






Effective June 1, 2016 
 

UNIVERSITY OF MICHIGAN – GROWTH HORMONE (somatropin) – PEDIATRIC REQUESTS 

Some of the information needed to make a determination for coverage is not specifically requested on 

the Michigan Prior Authorization Request Form for Prescription Drugs.  To avoid delays in reviewing your 

request, please make sure to include all of the following information.  

Please provide information below for pediatric patients less than 18 years of age.  Otherwise, please 

refer to the form for adult requests. 

Serostim and Zorbtive have unique approval criteria.  Please refer to the forms specific to those 

products for drug specific information requirements. 

YOU MUST ALSO ANSWER ALL QUESTIONS RELATED TO YOUR PATIENT'S CONDITION 

INTIAL REQUEST (NOT PREVIOUSLY ON GH, ALL DX EXCEPT SMALL FOR GESTATIONAL AGE, SKIP TO 

QUESTION 9 ) 

1. Is the patient between age 2 and 18 years and have a diagnosis of: (circle patient’s Dx)? 

 Turner’s syndrome (ICD 758.6) 

 Prader-Willi Syndrome (ICD 759.81) 

 Chronic renal insufficiency or failure (ICD 585 & 586) 

 Pediatric human growth hormone deficiency (ICD 253.2 or 253.3) 

Y N 

2. How many centimeters has this patient grown during the past year?                                                    cm = 
  

3. Does the patient have a height that is more than 2.5 standard deviations below the mean for normal children of the 
same age? (less than the 5th percentile for age)   

Y N 

4. Does the patient have a height more than 1.5 standard deviations below the mid-parental height?  
Y N 

5. Does the patient have a poor growth velocity (cm/year) and have delayed bone age?   
Y N 

6. Are epiphyses OPEN as confirmed by wrist film or other evaluation?  (If Dx is Turners or Prader-Willi Syndrome, stop 
here, otherwise continue) 

Y N 

7. Has the patient failed at least two growth hormone (GH) stimulation tests? (A failure is generally defined as a peak 
serum growth hormone value of less than 10 mcg/L after GH stimulation.)  

Y N 

8. Has the patient been evaluated for other causes of growth failure (i.e. thyroid deficiency)?  
Y N 

SMALL FOR GESTATIONAL AGE (SGA) (ANSWER QUESTIONS 9 & 10) 

9. Is the patient 2 years of age or older AND at birth was more than 2 standard deviations below normal for height and 
weight?   

Y N 

10. Has the patient failed to demonstrate catch-up growth and remains more than 2 standard deviations below the mean 
for current age?  

Y N 

RENEWAL (ALL DX) (ANSWER QUESTIONS 11 THRU 14) 

11. Has the patient been on at least 6 months of GH therapy for one of the Dx listed in question 1? (If no answer questions 
1 thru 8) 

Y N 

12. Are epiphyses OPEN as confirmed by wrist film or other evaluation? 
Y N 

13. Has the patient’s height increased, over baseline, in the past 6 months? 
Y N 

14. Has the patients growth velocity improved (since initiation of therapy) during the previous 6 months or is the patient 
being switched from Geref to GH because of less than optimal results? 

Y N 
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