care@care

COVERED USES

COVERAGE POLICY

" #
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COVERAGE POLICY
#'k

NON COVERAGE
w

)

$ |

# )

% t

Care N Care

Prior Authorization Criteria

BYETTA

#*

21

*t



care@care Care N Care

Prior Authorization Criteria
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CELLCEPT
l
*
* 0 == *
+$ *0p
l
* 1 |
*
*
"( * 0 b

$

COVERAGE DURATION
9

24



care@care Care N Care

Prior Authorization Criteria
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COVERED USES

COVERAGE POLICY
$ 6 !

' 8
NON COVERAGE
$ "( !
) * 18

# ) 3 0 ) g

0 * 1 !

COVERAGE DURATION
>B

29



care@care

Care N Care
Prior Authorization Criteria
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Prior Authorization Criteria
CYCLOPHOSPHAMIDE
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COVERED USES

COVERAGE POLICY
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CYCLOSPORINE
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$~k

# -
NON COVERAGE

$* "(
)

# )

Care N Care
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CYTARABINE
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Prior Authorization Criteria
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Prior Authorization Criteria
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COVERED USES
COVERAGE POLICY

# " # %

NON COVERAGE
- ( !
)

#

PRESCRIBER RESTRICTIONS
(

COVERAGE DURATION
>0 3

36



care@care Care N Care

Prior Authorization Criteria
DEPO-PROVERA
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REQUIRED MEDICAL INFORMATION
0 * 1 !

COVERAGE DURATION
9

37



care@care Care N Care

Prior Authorization Criteria
DUREZOL
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ELIDEL
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Prior Authorization Criteria
EMEND
(Continued)
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REQUIRED MEDICAL INFORMATION
The following copies of chart notes/laboratory reports are required:
A. If patient is diagnosed with cancer:
a. Documentation of what chemotherapy agent the patient is receiving

COVERAGE DURATION
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(Continued)
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(Continued)
( * *
3
- * *
L] * *
*
- ( L * 1 >BB
< 0/ *
F (’ * * *
- 1 * T
* > 38
" ( * 1 BB
< 0/
(’ * *
3
- ( * 1 BB
< 0/ *
NON COVERAGE
* l
) * + * *+
* *+ * 'k+ *
t > 0 t * *
REQUIRED MEDICAL INFORMATION
0 * 1 !
B * >BA
# B * BB (%
$ B * B 1/,
B * A
) !
] ( *
COVERAGE DURATION
> 3

52



care@care

Care N Care
Prior Authorization Criteria
ETHYOL
COVERED USES
COVERAGE POLICY
!
# " # %
NON COVERAGE
- ( !
) Lo
* * *
PRESCRIBER RESTRICTIONS
(C

COVERAGE DURATION
2

53



care@care Care N Care

Prior Authorization Criteria
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Prior Authorization Criteria
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(Continued)
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(Continued)
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INTRON-A
(Continued)
- 12 3 *t
- $Il , -
& /
) + :
* >D
L ¢ $ #
- # IN 8
2
( * *
- # - BB+BBB
- >* + *
2 6t # 6 *~ 36
* * 1
- *
*- 3 6. 6t) 6 0 ) 6
NON COVERAGE
) "( !
) * I
REQUIRED MEDICAL INFORMATION
0 * 1 !
*
# ) % % !
1
$ ) . 3/ !
* *
) $ !
2 3 0 6
) $!
$ *
$" 2 b
EB *
) > % |
* 6 ) 6
) ¥ * 0
) #!
# @ *
# :BBBBB
) > *
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Prior Authorization Criteria

INTRON-A
(Continued)
: 6
> # 6
*- 36
) b * 0
1
PRESCRIBER RESTRICTIONS
+( t) 14 t
COVERAGE DURATION

9
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Care N Care
Prior Authorization Criteria
INVEGA
COVERED USES
COVERAGE POLICY
) 6 !
#eo "
$ - B *
$ - t, 1& 1 +K* +4 t
") 6 R ¢
* *
1, 8
_ *
NON COVERAGE
) 6 "(
) * !
REQUIRED MEDICAL INFORMATION
0 * 1 !
# ) - !
0
, P& 1KY+ M4
AGE RESTRICTIONS
== %
PRESCRIBER RESTRICTIONS
*
COVERAGE DURATION

9
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Prior Authorization Criteria
ITRACONAZOLE
COVERED USES

COVERAGE POLICY

*+ '( *

NON COVERAGE
) - °C !

COVERAGE DURATION
> 3
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Prior Authorization Criteria
IXEMPRA

COVERED USES

COVERAGE POLICY
) !
Y H $%&
) *

. ) S 1(" .8 !

NON COVERAGE
) "( !
) * | 4 4
- BB 0 78 :BB+BBB
0 78
# ) 3 0 * ! + % - t& L |
5 + * 4 :

REQUIRED MEDICAL INFORMATION

PRESCRIBER RESTRICTIONS
(

COVERAGE DURATION
9
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Prior Authorization Criteria

KEPPRA XR
COVERED USES
COVERAGE POLICY
F H, !
0 /

REQUIRED MEDICAL INFORMATION

0 * 1 !

# 0 /

COVERAGE DURATION
9
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COVERED USES
COVERAGE POLICY
F 3
# -
1
NON COVERAGE
F 3 "(
)
# )
$ +$
4 +/
& +&

Care N Care
Prior Authorization Criteria
KETEK
!
* 1
* #(
l
!
; pox +G
0 * ! -
T L
*+/ t -
4 K

REQUIRED MEDICAL INFORMATION

COVERAGE DURATION
B *
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Prior Authorization Criteria

LAMISIL
COVERED USES
COVERAGE POLICY
/ & :A6
T
T 8
# D 3
REQUIRED MEDICAL INFORMATION
1 !
0 3 -

COVERAGE POLICY
9
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Prior Authorization Criteria
LETAIRIS

COVERED USES

COVERAGE POLICY
/ 6 !

# * t 3

$ # H</"
% 1 >

NON COVERAGE
/ "( !

) - |

REQUIRED MEDICAL INFORMATION
0 * 1 !

# )"$/< )"45 (
:B; v " &
1 >
“( /
T, 66t *
8 6

PRESCRIBER RESTRICTIONS
$

COVERAGE DURATION
9
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Prior Authorization Criteria
LIDODERM

COVERED USES

COVERAGE POLICY
/ 6 !

/ "(

REQUIRED MEDICAL INFORMATION
0 * 1 !

4
/* 6

COVERAGE DURATION
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Prior Authorization Criteria

LOVAZA
COVERED USES
COVERAGE POLICY
/- !
- * BB 0/
* * 8
s
1
8!
- 7 P 8
1 4 1/ 4 t
4 -1 -t/ 8 "(
$ - /- *
* / _ *
REQUIRED MEDICAL INFORMATION
0 * 1
2B *
# " [ (A 8
$ 7 t t/ t t 8
4 -1 -t/ 8 "(
- *
* BB 0/
AGE RESTRICTIONS
—_—
COVERAGE DURATION

9
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Prior Authorization Criteria
LUPRON

COVERED USES

COVERAGE POLICY

NON COVERAGE
/ 6 "( !

) * | ' *

# ) 3 0 * '$ % $

REQUIRED MEDICAL INFORMATION

) ¥

# *

AGE RESTRICTIONS

) * :>*
- %

PRESCRIBER RESTRICTIONS
#49"  (

COVERAGE DURATION
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COVERED USES

COVERAGE POLICY
%

) &

Care N Care
Prior Authorization Criteria
MARINOL
l
* 4 :BA
* * T#%)8 / >B30 >
)ll
B *
8
% *
* %
% *
* I
8
% Y ¢
T ¢ tK 8
)II
* D; * % #
* * 8
% *
Tt +K #< % * "(
D; *7) %
* D;
*+% # * * *
*
* )"K -
!
-
( 7T+ - tK  +F* 4K
% *
* 0
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Prior Authorization Criteria

MARINOL
(Continued)
NON COVERAGE
% "( !
) * !
* *
# ) 30 * I =
REQUIRED MEDICAL INFORMATION
0 * 1 !
) ) &
!
* :BA
* * TH9%)8
B * % 8
) % * 0
# ) *
!
* *
*
* )"K
!
-
( T+ - +K  +F* K
) % *

COVERAGE DURATION
2
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Prior Authorization Criteria
MESNEX

COVERED USES
COVERAGE POLICY
% !
$ " # %
REQUIRED MEDICAL INFORMATION

0 * 1 !

PRESCRIBER RESTRICTIONS
(

COVERAGE DURATION
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Prior Authorization Criteria

MIACALCIN
COVERED USES
COVERAGE POLICY
% !
) * !
" # %
# ) (
- %
- ( * & >
* #%
REQUIRED MEDICAL INFORMATION
0 * 1 !

) ¥

COVERAGE DURATION
9
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Prior Authorization Criteria
MORPHINE

COVERAGE POLICY
* % #

) *
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Prior Authorization Criteria
MOZOBIL

COVERED USES

COVERAGE POLICY

% - 6 !
# " # %
$ % - .

NON COVERAGE
%- 6 "( !

$ * A

COVERAGE DURATION
2%
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Prior Authorization Criteria

MYFORTIC
COVERED USES
COVERAGE POLICY
%* !
] *
# b - ( * 0 7 * *
) % t 0%o* * 0 #3

REQUIRED MEDICAL INFORMATION
1 !

*%

COVERAGE DURATION
9
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Prior Authorization Criteria

MYOZYME
COVERED USES
COVERAGE POLICY
0pr —* !
7 *
" Jras ) ) ©
# - * _* * *
$ - "( 106% - *
% #
"0, *1/ $8 3
18" 4 * v % %
B* g * * #
* * 8
. “( b /T #. <%
7 * *
% #3
L] *
REQUIRED MEDICAL INFORMATION
! * 1
*
* * *

PRESCRIBER RESTRICTIONS

COVERAGE DURATION
9
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Prior Authorization Criteria
NEURONTIN

COVERED USES
COVERAGE POLICY

6 !

G 0

COVERAGE DURATION
9
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Prior Authorization Criteria
NEUTREXIN

COVERED USES

COVERAGE POLICY
" # $%&

# - * 7% 8

NON COVERAGE
) * ! 4

# ) 3 * 1%

REQUIRED MEDICAL INFORMATION
0 * 1 !

#
$ * 3

PRESCRIBER RESTRICTIONS
)

COVERAGE DURATION
> *
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Care N Care
Prior Authorization Criteria
NEXAVAR
COVERED USES
COVERAGE POLICY
- l
L * + L (
*
*
# " “( 7,
) 8 3 57 3% *
7 * C * *
3 > *3
$ -
- *
T - > A 8
"¢, 1 8
- *
- - *+
T - > A 8
REQUIRED MEDICAL INFORMATION
0 * 1 !
) *
- ( *
* *
# ) g *
T - > A 8
PRESCRIBER RESTRICTIONS
(
COVERAGE DURATION

9
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Prior Authorization Criteria

NICOTROL
COVERED USES
COVERAGE POLICY
. !
3

¥ - 3

$ - 3
NON COVERAGE
- 6 - (

- 3 %)
REQUIRED MEDICAL INFORMATION
0 * 1
3
# * 3

COVERAGE DURATION

93



care@care Care N Care

Prior Authorization Criteria
NOVANTRONE

COVERED USES

COVERAGE POLICY

* 3 !

NON COVERAGE
) ¢

) * !
t t
+

REQUIRED MEDICAL INFORMATION
0 * 1 !

PRESCRIBER RESTRICTIONS
" (

COVERAGE DURATION
9
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Prior Authorization Criteria
OCTREOTIDE

COVERED USES

COVERAGE POLICY

(C
C. !

*
$ *
REQUIRED MEDICAL INFORMATION
0 * 1 !
PRESCRIBER RESTRICTIONS
14 (

COVERAGE DURATION
2
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Prior Authorization Criteria
ORTHOCLONE

COVERED USES

COVERAGE POLICY
¢ !

" H %

NON COVERAGE
( (C !
) * !
:1:BBBt * t t * *
* + - + *

REQUIRED MEDICAL INFORMATION
0 * 1 !

# *
$ * *
COVERAGE DURATION

9
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COVERED USES

COVERAGE POLICY
(

//

NON COVERAGE
( ¢
) *
* + 3 *

3

REQUIRED MEDICAL INFORMATION

Care N Care
Prior Authorization Criteria
OXSORALEN
l
* G G
!
l
! }

to* *

* 1 |

0
) 4

PRESCRIBER RESTRICTIONS
(

COVERAGE DURATION
9
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Prior Authorization Criteria

OXYCODONE
COVERED USES
COVERAGE POLICY
(*$ !
*
# -
$ -
I *
* *
2 38
" 1
l t o * 4
* + 0 *
" 1
1%& $ 1 &, 0 F §
] *
*
REQUIRED MEDICAL INFORMATION
0 * 1 !
0
t * 4 4 0,8 *
# 0
t tF 4 -

COVERAGE DURATION
9
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Prior Authorization Criteria
PAMIDRONATE

COVERED USES

COVERAGE POLICY

&
~ A
L]

REQUIRED MEDICAL INFORMATION
0 * 1 !
) *

COVERAGE DURATION
9
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Prior Authorization Criteria

PASER
COVERED USES
REQUIRED MEDICAL INFORMATION
0 * 1 !
$ & * *

COVERAGE DURATION
2%

100



care@care Care N Care

Prior Authorization Criteria

PENLAC
COVERED USES
REQUIRED MEDICAL INFORMATION
0 * 1 !
# *
AGE RESTRICTIONS
B*
COVERAGE DURATION

9
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Prior Authorization Criteria

PROGRAF
COVERED USES
COVERAGE POLICY
!
* -
# " " * 04 7
) % i
$ b *% (1
- *
G )"
78" 8
L * * '( %
* :B * *
# x x g
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% #9
) 0(1
% /" #. H .t <%
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6 "( !
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COVERAGE DURATION
9
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Prior Authorization Criteria

PROMACTA
COVERED USES
COVERAGE POLICY
6 |
* (’
4 - p - B/BBB
$ - 0
G 0
( *
REQUIRED MEDICAL INFORMATION
6 "( !
"( * G
# 0 G
*
COVERAGE DURATION

9
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Prior Authorization Criteria
PROTOPIC

COVERED USES
COVERAGE POLICY
# 0
$ - 0 2

REQUIRED MEDICAL INFORMATION
0 * 1 !

# 0
$ 0

AGE RESTRICTIONS
> *

PRESCRIBER RESTRICTIONS

COVERAGE DURATION
>

104



care@care Care N Care
Prior Authorization Criteria
PROVIGIL
COVERED USES
COVERAGE POLICY
!
# G 3
$ *
& & !
* 7$
* 8
- $ #) *
- * * t 4
* *+
- $ #) *
G % &
|
1
L] * L ( *
- t - +/
- + - t,
REQUIRED MEDICAL INFORMATION
0 * 1 !
) * @ &
!
* 7$
* 8 t
- $ #) *
*
" * * t t
C * *+
- $ #) *
# ) % & ¢
1
L] * - ( *
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- t/ - 4 - t,
- H* *
PRESCRIBER RESTRICTIONS COVERAGE DURATION

& L
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9
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Prior Authorization Criteria

PULMOZYME
COVERED USES
COVERAGE POLICY
_* g
*
0 1 * *
# " -
% 1 N L) /SL Nt # #9+ &
* - 8
$ !
, (7L # % t Y * *
8
*7&" 8
- * * (% 1%
B * -* *%
* 8
) 0(1
- _* I( 7
% #8
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* O 1 *
*
PRESCRIBER RESTRICTIONS
COVERAGE DURATION

9
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Prior Authorization Criteria

RANEXA
COVERED USES
COVERAGE POLICY
!
’ * *
# 0" ¢ G
$ - t 0 1
* 8 B * |
# 3 (G % $ # 3
’ 1 *
NON COVERAGE
, 6 "( !
) 3 0 $9 T 3 - 4
8
# ) 30 $9 1 t
$ ) *
REQUIRED MEDICAL INFORMATION
0 * 1 !
* t 0 1
* 8 B *
3 ¢
3
* 1
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*
# 3 1 H/ 64 t$ 6t t
4 t t t 8
$ $ # 317 t t t
4 - 4 1 4 + " 6t
; 6t$ 6t/ 6t - 68
- 17 t) 6t &,6t% 3 6t) 6t
) 6t * 4T 68
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$ 9

107



care@care Care N Care

Prior Authorization Criteria
RAPAMUNE

COVERED USES

COVERAGE POLICY

) % - * 0 #

*1 t §

NON COVERAGE
, "( !

COVERAGE DURATION
9
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COVERED USES

COVERAGE POLICY

REQUIRED MEDICAL INFORMATION

§

Care N Care
Prior Authorization Criteria
REBIF
!
’ ’ %
0 * 1 !
* 2 +’

PRESCRIBER RESTRICTIONS

COVERAGE DURATION
9
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Prior Authorization Criteria
REGRANEX

COVERED USES

COVERAGE POLICY
s 6 !
% *
# -
$ - 1 *

NON COVERAGE
2 ) (

) : |

REQUIRED MEDICAL INFORMATION
0 * 1!
*
1 *
# *

$ * ‘B > -

COVERAGE DURATION
:B 3
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Prior Authorization Criteria

RELISTOR
COVERED USES
COVERAGE POLICY
!
# $%&
## 0 #(
* * 4 *
NON COVERAGE
, "C !
) * 14)
REQUIRED MEDICAL INFORMATION
0 * 1

*

4* -

COVERAGE DURATION
D %
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Prior Authorization Criteria

REMICADE
COVERED USES
COVERAGE POLICY
’ 6 [
# - , 6 *y
*
$ -
- D8
%
78
&* -
&
- ; 3
% , &
%
$'k
& -
/
* * 1
* *
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18
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- ; 3
% , &
%
$*
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Prior Authorization Criteria

REMICADE
(Continued)
* * 1
( 3* *
- 2B *
G 1
- 1 :BA
* TH#H& 8§
G #& :BA+ 1
*
8
- 2B *
*
$
*
, 1& 68
%
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- t 0 1
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& - t - t +* t
* 4
4 (, $ '
- 0 I
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NON COVERAGE
!
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+
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*
; 3 0
1 0p +* t - +
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Prior Authorization Criteria

REMICADE
(Continued)
0
#
* !
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; 3 0
1% bo* to- t t
- ¢ + b o* * 1
0
$ 3* * |
2B *
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1 !
1 :BA
( * #& 8§ (, 1
* 3 7
§
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, t% t $*
$ (< $ |
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, t 4 *
COVERAGE DURATION
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Care N Care

Prior Authorization Criteria
REVATIO

COVERED USES
COVERAGE POLICY
’ * *
) t 1 B
$ * *
+ *
1% 8
NON COVERAGE
, ¢
) *
3 * *

REQUIRED MEDICAL INFORMATION
0 *

"C
1 B
"C
. 68
* ™6/
* 1
c
* 5 ( —
>B
AGE RESTRICTIONS
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7 8 * *
!
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1 |
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66 $ *
* B
5 (8
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Prior Authorization Criteria

REVLIMID
COVERED USES
COVERAGE POLICY
!
) .
#0" ) t
3 3
$ - *
- *
17 * * *
8
%
$
$*
# -
K
* * *
( * 0 8
- * 0 *
7 * * *
- , *+ 0
*
) 0(1
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*
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3
- . *+ 0
- * |
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L] -( |
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Prior Authorization Criteria

REVLIMID
(Continued)
REQUIRED MEDICAL INFORMATION
0 * 1 !
) t "(
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# ) t
3
$ ) * !
*
%
$
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# -
K
) , * 0
4 )
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* |
BA
20/
PRESCRIBER RESTRICTIONS
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COVERAGE DURATION
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COVERED USES

COVERAGE POLICY
, 1
%

NON COVERAGE
, 1 *C
)
# ) 3
' t)

COVERAGE DURATION
9

Care N Care
Prior Authorization Criteria
ROTATEQ
!
2> 3
> 3
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Prior Authorization Criteria
SABRIL

COVERED USES

COVERAGE POLICY
& !

$ G

REQUIRED MEDICAL INFORMATION

COVERAGE DURATION
9
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Prior Authorization Criteria

COVERED USES

COVERAGE POLICY
&

NON COVERAGE
& "C

) *

# ) 3 0

REQUIRED MEDICAL INFORMATION
0

C 4

COVERAGE DURATION
9

Care N Care

SANCUSO
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Prior Authorization Criteria
SIMULECT

COVERED USES

COVERAGE POLICY
& !

NON COVERAGE
& ¢

) ' |

COVERAGE DURATION
9
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Prior Authorization Criteria

SOMATROPIN
COVERED USES
NON COVERAGE
& ¢ !
) * | *+ _*
* *+ * * *+ . * *+ *+
5 * * *k+ * + *
*
REQUIRED MEDICAL INFORMATION
0 * 1 !
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*
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>
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(
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*
!
*
G
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*
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>B3 0 >
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>
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Prior Authorization Criteria
SOMATROPIN
(Continued)
) %

COVERAGE DURATION
9
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Prior Authorization Criteria

SOMAVERT
COVERED USES
COVERAGE POLICY
& |
*
# " )4
1
8
$ * 1
| *
8
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& 1 8
- 17/ + &8
</"
] * &
&
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)4 *
NON COVERAGE
& "( !
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# ) * *
REQUIRED MEDICAL INFORMATION
0 * 1 !
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*
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&
& 1 8
*
& 4 &
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PRESCRIBER RESTRICTIONS COVERAGE DURATION

9
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Prior Authorization Criteria

SPORANOX
COVERED USES
COVERAGE POLICY

& !
%

. DBB * (

- DBB 0 *Q" !
2>

NON COVERAGE
& ¢

) * |

7 *| t -4 + -

# 0 -
$ 0

COVERAGE DURATION
>5 3
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Prior Authorization Criteria
STRIANT

COVERED USES
COVERAGE POLICY
& !

# " >B 1/(,
DD 0/

NON COVERAGE
& "( !

#

REQUIRED MEDICAL INFORMATION
0 * 1 !

# >B 0/(,
Db 0/

AGE RESTRICTIONS

COVERAGE DURATION
9
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Prior Authorization Criteria
SUSTENNA

COVERED USES

COVERAGE POLICY
) & !

NON COVERAGE
)& !

# ) 3 ¢ ! -t S
$ t +4 t t/ *+0p
- 4 t& t& t t -

REQUIRED MEDICAL INFORMATION
0 * 1 !

~

PRESCRIBER RESTRICTIONS

*

COVERAGE DURATION
9
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Prior Authorization Criteria

SUTENT
COVERED USES
COVERAGE POLICY
& !
) * ot ¢ N ¢
* & *
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) 8 3 > 38 * &
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&
# 4)& 0
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1 8 & *
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Prior Authorization Criteria

SYMLIN
COVERED USES
COVERAGE POLICY
&* !
- ( : JA EA
# " " * % 2
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* *!
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K .-
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/
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" Lt JB0 B+ B0 Bt t" t
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"¢, o>
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& 17 ST Lt JBI Bt
B0 B+ + 4 . 8
/ 17 " "+ " "t JB0 B+
Bl B+/ ¢ /4 <t J 0Bt/ t
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* *

129



care@care Care N Care

Prior Authorization Criteria

SYMLIN
(Continued)
REQUIRED MEDICAL INFORMATION
0 * 1 !
# : JA EA/
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2
" 3 &
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. t tK to* * 4 t t *
tK - 1 1 1 -
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AGE RESTRICTIONS
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Prior Authorization Criteria
SYNAREL

COVERED USES

COVERAGE POLICY

Synarel is covered for members who meet the following criteria:

The patient must be diagnosed with endometriosis

AND the patient has previous trial and failure on Leuprolide

AND treatment duration is no longer than 6 months

OR the patient must be diagnosed with precocious puberty

AND the patient is determined to have significant advancement of bone age due to
significant early maturation

moow

NON COVERAGE
&* ¢ !

# ) 3 0 * '$ % $ .

REQUIRED MEDICAL INFORMATION
0 * 1 !
0 : /

AGE RESTRICTIONS
* :B * *

PRESCRIBER RESTRICTIONS
(#49"

COVERAGE DURATION
2
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Prior Authorization Criteria

TABLOID
COVERED USES
REQUIRED MEDICAL INFORMATION

* !

0 ; 1 !

PRESCRIBER RESTRICTIONS
(
COVERAGE DURATION

>t *
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Care N Care

Prior Authorization Criteria

COVERED USES

COVERAGE POLICY

$ ) 0(!

- 0

)
U ¢

* *

& & D8

TARCEVA
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Prior Authorization Criteria

TARCEVA
(Continued)
$ |
- * &
0
4 -3 D 0
) "
- 0
PRESCRIBER RESTRICTIONS

(

COVERAGE DURATION
2
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Prior Authorization Criteria
TARGRETIN

COVERED USES
COVERAGE POLICY

* $ $/8
$ ¢ : # *
NON COVERAGE
- ( !
)

# ) 3 0 * ! * .. 14

PRESCRIBER RESTRICTIONS
(

COVERAGE DURATION
9
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COVERED USES

COVERAGE POLICY

NON COVERAGE
¢
)
G *

REQUIRED MEDICAL INFORMAITON

COVERAGE DURATION

9

Care N Care
Prior Authorization Criteria
TASIGNA
l
0
l
I * 3
0 * 1 !

0
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