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Horizon NJ Health 

Ivacaftor (Kalydeco) – Medical Necessity Request 

 

 

1. What is the diagnosis? 

□ Cystic Fibrosis 

  a. What is the member’s confirmed mutation? 

   □ G551D 

   □ Other: _____________________________ 

 

□ Other: ______________________________________________________________________ 

 

 

 

 

 

 

 

 

 

         

  

 

 

 


