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Biologicals Plaque Psoriasis Prior Authorization of Benefits Form

CONTAINS CONFIDENTIAL PATIENT INFORMATION
Complete form in its entirety and fax to: Prior Authorization of Benefits Center at 1-844-512-9004.
Provider Help Desk: 1-800-454-3730

1. Patient information 2. Physician information
Patient name: Prescribing physician:
Patient ID #: Physician address:
Patient DOB: Physician phone #:

Date of Rx: Physician fax #:

Patient phone #: Physician specialty:
Patient email address: Physician DEA:

Physician NPI #:

Physician email address:

3. Medication 4. Strength 5. Directions 6. Quantity per30days

Specify:

7. Diagnosis:

8. Approvalcriteria: (Checkall boxes that apply. Note: Any areas not filled out are considered not applicable to your
patient and may affect the outcome of this request.)

Prior authorization is required for biologicals used for plaque psoriasis. Request mustadhereto all FDA approvedlabeling.
Paymentfor non-preferred biologicals for plaque psoriasis will be considered only for cases in whichthere is documentation of
previous trials and therapy failureswith two preferred biological agents. Payment will be considered under the following
conditions:
1) Patienthasbeen screenedfor hepatitis Band C, patients with active hepatitis B will not be considered for coverage
2) Patienthasbeen screenedfor latent TB infection, patients with latent TB will only be considered after one monthof TB
treatmentand patients with active TB will only be considered upon completion of TB treatment
3) Patienthas documentation of an inadequate response to phototherapy, systemicretinoids(oral isotretinoin),
methotrexate, or cyclosporine.

In addition to the above, requests for TNF Inhibitors:
1) Patienthasnotbeen treated forsolid malignancies, nonmelanoma skin cancer, or lymphoproliferative malignancy
within the last 5 years of starting or resuming treatment with a biological agent;
2) Patientdoes nothave adiagnosis of congestive heartfailure (CHF)thatis New York Heart Association (NYHA) class lll or
IV and with an ejection fractionof 50% or less.
Requests for Interleukins: Medication will not be given concurrently with live vaccines.
The requiredtrials may be overridden when documented evidenceis providedthat use of these agents would be medically
contraindicated.
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Preferred Nonpreferred

[ Cosentyx (after Humira trial) L] Enbrel [ Cimzia [ Skyrizi [ Taltz

] Humira [ Silig [ Stelara [ Tremfya

Screening for Hepatitis B — Date: Active disease: [ Yes 1 No
Screening for Hepatitis C — Date: Active disease: [ Yes J No
Screening for Latent TB infection — Date: Results:

Treatment failure with a preferred oral therapy: Trial drug name:
Trial startdate: Trial end date:
Failure reason:

Nonpharmacological treatments tried:

Trial start date: Trial end date:
Failure reason:

Requestsfor TNF Inhibitors:
Has patientreceivedtreatmentfor solid malignancies, nonmelanoma skin cancer, or lymphoproliferative malignancywithin last

5 years of starting or resuming treatment with a biologic agent? OYes [ONo
Does patient have a diagnosis of NYHA class lll or IV CHF diagnosis with ejection fractionof 50%or less? [Yes [ No

Requests for Interleukins:

Will medication be givenconcurrently with live vaccines? [ Yes I No
Reason for use of nonpreferred drug requiring priorapproval:

Other medical conditions to consider:

Possible druginteractions/conflicting drug therapies:

Attach lab results and other documentation as necessary.
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9. Physician signature

Prescriber orauthorized signature Date

Prior Authorization of Benefits is not the practice of medicine or the substitute forthe independent medicaljudgmentof a
treating physician. Only a treating physician can determine what medicationsare appropriate for a patient. Please refer to the
applicable plan forthe detailed information regarding benefits, conditions, limitations, and exclusions. The submitting provider
certifies thatthe information provided is true, accurate, and complete andthe requested services are medically indicated an d
necessary to the health of the patient. Note: Paymentis subjectto member eligibility. Authorizationdoesnotguarantee
payment.

The document(s) accompanying this transmission may contain confidential health information that is legally privileged.
This information is intended only for the use of the individual or entity named above. The authorized recipient of this
information is prohibited from disclosing this information to any other party unlessrequired to do so by law or regulation.
If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution or action taken in
reliance on the contents of these documents is strictly prohibited. If you have received thisinformation in error, please
notify the sender immediately and arrange for the return or destruction of these documents.
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