
Prior Authorization  

02/18/2016 
  
 
 

AETNA BETTER HEALTH PENN MEDICAID & AETNA BETTER HEALTH KIDS  

Second Generation TKIs for CML (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 Second Generation TKIs for CML (PA88). 
Please note that all authorization requests will be reviewed as the AB rated generic (when available) unless states otherwise. 

 
Drug Name (specify drug) 
 
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. Is there evidence of disease progression or unacceptable 
toxicity? Provide documentation to support there has 
been a major cytogenetic response (less than or equal to 
35% Ph+ metaphases). 

Y   N 

 

[No further questions.] 

 



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

chromosome positive or BCR-ABL1 chronic myeloid 
leukemia (Ph+ CML) in chronic or accelerated phase? 

Y   N 

[If yes, skip to question 6.]  

4. Does the patient have a diagnosis of lymphoid-type (not 
myeloid) Philadelphia chromosome positive or BCR-
ABL1 chronic myeloid leukemia (Ph+ CML) in blast 
phase that has relapsed or is refractory? 

Y   N 

[If yes, skip to question 6.]  

5. Does the patient have a diagnosis of relapsed, refractory 
Philadelphia chromosome positive acute lymphoblastic 
leukemia? 

Y   N 

[If no, no further questions.]  

6. Is this request for Tasigna? Y   N 

[If no, skip to question 8.]  

7. Does at least one of the following apply to the patient: 
Intolerance, disease progression, or resistance to prior 
therapy with imatinib (Gleevec) \ Presence of any of the 
following mutations that are resistant to imatinib 
(Gleevec): F317L/V/I/C, T315A, V299L \ Intolerance, 
disease progression, or resistance to prior therapy with 
Bosulif, Iclusig, or Sprycel. Please document which 
applies. 

Y   N 

 

[If no, then no further questions.] 
[If yes, skip to question 11.] 

 

8. Is this request for Iclusig? Y   N 

[If yes, skip to question 10.] 
 
 
 
 
 
 
 

 



Question Circle Yes or No 
9. Does at least one of the following apply to the patient: 

Intolerance, disease progression, or resistance to prior 
therapy with imatinib (Gleevec) AND Tasigna \ Presence 
of any of the following mutations that are resistant to both 
imatinib (Gleevec) and Tasigna: Y253H, E255K/V, 
F359V/C/I, G250E \ Intolerance, disease progression, or 
resistance to prior therapy on a different second 
generation TKI (i.e., Bosulif, Tasigna, Iclusig, or Sprycel). 
Please document which applies. 

Y   N 

 

[If no, then no further questions.] 
[If yes, skip to question 11.] 

 

10. Does at least one of the following apply to the patient: 
Intolerance, disease progression, or resistance to prior 
therapy with all other TKI’s (i.e., imatinib (Gleevec), 
Bosulif, Sprycel, and Tasigna) \ Presence of the T315I 
mutation that is resistant to other TKI’s. Please document 
which applies. 

Y   N 

 

[If no, then no further questions.] 

 

11. Is the prescriber an oncologist? Y   N 

[If no, then no further questions.]  

12. 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 

 


