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Overview
Hyftor is indicated for the treatment of facial angiofibroma associated with tuberous sclerosis in adults and
pediatric patients 6 years of age and older.

Coverage Guidelines
Authorization may be granted for members new to the plan who are currently receiving treatment with Hyftor,
excluding when the product is obtained as samples or via manufacturer’s patient assistance programs
OR
Authorization may be granted if the member meets all following criteria and documentation has been
submitted:

1. The member has a diagnosis of facial angiofibroma associated with tuberous sclerosis

2. The member is > 6 years of age.

Continuation of Therapy
Reauthorization may be granted for members who have met the initial criteria and the physician has submitted
clinical documentation of clinical response.

Limitations
1. Initial approvals will be granted for 3 months
2. Reauthorization may be granted for 6 months
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