
Government of District of Columbia Pharmacy Program 
Lyfgenia (lovotibeglogene autotemcel) 
Initial Prior Authorization Request 
Request Date:  

SUBMIT TO Comagine Health DHCF DC Medicaid: 
https://comagine.org/program/dc-medicaid-um  Revision Date: 05/05/2026 

RECIPIENT INFORMATION 

Recipient Medicaid ID: 

Date of Birth:  

Recipient Last Name:  

Recipient First Name:  Middle Initial: 

PRESCRIBER INFORMATION 

Prescriber Last Name:  

Prescriber First Name:  

Prescriber Phone:  

Prescriber Fax:  

Prescriber DEA Number: 

Prescriber NPI Number:  

Prescriber Specialty:  

PHARMACY INFORMATION 

Pharmacy Name:  

Pharmacy Phone:  

Pharmacy Fax:  

Pharmacy NPI Number:  

Refer to FDA www.fda.gov for prescribing details and approved indications. 

INFORMATION REQUIRED FOR PRIOR AUTHORIZATION APPROVAL 

1. Will the recipient be 12 years of age at the expected time of gene therapy administration?
 Yes  No 

2. Does the recipient have a confirmed diagnosis of sickle-cell disease via genetic testing?
 Yes  No 

3. Has the recipient had a failure or intolerance to hydroxyurea (HU) (defined as being unable to
take hydroxyurea per health care professional judgement) at any point in the past?

 Yes  No 

http://www.fda.gov/
https://comagine.org/program/dc-medicaid-um
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4. Is the recipient currently receiving chronic transfusion therapy for recurrent severe vaso-occlusive 
events (VOEs)?  

 Yes   No 

If No, has the recipient experienced four or more VOEs in previous 24 months as determined by 
the treating clinician? 

 Yes   No 

5. Is the recipient clinically stable and fit for transplantation? 
 Yes   No 

Duration of approval: 12 months – allow 1 dose per lifetime 

The following must be true and stated on the request: 
• The recipient does not have advanced liver disease; AND 
• The recipient has not tested positive for human immunodeficiency virus (HIV) infection; AND 
• The recipient does not have inadequate bone marrow function, as defined by an absolute 

neutrophil count of less than 1000/µL (< 500/µL for subjects on HU treatment) or a platelet count 
of less than 100,000/µL; AND  

• The recipient does not have prior or current malignancy or immunodeficiency disorder, except 
previously treated, non-life threatening, cured tumors such as squamous cell carcinoma of the 
skin; AND  

• The recipient does not have an immediate family member with a known or suspected familial 
cancer syndrome; AND 

• The recipient is not pregnant or breastfeeding; AND 
• The recipient is eligible to receive hematopoietic stem cell (HSC) transplantation; AND 
• The recipient does not have a clinically significant and active bacterial, viral, fungal, or parasitic 

infection. 

By submitting the authorization request, the prescriber attests to the following:  
• The prescribing information for the requested medication has been thoroughly reviewed, including 

any Black Box Warning, Risk Evaluation and Mitigation Strategy (REMS), contraindications, 
minimum age requirements, recommended dosing, and prior treatment requirements; AND  

• All laboratory testing and clinical monitoring recommended in the prescribing information have 
been completed as of the date of the request and will be repeated as recommended; AND 

• The recipient has no concomitant drug therapies or disease states that limit the use of the 
requested medication and will not be receiving the requested medication in combination with any 
other medication that is contraindicated or not recommended per FDA labeling. 
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I certify that the above information is correct and accurate to the best of my knowledge and 
that the form is complete (please sign and date). I understand that I may be subject to civil 
penalties or criminal prosecutions for any falsification, omission, or concealment of any 
material fact contained herein. 

Attestation: I certify that the information provided is accurate and complete to the best of my 
knowledge, and I understand the Health Plan, insurer, or its designees may request additional 
medical information necessary to verify the accuracy of information reported, and that any 
falsification, omission, or concealment of material fact may subject me to civil or criminal liability.  

Prescriber’s Signature:   Date:   
Submit completed PA request, letter of medical necessity, lab test results, and member 
education and commitment to treatment form to Comagine Health DHCF DC Medicaid: 
https://comagine.org/program/dc-medicaid-um. 

https://comagine.org/program/dc-medicaid-um
https://comagine.org/program/dc-medicaid-um
https://comagine.org/program/dc-medicaid-um

	Member Information
	Prescriber Information
	PharMacy Information
	Information Required for Prior Authorization Approval




Accessibility Report





		Filename: 

		DC_Lyfgnia_PA_Form.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 1



		Passed manually: 0



		Failed manually: 0



		Skipped: 3



		Passed: 28



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Skipped		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Skipped		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Needs manual check		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

	Reset_Button: 
	Print_Form: 
	Request_Date: 
	PATIENTS MEDICAID ID NUMBER: 
	PATIENTS DATE OF BIRTH: 
	Patient_Middle_Initial: 
	PRESCRIBER_LAST_NAME: 
	PRESCRIBER_FIRST_NAME: 
	Prescriber_Phone: 
	Prescriber_Fax: 
	Prescriber_DEA: 
	Prescriber_NPI: 
	Specialty: 
	PHARMACY_NAME: 
	Pharmacy_Phone: 
	Pharmacy_Fax: 
	Pharmacy_NPI: 
	Q1: Off
	Q2: Off
	Q3: Off
	Patient_Last_Name: 
	PATIENTS_FIRST_NAME: 
	Q5: Off
	Signature Date: 
	Q4a: Off
	Q4b: Off


