UPMC for Life: Prior Authorization Criteria 2010

Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Abilify

All FDA-approved indications not otherwise excluded from Part D
No Exclusion Criteria

Diagnosis

No Age Restrictions

No Prescriber Restrictions

365 days

Members must have a diagnosis of Bipolar Disorder, or members must have a diagnosis of
Schizophrenia, or members must have a diagnosis of Major Depression with Psychosis, or
members must have a diagnosis of treatment resistant Major Depressive Disorder and failure of
both mono and combination antidepressant therapy which includes: An adequate trial and failure,
duration of at least 4 weeks, or intolerance to monotherapy with 2 different Antidepressant
therapies AND trial and failure, duration of at least 4 weeks, or intolerance to a single trial of
combination Antidepressant therapy (such as a SSRI and bupropion or SNRI and bupropion) OR
trial and failure, duration of at least 4 weeks, or intolerance to a single trial of an Antidepressant
with augmentation therapy (such as Lithium).

Date of Report: 2/12/2010
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UPMC for Life: Prior Authorization Criteria 2010

Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Acne Products

All FDA approved indications not otherwise excluded from Part D incl Acne, Acne vulgaris,
Cystic acne, Comedones, Papul, Pustul, Precanc or canc lesions, Psoriasis, Keratosis follicularis
(Darier’s Dis, Darier-White dis), Folliculitis, Molluscum contagiosum, Facial warts, Milia, Malig
neopl, Rosacea, Grover’s dis, Verruca plana, or Favre-Racouchot Synd (Nodular Elastosis with
Cysts and Comedones).

Diagnoses not covered: solar elastosis, sun damage, wrinkles, actinic damage, melasma,
lentigines / freckles (hyperpigmented macules, liver spots), heliodermatosis, dermatoheliosis

Diagnosis required for initial coverage. Reauthorization will require response to therapy.
Prior authorization applies to members 35 years of age and older.

No Prescriber Restrictions

365 days

Will be covered for members 35 years of age and older with the following diagnoses: Acne, Acne
vulgaris, Cystic acne, Comedones, Papules, Pustules, Precancerous or cancerous lesions, Psoriasis,
Keratosis follicularis (Darier’s Disease, Darier-White disease), Folliculitis, Molluscum
contagiosum, Facial warts, Milia, Malignant neoplasm, Rosacea, Grover’s disease, Verruca plana,
or Favre-Racouchot Syndrome (Nodular Elastosis with Cysts and Comedones).
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:

Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Actimmune
All FDA-approved indications not otherwise excluded from Part D

Diagnosis of basal cell carcinoma of the skin, breast cancer, burn infection, Chronic Myeloid
Leukemia, condyloma acuminatum, graft vs. host disease, idiopathic pulmonary fibrosis, kaposi’s
Sarcoma, malignant mesothelioma, mycobacteriosis, ovarian cancer, rheumatoid arthritis,
scleroderma, chronic hepatits B, Whipple's disease will not be covered.

Diagnosis
No Age Restrictions

An immunologist, hematologist, or infectious disease physician or in consultation with these
physicians must be prescribing for a diagnosis of Chronic Granulomatous Disease. An orthopedic
surgeon, hematologist, or endocrinologist or in consultation with these physicians must be
prescribing for a diagnosis of Severe Malignant Osteopetrosis.

365 days

For Chronic Granulomatous Disease, Actimmune must be prescribed by an immunologist,
hematologist, infectious disease physician or in consultation with these physicians AND
conventional antibiotics (SMZ-TMP, cephalexin) and/or antifungals (itraconazole) must be tried
and failed. For Severe malignant osteopetrosis, Actimmune must be prescribed by an orthopedic
surgeon, hematologist, or endocrinologist or in consultation with these physicians AND diagnosis
confirmed by radiological evidence.

Criteria Effective: 3/1/2010 Page 3 of 79



UPMC for Life: Prior Authorization Criteria 2010

Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Actiq
All FDA approved indications not otherwise excluded from Part D

Treatment of acute or postoperative pain.

The member must be opiod tolerant.

16 years of age or greater.

Oncologist or pain specialist must write Actiq prescriptions.
365 days

The member must have breakthrough cancer pain with their long-acting opioid therapy AND The
member must be opioid tolerant .

Adagen
All FDA approved indications not otherwise excluded from Part D

No Exclusion Criteria
Diagnosis

18 years of age or less.

No Prescriber Restrictions
365 days

Pediatric member must have a confirmed diagnosis of adenosine deaminase deficiency (ADA)
with severe combined immunodeficiency disease (SCID) who have failed or are not candidates for
bone marrow transplantation

Date of Report: 2/12/2010
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:

Age Restrictions:
Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:

Age Restrictions:
Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Adcirca
All FDA-approved indications not otherwise excluded from Part D

No Exclusion Criteria.

Diagnosis and confirmed diagnosis by right heart catheterization. For continued authorization,
chart documentation from the provider must be submitted to show that the member’s disease has
improved based upon the prescriber’s assessment while on therapy.

No Age Restrictions
Cardiologist or pulmonologist
365 days

Member has a confirmed diagnosis of PAH with WHO functional class I-1V symptoms AND
member is NOT currently taking a nitrate product.

Afinitor
All FDA-approved indications not otherwise excluded from Part D

No Exclusion Criteria.

Diagnosis. For continued authorization, chart documentation from the provider must be submitted
to show that the member’s disease has improved based upon the prescriber’s assessment while on

therapy.
No Age Restrictions

No Prescriber Restrictions
180 days

Patients with advanced renal cell carcinoma after failure of treatment with sunitinib or sorafenib.
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Prior Authorization Group: Aldurazyme

Covered Uses: All FDA approved indications not otherwise excluded from Part D
Exclusion Criteria: No Exclusion Criteria

Required Medical Information: Diagnosis

Age Restrictions: Must 5 years of age or older.

Prescriber Restrictions: No Prescriber Restrictions

Coverage Duration: 365 days

Clinical Criteria Used in Determining Must have a confirmed diagnosis of Mucopolysaccharidosis, Type | (Hurler and Hurler-Scheie
Coverage: forms) and Scheie form with moderate to severe symptoms.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Amevive 2010
All FDA approved indications not otherwise excluded from Part D

No Exclusion Criteria

Diagnosis and CD4 count.

Member is age 18 or older.

Dermatologist

Initially for 12 weeks. 12 weeks off of therapy after initial 12 weeks on therapy.

Member must have a diagnosis of chronic moderate to severe plagque psoriasis, member must
have a minimum body surface area involvement of greater than or equal to 10%, (members with
plaque psoriasis of the palms, soles, head and neck, or genitalia are not required to have a
minimum body surface area involvement), member must have an adequate trial of a conventional
systemic therapy (e.g. methotrexate, cyclosporine, acitretin) with an inadequate response,
significant side effects or toxicity, or have a contraindication to these therapies, member must
have an adequate trial of a TNF-blocking agent (e.g. Enbrel, Humira, Remicade) with an
inadequate response, significant side effects or toxicity, or have a contraindication to these
therapies, member must have a normal CD4 lymphocyte count (250 cells/uL or greater), member
cannot have HIV, as this is a contraindication for treatment with Amevive, currently not using the
following in combination with Amevive such as TNF-blocking agents, other biologic agents,
immunosuppressant agents or phototherapy, and have no evidence of infection. Reauthorization
may be granted for an additional 12 weeks of therapy if the member has had at least 12 weeks off
of therapy after the initial 12 weeks on therapy and chart documentation from the provider must
indicate that that the member’s disease has improved based upon the provider’s assessment while
on therapy and has a CD4 lymphocyte count of 250 cells/uL or greater and no evidence of
infection. If the reauthorization criteria is met, the medication will be approved for an additional
12 weeks of therapy. Therapy will be limited to 2 treatment courses per year.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Amphetamines

All FDA approved indications not otherwise excluded from Part D including ADHD, adjunct to
antidepressant therapy, adjunct to pain therapy, adjunct to Alzheimer’s treatment
(methylphenidate), fatigue associated with chronic disease such as HIV, MS or Cancer, post
traumatic brain injury or narcolepsy.

No Exclusion Criteria

Diagnosis

Prior authorization applies to members age 19 and above.
No Prescriber Restrictions

365 days

Amphetamines will be covered for ADHD, adjunct to antidepressant therapy, adjunct to pain
therapy, adjunct to Alzheimer’s treatment (methylphenidate), fatigue associated with chronic
disease such as HIV, MS or Cancer, post traumatic brain injury or narcolepsy.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Androgens
All FDA approved indications not otherwise excluded from Part D

No Exclusion Criteria

Diagnosis and morning serum testosterone level less than 300ng/DI.
No Age Restrictions

No Prescriber Restrictions

365 days

Androgenic agents will be covered for Primary hypogonadism (congenital or acquired) — testicular
failure due to cryptorchidism, bilateral torsions, orchitis, vanishing testis syndrome, or
orchidectomy, or, Hypogonadotropic hypogonadism (congenital or acquired) — idiopathic
gonadotropin or LHRH deficiency, or pituitary-hypothalamic injury from tumors, trauma or
radiation.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:

Age Restrictions:
Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Aranesp 2010
All FDA approved indications not otherwise excluded from Part D

No Exclusion Criteria

Hemaoglobin level, iron studies, and diagnosis for initial authorization. Continued authorization
requires an increase in Hgb of 1gm/dl and a Hgb less than or equal to 12gm/dl.

No Age Restrictions
No Prescriber Restrictions
2 months initially thn every 6 mths all pts except for those on ribavirin whch is app every 2 mths .

Mem must have ONE of follow diag: anemia of CRF and on renal dialysis with hemoglobin
(Hgb) less than or equ to 10 g/DI or anem of CRF, not requ dialysis with Hgb less than or equ to
10g/DI or anem (Hgb less than or equal to 10 g/DI) in mem with non-myeloid malignancies where
ane is due to effect of concomitantly adm chem or anem assoc with use of ribavirin if Hgb less
than 10 g/dl or a 2g/dl decr from baseline Hgb or anem assoc with myelodysplastic syn when Hgb
less than 10 g/dl and iron stat must be eval by prov for all mem before and during treat. Supp iron
therapy is requ for all mem whose ferritin below 100 mcg/L (less than 300 mcg/L in mem
withCKD) or transferrin sat is below 20 and memb must not have uncontrolled hypertension and
mem must not have known hypersensitivity active sub or any excipients of the product and pres
dose must be within the rec dosing guide. If further titration is needed to achieve a response, an
additional 2-month trial will be approved.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:

Age Restrictions:
Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Arcalyst
All FDA approved indications unless othewise restricted from Part D coverage

No Exclusion Criteria

Negative Tuberculin PPD for initial authorization. For continued authorization, chart
documentation must be submitted from the prescriber that the member’s disease has improved
based upon the prescriber’s assessment while on therapy.

12 years of age or older.
Confirming diagnosis by a rheumatologist, dermatologist, immunologist, or genetic specialist.
365 days

Member must have a diagnosis of Muckle-Wells syndrome (MWS) or familial cold
autoinflammatory syndrome (FCAS) and not currently using a Tumor Necrosis Factor (TNF)
blocking agent or other biologic agent such as Kineret.

Banzel
All FDA approved indications unless othewise restricted from Part D coverage

No Exclusion Criteria
Diagnosis

No Age Restrictions
Neurologist

365 days

Member must have a diagnosis of Lennox-Gastaut syndrome. Authorizations may be extended at
one-year intervals based upon chart documentation from the prescriber that the member’s disease
has improved based upon the prescriber’s assessment while on therapy.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:

Age Restrictions:
Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Botox

All FDA approved indications not otherwise excluded from Part D incl tor dyst,blepharo,orfac
dysk, spas tort,org wrir’s crmp,frs of tors dyst,herd spas parapl,MS,Neuro opt,Schlder’s ds,demy
ds of CNS, spas hmi aff dom/nondm,InfCP, fc nv do, esotrop,exotrop,heterphor, para/mech strab,
strab,do of bin eye move,do of eye move,lary sps,ds of larynx, achal, cdiosp,anl spas, anl fis,
tortico, mus spasm.

No Exclusion Criteria

Diagnosis for initial authorization. For reauthorization, chart documentation from the prescriber
indicating that the member’s condition has improved as a result of therapy must be submitted.

No Age Restrictions
No Prescriber Restrictions
90 days initially then 365 days per reauthorization criteria.

Botox will be covered for the following diagnoses: Idiopathic torsion dystonia, Symptomatic
torsion dystonia, Blepharospasm, Orofacial dyskinesia, Spasmodic torticollis, Organic writer’s
cramp, Fragments of torsion dystonia, other, Hereditary spastic paraplegia, Multiple sclerosis,
Neuromyelitis optica, Schilder’s disease, Other demyelinating disease of central nervous system,
Demyelinating disease of central nervous system, unspecified, Spastic hemiplegia, affecting
dominant side, Spastic hemiplegia, affecting nondominant side, Infantile cerebral palsy, Other
specified infantile cerebral palsy, Infantile cerebral palsy, unspecified, Other facial nerve
disorders, Esotropia, Exotropia, Intermittent Heterotropia, Other and unspecified heterotropia,
Heterophoria, Paralytic strabismus, Mechanical strabismus, Other specified strabismus, Other
disorder of binocular eye movements, Unspecified disorder of eye movements, Laryngeal spasm,
Other diseases of larynx, not elsewhere defined, Achalasia and cardiospasm, Anal spasm, Anal
fissure, Torticollis, unspecified, or Spasm of muscle.

Criteria Effective: 3/1/2010 Page 12 of 79



UPMC for Life: Prior Authorization Criteria 2010

Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Buphenyl
All FDA approved indications not otherwise excluded from Part D

No Exclusion Criteria
Diagnosis

No Age Restrictions

No Prescriber Restrictions
365 days

Member must have a diagnosis of urea cycle disorder AND this drug will be used as an adjunct to
dietary therapy.

Bystolic
All FDA approved indications unless othewise restricted from Part D coverage

No Exclusion Criteria
Diagnosis

No Age Restrictions

No Prescriber Restrictions
365 days

Claims history of trial and failure of 2 beta-blockers. Chart doc can also be submitted indicating
that the member has failed or had an intolerance to 2 different beta-blockers
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:
Required Medical Information:
Age Restrictions:

Prescriber Restrictions:

Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Ceredase/Cerezyme 2010
All FDA approved indications not otherwise excluded from Part D

Tay-Sachs Disease
Diagnosis
No Age Restrictions

Prescribed by, or after consultation with, a physician that specializes in the treatment of inherited
metabolic disorders or the patient was referred to a center that specializes in the treatment of
Gaucher disease.

365 days

Member must have a diagnosis of Type I Gaucher’s disease with Anemia, Thrombocytopenia,
Bone Disease, Hepatomegaly, or Spelnomegaly.

Cervarix
All FDA approved indications not otherwise excluded from Part D

Men

None

Member must be between the ages of 10 and 25.
No Prescriber Restrictions

3 doses per 365 days

Female gender and 9 years of age through 26 years of age.

Criteria Effective: 3/1/2010 Page 14 of 79



UPMC for Life: Prior Authorization Criteria 2010

Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:

Age Restrictions:
Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Cimzia
All FDA approved indications unless othewise restricted from Part D coverage

No Exclusion Criteria

Negative Tuberculin PPD for initial authorization. For continued authorization, chart
documentation must be submitted from the prescriber that the member’s disease has improved
based upon the prescriber’s assessment while on therapy.

18 years of age or older.
Confirming diagnosis by a gastroenterologist or rheumatologist.
365 days

For a diagnosis of moderate to severe Crohn's disease members must have tried conventional
therapy including aminosalicylates (i.e., sulfasalazine, mesalamine), corticosteroids or
immunomodulators (i.e., azathioprine, 6-mercaptopurine) and member must currently not be using
a TNF-blocking agent, such as Humira, Enbrel, or Remicade or other biologic agent, such as
Kineret.
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Prior Authorization Group: Elaprase

Covered Uses: All FDA approved indications not otherwise excluded from Part D
Exclusion Criteria: No Exclusion Criteria

Required Medical Information: Diagnosis

Age Restrictions: 5 years of age and older

Prescriber Restrictions: No Prescriber Restrictions

Coverage Duration: 365 days

Clinical Criteria Used in Determining Not Applicable
Coverage:

Date of Report: 2/12/2010 Criteria Effective: 3/1/2010 Page 16 of 79
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Elidel and Protopic
All FDA approved indications unless othewise restricted from Part D coverage

Weakened or compromised immune system

Diagnosis

2 years of age or older.

No Prescriber Restrictions.

Initial approval of 3 months. Retreatment for an additional 3 months within 1 year.

Member must have a diagnosis of atopic dermatitis (eczema), be over the age of 2, be without a
weakened or compromised immune system, and had a trial and failure of a moderate to high
potency topical corticosteroid unless a contraindication or intolerance to topical corticosteroid
therapy, such as dermatitis on the face. Initial approval will be for 3 months. Re-treatment for an
additional 3 months will be authorized upon review of chart documentation from the prescriber
indicating that the member’s signs and symptoms (e.g. rash, itch, and redness) have improved as a
result of therapy.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:

Age Restrictions:
Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Enbrel 2010
All FDA approved indications not otherwise excluded from Part D

No Exclusion Criteria

Negative Tuberculin PPD test for initial authorization. For continued authorization, chart
documentation must be submitted from the provider that the member’s disease has improved
based upon the prescriber’s assessment while on therapy.

18 years of age or older for psoriasis.
Confirming diagnosis by a rheumatologist or dermatologist based upon diagnosis.
365 days

For the diagnosis of rheumatoid arthritis, and juvenile rheumatoid arthritis: member must have a
diagnosis of moderate to severe rheumatoid arthritis or juvenile rheumatoid arthritis and for
rheumatoid arthritis, if appropriate, member must have tried methotrexate for at least 3-6 months
with an inadequate response as reported by the prescribing provider, or, member has experienced
significant side effects/toxicity of methotrexate (MTX) (approvals will be granted only upon
documented medical contraindications, by the prescribing provider, to methotrexate therapy) and
currently not using a Tumor Necrosis Factor (TNF) blocking agent or other biologic agent such as
Kineret or Humira. For the diagnosis of psoriatic arthritis: member must have a diagnosis
psoriatic arthritis, defined as affecting at least five joints and member must have tried
methotrexate for at least 3-6 months with an inadequate response as reported by the prescribing
provider, or, member has experienced significant side effects/toxicity of methotrexate (Approvals
will be granted only upon documented medical contraindications, by the prescribing provider, to
methotrexate therapy.) and currently not using a TNF-blocking agent or other biologic agent such
as Kineret or Humira. For the diagnosis of psoriasis: members with a diagnosis of chronic
moderate to severe plaque psoriasis (greater than 10% BSA involvement), members with plaque
psoriasis of the palms, soles, head and neck, or genitalia are not required to have a minimum body
surface area involvement, member must have an adequate trial of one topical treatment,
phototherapy, or photochemotherapy with an inadequate response, significant side effects or
toxicity, or have a contraindication to these therapies, member must have an adequate trial of one
conventional systemic therapy (e.g. methotrexate, cyclosporine, acitretin) with an inadequate
response, significant side effects or toxicity, or have a contraindication to these therapies, member
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must currently not be using a TNF-blocking agent or other biologic agents in combination with
Enbrel, and member must have no evidence of infection. For the diagnosis of ankylosing
spondylitis: chart documentation must be submitted showing that the member has tried and failed
intensive conservative treatment measures, including when indicated, a trial with one DMARD for
at least 3-6 months with an inadequate response as reported by the prescribing provider, and
member must currently not be using a TNF-blocking agent or other biologic agent such as Kineret
or Humira.

Date of Report: 2/12/2010 Criteria Effective: 3/1/2010 Page 19 of 79



UPMC for Life: Prior Authorization Criteria 2010

Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:

Age Restrictions:
Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Epogen/Procrit 2010
All FDA-approved indications not otherwise excluded from Part D

No Exclusion Criteria

Hemaoglobin level, iron studies, and diagnosis for initial authorization. Continued authorization
requires an increase in Hgb of 1gm/dl and a Hgb less than or equal to 12gm/dl.

No Age Restrictions
No Prescriber Restrictions
2 months initially then every 6 months. Every 2 months for ribavirin use.

Member must have a ONE of the following: CRF or ESRD and on renal dialysis and laboratory
values showing Hgb less than/equal to 10 g/DI or CRF not requiring dialysis AND lab values
showing Hgb kess than or equal to 10 g/dl or zidovudine treatment-induced anemia in HIV
members AND lab value showing Hgb less than or equal to 10g/DI or chemotherapy-induced
anemia, not due to iron or folate deficiencies, hemolysis or Gl bleed AND lab value showing Hgb
less than 10 g/DI or anemic members with lab value showing Hgb greater than 10g/dl and less
than 13g/DlI, who are at high risk for perioperative transfusions secondary to significant,
anticipated blood loss and are schedule to undergo elective, noncardiac, nonvascular surgery to
reduce the risk for allogenic blood transfusions or anemia associated with the use of ribavirinl Hgb
less than 10 g/ DI or a 2 g/ DI decrease from baseline or anemia associated with myelodysplastic
syndrome when Hgb less than 10 g/dl. Iron status must be evaluated by the provider for all
members before and during treatment. Supplemental iron therapy is required for all members
whose serum ferritin is below 100 mcg/L (less than 300 mcg/L in members with chronic kidney
disease) or whose serum transferrin saturation is below 20%.Member must not have uncontrolled
hypertension. Member must not have a known hypersensitivity to the active substance or any of
the excipients of the product. Prescribed dose must be within the recommended dosing guidelines.
If further titration is needed to achieve a response, an additional 2-month trial will be approved.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Fabrazyme
All FDA approved indications not otherwise excluded from Part D

No Exclusion Criteria
Diagnosis

No Age Restrictions

No Prescriber Restrictions
365 days

Men with a diagnosis of Fabry disease based on clinical symptoms or by genetic testing. Women
with presumed symptoms of Fabry disease (heterozygous carriers) based on family history and/or
genetic testing.

Fanapt
All FDA approved indications not otherwise excluded from Part D

No Exclusion Criteria

Diagnosis

No Age Restrictions

Prescribed by or in consultation with a psychiatrist.
365 days

Member must have a diagnosis of schizophrenia and member must have an adequate tril and
failure or inadequate response, duration of at least 4 weeks, or intolerance to risperidone and 2
other atypical antipsychotics. For continuation, documentation required from the provider that the
member’s disease has improved based upon the prescriber’s assessment while on therapy.
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Prior Authorization Group: Gardisil

Covered Uses: All FDA approved indications not otherwise excluded from Part D
Exclusion Criteria: None

Required Medical Information: None

Age Restrictions: Member must be between the ages of 9 and 26.

Prescriber Restrictions: No Prescriber Restrictions

Coverage Duration: 3 doses per 365 days

Clinical Criteria Used in Determining Female gender and 9 years of age through 26 years of age or male gender and 9 years of age
Coverage: through 26 years of age.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:

Age Restrictions:
Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Gleevec
All FDA-approved indications not otherwise excluded from Part D

No Exclusion Criteria

Diagnosis. For continued authorization, chart documentation from the provider must be submitted
to show that the member’s disease has improved based upon the prescriber’s assessment while on
therapy.

No Age Restrictions
No Prescriber Restrictions
180 days.

Adult and pediatric Philadelphia positive (Ph+) chronic myeloid leukemia (CML) in chronic
phase, patients in Ph+ CML in blast crisis, accelerated phase or interferon-refractory chronic
phase, pediatric Ph+ CML recurrence after stem cell transplant or interferon-alpha resistant, adult
relapsed or refractory Ph+ acute lymphoblastic leukemia (ALL), adult myelodysplastic
disease/myeloproliferative disease (MDS/MPD) associated with PDGFR gene
rearrangements,adult aggressive systemic mastocytosis (ASM) without D816V c-Kit mutation or c-
Kit mutation unknown,adult hypereosinophilic syndrome (HES) and/or chronic eosinophilic
leukemia (CEL) with platelet derived growth factor receptor (FIP1L1-PDGFRa) fusion kinase
positive, negative, or unknown, adult unresectable, recurrent and/or metastatic
dermatofibrosarcoma protuberans (DFSP), or patients with Kit cancer protein (CD117)
unresectable and/or metastatic malignant GI stromal tumors.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:

Age Restrictions:
Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Growth Hormone
All FDA approved indications not otherwise excluded from Part D

Children with constitutionally delayed growth and development (i.e., delayed skeletal maturation
with normal growth velocities and rates of bone age advancement, members who are at the lowest
5% of the growth curve at age 3, steroid-induced growth failure, kidney transplant recipients,
Down syndrome, Fanconi’s syndrome, Bloom syndrome, chromosomal and genetic disorders.
Adults with chronic fatigue syndrome, fibromyalgia, obesity, athletic performance enhancer, anti-
aging treatment, sepsis, burns, trauma, surgery, ESRD, wasting associated wit cancer or organ
failure. No evidence of malignancy in adults.

Diagnosis, growth charts, growth hormone levels from stimulation tests, IGF-1 level, x-rays of left
hand and wris, pituitary hormone levels. For continued authorization, one of the following cannot
be true: growth velocity while on therapy is Iss thn 2.5

No Age Restrictions
Endricinologist, pediatric endocrinologist, or pediatric nephrologist dependent upon diagnosis.
180 days for children with extreme short stature and 365 days for other indications.

Child and Adlts with Classic GHD must:doc fail to respond to 2 GH prov tests, defined as a serum
GH level (peak level) Is thn 10ng/MI. Unlss contra, 1 test must be ITT, oths incl levo, arg, clon,
propr, glucagon. 1 ab GH test is suf in child w a hx of irrad or mitpl pit hxrmone def and IGF-I
levels blw nml for bone age/sex and at Ist 2 of the fol: height is Iss thn 5th perc for age/sex,
pretreatment growth velocity is Iss thn 10th percentile for bone age and gender or Iss thn 4.5cm/yr,
comp of skeletal age by x-ray of left hand and wrist is Iss thn 2 sd below the chron age. Child w
growth retardation due to CRI must: doc CRI up to time of renal transplant and at least one of:
height is Iss thn 5th percentile for age/sex, growth velocity is Iss thn 10th perc for bone age and
gender or Iss thn 4.5cm/yr.GH therapy in child must be prescribed by a ped endocrinologist or ped
nephrologists. Turner syn in females/Noonan Syn must:doc diag and at least one of fol: height is
Iss thn 5th percentile for age/sex, growth vel is Iss thn 10th perc for bone age and gender or Iss
thn 4.5cm/yr. Child w Prader-Willi Syndrome must: doc diag of Prader-Willi Syndrome and as
previously stated with Turner's syndrome. Child w extreme shxrt stature must: doc that incl spec
ex of hxw basic ADLs affected, height SDS Iss thn -2.25 cm/yr, dooc growth rates are unlikely to
per attainment of adult height within target height range calc based on parental heights, doc
children with shxrt stature born SGA have not shxwn catch-up growth by age 2 yrs. Adult
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GHD—-Child Onset must: diag w GHD during child whx have GHD reconfirmed as adult, GH
treatment shxuld be stopped for 2-3 months aft compl of linear growth then GH levels shxuld be
reasses by stim test and mem has biochem diag of GHD det by neg resp to std GH stim test def as
peak GH level Iss thn 3ng/ml, ITT is requ unless contra. GHRH-arg stim test res may be sub for
mem w doc contra to ITT and mem has NOT reach adult peak bone mass (between 25 and 30 ys
old).Ad GHD—Ad Onset must: diag w GHD, biochem diag GHD det by neg resp to std GH stim
test def as pk GH level of Iss thn 3ng/ml. The ITT is req unless contra. GHRH-arg stim test
results may be sub for thxse w doc contr to ITT. If GHRH-arg test results nt avai, then results of
2 other stim tests, incl clon, L-Dopa, or arg, shxuld be sub OR if the cause of pit dis is known
AND if 3 or more pit hxrm are def (ACTH, TSH and gonadotropins), an IGF-1 level Iss thn 84
ng/Ml is suf to diag GHD. Add GH stim tsts are not req in these mem OR if cause of GHD is
unknown, evid of hyp-pit ds, def as doc def in at least 2 of the fol: TSH, ACTH or gonadotropins,
must be provd in addition to the GH levels from stiM test and if pit adenoma, doc subm that
tumor sz has remained stab one-year prior to intthg GH and mem does not have poorly cont diab
or diab with unstbl prol ret.GH in adlts presc by endocrinologist. GH in children presc by
endricinologist or ped endocrinologist.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Human Chorionic Gonadotropin
All FDA approved indications not otherwise excluded from Part D

No Exclusion Criteria

Diagnosis

Member must be at least 4 years of age for the treatment of cryptorchidism.
No Prescriber Restrictions

Up to 365 days dependent upon treatment dosage.

Cryptorchidism: 4000 units IM 3 times weekly for 3 weeks OR 5000 units every second day for 4
doses OR 15 injections of 500 to 1000 units over a period of 6 wks OR 500 units 3 times weekly
for 4 to 6 wks repeated 1 month later using 1000 units dose if ineffective. Hypogonadotropic
hypogonadism, In male patients: 500 to 1000 units IM 3 times weekly for 3 weeks followed by
500 to 1000 units 2 times weekly for 3 weeks OR 4000 units 3 times weekly for 6 to 9 months,
may reduce to 2000 units 3 times weekly for an additional 3 months.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:

Age Restrictions:
Prescriber Restrictions:

Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Humira 2010
All FDA approved indications not otherwise excluded from Part D

No Exclusion Criteria

Negative Tuberculin PPD for initial authorization. For continued authorization, chart
documentation must be submitted from the prescriber that the member’s disease has improved
based upon the prescriber’s assessment while on therapy.

18 years of or older except for the diagnosis of Juvenile Idiopathic Arthritis in which patients must
be 4 years of age or older.

Confirming diagnosis by a rheumatologist or a dermatologist or gastroenterologist based upon
diagnosis.

365 days

For the diag of rheumatoid arthritis (RA): mem must have a diag of mod to sev RA, if appropriate,
member must have tried methotrexate (MXT) for at least 3-6 mths with an inadequate response as
reported by the presc provider, or, mem has exp sig side effects/tox of MTX, (Approvals will be
granted only upon doc med contraindications, by the presc provider, to MTX therapy) and
currently not using a TNF-blocking agent or other biologic agent, such as Kineret or Enbrel. For
the diag of psoriatic arthritis: mem must have a diag mod to sev psoriatic arthritis, defined as
affecting at least five joints and mem must have tried MXT for at least 3-6 mths with an
inadequate resp as reported by the presc provider, or, mem has exp sign side effects/toxicity of
MTX, (Approvals will be granted only upon doc med contraindications, by the presc provider, to
MXT) and currently not using a TNF-blocking agent or other biologic ag, such as Kineret or
Enbrel. For the diag of ankylosing spondylitis: chart doc must be submitted showing that the mem
has tried and failed intensive conservative treatm measures, incl when ind a trial with a DMARD,
such as MXT or sulfasalazine, for at least 3-6 mths with an inadequate response as reported by the
prescr provider and mem must currently not be using a TNF-blocking agent or other biologic agent
such as Kineret or Humira. For the diag of Crohn’s Ds: mem must have diag of mod to sev active
crohn’s dis, mem must have: tried conventional therapy including aminosalicylates (i.e.,
sulfasalazine, mesalamine), corticosteroids or immunomodulators (i.e., azathioprine, 6-
mercaptopurine) and mem must currently not be using a TNF-blocking agent, such as Enbrel or
Remicade or other biologic agent, such as Kineret. For the diag of Juvenile Idiopathic Arthritis:
mem must have a diag of mod to sev active polyarticular juvenile idiopathic arthritis, member
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must have: tried MXT for at least 3-6 months with an inadequate response as reported by the presc
provider, or, exp sig side effects/tox of methotrexate, or, doc med contraindications, by the presc
provider, to MXT therapy and currently not using a TNF-blocking agent, such as Enbrel or other
biologic agent, such as Kineret, Orencia, or Rituxan. For the diag of plaque psoriasis: mem must
have diag severe plaque psoriasis (greater than or equ to 10% BSA involvement), who are
candidates for syst therapy (mem with plaque psoriasis of the palms, soles, head and neck, or
genitalia are not requ to have a min body surface area involv), must have ad trial of topical
treatments, phototherapy, or photochemotherapy with an inadequate response, sig side effects or
toxicity, or have a contra to these therapies, must have ad trial of conv systemic therapy (e.g.
MTX, cyclosporine, acitretin) with inad response, sig side effects or toxicity, or have a contra to
these therapies, must currently not be using a TNF-blocking agent or other biologic in
combination with Humira, and no evidence of infection.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:
Required Medical Information:
Age Restrictions:

Prescriber Restrictions:

Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Immune Globulins
All FDA approved indications not otherwise excluded from Part D

No Exclusion Criteria
Diagnosis, 1gG level, platelet counts.
No Age Restrictions

Prescribed by immunologist or in consultation with an immunologist for specific dependent upon
diagnoses.

365 days

Primary immunodef if prescribed by an immunologist or in consultation with an immunologist.
Children with ITP approved if plat count is Iss thn 20,000 and there is significant mucous mem
bleeding or if platelet count is Iss thn 10,000 and minor purpura, if splenectomy is planned and
platelet count is Iss thn 30,000, if platelet count is Iss thn 20,000 and inaccessibility or
noncompliance is a concern, or if surgery, dental extractions, or other procedures likely to cause
blood loss are needed. Adults with ITP approve if pt has tried a corticosteroid and the platelet
count is Iss thn 30,000 and there is acute bleeding, if ITP symptoms persist after treatment with
glucocorticoids and splenectomy AND platelet count is Iss thn 30,000 AND there is active
bleeding, to increase platelet counts before major surgical procedures: dentistry Iss thn/equal to
10,000, extractions Iss thn/equal to 30,000, regional dental block Iss thn/equal to 30,000, minor
surgery Iss thn/equal to 50,000, and major surgery Iss thn/equal to 80,000, if If the platelet count
is Iss than/equal to 20,000 and the patient is considered to be at risk for intracerebral bleeding, if to
defer splenectomy. For pregnant women with ITP ifplatelet count is Iss than/equal to 100,000, if
past history of splenectomy, have previously delivered infants with autoimmune
thrombocytopenia. For Kawasaki ds, one dosewith aspirin approved in the acute phase within 7-10
days of illness. Second dose approved in patients who fail to respond to the initial therapy. For B-
cell CLL, approve in patients with hypogammaglobulinema and/or with previous history of a
serious bacterial infection. Hypogammaglobulinema for these patients is IgG Iss thn 640 mg/dl.
For CIDP, unequivocal CIDP AND impaired function by objective assessment AND trial and
failure of or contraindicatons to steroid therapy for at least 2 months and/or plasma exchange.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:

Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Increlex/Iplex
All FDA approved indications not otherwise excluded from Part D

Member with closed epiphyses, presence of active or suspected neoplasia, or allergy to
mecasermin.

Diagnosis, growth hormone levels from stimulation tests, IGF-1 level.
Must be at least 2 years of age.

Must be prescribed by a pediatric endocrinologist and must be used with appropriate physician
(pediatric endocrinologist) follow-up.

365 days

Two of the following must be present: present height Iss than 5th percentile for age/sex,
pretreatment growth velocity is Iss thn 10th percentile for age and gender or Iss thn 4.5 cm/yr until
age 10, and lower growth rates thereafter,comparison of skeletal (bone) age by x-ray of the left
hand and wrist is greater than 2 standard deviations below the chronological age. Must have basal
serum IGF-1 level which is low for age (greater than 3 standard deviations below the nml level for
age and gender, as measured in clinical labs where appropriate normative data are available)and
normal or elevated growth hormone (GH) shown by growth stimulation tests, except for members
withGH gene deletion and cannot have secondary forms of IGF-1 deficiency, such as growth
hormone deficiency, malnutrition, hypothyroidism, or chronic treatment with pharmacologic doses
of anti-inflammatory steroids. If thyroid or nutritional deficiencies exist, this should be corrected
beforehand. For contd authorization, the member must have positive response to therapy as
demonstrated through growth velocity increase, member has not reached expected final adult
height and growth plates have not fused as proven through x-ray of left hand and wrist.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:

Age Restrictions:
Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Invega
All FDA approved indications not otherwise excluded from Part D

No Exclusion Criteria
Diagnosis

No Age Restrictions

No Prescriber Restrictions
365 days

Member must have a diagnosis of schizophrenia and member must have failed two atypical anti-
psychotics as supported by physician chart documentation.

Iressa
All FDA-approved indications not otherwise excluded from Part D

No Exclusion Criteria.

Diagnosis. For continued authorization, chart documentation from the provider must be submitted
to show that the member’s disease has improved based upon the prescriber’s assessment while on

therapy.
No Age Restrictions

No Prescriber Restrictions
Renewable every 180 days.

Monotherapy for locally advanced or metastatic non-small cell lung cancer after failure of both
platinum-based AND docetaxel-based chemotherapies who are benefiting or have benefited from
Iressa.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Kuvan
All FDA-approved indications not otherwise excluded from Part D

No Exclusion Criteria

Diagnosis, baseline serum phenylalanine level, and follow-up serum phenylalanine levels.
No Age Restrictions

No Prescriber Restrictions

1 month initially then annually.

The member must have a diagnosis of phenylketonuria (PKU) and a documented baseline serum
phenylalanine level. Continuation/Discontinuation criteria: lab reassessment will be conducted
after an initial one month trial to determine if authorization may be extended. Patients on the
10mg/kg/day dose whose blood phenylalanine levels have not decreased from baseline after 1
month of treatment should increase to 20mg/kg/day. These patients will be approved for another
one month trial at the higher dose. Patients on the 20mg/kg/day dose whose blood phenylalanine
levels have not decreased from baseline after 1 month are considered non-responders, and
treatment with Kuvan should be discontinued in these patients.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:

Age Restrictions:
Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Leflunomide Arava Kineret
All FDA approved indications not otherwise excluded from Part D

No Exclusion Criteria

Diagnosis for initial authorization. For continuation of authorization, chart documentation must
be submitted by the provider stating that the member’s disease has improved based upon the
prescriber’s assessment while on therapy.

No Age Restrictions
Rheumatologist must be prescribing.
365 days

Member must have tried methotrexate for at least 3-6 months with an inadequate response as
reported by the prescribing provider or, member has experienced significant side effects/toxicity of
methotrexate (approvals will be granted only upon documented medical contraindications, by the
prescribing provider, to methotrexate therapy) and member must currently not be using another
Tumor Necrosis Factor (TNF) blocking agent or biologic agent, such as Enbrel, Kineret, Humira,
or Arava.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:

Age Restrictions:
Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Letairis
All FDA-approved indications not otherwise excluded from Part D

No Exclusion Criteria.

Diagnosis and confirmed diagnosis by right heart catheterization. For continued authorization,
chart documentation from the provider must be submitted to show that the member’s disease has
improved based upon the prescriber’s assessment while on therapy.

No Age Restrictions
Cardiologist or pulmonologist
365 days

Member has a confirmed diagnosis of PAH with WHO functional class Il or 111 symptoms AND
member has had baseline liver function tests (ALT, AST) prior to initiation of therapy AND if a
member is a woman of childbearing potential, she has had a baseline negative pregnancy test prior
to initiation of therapy.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:

Age Restrictions:
Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Leuprolide and derivatives
All FDA approved indications not otherwise excluded from Part D

No Exclusion Criteria

Diagnosis. For continued authorization, chart documentation is required from the prescriber that
the member’s disease has improved based upon the prescriber’s assessment while on therapy.

No Age Restrictions
No Prescriber Restrictions
365 dys f pros/bs ca,cpp, 180 dys for endosis, 90 dys for ut leiomyomata, 60 dys f endometrial thin.

Diagnosis of prostate cancer or diagnosis of breast cancer. Diagnosis of endometriosis confirmed
by laparoscopy OR if the diagnosis is not confirmed by surgery, then chart documentation of an
adequate work-up and the clinical rationale for the diagnosis must be provided, for mild
endometriosis, the member must have tried oral contraceptives and/or progestins. For the
diagnosis of uterine leiomyomata (fibroids), member must have a diagnosis of uterine
leiomyomata (fibroids), and the use of GnRh (gonadotropin-releasing hormone) agonist can be
used in the treatment for fibroid in the following contexts:it may be used preoperatively to
maximize preoperative hemoglobin in patients with documented preexisting anemia (Hemoglobin
Iss thn 11) or it may be used preoperatively to decrease the size of the fibroid uterus so a less
invasive route of hysterectomy can be attempted. (i.e. from an abdominal hysterectomy to a
vaginal hysterectomy or a laparoscopic hysterectomy) and clinical rationale for other use of GnRh
agonist outside of the context of preoperative adjuvant in the surgical management of leiomyoma
must be provided. For the diagnosis of central precocious puberty, the member must have a
diagnosis of central precocious puberty with onset of secondary sexual characteristics earlier than
8 years in females and 9 years in males. For endometrial thinning, the member must have a
diagnosis of dysfunctional uterine bleeding and the member must be undergoing endometrial
ablation.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Medical Information:
Age Restrictions:

Prescriber Restrictions:
Coverage Duration:

Clinical Criteria Used in Determining
Coverage:

Date of Report: 2/12/2010

Lexapro
All FDA approved indications unless othewise restricted from Part D coverage

None

Evidence of prior use of 2 generic selective serotonin reuptake inhibitors.
None

None

365 Days

None

Lidoderm Patch
All FDA-approved indications not otherwise excluded from Part D

No Exclusion Criteria
Diagnosis

No Age Restrictions

No Prescriber Restrictions
365 days

Diagnosis of post-herpetic neuralgia.
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Prior Authorization Group:
Covered Uses:

Exclusion Criteria:

Required Med