Medical Benefit Drug List - January 2025

No for . Skiled =

Base (TPCT) senvice ID + place of service T Office) = IIOA, IIOE, JON, IOM, 1O, 0B, IIOP, 10K, HOX For commercial and Medicare products.
codes are used for OP facility claims only
'S Codes cannot be used for Medicare billng

F) require PA - medical benefit

General Prior Authorization forms are now located on the second tab

PA Required - see medical oncology prior authorization form for criteria. Coverage of Abecma is
dependent on member's eligibility and benefit plan documents. Priority Health may request
idecabtagene Gene/Cellular . documentation, not more frequently than biannually, of follow-up patient assessment(s). Abecma
Abecma (Idecabtagene Vicleucel) Q085 - per dose SD infusion bag Commercial Gene Therapy Yes 8

vicleucel Therapy not be authorized for use in patients that have received a previous treatment course of Abecma or
another anti-BCMAO2 chimeric antigen-directed receptor (CAR) T-cell therapy. The safety and
effectiveness of repeat administration have not been evaluated (one treatment per ifetime)

idecabtagene Gene/Cellular
Abecma (Idecabtagene Vicleucel) Q2055 9 per dose SDinfusion bag Medicaid Carve Out No |Contact Fee for Service Medicaid for coverage
vicleucel Therapy
idecabtagene Gene/Cellular PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth
Abecma (Idecabtagene Vicleucel) Q2085 ° perdose S infusion bag Medicare Medicare Chemo No
vicleucel Therapy Forms' tab,
i o i i Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
Abelcet (smphotericin B Injection 0285 Amphotericin B Antimicrobial somg 100mg/20mL SOV Medicare Non-specialty No . List
D coverage determination form for criteria
Central Nervous 720MG/2 4ML Prefilled Syringe
Abilify Asimtufii (aripiprazole) 20402 aripiprazole 1 Commercial Pref specialty Mo |No PArequired
fy (aripiprazole) pip! System (CNS) agent 9 960MG/32ML Prefiled Syringe a
Central Nervous 720MG/2 4ML Prefilled Syringe
Asimufii (aripiprazole 20402 aripiprazole 1 Medicaid canveout No | Contact Fee for Service Medicaid for coverage
y (aripiprazole) pip! Systemn (CNS) agent 9 960MG/32ML Prefiled Syringe &
Central Nervous 720MG/2 4ML Prefilled Syringe
Asimufii (aripiprazole 20402 aripiprazole 1 Medicare Pref specialty Mo |No PArequired
fy (aripiprazole) pip! System (CNS) agent 9 960MG/32ML Prefiled Syringe a

ify Maintena (: le) 30401 I Central Nervous 1 300 mg, 400 mg SD vialf Commercial NPS No  |NopA "
intena (aripiprazole} aripiprazole m mg, 400 mg SDvialisyringe o PA require
PP PP Systern (CNS) agent 9 o 9 g q

5 Central Nervous
ify Maintena (aripiprazole) 10401 aripiprazole 1mg 300 mo, 400 mg SD vial/syringe Medicaid Carve Out No  [Contact Fee for Service Medicaid for coverage
System (CNS) agent

5 Central Nervous
Abilify Maintena (aripiprazole) 10401 aripiprazole 1mg 300 mo, 400 mg SD vial/syringe Medicare Nes No  [No PA required
System (CNS) agent

paclitaxel-protien

Abraxane (paclitaxel-protien bound) 19264 oount Oncology 1mg 100 mg SOV Commercial Pref Specialty No  |No PA required
) paclitaxel-protien
Abraxane (paclitaxel-protien bound) 19264 oount Oncology 1mg 100 mg SOV Medicaid Covered No  |No PA required
) paclitaxel-protien
Abraxane (paclitaxel-protien bound) 19264 round Oncology 1mg 100 mg SOV Medicare Medicare Chemo No  |No PA required
Inflammator This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Abrilada (adalimumab-afzb) Q5145 adalimumab v 1mg various Commercial Refer to ADL No 9 PP g List (ADL) 9
Conditions under the pharmacv benefit
Inflammator . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Abrilada (adalimumab-afzb) Q5145 adalimumab v 1mg various Medicaid Not Covered No 9 PP g List (ADL) 9
Conditions under the pharmacv benefit
Inflammator i This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Abrilada (adalimumab-afzb) Q5145 adalimumab v 1mg various Medicare Refer to ADL No 9 PP g List (ADL) 9
Conditions under the pharmacv benefit
05% (2.5 mg/0.5 mL, 20 mL) MD bottle,
37611-25mg/05 SD pouches;
Accuneb (albuterol) Nebulizer Solution ONLY m albuterol Inhalation 1mg 0021% (063 ma/3mL) SDpouches; | Medicare Non-specialty No
J7613-all others 0.042% (125 mg/3 mL) SD pouches;
)SD ampule
Acetaminophen - B Braun Brand ONLY 0136 acetaminophen Analgesic 0mg ) sov | © No  |No PA required
Acetaminophen - B Braun Brand ONLY 10136 acetaminophen Analgesic 10mg 500 Mg/50 ML, 1000 Mg/100 ML SOV Medicaid Covered No. No PA required
Acetaminophen - B Braun Brand ONLY 0136 acetaminophen Analgesic 0mg 500mg/50mL, 1000 mgNoomL sV | Medicare Non-specialty No | No PA required
Acetaminophen - Fresenius Kabi Brand ONLY J0134 acetaminophen Analgesic 0mg ) sov | © No  |No PA required
Acetaminophen - Fresenius Kabi Brand ONLY J0134 acetaminophen Analgesic 0mg 500 mg/S0 mL, 1000 mgfoomL sV | Medicaid Covered No  |No PA required
Acetaminophen - Fresenius Kabi Brand ONLY J0134 acetaminophen Analgesic 0mg 500 mg/S0 mL, 1000 mgfoomL sV | Medicare Non-specialty No  |No PA required
Acetaminophen - Hikma Brand ONLY 0137 acetaminophen Analgesic 0mg ) sov | € i No  |No PA required
Acetaminophen - Hikma Brand ONLY 0137 acetaminophen Analgesic 0mg 500 mg/s0 mL, 1000 mgfoomL oV | Medicaid Covered No  |No PA required
Acetaminophen - Hikma Brand ONLY 0137 acetaminophen Analgesic 0mg 500 mg/S0 mL, 1000 mgNoomL sV | Medicare Non-specialty No  |No PA required
Inflammaton 0 mg/4 mL, 200 mg/10 mL, 400 mg/2¢ i
Actemra IV (tocilizumab) solution vial 13262 tocilizumab Cmdmonsy 1mg 80 mgf4mL, 200 ma/l0 ML, 400Ma/20 | o mercial Not Covered No | Not covered - Covered biosimilar: Tyenne
L Inflammator, 0 maé L, 200 mafio mi, 400 ma/2 . PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Actemra IV (tocilizumab) solution vial 13262 tocilizumab Y 1mg 80ma/: 0 Mol 00ma/20 | \edicaid Covered ves
Conditions mLsov Forms tab,
Inflammator, 0 maé L, 200 mafio mi, 400 ma/2 PA Required - click here for criteria, Link for the Prior Authorization form is on the '‘General Prior Auth
Actemra IV (tocilizumab) solution vial 13262 tocilizumab Y 1mg 80mgf4mL,200 mafl0 ML, 400Maf20 | \jeicare Pref. specialty No
Conditions mLsov Forms' tab,
Actemra SC (tocilizumab) Autoinjector 13262 tocilizumab Inflammatory - TR L Commercial rr——— No | Thisdrugis not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
(ACTPen) or Prefilled syringe Conditions under the pharmacy benefit
Actemra SC (tocilizumab) Autoinjector 13262 tocilizumab Inflammatory - TR L Medicaid e No | Thisdrugis not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
(ACTPen) or Prefilled syringe Conditions under the pharmacy benefit
Actemra SC (tocilizumab) Autoinjector 13262 tocilizumab Inflammatory - TR L Medicare rr——— No | Thisdrugis not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
(ACTPen) or Prefilled syringe Conditions under the pharmacy benefit
Inflammator i This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Acthar (corticotropin) 30801 corticotropin v 40units 80 unit/mL, 5 mL MDV Commercial Refer to ADL No 9 L £ L (el 9
Conditions under the pharmacy benefit
Inflammator . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Acthar (corticotropin) 30801 corticotropin v 40units 80 unit/mL, 5 mL MDV Medicaid Not Covered No 9 L £ L (el 9
Conditions under the pharmacy benefit
Inflammator i This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Acthar (corticotropin) 30801 corticotropin 2 40 units 80 unit/mL, 5 mL MDV Medicare Refer to ADL No d PP g List (ADL) g
Conditions under the pharmacy benefit
i . PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Adakveo (crizanlizumab) 30791 crizanlizumab Miscellaneous 5mg 100 mg/o mLSDV Commercial NPS ves | hean
orms tal
o ) . required - here for criteria. Link for the Prior Authorization form | Prior Auth
Adakveo (crizanlizumab) 30791 crizanlizumab Miscellaneous 5mg 100 mafo mLSDV Medicaid Covered ves | PAreaue
orms tal
o ) ired - click £ nk for the Prior Authorization form is on the ‘General Prior Auth
Adakveo (crizanlizumab) 30791 crizanlizumab Miscellaneous 5mg 100 mafo mL SDV Medicare Covered L iy
orms tal
Adasuve (loxapine inhalation powder) 72062 loxapine inhalation Tma 10 ma SO pouch Commercial | Not Covered for outpatient No | No PA required-inpatient use only
Adasuve (loxapine inhalation powder) 72062 loxapine inhalation Tmg 10 ma SO pouch Medicaid Carve Out No | Contact Fee for Service Medicaid for coverage
Adasuve (loxapine inhalation powder) 72062 loxapine inhalation Tmg 10 ma SO pouch Medicare Not Covered for outpatient No | No PA required-inpatient use only
Adcetris (brentuximab vedotin) 39042 brentuximab vedotin Oncology 1mg 50 mg SOV Commercial Pref. Specialty No  |pArequired - see medical oncology prior ization form for criteria
Adcetris (brentuximab vedotin) 39042 brentuximab vedotin Oncology 1mg 50 mg SOV Medicaid Covered No | No PA Required
Adcetris (brentuximab vedotin) 19042 brentuximab vedotin Oncology 1mg 50mg SDV Medicare Medicare Chemo No. PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior ization form

Additional information

required: National Drug | 2mg/250 mL 4 mg/250 mL 5 ma/250

13490 epinephrine in NaCl Miscellaneous Code (NDC),Strength, | mL, 8 mg/250 mL, 10 mg/250 mL09% | Commercial Non-specialty No  [No PA required
Dosage administered, | NaCl solution single dose infusion bag

Route of administration,

Adrenalin (epinephrine) in NaCl

Additional information

required: National Drug | 2mg/250 mL 4 mg/250 mL 5 mg/250

13490 epinephrine in NaCl Miscellaneous Code (NDC),Strength, | mL,8mg/250 mL,10mg/250mL09% | Medicaid Carve Out No | Contact Fee for Service Medicaid for coverage
Dosage administered, | NaCl solution single dose infusion bag

Route of administration,

Adrenalin (epinephrine) in NaCl

Additional information
required: National Drug | 2 mg/250 mL, 4 mg/250 mL, 5 ma/250
13490 epinephrine in NaCl Miscellaneous Code (NDC), Strength, | mL 8mg/250mL,10mg/250 mL09% | Medicare Non-speciatty No  |No PA required

Dosage administered, | NaCl solution single dose infusion bag
Route of administration

Adrenalin (epinephrine) in NaCl

30171 - not for

Adrenalin, Epinephrine Belcher brand - epinephrine Miscellaneous o1mg various Commercial Non-specialty No  |No PA required
see JO173
J0171 - not for
Adrenalin, Epinephrine Belcher brand - epinephrine Miscellaneous oimg various Medicaid Carve Out No |Contact Fee for Service Medicaid for coverage

see 10173



https://www.priorityhealth.com/-/media/81DACE8F00FF442799502209CC51780F.pdf
https://www.priorityhealth.com/-/media/81DACE8F00FF442799502209CC51780F.pdf
https://www.priorityhealth.com/-/media/81DACE8F00FF442799502209CC51780F.pdf
https://www.priorityhealth.com/-/media/81DACE8F00FF442799502209CC51780F.pdf
https://www.priorityhealth.com/-/media/81DACE8F00FF442799502209CC51780F.pdf
https://www.priorityhealth.com/-/media/81DACE8F00FF442799502209CC51780F.pdf
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://www.priorityhealth.com/-/media/priorityhealth/documents/drug-auth-forms/general-pa-medicare-bvd.pdf
https://www.priorityhealth.com/-/media/priorityhealth/documents/drug-auth-forms/general-pa-medicare-bvd.pdf
https://www.priorityhealth.com/-/media/priorityhealth/documents/drug-auth-forms/general-pa-medicare-bvd.pdf
https://www.priorityhealth.com/-/media/priorityhealth/documents/drug-auth-forms/general-pa-medicare-bvd.pdf
https://www.priorityhealth.com/-/media/DAAE5553F48C4FDBA84BABBAE764BB84.pdf
https://www.priorityhealth.com/-/media/DAAE5553F48C4FDBA84BABBAE764BB84.pdf
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://priorityhealth.stylelabs.cloud/api/public/content/Commercial%2FIndividual_Pharmacy%2FMedical_Drug_Prior_Authorization_Criteria_downloadOriginal?v=3fb4ba49
https://priorityhealth.stylelabs.cloud/api/public/content/Commercial%2FIndividual_Pharmacy%2FMedical_Drug_Prior_Authorization_Criteria_downloadOriginal?v=3fb4ba49
https://www.priorityhealth.com/-/media/DAAE5553F48C4FDBA84BABBAE764BB84.pdf
https://www.priorityhealth.com/-/media/DAAE5553F48C4FDBA84BABBAE764BB84.pdf
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://www.priorityhealth.com/-/media/1FC59C6367F44BB690C9C219DC452F59.pdf
https://www.priorityhealth.com/-/media/0FEFF82E687C47F7B24114F140FA361E.pdf

J0171 - not for

protein ehtl

Adrenalin, Epinephrine Belcher brand -|  epinephrine Miscellaneous o1mg various Medicare Non-speciatty No | No PArequired
see 30173
i (doxorubicin HCI 39000 Oncoloay omg 10 m, 50 mo, 150 mp, 200 m sDV_| Commercial Non-speciaty No_[No PAreauired
70 mg, 20 mg, 50 mg, 150 mg, 200 -
Adriamycin (doxorubicin HC) 39000 doxorubicin Oncology 10 mg 920 M9, 50 M, 9 9 | Medicaid Covered No No PA required
X [
Adriamycin (doxorubicin HCI) 39000 doxorubicin Oncology 10mg 0ma,20ma 50 18 1E0MS 2009 | Medicare Non-specialty Mo |No PA required
il 50 mg, 500 mg, 1gm, 2.5 gm, 5 gm SDV N
Adrucil (fluorouracil) 29190 5-fluorouracil Oncology so0mg s Commercial Non-speciatty No  |No PArequired
- 50 mg,500 mg,1gm, 25 6m, 5 gm SOV -
Adrucil (fluoroura 39190 S-fluorouracil Oncology 500mg s amasam s Medicaid Covered No  |No PArequired
- 50 mg,500mg,1gm, 25 gm, 5 gm SOV oo N
Adrucil (fluorouracil) 29190 5-fluorouracil Oncology so0mg s Medicare Medicare Ch No  |No PArequired
- 1 oncole ri ris
. nadofaragene Gene/Cellular .
drin (nadofaragene firadenovec-vncg) 29029 PR Therapy Per dose Commercial GeneTherapy ves £ ollow: .
i
) or decrease in size of tumer or tumor spread
- nadofaragene Gene/Cellular
Adstiladrin (nadofaragene firadenovec-vncg) 39029 P ot Perdose Medicaid Covered Mo [No PA Required
i
- nadofaragene Gene/Cellular
Adstiladrin (nadofaragene firadenovec-vncg) 29029 P i Perdose Medicare Medicare Chemo. No | PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
i
170 mg/1.7 mL (100 mg/mL), 300 m Not covered - See Polie AL CARE/ BENEFIT
Aduhelm (aducanumab-avwa) 0172 aducanumab Alzheimer's disease 2mg 917 L (100 ma/ml) 300 mafs | commercial Not covered No rmacy Policy E/
mL (100 mg/mL) SDV EXCEPTIONS for more
171 mg/1.7 mL (100 mg/mL), 300 m Not covered - See Polie AL CARE/ BENEFIT
Aduhelm (aducanumab-avwa) 0172 aducanumab Alzheimer's disease 2mg 9117 mL (100 ma/ml) 300 Mol | e icaiq Not Covered No rmacy Policy E/
mL (100 mg/mL) SDV EXCEPTIONS for more
g7 L (100 mamL), 300 PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Aduhelm (aducanumab-avwa) 1072 aducanumab Alzheimer's disease 2mg 172mgN17 mL (100 mg/mL), 300ma/3 | \seqicare NPS No a i L I
mL (100 mg/mL) SOV Forms' tab.
‘Antihemophilic This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Advate (Antihemophilic Factor VIll) me2 Hemophilia Commercial Refer toADL No
Factor Vil under the pharmacy benefit
Antihemon Refer to the Medicaid Approved Drug List (ADL] for pharmacy benefit coverage. For one-time doses
ntihemophilic
Advate (Antihemophilic Factor VIll) Ine2 b Hemophilia Medicaid Not Covered o |required for planned outpatient i claims), izations will be reviewed
actor
for medical necessity according to the He: Medical Policy 91569
Antihemophilic
Advate (Antihemophilic Factor Vill) M92 e \;H Hemophilia Medicare Pref. Specialty No  |No PA required
actor
TR o Antihemophilic — Commercial I | Thisdrugis not covered under the medical benefit. Refer to the Approved Drug List (ADL] for coverage
Y Factor Vil under the pharmacy benefit
. Antihemophilic § erie » -
Adynovate (Antihemophilic Factor Vill) 37207 b Hemophilia Medicaid Not Covered R e e e Jue e e e Tl s
for medical necessity according to the Hemophilia Management Medical Policy 91569
Antihemophilic
Adynovate (Antihemophilic Factor Vill) 7207 o Hemophilia Medicare Pref.specialty No | No PArequired
ADAMTSI3, PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Adzynma (ADAMTS13, recombinant-krhn) nn Enzyme deficiency oW 5001USDV, 1500 1USDV Commercial Pref.specialty ves
recombinant-krhn Forms tab.
ADAMTSI3, PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Adzynma (ADAMTS13, recombinant-krhn) nn Enzyme deficiency o 5001USDV, 1500 1USDV Medicaid Covered ves
recombinant-krhn Forms tab.
ADAMTSI3, PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth
Adzynma (ADAMTS13, recombinant-krhn) nn Enzyme deficiency oW 5001USDV, 1500 1USDV Medicare Pref.Specialty No
recombinant-krhn Forms' tab.
- ‘Antihemop! This drug is ot covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
AFSTYLA (Antihemophilic Factor Vill) 37210 Hemophilia Commercial Refer to ADL No
Factor Vil under the pharmacy benefit
Antih hil Refer to the Medicaid Approved Dru ist (ADL) for pharmacy benefit coverage. For one- e doses
ntihemophilic :
AFSTYLA (Antihemophilic Factor Vi) 37210 ot \Z” Hemophilia Medicaid Not Covered R e 7 hvuclEreal il
actor
for medical necessity according to the He: Medical Policy 91569
Antihemophilic
AFSTYLA (Antinemophilic Factor VIll) 37210 i \:’m Hemophilia Medicare Pref. Specialty No  |No PA required
actor
N o emanesumab [ . < . o |Thisdrugis not covered under the medical benefit. Refer to the Approved Drug List (ADL] for coverage
under the pharmacy benefit
Ajovy (fremanezumab-virm) 33031 fremanezumab CGRP inhibitor 1mg 225 mg/is mL prefiled autoinjector | Medicaid Not Covered e [T e e R T i e i i o e A Pl s (Bl o e
under the pharmacy benefit
Ajovy (fremanezumab-vfrm) 33031 freranezumab CGRP inhibitor 1mg 225 mg/s m prefilled autoinjector Medicare Refor to ADL o |[MRESERIE) A EEEIEE wREL e e e B R e A e e L (eIl oy coeze
under the pharmacy benefit
fosnetupitant and
Akynzeo IV (fosnetupitant and palonosetron) T454 P! Antiemetic 235 mg-025mg 235 mg-0.25 mg SOV Commercial Non-specialty No | No PArequired
) fosnetupitant and ) )
Akynzeo IV (fosnetupitant and palonosetron) N4s4 Antiemetic 235 mg-025mg 235 mg-025 mg SOV Medicaid Covered No | No PArequired
fosnetupitant and )
Akynzeo IV (fosnetupitant and palonosetron) N4s4 Antiemetic 255 mg-025mg 235 mg-025 mg SOV Medicare Non-speciatty No | No PArequired
Aldurazyme (aronidase) om ronidase e deficincy v om0 ommercial [ s :A reqturbed ~click here for criteria, Link for the Prior Authorization form is on the General Prior Auth
orms ta
Aldurazyme (aronidase) om onidase e deficincy - om0 edicad s s :A reqturbed ~click here for criteria, Link for the Prior Authorization form is on the General Prior Auth
orms ta
(laronidase) 295 laronidase Enzyme deficiency o1mg 29 mgls mi_sbv Medicare Pref Specialty Mo |No PAreauired
Alfenta (alfentanil) 30216 alfentanil Analgesic 500 mog Commercial Non-specialty %o [No PA required
Alfenta (alfentanil) 30216 alfentanil Analgesic 500 mog Medicaid Covered %o [No PA required
Alfenta (alfentanil) 30216 alfentanil Analgesic 500 mog Medicare Non-specalty %o [No PA required
Alferon N alfa-n3) 319215 interferon alfa-n3 interferon 250,000 units. 5,000,000 units/mL SDV. Commercial Non-specialty No No PA required
Alferon N alfa-n3) 319215 interferon alfa-n3 interferon 250,000 units. 5,000,000 units/mL SDV. Medicaid Covered No No PA required
Alferon N alfa-n3) 319215 interferon alfa-n3 interferon 250,000 units. 5,000,000 units/mL SDV. Medicare Medicare Chemo. No No PA required
Alimta (pemetrexed) J9305 pemetrexed Oncology. 10mg 100 mg, 500 mg SDV_ Commercial Pref. Specialty No No PA required
Alimta (pemetrexed) 39305 pemetrexed Oncology 1omg 100 mg, 500 mg SDV. Medicaid Covered No No PA required
Alimta (pemetrexed) 9305 pemetrexed Oncoloay 0mg 100 mg, 500 ma SOV Medicare Medicare Chemo Mo |No PArequired
Aliopa (copanlisib) 29057 copanlisib Oncoloay Tmg 60 mg SDV Commercial Pref Specialty Mo | PA required - see medical oncoloay prior form for criteria
Aligopa (copanlisib) 39057 copanlisib Oncology 1mg 60 mg SDV Medicaid Covered No No PA Required
Aligopa (copanlisib) 39057 copanlisib Oncology 1mg 60 mg SDV. Medicare Medicare Chemo No. PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior. form
19245
Alkeran (melphalan) 860015 oral melphalan Oncology somg S0 mgspv Commercial Non-specialty Mo |No PArequired
tablet
19245
Alkeran (melphalan) 860015 oral melphalan Oncology somg S0 mgspv Medicaid Covered Mo |No PArequired
tablet
19245
Alkeran (melphalan) 28600 is oral melphalan Oncology somg S0 mgspv Medicare Non-specialty Mo |No PArequired
tablet
Aloprim 0206 allopurinol Tmg Commercial Non-specialty %o [No PA required
Aloprim 0206 allopurinol Tmg Medicaid Covered %o [No PA required
Aloprim 0206 allopurinol Tmg Medicare Non-specialty %o [No PA required
Aloxi 32469 Antiemetic B mes 025 mo/s i sovialsyringe | Commercial Prer speciatty %o [No PA required
Aloxi J2469 Antiemetic 25meg. 0.25 mg/5 mL SD vial/syringe Medicaid Covered No No PA required
Aloxi J2469 Antiemetic 25meg. 0.25 mg/5 mL SD vial/syringe Medicare Pref. Specialty No No PA required
] ‘Antihemophilic . .
Alphanate (Antihemophilic Factor VilI/Von This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
mse Factor Vill/Von Hemophilia Commercial RefertoADL No
Willebrand Factor) Wbt Faen under the pharmacy benefit
illebrand Factor
[P R S — Antihemophilic Refer to the Medicaid Approved Drug List (ADL] for pharmacy benefit coverage. For one-time doses
ntihemophilic Factor Vill/Von :
WDH brand Factor) L 17186 Factor VIII/Von Hemophilia Medicaid Not Covered No required for planned outpatient i claims), will be reviewed
illebrand Factor)
Willebrand Factor for medical necessity according to the He Medical Policy 91569
‘Antihemophilic
Alphanate (Antihemophilic Factor Vill/Von
WT‘ orand (F o) P! N 1786 Factor VIII/Von Hemophilia Medicare Pref. specialty No  |No PA required
illebrand Factor
Willebrand Factor
hill . i . Refe
. o Antihemophilic — Commercial . o |Thisdrugis not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Factor IX under the pharmacy benefit
Antih . f id Ay i for pharm: nefit coverage, F ti
ntihemophilic ’
AlphaNine (Antihemophilic Factor X) ame3 i Hemophilia Medicaid Not Covered No  |requiredforplannedloltpatient claim) lLlbereviewed
for medical necessity according to the Medical Policy 91569
‘Antihemophilic
AlphaNine (Antihemophilic Factor X) me3 o Hemophilia Medicare pref.Specialty No | No PArequired
o ) Antihemophilic - -
Alprolix (Antihemophilic Factor IX Fc Fusion This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
; 7201 Factor IX Fc Fusion Hemophilia Commercial RefertoADL No
Protein) o under the pharmacy benefit
rotein
[ NP Antihemophilic Refer to the Medicaid Approved Drug List (ADL] for pharmacy benefit coverage. For one-time doses
ntihemophilic Factor IX Fe Fusion :
. D( 3 & 37201 Factor IX Fc Fusion Hemophilia Medicaid Not Covered w  |[cerhrire el i Jr— will be reviewed
rotein)
Protein for medical necessity according to the He Medical Policy 91569
Alprolix (Antih: hilic Factor IX Fc F Antihemophilic
ntihemophilic Factor IX Fe Fusion
. p( ! P! 17201 Factor IX Fc Fusion Hemophilia Medicare Pref. specialty No  |No PA required
rotein)
Protein
VWF-XTEN f . i i . Ref
e P S R ] e FC-VWF-XTEN fusion p——— - Commercial S no  |Thisdrugisnot covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
protein ehtl under the pharmacy benefit
e WEXTEN fusi f id Ay i for pharm: nefit coverage, Fi ti
C-VWF-XTEN fusion )
Altuviiio (Fc-VWF-XTEN fusion protein eht)) 7214 Hemophilia i Medicaid Not Covered ®  |[esuies s e i s lcianes|

for medical n ity according to the Medical Policy 91569
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FC-VWF-XTEN fusion

inhibitor-human)

inhibitor

Altuviiio (Fe-VWF-XTEN fusion protein ehtl) 724 orotein ehil Hemophilia w Medicare Pref. Specialty No | No PA required
Additional information
ired: National Drug
Alyglo (immune globulin intravenous, I s 5150 mL,10g/100 mL, 20 8/200 mL N
valo | 9 71552 viG immune Globulin | Code (NDC), Suength, | © /0™ 109/100mL 206200mL | commercial Not Covered No | Not Covered
human-stwk) Dosage administered,
Route of administration
Additional information
uired: National Drug
Alyglo (immune globulin intravenous, N e 5/50 ML, 109/100 ML, 20 /200 L "
valo | 9 71552 viG Immune Globulin | Code (NDC), strength, | ©9/%0™109/109mL208200mL | peqiicaid Not Covered No | Not Covered
human-stwi) Dosage administered,
Route of administration
Additional information
Alyglo (immune globulin intravenou required: National Drug
vl g = 7552 VIG Immune Globulin | Code (NDC), strengih, | ©9/%0™109/109mL208200mL | pegicare Nps No
human-stwi) Dosage administered,
Route of administration
Alymsys -maly) Q5126 bevacizumab Oncoloay 10mg 100 mg/4 mL, 400 mg/16 mL SDV Commercial Not Covered No Not Covered
Alymsys -maly) Q5126 bevacizumab Oncoloay 10mg 100 mg/4 mL, 400 mg/16 mL SDV. Medicaid Covered No No PA required
PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Alymsys (bevacizumab-maly) Qs126 bevacizumab Oncology 10mg 100 mg/4 mL, 400 mg/16 mL SOV Medicare Medicare Chemo o
i - § § Part B vs Part D - PA Required - click here for criteria, See Approved Drug List for covered formulations
Aminosyn (amino acids) Injection amino acids TPN Medicare No
under Part D
Not covered - See Poli CARE/ BENEFIT
Amondys 45 (casimersen) N426 casimersen Muscular Dystrophy 10mg 100 mg/2 mL SOV Commercial Not covered No rmacy Policy
EXCEPTIONS for more
Amondys 45 (casimersen) 0426 casimersen Muscular Dystrophy 10mg 100 mg/2 mL SOV Medicaid Carve Out No | Contact Fee for Service Medicaid for coverage
‘Amondys 45 (casimersen) N426 casimersen Muscular Dystrophy Tomg 100 mg/2 mL SDV Medicare Not Covered No Not covered - See Pharmacy Policy Utilization Management for Part B Drugs in Medicare Advantage
PA Required - see medical oncology prior authorization form for criteria. Coverage of Amtagvi is
Additional information dependent on member's eligibility and benefit plan documents. Priority Health may request
: 19999 Gene/Cellular required: National Drug | £7.5x1019 0 721019 viable cells documentation, not more frequently than biannually, of follow-up patient assessment(s). Amtagvi will
Amtagvi (lifileucel) lifileucel Code (NDC),Strength, | suspended in o 4 patient-specific | Commercial Gene Therapy Yes .
co399 Therapy not be authorized for use in patients that have received a previous treatment course of Amtagyi or
Dosage administered, infusion bag(s)
Route of administration another T-cell therapy. The safety and effectiveness of repeat administration have not been evaluated
lone treatment per lifetimell
Additional information
Jo099 Gene/Celular required: National Drug | 57510190 72X 1019 viable cells
Amtagvi (ifileucel) lifileucel Code (NDC),Strength, | suspended in1to 4 patient-specific | Medicaid Covered No | No PA Required
Cco399 Therapy Dosage administered, infusion bag(s)
Route of administration,
Additional information
R 39999 Gene/Cellular required: National Drug | - 57.5x1019 0 72 x1019 viable cells PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Amtagvi (lifileucel) lifileucel Code (NDC),Strength, | suspended in1to 4 patient-specific | Medicare Medicare Chemo No :
C9399 Therapy Dosage administered, infusion bag(s) Forms' tab.
Route of administration,
. . PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Amvuttra (vutrisiran) J0225 vutrisiran Miscellaneous mg. 25mg/0.5ml SD syringe Commercial Pref. Specialty YES - b,
orms tal
. . PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Amvuttra (vutrisiran) J0225 vutrisiran Miscellaneous mg. 25mg/0.5ml SD syringe Medicaid Covered YES
Forms tab.
i PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Amvuttra (vutrisiran) J0225 vutrisiran Miscellaneous mg. 25mg/0.5ml SD syringe Medicare Pref. Specialty No
Forms' tab,
Scorpion
Anascorp (Scorpion [Centruroides] Immune . .
FaB)2) 30716 [Centruroides] Antivenom uptoT20mg 19 mg SOV Commercial Pref. Specialty. No. No PA required
Immune FAB2
An: (s [Centruroides] I scorpion
ascorp (Scorpion [Centruroides] Immune .
o P (Scorp! 30716 [Centruroides] Antivenorm Upto120mg 19 mg SOV Medicaid Covered No | No PArequired
Immune FAB2
Scorpion
Anascorp (Scorpion [Centruroides] Immune .
FaB)2) 30716 [Centruroides] Antivenom uptoT20mg 19 mg SOV Medicare Pref. Specialty. No. No PA required
Immune FAB2
Anavip (crotaline antivenin) J0841 crotaline antivenin Antivenom 120 mg 120 mg SDV. Commercial Non-specialty No No PA required - rattlesnake antivenom
Anavip (crotaline antivenin) J0841 crotaline antivenin Antivenom 120 mg 120 mg SDV. Medicaid Covered No No PA required - rattlesnake antivenom
Anavip (crotaline antivenin) J0841 crotaline antivenin Antivenom 120 mg 120 mg SDV. Medicare Non-specialty No No PA required - rattlesnake antivenom
Additional information
) ogapendekin alfa required: National Drug
Anktiva (ogapendekin alfa inbakicept) 39028 nbakicept Oncology Code (NDC),Strength, 400 meg/04 mL, SOV Commercial Pref. Specialty Yes | pA required - see medical oncology prior authorization form for criteria
i i Dosage administered,
Route of administration,
Additional information
) ogapendekin alfa required: National Drug v
Anktiva (ogapendekin alfa inbakicept) 39028 ! Oncology Code (NDC),Strength, 400 meg/04 mL, SOV Medicaid Covered No | No PA Required
inbakicept Dosage administered,
Route of administration
Additional information
) - ogapendekin alfa required: National Drug
Anktiva (ogapendekin alfa inbakicept) 39028 Oncology Code (NDC),Strength, 400 mcg/0.4 mL SOV Medicare Medicare Chemo No | pA Required (Cancer Therapy) - See Medicare Part B Oncology Prior Authorization form
inbakicept Dosage administered,
Route of administration
Annovera (segesterone acetate and ethinyl 17295 segesterone acetate E—— B - . ey — - This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
estradiol) and ethinyl estradiol P under the pharmacy benefit
Annovera (segesterone acetate and ethinyl 17295 segesterone acetate R 2 - Medicaid v — - This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
i rious e
estradiol) and ethinyl estradiol P under the pharmacy benefit
Annovera (segesterone acetate and ethinyl 17295 segesterone acetate E—— B - - e — - This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
estradiol) and ethinyl estradiol P under the pharmacy benefit
Aphexda (motixafortide) 32277 motixafortide Hematopoietic agent 025mg 62mg SOV Commercial NPS No. No PA required
Aphexda (motixafortide) 12277 motixafortide Hematopoietic agent 025mg 62mg SOV Medicaid Covered YEs | No PA required when administered in a hospital outpatient infusion center
Aphexda (motixafortide) 32277 motixafortide Hematopoietic agent 025mg 62mg SOV Medicare NPS No. No PA required
Apokyn (apomorphine) 10364 apomorphine Parkinson agent 1mg 30 mg/3 mL cartridge Commercial Refer to ADL o | BB EEteE Ul e sl i Rt G A Crp U3 (el o eneee
under the pharmacy benefit
. This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Apokyn (apomorphine) 30364 apomorphine Parkinson agent 1mg 30 maf3 mi cartridge Medicaid Not Covered No & Pp! Bl el &
under the pharmacy benefit
i This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Apokyn (apomorphine) 30364 apomorphine Parkinson agent 1mg 30 maf3 mi cartridge Medicare Refer to ADL No 9 Pp! Bl el &
under the pharmacy benefit
Aponvie ) 33490, C9145 aprepitant Antiemetic 1mg 32mg/4 4mi SDV Commercial Pref. Specialty No [ No PA required
Aponvie ) 33490, C9145 aprepitant Antiemetic Tmg 32ma/é4mi SDV. Medicaid Covered No | No PA required
Aponvie ) 33490, C9145 aprepitant Antiemetic Tmg 32ma/é4mi SDV. Medicare Pref. Specialty No_ [ No PA required
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Apretude (cabotegravir) J0739 cabotegravir HIV preventative 1mg 600mg/3ml kit Commercial Pref. Specialty No . b,
orms tab,
Apretude ) 0739 HIV preventative Tmg 600maysmi kit Medicaid Carve Out No__ | Contact Fee for Service Medicaid for coverage
Apretude ) 0739 HIV preventative Tmg 600may3mi kit Medicare NPS No__| PA required - See Medicare Medical Part B prior authorization form
Aralast NP (alphal proteinase alphal proteinase PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
30256 Enzyme deficiency 0mg 05gm,1gm SOV Commercial Pref Specialty ves

Forms tab.
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Aralast NP (alphal proteinase

alphal proteinase

PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth

10256 3 def 0m 059m 1gm SOV Medicaid Covered ves
inhibitor-human) inhibitor nzyme deficiency ° o Forms tab.

Aralast NP (alphal te Iphal tei

Aralast NP Galpharproceinase doass | PN e ey | om S - - - cx v ;

30882 (ESRD) )
" Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part

Aranesp (darbepoetin alfa) 0881 (Non- | darbepoetinalfa | Hematopoietic agent 1meg various Medicare Pref. Specialty No

conD) D coverage determination form for criteria
- pamidronate
Aredia (pamidronate disodium) 12430 i Bone modifying agent s0mg 30mg, 50 mg SOV Commercial Non-specialty No | No PA required
- pamidronate
Aredia (pamidronate disodium) 12430 i Bone modifying agent s0mg 30mg, 50 mg SOV Medicaid Covered No | No PA required
- pamidronate
Aredia (pamidronate disodium) 2430 i Bone modifying agent s0mg 30mg, 50 mg SOV Medicare Non-specialty No | No PA required
. Central Nervous 441 mg/\6 mL, 675 mg/2.4 mL, 882
Aristada (aripiprazole lauroxil) 944 aripiprazole Syetem (CNS) agent 1mg mwz:UWMw;ﬁSDM"gc Commercial NPS No | No PA required
Central Nervous me ml m mi
Aristada (aripiprazole lauroxil) 71944 aripiprazole System (CNS) agent 1mg m;&:"[‘:ﬁ:;&:ﬁ‘ﬁ;ﬁ; Medicaid Carve Out No |Contact Fee for Service Medicaid for coverage
. Central Nervous 441 mg/\6 mL, 675 mg/2.4 mL, 882
Aristada (aripiprazole lauroxil) 944 aripiprazole Syetem (CNS) agent 1mg mwz:UWMw;ﬁSDM"gc Medicare NPS No | No PA required
Central Nervous
o (aripiprazole lauroxil) 943 aripiprazole Syetam (CNG) sgent 1mg 675 mg/2.4 mLSD syringe Commercial NPS No | No PA required
N Central Nervous
Aristada Initio (aripiprazole lauroxil) 943 aripiprazole Syetam (CNG) sgent 1mg 675 mg/2.4 mLSD syringe Medicaid Carve Out No |Contact Fee for Service Medicaid for coverage
N Central Nervous

Aristada Initio (aripiprazole lauroxil) 943 aripiprazole Syetom (CNG) sgent 1mg 675 mg/2.4 mL SD syringe Medicare NPS No | No PA required

Arzerra (ofatumumnabl 19302 ofatumumab Oncoloay 0mg 100 mg/s L, 1o0omg/somL sbv__| Commercial NPs No|PArequired - see medical oncoloay prior form for criteria

Arzerra (ofatumumabl 19302 ofatumumab Oncoloay 0me 100 mg/s L, 0omg/somLsov | Medicaid Covered No__|No PA Required

Arzerra (ofatumurnabl 19302 ofatumumab Oncoloay 0mg 100 mg/S L, tovomg/somLsov | Medicare Medicare Cherno. No | pA Reauired (Cancer Therapyl - See Medicare Part B Oncoloay Prior. form

Asceniv (immune alobulin] intravenous 71554 VIG Immune Globulin 00 mg Sgmsbv Commercial Not Covered No | Not Covered

Asceniv (immune alobulin] intravenous 71554 VIG Immune Globulin 500 mg Sgmsov Medicaid Not Covered No | Not Covered

R Part B vs Part D - PA Required - click here for criteria, See Approved Drug List for covered formulations
Asceniv immune globulin) intravenous 71554 VIG Immune Globulin s00mg Sgmsov Medicare NPS No
under Part D
calaspargase pegol- No PA required when billed for the following ICD-10 codes: C91.00 - C91.02, C83.50 - C83.59. For other
Asparlas (calaspargase pegol-mknl) Jon8 Oncology 10 units 5750 unitsls mL SDV Commercial NPS No <
mknl diaanoses - see medical oncoloay prior authorization form for criteria
calaspargase pegol-
Asparlas (calaspargase pegol-mknl) 918 P :kn\ peg Oncology Tounits 3750 units/s mL SOV Medicaid Covered No | No PA Required
calaspargase pegol- No PA required when billed for the folloy g ICD-10 codes: C91.00 - C91.02, C83.50 — C83.59. For other
Asparlas (calaspargase pegol-mkni) 918 Oncology Tounits 3750 units/s mL SOV Medicare Medicare Chemo No 2.C!
mknl diagnoses - see Medicare Part B oncology prior form for criteria

[AEE e 2 @ 7508 tacrolimus Immunosuppressive 01mg 05mg,1mg, 5 mg tablet Medicare Non-specialty No LEol =LA esmslb LR iegaLlii e LR

release) agent D coverage determination form for criteria

Atgam (lymphocyte immune globulin-

cauine) 7504 Anti-thymocyte IG | Immune Globulin 250mg 250 mg/s mL 5D ampule Commercial Non-specialty No | No PA required

‘Atgam (lymphocyte immune globulin-

e;:m\‘ ymphes une globul 7504 Anti-thymocyte IG | Immune Globulin 250mg 250 mgls mL 5O ampule Medicaid Covered No | No PA required

‘Atgam (lymphocyte immune globulin-

cauine) 7504 Anti-thymocyte IG | Immune Globulin 250mg 250 mg/s mL 5D ampule Medicare Non-specialty No | No PA required

. Central Nervous 2mg/mL, 20 mg/0 mL, 4 mg/mL, 40 .
Ativan (lorazepam) 72060 lorazepam Syetem (CNS) agent 2mg e e | commercial Non-specialty No | No PA required
Central Nervous mg/mi m mL, 4 mg/mi
Ativan (lorazepam) 32060 lorazepam v 2mg 2mg/mL, 20 mg/io mL, 4 mg/mL, 40 Medicaid Carve Out No Contact Fee for Service Medicaid for coverage
System (CNS) agent mg/0 mL SD vial/syringe & MDV.
N Central Nervous 2mg/mL, 20 mg/10 mL, 4 mg/mL, 40
Ativan (lorazepam) 32060 lorazepam Syetem (CNS) agent 2mg B Medicare Non-specialty No | No PA required
30609 (For This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverat
Auryxia (Ferric citrate) ESRD on D phospate binder Se e 1GM ferric citrate/tablet EamrmEEEl Refer to ADL No is drug is not covered under the medical benef efer to the Approve ug List rerage
i (equivalent to 210 MG ferric iron) under the pharmacy benefit
ialvsis
30609 (For . .
1M ferric ctrato/ablet
Auryxia (Ferric citrate) ESRD on Ferric citrate phospate binder 3mg ferriciron (equivalent to ﬂ; M‘G ;w;mm Medicaid Not separately payable No Not separately payable
dialvsis)
30609 (For
Auryxia (Ferric citrate) ESRD on Ferric citrate phospate binder 3 mg ferric iron [EqU‘NZ"::'!;‘“;;’::Z/Z'“r‘i‘mm Medicare Not separately payable No |Included in ESRD PPS and not separately payable under Part B
dialvsis)
No PA required when billed for the following ICD-10 codes:
T e T EHES B839.4, B39.5, B39.9, EOB31], EO8.3211 - E0B3213, E0B.3311 - E08.3313, E08.3411 - E08.3413, E0B3511 - E08.3513,
i
. Additional information 083591 - E08.3593, E09.31], E09.3211 - E09.3213, E09.3311 - E09.3313, E09.3411 - E09.3413, E09.3511 - E09.3513,
i
chemotherapeutic agent (J9035), Ophthalmic 33590, 37999, S s 'z:;"e[igg“;“‘ “;:9 Compounded from 100 ma/émLSDV | ey . E09.3591 - E09.3593, E10.311, E10.3211 - £10.3213, E10.3311 - E10.3313, E10.3411 - E10.3413, E10.3511-E10.3513,
vaci i e (NDC), Strength, ref. Special o
o ;oul " ni e billed usmp e co257 2 o e (usual 25 mg/01 mL) E10.3591-E10.3593, ET.3100-E11.3199, ET1.3211-EN.3213, ET.3311-E113313, ET1.3471-E11.3413, E11.35T1-E11.3513, EN3591-
i )

s 2 Route of administration. ET1.3593, E13.31, E133211- E13.3213, E13.3311 - E13.3313, E13.3471-E133413, E13351), 133513, E13.3501-E13.3593,
H21101-H211x3, H32, H34.8110-H34.8132, H34.8310-H34.8332, H35,051-H35.059, H35.3210 - H35:3233, H35.351
~H35353, H35:8), H40.89, H4é.2al-HA442E3
No PA required when billed for the following ICD-10 codes:

[ S T o ] S B39.4, B39.5, B39.9, EOB3T], E08.3211 - E0B.3213, E0B.3311 - E08.3313, EOB.3411 - E0B.3413, E0B35T] - E0B3513,

) Additional information £08:3591 - E08:3593, E09.31), E09.3211 - E09.3213, £09.3311 - 093313, E09.341] - E09.3413, E09 3511 - E09.3513,
sty 3590, 37999, required: National Drug | o, 1 e from 100 ma/4 mi SDV . E£09.3591 - E09.3593, E10.31, E10.3211 - E10.3213, £10.3311 - E10.3313, E10.34T1 - E10.3413, E10.35T1-E103513,

chemotherapeutic agent (19035). Ophthalmic : ' bevacizumab Ophthalmic Code (NDC),Strength, Medicaid Covered No g . 3 . , ,

) S S €9257 Dosage adminisered, (usual 25 mg/01 mt) E10:3591-E10.3593, ETL31), ET.3211-E11.3213, ET.3311-E11.3313, ET1.34T1-ET.3413, ETI.3571-E11.3513, ET1.3591-E11.3593,

39035 &l Route of administration. E13.311, E13.3211- E13.3213, E13.3311 - E13.3313, E13.3411-E13.3413, E13.3511, E13.3513, E13.3591-E13.3593, H21.1x1-H21.1x3,
H32, H34.8T10-H34.8132, H34.8310-H34.8332, H35.051-H35.059, H353210  H353233, H35.351 -H35.353, H35.81,
H40.89, H44.2a1-H44.2E3
No PA Re ired when billed with the following ICD-1t B39.4, B B: 1, E08.3211 —

E 21 811 — EO 5411 — EO8.3413, E 511 — E 13, EC 1 — EC 1, E 211 —

Avastin (bevacizumab) *Avastin also comes in AT E 21. 811 — EO EQ9.34T1 — E09.3413, E( 511 — E 13, E 1 — EC 11, E10.3211 —

aformulation used to treat cancer asa —— A ETIEAE) E10.3213, F10.3311 - E103313, E10.3411 - E10.3413, E103511-E103513, E103591-E10.3593, E11.311, E11.3211-E11.321

chemotherapeutic agent (J9035). Ophthalmic o bevacizumab Ophthalmic Code (NDC), Strength, C°m°°“(”:;:";;mm‘;’/“m% LSOV edicare Pref. Specialty No  |EIN33N-EN3313, E113411-E13413, E1.351-E1.3513, E11.3591-ET.3593, E1331, E133211- E133213, E133311 - E13331
indications should not be billed using code D“S“@f “:’”‘"‘S‘S'e"‘ 411-E13.3413, E13.3511, E13.3513, ET. 1-ET. H211X1-H211x3, H32, H34.8110-H34.8132, H34.8310-
Route of administration.

J9035 H34.8332, H35.051-H35.059, H: 5210 — H: 5233, H. 1 —H: H35.81, H40.89, H44.2al-H44.2E3 For all
other ICD-10 codes - PA Required - click here for criteria. Link for the Prior form is on ths
'General Prior Auth Forms' tab.

Avastin (b b) *See ophthalmi

C:Eq;':\f f;v;c["z: cm; ILr c::r:qe aimie 9035 bevacizumab Oncology 0mg 100mg/émL 400 mgemLsDv | Commercial Not covered No [Nt Covered: See biosimilars Mvasi or Zirabev for non-ophthalmic coverage

Avastin (b b) *See ophthalmi

Avastin bevasizumat) See phiraimic P — oncoay oms —— o %o |noPa Requres

Avastin (bevacizumab) ‘See ophthalmic PA Required - click here for criteria, Link for the Prior Authorization form is on the ‘General Prior Auth

: 9035 bevacizumab Oncology 0mg 100mg/4 L 400 mgfis mL SOV Medicare Medicare Chemo, No

catedory for intra-ocular coverage Forms tab.

hormone PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth

Aveed (testosterone undecanoate) 13145 testosterone 1mg 750 mgf3 mL SOV Commercial Non-specialty No

replacement Forms tab.
hormone.

Aveed (testosterone undecanoate) 13145 testosterone enbeae 1mg 750 mg/3 mL SOV Medicaid Not Covered No | Notcovered

hormone. PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth

Aveed (testosterone undecanoate) 13145 testosterone 1mg 750 mg/3 mL SOV Medicare Non-specialty No

replacement Forms' tab.
32280 - Not for
Fr ius Kabi
Avelox (moxifloxacin) ':Sen:’s a0t moxifloxacin Antimicrobial 100mg 400mg/50 mL D infusion bag | Commercial Non-specialty Mo |No PA required
rand - see
12281
32280 - Not for
Fresenius Kabi i
Avelox (moxifloxacin) o moxifloxacin Antimicrobial 100mg 400mg/250 mL SD infusion bag Medicaid Covered No  |No PA required
rand - see
12281
32280 - Not for
Fr ius Kabi

Avelox (moxifloxacin) ':Sen:’s a0t moxifloxacin Antimicrobial 100mg 400mG/250 mL SD infusion bag Medicare Non-specialty No | No PA required

rand - see
12281
Infl; it i

Avsola (infliximab-axxq) Qsi21 infliximab "C E”;r:a o 10mg 100 mg SOV Commercial Not covered No  [Not covered

onditions
Infl; it ;
Avsola (infliximab-axxq) Qsi21 infliximab "C E”;r:a o 10mg 100 mg SOV Medicaid Not Covered Yes | Not covered
onditions
Infl; k. k for the Pi Auth: f h | Py
Avsola (infliximab-axxa) Qsi21 infliximab nflammatory 10mg 100 mg SDV Medicare NPS No ir nk for rior rization fort n neral Pri
Conditions Forms tab,
ftazid d .

Avycaz (ceftazidime and avibactam) 30714 e azt\’ ‘Te an Antimicrobial 05gm-0125gm 29m-05gmsDV Commercial NPS Mo |No PArequired

avibactam
- ceftazidime and . i i

Avyeaz (ceftazidime and avibactam) 074 e Antimicrobial 059m-0125 gm 2gm-05gm SOV Medicaid Covered No | No PA required

avibactam
- ceftazidime and o .

Avyeaz (ceftazidime and avibactam) 074 e Antimicrobial 059m-0125 gm 2gm-05gm SOV Medicare NPS No | No PA required

avibactam

Axtle (pernetrexed 39292 pemetrexed Oncology 10mg 100 mg & 500mg SDV. Commercial Not Covered No Not Covered

Axtle (pernetrexed 39292 pemetrexed Oncology 10mg 100 mg & 500mg SDV. Medicaid Covered No| No PA required

Axtle (pernetrexed 39292 pemetrexed Oncology 10mg 100 mg & 500mg SDV. Medicare Medicare Chemo No. No PA required

Azactam (aztreonam) 30457 aztreonam Antimicrobial 100 mg Commercial Non-specialty No No PA required

Azactam (aztreonam) 0457 aztreonam Antimicrobial 100mg Medicaid Covered No | No PA required
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Azactam (aztreonam| 0457 aztreonam Antimicrobial 100 mg Medicare Non-specialty No [ No PA required
azathioprine (generic for Azasan, Imuran) Immunosuppressive Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
37500 azathioprine s0mg 50 mg, 75 mg, 100 mg tablet Medicare Non-specialty No L —
ORAL ONLY agent D coverage determination form for criteria
A9699, A9590, Radio- Dosimetric: 30 mCi/2 mL SDV/
Azedra (iobenguane I-13] iobenguane 1-131 A9590: 1 millicurie (mci) Commercial NPS No | PArequired - see medical oncology prior form for criteria
( 9 ) 9407, C9408 9 pharmaceuticals ‘Therapeutic: 337 mCif225 mL SOV
A9699, A9590, Radio- Dosimetric: 30 mCi/2 mL SDV/
Azedra (iobenguane I-13] iobenguane I-131 A9590: 1 millicurie (mci) Medicaid Covered No | No PA Required
( 9 ) C9407, C9408 9 pharmaceuticals ‘Therapeutic: 337 mCif22.5 mL SDV. q
A9699, A9590, Radio- Dosimetric: 30 mCi/2 mL SDV/
Azedra (iobenguane I-13] iobenguane I-131 A9590: millicurie (mci) Medicare Medicare Chemo No | pA Required (Cancer Therapy) - See Medicare Part B Oncology Prior Authorization form
L 9 ) 9407, C9408 9 pharmaceuticals ‘Therapeutic: 337 mCif225 mL SOV q 1 ol o
hi
Balfaxar Jmes  [Prothrombincomplex) L eous peru 500 Unt 1000 Unit ki Commercial non-speciaty No | NoPARequired
(prothrombin complex concentrate (human)) concentrate (human)
Balfaxar 765 prothrombin complex| o neous Perly, 500 Unit, 1000 Unit Kt Medicaid Covered No | NoPARequired
(prothrombin complex concentrate (human)) concentrate (human)
hi
Balfaxar 17165 prothrombin complex| b eous Perlu, 500 Unit, 1000 Unit Kt Medicare non-specialty No | No PARequired
(prothrombin complex concentrate (human)) concentrate (human)
o N 5ma/2mLSDV
Barhemsys (amisulpride) J0084 amisulpride Miscellaneous 1mg o o Commercial Not covered No  |Not covered
Smg/2mLsDV .
Barhemsys (amisulpride) J0184. amisulpride Miscellaneous 1mg . mz/“ml o Medicaid Covered No | No PA Required
Barhemsys (amisulpride) J0184 amisulpride Miscellaneous 1mg é'gi//i:t v Medicare NPS No  |PArequired - See Medicare Medical Part B prior authorization form
Bavencio (avelumabl 19023 avelumab Oncoloay 10mg 200 mg/10 L SOV Commercial Pref Specialty YEs_ | PA required - see medical oncoloay prior authorization form for criteria
Bavencio (avelumab) 39023 avelumab Oncoloay 10 mg 200 mg/10 mi SOV, Medicaid Covered No No PA Required
Bavencio (avelumabl 19023 avelumab Oncoloay 10mg 200 mg/10 mL SOV Medicare Medicare Chemo No [ PA Required (Cancer Therapy) - See Medicare Part B Oncoloay Prior form
Baxdela C9462 Antimicrobial Tmg 300 mg SOV Commercial Not covered No | Not covered
Baxdela C9462 Antimicrobial Tmg 300 mg SOV Medicaid Not Covered No | Not covered
Baxdela C9462 Antimicrobial Tmg 300 mg SOV Medicare NPS No [ PA required - See Medicare Medical Part B prior authorization form
Qo222 covip1g 175 mg 175 mg/2 mL SDV Commercial Not Covered No_[Not Covered for commercially available products after 11-30-2022 (EUA Revoked)
Qo222 covip1g 175 mg 175 mg/2 mL SDV Medicaid Not Covered No__[Not Covered for commercially available products after 11-30-2022 (EUA Revoked)
Qo222 covip1g 175 mg 175 mg/2 mL SDV Medicare Not Covered No__[Not Covered for commercially available products after 11-30-2022 (EUA Revoked)
Beleodaa_(belinostat] 19032 belinostat Oncoloay 10mg 500mg SDV. Commercial Pref Specialty No__[PA required - see medical oncoloay prior authorization form for criteria
Beleodaqg (belinostat) 39032 belinostat Oncoloay. 1omg 500 mg SDV. Medicaid Covered No No PA Required
Beleodaa_(belinostat] 39032 belinostat Oncoloay 0mg 500 mg SOV Medicare Medicare Chemo No [No PA required
Belrapzo (bendamustine HCI) 19036 bendamustine Oncology 1mg 100 mgfé mL SOV Commercial Non-specialty No  |No PA required
Belrapzo (bendamustine HCI) 19036 bendamustine Oncology 1mg 100 mgfé mL SOV Medicaid Covered No  |No PA required
Belrapzo (bendamustine HCI) 19036 bendamustine Oncology 1mg 100 mgfé mL SOV Medicare Medicare Chemo No  |No PA required
Bendeka (bendamustine HCI) 9034 bendamustine Oncology 1mg 100 mgf4 mL SOV Commercial Non-specialty No  |No PA required
Bendeka (bendamustine HCI) 9034 bendamustine Oncology 1mg 100 mgfé mL SOV Medicaid Covered No  |No PA required
Bendeka (bendamustine HCI) 9034 bendamustine Oncology 1mg 100 mgfé mL SOV Medicare Medicare Chemo No  |No PA required
- Antihemophilic This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
BeneFIX (Antinemophilic Factor X) 795 Hemophilia Commercial Refer to ADL No
Factor IX. under the pharmacv benefit
Antih hil Refer to the Medicaid Approved Dru ist (ADL) for pharmacy benefit coverage. For one- e doses
ntihemophilic .
BeneFIX (Antihemophilic Factor IX) 7195 . Tx Hemophilia Medicaid Not Covered. No. required for planned outpatient j claime), will be reviewed
actor
for medical necessity according to the He: Medical Policy 91569
Antihemophilic
BeneFIX (Antihemophilic Factor IX) 7195 Fact Tx Hemophilia Medicare Pref. Specialty. No. No PA required
actor
N PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Benlysta 1V (belimumab) vial J0490 belimumab Lupus 10mg 120 mg, 400 mg SOV Commere Pref. Specialty YES - <ab,
orms tal
N . PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Benlysta 1V (belimumab) vial J0490 belimumab Lupus 10mg 120 mg, 400 mg SOV Medicaid Covered YES - <ab,
orms tal
. PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Benlysta 1V (belimumab) vial J0490 belimumab Lupus 10mg 120 mg, 400 mg SOV Medicare Pref. Specialty No - tab,
orms' tal
Benlysta 59 (belimumab) Autoinjector and TerEe belimumab s o B - Commercial —— No This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
prefilled syringe under the pharmacy benefit
Benlysta 59 (belimumab) Autoinjector and TerEe belimumab s o B - Medicaid S— No This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
prefilled syringe under the pharmacy benefit
Benlysta 59 (belimumab) Autoinjector and 10490 belimumab s i P e - ey — - This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
prefilled syringe under the pharmacy benefit
- Joms I P , 005 L S0V J— . w0 |NoPArequired when billed for the following ICD-10 code: H35.3210-H35.3213, H35.3220-H32.3223, H35.3230-
- roluci i m maf.05 mi
. - P ° N 1353233, H353290-H353293
- Joms I P | I —— coveres w0 |NoPArequired when billed for the following ICD-10 code: H35.3210-H35.3213, H35.3220-H32.3223, H35.3230-
- roluci i m maf.05 mi over
. - P ° N 1353233, H353290-H353293
No PA required when billed for the following ICD-10 code: H: 5210-H: 5213, H: 5220-H32.3223, H 5230-
Beowu (brolucizumab-dbll) 10179 brolucizumab Ophthalmic 1mg 6ma/0.05 mL SOV Medicare NPS No |H353233, H3532 All other | dlagnoses: PA T ec Medicare Medical Part B prior
authorization form
Beqvez (fidanacogene s fidanacogene Gene/Cellular o remtrment I Commercial Geneherapy s | PArequired - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
elaparvovec-dzkt) elaparvovec-dzkt Therapy Forms tab.
Beqvez (fidanacogene fidanacogene Gene/Cellular
avez ( 9 N4 9 / Per treatment 11003 vl Medicaid Not Covered No | Not Covered (Pending MDHHS review for Carve-Out consideration)
elaparvovec-dzkt) elaparvovec-dzkt Therapy
Beqvez (fidanacogene Na fidanacogene Gene/Cellular per treatment — Medicare Gene Therapy No PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth
elaparvovec-dzkt] elaparvovec-dzkt Therapy Forms' tab,
Heredita This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Berinert (C-1 esterase inhibitor [human]) 30597 CAl esterase inhibitor & 10 units 500 unit SOV Commer RefertoADL No g PP Bl el i
Angioedema agent under the pharmacy benefit
Heredita . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Berinert (C-1 esterase inhibitor [human]) 30597 C-l esterase inhibitor & 10 units 500 unit SOV Medicaid Not Covered No 9 PP U (el 9
Angioedema agent under the pharmacy benefit
Heredita This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Berinert (C-1 esterase inhibitor [human]) 30597 CAlesterase inl & 1o units 500 unit SOV Medicare RefertoADL No 9 PP U (el 9
Angioedema agent under the pharmacy benefit
inotuzumab
Besponsa (inotuzumab ozogamicin) 39229 Oncology 01mg 09 mg SOV Commercial Pref. Specialty No PA required - see medical oncology prior form for criteria
ozogamicin
inotuzumab
Besponsa (inotuzumab ozogamicin) 39229 Oncology o1mg 09mg SOV Medicaid Covered No | No PA Required
ozogamicin
inotuzumab
Besponsa (inotuzumab ozogamicin) 39229 Oncology o1mg 09 mg SOV Medicare Medicare Chemo No. PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
ozogamicin
Bethkis (tobramycin) INHALATION 37682 tobramycin inhalation 300mg 300 mg/é mL SO ampule Medicare NPS No —
D coverage form for criteria
90380 - 0.5ml RSV Monoclonal No PA Required for infants up to 8 months, All others - PA required - click here for criteria, Link for the
Beyfortus (nirsevimab) nirsevimab 1dose 50mg/0SmL 100mgAmLSDV | Commercial Preventative No
90381 -1ml Antibody Prior Authorization form is on the General Prior Auth Forms tab
90380 - 0.5ml RSV Monoclonal
Beyfortus (nirsevimab) nirsevimab _ 1dose 50 mg/0.5 L, 100 ma/l mL SOV Medicaid Not Covered No | Not Covered (Covered through Vaccine for Children)
90381 -1ml Antibody
90380 - 0.5ml RSV Monoclonal
Beyfortus (nirsevimab) nirsevimab : 1dose 50 mg/0.5 mL, 100 mg/t mL SDV Medicare Covered No. PA required - Medicare Medical Part B prior authorization form
90381 -1ml Antibody
BiCNU (carmustine) 39050 carmustine Oncoloay 100mg 100 mg SOV Commercial Non-specialty No[No PA required
BiCNU (carmustine) 39050 carmustine Oncoloay 100mg 100 mg SOV Medicaid Covered No[No PA required
BiCNU (carmustine) 39050 carmustine Oncoloay 100mg 100 mg SOV Medicare Non-specialty No[No PA required
Bivigam (immune globulin) intravenous 71556 VIG Immune Globulin 500 mg 5gmsbv Commercial Not Covered No | Not Covered
Bivigam (immune globulin) intravenous 71556 VIG Immune Globulin 500mg 5gmsbv Medicaid Not Covered No | Not Covered
Part B vs Part D - PA Required - click here for criteria. See Approved Drug List for covered formulations.
Bivigam (immune globulin) intravenous 1556 VIG Immune Globulin 500 mg. 5gmsDV Medicare NPS No
under Part D
belantamab
Blenrep (belantamab mafodotin-bimf) 9037 atoddotinbimf Oncology 05mg 100 mg SOV Commercial NPS No | PA Required - GSK initiated Market Withdrawal on T1-22-2022
belantamab
Blenrep (belantamab mafodotin-bimf) 9037 atoddotinbimf Oncology 05mg 100 mg SOV Medicaid Not Covered No [ Not Covered as of GSK initiated Market Withdrawal on T1-22-2022
belantamab
Blenrep (belantamab mafodotin-bimf) 9037 atoddotinbimf Oncology 05mg 100 mg SOV Medicare Medicare Chemo No | PA Required - GSK initiated Market Withdrawal on T1-22-2022
Bleomycin 9040 bleomycin sulfate Oncoloay S units 5 unit, 30 unit SOV Commercial Non-specialty No [No PA required
Bleomycin 9040 bleomycin sulfate Oncoloay 15 units 15 unit, 30 unit SOV Medicaid Covered No[No PA required
Bleomycin 9040 bleomycin sulfate Oncoloay 15 units 15 unit, 30 unit SOV Medicare Non-specialty No[No PA required
Blincyto (blinatumomab) 39039 blinatumomab Oncology. 1meg 35 meg SDV. Commercial Pref. Specialty No PA required - see medical oncology prior. form for criteria
Blincyto (blinatumomabl 19039 blinatumomab Oncoloay 1mcg 35 meg SOV Medicaid Covered No [No PA Reauired
Blincyto (blinatumomabl 9039 blinatumomab Oncoloay 1mea 35 meg SOV Medicare Medicare Chemo No [ PA Required (Cancer Therapy) - See Medicare Part B Oncoloay Prior form
Boniva IV (ibandronate sodium) 21740 Tmg 3 ma/5 mLSD syringe. Commercial Not covered No _[Brand not covered, use generic
Boniva IV (ibandronate sodium) 740 ibandronate | Bone modifying agent 1mg 3mg/5 mLSD syringe Medicaid Not Covered No  |Brand not covered, use generic
PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Boniva IV (ibandronate sodium) 740 ibandronate | Bone modifying agent 1mg 3mg/5 mLSD syringe Medicare Pref. Specialty [ o
bortezomib - Hospira Brand ONLY 39049 bortezomib Oncology 01mg 35mg SOV Medicaid Covered No  [No PA Required
bortezomib - Hospira Brand ONLY 39049 bortezomib Oncology 01mg 35mg SOV Medicare Medicare Chemo No | No PARequired
No PA required for ICD-10 codes €90.00-C90.32, C83.10-C8319 and E85.81 - for all other diagnoses, see
bortezomib - Hospira Brand ONLY 9049 bortezomib Oncology 01mg 35mg SOV Commercial Pref. Specialty No

medical oncology prior authorization form for criteria.
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No PA required for ICD-10 codes €90.00-C90.32, C83.10-C8319 and E85.81 - for all other diagnoses, see
bortezomib - Dr. Reddy's Brand ONLY 19046 bortezomib Oncology o1mg 35mgsDV Commercial Pref. Specialty No - c8s.
medical oncology prior authorization form for criteria.
bortezomib - Dr. Reddy's Brand ONLY 19046 bortezomib Oncology 01mg 35mg SOV Medicaid Covered No | No PA Required
bortezomib - Dr. Reddy's Brand ONLY 19046 bortezomib Oncology 01mg 35mg SOV Medicare Medicare Chemo No

No PA required



https://www.priorityhealth.com/-/media/1FC59C6367F44BB690C9C219DC452F59.pdf
https://www.priorityhealth.com/-/media/1FC59C6367F44BB690C9C219DC452F59.pdf

bortezomib - Fresenius Kabi Brand ONLY

No PA required for ICD-10 codes C90,00-C90.32, C8310-C83.19 and E8581 - for all other diagnoses, see

19048 bortezomib Oncology oimg 35masov Commercial Pre. Specialty No c <
NDC 63323-0721-10 medical oncology prior authorization form for criteria.
bortezomib - Fresenius Kabi Brand ONLY
NDC 63375.072110 19048 bortezomib Oncology oimg 35masov Medicaid Covered o |No PA Required
zg:é;’;t’(;;ei"'“s Kabi Brand ONLY 9048 bortezomib Oncology o1mg 3smgsov Medicare Medicare Chemo No | No PARequired
- re forcr
Botox (onabotulinumtoxinA) 0585 botulinum toxin A | botulinum toxin Tunit 100 unit, 200 unit SOV Commercial Pref. Specialty No orm
& Rehab (PT)
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Botox (onabotulinumtoxinA) 0585 botulinum toxin A | botulinum toxin Tunit 100 unit, 200 unit SOV Medicaid Covered No orm
& Rehab (PT)
PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Botox (onabotulinumtoxinA) 0585 botulinum toxin A | botulinum toxin Tunit 100 unit, 200 unit SOV Medicare Pref. Specialty No ) hen .
Med & Rehab (PT)
Brevibloc (esmolol) 71805 esmolol Miscellaneous 0 mg Commercial Non-specialty No | No PA reauired
Brevibloc (esmolol) 71805 esmolol Miscellaneous 0 mg Medicaid Covered No | No PA reauired
Brevibloc (esmolol) 71805 esmolol Miscellaneous 0 mg Medicare Non-specialty No__|No PA reauired
- 1 oncole re
Breyanzi (lisocabtagene maraleucel) Q2054 “wcab‘(age”‘e Ge:slce”“‘” per dose SDinfusion bag Commercial Gene Therapy Yes
maraleucel erapy
. lisocabtagene Gene/Cellular . ) )
Breyanzi (lisocabtagene maraleucel) Q2054 e g per dose SO infusion bag Medicaid cane out No |Contact Fee for Service Medicaid for coverage
erapy
N fe P he '
Breyanzi (lisocabtagene maraleucel) Q2054 lisocabtagene Gene/Cellular per dose SDinfusion bag Medicare Medicare Chemo No n
leucel Therapy Forms tab,
Brineura (cerliponase alfa) 0567 celiponase alfa Enzyme deficiency 1mg 150 mgfs mL SOV Commercial Pref. Speciaty R retorer
orms tal
Brineura (cerliponase alfa) 10567 celiponase alfa Enzyme deficiency 1mg 150 mg/s mL SDV Medicaid Covered oo | . - reforen
orms tal
Brineura (cerli alfa) 0567 alfa Enzyme deficiency 1mg 150 /5 mL SOV Medicare Pref Specialy No _|PArequired - See Medicare Medical Part B prior authorization form
Briumvi (ublituximab-xiiy) 12329 ublituximab Multiple Sclerosis (MS) 1mg 150maf6mi SOV Commercial Pref. Specialty ves ce for or
agent Forms tab.
Briumvi (ublituximab-xiiy) 12329 Ublituximab Multiple Sclerosis (MS) 1me 15omeemi SOV Medicaid Covered ves PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
agent Forms tab.
Multiple Scl MS)
Briumvi (ublituximab-xiiy) 12329 ublituximab ultiple Sc e't°5‘5 (MS) 1mg 1s0ma/6mi SOV Medicare Pref. Specialty No | No PArequired
agen
Brixadi (buprenorphine) Monthly - 64mgf018m, 56mg/027rmi, . v
(monthiy) 0578 buprenorphine | Opioid use disorder 1mg s Commercial Pret. Speciaky No  |No PA Required
Brixadi (b h X
{"“"'"( )umemrp ine) 30578 buprenorphine Opioid use disorder 1mg Monthly sgz(;;:';é:fmg/‘mm“ Medicaid Carve Out No Contact Fee for Service Medicaid for coverage
(monthly)
Brixadi (buprenorphine) Monthly - 64mgf018m, 56mg/027rmi, '
ref. Specia o
(monthiy) 0578 buprenorphine | Opioid use disorder 1mg ool Medicare Pref. Speciaky No |No PA Required
Brixadi (buprenorphine) Weekly- 8mg/016mi, 16mg/032mi,
(weokiy) 30577 buprenorphine Opioid use disorder 1mg im0 $2me0 ! Commercial Pref. Specialty No No PA Required
Brixadi (buprenorphine) ackly - mgf016m, 16mg/0.32mi )
kly; prenorphine) 30577 buprenorphine Opioid use disorder 1mg w Zj‘ig';oﬂfi'fnx:mi‘/“jf g Medicaid Carve out No |Contact Fee for Service Medicaid for coverage
Brixadi (buprenorphine) Weekly- 8mg/016mi, 16ma/032ml,
(weokiy) 30577 buprenorphine Opioid use disorder 1mg im0 8 $2me0 Medicare Pref. Specialty. No |No PA Required
Brovana (arformoterol) 7605 arformoterol inhalation 15 meg 18 meg/2 mL SOV Medicare Non-specialty No s
D coverage form for criteria
bupivacaine - not otherwise specified 0665 bupivacaine miscellaneous 05mg Commercial non-specialty No  [NoPARequired
bupivacaine - not otherwise specified 0665 bupivacaine miscellaneous 05mg Medicaid non-specialty No |No PA Required
bupivacaine - not otherwise specified 0665 bupivacaine miscellaneous 05mg Medicare non-specialty No  |only covered for medically accepted indications
Buprenex (buprenorphine) 0592 buprenorphine Analgesic o1mg 03 mg/mLsD cartidge Commercial Non-specialty No | No PA required
Buprenex (buprenorphine) 0592 buprenorphine Analgesic o1mg 03 mg/mLsD cartidge Medicaid Covered No_|No PA required
Buprenex (buprenorphine) 0592 buprenorphine Analgesic 01mg 03 mg/mLsD cartidge Medicare Non-specialty No | No PA required
] PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Byooviz (ranibizumab-nuna) Q5124 ranibizumab-nuna Ophthalmic 01mg Commercial Pref. Specialty. No - b,
orms tal
P ., bz — - Medicaid o v |PAreauired -click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Forms tab.
No PA required when billed for the following ICD-10 codes; E08.311, 08319, E08,3211-E08,3213, £08.3291 -
£08.3293, E083311-£08,3313, E08,339] - EO8,3393, £08.3411- EOB,3413, EO8,349] - E08,3493, £08.3511- E08,3513,
£08,352] - E08,3523, £08.353] - E08,3533, E08.3541 - E08,3543, E083551 - E08,3553, E08,359] - E08.3593,
£09.311, 09,319, E09,3211-£09,3213, £09.329] - £09,3291, E09.3311-E09,3313, £09,3391 - E09,3393, £09.3411-
£093413, E09,349] - £09,3493, £09.3511- £09.3513, £09.352] - E09,3523, E09,353] - £09,3533, £09.3541 -
£09,3543, £09,3551 - £09355%, E09,359] - £09.3593, 10311, £10.319, £10.3211- E10.3213, £10.3291 - E10.3293,
Byooviz (ranibizumab-nuna) Q5124 ranibizumab Ophthalmic 01mg Medicare Pref. Specialty No E10.3311- E10.3313, E10.3391 - E10.3393, E10.3411- E10.3413, E10.3491 - E10.3493, E10.3511-E10.3513, E10.3591-
£10,3599, E13211-E113219, £11.3291-£11,3299, E113311- E1L3313, ET1339) - 11,3303, E13411- E113413, E113491 -
£11,3493, E11351) - ET1.3513, E11.352] - £11.3523, E11.353] - E11.3533, E113541 - 11,3543, £11355) - £11.3553, £113591 -
£11,3593, E13,311, E13.319, £133211- £13,3213, 13,3291 - E13,3293, E13.3311- £13.3313, E13.339] - E133393, £133411-
E13:3413, E13,349] - 13,3493, E13.3511- £133513, £13.352] - E13.3523, E13,353] - E13,3533, E13,3541 - E13,3543,
£13:3551 - E13.3553, E13,359] - £13.3593, H34,8110, H34,8120, H348130, H34,8310, H34,8320, H34,8330, H34.8390,
135,051 - H35.053, H353210 - H35.3233, H35.351 = H35353, H4421 = H442E9
ot d mg-600 mg/2 mi mg-
Cabenuva (cabotegravir and rilpivirine) 30741 < "’"Z?v'im':" HIV agent 2mafimg “omarseo malt e Sov M | commercial pref. Specialy Mo |No PA required
cabotegravir and mg-600 mg/2mi mg-
Cabenuva (cabotegravir and rilpivirine) 30741 ’"D?vi’ine HIV agent 2mafimg “omaseomaim NPT | Medicaid Canve Out No | Contact Fee for Service Medicaid for coverage
ot d mg-600 mg/2 mi mg-
Cabenuva (cabotegravir and rilpivirine) 30741 < "’"Z?v'im':" HIV agent 2mafimg “omaeomaim NPT | Medicare pref.Speciatty No required - See Medicare Medical Part B prior authorization for
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Cablivi (caplacizumab-yhdp) 3590%, 9047 | caplacizumab-yhdp Miscellaneous C9047:1mg 1mg sov Commercial Pref. Specialy [
Cablivi (caplacizumab-yhdp) 3590%, 9047 | caplacizumab-yhdp Miscellaneous Co047:1mg Tmg sov Medicaid Not Covered No  |Not covered
Cablivi (caplacizumab-yhdp) C9047 caplacizumab-yhdp Miscellaneous €9047:1mg T mg SDV Medicare Pref. Specialty No. required - M re Medical Par rior authorization fort
Calcilex (calcitriol) 10636 calcitriol o1meg " meglmLampue Commercial Non-specialty No | No PA required
Calcilex (calcitriol) 10636 calcitriol o1meg " megfmL ampue Medicaid Covered No | No PA required
Calcilex (calcitriol) 10636 calcitriol o1meg " mcgfmL smpue Medicare Non-specialty No | No PA required
Calcium Acetate (phosphate binder) 20615 (Fr ESRD) 1 cium acetate phospate binder 25mg 667 mg capsulesftablets Commercial Refer o ADL no | Thisdrugis not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
on dialysis) under the pharmacy benefit
J0615 (For ESRD
Calcium Acetate (phosphate binder) o ;ia‘ys‘s) calcium acetate phospate binder 23mg 667 mg capsulesftablets Medicaid Not separately payable No [Nt separately payable
J0615 (For ESRD
Calcium Acetate (phosphate binder ) o dilyeid) calcium acetate phospate binder z3mg 667 mg capsulesftablets Medicare Not separately payable No [Included in ESRD PPS and not separately payable under Part 8
Camcevi (leuprolide) 71952 leuprolide Oncoloay 1mg “2mg D syringe Commercial Pref Specialy ves_|No PA reauired
Camcevi (leuprolide) 71952 leuprolide Oncoloay 1mg 42mg D syringe Medicaid Covered No | No PA reauired
Camcevi (leuprolide) 71952 leuprolide Oncoloay 1mg “2mg D syringe Medicare Medicare Chemo, No | No PA reauired
Camptosar (irinotecan) 19206 irinotecan Oncology 20mg “ '“g/:f:'u‘s" malsme300mas | commercial Pref. Specialty No  |No PA required
- - 40 ma/2 mL.100 mg/s mL. 300 ma/s § .
Camptosar (irinotecan) 19206 irinotecan Oncology 20mg oo mmas L oy Medicaid Covered No No PA required
Camptosar (irinotecan) 19206 irinotecan Oncology 20mg “ '“g/:‘r;‘s" el m300malts | Medicare Pref. Specialty No  |No PA required
Cancidas i 0637 Antimicrobial 5mg 50mg, 70 mg SOV Commercial Non-specialty No | No PA required
Cancidas 0637 Antimicrobial 5mg 50mg, 70 mg SOV Medicaid Covered No | No PA required
Cancidas 0637 Antimicrobial 5mg 50mg, 70 mg SOV Medicare Non-specialty No | No PA required
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ibuprofen

300 mg/100 mL ibuprofen SDV.

Carimune (immune globulin) intravenous 1566 VIG Immune Globulin s00mg 69m,12gmSDV Commercial Not Covered No | Not Covered
Carimune (immune globulin) intravenous 1566 VIG Immune Globulin s00mg 69m,12gmSDV Medicaid Not Covered No | Not Covered
. Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
Carimune (immune globulin) intravenous 1566 VIG Immune Globulin s00mg 69m,12gmSDV Medicare Pref. Specialty No . List
D coverage determination form for criteria
Carmustine - Accord 19052 carmustine Oncoloay 100mg 100 mg SOV Commercial Non-specialty No [No PA required
Carmustine - Accord 19052 carmustine Oncoloay 100mg 100 mg SOV Medicaid Covered No [No PA required
Carmustine - Accord 19052 carmustine Oncoloay 100mg 100 mg SOV Medicare Non-specialty No [No PA required
Carnitor 21955 Miscellaneous 1gm T gm/s mi_sov Commercial Non-specialty No | No PA required
21955 Miscellaneous 1gm Tgm/s misov Medicaid Covered No | No PA required
21955 Miscellaneous 1gm g/ mi_sov Medicare Non-specialty No | No PA required
- Loncol r
Itacabt: Gene/Cellul
Carvykti (ciltacabtagene autoleucel) Q2056 cltacabtagene ene/Cellular perdose SD infusion bag Commercial Gene Therapy Yes
autoleucel Therapy
anti-BCMAO2 chimeric antigen-directed receptor (CAR) T-cell therapy. The safety and f
repeat administration have not been evaluated (one treatment per lifetime)
ciltacabtagene Gene/Cellular .
Carvykti (ciltacabtagene autoleucel) Q2056 9 Th/ per dose SDinfusion bag Medicaid Carve Out No | Contact Fee for Service Medicaid for coverage
erapy
ciltacabtagene Gene/Cellular - ? P is on the
Carvykti (ciltacabtagene autoleucel) Q2056 9 / per dose SDinfusion bag Medicare Medicare Chemo No
Therapy Forms' tab,
exagamglogene Gene/Cellular 321016 CO34+ cells - here for cri
Casgevy (exagamglogene autotemcel) 13392 per treatment per kg of body weight, which may be | Commercial Gene Therapy Yes
autotemcel Therapy composed of muliple viats Forms tab.
exagamglogene Gene/Cellular 3 #1016 CD341 cells .
Casgevy (exagamglogene autotemcel) 3392 per treatment per kg of body weight, which maybe | Medicaid Carve Out No |Contact Fee for Service Medicaid for coverage
autotemcel Therapy composed of multiple vials
exagamglogene Gene/Cellular 321016 CO34+ cells - f P is on the !
Casgevy (exagamglogene autotemcel) 13392 per treatment per kg of body weight, which maybe |  Medicare Gene Therapy No
autotemcel Therapy composed of muliple viats Forms'tab.
Cefazolin sodium - Baxter 10689 cefazolin Antimicrobial 500 mg various Commercial Non-specialty No | No PA required
Cefazolin sodium - Baxter 10689 cefazolin Antimicrobial 500 mg various Medicaid Non-specialty No | No PA required
Cefazolin sodium - Baxter 10689 cefazolin Antimicrobial 500mg various Medicare Non-specialty No | No PA required
Cefazolin sodium - Hikma 10688 cefazolin Antimicrobial 500 mg various Commercial Non-specialty No | No PA required
Cefazolin sodium - Hikma 10688 cefazolin Antimicrobial 500mg various Medicaid Non-specialty No | No PA required
Cefazolin sodium - Hikma 10688 cefazolin Antimicrobial 500 mg various Medicare Non-specialty No | No PA required
Cefazolin sodium - WG Critical Care 0687 cefazolin Antimicrobial 500mg various Commercial Non-specialty No | No PA required
Cefazolin sodium - WG Critical Care 0687 cefazolin Antimicrobial 500 mg various Medicaid Non-specialty No | No PA required
Cefazolin sodium - WG Critical Care 0687 cefazolin Antimicrobial 500 mg various Medicare Non-specialty No | No PA required
Immunosuppressive i 1t B vs Part D - See Approved Drug List for covered formulation: [ Part D - Part B vs Part
Cellcept (Mycophenolate mofetil) ORAL ONLY 7517 mycophenolate PP 250mg 250 mg capsule, 500 mg tablet. Medicare Non-specialty No z —
acent D coverage determination form for criteria
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Cerezyme (imiglucerase) 1786 imiglucerase Enzyme deficiency 10 units. 400 unit SOV Commercial Pref. Specialty YE | orms tab,
1
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Cerezyme (imiglucerase) 786 imiglucerase Enzyme deficiency 10 units “400unitsov Medicaid Covered ves [
1
Cerezyme (imial 21786 Enzyme deficiency. 10 units Z00untsOV Medicare Pref Specialty No | No PA required
Additional information
_— . e NS ) PA required - click here for criteria, Link for the Prior Authorization form is on the General Prior Auth
Cimerli (ranibizumab-eqrn) Q5128 ranibizumab Ophthalmic Code (NDC),Strength, Pre. Specialty No
Dosage adrministered, Forms tab.
Route of administration
Additional information
_— . e NS ) . PA required - click here for criteria, Link for the Prior Authorization form is on the General Prior Auth
Cimerli (ranibizumab-eqrn) Q5128 ranibizumab Ophthalmic Code (NDC),Strength, Medicaid Covered No
Dosage adrministered, Forms tab.
Route of administration
No PA required when billed for the following ICD-10 codes: EO8.31, EO8.319, EO8,3211-E08.3213, E0B.3291 -
08,3293, E0B.3311-E08 3313, E08,3391 - EO8.3393, EOB341)- E0B.3413, E083491 - E0B.3493, EO8.3511- EOB.3513,
08,3521 - E08.3523, E0B.3531 - E08,3533, E08.3541 -~ E0B3543, EOB3551 - E08.3553, E08,359] - E08.3593,
09,31, 09319, E09.3211-E09,3213, E09,3291 - E09.329], E09,3311-E09,3313, E09,3391 - E09.3393, E09,3411-
dtiona! formation 09,3413, E09.3491 - E09.3493, E093511- E09.3513, E09,352] - E09.3523, E09.3531 - E09.3533, E09.3541
T IEE) 09,3543, E09.355] - E09.3553, E09.3591 - E09.3593, E1031, EI0.319, E10.3211- E103213, E10.3291 - E10.3295,
Cimerli (ranibizumab-eqrn) Q5128 ranibizumab Ophthalmic Code [NDC), Strength, Medicare Pref. Specialty No E10.3311- E10.3313, E10.3391 - E10.3393, E10.3411- E10.3413, E10.3491 -_E10.3493, E10.3511-E10.3513, E10.3591-
P““”gf a:"‘"“s‘e'ed‘ E10.3599, ETL3211-ET13219, E1.3291-E11.3299, ENL3311- EN.3313, EN.3301 - E11.3393, EN.3411- ETL3413, E1.3491 -
1 inistrai
e cfadminiiraton E11.3493, E11357 - ENL35I3, E11.352] - ETL3523, ETL353] - ETL3533, E1L3541 - E11.3543, 113551 - 113553, £113591
ETL3593, E13.31), ET3:319, E13:3211- E133213, E13.3291 - E13.3293, E13,3311- E13.3315, E13.339] - EI33393, E13341-
EI3:3413, E13349] - E13.3493, E133511- E13,3513, E13.352] - 133523, E13.3531 - 13,3533, £13.3541 - E133543
ET3.3551 - E13.3553, 13,3591 - E13.3593, H34,8110, H34.8120, H34.8130, H34,8310, H34.8320, H34.8330, H34,8390,
H35.051 - H35.053, H353210 - H353233, H35.351 - H35.353, H44.21 - H442E9
imzi I 1) lyophili Infl PA d - click here for criteria, Link for the Prior Authorization th I Prior Auth
Cimazia (certolizumab pegol) lyophilized o certolizumab pegol nflammatory . 200ma v Commercial s e required - click here for criteria, Link for the Prior Authorization form is on the General Prior Au
powder kit Conditions Forms tab,
Cimzia (certolizumab pegol) lyophilized Inflammator, . PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
( pegol) lyop! J077 certolizumab pegol Y 1mg 200mg SOV Medicaid Covered ves
powder kit Conditions Forms tab,
Cimzia (certolizumab pegol) lyophilized Inflammator, PA Required - click here for criteria, Link for the Prior Authorization form is on the ‘General Prior Auth
( pegol) iyopl J0717 certolizumab pegol Y 1mg 200mg SOV Medicare NPS No
powder kit Conditions Forms' tab,
- . Inflammator, B This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Cimzia (certolizumab pegol) prefilled syringe 1077 certolizumab pegol 7 1mg 200 mg/mL SO sryinge Commercial Refer to ADL No 9 PP g List (ADL) 9
Conditions under the pharmacy benefit
- . Inflammator, o This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Cimzia (certolizumab pegol) prefilled syringe 30717 certolizumab pegol 7 e 200 mg/m S sryinge Medicaid Not Covered No 9 PP g List (ADL) g
Conditions under the pharmacy benefit
L . Inflammatory PA Required - click here for criteria, Link for the Prior Authorization form is on the '‘General Prior Auth
Cimzia (certolizumab pegol) prefilled syringe 0717 certolizumab pegol 1mg 200 mg/mt SO sryinge Medicare NPS No
Conditions Forms' tab,
- PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Cingair (reslizumab) 12786 reslizumab Respiratory Biologic 1mg 100 mg/10 mL SDV Commercial NPS YEs Forms tab,
or
- . PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Cingair (reslizumab) 12786 reslizumab Respiratory Biologic 1mg 100 mg/10 mL SDV Medicaid Covered YEs Forms tab,
or
- PA Required - click here for criteria, Link for the Prior Authorization form is on the ‘General Prior Auth
Cingair (reslizumab) 12786 reslizumab Respiratory Biologic 1mg 100 mg/o mLSDV Medicare NPS [ e
or
. - Hereditary
Cinryze (C-1 esterase inhibitor [hurman]) 30598 C-lesterase inhibitor 10 units 500 unit SDV Commercial Not covered No | Not covered
Angioedema agent
Hereditan . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Cinryze (C-1 esterase inhibitor [human]) 30598 C- esterase inhibitor v 10 units. 500 unit SOV Medicaid Not Covered No 9 2R g List (ADL) 9
agent under the pharmacy benefit
. o Hereditary PA Required - click here for criteria, Link for the Prior Authorization form is on the ‘General Prior Auth
Cinryze (C-1 esterase inhibitor [hurman]) 0598 C-lesterase inhibitor 10 units 500 unit SDV Medicare Pref. Specialty No
Angioedema agent Forms' tab,
Cinvanti emulsion) J0185 aprepitant Antiemetic Tmg 130 mgNe LSOV Commercial Non-specialty No | No PA required
Cinvanti emulsion) J0185 aprepitant Antiemetic Tmg 130 mgNe LSOV Medicaid Covered No | No PA required
Cinvanti emulsion) J0185 aprepitant Antiemetic Tmg 130 mgNe LSOV Medicare Non-specialty No | No PA required
Cleocin (clindamycin) 10736 clindamycin Antimicrobial 300mg Commercial Non-specialty No  |No PA required
Cleocin (clindamycin) 10736 clindamycin Antimicrobial 300mg Medicaid Covered No  |No PA required
Cleocin (clindamycin) 10736 clindamycin Antimicrobial 300mg Medicare Non-specialty No  |No PA required
clindamycin - Baxter brand only 30737 clindamycin Antimicrobial 300mg Commercial Not Covered No | Not Covered until ASP established
clindamycin - Baxter brand only 30737 clindamycin Antimicrobial 300mg Medicaid Not Covered No | Not Covered until ASP established
clindamycin - Baxter brand only 30737 clindamycin Antimicrobial 300mg Medicare Non-specialty No  |No PA required
Clinimix (amino acids) Injection amino acids TPN Medicare No :
D coverage ination form for criteria
Antihemophilic B This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Coagadex (Antihemophilic Factor X) 775 & Hemophilia Commercial Referto ADL No 9 e g List (ADL) g
Factor X under the pharmacy benefit
Antihemophil i id A i for ph nefit coverage. F -t
. ntihemophilic .
Coagadex (Antihemophilic Factor X) s Facw"; Hemophilia Medicaid Not Covered No |required for planned outpatient claims). ill be reviewed
for medical necessity according to the. Medical Policy 91569
Antihemophilic
Coagadex (Antihemophilic Factor X) s Facwi Hemophilia Medicare Pref Specialty No  |No PA required
Central Nervous
Cogentin (benztropine) 081 benztropine mesylate 1mg 2mg/2mLsDV Commercial Non-specialty No  |No PA required
System (CNS) agent
Central Nervous
Cogentin (benztropine) 081 benztropine mesylate 1mg 2mg/2mLsDV Medicaid Carve Out No | Contact Fee for Service Medicaid for coverage
System (CNS) agent
Central Nervous
Cogentin (benztropine) 0815 benztropine mesylate 1mg 2mg/2mLsDV Medicare Non-specialty No  |No PA required
System (CNS) agent
Columvi o) 19286 alofitamab Oncoloay 25mg Commercial Pref Specialty YEs | PA required - see medical oncoloay prior form for criteria
Columvi o) 19286 alofitamab Oncoloay 25mg Medicaid Covered No_ [No PA Reauired
Columvi o) 19286 alofitamab Oncoloay 25mg Medicare Medicare Chemo No [ PA Required (Cancer Therapy) - See Medicare Part B Oncoloay Prior form
. ; - § acetaminophen/ omefs ! and | ¢ Mot covered o
Combogesic (acetaminophen/ibuprofen) J0138 bubrofen analgesic mafsmg om0t reton mmercial Not covered
N acetaminophen/ 1000 mg/100 i scetaminophen and
Combogesic (acetaminophen/ibuprofen) J0138 P analgesic 10 mgfsmg < et Medicaid Not Covered No | Not covered
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acetaminophen/

1,000 mg/100 ML acetaminophen and

Combogesic (acetaminophen/ibuprofen) Jo1zs buprofen analgesic 10 mgfsmg 00 100 ot S0 Medicare Non-specialty No | No PA required
Factor Xill This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Corifact (Factor XIll Concentrate (Human)) 7180 Hemophilia Tunit 10001600 unit SOV Commercial Referto ADL No
Concentrate (Human) under the pharmacy benefit
Factor Xil Refer to the Medicaid Approved Drug List (ADL) for pharmacy benefit coverage. For one-time doses
actor
Corifact (Factor Xill Concentrate (Human)) 7180 Hemophilia Tunit 10001600 unit SOV Medicaid Not Covered No |required for planned out t i ility claims). will be reviewed
Concentrate (Human) y
for medical necessity according to the Medical Policy 91569
" Factor XIll .
Corifact (Factor XIIl Concentrate (Human)) 37180 Hemophilia Tunit 1000-1600 unit SDV Medicare Pref. Specialty No. No PA required
Concentrate (Human)
Inflammator, i This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Cortrophin (corticotropin) 30802 corticotropin Y 80 unit/mL, 5 mL MDY Commercial RefertoADL No 9 PP g List (ADL) g
Conditions under the pharmacy benefit
Inflammator, . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Cortrophin (corticotropin) 30802 corticotropin Y 80 unit/mL, 5 mL MDV Medicaid Not Covered No g R BILiE (L) g
Conditions under the pharmacy benefit
Inflammator, This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Cortrophin (corticotropin) 30802 corticotropin Y 80 unit/mL, 5 mL MDV Medicare Referto ADL No g R BILiE (L) g
Conditions under the pharmacy benefit
Cosela (trilaciclib) 11448 trilaciclib Miscellaneous 1mg 300mg SOV Commer Pref. Specialty No
Forms tab,
. - re for cr
Cosela (trilaciclib) 11448 trilaciclib Miscellaneous 1mg 300mg SOV Medicaid Covered No
Forms tab,
Cosela (trilaciclib) 71448 trilaciclib Miscellaneous 1mg 300 mg SOV Medicare Pref. Specialty No | PA required - See Medicare Medical Part B prior authorization form
Cosentyx IV (secukinumab) Inflammator, .
oIV (s ! 13247 secukinumab Y 1mg 125mafsmLSDV Commercial Not Covered No | Not Covered
125ma/s mL vial Conditions
Cosentyx IV (secukinumab) Inflammator, .
X (4 ) 33247 secukinumab Y 1mg. 125mg/ SmL SDV Medicaid NPS. YES No PA required when administered in a hospital outpatient infusion center
125ma/s mL vial Conditions
- fe P he '
Gosentyx IV (secukinumab) 13247 secukinumab Inflammatory 1mg 125ma/ SmLSDV Medicare NPS No 0
125ma/s mL vial Conditions Forms' tab,
CosentyiECl e e aE] 75 mg/mL. 150 mg/mL., 300 mg/2 mL
. ﬂ":’:s ’; ‘&Smma’d . 15590, C9399° « o Inflammatory PFS P et toADL N This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Ready . secukinuma efer o
yring & Conditions 150 mg/mL Sensoready Pen under the pharmacy benefit
Pen 300 mg/2 mL UnoReady Pen
Cosentyx SC (secukinumab) 75 mg/m 150 ma/mL, 300 mg/2 mL
Inflammator, This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Prefilled syringe & Senoready/UnoReady 13590, C9399* secukinumab Y B Medicaid Ne@se) ® g PP g List (ADL) g
Conditions 150 mg/mL Sensoready Pen under the pharmacy benefit
Pen 300 mg/2 mL UnoReady Pen
Cosentyx SC (secukinumab) 75 ma/mL. 150 ma/mL, 300 mg/2 mL
. ﬂ":’:s ’; ‘&Smma’d . 15590, C9399° « o Inflammatory PFS T, et toADL N This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Ready . secukinuma efer o
yring & Conditions 150 mg/mL Sensoready Pen under the pharmacy benefit
Pen 300 /2 mL UnoReady Pen
2 (dactinomycin) 9120 dactinomyein Oncoloay 05mg 500 meg (05 mg) SOV Commercial Non-specialty No [No PA required
C (dactinomycin) 39120 dactinomvein Oncoloay 05mg 500 meg (0.5 mg) SV Medicaid Covered No. No PA required
2 (dactinomycin) 9120 dactinomycin Oncoloay 05mg 500 meg (05 mg) SDV Medicare Non-specialty No [No PA required
Cresemba (isavuconazonium) 71833 Antimicrobial 1mg 372 mg SOV Commercial Pref. Specialty No | No PA required
Cresemba (isavuconazonium) 71833 Antimicrobial 1mg 372 mg SOV Medicaid Covered No | No PA required
Cresemba (isavuconazonium) 71833 Antimicrobial 1mg 372 mg SOV Medicare Pref. Specialty No | No PA required
cromolyn sodium (cromolyn) INHALATION i B v - roved Dri r rmulations under Part D -
v g o) 37631 cromolyn inhalation 10mg 20mg/2mLsDV Medicare. No 1 —
ONLY D coverage determination form for criteria
N PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Crysvita (burosumab-twza) 10584 burosumab Miscellaneous 1mg 10 mg/m, 20 mg/mL 30 mg/mLsov | Commercial Pref Specialty Y | metab
1
N PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Crysvita (burosumab-twza) 30584 burosumab Miscellaneous 1mg 10 mg/mL, 20 mg/mL, 30 mg/mL SOV | Medicaid Covered YE | orms tab,
1
Crysvita (burosumab-twza) 10584 burosumab Miscellaneous 1mg 10 mg/mL, 20 mg/mL, 30 mg/mL SOV | Medicare Pret. Specialty No | PArequired - See Medicare Medical Part B prior authorization form
10878 - Not for
Cubicin (daptomycin lyophilisate) Hospira brand - daptomycin Antimicrobial 1mg 350 mg, 500 mg SDV Non-specialy No  |No PA required
See 10877
30878 - Not for
Cubicin (daptomycin lyophilisate) Hospira brand - daptomycin Antimicrobial 1mg 350 mg, 500 mg SDV Medicaid Covered No  |NoPA required
See J0877
10878 - Not for
Cubicin (daptomycin lyophilisate) Hospira brand - daptomycin Antimicrobial 1mg 350 mg, 500 mg SDV Medicare Non-specialy No  |No PA required
See 10877
cutaquig (immune globulin) subcutaneous 71551, 90284 SCIG Immune Globulin 100mg 1gm, 29m, 4gm, 8 gm SDV. Commercial Pref. Specialty Yes | pA required - see IVIG/SCIG prior authorization form for criteria
N PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
cutaquig (immune globulin) subcutaneous 1551, 90284 sCIG Immune Globulin 100 mg 1gm.2gm, 4 gm, 8 gm SDV Medicaid Covered o Forms tab.
1
N - Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
cutaquig (immune globulin) subcutaneous 7155, 90284 SCIG Immune Globulin 100mg 1gm, 29m, 4 gm, 8 gm SOV Medicare Pref. Specialty No
D coverage determination form for criteria
Cuvitru (immune globulin) subcutaneous 71555 SCIG Immune Globulin 100mg 1gm,29m, 4gm,Bgm,10gmsDV | Commercial Pref. Specialty Yes | pA required - see IVIG/SCIG prior authorization form for criteria
B ) . PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Cuvitru (immune globulin) subcutaneous 1555 sCIG Immune Globulin 100 mg 1gm, 2gm, 4 gm, 8 gm, 10 gm SDV. Medicaid Covered Ne Forms tab,
;
N ) Part B vs Part D — See Approved Drug List for covered formulations under Part D - see the Part B vs Part
Cuvitru (immune globulin) subcutaneous 71555 SCIG Immune Globulin 100mg 1gm,29m 4gm 8gm,0gmsDy | Medicare Pref. Specialty No
D coverage determination form for criteria
Cyclophosphamide - Auromedics brand only 39071 cyclophosphamide Oncology smg 500mg, 1gm SOV Commercial Non-specialty No  |No PA required
. No PA required - Reference CHAMPS to ensure this drug & NDC is covered for your provider type on the
Cyclophosphamide - Auromedics brand only 3907 cyclophosphamide Oncology smg 500 mg,1gm SDV Medicaid Covered No. q 9 your p! yP
date of Service
Cyclophosphamide - Auromedics brand only 39071 cyclophosphamide Oncology smg 500mg, 1gm SOV Medicare Medicare Chemo No  |No PA required
[ ide - Avyxa brand only 19072 Oncology Smg 500 mg, 1gm, 2gm SOV Commercial Non-specialty No [No PA required
. No PA required - Reference CHAMPS to ensure this drug & NDC is covered for your provider type on the
Cyclophosphamide - Avyxa brand only 39072 cyclophosphamide Oncology smg 500 mg,1gm, 2 gm SOV Medicaid Covered No. q 9 your p! yP
date of Service
[ ide - Avyxa brand only 19072 Oncology smg 500 mg, 1gm, 2gm SOV Medicare Medicare Chemo No_ |No PA required
[ - Baxter brand only 39076 Oncology Smg 500 mg, 19m SOV Commercial Non-specialty No [No PA required
[ - Baxter brand only 19076 Oncology 5mg 500mg,1gm SOV Medicaid Covered No No PA required
[ - Baxter brand only 19076 Oncology 5mg 500mg,1gm SOV Medicare Medicare Chemo No No PA required
[ - Ingenus brand only 9073 Oncology Smg 500 mg, 19m SOV Commercial Non-specialty No [No PA required
. No PA required - Reference CHAMPS to ensure this drug & NDC is covered for your provider type on the
Cyclophosphamide - Ingenus brand only 39073 cyclophosphamide Oncology smg 500 mg,1gm SDV Medicaid Covered No. q 9 your p! yP
date of Service
[ ide - Ingenus brand only 39073 Oncology 5mg 500mg,1gm SOV Medicare Medicare Chemo No No PA required
[ ide - Sandoz brand only 39074 Oncology Smg 500 mg, 19m SOV Commercial Non-specialty No_ |No PA required
. No PA required - Reference CHAMPS to ensure this drug & NDC is covered for your provider type on the
Cyclophosphamide - Sandoz brand only 39074 cyclophosphamide Oncology smg 500 mg,1gm SDV Medicaid Covered No. q 9 your p! yP
date of Service
o ide - Sandoz brand only 39074 Oncology 5mg 500 mg,1gm SOV Medicare Medicare Chemo No No PA required
Inflammator, B This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Cyltezo (adalimumab-adbm) Q5143 adalimumab 2 1mg various Commercial Refer to ADL No d PP g List (ADL) g
Conditions under the pharmacy benefit
Inflammator, . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Cyltezo (adalimumab-adbm) Q5143 adalimumab 2 1mg various Medicaid Not Covered No d PP g List (ADL) 9
Conditions under the pharmacy benefit
Inflammator, This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Cyltezo (adalimumab-adbm) Q5143 adalimumab. Y 1mg various Medicare Refer to ADL No 9 2R g List (ADL) 9

Conditions

under the pharmacy benefit
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replacement

Cyramza (ramucirumab) 39308 ramucirumab Oncoloay 5mg 100 mg/10 mL 500 mg/so mLsDV__| Commercial Pref. Specialty No_ |PA required - see medical oncoloay prior form for criteria
Cyramza (ramucirumab) 39308 ramucirumab Oncoloay 5mg 100 mg/10 mL 500 mg/50 mL SDV. Medicaid Covered No_ [No PA Required
Cyramza (ramucirumab) 39308 ramucirumab Oncoloay 5mg 100 mg/10 mL 500 mg/50 mL SDV. Medicare Medicare Chemo No__ |PA Required (Cancer Therapy) - See Medicare Part B Oncoloay Prior form
71570 - Not for
Exela Pharma e on i
Cytovene (ganciclovir sodium) g 5 ganciclovir Antimicrobial 500 mg 500 mg SDV Commercial Non-specialty No  |NoPA required
rand - See
21574
1570 - Not for
Exela Pharma .
Cytovene (ganciclovir sodium) ganciclovir Antimicrobial 500 mg 500mg SOV Medicaid Covered No  [No PA required
brand - See
15
71570 - Not for
Exela Pharma .
Cytovene (ganciclovir sodium) 500mg 500 mg SDV Medicare Non-specialty No  [No PA required
brand - See
21574
39075
Cytoxan (cyclophosphamide) cyclophosphamide Oncology smg 500 mg,19m, 2 gm SOV Non-specialty No  |No PA required
8530 is oral
tablet
39075
No PA required - Reference CHAMPS to ensure this drug & NDC is covered for your provider type on the
Cytoxan (cyclophosphamide) . cyclophosphamide Oncology 5mg 500 mg,1gm, 2gm SOV Medicaid Covered No ! 9 yourp! yP
8530 is oral date of Service
tablet
39075
Cytoxan (cyclophosphamide) J8530 s oral | YSIOPROSPhamide Oncology smg 500 mg,19m, 2 gm SOV Medicare Medicare Chemo No  |No PA required
isora
tablet
S T — 530 Jophosshamid onco . oo . I R No |PartByvsPartD-See Approved Drug List for covered formulations under Part D - see the Part B vs Part
clophosphamide] clophosphamide ncol mg, 50 mg capsuleftablet -
SRENEERE R = m o omese D coverage determination form for criteria
dacarbazine Iyophilisate 9130 Oncoloay 100mg 100 mg, 200 mg SOV Commercial Non-specialty No_ |No PA required
dacarbazine Iyophilisate 39130 Oncoloay 100 mg 100 mg, 200 mg SDV. Medicaid Covered No. No PA required
dacarbazine Ivophilisate 9130 Oncoloay 100mg 100 mg, 200 mg SOV Medicare Non-specialty No_ |No PA reauired
30894 - Not for
Dacogen (decitabine) sun Pharma decitabine Oncology 1mg 50 mg SDV Commercial Pref. Specialty No  [No PA required
brand
10894 - Not for
Dacogen (decitabine) Sun Pharma decitabine Oncology 1mg 50mg SOV Medicaid Covered No  [No PA required
brand
30894 - Not for
Dacogen (decitabine) Sun Pharma decitabine Oncology 1mg 50mg SDV Medicare Pref. Specialty No  [No PA required
brand
. PA required - click here for criteria, Link for the Prior Authorization form is on the General Prior Auth
Dalvance (dalbavancin) 10875 dalbavancin Antimicrobial 5mg 500mg SOV Commercial NPs ves
Forms tab,
. PA required - click here for criteria, Link for the Prior Authorization form is on the General Prior Auth
Dalvance (dalbavancin) 10875 dalbavancin Antimicrobial smg 500mg SOV Medicaid Covered No
Forms tab,
Dalvance (dalbavancin) 30875 dalbavancin Antimicrobial 5mg 500 mg SOV Medicare NPS No__|No PA required
Danvelza (naxitamab-gagk) 39348 naxitamab Oncoloay 1mg 40mg/10 mLSDV. Commercial Pref. Specialty No | PA required - see medical oncoloqy prior form for criteria
Danvelza (naxitamab-gagk) 39348 naxitamab Oncology 1mg 40mg/10 mLSDV. Medicaid Covered No | No PA Required
Danvelza (naxitamab-gagk) 39348 naxitamab Oncology 1mg 40mg/10 mLSDV. Medicare Medicare Chemo No | PA Required (Cancer Therapyl - See Medicare Part B Oncoloay Prior form
Daptomycin - Baxter Brand ONLY 10874 daptomycin Antimicrobial 1mg 350 mg, 500 mg SDV Commercial Non-specialy No  |No PA required
Daptomycin - Baxter Brand ONLY 10874 daptomycin Antimicrobial 1mg 350 mg, 500 mg SDV Medicaid Covered No  |No PA required
Daptomycin - Baxter Brand ONLY 10874 daptomycin Antimicrobial 1mg 350 Mg, 500 mg SDV Medicare Non-specialty No  |No PA required
Daptomycin - Hospira Brand ONLY 30877 daptomycin Antimicrobial 1mg 350 Mg, 500 mg SDV Commercial Non-specialty No  |No PA required
Daptomycin - Hospira Brand ONLY 30877 daptomycin Antimicrobial 1mg 350 Mg, 500 mg SDV Medicaid Covered No  |No PA required
Daptomycin - Hospira Brand ONLY 30877 daptomycin Antimicrobial 1mg 350 mg, 500 mg SDV Medicare Non-specialty No  |No PA required
Daptomycin - Xellia Brand refrigerated ONLY 10873 daptomycin Antimicrobial 1mg 350 mg, 500 mg SDV Commerci Non-specialy No  |No PA required
Daptomycin - Xellia Brand refrigerated ONLY 10873 daptomycin Antimicrobial 1mg 350 mg, 500 mg SDV Medicaid Covered No  |No PA required
Daptomycin - Xellia Brand refrigerated ONLY 10873 daptomycin Antimicrobial 1mg 350 mg, 500 mg SDV Medicare Non-specialy No  |No PA required
Daptomycin - Xellia Brand unrefrigerated . .
oLy 10872 daptomycin Antimicrobial 1mg 350 mg, 500 mg SDV Commercial Non-specialy No  |No PA required
Daptomycin - Xellia Brand unrefrigerated
ONDLV v N 0872 daptomycin Antimicrobial 1mg 350 mg, 500 mg SDV Medicaid Covered No  [No PA required
Daptomycin - Xellia Brand unrefrigerated
onLy 0872 daptomycin Antimicrobial 1mg 350 mg, 500 mg SDV Medicare Non-specialty No  [No PA required
No PA required when billed with the following ICD-10 codes; C90.,00-C90.32 (multiple myeloma) or E85:81
Darzalex (daratumumab) 9145 daratumumab Oncology Tomg 100 mg/s mL 400 mg0mLspv | Commercial Pret speciatty No Q g ‘ (multiple myeloma)
for other ICD 10 codes, see medical oncology prior authorization form for criteria
Darzalex (daratumumab) 39145 daratumumab Oncology 10mg 100 mg/5 mL, 400 mg/20 mL SDV. Medicaid Covered No No PA Required
No PA required when billed with the following ICD-10 codesC90,00-C90,32 (multiple myeloma) or E8581 -
Darzalex (daratumumab) 9145 daratumumab Oncology Tomg 100 mgs mL 400mgRomLspv | Medicare Medicare Chermo No Q < 00- {multiple myeloma)
For other diagnoses, see Medicare Part B Oncology Prior Authorization form
Darzalex Faspro (daratumumab and daratumumab and No PA required when billed with the following ICD-10 codesC90,00-C90,32 (multiple myeloma) or E8581 -
v 19144 Oncology 10mg 1,800 mg 30000 units/ls mLsDV | Commercial Pref Specialty No
hyaluronidase-fihj) hyaluronidase For other diagnoses - see medical oncology prior authorization form for criteria
Darzalex F: darat: b and darat b and
arzalex Faspro (daratumumab an 19144 ratumuma an Oncology 0mg 1,800 mg-30,000 units/1s ML SDV Medicaid Covered No  [No PA Required
h fihi) hyaluronidase
Darzalex Faspro (daratumumab and daratumumab and No PA required when billed with the following ICD-10 codesC90,00-C90,32 (multiple myeloma) or E8581 -
N 19144 Oncology 0mg 1,800 mg-30,000 units/1s ML SDV Medicare Medicare Chemo No 00-¢
hyaluronidase-fihj) hyaluronidase For other diagnoses, see Medicare Part B Oncology Prior Authorization form
PA required - click here for criteria, Link for the Prior Authorization form is on the General Prior Auth
Daxxify (daxibotulinumtoxinA) 30589 daxibotulinumtoxinA | botulinum toxin 1 unit 50 unit and 100 unit SOV Commercial Pref. Specialty No | Forms tab. No auth required when billed by: Neurologist (NEUR), Rehab Medicine (PMR) or Physical Med
& Rehab (PT)
PA required - click here for criteria, Link for the Prior Authorization form is on the General Prior Auth
Daxxify (daxibotulinumtoxinA) 30589 daxibotulinumtoxinA | botulinum toxin 1 unit 50 unit and 100 unit SOV Medicaid Covered No  |Forms tab. No auth required when billed by: Neurologist (NEUR), Rehab Medicine (PMR) or Physical Med
& Rehab (PT)
PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Daxxify (daxibotulinumtoxin) 30589 daxibotulinumtoxinA | botulinum toxin 1 unit 50 unit and 100 unit SOV Medicare Pref Specialty No  |Forms'tab. No auth required when billed by: Neurologist (NEUR), Rehab Medicine (PMR) or Physical
Med & Rehab (PT)
DDAVP (desmopressin acetate) 2597 desmopressin Miscellaneous 1meg 4 meg/mLSDV, 40 meg/lo mL MDV_| Commercial Non-specialty No__|No PA required
DDAVP (desmopressin acetate) 2597 desmopressin Miscellaneous 1meg 4meg/mLSDV, 40 meg/omL MDY | Medicaid Covered No__|No PA required
DDAVP (desmopressin acetate) 2597 desmopressin Miscellaneous 1meg 4 meg/mLSDV, 40 meg/lomLMDY | Medicare Non-specialty No__|No PA required
Decitabine - Sun Pharma Brand ONLY 0893 decitabine Oncology 1mg 50mg SDV Commercial Pref. Specialty No  [No PA required
Decitabine - Sun Pharma Brand ONLY 0893 decitabine Oncology Tmg 50mg SDV Medicaid Covered No  [No PA required
Decitabine - Sun Pharma Brand ONLY 0893 decitabine Oncology 1mg 50mg SDV Medicare Pref. Specialty No  [No PA required
1000135 Unit-ma/mL N
Defencath (taurolidine/heparin) Joom taurolidine/heparin Miscellaneous 135mg/100 units. LSOV Commercial Not Separately Payable No Not Separately Payable - Not Reviewed by Pharmacy
R o " 1000135 Unit-ma/mL.
Defencath (taurolidine/heparin) J09M taurolidine/heparin Miscellaneous 135mg/100 units e " Medicaid Not Covered No |Not Covered
1000135 Unit-ma/mL
Defencath (taurolidine/heparin) Joom taurolidine/heparin Miscellaneous 135mg/100 units. 3 mLSDVg/ Medicare Not Separately Payable No. Not Separately Payable - Not Reviewed by Pharmacy
25 ma/mL 50 ma/mL, 75 ma/mL, 100 .
m Non-special N
Demerol (meperidine hcl) 12175 meperidine Analgesic 100mg el <D e, 300 a0 mi My | COMMeETcial (on-specialty o |No PA required
25 mgfmL, 50 mg/mL, 75 mg/mL, 100 .
Demerol (meperidine hcl) 22175 meperidine Analgesic 100mg e g iy | Medicaid Covered No  |NoPA required
25 ma/mL 50 ma/mL, 75 ma/mL, 100 .
m Non-special N
Demerol (meperidine hcl) 12175 meperidine Analgesic 100mg el <5 roer 300 mao mi Moy | Medicare (on-specialty o |No PA required
Additional information
required: National Drug
Depacon (valproate sodium) 13490 valproate Antiepileptic agent | Code (NDC), Strength, 500 mg/s mLSDV Commercial Non-specialty No  |No PA required
Dosage administered,
Route of administration
Additional information
required: National Drug
Depacon (valproate sodium) 13490 valproate Antiepileptic agent | Code (NDC), Strength, 500 mg/s mL SDV Medicaid Covered No  [No PA required
Dosage administered,
Route of administration
Additional information
required: National Drug
Depacon (valproate sodium) 13490 valproate Antiepileptic agent | Code (NDC), Strength, 500 mg/s mL SDV Medicare Non-specialty No  |No PA required
Dosage administered,
Route of administration
. , hormone
Depo-Estradiol IM oil (estradiol cypionate) 71000 estradiol 5mg 5mag/mL SOV Commercial Non-specialty No  [No PA required
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hormone’

Depo-Estradiol IM oil (estradiol cypionate) 1000 estradiol ebtacommant 5mg 5mag/mL SOV Medicaid Covered No  |No PA required
) , hormone
Depo-Estradiol IM oil (estradiol cypionate) 1000 estradiol ebtacommant 5mg 5mag/mL SOV Medicare Non-specialty No | No PA required
Depo-Medrol (methylprednisolone acetate) 010 methylprednisolone Steroid 1mg 20 mg/mL, 40 mg/mL, 80 mg/mL SOV | Commercial Non-specialty No  [No PA required
Depo-Medrol (methylprednisolone acetate) 010 methylprednisolone Steroid 1mg 20 mg/mL. 40 mg/mL, 80 mg/mLsDV | Medicaid Covered No  |No PA required
Depo-Medrol (methylprednisolone acetate) 010 methylprednisolone Steroid 1mg 20 mg/mL, 40 mg/mL, 80 mg/mL SOV | Medicare Non-specialty No  |No PA required
Descovy (Emtricitabine and tenofovir e Emtricitabine and i~ - per Emiricitabine 200mg and tenofovir | o ey o This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
reventative er dose
alafenamide - PrEP ONLY) tenofovir alafenamide 2 alafenamide 25mg under the pharmacy benefit
Descovy (Emtricitabine and tenofovir e Emtricitabine and i~ - per Emtricitabine 200mg and tenofovir Medicaid v — o This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
reventative er dose
alafenamide - PrEP ONLY) tenofovir alafenamide 2 alafenamide 25mg under the pharmacy benefit
Descovy (Emtricitabine and tenofovir e Emtricitabine and i~ % per Emtricitabine 200mg and tenofovir Medicare ey o This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
agent er dose
alafenamide - PrEP ONLY) tenofovir alafenamide g alafenamide 25mg under the pharmacy benefit
Only covered when billed with following ICD-10 codes: D56.0-D56.9, D57.00-D57.819, E72.00 - E72.09,
" - EB3.00 - EB3.09, E8310 - E8319, EB3.52, K74.3, K74.4, K74.5, T56.0x1A - T56.0x4S, TS6.IX1A - T56.1x4S, TS6.3X1A -|
Desferal (deferoxamine mesylate) 30895 deferoxamine Chelating agent 500mg 500 mg, 2000 mg SOV Commercial Nes No
T56.3x4S, TS6.4XIA - T56.4x4S, TS6.5XIA - T56.5x4S, TS6.811A - T56.814S, TS6.891A - T56.894S, TS6.91XA -
T56.94xS. TS7.0xIA - TS7.0X4S. TBO.92xA - TB0.92xS
Only covered when billed with following ICD-10 codes: D56.0-D56.9, D57.00-D57.819, E72.00 - £72.09,
Desferal (deferoxamine mesylate) 30895 deferoxamine Chelating agent s00mg 500 mg, 2000 mg SOV Medicaid Covered No  |EB300-EB3.09, EB310 - E8319, EB352, K743, K744, K74.5, TS6.0XIA - T56.0x4S, TS6.XIA - T56.1x4S, TS6.3X1A -
T56.3x4S, T56.4x1A - T56.4x4S, T56.5x1A - T56.5x4S, TS6.81IA - T56.814S, TS6.891A - T56.894S, T56.91XA -
T56.94xS. TS7.0x1A - TS7.0X4S. TBO.92xA - TR0.92xS
No PA required when billed with the following ICD-10 diagnoses: D56.0-D56.9, D57.00-D57.819, E72.00-
E72.09, EB3.00-E83.09, EB3.10-E83.19, EB3.52, K74.3, K74.4, K74.5, T56.0X1A-T56.0X4S, T56.1X1A-T56.1.
Desferal (deferoxamine mesylate) Jo895 deferoxamine Chelating agent 500 mg 500 mg, 2000 mg SDV Medicare NPS No T56.3X1A-T56.3X4S, T56.4XIA-T56.4X4S, T56.5XIA-T56.0X4S, TS6.811A-T56.814S, T56.891A-T56.8945, TS6.91A-
T56.94X2, TS7.01A-T57.0X4S, T80.9: -TB0.9: Alll other ICD-10 diagnoses: PA required - See Medicare
Medical Part B prior authorization form
D HCI (Zinecard, Totect) 1190 D e Oncology 250 mg 250 mg, 500 mg SDV. Commercial Non-specialty No No PA required
D HCI (Zinecard, Totect) 1190 D e Oncology 250 mg 250 mg, 500 mg SDV. Medicaid Covered No No PA required
D HCI (Zinecard, Totect) 1190 D e Oncology 250 mg 250 mg, 500 mg SDV. Medicare Non-specialty No No PA required
Dexyeu (dexamethasone 9% intraocular) 71095 dexamethasone Ophthalmic 1meg U )osmLSOVKE | C Not covered No |Not covered
Dexyeu (dexamethasone 9% intraocular) 71095 dexamethasone Ophthalmic 1mcg 9% (1034 mg/mL) 05 mL SDV kit Medicaid Not Covered No | Not covered
Central Nervous i
diazepam 13360 diazepam 5mg 10maf2mlsDinge, 50 maflo ml. Non-speciatty No | No PA required
System (CNS) agent MOV
Central Nervous 3 SD syringe, 50 ma/to .
diazepam 13360 diazepam syetem (CNS) agent smg ol LSO eAnee oMMl | Medicaid Carve out No  [Contact Fee for Service Medicaid for coverage
ystem agen
Central Nervous 3 SD syringe, 50 ma/to .
diazepam 13360 diazepam cystom (CNS) sment smg maf2mt e maomb | \redicare Non-specialty No | No PArequired
ystem agen
Dilaudid (hydromorphone) mn hydromorphone Analgesic 01mg various Commerci Non-specialty No | No PA required
Dilaudid (hydromorphone) mn hydromorphone Analgesic 01mg various Medicaid Covered No | No PA required
Dilaudid (hydromorphone) mn hydromorphone Analgesic 01mg various Medicare Non-specialty No | No PA required
diphenydramine HCL 11200 diphenydramine miscellaneous s0mg S0 mg/mt. 5D ”"LQSC‘B"""’“ MMM Commercial Non-specialty No  |No PA required
50 mg/mL SD syringe/vial, 500 mg/10 mL | .
diphenydramine HCL 31200 diphenydramine miscellaneous s0mg o o :DV 9/ Medicaid Carve Out No Contact Fee for Service Medicaid for coverage
£ 5D syringefvial, 500 ma/0 .
diphenydramine HCL 11200 diphenydramine miscellaneous s0mg ma/mL SO sy :f;é 2.800maNOmLI e dicare Non-specialty No  |No PA required
20 ma/2 mL, 80 mg/a mL and 160 ma/16
Docivyx (docetaxel) 19172 docetaxel Oncology 1mg 9/2 L. mf/ 96| Commert Not Covered No  |Not Covered
Docivyx (docetaxel) 1972 docetaxel Oncology 1mg 20 mg/2m. 80 :f/:D’CL and160mal6| e dicaid Covered No  |No PA Required
Docivyx (docetaxel) 172 docetaxel Oncology 1mo 20mg/2mL, B0 Mg/ mLand 160 MNG | o o et speciatty o PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
mL SOV Forms' tab.
Additional information
required: National Drug
doxercalciferol (doxercalciferol) 8499 doxercalciferol Miscellaneous Code (NDC),Strength, | 05 mea,meg, 25 meg capsule Medicare No =
Dosage adrministered, D coverage form for criteria
Route of administration
Additional information
DOXY 100 (Doxycycline Hyclate) INJECTION e [ " a o
e ) 33490 doxyeycline Antimicrobial Code (NDC), Strengh, 100mg SOV Medicare No . -
ONLY Dosage adrministered, D coverage form for criteria
Route of administration.
Duoneb (ipratropium and albuterol ipratropium and ¥ v —See Approved Drug List for covered formulations under P; =
(e ! 7620 pratrop inhalation 05mg25mg 05 mg-3maf3mLSDampule Medicare Non-specialty No 1 o
NEBULIZER SOLUTION ONLY albuterol D coverage di rmination form for criteria
carbidopa and . PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Duopa (carbidopa and levodopa) 17340 Parkinson agent 5mg-20mg 463mg-2,000 mg/00 mL cartridge | Commercial NPs No
levodopa Forms tab,
carbidopa and . PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Duopa (carbidopa and levodopa) 17340 Parkinson agent 5mg-20mg 463mg-2000 mgN00 mL carridge | Medicaid Covered No
levodopa Forms tab,
carbidopa and -
Duopa (carbidopa and levodopa) 17340 evodopn Parkinson agent 5mg-20mg 463mg-2000 mgN00 mL carridge |  Medicare NPs No  |No PA required
v
Durolane (hyaluronate sodium/ hyaluronic 7318 hyaluronate sodium/ Hyaluronic acid . 60 m/s mL sDsyringe Commercial Not covered No Not covered - See 'y Policy L CARE/ BENEFIT
acid) for intra-articular injection hyaluronic acid derivatives EXCEPTIONS for more information
Durolane (hyaluronate sodium/ hyaluronic hyaluronate sodium Hyaluronic acid .
(hyalu -sodiumy hy; i — yalure / y: i 1mg 60 ma/s mLsD syringe Medicaid Not Covered No | Not covered
acid) for intra-articular injection hyaluronic acid derivatives
Durolane (hyaluronate sodium/ hyaluronic hyaluronate sodium Hyaluronic acid
(hyalu  sodium/hy: ' 17318 alar / v . 1mg 60 mgf3 mLSD syringe. Medicare Pref. Specialty No  |No PA required
acid) for intra-articular injection hyaluronic acid derivatives
Durysta (bimatoprost implant) 37351 bimatoprost Ophthalmic 1meg 10 meg implant Commercial Not covered No | Not covered
Durysta (bimatoprost implant) 37351 bimatoprost Ophthalmic 1meg 10 meg implant Medicaid Not Covered No | Not covered
PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth
Durysta (bimatoprost implant) 37351 bimatoprost Ophthalmic 1meg 10 meg implant Medicare NPS o | e
.
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Dysport (abobotulinumtoxin A) 30586 botulinum toxin A botulinum toxin Sunits 300 unit, 500 unit SOV Commercial Pref. Specialty No | Forms tab. No auth required when billed by: Neurologist (NEURJ, Rehab Medicine (PMRJ or Physical Med
& Rehab (PT)
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Dysport (abobotulinumtoxin A) 30586 botulinum toxin A botulinum toxin Sunits 300 unit, 500 unit SOV Medicaid Covered No | Forms tab. No auth required when billed by: Neurologist (NEURJ, Rehab Medicine (PMR) or Physical Med
& Rehab (PT)
PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Dysport (abobotulinumtoxin A) 30586 botulinum toxin A botulinum toxin Sunits 300 unit, 500 unit SOV Medicare Pref. Specialty No | Forms' tab. No auth required when billed by: Neurologist (NEUR), Rehab Medicine (PMR) or Physical
Med & Rehab (PT)
. mirvetuximab y . . y
Elahere (mirvetuximab soravtansine) 19063 " Oncology mg 100ma/20mL SOV Commercial Pref. Specialty ves PA required - see medical oncology prior form for criteria
soravtansine
mirvetuximab .
Elahere (mirvetuximab soravtansine) 19063 " Oncology mg 100ma/20mL SOV Medicaid Covered No | No PA Required
soravtansine
i mirvetuximab . .
Elahere (mirvetuximab soravtansine) 19063 " Oncology mg 100ma/20mL SOV Medicare Medicare Chemo No. PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
soravtansine
. r¢ ired - cl here for ink for the Prior hori ion form | Prior Auth
Elaprase (idursulfase) n743 idursulfase Enzyme deficiency 1mg 6mg/3mLsov. Commercial Pref Specialty e |
rms ta
N r¢ ired - cl here for ink for the Prior hori ion form | Prior Auth
Elaprase (idursulfase) n743 idursulfase Enzyme deficiency 1mg 6ma/3mLsov Medicaid Covered ves | hean
rms ta
Elaprase (idursulfase) 0743 Enzyme deficiency. 1mg 6 mg/3 mL SOV Medicare Medicare Chemo No [No PA required
. r¢ ired - cl here for ink for the Prior hori ion form | Prior Auth
Elelyso (taglucerase alfa) 73060 taglucerase Miscellaneous 10 units 200 unit SDV Commercial Pref Specialty Ve |
rms ta
N r¢ ired - cl here for ink for the Prior hori ion form | Prior Auth
Elelyso (taglucerase alfa) 73060 taglucerase Miscellaneous 10 units 200 unit SDV Medicaid Covered ves | hean
rms ta
Elelyso alfa) 73060 tagl Miscellaneous 10 units 200 unit SDV Medicare Medicare Chemo No__|No PA required
Elevidys N4z delandistrogene Gene/Cellular per dose 1331014 vector genomes per kiogram | ooy Not Covered No Not covered - See 'y Policy L ONAL/ CARE/ BENEFIT
(delandistrogene moxeparvovec-rokl) moxeparvovec Therapy (vafkg) of body weight as 2 single dose EXCEPTIONS for more information
Elevidys delandistrogene Gene/Cellular 1331014 vector genomes per kilogram .
er dose Medicaid Carve Out No
(delandistrogene moxeparvovec-rokl) s moxeparvovec Therapy " (valka) of body weight as a single dose | 1 t Contact Fee for Service Medicaid for coverage
Elevidys a3 delandistrogene Gene/Cellular per dose 1331014 vector genomes per kiogram |y oo Gene Therapy No ired - click f nk for the Prior Authorization form is on the 'General Prior h
(delandistrogene moxeparvovec-rokl) moxeparvovec Therapy (vg/kg) of body weight as a single dose: Eorms' tab,
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Elfabrio (Pegunigalsidase Alfa-iwxj) 12508 Pegunigalsidase Alfa | Enzyme deficiency 1mg 20 mg/10 mL (2 maimL) solution sDV | Commercial Pref. Specialty ves [ o
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Elfabrio (Pegunigalsidase Alfa-iwxj) 12508 Pegunigalsidase Alfa | Enzyme deficiency 1mg 20 mg/10 mL (2mgimL) solution SDV | Medicaid Covered ves [
Elfabrio (Pegunigalsidase Alfa-iwxj) 12508 Pegunigalsidase Alfa | Enzyme deficiency 1mg 20 mg/10 mL (2mg/mL) solution SDV | Medicare Pref. Specialty No required - See Medicare Medical Part B prior authorzation for
75 mg, 225 mg, 30 m, 45 mg 5D Ny
Eligard (leuprolide acetate) 39217 leuprolide Oncology 75mg O e ™ Commercial Pref. Specialty YEs  |No PA required
. 75 mg, 225 ma, 30 m, 45 mg SO -
Eligard (leuprolide acetate) 39217 leuprolide Oncology 75mg o Ssme 945 ma Medicaid Covered No No PA required
y 75 mg, 225 mg, 30 m, 45 mg 5D
Eligard (leuprolide acetate) 39217 leuprolide Oncology 75mg o ;mge '9:45ma Medicare Medicare Chemo No No PA required
Elitek (rasburicase) 312783 rasburicase Oncology 05mg 15mg, 7.5 mg SDV Commercial Non-specialty No No PA required
Elitek (rasburicase) 312783 rasburicase Oncology 05mg 15mg, 7.5 mg SDV Medicaid Covered No No PA required
Elitek (rasburicase) 312783 rasburicase Oncology 05mg 15mg, 7.5 mg SDV Medicare Non-specialty No No PA required
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Ellence (epirubicin hydrochloride) 19178 epirubicin Oncoloay 2mg 50 mo/25 mL, 200 /00 mLSDV__| Commercial Pref. Specialty No_ |No PA required
Ellence (epirubicin hydrochloride) 19178 epirubicin Oncoloay 2mg 50 mo/25 mL, 200 mg/l00 mLsbv__ | Medicaid Covered No | No PA required
Ellence (epirubicin hydrochloride) 19178 epirubicin Oncoloay 2mg 50 m/25 mL, 200 mg/l00 mLsbv__ | Medicare Pref. Specialty No_[No PA required
Antihemophilic
Eloctate (Antihemophilic Factor VIll Fe Fusion i This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
7208 Factor VIll Fc Fusion Commercial Referto ADL No
Protein) N under the pharmacy benefit
Protein
. Antihemophilic Refer to the Medicaid Approved Drug List (ADL) for pharmacy benefit coverage. For one-time doses
Eloctate (Antihnemophilic Factor VIll Fc Fusion N . . y " -
Protain) 37205 Factor VIII Fc Fusion Hemophilia Medicaid Not Covered No required for planned out; \t claims), ill be reviewed
rotein)
Protein for medical necessity according to the Medical Policy 91569
Antihemophilic
Eloctate (Antinemophilic Factor VIll Fc Fusion Ny .
Protein) 37205 Factor VIII Fc Fusion Hemophilia Medicare Pref. Specialty No No PA required
rotein)
Protein
76mafamL SOV
Elrexfio (elranatamab-bemm) 323 elranatamab Oncology 1mg o SOV Commercial Not covered No  |Not covered
76mg/9mL SOV
Elrexfio (elranatamab-bcmm) N33 elranatamab Oncology 1mg LémghimL SOV Medicaid Covered No Reference CHAMPS to ensure this drug & NDC is covered for your provider type on the date of service
76mg/ 9mL SOV
Elrexfio (elranatamab-bernm) n323 elranatamab Oncology 1mg o Medicare Medicare Chemo No | PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
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PA required - click here for cri Link for the Prior Authorization form is on the General Prior Auth

Elzonris (tagraxofusperzs) 9269 tagraxofusp-erzs Oncology 1omeg 1000 meg/mL SOV Commercial Pref. Specialty o |
Elzonris (t i ) 19269 tagraxofusp-erzs Oncoloay 10 meg 1000 meg/mL SOV Medicaid Covered No [No PA Reauired
Elzonris (t i ) 19269 tagraxofusp-erzs Oncoloay 10 meg 1000 meg/mL SOV Medicare Medicare Chemo No [ PA Required (Cancer Therapy) - See Medicare Part B Oncoloay Prior form
Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
Emend (aprepitant) ORAL ONLY 38501 aprepitant Antiemetic 5mg 40 mg, B0 mg, 125 mg capsule Medicare Non-specialty No L —
D coverage determination form for criteria
31453 - Not for
Emend IV (fosaprepitant dimeglumine) Tovn brand fosaprepitant Antiemetic 1mg 150 mg SOV Commercial Non-specialty No  |No PA required
31453 - Not for
Emend IV (fosaprepitant dimeglumine) o brand fosaprepitant Antiemetic 1mg 150 mg SOV Medicaid Covered No  |No PA required
31453 - Not for
Emend IV (fosaprepitant dimeglumine) o brand fosaprepitant Antiemetic 1mg 150 mg SOV Medicare Non-specialty No  |No PA required
" 13490, 13590* PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Empaveli (pegcetacoplan) pegcetacoplan Miscellaneous 1080 mg/20 mi (54 mg/mL) SOV | Commercial Pref Specialty Yes
€9399 Forms tab.
" 13490, 13590* PA required - click here for crit Link for the Prior Authorization form is on the General Prior Auth
Empaveli (pegcetacoplan) pegcetacoplan Miscellaneous 1,080 mg/20 mL (54 ma/mL) SOV Medicaid Covered Yes
€9399 Forms tab.
J13490* Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
Empaveli (pegcetacoplan) pegcetacoplan Miscellaneous 1,080 mg/20 mL. (54 ma/mL) SOV Medicare Pref Specialty No L e
C9399 D coverage determination form for criteria
bl 9176 elotuzumab Oncoloay 1mg 300 mg, 400 mg SOV Commercial Pref. Specialty No[No PA required
b) 19176 elotuzumab Oncoloay 1mg 300 mg, 400 mg SDV. Medicaid Covered No. No PA required
bl 9176 elotuzumab Oncoloay 1mg 300 mg, 400 mg SOV Medicare Pref. Specialty No[No PA required
Inflammatory This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Enbrel (etanercept) 21438 etanercept 25mg 50mg/0S mL SDsyringe, 25 mg SOV | Commercial Referto ADL No
Conditions under the pharmacy benefit
Inflammatory This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Enbrel (etanercept) 21438 etanercept 25mg S0mg/0SmL SDsyringe, 25mg SOV | Medicaid Not Covered No
Conditions under the pharmacy benefit
Inflammatory This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Enbrel (etanercept) 21438 etanercept 25mg S0mg/0SmL SDsyringe 25mg SOV |  Medicare Referto ADL No
Conditions under the pharmacy benefit
Energix-B [Hepatitis B Vaccine Hepatitis B Vaccine Part Bvs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
. vaccine Medicare No L e
(Recombinantil (Recombinant) D coverage determination form for criteria
fam-trastuzumab
Enhertu (fam-trastuzumab deruxtecan) 9358 eraocan Oncology 1mg 100 mg SOV Commercial Pref Specialty No | PArequired - see medical oncology prior authorization form for criteria
fam-trastuzumab
Enhertu (fam-trastuzumab deruxtecan) 9358 Oncology 1mg 100 mg SOV Medicaid Covered No | No PA Required
deruxtecan
fam-trastuzumab
Enhertu (fam-trastuzumab deruxtecan) 9358 eraocan Oncology 1mg 100 mg SOV Medicare Medicare Chemo No | pA Required (Cancer Therapy) - See Medicare Part B Oncology Prior Authorization form
N PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Enjaymo (sutimlimab-jome) 1302 sutimlimab Miscellaneous 0mg 1100 mg/22mi (somg/mi) DV | Commercial Nes ves |
N PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Enjaymo (sutimlimab-jome) 1302 sutimlimab Miscellaneous 0mg 1100 mg/22mi (soma/mi) SOV Medicaid Covered ves |
N PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth
Enjaymo (sutimlimab-jome) 71302 sutimlimab Miscellaneous 10mg 1100 mg/22mi (S0mg/mi) SOV Medicare Nes [ o
1
Entyvio IV (vedolizumab) Inflammatory PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
N 3380 vedolizumab 1mg 300mg SOV Commercial Nes Yes
300ma vial Conditions Forms tab.
Entyvio IV (vedolizumab) Inflammatory PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
N 3380 vedolizumab 1mg 300mg SOV Medicaid Covered Yes
300ma vial Conditions Forms tab.
Entyvio IV (vedolizumab) Inflammatory PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth
N 3380 vedolizumab 1mg 300mg SOV Medicare Nes No
300ma vial Conditions Forms' tab.
33380
Entyvio SC (vedolizumab) i Starting vedolizumab Inflammatory B T, Commercial TS, o This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
108mg/0.68 mL Prefilled syringe and Pen 412024 Conditions under the pharmacy benefit
J3590. C9399
13380
Entyvio SC (vedolizumab) i Starting vedolizumab Inflammatory SR FSCT Medicaid ROV, o This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
108mg/0.68 mL Prefilled syringe and Pen 412024 Conditions under the pharmacy benefit
13590. €9399
33380
Entyvio SC (vedolizumab) i Starting vedolizumab Inflammatory B T, Medicare TS, o This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
108mg/0.68 mL Prefilled syringe and Pen 412024 Conditions under the pharmacy benefit
J3590. C9399
Envarsus (tacrolimus tablet, extended Immunosuppressive ¥ Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
37503 tacrolimus 025mg 075 mg,1mg, 4 mg tablet Medicare Non-specialty No
release) agent D coverage determination form for criteria
- Belcher Brand ONLY Jo173 epinephrine Miscellaneous 01mg Commere Non-specialty No No PA required
- Belcher Brand ONLY Jo173 epinephrine Miscellaneous 01mg Medicaid Carve Out No Contact Fee for Service Medicaid for coverage
- Belcher Brand ONLY Jo173 epinephrine Miscellaneous 01mg Medicare Non-specialty No No PA required
. 4ma/0BmLSDV
Epkinly (epcoritamab-bysp) 19321 epcoritamab Oncology 0l6mg mafoemL SOV Commercial Pref. Specialty No  |PArequired - see medical oncology prior authorization form for criteria
i 4mg/0.8mL SDV .
Epkinly (epcoritamab-bysp) 39321 epcoritamab Oncology o16mg P Medicaid Covered No | No PA Required
. 4ma/08mLSDV
Epkinly (epcoritamab-bysp) J9321 epcoritamab Oncology 016 mg . Medicare Medicare Chemo No PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
30885-Non o
; 1000 units 20888) | 5500 unit, 3000 unit 4000 uni, 10000 ' Part B vs Part D - PA Required - click here for criteria, See Approved Drug List for covered formulations
Epogen (epoetin alpha) ESRD epoetinalpha | Hematopoietic agent Medicare Nes No
unit, 20000 unit SDV under Part D
Q4OBI-ESRD 100 units (Q4081)
Erbitux 79055 cetuximab Oncology 0mg 100 mg/50 mL. 200 mg/100 mL SOV _| Commercial Pref_ Specialty No [ PA required - see medical oncology prior authorization form for criteria
Erbitux 39055 cetuximab Oncology 0mg 100 mg/s0 mL, 200 mg/100 mLsDv_ | Medicaid Covered No  [No PA Required
Erbitux 39055 cetuximab Oncology 0mg 100mg/s0 mL, 200mgN00mLsDv | Medicare Medicare Chemo No [P Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
Erwinase (asparaginase erwinia asparaginase erwinia
esparag 9019 pareg Oncology 100010 10,000 unit SOV Commercial NPS No | PA required - see medical oncology prior authorization form for criteria
chrysanthemni) chrysanthemi
Erwin: al na: wini a ragin: rwini
ase (asparaginase erwinia 39019 sparaginase erwinia Oncology 10001U. 10,000 unit SOV Medicaid Covered No. No PA Required
chrysanthemni) chrysanthemi
Erwinase (asparaginase erwinia asparaginase erwinia
(s=parag 39019 parad Oncology 100010 10,000 unit SOV Medicare Medicare Chemo No PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior Authorization form
chrysanthemni) chrysanthemi
esmolol - WG Critical Care brand ONLY 1806 esmolol Miscellaneous 0mg Commercial Non-specialty No  |No PA required
esmolol - WG Critical Care brand ONLY 1806 esmolol Miscellaneous 0mg Medicaid Covered No  |No PA required
esmolol - WG Critical Care brand ONLY 1806 esmolol Miscellaneous 0mg Medicare Non-specialty No  |No PA required
Antihemophilic B This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Esperoct (Antihemophilic Factor VIl) 17204 B Hemophilia Commercial Refer to ADL No 9 2R g List (ADL) 9
Factor VIII under the pharmacy benefit
- fer to the M Approved Dri (ADL) for pharm: nefit cover: For
§ . Antihemophilic . . . -
Esperoct (Antihemophilic Factor VIll) 37204 Factor Vil Hemophilia Medicaid Not Covered No |required for planned outpatient laims) will be reviewed
actor
for medical necessity according to the H: Medical Policy 91569
Antihemophilic
Esperoct (Antihemophilic Factor VIII) 37204 Fact \ZH Hemophilia Medicare Pref. Specialty No. No PA required
actor
Ethyol (amifostine) 130207 amifostine Oncoloay 500 mg 500 mg SOV Commercial Prof. Specialty No | NoPA required
Ethyol (amifostine) 130207 amifostine Oncoloay 500 mg 500 mg SOV Medicaid Covered No | No PA required
Ethyol (amifostine) 10207 amifostine Oncoloay 500 mg 500 mg SOV Medicare Pref. Specialty No [No PA required
Euﬁexxav (hyaluronan/ hyaluronic acid) for 7323 hyalumna(ev sodium/ Hya\uvomvc acid S 20 mo2 i SDsyringe Commercial Mot covered No Not covered - See rmacy Po-hcy CARE/ BENEFIT
intra-articular injection hyaluronic acid derivatives EXCEPTIONS for more information
Eufl hyal hyal ) f hyaluronate sodl Hyal id
uflexxa (hyaluronan/ hyaluronic acid) for — valuronate sodiurm/ yaluronic aci I oo 50 singe Medicaid Mot Covered o |Not covered
intra-articular injection hyaluronic acid derivatives
Eufl hyal hyal ) f hyaluronate sodli Hyal id
uflexxa (hyaluronan/ hyaluronic acid) for — valuronate sodiurm/ yaluronic aci I oo 50 singe Medicare oret speciaty o |no P required
intra-articular injection hyaluronic acid derivatives
105 mg/117 mi 210 mg/234 mL SD PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Evenity (romosozumab-aqag) a3m romosozumab-aqag |Bone modifying agent 1mg T g Commercial Pret speciaty Y |romesas
105 mg/117 mi. 210 mg/234 mL SD PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Evenity (romosozumab-aqqg) 3m romosozumab-aqqg |Bone modifying agent 1mg R Medicaid Covered ves Form:(ab
105 mg/117 mi 210 mg/234 mL SD PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Evenity (romosozumab-aqqg) 3m romosozumab-aqqg |Bone modifying agent 1mg T Medicare Pref. Specialty No Forms‘q(ab
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Evkeeza (evinacumab-dgnb) 1308 evinacumab Miscellaneous 5mg 345mg/23mL 1200 mg/amLsDV | Commercial Pref Specialty no | PA e
orms tab,
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Evkeeza (evinacumab-dgnb) 1308 evinacumab Miscellaneous 5mg 345mg/23mL 1200 mg/smLsDy | Medicaid Covered ves |
orms tab,
PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Evkeeza (evinacumab-dgnb) 1308 evinacumab Miscellaneous 5mg 34smgf23mL 200 mg/emLsDV | Medicare Pref Specialty no | PAREA
orms' tab.
Evomela 19246 melphalan Oncoloay Tmg 50 mg SDV Commercial Pref. Specialty No [ PA required - see medical oncoloay prior form for criteria
Evomela 19246 melphalan Oncoloay 1mg 50 mg SOV Medicaid Covered No_ [No PA Reauired
Evomela 19246 melphalan Oncoloay Tmg 50 mg SDV Medicare Medicare Chemo No [ PA Required (Cancer Therapy) - See Medicare Part B Oncoloay Prior form
Not covered - See Poli CARE/ BENEFIT
Exondys 51 (eteplirsen) 71428 eteplirsen Muscular Dystrophy 10mg 100 mg/2 mL. s00 mgfomLsov | Commercial Not covered No rmacy Policy
EXCEPTIONS for more
Exondys 51 71428 eteplirsen Muscular Dystrophy 10mg 100 mg/2 m 500 mg/1o mL SOV Medicaid Carve Out No [Contact Fee for Service Medicaid for coverage
Exondys 51 (eteplirsen) 71428 eteplirsen Muscular Dystrophy 0mg 100 mg/2 mi, 500 mgfio mL SOV Medicare Not Covered No  [Not covered - See ti for Part B Drugs in Medicare Advantage
Exparel (bupivacaine liposome) 10666 bupivacaine liposome | miscellaneous 1mg Commercial non-specialty No | No PA Required
Exparel (bupivacaine liposome) 10666 bupivacaine liposome | miscellaneous 1mg Medicaid non-specialty No | No PA Required
Exparel (bupivacaine liposome) 10666 bupivacaine liposome | miscellaneous 1mg Medicare non-specialty No  |only covered for medically accepted indications
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Multiple Sclerosis (MS)

This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage

agent

Extavia (interferon beta-Ib) 7830 interferon beta-To 025mg 03mg DV Commercial Refer to ADL No
agent under the pharmacy benefit
This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Extavia (interferon beta-1b) 21830 interferon beta-1b interferon 025mg 03mgsDV. Medicaid Not Covered No 9 PP g List (ADL) g
under the pharmacy benefit
This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Extavia (interferon beta-1b) 21830 interferon beta-1b interferon 025mg 03mgsDV. Medicare Refer to ADL No 9 PP g List (ADL) g
under the pharmacy benefit
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Eylea (aflibercept) J0178 aflibercept Ophthalmic 1mg 2mg/005 mLSDV Commercial Pref Specialty No [ etan
PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Eylea (aflibercept) J0178 aflibercept Ophthalmic 1mg 2mg/0.05 mL SDV Medicaid Covered No
Forms tab.
Eylea (aflibercept) J0178 aflibercept Ophthalmic 1me 2mg/0.05 mLSDV Medicare Pref speciaty No . = = = =
H35353 All other ICD-10 PA required - See Medicare Medical Part B prior authorization form
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Eylea HD (afiibercept) 0177 aflibercept Ophthalmic 1mg 8mg/007 mL SOV Commercial Pref Specialty (D | .
PA required - click here for cri Link for the Prior form is on the General Prior Auth
Eylea HD (afiibercept) 0177 aflibercept Ophthalmic 1mg 8mg/0.07 mL SOV Medicaid Covered No
Forms tab.
Eylea HD (aflibercept) 0177 aflibercept Ophthalmic 1me 8mg/007 mLSDV. Medicare Pref speciaty No
E103511 - E10.3513, E10.3591 - E10.3599, E113211-E11.3219, E11.3291-ET1.3299, E113311- ETL3313, 113391 - E113393,
ET1.3411- 113413, E11349] - E1\3493, ETL3511 - ETL3513, E11.3521 - E11.3523, E113531 - E113533, E11354] - 113543,
ET1.3551 - ET1.3553, E11.3591 - ET1.3593, E13,311, E13319, E13:3211- E133213, E13.3291 - E13.3293, E13.3311- E13.3313,
E13.3391 - E133393, E133411-E13,3413, 133491 - E13.3493, E133511- E133513, E13,352 - E13,3523, E13.3531 -
E13.3533, E13.354] - E13.3543, E13,3551 - E13,3553, E13,3591 - 133593, H34.8110, H34,8120, H34,8130, H34.8190,
1348310, H34.8320, H34,8330, H34,8390, H35,051 - H35,053, H35.101 - H35169, H353210 - H35.3233, H35.351 -
135353 All other ICD-10 diagnoses: PA required - See Medicare Medical Part B prior authorization form
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Fabrazyme (agalsidase beta) 0180 agalsidase beta Enzyme deficiency 1mg 5mg,35 mg SOV Commercial Pref Specialty ves [
1
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Fabrazyme (agalsidase beta) J0180 agalsidase beta Enzyme deficiency 1mg 5mg, 35 mg SDV. Medicaid Covered YE | orms tab,
1
Fabrazyme betal 0180 agalsidase beta Enzyme deficiency. Tmg 5 mg,35 mg SOV Medicare Pref specialty No | PA required - See Medicare Medical Part B prior authorization form
This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Fasenra (benralizumab) auto-injector pen 30517 benralizumab Respiratory Biologic 1mg 30 mg/mL SO syringe Commercial Refer to ADL No 9 L 2R g List (ADL). 9
under the pharmacv benefit
. This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Fasenra (benralizumab) auto-injector pen 30517 benralizumab Respiratory Biologic 1mg 30 mg/mL SO syringe Medicaid Not Covered No 9 L 2R g List (ADL). 9
under the pharmacv benefit
i This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Fasenra (benralizumab) auto-injector pen 30517 benralizumab Respiratory Biologic 1mg 30 mg/mL Autoinjector Medicare RefertoADL No ) i e g List (ADL) g
under the pharmacv benefit
. PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Fasenra (benralizumab) prefilled syringe 0517 benralizumab Respiratory Biologic 1mg 30 mg/mL SD syringe Commercial Pref Specialty Y | metab
1
. PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Fasenra (benralizumab) prefilled syringe 30517 benralizumab Respiratory Biologic 1mg 30 mg/mL SD syringe. Medicaid Covered ves Forms tab,
1
- PA Required - click here for criteria, Link for the Prior Authorization form is on the ‘General Prior Auth
Fasenra (benralizumab) prefilled syringe 30517 benralizumab Respiratory Biologic 1mg. 30 mg/mL SD syringe. Medicare Pref. Specialty No. Forms tab.
1
9395 - Not for
Teva or N
Faslodex (fulvestrant) X fluvestrant Oncology 25mg 250 ma/s mL SD syringe Commercial Pref Specialty No  |NoPA required
Fresenius Kabi
brands
39395 - Not for
Teva or .
Faslodex (fulvestrant) fluvestrant Oncology 25mg 250 /s mL SD syringe Medicaid Covered No  |No PA required
Fresenius Kabi
brands
39395 - Not for
Tevaor .
Faslodex (fulvestrant) fluvestrant Oncology 25mg 250 ma/s mL SD syringe Medicare Medicare Chemo No | No PA required
Fresenius Kabi
brands
B NN ) My . Anti-Inhibitor - —— P no | Thisdrug s not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Coagulant Complex under the pharmacy benefit
pa— Refer to the Medicaid Approved Drug List (ADL) for pharmacy benefit coverage. For one-time doses
i .
Feiba (Anti-Inhibitor Coagulant Complex) 7198 il Hermophilia Medicaid Not Covered No |required for planned outpatient i claims). will be reviewed
2 P for medical necessity according to the Hemophilia Management Medical Policy 91569
" . P Anti-Inhibitor )
Feiba (Anti-Inhibitor Coagulant Complex) 7198 Hemophilia Medicare Pref. Specialty No  |No PA required
Coagulant Complex
Fensolvi (leuprolide acetate] 71951 leuprolide Endocrine 025mg 45 mg SD syringe Commercial Pref. Specialty YEs__ | No PA required
Fensolvi (leuprolide acetate] 71951 leuprolide Endocrine 025mg 45 mg SD syringe Medicaid Covered No | No PA required
Fensolvi (leuprolide acetate] 71951 leuprolide Endocrine 025mg 45 mg SD syringe Medicare Pref. specialty No | PA required - See Medicare Medical Part B prior authorization form
QO138-Non-
Feraheme (ferumoxytol) ERSD QU139 - ferumoxytol Iron replacement 1mg 510 ma/17 mL SOV Commercial Non-specialty No  |No PA required
ESRD
QO138-Non-
Feraheme (ferumoxytol) ERSD QU139 - ferumoxytol Iron replacement 1mg 510 ma/17 mL SOV Medicaid Covered No  |No PA required
ESRD
QO138-Non-
Feraheme (ferumoxytol) ERSD QU139 - ferumoxytol Iron replacement 1mg 510 ma/17 mL SOV Medicare Non-specialty No  |No PA required
ESRD
Ny sodium ferric . .
Ferrlecit (sodium ferric gluconate) 12916 sluconate Iron replacement 25mg 625 mafs mL SOV Commercial Non-specialty No  |No PA required
u
sodium ferric -
Ferrlecit (sodium ferric gluconate) 12916 ol Conm' Iron replacement 25mg 625 ma/s mL SOV Medicaid Covered No  |No PA required
u
dium f
Ferrlecit (sodium ferric gluconate) 129% 0 I‘“m st"'c Iron replacement 125mg 625 mg/s mL SOV Medicare Non-specialty Mo |No PArequired
aluconate
Fetroja J0699 cefiderocol Antimicrobial 10mg 1000 mg SDV. Commercial Not Covered No Not Covered
Fetroja 30699 cefiderocol Antimicrobial 10mg 1000 mg SOV Medicaid Not Covered No | Not Covered
Fetroja J0699 cefiderocol Antimicrobial 10mg 1000 mg SDV. Medicare Non-specialty No No PA required
; human fibrinogen .
Fibryga (human fibrinogen concentrate) 77 e Hemophilia 1mg 1000 mg SOV Commercial Not Separately Payable No  [Not Separately Payable - Not Reviewed by Pharmacy
concentrate
h fiby .
Fibryga (human fibrinogen concentrate) 77 uman fibrinegen Hermophilia 1mg 1000 mg SOV Medicaid Covered Mo |No PA required
concentrate
h fiby
Fibryga (human fibrinogen concentrate) 77 umanfi :”fge” Hermophilia 1mg 1000 mg SOV Medicare Not Separately Payable No | Not Separately Payable - Not Reviewed by Pharmacy
concentrate
S J7ea catibant Hereditary . 20 mas mi D ayrine R et tonoL \o | Thisdrugisnot covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
agent under the pharmacy benefit
. i i . Ref
O J7sa catibant Hereditary . 20 mas mi 5D ayringe I Mot Coveredt \o | Thisdrugisnot covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
agent under the pharmacy benefit
R J7sa catibant Hereditary . 20 mas mi 5D ayringe P et Aol \o | Thisdrugisnot covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
agent under the pharmacy benefit
B . requir for ICD-10 diagnt 7S n 7.5 All other ICD-1t n PA
Firmagon (degrelix) 39155 degrelix Oncology 1mg 80 mg, 240 mg SOV Commercial Non-specialty No
required - see medical oncoloay prior form for criteria
Firmagon (degrelix) 39155 degrelix Oncology 1mg 80 mg, 240 mg SOV Medicaid Covered No No PA Required
. re ir for | iagn 7 Jal 7.5 All other ICD-X PA
Firmagon (degrelix) 9155 degrelix Oncology 1mg 80ma, 240 mg SOV Medicare Non-specialty No
Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
Flagyl 1836 Antimicrobial 10mg Commercial Non-specialty No | No PA required
Flagyl 1836 Antimicrobial 10mg Medicaid Covered No |No PA required
Flagyl 1836 Antimicrobial 10mg Medicare Non-specialty No | No PA required
Flebogamma (immune globulin) intravenous 572 VIG Immune Globulin s00mg 05gm,25gm,5gm, 10gm, 20gm SOV | Commercial Pref. Specialty Yes | pA required - see IVIG/SCIG prior. form for criteria
. o ) . required - here for criteria. Link for the Prior Authorization form | Prior Auth
Flebogamma (immune globulin) intravenous 572 VIG Immune Globulin s00mg 05am, 25gm,5gm,10gm,20gmsDV | Medicaid Covered ves | hean
orms tal
) - ) Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
Flebogamma (immune globulin) intravenous 572 VIG Immune Globulin s00mg 05gm,25gm,5gm,10gm,20gmsov | Medicare Pref. Specialty No
D coveraa rmination form for criteria
pulmonary arterial
. ired - here for criteria. Linl horization for: | Py Al
Flolan (epoprostenol sodium) 325 epoprostenol hypertension (PAH) 05mg 05ma,15mg SOV Commercial NPs Yes
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pulmonary arterial

PA required - click here for criteria. Link for the Prior

form is on the General Prior Auth

Flolan (epoprostenol sodium) n325 epoprostenol hypertension (PAH) 0smg 05mg,15mg SOV Medicaid Covered No  [Pea
aaent :
pulmonary arterial
Flolan (epoprostenol sodium) 325 epoprostenol hypertension (PAH) 0smg 05mg, 15 mg SOV Medicare Nes No  [No PA required
agent
(FUDR) 39200 floxuridine Oncoloay 500 mg 500 mg SOV Commercial Non-specialty No [No PA required
(FUDR) 39200 floxuridine Oncoloay 500 mg 500 mg SOV Medicaid Covered No | No PA required
(FUDR) 39200 floxuridine Oncoloay 500 mg 500 mg SDV. Medicare Non-specialty No [No PA required
Central Nervous
fluphenazin 12680 fluphenazine 25mg 125 mg/s mL MDV Commercial Non-specialty No  |No PA required
System (CNS) agent
Central Nervous
fluphenazin 12680 fluphenazine 25mg 125 mg/s mL MDV Medicaid Carve Out No |Contact Fee for Service Medicaid for coverage
System (CNS) agent
Central Nervous
fluphenazin 12680 fluphenazine 25mg 125 mg/s mL MDV Medicare Non-specialty No  |No PA required
System (CNS) agent
N Central Nervous
fluphenazine HCI (Prolixin) 32679 fluphenazine 125mg 125 mg/s mL MDV Commercial Non-specialty No  |No PA required
System (CNS) agent
N Central Nervous
fluphenazine HCI (Prolixin) 32679 fluphenazine 125mg 125 mg/s mL MDV Medicaid Carve Out No |Contact Fee for Service Medicaid for coverage
System (CNS) agent
N Central Nervous
fluphenazine HCI (Prolixin) 32679 fluphenazine 125mg 125 mg/s mL MDV Medicare Not Covered No  |No PA required
System (CNS) agent
Focinvez itant dimealumine) 21434 ) antiemetic 1mg 150 ma/50mL SOV Commercial Not covered No | Not covered
Focinvez itant dimealumine) 21434 ) antiemetic 1mg 150 ma/50mL SOV Medicaid Covered No | No PA required
Focinvez itant dimealumine) 21434 ) antiemetic 1mg 150 ma/50mL SOV Medicare NPS No | No PA required
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Folotyn (pralatrexate) 19307 pralatrexate Oncoloay 1mg 20 /L 40 mg/2 m SOV Commercial Pref, Specialty No|pArequired - see medical oncoloay prior form for criteria
Folotyn (pralatrexate) 19307 pralatrexate Oncoloay 1mg 20 mafmL 40 /2 m SOV Medicaid Covered No | No PA Reauired
Folotyn (pralatrexate) 19307 pralatrexate Oncoloay 1mg 20 mafmL 40 mg/2 m SV Medicare Medicare Chermo, No | No PA reauired
This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Forteo (teriparatide) 310 teriparatide Bone modifying agent Tomeg 20 meg SD syringe Commercial Referto ADL No
under the pharmacy benefit
This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Forteo (teriparatide) 310 teriparatide Bone modifying agent 10meg 20 mcg SD syringe. Medicaid Not Covered No 9 PP g List (ADL) g
under the pharmacy benefit
This drug i not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Forteo (teriparatide) 310 teriparatide Bone modifying agent Tomeg 20 meg SD syringe Medicare Referto ADL No
under the pharmacy benefit
1t - Teva Brand ONLY 21456 Y Antiemetic Tmo 150 mg sov Commercial Non-specialty No | No PA required
1t - Teva Brand ONLY 2456 Y Antiemetic Tmo 150 mg sov Medicaid Covered No__|No PA reauired
1t - Teva Brand ONLY 21456 " Antiemetic Tmo 150 mg sov Medicare Non-specialty No | No PA reauired
30607 (For
Fosrenol (lanthanum carbonate) ( Lanthanum 500 mg, 750 mg, 1000mg This drug i not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
ESRD on phospate binder smg Commercial Referto ADL No
chewable tablet carbonate chewable tablets under the pharmacy benefit
dialvsis)
Fosrenol (lanthanum carbonate) 30607 (For Lanthanum
! ESRD on phospate binder 5mg 500 mg, 750 mg, 1000mg Medicaid Not separately payable No |Not separately payable
chewable tablet carbonate chewable tablets
dialvsis)
Fosrenol (lanthanum carbonate) 30607 (For Lanthanum
! ESRD on phospate binder 5mg 500 mg, 750 mg, 1000mg Medicare Not separately payable No |Included in ESRD PPS and not separately payable under Part B
chewable tablet carbonate chewable tablets
dialvsis)
30608 (For )
Fosrenol (lanthanum carbonate) Lanthanum 750 mg,1000 mg This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
ESRD on phospate binder smg Commercial Referto ADL No
powder packet carbonate powder packet under the pharmacy benefit
dialvsis)
Fosrenol (lanthanum carbonate) 0608 (For Lanthanum
( ESRD on phospate binder smg 750 mg, 1000 mg Medicaid Not separately payable No |Not separately payable
powder packet carbonate powder packet
dialvsis)
Fosrenol (lanthanum carbonate) 0608 (For Lanthanum
( ESRD on phospate binder smg 750 mg, 1000 mg Medicare Not separately payable No |Included in ESRD PPS and not separately payable under Part B
powder packet carbonate powder packet
dialvsis)
Fulphila (pegfilgrastim-jmdb) Q5108 pegfilgrastim | Hematopoietic agent 05mg 6ma/0s mLsD syringe Commercial pref. Specialty No |No PA required
Fulphila (pegfilgrastim-jmdb) Q5108 pegfilgrastim | Hematopoietic agent 0smg 6ma/0s mLsD syringe Medicaid Covered No | No PA required
Fulphila (pegfilgrastim-jmdb) Q5108 pegfilgrastim | Hematopoietic agent 0smg 6ma/0s mLsD syringe Medicare pref. Specialty No |No PA required
fulvestrant - FRESENIUS KABI Brand ONLY 9394 fluvestrant Oncology 25mg 250 mg/s mL SD syringe Commercial pref. Specialty No |No PA required
fulvestrant - FRESENIUS KABI Brand ONLY 19394 fluvestrant Oncology 25mg 250 mg/s m SO syringe Medicaid Covered No | No PA required
fulvestrant - FRESENIUS KABI Brand ONLY 19394 fluvestrant Oncology 25mg 250 mg/s mL SO syringe Medicare Medicare Chemo. No | No PA required
fulvestrant - TEVA Brand ONLY 9393 fluvestrant Oncology 25mg 250 mg/s mL SO syringe Commercial Pref. Specialy No | No PA required
fulvestrant - TEVA Brand ONLY 9393 fluvestrant Oncology 25mg 250 mg/s mL SO syringe Medicaid Covered No | No PA required
fulvestrant - TEVA Brand ONLY 9393 fluvestrant Oncology 25mg 250 mg/s m SO syringe Medicare Medicare Chemo. No | No PA required
Furoscix (furosemide) 7941 furosemide Miscellaneous Commercial Not Covered No | Not Covered
Furoscix (furoseride) 7941 furosemide Miscellaneous Medicaid Not Covered No__|Not Covered
R ' This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Furoscix (furosemide) 7941 furosemide Miscellaneous Medicare Referto ADL No
under the pharmacy benefit
Fusilev (levol ) 10641 levol in Oncoloay o5mg Somg SOV Commercial Pref, Specialty No_|No PA reauired
Fusilev (levols ) 30641 levol in Oncoloay 05mg 50 mg SDV. Medicaid Covered No. No PA required
Fusilev (levol ) 10641 levol in Oncoloay 0smg 50mg SOV Medicare Pref, Specialty No | No PA reauired
sirolimus protein-
Fyarro (sirolimus protein-bound particles) 9331 o o e Oncology 1mg 100mg SOV Commercial Pref. Specialy No  |pArequired - see medical oncology prior authorization form for criteria
i
sirolimus protein-
Fyarro (sirolimus protein-bound particles) 9331 Oncology 1mg 100mg SOV Medicaid Covered No | No PA Required
bound particles
sirolimus protein-
Fyarro (sirolimus protein-bound particles) 9331 o o e Oncology 1mg 100mg SOV Medicare Medicare Chemo. No  |pA Required (Cancer Therapy) - See Medicare Part B Oncology Prior Authorization form
i
Fylnetra (pegfilgrastim-pbbk) Q5130 pegfilgrastim | Hematopoietic agent 0smg 6mg/os L prefiled syringe | Commercial Not Covered No  |Not covered
Fylnetra (pegfilgrastim-pbbk) Q5130 pegfilgrastim | Hematopoietic agent 0smg 7mg/o6 mL prefilled syinge Medicaid Not Covered No [Nt Covered
PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth
Fylnetra (pegfilgrastim-pbbk) Qs130 pegfilgrastim | Hematopoietic agent 0smg 8mg/06 mL prefilled syringe Medicare Nps o |PARE
orms tal
10 mg/2 mL, 50 mg/10 mL, 100 m mL| PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Gamifant (emapalumab-izsg) 39210 emapalumab-lzsg Miscellaneous. 1mg 10 mg/2mL. 50 QS’;W +100maf20mL | oo mercial Pref. specialty no | PATEAUE
orms tal
10 mg/2 mL, 50 mg/10 mL, 100 m mL| PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Gamifant (emapalumab-izsg) 39210 emapalumab-lzsg Miscellaneous. 1mg 10 mg/2mL. 50 9’;\/ 100 mg/20 Medicaid Covered ves |EATeaute
orms tal
70 ma/2 ML 50 g L, 100 ma/20 L
Gamifant (emapalumab-izsg) 39210 emapalumab-lzsg Miscellaneous. 1mg o mef2mt. 50 gs/;,v oomalo Medicare Bref. Specialty No  |pArequired - See Medicare Medical Part B prior authorization form
Gammagard S/D (immune globulin
ammas /o1 N ) 71566 VIG Immune Globulin s00mg Sgm, 10gm SOV Commercial Not Covered No | Not Covered
intravenou
Gammagard $/D (immune globulin
ammas /o1 N ) 71566 VIG Immune Globulin s00mg Sgm, 10gm SOV Medicaid Not Covered No | Not Covered
intravenou
Gammagard S/D (immune globulin) Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
71566 VIG Immune Globulin s00mg Sgm, 10gm SOV Medicare bref. Speciaty No
intravenou D coverage determination form for criteria
Gammagard Liquid (immune globulin .25 gm, 5 gm, 10gm, 20 gm, 30 gm
r gard Liquid ( d ) 71569 VIG Immune Globulin s00mg 19m:259m.S9m 109m.209m 309M || commercial pref. specialty YEs | pA required - see IVIG/SCIG prior form for criteria
intravenou
Gammagard Liquid (immune globulin .25 9m, 5 9m, 10 9m, 20 g, 30 9 PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
gard Liquid ( N ) 71569 VIG Immune Globulin s00mg 19m259m.Sam 109m209M 309M | \edgicaid Covered ves <
intravenou sov Forms tab.
‘Gammagard Liquid (immune globulin; jm, m, 5 gm, ym, m, m Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
gard Liquid ( N ) 71569 VIG Immune Globulin s00mg 19m259m.Sam 109m.209M 30IM | Medicare Pre. Specialty No P 9
intravenou sov D_coverage determination form for criteria
Gammaplex (immune globulin) intravenous 71557 VIG Immune Globulin 500 mg 5gm,10gm, 20 gm SOV Commercial Pref. Specialty ves | pA required - see IVIG/SCIG prior form for criteria
, PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Gammaplex (immune globulin) intravenous 21557 VIG Immune Globulin 500 mg. 5gm,10gm, 20 gm SDV Medicaid Covered YES - <ab,
orms tal
N Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
‘Gammaplex (immune globulin) intravenous 21557 VIG Immune Globulin 500 mg. 5gm,10gm, 20 gm SDV Medicare Pref. Specialty No
D coverage determination form for criteria
Gamunex-C/Gammaked (immune globulin, ™25 9m, 59m, 10 gm, 20 gm, 40 gm
. </ ( 9 ) 71561 VIG Immune Globulin s00mg 19m 259m.S9m, 109M209M. €09 || commercial pref. specialty YEs | pA required - see IVIG/SCIG prior form for criteria
intravenou
Gamunex-C/Gammaked (immune globulin, m,259m, 59m, 10gm, 20 9m, 40 gm PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
N ( N ) 71561 VIG Immune Globulin s00mg 1am259mS9m 09M209M 409M | \edicaid Covered ves <
intravenou sov Forms tab.
‘Gamunex-C/Gammaked (immune globulin m, m, 5 gm, m, jm, m Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
N ( N ) 71561 VIG Immune Globulin s00mg 1am259mS9m 109M.209mM 409M | Medicare Pref. Specialty No PP 9
intravenou sov D coverage determination form for criteria
Ganciclovir - Exela Pharma Brand ONLY 574 ganciclovir Antimicrobial s00mg 500mg SOV Commercial Non-specialty Mo |No PA required
Ganciclovir - Exela Pharma Brand ONLY 574 ganciclovir Antimicrobial s00mg 500mg SOV Medicaid Covered No | No PA required
Ganciclovir - Exela Pharma Brand ONLY 574 ganciclovir Antimicrobial s00mg 500mg SOV Medicare Non-specialty Mo |No PA required
This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Gattex (teduglutide) 34907, CO399* teduglutide Miscellaneous Smgsov Commercial Refer o ADL No
under the pharmacy benefit
This drug i not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Gattex (teduglutide) 3490*, C9399* teduglutide Miscellaneous 5mg DV Medicaid Not Covered No & PP Bl (EieL) g
under the pharmacy benefit
This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Gattex (teduglutide) 3490*, C9399* teduglutide Miscellaneous 5mg DV Medicare Refer to ADL No 9 PP Bl (EieL) g
under the pharmacy benefit
Gazyva (obinutuzumab) 19301 binut: mab Oncology 10mg. 1000 mg/40 mL SDV_ Commercial Pref. Specialty No. PA required - see medical oncology prior form for criteria
Gazyva (obinutuzumab) 19301 binutuzumab Oncoloay 10mg 1000 ma/é0 mt SOV Medicaid Covered No | No PA Required
Gazyva (obinutuzumab) 9301 binutuzumab Oncoloay 0mg 1000 /40 LSOV Medicare Medicare Chemo, No_|No PA required
Gel-one (nyaluronan/ hyaluronic acid) for . hyaluronate sodium/ | - Hyaluronic acid I oot i 5D sy Commercial Noxcovered wo  |Notcovered - See Pharmacy Policy CARE/ BENEFIT
intra-articular injection hyaluronic acid derivatives EXCEPTIONS for more information
Gel-one (nyaluronan/ hyaluronic acid) for . hyaluronate sodium/ | - Hyaluronic acid I oot i 5D sy Medicaid o v |Not covered
intra-articular injection hyaluronic acid derivatives
Gel-ne (nyaluronan hyaluronic acid) for 1736 hyaluronate sodiumy/ | - Hyaluronic acid e oo S0 snse Medicare ps vo  |PARequired - click here for criteria, Link for the Prior Authorization form is on the ‘General Prior Auth
intra-articular injection hyaluronic acid derivatives Forms'tab.
Gelsyn3 (hyaluronan/ hyaluronic acid) for s hyaluronate sodium/ | - Hyaluronic acid - 8oL Dage Commercial Noxcovered wo  |Notcovered - See Pharmacy Policy CARE/ BENEFIT
intra-articular injection hyaluronic acid derivatives EXCEPTIONS for more information
Gelsyn3 (nyaluronan/ hyaluronic acid) for s hyaluronate sodium/ | - Hyaluronic acid - 8oL SDage Medicaid o v |Not covered
intra-articular injection hyaluronic acid derivatives
Gelsyn-3 (hyaluronan/ hyaluronic acid) for hyaluronate sodium/ | Hyaluronic acid
Isyn-3 (hy: / hy: ) 17328 i / y o01mg 168 mg/2 mLSD syringe Medicare ps No  |No PA required

intra-articular injection

hyaluronic acid

derivatives
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gemcitabine HCI - (accord brand only) 1919 gemcitabine Oncology 200mg Commercial Pref Specialty o |No PA Required
gemcitabine HCI - (accord brand only) 9196 gemcitabine Oncology 200mg Medicaid Covered o |No PA Required
gemcitabine HCI - (accord brand only) 9196 gemcitabine Oncology 200mg Medicare Medicare Chemo. o |No PA Required
Gemzar (gemcitabine HCI) 9201 gemcitabine Oncology 200mg Commercial Pref Specialty Mo [No PA Required
Gemzar (gemcitabine HCI) 9201 gemcitabine Oncology 200mg Medicaid Covered No | No PA Required
Gemzar (gemcitabine HCI) 9201 gemcitabine Oncology 200mg Medicare Medicare Chemo. No | No PA Required
. 37515-25mg . Immunosuppressive 02 (BEE) . Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part.
Gengraf (cyclosporin, modified) ORAL ONLY cyclosporin 25mg,50 mg, 100 mg capsue Medicare Non-specialty No
37502-100mg agent R D_coverage determination form for criteria
4 - i AL L
GenVise 850 (hyaluronan/ hyaluronic acid) for . hyaluronate sodium/ | Hyaluronic acid 1 oo mL S0 ange N wo  |Notcovered - See Pharmacy Policy L/UNPROVEN CARE/ BENEFIT
intra-articular injection hyaluronic acid derivatives EXCEPTIONS for more information
GenVise 850 (hyaluronan/ hyaluronic acid) for . hyaluronate sodium/ | Hyaluronic acid 1 S5 S0 ange Medicaid ot Coveres o |not covered
intra-articular injection hyaluronic acid derivatives
i - fe P he '
GenVise 850 (hyaluronan/ hyaluronic acid) for . hyaluronate sodium/ | Hyaluronic acid 1 ooz mL S0 ange Medicore e - n
intra-articular injection hyaluronic acid derivatives Forms'tab.
) ) Central Nervous )
Geodon (ziprasidone mesylate) 3486 ziprasidone 0mg 20mgspv Commercial Non-specialty Mo |No PArequired
System (CNS) agent
) ) Central Nervous ) ) )
Geodon (ziprasidone mesylate) 3486 ziprasidone 0mg 20mgspv Medicaid cane out No | Contact Fee for Service Medicaid for coverage
System (CNS) agent
) ) Central Nervous )
Geodon (ziprasidone mesylate) 3486 ziprasidone 0mg 20mgspv Medicare Non-specialty No | No PArequired
System (CNS) agent
- re forcr
Giviaari (givosiran) 0223 givosiran Miscellaneous 0sma 189 mg/mL SOV Commer: Pret. Speciaky ves
Forms tab.
. - re forcr
Giviaari (givosiran) 0223 givosiran Miscellaneous 0sma 189 mg/mL SOV Medicaid Covered ves
Forms tab.
Givlaari (givosiran) 30223 givosiran Miscellaneous 05mg 189 mg/mL SDV Medicare Pref. Specialty No. PA required - See Medicare Medical Part B prior authorization form
R o alphal proteinase PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Glassia (alphal proteinase inhibitor) 30257 Enzyme deficiency 10mg 1000 mg/50 mL SOV Commercial Pref, Specialty. ves
inhibitor Forms tab,
alphal proteinase . PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Glassia (alphal proteinase inhibitor) 30257 phat omg 1000 ma/s0 mL SDV Medicaid Covered ves a
inhibitor Forms tab,
alphal proteinase
Glassia (alphal proteinase inhibitor) 30257 P! :b . omg 1000 ma/50 mL SOV Medicare Pref. Specialty No | pArequired - See Medicare Medical Part B prior authorization form
inhibitor PArequired - See Medicare Medical Part B priorauthorization form
71610 - Not for
Fresenius Kabi
GlucaGen (Glucagon) glucagon Miscellaneous 1mg Tmg SOV Non-specialty No  |No PA required
brand - See
nen
J1610 - Not for
Fresenius Kabi .
GlucaGen (Glucagon) glucagon Miscellaneous img 1mg SOV Medicaid Covered No | No PA required
brand - See
1611
9610 - Not for
Fresenius Kabi
GlucaGen (Glucagon) glucagon Miscellaneous 1mg Tmg SOV Medicare Non-specialty No | No PArequired
brand - See
nen
Glucagon - Fresenius Kabi Brand ONLY 76N glucagon Miscellaneous 1mg Tmg SOV Commercial Non-specialty Mo |No PA required
Glucagon - Fresenius Kabi Brand ONLY 76N glucagon Miscellaneous 1mg Tmg SOV Medicaid Covered Mo |No PA required
Glucagon - Fresenius Kabi Brand ONLY 76N glucagon Miscellaneous 1mg Tmg SOV Medicare Non-specialty Mo |No PA required
300 mea/05 ML 480 megloB miSD
Granix (tbo-filgrastim) N447 filgrastim Hematopoietic agent 1meg Syringe, 300 meg/mL 480 meg mL. | Commercial NPs No | No PArequired
sov
300 meg/0.5 mL, 480 meg/0.8 mL SD
Granix (tbo-filgrastim) 447 filgrastim Hematopoietic agent 1meg syringe, 300 meg/mL 480megN6mL | Medicaid Covered No  |No PA required
sov
. . 300 meg/05 L, 480 Meg/08 L SD PA Required - click here for criteria, Link for the Prior Authorization form is on the ‘General Prior Auth
Granix (tbo-filgrastim) 447 filgrastim Hematopoietic agent meg syringe, 300 meg/mL 480megNemL. | Medicare Nps No :
SDV. Forms' tab.
Heredita This drug i not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Haegarda (C] esterase inhibitor [human]) 30599 C-l esterase inhibitor & 1o units 2000 unit, 3000 unit SOV Commercial RefertoADL No 9 PP U (el 9
agent under the pharmacy benefit
Heredita . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Haegarda (C1 esterase inhibitor [human]) 30599 &7 Tounits 2000 unit, 3000 unit SDV Medicaid Not Covered No & B U (el 9
agent under the pharmacy benefit
Heredita ' This drug i not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Haegarda (C] esterase inhibitor [human]) 30599 C-l esterase inhil ! & 1o units 2000 unit, 3000 unit SOV Medicare RefertoADL No 9 PP U (el 9
agent under the pharmacy benefit
Halaven (eribulin mesylate) 9179 eribulin Oncoloay o1mg T mo/2 misov Commercial Nps No__|No PA required
Halaven (eribulin mesylate) 39179 eribulin Oncoloay o1mg T mo/2mLsov Medicaid Covered No_|No PA required
Halaven (eribulin mesylate) 9179 eribulin Oncoloay o1mg T mo/2mLsov Medicare ~es No_|No PA required
Central Nervous 50 mg/mL 100 mg/mL SDV, 250 ma/5 )
Haldol (haloperidol decanoate) 7631 haloperidol somg Commercial Non-specialty Mo |No PA required
(halop ) P System (CNS) agent mL 500 a5 mL MOV q
Central Nervous 50 mg/mL 100 mg/mL SDV, 250 ma/5
Haldol (haloperidol decanoate) 631 haloperidol somg Medicaid Carve Out Mo |Contact Fee for Service Medicaid for coverage
(halop ) P System (CNS) agent mL 500 a5 mL MOV g
Central Nervous 50 mg/mL 100 mg/mL SDV, 250 ma/5 )
Haldol (haloperidol decanoate) 21631 haloperidol 50 mg. Medicare Non-specialty No No PA required
(halop ) P System (CNS) agent mL 500 a5 mL MOV q
Central Nervous )
Haldol (haloperidol lactate) 7630 haloperidol smg 5 malmL D syringe, 50 mg/lo mL MOV | Commercial Non-specialty Mo |No PA required
System (CNS) agent
Central Nervous
Haldol (haloperidol lactate) 7630 haloperidol smg 5ma/mL SO syringe, Somgfo mL MDY | Medicaid Canveout No |Contact Fee for Service Medicaid for coverage
System (CNS) agent
Central Nervous )
Haldol (haloperidol lactate) 7630 haloperidol smg 5ma/mL SO syringe, Somg/omLMDV | Medicare Non-specialty Mo |No PA required
System (CNS) agent
‘Antihemophilic This drug i not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Helixate FS (Antihemophilic Factor VIl)) me2 ° Hemophilia Commer Referto ADL No 9 PP glEs=l) 9
Factor VIII under the pharmacy benefit
Antinemophilic Refer to the Medicaid Approved Drug List (ADL) for pharmacy benefit coverage. For one-time doses
emophili :
Helixate FS (Antihemophilic Factor VIll) M92 i r\;n Hemophilia Medicaid Not Covered R e e e e J et ol it
o
for medical necessity according to the. Medical Policy 91569
Antihemophilic
Helixate FS (Antihemophilic Factor VIlI) 792 Fact \;\\ Hemophilia Medicare Pref. Specialty No No PA required
actor
Hemgenix J14m etranacogene Gene/Cellular pordose SDinfusionbag Commercial Gene Therapy ves required - here for ink for the Prior Authorization form | Prior Auth
e dezaparvovec-drib) dezaparvovec-drib Therapy Forms tab,
Hemgenix etranacogene Gene/Cellular .
9 J4n 9 / per dose SDinfusion bag Medicaid Carve Out No | Contact Fee for Service Medicald for coverage
e dezaparvovec-drib) dezaparvovec-drib Therapy
Hemgenix J14m etranacogene Gene/Cellular pordose SDinfusionbag Medicare Gene Therapy No ired - click f nk for the Prior Authorization form is on th neral Prior Auth
e dezaparvovec-drib) dezaparvovec-drib Therapy Formes' tab,
) This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Hemlibra (Emicizumab) 770 Emicizumab Hemophilia Commercial Refer to ADL No 9 PP g List (ADL) g
under the pharmacy benefit
f i i for nefit coverage. For one-ti
Hemlibra (Emicizumab) 7170 Emicizumab Hemophilia Medicaid Not Covered Mo |required for planned outpatient claims) ill be reviewed
for medical necessity according to the Medical Policy 91569
Hemlibra (Emicizumab) 17170 Emicizumab Hemophilia Medicare Pret. Specialty %o [No PA required
‘Antihemophilic This drug I not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Hemofil M (Antihemophilic Factor VIll) I7M%0 & Hemophilia Commercial Referto ADL No 9 PP GE=HER g
Factor VIII under the pharmacy benefit
Antinemophilic Refer to the Medicaid Approved Drug List (ADL) for pharmacy benefit coverage. For one-time doses
emophili :
Hemofil M (Antihemophilic Factor VIll) 7190 il \Z“ Hemophilia Medicaid Not Covered R e e e e " s ol et
for medical necessity according to the. Medical Policy 91569
Antihemophilic
Hemofil M (Antihemophilic Factor VIII) 37190 Fact \:H Hemophilia Medicare Pref. Specialty No No PA required
actor
. o - At least 312 units/mL (1 mL and 5 mL 3
m Non-Speciat N
Hepagam (hepatitis B immune globulin) 21573 Hepatitis B 1G Immune Globulin osmL Loersp L means | commercial (on-Specialty o |NoPArequired
H h B8 lobul ns73 H BIG I Globul osmL AtleastaR2uni/mi (i mband SmL | e gicaig Covered No  |NoPA g
lepagam (hepatitis B immune globulin) epatitis mmune Globulin m o i 0 PA require
o - At least 312 units/mL (1 mL and 5 mL 3
Hepagam (hepatitis B immune globulin) 31573 Hepatitis B 1G immune Globulin osmL e S e | Medicare Non-Specialty o |No PArequired
Hepzato Kit 9248 melphalan Oncoloay 1mg 550 mg SOV Kit Commercial Pref Specialy o |PA required - see medical oncoloay prior form for criteria
Hepzato Kit 9248 melphalan Oncoloay Tmg 550 mg SOV Kit Medicaid Covered o [No PA Reauired
Hepzato Kit 9248 melphalan Oncoloay Tmg 550 mg SOV Kit Medicare Medicare Chemo No | PA Required (Cancer Therapyl - See Medicare Part B Oncoloay Prior form
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1)

Hormone

(trastuzumab) 9355 trastuzumab Oncoloay 10mg 150 mg SOV Commercial Not covered No__[Not covered
(trastuzumab) 9355 trastuzumab Oncoloay 10mg 150 mg SOV Medicaid Covered No [No PA Reauired
PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Herceptin (trastuzumab) 19355 trastuzumab Oncology 0mg 150 mg SOV Medicare Medicare Chemo [
Hylecta (trastuzumab and trastuzumab and o . o
39356 . Oncology 10mg 600 mg-10000 unit/s mL SOV Commercial Not covered No  [Not covered. Use biosimilars Trazimera or Kanjinti
Hylecta (trastuzumab and o356 trastuzumab and Oncology omg 600 mg-10000 unit/s mL SOV Medicaid Covered No | No PA Required
Herceptin Hylecta (trastuzumab and trastuzumab and PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
. 39356 _ Oncology 10mg 600 mg-10000 unit/s mL SOV Medicare Medicare Chemo No
Forms' tab.
Hercessi ail Q5146 trastuzumab Oncoloay 10mg 150 mg, 420 mg SDV. Commercial Not Covered No Not Covered until evaluated at P & T
Hercessi f) Q5146 trastuzumab Oncoloay 1omg 150 mg, 420 mg SDV. Medicaid Covered No. No PA required
Hercessi f) Q5146 trastuzumab Oncoloay 10mg 150 mg, 420 mg SDV Medicare Medicare Chemo No_|PA Required (Cancer Therapy) - See Medicare Part B Oncoloay Prior form
Herzuma krb) Qsn3 trastuzumab Oncoloay 10 mg 150 mg, 420 mg SDV. Commercial Not covered No Not covered
Herzuma krb) Qsn3 trastuzumab Oncoloay 10mg 150 mg, 420 mg SDV. Medicaid Covered No. No PA Required
PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Herzuma (trastuzumab-pkrb) Qsn3 trastuzumab Oncology 10mg 150 mg, 420 mg SDV. Medicare Medicare Chemo. e Forme: tab.
N 19m, 29m, 4gm,10gm SOV, 1gm, 2gm,
Hizentra (immune globulin) subcutaneous 71559 SCIG Immune Globulin 100mg PR Commercial Pref. Specialty YEs | PA required - see IVIG/SCIG prior form for criteria
1gm, 2gm, 4 gm, 10 gm SOV, 1gm, 2m, PA required - click here for cri Link for the Prior form is on the General Prior Auth
Hizentra (immune globulin) subcutaneous 21559 sCIG Immune Globulin 100mg gm.zam.£am.1og slom.2a Medicaid Covered No
4gmSD syringe Forms tab,
" 1gm, 2gm, 4 gm, 10 gm SDV,1gm, 2 gm, Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
Hizentra (immune globulin) subcutaneous 1559 SCIG Immune Globulin 100mg gmzam £am19a am:29! Medicare Pref. Specialty. No *
4gm SD syringe D coverage determination form for criteria
Inflammatory This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Hulio (adalimumab-fijp) Q5140 adalimumab 1mg various Commercial Referto ADL No
Conditions under the pharmacy benefit
Inflammator, This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Hulio (adalimumab-fijp) Qs140 adalimumab 7 1mg various Medicaid Not Covered No & Rel g List (ADL) g
Conditions under the pharmacy benefit
Inflammator, This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Hulio (adalimumab-fijp) Q5140 adalimumab Y e s Medicare Refer to ADL No 9 PP g [E=HiEDE) 9
Conditions under the pharmacy benefit
Von Willebrand This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Humate-P (Von Willebrand Factor) 787 Hemophilia Commercial Referto ADL No
Factor under the pharmacy benefit
Von Willebrand Refer to the Medicaid Approved Drug List (ADL) for pharmacy benefit coverage. For one-time doses
on Willebran:
Humate-P (Von Willebrand Factor) 7187 . Hemophilia Medicaid Not Covered No. required for planned outpatient f jlity claims). e e
actor
for medical necessity according to the i Medical Policy 91569
Von Willebrand
Humate-P (Von Willebrand Factor) 17187 Fact Hemophilia Medicare Pref. Specialty. No. No PA required
actor
saizen, i itropi
3 . N Human Growth . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Omnitrope, Nutropin, Serostim, Tev-Tropin 32941 Somatropin Commercial Refer to ADL No
) Hormone under the pharmacy benefit
Saizen, i . .
N Human Growth o This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
©Omnitrope, Nutropin, Serostim, Tev-Tropin 32941 Somatropin Medicaid Not Covered Ne
) Hormone under the pharmacy benefit
izen, " y ;
N Human Growth . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Omnitrope, Nutropin, Serostim, Tev-Tropin 32041 Somatropin Medicare Refer to ADL No

under the pharmacy benefit
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Inflammatory

This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage

Humira (adalimumab) J0139 adalimumab 1mg various Commercial Referto ADL No
Conditions under the pharmacy benefit
Inflammator, This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Humira (adalimumab) 0139 adalimumab 7 1mg various Medicaid Not Covered No & PP Ui (el g
Conditions under the pharmacy benefit
Inflammator, This drug i not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Humira (adalimumab) 0139 adalimumab 7 1mg various Medicare RefertoADL No & PP Ui (el g
Conditions under the pharmacy benefit
Hyalgan (hyaluronan/ hyaluronic acid) for . hyaluronate sodium/ | Hyaluronic acid - 20mg/2 mi SD syringe Commercial Mot covered vo  |Notcovered - see y Policy CARE/ BENEFIT
intra-articular injection hyaluronic acid derivatives 20mg/2 mi SOV EXCEPTIONS for more information
Hyalgan (hyaluronan/ hyaluronic acid) for . hyaluronate sodium/ | Hyaluronic acid - 20mg/2 mi SD syringe Medicald Mot Coveredt o |Not covered
intra-articular injection hyaluronic acid derivatives 20mg/2 ml SOV
Hyalgan (hyaluronan/ hyaluronic acid) for 375 hyaluronate sodium/ | Hyaluronic acid I 20mg/2 mi SD syringe. Medicare e no  |PARequired - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
intra-articular injection hyaluronic acid derivatives 20mg/2 mi SOV Forms' tab.
Hycamtin (topotecan) 39351 topotecan Oncoloay 01mg 4mg SOV Commercial Pref. Specialty No. No PA required
Hycamtin (topotecan) 39351 topotecan Oncoloay 01mg 4mg SOV Medicaid Covered No. No PA required
Hycamtin (topotecan) 39351 topotecan Oncoloay 01mg 4mg SOV Medicare Pref. Specialty No. No PA required
i £ - - -
hydroxyprogesterone caproate (generic) 1729 hydroxyprogesterone | Miscellaneous 10mg 1259/5 LMDV Commercial Pref. Specialty No - -
aeneral Medical Drua Reauest form here
hydroxyprogesterone caproate (generic) n729 hydroxyprogesterone Miscellaneous Tomg 125g/5 mL MDV/ Medicaid Covered No 11729 = Delalutin. No prior authorization required. Only covered when used for FDA approved indications.
n bille 1CD- - -
hydroxyprogesterone caproate (generic) n729 hydroxyprogesterone | Miscellaneous 10mg 1250/5 mL MDY, Medicare Pref. Specialty No X P
Authorization reauired. Use aeneral Medicare Part B form for reauest
i i - i AL
Hymovis (hyaluronan/ hyaluronic acid) for f— hyaluronate sodium/ Hyaluronic acid 1o 2SS0 yinge Commercial Mot covered o Not covered - See 'y Policy CARE/ BENEFIT
intra-articular injection hyaluronic acid derivatives EXCEPTIONS for more information
Hymovs (hyaluronan/ hyalurenic acid) for 17322 hyalurenate sodium/ | Hyaluronic acid 1mg 24 ma/s mLSD syringe Medicaid Not Covered No | Not covered
intra-articular injection hyaluronic acid derivatives
Hymovis (hyaluronan/ hyaluronic acid) for 17322 hyaluronate sodium/ | - Hyaluronic acid . [ Medicare e no  |PARequired - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
intra-articular injection hyaluronic acid derivatives Forms' tab,
HyQuia (immune globulin and hyaluronidase)
Y:IV - (i El 4 ) 7575 sciG Immune Globulin 100mg 259m, 5gm,10gm, 20 gm, 30gm sDV | Commercial Pref. Specialty Yes | pA required - see IVIG/SCIG prior form for criteria
HyQuia (immune globulin and hyaluronidase) PA required - click here for criteria, Link for the Prior Authorization form is on the General Prior Auth
7575 SCIG Immune Globulin 100mg 259m, 59m,109m, 20gm, 30gmsDV | Medicaid Covered No
beut: Forms tab.
HyQuia (immune globulin and hyaluronidase) Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
7575 SCIG Immune Globulin 100mg 259m, 5gm,10gm, 20gm,30gmsDV | Medicare Pref. Specialty No
beut D coverage determination form for criteria
Ibandronate (generic Boniva) 1740 Ibandronate Bone modifying agent 1mg 3mo/smLsDV Commercial Pref. Specialty No  |No PA required
Ibandronate (generic Bor 1740 Ibandronate Bone modifying agent 1mg 3mo/smLsDV Medicaid Covered No  |No PA required
Ibandronate (generic Bor 1740 Ibandronate Bone modifying agent 1mg 3mo/smLsDV Medicare Pref. Specialty No | PA required - See Medicare Medical Part B prior authorization form
Ny Inflammatory This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Idacio (adalimumab-aacf) Q5144 adalimumab 1mg various Commercial RefertoADL No
Conditions under the pharmacy benefit
Ny Inflammatory k This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Idacio (adalimumab-aacf) Q5144 adalimumab 1mg various Medicaid Not Covered No
Conditions under the pharmacy benefit
Ny Inflammatory § This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Idacio (adalimumab-aacf) Q5144 adalimumab 1mg various Medicare Referto ADL No
Conditions under the pharmacy benefit
Sma/s mL 10 ma/1o mL, 20 mg/20 mL
\damyein (idarubicin) Jomm idarubicin Oncology 5mg 9/5 L 10 mg/i o 9/ Cormmer Non-specialty No  |No PA required
Idamycin (idarubicin) Jom idarubicin Oncology smg Smg/smi.10 WS/';’V’“L‘ 20maf20mL | \edicaid Covered No  |No PA required
Smals mL 10 ma/10 mL, 20 mg/20 mL
\damyein (idarubicin) Jomm idarubicin Oncology 5mg /St gs"Dv 20 Mg/ Medicare Non-specialty No  |No PA required
q " k Antihemophilic - -
Idelvion (Antihemophilic Factor IX Albumin This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
37202 Factor IX Albumin Hemophilia Refer to ADL. No
Fusion Protein) . under the pharmacy benefit
Fusion Protein
Antihemophilic Refer to the Medicaid Approved Drug List (ADL) for pharmacy benefit coverage. For one-time doses
Idelvion (Antihemophilic Factor IX Albumin i . PP e < <
v ey 37202 Factor IX Albumin Hemophilia Medicaid Not Covered No. required for planned outpatient claims), will be reviewed
i
Fusion Protein for medical necessity according to the Hemophilia Management Medical Policy 91569
. . Antihemophilic
Idelvion (Antihemophilic Factor IX Albumin
. 37202 Factor IX Albumin Hemophilia Medicare Pref. Specialty No  [No PA required
Fusion Protein)
Fusion Protein
iDose TR (travoprost intracameral implant) 37355 travoprost Ophthalmic 1meg 75 meg per each Commercial Not Covered No | Not Covered
iDose TR (travoprost intracameral implant) 37355 travoprost Ophthalmic 1meg 75 meg per each Medicaid Not Covered No | Not Covered
N . . PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
iDose TR (travoprost intracameral implant) 37355 travoprost Ophthalmic 1meg 75 meg per each Medicare NPS o Forms tab,
or
Ifex (ifosfamide) 39208 ifosfamide. Oncology Tgm 1gm.3gm SOV Commercial Non-specialty No [No PA required
Ifex (ifosfamide) 39208 ifosfamide Oncology 1gm 1gm. 3gm SOV Medicaid Covered No No PA required
Ifex (ifosfamide) 39208 ifosfamide. Oncology Tgm Tgm,3gmsov. Medicare Non-specialty No [No PA required
Iheezo (chloroprocaine) 12403 chloroprocaine HCI Ophthalmic 1mg Commercial Not Covered No | Not Covered
Iheezo (chloroprocaine) 12403 chloroprocaine HCI Ophthalmic 1mg Medicaid Not Covered No | Not Covered
Iheezo (chloroprocaine) 12403 chloroprocaine HCI Ophthalmic 1mg Medicare NPs No | pArequired - See Medicare Medical Part B prior authorization form
. Inflammatory PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
llaris (canakinumab) 10638 canakinumab 1mg 150 mg SOV Commercial NPs ves
Conditions Forms tab.
. Inflammatory . PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
llaris (canakinumab) 10638 canakinumab 1mg 150 mg SOV Medicaid Covered Yes
Conditions Forms tab.
) Inflammatory .
llaris (canakinumab) 10638 canakinumab Conditions 1mg 150 mg SOV Medicare NPs No | No PA required - Starting 1-1-2025, PA Required for new starts
;. Radio-
Nluccix (Gallium 68) A9596 Gallium 68 oha T millcurie (mCi) 1 kit containing 3 vials Commercial Non-Specialty No | No PA Required
i
. Radio- .
lluceix (Gallium 68) 9596 Gallium 68 oha 1 millcurie (mci) 1 kit containing 3 vials Medicaid Non-Specialty No | No PA Required
i
. Radio-
Hluccix (Gallium 68) A9596 Gallium 68 oha T millcurie (mCi) 1 kit containing 3 vials Medicare Non-Specialty No | No PA Required
i
Inflammatory PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
llumya (tildrakizumab) 13245 tildrakizumab 1mg 100 mg SD syringe Commercial NPs No
Conditions Forms tab.
Inflammatory N PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
llumya (tildrakizumab) 13245 tildrakizumab 1mg 100 mg SD syringe Medicaid Covered Yes
Conditions Forms tab.
Inflammatory PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth
llumya (tildrakizumab) 13245 tildrakizumab 1mg 100 mg SD syringe Medicare NPs No
Conditions Forms' tab.
No PA required when billed for the following ICD-10 codes: EO8.311, EO8.3211-E08.3213, E08.3311-E08.3313,
. . E08 3411-E08 3413, E08.3511-E08 3513, E09 311, E09.3211- E09.3213, E09.3311-E09.3313, E09.3411-E09 3413, E09.3511
Hluvien (fluocinolone acetonide, intravitreal y
implant) 7313 fluocinolone Ophthalmic 001mg 019 mg implant Commercial Pref. Specialty No | E093513, E1031), E10.321 -E10.3213, E10:3311-E10.3313, E10:3411-E10.3413, E10.3511-E103513, E10.3511-E10.3513, ENL3N,
° ETL3211-E113213, E11.3371- ET3313, EN3411-E11.3413, ET3511-E11.353, E13.3M-E13.313, E133211-E133213, E13.331-
E133313, E133411-E133413, E133511-E13.353
No PA required when billed for the following ICD-10 codes: EO8.311, E08.3211-E08.3213, E08.3311-E08.3313,
E08.3411-E08.3413, EO8.3511-E08.3513, E09.311, E09.3211- E09.3213, E09.3311-E09.3313, E09.3411-E09.3413, E09.3511
lluvien (fluocinolone acetonide, intravitreal .
Jant) 37313 fluocinolone Ophthalmic 001mg 019 mg implant Medicaid Covered No E09.3513, E10.311, E10.321 ~E10.3213, E10.3311-E10.3313, E10.3411-E10.3413, E10.3511-E10.3513, E10.3511-E10.3513, ETL31],
implan
= EN.3211-EN.3213, EN.3311- EN.3313, E11.3411-E11.3413, E11.3511-E11.353, E13.3111-E13.3113, E13.3211-E13.3213, E13.3311-
E13.3313, E13.3411-E13.3413, E13.3511-E13.353
lluvien (fluocinolone acetonide, intravitreal N R ire k here fc ink for the Prior Authorization form n th neral Prior Auth
17313 fluocinolone Ophthalmic 001mg 019 mg implant Medicare Pref. Specialty No
implant) Forms' tab,
Imdelltra (tarlatamab-dlle) 19026 tarlatamab Oncology 1mg 1mg,10 mg SOV Commercial Pref. Specialty Yes__ | PA required - see medical oncology prior form for criteria
Imdelltra (tarlatamab-dlle) 19026 tarlatamab Oncology 1mg 1mg, 10 mg SDV. Medicaid Covered No No PA Required
Imdelltra (tarlatamab-dlle) 39026 tarlatamab Oncology 1mg 1mg,10 mg SOV Medicare Medicare Chemo No PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior ization form
Imfinzi (durvalumab) 1973 durvalumab Oncology 10mg 120 mg/24 mL, 500 mgMo mLSDv__| Commercial Pref_ Specialty Yes__ | PA required - see medical oncology prior form for criteria
Imfinzi (durvalumab) 1973 durvalumab Oncology 10mg 120 mg/2:4 mL, 500 mg/10 mL. SOV Medicaid Covered No [ No PA Required
I durvalumab) 1973 durvalumab Oncology 10mg 120 mg/24mL, 500 mgMomL oV | Medicare Medicare Chemo No | PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior ization form
maf25mL SOV
Imjudo (tremelimumab-actl) 19347 tremelimumab. Oncology mg manaemt o Commercial Pref. Specialty YEs | pA required - see medical oncology prior forrm for criteria
25mag/125mL SDV. .
Imjudo (tremelimumab-actl) 9347 tremelimumab Oncology mg emazsmL 50 Medicaid Covered No | No PA Required
maN25mL SOV
Imjudo (tremelimumab-actl) 19347 tremelimumab. Oncology mg manaemt oy Medicare Medicare Chemo No | PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior i form
talimogene Gene/Cellular
Imlygic (talimogene laherparepvec) 19325 1 million PFU Trmillion, 100 milion PFU SOV Commercial NPs No | PArequired - see medical oncology prior form for criteria
laherparepvec Therapy
talimogene Gene/Cellular
Imlygic (talimogene laherparepvec) 9325 9 / 1 million PFU Trmillion, 100 milion PFU SOV Medicaid Covered No | No PA Required
laherparepvec Therapy
talimogene Gene/Cellular
Imlygic (talimogene laherparepvec) 19325 1 million PFU Trmillion, 100 milion PFU SOV Medicare Medicare Chemo No | PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
laherparepvec Therapy
Immphentiv (phenylephrine) 2373 phenylephrine Miscellaneous 20meg 05 mgfs mL,1mgfio mL SOV Commercial Non-specialty No  [No PA required
Immphentiv (phenylephrine) 12373 phenylephrine Miscellaneous 20meg 05 mgfs mL,1mg/i0 mL SOV Medicaid Covered No  [No PA required
Immphentiv (phenylephrine) 12373 phenylephrine Miscellaneous 20meg 05 mgfs mL,1mg/i0 mL SOV Medicare Non-specialty No  [No PA required
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This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage

Increlex (mecasermin) 2170 mecasermin Miscellaneous 1mg 40 mg/a mLSDV Commercial Referto ADL No
under the pharmacy benefit
This drug i not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Increlex (mecasermin) 2170 mecasermin Miscellaneous 1mg 40 mg/a mLSDV Medicaid Not Covered No
under the pharmacy benefit
This drug i not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Increlex (mecasermin) 2170 mecasermin Miscellaneous 1mg 40 mg/a mLSDV Medicare Referto ADL No
under the pharmacy benefit
Infed (iron dextran) 21750 iron dextran Iron replacement s0mo 100 mg/2 iSOV Commercial Non-specialty No__|No PA required
Infed (iron dextran) 21750 iron dextran Iron replacement s0mo 100 mg/2 iSOV Medicaid Covered No | No PA required
Infed (iron dextran] 21750 iron dextran Iron replacement S0mg 100 mg/2 LSOV Medicare Non-specialty No | No PA reauired
Inflammatory.
Inflectra (infliximab-cyyb) Q5103 infliximab 0mg 100 mg SOV Commercial pref. Specialty ves No PA required
Conditions
Inflammatory.
Inflectra (infliximab-dyyb) Q5103 infliximab, Conditions Tomg 100 mg SDV Medicaid Covered YEs No PA required when administered in a hospital outpatient infusion center
Inflammatory.
Inflectra (infliximab-cyyb) Q5103 infliximab 0mg 100mg SOV Medicare pref. Specialty No |No PA required
Conditions
Inflammatory. - R
Infliximab - Janssen brand ONLY) N745 infliximab o 0mg 100 mg SOV Commercial Not covered Ves | Not covered - Covered biosimilars: Inflectra & Renflexis
Inflammatory. i N
Infliximab - Janssen brand ONLY) N745 infliximab o 0mg 100 mg SOV Medicaid Not Covered Ves | Not covered - Covered biosimilars: Inflectra & Renflexis
Inflammatory. PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Infliximab - Janssen brand ONLY) N745 infliximab 0mg 100 mg SOV Medicare NPS No
Conditions Forms' tab.
1200 mg/i20 L, 1300 mgi30 mL 1400
mg/0 mL. 1500 ma/1s0 mL. 1600
’ ; ma/leo mL. 1700 ma/170 m. 1800
Not covered No
Infugem (gemcitabine HCI) 9198 gemcitabine Oncology 100mg o mL 1500 menoo m 000 o Not covered
ma/200 ML, 2200 mg/220 mi single
dose infusion ba
1200 mg/i20 mL, 1300 mg/130 mL 1400
mg/0 mL. 1500 ma/1s0 mL. 1600
" N mMg/160 mL, 1700 mg/170 mL, 1800 ;
Covered No
Infugem (gemcitabine HCI) 19198 gemcitabine Oncology 100mg 60 L 1900 muts0 L 2000 Medicaid No PA Required
ma/200 ML, 2200 mg/220 mi single
dose infusion bag
1200 mg/120 mL, 1300 mg/l30 mL 1400
mg/0 mL. 1500 ma/150 mL. 1600
" N mMg/160 mL, 1700 mg/170 mL, 1800 = ki Pr is on the 'Gens
Medicare Chemo. No
Infugem (gemcitabine HCI) 19198 gemcitabine Oncology 100 mg o160 L 1900 muto0 2000 Medicare
ma/200 ML, 2200 mg/220 mi single
dose infusion ba
Injectafer (ferric carboxymaltose) 439 ferric carboxymaltose | Iron replacement 1mg 750 mg/1s mL SOV Commercial NPS No | No PA required
Injectafer (ferric carboxymaltose) 439 ferric carboxymaltose | Iron replacement 1mg 750 mghs mL SOV Medicaid Covered No | No PA required
Injectafer (ferric carboxymaltose) 439 ferric carboxymaltose | Iron replacement 1mg 750 mg/1s mL SOV, Medicare NPS No | No PA required
- o ) ) ' [ B vs Part D - See Approved Drug List for covered formulation rPartD - Part Bys Part
d (lipid emulsion) Injection Lipid emulsion PN Medicare No I s
D coverage determination form for criteria
) ) ) TR S T T ' rt B vs Part D - See Approved Drug List for covered formulation rPartD - Part B vs Part
Intron A (interferon alpha-2b) 39214 interferon alpha-2b interferon 1000000 units | unit SDV;18 millon unit, 25 milion unit | Mediicare Pref Specialty No o o Pepe
i i
Invanz (ertapenem) 21335 ertapenem Antimicrobial 500 mg. 1gmsbv. Commercial Non-specialty No No PA required
Invanz (ertapenem) 21335 ertapenem Antimicrobial 500 mg. 1gmsbv. Medicaid Covered No No PA required
Invanz (ertapenem) 21335 ertapenem Antimicrobial 500 mg. 1gmsbv. Medicare Non-specialty No No PA required
Invega Hafyera (paliperidone palmitate ER 6 Central Nervous
rega Hafyera (palip: P 12427 paliperidone 1mg Commer Pref. Specialty No. No PA required
month depot) System (CNS) agent
Invega Hafyera (paliperidone palmitate ER 6 Central Nervous )
rega Hafyera (palips P 12427 paliperidone 1mg Medicaid Carve Out No Contact Fee for Service Medicaid for coverage
month depot) System (CNS) agent
Invega Hafyera (paliperidone palmitate ER 6 Central Nervous
rega Hafyera (palip: P 12427 paliperidone 1mg Medicare Pref. Specialty No. No PA required
month depot) System (CNS) agent
39 mg/0.25 mL, 78 mg/0.5 mL, N7
Invega Sustenna (paliperidone palmitate ER Central Nervous
°9 palip P 12426 paliperidone 1mg maf075 mL, 156 mg/l mL, 234 ma/15 mL. Pref. Specialty No No PA required
montly) System (CNS) agent <0 oy
39 mg/0.25 mL, 78 mg/0.5 mL, N7
Invega Sustenna (paliperidone palmitate ER Central Nervous )
°9 palip P 12426 paliperidone 1mg ma/0.75 mL, 156 ma/i mL, 234 mg/ismL|  Medicaid Carve Out No Contact Fee for Service Medicaid for coverage
montly) System (CNS) agent <0 oy
39 mg/0.25 mL, 78 mg/0.5 mL, N7
Invega Sustenna (paliperidone palmitate ER Central Nervous
°9 palip P 12426 paliperidone 1mg ma/075 mL, 156 ma/i mL, 234 mg/ismL|  Medicare Pref. Specialty No No PA required
montly) System (CNS) agent <0 oy
Invega Trinza (paliperidone palmitate ER 3 Central Nervous .
°9 (palips P 32427 paliperidone 1mg 273mg, 410ma, 546 Mg, B9 MI SO | o mercial Pref. Specialty Mo |No PA required
month depot) System (CNS) agent syringe
Invega Trinza (paliperidone palmitate ER 3 Central Nervous mg, 410 mg, 546 mg, 819 m
o9 (palip s 32427 paliperidone 1mg T me £0ma S48 ma SR mISD | Medicaid Carve Out No  [Contact Fee for Service Medicaid for coverage
month depot) System (CNS) agent syringe
Invega Trinza (paliperidone palmitate ER 3 Central Nervous mg, 410 mg, 546 mg, 819
°9 (palip P 32427 paliperidone 1mg 272 mg 410ma 46 ma 8Om0 | Medicare Pref. Specialty No  |No PA required
month depot) System (CNS) agent syringe
ipratropium (Ipratropium) NEBULIZER - ) '
17644 Ipratropium inhalation 1mg 002% (05 mg/25 L) SOV Medicare Non-specialty No
SOLUTION ONLY pratrop! D coverage form for criteria
Istodax (romidepsin, lyophilized) 19319 Oncoloay 01mg 10mg SOV Commercial Pref. Specialy No | PArequired - see medical oncoloay prior form for criteria
Istodax (romidepsin, lyophilized) 39319 Oncology 01mg 10mg SOV Medicaid Covered No No PA Required
Istodax (romidepsin, lyophilized) 19319 Oncoloay 01mg 10mg SOV Medicare Medicare Chemo No__|PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
Ixempra (ixabepilone] 19207 ixabepilone Oncoloay 1mg 15 m, 45 mg SOV Commercial Non-specialty No_|No PA required
Ixempra (ixabepilone] 19207 ixabepilone Oncoloay 1mg 15 m, 45 mg SOV Medicaid Covered No | No PA required
Ixempra (ixabepilone] 19207 ixabepilone Oncoloay 1mg 15 mg, 45 mg SOV Medicare Non-specialty No_|No PA required
‘Antihemophilic This drug i not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Ixinity (Antihemophilic Factor IX) 723 & Hemophilia Commercial RefertoADL No g PP Bl el i
Factor IX under the pharmacy benefit
Antiermor Refer to the Medicaid Approved Drug List (ADL for pharmacy benefit coverage, For one-time doses
Ixinity (Antihemophilic Factor IX) 7213 Famr‘; Hemophilia Medicaid Not Covered No | required for planned outpatient i claims). will be reviewed
for medical necessity according to the Hemophilia Management Medical Policy 91569
. e Antihemophilic
Ixinity (Antihemophilic Factor 1) 37213 Facm‘& Hemophilia Medicare Pref. Specialty No |No PA required
Izervay pegol) 12782 pegol Ophthalmic o1me 20 malmLsov Commercial Not Covered No | Not Covered
Izervay pegol) 12782 pegol Ophthalmic o1me 20 malmLsov Medicaid Not Covered No__|Not Covered
N PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth
Izervay (avacincaptad pegol) 12782 avacincaptad pegol Ophthalmic o1mg 20 ma/mL SOV Medicare Pref Specialty o |PAREAS
or
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Jelmyto (mitomycin) 9281 mitomyein Oncology 1mg Tkit=two 40mg sDV=80mg | Commercial Nps no | PATEAUE
or
Jelmyto (mitomycin] 19281 mitomycin Oncology 1mg it = two 40 mg SDV = 80mg Medicaid Covered No | No PA Required
Jelmyto (mitomycin] 19281 mitomycin Oncology 1mg it = two 40 mg SDV = 80mg Medicare Medicare Chemo, No | pA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
YES | pA required - see medical oncology prior form for criteria, Starting 7-1-2024, Site of Service.
Jemperli (dostarlimab-gxly) 19272 dostarlimab Oncology 0mg 500ma/io mL (0 mg/mt) SOV | Commercial Pref. Specialy Starting
71204 | Will apply.
Jemperli (dostarlimab-axly) 19272 dostarlimab Oncoloay 10mg 500 mg/10 mL (50 mo/mb) SOV Medicaid Covered No | No PA Required
Jemperli (dostarlimab-axly) 19272 dostarlimab Oncoloay 10mg 500 mg/10 L (50 mo/mb) SOV Medicare Medicare Chemo, No | PA Required (Cancer Therapyl - See Medicare Part B Oncoloay Prior form
Jetrea (ocriplasmin) 7316 ocriplasmin Ophthalmic o125 mg 125 mgfmL, 25 mafmL Commercial Pref, Specialty No | No PA required when billed with the following ICDIO codes: H43821 - H43.829 Vitreomacular adhesion
Jetrea (ocriplasmin) 7316 ocriplasmin Ophthalmic o125 mg 125 mgfmL, 25 mafmL Medicaid Covered No [ No PA required when billed with the following ICD1O codes: H43821 - H43.829 Vitreomacular adhesion
No PA required when billed with the following ICD10 codes: H43.821 - H43.829 All other ICD-10
Jetrea (ocriplasmin) 7316 ocriplasmin Ophthalmic o125 mg 125 mg/mL 25 ma/mL Medicare Pref. Specialy No : !
PA required - See Medicare Medical Part B prior authorization form
Jevtana 9043 Oncoloay Tmg 60 /s mL SOV Commercial NPS No|PArequired - see medical oncoloay prior form for criteria
Jevtana 9043 Oncoloay Tmg 50 ma/l5 mL sov. Medicaid Covered No | No PA Required
Jevtana 9043 Oncoloay 1mg 60 mg/l5 mL SOV Medicare Medicare Chemo, No | PA Required (Cancer Therapyl - See Medicare Part B Oncoloay Prior form
) ‘Antihemophilic This drug i not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
3ivi (Antihemophilic Factor VIl 7208 P Hemophilia Commercial Refer o ADL No 9 PP! =) 9
Factor VIII under the pharmacy benefit
P— Refer to the Medicaid Approved Drug List (ADL) for pharmacy benefit coverage. For one-time doses
ntihemophilic ’
3ivi (Antihemophilic Factor VIll) 37208 i \;n Hemophilia Medicaid Not Covered R e e e e : e lllsmerircs|
actor
for medical necessity according to the Her Medical Policy 91569
i Antihemophilic
Jivi (Antihemophilic Factor VIlI) 37208 Fact ;H Hemophilia Medicare Pref. Specialty No No PA required
actor
' oved D
Jylamvo (methotrexate) ORAL ONLY 861 methotrexate Oncology 25mg 25 ma/mLoral solution (60 mt) Medicare Non-specialty No
D coverage ination form for criteria
ado-trastuzumab .
Kadcyla (ado-trastuzumab emtansine) 19354 N Oncology 1mg 100 mg, 160 mg SOV Commercial Pref. Specialty No PA required - see medical oncology prior form for criteria
emtansine
ado-trastuzumab .
Kadeyla (ado-trastuzumab emtansine) 19354 Oncology 1mg 100 mg, 160 mg SOV Medicaid Covered No | No PA Required
emtansine
ado-trastuzumab
Kadcyla (ado-trastuzumab emtansine) 19354 " Oncology 1mg 100 mg, 160 mg SOV Medicare Medicare Chemo No No PA required
emtansine
Hereditan . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Kalbitor (ecallantide) 31290 ecallantide Y 1mg Commercial Referto ADL No '9 PP g List (ADL) 9
agent under the pharmacy benefit
Hereditan . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Kalbitor (ecallantide) 1290 ecallantide v 1mg Medicaid Not Covered No '9 PP 9 (ADL) g
agent under the pharmacy benefit
Hereditan This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Kalbitor (ecallantide) 71290 ecallantide v 1mg Medicare RefertoADL No g PP g List (ADL) g

agent

under the pharmacy benefit
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Therapy.

Kaniinti (trastuzumab-anns) QsN7 trastuzumab Oncoloay 10mg 150 mg, 420 mg SDV Commercial Not Covered No__[Not Covered
Kaniinti (trastuzumab-anns) Q57 trastuzumab Oncoloay 10mg 150 mg, 420 mg SDV Medicaid Covered No [No PA required
o PA Required - click here for criteria, Link for the Prior Authorization form is on the '‘General Prior Auth
Kanijinti (trastuzumab-anns) Qsn7 trastuzumab Oncology 10mg 150 mg, 420 mg SOV Medicare Medicare Chemo [ o
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Kanuma (sebelipase alfa) 12840 sebelipase Enzyme deficiency 1mg 20 mgfio mL SOV Commercial Pref. Specialty ves |
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Kanuma (sebelipase alfa) 12840 sebelipase Enzyme deficiency 1mg 20 mgfio mL SOV Medicaid Covered ves |
Kanuma alfa) 12840 Enzyme deficiency Tmg 20mg/1o mL SOV Medicare Pref Specialty No [ PA required - See Medicare Medical Part B prior au form
Kefzol (cefazolin sodium) 10690 cefazolin Antimicrobial 500 mg various Commercial Non-specialty No | No PA required
Kefzol (cefazolin sodium) 10690 cefazolin Antimicrobial 500mg various Medicaid Non-specialty No | No PA required
Kefzol (cefazolin sodium) 10690 cefazolin Antimicrobial 500 mg various Medicare Non-specialty No | No PA required
i (palifermin) 12425 palifermin Oncoloay 50 meg 625 mg SDV. Commercial Non-specialty No[No PA required
i (palifermin) 32425 palifermin Oncoloay 50meg 625mg SDV. Medicaid Covered No No PA required
i (palifermin) 12425 palifermin Oncoloay 50 meg 625 mg SDV. Medicare Non-specialty No[No PA required
. Multiple Sclerosis (MS) This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
e () 39302 TS ot 10mg 20 mg/0.4 mLSD sryinge Commercial Referto ADL N the ooty ot
. Multiple Sclerosis (MS) This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Kesimpta (ofatumumab) 9302 ofatumumab et 10mg 20 mg/0.4 mL SD sryinge Medicaid Not Covered o et
. Multiple Sclerosis (MS) This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Kesimpta (ofatumumab) 9302 ofatumumab 10mg 20 mg/0.4 mL SD sryinge Medicare Referto ADL No
agent under the pharmacy benefit
Additional information
required: National Drug
. 200 ma/10 mL 500 Mg/ mL, 500 ma/to N anesthetic agent - covered only when billed in conjunction with an anesthesia service for a covered
Ketalar (ketamine hydrochloride) 13490 Kketamine Miscellaneous Code [NDC), Strength, mgNo mL, 500 mg/S ML S00MGNO | 1 rcial | Not Covered when billed separately|  No g ly )
Dosage administered, procedure. Ketamine is not covered as a stand-alone injection for ANY reason for ANY plan.
Route of administration
Additional information
required: National Drug
. 200 ma/1o mL 500 mg/s m, 500 ma/io . anesthetic agent - covered only when billed in conjunction with an anesthesia service for a covered
Ketalar (ketamine hydrochloride) 13490 Kketamine Miscellaneous Code [NDC), Strength, mgNomL, 500 mg/S ML S00MaNO | o icaid | Not Covered when billed separately|  No g ly )
Dosage administered. procedure. Ketamine is not covered as a stand-alone injection for ANY reason for ANY plan.
Route of administration
Additional information
required: National Drug anesthetic agent - covered when billed in conjunction with an anesthesia service for a covered
. 200 g0 mL 500 ma/s mL., 500 ma/o X
Ketalar (ketamine hydrochloride) 13490 Kketamine Miscellaneous Code [NDC), Strength, mgfiom 00 gg(/ mLS0MaN0 | Medicare | NotCoveredwhen biled separately]  No | procedure. Requests for ketamine as a stand-alone injection must be reviewed for a medically-accepted
Dosage administered, indication and are not covered when the use is considered experimental or investigational.
Route of administration
Additional information
required: National Drug
. . 200 ma/10 mL 500 Mg/ m, 500 ma/io N anesthetic agent - covered only when billed in conjunction with an anesthesia service for a covered
ketamine hydrochloride 334900 ketamine Miscellaneous Code (NDC),Strengtn, | 200 ™90 ML 800 Ma/SML S00MINO | commercial | Not Covered when billd separately|  No 9 v i
Dosage administered, procedure. Ketamine is not covered as a stand-alone injection for ANY reason for ANY plan.
Route of administration
Additional information
required: National Drug
y 200 ma/10 mL 500 ma/s m, 500 ma/o " anesthetic agent - covered only when billed in conjunction with an anesthesia service for a covered
ketamine hydrochloride 34900 ketamine Miscellaneous Code (NDC),Strengtn, | 200 ™90 ML 500 MEEMLSO0MSO | e ficaict | Not Covered when billd separately|  No 9 v i
Dosage administered. procedure. Ketamine is not covered as a stand-alone injection for ANY reason for ANY plan.
Route of administration
Additional information
required: National Drug anesthetic agent - covered when billed in conjunction with an anesthesia service for a covered
y 200 ma/10 mL 500 ma/s m, 500 ma/o
ketamine hydrochloride 13490 Kketamine Miscellaneous Code (NDC), Strength, mgfiom 00 ;:gv mLS00maN0 | Megicare | NotCoveredwhen biled separately]  No | procedure. Requests for ketamine as a stand-alone injection must be reviewed for a medically-accepted
Dosage administered, indication and are not covered when the use is considered experimental or investigational.
Route of administration
Inflammator, 150 mafi14 mi, 200 Mg/ 14 mL SO This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Kevzara (sarilumab) 13590°, C9399° sarilumab Y = =t Commercial Refer to ADL No ) PP g List (ADL) 9
Conditions syinge under the pharmacv benefit
Inflammator, 150 mafi14 mL, 200 Mg/ 14 mL SO k This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Kevzara (sarilumab) 135907, C9399* sarilumab v o o Medicaid Not Covered No 9 2R g List (ADL). 9
Conditions syinge under the pharmacv benefit
Inflammator, 150 mafi14 m, 200 Mg/ 14 mL SO § This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Kevzara (sarilumab) 13590°, C9399° sarilumab Y = =t Medicare Refer to ADL No ) PP g List (ADL) 9
Conditions syinge under the pharmacv benefit
Kevtruda 3927 pembrolizumab Oncoloay 1mg 50mg, 100 mg SDV. Commercial Pref. Specialty eS| PA reauired - see medical oncoloay prior form for criteria
Kevtruda 39271 pembrolizumab Oncoloay 1mg 50 mg, 100 mg SDV. Medicaid Covered No. No PA Required
Kevtruda 3927 pembrolizumab Oncoloay 1mg 50mg,100mg SOV Medicare Medicare Chemo No__|PA Reauired (Cancer Therapy) - See Medicare Part B Oncoloay Prior form
Khapzory (levol in) 10642 levol in Oncoloay 05mg 175 mg, 300 mg SOV Commercial Pref. Specialty No [No PA required
Khapzory (levol in) 30642 levols in Oncoloay 05mg 175 mg, 300 mg SDV. Medicaid Covered No. No PA required
Khapzory (levol in) 10642 levol in Oncoloay 05mg 175 mg, 300 mg SOV Medicare Pref Specialty No [No PA required
sirolimus protein-
Kimmtrak (tebentafusp-tebn) 19274 roumd D:" o Oncology meg 100 meg /0.5mI SDV Commercial Pref. Specialty No | PA required - see medical oncology prior authorization form for criteria
i
sirolimus protein-
Kimmtrak (tebentafusp-tebn) 19274 P Oncology meg 100 meg /0.5mI SDV Medicaid Covered No | No PA Required
bound particles
sirolimus protein-
Kimmtrak (tebentafusp-tebn) 19274 roumd D:" o Oncology meg 100 meg /0.5mI SDV Medicare Medicare Chemo No | pA Required (Cancer Therapy) - See Medicare Part B Oncology Prior Authorization form
i
. PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Kimyrsa (oritavancin) 12406 oritavancin Antimicrobial 1200mg 1200mg SDV Commercial NPS No Forms tab.
1
. PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Kimyrsa (oritavancin) 32406 oritavancin Antimicrobial 1200mg 1200mg SDV Medicaid Covered No. Eorms tab,
or
. PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth
Kimyrsa (oritavancin) 32406 oritavancin Antimicrobial 1200mg 1200mg SOV Medicare NPs [ e
or
- Inflammator, . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Kineret (anakinra) 13590, 19999+ anakinra Condmnsy 100 mg/0.67 mL SD syringe. Commercial Refer to ADL No o L:e e PP g List (ADL) g
under
) Inflammator, . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Kineret (anakinra) 13590, 19999+ anakinra Condmnsy 100 mg/0.67 mL SD syringe. Medicaid Not Covered No o L:e e PP g List (ADL) g
under
) Inflammator, i This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Kineret (anakinra) 13590, 19999+ anakinra Condmnsy 100 mg/0.67 mL SD syringe. Medicare Refer to ADL No o L:e e e PP g List (ADL) g
under
Kinevac (sincalide) 12805 sincalide Miscellaneous 5meg Commercial Non-specialty No | No PA required
Kinevac (sincalide) 12805 sincalide Miscellaneous 5meg Medicaid Covered No | No PA required
Kinevac (sincalide) 12805 sincalide Miscellaneous 5meg Medicare Non-specialty No | No PA required
Kisunla (donanemab-azbt) 10175 donanemab Alzheimer's disease 2mg 350 /20 i SDV Commercial Not Covered No | Not covered
Kisunla (donanemab-azbt) 10175 donanemab Alzheimer's disease 2mg 350 /20 i SDV Medicaid Not Covered No | Not covered
. PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth
Kisunla (donanemab-azbt) 0175 donanemab Alzheimer's disease 2mg 350 mg/20 mL SDV Medicare NPS Mo | L e tab,
or
Antihemophilic . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Koate (Antihemophilic Factor VIII) mso B Hemophilia Commercial Refer to ADL No 9 2R g List (ADL) 9
Factor VIII under the pharmacy benefit
. o Refer to the M Approved Dri (ADL) for pharm: nefit cover For
ntihemophilic . . "
Koate (Antihemophilic Factor Vi) 7190 Fact ;” Hemophilia Medicaid Not Covered No |required for planned outpatient laims) will be reviewed
actor
for medical n ity according to the H Medical Policy 91569
Antihemophilic
Koate (Antihemophilic Factor Vi) 37190 Fact \f’m Hemophilia Medicare Pref. Specialty No. No PA required
actor
Antihemophilic . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Kogenate FS (Antihemophilic Factor VIII) 92 & Hemophilia Commercial Refer to ADL No 9 PP g List (ADL) g
Factor Vill under the pharmacy benefit
P Refer to the Medicaid Approved Drug List (ADL) for pharmacy benefit coverage. For one-time doses
il .
Kogenate FS (Antihemophilic Factor VIlI) 7192 Factor vpm Hermophilia Medicaid Not Covered No | required for planned outpatient i claims). will be reviewed
for medical necessity according to the Hemophilia Management Medical Policy 91569
. Antihemophilic i
Kogenate FS (Antihemophilic Factor ViIl) 792 Factor it Hemophilia Medicare Pref Specialty No | No PA required
actor
o ) ) ) required - click her ink for the Prior Authorization form i neral Prior Auth
Korsuva (difelikefalin acetate) 30879 difelikefalin Miscellaneous o1meg 65 meg/13 miL (50 mea/mt) SOV | Commercial Pref. Specialty o |ohean
rms ta
Korsuva acetate) Jo879 )l Miscellaneous 01meg 65 mcg/13 mL (S0 meg/mL) SDV Medicaid Not Covered No Not separately payable as of 1/1/2024
Korsuva acetate) Jo879 Miscellaneous 01 meg 65 mcg/13 mL (S0 meg/mL) SDV Medicare Not Separately payable No Included in ESRD PPS and not separately payable under Part B
Antihemophilic B This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Kovalltry (Antihemophilic Factor VIII) a7n & Hemophilia Commercial Refer to ADL No '9 PP 9 (ADL) =)
Factor Vill under the pharmacy benefit
. o fe id Al i for pharm: nefit coverage. F -til
ntihemophilic .
Kovalltry (Antihemophilic Factor Vili) a7m Factor \fm Hemophilia Medicaid Not Covered No |required for planned outpatient claims). ill be reviewed
for medical necessity according to the: Medical Policy 91569
Antihemophilic
Kovalltry (Antihemophilic Factor Vill) 7m Factor \ZH Hemophilia Medicare Pref Specialty No  |No PA required
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Krystexxa (pegloticase) 32507 pegloticase Gout agent 1mg 8mgsov Commercial Pref Specialty ves |
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Krystexxa (pegloticase) 32507 pegloticase Gout agent 1mg 8mgsov Medicaid Covered ves |
PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Krystexxa (pegloticase) 32507 pegloticase Gout agent 1mg 8mgsov Medicare Pref Specialty o |
Kybella acid) 0591 deox acid Cosmetic Tmg 20 mg SOV Commercial Not covered No__|Not covered
Kybella acid) 0591 deox acid Cosmetic Tmg 20 mg SOV Medicaid Not Covered No__|Not covered
Kybella acid) 30591 deox acid Cosmetic Tmg 20 mg sDV Medicare Not covered No__|Not covered
Kyleena leasing IUD) 7296 Contraceptive 195mg 195 mg device Commercial | _Refer to Contraceptive Coverage No |Referto coverage
Kyleena leasing IUD) 7296 Contraceptive 195mg 195 mg device Medicaid | _Refer to Contraceptive Coverage. No |Referto coverage
Kyleena leasing IUD) 7296 Contraceptive 195mg 195 mg device Medicare | _Refer toContraceptive Coverage No |Referto coverage
PA Required - see medical oncology prior authorization form for criteria. Coverage of Kymriah is
ndent on mem! ligibilit Jal nefit plan nts. Priorif ith m:
G JCellul faal ion, not more fre han biannually, of follow- ient men mriah will
i ene/Cellular
Kymriah (tisagenlecleucel) Q042 tisagenlecleucel per dose SD infusion bag Commercial Gene Therapy ves  |n horized for use in with primary central nerv m lymphorma; OR that h
Therapy £ Ko h he 1 hi
receiv revious treatm v mrizh or another CDI9-dir imeric antigen r r
R) T-cell ther: Tl fe nd effectiven: f re ministration h: n eval Ial
treatment ner lifatime)
. Gene/Cellular . . .
Kymriah (tisagenlecleucel) Q042 tisagenlecleucel o per dose SD infusion bag Medicaid Carve Out No |Contact Fee for Service Medicaid for coverage
erapy
N Gene/Cellular - click for the Prior A is on the ‘General Prior.
Kymriah (tisagenlecleucel) Q042 tisagenlecleucel per dose SD infusion bag Medicare Medicare Chemo No

Forms' tab,
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:C90.00-C90,

No PA required when billed with the following ICD-10 cod:

(multiple myeloma) - for other

See 32021

Kyprolis (carfilzomib) 39047 carfilzomib Oncology Tmg 10 mg, 30 mg, 60 mg SOV Commercial Pref. Specialty No .
ICD 10 codes, see medical oncoloay prior form for criteria
Kyprolis (carfilzomib] 19047 carfilzomib Oncoloay Tmg) 10 mg, 30 mg, 60 mg SOV Medicaid Covered No [No PA Reauired
Kyprolis (carfilzomib] 19047 carfilzomib Oncoloay 1mg 10 mg, 30 mg, 60 mg SOV Medicare Medicare Chemo No [No PA required
Kytril (granisetron) 626 granisetron Antiemetic 100 meg 01mg,1  4mg MDY | C No | No PA required
Kytril (granisetron) 71626 granisetron Antiemetic 100 meg. 01ma, 1 mg SDvialfampule; 4 mg MDV | Medicaid Covered No No PA required
Kytril (granisetron) 626 granisetron Antiemetic 100 meg 01mg, 1mg SDviallampule; 4mg MDV | Medicare Non-specialty No  |No PA required
Kytril (granisetron) ORAL ONLY Qo166 granisetron Antiemetic 1mg 1mg tablet Medicare Non-specialty No
D coverage form for criteria
labetalol - Hikma brand ONLY 97 labetalol Miscellaneous Commercial Non-specialty No  |No PA required
labetalol - Hikma brand ONLY 97 labetalol Miscellaneous Medicaid Covered No  |No PA required
labetalol - Hikma brand ONLY n9n labetalol Miscellaneous Medicare Non-specialty No  |No PA required
. - re for cr
Lamzede (velmanase alfa) 10217 velmanase alfa 1mg 10 mg SO Kit Commercial Pref Specialty ves | pAreaue
orms tal
Lamzede (velmanase alfa) 10217 velmanase alfa 1mg 10 ma SO Kit Medicaid Carve Out No | Contact Fee for Service Medicaid for coverage
= ki Pr n the '
Lamzede (velmanase alfa) 30217 velmanase alfa 1mg 10 ma SO Kit Medicare Pref Specialty No
Forms' tab,
o . N 01mg SOV, 025mg 5D N
N
Lanoxin (digoxin) meo digoxin Miscellaneous 05mg (ST [ o [NoPA required
i 01 mg SDV; 025 mg SD syringe/ampule; "
Lanoxin (digoxin) Mo digoxin Miscellaneous 0smg 9 ermn SgD a:imf P Medicaid Covered No. No PA required
o . N 011mg SDV; 025 mg SD syri te: N
Lanoxin (digoxin) meo digoxin Miscellaneous 05mg ma g SO syringelampule: | e icare Non-specialty No  |No PA required
05 ma SO ampule
lanreotide (Non-Somatuline] - Cipla brand 60mg/0.2mm, 80mg/0.3mi, 120meg/0SmI y
only ( ) - e 932 lanreotide Miscellaneous 1mg < Df;mgc of Commercial Non-specialty No  |No PA required
lanreotide (Non-Somatuline] - Cipla brand E
( ) - Ciel 1932 lanreotide Miscellaneous 1mg 60mg/02m), 90mg/03mi, 120m/OSMI | \pe gicaict Covered No  [No PA required
only syringe
lanreotide (Non-Somatuline] - Cipla brand 60mg/0.2mm, 80mg/0.3mi, 120meg/0SmI
only ( ) - e 7932 lanreotide Miscellaneous 1mg < SD?;WC of Medicare Non-specialty No  |No PA required
Additional information 400 mL infusion bag containing
B 33590 Gene/Cellular required: National Drug |\ han 10 ec of estimated PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Lantidra (donislecel-jujn) donislecel-jujn Code (NDC),Strength, Commercial Pref Specialty No
Cco399 Therapy et packet st tisue and not more han 1 Forms tab.
N 106 EIN
Route of administration,
Additional information 400 mL infusion bag containing
. 33590 Gene/Cellular required:National Drug | 0 0 an 10 cc of estimated .
Lantidra (donislecel-jujn) cozo9 donislecel-jujn Therapy Code (NDC).Strength, |, .1 it tssue and not more than 1x Medicaid Not Covered No Not covered until added to both the MDHHS fee schedule AND the MDHHS NDC/HCPCS crosswalk
Dosage administered, .
Route of administration,
Additional information 400 mL infusion bag containing
. 33590 Gene/Cellular required:National Drug | 0 o an 10 cc of estimated PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Lantidra (donislecel-jujn) donislecel-jujn Code (NDC),Strength, Medicare NPS No
Cco399 Therapy Bt packet st tisue and not more han 1 Forms' tab.
N 106 EIN
Route of administration,
Lasix (furosernide) 71940 furosemide Miscellaneous Commercial Non-specialty No | No PA required
Lasix (furosernide) 71940 furosemide Miscellaneous Medicaid Covered No | No PA required
Lasix (furosemide) J1940 furosemide Miscellaneous Medicare Non-specialty No No PA required
Multiple Sclerosis (MS) .
Lemtrada (alemtuzumab) 30202 alemtuzumab P . (MS) 1mg 2 maN2mL SOV Commercial Not covered No  |Not covered
agent
Multiple Sclerosis (MS) .
Lemtrada (alemtuzumab) 30202 alemtuzumab P . (MS) 1mg 2 maN2mL SOV Medicaid Not Covered No  |Not covered
agent
Multiple Sclerosis (MS)
Lemtrada (alemtuzumab) 30202 alemtuzumab P . (MS) 1mg 2 maN2mL SOV Medicare NPS No | pArequired - See Medicare Medical Part B prior authorization form
agent PArequired - See Medicare Medical Part B prior authorization form
Additional information
J3590* atidarsagene Gene/Cellular required: National DIug | 6. 16,6 colls/mL 18 to 118 x 1006 PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Lenmeldy (atidarsagene autotemcel) Code (NDC),Strength, Commercial Gene Therapy ves
C9399* autotemcel Therapy Dosage administered, CD34+ cells/mi) per infusion bag Forms tab.
Route of administration,
Additional information
13590 atidarsagene Gene/Cellular required: National DU |, 6, 10, cellgimi. (18 0 1.8 x 1086
Lenmeldy (atidarsagene autotemcel) 9 Code (NDC),Strength, ( Medicaid Not Covered No  |Not covered
Ccozgor autotemcel Therapy o || cosas clism per infusion bag
Route of administration,
Additional information
Lenmeldy (atidarsagene autotermeel) J3590* atidarsagene Gene/Cellular 'z:::e[z;‘;‘:::‘n‘;::g 200M81016 cellimL (1810 X106 |\ i Gene Therapy no  |PARequired - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Cco3g0t autotemcel Therapy Dosage administared, | GO+ celis/mi per nfusion bag Forms' tab,
Route of administration,
200 ma/2 miSDV Ny
Legembi (lecanemab-irmb) 1074 lecanemab Alzheimer's disease me s mz;S me Commercial Not covered No | Not covered
200 ma/2 mi SOV
Legembi (lecanemab-irmb) 10174 lecanemab Alzheimer's disease mg oS mjjs ey Medicaid Not Covered No | Not covered
Leqembi (lecanemabirmb) Jor7a Jecanemab Azheimers disease o 200 ma/2 mi SDV Medicare os w0 | PARequired -click here for criteria. Link for the Prior Authorization form is o the ‘General Prior Auth
500 mg/s mi SDV Forms' tab.
Hyper- PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Leqvio (inclisiran) 1306 inclisiran 1 mg 284 mg/15 mL prefilled syringe Commercial NPS YES
Forms tab.
Hyper- PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Lequio (inclisiran) 306 inclisiran Ve 1mg 284 mgfs mL prefilled syringe Medicaid Covered ves ~
Forms tab.
Hyper- PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Lequio (inclisiran) 306 inclisiran Ve 1mg 284 mgfs mLprefilled syringe Medicare Nps No a
Forms' tab,
Leukine (sargramostim) 32820 sargramostim Hematopoietic agent 50meg 250 mcg, 500 mcg SDV. Commercial Pref. Specialty No. No PA required
Leukine (sargramostim) 32820 sargramostim Hematopoietic agent 50meg 250 mcg, 500 mcg SDV. Medicaid Covered No. No PA required
Leukine (sargramostim) 32820 sargramostim Hematopoietic agent 50meg 250 mcg, 500 mcg SDV. Medicare Pref. Specialty No. No PA required
Leuprolide acetate - Cipla Brand ONLY
o (p o s 954 leuprolide Endocrine 75mg 225mg SDvial Commercial Not Covered No  |Not Covered
utrate)
Leuprolide acetate - Cipla Brand ONLY
« (p o) P 954 leuprolide Endocrine 75mg 225 mg SDvial Medicaid Covered No  |No PA required
utrate)
Leuprolide acetate - Cipla Brand ONLY
e (p o P T4 leuprolide Endocrine 75mg 225 mg SDvial Medicare Medicare Chemo No | No PA required
utrate)
Leustatin 39065 cladribine Oncoloay 1mg 10 mg SOV Commercial Non-specialty No | NoPA required
Leustatin 39065 cladribine Oncology 1mg 10mg SOV Medicaid Covered No. No PA required
Leustatin 39065 cladribine Oncoloay Tmg 10 mg SOV Medicare Non-specialty No | NoPA required
levothyroxine, Fresenius Kabi Brand ONLY 0651 desmopressin Miscellaneous 10meg Commercial Non-specialty No  |No PA required
levothyroxine, Fresenius Kabi Brand ONLY 0651 desmopressin Miscellaneous 10meg Medicaid Covered No  |Reference CHAMPS to ensure this drug & NDC is covered for your provider type on the date of service
levothyroxine, Fresenius Kabi Brand ONLY 0651 desmopressin Miscellaneous 10meg Medicare Non-specialty No  |No PA required
levothyroxine, Hikma Brand ONLY 10652 desmopressin Miscellaneous 10meg Commercial Non-specialty No | No PA reauired
levothyroxine, Hikma Brand ONLY 10652 desmopressin Miscellaneous 10meg Medicaid Covered No | Reference CHAMPS to ensure this drug & NDC is covered for your provider type on the date of service
levothyroxine, Hikma Brand ONLY 10652 desmopressin Miscellaneous 10meg Medicare Non-specialty No | No PA reauired
levothyroxine, not otherwise specified 10650 desmopressin Miscellaneous 10meg Commercial Non-specialty No | No PA required
levothyroxine, not otherwise specified 30650 desmopressin Miscellaneous 10meg Medicaid Covered No Reference CHAMPS to ensure this drug & NDC is covered for your provider type on the date of service
levothyroxine, not otherwise specified 10650 desmopressin Miscellaneous 10meg Medicare Non-specialty No | No PA reauired
Levulan Kerastick (topical aminolevulinic 20% single unit dosage
acid) (top 7308 aminolevulinic acid Topical o closes 20%applicator kit Commercial Non-specialty No  |No PA required
Levulan Kerastick (topical aminolevulinic 20% single unit dosage
acid) (top 7308 aminolevulinic acid Topical o closes 20% applicator kit Medicaid Covered No  |No PA required
Levulan Kerastick (topical aminolevulinic 20% single unit dosage
acid) (top 7308 aminolevulinic acid Topical o closes 20%applicator kit Medicare Non-specialty No  [No PA required
Libtayo (cemiplimab) J9m9 cemiplimab Oncoloay 1mg 350 mgf7 mL SOV Commercial Pref Specialty YEs | PA required - see medical oncoloay prior form for criteria
Libtayo (cemiplimab) Jom9 cemiplimab Oncoloay 1mg 350 mgf7 mL SOV Medicaid Covered No [No PA Reauired
Libtayo (cemiplimab) Jom9 cemiplimab Oncoloay 1mg 350 mgf7 mL SOV Medicare Medicare Chemo No [ PA Required (Cancer Therapy) - See Medicare Part B Oncoloay Prior form
linezolid - Hospira Brand ONLY 32020 linezolid Antimicrobial 200mg 200 mg/100 mL, 600 mg/300 mL 5D bag | Commercial Pref. Specialty No  |No PA required
linezolid - Hospira Brand ONLY 32020 linezolid Antimicrobial 200mg 200 mg/100 mL, 600 ma/300 mLSD bag | Medicaid Covered No  |NoPA required
linezolid - Hospira Brand ONLY 32020 linezolid Antimicrobial 200mg 200 mg/100 mL, 600 ma/300 mLSDbag | Medicare Pref. Specialty No  |No PA required
32020 - Not for
linezolid (generic Zyvox) Hospira brand - linezolid Antimicrobial 200mg 200 Mg/100 mL, 600 mg/300 mL SD bag | Commercial Pref. specialty No  |NoPA required
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32020 - Not for

caproate)

preventative

Autoinjector

linezolid (generic Zyvox) Hospira brand - linezolid Antimicrobial 200mg 200 mgf100 mi. 600 ma/300 mL. SDbag | Medicaid Covered No |NoPA required
See 32021
12020 - Not for
linezolid (generic Zyvox) Hospira brand - linezolid Antimicrobial 200mg 200 mg/100 mL, 600 mg/300 mLSDbag | Medicare Pref. Specialty No  |NoPA required
See 12021
50 meg for IT trial (10476) 50 meg/mL S ampule; .
resal Intrathecal (baclofen) 10475,10476 baclofen Muscle relaxant o oary [ 10mals ML 10 mg/z0 . d0 mafz0mt | Commercial Non-specialty No  |No PA required
SD ampules
S0 mea/m. SD ampule;
m
Lioresal Intrathecal (baclofen) 30475,30476 baclofen Muscle relaxant | %911 U‘gf;g““’ 10ma/s mL 10 maf20mL, 40ma/20 mt | Medicaid Covered Mo |No PA required
9 SD ampules
50 meg for IT trial (10476) 50 meg/mL S ampule;
resal Intrathecal (baclofen) 10475,30476 baclofen Muscle relaxant ooy [omalsmL10mg20 L 0mazomL | Medicare Non-specialty No  |No PA required
SD ampules
Logtorzi i ) 33263 toripalimab Oncology 1mg 240 mg/6 mL SDV. Commercial Pref. Specialty No. PA required - see medical oncology prior form for criteria
Logtora {toripalimabetp) . toripalimab Oncoloay me [ Medicaid covered v |NoPARequired - Reference CHAMPS to ensure this drug & NDC is covered for your provider type on the
date of service
Logtorzi i ) 33263 toripalimab Oncology 1mg 240 mg/6 mL SDV. Medicare Medicare Chemo. No PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior ization form
B P d - click here for criteria. Link for the P f the General P th
Lucentis (ranibizumab) 12778 ranibizumab Ophthalmic o1mg 03mg,05mg D syringefvial Commercial NPS oo | ; "t“"b clickhere for criteria. Link for the Priot ormison the General Prior Au
orms tal
. P d - click here for criteria. Link for the P f the General P th
Lucentis (ranibizumab) 12778 ranibizumab Ophthalmic o1mg 03mg,05mg D syringefvial Medicaid Covered oo |2 ft “:"L IS e oM I SR e LSRN Lens
orms tal
No PA required when billed for the following ICD-10 codes: EO8.311, E08.319, E08.3211-E08.3213, E08.3291 —
E08.3293, EO 311-E O 813, E08.3391 — E08.3393, E08.3411- E08.3413, E08.3491 — E08.3493, E08.3511- E08.3513,
E08.3521 - E08.3523, E08.3531 - E08.3533, E08.3541 — E08.3543, E08.3551 - E08.3553, E08.3591 — E08.3593,
E09.311, E09.319, E09.3211-E09.3213, E09.3291 - E09.3291, E09.3311-E09.3313, E09.3391 — E09.3393, E09.3411-
E09.3413, E09.3491 — E09.3493, E09.3511- E09.3513, E09.3521 — E09.3523, E09.3531 - E09.3533, E09.3541 —
E09.3543, E09.3551 - E09.3553, E09.3591 — E09.3593, E10.311, E10.319, E10.3211- E10.3213, E10.3291 - E10.3293,
. E10.331- E10.3313, E10.3391 - E10.3393, E10.3411- E10.3413, E10.3491 - E10.3493, E10.3511-E10.3513, E10.3591-
Lucentis (ranibizumab) 12778 ranibizumab Ophthalmic 01mg 03 mg,05 mg SD syringefvial Medicare Pref Specialty No
E10.3599, EN.3211-EN1.3219, E11.3291-E11.3299, EN1.3311- ET1.3313, E11.3391 - E11.3393, ET1.3411- E11.3413, E11.3491 -
EN1.3493, ET1.3511 - ET1.3513, ET1.3521 — EN1.3523, E11.3531 - EN1.3533, E11.3541 - EN1.3543, ET1.3551 - E11.3553, E11.3591 -
EN1.3593, E13.311, E13.319, E13.3211- E13.3213, E13.3291 - E13.3293, E13.3311- E13.3313, E13.3391 - E13.3393, E13.3411-
E13.3413, E13.3491 - E13.3493, E13.3511- E13.3513, E13.3521 — E13.3523, E13.3531 - E13.3533, E13.3541 - E13.3543,
E13.3551 - E13.3553, E13.3591 - E13.3593, H34.8110, H34.8120, H34.8130, H34.8310, H34.8320, H34.8330, H34.8390,
H35.051 - H35.053, H35.3210 - H35.3233, H35.351 - H35353, H44.21 - H44.2E9 All other ICD-10 PA
required - See Medicare Medical Part B prior i form
i PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Lumizyme (alglucosidase alfa) 30221 alglucosidase alfa | Enzyme deficiency 10mg 50mg SOV Commercial Pre. Specialty ves | PAreaute
orms tal
Lumizyme (alglucosidase alfa) 30221 alglucosidase alfa | Enzyme deficiency 10mg 50mg SOV Medicaid Covered Yes ;’A 'eq:'";d =click here for criteria. Link for the Prior Ausharization farm is on the General Prior Auth
orms tal
§ PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Lumizyme (alglucosidase alfa) 30221 alglucosidase alfa | Enzyme deficiency 10mg 50mg SOV Medicare Pre. Specialty I iy
orms' tal
L moxetumomab N I
Lumoxiti (moxetumomab pasudotox) 19313 o Oncology 00img Tmg oV Commercial Pre. Specialty No  |pArequired - see medical oncology prior form for criteria
moxetumomab .
moxetumomab pasudotox) 19313 o Oncology 00img Tmg DV Medicaid Covered No | No PA Required
moxetumomab
Lumoxiti (moxetumomab pasudotox) 19313 o Oncology 00img Tmg SOV Medicare Medicare Chemo No | PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
Lunsumio (mosunetuzumab-axgb) 39350 rmosunetuzumab Oncology 1mg Qﬂ’\'fé’;‘;“sév Commercial Pref. Specialty No | PArequired - see medical oncology prior form for criteria
Tmg/mi SDV -
Lunsumio (mosunetuzumab-axgb) 9350 mosunetuzumab Oncology 1mg mm:/; e Medicaid Covered No | No PA Required
Lunsumio (mosunetuzumab-axgb) 39350 rmosunetuzumab Oncology 1mg Qﬂ’\'fé’;‘;“sév Medicare Medicare Chemo No | PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
Lupaneta (leuprolide acetate and leuprolide acetate
norethindrone kit) 33490 i morothidrane Miscellaneous 375 mg (leuprolide) 375 mg, 125 mg kit Commercial Pref Specialty No | No PA required
Lupaneta (leuprolide acetate and leuprolide acetate
norethindrone kit 33490 i morothidrane Miscellaneous 375 mg (leuprolide) 375 mg, 125 mg kit Medicaid Covered No  |No PA required
i
Lupaneta (leuprolide acetate and leuprolide acetate
norethindrone kit) 33490 i morothidrane Miscellaneous 375 mg (leuprolide) 375 mg, 125 mg kit Medicare Pref Specialty No | No PA required
Lupron (leuprolide acetate)--non depot
formulation 9218 leuprolide Oncology 1mg 14 mg/28 mL MDV kit Commercial Non-specialty YEs  |No PA required
u
Lupron (leuprolide acetate)--non depot
fm; m(mp ) P J9218 leuprolide Oncology 1mg 14 mg/28 mL MDV kit Medicaid Covered No | No PA required
u
I te)- t i i i ical t. Refer to th Al
Lupron (leuprolide acetate)--non depot Jos — Oncology . ISP — et oAbl N |Thisdrugis not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
formulation under the pharmacv benefit
Lupron Depot (leuprolide acetate) 21950, 39217 leuprolide Miscellaneous 375mg.75mg various Commercial Pref Specialty YES__ | No PA reauired
Lupron Depot (leuprolide acetate) 21950, 39217 leuprolide Miscellaneous 375mg.75mg various Medicaid Covered No | No PA required
Lupron Depot (leuprolide acetate) 21950, 39217 leuprolide Miscellaneous 375mg.75mg various Medicare Pref specialty No | No PA required
. 35mg, 75mg, 125mg, T5mg, 30mg, 45 N
Lupron Depot-PED (leuprolide acetate) 71950 leuprolide Endocrine 025mg o ?"q SD:”M: 9 Commercial Pref. Specialty No No PA required
ma.7.5mg, 1125mg, Tsmg, 3om: . N
Lupron Depot-PED (leuprolide acetate) 71950 leuprolide Endocrine 025mg 35ma, 74 QMESD;”‘:E: 20ma. 451 Medicaid Covered No  [No PA required
N 35mg, 75mg, 1.25mg, 15mg, 30mg, 45 -
Lupron Depot-PED (leuprolide acetate) 71950 leuprolide Endocrine 025mg o ?"q SD:”M: 9 Medicare Pref. Specialty No No PA required
\utetium LUTT7 Radio- 10 millicurie/mL SDV (each vial will have ]
Lutathera (lutetium LU 177 dotatate) A9513, 39999* T millicurie (mci) between 205 mLto 25 mL to provide | Commercial Pref. Specialty No | PArequired - see medical oncology prior form for criteria
dotatate pharmaceuticals 200 mCi of radioactivity)
10 milicurie/mL SDV (each vial wil have
lutetium LU 177 Radio- "
Lutathera (lutetium LU 177 dotatate) A9513, 19999* 1 millicurie (mci) between 205 mLto25mL toprovide | Medicaid Covered No No PA Required
dotatate pharmaceuticals 200 mCi of radicactivity)
\utetium LUTT7 Radio- 10 millicurie/mL SDV (each vial will have
Lutathera (lutetium LU 177 dotatate) A9513,39999* T millicurie (mci) between 205 mLto 25 mL toprovide |  Medicare Pref. Specialty No | PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
dotatate pharmaceuticals 200 mCi of radioactivity)
joretigene Gene/Cellular . PA required - click h f iteria. Link for the Prior form is on the General Prior Auth
Luxturna (voretigene neparvovec) 3308 voretd / Thillion vector genomes 150 bilable units per eye Commercial Gene Therapy ves requir re for criteria, Link for i o rior Au
neparvovec Therapy Forms tab,
voretigene Gene/Cellular N
Luxturna (voretigene neparvovec) 13398 neper\?ovec Therapy 1billion vector genomes 150 billiable units per eye Medicaid Carve Out No. Contact Fee for Service Medicaid for coverage
voretigene Gene/Cellular
Luxturna (voretigene neparvovec) 13398 neparfovec Therapy bilion vector genomes 150 billable units per eye Medicare Gene Therapy No | PA required - See Medicare Medical Part B prior authorization form
73 %1016 D341 celiskg
. lovotibeglogene Gene/Cellular
Lyfgenia (lovotibeglogene autotemcel) 13394 9log Pertherapeuticdose | of body weight, in one to four infusion | Commercial Not Covered No | Notcovered
autotemcel Therapy bags
731006 CD34+ cellskg
lovotibeglogene Gene/Cellular .
Lyfgenia (lovotibeglogene autotemcel) 13394 919 Pertherapeuticdose | of body weight in one to fourinfusion | Medicaid Carve Out No | Contact Fee for Service Medicaid for coverage
autotemcel Therapy bage
7371016 CD34+ cellshkg - }
lovotibeglogene Gene/Cellular PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Lyfgenia (lovotibeglogene autotemcel) 13394 {beglog / Pertherapeuticdose | of body weight, in one tofour infusion |  Medicare Gene Therapy No i ick here. r the Prior izatl L ral Prior Auf
autotemcel Therapy bags Forms' tab,
Makena (brand only--hydroxyprogesterone Preterm Labor 1250 mafs mL SDV, 275mafmi
( ly--hydroxyprogs 1726 hydroxyprogesterone 0mg 1250 mgfS mLSDV, 275mgfi1 Commercial Not covered No  [Not covered- FDA Approval withdrawn 4-6-2023
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Makena (brand only--hydroxyprogesterone

Preterm Labor

1250 ma/s mL SDV, 275mg/1mi

n726 hydroxyprogesterone N 10mg Medicaid Not Covered No  |Not covered- FDA Approval withdrawn 4-6-2023
caproate) breventative Autoinjector
Makena (brand only--hydroxyprogesterone Preterm Labor 1250 mg/5 mL SDV, 275mgf1mI ;
( ly--hydroxyprogs 1726 hydroxyprogesterone ! 10mg 9 N Medicare Not covered No [ Not covered- FDA Approval withdrawn 4-6-2023
caproate) breventative Autoinjector
Margenza (marget: b-crkb) 19353 Oncoloay 5mg 250 mgf1o m SOV Commercial Pref. Specialty No_|PA required - see medical oncoloay prior form for criteria
Margenza (marget: b-cmkb) 19353 Oncoloay 5mg 250 mg/10 mL BV Medicaid Covered No_ [No PA Required
PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Margenza (margetuximab-cmkb) 19353 margetuximab Oncology smg 250 mg/10 mL SOV Medicare Pref. Specialty [
§ Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
Marinol (dronabinol) Qo167 Dronabinol Antiemetic 25mg 25mg, 5 mg, 10 mg capsule Medicare. Non-specialty No . Hsb
D coverage determination form for criteria
Maraibo (vincristine liposome) 39371 vincristine Oncoloay 1mg 5 mg/31 mL SD kit Commercial NPS No_|PA required - see medical oncoloay prior form for criteria
Maraibo (vincristine liposormne) 39371 vincristine Oncoloay 1mg 5 mg/31 mL SD kit Medicaid Covered No. No PA Required
Maraibo (vincristine liposorne) 39371 vincristine Oncoloay 1mg 5 mg/31 mL SD kit Medicare Medicare Chemo No. No PA required
32175 meperidine Analgesic 100mg various Commercial Non-specialty No_ |No PA reauired
32175 meperidine Analgesic 100mg various Medicaid Covered No_ |No PA required
32175 meperidine Analgesic 100mg various Medicare Non-specialty No_ |No PA required
Mepsevii (vestronidase alfa-vibk) 3397 alfa Enzyme deficiency 1mg 10 mg/s mLSDV Commercial Not covered No_|Not covered
Mepsevii (vestronidase alfa-vibk) 3397 alfa Enzyme deficiency 1mg 10 mg/s mLSDV Medicaid Not Covered No_|Not covered
Mepsevii (vestronidase alfa-vibk) 3397 alfa Enzyme deficiency 1mg 10 mg/s mLSDV Medicare NPS No | PA required - See Medicare Medical Part B prior au form
meropenem - B Braun Brand ONLY 12184 meropenem Antimicrobial 100mg 500 mg, 1000 mg SDV Commercial Pref. Specialty No  |No PA required
meropenem - B Braun Brand ONLY 12184 meropenem Antimicrobial 100mg 500 mg, 1000 mg SDV Medicaid Covered No  [No PA required
meropenem - B Braun Brand ONLY 12184 meropenem Antimicrobial 100mg 500 mg, 1000 mg SDV Medicare Pref. Specialty No  |No PA required
penem - WG Critical Care ONLY 12183 r Antimicrobial 100mg 2000 mg SOV Commercial Pref. Specialty No_ |No PA reauired
penem - WG Critical Care ONLY 12183 r Antimicrobial 100mg 2000 mg SOV Medicaid Covered No | No PA required
meropenem - WG Critical Care ONLY 12183 meropenem Antimicrobial 100mg 2000 mg SOV Medicare Pref. Specialty No  |No PA required
Merrem erm) 32185 r Antimicrobial 100mg 500 mg, 1000 mg SDV Commercial Pref. Specialty No |No PA reauired
Merrem erm) 12185 r Antimicrobial 100mg 500 mg, 1000 mg SDV Medicaid Covered No | No PA required
Merrem erm) 32185 r Antimicrobial 100mg 500 mg, 1000 mg SDV Medicare Pref. Specialty No_ |No PA reauired
Mesnex (mesnal 9209 mesna Oncoloay 200 mg 1000 mgflo mt MDV Commercial Non-specialty No_ |No PA reauired
Mesnex (mesna) 39209 mesna Oncoloay 200 mg 1000 mg/10 mL. MDV. Medicaid Covered No. No PA required
Mesnex (mesnal 9209 mesna Oncoloay 200 mg 1000 mgflo mt MDV Medicare Non-specialty No_ |No PA reauired
Metheraine (methylerconovine maleate) 32210 methvlergonovine Miscellaneous 02mg 02mg/mL SOV Commercial Non-specialty No_ |No PA reauired
Metheraine (methylergonovine maleate) 32210 methvlergonovine Miscellaneous 02mg 02mg/mL SOV Medicaid Covered No | No PA reauired
Metheraine (methylerconovine maleate) 32210 methvlergonovine Miscellaneous 02mg 02mg/mL SOV Medicare Non-specialty No | No PA reauired
Micafungin - Baxter ONLY 32246 micafungin Antimicrobial 1mg 50mg, 100 mg SOV, Commercial Pref. Specialty No  [No PA required
Micafungin - Baxter ONLY 12246 micafungin Antimicrobial 1mg 50mg, 100 mg SOV, Medicaid Covered No  [No PA required
Micafungin - Baxter ONLY 12246 micafungin Antimicrobial 1mg 50mg, 100 mg SOV, Medicare Non-specialty No  [No PA required
Micafungin - Par Pharm Brand ONLY 32247 micafungin Antimicrobial 1mg 50mg, 100 mg SOV, Commercial Pref. Specialty No  [No PA required
Micafungin - Par Pharm Brand ONLY 32247 micafungin Antimicrobial 1mg 50mg, 100 mg SOV, Medicaid Covered No  [No PA required
Micafungin - Par Pharm Brand ONLY 32247 micafungin Antimicrobial 1mg 50mg, 100 mg SOV, Medicare Pref. Specialty No  |No PA required
30887 (ESRD)
Mircera (Methoxy polyethylene glycol-epoetin (ESRD) | thoxy polyethylene 50 meg/03 mL, 75 meg/o3 mi, 100 .
0888 (Non- Hematopoietic agent 1meg megf03mL, 150 meg/03mL, 200 | Commercial Pref. Specialty No [ No PA required
beta) csrD) glycol-epoetin beta meg/0 L, 250 meslo3 mL D syinge
30887 (ESRD) meg/03 mL 75 meg/o3 m
Mircera (Methoxy polyethylene glycol-epoetin (ESRD) | thoxy polyethylene 50 meg/03 mL, 75 meg/03 ml, 100 .
0888 (Non- Hematopoietic agent Tmeg meg/0:3 mL, 150 meg/03 mi, 200 Medicaid Covered No  [No PA required
beta) £SRD) glycol-epoetin beta mcg/03 mL, 250 meg/03 ml SD syringe
q | 30887 (ESRD)
Mircera (Methoxy polyethylene glycol-epoetin =R ||y pictingne - NS L DT RStk 2 §
30888 (Non- Hematopoietic agent 1meg meg/03 mL, 150 meg/03 mL, 200 Medicare. Pref. Specialty No
beta) =5 glycol-epoetin beta /me/03 mL, 250 meg/03 mL SO syringe D coverage form for criteria
mitomycin 39280 mitomycin Oncology 5mg 5mg,20 mg, 40 mg SDV. Commercial Non-specialty No [ No PA required
mitomycin 39280 mitomycin Oncology smg 5 mg, 20 mg, 40 mg SOV Medicaid Covered No No PA required
mitomycin 39280 mitomycin Oncology 5mg 5mg,20 mg, 40 mg SOV Medicare Non-specialty No [ No PA required
Mitosol (mitomycin) ophthalmic 17315 mitomycin Ophthalmic 02mg 02mg sD kit Commerci Non-specialty No__|No PA required
Mitosol (mitomycin) ophthalmic 17315 mitomycin Ophthalmic 02mg 02mg sD kit Medicaid Covered No__|No PA required
Mitosol (mitomycin) ophthalmic 17315 mitomycin Ophthalmic 02mg 02mg sD kit Medicare Non-specialty No__|No PA required
Monijuvi (tafasitamab-cxix) 9349 tafasitamab Oncology 2mg 200mg SOV, Commercial Pref. Specialty No__|PA required - see medical oncoloay prior form for criteria
Moniuvi (tafasitamab-cxix) 19349 tafasitamab Oncology 2mg 200 mg SOV, Medicaid Covered No No PA Required
Monijuvi (tafasitamab-cxix) 9349 tafasitamab Oncology 2mg 200mg SOV, Medicare Medicare Chemo No | PA Required (Cancer Therapy) - See Medicare Part B Oncoloay Prior form
ic (ferric derisomaltose) 0437 ferric derisomaltose | Iron replacement 10mg 1000 mg/1o mL SOV Commercial NPS No__|No PA required
(ferric derisomaltose) 0437 ferric derisomaltose | Iron replacement 10mg 1000 mg/1o mL SDV Medicaid Covered No__|No PA required
ic (ferric derisomaltose) 0437 ferric derisomaltose | Iron replacement 10mg 1000 mg/1o mL SDV Medicare NPS No__|No PA required
Antihemophilic This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Mononine (Antihemophilic Factor 1X) 17193 & Hemophilia Refer to ADL No &l B 9 List (ADL) =
Factor IX under the pharmacy benefit
Antihermor Refer to the Medicaid Approved Drug List (ADL) for pharmacy benefit coverage, For one-time doses
Mononine (Antihemophilic Factor 1X) 7193 Facrorlpx Hemophilia Medicaid Not Covered No required for planned outpatient i claims), will be reviewed
for medical necessity according to the Hemophilia Management Medical Policy 91569
. - Antihemophilic -
Mononine (Antihemophilic Factor 1X) 17193 Factor X Hemophilia Medicare Pref. Specialty No  [No PA required
o R N |
Monovisc (hyaluron‘ah/ hyaluronic acid) for 7327 hyaluronate sodium/ Hyaluronic acid perdose 88 mgl4mLsDsringe Commercial Not covered No Not covered - See r y Do‘h:y CARE/ BENEFIT
intra-articular injection hyaluronic acid derivatives EXCEPTIONS for more information
Monovisc (hyal hyaluronic acid) f hyal d Hyal :
onovise (hyaluronan hyaluronic acid) for s yaluronate sodium/ iyaluronic acid - 48 om0 ayinge Medicaid N o | Not covered
intra-articular injection hyaluronic acid derivatives
Monovisc (hyaluronan/ hyaluronic acid) for s hyaluronate sodium/ | Hyaluronic acid perdome 48 om0 ayinge Medicare e no  |PARequired - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
intra-articular injection hyaluronic acid derivatives Forms' tab,
Moxifloxacin - Fresenius Kabi Brand ONLY 32281 moxifloxacin Antimicrobial 100mg 400mg/250mL D infusion bag | Commercial Non-specialty No  [No PA required
Moxifloxacin - Fresenius Kabi Brand ONLY 32281 moxifloxacin Antimicrobial 100mg 400mg/250 mL SD infusion bag Medicaid Covered No  [No PA required
Moxifloxacin - Fresenius Kabi Brand ONLY 32281 moxifloxacin Antimicrobial 100mg 400mg/250 mL SD infusion bag Medicare Non-specialty No  |No PA required
Mozobil (plerixafor) 32562 plerixafor Oncology 1mg 24 mg/2 mL SOV Commercial NPS No No PA required
Mozobil (plerixafor) 32562 plerixafor Oncology 1mg 24 mg/2 mL SOV Medicaid Covered No No PA required
Mozobil (plerixafor) 32562 plerixafor Oncology 1mg 24 mg/2 mL SOV Medicare NPS No No PA required
Muco acetylcysteine) INHALATION . . 10%,20% 3mi, 4mi, 10 mLand 30 mL .
EUEtECE LyEtine) 17608 acetylcysteine inhalation Tgram miAmblomLand30mL | pedicare Non-specialty No
ONLY sov D coverage ination form for criteria
Mvasi (bevacizumab-awwb) Q5107 bevacizumab Oncology 10mg 100 mg/4 mL, 400 mgfemLsDV__| Commercial Pref. Specialty No_ |No PA required
Mvasi (bevacizumab-awwb) Qs107 bevacizumab Oncology 10mg 100 mg/4 mL, 400 Mg/16 mL SDV. Medicaid Covered No No PA required
Mvasi (bevacizumab-awwb) Qs107 bevacizumab Oncology 10mg 100 mg/4 mL, 400 Mg/16 mL SDV. Medicare Medicare Chemo No No PA required
12248 - Not for
Par Pharm y
Mycamine (micafungin) brand -5 micafungin Antimicrobial 1mg 50mg, 100 mg SOV, Commercial Pref. Specialty No  [No PA required
rand - See
12247
12248 - Not for
. . Par Pharm . - .
Mycamine (micafungin) micafungin Antimicrobial 1mg 50mg, 100 mg SOV Medicaid Covered No  [No PA required
brand - See
12247
12248 - Not for
Par Pharm
Mycamine (micafungin) micafungin Antimicrobial 1mg 50mg, 100 mg SOV, Medicare Pref. Specialty No  [No PA required
brand - See
12247
Myfortic (Mycophenolate sodium or Immunosuppressive i Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
. 17518 mycophenolate 180mg 180 mg, 360 mg tablet Medicare Non-specialty No z ——
Mycophenolic acid) ORAL ONLY agent D coverage determination form for criteria
Myhibbin (Mycophenolate mofetil) ORAL 7514 mycophenolate | MMunosuppressive o 200 ma/mL oral suspension - Non-specialty \o |PartBysPartD-See Approved Drug List for covered formulations under Part D - see the Part B.vs Part
ONLY agent (175mi bottle) D coverage determination form for criteria
Mylotarg (gemtuzumab ozogamicin) 39203 gemtuzumab Oncoloay o1mg 45mg SDV Commercial NPS No_ |PA required - see medical oncoloay prior form for criteria
Mylotarg (gemtuzumab ozogamicin) 39203 gemtuzumab Oncoloay o1mg 45mg SDV Medicaid Covered No_ |No PA Required
Mylotarg (gemtuzumab ozogamicin) 39203 gemtuzumab Oncoloay o1mg 45mg SDV Medicare Medicare Chemo No_ |PA Required (Cancer Therapy) - See Medicare Part B Oncoloay Prior form
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2500 unit/0's mL, 5000 unitfmL. 10,000

jired - here for criteria, Lin! horization for: 1P

Myobloc (rimabotulinumtoxing) 0587 botulinum toxin B botulinum toxin 100 units v Commercial Pref. Specialty No | Forms tab. No auth required when billed by: Neurologist (NEUR), Rehab Medicine (PMR) or Physical Med
& Rehab (PT)
» » ired - here for criteria. Linl horization for: | Py
2500 unit/0'S ML, 5000 unit/mL, 10,000
Myobloc (rimabotulinumtoxing) 0587 botulinum toxin B botulinum toxin 100 units vt Medicaid Covered No | Forms tab. No auth required when billed by: Neurologist (NEUR), Rehab Medicine (PMR) or Physical Med
& Rehab (PT)
» » PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth
2500 unit/0'S ML, 5000 unit/mL, 10,000
Myobloc (rimabotulinumtoxing) 0587 botulinum toxin B botulinum toxin 100 units Pivipt il Medicare Pref. Specialty No ) hen bill " icin . L
Med & Rehab (PT)
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Naglazyme (galsulfase) 458 galsulfase Enzyme deficiency 1mg 5mg/s mL SDV. Commercial Pref. Specialty Y& rormes tab,
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Naglazyme (galsulfase) 458 galsulfase Enzyme deficiency 1mg 5mg/s mL SDV. Medicaid Covered Y& | rormes tab,
(qalsulf 21458 qalsulfase Enzyme deficiency. Tmg 5 mg/S mLSDV Medicare Pref Specialty No[No PA required
Navelbine (vinorelbine) 19390 vinorelbine Oncoloay 0mg 10 mg/mL, 50 mg/s LSOV Commercial Non-specialty No[No PA required
Navelbine (vinorelbine) 39390 vinorelbine Oncoloay 1omg 10 mg/m, 50 mg/s mL SOV Medicaid Covered No. No PA required
Navelbine (vinorelbine) 19390 vinorelbine Oncoloay 0mg 10 mg/mL, 50 ma/s LSOV Medicare Non-specialty No[No PA required
Nebupent (pentamidine isethionate)
\nhalation 2545 pentamidine inhalation 300mg 300mg SOV Commercial Non-specialty No | No PA required
Nebupent (pentamidine isethionate
pent (b ) 2545 pentamidine inhalation 300mg 300mg SOV Medicaid Covered No  |No PA required
inhalation
Nebupent (pentamidine isethionate)
\nhalation 2545 pentamidine inhalation 300mg 300mg SOV Medicare Non-specialty No | No PA required
) 37515-25mg . Immunosuppressive 02 (BEE) . Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part.
Neoral (cyclosporin, modified) ORAL ONLY cyclosporin 25mg, 50 mg, 100 mg capsule Medicare Non-specialty No L p—
37502-100mg agent T TEE) D_coverage determination form for criteria
Nephramine (amino acids) Injection amino acids TPN Medicare No. 2 2
D coverage form for criteria
Neulasta (pegfilgrastim) 12506 pegfilgrastim 05mg 6ma/06 mLSD syringe and Onpro kit | Commercial Pref Specialty No  |No PA required
Neulasta (pegfilgrastim) 12506 pegfilgrastim 05mg 6ma/06 mLSD syringe and Onprokit | Medicaid Covered Mo |No PA required
Neulasta (pegfilgrastim) 12506 pegfilgrastim 05mg 6ma/06 mLSD syringe and Onprokit | Medicare Pre. Specialty Mo |No PA required
300 meg/05 mL 300 meg/ mi 480
Neupogen (filgrastim) 7442 filgrastim Hematopoietic agent 1meg meglo8 mL 480 megN6mLSD | Commercial NPS No  |NoPA required
vial/syringe
300 mcg/05 mL, 300 meg/ mi, 480
Neupogen (filgrastim) N442 filgrastim Hematopoietic agent 1meg mcg/08 mL, 480 mcgl6 mL SD Medicaid Covered No  |No PA required
vialfsyringe
300 mcg/0.5 mL, 300 mcg/l mL, 480 - fe P ison the '
Neupogen (filgrastim) 442 filgrastim Hematopoietic agent 1meg mcgl08 mL 480 mcaflé mL SD Medicare NPS No
vialfsyringe Forms' tab,
(etonogestrel implant) 17307 Cor per cach 68 mg implant Commercial || Referto Contraceptive Coverage No | Refer to contraceptive coverade
(etonogestrel implant) 17307 Cor per cach 68 mg implant Medicaid | _Refer to Contraceptive Coverage No | Refer to contraceptive coverade.
(etonogestrel implant) 17307 Cor per cach 68 mg implant Medicare |_Referto Contraceptive Coverage No | Refer to contraceptive coverade.
N PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Nexviazyme (avalglucosidase alfa-ngpt) J0219 avalglucosidase alfa | Enzyme deficiency 4mg 100mg SDV Commercial NPS ves Forms tab.
1
N PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Nexviazyme (avalglucosidase alfa-ngpt) 0219 avalglucosidase alfa | Enzyme deficiency 4mg 100mg SOV Medicaid Covered ves |EAreaute
1
. PA Required - click here for criteria, Link for the Prior Authorization form is on the ‘General Prior Auth
Nexviazyme (avalglucosidase alfa-ngpt) 0219 avalglucosidase alfa | Enzyme deficiency 4mg 100mg SOV Medicare NPS Mo | L et tab,
1
13590 Human Growth This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Ngenia (somatrogon-ghla) somatrogon Commercial Refer to ADL No 9 PP g List (ADL) 9
Co399 Hormone under the pharmacv benefit
73590 Human Growth i This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Ngenia (somatrogon-ghla) somatrogon Medicaid Not Covered No 9 2R g List (ADL). 9
Co399 Hormone under the pharmacv benefit
73590 Human Growth i This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Ngenia (somatrogon-ghla) somatrogon Medicare Refer to ADL No 9 2R g List (ADL). 9
Co399 Hormone under the pharmacv benefit
Nipent ) 19268 pentostatin Oncoloay 0mg 10 mg SOV Commercial Pref, Specialty No [No PA required
Nipent ) 39268 pentostatin Oncoloay 10mg 10mg SOV Medicaid Covered No No PA required
Nipent ) 19268 pentostatin Oncoloay 0mg 10 mg SOV Medicare Pref, Specialty No  [No PA required
300 meg/05 mL, 300 meg/ mi, 480
Nivestym (filgrastim-aafi) Qsio filgrastim Hematopoietic agent meg mcgloB mL, 480 megNemLSD | Commercial Pre. Specialty No  |No PA required
vialfsyringe
300 meg/05 mL 300 g/ mL, 480
Nivestym (filgrastim-aaf Qso filgrastim Hematopoietic agent 1meg mcgl08 mL 480 mcaflé mL SD Medicaid Covered No  |NoPA required
vial/syringe
300 meg/05 mL, 300 meg/ mi, 480
Nivestym (filgrastim-aafi) Qsio filgrastim Hematopoietic agent meg mcg/08 mL, 480 mcgl6 mL SD Medicare Pre. Specialty No | No PA required
vialfsyringe
Novantrone (mitoxantrone) 39293 rmitoxantrone Oncology smg 20mgfom, anfzgis mL30maNS | commercial Non-specialty No  |No PA required
20 mg/io mL 25 mg/25 mL, 30 mas -
Novantrone (mitoxantrone) 39293 mitoxantrone Oncology 5mg 9homL, ng" 30mafS | e dicaid Covered No  |No PA required
Novantrone (mitoxantrone) 39293 rmitoxantrone Oncology smg 20mgfom, anfzgis mL3OmafS | yedicare Non-specialty No  |No PA required
Antihemophili B This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Novoeight (Antihemophilic Factor Vill) me2 B Hemophilia Commercial Refer to ADL No 9 2R g List (ADL) 9
Factor Vil under the pharmacy benefit
. fer to the M Approved Dri (ADL) for pharm: nefit coverage. For
§ o Antihemophilic o
Novoeight (Antihemophilic Factor Vill) 7182 Factor vil Hemophilia Medicaid Not Covered No |required for planned outpatient Jaims), will be reviewed
actor
for medical necessity according to the Medical Policy 91569
Antihemophilic
Novoeight (Antihemophilic Factor VIll) 17182 Fact \f’m Hemophilia Medicare Pref. Specialty No No PA required
actor
Antihemophilic . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
NovoSeven (Antihemophilic Factor Vila) 37189 & Hemophilia Commercial Refer to ADL. No. '9 o g List (ADL) 9
Factor Vila under the pharmacy benefit
P Refer to the Medicaid Approved Drug List (ADL) for pharmacy benefit coverage. For one-time doses
il .
NovoSeven (Antihemophilic Factor Vila) 7189 Factor \f"a Hermophilia Medicaid Not Covered No | required for planned outpatient i claims). will be reviewed
for medical necessity according to the Hemophilia Management Medical Policy 91569
Antihemophilic N
NoveSeven (Antihemophilic Factor Vila) 789 Eactor Vi Hemophilia Medicare Pref Specialty No | No PA required
. PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Nplate (romiplostim) 12802 romiplostim Hematopoietic agent 1meg 125 meg, 250 meg, 500 meg SOV Commercial Pref. Specialty No Forms tab,
.
N PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Nplate (romiplostim) 12802 romiplostim Hematopoietic agent meg 125 meg, 250 mag, 500 meg SOV, Medicaid Covered o |ohea
.
Nplate (romiplostim) 12802 romiplostim Hematopoietic agent meg 125 meg, 250 mag, 500 meg SOV, Medicare Pref. Specialty No | PpArequired - See Medicare Medical Part B prior authorization form
Nucala (mepolizumab) Prefilled Syringe & B This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
(mep ) Y3 32182 mepolizumab Respiratory Biologic Commercial Refer to ADL No 9 PP g List (ADL) g
Auto Injector under the pharmacy benefit
Nucala (mepolizumab) Prefilled Syringe & . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
(e ) bt 12182 mepolizumab Respiratory Biologic Medicaid Not Covered No 9 PP g List (ADL) g
Auto Injector under the pharmacy benefit
Nucala (mepolizumab) Prefilled Syringe & i This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
(e ) bt 12182 mepolizumab Respiratory Biologic Medicare Referto ADL No 9 PP g List (ADL) g
Auto Injector under the pharmacy benefit
. . PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Nucala (mepolizumab) Vial 12182 mepolizumab Respiratory Biologic 1mg 100 mg SOV Commercial NPS Y| s tab,
.
Nucala (mepolizumab) Vial 12182 mepolizumab Respiratory Biologic Tmg 100 mg SOV Medicaid Not Covered No | Not covered
N . ) PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Nucala (mepolizumab) Vial 12182 mepolizumab Respiratory Biologic 1mg 100 mg SOV Medicare Pref Specialty No i o,
rms' tal
Additional information
requireck National Drug PA required - click here for criteria, Link for the Prior Authorization form is on the General Prior Auth
Nulibry (fosdenopterin) 13490 fosdenopterin Miscellaneous Code (NDC),Strength, 95mg SOV Commercial Pref Specialty No
Dosage administered, Forms tab.
Route of administration,
Additional information
required: National Drug
Nulibry (fosdenopterin) 13490 fosdenopterin Miscellaneous Code (NDC),Strength, 95mg SOV Medicaid Not Covered No | Not Covered
Dosage administered,
Route of administration,
Additional information
required: National Drug
Nulibry (fosdenopterin) 13490 fosdenopterin Miscellaneous Code (NDC),Strength, 95mg SOV Medicare Pref Specialty No required - See Medicare Medical Part B prior authorization for
Dosage administered,
Route of administration,
Immunosuppressive .
Nulojix (belatacept) 30485 belatacept pf 1mg 250 mg SDV Commercial NPS ves [ No PA Required
agen
Immunosuppressive .
Nulojix (belatacept) 30485 belatacept pf 1mg 250 mg SDV Medicaid Covered Mo |No PA Required
agen
Immunosuppressive ired - click f nk for the Prior Authorization form is on the 'General Prior h
Nulojix (belatacept) 3Jo485 belatacept PP 1mg 250 mg SOV Medicare NPS No
agent Forms' tab,
ethinyl estradiol and B
Nuvaring (ethinyl estradiol and etonogestrel) 37295 Y Contraceptive 1 various Commercial Referto ADL No
ethinyl estradiol and . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Nuvaring (ethinyl estradiol and etonogestrel) 37295 Y Contraceptive 1 e Medicaid Not Covered No 9 PP g List (ADL) g
under the pharmacy benefit
ethinyl estradiol and This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Nuvaring (ethinyl estradiol and etonogestrel) 37295 Y Contraceptive 1 e Medicare Referto ADL No 9 PP g List (ADL) g
under the pharmacy benefit
Antihemophilic i This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Nuwiq (Antihemophilic Factor VIIl) 37209 s Hemophilia Commercial Refer to ADL No 9 2R g List (ADL) 9
Factor Vil under the pharmacy benefit
o i i i for nefit coverage. F -t
Antihemophilic .
Nuwig (Antihemophilic Factor Vi) 37209 Factor il Hemophilia Medicaid Not Covered No |required for planned outpatient claims). ill be reviewed
for medical necessity according to the Medical Policy 91569
Antihemophilic
(Antihemophilic Factor VIIl) 7209 Hemophilia Medicare Pref. Specialty No | No PA required

Factor VIl
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Nuzyra ) 10121 \ ; Tmg 100 mg SOV Commercial Not covered No | Not covered




Nuzyra (omadacycline] 0121 \ Antimicrobial 1mg 100 mg SOV Medicaid Not Covered No | Not covered
Nuzyra (omadacycline] 0121 Y Antimicrobial Tmo 100 mg SOV Medicare NPS No|PArequired - See Medicare Medical Part B prior aul form
R 13590%, 300 meg/05mL, 480 mcg/0.8 mL
Nypozi (filgrastim-txid) filgrastim Hematopoietic agent Tmeg o/ o/ Commercial Not Covered No  |Not Covered
co173 prefilled syringe
J3590%, 300 mcg/0.5mL, 480 mcg/0.8 mL.
i - mee Covered
Nypozi (filgrastim-txid) p filgrastim Hematopoietic agent 1meg e e Medicaid overe No  |No PA required
3590", meglosmL, 480 meg/o8 m PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Nypozi (filgrastim-txid) filgrastim Hematopoietic agent 1meg 300 meg/oSmi, 480 meg/08 m Medicare NPs No i
co73 prefilled syringe Forme tab,
Nyvepria (pegfilgrastim-apgf) Q5122 pegfilgrastim Hematopoietic agent 0smg 6mg/0.6 mLSD syringe Commercial pref. Specialty No |No PA required
Nyvepria (pegfilgrastim-apgf) Q5122 pegfilgrastim Hematopoietic agent 0smg 6mg/0.6 mLSD syringe Medicaid Covered No | No PA required
Nyvepria (pegfilgrastim-apgf) Q5122 pegfilgrastim Hematopoietic agent 0smg 6mg/0.6 mLSD syringe Medicare pref. Specialty No | No PA required
Antihemophilic This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Obizur (Antihemophilic Factor Vill) 7188 Hemophilia Commercial Refer to ADL No
Factor Vil under the pharmacy benefit
P— Refer to the Medicaid Approved Drug List (ADL) for pharmacy benefit coverage. For one-time doses
5 . ntihemophilic ; ; . .
Obizur (Antihemophilic Factor ViIl) 17188 e \;n Hemophilia Medicaid Not Covered » |y claims), will be reviewed
actor
for medical necessity according to the Medical Policy 91569
Antihemophilic
Obizur (Antihemophilic Factor ViIl) 1788 o \;H Hermophilia Medicare Pref. Specialty Mo |No PArequired
actor
o i o) Multiple Scl MS) . -
crevus (ocrelizumab) 12350 ocrelizumab ultiple Sclerosis (M) 1mg 300 mg/l0 mL SOV Commercial Pret. Speciaky ves retoren
(1V infusion) agent Forms tab.
o i o) Multiple Scl MS) . -
crevus (ocrelizumab) 12350 ocrelizumab ultiple Sclerosis (MS) 1mg 300 mg/10 ML SOV Medicaid Covered ves e for or
(1V infusion) agent Forms tab.
o i o) Multiple Scl MS)
ﬂ;m;"s (°°‘re izumab) 12350 ocrelizumab ultiple Sc er:’s‘s MS) 1mg 300 mg/10 ML SOV Medicare Pref. Specialty No No PA required
infusion, agent
Additional information
Ocrevus Zunovo required: National Dru U .
13590, ocrelizumab & | Multiple Sclerosis (Ms) | '2auired: Natienal Orug PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
(ocrelizumab & hyaluronidase-ocsa) om0 ol o N Code (NDC), Strength, | 820 mg and 23000 units/23 mLsDV | Commercial Pref. Specialty ves . .
" aluronidase agent orms tal
(Subcutaneous injection) g o Dosage administered,
Route of administration.
Additional information
Ocrevus Zunovo required: National Dru . .
13590, ocrelizumab & | Multiple Sclerosis (Ms) | '2auired: Natienal Orug PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
(ocrelizumab & hyaluronidase-ocsa) Cos0 ol o N Code (NDC), Strength, | 820 mg and 23,000 units/23 mL SDV Medicaid Covered ves . .
" aluronidase agent orms tal
(Subcutaneous injection) v o Dosage administered,
Route of administration.
Additional information
Ocrevus Zunovo required: National Dru
33590°, ocrelizumab & Multiple Sclerosis (Ms) | eauired: National Drug
(ocrelizumab & hyaluronidase-ocsa) pl; o o Code (NDC),Strength, | 920mg and 25000 unitsz3 mLsDv | Medicare Pref Specialty No | No PA required
(Subcutaneous injection) v o Dosage administered,
Route of adrministration.
N - Tam,25gm, 5 gm, 10 gm, 25 gm. 30 - o
©Octagam (immune globulin) intravenous 71568 VIG Immune Globulin 500 mg 9m 259m 59M 109M, 258M.S09M | 6 mercial Pref. Specialty ves | PA required - see IVIG/SCIG prior form for criteria
m, 25 gm, 5.gm, 10 gm, 25 gm, 30 gm PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Octagam (immune globulin) intravenous 71568 VIG Immune Globulin s00mg Tom.259m, Sgm. 10gm, 25gm, 309 Medicaid Covered ves requir iteria. Link for or Authorization fon ral Prior Auf
sov Forms tab.
m, 25 gm, 5.gm, 10 gm, 25 gm, 30 gm Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part.
Octagam (immune globulin) intravenous 71568 VIG Immune Globulin s00mg oM 259m S9m 109m,259m309M | e icare Pref. Specialty No r a ved Drug List for covered fon ions under Par L8 ve Parl
sov D coverage determination form for criteria
30131 - verify
manufacturer -
some have )
ofirmev (acetaminophen) " acetaminophen Analgesic 10mg . sov | C No No PA required
eir own
specific HCPCS
code
30131 - verify
manufacturer -
some have )
Ofirmev (acetaminophen) o acetaminophen Analgesic 0mg 500ma/50 ML, 1000 mgoomLSDV | Medicaid Covered No | No PA required
eir own
specific HCPCS
code
30131 - verify
manufacturer -
’ some have )
ofirmev (acetaminophen) o acetaminophen Analgesic omg 500mg/50mL, 1000 mg/i00mLSDV | Medicare Non-specialty No  |No PA required
eir own
specific HCPCS
code
Ogivri (trast b-dkst) Qsn4 trastuzumab Oncology. 10mg 150 mg, 420 mg SDV. Commercial Pref Specialty No No PA required
. b-dkst) Q514 trastuzumab Oncoloay omg 150 mg, 420 mg SDV Medicaid Covered No | No PA required
. b-dkst) Q514 trastuzumab Oncoloay omg 150 mg, 420 mg SDV Medicare Medicare Chemo No | No PA required
—— reon nefentring corp o et e Commercial et oL % |Thisdrugisnot covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
under the pharmacy benefit
. reon nefentiine corp o oL Medicaid NoxConered n |Thisdrugisnot covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
under the pharmacy benefit
ohtuvayre (ensientrine) reon nefentiine corp o oot e Medicare ps v |PARequired - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Forms'tab.
) Phenylephrine/ i
Omidria (Phenylephrine/ketorolac) 71097 i Ophthalmic Tl 4misov Commercial non-specialty No No PA Required
) Phenylephrine/ . )
Omidria (Phenylephrine/ketorolac) 71097 i Ophthalmic Tl 4misov Medicaid non-specialty No No PA Required
) Phenylephrine/
Omidria (Phenylephrine/ketorolac) 71097 P Ophthalmic i 4misov Medicare non-specialty No Only covered for medically accepted indications
Additional information
33590 Gene/Cellular required: National Drug .
Omisirge (omidubicel) omidubicel Code (NDC),Strength, kit Commercial Pref. Specialty No  |pArequired - see medical oncology prior authorization form for criteria
C9399 Therapy Dosage administered,
Route of administration,
Additional information
L 33590 Gene/Cellular required: National Drug .
Omisirge (omidubicel) omidubicel Code (NDC),Strength, kit Medicaid Covered No | No PA Required
C9399 Therapy Dosage administered,
Route of administration,
Additional information
33590 Gene/Cellular required: National Drug
Omisirge (omidubicel) omidubicel Code (NDC), Strength, Kit Medicare Medicare Chemo No PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior Authorization form
C9399 Therapy Dosage administered,
Route of administration,
Omvoh (mirikizumab-mrkz) Inflammatory PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
; 2267 mirikizumab 1mg 300 mg/is mL SOV Commercial NS No
300 ma/ts mL vial Conditions Forms tab.
Omvoh (mirikizumab-mrkz) Inflammatory PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
. 32267 mirikizumab 1mg 300 mgf15 mL SDV Medicaid Covered YES
300 ma/ts mL vial Conditions Forms tab.
Omvoh (mirikizumab-mrkz) Inflammatory PA Required - click here for criteria, Link for the Prior Authorization form is on the ‘General Prior Auth
. 32267 mirikizumab 1mg 300 mgf15 mL SDV Medicare NPS No
300 ma/ts mL vial Conditions Forms'tab.
T T T oer irKiamab Inflammatory. 0 prefed pen Commercial et oL n |Thisdrugisnot covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Conditions under the pharmacy benefit
R R oer irkizamab Inflammatory’ L Prfted pen Medicaid o Conered \ |Thisdrugisnot covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Conditions under the pharmacy benefit
R R oer irkizamab Inflammatory’ o2 ol Prefed e Medicare et oADL n |Thisdrugisnot covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Conditions under the pharmacy benefit
No PA required when billed for the following ICD-10 codes: C91.00 - C91.02, C83.50 - C83.59. For other
Oncaspar (pegaspargase) 19266 pegaspargase Oncology persov 3750 unit/s mL SOV Commercial Pref. Specialy No ¢
diaanoses - see medical oncoloay prior authorization form for criteria
Oncaspar 19266 pedaspargase Oncoloay persov 5750 unit/s mL SOV Medicaid Covered No | No PA Required
No PA required when billed for the following ICD-10 codes: C91.00 - C91.02, C83.50 -~ C83.59. For other.
Oncaspar (pegaspargase) 19266 pegaspargase Oncology persov 3750 unit/s mL SOV Medicare Medicare Chemo, No ! -
diadnoses - see Medicare Part B oncoloay prior form for criteria
Onivyde (irinotecan liposomel 9205 notecan Oncoloay 1mg 43mgflomL sov Commercial Pref Specialty No|PArequired - see medical oncoloay prior form for criteria
Onivyde (irinotecan liposomel 9205 notecan Oncoloay 1mg 43mg/lo mL SOV Medicaid Covered No | No PA Required
Onivyde (irinotecan liposomel 9205 notecan Oncoloay 1mg 43mg/lo mL SOV Medicare Medicare Chemo, No | PA Required (Cancer Therapyl - See Medicare Part B Oncoloay Prior form
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
©Onpattro (patisiran) 30222 patisiran Miscellaneous o1mg 10 ma/s mL SDV. Commercial Pref. Specialty YES
Forms tab.
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Onpattro (patisiran) 0222 patisiran Miscellaneous oimg 10 mg/s mi SOV Medicaid Covered ves
Forms tab.
PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Onpattro (patisiran) 0222 patisiran Miscellaneous o1mg 10 mg/s mLSDV Medicare Pref, Specialty No
Forms' tab.
Ontruzant (trastuzumab-dttb] QM2 trastuzumab Oncoloay 10mg 150 mg, 420 mg SDV Commercial Not covered No | Not covered
Ontruzant (trastuzumab-dttb] Qsm2 trastuzumab Oncoloay 10mg 150 mg, 420 mg SDV Medicaid Covered No | No PA Required
PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Ontruzant (trastuzumab-dttb) Qsm2 trastuzumab Oncology 10mg 150 mg, 420 mg SOV Medicare Medicare Chemo M corme tab,
40 mg/4 mL, 100 mg/10 mL, 120 mg/12 i
Opdivo (nivolumab) 9299 nivolumab Oncology 1mg ot 240t | Commercial Pref. Specialty Yes | A required - see medical oncology prior form for criteria
. %0 mg/é mL100 /10 mL 120 maN2
m , N
Opdivo (nivolumab) 19299 nivolumab Oncology 1mg o e i Medicaid Covered o |NoPA Required
40 mg/4 mL, 100 mg/10 mL, 120 mg/12
Opdivo (nivolumab) 9299 nivolumab Oncology 1mg St 240 gt Medicare Medicare Chemo No | PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
) Nivolumab and Nivolumab 240mg/Relatlimab-rmbw B ]
Opdualag (Nivolumab and Relatlimab-rmbw) 19298 Oncology 3mgfimg voluma 9/Relatlimal Commercial Pref. Specialty. ves | pA Required - see medical oncology prior authorization form for criteria
Relatlimab 80mg - 20mL SOV PARequired - see medical oncology prior authorization form for criteria
Nivolumab and Nivolumab 240mg/Relatimab-rmow .
i - mafm Medicaid Covered No |NoPA Required
Opdualag (Nivolumab and Relatlimab-rmbw) 19298 P Oncology 3mafmg om - 20mL S0 a
R Nivolumab and Jumab 240mg/Relatimab-rmby
©Opdualag (Nivolumab and Relatlimab-rmbw) 19298 Oncology 3mafimg Nivolumab 240mg/Refatimab-mbw | - \jeicare Medicare Chemo No PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
Relatlimab 80mg - 20mL SOV
. ired - li nk f rior ison
Opfolda (miglustat) 71202 miglustat Enzyme deficiency esmg 65 mg capsule Commercial Pref. Specialty ves

neral Prior Auth Forms tab.
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PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth

Opfolda (miglustat) 1202 miglustat Enzyme deficienc esmg 65mg capsule Medicaid Covered ves
prol (mig| ) o V! Y Forms tab.
SEE ALSO POMBILITI. This drug is not covered under the medical benefit. Refer to the Approved Dru
Opfolda (miglustat) 21203 miglustat Enzyme deficiency 65mg. 65 mg capsule Medicare Refer to ADL No 5 9 PP! '9
List (ADL for coveraae under the pharmacy benefit
. PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Orbactiv (oritavancin) 2407 oritavancin Antimicrobial 10mg 400mg SOV Commercial NPS No
Forms tab.
. PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Orbactiv (oritavancin) 2407 oritavancin Antimicrobial 10mg 400mg SOV Medicaid Covered No
Forms tab.
. PA Required - click here for criteria, Link for the Prior Authorization form is on the ‘General Prior Auth
Orbactiv (oritavancin) 2407 oritavancin Antimicrobial 10mg 400mg SOV Medicare NPS No
Forms' tab.
. Inflammatory PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Orencia IV (abatacept) Vial 0129 abatacept 10mg 250 mg SOV Commercial NPS Yes
Conditions Forms tab.
. Inflammatory PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Orencia IV (abatacept) Vial 0129 abatacept 10mg 250 mg SOV Medicaid Covered Yes
Conditions Forms tab.
. Inflammatory PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Orencia IV (abatacept) Vial 0129 abatacept 10mg 250 mg SOV Medicare NPS No
Conditions Forms' tab.
Orenmf{ SC (abatacept) Chck]!!A 0129 e Inflammatory Commercial ——— - This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
(autoiniector) and prefilled svrinae Conditions under the pharmacy benefit
Orenfif{ SC (abatacept) Clickj!!A J0129 e Inflammatory Medicaid o —— - This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
(autoiniector) and prefilled svrinae Conditions under the pharmacy benefit
Orenfif{ SC (abatacept) Clickj!!A J0129 e Inflammatory Medicare ——— - This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
and prefilled svringe Conditions under the pharmacy benefit
Orthovise (hyaluronan/ hyaluronic acid) for — hyaluronate sodium/ | Hyaluronic acid S ol mt 5D ayinge Commerdial [ no  |Notcovered-see y Policy CARE/ BENEFIT
intra-articular injection hyaluronic acid derivatives EXCEPTIONS for more information
Orthovise (hyaluronan/ hyaluronic acid) for — hyaluronate sodium/ | Hyaluronic acid S ol mt 5D ayinge Medicaid Mot Coveres o |Not covered
intra-articular injection hyaluronic acid derivatives
Orthovise (hyaluronan/ hyaluronic acid) for hyaluronate sodium/ | Hyaluronic acid PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
. 732 . _ per dose 30 mg/2 mL SD syringe Medicare NPS No
intra-articular injection hyaluronic acid derivatives Forms' tab,
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
©Oxlumo (lumasiran) 10224 lumasiran Miscellaneous o0smg 945mg/05 mLSDV Commercial Pref. specialty Y& | orms tab,
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Oxlumo (lumasiran) 10224 lumasiran Miscellaneous 05mg 945mg/05 mL SOV Medicaid Covered Yes
Forms tab.
Oxlumo (lumasiran) 10224 lumasiran Miscellaneous 05mg 945 mg/05 mL SOV Medicare Pref. Specialty No [ PA required - See Medicare Medical Part B prior au form
No PA required when billed with the following ICD-10 diagnoses: E08.31), E08:3211-E08 3213, E08.3311-
E08.3313, E083411-E08 3413, E08.3511-E08.3513, E09.31), E09.3211- E09.3213, E09.3311-E09.3313, E09.3411-
Ozurdex (dexamethasone, intravitreal . E09.3413, E09.3511-E03.3513, E10.311E10.321 ~E10.3213, E10.3311-E10.3313, E10.3411-E10.3413, E10.3511-E10.3513,
37312 dexamethasone Ophthalmic o1mg 0.7 mg implant Commercial Pref. Specialty. No.
implant) E103511-E10.3513, ET131, EN.3211-E11.3213, ETL3311- E11.3313, EN34T1-E11.3413, ET1.3511-E11.353, E133M-E133113,
E133211-E13.3213, E133311-E13.3313, E133471-E133413, E133511-E13.353, H30.001-H30.93, H34.8110, H34.8120,
H34.8130, H34.8310, H34.8320, H34.8330, H34.8390
No PA required when billed with the following ICD-10 diagnoses: E08.311, E08.3211-E08.3213, E08.3311-
E08.3313, EO8.3411-E08.3413, E08.3511-E08 3513, E09.311, E09.3211- E09.3213, E09.3311-E09.3313, E09.3411-
Ozurdex (dexamethasone, intravitreal - E09.3413, E09.3511-E09.3513, E10.311E10.321 -E10.3213, E10.3311-E10.3313, E10.3411-E10.3413, E10.3511-E10.3513,
7312 dexamethasone Ophthalmic 01mg 07 mg implant Medicaid Covered No
implant) E10.351-E10.3513, EN.3T1, EN.3211-ET1.3213, ET1.3311- EN1.3313, EN.3411-E11.3413, E11.3511-E11.353, E13.3111-E13.3113,
E13.321-E13.3213, E13.3311-E13.3313, E13.34T1-E13.3413, E13.3511-E13.353, H30.001-H30.93, H34.8110, H34.8120,
H34.8130, H34.8310, H34.8320, H34.8330, H34.8390
Ozurdex (dexamethasone, intravitreal i PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
7312 dexamethasone Ophthalmic o1mg 07 mg implant Medicare Pref Specialty No
implant) Forms' tab,
Padcev (enfortumab vedotin-ejfv) 9177 enfortumab vedotin Oncology 025mg 20mg, 30 mg SOV Commercial Pref Specialty No | PA required - see medical oncology prior authorization form for criteria
Padcev (enfortumab vedotin-ejfv) 9177 enfortumab vedotin Oncology 025mg 20mg, 30 mg SOV Medicaid Covered No | No PA Required
Padcev (enfortumab vedotin-ejfv) 9177 enfortumab vedotin Oncology 025mg 20mg, 30 mg SOV Medicare Medicare Chemo No | pA Required (Cancer Therapy) - See Medicare Part B Oncology Prior Authorization form
N 05 mg,1mg, 10mg, 20 mg and 100 mg PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Palforzia (Arachis hypogaea) 3590 Arachis hypogaea Miscellaneous A capsules or 300 mg sachets (powder for | Commercial Pre. Specialty No | mstab
1
. This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Palforzia (Arachis hypogaea) 3590" Arachis hypogaea Miscellaneous Medicaid Not Covered No 9 PP lEsEl) 9
under the pharmacy benefit
05mg,1mg, 10 mg, 20 mg and 100 mg
Palforzia (Arachis hypogaea) 13590 Arachis hypogaea Miscellaneous NA capsules or 300 mg sachets [powder for | Medicare Pref Specialty No | PArequired - See Medicare Medical Part B prior authorization form
- Avyxa brand ONLY 12468 Antiemetic 25meg Commercial Pref Specialty No  [No PA required
- Avyxa brand ONLY 12468 Antiemetic 25meg Medicaid Covered No | No PA required
- Avyxa brand ONLY 12468 Antiemetic 25meg Medicare Pref Specialty No  [No PA required
1gm,25gm, 5gm, 10gm, 20 gm, 30 gm
Panzyga (immune globulin) intravenous 21576 VIG Immune Globulin 500 mg am.25am. 59 éovg 1209M.309M | ommercial Not Covered No Not Covered
1gm, 25gm, 5gm,10gm, 20 gm, 30 gm .
Panzyga (immune globulin) intravenous 7576 VIG Immune Globulin 500mg amzsam sl S‘Sf 1209m306M | \tedicaid Not Covered No  |Not Covered
1gm, 25 gm, 5 gm, 10 gm, 20 gm, 30 gm Part B vs Part D - PA Required - click here for criteria. See Approved Drug List for covered formulations.
Panzyga (immune globulin) intravenous 71576 G Immune Globulin 500mg gm.25gm.$gm. 10gm. 20 gm, 30 g Medicare NPS No
sbv nder Part D
Paraplatin (carboplatin] 39045 carboplatin Oncology s0mg various Commercial Non-specialty No[No PA required
Paraplatin (carboplatin] 39045 carboplatin Oncology s0mg various Medicaid Covered No | No PA required
Paraplatin (carboplatin] 39045 carboplatin Oncology s0mg various Medicare Non-specialty No [No PA required
R 25mg/05 mL, 5 ma/mL, 10 mg/2 mL . PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Parsabiv (ctelcalcetide) 10606 etelcalcetide Miscellaneous 01mg Smalos SSDQ/ 0 ma/2 Commercial NPS no  [Phrease
.
25 mg/05 mL. 5 ma/mL, 10 mgl2 mL
Parsabiv (etelcalcetide) 10606 etelcalcetide Miscellaneous 01mg SmaesmL e a0 mar Medicaid Not Covered No | Not covered
PA required - When used for the provision of renal dialysis services in a patient with end-stage renal
25mg/0S mL, S m/mL, 10 mg/2mL disease (ESRDJ, it is included in the Medicare Part B bundled payment made to the ESRD dialysis facili
Parsabiv (etelcalcetide) 10606 etelcalcetide Miscellaneous o1mg Smg/oSmL,S ma/mt 10 mgf2 Medicare NPS No {ESRD) pay’ e y
SO and is not separately covered under the member's Medicare Part B benefit, - See Medicare Part B vs Part
D orior authorization form
Pemetrexed - Accord Brand ONLY 19296 pemetrexed Oncology 0mg 100 mg, 500 mg SOV Commercial Pref. Specialty No  |No PA required
Pemetrexed - Accord Brand ONLY 19296 pemetrexed Oncology 0mg 100 mg, 500 mg SOV Medicaid Covered No  |No PA required
Pemetrexed - Accord Brand ONLY 19296 pemetrexed Oncology 0mg 100 mg, 500 mg SOV Medicare Medicare Chemo No  |No PA required
Pemetrexed - Bluepoint Brand ONLY 19322 pemetrexed Oncology 0mg 100 mg, 500 mg SOV Commercial Not Covered No | Not Covered until ASP established
Pemetrexed - Bluepoint Brand ONLY 19322 pemetrexed Oncology 0mg 100 mg, 500 mg SOV Medicaid Covered No | No PA Required
Pemetrexed - Bluepoint Brand ONLY 19322 pemetrexed Oncology 10mg 100 mg, 500 mg SOV Medicare Medicare Chemo No. No PA Required
Pemetrexed ditromethamine 19323 pemetrexed Oncology 10mg 100 mg, 500 mg SOV Commercial Not Covered No. Not Covered until ASP established
Pemetrexed ditromethamine 19323 pemetrexed Oncology 0mg 100 mg, 500 mg SOV Medicaid Covered No | No PA Required
Pemetrexed ditromethamine 19323 pemetrexed Oncology 10mg 100 mg, 500 mg SOV Medicare Medicare Chemo No. No PA Required
Pemetrexed - Hospira Brand ONLY 19294 pemetrexed Oncology 10mg 100 mg, 500 mg SOV Commercial Pref. Specialty No. No PA required
Pemetrexed - Hospira Brand ONLY 19294 pemetrexed Oncology 10mg 100 mg, 500 mg SOV Medicaid Covered No. No PA required
Pemetrexed - Hospira Brand ONLY 19294 pemetrexed Oncology 10mg 100 mg, 500 mg SOV Medicare Medicare Chemo No. No PA required
Pemetrexed - Sandoz Brand ONLY 19297 pemetrexed Oncology 10mg 100 mg, 500 mg SOV Commercial Pref. Specialty No. No PA required
Pemetrexed - Sandoz Brand ONLY 19297 pemetrexed Oncology 10mg 100 mg, 500 mg SOV Medicaid Covered No. No PA required
Pemetrexed - Sandoz Brand ONLY 19297 pemetrexed Oncology 10mg 100 mg, 500 mg SOV Medicare Medicare Chemo No. No PA required
Pemetrexed - Teva Brand ONLY 19314 pemetrexed Oncology 10mg 100 mg, 500 mg SOV Commercial Pref. Specialty No. No PA required
Pemetrexed - Teva Brand ONLY 19314 pemetrexed Oncology 10mg 100 mg, 500 mg SOV Medicaid Covered No. No PA required
Pemetrexed - Teva Brand ONLY 19314 pemetrexed Oncology 10mg 100 mg, 500 mg SOV Medicare Medicare Chemo No. No PA required
Pemfexy J9304 pemetrexed Oncology 10mg 500 mg/20ml MDV Commercial Not Covered No Not Covered



https://www.priorityhealth.com/-/media/DAAE5553F48C4FDBA84BABBAE764BB84.pdf
https://www.priorityhealth.com/-/media/DAAE5553F48C4FDBA84BABBAE764BB84.pdf
https://priorityhealth.stylelabs.cloud/api/public/content/Commercial%2FIndividual_Pharmacy%2FMedical_Drug_Prior_Authorization_Criteria_downloadOriginal?v=3fb4ba49
https://priorityhealth.stylelabs.cloud/api/public/content/Commercial%2FIndividual_Pharmacy%2FMedical_Drug_Prior_Authorization_Criteria_downloadOriginal?v=3fb4ba49
https://www.priorityhealth.com/-/media/DAAE5553F48C4FDBA84BABBAE764BB84.pdf
https://www.priorityhealth.com/-/media/DAAE5553F48C4FDBA84BABBAE764BB84.pdf
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://priorityhealth.stylelabs.cloud/api/public/content/Commercial%2FIndividual_Pharmacy%2FMedical_Drug_Prior_Authorization_Criteria_downloadOriginal?v=3fb4ba49
https://priorityhealth.stylelabs.cloud/api/public/content/Commercial%2FIndividual_Pharmacy%2FMedical_Drug_Prior_Authorization_Criteria_downloadOriginal?v=3fb4ba49
https://www.priorityhealth.com/-/media/DAAE5553F48C4FDBA84BABBAE764BB84.pdf
https://www.priorityhealth.com/-/media/DAAE5553F48C4FDBA84BABBAE764BB84.pdf
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://priorityhealth.stylelabs.cloud/api/public/content/Commercial%2FIndividual_Pharmacy%2FMedical_Drug_Prior_Authorization_Criteria_downloadOriginal?v=3fb4ba49
https://priorityhealth.stylelabs.cloud/api/public/content/Commercial%2FIndividual_Pharmacy%2FMedical_Drug_Prior_Authorization_Criteria_downloadOriginal?v=3fb4ba49
https://www.priorityhealth.com/-/media/DAAE5553F48C4FDBA84BABBAE764BB84.pdf
https://www.priorityhealth.com/-/media/DAAE5553F48C4FDBA84BABBAE764BB84.pdf
https://www.priorityhealth.com/-/media/6C5AEE6946F444B680F9FF4826E4BD16.pdf
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://www.priorityhealth.com/-/media/1FC59C6367F44BB690C9C219DC452F59.pdf
https://www.priorityhealth.com/-/media/0FEFF82E687C47F7B24114F140FA361E.pdf
https://priorityhealth.stylelabs.cloud/api/public/content/Commercial%2FIndividual_Pharmacy%2FMedical_Drug_Prior_Authorization_Criteria_downloadOriginal?v=3fb4ba49
https://priorityhealth.stylelabs.cloud/api/public/content/Commercial%2FIndividual_Pharmacy%2FMedical_Drug_Prior_Authorization_Criteria_downloadOriginal?v=3fb4ba49
https://www.priorityhealth.com/-/media/6C5AEE6946F444B680F9FF4826E4BD16.pdf
https://www.priorityhealth.com/-/media/4DCED48C1F4147D18DACA6DE8F131E35.pdf
https://www.priorityhealth.com/-/media/4DCED48C1F4147D18DACA6DE8F131E35.pdf
https://priorityhealth.stylelabs.cloud/api/public/content/Commercial%2FIndividual_Pharmacy%2FMedical_Drug_Prior_Authorization_Criteria_downloadOriginal?v=3fb4ba49
https://priorityhealth.stylelabs.cloud/api/public/content/Commercial%2FIndividual_Pharmacy%2FMedical_Drug_Prior_Authorization_Criteria_downloadOriginal?v=3fb4ba49
https://www.priorityhealth.com/-/media/F13BD971D9754AD688A9BF05C37E6B00.pdf
https://www.priorityhealth.com/-/media/F13BD971D9754AD688A9BF05C37E6B00.pdf
https://www.priorityhealth.com/-/media/F13BD971D9754AD688A9BF05C37E6B00.pdf
https://www.priorityhealth.com/-/media/F13BD971D9754AD688A9BF05C37E6B00.pdf

hyaluronidase-zzxf)

trastuzumab, and

Mg-600 Mg-30,000 unit/1s mL SOV

Pemfexy 39304 pemetrexed Oncoloay 10mg 500 mg/20m! MDV Medicaid Covered No_ |No PA required
PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Pemfexy (pemetrexed) 39304 pemetrexed Oncology 10mg 500 mg/20m! MDV Medicare Medicare Chemo I
Pem: ) Q0224 pemivibart coviD19 4500 mg 500mg/4mL SOV Commercial Not Covered No__|Not Covered
Pem: ) Q0224 pemivibart coviD19 4500 mg 500mg/4mL SOV Medicaid Covered No__|No PA required
Pem: ) Q0224 pemivibart coviD19 4500 mg 500mg/4mL SOV Medicare Covered No__ | No PA required
100 mg/10 mL, 500 mg/50 mL, i
Pemrydi RTU (pemetrexed disodium) 39324 pemetrexed Oncology 10 mg ‘:."m oo ngsr)v Commercial Not Covered No Not Covered
100 mg/10 mL, 500 mg/50 mL, N
Pemrydi RTU (pemetrexed disodium) 39324 pemetrexed Oncology 10mg oo a0 s Medicaid Covered No  [No PA required
. 100 mg/10 mL, 500 /50 mL, PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
m Medicare Che
Pemrydi RTU (pemetrexed disodium) 39324 pemetrexed Oncology 10mg Tt o0 v Medicare edicare Chemo o |
Pentam (pentamidine isethionate
S 17676 pentamidine Antimicrobial 300mg 300mg SOV Commercial Non-specialty No  [No PA required
Ivophilisate) iniection
Pentam (pentamidine isethionate
S 17676 pentamidine Antimicrobial 300mg 300mg SOV Medicaid Covered No  [No PA required
Ivophilisate) iniection
Pentam (pentamidine isethionate
S 17676 pentamidine Antimicrobial 300mg 300mg SOV Medicare Non-specialty No  [No PA required
Ivophilisate) iniection
Pepaxto flu o) 39247 melphalan Oncoloay 1mg 20 mg SOV Commercial Not Covered No | Not Covered. Drug from market 10-25-2021
Pepaxto flu e) 39247 melphalan Oncoloay 1mg 20 mg SOV Medicaid Not Covered No | Not Covered. Drug from market 10-25-2021
Pepaxto flu e) 39247 melphalan Oncoloay 1mg 20 mg SOV Medicare Not Covered No_|Not Covered. Drug from market 10-25-2021
Ny 20 mg/2 mL SDV, 40 mg/4 mL SOV, 200 N
Pepcid (famotidine) 50028 famotidine Antacid 20mg 92 oo oy Commercial Non-specialty No  [No PA required
i - 20 mg/2 mL SDV, 40 mg/4 mL SDV, 200 N
Pepcid (famotidine) 50028 famotidine Antacid 20mg v Medicaid Covered No  [No PA required
Ny 20 ma/2 mL SDV, 40 mg/4 mL SOV, 200
Pepcid (famotidine) 50028 famotidine Antacid 20mg 92 ol oy Medicare Non-specialty No  [No PA required
Perforomist (formoterol) 17606 formoterol inhalation 20meg 20megf2mL SOV Medicare Non-specialty No
Perjeta (pertuzumab) 19306 pertuzumab Oncology 1mg 420 g/ mL SOV Commercial Pref. Specialty No
au form for criteria
Perjeta (pertuzumab) 19306 pertuzumab Oncology 1mg 420 mg/i4 mL SDV. Medicaid Covered No. No PA Required
Perjeta (pertuzumab) 19306 pertuzumab Oncology 1mg 420 mg/i4 mL SDV. Medicare Medicare Chemo No. No PA required
Central Nervous N .
(risperidone) 12798 05mg 90 mg,120 g SD kit Commercial NPs No  [No PA required
System (CNS) agent
Central Nervous . . .
(risperidone) 12798 05mg 90 mg,120 g SD kit Medicaid Carve Out No |Contact Fee for Service Medicaid for coverage
System (CNS) agent
. o Central Nervous .
Perseris (risperidone) 12798 risperidone 05mg 90 mg,120 g SD kit Medicare NPs No  [No PA required
System (CNS) agent
Pher 32550 promethazine Antiemetic 50 mg. 25 mg/mL, 50 mg/mL SDV Commere Non-specialty No No PA required
Pher 32550 promethazine Antiemetic 50 mg. 25 mg/mL, 50 mg/mL SDV Medicaid Covered No No PA required
Pher 32550 promethazine Antiemetic 50 mg. 25 mg/mL, 50 mg/mL SDV Medicare Non-specialty No No PA required
phenobarbital sodium 32560 phenobarbital A agent 120mg 65 ma/mL, 150 ma/mL SDV Commer Non-specialty No | No PA required
phenobarbital sodium 32560 phenobarbital A agent 120mg 65 ma/mL, 150 ma/mL SDV Medicaid Carve Out No___|Contact Fee for Service Medicaid for coverage
phenobarbital sodium 32560 phenobarbital A agent 120mg 65 ma/mL, 150 ma/mL SDV Medicare Non-specialty No | No PA required
phenylephrine - Biorphen Brand ONLY 12372 phenylephrine Miscellaneous 20meg 05 mafs mL SOV Commer Non-specialty No  |No PA required
phenylephrine - Biorphen Brand ONLY 12372 phenylephrine Miscellaneous 20meg 05 mafs mL SOV Medicaid Covered No  |No PA required
phenylephrine - Biorphen Brand ONLY 12372 phenylephrine Miscellaneous 20meg 05 mafs mL SOV Medicare Non-specialty No  |No PA required
Phesgo (pert b trast b and pertuzumab,
0 (pertuzumab, trastuzumab, an . 20,000 unit/lo mL,
esgo (P Joz16 oncology oms 600 Mg-600 Mg-20,000 UNit/I0 ML, 1200 Mot covered No | Not covered
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Phesgo (pertuzumab, trastuzumab, and

pertuzumab,

600 mg-600 mg-20,000 unit/10 ML, 1200

19316 trastuzumab, and Oncolo 0mg Medicaid Covered No | No PA Required
hyaluronidase-zzxf) Yy mg-600 mg-30,000 unit/15 mL SDV. &l
pertuzumab, . . .
Phesgo (pertuzumab, trastuzumab, and 600 mg-600 mg-20,000 Uit mL, 1200 PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
" 9316 trastuzumab, and Oncology 10mg Medicare Medicare Chemo No
hyaluronidase-zzxf) mg-600 mg-30,000 unit/1S mL SOV Forms tab.
Photofrin (porfimer) 19600 porfimer Oncoloay 75 mg 75 mg SOV Commercial Pref. Specialty No [No PA required
Photofrin (porfimer) 19600 porfimer Oncoloay 75mg 75 mg SOV Medicaid Covered No [No PA required
Photofrin (porfimer) 19600 porfimer Oncoloay 75mg 75 mg Sov. Medicare Pref Specialty No [No PA required
Photrexa (riboflavin 5 12787 riboflavin Miscellaneous 3mL 3mL D syringe Commercial Pref Specialty No_[No PA required
Photrexa (riboflavin 5 12787 riboflavin Miscellaneous 3mL 3 mL D syringe Medicaid Covered No | No PA required
Photrexa (riboflavin 5 12787 riboflavin Miscellaneous 3mL 3mL D syringe Medicare Pref Specialty No_[No PA required
. PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Piasky (crovalimab-akkz) n307 crovalimab-akkz Miscellaneous 0mg 340mg/2mL SOV Commercial Preferred Specialty eS| L et
Piasky (crovalimab-akkz) n307 crovalimab-akkz Miscellaneous 10mg 340mg/2mL SOV Medicaid Not Covered YES | Not covered until added to both the MDHHS fee schedule AND the MDHHS NDC/HCPCS crosswalk
. PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Piasky (crovalimab-akkz) n307 crovalimab-akkz Miscellaneous 0mg 340mg/2mL SOV Medicare Preferred Specialty Mo [ e
'50 mg/50 mL, 100 mg/100 mL, 200
Platinol (cisplatin) 9060 cisplatin Oncology 10mg mg/200 mL SOV Commercial Non-specialty No  |No PA required
50 ma/50 mL MDV.
50 ma/50 mL. 100 ma/100 ML 200
Platinol (cisplatin) 19060 cisplatin Oncology 0mg ma/200 mL SOV Medicaid Covered No  |NoPA required
50 Ma/50 mL MDV.
'50 mg/50 mL, 100 mg/100 mL, 200
Platinol (cisplatin) 9060 cisplatin Oncology 10mg mg/200 mL SOV Medicare Non-specialty No  |No PA required
50 ma/50 mL MDV.
Pluvicto (Lutetium Lu 177 Vipivotide Lutetium Lu177 Radio- 27 millicuriefml. SOV (each vial will have . 3
A9607 1 millicurie (mMCi) between 7.5 mL to125 mL to provide | Commercial Pref. Specialty No PA required - see medical oncology prior form for criteria
Tetraxetan) Vipivotide Tetraxetan | pharmaceuticals 200 i of radionctiiy)
Pluvicto (Lutetium Lu 177 Vipivotide Lutetium Lu 177 Radio- 27 millicuriefml. SOV (each vial will have .
A9607 1 millicurie (mci) between 7.5 mLto125 mLtoprovide | Medicaid Covered No No PA Required
Tetraxetan) Vipivotide Tetraxetan | pharmaceuticals 200 i of racionctiiy)
Pluvicto (Lutetium Lu 177 Vipivotide Lutetium Lu177 Radio- 27 millicuriefml. SOV (each vial will have
A9607 1 millicurie (mCi) between 7.5 mL to 12,5 mL to provide Medicare Medicare Chemo. No PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
Tetraxetan) Vipivotide Tetraxetan | pharmaceuticals 200 M of radionctiiy)
Polivy (polatuzumab vedotin-piiq) 19309 polatuzumab vedotin Oncology 1mg 30mg, 140 mg SOV Commert NPS No | pArequired - see medical oncology prior form for criteria
Polivy (polatuzumab vedotin-piiq) 19309 polatuzumab vedotin Oncology 1mg 30mg, 140 mg SOV Medicaid Covered No | No PA Required
Polivy (polatuzumab vedotin-piiq) 19309 polatuzumab vedotin Oncology 1mg 30mg, 140 mg SOV Medicare Medicare Chemo No | PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
PA required - SEE OPFOLDA LISTING - Click here for criteria, Link for the Prior Authorization form is on.
Pombiliti (cipaglucosidase-alfa) 71203 cipaglucosidase-alfa | Enzyme deficiency 5mg 105 mg SOV Commert Pre. Specialty No
the General Prior Auth Forms tab.
. PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
ipaglucosidase-alfa) 71203 cipaglucosidase-alfa smg 105 mg SDV Medicaid Covered ves Q!
Forms tab.
PA Required - SEE OPFOLDA listing. Click here for criteria, Link for the Prior Authorization form is on the
aglucosidase-alfa) 71203 cipaglucosidase-alfa 5mg 105 mg SOV Medicare Pre. Specialty No | PeRedured-SELOPEOLDA
eneral Prior Auth Forms' tab.
Portrazza (necitumumab) 319295 necitumumab Oncology. 1mg 800 Mg/50 mL SDV. Commercial Not covered No Not covered
Portrazza (necitumumab) 319295 necitumumab Oncology. 1mg 800 Mg/50 mL SDV. Medicaid Covered No No PA Required
Portrazza (necitumumab) 319295 necitumumab Oncology. 1mg 800 Mg/50 mL SDV. Medicare Medicare Chemo. No PA Required (Cancer Therapy) — See Medicare Part B Oncoloay Prior form
Posimir (bupivacaine solution) 73490, C9144 miscellaneous Img Commercial non-specialty No | No PA Required
Posimir (bupivacaine solution) 3490, CN44 miscellaneous mg. Medicaid non-specialty No No PA Required
Posil (bupivacaine solution) 3490, CN44 miscellaneous mg. Medicare non-specialty No Only covered for medically accepted indications
Poteligeo i kpke) 319204 mogamulizumab Oncology. 1mg 20 mg/5 mL SDV Commercial NPS No PA required - see medical oncoloay prior form for criteria
Poteligeo kpke) 319204 mogamulizumab Oncology. 1mg 20 mg/5 mL SDV Medicaid Covered No No PA Required
Poteligeo kpke) 19204 mogamulizumab Oncology. 1mg 20 mg/5 mL SDV Medicare Medicare Chemo. No No PA required
Premasol (amino acids) Injection amino acids TPN Medicare No :
D coverage form for criteria
Additional information
N required: National Drug PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Prevymis (letermovir) IV 13490*, C9399* letermovir Antimicrobial Code (NDC),Strength, | 240 mg/i2mL, 480 mg/24mL sov | Commercial Pref Specialty No
Dosage administered, Forms tab.
Route of administration,
Additional information
required: National Drug
Prevymis (letermovir) IV 13490*, C9399* letermovir Antimicrobial Code (NDC),Strength, | 240 mg/i2mL, 480 mg/24mLsov | Medicaid Covered No  |Np PA Required
Dosage administered,
Route of administration,
Additional information
required: National Drug
Prevymis (letermovir) IV 13490*, C9399* letermovir Antimicrobial Code (NDC),Strength, | 240 mg/i2mL, 480mg/24mLsov | Medicare Pref Specialty No | PA required - See Medicare Medical Part B prior authorization form
Dosage administered,
Route of administration,
Prialt (ziconotide) 12278 ziconotide Analgesic 1mes 100 meg/mL. 500 mea/S mL, 00 Mea/20| o m mercial Pref. Specialty No  |No PA required
Ny 100 meg/mL. 500 mcg/S L 500 meg/20| .
Prialt (ziconotide) 32278 Ziconotide Analgesic 1meg 9 o cal Medicaid Covered No No PA required
Prialt (ziconotide) 12278 ziconotide Analgesic 1mes o0 ’“‘g/“'mmmffv M-S0 meal20| e gicare Pref. Specialty No  |No PA required
Privigen (immune globulin intravenous 2459 vIG immune Globulin 500 mg Sgm 10gm, 20 gm, 40gmsDv__| Commercial Pref. Specialty VeS| pA required - see IVIG/SCIG prior form for criteria
o o . PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Privigen (immune globulin) intravenous 459 VIG Immune Globulin 500mg 5gm.10gm, 20 gm, 40 gm SDV Medicaid Covered ves | oA
.
. - Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
Privigen (immune globulin) intravenous 459 VIG Immune Globulin 500mg 5gm.10gm, 20 gm, 40 gm SDV Medicare Pref. Specialty No
D coverage determination form for criteria
. E i v — See Approved Drug List for covered formulations under Part D -
Procalamine (amino acids) Injection amino acids TPN Medicare No z —
D coverage determination form for criteria
30885-Non 1000 units (10885) i i
" . . P 2000 unit, 3000 unit, 4000 unit, 10000 " Ve £ Approve I{ r e rmulations under P: -
Procrit (epoetin alpha) ESRD epoetin alpha Hematopoietic agent O CLLe el Medicare NPS No 1 —
e - unit, 20000 unit, 40000 unit SOV wer: in for criter
. Antihemophili B This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Profilnine (Antihemophilic Factor IX) 794 2 Hemophilia Commercial Refer to ADL No 9 2R g List (ADL) 9
Factor IX under the pharmacy benefit
fer he Medicaid Approved Drug List (ADL) for pharm: nefi ver: For one-tim:
o Antihemophilic . . . .
required for i
Profilnine (Antihemophilic Factor 1X) 94 Factor Hemophilia Medicaid Not Covered No quired for planned outpatient Jairms), will be reviewed
actor " - . "
for medical necessity according to the. Medical Policy 91569
Antihemophilic
Profilnine (Antihemophilic Factor IX) 7194 Fact Tx Hemophilia Medicare Pref. Specialty No No PA required
actor
Immunosuppressive
Prograf (tacrolimus) 7525 tacrolimus et 5mg 5mafi mLSD ampule Commercial Non-specialty No  |No PA required
Immunosuppressive
Prograf (tacrolimus) 17525 tacrolimus aqe:f smg 5mafl mLSD ampule Medicaid Covered Mo |No PA required
Immunosuppressive
Prograf (tacrolimus) 17525 tacrolimus aqe:f smg 5mafl mLSD ampule Medicare Non-specialty No | No PArequired
Prograf (tacrolimus, immediate release) ORAL [ i ¥ o
rograf (tacrolimus, immediate release) 7507 SN mmunosuppressive . N Medicare ey No : s
ONLY agent D coverage form for criteria
Prolastin-C (alphal proteinase alphal proteinase PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
inhibitor. hurnan! 10256 bitor Enzyme deficiency 0mg 1000 mg/20 mL SOV Commercial Pref Specialty ves | Phreaute
Prolastin-C (alphal protei Iphal protei PA required - click here for criteria. Link for the Prior Authorization f the General Prior Auth
m’)::\tolr" hu('a“:ma proteinase 20256 alpl ?anLL:(ZLnase Enzyme deficiency oo 1000 maf20 mL 0V Medicaid coveres e For:s :rbe click here for criteria. Link for the Prior Authorization form is on the General Prior Au
Prolastin-C (alphal proteinase alphal proteinase
alphatp 10256 phal pro Enzyme deficiency 0mg 1000 mg/20 mL SOV Medicare Pref Specialty No required - See Medicare Medical Part B prior authorization for
inhibitor-human) inhibitor
Proleukin (aldesleukin] 9015 Oncoloay pervial 22,000,000 unit SOV Commercial Non-specialty No | No PA reauired
Proleukin (aldesleukin) 9015 Idesleuki Oncoloay pervial 22,000,000 unit SOV Medicaid Covered No | No PA required
Proleukin (aldesleukin) 9015 Idesleuk Oncoloay pervial 22,000,000 unit SOV Medicare Non-specialty No | No PA required
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Prolia (denosumab) 0897 denosumab Bone modifying agent Tmg 60 mg/mLSD syringe Commercial Pref Specialty ves | Phreaute
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Prolia (denosumab) 0897 denosumab Bone modifying agent 1mg 60 mg/mLSD syringe. Medicaid Covered ves | Phreaute
PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Prolia (denosumab) 0897 denosumab Bone modifying agent 1mg 60 mg/mLSD syringe. Medicare Pref Specialty o
Genc/Cellular minimurm of 50 millon activated -
Provenge (sipuleucel-T) Q2043 sipuleucel-T Therapy perinfusion autologous CDS4+ cells per250mL. | Commercial NPS No | PArequired - see medical oncology prior form for criteria
infusion
Gene/Callutar minimurm of 50 million actvated,
Provenge (sipuleucel-T) Q2043 sipuleucel-T " per infusion autologous CDS4+ cells per 250 mL Medicaid Covered No No PA Required
erapy infusion
Genc/Cellular minimurm of 50 millon activated
Provenge (sipuleucel-T) Q2043 sipuleucel-T Therapy perinfusion autologous CDS4+ cells per250mL | Medicare Medicare Chemo No | PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
infusion
B . . E X 025 L.0s L N i
Pulmicort (budesonide) NEBULIZER ONLY 17626 budesonide inhalation 0smg MRS A I Medicare Non-specialty No
SDampule D coverage ) form for criteria
i This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Pulmozyme (Dornase alfa, inhalation solution) 37639 Dornase alfa inhalation 1mg 25mg/25 mL SD ampule Commercial Refer to ADL No 9 2R g List (ADL) 9
under the pharmacy benefit
. This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Pulmozyme (Dornase alfa, inhalation solution) 37639 Dornase alfa inhalation 1mg 25mg/25 mL SD ampule Medicaid Not Covered No 9 2R g List (ADL) 9
under the pharmacy benefit
Pulmozyme (Dornase alfa, inhalation solution) 17639 Dornase alfa inhalation 1mg 25mg/25 mL SD ampule Medicare No. Zlasls == =
D coverage ) form for criteria
y Not covered - See Polic L CARE/ BENEFIT
Qalsody (tofersen) 1304 tofersen miscellaneous 1mg 100 mg/s ML (67 mg/mL) solution SOV | Commercial Not covered No rmacy Policy
EXCEPTIONS for more
. Not covered - See Poli AL ONAL/UNPROVEN CARE/ BENEFIT
Qalsody (tofersen) 71304 tofersen miscellaneous 1mg 100 mg/1s mL (67 ma/mL) solution SOV | Medicaid Not Covered No rmacy Policy
EXCEPTIONS for more
) - cli for the Prior A is on the ‘General Prior
Qalsedy (tofersen) 1304 tofersen miscellaneous 1mg 100 ma/1s mL (67 mafmL) solution SOV | - Medicare NPS No

Forms' tab,
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PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth

Qutenza (capsaicin 8% patch) 17336 Capsaicin topical square centimeter |1 patch is qual to 280 cmi2 billng units | Commercial NpS o |PAreaue
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Qutenza (capsaicin 8% patch) 17336 Capsaicin topical square centimeter |1 patch is equalto 280 ez billng units | Medicaidl Covered o |Phreaue
PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Qutenza (capsaicin 8% patch) 17336 Capsaicin topical square centimeter |1 patch is equal o280 cmiz billing units | Medicare NPS No
Forms' tab.
Quayttir (IV cetirizine) 2201 cetirizine antihistamine 05mg 10 mo/t mLSDV Commercial Not covered No | Not covered
Quayttir (IV cetirizine) 2201 cetirizine antihistamine 05mg 10 mo/t mLSDV Medicaid Not Covered No | Not covered
R PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Quazyttir (IV cetirizine) 201 cetirizine antihistamine 0smg 10 mgft mLsov Medicare NPS No
Forms' tab.
Ny PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Radicava (edaravone) 301 edaravone Miscellaneous 1mg 30mg/100 ML SD bag Commercial NPS Y& | orms tab.
Ny PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Radicava (edaravone) 21301 edaravone Miscellaneous 1mg 30 mg/100 mL SO bag Medicaid Covered No
Forms tab.
Radicava (edaravone) 21301 edaravone Miscellaneous Tmo 30 ma/100 i 50 bag Medicare NPS No | pArequired - See Medicare Medical Part B prior au form
Immunosuppressive 05mg,1mg, 2 mg tablet; 1 mg/mL oral . Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part.
Rapamune (sirolimus) 37520 sirolimus FE 1mg TSI Medicare Non-specialty No - S
agent solution D coverage determination form for criteria
Antihemophilic This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Rebinyn (Antihemophilic Factor IX) 37203 Hemophilia Commercial Referto ADL No
Factor IX under the pharmacy benefit
P— Refer to the Medicaid Approved Drug List (ADL) for pharmacy benefit coverage. For one-time doses
. ’ ntihemophilic ; ; ) )
Rebinyn (Antihemophilic Factor IX) 37203 o Tx Hemophilia Medicaid Not Covered » | claims), will be reviewed
actor
for medical necessity according to the Medical Policy 91569
Antihemophilic
Rebinyn (Antihemophilic Factor 1X) 37203 o) Tx Hermophilia Medicare Pref. Specialty Mo |No PArequired
actor
- re for cri
Reblozyl (luspatercept) 0896 luspatercept 025mg 25mg, 75 mg SOV Commer: Pref. Speciaty No
Forms tab.
. - re for cri
Reblozyl (luspatercept) 0896 luspatercept Hematopoietic agent 025mg 25mg, 75 mg SOV Medicaid Covered ves |PAreaute
orms tal
Reblozyl (luspatercept) 0896 luspatercept Hematopoietic agent 025mg 25mg, 75 mg SOV Medicare Pret. Speciaky No  |pArequired - See Medicare Medical Part B prior authorization form
Rebyota (fecal microbiota live-isim) 21440 fecal microbiota Miscellaneous Tl 150mi Rectal Suspension Commercial Not covered No | Not covered
Rebyota (fecal microbiota live-isim) 2440 fecal microbiota Miscellaneous Tl 150mi Rectal Suspension Medicaid Not Covered No__|Not covered
- fe P ison the '
Rebyota (fecal microbiota live-jsim) 2440 fecal microbiota Miscellaneous Tmi 150mi Rectal Suspension Medicare NPS L iy
orms tal
Recarbrio (imipenem-cilastatin-relebactam) 0742 4ma-4ma-2mg 500mg-500mg-250mgsDV | Commercial Not covered No | Not covered, inpatient only drug
Recarbrio (imipenem-cilastatin-relebactam) 0742 Antimicrobial 4ma-4ma-2mg 500 mg-500 mg-250 mg SDV Medicaid Not Covered No | Not covered, inpatient only drug
Recarbrio (imipenem-cilastatin-relebactam) 0742 Antimicrobial 4ma-4mg-2mg 500 mg-500 mg-250 mg SOV Medicare NPs No  |pArequired - See Medicare Medical Part B prior authorization form
Antihemophilic This drug i not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Recombinate (Antihemophilic Factor VIl) 17192 e Hemophilia Commer RefertoADL No g BB L (it g
Factor Vil under the pharmacy benefit
Antinermophilic Refer to the Medicaid Approved Drug List (ADL for pharmacy benefit coverage. For one-time doses
il )
Recombinate (Antihemophilic Factor VIll) 792 ator \fm Hemophilia Medicaid Not Covered No | required for planned outpatient claims). will be reviewed
for medical necessity according to the Hemophilia Management Medical Policy 91569
B Antihemophilic
Recombinate (Antihemophilic Factor VIll) m92 o Hemophilia Medicare Pref. Specialy No | No PA required
Recombivax [Hepatitis B Vaccine Hepatitis B Vaccine ) i LB v = roved Dr - rmulation rPartD -
; : vaccine Medicare No : Lkt
(Recombinant)l 1t) D coverage determination form for criteria
300 meg/mL SOV, 480 g6 miL SDV.,
Releuko (filgrastim-ayow) Qs125 filgrastim Hematopoietic agent o1mg 300mcg/0S mL PFS, and 480 meg/os | Commercial Pret. Speciaty No | No PA required
mLpES
300 meg/mL SDV, 480 mcg/1.6 mL SDV,
Releuko (filgrastim-ayow) Qsi2s filgrastim Hematopoietic agent oimg 300meg/0S mL PFS, and 480 meg/os | Medicaid Covered No  |No PA required
mLPES
300 meg/ml. SDV, 480 meg/1.6 mL. SDV, PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Releuko (filgrastim-ayow) Q5125 filgrastim Hematopoietic agent 0Img 300 mcg/0.5 mL PFS, and 480 mcg/08 Medicare NPS No. .
L pES Forms' tab,
N ) Opioid induced ) PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Relistor (methylnaltrexone bromide) 12212 methylnaltrexone oimg 8mg/04mL 12mg/0s mLSD syringe | Commercial NPS No
constipation Forms tab.
Opioid induced . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Relistor (methylnaltrexone bromide) 12212 methylnaltrexone & o1mg 8mg/04mL 12mg/06mLSDsyringe | Medicaid Not Covered No 9 PP ) U (I 9
constipation under the pharmacy benefit
. . Opioid induced )
Relistor (methylnaltrexone bromide) 12212 methylnaltrexone - oimg 8mg/04mL 12mg/0smLSDsyinge | Medicare NPS No | No PA required
constipation
o Inflammatory. ) L .
Remicade (infliximab) N745 infliximab s omg 100mg SOV Commer: Not covered ves | Not covered - Covered biosimilars: Inflectra & Renflexis
onditions
o Inflammatory . L .
Remicade (infliximab) N745 infliximab s omg 100mg SOV Medicaid Not Covered ves | Not covered - Covered biosimilars: Inflectra & Renflexis
onditions
Inflammator PA Required - click here for criteria, Link for the Prior Authorization form is on the ‘General Prior Auth
Remicade (infliximab) 1745 infliximab Y 1omg 100 mg SOV Medicare NPs No a
Conditions Forms tab,
pulmonary arterial PA d - click here for criteria, Link for the Prior Authorization f the General Prior Auth
20 mg/20mL 50 mg/20 mL, 100 /20 required - click here for criteria, Link for the Prior Authorization form is on the General Prior Au
Remodulin (treprostinil sodium) 13285 treprostinil hypertension (PAH) 1mg 9/ a/ 920 | Commercial Pref. Specialty ves a
mL 200 mgf20 mL SOV Forms tab.
agent
pulmonary arteril " 2 PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
20 mg/20mL 50 mg/20 mL, 100 /20 - .
Remodulin (treprostinil sodium) 13285 treprostinil hypertension (PAH) 1ma 9/ g o Medicaid Covered No a
mL 200 mgf20 mL SOV Forms tab.
agent
pulmonary arterial . .
20 mg/20mL 50 mg/20 mL, 100 /20
Remodulin (treprostinil sodium) 13285 treprostinil hypertension (PAH) 1ma g’zm ™ Medicare Pref. Specialty No | PArequired - See Medicare Medical Part B prior authorization form
agent
Inflammator
Renflexis (infliximab-abda) Q5104 infliximab Y 10mg 100 mg SOV Commercial Pref. Specialty ves | No PA required
Conditions
Inflammatory o
Renflexis (infliximab-abda) Qs104 infliximab Conditi 10mg 100 mg SOV Medicaid Covered ves No PA required when administered in a hospital outpatient infusion center
onditions
Inflammator
Renflexis (infliximab-abda) Q5104 infliximab Y 10mg 100 mg SOV Medicare Pref. Specialty No | No PArequired
Conditions
Q5105 (ESRD) 100 units (@5105), 1000 2000 unit/mL, 3000 unit/mL, 4000
Retacrit (epoetin Alfa, biosimilar) Q5106 (Non- epoetin Hematopoietic agent oy unit/m, 10000 Unitmt, 40000 unitimL | Commercial NPS Mo |No PA required
ESRD)
Q5105 (ESRD) 100 units (@8105), 1000 2000 unit/mL, 3000 unit/mL, 4000
Retacrit (epoetin Alfa, biosimilar) Q5106 (Non- epoetin Hematopoietic agent onite 05100 unit/mL, 10000 unit/mL, 40000 unimL | Medicaid Covered No No PA required
D)
Q5105 (ESRD) 100 unit Q509,100 | 2000 UniUmL 3000 unit, 4000
Retacrit (epoetin Alfa, biosimilar) Q5106 (Non- epoetin Hematopoietic agent o unit/mL 10000 unit/mL, 40000 unitmL | Mediicare NS No : s
unt D coverage determination form for criteria
ESRD)
Additional information
Rethymic (allogeneic processed 335907, allogeneic processed Gene/Cellular required: National Brug PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Code (NDC), Strength, | siiced p c lluar Therapy ves
thymus tissue-agdc) coz99* thymus tissue-agdc Therapy Dosage administered, Forms tab,
Route of adrministration
Additional information
Rethymic (allogeneic processed 33590, allogeneic processed Gene/Cellular required: National Brug . .
ymic (allog P g o Code (NDC), Strength, sliced processed thymus tissue Medicaid Gene/Cellular Therapy No  |Not covered until added to both the MDHHS fee schedule AND the MDHHS NDC/HCPCS crosswalk
thymus tissue-agdc) coz99* thymus tissue-agdc Therapy Dosage administered,
Route of administration.
Additional information
required: National Drug ik here f « for the Prior Auth P e o N
Rethymic (allogeneic processed 33590." allogeneic processed Gene/Cellular Code (NDC), Strength, sliced processed thymus tissue Medicare GenefCellular Therapy No § I . n - rior rization form. is on. ner rior
thymus tissue-agdc) o399 thymus tissue-agdc Therapy Dosage administered, rm
Route of administration
Retisert (fluocinolone acetonide, intravitreal
) 730 fluocinolone Ophthalmic oo1mg 059 mg implant Commercial Not Covered No | Not Covered
implan
Retisert (fluocinolone acetonide, intravitreal
) 730 fluocinolone Ophthalmic oo1mg 059 mg implant Medicaid Not Covered No | Not Covered
implan
Retisert (fluocinolone acetonide, intravitreal PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
730 fluocinolone Ophthalmic oo1mg 059 mg implant Medicare NPS No
implant] Forms'tab.
Additional information
N - required: National Drug . required - click here for ink for the Prior Authorization form | Prior Auth
Revcovi (elapegademase-Ivir) 3590° elapegademase | Enzyme deficiency | Code (NG, Srength, 24mgNsmL SOV Commercial Pref. Specialty No
Dosage administered, Forms tab.
Route of administration
- This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Revcovi (elapegademase-Ivr) 33590° elapegademase Enzyme deficiency 24mgNsmLSDV. Medicaid Not Covered No 9 ER g List (ADL) Ef
under the pharmacy benefit
Additional information
required: National Drug
Revcovi (elapegademase-Ivir) 3590° elapegademase | Enzyme deficiency | Code (NOC, Srength, 24maNsmLsov Medicare Pref. Speciaty No  |pArequired - See Medicare Medical Part B prior authorization form
Dosage administered,
Route of administration
Additional information
Rezipres required: National Drug L sl )
P 3490 ephedrine Miscellaneous Code (NDC),Strength, 23 ‘-”SSDL‘M /Sl 47fm. Commercial non-specialty No  |No PA Required
(Ephedrine HCI) Dosage administered, ameue
Route of administration
Additional information
Rezipres required: National Drug L sl )
P J3490* ephedrine Miscellaneous Code (NDC), Strength, 2385mg/smL., 47/sml, 47/ml Medicaid Covered No  |No PA Required

(Ephedrine HCI)

Dosage administered,
Route of administration

SDampule
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Rezipres

Additional information

235ma/smL, 47/5mL., 47/mL

J3490" ephedrine Miscellaneous Code (NDC),Strength, Medicare non-speciay No  [No PA Required
(Ephedrine HCI) Dosage administered,
Route of administration
Rezzayo 30349 Antimicrobial 1mg 200mg Powder for Solution Infusion | Commercial Not Covered No_|Not Covered
PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Rezzayo (rezafungin) 30349 rezafungin Antimicrobial 1mg 200mg Powder for Solution Infusion | Medicaid Covered Al o—r—
PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Rezzayo (rezafungin) 30349 rezafungin Antimicrobial 1mg 200mg Powder for Solution Infusion | Medicare NPS No
Forms' tab,
Rhogam (Rho (D) immune alobulin} 32790 Rho (D) IG Immune Globulin | 1500 units (300 meg) C No | No PA required
Rhogam (Rho (D) immune alobulin} 32790 Rho (D) IG Immune Globulin_| 1500 units (300 meg) 1500 unit SD syringe Medicaid Covered No_ |No PA required
Rhogam (Rho (D) immune alobulin} 32790 Rho (D) IG Immune Globulin_| 1500 units (300 meg) 1500 unit SD syringe Medicare Non-specialty. No | No PA required
(Rho (D) immune globulin) 32791 Rho (D) IG Immune Globulin 100 units No | No PA required
(Rho (D) immune globulin) 32791 Rho (D) IG Immune Globulin 100 units 1500 unit SD syringe Medicaid Covered No | No PA required
(Rho (D) immune globulin) 32791 Rho (D) IG Immune Globulin 100 units 1500 unit SD syringe Medicare Non-Specialty No | No PA required
Riabni (rituximab-arrxl Q5123 rituximab Oncoloay 10mg 100 mg/10 mL, 500 mg/so mL SDV__| Commercial Not covered No___|Not covered - Use biosimilars Ruxience or Truxima
Riabni (rituximab-arrx) Q5123 rituximab Oncoloay 10mg 100 mg/10 mL, 500 mg/50 mL SOV Medicaid Covered No. No PA Required



https://www.priorityhealth.com/-/media/DAAE5553F48C4FDBA84BABBAE764BB84.pdf
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PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth

Factor Vila

Riabni (rituximab-arrx) Q5123 rituximab Oncology 10mg 100mg/lomL 500 mg/somLsDY | Medicare Medicare Chemo I
o PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Riabni (rituximab-arrx) Q5123 rituximab Oncology 10mg 100mg/l0mL 500 mg/somLsDY | Medicare NPS No
Forms' tab.
5 Central Nervous
RisperDAL Consta (risperidone) 12794 risperidone Syetem (CNS) agent 05mg 125 mg, 25 mg, 375 mg,50mg sov | Commercial Pref. Specialty No  [No PA required
5 Central Nervous
RisperDAL Consta (risperidone) 12794 risperidone Syetem (CNS) agent 05mg 125mg,25mg, 375 mg,s0mgsDv | Medicaid Carve Out No |Contact Fee for Service Medicaid for coverage
5 Central Nervous
RisperDAL Consta (risperidone) 12794 risperidone System (CNS) agent 0smg 125mg,25mg, 575 mg,somgsDv | Medicare Pref. Specialty No | No PA required
Rituxan (rituximab) 39312 rituximab Oncoloay 10 mg 100 mg/10 mL, 500 mg/50 mL SDV Commercial Not covered No Not covered. Use biosimil Truxima or Ruxience
Rituxan (rituximab) 39312 rituximab Oncoloay 10mg 100 mg/10 mL, 500 mg/50 mL SOV Medicaid Covered No. No PA Required
Ny PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Rituxan (rituximab) J9312 rituximab Oncology w0mg 100 Mg mL, 500 mg/somLsDV | Medicare Medicare Chemo I
N 1400 mg-23400 units/N7 i, 1600 mg- iocirmi : 8
Rituxan Hycela (rituximab/ hyaluronidase) 3931 rituximab Oncology 10mg jmo st Sov 9" | commercial Not covered No. Not covered. Use biosimilars Truxima or Ruxience
. 1400 mg-23400 units/N7 i, 1600 mg- y
Rituxan Hycela (rituximab/ hyaluronidase) J93m rituximab Oncology 10mg e Medicaid Covered No | No PA Required
. 1400 mg-23400 units/N7 i, 1600 mg- PA Required - click here for criteria, Link for the Prior Authorization form is on the '‘General Prior Auth
m Medicare Ch N
Rituxan Hycela (rituximab/ hyaluronidase) J93m rituximab Oncology 10mg ety Medicare edicare Chemo o |
Additional information
33490° required: National Drug 128 mg/ 0.8 mL and 160 mg/mL.
Rivfloza (nedosiran) . nedosiran Miscellaneous Code (NDC),Strength, prefiled syringe and Not Covered No  [Not Covered
€939 Dosage administered, 80mg/05 mL SOV
Route of administration
Additional information
33490° required: National Drug 128 mg/ 0.8 mL and 160 mg/mL.
Rivfloza (nedosiran) . nedosiran Miscellaneous Code (NDC),Strength, prefiled syringe and Medicaid Not Coverad No | Not Covered
€939 Dosage administered, 80mg/05 mL SOV
Route of administration
Additional information
J3490¢ required: National Drug 128 mg/ 0.8 mL and 160 ma/mL. - P 3 is on the '
Rivfloza (nedosiran) . nedosiran Miscellaneous Code (NDC),Strength, prefiled syringe and Medicare Pref Speciatty No
€939 Dosage administered, 80mg/05 mL SOV Forms'tab,
Route of administration
Antihemophilic This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Rixubis (Antihemophilic Factor IX) 37200 Hemophilia Commercial Referto ADL No
Factor IX under the pharmacy benefit
Antin - Refer to the Medicaid Approved Drug List (ADL) for pharmacy benefit coverage. For one-time doses
ntihemophilic . . . N .
Rixubis (Antihemophilic Factor X) 37200 Fmor‘l’x Hemophilia Medicaid Not Covered No |required for planned outpatient claims). will be reviewed
for medical necessity according to the. Medical Policy 91569
Antihemophilic
Rixubis (Antihemophilic Factor 1X) 37200 o Tx Hermophilia Medicare Pref. Specialty No | No PArequired
actor
Additional information
required: National Drug .
o o . 025meg, 05 ;1 meg/mL . rt B v - roved Dri v rmulation: rPart D -
Rocaltrol (calcitriol) ORAL ONLY 18499 calcitriol Miscellaneous Code (NDC), Strength, e oo/ Medicare No b
Dosage administered, oral solution ver: in for criteri
Route of administration
Roctavian 412 valoctocogene Gene/Cellular - <O Infusion bag Commerci Gene Therapy ves PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
@parvovec-rvox) roxaparvovec Therapy Forms tab.
Roctavian valoctocogene Gene/Cellular .
. 42 o Th/ i SO infusion bag Medicaid Not Covered No  |Not covered
@parvovec-rvox roxaparvovec erapy
Roctavian 412 valoctocogene Gene/Cellular - SO infusion bag Medicare Gene Therapy No PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth
@parvovec-rvox) roxaparvovec Therapy Forms' tab,
Rolvedon (eflapegrastim-xnst) N449 eflapegrastim Hematopoietic agent oimg 132mg/06 mL prefiled syringe | Commercial Not Covered No | Not covered
Rolvedon (eflapegrastim-xnst) N449 eflapegrastim Hematopoietic agent oimg 132 mg/06 mi. prefled syringe Medicaid Not Covered No | Not Covered
i PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Rolvedon (eflapegrastim-xnst) N449 eflapegrastim Hematopoietic agent oimg 132 mg/06 mi. prefled syringe Medicare NPs no | PARE
orms' tal
romidepsin, non-lyophilized (non-Istodax) 9318 romidepsin Oncology 01mg 275 mafss mL SOV Commer Pret. Specialty No  |PArequired - see medical oncology prior form for criteria
romidepsin, non-lyophilized (non-Istodax) 9318 romidepsin Oncology 01mg 275 mafss mL SOV Medicaid Covered No | No PA Required
romidepsin, non-lyophilized (non-Istodax) 9318 romidepsin Oncology 01mg 275 mafss mL SOV Medicare Medicare Chemo No | PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
Hereditan This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Ruconest (C1 esterase inhibitor) 10596 C-lesterase inhil v 10 units 2100 unit SDV Commert Refer to ADL No '9 PP ) U (I 9
agent under the pharmacy benefit
Hereditai . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Ruconest (C1 esterase inhibitor) 30596 CAlesterase i ! e/ 10 units 2100 unit SOV Medicaid Not Covered No 9 B L (el 9
agent under the pharmacy benefit
Hereditai i This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Ruconest (C1 esterase inhibitor) 30596 CAlesterase e/ 10 units 2100 unit SOV Medicare Referto ADL No 9 B L (el 9
agent under the pharmacy benefit
Ruxience (rituximab-pvvr) Qsn9 rituximab Oncology 10mg 100 mg/10 mL 500 mg/so mLsDv__| Commercial Pref. Specialty YESs__|No PA required
Ruxience (rituximab-pvvr) Qsn9 rituximab Oncology 10mg 100 mg/10 mL. 500 mg/50 mL SOV Medicaid Covered No [ No PA required
Ruxience (rituximab-pvvr) Qsn9 rituximab Oncology 10mg 100mg/lo mL 500 mg/somLsDy__ | Medicare Medicare Chemo No [ No PA required
Rybrevant (amivantamab-vmiw) 39061 amivantamab Oncology 2mg 350 mgf7 mL (50 mg/mL) SOV Commercial Pref. Specialty No PA required - see medical oncology prior form for criteria
Rybrevant (amivantamab-vmiw) 39061 amivantamab Oncoloay 2mg 350 mg/7 mi (50 mg/mL) SOV Medicaid Covered No__[No PA Required
Rybrevant (amivantamab-vmiw) 39061 amivantamab Oncology 2mg 350 mg/7 mL (50 mg/mL) SDV. Medicare Medicare Chemo No PA Required (Cancer Therapy) — Medicare Part B Oncology Prior form
laze (asparaginase erwinia chrysanthemi asparaginase erwinia
:?y' L P t'g ) Ve 39021 P o N " Oncology 01mg 10 Mg/ mL SOV Commercial pref. specialty No | PA required - see medical oncology prior form for criteria
recombinant)-rywn) chrysanthemi
laze (asparaginase erwinia chrysanthemi asparaginase erwinia
Z‘com:m:mﬁywm Ve 39021 pchssamheml Oncology 01mg 10mg/0s mL DV Medicaid Covered No  [No PA Required
laze (asparaginase erwinia chrysanthemi asparaginase erwinia
:zlcom:)m:nt}gvywm vea 39021 pchssamheml Oncology 01mg 10mg/0s mL DV Medicare Medicare Chemo No | PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
lasminogen, required - click here for criteria. Link for the Prior Authorization form is on the General Prior Aut!
ol g PA required - click here f Link for the Prior Authrization f the General Prior Auth
Ryplazim (plasminogen, human-tvmh) 12098 Miscellaneous 1mg 688 mg/125 mL SOV Commercial Pref Specialty Yes
human-tvmh Forms tab.
lasminogen, PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Ryplazim (plasminogen, human-tvmh) 12098 ° o Miscellaneous 1mg 688 mg/125 mL SOV Medicaid Covered ves Q
human-tvmh Forms tab.
plasminogen, equired - click here for criteria, Link for the Prior Authorization form is on the ‘General Prior Au
I PA R d - click here for criteria, Link for the Prior Authorization f he General Prior Auth
Ryplazim (plasminogen, human-tvmh) 12098 Miscellaneous 1mg 688 mg/125 mL SOV Medicare Pref Specialty No
human-tvmh Forms' tab,
i PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Rystiggo (rozanolixizumab-noli) 39333 rozanolixizumab Myasthenia Gravis 1mg 280ma/2mi (140ma/mi) Single Dose Vial | Commercial Pref. Specialty ves F .
orms tal
i PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Rystiggo (rozanolixizumab-noli) 9333 rozanolixizumab Myasthenia Gravis 1mg 280ma/2ml (140mafmi) Single Dose Vial | Medicaid Covered ves [ oo
orms tal
i PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Rystiggo (rozanolixizumab-noli) 39333 rozanolixizumab Myasthenia Gravis 1mg 280ma/2ml (140ma/mi) Single Dose Vial | Medicare Pref Specialty No. - -
orms' tal
%7 mg and 188 m: Ny
Rytelo (imetelstat) 10870 imetelstat Oncology 1mg Whmid ngﬂsw Commercial Pref specialty ves | PA required - see medical oncology prior form for criteria
. 47ma and 188 mg .
m , N
Rytelo (imetelstat) 30870 imetelstat Oncology 1mg Jophiined posder SOV Medicaid Covered o No PA required
47mg and 188 m
Rytelo (imetelstat) 10870 imetelstat Oncology 1mg Jopnilees posdor SV Medicare Medicare Chemo No  |PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
N Immunosuppressive 30ma/3mL SOV § .
Sandimmune (cyclosporin) 17516 cyclosporin PP 250mg A Commercial Non-specialty Mo |No PArequired
agent 153mg/1.7mL SDV
: Immunosuppressive . .
Sandimmune (cyclosporin) 17516 cyclosporin pf 250mg 250 mgf5 mL D ampule Medicaid Covered Mo |No PArequired
agen
: Immunosuppressive .
Sandimmune (cyclosporin) 17516 cyclosporin pf 250mg 250 mgf5 mL SO ampule Medicare Non-specialty Mo |No PArequired
agen
Immunosuppressive 25mg (07515) 25 mg, 50 ma, 100 mg capsule; 100 P oy
Sandimmune (cyclosporin) ORAL ONLY 7515, 37502 cyclosporin by : Medicare Non-specialty No
(cyclosporin) yclosps agent 100 mg (37502) m/mL oral solution D coverage ion form for criteria
in LAR ide depot) J2353 octreotide Endocrine 1mg 10 mg, 20 mg, 30 mg SDV. Commercial Pref. Specialty. No No PA required
in LAR ide depot) J2353 octreotide Endocrine 1mg 10 mg, 20 mg, 30 mg SDV. Medicaid Covered No No PA required
in LAR ide depot) J2353 octreotide Endocrine 1mg 10 mg, 20 mg, 30 mg SDV. Medicare Pref. Specialty. No No PA required
(anifrolumab-fnia) 30491 anifrolumab Lupus ma 300ma/2mmi Commercial Not covered No | Not covered
(anifrolumab-fnia) 30491 anifrolumab Lupus ma 300ma/2mmi Medicaid Not Covered No | Not covered
ired - click f nk for the Prior Authorization form is on the 'General Prior h
saphnelo (anifrolumab-fnia) 30491 anifrolumab Lupus 1mg 300mg/2mi Medicare NPs o |PARe
rms tal
sarclisa irf 19227 isatuximab Oncology 10mg 100 mg/5 mL, 500 mg/2s mL sov__| Commercial Pref. Specialty No__|PA required - see medical oncology prior form for criteria
Sarclisa 19227 isatuximab Oncology 10mg 100 mg/5 mL, 500 Mg/25 mL SDV. Medicaid Covered No No PA Required
Sarclisa 319227 isatuximab Oncology 10mg 100 Mg/ mL, 500 mg/25 mL SDV Medicare Medicare Chemo No. PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
. ¢ ired - here for ink for the Prior horization form | Prior Auth
Scenesse (afamelanotide implant) 17352 afamelanotide Miscellaneous 1mg 16 mg implant Commercial Pref. Specialty [ ey
rms ta
N ¢ ired - cl here for ink for the Prior hori ion form | Prior Auth
Scenesse (afamelanotide implant) 17352 afamelanotide Miscellaneous 1mg 16 mg implant Medicaid Covered ves | hean
rms ta
notide implant) 37352 afamelanotide Miscellaneous 1mg 16 mg implant Medicare Pref. Specialty No
J0604 - ESRD
Sensipar (cinacalcet) ORAL ONLY on Dialysis cinacalcet Miscellaneous 1mg 30 mg, 60 m, 90 mg tablet Medicare No
ONLY.
hili . i i . Refe
T oA . Antihemophilic P——— p— et toADL N | Thisdrug isnot covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Factor Vila under the pharmacy benefit
Antihemophilic .
Sevenfact (Antihemophilic Factor Vila) 7212 Hemophilia Medicaid Not Covered No |required for planned outpatient claims). ill be reviewed

for medical n ity according to the Medical Policy 91569
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Antihemophilic

Sevenfact (Antihemophilic Factor Vila) 7212 Eactor viin Hemophilia Medicare Pref. Specialty No  |No PA required
Sezaby (phenobarbital) 32561 phenobarbital Antiepileptic agent 1mg Commercial Not Covered No | Not Covered until ASP established
Sezaby (phenobarbital) 32561 phenobarbital Antiepileptic agent 1mg Medicaid Carve Out No |Contact Fee for Service Medicaid for coverage
Sezaby (phenobarbital) 32561 phenobarbital Antiepileptic agent 1mg Medicare Non-specialty No  |No PA required
) PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Signifor LAR (pasireotide) 32502 pasireotide Endocrine 1mg 10 mg, 20 mg, 30 mg, 40 mg, 60 mg SOV Commercial NPS No Forms tab.
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
r LAR (pasireotide) 32502 pasireotide Endocrine 1mg 10 mg, 20 mg, 30 mg, 40mg, 60mg SOV|  Medicaid Covered Y& | orms tab.
PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
r LAR (pasireotide) 12502 pasireotide Endocrine 1mg 10mg, 20mg, 30mg, 40mg,60mg sDV|  Medicare NPS Mo e tab
Inflammatory This drug i not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
siliq (brodalumab) 3590 brodalumab Commercial Refer to ADL No
Conditions under the pharmacy benefit
Inflammator, This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
q (brodalumab) 3590° brodalumab Y Medicaid Not Covered No & PP Bl (eIl g
Conditions under the pharmacy benefit
Inflammator, This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
siliq (brodalumab) 33590* brodalumab v Medicare Refer to ADL No 9 PP Bl (eIl 9
Conditions under the pharmacy benefit
. Inflammatory This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
landi (adalimumab-ryvk) Q5142 adalimumab 1mg various Commercial Refer to ADL No
Conditions under the pharmacy benefit
. Inflammatory This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
imlandi (adalimumab-ryvk) Q5142 adalimumab 1mg various Medicaid Not Covered No
Conditions under the pharmacy benefit
. Inflammatory This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Simlandi (adalimumab-ryvk) Q5142 adalimumab 1mg various Medicare Refer to ADL No
Conditions under the pharmacy benefit
- n Inflammatory This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Simponi (golimumab) SC 35907, C9399* golimumab Commercial Refer to ADL No
Conditions under the pharmacy benefit
n Inflammatory This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
imponi (golimumab) SC 35907, C9399* golimumab Medicaid Not Covered No
Conditions under the pharmacy benefit
n Inflammatory This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
poni (golimumab) SC 35907, C9399* golimumab Medicare Refer to ADL No
Conditions under the pharmacv benefit
. o Inflammatory PA required - click here for cri Link for the Prior Authorization form is on the General Prior Auth
Simponi Aria (golimumab) IV 7602 golimumab 1mg 50 mg/4mL SOV Commercial NPS Yes
Conditions Forms tab.
- o Inflammatory PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Simponi Aria (golimumab) IV 7602 golimumab 1mg 50 mg/4mL SOV Medicaid Covered Yes
Conditions Forms tab.
- o Inflammatory PA Required - click here for criteria, Link for the Prior Authorization form is on the '‘General Prior Auth
Simponi Aria (golimumab) IV 7602 golimumab 1mg 50 mg/4mL SOV Medicare NPS No
Conditions Forms' tab.
- immunosuppressive
Simulect (basiliximab) 0480 basiliximab ot 20mg 10mg,20 mg SOV Commercial Pref. Specialty No | No PA required
- immunosuppressive
Simulect (basiliximab) 0480 basiliximab e 20mg 10mg,20 mg SOV Medicaid Covered No  |No PA required
- immunosuppressive
Simulect (basiliximab) 0480 basiliximab ot 20mg 10mg,20 mg SOV Medicare Pref Specialty No  |No PA required
Sinuva, Propel (mometasone furoate 7402, 51091 mometasone Steroid (nasal) 10 meg 1350 rmeg implant Commercial Not covered No | Not covered
Sinuva, Propel (mometasone furoate) 7402, 51091 mometasone Steroid (nasal) 10 meg 1350 rmeg implant Medicaid Not Covered No | Not covered
Sinuva, Propel (mometasone furoate 7402, 51091 mometasone Steroid (nasal) 10 meg 1350 rmeg implant Medicare NPS No | PA required - See Medicare Medical Part B prior authorization form
. PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Sivextro (tedizolid) 33090 tedizolid Antimicrobial 1mg 200mg SOV Commercial Pref Specialty No
Forms tab.
. PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Sivextro (tedizolid) 33090 tedizolid Antimicrobial 1mg 200 mg SDV. Medicaid Covered No.
Forms tab.
. PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth
Sivextro (tedizolid) 33090 tedizolid Antimicrobial 1mg 200mg SOV Medicare Pref Specialty No
Forms' tab.
Skvla (levonoraestrel-releasing IUD) 17301 levonorgestrel Cor 35mg 135mg insert Commercial || Refer o Conraceptive Coverage No | Refer to contraceptive coverade
Skvla (levonoraestrel-releasing IUD) 17301 levonorgestrel Cor 35mg 135mg insert Medicaid | _Refer to Contraceptive Coverage No | Refer to contraceptive coverade.
Skvla (levonoraestrel-releasing IUD) 17301 levonorgestrel Cor 35mg 135mg insert Medicare |_Referto Contraceptive Coverage No | Refer to contraceptive coverade.
IV (risankizumab-rzaa) 600mg/1oml 2327 risankizumab Inflammatory 1me 500mg/io mL SOV Commercial pref specialty ves PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Conditions Forms tab.
IV (risankizumab-rzaa) 600mg/1oml 2327 risankizumnab Inflammatory 1me 500mg/io mL SOV Medicaid covered ves PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Conditions Forms tab.
Skyrizi IV (risankizumab-rzaa) 600mg/ioml - eankinumab Inflammatory . [ Medicare cret speciaty v | PARequired -click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
vial Conditions Forms' tab.
Skyrizi SC (risankizumab-rzaa) prefilled Ki b Inflammatory Commercial TS, o This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
risankizumal
syringe/pen and 360mg/2.4mi on-body kit Conditions under the pharmacy benefit
Skyrizi SC (risankizumab-rzaa) prefilled Ki b Inflammatory Medicaid TS, o This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
risankizumal
syringe/pen and 360mg/2.4mi on-body kit Conditions under the pharmacy benefit
Skyrizi SC (risankizumab-rzaa) prefilled Ki b Inflammatory Medicare TS, o This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
risankizumal
syringe/pen and 360mg/2.4mi on-body kit Conditions under the pharmacy benefit
Additional information
35907, elivaldogene Gene/Cellular reauired: National Drug PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Skysona (elivaldogene autotemcel) Code (NDC),Strength, 20mL infusion bag Commercial Gene Therapy Yes
Co399* autotemcel Therapy Dosage sdministered, Forms tab.
Route of administration,
Additional information
335907, elivaldogene Gene/Cellular reauired: National Drug
Skysona (¢livaldogene autotemcel) N 9 / Code (NDC), Strength 20mL infusion bag Medicaid Not Covered No  |Not Covered
C9399 autotemcel Therapy Dosage sdministered,
Route of administration,
Additional information
Skysona (elivaldogene autotemcel) 35907, elivaldogene Gene/Cellular 'Z::"i:g;“‘;{a‘ o oL infusion b Medicare Geneherapy N PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
i u N reng! miL infusion bag ene Thera o
Ve . Co399* autotemcel Therapy Dosage sdministered, Forms' tab,
Route of administration,
. PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Soliris (eculizumab) 71300 eculizumab Miscellaneous 0mg 300 mg/30 mL SOV Commercial Pref Specialty AT ey
or
. PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Soliris (eculizumab) 71300 eculizumab Miscellaneous 0mg 300 mg/30 mL SOV Medicaid Covered ves [
or
. PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth
Soliris (eculizumab) 71300 eculizumab Miscellaneous 0mg 300 mg/30 mL SOV Medicare Pref Specialty No
Forms' tab.
Solu-Medrol (methylprednisolone) 12919 methylprednisolone Steroid 5mg various Commercial Non-specialty No  |No PA required
Solu-Medrol (methylprednisolone) 72919 methylprednisolone Steroid 5mg various Medicaid Covered No  |No PA required
Solu-Medrol (methylprednisolone) 12919 methylprednisolone Steroid 5mg various Medicare Non-specialty No | No PA required
ma/0.2mi, 50mg/0:3mi, 120mg/0Smi
Somatuline Depot (lanreotide) 71930 lanreotide Miscellaneous 1mg 6omg/o2mi, DZ;::QE‘ 905l | commercial Non-specialty Mo |No PArequired
Somatuline Depot (lanreotide) 7930 lanreotide Miscellaneous 1ma 5“’“9/““"9:;?;::;“; 120mg/osml | e dicaid Covered No  |No PA required
maf0.2mi, 50mg/03mi, 120mg/0Smi
Somatuline Depot (lanreotide) 7930 lanreotide Miscellaneous 1mg 60mg/02m, 50 ‘;’;""jgs‘ 20mg/os Medicare Non-specialty No | No PA required
Inflammator,
Spevigo (spesolimab-sbzo) 747 spesolimab cOndmomsy ™y 450 ma7.5 ml SOV Commercial Not Covered No  |Not Covered
Inflammator,
Spevigo (spesolimab-sbzo) 747 spesolimab cOndmomsy ™y 450 ma7.5 ml SOV Medicaid Not Covered No  |Not Covered
Inflammator, PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Spevigo (spesolimab-sbzo) w747 spesolimab Y mg 450 /7.5 mi SOV Medicare Nps No q
Conditions Forms' tab.
PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Spinraza (nusinersen sodium) 12326 nusinersen Miscellaneous 01mg 12mg/s mL SOV Commercial Pref Specialty no | PA e
orms tab,
Spinraza sodium] 12326 Miscellaneous 01mg 12 mo/s mi SOV Medicaid Carve Out No | Contact Fee for Service Medicaid for coverage
PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Spinraza (nusinersen sodium) 12326 nusinersen Miscellaneous 01mg 2 mg/s mL SOV Medicare Pref. Specialty Mo [ ah
orms' tab.
Central Nervous 56 mg, 84 mg nasal spray kit (each kit PA required - click here for criteria, Link for the Prior Authorization form is on the General Prior Auth
Spravato (esketamine) 0013 esketamine Tmg Commercial NPS No
P! ¢ ) System (CNS) agent contains 28 mg unit dose) Forms tab,
me mg nasal spray kit (each ki q - ia. Ll il
Spravato (esketaming) soons coketamine Central Nervous Tmo 56ma, 84 mg nasalspray kit each kit | \1ogicig coveres vo |PAreauired - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
System (CNS) agent contains 28 mg unit dose) Forms tab,
G2082 - up to
56mg Central Nervous 56 ma, 84 mg nasal spray kit (each kit PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth
Spravato (esketamine) esketamine 1mg : Medicare NPS No
P! ( ) 62083 - greater System (CNS) agent contains 26 mg unit dose) rms'
than 56mg
Inflammaton . ¢ ired - click here ink for the Prior hori ion form i: neral Prior Auth
Stelara IV (ustekinumab) 130mg/26ml vial 13358 ustekinumab 4 1mg 130 mg/26 mL SOV Commercial Pref. Specialty Yes
Conditions Forms tab,
Inflammaton N ¢ ired - click here ink for the Prior hori ion form i: neral Prior Auth
Stelara IV (ustekinumab) 130mg/26ml vial 13358 ustekinumab 4 1mg 130 mg/26 mL SOV Medicaid Covered Yes
Conditions Forms tab,
Infl; R - click here f k for the Pi Auth: f he ' | Py Auth
Stelara IV (ustekinumab) 130mg/26ml vial 13358 ustekinumab nflammatory 1mg 130 mg/26 mL SOV Medicare Pref. Specialty no  |PARequired-clickhere for criteria. Link for the Prior Authorization form is on the General Prior Aut
Conditions Forms' tab,
Stelara SC (usfeklnumab] prefilled syringe & 13357 ustekinumab. Inflammatory Commercial EETaEL . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
5ma/0.5ml vial Conditions under the pharmacy benefit
Stelara SC (ustekinumab) prefilled syringe & K ustekinumab Inflammatory T — o This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
5ma/0.5ml vial Conditions under the pharmacy benefit
Stelara SC (ustekinumab) prefilled syringe & K ustekinumab Inflammatory o —— o This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
5ma/0.5ml vial Conditions under the pharmacy benefit
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Stimufend (pegfilgrastim-fpgk) Qs127 pegfilgrastim Hematopoietic agent 05mg 6 mg/06 mL prefilled syringe Commercial Not Covered No  [Not Covered
Stimufend (pegfilgrastim-fpgk) Qs127 pegfilgrastim Hematopoietic agent 05mg 7 mg/06 mL prefilled syringe Medicaid Not Covered No  [Not Covered
. PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Stimufend (pegfilgrastim-fpgk) Qs127 pegfilgrastim Hematopoietic agent osmg 8mg/06 mL prefilled syringe Medicare NPS Mo e tab,
<=100m: 9991 100 mg/0.5 mL, 300 mg/1.5 mL SD
Sublocade (buprenorphine) Q9991,Q9992 | buprenorphine Opioid use disorder 9 (Q9991) 9/03 mi. 500 o). Commercial Pref. Specialty No  [No PA Required
>100ma (09992) syringe
<=100m: 9991 100 mg/0.5 mL, 300 mg/1.5 mL SD
Sublocade (buprenorphine) Q9991,Q9992 | buprenorphine Opioid use disorder 9 (Q9991) 9/08 ML 300 ma/. Medicaid Carve Out No | Contact Fee for Service Medicaid for coverage
>100ma (09992) syringe
<=100m: 9991 100 mg/0.5 mL, 300 mg/1.5 mL SD
Sublocade (buprenorphine) Q9991,Q9992 |  buprenorphine Opioid use disorder 9 (Q9991) 9/08 ML 300 ma/. Medicare Pref. Specialty No  |No PA required
>100ma (09992) syringe
Sunlenca (lenacapavir) PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
I 71961 lenacapavir HIV agent 1mg 4635 mg/15 ml SOV Commercial Pref. Specialty No
Injection Forms tab.
Sunlenca (lenacapavir)
Injection 2961 lenacapavir HIV agent 1mg 4635mg/1.5 mi SDV Medicaid Carve Out No. Contact Fee for Service Medicaid for coverage
Sunlenca (lenacapavir)
! pavt) 21961 lenacapavir HIV agent 1mg 4635 mg/Ls mi SOV Medicare Pre. Specialty No | PA required - See Medicare Medical Part B prior authorization form
Injection
Sunlenca (lenacapavir) lenacapavir HIV agent Commercial ——— - This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
TABLETS under the pharmacy benefit
Sunlenca (lenacapavir) lenacapavir HIV agent Medicaid ——— - This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
TABLETS under the pharmacy benefit
Sunlenca (lenacapavir) lenacapavir HIV agent Medicare ——— - This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
TABLETS under the pharmacy benefit
Supartz FX (hyaluronan/ hyaluronic acid) for . hyaluronate sodium/ | Hyaluronic acid - [ Commercial Mot covered vo  |Notcovered -see y Policy CARE/ BENEFIT
intra-articular injection hyaluronic acid derivatives EXCEPTIONS for more information
Supartz FX (hyaluronan/ hyaluronic acid) for . hyaluronate sodium/ | Hyaluronic acid - [ Medicaid Mot Comered o | Not covered
intra-articular injection hyaluronic acid derivatives
Supartz FX (hyaluronan/ hyaluronic acid) for . hyaluronate sodium/ | Hyaluronic acid - [ Medicare oret Speciaty o |NopArequired
intra-articular injection hyaluronic acid derivatives
PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
LA (histrelin acetate implant) 39226 histrelin Endocrine s0mg 50 mg implant Commercial NPS No
Forms tab.
. PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Supprelin LA (histrelin acetate implant) 39226 histrelin Endocrine s0mg 50 mg implant Medicaid Covered Y& | orms tab,
. PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Supprelin LA (histrelin acetate implant) 39226 histrelin Endocrine s0mg 50 mg implant Medicare Nes I e
Sustol (granisetron extended release) 1627 Antiemetic 01mg 10 mg/0.4 mL SD syringe Commercial Not covered No Not covered
Sustol (granisetron extended release) 627 Antiemetic 01mg 10 mg/0.4 mL SD syringe Medicaid Not Covered No. Not covered
Sustol (ranisetron extended release) 7627 Antiemetic 01mg 10 mg/0.4 mL SD syringe. Medicare Pref. Specialty No__|PA required - See Medicare Medical Part B prior authorization form
Susvimo (ranibizumab) 32779 ranibizumab Ophthalmic 01 mg 100 mg/mLSDV. Commercial Not Covered No | Not Covered
Susvimo (ranibizumab) 32779 ranibizumab Ophthalmic 01 mg 100 mg/mLSDV. Medicaid Not Covered No | Not Covered
i PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Susvimo (ranibizumab) 32779 ranibizumab Ophthalmic 01 mg 100 mg/mL SDV. Medicare Nes No
Forms' tab.
PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Syfovre (pegcetacoplan) 32781 pegcetacoplan Ophthalmic 1mg 15mg/0ImL SDV Commercial (P Sy o Forms tab.
1
Rk PA required - click here for criteria, Link for the Prior form is on the General Prior Auth
Syfovre (pegcetacoplan) 32781 pegcetacoplan Ophthalmic 1mg 15mg/0ImL SDV Medicaid EsegEl o Forms tab,
i PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Syfovre (pegcetacoplan) 12781 pegcetacoplan Ophthalmic 1mg 15ma/0ImL SOV Medicare Pref specialty N e
1
PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Sylvant (siltuximab) 12860 siltuximab Oncology 0mg 100 mg, 400 mg SOV Commercial Pref. Specialty No | metab
1
PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Sylvant (siltuximab) 12860 siltuximab Oncology 10mg 100 mg, 400 mg SOV Medicaid Covered ves
Forms tab.
Svivant 12860 siltuximab Oncoloay 10mg 100 mg, 400 mg SOV Medicare Pref Specialty No_ |No PA reauired
RSV Monoclonal PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Synagis (palivizumab) 90378 (IM) palivizunab 50mg 50mg/osmL,100mgimLsDy | Commercial Pref. Specialty No

Antibody

Forms tab.
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RSV Monoclonal

form is on the General Prior Auth

PA required - click here for criteria. Link for the Prior

Synagis (palivizumab) 90378 (IM alivizumab s0mg 50 mg/0.5 mL, 100 mo/i mL SDV Medicaid Covered No
ynagis (b ) ™ e Antibody Forms tab.
RSV Monoclonal
Synagis (palivizumab) 90378 (IM) palivizumab Antibody s0mg 50 mg/0.5 mL, 100 mo/i mL SDV Medicare Pref. Specialty No red - , i
. " "y Smg/mL. . Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
Syndros (dronabinol) QoI55 Dronabinol Antiemetic 01mg Medicare Non-specialty No . ——
(50 mL MDV) D coverage determination form for criteria
Synojoynt (hyaluronan or derivative for intra- - hyaluronate sodium/ Hyaluronic acid ) 16 mg/2mLSDsyringe (Synvisc): 48| oo Mot covered o Not covered - See 'y Policy CARE/ BENEFIT
m ver
articular injection hyaluronic acid derivatives mg/6 mL SD syringe (Synvisc-One) EXCEPTIONS for more information
Synejoynt (hyaluronan or derivative for intra- - hyaluronate sodium/ | Hyaluronic acid . 6 mgf2mL SDsyringe (S48 | e dicaid Mot Conered o | Not covered
articular injection) hyaluronic acid derivatives ma/6 mL SD syringe (Synvisc-One)
Synejoynt (hyaluronan or derivative for intra- - hyaluronate sodium/ | Hyaluronic acid , 16 maf2mL sDsytinge (i 48 | e icare s v |PARequired - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
. § . mg
articular injection) hyaluronic acid derivatives ma/ mL SD syringe (Synvisc-One) Forms' tab,
Synribo (omacetaxine mepesuccinate] 19262 omacetaxine Oncoloay 001mg 35mg SOV Commercial NPS No [ PA required - see medical oncoloay prior form for criteria
Synribo (omacetaxine mepesuccinate) 39262 omacetaxine Oncoloay 001mg 35mg SOV Medicaid Covered No No PA Required
Synribo (omacetaxine mepesuccinate) 39262 omacetaxine Oncoloay 001mg 3.5mg SDV. Medicare Medicare Chemo No No PA required
Synvisc/Synvisc One (hyaluronan/ hyaluronic f— hyaluronate sodium/ Hyaluronic acid ) 16 mg/2 L SDsyringe (Synvisc): 48 | oo Mot covered o Not covered - See 'y Policy CARE/ BENEFIT
o . § . mg . B
acid) for intra-articular injection hyaluronic acid derivatives ma/ mL SD syringe (Synvisc-One) EXCEPTIONS for more information
Synvise/Synvise One (hyaluronan/ hyaluronic — hyaluronate sodium/ | Hyaluronic acid . 6 mgf2mL SDsyringe (S48 | e dicaid Mot Comered o | Not covered
acid) for intra-articular injection hyaluronic acid derivatives mg/6 mL SD syringe (Synvisc-One)
i isc One (hyaluronan/ hyaluronic — hyaluronate sodium/ | Hyaluronic acid , 16 maf2mL sDsytinge (Synvisc 48 | e icare ps v |PARequired - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
o . § . mg
acid) for intra-articular injection hyaluronic acid derivatives ma/6 mL SD syringe (Synvisc-One) Forms' tab,
Hereditary This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Takhyzro (lanadelumab-fiyo) 0593 lanadelumab 1mg 300 mg/2 mL SOV Commercial Refer to ADL No
agent under the pharmacy benefit
Hereditary This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Takhyzro (lanadelumab-fiyo) 0593 lanadelumab 1mg 300 mg/2 mL SOV Medicaid Not Covered No
agent under the pharmacy benefit
Hereditary This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Takhyzro (lanadelumab-fiyo) 0593 lanadelumab X 1mg 300 mg/2 mL SOV Medicare Nes No
agent under the pharmacy benefit
ralvey (talquetamab-tgve) 13085 olquetamab oncor s 3mgNsmL SOV Commercial s v |PArequired - click here for criteria. Link for the Prior form is on the General Prior Auth
alquetamab-tgvs) alquetamal ncolo: mg
vey (tala 9 q ol 40 mg/mt SOV Forms tab,
3mgsmL SOV
Talvey (talquetamab-tgvs) 13055 talquetamab Oncology 025mg “0 gmg/m <ov Medicaid Covered No Reference CHAMPS to ensure this drug & NDC is covered for your provider type on the date of service
SmaNsmL SOV
Talvey (talquetamab-tgvs) 3055 talquetamab Oncology 025mg P gm"g/msw Medicare Medicare Chemo No | PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
Radio- 50 mLor 100 miL multi-dose vils (61
i illicurie i) C non-specialt No
Tauvid (Flortaucipir F18) A9601 Flortaucipir F18 o 1 millicurie (mCi) it to 100 memt) ommert pecialty No PA Required
Radio- 50 mLor 100 miL multi-dose vils (81 .
i ipit illicuri i Medicaid Covered No.
Tauvid (Flortau: A9601 Flortaucipir F18 o 1 millicurie (mCi) it 1100 meimt) edicai No PA Required
Radio- 50 mLor 100 miL multi-dose vils (81
i illicuri i) Medi non-special No.
Tauvid (Flortauci A9601 Flortaucipir F18 o 1 millicurie (mCi) it to100 meimt) ledicare pecialty No PA Required
Regular: 20 mg/2 mL, 80 ma/é L 160
mafi6 mL 200 mg/20 mL SOV .
Pref. Special
Taxotere (docetaxel) 19171 docetaxel Oncology 1mg Coneantotes 20 malL B marim, | COMMercial ref, Specialty No  |NoPA required
160 ma/8 mL SDV.
Regular: 20 mg/2 mL, 80 mg/8 mL. 160
mg/6 mL, 200 mg/20 mL SDV . vere o
Taxotere (docetaxel) 9171 docetaxel Oncology 1mg o o e b, | Medicaid Covered N No PA required
160 ma/8 mL SDV
Regular: 20 mg/2 mL, 80 ma/é L. 160
mafie mL 200 mg/20 mL SOV .
Pref. Special
Taxotere (docetaxel) 19171 docetaxel Oncology 1mg Concantoe 2o mat oL, | Medicare ref. Specialty No  |NoPA required
160 ma/8 mL SDV.
PA Required - see medical oncology prior authorization form for criteria, Coverage of Tecartus is
dependent on member's eligibility and benefit plan documents. Priority Health may request
brexucabtagens Gene/Cellular documentation, not more frequently than biannually, of follow-up patient assessment(s). Tecartus will
Tecartus (brexucabtagene autoleucel) Q2053 aumlsuil Therap perdose SO infusion bag Commercial Gene Therapy Yes | not be authorized for use in patients: with primary central nervous system lymphoma; OR that have
4 received a previous treatment course of Tecartus or another CDI9-directed chimeric antigen receptor
(CAR) T-cell therapy. The safety and effectiveness of repeat administration have not been evaluated (one
treatment ner lifatimel
brexucabtagene Gene/Cellular .
Tecartus (brexucabtagene autoleucel) Q2053 9 g per dose SDinfusion bag Medicaid Carve Out No | Contact Fee for Service Medicaid for coverage
erapy
brexucabtagene Gene/Cellular PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Tecartus (brexucabtagene autoleucel) Q2053 perdose SO infusion bag Medicare Medicare Chemo No
Therapy Forms' tab,
PA Required - see medical oncology prior authorization form for criteria. Coverage of Tecelra is
dependent on member's eligibility and benefit plan documents. Priority Health may request
9999* afamitresgene Gene/Cellular . documentation, not more frequently than biannually, of follow-up patient assessment(s). Tecelra will not
Tecelra (afamitresgene autoleuce) per dose SD infusion bag Commercial Gene Therapy Yes
€9399* autoleuce Therapy be authorized for use in patients that have received a previous treatment course of Tecelra or another
genetically modified autologous T-cell immunotherapy. The safety and i of repeat
dministration have not been evaluated (one treatment per lifetime].
9999* afamitresgene Gene/Cellular .
Tecelra (afamitresgene autoleuce) Cot00 utolouce Therapy per dose D infusion bag Medicaid Covered No No PA Required
39999* afamitresgene Gene/Cellular
Tecelra (afamitresgene autoleuce) oo otolo gce Therapy per dose SD infusion bag Medicare Medicare Chemo No | PArequired (Cancer Therapy) - See Medicare Part B Oncology Prior Authorization form
utoleu
Tecentriq (atezolizumab) .
w ’,nfus::‘ ) 39022 atezolizumab Oncology 0mg 840mgf14 mL, 1200 mg/20mLSDV | Commercial Pref. Specialty ves | pA required - see medical oncology prior authorization form for criteria
Tecentriq (atezolizumab) .
Win fus’,:: ) ) 39022 atezolizumab Oncology 0mg 840mgfi4mL, 1200mg20mL SOV | Medicaid Covered No | No PA Required
Tecentriq (atezolizumab)
w ’,nfus::‘ ) 39022 atezolizumab Oncology 0mg 840mg/i4mL.1200mg/20mLsDV | Medicare Medicare Chemo No | PA required (Cancer Therapy) - See Medicare Part B Oncology Prior Authorization form
) Additional information
Tecentriq Hybreza required: Nationl Drux
4 Hyb . " 39999, atezolizumab & auired: National Orug
(atezolizumab & hyaluronidase-tajs) om0 Hyaluronidace Oncology Code (NDC),Strength, | 1875 mg and 30,000 units/is mLsDV | Commercial Pref Specialty ves  |parequired - see medical oncology prior form for criteria
(Subcutaneous injection) 2 Dosage administered,
Route of administration,
) Additional information
Tecentriq Hybreza required: National Drug
4 Hyb . " 39999, atezolizumab & auired: National Orug .
(atezolizumab & hyaluronidase-tajs) Coso Hyaluronidace Oncology Code (NDC),Strength, | 1875 mg and 30,000 unitss mLsDV | Medicaid Covered No | No PA Required
(Subcutaneous injection) 2 Dosage administered,
Route of administration,
) Additional information
Tecentriq Hybreza required: Nationl Drux
4 Hyb . " 39999, atezolizumab & auired: National Orug
(atezolizumab & hyaluronidase-tajs) Coso Hyalronidace Oncology Code (NDC),Strength, | 1875 mg and 30000 unitsNs mLsDV | Medicare Medicare Chemo No |pArequired (Cancer Theray e Medicare Part B On r Authorization form
(Subcutaneous injection) v Dosoge administered,
Route of administration,
" " 30mg/3mL SDV (Step-Up Dosing) . N - N
- c ] NPs No -
Tecvayli (teclistamab-cayv) 9380 polatuzumab vedotin Oncology osmg S TaL S0V heaienance) ommercial PA required - see medical oncology prior form for criteria
el 30ma/3mL SOV .
Tecvayli (teclistamab-cayv) 39380 polatuzumab vedotin Oncology 05mg mm://‘ e, Medicaid Covered Mo |No PA Required
el 30ma/3mL SOV . .
Tecvayli (teclistamab-cayv) 39380 polatuzumab vedotin Oncology 05mg mm://‘ g Medicare Medicare Chemo No | PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
Teflaro fosamil) 10712 ceftaroline Antimicrobial 10mg 400 mg, 600 mg SOV Commercial NPS No | No PA required
Teflaro fosamil) 10712 ceftaroline Antimicrobial 10mg 400 mg, 600 mg SOV Medicaid Covered No | No PA required
Teflaro fosamil) 10712 ceftaroline Antimicrobial 10mg 400 mg, 600 mg SOV Medicare NPS No | No PA required
. [ d - click here for criteria. Link for the P f the General Prior Auth
Tepezza (teprotumumab-trbw) 33241 teprotumumab Miscellaneous 10 mg 500 mg SOV Commercial Pref. Specialty e |0 & “‘t‘"’b <lick here for criteria. Link for rior rmison neral Prior Au;
orms tal
. [ d - click here for criteria. Link for the P f the General Prior Auth
Tepezza (teprotumumab-trbw) 33241 teprotumumab Miscellaneous 10 mg 500 mg SOV Medicaid Covered e |0 & “‘t‘"’b «lick here for criteria. Link for rior rmison neral Prior Au;
orms tal
ired - click f nk for the Prior Authorization f is on the 'Gener: rior h
Tepezza (teprotumumab-trbw) 13241 teprotumumab Miscellaneous 10mg 500 mg SOV Medicare Pref. Specialty No s b,
orms' tal
33105, 37680, § .
Terbutaline . terbutaline 1mg Tma/mL SOV Commercial Non-specialty No  |No PA required
33105, 37680, " .
Terbutaline . terbutaline 1mg Tma/mL SOV Medicaid Covered No  |No PA required
33105, 37680, .
Terbutaline sl terbutaline 1mg Tma/mL SOV Medicare Non-specialty No  |No PA required
hormone B PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Testopel (testosterone implant) J3490%, 50189 testosterone 75mg 75 mg pellet Commercial Non-specialty No
replacement Forms tab,
hormone . PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Testopel (testosterone implant) J3490%, 50189 testosterone 75mg 75 mg pellet Medicaid Covered No
replacement Forms tab,
hormone ired - click f nk for the Prior Authorization f is on the 'Gener: rior h
Testopel (testosterone implant) J3490%, 50189 testosterone 75mg 75 mg pellet Medicare Non-specialty No
replacement Forms' tab,
Tevimbra 19329 tislelizumab Oncology mg 100 Mg/10 mL SDV. Commercial Pref Specialty eS| PA required - see medical oncology prior form for criteria
Tevimbra 19329 tislelizumab Oncology mg 100 Mg/10 mL SDV. Medicaid Covered No | No PA Required
Tevimbra J9329 tislelizumab Oncology Img 100 mg/10 mL SDV Medicare Medicare Chemo. No PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior ization form
Tezspire (tezepelumab-ekko) 556 e || e 1me 210 mgNl mi (10 ma/mi) pR— et tonDL \o | Thisdrug s not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Pre-filled Pen Pen-injector under the pharmacy benefit
Tezspire (tezepelumab-ekko) 556 e || e e 1me 210 mgNl mi (10 ma/mi) P — et toADL \o | Thisdrug s not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Pre-filled Pen Pen-injector under the pharmacy benefit
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Tezspire (tezepelumab-ekko)

210 mg/ 91 mL (10 mg/mL)

PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth

22356 tezepelumab-ekko | Respiratory Biologic 1mg Medicare Pref Specialty No
Pre-filled Autoii P piratory Biolog Peninjector Forms'tab.
Tezspire (tezepelumab-ckko 210 mgN1 L (10 ma/m)
pire (tezep ) 12356 tezepelumab-ekko | Respiratory Biologic 1mg 9191 mi. 10 mg/mi) Commercial Not Covered No  |Not covered
Prefilled Syringe prefiled syringe
Tezspire (tezepelumab-ckko 210 mah1 L (10 /) PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
pire (tezep ) 12356 tezepelumab-ekko | Respiratory Biologic 1mg 9/191 mi. 10 mg/mi) Medicaid Covered No
Prefilled Syrinae preflled syringe Forms tab.
Tezspire (tezepelumab-ckko 210 mah1 L (10 g/l PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
pire (tezep ) 12356 tezepelumab-ekko | Respiratory Biologic 1mg 9/191 mi. 10 mg/mi) Medicare Pref Specialty No
Prefilled Syrinae preflled syringe Forms'tab.
Thiotepa 9340 thiotepa Oncoloay 1smg 15 g, 100 mg SDV Commercial Non-specialty o [No PAreauired
Thiotepa 39340 thiotepa Oncoloay 15mg 15 mg, 100 mg SOV Medicaid Covered No. No PA required
Thiotepa 9340 thiotepa Oncoloay 1smg 15 g, 100 mg SDV Medicare Non-specialty o [No PArequired
) Central Nervous
Thorazine (chlorpromazine HCI) 33230 chlorpromazine somg 25mgimL s0mgl2mLampuie | Commercial Non-specialty Mo |No PA required
System (CNS) agent
) Central Nervous
Thorazine (chlorpromazine HCI) 33230 chlorpromazine somg 25 mg/mL 50 mg/2 mi ampule Medicaid canveout No | Contact Fee for Service Medicald for coverage
System (CNS) agent
) Central Nervous
Thorazine (chlorpromazine HCI) 33230 chlorpromazine somg 25 mg/mL 50 mg/2 mi ampule Medicare Non-specialty Mo |No PA required
System (CNS) agent
09 mg (provided in 11
Thyrogen (thyrotropin alpha) 3240 thyrotropin o Tmgsov Commercia Pref.speciatty No  |No PArequired
; ; s idedin 11 -
Thyrogen (thyrotropin alpha) 13240 thyrotropin '“g"“":’vv‘a‘f " 11ma SOV Medicaid Covered No  |No PA required
09 mg (provided in 11
Thyrogen (thyrotropin alpha) 3240 thyrotropin iy Timgsov Medicare Pref.speciatty No  |No PArequired
Tice BCG (BCG live) J9030 BCG live Oncology 1mg 50 mg SDV. Commert Non-specialty No No PA required
Tice BCG (BCG live) J9030 BCG live Oncology 1mg 50 mg SDV. Medicaid Covered No No PA required
Tice BCG (BCG live) J9030 BCG live Oncology 1mg 50 mg SDV. Medicare Non-specialty No No PA required
Tivdak (tisotumab vedotin-tftv) 39273 pembrolizumab Oncoloay mg 40mg SDV Commercia Pret. Specialty No | PA required - see medical oncology prior form for criteria
Tivdak (tisotumab vedotin-tftv) 39273 pembrolizumab Oncoloay mg 40mg SDV Medicaid Covered %o |No PA Required
Tivdak (tisotumab vedotin-tftv) 39273 pembrolizumab Oncoloay mg 40mg SDV Medicare Medicare Chemo No | PA Required (Cancer Therapy] —See Medicare Part B.Oncology Prior form
TOBI (tobramycin) - INHALATION 17682 tobramycin inhalation 300mg 300 mg/5 mL SD ampule Medicare NPS No
D coverage form for eriteria
this drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
TOBI Podhaler(tobramycin) - INHALATION N/A tobramycin inhalation Medicare Referto ADL No 9 PP! (oL (2 21L) g
under the pharmacy benefit
Tocili b for COVID-19 Q0249 Tocilizumab coviD19 Commert Not Covered for outpatient No No PA required-inpatient use only
T b for COVID-19 Q0249 Tox umab coviD19 Medicaid Not Covered for outpatient No No PA required-inpatient use only
T b for COVID-19 Q0249 Tocilizumab coviD19 Medicare Not Covered for outpatient No No PA required-inpatient use only
) Inflammator 80 mg/4 L, 200 mg/l0 miL 400 mg/20
Tofidence (tocilizurnab-bavi) Q5133 tocilizumab Y 1mg mgfémL 200 mgfo mL, 400 Mg/20 | ¢ e Not Covered No  |Not Covered
Conditions v
) Inflammator o 200 mg/lo miL 400 mg/20 . .
Tofidence (tocilizumab-bavi) Q5133 tocilizumab Condit d 1mg mo/émL, 200 ma/1o mL, 400 maf: Medicaid Not Covered No  |Not Covered until added to both the MDHHS fee schedule AND the MDHHS NDC/HCPCS crosswalk
onditions
] Inflammator o 200 mg/lo miL 400 mg/20 PA Required - click here for criteria. Link for the Prior Authrization form is on the ‘General Prior Auth
Tofidence (tocilizumab-bavi) Q5133 tocilizumab Y 1mg mglémL.200maNo mL 400 maf20 | e icare NPS No <
Conditions Forms' tab,
100 mafs mL. 500 ma/2s mL 1000 et N
Toposar (etoposide) 9181 etoposide Oncology 10mg i Commercial Non-specialty No  |No PArequired
100 ma/s ML, 500 mg/25 L 1600 -
Toposar (etoposide) J9181 etoposide Oncology 10mg e fj/w Medicaid Covered No  |No PA required
100 mafs mL. 500 ma/2s mL 1000 et N
Toposar (etoposide) 9181 etoposide Oncology 10mg i Medicare Non-specialty No  |No PArequired
Trandate (Iabetalol 31920 labetalol Miscellaneous Commercial Non-specialty %o |No PA required
Trandate (Iabetalol 31920 labetalol Miscellaneous Medicaid Covered %o |No PA required
Trandate (Iabetalol 31920 labetalol Miscellaneous Medicare Non-specialty %o |No PA required
Additonal information
required: National Drug
1000 M/ 100 mL 0.7% NaCL solti
Tranexamic Acid in NaCL 33490" Tranexamic Acid Miscellaneous Code (NDC),Strength, mo T i mact soluton non-specialty No  [No PA Required
Dosage administered, d 9
Route of administration.
Additonal information
required: National Drug
: 1000 ma/100 mL 0.7% NaCL solti )
Acid in NacL 34900 Tranexamic Acid Miscellaneous Code (NDC),Strength, ma/IoomL o7k Nacksauien | Medicaid Covered No  |NoPA Required
Dosage administered, & 9
Route of administration.
Additonal information
required: National Drug
1000 /100 mL 0.7% NaCL solti
Acid in NaCL 33490° Tranexamic Acid Miscellaneous Code [NDC),Strength, ma/10omL o7k Nacksaien | Medicare non-specialty No  |NoPARequired
Dosage administered, & 9
Route of administration,
Trazimera  (trastuzumab-ayyp, biosimilar) Qsne trastuzumab Oncology omg 150 mg, 420 mg SOV Commercial Pref.specialty Mo |No PA required
Trazimera  (trastuzumab-ayyp, biosimilar) Qsne trastuzumab Oncology omg 150 mg, 420 mg SOV Medicaid Covered Mo |No PA required
Trazimera (trastuzumab-ayyp, biosimilar) Qsne trastuzumab Oncology omg 150 mg, 420 mg SOV Medicare Medicare Chemo Mo |No PArequired
Treanda (bendamustine HC)) 39033 bendamustine Oncology 1mg 253,100 mg SDV Commercial Non-speciaity Mo |No PArequired
Treanda (bendamustine HC)) 39033 bendamustine Oncology 1mg 253,100 mg SDV Medicaid Covered Mo |No PArequired
Treanda (bendamustine HC)) 39033 bendamustine Oncology 1mg 253,100 mg SDV Medicare Medicare Chemo Mo |No PArequired
Trelstar pamoate) 33318 wiptorelin Oncology 375mg 375mgN25mg. 225 mgsov__| Commercial Non-specialty Mo |No PArequired
Trelstar pamoate) 13315 triptorelin Oncology 375mg 375 mg, 1125 mg, 22.5 Mg SDV. Medicaid Covered No No PA required
) ) - ) N v Approve rmul P Part
Trelstar (triptorelin pamoate) 33315 triptorelin Oncology 375mg 375 mg. 1125 mg. 225 mg SOV, Medicare Non-specialty No
D coverage determination form for eriteria
Tremfya (guselkumab)
N Inflammatory PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
200mg/20mi vial 628 guselkumab 1mg 200mg20 L SOV Commercial pref.specialty ves
B Conditions Forms tab.
1V infusion)
Tremfya (guselkumab)
; Inflammatory . PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
200mg/20mi vial 628 guselkumab 1mg 200mg20 LSOV Medicaid Covered ves
B Conditions Forms tab.
1V infusion)
Tremfya (guselkumab)
fya (g N ) Inflammatory PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth
200mg/20mi vial 628 guselkumab 1mg 200mg20 LSOV Medicare Nps No
B Conditions Forms' tab.
1V infusion)
Tremfya (guselkumab) , . ,
L ) Inflammatory . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
prefilled syringe & auto-injector J628 guselkumab Commercial Refer toADL No
o Conditions under the pharmacy benefit
injection)
Tremfya (guselkumab) , . ,
L ) Inflammatory . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
prefilled syringe & auto-injector J628 guselkumab Medicaid Not Covered No
o Conditions under the pharmacy benefit
injection)
Tremfya (guselkumab) , . ,
L ) Inflammatory ' This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
prefilled syringe & auto-injector J628 guselkumab Medicare Refer toADL No
o Conditions under the pharmacy benefit
injection)
Coagulation Factor ; This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Tretten (Coagulation Factor XIII A) el g Hemophilia Commercial Refer to ADL No 9 2R g List (ADL) 9
XIA under the pharmacy benefit
e ati Fact fe id Al i for ph: nefi ver: F -til
) oagulation Factor ’
Tretten (Coagulation Factor XIiI A) e S Hemophilia Medicaid Not Covered Mo |required for planned outpatient claims) ill be reviewed
for medical necessity according to the Medical Policy 91569
Coagulation Factor
Tretten (Coagulation Factor XIiI A) e N Hemophilia Medicare pref.Speciatty No | No PArequired
25mg,5mg, 75 mg, 0 ma, 15 ! Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
Trexall (methotrexate) ORAL ONLY 18610 methotrexate Oncology 25mg . bf DR Medicare Non-specialty No 5 -
ablet, 25 mg/m oral solution D coverage determination form for criteria
Tridil (nitroglycerin] 22305 Miscellaneous Commercial Non-specialty o [No PArequired
Tridil (nitroglycerin] 22305 Miscellaneous Medicaid Coverea %o [No PA required
Tridil (nitroglycerin] 22305 Miscellaneous Medicare Non-specialty No | No PA required
Trlluronv(hya\uronan/ hyaluronic acid) for [ hyaluronate sodium/ iyaluronic acid o oo 50 singe Commerdial —— wo  |Notcovered - See Pharmacy Policy CARE/ BENEFIT
intra-articular injection hyaluronic acid derivatives EXCEPTIONS for more information
Triluron (hyaluronan/ hyaluronic acid) for e hyaluronate sodium/ | - Hyaluronicacid i oL Sainae Medicaid Nt Coveres o Inot covered
intra-articular injection hyaluronic acid derivatives
Triluron (hyaluronan/ hyaluronic acid) for hyaluronate sodium/ | Hyaluronic acid PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth
) 7332 : ! 1mg 20 mgf2 mL 5D syringe Medicare Nps No
intra-articular injection hyaluronic acid derivatives Forms' tab.
Triptodur (triptorelin pamoate, extended
‘P' | (e s 1336 triptorelin Endocrine 375mg 225 mg sDkit Commercial Nps No | No PArequired
release]
Triptodur (triptorelin pamoate, extended
‘P' | (e s 7336 triptorelin Endocrine 375mg 225 mg sDkit Medicaid Not Covered No | Not covered
release]
Triptodur (triptorelin pamoate, extended
produr (i s 7336 triptorelin Endocrine 375mg 225 mg sDkit Medicare Nps No | No PA required
releasel
Trivisc (hyaluronan/ hyaluronic acid) for intra- 17599 hyaluronate sodium/ Hyaluronic acid o s mafa L o ayinge Commerdial —— wo  |Notcovered - See Pharmacy Policy CARE/ BENEFIT
articular injection hyaluronic acid derivatives EXCEPTIONS for more information
Trivise (ryaluronany hyaluronic acid) for intra- 70 hyaluronate sodium/ | - Hyaluronic acid i oSt Do Medicaid Aot Coveres o |not covered
articular injection hyaluronic acid derivatives
Trivise (hyaluronan/ hyaluronic acid) for intra- hyaluronate sodium/ | Hyaluronic acid PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth
" 7329 : ! 1mg 25 mg/25 mLsD syringe Medicare Nps No
articular injection hyaluronic acid derivatives Forms'ta
Trodelvy (sacituzumab govitecan] 9317 sacituzumab. Oncoloay 25mg 150 mg SOV Commercial Pret. Specialty o[ PA required - see medical oncoloay prior form for criteria



https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://www.priorityhealth.com/-/media/DAAE5553F48C4FDBA84BABBAE764BB84.pdf
https://www.priorityhealth.com/-/media/DAAE5553F48C4FDBA84BABBAE764BB84.pdf
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://www.priorityhealth.com/-/media/1FC59C6367F44BB690C9C219DC452F59.pdf
https://www.priorityhealth.com/-/media/0FEFF82E687C47F7B24114F140FA361E.pdf
https://www.priorityhealth.com/-/media/priorityhealth/documents/drug-auth-forms/general-pa-medicare-bvd.pdf
https://www.priorityhealth.com/-/media/priorityhealth/documents/drug-auth-forms/general-pa-medicare-bvd.pdf
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://www.priorityhealth.com/-/media/priorityhealth/documents/drug-auth-forms/general-pa-medicare-bvd.pdf
https://www.priorityhealth.com/-/media/priorityhealth/documents/drug-auth-forms/general-pa-medicare-bvd.pdf
https://priorityhealth.stylelabs.cloud/api/public/content/Commercial%2FIndividual_Pharmacy%2FMedical_Drug_Prior_Authorization_Criteria_downloadOriginal?v=3fb4ba49
https://priorityhealth.stylelabs.cloud/api/public/content/Commercial%2FIndividual_Pharmacy%2FMedical_Drug_Prior_Authorization_Criteria_downloadOriginal?v=3fb4ba49
https://www.priorityhealth.com/-/media/DAAE5553F48C4FDBA84BABBAE764BB84.pdf
https://www.priorityhealth.com/-/media/DAAE5553F48C4FDBA84BABBAE764BB84.pdf
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://www.priorityhealth.com/-/media/priorityhealth/documents/medical-policies/91569.pdf
https://www.priorityhealth.com/-/media/priorityhealth/documents/medical-policies/91569.pdf
https://www.priorityhealth.com/-/media/priorityhealth/documents/medical-policies/91569.pdf
https://www.priorityhealth.com/-/media/priorityhealth/documents/drug-auth-forms/general-pa-medicare-bvd.pdf
https://www.priorityhealth.com/-/media/priorityhealth/documents/drug-auth-forms/general-pa-medicare-bvd.pdf
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://priorityhealth.stylelabs.cloud/api/public/content/Medicare_Part_B_Prior_Authorization_and_Step_Therapy_Criteria__downloadOriginal?v=faf117ba
https://www.priorityhealth.com/-/media/1FC59C6367F44BB690C9C219DC452F59.pdf

Trodelvy (sacituzumab govitecan] 29317 sacituzumab Oncoloay 25mg 180 mg SOV Medicaid Covered No | No PA Reauired
Trodelvy (sacituzumab govitecan] 19317 sacituzumab Oncoloay 25mg 180 mg SOV Medicare Medicare Chemo No [ PA Required (Cancer Therapy) - See Medicare Part B Oncoloay Prior form
PA required - click here for criteria. Link for the Prior ion form is on the General Prior Auth
Trogarzo (ibalizumab-uiyk) N746 ibalizumab HIV agent 0mg 200 mg/133 mL SOV Commercial Pref. Specialty Mo |
Trogarzo P 21746 ibalizunab HIV agent 10 mg 200 mg/133 mi SOV Medicaid Carve Out No | Contact Fee for Service Medicaid for coverage
Trogarzo P 21746 ibalizumnab HIV agent 10 mg 200 mg/\33 mi SOV Medicare Pref Specialty No [ PA required - See Medicare Medical Part B prior au form
. " . Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
Trophamine (amino acids) Injection amino acids TPN Medicare No L =
D coverage determination form for criteria
i . Emtricitabine and ) i
Truvada (Emtricitabine and tenofovir Emricitabine 200mg and tenafovir This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
: 0750 tenofovir disoproxil | HIV preventative Per dose Commercial Refer to ADL No
disoproxil fumarate - PrEP ONLY) disoproxil fumarate 300mg under the pharmacy benefit
fumarate
i . Emtricitabine and . .
Truvada (Emtricitabine and tenofovir Emicitabine 200mg and tenofovir This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
: 0750 tenofovir disoproxil | HIV preventative Per dose Medicaid Not Covered No
disoproxil fumarate - PrEP ONLY) disoproxil fumarate 300mg under the pharmacy benefit
fumarate
i . Emtricitabine and . .
Truvada (Emtricitabine and tenofovir Emricitabine 200mg and tenofovir This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
: 0750 tenofovir disoproxil HIVagent Per dose Medicare Refer to ADL No
disoproxil fumarate - PrEP ONLY) disoproxil fumarate 300mg under the pharmacy benefit
fumarate
1a (rituximab-abbs) Qs1s rituximab Oncoloay 10mg 100 mg/lo mL, 500 mg/somL spv__ | Commercial Pref. Specialty YES No PA required
Truxima (rituximab-abbs) Qsns rituximab Oncoloay 1omg 100 mg/10 mL, 500 mg/50 mL SOV Medicaid Covered No. No PA required
Truxima (rituximab-abbs) QsNs rituximab Oncoloay 10mg 100 mg/10 mL, 500 mg/50 mL SDV Medicare Medicare Chemo No No PA required
Additional information
Inflammator, reauired: National DIUg | g /4 1 200 mg/io mL. 400 mg/20 y PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Tyenne IV (tocilizumab-aazg) Qs135 tocilizumab 4 Code (NDG),strengtn, | %094 2090 ML 400820 | commercial Not Covered ves
Conditions Dosage administered, Forms tab,
Route of administration
Additional information
Inflammator, reauired: National DIUg | g /4 1 200 mgfio mL. 400 mg/20 " PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Tyenne IV (tocilizumab-aazg) Qs135 tocilizumab 4 Code (NDC),Strength, | 0 M9/4ML200mNO ML 400mal20 | e icaig Covered ves
Conditions Dosage administered, Forms tab,
Route of administration
Additional information
nfi " required: National Drug b
Tyenne IV (tocilizumab-aazg) Qs135 nflsmmatory Code (NDC),Strength, | 80 M9/4ML200maNO ML 400ma/20 | (e gicare Nps no |BARequired - click here for criteria. Link for the Prior Authorization form is.on the ‘General Prior Auth
Conditions Dosage administered, Forms'tab,
Route of administration
33590 Inflammator, 162 mg/09 mL autoinjector/ This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Tyenne SC (tocilizumab-aazg) tocilizumab v g FRTLE Commercial Refer to ADL No 9 PP Bl (eIl 9
Co399* Conditions prefiled syringe under the pharmacy benefit
33590 Inflammator, 162 mg/09 mL autoinjector/ This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Tyenne SC (tocilizumab-aazg) tocilizumab v g FRTLE Medicaid Not Covered No 9 PP g List (ADL) 9
Co399* Conditions prefiled syringe under the pharmacy benefit
33590 Inflammator, 162 mg/09 mL autoinjector/ i This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Tyenne SC (tocilizumab-aazg) tocilizumab v O e Medicare Refer to ADL No 9 PP Bl (eIl 9
Co3g0 Conditions prefiled syringe under the pharmacv benefit
R Multiple Sclerosis (MS) PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Tysabri (natalizumab) 32323 natalizumab 1mg 300 mg/1s mL SOV Commercial NPS ves
agent Forms tab.
R Multiple Sclerosis (MS) PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Tysabri (natalizumab) 32323 natalizumab 1mg 300 mg/1s mL SOV Medicaid Covered ves
agent Forms tab.
R Multiple Sclerosis (MS)
Tysabri (natalizumab) 32323 natalizumab et 1mg 300 mg/1s mL SOV Medicare NPS No | PA required - See Medicare Medical Part B prior authorization form
pulmonary arterial i
. PA required - click here for criteria, Link for the Prior form is on the General Prior Auth
Tyvaso (treprostinil) inhalation 17686 treprostinil hypertension (PAH) 174mg 1.74mg/29 mL SD ampule Commercial Pref. Specialty Y& | eormes tab,
"
aaent
pulmonary arterial i i i
. This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Tyvaso (treprostinil) inhalation 37686 treprostinil hypertension (PAH) Medicaid Not Covered No 9 2R g List (ADL). 9
under the pharmacy benefit
aaent
pulmonary arterial
Tyvaso (treprostinil) inhalation 17686 treprostinil hypertension (PAH) 174mg 174 mg/29 mL SD ampule Medicare Pref. Specialty No
under Part D
aaent
. PA required - click here for criteria, Link for the Prior form is on the General Prior Auth
Tzield (teplizumab-mzwv) 9381 teplizumab Miscellaneous smeg 2mg/2mL SOV Commercial NPS N s tab.
1
. PA required - click here for criteria, Link for the Prior form is on the General Prior Auth
Tzield (teplizumab-mzwy) 29381 teplizumab Miscellaneous Smeg 2mg/2mL SOV Medicaid Covered ves

Forms tab.
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PA Required - click here for criteria. Link for the Prior Authorization form is on the 'General Prior Auth

Tzield (teplizumab-mzwy) 19381 teplizumab Miscellaneous Smeg 2maf2mL SOV Medicare Nes No
Forms' tab.
Udenyca (pegfilgrastim-cbav) Qsm pedfilgrastim Hematopoietic agent 05mg 6m/06 mL SD syringe Commercial Not Covered No  |Not covered
Udenyca (pegfilgrastim-cbav) Qsm pefilgrastim Hematopoietic agent 0smg 6m/06 mL SD syringe Medicaid Not Covered No  [Not Covered
PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Udenyca (pegfilgrastim-cbav) Qsm pefilgrastim Hematopoietic agent 0smg 6m/0 mL SD syringe Medicare Nes I
a3 mL, 300 mg/30 m, 100 m N — -
Uttornitis (ravulizumab-covz) 1303 avdlizurnab Miscellaneous ome 300mg/s mt. 300 mg/omimoomgm [ o oret Speciaty ves | PArequired - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
LSOV Forms tab.
mg/3mL, m mL, m: q - iteria. Li il
8 (rovulizumab-cma) 1303 avdlizurnab Miscellaneous ome 300 mg/3 mL, 300 mg/s0 mL Moo MM | 1 covered ves | PArequired - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
m Forms tab.
Uttornitis (ravulizumab-cava) 1303 avdlizurnab Miscellaneous ome 300 mg/3 mL, 300 mg/s0 mL Moo MM |\ i oret peciaty w0 |PARequired - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Forms' tab.
Additional information
required: National Drug
Unituxin (dinutuximab) 19999+, C9399* dinutuximab Oncology Code (NDC), Strength, 175 mals mL SOV Commercial Pret. Specialty No | pArequired - see medical oncology prior form for criteria
Dosage administered,
Route of administration
Additional information
required: National Drug
Unituxin (dinutuximab) 19999+, C9399* dinutuximab Oncology Code (NDC), Strength, 175 mals mL SOV Medicaid Covered No | No PA Required
Dosage administered,
Route of administration
Additional information
required: National Drug
Unituxin (dinutuximab) 19999+, C9399* dinutuximab Oncology Code (NDC), Strength, 175 mals mL SOV Medicare Medicare Chemo No | pA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
Dosage administered,
Route of administration
. PA required - click here for criteria, Link for the Prior Authorization form is on the General Prior Auth
Uplizna (inebilizumab-cdon) 0823 inebilizumab Miscellaneous 1mg 100 mg/10 mL SV Commercial Pref. Specialty Y& rormes tab,
. PA required - click here for criteria, Link for the Prior Authorization form is on the General Prior Auth
Uplizna (inebilizumab-cdon) 0823 inebilizumab Miscellaneous 1mg 100 mg/10 mL SV Medicaid Covered Y& | rormes tab,
. PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Uplizna (inebilizumab-cdon) 7823 inebilizumab Miscellaneous 1mg 100 mg/10 ML SOV Medicare Pref. Specialty Mo e tab,
50 mg/074 mL, 75 mg/021 mL, 100
Central Nervous mg/0.28 mL, 125 mg/0.35 mL, 150 y
m . g ret. Special o
Uzedy (risperidone) 32799 risperidone System (CNS) agent 1mg i oo mefosemt sep | Commercial Pret. Specialty N No PA required
mg/07 mi. Prefilld syringe
50 mg/014 mL, 75 mg/0.21 mL, 100
Central Nervous ma/028 m, 125 mg/0.35 mL. 150 .
Carve Out
Uzedy (risperidone) 32799 risperidone syetem (CNS) agent 1mg 0.2 i 200 a0 5 L. 260 Medicaid arve Out No | Contact Fee for Service Medicaid for coverage
ma/f0.7 mL Prefilled syringe.
50 m/074 mL, 75 mg/021 mL, 100
Central Nervous mMa/028 mL, 125 mg/0.35 mL, 150
Uzedy (risperidone) 32799 risperidone Systom (CNS) agent 1mg i 00 melo s 50 Medicare NPs No  [No PA required
ma/07 mi. Prefilled syringe
meropenem and .
and ) 12186 Antimicrobial 10 mg-10 mg (20 ma) 1000 Mg-1000 mg SOV Commercial Pref. Specialty. No. No PA required
meropenem and .
and ) 12186 P Antimicrobial 10mg-10 mg (20 ma) 1000 mg-1000 mg SOV Medicaid Covered No | No PArequired
meropenem and
and ) 12186 P Antimicrobial 10mg-10 mg (20 ma) 1000 mg-1000 mg SOV Medicare Pref. Specialty No | No PArequired
Vabysmo (faricimab-svoa) [ Ophthalmic j— 6mg/0.05 mLSDV and J— — \o |PArequired -click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
prefilled syringe Forms tab,
Vabysmo (faricimab-svoa) [ Ophthalmic j— 6mg/0.05 mLSDV and I, coveres \o |PArequired -click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
prefilled syringe [ER—_—
No PA required when billed with the following ICD-10 diagnoses: A18.53, E08.311, EO8.319, E08.3211 -
E08.3213, E08.3291 - E08.3293, E08.3311 - E08.3313, E08.3391 - E08.3393, E08.3411 - E08.3413, E08.3491 -
E08.3493, E08.3511 - E08.3513, E08.3521 - E08.3523, EO8.3531 - E08.3533, E08.3541 - E08.3543, E08.3551 -
E08.3553, E08.3591 - E08.3593, E09.311, E09.319, E09.3211 - E09.3213, E09.3291 - E09.3291, E09.3311 - E09.3313,
E09.3391 - E09.3393, E09.34T1 - E09.3413, E09.3491 - E09.3493, E09.3511 - E09.3513, E09.3521 - E09.3523,
E09.3531 - E09.3533, E09.3541 - E09.3543, E09.3551 - E09.3553, E09.3591 - E09.3593, E10.311, E10.319, E10.3211 -
01mg 6mg/0.05 mL SDV and " E10.3213, E10.3291 - E10.3293, E10.3311 - E10.3313, E10.3391 - E10.3393, E10.3411 - E10.3413, E10.3491 - E10.3493,
Vabysmo (faricimab-svoa) 32777 faricimab Ophthalmic Medicare Pref Specialty No
prefilled syringe E10.351 - E10.3513, E10.3591 - E10.3599, E11.3211-E11.3219, E11.3291-E11.3299, EN.3311- ET1.3313, E11.3391 - E11.3393,
ET1.34T1- ET1.3413, E11.3491 - E11.3493, E11.3511 - ET1.3513, ET1.3521 — E11.3523, ET1.3531 — EN1.3533, E11.3541 - E11.3543,
ET1.3551 - ET1.3553, E11.3591 - E11.3593, E13.311, E13.319, E13.3211- E13.3213, E13.3291 - E13.3293, E13.3311- E13.3313,
E13.3391 - E13.3393, E. 11-E1C 13, E13.3491 - E13.3493, E13.3511- E13.3513, E13.3521 - E13.3523, E13.3531 —
E13.3533, E13.3541 - E13.3543, E13.3551 — E13.3553, E13.3591 — E13.3593, H34.8110, H34.8120, H34.8130, H34.8190,
H34.8310, H34.8320, H34.8330, H34.8390, H35.051 - H35.053, H35.101 — H35.169, H35.3210 - H35.3233, H35.351 —
H35353 All other ICD-10 diagnoses: PA required - See Medicare Medical Part B prior authorization form
Vafseo (vadadustat) 30901 vadadustat Miscellaneous 1mg 150 mg, 300 mg, 450 mg tablet | Commercial Not Covered No | Not Covered
Vafseo 30901 Miscellaneous 1mg 150 mg, 300 mg, 450 mg tablet Medicaid Not Covered No|Not Covered
Vafseo 30901 Miscellaneous 1mg 150 mg, 300 mg, 450 mg tablet Medicare Not separately payable No | Not separately payable
Vantas (histrelin implant) 39225 histrelin Oncology s0mg 50 mg implant Commercial Pref. Specialty No [No PA required
Vantas (histrelin implant) 39225 histrelin Oncology 50mg 50 mg implant Medicaid Covered No [ No PA required
Vantas (histrelin implant) 39225 histrelin Oncology s0mg 50 mg implant Medicare Pref. Specialty No [No PA required
Varubi (rolapitant) 12797 rolapitant Antiemetic 05mg 1665 mg/925 L SOV Commercial Non-specialty No | No PA required
Varubi (rolapitant) 12797 rolapitant Antiemetic 05mg 1665 mg/925 L SOV Medicaid Covered No__|No PA required
Varubi (rolapitant) 12797 rolapitant Antiemetic 05mg 1665 mg/925 L SOV Medicare Non-specialty No | No PA required
vasopressin - American Regent Brand ONLY 32599 vasopressin Miscellaneous Tunit Commercial Non-specialty. No No PA required
vasopressin - American Regent Brand ONLY 32599 vasopressin Miscellaneous Tunit Medicaid Covered No. No PA required
vasopressin - American Regent Brand ONLY 2599 vasopressin Miscellaneous Tunit Medicare Non-specialty No  [No PA required
vasopressin - Baxter Brand ONLY 32601 vasopressin Miscellaneous Tunit Commercial Non-specialty. No No PA required
vasopressin - Baxter Brand ONLY 2601 vasopressin Miscellaneous Tunit Medicaid Covered No  [No PA required
vasopressin - Baxter Brand ONLY 2601 vasopressin Miscellaneous Tunit Medicare Non-specialty No  [No PA required
Additional information
13490", required: National Drug 100 mL at 20 units/100 L
vasopressin in NS ! vasopressin in NacCl Miscellaneous Code (NDC),Strength, 100 mL m c No  [No PA required
Co399 Dosage administered, 50 mL at 50 units/50 mL.
Route of administration
Additional information
J3490", required: National Drug 100 mL at 20 units/100 mL
vasopressin in NS . vasopressin in NaCl Miscellaneous Code (NDC), Strength, 100 ML at 40 units/100 mL Medicaid Covered No. No PA required
Co399 Dosage administered, 50 mL at 50 units/50 mL.
Route of administration
Additional information
J3490", required: National Drug 100 mL at 20 units/100 mL
vasopressin in NS . vasopressin in NaCl Miscellaneous Code (NDC), Strength, 100 ML at 40 units/100 mL Medicare Non-specialty No. No PA required
Co399 Dosage administered, 50 mL at 50 units/50 mL.
Route of administration
Vasostrict - ) 32598 Miscellaneous Tunit Commercial Non-specialty No [No PA required
Vasostrict - 1) 2598 Miscellaneous Tunit Medicaid Covered No | No PA required
Vasostrict - 1) 2598 Miscellaneous Tunit Medicare Non-specialty No__|No PA required
Vazeulep (phenylephrine) 2371 phenylephrine Miscellaneous 20mg Commercial Non-specialty No  [No PA required
Vazeulep (phenylephrine) 2371 phenylephrine Miscellaneous 20mg Medicaid Covered No  [No PA required
Vazeulep (phenylephrine) 2371 phenylephrine Miscellaneous 20mg Medicare Non-specialty No  [No PA required
Vectibix (panitumumab) 39303 panitumumab Oncoloay 10mg 100 mg/s mL 400 ma/20mLSDV__| Commercial Pref. Specialty No [ PArequired - see medical oncoloay prior form for criteria
Vectibix (panitumumab) 39303 panitumumab Oncoloay 10mg 100 mg/S m 400 /20 mLSDV Medicaid Covered No_ [No PA Reauired
No PA required when billed for the following ICD 10 codes: C18.0 - C21.8, C17.0 - C17.8,, C78.01 - C78.02,
Vectibix (panitumumab) 19303 panitumumab Oncology 0mg 100 mg/s mL, 400 mg/20 mL SOV Medicare Medicare Chemo No
C786 - C78.7. For all other diagnoses - see Medicare Part B oncology prior form for criteria
100 mg/4 mL SDV
Vegzelma (bevacizumab-adcd) Qs129 bevacizumab Oncology 10mg Prosismined Commercial Not Covered No | Not Covered
101 mgfe mL SOV
Vegzelma (bevacizumab-adcd) Qs129 bevacizumab Oncology 10mg o mgg/ﬂs v Medicaid Covered No | No PA Required
P - p : -
Vegzelma (bevacizumab-adcd) Q50 bevacizumab oncology oo 102 mg/4 mL SOV Medicare edicare Chemo. wo |PARequired - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
400 mg/16 mL SDV' Forms' tab.
Veklury (remdesivir) 10248 remdesivir covip19 Tmg 100mg SDV Commercial NPS No__ | No PA required
Veklury (remdesivir) 10248 remdesivir covip19 Tmg 100mg SDV Medicaid Covered No__|No PA required
Veklury (remdesivir) 10248 remdesivir covip19 Tmg 100mg SOV Medicare NPS No__ | No PA required
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No PA required for ICD-10 codes C90,00-C90.32, C83.10-C83.19 and E8581 - for all other diagnoses, see.

hyaluronidase-qvfc)

alfa/hyaluronidase

Mg/2,000 units per mL] single-dose vial

Velcade (bortezomib) 19041 bortezomib Oncology 01mg 35mg SOV Commercial Pref. Specialty No - <
medical oncoloay prior authorization form for criteria,
Velcade (bortezomib) 19041 bortezomib Oncoloay 01mg 35 mg SOV Medicaid Covered No [No PA Reauired
Velcade (bortezomib) 19041 bortezomib Oncoloay 01mg 35 mg SOV Medicare Medicare Chemo No [No PA required
ulmonary arterial
. P Y PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Veletri (epoprostenol sodium) N325 epoprostenol hypertension (PAH) 05mg 05mg,15mg SDV Commercial NPS YES Forms tab.
aagent :
ulmonary arterial
. P v PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Veletri (epoprostenol sodium) 21325 epoprostenol hypertension (PAH) osmg 05mg,15mg SDV Medicaid Covered No Forms tab,
aaent
pulmonary arterial
Veletri (epoprostenol sodium) n325 epoprostenol hypertension (PAH) 0smg 05mg,15mg SOV Medicare NPS No  |No PA required
aaent
50 mg/25 ML, 100 mg/s mL, 200 g/ -
Venofer (iron sucrose) 1756 iron iron replacement 1mg 9/25mL. 9/V 1200maf0 | o mercial Non-specialty No  |No PA required
Venofer (iron sucrose) 71756 iron iron replacement 1mg 50 mg/25 mL,100 mg/vs mL200mao | e gicaig Covered No  |No PA required
50 mg/25 ML, 100 mg/s mL, 200 g/
Venofer (iron sucrose) 1756 iron iron replacement 1mg 9/25mL. o 9/V 1200maf0 | e dicare Non-specialty No  |No PA required
pulmonary arterial
: y PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Ventavis (iloprost) Q4074 iloprost hypertension (PAH) 20meg 10 meg/mL 20 meg/2 mL SO ampules | Commercial NPs Yes
Forms tab,
agent
[PAIETER el This d t d under the medical benefit. Refer to the A d Drug List (ADL) f
. is drug is not covered under the medical benefit. Refer to the Approved Drug List or coverage
Ventauvis (iloprost) Q4074 iloprost. hypertension (PAH) Medicaid Not Covered No '9 PP 9 g
under the pharmacy benefit
agent
pulmonary arterial
Ventavis (iloprost) Q4074 hypertension (PAH) 20meg 10 meg/m, 20 meg/2mL SDampules | Medicare NPs No
agent
. PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Veopoz (pozelimab-bbfg) 19376 pozelimab Miscellaneous 1mg 400 maf2 mLSDV Commercial Pref Specialty ves | pAreane
orms tal
'Veopoz (pozelimab-bbfg) 19376 pozelimab Miscellaneous 1mg 400 mg/2 mL SDV Medicaid Not Covered YES Not covered until added to both the MDHHS fee schedule AND the MDHHS NDC/HCPCS crosswalk
- - . = ki n the '
Veopoz (pozelimab-bbfg) 19376 pozelimab Miscellaneous 1mg 400 maf2 mLSDV Medicare Pref Specialty o | AR
orms' tal
Vfend 13465 10mg 200mg SDV Commercial Pref Specialty No | No PA required
Vfend 13465 Antimicrobial 10mg 200mg SOV Medicaid Covered No | No PA required
Vfend 13465 Antimicrobial 10mg 200mg SDV Medicare Pref Specialty No | No PA required
- X . PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Vibativ (telavancin) 13095 telavancin 10mg 750 mg SOV Commercial NPs No
Forms tab.
. PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Vibativ (telavancin) 13095 telavancin Antimicrobial 0mg 750 mg SOV Medicaid Covered No
Forms tab.
- i PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Vibativ (telavancin) 13095 telavancin Antimicrobial 10mg 750 mg SOV Medicare NPS No
Forms' tab,
Not covered - See Poli ONAL CARE/ BENEFIT
Viltepso (viltolarsen) 427 viltolarsen Muscular Dystrophy omg 250 mafs mL SOV Commert Not covered No rmacy Policy E/
EXCEPTIONS for more
Viltepso (viltolarsen) 31427 viltolarsen Muscular Dystrophy 10 mg 250 mg/5 mL SOV Medicaid Carve Out No Contact Fee for Service Medicaid for coverage
Viltepso (viltolarsen) 31427 viltolarsen Muscular Dystrophy 10 mg 250 mg/s mL SOV Medicare NPS No PA required - See Medicare Medical Part B prior authorization form
o - . PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Vimizim (elosulfase alfa) 2 elosulfase alfa Enzyme deficiency 1mg 1 mg/mL SOV Commercial Pre. Specialty ves | Phreaue
orms tal
Vimizim (elosulfase alfa) 31322 elosulfase alfa Enzyme deficiency 1mg 1mg/mL SDV. Medicaid Carve Out No Contact Fee for Service Medicaid for coverage
No PA required when billed for the following ICD-10 codes: E76.210 For all other diagnoses, see Medicare
Vimizim (elosulfase alfa) 1322 elosulfase alfa Enzyme deficiency 1mg 1 ma/mL SOV Medicare Pref. Specialty No Q! 9 9
Part B prior authorization form
vinblastine 39360 vinblastine Oncology. 1mg 1mg/mL SDV. Commere Non-specialty No No PA required
vinblastine 39360 vinblastine Oncology. 1mg 1mg/mL SDV. Medicaid Covered No No PA required
vinblastine 39360 inblastine Oncology. 1mg 1mg/mL SDV. Medicare Non-specialty No No PA required
Vincasar (vincristine) J9370 vincristine Oncology. 1mg 1mg/mL, 2 mg/2 mL SDV. Commercial Non-specialty No No PA required
Vincasar (vincristine) J9370 vincristine Oncology. 1mg 1mg/mL, 2 mg/2 mL SDV. Medicaid Covered No No PA required
Vincasar (vincristine) J9370 vincristine Oncology. 1mg 1mg/mL, 2 mg/2 mL SDV. Medicare Non-specialty No No PA required
isco- - - i ONAL
Visco-3 (hyaluronan/ hyaluronic acid) for intra . hyaluronate sodium/ | Hyaluronic acid S S maf2mL 0 ayinge Commer Mot covered wo  |Notcovered - See Pharmacy Policy CARE/ BENEFIT
articular injection hyaluronic acid derivatives EXCEPTIONS for more information
Visco-3 (hyaluronan/ hyaluronic acid) for intra-) . hyaluronate sodium/ | Hyaluronic acid - S maf2mL 0 ayinge Medicaid Mot Conmredt vo | Not covered
articular injection hyaluronic acid derivatives
Visco-3 (hyaluronan/ hyaluronic acid) for intra- hyaluronate sodium/ | Hyaluronic acid PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
N 17321 per dose 25mg/2.5 mL SD syringe Medicare NPS No
articular injection hyaluronic acid derivatives Forms' tab,
N N i No PA required when billed for the following ICD-10 codes: B39.4,839.5, H32H353210-H353233, H35.711 -
Visudyne (verteporfin) 13396 verteporfin Ophthalmic 01mg 15 mg SOV Commercial Pre. Specialty No
H35713, H4420-H442E9
. No PA required when billed for the following ICD-10 codes: B39.4,839.5, H32,H353210-H353233, H35.711 -
Visudyne (verteporfin) 13396 verteporfin Ophthalmic o1mg 15 mg SDV Medicaid Covered No. 9 9
H35713, H4420-H442E9
No PA required when billed for the following ICD-10 codes: B39.4,839.5, H32,H353210-H353233, H35.711 -
Visudyne (verteporfin) 13396 verteporfin Ophthalmic o1mg 15 mg SDV Medicare Pref. Specialty. No. 9 9
H35.713, H4420-H44.2E9
Additional information
required: National Drug
Vivimusta (bendamustine HCI) 19056 bendamustine Oncology Code (NDC),Strength, 100mg/ 4 mi MDV Commercial Not Covered No | Not Covered
Dosage administered,
Route of administration
Additional information
required: National Drug
Vivimusta (bendamustine HCI) 19056 bendamustine Oncology Code (NDC),Strength, 100mg/ 4 mi MDV Medicaid Covered No  |No PA required
Dosage administered,
Route of administration
Additional information
. . required: National Drug PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Vivimusta (bendamustine HCI) 19056 bendamustine Oncology Code (NDC),Strength, 100mg/ 4 mi MDV Medicare Medicare Chemo No :
Dosage administered, Forms' tab.
Route of administration
Vivitrol (naltrexone, depot form) 12315 naltrexone Opioid use disorder Tmg 380 ma kit Commercial Pref Specialty No | No PA required
Vivitrol (naltrexone, depot form) 12315 naltrexone Opioid use disorder Tmg 380 ma kit Medicaid Carve Out No___|Contact Fee for Service Medicaid for coverage.
Vivitrol (naltrexone, depot form) 12315 naltrexone Opioid use disorder 1mg 380 ma kit Medicare Pref Specialty No | No PA required
Von Willebrand . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Vonvendi (Von Willebrand Factor) 79 Hemophilia Commercial Referto ADL No 9 PP glEs=l) 9
Factor under the pharmacy benefit
e — Refer to the Medicaid Approved Drug List (ADL) for pharmacy benefit coverage. For one-time doses
i .
Vonvendi (Von Willebrand Factor) 779 Factor Hemophilia Medicaid Not Covered No | required for planned outpatient i claims). will be reviewed
for medical necessity according to the Hemophilia Management Medical Policy 91569
Von Willebrand
Vonvendi (Von Willebrand Factor) 7179 Factor Hemophilia Medicare Pref Specialty No | No PA required
. . PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Vpriv [velaglucerase alfa) 13385 velaglucerase Enzyme deficiency 100 units 400 unit SOV Commercial Pref Specialty | forms tab,
.
N PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Vpriv [velaglucerase alfa) 13385 velaglucerase Enzyme deficiency 100 units 400 unit SOV Medicaid Covered ves | oA
.
Vpriv alfa) 13385 Enzyme deficiency. 100 units 400 unit SOV Medicare Pref_ Specialty No | No PA required
Vumon (teniposi Q2017 Oncology 50mg 50 mg/s i SDV Commercial Non-specialty No | No PA required
Vumon Q2017 Oncology 50mg 50 mg/s i SDV Medicaid Covered No__|No PA required
Vumon Q2017 Oncology 50mg. 50 mg/s mL SDV. Medicare Non-specialty No No PA required
. PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
'Vyepti (eptinezumab-jjmr) 13032 eptinezumab CGRP inhibitor 1mg. 100 mg/mL SDV Commercial NPS. No. s b
orms tal
N PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Vyepti (eptinezumab-jjmr) 13032 eptinezumab CGRP inhibitor 1mg 100 mg/mL SDV. Medicaid Covered YES s tab,
orms tal
o N ired - click £ nk for the Prior Authorization form is on the ‘General Prior Auth
'Vyepti (eptinezumab-jjmr) 33032 eptinezumab CGRP inhibitor 1mg 100 mg/mL SDV/ Medicare NPS No s b,
orms' tal
Vyjuvek 13401 beremagene Genef/Cellular o1 S 108 pfufm) Topical Gl Commercial GeneTherapy ves  |PArequired - click here for criteria. Link for the Prior form is on the General Prior Auth
e geperpavec) geperpavec Therapy Forms tab,
Vluvek 33401 beremagene Gene/Cellular o1mi 5108 pfufim Topical Gel Medicaid Not Covered No | Not covered
e geperpavec) geperpavec Therapy
Vyjuvek J3401 beremagene Gene/Cellular ot 5108 piuimi Topical Gel Medicare Gene Therapy No ired - click f nk for the Prior Authorization form is on th neral Prior Auth
e geperpavec) geperpavec Therapy Forms' tab,
y Not covered - See 'y Policy L CARE/ BENEFIT
jon: 53 (golodirsen) 429 olodirsen Muscular Dystroph 10 m 100 mg/2 mL SDV' Commercial Not covered No
Vyondys 53 (g ) g ystrophy o 92 EXCEPTIONS for more i i
'Vyondys 53 (golodirsen) 31429 Muscular Dystrophy 10mg 100 mg/2 mL SDV. Medicaid Carve Out. No Contact Fee for Service Medicaid for coverage
'Vyondys 53 (golodirsen) 429 golodirsen Muscular Dystrophy 10mg 100 mg/2 mL SOV Medicare Not Covered No Not covered - See Pharmacy Policy Utilization Management for Part B Drugs in Medicare Advantage
efgartigimod . PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Vyvgart (efgartigimod alfa-feab) 19332 gartia Myasthenia Gravis 2mg 400ma/20mi SOV Commercial Pref. Specialty ves
alfa-feab Forms tab,
efgartigimod . PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Vyvgart (efgartigimod alfa-fcab) 9332 gartg Myasthenia Gravis 2mg 400mg/20mI SDV Medicaid Covered ves
alfa-feab Forms tab,
efgartigimod ired - click f nk for the Prior Authorization f is on the 'Gener: rior h
Vyvgart (efgartigimod alfa-feab) 19332 gartia Myasthenia Gravis 2mg 400mg/20mi SDV Medicare Pref. Specialty No
alfa-feab Forms' tab,
p 1008 mg efgartigimod alfa and 1200 - click here f h f | Prior Auth
Vyvgart Hytrulo (efgartigimod alfa-fcab and 39334 efgartigimod Myasthenia Gravis 2mg (efgartigimod) units hyaluronidase in a 56 mL 180 | Commercial Pref. Specialty ves  |BAteauired -click here for criteria. Linicfor the Peiar 100 Is.on the General Brior Aud
hyaluronidase-qvfc) alfa/hyaluronidase 1mg/2.000 units per mL) single-cose vial Forms tab.
Vyvgart Hytrulo (efgartigimod alfa-fcab and efgartigimod 1008 mg efgertigimod sffe and 1200 . PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
gart Hytrulo [efgartig 39334 gertigime Myasthenia Gravis | 2mg (efgartigimod) | units hyaluronidase in a 56 mL (80 Medicaid Covered ves a
hyaluronidase-qvfc) alfa/hyaluronidase /2,000 unite per L) single-dose vial Forms tab.
1008 mg efgartigimod alfa and 11200 ‘
Ifa-fc - cli fe Pr Al h
Vyvgart Hytrulo (efgartigimod alfa-feab and 39334 efgartigimod Myasthenia Gravis 2mg (efgartigimod) units hyaluronidase in a 56 mL (180 Medicare Pref. Specialty No. . & fson neralbrior
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Vyxeos (daunorubicin liposomal/cytarabine

daunorubicin and

19153 - Oncology 1mg-227mg 44 mg100mg SDV kit Commercial Pref. Specialty No | PArequired - see medical oncology prior form for criteria
liposomal) cvtarabine
d bicin I bi d bi d
Vyxeos (daunorubicin liposomal/cytarabine J9153 aunorubicin an Oncology 1mg-227mg 44 mg100mg SDV kit Medicaid Covered No | No PA Required
liposomal) cvtarabine
Vyxeos (daunorubicin liposomal/cytarabine daunorubicin and
19153 - Oncology 1mg-227mg 44 mg100mg SOV kit Medicare Medicare Chemo No | PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
liposomal) cvtarabine
Von Willebrand R This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Wilate (Von Willebrand Factor) 783 Hemophilia Commercial Refer to ADL No 9 PP Ui (el 9
Factor under the pharmacy benefit
Vo Willebrand Refer to the Medicaid Approved Drug List (ADL) for pharmacy benefit coverage. For one-time doses
. i /on Willebran . . . . .
Wilate (Von Willebrand Factor) 783 Fact Hemophilia Medicaid Not Covered No |required for planned out 5 s willlriencs]
actor
for medical necessity according to the Medical Policy 91569
. . Von Willebrand .
Wilate (Von Willebrand Factor) 17183 Fact Hemophilia Medicare Pref. Specialty No. No PA required
actor
Additional information
ulmonary arterial | required: National Dru i ]
. . 33950* P v quired: National Drug PA required - click here for cri Link for the Prior form is on the General Prior Auth
Winrevair (sotatercept-csrk) sotatercept hypertension (PAH) | Code (NDC), Strength, 45mg, 60mg SDV. Commercial Pref, Specialty. No
C9399* e Forms tab.
agent Dosage administered,
Route of administration,
Additional information
5050 pulmonary arterial | requred: Natonal g
Winrevair (sotatercept-csrk) om0t sotatercept hypertension (PAH) | Code (NDC), Strength, 45mg, 6omg SDV Medicaid Not Covered No | Not covered until added to both the MDHHS fee schedule AND the MDHHS NDC/HCPCS crosswalk
agent Dosage administered,
Route of administration,
Additional information
ulmonary arterial | raquired: National Drus
) . 13950* P v quirec: National Drug PA Required - click here for criteria, Link for the Prior Authorization form is on the ‘General Prior Auth
Winrevair (sotatercept-csrk) sotatercept hypertension (PAH) | Code (NDC), Strength, 45mg, 60mg SDV. Medicare NPS No.
C9399" Dosage administered, Forms' tab.
agent 9 .
Route of administration.
Additional information
required: National Drug
Xaracoll (bupivacaine collagen-matrix) 3490, C9089 bupivacaine miscellaneous Code (NDC),Strength, Commercial Not Covered No  |NetcCovered
Dosage administered,
Route of administration,
Additional information
required: National Drug
Xaracoll (bupivacaine collagen-matrix) 3490, C9089 bupivacaine miscellaneous Code (NDC),Strength, Medicaid Covered No  |NoPArequired
Dosage administered,
Route of administration.
Additional information
required: National Drug
Xaracoll (bupivacaine collagen-matrix) 3490, C9089 bupivacaine miscellaneous Code (NDC),Strength, Medicare non-specialty No |only covered for medically accepted indications
Dosage administered,
Route of administration,
25 ma/mL oral solution (60 mL &120 " -
Xatmep (methotrexate) ORAL ONLY J8612 methotrexate Oncology 25mg R f‘;: oo Medicare Non-speciatty No
Xeloda (capecitabine) 8522 Capecitabine Oncology 50mg 150 mg, 500 mg tablet Medicare Non-specialty No s
D coverage form for criteria
Xembify (immune globulin) subcutaneous 71558 sCIG Immune Globulin 100mg 1am,2gm, 4gm, 10 gm SOV Commercial Pre. Specialty ves  |pArequired - see IVIG/SCIG prior form for criteria
) . i . PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth
Xembify (immune globulin) subcutaneous 71558 sCIG Immune Globulin 100mg 1am,2gm, 4gm, 10 gm SOV Medicaid Covered No | Pareaute
orms tab.
Part B vs Part D - See Approved Drug List for covered formulations under Part D - see the Part B vs Part
Xembify (immune globulin) subcutaneous. 71558 sCiG Immune Globulin 100mg 1am, 2gm, 4 gm, 10 gm SOV Medicare Pref. Specialty. No - e
D coverage determination form for criteria
Xenleta 30691 lefamulin Antimicrobial 1mg 150 ma/15 mL SDV. Not covered No [Not covered
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Xenleta 20691 lefamulin Antimicrobial 1mg 150 mgfis mL sDV Medicaid Not Covered No_|Not covered
PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Xenleta (lefamulin) 0691 lefamulin Antimicrobial 1mg 150 mgfis mLSDV Medicare pref.Specialty No
Forms' tab.
Hydrolytic lysosomal
) : . PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Xenpozyme (olipudase alfa-rpcp) 0218 sphingomyelin- | Enzyme deficiency mg 20mg SOV Commercial Pre. Specialty ves
specific enzyme Forms tab.
Hydrolytic lysosomal
arolytic by ) PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Xenpozyme (olipudase alfa-rpcp) J0218 sphingomyelin- Enzyme deficiency mg 20mg SOV Medicaid Covered YES Forms tab,
specific enzyme Formetan.
Hydrolytic lysosomal
Xenpozyme (olipudase alfa-rpcp) 0218 sphingomyelin- mg 20mg SOV Medicare Pref. Specialty No  |PArequired - See Medicare Medical Part B prior authorization form
specific enzyme
PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Xeomin (incobotulinumtoxin A) 30888 |incobotulinumto: botulinum toxin Tunit Sount 100 unit 200unitsDv | Commercial Pref.Specialty No | Forms tab. No auth required when billed by: Neurologist (NEUR), Rehab Medicine (PMR) or Physical Med
& Rehab (PT)
PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Xeomin (incobotulinumtoxin A) 30888 |incobotulinumto: botulinum toxin Tunit 50.unit 100 unit, 200 unit DV Medicaid Covered No | Forms tab. No auth required when billed by: Neurologist (NEUR), Rehab Medicine (PMR) or Physical Med
&Rehab (PT)
PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Xeomin (incobotulinumtoxin A) Josss botulinum toxin A | botulinum toxin Tunit 50.unit 100 unit, 200 unit DV Medicare Pret. Speciaky No | Forms tab. No auth required when billed by: Neurologist (NEUR), Rehab Medicine (PMR) or Physical
Med & Rehab (PT)
Xerava J0122 eravacycline Antimicrobial 1mg 50 mg, 100 mg SDV Commercial Not covered No Not covered
Xerava J0122 eravacycline Antimicrobial 1mg 50 mg, 100 mg SOV Medicaid Not Covered No Not covered
Xerava J0122 eravacycline 1mg 50 mg, 100 mg SDV Medicare Non-specialty No No PA required
: PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Xgeva (denosumab) 0897 denosumab | Bone modifying agent img 120 mgN7 LSOV Commercial Pret. Speciaky ves  |PAreade
orms ta
Xgeva (denosumab) 0897 denosumab | Bone modifying agent img 120 mgN7 LSOV Medicaid Covered Mo |No PArequired
- fe n the '
Xgeva (denosumab) 0897 denosumab | Bone modifying agent img 120 mgN7 LSOV Medicare Pret. Speciaky no  [PAReaure
orms'ta
Collagenase
" . . ’ . PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Xiaflex (collagenase clostridium histolyticum) 30775 clostridium Miscellaneous 001mg 09mgsov Commercial Pret. Speciaky No
Forms tab.
histolvticum
collagenase
" . . ’ ) PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Xiaflex (collagenase clostridium histolyticum) 30775 clostridium Miscellaneous 001mg 09mgsov Medicaid Covered No
Forms tab.
histolvticum
collagenase
iy R : No PA required for Medicare ICD-10 diagnoses: M720 or N48,6 For all other diagnoses - See Medicare
Xiaflex (collagenase clostridium histolyticum) 30775 clostridium Miscellaneous 001mg 09mgsov Medicare Pret. Speciaty No
Medical Part B prior authorization form
histolvticum
Xipere J3299 triamcinolone Ophthalmic 1mg 40 mg/mL SDV. Commercial Not Covered No Not Covered
Xipere 3299 triamcinolone. Ophthalmic I mg 40 mg/mL 5DV’ Medicaid Not Coverod No | Not Covered
. - ) PA Required - click here for criteria. Link for the Prior Authrization form is on the ‘General Prior Auth
Xipere (triamcinolone) J3299 triamcinolone Ophthalmic 1mg 40 mg/mL SDV Medicare NPS No
Forms' tab,
Radio- i vi
Xofigo (radium ra-223 dichloride) A9606 radium ra-223 per microcurie (kgq) | 20 Mierocurie/mL, 6 mL SDV feach vial || o il NPS No | PArequired - see medical oncology prior form for criteria
pharmaceuticals will provide 178 mCi of radioactivty)
Radio- 30 microcurie/mL, 6 mL SDV (each vial .
Xofigo (radium ra-223 dichloride) A9606 radium ra-223 er microcurie (k&g - Medicaid Covered No  |No PA Required
90 ( ) pharmaceuticals | © )| will provide 178 mei ofracioactiviy) a
Radio- i vi
Xofigo (radium ra-223 dichloride) A9606 radium ra-223 per microcurie (kgq) | 0 Mierocurie/mL 6 mL SOV feachvial | e yicare Medicare Chemo No  |No PA required
pharmaceuticals will provide 178 mCi of radioactivty)
Xolair (omalizumab) PA required - click here for criteria, Link for the Prior form is on the General Prior Auth
N 92357 omalizumab Respiratory Biologic smg 150 mg SDV; 75 mg, 150 mg D syrings | Commercial Pref. Specialy ves
Vial/Prefilled svrinae Forms tab.
Xolair (omalizumab) PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
N 92357 omalizumab Respiratory Biologic smg 150 mg SDV; 75 mg, 150 mg S syringe | Medicaid Covered ves
Vial/Prefilled svrinae Forms tab.
Xolair (omalizumab) PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
N : 12357 omalizumab Respiratory Biologic smg 150 mg SOV, 75 mg, 50 mg SDsyringe | Medlicare Pref. Specialy No
Vial/Prefilled svrinae Forms'tab.
Xolair (omalizumab) ; This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
( ) 32357 omalizumab Respiratory Biologic smg 75mg/0 mL, 150mg/mL, 300mg/mL | Commercial Refer to ADL No 9 PP g List (ADL) g
under the pharmacy benefit
Xolair (omalizumab) PA required - click here for criteria, Link for the Prior form is on the General Prior Auth
vl 12357 omalizumab Respiratory Biologic smg 150 mg SOV, 75 mg, 50 mg SDsyringe | Medicaid Covered ves
Forms tab.
Xolair (omalizumab) PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
‘- 92357 omalizumab Respiratory Biologic smg 75mgfos mL 1som/mL,300mg/mL | Medicare Pref. Specialty No
Forms' tab.
I7612-
125mg/0.5mi
05mg 97612) 125 mg/0S mL SOV
e e [ levalbuterol Inhalation 031 ma/3mL,063ma/3mL.125ma/s | Medicare Non-specialty No
ONLY J7614-all others 05 mg (17614) mL SD ampules
unit dose
‘Antihemophilic } This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Xyntha (Antihemophilic Factor Vil ames o Hemophilia Commercial Referto ADL No 9 PP glEs=l) 9
Factor Vill under the pharmacy benefit
JUS— Refer to the Medicaid Approved Drug List (ADL for pharmacy benefit coverage. For one-time doses
i -
Xyntha (Antihemophilic Factor VIl 7188 b vpm Hemophilia Medicaid Not Covered Mo [required for planned outpatient i claims). will be reviewed
for medical necessity according to the Hemophilia Management Medical Policy 91569
Antihemophilic
Xyntha (Antihemophilic Factor VIl 785 o :” Hemophilia Medicare pref.Specialty o |No PA required
Yeanth (cantharidin) 17354 cantharidin Miscellaneous 32mg o7% < %o |No PA required
Yeanth (cantharidin) 17354 cantharidin Miscellaneous 32mg 07% topicalsoluion Medicaid Covered %o |No PA Required
Yeanth (cantharidin) 17354 cantharidin Miscellaneous 32mg 07% topicalsoluion Medicare Non-specialty %o [No PA required
Yervoy (impilimumab) 9228 impilimumab. Oncology 1mg 50mao mi. 200 mf40 mi.sbv__| Commercial Pref. Specially V&S| PA required - see medical oncology prior form for criteria
Yervoy (impilimumab) 9228 impilimumab. Oncology 1mg 50mao mL, 200 /40 misov__|Medicaid Covered o |No PA Required
Yervoy (impilimumab) 9228 impilimumab. Oncology 1mg 50mgNo mL, 200 mef40misov__|_Medicare Medicare Chemo. o |PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
PA Required - see medical oncology prior authorization form for criteria, Coverage of Yescarta is
dependent on member's eligibility and benefit plan documents, Pricrity Health may request
documentation, not more frequently than biannually. of follow-up patient assessment(s). Yescarta will
axicabtagene Gene/Cellular .
Vescarta (axicabtagene ciloleucel) Q041 P A per dose SO infusion bag Commercial Gene Therapy VEs | not be authorized for use in patients with primary central nervous system lymphoma; OR that have
i received a previous treatment course of Yescarta or anather CDI9-directed chimeric antigen receptor
(CAR) T-cell therapy. The safety and effectiveness of repeat administration have not been evaluated (one
treatment ner lifetimel
axicabtagene Gene/Cellular .
Yescarta (axicabtagene ciloleucel) Q041 9 per dose SDinfusion bag Medicaid Carve Out No | Contact Fee for Service Medicaid for coverage
ciloleucel Therapy
axicabtagene Gene/Cellular PA Required - click here for criteria. Link for the Prior Authrization form is on the ‘General Prior Auth
'Yescarta (axicabtagene ciloleucel) Q2041 per dose SD infusion bag Medicare Medicare Chemo. No
ciloleucel Therapy Forms' tab,
Yondelis (1 19352 Oncoloay 01mg 1 mg SOV Commercial Pref Specialty No__|PArequired - see medical oncoloay prior form for criteria
Yondelis (1 19352 Oncoloay 01mg 1 mg SOV Medicaid Coverea No | No PA Required
Yondelis [t 19352 Oncoloay o1mg T mg SOV Medicare Medicare Chemo. No_|PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
) ) 13490° . . TSR . This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Yorvipath (palopegteriparatide) ! palopegteriparat Miscellaneous 294 meg/098 mLpen Commercial Referto ADL No
9399 420 meg/L mL pen under the pharmacy benefit
168 mcg/056 mL pen - - -
23490° : This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Yorvipath (palopegteriparatide) . palopegteriparatide Miscellaneous 294mcg/098 mL pen Medicaid Not Covered No 9 PP £ s (Bl 9
o309 e o under the pharmacy benefit
) ) 13490* B DB This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Yorvipath (palopegteriparatide) palopegteriparatide | Miscellaneous 294 meg/098 mL pen Medicare Referto ADL No
ca399" ey under the pharmacy benefit
Inflammator ; This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Yuflyma (adalimumab-aaty) Qs141 adalimumab ) 1mg various Commercial Refer to ADL No 9 PP g List (ADL) g
Conditions under the pharmacy benefit
Inflammator ’ This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Yuflyma (adalimumab-aaty) Qs141 adalimumab Y 1mg various Medicaid Not Covered No 9 2R g List (ADL) 9
Conditions under the pharmacy benefit
Inflammator This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
Yuflyma (adalimumab-aaty) Qs141 adalimurmab Y 1mg = Medicare Referto ADL No 9 e g List (ADL) g
Conditions under the pharmacy benefit
Yupelri ) 37677 ) inhalation 1mcg 175 meg/3 mL SDV Commercial Not Covered No | Not Covered
Yupelri ) 37677 ) inhalation Tme 175 mea/3 mL SOV Medicaid Not Covered %o |Not Covered
R ) ) ired - click f nk for the Prior Authorization form is on the 'General Prior Auth
Yupelri (revefenacin) 7677 revefenacin inhalation 1meg 175 meg/3 mLSDV Medicare s no  [PAReaus
orms'ta
No PA required when billed with the following ICD-10 codes: H30.001-H30.039, H30.20-H30.23,H35.021-
Yutiq (fluocinolone implant) 7314 fluocinolone Ophthalmic 001mg 018 mg implant Commercial Pref. Specialty No q e
H35.029, H35,061-H35.069, H44111-H44119
No PA required when billed with the following ICD-10 codes: H30.001-H30.039, H30.20-H30.23,H35.021-
Yutiq (fluocinolone implant) 17314 fluocinolone Ophthalmic 001mg 018 mg implant Medicaid Covered No q e
H35.029, H35,061-H35.069, H4411-H44119
B ) ired - click f nk for the Prior Authorization form is on the 'General Prior Auth
Yutiq (fluocinolone implant) 37314 fluocinolone Ophthalmic oo1mg 018 mg implant Medicare Pref. Specialty No
Forms' tab,
Zaltrap (ziv-aflibercept) 19400 Oncology 1mg 100 mg/4 L, 200 mg/émLsDV__| Commercial Nps No | No PA required
Zaltrap (ziv-aflibercept) 19400 Oncology 1mg 100 m/4 L, 200 mg/8 mL SOV Medicaid Covered No | No PA required
Zaltrap (ziv-aflibercept) 39400 Oncology 1mg 100 mg/4 ml, 200 mg/8 mL SDV Medicare NPS No No PA required
Zanosar (streptozocin] 39320 streptozocin Oncoloay 1gm Tgmsov Commercial Non-specialty Mo |No PArequired
Zanosar (streptozocin) 39320 streptozocin Oncology 1g9m 19m sbv Medicaid Covered No No PA required
Zanosar (streptozocin) 39320 streptozocin Oncology lgm 1gmsbv. Medicare Non-specialty No No PA required
mcg/o5 mL. 480 meg/os m ;
Zarxio (filgrastim-sndz) Qsi01 filgrastim Hematopoietic agent 1meg 300meg/os :y‘”f:e €908 MLSD | commercial Pref. Specialty Mo |No PArequired
mcg/05 mL 480 meg/o8 m ’
Zarxio (filgrastim-sndz) Qsi01 filgrastim Hematopoietic agent 1meg 300meg/os :y‘”f:e €908 MLSO | \tedicaid Covered Mo |No PArequired
mcg/05 mL 480 meg/o8 m
Zarxio (filgrastim-sndz) Qsi01 filgrastim Hematopoietic agent Tmeg 300meg/os ;‘”f:e €gl08MLSD | \jedicare Pref. Specialty No | No PArequired
alphal proteinase : PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
Zemaira (alphal proteinase inhibitor-human) 30256 phal p Enzyme deficiency 0mg 1000 mg, 4000 Mg, 5000 mg SOV | Commercial Pref, speciay ves

inhibitor

Forms tab.
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alphal proteinase

PA required - click here for criteria. Link for the Prior Authorization form is on the General Prior Auth

Zometa)

maf100 mL SD bag

Zemaira (alphal proteinase inhibitor-human) 0256 o P Enzyme deficiency 0mg 1000 mg, 4000 mg, 5000 mg SDV Medicaid Covered ves
inhibitor Forms tab.
R alphal proteinase
Zemaira (alphal proteinase inhibitor-human) 0256 it Enzyme deficiency 0mg 1000 mg, 4000mg, 5000 mgsDV | Medicare Pre. Specialty No ired - . i f
Zemdri IV (plazomicin) 20291 plazomicin Antimicrobial 5mo 500 mg/io mL sov. Commercial Not covered No | Not covered
Zemdri IV (plazomicin) 20291 plazomicin Antimicrobial 5mo 500 mg/io mL sov. Medicaid Not Covered No | Not covered
Zemdri IV (plazomicin) 20291 plazomicin Antimicrobial 5mo 500 mg/io mL sov. Medicare NPS No | No PA reauired
Zepzelca 9223 Oncoloay 01mg 4mg SOV Commercial Non-specialty No | PArequired - see medical oncoloay prior form for criteria
Zepzelca 39223 Oncoloay 01mg 4mg SOV Medicaid Covered No. No PA Required
Zepzelca 9223 Oncoloay 01mg 4mg SOV Medicare Medicare Cherno. No | pA Reauired (Cancer Therapyl - See Medicare Part B Oncoloay Prior form
ceftolozane and
Zerbaxa (ceftolozane/tazobactam) 0695 ot Antimicrobial 50mg-25mg 1000 mg-500 mg SOV Commercial Pref. Specialty No | No PA required
ceftolozane and
Zerbaxa (ceftolozane/tazobactam) 0695 ot Antimicrobial 50mg-25mg 1000 mg-500 mg SOV Medicaid Covered No | No PA required
ceftolozane and
Zerbaxa (ceftolozane/tazobactam) 0695 ot Antimicrobial 50mg-25mg 1000 mg-500 mg SOV Medicare Pref. Specialty No | No PA required
Radio- 3.2 mg/2 mL kit (radiolabeled with 40
Zevalin (ibritumomab tiuxetan for Yitrium-90)|  A9543 |ibritumomab tiuxetan ) 40 milicuries (mCi) S Commercial Pref. Specialty No | A required - see medical oncology prior form for criteria
Radio- 3.2 mg/2 mL kit (radiolabeled with 40
Zevalin (ibritumomab tiuxetan for Yitrium-90)|  A9543 |ibritumomab tiuxetan . 40 milicuries (mci) S Medicaid Covered No | No PA Required
Radio- 32 mg/2 mL kit (radiolabeled with 40
Zevalin (ibritumomab tiuxetan for Yttrium-90) A9543 ibritumomab tiuxetan . 40 millicuries (mCi) o: m‘c“ v, a Medicare Pref. Specialty No PA Required (Cancer Therapy) - See Medicare Part B Oncology Prior form
Ziextenzo (pegfilgrastim-bmez) Q5120 pegfilgrastim Hematopoietic agent 0smg 6ma/0s mLsDsyringe Commercial Not Covered No  |Not covered
Ziextenzo (pegfilgrastim-bmez) Q5120 pegfilgrastim Hematopoietic agent 0smg 6ma/0s mLsD syringe Medicaid Not Covered No  |Not covered
PA Required - click here for criteria. Link for the Prior Authorization form is on the ‘General Prior Auth
Ziextenzo (pegfilgrastim-bmez) Q5120 pegdfilgrastim Hematopoietic agent 05mg 6mg/06 mL SD syringe Medicare NPS No. Forms tab,
Additional information
required: National Drug | 166 ma/0.416 mL, 23 ma/0574 mL, and e e 0 i 2] e L () o e
rysq (zilucoplan) J3490" zilucoplan Myasthenia Gravis | Code (NDC), Strength, 32.4mgf08 mL Commercial Referto ADL o [[bele BEEEaERe Ul i =t (B R T T AT (A=) 9
coz99* = ol under the pharmacy benefit
Route of administration.
Additional information
IR || T B 25 o7z ik ) This drug is not covered under the medical benefit. Refer to the Approved Drug List (ADL) for coverage
rysq (zilucoplan) EED zilucoplan Myasthenia Gravis | Code (NDC), Strength, 324 maf081 mL Medicaid Referto ADL No g = R BILiE (L) g
coz99* = ol under the pharmacy benefit
Route of administration.
Additional information
13490° required: National Drug | 16:6 mg/0416 mL, 23 mg/0574 mL. and PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
Zilbrysq (zilucoplan) . zilucoplan Myasthenia Gravis | Code (NOC), trength, 324 mgf08 mL Medicare NPS No :
€9399 Dosage administered, prefilled syringes Forms'tab,
Route of administration
Zilretta (triamcinolone) 13304 triamcinolone Steroid Tmo 32masov Commercial Not covered No__|Not covered
Zilretta (triamcinolone) 13304 triamcinolone Steroid Tmg 32masov Medicaid Not Covered No__|Not covered
Zilretta (triamcinolone) 13304 triamcinolone Steroid Tmo 32masov Medicare Non-specialty No | No PA reauired
Zimhi (naltrexone hydrochloride) Brand ONLY 923 naltrexone Opioid Overdose 1mg Smg/osmi syringe Commercial Non-specialty No | No PA required
Zimhi (naltrexone hydrochloride) Brand ONLY 923 naltrexone Opioid Overdose 1mg Smg/osmi syringe Medicaid Canveout No |Contact Fee for Service Medicaid for coverage
Zimhi (naltrexone hydrochloride) Brand ONLY 923 naltrexone Opioid Overdose 1mg Sma/osmi syringe Medicare Non-specialty No | No PA required
Zinecard Mmoo y Oncoloay 250mg 250 mg, 500 mg SDV Commercial Non-specialty No | No PA reauired
Zinecard m9o L Oncoloay 250mg 250 mg, 500 mg SDV. Medicaid Covered No. No PA required
Zinecard Mmoo y Oncoloay 250mg 250 mg, 500 mg SDV Medicare Non-specialty No | No PA reauired
Zinplava (bezlot ) 30565 Miscellaneous 0mo 1000 /40 mt SOV Commercial Not covered No__|Not covered
Zinplava (bezlot bl 30565 Miscellaneous 0me 1000 /40 iSOV Medicaid Not Covered No__|Not covered
Zinplava (bezlot bl 0565 Miscellaneous 0mg 1000 /40 iSOV Medicare Pref Specialty No__|pArequired - See Medicare Medical Part B prior authorization form
Central Nervous
ziprasidone 13486 ziprasidone e (CNS)Vagen( 0mg 20mg SOV Commercial Non-specialty Mo |No PA required
Y
Central Nervous
ziprasidone 13486 Ziprasidone ™ (ch)v . 10mg 20 mg SOV Medicaid Carve Out No | Contact Fee for Service Medicald for coverage
ystem agen
Central Nervous
ziprasidone 13486 ziprasidone e (CNS)Vagen( 0mg 20mg spv Medicare Non-specialty Mo |No PA required
Y
Zirabev (b b-bvzr, biosimilar) Qsng bevacizumab Oncoloay 10 mg 100 mg/4 mL, 400 mg/16 mL SDV Commercial Pref. Specialty No No PA required
Zirabev (b b-bvzr, biosimilar) Qsng bevacizumab Oncoloay 10mg 100 mg/4 mL, 400 mg/16 mL SDV. Medicaid Covered No. No PA required
Zirabev (b b-bvzr, biosimilar) Qsng bevacizumab Oncoloay 10 mg 100 mg/4 mL, 400 mg/16 mL SDV Medicare Medicare Chemo No No PA required
“mal2 ml.SD vil/syringe; 40 ma/20 L -
Zofran (ondansetron) IV 12405 ondansetron Antiemetic 1mg o i 920\ Commer Non-specialty No  |No PA required
4mag/f2 mL SD vial/syringe; 40 mg/20 mL. N
Zofran (ondansetron) IV 12405 ondansetron Antiemetic 1ma & i 9/ Medicaid Covered No  |No PA required
“mal2 L SB vil/syringe; 40 ma/20 L .
Zofran (ondansetron) IV 12405 ondansetron Antiemetic 1mg o ornac: «omal Medicare Non-specialty Mo |No PA required
. 4mg,8 mg, 24 mg tablet; 4mg, Bma 16 '
-special N
Zofran (ondansetron) ORAL ONLY Qo2 ondansetron Antiemetic 1mg o et oo Medicare Non-specialty o : s
Zoladex (goserlin acetate implant] 9202 goserlin Oncology 36mg 36mg, 108 mg implant Commercial Pref, Specialty No | No PA required
Zoladex (goserlin acetate implant) 39202 goserlin Oncology 36mg 36mg,108 mg implant Medicaid Covered No No PA required
Zoladex (goserlin acetate implant] 9202 goserlin Oncology 36mg 36mg, 108 mg implant Medicare Pref Specialty No | No PA required
. Reclast generic: s mg/i00 mL SD bag
1
Zoledronic acid (generic for Reclast & J3489 Zoledronicacid | Bone modifying agent 1mg Zometa generic: 4 mg/smLSOV, 4 | Commercial Non-specialty No |No PA required
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Zoledronic acid (generic for Reclast &

Reclast generic: 5 mg/100 mL SD bag

3489 zoledronicacid | Bone modifying agent 1mg Zometa generic: 4mg/smLSDV, 4 | Medicaid Covered No  |No PA required
Zometa) mgf100 mL SD bag
Zoledronic acid (generic for Reclast & . Reclast generic: § mg/100 mL SD bag .
13489 zoledronic acid Bone modifying agent 1mg Zometa generic: 4 ma/s mL SDV, 4 Medicare Non-specialty No No PA required
Zometa) ma/100 ML SO bag
onasemnogene Gene/Cellular 55 mLor 83 mL SDV feach kit will . PA required - click here for criteria. Link for the Prior form is on the General Prior Auth
(onasemnogene abep: ) 33399 5x10415 vector genomes | provide sufficient number of vials based | Commercial Gene Therapy vES
abeparvovec Therapy o pationt weight) Forms tab.
onasemnogene Gene/Cellular 56 mlor 83 ml SOV {each kit wil ) .
(c g D ) 13399 5x10115 vector genomes | provide sufficient number of vials based |  Medicaidl Carve Out No|Contact Fee for Service Medicaid for coverage
abeparvovec Therapy o patient weiahi]
onasemnogene Gene/Cellular 55ml or 83 ml SDV feach kit wil PA Required - click here for criteria, Link for the Prior Authorization form is on the 'General Prior Auth
(onasemnogene abep: ) 13399 5x10115 vector genomes | provide suffcient number of vials based | Medicare Gene Therapy No
abeparvovec Therapy o pationt weight) Forms' tab,
Immunosuppressive i .
Zortress (everolimus) 37527 everolimus L 025mg 025mg,05mg, 075 mg, Imgtablet | Mediicare Non-specialty No
agent D coverage form for criteria
iperacillin and .
Zosyn (piperacillin/ tazobactam) 12543 ”:’ o Antimicrobial Tomonsam(Rsem) | 225gm,3375gm 45gmsov | Commercial Non-specialty No | No PArequired
azobactam
iperacillin and .
Zosyn (piperacillin/ tazobactam) 12543 ”:’ o Antimicrobial TemonRsgm (25gm) | 2250m 3375 gm 45 gm SOV Medicaid Covered No | No PArequired
azobactam
. piperacillin and - .
Zosyn (piperacillin/ tazobactam) 12543 vt Antimicrobial 1gmOIsgm 125 gm) | 225am, 3375 gm, 45.9m SOV Medicare Non-specialty Mo |No PA required
azobactam
Zovirax (acyclovir) INJECTION ONLY J0133 acyclovir Antimicrobial 5mg 500 mg, 1000 mg SDV/ Medicare No
Central Nervous y
Zulresso (brexanolone) 7632 brexanolone 1mg 100 ma/20 mL SOV Commercial NPS No
System (CNS) agent
ulresso (brexanolone) 71632 brexanolone Central Nervous i i i
z 1mg 100 ma/20 mL SOV Medicaid Carve Out No |Contact Fee for Service Medicaid for coverage
System (CNS) agent
Central Nervous
Zulresso (brexanolone) 7632 brexanolone 1mg Medicare NPS Mo |No PA required
System (CNS) agent
Inflammator,
Zymfentra (infliximab-dyyb) 748 mab 4 10mg prefiled syringe and Commercial Not Covered No | Not Covered
Conditions prefilled pen
Inflammatory 120 mg/mt .
Zymfentra (infliximab-dyyb) 748 infliximab w0mg prefiled syringe and Medicaid Not Covered No [Nt Covered
Conditians prefilled pen
120 ma/mt
Inflammator,
Zymfentra (infliximab-dyyb) 748 ximab 4 0mg prefiled syringe and Medicare NPS No
Conditions orefiled pen Forms' tab,
Zynlonta (loncastuximab teririne-lpvl) 9359 loncastuximab Oncoloay 0075mg 10mg SOV Commercial Pref, Specialty No | PA required - see medical oncoloay prior form for criteria
Zynlonta (loncastuximab teririne-lpvi) 39359 loncastuximab Oncoloay 0075mg 10mg SDV. Medicaid Covered No. No PA Required
Zynlonta (loncastuximab teririne-lpvi) 39359 loncastuximab Oncoloay 0075mg 10mg SDV. Medicare Medicare Chemo No. PA Reauired (Cancer Therapy) - See Medicare Part B Oncoloay Prior. form
Additional information
bupivacaine/ required: National Drug | 400 ma/i2 mg 14 mi SDV, 300 ma/o mg
2Zynrelef (bupivacaine/meloxicam) 33490, C2088 miscellaneous Code (NDC),Strength, | 105 mi SDV, 200 mg/6 mg 7 miSDV, 60 | Commercial Not Covered No |NotcCovered
meloxicam Dosage adrministered, maN8 ma 23 mi SOV
Route of administration
Additional information
bupivacaine/ required: National Drug | 401 ma/i2 mg 14 mi SDV, 300 ma/9 ma
2Zynrelef (bupivacaine/meloxicam) 33490, C2088 miscellaneous Code (NDC),Strength, | 105 mi SOV, 200 mg/6 mg 7 misDV, 60 |  Medicaid Not Covered No |NotcCovered
meloxicam Dosage adrministered, M8 mg 23 mi SOV
Route of administration
Additional information
bupivacaine/ required: National Drug | 402 mafi2 ma 14 mI SDV, 300 ma/9 ma
2Zynrelef (bupivacaine/meloxicam) 33490, C2088 miscellaneous Code (NDC),Strength, | 105 mi SDV, 200 mg/6 mg 7 misDV, 60 |  Medicare non-specialty No  |only covered for medically accepted indications
meloxicam Dosage adrministered, mafe ma 23 mi SOV
Route of administration
Zynteglo (betibegl: totemcel) 13393 elivaldogene Gene/Cellular Per treatment 20mL infusion b Commercial Not Covered No  |Not Covered
o (betibeglogene autotemce er treatment L infusion bag , avere
ed 9logs autotemcel Therapv
elivaldogene Gene/Cellular
eglo (betibeglogene autotemcel er treatment L infusion bag ontact Fee for Service Medicaid for coverage
lo (betibegl totemcel) 133903 Pertreatment 20mL infusion b Medicaid Carve Out No |Contact Fee for S Medicaid
autotemcel Therapv
elivaldogene Gene/Cellular i PA Required - click here for criteria, Link for the Prior Authorization form is on the ‘General Prior Auth
Zynteglo (betibeglogene autotemcel) 13393 e e Pertreatment 20mL infusion bag Medicare Gene Therapy [ e
1
2Zynvz (retifanlimab-diwrl 19345 retifanlimab Oncoloay Tmg! Commercial Pref, Specialty eS| PA reauired - see medical oncoloay prior form for criteria
2Zynvz (retifanlimab-diwrl 19345 retifanlimab Oncoloay Tmg Medicaid Covered No | No PA Reauired
2Zynvz (retifanlimab-diwrl 19345 retifanlimab Oncoloay Tmg Medicare Medicare Cherno. No [ PpA Required (Cancer Therapy) - See Medicare Part B Oncoloay Prior form
Central Nervous
Zyprexa (olanzapine) 12359 olanzapine 0smg 20mg sV Commercial Pref Specialty No | No PA required
System (CNS) agent
Central Nervous .
Zyprexa (olanzapine) 12359 olanzapine 05mg 20mg SOV Medicaid Carve Out No |Contact Fee for Service Medicaid for coverage
System (CNS) agent
Central Nervous
Zyprexa (olanzapine) 12359 olanzapine 05mg 20mg SOV Medicare Pref. Specialty No | No PA required
System (CNS) agent
) Central Nervous . .
Zyprexa Relprevv (olanzapine, long-acting) 12358 olanzapine 1mg 210 mg, 300 mg, 405 mg SOV Commercial Pref. Specialty No | No PA required
System (CNS) agent
) Central Nervous . .
Zyprexa Relprevv (olanzapine, long-acting) 12358 olanzapine 1mg 210 mg, 300 mg, 405 mg SOV Medicaid Carve Out No |Contact Fee for Service Medicaid for coverage
System (CNS) agent
Central Nervous
Zyprexa Relprevv (olanzapine, long-acting) 12358 olanzapine 1mg 210 mg, 300 mg, 405 mg SOV Medicare Pref. Specialty No | No PA required
System (CNS) agent
2Zyvox IV (linezolid) 12020 linezolid Antimicrobial 200mg 200 mgf100 mL 600 mg/300 mLSD bag | Commercial Not Covered No  |Brand not covered, use generic
Zyvox IV (linezolid) 32020 linezolid Antimicrobial 200mg 200 mg/100 mL, 600 ma/300 mLSDbag|  Medicaid Not Covered No Brand not covered, use generic
Zyvox IV (linezolid) 32020 linezolid Antimicrobial 200mg 200 Ma/100 L, 600 Ma/300 mL SO bag|  Medicare Pref. Specialty No PA required - See Medicare Medical Part B prior authorization form
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