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2020 Prior Authorization Criteria

ACTHAR

Drug Products Affected: H.P. Acthar gel

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

Exclusion Criteria N/A

I L

Age Restrictions N/A

Prescriber Restrictions | N/A

Coverage Duration Through the end of the Plan Contract Year

Other Criteria N/A

ATTENTION-DEFICIT HYPERACTIVITY DISORDER (ADHD)
Drug Products Affected: Methamphetamine

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

Exclusion Criteria N/A

R s

Age Restrictions N/A

Prescriber Restrictions | N/A

Coverage Duration Through the end of the Plan Contract Year

Other Criteria N/A




AIDS RELATED WEIGHT LOSS

Drug Products Affected:

Dronabinol, Serostim, Syndros

Covered Uses

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

Exclusion Criteria N/A
e IV
Age Restrictions N/A
Prescriber Restrictions | N/A
Coverage Duration Through the end of the Plan Contract Year
Other Criteria N/A

BENIGN PROSTATIC HYPERPLASIA
Drug Products Affected: Tadalafil 2.5 mg, 5 mg tablets

Covered Uses

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

Exclusion Criteria

Stand Alone Erectile Dysfunction

Required Medical

Information N/A
Age Restrictions N/A
Prescriber Restrictions | N/A
Coverage Duration Through the end of the Plan Contract Year
Other Criteria N/A

BOTULINUM TOXINS
Drug Products Affected:

Botox, Dysport, Xeomin

Covered Uses

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

Exclusion Criteria N/A
e
Age Restrictions N/A
Prescriber Restrictions | N/A
Coverage Duration Through the end of the Plan Contract Year
Other Criteria N/A




CARISOPRODOL PRODUCTS

Drug Products Affected:
Phosphate, Carisoprodol

Aspirin/Carisoprodol; Aspirin/Carisoprodol/Codeine

Covered Uses

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

Exclusion Criteria N/A
Reauretmedcal
Age Restrictions N/A
Prescriber Restrictions | N/A
Coverage Duration Through the end of the Plan Contract Year
Other Criteria N/A

COSMETIC INDICATION

Drug Products Affected:
Tretinoin

Avita, Retin-A, Retin-A Micro, Tazorac, Tazarotene,

Covered Uses

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

Exclusion Criteria

Treatment for cosmetic purposes.

Required Medical N/A
Information

Age Restrictions N/A
Prescriber N/A

Restrictions

Coverage Duration

Through the end of the Plan Contract Year

Other Criteria N/A
CYSTIC FIBROSIS
Drug Products Affected: Kalydeco

Covered Uses

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

Exclusion Criteria N/A
Reauretmedcal
Age Restrictions N/A
Prescriber Restrictions | N/A
Coverage Duration Through the end of the Plan Contract Year
Other Criteria N/A




DICLOFENAC PATCH
Drug Products Affected:

Flector

Covered Uses

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

Exclusion Criteria N/A
Age Restrictions N/A
Prescriber Restrictions | N/A
Coverage Duration Through the end of the Plan Contract Year
Other Criteria N/A

FERTILITY TREATMENT

Drug Products Affected:
Novarel, Pregnyl

Clomiphene, Crinone, Chorionic gonadotropin injection,

Covered Uses

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

Exclusion Criteria N/A
Age Restrictions N/A
Prescriber Restrictions | N/A
Coverage Duration Through the end of the Plan Contract Year
Other Criteria N/A

HEPATITIS DRUGS
Drug Products Affected:

Daklinza, Epclusa, Harvoni, Ledipasvir/sofosbuvir, Mavyret,

Sofosbuvir/Velpatasvir, Sovaldi, Technivie, Viekira Pak, Viekira XR, Vosevi, Zepatier

Covered Uses

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

Exclusion Criteria

N/A

Required Medical

Genotype must be documented

Information
Age Restrictions N/A
Prescriber N/A

Restrictions

Coverage Duration

Through the end of the Plan Contract Year

Other Criteria

N/A




HYPERCHOLESTEROLEMIA
Drug Products Affected: Juxtapid, Kynamro, Praluent, Repatha

Covered Uses

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

Exclusion Criteria N/A
Required Medical N/A
Information

Age Restrictions N/A
Prescriber Restrictions | N/A

Coverage Duration

Through the end of the Plan Contract Year

Other Criteria

N/A

LIDOCAINE PATCH

Drug Products Affected: Lidocaine, Lidoderm

Covered Uses

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

Exclusion Criteria N/A
e a
Age Restrictions N/A
Prescriber Restrictions | N/A
Coverage Duration Through the end of the Plan Contract Year
Other Criteria N/A

HYPERPHOSPHATEMIA

Drug Products Affected: Auryxia

Covered Uses

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

Exclusion Criteria N/A
B L
Age Restrictions N/A
Prescriber Restrictions | N/A
Coverage Duration Through the end of the Plan Contract Year
Other Criteria N/A




MULTIPLE SCLEROSIS

Drug Products Affected: Aubagio

Covered Uses

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

Exclusion Criteria N/A
A
Age Restrictions N/A
Prescriber Restrictions | N/A
Coverage Duration Through the end of the Plan Contract Year
Other Criteria N/A

NUVIGIL/PROVIGIL

Drug Products Affected: Armodafinil, Modafinil

Covered Uses

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

Exclusion Criteria N/A
et IV
Age Restrictions N/A
Prescriber Restrictions | N/A
Coverage Duration Through the end of the Plan Contract Year
Other Criteria N/A

PAIN TREATMENT
Drug Products Affected:

Demerol injection, Meperidine injection

Covered Uses

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

Exclusion Criteria N/A
oreon s
Age Restrictions N/A
Prescriber Restrictions | N/A
Coverage Duration Through the end of the Plan Contract Year
Other Criteria N/A




PLAQUE PSORIASIS/PSORIATIC ARTHRITIS

Drug Products Affected:

Otezla, Stelara

Covered Uses

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

Exclusion Criteria N/A

Requwed_ Medical N/A

Information

Age Restrictions N/A

Prescriber Restrictions | N/A

Coverage Duration Through the end of the Plan Contract Year
Other Criteria N/A

PULMONARY FIBROSIS

Drug Products Affected: Esbriet

Covered Uses

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

Exclusion Criteria N/A
Age Restrictions N/A
Prescriber Restrictions | N/A
Coverage Duration Through the end of the Plan Contract Year
Other Criteria N/A

PSEUDOBULBAR AFFECT

Drug Products Affected:

Nuedexta

Covered Uses

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

Exclusion Criteria N/A
Required Medical N/A
Information

Age Restrictions N/A
Prescriber N/A

Restrictions

Coverage Duration

Through the end of the Plan Contract Year

Other Criteria

N/A




PULMONARY ARTERIAL HYPERTENSION

Drug Products Affected: Adcirca, Adempas, Alyg, Opsumit, Revatio, Remodulin,
Sildenafil 20mg tablets, Tadalafil 20mg tablets

Covered Uses

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

Exclusion Criteria N/A
Required Medical N/A
Information

Age Restrictions N/A
Prescriber Restrictions | N/A

Coverage Duration

Through the end of the Plan Contract Year

Other Criteria

N/A

RHEUMATOID ARTHRITIS

Drug Products Affected:

Cimzia

Covered Uses

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

Exclusion Criteria N/A
e IV
Age Restrictions N/A
Prescriber Restrictions | N/A
Coverage Duration Through the end of the Plan Contract Year
Other Criteria N/A

SKELETAL MUSCLE RELAXANTS

Drug Products Affected:

Cyclobenzaprine, Fexmid

Covered Uses

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

Exclusion Criteria N/A
B IV
Age Restrictions N/A
Prescriber Restrictions | N/A
Coverage Duration Through the end of the Plan Contract Year
Other Criteria N/A




SOMATROPIN PRODUCTS

Drug Products Affected:

Genotropin, Humatrope, Norditropin, Nutropin, Omnitrope,

Saizen, Tev-Tropin, Zomacton, Zorbtive

Covered Uses

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

Exclusion Criteria N/A
Requwed_ Medical N/A
Information

Age Restrictions N/A
Prescriber N/A

Restrictions

Coverage Duration

Through the end of the Plan Contract Year

Other Criteria N/A
TASIMELTEON
Drug Products Affected: Hetlioz

Covered Uses

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

Exclusion Criteria N/A
Required Medical N/A
Information

Age Restrictions N/A
Prescriber N/A

Restrictions

Coverage Duration

Through the end of the Plan Contract Year

Other Criteria

N/A




TRANSMUCOSAL IMMEDIATE RELEASE FENTANYL (TIRF)

Drug Products Affected:

Actiq (and generics) — fentanyl citrate, oral transmucosal lozenge
Fentora (and generics) — fentanyl citrate, buccal tablet

Abstral — fentanyl citrate, sublingual tablets

Lazanda — fentanyl, nasal spray

Subsys - fentanyl, sublingual metered spray

Covered Uses

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

Exclusion Criteria

Diagnosis of Non-Cancer related pain

Required Medical
Information

Diagnosis of Cancer pain. Documentation of tolerance to
around-the-clock opioid therapy for their underlying
persistent pain.

Age Restrictions

N/A

Prescriber
Restrictions

Patient under care of Oncologist or Hospice/Palliative Care
Specialist.

Coverage Duration

Through the End of the Plan Contract Year

Other Criteria

N/A

XOLAIR

Drug Products Affected: Xolair

Covered Uses

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

Exclusion Criteria N/A
Required Medical N/A
Information

Age Restrictions N/A
Prescriber N/A

Restrictions

Coverage Duration

Through the End of the Plan Contract Year

Other Criteria

N/A

You must reside in the Kaiser Permanente Medicare health plan service area in which

you enroll.
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Notice of nondiscrimination

Kaiser Permanente complies with applicable federal civil rights laws and does
not discriminate on the basis of race, color, national origin, age, disability, or
sex. Kaiser Permanente does not exclude people or treat them differently
because of race, color, national origin, age, disability, or sex. We also:

® Provide no cost aids and services to people with disabilities to
communicate effectively with us, such as:

¢ Qualified sign language interpreters.

¢ Written information in other formats, such as large print, audio, and
accessible electronic formats.

e Provide no cost language services to people whose primary language is not
English, such as:

¢ Qualified interpreters.
¢ Information written in other languages.

If you need these services, call Member Services at 1-888-777-5536 (TTY
711), 8 a.m.to 8 p.m., seven days a week.

If you believe that Kaiser Permanente has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability,
or sex, you can file a grievance with our Civil Rights Coordinator by writing to 2101 East
Jefferson Street, Rockville, MD 20852 or calling Member Services at the number listed
above. You can file a grievance by mail or phone. If you need help filing a grievance,
our Civil Rights Coordinator is available to help you. You can also file a civil rights
complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S.
Department of Health and Human Services, 200 Independence Avenue SW., Room
509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 1-800-537-7697
(TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Multi-language Interpreter Services

English
ATTENTION: If you speak a language other than English, language assistance services,
free of charge, are available to you. Call 1-888-777-5536 (TTY: 711).

Spanish
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
linguistica. Llame al 1-888-777-5536 (TTY: 711).

Chinese

FE ORGSR e EESE SRR - 52(E& 1-888-777-5536
(TTY:7T11) -

Vietnamese

CHU Y: Néu ban néi Tiéng Viét, co cac dich vu hd tro ngdn ngl» mién phi danh cho ban.
Goi s 1-888-777-5536 (TTY: 711).

Tagalog
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa 1-888-777-5536 (TTY: 711).

Korean
FO|: Bt 0| E AFESIA = 8%, 210 X|& MH|AE F&2=2 0|85 &= UESLCH.
1-888-777-5536 (TTY: 7T11)H O 2 M 3lol| FTAA| 2.

Russian

BHUMAHWE: Ecnu Bbl roBOpuTE Ha pyCCKOM £3blke, TO BaM LOCTYMHbI
BecnnaTHble ycnyrn nepesoga. 3BoHUTe 1-888-777-5536 (Tenetann: 711).

Japanese

FERE: ARBEZHEINDGBE. BHOSEXEZSFHRAVETET,
1-888-777-5536 (TTY:711) F T, KEFEICTITEMB 2L,

Thai

Fou: Hnuyanw Ineguansaldusmsmemaennelans Tns 1-888-777-5536 (TTY: 711).

Hindi

el & Afe 39 &Y sveray § A 31mdeh T Hohey & HIST FETIAT AU 3Ueletr B |
1-888-777-5536 (TTY: 711) WX &iel Y|

Ambharic

TNFOF: 299,515 1L ATICT NPT OFCTI° ACA T LCEFT 18 ALTHPT +HHIEAPA: DL
TM0tAD: RTC LLD K 1-888-777-5536 (P91 ATAGTTFD-: 711).



Farsi
o o L () OBGl 5 ) g (Al D gt i€ e SAR i gl 4o S Aa s
S ulal 1-888-777-5536 (TTY: 711) L il

Arabic
o35 Joadl ol @l g A salll sacliall Ciladd lé cdalll S3) Caaai i€ 13 Al sale
(71 283 5 aall Caila o8 ) 1.888-777-5536
German

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfigung. Rufnummer: 1-888-777-5536 (TTY: 711).

French

ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont
proposés gratuitement. Appelez le 1-888-777-5536 (ATS : 711).

Yoruba
AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun yin o.

E pe ero ibanisoro yi 1-888-777-5536 (TTY: 711).

Portuguese

ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos,
gratis. Ligue para 1-888-777-5536 (TTY: 711).

Italian

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-888-777-5536 (TTY: 711).

Bengali

T PPN M AN A1, FAT IACO ANIN, OIR(A [VNILIOIT O SIRT@l
AGIA OANTd MR (PN PPN 1-888-777-5536 (TTY: 711)|

Urdu

S S G i (e e land (S e (S o) S gegn e sl 81l
1-888-777-5536 (TTY: 711).
French Creole

ATANSYON: Siw pale Kreyol Ayisyen, gen sévis e€d pou lang ki disponib gratis
pou ou. Rele 1-888-777-5536 (TTY: 711).

Gujarati

YUoll: A AN 9Acl Al 8, Al (915 eidl UsL2A AU dAHIRL HIZ GUdoU B. Slat 53
1-888-777-5536 (TTY: 711).



