


1. The member has a relevant diagnosis for which the drug treatment and/or other
therapy may be indicated AND

2. Conventional treatments and therapies have been utilized and failed with no other
alternative conventional therapies available AND

3. The risks and benefits are considered reasonable by the treating physicians AND
4. The drugs or technology and the clinical trials meet all standard, commonly

accepted review board criteria AND
5. All other policies required for such treatment as defined by state and federal

regulatory bodies including CMS, pertinent state department of insurance and
department of Medicaid policy are met.

If there is no LCD or NCD present reference the CSMG Policy for coverage. 

D. REVIEW / REVISION HISTORY
Date Issued:  8/19/2004 
Date Revised:  7/2007, 7/2009 
Date Reviewed:  7/1/2009, 7/1/2011, 7/2012, 7/2013, 7/2014 

E. REFERENCES
1. Member Handbook, Member’s Rights and Responsibilities Policy and Provider

Manual

The Medical Policy Statement detailed above has received due consideration as defined in 
the Medical Policy Statement Policy and is approved. 
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