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Coverage Criteria

All FDA-approved indications not otherwise excluded from Part D, recalcitrant or very severe disfiguring or disabling
infections caused by pityriasis versicolor, tinea corporis, tineas crutis, or tinea pedis that is unresponsive to
griseofulvin or topical antifungals, severe fungal infections caused by Blastomycosis, Histoplasmosis, Aspergillosis
(prophylaxis), Basidiobolomycosis, Chromomycosis, Coccidioidomycosis, Cryptococcosis, Cryptococcal Meningitis
(treatment or suppression), Chronic Mucocutaneous Candidiasis, Histoplasmosis suppression in
immunocompromised patients, Leishmaniasis (cutaneous treatment), Paracoccidioidomycosis, Paronychia,
Penicillium marneffei in adults, Fungal pneumonia and septicemia treatment, Sporotrichosis disseminated
(treatment), Tinea manuum, Vulvovaginal Candidiasis coverage duration: Onychomycosis-2 months fingernails, 3
months toenails, all others uses 6 months

Required Medical Information

LFTs; fungal diagnostic test (e.g., KOH preparation, fungal culture, or nail biopsy)

Exclusion Criteria

Congestive heart failure, history of congestive heart failure, evidence of left ventricular dysfunction.
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