
 

Leqvio  
(inclisiran) 

 

PHYSICIAN INFORMATION PATIENT INFORMATION 

* Physician Name:       *Due to privacy regulations we will not be able to respond via fax 
with the outcome of our review unless all asterisked (*) items on this 
form are completed.* Specialty:       * DEA, NPI or TIN:       

Office Contact Person:        * Patient Name:        

Office Phone:       * Cigna ID:        * Date of Birth:        

Office Fax:       * Patient Street Address:       

Office Street Address:       City:       State:       Zip:       

City:       State:       Zip:       Patient Phone:        

Urgency: 
 Standard     Urgent (In checking this box, I attest to the fact that applying the standard review time frame may 

      seriously jeopardize the customer’s l ife, health, or ability to regain maximum function) 

Medication requested:  
 Leqvio 284 mg/1.5 mL syringe   other (please specify):       

 
ICD10:       
 
Directions for use:   Quantity:          
      

Where will this medication be obtained? 
 Physician’s off ice stock                                                                                              
 Retail Pharmacy:       
 Home Health / Home Infusion vendor (name): 

     CPT Code(s):_______________________________________ 
 

 
 Other (please specify):       

Facility and/or doctor dispensing and administering medication: 
Facility Name:         State:         Tax ID#:       
Address (City, State, Zip Code):       
Is the requested medication for a chronic or long –term condition for w hich the prescription medication may be necessary for the life of 
the patient?              Yes  No 
Diagnosis: 

 Atherosclerotic Cardiovascular Disease (ASCVD) 
 Heterozygous Familial Hypercholesterolemia (HeFH)   
 other (please specify):       

Clinical Information: 
Is this a new  start or continuation of therapy?   

 NEW START of therapy   
 CONTINUA TION of therapy   

 
(if  continued therapy) Has your patient had a beneficial response to this drug (for example, demonstrated reduction of LDL-
C)?                Yes  No 

(if  no) Please provide support for continued use in your patient.       
 
 
 
 
 
 

 
 
 

 
Fax completed form to: (855) 840-1678 
If this is an URGENT request, please call 
(800) 882-4462 (800.88.CIGNA) 



(if  ASCVD) Does the patient have documentation of at least ONE of the follow ing conditions or diagnoses? 
 A previous myocardial infarction or a history of an acute coronary syndrome 
 Angina (stable or unstable)  
 A past history of stroke or transient ischemic attack 
 Peripheral arterial disease (PAD) of atherosclerotic origin 
 Individual has undergone a coronary or other arterial revascularization procedure in the past (for example, coronary artery bypass 

graft surgery, percutaneous coronary intervention, angioplasty, and coronary stent procedures  
 MORE THAN ONE of the above 
 None of the above/other 

 
Please list all of the patient's relevant conditions or diagnoses.         
 
(if  HeFH) Does the patient have an untreated low -density lipoprotein cholesterol (LDL-C) of at least 190 mg/dL or higher  (prior to 
treatment w ith antihyperlipidemic agents)?          Yes  No 
 
(if  HeFH) Does the patient have genetic confirmation of HeFH by mutations in the low -density lipoprotein receptor, apolipoprotein B, 
proprotein convertase subtilisin kexin type 9, or low -density lipoprotein receptor adaptor protein 1 gene?                       Yes  No                                                                    
(if  HeFH) Did the prescriber use the Dutch Lipid Netw ork criteria to diagnose HeFH?                                         Yes  No   
 (if  HeFH, if  yes) Did the patient have a score greater than 5?                                  Yes  No 
(if  HeFH) Did the prescriber use the Simon Broome criteria to diagnose HeFH?       Yes  No 
 (if  HeFH, if  yes) Did the patient meet the threshold for “definite” or “possible (or probable)” familial hypercholesterolemia? 
              Yes  No 
Will the patient be on a diet w hile using this drug?              Yes  No 
Will the patient use this drug along w ith maximally tolerated statin therapy?        Yes  No  
Is statin therapy contraindicated in this patient?         Yes  No 
Does the patient have an intolerance to statin therapy?         Yes  No 
Did the patient have a documented trial of ONE high-intensity statin therapy [for example, atorvastatin 40 mg daily or higher; 
rosuvastatin tablets 20 mg daily or higher (as a single-entity or as a combination product)] for at least 8 continuous w eeks? 
              Yes  No 
After this treatment, w as the patient's low -density lipoprotein cholesterol level 70 mg/dL or higher?    Yes  No 
Is this drug being prescribed by, or in consultation w ith, a cardiologist; an endocrinologist; or a physician w ho focuses in the treatment 
of cardiovascular (CV) risk management and/or lipid disorders?        Yes  No 
 
The covered alternative is Repatha (may need prior auth). If  your patient has tried this drug, please provide drug strength, date(s) taken 
and for how  long, and w hat the documented results w ere of taking this drug, including any intolerances or adverse reactions your 
patient experienced. If your patient has NOT tried this drug, please provide details w hy your patient can't try this alternative.         
 
 
 
 
Per the information provided above, w hich of the follow ing is true for your patient in regards to the covered alternative? 

 The patient tried the alternative, but it didn't w ork w ell enough.  
 The patient is able to try the alternative, but has not done so yet. 
 The patient tried the alternative, but they did not tolerate it. 
 The patient cannot try the alternative because of a contraindication to this drug. 
 Other  

 
Will your patient be treated w ith Repatha or Praluent w hile receiving Leqvio?      Yes  No 
 
 

Additional Pertinent Information: (please include labs, pertinent patient history, etc):  
 
 
 
 
 
 

Attestation: I attest the information provided is true and accurate to the best of my know ledge. I understand that the Health Plan or 
insurer its designees may perform a routine audit and request the medical information necessary to verify the accuracy of the 

information reported on this form.  
Prescriber Signature:___________________________________________________  Date:_____________________  
Save Time! Submit Online at: www.covermymeds.com/main/prior-authorization-forms/cigna/ or via SureScripts in your EHR. 

Our standard response time for prescription drug coverage requests is 5 business days. If your request is urgent, it is important that 
you call us to expedite the request. View our Prescription Drug List and Coverage Policies online at cigna.com. 

V102622 
“Cigna" is a registered service mark, and the “Tree of Life” logo is a service mark, of Cigna Intellectual 
Property, Inc., licensed for use by Cigna Corporation and its operating subsidiaries. All products and 
services are provided by or through such operating subsidiaries and not by Cigna Corporation. Such 
operating subsidiaries include, for example, Cigna Health and Life Insurance Company and Cigna Health 
Management, Inc.  Address: Cigna Pharmacy Services, PO Box 42005, Phoenix AZ 85080-2005 
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