ALTERWOODADVANTAGE 04, Effective July 1, 2024

Part B Preferred Drug List

Background: Medicare separates medications into those paid under Medicare Part B (outpatient medical) and
those paid under Part D (prescription drug coverage). Part B medications are typically administered by a
healthcare provider or through medical equipment at home while Part D covers all other medications captured in
a CMS approved formulary.

This Preferred Drug List below is for Part B medications only. [Alterwood Advantage’s CMS approved Part D
formularies can be found at https.//www.alterwoodadvantage.com/find-a-medication/]

Part B drug preferred products do not require prior authorization (PA). Non-preferred products require prior
authorization with clinical documentation supporting medical necessity and at least one of the following:
o Inability to tolerate the preferred product(s) due to side effects. Dates and duration of previous
trials and side effects noted must be clearly documented in the medical record.
o Therapeutic failure of the preferred product(s). Dates and duration of previous trials and evidence
of therapeutic failure must be clearly documented in the medical record.
o Statement from prescriber that the preferred product(s) are medically inappropriate with
supporting clinical detail.
o Evidence that the member is in an active course of treatment with a non-preferred medication and
a statement from the prescriber that transitioning to a preferred medication would be medically
inappropriate.

Providers may request a PA for a non-preferred product by completing a Part B Medication Prior
Authorization Form and faxing it along with pertinent medical records to the Alterwood Advantage Health &
Quality Management department at 410-801-5701.
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IMPORTANT: Non-preferred product(s) are subject to step-therapy of the preferred products first and prior authorization, which is a clinical
review for medical necessity based upon CMS’ National Coverage Determination/Analysis (NCD/NCA), Local Coverage Determination/
Analysis (LCD/LCA), or MCG. Drugs covered under the Alterwood Advantage medical benefit and not listed on the Part B PDL may be subject
to a prior authorization for medical necessity. Providers should refer to the Prior authorization Summary & Code List at

www.AlterwoodAdvantage.com (For Providers).

*ESA: No authorization required when administered for a dialysis patient at an outpatient dialysis center.

H9306_24 _DRS_059_OE_C



Effective July 1, 2024

Drug Class Preferred Products Non-Preferred Products
Advate
Afstyla
Kogenate
Hemophilia Factor VIII - Kovaltr Novoeight
Recombinant y Nuwig
Recombinate
Xyntha
Xyntha Solofuse
Hemophilia Factor IX — Alprolix
Recombinant Idelvion
Flebogamma Asceniv
Gammaked Bivigam
Immune Globulin - IV Gamunex-C Gammagard Liq
Octagam Gammaplex
Privigen Panzyga
Cutaquig
. . Cuvitru
Immune Globulin — SC Hizentra .
HyQvia
Xembify
Lysosomal Storage Disorders — Cerezyme
. VPRIV
Gaucher Disease Elelyso
Mitotic Inhibitors Docgtaxel Abraxane
Paclitaxel
Darzalex
Multiole Mvel p Empliciti
u_tlp e Myeloma Proteasome Bortezomib Kyprolis
Inhibitors ]
Sarclisa
Velcade
Ocrevus Briumvi
Multiple Scl is (infused
ultiple Sclerosis (infused) Tysabri Lemtrada

IMPORTANT: Non-preferred product(s) are subject to step-therapy of the preferred products first and prior authorization, which is a clinical
review for medical necessity based upon CMS’ National Coverage Determination/Analysis (NCD/NCA), Local Coverage Determination/
Analysis (LCD/LCA), or MCG. Drugs covered under the Alterwood Advantage medical benefit and not listed on the Part B PDL may be subject
to a prior authorization for medical necessity. Providers should refer to the Prior authorization Summary & Code List at

www.AlterwoodAdvantage.com (For Providers).

*ESA: No authorization required when administered for a dialysis patient at an outpatient dialysis center.
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IMPORTANT: Non-preferred product(s) are subject to step-therapy of the preferred products first and prior authorization, which is a clinical
review for medical necessity based upon CMS’ National Coverage Determination/Analysis (NCD/NCA), Local Coverage Determination/
Analysis (LCD/LCA), or MCG. Drugs covered under the Alterwood Advantage medical benefit and not listed on the Part B PDL may be subject
to a prior authorization for medical necessity. Providers should refer to the Prior authorization Summary & Code List at

www.AlterwoodAdvantage.com (For Providers).

*ESA: No authorization required when administered for a dialysis patient at an outpatient dialysis center.
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IMPORTANT: Non-preferred product(s) are subject to step-therapy of the preferred products first and prior authorization, which is a clinical
review for medical necessity based upon CMS’ National Coverage Determination/Analysis (NCD/NCA), Local Coverage Determination/
Analysis (LCD/LCA), or MCG. Drugs covered under the Alterwood Advantage medical benefit and not listed on the Part B PDL may be subject
to a prior authorization for medical necessity. Providers should refer to the Prior authorization Summary & Code List at
www.AlterwoodAdvantage.com (For Providers).

*ESA: No authorization required when administered for a dialysis patient at an outpatient dialysis center.
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