MEDICATION POLICY:

CAMZYOS® V7 Ventegra’

Generic Name: Mavacamten Preferred: N/A

Applicable Drugs: Camzyos® Non-preferred: N/A

Applicable Drugs (if Therapeutic Class): Date of Origin: 8/29/2022
Cardiovascular Agents Date Last Reviewed / Revised: 4/4/2025

PRIOR AUTHORIZATION CRITERIA

(May be considered medically necessary when criteria | through Ill are met)

I.  Documented diagnosis of the following condition AND must meet criteria listed under
applicable diagnosis:

A. Symptomatic New York Heart Association (NYHA) class II-lll obstructive hypertrophic
cardiomyopathy AND criteria 1 through 3 are met:

1. Documentation of a left ventricular ejection fraction (LVEF) = 55%.

2. Documentation of a peak left ventricular outflow tract (LVOT) gradient = 50
mmHg aft rest or with provocation.

3. Documented freatment failure, intolerance to, or contraindication to at least
two of the following therapies, including:

1. Non-vasodilating beta blocker

a. Maximally titrated dose where physiologic evidence noted (heart
rate suppression)

2. Non-dihydropyridine calcium channel blocker
3. Disopyramide

a. Must be used in combination with AV nodal blocking medications
ie beta blockers, verapamil, or diltiazem

Il.  Minimum age requirement: 18 years old.

. Prescribed by or in consultation with a cardiologist.

EXCLUSION CRITERIA

e Concomitant use of disopyramide or ranolazine
¢ Concomitant use with both beta blocker and non-dihydropyridine calcium channel blocker
e Concomitant use of moderate to strong CYP2C19 inhibitors or inducers

e Concomitant use of strong CYP3A4 inhibitors or inducers.

OTHER CRITERIA
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MEDICATION POLICY:

CAMZYOS® V7 Ventegra’

Camzyos® is only available through a restricted program called the Camzyos® REMS Program
because of the risk of heart failure due to systolic dysfunction.

Interrupt treatment with Camzyos® if LVEF goes below 50% at any time.

QUANTITY / DAYS SUPPLY RESTRICTIONS

2.5 mg, 5 mg, 10 mg, and 15 mg capsules.
Quantity limit of 30 capsules per 30 days.

APPROVAL LENGTH

Avuthorization: 12 months.

Re-Avuthorization: 1 year: An updated letter of medical necessity or progress notes showing
current medical necessity criteria are met, that the medication is effective, and LVEF remains >
50%.

APPENDIX
N/A
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DISCLAIMER: Medication Policies are developed to help ensure safe, effective and appropriate use of selected
medications. They offer a guide fo coverage and are not infended to dictate to providers how to practice medicine. Refer
to Plan for individual adoption of specific Medication Policies. Providers are expected to exercise their medical judgement
in providing the most appropriate care for their patients.
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