ABALOPARATIDE (TYMLOS)

MEDICATION(S)
TYMLOS

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Total parathyroid hormone analog therapy has exceeded 2 years.

REQUIRED MEDICAL INFORMATION

Postmenopausal Osteoporosis: patient has a history of a broken bone not due to frauma
(non-tfraumatic fracture) or T-score between -1.0 and -2.5 and is at high risk for fracture or
T-score lower than -2.5 AND one of the following: documented worsening BMD, following
at least two years of therapy with a bisphosphonate (e.g. alendronate, ibandronate, or
zoledronic acid) or Prolia, OR side effect to bisphosphonate therapy or Prolia therapy that
supports discontinuation, OR Patient is at very high risk of fracture by meeting at least one
of the following: non-tfraumatic fracture while on bisphosphonate therapy or Prolia,
patient has experienced a recent fracture (within the past 12 months) or history of multiple
fractures, patient experienced a fracture while on long-term glucocorticoid therapy, or T-
score less than -3.0, or patient is at high risk for falls, or 10-year hip fracture probability
greater than 4.5% based on FRAX score, or 10-year major osteoporosis-related fracture
probability greater than 30% based on FRAX score

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year
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OTHER CRITERIA
N/A
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ABEMACICLIB (VERZENIO)

MEDICATION(S)
VERZENIO

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Exclusion criteria will be based on current National Comprehensive Cancer Network
(NCCN) guidelines and FDA labeling.

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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ABIRATERONE (ZYTIGA)

MEDICATION(S)
ABIRATERONE ACETATE

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Being used with androgen receptor inhibitor (e.g. Erleada, Xtandi). Prior failure of other
abiraterone formulation (e.g. Yonsa).

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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ACALABRUTINIB (CALQUENCE)

MEDICATION(S)
CALQUENCE

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Exclusion criteria will be based on current National Comprehensive Cancer Network
(NCCN) guidelines and FDA labeling.

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A

PAGE 5 EFFECTIVE 12/2021



ADALIMUMAB (HUMIRA)

MEDICATION(S)

HUMIRA, HUMIRA PEDIATRIC CROHNS START, HUMIRA PEN, HUMIRA PEN-CD/UC/HS
STARTER, HUMIRA PEN-PEDIATRIC UC START, HUMIRA PEN-PS/UV/ADOL HS START, HUMIRA
PEN-PSOR/UVEIT STARTER

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Being used with another targeted immunotherapy drug.
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REQUIRED MEDICAL INFORMATION

Spondyloarthritis (SpA): patient is not able to take NSAIDs due to history of Gl bleed or
ulcer OR patient has tried one RX strength NSAID in combination with a PPl and had Gl
side effects OR patient’s condition did not respond to a frial of two different RX strength
NSAIDs.

Crohn’s Disease (CD), weekly dosing: patient has tried every other week dosing and had
a flare or loss in response.

Hidradenitis suppurativa (HS): patient has Hurley stage Il or lll HS.

Non-infectious uveitis: patient has tried a systemic corticosteroid (e.g. prednisone,
dexamethasone, hydrocortisone) or has a medical reason why corticosteroids cannot be
used.

Plaque Psoriasis (PsO), initial use: patient has tried one DMARD or has a medical reason
why methotrexate (MTX), cyclosporine, and acitretin cannot be used AND baseline PASI
score 10 or more OR BSA 3% or more OR sensitive areas are involved OR disease affects
daily living. Ongoing use: PASI or BSA improved on Humira.

Juvenile Idiopathic Arthritis (JIA): patient has tried one DMARD or has a medical reason
why MTX cannot be used.

Psoriatic Arthritis (PsA): patient has fried one DMARD or has a medical reason why MTX,
leflunomide, and sulfasalazine cannot be used.

Rheumatoid Arthritis (RA): patient has tried one DMARD or has medical reason why MTX,
hydroxychloroquine, and sulfasalazine cannot be used.

Ulcerative Colitis (UC): patient has tried a corticosteroid (e.g. prednisone) or an
immunomodulator (e.g. azathioprine) or has a medical reason why a corticosteroid
cannot be used.

AGE RESTRICTION
Plaque Psoriasis: 18 years of age or older. JIA: 2 years of age or older.

PRESCRIBER RESTRICTION
RA, PsA, JIA, AS: Rheumatologist. PsO: Rheumatologist or Dermatologist. HS: Dermatologist.
Non-infectious uveitis: Ophthalmologist.

COVERAGE DURATION
PsO, initial: 16 weeks - ongoing use: plan year All other indications: plan year

OTHER CRITERIA
N/A
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ADAPALENE (DIFFERIN)

MEDICATION(S)
ADAPALENE 0.1 % GEL

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
40 years of age or older. Approved without prior authorization if less than 40 years of age.

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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AFATINIB DIMALEATE (GILOTRIF)

MEDICATION(S)
GILOTRIF

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Exclusion criteria will be based on current National Comprehensive Cancer Network
(NCCN) guidelines and FDA labeling.

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Length of therapy will be based on FDA labeling and current NCCN guidelines.

OTHER CRITERIA
N/A
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ALECTINIB (ALECENSA)

MEDICATION(S)
ALECENSA

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Exclusion criteria will be based on current National Comprehensive Cancer Network
(NCCN) guidelines and FDA labeling.

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
18 years of age or older.

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Length of therapy will be based on FDA labeling and current NCCN guidelines.

OTHER CRITERIA
N/A
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ALISKIREN (TEKTURNA)

MEDICATION(S)
ALISKIREN FUMARATE

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

Trial and failure of at least one ACE inhibitor (e.g. lisinopril) and one of the following drug
classes: ARB (e.g. losartan), CCB (e.g. diltiazem, amlodipine), thiazide (e.g.
hydrochlorothiazide), or beta blocker (e.g. atenolol).

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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ALITRETINOIN (PANRETIN)

MEDICATION(S)
PANRETIN

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Exclusion criteria will be based on current National Comprehensive Cancer Network
(NCCN) guidelines and FDA labeling.

REQUIRED MEDICAL INFORMATION
Required medical information will be aligned with FDA Iabeling and current NCCN
guidelines.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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ALOSETRON (LOTRONEX)

MEDICATION(S)
ALOSETRON HCL

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

Irritable bowel syndrome with diarrhea (IBS-D), initial use: patient is female, and condition
did not get better with use of an antispasmodic or antidiarrheal drug. Ongoing use: IBS
symptoms improved with alosetron and patient does not have constipation problems.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Initial: 2 months
Ongoing use: plan year

OTHER CRITERIA
N/A
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ALPELISIB (PIQRAY)

MEDICATION(S)
PIQRAY (200 MG DAILY DOSE), PIQRAY (250 MG DAILY DOSE), PIQRAY (300 MG DAILY
DOSE)

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Being used by itself or with another drug that is not fulvestrant.

REQUIRED MEDICAL INFORMATION

Postmenopausal woman or man with hormone receptor (HR)-positive, human epidermal
growth factor receptor 2 (HER2)-negative breast cancer that has come back or spread to
other areas while on or after hormone therapy and has tested positive for an abnormal
PIK3CA gene.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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AMBRISENTAN (LETAIRIS)

MEDICATION(S)
AMBRISENTAN

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
Confirmation of Pulmonary Arterial Hypertension (WHO Group |) by right heart
catheterization test.

AGE RESTRICTION
18 years of age or older.

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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AMIFAMPRIDINE (RUZURGI)

MEDICATION(S)
RUZURGI

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Being used with another aminopyridine drug (e.g. dalfampridine, Firdapse). History of
seizures. Allergy to aminopyridine.

REQUIRED MEDICAL INFORMATION

Diagnosis confirmed by proximal muscle weakness and one of the following tests: positive
anti-P/Q-type voltage-gated calcium channel (VGCC) antibody test OR compound
muscle action potential (CMAP).

AGE RESTRICTION
6 years of age or older.

PRESCRIBER RESTRICTION
Neurologist

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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AMIFAMPRIDINE PHOSPHATE (FIRDAPSE)

MEDICATION(S)
FIRDAPSE

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA

Being used with another aminopyridine drug (e.g. dalfampridine, Ruzurgi).
History of seizures.

Allergy to aminopyridine.

REQUIRED MEDICAL INFORMATION

Medical reason for not using Ruzurgi and diagnosis confirmed by proximal muscle
weakness and one of the following tests: positive anti-P/Q-type voltage-gated calcium
channel (VGCC) antibody test OR compound muscle action potential (CMAP).

AGE RESTRICTION
18 years of age or older.

PRESCRIBER RESTRICTION
Neurologist

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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APALUTAMIDE (ERLEADA)

MEDICATION(S)
ERLEADA

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Being used with androgen receptor inhibitor (e.g. Xtandi, Zytiga).

REQUIRED MEDICAL INFORMATION

Prostate cancer, castration-sensitive: disease has spread to other areas of the body
(metastatic) and being used with a gonadotropin-releasing hormone (GnRH) analog (e.g.
Zoladex, leuprolide) if no prior removal of the testes (bilateral orchiectomy). Prostate
cancer, castration-resistant: prior GNRH analog therapy or bilateral orchiectomy AND
non-metastatic disease with rising PSA levels despite androgen deprivation therapy (ADT).

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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APOMORPHINE (APOKYN)

MEDICATION(S)
APOKYN

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Being used with a 5HT3 antagonist drug (e.g. ondansetron, alosetron).

REQUIRED MEDICAL INFORMATION

Loss of control of body movements due to advanced Parkinson's disease (hypomobility):
using at least two antiparkinsonian drugs, one of which is levodopa/carbidopa and being
used with an anti-emetic drug (e.g. frimethobenzamide).

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
Neurologist

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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APREPITANT 40MG CAPSULE (EMEND)

MEDICATION(S)
APREPITANT 40 MG CAP

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

Prevention of post-surgery nausea and vomiting (PONV): patient cannot use other
antiemetics (e.g. ondansetron, promethazine, fransdermal scopolamine) prior to surgery
because of history of treatment failure or side effects and dose will be given within 3 hours
of surgery.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
PONV: once per surgery.

OTHER CRITERIA
N/A
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ARIPIPRAZOLE (ABILIFY MAINTENA ER)

MEDICATION(S)
ABILIFY MAINTENA

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Older adults (65 years and older) with dementia-related psychosis.

REQUIRED MEDICAL INFORMATION
Treatment failure with at least one oral atypical antipsychotic (risperidone, ziprasidone,
quetiapine, olanzapine, aripiprazole).

AGE RESTRICTION
18 years of age or older.

PRESCRIBER RESTRICTION
Psychiaftrist

COVERAGE DURATION
Plan year

OTHER CRITERIA
Excluded under Part D if covered by Part B.
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ARIPIPRAZOLE LAUROXIL (ARISTADA AND ARISTADA INITIO)

MEDICATION(S)
ARISTADA, ARISTADA INITIO

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Older adults (65 years and older) with dementia-related psychosis.

REQUIRED MEDICAL INFORMATION
Treatment failure with at least one oral atypical antipsychotic (risperidone, ziprasidone,
quetiapine, olanzapine, aripiprazole).

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
Schizophrenia: Psychiatrist

COVERAGE DURATION
Aristada: plan year
Aristada Initio: one time to start/restart Aristada freatment

OTHER CRITERIA
Aristada Initio: single use along with oral aripiprazole
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ASENAPINE (SAPHRIS)

MEDICATION(S)
ASENAPINE MALEATE

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

Trial and failure or side effect with one preferred atypical antipsychotic agent (e.g.
aripiprazole, olanzapine) or there is a medical reason why all the preferred agents cannot
be used.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
Psychiatrist

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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ASENAPINE (SECUADO)

MEDICATION(S)
SECUADO

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

Trial and failure or side effect with one preferred atypical antipsychotic agent (e.g.
aripiprazole, olanzapine) or there is a medical reason why all the preferred agents cannot
be used.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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ASFOTASE ALFA (STRENSIQ)

MEDICATION(S)
STRENSIQ

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Being used for odonto- or pseudo- HPP or adult-onset HPP.

REQUIRED MEDICAL INFORMATION
Documented history of one or more signs of HPP and lab test confirms low alkaline
phosphatase (ALP) activity for age and gender.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
HPP: Endocrinologist, Geneticist, or Pediatric Specialist

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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ATOVAQUONE (MEPRON)

MEDICATION(S)
ATOVAQUONE

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

PCP or Toxoplasmosis prevention or tfreatment: patient is immunocompromised or at high
risk of infection and has failed or had a side effect to tmp/smx or has a medical reason
(contraindication) for not using tmp/smx. Babesiosis treatment: active infection confirmed
by blood smear test that is positive for Babesia microti parasites, PCR blood sample
positive for Babesia microti DNA, or FISH test positive for Babesia microti RNA.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
PCP: 21days, Toxo: éwks, Babesiosis: 7days, PCP/Toxo prevention: plan year

OTHER CRITERIA
N/A
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AVAPRITINIB (AYVAKIT)

MEDICATION(S)
AYVAKIT

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Exclusion criteria will be based on current National Comprehensive Cancer Network
(NCCN) guidelines and FDA labeling.

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
18 years of age or older.

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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AXITINIB (INLYTA)

MEDICATION(S)
INLYTA

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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AZACITIDINE (ONUREG)

MEDICATION(S)
ONUREG

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Exclusion criteria will be based on current National Comprehensive Cancer Network
(NCCN) guidelines and FDA labeling.

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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AZTREONAM LYSINE (CAYSTON)

MEDICATION(S)
CAYSTON

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Being used for acute tfreatment of an infection.

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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BECAPLERMIN (REGRANEX)

MEDICATION(S)
REGRANEX

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Treating pressure ulcers or venous stasis ulcers.

REQUIRED MEDICAL INFORMATION
Diabetic ulcer has not responded to standard therapy for wound management (i.e.
debridement, dressing changes, pressure relief).

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
3 months

OTHER CRITERIA
N/A
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BEDAQUILINE (SIRTURO)

MEDICATION(S)
SIRTURO

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
PLAN YEAR

OTHER CRITERIA
N/A
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BELIMUMAB (BENLYSTA)

MEDICATION(S)
BENLYSTA 200 MG/ML SOLN A-INJ, BENLYSTA 200 MG/ML SOLN PRSYR

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Diagnosis is severe CNS lupus. Benlysta is being used with Rituxan, other biologics, or IV
cyclophosphamide.

REQUIRED MEDICAL INFORMATION

Systemic Lupus Erythematous (SLE) initial use: seropositive disease with ANA titer of 1:80 or
more OR positive anti-Smith antibody OR Anti-dsDNA antibody of 30 IU/mL or more OR
positive ANA Direct and anti-dsDNA antibody of 9 or more and patient is currently taking
one or more of the following: prednisone, methylprednisolone, azathioprine,
methotrexate, mycophenolate, chloroquine, hydroxychlorogquine. Ongoing use requires
prescriber statement to show patients clinical status has not worsened and patient has
benefited from tfreatment as evidenced by one or more of the following: less number or
severity of SLE flares, daily steroid dose has been lowered, or improvement in physician
global assessment.

Lupus Nephritis: being added to standard SLE therapy (e.g. corticosteroids,
immunomodulators).

AGE RESTRICTION
Lupus Nephritis: 18 years of age or older.
SLE: 5 years of age or older

PRESCRIBER RESTRICTION
SLE: Rheumatologist
Lupus Nephritis: Rheumatologist or Nephrologist

COVERAGE DURATION
plan year
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OTHER CRITERIA
N/A
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BELUMOSUDIL (REZUROCK)

MEDICATION(S)
REZUROCK

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
12 years of age or older

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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BELZUTIFAN (WELIREG)

MEDICATION(S)
WELIREG

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Exclusion criteria will be based on current National Comprehensive Cancer Network
(NCCN) guidelines and FDA labeling.

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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BEXAROTENE (TARGRETIN TOPICAL GEL)

MEDICATION(S)
TARGRETIN 1 % GEL

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A

PAGE 37 EFFECTIVE 12/2021



BEXAROTENE CAPSULE (TARGRETIN)

MEDICATION(S)
BEXAROTENE

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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BINIMETINIB (MEKTOVI)

MEDICATION(S)
MEKTOVI

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Exclusion criteria will be based on current National Comprehensive Cancer Network
(NCCN) guidelines and FDA labeling.

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A

PAGE 39 EFFECTIVE 12/2021



BOSENTAN (TRACLEER)

MEDICATION(S)
BOSENTAN, TRACLEER 32 MG TAB SOL

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
Confirmation of Pulmonary Arterial Hypertension (WHO Group |) by right heart
catheterization test.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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BOSUTINIB (BOSULIF)

MEDICATION(S)
BOSULIF

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Exclusion criteria will be based on current National Comprehensive Cancer Network
(NCCN) guidelines and FDA labeling.

REQUIRED MEDICAL INFORMATION

Required medical information will be aligned with FDA Iabeling and current NCCN
guidelines and for first line therapy for CML and ALL medical reason why imatinib cannot
be used.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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BREXPIPRAZOLE (REXULTI)

MEDICATION(S)
REXULTI

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Depression: being used as a single agent

REQUIRED MEDICAL INFORMATION
Trial of aripiprazole or medical reason for not using aripiprazole.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
Psychiafrist

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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BRIGATINIB (ALUNBRIG)

MEDICATION(S)
ALUNBRIG

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Exclusion criteria will be based on current National Comprehensive Cancer Network
(NCCN) guidelines and FDA labeling.

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
18 years of age or older.

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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BUDESONIDE (ENTOCORT EC)

MEDICATION(S)
BUDESONIDE 3 MG CP DR PART

PA INDICATION INDICATOR
4 - All FDA-Approved Indications, Some Medically-Accepted Indications

OFF LABEL USES
Microscopic colitis (aka lymphocytic and collagenous colitis), Autoimmune hepatitis

EXCLUSION CRITERIA
Being used for severe Crohn’s disease (CD). Autoimmune hepatitis: patient has liver
cirrhosis.

REQUIRED MEDICAL INFORMATION

CD, inifial use: budesonide will be used to induce remission.

CD, ongoing use: prescriber states patient responded to initial therapy and needs to
contfinue therapy to maintain remission and there is a medical reason why guideline
supported therapies (e.g. infliximab, mesalamine, azathioprine) for maintaining CD
remission cannot be used.

Autoimmune hepatitis: being used with azathioprine and has a medical reason not to use
prednisone or prednisolone or had severe side effect to prednisone or prednisolone that is
not also seen with budesonide and initial dose is not more than 9 mg per day.
Microscopic colitis: initial dose is not more than 9 mg per day. For ongoing use: responded
to initial therapy but symptoms returned after therapy was completed and dose is not
more than 6 mg per day.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
Microscopic colitis: gastroenterologist. Autoimmune hepatitis: gastroenterologist,
hepatologist, or infectious disease specialist.

COVERAGE DURATION
CD initial: adults 8 weeks. CD maintenance: 3 months. Autoimmune hepatitis: plan year
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OTHER CRITERIA
Coverage duration: Microscopic colitis — initial: 8 weeks, ongoing use: plan year
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BUDESONIDE ER TABLET (UCERIS)

MEDICATION(S)
BUDESONIDE ER

PA INDICATION INDICATOR
4 - All FDA-Approved Indications, Some Medically-Accepted Indications

OFF LABEL USES
Microscopic colitis (aka lymphocytic and collagenous colitis), Autoimmune hepatitis

EXCLUSION CRITERIA
Autoimmune hepatitis: patient has liver cirrhosis.

REQUIRED MEDICAL INFORMATION

Ulcerative colitis (UC): being used to start remission of active UC, and patient has tried or
has a medical reason for not trying one drug from the mesalamine class (e.g. balsalazide,
mesalamine), and for moderate disease, medical reason why patient cannot use a
generic corticosteroid drug that is taken by mouth (e.g. prednisone, methylprednisolone,
hydrocortisone, and dexamethasone).

Autoimmune hepatitis: being used with azathioprine and has a medical reason not to use
prednisone or prednisolone or had severe side effect to prednisone or prednisolone that is
not also seen with budesonide and dose is not more than 9 mg per day.

Microscopic colitis: being used to start remission of symptoms and dose is not more than 9
mg per day.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
UC, microscopic colitis: Gastroenterologist. Autoimmune hepatitis: Gastroenterologist,
Hepatologist or Infectious Disease.

COVERAGE DURATION
UC, microscopic colitis: 8 weeks. Autoimmune hepatitis: 6 months.

OTHER CRITERIA
N/A
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BUROSUMAB-TWZA (CRYSVITA SQ)

MEDICATION(S)
CRYSVITA

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

Adult patients (18 years and older), initial use: patient has osteomalacia-related symptoms
[e.g. spontaneous or unhealed bone breaks (fractures), elevated serum bone ALP] or
skeletal pain that affects daily activities and not controlled with non-narcotic pain
medication.

Ongoing use: improvement in patients symptoms (e.g. healing of rickets, correction of leg
deformities, or increase in height for children, healing of existing fractures or lower number
of new fractures, less pain with daily activities, better mobility, or ALP is lower than prior lab
result).

AGE RESTRICTION
6 months or older.

PRESCRIBER RESTRICTION
Endocrinologist

COVERAGE DURATION
Plan year

OTHER CRITERIA
Excluded under part D if covered by part B.
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BUTALBITAL CONTAINING PRODUCTS

MEDICATION(S)
BAC, BUTALBITAL-APAP-CAFFEINE 50-325-40 MG TAB, BUTALBITAL-ASPIRIN-CAFFEINE 50-325-
40 MG TAB

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

Tension Headache: trial of two prescription strength non-steroidal anti-inflammatory drugs
(NSAIDs) and amount requested does not exceed the amount needed to treat the
number of headache days per month and if 65 years of age and older, prescriber
confirms the benefits of the drug outweigh any risks and will monitor for side effects.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
If more than 8 headache days per month: neurologist or headache or pain specialist

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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C1 ESTERASE INHIBITOR (BERINERT)

MEDICATION(S)
BERINERT

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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C1 ESTERASE INHIBITOR (CINRYZE)

MEDICATION(S)
CINRYZE

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Being used with other Hereditary Angioedema (HAE) preventive therapies (e.g. danazol,
Haegarda).

REQUIRED MEDICAL INFORMATION

Prevention: chart documentation or labs that show C4 and C1-INH (antigenic or
functional) levels confirm HAE type | or ll, and prescriber states that patient has
symptomatic disease.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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C1 ESTERASE INHIBITOR (HAEGARDA)

MEDICATION(S)
HAEGARDA

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Being used with other Hereditary Angioedema (HAE) preventive therapies (e.g. danazol,
Cinryze).

REQUIRED MEDICAL INFORMATION

Prevention: chart documentation or labs that show C4 and C1-INH (antigenic or
functional) levels confirm HAE type | or ll, and prescriber states that patient has
symptomatic disease.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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C1 ESTERASE INHIBITOR (RUCONEST)

MEDICATION(S)
RUCONEST

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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CABOZANTINIB (CABOMETYX)

MEDICATION(S)
CABOMETYX

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Exclusion criteria will be based on current National Comprehensive Cancer Network
(NCCN) guidelines and FDA labeling.

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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CABOZANTINIB S-MALATE (COMETRIQ)

MEDICATION(S)
COMETRIQ (100 MG DAILY DOSE), COMETRIQ (140 MG DAILY DOSE), COMETRIQ (60 MG
DAILY DOSE)

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
Exclusion criteria will be based on current National Comprehensive Cancer Network
(NCCN) guidelines and FDA labeling.

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A

PAGE 54 EFFECTIVE 12/2021



CANAKINUMARB (ILARIS)

MEDICATION(S)
ILARIS

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
N/A

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
SJIA: Rheumatologist

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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CANNABIDIOL (CBD) EXTRACT (EPIDIOLEX)

MEDICATION(S)
EPIDIOLEX

PA INDICATION INDICATOR
3 - All Medically-Accepted Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION

Dravet syndrome: trial of two of the following anti-seizure drugs: valproic acid, topiramate,
levetiracetam, and clobazam.

Lennox-Gastaut syndrome: trial of two of the following anti-seizure drugs: clonazepam,
felbamate, lamotrigine, topiramate, and valproic acid.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAGE DURATION
Plan year

OTHER CRITERIA
N/A
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CAPLACIZUMAB-YHDP (CABLIVI)

MEDICATION(S)
CABLIVI

PA INDICATION INDICATOR
1 - All FDA-Approved Indications

OFF LABEL USES
N/A

EXCLUSION CRITERIA
N/A

REQUIRED MEDICAL INFORMATION
Continuation from inpatient hospital Cablivi freatment.

AGE RESTRICTION
N/A

PRESCRIBER RESTRICTION
N/A

COVERAG