
Prior Authorization  

02/18/2016 
  
 
 

AETNA BETTER HEALTH PENN MEDICAID & AETNA BETTER HEALTH KIDS  

Cometriq (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 Cometriq (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) 
Cometriq (cabozantinib) 
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 evidence of disease progression 
or unacceptable toxicity? 

Y   N 

[No further questions.] 
 
 
 

 



Question Circle Yes or No 
3. Does the patient have a diagnosis of medullary thyroid 

cancer and at least ONE of the following: Local disease 
progression or recurrence after surgery which cannot be 
resected again \ Symptomatic disease progression or 
recurrence and distant metastases after surgery \ 
Asymptomatic disease progression or recurrence and 
distant metastases after surgery which are unresectable. 

Y   N 

[If no, then no further questions.]  

4. Does the patient have moderate to severe hepatic 
impairment? 

Y   N 

[If yes, then no further questions]  

5. Is the patient taking a strong CYP3A4 inducer or inhibitor 
(i.e., ketoconazole, itraconazole, clarithromycin, 
atazanavir, indinavir, nefazodone, nelfinavir, ritonavir, 
saquinavir, telithromycin, voriconazole, phenytoin, 
carbamazepine, rifampin, rifabutin, rifapentine, 
phenobarbital, St. John’s Wort)? 

Y   N 

[If yes, then no further questions]  

6. Is the prescriber an oncologist? Y   N 

[If no, then no further questions]  

7. Is the patient at least 18 years old? 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 

 


