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For more recent information or other questions, please contact CarePlus Member
Services, at 800-794-5907 or for TTY users, 711. You can call us seven days a
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answer your call during weekends and holidays. For 24-hour service, you can visit
us at CarePlusHealthPlans.com.

Prior Authorization Criteria
Effective 08/01/2026

abiraterone -

TABLET

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Prostate Cancer: Members with severe hepatic impairment (Child-Pugh
Criteria Class C).

Required Prostate Cancer: One of the following applies:The member has

Medical metastatic castration-resistant prostate cancer (nCRPC) or The member
Information has a diagnosis of castration-sensitive prostate cancer (CSPC) and The

member will be using abiraterone acetate in combination with a
corticosteroid (prednisone, dexamethasone) and the member will use
abiraterone in combination with androgen deprivation therapy (e.g.
previous bilateral orchiectomy or luteinizing hormone-releasing hormone
(LHRH) analog [i.e., LHRH agonist/ antagonist]).

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026 Page 1 of 455



abirtega - TABLET

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Prostate Cancer: Members with severe hepatic impairment (Child-Pugh
Criteria Class C).

Required Prostate Cancer: One of the following applies:The member has

Medical metastatic castration-resistant prostate cancer (MCRPC) or The member
Information has a diagnosis of castration-sensitive prostate cancer (CSPC) and The

member will be using abiraterone acetate in combination with a
corticosteroid (prednisone, dexamethasone) and the member will use
abiraterone in combination with androgen deprivation therapy (e.g.
previous bilateral orchiectomy or luteinizing hormone-releasing hormone
(LHRH) analog [i.e., LHRH agonist/ antagonist]).

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026

Page 2 of 455



acitretin - CAPSULE

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Member must have a diagnosis of severe cutaneous psoriasis including
Medical plaque, guttate, erythrodermic, palmar-plantar, and pustular types AND

Information the member has had previous treatment, contraindication, or intolerance

to methotrexate or cyclosporine.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 _GHHIPMNES C Updated 08/2026 Page 3 of 455



ACTIMMUNE - VIAL (ML)

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Chronic Granulomatous Disease (CGD): The member has chronic
Medical granulomatous disease (CGD). The member is using Actimmune to
Information reduce the frequency and severity of infections. Severe Malignant

Osteopetrosis: The member has severe malignant osteopetrosis. The
member is using Actimmune to delay time to disease progression.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 _GHHIPMNES C Updated 08/2026 Page 4 of 455



ADALIMUMAB-ADAZ - SYRINGE (ML)

PA Criteria

Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Ankylosing Spondylitis: Diagnosis of active ankylosing spondylitis.
Medical Member has had prior therapy, contraindication, or intolerance with a
Information non-steroidal anti-inflammatory drug (NSAIDs) (e.g. ibuprofen,

meloxicam, naproxen). Psoriatic Arthritis: Diagnosis of active psoriatic
arthritis. 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, contraindication, or intolerance with a DMARD (e.g.
methotrexate, cyclosporine, leflunomide). Moderate to severe Chronic
Plaque Psoriasis: Diagnosis of moderate to severe chronic plaque
psoriasis. The member has had prior therapy with or intolerance to
conventional therapy including one or more oral systemic treatments
(e.g., methotrexate, cyclosporine) or contraindication to all conventional
oral systemic treatments. Oral Ulcers Associated with Behcets Disease:
The member has a diagnosis of Behcets disease AND The member will
be using for the treatment of oral ulcers AND has had previous treatment
with, contraindication, or intolerance with two of the following: topical
corticosteroid therapy (e.g. triamcinolone oral paste), azathioprine,
colchicine, cyclosporine.

Age Restriction

Must be 18 years of age for Rheumatoid Arthritis, Moderate to severe
Chronic Plaque Psoriasis, Psoriatic Arthritis, Ankylosing Spondylitis, Oral
Ulcers Associated with Behcets Disease. Must be two years of age or
older for moderately to severely active polyarticular juvenile idiopathic
arthritis and Uveitis. Must be 6 years or older for Crohns Disease. Must
be 5 years of age or older for Ulcerative Colitis. Must be 12 years of age
or older for Hidradenitis Suppurativa.

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Y0040 GHHJPMNES_C

Updated 08/2026

Page 5 of 455



ADALIMUMAB-ADAZ - SYRINGE (ML)

Other Criteria Ulcerative colitis: Member has a diagnosis of moderate to severely active
ulcerative colitis. Crohn's Disease: The member must have moderately
to severely active Crohn's disease. Hidradenitis Suppurativa: The
member must have a diagnosis of moderate to severe Hidradenitis
Suppurativa. Uveitis: The member must have a diagnosis of non-
infectious, intermediate, posterior, or pan-uveitis. The member has had
prior therapy, contraindication, or intolerance with one of the following:
an intravitreal steroid (e.g. triamcinolone, dexamethasone) OR a
systemic corticosteroid (e.g. prednisone, methylprednisolone) OR an
anti-metabolite (e.g. methotrexate, mycophenolate) OR a calcineurin
inhibitor (e.g. cyclosporine).

Part B 0
Prerequisite

Y0040 _GHHIPMNES C Updated 08/2026 Page 6 of 455



ADALIMUMAB-ADBM - PEN INJECTOR KIT (EA)

PA Criteria

Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Ankylosing Spondylitis: Diagnosis of active ankylosing spondylitis.
Medical Member has had prior therapy, contraindication, or intolerance with a
Information non-steroidal anti-inflammatory drug (NSAIDs) (e.g. ibuprofen,

meloxicam, naproxen). Psoriatic Arthritis: Diagnosis of active psoriatic
arthritis. 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, contraindication, or intolerance with a DMARD (e.g.
methotrexate, cyclosporine, leflunomide). Moderate to severe Chronic
Plaque Psoriasis: Diagnosis of moderate to severe chronic plaque
psoriasis. The member has had prior therapy with or intolerance to
conventional therapy including one or more oral systemic treatments
(e.g., methotrexate, cyclosporine) or contraindication to all conventional
oral systemic treatments. Oral Ulcers Associated with Behcets Disease:
The member has a diagnosis of Behcets disease AND The member will
be using for the treatment of oral ulcers AND has had previous treatment
with, contraindication, or intolerance with two of the following: topical
corticosteroid therapy (e.g. triamcinolone oral paste), azathioprine,
colchicine, cyclosporine.

Age Restriction

Must be 18 years of age for Rheumatoid Arthritis, Moderate to severe
Chronic Plaque Psoriasis, Psoriatic Arthritis, Ankylosing Spondylitis, Oral
Ulcers Associated with Behcets Disease. Must be two years of age or
older for moderately to severely active polyarticular juvenile idiopathic
arthritis and Uveitis. Must be 6 years or older for Crohns Disease. Must
be 5 years of age or older for Ulcerative Colitis. Must be 12 years of age
or older for Hidradenitis Suppurativa.

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Y0040 GHHJPMNES_C

Updated 08/2026

Page 7 of 455



ADALIMUMAB-ADBM - PEN INJECTOR KIT (EA)

Other Criteria Ulcerative colitis: Member has a diagnosis of moderate to severely active
ulcerative colitis. Crohn's Disease: The member must have moderately
to severely active Crohn's disease. Hidradenitis Suppurativa: The
member must have a diagnosis of moderate to severe Hidradenitis
Suppurativa. Uveitis: The member must have a diagnosis of non-
infectious, intermediate, posterior, or pan-uveitis. The member has had
prior therapy, contraindication, or intolerance with one of the following:
an intravitreal steroid (e.g. triamcinolone, dexamethasone) OR a
systemic corticosteroid (e.g. prednisone, methylprednisolone) OR an
anti-metabolite (e.g. methotrexate, mycophenolate) OR a calcineurin
inhibitor (e.g. cyclosporine).

Part B 0
Prerequisite

Y0040 _GHHIPMNES C Updated 08/2026 Page 8 of 455



ADALIMUMAB-ADBM(CF) PEN CROHNS - PEN INJECTOR KIT

(EA)

PA Criteria

Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Ankylosing Spondylitis: Diagnosis of active ankylosing spondylitis.
Medical Member has had prior therapy, contraindication, or intolerance with a
Information non-steroidal anti-inflammatory drug (NSAIDs) (e.g. ibuprofen,

meloxicam, naproxen). Psoriatic Arthritis: Diagnosis of active psoriatic
arthritis. 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, contraindication, or intolerance with a DMARD (e.g.
methotrexate, cyclosporine, leflunomide). Moderate to severe Chronic
Plaque Psoriasis: Diagnosis of moderate to severe chronic plaque
psoriasis. The member has had prior therapy with or intolerance to
conventional therapy including one or more oral systemic treatments
(e.g., methotrexate, cyclosporine) or contraindication to all conventional
oral systemic treatments. Oral Ulcers Associated with Behcets Disease:
The member has a diagnosis of Behcets disease AND The member will
be using for the treatment of oral ulcers AND has had previous treatment
with, contraindication, or intolerance with two of the following: topical
corticosteroid therapy (e.g. triamcinolone oral paste), azathioprine,
colchicine, cyclosporine.

Age Restriction

Must be 18 years of age for Rheumatoid Arthritis, Moderate to severe
Chronic Plaque Psoriasis, Psoriatic Arthritis, Ankylosing Spondylitis, Oral
Ulcers Associated with Behcets Disease. Must be two years of age or
older for moderately to severely active polyarticular juvenile idiopathic
arthritis and Uveitis. Must be 6 years or older for Crohns Disease. Must
be 5 years of age or older for Ulcerative Colitis. Must be 12 years of age
or older for Hidradenitis Suppurativa.

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Y0040 GHHJPMNES_C

Updated 08/2026

Page 9 of 455



ADALIMUMAB-ADBM(CF) PEN CROHNS - PEN INJECTOR KIT
(EA)

Other Criteria Ulcerative colitis: Member has a diagnosis of moderate to severely active
ulcerative colitis. Crohn's Disease: The member must have moderately
to severely active Crohn's disease. Hidradenitis Suppurativa: The
member must have a diagnosis of moderate to severe Hidradenitis
Suppurativa. Uveitis: The member must have a diagnosis of non-
infectious, intermediate, posterior, or pan-uveitis. The member has had
prior therapy, contraindication, or intolerance with one of the following:
an intravitreal steroid (e.g. triamcinolone, dexamethasone) OR a
systemic corticosteroid (e.g. prednisone, methylprednisolone) OR an
anti-metabolite (e.g. methotrexate, mycophenolate) OR a calcineurin
inhibitor (e.g. cyclosporine).

Part B 0
Prerequisite

Y0040 _GHHIPMNES C Updated 08/2026 Page 10 of 455



ADALIMUMAB-ADBM(CF) PEN PS-UV - PEN INJECTOR KIT (EA)

PA Criteria

Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Ankylosing Spondylitis: Diagnosis of active ankylosing spondylitis.
Medical Member has had prior therapy, contraindication, or intolerance with a
Information non-steroidal anti-inflammatory drug (NSAIDs) (e.g. ibuprofen,

meloxicam, naproxen). Psoriatic Arthritis: Diagnosis of active psoriatic
arthritis. 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, contraindication, or intolerance with a DMARD (e.g.
methotrexate, cyclosporine, leflunomide). Moderate to severe Chronic
Plaque Psoriasis: Diagnosis of moderate to severe chronic plaque
psoriasis. The member has had prior therapy with or intolerance to
conventional therapy including one or more oral systemic treatments
(e.g., methotrexate, cyclosporine) or contraindication to all conventional
oral systemic treatments. Oral Ulcers Associated with Behcets Disease:
The member has a diagnosis of Behcets disease AND The member will
be using for the treatment of oral ulcers AND has had previous treatment
with, contraindication, or intolerance with two of the following: topical
corticosteroid therapy (e.g. triamcinolone oral paste), azathioprine,
colchicine, cyclosporine.

Age Restriction

Must be 18 years of age for Rheumatoid Arthritis, Moderate to severe
Chronic Plaque Psoriasis, Psoriatic Arthritis, Ankylosing Spondylitis, Oral
Ulcers Associated with Behcets Disease. Must be two years of age or
older for moderately to severely active polyarticular juvenile idiopathic
arthritis and Uveitis. Must be 6 years or older for Crohns Disease. Must
be 5 years of age or older for Ulcerative Colitis. Must be 12 years of age
or older for Hidradenitis Suppurativa.

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Y0040 GHHJPMNES_C

Updated 08/2026

Page 11 of 455



ADALIMUMAB-ADBM(CF) PEN PS-UV - PEN INJECTOR KIT (EA)

Other Criteria Ulcerative colitis: Member has a diagnosis of moderate to severely active
ulcerative colitis. Crohn's Disease: The member must have moderately
to severely active Crohn's disease. Hidradenitis Suppurativa: The
member must have a diagnosis of moderate to severe Hidradenitis
Suppurativa. Uveitis: The member must have a diagnosis of non-
infectious, intermediate, posterior, or pan-uveitis. The member has had
prior therapy, contraindication, or intolerance with one of the following:
an intravitreal steroid (e.g. triamcinolone, dexamethasone) OR a
systemic corticosteroid (e.g. prednisone, methylprednisolone) OR an
anti-metabolite (e.g. methotrexate, mycophenolate) OR a calcineurin
inhibitor (e.g. cyclosporine).

Part B 0
Prerequisite

Y0040 _GHHIPMNES C Updated 08/2026 Page 12 of 455



ADEMPAS - TABLET

PA Criteria

Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Chronic Thromboembolic Pulmonary Hypertension (CTEPH). The
Medical member must have a diagnosis of Chronic Thromboembolic Pulmonary
Information 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.

Age Restriction

Prescriber
Restriction

Licensed Practitioner

Coverage
Duration

Plan Year Duration

Other Criteria

Part B
Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026

Page 13 of 455



ADSTILADRIN - VIAL (EA)

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Member has experienced disease progression while on Adstiladrin
Criteria (nadofaragene firadenovec-vncg)

Required Non-muscle invasive bladder cancer (NMIBC): Member has a diagnosis
Medical of high-risk Bacillus Calmette-Guerin (BCG)-unresponsive disease,
Information which is defined as persistent or recurrent disease following adequat

BCG therapy (adequate BGC is defined as the administration of at least
five of six doses of an initial induction course plus either of: at least two
of three doses of maintenance therapy or at least two of six doses of a
second induction course) AND member has non-muscle invasive bladder
cancer (NMIBC) with documented carcinoma in situ (CIS) AND member
is ineligible for or has elected not to undergo cystectomy.

Age Restriction

Member is 18 years of age or older.

Prescriber Licensed Practitioner
Restriction

Coverage 6 months duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026

Page 14 of 455



AKEEGA - TABLET

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Members that have experienced disease progression while on or

Criteria following PARP inhibitor therapy [e.g., Rubraca (rucaparib), Lynparza
(olaparib), Zejula (niraparib)].

Required Metastatic Castration-Resistant Prostate Cancer: Member has a

Medical diagnosis metastatic castration-resistant prostate cancer (InCRPC) AND

Information Member has documented deleterious or suspected deleterious BRCA-

mutated (BRCAm) disease AND Member will use in combination with
prednisone or prednisolone AND Member will use Akeega (niraparib and
abiraterone acetate) in combination with androgen deprivation therapy
(e.g. previous bilateral orchiectomy or luteinizing hormone-releasing
hormone (LHRH) analog [i.e., LHRH agonist/ antagonist]). Metastatic
Castration-Sensitive Prostate Cancer: Member has a diagnosis
metastatic castration-sensitive prostate cancer (mCSPC) AND Member
has documented deleterious or suspected deleterious BRCA-mutated
(BRCAm) disease AND Member will use in combination with prednisone
or prednisolone AND Member will use Akeega (niraparib and abiraterone
acetate) in combination with androgen deprivation therapy (e.g., previous
bilateral orchiectomy or luteinizing hormone-releasing hormone (LHRH)
analog [i.e., LHRH agonist/ antagonist]).

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan year duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026

Page 15 of 455



ALECENSA - CAPSULE

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Non-Small Cell Lung Cancer (Adjuvant) only: The member exceeds two
Criteria years of total Alecensa (alectinib) treatment and member has
experienced disease progression while on Alecensa (alectinib).
Required Non-small Cell Lung Cancer: The member has recurrent or metastatic
Medical non-small cell lung cancer AND The member has documented
Information anaplastic lymphoma kinase (ALK)-positive disease AND The member

will be using Alecensa (alectinib) as monotherapy. Non-small Cell Lung
Cancer (Adjuvant): The member has a diagnosis of non-small cell lung
cancer (NSCLC) [i.e., tumors greater than or equal to 4 cm or node
positive] AND The member will be using Alecensa (alectinib) for adjuvant
treatment following complete tumor resection AND The member has
documented anaplastic lymphoma kinase (ALK)-positive disease AND
The member will be using Alecensa (alectinib) as monotherapy.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026

Page 16 of 455



alosetron - TABLET

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required The member has a diagnosis of severe diarrhea-predominant irritable
Medical bowel syndrome, AND The member has chronic IBS symptoms (lasting 6
Information months or longer), AND The member has had previous treatment with,

contraindication, or intolerance to at least two of the following:
loperamide, a tricyclic antidepressant (e.g. amitriptyline, nortriptyline,
imipramine HCI, desipramine), or Xifaxan.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 _GHHIPMNES C Updated 08/2026 Page 17 of 455



ALUNBRIG - TABLET

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Non-Small cell lung cancer: The member has a diagnosis of advanced or
Medical metastatic NSCLC with documented anaplastic lymphoma kinase (ALK)
Information positivity AND Alunbrig will be given as monotherapy.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 _GHHIPMNES C Updated 08/2026 Page 18 of 455



alyq - TABLET

PA Criteria Criteria Details

Off-Label Uses [NA

Exclusion NA

Criteria

Required Pulmonary Arterial Hypertension (PAH). The member must have a
Medical diagnosis of pulmonary arterial hypertension (WHO Group |) confirmed
Information by right heart catheterization.

Age Restriction |NA

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria NA

Part B 0
Prerequisite

Y0040 _GHHIPMNES C Updated 08/2026 Page 19 of 455



ambrisentan - TABLET

PA Criteria

Criteria Details

Off-Label Uses

NA

Exclusion Member has a diagnosis of idiopathic pulmonary fibrosis.

Criteria

Required Pulmonary Arterial Hypertension (PAH). The member has a diagnosis of
Medical pulmonary arterial hypertension (WHO Group 1) confirmed by right heart
Information catheterization.

Age Restriction

NA

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria NA

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026

Page 20 of 455



ANKTIVA - VIAL (ML)

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Member has experienced disease progression while on Anktiva

Criteria (nogapendekin alfa inbakicept-pmin).

Required Non-muscle invasive bladder cancer (NMIBC): Member has a diagnosis
Medical of non-muscle invasive bladder cancer (NMIBC) with documented
Information carcinoma in situ (CIS) AND The disease is documented as Bacillus

Calmette-Guerin (BCG)-unresponsive, which is defined as persistent or
recurrent disease following adequate BCG therapy (Adequate BCG is
defined as the administration of at least five of six doses of an initial
induction course plus either of: at least two of three doses of
maintenance therapy or at least two of six doses of a second induction
course) AND Member is ineligible for or has elected not to undergo
cystectomy AND Anktiva (nogapendekin alfa inbakicept-pmin) will be
used concurrently with Bacillus Calmette-Guerin (BCG).

Age Restriction

The member is 18 years of age or older.

Prescriber Licensed Practitioner
Restriction

Coverage Six months duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026

Page 21 of 455



apomorphine - CARTRIDGE (ML)

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Parkinson's Disease off episodes: The member has a diagnosis of

Medical Parkinson's disease AND is currently taking carbidopa/levodopa and will

Information continue taking carbidopa/levodopa with Apokyn (apomorphine) AND is
experiencing breakthrough off periods related to their Parkinson's
disease.

Age Restriction

Prescriber Licensed Practitioner

Restriction

Coverage Plan Year Duration

Duration

Other Criteria

Part B 0

Prerequisite

Y0040 _GHHIPMNES C Updated 08/2026 Page 22 of 455



ARCALYST - VIAL (EA)

PA Criteria

Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Familial Cold Autoinflammatory Syndrome or Muckle-Wells Syndrome:
Medical The member has a diagnosis of Cryopryin-Associated Periodic
Information Syndrome (CAPS), including Familial Cold Autoinflammatory Syndrome

(FCAS) and Muckle-Wells Syndrome (MWS). Recurrent Pericarditis:
Member has a diagnosis of recurrent pericarditis defined by:
presentation of symptoms of acute pericarditis after a symptom-free
interval of at least 4 weeks. Deficiency of Interleukin-1 Receptor
Antagonist (DIRA) The member has a diagnosis of deficiency of
interleukin-1 receptor antagonist (DIRA).

Age Restriction

Member must be 12 years of age or older for Familial Cold
Autoinflammatory Syndrome, Muckle-Wells Syndrome, and Recurrent
Pericarditis indications. Age restriction does not apply to DIRA.

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026

Page 23 of 455



ARIKAYCE - VIAL, NEBULIZER (ML)

PA Criteria Criteria Details

Off-Label Uses

Exclusion Use of Arikayce as monotherapy. Use of Arikayce for non-MAC
Criteria infections or for non-refractory or disseminated MAC. Continued use of
Arikayce in members that failed to achieve negative sputum cultures
after 6 months of therapy with Arikayce.

Required Mycobacterium avium Complex (MAC) Lung Disease. Member must
Medical have a diagnosis of Mycobacterium avium complex (MAC) lung disease.
Information Member must have failed to achieve negative sputum cultures after a

minimum of 6 consecutive months of a multi-drug regimen. Member must
have limited or no alternative treatment options. Arikayce will be used as
part of a multi-drug regimen.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 _GHHIPMNES C Updated 08/2026 Page 24 of 455



asenapine maleate - TABLET, SUBLINGUAL

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Schizophrenia/Bipolar | Disorder, manic or mixed episodes. The member
Medical must be utilizing asenapine for treatment of schizophrenia or bipolar |
Information disorder. The member must have prior therapy or intolerance or

contraindication to at least two of the following: risperidone, olanzapine,
quetiapine, ziprasidone, aripiprazole, or lurasidone.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 _GHHIPMNES C Updated 08/2026 Page 25 of 455



ATROVENT HFA - HFA AEROSOL WITH ADAPTER (GRAM)

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Chronic Obstructive Pulmonary Disease (COPD): Diagnosis of Chronic

Medical Obstructive Pulmonary Disease (COPD), including chronic bronchitis

Information and emphysema. The member has had previous treatment,
contraindication, or intolerance to Spiriva (i.e. Spiriva Handihaler, Spiriva
Respimat).

Age Restriction

Prescriber Licensed Practitioner

Restriction

Coverage Plan Year Duration

Duration

Other Criteria

Part B 0

Prerequisite

Y0040 _GHHIPMNES C Updated 08/2026 Page 26 of 455



AUGTYRO - CAPSULE

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required ROS1 Positive NSCLC: Member has diagnosis of locally advanced or
Medical metastatic non-small cell lung cancer (NSCLC) AND Member has
Information disease which is ROS-1 rearrangement(s) positive AND Member will be

using Augtyro (repotrectinib) as monotherapy. NTRK Gene Fusion-
Positive Solid Tumors: The member has a diagnosis of solid tumors
which are metastatic OR the member is not a candidate for surgical
resection AND The member has a documented neurotrophic tyrosine
receptor kinase (NTRK) gene fusion AND The members disease has
progressed following treatment or does not have satisfactory alternative
therapy options AND Member will be using Augtyro (repotrectinib) as

monotherapy.
Age Restriction
Prescriber Licensed Practitioner
Restriction
Coverage Plan year duration
Duration
Other Criteria
Part B 0

Prerequisite

Y0040 _GHHIPMNES C Updated 08/2026 Page 27 of 455



AUSTEDO - TABLET

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required TD: The member is utilizing Austedo (deutetrabenazine) or Austedo XR
Medical for the treatment of tardive dyskinesia that is associated with the use of
Information dopamine receptor blocking agents AND Symptoms persist despite one

of the following: Discontinuation or reduction in dose of dopamine
blocking agent(s) OR Discontinuation or reduction in dose of dopamine
blocking agent(s) is not possible. OR the member is utilizing Austedo
(deutetrabenazine) or Austedo XR for the treatment of TD that is not
associated with other medication therapies (e.g. dopamine receptor-
blocking agents). Chorea with HD: Diagnosis of chorea associated with
Huntington's disease.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 _GHHIPMNES C Updated 08/2026 Page 28 of 455



AUSTEDO XR - TABLET, EXTENDED RELEASE 24 HR

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required TD: The member is utilizing Austedo (deutetrabenazine) or Austedo XR
Medical for the treatment of tardive dyskinesia that is associated with the use of
Information dopamine receptor blocking agents AND Symptoms persist despite one

of the following: Discontinuation or reduction in dose of dopamine
blocking agent(s) OR Discontinuation or reduction in dose of dopamine
blocking agent(s) is not possible. OR the member is utilizing Austedo
(deutetrabenazine) or Austedo XR for the treatment of TD that is not
associated with other medication therapies (e.g. dopamine receptor-
blocking agents). Chorea with HD: Diagnosis of chorea associated with
Huntington's disease.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 _GHHIPMNES C Updated 08/2026 Page 29 of 455



AUSTEDO XR TITRATION KT(WK1-4) - TABLET, EXTENDED
RELEASE 24 HR DOSE PACK

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required TD: The member is utilizing Austedo (deutetrabenazine) or Austedo XR
Medical for the treatment of tardive dyskinesia that is associated with the use of
Information dopamine receptor blocking agents AND Symptoms persist despite one

of the following: Discontinuation or reduction in dose of dopamine
blocking agent(s) OR Discontinuation or reduction in dose of dopamine
blocking agent(s) is not possible. OR the member is utilizing Austedo
(deutetrabenazine) or Austedo XR for the treatment of TD that is not
associated with other medication therapies (e.g. dopamine receptor-
blocking agents). Chorea with HD: Diagnosis of chorea associated with
Huntington's disease.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite
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AVMAPKI-FAKZYNJA - COMBINATION PACKAGE (EA)

PA Criteria Criteria Details

Off-Label Uses

Exclusion Members that have experienced disease progression while on Avmapki
Criteria (avutometinib)-Fakzynja (defactinib).

Required Ovarian Cancer: The member has a diagnosis of recurrent low-grade
Medical serous ovarian cancer (LGSOC) AND The disease is documented as
Information KRAS mutation-positive AND The member has received previous

systemic therapy AND Avmapki (avutometinib) will be used in
combination with Fakzynja (defactinib).

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan year duration
Duration

Other Criteria

Part B 0

Prerequisite
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AYVAKIT - TABLET

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Member experiences disease progression on Ayvakit (avapritinib).

Criteria [Applicable to all indications except Gastrointestinal stromal tumor
(GIST)]

Required Gastrointestinal Stromal tumor. The member has documented PDGFRA

Medical exon 18 mutation-positive unresectable or metastatic gastrointestinal

Information stromal tumor (including PDGFRA D842V) AND Ayvakit (avapritinib) will

be given as monotherapy. Advanced systemic mastocytosis: The
member has a diagnosis of advanced systemic mastocytosis (AdvSM),
including systemic mastocytosis with an associated hematological
neoplasm and mast cell leukemia AND Avyakit is not recommended for
the treatment of members with AdvSM with platelet counts of less than
50 X 109 /L AND Ayvakit (avapritinib) is administered as monotherapy.
Indolent Systemic Mastocytosis (ISM). The member has a diagnosis of
Indolent Systemic Mastocytosis (ISM) AND is not recommended for
treatment of members with documented platelet counts of less than 50 X
109 /L AND Ayvakit (avapritinib) is administered as monotherapy.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Six month duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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azacitidine - VIAL (EA)

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Myelodysplastic Syndromes. The member has a diagnosis of

Medical myelodysplastic syndrome. Myeloproliferative Neoplasms: The member
Information 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.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan year duration
Duration

Other Criteria

Part B 0

Prerequisite
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BALVERSA - TABLET

PA Criteria

Criteria Details

Off-Label Uses

Exclusion
Criteria

Required
Medical
Information

Urothelial Cancer: The member has a diagnosis of locally advanced or
metastatic urothelial carcinoma AND the member has identification of a
susceptible FGFR3 genetic alteration documented in the medical record
[e.g., FGFR3 gene mutations (R248C, S249C, G370C, Y373C), FGFR3
gene fusions (FGFR3-TACC3v1, FGFR3-TACCv3, FGFR3-TACC3,
FGFR3-BAIAP2L1)] 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, including a
PD-1 (Programmed cell death protein 1) or PD-L1 (Programmed death-
ligand 1) inhibitor [e.g., avelumab, pembrolizumab] (if eligible).

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage 6 Months Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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BAVENCIO - VIAL (ML)

PA Criteria

Criteria Details

Off-Label Uses

Exclusion The member has experienced disease progression while on or following
Criteria PD-1/PD-L1 therapy (e.g Keytruda, Opdivo, Tecentriq, Imfinzi).

Required Merkel Cell Carcinoma (Adults). The member has a diagnosis of

Medical metastatic Merkel cell carcinoma AND Member will be using Bavencio as
Information monotherapy. Merkel Cell Carcinoma (Pediatrics). The member has a

diagnosis of metastatic Merkel cell carcinoma AND Member will be using
Bavencio as monotherapy. Urothelial Cancer. The member has a
diagnosis of locally advanced or metastatic urothelial cancer AND the
member will be using Bavencio (avelumab) as monotherapy AND One of
the following apply: The member will be using Bavencio (avelumab) as
second or subsequent line systemic therapy OR the member has had
disease progression within 12 months of neoadjuvant or adjuvant
chemotherapy OR The member will be using Bavencio (avelumab) as
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) will be given in combination with Inlyta (axitinib) as
first-line therapy.

Age Restriction

Pediatric Merkel Cell Carcinoma - member must be 12 years of age or
older.

Prescriber Licensed Practitioner
Restriction

Coverage 6 months duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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BENLYSTA - AUTO-INJECTOR (ML)

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Severe active central nervous system lupus.

Criteria

Required Systemic Lupus Erythematosus (SLE): The member must have a
Medical diagnosis of active systemic lupus erythematosus (SLE).The member
Information 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 IU/mL. The member must be utilizing Benlysta
(belimumab) in combination with standard treatment regimens for SLE
which may include: corticosteroids (e.g. prednisone),
hydroxychloroquine, azathioprine. Lupus Nephritis: The member must
have a diagnosis of active lupus nephritis AND the member must be
utilizing Benlysta in combination with standard therapy (e.g.
corticosteroids with mycophenolate or cyclophosphamide).

Age Restriction

The member must be 5 years of age or older for Lupus Nephritis and
Systemic Lupus Erythematosus (SLE).

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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BESREMI - SYRINGE (ML)

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Members with hepatic decompensation (Child-Pugh score greater than 6

Criteria [class B and C]). Members that have experienced disease progression
while on Besremi (ropeginterferon alfa-2b-njft). Members with existence
of, or history of severe psychiatric disorders, particularly severe
depression, suicidal ideation or suicide attempt. Members that are
immunosuppressed transplant recipients. Members with Hypersensitivity
to interferon or to any component of Besremi (ropeginterferon alfa-2b-
njft). Members with history or presence of active serious or untreated
autoimmune disease.

Required Polycythemia Vera: The member has a diagnosis of Polycythemia Vera.

Medical

Information

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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BESREMI PEN - PEN INJECTOR (ML)

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Members with hepatic decompensation (Child-Pugh score greater than 6

Criteria [class B and C]). Members that have experienced disease progression
while on Besremi (ropeginterferon alfa-2b-njft). Members with existence
of, or history of severe psychiatric disorders, particularly severe
depression, suicidal ideation or suicide attempt. Members that are
immunosuppressed transplant recipients. Members with Hypersensitivity
to interferon or to any component of Besremi (ropeginterferon alfa-2b-
njft). Members with history or presence of active serious or untreated
autoimmune disease.

Required Polycythemia Vera: The member has a diagnosis of Polycythemia Vera.

Medical

Information

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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bexarotene - CAPSULE

PA Criteria Criteria Details

Off-Label Uses

Exclusion Members that are pregnant.

Criteria

Required Cutaneous T-cell Lymphoma (CTCL). (bexarotene capsules). The
Medical member will be using bexarotene as primary treatment OR Member has
Information 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. (bexarotene
1% topical gel/jelly). The member will be using bexarotene as primary
treatment OR Member has experienced disease progression,
contraindications, or intolerance to at least one prior CTCL therapy.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite
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bortezomib - VIAL (EA)

PA Criteria Criteria Details

Off-Label Uses

Exclusion The member has experienced disease progression while on bortezomib.
Criteria

Required Mantle Cell Lymphoma (MCL): The member has a diagnosis of Mantle
Medical Cell Lymphoma(MCL). Multiple Myeloma. The member has a diagnosis
Information of Multiple Myeloma. Waldenstrom’s Macroglobulinemia. The member

has a diagnosis of Waldenstrom’s macroglobulinemia AND Velcade
(bortezomib) is being used for primary therapy, progressive or relapsed
disease or salvage therapy for disease that does not respond to primary
therapy AND Velcade (bortezomib) is being used as monotherapy, in
combination with Dexamethasone, or in combination with a rituximab

product.
Age Restriction
Prescriber Licensed Practitioner
Restriction
Coverage Plan Year Duration
Duration
Other Criteria
Part B 0

Prerequisite
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BOSULIF - TABLET

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Members that have experienced disease progression while on Bosulif

Criteria (bosutinib). The member has one of the following mutations: T315I,
V299L, G250E, or F317L.

Required Chronic Myelogenous Leukemia. The member has a diagnosis of

Medical Philadelphia chromosome positive chronic myeloid leukemia (CML) AND

Information One of the following applies: The member has accelerated or blast

phase CML OR The member has a diagnosis of chronic phase CML that
has not been previously treated and one of the following applies:
Intermediate- or high-risk score for disease progression OR Low risk
score for disease progression and has contraindication to, intolerance to,
or unable to achieve treatment goals with imatinib OR The member has
a diagnosis of chronic phase CML that has received previous treatment.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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bosutinib - TABLET

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Members that have experienced disease progression while on Bosulif

Criteria (bosutinib). The member has one of the following mutations: T315I,
V299L, G250E, or F317L.

Required Chronic Myelogenous Leukemia. The member has a diagnosis of

Medical Philadelphia chromosome positive chronic myeloid leukemia (CML) AND

Information One of the following applies: The member has accelerated or blast

phase CML OR The member has a diagnosis of chronic phase CML that
has not been previously treated and one of the following applies:
Intermediate- or high-risk score for disease progression OR Low risk
score for disease progression and has contraindication to, intolerance to,
or unable to achieve treatment goals with imatinib OR The member has
a diagnosis of chronic phase CML that has received previous treatment.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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BRAFTOVI - CAPSULE

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Members on concomitant Yervoy (ipilimumab), Opdivo (nivolumab),
Criteria Keytruda (pembrolizumab), Zelboraf (vemurafenib), Cotellic
(cobimetinib), Tafinlar (dabrafenib), or Mekinist (trametinib). 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 (trametinib)].
Required Melanoma - Unresectable or metastatic. The member has a diagnosis of
Medical unresectable or stage |V metastatic melanoma AND The member has a
Information documented BRAF V600 activating mutation AND The member will be

using Braftovi (encorafenib) in combination with Mektovi (binimetinib).
Colorectal Cancer : The member has documented BRAFV600E
metastatic colorectal cancer and progressive disease on prior therapy
AND Braftovi (encorafenib) will be given in combination with Erbitux
(cetuximab) OR The member has documented BRAFV600E metastatic
colorectal cancer AND Braftovi (encorafenib) will be given in combination
with Erbitux (cetuximab) and FOLFOX (fluorouracil, leucovorin, and
oxaliplatin). Metastatic non-small cell lung cancer: The member has
documented BRAF V600E metastatic non-small cell lung cancer
(NSCLC) AND The member will be using Braftovi (encorafenib) in
combination with Mektovi (binimetinib).

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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brivaracetam - TABLET

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Partial-Onset (Focal) Seizures: Member has a diagnosis of partial-onset
Medical (focal) seizures AND Member has been unable to achieve seizure
Information control with levetiracetam AND at least ONE other drug for controlling

partial-onset seizures (e.g., lamotrigine, carbamazepine, zonisamide,
divalproex, gabapentin or topiramate).

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite
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BRIVIACT - TABLET

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Partial-Onset (Focal) Seizures: Member has a diagnosis of partial-onset
Medical (focal) seizures AND Member has been unable to achieve seizure
Information control with levetiracetam AND at least ONE other drug for controlling

partial-onset seizures (e.g., lamotrigine, carbamazepine, zonisamide,
divalproex, gabapentin or topiramate).

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite
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BRUKINSA - CAPSULE

PA Criteria

Criteria Details

Off-Label Uses

Exclusion The member has experienced disease progression while on or following
Criteria Brukinsa (zanubrutinib).

Required Mantle cell ymphoma. The member has a diagnosis of mantle cell
Medical lymphoma AND The member has received at least one prior therapy
Information AND The member will be using Brukinsa (zanubrutinib) as monotherapy.

Marginal Zone Lymphoma: The member has a diagnosis of marginal
zone lymphoma (MZL) AND The member is using Brukinsa
(zanubrutinib) as second line or subsequent for refractory or progressive
disease AND The member has received at least one regimen containing
anti-CD20 product (e.g. rituximab product) AND The member will be
using Brukinsa (zanubrutinib) as monotherapy. Waldenstroms
Macroglobulinemia: The member has a diagnosis of Waldenstroms
macroglobulinemia (WM) AND the member will be using Brukinsa
(zanubrutinib) as monotherapy. Chronic Lymphocytic Leukemia
(CLL)/Small Lymphocytic Lymphoma (SLL). The member has a
diagnosis of Chronic Lymphocytic Leukemia (CLL)/Small Lymphocytic
Lymphoma (SLL). Follicular Lymphoma: The member has a diagnosis of
relapsed or refractory follicular ymphoma AND the member has had 2 or
more previous lines of systemic therapy AND Brukinsa (zanubrutinib) will
be used in combination with obinutuzumab.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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budesonide - TABLET, DELAYED AND EXTENDED RELEASE

PA Criteria

Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Mild to moderate active ulcerative colitis: The member must have a
Medical diagnosis of mild to moderate active ulcerative colitis AND the member
Information must have had previous treatment or intolerance to at least two of the

following: sulfasalazine, balsalazide capsules, mesalamine enema or
mesalamine 0.375g extended-release.

Age Restriction

Prescriber
Restriction

Licensed Practitioner

Coverage
Duration

Plan Year Duration

Other Criteria

Part B
Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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buprenorphine - PATCH, TRANSDERMAL WEEKLY

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Moderate to severe pain: Has persistent (non-acute) pain that requires
Medical around the clock treatment AND Has pain severe enough to require an
Information opioid pain medication AND previous trials of alternative treatments

(e.g., non-opioid analgesics or immediate-release opioids) have been
inadequate AND Has had previous treatment, contraindication, or
intolerance to one of the following: immediate-release opioid (i.e.,
oxycodone, hydromorphone, or morphine) OR extended-release opioid
(i.e., oxycodone, hydromorphone, or morphine).

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite
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BYSANTI - TABLET

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Schizophrenia: The member has a diagnosis of schizophrenia AND The
Medical member has tried or cannot use at least 2 of the following: risperidone,
Information olanzapine, quetiapine, ziprasidone, aripiprazole, or lurasidone. Bipolar |

Disorder (manic or mixed episodes): The member has a diagnosis of
Bipolar | Disorder (manic or mixed episodes) AND The member has tried
or cannot use at least 2 of the following: risperidone, olanzapine,
quetiapine, ziprasidone, or aripiprazole.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan year duration
Duration

Other Criteria

Part B 0

Prerequisite
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BYSANTI TITRATION PACK A - TABLET, DOSE PACK

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Schizophrenia: The member has a diagnosis of schizophrenia AND The
Medical member has tried or cannot use at least 2 of the following: risperidone,
Information olanzapine, quetiapine, ziprasidone, aripiprazole, or lurasidone. Bipolar |

Disorder (manic or mixed episodes): The member has a diagnosis of
Bipolar | Disorder (manic or mixed episodes) AND The member has tried
or cannot use at least 2 of the following: risperidone, olanzapine,
quetiapine, ziprasidone, or aripiprazole.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan year duration
Duration

Other Criteria

Part B 0

Prerequisite
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BYSANTI TITRATION PACK B - TABLET, DOSE PACK

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Schizophrenia: The member has a diagnosis of schizophrenia AND The
Medical member has tried or cannot use at least 2 of the following: risperidone,
Information olanzapine, quetiapine, ziprasidone, aripiprazole, or lurasidone. Bipolar |

Disorder (manic or mixed episodes): The member has a diagnosis of
Bipolar | Disorder (manic or mixed episodes) AND The member has tried
or cannot use at least 2 of the following: risperidone, olanzapine,
quetiapine, ziprasidone, or aripiprazole.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan year duration
Duration

Other Criteria

Part B 0

Prerequisite
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BYSANTI TITRATION PACK C - TABLET, DOSE PACK

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Schizophrenia: The member has a diagnosis of schizophrenia AND The
Medical member has tried or cannot use at least 2 of the following: risperidone,
Information olanzapine, quetiapine, ziprasidone, aripiprazole, or lurasidone. Bipolar |

Disorder (manic or mixed episodes): The member has a diagnosis of
Bipolar | Disorder (manic or mixed episodes) AND The member has tried
or cannot use at least 2 of the following: risperidone, olanzapine,
quetiapine, ziprasidone, or aripiprazole.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan year duration
Duration

Other Criteria

Part B 0

Prerequisite
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CABOMETYX - TABLET

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Hepatocellular carcinoma, Renal cell carcinoma, and Thyroid cancer:
Criteria Member experiences disease progression on cabozantinib.

Required Renal cell carcinoma: The member has advanced renal cell carcinoma
Medical AND one of the following applies: the member will be using Cabometyx
Information (cabozanitinib) as monotherapy OR the member will be using

Cabometyx (cabozanitinib) in combination with Opdivo (nivolumab) as
first line therapy. Hepatocellular carcinoma. The member has a
diagnosis of hepatocellular carcinoma AND The member has been
previously treated with a first line therapy (e.g., sorafenib) AND
Cabometyx (cabozantinib) will be given as monotherapy. Thyroid
Cancer: The member has a diagnosis of locally advanced or metastatic
differentiated thyroid cancer AND Member has experienced disease
progression following prior anti-VEGF targeted therapy AND Member is
radioactive iodine refractory or ineligible AND Cabometyx (cabozantinib)
will be administered as monotherapy. Neuroendocrine Tumors (NETS):
The member has a diagnosis of unresectable, locally advanced, or
metastatic, well-differentiated neuroendocrine tumor (i.e., pNET and
epNET).

Age Restriction

Thyroid Cancer and Neuroendocrine Tumors (NETs): Member is 12
years of age or older.

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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calcipotriene - CREAM (GRAM)

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Psoriasis: The member must have a diagnosis of plaque psoriasis AND
Medical has had previous treatment, contraindication or intolerance with a high
Information potency topical corticosteroid (e.g. triamcinolone 0.5%, betamethasone

dipropionate/dipropionate augmented, or clobetasol cream/ointment).

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite
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CALQUENCE (ACALABRUTINIB MAL) - TABLET

PA Criteria

Criteria Details

Off-Label Uses

Exclusion The member has experienced disease progression while on or following
Criteria Calquence (acalabrutinib).

Required Mantle Cell Lymphoma: The member has a diagnosis of mantle cell
Medical lymphoma AND One of the following: The member has received at least
Information one prior therapy AND the member will be using Calquence

(acalabrutinib) as monotherapy OR The member has previously
untreated mantle cell ymphoma AND member is ineligible for autologous
hematopoietic stem cell transplantation (HSCT) AND Calquence
(acalabrutinib) will be used in combination with bendamustine and a
rituximab product, followed by maintenance Calquence (acalabrutinib)
with or without a rituximab product. Chronic lymphocytic leukemia (CLL) /
Small lymphocytic lymphoma (SLL): member has a diagnosis of chronic
lymphocytic leukemia (CLL) or small lymphocytic lymphoma (SLL).

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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CAPLYTA - CAPSULE

PA Criteria

Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Schizophrenia. The member must have a diagnosis of schizophrenia
Medical AND The member must have documentation of prior therapy,
Information intolerance, or contraindication to at least two of the following:

risperidone, olanzapine, quetiapine, ziprasidone, aripiprazole, or
lurasidone. Bipolar | or Il Disorder (Bipolar Depression): The member
must have a diagnosis of bipolar | or Il disorder (bipolar depression) AND
the member must have documentation of prior therapy, intolerance, or
contraindication to quetiapine and at least one of the following:
olanzapine, or lurasidone. Major Depressive Disorder: The member has
a clinical diagnosis of major depressive disorder (MDD) AND The
member has had previous treatment, contraindication, or intolerance to
at least one antidepressant used as monotherapy for MDD AND The
member has had previous treatment, contraindication, or intolerance to
at least one generic atypical antipsychotic therapy that has been used as
an adjunct (i.e., add-on) to antidepressant therapy AND Caplyta
(lumateperone) will be used as adjunctive treatment to antidepressant
therapy and not as monotherapy.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026

Page 56 of 455



CAPRELSA - TABLET

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Members that have experienced disease progression while on

Criteria Vandetanib.

Required Thyroid Cancer. The member has a diagnosis of locally advanced or
Medical metastatic medullary thyroid cancer AND The member has symptomatic
Information or progressive disease OR the member has a diagnosis of symptomatic

iodine refractory follicular carcinoma or oncocytic carcinoma or papillary
carcinoma AND unresectable recurrent or persistent locoregional
disease or metastatic disease.

Age Restriction

Prescriber
Restriction

Licensed Practitioner

Coverage
Duration

Plan Year Duration

Other Criteria

Part B
Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026

Page 57 of 455



carglumic acid - TABLET, DISPERSIBLE

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Acute or chronic hyperammonemia due to NAGS deficiency: the member
Medical has acute or chronic hyperammonemia due to deficiency of hepatic
Information enzyme N-acetylglutamate synthase (NAGS). Acute hyperammonemia

due to PAA or MMA deficiency: the member has acute hyperammonemia
due to propionic acidemia (PA) or methylmalonic acidemia (MMA).

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0
Prerequisite
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CAVHANZA - TABLET,DISINTEGRATING

PA Criteria

Criteria Details

Off-Label Uses

Pending CMS Review

Exclusion Pending CMS Review
Criteria

Required Pending CMS Review
Medical

Information

Age Restriction

Pending CMS Review

Prescriber Pending CMS Review
Restriction

Coverage Pending CMS Review
Duration

Other Criteria Pending CMS Review
Part B Pending CMS Review

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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CAYSTON - VIAL, NEBULIZER (ML)

PA Criteria Criteria Details

Off-Label Uses

Exclusion Patients with a forced expiratory volume in one second (FEV1) less than

Criteria 25% or greater than 75% predicted. Patients colonized with Burkholderia
cepacia.

Required Cystic Fibrosis. The member must have a diagnosis of cystic fibrosis

Medical (CF). The member is colonized with Pseudomonas aeruginosa. The

Information member must have a short or long-acting beta-agonist bronchodilator

(e.g. albuterol or formoterol), and will be utilized prior to Cayston.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year duration
Duration

Other Criteria

Part B 0

Prerequisite
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CHORIONIC GONADOTROPIN, HUMAN - VIAL (EA)

PA Criteria Criteria Details

Off-Label Uses

Exclusion Obesity, Female or male infertility, Erectile Dysfunction, Precocious
Criteria puberty, Prostatic carcinoma or other androgen-dependent neoplasm.
Required NA

Medical

Information

Age Restriction |NA

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria NA

Part B 0
Prerequisite
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clobazam - SUSPENSION, ORAL (FINAL DOSE FORM)

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Lennox-Gastaut Syndrome: The member has a diagnosis of seizures
Medical associated with Lennox-Gastaut Syndrome (LGS) AND Onfi (clobazam)
Information will be used in combination with at least one other drug for controlling

seizures AND The member has been unable to achieve seizure control
with at least one other drug used for the adjunctive treatment of Lennox-
Gastaut syndrome (e.g., lamotrigine, rufinamide, topiramate).

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite
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clozapine - TABLET,DISINTEGRATING

PA Criteria Criteria Details

Off-Label Uses

Exclusion

Criteria

Required The member must be using clozapine ODT or Versacloz (clozapine oral
Medical solution) for treatment-resistant schizophrenia. The member must have
Information had prior therapy or intolerance to generic clozapine tablets.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite
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COBENFY - CAPSULE

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Urinary retention. Moderate or severe hepatic impairment. Gastric
Criteria retention. Untreated narrow-angle glaucoma.

Required Schizophrenia: The member will be using Cobenfy for the treatment of
Medical schizophrenia AND The member has tried or cannot use at least two of
Information the following generic atypical antipsychotics: olanzapine, risperidone,

aripiprazole, quetiapine, lurasidone, or ziprasidone.

Age Restriction

The member must be 18 years of age or older.

Prescriber
Restriction

Licensed Practitioner

Coverage
Duration

Plan year duration

Other Criteria

Part B
Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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COBENFY STARTER PACK - CAPSULE, DOSE PACK

PA Criteria Criteria Details

Off-Label Uses

Exclusion Urinary retention. Moderate or severe hepatic impairment. Gastric
Criteria retention. Untreated narrow-angle glaucoma.

Required Schizophrenia: The member will be using Cobenfy for the treatment of
Medical schizophrenia AND The member has tried or cannot use at least two of
Information the following generic atypical antipsychotics: olanzapine, risperidone,

aripiprazole, quetiapine, lurasidone, or ziprasidone.

Age Restriction |[The member must be 18 years of age or older.

Prescriber Licensed Practitioner
Restriction

Coverage Plan year duration
Duration

Other Criteria

Part B 0

Prerequisite
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COMETRIQ - CAPSULE

PA Criteria

Criteria Details

Off-Label Uses

Exclusion The member has experienced disease progression while on Cometriq
Criteria (cabozantinib).

Required Metastatic Medullary Thyroid Carcinoma. The member has a diagnosis
Medical of progressive, metastatic medullary thyroid carcinoma MTC.
Information

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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COPIKTRA - CAPSULE

PA Criteria

Criteria Details

Off-Label Uses

Exclusion The member has experienced disease progression while on or following
Criteria a PI3K inhibitor (e.g. idelalisib, copanlisib, duvelisib).

Required Chronic lymphocytic leukemia. The member has a diagnosis of chronic
Medical lymphocytic leukemia (CLL) or small lymphocytic lymphoma (SLL) AND
Information the member has relapsed or refractory disease AND The member will be

using Copiktra (duvelisib) as monotherapy.

Age Restriction

Prescriber
Restriction

Licensed Practitioner

Coverage
Duration

Plan year duration

Other Criteria

Part B
Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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COSENTYX - SYRINGE (ML)

PA Criteria

Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Moderate to severe chronic plaque psoriasis: The member has a
Medical diagnosis of moderate to severe plaque psoriasis AND The member has
Information had prior therapy with or intolerance to a single conventional oral

systemic treatment (e.g. methotrexate, cyclosporine), or contraindication
to all conventional oral systemic treatments. Psoriatic Arthritis: The
member has a diagnosis of active psoriatic arthritis. Active ankylosing
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). Active Enthesitis-
related Juvenile Idiopathic Arthritis: The member has a diagnosis of
active enthesitis-related arthritis (ERA) AND the member has had prior
therapy, contraindication, or intolerance with a non-steroidal anti-
inflammatory drugs (NSAID) (e.g. ibuprofen, meloxicam, naproxen).
Hidradenitis suppurativa: The member must have a diagnosis of
moderate to severe hidradenitis suppurativa.

Age Restriction

Plaque Psoriasis: Member must be 6 years of age or older. Non-
radiographic axial spondyloarthritis: Member must be 18 years of age or
older. Psoriatic Arthritis: member must be 2 years of age or older. Active
Enthesitis-related Juvenile Idiopathic Arthritis: member must be 4 years
of age or older. Ankylosing Spondylitis and Hidradenitis suppurativa:
Member must be 12 years of age or older.

Prescriber Licensed Practitioner
Restriction

Coverage Plan year duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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COSENTYX (2 SYRINGES) - SYRINGE (ML)

PA Criteria

Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Moderate to severe chronic plaque psoriasis: The member has a
Medical diagnosis of moderate to severe plaque psoriasis AND The member has
Information had prior therapy with or intolerance to a single conventional oral

systemic treatment (e.g. methotrexate, cyclosporine), or contraindication
to all conventional oral systemic treatments. Psoriatic Arthritis: The
member has a diagnosis of active psoriatic arthritis. Active ankylosing
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). Active Enthesitis-
related Juvenile Idiopathic Arthritis: The member has a diagnosis of
active enthesitis-related arthritis (ERA) AND the member has had prior
therapy, contraindication, or intolerance with a non-steroidal anti-
inflammatory drugs (NSAID) (e.g. ibuprofen, meloxicam, naproxen).
Hidradenitis suppurativa: The member must have a diagnosis of
moderate to severe hidradenitis suppurativa.

Age Restriction

Plaque Psoriasis: Member must be 6 years of age or older. Non-
radiographic axial spondyloarthritis: Member must be 18 years of age or
older. Psoriatic Arthritis: member must be 2 years of age or older. Active
Enthesitis-related Juvenile Idiopathic Arthritis: member must be 4 years
of age or older. Ankylosing Spondylitis and Hidradenitis suppurativa:
Member must be 12 years of age or older.

Prescriber Licensed Practitioner
Restriction

Coverage Plan year duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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COSENTYX PEN - PEN INJECTOR (ML)

PA Criteria

Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Moderate to severe chronic plaque psoriasis: The member has a
Medical diagnosis of moderate to severe plaque psoriasis AND The member has
Information had prior therapy with or intolerance to a single conventional oral

systemic treatment (e.g. methotrexate, cyclosporine), or contraindication
to all conventional oral systemic treatments. Psoriatic Arthritis: The
member has a diagnosis of active psoriatic arthritis. Active ankylosing
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). Active Enthesitis-
related Juvenile Idiopathic Arthritis: The member has a diagnosis of
active enthesitis-related arthritis (ERA) AND the member has had prior
therapy, contraindication, or intolerance with a non-steroidal anti-
inflammatory drugs (NSAID) (e.g. ibuprofen, meloxicam, naproxen).
Hidradenitis suppurativa: The member must have a diagnosis of
moderate to severe hidradenitis suppurativa.

Age Restriction

Plaque Psoriasis: Member must be 6 years of age or older. Non-
radiographic axial spondyloarthritis: Member must be 18 years of age or
older. Psoriatic Arthritis: member must be 2 years of age or older. Active
Enthesitis-related Juvenile Idiopathic Arthritis: member must be 4 years
of age or older. Ankylosing Spondylitis and Hidradenitis suppurativa:
Member must be 12 years of age or older.

Prescriber Licensed Practitioner
Restriction

Coverage Plan year duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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COSENTYX PEN (2 PENS) - PEN INJECTOR (ML)

PA Criteria

Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Moderate to severe chronic plaque psoriasis: The member has a
Medical diagnosis of moderate to severe plaque psoriasis AND The member has
Information had prior therapy with or intolerance to a single conventional oral

systemic treatment (e.g. methotrexate, cyclosporine), or contraindication
to all conventional oral systemic treatments. Psoriatic Arthritis: The
member has a diagnosis of active psoriatic arthritis. Active ankylosing
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). Active Enthesitis-
related Juvenile Idiopathic Arthritis: The member has a diagnosis of
active enthesitis-related arthritis (ERA) AND the member has had prior
therapy, contraindication, or intolerance with a non-steroidal anti-
inflammatory drugs (NSAID) (e.g. ibuprofen, meloxicam, naproxen).
Hidradenitis suppurativa: The member must have a diagnosis of
moderate to severe hidradenitis suppurativa.

Age Restriction

Plaque Psoriasis: Member must be 6 years of age or older. Non-
radiographic axial spondyloarthritis: Member must be 18 years of age or
older. Psoriatic Arthritis: member must be 2 years of age or older. Active
Enthesitis-related Juvenile Idiopathic Arthritis: member must be 4 years
of age or older. Ankylosing Spondylitis and Hidradenitis suppurativa:
Member must be 12 years of age or older.

Prescriber Licensed Practitioner
Restriction

Coverage Plan year duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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COSENTYX UNOREADY PEN - PEN INJECTOR (ML)

PA Criteria

Criteria Details

Off-Label Uses

Exclusion

Criteria

Required Moderate to severe chronic plaque psoriasis: The member has a
Medical diagnosis of moderate to severe plaque psoriasis AND The member has
Information had prior therapy with or intolerance to a single conventional oral

systemic treatment (e.g. methotrexate, cyclosporine), or contraindication
to all conventional oral systemic treatments. Psoriatic Arthritis: The
member has a diagnosis of active psoriatic arthritis. Active ankylosing
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). Active Enthesitis-
related Juvenile Idiopathic Arthritis: The member has a diagnosis of
active enthesitis-related arthritis (ERA) AND the member has had prior
therapy, contraindication, or intolerance with a non-steroidal anti-
inflammatory drugs (NSAID) (e.g. ibuprofen, meloxicam, naproxen).
Hidradenitis suppurativa: The member must have a diagnosis of
moderate to severe hidradenitis suppurativa.

Age Restriction

Plaque Psoriasis: Member must be 6 years of age or older. Non-
radiographic axial spondyloarthritis: Member must be 18 years of age or
older. Psoriatic Arthritis: member must be 2 years of age or older. Active
Enthesitis-related Juvenile Idiopathic Arthritis: member must be 4 years
of age or older. Ankylosing Spondylitis and Hidradenitis suppurativa:
Member must be 12 years of age or older.

Prescriber Licensed Practitioner
Restriction

Coverage Plan year duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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COTELLIC - TABLET

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Melanoma indication only: Members on Cotellic as a single agent.
Criteria Members on concomitant Yervoy (ipilimumab), Opdivo (nivolumab),
Keytruda(pembrolizumab), Tafinlar (dabrafenib), Mekinist (trametinib),
Braftovi (encorafenib), or Mektovi (binimetinib). Members that have
experienced disease progression while on Cotellic. Members that have
experienced disease progression while on prior anti-BRAF/MEK
combination therapy [e.g.,Braftovi (encorafenib) with Mektovi
(binimetinib) or Tafinlar (dabrafenib) with Mekinist (trametinib)].
Required Melanoma: The member has a diagnosis of unresectable or stage IV
Medical metastatic melanoma AND The member has a documented BRAF V600
Information activating mutation AND The member will be using Cotellic (cobimetinib)

in combination with Zelboraf(vemurafenib). Histiocytic Neoplasms: the
member has a diagnosis of histiocytic neoplasms AND the member will
be using Cotellic (cobimetinib) as monotherapy.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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CRESEMBA - CAPSULE

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Familial short QT syndrome.

Criteria

Required Invasive Aspergillosis and Invasive Mucormycosis: Member must have
Medical diagnosis of invasive aspergillosis or invasive mucormycosis.
Information

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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CYRAMZA - VIAL (ML)

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Members that have experienced disease progression while on Cyramza
Criteria (ramucirumab).

Required Gastric Cancer: member has a diagnosis of advanced or metastatic
Medical gastric cancer or gastro-esophageal adenocarcinoma AND the member
Information has disease progression or intolerance on or after prior therapy with

platinum-based 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: The member has a diagnosis of metastatic non-small cell lung
cancer AND The member has disease progression or intolerance on or
after prior therapy with platinum-based chemotherapy AND For members
with EGFR (epidermal growth factor receptor) or ALK (anaplastic
lymphoma kinase) genomic aberrations: the member has disease
progression on FDA-approved therapy for these aberrations and
Cyramza will be used in combination with Docetaxel OR member has
documented epidermal growth factor receptor (EGFR) exon 19 deletions
or exon 21 (L858R) mutations AND Cyramza (ramucirumab) is given in
combo with erlotinib as first line therapy. Colorectal Cancer: The
member has a diagnosis of unresectable or metastatic colorectal cancer
AND Cyramza (ramucirumab) will be given as primary treatment in
combination with irinotecan or FOLFIRI (fluorouracil, leucovorin calcium,
and irinotecan) for unresectable metachronous 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 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.

Age Restriction

Prescriber Licensed Practitioner
Restriction

Coverage Plan year duration
Duration

Y0040 GHHJPMNES_C

Updated 08/2026
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CYRAMZA - VIAL (ML)

Other Criteria Esophageal Cancer: The member has a diagnosis of unresectable
locally advanced, recurrent, or metastatic esophageal adenocarcinoma
AND Cyramza will be used as second or subsequent line therapy with or
without paclitaxel. Hepatocellular Carcinoma: The member has a
diagnosis of metastatic or unresectable hepatocellular carcinoma AND
the member has received prior treatment with a first line therapy
(e.g.,sorafenib) AND the member has alpha fetoprotein greater than or
equal to 400 ng/ml AND Cyramza (ramucirumab) will be given as a
single agent as subsequent therapy.

Part B 0
Prerequisite
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CYSTARAN - DROPS

PA Criteria Criteria Details

Off-Label Uses [NA

Exclusion NA

Criteria

Required Cystinosis: The member has a diagnosis of cystinosis AND The member
Medical is using cysteamine ophthalmic solution in the treatment of corneal
Information cystine crystal accumulation.

Age Restriction

NA

Prescriber Licensed Practitioner
Restriction

Coverage Plan Year Duration
Duration

Other Criteria NA

Part B 0

Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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DANYELZA - VIAL (ML)

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Members receiving Danyelza (naxitamab) as monotherapy. Members

Criteria that have experienced disease progression while on Danyelza
(naxitamabgqgk).

Required Relapsed or Refractory Neuroblastoma: The member has a diagnosis of

Medical relapsed or refractory high-risk neuroblastoma AND The disease is in the

Information bone or bone marrow AND The member has achieved a partial or minor

response or stable disease to prior therapy AND Danyelza (naxitamab-
gqgk) will be used in combination with Leukine (sargramostim).

Age Restriction

The member is 1 year of age and older.

Prescriber
Restriction

Licensed Practitioner

Coverage
Duration

Plan Year Duration

Other Criteria

Part B
Prerequisite

Y0040 GHHJPMNES_C

Updated 08/2026
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DANZITEN - TABLET

PA Criteria Criteria Details

Off-Label Uses

Exclusion The member has experienced disease progression on any nilotinib (e.g.
Criteria Tasigna, Danziten).

Required Chronic Myeloid Leukemia: The member has a diagnosis of chronic
Medical myeloid leukemia (CML).

Information

Age Restriction |The member is 18 years or older.

Prescriber Licensed Practitioner
Restriction

Coverage Plan year duration
Duration

Other Criteria

Part B 0

Prerequisite
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DARZALEX - VIAL (ML)

PA Criteria

Criteria Details

Off-Label Uses

Exclusion Disease progression while taking Darzalex (daratumumab).

Criteria

Required Multiple Myeloma:The member has a diagnosis of multiple myeloma
Medical AND The member will be using Darzalex (daratumumab) for newly
Information 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 The member will be using
Darzalex (daratumumab) in combination with Velcade (bortezomib) and
dexamethasone OR The member will be using Darzalex (daratumumab)
in combi