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Sterling Retiree Rx Prior Authorization Form

CIMZIA (Certolizumab Pegol)

Coverage Criteria / Required Medical Information

Prescriber must be Gastroenterologist or Rheumatologist, as appropriate.
Crohn’s - trial/failure or contraindication/intolerance to at least one oral corticosteroid and Humira.

Rheumatoid Arthritis - At least 8-week maximum tolerated dose trial/failure or contraindication/intolerance to at

least one nonbiologic DMARD and trial/failure of either Enbrel or Humira.

Patient must be screened for latent TB and assessed for Hep B risk and, if appropriate, be treated.

Exclusion Criteria
Patients are excluded if they have an active infection (including TB).
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