

hemoglobin less than 8 g/dL. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group OMEGA-3 

Drug Names OMEGA-3-ACID ETHYL ESTERS 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For hypertriglyceridemia: Prior to the start of treatment with a triglyceride 

lowering drug, the patient has/had a pretreatment triglyceride level greater than 

or equal to 500 milligram per deciliter (mg/dL). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group OMNIPOD 

Drug Names OMNIPOD 5 DEXCOM G7G6 INT, OMNIPOD 5 DEXCOM G7G6 POD, 

OMNIPOD 5 LIBRE2 PLUS G6, OMNIPOD DASH INTRO KIT (G, 

OMNIPOD DASH PODS (GEN 4) 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

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

daily injections, AND 2) The patient is self-testing glucose levels 4 or more 

times per day OR the patient is using a continuous glucose monitor, AND 3) 

The patient has experienced any of the following with the current diabetes 

regimen: inadequate glycemic control, recurrent hypoglycemia, wide 

fluctuations in blood glucose, dawn phenomenon with persistent severe early 

morning hyperglycemia, severe glycemic excursions. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group ONTRUZANT 

Drug Names ONTRUZANT 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Neoadjuvant treatment for human epidermal growth factor receptor 2 (HER2)-

positive breast cancer, recurrent or advanced unresectable HER2-positive 

breast cancer, leptomeningeal metastases from HER2-positive breast cancer, 

brain metastases from HER2-positive breast cancer, HER2-positive esophageal 

and esophagogastric junction adenocarcinoma, HER2-positive advanced, 

recurrent, or metastatic uterine serous carcinoma, HER2-amplified and RAS 

and BRAF wild-type colorectal cancer (including appendiceal 

adenocarcinoma), HER2-positive recurrent salivary gland tumor, HER2-

positive unresectable or metastatic hepatobiliary carcinoma (gallbladder 

cancer, intrahepatic cholangiocarcinoma, extrahepatic cholangiocarcinoma), 

HER2 overexpression positive locally advanced, unresectable, or recurrent 

gastric adenocarcinoma, HER2-positive endometrial cancer 

Exclusion Criteria - 

Required Medical Information All indications: the patient had an intolerable adverse event to Trazimera and 

that adverse event was NOT attributed to the active ingredient as described in 

the prescribing information. For colorectal cancer (including appendiceal 

adenocarcinoma): 1) the disease is HER2-amplified and RAS and BRAF wild-

type and 2) the requested drug is used in combination with pertuzumab, 

tucatinib or lapatinib and 3) the patient has not had previous treatment with a 

HER2 inhibitor OR 4) the patient has metachronous metastases. For 

hepatobiliary carcinoma: 1) the disease is HER2-positive AND 2) the 

requested drug is used in combination with pertuzumab or tucatinib. For 

endometrial cancer: 1) the disease is HER2-positive AND 2) the requested 

drug is used in combination with paclitaxel and continued as a single agent for 

maintenance therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria Coverage under Part D will be denied if coverage is available under Part A or 

Part B as the medication is prescribed and dispensed or administered for the 

individual. 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group ONUREG 

Drug Names ONUREG 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Peripheral T-cell lymphoma 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group OPIPZA 

Drug Names OPIPZA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For treatment of schizophrenia, 1) the patient meets both of the following: a) 

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

contraindication to one of the following generic products: aripiprazole, 

asenapine, lurasidone, olanzapine, quetiapine, risperidone, ziprasidone, AND 

b) The patient experienced an inadequate treatment response, intolerance, or 

has a contraindication to one of the following brand products: Caplyta, 

Lybalvi, Rexulti, Secuado, Vraylar, OR 2) The patient is unable to swallow 

oral formulations. For adjunctive treatment of major depressive disorder 

(MDD), 1) the patient meets both of the following: a) The patient experienced 

an inadequate treatment response, intolerance, or has a contraindication to one 

of the following generic products: aripiprazole, olanzapine, quetiapine, AND 

b) The patient experienced an inadequate treatment response, intolerance, or 

has a contraindication to one of the following brand products: Rexulti, Vraylar, 

OR 2) The patient is unable to swallow oral formulations. For treatment of 

irritability associated with autistic disorder: 1) The patient experienced an 

inadequate treatment response, intolerance, or has a contraindication to one of 

the following generic products: aripiprazole, risperidone, OR 2) The patient is 

unable to swallow oral formulations. For the treatment of Tourette's disorder: 

1) The patient experienced an inadequate treatment response or intolerance to 

generic aripiprazole, OR 2) The patient is unable to swallow oral formulations. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group OPSUMIT 

Drug Names OPSUMIT 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

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

[WHO] Group 1): PAH was confirmed by right heart catheterization. For PAH 

new starts only: 1) pretreatment mean pulmonary arterial pressure is greater 

than 20 mmHg, AND 2) pretreatment pulmonary capillary wedge pressure is 

less than or equal to 15 mmHg, AND 3) Pretreatment pulmonary vascular 

resistance is greater than or equal to 3 Wood units. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group ORGOVYX 

Drug Names ORGOVYX 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group ORKAMBI 

Drug Names ORKAMBI 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For cystic fibrosis (CF): the requested drug will not be used in combination 

with other CFTR (cystic fibrosis transmembrane conductance regulator) 

potentiating agents (e.g., ivacaftor, deutivacaftor). 

Age Restrictions 1 year of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group ORSERDU - PENDING CMS REVIEW 

Drug Names ORSERDU 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 

 

Prior Authorization Group OZEMPIC 

Drug Names OZEMPIC 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group PANRETIN 

Drug Names PANRETIN 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Topical treatment of cutaneous lesions in patients with non-AIDS-related 

Kaposi sarcoma 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group PEGASYS 

Drug Names PEGASYS 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Myeloproliferative neoplasm (essential thrombocythemia, polycythemia vera, 

symptomatic lower-risk myelofibrosis), systemic mastocytosis, adult T-cell 

leukemia/lymphoma, mycosis fungoides/sezary syndrome, primary cutaneous 

CD30+ T-cell lymphoproliferative disorders, hairy cell leukemia, Erdheim-

Chester disease, initial treatment during pregnancy for chronic myeloid 

leukemia. 

Exclusion Criteria - 

Required Medical Information For chronic hepatitis C: Hepatitis C virus (HCV) confirmed by presence of 

hepatitis C virus HCV RNA in serum prior to starting treatment and the 

planned treatment regimen. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration HCV: 12-48wks. HBV: 48wks. Other: Plan Yr 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group PEMAZYRE 

Drug Names PEMAZYRE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group PHENYLBUTYRATE 

Drug Names SODIUM PHENYLBUTYRATE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For chronic management of urea cycle disorders (UCD): Diagnosis of UCD 

was confirmed by enzymatic, biochemical, or genetic testing. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group PHESGO 

Drug Names PHESGO 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent human epidermal growth factor receptor 2 (HER2)-positive breast 

cancer 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group PIMECROLIMUS 

Drug Names PIMECROLIMUS 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Psoriasis on the face, genitals, or skin folds. 

Exclusion Criteria - 

Required Medical Information For mild to moderate atopic dermatitis (eczema): the patient meets either of the 

following criteria: 1) the disease affects sensitive skin areas (e.g., face, 

genitals, or skin folds), OR 2) the patient has experienced an inadequate 

treatment response, intolerance, or contraindication to at least one first line 

therapy agent (e.g., medium or higher potency topical corticosteroid). For all 

indications: the requested drug is prescribed for short-term or non-continuous 

chronic use. 

Age Restrictions 2 years of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group PIQRAY 

Drug Names PIQRAY 200MG DAILY DOSE, PIQRAY 250MG DAILY DOSE, PIQRAY 

300MG DAILY DOSE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent hormone receptor (HR)-positive, human epidermal growth factor 

receptor 2 (HER2)-negative, phosphatidylinositol-3-kinase catalytic alpha 

subunit (PIK3CA)-mutated breast cancer in combination with fulvestrant 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group POLYPHARMACY-ACH 

Drug Names AMOXAPINE, DICYCLOMINE HCL, DICYCLOMINE 

HYDROCHLORIDE, PAROXETINE HCL, PAROXETINE HCL ER, 

PAROXETINE HYDROCHLORIDE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information If the patient is taking one or more additional anticholinergic medications (e.g., 

oxybutynin, meclizine, paroxetine, amitriptyline, dicyclomine, 

cyclobenzaprine) with the requested drug, the prescriber has determined that 

taking multiple anticholinergic medications is medically necessary for the 

patient [Note: Use of multiple anticholinergic medications in older adults is 

associated with an increased risk of cognitive decline.]. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group POMALYST 

Drug Names POMALYST 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Relapsed/refractory systemic light chain amyloidosis, primary central nervous 

system (CNS) lymphoma 

Exclusion Criteria - 

Required Medical Information For multiple myeloma: patient has previously received at least two prior 

therapies, including an immunomodulatory agent AND a proteasome inhibitor. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group POSACONAZOLE 

Drug Names POSACONAZOLE DR 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information The requested drug will be used orally. For prophylaxis of invasive 

Aspergillus and Candida infections: patient weighs greater than 40 kilograms. 

Age Restrictions Treatment of Invasive Aspergillosis: 13 years of age or older, Prophylaxis of 

Invasive Aspergillus and Candida Infections: 2 years of age or older 

Prescriber Restrictions - 

Coverage Duration 6 months 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group PREGABALIN 

Drug Names PREGABALIN 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Cancer-related neuropathic pain, cancer treatment-related neuropathic pain 

Exclusion Criteria - 

Required Medical Information For all indications: If the request is for Lyrica (pregabalin) oral solution, the 

patient has difficulty swallowing solid oral dosage forms (e.g., tablets, 

capsules). For the management of postherpetic neuralgia and management of 

neuropathic pain associated with diabetic peripheral neuropathy: The patient 

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

contraindication to generic gabapentin. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group PREVYMIS 

Drug Names PREVYMIS 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For prophylaxis of cytomegalovirus (CMV) infection or disease in 

hematopoietic stem cell transplant (HSCT): 1) the patient is CMV-

seropositive, AND 2) the patient is a recipient of an allogeneic HSCT. For 

prophylaxis of CMV disease in kidney transplant: 1) the patient is CMV-

seronegative, AND 2) the patient is a high risk recipient of kidney transplant. 

Age Restrictions HSCT: 6 months of age or older, kidney transplant: 12 years of age or older 

Prescriber Restrictions - 

Coverage Duration 7 months 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group PROCRIT - PENDING CMS REVIEW 

Drug Names PROCRIT 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 

 

Prior Authorization Group PULMOZYME 

Drug Names PULMOZYME 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria Coverage under Part D will be denied if coverage is available under Part A or 

Part B as the medication is prescribed and dispensed or administered for the 

individual. 

Prerequisite Therapy 

Required  

No 

 



Y0050_26_10209_CTPharmUpdWeb_C 

Updated 10/15/2025 

 

Prior Authorization Group PYZCHIVA 

Drug Names PYZCHIVA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For moderate to severe plaque psoriasis (new starts only): 1) Crucial body 

areas (e.g., hands, feet, face, scalp, neck, genitals/groin, intertriginous areas) 

are affected at the time of diagnosis, OR 2) Patient has severe psoriasis that 

warrants a biologic as first-line therapy (i.e., at least 10% of the body surface 

area is affected), OR 3) At least 3% of body surface area (BSA) is affected and 

patient meets either of the following: a) Patient has experienced an inadequate 

treatment response or intolerance to either phototherapy (e.g., UVB, PUVA) or 

pharmacologic treatment with methotrexate, cyclosporine, or acitretin, b) 

Pharmacologic treatment with methotrexate, cyclosporine, or acitretin is 

contraindicated. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group QINLOCK 

Drug Names QINLOCK 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Gastrointestinal stromal tumor (GIST) for residual, unresectable, tumor 

rupture, recurrent, or progressive disease. Metastatic or unresectable cutaneous 

melanoma. 

Exclusion Criteria - 

Required Medical Information For residual, unresectable, tumor rupture, advanced, recurrent/metastatic, or 

progressive gastrointestinal stromal tumor (GIST): 1) Patient has received 

prior treatment with 3 or more kinase inhibitors, including imatinib OR 2) 

Patient has experienced disease progression following treatment with 

avapritinib and dasatinib OR 3) Patient has received prior treatment with 

imatinib and is intolerant of second-line sunitinib. For cutaneous melanoma: 1) 

Disease is metastatic or unresectable AND 2) Disease is positive for KIT 

activating mutations AND 3) Requested drug will be used as subsequent 

therapy AND 4) Patient has had disease progression, intolerance, or risk of 

progression with BRAF-targeted therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group QUETIAPINE XR 

Drug Names QUETIAPINE FUMARATE ER 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Maintenance monotherapy treatment in bipolar I disorder, monotherapy 

treatment of generalized anxiety disorder, monotherapy treatment of major 

depressive disorder 

Exclusion Criteria - 

Required Medical Information For all indications: If the patient is 65 years of age or older AND is using two 

or more additional central nervous system (CNS) active medications (e.g., 

lorazepam, sertraline, clonazepam, escitalopram, alprazolam, zolpidem) with 

the requested drug, the prescriber determined that taking multiple central 

nervous system (CNS) active medications is medically necessary. [Note: Use 

of multiple central nervous system (CNS) active medications in older adults is 

associated with an increased risk of falls]. For treatment of schizophrenia: The 

patient experienced an inadequate treatment response, intolerance, or 

contraindication to one of the following generic products: aripiprazole, 

asenapine, lurasidone, olanzapine, quetiapine immediate-release, risperidone, 

ziprasidone. For acute treatment of manic or mixed episodes associated with 

bipolar I disorder or maintenance treatment of bipolar I disorder: The patient 

experienced an inadequate treatment response, intolerance, or contraindication 

to one of the following generic products: aripiprazole, asenapine, olanzapine, 

quetiapine immediate-release, risperidone, ziprasidone. For acute treatment of 

depressive episodes associated with bipolar I disorder: The patient experienced 

an inadequate treatment response, intolerance, or contraindication to one of the 

following generic products: lurasidone, olanzapine, quetiapine immediate-

release. For acute treatment of depressive episodes associated with bipolar II 

disorder: The patient experienced an inadequate treatment response or 

intolerance to generic quetiapine immediate-release. For adjunctive treatment 

of major depressive disorder (MDD): The patient experienced an inadequate 

treatment response, intolerance, or contraindication to one of the following 

generic products: aripiprazole, olanzapine, quetiapine immediate-release. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group QUININE SULFATE 

Drug Names QUININE SULFATE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Babesiosis, uncomplicated Plasmodium vivax malaria. 

Exclusion Criteria - 

Required Medical Information For babesiosis: the requested drug is used in combination with clindamycin. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 1 month 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group QULIPTA 

Drug Names QULIPTA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For preventative treatment of migraine: The requested drug will not be used 

concurrently with another calcitonin gene-related peptide (CGRP) receptor 

antagonist. For preventive treatment of migraine, continuation: The patient 

received at least 3 months of treatment with the requested drug and had a 

reduction in migraine days per month from baseline. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Initial: 3 months, Continuation: Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group RALDESY 

Drug Names RALDESY 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information The patient is unable to swallow trazodone tablets. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group RELISTOR INJ - PENDING CMS REVIEW 

Drug Names RELISTOR 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 
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Prior Authorization Group REMICADE 

Drug Names INFLIXIMAB, REMICADE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Behcet's disease, hidradenitis suppurativa, sarcoidosis, Takayasu's arteritis, 

uveitis. 

Exclusion Criteria - 

Required Medical Information For moderately to severely active rheumatoid arthritis (new starts only): 1) 

patient (pt) meets any of the following: a) requested drug will be used in 

combination with methotrexate (MTX), b) pt has experienced an intolerance or 

contraindication to MTX, AND 2) pt meets any of the following: a) pt has 

experienced an inadequate treatment response, intolerance or contraindication 

to MTX, b) pt has experienced an inadequate treatment response or intolerance 

to a prior biologic disease-modifying antirheumatic drug (DMARD) or a 

targeted synthetic DMARD. For active ankylosing spondylitis (new starts 

only): pt has experienced an inadequate treatment response or intolerance to a 

non-steroidal anti-inflammatory drug (NSAID) OR the pt has a 

contraindication that would prohibit a trial of NSAIDs. For moderate to severe 

plaque psoriasis (new starts): 1) Crucial body areas (e.g., hands, feet, face, 

scalp, neck, genitals/groin, intertriginous areas) are affected at the time of 

diagnosis OR 2) patient has severe psoriasis that warrants a biologic as first-

line therapy (i.e., at least 10% of the body surface area is affected) OR 3) at 

least 3% of body surface area (BSA) is affected and patient meets either of the 

following: a) patient has experienced an inadequate treatment response or 

intolerance to either phototherapy (e.g., UVB, PUVA) or pharmacologic 

treatment with methotrexate, cyclosporine, or acitretin, b) pharmacologic 

treatment with methotrexate, cyclosporine, or acitretin is contraindicated. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria For hidradenitis suppurativa (new starts only): Pt has severe, refractory 

disease. For uveitis (new starts only): 1) pt has experienced an inadequate 

treatment response or intolerance to immunosuppressive therapy for uveitis 

OR 2) pt has a contraindication that would prohibit a trial of 

immunosuppressive therapy for uveitis. For all indications: The patient 

experienced an intolerable adverse event to Renflexis and that adverse event 

was NOT attributed to the active ingredient as described in the prescribing 

information. 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group RENFLEXIS 

Drug Names RENFLEXIS 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Behcet's disease, hidradenitis suppurativa, sarcoidosis, Takayasu's arteritis, 

uveitis 

Exclusion Criteria - 

Required Medical Information For moderately to severely active rheumatoid arthritis (new starts only): 1) 

patient (pt) meets any of the following: a) requested drug will be used in 

combination with methotrexate (MTX), b) pt has experienced an intolerance or 

has a contraindication to MTX, AND 2) pt meets any of the following: a) pt 

has experienced an inadequate treatment response, intolerance or has a 

contraindication to MTX, b) pt has experienced an inadequate treatment 

response or intolerance to a prior biologic disease-modifying antirheumatic 

drug (DMARD) or a targeted synthetic DMARD. For active ankylosing 

spondylitis (new starts only): 1) pt has experienced an inadequate treatment 

response or intolerance to a non-steroidal anti-inflammatory drug (NSAID) OR 

2) pt has a contraindication that would prohibit a trial of NSAIDs. For 

moderate to severe plaque psoriasis (new starts): 1) Crucial body areas (e.g., 

hands, feet, face, scalp, neck, genitals/groin, intertriginous areas) are affected 

at the time of diagnosis OR 2) patient has severe psoriasis that warrants a 

biologic as first-line therapy (i.e., at least 10% of the body surface area is 

affected) OR 3) at least 3% of body surface area (BSA) is affected and patient 

meets either of the following: a) patient has experienced an inadequate 

treatment response or intolerance to either phototherapy (e.g., UVB, PUVA) or 

pharmacologic treatment with methotrexate, cyclosporine, or acitretin, b) 

pharmacologic treatment with methotrexate, cyclosporine, or acitretin is 

contraindicated. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria For hidradenitis suppurativa (new starts only): pt has severe, refractory disease. 

For uveitis (new starts only): 1) pt has experienced an inadequate treatment 

response or intolerance to immunosuppressive therapy for uveitis OR 2) pt has 

a contraindication that would prohibit a trial of immunosuppressive therapy for 

uveitis. 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group REPATHA 

Drug Names REPATHA, REPATHA SURECLICK 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group RETEVMO 

Drug Names RETEVMO 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent rearranged during transfection (RET)-rearrangement positive non-

small cell lung cancer (NSCLC), brain metastases from RET fusion-positive 

NSCLC, Langerhans cell histiocytosis with a RET gene fusion, symptomatic 

or relapsed/refractory Erdheim-Chester Disease with a RET gene fusion, 

symptomatic or relapsed/refractory Rosai-Dorfman Disease with a RET gene 

fusion, occult primary cancer with RET gene fusion, solid tumors with RET-

gene fusion for recurrent disease 

Exclusion Criteria - 

Required Medical Information For non-small cell lung cancer (NSCLC), patient must meet all of the 

following: 1) The disease is recurrent, advanced or metastatic, AND 2) The 

tumor is rearranged during transfection (RET) fusion-positive or RET 

rearrangement positive. For solid tumors, patient must meet all of the 

following: 1) The disease is recurrent, persistent, progressive, unresectable, 

locally advanced, or metastatic, 2) The patient has progressed on or following 

prior systemic treatment or has no satisfactory alternative treatment options, 

AND 3) The tumor is RET fusion-positive. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group REVCOVI 

Drug Names REVCOVI 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group REVLIMID 

Drug Names LENALIDOMIDE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Systemic light chain amyloidosis, classical Hodgkin lymphoma, 

myelodysplastic syndrome without the 5q deletion cytogenetic abnormality, 

POEMS (polyneuropathy, organomegaly, endocrinopathy, monoclonal protein, 

skin changes) syndrome, myeloproliferative neoplasms, Kaposi Sarcoma, 

Langerhans cell histiocytosis, Rosai-Dorfman disease, peripheral T-Cell 

lymphomas not otherwise specified, angioimmunoblastic T-cell lymphoma 

(AITL), enteropathy-associated T-cell lymphoma, monomorphic 

epitheliotropic intestinal T-cell lymphoma, nodal peripheral T-cell lymphoma, 

adult T-cell leukemia/lymphoma, hepatosplenic T-cell lymphoma, primary 

central nervous system (CNS) lymphoma, chronic lymphocytic leukemia 

(CLL)/small lymphocytic lymphoma (SLL), human immunodeficiency virus 

(HIV)-related B-cell lymphomas, monomorphic post-transplant 

lymphoproliferative disorder, diffuse large B-cell lymphoma, multicentric 

Castlemans disease, high-grade B-cell lymphomas, histologic transformation 

of indolent lymphoma to diffuse large B-cell lymphoma 

Exclusion Criteria - 

Required Medical Information For myelodysplastic syndrome (MDS): patient has lower risk MDS with 

symptomatic anemia per the Revised International Prognostic Scoring System 

(IPSS-R), International Prognostic Scoring System (IPSS), or World Health 

organization (WHO) classification-based Prognostic Scoring System (WPSS). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group REVUFORJ 

Drug Names REVUFORJ 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group REZDIFFRA 

Drug Names REZDIFFRA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For noncirrhotic nonalcoholic steatohepatitis (NASH), initial: patient has 

moderate to advanced liver fibrosis (consistent with Stages F2 to F3 ) at 

baseline, which was confirmed by liver biopsy or magnetic resonance 

elastography (MRE). For NASH (continuation): The patient demonstrates a 

beneficial response to therapy (for example, improvement in liver function 

such as reduction in alanine aminotransferase (ALT), reduction of liver fat 

content by imaging such as magnetic resonance imaging-protein density fat 

fraction (MRI-PDFF) or FibroScan controlled attenuation parameter (CAP)). 

Age Restrictions - 

Prescriber Restrictions The requested drug is being prescribed by, or in consultation with, a 

gastroenterologist or hepatologist. 

Coverage Duration Initial: Plan Year, Continuation: Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group REZLIDHIA 

Drug Names REZLIDHIA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group REZUROCK 

Drug Names REZUROCK 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions 12 years of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group RINVOQ - PENDING CMS REVIEW 

Drug Names RINVOQ, RINVOQ LQ 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 
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Prior Authorization Group ROMVIMZA 

Drug Names ROMVIMZA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group ROZLYTREK  

Drug Names ROZLYTREK 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent ROS1-positive non-small cell lung cancer (NSCLC), Non-metastatic 

neurotrophic tyrosine receptor kinase (NTRK) gene fusion-positive solid 

tumors, ROS1-gene fusion-positive cutaneous melanoma 

Exclusion Criteria - 

Required Medical Information For all neurotrophic tyrosine receptor kinase (NTRK) gene fusion-positive 

solid tumors: the disease is without a known acquired resistance mutation. For 

ROS1-positive non-small cell lung cancer: the patient has recurrent, advanced, 

or metastatic disease. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group RUBRACA - PENDING CMS REVIEW 

Drug Names RUBRACA 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 
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Prior Authorization Group RYBELSUS 

Drug Names RYBELSUS 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group RYDAPT 

Drug Names RYDAPT 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Re-induction in residual disease for AML, maintenance therapy for AML, 

myeloid, lymphoid, or mixed lineage neoplasms with eosinophilia and FGFR1 

or FLT3 rearrangements 

Exclusion Criteria - 

Required Medical Information For acute myeloid leukemia (AML): AML is FMS-like tyrosine kinase 3 

(FLT3) mutation-positive. For myeloid, lymphoid, or mixed lineage neoplasms 

with eosinophilia and Fibroblast growth factor receptor type 1 (FGFR1) or 

FLT3 rearrangements: the disease is in chronic or blast phase. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group SANTYL 

Drug Names SANTYL 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For debriding chronic dermal ulcers and severely burned areas, continuation: 

1) wound has been evaluated since beginning treatment with the requested 

drug AND 2) granulation tissue is not well established. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 3 months 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group SAPROPTERIN 

Drug Names JAVYGTOR, SAPROPTERIN DIHYDROCHLORI 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For phenylketonuria (PKU): For patients who have not yet received a 

therapeutic trial of the requested drug, the patient's pretreatment (including 

before dietary management) phenylalanine level is greater than 6 mg/dL (360 

micromol/L). For patients who completed a therapeutic trial of the requested 

drug, the patient must have experienced improvement (e.g., reduction in blood 

phenylalanine levels, improvement in neuropsychiatric symptoms). 

Age Restrictions - 

Prescriber Restrictions - 

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

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group SCEMBLIX 

Drug Names SCEMBLIX 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Myeloid and/or lymphoid neoplasms with eosinophilia and ABL1 

rearrangement in chronic phase or blast phase 

Exclusion Criteria - 

Required Medical Information For chronic myeloid leukemia (CML) in chronic phase: 1) Diagnosis was 

confirmed by detection of the Philadelphia chromosome or BCR-ABL gene, 

AND 2) Patient meets one of the following: A) Patient has newly diagnosed 

CML and has resistance or intolerance to imatinib, dasatinib, or nilotinib OR 

B) Patient has previously treated CML AND at least one of the prior 

treatments was imatinib, dasatinib, or nilotinib OR C) Patient is positive for 

the T315I mutation, AND 3) Patient is negative for the following mutations: 

A337T, P465S, and F359V/I/C. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group SIGNIFOR 

Drug Names SIGNIFOR 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions Prescribed by or in consultation with an endocrinologist 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group SILDENAFIL 

Drug Names SILDENAFIL CITRATE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

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

[WHO] Group 1): PAH was confirmed by right heart catheterization. For PAH 

new starts only: 1) Pretreatment mean pulmonary arterial pressure is greater 

than 20 mmHg, AND 2) Pretreatment pulmonary capillary wedge pressure is 

less than or equal to 15 mmHg, AND 3) If the request is for an adult, 

pretreatment pulmonary vascular resistance is greater than or equal to 3 Wood 

units. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group SIRTURO - PENDING CMS REVIEW 

Drug Names SIRTURO 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 
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Prior Authorization Group SKYRIZI 

Drug Names SKYRIZI, SKYRIZI PEN 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For moderate to severe plaque psoriasis (new starts only): 1) Crucial body 

areas (e.g., hands, feet, face, scalp, neck, genitals/groin, intertriginous areas) 

are affected at the time of diagnosis, OR 2) Patient has severe psoriasis that 

warrants a biologic as first-line therapy (i.e., at least 10% of the body surface 

area is affected), OR 3) At least 3% of body surface area (BSA) is affected and 

patient meets either of the following: a) Patient has experienced an inadequate 

treatment response or intolerance to either phototherapy (e.g., UVB, PUVA) or 

pharmacologic treatment with methotrexate, cyclosporine, or acitretin, b) 

Pharmacologic treatment with methotrexate, cyclosporine, or acitretin is 

contraindicated. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group SOMATULINE DEPOT 

Drug Names LANREOTIDE ACETATE, SOMATULINE DEPOT 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Tumor control of neuroendocrine tumors (NETs) (including tumors of the 

lung, thymus, unresected primary gastrinoma, well-differentiated grade 3 

NETs not of gastroenteropancreatic origin with favorable biology, and 

pheochromocytoma/paraganglioma) 

Exclusion Criteria - 

Required Medical Information For acromegaly, initial: 1) Patient has a high pretreatment insulin-like growth 

factor-1 (IGF-1) level for age and/or gender based on the laboratory reference 

range, AND 2) Patient had an inadequate or partial response to surgery or 

radiotherapy OR there is a clinical reason for why the patient has not had 

surgery or radiotherapy. For acromegaly, continuation of therapy: Patient's 

IGF-1 level has decreased or normalized since initiation of therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group SOMAVERT 

Drug Names SOMAVERT 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For acromegaly, initial: 1) Patient has a high pretreatment insulin-like growth 

factor-1 (IGF-1) level for age and/or gender based on the laboratory reference 

range, AND 2) Patient had an inadequate or partial response to surgery or 

radiotherapy OR there is a clinical reason for why the patient has not had 

surgery or radiotherapy. For acromegaly, continuation of therapy: Patient's 

IGF-1 level has decreased or normalized since initiation of therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group SOTYKTU 

Drug Names SOTYKTU 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For moderate to severe plaque psoriasis (new starts only): 1) Crucial body 

areas (e.g., hands, feet, face, scalp, neck, genitals/groin, intertriginous areas) 

are affected at the time of diagnosis, OR 2) Patient has severe psoriasis that 

warrants a biologic as first-line therapy (i.e., at least 10% of the body surface 

area is affected), OR 3) At least 3% of body surface area (BSA) is affected and 

patient meets either of the following: a) Patient has experienced an inadequate 

treatment response or intolerance to either phototherapy (e.g., UVB, PUVA) or 

pharmacologic treatment with methotrexate, cyclosporine, or acitretin, b) 

Pharmacologic treatment with methotrexate, cyclosporine, or acitretin is 

contraindicated. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group SPRYCEL - PENDING CMS REVIEW 

Drug Names DASATINIB 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 

 

Prior Authorization Group STELARA 

Drug Names STELARA, USTEKINUMAB 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For moderate to severe plaque psoriasis (new starts only): 1) Crucial body 

areas (e.g., hands, feet, face, scalp, neck, genitals/groin, intertriginous areas) 

are affected at the time of diagnosis, OR 2) Patient has severe psoriasis that 

warrants a biologic as first-line therapy (i.e., at least 10% of the body surface 

area is affected), OR 3) At least 3% of body surface area (BSA) is affected and 

patient meets either of the following: a) Patient has experienced an inadequate 

treatment response or intolerance to either phototherapy (e.g., UVB, PUVA) or 

pharmacologic treatment with methotrexate, cyclosporine, or acitretin, b) 

Pharmacologic treatment with methotrexate, cyclosporine, or acitretin is 

contraindicated. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 



Y0050_26_10209_CTPharmUpdWeb_C 

Updated 10/15/2025 

 

Prior Authorization Group STIVARGA - PENDING CMS REVIEW 

Drug Names STIVARGA 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 

 

Prior Authorization Group SUTENT 

Drug Names SUNITINIB MALATE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Thyroid carcinoma (follicular, medullary, papillary, and oncocytic), soft tissue 

sarcoma (angiosarcoma, solitary fibrous tumor, alveolar soft part sarcoma, and 

extraskeletal myxoid chondrosarcoma subtypes), recurrent chordoma, thymic 

carcinoma, lymphoid and/or myeloid neoplasms with eosinophilia and FLT3 

rearrangement in chronic or blast phase, pheochromocytoma, paraganglioma, 

well differentiated grade 3 neuroendocrine tumors 

Exclusion Criteria - 

Required Medical Information For renal cell carcinoma (RCC): 1) The disease is relapsed, advanced, or stage 

IV OR 2) the requested drug is being used as adjuvant treatment for patients 

that are at high risk of recurrent RCC following nephrectomy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group SYMDEKO 

Drug Names SYMDEKO 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For cystic fibrosis: the requested drug will not be used in combination with 

other CFTR (cystic fibrosis transmembrane conductance regulator) 

potentiating agents (e.g., ivacaftor, deutivacaftor). 

Age Restrictions 6 years of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group SYMPAZAN 

Drug Names SYMPAZAN 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Seizures associated with Dravet syndrome 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions Seizures associated with Lennox-Gastaut syndrome (LGS): 2 years of age or 

older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 



Y0050_26_10209_CTPharmUpdWeb_C 

Updated 10/15/2025 

 

Prior Authorization Group SYNAREL 

Drug Names SYNAREL 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For central precocious puberty (CPP): Patients not currently receiving therapy 

must meet all of the following criteria: 1) Diagnosis of CPP was confirmed by 

a pubertal response to a gonadotropin releasing hormone (GnRH) agonist test 

OR a pubertal level of a third generation luteinizing hormone (LH) assay, 

AND 2) Assessment of bone age versus chronological age supports the 

diagnosis of CPP, AND 3) The onset of secondary sexual characteristics 

occurred prior to 8 years of age for female patients OR prior to 9 years of age 

for male patients. 

Age Restrictions CPP: Patient must be less than 12 years of age if female and less than 13 years 

of age if male, Endometriosis: 18 years of age or older 

Prescriber Restrictions - 

Coverage Duration CPP: Plan Year, Endometriosis: max 6 months total 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group TABLOID 

Drug Names TABLOID 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Acute lymphocytic leukemia (ALL), circumscribed glioma 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group TABRECTA 

Drug Names TABRECTA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent non-small cell lung cancer (NSCLC), NSCLC with high-level 

mesenchymal-epithelial transition (MET) amplification, central nervous 

system (CNS) brain metastases from MET exon-14 mutated NSCLC 

Exclusion Criteria - 

Required Medical Information For recurrent, advanced, or metastatic non-small cell lung cancer (NSCLC): 

Tumor is positive for mesenchymal-epithelial transition (MET) exon 14 

skipping mutation. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group TADALAFIL (BPH) 

Drug Names TADALAFIL 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria Erectile Dysfunction. 

Required Medical Information For benign prostatic hyperplasia (BPH): the patient has experienced an 

inadequate treatment response, intolerance, or has a contraindication to both of 

the following: 1) alpha blocker, 2) 5-alpha reductase inhibitor (5-ARI). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 26 weeks 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group TADALAFIL (PAH) 

Drug Names ALYQ, TADALAFIL 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

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

[WHO] Group 1): PAH was confirmed by right heart catheterization. For PAH 

new starts only: 1) Pretreatment mean pulmonary arterial pressure is greater 

than 20 mmHg, AND 2) Pretreatment pulmonary capillary wedge pressure is 

less than or equal to 15 mmHg, AND 3) Pretreatment pulmonary vascular 

resistance is greater than or equal to 3 Wood units. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group TAFINLAR 

Drug Names TAFINLAR 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Langerhans cell histiocytosis, Erdheim-Chester disease, hairy cell leukemia. 

Exclusion Criteria - 

Required Medical Information For melanoma: 1) The tumor is positive for a BRAF V600 activating mutation 

(e.g., V600E or V600K), AND 2) The requested drug will be used as a single 

agent or in combination with trametinib, AND 3) The requested drug will be 

used for either of the following: a) unresectable, limited resectable, or 

metastatic disease, b) adjuvant or neoadjuvant systemic therapy. For non-small 

cell lung cancer: 1) The tumor is positive for a BRAF V600E mutation, AND 

2) The requested drug will be used as a single agent or in combination with 

trametinib. For papillary, follicular, and oncocytic thyroid carcinoma: 1) The 

tumor is BRAF V600E-positive, AND 2) The disease is not amenable to 

radioactive iodine (RAI) therapy, AND 3) the requested drug will be used in 

combination with trametinib. For Langerhans Cell Histiocytosis and Erdheim-

Chester Disease: The disease is positive for a BRAF V600E mutation. For 

hairy cell leukemia: 1) the requested drug will be used in combination with 

trametinib, AND 2) the patient has not had previous treatment with BRAF 

inhibitor therapy. For solid tumors: 1) The tumor is positive for a BRAF 

V600E mutation, AND 2) The requested drug will be used in combination with 

trametinib. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group TAGRISSO 

Drug Names TAGRISSO 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Sensitizing epidermal growth factor receptor (EGFR) mutation-positive 

recurrent non-small cell lung cancer (NSCLC), brain metastases from 

sensitizing EGFR mutation-positive NSCLC, leptomeningeal metastases from 

EGFR mutation-positive NSCLC 

Exclusion Criteria - 

Required Medical Information For non-small cell lung cancer (NSCLC), the requested drug is used in any of 

the following settings: 1) The patient meets both of the following: a) patient 

has unresectable, metastatic, advanced, or recurrent NSCLC (including brain 

and/or leptomeningeal metastases from NSCLC) and b) patient has a 

sensitizing epidermal growth factor receptor (EGFR) mutation-positive 

disease, OR 2) The patient meets both of the following: a) request is for 

adjuvant treatment of NSCLC following tumor resection and b) patient has 

EGFR mutation-positive disease. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group TALZENNA 

Drug Names TALZENNA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent germline breast cancer susceptibility gene (BRCA)-mutated breast 

cancer 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group TARGRETIN TOPICAL 

Drug Names BEXAROTENE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Mycosis fungoides (MF)/Sezary syndrome (SS), smoldering adult T-cell 

leukemia/lymphoma (ATLL), primary cutaneous marginal zone lymphoma, 

primary cutaneous follicle center lymphoma 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group TASIGNA 

Drug Names NILOTINIB HYDROCHLORIDE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Philadelphia chromosome positive acute lymphoblastic leukemia (Ph+ ALL), 

gastrointestinal stromal tumor (GIST), myeloid and/or lymphoid neoplasms 

with eosinophilia and ABL1 rearrangement in the chronic phase or blast phase, 

pigmented villonodular synovitis/tenosynovial giant cell tumor, cutaneous 

melanoma 

Exclusion Criteria - 

Required Medical Information For chronic myeloid leukemia (CML), including patients newly diagnosed 

with CML and patients who have received a hematopoietic stem cell 

transplant: 1) Diagnosis was confirmed by detection of the Philadelphia 

chromosome or BCR-ABL gene, AND 2) If patient experienced resistance to 

an alternative tyrosine kinase inhibitor for CML, patient is negative for T315I, 

Y253H, E255K/V, and F359V/C/I mutations. For acute lymphoblastic 

leukemia (ALL), including patients who have received a hematopoietic stem 

cell transplant: 1) Diagnosis was confirmed by detection of the Philadelphia 

chromosome or BCR-ABL gene, AND 2) If the patient has experienced 

resistance to an alternative tyrosine kinase inhibitor for ALL, patient is 

negative for T315I, Y253H, E255K/V, F359V/C/I and G250E mutations. For 

gastrointestinal stromal tumor (GIST): 1) Disease is residual, unresectable, 

recurrent/progressive, or metastatic/tumor rupture, AND 2) Disease has 

progressed on at least 2 Food and Drug Administration (FDA)-approved 

therapies (e.g. imatinib, sunitinib, regorafenib, ripretinib). For cutaneous 

melanoma: 1) Disease is metastatic or unresectable, AND 2) Disease is 

positive for c-KIT activating mutations, AND 3) Requested drug will be used 

as subsequent therapy, AND 4) Patient has had disease progression, 

intolerance, or risk of progression with BRAF-targeted therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group TAVNEOS 

Drug Names TAVNEOS 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For continuation of treatment for severe anti-neutrophil cytoplasmic 

autoantibody (ANCA)-associated vasculitis: the patient has experienced 

benefit from therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group TAZAROTENE 

Drug Names TAZAROTENE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For plaque psoriasis, the patient meets the following criteria: 1) the patient has 

less than or equal to 20 percent of affected body surface area (BSA), AND 2) 

the patient experienced an inadequate treatment response or intolerance to at 

least one topical corticosteroid OR has a contraindication that would prohibit a 

trial of topical corticosteroids. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group TAZVERIK  

Drug Names TAZVERIK 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

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

of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group TECENTRIQ 

Drug Names TECENTRIQ 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Single agent maintenance for extensive small cell lung cancer following 

combination treatment with etoposide and carboplatin, subsequent therapy for 

peritoneal mesothelioma, pericardial mesothelioma, and tunica vaginalis testis 

mesothelioma, urothelial carcinoma, stage IIIB non-small cell lung cancer 

(NSCLC), cervical cancer (persistent, recurrent, or metastatic small cell 

neuroendocrine carcinoma of the cervix (NECC), squamous cell carcinoma, 

adenocarcinoma, adenosquamous cell carcinoma of the cervix). 

Exclusion Criteria - 

Required Medical Information For non-small cell lung cancer (NSCLC): 1) the patient has recurrent, 

advanced, or metastatic disease OR 2) the patient has stage II to IIIB disease 

AND the requested drug will be used as adjuvant treatment following resection 

and adjuvant chemotherapy. For hepatocellular carcinoma, the requested drug 

will be used as initial treatment in combination with bevacizumab. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group TECENTRIQ HYBREZA 

Drug Names TECENTRIQ HYBREZA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Cervical cancer (persistent, recurrent, or metastatic small cell neuroendocrine 

carcinoma of the cervix (NECC), squamous cell carcinoma, adenocarcinoma, 

adenosquamous cell carcinoma of the cervix), stage IIIB non-small cell lung 

cancer (NSCLC), subsequent therapy for peritoneal mesothelioma, pericardial 

mesothelioma, and tunica vaginalis testis mesothelioma, single agent 

maintenance for extensive small cell lung cancer following combination 

treatment with etoposide and carboplatin, bladder cancer, urothelial carcinoma. 

Exclusion Criteria - 

Required Medical Information For non-small cell lung cancer (NSCLC): 1) the patient has recurrent, 

advanced or metastatic disease OR 2) the patient has stage II to IIIB disease 

AND the requested drug will be used as adjuvant treatment following resection 

and adjuvant chemotherapy. For hepatocellular carcinoma, the requested drug 

will be used as initial treatment in combination with bevacizumab. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group TEMAZEPAM 

Drug Names TEMAZEPAM 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For short-term treatment of insomnia: 1) The prescriber must acknowledge that 

the benefit of therapy with this prescribed medication outweighs the potential 

risks for the patient. (Note: The use of this medication is potentially 

inappropriate in older adults, meaning it is best avoided, prescribed at reduced 

dosage, or used with caution or carefully monitored.) AND 2) The patient has 

experienced an inadequate treatment response, intolerance, or has a 

contraindication to doxepin (3 mg or 6 mg) or ramelteon, AND 3) If the patient 

is using two or more additional central nervous system (CNS) active 

medications (e.g., lorazepam, quetiapine, sertraline, clonazepam, escitalopram, 

alprazolam) with the requested drug, the prescriber has determined that taking 

multiple central nervous system (CNS) active medications is medically 

necessary for the patient [Note: Use of multiple central nervous system (CNS) 

active medications in older adults is associated with an increased risk of 

falls.].. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria This Prior Authorization only applies to patients 65 years of age or older. 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group TEPMETKO 

Drug Names TEPMETKO 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent non-small cell lung cancer (NSCLC), NSCLC with high level 

mesenchymal-epithelial transition (MET) amplification, central nervous 

system (CNS) cancer including brain metastases and leptomeningeal 

metastases from MET exon-14 mutated NSCLC 

Exclusion Criteria - 

Required Medical Information For recurrent, advanced, or metastatic non-small cell lung cancer (NSCLC): 

Tumor is positive for mesenchymal-epithelial transition (MET) exon 14 

skipping mutation. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group TERBINAFINE TABS 

Drug Names TERBINAFINE HCL 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For the treatment of onychomycosis due to dermatophytes (tinea unguium), 

patient meets ALL of the following: 1) the patient will use the requested drug 

orally., AND 2) the requested drug is being prescribed for non-continuous use. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 12 weeks 

Other Criteria Prior authorization applies to greater than cumulative 90 days of therapy per 

year. 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group TERIPARATIDE - PENDING CMS REVIEW 

Drug Names BONSITY, TERIPARATIDE 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 

 

Prior Authorization Group TESTOSTERONE CYPIONATE INJ 

Drug Names DEPO-TESTOSTERONE, TESTOSTERONE CYPIONATE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Gender Dysphoria 

Exclusion Criteria - 

Required Medical Information For primary hypogonadism or hypogonadotropic hypogonadism, initial 

therapy: The patient has at least two confirmed low morning serum total 

testosterone concentrations based on the reference laboratory range or current 

practice guidelines [Note: Safety and efficacy of testosterone products in 

patients with "age-related hypogonadism" (also referred to as "late-onset 

hypogonadism") have not been established.]. For primary hypogonadism or 

hypogonadotropic hypogonadism, continuation of therapy: The patient had a 

confirmed low morning serum total testosterone concentration based on the 

reference laboratory range or current practice guidelines before starting 

testosterone therapy [Note: Safety and efficacy of testosterone products in 

patients with "age-related hypogonadism" (also referred to as "late-onset 

hypogonadism") have not been established.]. For gender dysphoria: The 

patient is able to make an informed decision to engage in hormone therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group TESTOSTERONE ENANTHATE INJ 

Drug Names TESTOSTERONE ENANTHATE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Gender Dysphoria 

Exclusion Criteria - 

Required Medical Information For primary hypogonadism or hypogonadotropic hypogonadism, initial 

therapy: The patient has at least two confirmed low morning serum total 

testosterone concentrations based on the reference laboratory range or current 

practice guidelines [Note: Safety and efficacy of testosterone products in 

patients with "age-related hypogonadism" (also referred to as "late-onset 

hypogonadism") have not been established.]. For primary hypogonadism or 

hypogonadotropic hypogonadism, continuation of therapy: The patient had a 

confirmed low morning serum total testosterone concentration based on the 

reference laboratory range or current practice guidelines before starting 

testosterone therapy [Note: Safety and efficacy of testosterone products in 

patients with "age-related hypogonadism" (also referred to as "late-onset 

hypogonadism") have not been established.]. For gender dysphoria: The 

patient is able to make an informed decision to engage in hormone therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group TETRABENAZINE 

Drug Names TETRABENAZINE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Tic disorders, tardive dyskinesia 

Exclusion Criteria - 

Required Medical Information For treatment of chorea associated with Huntington's disease, initial: patient 

must meet both of the following:1) patient demonstrates characteristic motor 

examination features, AND 2) patient has experienced an inadequate treatment 

response or intolerable adverse event to deutetrabenazine. For tardive 

dyskinesia, initial: patient must meet all of the following: 1) patient exhibits 

clinical manifestation of the disease, AND 2) patient's disease has been 

assessed through clinical examination or with a structured evaluative tool (e.g., 

Abnormal Involuntary Movement Scale [AIMS], Dyskinesia Identification 

System: Condensed User Scale [DISCUS]), AND 3) patient has experienced 

an inadequate treatment response or intolerable adverse event to 

deutetrabenazine. For treatment of tardive dyskinesia and treatment of chorea 

associated with Huntington's disease, continuation: patient demonstrates a 

beneficial response to therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Initial: 6 months, Continuation: Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group THALOMID 

Drug Names THALOMID 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Acquired immunodeficiency syndrome (AIDS)-related aphthous stomatitis, 

Kaposi sarcoma, multicentric Castleman's disease, Rosai-Dorfman disease, 

Langerhans cell histiocytosis, pediatric medulloblastoma 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group TIBSOVO 

Drug Names TIBSOVO 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Conventional (grades 1-3) or dedifferentiated chondrosarcoma, central nervous 

system (CNS) cancers (astrocytoma, oligodendroglioma) 

Exclusion Criteria - 

Required Medical Information Patient has disease with a susceptible isocitrate dehydrogenase-1 (IDH1) 

mutation. For acute myeloid leukemia (AML): 1) patient has newly-diagnosed 

AML and meets one of the following: a) 75 years of age or older, b) patient 

declines or has comorbidities that preclude use of intensive induction 

chemotherapy, OR 2) the requested drug will be used as post-induction therapy 

following response to induction therapy with the requested drug, OR 3) patient 

has relapsed or refractory AML, OR 4) therapy will be used for consolidation 

therapy. For locally advanced, unresectable, resected gross residual, or 

metastatic cholangiocarcinoma: the requested drug will be used as subsequent 

treatment for progression on or after systemic treatment. For CNS cancers: 1) 

disease is recurrent, residual, or progressive, AND 2) patient has 

oligodendroglioma or astrocytoma. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group TOBI INHALER 

Drug Names TOBI PODHALER 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Non-cystic fibrosis bronchiectasis 

Exclusion Criteria - 

Required Medical Information For cystic fibrosis and non-cystic fibrosis bronchiectasis: 1) Pseudomonas 

aeruginosa is present in the patient's airway cultures, OR 2) The patient has a 

history of Pseudomonas aeruginosa infection or colonization in the airways. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group TOBRAMYCIN 

Drug Names TOBRAMYCIN 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Non-cystic fibrosis bronchiectasis 

Exclusion Criteria - 

Required Medical Information For cystic fibrosis and non-cystic fibrosis bronchiectasis: 1) Pseudomonas 

aeruginosa is present in the patient's airway cultures, OR 2) The patient has a 

history of Pseudomonas aeruginosa infection or colonization in the airways. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria Coverage under Part D will be denied if coverage is available under Part A or 

Part B as the medication is prescribed and dispensed or administered for the 

individual. 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group TOPICAL LIDOCAINE 

Drug Names GLYDO, LIDOCAINE, LIDOCAINE HYDROCHLORIDE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

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

requested drug will be used as part of a compounded product, then all the 

active ingredients in the compounded product are Food and Drug 

Administration (FDA) approved for topical use. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 3 months 

Other Criteria Coverage under Part D will be denied if coverage is available under Part A or 

Part B as the medication is prescribed and dispensed or administered for the 

individual. 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group TOPICAL TACROLIMUS 

Drug Names TACROLIMUS 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Psoriasis on the face, genitals, or skin folds. 

Exclusion Criteria - 

Required Medical Information For moderate to severe atopic dermatitis (eczema): the patient meets either of 

the following criteria: 1) the disease affects sensitive skin areas (e.g., face, 

genitals, or skin folds), OR 2) the patient has experienced an inadequate 

treatment response, intolerance, or contraindication to at least one first line 

therapy agent (e.g., medium or higher potency topical corticosteroid). For all 

indications: the requested drug is being prescribed for short-term or non-

continuous chronic use. 

Age Restrictions Tacrolimus 0.03% 2 years of age or older, Tacrolimus 0.1% 16 years of age or 

older. 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group TOPICAL TESTOSTERONES 

Drug Names TESTOSTERONE, TESTOSTERONE PUMP 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Gender Dysphoria 

Exclusion Criteria - 

Required Medical Information For primary hypogonadism or hypogonadotropic hypogonadism, initial 

therapy: The patient has at least two confirmed low morning serum total 

testosterone concentrations based on the reference laboratory range or current 

practice guidelines [Note: Safety and efficacy of testosterone products in 

patients with "age-related hypogonadism" (also referred to as "late-onset 

hypogonadism") have not been established.]. For primary hypogonadism or 

hypogonadotropic hypogonadism, continuation of therapy: The patient had a 

confirmed low morning serum total testosterone concentration based on the 

reference laboratory range or current practice guidelines before starting 

testosterone therapy [Note: Safety and efficacy of testosterone products in 

patients with "age-related hypogonadism" (also referred to as "late-onset 

hypogonadism") have not been established.]. For gender dysphoria: The 

patient is able to make an informed decision to engage in hormone therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group TOPICAL TRETINOIN 

Drug Names TRETINOIN 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group TOREMIFENE 

Drug Names TOREMIFENE CITRATE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria Congenital/acquired QT prolongation (long QT syndrome), uncorrected 

hypokalemia, or uncorrected hypomagnesemia. 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group TRAZIMERA 

Drug Names TRAZIMERA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Neoadjuvant treatment for human epidermal growth factor receptor 2 (HER2)-

positive breast cancer, recurrent or advanced unresectable HER2-positive 

breast cancer, leptomeningeal metastases from HER2-positive breast cancer, 

brain metastases from HER2-positive breast cancer, HER2-positive esophageal 

and esophagogastric junction adenocarcinoma, HER2-positive advanced, 

recurrent, or metastatic uterine serous carcinoma, HER2-amplified and RAS 

and BRAF wild-type colorectal cancer (including appendiceal 

adenocarcinoma), HER2-positive recurrent salivary gland tumor, HER2-

positive unresectable or metastatic hepatobiliary carcinoma (gallbladder 

cancer, intrahepatic cholangiocarcinoma, extrahepatic cholangiocarcinoma), 

HER2 overexpression positive locally advanced, unresectable, or recurrent 

gastric adenocarcinoma, HER2-positive endometrial cancer. 

Exclusion Criteria - 

Required Medical Information For colorectal cancer (including appendiceal adenocarcinoma): 1) the disease 

is HER2-amplified and RAS and BRAF wild-type and 2) the requested drug is 

used in combination with pertuzumab, tucatinib or lapatinib AND 3) the 

patient has not had previous treatment with a HER2 inhibitor OR 4) the patient 

has metachronous metastases. For hepatobiliary carcinoma: 1) the disease is 

HER2-positive AND 2) the requested drug is used in combination with 

pertuzumab or tucatinib. For endometrial cancer: 1) the disease is HER2-

positive AND 2) the requested drug is used in combination with paclitaxel and 

continued as a single agent for maintenance therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria Coverage under Part D will be denied if coverage is available under Part A or 

Part B as the medication is prescribed and dispensed or administered for the 

individual. 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group TREMFYA 

Drug Names TREMFYA, TREMFYA INDUCTION PACK FO 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For moderate to severe plaque psoriasis (new starts): 1) Crucial body areas 

(e.g., hands, feet, face, scalp, neck, genitals/groin, intertriginous areas) are 

affected at the time of diagnosis OR 2) patient has severe psoriasis that 

warrants a biologic as first-line therapy (i.e., at least 10% of the body surface 

area is affected) OR 3) at least 3% of body surface area (BSA) is affected and 

patient meets either of the following: a) patient has experienced an inadequate 

treatment response or intolerance to either phototherapy (e.g., UVB, PUVA) or 

pharmacologic treatment with methotrexate, cyclosporine, or acitretin, b) 

pharmacologic treatment with methotrexate, cyclosporine, or acitretin is 

contraindicated. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group TREPROSTINIL INJ 

Drug Names TREPROSTINIL 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For pulmonary arterial hypertension (World Health Organization [WHO] 

Group 1): PAH was confirmed by right heart catheterization. For new starts 

only: 1) pretreatment mean pulmonary arterial pressure is greater than 20 

mmHg, AND 2) pretreatment pulmonary capillary wedge pressure is less than 

or equal to 15 mmHg, AND 3) pretreatment pulmonary vascular resistance is 

greater than or equal to 3 Wood units. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria Coverage under Part D will be denied if coverage is available under Part A or 

Part B as the medication is prescribed and dispensed or administered for the 

individual. 

Prerequisite Therapy 

Required  

No 

 



Y0050_26_10209_CTPharmUpdWeb_C 

Updated 10/15/2025 

 

Prior Authorization Group TRIENTINE 

Drug Names TRIENTINE HYDROCHLORIDE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group TRIKAFTA 

Drug Names TRIKAFTA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For cystic fibrosis: the requested drug will not be used in combination with 

other CFTR (cystic fibrosis transmembrane conductance regulator) 

potentiating agents (e.g., ivacaftor, deutivacaftor). 

Age Restrictions 2 years of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group TRINTELLIX 

Drug Names TRINTELLIX 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For major depressive disorder (MDD): The patient has experienced an 

inadequate treatment response, intolerance, or the patient has a 

contraindication to ONE of the following generic products: serotonin and 

norepinephrine reuptake inhibitors (SNRIs), selective serotonin reuptake 

inhibitors (SSRIs), mirtazapine, bupropion. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group TRULICITY 

Drug Names TRULICITY 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions For glycemic control in type 2 diabetes mellitus: 10 years of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group TRUQAP - PENDING CMS REVIEW 

Drug Names TRUQAP 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 
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Prior Authorization Group TRUXIMA 

Drug Names TRUXIMA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Non-Hodgkin's lymphoma subtypes [small lymphocytic lymphoma (SLL), 

mantle cell lymphoma, marginal zone lymphomas (nodal, splenic, extranodal 

marginal zone lymphoma (EMZL) of the stomach, EMZL of nongastric sites 

(noncutaneous)), Burkitt lymphoma, high-grade B-cell lymphoma, histological 

transformation of indolent lymphomas to diffuse large B-cell lymphoma, 

histological transformation of chronic lymphocytic leukemia (CLL)/SLL to 

diffuse large B-cell lymphoma, primary cutaneous B-cell lymphoma, 

Castleman disease, human immunodeficiency virus (HIV)-related B-cell 

lymphoma, hairy cell leukemia, post-transplant lymphoproliferative disorder 

(PTLD), B-cell lymphoblastic lymphoma], refractory immune or idiopathic 

thrombocytopenic purpura (ITP), autoimmune hemolytic anemia, 

Waldenstrom macroglobulinemia/lymphoplasmacytic lymphoma, chronic 

graft-versus-host disease (GVHD), Sjogren syndrome, thrombotic 

thrombocytopenic purpura, refractory myasthenia gravis, nodular lymphocyte-

predominant Hodgkin lymphoma, primary central nervous system (CNS) 

lymphoma, leptomeningeal metastases from lymphomas, acute lymphoblastic 

leukemia, prevention of Epstein-Barr virus (EBV)-related PTLD, relapsing 

remitting multiple sclerosis, immune checkpoint inhibitor-related toxicities, 

Rosai-Dorfman disease, pemphigus vulgaris, pediatric aggressive mature B-

cell lymphomas (including Burkitt-like lymphoma, primary mediastinal large 

B-cell lymphoma), and pediatric mature B-cell acute leukemia, neuromyelitis 

optica spectrum disorder 

Exclusion Criteria - 

Required Medical Information For moderately to severely active rheumatoid arthritis (new starts only): 1) 

patient meets ANY of the following: a) requested drug will be used in 

combination with methotrexate (MTX) OR b) patient has intolerance or 

contraindication to MTX, AND 2) patient meets ANY of the following: a) 

inadequate treatment response, intolerance, or contraindication to MTX OR b) 

inadequate treatment response or intolerance to a prior biologic disease-

modifying antirheumatic drug (DMARD) or a targeted synthetic DMARD. 

Hematologic malignancies must be CD20-positive. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Immune checkpoint inhibitor-related toxicities: 3 months, All other: Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group TUKYSA 

Drug Names TUKYSA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent human epidermal growth factor receptor 2 (HER2)-positive breast 

cancer, HER2-positive biliary tract cancer (gallbladder cancer, intrahepatic 

cholangiocarcinoma, extrahepatic cholangiocarcinoma) 

Exclusion Criteria - 

Required Medical Information For colorectal cancer (including appendiceal adenocarcinoma): 1) the patient 

has advanced, unresectable, or metastatic disease, AND 2) the patient has 

human epidermal growth factor receptor 2 (HER2)-positive disease, AND 3) 

the patient has RAS wild-type disease, AND 4) the requested drug will be used 

in combination with trastuzumab, AND 5) the patient has not previously been 

treated with a HER2 inhibitor. For biliary tract cancer: 1) the patient has 

unresectable or metastatic disease, AND 2) the patient has human epidermal 

growth factor receptor 2 (HER2)-positive disease, AND 3) the requested drug 

will be used in combination with trastuzumab. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group TURALIO 

Drug Names TURALIO 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Langerhans cell histiocytosis, Erdheim-Chester disease, Rosai-Dorfman 

disease 

Exclusion Criteria - 

Required Medical Information For Langerhans cell histiocytosis: 1) disease has colony stimulating factor 1 

receptor (CSF1R) mutation. For Erdheim-Chester disease and Rosai-Dorfman 

disease: 1) disease has CSF1R mutation, AND 2) patient has any of the 

following: a) symptomatic disease OR b) relapsed/refractory disease. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group TYENNE 

Drug Names TYENNE 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Castleman's disease, systemic sclerosis-associated interstitial lung disease 

Exclusion Criteria - 

Required Medical Information For moderately to severely active rheumatoid arthritis (new starts only): 1) 

Patient has experienced an inadequate treatment response, intolerance or 

contraindication to methotrexate (MTX) OR 2) Patient has experienced an 

inadequate response or intolerance to a prior biologic disease-modifying 

antirheumatic drug (DMARD) or a targeted synthetic DMARD. For treatment 

of sclerosis-associated interstitial lung disease: the diagnosis was confirmed by 

a high-resolution computed tomography (HRCT) study of the chest. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group UBRELVY 

Drug Names UBRELVY 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For acute treatment of migraine: The patient has experienced an inadequate 

treatment response, intolerance, or the patient has a contraindication to at least 

one triptan 5-HT1 receptor agonist. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group UCERIS 

Drug Names BUDESONIDE ER 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For the induction of remission of active, mild to moderate ulcerative colitis: 

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

contraindication to at least one 5-aminosalicylic acid (5-ASA) therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 2 months 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group UPTRAVI 

Drug Names UPTRAVI, UPTRAVI TITRATION PACK 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For pulmonary arterial hypertension (World Health Organization [WHO] 

Group 1): PAH was confirmed by right heart catheterization. For new starts 

only: 1) pretreatment mean pulmonary arterial pressure is greater than 20 

mmHg, AND 2) pretreatment pulmonary capillary wedge pressure is less than 

or equal to 15 mmHg, AND 3) pretreatment pulmonary vascular resistance is 

greater than or equal to 3 Wood units. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group VALCHLOR 

Drug Names VALCHLOR 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Smoldering adult T-cell leukemia/lymphoma (ATLL), Stage 2 or higher 

mycosis fungoides (MF)/Sezary syndrome (SS), primary cutaneous marginal 

zone lymphoma, primary cutaneous follicle center lymphoma, CD30-positive 

lymphomatoid papulosis (LyP), unifocal Langerhans cell histiocytosis (LCH) 

with isolated skin disease 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group VANFLYTA 

Drug Names VANFLYTA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Re-induction in patients with residual disease for AML 

Exclusion Criteria - 

Required Medical Information For acute myeloid leukemia (AML): 1) AML is FMS-like tyrosine kinase 3 

(FLT3) internal tandem duplication (ITD)-positive and 2) medication will be 

used for induction, re-induction, consolidation, or maintenance therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group VELCADE 

Drug Names BORTEZOMIB 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Systemic light chain amyloidosis, Waldenstrom's 

macroglobulinemia/lymphoplasmacytic lymphoma, multicentric Castleman's 

disease, adult T-cell leukemia/lymphoma, acute lymphoblastic leukemia, 

Kaposi's sarcoma, pediatric Classic Hodgkin lymphoma 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria Coverage under Part D will be denied if coverage is available under Part A or 

Part B as the medication is prescribed and dispensed or administered for the 

individual. 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group VELSIPITY 

Drug Names VELSIPITY 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 



Y0050_26_10209_CTPharmUpdWeb_C 

Updated 10/15/2025 

 

Prior Authorization Group VENCLEXTA 

Drug Names VENCLEXTA, VENCLEXTA STARTING PACK 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Mantle cell lymphoma, blastic plasmacytoid dendritic cell neoplasm 

(BPDCN), multiple myeloma, relapsed or refractory acute myeloid leukemia 

(AML), poor-risk AML, therapy related AML, post-induction therapy for 

AML following response to previous lower intensity therapy with the same 

regimen, Waldenstrom macroglobulinemia/lymphoplasmacytic lymphoma, 

relapsed or refractory systemic light chain amyloidosis with translocation 

t(11:14), accelerated or blast phase myeloproliferative neoplasms, B-cell acute 

lymphoblastic leukemia/T-cell acute lymphoblastic leukemia (B-ALL/T-ALL), 

hairy cell leukemia, higher risk myelodysplastic syndromes, chronic 

myelomonocytic leukemia (CMML)-2. 

Exclusion Criteria - 

Required Medical Information For acute myeloid leukemia (AML): 1) patient has newly-diagnosed AML and 

meets one of the following: a) 75 years of age or older, b) patient has 

comorbidities that preclude use of intensive induction chemotherapy, OR 2) 

will be used for induction or consolidation therapy in patients with poor-risk or 

therapy related AML, OR 3) patient has relapsed or refractory AML, OR 4) 

will be used for post-induction therapy for AML following response to 

previous lower intensity therapy with the same regimen. For blastic 

plasmacytoid dendritic cell neoplasm (BPDCN): 1) patient has systemic 

disease being treated with palliative intent, OR 2) patient has relapsed or 

refractory disease. For multiple myeloma: 1) the disease is relapsed or 

progressive, AND 2) the requested drug will be used in combination with one 

of the following: a) dexamethasone, b) dexamethasone and daratumumab c) 

dexamethasone with bortezomib, carfilzomib, or ixazomib AND 3) patient has 

t(11:14) translocation. For Waldenstrom 

macroglobulinemia/lymphoplasmacytic lymphoma: 1) patient has previously 

treated disease that did not respond to primary therapy, OR 2) patient has 

progressive or relapsed disease. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group VERQUVO - PENDING CMS REVIEW 

Drug Names VERQUVO 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 

 

Prior Authorization Group VERSACLOZ 

Drug Names VERSACLOZ 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For the treatment of a severely ill patient with schizophrenia who failed to 

respond adequately to standard antipsychotic treatment (i.e., treatment-resistant 

schizophrenia): 1) the patient has experienced an inadequate treatment 

response, intolerance, or has a contraindication to one of the following generic 

products: aripiprazole, asenapine, lurasidone, olanzapine, quetiapine, 

risperidone, ziprasidone, AND 2) the patient has experienced an inadequate 

treatment response, intolerance, or has a contraindication to one of the 

following brand products: Caplyta, Lybalvi, Rexulti, Secuado, Vraylar. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group VERZENIO 

Drug Names VERZENIO 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent breast cancer, endometrial cancer, in combination with letrozole for 

estrogen receptor positive tumor 

Exclusion Criteria - 

Required Medical Information For breast cancer: 1) the disease is either: a) advanced, recurrent, or metastatic, 

OR b) early breast cancer AND 2) the patient has hormone receptor (HR)-

positive and human epidermal growth factor receptor 2 (HER2)-negative 

disease, AND 3) the requested drug will be used in combination with 

endocrine therapy or as a single agent, AND 4) the patient has experienced an 

intolerable adverse event or has a contraindication to Kisqali (ribociclib). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group VIGABATRIN 

Drug Names VIGABATRIN, VIGADRONE, VIGPODER 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For complex partial seizures (i.e., focal impaired awareness seizures): patient 

has experienced an inadequate treatment response to at least two antiepileptic 

drugs for complex partial seizures (i.e., focal impaired awareness seizures). 

Age Restrictions Infantile Spasms: 1 month to 2 years of age. Complex partial seizures (i.e., 

focal impaired awareness seizures): 2 years of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group VIGAFYDE 

Drug Names VIGAFYDE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions Infantile Spasms: 1 month to 2 years of age 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group VITRAKVI  

Drug Names VITRAKVI 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Non-metastatic neurotrophic tyrosine receptor kinase (NTRK) gene fusion-

positive solid tumors, first-line treatment of NTRK gene fusion-positive solid 

tumors. 

Exclusion Criteria - 

Required Medical Information For all neurotrophic tyrosine receptor kinase (NTRK) gene fusion-positive 

solid tumors, the disease is without a known acquired resistance mutation. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group VIZIMPRO 

Drug Names VIZIMPRO 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent non-small cell lung cancer (NSCLC) 

Exclusion Criteria - 

Required Medical Information For non-small cell lung cancer (NSCLC): 1) the disease is recurrent, advanced, 

or metastatic, AND 2) the patient has sensitizing epidermal growth factor 

receptor (EGFR) mutation-positive disease. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group VONJO 

Drug Names VONJO 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Accelerated or blast phase myeloproliferative neoplasms 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group VOQUEZNA PAK 

Drug Names VOQUEZNA DUAL PAK, VOQUEZNA TRIPLE PAK 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For treatment of Helicobacter pylori (H. pylori) infection: the infection is 

proven or strongly suspected to be caused by susceptible bacteria based on: 1) 

culture and susceptibility information OR 2) local epidemiology and 

susceptibility patterns. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 14 days 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group VORANIGO 

Drug Names VORANIGO 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group VORICONAZOLE 

Drug Names VORICONAZOLE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information The patient will use the requested drug orally or intravenously. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 6 months 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group VOSEVI 

Drug Names VOSEVI 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria Decompensated cirrhosis/moderate or severe hepatic impairment (Child 

Turcotte Pugh class B or C) 

Required Medical Information For hepatitis C virus (HCV): Infection confirmed by presence of HCV RNA in 

the serum prior to starting treatment. Planned treatment regimen, genotype, 

prior treatment history, presence or absence of cirrhosis (compensated or 

decompensated [CTP class B or C]), presence or absence of human 

immunodeficiency virus (HIV) coinfection, presence or absence of resistance-

associated substitutions where applicable, transplantation status if applicable. 

Coverage conditions and specific durations of approval will be based on 

current American Association for the Study of Liver Diseases and Infectious 

Diseases Society of America (AASLD-IDSA) treatment guidelines. 

Age Restrictions - 

Prescriber Restrictions - 

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

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group VOTRIENT - PENDING CMS REVIEW 

Drug Names PAZOPANIB HYDROCHLORIDE 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 
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Prior Authorization Group VOWST 

Drug Names VOWST 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For the prevention of recurrence of Clostridioides difficile infection (CDI): 1) 

The diagnosis of CDI has been confirmed by a positive stool test for C. 

difficile toxin, AND 2) The requested drug will be administered at least 48 

hours after the last dose of antibiotics used for the treatment of recurrent CDI. 

Age Restrictions 18 years of age or older 

Prescriber Restrictions - 

Coverage Duration 1 month 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group VYVANSE 

Drug Names LISDEXAMFETAMINE DIMESYLA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For attention-deficit hyperactivity disorder (ADHD) or attention deficit 

disorder (ADD): the patient has experienced an inadequate treatment response, 

intolerance, or has a contraindication to a generic central nervous system 

(CNS) stimulant drug, other than lisdexamfetamine (e.g., amphetamine, 

dextroamphetamine, methylphenidate). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 
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Prior Authorization Group WELIREG 

Drug Names WELIREG 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group WINREVAIR 

Drug Names WINREVAIR 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

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

[WHO] Group 1): PAH was confirmed by right heart catheterization. For PAH 

new starts only: 1) pretreatment mean pulmonary arterial pressure is greater 

than 20 mmHg, AND 2) pretreatment pulmonary capillary wedge pressure is 

less than or equal to 15 mmHg, AND 3) Pretreatment pulmonary vascular 

resistance is greater than or equal to 3 Wood units. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group WYOST - PENDING CMS REVIEW 

Drug Names WYOST 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 
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Prior Authorization Group XALKORI 

Drug Names XALKORI 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Recurrent non-small cell lung cancer (NSCLC), NSCLC with high-level MET 

amplification, recurrent, advanced, or metastatic NSCLC with MET exon 14 

skipping mutation, symptomatic or relapsed/refractory anaplastic lymphoma 

kinase (ALK)-fusion positive Erdheim-Chester Disease, symptomatic or 

relapsed/refractory (ALK)-fusion positive Rosai-Dorfman Disease, (ALK)-

fusion positive Langerhans Cell Histiocytosis, metastatic or unresectable 

ROS1 gene fusion positive cutaneous melanoma, metastatic or inoperable 

uterine sarcoma for IMT with ALK translocation 

Exclusion Criteria - 

Required Medical Information For non-small cell lung cancer (NSCLC), the requested drug is used in any of 

the following settings: 1) the patient has recurrent, advanced, or metastatic 

anaplastic lymphoma kinase (ALK)-positive NSCLC, AND 2) the patient has 

experienced an inadequate treatment response, intolerance, or has a 

contraindication to ONE of the following products: Alecensa (alectinib) or 

Alunbrig (brigatinib), OR 3) the patient has recurrent, advanced, or metastatic 

ROS-1 positive NSCLC, OR 4) the patient has NSCLC with high-level MET 

amplification, OR 5) the patient has recurrent, advanced, or metastatic MET 

exon 14 skipping mutation. For anaplastic large cell lymphoma (ALCL): 1) the 

disease is relapsed or refractory, AND 2) the disease is ALK-positive. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group XDEMVY 

Drug Names XDEMVY 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group XELJANZ 

Drug Names XELJANZ, XELJANZ XR 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For moderately to severely active rheumatoid arthritis, active ankylosing 

spondylitis, and active polyarticular course juvenile idiopathic arthritis (new 

starts only): Patient has experienced an inadequate treatment response, 

intolerance or has a contraindication to at least one tumor necrosis factor 

(TNF) inhibitor (for example, adalimumab, etanercept). For moderately to 

severely active ulcerative colitis (new starts only): Patient has experienced an 

inadequate treatment response, intolerance or has a contraindication to at least 

one tumor necrosis factor (TNF) inhibitor (for example, adalimumab). For 

active psoriatic arthritis (new starts only): 1) Patient has experienced an 

inadequate treatment response, intolerance, or has a contraindication to at least 

one TNF inhibitor (for example, adalimumab, etanercept) AND 2) the 

requested drug will be used in combination with a nonbiologic DMARD. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group XERMELO 

Drug Names XERMELO 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group XHANCE 

Drug Names XHANCE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information Patient has experienced an inadequate treatment response to generic 

fluticasone nasal spray. 

Age Restrictions 18 years of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group XIFAXAN 

Drug Names XIFAXAN 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Small intestinal bacterial overgrowth syndrome (SIBO) 

Exclusion Criteria - 

Required Medical Information For irritable bowel syndrome with diarrhea (IBS-D): 1) The patient has not 

previously received treatment with the requested drug, OR 2) The patient has 

previously received treatment with the requested drug, AND a) the patient is 

experiencing a recurrence of symptoms, AND b) the patient has not already 

received an initial 14-day course of treatment and two additional 14-day 

courses of treatment with the requested drug. For small intestinal bacterial 

overgrowth (SIBO): 1) the patient is experiencing a recurrence after 

completion of a successful course of treatment with the requested drug OR 2) 

diagnosis has been confirmed via one of the following: a) quantitative culture 

of upper gut aspirate, b) breath testing (e.g., lactulose hydrogen or glucose 

hydrogen breath test). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Reduction in risk of overt HE recurrence: 6 months, IBS-D and SIBO: 14 days 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group XOLAIR - PENDING CMS REVIEW 

Drug Names XOLAIR 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 

 

Prior Authorization Group XOSPATA 

Drug Names XOSPATA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Myeloid, lymphoid, or mixed lineage neoplasms with eosinophilia and FLT3 

rearrangement, acute myeloid leukemia (AML) post allogeneic hematopoietic 

cell transplantation (HCT), in remission. 

Exclusion Criteria - 

Required Medical Information For myeloid, lymphoid, or mixed lineage neoplasms with eosinophilia and 

FMS-like tyrosine kinase 3 (FLT3) rearrangement: the disease is in chronic or 

blast phase. For AML with FLT3 mutation: The requested drug will be used 

for one of the following: a) relapsed or refractory disease, b) induction therapy, 

c) post-induction therapy following response to induction therapy with the 

requested drug, d) consolidation therapy, e) maintenance therapy in patients 

who are in remission after allogeneic hematopoietic cell transplantation. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group XPOVIO - PENDING CMS REVIEW 

Drug Names XPOVIO, XPOVIO 60 MG TWICE WEEKLY, XPOVIO 80 MG TWICE 

WEEKLY 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 

 

Prior Authorization Group XTANDI 

Drug Names XTANDI 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For the treatment of castration-resistant prostate cancer or metastatic 

castration-sensitive prostate cancer: The requested drug will be used in 

combination with a gonadotropin-releasing hormone (GnRH) analog or after 

bilateral orchiectomy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group XYREM - PENDING CMS REVIEW 

Drug Names SODIUM OXYBATE 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 
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Prior Authorization Group YESINTEK 

Drug Names YESINTEK 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For moderate to severe plaque psoriasis (new starts only): 1) Crucial body 

areas (e.g., hands, feet, face, scalp, neck, genitals/groin, intertriginous areas) 

are affected at the time of diagnosis, OR 2) Patient has severe psoriasis that 

warrants a biologic as first-line therapy (i.e., at least 10% of the body surface 

area is affected), OR 3) At least 3% of body surface area (BSA) is affected and 

patient meets either of the following: a) Patient has experienced an inadequate 

treatment response or intolerance to either phototherapy (e.g., UVB, PUVA) or 

pharmacologic treatment with methotrexate, cyclosporine, or acitretin, b) 

Pharmacologic treatment with methotrexate, cyclosporine, or acitretin is 

contraindicated. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group YONSA 

Drug Names YONSA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information The requested drug will be used in combination with a gonadotropin-releasing 

hormone (GnRH) analog or after bilateral orchiectomy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group YUTREPIA 

Drug Names YUTREPIA 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

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

[WHO] Group 1) or pulmonary hypertension (PH) associated with interstitial 

lung disease (WHO Group 3): the diagnosis was confirmed by right heart 

catheterization. For new starts only: 1) Pretreatment mean pulmonary arterial 

pressure is greater than 20 mmHg, 2) Pretreatment pulmonary capillary wedge 

pressure is less than or equal to 15 mmHg, AND 3) Pretreatment pulmonary 

vascular resistance is greater than or equal to 2 Wood units. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group ZARXIO 

Drug Names ZARXIO 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Neutropenia in myelodysplastic syndromes (MDS), agranulocytosis, 

neutropenia in aplastic anemia, human immunodeficiency virus (HIV)-related 

neutropenia 

Exclusion Criteria - 

Required Medical Information If receiving chemotherapy, the requested drug will be administered at least 24 

hours after chemotherapy. For prophylaxis or treatment of myelosuppressive 

chemotherapy-induced febrile neutropenia (FN) patient must meet both of the 

following: 1) Patient has a solid tumor or non-myeloid cancer, AND 2) Patient 

has received, is currently receiving, or will be receiving treatment with 

myelosuppressive anti-cancer therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 6 months 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group ZEJULA 

Drug Names ZEJULA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Uterine leiomyosarcoma 

Exclusion Criteria - 

Required Medical Information For uterine leiomyosarcoma: 1) the requested drug is used as second-line or 

subsequent therapy AND 2) the patient has BRCA-altered disease. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group ZELBORAF 

Drug Names ZELBORAF 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Non-small cell lung cancer, hairy cell leukemia, central nervous system cancer 

(i.e., glioma, glioblastoma, pediatric diffuse high-grade glioma), adjuvant or 

neoadjuvant systemic therapy for cutaneous melanoma, Langerhans cell 

histiocytosis. 

Exclusion Criteria - 

Required Medical Information For central nervous system (CNS) cancer (i.e., glioma, glioblastoma, pediatric 

diffuse high-grade glioma): 1) The tumor is positive for BRAF V600E 

mutation, AND 2) The requested drug will be used in combination with 

cobimetinib OR the requested drug is being used for the treatment of pediatric 

diffuse high-grade glioma. For melanoma: 1) The tumor is positive for BRAF 

V600 activating mutation (e.g., V600E or V600K), AND 2) the requested drug 

will be used as a single agent, or in combination with cobimetinib, AND 3) 

The requested drug will be used for either of the following: a) unresectable, 

limited resectable, or metastatic disease, or b) adjuvant or neoadjuvant 

systemic therapy. For Erdheim-Chester Disease and Langerhans Cell 

Histiocytosis: Tumor is positive for BRAF V600 mutation. For non-small cell 

lung cancer: 1) The tumor is positive for the BRAF V600E mutation, AND 2) 

The patient has recurrent, advanced, or metastatic disease. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group ZIRABEV 

Drug Names ZIRABEV 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Ampullary adenocarcinoma, appendiceal adenocarcinoma, central nervous 

system (CNS) cancers (including pediatric diffuse high-grade gliomas), pleural 

mesothelioma, peritoneal mesothelioma, pericardial mesothelioma, tunica 

vaginalis testis mesothelioma, soft tissue sarcomas, uterine neoplasms, 

endometrial carcinoma, vulvar cancers, vaginal cancer, small bowel 

adenocarcinoma, and ophthalmic-related disorders: diabetic macular edema, 

neovascular (wet) age-related macular degeneration including polypoidal 

choroidopathy and retinal angiomatous proliferation subtypes, macular edema 

following retinal vein occlusion, proliferative diabetic retinopathy, choroidal 

neovascularization, neovascular glaucoma and retinopathy of prematurity. 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria Coverage under Part D will be denied if coverage is available under Part A or 

Part B as the medication is prescribed and dispensed or administered for the 

individual. 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group ZOLINZA 

Drug Names ZOLINZA 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Mycosis fungoides (MF)/Sezary syndrome (SS) 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group ZONISADE 

Drug Names ZONISADE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For adjunctive treatment of partial-onset seizures (i.e., focal-onset seizures): 1) 

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

has a contraindication to a generic anticonvulsant AND the patient has 

experienced an inadequate treatment response, intolerance, or has a 

contraindication to any of the following: Aptiom, Xcopri, Spritam OR 2) The 

patient has difficulty swallowing solid oral dosage forms (e.g., tablets, 

capsules). 

Age Restrictions 16 years of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

Yes 

 

Prior Authorization Group ZTALMY 

Drug Names ZTALMY 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions 2 years of age or older 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 
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Prior Authorization Group ZURZUVAE 

Drug Names ZURZUVAE 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information For the treatment of postpartum depression (PPD): diagnosis was confirmed 

using standardized rating scales that reliably measure depressive symptoms 

(e.g., Hamilton Depression Rating Scale [HDRS], Edinburgh Postnatal 

Depression Scale [EPDS], Patient Health Questionnaire 9 [PHQ9], 

Montgomery-Asberg Depression Rating Scale [MADRS], Beck's Depression 

Inventory [BDI], etc.). 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration 1 month 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group ZYDELIG 

Drug Names ZYDELIG 

PA Indication Indicator All FDA-approved Indications, Some Medically-accepted Indications 

Off-label Uses Small lymphocytic lymphoma (SLL) 

Exclusion Criteria - 

Required Medical Information For chronic lymphocytic leukemia (CLL)/small lymphocytic lymphoma 

(SLL): the requested drug is used as second-line or subsequent therapy. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

Prior Authorization Group ZYKADIA - PENDING CMS REVIEW 

Drug Names ZYKADIA 

PA Indication Indicator - 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information - 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration - 

Other Criteria - 
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Prior Authorization Group ZYPREXA RELPREVV 

Drug Names ZYPREXA RELPREVV 

PA Indication Indicator All FDA-approved Indications 

Off-label Uses - 

Exclusion Criteria - 

Required Medical Information Tolerability with oral olanzapine has been established. 

Age Restrictions - 

Prescriber Restrictions - 

Coverage Duration Plan Year 

Other Criteria - 

Prerequisite Therapy 

Required  

No 

 

 

ConnectiCare, Inc. is an HMO-POS plan with a Medicare contract. ConnectiCare Insurance Company, Inc. is 

an HMO-POS D-SNP plan with a Medicare contract and a contract with the Connecticut Medicaid Program. 

Enrollment in a ConnectiCare Medicare plan depends on contract renewal. 
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Notice of Availability 

We offer free interpreter and translation services to help you understand your health or drug plan. 

This includes support from someone who speaks your language. 

We also provide free aids and services—such as sign language interpreters and written materials 

in alternative formats—to ensure everyone can access the information they need. To request 

these services, please call Member Services at the number listed on your Member ID card.   

English 

ATTENTION: If you speak English, free language assistance services are available 

to you. Appropriate auxiliary aids and services to provide information in accessible 

formats are also available free of charge. Call the Member Services number on the 

back of your ID card or speak to your provider. 

Spanish 

ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos para 

asistirle en su idioma. 

También dispone de ayudas y servicios auxiliares gratuitos para proporcionar 

información en formatos accesibles. 

Llame al número del Departamento de Servicios para Miembros que figura en el 

reverso de su tarjeta de identificación o hable con su proveedor. 

Simplified Chinese  

注意：如果您说 中文，我们将免费为您提供语言协助服务。我们还免费提供适当的辅助

工具和服务，以无障碍格式提供信息。致电 ID 卡背面的客户服务号码或咨询您的服务

提供商。 

Traditional Chinese  

注意：如果您說 台語，我們可以為您提供免費語言協助服務。也可以免費提供適當的輔

助工具與服務，以無障礙格式提供資訊。請撥打您 ID 卡背面的會員服務部電話號碼或

諮詢您的服務提供者。  
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Russian 

ВНИМАНИЕ! Если вы говорите на русском, вам доступны бесплатные услуги языковой 

поддержки. Соответствующие вспомогательные средства и услуги по предоставлению 

информации в доступных форматах также бесплатны. Позвоните по номеру службы 

поддержки клиентов, указанному на обратной стороне вашей идентификационной карты, 

или обратитесь к своему поставщику услуг. 

Haitian Creole  

ATANSYON: Si w pale Kreyòl Ayisyen, gen sèvis èd aladispozisyon w gratis pou lang ou pale a. 

Èd ak sèvis siplemantè apwopriye pou bay enfòmasyon nan fòma aksesib yo disponib gratis tou. 

Rele nimewo Sèvis Manm ki sou do kat ID ou a oswa pale ak pwofesyonèl swen sante ou a. 

Korean 

주의:한국어 를 사용하시는 경우 무료 언어 지원 서비스를 이용하실 수 있습니다. 

이용 가능한 형식으로 정보를 제공하는 적절한 보조 기구 및 서비스도 무료로 

제공됩니다. ID 카드 뒷면에 있는 회원 서비스 번호로 전화하거나 서비스 

제공업체에 문의하십시오. 

Italian 

ATTENZIONE: Se parla italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono 

inoltre disponibili gratuitamente strumenti ausiliari e servizi adeguati per fornire informazioni in 

formati accessibili. Si prega di contattare il numero del Servizio per i membri riportato sul retro 

della propria tessera identificativa o di rivolgersi al proprio fornitore. 

Yiddish  

פּאַסיקע אידס און  שפראך הילף סערוויסעס זענען בארעכטיגט פריי פאר דיר. ,אויב איר רעדט יידיש אַכטונג:

דעם מיטגליד   רופט באַדינונגס פֿאַר צושטעלן אינפֿאָרמאַציע אין צוטריטלעך פֿאָרמאַטירונגען זענען אויך פריי בנימצא.

 קאַרטל אָדער רעדט מיט דיין צושטעלער. IDבאַדינען נומער אין קריק פֿון דײַן 

Bengali 

মন োন োগ দি :  দি আপদ  বোাংলো বনল , তোহনল আপ োর জ য দব োমূনলয ভোষো সহোয়তো 

পদরনষবোদি উপলব্ধ রনয়নে। অ্যোনেসন োগয ফরমযোনে তথ্য প্রিোন র জ য উপ ুক্ত সহোয়ক 

সহন োদগতো এবাং পদরনষবোদিও দব োমূনলয উপলব্ধ রনয়নে। আপনার আইডি কার্িের ডপছর্ন থাকা 

সদসয পডরর্েবা নম্বর্র কল করুন অথবা আপনার প্রদানকারীর সার্থ কথা বলুন। 

Polish 

UWAGA: Osoby mówiące po polsku mogą skorzystać z bezpłatnej pomocy językowej. 

Dodatkowe pomoce i usługi zapewniające informacje w dostępnych formatach są również 

dostępne bezpłatnie. Zadzwoń pod numer Działu Obsługi Klienta podany na odwrocie Twojej 

karty identyfikacyjnej lub porozmawiaj ze swoim dostawcą.  

Arabic 
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كما تتوفر أدوات   ت تتحدث العربية، فسوف تكون خدمات المساعدة اللغوية متاحة لك مجانًا.إذا كن  تنبيه:

اتصل بقسم   مساعدة وخدمات إضافية مناسبة لتوفير المعلومات بصيغ يمكن الوصول إليها من دون أية تكلفة. 

 على ظهر بطاقة هويتك أو تحدث إلى مقدم الخدمات. خدمات الأعضاء على الرقم المدون 

French 

ATTENTION : Si vous parlez français, des services d’assistance linguistique gratuits sont à votre 

disposition. Des aides et services auxiliaires appropriés sont également mis à votre disposition 

gratuitement pour vous fournir les informations dans des formats accessibles. Appelez les 

Services aux adhérents au numéro figurant au dos de votre carte d’adhérent, ou adressez-vous à 

votre prestataire. 

Urdu 

  اردو

قابل رسائی فارميٹس ميں  اگر آپ اردو بولتے ہيں، تو آپ کے ليے مفت لسانی خدمات دستياب ہيں۔ توجہ فرمائيں:

کارڈ کی   IDمعلومات فراہم کرنے کے ليے مناسب معاون امداد اور خدمات بهی مفت دستياب ہيں۔ ممبر سروسز کو اپنے  

 پچهلی جانب موجود نمبر پر کال کريں يا اپنے فراہم کنندہ سے بات کريں۔

Tagalog 

PAUNAWA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyo ng tulong 

sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang 

magbigay ng impormasyon sa mga accessible na format. Tawagan ang numero ng Mga Serbisyo 

sa Miyembro sa likod ng ID card mo o makipag-usap sa iyong provider. 

Greek 

ΠΡΟΣΟΧΗ: Εάν μιλάτε Ελληνικά, υπάρχουν διαθέσιμες δωρεάν υπηρεσίες υποστήριξης στη 

συγκεκριμένη γλώσσα. Διατίθενται δωρεάν κατάλληλα βοηθήματα και υπηρεσίες για παροχή 

πληροφοριών σε προσβάσιμες μορφές. Καλέστε τον αριθμό των υπηρεσιών Μέλους που 

βρίσκεται στο πίσω μέρος της κάρτας αναγνωριστικού σας ή απευθυνθείτε στον πάροχό σας. 

Albanian 

VINI RE: Nëse flisni anglisht, shërbimet falas të ndihmës gjuhësore janë të disponueshme për ju. 

Gjithashtu, disponohen falas ndihma të përshtatshme dhe shërbime shtesë për të siguruar 

informacion në formate të aksesueshme. Telefononi Shërbimet ndaj Anëtarëve në numrin që 

ndodhet në pjesën e pasme të kartës suaj të identitetit ose flisni me ofruesin tuaj të shërbimit. 

German 

HINWEIS: Wenn Sie Sprache einfügen sprechen, stehen Ihnen kostenlose 

Sprachassistenzdienste zur Verfügung. Geeignete Hilfsmittel und Dienste für die Übermittlung 

von Informationen in zugänglicher Form sind ebenfalls kostenlos verfügbar. Rufen Sie die 
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Nummer des Mitgliederservices auf der Rückseite Ihres Ausweises an oder sprechen Sie mit 

Ihrem Anbieter. 

Pennsylvania Dutch 

GEB ACHT: Wann du Pennsylvanisch Deitsch schwetzscht, Schprooch Helfe Services sin 

meeglich mitaus Koscht. Appropriate Auxiliary Aids un Services un Services Information zu 

gewwe in helfreiche Formats sin aa meeglich mitaus Koscht. Ruf die Member Services Nummer 

uff die Rickseit vun dei ID Kaart odder Schwetz mit dei Provider.  

Vietnamese 

LƯU Ý: Nếu quý vị nói tiếng Việt, chúng tôi có sẵn các dịch vụ hỗ trợ ngôn ngữ miễn phí dành 

cho quý vị. Ngoài ra, chúng tôi còn có các dịch vụ và phương tiện hỗ trợ khác phù hợp, hoàn 

toàn miễn phí để cung cấp thông tin theo các định dạng dễ sử dụng. Vui lòng gọi đến số điện 

thoại của bộ phận Dịch vụ thành viên có trên mặt sau thẻ ID của quý vị để trao đổi với nhà cung 

cấp dịch vụ của quý vị.  

Somali 

FIIRO GAAR AH: Haddii aad ku hadasho Soomaali, adeegyada caawimaada luuqada oo bilaash 

ah ayaad heli kartaa. 

Agabka kaalmaatiga oo sax ah iyo adeegyada xogta ku bixiya qaab la heli karo ayaa sidoo kale 

lagu heli karaa lacag la'aan. 

Wac lambarka Adeegyada Macaamiisha ee ku qoran dhabarka danbe ee kaarkaaga aqoonsiga 

ama la hadal dhakhtarkaaga. 

Japanese  

注意：日本語を話される場合、無料の言語支援サービスをご利用いただけます。アクセ

ス可能な形式で情報を提供するための適切な補助支援やサービスも無料でご利用いただ

けます。IDカードの裏面にある会員サービス番号に電話するか、プロバイダーにご相

談ください。 

Ukrainian 

УВАГА! Якщо ви розмовляєте українською мовою, вам доступні безкоштовні мовні 

послуги. Відповідні допоміжні засоби й послуги з надання інформації в доступних 

форматах також пропонуються безкоштовно. Зателефонуйте на номер служби підтримки 

учасників, указаний на звороті вашого посвідчення особи, або зверніться до свого 

постачальника послуг. 

Romanian 

ATENȚIE: Dacă vorbiți română, aveți la dispoziție servicii gratuite de asistență lingvistică. Sunt 

disponibile gratuit ajutoare și servicii auxiliare adecvate pentru furnizarea informațiilor în 

formate accesibile. Contactați Serviciul pentru Membri la numărul de telefon înscris pe verso-ul 

cardului de identificare sau adresați-vă furnizorului dumneavoastră. 
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Amharic  

ማስታወሻ፣ አማርኛ የምናገሩ ከሆነ፣ ነፃ የቋንቋ ድጋፍ አገልግሎቶች ለእርስዎ ይኖራል። እንዲሁም፣በሚገኙ 

ቅርፀቶች መረጃ ለማቅረብ ተገቢ የመርጃ ድጋፎች እና አገልግሎቶች በነፃ ይኖራሉ። በID ካርድዎ ጀርባ ላይ 

ባለው የአባላት አገልግሎቶች ቁጥር ይደውሉ ወይም አቅራቢዎን ያነጋግሩ። 

Thai  

หมายเหต:ุ หากคณุใชภ้าษา ไทย เรามบีรกิารความชว่ยเหลอืดา้นภาษาฟร ีนอกจากนี ้

ยงัมีเครือ่งมือและบรกิารชว่ยเหลอืเพือ่ใหข้อ้มูลในรูปแบบทีเ่ขา้ถงึไดโ้ดยไม่เสยีค่าใชจ่้าย โปรดตดิตอ่หมายเลข 

ฝ่ายบรกิารสมาชกิทีร่ะบุไวด้า้นหลงับตัรประจ าตวัของคณุหรอืพูดคยุกบัผูใ้หบ้รกิารของคณุ 

Persian 

خدمات و  همچنين،   کنيد، خدمات کمک زبانی به صورت رايگان در دسترس شماست. اگر به زبان فارسی صحبت می  توجه: 

های مختلف و قابل دسترسی، به صورت رايگان در اختيار شما قرار  های لازم برای ارائه اطلاعات به صورتکمک 

 دهندہ خود صحبت کنيد.با شمارہ خدمات اعضا که پشت کارت شناسايی شما درج شدہ تماس بگيريد يا با ارائه گيرد.می 

Samoan 

FAAMATALAGA: Afai e te tautala faa-Samoa, o loo i ai gagana fesoasoani i gagana e Le 

totogia mo oe. Fesoasoani fa’aopopo talafeagai ma auaunaga ina ia tuuina atu ai faamatalaga e 

maua I limits e faigofie ona maua o loo maua foi e le totogia. Vala’au le Auaunaga a Sui Auai i le 

numera o i taua o lau ID card pe talanoa i lauvrautua. 

Ilocano 

PAKAAMMO: No agsasaoka iti Ilocano, magun-odam dagiti libre a serbisio ti tulong iti 

pagsasao. Libre met laeng a magun-odan dagiti maitutop a katulongan ken serbisio a mangipaay 

iti impormasion kadagiti format a nalaka a ma-access. Tawagam ti numero ti Serbisio para 

Kadagiti Miembro iti likudan ti ID card-mo wenno makisaritaka iti provider-mo. 

Gujarati 

ધ્યાન આપો: જો તમે ગુજરાતી બોલતા હો તો મફત ભાષાકીય સહાયતા સેવાઓ તમારા માટે ઉપલબ્ધ 

છે. યોગ્ય ઑક્ઝિલરી સહાય અને ઍઝસેક્સબલ ફૉમેટમાાં માક્હતી પૂરી પાડવા માટેની સેવાઓ પણ 

ક્વના મૂલ્યે ઉપલબ્ધ છે. તમારા ID કાર્ડની પાછળ આપેલા સભ્ય સેવાઓ નંબર પર કૉલ કરો અથવા 

તમારા પ્રદાતા સાથ ેવાત કરો. 

Portuguese 

ATENÇÃO: se fala português, tem à sua disposição serviços de assistência linguística gratuitos. 

Também estão disponíveis, de forma gratuita, ajudas e serviços auxiliares apropriados para 

fornecer informações em formatos acessíveis. Ligue para o número dos Serviços de apoio aos 
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membros que se encontra no verso do seu cartão de identificação ou fale com o seu prestador de 

serviços de saúde. 

Hindi 

ध्यान दें : यदद आप द िंदी बोलते  ैं, तो आपके दलए दनिः शुल्क भाषा स ायता सेवाएिं  उपलब्ध  ोती  ैं। सुलभ 

प्रारूपोिं में जानकारी प्रदान करने के दलए उपयुक्त स ायक साधन और सेवाएँ भी दनिः शुल्क उपलब्ध  ैं। 

अपने ID कार्ड के पीछे दिए गए सिस्य सेवा नंबर पर कॉल करें  या अपने प्रदाता से बात करें। 

Khmer  
សូមយកចិត្តទុកដាក់៖ ប្រសិនបរើអ្នកនិយាយភាសាខ្មែរ បសវាកមែជំនួយភាសាឥត្គិត្ថ្លៃគឺមានសប្មារ់អ្នក។ ជំនួយ និងបសវាកមែខ្ែលជាការជួយែ៏សមរមយ 
កនុងការផ្តល់ព័ត៌្មានតាមទប្មង់ខ្ែលអាចចូលបប្រើប្ាស់ាន ក៏អាចរកានបដាយឥត្គិត្ថ្លៃផ្ងខ្ែរ។ ហៅទូរសព្ទហៅហេខហសវាបហ្រើសមាជិកហៅខាងហ្ោយោត ID របស់អ្នក 
ឬនិយាយបៅកាន់អ្នកផ្តល់បសវាររស់អ្នក។ 

Laotian 

ເຊີນຊາບ: ຖ້າທ່ານເວ ້ າພາສາ ລາວ, ຈະມີບໍລິການຊ່ວຍດ້ານພາສາແບບບ່ໍເສຍຄ່າໃຫ້ທ່ານ. ມີເຄ ່ ອງຊ່ວຍ ແລະ 

ການບໍລິການແບບບ່ໍເສຍຄ່າທ່ີເໝາະສ ມເພ ່ ອໃຫ້ຂ້ໍມູນໃນຮູບແບບທ່ີສາມາດເຂ ້ າເຖິງໄດ້. 

ໂທຫາເບີບໍລິການສະມາຊິກຢູ່ດ້ານຫ ຼັ ງບຼັ ດປະຈໍາຕ ວຂອງທ່ານ ຫ   ລ ມກຼັ ບຜູ້ໃຫ້ບໍລິການຂອງທ່ານ. 

Karen  

ပ ာ်သ  ာ်ပ ာ်သး− နမ  ့ၢ်ကတ ိၤ ကညကီ   ာ် အဃ , တ ့ၢ်အ  ့ၢ်ဒ ီး က   ့ၢ်တ ့ၢ်ဆ  ့ၢ်ထ ွဲမိၤစ ိၤ လ တလ  ့ၢ်ဘ  ့ၢ်လ  ့ၢ်စ ိၤ 

လ နဂ  ့ၢ်လ ိၤ. တ ့ၢ်အ  ့ၢ်ဒ ီး တ ့ၢ်မိၤစ ိၤတ ့ၢ်န ့ၢ်ဟ ပ ီးလ ဒ ီး တ ့ၢ်မိၤစ ိၤတ ့ၢ်မိၤ လ အကက ီးအဘ ့ၢ် လ ကဟ  ့ၢ် 

တ ့ၢ်ဂ  ့ၢ်တ ့ၢ်က  ိၤ လ တ ့ၢ်မိၤန   ့ၢ်အ ိၤသ တဖ ့ၢ် လ တလ  ့ၢ်ဘ  ့ၢ်လ  ့ၢ်စ ိၤ လ နဂ  ့ၢ်လ ိၤ. က ီး 

ကရၢဖ တၢ ာ်မၤစၢၤတၢ ာ်မၤ အလီတဲစ န ီာ်ဂ ၢ ာ်လၢ အ  ာ်ဖဲနလ  ာ်အ  ာ်သး (ID) ခးကအ့လ ၤ မ့တမ့ၢ ာ် တဲတၢ ာ်ဒးီ 

ပ ၤလၢအဟ ့ာ်နၤတၢ ာ်က ၢ ာ်ထ နဲ ့ာ် တကၢ့ ာ်. 

Swahili 

KUMBUKA: Ikiwa wewe huzungumza Kiswahili, msaada na huduma za lugha bila malipo 

unapatikana kwako. Vifaa vya usaidizi vinavyofaa na huduma bila malipo ili kutoa taarifa katika 

mifumo inayofikiwa zinapatikana pia bila malipo. Piga simu kwa nambari ya Huduma za 

Wanachama iliyo nyuma ya kadi yako ya kitambulisho au zungumza na mtoa huduma wako. 

Serbian 

PAŽNJA: Ukoliko govorite Srpski, dostupne su vam besplatne usluge jezičke podrške. 

Dostupne su vam i besplatne odgovarajuće pomoći i usluge za pružanje informacija u formatima 

za lak pristup. 

Pozovite broj za usluge za članove koji se nalazi na poleđini vaše ID kartice ili se obratite 

pružaocu usluge. 
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Croatian 

PAŽNJA: Ako pričate Hrvatski, na raspolaganju su vam besplatne usluge pomoći za jezik. 

Odgovarajuća pomoćna sredstva i usluge za pružanje informacija u pristupačnim formatima 

također su dostupne besplatno. 

Nazovite broj Službe za članove na poleđini vaše osobne iskaznice ili razgovarajte sa svojim 

pružateljem usluga. 

Nepali 

सावधान: तपाईिं नेपाली भाषा बोल्नुहुन्छ भने तपाईिंका लादि दन:शुल्क भादषक स ायता सेवा रू उपलब्ध 

छन्। पहँुचयोग्य ढाँचा रूमा जानकारी प्रदान िनन उपयुक्त स ायता र सेवा रू पदन दनिः शुल्क उपलब्ध 

छन्। ID कार्डको पछादर्पदि लेखिएको Member Services नम्बरमा फोन गननडहोस्, नभए र्ाक्टरसँग कन रा 

गननडहोस्। 

Yoruba 

ÀKÍYÈSÍ: Bí o bá ń sọ èdè Yorùbá, àwọn iṣẹ́ ìrànlọ́wọ́ èdè ọ̀fẹ́ wà fún ọ. Àwọn ohun èlò 

ìrànlọ́wọ́ àti àwọn iṣé ̣tó yẹ láti pèsè àlàyé ní àwọn òṇà tó rọrùn ló wà lóf̣èẹ́.̣ Pe nọ́mbà Àwọn iṣẹ́ 

Ọmọ ẹgbẹ́ tó wà ní ẹ̀yìn káàdì ìdánimọ̀ rẹ tàbí bá olùpèsè rẹ sọ̀rọ̀. 



 

 

 

Tamil 

கவனிக்கவும்: நீங்கள் தமிழ் பேசுேவர ்என்றால், உங்களுக்கு இலவச மமாழி உதவிச ்

பசவவகள் கிவைக்கும். அணுகல் வசதிக்பகற்ற வடிவங்களில் தகவவல 

வழங்குவதற்கான தகுந்த, கூடுதல் உதவி அம்சங்களும் பசவவகளும் கூை 

கை்ைணமின்றிக் கிவைக்கும். உங்கள் வழங்குநரிைம் பேச, உங்கள் ஐடி காரட்ின் 

பின்ேக்கமுள்ள உறுே்பினர ்பசவவ வமய எண்வண அவழக்கவும். 

Navajo 

SHOOH: Diné bizaad yiníłti’, t’áá jiik’ehgo saad bee áká’ánída’awo’ígíí t’áá hadoohkááł nihá kéé’ hólǫ́. T’áá 

ajiłii íiyisí át’éego nihá át’éego bee haz’ánígíí dóó t’áá ádáhodooníígíí biniiyé t’áá jíík’eh nihá kéé’ hólǫ́ 

Member Services béésh bee hane’í bikáá’ dah naaznil doo ID card ni’ dooleeł ná’ádoolwołígíí bikáá’ nihá át’é. 

Shoshone 

NENKAHI: Uuiss en taikw Sosohni, yu yowk taikwa tuwahntsawaiyn mahhpittsiyahnkuuk en. To kwain 

tuwahntsawaiyn tes tuwahntsawaiyn uut uutinantuuinkehn uukuup tsa taw natehpop suwait mampittsiyankunk 

yuyowk nai nimeht. Nimai suun suhmah tuwahntsawaiyn tetehtsep piinak tehpop en nuwaiyn en taikw uhmah 

natsu tainepeh tes waipeh. 

Choctaw 

KULLÓSHI: Chi Chahta anumpa ish anumpuli hosh, aiittola towa la hosh chi chiahullo li. Himona, achukma ut 

ish anumpuli hinla ia, il im anumpuli holisso kapvchi shulush isht ia, towa la hosh chi. Chi ID holisso okpulo 

bok aiittola na isht ia hosh pisa, il chi isht ia isht iachi pisa. 

Punjabi 

ਧਿਆਨ ਧਿਓ: ਜੇ ਤੁਸ ੀਂ ਪੰਜਾਬ  ਬੋਲਿ ੇਹੋ, ਤਾੀਂ ਤੁਹਾਡੇ ਲਈ ਮੁਫ਼ਤ ਭਾਸ਼ਾ ਸਹਾਇਤਾ ਸੇਵਾਵਾੀਂ ਉਪਲਬਿ ਹੋਣਗੀਆਂ। ਪਹੁੰਚਯੋਗ ਫਾਰਮਟੈਾੀਂ 

ਧਵਿੱਚ ਜਾਣਕਾਰ  ਪਰਿਾਨ ਕਰਨ ਲਈ ਢਕੁਵੇਂ ਪੂਰਕ ਸਹਾਇਕ ਸਾਿਨ ਅਤ ੇਸੇਵਾਵਾੀਂ ਵ  ਮੁਫ਼ਤ ਧਵਿੱਚ ਉਪਲਬਿ ਹੋਣਗੀਆਂ। ਤੁਹਾਡੇ ID 

ਕਾਰਡ ਦੇ ਪ ਿੱਛੇ ਪਦਿੱਤੇ ਮੈਂਬਰ ਸਰਪਿਪਸਜ਼ ਨੰਬਰ 'ਤੇ ਕਾਲ ਕਰ ੋਜਾਂ ਤੁਹਾਡੇ  ਰਦਾਤਾ ਨਾਲ ਗਿੱਲ ਕਰੋ। 

Syriac 

ܐ
ܳ
ܘܗܳܪ

ܽ
ܢ :ܙ

ܶ
ܝܢ  ܐ

ܺ
ܘܢ̱ܐܢ ܡܰܠܠ

ܽ
ܘ  ܬ

ܽ
ܐ ܒܽܘܢ̈ܟܬ

ܳ
ܫܳܢ

ܶ
ܝܬ ܆ ܠ

ܺ
ܐ ܐ

ܳ
ܘܬ

ܽ
ܢ
ܳ
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ܳ
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ܬܟܽ  ܡܰܓܳܢ ܕܠ

ܳ
ܠ

ܽ
ܝܬ .ܘܢ̣ܡܶܛ
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ܡܘ ܐ

ܳ
ܐ̈ܗܰܕ

ܳ
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ܐ̈ܘ
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ܳ
ܝܢ ܳ

ܶ
 ܕ
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ܽ
ܘܪܣܳܝܳܐ ܡܶܛ
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