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All medically accepted

Criteria

ABELCET Prior 2;?3:523“0“ Antifungals, Polyene | indications not otherwise 6 months B vs D coverage determination
excluded from Part D.
Prior authorization - . . A!I mfedically acceple_d Fgr treatment »of gchi;ophrgnia, patient musll have
ABILIFY MAINTENA applies to new starts only Abilify Maintena indications not otherwise 12 months failure, contraindication or intolerance to Aristada
excluded from Part D. before Abilify Maintena is authorized.
ABRAXANE Part D vs. Part B prior 12 months
authorization only
ACAMPROSATE Prior authorization Alcohol Dependence ,AI,I mfedlcally acceple.d D . I
CALCIUM DR applies Agents m:;:z?:;ezs fr:grtn u;t:tm;se ocL 1 of alcohol dep 12 months
ACETYLCYSTEINE | "artDvs. Part B prior 12 months
authorization only
Prior authorization I ,AI,I mfedically acceple_d . " .
ACITRETIN applies Acitretin indications not otherwise Documentation of diagnosis 12 months
excluded from Part D.
Use of Actemra is considered medically necessary
for the treatment of rheumatoid arthritis (RA)
when BOTH of the following criteria are met: 1)
inadequate response, intolerance, or
contraindication to at least one disease-modifying
anti-rheumatic drug (DMARD) (i.e., Methotrexate
Prior authorization _AI_I m_edically accepte_d _ ) _ o (MTX)_ Azath_ioprine, gold, }_—Iydroxychlo_roquine,
ACTEMRA IV applies Actemra indications not otherwise Documentation of diagnosis and past medication history. 12 months Penicillamine, Sulfasalazine and 2) failure,
excluded from Part D. contraindication or intolerance to Enbrel or
Humira. Use of Actemra will also be considered
medically necessary for the treatment of giant cell
arteritis (GCA) and chimeric antigen receptor
(CAR) T cell-induced cytokine release syndrome
(CRS). B vs D coverage determination required
for Actemra IV.
Use of Actemra is considered medically necessary
for the treatment of rheumatoid arthritis (RA)
when BOTH of the following criteria are met: 1)
inadequate response, intolerance, or
contraindication to at least one disease-modifying
anti-rheumatic drug (DMARD) (i.e., Methotrexate
Prior authorization 'AI'I mfedically accepte}j ) ) ) . . (MTX). Azathjoprine, gold, Hydroxychlo[oquine,
ACTEMRA SC applies Actemra indications not otherwise Documentation of diagnosis and past medication history. 12 months Penicillamine, Sulfasalazine and 2) failure,
excluded from Part D. contraindication or intolerance to Enbrel or
Humira. Use of Actemra will also be considered
medically necessary for the treatment of giant cell
arteritis (GCA) and chimeric antigen receptor
(CAR) T cell-induced cytokine release syndrome
(CRS). B vs D coverage determination required
for Actemra IV.
Prior authorization " .AI.I m_edically acceptgd
ACTIMMUNE applies to new starts only| Actimmune indications not otherwise 12 months
excluded from Part D.
ACYCLOVIR sODIuM | PartD vs: Part B prior 12 months
authorization only
. o All medically accepted
ADAGEN Prior authlt_Jrlzatlon STllr\I\:’\JIL.JANI\?TS indications not otherwise Documentation of diagnosis 12 months
appiies excluded from Part D.
Prior authorization .AI.I m.edically accepte_d
ADEMPAS applies ADEMPAS indications not otherwise 12 months
excluded from Part D.
ADRUCIL Part D vs. part B prior 12 months
authorization only
Prior authorization - .AI.I mfedlcally accepte_d . . . IITRN A:Irz:tor;:\tcg: ;ﬁ?:?sﬁﬁgz;iﬁigﬂ|t|he
AFINITOR h Afinitor indications not otherwise Documentation of diagnosis and past medication history 12 months N . .
applies to new starts only carcinoma after failure of treatment with Sutent
excluded from Part D. . "
(sunitinib) OR Nexavar (sorafenib).
. Afinitor is considered medically necessary for the
Prior authorization - ,AI,I m.edlcally accepte_d " " . T treatment of patients with advanced renal cell
AFINITOR DISPERZ . Afinitor indications not otherwise Documentation of diagnosis and past medication history 12 months . . )
applies to new starts only| carcinoma after failure of treatment with Sutent
excluded from Part D. L "
(sunitinib) OR Nexavar (sorafenib).
ALBUTEROL SULFATE| "at D vs. Part B prior 12 months
authorization only
Prior authorization Enzyme . ,AI,I mfedlcally accepte_d . " .
ALDURAZYME applies Replacement/Modifier|  indications not otherwise Documentation of diagnosis 12 months

S

excluded from Part D.
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ALECENSA applies to new starts onl Inhibitors indications not otherwise 12 months
PP _ Y excluded from Part D.
ALIMTA Part D vs. Part B prior 12 months
authorization only
Prior authorization Antineoplastics, All medically accepted
ALIQOPA aoplies to new starts onl Monoclonal indications not otherwise 12 months B vs D coverage determination
PP Y Antibodies excluded from Part D.
The physician has documented the indication for the continued Automatic Safer alternatives to the estrogen high risk
use of the HRM (high risk med) with an explanation of the approval if medications depend on the indication. For Hot
All medically accepted specific benefit established with the medication and how that | member is less Aoproval duration Flashes, safer alternatives are: Depo-Estradiol,
Prior authorization v Y accepte benefit outweighs the potential risk, AND the physician will | than 65 years of AP SSRis, venlafaxine, gabapentin, and Femring. For
ALORA . HRM - Estrogens indications not otherwise . . y S . is through the end .
applies excluded from Part D continue to monitor for side effects, AND the physician has age. Prior of the plan year Vaginal Symptoms of menopause, safer
) documented that the patient has tried and failed two (2) safer authorization plan year. alternatives are: Premarin Cream, Estring, and
formulary alternatives or provided clinical rationale why two | required for age Femring. For Bone Density, safer alternatives are:
safer formulary alternatives are not appropriate for the patient. 65 or older. alendronate, raloxifene, and Prolia.
. Alosetron will not be approved
ALOSETRON Prior authorization ,AI,I mgdlcally accepte_d for use in men, as safety and
HYDROCHLORIDE anplies Alosetron indications not otherwise efficacy in men has not been 12 months
PP excluded from Part D. oy .
ALOXI (Non-formulary .
for PDP Secure, PDP PartD VS Pe_m B prior 12 months
authorization only
Secure-Extra)
. o All medically accepted
ALUNBRIG ; Tlre';"tgl::‘zr;::t'ggnl M°';°&Le‘i't;2'get indications not otherwise 12 months
PP d excluded from Part D.
Prior authorization All medically accepted
AMBISOME : Antifungals, Polyene | indications not otherwise 6 months B vs D coverage determination
applies
_ excluded from Part D.
AMIFOSTINE Part D vs. Part B prior 12 months
authorization only
AMINOSYN Part D vs. Part B prior 12 months
authorization only
AMINOSYN Part D vs. Part B prior
7%/ELECTROLYTES | _authorization only 12 months
AMINOSYN Part D vs. Part B prior 12 months
8.5%/ELECTROLYTES authorization only
AMINOSYN 11 Part D vs. Part B prior 12 months
authorization only
AMINOSYN 11 Part D vs. Part B prior 12 months
8.5%/ELECTROLYTES authorization only
AMINOSYN M Part D vs. Part B prior 12 months
authorization only
AMINOSYN-HBC | PArtD vs. Part B prior 12 months
authorization only
AMINOSYN-PF Part D vs. Part B prior 12 months
authorization only
AMINOSYN-PF 705 | Pt D vs. Part B prior 12 months
authorization only
AMINOSYN-RF Part D vs. Part B prior 12 months
authorization only
Automatic
approval if

All medically accepted

The physician has documented the indication for the continued
use of the HRM (high risk med) with an explanation of the

member is less

Approval duration

AMITRIPTYLINE HCL appm’;;’;g‘::;’;:gg’;nly 'f:t':’('jepTre”szﬂt': indications not otherwise specific benefit established with the medication and how that ‘ha:ggs ‘F’fr‘;’; of is through the end
excluded from Part D. benefit outweighs the potential risk, AND the physician will o of the plan year.
continue to monitor for side effects. authorlzatlon
required for age
65 ar olrer
Prior authorization . ,AI,I mgdically accepte.d -
AMPHOTERICIN B . Antifungals, Polyene | indications not otherwise 6 months B vs D coverage determination
applies
excluded from Part D.
Prior authorization All medically accepted Ampyra is considered medically necessary for
AMPYRA applies Ampyra indications not otherwise Documentation of diagnosis 12 months patients with multiple sclerosis with medical
excluded from Part D. documentation of impaired walking ability.
Prior authorization ANABOLIC .AI.I mfedically accepte_d . . .
ANADROL-50 applies STEROIDS, indications not otherwise Documentation of diagnosis 12 months
ANDROGENS excluded from Part D.
Prior authorization ANABOLIC .AI.I mfedically accepte_d . . .
ANDROXY applies STEROIDS, indications not otherwise Documentation of diagnosis 12 months
ANDROGENS excluded from Part D.
Prior authorization All medically accepted
APOKYN Apokyn indications not otherwise 12 months

applies

excluded from Part D.
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Part D vs. Part B prior
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APREPITANT - 12 months
authorization onlv
ARALAST NP Part D vs. Part B prior 12 months
authorization only
For | treatment of anemia, documentation of Hemoglobin
less than 10, transferrin saturation greater than 20%, and
All medically accepted ferritin levels greater than 100 obtained over the last 3
ARANESP ALBUMIN Prior autht_)rlzauon HEMATOPOIETICS | indications not otherwise momhs. For reauthorizations, approvals granted if 6 months B vs D coverage determination
FREE applies excluded from Part D Hemoglobin does not exceed 10-12g/dL or approvals granted
: if Hemoglobin does not exceed 10-13g/dL for the indication
of reduction of allogeneic red cell transfusions in patients
undergoing elective, noncardiac, nonvascular surgery.
. Documentation of diagnosis of Cryopyrin-Associated Periodic
. - All medically accepted X ! .
ARCALYST Prior autht_)rlzatlon Arcalyst indications not otherwise . Syndromes (CAPS), including Familial Cold Auto- 12 years of age 12 months B vs D coverage determination
applies inflammatory Syndrome (FCAS) and Muckle-Wells Syndrome and older
excluded from Part D. (MWS)
. - Non-amphetamine All medically accepted . . . N .
ARMODAFINIL Prior :utl]?erlszatlon Central Nervous indications not otherwise Documentation fffgnojlzzgiff:zglt:dg for the diagnosis 12 months
PP Svstem Adents excluded from Part D. P ap psy
ARZERRA Part D vs. Part B prior 12 months
authorization only
The physician has documented the indication for the continued Automatic
use of the HRM (high risk med) with an explanation of the approval if

Prior authorization

HRM - Butalbital

All medically accepted

specific benefit established with the medication and how that
benefit outweighs the potential risk, AND the physician will

member is less
than 65 years of

Approval duration

Safer alternatives are: naproxen sodium and

ASCOMP/CODEINE applies Combinations mdlc:a\tlonsfr'mt otherwise continue to monitor for side effects, AND the physician has age. Prior s :h;‘ouglh the end ibuprofen.
excluded from Part D. documented that the patient has tried and failed two (2) safer authorization ofthe plan year.
formulary alternatives or provided clinical rationale why two | required for age
safer formulary alternatives are not appropriate for the patient. 65 or older.
IMMUNE "
. - All medically accepted
ASTAGRAF XL P_rlor authorization SUPPRESSANTS - indications not otherwise 12 months B vs D coverage determination
applies to new starts only|  TRANSPLANT
RELATED excluded from Part D.
IMMUNE "
. -~ All medically accepted
ATGAM P.I'IOI authorization SUPPRESSANTS - indications not otherwise 12 months B vs D coverage determination
applies to new starts only|  TRANSPLANT excluded from Part D.
RELATED
AVASTIN Part D vs. Part B prior 12 months
authorization only
Prior authorization »AI»I m_edlcally accepte_d Patient must have f_allure, contraindication or intolerance to
AVONEX applies Immunomodulators indications not otherwise two of the following: Avonex, Betaseron and Copaxone 12 months
excluded from Part D. before Rebif will be authorized.
Prior authorization »AI»I m_edically accepte_d Patient must have f_ailure, contraindication or intolerance to
AVONEX PEN applies Immunomodulators indications not otherwise two of the following: Avonex, Betaseron and Copaxone 12 months
excluded from Part D. before Rebif will be authorized.
AZACITIDINE Part D vs. Part B prior 12 months
authorization only
IMMUNE "
. - All medically accepted
AZASAN P_rlor authorization SUPPRESSANTS - indications not otherwise 12 months B vs D coverage determination
applies to new starts only| TRANSPLANT
RELATED excluded from Part D.
IMMUNE -
. - All medically accepted
AZATHIOPRINE P_rlor authorization SUPPRESSANTS - indications not otherwise 12 months B vs D coverage determination
applies to new starts only|  TRANSPLANT excluded from Part D.
RELATED
Prior authorization ,AI,I m.edically accepte_d . " .
BANZEL applies to new starts only| Banzel indications not otherwise Documentation of diagnosis 12 months
excluded from Part D.
Prior authorization Antineoplastics, »AI»I m.edically accepte_d o
BAVENCIO applies to new starts only| Monoclonal indications not otherwise 12 months B vs D coverage determination
Antibodies excluded from Part D.
Prior authorization ,AI,I m.edically accepte.d -
BELEODAQ applies to new starts only| Beleodaq indications not otherwise 12 months B vs D coverage determination
excluded from Part D.
BENDEKA Part D vs. part B prior 12 months

authorization only
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BENLYSTA

Prior authorization
applies

BENLYSTA

All medically accepted
indications not otherwise
excluded from Part D.

The patient must have a positive autoantibody test (i.e., anti-
nuclear antibody [ANA] greater than or equal to 1:80 and/or
anti-double-stranded DNA [anti-dsSDNA] greater than or equal
to 30 1U/ml) AND active disease state as documented by a
SELENA-SLEDAI score of 6 or greater on the current
treatment regimen.

Restrictions

Restrictions Duration

12 months

The patient must be receiving one standard
therapy for SLE with any of the following:
corticosteroids, hydroxychloroquine,
immunosuppressives (cyclophosphamide,
azathioprine, mycophenolate, methotrexate,

porine) or idal anti-ir y
drugs AND there must be an absence of severe
active lupus nephritis or severe active central
nervous system lupus before Benlysta is
authorized. B vs D coverage determination.

Criteria

BENZTROPINE

Prior authorization

HRM - Benztropine

All medically accepted
indications not otherwise

The physician has documented the indication for the continued
use of the HRM (high risk med) with an explanation of the
specific benefit established with the medication and how that
benefit outweighs the potential risk, AND the physician will
continue to monitor for side effects, AND the physician has
documented that the patient has tried and failed two (2) safer

Automatic
approval if
member is less
than 65 years of

Approval duration

Safer alternatives depend on indication. For
Parkinsonism, safer alternatives are:
Carbidopa/Levodopa, Pramipexole, Ropinirole,

MESYLATE applies formulgry alternatives if two are available or prowded clinical age. Prior is through the end Bromocriptine, Amantadine, and Selegiline. For
excluded from Part D. rationale why two safer formulary alternatives are not o of the plan year. . L
. . authorization extrapyramidal symptoms, a safer alternative is:
appropriate for the patient. If only one (1) safer formulary . .
L " 9 -~ required for age Amantadine.
alternative is available, then only that particular medication 65 or older
would need to be documented as tried and failed or clinical :
rationale provided as to why that one safer formulary
alternative is not appropriate for the patient.
Prior authorization Antir All medically accepted
BESPONSA applies to new starts onl Monoclonal indications not otherwise 12 months B vs D coverage determination
PP Y Antibodies excluded from Part D.
Prior authorization All medically accepted Patient must have failure, contraindication or intolerance to
BETASERON applies Immunomodulators indications not otherwise two of the following: Avonex, Betaseron and Copaxone 12 months
PP excluded from Part D. before Rebif will be authorized.
Part D vs. Part B prior
BICNU authorization onlv. 12 months
Part D vs. Part B prior
BLEOMYCIN SULFATE authorization onlv 12 months
. . All medically accepted
BOSULIF a 'I;i::rtoal:\tehvl\)/r;aa:sr;nl Molecular Target indications not otherwise 12 months
PP Y excluded from Part D.
BUDESONIDE Part D vs. Part B prior 12 months
authorization only
Buprenorphine-T
mo or 6 mo if | The use of buprenorphine for maintenance therapy
Prior authorization Opioid Agonist- All medically accepted preg/hypersensitiv should be limited to patients who have
BUPRENORPHINE HCL applies Antagonist indications not otherwise Documentation of opioid dependence. e to naloxone. experienced a hypersensitivity reaction to
PP Analgesics excluded from Part D. Zubsolv, Subox, naloxone or require buprenorphine during
and bup/nalox-6 pregnancy.
mo
Buprenorphine-T
mo or 6 mo if | The use of buprenorphine for maintenance therapy
BUPRENORPHINE Prior authorization Opioid Agonist- All medically accepted preg/hypersensitiv should be limited to patients who have
HCL/NALOXONE HCL anplies Antagonist indications not otherwise Documentation of opioid dependence. e to naloxone. experienced a hypersensitivity reaction to
PP Analgesics excluded from Part D. Zubsolv, Subox, naloxone or require buprenorphine during
and bup/nalox-6 pregnancy.
mo
BUSULFAN Part D vs. part B prior 12 months
authorization only
BUSULFEX Part D vs. part B prior 12 months
authorization only
The physician has documented the indication for the continued Automatic
use of the HRM (high risk med) with an explanation of the approval if
Al medically accented specific benefit established with the medication and how that | member is less Approval duration
BUTALBITAL/ACETA Prior authorization HRM - Butalbital S ¥ accepte benefit outweighs the potential risk, AND the physician will | than 65 years of ~pp Safer alternatives are: naproxen sodium and
y P indications not otherwise . ) ) L . is through the end "
MINOPHEN/CAFFEINE applies Combinations excluded from Part D continue to monitor for side effects, AND the physician has age. Prior of the plan year ibuprofen.
: documented that the patient has tried and failed two (2) safer authorization plan year.
formulary alternatives or provided clinical rationale why two | required for age
safer formulary alternatives are not appropriate for the patient. 65 or older.




Prior Authorization

Type Description

Product Group

Covered Uses

Exclusion Criteria

Required Medical Information

Restrictions

Prescriber
Restrictions

Coverage
Duration

Other Criteria

Excluded
Drug

BUTALBITAL/ACETA

All medically accepted

The physician has documented the indication for the continued
use of the HRM (high risk med) with an explanation of the
specific benefit established with the medication and how that

Automatic
approval if
member is less

Approval duration

Criteria

MINOPHEN/CAFFEINE Prior authl_)rization HRM - Euglbital indications not otherwise benefit outweigh§ the potgntial risk, AND the physician will | than 65 years of is through the end Safer alternative§ are: naproxen sodium and
JCODEINE applies Combinations excluded from Part D. continue to monitor for‘5|de eﬁec§, AND t!]e physician has age. _anr of the plan year. ibuprofen.
documented that the patient has tried and failed two (2) safer authorization
formulary alternatives or provided clinical rationale why two | required for age
safer formulary alternatives are not appropriate for the patient. 65 or older.
The physician has documented the indication for the continued Automatic
use of the HRM (high risk med) with an explanation of the approval if

BUTALBITAL/ASPIRIN

Prior authorization

HRM - Butalbital

All medically accepted

specific benefit established with the medication and how that
benefit outweighs the potential risk, AND the physician will

member is less
than 65 years of

Approval duration

Safer alternatives are: naproxen sodium and

ICAFFEINE applies Combinations mecixlcc;\:ldc)erésf:g;o;r;m;se continue to monitor for side effects, AND the physician has age. Prior 'Z;r:;;u%:;he Z?d ibuprofen.
) documented that the patient has tried and failed two (2) safer authorization plan year.
formulary alternatives or provided clinical rationale why two | required for age
safer formulary alternatives are not appropriate for the patient. 65 or older.
The physician has documented the indication for the continued Automatic
use of the HRM (high risk med) with an explanation of the approval if
Al medically accented specific benefit established with the medication and how that | member is less Approval duration
BUTALBITAL/ASPIRIN |  Prior authorization HRM - Butalbital I ¥ accepte benefit outweighs the potential risk, AND the physician will | than 65 years of DD Safer alternatives are: naproxen sodium and
. - indications not otherwise . ) ) L . is through the end .
/CAFFEINE/CODEINE applies Combinations excluded from Part D. continue to monitor for side effects, AND the physician has age. Prior of the plan year ibuprofen.
: documented that the patient has tried and failed two (2) safer authorization plan year.
formulary alternatives or provided clinical rationale why two | required for age
safer formulary alternatives are not appropriate for the patient.| 65 or older.
. . All medically accepted
CABOMETYX a 'I;i::rtsl:\tehvl\)/r;aa:sr;nl Molecular Target indications not otherwise 12 months
PP Y excluded from Part D.
For the treatment of tinea versicolor or ptyriasis,
. -~ Antifungals, All medically accepted 3 to 12 months, use of oral lfetocoqazole or a topical antifungal
Prior authorization - S . " agent is required prior to the use of Itraconazole.
CANCIDAS . Superficial and indications not otherwise on A . e
applies N S For (unless specified C.
Systemic excluded from Part D. indication " .
glabrata or C. krusei) use of fluconazole is
required prior to the use of Itraconazole.
The physician has documented the indication for the continued Automatic
use of the HRM (high risk med) with an explanation of the approval if
Al medically accented specific benefit established with the medication and how that | member is less Approval duration
Prior authorization HRM - Butalbital P Y pLe benefit outweighs the potential risk, AND the physician will | than 65 years of ~pp Safer alternatives are: naproxen sodium and
CAPACET . - indications not otherwise . y 3 L N is through the end .
applies Combinations excluded from Part D. continue to monitor for side effects, AND the physician has age. Prior of the plan year ibuprofen.
: documented that the patient has tried and failed two (2) safer authorization plan year.
formulary alternatives or provided clinical rationale why two | required for age
safer formulary alternatives are not appropriate for the patient. 65 or older.
Prior authorization All medically accepted
CAPRELSA applies to new starts onl Caprelsa indications not otherwise Documentation of diagnosis 12 months
PP d excluded from Part D.
CARBOPLATIN Part D vs. Part B prior 12 months
authorization only
CARNITOR Part D vs. Part B prior 12 months
authorization only
For the treatment of tinea versicolor or ptyriasis,
. " use of oral ketoconazole or a topical antifungal
CASPOFUNGIN Prior authorization Antlfgr!gals‘ ,AI,I m.edlcally accepte_d Stw1l2 ’?“’“‘“S' agent is required prior to the use of Itraconazole.
. Superficial and indications not otherwise depending on L " =
ACETATE applies . g For candidiasis infections (unless specified C.
Systemic excluded from Part D. indication " .
glabrata or C. krusei) use of fluconazole is
required prior to the use of Itraconazole.
Prior authorization All medically accepted
CAYSTON apnlies CAYSTON indications not otherwise 7 years and older 12 months
s excluded from Part D.
IMMUNE -
CELLCEPT Prior authorization SUPPRESSANTS - irglilczgie:r:zar:g ﬁﬁ?:\;(/eige 12 months B vs D coverage determination
INTRAVENOUS applies to new starts only| TRANSPLANT 9
excluded from Part D.
_ RELATED
CEREZYME Part D vs. Part B prior 12 months
authorization only _
CHORIONIC Prior authorization Hormonal Agents, irﬁlilc;:?:r:zar:g ?Ji;?r]\:(:e Documentation of diagnosis 12 months
GONADOTROPIN applies Gonadotropins g

excluded from Part D.
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All medically accepted

The patient must have a history of more than one
severe event per month and have failure,

Criteria

RELATED

excluded from Part D.

CINRYZE Prior authr_Jrlzatlon Cinryze indications not otherwise Patient must have a confirmed diagnosis of HAE. 12 months contraindication o intolerance to one conventional
applies therapy for HAE prophylaxis such as
excluded from Part D. . SO S
aminocaproic acid, danazol or tranexamic acid. B
vs D coverage determination.
CISPLATIN Part D vs. Part B prior 12 months
authorization onlv
CLADRIBINE Part D vs. Part B prior 12 months
authorization onlv
CLINIMIX Part D vs. Part B prior 12 months
2.75%/DEXTROSE 5% authorization onlv
CLINIMIX Part D vs. Part B prior 12 months
4.25%/DEXTROSE 10% authorization onlv
CLINIMIX Part D vs. Part B prior 12 months
4.25%/DEXTROSE 20% authorization onlv
CLINIMIX Part D vs. Part B prior 12 months
4.25%/DEXTROSE 25% authorization onlv
CLINIMIX Part D vs. Part B prior 12 months
4.25%/DEXTROSE 5% authorization onlv
CLINIMIX Part D vs. Part B prior 12 months
5%/DEXTROSE 15% authorization onlv
CLINIMIX Part D vs. Part B prior 12 months
5%/DEXTROSE 20% authorization onlv
CLINIMIX Part D vs. Part B prior 12 months
5%/DEXTROSE 25% authorization onlv
CLINIMIX E Part D vs. Part B prior 12 months
2.75%/DEXTROSE 10% authorization onlv
CLINIMIX E Part D vs. Part B prior 12 months
4.25%/DEXTROSE 10% authorization onlv
CLINIMIX E Part D vs. Part B prior 12 months
4.25%/DEXTROSE 25% authorization onlv
CLINIMIX E Part D vs. Part B prior 12 months
5%/DEXTROSE 25% authorization onlv
Part D vs. Part B prior
0
CLINISOL SF 15% authorization onlv 12 months
Part D vs. Part B prior
CLOFARABINE authorization onlv 12 months
CLOLAR Part D vs. Part B prior 12 months
authorization only
Automatic
The physician has documented the indication for the continued m:ﬁ]’;’;"s Ilefss
Prior authorization HRM - Tricyclic All medically accepted use of the HRM (high risk med) with an explanation of the than 65 years of Approval duration
CLOMIPRAMINE HCL applies to new starts onl Antider reszﬁs indications not otherwise specific benefit established with the medication and how that age. )I;erior is through the end
PP Y P excluded from Part D. benefit outweighs the potential risk, AND the physician will ge. Prio of the plan year.
" . : authorization
continue to monitor for side effects. .
required for age
&5 ar alder
. - All medically accepted
COMETRIQ ; F|>|re|§rtgl::\:/r;::§gn| M°'|en°;'iri't;:'get indications not otherwise 12 months
PP Y excluded from Part D.
Prior authorization All medically accepted Patient must have failure, contraindication or intolerance to
COPAXONE apnlies Immunomodulators indications not otherwise two of the following: Avonex, Betaseron and Copaxone 12 months
PP _ excluded from Part D. before Rebif will be authorized.
COSMEGEN Part D vs. Part B prior 12 months
authorization only
. - All medically accepted
COTELLIC a Tirelsort:l-rl\te:]\:/r::rt\:ggnl Mollenc ;Lail;;rr:rget indications not otherwise 12 months
PP _ Y excluded from Part D.
CROMOLYN SODIUM | Fart D vs. Part B prior 12 months
authorization onlv
CUBICIN Part D vs. Part B prior 12 months
authorization only
Automatic
The physician has documented the indication for the continued m:g.lr:;viasl le:ss
CYCLOBENZAPRINE Prior authorization HRM - Skeletal »AI»I m.edlcally accepte_d use»of the HRM (h|g!1 risk med) with an exPIanatlon of the than 65 years of Approval duration
HCL anplies Muscle Relaxants indications not otherwise specific benefit established with the medication and how that age. Prior is through the end
PP excluded from Part D. benefit outweighs the potential risk, AND the physician will ge. Prio of the plan year.
. . . authorization
continue to monitor for side effects. .
required for age
_ 65 ar olrer
CYCLOPHOSPHAMIDE| Part D vs. Part B prior 12 months
authorization only
IMMUNE N
. -~ All medically accepted
Prior authorization SUPPRESSANTS - | .~ . -
CYCLOSPORINE applies to new starts only|  TRANSPLANT indications not otherwise 12 months B vs D coverage determination




Excluded

Prior Authorization - - - Prescriber Coverage o
P Product Group Covered Uses Required Medical Information A P a9 Other Criteria Drug
Type Description Restrictions ~ Restrictions Duration o
Criteria
IMMUNE N
CYCLOSPORINE Prior authorization | SUPPRESSANTS - | ANl medically accepted .
X indications not otherwise 12 months B vs D coverage determination
MODIFIED applies to new starts only| TRANSPLANT excluded from Part D
RELATED .
Prior authorization Antineoplastics, All medically accepted
CYRAMZA applies to new starts onl Monoclonal indications not otherwise 12 months B vs D coverage determination
PP Y| Antibodies excluded from Part D.
Prior authorization All medically accepted
CYSTARAN apnlies CYSTARAN indications not otherwise 12 months
PP excluded from Part D.
CYTARABINE Part D vs. Part B prior 12 months
authorization only
CYTARABINE Part D vs. Part B prior 12 months
AQUEOUS authorization only
DACARBAZINE Part D vs. Part B prior 12 months
authorization only
Prior authorization Phosphodiesterase All medically accepted
DALIRESP apnlies Type 4 (PDE4) indications not otherwise 12 months
PP Inhibitors excluded from Part D.
DAPTOMYCIN Part D vs. Part B prior 12 months
authorization only
Prior authorization Antineoplastics, All medically accepted
DARZALEX apnlies to new starts onl Monoclonal indications not otherwise 12 months B vs D coverage determination
PP W] Antibodies excluded from Part D.
DAUNORUBICIN HcL | PartD vs. Part B prior 12 months
authorization only
DEXRAZOXANE | FartDvs.Part B prior 12 months
authorization only
DEXTROSE 10%/NACL | Part D vs. Part B prior
0.45% authorization only 12 months
DEXTROSE 5% .
JELECTROLYTE #48 Pa;nDh;'Si.z;?:nirznor 12 months
VIAFLEX Y
DEXTROSE 1006 | FartD vs. Part B prior 12 months
authorization only
> -
DEXTROSE 10%/NACL | Part D Vs_. Pz_m B prior 12 months
.2% authorization only
DEXTROSE 2.5%/NACL | Part D vs. Part B prior
0.45% authorization only 12 months
DEXTROSE 2006 | "2rtD vs. Part B prior 12 months
authorization only
DEXTROSE 2506 | "2rt D vs. Part B prior 12 months
authorization only
DEXTROSE 3006 | "2rtD vs. Part B prior 12 months
authorization only
DEXTROSE 4006 | "2rtD vs. Part B prior 12 months
authorization only
DEXTROSE .
5%/LACTATED Pa;nDhg’rsi'Z;?gnir’]’I”m 12 months
RINGERS y
DEXTROSE .
5%/POTASSIUM Pa;nDhg’rsi'Z;?gnir’]’I”m 12 months
CHLORIDE 0.15% Y
DEXTROSE 5006 | Fart D vs. Part B prior 12 months
authorization only
The physician has documented the indication for the continued Automatic
use of the HRM (high risk med) with an explanation of the approval if
. specific benefit established with the medication and how that | member is less .
. - All medically accepted ) . P - h Approval duration
Prior authorization - I . benefit outweighs the potential risk, AND the physician will | than 65 years of .
DIGITEK y HRM - Digoxin indications not otherwise . ) ) S . is through the end
applies excluded from Part D. continue to monitor for side effects, AND the physician has age. Prior of the plan year
: documented that the patient has tried and failed digoxin authorization plan year.
0.125mg daily or provided clinical rationale as to why the required for age
lower dose is not appropriate for the patient. 65 or older.
The physician has documented the indication for the continued Automatic
use of the HRM (high risk med) with an explanation of the approval if
. specific benefit established with the medication and how that | member is less .
. - All medically accepted ) . - - . Approval duration
Prior authorization I L . benefit outweighs the potential risk, AND the physician will | than 65 years of .
DIGOX . HRM - Digoxin indications not otherwise . . y S . is through the end
applies excluded from Part D continue to monitor for side effects, AND the physician has age. Prior of the plan year
: documented that the patient has tried and failed digoxin authorization year.
0.125mg daily or provided clinical rationale as to why the required for age
lower dose is not appropriate for the patient. 65 or older.




Prior Authorization

Type Description

Product Group

Covered Uses

Exclusion Criteria

Required Medical Information

Restrictions

Prescriber
Restrictions

Coverage
Duration

Other Criteria

Excluded
Drug
Criteria

All medically accepted

The physician has documented the indication for the continued
use of the HRM (high risk med) with an explanation of the
specific benefit established with the medication and how that

Automatic
approval if
member is less

Approval duration

DIGOXIN Prior authr_Jrlzatlon HRM - Digoxin indications not otherwise beneflt outwelgh_s the potfantlal risk, AND the phys!c!an will | than 65 years of is through the end
applies excluded from Part D continue to monitor for side effects, AND the physician has age. Prior of the plan year
) documented that the patient has tried and failed digoxin authorization plan year.
0.125mg daily or provided clinical rationale as to why the required for age
lower dose is not appropriate for the patient. 65 or older.
The physician has documented the indication for the continued Automatic
use of the HRM (high risk med) with an explanation of the approval if
" specific benefit established with the medication and how that | member is less y
DIPYRIDAMOLE (only Prior authorization HRM - Platelet .AI.I mfedlcally accepte_d benefit outweighs the potential risk, AND the physician will | than 65 years of _Approval duration Safer alternatives are: Clopidogrel, Warfarin,
covered on PDP Secure, N e indications not otherwise N N N L N is through the end
PDP Secure-Extra) applies Modifying Agents excluded from Part D. continue to monitor for side effects, AND the physician has age. Prior of the plan year Jantoven, and Aggrenox.
: documented that the patient has tried and failed two (2) safer authorization )
formulary alternatives or provided cl | rationale why two | required for age
safer formulary alternatives are not appropriate for the patient. 65 or older.
DOCEFREZ Part D vs. Part B prior 12 months
authorization onlv
Part D vs. Part B prior
DOCETAXEL authorization onlv. 12 months
Automatic
The physician has documented the indication for the continued m:mr:r";l Ilefss
Prior authorization HRM - Tricyclic All medically accepted use of the HRM (high risk med) with an explanation of the than 65 vears of Approval duration
DOXEPINHCL |, oo e o | At res?;fns indications not otherwise specific benefit established with the medication and how that | 7 ° fmr is through the end
PP Y P excluded from Part D. benefit outweighs the potential risk, AND the physician will ge. Prio of the plan year.
N " : authorization
continue to monitor for side effects. .
required for age
_ 65 ar alder
DOXORUBICIN HCL | FartD vs. Part B prior 12 months
authorization only
DOXORUBICIN HCL | Part D vs. Part B prior
LIPOSOME authorization only 12 months
Prior authorization All medically accepted
DRONABINOL anplies Dronabinol indications not otherwise Documentation of diagnosis 6 months
PP excluded from Part D.
prior authorization Enzyme All medically accepted
ELAPRASE . Replacement/Modifier| indications not otherwise Documentation of diagnosis 12 months
applies
s excluded from Part D.
Prior authorization All medically accepted
ELIGARD applies to new starts onl Pituitary Hormones indications not otherwise 12 months
PP _ Y excluded from Part D.
ELITEK Part D vs. Part B prior 12 months
authorization only
EMEND Part D vs. Part B prior 12 months
authorization only
. - All medically accepted Empliciti is approved with concurrent use of
Prior authorization L v A . . ! . . L
EMPLICITI h Empliciti indications not otherwise Documentation of diagnosis and current medication regimen 12 months dexamethasone and lenalidomide. B vs D
applies to new starts only P
excluded from Part D. coveraae determination.
Use of Humira, Enbrel, or Remicade is considered medically
necessary for the treatment of: 1.) Rheumatoid Arthritis in patients
that have tried and failed methotrexate OR at least 2 alternative
disease modifying antirheumatic drugs (DMARDS). 2.) Juvenile
Rheumatoid Arthrits in patients that have tried and failed at least 2
DMARDs. 3.) Ankylosing Spondylitis in patients that have tried
and failed at least 1 non-steroidal anti-inflammatory drug (NSAID),
corticosteroid, OR sulfasalazine. 4.) Plaque Psoriasis in patients that
have: a.) moderate to severe chronic disease, b.) minimum body
surface area (BSA) involvement of greater than or equal to 5% OR
involvement of the palms, soles, head, neck or genitalia, c.) tried and
. failed at least 1 topical agent (topical steroid, calcipotriene, or
Prior authorization All medically accepted tazarotene) , AND d.) tried and failed at least 1 systemic therapy
ENBREL . Immune Suppressants |  indications not otherwise Documentation of diagnosis and past medication history 12 months or acitretin) OR 5)
applies Psoriatic Arthritis in patients with active disease. In addition, use of

excluded from Part D.

Huira o Remicade is considered medically necessary for the
treatment of: 1.) Moderate to severe Crohn’s Disease in patients that
have tried and failed at least 2 of the following: immunomodulators,
corticosteroids, or aminosalicylates. 2.) Treatment of moderately to
severely active ulcerative colits in patients who have had inadequate|
response to at least 2 of the following: corticosteroids, sulfasalazine,
mesalamine, azathioprine, 6-mercaptopurine. Use of Humira will
also be considered medically necessary for the treatment of
hidradenitis suppurativa and uveitis. Use of Remicade will also be
considered medically necessary for the treatment of fistulizing
Crohns disease. B vs D coverage determination required for
Remicade,




Prior Authorization

Type Description

Product Group

Covered Uses

All medically accepted

Exclusion Criteria

Required Medical Information

Restrictions

Prescriber
Restrictions

Coverage
Duration

Other Criteria

Use of Humira, Enbrel, or Remicade is considered medically
necessary for the treatment of: 1.) Rheumatoid Arthritis in patients
that have tried and failed methotrexate OR at least 2 alternative
disease modifying antirheumatic drugs (DMARDS). 2.) Juvenile
Rheumatoid Arthriis in patients that have tried and failed at least 2
DMARDs. 3.) Ankylosing Spondylitis in patients that have tried
and failed at least 1 non-steroidal anti-inflammatory drug (NSAID),

corticosteroid, OR sulfasalazine. 4.) Plaque Psoriasis in patients that;

have: a.) moderate to severe chronic disease, b.) minimum body
surface area (BSA) involvement of greater than or equal to 5% OR
involvement of the palms, soles, head, neck or genitalia, c.) tried and
failed at least 1 topical agent (topical steroid, calcipotriene, or
tazarotene) , AND d.) tried and failed at least 1 systemic therapy
; 5

Excluded
Drug
Criteria

ENBREL SURECLICK Prior autht_)rlzauon Immune Suppressants |  indications not otherwise Documentation of diagnosis and past medication history 12 months or acitretin) OR
applies Psoriatic Arthritis in patients with active disease. In addition, use of
excluded from Part D. N A i
Humira or Remicade is considered medically necessary for the
treatment of: 1.) Moderate to severe Crohn’s Disease in patients that
have tried and failed at least 2 of the following: immunomodulators,
corticosteroids, or aminosalicylates. 2.) Treatment of moderately to
severely active ulcerative colits in patients who have had inadequate|
response to at least 2 of the following: corticosteroids, sulfasalazine,
mesalamine, azathioprine, 6-mercaptopurine. Use of Humira will
also be considered medically necessary for the treatment of
hidradenitis suppurativa and uveitis. Use of Remicade will also be
considered medically necessary for the treatment of fistulizing
Crohn's disease. B vs D coverage determination required for
Remicade.
ENGERIX-B Part D vs. Part B prior 12 months
authorization onlv.
IMMUNE "
. - All medically accepted
ENVARSUS XR Prior authorization | SUPPRESSANTS - | . 3 ations not otherwise 12 months B vs D coverage determination
applies to new starts only| TRANSPLANT excluded from Part D
RELATED .
12 weeks, based PN .
. - All medically accepted Documentation from the medical record of diagnosis including on indication and For genotype_ 1,4,5and f.s' clinical |_nfor_m ation
Prior authorization o . . N . . must be provided confirming the patient is not a
EPCLUSA . Epclusa indications not otherwise genotype, HCV RNA viral levels prior to treatment, history of established " " .
applies 9 . . " candidate for Harvoni before Epclusa will be
excluded from Part D. previous HCV therapies, and presence/absence of cirrhosis. treatment authorized.
guidelines !
Part D vs. Part B prior
EPIRUBICIN HCL authorization onlv 12 months
ERBITUX Part D vs. Part B prior 12 months
authorization only
The physician has documented the indication for the continued Automatic
use of the HRM (high risk med) with an explanation of the approval if
All medically accepted specific benefit established with the medication and how that | member is less Approval duration
ERGOLOID Prior authorization HRM - Antidementia [ . . . ¥ accepte benefit outweighs the potential risk, AND the physician will | than 65 years of ApD Safer alternatives are: donepezil, galantamine and
. indications not otherwise . ) ) L : is through the end L
MESYLATES applies Agents excluded from Part D continue to monitor for side effects, AND the physician has age. Prior of the plan year rivastigmine.
: documented that the patient has tried and failed two (2) safer authorization plan year.
formulary alternatives or provided clinical rationale why two | required for age
safer formulary alternatives are not appropriate for the patient. 65 or older.
Prior authorization All medically accepted
ERIVEDGE applies to new starts onl Erivedge indications not otherwise 12 months
PP d excluded from Part D.
ERWINAZE Part D vs. Part B prior 12 months
authorization only
Other known causes of Diagnosis confirmed by 1.) in patients without surgical lung
pror authorizaion Allmesicaltyscoted | Tl R | eslaton computed amagaphy (HRCT) it of P
ESBRIET . ESBRIET indications not otherwise . P ! comp! mograpny . . 12 months Esbriet will be used as monotherapy.
applies excluded from Part D environmental exposures, or 2.) in patients with surgical lung biopsy: The biopsy
. connective tissue disease, and | pattern is diagnostic of IPF or the combination of HRCT and
drug toxicity. biopsy pattern is indicative of IPF.
The physician has documented the indication for the continued Automatic
use of the HRM (high risk med) with an explanation of the approval if
All medically accepted specific benefit established with the medication and how that | member is less Aoproval duration
Prior authorization HRM - Butalbital L Y pe benefit outweighs the potential risk, AND the physician will | than 65 years of App Safer alternatives are: naproxen sodium and
ESGIC . P indications not otherwise . . y L . is through the end .
applies Combinations continue to monitor for side effects, AND the physician has age. Prior ibuprofen.
excluded from Part D. of the plan year.

documented that the patient has tried and failed two (2) safer
formulary alternatives or provided clinical rationale why two
safer formulary alternatives are not appropriate for the patient.

authorization
required for age
65 or older.




Prior Authorization

Type Description

Product Group

Covered Uses

Exclusion Criteria

Required Medical Information

Restrictions

Prescriber
Restrictions

Coverage
Duration

Other Criteria

Excluded
Drug

All medically accepted

The physician has documented the indication for the continued
use of the HRM (high risk med) with an explanation of the
specific benefit established with the medication and how that

Automatic
approval if
member is less

Approval duration

Safer alternatives to the estrogen high risk
medications depend on the indication. For Hot
Flashes, safer alternatives are: Depo-Estradiol,

Criteria

ESTRADIOL PATCH Prior authr_Jrlzatlon HRM - Estrogens indications not otherwise beneflt outwelgh_s the potfantlal risk, AND the phys!c!an will | than 65 years of is through the end SSRls, veﬁlafaxme. gabapentin, and Femring. For
applies excluded from Part D continue to monitor for side effects, AND the physician has age. Prior of the plan year Vaginal Symptoms of menopause, safer
) documented that the patient has tried and failed two (2) safer authorization plan year. alternatives are: Premarin Cream, Estring, and
formulary alternatives or provided clinical rationale why two | required for age Femring. For Bone Density, safer alternatives are:
safer formulary alternatives are not appropriate for the patient. 65 or older. alendronate, raloxifene, and Prolia.
The physician has documented the indication for the continued Automatic Safer alternatives to the estrogen high risk
use of the HRM (high risk med) with an explanation of the approval if medications depend on the indication. For Hot
All medically accepted specific benefit established with the medication and how that | member is less Approval duration Flashes, safer alternatives are: Depo-Estradiol,
ESTRADIOL TABS Prior autht_)rlzauon HRM - Estrogens indications not otherwise benefn outwmgh§ the potgntlal risk, AND the phys!c!an will | than 65 years of is through the end SSRls, ve_nlafaxme, gabapentin, and Femring. For
applies excluded from Part D. continue to monitor for side effects, AND the physician has age. Prior of the plan year Vaginal Symptoms of menopause, safer
: documented that the patient has tried and failed two (2) safer authorization plan year. alternatives are: Premarin Cream, Estring, and
formulary alternatives or provided clinical rationale why two | required for age Femring. For Bone Density, safer alternatives are:
safer formulary alternatives are not appropriate for the patient. 65 or older. alendronate, raloxifene, and Prolia.
ETHYOL Part D vs. Part B prior 12 months
authorization onlv
Part D vs. Part B prior
ETOPOSIDE authorization onlv 12 months
Prior authorization All medically accepted
EVOMELA applies to new starts onl EVOMELA indications not otherwise 12 months B vs D coverage determination
PP Y excluded from Part D.
FABRAZYME Part D vs. Part B prior 12 months
authorization onlv.
Prior authorization All medically accepted
FARYDAK apnlies to new starts onl FARYDAK indications not otherwise 12 months
PP Y excluded from Part D.
Part D vs. Part B prior
FASLODEX authorization onlv. 12 months
FENTANYL CITRATE | "t D vs. Part B prior 12 months
authorization onlv.
Enroliment in the Transmucosal fentanyl products will only be
FENTANYL CITRATE . o All medically accepted 16 years of age Transmu_cosal covered wn_th documeqtanon of breakthrough
Prior authorization Transmucosal P . . " . . and older for Immediate- cancer pain. The patient must be currently
ORAL . By indications not otherwise Documentation from the medical record of diagnosis . 12 months L .
TRANSMUCOSAL applies Fentanyl Citrate excluded from Part D fentanyl citrate | Release Fentanyl receiving and be tolerant to opioid therapy for
: (lozenge/troche). | (TIRF) REMS persistent cancer pain. The patient must be
Access program enrolled in the TIRF REMS Access program.
Prior authorization All medically accepted
FERRIPROX applies FERRIPROX indications not otherwise 12 months
PP excluded from Part D.
Prior authorization All medically accepted ThZeT/?rlee r:n?:lft(: aveai?:nllzmgmz:l?nmosifsrt: *
FIRAZYR y Firazyr indications not otherwise Patient must have a confirmed diagnosis of HAE. 12 months . (&8 8 Y sy 9.
applies abdominal pain, facial swelling, nausea and
excluded from Part D. s . .
vomiting, painful facial distortion).
FIRMAGON Part D vs. Part B prior 12 months
authorization only
FLUDARABINE Part D vs. Part B prior 12 months
PHOSPHATE authorization only
FLUOROURACIL | PartD vs:Part B prior 12 months
authorization only
FOLOTYN Part D vs. part B prior 12 months
authorization only
1) Pediatri N Member has a history of at least one osteoporotic fracture
Al medically acceoted adﬁn: m;ia;tr:lg peanu:nits |1or (}e’tslur;g) 1.) Bone mineral density (BMD) by DEXA at hip and spine. 2 years from while on Bisphosphonate Therapy OR Member has tried and
Prior authorization Metabolic Bone O Y accepte . PEN EPIPYSES. 2|5 ) Confirmation of normal serum alkaline phosphatase or - years or failed an oral bisphosphonate or SERM OR Member has
FORTEO applies Disease agents indications not otherwise History of prior external beam rovider statement that Paget’s disease has been excluded. 3.) initiation of or
PP g excluded from Part D. or implant radiation involving P 5 y T therapy to other osteoporosis therapies. For patients with a T-score
the skeleton Treatment history less than or equal to -3.5, ailure of oral bisphosphorates or
SERMs are not required.
FREAMINE HBC 6.9% | "ot D Vs. Part B prior 12 months
authorization onlv
FREAMINE 111 Part D vs. Part B prior 12 months

authorization only




Drug Name

Prior Authorization
Type Description

Product Group

Covered Uses

Exclusion Criteria

Required Medical Information

Restrictions

Prescriber
Restrictions

Coverage
Duration

Other Criteria

Excluded
Drug

All medically accepted

The physician has documented the indication for the continued
use of the HRM (high risk med) with an explanation of the
specific benefit established with the medication and how that

Automatic
approval if
member is less

Approval duration

Safer alternatives to the estrogen high risk
medications depend on the indication. For Hot
Flashes, safer alternatives are: Depo-Estradiol,

Criteria

EYAVOLV Prior authc_zrlzatlon HRM - Estrogens indications not otherwise beneflt outwelgh_s the potfantlal risk, AND the phys!c!an will | than 65 years of is through the end SSRls, veﬁlafaxme. gabapentin, and Femring. For
applies excluded from Part D continue to monitor for side effects, AND the physician has age. Prior of the plan year Vaginal Symptoms of menopause, safer
) documented that the patient has tried and failed two (2) safer authorization plan year. alternatives are: Premarin Cream, Estring, and
formulary alternatives or provided clinical rationale why two | required for age Femring. For Bone Density, safer alternatives are:
safer formulary alternatives are not appropriate for the patient. 65 or older. alendronate, raloxifene, and Prolia.
GAMMAKED Part D vs. Part B prior 12 months
authorization onlv
GAMUNEX-C Part D vs. Part B prior 12 months
authorization onlv
GANCICLOVIR Part D vs. Part B prior 12 months
authorization onlv
As long as the
Prior authorization All medically accepted pa“:\r:;r:f;gllres
GATTEX . GATTEX indications not otherwise P
applies excluded from Part D. nutrition and/or V|
: fluids, 3 months
up to 12 months.
Prior authorization Antir All medically accepted
GAZYVA applies to new starts onl Monoclonal indications not otherwise 12 months B vs D coverage determination
PP Y Antibodies excluded from Part D.
Part D vs. Part B prior
GEMCITABINE authorization onlv 12 months
Part D vs. Part B prior
GEMCITABINE HCL authorization onlv 12 months
IMMUNE "
. - All medically accepted
GENGRAF a Tigg;:l::\:lr;::tlggnl SL;:T&::&J? " | indications not otherwise 12 months B vs D coverage determination
PP 4 RELATED excluded from Part D.
Prior authorization All medically accepted
GILENYA anplies Gilenya indications not otherwise 12 months
PP excluded from Part D.
. . All medically accepted
GILOTRIF ; F|>|re|§rtgl::\:/r;::§gn| M°'|en°;'iri't;:'get indications not otherwise 12 months
PP _ Y excluded from Part D.
GRANISETRON HcL | PartD vs. Part B prior 12 months
authorization only
Use of Halaven is considered medically necessary
All medically accepted for the treatment of patients with metastatic breast
Prior authorization P . Documentation of prior treatment with an anthracycline and a cancer who have previously received at least two
HALAVEN . Halaven indications not otherwise 12 months . .
applies to new starts only| taxane. chemotherapeutic regimens for the treatment of
excluded from Part D. o
metastatic disease. B vs D coverage
determination.
12 to 24 weeks
Prior authorization All medically accepted Documentation from the medical record of diagnosis including based on
HARVONI apnlies HARVONI indications not otherwise genotype, HCV RNA viral levels prior to treatment, history of indication and
PP excluded from Part D. previous HCV therapies, and presence/absence of cirrhosis. established
treatment
IMMUNE "
. - All medically accepted
HECORIA a Tirelsort:l-rl\?\:/r::rttlggnl SL#'PRTI\:ESSPS&J'? - indications not otherwise 12 months B vs D coverage determination
PP Y RELATED excluded from Part D.
HEPATAMINE Part D vs. Part B prior 12 months
authorization onlv
HERCEPTIN Part D vs. Part B prior 12 months
authorization only
" - All medically accepted . N . .
HETLIOZ Prior authl_)nzatlon HETLIOZ indications not otherwise Documentation that patient is tptally blind and lacks light 12 months
applies perception

excluded from Part D.




Prescriber Coverage Excluded
¢ Other Criteria Drug

Prior Authorization
Restrictions  Restrictions Duration o
Criteria

Type Description

Required Medical Information

Exclusion Criteria

HUMIRA

Prior authorization
applies

Immune Suppressants

All medically accepted
indications not otherwise
excluded from Part D.

Documentation of diagnosis and past medication history

12 months

Use of Humira, Enbrel, or Remicade is considered medically
necessary for the treatment of: 1.) Rheumatoid Arthritis in patients
that have tried and failed methotrexate OR at least 2 alternative
disease modifying antirheumatic drugs (DMARDS). 2.) Juvenile
Rheumatoid Arthrits in patients that have tried and failed at least 2
DMARDs. 3.) Ankylosing Spondyitis in patients that have tried
and failed at least 1 non-steroidal anti-inflammatory drug (NSAID),
corticosteroid, OR sulfasalazine. 4.) Plaque Psoriasis in patients that
have: a.) moderate to severe chronic disease, b.) minimum body
surface area (BSA) involvement of greater than or equal to 5% OR
involvement of the palms, soles, head, neck or genitalia, c.) tried and
failed at least 1 topical agent (topical steroid, calcipotriene, or
tazarotene) , AND d.) tried and failed at least 1 systemic therapy
i or acitretin) OR 5)
Psoriatic Arthrits in patients with active disease. In addition, use of
Huira or Remicade is considered medically necessary for the
treatment of: 1.) Moderate to severe Crohn’s Disease in patients that
have tried and failed at least 2 of the following: immunomodulators,
corticosteroids, or aminosalicylates. 2.) Treatment of moderately to
severely active ulcerative colis in patients who have had inadequate|
response to at least 2 of the following: corticosteroids, sulfasalazine,
mesalamine, azathioprine, 6-mercaptopurine. Use of Humira will
also be considered medically necessary for the treatment of
hidradenitis suppurativa and uveitis. Use of Remicade will also be
considered medically necessary for the treatment of fistulizing
Crohn's disease. B vs D coverage determination required for
Remicade.

HUMIRA PEDIATRIC
CROHNS DISEASE
STARTER PACK

Prior authorization
applies

Immune Suppressants

All medically accepted
i ions not otherwise
excluded from Part D.

=)

Documentation of diagnosis and past medication history

12 months

Use of Humira, Enbrel, or Remicade is considered medically
necessary for the treatment of: 1.) Rheumatoid Arthritis in patients
that have tried and failed methotrexate OR at least 2 alternative
disease modifying antirheumatic drugs (DMARDS). 2.) Juvenile
Rheumatoid Avrthritis in patients that have tried and failed at least 2
DMARDs. 3.) Ankylosing Spondylitis in patients that have tried
and failed at least 1 non-steroidal anti-inflammatory drug (NSAID),
corticosteroid, OR sulfasalazine. 4.) Plaque Psoriasis in patients that,
have: a.) moderate to severe chronic disease, b.) minimum body
surface area (BSA) involvement of greater than or equal to 5% OR
involvement of the palms, soles, head, neck or genitalia, c.) tried and
failed at least 1 topical agent (topical steroid, calcipotriene, or
tazarotene) , AND d.) tried and failed at least 1 systemic therapy
i or acitretin) OR 5)
Psoriatic Arthritis in patients with active disease. In addition, use of
Humira or Remicade is considered medically necessary for the
treatment of: 1.) Moderate 1o severe Crohn’s Disease in patients that
have tried and failed at least 2 of the following: immunomodulators,
corticosteroids, or aminosalicylates. 2.) Treatment of moderately to
severely active ulcerative colitis in patients who have had inadequate|
response to at least 2 of the following: corticosteroids, sulfasalazine,
mesalamine, azathioprine, 6-mercaptopurine. Use of Humira will
also be considered medically necessary for the treatment of
hidradenitis suppurativa and uveitis. Use of Remicade will also be
considered medically necessary for the treatment of fistulizing
Crohn's disease. B vs D coverage determination required for
Remicade.

HUMIRA PEN

Prior authorization
applies

Immune Suppressants

All medically accepted
indications not otherwise
excluded from Part D.

Documentation of diagnosis and past medication history

12 months

Use of Humira, Enbrel, or Remicade s considered medically
necessary for the treatment of: 1.) Rheumatoid Arthrits in patients
that have tried and failed methotrexate OR at least 2 alternative
disease modifying antirheumatic drugs (DMARDS). 2.) Juvenile
Rheumatoid Arthriis in patients that have tried and failed at least 2
DMARDs. 3.) Ankylosing Spondyitis in patients that have tried
and failed at least 1 non-steroidal anti-inflammatory drug (NSAID),
corticosteroid, OR sulfasalazine. 4.) Plaque Psoriasis in patients that;
have: a.) moderate to severe chronic disease, b.) minimum body
surface area (BSA) involvement of greater than or equal to 5% OR
involvement of the palms, soles, head, neck or genitalia, c.) tried and
failed at least 1 topical agent (topical steroid, calcipotriene, or
tazarotene) , AND d.) tried and failed at least 1 systemic therapy
or acitretin) OR
Psoriatic Arthrits in patients with active disease. In addition, use of
Humira o Remicade is considered medically necessary for the
treatment of: 1.) Moderate to severe Crohn’s Disease in patients that
have tried and failed at least 2 of the following: immunomodulators,
corticosteroids, o aminosalicylates. 2.) Treatment of moderately to
severely active ulcerative colits in patients who have had inadequate|
response to at least 2 of the following: corticosteroids, sulfasalazine,
mesalamine, azathioprine, 6-mercaptopurine. Use of Humira will
also be considered medically necessary for the treatment of
hidradenitis suppurativa and uveitis. Use of Remicade will also be
considered medically necessary for the treatment of fistulizing
Crohns disease. B vs D coverage determination required for
Remicade.




Excluded

[FGLF Author_uapon Product Group Covered Uses Exclusion Criteria Required Medical Information N Presr_:nper Coverz_-lge Other Criteria Drug
Type Description Restrictions  Restrictions Duration o
Criteria
Use of Humira, Enbrel, or Remicade is considered medically
necessary for the treatment of: 1.) Rheumatoid Arthritis in patients
that have tried and failed methotrexate OR at least 2 alternative
disease modifying antirheumatic drugs (DMARDS). 2.) Juvenile
Rheumatoid Arthrits in patients that have tried and failed at least 2
DMARDs. 3.) Ankylosing Spondyitis in patients that have tried
and failed at least 1 non-steroidal anti-inflammatory drug (NSAID),
corticosteroid, OR sulfasalazine. 4.) Plaque Psoriasis in patients that
have: a.) moderate to severe chronic disease, b.) minimum body
surface area (BSA) involvement of greater than or equal to 5% OR
involvement of the palms, soles, head, neck or genitalia, c.) tried and
. failed at least 1 topical agent (topical steroid, calcipotriene, or
HUMIRA PEN-CROHNS |  Prior authorization Al medically accepted ST o tazarotene) , AND d. tied and faled a east 1 systemic therapy
. Immune Suppressants |  indications not otherwise Documentation of diagnosis and past medication history 12 months or acitretin) OR 5.
DISEASESTARTER applies excluded from Part D. Psoriatic Arthritis in patients with active disease. In addition, use of
: Huira or Remicade is considered medically necessary for the
treatment of: 1.) Moderate to severe Crohn’s Disease in patients that
have tried and failed at least 2 of the following: immunomodulators,
corticosteroids, or aminosalicylates. 2.) Treatment of moderately to
severely active ulcerative colis in patients who have had inadequate|
response to at least 2 of the following: corticosteroids, sulfasalazine,
mesalamine, azathioprine, 6-mercaptopurine. Use of Humira will
also be considered medically necessary for the treatment of
hidradenitis suppurativa and uveitis. Use of Remicade will also be
considered medically necessary for the treatment of fistulizing
Crohns disease. B vs D coverage determination required for
Remicade.
Use of Humira, Enbrel, or Remicade is considered medically
necessary for the treatment of: 1.) Rheumatoid Arthritis in patients
that have tried and failed methotrexate OR at least 2 alternative
disease modifying antirheumatic drugs (DMARDS). 2.) Juvenile
Rheumatoid Arthrits in patients that have tried and failed at least 2
DMARDs. 3.) Ankylosing Spondylitis in patients that have tried
and failed at least 1 non-steroidal anti-inflammatory drug (NSAID),
corticosteroid, OR sulfasalazine. 4.) Plaque Psoriasis in patients that
have: a.) moderate to severe chronic disease, b.) minimum body
surface area (BSA) involvement of greater than or equal to 5% OR
involvement of the palms, soles, head, neck or genitalia, c.) tried and
" failed at least 1 topical agent (topical steroid, calcipotriene, or
HUMIRA PEN- Prior authorization . A|_| m_EdlCﬂ"Y accepte_d _ ) _ o tazarotene) , AND d.) tried and failed at least 1 systemic therapy
. Immune Suppressants | indications not otherwise Documentation of diagnosis and past medication history 12 months i or acitretin) OR 5,
PSORIASIS STARTER applies excluded from Part D. Psoriatic Arthritis in patients with active disease. In addition, use of
. Humira o Remicade is considered medically necessary for the
treatment of: 1.) Moderate to severe Crohn’s Disease in patients that
have tried and failed at least 2 of the following: immunomodulators,
corticosteroids, or aminosalicylates. 2.) Treatment of moderately to
severely active ulcerative colits in patients who have had inadequate|
response to at least 2 of the following: corticosteroids, sulfasalazine,
mesalamine, azathioprine, 6-mercaptopurine. Use of Humira will
also be considered medically necessary for the treatment of
hidradenitis suppurativa and uveitis. Use of Remicade will also be
considered medically necessary for the treatment of fistulizing
Crohns disease. B vs D coverage determination required for
Remicade.
HYDROXYPROGESTE | Prior authorization |HYDROXYPROGES| :\"camefn'?nlg Zfﬁiﬁi’:e 12 months B vs D coverage determination
RONE CAPROATE | applies to new starts only TERONE ‘g¢ determinatio
excluded from Part D.
Prior authorization Molecular Target . All medically accepte_d
IBRANCE anplies to new starts onl Inhibitors in jons not otherwise 12 months
PP Y excluded from Part D.
Prior authorization Molecular Target . AI.I mfedlcally accepte_d
ICLUSIG applies to new starts onl Inhibitors indications not otherwise 12 months
PP Y excluded from Part D.
IDARUBICIN HCL | PartD vs. Part B prior 12 months
authorization only
Prior authorization Molecular Target . AI.I mfedlcally accepte_d
IDHIFA applies to new starts onl Inhibitors indications not otherwise 12 months
PP Y excluded from Part D.
IFOSFAMIDE Part D vs. Part B prior 12 months
authorization only
. - All medically accepted
Prior authorization . v A -
ILARIS apnlies Iaris indications not otherwise 12 months B vs D coverage determination
s excluded from Part D.
. - All medically accepted
IMATINIB MESYLATE | Priorauthorization | Molecuiar TAIGet | icaons not otherwise 12 months
PP Y excluded from Part D.
. - All medically accepted
IMBRUVICA a Ti:grt:l:\izr;:rttlsognl MUI:’: ;Laii;:rga indications not otherwise 12 months
PP Y excluded from Part D.




Prior Authorization

Type Description

Product Group

Covered Uses

Exclusion Criteria

Required Medical Information

Restrictions

Prescriber
Restrictions

Coverage
Duration

Other Criteria

Excluded
Drug

Antineoplastics,

All medically accepted

Criteria

IMFINZI app'zl’i:grt:l:\?\:/r;:rttlsognly Monoclonal indications not otherwise 12 months B vs D coverage determination
Antibodies excluded from Part D.
Automatic
The physician has documented the indication for the continued m:fn%reorvi? Ilt:ss
Prior authorization HRM - Tricyclic »AI»I mfedically acceple_d use»of the HRM (high risk med) with an explanation of the than 65 years of Appmval duration
IMIPRAMINE HCL applies to new starts only|  Antidepressants indications not otherwise specific benefit established with the medication and how that age. Prior is through the end
excluded from Part D. benefit outweighs the potential risk, AND the physician will N of the plan year.

continue to monitor for side effects.

authorization
required for age
65 ar alrer

All medically accepted

The physician has documented the indication for the continued
use of the HRM (high risk med) with an explanation of the

Automatic
approval if
member is less

Approval duration

”\:Z&gx:_glz a Ti::rt:l:ehvl\j/r;:rttlsognl l—A":l’::lié T;?;Itlsc indications not otherwise specific benefit established with the medication and how that tha: E;S }};er?; of is through the end
PP Y P excluded from Part D. benefit outweighs the potential risk, AND the physician will ge. Prio of the plan year.
. . : authorization
continue to monitor for side effects. .
required for age
A5 ar nlder
Height standard deviation score must be less than
or equal to -3.0 AND the basal IGF-1 score must
: - . All medically accepted Documentation of diagnosis. Documentation of lab data be.helow the lower I|m_|ts of normal for the
Prior authorization Insulin-Like Growth | .~ 7 . ! . - reporting lab AND the patient must have a normal
INCRELEX . indications not otherwise reflecting height standard deviation score, basal IGF-1 score, 12 months "
applies Factor excluded from Part D. and growth hormone level or elevated growth hormone level (excluding
) 9 ) patients with growth hormone gene deletion) AND
epiphyses must be confirmed as open in patients
greater than or equal to 10 years of age.
. . All medically accepted
INLYTA a 'I;i::rtsl:\tehvl\)/r;aa:sr;nl Molecular Target indications not otherwise 12 months
PP Y excluded from Part D.
INTRALIPID Part D vs. Part B prior 12 months
authorization onlv.
IPRATROPIUM Part D vs. Part B prior 12 months
BROMIDE authorization onlv.
IPRATROPIUM .
BROMIDE/ALBUTERO Pa;ch;'rsi'Z;?:ni;’l”m 12 months
L SULFATE 4
. . All medically accepted
IRESSA a Ti:grtgl:\tehvl\)/:f::g;nl Molecular Target indications not otherwise 12 months
PP d excluded from Part D.
IRINOTECAN Part D vs. Part B prior 12 months
authorization only
IRINOTECAN HeL | Part D vs: Part B prior 12 months
authorization only
Prior authorization All medically accepted ftjrS fh(;ft::z:gla;l:so?gsllal:leeﬁgsl?l'e-?ecllallly nei:zsmszriyn
ISTODAX . Istodax indications not otherwise Documentation of diagnosis and past medication history 12 months ) ) . ymphoma
applies to new starts only| patients that have tried and failed at least 1 prior
excluded from Part D. S
therapy. B vs D coverage determination.
For the treatment of tinea versicolor or ptyriasis,
. - Antifungals, All medically accepted 3 to 12 months, use O.f oral k_etocon_azole or atopical antifungal
Prior authorization . L . " agent is required prior to the use of Itraconazole.
ITRACONAZOLE . Superficial and indications not otherwise depending on et " o
applies " N For candidiasis infections (unless specified C.
Systemic excluded from Part D. indication " .
glabrata or C. krusei) use of fluconazole is
required prior to the use of Itraconazole.
IXEMPRA KIT Part D vs. Part B prior 12 months
authorization only
. - All medically accepted
JAKAFI a Tirelsort:l-rl\te:]\:/r::rt\:ggnl Mollenc ;Lail;;rr:rget indications not otherwise 12 months
PP Y excluded from Part D.
The physician has documented the indication for the continued Automatic Safer alternatives to the estrogen high risk
use of the HRM (high risk med) with an explanation of the approval if medications depend on the indication. For Hot
. specific benefit established with the medication and how that | member is less . Flashes, safer alternatives are: Depo-Estradiol,
Prior authorization All medically accepted benefit outweighs the potential risk, AND the physician will | than 65 years of Approval duration SSRiIs, venlafaxine, gabapentin, and Femring. For
JEVANTIQUE LO . HRM - Estrogens indications not otherwise . gns pote ! physict yea is through the end P » ganap ! 9
applies excluded from Part D continue to monitor for side effects, AND the physician has age. Prior of the plan year Vaginal Symptoms of menopause, safer
. documented that the patient has tried and failed two (2) safer authorization year. alternatives are: Premarin Cream, Estring, and
formulary alternatives or provided clinical rationale why two | required for age Femring. For Bone Density, safer alternatives are:
safer formulary alternatives are not appropriate for the patient. 65 or older. alendronate, raloxifene, and Prolia.
JEVTANA Part D vs. Part B prior 12 months

authorization only




Excluded
Other Criteria Drug
Criteria

Prior Authorization Prescriber Coverage

Product Group Covered Uses Exclusion Criteria Required Medical Information

Type Description Restrictions ~ Restrictions Duration

KABIVEN Part D vs. Part B prior 12 months
authorization only
Prior authorization Antineoplastics, . A!I m_edically accepte_d o
KADCYLA applies to new starts only Monoclonal indications not otherwise 12 months B vs D coverage determination
Antibodies excluded from Part D. » _ _
Prior authorization All medically accepted (E?)Imv:::hh?;t;g;;;zszr CF mutation test documenting that the patient has one ilﬁ; r:oorfpaa?:i:gd
KALYDECO . KALYDECO indications not otherwise e mutation in the CFTR gene that is responsive to ivacaftor " 12 months
applies the F508del mutation in the L - 6 years of age and
excluded from Part D. based on clinical and/or in vitro assay data.
CFTR aene. older for tablets
KCL .
0.07596/D5W/NACL Pa;‘cho"rsi'Z;?:nilfl”m 12 months
0.45% Y
KCL 0.15%/D5W/ NACL | Part D vs. Part B prior 12 months
0.3% authorization only
KCL 0.15%/D5W/LR | "art D vs. Part B prior 12 months
authorization only
KCL 0.15%/D5W/NACL | Part D vs. Part B prior
- 12 months
0.2% authorization only
KCL 0.15%/D5W/NACL | Part D vs. Part B prior 12 months
0.225% authorization only
KCL 0.15%/D5W/NACL | Part D vs. Part B prior 12 months
.45% authorization only
KCL 0.15%/D5W/NACL | Part D vs. Pe_m B prior 12 months
0.9% authorization only
KCL 0.3%/D5W/LR IV | Part D vs. Part B prior
LAC RING authorization only 12 months
KCL 0.3%/D5W/NACL | Part D vs. Pe_m B prior 12 months
.45% authorization only
KCL 0.3%/D5W/NACL | Part D vs. Pe_m B prior 12 months
0.9% authorization only
Prior authorization Antineoplastics, 'AI'I m?dically acceptgd o
KEYTRUDA applies to new starts only Monoclonal indications not otherwise 12 months B vs D coverage determination
Antibodies excluded from Part D.
Treatment of rheumatoid arthritis (RA) in adults
and when the following criteria are met:
inadequate response, intolerance, or
. -~ All medically accepted . contraindication to at least one disease-modifying
KINERET Prior authlt_)rlzatlon KINERET indications not otherwise For R': 1|§ years 12 months anti-rheumatic drug (DMARD) (i.e., methotrexate
applies excluded from Part D. and older (MTX), azathioprine, gold, hydroxychloroquine,
penicillamine, sulfasalazine) AND the patient has
had failure, contraindication, or intolerance to
Enbrel or Humira.
. . All medically accepted
KISQALI appTirelgrtsl:ntehvl\)/:f::ll;)r;nly Molecular Target indications not otherwise 12 months
excluded from Part D.
KISQALI FEMARA 200 | Prior authorization Al medically accepted
DOSE applies to new starts only indications not otherwise 12 months
excluded from Part D.
KISQALI FEMARA 400 | Prior authorization Molecular Target | .1l medically accepted
DOSE applies to new starts only| Inhibitors indications not otherwise 12 months
excluded from Part D.
KISQALI FEMARA 600 | Prior authorization Molecular Target | .1l medically accepted
DOSE applies to new starts only/| Inhibitors indications not otherwise 12 months
excluded from Part D.
Prior authorization .AI.I m.edically accepte_d
KORLYM applies KORLYM indications not otherwise 12 months
excluded from Part D.
Prior authorization ,AI,I m.edically accepte_d . " .
KUVAN applies Kuvan indications not otherwise Documentation of diagnosis 12 months
excluded from Part D.




Prior Authorization

Type Description

Product Group

Covered Uses

All medically accepted

Exclusion Criteria

1.) Patient receiving LDL
apheresis. 2.) Patient treated
with an MTP inhibitor (e.g.

Juxtapid). 3.) Patient with

Required Medical Information

Diagnosis of homozygous familial hypercholesterolemia
(HoFH) as demonstrated by 1.) genetic confirmation of 2
mutant alleles at the LDL receptor, ApoB, PCSK9 or ARH
adaptor protein gene locus OR 2.) an untreated LDL-
cholesterol concentration greater than 500 mg/dL OR 3.) total
LDL greater than or equal to 300mg/dl while on a maximum

Restrictions

Prescriber
Restrictions

Coverage
Duration

Other Criteria

For approval, patient must meet all of the
following criteria: 1.) Failure, contraindication, or
intolerance to Repatha (requires prior

Excluded
Drug
Criteria

KYNAMRO Prior autht_)rization KYNAMRO indications not otherwise 'mod_erate or severe hepat_ic folerated dose of a high-intensity statin (high-iptensity statins 18 years and 12 months authf)riz_ation)_. 2) Kyn_amro will be taken in
applies excluded from Part D impairment (based on Child- | include atorvastatin 40 to 80mg and rosuvastatin 20 to 40mg) older. combination with a maximum tolerated dose of
) Pugh category B or C), active | taken in combination with any of the following: ezetimibe, a atorvastatin OR rosuvastatin and with any one of
liver disease or unexplained | bile acid sequestrant, or niacin AND one of the following: a.) the following: ezetimibe, a bile acid sequestrant,
persistent abnormal liver cutaneous or tendinous xanthoma before the age of 10 years or niacin.
function tests. OR b.) untreated LDL cholesterol levels consistent with
heterozygous familial hypercholesterolemia in both parents
(greater than 190mg/dl).
KYPROLIS Part D vs. Part B prior 12 months
authorization onlv
LACTATED RINGERS | "t D vs: Part B prior 12 months
authorization onlv
LACTATED RINGERS | Part D vs. Part B prior 12 months
VIAFLEX authorization onlv
The physician has documented the indication for the continued Automatic
use of the HRM (high risk med) with an explanation of the approval if
. specific benefit established with the medication and how that | member is less .
LANOXIN (only covered | oo horization o Al medically accepted benefit outweighs the potential risk, AND the physician will | than 65 years of Approval duration
on PDP Secure, PDP . HRM - Digoxin indications not otherwise . . ) L . is through the end
Secure-Extra) applies excluded from Part D. continue to monitor for 5|qe effects, AND the.physhuan.has age. .PFI(.)r of the plan year.
documented that the patient has tried and failed digoxin authorization
0.125mg daily or provided clinical rationale as to why the | required for age
lower dose is not appropriate for the patient. 65 or older.
The physician has documented the indication for the continued Automatic
use of the HRM (high risk med) with an explanation of the approval if
" specific benefit established with the medication and how that | member is less .
Prior authorization All medically accepted benefit outweighs the potential risk, AND the physician will | than 65 years of Approval duration
LANOXIN PEDIATRIC : HRM - Digoxin indications not otherwise : . N ! i : is through the end
applies excluded from Part D. continue to monitor for s@e effects, _AND the_phy5|_0|an_has age. _Prlqr of the plan year.
documented that the patient has tried and failed digoxin authorization
0.125mg daily or provided clinical rationale as to why the required for age
lower dose is not appropriate for the patient. 65 or older.
Prior authorization Antineoplastics, 'AI'I mfedically accepte_d e
LARTRUVO applies to new starts only Monoclonal indications not otherwise 12 months B vs D coverage determination
Antibodies excluded from Part D.
. . All medically accepted
LENVIMA appTilzrtjl::\:/r::rttlggnly Mullenc &Lairn;l':rget indications not otherwise 12 months
excluded from Part D.
Prior authorization - .AI.I mfedically accepte_d . . .
LETAIRIS applies Letairis indications not otherwise Documentation of diagnosis 12 months
excluded from Part D.
. - . . All medically accepted
LEUKINE Prior :l;tptﬁ:szatlon Colon)f/aséttlgrr]sulatmg indications not otherwise Documentation of diagnosis 6 months
excluded from Part D.
LEUPROLIDE Prior authorization - .AI.I mfedlcally accepte_d
ACETATE applies to new starts only Pituitary Hormones indications not otherwise 12 months
excluded from Part D.
For the FDA-labeled indication of post-herpetic
neuralgia, no additional criteria are required to be
. met. For diabetic neuropathic pain: the patient
Prior authorization - .AI.I mfedlcally accepte_d must have previous use :nd inaZequate rSSponse
LIDOCAINE . Lidocaine Patch indications not otherwise 12 months N o B
applies or intolerance to any ONE medication that is FDA-|
excluded from Part D. P .
labeled for diabetic peripheral neuropathy,
including (but not limited to) duloxetine and
Lyrica.
LIPOSYN 111 Part D vs. Part B prior 12 months
authorization only
Prior authorization .AI.I mfedically accepte_d
LONSURF applies to new starts only Lonsurf indications not otherwise 12 months
excluded from Part D.
Prior authorization . .AI.I mfedically accepte_d . . . -
LUMIZYME : Lumizyme indications not otherwise Documentation of diagnosis 12 months B vs D coverage determination
applies
excluded from Part D.
Prior authorization . AI.I m_edically accepte_d
LUPRON DEPOT indications not otherwise 12 months

applies to new starts only

Pituitary Hormones

excluded from Part D.




Drug Name

Prior Authorization
Type Description

Product Group

Covered Uses

Required Medical Information

Restrictions

Prescriber
Restrictions

Coverage

Duration

Other Criteria

Excluded
Drug

Prior authorization

All medically accepted

Criteria

LUPRON DEPOT-PED applies to new starts only Pituitary Hormones indications not otherwise 12 months
excluded from Part D.
. - All medically accepted
LYNPARZA app'zl’i:grt:l;tehv?/r;::sognly Molecular Target indications not otherwise 12 months
excluded from Part D.
MAGNESIUM Part D vs. Part B prior 12 months
SULFATE IN DSW authorization onlv
MAGNESIUM Part D vs. Part B prior 12 months
SULFATE INJ authorization onlv
MAGNESIUM Part D vs. Part B prior 12 months
SULFATE IV authorization onlv
Makena is authorized to reduce the risk of preterm birth when
ALL of the following are met: 1.) current singleton pregnancy
. AND 2.) previous singleton spontaneous preterm birth
Prior authorization .AI.I mfedlcally accepte_d (preterm gifth defined ag birth f?um the peri%d of viability _—
MAKENA . Makena indications not otherwise N . up to 21 weeks B vs D coverage determination
applies excluded from Part D. through week 36, 6 days gestation) AND 3.) treatment will be
: initiated between week 16, 0 days and week 20, 6 days of
gestation and not continue beyond week 36, 6 days of
gestation or time of delivery (whichever occurs first).
The physician has documented the indication for the continued Automatic
use of the HRM (high risk med) with an explanation of the approval if
Al medically accepted specific benefit established with the medication and how that | member is less Approval duration
Prior authorization HRM - Butalbital Pl . benefit outweighs the potential risk, AND the physician will | than 65 years of . Safer alternatives are: naproxen sodium and
MARGESIC N P indications not otherwise . N N L : is through the end .
applies Combinations excluded from Part D. continue to monitor for side effects, AND the physician has age. Prior of the plan year. ibuprofen.
) documented that the patient has tried and failed two (2) safer authorization :
formulary alternatives or provided clinical rationale why two | required for age
safer formulary alternatives are not appropriate for the patient. 65 or older.
The physician has documented the indication for the continued
use of the HRM (high risk med) with an explanation of the Automatic
specific benefit established with the medication and how that approval if
Al medically accepted benefit outweighs the potential risk, AND the physician will | member is less Approval duration
MEGESTROL Prior authorization HRM - Megestrol v X continue to monitor for side effects, AND for chachexia/loss | than 65 years of .
X : indications not otherwise . . R L . is through the end
ACETATE ORAL SUSP |applies to new starts only Suspension excluded from Part D of appetite associate with AIDS, the physician has age. Prior of the plan year.
) documented that the patient has tried and failed dronabinol or |  authorization :
provided clinical rationale as to why that safer formulary required for age
alternative is not appropriate for the patient. For all other 65 or older.
indications, trial of dronabinol is not required.
Automatic
The physician has documented the indication for the continued m:ﬁ]’;;:rviil Ilefss
MEGESTROL Prior authorization HRM - Megestrol 'AI'I mfedlcally accepte_d use'uf the HBM (hlg_h risk m_ed) with an explanatlon of the than 65 years of Approval duration
ACETATE TABS applies to new starts only Tabs indications not otherwise speuﬁc benef!t established V\_mh _the medication and_ h_ow th_at age. Prior is through the end
excluded from Part D. benefit outweighs the potential risk, AND the physician will o of the plan year.
continue to monitor for side effects. autharlzatlon
required for age
&5 ar alder
. . All medically accepted
MEKINIST appTi::"tj‘::‘zr:::t'ggnly M°'|en°;'iri't;:'get indications not otherwise 12 months
excluded from Part D.
MELPHALAN Part D vs. Part B prior 12 months
HYDROCHLORIDE authorization only
Automatic
approval if
Prior authorization memantine All medically accepted Tﬁ;bzg I;eglza;?r
MEMANTINE HCL . indications not otherwise . 12 months
applies IR/Namenda XR age. Prior
excluded from Part D. o
Authorization is
required for age
26 ar vanner
Automatic
approval if
. member is greater
MEMANTINE HCL Prior authorization memantine .AI.I mfedlcally accepte_d than 26 yegrs of
TITRATION PAK applies IR/Namenda XR | Indications not otherwise age. Prior 12 months

excluded from Part D.

Authorization is
required for age

2R or vnunnoer




Excluded

Prior Authorization - o - - - Prescriber Coverage o
P Product Group Covered Uses Exclusion Criteria Required Medical Information A P a9 Other Criteria Drug
Type Description Restrictions ~ Restrictions Duration o
Criteria
The physician has documented the indication for the continued
use of the HRM (high risk med) with an explanation of the Automatic
specific benefit established with the medication and how that approval if For vasomotor symptoms of menopause, safer
" benefit outweighs the potential risk, AND the physician will | member is less . alternatives are: SSRIs, venlafaxine, gabapentin,
. - All medically accepted . ) ) S Approval duration N .
Prior authorization L . continue to monitor for side effects, AND the physician has | than 65 years of . and Femring. For vaginal symptoms of
MENEST . HRM - Menest indications not otherwise ; . . . is through the end . .
applies excluded from Part D documented that the patient has tried and failed one (1) safer age. Prior of the plan year. menopause, safer alternatives are: Premarin
) formulary alternative or provided clinical rationale why two authorization plan year. Cream, Estring, and Femring. For all other
safer formulary alternative is not appropriate for the patient. | required for age indications, no formulary alternative is required.
For palliative therapy of metastatic breast cancer, no trial of a 65 or older.
formulary alternative is required.
The physician has documented the indication for the continued Automatic Safer alternatives to the estrogen high risk
use of the HRM (high risk med) with an explanation of the approval if medications depend on the indication. For Hot
All medically accepted specific benefit established with the medication and how that | member is less Aoproval duration Flashes, safer alternatives are: Depo-Estradiol,
Prior authorization i Y accepte benefit outweighs the potential risk, AND the physician will | than 65 years of App SSRiIs, venlafaxine, gabapentin, and Femring. For
MENOSTAR . HRM - Estrogens indications not otherwise . . y S . is through the end .
applies excluded from Part D continue to monitor for side effects, AND the physician has age. Prior of the plan year Vaginal Symptoms of menopause, safer
) documented that the patient has tried and failed two (2) safer authorization plan year. alternatives are: Premarin Cream, Estring, and
formulary alternatives or provided clinical rationale why two | required for age Femring. For Bone Density, safer alternatives are:
safer formulary alternatives are not appropriate for the patient. 65 or older. alendronate, raloxifene, and Prolia.
MESNA Part D vs. Part B prior 12 months
authorization onlv.
The physician has documented the indication for the continued Automatic Safer alternatives to the estrogen high risk
use of the HRM (high risk med) with an explanation of the approval if medications depend on the indication. For Hot
Al medically accented specific benefit established with the medication and how that | member is less Approval duration Flashes, safer alternatives are: Depo-Estradiol,
Prior authorization S Y accepte benefit outweighs the potential risk, AND the physician will | than 65 years of ApD! SSRiIs, venlafaxine, gabapentin, and Femring. For
MINIVELLE N HRM - Estrogens indications not otherwise . N N L : is through the end .
applies excluded from Part D. continue to monitor for side effects, AND the physician has age. Prior of the plan year Vaginal Symptoms of menopause, safer
) documented that the patient has tried and failed two (2) safer authorization plan year. alternatives are: Premarin Cream, Estring, and
formulary alternatives or provided clinical rationale why two | required for age Femring. For Bone Density, safer alternatives are:
safer formulary alternatives are not appropriate for the patient. 65 or older. alendronate, raloxifene, and Prolia.
Part D vs. Part B prior
MITOMYCIN authorization onlv. 12 months
Part D vs. Part B prior
MITOXANTRONE HCL authorization onlv 12 months
. . Non-amphetamine All medically accepted . . . . .
MODAFINIL Prior 2““}?;&“0” Central Nervous indications not otherwise Documentation (:)ffli';gm:i:;irsl::is::dg for the diagnosis 12 months
PP Svstem Adents excluded from Part D. P ap psy
MUSTARGEN Part D vs. Part B prior 12 months
authorization only
IMMUNE "
MYCOPHENOLATE Prior authorization | SUPPRESSANTS - | Al medically accepted o
h indications not otherwise 12 months B vs D coverage determination
MOFETIL applies to new starts only| TRANSPLANT excluded from Part D
RELATED .
IMMUNE -
MYCOPHENOLIC Prior authorization | SUPPRESSANTS - | Al medically accepted -
h indications not otherwise 12 months B vs D coverage determination
ACID DR applies to new starts only| TRANSPLANT excluded from Part D
RELATED .
Prior authorization Antir i All medically accepted
MYLOTARG applies to new starts onl Monoclonal indications not otherwise 12 months B vs D coverage determination
PP d Antibodies excluded from Part D.
Prior authorization Enzyme All medically accepted
NAGLAZYME . Replacement/Modifier|  indications not otherwise Documentation of diagnosis 12 months
applies
s excluded from Part D.
Automatic
approval if
. member is greater
. - . All medically accepted
NAMENDA XR Prior authl_)nzatlon memantine indications not otherwise than 26 years of 12 months
applies IR/Namenda XR age. Prior
excluded from Part D. o
Authorization is
required for age
26 ar vannner
Automatic
approval if
" member is greater
NAMENDA XR Prior authorization memantine irglilczgie:r:zar:g Ziﬁzmge than 26 years of 12 months
TITRATION PACK applies IR/Namenda XR age. Prior
excluded from Part D. o
Authorization is
required for age
26 ar vainner
Prior authorization All medically accepted
NATPARA applies Natpara indications not otherwise 12 months
PP excluded from Part D.




Prior Authorization

Excluded

- - - Prescriber Coverage o
o Product Group Covered Uses Required Medical Information N o _g Other Criteria Drug
Type Description Restrictions  Restrictions Duration Criteria
NEBUPENT Part D vs. Part B prior 12 months
authorization onlv
NEPHRAMINE Part D vs. Part B prior 12 months
authorization only
. - All medically accepted
NERLYNX a Ti::rt:l:ehvl\j/r::rttlsognl Molecular Target indications not otherwise 12 months
PP Y excluded from Part D.
. - . . All medically accepted
NEULASTA Prior Zutt}?:szauon Colon;f;;ng::latmg indications not otherwise Documentation of diagnosis 6 months
i excluded from Part D.
Prior authorization Colony stimulating All medically accepted
NEULASTA ONPRO : indications not otherwise Documentation of diagnosis 6 months
applies factors
excluded from Part D.
Neumega is considered medically necessary for
patients that have experienced severe
. thrombocytopenia (platelet count less than or
Prior authorization .AI.I mfedlcally accepte_d Documentation of diagnosis and lab data reflecting platelet equal to 20,000 mcg/L) from previous
NEUMEGA . Neumega indications not otherwise 6 months . .
applies count chemotherapy OR patients considered to be at
excluded from Part D. o
high risk for the development of severe
thrombocytopenia. B vs D coverage
determination.
. o . . All medically accepted
NEUPOGEN Prior :utt:ti::szanon CQIon)f/asctn;rr]Sulanng indications not otherwise Documentation of diagnosis 6 months
i excluded from Part D.
. o All medically accepted
NEXAVAR ; Tlre';"tgl::‘zr;::t'ggnl M°';°&Le‘i't;2'get indications not otherwise 12 months
PP d excluded from Part D.
Prior authorization All medically accepted Ninlaro is approved with concurrent use of
NINLARO X Ninlaro indications not otherwise Documentation of diagnosis and current medication regimen 12 months PP S
applies to new starts only dexamethasone and lenalidomide.
_ excluded from Part D.
NIPENT Part D vs. Part B prior 12 months
authorization only

NORETHINDRONE

All medically accepted

The physician has documented the indication for the continued
use of the HRM (high risk med) with an explanation of the
specific benefit established with the medication and how that

Automatic
approval if
member is less

Safer alternatives to the estrogen high risk
medications depend on the indication. For Hot
Flashes, safer alternatives are: Depo-Estradiol,

. - N . P - . Approval duration N X N
ACETATE/ETHINYL Prior authgnzauon HRM - Estrogens indications not otherwise beneflt outvvelgh§ the potfentlal risk, AND the phys!c!an will | than 65 years of is through the end SSRls, veplafaxme, gabapentin, and Femring. For|
ESTRADIOL applies excluded from Part D. continue to monitor for side effects, AND the physician has age. Prior of the plan year Vaginal Symptoms of menopause, safer

: documented that the patient has tried and failed two (2) safer authorization ! alternatives are: Premarin Cream, Estring, and
formulary alternatives or provided clinical rationale why two | required for age Femring. For Bone Density, safer alternatives are:
safer formulary alternatives are not appropriate for the patient. 65 or older. alendronate, raloxifene, and Prolia.
NORMOSOL -R Part D vs. Part B prior 12 months
authorization only
NORMOSOL-M IN D5w/| P3t D vs. Part B prior 12 months
authorization only
NORMOSOL-R Part D vs. Part B prior 12 months
authorization only
NORMOSOL-R IN Dsw | "2t D vs. Part B prior 12 months
authorization only
. . All medically accepted . . . . . The patient must have failure, contraindication or
NORTHERA Prior ?tﬁggmlm NORTHERA indications not otherwise Documentation from t;::zg:ic:"l :Z?;d of diagnosis and prior 12 months intolerance to fludrocortisone acetate or
PP excluded from Part D. 4 midodrine.
. . All medically accepted
NOVAREL Prior ?tﬁggmlm Hg::;zzll::gf:f' indications not otherwise Documentation of diagnosis 12 months
PP P excluded from Part D.
. - All medically accepted
NOXAFIL Prior 2uth|ti1glszatlon AN;;T/L\J;VOGQLS. indications not otherwise 6 months
PP excluded from Part D.
Prior authorization All medically accepted Documentation of Epstein-Barr virus serology and current Documentation of use in combination with
NULOJIX applies to new starts onl Nulojix indications not otherwise n‘:edication regimen 9y 12 months basiliximab induction, mycophenolate mofetil, and
PP Y excluded from Part D. 9 corticosteroids. B vs D coverage determination.
Prior authorization All medically accepted
NUPLAZID applies to new starts onl NUPLAZID indications not otherwise 12 months
PP _ Y excluded from Part D.
NUTRILIPID Part D vs. Part B prior 12 months
authorization only
NUTRILYTE Part D vs. Part B prior 12 months
authorization only
NUTRILYTE Il Part D vs. Part B prior 12 months
authorization only
. - Non-amphetamine All medically accepted . . X . .
NUVIGIL Prior authl_)nzatlon Central Nervous indications not otherwise Documentation of diagnosis and sleep study for the diagnosis 12 months
applies of sleep apnea or narcolepsy

Svstem Aaents

excluded from Part D.




Excluded

Prior Authorization - o - - - Prescriber Coverage o
o Product Group Covered Uses Exclusion Criteria Required Medical Information N o _g Other Criteria Drug
Type Description Restrictions  Restrictions Duration Criteria
HORMONAL N
OCTREOTIDE Prior authorization AGENTS, irﬁlilc;:?:r:zar:g ?Jiﬁzmie Documentation of diagnosis 6 months
ACETATE applies SOMATOSTATIN excluded from Part D g
ANALOGS .
Prior authorization All medically accepted
ODOMZO applies to new starts onl Odomzo indications not otherwise 12 months
PP 4 excluded from Part D.
Other known causes of Diagnosis confirmed by 1.) in patients without surgical lung
. o Al medically accepted mlerstltl_al lung dlseass_s eg., blops‘y: Usual interstitial pneumonia (UIE) Paqern_on high
Prior authorization v . domestic and occupational resolution computed tomography (HRCT) is indicative of IPF .
OFEV . Ofev indications not otherwise . . " . . K . 12 months Ofev will be used as monotherapy.
applies excluded from Part D environmental exposures, or 2.) in patients with surgical lung biopsy: The biopsy
: connective tissue disease, and | pattern is diagnostic of IPF or the combination of HRCT and
_ drua toxicity hinnsv nattern is indicative of IPF
ONCASPAR Part D vs. Part B prior 12 months
authorization onlv
ONDANSETRON HcL | PartD vs. Part B prior 12 months
authorization onlv
ONDANSETRON opT | PartD vs. Part B prior 12 months
authorization onlv
Prior authorization Antineoplastics, All medically accepted
OPDIVO aoplies to new starts onl Monoclonal indications not otherwise 12 months B vs D coverage determination
PP Y Antibodies excluded from Part D.
Prior authorization All medically accepted
OPSUMIT . Vasodilators indications not otherwise Documentation of pulmonary arterial hypertension 12 months
applies
excluded from Part D.
. . All medically accepted . . Lo The patient must
ORKAMBI Prior :\uthlti):szatlon Orkambi indications not otherwise cF mu{au::]r;t:;;g?gxi:z{;gﬂ; i)::gnl:t_ll_;hoemngzygous for be 6 years of age 12 months
PP excluded from Part D. gene. and older.
Automatic
The physician has documented the indication for the continued m:mr:r";l Ilefss
ORPHENADRINE Prior authorization HRM - Skeletal 'AI'I mgdlcally acceptefi use'of the HBM (hlgh risk med) with an explanatlon of the than 65 years of Approval duration
CITRATE ER applies Muscle Relaxants indications not otherwise specific benefit established with the medication and how that age. Prior is through the end
excluded from Part D. benefit outweighs the potential risk, AND the physician will L of the plan year.
N " : authorization
continue to monitor for side effects. .
required for age
_ 65 ar alder
OXALIPLATIN Part D vs. Part B prior 12 months
authorization only
prior authorization ANABOLIC All medically accepted
OXANDROLONE apnlies STEROIDS, indications not otherwise Documentation of diagnosis 12 months
s ANDROGENS excluded from Part D.
PACLITAXEL Part D vs. Part B prior 12 months
authorization only
PAMIDRONATE Part D vs. Part B prior 12 months
DISODIUM authorization only
12 to 48 weeks
Prior authorization Immune Stimulants All medically accepted based on
PEGASYS applies Non-Vaccine ! indications not otherwise Documentation of genotype to determine length of therapy indication and
PP excluded from Part D. established
treatment
12 to 48 weeks
Prior authorization Immune Stimulants All medically accepted based on
PEGASYS PROCLICK . : ! indications not otherwise Documentation of genotype to determine length of therapy indication and
applies Non-Vaccine .
excluded from Part D. established
treatment
12 to 48 weeks
Prior authorization Immune Stimulants, All medically accepted based on
PEGINTRON applies Non-Vaccine ! indications not otherwise Documentation of genotype to determine length of therapy indication and
PP excluded from Part D. established
treatment
12 to 48 weeks
Prior authorization Immune Stimulants, All medically accepted based on
PEG-INTRON REDIPEN applies Non-Vaccine ! indications not otherwise Documentation of genotype to determine length of therapy indication and
PP excluded from Part D. established
treatment
12 to 48 weeks
PEG-INTRON REDIPEN|  Prior authorization Immune Stimulants, ,AI,I m.edlcally accepte_d " . . t?ase_d on
PAK 4 anplies Non-Vaccine indications not otherwise Documentation of genotype to determine length of therapy indication and
PP excluded from Part D. established
_ treatment
PERFOROMIST | FartD vs. Part B prior 12 months
authorization only
PERIKABIVEN Part D vs. Part B prior 12 months
authorization only
Prior authorization All medically accepted
PERJETA PERJETA indications not otherwise Documentation of previous and current treatment 12 months B vs D coverage determination

applies to new starts only

excluded from Part D.




Prior Authorization

Type Description

Product Group

Covered Uses

Exclusion Criteria

Required Medical Information

Restrictions

Prescriber
Restrictions

Coverage
Duration

Other Criteria

Excluded
Drug

The physician has documented the indication for the continued
use of the HRM (high risk med) with an explanation of the
specific benefit established with the medication and how that

Automatic
approval if
member is less

Safer alternatives are: Nortriptyline, Protriptyline,

Criteria

PERPHENAZINE/AMIT Prior authorization HR.M — .AI.I m_edlcally accepte_d benefit outweighs the potential risk, AND the physician will | than 65 years of /_\pproval duration Desipramine, Amoxapine, Citalopram,
h Perphenazine/Amitrip| indications not otherwise . ) ) . . is through the end : . . .
RIPTYLINE applies to new starts only tyline excluded from Part D continue to monitor for side effects, AND the physician has age. Prior of the plan year Venlafaxine, Fluoxetine, Paroxetine, Sertraline,
: documented that the patient has tried and failed two (2) safer authorization plan year. Duloxetine, and Bupropion.
formulary alternatives or provided clinical rationale why two | required for age
safer formulary alternatives are not appropriate for the patient. 65 or older.
PLENAMINE Part D vs. Part B prior 12 months
authorization only
. o All medically accepted
POMALYST a Ti::rtgi?vir;:rttlggnl Molf: r:jilbairn;rrzrga indications not otherwise 12 months
PP 4 excluded from Part D.
Prior authorization Antineoplastics, All medically accepted
PORTRAZZA applies to new starts onl Monoclonal indications not otherwise 12 months B vs D coverage determination
PP Y| Antibodies excluded from Part D.
POTASSIUM Part D vs. Part B prior 12 months
CHLORIDE authorization only
POTASSIUM .
CHLORIDE /SODIUM Pa;‘cho"rsi'Z;?:nilfl”m 12 months
CHLORIDE 4
POTASSIUM .
CHLORIDE 0.15% Pa;nDh;'Si.z;?:nirznor 12 months
INACL 0.45% VIAFLEX d
POTASSIUM .
CHLORIDE 0.15% Pa;nDh;'Si.z;?:nirznor 12 months
DSWI/NACL 0.33% Y
POTASSIUM .
CHLORIDE 0.15% Pa;nDh;'Si.z;?:nirznor 12 months
DSWI/NACL 0.45% Y
POTASSIUM
CHLORIDE 0.15% Part D vs. Part B prior
DSW/NACL 0.45% authorization only 12 months
VIAFLEX
POTASSIUM
CHLORIDE 0.15% Part D vs. Part B prior
WI/NACL 0.9% authorization only 12 months
VIAELEX
POTASSIUM Part D vs. Part B prior 12 months
CHLORIDE 0.15%/D5W authorization only
POTASSIUM .
CHLORIDE Pa;nDhg’rsi'Z;?gnir’]’I”m 12 months
0.15%/NACL 0.9% y
POTASSIUM .
CHLORIDE 0.22% Pa;nDhg’rsi'Z;?gnir’]’I”m 12 months
DSWI/NACL 0.45% y
POTASSIUM
CHLORIDE Part D vs. Part B prior
0.2249%/DSW/NACL authorization only 12 months
0.45%
POTASSIUM .
CHLORIDE 0.3%/ Pa;chl;'fi'Z;?:nir’]’l”m 12 months
NACL 0.9% Y
POTASSIUM Part D vs. Part B prior 12 months
CHLORIDE 0.3%/D5W authorization only
POTASSIUM .
CHLORIDE 0.3%/NACL Pa;‘ch[;’:i'Z;?:anfl”‘” 12 months
0.9%/VIAFLEX 4
Prior authorization All medically accepted
POTIGA applies to new starts onl POTIGA indications not otherwise Documentation of diagnosis 12 months
PP d excluded from Part D.
PREGNYL W/DILUENT Prior authorization Hormonal Agents. All medically accepted
BENZYL applies Gona dotrogins ! indications not otherwise Documentation of diagnosis 12 months
ALCOHOL/NACL PP P excluded from Part D.
The physician has documented the indication for the continued Automatic Safer alternatives to the estrogen high risk
use of the HRM (high risk med) with an explanation of the approval if medications depend on the indication. For Hot
" specific benefit established with the medication and how that | member is less . Flashes, safer alternatives are: Depo-Estradiol,
. - All medically accepted ) . - - . Approval duration . X .
Prior authorization R . benefit outweighs the potential risk, AND the physician will | than 65 years of . SSRiIs, venlafaxine, gabapentin, and Femring. For
PREMARIN . HRM - Estrogens indications not otherwise : . N L : is through the end .
applies excluded from Part D continue to monitor for side effects, AND the physician has age. Prior of the plan year Vaginal Symptoms of menopause, safer
. documented that the patient has tried and failed two (2) safer authorization year. alternatives are: Premarin Cream, Estring, and
formulary alternatives or provided clinical rationale why two | required for age Femring. For Bone Density, safer alternatives are:
safer formulary alternatives are not appropriate for the patient. 65 or older. alendronate, raloxifene, and Prolia.
PREMASOL Part D vs. Part B prior 12 months

authorization only




Prior Authorization

Type Description

Product Group

Covered Uses

Required Medical Information

Restrictions

Prescriber
Restrictions

Coverage
Duration

Other Criteria

Excluded
Drug

Part D vs. Part B prior

Criteria

PROCALAMINE - 12 months
authorization only
For initial treatment of anemia, documentation of Hemoglobin
less than 10, transferrin saturation greater than 20%, and
" ferritin levels greater than 100 obtained over the last 3
Prior authorization All medically accepted months. For reauthorizations, approvals granted if
PROCRIT . HEMATOPOIETICS |  indications not otherwise L » app g 6 months B vs D coverage determination
applies excluded from Part D Hemoglobin does not exceed 10-12g/dL or approvals granted
) if Hemoglobin does not exceed 10-13g/dL for the indication
of reduction of allogeneic red cell transfusions in patients
undergoing elective, noncardiac, nonvascular surgery.
IMMUNE N
. - All medically accepted
PROGRAF P_rlor authorization SUPPRESSANTS - indications not otherwise 12 months B vs D coverage determination
applies to new starts only| TRANSPLANT excluded from Part D
_ RELATED .
PROLASTIN-C Part D vs. Part B prior 12 months
authorization only
PROLEUKIN Part D vs. Part B prior 12 months
authorization only
DOC.” menta_non of dl_agnosw_ 9f: 2) thromboc_ytqpema n Use of Promacta for the treatment of
patients with chronic hepatitis C, b.) chronic immune L y .
L ) ; . thrombocytopenia is considered medically
(idiopathic) thrombocytopenic purpura (ITP) with . . . L
" " . . N . necessary in: a.) patients with chronic hepatitis C,
. -~ All medically accepted documentation of previous therapy with corticosteroids OR . . L . y
Prior authorization Pl . . . " N or b.) patients with chronic immune (idiopathic)
PROMACTA . Promacta indications not otherwise intravenous immune globulin (IVIG) therapy over a period of 12 months . "
applies f - thrombocytopenic purpura (ITP) that have failed
excluded from Part D. at least 30 days OR insufficient response to a splenectomy, or . ! . K N
. o . . corticosteroid OR intravenous immune globulin
c.) severe aplastic anemia with documentation of inadequate . -
P . (IVIG) therapy OR have had an insufficient
response to previous immunosuppressive therapy (e.g. Atgam,
" X response to a splenectomy.
Thymoglobulin, cyclosporine).
The physician has documented the indication for the continued Automatic
use of the HRM (high risk med) with an explanation of the approval if
specific benefit established with the medication and how that mer‘iﬁxer is less For nausea and vomiting, the safer alternative is
Prior authorization All medically accepted benefit outweighs the potential risk, AND the physician will than 65 years of Approval duration| ondansetron. For perennial and seasonal allergic
PROMETHAZINE HCL applies HRM - Promethazine | indications not otherwise continue to monitor for side effects, AND the physician has age )I;erior is through the end | rhinitis, safer alternatives are: levocetirizine and
PP excluded from Part D. documented that the patient has tried and failed one (1) safer ge. of the plan year. | desloratadine. For any other indications, trial of a

formulary alternative if available or provided clinical rationale
why the safer formulary alternative is not appropriate for the

authorization
required for age

formulary alternative is not required.

PROMETHAZINE HCL

Prior authorization

All medically accepted

i 65 or older.
patient.
The physician has documented the indication for the continued Automatic
use of the HRM (high risk med) with an explanation of the -
approval if

specific benefit established with the medication and how that
benefit outweighs the potential risk, AND the physician will

member is less
than 65 years of

Approval duration

For nausea and vomiting, the safer alternative is
ondansetron. For perennial and seasonal allergic

PLAIN apnlies HRM - Promethazine |  indications not otherwise continue to monitor for side effects, AND the physician has age. Prior is through the end | rhinitis, safer alternatives are: levocetirizine and
PP excluded from Part D. documented that the patient has tried and failed one (1) safer aug\o.rization of the plan year. | desloratadine. For any other indications, trial of a
formulary alternative if available or provided clinical rationale " formulary alternative is not required.
o : required for age
why the safer formulary alternative is not appropriate for the
. 65 or older.
patient.
PROSOL Part D vs. Part B prior 12 months
authorization only
PULMOZYME Part D vs. Part B prior 12 months
authorization only
. - All medically accepted . - .
PURIXAN a Tirelsort:l-rl\te:]\:/r::rt\:ggnl Purixan indications not otherwise Documentation of diagnosis 12 months D o In?efrtcre:altb urine tablets. n, or failure
PP Y excluded from Part D. ptop .
IMMUNE -
. - All medically accepted
RAPAMUNE P_rlor authorization SUPPRESSANTS - indications not otherwise 12 months B vs D coverage determination
applies to new starts only| TRANSPLANT excluded from Part D
RELATED .
. - All medically accepted Patient must have failure, contraindication or intolerance to
REBIF (Non-formulary Prior authorization i . o
for PDP Secure! anplies Immunomodulators indications not otherwise two of the following: Avonex, Betaseron and Copaxone 12 months
) PP excluded from Part D. before Rebif will be authorized.
REBIF REBIDOSE : N N Lo .
TITRATION PACK (Non Prior authorization 'AI'I mfedlcally accepte_d Patient must have f_alll.ne. contraindication or intolerance to
formulary for PDP applies Immunomodulators indications not otherwise two of the following: Avonex, Betaseron and Copaxone 12 months
Secuire) excluded from Part D. before Rebif will be authorized.
REBIF REBIDOSE (Non- Prior authorization All medically accepted Patient must have failure, contraindication or intolerance to
formulary for PDP apnlies Immunomodulators indications not otherwise two of the following: Avonex, Betaseron and Copaxone 12 months
Secure) s excluded from Part D. before Rebif will be authorized.
REBIF TITRATION Prior authorization All medically accepted Patient must have failure, contraindication or intolerance to
PACK (Non-formulary apnlies Immunomodulators indications not otherwise two of the following: Avonex, Betaseron and Copaxone 12 months
for PDP Secure) i _ excluded from Part D. before Rebif will be authorized.
RECOMBIVAX HB | "artD vs. Part B prior 12 months

authorization only




Prior Authorization
Type Description

Product Group

Dermatological
Wound Care Agents

Covered Uses

All medically accepted
indications not otherwise
excluded from Part D.

Exclusion Criteria

Required Medical Information

Documentation of wound type

Restrictions

Prescriber
Restrictions

Coverage
Duration

12 months

Other Criteria

Excluded
Drug
Criteria

Relistor

All medically accepted
indications not otherwise
excluded from Part D.

Documentation of diagnosis and past medication history

6 months

Use of Relistor is considered medically necessary
for the treatment of opioid-induced consti
patients with advanced illnesses who are receiving
palliative care AND have tried and failed laxative
therapy with lactulose or polyethylene glycol.
Relistor is also considered medically necessary for
the treatment of opioid-induced constipation in
adult patients with chronic non-cancer pain who
have tried and failed laxative therapy with
lactulose or polyethylene glycol.

Immune Suppressants

All medically accepted
indications not otherwise
excluded from Part D.

Documentation of diagnosis and past medication history

12 months

Use of Humira, Enbrel, or Remicade is considered medically
necessary for the treatment of: 1.) Rheumatoid Arthritis in patients
that have tried and failed methotrexate OR at least 2 alternative
disease modifying antirheumatic drugs (DOMARDs). 2.) Juvenile
Rheumatoid Arthri patients that have tried and failed at least 2
DMARDs. 3.) Ankylosing Spondylitis in patients that have tried
and failed at least 1 non-steroidal anti-inflammatory drug (NSAID),
corticosteroid, OR sulfasalazine. 4.) Plaque Psoriasis in patients that
have: a.) moderate to severe chronic disease, b.) minimum body
surface area (BSA) involvement of greater than or equal to 5% OR
involvement of the palms, soles, head, neck or genitalia, c.) tried and
failed at least 1 topical agent (topical steroid, calcipotriene, or
tazarotene) , AND d.) tried and failed at least 1 systemic therapy

i or acitretin) OR 5)
Psoriatic Arthritis in patients with active disease. In addition, use of
Humira or Remicade is considered medically necessary for the
treatment of: 1.) Moderate to severe Crohn’s Disease in patients that
have tried and failed at least 2 of the following: immunomodulators,
corticosteroids, or aminosalicylates. 2.) Treatment of moderately to
severely active ulcerative colitis in patients who have had inadequate|
response to at least 2 of the following: corticosteroids, sulfasalazine,
‘mesalamine, azathioprine, 6-mercaptopurine. Use of Humira will
also be considered medically necessary for the treatment of
hidradenitis suppurativa and uveitis. Use of Remicade will also be
considered medically necessary for the treatment of fistulizing
Crohn's disease. B vs D coverage determination required for
Remicade.

12 months

REGRANEX Prior authorization
applies

RELISTOR Prior autht_mzatlon
applies

REMICADE Prior authgrlzauon
applies

REMODULIN Part D vs. Part B prior

authorization only

REPATHA Prior autht_)rlzatlon
applies

REPATHA

All medically accepted
indications not otherwise
excluded from Part D.

Diagnosis of one of the following: Clinical atherosclerotic

cardiovascular disease OR Heterozygous familial

hypercholesterolemia (HeFH) (confirmed by genetic testing or
WHO/Dutch Lipid Group criteria or Simon-Broome criteria)
OR Homozygous Familial Hypercholesterolemia (HoFH)
(confirmed by either: Genetic testing or History of untreated
low-density lipoprotein cholesterol (LDL-C) greater than
500mg/dl or treated LDL greater than 300mg/dl with either:
presence of xanthomas before the age of 10 years or evidence

of heterozygous familial hypercholesterolemia in both
parents.)

Initial:6 mo.
Reauthorization
for 12 mo requires
documented
evidence of
clinical beneficial
response

For atherosclerotic cardiovascular disease
(ASCVD) or heterozygous familial
hypercholesterolemia (HeFH): Patient is on high-
intensity statin therapy or maximally tolerated
statin therapy, is not at LDL-C level goal, and will
be continued on high intensity or maximally
tolerated statin therapy while on Repatha. (For
patients intolerant to statins, no concurrent statin
use required.) For Homozygous Familial
Hypercholesterolemia (HoFH): Patient is on high-
intensity or maximally tolerated lipid-lowering
therapy (such as statins and/or ezetimibe), and is
not at LDL-C level goal, and will be continued on
high intensity or maximally tolerated lipid-
lowering therapy while on Repatha. (For patients
intolerant to statins, no concurrent statin use

required.)




Excluded

Prescriber Coverage

Prior Authorization

Drug Name P Product Group Covered Uses Exclusion Criteria Required Medical Information A P : Other Criteria Drug
Type Description Restrictions ~ Restrictions Duration o
Criteria
For atherosclerotic cardiovascular disease
(ASCVD) or heterozygous familial
hypercholesterolemia (HeFH): Patient is on high-
Diagnosis of one of the following: Clinical atherosclerotic intensity statin therapy or maximally tolerated
cardiovascular disease OR Heterozygous familial statin therapy, is not at LDL-C level goal, and will
hypercholesterolemia (HeFH) (confirmed by genetic testing or Initial:6 mo. be continued on high intensity or maximally
WHO/Dutch Lipid Group criteria or Simon-Broome criteria) Reauthorization | tolerated statin therapy while on Repatha. (For
REPATHA Prior authorization »AI»I mfedically acceple_d OR Homozygqus Familialn Hypgrchulestgrulemia (HoFH) for 12 mo requires | patients into]eranl to statins, no cuncurrer‘n‘statin
PUSHTRONEX applies REPATHA indications not otherwise (confirmed by either: Genetic testing or History of untreated documented use required.) For Homozygous Familial
SYSTEM excluded from Part D. low-density lipoprotein cholesterol (LDL-C) greater than evidence of Hypercholesterolemia (HoFH): Patient is on high-
500mg/dl or treated LDL greater than 300mg/dl with either: clinical beneficial | intensity or maximally tolerated lipid-lowering
presence of xanthomas before the age of 10 years or evidence response therapy (such as statins and/or ezetimibe), and is
of heterozygous familial hypercholesterolemia in both not at LDL-C level goal, and will be continued on
parents.) high intensity or maximally tolerated |
lowering therapy while on Repatha. (For patients
intolerant to statins, no concurrent statin use
required.)
For atherosclerotic cardiovascular disease
(ASCVD) or heterozygous familial
hypercholesterolemia (HeFH): Patient is on high-
Diagnosis of one of the following: Clinical atherosclerotic intensity statin therapy or maximally tolerated
cardiovascular disease OR Heterozygous familial statin therapy, is not at LDL-C level goal, and will
hypercholesterolemia (HeFH) (confirmed by genetic testing or Initial:6 mo. be continued on high intensity or maximally
WHO/Dutch Lipid Group criteria or Simon-Broome criteria) Reauthorization | tolerated statin therapy while on Repatha. (For
Prior authorization 'AI'I m?dically acceptgd OR Homozygqus Famili Hypercholestgrolemia (HoFH) for 12 mo requires | patients into]eram to statins, no concurrer]t.statin
REPATHA SURECLICK applies REPATHA indications not otherwise (confirmed by either: Genetic testing or History of untreated documented use required.) For Homozygous Familial
excluded from Part D. low-density lipoprotein cholesterol (LDL-C) greater than evidence of Hypercholesterolemia (HoFH): Patient is on high-
500mg/dl or treated LDL greater than 300mg/dl with either: clinical beneficial | intensity or maximally tolerated lipid-lowering
presence of xanthomas before the age of 10 years or evidence response therapy (such as statins and/or ezetimibe), and is
of heterozygous familial hypercholesterolemia in both not at LDL-C level goal, and will be continued on
parents.) high intensity or maximally tolerated |
lowering therapy while on Repatha. (For patients
intolerant to statins, no concurrent statin use
required.)
Prior authorization . .AI.I m_edically accepte_d . " .
REVLIMID applies to new starts only Revlimid indications not otherwise Documentation of diagnosis 12 months
excluded from Part D.
RIBAVIRIN INH | Part D vs. Part B prior 12 months
authorization only
RINGERS INJECTION | "t D ve. Part B prior 12 months
authorization only
Prior authorization Antir .AI.I N dically acceptgd i
RITUXAN applies to new starts only| Monoclonal indications not otherwise 12 months B vs D coverage determination
Antibodies excluded from Part D.
Prior authorization Antir i .AI.I N dically acceptgd i
RITUXAN HYCELA applies to new starts only| Monoclonal indications not otherwise 12 months B vs D coverage determination
Antibodies excluded from Part D.
. - All medically accepted
RUBRACA appTirelgrtsl:ntehvl\)/:f::lfr;nly Molecular Target indications not otherwise 12 months
excluded from Part D.
Prior authorization .AI.I m_edically acceptgd
RYDAPT applies to new starts only indications not otherwise 12 months
excluded from Part D.
Sabril is considered medically necessary in
patients that have failed to receive a clinically
Prior authorization " ,AI,I m.edically accepte_d Documentation from the medical record of diagnosis and past appre o_prian_e response from optimal doses a}nd
SABRIL applies to new starts only| Sabril indications not otherwise medication history 12 months administration of at least two of the following:
excluded from Part D. phenytoin, divalproex, lamotrigine, and
levetiracetam. For the indication of Infantile
Spasms, failure of another drug(s) is not required.
Prior authorization - .AI.I mfedically accepte_d
SAIZEN applies Pituitary Hormones indications not otherwise 12 months
excluded from Part D.
Prior authorization - .AI.I mfedically accepte_d
SAIZEN CLICK.EASY applies Pituitary Hormones indications not otherwise 12 months
excluded from Part D.




Excluded

Prior Authorization - o - - - Prescriber Coverage o
P Product Group Covered Uses Exclusion Criteria Required Medical Information A P a9 Other Criteria Drug
Type Description Restrictions ~ Restrictions Duration o
Criteria
Samsca is considered medically necessary for the
Maximum of 30 |treatment of patients with significant hypervolemic
Prior authorization All medically accepted days for each and euvolemic hyponatremia (serum sodium less
SAMSCA apnlies Samsca indications not otherwise Documentation of diagnosis course of than 125 mEq/L) or symptomatic hyponatremia
PP excluded from Part D. treatment (initial that has not been corrected with restriction of
or retreatment) fluids including heart failure and Syndrome of
Inappropriate Antidiuretic Hormone (SIADH).
IMMUNE N
. - All medically accepted
SANDIMMUNE a Ti::rtsi?vir;:rttlggnl SL%:T;;:&J? " | indications not otherwise 12 months B vs D coverage determination
PP Y RELATED excluded from Part D.
SANDOSTATIN LAR HORMONAL All medically accented
DEPOT (Non-formulary Prior authorization AGENTS, indications no); othe?wise Documentation of diagnosis 6 months
for PDP Secure, PDP applies SOMATOSTATIN
Secure-Extra) ANALOGS exclude(':l from Part D.
Prior authorization All medically accepted
SIGNIFOR applies SIGNIFOR indications not otherwise 12 months
excluded from Part D.
: - Phosphodiesterase All medically accepted
Prior authorization Il . " . . .
SILDENAFIL apnlies Type 5 (PDE5) indications not otherwise Medical documentation of pulmonary arterial hypertension 12 months
pe Inhibitors excluded from Part D.
Part D vs. Part B prior
SIMULECT authorization onlv. 12 months
IMMUNE "
. - All medically accepted
SIROLIMUS a Ti:;:rtgl::\:/r;::tlggnl SL;:T&::&J? " | indications not otherwise 12 months B vs D coverage determination
PP Y RELATED excluded from Part D.
Use of Sirturo for the treatment of multi-drug
Prior authorization All medically accepted Documentation from the medical record required indicating | The patient must resistant tuberculosis is considered medically
SIRTURO applies SIRTURO indications not otherwise the patient has multi-drug resistant tuberculosis resistant to | be 18 years of age 6 months necessary in patients with multi-drug resistant
PP excluded from Part D. isoniazid and rifampin or older. tuberculosis in combination with at least 3 other
aaents.
SODIUM LACTATE | PartD vs. Part B prior 12 months
authorization only
HORMONAL "
. -~ All medically accepted
SOMATULINE DEPOT a 'I;i::rtsl:\tehvl\)/r;aa:sr;nl SOMA :;T%\‘S-I'—I'SA‘TIN indications not otherwise Documentation of diagnosis 6 months
PP Y ANALOGS excluded from Part D.
. . . All medically accepted
SOMAVERT Prior 2““}?;&“0” Mi?:t;);rilcneAazgts indications not otherwise Documentation of diagnosis 12 months
PP 9 excluded from Part D.
12 to 48 weeks, | Must be used with other concurrent therapy based
. Documentation from the medical record of diagnosis including based on on indication and established treatment guidelines.
. - All medically accepted A " s S IS .
Prior authorization " P . genotype, current medication regimen, HCV-RNA levels, indication and For genotype 1, clinical information must be
SOVALDI : Sovaldi indications not otherwise . . . . . N P "
applies history of previous HCV therapies and presence/absence of established provided confirming the patient is not a candidate
excluded from Part D. : : R . -
cirrhosis. treatment for Harvoni before combination therapy containing
guidelines Sovaldi will be authorized.
For the treatment of tinea versicolor or ptyriasis,
Prior authorization Antifungals, All medically accepted 3 to 12 months, auseento ifsorrea |$?;‘;C°:ZZ:]:§ &Lauts(;p!;ﬁll;nctf;nm;?j;
SPORANOX . Superficial and indications not otherwise ing on 9 quired prior t o .
applies . R For (unless specified C.
Systemic excluded from Part D. indication " .
glabrata or C. krusei) use of fluconazole is
required prior to the use of Itraconazole.
. o All medically accepted
SPRYCEL a Ti:grtjl:sv[;r;:rtgr;nl MOI:;C I;Jilbairt;:rget indications not otherwise 12 months
PP d excluded from Part D.
. o All medically accepted
STIVARGA a Ti:grtjl:sv[;r;:rtgr;nl MOI:;C I;Jilbairt;:rget indications not otherwise 12 months
PP d excluded from Part D.
Buprenorphine-T
mo or 6 mo if | The use of buprenorphine for maintenance therapy
Prior authorization Opioid Agonist- All medically accepted preg/hypersensitiv should be limited to patients who have
SUBOXONE applies Antagonist indications not otherwise Documentation of opioid dependence. e to naloxone. experienced a hypersensitivity reaction to
PP Analgesics excluded from Part D. Zubsolv, Subox, naloxone or require buprenorphine during
and bup/nalox-6 pregnancy.
mo
. o All medically accepted
SUTENT a T;g;;?]?;g::::gm Mmf: I;Jilbairt;:rget indications not otherwise 12 months
PP d excluded from Part D.
Prior authorization All medically accepted
SYLATRON applies to new starts onl Sylatron indications not otherwise Documentation of diagnosis 12 months
PP d excluded from Part D.
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SYMLINPEN 120 (Non- ] o All medically accepted Hemoglobin ALC less than 7% 'I_'he njlemb_er must have documgntation ofprevipus
formulary for PDP Prior authorization . L . . L . . s insulin failure and documentation of continuation
Secure, PDP Secure- applies Amylin analogs indications not otherwise prior to initiating Amylin Documentation of past and current medication history 12 months of insulin therapy concomitantly with the
excluded from Part D. Analog therapy
Extra) requested drua. _
SYMLINPEN 60 (Non- ] N All medically accepted Hemoglobin ALC less than 79 ‘I_'he n_1eml:[er must have docume_ntatlon of previous
formulary for PDP Prior authorization . i . : L . . e insulin failure and documentation of continuation
Secure, PDP Secure- applies Amylin analogs indications not otherwise prior to initiating Amylin Documentation of past and current medication history 12 months of insulin therapy concomitantly with the
excluded from Part D. Analog therapy
Extra) reauested drua.
Prior authorization . .AI.I mfedically accepte_d . . .
SYNAGIS applies Synagis indications not otherwise Documentation of diagnosis 6 months
excluded from Part D.
Prior authorization - .AI.I mfedically accepte_d
SYNAREL applies Pituitary Hormones indications not otherwise 12 months
excluded from Part D.
. - All medically accepted
SYNRIBO app'lyirelgrt:l;?v?/r;:rttlsognly Mollenc r:l;l;;:rgel indications not otherwise 12 months
excluded from Part D.
IMMUNE N
. - All medically accepted
TACROLIMUS P_rlor authorization SUPPRESSANTS - indications nu{ uthe?wise 12 months B vs D coverage determination
applies to new starts only| TRANSPLANT excluded from Part D
BELATED All medically accepter.l
TAFINLAR appTiI:g::l::\:/r;::tlggnly M°';°&Le‘i't;2'get indications not otherwise 12 months
excluded from Part D. _
Prior authorization ] 'AI'I mgdlcally acceptgd Doct 1 of . ep{dermal growth factor receptor
TAGRISSO applies to new starts only Tagrisso indications not otherwise (EGFR) T790M mutation-positive non-small cell lung cancer 12 months
e>|<|cl ugdechllljmascan IDH (NSCLC)
N - All medically accepte:
TARCEVA appTiI:g::l::\:/r;::tlggnly M°';°&Le‘i't;2'get indications not otherwise 12 months
s,
. - All medically accepte
TASIGNA appTiI:g::l::\:/r;::tlggnly M°';°&Le‘i't;2'get indications not otherwise 12 months
' _ excluded from Part D.
Prior authorization Antineoplastics, 'AI'I mgdlcally acceptgd o
TECENTRIQ applies to new starts only Monoclonal indications not otherwise 12 months B vs D coverage determination
Antibodies excluded from Part D. _ _ _ _
Prior authorization 'AI'I mgdlcally acceptgd Patient must have fgllure, contraindication or intolerance to
TECFIDERA applies Immunomodulators | indications not otherwise two of the following: Avonex, Betaseron and Copaxone 12 months
excluded from Part D. before Rebif will be authorized.
TECFIDERA STARTER Prior authorization 'AI'I mfedlcally accepte_d Patient must have f_alll.ne, contraindication or intolerance to
PACK applies Immunomodulators indications not otherwise two of the following: A'von'ex, Betasero_n and Copaxone 12 months
excluded from Part D. before Rebif will be authorized.
Prior authorization .AI.I mfedically accepte_d A
TEPADINA applies to new starts only THIOTEPA indications not otherwise 12 months B vs D coverage determination
excluded from Part D.
Prior authorization ANABOLIC .AI.I mfedically accepte_d . . .
TESTOSTERONE applies STEROIDS, indications not otherwise Documentation of diagnosis 12 months
ANDROGENS excluded from Part D.
TESTOSTERONE Prior authorization ANABOLIC Al medically accepted R
CYPIONATE applies STEROIDS, indications not otherwise Documentation of diagnosis 12 months
ANDROGENS excluded from Part D.
TESTOSTERONE Prior authorization ANABOLIC Al medically accepted R
ENANTHATE applies STEROIDS, indications not otherwise Documentation of diagnosis 12 months
ANDROGENS excluded from Part D.
. - ANABOLIC All medically accepted
TESTSS.’I\—AEPRONE Prior :l;tptﬁ:szatlon STEROIDS, indications not otherwise Documentation of diagnosis 12 months
ANDROGENS excluded from Part D.
Prior authorization ! 'AI'I mfedically accepte_d Documentation of diagnosis of chorea associated with
TETRABENAZINE applies Tetrabenazine indications not otherwise Huntington’s Disease. CYP 2D6 genotype must be provided 12 months
excluded from Part D. for doses areater than 50ma/day.
. - o All medically accepted
THALOMID appTirelsort:Lrj\t:\:/r::rt\:ggnly -I;:_?]I:;Tiﬁ)e indications not otherwise 12 months
excluded from Part D.
Prior authorization .AI.I mfedically accepte_d A
THIOTEPA applies to new starts only THIOTEPA indications not otherwise 12 months B vs D coverage determination
excluded from Part D.
THYMOGLOBULIN | "t D vs. Part B prior 12 months
authorization onlv
TOBRAMYCIN Part D vs. Part B prior 12 months
authorization onlv
TOPOSAR Part D vs. Part B prior 12 months
authorization only
TORISEL Part D vs. Part B prior 12 months
authorization onlv
TPN ELECTROLYTES | Fart D vs. Part B prior 12 months
authorization only
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All medically accepted

TRACLEER Prior authl_)nzatlon Vasodilators indications not otherwise Documentation of pulmonary arterial hypertension 12 months
applies
excluded from Part D.
Prior authorization COAGULANTS, All medically accepted
TRANEXAMIC ACID apnlies PROTEASE indications not otherwise 10 days
PP _ INHIBITORS excluded from Part D.
TRAVASOL Part D vs. Part B prior 12 months
authorization onlv
TREANDA Part D vs. Part B prior 12 months
authorization onlv
Prior authorization All medically accepted
TRELSTAR aoplies to new starts onl Pituitary Hormones indications not otherwise 12 months
PP Y excluded from Part D.
Prior authorization All medically accepted
TRELSTAR MIXJECT aoplies to new starts onl Pituitary Hormones indications not otherwise 12 months
PP Y excluded from Part D.
. - . All medically accepted
TRETINOIN Prior Zutt}?:szauon Dergg:]ooliczgcal indications not otherwise 12 months
i excluded from Part D.
TRETINOIN Prior authorization Dermatological .AI.I mfedmally accepte_d
MICROSPHERE apnlies retinoids indications not otherwise 12 months
i excluded from Part D.
TRETINOIN Prior authorization Dermatological | Q:Lgfgr:zar:g ﬁﬁz’:‘z‘; 12 months
MICROSPHERE PUMP applies retinoids excluded from Part D.
Automatic
The physician has documented the indication for the continued m:g]‘;’r:r";l Ilefss
TRIHEXYPHENIDYL Prior authorization HRM - 'AI'I m?dlcally acceptgd use'of the HBM (hlgh risk med) with an explanatlon of the than 65 years of Approval duration
HCL applies Trihexyphenidyl indications not otherwise specific benefit established with the medication and how that age. Prior is through the end
excluded from Part D. benefit outweighs the potential risk, AND the physician will L of the plan year.
N " : authorization
continue to monitor for side effects. .
required for age
65 ar alder
Automatic
The physician has documented the indication for the continued m:fn%reorviil Il:ss
TRIMIPRAMINE Prior authorization HRM - Tricyclic All medically accepted use of the HRM (high risk med) with an explanation of the than 65 years of Approval duration

indications not otherwise

specific benefit established with the medication and how that

is through the end

MALEATE applies to new starts only| - Antidepressants excluded from Part D. benefit outweighs the potential risk, AND the physician will age. _Prlqr of the plan year.
continue to monitor for side effects. authorlzatlon
required for age
65 or older
Part D vs. Part B prior
TRISENOX authorization or?Iv 12 months
TROPHAMINE Pa;g;?;;?:nim’” 12 months
. . All medically accepted
TYKERB appTirelgrtsl:ntehvl\)/:f::lfr;nly Molecular Target indications not otherwise 12 months
excluded from Part D.
Treatment of relapsing forms of multiple sclerosis
(MS) when EITHER of the following criteria is
met: 1.) history of beneficial clinical response to
Tysabri (natalizumab) for MS or 2.) failure,
contraindication or intolerance to one formulary
TYSABRI (Cigna Prior authorization All medically accepted alternative (eg. Avonex, Betaseron, Copaxone or
HealthSpring plans applies TYSABRI indications not otherwise 12 months Rebif).
except PDP SECURE) excluded from part D.
Treatment of moderately to severely active
Crohn’s disease (CD) when EITHER of the
following criteria is met: 1.) history of beneficial
clinical response to Tysabri (natalizumab) for CD
or 2.) failure or intolerance to Humira.
Treatment of relapsing forms of multiple sclerosis
(MS) when EITHER of the following criteria is
met: 1.) history of beneficial clinical response to
Tysabri (natalizumab) for MS or 2.) failure,
TYSABRI (PDP Prior authorization All medically accepted atl:fer::\raatlir\‘/il ?:;I 02\7;;2;0l;zz::rz%r:eggg:;?g
SECURE applies TYSABRI indications not otherwise 12 months ! ! !
FORMULARY) excluded from part D. "
Treatment of moderately to severely active

Crohn’s disease (CD) when EITHER of the
following criteria is met: 1.) history of beneficial
clinical response to Tysabri (natalizumab) for CD
or 2) failure or intolerance to Humira.
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. Adults and
Prior authorization All medically accepted adolescents 16
TYZEKA . Tyzeka indications not otherwise Documentation of diagnosis 12 months Coverage is provided for Chronic Hepatitis B.
applies years of age and
excluded from Part D. older
Prior authorization Antineoplastics, »AI»I mfedically accepte_d N
UNITUXIN applies to new starts only Monoclonal indications not otherwise 12 months B vs D coverage determination
Antibodies excluded from Part D.
UVADEX Part D vs. Part B prior 12 months
authorization only
Valchlor Topical Gel is considered medically
Prior authorization All medically accepted necessary for the treatment of patients with Stage
VALCHLOR . Valchlor Gel indications not otherwise Documentation of diagnosis and past medical history 12 months 1A and 1B mycosis fungoides-type cutaneous T-
applies to new starts only I ) .
excluded from Part D. cell lymphoma who have received prior skin-
directed therapv.
VECTIBIX Part D vs. Part B prior 12 months
authorization only
VELCADE Part D vs. Part B prior 12 months
authorization only
Prior authorization ,AI,I mfedically acceple_d . " .
VENCLEXTA . VENCLEXTA indications not otherwise Documentation of diagnosis 12 months
applies to new starts only
excluded from Part D.
. o All medically accepted
ST\//-\i’\‘lr(l:lr\IéﬁLACK appTiggrt:l::\:/r::::ggnly VENCLEXTA indications not otherwise Documentation of diagnosis 12 months
excluded from Part D.
Prior authorization : .AI.I m?dically accepteld -
VENTAVIS applies Ventavis indications not otherwise 12 months B vs D coverage determination
excluded from Part D.
VIBERZI (Non- Prior authorization All medically accepted 18 years of age or The patient must have a history of failure,
formulary for PDP : VIBERZI indications not otherwise Diagnosis of irritable bowel syndrome with diarrhea. 12 months contraindication or intolerance to one antidiarrheal
applies older
Secure. PDP Secure- excluded from Part D. drua
Sabril is considered medically necessary in
patients that have failed to receive a clinically
. - All medically accepted . " " . appropriate response from optimal doses and
VIGABATRIN appTiggrt:l::\:/r:::rttlggnly Sabril indications not otherwise Documentation from tr:Zche:tli?: ':?5; rr(ilof diagnosis and past 12 months administration of at least two of the following:
excluded from Part D. phenytoin, divalproex, lamotrigine, and
levetiracetam. For the indication of Infantile
Spasms, failure of another drug(s) is not required.
VINBLASTINE Part D vs. Part B prior 12 months
SULFATE authorization only
VINCASAR PFS Part D vs. Part B prior 12 months
authorization only
VINCRISTINE Part D vs. Part B prior 12 months
SULFATE authorization only
VINORELBINE Part D vs. Part B prior 12 months
TARTRATE authorization only
VIRAZOLE Part D vs. Part B prior 12 months
authorization only
Prior authorization ] 'AI'I mfedically accepte_d Documfenled funggl culture an_d or n_otes from medical r_eoord 3t06 n]onlhs.
VORICONAZOLE applies Antifungals, Azole indications not otherwise suggestive of a serious fungal infection. For prophylactic use, depending on
excluded from Part D. funaal culture and medical records are not reauired. indication
Votrient is considered medically necessary for the
Prior authorization Antisngiogenic »AI»I m_edically accepte_d _ ) _ treatment of patients \{vith a diagnosis of 1.)
VOTRIENT applies to new starts only| Agents indications not otherwise Documentation of diagnosis 12 months advanced renal cell carcinoma OR 2.) advanced
excluded from Part D. soft tissue sarcoma who have received prior
chemotheranv.
Prior authorization . .AI.I mfedically accepte_d . . . A
VPRIV : Vpriv indications not otherwise Documentation of diagnosis 12 months B vs D coverage determination
applies
excluded from Part D.
VYXEOS Part D vs. Part B prior 12 months
authorization only
. - All medically accepted
XALKORI appFI,irelsort:Lrl\t:\:/r::rt\:ggnly Mollenc ;Lail;;rr:rget indications not otherwise 12 months
excluded from Part D.
Prior authorization .AI.I mfedically accepte_d
XATMEP applies to new starts only Xatmep indications not otherwise 12 months
excluded from Part D.
Prior authorization .AI.I mfedically accepte_d
XGEVA applies Xgeva indications not otherwise 12 Months
excluded from Part D.
Prior authorization N .AI.I mfedically accepte_d
XIFAXAN applies Xifaxan indications not otherwise 12 months
excluded from Part D.
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For the diagnosis of asthma: Laboratory data reflecting IgE
levels greater than 30 but less than 1500 1U/mL , medical
history documenting previous trial and response to inhaled
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XOLAIR Prior authlr_Jrlzatlon h:ont'l_%clgp al indications not otherwise corticosteroids and a leukotriene receptor antagonist. For the 12 months
applies ntibodies excluded from Part D. diagnosis of chronic idiopathic urticaria (CIU):
Documentation that the patient has remained symptomatic
despite at least 2 weeks of one H1 antihistamine therapy.
Prior authorization All medically accepted Xtandi is considered medically necessary in
XTANDI . XTANDI indications not otherwise Documentation from medical records of diagnosis 12 months patients who have a diagnosis of metastatic
applies to new starts only . .
excluded from Part D. castration-resistant prostate cancer.
Use of Xyrem is considered medically necessary in
. - All medically accepted . " . . patients with narcolepsy experiencing excessive
XYREM Prior :l;tplﬁe"szanon Xyrem indications not otherwise Documentation 0;’;3;":;‘,;?;’1;;:& and enrollment in ’\g‘fjsatgge;iﬁ e;rs 12 months daytime sleepiness and cataplexy. The patient
excluded from Part D. ; : must not be taking any sedative hypnotic agents or
other CNS denressants.
YERVOY Part D vs. Part B prior 12 months
authorization onlv
Prior authorization .AI.I mfedically accepte_d —
YONDELIS applies to new starts only YONDELIS indications not otherwise 12 months B vs D coverage determination
excluded from Part D.
Prior authorization . AI.I m_edically accepte_d —
ZALTRAP applies to new starts only Zaltrap indications not otherwise 12 months B vs D coverage determination
excluded from Part D.
Part D vs. Part B prior
ZANOSAR authorization onlv. 12 months
The physician has documented the indication for the continued Automatic
use of the HRM (high risk med) with an explanation of the approval if
Al medically accepted specific benefit established with the medication and how that | member is less Approval duration
Prior authorization HRM - Butalbital Pl . benefit outweighs the potential risk, AND the physician will | than 65 years of . Safer alternatives are: naproxen sodium and
ZEBUTAL N P indications not otherwise . N N L : is through the end .
applies Combinations excluded from Part D. continue to monitor for side effects, AND the physician has age. Prior of the plan year. ibuprofen.
: documented that the patient has tried and failed two (2) safer authorization )
formulary alternatives or provided clinical rationale why two | required for age
safer formulary alternatives are not appropriate for the patient. 65 or older.
. o All medically accepted
ZEJULA appTiI:g;gl::\:/r;::tlggnly M°'ﬁ]°&m;z'ge‘ indications not otherwise 12 months
excluded from Part D.
Prior authorization .AI.I mfedically accepte_d . .
ZELBORAF . Zelboraf indications not otherwise Documentation of BRAF V600E mutation 12 months
applies to new starts only
excluded from Part D.
ZEMAIRA Part D vs. Part B prior 12 months
authorization only
ZOLEDRONIC ACID | "artD vs. Part B prior 12 months
authorization only
Automatic
approval if
" member is less
ZOLPIDEM Prior authorization HRM - Sedative ,AI,I m_edu:ally accepte_d than 65 years of
TARTRATE applies Hypnotics indications not otherwise age. Prior 12 months
excluded from Part D. o
authorization
required for age
T aTyTE 65 ar olrer
. - All medically accepted
ZORTRESS P_rlor authorization SUPPRESSANTS - indications not otherwise 12 months B vs D coverage determination
applies to new starts only|  TRANSPLANT excluded from Part D.
RELATED .
Buprenorphine-T
mo or 6 mo if | The use of buprenorphine for maintenance therapy
Prior authorization Opioid qunist- 'AI'I mfedically accepte_d . o preg/hypersensitiv shou_ld be limited to pa'ti'en_ts who |'1ave
ZUBSOLV applies Antagonist indications not otherwise Documentation of opioid dependence. e to naloxone. experienced a hypersensitivity reaction to
Analgesics excluded from Part D. Zubsolv, Subox, naloxone or require buprenorphine during
and bup/nalox-6 pregnancy.
mn
. - All medically accepted
ZYDELIG appFI,irelsort:Lrl\t:\:/r::rt\:ggnly Mollenc ;Lail;;rr:rget indications not otherwise 12 months
excluded from Part D.
. - All medically accepted
ZYKADIA appFI,irelsort:Lrl\t:\:/r::rt\:ggnly Mollenc ;Lail;;rr:rget indications not otherwise 12 months
excluded from Part D.
" - All medically accepted S . - .
ZYTIGA Prior authorization Zytiga indications not otherwise Documentation of diagnosis 12 months Zytiga is approved for use in combination with

applies to new starts only

excluded from Part D.

prednisone.




