CarePlus

HEALTH PLANS

2020 Super National-5 MAPD CarePlus
Prior Authorization Criteria
Effective 12/01/2020

You can contact CarePlus for the most recent list of drugs by calling 1-800-794-5907; TTY: 711. From October 1 - March 31, we are open 7 days a week, 8 a.m. to 8 p.m. From
April 1 - September 30, we are open Monday - Friday, 8 a.m. to 8 p.m. You may always leave a voicemail after hours, Saturdays, Sundays, and holidays and we will return your
call within 1 business day. You may also visit www.careplushealthplans.com.

This document applies to the following CarePlus Plans:

H1019043 Treasure and Space Coast 20457
H1019065 South Florida: Broward, Palm 20457 17
Beach

H1019069 North Florida 20458 16
H1019073 North Florida 20457 17
H1019085 North Florida 20457 17
H1019090 Treasure and Space Coast 20457 17
H1019091 Treasure and Space Coast 20457 17
H1019094 North Florida 20457 17
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2020 Super National-5 MAPD CarePlus
Prior Authorization Criteria
Effective 12/01/2020

CarePlus

HEALTH PLANS

Drug Name

Off-Label
Uses

Exclusion Criteria

Required Medical Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Other Criteria

2TEK
GLUCOSE/BLO
OD PRESSURE

Self-Monitoring of Blood Glucose by
Meter and Test Strips: A non-preferred
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

Licensed
Practitioner

Plan Year
Duration

ABIRATERONE

Members with
severe hepatic
impairment (Child-
Pugh Class C).
Members that
have experienced
disease
progression while
on abiraterone
acetate.Concomita

Prostate Cancer (mCRPC). The member
has metastatic (stage 1V) castration-
resistant prostate cancer (CRPC). The
member will be using abiraterone acetate
in combination with prednisone. Prostate
Cancer (mCSPC). The member has
diagnosis of castration-sensitive prostate
cancer plus one of the following
scenarios: metastatic (stage |V) disease
AND is high risk (e.g. Gleason score of 8 or

nt use with more, at least three bone lesions, or
Erleada, Xtandi, presence of measurable visceral
Provenge, metastases) OR Node-positive (any T, N1)
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Licensed
Practitioner

6 months
duration

Page 2 of 680




CarePlus

HEALTH PLANS

2020 Super National-5 MAPD CarePlus

Prior Authorization Criteria
Effective 12/01/2020

Drug Name

Off-Label
Uses

Exclusion Criteria

Required Medical Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Other Criteria

Taxotere or
Jevtana.

OR localized disease with high risk
features (e.g. a PSA level greater than 4 ng
per milliliter with a doubling time of less
than 6 months, a PSA level greater than 20
ng per milliliter, nodal or metastatic
relapse, or adjuvant or neoadjuvant
therapy lasting less than 12 months of
total ADT and completed at least 12
months previously) that is persistent or
recurrent after prior radical
prostatectomy and/or radiation therapy.
Member will be using abiraterone acetate
in combination with prednisone and one
of the following applies: in combination
with LHRH analog (e.g, Lupron, Trelstar)
OR has previous bilateral orchiectomy.

ABRAXANE

H1019_PHAUMPACriteria2020_C

Breast Cancer. The member has a
diagnosis of metastatic (Stage IV) or
recurrent breast cancer. The member
received prior therapy that included an
anthracycline (unless contraindicated).
The member has documented
hypersensitivity reaction to conventional
Taxol or Taxotere or the member has a

Updated 12/2020

Licensed
Practitioner

6 months
duration

Ovarian Cancer. The member
has a diagnosis of epithelial
ovarian cancer, fallopian tube
cancer or primary peritoneal
cancer. The member meets
one of the following criteria:
Progressive, stable or
persistent disease on primary
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documented contraindication to standard
hypersensitivity premedications OR
member has a diagnosis of unresectable
locally advanced or metastatic triple
negative breast cancer AND all of the
following apply: disease is PD-L1 positive
(e.g. PD-L1 expression covering greater
than or equal to 1% of the tumor area)
and Abraxane is given in combo with
Tecentrig. Non-small Cell Lung Cancer
(NSCLC). The member has a diagnosis of
locally advanced, recurrent or metastatic
NSCLC. Member has documented
hypersensitivity reaction to conventional
Taxol or Taxotere or the member has a
documented contraindication to standard
hypersensitivity premedications AND
member has squamous histology where
Abraxane will be given in combo with
Keytruda and carboplatin as first line
therapy OR member will be using
Abraxane as monotherapy or in combo
with carboplatin AND One of the following
apply: will be using for first line therapy
OR member will be using as subsequent

Updated 12/2020

chemotherapy. Recurrent
disease. The member has
documented hypersensitivity
reaction to conventional
Taxol (paclitaxel) or Taxotere
(docetaxol) or the member
has a documented
contraindication to standard
hypersensitivity
premedications. Pancreatic
Cancer: The member has a
diagnosis of pancreatic
cancer and Abraxane is being
used in combination with
gemcitabine as neoadjuvant
therapy or The member has a
diagnosis of metastatic
pancreatic cancer AND The
member will be using
Abraxane in combination with
gemcitabine. Melanoma: The
member has a diagnosis of
unresectable or metastatic
melanoma AND The member
will be using Abraxane (nab-
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Prior Authorization Criteria

Effective 12/01/2020

Drug Name

Off-Label
Uses

Exclusion Criteria

Required Medical Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Other Criteria

therapy for EGFR mutation-positive
tumors after prior therapy with erlotinib,
afatinib, or gefitinib OR The member will
be using as subsequent therapy for ALK-
positive tumors after prior therapy with
crizotinib, ceritinib, alectinib, or brigatinib
OR member will be using as subsequent
therapy for ROS-1 positive disease after
prior therapy with crizotinib OR member
will be using as subsequent therapy for
BRAF V600E positive disease OR The
member will be using as subsequent
therapy after pembrolizumab and EGFR,
ALK, BRAF V600E, and ROS-1 negative
disease OR member has metastatic
NSCLC, non- squamous histology with no
EGFR or ALK genomic tumor aberrations
AND Abraxane will be given combo with
Tecentriqg and carboplatin as first line
therapy.

paclitaxel) as monotherapy
AND The member will be
using Abraxane (nab-
paclitaxel) as second-line or
subsequent therapy after
progression on BRAF targeted
therapy AND The member
has documented
hypersensitivity reaction to
conventional Taxol
(paclitaxel) or Taxotere
(docetaxol) or the member
has a documented
contraindication to standard
hypersensitivity
premedications.
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HEALTH PLANS

2020 Super National-5 MAPD CarePlus

Prior Authorization Criteria
Effective 12/01/2020

Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration

ACTHAR Diagnostic testing of adrenocortical Licensed MS Initial
function: Contraindication or intolerance Practitioner |[Auth6
to cosyntropin. West syndrome (infantile months,
spasms), Acute exacerbations of multiple MS
sclerosis (MS) and other steroid Reauth 6
responsive conditions: Member must be months,
experiencing an acute exacerbation of All Other
multiple sclerosis or other disease Indication
exacerbation. Member has s6
contraindications or intolerance to months.

corticosteroids that are not expected to
also occur with repository corticotropin
injection. Reauthorization Criteria: There
is documented evidence of disease
response to treatment as indicated by
improvement in symptoms.
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p) 2020 Super National-5 MAPD CarePlus
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HEALTH PLANS Effective 12/01/2020

Off-Label Prescriber Coverage

Drug Name Exclusion Criteria Required Medical Information Age Restrictions . .. ) Other Criteria
Restrictions | Duration

Uses
ACTIMMUNE Chronic Granulomatous Disease (CGD): Licensed Plan Year
The member has chronic granulomatous Practitioner
disease (CGD). The member is using
Actimmune to reduce the frequency and
severity of infections. Severe Malignant
Osteopetrosis: The member has severe
malignant osteopetrosis confirmed by
biopsy. The member is using Actimmune
to delay time to disease progression.

ACYCLOVIR The member must have a diagnosis of Licensed Plan year
genital herpes OR member has a diagnosis Practitioner duration
of non-life-threatening mucocutaneous
Herpes Simplex Virus (HSV) infection and
is immunocompromised. The member has
had previous treatment, contraindication,
or intolerance with oral acyclovir and one
of the following: valacyclovir or
famciclovir.

ADCETRIS Members that Hodgkin lymphoma. Diagnosis of relapsed Licensed 6 months |Primary Cutaneous Anaplastic
have experienced |or refractory Hodgkin lymphoma. The Practitioner duration |Large Cell Lymphoma

disease member has documented evidence of (pcALCL) or CD30-expressing
progression while |[progression following an autologous stem Mycosis Fungoides (MF). The
on Adcetris. cell transplant OR is not a candidate for an member has a diagnosis of
autologous stem cell transplant but primary cutaneous anaplastic
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documented evidence of progression on
at least two previous multi-agent
chemotherapy regimens OR the member
will be using Adcetris (brentuximab) as
palliative therapy for older adults (age
greater than 60). The member will be
using Adcetris as monotherapy or in
combination with bendamustine.
Systemic Anaplastic Large Cell Lymphoma
(sALCL). Diagnosis of relapsed or
refractory systemic anaplastic large cell
lymphoma. The member has documented
evidence of progression on at least one
prior multi-agent chemotherapy regimen
The member will be using Adcetris
(brentuximab vedotin) as
monotherapy.Disease has confirmed
CD30 positivity. Hodgkin Lymphoma Post-
auto-HSCT Consolidation: The member
has a diagnosis of classical Hodgkin
lymphoma AND The member will be using
Adcetris (brentuximab vedotin) as post-
autologous hematopoietic stem cell
transplant (HSCT) consolidation AND The
member is at high risk of post-autologous

Updated 12/2020

large cell lymphoma (pcALCL)
or CD30-expressing mycosis
fungoides (MF) AND The
member has received at least
one prior systemic therapy
AND The member will be
using Adcetris (brentuximab
vedotin) as monotherapy.

Page 8 of 680




CarePlus

HEALTH PLANS

2020 Super National-5 MAPD CarePlus
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Drug Name

Off-Label
Uses

Exclusion Criteria

Required Medical Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Other Criteria

HSCT relapse or progression (must meet
at least one of the following criteria):
Refractory disease to front-line therapy,
Relapsed disease within 12 months to
front-line therapy, Relapsed disease with
extranodal disease to front-line therapy.
Previously untreated Hodgkin lymphoma.
The member has a diagnosis of stage Ill or
IV classical Hodgkin lymphoma AND The
member has previously untreated disease
AND The member will be using Adcetris
(brentuximab vedotin) in combination
with doxorubicin, vinblastine, and
dacarbazine.

H1019_PHAUMPACriteria2020_C
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CarePlus

HEALTH PLANS

2020 Super National-5 MAPD CarePlus

Prior Authorization Criteria

Effective 12/01/2020

nitric oxide donors
in any form.
Concurrent use
with specific PDE5
inhibitors such as
sildenafil, tadalafil,
vardenafil and
non-specific PDE
inhibitors such as
dipyridamole or
theophylline.

have a diagnosis of Chronic
Thromboembolic Pulmonary
Hypertension (CTEPH) (WHO Group 4)
AND The member must have CTEPH
classified as inoperable or
persistent/recurrent after surgical
treatment (i.e. pulmonary
endarterectomy). Pulmonary Arterial
Hypertension (PAH). The member must
have a diagnosis of pulmonary arterial
hypertension (WHO Group 1) confirmed
by right heart catheterization.

-L . o . . . o i o
Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
ADEMPAS Concurrent use Chronic Thromboembolic Pulmonary Licensed Plan Year
with nitrates or Hypertension (CTEPH). The member must Practitioner Duration
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2020 Super National-5 MAPD CarePlus

CarePlus

HEALTH PLANS Effective 12/01/2020
Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
ADVANCED Self-Monitoring of Blood Glucose by Licensed Plan Year
GLUC METER Meter and Test Strips: A non-preferred Practitioner Duration
TEST STRIP meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

ADVANCED Self-Monitoring of Blood Glucose by Licensed Plan Year
GLUCOSE Meter and Test Strips: A non-preferred Practitioner Duration
METER meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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2020 Super
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Prior Authorization Criteria
Effective 12/01/2020

Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
ADVATE Licensed Plan Year
Practitioner Duration
ADVOCATE Self-Monitoring of Blood Glucose by Licensed Plan Year
BLOOD Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE meter and test strips for self-monitoring
MONITOR of blood glucose (i.e. fingerstick testing) is

deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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2020 Super National-5 MAPD CarePlus

CarePlus

HEALTH PLANS Effective 12/01/2020
Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
ADVOCATE Self-Monitoring of Blood Glucose by Licensed Plan Year
DUO Meter and Test Strips: A non-preferred Practitioner Duration

meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

ADVOCATE Self-Monitoring of Blood Glucose by Licensed Plan Year
DUO METER Meter and Test Strips: A non-preferred Practitioner Duration
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

H1019 PHAUMPACriteria2020_C Updated 12/2020 Page 13 of 680



2020 Super National-5 MAPD CarePlus

CarePlus

HEALTH PLANS Effective 12/01/2020
Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
ADVOCATE Self-Monitoring of Blood Glucose by Licensed Plan Year
REDI-CODE Meter and Test Strips: A non-preferred Practitioner Duration

meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

ADVOCATE Self-Monitoring of Blood Glucose by Licensed Plan Year
REDI-CODE Meter and Test Strips: A non-preferred Practitioner Duration
DUO METER meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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CarePlus

HEALTH PLANS Effective 12/01/2020

-L . o . . . o i
Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge
Uses Restrictions | Duration

ADVOCATE Self-Monitoring of Blood Glucose by Licensed Plan Year
REDI-CODE Meter and Test Strips: A non-preferred Practitioner Duration
GLU meter and test strips for self-monitoring
MONITOR of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

Other Criteria

ADVOCATE Self-Monitoring of Blood Glucose by Licensed Plan Year
REDI-CODE Meter and Test Strips: A non-preferred Practitioner Duration
PLUS meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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HEALTH PLANS Effective 12/01/2020
Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
ADVOCATE Self-Monitoring of Blood Glucose by Licensed Plan Year
TEST STRIPS Meter and Test Strips: A non-preferred Practitioner Duration
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
ADYNOVATE Licensed Plan Year
Practitioner Duration
AFINITOR Members that Advanced Renal Cell Carcinoma (RCC). The | TSC associated partial | Licensed 6 months | Angiomyolipoma and
have experienced |[member has a diagnosis of advanced onset seizures: Practitioner duration |Tuberous Sclerosis Complex
disease /metastatic renal cell carcinoma (stage IV) | Member is 2 years of (TSC).The member has a
progression while [AND the member experienced intolerance | age or older. diagnosis of renal
on everolimus. on Inlyta (axitinib) or Cabometyx angiomyolipoma and
(cabozantinib) as second line therapy tuberous sclerosis complex
[e.g., severe hypertension/hypertensive AND Immediate surgery is not
crisis, cardiac failure, venous required. Metastatic Breast
thromboembolic event within the last 6 Cancer. The member has a
months, arterial thromboembolic event diagnosis of hormone
within the last 12 months, severe receptor-positive and human
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hemorrhage, reversible posterior
leukoencephalopathy, unmanageable
fistula/Gl perforation, nephrotic
syndrome) AND Afinitor (everolimus) is
given as monotherapy or being given in
combination with Lenvima (lenvatinib).
The member has a diagnosis of
Subependymal Giant Cell Astrocytoma
(SEGA) associated with tuberous sclerosis
AND The member requires therapeutic
intervention but is not a candidate for
curative surgical resection.
Neuroendocrine Tumors: The member
has disease that is unresectable, locally
advanced or metastatic and one of the
following applies: The member has a
diagnosis of progressive neuroendocrine
tumors of pancreatic origin (PNET) OR The
member has a diagnosis of progressive,
well differentiated, non-functional
neuroendocrine tumors of
gastrointestestinal or lung. Waldenstrom’s
macroglobulinemia/Lymphoplasmacytic
Lymphoma. The member has a diagnosis
of recurrent or not responsive to primary

Updated 12/2020

epidermal growth factor
receptor 2-negative
metastatic disease AND the
member has been treated
with endocrine therapy (e.g.
letrozole, anastrozole) within
one year AND The member
will use Afinitor (everolimus)
in combination with
exemestane or fulvestrant
(Faslodex). Tuberous sclerosis
complex (TSC)- associated
partial onset seizures [Adults
and Pediatrics]: The member
has diagnosis of TSC-
associated partial onset
seizures AND Afinitor Disperz
(everolimus tablets for oral
solution) is being used as
adjunctive therapy.
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Prior Authorization Criteria
Effective 12/01/2020

Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration

treatment or relapsed Waldenstrom’s
Macroglobulinemia/Lymphoplasmacytic
Lymphoma AND Afinitor (everolimus) will
be used as monotherapy.

AFINITOR Members that Advanced Renal Cell Carcinoma (RCC). The | TSC associated partial |Licensed 6 months | Angiomyolipoma and

DISPERZ have experienced |[member has a diagnosis of advanced onset seizures: Practitioner duration |Tuberous Sclerosis Complex

disease
progression while
on everolimus.

H1019_PHAUMPACriteria2020_C

/metastatic renal cell carcinoma (stage V)
AND the member experienced intolerance
on Inlyta (axitinib) or Cabometyx
(cabozantinib) as second line therapy
[e.g., severe hypertension/hypertensive
crisis, cardiac failure, venous
thromboembolic event within the last 6
months, arterial thromboembolic event
within the last 12 months, severe
hemorrhage, reversible posterior
leukoencephalopathy, unmanageable
fistula/Gl perforation, nephrotic
syndrome) AND Afinitor (everolimus) is
given as monotherapy or being given in
combination with Lenvima (lenvatinib).
The member has a diagnosis of
Subependymal Giant Cell Astrocytoma
(SEGA) associated with tuberous sclerosis

Member is 2 years of
age or older.

Updated 12/2020

(TSC).The member has a
diagnosis of renal
angiomyolipoma and
tuberous sclerosis complex
AND Immediate surgery is not
required. Metastatic Breast
Cancer. The member has a
diagnosis of hormone
receptor-positive and human
epidermal growth factor
receptor 2-negative
metastatic disease AND the
member has been treated
with endocrine therapy (e.g.
letrozole, anastrozole) within
one year AND The member
will use Afinitor (everolimus)
in combination with
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Prior Authorization Criteria

Effective 12/01/2020

Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
AND The member requires therapeutic exemestane or fulvestrant
intervention but is not a candidate for (Faslodex). Tuberous sclerosis
curative surgical resection. complex (TSC)- associated
Neuroendocrine Tumors: The member partial onset seizures [Adults
has disease that is unresectable, locally and Pediatrics]: The member
advanced or metastatic and one of the has diagnosis of TSC-
following applies: The member has a associated partial onset
diagnosis of progressive neuroendocrine seizures AND Afinitor Disperz
tumors of pancreatic origin (PNET) OR The (everolimus tablets for oral
member has a diagnosis of progressive, solution) is being used as
well differentiated, non-functional adjunctive therapy.
neuroendocrine tumors of
gastrointestestinal or lung. Waldenstrom’s
macroglobulinemia/Lymphoplasmacytic
Lymphoma. The member has a diagnosis
of recurrent or not responsive to primary
treatment or relapsed Waldenstrom’s
Macroglobulinemia/Lymphoplasmacytic
Lymphoma AND Afinitor (everolimus) will
be used as monotherapy.
AFSTYLA Licensed Plan Year
Practitioner Duration

H1019_PHAUMPACriteria2020_C
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HEALTH PLANS Effective 12/01/2020
Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
AGAMATRIX Self-Monitoring of Blood Glucose by Licensed Plan Year
AMP GLUC Meter and Test Strips: A non-preferred Practitioner Duration
MONITOR SYS meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

AGAMATRIX Self-Monitoring of Blood Glucose by Licensed Plan Year
AMP TEST Meter and Test Strips: A non-preferred Practitioner Duration
STRIPS meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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Prior Authorization Criteria
Effective 12/01/2020

Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
AGAMATRIX Self-Monitoring of Blood Glucose by Licensed Plan Year
PRESTO TEST Meter and Test Strips: A non-preferred Practitioner Duration
STRIPS meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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AIMOVIG Episodic or Chronic Migraine. Initial The memberis 18 Licensed Initial

AUTOINJECTO therapy: The member has documented years of age or older. |Practitioner auth: 3

R history of greater than or equal to 4 months.
migraine days per month AND the Reauth:
member has been unable to achieve at Plan Year
least a 2 day reduction in migraine Duration.

headache days per month after previous
treatment (of at least 2 months) with one
of the following oral preventative
medications: Divalproex, Topiramate,
Metoprolol, Propranolol, or Timolol.
Reauthorization: The member has had a
sustained decrease of greater than or
equal to 3 migraine days per month OR
the member has had a sustained greater
than or equal to 50% decrease in the
number of monthly migraine days.
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AIMOVIG Episodic or Chronic Migraine. Initial The memberis 18 Licensed Initial

AUTOINJECTO therapy: The member has documented years of age or older. |Practitioner auth: 3

R (2 PACK) history of greater than or equal to 4 months.
migraine days per month AND the Reauth:
member has been unable to achieve at Plan Year
least a 2 day reduction in migraine Duration.

headache days per month after previous
treatment (of at least 2 months) with one
of the following oral preventative
medications: Divalproex, Topiramate,
Metoprolol, Propranolol, or Timolol.
Reauthorization: The member has had a
sustained decrease of greater than or
equal to 3 migraine days per month OR
the member has had a sustained greater
than or equal to 50% decrease in the
number of monthly migraine days.
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ALECENSA The member has [Non-small Cell Lung Cancer:The member Licensed Six
experienced has recurrent or metastatic non-small cell Practitioner months
disease lung cancer AND The member has duration
progression while [documented anaplastic lymphoma kinase
on Alecensa (ALK)-positive disease AND The member
(alectinib). will be using Alecensa (alectinib) as

monotherapy AND The member will be
using Alecensa (alectinib) as first-line
therapy OR as subsequent therapy after
progressive disease or intolerance
following treatment with Xalkori
(crizotinib).

ALIMTA Squamous cell Malignant Pleural Mesothelioma. Licensed 6 months |Bladder Cancer. Diagnosis of
non-small cell lung | Diagnosis of malignant pleural Practitioner duration | metastatic bladder cancer
cancer. Creatinine | mesothelioma AND must be using AND Alimta (pemetrexed) is
clearance (CrCl) pemetrexed as induction therapy in being used as second-line or
less than 45 combination with cisplatin or carboplatin subsequent therapy as a
ml/minute. for medically operable clinical stage |-l single agent for metastatic

OR must be using Alimta as a single agent disease. Cervical Cancer.

or in combination with cisplatin or Diagnosis of cervical cancer
carboplatin OR is using Alimta as second- AND Alimta (pemetrexed) is
line as a single agent if not administered being used as a second-line or
first-line. OR Alimta is being used in subsequent therapy as a
combination with bevacizumab product single agent for local/regional
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and cisplatin. Non-Small Cell Lung Cancer recurrence or distant
(Nonsquamous). Diagnosis of metastases. Ovarian Cancer.
nonsquamous NSCLC that is locally Diagnosis of Ovarian Cancer,
advanced or metastatic AND one of the or Epithelial Ovarian
following applies: Alimta is being used in Cancer/Fallopian Tube
combination with cisplatin or carboplatin Cancer/Primary Peritoneal
therapy for the initial treatment in Cancer AND Alimta
members with a performance status (PS) (pemetrexed) is being used as
0-2 or Alimta is being used in cisplatin or a single agent for persistent
carboplatin-based regimens in disease or recurrence
combination with bevacizumab product in therapy. Thymic Malignancy.
members with PS 0-1 and no history of Diagnosis of thymic
hemoptysis or as a single agent in PS 2 or malignancy AND Alimta
as a single agent after prior (pemetrexed) is being used as
chemotherapy. OR Alimta is being used as second-line therapy as a
a single agent for the maintenance single agent.

treatment of members whose disease has
not progressed after four cycles of
platinum-based first-line chemotherapy
OR As a single agent for recurrence or
metastasis in members who achieved
tumor response or stable disease
following first-line chemotherapy with
Alimta OR in combination with Keytruda
and carboplatin or cisplatin as first line
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therapy for nonsquamous metastatic
NSCLC followed by maintenance Keytruda
(pembrolizumab) in combination with
pemetrexed OR in combination with
cisplatin used as neoadjuvant or adjuvant
chemotherapy OR Concurrent
chemoradiation in combination with
carboplatin or cisplatin.

ALIQOPA The member has |[Follicular Lymphoma: The member has a Licensed 6 month
experienced diagnosis of follicular lymphoma AND The Practitioner |duration
disease member has relapsed, refractory, or
progression while |[progressive disease AND The member has
on or following a received at least two prior systemic
PI3K inhibitor (e.g. |therapies AND The member will be using
idelalisib, Aligqopa as monotherapy
copanlisib)

ALPHANATE Licensed Plan Year

Practitioner Duration

ALPHANINE Licensed Plan Year

SD Practitioner Duration

ALPROLIX Licensed Plan Year

Practitioner Duration
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ALUNBRIG Members on Non-Small cell lung cancer: The member Licensed Six month
concomitant ALK | has a diagnosis of advanced or metastatic Practitioner duration
inhibitors (e.g., NSCLC with documented anaplastic
Zykadia [certinib], [lymphoma kinase (ALK) positivity AND
Alecensa Alunbrig will be given as monotherapy.

[alectinib]).
Members
experience disease
progression on
Alunbrig
(brigatinib).

ALYQ Concurrent use of |Pulmonary Arterial Hypertension (PAH). Licensed Plan year
nitrates (e.g., The member must have a diagnosis of Practitioner |duration
nitroglycerin) OR | pulmonary arterial hypertension (WHO
Concurrent use of [Group I) confirmed by right heart
another PDE5 catheterization.
inhibitor, sildenafil
(Revatio)
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AMBRISENTA The patient is Pulmonary Arterial Hypertension (PAH). Licensed Plan Year
N concomitantly The member has a diagnosis of pulmonary Practitioner Duration
taking endothelin |arterial hypertension (WHO Group |)
receptor confirmed by right heart catheterization.
antagonist (e.g.,
Tracleer, Opsumit).
Member has a
diagnosis of
idiopathic
pulmonary fibrosis.
AMITRIPTYLIN The physician has documented the Automatic approval if |Licensed Plan Year
E indication for the continued use of the member is less than | Practitioner. |Duration.
HRM (high risk med) and the benefit 65 years of age. Prior
outweighs the potential risk OR the Auth required for age
member is currently taking a protected 65 or older.
medication class (i.e., antidepressants,
antipsychotics, anticonvulsants).
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APTIOM Use of Partial-Onset Seizures. Diagnosis of Licensed Plan Year
oxcarbazepine partial-onset seizures. Prior therapy with, Practitioner Duration

contraindication, or intolerance to at least
two other drugs for controlling partial-
onset seizures (e.g. carbamazepine,
lamotrigine, levetiracetam, topiramate).
Inadequately controlled seizures.
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ARALAST NP IgA deficient Congenital Alphal-antitrypsin Deficiency: Licensed Plan Year
members or The member has a diagnosis of congenital Practitioner Duration

presence of
antibodies against
IgA.

alphal-antitrypsin deficiency with
clinically evident emphysema and chronic
replacement therapy is needed. The
member has an alphal-antitrypsin
phenotype of PiZZ, PiZ(null), or Pi (null,
null) or phenotypes associated with serum
alpha 1-antitrypsin concentrations of less
than 50mg/dL if/when measured by
laboratories using nephelometry instead
of radial immunodiffusion. Otherwise, a
deficiency is shown at 80mg/dL. (These
products should not be used in individuals
with the PiMZ or PiMS phenotypes of
alphal-antitrypsin deficiency because
these individuals appear to be at small risk
of developing clinically evident
emphysema).
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ARCALYST Familial Cold Autoinflammatory Syndrome | Member must be 12 | Licensed Plan Year
or Muckle-Wells Syndrome: The member |years of age or older. [Practitioner Duration
has a diagnosis of Cryopryin-Associated
Periodic Syndrome (CAPS), including
Familial Cold Autoinflammatory Syndrome
(FCAS) and Muckle-Wells Syndrome
(MWS).
ARSENIC Acute Promyelocytic Leukemia (APL). The Licensed 6 months
TRIOXIDE member has a diagnosis of acute Practitioner duration
promyelocytic leukemia AND the member
will be using Trisenox (arsenic trioxide) for
induction therapy, consolidation therapy,
or relapsed disease.
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ARZERRA

Arzerra/ofatumumab will require prior
authorization. For new starts only.This
agent may be considered medically
necessary when the following criteria are
met:The patient has a diagnosis of
relapsed or refractory Chronic
Lymphocytic Leukemia (CLL).Chronic
Lymphocytic Leukemia (CLL) Previously
Untreated: The member has a diagnosis of
chronic lymphocytic leukemia AND The
member has not previously received
treatment for CLL AND one of the
following applies: The member may use in
combination with chlorambucil when
fludarabine-based therapy is not
appropriate OR the member will be using
in combination with bendamustine. CLL:
Chronic Lymphocytic Leukemia, Extended
Treatment:The member has a diagnosis of
recurrent or progressive chronic
lymphocytic leukemia AND The member is
in complete or partial response after at
least two lines of therapy.

Licensed
Practitioner

6 months
duration

ASPARLAS

Members that

H1019_PHAUMPACriteria2020_C

Acute Lymphoblastic Leukemia (ALL): The

The age of the
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have experienced |member has a diagnosis of acute member is less than | Practitioner Duration
disease lymphoblastic leukemia (ALL) AND The 21 years.
progression while [ member will be using Asparlas
on or following (calaspargase pegol-mknl) as a
Asparlas component of a multi-agent
(calaspargase chemotherapy regimen.
pegol-mknl).

Members with a
history of serious
thrombosis with
prior asparaginase
therapy. Members
with a history of
pancreatitis with
prior asparaginase
therapy. Members
with a history of
serious
hemorrhagic
events with prior
asparaginase
therapy. Members
with total bilirubin
more than 10
times the upper
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limit of normal.

ASSURE 4 Self-Monitoring of Blood Glucose by Licensed Plan Year
STRIPS Meter and Test Strips: A non-preferred Practitioner Duration
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

ASSURE Self-Monitoring of Blood Glucose by Licensed Plan Year
PLATINUM Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE meter and test strips for self-monitoring
METER of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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ASSURE
PLATINUM
TEST STRIP

Self-Monitoring of Blood Glucose by
Meter and Test Strips: A non-preferred
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

Licensed
Practitioner

Plan Year
Duration

ASSURE
PRISM MULTI
METER

Self-Monitoring of Blood Glucose by
Meter and Test Strips: A non-preferred
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

Licensed
Practitioner

Plan Year
Duration
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ASSURE Self-Monitoring of Blood Glucose by Licensed Plan Year
PRISM MULTI Meter and Test Strips: A non-preferred Practitioner Duration
STRIP meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

AUGMENTIN Member must have a previous treatment, Licensed plan year
intolerance or contraindication to an AB- Practitioner
rated generic equivalent product.
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AURYXIA Use for the Hyperphosphatemia associated with Member must be 18 |Licensed Plan Year
treatment of iron | chronic kidney disease on dialysis. The years of age or older. |Practitioner Duration
deficiency anemia |member must have a diagnosis of
in chronic kidney | hyperphospatemia associated with
disease not on chronic kidney disease AND the member
dialysis without an | must be on dialysis.
approvable
indication as set
forth in the
required medical
information
section.

AUSTEDO Member is not Tardive Dyskinesia. Initial Therapy. The Member is 18 years of | Licensed Initial
actively suicidal. member is utilizing Austedo age or older (Tardive |Practitioner auth: 3
Member does not |(deutetrabenazine) for the treatment of | Dyskinesia). months,
have untreated or [tardive dyskinesia as seen by the Reauthori
inadequately following: The member has involuntary zation:
treated athetoid or choreiform movements AND Plan Year
depression. The member has a history of treatment Duration
Member does not |with dopamine receptor blocking agent
have severe AND. The member has moderate to
hepatic severe tardive dyskinesia demonstrated
impairment. by a score of 3 or 4 on item 8 (severity of
Concomitant use |abnormal movements overall) on the
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of: Monoamine
oxidase inhibitors:
use with or within
14 days, Reserpine:
use with or within
20 days, or
Tetrabenazine or
valbenazine.

Abnormal Involuntary Movement Scale
(AIMS). Continuation Therapy. The
member must show a documented overall
reduction in their Abnormal Involuntary
Movement Scale (AIMS) score (items 1
through 7) from baseline while on
Austedo (deutetrabenazine) therapy.
Chorea Associated with Huntington’s
Disease. Initial Therapy: The member
must have a Diagnosis of chorea
associated with Huntington’s disease AND
inadequate symptom control (e.g. no
improvement in total maximal chorea
(TMC) score, no improvement in overall
motor function) on previous treatment
with tetrabenazine or intolerance to
tetrabenazine. Reauthorization: Member
is not actively suicidal. Member does not
have untreated or inadequately treated
depression. Member does not have
severe hepatic impairment. There is no
concomitant use of: Monoamine oxidase
inhibitors: use with or within 14 days,
Reserpine: use with or within 20 days, or
Tetrabenazine.
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AVASTIN Used in lung Metastatic colorectal cancer: metastatic Licensed 6 Months | Metastatic breast cancer
cancer members |colorectal cancer AND one of the Practitioner Duration |(Effectiveness based on

that have small cell
or squamous cell
disease, recent
hemoptysis,
history of bleeding,
continuing
anticoagulation, or
as a single agent
(unless
maintenance as
described in
Coverage
Determinations).
Should not be
initiated in
members with
recent hemoptysis.
Should not be used
in members who
experience a
severe arterial
thromboembolic
event. Should not

H1019_PHAUMPACriteria2020_C

following apply: using bevacizumab in
combo with fluoropyrimidine (e.g., 5-
fluorouracil or capecitabine) based
chemotherapy for first or second-line
therapy OR in combo with
fluoropyrimidine-irinotecan or
fluoropyrimidine-oxaliplatin-based
chemotherapy for second-line therapy in
patients who have progressed on first-line
bevacizumab-containing regimens. Non-
small cell lung cancer (non-squamous cell
histology): NSCLC with non-squamous cell
histology AND Member is using
bevacizumab in combo with cisplatin or
carboplatin based regimens for
unresectable, locally advanced, recurrent,
or metastatic NSCLC AND 1 of the
following apply: using for 1st line therapy
OR as subsequent therapy immediately
after 1 of the following situations: EGFR
mutation-positive tumors after prior
therapy with erlotinib, afatinib, or gefitinib
(if cytotoxic therapy not previously not

Updated 12/2020

improvement in progression-
free survival. No data
available demonstrating
improvement in disease-
related symptoms or survival
with bevacizumab). Member
has metastatic HER-2
negative breast cancer AND
member is using
bevacizumab in combination
with paclitaxel. Recurrent
Ovarian Cancer. Bevacizumab
(if not previously
administered) is being used
to treat recurrent or
persistent ovarian cancer for
one of the following
situations: in combo with
liposomal doxorubicin or
weekly paclitaxel or
topotecan for platinum
resistant disease or as
monotherapy or in
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be used in
members with
gastrointestinal
perforation.
Bevacizumab
should not be used
in members with
fistula formation
involving internal
organs.
Bevacizumab
should not be used
in members
experiencing a
hypertensive crisis
or hypertensive
encephalopathy.
Bevacizumab
should not be used
for at least 28 days
following major
surgery or until
surgical incision is
fully healed.
Bevacizumab may

H1019_PHAUMPACriteria2020_C

given) OR ALK-positive tumors after prior
therapy with crizotinib or ceritinib, or
alectinib or brigatinib (if cytotoxic therapy
not previously not given) OR ROS-1
positive disease after prior therapy with
crizotinib (if cytotoxic therapy not
previously not given) OR Pembrolizumab
(with PD-L1 expression of greater than
1%) administered as first line therapy and
EGFR, ALK, BRAF V600E, and ROS1
negative tumors (if cytotoxic therapy not
previously not given) OR has BRAF V600E
positive disease OR using bevacizumab as
single-agent continuation maintenance
therapy if bevacizumab was used as 1st
line treatment for recurrence or
metastasis OR disease with no EGFR or
ALK genomic tumor aberrations AND
bevacizumab will be given in combo with
carboplatin and paclitaxel and Tecentriq
as 1st line therapy followed by
maintenance therapy with combo
Tecentrig and bevacizumab. Age Related
Macular Degeneration. Diabetic Macular
Edema. Hepatocellular carcinoma:

Updated 12/2020

combination with carboplatin
and gemcitabine for platinum
sensitive disease. Stage
IV/Metastatic (Unresectable)
RCC. Member has RCC and
member is using
bevacizumab to treat stage IV
unresectable kidney cancer in
combination with interferon
alpha OR member is using
bevacizumab as systemic
therapy for non-clear cell
histology. Recurrent Primary
CNS Tumor (including
Glioblastoma
multiforme).The member has
a diagnosis of progressive or
recurrent glioblastoma or
anaplastic glioma AND
Bevacizumab is being used as
a single agent or in
combination with irinotecan,
carmustine, lomustine or
temozolomide. The member
does not have a CNS
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not be used in
conjunction with
Vectibix.
Bevacizumab may
not be used in
conjunction with
Erbitux.
Bevacizumab may
not be used in the
adjuvant or
neoadjuvant
setting.
Bevacizumab
should not be
continued or
restarted after
disease
progression with
the exception of
metastatic
colorectal cancer.
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unresectable or metastatic HCC AND used
will be used as 1st line therapy in combo
with Tecentriq.
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hemorrhage. Soft Tissue
Sarcoma. Diagnosis of
angiosarcoma and
bevacizumab is being used as
a single agent OR has a
diagnosis of solitary fibrous
tumor and
hemangiopericytoma and
bevacizumab is being used in
combo with temozolomide.
Macular Retinal Edema.
Bevacizumab is being used to
treat central or branch retinal
vein occlusion with macular
retinal edema. Cervical
Cancer: recurrent, or
metastatic cervical cancer
AND Bevacizumab will be
used in combo (if not
previously used as first line
therapy) with paclitaxel and
cisplatin or carboplatin and
paclitaxel or paclitaxel and
topotecan as first line
therapy. Endometrial Cancer:
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The member has progressive
endometrial cancer AND
Bevacizumab will be used as a
single-agent. Malignant
Pleural Mesothelioma. The
member has a diagnosis of
unresectable malignant
pleural mesothelioma and
bevacizumab will be used in
combination with cisplatin
and pemetrexed followed by
bevacizumab as monotherapy
for maintenance therapy (for
responders). Epithelial
ovarian, fallopian tube, or
primary peritoneal cancer:
diagnosis of epithelial
ovarian, fallopian tube or
primary peritoneal cancer
AND has Stage Ill or IV
disease AND bevacizumab
initially given in combo with
carboplatin and paclitaxel
after initial surgical resection
followed by bevacizumab
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monotherapy OR advanced
epithelial ovarian, fallopian
tube or primary peritoneal
cancer AND disease is
associated with homologous
recombination deficiency
(HRD) positive status defined
by either: a deleterious or
suspected deleterious BRCA
mutation OR genomic
instability as defined by FDA
approved test AND Member
is in complete response or
partial response to 1st line
treatment with platinum-
based chemo AND
Bevacizumab is given in
combo with Lynparza.

AYVAKIT Member Gastrointestinal Stromal tumor. The Licensed Six month
experiences member has documented PDGFRA exon Practitioner  |duration
disease 18 mutation-positive unresectable or
progression on metastatic gastrointestinal stromal tumor
Ayvakit (including PDGFRA D842V) AND Ayvakit
(avapritinib). (avapritinib) will be given as monotherapy.
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AZACITIDINE Concomitant use | Myelodysplastic Syndromes.The member Licensed 6 months
with has a diagnosis of myelodysplastic Practitioner. |duration.

hypomethylators
(e.g. azacitidine,
decitabine) .
Applies to
azacitidine only:
the member must

syndrome AND For requests for
decitabine, the member has
contraindication to, intolerance to, or
unable to achieve treatment goals with
azacitidine AND one of the following
scenarios apply: The member has a

not have a Revised International Prognostic Scoring
diagnosis of System (IPSS-R) of higher risk disease (i.e.
advanced intermediate, high, very high) OR The

malignant hepatic
tumors.

H1019_PHAUMPACriteria2020_C

member has a Revised International
Prognostic Scoring System (IPSS-R) of
lower risk disease (i.e. very low, low, or
intermediate) AND one of the following
sets of criteria applies: Clinically relevant
thrombocytopenia, neutropenia, or
increased marrow blasts OR Member has
symptomatic anemia AND No 5q deletion
AND Serum erythropoietin levels greater
than 500 mU/mL AND An inadequate
response or intolerance or
contraindication to immunosuppressive
therapy OR Member has Symptomatic
anemia AND Serum erythropoietin levels
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less than or equal to 500 mU/mL AND An
inadequate response to erythropoietins
alone or in combination with Revlimid
(lenalidomide) AND An inadequate
response or intolerance or
contraindication to immunosuppressive
therapy OR Member has Symptomatic
anemia AND 5q deletion AND An
inadequate response or intolerance to
Revlimid (lenalidomide) AND Serum
erythropoietin levels greater than 500
mU/mL AND An inadequate response or
intolerance or contraindication to
immunosuppressive therapy.
Myeloproliferative Neoplasms: The
member has a diagnosis of myelofibrosis
(MF)-accelerated phase or MF-blast
phase/acute myeloid leukemia. Acute
Myelogenous Leukemia (AML). The
member has a diagnosis of AML.
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AZEDRA Members on Pheochromocytoma: Member has a 12 years of age or Licensed Plan year
DOSIMETRIC concomitant drugs | diagnosis of unresectable, locally older. Practitioner duration

that reduce
catecholamine
uptake or deplete
catecholamine
stores. Members
with severe renal
impairment
(creatinine
clearance less than
30 ml/min).

advanced, or metastatic
pheochromocytoma AND Member has
imaging documenting positive iobenguane
scan AND member has had an
administration of inorganic iodine.
Paraganglioma: Member has a diagnosis
of unresectable, locally advanced, or
metastatic paraganglioma AND Member
has imaging documenting positive
iobenguane scan AND member has had an
administration of inorganic iodine
administered 90 days apart.
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AZEDRA Members on Pheochromocytoma: Member has a 12 years of age or Licensed Plan year
THERAPEUTIC concomitant drugs | diagnosis of unresectable, locally older. Practitioner duration

that reduce
catecholamine
uptake or deplete
catecholamine
stores. Members
with severe renal
impairment
(creatinine
clearance less than
30 ml/min).

advanced, or metastatic
pheochromocytoma AND Member has
imaging documenting positive iobenguane
scan AND member has had an
administration of inorganic iodine.
Paraganglioma: Member has a diagnosis
of unresectable, locally advanced, or
metastatic paraganglioma AND Member
has imaging documenting positive
iobenguane scan AND member has had an
administration of inorganic iodine
administered 90 days apart.
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BALVERSA Urothelial Cancer: The member has a Licensed 6 Months
diagnosis of locally advanced or Practitioner Duration
metastatic urothelial carcinoma AND the
member has identification of a susceptible
FGFR3 or FGFR2 genetic alteration
documented in the medical record [e.g.,
FGFR3 gene mutations (R284C, S249C,
G370C, Y373C), FGFR gene fusions (FGFR3-
TACC3, FGFR3-BAIAP2L1, FGFR2-BICC],
FGFR2-CASP7) AND the member will be
using Balversa (erdafitinib) as a single
agent for subsequent therapy after
disease progression during or following at
least one prior line of systemic therapy
(i.e., platinum based chemotherapy or PD-
1/PD-L1 therapy).

Other Criteria

BANZEL Patients with Lennox-Gastaut Syndrome: The member |Member is one year |Licensed Plan Year
familial short QT has a diagnosis of seizures associated with | of age or older. Practitioner. |Duration
syndrome. Lennox-Gastaut Syndrome (LGS) AND the
member has prior therapy with,
contraindication or intolerance to at least
two other drugs indicated for LGS (e.g.,
topiramate, lamotrogine).

BAVENCIO The member has | Merkel Cell Carcinoma (Adults). The Pediatric Merkel Cell |Licensed 6 months
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experienced member has a diagnosis of metastatic Carcinoma — member |Practitioner [duration
disease Merkel cell carcinoma AND Member will [ must be 12 years of
progression on be using Bavencio as monotherapy. age or older.
Bavencio Merkel Cell Carcinoma (Pediatrics). The
(avelumab). The member has a diagnosis of metastatic
member has Merkel cell carcinoma AND Member will
experienced be using Bavencio as monotherapy.
disease Urothelial Cancer. The member has a

progression while |[diagnosis of locally advanced or
on or following PD- | metastatic urothelial cancer AND the
1/PD-L1 therapy member will be using Bavencio

(e.g Keytruda, (avelumab) as monotherapy AND One of
Opdivo, Tecentriqg, |the following apply: The member will be
Imfinzi). The using Bavencio (avelumab) as second or
member has subsequent line systemic therapy OR the
experienced member has had disease progression
disease within 12 months of neoadjuvant or
progression while [adjuvant chemotherapy OR The member
on or following will be using Bavencio (avelumab) as
Yervoy. maintenance treatment if there is no

disease progression with first-line
platinum-containing chemotherapy. Renal
Cell Carcinoma. The member has a
diagnosis of advanced or metastatic renal
cell carcinoma AND Bavencio (avelumab)
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will be given in combination with Inlyta
(axitinib) as first-line therapy.

BELEODAQ Members that Peripheral T-Cell Lymphoma (PTCL). The Licensed six month
have experienced |[member must have a diagnosis of Practitioner duration
disease relapsed OR refractory peripheral T-cell
progression while |lymphoma (PTCL).
on Beleodaq
(belinostat).

Members on
concomitant
Istodax
(romidepsin),
Zolinza
(vorinostat), or
Folotyn
(pralatrexate)
therapy.

BENDEKA Members who Chronic Lymphocytic Leukemia (CLL). The Licensed 6 months |Waldenstrom's
experience disease | member has a diagnosis of CLL without Practitioner duration. | Macroglobulinemia:The
progression on del(17p)/TP53 mutation and with or member has Waldenstrom's
bendamustine without del(11q) AND bendamustine is macroglobulinemia or
containing being used for relapsed or refractory lymphoplasmacytic
regimens. disease or as first line therapy. Multiple lymphoma and bendamustine

Myeloma (MM). The member has a is being used as one of the
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diagnosis of MM AND bendamustine is
being used for disease relapse or for
progressive or refractory disease. Non-
Hodgkin’s Lymphoma: The member has a
diagnosis of follicular lymphoma, gastric
MALT lymphoma or nongastric MALT
lymphoma and is using Bendamustine.
The member has a diagnosis of mantle cell
lymphoma and bendamustine is being
used as one of the following: Less
aggressive induction therapy OR Second-
line therapy for relapsed, refractory or
progressive disease. The member has a
diagnosis of primary cutaneous B-cell
lymphoma (primary cutaneous marginal
zone or follicle center B-cell lymphoma)
and bendamustine is being used as a
single agent or in combination with
rituximab in one of the following:
Refractory generalized cutaneous disease
OR generalized extracutaneous disease as
initial therapy or for relapse. The member
has a diagnosis of splenic marginal zone
lymphoma and bendamustine is being
used as one of the following: First-line

Updated 12/2020

following: Primary therapy OR
Progressive or relapsed
disease. Hodgkin Lymphoma:
The member has a diagnosis
of classical Hodgkin
lymphoma AND
bendamustine will be used as
subsequent therapy for
relapsed or refractory
disease.
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therapy for disease progression following
initial treatment for splenomegaly OR
Second-line or subsequent therapy for
progressive disease. The member has a
diagnosis of diffuse large B-cell ymphoma
and bendamustine is being used as
second-line therapy or subsequent
therapy .The member has a diagnosis of
AlIDS-related B-cell ymphoma and
bendamustine is being used as second-
line therapy or subsequent therapy.

BENEFIX Licensed Plan Year

Practitioner Duration
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BENLYSTA Benlysta Benlysta (belimumab) will require prior Licensed Plan Year
(belimumab) authorization. This agent may be Practitioner
therapy is not considered medically necessary when the
considered following criteria are met: Systemic Lupus
medically Erythematosus (SLE). The member must

necessary for
members with the
following
concomitant
conditions: severe
active lupus
nephritis, severe
active central
nervous system
lupus, combination
with other biologic
products
(examples include
Humira, Enbrel,
Remicade, Rituxan,
Stelara, Cimzia,
Kineret, Orencia,
Simponi, Actemra),
combination with
cyclophosphamide

H1019_PHAUMPACriteria2020_C

have a diagnosis of active systemic lupus
erythematosus (SLE).The member must
be auto-antibody positive in the absence
of any drugs for SLE defined as: ANA titer
greater than or equal 1:80 or anti-dsDNA
level greater than or equal 30 I/mL.The
member must be utilizing Benlysta
(belimumab)in combination with standard
treatment regimens for SLE which may
include: corticosteroids (ex:prednisone),
hydroxychloroquine, azathioprine.
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BENZTROPINE The physician has documented the Automatic approval if |Licensed Plan Year
indication for the continued use of the member is less than | Practitioner. |Duration.
HRM (high risk med) and the benefit 65 years of age. Prior
outweighs the potential risk OR the Auth required for age
member is currently taking a protected 65 or older.

medication class (i.e., antidepressants,
antipsychotics, anticonvulsants).

BEOVU Ocular or Neovascular (Wet) Age Related Macular Licensed Plan Year
periocular Degeneration. The member is diagnosed Practitioner Duration
infections. Active | with neovascular (wet) age-related
intraocular macular degeneration AND The member
inflammation. has had prior therapy, contraindication, or

intolerance to bevacizumab.
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BESPONSA Member has Acute Lymphoblastic Leukemia: The Licensed Six month
experienced member has a diagnosis of B-cell Practitioner. |durations
disease precursor acute lymphoblastic leukemia (uptoa
progression while |(ALL)AND The member has relapsed or maximum
on or following refractory disease AND The member has of 6
Besponsa documented CD22 blasts found in bone cycles)
(inotuzumab marrow or peripheral blood AND The
ozogamicin) member will be using Besponsa
(inotuzumab ozogamicin) as
monotherapy.
BETASERON Concomitant use | The member has a diagnosis of a relapsing Licensed Plan Year
with similar form of multiple sclerosis OR has Practitioner Duration
interferon experienced a first clinical episode and has
products such as | MRI features consistent with multiple
Avonex or Rebif. sclerosis.
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BETHKIS Patients with a Cystic Fibrosis or Bronchiectasis: The Must be 6 years of Licensed Plan Year
forced expiratory |member has a diagnosis of cystic fibrosis |age or older. Practitioner Duration

volume in one
second (FEV1) less
than 25% or
greater than 80%
predicted. Patients
colonized with
Burkholderia
cepacia.

(CF) or Bronchiectasis. The member is
colonized with P.aeruginosa.
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Members on
concomitant
retinoid therapy.

member will be using Targretin as primary
treatment or adjuvant therapy OR
Member has experienced disease
progression, contraindication, or
intolerance to at least one prior systemic
therapy for cutaneous manifestations of
cutaneous T-cell ymphoma. Cutaneous T-
cell Lymphoma. Targretin (bexarotene) 1%
topical gel/jelly). The member will be
using Targretin as primary treatment or
adjuvant therapy OR Member has
experienced disease progression,
contraindications, or intolerance to at
least one prior CTCL therapy.

Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
BEXAROTENE Members that are |Cutaneous T-cell Lymphoma (CTCL). Licensed Plan Year
pregnant. Targretin (bexarotene) capsules). The Practitioner Duration
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Other Criteria

BIONIME Self-Monitoring of Blood Glucose by Licensed Plan Year
RIGHTEST Meter and Test Strips: A non-preferred Practitioner Duration
GM300 meter and test strips for self-monitoring
SYSTEM of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

BIONIME Self-Monitoring of Blood Glucose by Licensed Plan Year
RIGHTEST Meter and Test Strips: A non-preferred Practitioner Duration
TEST STRIPS meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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BLENREP The member has [ Multiple Myeloma: The member has a Licensed 6 Months
experienced diagnosis of multiple myeloma AND The Practitioner Duration

disease
progression on
anti-BCMA-
directed therapy.

member has relapsed/refractory disease
AND The member has received at least
four prior therapies, including an anti-
CD38 monoclonal antibody (e.g.
daratumumab), a proteasome inhibitor
(e.g. bortezomib), and an
immunomodulatory agent (e.g.
lenalidomide) AND The member is using
Blenrep (belantamab mafodotin-bimf) as a
single agent.
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BLINCYTO The member is Relapsed or refractory B-cell acute Licensed Plan Year
taking lymphoblastic leukemia (ALL): The Practitioner Duration

concomitant
tyrosine kinase
inhibitors (TKIs).

member has a diagnosis of Philadelphia
chromosome-negative relapsed or
refractory B-cell ALL OR The member has a
diagnosis of Philadelphia chromosome-
positive (Ph+) ALL that is refractory to
tyrosine kinase inhibitor therapy (e.g.
imatinib, dasatinib, ponatinib) AND
Blincyto (blinatumomab) will be used as
monotherapy. MRD-positive B-cell
Precursor Acute Lymphoblastic Leukemia
(ALL). The member has a diagnosis of B-
cell precursor acute lymphoblastic
leukemia (ALL) AND The member is in
either first or second complete remission
AND The member has minimal residual
disease (MRD).
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BLOOD Self-Monitoring of Blood Glucose by Licensed Plan Year
GLUCOSE Meter and Test Strips: A non-preferred Practitioner Duration
MONITORING meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

BLOOD Self-Monitoring of Blood Glucose by Licensed Plan Year
GLUCOSE Meter and Test Strips: A non-preferred Practitioner Duration
TEST meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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BLOOD- Self-Monitoring of Blood Glucose by Licensed Plan Year
GLUCOSE Meter and Test Strips: A non-preferred Practitioner Duration
METER meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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BORTEZOMIB The member has | Mantle Cell Lymphoma (MCL):The Licensed Plan Year
experienced member has a diagnosis of Mantle Cell Practitioner Duration

disease
progression while
on bortezomib.

Lymphoma(MCL). Multiple Myeloma. The
member has a diagnosis of Multiple
Myeloma. Waldenstréom’s
Macroglobulinemia. The member has a
diagnosis of Waldenstrom’s
macroglobulinemia AND Velcade
(bortezomib) is being used for primary
therapy, therapy for previously treated
disease that does not respond to primary
therapy or progressive or relasped disease
AND Velcade (bortezomib) is being used
as monotherapy in combination with
Dexamethasone or in combination with
Rituxan (rituximab)
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BOSENTAN The member is Pulmonary Arterial Hypertension (PAH). Licensed Plan year
concomitantly The member has a diagnosis of pulmonary Practitioner duration
taking arterial hypertension (WHO Group |)
cyclosporine-A or | confirmed by right heart catheterization.
glyburide. The
member is
concomitantly
taking endothelin
receptor
antagonist (e.g.,

Letairis, Opsumit).

BOSULIF Members on Chronic Myelogenous Leukemia. The Licensed Plan Year
concomitant member has a diagnosis of Philadelphia Practitioner Duration
tyrosine kinase chromosome positive chronic myeloid
inhibitors.Member |leukemia (CML) AND One of the following
s that have applies: The member has accelerated or
experienced blast phase CML OR For members with
disease newly diagnosed chronic phase CML, one
progression while |of the following applies: Intermediate- or
on Bosulif high-risk score for disease progression
(bosutinib). and has contraindication to, intolerance

to, or unable to achieve treatment goals
with Sprycel (dasatinib) OR Low risk score
for disease progression and has
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contraindication to, intolerance to, or
unable to achieve treatment goals with
imatinib and Sprycel (dasatinib) OR
Documented mutation of E255K/V,
F317L/V/1/C, F359V/C/I, T315A, or Y253H
OR For members with a diagnosis of
chronic phase CML that has received
previous treatment one of the following
applies: Intermediate- or high-risk score
for disease progression and has
contraindication to, intolerance to, or
unable to achieve treatment goals with
Sprycel (dasatinib) OR Low risk score for
disease progression and has
contraindication to, intolerance to, or
unable to achieve treatment goals with
Sprycel (dasatinib) OR Documented
mutation of E255K/V, F317L/V/I/C,
F359V/C/l, T315A, or Y253H.

BRAFTOVI

Members on
concomitant
Yervoy
(ipilimumab),
Opdivo

H1019_PHAUMPACriteria2020_C

Melanoma - Unresectable or metastatic.
The member has a diagnosis of
unresectable or stage IV metastatic
melanoma AND The member has a
documented BRAF V600 activating
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Licensed
Practitioner

Six month
durations
or as

determine
d through
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(nivolumab), mutation AND The member will be using clinical
Keytruda Braftovi (encorafenib) in combination with review
(pembrolizumab), |Mektovi (binimetinib). Colorectal Cancer -
Zelboraf [Braftovi (encorafenib) requests only]: The
(vemurafenib), member has documented BRAFV600E
Cotellic(cobimetini | metastatic metastatic colorectal cancer
b), Tafinlar and progressive disease on prior therapy
(dabrafenib), or AND Braftovi (encorafenib) is given in
Mekinist combination with Erbitux (cetuximab).
(trametinib) OR
Members that
have experienced
disease
progression while
on prior anti-
BRAF/MEK

combination
therapy [e.g.
Cotellic
(cobimetinib) with
Zelboraf
(vemurafenib) or
Tafinlar
(dabrafenib) with
Mekinist
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(trametinib)].
BREEZE 2 TEST Self-Monitoring of Blood Glucose by Licensed Plan Year
Meter and Test Strips: A non-preferred Practitioner Duration

STRIPS

meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
BRINEURA Acute CLN2 Disease (Neuronal Ceroid The member must be |Licensed Initial
intraventricular Lipofuscinosis Type 2): The member must |at least 3 years of age |Practitioner auth: 12
access device- have a diagnosis of late infantile CLN2 and older. months.
related disease (neuronal ceroid lipofuscinosis Reauth:
complications type 2) confirmed by tripeptidyl peptidase 24 weeks.

(e.g., leakage,
device failure, or
device-related
infection).
Placement of
ventriculoperitone
al shunts.

1(TPP1)deficiency testing. The member
must not have disease severity
immediately prior to starting Brineura
treatment as defined by a score of less
than 3 in the CLN2 Clinical Rating Scale.
Brineura will be administered by, or under
the direction of a physician
knowledgeable in intraventricular
administration. Reauthorization Criterion:
The member must not have disease
progression while on Brineura treatment
as defined by unreversed (sustained) 2-
category decline or an unreversed score of
0 in the Motor domain of the CLN2 Clinical
Rating Scale at each 24 week treatment
interval after the first 48 weeks of
treatment.
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Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
BRIVIACT Partial-onset seizures. Member must have | Must be 4 years of Licensed Plan Year
a diagnosis of partial-onset seizures. age or older Practitioner Duration
Member has had prior therapy with
levetiracetam AND one of the following:
topiramate, carbamazepine, gabapentin,
divalproex, or lamotrigine.
BROVANA Initiation during Maintenance treatment of Licensed Plan Year
acute bronchoconstriction in chronic Practitioner Duration

deteriorations of
COPD.Concurrent
use with other
medications
containing Long
acting beta 2
(LABA). Asthma, in
the absence of
concurrent
medication
containing inhaled
corticosteroid and
cormorbid COPD
diagnosis.

obstructive pulmonary disease
(COPD),including chronic bronchitis and
emphysema. The member has a diagnosis
of COPD. The member must have previous
treatment with contraindication or
intolerance with Perforomist (formoterol).
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Uses Restrictions | Duration
BRUKINSA The member has [ Mantle cell ymphoma. The member has a Licensed Six month
experienced diagnosis of mantle cell ymphoma AND Practitioner duration
disease The member has received at least one
progression while |prior therapy AND The member will be
on or following a using Brukinsa (zanabrutinib) as
BTK inhibitor (e.g. | monotherapy.
ibrutinib,
acalabrutinib,
zanabrutinib).
BUTALBITAL- The physician has documented the Automatic approval if |Licensed Plan Year
ACETAMINOP- indication for the continued use of the member is less than | Practitioner. |Duration.
CAF-COD HRM (high risk med) and the benefit 65 years of age. Prior
outweighs the potential risk OR the Auth required for age
member is currently taking a protected 65 or older.
medication class (i.e., antidepressants,
antipsychotics, anticonvulsants).

H1019 PHAUMPACriteria2020_C Updated 12/2020 Page 70 of 680



CarePlus

HEALTH PLANS

2020 Super National-5 MAPD CarePlus

Prior Authorization Criteria
Effective 12/01/2020

acquired thrombotic thrombocytopenic
purpura (aTTP) AND member has
achieved a normalized platelet count
following plasma exchange (PEX) in
combination with Cablivi (caplacizumab-
vhdp) and immunosuppresive therapy
(e.g. rituximab) during inpatient
treatment of TTP. Reauthorization:
member continues to have evidence of
ongoing disease (e.g. suppressed or
unstable ADAMTS13 levels) AND member
is still currently receiving therapy AND
member has had 2 or fewer recurrences
while actively receiving Cablivi.

Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
CABLIVI Acquired Thrombotic Thrombocytopenic |[Member must be 18 |Licensed 3 months
Purpura: Member has a diagnosis of years of age or older. |Practitioner duration
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Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
CABOMETYX Member Renal cell carcinoma:The member has Licensed Six
experiences advanced renal cell carcinoma AND the Practitioner months
disease member will be using Cabomtyx duration
progression on (cabozanitinib) as monotherapy.
cabozantinib. Hepatocellular carcinoma. The member
has a diagnosis of hepatocellular
carcinoma AND The member has been
previously treated with Nexavar
(sorafenib) AND Cabometyx
(cabozantinib) will be given as
monotherapy.
CALQUENCE The member has | Mantle Cell Lymphoma: The member had Licensed 6 months
experienced a diagnosis of mantle cell ymphoma AND Practitioner. |duration.
disease the member has received at least one
progression while |prior therapy AND the member will be
on or following a using Calquence (acalabrutinib) as
BTK inhibitor (e.g. | monotherapy. Chronic lymphocytic
ibrutinib, leukemia (CLL) / Small lymphocytic
acalabrutinib). lymphoma (SLL): member has a diagnosis
of chronic lymphocytic leukemia (CLL) or
small lymphocytic lymphoma (SLL).
CAPECITABINE Members with Colon/Colorectal Cancer.The member has Licensed Plan Year |Neuroendocrine Tumors of
severe renal a diagnosis of Stage Il, Stage Ill or Practitioner Duration |Pancreas. The member has
impairment metastatic colorectal cancer (colon or unresectable locoregional
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Off-Label
Uses
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Required Medical Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Other Criteria

(creatinine
clearance less than
30mL/min).
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rectal cancer). Breast Cancer.The member
has a diagnosis of recurrent or metastatic
breast cancer AND The member is using
Xeloda (capecitabine) as a single agent or
in combination with one of the following
agents: trastuzumab product, Taxotere
(docetaxel), Tykerb (lapatinib ditosylate)
OR the member has metastatic or
advanced breast cancer and all of the
following apply: member has documented
HER2 positive disease AND the member
has received two or more prior anti-HER2
based regimens in the metastatic setting
AND Nerlynx is given in combination with
capecitabine OR The member has
metastatic or advanced unresectable HER
2 positive breast cancer (inclusive of brain
metastases) and all of the following apply:
Member has received one or more prior
anti-HER2 based regimen in the
metastatic setting Capecitabine is given in
combination with trastuzumab product
and Tukysa (tucatinib) as subsequent
therapy. Central Nervous System Cancer.
The member has brain metastases

Updated 12/2020

disease or distant metastatic
disease and the member is
experiencing with symptoms,
clinically significant tumor
burden, or significant
progression and the member
will be using Xeloda
(capecitabine) in combination
with Temodar
(temozolomide). Ovarian
Cancer. The member is using
as single-agent therapy for
persistense disease or
recurrence.Pancreatic
adenocarcinoma. The
member has a diagnosis of
pancreatic adenocarcinoma.
Head and Neck Cancers:The
member is using Xeloda
(capecitabine) for recurrent,
unresectable, or metastatic
head and neck cancer. Anal
Cancer. The member has a
diagnosis of anal carcinoma
and Xeloda (capecitabine) is
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Drug Name

Off-Label
Uses

Exclusion Criteria

Required Medical Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Other Criteria

associated with primary tumor (breast)
and one of the following conditions
applies: Recurrent disease (limited
disease), or Recurrent stable systemic
disease (multiple lesions). Esophageal
Cancer. The member has a diagnosis of
cancer of the distal esophagus or
gastroesophageal junction. Gastric
Cancer. The member is using Xeloda
(capecitabine) as therapy for locoregional
or advanced/metastatic gastric cancer.
Hepatobiliary Cancers. The member has a
diagnosis of hepatobiliary cancer and
Xeloda (capecitabine) will be used as
single agent or in combination with
gemcitabine, oxaliplatin, or cisplatin for
one of the following conditions: Primary
treatment for unresectable or metastatic
disease or in concurrent chemoradiation.

being given in combination
with mitomycin as concurrent
chemoradiation.
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Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration

CAPLYTA Dementia-related |Schizophrenia. The member must have a | The member must be Plan Year
psychosis (in the diagnosis of schizophrenia AND The 18 years of age or Duration
absence of an member must have documentation of older.
approvable prior therapy, intolerance, or
diagnosis), for contraindication to at least two of the
member 65 years |following: risperidone or olanzapine or
of age or older. guetiapine or ziprasidone or aripiprazole.

CAPRELSA Members on Thyroid Cancer. The member has a Licensed 3 months
concomitant diagnosis of locally advanced or Practitioner duration
tyrosine kinase metastatic medullary thyroid cancer AND
inhibitors. The member has symptomatic or
Members that progressive disease OR the member has a
have experienced [diagnosis of symptomatic iodine
disease refractory follicular carcinoma or Hurthle
progression while |cell carcinoma or papillary carcinoma AND
on Vandetanib. unresectable recurrent or persistent

locoregional disease or metastatic
disease.

CARAC Member must have a previous treatment, Licensed plan year

intolerance or contraindication to an AB- Practitioner
rated generic equivalent product.
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Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
CARBAGLU The member has acute or chronic Licensed Plan Year
hyperammonemia due to the deficiency Practitioner Duration.
of hepatic enzyme N-acetylglutamate
synthase (NAGS).
CARESENS N Self-Monitoring of Blood Glucose by Licensed Plan Year

Meter and Test Strips: A non-preferred Practitioner Duration
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
CARESENS N Self-Monitoring of Blood Glucose by Licensed Plan Year
TEST STRIPS Meter and Test Strips: A non-preferred Practitioner Duration

meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

CARESENS N Self-Monitoring of Blood Glucose by Licensed Plan Year
VOICE Meter and Test Strips: A non-preferred Practitioner Duration
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge
Uses Restrictions | Duration

CARETOUCH Self-Monitoring of Blood Glucose by Licensed Plan Year
GLUCOSE Meter and Test Strips: A non-preferred Practitioner Duration
MONITORING meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

Other Criteria

CARETOUCH Self-Monitoring of Blood Glucose by Licensed Plan Year
KETONE- Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE meter and test strips for self-monitoring
MONIT of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration

CARETOUCH Self-Monitoring of Blood Glucose by Licensed Plan Year

TEST STRIP Meter and Test Strips: A non-preferred Practitioner Duration
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

CAYSTON Patients with a Cystic Fibrosis. The member must have a | Must be 7 years of Licensed Plan Year
forced expiratory |diagnosis of cystic fibrosis (CF). The age or older. Practitioner duration
volume in one member is colonized with Pseudomonas
second (FEV1) less [aeruginosa. The member must have a
than 25% or short or long-acting beta-agonist
greater than 75% | bronchodilator (e.g. albuterol or
predicted. Patients | formoterol), and will be utilized prior to
colonized with Cayston.

Burkholderia
cepacia.
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CERDELGA Concurrent use of |Type 1 Gaucher’s disease:The member Licensed Plan Year
a strong or has a diagnosis of type 1 Gaucher’s Practitioner Duration
moderate CYP2D6 |disease AND Member is a CYP2D6 poor
inhibitor (eg. metabolizer (PM), extensive metabolizer
paroxetine, (EM), or intermediate metabolizer (IM) as
terbinafine) and a | confirmed by an FDA-approved genetic
strong or test.
moderate CYP3A
inhibitor (eg.

ketoconazole,
fluconazole) in
patients who are
EMs or
IMs.Concurrent
use of a strong
CYP3A inhibitor in
patients who are
IMs or PMs (eg.
ketoconazole).

H1019 PHAUMPACriteria2020_C Updated 12/2020 Page 80 of 680



2020 Super National-5 MAPD CarePlus
Prior Authorization Criteria
Effective 12/01/2020

CarePlus

HEALTH PLANS

confirmed by two
consecutive single
doses of dye OR
Radiopaque
(calcified) stones
OR Pregnancy OR
Patients with
known hepatocyte
dysfunction OR
Patients with
biliary tract disease
including bile
ductal

H1019_PHAUMPACriteria2020_C

gallbladders AND the member is not a
candidate for laparoscopic
cholecystectomy AND the member must
have had previous treatment with,
contraindication, or intolerance to
ursodiol.

Updated 12/2020

Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
CEREZYME Cerezyme (imiglucerase) will require prior Licensed Plan Year
authorization. These agents may be Practitioner Duration
considered medically necessary when the
following criteria are met: Confirmed
diagnosis of Type 1 Gaucher disease,
resulting in one or more of the following
conditions: Anemia, Thrombocytopenia,
Bone disease, Hepatomegaly,
Splenomegaly.
CHENODAL A nonvisualizing The member has a diagnosis of Licensed Plan year
gallbladder radiolucent gallstones in well-opacifying Practitioner duration
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Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Other Criteria

abnormalities such
as inrahepatic
cholestasis,
primary biliary
cirrhosis, or
sclerosing
cholangitis OR
Patients with
gallstone
complications or
gallbladder disease
necessitating
surgery due to
unremitting acute
cholecystitis,
cholangitis, biliary
obstruction,
gallstone
pancreatitis, or
biliary-Gl fistula.
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Uses Restrictions | Duration
CHOICEDM Self-Monitoring of Blood Glucose by Licensed Plan Year
CLARUS Meter and Test Strips: A non-preferred Practitioner Duration
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
CHOLBAM Bile acid synthesis disorders due to single Licensed Initial
enzyme defects initial review: The Practitioner authorizat
member must have a diagnosis of bile acid ion: 3
synthesis disorders (BASDs) due to single months.
enzyme defects confirmed by Fast Atom Continuati
Bombardment lonization analysis (FAB- on of
MS) (e.g. 3B8-hydroxy- ?5-C27-steroid Therapy:
oxidoreductase (3-HSD)deficiency, ?4-3- Plan Year
oxosteroid 5B-reductase (AKR1D1) Duration.

deficiency, cerebrotendinous
xanthomatosis (CTX), or 2-[or a-]
methylacyl-CoA racemase (AMACR)
deficiency). Adjunctive treatment of
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Prescriber
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Other Criteria

peroxisomal disorders: The member must
have a diagnosis of a peroxisomal disorder
(PD) confirmed by Fast Atom
Bombardment lonization analysis (FAB-
MS), including: Zellweger Syndrome or
Neonatal Adrenoleukodystrophy or
Generalized Peroxisomal Disorder or
Refsum Disease or Peroxisomal disorder
of unknown type) AND The member must
have signs and symptoms of liver disease
(e.g. jaundice, hepatomegaly, dark urine,
discolored stools), steatorrhea or
complications from decreased fat soluble
vitamin absorption. Continuation of
therapy: The member must show
improvement in liver function within 3
months of the start of treatment without
complete biliary obstruction: Alanine
transaminase (ALT) or aspartate
transaminase (AST) values reduced to less
than 50 U/L or baseline levels reduced by
80% AND Total bilirubin values reduced to
less than or equal to 1 mg/dL.
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Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
CHORIONIC Obesity, Female or Licensed Plan Year
GONADOTRO male infertility, Practitioner Duration
PIN, HUMAN Erectile
Dysfunction,
Precocious
puberty, Prostatic
carcinoma or other
androgen-
dependent
neoplasm.
CLEVER CHEK Self-Monitoring of Blood Glucose by Licensed Plan Year
BLOOD Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

H1019_PHAUMPACriteria2020_C

Updated 12/2020

Page 85 of 680




2020 Super National-5 MAPD CarePlus

CarePlus

HEALTH PLANS Effective 12/01/2020
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CLEVER CHEK Self-Monitoring of Blood Glucose by Licensed Plan Year
BLOOD Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE meter and test strips for self-monitoring
SYST of blood glucose (i.e. fingerstick testing) is

deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

CLEVER Self-Monitoring of Blood Glucose by Licensed Plan Year
CHOICE Meter and Test Strips: A non-preferred Practitioner Duration
BLOOD GLUC meter and test strips for self-monitoring

SYS of blood glucose (i.e. fingerstick testing) is

deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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Drug Name

Off-Label
Uses

Exclusion Criteria

Required Medical Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Other Criteria

CLEVER
CHOICE
GLUCOSE
MONITOR

Self-Monitoring of Blood Glucose by
Meter and Test Strips: A non-preferred
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

Licensed
Practitioner

Plan Year
Duration

CLEVER
CHOICE
MICRO

Self-Monitoring of Blood Glucose by
Meter and Test Strips: A non-preferred
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

Licensed
Practitioner

Plan Year
Duration
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Other Criteria

CLEVER Self-Monitoring of Blood Glucose by Licensed Plan Year
CHOICE Meter and Test Strips: A non-preferred Practitioner Duration
MICRO TEST meter and test strips for self-monitoring
STRIP of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

CLEVER Self-Monitoring of Blood Glucose by Licensed Plan Year
CHOICE PRO Meter and Test Strips: A non-preferred Practitioner Duration
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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CLEVER Self-Monitoring of Blood Glucose by Licensed Plan Year
CHOICE TALK Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE SYS meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

CLEVER Self-Monitoring of Blood Glucose by Licensed Plan Year
CHOICE TALK Meter and Test Strips: A non-preferred Practitioner Duration
TEST meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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CLEVER Self-Monitoring of Blood Glucose by Licensed Plan Year
CHOICE TEST Meter and Test Strips: A non-preferred Practitioner Duration
STRIPS meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

CLEVER Self-Monitoring of Blood Glucose by Licensed Plan Year
CHOICE Meter and Test Strips: A non-preferred Practitioner Duration
VOICE+ TEST meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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CLINDAGEL Member has a diagnosis of acne vulgaris Licensed Plan Year
AND has had previous treatment or Practitioner Duration
intolerance with two of the following
topical products: adapalene 0.1% gel,
clindamycin gel (generic Ceocin-T gel)/
lotion/solution or erythromycin
pledgets/solution.
CLINDAMYCIN Member has a diagnosis of acne vulgaris Licensed Plan Year
PHOSPHATE AND has had previous treatment or Practitioner Duration
intolerance with two of the following
topical products: adapalene 0.1% gel,
clindamycin gel (generic Ceocin-T gel)/
lotion/solution or erythromycin
pledgets/solution.
CLOBAZAM Lennox-Gastaut Syndrome. Member has | Member is 2 years of |Licensed Plan Year
diagnosis of seizures associated with LGS. |age or older Practitioner Duration
CLOMIPRAMI The physician has documented the Automatic approval if |Licensed Plan Year
NE indication for the continued use of the member is less than | Practitioner. |Duration.
HRM (high risk med) and the benefit 65 years of age. Prior
outweighs the potential risk OR the Auth required for age
member is currently taking a protected 65 or older.
medication class (i.e., antidepressants,
antipsychotics, anticonvulsants).
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CLOZAPINE Dementia-related |The member must be using clozapine Licensed Plan Year
psychosis (in the orally disintegrating tablet for treatment- Practitioner Duration
absence of an resistant schizophrenia.The member must
approvable have had prior therapy or intolerance to
diagnosis), for generic clozapine.
member 65 years
of age or older.
COAGADEX Licensed Plan Year
Practitioner Duration
COMETRIQ The member has | Metastatic Medullary Thyroid Carcinoma. Licensed six month
experienced The member has a diagnosis of Practitioner |duration
disease progressive, metastatic medullary thyroid

progression while |[carcinoma MTC.
on Cometriq
(cabozantinib).
Members on
concomitant
tyrosine kinase
inhibitors.
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CONTOUR Self-Monitoring of Blood Glucose by Licensed Plan Year
METER Meter and Test Strips: A non-preferred Practitioner Duration

meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

CONTOUR Self-Monitoring of Blood Glucose by Licensed Plan Year
NEXT EZ Meter and Test Strips: A non-preferred Practitioner Duration
METER meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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CONTOUR Self-Monitoring of Blood Glucose by Licensed Plan Year
NEXT LINK Meter and Test Strips: A non-preferred Practitioner Duration

meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

CONTOUR Self-Monitoring of Blood Glucose by Licensed Plan Year
NEXT LINK 2.4 Meter and Test Strips: A non-preferred Practitioner Duration
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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CONTOUR Self-Monitoring of Blood Glucose by Licensed Plan Year
NEXT METER Meter and Test Strips: A non-preferred Practitioner Duration

meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

CONTOUR Self-Monitoring of Blood Glucose by Licensed Plan Year
NEXT ONE Meter and Test Strips: A non-preferred Practitioner Duration
METER meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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CONTOUR Self-Monitoring of Blood Glucose by Licensed Plan Year
NEXT TEST Meter and Test Strips: A non-preferred Practitioner Duration
STRIPS meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

CONTOUR Self-Monitoring of Blood Glucose by Licensed Plan Year
TEST STRIPS Meter and Test Strips: A non-preferred Practitioner Duration
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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CONTRAVE Weight Management:Upon initiation of 18 years or older Licensed Plan Year
treatment with obesity medication, Body Practitioner Duration
Mass Index (BMI) is at Least 30 kg/m?2
(obese) OR 27 kg/m2 (overweight) in the
presence of at least one weight-related
comorbid condition (e.g., hypertension,
dyslipidemia, type 2 diabetes). Member
will be evaluated by prescribing physician
to determine if at least 5% of baseline
body weight has been lost at 12 weeks
and at least every 6 months thereafter for
continued treatment with obesity
medication.

CONTROL AST Self-Monitoring of Blood Glucose by Licensed Plan Year
MONITORING Meter and Test Strips: A non-preferred Practitioner Duration
SYSTEM meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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COOL BLOOD Self-Monitoring of Blood Glucose by Licensed Plan Year
GLUCOSE Meter and Test Strips: A non-preferred Practitioner Duration
METER meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

CcooL Self-Monitoring of Blood Glucose by Licensed Plan Year
GLUCOSE Meter and Test Strips: A non-preferred Practitioner Duration
TEST STRIP meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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COPAXONE The member has a diagnosis of a relapsing Licensed Plan Year
form of multiple sclerosis OR has Practitioner Duration
experienced a first clinical episode and has
MRI features consistent with multiple
sclerosis.

COPIKTRA The member has | Chronic lymphocytic leukemia. The Licensed 6 months
experienced member has a diagnosis of chronic Practitioner |duration.
disease lymphocytic leukemia (CLL) or small
progression while |lymphocytic lymphoma (SLL) AND the
on or following a member has relapsed or refractory
PI3K inhibitor (e.g. |disease AND The member will be using
idelalisib, Copiktra (duvelisib) as monotherapy.
copanlisib, Follicular lymphoma. The member has a
duvelisib). diagnosis of follicular lymphoma AND The

member has relapsed or refractory
disease after at least two prior therapies
AND The member will be using Copiktra
(duvelisib) as monotherapy.
CORIFACT Licensed Plan Year
Practitioner Duration

CORLANOR Acute Heart Failure:The member must have a Licensed Plan year
decompensated diagnosis of NYHA Class Il, I, or IV heart Practitioner duration
heart failure, Sick | failure AND Documentation of left
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sinus syndrome,
sinoatrial block or
3rd degree
atrioventricular
block unless a
functioning
demand
pacemaker is
present, Severe
hepatic
impairment, Heart
rate maintained
exclusively by
pacemaker,Strong
CYP3A4 inhibitors.

H1019_PHAUMPACriteria2020_C

ventricular ejection fraction less than or
equal to 35% AND The member must be
in sinus rhythm with a resting heart rate
greater than or equal to 70 beats per
minute AND Documentation of blood
pressure greater than or equal to 90/50
mmHg AND Documentation of previous
treatment, intolerance, or
contraindication to maximally tolerated
doses of at least one beta-blocker (e.g.,
carvedilol 50 mg daily, metoprolol 200 mg
daily, or bisoprolol 10 mg daily). Heart
Failure (Pediatric Patients) - The member
must have a diagnosis of NYHA Class 11, 111,
or IV heart failure AND Documentation of
left ventricular ejection fraction less than
or equal to 45% AND The member has
been clinically stable for at least 4 weeks
and on optimized medical therapy AND
The member is in sinus rhythm AND The
member is 6 to 12 months of age and has
a resting heart rate of greater than or
equal to 105 beats per minute OR The
member is 1 to less than 3 years of age
and has a resting heart rate of greater
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than or equal to 95 beats per minute OR
The member is 3 to less than 5 years of
age and has a resting heart rate of greater
than or equal to 75 beats per minute OR
The member is greater than 5 years of age
and has a resting heart rate of greater
than or equal to 70 beats per minute.

COSENTYX

Combination
therapy with other
biologics (e.g.
Humira, Kevzara
and Remicade).

H1019_PHAUMPACriteria2020_C

Moderate to severe chronic plaque
psoriasis: The member has a diagnosis of
moderate to severe plaque psoriasis AND
The member has had prior therapy with or
intolerance to a single conventional oral
systemic treatment (e.g. acitretin,
methotrexate, cyclosporine), or
contraindication to all conventional oral
systemic treatments. Psoriatic Arthritis:
The member has a diagnosis of active
psoriatic arthritis AND The member has
had prior therapy, contraindication, or
intolerance with a non-steroidal anti-
inflammatory drug (NSAID) (e.g.
ibuprofen, meloxicam, naproxen) AND
The member has had prior therapy with or
intolerance to a single DMARD (e.g.

Member must be 18
years of age or older.

Updated 12/2020

Licensed
Practitioner

Plan year
duration
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methotrexate, sulfasalazine,
hydroxychloroquine, leflunomide) or
contraindication to all DMARDs. Active
akylosing spondylitis: The member has a
diagnosis of active ankylosing spondylitis
AND the member has had prior therapy,
contraindication, or intolerance with a
non-steroidal anti-inflammatory drug
(NSAID) (e.g. ibuprofen, meloxicam,
naproxen). Non-radiographic Axial
Spondyloarthritis: The member has a
diagnosis of non-radiographic axial
spondyloarthritis with signs of
inflammation AND the member has had
prior therapy, contraindication, or
intolerance with a nonsteroidal anti-
inflammatory drug (NSAID) (e.g.
ibuprofen, meloxicam, naproxen).

COSENTYX (2
SYRINGES)

Combination
therapy with other
biologics (e.g.
Humira, Kevzara
and Remicade).

H1019_PHAUMPACriteria2020_C

Moderate to severe chronic plaque
psoriasis: The member has a diagnosis of
moderate to severe plague psoriasis AND

The member has had prior therapy with or

intolerance to a single conventional oral
systemic treatment (e.g. acitretin,

Member must be 18
years of age or older.

Updated 12/2020
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Practitioner

Plan year
duration
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methotrexate, cyclosporine), or
contraindication to all conventional oral
systemic treatments. Psoriatic Arthritis:
The member has a diagnosis of active
psoriatic arthritis AND The member has
had prior therapy, contraindication, or
intolerance with a non-steroidal anti-
inflammatory drug (NSAID) (e.g.
ibuprofen, meloxicam, naproxen) AND
The member has had prior therapy with or
intolerance to a single DMARD (e.g.
methotrexate, sulfasalazine,
hydroxychloroquine, leflunomide) or
contraindication to all DMARDs. Active
akylosing spondylitis: The member has a
diagnosis of active ankylosing spondylitis
AND the member has had prior therapy,
contraindication, or intolerance with a
non-steroidal anti-inflammatory drug
(NSAID) (e.g. ibuprofen, meloxicam,
naproxen). Non-radiographic Axial
Spondyloarthritis: The member has a
diagnosis of non-radiographic axial
spondyloarthritis with signs of
inflammation AND the member has had
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prior therapy, contraindication, or
intolerance with a nonsteroidal anti-
inflammatory drug (NSAID) (e.g.
ibuprofen, meloxicam, naproxen).

COSENTYX Combination Moderate to severe chronic plaque Member must be 18 |Licensed Plan year

PEN therapy with other | psoriasis: The member has a diagnosis of |years of age or older. |Practitioner duration

biologics (e.g.
Humira, Kevzara
and Remicade).

H1019_PHAUMPACriteria2020_C

moderate to severe plaque psoriasis AND
The member has had prior therapy with or
intolerance to a single conventional oral
systemic treatment (e.g. acitretin,
methotrexate, cyclosporine), or
contraindication to all conventional oral
systemic treatments. Psoriatic Arthritis:
The member has a diagnosis of active
psoriatic arthritis AND The member has
had prior therapy, contraindication, or
intolerance with a non-steroidal anti-
inflammatory drug (NSAID) (e.g.
ibuprofen, meloxicam, naproxen) AND
The member has had prior therapy with or
intolerance to a single DMARD (e.g.
methotrexate, sulfasalazine,
hydroxychloroquine, leflunomide) or
contraindication to all DMARDs. Active
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akylosing spondylitis: The member has a
diagnosis of active ankylosing spondylitis
AND the member has had prior therapy,
contraindication, or intolerance with a
non-steroidal anti-inflammatory drug
(NSAID) (e.g. ibuprofen, meloxicam,
naproxen). Non-radiographic Axial
Spondyloarthritis: The member has a
diagnosis of non-radiographic axial
spondyloarthritis with signs of
inflammation AND the member has had
prior therapy, contraindication, or
intolerance with a nonsteroidal anti-
inflammatory drug (NSAID) (e.g.
ibuprofen, meloxicam, naproxen).

COSENTYX
PEN (2 PENS)

Combination
therapy with other
biologics (e.g.
Humira, Kevzara
and Remicade).

H1019_PHAUMPACriteria2020_C

Moderate to severe chronic plaque
psoriasis: The member has a diagnosis of
moderate to severe plague psoriasis AND

The member has had prior therapy with or

intolerance to a single conventional oral
systemic treatment (e.g. acitretin,
methotrexate, cyclosporine), or
contraindication to all conventional oral
systemic treatments. Psoriatic Arthritis:

Member must be 18
years of age or older.

Updated 12/2020
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Practitioner

Plan year
duration
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The member has a diagnosis of active
psoriatic arthritis AND The member has
had prior therapy, contraindication, or
intolerance with a non-steroidal anti-
inflammatory drug (NSAID) (e.g.
ibuprofen, meloxicam, naproxen) AND
The member has had prior therapy with or
intolerance to a single DMARD (e.g.
methotrexate, sulfasalazine,
hydroxychloroquine, leflunomide) or
contraindication to all DMARDs. Active
akylosing spondylitis: The member has a
diagnosis of active ankylosing spondylitis
AND the member has had prior therapy,
contraindication, or intolerance with a
non-steroidal anti-inflammatory drug
(NSAID) (e.g. ibuprofen, meloxicam,
naproxen). Non-radiographic Axial
Spondyloarthritis: The member has a
diagnosis of non-radiographic axial
spondyloarthritis with signs of
inflammation AND the member has had
prior therapy, contraindication, or
intolerance with a nonsteroidal anti-
inflammatory drug (NSAID) (e.g.
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ibuprofen, meloxicam, naproxen).
COTELLIC Members on Melanoma: The member has a diagnosis Licensed 6 Months
Cotellic as a single |of unresectable or stage IV metastatic Practitioner Duration

agent.Members on
concomitant
Yervoy
(ipilimumab),
Opdivo
(nivolumab),
Keytruda(pembroli
zumab), Tafinlar
(dabrafenib),
Mekinist
(trametinib),
Braftovi
(encorafenib), or
Mektovi
(binimetinib).
Members that
have experienced
disease
progression while
on Cotellic.
Members that

H1019_PHAUMPACriteria2020_C

melanoma AND The member has a
documented BRAF V600 activating
mutation AND The member will be using
Cotellic (cobimetinib) in combination with
Zelboraf(vemurafenib).
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have experienced
disease
progression while
on prior anti-
BRAF/MEK

combination
therapy [e.g.
Cotellic
(cobimetinib) with
Zelboraf
(vemurafenib) or
Tafinlar
(dabrafenib) with
Mekinist
(trametinib)].
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CRESEMBA Familial short QT | Invasive Aspergillosis and Invasive Licensed plan year
syndrome. Mucormycosis: Member must have Practitioner duration
Coadministration |diagnosis of invasive aspergillosis or
with strong invasive mucormycosis.

CYP3A4 inhibitors,
such as
ketoconazole or
high dose ritonavir.
Coadministration
with strong
CYP3A4 inducers,
such as rifampin,
carbamazepine,
St.John’s wort, or
long acting
barbiturates.

CRYSVITA Oral phospate X-Linked Hypophosphatemia (XLH) — Initial [ XLH: Member must Licensed Initial
within one week of | approval: Member must have diagnosis of |be 6 months of age or | Practitioner auth: 4
starting Crysvita XLH supported by both of the following: older. TIO: Member months
(burosumab) Serum fibroblast growth factor 23 (FGF23) | must be 2 years of duration.
therapy. Vitamin D |level greater than 30 pg/mL OR a positive |age or older. Continuati
analogs within one | PHEX test AND a reduction in the ratio of on of
week or starting the maximum rate of tubular phosphate therapy:
Crysvita therapy. reabsorption to the glomerular filtration Plan Year
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Serum phosphorus |rate (TmP/GFR). Member must have Duration

levels within or
above normal
range for age.
Severe renal
impairment or end
stage renal
disease.

H1019_PHAUMPACriteria2020_C

clinical signs and symptoms of XLH (e.g.
rickets, growth impairment,
musculoskeletal pain, fractures).
Continuation of therapy: Member must
have been previously treated with Crysvita
(burosumab). Member has experienced
improvement in serum phosphorous
concentrations while on Crysvita therapy.
Member has experienced a positive
clinical response (e.g. reduction in
musculoskeletal pain, improvement in
skeletal deformities, reduction in
fractures, linear growth). Tumor-Induced
Osteomalacia (TIO) - Initial Approval: The
member must have a diagnosis of FGF23-
related hypophosphatemia in tumor-
induced osteomalacia supported by BOTH
of the following: Serum fibroblast growth
factor 23 (FGF23) level of greater than 30
pg/mL AND A reduction in the ratio of the
maximum rate of tubular phosphate
reabsorption to the glomerular filtration
rate (TmP/GFR) AND The disease must be
associated with phosphaturic
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mesenchymal tumors AND The disease
cannot be curatively resected or localized
AND The member must have clinical signs
and symptoms of TIO (muscle weakness,
skeletal weakness, muscle pain, fatigue,
hypophosphatemia Tumor-Induced
Osteomalacia (TIO) - Continuation of
Therapy: The member must have been
previously treated with Crysvita
(burosumab) AND The member has
experienced an increase in serum
phosphorus from baseline while on
Crysvita (burosumab) AND The member
has experienced a positive clinical
response (e.g. reduction in muscle
weakness, muscle pain, fatigue, etc)

CYCLOBENZAP
RINE

The physician has documented the
indication for the continued use of the
HRM (high risk med) and the benefit
outweighs the potential risk OR the
member is currently taking a protected
medication class (i.e., antidepressants,
antipsychotics, anticonvulsants).

Automatic approval if
member is less than
65 years of age. Prior
Auth required for age
65 or older.

Licensed
Practitioner.

Plan Year
Duration.

CYRAMZA Members that
H1019 PHAUMPACriteria2020_C

Gastric Cancer: The member has a

Updated 12/2020

Licensed

6 months

Hepatocellular Carcinoma:
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have experienced |diagnosis of advanced or metastatic Practitioner |duration |The member has a diagnosis

disease
progression while
on Cyramza
(ramuciruma).

H1019_PHAUMPACriteria2020_C

gastric cancer or gastro-esophageal
adenocarcinoma AND the member has
disease progression or intolerance on or
after prior therapy with platinum-based
and/or fluoropyrimidine-based
chemotherapy AND Cyramza
(ramucirumab) will be used as subsequent
therapy AND will be used as monotherapy
or in combination with paclitaxel. Non-
Small Cell Lung Cancer: member has a
diagnosis of metastatic non-small cell lung
cancer AND The member has disease
progression or intolerance on or following
platinum-based chemotherapy AND For
members with EGFR or ALK genomic
aberrations, the member has disease
progression on FDA-approved therapy for
these aberrations AND will be used in
combo with Docetaxel OR member has
documented epidermal growth factor
receptor (EGFR) exon 19 deletions or exon
21 (L858R) mutations AND is given in
combo with erlotinib as first line therapy.
Colorectal Cancer: member has a

Updated 12/2020

of metastatic or unresectable
hepatocellular carcinoma
AND the member has
received prior treatment with
Nexavar (sorafenib) AND the
member has alpha feta
protein greater than or equal
to 400 ng/ml AND Cyramza
(ramucirumab) will be given
as a single agent as
subsequent therapy.
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diagnosis of unresectable or metastatic
colorectal cancer AND Primary treatment
in combination with irinotecan or FOLFIRI
(fluorouracil, leucovorin calcium, and
irinotecan) for unresectable
metachronuous metastases and previous
treatment with FOLFOX (fluorouracil,
leucovorin calcium, and oxaliplatin) or
CapeOX (capecitabine, oxaliplatin) as
adjuvant therapy has been given OR The
member has disease progression on or
after prior therapy with a bevacizumab
product, oxaliplatin, and a
fluoropyrimidine (e.g. 5-fluorouracil,
capecitabine) AND Cyramza
(ramucirumab) is given in combination
with FOLFIRI (irinotecan, folinic acid,and 5-
fluorouracil) or irinotecan as therapy after
first progression of disease if irinotecan
was not previously given. Esophageal
Cancer: member has a diagnosis of
unresectable locally advanced or
metastatic or recurrent esophageal
adenocarcinoma with an Eastern
Cooperative Oncology Group (ECOG)

Updated 12/2020
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performance status 0-2 AND Cyramza
(ramucirumab) will be used as second line
therapy with or without paclitaxel.
CYSTARAN Cystinosis: The member has a diagnosis of Licensed Plan Year
cystinosis AND The member is using Practitioner Duration
Cystaran (cysteamine ophthalmic
solution) in the treatment of corneal
cystine crystal accumulation.
DALFAMPRIDI History of seizure | Multiple Sclerosis. Member must have a Licensed 6 month
NE disorder. diagnosis of one of the four types of Practitioner duration
Moderate to multiple sclerosis: Relapse Remitting or and then
severe renal Primary Progressive or Secondary reauthoriz
impairment (CrCl Progressive or Progressive Relapsing. ation at
less 50ml/min). Patient must be ambulatory. Initial timed SiX
25-foot walk T25W test or another months
objective measure of gait that provides for plan
evidence of significant walking year
impairment related to multiple sclerosis. duration.

Reauthorization Criteria. Documentation
of improvement in walking using the
T25W test or another objective measure
of gait.
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DARIO BLOOD Self-Monitoring of Blood Glucose by Licensed Plan Year
GLUCOSE Meter and Test Strips: A non-preferred Practitioner Duration
MONITOR meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

Other Criteria

DARIO BLOOD Self-Monitoring of Blood Glucose by Licensed Plan Year
GLUCOSE Meter and Test Strips: A non-preferred Practitioner Duration
TEST STRIP meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

DARZALEX Disease Multiple Myeloma:The member has a Licensed 6 Months
progression while |[diagnosis of multiple myeloma AND The Practitioner Duration
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taking Darzalex
(daratumumab).

H1019_PHAUMPACriteria2020_C

member will be using Darzalex
(daratumumab) for newly diagnosed
disease AND the member is ineligible for
autologous stem cell transplant AND the
member will be using Darzalex
(daratumumab) in combination with
bortezomib, melphalan, and prednisone
OR the member will be using Darzalex in
combination with lenalidomide and
dexamethasone OR the member is eligible
for autologous stem cell transplant AND
the member will be using Darzalex in
combination with bortezomib,
thalidomide, and dexamethasone OR the
member will be using Darzalex
(daratumumab) for relapsed, progressive,
or refractory disease in one of the
following scenarios: The member will be
using Darzalex (daratumumab) in
combination with Pomalyst
(pomalidomide) and dexamethasone AND
the member has received at least two
prior therapies, including lenalidomide
and a proteasome inhibitor (e.g.
bortezomib, carfilzomib, or ixazomib) OR

Updated 12/2020
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The member will be using Darzalex
(daratumumab) in combination with
Velcade (bortezomib) and dexamethasone
OR The member will be using Darzalex
(daratumumab) in combination with
Revlimid (lenalidomide) and
dexamethasone OR The member will be
using Darzalex (daratumumab) as
monotherapy and one of the following
applies: The member has received at least
three prior lines of therapy, which must
have included a proteasome inhibitor (e.g.
bortezomib or carfilzomib) and an
immunomodulatory drug (e.g.
thalidomide, lenalidomide, or
pomalidomide) OR The member is double-
refractory to a proteasome inhibitor (e.g.
bortezomib or carfilzomib) and an
immunomodulatory drug (e.g.
thalidomide, lenalidomide, or
pomalidomide).

DARZALEX
FASPRO

Disease
progression while
taking

H1019_PHAUMPACriteria2020_C

Multiple Myeloma: The member has a
diagnosis of multiple myeloma AND The
member will be using Darzalex

Updated 12/2020

Licensed
Practitioner

6 Months
Duration
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daratumumab.

H1019_PHAUMPACriteria2020_C

(daratumumab) Faspro for newly
diagnosed disease AND the member is
ineligible for autologous stem cell
transplant AND the member will be using
Darzalex Faspro in combination with
bortezomib, melphalan, and prednisone
OR the member will be using Darzalex
Faspro in combination with lenalidomide
and dexamethasone OR the member will
be using Darzalex Faspro for relapsed or
progressive disease in one of the following
scenarios: in combination with Velcade
(bortezomib) and dexamethasone OR in
combination with Revlimid (lenalidomide)
and dexamethasone OR as monotherapy
and one of the following applies: The
member has received at least three prior
lines of therapy, which must have
included a proteasome inhibitor (e.g.
bortezomib or carfilzomib) and an
immunomodulatory drug (e.g.
thalidomide, lenalidomide, or
pomalidomide) OR The member is double-
refractory to a proteasome inhibitor (e.g.
bortezomib or carfilzomib) and an

Updated 12/2020
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immunomodulatory drug (e.g.
thalidomide, lenalidomide, or
pomalidomide).
DAURISMO The member has [Acute Myeloid Leukemia. The member Licensed Six month
experienced has a diagnosis of newly-diagnosed acute Practitioner |duration

disease
progression while
on Daurismo
(glasdegib).

H1019_PHAUMPACriteria2020_C

myeloid leukemia (AML) AND One of the
following applies: The member is age 75
years or older OR The member has
comorbidities that preclude the use of
intensive induction chemotherapy (e.g.
severe cardiac disease, baseline Eastern
Cooperative Oncology Group (ECOG)
performance status of 2, or baseline
serum creatinine greater than 1.3 mg/dL)
AND The member will be using Daurismo
(glasdegib) in combination with low-dose
Cytarabine. Acute Myeloid Leukemia -
Relapsed/Refractory: The member has a
diagnosis of acute myeloid leukemia
(AML) AND The member has relapsed or
refractory disease AND The member will
be using Daurismo (glasdegib) as a
component of repeating the initial
successful induction regimen, if late

Updated 12/2020
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relapse (relapse occurring later than 12
months) AND Daurismo (glasdegib) has
not been administered continuously AND
Daurismo (glasdegib) was not stopped
due to the development of clinical
resistance.

DECITABINE

Concomitant use
with
hypomethylators
(e.g. azacitidine,
decitabine) .
Applies to
azacitidine only:
the member must
not have a
diagnosis of
advanced
malignant hepatic
tumors.

H1019_PHAUMPACriteria2020_C

Myelodysplastic Syndromes.The member
has a diagnosis of myelodysplastic
syndrome AND For requests for
decitabine, the member has
contraindication to, intolerance to, or
unable to achieve treatment goals with
azacitidine AND one of the following
scenarios apply: The member has a
Revised International Prognostic Scoring
System (IPSS-R) of higher risk disease (i.e.
intermediate, high, very high) OR The
member has a Revised International
Prognostic Scoring System (IPSS-R) of
lower risk disease (i.e. very low, low, or
intermediate) AND one of the following
sets of criteria applies: Clinically relevant
thrombocytopenia, neutropenia, or
increased marrow blasts OR Member has

Updated 12/2020

Licensed
Practitioner.

6 months
duration.
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symptomatic anemia AND No 5q deletion
AND Serum erythropoietin levels greater
than 500 mU/mL AND An inadequate
response or intolerance or
contraindication to immunosuppressive
therapy OR Member has Symptomatic
anemia AND Serum erythropoietin levels
less than or equal to 500 mU/mL AND An
inadequate response to erythropoietins
alone or in combination with Revlimid
(lenalidomide) AND An inadequate
response or intolerance or
contraindication to immunosuppressive
therapy OR Member has Symptomatic
anemia AND 5q deletion AND An
inadequate response or intolerance to
Revlimid (lenalidomide) AND Serum
erythropoietin levels greater than 500
mU/mL AND An inadequate response or
intolerance or contraindication to
immunosuppressive therapy.
Myeloproliferative Neoplasms: The
member has a diagnosis of myelofibrosis
(MF)-accelerated phase or MF-blast
phase/acute myeloid leukemia. Acute

Updated 12/2020
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Myelogenous Leukemia (AML). The
member has a diagnosis of AML.

DESIPRAMINE The physician has documented the Automatic approval if |Licensed Plan Year
indication for the continued use of the member is less than | Practitioner. |Duration.
HRM (high risk med) and the benefit 65 years of age. Prior
outweighs the potential risk OR the Auth required for age
member is currently taking a protected 65 or older.
medication class (i.e., antidepressants,
antipsychotics, anticonvulsants).

DIATRUE PLUS Self-Monitoring of Blood Glucose by Licensed Plan Year

BLOOD Meter and Test Strips: A non-preferred Practitioner Duration

GLUCOSE MET

meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

H1019_PHAUMPACriteria2020_C
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DIATRUE PLUS Self-Monitoring of Blood Glucose by Licensed Plan Year
TEST STRIP Meter and Test Strips: A non-preferred Practitioner Duration
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

Other Criteria

DICLOFENAC Topical treatment of acute pain due to Licensed Plan Year
EPOLAMINE minor strains, sprains, and contusions. Practitioner Duration
The patient has a documented
symptomatic acute pain condition. The
member has a trial, intolerance or
conraindication to two prescription
strength nonsteroidal anti-inflammatory
analgesics (e.g. celecoxib, meloxicam,
diclofenac sodium, or naproxen) one of
which must be meloxicam.
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HEALTH PLANS

long-chain fatty acid disorders (e.g. Very
Long-chain acylCoA Dehydrogenase
[VLCAD] deficiency, Carnitine
Palmitoyltransferase 2 [CPT2] deficiency,
Mitochondrial Trifunctional Protein [TFP]
Deficiency, Long-chain 3 hydroxyacylCoA
Dehydrogenase [LCHAD] deficiency) AND
Genetic and/or molecular testing has
been performed to confirm diagnosis (e.g.
positive for pathogenic mutations in CPT2,
ACADVL, HADHA, or HADHB).

-L . N . . . _— i -
Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration

DICLOFENAC Actinic Keratosis:The member has a Licensed Plan year

SODIUM diagnosis of actinic keratosis.The member Practitioner duration
has trial,intolerance, or contraindication
to generic imiquimod 5% cream AND
topical fluorouracil.

DOJOLVI Long-Chain Fatty Acid Oxidation Licensed Plan Year
Disorders: The member has a diagnosis of Practitioner Duration

H1019_PHAUMPACriteria2020_C
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DOXEPIN The physician has documented the Automatic approval if |Licensed Plan Year
indication for the continued use of the member is less than | Practitioner. |Duration.
HRM (high risk med) and the benefit 65 years of age. Prior
outweighs the potential risk OR the Auth required for age
member is currently taking a protected 65 or older.
medication class (i.e., antidepressants,
antipsychotics, anticonvulsants).
DOXORUBICIN Ovarian Cancer: The member has a Licensed 6 months | Non-Hodgkin's lymphoma:
, PEG- diagnosis of persistent or recurrent Practitioner duration |The member has a diagnosis
LIPOSOMAL ovarian cancer and one of the following of T-Cell Leukemia or

H1019_PHAUMPACriteria2020_C

applies: if platinum sensitive, in
combination with carboplatin OR if
platinum resistant, as a single agent or in
combination with bevacizumab product,
in patients who have not previously
received bevacizumab product OR The
member has a diagnosis ovarian cancer
and Liposomal doxorubicin will be used in
combination with carboplatin and one of
the following applies: neoadjuvant
treatment in members who are poor
surgical candidates or low likelihood of
optimal cytoreduction or adjuvant
treatment or primary treatment in

Updated 12/2020

Lymphoma AND Liposomal
doxorubicin is given in
combination with
gemcitabine and vinorelbine
as second line or subsequent
therapy and one of the
following applies: non-
responders for acute
subtypes or prior to
proceeding to transplant OR
The member has diagnosis of
diffuse large B cell ymphoma
AND Liposomal doxorubicin is
given in combination with
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members with incomplete previous
surgery or staging. Breast Cancer: The
member has a diagnosis of recurrent or
metastatic HER-2-negative breast cancer
AND The member has disease progression
after treatment with or intolerance to
anthracycline based therapy. Hodgkin
Lymphoma: The member has a diagnosis
of relapsed or refractory Hodgkin’s
Lymphoma AND The member will be using
liposomal doxorubicin as second-line or
subsequent therapy AND The member
has disease progression after treatment
with or intolerance to anthracycline based
therapy. Kaposi's Sarcoma: The member
has a diagnosis of AlIDS-related Kaposi’s
sarcoma AND One of the following criteria
applies: The member has had prior
treatment, intolerance, or
contraindication to prior systemic
chemotherapy or the member is using
Liposomal doxorubicn as first line therapy.
Multiple Myeloma: The member has a
diagnosis of relapsed or refractory
multiple myeloma AND The member will

Updated 12/2020

RCDOP (rituximab product,
cyclophosphamide,
vincristine and prednisone) in
members with documented
poor ventricular OR The
member has a diagnosis of
Mycosis Fungoides
(MF)/Sezary Syndrome (SS)
and liposomal doxorubicin is
given and one of the
following: primary treatment
OR as combination therapy
with gemcitabine and
vinorelbine prior to
proceeding to transplant OR
The member has a diagnosis
of relapsed or refractory
peripheral T-cell ymphoma
(not otherwise specified or
enteropathy associated Tcell
lymphoma) AND Liposomal
doxorubicin is given as
subsequent therapy in
combination therapy with
gemcitabine and vinorelbine
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be using liposomal doxorubicin in
combination with Velcade.

prior to proceeding to
transplant.

DRIZALMA
SPRINKLE

Major Depressive Disorder, Generalized
Anxiety Disorder, Diabetic Peripheral
Neuropathic Pain, Chronic
Musculoskeletal Pain, Fibromyalgia. The
member has a diagnosis of Major
Depressive Disorder (MDD), Generalized
Anxiety Disorder (GAD), Diabetic
Peripheral Neuropathic Pain (DPNP),
Chronic Musculoskeletal Pain, or
Fibromyalgia (FM). The member has prior
therapy, intolerance, or contraindication
with venlafaxine (IR or ER) AND
duloxetine.

Licensed Plan year
Practitioner duration

DUAVEE

Abnormal uterine
bleeding. Known
or past history of
breast cancer.
Active or past
history of venous
thromboembolism
(e.g. pulmonary
embolism, deep

H1019_PHAUMPACriteria2020_C

Treatment of moderate to severe
vasomotor symptoms associated with
menopause:Diagnosis of moderate to
severe vasomotor symptoms associated
with menopause AND The member must
have had previous treatment, intolerance
or contraindication to a SSRI [e.g.
citalopram, fluoxetine, paroxetine
hydrochloride] or venlafaxine. Prevention

Updated 12/2020

Licensed Plan year
practitioner duration
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Other Criteria

vein thrombosis). |of osteoporosis: For the prevention of
Known estrogen- |osteoporosisin a member who is
dependent postmenopausal AND the member must
neoplasia. Active have had previous treatment, intolerance,
or past history of | or contraindication to either alendronate
arterial or Evista (raloxifene).

thromboembolism
(e.g. stroke and
myocardial
infarction). Duavee
should not be used
in members who
are pregnant or
lactating. Known
hepatic
impairment or liver
disease. Known
protein C, protein
S, or antithrombin
deficiency or other
known
thrombophilic
disorders.
Concurrent use
with estrogens,
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progestins, or
estrogen
agonists/antagonis
ts.
DUPIXENT For asthma Atopic Dermatitis. Initial Review: The Atopic dermatitis: The | Licensed Plan Year |Moderate-to-severe asthma
PEN indication only: member has a diagnosis of moderate to member must be 6 Practitioner Duration |with an eosinophilic

Not for the relief
of acute
bronchospasm or
status
asthmaticus.

H1019_PHAUMPACriteria2020_C

severe Atopic Dermatitis (e.g. erythema
that is pink-red to deep or bright red,
moderate to severe
induration/population, frequent to
incessant itching, frequent to nightly loss
of sleep) AND The member has had
previous treatment, intolerance to, or
contraindication to one high potency
topical corticosteroid (e.g. augmented
betamethasone dipropionate 0.05%,
fluocinonide 0.05%, triamcinolone
acetonide 0.5%) OR one topical
calcineurin inhibitor (i.e. pimecrolimus
cream, tacrolimus) Reauthorization: The
member has had an improvement in
atopic dermatitis symptoms which has
been sustained.

years of age or older.

Chronic rhinosinusitis

with nasal polyposis:

The member must be

18 years of age or
older.

Updated 12/2020

phenotypic or with oral
corticosteroid dependent
asthma. Initial Review: The
member has a diagnosis of
moderate-to-severe asthma
AND The member has an
eosinophilic phenotype,
defined by an elevated
peripheral blood eosinophil
level of: greater than or equal
to 150 cells/ul at therapy
initiation, OR greater than or
equal to 300 cells/uL in the
previous 12 months, OR The
member has oral
corticosteroid-dependent
asthma AND The member has
been unable to achieve
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Other Criteria
Uses

adequate control of asthma
while on maximum tolerated
inhaled corticosteroid
therapy in combination with a
long acting beta agonist (eg
formoterol). Reauthorization.
Member is currently stable on
therapy AND Member will
continue on asthma
controller inhalers: inhaled
corticosteroid with a long-
acting beta2-agonist (e.g.
Flovent HFA/Diskus, Arnuity
Ellipta, Serevent Diskus,
Striverdi Respimat, Advair
Diskus, Breo Ellipta,
Symbicort HFA). Chronic
Rhinosinusitis with Nasal
Polyposis. Initial Review: The
member must have a
diagnosis of Chronic
Rhinosinusitis with Nasal
Polyposis AND Dupixent
(dupilumab) will be used in
conjunction with a daily

H1019 PHAUMPACriteria2020_C Updated 12/2020 Page 130 of 68(




2020 Super National-5 MAPD CarePlus

CarePlus

HEALTH PLANS Effective 12/01/2020

-L . o . . . o i
Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge
Uses Restrictions | Duration

Other Criteria

intranasal corticosteroid
spray AND The member has
been unable to achieve
adequate control of
symptoms with maximum
tolerated intranasal
corticosteroid therapy.
Reauthorization: The member
has had an improvement in
symptoms (e.g. decrease in
nasal congestion, decrease in
polyp size, improvement in
ability to smell) which has
been sustained AND Member
will continue intranasal
corticosteroid spray therapy.

DUPIXENT For asthma Atopic Dermatitis. Initial Review: The Atopic dermatitis: The | Licensed Plan Year |Moderate-to-severe asthma
SYRINGE indication only: member has a diagnosis of moderate to member must be 6 Practitioner Duration |with an eosinophilic

Not for the relief |severe Atopic Dermatitis (e.g. erythema years of age or older. phenotypic or with oral

of acute that is pink-red to deep or bright red, Chronic rhinosinusitis corticosteroid dependent
bronchospasm or | moderate to severe with nasal polyposis: asthma. Initial Review: The
status induration/population, frequent to The member must be member has a diagnosis of
asthmaticus. incessant itching, frequent to nightly loss |18 years of age or moderate-to-severe asthma
of sleep) AND The member has had older. AND The member has an
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previous treatment, intolerance to, or eosinophilic phenotype,
contraindication to one high potency defined by an elevated
topical corticosteroid (e.g. augmented peripheral blood eosinophil
betamethasone dipropionate 0.05%, level of: greater than or equal
fluocinonide 0.05%, triamcinolone to 150 cells/ul at therapy
acetonide 0.5%) OR one topical initiation, OR greater than or
calcineurin inhibitor (i.e. pimecrolimus equal to 300 cells/uL in the
cream, tacrolimus) Reauthorization: The previous 12 months, OR The
member has had an improvement in member has oral
atopic dermatitis symptoms which has corticosteroid-dependent
been sustained. asthma AND The member has

been unable to achieve
adequate control of asthma
while on maximum tolerated
inhaled corticosteroid
therapy in combination with a
long acting beta agonist (eg
formoterol). Reauthorization.
Member is currently stable on
therapy AND Member will
continue on asthma
controller inhalers: inhaled
corticosteroid with a long-
acting beta2-agonist (e.g.
Flovent HFA/Diskus, Arnuity
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Ellipta, Serevent Diskus,
Striverdi Respimat, Advair
Diskus, Breo Ellipta,
Symbicort HFA). Chronic
Rhinosinusitis with Nasal
Polyposis. Initial Review: The
member must have a
diagnosis of Chronic
Rhinosinusitis with Nasal
Polyposis AND Dupixent
(dupilumab) will be used in
conjunction with a daily
intranasal corticosteroid
spray AND The member has
been unable to achieve
adequate control of
symptoms with maximum
tolerated intranasal
corticosteroid therapy.
Reauthorization: The member
has had an improvement in
symptoms (e.g. decrease in
nasal congestion, decrease in
polyp size, improvement in
ability to smell) which has
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of the knee and therapy is limited to the
knee AND The member has had an
inadequate response to conservative
nonpharmacologic treatments such as
education, strengthening and range of
motion exercises, assisted devices, and
weight loss AND The member has had
previous treatment, contraindication, or
intolerance to simple analgesic therapy
(e.g. acetaminophen, NSAID, narcotics,
salicylates), or intraarticular
corticosteroids (e.g. triamcinolone,
methylprednisolone, betamethsaone,
dexamethasone). AND The member has
had previous treatment, contraindication,
or intolerance with Orthovisc AND
Monovisc. Retreatment: There has been
at least six months since the last
treatment cycle. There is objective

Updated 12/2020

Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
been sustained AND Member
will continue intranasal
corticosteroid spray therapy.
DUROLANE Osteoarthritis: The member has Licensed Six month
documented symptomatic osteoarthritis Practitioner |duration
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evidence documented in the medical
record to support significant
improvement in pain and functional status
as a result of viscosupplementation. The
member has had previous treatment,
contraindication, or intolerance with
Orthovisc AND Monovisc.

EASY GLUCO
G2

Self-Monitoring of Blood Glucose by
Meter and Test Strips: A non-preferred
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

Licensed
Practitioner

Plan Year
Duration
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EASY PLUS II Self-Monitoring of Blood Glucose by Licensed Plan Year
BLOOD Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE MET meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

EASY PLUS I Self-Monitoring of Blood Glucose by Licensed Plan Year
TEST Meter and Test Strips: A non-preferred Practitioner Duration
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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EASY STEP Self-Monitoring of Blood Glucose by Licensed Plan Year
Meter and Test Strips: A non-preferred Practitioner Duration

meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

EASY STEP Self-Monitoring of Blood Glucose by Licensed Plan Year
BLOOD Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE meter and test strips for self-monitoring

METER of blood glucose (i.e. fingerstick testing) is

deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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EASY TALK Self-Monitoring of Blood Glucose by Licensed Plan Year
BLOOD Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE meter and test strips for self-monitoring
METER of blood glucose (i.e. fingerstick testing) is

deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

EASY TALK Self-Monitoring of Blood Glucose by Licensed Plan Year
GLUCOSE Meter and Test Strips: A non-preferred Practitioner Duration
TEST meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

H1019 PHAUMPACriteria2020_C Updated 12/2020 Page 138 of 68(



2020 Super National-5 MAPD CarePlus

CarePlus

HEALTH PLANS Effective 12/01/2020
Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
EASY TOUCH Self-Monitoring of Blood Glucose by Licensed Plan Year
GLUCOSE Meter and Test Strips: A non-preferred Practitioner Duration
MONITOR meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

EASY TOUCH Self-Monitoring of Blood Glucose by Licensed Plan Year
TEST STRIP Meter and Test Strips: A non-preferred Practitioner Duration
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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EASY TRAK Self-Monitoring of Blood Glucose by Licensed Plan Year
BLOOD Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE meter and test strips for self-monitoring
METER of blood glucose (i.e. fingerstick testing) is

deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

EASY TRAK Self-Monitoring of Blood Glucose by Licensed Plan Year
GLUCOSE Meter and Test Strips: A non-preferred Practitioner Duration
TEST meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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EASY TRAK I Self-Monitoring of Blood Glucose by Licensed Plan Year
TEST STRIP Meter and Test Strips: A non-preferred Practitioner Duration

meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

EASY-TOUCH Self-Monitoring of Blood Glucose by Licensed Plan Year
BLOOD Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE meter and test strips for self-monitoring

METER of blood glucose (i.e. fingerstick testing) is

deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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EASYGLUCO Self-Monitoring of Blood Glucose by Licensed Plan Year
METER Meter and Test Strips: A non-preferred Practitioner Duration

meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

EASYGLUCO Self-Monitoring of Blood Glucose by Licensed Plan Year
MONITORING Meter and Test Strips: A non-preferred Practitioner Duration
SYSTEM meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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EASYGLUCO Self-Monitoring of Blood Glucose by Licensed Plan Year
PLUS Meter and Test Strips: A non-preferred Practitioner Duration

meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

EASYGLUCO Self-Monitoring of Blood Glucose by Licensed Plan Year
TEST Meter and Test Strips: A non-preferred Practitioner Duration
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

H1019 PHAUMPACriteria2020_C Updated 12/2020 Page 143 of 68(



2020 Super National-5 MAPD CarePlus

CarePlus

HEALTH PLANS Effective 12/01/2020
Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
EASYMAX Self-Monitoring of Blood Glucose by Licensed Plan Year
Meter and Test Strips: A non-preferred Practitioner Duration

meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

EASYMAX 15 Self-Monitoring of Blood Glucose by Licensed Plan Year
TEST STRIPS Meter and Test Strips: A non-preferred Practitioner Duration
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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EASYMAX L Self-Monitoring of Blood Glucose by Licensed Plan Year
BLOOD Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE meter and test strips for self-monitoring
METER of blood glucose (i.e. fingerstick testing) is

deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

EASYMAX NG Self-Monitoring of Blood Glucose by Licensed Plan Year
Meter and Test Strips: A non-preferred Practitioner Duration
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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EASYMAX V Self-Monitoring of Blood Glucose by Licensed Plan Year
SPEAKING Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE SYS meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

EASYMAX V2 Self-Monitoring of Blood Glucose by Licensed Plan Year
BLOOD Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE meter and test strips for self-monitoring

METER of blood glucose (i.e. fingerstick testing) is

deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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EGRIFTA Egrifta Egrifta (tesamorelin) will require prior Licensed Plan Year

(tesamorelin)
therapy is not
considered
medically
necessary for
members with the
following
concomitant
conditions: The
member must not
have an active
malignancy.
Pregnancy.

authorization. This agent may be
considered medically necessary when the
following criteria are met:HIV-Associated
Lipodystrophy. The member must have a
diagnosis of HIV-associated lipodystrophy.
The member must utilize Egrifta
(tesamorelin) to reduce excess fat for the
abdominal area. The member must
be/have been on a protease inhibitor (PI)
and/or nucleoside reverse transcriptase
inhibitor (NRTI).

Practitioner
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EGRIFTA SV Egrifta Egrifta (tesamorelin) will require prior Licensed Plan Year
(tesamorelin) authorization. This agent may be Practitioner
therapy is not considered medically necessary when the
considered following criteria are met:HIV-Associated
medically Lipodystrophy. The member must have a
necessary for diagnosis of HIV-associated lipodystrophy.
members with the [ The member must utilize Egrifta
following (tesamorelin) to reduce excess fat for the
concomitant abdominal area. The member must
conditions: The be/have been on a protease inhibitor (PI)
member must not [and/or nucleoside reverse transcriptase
have an active inhibitor (NRTI).
malignancy.
Pregnancy.
ELELYSO Gaucher Disease. The member has a Licensed Plan Year
confirmed diagnosis of Type 1 Gaucher Practitioner. |Duration.
disease.
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ELEMENT Self-Monitoring of Blood Glucose by Licensed Plan Year
COMPACT Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE meter and test strips for self-monitoring
METER of blood glucose (i.e. fingerstick testing) is

deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

ELEMENT Self-Monitoring of Blood Glucose by Licensed Plan Year
COMPACT Meter and Test Strips: A non-preferred Practitioner Duration
TEST STRIPS meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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ELEMENT Self-Monitoring of Blood Glucose by Licensed Plan Year
COMPACTV Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE MTR meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

ELEMENT Self-Monitoring of Blood Glucose by Licensed Plan Year
PLUS BLOOD Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE KIT meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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ELEMENT Self-Monitoring of Blood Glucose by Licensed Plan Year
TEST STRIPS Meter and Test Strips: A non-preferred Practitioner Duration
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

Other Criteria

ELIGARD Concomitant use |The patient must have a diagnosis of Licensed Plan Year
with other LHRH advanced prostate cancer or has a high Practitioner Duration
agents.Should not |risk of disease recurrence. Invasive Breast
be used in Cancer. The patient has a diagnosis of
pregnancy. hormone responsive (ER and/or PR +)
invasive breast cancer. The patient must
be pre or perimenopausal. Diagnosis of
recurrent ovarian cancer (epithelial cell or
ovarian stromal tumor).
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ELIGARD (3 Concomitant use |The patient must have a diagnosis of Licensed Plan Year
MONTH) with other LHRH advanced prostate cancer or has a high Practitioner Duration
agents.Should not |risk of disease recurrence. Invasive Breast
be used in Cancer. The patient has a diagnosis of
pregnancy. hormone responsive (ER and/or PR +)
invasive breast cancer. The patient must
be pre or perimenopausal. Diagnosis of
recurrent ovarian cancer (epithelial cell or
ovarian stromal tumor).
ELIGARD (4 Concomitant use |The patient must have a diagnosis of Licensed Plan Year
MONTH) with other LHRH advanced prostate cancer or has a high Practitioner Duration
agents.Should not |risk of disease recurrence. Invasive Breast
be used in Cancer. The patient has a diagnosis of
pregnancy. hormone responsive (ER and/or PR +)
invasive breast cancer. The patient must
be pre or perimenopausal. Diagnosis of
recurrent ovarian cancer (epithelial cell or
ovarian stromal tumor).
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ELIGARD (6 Concomitant use |The patient must have a diagnosis of Licensed Plan Year
MONTH) with other LHRH advanced prostate cancer or has a high Practitioner Duration
agents.Should not |risk of disease recurrence. Invasive Breast
be used in Cancer. The patient has a diagnosis of
pregnancy. hormone responsive (ER and/or PR +)
invasive breast cancer. The patient must
be pre or perimenopausal. Diagnosis of
recurrent ovarian cancer (epithelial cell or
ovarian stromal tumor).
ELOCTATE Licensed Plan Year
Practitioner Duration

H1019_PHAUMPACriteria2020_C

Updated 12/2020

Page 153 of 68(




CarePlus

HEALTH PLANS

2020 Super National-5 MAPD CarePlus

Prior Authorization Criteria
Effective 12/01/2020

progression while
on Elzonris
(tagraxofusp-erzs).
The member has
documented active
central nervous
system
involvement by
blastic
plasmacytoid
dendritic cell
neoplasm
(BPDCN).

diagnosis of blastic plasmacytoid dendritic
cell neoplasm (BPDCN) according to World
Health Organization (WHO) classification
AND the member is able to be an
inpatient for at least the first complete
course of therapy plus an additional 24
hours for observation. Reauthorization
Criteria: The provider attests that the
member has received ongoing clinical
benefit and has not experienced
unacceptable toxicities.

older.

Drug Name Off-Label Exclusion Criteria Required Medical Information Age Restrictions Pres.crl!aer Cover?ge Other Criteria
Uses Restrictions | Duration
ELZONRIS The member has | Blastic Plasmacytoid Dendritic Cell The member must be |Licensed 6 Months
disease Neoplasm (BPDCN): The member has a 2 years of age or Practitioner Duration
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Other Criteria

EMBRACE Self-Monitoring of Blood Glucose by Licensed Plan Year
BLOOD Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

EMBRACE Self-Monitoring of Blood Glucose by Licensed Plan Year
BLOOD Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE meter and test strips for self-monitoring
SYSTEM of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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EMBRACE EVO Self-Monitoring of Blood Glucose by Licensed Plan Year
BLOOD Meter and Test Strips: A non-preferred Practitioner Duration
GLUCOSE KIT meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

EMBRACE EVO Self-Monitoring of Blood Glucose by Licensed Plan Year
TEST STRIPS Meter and Test Strips: A non-preferred Practitioner Duration
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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EMBRACE PRO Self-Monitoring of Blood Glucose by Licensed Plan Year
GLUCOSE Meter and Test Strips: A non-preferred Practitioner Duration
METER meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

EMBRACE PRO Self-Monitoring of Blood Glucose by Licensed Plan Year
TEST STRIPS Meter and Test Strips: A non-preferred Practitioner Duration
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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Other Criteria

EMBRACE
TALK BLOOD
GLUCOSE SYS

Self-Monitoring of Blood Glucose by
Meter and Test Strips: A non-preferred
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

Licensed
Practitioner

Plan Year
Duration

EMBRACE
TALK
GLUCOSE
MONITOR

Self-Monitoring of Blood Glucose by
Meter and Test Strips: A non-preferred
meter and test strips for self-monitoring
of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.

Licensed
Practitioner

Plan Year
Duration
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EMBRACE Self-Monitoring of Blood Glucose by Licensed Plan Year
TALK TEST Meter and Test Strips: A non-preferred Practitioner Duration
STRIPS meter and test strips for self-monitoring

of blood glucose (i.e. fingerstick testing) is
deemed medically necessary for member
by a healthcare provider. Note: Meters
and test strips marketed by Roche (e.g.
AccuChek Aviva Expert, AccuChek Aviva
Plus, AccuChek Nano, AccuChek
SmartView) or Trividia Health (e.g.
TrueMetrix, TrueTrack) are preferred.
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EMGALITY Episodic or Chronic Migraine. Initial The member is 18 Licensed Initial

PEN therapy: The member has documented years of age or older |Practitioner auth: 3
history of greater than or equal to 4 months.
migraine days per month AND the Reauth:
member has been unable to achieve at Plan Year
least a 2 day reduction in migraine Duration

headache days per month after previous
treatment (of at least 2 months) with one
of the following oral preventative
medications: Divalproex, Topiramate,
Metoprolol, Propranolol, or Timolol.
Reauthorization: The member has had a
sustained decrease of greater than or
equal to 3 migraine days per month OR
the member has had a sustained greater
than or equal to 50% decrease in the
number of monthly migraine days.
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EMGALITY Episodic or Chronic Migraine. Initial The member is 18 Licensed Initial

SYRINGE therapy: The member has documented years of age or older |Practitioner auth: 3
history of greater than or equal to 4 months.
migraine days per month AND the Reauth:
member has been unable to achieve at Plan Year
least a 2 day reduction in migraine Duration

headache days per month after previous
treatment (of at least 2 months) with one
of the following oral preventative
medications: Divalproex, Topiramate,
Metoprolol, Propranolol, or Timolol.
Reauthorization: The member has had a
sustained decrease of greater than or
equal to 3 migraine days per month OR
the member has had a sustained greater
than or equal to 50% decrease in the
number of monthly migraine days.
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EMPLICITI Members with Multiple Myeloma:The member has a Licensed Six month
disease diagnosis of multiple myeloma AND One Practitioner duration
progression while |of the following scenarios apply: The
on Empliciti member has disease progression after
(elotuzumab) receiving one to three prior lines of

therapy AND Empliciti (elotuzumab) will
be given in combination with lenalidomide
(Revlimid) and dexamethasone OR in
combination with bortezomib (Velcade)
and dexamethasone OR The member has
disease progression after receiving at least
two prior therapies, including
lenalidomide and a proteasome inhibitor
AND Empliciti (elotuzumab) will be given
in combination with pomalidomide
(Pomalyst) and dexamethasone.

ENBREL Combination Ankylosing Spondylitis: The member has a [ Must be 18 years of | Licensed Plan Year
therapy with other |diagnosis of ankylosing spondylitis. The age for Ankylosing Practitioner. |Duration.
biologics (e.g. member has prior therapy, Spondylitis, Psoriatic
Cosentyx, Enbrel, |contraindication, or intolerance with a arthritis, or RA. Must
Humira, Kevzara, |non-steroidal anti-inflammatory drug be 4 years of age for
Remicade). (NSAIDs) (e.g. ibuprofen, meloxicam, Plague Psoriasis.

naproxen). Plaque Psoriasis: Diagnosis of | Must be 2 years of
chronic moderate to severe plaque age for Polyarticular
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psoriasis. The member has had prior
therapy with or intolerance to
conventional therapy including one or
more oral systemic treatments (e.g.,
acitretin, methotrexate, hydroxyurea,
cyclosporine, sulfasalazine) or
contraindication to all conventional oral
systemic treatments. Psoriatic Arthritis:
Diagnosis of active psoriatic arthritis.
Member has had prior therapy,
contraindication, or intolerance with an
NSAIDs (e.g. meloxicam, ibuprofen,
naproxen) AND member has had prior
therapy with or intolerance to a single
DMARD (e.g. methotrexate, sulfasalazine,
hydroxychloroquine, leflunomide) or
contraindication with all DMARDs.
Rheumatoid Arthritis: Diagnosis of
moderately to severely active rheumatoid
arthritis. Member has had prior therapy
with or intolerance to a single DMARD
(e.g. methotrexate, sulfasalazine,
hydroxychloroquine, leflunomide) or
contraindication with all DMARDs.
Polyarticular Juvenile Idiopathic Arthritis:

Juvenile Idiopathic
Arthritis.

Updated 12/2020

Page 163 of 68(



CarePlus

HEALTH PLANS

2020 Super National-5 MAPD CarePlus
Prior Authorization Criteria
Effective 12/01/2020

Drug Name

Off-Label
Uses

Exclusion Criteria

Required Medical Information

Age Restrictions

Prescriber
Restrictions

Coverage
Duration

Other Criteria

Diagnosis of moderately to severely active
polyarticular juvenile idiopathic arthritis.
Member has had prior therapy with or
intolerance to a single DMARD (e.g.
methotrexate, sulfasalazine, leflunomide)
or contraindication with all DMARDs.

ENBREL MINI

Combination
therapy with other
biologics (e.g.
Cosentyx, Enbrel,
Humira, Kevzara,
Remicade).

H1019_PHAUMPACriteria2020_C

Ankylosing Spondylitis: The member has a
diagnosis of ankylosing spondylitis. The
member has prior therapy,
contraindication, or intolerance with a
non-steroidal anti-inflammatory drug
(NSAIDs) (e.g. ibuprofen, meloxicam,
naproxen). Plaque Psoriasis: Diagnosis of
chronic moderate to severe plaque
psoriasis. The member has had prior
therapy with or intolerance to
conventional therapy including one or
more oral systemic treatments (e.g.,
acitretin, methotrexate, hydroxyurea,
cyclosporine, sulfasalazine) or
contraindication to all conventional oral
systemic treatments. Psoriatic Arthritis:
Diagnosis of active psoriatic arthritis.
Member has had prior therapy,

Must be 18 years of
age for Ankylosing
Spondylitis, Psoriatic
arthritis, or RA. Must
be 4 years of age for
Plaque Psoriasis.
Must be 2 years of
age for Polyarticular
Juvenile Idiopathic
Arthritis.
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Practitioner.

Plan Year
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contraindication, or intolerance with an
NSAIDs (e.g. meloxicam, ibuprofen,
naproxen) AND member has had prior
therapy with or intolerance to a single
DMARD (e.g. methotrexate, sulfasalazine,
hydroxychloroquine, leflunomide) or
contraindication with all DMARDs.
Rheumatoid Arthritis: Diagnosis of
moderately to severely active rheumatoid
arthritis. Member has had prior therapy
with or intolerance to a single DMARD
(e.g. methotrexate, sulfasalazine,
hydroxychloroquine, leflunomide) or
contraindication with all DMARDs.
Polyarticular Juvenile Idiopathic Arthritis:
Diagnosis of moderately to severely active
polyarticular juvenile idiopathic arthritis.
Member has had prior therapy with or
intolerance to a single DMARD (e.g.
methotrexate, sulfasalazine, leflunomide)
or contraindication with all DMARDs.

ENBREL
SURECLICK

Combination
therapy with other
biologics (e.g.
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Ankylosing Spondylitis: The member has a
diagnosis of ankylosing spondylitis. The
member has prior therapy,

Must be 18 years of
age for Ankylosing
Spondylitis, Psoriatic
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Plan Year
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Cosentyx, Enbrel,
Humira, Kevzara,
Remicade).
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contraindication, or intolerance with a
non-steroidal anti-inflammatory drug
(NSAIDs) (e.g. ibuprofen, meloxicam,
naproxen). Plaque Psoriasis: Diagnosis of
chronic moderate to severe plaque
psoriasis. The member has had prior
therapy with or intolerance to
conventional therapy including one or
more oral systemic treatments (e.g.,
acitretin, methotrexate, hydroxyurea,
cyclosporine, sulfasalazine) or
contraindication to all conventional oral
systemic treatments. Psoriatic Arthritis:
Diagnosis of active psoriatic arthritis.
Member has had prior therapy,
contraindication, or intolerance with an
NSAIDs (e.g. meloxicam, ibuprofen,
naproxen) AND member has had prior
therapy with or intolerance to a single
DMARD (e.g. methotrexate, sulfasalazine,
hydroxychloroquine, leflunomide) or
contraindication with all DMARDs.
Rheumatoid Arthritis: Diagnosis of
moderately to severely active rheumatoid
arthritis. Member has had prior therapy

arthritis, or RA. Must
be 4 years of age for
Plaque Psoriasis.
Must be 2 years of
age for Polyarticular
Juvenile Idiopathic
Arthritis.
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Uses

with or intolerance to a single DMARD
(e.g. methotrexate, sulfasalazine,
hydroxychloroquine, leflunomide) or
contraindication with all DMARDs.
Polyarticular Juvenile Idiopathic Arthritis:
Diagnosis of moderately to severely active
polyarticular juvenile idiopathic arthritis.
Member has had prior therapy with or
intolerance to a single DMARD (e.g.
methotrexate, sulfasalazine, leflunomide)
or contraindication with all DMARDs.

ENHERTU Breast cancer: The member has a Licensed Plan year
diagnosis of unresectable or metastatic Practitioner |duration
breast cancer AND The disease is human
epidermal growth factor receptor 2
(HER2) positive AND The member has
received two or more prior anti-HER2
based regimens [e.g., Perjeta
(pertuzumab)- based regimens, Kadcyla
(ado-trastuzumab emtansine)] in the
metastatic setting AND Enhertu (fam-
trastuzumab deruxtecan-nxki) will be
given as monotherapy.
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ENVARSUS XR Member must have had a kidney Licensed Plan Year
transplant AND Must be using Envarsus Practitioner Duration
XR for prophylaxis of organ rejection AND
Must be using in combination with other
immunosuppressants.

EPCLUSA Chronic Hepatitis C Virus Genotypes: The |6 years of age or older | Licensed 12 weeks
member must have a diagnosis of chronic |OR weigh at least 37 |Practitioner. |depending
hepatitis C (HCV). The member must have |pounds (17 on disease
HCV genotype documented prior to kilograms). state and
therapy. Baseline HCV RNA must be genotype
documented. Member must be tested for based on
the presence of HBV by screening for the AASLD
surface antigen of HBV (HBsAg) and anti- treatment
hepatitis B core total antibodies (anti-HBc) guidelines
prior to initiation of therapy. For all for HCV.
genotypes, criteria will be applied
consistent with current AASLD-IDSA
guidance.

EPIDIOLEX Dravet Syndrome. The member has a The member is at Licensed Plan Year
confirmed diagnosis of Dravet Syndrome |least 1 year of age or [Practitioner Duration
by a specialist (i.e. neurologist, older
epileptologist) AND The member is taking
at least 1 concomitant antiepileptic
medication AND The member is refractory
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on current therapy (e.g. has experienced a
convulsive seizure in the past 28 days, i.e
tonic, clonic, tonic-clonic, atonic). Lennox-
Gastaut Syndrome. The member has a
confirmed diagnosis of Lennox-Gastaut
Syndrome by a specialist (i.e. neurologist,
epileptologist) AND The member has an
EEG which has shown a pattern of slow
(less than 2.5 Hz) spike-andwave
complexes AND The member is taking at
least 1 concomitant antiepileptic
medication AND The member is refractory
on current therapy (e.g. has experienced a
drop seizure in the past 28 days, i.e. tonic,
atonic, tonic-clonic, that led to or could
have led to a fall or injury).
Reauthorization (all indications). The
member has experienced an
improvement in seizure frequency from
documented pre-treatment baseline.
Tuberous Sclerosis Complex: The member
has a diagnosis of seizures associated with
Tuberous Sclerosis Complex
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