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1, HUSKY Health Program Zolgensma® (onasemnogene abeparvovec-xioi)
b Prior Authorization Request Form
S Phone: 1.800.440.5071

CONNECTICUT <

THIS FORM IS TO BE COMPLETED BY THE ORDERING PROVIDER
AND FAXED WITH CLINICAL DOCUMENTATION TO 203.265.3994.

Member Information
Member ID Number: Member Name (Last, First): ‘ DOS:
DOB: Sex: Primary Diagnosis Code: HCPCS Code:
Address: City, State, Zip:
Please fill out completely.
1. Does the individual have a diagnosis of Spinal Muscular Atrophy (SMA) as confirmed by both of the OYes |ONo
following? Please attach genetic testing.
a. Biallelic mutations in the survival motor neuron 1 (SMN1) gene? OYes |ONo
b. Four copies or less of the SMN 2 gene? OvYes |ONo
Has the diagnosis of SMA been made by, or in consultation with, a physician with expertise in diagnosing SMA? |QYes |QONo
Is the individual less than two years of age? OYes |ONo
a. If the individual is an infant, have they reached full-term gestational age of 39 weeks and 0 days? OYes |ONo
4. Has Zolgensma® been ordered by, or in consultation with, a physician experienced in the treatment of SMA OYes |ONo
or other neuromuscular disorders? If yes, please specify:
Provider Name: Phone Number:
Has the individual been previously treated with Zolgensma®? Please attach signed provider attestation. OYes |ONo
Is the individual currently on any other SMA therapy (e.g., nusinersen or risdiplam)? OYes |ONo
a. |If yes, will the therapy be stopped prior to administration of Zolgensma®?
Please attach signed provider attestation. OYes [|ONo
7. Does the individual have advanced SMA (i.e., complete paralysis of limbs, permanent ventilator OYes |ONo
dependence)? Please attach medical record documentation.
8. Is the individual clinically stable in their overall baseline health status (e.g., hydration and nutritional status, OYes |ONo
absence of infection)? Please attach signed provider attestation.
9. Have the following baseline labs been evaluated and the individual deemed an appropriate candidate to OYes |ONo
initiate treatment? Please select “yes” for all that apply and attach lab work.
a. Liver function (e.g., clinical exam, AST, ALT, total bilirubin, albumin, prothrombin time, partial OYes |ONo
thromboplastin time [PTT], and INR)
b. Complete blood count (CBC) OYes |ONo
c. _Creatinine OYes |ONo
10. Will the provider continue to monitor the individual’s liver function, CBC, and creatinine after Zolgensma® OYes |ONo
infusion as per the FDA approved labeling? Please attach signed provider attestation.
11. Will the individual receive a corticosteroid regimen prior to and following receipt of Zolgensma® infusion as OYes |ONo
per the FDA approved labeling? Please attach signed provider attestation.
12. Has testing for anti-AAV9 antibodies been performed and does the individual have a confirmed anti-AAV9 OYes |ONo
antibody titer of < 1:50? Please attach lab work.
13. Will Zolgensma® administration follow all current FDA approved labeling for dosing, administration, and OYes |ONo
monitoring?
14. Has a description of the benefits, risks, and treatment expectations been provided to the parent or guardian? [QYes |QONo
Billing Provider Information
Medicaid Billing Number: Billing Provider Name:
Street Address: City, State, Zip:
Contact Name: Contact Telephone Number:

Contact Fax Number:

Ordering Provider Information

Medicaid Billing Number: Ordering Provider Name:
Street Address: City, State, Zip:

Contact Name: Contact Telephone Number:
Contact Fax Number: Provider Specialty:

Certification Statement: This is to certify that the requested treatment is medically indicated and is reasonable and necessary for the
treatment of this patient and that a prescribing practitioner signed order is on file. This form and any statement on my letterhead attached
hereto has been completed by me or by my employee and reviewed by me. The foregoing information is true, accurate, and complete,
and | understand that any falsification, omission, or concealment of material fact may subject me to civil and criminal liability.

Provider

Signature: Date:
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