
Prior Authorization  

02/18/2016 
  
 
 

AETNA BETTER HEALTH PENN MEDICAID & AETNA BETTER HEALTH KIDS  

Afinitor-Afinitor Disperz (PA88) 
This fax machine is located in a secure location as required by HIPAA regulations. 

Complete/review information, sign and date.  
Fax signed forms to Aetna Better Health Pennsylvania Medicaid/Aetna Better Health Kids at 1-877-309-8077. 

Please contact Aetna Better Health Pennsylvania Medicaid at 1-866-638-1232 or Aetna Better Health Kids at 1-800-822-2447 
with questions regarding the Prior Authorization process. 

 When conditions are met, we will authorize the coverage of Afinitor-Afinitor Disperz (PA88). 
Please note that all authorization requests will be reviewed as the AB rated generic (when available) unless states otherwise. 

 
Drug Name (select from list of drugs shown) 
Afinitor (everolimus)    Afinitor Disperz (everolimus oral susp) 
Quantity      Frequency     Strength    
Route of Administration    Expected Length of therapy     

 
Patient Information 
Patient Name: 
Patient ID: 
Patient Group No.: 
Patient DOB:  
Patient Phone: 

 
Prescribing Physician 
 
Physician Name: ________________________________________________________________________ 
 
Specialty:   ___________________________ NPI Number:         _________________________ 
 
Physician Fax: ___________________________ Physician Phone:     _________________________ 
 
Physician Address:  ___________________________ City, State, Zip:         _________________________ 

 
Diagnosis: ICD Code: 
Please circle the appropriate answer for each question. 

Question Circle Yes or No 
1. Has this plan authorized this medication in the past for 

this patient (i.e., previous authorization is on file under 
this plan)? 

Y   N 

[If no, skip to question 3.]  

2. Does the patient have stable disease (tumor size within 
25% of baseline)? 

Y   N 

*Note: Discontinuation is appropriate when there is 
evidence of disease progression.  
[No further questions.] 
 

 



Question Circle Yes or No 
3. Is the request for Afinitor Disperz? Y   N 

[If no, skip to question 5.]  

4. Is the patient a child who is 1 year of age or older with a 
diagnosis of unresectable, tuberous sclerosis complex 
(TSC) with subependymal giant cell astrocytoma 
(SEGA)? 

Y   N 

[If yes, skip to question 15.]  
[If no, then no further questions.] 

 

5. Does the patient have a diagnosis of advanced renal cell 
carcinoma (either relapsed or stage IV and 
unresectable)? 

Y   N 

[If no, skip to question 8.]  

6. Is the renal cell carcinoma of NON-clear cell histology? Y   N 

[If yes, skip to question 15.]  

7. Has the patient failed treatment with a tyrosine kinase 
inhibitor? (i.e., Sutent, Nexavar, Inlyta, or Votrient)? 

Y   N 

[If yes, skip to question 15.] 
[If no, then no further questions.] 

 

8. Does the patient have a diagnosis of tuberous sclerosis 
complex (TSC) with ONE of the following? A) Renal 
angiomyolipoma, or B) Unresectable subependymal giant 
cell astrocytoma (SEGA) 

Y   N 

[If yes, skip to question 15.]  

9. Does Y   N 

[If yes, skip to question 15.]  

10. Does the patient have recurrent or stage IV hormone 
receptor-positive, HER2-negative breast cancer? 

Y   N 

[If no, then no further questions.]  

11. Will Afinitor be used in combination with exemestane? Y   N 

[If no, then no further questions.] 
 
 

 



Question Circle Yes or No 
12. Did the patient have disease progression while taking 

letrozole or anastrozole? 
Y   N 

[If no, then no further questions.]  

13. Is the patient postmenopausal? Y   N 

[If yes, skip to question 15.]  

14. Is the patient premenopausal but has had ovarian 
ablation or suppression? 

Y   N 

[If no, then no further questions]  

15. Is the prescriber an oncologist? Y   N 

 
Comments: 
 
 

 

I affirm that the information given on this form is true and accurate as of this date. 
 
Prescriber (Or Authorized) Signature Date 
Prescriber (Or Authorized) Signature Date 

 


