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Sterling Retiree Rx Prior Authorization Form

AVONEX (Interferon beta-1a)
Prescriber must be Neurologist

Coverage Criteria / Required Medical Information:
MRI has been performed and has features suggestive of MS (evidence of lesion).

Re-Authorization Criteria:

Patients with previous use ( =2 12 months) of Avonex must demonstrate 1 of the following clinical responses:
decrease in the frequency of relapses; slowing of disease progression; MRI lesions have diminished with therapy
or patient is stable on therapy.

Exclusion Criteria:
Albumin sensitivity (lyophilized vial formulation only); concurrent use of any of the following medications:
Interferon-beta therapy (Betaseron, Extavia, or Rebif); glatiramer acetate or mitoxantrone.
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