*\mWIN S & Date of Request:

Sterling Retiree Rx Prior Authorization Form

LETAIRIS (Ambrisentan)

Coverage Criteria / Required Medical Information
Diagnosis of Pulmonary Arterial Hypertension (PAH), (WHO Group 1). NYHA class Il or Il symptoms. PAH been
confirmed by right heart catheterization. If patient is an infant, PAH diagnosed by Doppler echocardiogram.

For women of childbearing potential: 1UD or two appropriate contraceptive methods.

Exclusion Criteria:
AST/ALT level > 3 times ULN; pregnancy for females
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