CVS/caremark

Immune Globulins Subcutaneous and Intravenous
HMSA - Prior Authorization Request

CVS Caremark administers the prescription benefit plan for the patient identified. This patient’s benefit plan requires prior authorization for
certain medications in order for the drug to be covered. To make an appropriate determination, providing the most accurate diagnosis for the use
of the prescribed medication is necessary. Please respond below and fax this formto CVS Caremark toll-free at1-866-237-5512. If you
have questions regarding the prior authorization, please contact CVS Caremark at 1-808-254-4414. For inquiries or questions related to the
patient’s eligibility, drug copay or medication delivery; please contact the Specialty Customer Care Team: CaremarkConnect® 1-800-237-2767.

The recipient of this fax may make a request to opt-out of receiving telemarketing fax transmissions from CVS Caremark. There are humerous
ways you may opt-out: The recipient may call the toll-free number at 877-265-2711, at any time, 24 hours a day/7 days a week. The recipient
may also send an opt-out request via email to do_not call@cvscaremark.com. An opt out request is only valid if it (1) identifies the number to
which the request relates, and (2) if the person/entity making the request does not, subsequent to the request, provide express invitation or
permissionto CVS Caremark to send facsimile advertisements to such person/entity at that particular number. CVS Caremark is required by law
to honor an opt-out request within thirty days of receipt.

Patient’s Name: Date:

Patient’s ID: Patient’s Date of Birth:
Patient’s Phone Number:

Physician’s Name:

Specialty: NPI#:

Physician Office Telephone: Physician Office Fax:

Approvals may be subject to dosing limits inaccordancewith FDA-approved labeling,
accepted compendia, and/or evidence-based practice guidelines.

Additional Demographic Information:
PatientWeight: kg
PatientHeight: ft inches

Send completed formto: CVS Caremark Specialty Programs. Fax:1-866-237-5512
Note: Thisfax may contain medical information that is privileged and confidential and is solely forthe use of individuals named above. If youare notthe intended
recipient you hereby are advised thatany dissemination, distribution, or copying of this communication is prohibited. If you have received the fax inerror, please
immediately notify the sender by telephone and destroy the original fax message. ImmuneGlobulins SC and IV HMSA — 09/2022.
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Phone: 1-808-254-4414 e Fax:1-866-237-5512 e www.caremark.com
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Criteria Questions:
1. Indicatewhere the drugisbeingdispensed:
O Office O Outpatient Hospital O Ambulatory Surgical O Inpatient Hospital
U Off Campus OutpatientHospital U UrgentCare U Emergency Room U Birthing Center
Q Military Facility Q Skilled Nursing Facility O Nursing Facility 0 Hospice
U Inpatient Psychiatric O Psychiatric Residential Treatment U End Stage Renal Facility
Q Psychiatric Facility O Phamacy QO Other

2. Indicatewhere the drugisbeingadministered:
U Ambulatory surgical 0 Home O InpatientHospital
U Office O Outpatient Hospital O Pharmacy

3. Whatisthe requested product?

4 Asceniv U Bivigam

O Gammaplex U Carimune

U Gamunex-C U Cutaquig

U Hizentra 4 Cuvitru

O HyQvia QO Flebogamma

U Octagam U Gammagard Liquid
U Panzyga O Gammagard S/D
U Privigen U Gammaked

U Xembify U Other,

4. Whatisthe ICD-10code?

5.  Will Gammagard Liquid, Gamunex-C or Gammaked be administered subcutaneously?
U Yes UNo O NotApplicable

6. Whatisthe diagnosis?
U Primary immunodeficiency
(includes congenital agammaglobulinemia, X-lined agammaglobulinemia, hypogammaglobulinemia, common
variable immunodeficiency, X-linked immunodeficiency with hyper IgM syndrome, severe combined
immunodeficiency, and Wiskott-Aldrich syndrome)
U Secondary immunodeficiency due to drugs/biologic agents, underlying disease, environmental exposure, or
othercauses
U Bone marrow/hematopoietic stem cell transplantrecipient, Skip to diagnosis section
U Humanimmunodeficiency virus (HIV) infection, Skip to diagnosis section
U Chronic lymphocytic leukemia (CLL)
Q Chronic inflammatory demyelinating polyneuropathy (CIDP)
QO Multifocal motor neuropathy
U Guillain-Barre syndrome, Skip to diagnosis section
U Dermatomyositis
U Myasthenia gravis
U Pemphigus vulgaris or pemphigus foliaceus, Skip to diagnosis section
U Bullous pemphigoid or mucous membrane pemphigoid, Skip to diagnosis section
O Epidermolysis bullosa acquisita, Skip to diagnosis section
U Idiopathic thrombocytopenic purpura (ITP), No further questions
U Fetalalloimmunethrombocytopenia, No further questions
U Kawasakisyndrome, Skip to diagnosis section
U Other

Send completed formto: CVS Caremark Specialty Programs. Fax:1-866-237-5512
Note: Thisfax may contain medical information that is privileged and confidential and is solely forthe use of individuals named above. If youare notthe intended
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7. Isthisrequest fora newstart or continuation of Subcutaneous Immune Globulin (SCIG)/ Intravenous Immune
Globulin (IVIG) therapy?
If New start, skip todiagnosis section 0 Newstart O Continuation

8. Was SCIG/IVIG previously authorized by HMSA/CVS for this member?
U Yes
U No
Q Unknown

Please completethe following section based on the member’s diagnosis.
Section A: Primary Immunodeficiency or Secondary Immunodeficiency

NEW START

9. Doesthe memberhave laboratory evidence of immunoglobulin deficiency, defined as any ofthe following?
Action Required: Please attach a copyofthe laboratory report. Indicateany/all that apply:
U Agammaglobulinemia (total IgG less than 200 mg/dL)
Q Persistent hypogammaglobulinemia (total 1gG lessthan400mg/dL, or at least two standard deviations below
normal, on atleasttwo occasions)
U Absence of B lymphocytes
U None of the above

10. Doesthe memberhave a documented inability to mount an adequate response to incitingantigens, defined as
any of the following? Action Required: Please attach a copy ofthe laboratory report. Indicate any/all that
apply:

U Lack of appropriate rise in antibody titer following provocation with a polysaccharide antigen. (ie, an
adequate response tothe pneumococcal vaccinemay be definedas at least a 4-foldincrease in titers for at least
50% of serotypes tested)

O Lack of appropriate rise in antibody titer following provocation with a protein antigen. (ie, an adequate
response totetanus/diphtheriavaccinemay be defined as less than a 4-fold rise in titers 3-4 weeks after vaccine
administration)

U None of the above

11. Doesthe memberhave persistent and severe infections despite treatment with prophylactic antibiotics?
O Yes ONo

RE-AUTHORIZATION
12. Hasthe memberdemonstrated a clinical response to therapy suchasa reduction in bacterial infections?
O Yes U No ActionRequired: Pleaseattach documentation supportinga clinical responseto therapy.

Section B: Chronic Inflammatory Demyelinating Polyneuropathy (CIDP)

NEW START
13. Doesthe memberhave significant functional disability (priorto initiating therapy)? Action Required: If Yes,
please attach notes documenting baseline functional disability. 1 Yes U No

14. Wasthe diagnosis of CIDP confirmed by slowing of nerve conduction velocity onelectromyography (EMG) or
nerve conduction studies (NCS)? Action Required: If Yes, please attach a copy of the EMG/NCS report
OdYes QNo

15. Wasthe diagnosis of CIDP confirmed by nervebiopsy or by elevated spinal fluid protein onlumbar puncture?
Action Required: IfYes, please attach a copyofthe laboratory report. 0 Yes U No

RE-AUTHORIZATION

16. Hasthe memberdemonstrated significant clinicalimprovement since starting I VIG/SCIG therapy (including
improvement in sensory symptoms where applicable)? Action Required: If Yes, pleaseattach documentation
(ie, chart notes or medical records) thatdocument clinical improvement. U Yes U No

Send completed formto: CVS Caremark Specialty Programs. Fax:1-866-237-5512
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17. Whatisthe total duration of treatment with 1VIG/SCIG for CIDP? Months
If lessthan 24 monthsfor IVIG and lessthan 18 months for SCIG, no further questions

18. Has SCIG/IVIG dose reduction or withdrawal of treatmentbeen periodically attempted, and the effects
measured, to validate continued use? Action Reguired: If Yes, please attach documentation thatdescribes an
attemptto reduce the dose or withdrawtreatment. U Yes O No

Section C: Multifocal Motor Neuropathy (MMN)

NEW START
19. Wasthe diagnosis of MMN confirmed by demonstration of conduction block onelectromyography (EMG) or

nerve conduction studies (NCS)? Action Required: IfYes, please attacha copyofthe EMG/NCS report.
UYes UNo

20. Wasthe diagnosis of MMN confirmed by the presence of elevated anti-GM1antibody titers? Action Required:
If Yes, please attach a copy of the laboratory report. O Yes U No

21. Wasconventional therapy for MMN either ineffective or nottolerated? O Yes U No

RE-AUTHORIZATION
22. Hasthe memberexperienced improvementin disability and maintenance of improvement with 1VIG therapy?
U Yes UNo

Section D: Guillain-Barre Syndrome
23. Isplasmaexchange notavailable or not anappropriate treatmentoption? O Yes U No

24. Which of the following clinical features of GBS does the member have? Action Required: Please attach
documentation of pulmonary function testing and/or clinical notes thatdocument functional status and
course of illness. Indicate any/all that apply:

Q Deteriorating pulmonary function tests

U Rapid deterioration with symptoms for less than 2 weeks
U Rapid deterioration of ability to ambulate

U Frank inability to ambulate independently for 10 meters
U Other/none ofthe above

Section E: Dermatomyositis

NEW START
25. Did the member’s condition fail to respond to first-line treatmentwith corticosteroids? O Yes U No

RE-AUTHORIZATION
26. Hasthe memberexperienced improvementin disability and maintenance of improvement with IVVIG therapy?
U Yes U No

Section F: Myasthenia Gravis Complete for both New Start and Re-authorization
27. Is1VIG prescribed fora member experiencinga myasthenic crisis (ie, acute episode of respiratory muscle
weakness)? U Yes U No If No,skipto#29

28. Isplasmaexchange notavailable oris not an appropriatetreatment option? U Yes U No No further
guestions

29. Is1VIG prescribed fora member with chronic debilitatingmyastheniagravis? U Yes O No

30. Hasthe memberexperienced an inadequate response or toxicity from treatmentwith cholinesterase inhibitors,
corticosteroids, and/or azathioprine? O Yes U No
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RE-AUTHORIZATION
31. Hasthe memberexperienced improvementin disability and maintenance of improvement with I VIG therapy?
U Yes U No

Section G: Autoimmune Mucocutaneous Blistering Diseases
32. Doesthe memberhave severe progressive disease despite treatment with conventional therapy (eg,
corticosteroid, azathioprine, or cyclophosphamide)? O Yes O No

Section H: Kawasaki Syndrome
33. WIll IVIGbe used in conjunction with aspirin? O Yes U No

Section I: Bone Marrow/Hematopoietic Stem Cell Transplant Recipient
34. I1s1VIG prescribed to preventgraft-versus-hostdisease after allogeneic bone marrow/hematopoietic stem cell
transplantation (BMT/HSCT)? If Yes,skipto#36 U Yes U No

35. Is1VIG prescribed for prevention of infectionafter BMT/HSCT? O Yes U No
36. Whatwasthe date of the BMT/HSCT? / /

MM DD YY

Section J: PediatricHIV Infection
37. IsIVIG prescribed to preventinfections associated with HIV infection? U Yes U No

38. Isthisrequest fora newstart or continuation of I\V1G therapy?
If New start, no further questions 0 Newstart 0 Continuation

39. Hasthe memberdemonstrated a clinical response to therapy suchasa reductionin bacterial infections?
U Yes UNo

Section K: Chronic Lymphocytic L eukemia (CL.L )
40. IsIVIGprescribed to preventinfections associated with CLL? O Yes U No If Continuation, skip to #44

41. Does/did the member have hypogammaglobulinemia prior to initiating I VIG therapy? O Yes U No

42. Does/did the member havea history of recurrent bacterial infections prior to initiating I VI G therapy?
U Yes O No Nofurtherquestions

43. Hasthe memberexperienced a reduction in infections with 1VVIG therapy? O Yes U No No further questions

44, Hasthe memberdemonstrated a clinical response to therapy suchas a reduction in bacterial infections?
U Yes UNo

| attest that this information is accurate and true, and that documentation supporting this
information is available for review if requested by CVS Caremark or the benefit plan sponsor.

X
Prescriber or Authorized Signature Date (mm/dd/yy)
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