Field Name

Field Description

Prior
Authorization

Veopoz

Group Description

Drugs

Veopoz (pozelimab-bbfq)

Covered Uses

Medically accepted indications are defined using the following

sources: the Food and Drug Administration (FDA), Micromedex,
American Hospital Formulary Service (AHFS), United States
Pharmacopeia Drug Information for the Healthcare Professional
(USP DI), the Drug Package Insert (PPI), or disease state specific
standard of care quidelines.

Exclusion Criteria

e Patients with unresolved Neisseria meningitidis infection
e Concurrent use of another complement inhibitor (i.e. Soliris)

Required Medical

See “Other Criteria”

Information
Age Restrictions | According to package insert
Prescriber Prescribed by or in consultation with a physician with experience in

Restrictions

managing complement related disorders (i.e., gastroenterologist,

immunologist, cardiologist, etc.)

Coverage If all of the criteria are met, the initial request will be approved for

Duration 6 months. For continuation of therapy, the request will be approved
for 12 _months.

Other Criteria **Drug is being requested through the member’s medical benefit**

Revision/Review
Date: 11/2024

Initial Authorization:

e Medication is prescribed at an FDA approved dose

e Diagnosis of CD55-deficient protein-losing enteropathy (PLE),
also known as CHAPLE disease

e Documentation of hypoalbuminemia (serum albumin <3.5 g/dL)

e Documentation of patient weight

Re-Authorization:

e Documentation or provider attestation of positive clinical
response (i.e. symptom improvement, normalization of labs such
as serum albumin (3.5-5.5 g/dL) and 1gG concentrations,
reduced hospitalizations and severe adverse events, increased
quality of life, etc.)

e Documentation of patient weight

e Medication is prescribed at an FDA approved dose

If all of the above criteria are not met, the request is referred to a

Medical Director/Clinical Reviewer for medical necessity review.




