
























































































































































  

 Prior Authorization Group   TESTOSTERONE ENANTHATE INJ 

 Drug Names  TESTOSTERONE ENANTHATE  

 Covered Uses  All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria  -

 Required Medical Information 1) Request is for continuation of testosterone therapy and requested drug is being  

prescribed for hypogonadism in a male patient or a patient that self-identifies as male 

who had  a confirmed low testosterone level according  to current practice guidelines or 

your standard male lab reference values before starting testosterone therapy OR 2)  

Request is not for continuation of testosterone therapy and requested  drug is being  

prescribed for hypogonadism in a male patient or a patient that self-identifies as male  

who has at least two confirmed low testosterone levels according to current practice  

guidelines or your standard male lab reference values OR 3) Requested drug is being  

prescribed for inoperable metastatic breast cancer in a  patient who is 1 to 5 years 

postmenopausal and who has had an incomplete response to other therapy for 

metastatic breast cancer OR 4) Requested drug is being prescribed for a  

pre-menopausal patient with breast cancer who has benefited from oophorectomy and  

is considered to have a hormone-responsive tumor OR 5) Requested drug is being  

prescribed for delayed puberty in a male patient.  

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria  -
 

 Prior Authorization Group  TETRABENAZINE 

 Drug Names  TETRABENAZINE 

 Covered Uses All FDA-approved indications not otherwise excluded  from Part D, chronic tics, tardive  

dyskinesia,  hemiballismus, chorea  not associated with  Huntington's disease.  

 Exclusion Criteria  -

 Required Medical Information  -

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria  -
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 Prior Authorization Group  THALOMID 

 Drug Names  THALOMID 

 Covered Uses All FDA-approved indications not otherwise excluded  from Part D, myelofibrosis-related  

anemia, systemic light chain amyloidosis, Waldenstrom's 

macroglobulinemia/lymphoplasmacytic lymphoma, recurrent aphthous stomatitis,  

recurrent HIV-associated  aphthous ulcers, cachexia, HIV-associated diarrhea, Kaposi's 

sarcoma, Behcet's syndrome, chronic graft-versus-host disease, Crohn's disease,  

multicentric Castleman's disease.  

 Exclusion Criteria  -

 Required Medical Information Cachexia: Cachexia must be due to cancer or HIV infection. Kaposi's sarcoma: The  

patient has HIV infection.  

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria  -
 

 Prior Authorization Group  TIBSOVO 

 Drug Names  TIBSOVO 

 Covered Uses  All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria  -

 Required Medical Information  -

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria  -
 

 Prior Authorization Group  TOBRAMYCIN 

 Drug Names  TOBRAMYCIN 

 Covered Uses All FDA-approved indications not otherwise excluded  from Part D, non-cystic fibrosis  

bronchiectasis.  

 Exclusion Criteria  -

 Required Medical Information Pseudomonas aeruginosa is present in the  patient's airway cultures OR the patient has 

a history of pseudomonas aeruginosa infection or colonization in the airways.  

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria Coverage under Part D will be denied if coverage is available under Part A  or Part B as 

the medication is prescribed and dispensed or administered for the individual.  
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 Prior Authorization Group  TOPICAL DOXEPIN 

 Drug Names DOXEPIN HYDROCHLORIDE  

 Covered Uses  All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria  -

 Required Medical Information The  patient has experienced an inadequate response to a  generic topical corticosteroid  

or topical tacrolimus  

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  1 Month 

 Other Criteria  -
 

 Prior Authorization Group   TOPICAL LIDOCAINE 

 Drug Names GLYDO, LIDOCAINE, LIDOCAINE HCL, LIDOCAINE HCL JELLY, 

LIDOCAINE/PRILOCAINE  

 Covered Uses  All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria  -

 Required Medical Information 1) The requested drug is being used for topical anesthesia, 2) If  the requested drug will 

be used  as part of a compounded  product, then all the  active ingredients in the  

compounded product are FDA-approved for topical use  

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  3 Months 

 Other Criteria Coverage under Part D will be denied if coverage is available under Part A  or Part B as 

the medication is prescribed and dispensed or administered for the individual.  
 

 Prior Authorization Group  TOPICAL TESTOSTERONES 

 Drug Names ANDRODERM, TESTOSTERONE, TESTOSTERONE PUMP  

 Covered Uses  All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria  -

 Required Medical Information 1) Request is for continuation of testosterone therapy and requested drug is being  

prescribed for hypogonadism in a male patient or a patient that self-identifies as male 

who had  a confirmed low testosterone level according  to current practice guidelines or 

your standard male lab reference values before starting testosterone therapy OR 2)  

Request is not for continuation of testosterone therapy and requested  drug is being  

prescribed for hypogonadism in a male patient or a patient that self-identifies as male 

who has at least two confirmed low testosterone levels according to current practice  

guidelines or your standard male lab reference values.  

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria  -
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 Prior Authorization Group  TOPICAL TRETINOIN 

 Drug Names  AVITA, TRETINOIN 

 Covered Uses  All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria  -

 Required Medical Information  -

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration   Plan Year 

 Other Criteria  -
 

 Prior Authorization Group  TRELSTAR 

 Drug Names  TRELSTAR MIXJECT 

 Covered Uses  All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria  -

 Required Medical Information  -

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria Use as neoadjuvant therapy prior to radical prostatectomy is not approvable.  
 

 Prior Authorization Group	   TREPROSTINIL INJ 

 Drug Names	 REMODULIN, TREPROSTINIL  

 Covered Uses	   All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria	  -

 Required Medical Information	 Pulmonary arterial hypertension (WHO Group  1) was confirmed  by right heart 

catheterization. For new starts only: 1) pretreatment mean pulmonary  arterial pressure 

is greater than or equal to 25 mmHg, 2) pretreatment pulmonary capillary wedge  

pressure is less than or equal to  15 mmHg, and  3) pretreatment pulmonary vascular 

resistance is greater than  3  Wood units.  

 Age Restrictions	  -

 Prescriber Restrictions	  -

 Coverage Duration	  Plan Year 

Other Criteria 	 Coverage under Part D will be denied if coverage is available under Part A  or Part B as 

the medication is prescribed and dispensed or administered for the individual.  
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 Prior Authorization Group  TRIENTINE 

 Drug Names TRIENTINE HYDROCHLORIDE  

 Covered Uses  All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria  -

 Required Medical Information  -

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria  -
 

 Prior Authorization Group  TYKERB 

 Drug Names  TYKERB 

 Covered Uses All FDA-approved indications not otherwise excluded  from Part D, metastatic CNS 

lesions from HER2-positive breast cancer.  

 Exclusion Criteria  -

 Required Medical Information For HER2-positive breast cancer, the requested drug will be used in combination with: 

1) aromatase inhibitor (e.g., anastrozole, letrozole, exemestane), or 2) capecitabine, or 

3) trastuzumab.  

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria  -
 

 Prior Authorization Group  TYMLOS 

 Drug Names  TYMLOS 

 Covered Uses  All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria  -

 Required Medical Information For postmenopausal osteoporosis: patient has ONE of the following (1. or 2.): 1) A 

history of fragility fractures,  OR 2) A pre-treatment T-score of less than  or equal to  -2.5  

or osteopenia with a  high  pre-treatment FRAX  fracture probability and patient has  ANY 

of the following: a) Indicators for higher fracture risk (e.g., advanced  age, frailty,  

glucocorticoid therapy, very low T-scores, or increased  fall risk), OR b) Patient has 

failed  prior treatment with  or is intolerant to a  previous osteoporosis therapy (i.e., oral 

bisphosphonates or injectable antiresorptive agents)  

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration 24 months lifetime total for parathyroid hormone  analogs (e.g., abaloparatide or 

teriparatide)  

 Other Criteria Patient has high FRAX  fracture probability if the  10 year probability is either greater 

than or equal to  20% for any major osteoporotic fracture or greater than or equal to 3%  

for hip fracture  
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 Prior Authorization Group  VALCHLOR 

 Drug Names  VALCHLOR 

 Covered Uses All FDA-approved indications not otherwise excluded  from Part D, chronic or 

smoldering adult T-cell leukemia/lymphoma, mycosis fungoides, primary cutaneous  

marginal zone lymphoma, primary cutaneous follicle center lymphoma, lymphomatoid 

papulosis.  

 Exclusion Criteria  -

 Required Medical Information  -

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria  -
 

 Prior Authorization Group  VELCADE 

 Drug Names  BORTEZOMIB, VELCADE 

 Covered Uses All FDA-approved  indications not otherwise excluded  from Part D, systemic light chain 

amyloidosis, Waldenstrom's macroglobulinemia/lymphoplasmacytic lymphoma, 

multicentric Castleman's disease.  

 Exclusion Criteria  -

 Required Medical Information  -

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria Coverage under Part D will be denied if coverage is available under Part A  or Part B as 

the medication is prescribed and dispensed or administered for the individual.  
 

 Prior Authorization Group  VENCLEXTA 

 Drug Names VENCLEXTA, VENCLEXTA STARTING PACK  

 Covered Uses All FDA-approved indications not otherwise excluded  from Part D, small lymphocytic  

lymphoma, mantle cell lymphoma.  

 Exclusion Criteria  -

 Required Medical Information  -

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria  -
 

82 



  

 Prior Authorization Group	  VENTAVIS 

 Drug Names	  VENTAVIS 

 Covered Uses	  All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria	  -

 Required Medical Information	 Pulmonary arterial hypertension (WHO Group  1) was confirmed  by right heart 

catheterization. For new starts only: 1) pretreatment mean pulmonary arterial pressure 

is greater than or equal to 25 mmHg, 2) pretreatment pulmonary capillary wedge  

pressure is less than or equal to  15 mmHg, and  3) pretreatment pulmonary vascular 

resistance is greater than  3  Wood units.  

 Age Restrictions	  -

 Prescriber Restrictions	  -

 Coverage Duration	  Plan Year 

  Other Criteria	 Coverage under Part D will be denied if coverage is available under Part A  or Part B as 

the medication is prescribed and dispensed or administered for the individual.  
 

 Prior Authorization Group  VERSACLOZ 

 Drug Names  VERSACLOZ 

 Covered Uses  All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria  -

 Required Medical Information  -

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria  -
 

 Prior Authorization Group  VERZENIO 

 Drug Names  VERZENIO 

 Covered Uses  All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria  -

 Required Medical Information  -

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria  -
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 Prior Authorization Group	  VIGABATRIN 

 Drug Names	 VIGABATRIN, VIGADRONE  

 Covered Uses	  All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria	  -

 Required Medical Information	 For complex partial seizures (CPS): patient had an inadequate response to  at least 2  

alternative therapies for CPS (e.g., carbamazepine, phenytoin, levetiracetam,  

topiramate, oxcarbazepine  or lamotrigine).  

 Age Restrictions	  -

 Prescriber Restrictions	  -

 Coverage Duration	  Plan Year 

 Other Criteria	  -
 

 Prior Authorization Group  VITRAKVI  

 Drug Names  VITRAKVI 

 Covered Uses  All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria  -

 Required Medical Information  -

 Age Restrictions  -

 Prescriber Restrictions  -

  Coverage Duration  Plan Year 

 Other Criteria  -
 

 Prior Authorization Group  VIZIMPRO 

 Drug Names  VIZIMPRO 

 Covered Uses  All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria  -

 Required Medical Information  -

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria  -
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 Prior Authorization Group  VOSEVI 

 Drug Names  VOSEVI 

 Covered Uses  All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria Decompensated cirrhosis/moderate or severe hepatic impairment (Child Turcotte  Pugh  

class B or C)  

 Required Medical Information Chronic hepatitis C infection confirmed  by presence of HCV RNA in the serum prior to  

starting treatment. Planned  treatment regimen, genotype, prior treatment history,  

presence or absence  of cirrhosis (compensated  or decompensated [Child Turcotte  

Pugh class B  or C]), presence or absence of HIV coinfection, presence or absence  of 

resistance-associated substitutions where applicable, liver and kidney transplantation  

status if applicable. Coverage conditions and specific durations of approval will be  

based on current AASLD treatment guidelines.  

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration   Criteria will be applied consistent with current AASLD-IDSA guidance. 

 Other Criteria  -
 

 Prior Authorization Group  VOTRIENT 

 Drug Names  VOTRIENT 

 Covered Uses All FDA-approved indications not otherwise excluded  from Part D, thyroid carcinoma  

(follicular, papillary, Hurthle cell, or medullary), uterine sarcoma, ovarian cancer 

(epithelial ovarian, fallopian  tube, or primary peritoneal).  

 Exclusion Criteria  -

 Required Medical Information For renal cell carcinoma: The disease is relapsed, metastatic, or unresectable. For soft  

tissue sarcoma (STS): 1) The patient does not have an adipocytic soft tissue sarcoma, 

AND 2) The  patient has one of the following subtypes of STS: a) gastrointestinal 

stromal tumor (GIST), b) angiosarcoma, c) pleomorphic rhabdomyosarcoma, d) 

retroperitoneal/intra-abdominal sarcoma, or e) extremity/superficial trunk, head/neck  

sarcoma.  

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria  -
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 Prior Authorization Group  VRAYLAR 

 Drug Names  VRAYLAR 

 Covered Uses  All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria  -

 Required Medical Information The patient experienced  an  inadequate treatment response, intolerance, or 

contraindication to one of the following: lurasidone, aripiprazole,  olanzapine, 

paliperidone, quetiapine, risperidone, or ziprasidone.  

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

  Other Criteria  -
 

 Prior Authorization Group  XALKORI 

 Drug Names  XALKORI 

 Covered Uses All FDA-approved indications not otherwise excluded  from Part D, non-small cell lung  

cancer (NSCLC) with  high-level MET amplification  or MET exon 14 skipping mutation, 

inflammatory myofibroblastic tumors (IMT).  

 Exclusion Criteria  -

 Required Medical Information  For IMT, the tumor is ALK-positive. 

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria  -
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 Prior Authorization Group  XELJANZ 

 Drug Names  XELJANZ, XELJANZ XR 

 Covered Uses   All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria  -

 Required Medical Information For moderately to severely active rheumatoid arthritis (new starts only): Patient meets 

at least one of the following  criteria: 1) Inadequate  response, intolerance or 

contraindication to methotrexate (MTX), OR 2) Inadequate response or intolerance  to a  

prior biologic disease-modifying antirheumatic drug (DMARD) (e.g., adalimumab). For 

active psoriatic arthritis (new starts only): Patient meets BOTH of the following criteria: 

1) Inadequate response to  methotrexate (MTX) or other nonbiologic disease-modifying  

antirheumatic drugs (DMARDs) (e.g., leflunomide, sulfasalazine, etc.) OR a prior 

biologic DMARD (e.g., adalimumab), AND 2) The requested  drug  is used in  

combination with  a nonbiologic DMARD (e.g., methotrexate, leflunomide, sulfasalazine, 

etc.). For moderately to severely active  ulcerative colitis (new starts only): Patient 

meets at least one of the following criteria: 1) Inadequate response, intolerance or 

contraindication to at least one conventional therapy option (e.g., oral aminosalicylates, 

corticosteroids), or 2) Inadequate response or intolerance to  a prior biologic 

disease-modifying  antirheumatic drug (DMARD) (e.g.,  adalimumab)  

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria  -
 

 Prior Authorization Group  XGEVA 

 Drug Names  XGEVA 

 Covered Uses  All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria  -

 Required Medical Information For hypercalcemia of malignancy, condition is refractory to intravenous (IV) 

bisphosphonate therapy (eg, zoledronic acid, pamidronate) or there is a clinical reason  

to avoid IV bisphosphonate  therapy.  

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria Coverage under Part D will be denied if coverage is available under Part A  or Part B as 

the medication is prescribed and dispensed or administered for the individual.  
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 Prior Authorization Group  ZYPREXA RELPREVV 

 Drug Names  ZYPREXA RELPREVV 

 Covered Uses  All FDA-approved indications not otherwise excluded from Part D.  

 Exclusion Criteria  -

 Required Medical Information    Tolerability with oral olanzapine has been established. 

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria  -
 

 Prior Authorization Group	  ZYTIGA 

 Drug Names	  ABIRATERONE ACETATE, ZYTIGA  

 Covered Uses	 All FDA-approved indications not otherwise excluded  from  Part D and newly diagnosed  

metastatic or high-risk locally advanced prostate cancer.  

 Exclusion Criteria	  -

 Required Medical Information	 For metastatic castration-resistant prostate cancer: The requested drug will be used in  

combination with  prednisone. For castration-sensitive metastatic or locally advanced  

prostate cancer: 1) The requested drug will be  used in  combination with  prednisone  

and concurrent androgen-deprivation therapy. Androgen deprivation therapy is not 

required in patients who  have had bilateral orchiectomy, 2) Disease is newly diagnosed  

and metastatic, node-positive, high-risk locally advanced, or was previously treated  

with radical surgery or radiotherapy and is now relapsing with high risk features.  

 Age Restrictions  -

 Prescriber Restrictions  -

 Coverage Duration  Plan Year 

 Other Criteria  -
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