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STEP THERAPY CRITERIA 
BRAND NAME   
(generic) 
  REYVOW   
   (lasmiditan) 
 
Status: CVS Caremark Criteria          
Type: Initial Step Therapy with Quantity Limit;  
          Post Step Therapy Prior Authorization with Quantity Limit           

  
 
POLICY 
 
 
FDA-APPROVED INDICATIONS  
Reyvow is indicated for the acute treatment of migraine with or without aura in adults. 
 
Limitations of Use 
Reyvow is not indicated for the preventive treatment of migraine. 
 
 
INITIAL STEP THERAPY with QUANTITY LIMIT* 
*Include Rx and OTC products unless otherwise stated. 
 
If the patient has filled a prescription for at least a 30 day supply of TWO triptan 5-HT1 receptor agonists (include 
combinations) within the past 180 days under a prescription benefit administered by CVS Caremark, then the requested 
drug will be paid under that prescription benefit.** If the patient does not meet the initial step therapy criteria, then the 
claim will reject with a message indicating that a prior authorization (PA) is required. The prior authorization criteria would 
then be applied to requests submitted for evaluation to the PA unit. 
 
**If the patient meets the initial step therapy criteria, then the initial limit criteria will apply. If the patient is requesting more 
than the initial quantity limit the claim will reject with a message indicating that a PA is required. 
 
 

**INITIAL LIMIT CRITERIA 
Limits do not accumulate together, patient is allowed the maximum limit for each drug and strength. 
PLEASE NOTE: Since manufacturer package sizes may vary, it is the discretion of the dispensing pharmacy to fill 
quantities per package size up to these quantity limits. In such cases the filling limit and day supply may be less than 
what is indicated. 
 
Drug 1 Month Limit* 3 Month Limit* 

Reyvow 50 mg 4 tablets / 25 days 12 tablets / 75 days 

Reyvow 100 mg 8 tablets / 25 days 24 tablets / 75 days 

Reyvow 200 mg 4 tablets / 25 days 12 tablets / 75 days 

*The duration of 25 days is used for a 30-day fill period and 75 days is used for a 90-day fill period to allow time for refill processing. 
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COVERAGE CRITERIA 
The requested drug will be covered with prior authorization when the following criteria are met: 

• The requested drug is being prescribed for the acute treatment of migraine with or without aura in an adult patient 
AND 

• The patient has experienced an inadequate treatment response or an intolerance to TWO triptan 5-HT1 receptor 
agonists 
OR 

• The patient has a contraindication that would prohibit a trial of triptan 5-HT1 receptor agonists 
Current plan approved criteria cover up to: 
 4 tablets per month or 12 tablets per 3 months of Reyvow 50 mg 
 8 tablets per month or 24 tablets per 3 months of Reyvow 100 mg 
 4 tablets per month or 12 tablets per 3 months of Reyvow 200 mg 

 

AND 

• If additional quantities are being requested, medication overuse headache has been considered and ruled out  
AND 
o The patient is currently using migraine prophylactic therapy  

OR 
o The patient is unable to take migraine prophylactic therapy due to an inadequate treatment response, 

intolerance, or contraindication 
 Current plan approved criteria cover up to: 
 8 tablets per month or 24 tablets per 3 months of Reyvow 50 mg 
 16 tablets per month or 48 tablets per 3 months of Reyvow 100 mg 
 8 tablets per month or 24 tablets per 3 months of Reyvow 200 mg 
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