
  
  

  
 

  
 

   
 

  
  

 
 

  
  

 
 

  
  

  
 

For  Medicare Advantage Part B: 
For other lines  of business:   
Please use commercial form. 
Note: Keytruda is non-preferred 
for select indications. 
The preferred product is 
Libtayo. See section G below. 

MEDICARE FORM 
Keytruda® (pembrolizumab) Injectable
Medication Precertification Request
Page 1 of 6 
(All fields must be completed and legible for precertification review.) 

Would you like to use electronic prior authorization? Consider using Availity, our electronic prior authorization 
portal. Learn more about Availity from the links in the table below. 

For phone or fax requests, refer to the table below for routing information. To determine which box to use, refer to 
the patient’s Aetna ID card. State specific special needs and Medicare-Medicaid Plans may be designated on the 
front of the ID card or in the website URL on the back of the card. If you don’t see your specific plan listed, call the 
number on the back of the member’s ID card to confirm routing information. 

For Aetna Medicare Advantage and Allina Health Aetna Medicare Members send request to: 
Phone: 1-866-503-0857 (TTY: 711)
Fax: 1-844-268-7263 
Availity: https://www.aetna.com/health-care-professionals/resource-center/availity.html 

For Aetna Medicare FIDE (HMO-DSNP) Virginia Dual Eligible Special Needs Plans send request to: 
Phone: 1-855-463-0933
Fax: 1-833-280-5224 
Availity:  https://www.aetnabetterhealth.com/virginia-hmosnp/providers/portal 

For Aetna Medicare FIDE (HMO-DSNP) New Jersey Dual Eligible Special Needs Plans send request to: 
Phone: 1-844-362-0934
Fax: 1-833-322-0034 
Availity: https://www.aetnabetterhealth.com/new-jersey-hmosnp/providers/portal.html 

For Aetna Medicare FIDE (HMO D-SNP) Illinois Dual Eligible Special Needs Plans send request to: 
Phone: 1-866-600-2139
FAX: 1-855-320-8445 
Availity: https://www.aetnabetterhealth.com/illinois/providers/portal 

For Aetna Medicare HIDE (HMO D-SNP) Michigan Dual Eligible Special Needs Plans send request to: 
Phone: 1-855-676-5772
Fax: 1-844-241-2495 
Availity: https://www.aetnabetterhealth.com/michigan/providers/portal.html 

GR-69035-3 (7-26) 

https://www.aetnabetterhealth.com/virginia-hmosnp/providers/portal
https://www.aetnabetterhealth.com/new-jersey-hmosnp/providers/portal.html
https://www.aetnabetterhealth.com/illinois/providers/portal
https://www.aetnabetterhealth.com/michigan/providers/portal.html
https://www.aetna.com/health-care-professionals/resource-center/availity.html
tel:18665030857
fax:18442687263
tel:18554630933
fax:18332805224
tel:18443620934
fax:18333220034
tel:18666002139
fax:18553208445
tel:18556765772
fax:18442412495
tel:711


  

 

 

 
  

 
 

  
   

 
 

  
 

 

             
    

       

  

 

    

             

 
   
   

    
      

    

            

      

 
     

   

    

 
   
    

  
    

 
    

       
       

      
   

    
   

    
    

                

   

  

     

        

   

   

   

 

  
 

  

  

   
  

 

For other lines of business: 
Please use commercial form. 
Note: Keytruda is non-preferred 
for select indications. 
The preferred product is

MEDICARE FORM 
Keytruda® (pembrolizumab) Injectable
Medication Precertification Request
Page 2 of 6 
(All fields must be completed and legible for precertification review.) Libtayo. See section G below. 

Please indicate: Start of treatment:  Start date / /  
Continuation of therapy,  Date of last treatment  / / 

Precertification Requested By: Phone: Fax: 
A. PATIENT INFORMATION
First Name: Last Name: DOB: 

Address: City: State: ZIP: 

Home Phone: Work Phone: Cell Phone: Email: 

Patient Current Weight: lbs  or kgs Patient Height: inches  or cms Allergies: 
B. INSURANCE INFORMATION
Aetna Member ID #: 
Group #: 
Insured: 

Does patient have other coverage? Yes  No 
If yes, provide ID#: Carrier Name: 
Insured: 

Medicare: Yes  No  If yes, provide ID #: Medicaid: Yes  No  If yes, provide ID #: 
C. PRESCRIBER INFORMATION
First Name: Last Name: (Check One): M.D. D.O. N.P. P.A. 

Address: City: State: ZIP: 
Phone: Fax: St Lic #: NPI #: DEA #: UPIN: 
Provider Email: Office Contact Name: Phone: 

Specialty (Check one): Oncologist Other: 
D. DISPENSING PROVIDER/ADMINISTRATION INFORMATION
Place of Administration: 

Self-administered Physician’s Office 
Outpatient Infusion Center Phone: 

Center Name: 
Home Infusion Center Phone: 

Agency Name: 
Address: 
City: State: ZIP: 
Phone: Fax: 
TIN: PIN: 
NPI: 

Dispensing Provider/Pharmacy:   Patient Selected choice  
Physician’s Office Retail Pharmacy 
Specialty Pharmacy Other: 

Name: 
Address: 
City: State: ZIP: 

Phone: Fax: 

TIN: PIN: 

NPI: 

E. PRODUCT INFORMATION
Request is for: Keytruda (pembrolizumab) HCPCS Code: 
F. DIAGNOSIS INFORMATION - Please indicate primary ICD code and specify any other where applicable.
Primary ICD Code: Secondary ICD Code: Other ICD Code: 
G. CLINICAL INFORMATION - Required clinical information must be completed in its entirety for all precertification requests.
For Initiation requests (clinical documentation required): 
Note: Keytruda  is non-preferred  for the following indications. The preferred product is  Libtayo: 
1) Unresectable, inoperable or metastatic (synchronous and metachronous) colon cancer for MMR/MSI-H or POLE/POLD1 tumors with ultra­

hypermutated phenotype (TMB>50 mut/Mb)
2) Metastatic (synchronous and metachronous) rectal cancer for MMR/MSI-H or POLE/POLD1 tumors with ultra-hypermutated phenotype

(TMB>50 mut/Mb),
3) Metastatic cutaneous squamous cell carcinoma or locally advanced cutaneous squamous cell carcinoma who are not candidates for curative

surgery or curative radiation
4) Locally advanced non-small cell lung cancer where patients are not candidates for surgical resection or definitive chemoradiation
5) Metastatic non-small cell lung cancer

Has the patient received a dose of Keytruda (pembrolizumab) through insurance within the last 365 days?Yes  No 
This does not include samples or doses administered without prior authorization. 
For colon cancer, rectal cancer, cutaneous squamous cell carcinoma and non-small cell lung cancer, has the patient had a documented 
inadequate response to Libtayo (cemiplimab-rwlc)? Medical records (e.g., chart notes) documenting an inadequate response to a trial of 
Libtayo (durvalumab) must be available upon request 

Yes 

When was the member’s inadequate response to Libtayo? 
Please describe the nature of the inadequate response to Libtayo 

 No

Continued on next page 
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MEDICARE FORM
Keytruda® (pembrolizumab) Injectable 
Medication Precertification Request 
Page 3 of 6
(All fields must be completed and legible for precertification review.) 

G. CLINICAL INFORMATION  (continued) – Required clinical information must be completed in its entirety for all precertification requests.
For Initiation requests continued (clinical documentation required):

For Medicare Advantage Part B: 
For other lines of business:  
Please use commercial form. 
Note: Keytruda is non-preferred 
for select indications.  
The preferred product is 
Libtayo. See section G below. 

Patient First Name Patient Last Name Patient Phone Patient DOB 

For colon cancer, rectal cancer, cutaneous squamous cell carcinoma and non-small cell lung cancer, has the patient had a documented 
intolerable adverse event to Libtayo (cemiplimab-rwlc)? Medical records (e.g., chart notes) documenting an intolerable adverse event to a trial 
of Libtayo (durvalumab) must be available upon request 

Yes 

When was the member’s intolerable adverse event to Libtayo? 
Please describe the nature of the intolerable adverse event to Libtayo 

No 

Please explain if there are any contraindications or other medical reason(s) that the patient cannot use Libtayo (cemiplimab-rwlc) for colon cancer, rectal cancer, 
cutaneous squamous cell carcinoma or non-small cell lung cancer. 

For All Requests (clinical documentation required for all requests): 
Please list all additional medications that will be used as part of this treatment regimen (This includes supportive care agents such as anti-emetics, growth factors, etc. 
A copy of the complete order may be submitted in lieu of listing out each treatment): 
Medication:  HCPCS Code: 
Medication: HCPCS Code: 
Medication: HCPCS Code: 

Medication HCPCS Code: 
Medication HCPCS Code: 
Medication HCPCS Code: 

Has the patient experienced disease progression while receiving another programmed death receptor-1 (PD-1) or programmed death ligand 1 
(PD-L1) inhibitor (e.g., Opdivo (nivolumab), Imfinzi (durvalumab))? 

Yes 

Is the requested drug prescribed as second-line or subsequent treatment for metastatic or unresectable melanoma?Yes 
Will the requested drug be used in combination with ipilimumab (Yervoy) following disease progression on 
single agent anti-PD-1 immunotherapy? 

Yes 

Is this request for initiation or continuation of treatment with the requested medication?
Initiation Continuation 

Yes No 

No 
No 

No 

If the patient has not experienced disease progression while receiving another programmed death receptor-1 (PD-1) or programmed death ligand 1 
(PD-L1) Inhibitor: 

Is the requested drug prescribed for a pediatric patient with tumor mutational burden-high (TMB-H) central nervous system cancer?Yes No 
Does the patient have a solid tumor that meets any of the following criteria Chart note(s) or test results confirming tumor mutational burden-high 
tumor status, microsatellite instability-high tumor status, or mismatch repair deficient tumor status must be submitted upon request.? 

Yes 

Please indicate the clinical setting in which the requested drug will be used: 
Unresectable disease  Metastatic disease Other, please identify and select the diagnosis from below: 

Has the patient experienced disease progression following prior treatment?Yes 

Are there other satisfactory alternative treatment options available for the patient?Yes 
If “Yes”, please select the diagnosis from below 

No 

No 
If “No”, please select the diagnosis from below 

No 

If “No”, please select the diagnosis from below 
Microsatellite instability-high (MSI-H) solid tumor Mismatch repair deficient (dMMR) solid tumor 
Tumor mutational burden-high (TMB-H) (≥10 mutations/megabase [mut/Mb]) solid tumor 

Anal carcinoma 
Anaplastic thyroid carcinoma 

Does the disease have tumor mutational burden-high tumors (greater than or equal to 10 mutations per megabase [mut/Mb]) or stage IVC disease?Yes No 
Chart note(s) or test results confirming tumor mutational burden-high status must be submitted upon request. 

Yes, the disease has tumor mutational burden-high (greater than or equal to 10 mutations per megabase) tumors 
Yes, stage IVC disease No 

Ampullary adenocarcinoma 
Will the requested drug be used as a single agent?Yes No 
Is the tumor microsatellite instability-high (MSI-H), mismatch repair deficient (dMMR) or tumor mutational burden (TMB) high 
(≥10 mutations/megabase (mut/Mb)) tumors? 

Yes No 

Chart note(s) or test results confirming microsatellite instability-high (MSI-H), mismatch repair deficient (dMMR), or tumor mutational 
burden-high tumor status must be submitted upon request. 

Continued on the next page 



For Medicare Advantage Part B:
For other lines of business: 
Please use commercial form. 
Note: Keytruda is non-preferred 
for select indications. 
The preferred product is

MEDICARE FORM 
Keytruda® (pembrolizumab) Injectable
Medication Precertification Request
Page 4 of 6 
(All fields must be completed and legible for precertification review.) Libtayo. See section G below. 

 

Patient First Name  Patient Last Name  Patient Phone  Patient DOB  

Breast Cancer  
Please indicate the clinical setting in which the requested medication will be used: 

 The patient had no response to preoperative systemic therapy  recurrent unresectable disease  Disease with metastatic tumors 
Has the disease progressed following prior treatment? Yes  No 
Are there other satisfactory alternative treatment options available for the patient?  Yes  No 

Does the patient have a tumor that meets any of the following criteria? Chart note(s) or test results confirming microsatellite instability-high (MSI-H), 
mismatch repair deficient (dMMR), or tumor mutational burden-high tumor status must be submitted upon request.

 Microsatellite instability-high (MSI-H) tumor  Mismatch repair deficient (dMMR) tumor
 Tumor mutational burden-high (TMB-H) (≥10 mutations/megabase) tumor  None of the above 
Triple-negative breast cancer 

Is the diagnosis confirmed by cancer cells testing negative for ALL of the following receptors? Chart note(s) or test results confirming cancer cells 
are negative for human epidermal growth factor receptor 2 (HER-2), estrogen, and progesterone receptors must be submitted upon request. 
• Human epidermal growth factor receptor 2 (HER-2)
• Estrogen
• Progesterone

Will the requested drug be used in combination with chemotherapy? Yes  No 
Will the requested drug be used as continued adjuvant therapy after surgery, as a single agent?  Yes  No 

Other clinical setting 
Central nervous system brain metastases in patients with melanoma or non-small cell lung cancer 
Cervical cancer
 Classical Hodgkin lymphoma 
Colorectal cancer (including appendiceal carcinoma) 

Is the tumor microsatellite instability-high (MSI-H), mismatch repair deficient (dMMR), or polymerase epsilon/delta (POLE/POLD1)?  Yes  No 
Chart note(s) or test results confirming microsatellite instability-high, mismatch repair deficient, or polymerase epsilon/delta tumor status 
must be submitted upon request. 
Please indicate the clinical setting in which the requested drug will be used:

 Inoperable disease  Metastatic disease   Advanced disease   Other 
Cutaneous melanoma 

Please indicate the requested drug regimen:  Single agent  In combination with ipilimumab  Other 
Please indicate the clinical setting in which the requested drug will be used:

 Adjuvant treatment  Unresectable disease  Metastatic disease Recurrent disease  Other 
Cutaneous squamous cell carcinoma 

Is the disease curable by surgery or radiation?  Yes  No 
Endometrial carcinoma
 Epithelial ovarian cancer, fallopian tube cancer, primary peritoneal cancer
 Esophageal cancer and Esophagogastric Junction Cancer 
Extranodal NK/T-Cell Lymphoma 
Follicular, Oncocytic (hürthle cell), or papillary thyroid carcinoma 

Does the disease have microsatellite instability-high (MSI-H), mismatch repair deficient (dMMR), or tumor mutational burden-high 
(greater than or equal to 10 mutations per megabase) tumors? Chart note(s) or test results confirming microsatellite instability-high 
(MSI-H), mismatch repair deficient (dMMR), or tumor mutational burden-high tumor status must be submitted upon request. 

 Yes  No 

Gastric cancer
 Gestational trophoblastic neoplasia 
Head and neck cancer 
Biliary tract cancers (including gallbladder cancer, intrahepatic/extrahepatic cholangiocarcinoma) 
Hepatocellular carcinoma (HCC) 
Kaposi sarcoma 

Please indicate the type:  Endemic Kaposi sarcoma Classic Kaposi sarcoma  Other 
Will the requested drug be used as a single agent?  Yes  No 

Please indicate the place in therapy in which the requested drug will be used: First-line treatment  Subsequent treatment 
Please indicate the clinical setting in which the requested drug will be used:  Relapsed/refractory disease   Other 

Medullary thyroid carcinoma 
Does the disease have microsatellite instability-high (MSI-H), mismatch repair deficient (dMMR), or tumor mutational burden-high 
(greater than or equal to 10 mutations per megabase) tumors? Chart note(s) or test results confirming microsatellite instability-high 
(MSI-H), mismatch repair deficient (dMMR), or tumor mutational burden-high tumor status must be submitted upon request. 

 Yes  No 

Merkel cell carcinoma 
Neuroendocrine and Adrenal Tumors (adrenocortical carcinoma) 

Continued on next page 
GR-69035-3 (7-26) 

 

G. CLINICAL INFORMATION  (continued) – Required clinical information must be completed in its entirety for all precertification requests.
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MEDICARE FORM 
Keytruda® (pembrolizumab) Injectable 
Medication Precertification Request 
Page 5 of 6
(All fields must be completed and legible for precertification review.) 

For Medicare Advantage Part B: 
For other lines of business:  
Please use commercial form. 
Note: Keytruda is non-preferred 
for select indications.  
The preferred product is 
Libtayo. See section G below. 

Patient First Name Patient Last Name Patient Phone Patient DOB  

G. CLINICAL INFORMATION  (continued) – Required clinical information must be completed in its entirety for all precertification requests.
 Non-small cell lung cancer (NSCLC) 

Please indicate the clinical setting in which the requested drug will be used: 
 Recurrent disease    Advanced disease    Metastatic disease 
 Adjuvant treatment following resection and platinum-based chemotherapy (e.g., cisplatin, carboplatin)   
 Neoadjuvant treatment when used in combination with platinum-based chemotherapy, and then continued as single agent adjuvant therapy after surgery
 Other 

 Occult primary cancer 
Does the patient have a tumor that meets any of the following criteria? Chart note(s) or test results confirming microsatellite instability-high (MSI-H), 
mismatch repair deficient (dMMR), or tumor mutational burden-high tumor status must be submitted upon request. 

 Microsatellite instability-high (MSI-H) tumor    Mismatch repair deficient (dMMR) tumor 
 Tumor mutational burden-high (TMB-H) (≥10 mutations/megabase)    None of the above 

 Biliary tract cancers (including gallbladder cancer, intrahepatic/extrahepatic cholangiocarcinoma) 
 Hepatocellular carcinoma (HCC) 
 Kaposi sarcoma 

Please indicate the type:  Endemic Kaposi sarcoma    Classic Kaposi sarcoma    Other 
       Will the requested drug be used as a single agent? Yes No 

Please indicate the place in therapy in which the requested drug will be used:  First-line treatment  Subsequent treatment 
Please indicate the clinical setting in which the requested drug will be used:  Relapsed/refractory disease    Other 

Medullary thyroid carcinoma  
       Does the disease have microsatellite instability-high (MSI-H), mismatch repair deficient (dMMR), or tumor mutational burden-high (greater 

than or equal to 10 mutations per megabase) tumors? Chart note(s) or test results confirming microsatellite instability-high (MSI-H), 
mismatch repair deficient (dMMR), or tumor mutational burden-high tumor status must be submitted upon request. 

Yes No 

 Merkel cell carcinoma 
Neuroendocrine and Adrenal Tumors (adrenocortical carcinoma) 

 Non-small cell lung cancer (NSCLC)  
Please indicate the clinical setting in which the requested drug will be used: 

 Recurrent disease    Advanced disease    Metastatic disease 
 Adjuvant treatment following resection and platinum-based chemotherapy (e.g., cisplatin, carboplatin) 
 Neoadjuvant treatment when used in combination with platinum-based chemotherapy, and then continued as single agent adjuvant therapy after surgery
 Other 

 Occult primary cancer 
Does the patient have a tumor that meets any of the following criteria? Chart note(s) or test results confirming microsatellite instability-high (MSI-H), 
mismatch repair deficient (dMMR), or tumor mutational burden-high tumor status must be submitted upon request. 

 Microsatellite instability-high (MSI-H) tumor    Mismatch repair deficient (dMMR) tumor 
 Tumor mutational burden-high (TMB-H) (≥10 mutations/megabase) tumor    None of the above 

 Pancreatic adenocarcinoma  
 Pediatric Diffuse High-Grade Gliomas  

      Is the tumor hypermutant? Yes No 
Primary Cutaneous Lymphomas 
Please indicate which of the following applies to the patient: 

 Mycosis Fungoides/Sezary syndrome    Anaplastic Large Cell Lymphoma (ALCL) 
 Primary mediastinal large B-cell lymphoma (PMBCL) 
 Prostate cancer 
 Renal cell carcinoma 
 Small Bowel Adenocarcinoma 

Please indicate the clinical setting in which the requested drug will be used:  Advanced disease    Metastatic disease    Other 
     Is the tumor microsatellite instability-high (MSI-H), mismatch repair deficient (dMMR), or polymerase epsilon/delta (POLE/POLD1)?  Yes  No 

Chart note(s) or test results confirming microsatellite instability-high, mismatch repair deficient, or polymerase epsilon/delta tumor status 
must be submitted upon request. 

 Small cell lung cancer 
 Soft Tissue Sarcomas 

       Will the requested drug be used as a single agent? Yes No 
Does the member have any of the following types of soft tissue sarcoma?  

 Alveolar soft part sarcoma (ASPS)    Myxofibrosarcoma  Undifferentiated pleomorphic sarcoma (UPS) 
 Cutaneous angiosarcoma    Undifferentiated sarcoma  No 

Continued on next page



For Medicare Advantage Part B:
For other lines of business: 
Please use commercial form. 
Note: Keytruda is non-preferred 
for select indications. 
The preferred product is

MEDICARE FORM 
Keytruda® (pembrolizumab) Injectable
Medication Precertification Request
Page 6 of 6 
(All fields must be completed and legible for precertification review.) Libtayo. See section G below. 

/ / 

/ / 

Patient First Name  Patient Last Name  Patient Phone  Patient DOB  

Testicular cancer  
Thymomas and Thymic carcinoma  
Urothelial carcinoma (including bladder cancer, upper genitourinary tract tumors, urothelial carcinoma of prostate, primary carcinoma of the urethra)  
Uveal melanoma 
Vulvar cancer  
Testicular cancer  
Thymomas and Thymic carcinoma  
Urothelial carcinoma (including bladder cancer, upper genitourinary tract tumors, urothelial carcinoma of prostate, primary carcinoma of the urethra)  
Uveal melanoma 
Vulvar cancer  
Bone cancer (including chondrosarcoma, chordoma, Ewing  Sarcoma, and osteosarcoma)  
Chronic lymphocytic leukemia/small lymphocytic lymphoma  
Penile cancer 
Uterine sarcoma 

Does the disease have tumor mutational burden-high tumors (greater than or equal to 10 mutations per megabase)?  Yes  No 
Chart note(s) or test results confirming tumor mutational burden-high tumor status must be submitted upon request. 

Vaginal cancer  
Mesothelioma 

Will the requested drug be used for malignant pleural mesothelioma?  Yes  No 
What is the place in therapy in which the requested drug will be used? First-line treatment  Subsequent treatment  
What is the clinical setting in which the requested drug will be used?  Unresectable advanced disease  Metastatic disease  Other 

Will the requested drug be used in combination with pemetrexed and platinum chemotherapy (e.g., cisplatin, carboplatin)?   Yes  No 
Other 

For Continuation Requests (clinical documentation required for all requests):  
Please indicate the start date of the requested drug therapy: 
How many months of treatment has the patient received with a requested drug?  

Has the requested drug been effective in treating this patient’s diagnosis or condition?  Yes  No 
For Renal cell carcinoma or  non-small cell lung cancer (NSCLC) 

Is the request for the adjuvant treatment of renal cell carcinoma or non-small cell  lung cancer?  Yes  No 
For Triple-negative breast cancer, high-risk early-stage disease 

Is the request for the adjuvant treatment of high-risk early-stage triple-negative breast cancer?   Yes  No 
For cutaneous  melanoma 

Is the requested drug prescribed for the adjuvant treatment of melanoma?   Yes  No 
H. ACKNOWLWEDGEMENT

Request Completed By (Signature Required): Date: 

Any person who knowingly files a request for  authorization of coverage of a medical procedure or service with the intent to injure, defraud or deceive  
any insurance company by providing materially false information or conceals material information for the purpose of misleading, commits a fraudulent  
insurance act, which is a crime and subjects such person to criminal and civil penalties.  

The plan may request additional information or clarification, if needed, to evaluate requests.  

GR-69035-3 (7-26) 

 

G. CLINICAL INFORMATION  (continued) – Required clinical information must be completed in its entirety for all precertification requests.
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