
 
Montana Healthcare Programs  

Drug Prior Authorization Coverage Criteria  
 

Tekturna™, Tekturna HCT™ (aliskiren, aliskiren/hydrochlorothiazide)  
 

Review Criteria 

Member must meet all the following criteria: 
 

• Subject to Preferred Drug List requirements 
• If member has diabetes and is taking an ACE or ARB, aliskiren containing 

products will not be approved 


