
A
n 

In
d

ep
en

de
nt

 M
em

b
er

 o
f t

he
 B

lu
e 

Sh
ie

ld
 A

ss
oc

ia
tio

n 

 

Veltassa- Commercial 
BSC Medication Policy to Determine Medical Necessity                                                            
Reviewed by P&T Committee    blueshieldca.com 

patiromer (VELTASSA) 

 
Diagnosis Considered for Coverage: 

• Hyperkalemia (high potassium) 
 

Coverage Criteria: 
 
For diagnosis listed above:  

• Inadequate response, intolerable side effect, or contraindication to Lokelma 
(zirconium cyclosilicate), and 

• Dose does not exceed FDA label maximum. 
 

Coverage Duration: one year 
Effective Date: 11/02/2023 


