Prior Authorization Criteria

ABIRATERONE

Products Affected
« abiraterone acetate

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Castration-resistant metastatic
Medical prostate cancer (CRPC), or B.) High risk, castration-sensitive metastatic
Information prostate cancer (CSPC). For treatment of CRPC and CSPC, abiraterone

will be used in combination with prednisone AND one of the following
applies 1.) Used in combination with a gonadotropin-releasing hormone
(GnRH) analog (e.g. leuprolide, triptorelin), OR 2) Patient has received
bilateral orchiectomy

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist or urologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C




ACITRETIN

Products Affected

« acitretin

PA Criteria Criteria Details

Exclusion Any of the following A.) Severely impaired liver or kidney function, B.)

Criteria Chronic abnormally elevated blood lipid values, C.) Concomitant use of
methotrexate or tetracyclines, D.) Pregnancy

Required Diagnosis of severe, recalcitrant psoriasis (including plaque, guttate,

Medical erythrodermic palmar- plantar and pustular) AND patient must have tried

Information and failed, contraindication or intolerance to one formulary first line agent

(e.g., Topical Corticosteroids (betamethasone, fluocinonide,
desoximetasone), Topical Calcipotriene/Calcitriol, Topical Calcipotriene,
OR Topical Tazarotene)

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with a dermatologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C




ACTIMMUNE

Products Affected
« ACTIMMUNE

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Chronic granulomatous disease for
Medical use in reducing the frequency and severity of serious infections, or B.)
Information Severe, malignant osteopetrosis (SMO)

Age Restrictions | None

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria B vs D determination required per CMS guidance

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C




ADEMPAS

Products Affected

« ADEMPAS

PA Criteria Criteria Details

Exclusion Any of the following A.) Concomitant administration with nitrates or nitric

Criteria oxide donors (such as amyl nitrate) in any form, B.) Concomitant
administration with phosphodiesterase inhibitors, including specific PDE-5
inhibitors (such as sildenafil, tadalafil, or vardenafil) or non-specific PDE
inhibitors (such as dipyridamole or theophylline), C.) Pregnancy, or D.)
Patients with pulmonary hypertension associated with idiopathic interstitial
pneumonia

Required Diagnosis of one of the following A.) Pulmonary arterial hypertension

Medical (WHO group 1) and diagnosis was confirmed by right heart catheterization

Information or Doppler echocardiogram if patient is unable to undergo a right heart

catheterization (e.g., patient is frail, elderly, etc.), or B.) Chronic
thromboembolic pulmonary hypertension (CTEPH, WHO group 4) and
patient has persistent or recurrent disease after surgical treatment (e.g.,
pulmonary endarterectomy) or has CTEPH that is inoperable (Female
patients must be enrolled in the ADEMPAS REMS program)

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with a cardiologist or pulmonologist

Coverage
Duration

Initial: 6 months, Renewal: 12 months

Other Criteria

None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C




AFINITOR

Products Affected
« everolimus oral tablet 10 mg, 2.5 mg, 5
mg, 7.5 mg
PA Criteria Criteria Details
Exclusion Any of the following A.) Hypersensitivity to everolimus, or B.)
Criteria Hypersensitivity to rapamycin derivatives (e.g. sirolimus)
Required Diagnosis of one of the following A.) Renal angiomyolipoma and tuberous
Medical sclerosis complex (TSC) not requiring immediate surgery, B.) Advanced
Information hormone receptor-positive, HER2 negative breast cancer in

postmenopausal women and taken in combination with exemestane, after
failure with letrozole or anastrozole, C.) Progressive, well-differentiated,
nonfunctional neuroendocrine tumors of gastrointestinal or lung origin and
disease is unresectable, locally advanced, or metastatic, D.) Pancreatic
progressive neuroendocrine tumors and disease is unresectable, locally
advanced, or metastatic, E.) Advanced renal cell carcinoma (RCC) after
failure with sunitinib or sorafenib, F.) Subependymal giant cell
astrocytoma (SEGA) associated with tuberous sclerosis complex in patients
who are not candidates for curative surgical resection

Age Restrictions

None

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist or neurologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C




AKEEGA

Products Affected
« AKEEGA

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of deleterious or suspected deleterious BRCA-mutated
Medical (BRCAmM) metastatic castration-resistant prostate cancer (NMCRPC) AND
Information used in combination with prednisone

Age Restrictions | 18 years or older

Prescriber Prescribed by or in consultation with an oncologist
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C




ALECENSA

Products Affected

« ALECENSA

PA Criteria Criteria Details

Exclusion None

Criteria

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

Information

Age Restrictions

18 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C




ALOSETRON

Products Affected

o alosetron hcl

PA Criteria Criteria Details

Exclusion Any of the following A.) Constipation, B.) History of Chronic or severe

Criteria constipation or sequelae from constipation, C.) History of ischemic colitis,
intestinal obstruction, stricture, toxic megacolon, Gl perforation, adhesions,
diverticulitis, Crohns disease, ulcerative colitis, D.) History of severe
hepatic impairment, E.) History of impaired intestinal circulation,
thrombophlebitis, or hypercoagulable state, or F.) Coadministration with
fluvoxamine

Required Diagnosis of irritable bowel syndrome, severe diarrhea-predominant

Medical

Information

Age Restrictions

18 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C




ALPHA-1 PROTEINASE INHIBITOR

Products Affected
o PROLASTIN-C INTRAVENOUS
SOLUTION RECONSTITUTED

PA Criteria Criteria Details

Exclusion Immunoglobulin A (IgA) deficiency with antibodies against IgA

Criteria

Required Diagnosis of alpha-1 proteinase inhibitor (alpha-1 antitrypsin) deficiency in
Medical adult patients with emphysema

Information

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with a pulmonologist

Coverage
Duration

12 months

Other Criteria

B vs D determination required per CMS guidance

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C




ALUNBRIG

Products Affected

« ALUNBRIG

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of anaplastic lymphoma kinase-positive (ALK) metastatic non-
Medical small cell lung cancer (NSCLC)

Information

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist or hematologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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AMBRISENTAN

Products Affected

e ambrisentan

PA Criteria Criteria Details

Exclusion Any of the following A.) Pregnancy, or B.) Idiopathic pulmonary fibrosis
Criteria (IPF), including those with pulmonary hypertension

Required Diagnosis of pulmonary arterial hypertension classified as WHO Group I,
Medical confirmed by right heart catheterization or Doppler echocardiogram if
Information patient is unable to undergo a right heart catheterization (e.g., patient is

frail, elderly, etc.)

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with a cardiologist or pulmonologist

Coverage
Duration

Initial: 6 months, Renewal: 12 months

Other Criteria

None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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ARCALYST

Products Affected

e ARCALYST

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Cryopyrin-associated periodic
Medical syndromes (CAPS), including familial cold autoinflammatory syndrome
Information (FCAS) and Muckle-Wells Syndrome (MWS), B.) Deficiency of

interleukin-1 receptor antagonist (DIRA) and patient requires maintenance
therapy for remission, or C.) Recurrent pericarditis (RP) and reduction in
risk of recurrence

Age Restrictions | None
Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria

B vs D determination required per CMS guidance

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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ARIKAYCE

Products Affected

« ARIKAYCE

PA Criteria Criteria Details

Exclusion Known sensitivity to any aminoglycoside

Criteria

Required Diagnosis of pulmonary Mycobacterium avium complex (MAC) infection
Medical and used as part of a combination antibacterial regimen in treatment
Information refractory patients (greater than 6 months of a multidrug background

regimen)

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with an infectious disease specialist or
pulmonologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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AUGTYRO

Products Affected

¢« AUGTYRO

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of locally advanced or metastatic ROS1-positive non-small cell
Medical lung cancer

Information

Age Restrictions

18 years or older

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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AURYXIA

Products Affected
« AURYXIA

PA Criteria Criteria Details

Exclusion Iron overload syndrome (e.g. hemochromatosis)

Criteria

Required Diagnosis of hyperphosphatemia in patients with chronic kidney disease
Medical (CKD) on dialysis

Information

Age Restrictions | 18 years of age and older

Prescriber Prescribed by or in consultation with a hematologist or nephrologist
Restrictions

Coverage 12 months

Duration

Other Criteria Ferric Citrate is NOT approvable for iron deficiency anemia per Part D law

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C

15




AUSTEDO

Products Affected

« AUSTEDO

« AUSTEDO XR

« AUSTEDO XR PATIENT TITRATION

PA Criteria Criteria Details

Exclusion Any of the following A.) Suicidal ideation and/or untreated or inadequately

Criteria treated depression in a patient with Huntington's Disease, B.) Hepatic
impairment, C.) Concomitant use of MAOIs, reserpine, tetrabenazine, or
valbenazine

Required Diagnosis of one of the following A.) Chorea associated with Huntington's

Medical disease (Huntington's chorea), or B.) Tardive dyskinesia

Information

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with a neurologist or psychiatrist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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AYVAKIT

Products Affected
« AYVAKIT

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Unresectable or metastatic

Medical gastrointestinal stromal tumor, with a platelet-derived growth factor
Information receptor alpha (PDGFRA) exon 18 mutation, including PDGFRA D842V

mutations, B.) Advanced Systemic Mastocytosis (AdvSM), including
aggressive systemic mastocytosis (ASM), systemic mastocytosis with an
associated hematological neoplasm (SMAHN), or mast cell leukemia
(MCL), and platelet count of at least 50,000/mcL, or C.) Indolent systemic
mastocytosis

Age Restrictions | 18 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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BALVERSA

Products Affected

« BALVERSA

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of locally advanced or metastatic urothelial carcinoma and both
Medical of the following 1.) Susceptible fibroblast growth factor receptor (FGFR)3
Information or FGFR2 genetic alterations confirmed by an FDA-approved diagnostic

test, and 2.) Patient has progressed during or following at least one line of
prior platinum-containing chemotherapy, including within 12 months of
neoadjuvant or adjuvant platinum-containing chemotherapy

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist or urologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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BENLYSTA

Products Affected
« BENLYSTA SUBCUTANEOUS

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Active, autoantibody-positive,
Medical system lupus erythematosus (SLE), or B.) Active lupus nephritis and
Information patient is receiving standard therapy

Age Restrictions

None

Prescriber
Restrictions

Prescribed by or in consultation with a nephrologist or rheumatologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C

19




BESREMI

Products Affected

« BESREMI

PA Criteria Criteria Details

Exclusion Any of the following A.) Existence of, or history of severe psychiatric

Criteria disorders (severe depression, suicidal ideation, or suicide attempt), B.)
Hypersensitivity to interferons including interferon alfa-2b or excipients,
C.) Hepatic impairment (Child-Pugh B or C), D.) History or presence of
active serious or untreated autoimmune disease, or E.) Immunosuppressed
transplant recipients

Required Diagnosis of polycythemia vera

Medical

Information

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist or hematologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C

20




BEXAROTENE GEL

Products Affected
o bexarotene external

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of primary cutaneous T-cell lymphoma (CTCL Stage 1A/1B)
Medical and patient had an inadequate response, is intolerant to, or has a
Information contraindication to at least one prior systemic therapy (e.g., corticosteroids)

indicated for cutaneous manifestations of CTCL

Age Restrictions

None

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist or dermatologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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BEXAROTENE ORAL

Products Affected
e bexarotene oral

PA Criteria Criteria Details

Exclusion Pregnancy

Criteria

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

for cutaneous manifestations of CTCL

Age Restrictions | None

Prescriber Prescribed by or in consultation with an dermatologist, hematologist, or
Restrictions oncologist

Coverage 12 months

Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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BOSENTAN

Products Affected

e bosentan

PA Criteria Criteria Details

Exclusion Any of the following A.) Concomitant cyclosporine A or glyburide
Criteria therapy, or B.) Pregnancy

Required Diagnosis of pulmonary arterial hypertension (WHO Group 1) and patient
Medical has New York Heart Association (NYHA) Functional Class I1-1V,
Information confirmed by right heart catheterization or Doppler echocardiogram if

patient is unable to undergo a right heart catheterization (e. g., patient is
frail, elderly, etc.)

Age Restrictions

None

Prescriber
Restrictions

Prescribed by or in consultation with a cardiologist or pulmonologist

Coverage
Duration

Initial: 6 months, Renewal: 12 months

Other Criteria

None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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BOSULIF

Products Affected
o BOSULIF

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Chronic, accelerated, or blast phase

Medical Philadelphia chromosome-positive (Ph+) chronic myelogenous leukemia

Information (CML) with resistance or inadequate response to prior therapy, or B.)
Newly diagnosed chronic phase Philadelphia chromosome-positive (Ph+)
CML

Age Restrictions | None

Prescriber Prescribed by or in consultation with an oncologist or hematologist
Restrictions

Coverage 12 months

Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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BRAFTOVI

Products Affected
« BRAFTOVI ORAL CAPSULE 75 MG

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) unresectable or metastatic melanoma
Medical with documented BRAF V600E or V600K mutation as detected by a FDA-
Information approved test and used in combination with binimetinib, B.) metastatic

colorectal cancer with documented BRAF V600E mutation as detected by a
FDA-approved test, patient has received prior therapy, and braftovi used in
combination with cetuximab, or C.) Metastatic non-small cell lung cancer
with a BRAF V600E mutation as detected by an FDA-approved test and
used in combination with binimetinib

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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BRONCHITOL

Products Affected
« BRONCHITOL

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of Cystic fibrosis of the lung
Medical

Information

Age Restrictions | None

Prescriber Prescribed by or in consultation with a pulmonologist or prescribing

Restrictions practitioner is from a CF center accredited by the Cystic Fibrosis
Foundation

Coverage 12 months

Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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BRUKINSA

Products Affected

e BRUKINSA

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following: A.) mantle cell lymphoma (MCL) and
Medical patient has received at least one prior therapy, B.) Treatment of adult
Information patients with Waldenstrom macroglobulinemia, C.) Treatment of adult

patients with relapsed or refractory marginal zone lymphoma who have
received at least one anti-CD20-based regimen, D.) Chronic lymphocytic
leukemia, or E.) Small lymphocytic lymphoma

Age Restrictions

18 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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BYLVAY

Products Affected
« BYLVAY « BYLVAY (PELLETS)

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Progressive familial intrahepatic
Medical cholestasis-associated pruritus, or B.) Cholestatic pruritus in patients with
Information Alagille syndrome

Age Restrictions | None

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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CABOMETYX

Products Affected
« CABOMETYX

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Advanced renal cell carcinoma, B.)
Medical Advanced hepatocellular carcinoma (HCC) and patient has been previously
Information treated with sorafenib, C.) Advanced renal cell carcinoma and used as first

line treatment in combination with nivolumab or D.) treatment of adults
and pediatric patients 12 years and older with locally advanced or
metastatic differentiated thyroid cancer that has progressed following
VEGFR-targeted therapy and who are radioactive iodine-refractory or
ineligible

Age Restrictions | None

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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CALQUENCE

Products Affected
« CALQUENCE

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Mantle cell lymphoma (MCL) and
Medical patient has received at least 1 prior therapy, B.) Chronic lymphocytic
Information leukemia (CLL), or C.) Small lymphocytic lymphoma (SLL)

Age Restrictions | 18 years of age and older

Prescriber Prescribed by or in consultation with an oncologist or hematologist
Restrictions

Coverage 12 months

Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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CAMZYOS

Products Affected

« CAMZYOS

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of symptomatic New York Heart Association (NYHA) class 11-
Medical I11 obstructive hypertrophic cardiomyopathy (HCM) in adult patients
Information

Age Restrictions

18 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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CAPRELSA

Products Affected

e CAPRELSA

PA Criteria Criteria Details

Exclusion Congenital long QT syndrome

Criteria

Required Diagnosis of metastatic or unresectable locally advanced medullary thyroid
Medical cancer (MTC) AND disease is symptomatic or progressive

Information

Age Restrictions

18 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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CARGLUMIC ACID

Products Affected
« carglumic acid oral tablet soluble

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) N-acetyl glutamate synthase (NAGS)
Medical deficiency (confirmed by appropriate genetic testing) with acute or chronic
Information hyperammonemia, or B.) Propionic or methylmalonic acidemia with acute

hyperammonemia

Age Restrictions | None
Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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CAYSTON

Products Affected
« CAYSTON

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of cystic fibrosis (confirmed by appropriate diagnostic or genetic
Medical testing) and patient has Pseudomonas aeruginosa lung infection confirmed
Information by positive culture

Age Restrictions | 7 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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CNS STIMULANTS

Products Affected

« armodafinil o modafinil oral

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Obstructive sleep apnea (OSA)
Medical confirmed by sleep lab evaluation, B.) Narcolepsy confirmed by sleep lab
Information evaluation, or C.) Shift work disorder (SWD)

Age Restrictions | None

Prescriber None

Restrictions

Coverage 12 months

Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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COMETRIQ

Products Affected
« COMETRIQ (100 MG DAILY DOSE) « COMETRIQ (140 MG DAILY DOSE)
ORAL KIT 80 & 20 MG ORAL KIT 3 X 20 MG & 80 MG

« COMETRIQ (60 MG DAILY DOSE)

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of progressive, metastatic medullary thyroid cancer
Medical

Information

Age Restrictions | 18 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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COPIKTRA

Products Affected

e COPIKTRA

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Relapsed or refractory chronic
Medical lymphocytic leukemia (CLL), or B.) Relapsed or refractory small
Information lymphocytic lymphoma (SLL). For CLL or SLL, the patient must have

history of at least 2 prior therapies

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist or hematologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C

37




COSENTYX

Products Affected

« COSENTYX (300 MG DOSE) o COSENTYX SUBCUTANEOUS

« COSENTYX SENSOREADY (300 MG) SOLUTION PREFILLED SYRINGE 75
MG/0.5ML

o COSENTYX UNOREADY

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Ankylosing spondylitis and patient
Medical has trial and failure, contraindication, or intolerance to two preferred
Information products, (i.e. Enbrel, Humira, Rinvoq), B.) Moderate to severe plaque

psoriasis in adults and patient has trail and failure, contraindication, or
intolerance to two preferred products, (i.e. Enbrel, Humira, Skyrizi,
Stelara), C.) Moderate to severe plaque psoriasis in patients 6 years to less
than 18 years of age and patient has trial and failure, contraindication, or
intolerance to two preferred products, (i.e. Enbrel, Stelara), D.) Active
psoriatic arthritis in adult patient and has trial and failure, contraindication,
or intolerance to two preferred products, (i.e. Enbrel, Humira, Rinvoq,
Skyrizi, Stelara), E.) Active psoriatic arthritis in patients 2 years to less
than 18 years of age, F.) Non-radiographic axial spondyloarthritis and
patient has trail and failure, contraindication, or intolerance to one
preferred product, (i.e. Rinvoq), G.) Active enthesitis-related arthritis, or
H.) Moderate to severe hidradenitis suppurativa in adults and patient has
trial and failure, contraindication, or intolerance to one preferred product,
(i.e. Humira)

Age Restrictions | None
Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria

Screening for latent tuberculosis infection is required prior to initiation of
treatment

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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PA Criteria Criteria Detalils

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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COTELLIC

Products Affected

e COTELLIC

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.)unresectable or metastatic malignant
Medical melanoma with BRAF V600E OR V600K mutation, and documentation of
Information combination therapy with vemurafenib (Zelboraf), or B.) Histiocytic

neoplasms

Age Restrictions | None
Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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CYSTAGON

Products Affected

o CYSTAGON

PA Criteria Criteria Details

Exclusion Known serious hypersensitivity to penicillamine or cysteamine
Criteria

Required Diagnosis of nephropathic cystinosis confirmed by the presence of
Medical increased cystine concentration in leukocytes or by genetic testing
Information

Age Restrictions | None

Prescriber None

Restrictions

Coverage 12 months

Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C

41




CYSTEAMINE OPHTH

Products Affected

« CYSTADROPS

« CYSTARAN

PA Criteria Criteria Details
Exclusion None

Criteria

Required Diagnosis of cystinosis and patient has corneal cystine crystal
Medical accumulation
Information

Age Restrictions | None

Prescriber None

Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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DALFAMPRIDINE

Products Affected
« dalfampridine er

PA Criteria Criteria Details

Exclusion Any of the following A.) History of seizure. B.) Moderate or severe renal
Criteria impairment (creatinine clearance less than or equal to 50 mL/minute)
Required Diagnosis of multiple sclerosis and patient must demonstrate sustained
Medical walking impairment, but with the ability to walk 25 feet (with or without
Information assistance) prior to starting dalfampridine

Age Restrictions | 18 years of age and older

Prescriber Prescribed by or in consultation with a neurologist
Restrictions

Coverage 12 months

Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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DAURISMO

Products Affected

« DAURISMO

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of newly diagnosed acute myeloid leukemia (AML) and used in
Medical combination with cytarabine in patients 75 years of age or older OR in
Information patients that have comorbidities that preclude use of intensive induction

chemotherapy

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist or hematologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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DAYBUE

Products Affected

« DAYBUE

PA Criteria Criteria Details
Exclusion None

Criteria

Required Diagnosis of Rett syndrome
Medical

Information

Age Restrictions

2 years of age and older

Prescriber None
Restrictions

Coverage 6 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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DEFERASIROX

Products Affected
o deferasirox granules  deferasirox oral tablet soluble
o deferasirox oral tablet

PA Criteria Criteria Details

Exclusion Any of the following A.) Creatinine clearance less than 40 mL/min, B.)

Criteria Poor performance status, C.) Platelet count less than 50 x 10(9)/L, D.)
Advanced malignancy, E.) High-risk myelodysplastic syndrome (MDS)

Required Diagnosis of one of the following A.) Chronic iron overload in patients

Medical with non-transfusion-dependent thalassemia syndromes who have liver iron

Information concentrations of at least 5 mg Fe/g dry weight AND serum ferritin level

greater than 300 mcg/L, or B.) Chronic iron overload due to blood
transfusions (transfusion hemosiderosis) as evidenced by transfusion of at
least 100 mL/kg packed red blood cells AND serum ferritin level greater
than 1000 mcg/L

Age Restrictions | None
Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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DEFERIPRONE

Products Affected

o deferiprone

« FERRIPROX TWICE-A-DAY

« FERRIPROX ORAL SOLUTION

PA Criteria Criteria Details

Exclusion None

Criteria

Required Must meet all of the following 1.) Diagnosis of transfusional iron overload
Medical due to thalassemia syndromes, sickle cell disease, or other anemias, 2.)
Information Patient has failed prior chelation therapy, and 3.) Patient has an absolute

neutrophil count greater than 1.5 x 10(9)/L

Age Restrictions

3 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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DIACOMIT

Products Affected

« DIACOMIT

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of severe myoclonic epilepsy in infancy (Dravet syndrome) in
Medical patients taking clobazam

Information

Age Restrictions

None

Prescriber
Restrictions

Prescribed by or in consultation with a neurologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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DICLOFENAC TOPICAL

Products Affected
« diclofenac sodium external gel 3 %

PA Criteria Criteria Details
Exclusion None

Criteria

Required Diagnosis of Actinic keratosis
Medical

Information

Age Restrictions | None

Prescriber None

Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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DIMETHYL FUMARATE

Products Affected
o dimethyl fumarate oral « dimethyl fumarate starter pack oral
capsule delayed release therapy pack
PA Criteria Criteria Details
Exclusion None
Criteria
Required Diagnosis of one of the following A.) Relapsing forms of multiple sclerosis
Medical (e.g., clinically isolated syndrome, relapsing-remitting MS, active
Information secondary progressive disease, or progressive-relapsing MS), or B.) Patient

has experienced a first clinical episode and has MRI features consistent
with multiple sclerosis

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with a neurologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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DRONABINOL

Products Affected

« dronabinol

PA Criteria Criteria Details

Exclusion Sesame oil hypersensitivity

Criteria

Required Diagnosis of one of the following A.) Anorexia associated to AIDS, or B.)
Medical Chemotherapy-induced nausea and vomiting
Information

Age Restrictions | None

Prescriber None

Restrictions

Coverage 6 months

Duration

Other Criteria

B vs D determination required per CMS guidance

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C

51




DROXIDOPA

Products Affected

« droxidopa

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of symptomatic neurogenic orthostatic hypotension (nOH)
Medical caused by primary autonomic failure (e.g., Parkinson disease, multiple
Information system atrophy, pure autonomic failure), dopamine beta-hydroxylase

deficiency, or non-diabetic autonomic neuropathy

Age Restrictions

18 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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DUPIXENT

Products Affected

e DUPIXENT

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Moderate to severe atopic dermatitis
Medical and if patient is 2 years or older has trial/failure, contraindication, or
Information intolerance to two of the following 1.) Topical corticosteroid and/or 2.)

Topical calcineurin inhibitor, B.) Eosinophilic phenotype or oral
corticosteroid-dependent moderate to severe asthma and used as an adjunct
treatment, or C.) Chronic rhinosinusitis with nasal polyposis and used as an
adjunct treatment, D.) Eosinophilic esophagitis, or E.) Prurigo nodularis

Age Restrictions | None
Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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EMGALITY

Products Affected

e EMGALITY

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Chronic or episodic migraine
Medical disorder and patient has documented trial, inadequate response, or
Information contraindication to at least 2 generic formulary drugs used for migraine

prevention (i.e., propranolol, topiramate, divalproex, timolol), or B.)
Episodic cluster headache

Age Restrictions

18 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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EMSAM

Products Affected

« EMSAM

PA Criteria Criteria Details

Exclusion Any of the following A.) Concomitant use with any of the following:

Criteria SSRIs, SNRIs, clomipramine, imipramine, meperidine, tramadol,
methadone, pentazocine, propoxyphene, dextromethorphan,
carbamazepine, or B.) Pheochromocytoma

Required Diagnosis of major depressive disorder and patient had trial of at least 2

Medical generic oral antidepressants from differing classes (at least one should be

Information from the following list: selective serotonin reuptake inhibitors, serotonin

and norepinephrine reuptake inhibitors, mirtazapine, or bupropion unless
contraindicated), unless unable to take any oral medication AND Patient
had an adequate washout period (for patients previously on agents
requiring a washout period)

Age Restrictions

18 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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ENBREL

Products Affected

« ENBREL MINI « ENBREL SURECLICK

« ENBREL SUBCUTANEOUS SUBCUTANEOUS SOLUTION AUTO-
SOLUTION 25 MG/0.5ML INJECTOR

« ENBREL SUBCUTANEQOUS
SOLUTION PREFILLED SYRINGE

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Moderate to severe rheumatoid
Medical arthritis, B.) Moderate to severe polyarticular juvenile idiopathic arthritis,
Information C.) Psoriatic arthritis, D.) Ankylosing spondylitis, or E.) Moderate to

severe chronic plaque psoriasis in patients who are candidates for systemic
therapy or phototherapy

Age Restrictions | None
Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria

Screening for latent tuberculosis infection is required prior to initiation of
treatment

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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ENDARI

Products Affected

o« ENDARI

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of sickle cell disease AND one of the following 1.) Patient has
Medical acute complications and is being treated with Hydroxyurea, or 2.) Patient
Information has acute complications and is unable to tolerate Hydroxyurea

Age Restrictions

5 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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EPIDIOLEX

Products Affected

e EPIDIOLEX

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Lennox-Gastaut syndrome, B.)
Medical Severe myoclonic epilepsy in infancy (Dravet syndrome), or C.) Seizures
Information associated with tuberous sclerosis complex (TSC)

Age Restrictions

None

Prescriber
Restrictions

Prescribed by or in consultation with a neurologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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EPOETIN THERAPY

Products Affected

o RETACRIT INJECTION SOLUTION UNIT/ML, 4000 UNIT/ML, 40000
10000 UNIT/ML, 10000 UNIT/ML(1ML), UNIT/ML
2000 UNIT/ML, 20000 UNIT/ML, 3000

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Non-myeloid neoplastic disease and
Medical utilized for the treatment of chemotherapy induced anemia, B.) HIV
Information infection and utilized for the treatment of zidovudine induced anemia, C.)

Chronic kidney disease resulting in anemia, or D.) High risk surgical
candidate status at risk for perioperative blood loss and undergoing
elective, noncardiac, or nonvascular surgery

Age Restrictions | None
Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria

B vs D determination required per CMS guidance

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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ERIVEDGE

Products Affected

« ERIVEDGE

PA Criteria Criteria Details

Exclusion Pregnancy

Criteria

Required Diagnosis of one of the following A.) Metastatic basal cell carcinoma, or
Medical B.) Locally advanced basal cell carcinoma that has recurred following
Information surgery or the patient is not a candidate for surgery or radiation

Age Restrictions

18 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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ERLEADA

Products Affected
« ERLEADA

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Nonmetastatic, castration-resistant
Medical prostate cancer (hmCRPC), or B.) Metastatic, castration-sensitive prostate
Information cancer (mCSPC). For treatment of nmCRPC and mCSPC, one of the

following applies 1.) Used in combination with a gonadotropin-releasing
hormone (GnRH) analog, OR 2) Patient has received bilateral orchiectomy

Age Restrictions | 18 years of age and older

Prescriber Prescribed by or in consultation with an oncologist or urologist
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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ERLOTINIB

Products Affected

« erlotinib hcl

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Locally advanced, unresectable, or
Medical metastatic pancreatic cancer and erlotinib will be used in combination with
Information gemcitabine, B.) Locally advanced or metastatic non-small cell lung cancer

with epidermal growth factor receptor (EGFR) exon 19 deletions or exon
21 (L858R) substitution mutations as detected by an FDA-approved test or
Clinical Laboratory Improvement Amendments-approved facility AND one
of the following 1.) Erlotinib will be used as first-line treatment, 2.) Failure
with at least one prior chemotherapy regimen, or 3.) No evidence of disease
progression after four cycles of first-line platinum-based chemotherapy and
erlotinib will be used as maintenance treatment

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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EVEROLIMUS SUSPENSION

Products Affected
« everolimus oral tablet soluble

PA Criteria Criteria Details

Exclusion Any of the following A.) Hypersensitivity to everolimus , or B.)

Criteria Hypersensitivity to rapamycin derivatives (e.g. sirolimus)

Required Diagnosis of one of the following A.) Tuberous sclerosis complex (TSC)-
Medical associated partial-onset seizures, or B.) Subependymal giant cell
Information astrocytoma (SEGA) associated with tuberous sclerosis complex in patients

who are not candidates for curative surgical resection

Age Restrictions

None

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist or neurologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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EVRYSDI

Products Affected

« EVRYSDI

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of spinal muscular atrophy (SMA)
Medical

Information

Age Restrictions

None

Prescriber
Restrictions

Prescribed by or in consultation with a neurologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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EXKIVITY

Products Affected

o EXKIVITY

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of locally advanced or metastatic non-small cell lung cancer
Medical (NSCLC) with EGFR exon 20 insertion mutations (as confirmed by an
Information FDA-approved test) AND whose disease has progressed on or after

platinum-based chemotherapy

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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FENTANYL ORAL

Products Affected
« fentanyl citrate buccal lozenge on a
handle

PA Criteria Criteria Details

Exclusion Any of the following A.) Management of acute or postoperative pain

Criteria (including headache/migraine, dental pain, and use in the emergency
room), B.) Use in opioid non-tolerant patients, C.) Known or suspected
gastrointestinal obstruction, including paralytic ileus, D.) Acute or severe
bronchial asthma and used in an unmonitored setting (absence of
resuscitative equipment)

Required Must meet all of the following 1.) Diagnosis of cancer-related

Medical breakthrough pain, 2.) Patient is currently receiving/tolerant to around-the-

Information clock opioid therapy for persistent cancer pain, and 3.) Patient and

prescriber are enrolled in the TIRF REMS Access Program

Age Restrictions

16 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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FENTANYL PATCH

Products Affected

o fentanyl

PA Criteria Criteria Details

Exclusion Any of the following A.) Management of acute or postoperative pain

Criteria (including headache/migraine, dental pain, and use in the emergency
room), B.) Mild or intermittent pain management, C.) Use in opioid non-
tolerant patients, D.) Known or suspected gastrointestinal obstruction,
including paralytic ileus, E.) Acute or severe bronchial asthma and used in
an unmonitored setting (absence of resuscitative equipment)

Required Must meet all of the following 1.) Patient is opioid tolerant (taking for one

Medical week or longer at least 60mg of morphine or equivalent daily) and 2.)

Information Patient has tried at least one extended release oral opioids or is unable to

take extended release oral opioids secondary to allergy, adverse events,
swallowing difficulty, or uncontrollable nausea/vomiting

Age Restrictions | None
Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C

67




FILSPARI

Products Affected
« FILSPARI

PA Criteria Criteria Details

Exclusion Any of the following A.) Pregnancy or B.) Concomitant use with

Criteria angiotensin receptor blockers (ARBs), endothelin receptor antagonists
(ERAS), or aliskiren

Required Diagnosis of treatment of primary immunoglobulin A (IgA) nephropathy at

Medical risk of rapid disease progression, generally a urine protein to creatinine

Information ratio (UPCR) of 1.5 g/g or more, to reduce proteinuria

Age Restrictions | 18 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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FINGOLIMOD

Products Affected

« fingolimod hcl

PA Criteria Criteria Details

Exclusion Any of the following A.) Recent (within the last 6 months) occurrence of:

Criteria myocardial infarction, unstable angina, stroke, transient ischemic attack,
decompensated heart failure requiring hospitalization, or Class H1/1V heart
failure, B.) History or presence of Mobitz Type 11 2nd degree or 3rd degree
AV block or sick sinus syndrome, unless patient has a pacemaker, C.)
Baseline QTC interval greater than or equal to 500 milliseconds, D.)
Receiving concurrent treatment with Class la or Class Il anti-arrhythmic
drugs (quinidine, procainamide, amiodarone, sotalol)

Required Diagnosis of one of the following A.) Relapsing forms of multiple sclerosis

Medical (e.g., clinically isolated syndrome, relapsing-remitting MS, active

Information secondary progressive disease, or progressive-relapsing MS), or B.) Patient

has experienced a first clinical episode and has MRI features consistent
with multiple sclerosis

Age Restrictions

10 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with a neurologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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FINTEPLA

Products Affected

e FINTEPLA

PA Criteria Criteria Details

Exclusion Any of the following A.) Concomitant use of an MAOI, or B.) Use within
Criteria 14 days of discontinuing an MAOI

Required Diagnosis of Severe myoclonic epilepsy in infancy (Dravet syndrome) or
Medical seizures associated with Lennox-Gastaut syndrome

Information

Age Restrictions

None

Prescriber
Restrictions

Prescribed by or in consultation with a neurologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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FIRMAGON

Products Affected

« FIRMAGON (240 MG DOSE) « FIRMAGON SUBCUTANEQUS
SOLUTION RECONSTITUTED 80 MG

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of advanced prostate cancer

Medical

Information

Age Restrictions | None

Prescriber None

Restrictions

Coverage 12 months

Duration

Other Criteria

B vs D determination required per CMS guidance

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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FOTIVDA

Products Affected
« FOTIVDA

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of relapsed or refractory advanced renal cell cancer (RCC)
Medical following 2 or more prior systemic therapies

Information

Age Restrictions | 18 years of age and older

Prescriber Prescribed by or in consultation with an oncologist
Restrictions

Coverage 12 months

Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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FRUZAQLA

Products Affected

« FRUZAQLA

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of metastatic colorectal cancer (NMCRC) and all of the following:
Medical A.) patient has been previously treated with fluoropyrimidine, oxaliplatin,
Information irinotecan-based chemotherapy, B.) an anti-VEGF therapy, and C.) if RAS

wild-type and medically appropriate, patient has also been previously
treated with anti-EGFR therapy

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist or hematologist

Coverage 3 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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GATTEX

Products Affected
o GATTEX

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of short bowel syndrome and patient is dependent on parenteral
Medical support

Information

Age Restrictions | None

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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GAVRETO

Products Affected

e GAVRETO

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Metastatic RET fusion-positive non-
Medical small cell lung cancer (NSCLC) as detected by an FDA approved test, B.)
Information Advanced or metastatic RET-mutant medullary thyroid cancer and patient

requires systemic therapy, or C.) Advanced or metastatic RET fusion-
positive thyroid and patient requires systemic therapy and is radioactive
iodine-refractory, when radioactive iodine is appropriate

Age Restrictions

None

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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GEFITINIB

Products Affected

« gefitinib

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of metastatic non-small cell lung cancer (NSCLC) and must
Medical meet all of the following 1.) Tumor has epidermal growth factor receptor
Information (EGFR) exon 19 deletions or exon 21 (L858R) substitution mutations as

detected by an FDA-approved test or Clinical Laboratory Improvement
Amendments-approved facility and 2.) Used as first-line treatment

Age Restrictions

18 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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GILOTRIF

Products Affected

e GILOTRIF

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Metastatic non-small cell lung cancer
Medical (NSCLC) in patients whose tumors have non-resistant epidermal growth
Information factor receptor (EGFR) mutations as detected by an FDA-approved test, or

B.) Metastatic squamous NSCLC with progression after platinum-based
chemotherapy

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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GLATIRAMER

Products Affected
« COPAXONE SUBCUTANEOQUS  (glatiramer acetate
SOLUTION PREFILLED SYRINGE

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Relapsing forms of multiple sclerosis
Medical (e.g., clinically isolated syndrome, relapsing-remitting MS, active
Information secondary progressive disease, or progressive-relapsing MS), or B.) Patient

has experienced a first clinical episode and has MRI features consistent
with multiple sclerosis

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with a neurologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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GLEOSTINE

Products Affected
o GLEOSTINE ORAL CAPSULE 10 MG,
100 MG, 40 MG

PA Criteria Criteria Details

Exclusion None

Criteria

Required Must meet one of the following: A.) Hodgkin's disease in patient who has
Medical relapsed during or failed to respond to primary therapy and is being used in
Information combination with other agents OR B.) Intracranial tumor

Age Restrictions | None

Prescriber Prescribed by or in consultation with an oncologist
Restrictions

Coverage 12 months

Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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GLP1

Products Affected

« MOUNJARO

« OZEMPIC (0.25 OR 0.5 MG/DOSE)
SUBCUTANEOUS SOLUTION PEN-
INJECTOR 2 MG/3ML

OZEMPIC (2 MG/DOSE)
RYBELSUS

TRULICITY

VICTOZA SUBCUTANEOUS

« OZEMPIC (1 MG/DOSE) SOLUTION PEN-INJECTOR
SUBCUTANEOUS SOLUTION PEN-
INJECTOR 4 MG/3ML

PA Criteria Criteria Details

Exclusion None

Criteria

Required Must meet all of the following 1.) The drug is prescribed for an FDA-
Medical approved indication, 2.) For a diagnosis of Type 2 Diabetes Mellitus the
Information patient has a trial and failure, contraindication or intolerance to metformin

or any metformin combination product

Age Restrictions | None
Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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GROWTH HORMONE

Products Affected
o« OMNITROPE SUBCUTANEOUS o« OMNITROPE SUBCUTANEOUS
SOLUTION CARTRIDGE SOLUTION RECONSTITUTED

PA Criteria Criteria Details

Exclusion Any of the following A.) Use for growth promotion in pediatric patients

Criteria with closed epiphyses, B.) Acute critical illness caused by complications
following open-heart or abdominal surgery, multiple accidental trauma, or
acute respiratory failure, C.) Active malignancy, D.) Active proliferative or
severe nonproliferative diabetic retinopathy, E.) Prader-Willi Syndrome in
patients who are severely obese, have a history of upper airway obstruction
or sleep apnea, or have severe respiratory impairment

Required Diagnosis of pediatric indication: A.) GHD and bone age at least 1 year or

Medical 2 standard deviations (SD) delayed compared with chronological age and 2

Information stim tests with peak GH secretion below 10 ng/mL or IGF-1/IGFBP3 level

more than 2 SDS below mean if CNS pathology, h/o irradiation, or proven
genetic cause, B.) SGA and birth weight or length 2 or more SDS below
mean for gestational age and fails to manifest catch up growth by age 2
(height 2 or more SDS below mean for age and gender), C.) CRI and
metabolic abnormalities have been corrected, and patient has not had renal
transplant D.) SHOX deficiency or Noonan syndrome E.) PWS confirmed
by genetic testing, F.) Turner Syndrome confirmed by chromosome
analysis. For GHD, CRI, SHOX deficiency, Noonan syndrome, and PWS
one of the following height more than 3 SDS below mean for age and
gender, or height more than 2 SDS below mean with GV more than 1 SDS
below mean, or GV over 1 year 2 SDS below mean. OR Diagnosis of an
adult indication: A.) childhood- or adult-onset GHD confirmed by 2
standard GH stim tests (provide assay): 1 test must be insulin tolerance test
(ITT) with blood glucose nadir less than 40 mg/dL (2.2 mmol/L). If
contraindicated, use a standardized stim test (i.e. arginine plus GH
releasing hormone [preferred], glucagon, arginine), B.) GHD with at least 1
other pituitary hormone deficiency and failed at least 1 GH stim test (ITT
preferred), C.) GHD with panhypopituitarism (3 or more pituitary hormone
deficiencies), D.) GHD with irreversible hypothalamic-pituitary structural
lesions due to tumors, surgery or radiation of pituitary or hypothalamus
region AND a subnormal IGF-1 (after at least 1 month off GH therapy)

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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PA Criteria

Criteria Detalils

AND Obijective evidence of GHD complications, such as: low bone
density, increased visceral fat mass, or cardiovascular complications AND
Completed linear growth (GV less than 2 cm/year) AND GH has been
discontinued for at least 1 month (if previously receiving GH)

Age Restrictions

None

Prescriber
Restrictions

Prescribed by or in consultation with an Endocrinologist or Nephrologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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HEPATITIS C

Products Affected

« ledipasvir-sofosbuvir  sofosbuvir-velpatasvir

« MAVYRET

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of HCV genotype, subtype and quantitative HCV RNA (viral
Medical load) testing any time prior to therapy. Must document cirrhosis status,
Information prior treatment history (if any), and planned duration of treatment.

Genotype and subtype are not required for: (1) initial treatment of patients
without cirrhosis if using Sofosbuvir-Velpatasvir or Mavyret OR (2)
treatment of patients with compensated cirrhosis if using Mavyret

Age Restrictions

None

Prescriber
Restrictions

Prescribed by or in consultation with a gastroenterologist, hepatologist, or
infectious disease specialist

Coverage
Duration

Duration of approval per AASLD Guidelines

Other Criteria

None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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HUMIRA

Products Affected
« HUMIRA (2 PEN) e HUMIRA-PED<40KG CROHNS
« HUMIRA (2 SYRINGE) STARTER
SUBCUTANEOUS PREFILLED « HUMIRA-PED>/=40KG CROHNS
SYRINGE KIT 10 MG/0.1ML, 20 START
MG/0.2ML, 40 MG/0.4ML, 40 « HUMIRA-PED>/=40KG UC STARTER
MG/0.8ML « HUMIRA-PS/UV/ADOL HS STARTER
e HUMIRA-CD/UC/HS STARTER o« HUMIRA-PSORIASIS/UVEIT
SUBCUTANEOUS PEN-INJECTOR KIT STARTER
80 MG/0.8ML
PA Criteria Criteria Details
Exclusion None
Criteria
Required Diagnosis of one of the following A.) Moderate to severe rheumatoid
Medical arthritis, B.) Moderate to severe polyarticular juvenile idiopathic arthritis,
Information C.) Psoriatic arthritis, D.) Ankylosing spondylitis, E.) Moderate to severe

chronic plaque psoriasis in patients who are candidates for systemic
therapy or phototherapy and when other systemic therapies are medically
less appropriate, F.) Moderate to severe Crohn's disease in patients who
have had an inadequate response to conventional therapy, G.) Moderate to
severe ulcerative colitis in patients who have had an inadequate response to
immunosuppressants (e.g. corticosteroids, azathioprine), H.) Non-
infectious uveitis (including intermediate, posterior, and panuveitis), or I.)
Moderate to severe hidradenitis suppurativa

Age Restrictions | None
Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria

Screening for latent tuberculosis infection is required prior to initiation of
treatment

Indications

All Medically-accepted Indications.

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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PA Criteria Criteria Detalils

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8

Last Updated: 03/19/2024
Effective: 04/01/2024
Y0144 PACRIT24 _C
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HYFTOR

Products Affected
« HYFTOR

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of Facial angiofibroma associated with tuberous sclerosis
Medical

Information

Age Restrictions | 6 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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IBRANCE

Products Affected
« IBRANCE

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Advanced or metastatic, hormone
Medical receptor (HR)-positive, human epidermal growth factor receptor 2 (HER2)-
Information negative breast cancer used in combination with fulvestrant and disease has

progressed following endocrine therapy, or B.) Advanced or metastatic,
hormone receptor (HR)-positive, human epidermal growth factor receptor 2
(HER2)-negative breast cancer and used in combination with an aromatase
inhibitor in a male or female patient as initial endocrine-based therapy

Age Restrictions | 18 years of age and older

Prescriber Prescribed by or in consultation with an oncologist
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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ICATIBANT

Products Affected
o icatibant acetate subcutaneous solution

prefilled syringe

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following and used as treatment for acute attacks
Medical A.) Hereditary angioedema (HAE) with C1 inhibitor deficiency (Type 1)
Information confirmed by laboratory testing, or B.) HAE with C1 inhibitor dysfunction

(Type 2) confirmed by laboratory testing, or C.) HAE with normal C1
inhibitor (Type 3) confirmed by laboratory testing and one of the following
1.) Positive test for an F12, angiopoietin-1, or plasminogen gene mutation,
or 2.) Family history of angioedema and the angioedema was refractory to
a trial of an antihistamine for at least one month

Age Restrictions

18 years of age and older

Prescriber
Restrictions

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

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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ICLUSIG

Products Affected

e ICLUSIG

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Chronic phase, accelerated phase, or
Medical blast phase chronic myeloid leukemia (CML) in adult patients who are
Information T315I-positive or for whom no other tyrosine kinase inhibitor therapy is

indicated, B.) Chronic phase, chronic myeloid leukemia (CML) in adult
patients with resistance or intolerance to at least two prior kinase inhibitors,
or C.) Philadelphia chromosome-positive acute lymphoblastic leukemia
(Ph+ ALL) in adult patients who are T315I-positive or for whom no other
tyrosine kinase inhibitor therapy is indicated

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist or hematologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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IDHIFA

Products Affected

« IDHIFA

PA Criteria Criteria Details

Exclusion None

Criteria

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

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist or hematologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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IMATINIB

Products Affected
o imatinib mesylate

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Philadelphia chromosome-positive

Medical chronic myelogenous leukemia (Ph+ CML), B.) Ph+ acute lymphoblastic
Information leukemia (ALL), C.) Gastrointestinal stromal tumor (GIST) where patient

has documented c-KIT (CD117) positive unresectable or metastatic
malignant GIST or patient had resection of c-KIT positive GIST and
imatinib will be used as an adjuvant therapy, D.) Dermatofibrosarcoma
protuberans that is unresectable, recurrent, or metastatic, E.)
Hypereosinophilic syndrome or chronic eosinophilic leukemia, F.)
Myelodysplastic syndrome or myeloproliferative disease associated with
platelet-derived growth factor receptor gene re-arrangements, or G.)
Aggressive systemic mastocytosis without the D816V c-KIT mutation or
with c-KIT mutational status unknown

Age Restrictions | None
Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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IMBRUVICA

Products Affected

« IMBRUVICA ORAL CAPSULE o« IMBRUVICA ORAL TABLET 140 MG,
« IMBRUVICA ORAL SUSPENSION 280 MG, 420 MG

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Chronic lymphocytic leukemia
Medical (CLL)/Small lymphocytic lymphoma (SLL), B.) Chronic lymphocytic
Information leukemia (CLL)/Small lymphocytic lymphoma (SLL) with 17p deletion,

C.) Waldenstrom's macroglobulinemia (WM), or D.) Chronic graft vs host
disease (cGVHD) after failure of at least one first-line corticosteroid
therapy

Age Restrictions | None
Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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INBRIJA

Products Affected

« INBRIJA

PA Criteria Criteria Details

Exclusion Any of the following A.) Concurrent use with nonselective monoamine

Criteria oxidase inhibitors (MAOISs) (e.g. phenelzine and tranylcypromine), B.)
Recent use (within 2 weeks) with a nonselective MAOI

Required Must meet all of the following A.) Diagnosis of Parkinson's disease and

Medical used for intermittent treatment of off episodes, and B.) Concurrent therapy

Information with carbidopa/levodopa

Age Restrictions

18 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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INCRELEX

Products Affected

e INCRELEX

PA Criteria Criteria Details

Exclusion Any of the following A.) Active or suspected malignancy, B.) Use for

Criteria growth promotion in patients with closed epiphyses, or C.) Intravenous
administration

Required Diagnosis of one of the following A.) Severe primary insulin-like growth

Medical factor-1 (IGF-1) deficiency and utilized for pediatric treatment of growth

Information failure, or B.) Growth hormone (GH) gene deletion and patient has

developed neutralizing antibodies to GH and utilized for pediatric
treatment of growth failure

Age Restrictions | None

Prescriber None

Restrictions

Coverage 12 months

Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A

Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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INGREZZA

Products Affected

e INGREZZA

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following: A.) Tardive dyskinesia or B.) Chorea
Medical associated with Huntington disease

Information

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with a neurologist or psychiatrist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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INJECTABLE TESTOSTERONE

Products Affected
« testosterone cypionate intramuscular  testosterone enanthate intramuscular
solution 100 mg/ml, 200 mg/ml, 200 mg/ml solution
(a1 ml)
PA Criteria Criteria Details
Exclusion Any of the following A.) Carcinoma of the breast (males only), B.) Known
Criteria or suspected carcinoma of the prostate, C.) Pregnancy
Required Diagnosis of one of the following A.) Hypogonadotropic hypogonadism,
Medical B.) Inoperable metastatic breast cancer in women who are postmenopausal
Information (testosterone enanthate), C.) Primary hypogonadism, or D.) Delayed

puberty (testosterone enanthate). Diagnosis of hypogonadism must be
confirmed by a low-for-age serum testosterone (total or free) level defined
by the normal laboratory reference value

Age Restrictions | None
Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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INLYTA

Products Affected

e« [INLYTA

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Advanced renal cell carcinoma and
Medical patient failed one or more systemic therapies for renal cell carcinoma (e.g.,
Information sunitinib-, bevacizumab-, temsirolimus-, or cytokine-containing regimens),

or B.) Advanced renal cell carcinoma and used as first-line therapy in
combination with avelumab or pembrolizumab

Age Restrictions

18 years of age and older

Prescriber None
Restrictions

Coverage 12 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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INQOVI

Products Affected

« INQOVI

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of myelodysplastic syndromes (MDS), including previously
Medical treated and untreated, de novo and secondary MDS with the following
Information French-American-British subtypes (refractory anemia, refractory anemia

with ringed sideroblasts, refractory anemia with excess blasts, and chronic
myelomonocytic leukemia [CMML]) and intermediate-1, intermediate-2,
and high-risk International Prognostic Scoring System groups

Age Restrictions

18 years of age and older

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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INREBIC

Products Affected
« INREBIC

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of intermediate-2 or high-risk primary or secondary (post-
Medical polycythemia vera or post-essential thrombocythemia) myelofibrosis (MF).
Information

Age Restrictions | 18 years of age and older

Prescriber Prescribed by or in consultation with an oncologist or hematologist
Restrictions

Coverage 12 months

Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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ISTURISA

Products Affected
e ISTURISA ORAL TABLET 1 MG, 5 MG

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of Cushing's disease in patients for whom pituitary surgery is not
Medical an option or has not been curative

Information

Age Restrictions | 18 years of age and older

Prescriber Prescribed by or in consultation with an endocrinologist
Restrictions

Coverage 12 months

Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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ITRACONAZOLE

Products Affected
e itraconazole oral

PA Criteria Criteria Details

Exclusion Any of the following A.) Ventricular dysfunction (e.g., congestive heart

Criteria failure (CHF) or history of CHF), B.) Concurrent therapy with a CYP3A4
substrate (e.g., methadone, lovastatin, simvastatin, etc.), C.) Concurrent use
of CYP2D6 inhibitors (e.g., bupropion, fluoxetine, paroxetine, quinidine,
terbinafine), D.) Renal or hepatic impairment and concomitant use of
colchicine, fesoterodine, solifenacin, or telithromycin, E.) Pregnancy

Required Diagnosis of one of the following A.) Systemic fungal infection (e.g.,

Medical aspergillosis, histoplasmosis, blastomycosis), or B.) Onychomycosis

Information confirmed by one of the following: positive potassium hydroxide (KOH)

preparation, fungal culture, or nail biopsy

Age Restrictions | None
Prescriber None
Restrictions

Coverage 6 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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ITRACONAZOLE SOLN

Products Affected
e itraconazole oral

PA Criteria Criteria Details

Exclusion Any of the following A.) Ventricular dysfunction (e.g., congestive heart

Criteria failure (CHF) or history of CHF), B.) Concurrent therapy with a CYP3A4
substrate (e.g., methadone, lovastatin, simvastatin, etc.), C.) Concurrent use
of CYP2D6 inhibitors (e.g., bupropion, fluoxetine, paroxetine, quinidine,
terbinafine), D.) Renal or hepatic impairment and concomitant use of
colchicine, fesoterodine, solifenacin, or telithromycin, E.) Pregnancy

Required Diagnosis of candidiasis (esophageal or oropharyngeal) that is refractory to

Medical treatment with fluconazole

Information

Age Restrictions | None

Prescriber None

Restrictions

Coverage 6 months

Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024

Y0144 PACRIT24 _C
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IVERMECTIN

Products Affected
e ivermectin oral

PA Criteria Criteria Details

Exclusion Prevention or treatment of COVID-19

Criteria

Required Diagnosis of one of the following: A.) Strongyloidiasis of the intestinal
Medical tract or B.) Onchocerciasis

Information

Age Restrictions | None

Prescriber None
Restrictions

Coverage 1 month
Duration

Other Criteria None

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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IWILFIN

Products Affected

e IWILFIN

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of high-risk neuroblastoma to be used to reduce the risk of
Medical relapse in adult and pediatric patients who have demonstrated at least a
Information partial response to prior multiagent, multimodality therapy including anti-

GD2 immunotherapy

Age Restrictions

None

Prescriber
Restrictions

Prescribed by or in consultation with an oncologist

Coverage 12 months
Duration
Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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JAKAFI

Products Affected

« JAKAFI

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) Intermediate or high-risk
Medical myelofibrosis, including primary myelofibrosis, post-polycythemia vera
Information myelofibrosis and post-essential thrombocythemia myelofibrosis, B.)

Polycythemia vera AND patient has had an inadequate response to or is
intolerant of hydroxyurea, C.) Acute graft versus host disease AND disease
is refractory to steroid therapy, or D.) Chronic graft-versus-host disease
(cGVHD) after failure of corticosteroid therapy (alone or in combination
with a calcineurin inhibitor) and up to one additional line of systemic
therapy

Age Restrictions | None
Prescriber None
Restrictions

Coverage 6 months
Duration

Other Criteria None

Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No

Prerequisite

Formulary IDs: 24460, 24461, 24462, Version 8
Last Updated: 03/19/2024

Effective: 04/01/2024
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JAYPIRCA

Products Affected

« JAYPIRCA

PA Criteria Criteria Details

Exclusion None

Criteria

Required Diagnosis of one of the following A.) relapsed or refractory mantle cell
Medical lymphoma (