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Understand your medication options

Your pharmacy benefit offers flexibility and choice in determining the right medication for you. To help
you get the most out of your pharmacy benefit, we've included some of the most commonly used terms
and their definitions as well as frequently asked questions:

Allowed Amount is the maximum amount on which the health insurance issuer bases its payment for a
covered health care service. This may be called "eligible expense", "payment allowance", or "negotiated
rate". If your health care provider charges more than the allowed amount and is not part of the provider
network, you may have to pay the difference.

Brand-name drug is a drug that is marketed under a proprietary, trademark protected name. The brand
name drug must be listed in all capital letters.

Coinsurance is a percentage of the cost of a covered health care service, which you are responsible to

pay. The cost of the covered health care service is generally deemed to be the allowed amount, which may
differ from the retail price that you would pay for the same service without using insurance. Typically, a
coinsurance does not apply until after you have met the deductible, unless the health insurance issuer has
waived or lowered the deductible for the health care service in question.

Copayment is a fixed dollar amount that you pay for a covered health care service. Typically, a copayment
does not apply until after you have met the deductible, unless the health insurance issuer has waived or
lowered the deductible for the health care service in question.

Covered Individual is an individual enrolled in, subscribed to, or insured under a health product, whether
directly or as a dependent or beneficiary.

Deductible is the amount you pay for covered health care services before your health product begins
payment for all or part of the cost of the health care service under the terms of coverage. If your health
product has a deductible, it may have either one deductible or separate deductibles for medical benefits
and drug benefits. For some health care services, such as preventive services, the health insurance issuer
might waive or lower the deductible to pay for costs of the health care service from the first dollar of
coverage, but this tends not to happen for most other covered services.

Drug Tier is a group of drugs that corresponds to a specified cost sharing tier in the health product's drug
coverage. The tier in which a drug is placed determines your portion of the cost for the drug.

Exception request is a request for coverage of i) a nonformulary drug, ii) a drug being removed from the
formulary, iii) a quantity of a drug above a quantity limit, or iv) a drug that is subject to a step therapy
requirement. If you, your designee, or your attending or prescribing provider submits an exception request
for coverage of a drug, the health insurance issuer must cover the drug when the drug is determined to be
medically necessary to treat your condition.

Exigent circumstances are when you are suffering from a health condition that may seriously jeopardize
your life, health, or ability to regain maximum function, or when you are undergoing a current course of
treatment using a nonformulary drug.

Formulary or Prescription Drug List (PDL) is the complete list of drugs preferred for use and eligible for
coverage under a health product, and includes all drugs covered under the outpatient or pharmacy drug
benefit of the health product. Formulary is also known as a drug list or prescription drug list.

Generic drug is the same drug as its brand name equivalent in dosage, safety, strength, how it is
taken, quality, performance, and intended use. A generic drug is listed in this PDL in bold and italicized
lowercase letters.

Non-formulary drug is a drug that is not listed on the health product's formulary as a covered drug, but
may become eligible for coverage under an "exception request".



Out-of-pocket cost is copayments, coinsurance, and the applicable deductible, plus all costs for health
care services that the health product does not cover.

Prescribing provider is a health care provider authorized to write a prescription to treat your
health condition.

Prescription is an oral, written, or electronic order by a prescribing provider for you that contains the
name of the drug, the quantity of the drug, the date of issue, the name and contact information of the
prescribing provider, the signature of the prescribing provider if the prescription is in writing, and if
requested by you, the health condition or purpose for which the drug is being prescribed.

Prescription Drug Product is a drug that is prescribed by your prescribing provider and requires a
prescription under applicable law.

Medications which, due to their traits, are administered or directly supervised by a qualified
provider or licensed/certified health professional will be covered under the medical benefit when
medically necessary.

Prior authorization is a health product's requirement that you or your prescribing provider obtain the
health insurance issuer's authorization for a drug before the health product will cover the drug. The health
insurance issuer must grant a prior authorization when it is medically necessary for you to obtain the drug.

Quantity limit — Amount of medication covered per copayment or in a specific time period. Medications
with quantity limits may be dispensed in greater quantities if medically necessary and prior authorized
by UnitedHealthcare.

Step therapy is a process specifying the sequence in which different prescription drugs for a given health
condition are medically appropriate for you. The health insurance issuer may require you to try one or
more drugs to treat your health condition before the health insurance issuer will cover a particular drug
for the condition pursuant to a step therapy request. If your attending or prescribing provider submits

a request for step therapy exception, the health insurance issuer must make exceptions to step therapy
when the criteria are met.



How doIuse myPDL?

When choosing a medication, you and your provider should consult the Prescription Drug List (PDL). It
will help you and your provider choose the most cost-effective prescription drugs. This guide tells you if
special programs apply. Bring this list with you when you see your provider. It is organized by therapeutic
category and class. The therapeutic category and class are based on the AHFS Pharmacologic-
Therapeutic Classification.

You may also find a drug by its brand or generic name in the alphabetical index. If a generic equivalent for
a brand-name drug is not available on the market or is not covered, the drug will not be separately listed
by its generic name.

This is the way Prescription Drug Products appear in the PDL:

1. Adrugis listed alphabetically by its brand and generic names or, if only the generic equivalent is
covered under the plan, then just by its generic name, in the therapeutic category and class to which
it belongs;

2. The generic name for a brand-name drug is included after the brand-name in parentheses and all bold
and italicized lowercase letters;

3. If a generic equivalent for a brand-name drug is both available and covered, the generic drug will be
listed separately from the brand-name drug in all bold and italicized lowercase letters; and

4. In the event a generic drug is marketed under a proprietary, trademark protected brand name, the
brand name will be listed in all capital letters after the generic name in parentheses and regular
typeface with first letter of each word capitalized.

Example:

Prescription drug name Coverage requirements & limits
AVAPRO ORAL TABLET 150 MG, 300 MG, 75 MG 3/4

(irbesartan)

irbesartan oral tablet 150 mg, 300 mg, 75 mg 1

If your medication is not listed in this document, please visit myuhc.com or call the toll-free member
phone number on your member ID card.

Below is a list of drug tier numbers, abbreviations and designations used in the PDL as well as an
explanation for each. If you have a plan with 3 Tiers, Tier 3/4 drugs will be placed on Tier 3. If you have a
plan with 4 Tiers, Tier 3/4 drugs will be placed on Tier 4.

Drug Tier1 Your lowest cost medications H-N Part of health care reform
preventive with confirmation of

- - age and/or condition appropriate
DrugTier3  Your mid-range to high-cost preventive use

medications

DrugTier2  Your mid-range cost medications

E———— g SP Specialty Medication
rug Tier our highest cost medications

9 / g CM Orally administered anti-cancer
PA Prior authorization required medication
QL Quantity limit E Excluded from coverage unless
ST Step therapy covered as part of health care

reform preventive
H Part of health care reform P

SM Cost-share cap by state
mandate applies when
condition appropriate
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What are tiers?

Tiers are the different cost levels you pay for a medication. Each tier is assigned a cost, which is
determined by your employer or health plan. This is how much you will pay when you fill a prescription.
Tier 1 medications are your lowest-cost options. If your medication is placed in Tier 2, 3 or 3/4, look to see
if thereis a Tier 1 option available. Discuss these options with your provider.

Check your benefit plan documents to find out your specific pharmacy plan costs, including any
maximum dollar amount of cost sharing that may apply to a drug. Preferred medications are found in
Tier1, Tier 2 or Tier 3 and may vary depending on the medication and the condition it treats.

$ Drug tier Includes Helpful tips
$ Tier1 Medications that provide the Use Tier 1 drugs for the lowest
Your lowest cost highest overall value. Mostly out-of-pocket costs.

generic drugs. Some brand-name
drugs may also be included.

$$ Tier 2 Medications that provide good Use Tier 2 drugs instead of
Your mid-range overall value. Mainly preferred Tier 3 or 3/4 to help reduce your
cost brand-name drugs. out-of-pocket costs.
$$$ Tier 3and 3/4 Medications that provide the Many Tier 3 and 3/4 drugs have
Your highest cost  lowest overall value. Mainly lower-cost optionsin Tier 1 or 2.
non-preferred brand-name drugs. Ask your provider if they could
work for you.

Please note: If you have a high deductible plan, the tier cost levels may apply once you reach your
deductible. Your cost-share will not exceed the lesser of the cost-sharing amount or the retail price of the
medication without the drug coverage. Refer to your enrollment and plan materials on myuhc.com, or call
the toll-free number on your member ID card for more information about your benefit plan.

When does the PDL change?

This PDL is required to be updated on a monthly basis.

+ Medications may move to a lower tier or coverage may be added at any time.
+ Medications may move to a higher tier when a generic becomes available.

+ Medications may move to a higher tier, become non-formulary, or the dosage form covered may
change, most often on Jan. 1, May 1, or Sept. 1.

+ Medications may become subject to new or revised utilization management procedures, such as prior
authorization, step therapy or quantity limits, at any time but most often upon FDA approval of the
medication or its generic, Jan. 1, May 1, or Sept. 1.

When a medication changes tiers, you may have to pay a different amount for that medication.

The presence of a Prescription Drug Product on the PDL does not guarantee that you will be prescribed
that Prescription Drug Product by your provider for a particular medical condition.
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Additional programs and details

Based on your benefit, the following may apply.

Patient Protection and Affordable Care Act (PPACA) zero cost-share preventive care medication

when age and/or condition appropriate — This medication is part of a health care reform preventive

benefit and may be available at no cost to you when used for appropriate preventive purposes. PPACA

zero cost-share preventive care medications can be obtained, free of charge, at network pharmacies

with a prescription from a prescribing provider. A prescription will not be required to trigger coverage

of over-the-counter FDA-approved contraceptive drugs, devices, and products. PPACA zero cost-share

preventive care medications are obtained at a network pharmacy with a prescription order or refill

from a provider and are payable at 100% of the prescription drug charge (without application of any

Copayment, Coinsurance, Deductible) as required by applicable law under any of the following:

+ Evidence-based items or services that have in effect a rating of "A" or "B" in the current
recommendations of the United States Preventive Services Task Force

« Immunizations that have in effect a recommendation from the Advisory Committee on
Immunization Practices of the Centers for Disease Control and Prevention with respect to the
individual involved

+ With respect to infants, children and adolescents, evidence-informed preventive care and
screenings provided for in the comprehensive guidelines supported by the Health Resources and
Services Administration

+ With respect to women, such additional preventive care and screenings as provided forin
comprehensive guidelines supported by the Health Resources and Services Administration

A complete list of PPACA zero cost-share preventive care medications covered under the outpatient
prescription drug benefit can be found at myuhc.com.

Designated specialty program — For certain Specialty Prescription Drug Products, we may direct you
to a Designated Pharmacy with whom we have an arrangement to provide those Prescription Drug
Products, which are identified in the Coverage Requirements and Limits column of the Prescription
Drug List (PDL). If you choose not to obtain your Prescription Drug Product from the Designated
Pharmacy, you may opt-out of the Designated Pharmacy program by contacting us at myuhc.com or
the telephone number on your member ID card.

State mandated $0 cost-share cap when condition appropriate — This medication is mandated to be
covered at $0 cost-share when used for any of the following conditions:

+ Abortion*

« Gender Dysphoria*

+ Human Immunodeficiency Virus (HIV) Prevention

* Naloxone

This medication is mandated to have the cost-share capped:

» Insulin $35 max per one month supply

+ Epinephrine injectors $60 max per twin-pack

*Please note: If you have a high deductible plan, $0 cost-share will not apply until your deductible has
been met.

To learn more about a pharmacy program or to find out if it applies to you, please visit myuhc.com or call
the toll-free member phone number on your member ID card. If you are a pre-enrollee and you would like
to learn more about your specific pharmacy benefit, please contact your employer.
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Drugs administered by a health care professional are generally covered under the medical benefit while
drugs that are self-administered are covered under the pharmacy benefit. In order to obtain medical
benefits for drugs that are administered by a health care professional, your provider may also be required
to obtain a prior authorization. The provider may contact UnitedHealthcare for more information or
uhcprovider.com.

Your right to request access to a non-formulary drug

This plan must cover all medically necessary Prescription Drug Products.

When a Prescription Drug Product is not on our PDL, you or your representative may request an exception
to gain access to that Prescription Drug Product. To make a request, contact us in writing or call the toll-
free number on your member ID card. We will notify you of our determination within 72 hours. If approved,
we will cover the Prescription Drug Product for the duration of the prescription, including refills.

Urgent requests

If your request requires immediate action and a delay could significantly increase the risk to your

health, or the ability to regain maximum function, call us as soon as possible. We will provide a written or
electronic determination within 24 hours. If approved, we will cover the Prescription Drug Product for the
duration of the exigency.

External review

If you are not satisfied with our determination of your exception request, you may be entitled to request
an external review. You or your representative may request an external review by sending a written request
to us to the address set out in the determination letter or by calling the toll-free number on your member
ID card. The Independent Review Organization (IRO) will notify you of its determination within 72 hours.

Expedited external review

If you are not satisfied with our determination of your exception request and it involves an urgent
situation, you or your representative may request an expedited external review by calling the toll-

free number on your member ID card or by sending a written request to the address set out in the
determination letter. The IRO will notify you of our determination within 24 hours.

If we deny your exception request, you may appeal. Please refer to your Evidence of Coverage

for details. The complaint and appeals process, including independent review, is described under
Section 6: Questions, Complaints and Appeals. You may also call the telephone number listed on your
member ID card.
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Requesting a prior authorization or step therapy exception

Before certain Prescription Drug Products are dispensed to you, your prescribing provider or

your pharmacist is required to obtain prior authorization or step therapy exception from us. Your
prescribing provider can submit a request by phone to Optum Rx® or electronically by contacting us at
uhcprovider.com. Most authorizations are completed within 24 hours. The most common reason for delay
in the authorization process is insufficient information. Your prescribing provider may need to provide
information on diagnosis and medication history and/or evidence in the form of documents, records or
lab tests which establish that the use of the requested Prescription Drug Product meets plan criteria. You
may determine whether a particular Prescription Drug Product is subject to prior authorization or step
therapy requirements by going online at myuhc.com or by calling at the toll-free phone number on the
back of your member ID card.

An exception to a step therapy requirement will be granted if your prescribing provider submits necessary
justification and supporting clinical documentation supporting their determination that the required
Prescription Drug Product is inconsistent with good professional practice for provision of medically
necessary covered services, taking into consideration your needs and medical history, along with the
professional judgment of your prescribing provider.

Approvals for maintenance medications used to treat a chronic or long-term condition will be valid for at
least 12 months. All other approvals, except for benzodiazepines and Schedule II narcotic drugs, will be
valid for the lesser of six months, the length of treatment determined by your prescribing provider, or the
renewal of your plan.

In the case of a standard prior authorization or step therapy exception request, we will notify you, your
designee, or your prescribing provider of the Benefit determination no later than 72 hours following
receipt of the request. In the case of an expedited prior authorization or step therapy exception request
based on exigent circumstances, we will notify you, your designee, or your prescribing provider of the
Benefit determination no later than 24 hours following receipt of the request. If we fail to respond to
you, your designee, or your prescribing provider within the prescribed time limits, the request is deemed
approved and we may not deny the request thereafter.

If you disagree with a determination, you can request an appeal. The complaint and appeals process,
including independent medical review, is described in the Evidence of Coverage under Section 6:
Questions, Complaints and Appeals. You may also call at the telephone number on your member ID card.

How do I locate and fill a prescription through a retail
network pharmacy?

UnitedHealthcare has a well-established network of pharmacies including most major pharmacy and
supermarket chains as well as many independent pharmacies. For a listing of network pharmacies, call the
toll-free phone number on your member ID card to help locate a network pharmacy near you or visit our
website at myuhc.com > Find a pharmacy for an up-to-date list.

Prescription delivery options

You have choices on where to fill prescriptions you take regularly. You have the option to fill at a retail
pharmacy or have them mailed to your home. It’s up to you. Optum® Home Delivery Pharmacy is one of
your network options. There may be other options in your network. Sign in at myuhc.com > Pharmacies &
Prescriptions > Find a pharmacy.
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How do I locate and fill a prescription through the mail
order pharmacy?

UnitedHealthcare offers a Mail Order Pharmacy Program. Here’s how to fill prescriptions through Optum
Home Delivery Pharmacy.

You can start a new prescription or refill an existing one in several ways:

- E-prescribe: Ask your provider to send prescriptions directly to Optum Home Delivery Pharmacy
(usually up to a 90-day supply).

+ Online: Visit myuhc.com > Pharmacies & Prescriptions > Rx Account to set up an account. Then choose
which medication you want moved to home delivery.

* Phone: Call Optum Rx at 1-888-658-0539 / TTY 711, any day, any time.

Most prescriptions arrive within about 5 business days once Optum receives the completed order.

How do I locate and fill a prescription at a specialty pharmacy?

You have two options:

+ Signin to myuhc.com > Pharmacies & Prescriptions > Drug Pricing. The designated pharmacy will be listed
below the drug price quoted.

+ Call the number on your member ID card.

If you require certain Specialty Prescription Drug Products, we may direct you to a Designated Pharmacy
with whom we have an arrangement to provide those Specialty Prescription Drug Products. There are
both retail and mail pharmacies in the Designated Pharmacy network. Note that not all contracted retail
pharmacies are in the Designated Pharmacy network. Only retail pharmacies that are in the Designated
Pharmacy network will provide coverage to these Specialty Prescription Drug Products. If you choose not
to obtain your Specialty Prescription Drug Product from the Designated Pharmacy, you will be responsible
for the entire cost of the Specialty Prescription Drug Product and no benefits will be paid.

In urgent or emergent circumstances, you may contact customer service by calling the telephone number
on the back of your member ID card. This will allow you access to the retail network override process and
allow the urgent or emergent prescription claim to pay at your local pharmacy for same day access if they
have the Prescription Drug Product available.

10
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How do I get updated information about my pharmacy benefit?

Since the PDL may change during your plan year, we encourage you to visit myuhc.com or call the toll-
free member phone number on your member ID card for more current information.

You will receive sixty days notice if one of the following changes impacts you:

+ A medication is moved to a higher tier*
+ A medication becomes non-formulary*
+ A medication becomes subject to new or revised utilization management procedures

*Please note: You may be able to continue coverage of the medication at the same cost-share if your
provider provides notice of medical necessity.

Sign in to myuhc.com for the following pharmacy information and tools:

+ Pharmacy benefit and coverage information
+ Possible lower-cost medication options

+ Medication interactions and side effects

+ Participating retail pharmacies by ZIP code
* Your prescription history

And, if mail order services are included in your pharmacy benefit, you can also:

+ Refill prescriptions

+ Check the status of your order
+ Set up reminders for refills

+ Manage your account

Learn more  cajithe toll-free member phone number on your member ID card,
or visit myuhc.com.

11
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ATTENTION: Free language assistance services and free communications in other
formats, such as large print, are available to you. Call the toll-free number on your member
identification card. (TTY 711).

AL~ A7ICT (Amharic) 271.974 hwriE 19 0278 AH A1ANRT AG 19 00T AL AP ATI° i
AT PCOPT ARCAL 2150 NANATF P FOEP NCLP AL PAM-T 19 PAAN ETC LRD (=

035> 0\83g2)NBAE MW IN WIS 8 ) Jogw ((Arabic) dasye)Ne N> (§ ST olasNe

£ N esNp9))3 T 205N 855 8 12l 3N 50 T 5=l uw gy 8355615V yo )
SN E

S 120> guo2)N8 3y29 BoNas

CAIe=Ii= I RETT (Bengali-Bangala) 2 T, SR [RTICeT=Iol™ STRITO]
ST T31 g2 G YuCA WS Ve Ve CASNCAN @ =Nl G IArareie
@olera | TN STl i Gete! SIS celel-fi TR FeT Pap

Samg e dgmsSuntuAmanies (Cambodian-Mon-Khmer)
wuhSSwAMSEANIY SHFISePmSsRsaANIgHRS IR INRIg]s
BOEN I HMIS SNSENULE

siupuUAtusSSeAsigiIsiulium oo U SsIunI =Y

EE . IEER DI (Chinese - Traditional), BALIESREEEIRRENATES
EiENEEET., BYEEVEEE D ELINRAEEZTHE.

ATTENTION : Si vous parlez francais (French), des services d’assistance linguistique et
des communications dans d’autres formats, notamment en gros caractéres, sont mis &
votre disposition gratuitement. Appelez le numéro gratuit figurant sur votre carte de
membre.

ATANSYON: Si w pale Kreyol Ayisyen (Haitian Creole), gen sévis lang gratis ak
kominikasyon nan 16t foma lo disponib, tankou sa ki enprime ak gwo Iét. Rele nimewo
gratis ki sou kat idantifikasyon manm ou an.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlose
Sprachassistenzdienste und kostenlose Kommunikation in anderen Formaten, wie zum
Beispiel grofde Schrift, zur Verfigung. Rufen Sie die gebUhrenfreie Nummer auf Threr
Mitgliedskarte an.

[POZOXH: Eav puhdte eMpvLKa (Greek), uttdpyouy Sladeoiyec Swpedv UTinpeolec
YAWOOLKAC BorfeLac kat Swpeav emKowwvia og GAEC UOPWOTIOLOELS, OTIWC UEYAAT
ypdupata. Kakeote tov apliuo ywplc ypewaon otnv Kapta UEAoOUC odac.
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Lol UL B A 9fUcdl (Gujarati) Gl &l Al [WQotl Yl ewrnusla Heezu Ayl
ol o Gl Aot YT AUR, BH F A&l WMo, dAHRL HIE Guctou §. dHIRL de
AAW 518 URsll 2lA-5l ole? UR slet 83,

eaeee: afe g Rde(Hindi) i &, ar 3l T Ava s wgrrar dard 3k 3o
urEdl # Ard §UR, o T 99 fe, suf sy g1 3l g ggani™ g7 X fow v af:
1 fag av 717 7Y

LUS TSEEM CEEB: Yog tias koj hais lus Hmoob (Hmong), muaj cov kev pab cuam txhais

lus thiab muaj kev sib txuas lus pab dawb ua lwm hom ntawv, xws li luam ua ntawv loj
rau koj. Thov hu rau tus xov tooj hu dawb ntawm koj daim npav ID.

ATENSION: No agsasaoka iti Ilocano (Ilocano), magun-odmo dagiti libre a serbisio ti
tulong iti pagsasao ken libre a komunikasion iti dadduma a pormat, kas iti dadakkel a
letra. Tawagan ti awan-bayadna a numero a masarakan iti kard a pakabigbigam kas
miembro.

ATTENZIONE: se parla italiano (Italian), puo usufruire di servizi di assistenza
linguistica gratuiti e comunicazioni gratuite in altri formati, come ad esempio la
stampa a caratteri grandi. Chiami il numero verde riportato sul Suo tesserino
identificativo.

EEEIE | BARE (Japanese) ZEA N3 55, BROEEBEXET —EX®. ILAXFR
CEMOEATOERNDO I 27— a3 =2 CFIRAVRITE T, REFHICEEHINATL
B27)—FATINCEEFESTEE L,

rot

ot=0{(Korean) S AHESHA = B 72 0] X2 AMH| A2} T 2| S CHE

o Mg 2
HAO 2 &l ol A5 OfH|Z 0| 8314l 2= U LIk ]2 ip FH=0] Liot Qs 22 HepHs =

ungwa: mm‘mm‘mcmmmma (Lao), usnuialgtamugogiiisMuusus uas
muaamiusuuuusuuns Lau NIWLBLOOSNIBV2:EVIO NS,
Tmmuﬁimquequuou-mmaa-manaSJmm.

€T @l IS Ut durelig(Nepali) Eﬂ?ﬁ@ﬂ #f, el amer wgrardar das T
3 FageAr Migel FaRes, S f ¥ o, qusf T NIff suf sy of). oY dee
afgant > Frsar @Y af i Frawer P g
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3 bbylg  »by SeHlSL ) bas 3wS0 ) 15w (Persian-Farsi) ()l ,b) 05 pyFi0>90
3 S sy 2y3ue YlSh Hloaw b .ovawe low w yjuws ya oSy > ousle (ussslos Jlo yo ksl

DS los gl sewac | Slwbw

UWAGA: Dla os6b moéwigcych po polsku (Polish) dostepne sg bezptatne ustugj
pomocy jezykowej i bezptatne komunikaty w innych formatach, takich jak duzy druk.
Prosimy zadzwoni¢ pod bezptatny numer podany na karcie identyfikacyjnej.

ATENCAO: se vocé fala portugués (Portuguese), tem a sua disposicio servicos
gratuitos de assisténcia linguistica e comunicacées gratuitas em outros formatos,
como caracteres grandes. Ligue para o himero gratuito que se encontra no seu cartao
de identificacdo de membro.

fepares i€ w3 & (Punjab>i?5%@ 3‘?5@% e g3 ST AofesT @@M@ﬁ?
@%@@%% 29 He3 Ao SuTeT 96 W’%‘ﬂww@@ q1gS '3 CB-28HEd '3
wsai

BRHUMAHMWE! Ecnu Bbl roBopUTe Ha pycckoM ssbike (Russian), Bam HOCTYIHb
becnnaTHbIe YCIYru S3bIKOBOK NOMAEPIKKA U becniaTHbIe MaTepuaslbl B pYrux
dpopmaTax, HanpMMep HanedyaTaHHble KpynHbIM WpUPTOM. 3BOHUTE Mo becriaTHoMy
HoMepy TenedoHa, YKasaHHoMY Ha Ballei UoeHTUPUKALUOHHOK KapTe yYaCTHUKA.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas y
comunicaciones en otros formatos como letra grande, sin cargo, a su disposiciéon
Llame al nimero gratuito que figura en su tarjeta de identificacién de miembro. (TTY
711).

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga
libreng serbisyo ng tulong sa wika at libreng komunikasyon sa ibang mga format, tulad
ng malalaking print. Tawagan ang walang bayad na numero na nasa iyong ID card ng
miyembro.

Tusansw mneuwane e (Thai) &
‘Aaua1m150 [TUSFhsmamdddiuannuiilaznisdans lugUuuuduy vis du
‘nsRashoddnusoue lna) s ludsnman Tnswsdwsuamndnmminslsdsosnn

SBEPHITD YBAIY! Axwo su posMosngeTe yxrpaltcsxoro (Ukrainian), Bu moxeTe
besonnaTHO KOPUCTYBATUCA NOCYraMyu MOBHOI NIGTPUMKMU, a Takow 6esonnaTHo
OTPUMYBaTH iH(OpMaLinbI MaTepianu B iHWMX PopMaTax, 9K OT HabpaHi BeIUKUM
wpudToM. TenedoHyiTe Ha besKoWTOBHUN HOMED TenedoHy, 3asHa4YeHuin Ha BalWwii
imeHTUdIiKauinHin KapTLl yYacHUKA.
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WIo w0 230)9 )SH3 )N N> )6 Sy 93 1 Do U (Urdu) gayN ol )SNigss ) >
9] 83 5 <3 3 DS I 38 DI VIS 20 ) S ol 9 o iz woNuses
WSS 39 s

LUV V: Néu quy vi néi TiEng Vigt (Viethamese), quy vi s& dugc cung cdp cac dich vu
hé trg ngdn ng® mién phf va cac phwong tién trao d6i lién lac mién phf & cc dinh
dang khéc, chéng han nhu ban in chir [én. Goi @€n s6 dién thoai mién phi c¢é trén thé
dinh danh thanh vién cta quy vi.
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Coverage Requirements &
Limits

Prescription Drug Name Drug Tier

ANTIDOTE THERAPEUTICS
ACETAMINOPHEN ANTIDOTE
acetylcysteine inhalation solution 10 %, 20 % 1
ALCOHOL DETERRENTS (91:02)

acamprosate calcium oral tablet delayed release 333 mg

disulfiram oral tablet 250 mg, 500 mg

naltrexone hcl oral tablet 50 mg
ANTIDOTE THERAPEUTICS

atropine sulfate ophthalmic solution 1 % 1

BAQSIMI ONE PACK NASAL POWDER 3 MG/DOSE 5 QL (2 intranasal devices per
(glucagon) prescription.)

BAQSIMI TWO PACK NASAL POWDER 3 MG/DOSE 5 QL (2 intranasal devices per
(glucagon) prescription.)

CHEMET ORAL CAPSULE 100 MG (succimer) 2

DEPEN TITRATABS ORAL TABLET 250 MG (penicillamine) 2 SP; SMCS

ft naloxone hcl nasal liquid 4 mg/0.1ml 1 SM

glucagon emergency kit injection solution reconstituted 1 1

mg

GVOKE HYPOPEN 1-PACK SUBCUTANEOUS SOLUTION 5 QL (0.2 ml per prescription.)
AUTO-INJECTOR 0.5 MG/0.1ML (glucagon) - Mi per prescription.

GVOKE HYPOPEN 1-PACK SUBCUTANEOUS SOLUTION 5 QL (0.4 ml per prescription.)
AUTO-INJECTOR 1 MG/0.2ML (glucagon) -+ Mi per prescription.

GVOKE HYPOPEN 2-PACK SUBCUTANEOUS SOLUTION 5 QL (0.2 ml per prescription.)
AUTO-INJECTOR 0.5 MG/0.1ML (glucagon) - Mi per prescription.

GVOKE HYPOPEN 2-PACK SUBCUTANEOUS SOLUTION 5 QL (0.4 ml per prescription.)
AUTO-INJECTOR 1 MG/0.2ML (glucagon) -+ Miper prescription.

GVOKE KIT SUBCUTANEOUS SOLUTION 1 MG/0.2ML 5

(glucagon)

GVOKE PFS SUBCUTANEOUS SOLUTION PREFILLED 5

SYRINGE 1 MG/0.2ML (glucagon)

hyoscyamine sulfate er oral tablet extended release 12 hour 1

0.375 mg

hyoscyamine sulfate oral elixir 0.125 mg/5ml 1

hyoscyamine sulfate oral solution 0.125 mg/ml 1

hyoscyamine sulfate oral tablet 0.125 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization required,;
QL: Quantity Limit; ST: Step Therapy; H-N: Part of Health Care Reform with confirmation of age and/or
condition appropriate preventive use.; SP: Specialty medication; CM: Orally administered anticancer
medication; SMCS: Specialty medication cost share may apply (for HMO plans, does not apply to injectables
covered under the medical benefit); E: Excluded from coverage unless covered as part of health care reform
preventive; SM: State Mandated Benefit Program; NTT: If you are new to opioid therapy, you will be limited to
a 7-day supply (or 3-day supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
hyoscyamine sulfate oral tablet dispersible 0.125 mg 1
hyoscyamine sulfate sl sublingual tablet sublingual 0.125 1

mg

hyoscyamine sulfate sublingual tablet sublingual 0.125 mg 1

hyosyne oral elixir 0.125 mg/5ml 1

hyosyne oral solution 0.125 mg/ml 1

iodine strong oral solution 5 % 1
KLOXXADO NASAL LIQUID 8 MG/0.1ML (naloxone hcl) 1 SM
LEVBID ORAL TABLE_T EXTENDED RELEASE 12 HOUR 3/4

0.375 MG (hyoscyamine sulfate)

LEVSIN ORAL TABLET 0.125 MG (hyoscyamine sulfate) 3/4
LEVSIN/SL_SUBLINGUAL TABLET SUBLINGUAL 0.125 MG 3/4
(hyoscyamine sulfate)

naloxone hcl injection solution 0.4 mg/ml, 4 mg/10ml SM
naloxone hcl injection solution cartridge 0.4 mg/ml SM
naloxone hcl injection solution prefilled syringe 0.4 mg/ml,

2 mg/2ml ! SM
naloxone hcl nasal liquid 4 mg/0.1ml SM
NARCAN NASAL LIQUID 4 MG/0.1ML (naloxone hcl) SM
NULEV ORAL TABLET DISPERSIBLE 0.125 MG 3/4
(hyoscyamine sulfate)

OSCIMIN ORAL TABLET 0.125 MG 3/4
OSCIMIN SUBLINGUAL TABLET SUBLINGUAL 0.125 MG 3/4
penicillamine oral tablet 250 mg 1 SP; SMCS
phytonadione oral tablet 5 mg 1 Séég;ggé?j per
REXTOVY NASAL LIQUID 4 MG/0.25ML (naloxone hcl) SM
RIVIVE NASAL LIQUID 3 MG/0.1ML (naloxone hcl) SM
ANTIDOTES (91:04)

naloxone hcl injection solution 0.4 mg/ml, 4 mg/10ml SM
naloxone hcl injection solution cartridge 0.4 mg/ml SM
naloxone hcl injection solution prefilled syringe 0.4 mg/ml,

2 mg/2ml ! SM
naltrexone hcl oral tablet 50 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization required,;
QL: Quantity Limit; ST: Step Therapy; H-N: Part of Health Care Reform with confirmation of age and/or
condition appropriate preventive use.; SP: Specialty medication; CM: Orally administered anticancer
medication; SMCS: Specialty medication cost share may apply (for HMO plans, does not apply to injectables
covered under the medical benefit); E: Excluded from coverage unless covered as part of health care reform
preventive; SM: State Mandated Benefit Program; NTT: If you are new to opioid therapy, you will be limited to
a 7-day supply (or 3-day supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
RADIOGARDASE ORAL CAPSULE 0.5 GM (prussian blue 3
insoluble)
sevelamer carbonate oral packet 0.8 gm, 2.4 gm 1 PA
sevelamer carbonate oral tablet 800 mg
sodium polystyrene sulfonate oral powder
SPS (SODIUM POLYSTYRENE SULF) COMBINATION 3
SUSPENSION 15 GM/60ML (sodium polystyrene sulfonate)
SPS (SODIUM POLYSTYRENE SULF) RECTAL 3
SUSPENSION 30 GM/120ML (sodium polystyrene sulfonate)
ZEGALOGUE SUBCUTANEOUS SOLUTION AUTO- 5 OL (1.2 ml per prescription.)
INJECTOR 0.6 MG/0.6ML (dasiglucagon hcl) ' Perp ption.
ZEGALOGUE SUBCUTANEOUS SOLUTION PREFILLED -
2 QL (1.2 ml per prescription.)

SYRINGE 0.6 MG/0.6ML (dasiglucagon hcl)
CHEMOTHERAPY ANTIDOTES/PROTECTANTS
leucovorin calcium oral tablet 10 mg, 15 mg, 25 mg, 5 mg 1
CYANIDE ANTIDOTES

EXODERM EXTERNAL LOTION 25-1 % (sod thiosulfate-

salicylic acd) 3
FLUOROPYRIMIDINE ANTIDOTE
VISTOGARD ORAL PACKET 10 GM (uridine triacetate) 2 QL (20 packets per

prescription.)

ANTIHISTAMINE DRUGS - Drugs for Allergy
ANTIHISTAMINE DRUGS - Drugs for Allergy
promethazine hcl oral tablet 25 mg 1
ETHANOLAMINE DERIVATIVES - Drugs for Allergy
carbinoxamine maleate oral solution 4 mg/5ml

carbinoxamine maleate oral tablet 4 mg

CARBZAH ORAL SOLUTION 4 MG/5ML

clemastine fumarate oral tablet 2.68 mg

CLEMSZA ORAL TABLET 2.68 MG (clemastine fumarate)
diphenhydramine hcl oral elixir 12.5 mg/5ml

FIRST GEN. ANTIHIST. DERIVATIVES, MISC. - Drugs for
Allergy

Pl Wl RN R

cyproheptadine hcl oral syrup 2 mg/sml 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization required,;
QL: Quantity Limit; ST: Step Therapy; H-N: Part of Health Care Reform with confirmation of age and/or
condition appropriate preventive use.; SP: Specialty medication; CM: Orally administered anticancer
medication; SMCS: Specialty medication cost share may apply (for HMO plans, does not apply to injectables
covered under the medical benefit); E: Excluded from coverage unless covered as part of health care reform
preventive; SM: State Mandated Benefit Program; NTT: If you are new to opioid therapy, you will be limited to
a 7-day supply (or 3-day supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
cyproheptadine hcl oral tablet 4 mg 1

FIRST GENERATION ANTIHISTAMINES - Drugs for Allergy

carbinoxamine maleate oral solution 4 mg/5ml 1

carbinoxamine maleate oral tablet 4 mg 1

CARBZAH ORAL SOLUTION 4 MG/5ML 2

clemastine fumarate oral tablet 2.68 mg 1

CLEMSZA ORAL TABLET 2.68 MG (clemastine fumarate) 3

cyproheptadine hcl oral syrup 2 mg/sml 1

cyproheptadine hcl oral tablet 4 mg 1
diphenhydramine hcl oral elixir 12.5 mg/5ml 1
Pglc;;c;(;oldo_pso::]—;/rgrc:]rlphe poli er oral suspension extended 1 PA: QL (360 ml per month.)
hydroxyzine hcl oral syrup 10 mg/5ml

hydroxyzine hcl oral tablet 10 mg, 25 mg, 50 mg

hydroxyzine pamoate oral capsule 100 mg, 25 mg, 50 mg

NEOTUSS PLUS ORAL LIQUID 7.5-4-30 MG/5ML

(phenylephrine-chlorphen-dm) 3

promethazine hcl oral solution 12.5 mg/10ml, 6.25 mg/5ml 1

promethazine hcl oral tablet 12.5 mg, 25 mg, 50 mg 1

promethazine hcl rectal suppository 12.5 mg, 25 mg 1
promethazine-codeine oral solution 6.25-10 mg/5ml 1 PA; QL (360 ml per month.)
promethazine-dm oral syrup 15-6.25 mg/5ml, 6.25-15 1

mg/5ml

promethazine-phenylephrine oral syrup 6.25-5 mg/5ml 1

PROMETHEGAN RECTAL SUPPOSITORY 12.5 MG, 25 MG, 3

50 MG (promethazine hcl)

pseudoephedrine-bromphen-dm oral syrup 30-2-10 mg/5ml 1

TUXARIN ER ORAL TABLET EXTENDED RELEASE 12 HOUR 3 Eﬁa;sgrli_p&)%tgr?liegsoﬁzrblets
54.3-8 MG (chlorpheniramine-codeine) per month.)
OTHER ANTIHISTAMINES - Drugs for Allergy

cimetidine hcl oral solution 300 mg/5ml 1

cimetidine oral tablet 200 mg, 300 mg, 400 mg, 800 mg 1

famotidine oral suspension reconstituted 40 mg/5ml 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization required,;
QL: Quantity Limit; ST: Step Therapy; H-N: Part of Health Care Reform with confirmation of age and/or
condition appropriate preventive use.; SP: Specialty medication; CM: Orally administered anticancer
medication; SMCS: Specialty medication cost share may apply (for HMO plans, does not apply to injectables
covered under the medical benefit); E: Excluded from coverage unless covered as part of health care reform
preventive; SM: State Mandated Benefit Program; NTT: If you are new to opioid therapy, you will be limited to
a 7-day supply (or 3-day supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
hydroxyzine hcl oral syrup 10 mg/5ml 1
hydroxyzine hcl oral tablet 10 mg, 25 mg, 50 mg 1
hydroxyzine pamoate oral capsule 100 mg, 25 mg, 50 mg 1
olopatadine hcl nasal solution 0.6 % 1
PHENOTHIAZINE DERIVATIVES - Drugs for Allergy
promethazine hcl oral solution 12.5 mg/10ml, 6.25 mg/5ml 1
promethazine hcl oral tablet 12.5 mg, 25 mg, 50 mg 1
promethazine hcl rectal suppository 12.5 mg, 25 mg 1
promethazine-codeine oral solution 6.25-10 mg/5ml 1 PA; QL (360 ml per month.)
promethazine-dm oral syrup 15-6.25 mg/5ml, 6.25-15 1
mg/5ml
promethazine-phenylephrine oral syrup 6.25-5 mg/5ml 1
PROMETHEGAN RECTAL SUPPOSITORY 12.5 MG, 25 MG, 3
50 MG (promethazine hcl)
PROPYLAMINE DERIVATIVES - Drugs for Allergy
hydrocod poli-chlorphe poli er oral suspension extended .
release 10-8 mg/5ml 1 PA; QL (360 ml per month.)
NEOTUSS PLUS ORAL LIQUID 7.5-4-30 MG/5ML

. 3
(phenylephrine-chlorphen-dm)
pseudoephedrine-bromphen-dm oral syrup 30-2-10 mg/5ml 1
TUXARIN ER ORAL TABLET EXTENDED RELEASE 12 HOUR PA; QL (10 tablets per

. ) . 3 prescription and 30 tablets
54.3-8 MG (chlorpheniramine-codeine)
per month.)

SECOND GENERATION ANTIHISTAMINES - Drugs for
Allergy
epinastine hcl ophthalmic solution 0.05 % 1 QL (5 ml per prescription)
levocetirizine dihydrochloride oral solution 2.5 mg/5ml
levocetirizine dihydrochloride oral tablet 5 mg
ANTI-INFECTIVE AGENTS - Drugs for Infections
1ST GENERATION CEPHALOSPORIN ANTIBIOTICS -
Antibiotics
cefadroxil oral capsule 500 mg 1
cefadroxil oral suspension reconstituted 250 mg/5ml, 500 1
mg/5ml

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization required,;
QL: Quantity Limit; ST: Step Therapy; H-N: Part of Health Care Reform with confirmation of age and/or
condition appropriate preventive use.; SP: Specialty medication; CM: Orally administered anticancer
medication; SMCS: Specialty medication cost share may apply (for HMO plans, does not apply to injectables
covered under the medical benefit); E: Excluded from coverage unless covered as part of health care reform
preventive; SM: State Mandated Benefit Program; NTT: If you are new to opioid therapy, you will be limited to
a 7-day supply (or 3-day supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage Requirements &
Limits

Prescription Drug Name Drug Tier

cefadroxil oral tablet 1 gm 1

cephalexin oral capsule 250 mg, 500 mg, 750 mg 1

cephalexin oral suspension reconstituted 125 mg/5ml, 250
mg/5ml

cephalexin oral tablet 250 mg, 500 mg 1

2ND GENERATION CEPHALOSPORIN ANTIBIOTICS -
Antibiotics

cefaclor er oral tablet extended release 12 hour 500 mg

cefaclor oral capsule 250 mg, 500 mg

cefaclor oral suspension reconstituted 250 mg/5ml

cefprozil oral suspension reconstituted 125 mg/5ml, 250
mg/5ml

cefprozil oral tablet 250 mg, 500 mg

cefuroxime axetil oral tablet 250 mg, 500 mg

3RD GENERATION CEPHALOSPORIN ANTIBIOTICS -
Antibiotics

cefdinir oral capsule 300 mg 1

cefdinir oral suspension reconstituted 125 mg/5ml, 250
mg/5ml

cefixime oral capsule 400 mg 1

cefixime oral suspension reconstituted 100 mg/5ml, 200
mg/5ml

cefpodoxime proxetil oral suspension reconstituted 100
mg/5ml, 50 mg/5ml

cefpodoxime proxetil oral tablet 100 mg, 200 mg 1
ADAMANTANE ANTIVIRALS - Drugs for Viral Infections
amantadine hcl oral capsule 100 mg

amantadine hcl oral solution 50 mg/5ml

amantadine hcl oral tablet 100 mg

RPlR| Rk

rimantadine hcl oral tablet 100 mg

ALLYLAMINE ANTIFUNGALS - Drugs for Fungus
terbinafine hcl oral tablet 250 mg 1
AMEBICIDES - Drugs for the Mouth and Throat
chlorhexidine gluconate mouth/throat solution 0.12 % 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization required,;
QL: Quantity Limit; ST: Step Therapy; H-N: Part of Health Care Reform with confirmation of age and/or
condition appropriate preventive use.; SP: Specialty medication; CM: Orally administered anticancer
medication; SMCS: Specialty medication cost share may apply (for HMO plans, does not apply to injectables
covered under the medical benefit); E: Excluded from coverage unless covered as part of health care reform
preventive; SM: State Mandated Benefit Program; NTT: If you are new to opioid therapy, you will be limited to
a 7-day supply (or 3-day supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
HUMATIN ORAL CAPSULE 250 MG (paromomycin sulfate) 2
hydrocortisone-iodoquinol external cream 1-1 % 1
LIKMEZ ORAL SUSPENSION 500 MG/5ML (metronidazole) 3/4
METROCREAM EXTERNAL CREAM 0.75 % (metronidazole) 3/4
metronidazole external cream 0.75 % 1
metronidazole external gel 0.75 % 1
metronidazole external lotion 0.75 % 1
metronidazole oral capsule 375 mg 1
metronidazole oral tablet 250 mg, 500 mg 1
metronidazole vaginal gel 0.75 % 1
PERIDEX MOUTH/THROAT SOLUTION 0.12 %
. 3/4

(chlorhexidine gluconate)
periogard mouth/throat solution 0.12 % 1
VANDAZOLE VAGINAL GEL 0.75 % (metronidazole) 3/4
AMINOGLYCOSIDE ANTIBIOTICS - Antibiotics
ARIKAYCE INHALATION SUSPENSION 590 MG/8.4ML PA; QL (8.4 ml per day.); SP;

L . 3/4
(amikacin sulfate liposome) SMCS
gentamicin sulfate external cream 0.1 % 1 QL (39 grams per

prescription.)
gentamicin sulfate external ointment 0.1 % 1 QL (3Q grams per
prescription.)
gentamicin sulfate ophthalmic solution 0.3 % 1 QL (15 ml per prescription.)
HUMATIN ORAL CAPSULE 250 MG (paromomycin sulfate) 2
neomycin sulfate oral tablet 500 mg 1
TOBI NEBULIZER INHALATION NEBULIZATION SOLUTION 3/4 PA; QL (280 ml (1 carton)
300 MG/5ML (tobramycin) per 56 days.); SP; SMCS
TOBI PODHALER INHALATION CAPSULE 28 MG 3 PA; QL (224 capsules per 56
(tobramycin) days.); SP; SMCS
TOBRADEX OPHTHALMIC OINTMENT 0.3-0.1 % 3
(tobramycin-dexamethasone)
- . o : PA; QL (224 ml per 56

tobramycin inhalation nebulization solution 300 mg/4ml 1 days.): SP; SMCS
tobramycin ophthalmic solution 0.3 % 1 QL (5 ml per prescription.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization required,;
QL: Quantity Limit; ST: Step Therapy; H-N: Part of Health Care Reform with confirmation of age and/or
condition appropriate preventive use.; SP: Specialty medication; CM: Orally administered anticancer
medication; SMCS: Specialty medication cost share may apply (for HMO plans, does not apply to injectables
covered under the medical benefit); E: Excluded from coverage unless covered as part of health care reform
preventive; SM: State Mandated Benefit Program; NTT: If you are new to opioid therapy, you will be limited to
a 7-day supply (or 3-day supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
'c[;bramycin—dexamethasone ophthalmic suspension 0.3-0.1 1

0
TOBREX OPHTHALMIC OINTMENT 0.3 % (tobramycin) 3 S:;S;;Sgﬂ;s per
AMINOMETHYLCYCLINES - Antibiotics
NUZYRA ORAL TABLET 150 MG (omadacycline tosylate) 3/4 Sr';égﬁgﬁgr'f)ts per
AMINOPENICILLIN ANTIBIOTICS - Antibiotics
amoxicillin oral capsule 250 mg, 500 mg 1
amoxicillin oral suspension reconstituted 125 mg/5ml, 200 1

mg/5ml, 250 mg/5ml, 400 mg/5ml
amoxicillin oral tablet 500 mg, 875 mg

amoxicillin oral tablet chewable 125 mg, 250 mg

amoxicillin-potassium clavulanate oral suspension
reconstituted 200-28.5 mg/5ml, 250-62.5 mg/5ml, 400-57 1
mg/5ml, 600-42.9 mg/5ml

amoxicillin-potassium clavulanate oral tablet 250-125 mg,
500-125 mg, 875-125 mg

ampicillin oral capsule 500 mg 1

QL (1 carton (10
3 administrative cards, 80
tablets) per 6 months.)

ST; QL (112 tablets per 180

OMECLAMOX-PAK ORAL 500-500-20 MG (amoxicill-
clarithro-omeprazole)

VOQUEZNA DUAL PAK ORAL THERAPY PACK 500-20 MG 3/4

(amoxicillin-vonoprazan) days.)
VOQUEZN_A_TRIPL_E PAK ORAL THERAPY PACK 500-500-20 3/4 ST; QL (112 tablets per 180
MG (amoxicill-clarithro-vonoprazan) days.)

ANTHELMINTICS - Drugs for Parasites

albendazole oral tablet 200 mg 1 QL (124 tablets per month.)
BILTRICIDE ORAL TABLET 600 MG (praziquantel) 3/4

EGATEN ORAL TABLET 250 MG (triclabendazole) 3

EMVERM ORAL TABLET CHEWABLE 100 MG

(mebendazole) 3/4 QL (6 tablets per 3 days.)

PA; QL (20 tablets per 3

ivermectin oral tablet 3 mg 1 months.)

ivermectin oral tablet 6 mg 1 PA

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization required,;
QL: Quantity Limit; ST: Step Therapy; H-N: Part of Health Care Reform with confirmation of age and/or
condition appropriate preventive use.; SP: Specialty medication; CM: Orally administered anticancer
medication; SMCS: Specialty medication cost share may apply (for HMO plans, does not apply to injectables
covered under the medical benefit); E: Excluded from coverage unless covered as part of health care reform
preventive; SM: State Mandated Benefit Program; NTT: If you are new to opioid therapy, you will be limited to
a 7-day supply (or 3-day supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

praziquantel oral tablet 600 mg 1

STROMECTOL ORAL TABLET 3 MG (ivermectin) 34 |PA QL (201tablets per3
months.)

ANTIFUNGALS, MISCELLANEOUS - Drugs for Fungus

BREXAFEMME ORAL TABLET 150 MG (ibrexafungerp 3/4 PA; QL (4 tablets per

citrate) prescription)

griseofulvin microsize oral suspension 125 mg/5ml 1

griseofulvin microsize oral tablet 500 mg 1

griseofulvin ultramicrosize oral tablet 125 mg, 250 mg 1

iodine strong oral solution 5 % 1

ANTI-INFECTIVES (SYSTEMIC), MISC. - Drugs for

Infections

bis subcit-metronid-tetracyc oral capsule 140-125-125 mg 1 anll_ygl)ZO capsules per 180

bismuth/metronidaz/tetracyclin oral capsule 140-125-125 1 QL (120 capsules per 180

mg days.)

PYLERA ORAL CAPSULE 140-125-125 MG (bis subcit- 3/4 QL (120 capsules per 180

metronid-tetracyc) days.)

ANTILEPROSY AGENTS - Antibiotics

dapsone external gel 5 %, 7.5 % 1 QL (6Q grams per
prescription.)

dapsone oral tablet 100 mg, 25 mg 1

ANTIMALARIALS - Drugs for the Mouth and Throat

AMZEEQ EXTERNAL FOAM 4 % (minocycline hcl 3/4 QL (30 grams per

micronized) prescription.)

ARAKODA ORAL TABLET 100 MG (tafenoquine succinate) 3/4 QL (16 tablets per month.)

atovaquone-proguanil hcl oral tablet 250-100 mg, 62.5-25 1

mg

AVIDOXY ORAL TABLET 100 MG 3/4

chloroquine phosphate oral tablet 250 mg, 500 mg 1

COARTEM ORAL TABLET 20-120 MG (artemether- 5

lumefantrine)

DARAPRIM ORAL TABLET 25 MG (pyrimethamine) 3/4 PA; SP; SMCS

doxycycline hyclate oral capsule 100 mg, 50 mg 1

doxycycline hyclate oral tablet 100 mg, 20 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization required,;
QL: Quantity Limit; ST: Step Therapy; H-N: Part of Health Care Reform with confirmation of age and/or
condition appropriate preventive use.; SP: Specialty medication; CM: Orally administered anticancer
medication; SMCS: Specialty medication cost share may apply (for HMO plans, does not apply to injectables
covered under the medical benefit); E: Excluded from coverage unless covered as part of health care reform
preventive; SM: State Mandated Benefit Program; NTT: If you are new to opioid therapy, you will be limited to
a 7-day supply (or 3-day supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

doxycycline monohydrate oral capsule 100 mg, 50 mg 1

doxycycline monohydrate oral suspension reconstituted 25 1

mg/5ml

doxycycline monohydrate oral tablet 100 mg, 150 mg, 50 1

mg, 75 mg

hydroxychloroquine sulfate oral tablet 100 mg, 200 mg, 300 1

mg, 400 mg

KRINTAFEL ORAL TABLET 150 MG (tafenoquine succinate) 1 QL (2 tablets per
prescription.)

MALARONE ORAL TABLET 250-100 MG, 62.5-25 MG 3/4

(atovaquone-proguanil hcl)

mefloquine hcl oral tablet 250 mg 1

minocycline hcl er oral tablet extended release 24 hour 105 1

mg, 115 mg, 135 mg, 45 mg, 55 mg, 65 mg, 80 mg, 90 mg

minocycline hcl oral capsule 100 mg, 50 mg, 75 mg 1

primaquine phosphate oral tablet 26.3 (15 base) mg 1

pyrimethamine oral tablet 25 mg 1 PA; SP; SMCS

guinidine gluconate er oral tablet extended release 324 mg 1

quinidine sulfate oral tablet 200 mg, 300 mg 1

quinine sulfate oral capsule 324 mg 1

tetracycline hcl oral capsule 250 mg, 500 mg 1

ZILXI EXTERNAL FOAM 1.5 % (minocycline hcl micronized) 3/4 PA; ST; QL (30 grams per
prescription.)

ANTIMYCOBACTERIALS, MISCELLANEOUS - Antibiotics

dapsone oral tablet 100 mg, 25 mg 1

ANTIPROTOZOALS, CRYPTOSPORIDIOSIS - Drugs for the

Mouth and Throat

nitazoxanide oral tablet 500 mg 1 QL (6 j[at_)lets per
prescription.)

ANTIPROTOZOALS, MISCELLANEOUS - Drugs for the

Mouth and Throat

atovaquone oral suspension 750 mg/5ml 1

BACTRIM DS ORAL TABLET 800-160 MG (sulfamethoxazole- 3/4

trimethoprim)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization required,;
QL: Quantity Limit; ST: Step Therapy; H-N: Part of Health Care Reform with confirmation of age and/or
condition appropriate preventive use.; SP: Specialty medication; CM: Orally administered anticancer
medication; SMCS: Specialty medication cost share may apply (for HMO plans, does not apply to injectables
covered under the medical benefit); E: Excluded from coverage unless covered as part of health care reform
preventive; SM: State Mandated Benefit Program; NTT: If you are new to opioid therapy, you will be limited to
a 7-day supply (or 3-day supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

BACTRIM ORAL TABLET 400-80 MG (sulfamethoxazole- 3/

trimethoprim)

BENZNIDAZOLE ORAL TABLET 100 MG 2 dQ;‘ygz)A'O tablets per 720
BENZNIDAZOLE ORAL TABLET 12.5 MG 2 dQ;‘yS)ZO tablets per 720
bis subcit-metronid-tetracyc oral capsule 140-125-125 mg 1 anll_ygl)ZO capsules per 180

bismuth/metronidaz/tetracyclin oral capsule 140-125-125 QL (120 capsules per 180
mg days.)
QL (60 grams per

dapsone external gel 5%, 7.5 % 1 prescription.)

dapsone oral tablet 100 mg, 25 mg 1

IMPAVIDO ORAL CAPSULE 50 MG (miltefosine) 2 ghézf'a;";‘gsu'es percourse
LAMPIT ORAL TABLET 120 MG (nifurtimox) 3/4 QL (7.5 tablets per day.)
LAMPIT ORAL TABLET 30 MG (nifurtimox) 3/4 QL (9 tablets per day.)
LIKMEZ ORAL SUSPENSION 500 MG/5ML (metronidazole) 3/4

metronidazole oral capsule 375 mg 1

metronidazole oral tablet 250 mg, 500 mg 1

NEBUPENT INHALATION SOLUTION RECONSTITUTED 300

MG (pentamidine isethionate) 3/4

nitazoxanide oral tablet 500 mg 1 QL (6 j[at_)lets per
prescription.)

pentamidine isethionate inhalation solution reconstituted 1

300 mg

PYLERA ORAL CAPSULE 140-125-125 MG (bis subcit- 3/4 QL (120 capsules per 180

metronid-tetracyc) days.)

SOLOSEC ORAL PACKET 2 GM (secnidazole) 34 |ST: QL (1 packet per
prescription.)

sulfamethoxazole-trimethoprim oral suspension 200-40 1

mg/5ml

sulfamethoxazole-trimethoprim oral tablet 400-80 mg, 800- 1

160 mg

sulfatrim pediatric oral suspension 200-40 mg/5ml 1

tinidazole oral tablet 250 mg, 500 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization required,;
QL: Quantity Limit; ST: Step Therapy; H-N: Part of Health Care Reform with confirmation of age and/or
condition appropriate preventive use.; SP: Specialty medication; CM: Orally administered anticancer
medication; SMCS: Specialty medication cost share may apply (for HMO plans, does not apply to injectables
covered under the medical benefit); E: Excluded from coverage unless covered as part of health care reform
preventive; SM: State Mandated Benefit Program; NTT: If you are new to opioid therapy, you will be limited to
a 7-day supply (or 3-day supply if 19 years or younger) and less than 50 morphine milligram equivalents.
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Coverage Requirements &
Limits

Prescription Drug Name Drug Tier

ANTIPROTOZOALS,NITROIMIDAZOLE-DERIVATIVE -
Drugs for the Mouth and Throat

tinidazole oral tablet 250 mg, 500 mg 1

ANTIRETROVIRALS, MISCELLANEOUS - Drugs for Viral

Infections

SUNLENCA ORAL TABLET THERAPY PACK 4 X 300 MG 3/4 PA; QL (4 tablets per 365
(lenacapavir sodium) days.)

SUNLENCA ORAL TABLET THERAPY PACK 5 X 300 MG 3/4 PA; QL (5 tablets per 365
(lenacapavir sodium) days.)

ANTITUBERCULOSIS AGENTS - Antibiotics

CIPRO ORAL SUSPENSION RECONSTITUTED 250 MG/5ML
(5%), 500 MG/5ML (10%) (ciprofloxacin)

CIPRO ORAL TABLET 250 MG, 500 MG (ciprofloxacin hcl) 3/4
ciprofloxacin hcl oral tablet 250 mg, 500 mg, 750 mg 1

clarithromycin er oral tablet extended release 24 hour 500
mg

clarithromycin oral suspension reconstituted 125 mg/5ml,
250 mg/5ml

clarithromycin oral tablet 250 mg, 500 mg

=

cycloserine oral capsule 250 mg
ethambutol hcl oral tablet 100 mg, 400 mg

isoniazid oral syrup 50 mg/5ml

isoniazid oral tablet 100 mg, 300 mg

levofloxacin oral solution 25 mg/ml
levofloxacin oral tablet 250 mg, 500 mg, 750 mg
moxifloxacin hcl oral tablet 400 mg
PRETOMANID ORAL TABLET 200 MG 3/4

I I

PRIFTIN ORAL TABLET 150 MG (rifapentine) 2
pyrazinamide oral tablet 500 mg 1
rifabutin oral capsule 150 mg 1
rifampin oral capsule 150 mg, 300 mg 1
SIRTURO ORAL TABLET 100 MG, 20 MG (bedaquiline 5

fumarate)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range cost