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Intent: 

The intent of this policy/guideline is to provide information to the prescribing practitioner 
outlining the coverage criteria for Exelon (rivastigmine) under the patient’s prescription drug 
benefit.  

Description:   

Exelon Patch is indicated for the treatment of dementia of the Alzheimer’s type (AD). 
Efficacy has been demonstrated in patients with mild, moderate, and severe Alzheimer’s 
disease. 
Rivastigmine tartrate capsules are indicated for the treatment of mild to moderate 
dementia of the Alzheimer’s type (AD).  
 
Parkinson’s Disease Dementia 
Exelon Patch and rivastigmine tartrate capsules are indicated for the treatment of mild to 
moderate dementia associated with Parkinson’s disease (PDD).   
 
Compendial Uses 
Dementia with Lewy bodies3,5 

Applicable Drug List: 

Rivastigmine patch 

Policy/Guideline: 

The requested drug will be covered with prior authorization when the following criteria are 
met: 

• The patient has any of the following diagnoses: A) dementia of the Alzheimer’s type, 
B) mild to moderate dementia associated with Parkinson’s disease, C) dementia with 
Lewy bodies  

AND 
• If the request is for continuation of therapy, the medication continues to provide 

benefit to the patient 
[Note: If slowing decline of cognitive function is no longer a goal, or if the patient is 
rapidly declining, treatment with the medication is no longer appropriate.] 
OR 

• If the request is NOT for continuation of therapy, the diagnosis is supported by a 
validated cognitive assessment within the past 12 months 
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Approval Duration and Quantity Restrictions: 
Approval: 12 months 
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