Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

AAT DEFICIENCY
Products Affected
o ARALAST NP e« PROLASTIN-C INTRAVENOUS
o« GLASSIA SOLUTION
« ZEMAIRA
PA Criteria Criteria Details
Exclusion N/A
Criteria
Required Diagnosis of severe congenital A1-PI deficiency who have clinically
Medical evident emphysema, weight, A1-PI phenotype, A1-PI baseline level
Information
Age Restrictions | N/A
Prescriber Prescription must be written by a pulmonologist
Restrictions
Coverage 1 year
Duration
Other Criteria N/A
Indications All Medically-accepted Indications.
Off-Label Uses | N/A
Part B No
Prerequisite
Prerequisite No
Therapy
Required




Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

ACTIMMUNE

Products Affected

« ACTIMMUNE

PA Criteria Criteria Details
Exclusion N/A

Criteria

Required Diagnosis

Medical

Information

Age Restrictions

Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber Must be prescribed by a hematologist, oncologist, immunologist, infectious
Restrictions diseases specialist, or endocrinologist.
Coverage 5 years

Duration

Other Criteria N/A

Indications All Medically-accepted Indications.
Off-Label Uses | N/A

Part B No

Prerequisite

Prerequisite No

Therapy

Required




Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

ACTINIC KERATOSIS

Products Affected
o diclofenac sodium topical gel 3 %

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Diagnosis, prior therapy used, result of prior therapy.
Medical

Information

Age Restrictions

Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber N/A

Restrictions

Coverage 3 years

Duration

Other Criteria Prior use of 5% fluorouracil topical and 5% imiquimod topical, unless
contraindicated.

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No

Prerequisite

Prerequisite Yes

Therapy

Required




Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

ADAPALENE

Products Affected
e adapalene topical cream e adapalene topical solution
e adapalene topical gel 0.3 % e adapalene topical swab

e adapalene topical gel with pump

PA Criteria Criteria Details

Exclusion Not approved when used to treat photo aging.
Criteria

Required Diagnosis, previous treatments, and response therapy
Medical

Information

Age Restrictions | N/A

Prescriber N/A

Restrictions

Coverage 1 year

Duration

Other Criteria Must have failure, intolerance, or contraindication to tretinoin
Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No

Prerequisite

Prerequisite Yes

Therapy

Required




Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

ADBRY

Products Affected
« ADBRY SUBCUTANEOUS AUTO-
INJECTOR

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Diagnosis, evidence of prior therapy with a topical steroid and topical
Medical immunomodulator.

Information

Age Restrictions | Beneficiary is of appropriate age for use per FDA prescribing information

Prescriber Prescribing limited to an allergist, immunologist, pulmonologist,
Restrictions otolaryngologist or dermatologist.

Coverage 1 year

Duration

Other Criteria For atopic dermatitis: trial of least one topical corticosteroid (fluticasone,

fluocinonide, desonide) - and - one at least one topical immunomodulator
(tacrolimus, pimecrolimus).

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite
Prerequisite Yes
Therapy

Required




Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

ADEMPAS

Products Affected

« ADEMPAS

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Confirmation of diagnosis, documentation of response to any prior
Medical therapies

Information

Age Restrictions

N/A

Prescriber Prescription must be written by pulmonologist or cardiologist.

Restrictions

Coverage 3 years

Duration

Other Criteria For WHO Group 1 diagnosis, patient must have a history of taking or
contraindication to sildenafil (Revatio).

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No

Prerequisite

Prerequisite Yes

Therapy

Required




Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

AFINITOR

Products Affected

e everolimus (antineoplastic) oral tablet e everolimus (antineoplastic) oral tablet for
suspension 2 mg, 3 mg, 5 mg

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required DIAGNOSIS

Medical

Information

Age Restrictions | N/A

Prescriber PRESCRIPTION MUST BE WRITTEN BY ONCOLOGIST OR
Restrictions NEUROLOGIST

Coverage 5 years

Duration

Other Criteria N/A

Indications All Medically-accepted Indications.
Off-Label Uses N/A

Part B No

Prerequisite

Prerequisite No

Therapy

Required




Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

AKEEGA

Products Affected

e AKEEGA

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Diagnosis. Member must have metastasis from malignant tumor of
Medical prostate, Castration-resistant, deleterious or suspected deleterious BRCA-
Information mutated.

Age Restrictions

Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber prescribed by an Oncologist or Urologist.
Restrictions

Coverage 5 years

Duration

Other Criteria N/A

Indications All Medically-accepted Indications.
Off-Label Uses | N/A

Part B No

Prerequisite

Prerequisite No

Therapy

Required




Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

ALK POSITIVE TYROSINE KINASE INHIBITORS

Products Affected

« ALECENSA « XALKORIORAL PELLET 150 MG, 20

e XALKORI ORAL CAPSULE MG, 50 MG
« ZYKADIA

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Diagnosis

Medical

Information

Age Restrictions | N/A

Prescriber Prescribed by an oncologist

Restrictions

Coverage 5 years

Duration

Other Criteria N/A

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No

Prerequisite

Prerequisite No

Therapy

Required




Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

ALUNBRIG

Products Affected
e ALUNBRIG ORAL TABLET 180 MG, « ALUNBRIG ORAL TABLETS,DOSE
30 MG, 90 MG PACK

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Metastatic non-small cell lung cancer (NSCLC): must be ALK-positive, as
Medical detected by an approved test.

Information

Age Restrictions | N/A

Prescriber Prescribed by or in consultation with an oncologist
Restrictions

Coverage 5 years

Duration

Other Criteria Approve for continuation of prior therapy.
Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite
Prerequisite No
Therapy

Required

10




Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

AMIFAMPRIDINE

Products Affected
« FIRDAPSE

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Must have a documented diagnosis of Lamber-Eaton with electrodiagnostic
Medical studies including repetitive nerve stimulation and anti-P/Q-type voltage-
Information gated calcium channel (VGCC) antibody testing to confirm the diagnosis.

Age Restrictions | N/A

Prescriber Prescription must be written by a neurologist
Restrictions

Coverage 1 year

Duration

Other Criteria N/A

Indications All Medically-accepted Indications.

Off-Label Uses N/A

PartB No
Prerequisite
Prerequisite No
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

ANALEPTIC

Products Affected
e armodafinil e modafinil oral tablet 100 mg, 200 mg

PA Criteria Criteria Details

Exclusion N/A
Criteria

Required Diagnosis
Medical

Information

Age Restrictions | Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber N/A

Restrictions

Coverage 1 year

Duration

Other Criteria As adjunctive/augmentation treatment for depression in the adult if the

patient is concurrently receiving other medication therapy for depression.

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite
Prerequisite No
Therapy

Required

12




Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

ANTIDEPRESSANTS

Products Affected
e AUVELITY ORAL TABLET, IR AND « FETZIMA ORAL

ER, BIPHASIC

CAPSULE,EXTENDED RELEASE 24

o FETZIMA ORAL CAPSULE,EXT REL HR
24HR DOSE PACK 20 MG (2)- 40 MG o TRINTELLIX

(26) e vilazodone

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required DIAGNOSIS, PRIOR THERAPIES TRIED AND FAILED

Medical

Information

Age Restrictions | N/A

Prescriber N/A

Restrictions

Coverage 5 years

Duration

Other Criteria For treatment of major depressive disorder (MDD), must have tried two
generic antidepressants from different classes: SSRIs, SNRIs, TCAs,
NOREPINEPHRINE-DOPAMINE REUPTAKE INHIBITORS, or
NORADRENERGIC and SPECIFIC SEROTONERGIC
ANTIDEPRESSANTS. Examples include: sertraline, citalopram,
escitalopram, fluoxetine, paroxetine, venlafaxine, duloxetine, bupropion,
amitriptyline, doxepin, etc.

Indications All Medically-accepted Indications.

Off-Label Uses | N/A

Part B No

Prerequisite

Prerequisite Yes

Therapy

Required

13




Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

ANTIPSYCHOTICS

Products Affected

e asenapine maleate « SECUADO

« CAPLYTA « VERSACLOZ

« FANAPT e VRAYLAR ORAL CAPSULE 0.5 MG,

o« FANAPT TITRATION PACK A

0.75 MG, 1.5 MG, 3 MG, 4.5 MG, 6 MG

« REXULTIORAL TABLET

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Diagnosis and treatement history.
Medical

Information

Age Restrictions

Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber N/A

Restrictions

Coverage 3 years

Duration

Other Criteria For BIPOLAR DISORDER or SCHIZOPHRENIA, documentation of
diagnosis, and treatment failure with two atypical anti-psychotics:
ZIPRASIDONE, RISPERIDONE, QUETIAPINE, OLANZAPINE,
CLOZAPINE, ARIPIPRAZOLE) or rationale as to why alternatives are not
suitable. For treatment of major depressive disorder (MDD): must have
tried one generic antidepressant in combination with one of the following
atypical anti-psychotics: QUETIAPINE, OLANZAPINE, or
ARIPIPRAZOLE) or rationale as to why alternatives are not suitable.

Indications All Medically-accepted Indications.

Off-Label Uses | N/A

Part B No

Prerequisite

Prerequisite Yes

Therapy

Required

14



Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

APREPITANT

Products Affected

e aprepitant

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required For use with highly and moderately-emetogenic chemotherapy, provide the
Medical chemotherapy regimen including drug, dose, and frequency. Ondansetron
Information is preferred for post-operative nausea/vomiting (PONV) prophylaxis. When

aprepitant is used for PONV prophylaxis, provide rationale as to why
ondansetron is not a suitable alternative.

Age Restrictions | N/A

Prescriber N/A

Restrictions

Coverage 6 months

Duration

Other Criteria Request will also be reviewed for coverage under part B versus part D.
Indications All Medically-accepted Indications.

Off-Label Uses N/A

PartB No
Prerequisite
Prerequisite No
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

ARCALYST

Products Affected

e ARCALYST

PA Criteria Criteria Details
Exclusion N/A

Criteria

Required N/A

Medical

Information

Age Restrictions

Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber N/A

Restrictions

Coverage 1 YEAR AT A TIME
Duration

Other Criteria N/A

Indications All Medically-accepted Indications.
Off-Label Uses | N/A

Part B No

Prerequisite

Prerequisite No

Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

ARIKAYCE

Products Affected
¢« ARIKAYCE

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Medical records supporting the request, including sputum culture
Medical supporting the diagnosis of Mycobacterium avium complex (MAC) lung
Information disease must be submitted.

Age Restrictions | Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber Must be prescribed by or in consultation with an infectious disease
Restrictions specialist or pulmonologist.

Coverage 1 year.

Duration

Other Criteria For initial review, documentation of failure to obtain negative sputum

cultures after a minimum of 6 months of a multidrug background regimen
therapy for MAC lung disease must be provided.

Indications All FDA-approved Indications.

Off-Label Uses N/A

PartB No
Prerequisite
Prerequisite No
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

ATTRUBY

Products Affected
« ATTRUBY

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Confirmation of diagnosis with appropriate testing.
Medical

Information

Age Restrictions | N/A

Prescriber Prescription must be written by a cardiologist
Restrictions

Coverage 1 year

Duration

Other Criteria N/A

Indications All Medically-accepted Indications.

Off-Label Uses N/A

PartB No
Prerequisite
Prerequisite No
Therapy

Required

18




Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

AUGTYRO

Products Affected
e AUGTYRO ORAL CAPSULE 160 MG,
40 MG

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Documentation of diagnosis.
Medical

Information

Age Restrictions | Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber Prescription must be written by oncologist.
Restrictions

Coverage 5 years

Duration

Other Criteria N/A

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite
Prerequisite No
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

AVMAPKI-FAKZYNJA

Products Affected
e AVMAPKI-FAKZYNJA

PA Criteria Criteria Details

Exclusion N/A
Criteria

Required Diagnosis
Medical

Information

Age Restrictions | N/A

Prescriber Prescription must be written by oncologist
Restrictions

Coverage 5 years

Duration

Other Criteria N/A

Indications All Medically-accepted Indications.

Off-Label Uses N/A

PartB No
Prerequisite
Prerequisite No
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

AYVAKIT

Products Affected
e« AYVAKIT

PA Criteria Criteria Details

Exclusion N/A
Criteria

Required Diagnosis
Medical

Information

Age Restrictions | Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber Prescription must be written by an oncologist or gastroenterologist - or - an
Restrictions allergist or immunologist, as appropriate to the diagnosis.

Coverage 5 years

Duration

Other Criteria For GIST: documentation of a PDGFRA exon 18 mutation or PDGFRA
D842V mutation. For AdvSM, documentation of platelet count greater
than 50 X 10-9th/L.

Indications All Medically-accepted Indications.

Off-Label Uses N/A

PartB No
Prerequisite
Prerequisite No
Therapy

Required

21




Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

BALVERSA

Products Affected
« BALVERSA

PA Criteria Criteria Details

Exclusion N/A
Criteria

Required Diagnosis
Medical

Information

Age Restrictions | N/A

Prescriber Prescription must be written by oncologist
Restrictions

Coverage 5 years

Duration

Other Criteria N/A

Indications All Medically-accepted Indications.

Off-Label Uses N/A

PartB No
Prerequisite
Prerequisite No
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

BANZEL

Products Affected

e rufinamide

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Diagnosis, prior therapy used, result of prior therapy.
Medical

Information

Age Restrictions | Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber Prescribed by a specialist appropriate to the disease state such as a
Restrictions neurologist.

Coverage 5 years

Duration

Other Criteria For Lennox-Gastaut Syndrome: documenation of treatment with valproate

and lamotrigine with outcomes (treatment failure or intolerance).

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite
Prerequisite Yes
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

BENLYSTA

Products Affected
e« BENLYSTA SUBCUTANEOUS

PA Criteria Criteria Details

Exclusion Severe active lupus nephritis, active central nervous, use in combination
Criteria with other biologics

Required Diagnosis, autoantibody testing, prior treatments including response
Medical

Information

Age Restrictions

Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber Prescription must be written by a rheumatologist or nephrologist.

Restrictions

Coverage 3 years

Duration

Other Criteria Failed to demonstrate adequate response to TWO standard therapies at
recommended doses: corticosteroids, antimalarials, NSAIDs, and/or
immunosuppressants.

Indications All Medically-accepted Indications.

Off-Label Uses | N/A

Part B No

Prerequisite

Prerequisite Yes

Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

BESREMI

Products Affected
« BESREMI

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Diagnosis, prior treatments, and outcome
Medical

Information

Age Restrictions | Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber N/A

Restrictions

Coverage 3 years

Duration

Other Criteria Must have an intolerance, contraindication, or treatment failure with
hydroxyurea.

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite
Prerequisite Yes
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

BONSITY

Products Affected
e BONSITY

PA Criteria Criteria Details

Exclusion Not approved for combination therapy of a PTH/PTHrP analog in

Criteria combination with other osteoporosis agents.

Required Diagnosis, fracture history, prior therapy used and response to prior
Medical therapy. Required pretreatment testing: DXA, if not performed in the past
Information two years: serum calcium, phosphorus, creatinine, alkaline phosphatase,

albumin, 25-hydroxyvitamin D (25[OH]D), and, 24-hour urine calcium,
creatinine (or fasting specimen for calcium/creatine ratio) to evaluate for
baseline hypercalciuria.

Age Restrictions | N/A

Prescriber Prescription must be written by an endocrinologist.

Restrictions

Coverage 2 years

Duration

Other Criteria Documentation of a trial on an oral bisphosphonate, or, if GI intolerant of
oral bisphosphonates, use of a parenteral bisphosphonate - AND - a trial on
denosumab.

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B Yes
Prerequisite
Prerequisite Yes
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

BOSULIF

Products Affected
« BOSULIF ORAL CAPSULE 100 MG, 50 « BOSULIF ORAL TABLET 100 MG, 400
MG MG, 500 MG

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Diagnosis, prior therapy used, result of prior therapy. If continuation, prior
Medical response to bosutinib. CBC and LFT lab test results are needed for
Information continuation treatment.

Age Restrictions | N/A

Prescriber Prescription must be written by an oncologist
Restrictions

Coverage 5 years

Duration

Other Criteria Trial of OR intolerance/contraindication to imatinib.
Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite
Prerequisite Yes
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

BRAFTOVI

Products Affected
« BRAFTOVI

PA Criteria Criteria Details

Exclusion N/A
Criteria

Required Diagnosis
Medical

Information

Age Restrictions | N/A

Prescriber Prescription must be written by an oncologist
Restrictions

Coverage 5 years

Duration

Other Criteria N/A

Indications All Medically-accepted Indications.

Off-Label Uses N/A

PartB No
Prerequisite
Prerequisite No
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

BRIVIACT

Products Affected

e brivaracetam oral solution e brivaracetam oral tablet

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Diagnosis, prior therapy used and result of prior therapy. If continuation,
Medical response to brivaracetam.

Information

Age Restrictions | Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber Prescription must be written by neurologist.
Restrictions

Coverage 3 years

Duration

Other Criteria Failure of treatment with levetiracetam and ONE additional Part D
formulary anticonvulsant drug.

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite
Prerequisite Yes
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

BRUKINSA

Products Affected
e BRUKINSA ORAL TABLET

PA Criteria Criteria Details

Exclusion N/A
Criteria

Required Diagnosis
Medical

Information

Age Restrictions | Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber Prescription must be written by hematologist/oncologist.
Restrictions

Coverage 1 year

Duration

Other Criteria N/A

Indications All Medically-accepted Indications.

Off-Label Uses N/A

PartB No
Prerequisite
Prerequisite No
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

CABOMETYX

Products Affected
¢« CABOMETYX

PA Criteria Criteria Details

Exclusion N/A
Criteria

Required N/A
Medical

Information

Age Restrictions | N/A

Prescriber Prescribed by or in consultation with an oncologist.
Restrictions

Coverage 5 years

Duration

Other Criteria N/A

Indications All Medically-accepted Indications.

Off-Label Uses N/A

PartB No
Prerequisite
Prerequisite No
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

CALQUENCE

Products Affected

o« CALQUENCE (ACALABRUTINIB
MAL)

PA Criteria Criteria Details

Exclusion NA

Criteria

Required Documentation of diagnosis

Medical

Information

Age Restrictions | N/A

Prescriber Prescribed by oncology

Restrictions

Coverage 1 year

Duration

Other Criteria N/A

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No

Prerequisite

Prerequisite No

Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

CAPRELSA
Products Affected
o CAPRELSA ORAL TABLET 100 MG,
300 MG
PA Criteria Criteria Details
Exclusion HISTORY OF CONGENITAL LONG QT SYNDROME
Criteria
Required DIAGNOSIS
Medical
Information

Age Restrictions

Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber PRESCRIPTION MUST BE WRITTEN BY ONCOLOGIST
Restrictions

Coverage 5 years

Duration

Other Criteria

ECG, ELECTROLYTE(K,Mg,Ca), AND TSH MONITORING AT
BASELINE, 2-4 WEEKS AND 8-12 WEEKS AFTER STARTING
TREATMENT AND EVERY 3 MONTHS THEREAFTER

Indications All Medically-accepted Indications.
Off-Label Uses N/A

Part B No

Prerequisite

Prerequisite No

Therapy

Required

33




Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

CIBINQO

Products Affected
« CIBINQO

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Documented diagnosis
Medical

Information

Age Restrictions | Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber Prescribing limited to an allergist, immunologist, or dermatologist.
Restrictions

Coverage 3 years

Duration

Other Criteria Atopic Dermatitis: Member has tried and failed (defined as an intolerance

or inability to improve the condition) Dupixent.

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite
Prerequisite Yes
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

CINQAIR

Products Affected
« CINQAIR

PA Criteria Criteria Details

Exclusion Administration of reslizumab requires a specialized care setting and
Criteria requires an experienced clinician prepared to manage anaphylaxis will not
be approved for self-administration

Required Allergen test, baseline FEV1, FEV1 following bronchodilator, asthma
Medical medical history (including medications, emergency department visits, and
Information hospitalizations), baseline eosinophil count

Age Restrictions | N/A

Prescriber Pulmonology or Immunologist

Restrictions

Coverage 1 year

Duration

Other Criteria Patient must be diagnosed with severe asthma, currently receiving inhaled

and/or oral corticosteroid treatment, have a baseline eosinophil count of
400/mcL, have a contraindication, intolerance or failure of Nucala.

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite
Prerequisite No
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

COBENFY

Products Affected
¢ COBENFY ¢« COBENFY STARTER PACK

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Diagnosis and treatement history.
Medical

Information

Age Restrictions | Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber N/A
Restrictions

Coverage 5 years
Duration

Other Criteria For SCHIZOPHRENIA, documentation of diagnosis, and treatment failure
with two atypical anti-psychotics: (ZIPRASIDONE, RISPERIDONE,
QUETIAPINE, OLANZAPINE, CLOZAPINE, ARIPIPRAZOLE) or
rationale as to why alternatives are not suitable.

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite
Prerequisite Yes
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

COMETRIQ

Products Affected
e COMETRIQ ORAL CAPSULE 100
MG/DAY (80 MG X1-20 MG X1), 140

MG/DAY (80 MG X1-20 MG X3), 60
MG/DAY (20 MG X 3/DAY)

PA Criteria Criteria Details
Exclusion N/A

Criteria

Required Diagnosis

Medical

Information

Age Restrictions | N/A

Prescriber Prescription must be written by an oncologist
Restrictions

Coverage 5 years

Duration

Other Criteria N/A

Indications All Medically-accepted Indications.
Off-Label Uses N/A

Part B No

Prerequisite

Prerequisite No

Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

COPIKTRA

Products Affected
e COPIKTRA

PA Criteria Criteria Details

Exclusion N/A
Criteria

Required Diagnosis
Medical

Information

Age Restrictions | N/A

Prescriber Prescription must be written by an oncologist or hematologist
Restrictions

Coverage 5 years

Duration

Other Criteria N/A

Indications All Medically-accepted Indications.

Off-Label Uses N/A

PartB No
Prerequisite
Prerequisite No
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

CORLANOR

Products Affected

e CORLANOR ORAL SOLUTION o ivabradine

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required For heart failure in adult patients, only: ejection fraction less than or equal
Medical to 35% AND heart rate greater than or equal to 70 beats per minute AND
Information in sinus rhythm AND on maximally tolerated beta-blocker OR has

contraindication to beta-blocker (i.e.. allergy, severe COPD limiting beta
blocker usage)

Age Restrictions

N/A

Prescriber Prescribed by a cardiologist.
Restrictions

Coverage 12 months

Duration

Other Criteria N/A

Indications All Medically-accepted Indications.
Off-Label Uses | N/A

Part B No

Prerequisite

Prerequisite Yes

Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

COSENTYX

Products Affected

o« COSENTYX (2 SYRINGES) e« COSENTYX SUBCUTANEOUS

o« COSENTYX PEN SYRINGE 150 MG/ML, 75 MG/0.5 ML

o« COSENTYX PEN (2 PENS) e« COSENTYX UNOREADY PEN

PA Criteria Criteria Details

Exclusion Must not be used in combination with other biologic drugs or Janus Kinase
Criteria Inhibitor (JAKis).

Required Diagnosis, other treatments tried and reasons for failure. Regular

Medical monitoring for TB required, both at baseline and during treatment
Information

Age Restrictions

Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber Prescribing limited to a rheumatologist or dermatologist.

Restrictions

Coverage 1 year

Duration

Other Criteria For arthritis conditions, must have a trial of or contraindication to one non-
biologic DMARD (methotrexate, hydroxychloroquine, sulfasalazine,
azathioprine). Note: patients who have already tried a biologic are not
required to 'step back' and try a traditional agent first. For diagnosis of
plaque psoriasis, Must try and fail (defined as an intolerance or inability to
improve symptoms) cyclosporine and methotrexate for at least 3 months.
For hidradenitis suppurativa: patient has tried ONE other therapy (e.g.,
intralesional or oral corticosteroids, systemic antibiotics, isotretinoin). The
allowable quantity is dependent upon the induction dosing regimen for the
applicable FDA-labeled indications as outlined in product labeling. Note:
every two-week dosing requires demonstration of treatment failure of every
four-week dosing.

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No

Prerequisite
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

PA Criteria Criteria Details
Prerequisite Yes

Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

COTELLIC

Products Affected

e COTELLIC

PA Criteria Criteria Details
Exclusion N/A

Criteria

Required Diagnosis
Medical

Information

Age Restrictions | N/A

Prescriber Prescribed by an oncologist.
Restrictions

Coverage 5 years

Duration

Other Criteria N/A

Indications All Medically-accepted Indications.
Off-Label Uses | N/A

Part B No

Prerequisite

Prerequisite No

Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

CRESEMBA

Products Affected
« CRESEMBA ORAL

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Documented diagnosis
Medical

Information

Age Restrictions | Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber Prescribing limited to an oncologist/hematologist or infectious disease.
Restrictions

Coverage 6 months

Duration

Other Criteria For the treatment of aspergillosis: Member has tried and failed (defined as
an intolerance or inability to improve the condition) voriconazole.

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite
Prerequisite Yes
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

CYCLOBENZAPRINE

Products Affected
e cyclobenzaprine oral tablet 10 mg, 5 mg

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Diagnosis. Medical records documenting diagnosis.
Medical

Information

Age Restrictions

Patients aged less than 65 years are approved. Patients aged 65 years and
older, other criteria apply.

Prescriber N/A
Restrictions

Coverage 1 year
Duration

Other Criteria N/A
Indications All Medically-accepted Indications.
Off-Label Uses N/A
Part B No
Prerequisite

Prerequisite No
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

CYSTADROP

Products Affected

« CYSTADROPS

PA Criteria Criteria Details
Exclusion N/A

Criteria

Required Diagnosis

Medical

Information

Age Restrictions

Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber Presribing limited to opthalmologist or corneal specialist.

Restrictions

Coverage 1 year

Duration

Other Criteria To start treatment, documentation of presence of corneal cystine crystal
accumulation by slit lamp examination, baseline Corneal Cystine Cystal
Score (CCCS) provided. For continuation: positive response to therapy
(e.g., documentation showing improvement in vision with less pain and
photophobia).

Indications All Medically-accepted Indications.

Off-Label Uses | N/A

Part B No

Prerequisite

Prerequisite No

Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

DAURISMO

Products Affected
e DAURISMO ORAL TABLET 100 MG,
25 MG

PA Criteria Criteria Details

Exclusion N/A
Criteria

Required Diagnosis
Medical

Information

Age Restrictions | N/A

Prescriber Prescription must be written by an oncologist or hematologist
Restrictions

Coverage 5 years

Duration

Other Criteria N/A

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite
Prerequisite No
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

DAYBUE

Products Affected

e« DAYBUE

PA Criteria Criteria Details
Exclusion N/A

Criteria

Required Diagnosis of Rett disorder.
Medical

Information

Age Restrictions

Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber N/A
Restrictions

Coverage 3 years
Duration

Other Criteria N/A
Indications All Medically-accepted Indications.
Off-Label Uses | N/A
Part B No
Prerequisite

Prerequisite No
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

DEMSER

Products Affected

e metyrosine

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required Diagnosis and whether the patient is a candidate for surgery
Medical

Information

Age Restrictions | N/A

Prescriber N/A

Restrictions

Coverage 1 year

Duration

Other Criteria N/A

Indications All Medically-accepted Indications.
Off-Label Uses N/A

Part B No

Prerequisite

Prerequisite No

Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

DIABETIC SUPPLIES

Products Affected

e alcohol pads o INSULIN SYRINGE (DISP) U-100 0.3
e GAUZEPADS2X?2 ML 29 GAUGE, 1 ML 29 GAUGE X

« INSULIN PEN NEEDLE 1/2", 1/2 ML 28 GAUGE

o NEEDLES, INSULIN DISP.,SAFETY

PA Criteria Criteria Details

Exclusion N/A
Criteria

Required N/A
Medical

Information

Age Restrictions | N/A

Prescriber N/A
Restrictions

Coverage 1 year
Duration

Other Criteria Approve if the prescriber confirms that the medical supply is being
requested for a use that is directly associated with delivering insulin to the
body.

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite
Prerequisite No
Therapy

Required

49




Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

DIACOMIT

Products Affected
e DIACOMIT

PA Criteria Criteria Details

Exclusion There is no clinical data to support the use of Diacomit alone to treat
Criteria Dravet syndrome.

Required Diagnosis

Medical

Information

Age Restrictions | Beneficiary is of appropriate age for use per FDA prescribing information.

Prescriber Prescription must be written by a neurologist.

Restrictions

Coverage 5 years

Duration

Other Criteria Documentation must show co-administration of stiripentol with clobazam.
Indications All Medically-accepted Indications.

Off-Label Uses N/A

PartB No
Prerequisite
Prerequisite No
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

DIFICID

Products Affected

e fidaxomicin

PA Criteria Criteria Details

Exclusion N/A
Criteria

Required Diagnosis
Medical

Information

Age Restrictions | N/A

Prescriber Must be prescribed by or in consultation with an infectious disease
Restrictions specialist

Coverage 1 month

Duration

Other Criteria Diagnosis of clostridium difficile.

Indications All Medically-accepted Indications.

Off-Label Uses N/A

PartB No
Prerequisite
Prerequisite No
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

DOPTELET

Products Affected
« DOPTELET (10 TAB PACK) « DOPTELET (30 TAB PACK)
« DOPTELET (15 TAB PACK)

PA Criteria Criteria Details
Exclusion N/A

Criteria

Required Diagnosis and platelet count.
Medical

Information

Age Restrictions

N/A

Prescriber Prescribed by a specialist appropriate to the disease state such as a

Restrictions hematologist, oncologist, or gastroenterologist.

Coverage 1 month for chronic liver disease, 6 months for chronic immune

Duration thrombocytopenia.

Other Criteria For chronic liver disease-associated thrombocytpenia, the patient must be
scheduled to undergo a pre-planned medical or dental procedure with
treatment beginning 10 to 13 days prior to the scheduled procedure.
Patients should undergo the procedure 5 to 8 days after the last dose.

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No

Prerequisite

Prerequisite No

Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

DRIZALMA

Products Affected

« DRIZALMA SPRINKLE ORAL
CAPSULE, DELAYED REL SPRINKLE
20 MG, 30 MG, 40 MG, 60 MG

PA Criteria Criteria Details

Exclusion N/A

Criteria

Required DIAGNOSIS
Medical

Information

Age Restrictions | N/A

Prescriber N/A

Restrictions

Coverage 5 years

Duration

Other Criteria Need reason why Duloxetine oral capsule cannot be used.
Indications All Medically-accepted Indications.

Off-Label Uses N/A

PartB No
Prerequisite
Prerequisite Yes
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

DRONABINOL

Products Affected

e dronabinol oral capsule

PA Criteria Criteria Details

Exclusion Not covered for the treatment of pain.

Criteria

Required Diagnosis, previous treatments, and the outcome.
Medical

Information

Age Restrictions | N/A

Prescriber N/A

Restrictions

Coverage 1 year

Duration

Other Criteria For cancer related weight loss, must have a treatment failure or intolerance

to megestrol.

Indications All Medically-accepted Indications.

Off-Label Uses N/A

Part B No
Prerequisite
Prerequisite Yes
Therapy

Required
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Prior Authorization Criteria
Health Alliance Plan 2026
Date Effective: 8/1/2026

DUPIXENT

Products Affected

« DUPIXENT PEN SUBCUTANEOUS .
PEN INJECTOR 200 MG/1.14 ML, 300

DUPIXENT SYRINGE
SUBCUTANEOUS SYRINGE 200

MG/2 ML MG/1.14 ML, 300 MG/2 ML
PA Criteria Criteria Details
Exclusion Must not be used in combination with other biologic drugs.
Criteria
R