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INTRAVENOUS IMMUNOGLOBULIN (IVIG)

Coverage Criteria / Required Medical Information

PID: history of infections with nonsustained response to antimicrobial therapy and evidence of failed antibody
development to established norms for vaccine stimulation.

CIDP: presence of objective findings consistent with diagnosis. Diagnosis by a neurologist.

B-Cell CLL: history of recurrent bacterial infections.

Exclusion Criteria

IgA deficiency with antibody formation. Intolerance to any of the components of immune globulin. Presence of risk
factor for acute renal failure, unless the patient will receive IGIV products at the minimum concentration available
and at the minimum rate of infusion practicable.

Billable to Part B if patient is in home setting.
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