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COVERAGE REQUIREMENTS

DRUG NAME Injectable somatostatin analogs (First generation):
Sandostatin (octreotide), Sandostatin LAR (octreotide),
Somatuline depot (lanreotide), Bynfezia Pen (octreotide)

BILLING CODE J2354/ 32353/ J1930/NDC

BENEFIT TYPE Medical, except Bynfezia is a pharmacy benefit

SITE OF SERVICE ALLOWED Office/Outpatient/Home
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If member meets all the requirements listed above, the medication will be approved for 6 months.

For reauthorization :
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