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FORTEOQ (Teriparatide)

Indications for Coverage

Primary Osteoporosis or Hypogonadal Osteoporosis - patient must have at least one of the following: history of
osteoporotic fractures, multiple risk factors for fractures or patient has failed or is intolerant to traditional
osteoporosis therapy

Exclusion Criteria

Duration of therapy in excess of 24 months; concurrent bisphosphonate therapy; Paget's disease; hypercalcemia;
open epiphyses; bone cancer or cancer that has metastasized to the bone; history of breast cancer; prior radiation
therapy involving the skeleton
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