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Status: CVS Caremark Criteria
Type: Medical Necessity Criteria

POLICY

COVERAGE CRITERIA
The requested drug will be covered with prior authorization when the following criteria are met:
e The patient cannot be switched to a formulary drug
AND
e The requested drug is being used for an FDA-approved indication or an indication supported in the compendia of
current literature (examples: AHFS, Micromedex, current accepted guidelines)
AND
e The prescribed dose and quantity fall within the FDA-approved labeling or within dosing guidelines found in the
compendia of current literature
AND
e The patient has tried and had an inadequate treatment response or intolerance to the required number of
formulary alternatives. Documentation is required for approval
OR
e The patient has a contraindication to all the alternatives. Documentation is required for approval
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