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2027 Prior Authorization Criteria

ACTHAR

Drug Products Affected: Cortrophin Gel

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

AIDS RELATED WEIGHT LOSS
Drug Products Affected: Dronabinol

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
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ANTIINFECTIVES

Drug Products Affected: Arikayce

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

ANTINEOPLASTICS
Drug Products Affected:

Bexarotene Gel

Covered Uses

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

Exclusion Criteria N/A

Requwec! 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

ARMODAFINIL

Drug Products Affected: Armodafinil

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




BENRALIZUMAB
Drug Products Affected:

Fasenra Solution Prefilled Syringe 30mg/mL, Fasenra Pen

Solution Auto-injector 30mg/mL

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

BONE DISORDERS
Drug Products Affected:

Bomyntra, Osenvelt, Wyost

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

BOTULINUM TOXINS

Drug Products Affected: Xeomin

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




COSMETIC INDICATION

Drug Products Affected:

Retin-A, Tretinoin Cream, Tretinoin Gel

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

CYSTIC FIBROSIS
Drug Products Affected:

Kalydeco

Covered Uses

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

Exclusion Criteria N/A

Requwec! 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

DIABETES

Drug Products Affected:

Ozempic, Rybelsus

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




EOSINOPHILIC PHENOTYPE

Drug Products Affected:

Dupixent

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

ERECTILE DYSFUNCTION AGENTS
Drug Products Affected: Tadalafil Tablet 2.5mg, 5mg

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

FERTILITY TREATMENT
Drug Products Affected:

Endometrin, Progesterone Insert

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:

Harvoni, Ledipasvir/Sofosbuvir

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

LIDOCAINE PATCH
Drug Products Affected:

Lidocaine Patch, Lidocan

Covered Uses

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

Exclusion Criteria N/A

Reqmred_ 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

LIRAGLUTIDE

Drug Products Affected: Liraglutide

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




MEPOLIZUMAB
Drug Products Affected:

Nucala Solution Auto-injector 100mg/mL, Nucala Solution

Prefilled Syringe 40mg/0.4mL, 100mg/mL

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

MIFEPRISTONE
Drug Products Affected:

Korlym, Mifepristone Tablet 300mg

Covered Uses

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

Exclusion Criteria N/A

Requirec! 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

MODAFINIL

Drug Products Affected: Modafinil

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




MULTIPLE SCLEROSIS
Drug Products Affected:

Teriflunomide

Covered Uses

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

Exclusion Criteria N/A

Requwec! 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

NARCOLEPSY

Drug Products Affected:

Sodium Oxybate

Covered Uses

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

Exclusion Criteria N/A

Requirec! 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

NUEDEXTA

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




OPSYNVI

Drug Products Affected: Opsynvi

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

PREGNYL
Drug Products Affected:

Chorionic Gonadotropin Solution Reconstituted

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

PULMONARY ARTERIAL HYPERTENSION
Drug Products Affected: Adempas

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




PULMONARY FIBROSIS
Drug Products Affected:

Pirfenidone Tablet

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

SHORT BOWEL SYNDROME

Drug Products Affected:

Gattex

Covered Uses

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

Exclusion Criteria N/A

Requirec! 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

SILDENAFIL

Drug Products Affected: Sildenafil Citrate Suspension Reconstituted, Sildenafil

Citrate Tablet 20mg

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
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SKELETAL MUSCLE RELAXANTS

Drug Products Affected:

Cyclobenzaprine

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

SOMATROPIN PRODUCTS

Drug Products Affected:

Norditropin Flexpro Solution Pen-Injector 5mg/1.5mL,

10mg/1.5mL, 15mg/1.5mL, Omnitrope

Covered Uses

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

Exclusion Criteria N/A
Requlreq 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

TADALAFIL
Drug Products Affected:

Tadalafil (PAH) Tablet 20mg

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
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TASIMELTEON
Drug Products Affected:

Tasimelteon

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
TAZAROTENE
Drug Products Affected: Tazarotene

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
TREPROSTINIL
Drug Products Affected: Treprostinil

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
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WEGOVY

Drug Products Affected: Wegovy

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

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
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NONDISCRIMINATION NOTICE

Kaiser Foundation Health Plan of Colorado (Kaiser Health Plan) complies with applicable Federal
and state civil rights laws and does not discriminate, exclude people or treat them less favorably
on the basis of race, color, national origin (including limited English proficiency and primary
language), ancestry, age, disability, sex (including sex characteristics, intersex traits; pregnancy
or related conditions; sexual orientation; gender identity, gender expression, and sex
stereotypes), religion, creed or marital status.

Kaiser Health Plan:

* Provides no-cost auxiliary 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, braille, and accessible
electronic formats

* Provides 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 1-800-632-9700 (TTY 711).

If you believe that Kaiser Health Plan has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, ancestry, age, disability, sex,(including
sex characteristics, intersex traits; pregnancy or related conditions; sexual orientation; gender
identity, gender expression, and sex stereotypes), religion, creed, or marital status, you can file
a grievance by mail at: Customer Experience Department, Attn: Kaiser Permanente Civil Rights
Coordinator, 10350 E. Dakota Ave, Denver, CO 80247, or by phone at Member Services
1-800-632-9700 (TTY 711).

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, (TTY 1-800-537-7697). Complaint forms are available at
hhs.gov/ocr/officelfile/index.html.

This notice is available at

https://healthy.kaiserpermanente.org/colorado/language-
assistance/nondiscrimination-notice

HELP IN YOUR LANGUAGE

ATTENTION: If you speak English, language assistance services including appropriate auxiliary
aids and services, free of charge, are available to you. Call 1-800-632-9700 (TTY 711).
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471¢§ (Ambharic) FhZ%: ATCET PG4 NPT +I0, PUF £8F ARCEPTFT AT A1AIRFTT B I°C
PRI AC8F A1AIAFTF NIR £75 4= N 1-800-632-9700 L@~ (TTY 711):

i) ilendl g sae Ll il s (n 13 8 Ly i il BacLiaall cilands @l i 555 clas_all aaas i€ 13) 1485 (Arabic) Al
(711 :TTY) 1-800-632-9700 &L Jail | laally

‘Basdd Wudu (Bassa) Mbi sog: nia maa Basaa, njal mbom a ka maa njang ndol ni mbom mi
tson ni son, nin ma kénnen y€, mbi €éyem. W2 nan 1-800-632-9700 (TTY 711)

H13¢ (Chinese) JEEHIH : WIRH 5L WrEIGRHEE S B - G & AR ik
¥ - £ 1-800-632-9700 (TTY 711) -

4 clia Gliidh ciland 5 oSS alan ) el Dby i€ e Cunia ujld gy 4 R 14 s (Farsi) wotd
S Gl (711 (e cAE) TTY) 1-800-632-9700 L o (e sinsd 2 80 & sum

Francgais (French) ATTENTION: si vous parlez frangais, des services d'assistance linguistique
comprenant des aides et services auxiliaires appropriés, gratuits, sont a votre disposition. Appelez
le 1-800-632-9700 (TTY 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen die Sprachassistenz
mit entsprechenden Hilfsmitteln und Dienstleistungen kostenfrei zur Verfiigung. Rufen Sie
1-800-632-9700 an (TTY 711).

Igbo (Igbo) TINYE UCHE: O buru na i na-asu Igbo, Oru enyemaka nke asusu gunyere udi
enyemaka na oru kwesiri ekwesij, n'efu, di nye gi. Kpoo 1-800-632-9700 (TTY 711).

7% (Japanese) R : HAGEAFETHA . MU LI GOY — B A2 B0 SiEdE—
AR S E T, 1-800-632-9700 = TREELS 2 W (TTY : 711) .

g0} (Korean) 9] st=1o1 & FAFSHA 49, 88k Bk 7]7] W AJH| 227} 2304 o] X9
MU 27b B8 2 AlFHUTh 1-800-632-9700 = A 3ha] 4] &(TTY 711).

Naabeehé (Navajo) DIf BAA AKO NINIZIN: Dii saad bee yaniiti‘go Diné Bizaad,
saad bee dka’'anida’awo’déé’, biniit'aa da beeso ndinish’aah t’'aala’l bi‘aa ‘anashwo’
doo biniit’aa, t'aadoo baahilinigoo bits'aadoo yeel, t'aa jiik'eh, éi na héld, koji’
hodiilnih 1-800-632-9700 (TTY 711).

AuTelt (Nepali) €7t Refe: afe qurg Aurelr qlmﬂgra e, 3UGF TETIh TETIcm T HAEE AfeeT
AT AT dlg &, ﬁ%lw 3YcTsY Bl | BT 1-800-632-9700 (TTY: 711).

Afaan Oromoo (Oromo) XIYYEEFFANNOO: Yoo Afaan Oromo dubbattu ta'e, Tajaajila gargaarsa
afaanii, gargaarsota dabalataa fi tajaajiloota barbaachisoo kaffaltii irraa bilisa ta'an, isiniif ni jira.
1-800-632-9700 irratti bilbilaa (TTY 711)

Pycckun (Russian) BHUMAHME! Ecnu Bbl roBopuTe NO-pyccKky, BaMm AOCTYMHbI BecnnaTtHble
yCnyru a3bIKOBOV NOAAEPXKKN, BKIOYasi COOTBETCTBYIOLLME BCNIOMOraTesbHble cpeacTsa u
ycnyru. No3soHuTe no Homepy 1-800-632-9700 (TTY 711).

Espaiol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicién servicios de asistencia
linguistica que incluyen ayudas y servicios auxiliares adecuados y gratuitos. Llame al
1-800-632-9700 (TTY 711).

Tagalog (Tagalog) PAALALA: Kung nagsasalita ka ng Tagalog, available sa iyo ang serbisyo

ng tulong sa wika kabilang ang mga naaangkop na karagdagang tulong at serbisyo, nang walang
bayad. Tumawag sa 1-800-632-9700 (TTY 711).
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Tiéng Viét (Vietnamese) QHU Y: Néu ban ndi tiéng Viét, ban co thé siv dung céac dich vu hd tro
ngdn ng® mién phi, bao gdbm céc dich vu va phwong tién hd tro phu hop. Xin goi
1-800-632-9700 (TTY 711).

Yoruba (Yoruba) AKIYESI: Ti o ba n so édé Yoruba, awon isé iranléwé &deé té fi kin awon ohun
&lo iranléwd to ye ati awon isé laisi idiyelé wa fun 0. Pe 1-800-632-9700 (TTY 711).
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