
 

 

Prior Authorization Criteria Updates Effective June 1, 2021 
UCare Individual & Family Plans 

UCare Individual & Family Plans with M Health Fairview 

 

On June 1, 2021, prior authorization criteria for the drugs listed below will be updated. 

These changes will be reflected in the 2021 Prior Authorization Criteria document. 
 

Alecensa 

PA Criteria Criteria Details 

Covered Uses All FDA-approved indications not otherwise excluded. 

Exclusion             

Criteria 

 

Required 

Medical 
Information 

mutation results 

Age 
Restrictions 

 

Prescriber 
Restrictions 

 

Coverage 
Duration 

3 years 
 

Other Criteria 
 

Non-Small Cell Lung Cancer (NSCLC) - approve if the pt has 
metastatic anaplastic lymphoma kinase (ALK)-positive NSCLC. 
 

 
 

Continuous Glucose Monitors 

PA Criteria Criteria Details 

Covered Uses Diabetes Mellitus. 

 

Exclusion  
 Criteria 

 

Required 
Medical 

Information 

diagnosis, insulin use, glucose testing 

Age 

Restrictions 

Freestyle Libre - 18 years or older.  Freestyle Libre 2 - four years or 

older. Dexcom - 2 years or older. 

Prescriber 

Restrictions 

 

Coverage 

Duration 

3 years 

Other Criteria Diabetes type 1 - Approve.  Other Diabetes Types - Approve if patient 

https://docs.ucare.org/filer_public/files/u6497_ifp_priorauthcriteria_2021.pdf


is injecting insulin three times per day per provider or patient is using 

an insulin pump AND patient has been advised to check blood glucose 
three or more times per day, per provider AND insulin dose requires 
frequent adjustment, per provider.  

 

 

 

Erleada 

PA Criteria Criteria Details 

Covered Uses All FDA-approved indications not otherwise excluded. 

Exclusion  
Criteria 

 

Required 
Medical 

Information 

Diagnosis, other therapies 

Age 

Restrictions 

 

Prescriber 

Restrictions 

 

Coverage 

Duration 

3 years 

Other Criteria Prostate Cancer – Non-Metastatic, Castration-Resistant - Approve if 

the medication is used in combination with a gonadotropin-releasing 
hormone (GnRH) analoghte pt has had a bilateral orchiectomy.  

Prostate Cancer – Metastatic, Castration-Sensitive - Approve if the 
medication is used in combination with a gonadotropin-releasing 
hormone (GnRH) analoghte pt has had a bilateral orchiectomy.   

 
 

Forteo 

PA Criteria Criteria Details 

Covered Uses All FDA-approved indications not otherwise excluded. 
Hypoparathyroidism. 

Exclusion 
 Criteria 

Concomitant use with other medications for osteoporosis (eg, 
denosumab [Prolia], bisphosphonates, raloxifene, calcitonin nasal 

spray [Fortical], abaloparatide), except calcium and Vitamin D.  
Osteoporosis prevention. 

Required 
Medical 

Information 

Diagnosis, lab results 

Age 

Restrictions 

 

Prescriber 

Restrictions 

Hypoparathyroidism - prescribed by or in consultation with an 

endocrinologist 

Coverage 

Duration 

2 years total over a patient's lifetime 

Other Criteria Glucocorticoid-Induced Osteoporosis - Treatment - approve if pt is 

initiating or continuing systemic glucocorticoids and meets one of the 



following: 1) tried zoledronic acid 2) tried an oral bisphosphonate and 

had an inadequate response after 12 months, had an osteoporotic 
fracture or fragility fracture while recieving oral bisphosphonate, or 
intolerance to oral bisphosphonates. 3) pt cannot take oral 

bisphosphonate due to difficulty swallowing, inability to remain 
upright for administration, or has a pre-existing GI medical condition 

4) pt has severe renal impairment (CrCl less than 35 mL/min), CKD, 
or pt has had an osteoporotic fracture or fragility fracture. Treatment 
of Postmenopausal OP or OP in Men with Primary or Hypogonadal OP - 

Pt has had a T-score at or below -2.5 at the lumbar spine, femoral 
neck, total hip, and/or one third radium OR pt has had an OP fracture 

or fragility fracture OR pt has low bone mass (T-score -1 to -2.5) and 
prescriber determines pt at high risk of fracture.  Pt meets one of the 
following: 1) tried ibandronate (PMO only) or zoledronic acid 2) tried 

an oral bisphosphonate and had an inadequate response after 12 
months, had an OP or fragility fracture, or intolerance to 

bisphosphonate. 3) pt cannot take oral bisphosphonate due to 
difficulty swallowing, inability to remain upright for administration, or 
has a pre-existing GI medical condition 4) pt has severe renal 

impairment (CrCl less than 35 mL/min), CKD, or pt has had an 
osteoporotic fracture or fragility fracture. All OP - Use of teriparatide 

exceeding 2 years during a patient’s lifetime, approve if the patient is 
at high risk for fracture as determined by the 
prescriber.Hypoparathyroidism - approve if pt has tried Natpara. 

 

 

 

Gavreto 

PA Criteria Criteria Details 

Covered Uses  All FDA-approved indications not otherwise excluded.  
 

Exclusion 
 Criteria 

 

Required 
Medical 
Information 

Diagnosis  

Age 
Restrictions 

NSCLC-18 years and older, MTC/thyroid cancer-12 years and older 
 

Prescriber 
Restrictions 

Prescribed by or in consultation with an oncologist 

Coverage 
Duration 

3 years 

Other Criteria Non-Small Cell Lung Cancer (NSCLC) - Approve if the pt has 
metastatic disease and rearranged during transfection (RET) fusion-

positive disease. Medullary thyroid cancer (MTC)-approve if the 
patient has advanced or metastatic rearranged during transfection 
(RET)- mutant disease and the disease requires treatment with 

systemic therapy. Thyroid cancer (other than MTC)-approve if the 
patient has advanced or metastatic rearranged during transfection 



(RET) fusion-positive disease, the disease is radioactive iodine-

refractory and the disease requires treatment with systemic therapy. 

 

 

Ibrance 

PA Criteria Criteria Details 

Covered Uses All-FDA approved indications not otherwise excluded. Liposarcoma. 

Exclusion 
 Criteria 

 

Required 
Medical 

Information 

 

Age 

Restrictions 

 

Prescriber 

Restrictions 

 

Coverage 

 Duration 

3 years 

Other Criteria Breast Cancer - approve if pt has advanced or metastatic hormone 

receptor positive (HR+) [i.e., estrogen receptor positive (ER+) and/or 
progesterone receptor positive (PR+)]disease, and HER2-negative 
breast cancer when the pt meets ONE of the following: Pt is 

postmenopausal and Ibrance will be used in combination with 
anastrozole, exemestane, letrozole, or fulvestrant OR pt is 

premenopausal or perimenopausal and is receiving ovarian 
suppression/ablation with a gonadotropin-releasing hormone (GnRH) 
or has had surgical bilateral oophorectomy or ovarian irradiation AND 

Ibrance will be used in combination with anastrozole, exemestane, 
letrozole, or fulvestrant.  Breast Cancer in Men - approve if pt has 

advanced or metastatic hormone receptor positive (HR+) [i.e., 
estrogen receptor positive (ER+) and/or progesterone receptor 
positive (PR+)]disease, and HER2-negative breast cancer and pt is 

receiving a gonadotropin-releasing hormone (GnRH) AND Ibrance will 
be used in combination with anastrozole, exemestane, letrozole, or 

fulvestrant.  Lipsarcoma - Approve if pt patient has well-
differentiated/dedifferentiated liposarcoma (WD-DDLS). 

 
 

Iclusig 

PA Criteria Criteria Details 

Covered Uses All FDA-approved indications not otherwise excluded. 

Exclusion  

Criteria 

 

Required 

Medical 
Information 

 

Age 
Restrictions 

 



Prescriber 

Restrictions 

 

Coverage 

Duration 

3 years 

 

Other Criteria Chronic Myeloid Leukemia (CML) That is Philadelphia Chromosome 

Positive - Approve if the pt is T315I-positive OR the patient has tried 
two other tyrosine kinase inhibitors indicated for use in Philadelphia 
chromosome positive CML (e.g., Gleevec [imatinib tablets], Sprycel 

[dasatinib tablets], Tasigna [nilotinib capsules]).  Acute Lymphoblastic 
Leukemia (ALL) That is Philadelphia Chromosome Positive (Ph+) - 

Approve if the pt is T315I-positive OR the patient has tried two other 
tyrosine kinase inhibitors indicated for use in Philadelphia 
chromosome positive ALL (e.g., Gleevec [imatinib tablets], Sprycel 

[dasatinib tablets]). 

 

 

Kisqali 

PA Criteria Criteria Details 

Covered Uses All FDA-approved indications not otherwise excluded.  Breast cancer 

in men. 

Exclusion 

 Criteria 

 

Required 

Medical 
Information 

diagnosis, hormone receptor status, concurrent  therapies 

Age 
Restrictions 

 

Prescriber 
Restrictions 

 

Coverage 
Duration 

3 years 

Other Criteria Breast Cancer - approve if pt has advanced or metastatic hormone 
receptor positive (HR+) [i.e., estrogen receptor positive (ER+) and/or 

progesterone receptor positive (PR+)]disease, and HER2-negative 
breast cancer when the pt meets ONE of the following: Pt is 
postmenopausal and Kisqali will be used in combination with 

anastrozole, exemestane, letrozole, or fulvestrant OR pt is 
premenopausal or perimenopausal and is receiving ovarian 

suppression/ablation with a gonadotropin-releasing hormone (GnRH) 
or has had surgical bilateral oophorectomy or ovarian irradiation AND 
Kisqali will be used in combination with anastrozole, exemestane, 

letrozole, or fulvestrant.  Breast Cancer in Men - approve if pt has 
advanced or metastatic hormone receptor positive (HR+) [i.e., 

estrogen receptor positive (ER+) and/or progesterone receptor 
positive (PR+)]disease, and HER2-negative breast cancer and pt is 
receiving a gonadotropin-releasing hormone (GnRH) AND Kisqali will 

be used in combination with anastrozole, exemestane, letrozole, or 
fulvestrant. 

 



 

Kynmobi 

PA Criteria Criteria Details 

Covered Uses All FDA approved indications not otherwise excluded from coverage 

Exclusion 

 Criteria 

 

Required 

Medical 
Information 

Diagnosis 

Age 
Restrictions 

 

Prescriber 
Restrictions 

Prescribed by or in consultation with a neurologist 

Coverage 
Duration 

1 year 

Other Criteria Parkinsons Disease - Approve if the patient is diagnosed with 
advanced Parkinsons disease, is experiencing off episodes (such as 
muscle stiffness, slow movements or difficulty starting movements), 

is currently receiving carbidopa/levodopa, and has previously tried 
one other treatment for “off” episodes to which the pt had significant 

intolerance to or inadequate efficacy from, according to the 
prescriber. 

 
 

Leuprolid (long acting) 

PA Criteria Criteria Details 

Covered Uses All FDA-approved indications not otherwise excluded.  Abnormal 
Uterine Bleeding. Breast Cancer. Gender Dysphoric/Gender-

Incongruent Persons; Persons Undergoing Gender Reassignment. 
Head and Neck Cancer – Salivary Gland Tumors.  Ovarian Cancer. 
Preservation of Ovarian Function/Fertility in Patients Undergoing 

Chemotherapy.  Prophylaxis or Treatment of Uterine Bleeding in 
Patients with Hematologic Malignancy, or Undergoing Cancer 

Treatment, or Prior to Bone Marrow/Stem Cell Transplantation 
(BMT/SCT).   

Exclusion 
 Criteria 

Hirsutism.  Menstrual Migraine.  Premenstrual Syndrome (PMS). 
Polycystic Ovarian Syndrome (PCOS). 

Required 
Medical 
Information 

Diagnosis, concurrent medications 

Age 
Restrictions 

 

Prescriber 
Restrictions 

Cancer/Ovarian Function/Bleeding due to Cancer - prescribed by or in 
consultation with an oncologist. Gender - prescribed by or in 

consultation with an endocrinologist or a physician who specializes in 
the treatment of transgender patients. 

Coverage 
Duration 

Endometriosis/Cancer/Ovarian Function/Bleeding due to 
Cancer/Gender/ - 1 year.  Uterine Leiomyomata - 3 mo. Abnormal 
Uterine Bleeding - 6 months. 



Other Criteria Endometriosis  - approve if pt has tried a contraceptive, an oral 

progesterone, or depo-medroxyprogesterone injection, unless 
contraindicated.  Uterine Leiomyomata - approve. 
Prostate/Breast/Ovarian cancer - approve.  Preservation of Ovarian 

Function/Fertility in Patients Undergoing Chemotherapy/Prophylaxis or 
Treatment of Uterine Bleeding in Patients with Hematologic 

Malignancy, or Undergoing Cancer Treatment, or Prior to Bone 
Marrow/Stem Cell Transplantation - approve. Abnormal Uterine 
Bleeding - approve.  Head and Neck Cancer - Salivary Gland Tumors - 

approve if pt has advanced salivary gland tumors with distant 
metastases and androgen receptor (AR)-positive disease. 

 
 

Lonsurf 

PA Criteria Criteria Details 

Covered Uses All FDA-approved indications not otherwise excluded. 

Exclusion 

 Criteria 

 

Required 

Medical 
Information 

 

Age 
Restrictions 

 

Prescriber 
Restrictions 

 

Coverage 
Duration 

3 years 

Other Criteria Colon and Rectal Cancer - approve if pt has been previously treated 
with a fluoropyrimidine (e.g., capecitabine, 5-fluorouracil [5-FU]) AND 

oxaliplatin AND irinotecan AND if the pt’s tumor or metastases are 
KRAS and/or NRAS mutation negative then Erbitux or Vectibix has 
been tried.  Gastric or Gastroesophageal Junction Adenocarcinoma - 

Approve for if pt has been previously treated with at least two 
chemotherapy regimens for gastric or gastroesophageal junction 

adenocarcinoma. 

 

 

Lorbrena 

PA Criteria Criteria Details 

Covered Uses All FDA-approved indications not otherwise excluded. Non-Small Cell 

Lung Cancer which is ROS1 Rearrangement positive. 

Exclusion 

 Criteria 

 

Required 

Medical 
Information 

Diagnosis, mutation results, previous therapies 

Age 
Restrictions 

18 years or older 



Prescriber 

Restrictions 

 

Coverage 

Duration 

3 years 

Other Criteria NSCLC - Approve if the patient has ALK-positive metastatic NSCLC OR 

pt has ROS1 rearrangement-positive disease and has tried at least 
one of Xalkori (crizotinib capsules), Zykadia (ceritinib capsules), or 
Rozlytrek (entrectinib capsules). 

 
 

Ninlaro 

PA Criteria Criteria Details 

Covered Uses All FDA-approved indications not otherwise excluded.  Systemic Light 
Chain Amyloidosis.  Waldenstrom 

Macroglobulinemia/Lymphoplasmacytic Lymphoma.   

Exclusion 

 Criteria 

 

Required 

Medical 
Information 

diagnosis, other medication use 

Age 
Restrictions 

18 years and older 

Prescriber 
Restrictions 

 

Coverage 
Duration 

3 years 

Other Criteria Multiple Myeloma - Approve if Ninlaro will be taken in combination 
with Revlimid (lenalidomide capsules) and dexamethasone OR pt has 

received at least one prior regimen for multiple myeloma OR Ninlaro 
will be used following autologous stem cell transplantation (ASCT).  
Systemic Light Chain Amyloidosis - Approve if pt has tried at least one 

other regimen for this condition.  Waldenstrom 
Macroglobulinemia/Lymphoplasmacytic Lymphoma - Approve if 

Ninlaro will be used in combination with a rituximab product and 
dexamethasone. 

 
 

Omnipod 

PA Criteria Criteria Details 

Covered Uses Diabetes mellitus, type 1.  Diabetes mellitus, type 2, insulin 
dependent. 

Exclusion 
 Criteria 

 

Required 
Medical 
Information 

diagnosis, insulin use 

Age 
Restrictions 

 



Prescriber 

Restrictions 

 

Coverage 

Duration 

3 years 

Other Criteria Diabetes mellitus, type 1 - approve.  Diabetes mellitus, type 2, insulin 

dependent - approve if pt is using at least three injections of insulin 
per day.  Continuation - approve. 

 
 

Onureg 

PA Criteria Criteria Details 

Covered Uses All FDA-approved indications not otherwise excluded. 

Exclusion 

 Criteria 

 

Required 

Medical 
Information 

Diagnosis 

Age 
Restrictions 

18 years or older 

Prescriber 
Restrictions 

 

Coverage 
Duration 

3 years 

Other Criteria Acute Myeloid Leukemia (AML) - Approve if following intensive 

induction chemotherapy, the patient achieves first complete remission 
OR first complete remission with incomplete blood count recovery and 

is not able to complete intensive curative therapy, according to the 
prescriber. 

 
 

Promacta 

PA Criteria Criteria Details 

Covered Uses All FDA-approved indications not otherwise excluded. 
Thrombocytopenia in Myelodysplastic Syndrome (MDS) 

Exclusion 
 Criteria 

 

Required 
Medical 

Information 

diagnosis, lab results 

Age 

Restrictions 

 

Prescriber 

Restrictions 

AA/IT - Prescribed by or in consultation with a hematologist. THCV - 

prescribed by or in consultation with a gastroenterologist, 
hepatologist, or ID.  TMDS - prescribed by or in consultation with a 
hematologist or an oncologist. 

Coverage 
Duration 

THCV - 1 year. AA - 4 months. IT, TMDS - 3 months.  Continuation 
(all) - 1 year. 

Other Criteria Aplastic Anemia (AA) - approve if the pt has low platelet counts at 



baseline (e.g., less than 30,000/mL) AND the patient has tried one 

immunosuppressant therapy OR pt will be using Promacta in 
combination with standard immunosuppressive therapy.  Immune 
Thrombocytopenia (IT) - Approve if pt meets both 1) pt has a platelet 

count of less than 30,000/mL or less than 50,000/mL and pt is at risk 
for bleeding according to prescriber. 2) Pt has tried at least one other 

therapy or has undergone splenectomy. Thrombocytopenia in Patients 
with Chronic Hepatitis C (THCV) - approve if pt has low platelet count 
at baseline (e.g. less than 75,000/mL) AND pt will be receiving 

interferon-based therapy for HCV. TMDS - Approve if pt has low to 
intermediate risk MDS and pt either has platelet count of less than 

30,000/mL or less than 50,000/mL and pt is at risk for bleeding 
according to prescriber. AA Continuation - approve if pt demonstrates 
a beneficial clinical response according to prescriber.  CIT, TMDS 

Cont. - approve if pt demonstrates a beneficial clinical response 
according to prescriber and pt remains at risk for bleeding 

complications.   

 

 

Rubraca 

PA Criteria Criteria Details 

Covered Uses All FDA-approved indications not otherwise excluded. 

Exclusion 
 Criteria 

 

Required 
Medical 

Information 

diagnosis, mutation results, previous therapies tried 

Age 

Restrictions 

18 years or older 

 

Prescriber 

Restrictions 

 

Coverage 

Duration 

3 years 

Other Criteria Ovarian, Fallopian Tube, or Primary Peritoneal Cancer -  For 

treatment, approve if pt has a BRCA-mutation (germline or somatic) 
as confirmed by an approved test and has progressed on two or more 
prior lines of chemotherapy.  For maintenance therapy, approve if pt 

is in complete or partial response after at least two platinum-based 
chemotherapy regimens.  Prostate Cancer – Castration-Resistant - 

Approve if pt has metastatic disease that is BRCA-mutation positive 
(germline and/or somatic) AND the medication is used concurrently 
with a gonadotropin-releasing hormone (GnRH) analog or pt has had 

a bilateral orchiectomy AND pt has been previously treated with at 
least one androgen receptor-directed therapy AND pt has been 

previously treated with at least one taxane-based chemotherapy or is 
not a candidate or is intolerant to taxane-based chemotherapy, 
according to the prescriber. 

 



Tarceva 

PA Criteria Criteria Details 

Covered Uses All FDA-approved indications not otherwise excluded. Bone Cancer.  

Renal Cell Carcinoma. 

Exclusion 

 Criteria 

Biliary Cancer. Breast Cancer. Colorectal Cancer, metastatic. 

Glioblasatoma Multiforme. Head and Neck Cancer, Squamous Cell, 
Recurrent and/or Metastatic.  Hepatocellular Carcinoma (HCC), 

Advanced.  Occult Primary/Cancer of Unknown Primary Site (CUP).  
Renal Cell Carcinoma (RCC), Advanced – Clear Cell Histology.   
 

Required 
Medical 

Information 

Diagnoiss, mutation results, previous therapies tried 

Age 

Restrictions 

 

Prescriber 

Restrictions 

 

Coverage 

Duration 

3 years 

Other Criteria Non-Small Cell Lung Cancer (NSCLC) - Approve if pt has metastatic 

epidermal growth factor receptor (EGFR) mutation-positive disease 
AND pt has epidermal growth factor receptor (EGFR) exon 19 
deletions or exon 21 (L858R) substitution mutations.  Pancreatic 

cancer - approve if the medication is used in combination with 
gemcitabine.  Bone Cancer - approve if pt has chordoma and has tried 

at least one previous therapy.  Recal Cell Carcinoma (RCC) - Approve 
if the pt has relapsed or has Stage IV non-clear cell histology RCC. 

 
 

Verzenio 

PA Criteria Criteria Details 

Covered Uses All FDA approved indications not otherwise excluded. 

Exclusion 

 Criteria 

 

Required 

Medical 
Information 

diagnosis, hormone receptor status, concurrent  therapies 

Age 
Restrictions 

 

Prescriber 
Restrictions 

 

Coverage 
Duration 

3 years 

Other Criteria Breast Cancer - approve if pt has advanced or metastatic hormone 
receptor positive (HR+) [i.e., estrogen receptor positive (ER+) and/or 
progesterone receptor positive (PR+)]disease, and HER2-negative 

breast cancer when the pt meets ONE of the following: 1) Pt is 
postmenopausal and Verzenio will be used in combination with 



anastrozole, exemestane, letrozole, or fulvestrant OR Verzenio will be 

used as monotherapy and pt's breast cancer has progressed on at 
least one prior endocrine therapy and pt has tried chemotherapy for 
metastatic breast cancer 2) pt is premenopausal or perimenopausal 

and is receiving ovarian suppression/ablation with a gonadotropin-
releasing hormone (GnRH) or has had surgical bilateral oophorectomy 

or ovarian irradiation AND Verzenio will be used in combination with 
anastrozole, exemestane, letrozole, or fulvestrant OR Verzenio will be 
used as monotherapy and pt's breast cancer has progressed on at 

least one prior endocrine therapy and pt has tried chemotherapy for 
metastatic breast cancer.  Breast Cancer in Men - approve if pt has 

advanced or metastatic hormone receptor positive (HR+) [i.e., 
estrogen receptor positive (ER+) and/or progesterone receptor 
positive (PR+)]disease, and HER2-negative breast cancer and pt is 

receiving a gonadotropin-releasing hormone (GnRH) AND Kisqali will 
be used in combination with anastrozole, exemestane, letrozole, or 

fulvestrant OR Verzenio will be used as monotherapy and pt's breast 
cancer has progressed on at least one prior endocrine therapy and pt 
has tried chemotherapy for metastatic breast cancer. 

 
 

Xtandi 

PA Criteria Criteria Details 

Covered Uses All FDA-approved indications not otherwise excluded. 

 

Exclusion 

 Criteria 

 

Required 

Medical 
Information 

Diagnosis, other therapies 

Age 

Restrictions 

 

Prescriber 

Restrictions 

 

Coverage 

Duration 

3 years 

Other Criteria Prostate Cancer – Castration-Resistant - Approve if the medication is 

used in combination with a gonadotropin-releasing hormone (GnRH) 
analoghte pt has had a bilateral orchiectomy.  Prostate Cancer – 

Metastatic, Castration-Sensitive - Approve if the medication is used in 
combination with a gonadotropin-releasing hormone (GnRH) 
analoghte pt has had a bilateral orchiectomy.   

 
 

Zokinvy 

PA Criteria Criteria Details 

Covered Uses All FDA-approved indications not otherwise excluded. 

Thrombocytopenia in Myelodysplastic Syndrome (MDS) 



Exclusion 

 Criteria 

 

Required 

Medical 
Information 

diagnosis, test results 

Age 
Restrictions 

1 year and older 

Prescriber 
Restrictions 

Prescribed by or in consultation with a geneticist or pediatric 
cardiologist 

Coverage 

Duration 

1 year. 

Other Criteria Hutchinson-Gilford Progeria Syndrome - Approve if the pt has a body 

surface area greater than or equal to 0.39 m2 and genetic testing 
demonstrates a confirmed pathogenic mutation in the LMNA gene 

consistent with Hutchinson-Gilford Progeria Syndrome. Progeroid 
laminopathies. Approve if the pt has a body surface area greater than 
or equal to 0.39 m2 and has Heterozygous LMNA mutation with 

progerin-like protein accumulation or Homozygous or compound 
heterozygous ZMPSTE24 mutations. 

 


