Provider Notice

October 1, 2025

Medical Policy | Reimbursement Policy | Prior Authorization Updates
o Full medical policy language should be reviewed via the policy links provided at the end of this document.
e Administrative changes are effective on the date of this notice and material changes are effective 90 days from the
date of this notice, unless otherwise specified.
e The Prior Authorization-Experimental/Investigational-Noncovered Services Spreadsheet includes all genetic,
experimental/investigational, and non-covered procedure codes and services. Providers should review changes to
Prior Authorization at the following link:
o https://www.paramounthealthcare.com/providers/claims-and-authorizations/outpatient-prior-authorization
e Procedures that require prior authorization may be following online InterQual coverage criteria.

Updated Medical Policy- No changes to policy statement.
o PG0289 Refractive Surgery.
PG0530 Outpatient Psychiatry Diagnostic Evaluation Coverage and Limitations.
PG0104 Cosmetic and Reconstructive Surgery.
PG0129 Durable Medical Equipment (DME) Limits.

]

Updated Medical Policies:
¢ PG0415 Pancreatic Islet Cell Transplantation.
o All product lines:
o Removed verbiage Lantidra only covered when part of a clinical trial.
e PG0320 Bone Density Measurements.
o All product lines:
oAdded non-covered code 0815T; effective 10/01/2025.
oAdded code 77078, to require a prior authorization; effective 12/31/2025.
¢ PG0247 Testing & Management of Obstructive Sleep Apnea.
o All product lines:
oRemoved deleted code K1001; effective 01/01/2024.
oAdded non-covered code E0530 (replaced code K1001); effective 01/01/2024.
e PG0114 Enteral and Parenteral Nutrition.
o All product lines:
oRemoved the age limit for Digestive Enzyme Cartridges to align with new FDA indications.
¢ PG0137 Preventative Services.
o All product lines:
o Removed deleted codes 90470, 90630, 90645, 90646, 90701, 90703, 90704, 90705, 90706, 90708,
90712, 90718, 90719, 90720, 90721, 92586, 96040, Q0516-Q0520, GO106, GO120, and 0353U;
effective 10/01/2025.
e Medicare (Elite) product lines:
oAdded code 0537U (ShieldTM by Guardant); effective 05/01/2025.
e Commercial product lines:
oAdded codes G0438 and G0439; effective 07/01/2025.

Medical Policies Removed from Archived Status:
¢ PG0253 Neurostimulation, Spinal Cord/Dorsal Column and Dorsal Root Ganglion.
e Commercial product lines:
oAdded code 63664 requires prior authorization utilizing medical policy criteria; effective 10/01/2025.

New Medical Policies.
¢ PG0540 Oncotype DX AR-V7 Nucleus Detect Assay for Men with Metastatic Castration-Resistant Prostate
Cancer.
o All product lines:
o Oncotype DX AR-V7 Nucleus Detect Assay covered with prior authorization; effective 10/01/2025.


https://www.paramounthealthcare.com/providers/claims-and-authorizations/outpatient-prior-authorization

Prior-Authorization | Experimental Investigational | Non-covered Updates.

e All product lines:
e Added non-covered codes 0950T 0962T 0965T 0970T 0971T 0972T 0978T 0979T 0980T 0981T as

Experimental Investigational; effective 12/01/2025.

Pharmacy Benefit Formulary and Prior Authorization (PA) Updates.
e Formulary Drug Lists: The full formulary drug lists are available at
https://www.paramounthealthcare.com/Providers/Preferred-and-Preventative-Drugs
e Prior Authorization Criteria: Complete PA criteria can be accessed via the electronic prior authorization (ePA) portal

CoverMyMeds: https://www.covermymeds.health
o Non-Formulary Exception Requests can be submitted through the same process as standard prior

authorizations.
o Required Documentation: All PA submissions must include relevant clinical documentation (office notes, lab

results, medical literature) that supports the patient’s diagnosis, medical necessity for the requested
medication, and details of any alternative therapies that have been trialed.
e Effective Dates: Unless otherwise noted, all changes take effect 30 days from the date of this notice.
e Applicability: These updates apply to the Paramount Commercial Select, Advanced Select, and Core formularies
unless otherwise specified.

Updated Formulary Status and/or Prior Authorization Criteria.
¢ Rezdiffra is removed from the formularies.
o Addyi is added to the sexual dysfunction exclusion list.
¢ |nsulin glargine changes for Select and Advanced Select formularies only; effective 01/01/2026.
o Lantus and Insulin glargine-yfgn added as preferred brand.
o Basaglar and Rezvoglar removed.
o Does not apply to Core Formulary: ProMedica Employee Formulary.
¢ Xifaxan criteria revised to include coverage requirements for Small Intestinal Bacterial Overgrowth (SIBO) and
Intestinal Methanogen Overgrowth (IMO).
o Clarifies lifetime treatment course limits of three for IBS-D and two for SIBO/IMO.
o Emgality and Ajovy revised to include a single step-through as guideline recommended generic rather than a double
step.
¢ Kerendia revised to include coverage requirements for heart failure with ejection fraction > 40%.
o Trial and failure of a SGLT2 inhibitor required for all indications.

New Prior Authorization Criteria Sets.
¢ PA added for Osphena.
o Coverage allowed for vulvovaginal atrophy, with a requirement of trail and failure of formulary generic vaginal
estrogen product.

e PA added for Viberzi.
o Criteria follow FDA labels for IBS-D and requires trial of guideline recommended treatments for IBS-D.

Policies are available to view on the website 30 days prior to their effective date. If you have questions regarding this notice
or other issues, please contact your Provider Relations representative or call Provider Relations at 800-891-2542.
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