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This form is to be used by participating physicians to obtain coverage for drugs covered under the medical benefit. For commercial members only, please complete this form and
submit via fax to 1-877-325-5979. If you have any questions regarding this process, please contact BCBSM Provider Relations and Servicing or the Medical Drug Helpdesk at
1-800-437-3803 for assistance.

PATIENT INFORMATION PHYSICIAN INFORMATION
Name Name
ID Number Specialty
D.O.B. / / MM/DD/YYYY Address
OMale Female
Diagnosis City /State/Zip
Drug Name IVIG Phone:
Fax:
Dose and Quantity NPI
Directions Contact Person
Date of Service(s) Contact Person
Phone /Ext.

STEP 1: DISEASE STATE INFORMATION

Required DemographicInformation:
Patient Weight: kg
Patient Height: ft inches

Will the provider be administering the medication to the FEP member within the healthplan’s geographic service area?
U Yes UNo IfNo,apriorauthorizationis not required throughthis process.

Prior authorizations arerequired for FEP members that will be serviced by a provider within the health plan’s geographic
service area.If you are nota providerin the geographic service area, please contact the health plan for questions regarding
the FEP member’s benefit requirements.

Isthismember’s FEP coverage primary or secondary coverage?
Q If primary, continue with question set.
U If secondary, an authorization is not needed through this process. Please contact the member’s primary coverage for
determination of benefit and additional information.

Site of Care:
A. At whatlocationwill the memberbe receiving therequested medication?
U Physician’s office, home infusion, non-hospital a ffiliated ambulatory infusion center.
U Outpatient hospital infusion center. Please provide thename oftheinfusion center andrationale why the patient must
receive this medicationin a hospital outpatient setting.

U Other. Please specify.

Criteria Questions: NOTE: Form mustbe completed in its entirety for processing

Please select medication:
O Asceniv O Bivigam QdFlebogamma O Gammagard O Gammagard S/D O Gammaked
U Gammaplex U Gamunex-C UdOctagam UPanzyga U Privigen U Carimune NF

1. Hasthepatient been on this medication continuously for the last 6 months, excluding samples? Please select answer below:
UYES-—thisis a PArenewal for CONTINUATION oftherapy, please answer the questions on PAGE 5
UNO - this is INITIATION of therapy, please answer the questions below:

2. Isthisrequest forbrandor generic? UBrand W Generic

3. Will this medication be filled at a pharmacy or billed through medical plan or office billing? OPharmacy = OMedical plan/Office billing
4. Will the medicationbe self-administered? Please selectanswer below:

W Yes: Has the patientortheir caregiver been instructed onhow to monitor for signs and symptoms of thrombosis when self-administering
the medication? UYes WNo
UNo: Will the patient be monitored carefully for signs and symptoms of thrombosis both at thetime of infusionanda fter
infusion? Yes UNo



5. Will this medication be given with other immune globulin medications? UYes* WNo
*IfYES, specify themedication:

6. Whatis the patient’s diagnosis?

UFetal Alloimmune Thrombocytopenia (F/NAIT) OMultiple sclerosis

UlInclusion-body myositis UParvovirus B 19-induced Pure Red Cell Aplasia (PRCA)
UKawasakisyndrome UPeripheral Blood Progenitor Cell (PBPC) collection

U Lambert-Eaton Myasthenic Syndrome (LEMS) QUmbilical cord stem cell transplantation

U Agammaglobulinemia

a.Hasthe patient’s diagnosis been confirmed by genetic ormoleculartesting? UYes WNo
b. Does the patient have a pre-treatment 1gG less than 200mg/dL? QYes UWNo
UAtaxia-telangiectasia  OR  UDiGeorge syndrome OR W Wiskott-Aldrich syndrome
a.Hasthe patient’s diagnosis been confirmed by genetic ormoleculartesting? UYes WNo
b. Does the patient have a documented history of recurrent bacterial and viral infections? dYes UWNo
c. Doesthe patienthave an impaired antibody response to the pneumococcal vaccine? UYes WNo
U Autoimmune encephalitis
a.Hasthe diagnosis been confirmed with TWO of the following tests: neuroimaging, electroencephalography (EEG), lumbar puncture,
or serologic testing? Yes WNo
UBone Marrow Transplantation (BMT) OR  WHematopoietic Stem Cell Transplant(HSCT) recipients
a.Isthe medicationbeingprescribed for prophylaxis of bacterialand viralinfections? Yes UWNo
b. Hasthepatient received a transplantin the last 100 days? UYes WNo*

*IfNO, does the patienthave a pre-treatmentserum IgG level less than 400mg/dL? QYes UWNo
U Chronic Inflammatory Demyelinating Polyneuropathy (CIDP)

a.Doesthe patienthave moderateto severe functional disability? UYes No

b. Hasthepatient had electro-diagnostic studies (ex: EMG, NCV) thatare consistent with multifocal demyelinating abnormalities?
UYes UWNo

U Chronic Lymphocytic Leukemia (CLL)
a.Doesthe patienthave B-celltype chronic lymphocytic leukemia? QYes WNo
b. Isthis medicationbeing prescribed for prophylaxis of bacterialand viralinfections? dYes WNo

c. Isthere a documented history ofrecurrent sinopulmonary infections requiring intra venous antibiotics or
hospitalization? QYes No

d. Does the patient have a pre-treatment serum IgG level less than500mg/dL? OYes WNo

U Common Variable Immunodeficiency Disease (CVID)
a.Doesthe patienthave a documented history ofrecurrentbacterialand viralinfections? dYes WNo
b. Doesthe patient have animpaired antibody response to the pneumococcal vaccine? dYes No

c. Haveothercauses ofimmune deficiency been excluded including drug-induced, genetic disorders, infectious diseases such as HIV,
or malignancy? UdYes WNo

d. Does the patient have a pre-treatment IgG level of lessthan 500mg/dL? UYes WNo*

*[fNO, doesthe patienthave a pre-treatmentlgG equivalentto 2 or more standard deviations below the mean forthe age ofthe
patient? UYes WNo

UDermatomyositis OR  Polymyositis

a.Doesthe patienthave documented clinical features such as: elevated muscle enzymes, muscle biopsy or supportive dia gnostic tests?
OYes UONo

b. Hasthepatient had an inadequate response, intolerance, or contraindication to first-line treatments such as corticosteroids or
immunosuppressants? QdYes WNo

UGuillain-Barre Syndrome (GBS)

a.Hasthe patient’s physical mobility been severely affected requiring the patient touse anaidto walk? UYes UNo
b. Will IVIG therapy be initiated within two weeks of theonset of symptoms? UYes WNo
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UHIV infections
a.Isthe medicationbeing prescribed for prophylaxis of bacterialand viralinfections? UYes No
b. Isthis medicationbeingused for primary or secondary prophylaxis? Please select answer below:
UPrimary prophylaxis: Does thepatient havea pre-treatmentserum 1gG levelless than 400 mg/dL? QYes WNo
USecondary prophylaxis: Please answer the following questions:

1. Does the patient have documentation of recurrent bacterial and viral infections (greater than 2 serious infections in a year)?
UYes UNo

ii. Does the patient havea contraindication to taking combination antiretroviral therapy? QYes WNo
iii. Hasantibiotic prophylaxis been found to beineffective forthis patient? UYes WNo

UHypogammaglobulinemia
a.Doesthe patienthave a pre-treatment 1gG less than 500 mg/dL?dYes UONo*
*[fNO, does the patienthave a pre-treatmentlgG equivalentto 2 ormore standard deviations below the mean for the patient’s
age? UYes UWNo
b. Does the patient have a documented history of recurrent bacterial and viral infections? Yes UWNo
c. Doesthe patienthave an impaired antibody response to the pneumococcal vaccine? UdYes UWNo
UleG subclass deficiency
a.Doesthe patienthave a pre-treatment 1gG1, 1gG2, or 1gG3 equivalentto 2 ormore standard deviations below the mean for the
patient’sage onatleasttwo occasions? UYes WNo

b. Doesthe patient have IgG (total) and IgM levels within normal limits? QYes* No
*IfYES, does the patienthave IgA levels within low to normallimits? QYes WNo

c. Doesthe patienthave a documented history ofrecurrentbacterialand viralinfections? UYes WNo
d. Does the patient have animpaired antibody response to the pneumococcal vaccine? UYes WNo
UMultifocal Motor Neuropathy (MMN)
a.Isthe patientexperiencing weakness without *objective sensory loss in two ormore nerves? dYes WNo
*QObjective sensory loss is defined as: decreased reflexes, motor weakness, muscle wasting, trophic skin, join changes
b. Hasthepatient had electrodiagnostic studies that are consistent with motor conductionblock? QYes UWNo
c. Has the patient had sensory nerve conduction studies that are nomal? QYes WNo
WMyasthenia gravis
a.Hasthe patient experienced anincreasein any of the following symptoms: diplopia (double vision), ptosis (drooping eyelid), blurred
vision, dysarthria (difficulty in speech), dysphagia (difficulty swallowing), difficulty chewing, impaired respiratory status, fatigue, or
limb weakness? QYes WNo*
*[fNO, has the patient had *pre-operativemanagement? dYes UWNo
*Pre-operative management includes: cholinesterase inhibitors, corticosteroids, or immunosuppressants
U Secondary immunosuppression
a.Does the patienthave secondary immunosuppression associated with hematological malignancy? OQYes WNo

b. Doesthe patient have a pre-treatment IgG level of less than 500mg/dL? UYes UWNo*
*[fNO, does the patienthave a pre-treatmentlgG equivalentto 2 or more standard deviations below the mean for the patient’s
age? UYes UWNo

USelective IgA deficiency
a.Doesthe patienthave a pre-treatment IgA level of less than 7mg/dL? QYes* WNo
*IfYES, does the patienthave lgG and IgM levels within normal limits? QYes WNo
b. Does the patient have a documented history of recurrent bacterialand viralinfections? QYes WNo
c. Doesthe patienthave an impaired antibody response to the pneumococcal vaccine? UdYes UWNo

USelective IgM deficiency
a.Doesthe patienthave a pre-treatment IgM level of less than30mg/dL? QYes* WNo
*[fYES, does the patienthave IlgGand IgM levels within normallimits? UQYes UWNo

b. Does the patient have a documented history of recurrent bacterial and viral infections? Yes UWNo
c. Doesthe patienthave an impaired antibody response to the pneumococcal vaccine? UYes UWNo
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W Severe Combined Immunodeficiency Disease (SCID)

a.Doesthe patienthave an absence or very low number of T cells (CD3 T cells less than 300/microliter)? UYes WNo*
*IfNO, is there a presence of maternal T cells in the circulation? UJYes WNo

b. Hasthepatient’s diagnosis been confirmed by genetic ormoleculartesting? UYes WNo
c. Doesthe patienthave a pre-treatment 1gG less than200mg/dL? UYes WNo
U Specific antibody deficiency
a.Doesthe patienthave a specific antibody deficiency with IgG, IgA, and IgM levels within normal limits? QYes UNo
b. Does the patient have a documented history of recurrent bacterial and viral infections? QYes WNo
c. Does the patienthave an impaired antibody response to the pneumococcal vaccine? UYes WNo
QStiff-personsyndrome

a.Hasthe patient had aninadequateresponse, intolerance, or contraindication to first-line treatment (benzodiazepine or baclofen)?
QYes UWNo

UIdiopathic Thrombocytopenic Purpura (ITP)
a.FEMALE patient:Is the patientof reproductive potential? UdYes* UNo
*If'YES, is the patient currently pregnant? UYes UNo
b. Has thepatient been dia gnosed with I TP within the past three months? Please selectanswer below:
U Yes: Complete Section A for patients under 18 years of age OR Complete Section B for patients 18 years of age or older
i. SECTION A: Patients UNDER 18 years of age, please answer the following questions:

1) Does the patient has significant bleeding symptoms such as mucosal bleeding or moderate to severe
bleeding? UYes UWNo

2) Isthe patientathigh risk forbleeding? UYes WNo
3) Does the patient require a rapid increase in platelets due to a surgery or procedure? Yes UNo
OR

SECTION B: Patients 18 years of age or older, pleaseanswer the following questions:
1) Whatisthe patient’s platelet count? Please selectanswer below:

ULess than 30,000/mcL

130,000 t049,999/mcL, please answer the following question:

a)Doesthe patienthave significant bleeding symptoms, a high risk forbleeding, ora requirementfora rapid
increase in platelets? QYes UWNo

U50,000/mcL orhigher
2) Will IVIGbe used in combination with corticosteroid therapy? UYes UWNo*
*IfNO, does the patienthave a contraindication to corticosteroid therapy? Yes UWNo
UNo: Please answer the questions below:
1. Isthe patientexperiencingrefractory ITP followinga splenectomy? Please select answer below:

WYes: Does the patient havea platelet count less than 30,000/mcL (microliter)? QYes WNo*
*IfNO, does the patienthave significant bleeding symptoms? UYes UNo

UNo: Please answer the following questions:

1) Whatis the patient’s platelet count? Please select ONE ofthe following below:

WLessthan 30,000/mcL
130,000/mcL to 49,999/mcL, please answer the following question:

a)Doesthe patienthave significant bleedingoris at high risk forbleedingorhavea requirement fora rapid
increase in platelets? UdYes WNo

U50,000/mcL orhigher
2) Hasthepatient had arelapse aftera previousresponse to IVIG? UYes WNo
3) Has the patient had inadequate response, intolerance or contraindication to corticosteroid therapy? QYes UNo
U Othernon-SCID combined immunodeficiency (please specify):
a.Hasthe patient’s diagnosis been confirmed by genetic ormoleculartesting? UYes WNo
b. Does the patient have a documented history of recurrent bacterial and viral infections? dYes UWNo
c. Doesthe patienthave an impaired antibody response to the pneumococcal vaccine? UYes WNo
U Other dia gnosis (please specify):

Confidentiality notice: This transmission contains confidential information belonging to the sender that is legally privileged. This information is intended only for use of the individual or entity named above. The
authorized recipient of this information is prohibited from disclosing this information to any other party. If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution or action
taken in reliance on the contents of this document is strictly prohibited. If you have received this in error, please notify the sender to arrange for the return of this document.

12/2021



PLEASE ANSWER THE FOLLOWING QUESTIONS FOR CONTINUATION OF THERAPY
Please select medication:

U Asceniv UBivigam UFlebogamma U Gammagard U Gammagard S/D U Gammaked
U Gammaplex 0 Gamunex-C U Octagam UPanzyga O Privigen U Carimune NF

1. Hasthe patient beenon this medication continuously for the last6 months, excludingsamples? Please select answer below
UNO - this is INITIATION of therapy, please answer the questions on PAGE 1
UYES-thisis a PArenewalfor CONTINUATION oftherapy, please answer the questions below:

[\

. Isthisrequest forbrand or generic? UBrand UWGeneric
3. Will this medication be filled at a pharmacy or billed through medical plan or office billing? OPharmacy OMedical plan/Office billing

4. Will the medicationbe self-administered ? Please select answer below:

W Yes: Has the patientortheir caregiver been instructed onhow to monitor for signs and symptoms of thrombosis when self-administering
the medication? QYes WNo

UNo: Will the patient be monitored carefully for signs and symptoms of thrombosis both at thetime of infusionand a fter
infusion? Yes ONo

5. Will this medication be given with other immune globulin medications? UQYes* WNo
*JfYES, specify themedication:

6. Whatis the patient diagnosis?

UFetal Alloimmune Thrombocytopenia (F/NAIT) UMultiple sclerosis

U Guillain-Barre Syndrome (GBS) WMyasthenia gravis

WIdiopathic Thrombocytopenic Purpura (ITP) WParvovirus B 19-induced Pure Red Cell Aplasia (PRCA)
UlInclusion-body myositis WPeripheral Blood Progenitor Cell (PBPC) collection
UKawasakisyndrome U Stiff-personsyndrome

U Lambert-Eaton Myasthenic Syndrome (LEMS) WUmbilical cord stem cell transplantation

U Autoimmune encephalitis
a.Hasthe patient had a neurological exam that confirmed an improvement and maintenance of improvementsince initiation of
therapy? QYes WNo
WBone Marrow Transplantation (BMT) OR WHematopoietic Stem Cell Transplantation (HSCT) recipients
a.Isthe medicationbeing prescribed for prophylaxis of bacterialand viralinfections? UYes No

b. Does the patient have a documented reduction of frequency of bacterial and viralinfections since initiation? QYes WNo
U Chronic Inflammatory Demyelinating Polyneuropathy (CIDP)

a.Isthe IVIGbeingused at thelowest effective dose and frequency? UYes WNo

b. Have chronic stable patients been tapered and/or had treatment withdrawn to determine whether continued treatment is necessary?
UYes UWNo

c. Hasthe patient had a significant improvement in disability and maintenance of improvement sinceinitiation? dYes No
W Chronic Lymphocytic Leukemia (CLL)

a.Does the patienthave B-cell chronic lymphocytic leukemia? dYes UWNo

b. Does the patient have a documented reduction of frequency of bacterial and viralinfections since initiation? QYes WNo
UDermatomyositis OR  Polymyositis

a.Hasthe patient had a significant improvement in disability and maintenance of improvement sinceinitiation? dYes UNo
UHIV infections

a.Isthe medicationbeing prescribed for prophylaxis of bacterialand viralinfections? UYes WNo

b. Does the patient have a documented reduction of frequency of bacterial and viralinfections since initiation? QYes WNo
U Multifocal Motor Neuropathy (MMN)

a.Hasthe patient had a significant improvement in disability and maintenance of improvement sinceinitiation? UYes WUNo
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UPrimary Immunodeficiency Disease (PID)
a. What type of primary immunodeficiency disease does the patient have? Please select ONE of the following below:

UAgammaglobulinemia OIgG subclass deficiency UCommon Variable Immunodeficiency Disease (CVID)
UAtaxia-telangiectasia USelective 1gA deficiency USevere Combined Immunodeficiency Disease (SCID)
UDiGeorge syndrome OSelective 1gM deficiency OWiskott-Aldrich syndrome

WHypogammaglobulinemia WSpecific antibody deficiency
WOther non-SCID combined immunodeficiency (please specify):

UOther (please specify):

b. Will the patient’s IgG trough levels be monitored at least yearly and maintained atorabove the lowerrange of normal for the
patient’sage? OYes UNo

¢. Doesthe patienthave a documented reduction of frequency ofbacterial and viralinfections since initiation? dYes UNo

d. Doesthe prescriberagree to re-evaluatethe dose ofthe IVIG and reconsidera doseadjustment? UYes UWNo

U Secondary immunosuppression
a.Does the patienthave secondary immunosuppression associated with hematological malignancy? QYes WNo

UOtherdiagnosis (pleasespecify):

Chart notes are required for the processing of all requests. Please add any other supporting medical information necessary for our review (required)

Coverage will notbe provided if the prescribing physician’s signature and date are not reflected on this document.

U re quest for expedited review: I certify that applying the standard review time frame may seriously jeopardize the life or health of the member or the member’sability to regain maximum function

Physician’s Name Physician Signature Date

Step 2: U Form Completely Filled Out

Checklist U Provide chart notes O Attach testresults

Step 3 By Fax: BCBSM Specialty Pharmacy Mailbox By Mail: BCBSM Specialty Pharmacy Program
Submit 1-877-325-5979 P.0. Box 312320, Detroit, MI 48231-2320
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