\‘ Pharmacy | PDL | Illinois

2026 Illinois Access Large Group
3 and 4-Tier Prescription Drug List

Please note: This Prescription Drug List (PDL) is accurate as of

Sept. 1,2026 and is subject to change after this date. All previous
versions of this PDL are no longer in effect. Your estimated coverage
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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, or iii) a quantity of a drug above a quantity limit. 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 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.

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.



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 equivalentis
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 available, and both the brand name and generic

equivalents are 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 SP Specialty Medication
Drug Tier 2 Your mid-range cost medications CM Orally administered anti-cancer
DrugTier3  Your mid-range to high-cost medication
medications SMCS Specialty medication cost share
Drug Tier 3/4 Your highest cost medications may apply
PA Prior authorization required E Excluded from coverage unless
— covered as part of health care
QL Quantity limit reform preventive
H Part of health care reform SM Cost-share cap by state
H-N Part of health care reform mandate applies when
preventive with confirmation of condition appropriate

age and/or condition appropriate
preventive use
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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.

For orally administered anti-cancer medications, there are no separate cost-sharing requirements or
treatment limitations that do not also apply to intravenously injected or administered cancer medications
covered under your medical benefit.

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.

$$ Tier 2 Medications that provide good Use Tier 2 drugs instead of Tier
Your mid-range overall value. Mainly preferred 3 or 3/4 to help reduce your
cost brand name drugs. out-of-pocket costs.
$$$ Tier 3and 3/4 Medications that provide the Many Tier 3 and 3/4 drugs have
Your highest cost  lowest overall value. Mainly non- lower-cost optionsin Tier 1 or 2.
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 enroliment and plan materials on myuhc.com,
or call the toll-free number on your member ID card for more information about your benefit plan. For
information related to specialty medication cost share, please refer to the Specialty Medication Cost
Share (SMCS) section below.

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 be subject to new or updated utilization management requirements at any time.
This includes prior authorization or quantity limits. These changes most commonly occur upon
FDA approval of a medication or its generic equivalent, or on scheduled update dates: 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.

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

These medications are 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.

Specialty Medication Cost Share (SMCS) — Specialty medication cost share may apply. Please refer to
the Pharmacy Schedule of Benefits for specific cost share.

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.

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.
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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.



Requesting a prior authorization

Before certain Prescription Drug Products are dispensed to you, your prescribing provider or your
pharmacist is required to obtain prior authorization from us. Your prescribing provider can submit

a request by phone to Optum Rx® or electronically by contacting us at ProviderPA.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 by going
online at myuhc.com or by calling at the toll-free phone number on the back of your member ID card.

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, 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 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 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
healthcare 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.
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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 048 NCLP AL LAM-T 19 PAAN ETC LRD (=

3555 0 N8398NEAc o IN %5 § | 4895w (Arabic) 855, SN As55 37 (5 BT B> o

L 590 NEIS 2N eBIN ) 103N 85 57> B EeIaIN so (53T EET s 831 N o)y

5 5.0% guilNb el 85Na

(RYANNAN I JISHATT (Bengali-Bangala) FT (TN, OIR(e [{ATN(eTetory] TRl
AT (I 2 TG YA N0l Hewerp! Nefte] CNNTIINSE NN GrvetI~Nrycetet
ST | AN ANTe A oAl Feh a-T- w7t 0 F

giams [USIOHRSunwMmManig2i (Cambodian-Mon-Khmer)

NN SWMINSSASIE SHAMISSIASSHESANINSHSERINNS]S
STOMNYHSHS SNSUEUHSY
SivnumUSssaSIgISTITuUM I NS SIUH A

IR - ME&RH (Chinese - Traditional), EAILIESREEEHBRIEMAFESE
HingXWAREREF . AREEHNEESH R LWRGEEERE,

ATTENTION : Sivous parlez frangais (French), des services d’assistance linguistique et
des communications dans d’autres formats, notamment en gros caractéres, sont mis a
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 |10t foma lo disponib, tankou sa ki enprime ak gwo lét. 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 grof3e Schrift, zur Verfugung. Rufen Sie die geblUhrenfreie Nummer auf Ihrer
Mitgliedskarte an.

MPOZOXH: Edv pAate eAANVLIKA (Greek), uttdpxouv §Labeotpeg Swpeav UTINPECLEG
YAWOOLKNG BonBelag Kat Swpeav eMLKOWVWVIA 0€ AANEG HOPYPOTIOLNTELG, OTIWG PEYAAQ
ypappata. KaAEote tov aplBpo xwpls xpewon otnv KApTa HEAOUG OAG.
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Lol UL B AT 9fRUcdl (Gujarati) Gl &l Al [Qotl 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,

s afe ama Rde(Hindi) i €, ar 3l T Ava s wgrrar dard 3k 3o
gredl # Ard §uUR, o T 99 Be, suf sy g1 3l qee ggani™ g7 w few 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 ntawyv, 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), musnualgtdamugogiiisuusus uas
muaamiusuuuusuuns Lau NILLLTOSNIDV2:BVIO WS,
Tmmuﬁimquequuou-mmaa-manaSJmm.

eqTeTgieeTery: Ife durst wurelig(Nepali) EI’IFon-_uF At el amer Fgrardr das T
3 FageAr Tgel Fares, s T o, qusf T NI suf sy of). 3o dee
ufgenf ™ Trsen Y af shr Fregar 7 T8
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3 blyle Wby Se LS, bas awSo s 12uo (Persian-Farsi) w9 (b 00 xbi0>90
A Oks9.2)00, 0lSh oloww b svawo low w juwd )y SHps b anle ouSasles Jloyaplsy

S by by sgac (Hlwbw

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

ATENCAO: se vocé fala portugués (Portuguese), tem a sua disposicao servigos
gratuitos de assisténcia linguistica e comunica¢des gratuitas em outros formatos,
como caracteres grandes. Ligue para o numero gratuito que se encontra no seu cartao
de identificacdo de membro.

fors oG 7.3 daret (Punjabi):8%% J, 31 3073 BE He3 ITH HaE3T A= %3 I
@aﬂ% WS & <3 7id, "9 He3 Ho'd BUmaU T6 |: U HEg- UgT: J1d38: 3. 28-3h69d: 3
JqT&dd |

BHUMAHME! Ecnu Bbl roBOpuTE Ha PYcCKOM sa3bike (Russian), BamMm 4OCTYMNHbI
becnnaTHble yCnyru 93bIKoBOM NOAAEPXKKM U BecnnaTHble MaTepuansl B gpyrmx
thopMaTax, HanpMMep HanevyaTaHHbIe KPYMHbIM WpnpToM. 3BOHMTE No becnnaTHOMyY
HoMepy TenedoHa, yKasaHHOMY Ha Balen naeHTU(HNKALMOHHON KapTe y4acTHMKA.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomasy
comunicaciones en otros formatos como letra grande, sin cargo, a su disposicion.
Llame al numero gratuito que figura en su tarjeta de identificacion 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.

Tusansu mnauwan I v (Thai) 1
AauanInsn IgusMsmsmdashumunsuaznsdeans usUuuudu q W wu
mMsnunchofmsnusoune el s lWdwinoas InswadmsvanndnaulinsUssishvosnn

3BEPHITb YBATY! kw0 B po3moBnseTe ykpaiHcbKkot (Ukrainian), Bu MoxeTe
6e3onnaTHO KOPUCTYBATUCS NOCSYraMmn MOBHOI MIATPUMKM, a Takox besonnaTHo
OTPMMYBATM iH(hOPMaALLIMHI MaTepianu B iHWKWX hopmaTtax, 9K OT HabpaHi BEMKUM
wpndTtom. TenedoHyTe Ha 6e3KOWTOBHMIN HOMep TenedoHy, 3a3HaYEHWIN Ha BaLin
IAEeHTU IKALINHIN KapTui y4acHUKa.
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Qe w 12059 )50 )N N> e S Y 99 I 29 LY (Urdu) gy ol )SNiGs ) 29
291 9 e < W S P\ e N -UN W 20 o) SOl c n cwiz> N
0SS 0 e

LU'U Y: Né&u quy vi néi Tiéng Viét (Vietnamese), quy vi sé& dugc cung cap cac dich vu
ho trg ngén nglr mién phi va cac phuong tién trao déi lién lac mién phi & cac dinh
dang khac, chang han nhu ban in chit 16n. Goi dén s6 dién thoai mién phi cé 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
(glucagon)

BAQSIMI TWO PACK NASAL POWDER 3 MG/DOSE 5
(glucagon)

CHEMET ORAL CAPSULE 100 MG (succimer) 2
DEPEN TITRATABS ORAL TABLET 250 MG (penicillamine)

ft naloxone hcl nasal liquid 4 mg/0.1ml 1 SM
glucagon emergency kit injection solution reconstituted 1 1
mg

GLUCAGON EMERGENCY KIT INJECTION SOLUTION 5
RECONSTITUTED 1 MG/ML

GVOKE HYPOPEN 1-PACK SUBCUTANEOUS SOLUTION 5
AUTO-INJECTOR 0.5 MG/0.1ML, 1 MG/0.2ML (glucagon)

GVOKE HYPOPEN 2-PACK SUBCUTANEOUS SOLUTION 5
AUTO-INJECTOR 0.5 MG/0.1ML, 1 MG/0.2ML (glucagon)

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
hyoscyamine sulfate oral tablet dispersible 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 to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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 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
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 1 SM
naloxone hcl injection solution cartridge 0.4 mg/ml 1 SM
naloxone hcl injection solution prefilled syringe 0.4 mg/ml,

2 mg/2ml ! SM
naloxone hcl nasal liquid 4 mg/0.1ml 1 SM
NARCAN NASAL LIQUID 4 MG/0.1ML (naloxone hcl) 1 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

phytonadione oral tablet 5 mg

REXTOVY NASAL LIQUID 4 MG/0.25ML (naloxone hcl) 1 SM
REZENOPY NASAL LIQUID 10 MG/0.11ML (naloxone hcl) 3/4 SM
RIVIVE NASAL LIQUID 3 MG/0.1ML (naloxone hcl) 1 SM
ANTIDOTES (91:04)

naloxone hcl injection solution 0.4 mg/ml, 4 mg/10ml 1 SM
naloxone hcl injection solution cartridge 0.4 mg/ml 1 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 to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

RADIOGARDASE ORAL CAPSULE 0.5 GM (prussian blue
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
SUSPENSION 15 GM/60ML (sodium polystyrene sulfonate)

SPS (SODIUM POLYSTYRENE SULF) RECTAL
SUSPENSION 30 GM/120ML (sodium polystyrene sulfonate)

CHEMOTHERAPY ANTIDOTES/PROTECTANTS

lederle leucovorin oral tablet 5 mg

leucovorin calcium oral tablet 10 mg, 15 mg, 25 mg, 5 mg

CYANIDE ANTIDOTES

EXODERM EXTERNAL LOTION 25-1 % (sod thiosulfate-
salicylic acd)

FLUOROPYRIMIDINE ANTIDOTE

VISTOGARD ORAL PACKET 10 GM (uridine triacetate) 2 PA

ANTIHISTAMINE DRUGS - Drugs for Allergy

ANTIHISTAMINE DRUGS - Drugs for Allergy

promethazine hcl oral tablet 25 mg 1

ETHANOLAMINE DERIVATIVES - Drugs for Allergy

CARBINOXAMINE MALEATE ER ORAL SUSPENSION

EXTENDED RELEASE 4 MG/5ML 3/4

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)

Pl W R[N Rk

diphenhydramine hcl oral elixir 12.5 mg/5ml

KARBINAL ER ORAL SUSPENSION EXTENDED RELEASE 4

MG/5ML (carbinoxamine maleate) 3/4

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

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

cyproheptadine hcl oral syrup 2 mg/sml

cyproheptadine hcl oral tablet 4 mg

FIRST GENERATION ANTIHISTAMINES - Drugs for Allergy

CARBINOXAMINE MALEATE ER ORAL SUSPENSION

EXTENDED RELEASE 4 MG/5ML 3/4

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

W R[N Rk

CLEMSZA ORAL TABLET 2.68 MG (clemastine fumarate)

CORPHENA ORAL SOLUTION 2 MG/5ML 3/4

cyproheptadine hcl oral syrup 2 mg/sml

P e

cyproheptadine hcl oral tablet 4 mg

diphenhydramine hcl oral elixir 12.5 mg/5ml

hydrocod poli-chlorphe poli er oral suspension extended
release 10-8 mg/5ml

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

KARBINAL ER ORAL SUSPENSION EXTENDED RELEASE 4

MG/5ML (carbinoxamine maleate) 3/4

NEOTUSS PLUS ORAL LIQUID 7.5-4-30 MG/5ML
(phenylephrine-chlorphen-dm)

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

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

promethazine hcl rectal suppository 12.5 mg, 25 mg

promethazine-codeine oral solution 6.25-10 mg/5ml PA

promethazine-codeine oral syrup 6.25-10 mg/5ml PA

promethazine-dm oral syrup 6.25-15 mg/5ml

RPlR[ R R|RPr|R|RP

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

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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.

18



Coverage requirements &
limits

Prescription drug name Drug tier

PROMETHEGAN RECTAL SUPPOSITORY 12.5 MG, 25 MG,
50 MG (promethazine hcl)

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

RYCLORA ORAL SOLUTION 2 MG/5ML
(dexchlorpheniramine maleate)

TUXARIN ER ORAL TABLET EXTENDED RELEASE 12 HOUR
54.3-8 MG (chlorpheniramine-codeine)

OTHER ANTIHISTAMINES - Drugs for Allergy
bepotastine besilate ophthalmic solution 1.5 %

cimetidine hcl oral solution 300 mg/5ml

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

famotidine oral suspension reconstituted 40 mg/5ml

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

nizatidine oral capsule 150 mg, 300 mg

RPlR| R R RPIRI R R R

olopatadine hcl nasal solution 0.6 %

RYALTRIS NASAL SUSPENSION 665-25 MCG/ACT
(olopatadine-mometasone)

PHENOTHIAZINE DERIVATIVES - Drugs for Allergy
promethazine hcl oral solution 12.5 mg/10ml, 6.25 mg/5ml

3/4

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

promethazine hcl rectal suppository 12.5 mg, 25 mg

PA
PA

promethazine-codeine oral solution 6.25-10 mg/5ml

promethazine-codeine oral syrup 6.25-10 mg/5ml

promethazine-dm oral syrup 6.25-15 mg/5ml

I

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

PROMETHEGAN RECTAL SUPPOSITORY 12.5 MG, 25 MG,
50 MG (promethazine hcl)

PROPYLAMINE DERIVATIVES - Drugs for Allergy
CORPHENA ORAL SOLUTION 2 MG/5ML 3/4

hydrocod poli-chlorphe poli er oral suspension extended
release 10-8 mg/5ml

1 PA

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
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
RYCLORA ORAL SOLUTION 2 MG/5ML

. ) 3/4

(dexchlorpheniramine maleate)
TUXARIN ER ORAL TABLET EXTENDED RELEASE 12 HOUR 3
54.3-8 MG (chlorpheniramine-codeine)
SECOND GENERATION ANTIHISTAMINES - Drugs for
Allergy
CLARINEX-D 12 HOUR ORAL TABLET EXTENDED RELEASE 3
12 HOUR 2.5-120 MG (desloratadine-pseudoephedrine)
desloratadine oral tablet 5 mg 1
desloratadine oral tablet dispersible 5 mg 1
epinastine hcl ophthalmic solution 0.05 % 1
levocetirizine dihydrochloride oral solution 2.5 mg/5ml 1
levocetirizine dihydrochloride oral tablet 5 mg 1
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
cefadroxil oral tablet 1 gm
cephalexin oral capsule 250 mg, 500 mg, 750 mg
cephalexin oral suspension reconstituted 125 mg/5ml, 250 1
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 1
mg/5ml

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
cefprozil oral tablet 250 mg, 500 mg 1
cefuroxime axetil oral tablet 250 mg, 500 mg 1
3RD GENERATION CEPHALOSPORIN ANTIBIOTICS -

Antibiotics

cefdinir oral capsule 300 mg 1
cefdinir oral suspension reconstituted 125 mg/5ml, 250 1
mg/5ml

cefixime oral capsule 400 mg 1
cefixime oral suspension reconstituted 100 mg/5ml, 200 1
mg/5ml

CEFIXIME ORAL TABLET 400 MG 3/4
cefpodoxime proxetil oral suspension reconstituted 100

mg/5ml, 50 mg/5ml 1
cefpodoxime proxetil oral tablet 100 mg, 200 mg 1
ADAMANTANE ANTIVIRALS - Drugs for Viral Infections

amantadine hcl oral capsule 100 mg 1
amantadine hcl oral solution 50 mg/5ml 1
amantadine hcl oral tablet 100 mg 1
rimantadine hcl oral tablet 100 mg 1
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
HUMATIN ORAL CAPSULE 250 MG (paromomycin sulfate)
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 % 1
metronidazole external lotion 0.75 % 1
metronidazole oral capsule 375 mg 1
metronidazole 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 to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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.

21



Coverage requirements &

Prescription drug name Drug tier limits
metronidazole vaginal gel 0.75 % 1
NUVESSA VAGINAL GEL 1.3 % (metronidazole) 3/4
PERIDEX MOUTH/THROAT SOLUTION 0.12 %
(chlorhexidine gluconate) 3/4
periogard mouth/throat solution 0.12 % 1
VANDAZOLE VAGINAL GEL 0.75 % (metronidazole) 3/4
AMINOGLYCOSIDE ANTIBIOTICS - Antibiotics
gﬂﬁgﬁimgﬁﬁgggr:;SPENSION 590 MG/8.4ML 3/4 PA: QL (8.4 ml per day.)
gentamicin sulfate external cream 0.1 % 1
gentamicin sulfate external ointment 0.1 % 1
gentamicin sulfate ophthalmic solution 0.3 % 1
HUMATIN ORAL CAPSULE 250 MG (paromomycin sulfate) 2
neomycin sulfate oral tablet 500 mg 1
TOBI NEBULIZER INHA_LATION NEBULIZATION SOLUTION 3/4 PA; QL (280 ml (1 carton)
300 MG/5ML (tobramycin) per 56 days.)
TOBI PODHALER INHALATION CAPSULE 28 MG 3 PA; QL (224 capsules per 56
(tobramycin) days.)
TOBRADE_X OPHTHALMIC OINTMENT 0.3-0.1 % 3
(tobramycin-dexamethasone)
TOBRADE_X ST OPHTHALMIC SUSPENSION 0.3-0.05 % 3/4
(tobramycin-dexamethasone)
tobramycin inhalation nebulization solution 300 mg/4ml PA; QL (224 ml per 56 days.)
tobramycin ophthalmic solution 0.3 %
'c[;bramycin—dexamethasone ophthalmic suspension 0.3-0.1 1
0
TOBREX OPHTHALMIC OINTMENT 0.3 % (tobramycin) 3
AMINOMETHYLCYCLINES - Antibiotics
NUZYRA ORAL TABLET 150 MG (omadacycline tosylate) 3/4
AMINOPENICILLIN ANTIBIOTICS - Antibiotics
amoxicill-clarithro-lansopraz oral therapy pack 500 & 500 & 1 QL (112 capsules and tablets
30 mg (1 Package) per 180 days.)
amoxicillin oral capsule 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 to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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.
22




Coverage requirements &

Prescription drug name Drug tier limits

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 er oral tablet extended 1

release 12 hour 1000-62.5 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, 1

500-125 mg, 875-125 mg

ampicillin oral capsule 500 mg 1

AUGMENTIN ORAL SUSPENSION RECONSTITUTED 125- 3/4

31.25 MG/5ML (amoxicillin-pot clavulanate)

VOQUEZNA DUAL PAK ORAL THERAPY PACK 500-20 MG 3/4 QL (112 tablets per 180

(amoxicillin-vonoprazan) days.)

VOQUEZNA TRIPLE PAK ORAL THERAPY PACK 500-500-20 3/4 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 3/4 OL (6 tablets per 3 days.)

(mebendazole)

ivermectin oral tablet 3 mg 1 PA; QL (20 tablets per 3
months.)

ivermectin oral tablet 6 mg PA

praziquantel oral tablet 600 mg

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

months.)

ANTIFUNGALS, MISCELLANEOUS - Drugs for Fungus

griseofulvin microsize oral suspension 125 mg/5ml

griseofulvin microsize oral tablet 500 mg

griseofulvin ultramicrosize oral tablet 125 mg, 250 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

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 %

dapsone oral tablet 100 mg, 25 mg

ANTIMALARIALS - Drugs for the Mouth and Throat

AMZEEQ EXTERNAL FOAM 4 % (minocycline hcl 3/4

micronized)

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

doxycycline hyclate oral capsule 100 mg, 50 mg 1

doxycycline hyclate oral tablet 100 mg, 150 mg, 20 mg, 75 1

mg

doxycycline hyclate oral tablet delayed release 100 mg, 150 1

mg, 200 mg, 50 mg, 75 mg

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

mg, 75 mg

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

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
KRINTAFEL ORAL TABLET 150 MG (tafenoquine succinate) 1
MALARONE ORAL TAI__%LET 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
minocycline hcl oral tablet 100 mg, 50 mg, 75 mg 1

primaquine phosphate oral tablet 26.3 (15 base) mg 1
pyrimethamine oral tablet 25 mg 1 PA
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
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
ANTIPROTOZOALS, MISCELLANEOUS - Drugs for the

Mouth and Throat

atovaquone oral suspension 750 mg/5ml 1

BACTRIM I_DS ORAL TABLET 800-160 MG (sulfamethoxazole- 3/4
trimethoprim)

BACTRIM QRAL TABLET 400-80 MG (sulfamethoxazole- 3/4
trimethoprim)

BENZNIDAZOLE ORAL TABLET 100 MG 2 dQ;‘ygA'S tablets per 720
BENZNIDAZOLE ORAL TABLET 12.5 MG 2 anll_yg)zo tablets per 720
bis subcit-metronid-tetracyc oral capsule 140-125-125 mg 1 QL (120 capsules per 180

days.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

bismuth/metronidaz/tetracyclin oral capsule 140-125-125

limits
QL (120 capsules per 180

(lenacapavir sodium)

mg ! days.)
dapsone external gel 5%, 7.5 %
dapsone oral tablet 100 mg, 25 mg
IMPAVIDO ORAL CAPSULE 50 MG (miltefosine) 2 QL (84 capsules per course
of therapy.)
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
e : 3/4
MG (pentamidine isethionate)
nitazoxanide oral tablet 500 mg 1
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) 3/4
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
tinidazole oral tablet 250 mg, 500 mg
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

days.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

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

RPlRr R R RR R R

moxifloxacin hcl oral tablet 400 mg

PRETOMANID ORAL TABLET 200 MG 3/4

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)

ANTIVIRALS, MISCELLANEOUS - Drugs for Viral Infections

LIVTENCITY ORAL TABLET 200 MG (maribavir) 3/4 PA; QL (4 tablets per day.)
PAXLOVID (150/100) ORAL TABLET THERAPY PACK 10 X 5 QL (40 tablets per 365 days.
150 MG & 10 X 100MG (nirmatrelvir-ritonavir) 20 tablets per prescription.)
PAXLOVID (300/100 & 150/100) ORAL TABLET THERAPY 5 QL (22 tablets per 365 days.
PACK 6 X 150 MG & 5 X 100MG (nirmatrelvir-ritonavir) 11 tablets per copay.)
PAXLOVID (300/100) ORAL TABLET THERAPY PACK 20 X 5 QL (60 tablets per 365 days.
150 MG & 10 X 100MG (nirmatrelvir-ritonavir) 30 tablets per prescription.)
PREVYMIS ORAL PACKET 120 MG, 20 MG (letermovir) 2 PA

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

PREVYMIS ORAL TABLET 240 MG, 480 MG (letermovir) 2 PA

TPOXX ORAL CAPSULE 200 MG (tecovirimat) 3/4

o e DOSE) ORALTABLET THERAPY PACK L |5 ot (1l or mont)

i(égL'\L/IJCZ;A(\b(SIOO)I\(/IaC\;”IngirEgo(iiFIQ;AL TABLET THERAPY PACK 1 3 OL (1 tablet per month.)

AZOLE ANTIFUNGALS - Drugs for Fungus

C_:RESEMBA ORAL CAPSULE 186 MG, 74.5 MG 3

(isavuconazonium sulfate)

fluconazole oral suspension reconstituted 10 mg/ml, 40 1

mg/ml

fluconazole oral tablet 100 mg, 150 mg, 200 mg, 50 mg 1

itraconazole oral capsule 100 mg 1 QL (180 capsules per 365
days)

itraconazole oral solution 10 mg/ml 1 QL (1800 ml per 365 days)

ketoconazole external cream 2 % 1

ketoconazole external foam 2 % 1

ketoconazole external shampoo 2 % 1

ketoconazole oral tablet 200 mg 1

ketodan external foam 2 % 1

NOXAFIL ORAL PACKET 300 MG (posaconazole) 2

posaconazole oral suspension 40 mg/ml 1

posaconazole oral tablet delayed release 100 mg 1

SPORANOX ORAL CAPSULE 100 MG (itraconazole) 3/4 anll_ygso capsules per 365

VFE_ND ORAL SUSPENSION RECONSTITUTED 40 MG/ML 3/4

(voriconazole)

VIVJOA ORAL CAPSULE THERAPY PACK 150 MG 3 PA; QL (18 capsules per 84

(oteseconazole) days.)

voriconazole oral suspension reconstituted 40 mg/ml

voriconazole oral tablet 200 mg, 50 mg

BACITRACIN ANTIBIOTICS - Antibiotics

bacitracin-polymyxin b ophthalmic ointment 500-10000 1

unit/gm

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

bacitra-neomycin-polymyxin-hc ophthalmic ointment 1 % 1
CORONAVIRUS (COVID-19) - Drugs for Viral Infections
PAXLOVID (150/100) ORAL TABLET THERAPY PACK 10 X

QL (40 tablets per 365 days.

150 MG & 10 X 100MG (nirmatrelvir-ritonavir) 20 tablets per prescription.)
PAXLOVID (300/100 & 150/100) ORAL TABLET THERAPY 5 QL (22 tablets per 365 days.
PACK 6 X 150 MG & 5 X 100MG (nirmatrelvir-ritonavir) 11 tablets per copay.)
PAXLOVID (300/100) ORAL TABLET THERAPY PACK 20 X 5 QL (60 tablets per 365 days.
150 MG & 10 X 100MG (nirmatrelvir-ritonavir) 30 tablets per prescription.)
ENDONUCLEASE INHIBITORS - Drugs for Viral Infections

i e DOSE) SRALTABLET THERAPY PACK L 5 [ot (1 alc ormoni)
a0 e DOSE) SRALTABLET THERAPY PACK L |5 ot (1 alc or moni)
ERYTHROMYCIN ANTIBIOTICS - Antibiotics

E.E.S. GRANULES ORAL SUSPENSION RECONSTITUTED 3

200 MG/5ML (erythromycin ethylsuccinate)
ERY EXTERNAL PAD 2 % 3
ERYPED 400 ORAL SUSPENSION RECONSTITUTED 400

MG/5ML (erythromycin ethylsuccinate) 3/4
erythromycin base oral capsule delayed release particles 1
250 mg
erythromycin base oral tablet 250 mg, 500 mg 1
erythromycin base oral tablet delayed release 250 mg, 333 1
mg, 500 mg
erythromycin ethylsuccinate oral suspension reconstituted 1
200 mg/5ml, 400 mg/5ml
erythromycin external gel 2 %
erythromycin external solution 2 %
erythromycin oral tablet delayed release 250 mg, 333 mg, 1
500 mg
GLYCOPEPTIDE ANTIBIOTICS - Antibiotics
FIRVANQ ORAL SOLUTION RECONSTITUTED 25 MG/ML, 50

; 3/4
MG/ML (vancomycin hcl)
VANCOCIN ORAL CAPSULE 125 MG, 250 MG (vancomycin 3/4

hel)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
vancomycin hcl oral capsule 125 mg, 250 mg 1
vancomycin hcl oral solution reconstituted 25 mg/ml, 250 1
mg/5ml, 50 mg/ml
HCV POLYMERASE INHIBITOR ANTIVIRALS - Drugs for
Viral Infections
EPCLUSA ORAL PACKET 150-37.5 MG (sofosbuvir- PA; QL (2 packets per day
) 2 and 84 packets per 720
velpatasvir)
days.)
) . PA; QL (1 packet per day
EPCLUSA ORAL PACKET 200-50 MG (sofosbuvir 5 and 84 packets per 720
velpatasvir)
days.)
EPCLUSA_ ORAL TABLET 200-50 MG (sofosbuvir- 5 PA: QL (1 tablet per day.)
velpatasvir)
EPCLUSA ORAL TABLET 400-100 MG (sofosbuvir- 5 PA; QL (84 tablets per 720
velpatasvir) days.)
HARVONI ORAL PACKET 33.75-150 MG, 45-200 MG PA; QL (1 pellet packet per
. : : 2 day and 28 pellet packets per
(ledipasvir-sofosbuvir)
month.)
HARVONI ORAL TABLET 45-200 MG (ledipasvir-sofosbuvir) 2 ggSQ)L (84 tablets per 720
HARVONI ORAL TABLET 90-400 MG (ledipasvir-sofosbuvir) 7 PA; QL (1 tablet per day and
28 tablets per month.)
LEDIPASVIR-SOFOSBUVIR ORAL TABLET 90-400 MG 2 PA; QL (1 tablet per day and
28 tablets per month.)
SOFOSBUVIR-VELPATASVIR ORAL TABLET 400-100 MG 2 ggSQ)L (84 tablets per 720
PA; QL (1 packet of pellets
SOVALDI ORAL PACKET 150 MG, 200 MG (sofosbuvir) 3/4 per day and 84 packets of
pellets per 720 days.)
SOVALDI ORAL TABLET 200 MG, 400 MG (sofosbuvir) 3/4 ggSQ)L (84 tablets per 720
VOSEVI ORAL TABLET 400-100-100 MG (sofosbuv- 5 PA; QL (84 tablets per 720

velpatasv-voxilaprev)

days)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

HCV PROTEASE INHIBITOR ANTIVIRALS - Drugs for Viral

Infections

MAVYRET ORAL PACKET 50-20 MG (glecaprevir- ) ;Aé (2?{'3‘0(5;3(‘2;?5?;;;3’
pibrentasvir) days.) P P
MAVYRET ORAL TABLET 100-40 MG (glecaprevir- 5 PA; QL (168 tablets per 720
pibrentasvir) days)

VOSEVI ORAL TABLET 400-100-100 MG (sofosbuv- 5 PA; QL (84 tablets per 720
velpatasv-voxilaprev) days)

ZEPATIER ORAL TABLET 50-100 MG (elbasvir-grazoprevir) 2 SQSQ('EZ(%CGISESSS per 720
HCV REPLICATION COMPLEX INHIBITORS - Drugs for

Viral Infections

EPCLUSA ORAL PACKET 150-37.5 MG (sofosbuvir- ) ;Aé (834': (icpkiizeirpszrgay
velpatasvir) days.) P P

EPCLUSA ORAL PACKET 200-50 MG (sofosbuvir- ) ;?& (834'1‘ (;Cpkaglgetepre;zdoay
velpatasvir) days.) P P

EPCLUSA ORAL TABLET 200-50 MG (sofosbuvir- .

velpatasvir) 2 PA; QL (1 tablet per day.)
EPCLUSA ORAL TABLET 400-100 MG (sofosbuvir- 5 PA; QL (84 tablets per 720
velpatasvir) days.)

HARVONI ORAL PACKET 33.75-150 MG, 45-200 MG , gg; gn" d%gpegﬁtefagiiteffrer
(ledipasvir-sofosbuvir) moynth ) P P P
HARVONI ORAL TABLET 45-200 MG (ledipasvir-sofosbuvir) 2 SQSQ)L (84 tablets per 720
HARVONI ORAL TABLET 90-400 MG (ledipasvir-sofosbuvir) 2 zsA;ta(%ll_eg ;ae?'f;(fft;]‘;ay and
LEDIPASVIR-SOFOSBUVIR ORAL TABLET 90-400 MG 2 ;Q;t;%'l'eg ;ae?'f;(frftmay and
MAVYRET ORAL PACKET 50-20 MG (glecaprevir- ) ;Aé (2?{'3‘0(5;3(‘2;?5?;;;3’
pibrentasvir) days.) P P
MAVYRET ORAL TABLET 100-40 MG (glecaprevir- 5 PA; QL (168 tablets per 720
pibrentasvir) days)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
SOFOSBUVIR-VELPATASVIR ORAL TABLET 400-100 MG 2 ggSQ)L (84 tablets per 720
VOSEVI ORAL TABLET 400-100-100 MG (sofosbuv- 5 PA; QL (84 tablets per 720
velpatasv-voxilaprev) days)

ZEPATIER ORAL TABLET 50-100 MG (elbasvir-grazoprevir) 2 PA; QL (84 tablets per 720

days (12 weeks).)

HIV CAPSID INHIBITORS - Drugs for Viral Infections

SUNLENCA ORAL TABLET 300 MG (lenacapavir sodium) 3/4 PA; QL (24 tablets per year.)
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.)

YEZTUGO ORAL TABLET 300 MG (lenacapavir sodium) 3/4 QL (4 tablets per year.); SM
HIV ENTRY AND FUSION INHIBITORS - Drugs for Viral

Infections

maraviroc oral tablet 150 mg, 300 mg 1 PA

RUKOBIA ORAL TABLET EXTENDED RELEASE 12 HOUR 3/4 PA

600 MG (fostemsavir tromethamine)

SELZENTRY ORAL SOLUTION 20 MG/ML (maraviroc) 2 PA

SELZENTRY ORAL TABLET 150 MG, 300 MG (maraviroc) 3/4 PA

HIV INTEGRASE INHIBITOR ANTIRETROVIRALS - Drugs

for Viral Infections

BIKTARVY ORAL TABLET 30-120-15 MG, 50-200-25 MG

(bictegravir-emtricitab-tenofov) 3/4 QL (1 tablet per day.)
DO\_/ATC_) ORAL TABLET 50-300 MG (dolutegravir- 5 QL (1 tablet per day.)
lamivudine)

GEN_V(_)YA ORAL TABLET 150-150-200-10 MG (elviteg-cobic- 3/4 QL (1 tablet per day.)
emtricit-tenofaf)

ISENTRESS HD ORAL TABLET 600 MG (raltegravir 5 SM

potassium)

ISENTRESS ORAL PACKET 100 MG (raltegravir potassium) 2 SM

ISENTRESS ORAL TABLET 400 MG (raltegravir potassium) 2 SM

ISENTRESS ORAL TABLET CHEWABLE 100 MG, 25 MG 5 SM

(raltegravir potassium)

JULUCA ORAL TABLET 50-25 MG (dolutegravir-rilpivirine) 2 QL (1 tablet per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

STRIBILD ORAL TABLET 150-150-200-300 MG (elviteg-

limits

cobic-emtricit-tenofdf) 3/4 QL (1 tablet per day.); SM
TIVICAY ORAL TABLET 50 MG (dolutegravir sodium) 3 SM

TIVI_CAY PD ORAL TABLET SOLUBLE 5 MG (dolutegravir 3 SM

sodium)

chfIILljJtl\e/lgErngi)rﬁgrl%iTlﬁlzl)_ET 600-50-300 MG (abacauvir- 5 OL (1 tablet per day.)
TRIUMEQ PD ORAL TABLET SOLUBLE 60-5-30 MG 2 QL (6 tablets per day.)
VOCABRIA ORAL TABLET 30 MG (cabotegravir sodium) 3/4 SM

HIV NONNUCLEOSIDE REV.TRANSCRIP. INHIB. - Drugs for

Viral Infections

bictograviremtrictab-tonotor) 34 |QL (L tablet per day)
ﬁlop:\\/llﬁl__tlzs?ﬂ())vFiQSL TABLET 200-25-300 MG (emtricitab- 3/4 QL (1 tablet per day.): SM
Eiﬁ?l’;lﬁg&?ﬁ\l/_;?BLET 100-300-300 MG (doravirin 5 OL (1 tablet per day.)
EDURANT ORAL TABLET 25 MG (rilpivirine hcl) 2 SM

EDURANT PED ORAL TABLET SOLUBLE 2.5 MG (rilpivirine 5 SM

hcl)

efavirenz oral tablet 600 mg

efavirenz-emtricitab-tenofo df oral tablet 600-200-300 mg QL (1 tablet per day.)
gg%\iggg_z?)—(l)%mnl]\;udme—tenofowr oral tablet 400-300-300 mg, 1 OL (1 tablet per day.)
emtricitab-rilpivir-tenofov df oral tablet 200-25-300 mg 1 QL (1 tablet per day.); SM
etravirine oral tablet 100 mg, 200 mg 1 SM

INTELENCE ORAL TABLET 100 MG, 200 MG (etravirine) 3/4 SM

INTELENCE ORAL TABLET 25 MG (etravirine) 2 SM

JULUCA ORAL TABLET 50-25 MG (dolutegravir-rilpivirine) 2 QL (1 tablet per day.)
methocarbamol oral tablet 500 mg 1

nevirapine er oral tablet extended release 24 hour 400 mg 1

nevirapine oral suspension 50 mg/5ml 1

nevirapine oral tablet 200 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

ODEFSEY ORAL TABLET 200-25-25 MG (emtricitab-rilpivir-
tenofov af)

PIFELTRO ORAL TABLET 100 MG (doravirine)
rilpivirine hcl oral tablet 25 mg 1 SM

SYMFI ORAL TABLET 600-300-300 MG (efavirenz-
lamivudine-tenofovir)

HIV NUCLEOSIDE, NUCLEOTIDE RT INHIBITORS - Drugs
for Viral Infections

3/4 QL (1 tablet per day.)

2 QL (1 tablet per day.)

abacavir sulfate oral solution 20 mg/ml

abacavir sulfate oral tablet 300 mg

abacavir sulfate-lamivudine oral tablet 600-300 mg

BIKTARVY ORAL TABLET 30-120-15 MG, 50-200-25 MG
(bictegravir-emtricitab-tenofov)

CIMDUO ORAL TABLET 300-300 MG (lamivudine-tenofovir) 2 QL (1 tablet per day.)
COMPLERA ORAL TABLET 200-25-300 MG (emtricitab-
rilpivir-tenofovir)

DELSTRIGO ORAL TABLET 100-300-300 MG (doravirin-
lamivudin-tenofov df)

DESCOVY ORAL TABLET 120-15 MG (emtricitabine-
tenofovir af)

DESCOVY ORAL TABLET 200-25 MG (emtricitabine-
tenofovir af)

DOVATO ORAL TABLET 50-300 MG (dolutegravir-

3/4 QL (1 tablet per day.)

3/4 QL (1 tablet per day.); SM

2 QL (1 tablet per day.)

3/4 QL (1 tablet per day.); SM

3/4 QL (1 tablet per day.); H; SM

lamivudine) 2 QL (1 tablet per day.)
efavirenz-emtricitab-tenofo df oral tablet 600-200-300 mg 1 QL (1 tablet per day.)
efavirenz-lamivudine-tenofovir oral tablet 400-300-300 mg, 1 QL (1 tablet per day.)

600-300-300 mg
emtricitabine oral capsule 200 mg 1 SM
emtricitabine-tenofovir df oral tablet 100-150 mg, 133-200

mg, 167-250 mg 1 QL (1 tablet per day.); SM
emtricitabine-tenofovir df oral tablet 200-300 mg 1 QL (1 tablet per day.); H; SM
emtricitab-rilpivir-tenofov df oral tablet 200-25-300 mg 1 QL (1 tablet per day.); SM
EMTRIVA ORAL CAPSULE 200 MG (emtricitabine) 3/4 SM

EMTRIVA ORAL SOLUTION 10 MG/ML (emtricitabine) 2 SM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

EPIVIR ORAL SOLUTION 10 MG/ML (lamivudine) 3/4 SM

EPIVIR ORAL TABLET 150 MG, 300 MG (lamivudine) 3/4 SM

SrEtNri\é(i)tI:n(())]g?)L TABLET 150-150-200-10 MG (elviteg-cobic- 3/4 QL (1 tablet per day.)
lamivudine oral solution 10 mg/ml 1 SM

lamivudine oral tablet 100 mg 1

lamivudine oral tablet 150 mg, 300 mg 1 SM
lamivudine-zidovudine oral tablet 150-300 mg 1 SM

ggEfFOSVE;)ORAL TABLET 200-25-25 MG (emtricitab-rilpivir- 3/4 QL (1 tablet per day.)
RETROVIR ORAL CAPSULE 100 MG (zidovudine) 3/4 SM

RETROVIR ORAL SYRUP 50 MG/5ML (zidovudine) 3 SM
fgglCBleLnl?t:I)CFﬁA:_eIﬁ%I;)ET 150-150-200-300 MG (elviteg- 3/4 OL (1 tablet per day.): SM
E\r(n'\:l\l/j (ﬁr?:il{eﬁﬁ?oLVEi:; 600-300-300 MG (efavirenz- 5 QL (1 tablet per day.)
tenofovir disoproxil fumarate oral tablet 300 mg 1 H-N
chfIILljJtl\e/lgErngi)rﬁgrl%iTlﬁlzl)_ET 600-50-300 MG (abacavir- 5 QL (1 tablet per day.)
TRIUMEQ PD ORAL TABLET SOLUBLE 60-5-30 MG 2 QL (6 tablets per day.)
D AL THOLET 10050 G 139200 MG 167250 ||t (1 talt por day ;S
VIREAD ORAL POWDER 40 MG/GM (tenofovir disoproxil 3

fumarate)

VIREAD ORAL TABLET 150 MG, 200 MG, 250 MG (tenofovir 5

disoproxil fumarate)

ZIAGEN ORAL SOLUTION 20 MG/ML (abacavir sulfate) 3/4

zidovudine oral capsule 100 mg SM

zidovudine oral syrup 50 mg/5ml SM

zidovudine oral tablet 300 mg SM

HIV PROTEASE INHIBITOR ANTIRETROVIRALS - Drugs for

Viral Infections

APTIVUS ORAL CAPSULE 250 MG (tipranavir) 2

atazanavir sulfate oral capsule 150 mg, 200 mg, 300 mg 1 SM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
darunavir oral tablet 600 mg, 800 mg 1 SM
EVOTAZ ORAL TABLET 300-150 MG (atazanavir-cobicistat) 2
fosamprenavir calcium oral tablet 700 mg 1
KALETRA ORAL SOLUTION 400-100 MG/5ML (lopinavir- 3

ritonavir)

K_ALETRA ORAL TABLET 100-25 MG, 200-50 MG (lopinavir- 3/4
ritonavir)

lopinavir-ritonavir oral tablet 100-25 mg, 200-50 mg 1

NORVIR ORAL PACKET 100 MG (ritonavir) 2 SM
PREZCOBIX ORAL TABLET 675-150 MG, 800-150 MG 5
(darunavir-cobicistat)

PREZISTA ORAL SUSPENSION 100 MG/ML (darunavir) 2 SM
PREZISTA ORAL TABLET 150 MG, 75 MG (darunavir) 2 SM
REYATAZ ORAL PACKET 50 MG (atazanavir sulfate) 2 SM
ritonavir oral tablet 100 mg 1 SM
VIRACEPT ORAL TABLET 250 MG, 625 MG (nelfinavir 5

mesylate)
INTERFERON ANTIVIRALS - Drugs for Viral Infections

BESREMI SUBCUTANEOUS SOLUTION PREFILLED 3/4 PA; QL (0.08 ml per day.);
SYRINGE 500 MCG/ML (ropeginterferon alfa-2b-njft) SP; CM; SMCS

PEGASYS SUBCUTANEOUS SOLUTION 180 MCG/ML

(peginterferon alfa-2a) 2
PEGASYS SUBCUTANEOUS SOLUTION PREFILLED 5
SYRINGE 180 MCG/0.5ML (peginterferon alfa-2a)

LINCOMYCIN ANTIBIOTICS - Antibiotics

ACANYA EXTERNAL GEL 1.2-2.5 % (clindamycin phos- 3/4
benzoyl perox)

CLEOCIN ORAL CAPSULE 150 MG, 300 MG (clindamycin 3/4
hcl)

CLEOCIN ORAL CAPSULE 75 MG (clindamycin hcl) 2
CLEOCIN ORAL SOLUTION RECONSTITUTED 75 MG/5ML 3/4
(clindamycin palmitate hcl)

CLEOCIN VAGINAL CREAM 2 % (clindamycin phosphate) 3/4

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

CLEOCIN VAGINAL SUPPOSITORY 100 MG (clindamycin
phosphate)

CLEOCIN-T EXTERNAL LOTION 1 % (clindamycin

phosphate) 3/4

clindacin etz external swab 1 %

clindacin external foam 1 %

clindacin-p external swab 1 %

CLINDAGEL EXTERNAL GEL 1 % (clindamycin phosphate) 3/4

clindamycin hcl oral capsule 150 mg, 300 mg, 75 mg 1

clindamycin palmitate hcl oral solution reconstituted 75
mg/5ml

clindamycin phos (once-daily) external gel 1 %

clindamycin phos (twice-daily) external gel 1 %

QL (1 bottle (45 grams) per

. . _ 50
clindamycin phos-benzoyl perox external gel 1.2-5 % 1 month.)

clindamycin phos-benzoyl perox external gel 1-5 %, 1.2-2.5
%, 1.2-3.75 %

clindamycin phosphate external foam 1 %

clindamycin phosphate external lotion 1 %

clindamycin phosphate external solution 1 %

clindamycin phosphate external swab 1 %

clindamycin phosphate vaginal cream 2 %

clindamycin-tretinoin external gel 1.2-0.025 %

CLINDESSE VAGINAL CREAM 2 % (clindamycin phosphate
(1 dose))

QL (1 bottle (45 grams) per

50
neuac external gel 1.2-5 % 1 month.)

ONEXTON EXTERNAL GEL 1.2-3.75 % (clindamycin phos-

benzoyl perox) 3/4

XACIATO VAGINAL GEL 2 % (clindamycin phosphate) 2

MONOBACTAM ANTIBIOTICS - Antibiotics

CAYSTON INHALATION SOLUTION RECONSTITUTED 75 3/4 PA; QL (84 vials per 56
MG (aztreonam lysine) days.); SP; SMCS

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

MONOCLONAL ANTIBODIES (08:18) - Drugs for Viral
Infections

BEYFORTUS INTRAMUSCULAR SOLUTION PREFILLED
SYRINGE 100 MG/ML, 50 MG/0.5ML (nirsevimab-alip)

ENFLONSIA INTRAMUSCULAR SOLUTION PREFILLED
SYRINGE 105 MG/0.7ML (clesrovimab-cfor)

NATURAL PENICILLIN ANTIBIOTICS - Antibiotics

penicillin v potassium oral solution reconstituted 125
mg/5ml, 250 mg/5ml

penicillin v potassium oral tablet 250 mg, 500 mg 1

NEURAMINIDASE INHIBITOR ANTIVIRALS - Drugs for Viral
Infections

oseltamivir phosphate oral capsule 30 mg, 45 mg, 75 mg 1

oseltamivir phosphate oral suspension reconstituted 6
mg/ml

RELENZA DISKHALER INHALATION AEROSOL POWDER
BREATH ACTIVATED 5 MG/ACT (zanamivir)

NITROIMIDAZOLE DERIVATIVE, ANTI-LEISHMAL - Drugs
for the Mouth and Throat

QL (84 capsules per course

IMPAVIDO ORAL CAPSULE 50 MG (miltefosine) 2
of therapy.)

NITROIMIDAZOLE DERIVATIVE, TRYPANOCIDAL - Drugs
for the Mouth and Throat

QL (248 tablets per 720

BENZNIDAZOLE ORAL TABLET 100 MG 2
days)

QL (720 tablets per 720

BENZNIDAZOLE ORAL TABLET 12.5 MG 2
days.)

NITROIMIDAZOLE DERIVATIVES, MISC - Drugs for the
Mouth and Throat

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 % 1
metronidazole external lotion 0.75 % 1
metronidazole oral capsule 375 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
metronidazole oral tablet 250 mg, 500 mg 1
metronidazole vaginal gel 0.75 % 1
NUVESSA VAGINAL GEL 1.3 % (metronidazole) 3/4
VANDAZOLE VAGINAL GEL 0.75 % (metronidazole) 3/4
NUCLEOSIDE AND NUCLEOTIDE ANTIVIRALS - Drugs for
Viral Infections
acyclovir external cream 5 % 1
acyclovir external ointment 5 % 1
acyclovir oral capsule 200 mg 1
acyclovir oral suspension 200 mg/5ml 1
acyclovir oral tablet 400 mg, 800 mg 1
adefovir dipivoxil oral tablet 10 mg 1
BARACLUDE ORAL SOLUTION 0.05 MG/ML (entecavir) 2
ﬁlop:\\/llﬁl__tlzséﬂ())vFiQSL TABLET 200-25-300 MG (emtricitab- 3/4 OL (1 tablet per day.): SM
iﬁi%(\)/x\;fc))RAL TABLET 120-15 MG (emtricitabine- 3/4 OL (1 tablet per day.): SM
iﬁi%ﬁ)’x\;}g}RAL TABLET 200-25 MG (emtricitabine- 3/4 OL (1 tablet per day.): H: SM
;anrgt’rllcel;?géger;;[gnofovw df oral tablet 100-150 mg, 133-200 1 QL (1 tablet per day.): SM
emtricitabine-tenofovir df oral tablet 200-300 mg 1 QL (1 tablet per day.); H; SM
emtricitab-rilpivir-tenofov df oral tablet 200-25-300 mg 1 QL (1 tablet per day.); SM
entecavir oral tablet 0.5 mg, 1 mg 1
famciclovir oral tablet 125 mg, 250 mg, 500 mg 1
QL (80 capsules per 365
LAGEVRIO ORAL CAPSULE 200 MG (molnupiravir) 2 days. 40 capsules per
prescription.)
ODEFSEY ORAL TABLET 200-25-25 MG (emtricitab-rilpivir- 3/4 OL (1 tablet per day.)

tenofov af)

ribavirin inhalation solution reconstituted 6 gm

ribavirin oral capsule 200 mg

ribavirin oral tablet 200 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
TEMBEXA ORAL SUSPENSION 10 MG/ML (brincidofovir) 3/4
TEMBEXA ORAL TABLET 100 MG (brincidofovir) 3/4
TRUVADA ORAL TABLET 100-150 MG, 133-200 MG, 167-250 .
MG (emtricitabine-tenofovir df) 3/4 QL (1 tablet per day.); SM
valacyclovir hcl oral tablet 1 gm, 500 mg 1
valganciclovir hcl oral solution reconstituted 50 mg/ml 1
valganciclovir hcl oral tablet 450 mg 1
ZIRGAN OPHTHALMIC GEL 0.15 % (ganciclovir) 3
ZOVIRAX EXTERNAL CREAM 5 % (acyclovir) 3/4
OTHER MACROLIDE ANTIBIOTICS - Antibiotics
amoxicill-clarithro-lansopraz oral therapy pack 500 & 500 & 1 QL (112 capsules and tablets
30 mg (1 Package) per 180 days.)
azithromycin oral suspension reconstituted 100 mg/sml,
1
200 mg/5ml
azithromycin oral tablet 250 mg, 500 mg, 600 mg 1
clarithromycin er oral tablet extended release 24 hour 500 1
mg
clarithromycin oral suspension reconstituted 125 mg/5ml,
1
250 mg/5ml
clarithromycin oral tablet 250 mg, 500 mg 1
D_IFICID QRAL SUSPENSION RECONSTITUTED 40 MG/ML 3 OL (136 mL per 10 days.)
(fidaxomicin)
fidaxomicin oral tablet 200 mg 1 QL (20 tablets per 7 days)
VOQUEZNA TRIPLE PAK ORAL THERAPY PACK 500-500-20 3/4 QL (112 tablets per 180
MG (amoxicill-clarithro-vonoprazan) days.)
ZITHROMAX ORAL SUSPENSION RECONSTITUTED 200 3/4
MG/5ML (azithromycin)
ZITHROMAX ORAL TABLET 250 MG, 500 MG (azithromycin) 3/4
ZITHROMAX TRI-PAK ORAL TABLET 500 MG (azithromycin) 3/4
ZITHROMAX Z-PAK ORAL TABLET 250 MG (azithromycin) 3/4
OTHER MACROLIDES (8:12.12.92) - Antibiotics
amoxicill-clarithro-lansopraz oral therapy pack 500 & 500 & 1 QL (112 capsules and tablets
30 mg (1 Package) per 180 days.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
azithromycin oral suspension reconstituted 100 mg/sml,
1
200 mg/5ml
azithromycin oral tablet 250 mg, 500 mg, 600 mg 1
clarithromycin er oral tablet extended release 24 hour 500 1
mg
clarithromycin oral suspension reconstituted 125 mg/5ml,
1
250 mg/5ml
clarithromycin oral tablet 250 mg, 500 mg 1
D_IFICID QRAL SUSPENSION RECONSTITUTED 40 MG/ML 3 OL (136 mL per 10 days.)
(fidaxomicin)
fidaxomicin oral tablet 200 mg 1 QL (20 tablets per 7 days)
VOQUEZNA TRIPLE PAK ORAL THERAPY PACK 500-500-20 3/4 QL (112 tablets per 180
MG (amoxicill-clarithro-vonoprazan) days.)
ZITHROMAX ORAL SUSPENSION RECONSTITUTED 200 3/4
MG/5ML (azithromycin)
ZITHROMAX ORAL TABLET 250 MG, 500 MG (azithromycin) 3/4
ZITHROMAX TRI-PAK ORAL TABLET 500 MG (azithromycin) 3/4
ZITHROMAX Z-PAK ORAL TABLET 250 MG (azithromycin) 3/4
OXAZOLIDINONE ANTIBIOTICS - Antibiotics
linezolid oral suspension reconstituted 100 mg/5ml
linezolid oral tablet 600 mg
SIVEXTRO ORAL TABLET 200 MG (tedizolid phosphate)
ZYVOX ORAL SUSPENSION RECONSTITUTED 100 MG/5ML 3/4
(linezolid)
PENICILLINASE-RESISTANT PENICILLINS - Antibiotics
dicloxacillin sodium oral capsule 250 mg, 500 mg 1
POLYENE ANTIFUNGALS - Drugs for Fungus
klayesta external powder 100000 unit/gm 1
nystatin external cream 100000 unit/gm 1
nystatin external ointment 100000 unit/gm 1
nystatin external powder 100000 unit/gm 1
nystatin mouth/throat suspension 100000 unit/ml 1
nystatin oral tablet 500000 unit 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

cr;ystatin—triamcinolone external cream 100000-0.1 unit/gm- 1
0

nystatin-triamcinolone external ointment 100000-0.1 1

unit/gm-%

nystop external powder 100000 unit/gm 1
POLYMYXIN ANTIBIOTICS - Antibiotics

colistimethate sodium (cba) injection solution reconstituted 1

150 mg

COLY—MYCIN M INJECTION_SOLUTION RECONSTITUTED 3/4

150 MG (colistimethate sodium)

po!ymyxin b-trimethoprim ophthalmic solution 10000-0.1 1

unit/ml-%

PYRIMIDINE ANTIFUNGALS - Drugs for Fungus

ANCOBON ORAL CAPSULE 250 MG (flucytosine) 3/4

ANCOBON ORAL CAPSULE 500 MG (flucytosine) 3

flucytosine oral capsule 250 mg, 500 mg 1
QUINOLONE ANTIBIOTICS - Antibiotics

BAXDELA ORAL TABLET 450 MG (delafloxacin meglumine) 3

CIPRO ORAL SUSPENSION RECONSTITUTED 250 MG/5ML 3

(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

levofloxacin ophthalmic solution 0.5 %, 1.5 %

levofloxacin oral solution 25 mg/ml

levofloxacin oral tablet 250 mg, 500 mg, 750 mg

moxifloxacin hcl (2x day) ophthalmic solution 0.5 %

moxifloxacin hcl ophthalmic solution 0.5 %

I e

moxifloxacin hcl oral tablet 400 mg
OCUFLOX OPHTHALMIC SOLUTION 0.3 % (ofloxacin) 3/4
ofloxacin ophthalmic solution 0.3 %

=

ofloxacin oral tablet 300 mg, 400 mg

ofloxacin otic solution 0.3 %

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

RIFAMYCIN ANTIBIOTICS - Antibiotics

PRIFTIN ORAL TABLET 150 MG (rifapentine) 2

rifabutin oral capsule 150 mg 1

rifampin oral capsule 150 mg, 300 mg 1

XIFAXAN ORAL TABLET 200 MG (rifaximin) 3 PA

XIFAXAN ORAL TABLET 550 MG (rifaximin) 3 PA; QL (62 tablets per
month.)

SULFONAMIDES - Antibiotics

AZULFIDINE EN-TABS ORAL TABLET DELAYED RELEASE 3/4

500 MG (sulfasalazine)

AZULFIDINE ORAL TABLET 500 MG (sulfasalazine) 3/4

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

trimethoprim)

BACTRIM ORAL TABLET 400-80 MG (sulfamethoxazole- 3/4

trimethoprim)

sulfadiazine oral tablet 500 mg 1

sulfamethoxazole-trimethoprim oral suspension 200-40 1

mg/5ml

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

160 mg

sulfasalazine oral tablet 500 mg

sulfasalazine oral tablet delayed release 500 mg

sulfatrim pediatric oral suspension 200-40 mg/5ml

TETRACYCLINE ANTIBIOTICS - Antibiotics

AMZEEQ EXTERNAL FOAM 4 % (minocycline hcl 3/4

micronized)

AVIDOXY DK COMBINATION KIT 100 MG (doxycycline- 3

suncreen-sal acid)

AVIDOXY ORAL TABLET 100 MG 3/4

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.)

demeclocycline hcl oral tablet 150 mg, 300 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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 hyclate oral capsule 100 mg, 50 mg 1
doxycycline hyclate oral tablet 100 mg, 150 mg, 20 mg, 75 1

mg

doxycycline hyclate oral tablet delayed release 100 mg, 150 1

mg, 200 mg, 50 mg, 75 mg

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

mg, 75 mg

doxycycline monohydrate oral suspension reconstituted 25 1

mg/5ml

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

mg, 75 mg

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

minocycline hcl oral tablet 100 mg, 50 mg, 75 mg

PYLERA ORAL CAPSULE 140-125-125 MG (bis subcit- 3/4 QL (120 capsules per 180
metronid-tetracyc) days.)
tetracycline hcl oral capsule 250 mg, 500 mg 1

ZILXI EXTERNAL FOAM 1.5 % (minocycline hcl micronized) 3/4 PA
TRIAZAACENAPHTHYLENES - Antibiotics

BLUJEPA ORAL TABLET 750 MG (gepotidacin mesylate) 3/4
URINARY ANTI-INFECTIVES - Drugs for the Urinary System

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

BACTRIM ORAL TABLET 400-80 MG (sulfamethoxazole- 3/4
trimethoprim)

fosfomycin tromethamine oral packet 3 gm 1

HIPREX ORAL TABLET 1 GM (methenamine hippurate) 3/4
MACROBID ORAL CAPSULE 100 MG (nitrofurantoin 3/4
monohyd macro)

MACRODANTIN ORAL CAPSULE 100 MG, 25 MG, 50 MG 3/4

(nitrofurantoin macrocrystal)

me/naphos/mb/hyol oral tablet 81.6 mg

methenamine hippurate oral tablet 1 gm

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

methenamine mandelate oral tablet 0.5 gm, 1 gm 1

nitrofurantoin macrocrystal oral capsule 100 mg, 25 mg, 50 1

mg

nitrofurantoin monohydrate macrocrystals oral capsule 100 1

mg

nitrofurantoin oral suspension 25 mg/5ml 1

ORLYNVAH ORAL TABLET 500-500 MG (sulopenem 3/4

etzadrox-probenecid)

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

trimethoprim oral tablet 100 mg

URELLE ORAL TABLET 81 MG (meth-hyo-m bl-na phos-ph 3

sal)

uretron d/s oral tablet 81.6 mg 1

UROGESIC-BLUE ORAL TABLET 81.6 MG (methen-hyosc- 5

meth blue-na phos)

VILEVEV MB ORAL TABLET 81 MG (meth-hyo-m bl-na phos- 3

ph sal)

ANTINEOPLASTIC AGENTS - Drugs for Cancer

ANTINEOPLASTIC AGENTS - Drugs for Cancer

abiraterone acetate oral tablet 250 mg QL (4 tablets per day.); CM

abirtega oral tablet 250 mg QL (4 tablets per day.); CM

AKEEGA ORAL TABLET 100-500 MG, 50-500 MG (niraparib- 3/4 PA; QL (2 tablets per day.);

abiraterone acetate) SP; CM; SMCS

ALECENSA ORAL CAPSULE 150 MG (alectinib hcl) 2 PA; QL (8 capsules per
day.); CM

ALTRENO EXTERNAL LOTION 0.05 % (tretinoin) 3/4 PA

ALUNBRIG ORAL TABLET 180 MG, 90 MG (brigatinib) 2 E@; QL (1 tablet per day);

ALUNBRIG ORAL TABLET 30 MG (brigatinib) 2 PA; QL (6 tablets per day);

CM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

ALUNBRIG ORAL TABLET THERAPY PACK 90 & 180 MG

limits
PA; QL (30 packs per year);

(brigatinib) 2 cM
anastrozole oral tablet 1 mg 1 H-N
AUGTYRO ORAL CAPSULE 160 MG (repotrectinib) 2 PA; QL (60 capsules per
month.); CM
AUGTYRO ORAL CAPSULE 40 MG (repotrectinib) 2 PA; QL (8 capsules per
day.); CM
AVMAPKI FAKZYNJA CO-PACK ORAL THERAPY PACK 0.8 & 3/4 PA; QL (66 capsules/tablets
200 MG (avutometinib-defactinib) per month.); SP; CM; SMCS
AYVAKIT ORAL TABLET 100 MG, 200 MG, 25 MG, 300 MG, 3/4 PA; QL (1 tablet per day.);
50 MG (avapritinib) CM
o PA; QL (3 tablets per day.);
BALVERSA ORAL TABLET 3 MG (erdafitinib) 3/4 SP: CM: SMCS
L PA; QL (2 tablets per day.);
BALVERSA ORAL TABLET 4 MG (erdafitinib) 3/4 SP: CM: SMCS
o PA; QL (1 tablet per day.);
BALVERSA ORAL TABLET 5 MG (erdafitinib) 3/4 SP: CM: SMCS
BESREMI SUBCUTANEOUS SOLUTION PREFILLED 3/4 PA; QL (0.08 ml per day.);
SYRINGE 500 MCG/ML (ropeginterferon alfa-2b-njft) SP; CM; SMCS
bexarotene external gel 1 %
bexarotene oral capsule 75 mg CM
bicalutamide oral tablet 50 mg CM
- PA; QL (3 Capsules per
BOSULIF ORAL CAPSULE 100 MG (bosutinib) 2 day.): SP: CM: SMCS
- PA; QL (1 Capsule per day.);
BOSULIF ORAL CAPSULE 50 MG (bosutinib) 2 SP: CM: SMCS
_ PA; QL (4 tablets per day.);
BOSULIF ORAL TABLET 100 MG (bosutinib) 2 SP: CM: SMCS
. PA; QL (1 tablet per day.);
BOSULIF ORAL TABLET 400 MG, 500 MG (bosutinib) 2 SP: CM: SMCS
. PA; QL (6 capsules per day);
BRAFTOVI ORAL CAPSULE 75 MG (encorafenib) 3/4 SP: CM: SMCS
BRUKINSA ORAL CAPSULE 80 MG (zanubrutinib) 3 PA; CM
BRUKINSA ORAL TABLET 160 MG (zanubrutinib) 3 PA; QL (60 capsules per

month.); CM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
CABOMETYX ORAL TABLET 20 MG, 40 MG, 60 MG 5 PA; QL (1 tablet per day.);
(cabozantinib s-malate) SP; CM; SMCS
CALQUENCE ORAL TABLET 100 MG (acalabrutinib maleate) 2 Ef/l; QL (2 tablets per day.);
capecitabine oral tablet 150 mg, 500 mg 1 CM
: PA; QL (2 tablets per day.);
CAPRELSA ORAL TABLET 100 MG (vandetanib) 2 SP: CM: SMCS
: PA; QL (1 tablet per day.);
CAPRELSA ORAL TABLET 300 MG (vandetanib) 2 SP: CM: SMCS
. PA; QL (40 tablets per 720
cladribine (10 tabs) oral tablet therapy pack 10 mg 1 days.): SP: SMCS
- PA; QL (40 tablets per 720
cladribine (4 tabs) oral tablet therapy pack 10 mg 1 days.): SP: SMCS
. PA; QL (40 tablets per 720
cladribine (5 tabs) oral tablet therapy pack 10 mg 1 days.): SP: SMCS
. PA; QL (40 tablets per 720
cladribine (6 tabs) oral tablet therapy pack 10 mg 1 days.): SP: SMCS
. PA; QL (40 tablets per 720
cladribine (7 tabs) oral tablet therapy pack 10 mg 1 days.): SP: SMCS
. PA; QL (40 tablets per 720
cladribine (8 tabs) oral tablet therapy pack 10 mg 1 days.): SP: SMCS
. PA; QL (40 tablets per 720
cladribine (9 tabs) oral tablet therapy pack 10 mg 1 days.): SP: SMCS
— PA; QL (93 capsules per
COMETRIQ ORAL KIT 20 MG (cabozantinib s-malate) 2 month.): SP: CM: SMCS
COMETRIQ ORAL KIT 3 X 20 MG & 80 MG (cabozantinib s- 5 PA; QL (124 capsules per
malate) month.); SP; CM; SMCS
— PA; QL (62 capsules per
COMETRIQ ORAL KIT 80 & 20 MG (cabozantinib s-malate) 2 month.); SP: CM: SMCS
- PA; QL (2 capsules per
COPIKTRA ORAL CAPSULE 15 MG, 25 MG (duvelisib) 3/4 day.); SP; CM: SMCS
. . PA; QL (63 tablets per 21
COTELLIC ORAL TABLET 20 MG (cobimetinib fumarate) 2 days): SP; CM: SMCS
cyclophosphamide oral capsule 25 mg, 50 mg 1 CM
CYCLOPHOSPHAMIDE ORAL TABLET 50 MG 2 CM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

limits
PA; QL (1 tablet per day.);

80 MG (degarelix acetate)

dasatinib oral tablet 100 mg, 140 mg, 50 mg, 70 mg, 80 mg 1 CM

_ PA; QL (90 tablets per
dasatinib oral tablet 20 mg 1 month.); CM
DAURISMO ORAL TABLET 100 MG, 25 MG (glasdegib 5 PA; QL (2 tablets per day.);
maleate) SP; CM; SMCS
DROXIA ORAL CAPSULE 200 MG, 300 MG, 400 MG

1 CM
(hydroxyurea)
ENSACOVE ORAL CAPSULE 100 MG, 25 MG (ensartinib hcl) 2 PA; QL (60 capsules per
month.); CM
. . PA; QL (1 capsule per day.);

ERIVEDGE ORAL CAPSULE 150 MG (vismodegib) 2 SP: CM: SMCS
ERLEADA ORAL TABLET 240 MG (apalutamide) 2 PA; QL (1 tablet per day.)
ERLEADA ORAL TABLET 60 MG (apalutamide) 2 E’?A; QL (4 tablets per day.);

_ PA; QL (1 tablet per day.);
erlotinib hcl oral tablet 100 mg, 150 mg 1 SP: CM: SMCS

_ PA; QL (2 tablets per day.);
erlotinib hcl oral tablet 25 mg 1 SP: CM: SMCS
etoposide oral capsule 50 mg CM
everolimus oral tablet 0.25 mg, 0.5 mg, 0.75 mg, 1 mg
everolimus oral tablet 10 mg, 7.5 mg 1 E':\/I QL (2 tablets per day.);
everolimus oral tablet 2.5 mg, 5 mg 1 E':\/I QL (1 tablet per day.);
everolimus oral tablet soluble 2 mg, 3 mg, 5 mg 1 E':\/I QL (1 tablet per day.);
exemestane oral tablet 25 mg 1 H-N
FIRMAGON (240 MG DOSE) SUBCUTANEOUS SOLUTION 3
RECONSTITUTED 120 MG/VIAL (degarelix acetate)
FIRMAGON SUBCUTANEOUS SOLUTION RECONSTITUTED 3

fluorouracil external cream 5 %

fluorouracil external solution 2 %, 5 %

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
. : PA; QL (0.75 capsules per
FOTIVDA ORAL CAPSULE 0.89 MG, 1.34 MG (tivozanib hcl) 3/4 day.): SP: CM: SMCS
FRUZAQLA ORAL CAPSULE 1 MG (fruquintinib) 3/4 PA; QL (84 capsules per 21
days.); CM
FRUZAQLA ORAL CAPSULE 5 MG (fruquintinib) 3/4 PA; QL (21 capsules per 21
days.); CM
GAVRETO ORAL CAPSULE 100 MG (pralsetinib) 34 |PA QL (4 capsules per
day.); CM
gefitinib oral tablet 250 mg 1 E':\/I QL (2 tablets per day.);
GILOTRIF ORAL TABLET 20 MG, 30 MG, 40 MG (afatinib 3 PA; QL (1 tablet per day.);
dimaleate) SP; CM; SMCS
GLEOSTINE ORAL CAPSULE 10 MG, 100 MG, 40 MG > CcM
(lomustine)
: I PA; QL (42 capsules per 4
GOMEKLI ORAL CAPSULE 1 MG (mirdametinib) 3/4 weeks.); SP: SMCS
. _ PA; QL (84 capsules per 4
GOMEKLI ORAL CAPSULE 2 MG (mirdametinib) 3/4 weeks.); SP: SMCS
: I PA; QL (168 tablets per 4
GOMEKLI ORAL TABLET SOLUBLE 1 MG (mirdametinib) 3/4 weeks.); SP: SMCS
HEPZATO W/50MM CATHETER INTRA-ARTERIAL 3
SOLUTION RECONSTITUTED 50 MG (melphalan hcl)
HEPZATO W/62MM CATHETER INTRA-ARTERIAL 3
SOLUTION RECONSTITUTED 50 MG (melphalan hcl)
o PA; QL (90 tablets per
HERNEXEOS ORAL TABLET 60 MG (zongertinib) 3/4 month.); SP: CM: SMCS
HYCAMTIN ORAL CAPSULE 0.25 MG (topotecan hcl) 2 PA; QL (20 capsules per
three weeks.); CM
HYCAMTIN ORAL CAPSULE 1 MG (topotecan hcl) 2 PA; QL (30 capsules per 3
weeks.); CM
hydroxyurea oral capsule 500 mg 1 CM
HYRNUO ORAL TABLET 10 MG (sevabertinib) 2 PA; QL (120 tablets per
month.); CM
IBRANCE ORAL CAPSULE 100 MG, 125 MG, 75 MG PA; QL (21 capsules per
. 3/4 .
(palbociclib) month.); CM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

IBRANCE ORAL TABLET 100 MG, 125 MG, 75 MG

limits
PA; QL (0.75 tablets per

(palbociclib) 34 day). c™
. . PA; QL (90 capsules per
IBTROZI ORAL CAPSULE 200 MG (taletrectinib adipate) 3/4 month.): SP: CM: SMCS
. PA; QL (1 tablet per day.);
ICLUSIG ORAL TABLET 15 MG, 45 MG (ponatinib hcl) 3 SP: CM: SMCS
IDHIFA ORAL TABLET 100 MG, 50 MG (enasidenib 5 PA; QL (1 tablet per day);
mesylate) CM
imatinib mesylate oral tablet 100 mg QL (6 tablets per day.); CM
imatinib mesylate oral tablet 400 mg QL (1 tablet per day.); CM
IMBRUVICA ORAL CAPSULE 140 MG (ibrutinib) 2 PA; QL (4 capsules per
day.); CM
IMBRUVICA ORAL CAPSULE 70 MG (ibrutinib) 2 E’?A; QL (1 capsule per day.);
IMBRUVICA ORAL SUSPENSION 70 MG/ML (ibrutinib) 2 PA; QL (7.2 ml per day.); CM
IMBRUVICA ORAL TABLET 420 MG (ibrutinib) 2 E’?A; QL (1 tablet per day.);
IMKELDI ORAL SOLUTION 80 MG/ML 34 |PA QL (280 ml (2 bottles)
per month.); CM
INLURIYO ORAL TABLET 200 MG (imlunestrant tosylate) 2 PA; QL (56 tablets per
month.); CM
e PA; QL (6 tablets per day.);
INLYTA ORAL TABLET 1 MG (axitinib) 3 SP CM: SMCS
L PA; QL (124 tablets per 30
INLYTA ORAL TABLET 5 MG (axitinib) 3 deys.); SP: CM; SMCS
o - PA; QL (5 tablets per
INQOVI ORAL TABLET 35-100 MG (decitabine-cedazuridine) 3/4 month.): SP: CM: SMCS
IRESSA ORAL TABLET 250 MG (gefitinib) 3/4 Ef/l; QL (2 tablets per day.);
ITOVEBI ORAL TABLET 3 MG (inavolisib) 2 PA; QL (56 tablets per
month.); CM
ITOVEBI ORAL TABLET 9 MG (inavolisib) 2 PA; QL (28 tablets per
month.); CM
IWILFIN ORAL TABLET 192 MG (eflornithine hcl) 2 PA; QL (8 tablets per day.);

CM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
JAKAFI ORAL TABLET 10 MG, 15 MG, 20 MG, 25 MG, 5 MG > PA; QL (2 tablets per day.);
(ruxolitinib phosphate) CM
JAKAFI XR ORAL TABLET EXTENDED RELEASE 24 HOUR > PA: CM
11 MG, 22 MG, 33 MG, 44 MG, 55 MG (ruxolitinib phosphate) ’
JAYPIRCA ORAL TABLET 100 MG (pirtobrutinib) 3/4 E@; QL (3 tablets per day.);
JAYPIRCA ORAL TABLET 50 MG (pirtobrutinib) 3/4 E@; QL (1 tablet per day.);
JYLAMVO ORAL SOLUTION 2 MG/ML (methotrexate) 3/4 PA; CM
KISQALI (200 MG DOSE) ORAL TABLET THERAPY PACK > PA; QL (21 tablets per
200 MG (ribociclib succinate) month); CM
KISQALI (400 MG DOSE) ORAL TABLET THERAPY PACK > PA; QL (42 tablets per 21
200 MG (ribociclib succinate) days.); CM
KISQALI (400 MG DOSE) ORAL TABLET THERAPY PACK > PA; QL (42 tablets per
200 MG (ribociclib succinate) month); CM
KISQALI (600 MG DOSE) ORAL TABLET THERAPY PACK > PA; QL (63 tablets per 21
200 MG (ribociclib succinate) days.); CM
KISQALI (600 MG DOSE) ORAL TABLET THERAPY PACK > PA; QL (63 tablets per
200 MG (ribociclib succinate) month); CM
KOMZIFTI ORAL CAPSULE 200 MG (ziftomenib) g4 |PA QL (90 capsules per
month.); CM
KOSELUGO ORAL CAPSULE 10 MG (selumetinib sulfate) 3 ggi )Q "C(I\? capsules per
KOSELUGO ORAL CAPSULE 25 MG (selumetinib sulfate) 3 ggi )Q "C(I\;‘ capsules per
KOSELUGO ORAL CAPSULE SPRINKLE 5 MG, 7.5 MG
o 3 PA
(selumetinib sulfate)
KRAZATI ORAL TABLET 200 MG (adagrasib) 3/4 E@; QL (6 tablets per day.);
T PA; QL (186 tablets per
lapatinib ditosylate oral tablet 250 mg 1 month.); CM
LAZCLUZE ORAL TABLET 240 MG (lazertinib mesylate) 3 PA; QL (30 tablets per
month.); CM
LAZCLUZE ORAL TABLET 80 MG (lazertinib mesylate) 3 PA; QL (60 tablets per
month.); CM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

PA; QL (28 capsules per 21
days.); SP; CM; SMCS

PA; QL (21 capsules per 21
days.); SP; CM; SMCS

PA; QL (2 capsules per

Prescription drug name Drug tier

lenalidomide oral capsule 10 mg, 15 mg, 2.5 mg, 5 mg 1

lenalidomide oral capsule 20 mg, 25 mg 1

LENVIMA ORAL CAPSULE THERAPY PACK 10 & 4 MG, 2 X

10 MG, 2 X 4 MG (lenvatinib mesylate) day.); SP; CM; SMCS
LENVIMA ORAL CAPSULE THERAPY PACK 10 MG & 2 X 4 5 PA; QL (3 capsules per

MG, 2 X 10 MG & 4 MG, 3 X 4 MG (lenvatinib mesylate) day.); SP; CM; SMCS
LENVIMA ORAL CAPSULE THERAPY PACK 10 MG, 4 MG 5 PA; QL (1 capsule per day.);
(lenvatinib mesylate) SP; CM; SMCS

letrozole oral tablet 2.5 mg 1 H-N

LEUKERAN ORAL TABLET 2 MG (chlorambucil) 2 CM

leuprolide acetate injection kit 1 mg/0.2ml 1 PA; SM

LIFYORLI (125 MG DOSE) ORAL CAPSULE THERAPY PACK
1 X 25 MG & 1 X 100 MG (relacorilant)

LIFYORLI (150 MG DOSE) ORAL CAPSULE THERAPY PACK
2 X 25MG & 1 X 100 MG (relacorilant)

lomustine oral capsule 10 mg, 100 mg, 40 mg 1 CM
PA; QL (100 tablets per

3/4 PA; CM

3/4 PA; CM

LONSURF ORAL TABLET 15-6.14 MG (trifluridine-tipiracil) 3/4 month.): SP: CM: SMCS
. e PA; QL (80 tablets per 21

LONSURF ORAL TABLET 20-8.19 MG (trifluridine-tipiracil) 3/4 days): SP: CM: SMCS

LORBRENA ORAL TABLET 100 MG (lorlatinib) 3 PA; QL (30 tablets per
month.); CM

LORBRENA ORAL TABLET 25 MG (lorlatinib) 3 PA; QL (90 tablets per
month.); CM

LUMAKRAS ORAL TABLET 120 MG (sotorasib) 3/4 PA; QL _(240 tablets per
month.); CM

LUMAKRAS ORAL TABLET 240 MG (sotorasib) 3/4 PA; QL (120 tablets per
month.); CM

LUMAKRAS ORAL TABLET 320 MG (sotorasib) 3/4 Eﬁi QL (3 tablets per day.);

: PA; QL (4 tablets per day);
LYNPARZA ORAL TABLET 100 MG, 150 MG (olaparib) 2 SP. CM: SMGS
LYSODREN ORAL TABLET 500 MG (mitotane) 2 CM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
LYTGOBI (12 MG DAILY DOSE) ORAL TABLET THERAPY 3/4 PA; QL (84 tablets per
PACK 4 MG (futibatinib) month.); CM
LYTGOBI (16 MG DAILY DOSE) ORAL TABLET THERAPY 3/4 PA; QL (112 tablets per
PACK 4 MG (futibatinib) month.); CM
LYTGOBI (20 MG DAILY DOSE) ORAL TABLET THERAPY 3/4 PA; QL (140 tablets per
PACK 4 MG (futibatinib) month.); CM
MATULANE ORAL CAPSULE 50 MG (procarbazine hcl) 2 SP; CM; SMCS
MAVENCLAD ORAL TABLET THERAPY PACK 10 MG 3 PA; QL (40 tablets per 720
(cladribine) days.); SP; SMCS
megestrol acetate oral suspension 40 mg/ml, 625 mg/5ml
megestrol acetate oral tablet 20 mg, 40 mg
MEKINIST ORAL SOLUTION RECONSTITUTED 0.05 MG/ML .
(trametinib dimethyl sulfoxide) 3/4 QL (17.4 ml per day.); CM
MEKINIST ORAL TABLET 0.5 MG (trametinib dimethyl 3/4 PA; QL (2 tablets per day.);
sulfoxide) CM
MEKINIST ORAL TABLET 2 MG (trametinib dimethyl 3/4 PA; QL (1 tablet per day.);
sulfoxide) CM

. . PA; QL (6 tablets per day);
MEKTOVI ORAL TABLET 15 MG (binimetinib) 3/4 SP: CM: SMCS
mercaptopurine oral suspension 2000 mg/100ml CM
mercaptopurine oral tablet 50 mg CM
methotrexate sodium (pf) injection solution 1 gm/40ml, 1
1000 mg/40ml, 250 mg/10ml, 50 mg/2ml
methotrexate sodium injection solution 250 mg/10ml, 50 1
mg/2ml
methotrexate sodium injection solution reconstituted 1 gm
methotrexate sodium oral tablet 2.5 mg CM

. PA; QL (20 capsules per

MODEYSO ORAL CAPSULE 125 MG (dordaviprone hcl) 3/4 month.); SP: CM: SMCS
MYLERAN ORAL TABLET 2 MG (busulfan) 2 CM
NERLYNX ORAL TABLET 40 MG (neratinib maleate) 2 E’?A; QL (6 tablets per day.);
nilotinib hcl oral capsule 150 mg, 200 mg, 50 mg 1 PA; QL (4 capsules per

day.); SP; CM; SMCS

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

NINLARO ORAL CAPSULE 2.3 MG, 3 MG, 4 MG (ixazomib

limits

. 2 PA; SP; CM; SMCS
citrate)
NUBEQA ORAL TABLET 300 MG (darolutamide) 7 Eﬁ QL (4 tablets per day.);
ODOMZO ORAL CAPSULE 200 MG (sonidegib phosphate) 2 iy QL (1 capsule per day.);
OGSIVEO ORAL TABLET 100 MG, 150 MG (nirogacestat 5 PA; QL (56 tablets per
hydrobromide) month.); CM
OJEMDA ORAL SUSPENSION RECONSTITUTED 25 MG/ML 3/4 PA; QL (96 ml per month.);
(tovorafenib) CM
OJEMDA ORAL TABLET 100 MG (tovorafenib) 3/4 PA; QL (24 tablets per
month.); CM
OJJAARA ORAL TABLET 100 MG, 150 MG, 200 MG 3/a PA; QL (1 tablet per day.);
(momelotinib dihydrochloride) CM
ONUREG ORAL TABLET 200 MG, 300 MG (azacitidine) 2 PA; QL (14 tablets per 24
days.); CM
OPZELURA EXTERNAL CREAM 1.5 % (ruxolitinib PA; QL (240 grams per
hosphate) 3/4 prescription and 1200 grams
P P per 365 days.)
ORGOVYX ORAL TABLET 120 MG (relugolix) 3 Eﬁ QL (1 tablet per day);
ORSERDU ORAL TABLET 86 MG (elacestrant PA; QL (3 tablets per day.);
. 2
hydrochloride) CM
. PA; QL (4 tablets per day.);
pazopanib hcl oral tablet 200 mg 1 SP: CM: SMCS
PEGASYS SUBCUTANEOUS SOLUTION 180 MCG/ML 5
(peginterferon alfa-2a)
PEGASYS SUBCUTANEOUS SOLUTION PREFILLED >
SYRINGE 180 MCG/0.5ML (peginterferon alfa-2a)
PEMAZYRE ORAL TABLET 13.5 MG, 4.5 MG, 9 MG PA; QL (31 tablets per
T 3/4 .
(pemigatinib) month.); CM
PIQRAY ORAL TABLET THERAPY PACK 2 X 150 MG, 200 & > PA; QL (2 tablets per day.);
50 MG (alpelisib) CM
PIQRAY ORAL TABLET THERAPY PACK 200 MG (alpelisib) 2 PA; QL (1 tablet per day.);

CM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
. : PA; QL (21 capsules per 21
pomalidomide oral capsule 1 mg, 2 mg, 3 mg, 4 mg 1 days.): SP: CM: SMCS
PURIXAN ORAL SUSPENSION 2000 MG/100ML 3 CM
(mercaptopurine)
. _ PA; QL (3 tablets per day.);
QINLOCK ORAL TABLET 50 MG (ripretinib) 3/4 SP: CM: SMCS
RETEVMO ORAL TABLET 120 MG, 160 MG, 80 MG PA; QL (60 tablets per
- 3/4 .
(selpercatinib) month.); CM
RETEVMO ORAL TABLET 40 MG (selpercatinib) 3/4 PA; QL (90 tablets per
month.); CM
RETIN-A MICRO PUMP EXTERNAL GEL 0.06 %, 0.08 %
o 3/4 PA
(tretinoin microsphere)
0 PA; QL (120 tablets per
REVUFORJ ORAL TABLET 110 MG (revumenib citrate) 3/4 month.); SP: CM: SMCS
0 PA; QL (60 tablets per
REVUFORJ ORAL TABLET 160 MG (revumenib citrate) 3/4 month.): SP: CM: SMCS
L PA; QL (240 tablets per
REVUFORJ ORAL TABLET 25 MG (revumenib citrate) 3/4 month.): SP: CM: SMCS
REZLIDHIA ORAL CAPSULE 150 MG (olutasidenib) 2 PA; QL (2 capsules per
day.); CM
ROMVIMZA ORAL CAPSULE 14 MG, 20 MG, 30 MG 5 PA; QL (8 capsules per 4
(vimseltinib) weeks.); SP; CM; SMCS
ROZLYTREK ORAL CAPSULE 100 MG, 200 MG (entrectinib) 2 gﬁ; )Q "CS’ capsules per
ROZLYTREK ORAL PACKET 50 MG (entrectinib) 2 PA; QL (84 packets (2
boxes) per month.); CM
RUBRACA ORAL TABLET 200 MG, 250 MG, 300 MG 3 PA; QL (4 tablets per day.);
(rucaparib camsylate) SP; CM; SMCS
RYDAPT ORAL CAPSULE 25 MG (midostaurin) 2 E’?A; QL (8 capsules per day);
o PA; QL (120 tablets per
SCEMBLIX ORAL TABLET 100 MG (asciminib hcl) 3/4 month.); SP: CM: SMCS
o PA; QL (2 tablets per day.);
SCEMBLIX ORAL TABLET 20 MG, 40 MG (asciminib hcl) 3/4 SP: CM: SMCS
. PA; QL (4 tablets per day.);
sorafenib tosylate oral tablet 200 mg 1 SP: CM: SMCS

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

limits
PA; QL (84 tablets per 21

STIVARGA ORAL TABLET 40 MG (regorafenib) 2 days.): SP; CM: SMCS
sunitinib malate oral capsule 12.5 mg, 25 mg, 37.5 mg, 50 1 PA; QL (1 capsule per day.);
mg SP; CM; SMCS
TABLOID ORAL TABLET 40 MG (thioguanine) 2 CM
TABRECTA ORAL TABLET 150 MG, 200 MG (capmatinib hel)| 3/ | QL (4 tablets per day.);
TAFINLAR ORAL CAPSULE 50 MG, 75 MG (dabrafenib 3/4 PA; QL (4 capsules per
mesylate) day.); CM
TAFINLAR ORAL TABLET SOLUBLE 10 MG (dabrafenib 3/4 QL (420 tablets per month.);
mesylate) CM
TAGRISSO ORAL TABLET 40 MG, 80 MG (osimertinib 3 PA; QL (1 tablet per day.);
mesylate) CM
TALZENNA ORAL CAPSULE 0.1 MG, 0.25 MG, 0.35 MG, 0.5 3/4 PA; QL (1 capsule per day.);
MG, 0.75 MG, 1 MG (talazoparib tosylate) SP; CM; SMCS
tamoxifen citrate oral tablet 10 mg
tamoxifen citrate oral tablet 20 mg H-N
temozolomide oral capsule 100 mg, 140 mg, 180 mg, 20 mg,
1 CM
250 mg, 5 mg
- PA; QL (2 tablets per day.);
TEPMETKO ORAL TABLET 225 MG (tepotinib hcl) 3/4 SP: CM: SMCS
THALOMID ORAL CAPSULE 100 MG, 50 MG (thalidomide) 2 PA; SP; CM; SMCS
. . PA; QL (2 tablets per day.);
TIBSOVO ORAL TABLET 250 MG (ivosidenib) 2 SP: CM: SMCS
TOLAK EXTERNAL CREAM 4 % (fluorouracil) 3/4
toremifene citrate oral tablet 60 mg 1 CM
torpenz oral tablet 10 mg, 7.5 mg 1 E':\/I QL (2 tablets per day.);
torpenz oral tablet 2.5 mg, 5 mg 1 E':\/I QL (1 tablet per day.);
tretinoin external cream 0.025 %, 0.05 %, 0.1 % 1
tretinoin external gel 0.01 %, 0.025 % 1
tretinoin external gel 0.05 % 1 PA
tretinoin microsphere external gel 0.04 %, 0.08 %, 0.1 % 1 PA

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
tretinoin microsphere pump external gel 0.04 %, 0.08 %, 0.1
% 1 PA
tretinoin oral capsule 10 mg 1 CM
TREXALL ORAL TABLET 10 MG, 15 MG, 5 MG, 7.5 MG

. 2 CM
(methotrexate sodium)
TRUQAP ORAL TABLET 200 MG (capivasertib) 2 mn%") (64 tablets per
TRUQAP ORAL TABLET THERAPY PACK 160 MG, 200 MG > PA; QL (64 tablets every
(capivasertib) month.); CM
TUKYSA ORAL TABLET 150 MG (tucatinib) 2 E’?A; QL (4 tablets per day.);
TUKYSA ORAL TABLET 50 MG (tucatinib) 2 E’?A; QL (10 tablets per day.);

. - PA; QL (4 capsules per
TURALIO ORAL CAPSULE 125 MG (pexidartinib hcl) 2 day.): SP: CM: SMCS
VANFLYTA ORAL TABLET 17.7 MG, 26.5 MG (quizartinib 3/4 PA; QL (2 tablets per day.);
dihydrochloride) SP; CM; SMCS
VENCLEXTA ORAL TABLET 10 MG (venetoclax) 2 PA; QL (14 tablets per
month.); CM

VENCLEXTA ORAL TABLET 100 MG (venetoclax) 2 E’?A; QL (4 tablets per day.);
VENCLEXTA ORAL TABLET 50 MG (venetoclax) 2 E’?A; QL (1 tablet per day.);
VENCLEXTA STARTING PACK ORAL TABLET THERAPY > PA; QL (42 tablets per year.);
PACK 10 & 50 & 100 MG (venetoclax) CM
VERZENIO ORAL TABLET 100 MG, 150 MG, 200 MG, 50 MG > PA; QL (2 tablets per day);
(abemaciclib) CM
VITRAKVI ORAL CAPSULE 100 MG (larotrectinib sulfate) 2 gaA; )Q IE:(I\i capsules per
VITRAKVI ORAL CAPSULE 25 MG (larotrectinib sulfate) 2 gaA; )Q "CS capsules per
VITRAKVI ORAL SOLUTION 20 MG/ML (larotrectinib sulfate) 2 PA; QL (10 mL per day.); CM
VIZIMPRO ORAL TABLET 15 MG, 30 MG, 45 MG 3 PA; QL (1 tablet per day.);
(dacomitinib) CM
VORANIGO ORAL TABLET 10 MG (vorasidenib) 2 PA; QL (62 tablets per

month.); SP; CM; SMCS

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

. , PA; QL (31 tablets per
VORANIGO ORAL TABLET 40 MG (vorasidenib) 2 month.); SP: CM: SMCS
. PA; QL (3 tablets day.); SP;
WELIREG ORAL TABLET 40 MG (belzutifan) 3/4 CM: SMCS
XATMEP ORAL SOLUTION 2.5 MG/ML (methotrexate) 3/4 PA; CM
XOSPATA ORAL TABLET 40 MG (gilteritinib fumarate) 3 E’?A; QL (3 tablets per day.);
XPOVIO (100 MG ONCE WEEKLY) ORAL TABLET THERAPY 3/4 PA; QL (0.26 tablet per day.);
PACK 50 MG (selinexor) CM
XPOVIO (40 MG ONCE WEEKLY) ORAL TABLET THERAPY 3/4 PA; QL (16 tablets per
PACK 10 MG (selinexor) month.); CM
XPOVIO (40 MG TWICE WEEKLY) ORAL TABLET THERAPY 3/4 PA; QL (0.29 tablet per day.);
PACK 40 MG (selinexor) CM
XPOVIO (60 MG ONCE WEEKLY) ORAL TABLET THERAPY 3/4 PA; QL (1 therapy pack per
PACK 60 MG (selinexor) month.); CM
XPOVIO (60 MG TWICE WEEKLY) ORAL TABLET THERAPY 3/4 PA; QL (0.86 tablets per
PACK 20 MG (selinexor) day.); CM
XPOVIO (80 MG ONCE WEEKLY) ORAL TABLET THERAPY 3/4 PA; QL (0.29 tablet per day.);
PACK 40 MG (selinexor) CM
XPOVIO (80 MG ONCE WEEKLY) ORAL TABLET THERAPY 3/4 PA; QL (4 tablets per
PACK 80 MG (selinexor) month.); CM
XPOVIO (80 MG TWICE WEEKLY) ORAL TABLET THERAPY 3/4 PA; QL (1.15 tablets per
PACK 20 MG (selinexor) day.); CM
XROMI ORAL SOLUTION 100 MG/ML (hydroxyurea) 3/4 PA
. PA; QL (4 capsules per
XTANDI ORAL CAPSULE 40 MG (enzalutamide) 2 day.): SP: CM: SMCS
yulithira oral tablet 10 mg, 7.5 mg 1 E':\/I QL (2 tablets per day.);
yulithira oral tablet 2.5 mg, 5 mg 1 E':\/I QL (1 tablet per day.);
. PA; QL (8 tablets per day.);
ZELBORAF ORAL TABLET 240 MG (vemurafenib) 2 SP: CM: SMCS
ZOLINZA ORAL CAPSULE 100 MG (vorinostat) 2 PA; QL (4 capsules per
day.); CM
. . PA; QL (60 tablets per
ZYDELIG ORAL TABLET 100 MG, 150 MG (idelalisib) 3/4 month.): SP: CM: SMCS

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

ANTITOXINS,IMMUNE GLOB,TOXOIDS,VACCINES - DRUGS
FOR THE IMMUNE SYSTEM

ALLERGENIC EXTRACTS (THERAPEUTIC) - DRUGS FOR
THE IMMUNE SYSTEM

GRASTEK SUBLINGUAL TABLET SUBLINGUAL 2800 BAU

(timothy grass pollen allergen) 3/4 PA; QL (1 tablet per day.)

ODACTRA SUBLINGUAL TABLET SUBLINGUAL 12 SQ-HDM

(dust mite mixed allergen ext) 3/4 PA; QL (1 tablet per day.)

ORALAIR ADULT STARTER PACK SUBLINGUAL TABLET

SUBLINGUAL 300 IR (grass mix pollens allergen ext) 3/4 PA; QL (3 tablets per year.)

ORALAIR CHILDRENS STARTER PACK SUBLINGUAL
TABLET SUBLINGUAL 100 IR (grass mix pollens allergen 3/4 PA; QL (3 tablets per year.)
ext)

ORALAIR SUBLINGUAL TABLET SUBLINGUAL 300 IR (grass

mix pollens allergen ext) 3/4 PA; QL (1 tablet per day.)

PALFORZIA (1 MG DAILY DOSE) ORAL 1 X 1 MG (peanut

powder-dnfp) 3 PA

PALFORZIA INITIAL DOSE 1-3YRSORAL05&1&15&3 3 PA; QL (7 capsules (1 pack)
MG (peanut powder-dnfp) per 365 days.)

PALFORZIA INITIAL DOSE 4-17YRSORAL0.5& 1& 1.5 & 3 3 PA; QL (13 capsules per

& 6 MG (peanut powder-dnfp) year.)

PALFORZIA ORAL 2 X1 MG & 10 MG, 3 X 1 MG (peanut 3 PA; QL (45 capsules per 13
powder-dnfp) days.)

PALFORZIA ORAL 2 X 100 MG, 2 X 20 MG, 20 MG & 100 MG 3 PA; QL (30 capsules per 13
(peanut powder-dnfp) days.)

PALFORZIA ORAL 2 X 20 MG & 2 X 100 MG, 4 X 20 MG 3 PA; QL (60 capsules per 13
(peanut powder-dnfp) days.)

PALFORZIA ORAL 20 MG (peanut powder-dnfp) 3 (Fj)aA;sQ)L (15 capsules per 13
PALFORZIA ORAL 3 X 20 MG & 100 MG (peanut powder- 3 PA; QL (60 capsule per 13
dnfp) days.)

PALFORZIA ORAL 6 X 1 MG (peanut powder-dnfp) 3 SQSQ)L (90 capsules per 13
PALFORZIA ORAL PACKET 300 MG (peanut powder-dnfp) 3 PA; QL (1 capsule per day.)
PALFORZIA ORAL PACKET 300 MG (peanut powder-dnfp) 3 gng)L (15 capsules per 13

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

RAGWITEK SUBLINGUAL TABLET SUBLINGUAL 12 AMB A

limits

MCG/0.5 (tetanus-diphth-acell pertussis)

1-U (short ragweed pollen ext) 3/4 PA; QL (1 tablet per day.)
TOXOIDS - Vaccines
ADACEL INTRAMUSCULAR SUSPENSION 5-2-15.5 LF- 3 H
MCG/0.5 (tetanus-diphth-acell pertussis)
ADACEL INTRAMUSCULAR SUSPENSION PREFILLED
SYRINGE 5-2-15.5 LF-MCG/0.5 (tetanus-diphth-acell 3 H
pertussis)
BOOSTRIX INTRAMUSCULAR SUSPENSION PREFILLED
SYRINGE 5-2.5-18.5 LF-MCG/0.5 (tetanus-diphth-acell 2 H
pertussis)
DAPTACEL INTRAMUSCULAR SUSPENSION 23-15-5

. . 2 H
(diphth-acell pertussis-tetanus)
INFANRIX SUSPENSION 25-58-10 INTRAMUSCULAR

. . 2 H
(diphth-acell pertussis-tetanus)
INFANRIX SUSPENSION 25-58-10 INTRAMUSCULAR

. . 3 H
(diphth-acell pertussis-tetanus)
PEDIARIX INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE (dtap-hepatitis b recomb-ipv)
PENTACEL INTRAMUSCULAR SUSPENSION 3 H
RECONSTITUTED (dtap-ipv-hib vaccine)
QUADRACEL INTRAMUSCULAR SUSPENSION (dtap-ipv 3 H
vaccine)
TENIVAC INTRAMUSCULAR SUSPENSION 5-2 LF/0.5ML 3 H
(tetanus-diphtheria toxoids td)
VAXELIS INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE (dtap-ipv-hib-hepatitis b recmb)
VACCINES - Vaccines
ABRYSVO INTRAMUSCULAR SOLUTION RECONSTITUTED 3 H
120 MCG/0.5ML (rsv pre-fusion f a&b vac rcmb)
ACTHIB INTRAMUSCULAR SOLUTION RECONSTITUTED > H
(haemophilus b polysac conj vac)
ADACEL INTRAMUSCULAR SUSPENSION 5-2-15.5 LF- 3 H

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
ADACEL INTRAMUSCULAR SUSPENSION PREFILLED
SYRINGE 5-2-15.5 LF-MCG/0.5 (tetanus-diphth-acell 3 H
pertussis)
AFLURIA INTRAMUSCULAR SUSPENSION (influenza virus 3 H
vaccine split)
AFLURIA PRESERVATIVE FREE INTRAMUSCULAR
SUSPENSION PREFILLED SYRINGE 0.5 ML (influenza virus 3 H
vacc split pf)
AREXVY INTRAMUSCULAR SUSPENSION
RECONSTITUTED 120 MCG/0.5ML (rsvpref3 vac recomb 3 H
adjuvanted)
BEXSERO INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 0.5 ML (meningococcal b recomb omv adj)
BOOSTRIX INTRAMUSCULAR SUSPENSION PREFILLED
SYRINGE 5-2.5-18.5 LF-MCG/0.5 (tetanus-diphth-acell 2 H
pertussis)
CAPVAXIVE INTRAMUSCULAR SOLUTION PREFILLED 3 H
SYRINGE 0.5 ML (pneumococcal 21-valent conjuga)
COMIRNATY 5-11 YEARS INTRAMUSCULAR SUSPENSION 3 H
10 MCG/0.3ML (covid-19 mrna virus vaccine)
COMIRNATY INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 30 MCG/0.3ML (covid-19 mrna virus vaccine)
DAPTACEL INTRAMUSCULAR SUSPENSION 23-15-5

. . 2 H
(diphth-acell pertussis-tetanus)
DENGVAXIA SUBCUTANEOUS SUSPENSION 3 H
RECONSTITUTED (dengue virus vaccine live tetr)
ENGERIX-B INJECTION SUSPENSION 20 MCG/ML (hepatitis 5 H
b vac recombinant)
ENGERIX-B INJECTION SUSPENSION PREFILLED SYRINGE 5 H
10 MCG/0.5ML, 20 MCG/ML (hepatitis b vac recombinant)
FLUAD INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 0.5 ML (influenza vac a&b surf ant adj)
FLUARIX INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 0.5 ML (influenza virus vacc split pf)
FLUCELVAX INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 0.5 ML (influenza vac tiss-cult subunt)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
FLULAVAL INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 0.5 ML (influenza virus vacc split pf)
FLUMIST NASAL LIQUID (influenza virus vaccine live) 3 H
FLUZONE HIGH-DOSE INTRAMUSCULAR SUSPENSION 3 H
PREFILLED SYRINGE 0.5 ML (influenza vac split high-dose)
FLUZONE INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 0.5 ML (influenza virus vacc split pf)
GARDASIL 9 INTRAMUSCULAR SUSPENSION 0.5 ML (hpv 3 H
9-valent recomb vaccine)
GARDASIL 9 INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 0.5 ML (hpv 9-valent recomb vaccine)
HAVRIX INTRAMUSCULAR SUSPENSION PREFILLED
SYRINGE 1440 EL U/ML, 720 EL U/0.5ML (hepatitis a 3 H
vaccine)
HEPLISAV-B INTRAMUSCULAR SOLUTION PREFILLED 3 H
SYRINGE 20 MCG/0.5ML (hepatitis b vac recomb adj)
HIBERIX INJECTION SOLUTION RECONSTITUTED 10 MCG 3 H
(haemophilus b polysac conj vac)
INFANRIX SUSPENSION 25-58-10 INTRAMUSCULAR
. . 2 H
(diphth-acell pertussis-tetanus)
INFANRIX SUSPENSION 25-58-10 INTRAMUSCULAR
. . 3 H
(diphth-acell pertussis-tetanus)
IPOL INJECTION SUSPENSION (poliovirus vaccine 5 H
inactivated)
MENQUADFI INTRAMUSCULAR SOLUTION 0.5 ML (mening
i 3 H
acy&w-135 tetanus conj)
MENVEO INTRAMUSCULAR SOLUTION (meningococcal ac
i 3 H
y&w-135 olig)
MENVEO INTRAMUSCULAR SOLUTION RECONSTITUTED 3 H
(meningococcal a c y&w-135 olig)
M-M-R I INJECTION SOLUTION RECONSTITUTED 5 H
(measles, mumps & rubella vac)
MNEXSPIKE INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 10 MCG/0.2ML (covid-19 mrna virus vaccine)
PEDIARIX INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE (dtap-hepatitis b recomb-ipv)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
PEDVAX HIB INTRAMUSCULAR SUSPENSION 7.5 5 H
MCG/0.5ML (haemophilus b polysac conj vac)

PENBRAYA INTRAMUSCULAR SUSPENSION 3 H
RECONSTITUTED (mening acyw(tet conj)-b(rcmb))

PENMENVY INTRAMUSCULAR SUSPENSION 3 H
RECONSTITUTED

PENTACEL INTRAMUSCULAR SUSPENSION 3 H
RECONSTITUTED (dtap-ipv-hib vaccine)

PNEUMOVAX 23 INJECTION SOLUTION PREFILLED 5 H
SYRINGE 25 MCG/0.5ML (pneumococcal vac polyvalent)

PREVNAR 20 INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 0.5 ML (pneumococcal 20-val conj vacc)

PRIORIX SUBCUTANEOUS SUSPENSION RECONSTITUTED 3 H
(measles, mumps & rubella vac)

PROQUAD SUBCUTANEOUS SUSPENSION 3 H
RECONSTITUTED (measles-mumps-rubella-varicell)

QUADRACEL INTRAMUSCULAR SUSPENSION (dtap-ipv 3 H
vaccine)

RECOMBIVAX HB INJECTION SUSPENSION 10 MCG/ML, 40 5 H
MCG/ML, 5 MCG/0.5ML (hepatitis b vac recombinant)

RECOMBIVAX HB INJECTION SUSPENSION PREFILLED

SYRINGE 10 MCG/ML, 5 MCG/0.5ML (hepatitis b vac 2 H
recombinant)

ROTARIX ORAL SUSPENSION (rotavirus vaccine live oral) 3 H
ROTATEQ ORAL SOLUTION (rotavirus vac live pentavalent) 3 H
SHINGRIX INTRAMUSCULAR SUSPENSION

RECONSTITUTED 50 MCG/0.5ML (zoster vac recomb 3 H
adjuvanted)

SPIKEVAX 6M-11Y INTRAMUSCULAR SUSPENSION

PREFILLED SYRINGE 25 MCG/0.25ML (covid-19 mrna virus 3 H
vaccine)

SPIKEVAX INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 50 MCG/0.5ML (covid-19 mrna virus vaccine)

TRUMENBA INTRAMUSCULAR SUSPENSION PREFILLED 3 H
SYRINGE 0.5 ML (meningococcal b vac (recomb))

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

TWINRIX INTRAMUSCULAR SUSPENSION PREFILLED
SYRINGE 720-20 ELU-MCG/ML (hepatitis a-hep b recomb 3 H
vac)

VAQTA INTRAMUSCULAR SUSPENSION 25 UNIT/0.5ML, 50
UNIT/ML (hepatitis a vaccine)

VAQTA INTRAMUSCULAR SUSPENSION PREFILLED
SYRINGE 25 UNIT/0.5ML, 50 UNIT/ML (hepatitis a vaccine)

VARIVAX INJECTION SUSPENSION RECONSTITUTED 1350
PFU/0.5ML (varicella virus vaccine live)

VAXELIS INTRAMUSCULAR SUSPENSION PREFILLED
SYRINGE (dtap-ipv-hib-hepatitis b recmb)

VAXNEUVANCE INTRAMUSCULAR SUSPENSION
PREFILLED SYRINGE 0.5 ML (pneumococcal 15-val conj 3 H
vacc)

AUTONOMIC DRUGS
SMOKING CESSATION AGENTS

bupropion hcl er (smoking det) oral tablet extended release
12 hour 150 mg

CHANTIX CONTINUING MONTH PAK ORAL TABLET 1 MG
(varenicline tartrate)

CHANTIX ORAL TABLET 0.5 MG, 1 MG (varenicline tartrate) 1

CHANTIX STARTING MONTH PAK ORAL TABLET THERAPY
PACK 0.5 MG X 11 & 1 MG X 42 (varenicline tartrate)

ft nicotine mini mouth/throat lozenge 2 mg, 4 mg

=
T

ft nicotine mouth/throat gum 2 mg, 4 mg

ft nicotine mouth/throat lozenge 2 mg, 4 mg

ft nicotine transdermal patch 24 hour 14 mg/24hr, 21
mg/24hr, 7 mg/24hr

goodsense nicotine mouth/throat gum 2 mg, 4 mg

goodsense nicotine mouth/throat lozenge 4 mg

goodsense nicotine policrilex mouth/throat gum 4 mg

I T T Il T || | I |IT| =T

habitrol transdermal patch 24 hour 21 mg/24hr

RPlR| R Rk

naltrexone hcl oral tablet 50 mg

NICORETTE MINI MOUTH/THROAT LOZENGE 2 MG, 4 MG
(nicotine polacrilex)

1 H

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

NICORETTE MOUTH/THROAT GUM 2 MG (nicotine
polacrilex)

limits

T

NICORETTE MOUTH/THROAT LOZENGE 2 MG, 4 MG
(nicotine polacrilex)

=

nicotine mini mouth/throat lozenge 2 mg, 4 mg

nicotine polacrilex mini mouth/throat lozenge 2 mg

nicotine polacrilex mouth/throat gum 2 mg, 4 mg

nicotine polacrilex mouth/throat lozenge 2 mg, 4 mg

nicotine step 1 transdermal patch 24 hour 21 mg/24hr

nicotine step 2 transdermal patch 24 hour 14 mg/24hr

nicotine step 3 transdermal patch 24 hour 7 mg/24hr

nicotine transdermal kit 21-14-7 mg/24hr

nicotine transdermal patch 24 hour 21 mg/24hr, 7 mg/24hr

NICOTROL NS NASAL SOLUTION 10 MG/ML (nicotine)
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TYRVAYA NASAL SOLUTION 0.03 MG/ACT (varenicline
tartrate)

3/4

PA; QL (0.28 ml per day.)

varenicline tartrate (starter) oral tablet therapy pack 0.5 mg
Xx11& 1 mg x 42

varenicline tartrate oral tablet 0.5 mg, 1 mg

varenicline tartrate(continue) oral tablet 1 mg

AUTONOMIC DRUGS - Drugs for the Nervous System

ALPHA- AND BETA-ADRENERGIC AGONISTS - Drugs for
Heart and Lungs

ADRENALIN NASAL SOLUTION 0.1 % (epinephrine hcl
(nasal))

AUVI-Q INJECTION SOLUTION AUTO-INJECTOR 0.1
MG/0.1ML, 0.15 MG/0.15ML, 0.3 MG/0.3ML (epinephrine)

SM

CLARINEX-D 12 HOUR ORAL TABLET EXTENDED RELEASE
12 HOUR 2.5-120 MG (desloratadine-pseudoephedrine)

droxidopa oral capsule 100 mg

PA; QL (90 tablets per
month.)

droxidopa oral capsule 200 mg, 300 mg

PA; QL (180 tablets per
month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
epinephrine injection solution auto-injector 0.15 mg/0.15ml, 1 SM
0.15 mg/0.3ml, 0.3 mg/0.3ml

EPINEPHRINE INJECTION SOLUTION PREFILLED SYRINGE 5 SM
0.3 MG/0.3ML

NEFFY NASAL SOLUTION 1 MG/0.1ML, 2 MG/0.1ML 3/4
(epinephrine)

pseudoephedrine-bromphen-dm oral syrup 30-2-10 mg/5ml 1
ALPHA-ADRENERGIC AGONISTS (12:12) - Drugs for Heart

and Lungs

clonidine hcl er oral tablet extended release 12 hour 0.1 mg

clonidine hcl oral tablet 0.1 mg, 0.2 mg, 0.3 mg

clonidine transdermal patch weekly 0.1 mg/24hr, 0.2 1

mg/24hr, 0.3 mg/24hr
JAVADIN ORAL SOLUTION 0.02 MG/ML (clonidine hcl) 3/4 PA

lofexidine hcl oral tablet 0.18 mg 1
LUCEMYRA ORAL TABLET 0.18 MG (lofexidine hcl) 1
methyldopa oral tablet 250 mg, 500 mg 1 PA
midodrine hcl oral tablet 10 mg, 2.5 mg, 5 mg 1
NEOTUSS PLUS ORAL LIQUID 7.5-4-30 MG/5ML
. 3
(phenylephrine-chlorphen-dm)
ONYDA XR ORAL SUSPENSION EXTENDED RELEASE 0.1
MG/ML (clonidine hcl) 3 QL (120 mL per month.)
promethazine-phenylephrine oral syrup 6.25-5 mg/5ml 1
ANTIMUSCARINICS/ANTISPASMODICS - Drugs for
Parkinson
ANORO ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 62.5-25 MCG/ACT (umeclidinium- 3 SM
vilanterol)
atropine sulfate ophthalmic solution 1 % 1
ATROVENT HFA INHALATION AEROSOL SOLUTION 17 3/4 QL (0.87 grams per day.);
MCG/ACT (ipratropium bromide hfa) SM
belladonna alkaloids-opium rectal suppository 16.2-60 mg 1
BEVESPI AEROSPHERE INHALATION AEROSOL 9-4.8 5 QL (0.36 grams per day.);
MCGI/ACT (glycopyrrolate-formoterol) SM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

BREZTRI AEROSPHERE INHALATION AEROSOL 160-9-4.8 QL (0.36 grams per day.);
MCG/ACT (budeson-glycopyrrol-formoterol) SM

Prescription drug name Drug tier

chlordiazepoxide-clidinium oral capsule 5-2.5 mg 1

COMBIVENT RESPIMAT INHALATION AEROSOL SOLUTION QL (0.28 grams per day.);
20-100 MCG/ACT (ipratropium-albuterol) SM

CUVPOSA ORAL SOLUTION 1 MG/5ML (glycopyrrolate) 3/4

dicyclomine hcl oral capsule 10 mg

dicyclomine hcl oral solution 10 mg/5ml

dicyclomine hcl oral tablet 20 mg

diphenoxylate-atropine oral liquid 2.5-0.025 mg/5ml

diphenoxylate-atropine oral tablet 2.5-0.025 mg

glycopyrrolate oral solution 1 mg/5ml

glycopyrrolate oral tablet 1 mg, 2 mg

hydrocodone bit-homatrop mbr oral solution 5-1.5 mg/5ml PA

RPlRrlR R R RPR R RP

hydrocodone bit-homatrop mbr oral tablet 5-1.5 mg PA

hyoscyamine sulfate er oral tablet extended release 12 hour
0.375 mg

=

hyoscyamine sulfate oral elixir 0.125 mg/5ml

hyoscyamine sulfate oral solution 0.125 mg/ml

hyoscyamine sulfate oral tablet 0.125 mg

RPlR Rk

hyoscyamine sulfate oral tablet dispersible 0.125 mg

hyoscyamine sulfate sl sublingual tablet sublingual 0.125
mg

=

hyoscyamine sulfate sublingual tablet sublingual 0.125 mg

hyosyne oral elixir 0.125 mg/5ml

hyosyne oral solution 0.125 mg/ml

ipratropium bromide hfa inhalation aerosol solution 17 QL (0.87 grams per day.);
mcg/act SM

ipratropium bromide inhalation solution 0.02 % 1 SM

ipratropium bromide nasal solution 0.03 %, 0.06 %

ipratropium-albuterol inhalation solution 0.5-2.5 (3) mg/3ml 1 SM

LEVBID ORAL TABLET EXTENDED RELEASE 12 HOUR

0.375 MG (hyoscyamine sulfate) 3/4

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

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

LEVSIN/SL SUBLINGUAL TABLET SUBLINGUAL 0.125 MG 3/4

(hyoscyamine sulfate)

LOMOTIL ORAL TABLET 2.5-0.025 MG (diphenoxylate- 3/4

atropine)

me/naphos/mb/hyol oral tablet 81.6 mg 1

methscopolamine bromide oral tablet 2.5 mg, 5 mg 1

MOTOFEN ORAL TABLET 1-0.025 MG (difenoxin-atropine) 3/4

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

scopolamine transdermal patch 72 hour 1 mg/3days 1

SPIRIVA HANDIHALER INHALATION CAPSULE 18 MCG .
(tiotropium bromide) 1 QL (1 capsule per day); SM
SPIRIVA RESPIMAT INHALATION AEROSOL SOLUTION 1.25 5 QL (0.15 grams per day.);
MCG/ACT (tiotropium bromide) SM

SPIRIVA RESPIMAT INHALATION AEROSOL SOLUTION 2.5 5 SM

MCG/ACT (tiotropium bromide)

STIOLTO RESPIMAT INHALATION AEROSOL SOLUTION 5 SM

2.5-2.5 MCG/ACT (tiotropium bromide-olodaterol)

TRELEGY ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 100-62.5-25 MCG/ACT (fluticasone- 3 QL (2 blisters per day); SM
umeclidin-vilant)

TRELEGY ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 200-62.5-25 MCG/ACT (fluticasone- 3 QL (2 blisters per day.); SM
umeclidin-vilant)

URELLE ORAL TABLET 81 MG (meth-hyo-m bl-na phos-ph

sal) 3
uretron d/s oral tablet 81.6 mg 1
UROGESIC-BLUE ORAL TABLET 81.6 MG (methen-hyosc- 5
meth blue-na phos)

VILEVEV MB ORAL TABLET 81 MG (meth-hyo-m bl-na phos- 3

ph sal)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

YUPELRI INHALATION NEBULIZATION SOLUTION 175
MCG/3ML (revefenacin)

3/4

PA; QL (3 ml per day.); SM

ANTIPARKINSONIAN AGENTS - Drugs for Parkinson

benztropine mesylate oral tablet 0.5 mg, 1 mg, 2 mg

diphenhydramine hcl oral elixir 12.5 mg/5ml

trihexyphenidyl hcl oral solution 0.4 mg/ml

trihexyphenidyl hcl oral tablet 2 mg, 5 mg

RlR| Rk

AUTONOMIC DRUGS, MISCELLANEOUS - Drugs for the
Nervous System

CHANTIX CONTINUING MONTH PAK ORAL TABLET 1 MG
(varenicline tartrate)

CHANTIX ORAL TABLET 0.5 MG, 1 MG (varenicline tartrate)

CHANTIX STARTING MONTH PAK ORAL TABLET THERAPY
PACK 0.5 MG X 11 & 1 MG X 42 (varenicline tartrate)

ft nicotine mini mouth/throat lozenge 2 mg, 4 mg

ft nicotine mouth/throat gum 2 mg, 4 mg

ft nicotine mouth/throat lozenge 2 mg, 4 mg

ft nicotine transdermal patch 24 hour 14 mg/24hr, 21
mg/24hr, 7 mg/24hr

goodsense nicotine mouth/throat gum 2 mg, 4 mg

goodsense nicotine mouth/throat lozenge 4 mg

goodsense nicotine policrilex mouth/throat gum 4 mg

habitrol transdermal patch 24 hour 21 mg/24hr

RlR| Rk

NICORETTE MINI MOUTH/THROAT LOZENGE 2 MG, 4 MG
(nicotine polacrilex)
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NICORETTE MOUTH/THROAT GUM 2 MG (nicotine
polacrilex)

T

NICORETTE MOUTH/THROAT LOZENGE 2 MG, 4 MG
(nicotine polacrilex)

nicotine mini mouth/throat lozenge 2 mg, 4 mg

nicotine polacrilex mini mouth/throat lozenge 2 mg

nicotine polacrilex mouth/throat gum 2 mg, 4 mg

nicotine polacrilex mouth/throat lozenge 2 mg, 4 mg

RPlR| Rk
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Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
nicotine step 1 transdermal patch 24 hour 21 mg/24hr 1 H
nicotine step 2 transdermal patch 24 hour 14 mg/24hr 1 H
nicotine step 3 transdermal patch 24 hour 7 mg/24hr 1 H
nicotine transdermal kit 21-14-7 mg/24hr 1 H
nicotine transdermal patch 24 hour 21 mg/24hr, 7 mg/24hr 1 H
NICOTROL NS NASAL SOLUTION 10 MG/ML (nicotine) 1 H
varenicline tartrate (starter) oral tablet therapy pack 0.5 mg 1 H
Xx11& 1 mg x 42

varenicline tartrate oral tablet 0.5 mg, 1 mg H
varenicline tartrate(continue) oral tablet 1 mg H
CENTRALLY ACTING SKELETAL MUSCLE RELAXNT -

Drugs for Relaxing Muscles

carisoprodol oral tablet 250 mg, 350 mg 1
chlorzoxazone oral tablet 375 mg, 500 mg, 750 mg 1
cyclobenzaprine hcl oral tablet 10 mg, 5 mg 1
metaxalone oral tablet 400 mg, 800 mg 1
methocarbamol oral tablet 1000 mg, 500 mg, 750 mg 1

TANLOR ORAL TABLET 1000 MG (methocarbamol) 3

tizanidine hcl oral capsule 2 mg, 4 mg, 6 mg 1

tizanidine hcl oral tablet 2 mg, 4 mg 1

TONMYA SUBI__INGUAL_ TABLET SUBLINGUAL 2.8 MG 3/4 PA; QL (60 sublingual tablets
(cyclobenzaprine hcl (fibromy)) per month.)
ZANAFLEX ORAL CAPSULE 2 MG, 4 MG, 6 MG (tizanidine 3/4

hcl)

ZANAFLEX ORAL TABLET 4 MG (tizanidine hcl) 3/4
DIRECT-ACTING SKELETAL MUSCLE RELAXANTS - Drugs

for Relaxing Muscles

DANTRIUM ORAL CAPSULE 25 MG (dantrolene sodium) 3/4
dantrolene sodium oral capsule 100 mg, 25 mg, 50 mg 1

GABA-DERIVATIVE SKELETAL MUSCLE RELAXANT -
Drugs for Relaxing Muscles

baclofen oral solution 10 mg/5ml

PA

baclofen oral solution 5 mg/5ml

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

baclofen oral suspension 25 mg/5ml 1 PA
baclofen oral tablet 10 mg, 15 mg, 20 mg, 5 mg 1
OZOBAX DS ORAL SOLUTION 10 MG/5ML (baclofen) 3/4 PA
INDIRECT-ACTING SKELETAL MUSCLE RELAXANT -
Drugs for Relaxing Muscles
orphenadrine citrate er oral tablet extended release 12 hour 1
100 mg
NON-SEL. BETA-ADRENERGIC BLOCKING AGENTS -
Drugs for the Heart
BETAPACE AF ORAL TABLET 120 MG, 160 MG, 80 MG
3/4

(sotalol hcl af)
BETIMOL OPHTHALMIC SOLUTION 0.5 % (timolol

) 3/4
hemihydrate)
carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25 mg 1
carvedilol phosphate er oral capsule extended release 24 1
hour 10 mg, 20 mg, 40 mg, 80 mg
HEMANGEOL ORAL SOLUTION 4.28 MG/ML (propranolol 3
hcl)
ISTALOL OPHTHALMIC SOLUTION 0.5 % (timolol maleate) 3/4
labetalol hcl oral tablet 100 mg, 200 mg, 300 mg, 400 mg 1
nadolol oral tablet 20 mg, 40 mg, 80 mg 1
nebivolol hcl oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg 1
pindolol oral tablet 10 mg, 5 mg 1
propranolol hcl er oral capsule extended release 24 hour 1
120 mg, 160 mg, 60 mg, 80 mg
propranolol hcl oral solution 20 mg/5ml, 40 mg/5ml 1
propranolol hcl oral tablet 10 mg, 20 mg, 40 mg, 60 mg, 80 1
mg
sotalol hcl (af) oral tablet 120 mg, 160 mg, 80 mg 1
sotalol hcl oral tablet 120 mg, 160 mg, 240 mg, 80 mg 1
SOTYLIZE ORAL SOLUTION 5 MG/ML (sotalol hcl) 3/4 PA
timolol hemihydrate ophthalmic solution 0.5 % 1
timolol maleate (once-daily) ophthalmic solution 0.5 % 1
timolol maleate ocudose ophthalmic solution 0.5 % 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

timolol maleate ophthalmic gel forming solution 0.25 %, 0.5

% 1
timolol maleate ophthalmic solution 0.25 %, 0.5 %

timolol maleate oral tablet 10 mg, 20 mg, 5 mg

timolol maleate pf ophthalmic solution 0.25 %, 0.5 %

TIMQPTIC OCUDOSE OPHTHALMIC SOLUTION 0.25 %, 0.5 3/4
% (timolol maleate)

NON-SEL.ALPHA-1-ADRENERGIC BLOCKING AGTS -

Drugs for the Heart

CARDURA ORAL TABLET 1 MG, 2 MG, 4 MG, 8 MG 3/4
(doxazosin mesylate)

CARDURA XL ORAL TABLET EXTENDED RELEASE 24 3
HOUR 4 MG, 8 MG (doxazosin mesylate)

doxazosin mesylate oral tablet 1 mg, 2 mg, 4 mg, 8 mg

prazosin hcl oral capsule 1 mg, 2 mg, 5 mg

terazosin hcl oral capsule 1 mg, 10 mg, 2 mg, 5 mg

TEZRULY ORAL SOLUTION 1 MG/ML (terazosin hcl) 3/4 PA
NON-SEL.ALPHA-ADRENERGIC BLOCKING AGENTS -

Drugs for the Heart

CAFERGOT ORAL TABLET 1-100 MG (ergotamine-caffeine) 3/4
dihydroergotamine mesylate injection solution 1 mg/ml 1
dihydroergotamine mesylate nasal solution 4 mg/ml 1
ERGOMAR SUBLINGUAL TABLET SUBLINGUAL 2 MG 3/4
(ergotamine tartrate)

ergotamine-caffeine oral tablet 1-100 mg 1
MIGERGOT RECTAL SUPPOSITORY 2-100 MG (ergotamine- 3
caffeine)

phenoxybenzamine hcl oral capsule 10 mg 1
PARASYMPATHOMIMETIC (CHOLINERGIC AGENTS) -

Drugs for Bladder Incontinence

bethanechol chloride oral tablet 10 mg, 25 mg, 5 mg, 50 mg 1
cevimeline hcl oral capsule 30 mg 1
donepezil hcl oral tablet 10 mg, 23 mg, 5 mg 1
donepezil hcl oral tablet dispersible 10 mg, 5 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

FIRDAPSE ORAL TABLET 10 MG (amifampridine

PA; QL (300 tablets per

hour 10 mg, 20 mg, 40 mg, 80 mg

phosphate) 2 month.)
galantamine hydrobromide er oral capsule extended 1
release 24 hour 16 mg, 24 mg, 8 mg

galantamine hydrobromide oral solution 4 mg/ml

galantamine hydrobromide oral tablet 12 mg, 4 mg, 8 mg

memantine hcl-donepezil hcl er oral capsule extended 1
release 24 hour 14-10 mg, 21-10 mg, 28-10 mg

MESTINON ORAL SOLUTION 60 MG/5ML (pyridostigmine 3/4
bromide)

NAMZARIC ORAL CAPSULE EXTENDED RELEASE 24 HOUR

14-10 MG, 21-10 MG, 28-10 MG, 7-10 MG (memantine hcl- 3/4
donepezil hcl)

pilocarpine hcl ophthalmic solution 1 %, 2 %, 4 %

pilocarpine hcl oral tablet 5 mg, 7.5 mg

pyridostigmine bromide er oral tablet extended release 180 1
mg

PYRIDOSTIGMINE BROMIDE ER ORAL TABLET EXTENDED 3
RELEASE 24 HOUR 105 MG

pyridostigmine bromide oral solution 60 mg/5ml

pyridostigmine bromide oral tablet 60 mg

rivastigmine tartrate oral capsule 1.5 mg, 3 mg, 4.5 mg, 6 1
mg

rivastigmine transdermal patch 24 hour 13.3 mg/24hr, 4.6 1
mg/24hr, 9.5 mg/24hr

SALAGEN ORAL TABLET 5 MG, 7.5 MG (pilocarpine hcl) 3/4
SELECTIVE ALPHA-1-ADRENERGIC BLOCK.AGENT -

Drugs for the Heart

alfuzosin hcl er oral tablet extended release 24 hour 10 mg
carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25 mg

carvedilol phosphate er oral capsule extended release 24 1

dutasteride-tamsulosin hcl oral capsule 0.5-0.4 mg

labetalol hcl oral tablet 100 mg, 200 mg, 300 mg, 400 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
silodosin oral capsule 4 mg, 8 mg 1
tamsulosin hcl oral capsule 0.4 mg 1
SELECTIVE BETA-2-ADRENERGIC AGONISTS - Drugs for
Heart and Lungs
ADVAIR HFA INHALATION AEROSOL 115-21 MCG/ACT, 230- 5 QL (0.4 grams per day.): SM
21 MCGJ/ACT, 45-21 MCGJ/ACT (fluticasone-salmeterol) 9 P Y-
AIRSUPRA INHALATION AEROSOL 90-80 MCG/ACT

. 3 SM
(albuterol-budesonide)
albuterol sulfate hfa inhalation aerosol solution 108 (90

1 SM

base) mcg/act
albuterol sulfate inhalation nebulization solution (2.5 1 SM
mg/3ml) 0.083%, 0.63 mg/3ml, 1.25 mg/3ml, 2.5 mg/0.5ml
albuterol sulfate nebulization solution (5 mg/ml) 0.5%
. . 1 SM
inhalation
ALBUTEROL SULFATE NEBULIZATION SOLUTION (5 3 SM
MG/ML) 0.5% INHALATION
albuterol sulfate oral syrup 2 mg/5ml
albuterol sulfate oral tablet 2 mg, 4 mg
ANORO ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 62.5-25 MCG/ACT (umeclidinium- 3 SM
vilanterol)
arformoterol tartrate inhalation nebulization solution 15 1 QL (2 nebules per day); SM
mcg/2ml
BEVESPI AEROSPHERE INHALATION AEROSOL 9-4.8 5 QL (0.36 grams per day.);
MCGI/ACT (glycopyrrolate-formoterol) SM
BREO ELLIPTA INHALATION AEROSOL POWDER BREATH
ACTIVATED 100-25 MCG/ACT (fluticasone furoate- 2 SM
vilanterol)
BREO ELLIPTA INHALATION AEROSOL POWDER BREATH
ACTIVATED 200-25 MCG/ACT (fluticasone furoate- 3 QL (2 blisters per day.); SM
vilanterol)
BREO ELLIPTA INHALATION AEROSOL POWDER BREATH 3 SM
ACTIVATED 50-25 MCG/INH (fluticasone furoate-vilanterol)
BREZTRI AEROSPHERE INHALATION AEROSOL 160-9-4.8 3 QL (0.36 grams per day.);

MCG/ACT (budeson-glycopyrrol-formoterol)

SM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

COMBIVENT RESPIMAT INHALATION AEROSOL SOLUTION

QL (0.28 grams per day.);

20-100 MCG/ACT (ipratropium-albuterol) 2 SM
DULERA INHALATION AEROSOL 100-5 MCG/ACT, 200-5 3/4 QL (0.44 grams per day.);
MCG/ACT (mometasone furo-formoterol fum) SM
DULERA INHALATION AEROSOL 50-5 MCG/ACT 3/4 OL (0.44 mcg per day.): SM
(mometasone furo-formoterol fum)
FLUTICASONE FUROATE-VILANTEROL INHALATION 3/4 SM
AEROSOL POWDER BREATH ACTIVATED 100-25 MCG/ACT
FLUTICASONE FUROATE-VILANTEROL INHALATION . )
AEROSOL POWDER BREATH ACTIVATED 200-25 MCG/ACT 34 |QL (2 blisters per day.); SM
FLUTICASONE-SALMETEROL INHALATION AEROSOL 115- ,
21 MCG/ACT, 230-21 MCG/ACT, 45-21 MCG/ACT 34 QL (0.4 grams per day.); SM
fluticasone-salmeterol inhalation aerosol powder breath : )
activated 100-50 mcg/act, 250-50 mcg/act, 500-50 mcg/act ! QL (2 blisters per day.); SM
FLUTICASONE-SALMETEROL INHALATION AEROSOL
POWDER BREATH ACTIVATED 113-14 MCG/ACT, 232-14 2 QL (0.04 mcg per day.); SM
MCG/ACT, 55-14 MCG/ACT
formoterol fumarate inhalation nebulization solution 20 1 QL (2 vials per day.); SM
mcg/2ml
ipratropium-albuterol inhalation solution 0.5-2.5 (3) mg/3ml 1 SM
levalbuterol hcl inhalation nebulization solution 0.31 1 SM
mg/3ml, 0.63 mg/3ml, 1.25 mg/0.5ml, 1.25 mg/3ml
LEVALBUTEROL HFA INHALATION AEROSOL 45 MCG/ACT 3 SM
PERFOROMIST INHALATION NEBULIZATION SOLUTION 20 . )
MCG/2ML (formoterol fumarate) 3/4 QL (2 vials per day); SM
SEREVENT DISKUS INHALATION AEROSOL POWDER 5 QL (1 diskus (60 blisters) per
BREATH ACTIVATED 50 MCG/ACT (salmeterol xinafoate) month.); SM
STIOLTO RESPIMAT INHALATION AEROSOL SOLUTION 5 SM
2.5-2.5 MCG/ACT (tiotropium bromide-olodaterol)
STRIVERDI RESPIMAT INHALATION AEROSOL SOLUTION 5 SM
2.5 MCG/ACT (olodaterol hcl)
SYMBICORT INHALATION AEROSOL 160-4.5 MCG/ACT 1 QL (0.35 grams per day.);
(budesonide-formoterol fumarate) SM
SYMBICORT INHALATION AEROSOL 80-4.5 MCG/ACT

. 1 SM
(budesonide-formoterol fumarate)
terbutaline sulfate oral tablet 2.5 mg, 5 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
TRELEGY ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 100-62.5-25 MCG/ACT (fluticasone- 3 QL (2 blisters per day); SM
umeclidin-vilant)
TRELEGY ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 200-62.5-25 MCG/ACT (fluticasone- 3 QL (2 blisters per day.); SM
umeclidin-vilant)
wixela inhub inhalation aerosol powder breath activated . )
100-50 mcg/act, 250-50 mcg/act, 500-50 mcg/act ! QL (2 blisters per day.); SM
XOPENEX HFA INHALATION AEROSOL 45 MCG/ACT
3 SM
(levalbuterol tartrate)
SELECTIVE BETA-ADRENERGIC BLOCKING AGENT -
Drugs for the Heart
acebutolol hcl oral capsule 200 mg, 400 mg 1
atenolol oral tablet 100 mg, 25 mg, 50 mg 1
betaxolol hcl ophthalmic solution 0.5 % 1
betaxolol hcl oral tablet 10 mg, 20 mg 1
BETOPTIC-S OPHTHALMIC SUSPENSION 0.25 % (betaxolol 3
hcl)
bisoprolol fumarate oral tablet 10 mg, 2.5 mg, 5 mg 1
KAPSPARGO SPRINKLE ORAL CAPSULE ER 24 HOUR
SPRINKLE 100 MG, 200 MG, 25 MG, 50 MG (metoprolol 3/4
succinate)
LOPRESSOR ORAL SOLUTION 10 MG/ML (metoprolol
3/4 PA
tartrate)
metoprolol succinate er oral tablet extended release 24 1
hour 100 mg, 200 mg, 25 mg, 50 mg
metoprolol tartrate oral tablet 100 mg, 25 mg, 37.5 mg, 50 1
mg, 75 mg
nadolol oral tablet 20 mg, 40 mg, 80 mg 1
SKELETAL MUSCLE RELAXANTS, MISCELLANEOUS -
Drugs for Relaxing Muscles
orphenadrine citrate er oral tablet extended release 12 hour 1
100 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

BLOOD FORMATION, COAGULATION, THROMBOSIS -
Drugs for the Blood

limits

ANTIANEMIA DRUGS - Vitamins and Minerals

ARANESP (ALBUMIN FREE) INJECTION SOLUTION 100

%, 4 GM/100ML

MCG/ML (darbepoetin alfa) 2 QL (2 syringes per month)
ARANESP (ALBUMIN FREE) INJECTION SOLUTION 200

MCG/ML, 25 MCG/ML, 40 MCG/ML, 60 MCG/ML (darbepoetin 2 QL (4 syringes per month)
alfa)

ARANESP (ALBUMIN FREE) INJECTION SOLUTION 5 QL (1.6 ml per month.)
PREFILLED SYRINGE 10 MCG/0.4ML (darbepoetin alfa) ' P '
ARANESP (ALBUMIN FREE) INJECTION SOLUTION 5 QL (1 prefill syringe per
PREFILLED SYRINGE 100 MCG/0.5ML (darbepoetin alfa) month)

ARANESP (ALBUMIN FREE) INJECTION SOLUTION

PREFILLED SYRINGE 150 MCG/0.3ML, 60 MCG/0.3ML 2 QL (2 vials per month)
(darbepoetin alfa)

ARANESP (ALBUMIN FREE) INJECTION SOLUTION

PREFILLED SYRINGE 200 MCG/0.4ML, 25 MCG/0.42ML, 40 2 QL (4 vials per month)
MCG/0.4ML (darbepoetin alfa)

ARANESP (ALBUMIN FREE) INJECTION SOLUTION 5 QL (2 vials per prescription)
PREFILLED SYRINGE 300 MCG/0.6ML (darbepoetin alfa) Per prescrip
ARANESP (ALBUMIN FREE) INJECTION SOLUTION 5 OL (2 syringes per month)
PREFILLED SYRINGE 500 MCG/ML (darbepoetin alfa) yringes p
RETACRIT INJECTION SOLUTION 10000 UNIT/ML (epoetin 5 QL (8 ml per 21 days)
alfa-epbx)

RETACRIT INJECTION SOLUTION 2000 UNIT/ML, 3000

UNIT/ML, 4000 UNIT/ML (epoetin alfa-epbx) 2 QL (12 ml per 21 days.)
RETACRIT INJECTION SOLUTION 20000 UNIT/ML (epoetin 5

alfa-epbx)

RETACRIT INJECTION SOLUTION 40000 UNIT/ML (epoetin 5 QL (4 ml per 21 days.)
alfa-epbx)

ANTICOAGULANTS, MISCELLANEOUS - Drugs to Prevent

Blood Clots

ACD-A NOCLOT-50 IN VITRO SOLUTION 0.73-2.45-2.2 3

GM/100ML (anticoagulant cit dext soln a)

ANTICOAGULANT SODIUM CITRATE IN VITRO SOLUTION 4 3

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
fondaparinux sodium subcutaneous solution 10 mg/0.8ml, 1
2.5 mg/0.5ml, 5 mg/0.4ml, 7.5 mg/0.6ml
TRICITRASOL IN VITRO CONCENTRATE 46.7 % 3
(anticoagulant sodium citrate)
ANTITHROMBOTIC AGENTS, MISCELLANEOUS - Drugs to
Prevent Blood Clots
PA; QL (1 vial per day and
CABLIVI INJECTION KIT 11 MG (caplacizumab-yhdp) 2 58 vials per 120 days.); SP;
SMCS
LODOCO ORAL TABLET 0.5 MG (colchicine) 3/4 QL (1 tablet per day.)
BLOOD FORM.,COAG,THROMBOSIS AGENTS MISC. -
Drugs to Prevent Bleeding
PYRUKYND ORAL TABLET 20 MG, 5 MG, 50 MG (mitapivat 3 PA; QL (56 tablets per 28
sulfate) days.); CM
PYRUKYND TAPER PACK ORAL TABLET THERAPY PACK 5 3 PA; QL (7 tablets per 365
MG (mitapivat sulfate) days.); CM
PYRUKYND TAPER PACK ORAL TABLET THERAPY PACK 7 ,
X 20 MG & 7 X 5 MG, 7 X 50 MG & 7 X 20 MG (mitapivat 3 PA; QL (14 tablets per 365
days.); CM
sulfate)
TAVALISSE ORAL TABLET 100 MG, 150 MG (fostamatinib 3/4 PA; QL (2 tablets per day);
disodium) SP; SMCS
WAVYRILZ ORAL TABLET 400 MG (rilzabrutinib) 3/4 mn%) (60 tablets per
COUMARIN DERIVATIVES - Drugs to Prevent Blood Clots
warfarin sodium oral tablet 1 mg, 10 mg, 2 mg, 2.5 mg, 3
1
mg, 4 mg, 5 mg, 6 mg, 7.5 mg
DIRECT FACTOR XA INHIBITORS - Drugs to Prevent Blood
Clots
ELIQUL_S (1.5 MG PACK) ORAL TABLET SOLUBLE 3 X 0.5 5 OL (152 tablets per month.)
MG (apixaban)
ELIQUIS (2 MG PACK) ORAL TABLET SOLUBLE 4 X 0.5 MG 5 OL (152 tablets per month.)
(apixaban)
ELIQUIS DVT/PE STARTER PACK ORAL TABLET THERAPY
PACK 5 MG (apixaban) 2 QL (2.5 tablets per day.)
ELIQUIS ORAL CAPSULE SPRINKLE 0.15 MG (apixaban) 2 g'aghG)Sp””k'e capsules per

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
ELIQUIS ORAL TABLET 2.5 MG (apixaban) 2 QL (2 tablets per day.)

Prescription drug name Drug tier

ELIQUIS ORAL TABLET 5 MG (apixaban) QL (2.5 tablets per day.)

ELIQUIS ORAL TABLET SOLUBLE 0.5 MG (apixaban) QL (152 tablets per month.)

rivaroxaban oral suspension reconstituted 1 mg/ml QL (20 ml per day.)

PRI DNDN

rivaroxaban oral tablet 2.5 mg QL (2 tablets per day.)

SAVAYSA ORAL TABLET 15 MG, 30 MG, 60 MG (edoxaban

tosylate) 3/4 QL (1 tablet per day.)

XARELTO ORAL SUSPENSION RECONSTITUTED 1 MG/ML

(rivaroxaban) 2 QL (20 mi per day)
XARELTO ORAL TABLET 10 MG (rivaroxaban) 2 QL (1 tablet per day.)
QL (52 tablets per month
XARELTO ORAL TABLET 15 MG (rivaroxaban) 2 initial 1 tablet per day for
maintenance.)
XARELTO ORAL TABLET 2.5 MG (rivaroxaban) 2 QL (2 tablets per day.)
XARELTO ORAL TABLET 20 MG (rivaroxaban) 2 QL (31 tablets per 31 days.)
XARELTO STARTER PACK ORAL TABLET THERAPY PACK 5 QL (51 tablets per year.)
15 & 20 MG (rivaroxaban) peryear.
DIRECT THROMBIN INHIBITORS - Drugs to Prevent Blood
Clots
dabigatran etexilate mesylate oral capsule 110 mg 1 QL (2 tablets per day.)
dabigatran etexilate mesylate oral capsule 150 mg, 75 mg 1 anll_yg6)2 capsules per 31

PRADAXA ORAL PACKET 110 MG, 20 MG, 30 MG, 40 MG, 50

MG (dabigatran etexilate mesylate) 3/4 PA; QL (4 packets per day.)

PRADAXA ORAL PACKET 150 MG (dabigatran etexilate

mesylate) 3/4 PA; QL (2 packets per day.)

HEMATOPOIETIC AGENTS - Drugs for Anemia

ALVAIZ ORAL TABLET 18 MG, 36 MG, 54 MG, 9 MG

(eltrombopag choline) 3/4 PA

ARANESP (ALBUMIN FREE) INJECTION SOLUTION 100 5 QL (2 syringes per month)
MCG/ML (darbepoetin alfa) yringes p
ARANESP (ALBUMIN FREE) INJECTION SOLUTION 200

MCG/ML, 25 MCG/ML, 40 MCG/ML, 60 MCG/ML (darbepoetin 2 QL (4 syringes per month)

alfa)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

ARANESP (ALBUMIN FREE) INJECTION SOLUTION 5 QL (1.6 ml per month.)
PREFILLED SYRINGE 10 MCG/0.4ML (darbepoetin alfa) ' P '
ARANESP (ALBUMIN FREE) INJECTION SOLUTION 5 QL (1 prefill syringe per
PREFILLED SYRINGE 100 MCG/0.5ML (darbepoetin alfa) month)

ARANESP (ALBUMIN FREE) INJECTION SOLUTION

PREFILLED SYRINGE 150 MCG/0.3ML, 60 MCG/0.3ML 2 QL (2 vials per month)

(darbepoetin alfa)

ARANESP (ALBUMIN FREE) INJECTION SOLUTION
PREFILLED SYRINGE 200 MCG/0.4ML, 25 MCG/0.42ML, 40 2 QL (4 vials per month)
MCG/0.4ML (darbepoetin alfa)

ARANESP (ALBUMIN FREE) INJECTION SOLUTION

PREFILLED SYRINGE 300 MCG/0.6ML (darbepoetin alfa) 2 QL (2 vials per prescription)

ARANESP (ALBUMIN FREE) INJECTION SOLUTION

PREFILLED SYRINGE 500 MCG/ML (darbepoetin alfa) 2 QL (2 syringes per month)

PA; QL (60 tablets per

DOPTELET ORAL TABLET 20 MG (avatrombopag maleate) 3/4 month.)

DOPTELET SPRINKLE ORAL CAPSULE SPRINKLE 10 MG 3/4 PA; QL (60 capsules per
(avatrombopag maleate) month.)

eltrombopag olamine oral packet 12.5 mg, 25 mg 1 PA; QL (6 packets per day.)
eltrombopag olamine oral tablet 12.5 mg, 25 mg, 50 mg, 75 1 PA

mg

LEUKINE INJECTION SOLUTION RECONSTITUTED 250 5

MCG (sargramostim)

MOZOBIL SUBCUTANEOUS SOLUTION 24 MG/1.2ML 3/4

(plerixafor)

MULPLETA ORAL TABLET 3 MG (lusutrombopag) 3/4 PA

NEULASTA SUBCUTANEOUS SOLUTION PREFILLED

SYRINGE 6 MG/0.6ML (pegfilgrastim) 2

NIVESTYM INJECTION SOLUTION 300 MCG/ML, 480 >

MCG/1.6ML (filgrastim-aafi)

NIVESTYM INJECTION SOLUTION PREFILLED SYRINGE >

300 MCG/0.5ML, 480 MCG/0.8ML (filgrastim-aafi)

plerixafor subcutaneous solution 24 mg/1.2ml 1

PROMACTA ORAL PACKET 12.5 MG, 25 MG (eltrombopag )

olamine) 3/4 PA; QL (6 packets per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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.

80



Prescription drug name

Drug tier

Coverage requirements &
limits

RETACRIT INJECTION SOLUTION 10000 UNIT/ML (epoetin

(coagulation factor ix)

alfa-epbx) 2 QL (8 ml per 21 days)

RETACRIT INJECTION SOLUTION 2000 UNIT/ML, 3000

UNIT/ML, 4000 UNIT/ML (epoetin alfa-epbx) 2 QL (12 ml per 21 days.)

RETACRIT INJECTION SOLUTION 20000 UNIT/ML (epoetin 5

alfa-epbx)

RETACRIT INJECTION SOLUTION 40000 UNIT/ML (epoetin 5 QL (4 ml per 21 days.)

alfa-epbx)

UDENYCA SUBCUTANEOUS SOLUTION AUTO-INJECTOR 6 5

MG/0.6ML (pegfilgrastim-cbqv)

UDENYCA SUBCUTANEOUS SOLUTION PREFILLED 5

SYRINGE 6 MG/0.6ML (pegfilgrastim-cbqv)

VAFSEO ORAL TABLET 150 MG, 300 MG (vadadustat) 3/4 QL (31 tablets per month.)
: PA; QL (120 capsules per

XOLREMDI ORAL CAPSULE 100 MG (mavorixafor) 2 month.); SP: SMCS

ZARXIO INJECTION SOLUTION PREFILLED SYRINGE 300 5

MCG/0.5ML, 480 MCG/0.8ML (filgrastim-sndz)

HEMORRHEOLOGIC AGENTS - Drugs for Blood Flow

pentoxifylline er oral tablet extended release 400 mg 1

HEMOSTATICS - Drugs to Prevent Bleeding

ADVATE INTRAVENOUS SOLUTION RECONSTITUTED 1000

UNIT, 1500 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 4000 2

UNIT, 500 UNIT (antihemophil factor (rahf-pfm))

ADYNOVATE INTRAVENOUS SOLUTION RECONSTITUTED

1000 UNIT, 1500 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 500 3/4

UNIT, 750 UNIT

AFSTYLA INTRAVENOUS KIT 1000 UNIT, 1500 UNIT, 2000

UNIT, 250 UNIT, 2500 UNIT, 3000 UNIT, 500 UNIT 3/4

(antihemophil fact single chain)

ALPHANATE INTRAVENOUS SOLUTION RECONSTITUTED

1000 UNIT, 1500 UNIT, 2000 UNIT, 250 UNIT, 500 UNIT 2

(antihemophilic factor-vwf)

ALPHANINE SD INTRAVENOUS SOLUTION

RECONSTITUTED 1000 UNIT, 1500 UNIT, 500 UNIT 2

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

ALPROLIX INTRAVENOUS SOLUTION RECONSTITUTED
1000 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 4000 UNIT, 500
UNIT (coagulation factor ix (rfixfc))

limits

ALTUVIIIO INTRAVENOUS SOLUTION RECONSTITUTED
1000 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 4000 UNIT, 500
UNIT (antihem fact fc-vwf-xten-ehtl)

3/4

aminocaproic acid oral solution 0.25 gm/ml

aminocaproic acid oral tablet 1000 mg, 500 mg

ASTRINGYN EXTERNAL SOLUTION 259 MG/GM (ferric
subsulfate)

BENEFIX INTRAVENOUS KIT 1000 UNIT, 2000 UNIT, 250
UNIT, 3000 UNIT, 500 UNIT (coagulation factor ix (recomb))

COAGADEX INTRAVENOUS SOLUTION RECONSTITUTED
250 UNIT, 500 UNIT (coagulation factor x (human))

CORIFACT INTRAVENOUS KIT 1000-1600 UNIT (factor xiii
concentrate human)

CRENESSITY ORAL CAPSULE 100 MG, 50 MG
(crinecerfont)

3/4

PA; QL (62 capsules per
month.); SP; SMCS

CRENESSITY ORAL SOLUTION 50 MG/ML (crinecerfont)

3/4

PA; QL (120 mL (4 bottles)
per month.); SP; SMCS

desmopressin ace spray refrig nasal solution 0.01 %

desmopressin acetate injection solution 4 mcg/ml

DESMOPRESSIN ACETATE NASAL SOLUTION 1.5 MG/ML

desmopressin acetate oral tablet 0.1 mg, 0.2 mg

desmopressin acetate pf injection solution 4 mcg/ml

desmopressin acetate spray nasal solution 0.01 %

RPlR| R W R,k

ELOCTATE INTRAVENOUS SOLUTION RECONSTITUTED
1000 UNIT, 1500 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT,
4000 UNIT, 500 UNIT, 5000 UNIT, 6000 UNIT, 750 UNIT
(antihem fact (bdd-rfviiifc))

3/4

FEIBA INTRAVENOUS SOLUTION RECONSTITUTED 1000
UNIT, 2500 UNIT, 500 UNIT (antiinhibitor coagulant cmplx)

GELFILM OPHTHALMIC FILM (gelatin adsorbable)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

HEMLIBRA SUBCUTANEOUS SOLUTION 105 MG/0.7ML, 12
MG/0.4ML, 150 MG/ML, 30 MG/ML, 300 MG/2ML, 60 2 PA; SP; SMCS
MG/0.4ML (emicizumab-kxwh)

HEMOFIL M INTRAVENOUS SOLUTION RECONSTITUTED

1000 UNIT, 1700 UNIT, 250 UNIT, 500 UNIT (antihemophilic 2
factor)

HUMATE-P INTRAVENOUS SOLUTION RECONSTITUTED

1000-2400 UNIT, 250-600 UNIT, 500-1200 UNIT 2

(antihemophilic factor-vwf)

HYMPAVZ| SUBCUTANEOUS SOLUTION AUTO-INJECTOR PA; QL (4 mL (4 Auto-
150 MG/ML (marstacimab-hncq) injectors) per month.)

IDELVION INTRAVENOUS SOLUTION RECONSTITUTED
1000 UNIT, 2000 UNIT, 250 UNIT, 3500 UNIT, 500 UNIT 3
(coagulation factor ix (rix-fp))

JIVI INTRAVENOUS SOLUTION RECONSTITUTED 1000
UNIT, 2000 UNIT, 3000 UNIT, 4000 UNIT, 500 UNIT (ahf (bdd- 3/4
rfviii peg-aucl))

KOATE INTRAVENOUS SOLUTION RECONSTITUTED 1000

UNIT, 250 UNIT, 500 UNIT (antihemophilic factor) 2
KOATE-DVI INTRAVENOUS SOLUTION RECONSTITUTED 5
1000 UNIT (antihemophilic factor)

KOVALTRY INTRAVENOUS SOLUTION RECONSTITUTED

1000 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 500 UNIT 2
(antihemophil factor (rahf-pfm))

MONSELS FERRIC SUBSULFATE EXTERNAL SOLUTION 3
NOVOEIGHT INTRAVENOUS SOLUTION RECONSTITUTED

1000 UNIT, 1500 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 500 2

UNIT (antihemophil fact bd truncated)

NOVOSEVEN RT INTRAVENOUS SOLUTION
RECONSTITUTED 1 MG, 2 MG, 5 MG, 8 MG (coagulation 2
factor viiarecomb)

NUWIQ INTRAVENOUS KIT 1000 UNIT, 1500 UNIT, 2000
UNIT, 250 UNIT, 2500 UNIT, 3000 UNIT, 4000 UNIT, 500 UNIT 2
(antihem fact (bdd-rfviii,sim))

NUWIQ INTRAVENOUS SOLUTION RECONSTITUTED 1000
UNIT, 1500 UNIT, 2000 UNIT, 250 UNIT, 2500 UNIT, 3000 2
UNIT, 4000 UNIT, 500 UNIT (antihem fact (bdd-rfviii,sim))

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

OBIZUR INTRAVENOUS SOLUTION RECONSTITUTED 500 3

UNIT

PROFILNINE INTRAVENOUS SOLUTION RECONSTITUTED 5

1000 UNIT, 1500 UNIT, 500 UNIT (factor ix complex)

QFITLIA SUBCUTANEOUS SOLUTION 20 MG/0.2ML 3/4 PA; QL (0.2 mL (1 vial) per

(fitusiran sodium) month.)

QFITLIA SUBCUTANEOUS SOLUTION AUTO-INJECTOR 50 3/4 PA; QL (0.5 mL (1 pen) per

MG/0.5ML (fitusiran sodium) month.)

RECOMBINATE INTRAVENOUS SOLUTION

RECONSTITUTED 1241-1800 UNIT, 1801-2400 UNIT, 220-400 5

UNIT, 401-800 UNIT, 801-1240 UNIT (antihem factor recomb

(rfviii))

RECOTHROM EXTERNAL SOLUTION RECONSTITUTED 3

5000 UNIT (thrombin (recombinant))

RECOTHROM SPRAY KIT EXTERNAL SOLUTION 3

RECONSTITUTED 20000 UNIT (thrombin (recombinant))

RIXUBIS INTRAVENOUS SOLUTION RECONSTITUTED 1000 5

UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 500 UNIT

SEVENFACT INTRAVENOUS SOLUTION RECONSTITUTED 3/4

1 MG, 2 MG, 5 MG (coagulation factor viia-jncw)

THROMBIN-JMI EPISTAXIS EXTERNAL KIT 5000 UNIT 3

(thrombin)

THROMBIN-JMI EXTERNAL KIT 20000 UNIT, 5000 UNIT 3

(thrombin)

THROMBOGEN EXTERNAL KIT 10000 UNIT (thrombin) 3

THROMBOGEN EXTERNAL SOLUTION RECONSTITUTED 3

1000 UNIT, 10000 UNIT (thrombin)

tranexamic acid oral tablet 650 mg 1 QL (B_eneflt maximum
quantity 1 per day.)

TRETTEN INTRAVENOUS SOLUTION RECONSTITUTED 3 SP: SMCS

2500 UNIT (coagulation factor xiii a-sub) ’

VONVENDI INTRAVENOUS SOLUTION RECONSTITUTED 5

1300 UNIT, 650 UNIT (von willebrand factor (recomb))

WILATE INTRAVENOUS KIT 1000-1000 UNIT, 500-500 UNIT 5

(antihemophilic factor-vwf)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

XYNTHA INTRAVENOUS KIT 1000 UNIT, 2000 UNIT, 250
UNIT, 500 UNIT (antihem fact (bdd-rfviii,mor))

3/4

limits

PA

XYNTHA SOLOFUSE INTRAVENOUS KIT 1000 UNIT, 2000
UNIT, 250 UNIT, 3000 UNIT, 500 UNIT (antihem fact (bdd-
rfviii,mor))

3/4

PA

HEPARINS - Drugs to Prevent Blood Clots

enoxaparin sodium injection solution 300 mg/3ml

enoxaparin sodium injection solution prefilled syringe 100
mg/ml, 120 mg/0.8ml, 150 mg/ml, 30 mg/0.3ml, 40 mg/0.4ml,
60 mg/0.6ml, 80 mg/0.8ml

FRAGMIN SUBCUTANEOUS SOLUTION 10000 UNIT/4ML,
95000 UNIT/3.8ML (dalteparin sodium)

3/4

FRAGMIN SUBCUTANEOUS SOLUTION PREFILLED
SYRINGE 10000 UNIT/ML, 12500 UNIT/0.5ML, 15000
UNIT/0.6ML, 18000 UNT/0.72ML, 2500 UNIT/0.2ML, 5000
UNIT/0.2ML, 7500 UNIT/0.3ML (dalteparin sodium)

3/4

heparin na (pork) lock flsh pf intravenous solution 10
unit/ml, 100 unit/ml

heparin sod (pork) lock flush intravenous solution 10
unit/ml, 100 unit/ml

heparin sodium (porcine) +rfid injection solution 1000
unit/ml

heparin sodium (porcine) injection solution 1000 unit/ml,
10000 unit/ml, 20000 unit/ml, 5000 unit/ml

heparin sodium (porcine) injection solution prefilled
syringe 5000 unit/0.5ml

heparin sodium (porcine) pf injection solution 1000 unit/ml,
5000 unit/0.5ml, 5000 unit/ml

INDIRECT FACTOR XA INHIBITORS - Drugs to Prevent
Blood Clots

fondaparinux sodium subcutaneous solution 10 mg/0.8ml,
2.5 mg/0.5ml, 5 mg/0.4ml, 7.5 mg/0.6ml

IRON PREPARATIONS - Vitamins and Minerals

ELITE-OB ORAL TABLET 50-1.25 MG (prenatal vit-iron
carbonyl-fa)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
ENBRACE HR ORAL CAPSULE (prenat vit-fe gly cys-fa- 3
omega)
HEMATINIC/FOLIC ACID ORAL TABLET 324-1 MG 3/4
M-NATAL PLUS ORAL TABLET 27-1 MG 3
multi-vitamin/fluoride/iron oral solution 0.25-10 mg/ml 1
NATAL PNV ORAL TABLET 6-0.5 MG 3
NEONATAL COMPLETE ORAL TABLET 27-1 MG 3
NEONATAL PLUS ORAL TABLET 27-1 MG (prenatal vit-fe 3
fumarate-fa)
NESTABS ONE ORAL CAPSULE 38-1-225 MG (prenat-fe- 3
methylfol-dha w/o a)
NESTABS ORAL TABLET 32-1 MG (prenat-fe bisgly-fa-w/o 3
vit a)
ONE VITE WOMENS PLUS ORAL TABLET 27-1 MG 3
ONENATAL RX ORAL TABLET 1 MG (prenatal multivit-min- 3
fe-fa)
pnv 27-cal/fe/fa oral tablet 60-1 mg 1
POLY-VI-FLOR/IRON ORAL SUSPENSION 0.25-7 MG/ML 3
(ped multivitamins-fl-iron)
POLY-VI-FLOR/IRON ORAL TABLET CHEWABLE 0.5-10 MG 3
(ped multivitamins-fl-iron)
prenatal oral tablet 27-1 mg
prenatal plus vitamin/mineral oral tablet 27-1 mg
PRENATE DHA ORAL CAPSULE 18-0.6-0.4-300 MG (prenat- 3
feasp-meth-fa-dha w/o a)
PRENATE ELITE ORAL TABLET 20-0.6-0.4 MG (prenatal- 3
feaspgly-methylfol-fa)
PRENATE ENHANCE ORAL CAPSULE 28-0.6-0.4-400 MG

3
(prenat w/o a-fe-methfol-fa-dha)
PRENATE ESSENTIAL ORAL CAPSULE 18-0.6-0.4-300 MG 3
(prenat-feasp-meth-fa-dha w/o a)
PRENATE MINI ORAL CAPSULE 18-0.6-0.4-350 MG (prenat-

3
fecbn-feasp-meth-fa-dha)
PRENATE PIXIE ORAL CAPSULE 10-0.6-0.4-200 MG (prenat- 3
feasp-meth-fa-dha w/o a)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
PRENATE RESTORE ORAL CAPSULE 27-0.6-0.4-400 MG

3
(prenat w/o a-fe-methfol-fa-dha)
RELNATE DHA ORAL CAPSULE 28-1-200 MG 3
SELECT-OB ORAL TABLET CHEWABLE 29-1 MG (prenatal 3/4
vit-fe psac cmplx-fa)
TRINATE ORAL TABLET (prenatal vit-fe fumarate-fa) 3
TRISTART DHA ORAL CAPSULE 31-0.6-0.4-200 MG 3
VITAFOL FE+ ORAL CAPSULE 90-0.6-0.4-200 MG (prenat-fe 3
poly-methfol-fa-dha)
VITAFOL-OB+DHA ORAL 65-1 & 250 MG (prenatal mv-min-fe 3
fum-fa-dha)
VITATHELY WITH GINGER ORAL TABLET 27-1 MG (prenatal 3
vit-fe fumarate-fa)
WESCAP-PN DHA ORAL CAPSULE 27-0.6-0.4-300 MG 3/4
WESNATE DHA ORAL CAPSULE 28-1-200 MG 3
WESTGEL DHA ORAL CAPSULE 31-0.6-0.4-200 MG 3
LIVER AND STOMACH PREPARATIONS - Vitamins and
Minerals

cyanocobalamin injection solution 1000 mcg/ml
CYANOCOBALAMIN INJECTION SOLUTION 2000 MCG/ML
cyanocobalamin nasal solution 500 mcg/0.1ml

NASCOBAL NASAL SOLUTION 500 MCG/0.1ML 3
(cyanocobalamin)

PLATELET-AGGREGATION INHIBITORS - Drugs to Prevent
Blood Clots

aspirin 81 oral tablet delayed release 81 mg

aspirin adult low dose oral tablet delayed release 81 mg
aspirin adult low strength oral tablet delayed release 81 mg
aspirin childrens oral tablet chewable 81 mg

aspirin ec adult low dose oral tablet delayed release 81 mg
aspirin ec low dose oral tablet delayed release 81 mg
aspirin ec low strength oral tablet delayed release 81 mg
aspirin low dose oral tablet chewable 81 mg

mimymjm|mjf|m|m|Mm
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Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
aspirin low dose oral tablet delayed release 81 mg E H
aspirin oral tablet chewable 81 mg E H
aspirin oral tablet delayed release 81 mg E H
aspirin regimen oral tablet delayed release 81 mg E H
aspirin-dipyridamole er oral capsule extended release 12 1

hour 25-200 mg

cilostazol oral tablet 100 mg, 50 mg 1
clopidogrel bisulfate oral tablet 300 mg, 75 mg 1
dipyridamole oral tablet 25 mg, 50 mg, 75 mg 1

ft aspirin low dose oral tablet delayed release 81 mg E H
ft aspirin oral tablet chewable 81 mg E H
goodsense aspirin low dose oral tablet delayed release 81 E H
mg

mm aspirin oral tablet delayed release 81 mg E H
prasugrel hcl oral tablet 10 mg, 5 mg 1

ST J_O_SEPH LOW DOSE ORAL TABLET CHEWABLE 81 MG - H
(aspirin)

ST JOSEPH LOW DOSE ORAL TABLET DELAYED RELEASE

81 MG (aspirin) E H
ticagrelor oral tablet 60 mg, 90 mg 1 QL (2 tablets per day.)
ZONTIVITY ORAL TABLET 2.08 MG (vorapaxar sulfate) 3/4 QL (1 tablet per day.)
PLATELET-REDUCING AGENTS - Drugs to Prevent Blood

Clots

anagrelide hcl oral capsule 0.5 mg, 1 mg 1
THROMBOLYTIC AGENTS - Drugs to Prevent Blood Clots

aspirin 81 oral tablet delayed release 81 mg E H
aspirin adult low dose oral tablet delayed release 81 mg E H
aspirin adult low strength oral tablet delayed release 81 mg E H
aspirin childrens oral tablet chewable 81 mg E H
aspirin ec adult low dose oral tablet delayed release 81 mg E H
aspirin ec low dose oral tablet delayed release 81 mg E H
aspirin ec low strength oral tablet delayed release 81 mg E H
aspirin low dose oral tablet chewable 81 mg E H

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

aspirin low dose oral tablet delayed release 81 mg

limits

T

aspirin oral tablet chewable 81 mg

aspirin oral tablet delayed release 81 mg

aspirin regimen oral tablet delayed release 81 mg

ft aspirin low dose oral tablet delayed release 81 mg

ft aspirin oral tablet chewable 81 mg

m|m|m|m|m

goodsense aspirin low dose oral tablet delayed release 81
mg

m

mm aspirin oral tablet delayed release 81 mg

ST JOSEPH LOW DOSE ORAL TABLET CHEWABLE 81 MG
(aspirin)

I || I |I|IT|IT|IT|I

ST JOSEPH LOW DOSE ORAL TABLET DELAYED RELEASE
81 MG (aspirin)

T

VON WILLEBRAND FACTOR-RELATED ANTITHROMB -
Drugs to Prevent Blood Clots

CABLIVI INJECTION KIT 11 MG (caplacizumab-yhdp)

PA; QL (1 vial per day and
58 vials per 120 days.); SP;
SMCS

CARDIOVASCULAR DRUGS

BRADYKININ RECEPTORS ANTAGONISTS

icatibant acetate subcutaneous solution prefilled syringe
30 mg/3ml

PA; QL (0.6 ml per day.);
SMCS

CARBONIC ANHYDRASE INHIBITORS (24:36)

acetazolamide er oral capsule extended release 12 hour 500
mg

acetazolamide oral tablet 125 mg, 250 mg

dichlorphenamide oral tablet 50 mg

PA; QL (4 tablets per day.)

methazolamide oral tablet 25 mg, 50 mg

FACTOR XIIA INHIBITORS

ANDEMBRY SUBCUTANEOUS SOLUTION AUTO-INJECTOR
200 MG/1.2ML (garadacimab-gxii)

PA; QL (1 auto-injector per
month.)

KALLIKREIN INHIBITORS (24:48:08)

TAKHZYRO SUBCUTANEOUS SOLUTION PREFILLED
SYRINGE 150 MG/ML (lanadelumab-flyo)

PA; QL (0.0375 ml per day.);
SP; SMCS

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

TAKHZYRO SUBCUTANEOUS SOLUTION PREFILLED

limits
PA; QL (0.072 ml per day.);

SYRINGE 300 MG/2ML (lanadelumab-flyo) 2 SP; SMCS
LOOP DIURETICS (24:36)

bumetanide oral tablet 0.5 mg, 1 mg, 2 mg 1

BUMEX ORAL TABLET 0.5 MG (bumetanide) 3

ENBUMYST NASAL SOLUTION 0.5 MG/0.1ML (bumetanide) 3/4 PA
ethacrynic acid oral tablet 25 mg

furosemide oral solution 10 mg/ml, 8 mg/ml

furosemide oral tablet 20 mg, 40 mg, 80 mg

LASIX ONYU SUBCU_TANEOUS CARTRIDGE KIT 80 3/4 PA
MG/2.67ML (furosemide)

LASIX ORAL TABLET 20 MG, 40 MG, 80 MG (furosemide) 3/4

SOAANZ ORAL TABLET 40 MG (torsemide) 3/4 QL (31 tablets per month.)
torsemide oral tablet 10 mg, 100 mg, 20 mg, 5 mg 1

OSMOTIC DIURETICS (24:36)

DERMACINRX UREA EXTERNAL CREAM 41 % (urea) 3/4
DERMACURE EXTERNAL CREAM 41 % (urea) 3/4

HYDRO 40 EXTERNAL FOAM 40 % (urea) 3

URAMAXIN EXTERNAL GEL 45 % (urea) 3/4

urea external cream 20 %, 40 %, 41 % 1

urea external lotion 40 % 1
POTASSIUM-SPARING DIURETICS (24:36)

amiloride hcl oral tablet 5 mg 1
E;ApiFi(o)nS(I;ILF;tOOEgL SUSPENSION 25 MG/5ML 3/4 PA: SM
eplerenone oral tablet 25 mg, 50 mg 1
spironolactone oral suspension 25 mg/5ml 1 PA; SM
spironolactone oral tablet 100 mg, 25 mg, 50 mg 1 SM
spironolactone-hctz oral tablet 25-25 mg 1

triamterene oral capsule 100 mg, 50 mg 1

THIAZIDE DIURETICS (24:36)

hydrochlorothiazide oral capsule 12.5 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
hydrochlorothiazide oral tablet 12.5 mg, 25 mg, 50 mg 1
INZIRQO ORAL SUSPENSION RECONSTITUTED 10 MG/ML

T 3/4 PA
(hydrochlorothiazide)
THIAZIDE-LIKE DIURETICS (24:36)
chlorthalidone oral tablet 25 mg, 50 mg 1
HEMICLOR ORAL TABLET 12.5 MG (chlorthalidone) 3/4
indapamide oral tablet 1.25 mg, 2.5 mg 1
metolazone oral tablet 10 mg, 2.5 mg, 5 mg 1
THALITONE ORAL TABLET 15 MG (chlorthalidone) 3/4
CARDIOVASCULAR DRUGS - Drugs for the Heart
ACL INHIBITORS - Drugs for Cholesterol
NEXLETOL ORAL TABLET 180 MG (bempedoic acid) 2 PA; QL (1 tablet per day.)
NEX_LIZET ORAL TABLET 180-10 MG (bempedoic acid- 5 PA: QL (1 tablet per day.)
ezetimibe)
ALDOSTERONE SYNTHASE INHIBITORS - Drugs for the
Heart
BAXFENDY ORAL TABLET 1 MG, 2 MG (baxdrostat) 3
ALPHA-ADRENERGIC BLOCKING AGENTS (24:16) - Drugs
for Varicose Veins
CARDURA ORAL TABLET 1 MG, 2 MG, 4 MG, 8 MG 3/4
(doxazosin mesylate)
doxazosin mesylate oral tablet 1 mg, 2 mg, 4 mg, 8 mg 1
nadolol oral tablet 20 mg, 40 mg, 80 mg 1
prazosin hcl oral capsule 1 mg, 2 mg, 5 mg 1
terazosin hcl oral capsule 1 mg, 10 mg, 2 mg, 5 mg 1
TEZRULY ORAL SOLUTION 1 MG/ML (terazosin hcl) 3/4 PA
ALPHA-ADRENERGIC BLOCKING AGT.(HYPOTEN) - Drugs
for High Blood Pressure & Angina
CARDURA ORAL TABLET 1 MG, 2 MG, 4 MG, 8 MG 3/4
(doxazosin mesylate)
CARDURA XL ORAL TABLET EXTENDED RELEASE 24 3
HOUR 4 MG, 8 MG (doxazosin mesylate)
carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
carvedilol phosphate er oral capsule extended release 24 1
hour 10 mg, 20 mg, 40 mg, 80 mg
doxazosin mesylate oral tablet 1 mg, 2 mg, 4 mg, 8 mg 1
labetalol hcl oral tablet 100 mg, 200 mg, 300 mg 1
prazosin hcl oral capsule 1 mg, 2 mg, 5 mg 1
terazosin hcl oral capsule 1 mg, 10 mg, 2 mg, 5 mg 1
ANGIOTENSIN Il RECEP ANTAGONIST/NEPROLYS - Drugs
for the Heart
ENTRESTO ORAL CAPSULE SPRINKLE 15-16 MG PA; QL (240 sprinkle
. 3/4 capsules (pellets) per
(sacubitril-valsartan)
month.)
ENTRESTO ORAL CAPSULE SPRINKLE 6-6 MG (sacubitril- 3/4 PA; QL (240 sprinkle
valsartan) capsules (pellets) per month)
fna;ubltrll—valsartan oral tablet 24-26 mg, 49-51 mg, 97-103 1 PA: QL (2 tablets per day.)
ANGIOTENSIN Il RECEPTOR ANTAGON.(HYPOTN) - Drugs
for High Blood Pressure & Angina
AZILSARTAN MEDOXOMIL ORAL TABLET 40 MG, 80 MG 3/4
candesartan cilexetil oral tablet 16 mg, 32 mg, 4 mg, 8 mg 1
EDARBI ORAL TABLET 40 MG, 80 MG (azilsartan 3/4
medoxomil)
irbesartan oral tablet 150 mg, 300 mg, 75 mg 1
losartan potassium oral tablet 100 mg, 25 mg, 50 mg 1
olmesartan medoxomil oral tablet 20 mg, 40 mg, 5 mg 1
telmisartan oral tablet 20 mg, 40 mg, 80 mg 1
valsartan oral solution 4 mg/ml 1 PA
valsartan oral tablet 160 mg, 320 mg, 40 mg, 80 mg 1
ANGIOTENSIN Il RECEPTOR ANTAGONISTS - Drugs for
the Heart
amlodipine besylate-valsartan oral tablet 10-160 mg, 10-320 1
mg, 5-160 mg, 5-320 mg
amlodipine-olmesartan oral tablet 10-20 mg, 10-40 mg, 5-20 1
mg, 5-40 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
amlodipine-valsartan-hctz oral tablet 10-160-12.5 mg, 10- 1
160-25 mg, 10-320-25 mg, 5-160-12.5 mg, 5-160-25 mg
ARBLI ORAL SUSPENSION 10 MG/ML (losartan potassium) 3/4 PA
AZILSARTAN MEDOXOMIL ORAL TABLET 40 MG, 80 MG 3/4
candesartan cilexetil oral tablet 16 mg, 32 mg, 4 mg, 8 mg 1
candesartan cilexetil-hctz oral tablet 16-12.5 mg, 32-12.5 1
mg, 32-25 mg
EDARBI ORAL TABLET 40 MG, 80 MG (azilsartan 3/4
medoxomil)
EDARBYCLOR ORAL TABLET 40-12.5 MG, 40-25 MG
: . 3/4
(azilsartan-chlorthalidone)
ENTRESTO ORAL CAPSULE SPRINKLE 15-16 MG PA; QL (240 sprinkle
. 3/4 capsules (pellets) per
(sacubitril-valsartan)
month.)
ENTRESTO ORAL CAPSULE SPRINKLE 6-6 MG (sacubitril- 3/4 PA; QL (240 sprinkle
valsartan) capsules (pellets) per month)
irbesartan oral tablet 150 mg, 300 mg, 75 mg 1
irbesartan-hydrochlorothiazide oral tablet 150-12.5 mg, 300- 1
12.5 mg
losartan potassium oral tablet 100 mg, 25 mg, 50 mg 1
losartan potassium-hctz oral tablet 100-12.5 mg, 100-25 mg,
1
50-12.5 mg
olmesartan medoxomil oral tablet 20 mg, 40 mg, 5 mg 1
olmesartan medoxomil-hctz oral tablet 20-12.5 mg, 40-12.5 1
mg, 40-25 mg
olmesartan-amlodipine-hctz oral tablet 20-5-12.5 mg, 40-10- 1
12.5 mg, 40-10-25 mg, 40-5-12.5 mg, 40-5-25 mg
fna;ubltrll—valsartan oral tablet 24-26 mg, 49-51 mg, 97-103 1 PA: QL (2 tablets per day.)
telmisartan oral tablet 20 mg, 40 mg, 80 mg 1
telmisartan-amlodipine oral tablet 40-10 mg, 40-5 mg, 80-10 1
mg, 80-5 mg
telmisartan-hctz oral tablet 40-12.5 mg, 80-12.5 mg, 80-25 1
mg
valsartan oral solution 4 mg/ml 1 PA

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

valsartan oral tablet 160 mg, 320 mg, 40 mg, 80 mg 1

valsartan-hydrochlorothiazide oral tablet 160-12.5 mg, 160-
25 mg, 320-12.5 mg, 320-25 mg, 80-12.5 mg

ANGIOTENSIN-CONVERT.ENZYME INHIB(HYPOTN) - Drugs
for High Blood Pressure & Angina

benazepril hcl oral tablet 10 mg, 20 mg, 40 mg, 5 mg

captopril oral tablet 100 mg, 12.5 mg, 25 mg, 50 mg

enalapril maleate oral solution 1 mg/ml PA

enalapril maleate oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg

I e

fosinopril sodium oral tablet 10 mg, 20 mg, 40 mg

lisinopril oral tablet 10 mg, 2.5 mg, 20 mg, 30 mg, 40 mg, 5
mg

LOTENSIN ORAL TABLET 10 MG, 20 MG, 40 MG (benazepril

hel) 3/4

moexipril hcl oral tablet 15 mg, 7.5 mg

perindopril erbumine oral tablet 2 mg, 4 mg, 8 mg

quinapril hcl oral tablet 10 mg, 20 mg, 40 mg, 5 mg

ramipril oral capsule 1.25 mg, 10 mg, 2.5 mg, 5 mg

I e

trandolapril oral tablet 1 mg, 2 mg, 4 mg

ZESTRIL ORAL TABLET 10 MG, 20 MG, 5 MG (lisinopril) 3/4

ANGIOTENSIN-CONVERTING ENZYME INHIBITORS - Drugs
for the Heart

amlodipine besylate-benazepril hcl oral capsule 10-20 mg,
10-40 mg, 2.5-10 mg, 5-10 mg, 5-20 mg, 5-40 mg

benazepril hcl oral tablet 10 mg, 20 mg, 40 mg, 5 mg 1

benazepril-hydrochlorothiazide oral tablet 10-12.5 mg, 20-
12.5 mg, 20-25 mg, 5-6.25 mg

captopril oral tablet 100 mg, 12.5 mg, 25 mg, 50 mg 1

captopril-hydrochlorothiazide oral tablet 25-15 mg, 25-25
mg, 50-15 mg, 50-25 mg

enalapril maleate oral solution 1 mg/ml 1 PA

enalapril maleate oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg

enalapril-hydrochlorothiazide oral tablet 10-25 mg, 5-12.5
mg

1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
fosinopril sodium oral tablet 10 mg, 20 mg, 40 mg 1

fosinopril sodium-hctz oral tablet 10-12.5 mg, 20-12.5 mg 1

lisinopril oral tablet 10 mg, 2.5 mg, 20 mg, 30 mg, 40 mg, 5 1

mg

lisinopril-hydrochlorothiazide oral tablet 10-12.5 mg, 20- 1

12.5 mg, 20-25 mg

LOTENSIN HCT QRAL TABLET 10_—12_.5 MG, 20-12.5 MG, 20- 3/4

25 MG (benazepril-hydrochlorothiazide)

LOTENSIN ORAL TABLET 10 MG, 20 MG, 40 MG (benazepril 3/4

hcl)

moexipril hcl oral tablet 15 mg, 7.5 mg 1

perindopril erbumine oral tablet 2 mg, 4 mg, 8 mg 1

QBRELIS ORAL SOLUTION 1 MG/ML (lisinopril) 3/4 PA
quinapril hcl oral tablet 10 mg, 20 mg, 40 mg, 5 mg 1
quinapril-hydrochlorothiazide oral tablet 10-12.5 mg, 20- 1

12.5 mg, 20-25 mg

ramipril oral capsule 1.25 mg, 10 mg, 2.5 mg, 5 mg

trandolapril oral tablet 1 mg, 2 mg, 4 mg

trandolapril-verapamil hcl er oral tablet extended release 1- 1

240 mg, 2-180 mg, 2-240 mg, 4-240 mg

ZESTRIL ORAL TABLET 10 MG, 20 MG, 5 MG (lisinopril) 3/4
ANTIARRHYTHMICS, MISCELLANEOUS - Drugs for Angina

digoxin oral solution 0.05 mg/ml

digoxin oral tablet 125 mcg, 250 mcg, 62.5 mcg

LANOXIN ORAL TABLET 125 MCG, 250 MCG (digoxin)

LANOXIN ORAL TABLET 62.5 MCG (digoxin) 3/4
ANTILIPEMIC AGENTS, MISCELLANEOUS - Drugs for

Cholesterol

;]nue)gglll)D ORAL CAPSULE 10 MG, 20 MG, 5 MG (lomitapide 3/4 PA: QL (1 capsule per day.)
JUXTAPID ORAL CAPSULE 30 MG (lomitapide mesylate) 3/4 E’Zn% (62 capsules per
NEXLETOL ORAL TABLET 180 MG (bempedoic acid) 2 PA; QL (1 tablet per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

NEX_LIZET ORAL TABLET 180-10 MG (bempedoic acid- 5 PA: QL (1 tablet per day.)
ezetimibe)

niacin er (antihyperlipidemic) oral tablet extended release 1

1000 mg, 500 mg, 750 mg

omega-3-acid ethyl esters oral capsule 1 gm 1

TRYNGOLZA SUBCUTANEOUS SOLUTION AUTO- 3/4 PA; QL (1 Auto-injector (0.8
INJECTOR 80 MG/0.8ML (olezarsen sodium) mL) per month.); SP; SMCS

BETA-ADRENERGIC BLOCKING AGENTS (24:20) - Drugs
for High Blood Pressure

acebutolol hcl oral capsule 200 mg, 400 mg

atenolol oral tablet 100 mg, 25 mg, 50 mg
atenolol-chlorthalidone oral tablet 100-25 mg, 50-25 mg

BETAPACE AF ORAL TABLET 120 MG, 160 MG, 80 MG
(sotalol hcl af)

betaxolol hcl oral tablet 10 mg, 20 mg 1
BETIMOL OPHTHALMIC SOLUTION 0.5 % (timolol

3/4

hemihydrate) 3/4
bisoprolol fumarate oral tablet 10 mg, 2.5 mg, 5 mg 1
bisoprolol-hydrochlorothiazide oral tablet 10-6.25 mg, 2.5- 1
6.25 mg, 5-6.25 mg

CARDURA ORAL TABLET 1 MG, 2 MG, 4 MG, 8 MG 3/4
(doxazosin mesylate)

CARDURA XL ORAL TABLET EXTENDED RELEASE 24 3

HOUR 4 MG, 8 MG (doxazosin mesylate)
carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25 mg 1
carvedilol phosphate er oral capsule extended release 24

hour 10 mg, 20 mg, 40 mg, 80 mg !
doxazosin mesylate oral tablet 1 mg, 2 mg, 4 mg, 8 mg 1
HEMANGEOL ORAL SOLUTION 4.28 MG/ML (propranolol 3
hcl)

ISTALOL OPHTHALMIC SOLUTION 0.5 % (timolol maleate) 3/4
KAPSPARGO SPRINKLE ORAL CAPSULE ER 24 HOUR

SPRINKLE 100 MG, 200 MG, 25 MG, 50 MG (metoprolol 3/4
succinate)

labetalol hcl oral tablet 100 mg, 200 mg, 300 mg, 400 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

LOPRESSOR ORAL SOLUTION 10 MG/ML (metoprolol

tartrate) 3/4 PA

metoprolol succinate er oral tablet extended release 24 1

hour 100 mg, 200 mg, 25 mg, 50 mg

metoprolol tartrate oral tablet 100 mg, 25 mg, 37.5 mg, 50 1

mg, 75 mg

metoprolol-hydrochlorothiazide oral tablet 100-25 mg, 100- 1

50 mg, 50-25 mg

nadolol oral tablet 20 mg, 40 mg, 80 mg 1

nebivolol hcl oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg 1

pindolol oral tablet 10 mg, 5 mg 1

prazosin hcl oral capsule 1 mg, 2 mg, 5 mg 1

propranolol hcl er oral capsule extended release 24 hour 1

120 mg, 160 mg, 60 mg, 80 mg

propranolol hcl oral solution 20 mg/5ml, 40 mg/5ml 1

propranolol hcl oral tablet 10 mg, 20 mg, 40 mg, 60 mg, 80 1

mg

sotalol hcl (af) oral tablet 120 mg, 160 mg, 80 mg 1

sotalol hcl oral tablet 120 mg, 160 mg, 240 mg, 80 mg 1

SOTYLIZE ORAL SOLUTION 5 MG/ML (sotalol hcl) 3/4 PA

terazosin hcl oral capsule 1 mg, 10 mg, 2 mg, 5 mg 1

timolol hemihydrate ophthalmic solution 0.5 % 1

timolol maleate (once-daily) ophthalmic solution 0.5 % 1

timolol maleate ocudose ophthalmic solution 0.5 % 1

'c[;molol maleate ophthalmic gel forming solution 0.25 %, 0.5 1
0

timolol maleate ophthalmic solution 0.25 %, 0.5 %

timolol maleate oral tablet 10 mg, 20 mg, 5 mg

timolol maleate pf ophthalmic solution 0.25 %, 0.5 %

TIMQPTIC OCUDOSE OPHTHALMIC SOLUTION 0.25 %, 0.5 3/4

% (timolol maleate)

BILE ACID SEQUESTRANTS - Drugs for Cholesterol

cholestyramine light oral packet 4 gm 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
cholestyramine light oral powder 4 gm/dose 1
cholestyramine oral packet 4 gm 1
cholestyramine oral powder 4 gm/dose 1
colesevelam hcl oral packet 3.75 gm 1
colesevelam hcl oral tablet 625 mg 1
COLESTID ORAL GRANULES 5 GM (colestipol hcl) 3
COLESTID ORAL TABLET 1 GM (colestipol hcl) 3/4
colestipol hcl oral granules 5 gm 1
colestipol hcl oral packet 5 gm 1
colestipol hcl oral tablet 1 gm 1
prevalite oral packet 4 gm 1
prevalite oral powder 4 gm/dose 1
QUESTRAN LIGHT ORAL POWDER 4 GM/DOSE

L 3/4
(cholestyramine light)
QUESTRAN ORAL PACKET 4 GM (cholestyramine) 3/4
QUESTRAN ORAL POWDER 4 GM/DOSE (cholestyramine) 3/4
CALCIUM-CHANNEL BLOCK.AGT,MISC(HYPOTEN) - Drugs
for High Blood Pressure & Angina
cartia xt oral capsule extended release 24 hour 120 mg, 180 1
mg, 240 mg, 300 mg
diltiazem hcl er beads oral capsule extended release 24 1
hour 120 mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg
diltiazem hcl er coated beads oral capsule extended release 1
24 hour 120 mg, 180 mg, 240 mg, 300 mg, 360 mg
diltiazem hcl er oral capsule extended release 12 hour 120 1
mg, 60 mg, 90 mg
diltiazem hcl er oral capsule extended release 24 hour 120 1
mg, 180 mg, 240 mg
diltiazem hcl er oral tablet extended release 24 hour 120 1
mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg
diltiazem hcl oral tablet 120 mg, 30 mg, 60 mg, 90 mg 1
dilt-xr oral capsule extended release 24 hour 120 mg, 180 1
mg, 240 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
matzim la oral tablet extended release 24 hour 180 mg, 240 1
mg, 300 mg, 360 mg, 420 mg

tiadylt er oral capsule extended release 24 hour 120 mg, 1
180 mg, 240 mg, 300 mg, 360 mg, 420 mg

TIAZAC ORAL CAPSULE EXTENDED RELEASE 24 HOUR

120 MG, 180 MG, 240 MG, 300 MG, 360 MG, 420 MG 3/4
(diltiazem hcl er beads)

verapamil hcl er oral capsule extended release 24 hour 100 1
mg, 120 mg, 180 mg, 200 mg, 240 mg, 300 mg, 360 mg

verapamil hcl er oral tablet extended release 120 mg, 180 1
mg, 240 mg

verapamil hcl oral tablet 120 mg, 40 mg, 80 mg 1
CALCIUM-CHANNEL BLOCKING AGENTS - Drugs for High

Blood Pressure & Angina

cartia xt oral capsule extended release 24 hour 120 mg, 180 1
mg, 240 mg, 300 mg

diltiazem hcl er beads oral capsule extended release 24 1
hour 120 mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg

diltiazem hcl er coated beads oral capsule extended release 1
24 hour 120 mg, 180 mg, 240 mg, 300 mg, 360 mg

diltiazem hcl er oral capsule extended release 12 hour 120 1
mg, 60 mg, 90 mg

diltiazem hcl er oral capsule extended release 24 hour 120 1
mg, 180 mg, 240 mg

diltiazem hcl er oral tablet extended release 24 hour 120 1
mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg

diltiazem hcl oral tablet 120 mg, 30 mg, 60 mg, 90 mg 1
dilt-xr oral capsule extended release 24 hour 120 mg, 180 1
mg, 240 mg

matzim la oral tablet extended release 24 hour 180 mg, 240 1
mg, 300 mg, 360 mg, 420 mg

tiadylt er oral capsule extended release 24 hour 120 mg, 1
180 mg, 240 mg, 300 mg, 360 mg, 420 mg

TIAZAC ORAL CAPSULE EXTENDED RELEASE 24 HOUR

120 MG, 180 MG, 240 MG, 300 MG, 360 MG, 420 MG 3/4
(diltiazem hcl er beads)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
verapamil hcl er oral capsule extended release 24 hour 100 1

mg, 120 mg, 180 mg, 200 mg, 240 mg, 300 mg, 360 mg

verapamil hcl er oral tablet extended release 120 mg, 180 1

mg, 240 mg

verapamil hcl oral tablet 120 mg, 40 mg, 80 mg 1

CALCIUM-CHANNEL BLOCKING AGENTS, MISC. - Drugs
for High Blood Pressure & Angina

cartia xt oral capsule extended release 24 hour 120 mg, 180

1
mg, 240 mg, 300 mg
diltiazem hcl er beads oral capsule extended release 24 1

hour 120 mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg
diltiazem hcl er coated beads oral capsule extended release

24 hour 120 mg, 180 mg, 240 mg, 300 mg, 360 mg !
diltiazem hcl er oral capsule extended release 12 hour 120 1
mg, 60 mg, 90 mg

diltiazem hcl er oral capsule extended release 24 hour 120 1
mg, 180 mg, 240 mg

diltiazem hcl er oral tablet extended release 24 hour 120 1
mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg

diltiazem hcl oral tablet 120 mg, 30 mg, 60 mg, 90 mg 1
dilt-xr oral capsule extended release 24 hour 120 mg, 180 1
mg, 240 mg

matzim la oral tablet extended release 24 hour 180 mg, 240 1

mg, 300 mg, 360 mg, 420 mg

tiadylt er oral capsule extended release 24 hour 120 mg, 1
180 mg, 240 mg, 300 mg, 360 mg, 420 mg

TIAZAC ORAL CAPSULE EXTENDED RELEASE 24 HOUR

120 MG, 180 MG, 240 MG, 300 MG, 360 MG, 420 MG 3/4
(diltiazem hcl er beads)

trandolapril-verapamil hcl er oral tablet extended release 1- 1
240 mg, 2-180 mg, 2-240 mg, 4-240 mg

verapamil hcl er oral capsule extended release 24 hour 100 1
mg, 120 mg, 180 mg, 200 mg, 240 mg, 300 mg, 360 mg

verapamil hcl er oral tablet extended release 120 mg, 180 1
mg, 240 mg

verapamil hcl oral tablet 120 mg, 40 mg, 80 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

CARBONIC ANHYDRASE INHIBITORS(HYPOTEN) - Drugs
for High Blood Pressure & Angina

acetazolamide er oral capsule extended release 12 hour 500
mg

acetazolamide oral tablet 125 mg, 250 mg

methazolamide oral tablet 25 mg, 50 mg

CARDIAC DRUGS, MISCELLANEOUS - Drugs for Angina

ATTRUBY ORAL TABLET THERAPY PACK 356 MG PA; QL (124 tablets per
(acoramidis hcl) month.)

CAMZYOS ORAL CAPSULE 10 MG, 15 MG, 2.5 MG, 5 MG

(mavacamten) 3/4 PA; QL (1 capsule per day.)

CORLANOR ORAL SOLUTION 5 MG/5ML (ivabradine hcl) 3 PA; QL (20 ml per day.)

CORLANOR ORAL TABLET 5 MG, 7.5 MG (ivabradine hcl) 3 PA; QL (2 tablets per day.)

ivabradine hcl oral tablet 5 mg, 7.5 mg 1 PA; QL (2 tablets per day.)

ranolazine er oral tablet extended release 12 hour 1000 mg,
500 mg

VYNDAMAX ORAL CAPSULE 61 MG (tafamidis) 2 PA; QL (1 capsule per day.)

CARDIOTONIC AGENTS - Drugs for Angina

CORLANOR ORAL SOLUTION 5 MG/5ML (ivabradine hcl) PA; QL (20 ml per day.)

CORLANOR ORAL TABLET 5 MG, 7.5 MG (ivabradine hcl) PA; QL (2 tablets per day.)

digoxin oral solution 0.05 mg/ml

digoxin oral tablet 125 mcg, 250 mcg, 62.5 mcg

ivabradine hcl oral tablet 5 mg, 7.5 mg PA; QL (2 tablets per day.)

WP P W W

LANOXIN ORAL TABLET 125 MCG, 250 MCG (digoxin)

LANOXIN ORAL TABLET 62.5 MCG (digoxin) 3/4

CENTRAL ALPHA-AGONISTS - Drugs for Abnormal Heart
Rhythms

acebutolol hcl oral capsule 200 mg, 400 mg

atenolol oral tablet 100 mg, 25 mg, 50 mg

atenolol-chlorthalidone oral tablet 100-25 mg, 50-25 mg

BETAPACE AF ORAL TABLET 120 MG, 160 MG, 80 MG

(sotalol hel af) 3/4

betaxolol hcl oral tablet 10 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 to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
bisoprolol fumarate oral tablet 10 mg, 5 mg 1
bisoprolol-hydrochlorothiazide oral tablet 10-6.25 mg, 2.5- 1
6.25 mg, 5-6.25 mg

carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25 mg 1
carvedilol phosphate er oral capsule extended release 24 1
hour 10 mg, 20 mg, 40 mg, 80 mg

clonidine hcl oral tablet 0.1 mg, 0.2 mg, 0.3 mg 1
clonidine transdermal patch weekly 0.1 mg/24hr, 0.2 1
mg/24hr, 0.3 mg/24hr

guanfacine hcl oral tablet 1 mg, 2 mg 1
HEMANGEOL ORAL SOLUTION 4.28 MG/ML (propranolol 3
hcl)

JAVADIN ORAL SOLUTION 0.02 MG/ML (clonidine hcl) 3/4 PA
KAPSPARGO SPRINKLE ORAL CAPSULE ER 24 HOUR

SPRINKLE 100 MG, 200 MG, 25 MG, 50 MG (metoprolol 3/4
succinate)

labetalol hcl oral tablet 100 mg, 200 mg, 300 mg

methyldopa oral tablet 250 mg, 500 mg PA
metoprolol succinate er oral tablet extended release 24 1
hour 100 mg, 200 mg, 25 mg, 50 mg

metoprolol tartrate oral tablet 100 mg, 25 mg, 37.5 mg, 50 1
mg, 75 mg

metoprolol-hydrochlorothiazide oral tablet 100-25 mg, 100- 1
50 mg, 50-25 mg

nadolol oral tablet 20 mg, 40 mg, 80 mg

nebivolol hcl oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg

pindolol oral tablet 10 mg, 5 mg

propranolol hcl er oral capsule extended release 24 hour 1
120 mg, 160 mg, 60 mg, 80 mg

propranolol hcl oral solution 20 mg/5ml, 40 mg/5ml 1
propranolol hcl oral tablet 10 mg, 20 mg, 40 mg, 60 mg, 80 1

mg

sotalol hcl (af) oral tablet 120 mg, 160 mg, 80 mg

sotalol hcl oral tablet 120 mg, 160 mg, 240 mg, 80 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
SOTYLIZE ORAL SOLUTION 5 MG/ML (sotalol hcl) 3/4 PA
timolol maleate oral tablet 10 mg, 20 mg, 5 mg 1

CGMP SYNTHESIS AGENT - Drugs for High Blood
Pressure & Angina

VERQUVO ORAL TABLET 10 MG, 2.5 MG, 5 MG (vericiguat) 3/4 PA; QL (1 tablet per day.)

CHOLESTEROL ABSORPTION INHIBITORS - Drugs for
Cholesterol

ezetimibe oral tablet 10 mg 1

ezetimibe-simvastatin oral tablet 10-10 mg, 10-20 mg, 10-40
mg, 10-80 mg

NEXLIZET ORAL TABLET 180-10 MG (bempedoic acid-
ezetimibe)

CLASS IA ANTIARRHYTHMICS - Drugs for Angina
disopyramide phosphate oral capsule 100 mg, 150 mg 1

NORPACE CR ORAL CAPSULE EXTENDED RELEASE 12
HOUR 100 MG, 150 MG (disopyramide phosphate)

NORPACE ORAL CAPSULE 100 MG, 150 MG (disopyramide
phosphate)

guinidine gluconate er oral tablet extended release 324 mg

2 PA; QL (1 tablet per day.)

3/4

quinidine sulfate oral tablet 200 mg, 300 mg
CLASS IB ANTIARRHYTHMICS - Drugs for Angina

DILANTIN INFATABS ORAL TABLET CHEWABLE 50 MG
(phenytoin)

DILANTIN ORAL CAPSULE 100 MG, 30 MG (phenytoin
sodium extended)

DILANTIN-125 ORAL SUSPENSION 125 MG/5ML (phenytoin)

mexiletine hcl oral capsule 150 mg, 200 mg, 250 mg

phenytek oral capsule 200 mg, 300 mg

phenytoin infatabs oral tablet chewable 50 mg

phenytoin oral suspension 125 mg/5ml

RPlR R R~ w

phenytoin oral tablet chewable 50 mg

phenytoin sodium extended oral capsule 100 mg, 200 mg,
300 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

CLASS IC ANTIARRHYTHMICS - Drugs for Angina

flecainide acetate oral tablet 100 mg, 150 mg, 50 mg 1
propafenone hcl er oral capsule extended release 12 hour 1
225 mg, 325 mg, 425 mg
propafenone hcl oral tablet 150 mg, 225 mg, 300 mg 1
CLASS Il ANTIARRHYTHMICS - Drugs for Angina
acebutolol hcl oral capsule 200 mg, 400 mg
atenolol oral tablet 100 mg, 25 mg, 50 mg
BETAPACE AF ORAL TABLET 120 MG, 160 MG, 80 MG
3/4

(sotalol hcl af)
betaxolol hcl ophthalmic solution 0.5 %
betaxolol hcl oral tablet 10 mg, 20 mg
BETIMOL OPHTHALMIC SOLUTION 0.5 % (timolol

) 3/4
hemihydrate)
BETOPTIC-S OPHTHALMIC SUSPENSION 0.25 % (betaxolol 3
hcl)
bisoprolol fumarate oral tablet 10 mg, 2.5 mg, 5 mg
carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25 mg
carvedilol phosphate er oral capsule extended release 24 1
hour 10 mg, 20 mg, 40 mg, 80 mg
HEMANGEOL ORAL SOLUTION 4.28 MG/ML (propranolol 3
hcl)
ISTALOL OPHTHALMIC SOLUTION 0.5 % (timolol maleate) 3/4
KAPSPARGO SPRINKLE ORAL CAPSULE ER 24 HOUR
SPRINKLE 100 MG, 200 MG, 25 MG, 50 MG (metoprolol 3/4
succinate)
labetalol hcl oral tablet 100 mg, 200 mg, 300 mg, 400 mg 1
LOPRESSOR ORAL SOLUTION 10 MG/ML (metoprolol

3/4 PA

tartrate)
metoprolol succinate er oral tablet extended release 24 1
hour 100 mg, 200 mg, 25 mg, 50 mg
metoprolol tartrate oral tablet 100 mg, 25 mg, 37.5 mg, 50 1
mg, 75 mg
nadolol oral tablet 20 mg, 40 mg, 80 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
nebivolol hcl oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg 1
pindolol oral tablet 10 mg, 5 mg 1
propranolol hcl er oral capsule extended release 24 hour 1
120 mg, 160 mg, 60 mg, 80 mg
propranolol hcl oral solution 20 mg/5ml, 40 mg/5ml 1
propranolol hcl oral tablet 10 mg, 20 mg, 40 mg, 60 mg, 80 1
mg
sotalol hcl (af) oral tablet 120 mg, 160 mg, 80 mg 1
sotalol hcl oral tablet 120 mg, 160 mg, 240 mg, 80 mg 1
SOTYLIZE ORAL SOLUTION 5 MG/ML (sotalol hcl) 3/4 PA
timolol hemihydrate ophthalmic solution 0.5 %
timolol maleate (once-daily) ophthalmic solution 0.5 %
timolol maleate ocudose ophthalmic solution 0.5 %
'c[;molol maleate ophthalmic gel forming solution 0.25 %, 0.5 1

0
timolol maleate ophthalmic solution 0.25 %, 0.5 %
timolol maleate oral tablet 10 mg, 20 mg, 5 mg
timolol maleate pf ophthalmic solution 0.25 %, 0.5 %
TIMQPTIC OCUDOSE OPHTHALMIC SOLUTION 0.25 %, 0.5 3/4
% (timolol maleate)

CLASS Illl ANTIARRHYTHMICS - Drugs for Angina
amiodarone hcl oral tablet 100 mg, 200 mg, 400 mg 1
BETAPACE AF ORAL TABLET 120 MG, 160 MG, 80 MG
(sotalol hel af) 3/4
dofetilide oral capsule 125 mcg, 250 mcg, 500 mcg 1
MULTAQ ORAL TABLET 400 MG (dronedarone hcl) 3/4 PA
PACERONE ORAL TABLET 100 MG (amiodarone hcl) 3
PACERONE ORAL TABLET 200 MG (amiodarone hcl) 3/4
sotalol hcl (af) oral tablet 120 mg, 160 mg, 80 mg 1
sotalol hcl oral tablet 120 mg, 160 mg, 240 mg, 80 mg 1
SOTYLIZE ORAL SOLUTION 5 MG/ML (sotalol hcl) 3/4 PA
TIKOSYN ORAL CAPSULE 125 MCG, 250 MCG, 500 MCG 3/4

(dofetilide)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

CLASS IV ANTIARRHYTHMICS - Drugs for Angina

CARDAMYST NASAL SOLUTION 2 X 70 MG/DOSE PA; QL (1 box (2 bottles) per
(etripamil) copay.)

cartia xt oral capsule extended release 24 hour 120 mg, 180

mg, 240 mg, 300 mg !
diltiazem hcl er beads oral capsule extended release 24 1
hour 120 mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg

diltiazem hcl er coated beads oral capsule extended release 1
24 hour 120 mg, 180 mg, 240 mg, 300 mg, 360 mg

diltiazem hcl er oral capsule extended release 12 hour 120 1
mg, 60 mg, 90 mg

diltiazem hcl er oral capsule extended release 24 hour 120 1
mg, 180 mg, 240 mg

diltiazem hcl er oral tablet extended release 24 hour 120 1
mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg

diltiazem hcl oral tablet 120 mg, 30 mg, 60 mg, 90 mg 1
dilt-xr oral capsule extended release 24 hour 120 mg, 180 1
mg, 240 mg

matzim la oral tablet extended release 24 hour 180 mg, 240 1
mg, 300 mg, 360 mg, 420 mg

tiadylt er oral capsule extended release 24 hour 120 mg, 1

180 mg, 240 mg, 300 mg, 360 mg, 420 mg

TIAZAC ORAL CAPSULE EXTENDED RELEASE 24 HOUR
120 MG, 180 MG, 240 MG, 300 MG, 360 MG, 420 MG 3/4
(diltiazem hcl er beads)

verapamil hcl er oral capsule extended release 24 hour 100

mg, 120 mg, 180 mg, 200 mg, 240 mg, 300 mg, 360 mg !
verapamil hcl er oral tablet extended release 120 mg, 180 1
mg, 240 mg

verapamil hcl oral tablet 120 mg, 40 mg, 80 mg 1
DIHYDROPYRIDINES - Drugs for High Blood Pressure &

Angina

amlodipine besylate oral tablet 10 mg, 2.5 mg, 5 mg 1
amlodipine besylate-benazepril hcl oral capsule 10-20 mg, 1

10-40 mg, 2.5-10 mg, 5-10 mg, 5-20 mg, 5-40 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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.

106



Coverage requirements &

Prescription drug name Drug tier limits
amlodipine besylate-valsartan oral tablet 10-160 mg, 10-320 1
mg, 5-160 mg, 5-320 mg
amlodipine-atorvastatin oral tablet 10-10 mg, 10-20 mg, 10- 1
40 mg, 10-80 mg, 5-10 mg, 5-20 mg, 5-40 mg, 5-80 mg
amlodipine-atorvastatin oral tablet 2.5-10 mg, 2.5-20 mg,
2.5-40 mg 1 QL (1 tablet per day)
amlodipine-olmesartan oral tablet 10-20 mg, 10-40 mg, 5-20 1
mg, 5-40 mg
amlodipine-valsartan-hctz oral tablet 10-160-12.5 mg, 10- 1
160-25 mg, 10-320-25 mg, 5-160-12.5 mg, 5-160-25 mg
felodipine er oral tablet extended release 24 hour 10 mg, 2.5 1
mg, 5 mg
isradipine oral capsule 2.5 mg, 5 mg 1
KATERZIA ORAL SUSPENSION 1 MG/ML (amlodipine
3/4 PA
benzoate)
nicardipine hcl oral capsule 20 mg, 30 mg 1
nifedipine er oral tablet extended release 24 hour 30 mg, 60 1
mg, 90 mg
nifedipine er osmotic release oral tablet extended release 1
24 hour 30 mg, 60 mg, 90 mg
nifedipine oral capsule 10 mg, 20 mg
nimodipine oral capsule 30 mg
NIMODIPINE ORAL SOLUTION 60 MG/20ML
nisoldipine er oral tablet extended release 24 hour 17 mg, 1
34 mg, 8.5 mg
NORLIQVA ORAL SOLUTION 1 MG/ML (amlodipine
3/4 PA
besylate)
NYMALIZE ORAL SOLUTION 6 MG/ML (nimodipine) 2
olmesartan-amlodipine-hctz oral tablet 20-5-12.5 mg, 40-10- 1
12.5 mg, 40-10-25 mg, 40-5-12.5 mg, 40-5-25 mg
SULAR ORAL TABLET EXTENDED RELEASE 24 HOUR 17 3/4
MG, 34 MG, 8.5 MG (nisoldipine)
telmisartan-amlodipine oral tablet 40-10 mg, 40-5 mg, 80-10 1

mg, 80-5 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

DIHYDROPYRIDINES (ANTIHYPERTENSIVE) - Drugs for
High Blood Pressure & Angina

amlodipine besylate oral tablet 10 mg, 2.5 mg, 5 mg 1
felodipine er oral tablet extended release 24 hour 10 mg, 2.5 1
mg, 5 mg
isradipine oral capsule 2.5 mg, 5 mg 1
KATERZIA ORAL SUSPENSION 1 MG/ML (amlodipine
3/4 PA
benzoate)
nicardipine hcl oral capsule 20 mg, 30 mg 1
nifedipine er oral tablet extended release 24 hour 30 mg, 60 1
mg, 90 mg
nifedipine er osmotic release oral tablet extended release 1
24 hour 30 mg, 60 mg, 90 mg
nifedipine oral capsule 10 mg, 20 mg
nimodipine oral capsule 30 mg
NIMODIPINE ORAL SOLUTION 60 MG/20ML
nisoldipine er oral tablet extended release 24 hour 17 mg, 1
34 mg, 8.5 mg
NORLIQVA ORAL SOLUTION 1 MG/ML (amlodipine
3/4 PA
besylate)
NYMALIZE ORAL SOLUTION 6 MG/ML (nimodipine) 2
SULAR ORAL TABLET EXTENDED RELEASE 24 HOUR 17 3/4
MG, 34 MG, 8.5 MG (nisoldipine)
DIRECT VASODILATORS - Drugs for High Blood Pressure
& Angina
CAVERJECT IMPULSE INTRACAVERNOSAL KIT 10 MCG, 20 3 QL (6 units per month)

MCG (alprostadil (vasodilator))

CAVERJECT INTRACAVERNOSAL SOLUTION
RECONSTITUTED 20 MCG, 40 MCG (alprostadil 3 QL (6 units per month)
(vasodilator))

clonidine hcl er oral tablet extended release 12 hour 0.1 mg

clonidine hcl oral tablet 0.1 mg, 0.2 mg, 0.3 mg

clonidine transdermal patch weekly 0.1 mg/24hr, 0.2
mg/24hr, 0.3 mg/24hr

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

EDEX (2 CARTRIDGE) INTRACAVERNOSAL KIT 10 MCG, 20
MCG, 40 MCG (alprostadil (vasodilator))

EDEX (6 CARTRIDGE) INTRACAVERNOSAL KIT 10 MCG, 20
MCG, 40 MCG (alprostadil (vasodilator))

guanfacine hcl oral tablet 1 mg, 2 mg
hydralazine hcl oral tablet 10 mg, 100 mg, 25 mg, 50 mg
isosorb dinitrate-hydralazine oral tablet 20-37.5 mg

3 QL (6 units per month)

3 QL (6 units per month)

methyldopa oral tablet 250 mg, 500 mg PA

I e

minoxidil oral tablet 10 mg, 2.5 mg

DIURETICS, MISCELLANEOUS (HYPOTENSIVE) - Drugs for
High Blood Pressure & Angina

elixophyllin oral elixir 80 mg/15ml 3

THEO-24 ORAL CAPSULE EXTENDED RELEASE 24 HOUR
100 MG, 200 MG, 300 MG, 400 MG (theophylline)

theophylline er oral tablet extended release 12 hour 100
mg, 200 mg, 300 mg, 450 mg

theophylline er oral tablet extended release 24 hour 400
mg, 600 mg

theophylline oral elixir 80 mg/15ml

theophylline oral solution 80 mg/15ml
FIBRIC ACID DERIVATIVES - Drugs for Cholesterol

fenofibrate micronized oral capsule 130 mg, 134 mg, 200
mg, 43 mg, 67 mg

fenofibrate oral capsule 134 mg, 150 mg, 200 mg, 50 mg, 67
mg

fenofibrate oral tablet 120 mg, 145 mg, 160 mg, 40 mg, 48
mg, 54 mg

fenofibric acid oral capsule delayed release 135 mg, 45 mg

fenofibric acid oral tablet 105 mg, 35 mg

gemfibrozil oral tablet 600 mg
LIPOFEN ORAL CAPSULE 150 MG, 50 MG (fenofibrate) 3/4
LOPID ORAL TABLET 600 MG (gemfibrozil) 3/4

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

HMG-COA REDUCTASE INHIBITORS - Drugs for

Cholesterol

amlodipine-atorvastatin oral tablet 10-10 mg, 10-20 mg, 10- 1

40 mg, 10-80 mg, 5-10 mg, 5-20 mg, 5-40 mg, 5-80 mg

amlodipine-atorvastatin oral tablet 2.5-10 mg, 2.5-20 mg,

2.5-40 mg 1 QL (1 tablet per day)
ATORVALIQ ORAL SUSPENSION 20 MG/5ML (atorvastatin 3/4 PA
calcium)

atorvastatin calcium oral tablet 10 mg, 20 mg 1 H-N
atorvastatin calcium oral tablet 40 mg, 80 mg

EZALLOR SPRINKLE ORAL CAPSULE SPRINKLE 10 MG, 20 3 PA
MG, 40 MG, 5 MG (rosuvastatin calcium)

ezetimibe-simvastatin oral tablet 10-10 mg, 10-20 mg, 10-40 1

mg, 10-80 mg

FLOLIPID ORAL SUSPENSION 20 MG/5ML, 40 MG/5ML 3/4 PA
fluvastatin sodium er oral tablet extended release 24 hour 1

80 mg

fluvastatin sodium oral capsule 20 mg, 40 mg 1

LIVALO ORAL TABLET 1 MG, 2 MG, 4 MG (pitavastatin 3/4
calcium)

lovastatin oral tablet 10 mg, 20 mg, 40 mg H

pitavastatin calcium oral tablet 1 mg, 2 mg, 4 mg

pravastatin sodium oral tablet 10 mg, 20 mg, 40 mg, 80 mg

rosuvastatin calcium oral tablet 10 mg, 20 mg, 40 mg, 5 mg

simvastatin oral tablet 10 mg, 20 mg, 40 mg, 5 mg H-N

I e

simvastatin oral tablet 80 mg

ZYPITAMAG ORAL TABLET 2 MG, 4 MG (pitavastatin 3/4
magnesium)

LOOP DIURETICS (HYPOTENSIVE AGENTS) - Drugs for
High Blood Pressure & Angina

bumetanide oral tablet 0.5 mg, 1 mg, 2 mg

BUMEX ORAL TABLET 0.5 MG (bumetanide)

ethacrynic acid oral tablet 25 mg

RPlR| W]k

furosemide oral solution 10 mg/ml, 8 mg/ml

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

furosemide oral tablet 20 mg, 40 mg, 80 mg 1

LASIX ORAL TABLET 20 MG, 40 MG, 80 MG (furosemide) 3/4

SOAANZ ORAL TABLET 40 MG (torsemide) 3/4 QL (31 tablets per month.)
torsemide oral tablet 10 mg, 100 mg, 20 mg, 5 mg 1

MINERALOCORTICOID (ALDOSTERONE) ANTAGNTS -
Drugs for the Heart

CAROSPIR ORAL SUSPENSION 25 MG/5ML

. 3/4 PA; SM
(spironolactone)

eplerenone oral tablet 25 mg, 50 mg 1

KERENDIA ORAL TABLET 10 MG, 20 MG (finerenone) 3/4 PA; QL (1 tablet per day.)
KERENDIA ORAL TABLET 40 MG (finerenone) 3/4 m;n%") (30 tablets per
spironolactone oral suspension 25 mg/5ml 1 PA; SM

spironolactone oral tablet 100 mg, 25 mg, 50 mg 1 SM

spironolactone-hctz oral tablet 25-25 mg

MINERALOCORTICOID(ALDOSTER.)ANTAG(HYPOT) -
Drugs for High Blood Pressure & Angina

CAROSPIR ORAL SUSPENSION 25 MG/5ML

. 3/4 PA; SM
(spironolactone)

eplerenone oral tablet 25 mg, 50 mg

spironolactone oral suspension 25 mg/5ml 1 PA; SM

spironolactone oral tablet 100 mg, 25 mg, 50 mg 1 SM

MTP PROTEIN INHIBITORS - Drugs for Cholesterol

JUXTAPID ORAL CAPSULE 10 MG, 20 MG, 5 MG (lomitapide 3/4 PA: OL (1 capsule per day.)

mesylate)
JUXTAPID ORAL CAPSULE 2 MG (lomitapide mesylate) 3/4 PA
JUXTAPID ORAL CAPSULE 30 MG (lomitapide mesylate) 3/4 mnﬁ]") (62 capsules per

NITRATES AND NITRITES - Drugs for High Blood Pressure
& Angina

acebutolol hcl oral capsule 200 mg, 400 mg

atenolol oral tablet 100 mg, 25 mg, 50 mg

BETAPACE AF ORAL TABLET 120 MG, 160 MG, 80 MG

(sotalol hel af) 3/4

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
betaxolol hcl oral tablet 10 mg, 20 mg 1
bisoprolol fumarate oral tablet 10 mg, 5 mg 1
carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25 mg 1
carvedilol phosphate er oral capsule extended release 24 1
hour 10 mg, 20 mg, 40 mg, 80 mg

HEMANGEOL ORAL SOLUTION 4.28 MG/ML (propranolol 3
hcl)

isosorb dinitrate-hydralazine oral tablet 20-37.5 mg

isosorbide dinitrate oral tablet 10 mg, 20 mg, 30 mg, 5 mg

isosorbide mononitrate er oral tablet extended release 24 1
hour 120 mg, 30 mg, 60 mg

isosorbide mononitrate oral tablet 10 mg, 20 mg 1
KAPSPARGO SPRINKLE ORAL CAPSULE ER 24 HOUR

SPRINKLE 100 MG, 200 MG, 25 MG, 50 MG (metoprolol 3/4
succinate)

labetalol hcl oral tablet 100 mg, 200 mg, 300 mg 1
metoprolol succinate er oral tablet extended release 24 1
hour 100 mg, 200 mg, 25 mg, 50 mg

metoprolol tartrate oral tablet 100 mg, 25 mg, 37.5 mg, 50 1
mg, 75 mg

nadolol oral tablet 20 mg, 40 mg, 80 mg

nitro-bid transdermal ointment 2 %

NITRO-DUR TRANSDERMAL PATCH 24 HOUR 0.1 MG/HR,

0.2 MG/HR, 0.3 MG/HR, 0.4 MG/HR, 0.6 MG/HR, 0.8 MG/HR 3
(nitroglycerin)

nitroglycerin rectal ointment 0.4 % 1 QL (30 grams per month.)
nitroglycerin sublingual tablet sublingual 0.3 mg, 0.4 mg, 1
0.6 mg

nitroglycerin transdermal ointment 2 % 1
nitroglycerin transdermal patch 24 hour 0.1 mg/hr, 0.2 1
mg/hr, 0.4 mg/hr, 0.6 mg/hr

nitroglycerin translingual solution 0.4 mg/spray 1
NITROSTAT SUBLINGUAL TABLET SUBLINGUAL 0.3 MG, 3/4
0.4 MG, 0.6 MG (nitroglycerin)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
NITRO-TIME OR_AL CAPSULE EXTENDED RELEASE 2.5 MG, 3

6.5 MG, 9 MG (nitroglycerin)

pindolol oral tablet 10 mg, 5 mg 1
propranolol hcl er oral capsule extended release 24 hour 1

120 mg, 160 mg, 60 mg, 80 mg

propranolol hcl oral solution 20 mg/5ml, 40 mg/5ml 1
propranolol hcl oral tablet 10 mg, 20 mg, 40 mg, 60 mg, 80 1

mg

RECTIV RECTAL OINTMENT 0.4 % (nitroglycerin) 3/4 QL (30 grams per month.)
sotalol hcl (af) oral tablet 120 mg, 160 mg, 80 mg 1

sotalol hcl oral tablet 120 mg, 160 mg, 240 mg, 80 mg 1

SOTYLIZE ORAL SOLUTION 5 MG/ML (sotalol hcl) 3/4 PA
timolol maleate oral tablet 10 mg, 20 mg, 5 mg 1

NITRATES AND NITRITES - Drugs for the Heart

isosorb dinitrate-hydralazine oral tablet 20-37.5 mg

isosorbide dinitrate oral tablet 10 mg, 20 mg, 30 mg, 5 mg

isosorbide mononitrate er oral tablet extended release 24 1

hour 120 mg, 30 mg, 60 mg

isosorbide mononitrate oral tablet 10 mg, 20 mg

nitro-bid transdermal ointment 2 %

NITRO-DUR TRANSDERMAL PATCH 24 HOUR 0.1 MG/HR,
0.2 MG/HR, 0.3 MG/HR, 0.4 MG/HR, 0.6 MG/HR, 0.8 MG/HR 3
(nitroglycerin)

nitroglycerin sublingual tablet sublingual 0.3 mg, 0.4 mg,

0.6 mg !
nitroglycerin transdermal ointment 2 % 1
nitroglycerin transdermal patch 24 hour 0.1 mg/hr, 0.2 1

mg/hr, 0.4 mg/hr, 0.6 mg/hr

nitroglycerin translingual solution 0.4 mg/spray 1

NITROSTAT SUBLINGUAL TABLET SUBLINGUAL 0.3 MG,

0.4 MG, 0.6 MG (nitroglycerin) 3/4

NITRO-TIME ORAL CAPSULE EXTENDED RELEASE 2.5 MG,
6.5 MG, 9 MG (nitroglycerin)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

OMEGA-3-MEDIATED ANTILIPEMICS - Drugs for
Cholesterol

omega-3-acid ethyl esters oral capsule 1 gm 1
PCSKO9 INHIBITORS - Drugs for Cholesterol

REPATHA SUBCUTANEOUS SOLUTION PREFILLED >
SYRINGE 140 MG/ML (evolocumab)

REPATHA SURECLICK SUBCUTANEOUS SOLUTION AUTO- >
INJECTOR 140 MG/ML (evolocumab)

PHOSPHODIESTERASE TYPE 5 INHIBITORS - Drugs for
High Blood Pressure & Angina

QL (2 syringes per 28 days.)

QL (2 pens per month.)

alyq oral tablet 20 mg 1 PA; QL (2 tablets per day)
aspirin-dipyridamole er oral capsule extended release 12 1

hour 25-200 mg

avanafil oral tablet 100 mg, 200 mg, 50 mg 1 PA; QL (6 tablets per month)

cilostazol oral tablet 100 mg, 50 mg
dipyridamole oral tablet 25 mg, 50 mg, 75 mg

ENTADFI ORAL CAPSULE 5-5 MG (finasteride-tadalafil) 3/4
sildenatfil citrate oral suspension reconstituted 10 mg/ml 1 PA; QL (186 ml per month.)
sildenatfil citrate oral tablet 100 mg, 25 mg, 50 mg 1 QL (6 tablets per month)

=

sildenafil citrate oral tablet 20 mg QL (0.5 tablet per day.)

STENDRA ORAL TABLET 100 MG, 200 MG, 50 MG (avanafil) 3/4 PA; QL (6 tablets per month)

tadalafil (pah) oral tablet 20 mg 1 PA; QL (2 tablets per day)
tadalafil oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg 1 QL (6 tablets per month)
TADLIQ ORAL SUSPENSION 20 MG/5ML (tadalafil (pah)) 3 PA; QL (10 ml per day.)
vardenafil hcl oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg 1 QL (6 tablets per month)
vardenafil hcl oral tablet dispersible 10 mg 1 QL (6 tablets per month)
PHOSPHODIESTERASE TYPE 5 INHIBITORS - Drugs for

the Heart

alyq oral tablet 20 mg 1 PA; QL (2 tablets per day)
avanafil oral tablet 100 mg, 200 mg, 50 mg 1 PA; QL (6 tablets per month)
cilostazol oral tablet 100 mg, 50 mg

ENTADFI ORAL CAPSULE 5-5 MG (finasteride-tadalafil) 3/4

sildenatfil citrate oral suspension reconstituted 10 mg/ml 1 PA; QL (186 ml per month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
sildenatfil citrate oral tablet 100 mg, 25 mg, 50 mg 1 QL (6 tablets per month)
sildenafil citrate oral tablet 20 mg 1 QL (0.5 tablet per day.)
STENDRA ORAL TABLET 100 MG, 200 MG, 50 MG (avanafil) 3/4 PA; QL (6 tablets per month)
tadalafil (pah) oral tablet 20 mg 1 PA; QL (2 tablets per day)
tadalafil oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg 1 QL (6 tablets per month)
TADLIQ ORAL SUSPENSION 20 MG/5ML (tadalafil (pah)) 3 PA; QL (10 ml per day.)
vardenafil hcl oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg 1 QL (6 tablets per month)
vardenafil hcl oral tablet dispersible 10 mg 1 QL (6 tablets per month)
POTASSIUM-SPARING DIURETICS (HYPOTEN) - Drugs for
High Blood Pressure & Angina
amiloride hcl oral tablet 5 mg 1
CAROSPIR ORAL SUSPENSION 25 MG/5ML 3/4 PA: SM
(spironolactone)
eplerenone oral tablet 25 mg, 50 mg 1
spironolactone oral suspension 25 mg/5ml 1 PA; SM
spironolactone oral tablet 100 mg, 25 mg, 50 mg 1 SM
triamterene oral capsule 100 mg, 50 mg 1
RENIN INHIBITORS - Drugs for the Heart
aliskiren fumarate oral tablet 150 mg, 300 mg 1
TEKTURNA ORAL TABLET 150 MG, 300 MG (aliskiren 3
fumarate)
RENIN-ANGIOTEN.-ALDOST. SYS. INHIB, MISC - Drugs for
the Heart
ENTRESTO ORAL CAPSULE SPRINKLE 15-16 MG PA; QL (240 sprinkle

. 3/4 capsules (pellets) per
(sacubitril-valsartan)

month.)

ENTRESTO ORAL CAPSULE SPRINKLE 6-6 MG (sacubitril- 3/4 PA; QL (240 sprinkle
valsartan) capsules (pellets) per month)
FILSPARI ORAL TABLET 200 MG, 400 MG (sparsentan) 3/4 PA; QL (1 tablet per day.)
sacubitril-valsartan oral tablet 24-26 mg, 49-51 mg, 97-103 1 PA: QL (2 tablets per day.)

mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

STEROIDAL MINERALOCORTICOID RECEPTOR ANT -
Drugs for the Heart

CAROSPIR ORAL SUSPENSION 25 MG/5ML
(spironolactone)

3/4 PA; SM

eplerenone oral tablet 25 mg, 50 mg

PA; SM
SM

spironolactone oral suspension 25 mg/5ml

spironolactone oral tablet 100 mg, 25 mg, 50 mg

RlR| Rk

spironolactone-hctz oral tablet 25-25 mg

THIAZIDE DIURETICS(HYPOTENSIVE AGENTS) - Drugs for
High Blood Pressure & Angina

hydrochlorothiazide oral capsule 12.5 mg
hydrochlorothiazide oral tablet 12.5 mg, 25 mg, 50 mg

THIAZIDE-LIKE DIURETICS(HYPOTENSIVE AGT) - Drugs
for High Blood Pressure & Angina

chlorthalidone oral tablet 25 mg, 50 mg

indapamide oral tablet 1.25 mg, 2.5 mg

metolazone oral tablet 10 mg, 2.5 mg, 5 mg
THALITONE ORAL TABLET 15 MG (chlorthalidone) 3/4

VASODILATING AGENTS, MISC (24:08) - Drugs for High
Blood Pressure & Angina

phenoxybenzamine hcl oral capsule 10 mg 1
VECAMYL ORAL TABLET 2.5 MG (mecamylamine hcl) 3/4

VASODILATING AGENTS, MISCELLANEOUS - Drugs for
the Heart

i PA; QL (1 tablet per day.);
ambrisentan oral tablet 10 mg, 5 mg 1 SP: SMCS

amlodipine besylate oral tablet 10 mg, 2.5 mg, 5 mg 1

PA; QL (2 tablets per day.);
bosentan oral tablet 125 mg, 62.5 mg 1 SP: SMCS

bosentan oral tablet soluble 32 mg 1 zg‘ glblgstablets per day.);

cartia xt oral capsule extended release 24 hour 120 mg, 180
mg, 240 mg, 300 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

CAVERJECT IMPULSE INTRACAVERNOSAL KIT 10 MCG, 20

24 hour 30 mg, 60 mg, 90 mg

MCG (alprostadil (vasodilator)) 3 QL (6 units per month)
CAVERJECT INTRACAVERNOSAL SOLUTION
RECONSTITUTED 20 MCG, 40 MCG (alprostadil 3 QL (6 units per month)
(vasodilator))
CORLANOR ORAL SOLUTION 5 MG/5ML (ivabradine hcl) 3 PA; QL (20 ml per day.)
CORLANOR ORAL TABLET 5 MG, 7.5 MG (ivabradine hcl) 3 PA; QL (2 tablets per day.)
diltiazem hcl er beads oral capsule extended release 24 1
hour 120 mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg
diltiazem hcl er coated beads oral capsule extended release 1
24 hour 120 mg, 180 mg, 240 mg, 300 mg, 360 mg
diltiazem hcl er oral capsule extended release 12 hour 120 1
mg, 60 mg, 90 mg
diltiazem hcl er oral capsule extended release 24 hour 120 1
mg, 180 mg, 240 mg
diltiazem hcl er oral tablet extended release 24 hour 120 1
mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg
diltiazem hcl oral tablet 120 mg, 30 mg, 60 mg, 90 mg 1
dilt-xr oral capsule extended release 24 hour 120 mg, 180 1
mg, 240 mg
dipyridamole oral tablet 25 mg, 50 mg, 75 mg 1
EDEX (2 CARTRIDGE) INTRACAVERNOSAL KIT 10 MCG, 20 3 QL (6 units per month)
MCG, 40 MCG (alprostadil (vasodilator)) P
EDEX (6 CARTRIDGE) INTRACAVERNOSAL KIT 10 MCG, 20 3 QL (6 units per month)
MCG, 40 MCG (alprostadil (vasodilator)) P
ivabradine hcl oral tablet 5 mg, 7.5 mg 1 PA; QL (2 tablets per day.)
KATERZIA ORAL SUSPENSION 1 MG/ML (amlodipine
3/4 PA
benzoate)
matzim la oral tablet extended release 24 hour 180 mg, 240 1
mg, 300 mg, 360 mg, 420 mg
nicardipine hcl oral capsule 20 mg, 30 mg 1
nifedipine er oral tablet extended release 24 hour 30 mg, 60 1
mg, 90 mg
nifedipine er osmotic release oral tablet extended release 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
nifedipine oral capsule 10 mg, 20 mg 1
nimodipine oral capsule 30 mg 1
NIMODIPINE ORAL SOLUTION 60 MG/20ML 2
NORLIQVA ORAL SOLUTION 1 MG/ML (amlodipine
3/4 PA

besylate)
NYMALIZE ORAL SOLUTION 6 MG/ML (nimodipine) 2

. PA; QL (1 tablet per day.);
OPSUMIT ORAL TABLET 10 MG (macitentan) 2 SP: SMCS
ORENITRAM MONTH 1 ORAL TABLET EXTENDED .
RELEASE THERAPY PACK 0.125 & 0.25 MG (treprostinil 3/4 P?ér?" (168 tablets per
diolamine) year.
ORENITRAM MONTH 2 ORAL TABLET EXTENDED .
RELEASE THERAPY PACK 0.125 & 0.25 MG (treprostinil 3/4 P?ér?" (336 tablets per
diolamine) year.
ORENITRAM MONTH 3 ORAL TABLET EXTENDED ]
RELEASE THERAPY PACK 0.125 & 0.25 &1 MG (treprostinil 3/4 PeAa’lr?" (252 tablets per
diolamine) year.
ORENITRAM ORAL TABLET EXTENDED RELEASE 0.125 .
MG, 5 MG (treprostinil diolamine) 3/4 PA; QL (6 tablets per day.)
ORENITRAM ORAL TABLET EXTENDED RELEASE 0.25 MG, .
1 MG, 2.5 MG (treprostinil diolamine) 3/4 PA; QL (6 tablets per day)
tiadylt er oral capsule extended release 24 hour 120 mg, 1
180 mg, 240 mg, 300 mg, 360 mg, 420 mg
TIAZAC ORAL CAPSULE EXTENDED RELEASE 24 HOUR
120 MG, 180 MG, 240 MG, 300 MG, 360 MG, 420 MG 3/4
(diltiazem hcl er beads)
TRACLEER ORAL TABLET SOLUBLE 32 MG (bosentan) 3/4 PA; QL (4 tablets per day.);

SP; SMCS

TYVASO DPI INSTITUTIONAL KIT INHALATION POWDER 16 > PA; QL (112 cartridges per
MCG, 32 MCG, 48 MCG, 64 MCG (treprostinil) month.); SP; SMCS
TYVASO DPI II_\IS_TITUTIONAL KIT INHALATION POWDER 80 > PA: SP: SMCS
MCG (treprostinil)
TYVASO DPI MAINTENANCE KIT INHALATION POWDER 112 PA; QL (224 cartidges per
X 32MCG & 112 X64MCG, 112 X 48MCG & 112 X64MCG 2 ! gesp

(treprostinil)

month.); SP; SMCS

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

TYVASO DPI MAINTENANCE KIT INHALATION POWDER 16
MCG, 32 MCG, 48 MCG, 64 MCG, 80 MCG (treprostinil)

limits
PA; QL (112 cartridges per
month.); SP; SMCS

TYVASO DPI TITRATION KIT INHALATION POWDER 16 & 32
& 48 MCG (treprostinil)

PA; QL (252 cartridges per
365 days.); SP; SMCS

TYVASO INHALATION SOLUTION 0.6 MG/ML (treprostinil)

PA: SP; SMCS

TYVASO REFILL KIT INHALATION SOLUTION 0.6 MG/ML
(treprostinil)

PA: SP; SMCS

TYVASO STARTER KIT INHALATION SOLUTION 0.6 MG/ML
(treprostinil)

PA: SP; SMCS

verapamil hcl er oral capsule extended release 24 hour 100
mg, 120 mg, 180 mg, 200 mg, 240 mg, 300 mg, 360 mg

verapamil hcl er oral tablet extended release 120 mg, 180
mg, 240 mg

verapamil hcl oral tablet 120 mg, 40 mg, 80 mg

VERQUVO ORAL TABLET 10 MG, 2.5 MG, 5 MG (vericiguat)

3/4

PA; QL (1 tablet per day.)

CENTRAL NERVOUS SYSTEM AGENTS

AMYOTROPHIC LATERAL SCLEROSIS(ALS) AGENT

RADICAVA ORS ORAL SUSPENSION 105 MG/5ML
(edaravone)

PA; QL (50 ml per month.)

RADICAVA ORS STARTER KIT ORAL SUSPENSION 105
MG/5ML (edaravone)

PA; QL (1 starter kit per
year.)

riluzole oral tablet 50 mg

TEGLUTIK ORAL SUSPENSION 50 MG/10ML (riluzole)

PA

TIGLUTIK ORAL SUSPENSION 50 MG/10ML (riluzole)

PA

CENTRAL NERVOUS SYSTEM AGENTS - Drugs for the
Nervous System

ADAMANTANES (CNS) - Drugs for Parkinson

amantadine hcl oral capsule 100 mg

amantadine hcl oral solution 50 mg/5ml

amantadine hcl oral tablet 100 mg

ADENOSINE A2A RECEPTOR ANTAGONISTS - Drugs for
Parkinson

NOURIANZ ORAL TABLET 20 MG, 40 MG (istradefylline)

PA; QL (1 tablet per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

AMPHETAMINES - Drugs for the Nervous System

ADZENYS XR-ODT ORAL TABLET EXTENDED RELEASE
DISPERSIBLE 12.5 MG, 15.7 MG, 18.8 MG, 3.1 MG, 6.3 MG, 3/4 QL (1 tablet per day.)
9.4 MG (amphetamine)

amphetamine er oral tablet extended release dispersible

12.5 mg, 15.7 mg, 18.8 mg, 3.1 mg, 6.3 mg, 9.4 mg ! QL (1 tablet per day.)
amphetamine sulfate oral tablet 10 mg, 5 mg 1
amphetamine-dextroamphetamine er oral capsule extended

release 24 hour 10 mg, 15 mg, 20 mg, 25 mg, 30 mg, 5 mg ! QL (2 capsules per day.)
amphetamine-dextroamphetamine oral tablet 10 mg, 12.5 1

mg, 15 mg, 20 mg, 30 mg, 5 mg, 7.5 mg

amphet-dextroamphet 3-bead er oral capsule extended

release 24 hour 12.5 mg, 25 mg, 37.5 mg, 50 mg ! QL (1 capsule per day)
dextroamphetamine sulfate er oral capsule extended

release 24 hour 10 mg ! QL (5 capsules per day.)
dextroamphetamine sulfate er oral capsule extended

release 24 hour 15 mg ! QL (4 capsules per day.)
dextroamphetamine sulfate er oral capsule extended

release 24 hour 5 mg 1 QL (10 capsules per day.)
dextroamphetamine sulfate oral solution 5 mg/5ml 1

dextroamphetamine sulfate oral tablet 10 mg, 15 mg, 2.5 1

mg, 20 mg, 30 mg, 5 mg, 7.5 mg

DYANAVEL XR ORAL SUSPENSION EXTENDED RELEASE

2.5 MG/ML (amphetamine) 3/4 QL (15 mL per day.)

DYANAVEL XR ORAL TABLET EXTENDED RELEASE 10 MG,

15 MG, 5 MG (amphetamine) 3/4 QL (1 tablet per day)

DYANAVEL XR ORAL TABLET EXTENDED RELEASE 20 MG QL (31 chewable tablets per

(amphetamine) 3/4 month.)

EVEKEO ORAL TABLET 10 MG, 5 MG (amphetamine sulfate) 3/4

IrL]s;examfetamlne dimesylate oral capsule 10 mg, 20 mg, 30 1 QL (2 capsules per day.)
lisdexamfetamine dimesylate oral capsule 40 mg, 50 mg, 60

mg, 70 mg 1 QL (1 capsule per day)
lisdexamfetamine dimesylate oral tablet chewable 10 mg, 1 QL (2 tablets per day.)

20 mg, 30 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
lisdexamfetamine dimesylate oral tablet chewable 40 mg,
50 mg, 60 mg 1 QL (1 tablet per day)
methamphetamine hcl oral tablet 5 mg 1
MYDAYIS ORAL CAPSULE EXTENDED RELEASE 24 HOUR
12.5 MG, 25 MG, 37.5 MG, 50 MG (amphetamine- 3/4 QL (1 capsule per day)
dextroamphetamine)
PROCENTRA ORAL SOLUTION 5 MG/5ML 3
(dextroamphetamine sulfate)
XELSTRYM TRANSDERMAL PATCH 13.5 MG/9HR, 18 ,
MG/9HR, 4.5 MG/9HR, 9 MG/9HR (dextroamphetamine) 3 PA; QL (1 patch per day.)
ANALGESICS AND ANTIPYRETICS, MISC. - Drugs for Pain
acetaminophen-codeine oral solution 120-12 mg/5ml 1 NTT
acetaminophen-codeine oral tablet 300-15 mg, 300-30 mg,

1 NTT
300-60 mg
ALLZITAL ORAL TABLET 25-325 MG (butalbital- 3/4
acetaminophen)
apap-caff-dihydrocodeine oral capsule 320.5-30-16 mg 1 NTT
bac (butalbital-acetamin-caff) oral tablet 50-325-40 mg 1 QL (6 tablets per day)
butalbital-acetaminophen oral tablet 50-325 mg 1
butalbital-apap-caff-cod oral capsule 50-300-40-30 mg 1

o e e AN QL (Benefit maximum

butalbital-apap-caff-cod oral capsule 50-325-40-30 mg 1 quantity 6 per day.)
butalbital-apap-caffeine oral capsule 50-300-40 mg, 50-325- 1 QL (6 capsules per day)
40 mg
butalbital-apap-caffeine oral tablet 50-325-40 mg 1 QL (6 tablets per day)
endocet oral tablet 10-325 mg, 2.5-325 mg, 5-325 mg, 7.5-

1 NTT
325 mg
FIOR_ICET ORAL CAPSULE 50-300-40 MG (butalbital-apap- 3/4 QL (6 capsules per day)
caffeine)
gabapentin oral capsule 100 mg, 300 mg, 400 mg
gabapentin oral solution 250 mg/5ml
gabapentin oral tablet 600 mg, 800 mg
hydrocodone-acetaminophen oral solution 10-300 mg/15ml, 1 NTT

7.5-325 mg/15ml

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,

Cost-share cap by state mandate applies when condition appropriate.; 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
hydrocodone-acetaminophen oral tablet 10-300 mg, 10-325
mg, 2.5-325 mg, 5-300 mg, 5-325 mg, 7.5-300 mg, 7.5-325 1 NTT
mg
JOURNAVX ORAL TABLET 50 MG (suzetrigine) 3/4 QL (30 tablets per 90 days.)
NEURONTIN ORAL CAPSULE 100 MG, 300 MG, 400 MG 3/4
(gabapentin)
NEURONTIN ORAL SOLUTION 250 MG/5ML (gabapentin) 3/4
NEURONTIN ORAL TABLET 600 MG, 800 MG (gabapentin) 3/4
oxycodone-acetaminophen oral tablet 10-325 mg, 2.5-325 1 NTT
mg, 5-325 mg, 7.5-325 mg
pregabalin er oral tablet extended release 24 hour 165 mg, 1
330 mg, 82.5 mg
TENCON ORAL TABLET 50-325 MG (butalbital- 3
acetaminophen)
tramadol-acetaminophen oral tablet 37.5-325 mg 1 NTT
TREZIX ORAL CAPSULE 320.5-30-16 MG (apap-caff-

: . 3 NTT
dihydrocodeine)
URELLE ORAL TABLET 81 MG (meth-hyo-m bl-na phos-ph 3
sal)
uretron d/s oral tablet 81.6 mg 1
VILEVEV MB ORAL TABLET 81 MG (meth-hyo-m bl-na phos- 3
ph sal)
ANOREXIGENIC AGENTS, MISCELLANEOUS - Drugs for
the Nervous System
liraglutide subcutaneous solution pen-injector 18 mg/3ml 1 rF;Aon%L) (2 pens (6 mL) per
ANTICHOLINERGIC AGENTS (CNS) - Drugs for Parkinson
benztropine mesylate oral tablet 0.5 mg, 1 mg, 2 mg
diphenhydramine hcl oral elixir 12.5 mg/5ml
orphenadrine citrate er oral tablet extended release 12 hour 1
100 mg
trihexyphenidyl hcl oral solution 0.4 mg/ml
trihexyphenidyl hcl oral tablet 2 mg, 5 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

ANTICONVULSANTS, MISCELLANEOUS - Drugs for
Seizures
acetazolamide er oral capsule extended release 12 hour 500 1
mg
acetazolamide oral tablet 125 mg, 250 mg 1
APTIOM ORAL TABLET 200 MG, 400 MG, 600 MG, 800 MG

. . 3/4 PA
(eslicarbazepine acetate)
BANZEL ORAL SUSPENSION 40 MG/ML (rufinamide) 3/4 PA
BANZEL ORAL TABLET 200 MG, 400 MG (rufinamide) 3/4 PA
brivaracetam oral solution 10 mg/ml 1 PA
brivaracetam oral tablet 10 mg, 100 mg, 25 mg, 50 mg, 75 1 PA
mg
BRIVIACT ORAL SOLUTION 10 MG/ML (brivaracetam) 3/4 PA
BRIVIACT ORAL TABLET 10 MG, 100 MG, 25 MG, 50 MG, 75

. 3 PA

MG (brivaracetam)
carbamazepine er oral capsule extended release 12 hour 1
100 mg, 200 mg, 300 mg
carbamazepine er oral tablet extended release 12 hour 100 1
mg, 200 mg, 400 mg
carbamazepine oral suspension 100 mg/5ml
carbamazepine oral tablet 200 mg
carbamazepine oral tablet chewable 100 mg, 200 mg
CARBATROL ORAL CAPSULE EXTENDED RELEASE 12 3/4
HOUR 100 MG, 200 MG, 300 MG (carbamazepine)
DEPAKOTE ER ORAL TABLET EXTENDED RELEASE 24 3/4
HOUR 250 MG, 500 MG (divalproex sodium)
DEPAKOTE ORAL TABLET DELAYED RELEASE 125 MG, 250 3/4
MG, 500 MG (divalproex sodium)
DEPAKOTE SPRINKLES ORAL CAPSULE DELAYED 3/4
RELEASE SPRINKLE 125 MG (divalproex sodium)
DIACOMIT ORAL CAPSULE 250 MG, 500 MG (stiripentol) 3 PA
DIACOMIT ORAL PACKET 250 MG, 500 MG (stiripentol) 3 PA
divalproex sodium er oral tablet extended release 24 hour 1
250 mg, 500 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
divalproex sodium oral capsule delayed release sprinkle 1
125 mg
divalproex sodium oral tablet delayed release 125 mg, 250 1
mg, 500 mg
EPIDIOLEX ORAL SOLUTION 100 MG/ML (cannabidiol) 3 PA
EQUETRO ORAL CAPSULE EXTENDED RELEASE 12 HOUR 3/4
100 MG, 200 MG, 300 MG (carbamazepine (antipsychotic))
eslicarbazepine acetate oral tablet 200 mg, 400 mg, 600 mg,

1 PA
800 mg
felbamate oral suspension 600 mg/5ml 1
felbamate oral tablet 400 mg, 600 mg 1
FELBATOL ORAL TABLET 400 MG, 600 MG (felbamate) 3/4
FINTEPLA ORAL SOLUTION 2.2 MG/ML (fenfluramine hcl) 3/4 PA
FYCOMPA ORAL SUSPENSION 0.5 MG/ML (perampanel) 3/4 PA
FYCOMPA ORAL TABLET 10 MG, 12 MG, 2 MG, 4 MG, 6 MG, 3 PA

8 MG (perampanel)

gabapentin oral capsule 100 mg, 300 mg, 400 mg

gabapentin oral solution 250 mg/5ml

gabapentin oral tablet 600 mg, 800 mg
KEPPRA ORAL SOLUTION 100 MG/ML (levetiracetam) 3/4
KEPPRA ORAL TABLET 1000 MG, 250 MG, 500 MG, 750 MG

(levetiracetam) 3/4
KEPPRA XR ORAL TABLET EXTENDED RELEASE 24 HOUR 3/4
500 MG, 750 MG (levetiracetam)

lacosamide oral solution 10 mg/ml, 100 mg/10ml, 50 mg/5ml
lacosamide oral tablet 100 mg, 150 mg, 200 mg, 50 mg

LAMICTAL ODT ORAL KIT 21 X 25 MG & 7 X 50 MG, 25 & 50 3/4
& 100 MG, 42 X 50 MG & 14X100 MG (lamotrigine)

LAMICTAL ODT ORAL TABLET DISPERSIBLE 100 MG, 200 3/4
MG, 25 MG, 50 MG (lamotrigine)

LAMICTAL ORAL TABLET 100 MG, 150 MG, 200 MG, 25 MG 3/4
(lamotrigine)

LAMICTAL ORAL TABLET CHEWABLE 25 MG, 5 MG 3/4

(lamotrigine)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
LAMICTAL STARTER ORAL KIT 35 X 25 MG, 42 X 25 MG & 7 3/4
X 100 MG, 84 X 25 MG & 14X100 MG (lamotrigine)

LAMICTAL XR ORAL KIT 21 X 25 MG & 7 X 50 MG, 25 & 50 & 3
100 MG, 50 & 100 & 200 MG (lamotrigine)

LAMICTAL XR ORAL TABLET EXTENDED RELEASE 24

HOUR 100 MG, 200 MG, 25 MG, 250 MG, 300 MG, 50 MG 3
(lamotrigine)

lamotrigine er oral tablet extended release 24 hour 100 mg, 1
200 mg, 25 mg, 250 mg, 300 mg, 50 mg

lamotrigine oral kit 21 x 25 mg & 7 x 50 mg, 25 & 50 & 100 1
mg, 42 X 50 mg & 14x100 mg

lamotrigine oral tablet 100 mg, 150 mg, 200 mg, 25 mg

lamotrigine oral tablet chewable 25 mg, 5 mg

lamotrigine oral tablet dispersible 100 mg, 200 mg, 25 mg, 1
50 mg

lamotrigine starter kit-blue oral kit 35 x 25 mg 1
lamotrigine starter kit-green oral kit 84 x 25 mg & 14x100 1
mg

lamotrigine starter kit-orange oral kit 42 x 25 mg & 7 x 100 1
mg

levetiracetam er oral tablet extended release 24 hour 500 1
mg, 750 mg

levetiracetam oral solution 100 mg/ml, 500 mg/5ml

levetiracetam oral tablet 1000 mg, 250 mg, 500 mg, 750 mg
LEVETIRACETAM ORAL TABLET DISINTEGRATING 3/4
SOLUBLE 250 MG, 500 MG

LYRICA ORAL CAPSULE 100 MG, 150 MG, 200 MG, 225 MG, 3/4
25 MG, 300 MG, 50 MG, 75 MG (pregabalin)

LYRICA ORAL SOLUTION 20 MG/ML (pregabalin) 3/4
MOTPOLY XR ORAL CAPSULE EXTENDED RELEASE 24 3 PA
HOUR 100 MG, 150 MG, 200 MG (lacosamide)

NEURONTIN ORAL CAPSULE 100 MG, 300 MG, 400 MG 3/4
(gabapentin)

NEURONTIN ORAL SOLUTION 250 MG/5ML (gabapentin) 3/4
NEURONTIN ORAL TABLET 600 MG, 800 MG (gabapentin) 3/4

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
oxcarbazepine oral suspension 300 mg/5ml 1
oxcarbazepine oral tablet 150 mg, 300 mg, 600 mg 1
perampanel oral suspension 0.5 mg/ml 1 PA
perampanel oral tablet 10 mg, 12 mg, 2 mg, 4 mg, 6 mg, 8 1 PA
mg

pregabalin oral capsule 100 mg, 150 mg, 200 mg, 225 mg, 1

25 mg, 300 mg, 50 mg, 75 mg

pregabalin oral solution 20 mg/ml 1
roweepra oral tablet 500 mg 1
rufinamide oral suspension 40 mg/ml 1
rufinamide oral tablet 200 mg, 400 mg 1 PA
SPRITAM ORAL TABLET DISINTEGRATING SOLUBLE 250 3/4

MG, 500 MG (levetiracetam)

SUBVENITE ORAL SUSPENSION 10 MG/ML (lamotrigine) 3/4

subvenite oral tablet 100 mg, 150 mg, 200 mg, 25 mg

subvenite starter kit-blue oral kit 35 x 25 mg

subvenite starter kit-green oral kit 84 x 25 mg & 14x100 mg

subvenite starter kit-orange oral kit 42 x 25 mg & 7 x 100
mg

TEGRETOL ORAL SUSPENSION 100 MG/5ML

(carbamazepine) 3/4

TEGRETOL ORAL TABLET 200 MG (carbamazepine) 3/4

TEGRETOL-XR ORAL TABLET EXTENDED RELEASE 12

HOUR 100 MG, 200 MG, 400 MG (carbamazepine) 3/4

tiagabine hcl oral tablet 12 mg, 16 mg, 2 mg, 4 mg 1

TOPAMAX ORAL TABLET 100 MG, 200 MG, 25 MG, 50 MG

(topiramate) 3/4 PA
TOPAMAX SPRINKLE ORAL CAPSULE SPRINKLE 15 MG, 25

. 3/4 PA
MG (topiramate)
topiramate oral capsule sprinkle 15 mg, 25 mg, 50 mg
topiramate oral tablet 100 mg, 200 mg, 25 mg, 50 mg
TRILEPTAL ORAL SUSPENSION 300 MG/5ML 3/4

(oxcarbazepine)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
TRILEPTAL ORAL TABLET 150 MG, 300 MG, 600 MG 3/4
(oxcarbazepine)
valproic acid oral capsule 250 mg
valproic acid oral solution 250 mg/5ml
. . PA; QL (6 packets per day.);
vigabatrin oral packet 500 mg 1 SP: SMCS
. . PA; QL (6 tablets per day.);
vigabatrin oral tablet 500 mg 1 SP: SMCS
. . PA; QL (6 packets per day.);
VIGADRONE ORAL PACKET 500 MG (vigabatrin) 1 SP: SMCS
. . PA; QL (6 tablets per day.);

VIGADRONE ORAL TABLET 500 MG (vigabatrin) 1 SP: SMCS
VIMPAT ORAL SOLUTION 10 MG/ML (lacosamide) 3/4 PA
VIMPAT ORAL TABLET 100 MG, 150 MG, 200 MG, 50 MG

: 3/4 PA
(lacosamide)
XCOPRI ORAL TABLET 100 MG, 150 MG, 200 MG, 25 MG, 50

3 PA
MG (cenobamate)
XCOPRI ORAL TABLET THERAPY PACK 100 & 150 MG, 14 X
12.5 MG & 14 X 25 MG, 14 X 150 MG & 14 X200 MG, 14 X 50 3 PA
MG & 14 X100 MG, 150 & 200 MG (cenobamate)
ZONEGRAN ORAL CAPSULE 100 MG, 25 MG (zonisamide) 3/4 PA
ZONISADE ORAL SUSPENSION 100 MG/5ML (zonisamide) 3/4 PA
zonisamide oral capsule 100 mg, 25 mg, 50 mg 1
ZTALMY ORAL SUSPENSION 50 MG/ML (ganaxolone) 3/4 PA
ANTIDEPRESSANTS, MISCELLANEOUS - Drugs for
Depression & Psychosis
AUVELITY ORAL TABLET EXTENDED RELEASE 45-105 MG
(dextromethorphan-bupropion) 3/4 QL (2 tablets per day.)
bupropion hcl er (smoking det) oral tablet extended release
1 H

12 hour 150 mg
bupropion hcl er (sr) oral tablet extended release 12 hour 1
100 mg, 150 mg, 200 mg
bupropion hcl er (xI) oral tablet extended release 24 hour 1

150 mg, 300 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

RELEASE 24 HOUR 4SOMG. 34 |QL (L tablet per day)
bupropion hcl oral tablet 100 mg, 75 mg

mirtazapine oral tablet 15 mg, 30 mg, 45 mg, 7.5 mg

mirtazapine oral tablet dispersible 15 mg, 30 mg, 45 mg

SPRAVATO (56 MG DOSE) NAS_AL SOLUTION THERAPY 3/4 PA; QL (8 devices (4 kits) per
PACK 28 MG/DEVICE (esketamine hcl) month.)

SPRAVATO (84 MG DOSE) NASAL SOLUTION THERAPY 3/a PA; QL (12 devices (4 kits)
PACK 28 MG/DEVICE (esketamine hcl) per month.)

ZURZUVAE ORAL CAPSULE 20 MG, 25 MG (zuranolone) 2 Sﬁég" (28 capsules per
ZURZUVAE ORAL CAPSULE 30 MG (zuranolone) 2 Sﬁég" (14 capsules per
ANTIMANIC AGENTS - Drugs for Personality Disorder

aripiprazole oral solution 1 mg/ml 1

aripiprazole oral tablet 10 mg, 15 mg, 2 mg, 20 mg, 30 mg, 5 1

mg

aripiprazole oral tablet dispersible 10 mg, 15 mg 1 QL (1 tablet per day.)
%sgenapine maleate sublingual tablet sublingual 10 mg, 5 1 QL (2 tablets per day)
asenapine maleate sublingual tablet sublingual 2.5 mg 1 QL (2 tablets per day.)
carbamazepine er oral capsule extended release 12 hour 1

100 mg, 200 mg, 300 mg

carbamazepine er oral tablet extended release 12 hour 100 1

mg, 200 mg, 400 mg

carbamazepine oral suspension 100 mg/5ml

carbamazepine oral tablet 200 mg

carbamazepine oral tablet chewable 100 mg, 200 mg

CARBATROL ORAL CAPSULE EXTENDED RE_LEASE 12 3/4

HOUR 100 MG, 200 MG, 300 MG (carbamazepine)

DEPAKOTE ER ORAL TABLET EXTEND!ED RELEASE 24 3/4

HOUR 250 MG, 500 MG (divalproex sodium)

DEPAKOTE ORAL TABLET DELAYED RELEASE 125 MG, 250 3/4

MG, 500 MG (divalproex sodium)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
DEPAKOTE SPRINKLES ORAL CAPSULE DELAYED 3/4
RELEASE SPRINKLE 125 MG (divalproex sodium)

divalproex sodium er oral tablet extended release 24 hour 1
250 mg, 500 mg

divalproex sodium oral capsule delayed release sprinkle 1
125 mg

divalproex sodium oral tablet delayed release 125 mg, 250 1
mg, 500 mg

EQUETRO ORAL CAPSULE EXTENDED RELEASE 12 HOUR 3/4
100 MG, 200 MG, 300 MG (carbamazepine (antipsychotic))

LAMICTAL ODT ORAL KIT 21 X 25 MG & 7 X 50 MG, 25 & 50 3/4
& 100 MG, 42 X 50 MG & 14X100 MG (lamotrigine)

LAMICTAL ODT ORAL TABLET DISPERSIBLE 100 MG, 200 3/4
MG, 25 MG, 50 MG (lamotrigine)

LAMICTAL ORAL TABLET 100 MG, 150 MG, 200 MG, 25 MG 3/4
(lamotrigine)

LAMICTAL ORAL TABLET CHEWABLE 25 MG, 5 MG 3/4
(lamotrigine)

LAMICTAL STARTER ORAL KIT 35 X 25 MG, 42 X 25 MG & 7 3/4
X 100 MG, 84 X 25 MG & 14X100 MG (lamotrigine)

LAMICTAL XR ORAL KIT 21 X 25 MG & 7 X 50 MG, 25 & 50 & 3

100 MG, 50 & 100 & 200 MG (lamotrigine)

LAMICTAL XR ORAL TABLET EXTENDED RELEASE 24
HOUR 100 MG, 200 MG, 25 MG, 250 MG, 300 MG, 50 MG 3
(lamotrigine)

lamotrigine er oral tablet extended release 24 hour 100 mg,

200 mg, 25 mg, 250 mg, 300 mg, 50 mg !
lamotrigine oral kit 21 x 25 mg & 7 x 50 mg, 25 & 50 & 100 1
mg, 42 X 50 mg & 14x100 mg

lamotrigine oral tablet 100 mg, 150 mg, 200 mg, 25 mg

lamotrigine oral tablet chewable 25 mg, 5 mg

lamotrigine oral tablet dispersible 100 mg, 200 mg, 25 mg, 1
50 mg

lamotrigine starter kit-blue oral kit 35 x 25 mg 1
lamotrigine starter kit-green oral kit 84 x 25 mg & 14x100 1

mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
lamotrigine starter kit-orange oral kit 42 x 25 mg & 7 x 100 1
mg

lithium carbonate er oral tablet extended release 300 mg, 1
450 mg

lithium carbonate oral capsule 150 mg, 300 mg, 600 mg

lithium carbonate oral tablet 300 mg

lithium oral solution 8 meq/5ml

LITHOBID ORAL TABLET EXTENDED RELEASE 300 MG 3/4
(lithium carbonate)

olanzapine oral tablet 10 mg, 15 mg, 2.5 mg, 20 mg, 5 mg, 1
7.5 mg

olanzapine oral tablet dispersible 10 mg, 15 mg, 20 mg, 5 1
mg

olanzapine-fluoxetine hcl oral capsule 12-25 mg, 12-50 mg,

3-25 mg, 6-50 mg 1 QL (1 capsule per day)
guetiapine fumarate er oral tablet extended release 24 hour 1
150 mg, 200 mg, 300 mg, 400 mg, 50 mg

quetiapine fumarate oral tablet 100 mg, 150 mg, 200 mg, 25 1
mg, 300 mg, 400 mg, 50 mg

risperidone oral solution 1 mg/ml 1
risperidone oral tablet 0.25 mg, 0.5 mg, 1 mg, 2 mg, 3 mg, 4 1
mg

risperidone oral tablet dispersible 0.25 mg, 0.5 mg, 1 mg, 2 1
mg, 3 mg, 4 mg

SUBVENITE ORAL SUSPENSION 10 MG/ML (lamotrigine) 3/4
subvenite oral tablet 100 mg, 150 mg, 200 mg, 25 mg

subvenite starter kit-blue oral kit 35 x 25 mg

subvenite starter kit-green oral kit 84 x 25 mg & 14x100 mg
subvenite starter kit-orange oral kit 42 x 25 mg & 7 x 100 1
mg

TEGRETOL ORAL SUSPENSION 100 MG/5ML 3/4
(carbamazepine)

TEGRETOL ORAL TABLET 200 MG (carbamazepine) 3/4
TEGRETOL-XR ORAL TABLET EXTENDED RELEASE 12 3/4

HOUR 100 MG, 200 MG, 400 MG (carbamazepine)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

valproic acid oral capsule 250 mg 1

valproic acid oral solution 250 mg/5ml 1

ziprasidone hcl oral capsule 20 mg, 40 mg, 60 mg, 80 mg 1

ANTIMIGRAINE AGENTS, MISCELLANEOUS - Migraine
Treatment

aspirin 81 oral tablet delayed release 81 mg

aspirin adult low dose oral tablet delayed release 81 mg

aspirin adult low strength oral tablet delayed release 81 mg

aspirin childrens oral tablet chewable 81 mg
aspirin ec adult low dose oral tablet delayed release 81 mg

aspirin ec low dose oral tablet delayed release 81 mg

aspirin ec low strength oral tablet delayed release 81 mg

aspirin low dose oral tablet chewable 81 mg

aspirin low dose oral tablet delayed release 81 mg

aspirin oral tablet chewable 81 mg

aspirin oral tablet delayed release 81 mg

I I I I I I |I|IT|IT|IT| T I

aspirin regimen oral tablet delayed release 81 mg

Rlmmmm|m|m{m|Mm|Mm|m|m|m

butorphanol tartrate nasal solution 10 mg/ml
CAFERGOT ORAL TABLET 1-100 MG (ergotamine-caffeine) 3/4
caffeine citrate oral solution 60 mg/3ml 1

CAMBIA ORAL PACKET 50 MG (diclofenac
potassium(migraine))

DEPAKOTE ER ORAL TABLET EXTENDED RELEASE 24
HOUR 250 MG, 500 MG (divalproex sodium)

DEPAKOTE ORAL TABLET DELAYED RELEASE 125 MG, 250
MG, 500 MG (divalproex sodium)

DEPAKOTE SPRINKLES ORAL CAPSULE DELAYED
RELEASE SPRINKLE 125 MG (divalproex sodium)

diclofenac potassium(migraine) oral packet 50 mg

3/4

3/4

3/4

3/4

dihydroergotamine mesylate injection solution 1 mg/ml

dihydroergotamine mesylate nasal solution 4 mg/ml

divalproex sodium er oral tablet extended release 24 hour
250 mg, 500 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
divalproex sodium oral capsule delayed release sprinkle 1
125 mg
divalproex sodium oral tablet delayed release 125 mg, 250 1
mg, 500 mg
ERGOMAR SUBLINGUAL TABLET SUBLINGUAL 2 MG 3/4
(ergotamine tartrate)
ergotamine-caffeine oral tablet 1-100 mg 1
ft aspirin low dose oral tablet delayed release 81 mg E H
ft aspirin oral tablet chewable 81 mg E H
goodsense aspirin low dose oral tablet delayed release 81 E H
mg
HEMANGEOL ORAL SOLUTION 4.28 MG/ML (propranolol 3
hcl)
ibuprofen oral tablet 400 mg, 600 mg, 800 mg 1
MIGERGOT RECTAL SUPPOSITORY 2-100 MG (ergotamine- 3
caffeine)
mm aspirin oral tablet delayed release 81 mg E H
naproxen dr oral tablet delayed release 500 mg 1
naproxen oral tablet 250 mg, 375 mg, 500 mg 1
naproxen oral tablet delayed release 375 mg, 500 mg 1
naproxen sodium er oral tablet extended release 24 hour 1
375 mg, 500 mg, 750 mg
naproxen sodium oral tablet 275 mg, 550 mg 1
propranolol hcl er oral capsule extended release 24 hour 1
120 mg, 160 mg, 60 mg, 80 mg
propranolol hcl oral solution 20 mg/5ml, 40 mg/5ml 1
propranolol hcl oral tablet 10 mg, 20 mg, 40 mg, 60 mg, 80 1
mg
ST JOSEPH LOW DOSE ORAL TABLET CHEWABLE 81 MG E H
(aspirin)
ST JOSEPH LOW DOSE ORAL TABLET DELAYED RELEASE

- E H
81 MG (aspirin)
timolol maleate oral tablet 10 mg, 20 mg, 5 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
TOPAMAX ORAL TABLET 100 MG, 200 MG, 25 MG, 50 MG
. 3/4 PA
(topiramate)
TOPAMAX SPRINKLE ORAL CAPSULE SPRINKLE 15 MG, 25
. 3/4 PA
MG (topiramate)
topiramate oral capsule sprinkle 15 mg, 25 mg, 50 mg 1
topiramate oral tablet 100 mg, 200 mg, 25 mg, 50 mg 1
valproic acid oral capsule 250 mg 1
valproic acid oral solution 250 mg/5ml 1
ANTIPSYCHOTICS, MISCELLANEOUS - Drugs for
Depression & Psychosis
COBENFY ORAL CAPSULE 100-20 MG, 125-30 MG, 50-20 PA; QL (62 capsules per
. : : 3/4
MG (xanomeline-trospium chloride) month.)
COBENFY STARTER PACK ORAL CAPSULE THERAPY 3/4 PA; QL (1 starter pack per
PACK 50-20 & 100-20 MG (xanomeline-trospium chloride) year.)
loxapine succinate oral capsule 10 mg, 25 mg, 5 mg, 50 mg
molindone hcl oral tablet 10 mg, 25 mg, 5 mg
pimozide oral tablet 1 mg, 2 mg
ANXIOLYTICS,SEDATIVES,AND HYPNOTICS,MISC - Drugs
for Anxiety & Sleep Disorder
BELSOMRA ORAL TABLET 10 MG, 15 MG, 20 MG, 5 MG 3/4 OL (1 tablet per day.)
(suvorexant)
buspirone hcl oral tablet 10 mg, 15 mg, 30 mg, 5 mg, 7.5 mg
diphenhydramine hcl oral elixir 12.5 mg/5ml
EDLUAR SUBLINGUAL TABLET SUBLINGUAL 10 MG, 5 MG 3/4 QL (1 sublingual tablet per
(zolpidem tartrate) day)
eszopiclone oral tablet 1 mg, 2 mg, 3 mg 1
HETLIOZ LQ ORAL SUSPENSION 4 MG/ML (tasimelteon) 3/4 PA; QL (5.1 mL per day.)
HETLIOZ ORAL CAPSULE 20 MG (tasimelteon) 3/4 PA; QL (1 capsule per day.)
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
meprobamate oral tablet 200 mg, 400 mg 1
promethazine hcl oral solution 12.5 mg/10ml, 6.25 mg/5ml 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

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

promethazine hcl rectal suppository 12.5 mg, 25 mg 1

PROMETHEGAN R_ECTAL SUPPOSITORY 12.5 MG, 25 MG, 3

50 MG (promethazine hcl)

ramelteon oral tablet 8 mg 1 QL (1 tablet per day)
tasimelteon oral capsule 20 mg 1 PA; QL (1 capsule per day.)
zaleplon oral capsule 10 mg, 5 mg

zolpidem tartrate er oral tablet extended release 12.5 mg, 1

6.25 mg

ZOLPIDEM TARTRATE ORAL CAPSULE 7.5 MG 3/4 QL (1 capsule per day.)
zolpidem tartrate oral tablet 10 mg, 5 mg 1

zolpidem tartrate sublingual tablet sublingual 1.75 mg, 3.5 1 QL (1 sublingual tablet per
mg day)

ATYPICAL ANTIPSYCHOTICS - Drugs for Depression &

Psychosis

aripiprazole oral solution 1 mg/ml 1

aripiprazole oral tablet 10 mg, 15 mg, 2 mg, 20 mg, 30 mg, 5 1

mg

aripiprazole oral tablet dispersible 10 mg, 15 mg 1 QL (1 tablet per day.)
%sgenapine maleate sublingual tablet sublingual 10 mg, 5 1 QL (2 tablets per day)
asenapine maleate sublingual tablet sublingual 2.5 mg 1 QL (2 tablets per day.)

CAPLYTA ORAL CAPSULE 10.5 MG, 21 MG, 42 MG

(lumateperone tosylate) 3/4 PA; QL (1 capsule per day.)

clozapine oral tablet 100 mg, 200 mg, 25 mg, 50 mg 1
clozapine oral tablet dispersible 100 mg, 12.5 mg, 150 mg,
1
200 mg, 25 mg
CLOZARIL ORAL TABLET 100 MG, 25 MG (clozapine) 3/4
FANAPT ORAL TABLET 1 MG (iloperidone) 3/4 QL (86 tablets per year.)

FANAPT ORAL TABLET 10 MG, 12 MG, 4 MG, 6 MG, 8 MG

(iloperidone) 3/4 QL (2 tablets per day)

FANAPT ORAL TABLET 2 MG (iloperidone) 3/4 QL (56 tablets per year.)
FANAPT TITRATION PACK AORALTABLET 1&2&4&6 3 QL (8 tablets (1 pack) per
MG (iloperidone) 365 days.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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.

134



Prescription drug name

Drug tier

Coverage requirements &
limits

FANAPT TITRATION PACK B ORAL TABLET 1 &2 &6 &8

QL (1 pack (12 tablets) per

MG (iloperidone) 3/4 365 days.)

FANAPT TITRATION PACK C ORAL TABLET 1 & 2 & 6 MG 3/4 QL (2 pack (8 tablets) per
(iloperidone) 365 days.)

lurasidone hcl oral tablet 120 mg, 20 mg, 60 mg QL (1 tablet per day.)
lurasidone hcl oral tablet 40 mg QL (1 tablet per day)
lurasidone hcl oral tablet 80 mg QL (2 tablets per day.)
NUPLAZID ORAL CAPSULE 34 MG (pimavanserin tartrate) 3/4 m;g") (31 capsules per
NUPLAZID ORAL TABLET 10 MG (pimavanserin tartrate) 3/4 m;g") (31 tablets per
olanzapine oral tablet 10 mg, 15 mg, 2.5 mg, 20 mg, 5 mg, 1

7.5 mg

olanzapine oral tablet dispersible 10 mg, 15 mg, 20 mg, 5 1

mg

olanzapine-fluoxetine hcl oral capsule 12-25 mg, 12-50 mg,

3-25 mg, 6-25 mg, 6-50 mg 1 QL (1 capsule per day)
paliperidone er oral tablet extended release 24 hour 1.5 mg, 1 OL (1 tablet per day)

3 mg, 9 mg

paliperidone er oral tablet extended release 24 hour 6 mg 1 QL (2 tablets per day)
qguetiapine fumarate er oral tablet extended release 24 hour 1

150 mg, 200 mg, 300 mg, 400 mg, 50 mg

quetiapine fumarate oral tablet 100 mg, 150 mg, 200 mg, 25 1

mg, 300 mg, 400 mg, 50 mg

REXULTI ORAL TABLET 0.25 MG, 0.5 MG, 1 MG, 2 MG, 3

MG, 4 MG (brexpiprazole) 3/4 QL (1 tablet per day.)
risperidone oral solution 1 mg/ml 1

risperidone oral tablet 0.25 mg, 0.5 mg, 1 mg, 2 mg, 3 mg, 4 1

mg

risperidone oral tablet dispersible 0.25 mg, 0.5 mg, 1 mg, 2 1

mg, 3 mg, 4 mg

VERSACLOZ ORAL SUSPENSION 50 MG/ML (clozapine) 3/4

VRAYLAR ORAL CAPSULE 0.5 MG (cariprazine hcl) 3/4 QL (60 capsules per month.)
VRAYLAR ORAL CAPSULE 0.75 MG (cariprazine hcl) 3/4 QL (30 capsules per month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

VRAYLAR ORAL CAPSULE 1.5 MG, 3 MG, 4.5 MG, 6 MG

(cariprazine hcl) 3/4 QL (1 capsule per day.)

ziprasidone hcl oral capsule 20 mg, 40 mg, 60 mg, 80 mg 1
BARBITURATES (ANTICONVULSANTS) - Drugs for
Seizures

MYSOLINE ORAL TABLET 250 MG, 50 MG (primidone)
phenobarbital oral elixir 20 mg/5ml
phenobarbital oral tablet 100 mg, 15 mg, 16.2 mg, 30 mg,

32.4 mg, 60 mg, 64.8 mg, 97.2 mg 1

primidone oral tablet 125 mg 1 PA

primidone oral tablet 250 mg, 50 mg

BARBITURATES (ANXIOLYTIC, SEDATIVE/HYP) - Drugs for

Anxiety & Sleep Disorder

ALLZITAL ORAL TABLET 25-325 MG (butalbital- 3/4

acetaminophen)

ascomp-codeine oral capsule 50-325-40-30 mg 1

bac (butalbital-acetamin-caff) oral tablet 50-325-40 mg 1 QL (6 tablets per day)
butalbital-acetaminophen oral tablet 50-325 mg 1

butalbital-apap-caff-cod oral capsule 50-300-40-30 mg 1

butalbital-apap-caff-cod oral capsule 50-325-40-30 mg 1 unLa&?if;gfgé?%);y; m
thr?]lgital—apap—caffeine oral capsule 50-300-40 mg, 50-325- 1 QL (6 capsules per day)
butalbital-apap-caffeine oral tablet 50-325-40 mg 1 QL (6 tablets per day)

butalbital-asa-caff-codeine oral capsule 50-325-40-30 mg

butalbital-aspirin-caffeine oral capsule 50-325-40 mg
FIORICET ORAL CAPSULE 50-300-40 MG (butalbital-apap-

3/4 QL (6 capsules per day)

caffeine)

phenobarbital oral elixir 20 mg/5ml 1
phenobarbital oral tablet 100 mg, 15 mg, 16.2 mg, 30 mg, 1
32.4 mg, 60 mg, 64.8 mg, 97.2 mg

TENCON ORAL TABLET 50-325 MG (butalbital- 3

acetaminophen)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

BENZODIAZEPINES (ANTICONVULSANTS) - Drugs for

Seizures

clobazam oral suspension 2.5 mg/ml 1 PA

clobazam oral tablet 10 mg, 20 mg 1 PA

clonazepam oral tablet 0.5 mg, 1 mg, 2 mg

clonazepam oral tablet dispersible 0.125 mg, 0.25 mg, 0.5 1

mg, 1 mg, 2 mg

clorazepate dipotassium oral tablet 15 mg, 3.75 mg, 7.5 mg 1

diazepam intensol oral concentrate 5 mg/ml 1

diazepam oral concentrate 5 mg/ml 1

diazepam oral solution 5 mg/5ml 1

diazepam oral tablet 10 mg, 2 mg, 5 mg 1

diazepam rectal gel 10 mg, 2.5 mg, 20 mg 1

lorazepam intensol oral concentrate 2 mg/ml 1

lorazepam oral concentrate 2 mg/ml 1

lorazepam oral tablet 0.5 mg, 1 mg, 2 mg 1

LOREEV XR ORAL CAPSULE ER 24 HOUR SPRINKLE 1 MG, 3/4

1.5 MG, 2 MG, 3 MG (lorazepam)

NAY_ZILAM NASAL SOLUTION 5 MG/0.1ML (midazolam 3 PA

(anticonvulsant))

ONFI ORAL SUSPENSION 2.5 MG/ML (clobazam) 3/4

ONFI ORAL TABLET 10 MG, 20 MG (clobazam) 3/4

SYMPAZAN ORAL FILM 10 MG, 20 MG, 5 MG (clobazam) 3/4 PA

VALTOCO 10 MG DOSE NASAL LIQUID 10 MG/0.1ML 3 PA; QL (1 box (5 doses/box)
(diazepam) per month.)

VALTOCO 15 M(_S DOSE NASAL LIQUID THERAPY PACK 2 X 3 PA; QL (1 box (5 doses/box)
7.5 MG/0.1ML (diazepam) per month.)

VALTOCO 20 M_G DOSE NASAL LIQUID THERAPY PACK 2 X 3 PA; QL (1 box (5 doses/box)
10 MG/0.1ML (diazepam) per month.)

VALTOCO 5 MG DOSE NASAL LIQUID 5 MG/0.1ML 3 PA; QL (1 box (5 doses/box)
(diazepam) per month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

BENZODIAZEPINES (ANXIOLYTIC,SEDATIV/HYP) - Drugs
for Anxiety & Sleep Disorder

alprazolam er oral tablet extended release 24 hour 0.5 mg, 1
mg, 2 mg, 3 mg

alprazolam intensol oral concentrate 1 mg/ml

alprazolam oral tablet 0.25 mg, 0.5 mg, 1 mg, 2 mg

alprazolam oral tablet dispersible 0.25 mg, 0.5 mg, 1 mg, 2
mg

alprazolam xr oral tablet extended release 24 hour 0.5 mg, 1
mg, 2 mg, 3 mg

chlordiazepoxide hcl oral capsule 10 mg, 25 mg, 5 mg 1

chlordiazepoxide-amitriptyline oral tablet 10-25 mg, 5-12.5
mg

chlordiazepoxide-clidinium oral capsule 5-2.5 mg

PA
PA

clobazam oral suspension 2.5 mg/ml

clobazam oral tablet 10 mg, 20 mg

RPlR| Rk

clonazepam oral tablet 0.5 mg, 1 mg, 2 mg

clonazepam oral tablet dispersible 0.125 mg, 0.25 mg, 0.5
mg, 1 mg, 2 mg

=

clorazepate dipotassium oral tablet 15 mg, 3.75 mg, 7.5 mg

diazepam intensol oral concentrate 5 mg/ml

diazepam oral concentrate 5 mg/ml

diazepam oral solution 5 mg/5ml

diazepam oral tablet 10 mg, 2 mg, 5 mg

diazepam rectal gel 10 mg, 2.5 mg, 20 mg

estazolam oral tablet 1 mg, 2 mg

I e I T

flurazepam hcl oral capsule 15 mg, 30 mg
HALCION ORAL TABLET 0.25 MG (triazolam) 3/4
lorazepam intensol oral concentrate 2 mg/ml

=

lorazepam oral concentrate 2 mg/ml

lorazepam oral tablet 0.5 mg, 1 mg, 2 mg

LOREEV XR ORAL CAPSULE ER 24 HOUR SPRINKLE 1 MG,
1.5 MG, 2 MG, 3 MG (lorazepam)

3/4

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

midazolam hcl oral syrup 2 mg/ml 1

NAY_ZILAM NASAL SOLUTION 5 MG/0.1ML (midazolam 3 PA

(anticonvulsant))

ONFI ORAL SUSPENSION 2.5 MG/ML (clobazam) 3/4

ONFI ORAL TABLET 10 MG, 20 MG (clobazam) 3/4

oxazepam oral capsule 10 mg, 15 mg, 30 mg 1

RESTORIL ORAL CAPSULE 15 MG, 22.5 MG, 30 MG, 7.5 MG 3/4

(temazepam)

SYMPAZAN ORAL FILM 10 MG, 20 MG, 5 MG (clobazam) 3/4 PA

temazepam oral capsule 15 mg, 22.5 mg, 30 mg, 7.5 mg 1

triazolam oral tablet 0.125 mg, 0.25 mg 1

BUTYROPHENONES - Drugs for Depression & Psychosis

haloperidol lactate oral concentrate 2 mg/ml 1

haloperidol oral tablet 0.5 mg, 1 mg, 10 mg, 2 mg, 20 mg, 5 1

mg

CALCITONIN GENE-RELATED PEPTIDE ANTAG. - Migraine

Treatment

AIMOVIG SUBCUTANEOUS SOLUTION AUTO-INJECTOR 5 PA: QL (1 pen per month.)
140 MG/ML, 70 MG/ML (erenumab-aooe)

T oBCUTANECUS SOLUTION AUTO-NIECTOR |5 o, at. 004 ml per day)
Sy T ECUS SOLUTION PREFILLED 2 [P o0 m perdan
S e NECUe SO Ion PEFLLED 2 e oL o0t miperdan
NURTEC ORAL TABLET DISPERSIBLE 75 MG (rimegepant 5 PA; QL (0.27 tablets per day.
sulfate) 8 tablets per prescription.)
QULIPTA ORAL TABLET 10 MG, 30 MG, 60 MG (atogepant) 2 PA; QL (1 tablet per day.)
UBRELVY ORAL TABLET 100 MG, 50 MG (ubrogepant) 2 gg,)Q L (0.27 tablets per
ZAVZPRET NASAL SOLUTION 10 MG/ACT (zavegepant hcl) 3/4 PA

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

CATECHOL-O-METHYLTRANSFERASE(COMT)INHIB. -
Drugs for Parkinson

carbidopa-levodopa-entacapone oral tablet 12.5-50-200 mg,

18.75-75-200 mg, 25-100-200 mg, 31.25-125-200 mg, 37.5- 1

150-200 mg, 50-200-200 mg

entacapone oral tablet 200 mg 1

ONGENTYS ORAL CAPSULE 25 MG, 50 MG (opicapone) 3/4 QL (1 capsule per day.)
tolcapone oral tablet 100 mg 1

CENTRAL NERVOUS SYSTEM AGENTS, MISC. - Drugs for
Attention Deficit Disorder

acamprosate calcium oral tablet delayed release 333 mg 1

ADDYI| ORAL TABLET 100 MG (flibanserin) 3/4 PA; QL (1 tablet per day.)

atomoxetine hcl oral capsule 10 mg, 25 mg QL (3 capsules per day.)

atomoxetine hcl oral capsule 100 mg, 60 mg, 80 mg QL (1 capsule per day)

atomoxetine hcl oral capsule 18 mg QL (5 capsules per day.)

atomoxetine hcl oral capsule 40 mg QL (2 capsules per day)

N[R|R| R R

DAYBUE ORAL SOLUTION 200 MG/ML (trofinetide) PA; QL (120 ml per day.)

DAYBUE STIX ORAL PACKET 5000 MG, 6000 MG, 8000 MG PA; QL (120 packets per
(trofinetide) month.)

guanfacine hcl er oral tablet extended release 24 hour 1
mg, 2 mg, 3 mg, 4 mg

guanfacine hcl oral tablet 1 mg, 2 mg 1

LUMRYZ ORAL PACKET 4.5 GM, 6 GM, 7.5 GM, 9 GM

(sodium oxybate) 3/4 PA; QL (1 packet per day.)

PA; QL (60 capsules per

LYNKUET ORAL CAPSULE 60 MG (elinzanetant) 3/4
month.)
memantine hcl er oral capsule extended release 24 hour 14 1
mg, 21 mg, 28 mg, 7 mg
memantine hcl oral solution 2 mg/ml 1
memantine hcl oral tablet 10 mg, 28 x 5 mg & 21 x 10 mg, 5 1
mg
memantine hcl-donepezil hcl er oral capsule extended 1

release 24 hour 14-10 mg, 21-10 mg, 28-10 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

NAMZARIC ORAL CAPSULE EXTENDED RELEASE 24 HOUR

14-10 MG, 21-10 MG, 28-10 MG, 7-10 MG (memantine hcl- 3/4
donepezil hcl)
NOURIANZ ORAL TABLET 20 MG, 40 MG (istradefylline) 3 PA; QL (1 tablet per day.)
NU_E_DI_EXTA ORAL CAPSULE 20-10 MG (dextromethorphan- 5 PA: QL (2 capsules per day.)
quinidine)
RADICAVA ORS ORAL SUSPENSION 105 MG/5ML 3 PA: QL (50 ml per month.)
(edaravone)
RADICAVA ORS STARTER KIT ORAL SUSPENSION 105 PA; QL (1 starter kit per
3
MG/5ML (edaravone) year.)
riluzole oral tablet 50 mg 1
sodium oxybate oral solution 500 mg/ml 3/4 PA; QL (18 ml per day.); SP;
SMCS
TEGLUTIK ORAL SUSPENSION 50 MG/10ML (riluzole) 3 PA
TIGLUTIK ORAL SUSPENSION 50 MG/10ML (riluzole) 3 PA
VEOZAH ORAL TABLET 45 MG (fezolinetant) 3/4 PA; QL (1 tablet per day.)
VYLEESI SUBCUTANEOUS SOLUTION AUTO-INJECTOR 3/4 PA; QL (4 autoinjector pens
1.75 MG/0.3ML (bremelanotide acetate) (2.2mls) per month.)
VYNDAMAX ORAL CAPSULE 61 MG (tafamidis) 2 PA; QL (1 capsule per day.)
XYWAV ORAL SOLUTION 500 MG/ML (ca, mg, k, and na PA; QL (18 mL per day.); SP;
3/4
oxybates) SMCS
CYCLOOXYGENASE-2 (COX-2) INHIBITORS - Drugs for
Pain
celecoxib oral capsule 100 mg, 200 mg, 400 mg, 50 mg 1
VYSCOXA ORAL SUSPENSION 10 MG/ML (celecoxib) 3/4 PA
DIBENZOXAPINES - Drugs for Depression & Psychosis
loxapine succinate oral capsule 10 mg, 25 mg, 5 mg, 50 mg 1
DIHYDROINDOLONES - Drugs for Depression & Psychosis
molindone hcl oral tablet 10 mg, 25 mg, 5 mg 1
DIPHENYLBUTYLPERIDINES - Drugs for Depression &
Psychosis
pimozide oral tablet 1 mg, 2 mg 1
DOPAMINE PRECURSORS - Drugs for Parkinson
carbidopa oral tablet 25 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
carbidopa-levodopa er oral tablet extended release 25-100
1
mg, 50-200 mg
carbidopa-levodopa oral tablet 10-100 mg, 25-100 mg, 25- 1
250 mg
carbidopa-levodopa oral tablet dispersible 10-100 mg, 25- 1

100 mg, 25-250 mg

carbidopa-levodopa-entacapone oral tablet 12.5-50-200 mg,
18.75-75-200 mg, 25-100-200 mg, 31.25-125-200 mg, 37.5- 1
150-200 mg, 50-200-200 mg

CREXONT ORAL CAPSULE EXTENDED RELEASE 35-140

MG, 52.5-210 MG, 70-280 MG, 87.5-350 MG (carbidopa- 3/4
levodopa)
DUOPA ENTERAL SUSPENSION 4.63-20 MG/ML (carbidopa-
3/4 PA
levodopa)
INBRIJA INHALATION CAPSULE 42 MG (levodopa) 3 PA; QL (10 tablets per day.)
SINEMET ORAL TABLET 10-100 MG, 25-100 MG (carbidopa- 3/4
levodopa)

ERGOT-DERIV. DOPAMINE RECEPTOR AGONISTS - Drugs
for Parkinson

bromocriptine mesylate oral capsule 5 mg

bromocriptine mesylate oral tablet 2.5 mg

cabergoline oral tablet 0.5 mg

FIBROMYALGIA AGENTS - Drugs for Nerve Pain

duloxetine hcl oral capsule delayed release particles 20 mg, 1

30 mg, 40 mg, 60 mg

LYRICA ORAL CAPSULE 100 MG, 150 MG, 200 MG, 225 MG, 3/4

25 MG, 300 MG, 50 MG, 75 MG (pregabalin)

LYRICA ORAL SOLUTION 20 MG/ML (pregabalin) 3/4

milnacipran hcl oral 12.5 & 25 & 50 mg 1 QL (1 pack per 365 days.)
milnacipran hcl oral tablet 100 mg, 12.5 mg, 25 mg, 50 mg 1 QL (2 tablets per day)
pregabalin er oral tablet extended release 24 hour 165 mg, 1

330 mg, 82.5 mg

pregabalin oral capsule 100 mg, 150 mg, 200 mg, 225 mg, 1

25 mg, 300 mg, 50 mg, 75 mg

pregabalin oral solution 20 mg/ml 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

SAVELLA ORAL TABLET 100 MG, 12.5 MG, 25 MG, 50 MG

25 mg, 300 mg, 50 mg, 75 mg

(milnacipran hcl) 3/4 QL (2 tablets per day)
SA_VELL_A TITRATION PACK ORAL 12.5 & 25 & 50 MG 3/4 QL (1 pack per 365 days.)
(milnacipran hcl)

TONMYA SUBLINGUAL TABLET SUBLINGUAL 2.8 MG 3/4 PA; QL (60 sublingual tablets
(cyclobenzaprine hcl (fibromy)) per month.)
GABA-MEDIATED ANTICONVULSANTS - Drugs for

Seizures

DEPAKOTE ER ORAL TABLET EXTENDED RELEASE 24 3/4

HOUR 250 MG, 500 MG (divalproex sodium)

DEPAKOTE ORAL TABLET DELAYED RELEASE 125 MG, 250 3/4

MG, 500 MG (divalproex sodium)

DIACOMIT ORAL CAPSULE 250 MG, 500 MG (stiripentol) 3 PA

DIACOMIT ORAL PACKET 250 MG, 500 MG (stiripentol) 3 PA

divalproex sodium er oral tablet extended release 24 hour 1

250 mg, 500 mg

divalproex sodium oral tablet delayed release 125 mg, 250 1

mg, 500 mg

gabapentin oral capsule 100 mg, 300 mg, 400 mg

gabapentin oral solution 250 mg/5ml

gabapentin oral tablet 600 mg, 800 mg

LYRICA ORAL CAPSULE 100 MG, 150 MG, 200 MG, 225 MG, 3/4

25 MG, 300 MG, 50 MG, 75 MG (pregabalin)

LYRICA ORAL SOLUTION 20 MG/ML (pregabalin) 3/4

NEURONTIN ORAL CAPSULE 100 MG, 300 MG, 400 MG 3/4

(gabapentin)

NEURONTIN ORAL SOLUTION 250 MG/5ML (gabapentin) 3/4

NEURONTIN ORAL TABLET 600 MG, 800 MG (gabapentin) 3/4

pregabalin er oral tablet extended release 24 hour 165 mg, 1

330 mg, 82.5 mg

pregabalin oral capsule 100 mg, 150 mg, 200 mg, 225 mg, 1

pregabalin oral solution 20 mg/ml

tiagabine hcl oral tablet 12 mg, 16 mg, 2 mg, 4 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

valproic acid oral solution 250 mg/5ml 1

vigabatrin oral packet 500 mg 1 gﬁ‘ glblé?spackets per day.);
vigabatrin oral tablet 500 mg 1 gﬁ‘ 8bé6stablets per day.);
VIGADRONE ORAL PACKET 500 MG (vigabatrin) 1 g's; gl\';l é6spaCketS per day.);
VIGADRONE ORAL TABLET 500 MG (vigabatrin) 1 g's; gl\';l é%tablets per day.);
VIGAFYDE ORAL SOLUTION 100 MG/ML (vigabatrin) 1 gﬁ; gl\';l éggo mL per month.);
ZTALMY ORAL SUSPENSION 50 MG/ML (ganaxolone) 3/4 PA

HYDANTOINS - Drugs for Seizures

DILANTII\_I INFATABS ORAL TABLET CHEWABLE 50 MG 3

(phenytoin)

DILANTIN ORAL CAPSULE 100 MG, 30 MG (phenytoin 3

sodium extended)

DILANTIN-125 ORAL SUSPENSION 125 MG/5ML (phenytoin) 3

phenytek oral capsule 200 mg, 300 mg 1

phenytoin infatabs oral tablet chewable 50 mg 1

phenytoin oral suspension 125 mg/5ml 1

phenytoin oral tablet chewable 50 mg 1

phenytoin sodium extended oral capsule 100 mg, 200 mg, 1

300 mg

INHALATION ANESTHETICS - Anesthetics

FORANE INHALATION SOLUTION (isoflurane) 2

isoflurane inhalation solution 1

sevoflurane inhalation solution 1

terrell inhalation solution 1

ULTANE INHALATION SOLUTION (sevoflurane) 3

ION CHANNEL INHIBITION AGENTS - Drugs for Seizures

APTIOM ORAL TABLET 200 MG, 400 MG, 600 MG, 800 MG

(eslicarbazepine acetate) 3/4 PA

BANZEL ORAL SUSPENSION 40 MG/ML (rufinamide) 3/4 PA

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
BANZEL ORAL TABLET 200 MG, 400 MG (rufinamide) 3/4 PA
eslicarbazepine acetate oral tablet 200 mg, 400 mg, 600 mg,
1 PA
800 mg
lacosamide oral solution 10 mg/ml, 100 mg/10ml, 50 mg/5ml
lacosamide oral tablet 100 mg, 150 mg, 200 mg, 50 mg
MOTPOLY XR ORAL CAPSULE EXTENDED RELEASE 24 3 PA
HOUR 100 MG, 150 MG, 200 MG (lacosamide)
oxcarbazepine oral suspension 300 mg/5ml 1
oxcarbazepine oral tablet 150 mg, 300 mg, 600 mg 1
rufinamide oral suspension 40 mg/ml 1
rufinamide oral tablet 200 mg, 400 mg 1 PA
TRILEPTAL ORAL SUSPENSION 300 MG/5ML 3/4
(oxcarbazepine)
TRILEPTAL ORAL TABLET 150 MG, 300 MG, 600 MG 3/4
(oxcarbazepine)
VIMPAT ORAL SOLUTION 10 MG/ML (lacosamide) 3/4 PA
VIMPAT ORAL TABLET 100 MG, 150 MG, 200 MG, 50 MG
: 3/4 PA
(lacosamide)
XCOPRI ORAL TABLET 100 MG, 150 MG, 200 MG, 25 MG, 50
3 PA
MG (cenobamate)
XCOPRI ORAL TABLET THERAPY PACK 100 & 150 MG, 14 X
12.5 MG & 14 X 25 MG, 14 X 150 MG & 14 X200 MG, 14 X 50 3 PA
MG & 14 X100 MG, 150 & 200 MG (cenobamate)
ZONEGRAN ORAL CAPSULE 100 MG, 25 MG (zonisamide) 3/4 PA
ZONISADE ORAL SUSPENSION 100 MG/5ML (zonisamide) 3/4 PA
zonisamide oral capsule 100 mg, 25 mg, 50 mg 1
MELATONIN RECEPTOR AGONISTS - Drugs for Anxiety &
Sleep Disorder
HETLIOZ LQ ORAL SUSPENSION 4 MG/ML (tasimelteon) 3/4 PA; QL (5.1 mL per day.)
HETLIOZ ORAL CAPSULE 20 MG (tasimelteon) 3/4 PA; QL (1 capsule per day.)
ramelteon oral tablet 8 mg 1 QL (1 tablet per day)
tasimelteon oral capsule 20 mg 1 PA; QL (1 capsule per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

MONOAMINE OXIDASE B INHIBITORS - Drugs for
Parkinson

EMSAM TRANSDERMAL PATCH 24 HOUR 12 MG/24HR, 6
MG/24HR, 9 MG/24HR (selegiline)

rasagiline mesylate oral tablet 0.5 mg, 1 mg

selegiline hcl oral capsule 5 mg

selegiline hcl oral tablet 5 mg

ZELAPAR ORAL TABLET DISPERSIBLE 1.25 MG (selegiline
hel)

MONOAMINE OXIDASE INHIBITORS - Drugs for
Depression & Psychosis

EMSAM TRANSDERMAL PATCH 24 HOUR 12 MG/24HR, 6
MG/24HR, 9 MG/24HR (selegiline)

MARPLAN ORAL TABLET 10 MG (isocarboxazid) 3

NARDIL ORAL TABLET 15 MG (phenelzine sulfate) 3/4
PARNATE ORAL TABLET 10 MG (tranylcypromine sulfate) 3/4
phenelzine sulfate oral tablet 15 mg

rasagiline mesylate oral tablet 0.5 mg, 1 mg

selegiline hcl oral capsule 5 mg

selegiline hcl oral tablet 5 mg

I e

tranylcypromine sulfate oral tablet 10 mg

ZELAPAR ORAL TABLET DISPERSIBLE 1.25 MG (selegiline
hel)

NMDA ANTAGONISTS - Drugs for Depression & Psychosis

SPRAVATO (56 MG DOSE) NASAL SOLUTION THERAPY 3/4 PA; QL (8 devices (4 kits) per
PACK 28 MG/DEVICE (esketamine hcl) month.)

SPRAVATO (84 MG DOSE) NASAL SOLUTION THERAPY 3/4 PA; QL (12 devices (4 kits)
PACK 28 MG/DEVICE (esketamine hcl) per month.)

NON-BENZODIAZEPINE ANXIOLYTICS - Drugs for Anxiety
& Sleep Disorder

buspirone hcl oral tablet 10 mg, 15 mg, 30 mg, 5 mg, 7.5 mg
meprobamate oral tablet 200 mg, 400 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

NON-BENZODIAZEPINE HYPNOTICS - Drugs for Anxiety &
Sleep Disorder

EDLL_JAR SUBLINGUAL TABLET SUBLINGUAL 10 MG, 5 MG 3/4 QL (1 sublingual tablet per
(zolpidem tartrate) day)

eszopiclone oral tablet 1 mg, 2 mg, 3 mg

zaleplon oral capsule 10 mg, 5 mg

zolpidem tartrate er oral tablet extended release 12.5 mg, 1

6.25 mg

ZOLPIDEM TARTRATE ORAL CAPSULE 7.5 MG 3/4 QL (1 capsule per day.)
zolpidem tartrate oral tablet 10 mg, 5 mg 1

zolpidem tartrate sublingual tablet sublingual 1.75 mg, 3.5 1 dQL §1 sublingual tablet per
mg ay

NONERGOT-DERIV.DOPAMINE RECEPTOR AGONIST -
Drugs for Parkinson

APOKYN SUBCUTANEOUS SOLUTION CARTRIDGE 30 ,

MG/3ML (apomorphine hcl) 3/4 PA; QL (3 ml per day)
apomorphine hcl subcutaneous solution cartridge 30 .

mg/3mi 1 PA; QL (3 ml per day.)
NEUPRO TRANSDERMAL PATCH 24 HOUR 1 MG/24HR, 2

MG/24HR, 3 MG/24HR, 4 MG/24HR, 6 MG/24HR, 8 MG/24HR 3

(rotigotine)

pramipexole dihydrochloride oral tablet 0.125 mg, 0.25 mg, 1

0.5mg, 0.75mg, 1 mg, 1.5 mg

ropinirole hcl er oral tablet extended release 24 hour 12 mg, 1

2mg, 4 mg, 6 mg, 8 mg

ropinirole hcl oral tablet 0.25 mg, 0.5 mg, 1 mg, 2 mg, 3 mg, 1

4 mg, 5mg

NON-OPIOID ANALGESICS - Drugs for Pain

acetaminophen-codeine oral solution 120-12 mg/5ml 1 NTT
acetaminophen-codeine oral tablet 300-15 mg, 300-30 mg, 1 NTT

300-60 mg

ALLZITAL ORAL TABLET 25-325 MG (butalbital- 3/4

acetaminophen)

apap-caff-dihydrocodeine oral capsule 320.5-30-16 mg 1 NTT

bac (butalbital-acetamin-caff) oral tablet 50-325-40 mg 1 QL (6 tablets per day)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
butalbital-acetaminophen oral tablet 50-325 mg 1
butalbital-apap-caff-cod oral capsule 50-300-40-30 mg 1
o e Po—— QL (Benefit maximum
butalbital-apap-caff-cod oral capsule 50-325-40-30 mg 1 quantity 6 per day.)
butalbital-apap-caffeine oral capsule 50-300-40 mg, 50-325- 1 QL (6 capsules per day)
40 mg
butalbital-apap-caffeine oral tablet 50-325-40 mg 1 QL (6 tablets per day)
endocet oral tablet 10-325 mg, 2.5-325 mg, 5-325 mg, 7.5-
1 NTT

325 mg
FIOR_ICET ORAL CAPSULE 50-300-40 MG (butalbital-apap- 3/4 QL (6 capsules per day)
caffeine)
hydrocodone-acetaminophen oral solution 10-300 mg/15ml, 1 NTT
7.5-325 mg/15ml
hydrocodone-acetaminophen oral tablet 10-300 mg, 10-325
mg, 2.5-325 mg, 5-300 mg, 5-325 mg, 7.5-300 mg, 7.5-325 1 NTT
mg
oxycodone-acetaminophen oral tablet 10-325 mg, 2.5-325 1 NTT
mg, 5-325 mg, 7.5-325 mg
TENCON ORAL TABLET 50-325 MG (butalbital- 3
acetaminophen)
tramadol-acetaminophen oral tablet 37.5-325 mg 1 NTT
TREZIX ORAL CAPSULE 320.5-30-16 MG (apap-caff-

. . 3 NTT
dihydrocodeine)
NONSTEROIDAL ANTI-INFLAMM. AGENTS, MISC - Drugs
for Pain
CAMBIA ORAL PACKET 50 MG (diclofenac 3/4
potassium(migraine))
diclofenac potassium oral capsule 25 mg QL (4 capsules per day.)
diclofenac potassium oral tablet 50 mg
diclofenac potassium(migraine) oral packet 50 mg
diclofenac sodium er oral tablet extended release 24 hour 1
100 mg
diclofenac sodium oral tablet delayed release 25 mg, 50 1

mg, 75 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

diclofenac-misoprostol oral tablet delayed release 50-0.2
mg, 75-0.2 mg

diflunisal oral tablet 500 mg 1

etodolac er oral tablet extended release 24 hour 400 mg,
500 mg, 600 mg

etodolac oral capsule 200 mg, 300 mg
etodolac oral tablet 400 mg, 500 mg
flurbiprofen oral tablet 100 mg, 50 mg

hydrocodone-ibuprofen oral tablet 10-200 mg, 5-200 mg,
7.5-200 mg

ibuprofen oral tablet 400 mg, 600 mg, 800 mg
indomethacin er oral capsule extended release 75 mg

=

NTT

indomethacin oral capsule 25 mg, 50 mg

PA
PA

indomethacin oral suspension 25 mg/5ml

indomethacin rectal suppository 50 mg

ketorolac tromethamine oral tablet 10 mg
LURBIRO ORAL TABLET 100 MG (flurbiprofen)
meclofenamate sodium oral capsule 100 mg, 50 mg

RPlR W R R R R R R

mefenamic acid oral capsule 250 mg
MELOXICAM ORAL SUSPENSION 7.5 MG/5ML 3/4 PA
meloxicam oral tablet 15 mg, 7.5 mg

nabumetone oral tablet 500 mg, 750 mg

naproxen dr oral tablet delayed release 500 mg
naproxen oral tablet 250 mg, 375 mg, 500 mg
naproxen oral tablet delayed release 375 mg, 500 mg

RPlR| R Rk

naproxen sodium er oral tablet extended release 24 hour 1
375 mg, 500 mg, 750 mg

naproxen sodium oral tablet 275 mg, 550 mg

oxaprozin oral tablet 600 mg

piroxicam oral capsule 10 mg, 20 mg

SPRIX NASAL SOLUTION 15.75 MG/SPRAY (ketorolac
tromethamine)

sulindac oral tablet 150 mg, 200 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

limits

7.5-200 mg

ZIPSOR ORAL CAPSULE 25 MG (diclofenac potassium) 3/4 QL (4 capsules per day.)
OPIOID AGONISTS (28:08) - Drugs for Pain
acetaminophen-codeine oral solution 120-12 mg/5ml 1 NTT
acetaminophen-codeine oral tablet 300-15 mg, 300-30 mg,

1 NTT
300-60 mg
apap-caff-dihydrocodeine oral capsule 320.5-30-16 mg 1 NTT
ascomp-codeine oral capsule 50-325-40-30 mg 1
belladonna alkaloids-opium rectal suppository 16.2-60 mg 1
butalbital-apap-caff-cod oral capsule 50-300-40-30 mg 1

o e e AN QL (Benefit maximum

butalbital-apap-caff-cod oral capsule 50-325-40-30 mg 1 quantity 6 per day.)
butalbital-asa-caff-codeine oral capsule 50-325-40-30 mg
codeine sulfate oral tablet 15 mg, 30 mg, 60 mg NTT
CONZIP ORAL CAPSULE EXTENDED RELEASE 24 HOUR 3/4 QL (1 capsule per day)
100 MG, 200 MG, 300 MG (tramadol hcl) psuie per day
diskets oral tablet soluble 40 mg 1 QL (1.5 tablets per day.)
endocet oral tablet 10-325 mg, 2.5-325 mg, 5-325 mg, 7.5-

1 NTT
325 mg
fentanyl transdermal patch 72 hour 100 mcg/hr, 37.5 1 PA; QL (0.34 patches per
mcg/hr, 50 mcg/hr, 62.5 mcg/hr, 75 mcg/hr, 87.5 mcg/hr day)
fentanyl transdermal patch 72 hour 12 mcg/hr, 25 mcg/hr 1 ggis?l‘ (15 patches per 31
hydrocodone bitartrate er oral capsule extended release 12 _
hour 10 mg, 15 mg, 20 mg, 30 mg, 40 mg, 50 mg ! PA; QL (2 capsules per day)
hydrocodone bitartrate er oral tablet er 24 hour abuse- ,
deterrent 100 mg, 120 mg 1 PA; QL (O tablet per 0 days)
hydrocodone bitartrate er oral tablet er 24 hour abuse- ,
deterrent 20 mg, 30 mg, 40 mg, 60 mg, 80 mg ! PA; QL (1 tablet per day)
hydrocodone-acetaminophen oral solution 10-300 mg/15ml, 1 NTT
7.5-325 mg/15ml
hydrocodone-acetaminophen oral tablet 10-300 mg, 10-325
mg, 2.5-325 mg, 5-300 mg, 5-325 mg, 7.5-300 mg, 7.5-325 1 NTT
mg
hydrocodone-ibuprofen oral tablet 10-200 mg, 5-200 mg, 1 NTT

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

hydromorphone hcl er oral tablet extended release 24 hour

limits

mg

12 mg 1 PA; QL (2 tablets per day)
ggc:rr]cs;r,n;:ﬁgone hcl er oral tablet extended release 24 hour 1 PA: QL (1 tablet per day)
gyz/c:rr]cs;morphone hcl er oral tablet extended release 24 hour 1 PA: QL (0 tablet per 0 days)
hydromorphone hcl oral liquid 1 mg/ml 1 NTT

hydromorphone hcl oral tablet 2 mg, 4 mg, 8 mg 1 NTT

hydromorphone hcl rectal suppository 3 mg 1 NTT

levorphanol tartrate oral tablet 2 mg 1 QL (4 tablets per day); NTT
levorphanol tartrate oral tablet 3 mg 1 QL (4 tablets per day.); NTT
meperidine hcl oral solution 50 mg/5ml 1 NTT

meperidine hcl oral tablet 50 mg 1 NTT

methadone hcl intensol oral concentrate 10 mg/ml 1 QL (6 ml per day.)
methadone hcl oral concentrate 10 mg/ml 1 QL (6 ml per day.)
methadone hcl oral solution 10 mg/5ml 1 PA; QL (11.3 mL per day)
methadone hcl oral solution 5 mg/5ml 1 PA; QL (22.6 mL per day)
methadone hcl oral tablet 10 mg 1 PA; QL (2 tablets per day)
methadone hcl oral tablet 5 mg 1 PA; QL (4 tablets per day)
methadone hcl oral tablet soluble 40 mg 1 QL (1.5 tablets per day.)
METHADOSE ORAL CONCENTRATE 10 MG/ML (methadone

hel) 3 QL (6 ml per day.)
methadose oral tablet soluble 40 mg 1 QL (1.5 tablets per day.)
METHADOSE SUGAR-FREE ORAL CONCENTRATE 10 3 QL (6 ml per day.)

MG/ML (methadone hcl)

morphine sulfate (concentrate) oral solution 100 mg/5ml 1 NTT

morphine sulfate er beads oral capsule extended release 24 1 PA; QL (O capsule per 100
hour 120 mg days)

hmoourfg(ljnri;uggt;g’r é);erxéigs (;;a:ncgatpgsou:ﬁgextended release 24 1 PA: QL (1 capsule per day)
morphine sulfate er oral tablet extended release 100 mg, 1 PA; QL (O capsule per 100
200 mg, 60 mg days)

morphine sulfate er oral tablet extended release 15 mg, 30 1 PA; QL (93 tablets per 31

days)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

morphine sulfate oral solution 10 mg/5ml, 20 mg/5ml 1 NTT

morphine sulfate oral tablet 15 mg, 30 mg 1 NTT

morphine sulfate rectal suppository 10 mg, 20 mg, 30 mg, 5 1 NTT

mg

HOUR 100 MG, 50 MG (rapentadal el 3 [PAIQL (2 ablets per day)
NUCYNTA ER ORAL TABLET EXTENDED RELEASE 12 3 PA; QL (0 capsule per 100
HOUR 150 MG, 200 MG, 250 MG (tapentadol hcl) days)

EI;JpC;\r(]l:I;jAC\)IOhRC?)L TABLET 100 MG, 50 MG, 75 MG 3/4 OL (6 tablets per day): NTT
opium oral tincture 10 mg/ml (1%) 1

oxycodone hcl oral capsule 5 mg 1 NTT

oxycodone hcl oral concentrate 100 mg/5ml 1 NTT

oxycodone hcl oral solution 5 mg/5ml 1 NTT

oxycodone hcl oral tablet 10 mg, 15 mg, 20 mg, 30 mg, 5 1 NTT

mg

oxycodone-acetaminophen oral tablet 10-325 mg, 2.5-325 1 NTT

mg, 5-325 mg, 7.5-325 mg

?nxgrrigrrﬂg?gemhgcilﬁgonzzl tablet extended release 12 hour 10 1 PA: QL (2 tablets per day.)
oxymorphone hcl er oral tablet extended release 12 hour 20 1 PA; QL (O tablet per 100
mg days.)

oxymorphone hcl er oral tablet extended release 12 hour 30 1 PA; QL (O capsule per 100
mg, 40 mg days)

oxymorphone hcl oral tablet 10 mg, 5 mg QL (6 tablets per day); NTT
tapentadol hcl oral tablet 100 mg, 50 mg, 75 mg QL (6 tablets per day); NTT
TRAMADOL HCL (ER BIPHASIC) ORAL CAPSULE 3/4 OL (1 capsule per day)
EXTENDED RELEASE 24 HOUR 100 MG, 200 MG, 300 MG

Lrsmazdoool rP;cgl’(g(r)é)lrﬁgasm) oral tablet extended release 24 1 OL (1 tablet per day)
:;Zr?ggglnigl 3(’a(goorr;i;tablet extended release 24 hour 100 1 QL (1 tablet per day)
tramadol hcl oral tablet 100 mg, 50 mg NTT

tramadol hcl oral tablet 25 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

tramadol-acetaminophen oral tablet 37.5-325 mg 1 NTT

TREZIX ORAL CAPSULE 320.5-30-16 MG (apap-caff-
dihydrocodeine)

XTAMPZA ER ORAL CAPSULE ER 12 HOUR ABUSE-
DETERRENT 13.5 MG, 18 MG, 27 MG, 9 MG (oxycodone)

3 NTT

3/4 PA; QL (2 tablets per day)

XTAMPZA ER ORAL CAPSULE ER 12 HOUR ABUSE- 3/4 PA; QL (O capsule per 100
DETERRENT 36 MG (oxycodone) days)
xyvona oral tablet 2 mg 1 QL (4 tablets per day); NTT
xyvona oral tablet 3 mg 1 QL (4 tablets per day.); NTT
OPIOID ANTAGONISTS (28:10) - Drugs for Overdose or
Poisoning
buprenorphine hcl-naloxone hcl sublingual film 12-3 mg, 2- 1
0.5 mg, 4-1 mg, 8-2 mg
buprenorphine hcl-naloxone hcl sublingual tablet 1
sublingual 2-0.5 mg, 8-2 mg
ft naloxone hcl nasal liquid 4 mg/0.1ml 1 SM
KLOXXADO NASAL LIQUID 8 MG/0.1ML (naloxone hcl) 1 SM
naloxone hcl injection solution 0.4 mg/ml, 4 mg/10ml 1 SM
naloxone hcl injection solution cartridge 0.4 mg/ml 1 SM
naloxone hcl injection solution prefilled syringe 0.4 mg/ml,
1 SM
2 mg/2ml
naloxone hcl nasal liquid 4 mg/0.1ml 1 SM
naltrexone hcl oral tablet 50 mg 1
NARCAN NASAL LIQUID 4 MG/0.1ML (naloxone hcl) 1 SM
OPVEE NASAL SOLUTION 2.7 MG/0.1ML (nalmefene hcl) 1
pentazocine-naloxone hcl oral tablet 50-0.5 mg 1 NTT
RELISTOR SUBCUTANEOUS SOLUTION 12 MG/0.6ML ,
(methylnaltrexone bromide) 3/4 PA; QL (0.6 ml per day.)
RELISTOR SUBCUTANEOUS SOLUTION PREFILLED 3/4 QL (0.6 ml per day.)
SYRINGE 12 MG/0.6ML (methylnaltrexone bromide) ’ P Y
RELISTOR SUBCUTANEOUS SOLUTION PREFILLED
SYRINGE 8 MG/0.4ML (methylnaltrexone bromide) 3/4 QL (0.4 ml per day.)
REXTOVY NASAL LIQUID 4 MG/0.25ML (naloxone hcl) 1 SM
REZENOPY NASAL LIQUID 10 MG/0.11ML (naloxone hcl) 3/4 SM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

RIVIVE NASAL LIQUID 3 MG/0.1ML (naloxone hcl)

SM

SUBOXONE SUBLINGUAL FILM 12-3 MG, 2-0.5 MG, 4-1 MG,
8-2 MG (buprenorphine hcl-naloxone hcl)

ZUBSOLV SUBLINGUAL TABLET SUBLINGUAL 0.7-0.18 MG,
1.4-0.36 MG, 11.4-2.9 MG, 2.9-0.71 MG, 5.7-1.4 MG, 8.6-2.1
MG (buprenorphine hcl-naloxone hcl)

ZURNAI INJECTION SOLUTION AUTO-INJECTOR 1.5
MG/0.5ML (nalmefene hcl)

OPIOID PARTIAL AGONISTS - Drugs for Pain

BELBUCA BUCCAL FILM 150 MCG, 300 MCG, 450 MCG, 600
MCG, 75 MCG, 750 MCG, 900 MCG (buprenorphine hcl)

PA; QL (2 films per day)

buprenorphine hcl sublingual tablet sublingual 2 mg, 8 mg

buprenorphine hcl-naloxone hcl sublingual film 12-3 mg, 2-
0.5 mg, 4-1 mg, 8-2 mg

buprenorphine hcl-naloxone hcl sublingual tablet
sublingual 2-0.5 mg, 8-2 mg

buprenorphine transdermal patch weekly 10 mcg/hr, 20
mcg/hr, 5 mcg/hr

PA; QL (4 patches per 28
days)

buprenorphine transdermal patch weekly 15 mcg/hr, 7.5
mcg/hr

PA; QL (4 patches per
month)

butorphanol tartrate nasal solution 10 mg/ml

pentazocine-naloxone hcl oral tablet 50-0.5 mg

NTT

SUBOXONE SUBLINGUAL FILM 12-3 MG, 2-0.5 MG, 4-1 MG,
8-2 MG (buprenorphine hcl-naloxone hcl)

ZUBSOLV SUBLINGUAL TABLET SUBLINGUAL 0.7-0.18 MG,
1.4-0.36 MG, 11.4-2.9 MG, 2.9-0.71 MG, 5.7-1.4 MG, 8.6-2.1
MG (buprenorphine hcl-naloxone hcl)

OREXIN RECEPTOR ANTAGONISTS - Drugs for Anxiety &
Sleep Disorder

BELSOMRA ORAL TABLET 10 MG, 15 MG, 20 MG, 5 MG
(suvorexant)

3/4

QL (1 tablet per day.)

PHENOTHIAZINES - Drugs for Depression & Psychosis

chlorpromazine hcl oral concentrate 100 mg/ml, 30 mg/ml

PA

chlorpromazine hcl oral tablet 10 mg, 25 mg

QL (6 tablets per day.)

chlorpromazine hcl oral tablet 100 mg, 50 mg

QL (4 tablets per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
chlorpromazine hcl oral tablet 200 mg 1 QL (2 tablets per day.)

Prescription drug name Drug tier

fluphenazine hcl oral concentrate 5 mg/ml

fluphenazine hcl oral elixir 2.5 mg/5ml

fluphenazine hcl oral tablet 1 mg, 10 mg, 2.5 mg, 5 mg

RPlR| Rk

perphenazine oral tablet 16 mg, 2 mg, 4 mg, 8 mg

perphenazine-amitriptyline oral tablet 2-10 mg, 2-25 mg, 4-
10 mg, 4-25 mg, 4-50 mg

=

prochlorperazine maleate oral tablet 10 mg, 5 mg

prochlorperazine rectal suppository 25 mg

thioridazine hcl oral tablet 10 mg, 100 mg, 25 mg, 50 mg

RPlR| Rk

trifluoperazine hcl oral tablet 1 mg, 10 mg, 2 mg, 5 mg

RESPIRATORY AND CNS STIMULANTS - Drugs for the
Nervous System

apap-caff-dihydrocodeine oral capsule 320.5-30-16 mg 1 NTT

APTENSIO XR ORAL CAPSULE EXTENDED RELEASE 24
HOUR 10 MG, 15 MG, 20 MG, 30 MG, 40 MG, 50 MG, 60 MG 3/4 QL (1 capsule per day.)
(methylphenidate hcl)

ascomp-codeine oral capsule 50-325-40-30 mg

atomoxetine hcl oral capsule 10 mg, 25 mg QL (3 capsules per day.)

atomoxetine hcl oral capsule 100 mg, 60 mg, 80 mg QL (1 capsule per day)

atomoxetine hcl oral capsule 18 mg QL (5 capsules per day.)

I e

atomoxetine hcl oral capsule 40 mg QL (2 capsules per day)

AZSTARYS ORAL CAPSULE 26.1-5.2 MG, 39.2-7.8 MG, 52.3-

10.4 MG (serdexmethylphen-dexmethylphen) 2 QL (1 capsule per day.)

bac (butalbital-acetamin-caff) oral tablet 50-325-40 mg 1 QL (6 tablets per day)

butalbital-apap-caff-cod oral capsule 50-300-40-30 mg

QL (Benefit maximum

butalbital-apap-caff-cod oral capsule 50-325-40-30 mg 1 quantity 6 per day.)
butalbital-apap-caffeine oral capsule 50-300-40 mg, 50-325- 1 QL (6 capsules per day)
40 mg

butalbital-apap-caffeine oral tablet 50-325-40 mg 1 QL (6 tablets per day)

butalbital-asa-caff-codeine oral capsule 50-325-40-30 mg

butalbital-aspirin-caffeine oral capsule 50-325-40 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
CAFERGOT ORAL TABLET 1-100 MG (ergotamine-caffeine) 3/4
caffeine citrate oral solution 60 mg/3ml 1

COTEMPLA XR-ODT ORAL TABLET EXTENDED RELEASE

DISPERSIBLE 17.3 MG, 25.9 MG, 8.6 MG (methylphenidate) 34 QL (1 tablet per day)

dexmethylphenidate hcl er oral capsule extended release

24 hour 10 mg, 15 mg, 20 mg, 25 mg, 5 mg ! QL (2 capsules per day.)

dexmethylphenidate hcl er oral capsule extended release QL (31 capsules per 31
24 hour 30 mg, 35 mg, 40 mg days.)

dexmethylphenidate hcl oral tablet 10 mg, 2.5 mg, 5 mg

elixophyllin oral elixir 80 mg/15ml

ergotamine-caffeine oral tablet 1-100 mg

FIORICET ORAL CAPSULE 50-300-40 MG (butalbital-apap-

caffeine) 3/4 QL (6 capsules per day)

FOCALIN ORAL TABLET 10 MG, 2.5 MG, 5 MG

(dexmethylphenidate hcl) 3/4

JORNAY PM ORAL CAPSULE EXTENDED RELEASE 24
HOUR 100 MG, 20 MG, 40 MG, 60 MG, 80 MG 2 QL (1 capsule per day.)
(methylphenidate hcl)

METHYLIN ORAL SOLUTION 10 MG/5ML, 5 MG/5ML

(methylphenidate hcl) 3/4

methylphenidate hcl er (cd) oral capsule extended release

10 mg, 20 mg, 30 mg, 40 mg, 50 mg 1 QL (2 tablets per day.)

methylphenidate hcl er (cd) oral capsule extended release QL (31 capsules per 31
60 mg days.)

methylphenidate hcl er (Ia) oral capsule extended release

24 hour 10 mg 1 QL (5 capsules per day.)
r2n4e:1r:))dfr218nr:1dgate hcl er (la) oral capsule extended release 1 QL (5capsules per day.)
r2n4e:1r:));lfr318nr;dgate hcl er (la) oral capsule extended release 1 QL (3 capsules per day.)
r2n4e:1r:))::f28nr;dgate hcl er (la) oral capsule extended release 1 QL (2 capsules per day.)
methylphenidate hcl er (la) oral capsule extended release 1 QL (31 capsules per month.)

24 hour 60 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
methylphenidate hcl er (osm) oral tablet extended release

18 mg, 27 mg, 36 mg, 54 mg 1 QL (2 tablets per day.)
methylphenidate hcl er (xr) oral capsule extended release

24 hour 10 mg, 15 mg, 20 mg, 30 mg, 40 mg, 50 mg, 60 mg ! QL (1 capsule per day.)
methylphenidate hcl er oral tablet extended release 10 mg 1 QL (10 tablets per day.)
methylphenidate hcl er oral tablet extended release 20 mg 1 QL (5 tablets per day.)
methylphenidate hcl er(diffus) oral tablet extended release

27 mg, 36 mg, 54 mg 1 QL (2 tablets per day.)
methylphenidate hcl oral solution 10 mg/5ml, 5 mg/5ml

methylphenidate hcl oral tablet 10 mg, 20 mg, 5 mg

methylphenidate hcl oral tablet chewable 10 mg, 2.5 mg, 5 1

mg

methylphenidate transdermal patch 10 mg/9hr, 15 mg/Shr,

20 mg/9hr 1 QL (1 patch per day)
methylphenidate transdermal patch 30 mg/9hr 1 QL (1 patch per day.)
MIGERGOT RECTAL SUPPOSITORY 2-100 MG (ergotamine- 3

caffeine)

QUILLICHEW ER ORAL TABLET CHEWABLE EXTENDED
RELEASE 20 MG, 30 MG, 40 MG (methylphenidate hcl)

QUILLIVANT XR ORAL SUSPENSION RECONSTITUTED ER
25 MG/5ML (methylphenidate hcl)

THEO-24 ORAL CAPSULE EXTENDED RELEASE 24 HOUR

3/4 QL (1 tablet per day.)

3/4 QL (360 mL per month.)

100 MG, 200 MG, 300 MG, 400 MG (theophylline) 3
theophylline er oral tablet extended release 12 hour 100 1
mg, 200 mg, 300 mg, 450 mg
theophylline er oral tablet extended release 24 hour 400 1
mg, 600 mg
theophylline oral elixir 80 mg/15ml
theophylline oral solution 80 mg/15ml
TREZIX ORAL CAPSULE 320.5-30-16 MG (apap-caff-

: . 3 NTT
dihydrocodeine)
REVERSIBLE COX-1/COX-2 INHIBITORS - Drugs for Pain
ACULAR LS OPHTHALMIC SOLUTION 0.4 % (ketorolac 3/4

tromethamine)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

ACULAR OPHTHALMIC SOLUTION 0.5 % (ketorolac

tromethamine) 3/4

ACUVAIL OPHTHALMIC SOLUTION 0.45 % (ketorolac

tromethamine) 3/4

diclofenac sodium external gel 3 % 1 PA

diflunisal oral tablet 500 mg

etodolac er oral tablet extended release 24 hour 400 mg,
500 mg, 600 mg

=

etodolac oral capsule 200 mg, 300 mg

etodolac oral tablet 400 mg, 500 mg

flurbiprofen oral tablet 100 mg, 50 mg

RlR| Rk

flurbiprofen sodium ophthalmic solution 0.03 %

hydrocodone-ibuprofen oral tablet 10-200 mg, 5-200 mg,
7.5-200 mg

=

NTT

ibuprofen oral tablet 400 mg, 600 mg, 800 mg

indomethacin er oral capsule extended release 75 mg

indomethacin oral capsule 25 mg, 50 mg

indomethacin oral suspension 25 mg/5ml PA

indomethacin rectal suppository 50 mg PA

ketorolac tromethamine ophthalmic solution 0.4 %, 0.5 %

ketorolac tromethamine oral tablet 10 mg

LURBIRO ORAL TABLET 100 MG (flurbiprofen)

meclofenamate sodium oral capsule 100 mg, 50 mg

RPlRr W R R R R R RP|R

mefenamic acid oral capsule 250 mg

MELOXICAM ORAL SUSPENSION 7.5 MG/5ML 3/4 PA

meloxicam oral tablet 15 mg, 7.5 mg

nabumetone oral tablet 500 mg, 750 mg

naproxen dr oral tablet delayed release 500 mg

naproxen oral tablet 250 mg, 375 mg, 500 mg

RPlR| R PR

naproxen oral tablet delayed release 375 mg, 500 mg

naproxen sodium er oral tablet extended release 24 hour

375 mg, 500 mg, 750 mg !

naproxen sodium oral tablet 275 mg, 550 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

oxaprozin oral tablet 600 mg 1

piroxicam oral capsule 10 mg, 20 mg 1

SPRIX NASAL SOLUTION 15.75 MG/SPRAY (ketorolac
tromethamine)

sulindac oral tablet 150 mg, 200 mg 1
SALICYLATES - Drugs for Pain
ascomp-codeine oral capsule 50-325-40-30 mg

aspirin 81 oral tablet delayed release 81 mg

aspirin adult low dose oral tablet delayed release 81 mg

aspirin adult low strength oral tablet delayed release 81 mg

aspirin childrens oral tablet chewable 81 mg

aspirin ec adult low dose oral tablet delayed release 81 mg

aspirin ec low dose oral tablet delayed release 81 mg

aspirin ec low strength oral tablet delayed release 81 mg

aspirin low dose oral tablet chewable 81 mg

aspirin low dose oral tablet delayed release 81 mg

aspirin oral tablet chewable 81 mg

aspirin oral tablet delayed release 81 mg

mmmmmm|m{m|Mm|m|m| M|
I I T T I | I|IT| || | I

aspirin regimen oral tablet delayed release 81 mg

aspirin-dipyridamole er oral capsule extended release 12
hour 25-200 mg

butalbital-asa-caff-codeine oral capsule 50-325-40-30 mg

=

butalbital-aspirin-caffeine oral capsule 50-325-40 mg

ft aspirin low dose oral tablet delayed release 81 mg

m|{m|F~|F

ft aspirin oral tablet chewable 81 mg

goodsense aspirin low dose oral tablet delayed release 81
mg

m

T T I

mm aspirin oral tablet delayed release 81 mg E

salsalate oral tablet 500 mg, 750 mg 1

ST JOSEPH LOW DOSE ORAL TABLET CHEWABLE 81 MG
(aspirin)

ST JOSEPH LOW DOSE ORAL TABLET DELAYED RELEASE
81 MG (aspirin)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

SEL.SEROTONIN,NOREPI REUPTAKE INHIBITOR - Drugs
for Depression & Psychosis

DESVENLAFAXINE ER ORAL TABLET EXTENDED RELEASE

24 HOUR 100 MG, 50 MG 3/4

desvenlafaxine succinate er oral tablet extended release 24
hour 100 mg, 25 mg, 50 mg

DRIZALMA SPRINKLE ORAL CAPSULE DELAYED RELEASE

SPRINKLE 20 MG, 30 MG, 60 MG (duloxetine hcl) 3/4 |QL (2 capsules per day.)

DRIZALMA SPRINKLE ORAL CAPSULE DELAYED RELEASE

SPRINKLE 40 MG (duloxetine hcl) 3/4 QL (1 capsule per day.)

duloxetine hcl oral capsule delayed release particles 20 mg,
30 mg, 40 mg, 60 mg

FETZIMA ORAL CAPSULE EXTENDED RELEASE 24 HOUR

120 MG, 20 MG, 40 MG, 80 MG (levomilnacipran hcl) 3/4 QL (1 capsule per day.)

FETZIMA TITRATION ORAL CAPSULE ER 24 HOUR

THERAPY PACK 20 & 40 MG (levomilnacipran hcl) 3/4 QL (28 capsules per year.)

milnacipran hcl oral 12.5 & 25 & 50 mg 1 QL (1 pack per 365 days.)

milnacipran hcl oral tablet 100 mg, 12.5 mg, 25 mg, 50 mg 1 QL (2 tablets per day)

SAVELLA ORAL TABLET 100 MG, 12.5 MG, 25 MG, 50 MG

(milnacipran hcl) 3/4 QL (2 tablets per day)

SAVELLA TITRATION PACK ORAL 12.5 & 25 & 50 MG

(milnacipran hcl) 3/4 QL (1 pack per 365 days.)

VENLAFAXINE BESYLATE ER ORAL TABLET EXTENDED

RELEASE 24 HOUR 112.5 MG 34

venlafaxine hcl er oral capsule extended release 24 hour
150 mg, 37.5 mg, 75 mg

venlafaxine hcl er oral tablet extended release 24 hour 150
mg, 225 mg, 37.5 mg, 75 mg

venlafaxine hcl oral tablet 100 mg, 25 mg, 37.5 mg, 50 mg,
75 mg

SELECTIVE SEROTONIN AGONISTS - Migraine Treatment

almotriptan malate oral tablet 12.5 mg, 6.25 mg

eletriptan hydrobromide oral tablet 20 mg, 40 mg

frovatriptan succinate oral tablet 2.5 mg

RlR| Rk

naratriptan hcl oral tablet 1 mg, 2.5 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

ONZETRA XSAIL NASAL EXHALER POWDER 11

MG/NOSEPC (sumatriptan succinate) 3/4

PA; QL (0.27 tablets per day.
8 tablets per prescription.)
PA; QL (0.14 tablets per day.

REYVOW ORAL TABLET 50 MG (lasmiditan succinate) 3/4 Benefit maximum quantity 4
tablets per prescription.)

REYVOW ORAL TABLET 100 MG (lasmiditan succinate) 3/4

rizatriptan benzoate oral tablet 10 mg, 5 mg 1

rizatriptan benzoate oral tablet dispersible 10 mg, 5 mg 1

sumatriptan nasal solution 20 mg/act, 5 mg/act 1

sumatriptan succinate oral tablet 100 mg, 25 mg, 50 mg 1

sumatriptan succinate subcutaneous solution 6 mg/0.5ml 1

sumatriptan succinate subcutaneous solution auto-injector 1

6 mg/0.5ml

TOSYMRA NASAL SOLUTION 10 MG/ACT (sumatriptan) 3/4
ZEMBRACE SYMTOUCH SUBCUTANE_OUS SOLL_JTION 3/4
AUTO-INJECTOR 3 MG/0.5ML (sumatriptan succinate)

zolmitriptan oral tablet 2.5 mg, 5 mg 1

zolmitriptan oral tablet dispersible 2.5 mg, 5 mg 1

ZOMIG NASAL SOLUTION 2.5 MG (zolmitriptan) 2

ZOMIG NASAL SOLUTION 5 MG (zolmitriptan) 1

SELECTIVE-SEROTONIN REUPTAKE INHIBITORS - Drugs

for Depression & Psychosis

citalopram hydrobromide oral capsule 30 mg

citalopram hydrobromide oral solution 10 mg/5ml

citalopram hydrobromide oral tablet 10 mg, 20 mg, 40 mg 1

ESCITALOPRAM OXALATE ORAL CAPSULE 15 MG 3/4

escitalopram oxalate oral solution 5 mg/5ml

escitalopram oxalate oral tablet 10 mg, 20 mg, 5 mg

fluoxetine hcl (pmdd) oral tablet 10 mg, 20 mg

fluoxetine hcl oral capsule 10 mg, 20 mg, 40 mg

fluoxetine hcl oral capsule delayed release 90 mg QL (4 capsules per 28 days.)

I e

fluoxetine hcl oral solution 20 mg/5ml

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
fluoxetine hcl oral tablet 10 mg, 20 mg, 60 mg 1
fluvoxamine maleate er oral capsule extended release 24 1

hour 100 mg, 150 mg

fluvoxamine maleate oral tablet 100 mg, 25 mg, 50 mg 1
glggzrzz|’n6e_—2fslsur?1>;9:tér_15eohrtr:1lgoraI capsule 12-25 mg, 12-50 mg, 1 OL (1 capsule per day)
paroxetine hcl er oral tablet extended release 24 hour 12.5

mg, 25 mg, 37.5mg !

paroxetine hcl oral suspension 10 mg/5ml 1

paroxetine hcl oral tablet 10 mg, 20 mg, 30 mg, 40 mg 1

paroxetine mesylate oral capsule 7.5 mg 1 QL (1 capsule per day.)
sertraline hcl oral capsule 150 mg, 200 mg 1

sertraline hcl oral concentrate 20 mg/ml 1

sertraline hcl oral tablet 100 mg, 25 mg, 50 mg 1
SEROTONIN MODULATORS - Drugs for Depression &

Psychosis

EXXUA ORAL TABLET EXTENDED R_ELEASE 24 HOUR 18.2 3/4

MG, 36.3 MG, 54.5 MG, 72.6 MG (gepirone hcl)

EXXUA TITRATION PACK ORAL T_ABLET EXTENDED 3/4

RELEASE 24 HOUR 18.2 MG (gepirone hcl)

mirtazapine oral tablet 15 mg, 30 mg, 45 mg, 7.5 mg

mirtazapine oral tablet dispersible 15 mg, 30 mg, 45 mg

nefazodone hcl oral tablet 100 mg, 150 mg, 200 mg, 250 mg, 1

50 mg

RALDESY ORAL SOLUTION 10 MG/ML (trazodone hcl) 3/4 PA
trazodone hcl oral tablet 100 mg, 150 mg, 300 mg, 50 mg 1
g/F;IrI:IiZI)E(IéIt_iIg(e(?]E,rA)L TABLET 10 MG, 20 MG, 5 MG 3/4 OL (1 tablet per day.)
vilazodone hcl oral tablet 10 mg, 20 mg, 40 mg 1
SUCCINIMIDES - Drugs for Seizures

CELONTIN ORAL CAPSULE 300 MG (methsuximide) 3/4
ethosuximide oral capsule 250 mg 1
ethosuximide oral solution 250 mg/5ml 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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.

162



Coverage requirements &

Prescription drug name Drug tier limits
methsuximide oral capsule 300 mg 1
ZARONTIN ORAL CAPSULE 250 MG (ethosuximide) 3/4
ZARONTIN ORAL SOLUTION 250 MG/5ML (ethosuximide) 3/4
THIOXANTHENES - Drugs for Depression & Psychosis

thiothixene oral capsule 1 mg, 10 mg, 2 mg, 5 mg 1
TRICYCLICS, OTHER NOREPI-RU INHIBITORS - Drugs for

Depression & Psychosis

amitriptyline hcl oral tablet 10 mg, 100 mg, 150 mg, 25 mg, 1

50 mg, 75 mg

amoxapine oral tablet 100 mg, 150 mg, 25 mg, 50 mg 1
chlordiazepoxide-amitriptyline oral tablet 10-25 mg, 5-12.5 1

mg

clomipramine hcl oral capsule 25 mg, 50 mg, 75 mg 1
desipramine hcl oral tablet 10 mg, 100 mg, 150 mg, 25 mg, 1

50 mg, 75 mg

doxepin hcl external cream 5 % 1 PA
doxepin hcl oral capsule 10 mg, 100 mg, 150 mg, 25 mg, 50 1

mg, 75 mg

doxepin hcl oral concentrate 10 mg/ml

doxepin hcl oral tablet 3 mg, 6 mg QL (1 tablet per day)
imipramine hcl oral tablet 10 mg, 25 mg, 50 mg

imipramine pamoate oral capsule 100 mg, 125 mg, 150 mg, 1

75 mg

NORPRAMIN ORAL TABLET 10 MG, 25 MG (desipramine 3/4

hcl)

nortriptyline hcl oral capsule 10 mg, 25 mg, 50 mg, 75 mg

nortriptyline hcl oral solution 10 mg/5ml

perphenazine-amitriptyline oral tablet 2-10 mg, 2-25 mg, 4- 1

10 mg, 4-25 mg, 4-50 mg

protriptyline hcl oral tablet 10 mg, 5 mg 1
SILENOR ORAL TABLET 3 MG, 6 MG (doxepin hcl) 3/4 QL (1 tablet per day)
trimipramine maleate oral capsule 100 mg, 25 mg, 50 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

VESICULAR MONOAMINE TRANSPORT2 INHIBITOR -
Drugs for the Nervous System

AUSTEDO ORAL TABLET 12 MG, 9 MG (deutetrabenazine) 2 PA; QL (4 tablets per day)
AUSTEDO ORAL TABLET 6 MG (deutetrabenazine) 2 PA; QL (2 tablets per day)
AUSTEDO XR ORAL TABLET EXTENDED RELEASE 24 PA: QL (30 tablets per
HOUR 12 MG, 18 MG, 30 MG, 36 MG, 42 MG, 48 MG, 6 MG 2 ’ P

) month.)
(deutetrabenazine)
AUSTEDO XR ORAL TABLET EXTENDED RELEASE 24 5 PA; QL (30 Tablets per
HOUR 24 MG (deutetrabenazine) month.)
AUSTEDO XR PATIENT TITRATION ORAL TABLET . .
EXTENDED RELEASE THERAPY PACK 12 & 18 & 24 & 30 2 PeAa’lr?" (1 kit (28 tablets) per
MG (deutetrabenazine) year.
INGREZZA ORAL CAPSULE 40 MG, 80 MG (valbenazine 5 PA: QL (1 capsule per day)
tosylate)
INGREZZA ORAL CAPSULE 60 MG (valbenazine tosylate) 2 PA; QL (1 capsule per day.)
INGREZZA ORAL CAPSULE SPRINKLE 40 MG (valbenazine 5 PA; QL (30 tablets per
tosylate) month.)
INGREZZA ORAL CAPSULE SPRINKLE 60 MG, 80 MG 5 PA; QL (30 capsules per
(valbenazine tosylate) month.)
INGREZZA ORAL CAPSULE THERAPY PACK 40 & 80 MG 5 PA; QL (1 kit (28 tablets) per
(valbenazine tosylate) year.)
tetrabenazine oral tablet 12.5 mg, 25 mg 1 PA; SP; SMCS
WAKEFULNESS-PROMOTING AGENTS - Drugs for the
Nervous System
armodafinil oral tablet 150 mg, 250 mg 1 QL (1 tablet per day)
armodafinil oral tablet 200 mg 1 QL (1 tablet per day.)
armodafinil oral tablet 50 mg 1 QL (2 tablets per day.)
diclofenac sodium oral tablet delayed release 75 mg 1
LUMRYZ ORAL PACKET 4.5 GM, 6 GM, 7.5 GM, 9 GM ,
(sodium oxybate) 3/4 PA; QL (1 packet per day.)
LUMRYZ STARTER PACK ORAL THERAPY PACK 45 &6 & PA; QL (1 box (28 packets)

. 3/4

7.5 GM (sodium oxybate) per year.)
modafinil oral tablet 100 mg, 200 mg 1 QL (3 tablets per day.)
sodium oxybate oral solution 500 mg/ml 3/4 g’:/l;CQSL (18 ml per day.); SP;

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
SUNOSI ORAL TABLET 150 MG, 75 MG (solriamfetol hcl) 2 PA; QL (1 tablet per day.)
WAKIX ORAL TABLET 17.8 MG, 4.45 MG (pitolisant hcl) 3/4 PA; QL (2 tablets per day.)
DENTAL AGENTS
NUTRITIONAL SUPPLEMENTS
DAVIMET-FLUORIDE ORAL TABLET CHEWABLE 0.75 MG 3/4
(pediatric multivitamins-fl)
DENTA 5000 PLUS DENTAL CREAM 1.1 % (sodium fluoride) 3/4
DENTAGEL DENTAL GEL 1.1 % 3/4
EASYGEL DENTAL GEL 0.4 % (stannous fluoride) 3
FLORIVA ORAL LIQUID 0.25-400 MG-UNIT/ML (sodium 3
fluoride-vitamin d)
FLORIVA PLUS ORAL SUSPENSION 0.25 MG/ML (pediatric 3/4
multivitamins-fl)
FLOTREX ORAL TABLET CHEWABLE 0.25 MG, 0.5 MG

o . ) 3/4
(pediatric multivitamins-fl)
FLOTREX ORAL TABLET CHEWABLE 1 MG (pediatric 3
multivitamins-fl)
FLUORIDEX DAILY RENEWAL MOUTH/THROAT 3
CONCENTRATE 0.63 % (stannous fluoride)
multivitamin w/fluoride oral tablet chewable 0.25 mg, 0.5 1
mg, 1 mg
multivitamin/fluoride oral suspension 0.25 mg/ml 1
multi-vitamin/fluoride oral suspension 0.25 mg/ml, 0.5 1
mg/ml
multivitamin/fluoride oral tablet chewable 0.25 mg, 0.5 mg, 1
1 mg
POLY-VI-FLOR ORAL SUSPENSION 0.25 MG/ML (pediatric 3/4
multivitamins-fl)
POLY-VI-FLOR ORAL TABLET CHEWABLE 0.25 MG, 0.5 MG, 3/4
1 MG (pediatric multivitamins-fl)
PREVIDENT 5000 DRY MOUTH DENTAL GEL 1.1 % (sodium 3/4
fluoride)
PREVIDENT 5000 PLUS DENTAL CREAM 1.1 % (sodium 3/4
fluoride)
PREVIDENT DENTAL GEL 1.1 % (sodium fluoride) 3/4

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

PREVIDENT MOUTH/THROAT SOLUTION 0.2 % (sodium
fluoride)

w

sf 5000 plus dental cream 1.1 %

sf dental gel 1.1 %

sodium fluoride 5000 plus dental cream 1.1 %

sodium fluoride 5000 ppm dental gel 1.1 %

sodium fluoride dental cream 1.1 %

sodium fluoride dental gel 1.1 %

sodium fluoride mouth/throat solution 0.2 %

sodium fluoride oral solution 1.1 (0.5 f) mg/ml

RPlRrR R R RPR Rk

sodium fluoride oral tablet 1.1 (0.5 f) mg, 2.2 (1 f) mg

sodium fluoride oral tablet chewable 0.55 (0.25f) mg, 1.1
(0.5f)mg, 2.2 (1 f) mg

=
T

TRI-VI-FLOR ORAL SUSPENSION 0.25 MG/ML (pediatric
multivitamins-fl)

TRI-VI-FLORO ORAL SUSPENSION 0.25 MG/ML, 0.5 MG/ML 3

TRI-VITAMIN WITH FLUORIDE ORAL SUSPENSION 0.25

MG/ML 3/4

tri-vite/fluoride oral solution 0.25 mg/ml, 0.5 mg/ml 1

DENTAL AGENTS - Oral Care

DENTAL AGENTS - Oral Care

CLINPRO 5000 DENTAL PASTE 1.1 % (sodium fluoride) 3
DAVIMET-FLUORIDE ORAL TABLET CHEWABLE 0.75 MG 3/4
(pediatric multivitamins-fl)

DENTA 5000 PLUS DENTAL CREAM 1.1 % (sodium fluoride) 3/4
DENTA 5000 PLUS SENSITIVE DENTAL GEL 1.1-5% 3
DENTAGEL DENTAL GEL 1.1 % 3/4
EASYGEL DENTAL GEL 0.4 % (stannous fluoride) 3
FLORIVA ORAL LIQUID 0.25-400 MG-UNIT/ML (sodium 3
fluoride-vitamin d)

FLORIVA PLUS ORAL SUSPENSION 0.25 MG/ML (pediatric 3/4
multivitamins-fl)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
FLOTREX ORAL TABLET CHEWABLE 0.25 MG, 0.5 MG 3/4
(pediatric multivitamins-fl)

FLOTREX ORAL TABLET CHEWABLE 1 MG (pediatric 3
multivitamins-fl)

FLUORIDEX DAILY RENEWAL MOUTH/THROAT 3
CONCENTRATE 0.63 % (stannous fluoride)

FLUORIDEX DENTAL PASTE 1.1 % (sodium fluoride) 3
FLUORIDEX ENHANCED WHITENING DENTAL PASTE 1.1 % 3
(sodium fluoride)

FLUORIMAX 5000 DENTAL PASTE 1.1 % (sodium fluoride) 3
FLUORIMAX 5000 SENSITIVE DENTAL GEL 1.1-5 % (sod 3
fluoride-potassium nitrate)

JUST RIGHT 5000 DENTAL PASTE 1.1 % (sodium fluoride) 3
multivitamin w/fluoride oral tablet chewable 0.25 mg, 0.5 1
mg, 1 mg

multivitamin/fluoride oral suspension 0.25 mg/ml 1
multi-vitamin/fluoride oral suspension 0.25 mg/ml, 0.5 1
mg/ml

multivitamin/fluoride oral tablet chewable 0.25 mg, 0.5 mg, 1
1 mg

POLY-VI-FLOR ORAL SUSPENSION 0.25 MG/ML (pediatric 3/4
multivitamins-fl)

POLY-VI-FLOR ORAL TABLET CHEWABLE 0.25 MG, 0.5 MG, 3/4
1 MG (pediatric multivitamins-fl)

PREVIDENT 5000 BOOSTER PLUS DENTAL PASTE 1.1 % 3
(sodium fluoride)

PREVIDENT 5000 DRY MOUTH DENTAL GEL 1.1 % (sodium 3/4
fluoride)

PREVIDENT 5000 ENAMEL PROTECT DENTAL GEL 1.1-5% 3
(sod fluoride-potassium nitrate)

PREVIDENT 5000 KIDS DENTAL PASTE 1.1 % (sodium 3
fluoride)

PREVIDENT 5000 ORTHO DEFENSE DENTAL PASTE 1.1 % 3
(sodium fluoride)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

PREVIDENT 5000 PLUS DENTAL CREAM 1.1 % (sodium
fluoride)

PREVIDENT 5000 SENSITIVE DENTAL GEL 1.1-5 % (sod
fluoride-potassium nitrate)

PREVIDENT DENTAL GEL 1.1 % (sodium fluoride) 3/4

PREVIDENT MOUTH/THROAT SOLUTION 0.2 % (sodium
fluoride)

3/4

sf 5000 plus dental cream 1.1 %
sf dental gel 1.1 %
sod fluoride-potassium nitrate dental gel 1.1-5 %

sodium fluoride 5000 enamel dental gel 1.1-5 %

sodium fluoride 5000 plus dental cream 1.1 %

sodium fluoride 5000 ppm dental gel 1.1 %

sodium fluoride 5000 ppm dental paste 1.1 %

sodium fluoride 5000 sensitive dental gel 1.1-5 %

sodium fluoride dental cream 1.1 %

sodium fluoride dental gel 1.1 %

sodium fluoride mouth/throat solution 0.2 %

sodium fluoride oral solution 1.1 (0.5 f) mg/ml

sodium fluoride oral tablet 1.1 (0.5 f) mg, 2.2 (1 f) mg
sodium fluoride oral tablet chewable 0.55 (0.25f) mg, 1.1
(0.5f)mg, 2.2 (1 f) mg

TRI-VI-FLOR ORAL SUSPENSION 0.25 MG/ML (pediatric
multivitamins-fl)

TRI-VI-FLORO ORAL SUSPENSION 0.25 MG/ML, 0.5 MG/ML 3

TRI-VITAMIN WITH FLUORIDE ORAL SUSPENSION 0.25
MG/ML

tri-vite/fluoride oral solution 0.25 mg/ml, 0.5 mg/ml 1
DEVICES - Medical Supplies and Durable Medical

Equipment

DEVICES - Medical Supplies and Durable Medical

Equipment

ACCU-CHEK AVIVA IN VITRO SOLUTION (blood glucose
calibration)

RPlRr R R RPRIRRRRRPRIRPIRR

=
T

3/4

1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
ACCU-CHEK FASTCLIX LANCET KIT KIT (lancets misc.) 1
ACCU-CHEK GUIDE CONTROL IN VITRO LIQUID (blood 3
glucose calibration)
ACCU-CHEK GUIDE KIT W/DEVICE (blood glucose 5
monitoring suppl)
ACCU-CHEK GUIDE ME KIT W/DEVICE (blood glucose >
monitoring suppl)
ACCU-CHEK SMARTVIEW CONTROL IN VITRO LIQUID 1
(blood glucose calibration)
ACCU-CHEK SOFTCLIX LANCET DEVICE KIT KIT (lancets 1
misc.)
ADVANTAGE SAFETY LANCETS 28G 3
ADVOCATE SAFETY LANCETS 21G (lancets) 3
ADVOCATE SAFETY LANCETS 23G (lancets) 3
ADVOCATE SAFETY LANCETS 28G (lancets) 3
AEROCHAMBER HOLDING CHAMBER DEVICE

. 2 SM
(spacer/aero-holding chambers)
AEROCHAMBER PLS FLOVU MTHPIECE DEVICE

. 2 SM
(spacer/aero-holding chambers)
AEROCHAMBER PLUS FLO-VU INTERM DEVICE

. 2 SM
(spacer/aero-holding chambers)
AEROCHAMBER PLUS FLO-VU LARGE DEVICE

. 2 SM
(spacer/aero-holding chambers)
AEROCHAMBER PLUS FLO-VU MEDIUM DEVICE

. 2 SM
(spacer/aero-holding chambers)
AEROCHAMBER PLUS FLO-VU SMALL DEVICE

. 2 SM
(spacer/aero-holding chambers)
AEROCHAMBER2GO ANTI-STATIC DEVICE (spacer/aero-

) 2 SM

holding chambers)
ALCOHOL PREP PADS SHEET 70 % 3
AQ INSULIN SYRINGE 29G X 1/2" 1 ML, 30G X 5/16" 0.5 ML, .
31G X 5/16" 1 ML 2 QL (10 syringes per day.)
AQINJECT PEN NEEDLE 31G X5 MM, 32G X4 MM 2 QL (10 pen needles per day.)
ASSURE CONTROL SOLUTION 2/3 IN VITRO LIQUID (blood >

glucose calibration)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

ASSURE ID DUO PRO PEN NEEDLES 31G X 5 MM (insulin

limits

pen needle) 2 QL (10 pen needles per day.)
ASSURE ID PRO PEN NEEDLES 30G X 5 MM (insulin pen 5 QL (10 pen needles per day.)
needle)

AUM INSULIN SAFETY PEN NEEDLE 31G X 4 MM 2 QL (10 pen needles per day.)
AUM MINI INSULIN PEN NEEDLE 32G X4 MM , 32G X5 MM,

32G X6 MM, 32G X8 MM, 33G X4 MM, 33G X5 MM, 33G 2 QL (10 pen needles per day.)
X6 MM

AUM PEN NEEDLE 32G X5 MM, 33G X4 MM, 33G X5 MM,

33G X 6 MM 2 QL (10 pen needles per day.)
AUM READYGARD DUO PEN NEEDLE 32G X 4 MM (insulin > QL (10 pen needles per day.)
pen needle)

AUM _SAFETY PEN NEEDLE 31G X4 MM, 31G X 5 MM > QL (10 pen needles per day.)
(insulin pen needle)

AUTOLET LANCING DEVICE (lancet devices) 3

AUTOLET LITE LANCING DEVICE (lancet devices) 3

BD AUTOSHIELD DUO PEN NEEDLES 30G X 5 MM (insulin > QL (10 pen needles per day.)
pen needle)

BD BLUNT FILL NEEDLE 18G X 1" (needle (disp)) 2

BD ECLIPSE LUER-LOK NEEDLE 30G X 1/2" (needle (disp)) 2

BD ECLIPSE NEEDLE 18G X 1-1/2",23G X 1", 25G X 1-1/2", >

25G X 5/8" (needle (disp))

BD PEN NEEDLE MICRO ULTRAFINE 32G X 6 MM (insulin > QL (10 pen needles per day.)
pen needle)

BD PEN NEEDLE MINI ULTRAFINE 31G X 5 MM (insulin pen > QL (10 pen needles per day.)
needle)

BD PEN NEEDLE NANO ULTRAFINE 32G X 4 MM (insulin > QL (10 pen needles per day.)
pen needle)

BD PEN NEEDLE ORIG ULTRAFINE 29G X 12.7MM (insulin > QL (10 pen needles per day.)
pen needle)

BD PEN NEEDLE SHORT ULTRAFINE 31G X 8 MM (insulin > QL (10 pen needles per day.)
pen needle)

BD SAFETYGLIDE NEEDLE 23G X 1-1/2" (needle (disp)) 2

BD SHARPS COLLECTOR (sharps container) 3

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

BD ULTRA-FINE INSULIN SYRINGES 29G X 1/2" 0.3 ML, 30G
X 1/2" 0.3 ML, 30G X 1/2" 0.5 ML, 30G X 1/2" 1 ML, 31G X

limits

15/64" 0.3 ML, 31G X 5/16" 0.3 ML, 31G X 5/16" 0.5 ML, 31G X 2 QL (10 syringes per day.)
5/16" 1 ML (insulin syringe-needle u-100)

BD ULTRA-FINE INSULIN SYRINGES 31G X 6MM 0.5 ML > QL (10 syringes per day.)
(insulin syringe/needle u-500) yringes p y
BD ULTRA-FINE PEN NEEDLES 32G X 4 MM (insulin pen > QL (10 pen needles per day.)
needle) P P Y
BD VEO INSULIN SYR ULTRAFINE 31G X 15/64" 0.3 ML, 31G

X 15/64" 0.5 ML, 31G X 15/64" 1 ML (insulin syringe-needle 2 QL (10 syringes per day.)
u-100)

BIGFOOT UNITY PROGRAM KIT (blood glucose monitoring 3

suppl)

BREATHE COMFORT CHAMBER/ADULT DEVICE 2 SM

BREATHE COMFORT CHAMBER/CHILD DEVICE 2 SM

CAREPOINT POLY HUB NEEDLE 18G X 1", 20G X 1", 21G X >

1",22G X 1",23G X 1", 25G X 1", 25G X 1-1/2", 25G X 5/8"

CAREPOINT POLY HUB NEEDLE 21G X 1-1/2" 2

CAREPOINT POLY HUB NEEDLE 22G X 1-1/2" 2

CAREPOINT POLY HUB NEEDLE 27G X 1/2" 2

CAREPOINT PRECISION POLY HUB 23G X 1" (needle (disp)) 2

CAREPOINT PRECISION POLY HUB 25G X 5/8" 2

CAREPOINT SAFETY 1ST NEEDLE 23G X 1", 23G X 1-1/2", >

25G X 1", 25G X 1-1/2", 25G X 5/8"

CARESENS CONTROL SOLUTION A/B IN VITRO SOLUTION >

(blood glucose calibration)

CARESENS LANCETS 30G (lancets) 3

CARESENS S CONTROL SOLN A/B IN VITRO LIQUID (blood 3

glucose calibration)

CARETOUCH CONTROL SOL LEVEL 2 IN VITRO LIQUID 3

(blood glucose calibration)

CARETOUCH HYPODERMIC NEEDLE 22G X 1", 27G X 1- >

1/2" (needle (disp))

CARETOUCH LANCING/EJECTOR (lancet devices) 3

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

CEQUR SIMPLICITY 2U DEVICE (injection device for 3

insulin)

CHEMSTRIP BG LOG BOOK (blood glucose monitoring 1

suppl)

CHOSEN LANCETS 30G (lancets) 3

CHOSEN LANCING DEVICE (lancet devices) 3

CHOSEN SAFETY LANCETS 28G (lancets) 3

CLEVER CHOICE COMFORT EZ (lancets) 3

COMFORT EZ PRO PEN NEEDLES 30G X8 MM , 31G X 4 > QL (10 pen needles per day.)
MM , 31G X 5 MM (insulin pen needle) P perday.
COMFORT TOUCH TWIST LANCET 30G (lancets) 3

CONTOUR CONTROL IN VITRO LIQUID HIGH (blood 3

glucose calibration)

CONTOUR CONTROL IN VITRO LIQUID LOW , NORMAL >

(blood glucose calibration)

CONTOUR NEXT CONTROL IN VITRO SOLUTION LOW , >

NORMAL (blood glucose calibration)

CONTOUR NEXT EZ KIT W/DEVICE (blood glucose 1

monitoring suppl)

CONTOUR NEXT GEN MONITOR KIT W/DEVICE (blood 1

glucose monitoring suppl)

CONTOUR NEXT MONITOR KIT W/DEVICE (blood glucose 1

monitoring suppl)

CONTOUR NEXT ONE KIT (blood glucose monitoring 1

suppl)

CONTOUR NEXT ONE KIT W/DEVICE (blood glucose 1 SM

monitoring suppl)

CONTOUR PLUS BLUE KIT W/DEVICE (blood glucose 1

monitoring suppl)

CONTOUR PLUS CONTROL SOLUTION IN VITRO LIQUID >

(blood glucose calibration)

DEXCOM G6 RECEIVER DEVICE (continuous glucose 3 PA; QL (1 kit per 999 days.);
receiver) SM

DEXCOM G6 SENSOR (continuous glucose sensor) 3 PA; QL (3 sensors per

month.); SM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

DEXCOM G6 TRANSMITTER (continuous glucose

limits
PA; QL (Benefit maximum
quantity 1 transmitter per 3

needle)

transmitter) 3 months for Dexcom G6
Transmitter.); SM

DEXCOM G7 15 DAY SENSOR (continuous glucose sensor) 3 PA; QL _(2 SENSOTS per
month.); SM

DEXCOM G7 RECEIVER DEVICE (continuous glucose 3 PA; QL (1 kit per 999 days.);

receiver) SM

DEXCOM G7 SENSOR (continuous glucose sensor) 3 PA; QL _(3 SENSors per
month.); SM

DIABETES MONITOR DIGIT ADD-ON KIT 3

DIABETES MONITOR DIGIT SOLN KIT 3

DROPLET MICRON 34G X 3.5 MM (insulin pen needle) 2 QL (10 pen needles per day.)

DROPSAFE ACTI-LANCE 23G (lancets) 3

DROPSAFE AUTOPROTECT DUO 31G X4 MM, 31G X5 MM > QL (10 pen needles per day.)

, 31G X 8 MM (insulin pen needle) P P Y

DROPSAFE MEDLANCE LANCET 30G (lancets) 3

DROPSAFE SAFETY SYRINGE/NEEDLE 29G X 1/2" 1 ML,

31G X 15/64" 0.3 ML, 31G X 15/64" 0.5 ML, 31G X 15/64" 1 > QL (10 syringes per day.)

ML, 31G X 5/16" 0.3 ML, 31G X 5/16" 0.5 ML, 31G X 5/16" 1 yringes per day.

ML (insulin syringe-needle u-100)

DROPSAFE SICURA 25G X 1", 25G X 5/8" (needle (disp)) 2

EASIVENT (spacer/aero-holding chambers) 2 SM

EASY COMFORT SHARPS CONTAINER 3

EASY TOUCH HEALTHPRO HIGH/LOW IN VITRO LIQUID 3

(blood glucose calibration)

EASYMAX 15 LEVEL 2-3 CONTROL IN VITRO LIQUID (blood 3

glucose calibration)

EASYMAX CONTROL IN VITRO SOLUTION NORMAL (blood 3

glucose calibration)

EASYMAX CONTROL NORMAL/HIGH IN VITRO LIQUID 3

(blood glucose calibration)

EMBECTA AUTOSHIELD DUO 30G X 5 MM (insulin pen 5 QL (10 pen needles per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

EMBECTA INS SYR U/F 1/2 UNIT 31G X 15/64" 0.3 ML, 31G X

limits

5/16" 0.3 ML (insulin syringe-needle u-100) 2 QL (10 syringes per day.)
EMBECTA INSULIN SYR ULTRAFINE 30G X 1/2" 0.3 ML, 30G
X 1/2" 0.5 ML, 30G X 1/2" 1 ML, 31G X 15/64" 0.3 ML, 31G X
15/64" 0.5 ML, 31G X 15/64" 1 ML, 31G X 5/16" 0.3 ML, 31G X 2 QL (10 syringes per day.)
5/16" 0.5 ML, 31G X 5/16" 1 ML (insulin syringe-needle u-
100)
EMBECTA INSULIN SYRINGE 28G X 1/2" 0.5 ML, 28G X 1/2" > QL (10 syringes per day.)
1 ML (insulin syringe-needle u-100) yringes p Y
EMBECTA INSULIN SYRINGE U-100 27G X 5/8" 1 ML (insulin > QL (10 syringes per day.)
syringe-needle u-100) yrnges p Y
EMBECTA INSULIN SYRINGE U-500 31G X 6MM 0.5 ML > QL (10 syringes per day.)
(insulin syringe/needle u-500) yrnges p Y
EMBECTA PEN NEEDLE NANO 2 GEN 32G X 4 MM (insulin > QL (10 pen needles per day.)
pen needle)
EMBECTA PEN NEEDLE NANO 32G X 4 MM (insulin pen 5 QL (10 pen needles per day.)
needle)
EMBECTA PEN NEEDLE ULTRAFINE 29G X 12.7MM , 31G X > QL (10 pen needles per day.)
5MM , 31G X 8 MM , 32G X 6 MM (insulin pen needle) P perday.
EMBRACE PEN NEEDLES 30G X5 MM, 30G X 8 MM, 31G X > QL (10 pen needles per day.)
6 MM, 31G X8 MM, 32G X 4 MM (insulin pen needle) P P Y
EMBRACE WAVE GLUCOSE CONTROL IN VITRO LIQUID >
HIGH (blood glucose calibration)
ENLITE GLUCOSE SENSOR (continuous glucose sensor) 3 PA; SM
FLEXICHAMBER ADULT MASK/SMALL (spacer/aero-hold

2 SM
chamber mask)
FLEXICHAMBER CHILD MASK/LARGE (spacer/aero-hold

2 SM
chamber mask)
FLEXICHAMBER CHILD MASK/SMALL (spacer/aero-hold

2 SM
chamber mask)
FLEXICHAMBER DEVICE (spacer/aero-holding chambers) 2 SM
FONDCIRCLE CONTROL SOLUTION IN VITRO LIQUID >
NORMAL
FONDCIRCLE LANCING DEVICE 3
FONDCIRCLE SINGLE USE LANCETS 3

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

FORA TEST N' GO ADVANCE DEVICE (blood 3

glucose/ketone monitor)

FREESTYLE LIBRE 14 DAY READER DEVICE (continuous 3 PA; QL (1 receiver per 999

glucose receiver) days.); SM

FREESTYLE LIBRE 14 DAY SENSOR (continuous glucose 3 PA; QL (2 sensors per 21

sensor) days.); SM

FREESTYLE LIBRE 2 PLUS SENSOR (continuous glucose 3 PA; QL (2 sensors per

sensor) month.); SM

FREESTYLE LIBRE 2 READER DEVICE (continuous glucose 3 PA; QL (1 receiver per 999

receiver) days.); SM

FREESTYLE LIBRE 2 SENSOR (continuous glucose sensor) 3 PA; QI_‘ (2 sensors per 21
days.); SM

FREESTYLE LIBRE 3 PLUS SENSOR (continuous glucose 3 PA; QL (2 sensors per

sensor) month.); SM

FREESTYLE LIBRE 3 READER DEVICE (continuous glucose 3 PA; QL (1 reader per 999

receiver) days.); SM

FREESTYLE LIBRE 3 SENSOR (continuous glucose sensor) 3 PA; QI_‘ (2 sensors per 21
days.); SM

GUARDIAN 4 GLUCOSE SENSOR (continuous glucose 3 PA; QL (5 sensors per

sensor) month.); SM

GUARDIAN 4 TRANSMITTER (continuous glucose 3 PA; QL (1 transmitter kit per

transmitter) year.); SM

GUARDIAN REAL-TIME CHARGER (continuous glucose 3 SM

monitor sup)

GUARDIAN REAL-TIME TEST PLUG (continuous glucose 3 SM

monitor sup)

GUARDIAN SENSOR 3 3 PA; QL (5 sensors per 24
days.); SM

HAN-EASE (injection device) 3

IHEALTH CONTROL SOLUTION IN VITRO LIQUID (blood 3

glucose calibration)

IHEALTH LANCING DEVICE (lancet devices) 3

INPEN 100-BLUE-LILLY-HUMALOG DEVICE (injection device 3

for insulin)

INPEN 100-BLUE-NOVOLOG-FIASP DEVICE (injection 3

device for insulin)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

INPEN 100-GREY-LILLY-HUMALOG DEVICE (injection 3

device for insulin)

INPEN 100-GREY-NOVOLOG-FIASP DEVICE (injection 3

device for insulin)

INPEN 100-PINK-LILLY-HUMALOG DEVICE (injection device 3

for insulin)

INPEN 100-PINK-NOVOLOG-FIASP DEVICE (injection device 3

for insulin)

INSPIREASE RESERVOIR BAGS (spacer/aero-hold chamber 5 SM

bags)

INSULIN PEN NEEDLES 29G X 10MM , 29G X 12.7MM , 29G

X 12MM , 29G X 8MM , 31G X4 MM, 32G X4 MM, 32G X 5 > QL (10 pen needles per day.)
MM , 32G X 6 MM , 32G X 8 MM , 33G X 4 MM, 33G X 5 MM, P beraay:
33G X 6 MM (insulin pen needle)

INSULIN PEN NEEDLES 29G X 4MM , 29G X 5MM , 30G X 5 > QL (10 pen needles per day.)
MM , 30G X 8 MM , 31G X 5 MM , 31G X 6 MM , 31G X 8 MM P per day.
INSULIN SYRINGES 27G X 1/2" 0.5 ML, 27G X 1/2" 1 ML, 29G

X 1/2" 0.5 ML, 29G X 1/2" 1 ML, 29G X 5/16" 0.5 ML, 29G X > QL (10 syringes per day.)
5/16" 1 ML, 30G X 1/2" 1 ML, 30G X 5/16" 0.5 ML, 31G X 1/2" yringes per day-
0.3 ML, 31G X 5/16" 0.5 ML, 31G X 5/16" 1 ML

INSULIN SYRINGES 28G X 1/2" 0.5 ML, 28G X 1/2" 1 ML, 29G

X 1/2" 0.3 ML, 30G X 1/2" 0.3 ML, 30G X 1/2" 0.5 ML, 30G X

5/16" 0.3 ML, 30G X 5/16" 1 ML, 31G X 15/64" 0.3 ML, 31G X 2 QL (10 syringes per day.)
15/64" 0.5 ML, 31G X 15/64" 1 ML, 31G X 5/16" 0.3 ML, 32G X

5/16" 1 ML (insulin syringe-needle u-100)

INSUPEN32G EXTR3ME 32G X 6 MM (insulin pen needle) 2 QL (10 pen needles per day.)
KT TAPE CGM PATCH (continuous glucose monitor sup) 3 SM

LANCETS (lancets) 1

LANCETS 3

LANCETS 28G THIN 3

LANCETS SUPER THIN (lancets) 3

MICROLET NEXT LANCETS (lancets) 3

MICROLET NEXT LANCING DEVICE (lancet devices) 3

MINIMED INSTINCT GLUC SENSOR (continuous glucose 3 PA; QL (2 sensors per
sensor) month.); SM

MOBILE LANCETS 30G 3

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
NORDIPEN 5 INJECTION DEVICE (injection device) 3
NOVOFINE PEN NEEDLE 32G X 6 MM (insulin pen needle) 2 QL (10 pen needles per day.)
NOVOFINE PLUS PEN NEEDLE 32G X 4 MM (insulin pen 5 QL (10 pen needles per day.)
needle)
NOVOPEN ECHO DEVICE (injection device for insulin) 3
QMNIPOD 5 DEXG7G6 INTRO GEN 5 KIT (insulin > PA: QL (1 kit per 180 days.)
disposable pump)
OMNIPOD 5 DEXG7G6 PODS GEN 5 (insulin disposable 5 PA; QL (10 pods (2 boxes)
pump) per copay.)
OMNIPOD 5 DEXG7G6 PODS GEN 5 (insulin disposable 5 PA; QL (10 Pods (2 Boxes)
pump) per perscription.)
QMNIPOD 5 LIBRE2 G6 INTRO GENS5 KIT (insulin > PA: QL (1 kit per 2 years.)
disposable pump)
OMNIPOD 5 LIBRE2 PLUS G6 PODS (insulin disposable 5 PA
pump)
ONETOUCH DELICA PLUS LANCING (lancet devices)
ONETOUCH DELICA SAFETY LANCING (lancets)
ONETOUCH ULTRA IN VITRO LIQUID (blood glucose 1
calibration)
ONETOUCH VERIO IN VITRO LIQUID HIGH (blood glucose 1
calibration)
PARI VORTEX ADULT MASK (spacer/aero-hold chamber 5 SM
mask)
PARI VORTEX PEDIATRIC MASK (spacer/aero-hold
2 SM
chamber mask)
PEN NEEDLE/5-BEVEL TIP 31G X 8 MM , 32G X 4 MM 2 QL (10 pen needles per day.)
PERFECT POINT SAFETY LANCETS (lancets) 3
PERFECT POINT SAFETY NEEDLE 25G X 1" (needle (disp)) 2
PIP GLUCOSE CONTROL SOLUTION IN VITRO LIQUID 3
(blood glucose calibration)
PURE COMFORT SAFETY LANCET 30G 3
PURE COMFORT SAFETY PEN NEEDLE 31G X5 MM, 31G > QL (10 pen needles per day.)

X6 MM, 32G X4 MM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

QUICK TOUCH INSULIN PEN NEEDLE 29G X 12.7MM , 31G
X4MM,31GX5MM, 31G X6 MM, 31G X8 MM, 32G X 4

limits

glucose calibration)

MM, 32G X 5 MM , 32G X 6 MM , 32G X 8 MM , 33G X 4 MM , 2 QL (10 pen needles per day.)
33G X5MM, 33G X6 MM, 33G X 8 MM (insulin pen needle)

RAYA SURE PEN NEEDLE 29G X 12MM , 31G X 4 MM, 31G > QL (10 pen needles per day.)
X5MM, 31G X 6 MM , 31G X 8 MM P per day.
SAFETY PEN NEEDLES 30G X 5 MM, 30G X 8 MM 2 QL (10 pen needles per day.)
SENSILANCE SAFETY LANCETS 21G (lancets) 3

SENSILANCE SAFETY LANCETS 26G (lancets) 3

SENSILANCE SAFETY LANCETS 28G (lancets) 3

SHARPS COLLECTOR 3

SHARPS CONTAINER 3

SIMPLERA SYNC SENSOR (continuous glucose sensor) 3 PA; SM

TECHLITE LANCETS 26G (lancets) 3

TECHLITE PLUS PEN NEEDLES 32G X 4 MM (insulin pen > QL (10 pen needles per day.)
needle)

TRUE COMFORT SAFETY PEN NEEDLE 31G X5 MM, 31G X > QL (10 pen needles per day.)
6 MM , 32G X 4 MM P per day.
TRUE METRIX LEVEL 1 IN VITRO SOLUTION LOW (blood >

glucose calibration)

TRUE METRIX LEVEL 2 IN VITRO SOLUTION NORMAL >

(blood glucose calibration)

TRUE METRIX LEVEL 3 IN VITRO SOLUTION HIGH (blood 5

glucose calibration)

TWIIST REFILL KIT KIT (insulin disposable pump) 2 PA

TWIIST REFILL KIT/INFUSION SET KIT (insulin disposable > PA

pump)

TWIIST STARTER KIT KIT (insulin disposable pump) 2 PA; QL (1 kit per 730 days.)
ULTRA-CARE SAFETY LANCETS 30G 3

l_JNIFI!\IE OTC PEN NEEDLES 31G X5 MM, 32G X4 MM > QL (10 pen needles per day.)
(insulin pen needle)

UNIFINE PROTECT PEN NEEDLE 30G X5 MM, 30G X 8 MM > QL (10 pen needles per day.)
, 32G X 4 MM (insulin pen needle) P P Y
UNISTRIP CONTROL IN VITRO SOLUTION LOW (blood 3

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

VERIFINE INSULIN PEN NEEDLE 29G X 12MM , 31G X 5 MM
,31G X8 MM, 32G X4 MM, 32G X 6 MM (insulin pen 2 QL (10 pen needles per day.)
needle)

VERIFINE INSULIN SYRINGE 28G X 1/2" 1 ML, 29G X 1/2" 0.5
ML, 29G X 1/2" 1 ML, 30G X 1/2" 1 ML, 30G X 5/16" 0.5 ML,
30G X 5/16" 1 ML, 31G X 5/16" 0.3 ML, 31G X 5/16" 0.5 ML,
31G X 5/16" 1 ML (insulin syringe-needle u-100)

2 QL (10 syringes per day.)

VERIFINE PLUS PEN NEEDLE 31G X5 MM, 31G X8 MM,

32G X 4 MM (insulin pen needle) 2 QL (10 pen needles per day.)

VERIFINE SAFE LANCET MINI 21G (lancets)

VERIFINE SAFE LANCET MINI 23G (lancets)

VERIFINE SAFE LANCET MINI 28G (lancets)

VERIFINE SAFE LANCET MINI 30G (lancets)

Wl W[ Wl w| w

VERIFINE SHARPS CONTAINER (sharps container)

VERISAFE SAFETY STERILE NEEDLE 23G X 1-1/2", 25G X
1" (needle (disp))

VIVAGUARD INO CONTROL SOLUTION LIQUID IN VITRO
(blood glucose calibration)

VIVAGUARD INO CONTROL SOLUTION LIQUID IN VITRO
(blood glucose calibration)

VIVAGUARD LANCETS 30G (lancets) 3

VIVAGUARD LANCING DEVICE (lancet devices) 3

VIVAGUARD SAFETY LANCETS 28G (lancets) 3

VORTEX VALVE CHAMBER-PEDI MASK DEVICE

(spacer/aero-holding chambers) 2 SM

VORTEX VALVED HOLDING CHAMBER DEVICE
(spacer/aero-holding chambers)

DIAGNOSTIC AGENTS

ADRENOCORTICAL INSUFFICIENCY

PA; QL (10.5 mL (21
3/4 injectors) per treatment
course.); SP; SMCS

ACTHAR GEL SUBCUTANEOUS PEN-INJECTOR 40
UNIT/0.5ML (corticotropin)

PA; QL (21 mL (21 injectors)
3/4 per treatment course.); SP;
SMCS

ACTHAR GEL SUBCUTANEOUS PEN-INJECTOR 80 UNIT/ML
(corticotropin)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

limits
PA; QL (20 ml per 24 days.);

ACTHAR INJECTION GEL 80 UNIT/ML (corticotropin) 3/4 SP: SMCS
CORTROPHIN GEL SUBCUTANEOUS PREFILLED SYRINGE e,
40 UNIT/0.5ML, 80 UNIT/ML (corticotropin) 3/4 PA; SP; SMCS
CORTROPHIN INJECTION GEL 80 UNIT/ML (corticotropin) 3/4 PA; QL (20 ml per 24 days.);
SP; SMCS
CORTROSYN INJECTION SOLUTION RECONSTITUTED 0.25 3/4
MG (cosyntropin)
cosyntropin injection solution reconstituted 0.25 mg 1
CARDIAC FUNCTION
aspirin-dipyridamole er oral capsule extended release 12 1
hour 25-200 mg
dipyridamole oral tablet 25 mg, 50 mg, 75 mg 1
DIABETES MELLITUS
QL (51 strips per prescription
ACCU-CHEK GUIDE TEST IN VITRO STRIP (glucose blood) 2 without history 204 strips per
prescription with history.)
QL (51 strips per prescription
CONTOUR NEXT TEST IN VITRO STRIP (glucose blood) 1 without history 204 strips per
prescription with history.)
QL (51 strips per prescription
CONTOUR PLUS TEST IN VITRO STRIP (glucose blood) 1 without history 204 strips per
prescription with history.)
FORA TEST N'GO ADV-VOICE-6 CON IN VITRO STRIP
3
(ketone blood test)
RELION GLUCOSE TEST STRIPS IN VITRO STRIP (glucose QL (51 strips per prescription
g 3/4 without history 204 strips per
blood) L L
prescription with history.)
KETONES
CHEMSTRIP K IN VITRO STRIP (acetone (urine) test) 2
KETOSTIX IN VITRO STRIP (acetone (urine) test) 2
PHEOCHROMOCYTOMA
metyrosine oral capsule 250 mg 1 PA
PITUITARY FUNCTION
METOPIRONE ORAL CAPSULE 250 MG (metyrapone) 3

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

SUGAR

DIASTIX REAGENT IN VITRO STRIP (glucose urine test-
glucose ox)

URINE AND FECES CONTENTS

CHEMSTRIP UGK IN VITRO STRIP (urine glucose-ketones
test)

KETO-DIASTIX IN VITRO STRIP (urine glucose-ketones test) 3

KETONE CARE IN VITRO STRIP (urine glucose-ketones
test)

DISINFECTANTS (FOR NON-DERMATOLOGIC USE) -
Disinfectants

DISINFECTANTS (FOR NON-DERMATOLOGIC USE) -
Disinfectants

formaldehyde external solution 37 %

glutaraldehyde external solution 25 %

ELECTROLYTIC, CALORIC, AND WATER BALANCE

ACIDIFYING AGENTS

K-PHOS NO 2 ORAL TABLET 305-700 MG (pot & sod ac
phosphates)

ALKALINIZING AGENTS

cytra k crystals oral packet 3300-1002 mg 1

ORACIT ORAL SOLUTION 490-640 MG/5ML (sod citrate-
citric acid)

potassium citrate er oral tablet extended release 10 meq
(1080 mg), 15 meq (1620 mg), 5 meq (540 mQ)

potassium citrate-citric acid oral solution 1100-334 mg/5ml

sod citrate-citric acid oral solution 500-334 mg/5ml

tricitrates oral solution 550-500-334 mg/5ml

UROCIT-K 10 ORAL TABLET EXTENDED RELEASE 10 MEQ

(1080 MG) (potassium citrate) 3/4

UROCIT-K 15 ORAL TABLET EXTENDED RELEASE 15 MEQ

(1620 MG) (potassium citrate) 3/4

AMMONIA DETOXICANTS

carglumic acid oral tablet soluble 200 mg 1 PA; SP; SMCS

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

=

constulose oral solution 10 gm/15ml

enulose oral solution 10 gm/15ml

generlac oral solution 10 gm/15ml

glycerol phenylbutyrate oral liquid 1.1 gm/ml PA; QL (17.5 ml per day.)

KRISTALOSE ORAL PACKET 10 GM, 20 GM (lactulose)

lactulose encephalopathy oral solution 10 gm/15ml

lactulose oral packet 20 gm

lactulose oral solution 10 gm/15ml, 20 gm/30ml

LITHOSTAT ORAL TABLET 250 MG (acetohydroxamic acid)

sodium phenylbutyrate oral powder 3 gm/tsp PA

RPlR W R PR W R R R

sodium phenylbutyrate oral tablet 500 mg PA

CALORIC AGENTS - Drugs for Nutrition

DOJOLVI ORAL LIQUID 100 % (triheptanoin) 3/4 PA

CARBONIC ANHYDRASE INHIBITORS (40:28) - Drugs for
Water Balance

acetazolamide er oral capsule extended release 12 hour 500

mg !
acetazolamide oral tablet 125 mg, 250 mg 1
DIURETICS, MISCELLANEOUS - Drugs for Water Balance
elixophyllin oral elixir 80 mg/15ml 3
THEO-24 ORAL CAPSULE EXTENDED RELEASE 24 HOUR 3
100 MG, 200 MG, 300 MG, 400 MG (theophylline)

theophylline er oral tablet extended release 12 hour 100 1
mg, 200 mg, 300 mg, 450 mg

theophylline er oral tablet extended release 24 hour 400 1
mg, 600 mg

theophylline oral elixir 80 mg/15ml

theophylline oral solution 80 mg/15ml

LOOP DIURETICS (40:28) - Drugs for Water Balance

bumetanide oral tablet 0.5 mg, 1 mg, 2 mg 1
BUMEX ORAL TABLET 0.5 MG (bumetanide) 3
ENBUMYST NASAL SOLUTION 0.5 MG/0.1ML (bumetanide) 3/4 PA
ethacrynic acid oral tablet 25 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
furosemide oral solution 10 mg/ml, 8 mg/ml 1
furosemide oral tablet 20 mg, 40 mg, 80 mg 1

LASIX ONYU SUBCU_TANEOUS CARTRIDGE KIT 80 3/4 PA
MG/2.67ML (furosemide)

LASIX ORAL TABLET 20 MG, 40 MG, 80 MG (furosemide) 3/4
SOAANZ ORAL TABLET 40 MG (torsemide) 3/4 QL (31 tablets per month.)
torsemide oral tablet 10 mg, 100 mg, 20 mg, 5 mg 1
OSMOTIC DIURETICS (40:28) - Drugs for Water Balance

DERMACINRX UREA EXTERNAL CREAM 41 % (urea) 3/4
DERMACURE EXTERNAL CREAM 41 % (urea) 3/4

HYDRO 40 EXTERNAL FOAM 40 % (urea) 3
URAMAXIN EXTERNAL GEL 45 % (urea) 3/4

urea external cream 20 %, 40 %, 41 % 1

urea external lotion 40 % 1

OTHER ION-REMOVING AGENTS

RADIOGARDASE ORAL CAPSULE 0.5 GM (prussian blue 3
insoluble)

PHOSPHATE-REMOVING AGENTS

calcium acetate (phos binder) oral capsule 667 mg

calcium acetate (phos binder) oral tablet 667 mg

calcium acetate oral tablet 667 mg

FOSRENOL ORAL PACKET 1000 MG, 750 MG (lanthanum 3
carbonate)

lanthanum carbonate oral tablet chewable 1000 mg, 500 1

mg, 750 mg

sevelamer carbonate oral packet 0.8 gm, 2.4 gm 1 PA
sevelamer carbonate oral tablet 800 mg

VELPHORQ ORAL TABLET CHEWABLE 500 MG (sucroferric 3/4
oxyhydroxide)

E(CIT(I;)C))ZAH ORAL TABLET 20 MG, 30 MG (tenapanor hcl 3/4 QL (2 tablets per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

POTASSIUM-REMOVING AGENTS

LOKEL_I\{IA ORAL PACKET 10 GM (sodium zirconium 3 PA: QL (1 packet per day.)
cyclosilicate)

LOKEL_I\{IA ORAL PACKET 5 GM (sodium zirconium 3 PA: QL (3 packets per day.)
cyclosilicate)

sodium polystyrene sulfonate oral powder 1

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)

VELTASSA ORAL PACKET 1 GM (patiromer sorbitex 3 PA; QL (124 packets per
calcium) month.)

VEL_TASSA ORAL PACKI_ET 16.8 GM, 25.2 GM, 8.4 GM 3 PA: QL (1 Packet per day.)
(patiromer sorbitex calcium)

XPHOZAH ORAL TABLET 30 MG (tenapanor hcl (ckd)) 3/4 QL (2 tablets per day.)

POTASSIUM-SPARING DIURETICS (40:28) - Drugs for
Water Balance

amiloride hcl oral tablet 5 mg

amiloride-hydrochlorothiazide oral tablet 5-50 mg

CAROSPIR ORAL SUSPENSION 25 MG/5ML

. 3/4 PA; SM
(spironolactone)

eplerenone oral tablet 25 mg, 50 mg

spironolactone oral suspension 25 mg/5ml PA; SM

spironolactone oral tablet 100 mg, 25 mg, 50 mg SM

spironolactone-hctz oral tablet 25-25 mg

triamterene oral capsule 100 mg, 50 mg

triamterene-hctz oral capsule 37.5-25 mg

RPlRR|[R|R|R| kP

triamterene-hctz oral tablet 37.5-25 mg, 75-50 mg

REPLACEMENT PREPARATIONS

CALCIFOL ORAL WAFER 1342-1.6 MG (ca carb-fa-d-b6-b12-
boron-mg)

calcium acetate (phos binder) oral capsule 667 mg 1

calcium acetate (phos binder) oral tablet 667 mg 1

calcium acetate oral tablet 667 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

EFFER-K ORAL TABLET EFFERVESCENT 10 MEQ, 20 MEQ
(potassium bicarb-citric acid)

N

effer-k oral tablet effervescent 25 meq

GALZIN ORAL CAPSULE 25 MG, 50 MG (zinc acetate (oral))

klor-con 10 oral tablet extended release 10 meq

klor-con m10 oral tablet extended release 10 meq

klor-con m15 oral tablet extended release 15 meq

klor-con m20 oral tablet extended release 20 meq

klor-con oral packet 20 meq

klor-con oral tablet extended release 8 meq

I R

K-PHOS ORAL TABLET 500 MG (potassium phosphate
monobasic)

N

K-PHOS-NEUTRAL ORAL TABLET 155-852-130 MG (k phos
mono-sod phos di & mono)

MYXREDLIN INTRAVENOUS SOLUTION 100-0.9 UT/100ML-
% (insulin regular(human) in nacl)

SM

ONENATAL RX ORAL TABLET 1 MG (prenatal multivit-min-
fe-fa)

PHOSPHA 250 NEUTRAL ORAL TABLET 155-852-130 MG (k
phos mono-sod phos di & mono)

phosphorous oral tablet 155-852-130 mg

phospho-trin 250 neutral oral tablet 155-852-130 mg

PHOXILLUM B22K4/0 EXTRACORPOREAL SOLUTION 22-4-1
MEQ-MMOL/L

PHOXILLUM BK4/2.5 EXTRACORPOREAL SOLUTION 32-4-
2.5-1 MEQ-MMOL/L

potassium chloride crys er oral tablet extended release 10
meq, 15 meq, 20 meq

potassium chloride er oral capsule extended release 10
meq, 8 meq

potassium chloride er oral tablet extended release 10 meq,
15 meq, 20 meq, 8 meq

potassium chloride oral packet 20 meq

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
potassium chloride oral solution 10 %, 20 meq/15ml (10%), 1
40 meqg/15ml (20%)
PREMESISRX ORAL TABLET 1 MG (prenatal ca-b6-b12-fa- 3
ginger)
PRENATE DHA ORAL CAPSULE 18-0.6-0.4-300 MG (prenat- 3
feasp-meth-fa-dha w/o a)
PRENATE ENHANCE ORAL CAPSULE 28-0.6-0.4-400 MG

3
(prenat w/o a-fe-methfol-fa-dha)
PRENATE ESSENTIAL ORAL CAPSULE 18-0.6-0.4-300 MG 3
(prenat-feasp-meth-fa-dha w/o a)
PRENATE MINI ORAL CAPSULE 18-0.6-0.4-350 MG (prenat-

3
fecbn-feasp-meth-fa-dha)
PRENATE ORAL TABLET CHEWABLE 0.6-0.4 MG (prenat 3
mv-min-methylfolate-fa)
PRENATE PIXIE ORAL CAPSULE 10-0.6-0.4-200 MG (prenat- 3
feasp-meth-fa-dha w/o a)
PRENATE RESTORE ORAL CAPSULE 27-0.6-0.4-400 MG

3
(prenat w/o a-fe-methfol-fa-dha)
PRISMASOL B22GK 4/0 EXTRACORPOREAL SOLUTION 22- 3
4 MEQ/L (bicarb-dextrose-k (crrt))
PRISMASOL BGK 0/2.5 EXTRACORPOREAL SOLUTION 32- 3
2.5 MEQI/L (bicarb-dextrose-ca (crrt))
PRISMASOL BGK 2/0 EXTRACORPOREAL SOLUTION 32-2 3
MEQI/L (bicarb-dextrose-k (crrt))
PRISMASOL BGK 2/3.5 EXTRACORPOREAL SOLUTION 32- 3
2-3.5 MEQ/L (bicarb-dextrose-k-ca (crrt))
PRISMASOL BGK 4/0/1.2 EXTRACORPOREAL SOLUTION 3
32-4-1.2 MEQI/L (bicarb-dextose-k-mg (crrt))
PRISMASOL BGK 4/2.5 EXTRACORPOREAL SOLUTION 32- 3
4-2.5 MEQI/L (bicarb-dextrose-k-ca (crrt))
PRISMASOL BK 0/0/1.2 EXTRACORPOREAL SOLUTION 32- 3
1.2 MEQI/L (bicarb-mg (crrt))
TRISTART DHA ORAL CAPSULE 31-0.6-0.4-200 MG 3
VITAFOL FE+ ORAL CAPSULE 90-0.6-0.4-200 MG (prenat-fe 3
poly-methfol-fa-dha)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

VITAFOL-OB+DHA ORAL 65-1 & 250 MG (prenatal mv-min-fe

25 MG (benazepril-hydrochlorothiazide)

fum-fa-dha) 3
WESCAP-PN DHA ORAL CAPSULE 27-0.6-0.4-300 MG 3/4
WESTGEL DHA ORAL CAPSULE 31-0.6-0.4-200 MG 3
ZYCUBO SUBCUTANEOUS SOLUTION RECONSTITUTED 3/4
2.9 MG (copper histidinate)
THIAZIDE DIURETICS (40:28) - Drugs for Water Balance
amiloride-hydrochlorothiazide oral tablet 5-50 mg 1
amlodipine-valsartan-hctz oral tablet 10-160-12.5 mg, 10- 1
160-25 mg, 10-320-25 mg, 5-160-12.5 mg, 5-160-25 mg
benazepril-hydrochlorothiazide oral tablet 10-12.5 mg, 20- 1
12.5 mg, 20-25 mg, 5-6.25 mg
bisoprolol-hydrochlorothiazide oral tablet 10-6.25 mg, 2.5- 1
6.25 mg, 5-6.25 mg
candesartan cilexetil-hctz oral tablet 16-12.5 mg, 32-12.5 1
mg, 32-25 mg
captopril-hydrochlorothiazide oral tablet 25-15 mg, 25-25 1
mg, 50-15 mg, 50-25 mg
EDARBYCLOR ORAL TABLET 40-12.5 MG, 40-25 MG

: . 3/4
(azilsartan-chlorthalidone)
enalapril-hydrochlorothiazide oral tablet 10-25 mg, 5-12.5 1
mg
fosinopril sodium-hctz oral tablet 10-12.5 mg, 20-12.5 mg
hydrochlorothiazide oral capsule 12.5 mg
hydrochlorothiazide oral tablet 12.5 mg, 25 mg, 50 mg
INZIRQO ORAL SUSPENSION RECONSTITUTED 10 MG/ML

T 3/4 PA
(hydrochlorothiazide)
irbesartan-hydrochlorothiazide oral tablet 150-12.5 mg, 300- 1
12.5 mg
lisinopril-hydrochlorothiazide oral tablet 10-12.5 mg, 20- 1
12.5 mg, 20-25 mg
losartan potassium-hctz oral tablet 100-12.5 mg, 100-25 mg,
1

50-12.5 mg
LOTENSIN HCT ORAL TABLET 10-12.5 MG, 20-12.5 MG, 20- 3/4

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
metoprolol-hydrochlorothiazide oral tablet 100-25 mg, 100- 1
50 mg, 50-25 mg
olmesartan medoxomil-hctz oral tablet 20-12.5 mg, 40-12.5 1
mg, 40-25 mg
olmesartan-amlodipine-hctz oral tablet 20-5-12.5 mg, 40-10- 1
12.5 mg, 40-10-25 mg, 40-5-12.5 mg, 40-5-25 mg
quinapril-hydrochlorothiazide oral tablet 10-12.5 mg, 20- 1
12.5 mg, 20-25 mg
spironolactone-hctz oral tablet 25-25 mg 1
telmisartan-hctz oral tablet 40-12.5 mg, 80-12.5 mg, 80-25 1
mg
triamterene-hctz oral capsule 37.5-25 mg
triamterene-hctz oral tablet 37.5-25 mg, 75-50 mg
valsartan-hydrochlorothiazide oral tablet 160-12.5 mg, 160- 1
25 mg, 320-12.5 mg, 320-25 mg, 80-12.5 mg
THIAZIDE-LIKE DIURETICS (40:28) - Drugs for Water
Balance
atenolol-chlorthalidone oral tablet 100-25 mg, 50-25 mg 1
chlorthalidone oral tablet 25 mg, 50 mg 1
HEMICLOR ORAL TABLET 12.5 MG (chlorthalidone) 3/4
indapamide oral tablet 1.25 mg, 2.5 mg 1
metolazone oral tablet 10 mg, 2.5 mg, 5 mg 1
THALITONE ORAL TABLET 15 MG (chlorthalidone) 3/4
URICOSURIC AGENTS
colchicine-probenecid oral tablet 0.5-500 mg 1
ORLYNVAH ORAL TABLET 500-500 MG (sulopenem 3/4
etzadrox-probenecid)
probenecid oral tablet 500 mg 1
VASOPRESSIN ANTAGONISTS - Drugs for Water Balance

. PA; QL (90 tablets per 365
SAMSCA ORAL TABLET 15 MG (tolvaptan (hyponatremia)) 3/4 days.): SP: SMCS
SAMSCA ORAL TABLET 30 MG (tolvaptan (hyponatremia)) 3/4 PA; QL (60 tablets per 365

days.); SP; SMCS

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

. PA; QL (90 tablets per 365
tolvaptan (hyponatremia) oral tablet 15 mg 1 days.): SMCS

. PA; QL (60 tablets per 365
tolvaptan (hyponatremia) oral tablet 30 mg 1 days.): SMCS
tolvaptan oral tablet 15 mg, 30 mg PA; SMCS
tolvaptan oral tablet therapy pack 15 mg, 30 & 15 mg PA; QL (2 tablets per day.)
tolvaptan oral tablet therapy pack 45 & 15 mg, 60 & 30 mg, ,
90 & 30 mg 1 PA; QL (2 tablets per day)
ENZYMES
ENZYME COFACTORS/CHAPERONES
GALAFOLD ORAL CAPSULE 123 MG (migalastat hcl) 3/4 gﬁ;g" (14 capsules per 21
JAVYGTOR ORAL PACKET 100 MG (sapropterin ,
dihydrochloride) 3/4 PA; QL (16 packets per day.)
JAVYGTOR ORAL PACKET 500 MG (sapropterin ,
dihydrochloride) 3/4 PA; QL (4 packets per day.)
JAVYGTOR ORAL TABLET 100 MG (sapropterin .
dihydrochloride) 3/4 PA; QL (16 tablets per day)
MIPLYFFA ORAL CAPSULE 124 MG, 47 MG, 62 MG, 93 MG 3/4 PA; QL (90 capsules per
(arimoclomol citrate) month.)
sapropterin dihydrochloride oral packet 100 mg PA; QL (16 packets per day.)
sapropterin dihydrochloride oral packet 500 mg PA; QL (4 packets per day.)
sapropterin dihydrochloride oral tablet 100 mg PA; QL (16 tablets per day)
SEPHIENCE ORAL PACKET 1000 MG (sepiapterin) 3/4 mn%) (186 packets per
SEPHIENCE ORAL PACKET 250 MG (sepiapterin) 3/4 mn%) (682 packets per

. PA; QL (589 packets per

zelvysia oral packet 100 mg 1 month.)
zelvysia oral packet 500 mg 1 PA; QL (4 packets per day.)
ENZYME INHIBITORS
CERDELGA ORAL CAPSULE 84 MG (eliglustat tartrate) 2 PA
HARLIKU ORAL TABLET 2 MG (nitisinone (aku)) 3/4 PA; QL (31 tablets per

month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

miglustat oral capsule 100 mg 1

OPFOLDA ORAL CAPSULE 65 MG (miglustat (gaa 5 PA; QL (8 capsules per 21
deficiency)) days.)

ORFADIN ORAL CAPSULE 10 MG, 2 MG, 20 MG, 5 MG 1 PA

(nitisinone)

ORFADIN ORAL SUSPENSION 4 MG/ML (nitisinone) 2 PA

ZOKINVY ORAL CAPSULE 50 MG (lonafarnib) 2 PA; QL (5 capsules per day.)
ZOKINVY ORAL CAPSULE 75 MG (lonafarnib) PA; QL (1 tablet per day.)
ENZYMES

CREON ORAL CAPSULE DELAYED RELEASE PARTICLES

12000-38000 UNIT, 24000-76000 UNIT, 3000-9500 UNIT, 5

36000-114000 UNIT, 6000-19000 UNIT (pancrelipase (lip-

prot-amyl))

PALYNZIQ SUBCUTANEOUS SOLUTION PREFILLED 3 PA; QL (7 mL per year.); SP;
SYRINGE 10 MG/0.5ML (pegvaliase-pqpz) SMCS

PALYNZIQ SUBCUTANEOUS SOLUTION PREFILLED 3 PA; QL (6 syringes per 365
SYRINGE 2.5 MG/0.5ML (pegvaliase-pqpz) days.); SP; SMCS
PALYNZIQ SUBCUTANEOUS SOLUTION PREFILLED 3 PA; QL (1 ml per day.); SP;
SYRINGE 20 MG/ML (pegvaliase-pgpz) SMCS

PANCREAZE ORAL CAPSULE DELAYED RELEASE

PARTICLES 10500-35500 UNIT, 16800-56800 UNIT, 21000- 3

54700 UNIT, 2600-8800 UNIT, 37000-97300 UNIT, 4200-14200

UNIT (pancrelipase (lip-prot-amyl))

PERTZYE ORAL CAPSULE DELAYED RELEASE PARTICLES

16000-57500 UNIT, 24000-86250 UNIT, 4000-14375 UNIT, 3/4

8000-28750 UNIT (pancrelipase (lip-prot-amyl))

PULMOZYME INHALATION SOLUTION 2.5 MG/2.5ML 5 PA: QL (5 ml per day.)
(dornase alfa)

SANTYL EXTERNAL OINTMENT 250 UNIT/GM (collagenase) 3

STRENSIQ SUBCUTANEOUS SOLUTION 18 MG/0.45ML 5 PA; QL (5.4 ml per month.);
(asfotase alfa) SP; SMCS

STRENSIQ SUBCUTANEOUS SOLUTION 28 MG/0.7ML 5 PA; QL (8.4 ml per month.);
(asfotase alfa) SP; SMCS

STRENSIQ SUBCUTANEOUS SOLUTION 40 MG/ML 5 PA; QL (12 ml tablets per

(asfotase alfa)

month.); SP; SMCS

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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.
190




Prescription drug name

Drug tier

Coverage requirements &
limits

STRENSIQ SUBCUTANEOUS SOLUTION 80 MG/0.8ML
(asfotase alfa)

PA; QL (9.6 ml (12 vials) per
month.); SP; SMCS

SUCRAID ORAL SOLUTION 8500 UNIT/ML (sacrosidase)

PA: SP; SMCS

VIOKACE ORAL TABLET 10440-39150 UNIT, 20880-78300
UNIT (pancrelipase (lip-prot-amyl))

ZENPEP ORAL CAPSULE DELAYED RELEASE PARTICLES
10000-32000 UNIT, 15000-47000 UNIT, 20000-63000 UNIT,
25000-79000 UNIT, 3000-10000 UNIT, 40000-126000 UNIT,
5000-24000 UNIT, 60000-189600 UNIT (pancrelipase (lip-
prot-amyl))

EYE, EAR, NOSE AND THROAT (EENT) PREPS.

ALPHA-ADRENERGIC AGONISTS (52:40) - Drugs for the
Eye

ALPHAGAN P OPHTHALMIC SOLUTION 0.1 % (brimonidine
tartrate)

ALPHAGAN P OPHTHALMIC SOLUTION 0.15 % (brimonidine
tartrate)

3/4

apraclonidine hcl ophthalmic solution 0.5 %

brimonidine tartrate external gel 0.33 %

PA

brimonidine tartrate ophthalmic solution 0.15 %, 0.2 %

COMBIGAN OPHTHALMIC SOLUTION 0.2-0.5 %
(brimonidine tartrate-timolol)

IOPIDINE OPHTHALMIC SOLUTION 1 % (apraclonidine hcl)

MIRVASO EXTERNAL GEL 0.33 % (brimonidine tartrate)

PA

SIMBRINZA OPHTHALMIC SUSPENSION 1-0.2 %
(brinzolamide-brimonidine)

ANTIALLERGIC AGENTS - Drugs for Allergy

ALOCRIL OPHTHALMIC SOLUTION 2 % (nedocromil
sodium)

azelastine hcl nasal solution 0.1 %, 137 mcg/spray

azelastine hcl ophthalmic solution 0.05 %

bepotastine besilate ophthalmic solution 1.5 %

cromolyn sodium inhalation nebulization solution 20
mg/2ml

1

SM

cromolyn sodium ophthalmic solution 4 %

1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

cromolyn sodium oral concentrate 100 mg/5ml

epinastine hcl ophthalmic solution 0.05 %

olopatadine hcl nasal solution 0.6 %

RYALTRIS NASAL SUSPENSION 665-25 MCG/ACT
(olopatadine-mometasone)

3/4

ANTIBACTERIALS (52:04) - Drugs for Infections

AMZEEQ EXTERNAL FOAM 4 % (minocycline hcl
micronized)

3/4

AZASITE OPHTHALMIC SOLUTION 1 % (azithromycin)

bacitracin-polymyxin b ophthalmic ointment 500-10000
unit/gm

bacitra-neomycin-polymyxin-hc ophthalmic ointment 1 %

BESIFLOXACIN HCL OPHTHALMIC SUSPENSION 0.6 %

BESIVANCE OPHTHALMIC SUSPENSION 0.6 %
(besifloxacin hcl)

CETRAXAL OTIC SOLUTION 0.2 % (ciprofloxacin hcl)

CILOXAN OPHTHALMIC OINTMENT 0.3 % (ciprofloxacin
hcl)

CIPRO HC OTIC SUSPENSION 0.2-1 % (ciprofloxacin-
hydrocortisone)

3/4

ciprofloxacin hcl ophthalmic solution 0.3 %

ciprofloxacin hcl otic solution 0.2 %

ciprofloxacin-dexamethasone otic suspension 0.3-0.1 %

ciprofloxacin-hydrocortisone otic suspension 0.2-1 %

RPlR| Rk

CORTISPORIN-TC OTIC SUSPENSION 3.3-3-10-0.5 MG/ML
(neomycin-colist-hc-thonzonium)

w

ERY EXTERNAL PAD 2 %

erythromycin external gel 2 %

erythromycin external solution 2 %

erythromycin ophthalmic ointment 5 mg/gm

H-N

gatifloxacin ophthalmic solution 0.5 %

gentamicin sulfate external cream 0.1 %

gentamicin sulfate external ointment 0.1 %

RPlR| PR RP| P w

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
gentamicin sulfate ophthalmic solution 0.3 % 1
levofloxacin ophthalmic solution 0.5 %, 1.5 % 1
loteprednol-tobramycin ophthalmic suspension 0.5-0.3 % 1
MAXITRQL OPHTHALMIC OINTMENT 3.5-10000-0.1 3/4
(neomycin-polymyxin-dexameth)

MAXITRQL OPHTHALMIC SUSPENSION 0.1 % (neomycin- 3/4
polymyxin-dexameth)

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
minocycline hcl oral tablet 100 mg, 50 mg, 75 mg 1
MITOSOL OPHTHALMIC KIT 0.2 MG (mitomycin) 3
moxifloxacin hcl (2x day) ophthalmic solution 0.5 % 1
moxifloxacin hcl ophthalmic solution 0.5 % 1
neomycin sulfate oral tablet 500 mg 1
neomycin-bacitracin zn-polymyx ophthalmic ointment 5- 1
400-10000

neomycin-polymyxin-dexameth ophthalmic ointment 3.5- 1
10000-0.1

neomycin-polymyxin-dexameth ophthalmic suspension 0.1 1
%, 3.5-10000-0.1

neomycin-polymyxin-gramicidin ophthalmic solution 1.75- 1
10000-.025

r11eomycin—polymyxin—hc ophthalmic suspension 3.5-10000- 1
neomycin-polymyxin-hc otic solution 1 %, 3.5-10000-1 1
neomycin-polymyxin-hc otic suspension 3.5-10000-1 1
OCUFLOX OPHTHALMIC SOLUTION 0.3 % (ofloxacin) 3/4
ofloxacin ophthalmic solution 0.3 % 1
ofloxacin otic solution 0.3 % 1
polymyxin b-trimethoprim ophthalmic solution 10000-0.1 1
unit/ml-%

sulfacetamide sodium ophthalmic solution 10 % 1
sulfacetamide-prednisolone ophthalmic solution 10-0.23 % 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

TOBI NEBULIZER INHALATION NEBULIZATION SOLUTION

limits
PA; QL (280 ml (1 carton)

300 MG/5ML (tobramycin) 3/4 per 56 days.)
TOBI PODHALER INHALATION CAPSULE 28 MG 3 PA; QL (224 capsules per 56
(tobramycin) days.)
TOBRADEX OPHTHALMIC OINTMENT 0.3-0.1 % 3
(tobramycin-dexamethasone)
TOBRADEX ST OPHTHALMIC SUSPENSION 0.3-0.05 % 3/4
(tobramycin-dexamethasone)
tobramycin inhalation nebulization solution 300 mg/4ml PA; QL (224 ml per 56 days.)
tobramycin ophthalmic solution 0.3 %
tobramycin-dexamethasone ophthalmic suspension 0.3-0.1 1
%
TOBREX OPHTHALMIC OINTMENT 0.3 % (tobramycin) 3
XTORO OTIC SUSPENSION 0.3 % (finafloxacin) 3
ZILXI EXTERNAL FOAM 1.5 % (minocycline hcl micronized) 3/4 PA
ZYLET OPHTHALMIC SUSPENSION 0.5-0.3 % (loteprednol- 3
tobramycin)
ANTIFUNGALS (EENT) - Drugs for Infections
NATACYN OPHTHALMIC SUSPENSION 5 % (natamycin) 3
ANTI-INFECTIVES, MISCELLANEOUS (52:04) - Drugs for
Infections
ARZOL SILVER NIT APPLICATORS EXTERNAL 75-25 % 3
(silver nitrate-pot nitrate)
BETADINE OPHTHALMIC PREP OPHTHALMIC SOLUTION 5 3
% (povidone-iodine)
chlorhexidine gluconate mouth/throat solution 0.12 % 1
PERIDEX MOUTH/THROAT SOLUTION 0.12 %
. 3/4
(chlorhexidine gluconate)
periogard mouth/throat solution 0.12 %
PRAMOTIC OTIC LIQUID 1-0.1 % (pramoxine-chloroxylenol)
silver nitrate external solution 0.5 %
XDEMVY OPHTHALMIC SOLUTION 0.25 % (lotilaner) 3/4 PA; QL (10 ml per 63 days.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

ANTI-INFLAMMATORY AGENTS (EENT) - Drugs for
Inflammation

cyclosporine modified oral capsule 100 mg, 25 mg, 50 mg

cyclosporine modified oral solution 100 mg/ml

cyclosporine oral capsule 100 mg, 25 mg

RlR| Rk

gengraf oral capsule 100 mg, 25 mg

MIEBO OPHTHALMIC SOLUTION 1.338 GM/ML
(perfluorohexyloctane)

OXERVATE OPHTHALMIC SOLUTION 0.002 % (cenegermin- 3/4 PA; QL (1 ml per day and 56
bkbj) ml per 365 days.); SP; SMCS

RESTASIS MULTIDOSE OPHTHALMIC EMULSION 0.05 %
(cyclosporine)

3/4 PA; QL (1 bottle per month.)

3/4 PA; QL (1 bottle per month.)

RESTASIS OPHTHALMIC EMULSION 0.05 % (cyclosporine) 1 PA; QL (60 vials per month.)
VERKAZIA OPHTHALMIC EMULSION 0.1 % (cyclosporine) 3/4 PA; QL (4 vials per day.)
XIIDRA OPHTHALMIC SOLUTION 5 % (lifitegrast) 2 PA; QL (60 vials per month.)
ANTIVIRALS (EENT) - Drugs for Infections

trifluridine ophthalmic solution 1 % 1

ZIRGAN OPHTHALMIC GEL 0.15 % (ganciclovir)
ASTRINGENTS (52:04) - Drugs for Infections

chlorhexidine gluconate mouth/throat solution 0.12 % 1
PERIDEX MOUTH/THROAT SOLUTION 0.12 %

(chlorhexidine gluconate) 3/4
periogard mouth/throat solution 0.12 % 1
BETA-ADRENERGIC BLOCKING AGENTS (52:40) - Drugs
for the Eye
betaxolol hcl ophthalmic solution 0.5 % 1
BETIMOL OPHTHALMIC SOLUTION 0.5 % (timolol
) 3/4

hemihydrate)
BETOPTIC-S OPHTHALMIC SUSPENSION 0.25 % (betaxolol 3
hcl)
carteolol hcl ophthalmic solution 1 % 1
COMBIGAN OPHTHALMIC SOLUTION 0.2-0.5 %

: L . 1
(brimonidine tartrate-timolol)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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.

195



Prescription drug name

Drug tier

Coverage requirements &
limits

COSOPT OPHTHALMIC SOLUTION 2-0.5 % (dorzolamide

21 MCGJ/ACT, 45-21 MCG/ACT (fluticasone-salmeterol)

hcl-timolol mal) 3/4
dorzolamide hcl-timolol mal ophthalmic solution 2-0.5 % 1
dorzolamide hcl-timolol mal pf ophthalmic solution 2-0.5 % 1
ISTALOL OPHTHALMIC SOLUTION 0.5 % (timolol maleate) 3/4
levobunolol hcl ophthalmic solution 0.5 % 1
timolol hemihydrate ophthalmic solution 0.5 % 1
timolol maleate (once-daily) ophthalmic solution 0.5 % 1
timolol maleate ocudose ophthalmic solution 0.5 % 1
timolol maleate ophthalmic gel forming solution 0.25 %, 0.5 1
%

timolol maleate ophthalmic solution 0.25 %, 0.5 %

timolol maleate pf ophthalmic solution 0.25 %, 0.5 %

TIMQPTIC OCUDOSE OPHTHALMIC SOLUTION 0.25 %, 0.5 3/4
% (timolol maleate)

CARBONIC ANHYDRASE INHIBITORS (52:40) - Drugs for

the Eye

acetazolamide er oral capsule extended release 12 hour 500 1
mg

acetazolamide oral tablet 125 mg, 250 mg

brinzolamide ophthalmic suspension 1 %

COSQPT OPHTHALMIC SOLUTION 2-0.5 % (dorzolamide 3/4
hcl-timolol mal)

DORZOLAMIDE HCL SOLUTION 2 % OPHTHALMIC 3/4
dorzolamide hcl solution 2 % ophthalmic 1
dorzolamide hcl-timolol mal ophthalmic solution 2-0.5 % 1
dorzolamide hcl-timolol mal pf ophthalmic solution 2-0.5 % 1
methazolamide oral tablet 25 mg, 50 mg 1
SIMBRINZA OPHTHALMIC SUSPENSION 1-0.2 %
(brinzolamide-brimonidine) 34
CORTICOSTEROIDS (EENT) - Drugs for Inflammation

ADVAIR HFA INHALATION AEROSOL 115-21 MCG/ACT, 230- 5 QL (0.4 grams per day.): SM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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.
196




Coverage requirements &
limits

Prescription drug name Drug tier

AIRSUPRA INHALATION AEROSOL 90-80 MCG/ACT

(albuterol-budesonide) 3 SM
ALREX OPHTHALMIC SUSPENSION 0.2 % (loteprednol 3/4
etabonate)

ANALPRAM HC EXTERNAL CREAM 1-1 %, 2.5-1 % 3/4
(hydrocortisone ace-pramoxine)

ANALPRAM HC EXTERNAL LOTION 2.5-1 % (hydrocortisone 3
ace-pramoxine)

ANUCORT-HC RECTAL SUPPOSITORY 25 MG 2
ANUSOL-HC EXTERNAL CREAM 2.5 % (hydrocortisone) 3/4
ANUSOL-HC RECTAL SUPPOSITORY 25 MG 3/4

(hydrocortisone acetate)

ARNUITY ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 100 MCG/ACT, 200 MCG/ACT 1 SM
(fluticasone furoate)

ARNUITY ELLIPTA INHALATION AEROSOL POWDER

BREATH ACTIVATED 50 MCG/ACT (fluticasone furoate) ! QL (1 packet per day.); SM
bacitra-neomycin-polymyxin-hc ophthalmic ointment 1 % 1
BREO ELLIPTA INHALATION AEROSOL POWDER BREATH
ACTIVATED 100-25 MCG/ACT (fluticasone furoate- 2 SM
vilanterol)
BREO ELLIPTA INHALATION AEROSOL POWDER BREATH
ACTIVATED 200-25 MCG/ACT (fluticasone furoate- 3 QL (2 blisters per day.); SM
vilanterol)
BREO ELLIPTA INHALATION AEROSOL POWDER BREATH 3 SM
ACTIVATED 50-25 MCG/INH (fluticasone furoate-vilanterol)
BYQLOVI OPHTHALMIC SUSPENSION 0.05 % (clobetasol 3/4
propionate)
CIPRO HC OTIC SUSPENSION 0.2-1 % (ciprofloxacin- 3/4
hydrocortisone)
ciprofloxacin-dexamethasone otic suspension 0.3-0.1 %
ciprofloxacin-hydrocortisone otic suspension 0.2-1 %
CLOBETASOL PROPIONATE OPHTHALMIC SUSPENSION
3/4
0.05 %
CORTANE-B EXTERNAL LOTION 10-10-1 MG/ML (hc- 3/4

pramoxine-chloroxylenol)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

CORTEF ORAL TABLET 10 MG, 20 MG, 5 MG

(hydrocortisone) 3/4
CORTENEMA RECTAL ENEMA 100 MG/60ML

. 3/4
(hydrocortisone)
CORTIFOAM EXTERNAL FOAM 10 % (hydrocortisone >
acetate)
CORTISPORIN-TC OTIC SUSPENSION 3.3-3-10-0.5 MG/ML 3
(neomycin-colist-hc-thonzonium)
DERMA-SMOOTHE/FS BODY EXTERNAL OIL 0.01 % 3/4
(fluocinolone acetonide)
DERMA-SMOOTHE/FS SCALP EXTERNAL OIL 0.01 % 3/4

(fluocinolone acetonide)
DERMOTIC OTIC OIL 0.01 % (fluocinolone acetonide) 3/4
dexamethasone intensol oral concentrate 1 mg/ml

dexamethasone oral elixir 0.5 mg/5ml

dexamethasone oral solution 0.5 mg/5ml

dexamethasone oral tablet 0.5 mg, 0.75 mg, 1 mg, 1.5 mg, 2
mg, 4 mg, 6 mg

dexamethasone oral tablet therapy pack 1.5 mg (21), 1.5 mg
(35), 1.5 mg (51)

dexamethasone sodium phosphate ophthalmic solution 0.1
%

difluprednate ophthalmic emulsion 0.05 % 1

EYSUVIS OPHTHALMIC SUSPENSION 0.25 % (loteprednol
etabonate)

FLAREX OPHTHALMIC SUSPENSION 0.1 %
(fluorometholone acetate)

flunisolide nasal solution 25 mcg/act (0.025%)

fluocinolone acetonide body external oil 0.01 %

fluocinolone acetonide external cream 0.01 %, 0.025 %

fluocinolone acetonide external ointment 0.025 %

fluocinolone acetonide external solution 0.01 %

fluocinolone acetonide otic oil 0.01 %

I

fluocinolone acetonide scalp external oil 0.01 %

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

fluorometholone ophthalmic suspension 0.1 % 1
FLUTICASONE FUROATE-VILANTEROL INHALATION 3/a SM
AEROSOL POWDER BREATH ACTIVATED 100-25 MCG/ACT
FLUTICASONE FUROATE-VILANTEROL INHALATION . .
AEROSOL POWDER BREATH ACTIVATED 200-25 MCG/ACT 3/4 QL (2 blisters per day); SM
FLUTICASONE PROPIONATE HFA INHALATION AEROSOL 3/4 QL (1 inhaler per month.);
110 MCG/ACT SM
FLUTICASONE PROPIONATE HFA INHALATION AEROSOL 3/4 QL (2 inhalers per month.);
220 MCG/ACT SM
fluticasone propionate hfa inhalation aerosol 44 mcg/act 1 gll\_/l (1 inhaler per month.);
fluticasone propionate nasal suspension 50 mcg/act 1
FLUTICASONE-SALMETEROL INHALATION AEROSOL 115- .
21 MCG/ACT, 230-21 MCG/ACT, 45-21 MCG/ACT 34 QL (0.4 grams per day.); SM
fluticasone-salmeterol inhalation aerosol powder breath : )
activated 100-50 mcg/act, 250-50 mcg/act, 500-50 mcg/act ! QL (2 blisters per day.); SM
FLUTICASONE-SALMETEROL INHALATION AEROSOL
POWDER BREATH ACTIVATED 113-14 MCG/ACT, 232-14 2 QL (0.04 mcg per day.); SM
MCGI/ACT, 55-14 MCG/ACT
FML FORTE OPHTHALMIC SUSPENSION 0.25 % 3
(fluorometholone)
FML LIQUIFILM OPHTHALMIC SUSPENSION 0.1 % 3/4
(fluorometholone)
HEMMOREX-HC RECTAL SUPPOSITORY 25 MG 3
(hydrocortisone acetate)
HEMMOREX-HC RECTAL SUPPOSITORY 30 MG
: 3/4
(hydrocortisone acetate)
hydrocortisone (perianal) external cream 2.5 % 1
hydrocortisone ace-pramoxine external cream 1-1 % 1
HYDROCORTISONE ACETATE EXTERNAL CREAM 2.5 % 3/4
hydrocortisone acetate rectal suppository 25 mg, 30 mg 1
hydrocortisone butyrate external cream 0.1 % 1
hydrocortisone butyrate external ointment 0.1 % 1
hydrocortisone butyrate external solution 0.1 % 1
hydrocortisone external cream 2.5 % 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

hydrocortisone external lotion 2.5 %

hydrocortisone external ointment 1 %, 2.5 %

hydrocortisone oral tablet 10 mg, 20 mg, 5 mg

hydrocortisone rectal enema 100 mg/60ml

hydrocortisone valerate external cream 0.2 %

hydrocortisone valerate external ointment 0.2 %

hydrocortisone-acetic acid otic solution 1-2 %

hydrocort-pramoxine (perianal) external cream 2.5-1 %

INVELTYS OPHTHALMIC SUSPENSION 1 % (loteprednol
etabonate)

KHINDIVI ORAL SOLUTION 1 MG/ML (hydrocortisone)

PA

LOTEMAX OPHTHALMIC GEL 0.5 % (loteprednol etabonate)

LOTEMAX OPHTHALMIC OINTMENT 0.5 % (loteprednol
etabonate)

LOTEMAX SM OPHTHALMIC GEL 0.38 % (loteprednol
etabonate)

loteprednol etabonate ophthalmic gel 0.5 %

loteprednol etabonate ophthalmic suspension 0.2 %, 0.5 %

loteprednol-tobramycin ophthalmic suspension 0.5-0.3 %

MAXIDEX OPHTHALMIC SUSPENSION 0.1 %
(dexamethasone)

MAXITROL OPHTHALMIC OINTMENT 3.5-10000-0.1
(neomycin-polymyxin-dexameth)

3/4

MAXITROL OPHTHALMIC SUSPENSION 0.1 % (neomycin-
polymyxin-dexameth)

3/4

MICORT HC EXTERNAL CREAM 2.5 % (hydrocortisone
acetate)

3/4

mometasone furoate external cream 0.1 %

mometasone furoate external ointment 0.1 %

mometasone furoate external solution 0.1 %

mometasone furoate nasal suspension 50 mcg/act

RPlR| Rk

neomycin-polymyxin-dexameth ophthalmic ointment 3.5-
10000-0.1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
neomycin-polymyxin-dexameth ophthalmic suspension 0.1 1
%, 3.5-10000-0.1
neomycin-polymyxin-hc ophthalmic suspension 3.5-10000- 1
1
neomycin-polymyxin-hc otic solution 1 %, 3.5-10000-1
neomycin-polymyxin-hc otic suspension 3.5-10000-1
NUCORT EXTERNAL LOTION 2 % (hydrocortisone acetate)
OMNARIS NASAL SUSPENSION 50 MCG/ACT (ciclesonide) 3/4
ORAPRED ODT ORAL TABLET DISPERSIBLE 10 MG, 15 MG, 3/4
30 MG (prednisolone sodium phosphate)
PRED MILD OPHTHALMIC SUSPENSION 0.12 % 3
(prednisolone acetate)
prednisolone acetate ophthalmic suspension 1 % 1
prednisolone oral solution 15 mg/5ml 1
prednisolone oral tablet 5 mg 1
prednisolone sodium phosphate ophthalmic solution 1 % 1
prednisolone sodium phosphate oral solution 15 mg/5ml 1
prednisolone sodium phosphate oral tablet dispersible 30 1
mg
PROCORT EXTERNAL CREAM 1.85-1.15 % (hydrocortisone 3/4
ace-pramoxine)
PROCTOCORT RECTAL SUPPOSITORY 30 MG

. 3/4
(hydrocortisone acetate)
PROCTOFOAM HC EXTERNAL FOAM 1-1 % (hydrocortisone 5
ace-pramoxine)
procto-med hc external cream 2.5 % 1
PROCTOSOL HC EXTERNAL CREAM 2.5 %

. 3/4
(hydrocortisone)
PROCTOZONE-HC EXTERNAL CREAM 2.5 %

) 3/4
(hydrocortisone)
QNASL CHILDRENS NASAL AEROSOL SOLUTION 40 3/4
MCGI/ACT (beclomethasone diprop (nasal))
QNASL NASAL AEROSOL SOLUTION 80 MCG/ACT

: 3/4

(beclomethasone diprop (nasal))

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
RYALTRIS NASAL SUSPENSION 665-25 MCG/ACT 3/4
(olopatadine-mometasone)
sulfacetamide-prednisolone ophthalmic solution 10-0.23 % 1
SYNALAR EXTERNAL CREAM 0.025 % (fluocinolone 3/4
acetonide)
SYNALAR EXTERNAL OINTMENT 0.025 % (fluocinolone 3/4
acetonide)
TAPERDEX 12-DAY ORAL TABLET THERAPY PACK 1.5 MG

3
(49) (dexamethasone)
TAPERDEX 6-DAY ORAL TABLET THERAPY PACK 1.5 MG 3/4
(dexamethasone)
TAPERDEX 6-DAY ORAL TABLET THERAPY PACK 1.5 MG

3
(21) (dexamethasone)
TAPERDEX 7-DAY ORAL TABLET THERAPY PACK 1.5 MG

3
(27) (dexamethasone)
TEXACORT EXTERNAL SOLUTION 2.5 % (hydrocortisone) 2
TOBRADEX OPHTHALMIC OINTMENT 0.3-0.1 % 3
(tobramycin-dexamethasone)
TOBRADEX ST OPHTHALMIC SUSPENSION 0.3-0.05 % 3/4
(tobramycin-dexamethasone)
tobramycin-dexamethasone ophthalmic suspension 0.3-0.1 1
%
TRELEGY ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 100-62.5-25 MCG/ACT (fluticasone- 3 QL (2 blisters per day); SM
umeclidin-vilant)
TRELEGY ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 200-62.5-25 MCG/ACT (fluticasone- 3 QL (2 blisters per day.); SM
umeclidin-vilant)
wixela inhub inhalation aerosol powder breath activated . )
100-50 mcg/act, 250-50 mcg/act, 500-50 mcg/act ! QL (2 blisters per day.); SM
ZYLET OPHTHALMIC SUSPENSION 0.5-0.3 % (loteprednol- 3
tobramycin)
EENT ANTI-INFLAMMATORY AGENTS, MISC. - Drugs for
Inflammation

0

RESTASIS MULTIDOSE OPHTHALMIC EMULSION 0.05 % 3/4 PA: QL (1 bottle per month.)

(cyclosporine)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

tromethamine)

RESTASIS OPHTHALMIC EMULSION 0.05 % (cyclosporine) 1 PA; QL (60 vials per month.)
VERKAZIA OPHTHALMIC EMULSION 0.1 % (cyclosporine) 3/4 PA; QL (4 vials per day.)
XIIDRA OPHTHALMIC SOLUTION 5 % (lifitegrast) 2 PA; QL (60 vials per month.)
EENT DRUGS, MISCELLANEOUS

acetic acid otic solution 2 %

apraclonidine hcl ophthalmic solution 0.5 %

AQUORAL MOUTH/THROAT SOLUTION (artificial saliva)

cromolyn sodium inhalation nebulization solution 20

1 SM

mg/2ml

cromolyn sodium ophthalmic solution 4 %

cromolyn sodium oral concentrate 100 mg/5ml

CYSTADROPS OPHTHALMIC SOLUTION 0.37 % 3/4 PA; QL (20 mL per 21 days);
(cysteamine hcl) SP; SMCS

CYSTARAN OPHTHALMIC SOLUTION 0.44 % (cysteamine 5 PA; QL (60 ml (4 bottles) per
hcl) month.); SP; SMCS
DEBACTEROL MOUTH/THROAT SOLUTION 30-50 % 5

(sulfuric acid-sulf phenolics)

hydrocortisone-acetic acid otic solution 1-2 % 1

IOPIDINE OPHTHALMIC SOLUTION 1 % (apraclonidine hcl) 3

MIEBO OPHTHALMIC SOLUTION 1.338 GM/ML 3/4 PA: QL (1 bottle per month.)
(perfluorohexyloctane)

MUCOSITISRX MOUTH/THROAT PACKET (artificial saliva) 3

OXERVATE OPHTHALMIC SOLUTION 0.002 % (cenegermin- 3/4 PA; QL (1 ml per day and 56
bkbj) ml per 365 days.); SP; SMCS
TRYPTYR OPHTHALMIC SOLUTION 0.003 % (acoltremon) 3/4 PA; QL (60 vials per month.)
TYRVAYA NASAL SOLUTION 0.03 MG/ACT (varenicline 3/4 PA: QL (0.28 ml per day.)
tartrate)

EENT NONSTEROIDAL ANTI-INFLAM. AGENTS - Drugs for

Inflammation

ACULAR LS OPHTHALMIC SOLUTION 0.4 % (ketorolac 3/4

tromethamine)

ACULAR OPHTHALMIC SOLUTION 0.5 % (ketorolac 3/4

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
ACUVAIL QPHTHALMIC SOLUTION 0.45 % (ketorolac 3/4
tromethamine)

bromfenac sodium (once-daily) ophthalmic solution 0.09 %

bromfenac sodium ophthalmic solution 0.07 %, 0.075 %

BRQMSITE OPHTHALMIC SOLUTION 0.075 % (bromfenac 3/4

sodium)

diclofenac sodium ophthalmic solution 0.1 %

flurbiprofen oral tablet 100 mg, 50 mg

flurbiprofen sodium ophthalmic solution 0.03 %

ILEVRO OPHTHALMIC SUSPENSION 0.3 % (nepafenac) 3/4

ketorolac tromethamine ophthalmic solution 0.4 %, 0.5 %

ketorolac tromethamine oral tablet 10 mg

LURBIRO ORAL TABLET 100 MG (flurbiprofen)

NEVANAC OPHTHALMIC SUSPENSION 0.1 % (nepafenac) 3/4
PRQLENSA OPHTHALMIC SOLUTION 0.07 % (bromfenac 3/4

sodium)

SPRIX NAS_AL SOLUTION 15.75 MG/SPRAY (ketorolac 3/4
tromethamine)

LOCAL ANESTHETICS (EENT) - Drugs for Numbing

AKTEN OPHTHALMIC GEL 3.5 % (lidocaine hcl) 3

ALCAINE OPHTHALMIC SOLUTION 0.5 % (proparacaine hcl) 3
ALTACAINE OPHTHALMIC SOLUTION 0.5 % (tetracaine hcl) 3

lidocaine hcl mouth/throat solution 4 % 1

lidocaine viscous hcl mouth/throat solution 2 % 1

PRAMOTIC OTIC LIQUID 1-0.1 % (pramoxine-chloroxylenol) 3
proparacaine hcl ophthalmic solution 0.5 % 1

tetracaine hcl ophthalmic solution 0.5 % 1

MACULAR DEGENERATION AGENTS

CYSTADROPS OPHTHALMIC SOLUTION 0.37 % 3/4 PA; QL (20 mL per 21 days);
(cysteamine hcl) SP; SMCS
CYSTARAN OPHTHALMIC SOLUTION 0.44 % (cysteamine 5 PA; QL (60 ml (4 bottles) per

hel)

month.); SP; SMCS

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
MIOTICS - Drugs for the Eye

PHOSPHOLINE IODIDE OPHTHALMIC SOLUTION 5
RECONSTITUTED 0.125 % (echothiophate iodide)

pilocarpine hcl ophthalmic solution 1 %, 2 %, 4 % 1
pilocarpine hcl oral tablet 5 mg, 7.5 mg 1
SALAGEN ORAL TABLET 5 MG, 7.5 MG (pilocarpine hcl) 3/4
MYDRIATICS - Drugs for the Eye

atropine sulfate ophthalmic solution 1 % 1
CYCLOGYL OPHTHALMIC SOLUTION 0.5 %, 1 %, 2 % 3/4
(cyclopentolate hcl)

CYCLOMYDRIL OPHTHALMIC SOLUTION 0.2-1 % 3
(cyclopentolate-phenylephrine)

cyclopentolate hcl ophthalmic solution 1 %

phenylephrine hcl ophthalmic solution 10 %, 2.5 %

OSMOTIC AGENTS - Drugs for the Eye

DERMACINRX UREA EXTERNAL CREAM 41 % (urea) 3/4
DERMACURE EXTERNAL CREAM 41 % (urea) 3/4
HYDRO 40 EXTERNAL FOAM 40 % (urea) 3
URAMAXIN EXTERNAL GEL 45 % (urea) 3/4
urea external cream 20 %, 40 %, 41 % 1
urea external lotion 40 % 1
PROSTAGLANDIN ANALOGS - Drugs for the Eye

bimatoprost ophthalmic solution 0.01 % 1
bimatoprost ophthalmic solution 0.03 % 1
IYUZEH OPHTHALMIC SOLUTION 0.005 % (latanoprost) 3/4
latanoprost ophthalmic solution 0.005 % 1
LUMIGAN OPHTHALMIC SOLUTION 0.01 % (bimatoprost) 2
ROCKLAT_AN OPHTHALMIC SOLUTION 0.02-0.005 % 3
(netarsudil-latanoprost)

tafluprost (pf) ophthalmic solution 0.0015 %

travoprost (bak free) ophthalmic solution 0.004 %

VYZULTA OPHTHALMIC SOLUTION 0.024 %

(latanoprostene bunod) 34

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

XELPROS OPHTHALMIC EMULSION 0.005 % (latanoprost) 3
ZIOPTAN OPHTHALMIC SOLUTION 0.0015 % (tafluprost) 3
RHO KINASE INHIBITORS - Drugs for the Eye
RHOPRESSA OPHTHALMIC SOLUTION 0.02 % (netarsudil 3
dimesylate)
ROCKLATAN OPHTHALMIC SOLUTION 0.02-0.005 % 3
(netarsudil-latanoprost)
VASOCONSTRICTORS
ADRENALIN NASAL SOLUTION 0.1 % (epinephrine hcl 5
(nasal))
CYCLOMYDRIL OPHTHALMIC SOLUTION 0.2-1 % 3
(cyclopentolate-phenylephrine)
phenylephrine hcl ophthalmic solution 10 %, 2.5 % 1
RHOFADE EXTERNAL CREAM 1 % (oxymetazoline hcl) 3/4 PA
LJPDNEEQ OPHTHALMIC SOLUTION 0.1 % (oxymetazoline 3/4 PA

c
GASTROINTESTINAL DRUGS
CHLORIDE CHANNEL ACTIVATORS
AMITIZA ORAL CAPSULE 24 MCG, 8 MCG (lubiprostone) 3/4 PA; QL (2 capsules per day.)
lubiprostone oral capsule 24 mcg, 8 mcg 1 PA; QL (2 capsules per day.)
GUANYLATE CYCLASE C (GCC) RECEPT AGONIST
I(_lmicElgﬁdcé)RAL CAPSULE 145 MCG, 290 MCG, 72 MCG 5 PA: QL (1 capsule per day.)
TRULANCE ORAL TABLET 3 MG (plecanatide) 3/4 PA; QL (1 tablet per day)
IMMUNOMODULATORY AGENTS (56:44)
INJECTOR 108 MGIO.GEMIL (vedolizumab) 2 [PA QL (0.05 mi per day)
e o | 2 QL@@ syiens
mrkz)
e e o™ |2 [proLem @ ammgesn
(mirikizumab-mrkz)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

OMVOH SUBCUTANEOUS SOLUTION AUTO-INJECTOR 200
MG/2ML (mirikizumab-mrkz)

limits
PA; QL (2 ml (1 auto-injector)
per month.)

OMVOH SUBCUTANEOUS SOLUTION PREFILLED SYRINGE
200 MG/2ML (mirikizumab-mrkz)

PA; QL (2 ml (1 prefilled
syringe) per month.)

OPIOID ANTAGONISTS (56:18)

alvimopan oral capsule 12 mg

RELISTOR SUBCUTANEOUS SOLUTION 12 MG/0.6ML
(methylnaltrexone bromide)

3/4

PA; QL (0.6 ml per day.)

RELISTOR SUBCUTANEOUS SOLUTION PREFILLED
SYRINGE 12 MG/0.6ML (methylnaltrexone bromide)

3/4

QL (0.6 ml per day.)

RELISTOR SUBCUTANEOUS SOLUTION PREFILLED
SYRINGE 8 MG/0.4ML (methylnaltrexone bromide)

3/4

QL (0.4 ml per day.)

SYMPROIC ORAL TABLET 0.2 MG (naldemedine tosylate)

PA; QL (1 tablet per day)

GASTROINTESTINAL DRUGS - Drugs for the Stomach

5-HT3 RECEPTOR ANTAGONISTS - Drugs for Vomiting and
Nausea

AKYNZEO ORAL CAPSULE 300-0.5 MG (netupitant-
palonosetron)

3/4

ANZEMET ORAL TABLET 50 MG (dolasetron mesylate)

granisetron hcl oral tablet 1 mg

GRANISOL ORAL SOLUTION 2 MG/10ML (granisetron hcl)

ondansetron hcl oral solution 4 mg/5ml

ondansetron hcl oral tablet 24 mg, 4 mg, 8 mg

ondansetron odt oral tablet dispersible 4 mg, 8 mg

RPlR R W, w

ANTIDIARRHEA AGENTS - Drugs for Diarrhea

bis subcit-metronid-tetracyc oral capsule 140-125-125 mg

QL (120 capsules per 180
days.)

bismuth/metronidaz/tetracyclin oral capsule 140-125-125
mg

QL (120 capsules per 180
days.)

diphenoxylate-atropine oral liquid 2.5-0.025 mg/5ml

diphenoxylate-atropine oral tablet 2.5-0.025 mg

LOMOTIL ORAL TABLET 2.5-0.025 MG (diphenoxylate-
atropine)

3/4

MOTOFEN ORAL TABLET 1-0.025 MG (difenoxin-atropine)

3/4

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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.
207




Prescription drug name

Drug tier

Coverage requirements &
limits

MYTESI ORAL TABLET DELAYED RELEASE 125 MG

(crofelemer) 3/4 PA; QL (2 tablets per day.)
opium oral tincture 10 mg/ml (1%) 1

PYLERA ORAL CAPSULE 140-125-125 MG (bis subcit- 3/4 QL (120 capsules per 180
metronid-tetracyc) days.)

VIBERZI ORAL TABLET 100 MG, 75 MG (eluxadoline) 3 PA; QL (2 tablets per day.)
XERMELO ORAL TABLET 250 MG (telotristat etiprate) 3 PA; QL (3 tablets per day)
ANTIEMETICS, MISCELLANEOUS - Drugs for Vomiting and

Nausea

dronabinol oral capsule 10 mg, 2.5 mg, 5 mg 1

olanzapine oral tablet 10 mg, 15 mg, 2.5 mg, 20 mg, 5 mg, 1

7.5 mg

olanzapine oral tablet dispersible 10 mg, 15 mg, 20 mg, 5 1

mg

olanzapine-fluoxetine hcl oral capsule 12-25 mg, 12-50 mg,

3-25 mg, 6-25 mg, 6-50 mg 1 QL (1 capsule per day)
promethazine hcl oral solution 12.5 mg/10ml, 6.25 mg/5ml

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

promethazine hcl rectal suppository 12.5 mg, 25 mg

PROMETHEGAN RECTAL SUPPOSITORY 12.5 MG, 25 MG, 3

50 MG (promethazine hcl)

scopolamine transdermal patch 72 hour 1 mg/3days 1

SYNDROS ORAL SOLUTION 5 MG/ML (dronabinol) 3/4 PA; QL (4 ml per day)
ANTIHISTAMINES (Gl DRUGS) - Drugs for Vomiting and

Nausea

BONJESTA ORAL TABLET EXTENDED RELEASE 20-20 MG 5

(doxylamine-pyridoxine)

doxylamine-pyridoxine oral tablet delayed release 10-10 mg 1 PA

prochlorperazine maleate oral tablet 10 mg, 5 mg 1

prochlorperazine rectal suppository 25 mg 1

trimethobenzamide hcl oral capsule 300 mg 1

ANTI-INFLAMMATORY AGENTS (Gl DRUGS) - Drugs for

Inflammation

alosetron hcl oral tablet 0.5 mg, 1 mg 1 PA; QL (2 tablets per day)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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.
208




Coverage requirements &

Prescription drug name Drug tier limits
APRISO ORAL CAPSULE EXTENDED RELEASE 24 HOUR 1
0.375 GM (mesalamine)
AZULFIDINE EN-TABS ORAL TABLET DELAYED RELEASE 3/4
500 MG (sulfasalazine)
AZULFIDINE ORAL TABLET 500 MG (sulfasalazine) 3/4
balsalazide disodium oral capsule 750 mg 1
DIPENTUM ORAL CAPSULE 250 MG (olsalazine sodium) 3
mesalamine oral capsule delayed release 400 mg 1
mesalamine oral tablet delayed release 1.2 gm 1
mesalamine rectal enema 4 gm 1 QL (28 bottles per month.)
mesalamine rectal suppository 1000 mg 1 QL (1 suppository per day.)
mesalamine-cleanser rectal kit 4 gm 1 QL (4 kits per month.)
ROWASA RECTAL KIT 4 GM (mesalamine-cleanser) 3/4 QL (4 kits per month.)
sulfasalazine oral tablet 500 mg 1
sulfasalazine oral tablet delayed release 500 mg 1
ANTIULCER AGENTS AND ACID SUPPRESS.,MISC - Drugs
for Ulcers and Stomach Acid
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.)
ANTIULCER AGENTS AND ACID SUPPRESSANTS - Drugs
for Ulcers and Stomach Acid
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
clarithromycin er oral tablet extended release 24 hour 500 1
mg
clarithromycin oral suspension reconstituted 125 mg/5ml,
1
250 mg/5ml

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
clarithromycin oral tablet 250 mg, 500 mg 1
LIKMEZ ORAL SUSPENSION 500 MG/5ML (metronidazole) 3/4
metronidazole oral capsule 375 mg

metronidazole oral tablet 250 mg, 500 mg

tetracycline hcl oral capsule 250 mg, 500 mg

CATHARTICS AND LAXATIVES - Drugs for Constipation

bisacodyl ec oral tablet delayed release 5 mg E H
clearlax oral powder 17 gm/scoop E H
CLENF_’IQ ORAL SOLUTION 10-3.5-12 MG-GM -GM/175ML 5

(sod picosulfate-mag ox-cit acd)

ft clearlax oral powder 17 gm/scoop E H
ft laxative oral tablet delayed release 5 mg E H
ft magnesium citrate oral solution 1.745 gm/30ml E H
gavilax oral powder 17 gm/scoop E H
gavilyte-c oral solution reconstituted 240 gm 1 H
gavilyte-g oral solution reconstituted 236 gm 1 H
gavilyte-n with flavor pack oral solution reconstituted 420 1 H
gm

gentle laxative oral tablet delayed release 5 mg E H
glycolax oral powder 17 gm/scoop E H
GOLYTELY ORAL SOLUTION RECONSTITUTED 236 GM 1 H
(peg 3350-kcl-nabcb-nacl-nasulf)

goodsense clearlax oral powder 17 gm/scoop E H
laxative osmotic oral powder 17 gm/scoop E H
magnesium citrate oral solution 1.745 gm/30ml E H
mm clearlax oral powder 17 gm/scoop E H
MOVIPREP ORAL SOLUTION RECONSTITUTED 100 GM 3/4
(peg-kcl-nacl-nasulf-na asc-c)

na sulfate-k sulfate-mg sulf oral solution 17.5-3.13-1.6 1
gm/177ml

peg 3350 oral powder 17 gm/scoop E H
peg 3350-kcl-na bicarb-nacl oral solution reconstituted 420 1 H
gm

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
peg-3350/electrolytes oral solution reconstituted 236 gm 1 H
peg-3350/electrolytes/ascorbat oral solution reconstituted 1
100 gm
peg-kcl-nacl-nasulf-na asc-c oral solution reconstituted 100 1
gm
PEG-PREP ORAL KIT 5-210 MG-GM (bisacodyl-peg-kcl- 3/4
nabicar-nacl)
PLENVU ORAL SOLUTION RECONSTITUTED 140 GM (peg- 5
kcl-nacl-nasulf-na asc-c)
polyethylene glycol 3350 oral powder 17 gm/scoop E H
smooth lax oral powder 17 gm/scoop E H
SUFLAVE ORAL SOLUTION RECONSTITUTED 178.7 GM

3
(peg 3350-kcl-nacl-nasulf-mgsul)
SUPREP BOWEL PREP KIT ORAL SOLUTION 17.5-3.13-1.6 3
GM/177ML (na sulfate-k sulfate-mg sulf)
SUTAB ORAL TABLET 1479-225-188 MG (sodium sulfate- 5 QL (2 doses (24 tablets) per

mag sulfate-kcl) copay.)

CHOLELITHOLYTIC AGENTS - Drugs for the Stomach

BYLVAY (PELLETS) ORAL CAPSULE SPRINKLE 200 MCG

(odevixibat) 3/4 PA; QL (2 capsules per day.)

BYLVAY (PELLETS) ORAL CAPSULE SPRINKLE 600 MCG

(odevixibat) 3/4 PA; QL (1 capsule per day.)

BYLVAY ORAL CAPSULE 1200 MCG, 400 MCG (odevixibat) 3/4 PA; QL (2 capsules per day.)

CHOLBAM ORAL CAPSULE 250 MG, 50 MG (cholic acid) 2 PA; QL (4 capsules per day.)

CTEXLI ORAL TABLET 250 MG (chenodiol (basds)) 3/4 m;g‘) (93 tablets per

IQIRVO ORAL TABLET 80 MG (elafibranor) g4 |PA QL (31 tablets per
month.)

LIVDELZI ORAL CAPSULE 10 MG (seladelpar lysine) 3/4 m;g‘) (30 capsules per

LIVMARLI ORAL SOLUTION 19 MG/ML (maralixibat chloride) 3/4 EeAr; r%n(t?mo)ml_ (1140 mg)

LIVMARLI ORAL SOLUTION 9.5 MG/ML (maralixibat

chloride) 3/4 PA; QL (4 mL per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

LIVMARLI ORAL TABLET 10 MG, 15 MG, 20 MG (maralixibat 3/4 PA; QL (60 tablets per
chloride) month.)

PA; QL (30 tablets per
month.)

Prescription drug name Drug tier

LIVMARLI ORAL TABLET 30 MG (maralixibat chloride) 3/4

ursodiol oral capsule 300 mg
ursodiol oral tablet 250 mg, 500 mg
DIGESTANTS - Drugs for the Stomach

CREON ORAL CAPSULE DELAYED RELEASE PARTICLES
12000-38000 UNIT, 24000-76000 UNIT, 3000-9500 UNIT,
36000-114000 UNIT, 6000-19000 UNIT (pancrelipase (lip-
prot-amyl))

PA; QL (1 vial per day.); SP;

GATTEX SUBCUTANEOUS KIT 5 MG (teduglutide (rdna)) 2 SMCS

PANCREAZE ORAL CAPSULE DELAYED RELEASE
PARTICLES 10500-35500 UNIT, 16800-56800 UNIT, 21000-
54700 UNIT, 2600-8800 UNIT, 37000-97300 UNIT, 4200-14200
UNIT (pancrelipase (lip-prot-amyl))

PERTZYE ORAL CAPSULE DELAYED RELEASE PARTICLES

16000-57500 UNIT, 24000-86250 UNIT, 4000-14375 UNIT, 3/4
8000-28750 UNIT (pancrelipase (lip-prot-amyl))

VIOKACE ORAL TABLET 10440-39150 UNIT, 20880-78300
UNIT (pancrelipase (lip-prot-amyl))

ZENPEP ORAL CAPSULE DELAYED RELEASE PARTICLES
10000-32000 UNIT, 15000-47000 UNIT, 20000-63000 UNIT,
25000-79000 UNIT, 3000-10000 UNIT, 40000-126000 UNIT, 2
5000-24000 UNIT, 60000-189600 UNIT (pancrelipase (lip-
prot-amyl))

DOPAMINE RECEPTOR ANTAGONISTS - Drugs for
Vomiting and Nausea

3/4

promethazine hcl rectal suppository 12.5 mg, 25 mg 1

PROMETHEGAN RECTAL SUPPOSITORY 12.5 MG, 25 MG,
50 MG (promethazine hcl)

Gl DRUGS, MISCELLANEOUS - Drugs for the Stomach

ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION AUTO-
INJECTOR 40 MG/0.4ML

2 PA; QL (0.03 ml per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION AUTO-

limits
PA; QL (1.6 mL (2 auto-

INJECTOR 80 MG/0.8ML 2 injectors) per month.)
ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION )

PREFILLED SYRINGE 10 MG/0.1ML 2 PA; QL (0.01 miper day)
ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION )

PREFILLED SYRINGE 20 MG/0.2ML 2 PA; QL (0.02 ml per day)
ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION )

PREFILLED SYRINGE 40 MG/0.4ML 2 PA; QL (0.03 miper day)
alvimopan oral capsule 12 mg 1

AMITIZA ORAL CAPSULE 24 MCG, 8 MCG (lubiprostone) 3/4 PA; QL (2 capsules per day.)
AMJEVITA SOLUTION AUTO-INJECTOR 40 MG/0.4ML > PA; QL (2 auto-injectors (1
SUBCUTANEOUS (adalimumab-atto) carton) per month.)
AMJEVITA SOLUTION AUTO-INJECTOR 80 MG/0.8ML > PA; QL (2 auto-injectors (1
SUBCUTANEOUS (adalimumab-atto) carton) per month.)
AMJEVITA SOLUTION PREFILLED SYRINGE 40 MG/0.4ML > PA; QL (2 syringes per
SUBCUTANEOUS (adalimumab-atto) month per month.)
AMJEVITA-PED 15KG TO <30KG SUBCUTANEOUS

SOLUTION PREFILLED SYRINGE 20 MG/0.2ML 2 PA

(adalimumab-atto)

BYLVAY (PELLETS) ORAL CAPSULE SPRINKLE 200 MCG .

(odevixibat) 3/4 PA; QL (2 capsules per day.)
BYLVAY (PELLETS) ORAL CAPSULE SPRINKLE 600 MCG .

(odevixibat) 3/4 PA; QL (1 capsule per day.)
BYLVAY ORAL CAPSULE 1200 MCG, 400 MCG (odevixibat) 3/4 PA; QL (2 capsules per day.)
CHOLBAM ORAL CAPSULE 250 MG, 50 MG (cholic acid) 2 PA; QL (4 capsules per day.)
CIMZIA (2 SYRINGE) SUBCUTANEOUS PREFILLED 5 PA; QL (2 syringes (1 carton)
SYRINGE KIT 200 MG/ML (certolizumab pegol) per month.)
CIMZIA-STARTER SUBCUTANEOUS PREFILLED SYRINGE > PA

KIT 200 MG/ML (certolizumab pegol)

dronabinol oral capsule 10 mg, 2.5 mg, 5 mg 1

ENTYVIO PEN SUBCUTANEOUS SOLUTION AUTO- )

INJECTOR 108 MG/0.68ML (vedolizumab) 2 PA; QL (0.05 mi per day.)
GATTEX SUBCUTANEOUS KIT 5 MG (teduglutide (rdna)) 2 PA; QL (1 vial per day.); SP;

SMCS

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

limits
PA; QL (31 tablets per

IQIRVO ORAL TABLET 80 MG (elafibranor) 3/4
month.)

LINZESS ORAL CAPSULE 145 MCG, 290 MCG, 72 MCG ,
(linaclotide) 2 PA; QL (1 capsule per day.)
LIVMARLI ORAL SOLUTION 9.5 MG/ML (maralixibat 3/4 PA: QL (4 mL per day.)
chloride)
lubiprostone oral capsule 24 mcg, 8 mcg 1 PA; QL (2 capsules per day.)
octreotide acetate injection solution 100 mcg/ml, 50

1 PA
mcg/ml, 500 mcg/ml
octreotide acetate injection solution 1000 mcg/ml, 200 1 PA
mcg/ml
octreotide acetate subcutaneous solution prefilled syringe 1 PA
100 mcg/ml, 50 mcg/ml, 500 mcg/ml
prucalopride succinate oral tablet 1 mg, 2 mg 1 PA; QL (1 tablet per day.)
RELISTOR SUBCUTANEOUS SOLUTION 12 MG/0.6ML .
(methylnaltrexone bromide) 3/4 PA; QL (0.6 ml per day.)
RELISTOR SUBCUTANEOUS SOLUTION PREFILLED 3/4 QL (0.6 ml per day.)
SYRINGE 12 MG/0.6ML (methylnaltrexone bromide) ' P Y
RELISTOR SUBCUTANEOUS SOLUTION PREFILLED 3/4 QL (0.4 mi per day.)
SYRINGE 8 MG/0.4ML (methylnaltrexone bromide) ' P Y
REZDIF_FRA ORAL TABLET 100 MG, 60 MG, 80 MG 3/4 PA: QL (1 Tablet per day.)
(resmetirom)
SIMPONI SUBCUTANEOUS SOLUTION AUTO-INJECTOR 5 PA; QL (1 syringe per 21
100 MG/ML (golimumab) days.)
SIMPONI SUBCUTANEOUS SOLUTION AUTO-INJECTOR 50 5 PA; QL (1 auto-injector per
MG/0.5ML (golimumab) month.)
SIMPONI SUBCUTANEOUS SOLUTION PREFILLED 5 PA; QL (1 syringe per 21
SYRINGE 100 MG/ML (golimumab) days.)
SIMPONI SUBCUTANEOUS SOLUTION PREFILLED 5 PA; QL (1 syringe per
SYRINGE 50 MG/0.5ML (golimumab) month.)
SKYRIZI SUBCUTANEOUS SOLUTION CARTRIDGE 180 ,
MG/1.2ML (risankizumab-rzaa) 2 PA; QL (1.2 mi per 42 days )
SKYRIZI SUBCUTANEOUS SOLUTION CARTRIDGE 360 ,
MG/2.4ML (risankizumab-rzaa) 2 PA; QL (2.4 mL per 42 days.)
SYMPROIC ORAL TABLET 0.2 MG (naldemedine tosylate) 2 PA; QL (1 tablet per day)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

limits

SYNDROS ORAL SOLUTION 5 MG/ML (dronabinol) 3/4 PA; QL (4 ml per day)
TRULANCE ORAL TABLET 3 MG (plecanatide) 3/4 PA; QL (1 tablet per day)
VIBERZI ORAL TABLET 100 MG, 75 MG (eluxadoline) 3 PA; QL (2 tablets per day.)
VOWST ORAL CAPSULE (fecal microb spores, live-brpk) 3/4 (I;’aA;SC.Q)L (12 capsules per 365
XPHOZAH ORAL TABLET 30 MG (tenapanor hcl (ckd)) 3/4 QL (2 tablets per day.)
HISTAMINE H2-ANTAGONISTS - Drugs for Ulcers and

Stomach Acid

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

nizatidine oral capsule 150 mg, 300 mg 1

LIPOTROPIC AGENTS - Drugs for the Stomach

scopolamine transdermal patch 72 hour 1 mg/3days 1

NEUROKININ-1 RECEPTOR ANTAGONISTS - Drugs for

Vomiting and Nausea

AKYNZEO ORAL CAPSULE 300-0.5 MG (netupitant- 3/4

palonosetron)

aprepitant oral capsule 125 mg, 40 mg, 80 mg

aprepitant oral capsule therapy pack 80 & 125 mg

EMEND ORAL SUSPENSION RECONSTITUTED 125 MG/5ML 5

(aprepitant)

POTASSIUM-COMPETITIVE ACID BLOCKERS - Drugs for

Ulcers and Stomach Acid

VOQU_E_ZI\_IA DUAL PAK ORAL THERAPY PACK 500-20 MG 3/4 QL (112 tablets per 180
(amoxicillin-vonoprazan) days.)

VOQUEZNA ORAL TABLET 10 MG (vonoprazan fumarate) 3/4 EsAbi g'gl(eltst%%fgggr dd;;é"’)‘”d
VOQUEZNA ORAL TABLET 20 MG (vonoprazan fumarate) 3/4 ;Aé (szo(fbeZ?s'eSZ rp;gar:‘_‘)’mh
VOQU EZN_A_TRIPL_E PAK ORAL THERAPY PACK 500-500-20 3/4 QL (112 tablets per 180
MG (amoxicill-clarithro-vonoprazan) days.)

PROKINETIC AGENTS - Drugs for the Stomach

metoclopramide hcl oral solution 5 mg/5ml 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

metoclopramide hcl oral tablet 10 mg, 5 mg 1

REGLAN ORAL TABLET 10 MG, 5 MG (metoclopramide hcl) 3/4

PROSTAGLANDINS - Drugs for Ulcers and Stomach Acid

CYTOTEC ORAL TABLET 100 MCG, 200 MCG (misoprostol) 3/4 SM
diclofenac-misoprostol oral tablet delayed release 50-0.2 1

mg, 75-0.2 mg

misoprostol oral tablet 100 mcg, 200 mcg 1 SM

PROTECTANTS - Drugs for Ulcers and Stomach Acid

sucralfate oral suspension 1 gm/10ml

sucralfate oral tablet 1 gm

PROTON-PUMP INHIBITORS - Drugs for Ulcers and

Stomach Acid

amoxicill-clarithro-lansopraz oral therapy pack 500 & 500 & 1 QL (112 capsules and tablets
30 mg (1 Package) per 180 days.)
esomeprazole magnesium oral packet 10 mg, 2.5 mg, 20 1 PA: QL (1 packet per day.)
mg, 5 mg ’ P P Y
esomeprazole magnesium oral packet 40 mg 1 PA; QL (1 packet per day)
FIRST-LANSOPRAZOLE ORAL SUSPENSION 3 MG/ML 3 PA

(lansoprazole)

lansoprazole oral tablet delayed release dispersible 15 mg, _

30 mg 1 PA; QL (1 tablet per day.)
omeprazole oral capsule delayed release 10 mg, 20 mg, 40 1

mg

pantoprazole sodium oral packet 40 mg 1

pantoprazole sodium oral tablet delayed release 20 mg, 40 1

mg

PRILOSEC ORAL PACKET 10 MG, 2.5 MG (omeprazole 3/4

magnesium)

PROTONIX ORAL PACKET 40 MG (pantoprazole sodium) 3/4

RABEPRAZOLE SODIUM ORAL CAPSULE SPRINKLE 10 MG 3/4

rabeprazole sodium oral tablet delayed release 20 mg 1 QL (1 tablet per day)
VOQUEZNA ORAL TABLET 10 MG (vonoprazan fumarate) 3/4 PA; QL (1 tablet per day and

186 tablets per 365 days.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

PA; QL (60 tablets per month
and 120 tablets per year.)

Prescription drug name Drug tier

VOQUEZNA ORAL TABLET 20 MG (vonoprazan fumarate) 3/4

GOLD COMPOUNDS

GOLD COMPOUNDS

AURANOFIN ORAL CAPSULE 3 MG 3

RIDAURA ORAL CAPSULE 3 MG (auranofin) 3

HEAVY METAL ANTAGONISTS - Drugs to Reduce Iron

HEAVY METAL ANTAGONISTS - Drugs to Reduce Iron

CHEMET ORAL CAPSULE 100 MG (succimer) 2

deferasirox granules oral packet 180 mg, 360 mg, 90 mg 1 PA

deferasirox oral packet 180 mg, 360 mg, 90 mg 1 PA

deferasirox oral tablet 180 mg, 360 mg, 90 mg 1 PA

deferasirox oral tablet soluble 125 mg, 250 mg, 500 mg 1 PA

deferiprone oral tablet 1000 mg, 500 mg 1 PA

DEPEN TITRATABS ORAL TABLET 250 MG (penicillamine) 2

FERRIPROX ORAL SOLUTION 100 MG/ML (deferiprone) 2 PA

FERRIPROX ORAL TABLET 1000 MG (deferiprone) 3/4 PA

FERRIPROX TWICE-A-DAY ORAL TABLET 1000 MG

(deferiprone) 3/4 PA

penicillamine oral tablet 250 mg

trientine hcl oral capsule 250 mg, 500 mg 1 PA

HORMONES AND SYNTHETIC SUBSTITUTES

MELANOCORTIN RECEPTOR AGONISTS

VYLEESI SUBCUTANEOUS_SOLUTION AUTO-INJECTOR 3/4 PA; QL (4 autoinjector pens
1.75 MG/0.3ML (bremelanotide acetate) (2.2mls) per month.)

HORMONES AND SYNTHETIC SUBSTITUTES - Hormones

ADRENALS - Hormones

ADVAIR HFA INHALATION AEROSOL 115-21 MCG/ACT, 230- 5 QL (0.4 grams per day.): SM
21 MCGJ/ACT, 45-21 MCG/ACT (fluticasone-salmeterol) 9 P Y-
AIRSUPRA INHALATION AEROSOL 90-80 MCG/ACT

. 3 SM
(albuterol-budesonide)
ANALPRAM HC EXTERNAL CREAM 1-1 %, 2.5-1 % 3/4
(hydrocortisone ace-pramoxine)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

ANALPRAM HC EXTERNAL LOTION 2.5-1 % (hydrocortisone
ace-pramoxine)

ANUCORT-HC RECTAL SUPPOSITORY 25 MG 2

ANUSOL-HC EXTERNAL CREAM 2.5 % (hydrocortisone) 3/4

ANUSOL-HC RECTAL SUPPOSITORY 25 MG
(hydrocortisone acetate)

ARNUITY ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 100 MCG/ACT, 200 MCG/ACT 1 SM
(fluticasone furoate)

ARNUITY ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 50 MCG/ACT (fluticasone furoate)

=

QL (1 packet per day.); SM

betamethasone dipropionate aug external cream 0.05 %

betamethasone dipropionate aug external gel 0.05 %

betamethasone dipropionate aug external lotion 0.05 %

betamethasone dipropionate aug external ointment 0.05 %

betamethasone dipropionate external cream 0.05 %

betamethasone dipropionate external lotion 0.05 %

betamethasone dipropionate external ointment 0.05 %

betamethasone valerate external cream 0.1 %

betamethasone valerate external foam 0.12 %

betamethasone valerate external lotion 0.1 %

RPlRr R R R R R R R R R

betamethasone valerate external ointment 0.1 %

BREO ELLIPTA INHALATION AEROSOL POWDER BREATH
ACTIVATED 100-25 MCG/ACT (fluticasone furoate- 2 SM
vilanterol)

BREO ELLIPTA INHALATION AEROSOL POWDER BREATH
ACTIVATED 200-25 MCG/ACT (fluticasone furoate- 3 QL (2 blisters per day.); SM
vilanterol)

BREO ELLIPTA INHALATION AEROSOL POWDER BREATH

ACTIVATED 50-25 MCG/INH (fluticasone furoate-vilanterol) 3 SM

BREZTRI AEROSPHERE INHALATION AEROSOL 160-9-4.8 QL (0.36 grams per day.);
MCG/ACT (budeson-glycopyrrol-formoterol) SM

budesonide inhalation suspension 0.25 mg/2ml| 1 SM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
budesonide inhalation suspension 0.5 mg/2ml 1 QL (12_0 mi (2 boxes) per 30
days.); SM
budesonide inhalation suspension 1 mg/2ml 1 QL (69 ml (1 box) per 30
days.); SM
budesonide oral capsule delayed release particles 3 mg 1
CORTANE-B EXTERNAL LOTION 10-10-1 MG/ML (hc- 3/4
pramoxine-chloroxylenol)
CORTEF ORAL TABLET 10 MG, 20 MG, 5 MG
: 3/4
(hydrocortisone)
CORTENEMA RECTAL ENEMA 100 MG/60ML
. 3/4
(hydrocortisone)
CORTIFOAM EXTERNAL FOAM 10 % (hydrocortisone >
acetate)
CORTISONE ACETATE ORAL TABLET 25 MG 3/4
dexamethasone intensol oral concentrate 1 mg/ml
dexamethasone oral elixir 0.5 mg/5ml
dexamethasone oral solution 0.5 mg/5ml
dexamethasone oral tablet 0.5 mg, 0.75 mg, 1 mg, 1.5 mg, 2 1
mg, 4 mg, 6 mg
dexamethasone oral tablet therapy pack 1.5 mg (21), 1.5 mg 1
(35), 1.5 mg (51)
DIPROLENE EXTERNAL OINTMENT 0.05 % (betamethasone 3/4
dipropionate aug)
DULERA INHALATION AEROSOL 100-5 MCG/ACT, 200-5 3/a QL (0.44 grams per day.);

MCG/ACT (mometasone furo-formoterol fum) SM

DULERA INHALATION AEROSOL 50-5 MCG/ACT

(mometasone furo-formoterol fum) 3/4 QL (0.44 mcg per day.); SM

EOHILIA ORAL SUSPENSION 2 MG/10ML (budesonide) 3/4 PA; QL (20 grams per day.)
fludrocortisone acetate oral tablet 0.1 mg 1
flunisolide nasal solution 25 mcg/act (0.025%) 1

FLUTICASONE FUROATE-VILANTEROL INHALATION

AEROSOL POWDER BREATH ACTIVATED 100-25 MCG/ACT 34 |SM

FLUTICASONE FUROATE-VILANTEROL INHALATION

AEROSOL POWDER BREATH ACTIVATED 200-25 MCG/ACT 3/4 QL (2 blisters per day.); SM

fluticasone propionate external cream 0.05 % 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

fluticasone propionate external lotion 0.05 % 1

fluticasone propionate external ointment 0.005 % 1

FLUTICASONE PROPIONATE HFA INHALATION AEROSOL 3/4 QL (1 inhaler per month.);
110 MCG/ACT SM

FLUTICASONE PROPIONATE HFA INHALATION AEROSOL 3/a QL (2 inhalers per month.);
220 MCG/ACT SM

fluticasone propionate hfa inhalation aerosol 44 mcg/act 1 gll\_/l (1 inhaler per month.);
fluticasone propionate nasal suspension 50 mcg/act 1
O e s E O AROSOLTIS | 0ot 0.4 grams perday): S
2ctivated 100.50 moglact, 250-50 moglact, 50050 moglact | 1 |Qu@Dlsters perday); S
FLUTICASONE-SALMETEROL INHALATION AEROSOL

POWDER BREATH ACTIVATED 113-14 MCG/ACT, 232-14 2 QL (0.04 mcg per day.); SM
MCG/ACT, 55-14 MCG/ACT

HEMMOREX-HC RECTAL SUPPOSITORY 25 MG 3

(hydrocortisone acetate)

HEMMOREX-HC RECTAL SUPPOSITORY 30 MG

(hydrocortisone acetate) 3/4

hydrocortisone (perianal) external cream 2.5 % 1

hydrocortisone ace-pramoxine external cream 1-1 % 1

HYDROCORTISONE ACETATE EXTERNAL CREAM 2.5 % 3/4

hydrocortisone acetate rectal suppository 25 mg, 30 mg 1

hydrocortisone butyrate external cream 0.1 % 1

hydrocortisone butyrate external ointment 0.1 % 1

hydrocortisone butyrate external solution 0.1 % 1

hydrocortisone external cream 2.5 % 1

hydrocortisone external lotion 2.5 % 1

hydrocortisone external ointment 1 %, 2.5 % 1

hydrocortisone oral tablet 10 mg, 20 mg, 5 mg 1

hydrocortisone rectal enema 100 mg/60ml 1

hydrocortisone valerate external cream 0.2 % 1

hydrocortisone valerate external ointment 0.2 % 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

mg

hydrocortisone-acetic acid otic solution 1-2 % 1
hydrocort-pramoxine (perianal) external cream 2.5-1 % 1
INTRAROSA VAGINAL INSERT 6.5 MG (prasterone) 3/4 PA; QL (1 insert per day)
ISTURISA ORAL TABLET 1 MG (osilodrostat phosphate) 3/4 PA; QL (8 tablets per day.)
ISTURISA ORAL TABLET 5 MG (osilodrostat phosphate) 3/4 mn%) (372 tablets per
KHINDIVI ORAL SOLUTION 1 MG/ML (hydrocortisone) 3/4 PA
MEDROL ORAL TABLET 16 MG, 4 MG, 8 MG

(methylprednisolone) 34
MEDROL ORAL TABLET 2 MG (methylprednisolone) 2
MEDROL ORAL TABLET THERAPY PACK 4 MG 3/4
(methylprednisolone)

methylprednisolone oral tablet 16 mg, 32 mg, 4 mg, 8 mg
methylprednisolone oral tablet therapy pack 4 mg

MICORT HC EXTERNAL CREAM 2.5 % (hydrocortisone 3/4
acetate)

mometasone furoate external cream 0.1 % 1
mometasone furoate external ointment 0.1 % 1
mometasone furoate external solution 0.1 % 1
mometasone furoate nasal suspension 50 mcg/act 1
NUCORT EXTERNAL LOTION 2 % (hydrocortisone acetate) 3
OMNARIS NASAL SUSPENSION 50 MCG/ACT (ciclesonide) 3/4
ORAPRED OD_T ORAL TABLET DISPERSIBLE 10 MG, 15 MG, 3/4

30 MG (prednisolone sodium phosphate)

PRED MILD OPHTHALMIC SUSPENSION 0.12 % 3
(prednisolone acetate)

prednisolone acetate ophthalmic suspension 1 % 1
prednisolone oral solution 15 mg/5ml 1
prednisolone oral tablet 5 mg 1
prednisolone sodium phosphate ophthalmic solution 1 % 1
prednisolone sodium phosphate oral solution 15 mg/5ml 1
prednisolone sodium phosphate oral tablet dispersible 30 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
prednisone intensol oral concentrate 5 mg/mi 1
prednisone oral solution 5 mg/sml 1
prednisone oral tablet 1 mg, 10 mg, 2.5 mg, 20 mg, 5 mg, 50 1
mg
prednisone oral tablet therapy pack 10 mg (21), 10 mg (48), 1
5mg (21), 5 mg (48)
PROCORT EXTERNAL CREAM 1.85-1.15 % (hydrocortisone 3/4
ace-pramoxine)
PROCTOCORT RECTAL SUPPOSITORY 30 MG
. 3/4
(hydrocortisone acetate)
PROCTOFOAM HC EXTERNAL FOAM 1-1 % (hydrocortisone 5
ace-pramoxine)
procto-med hc external cream 2.5 % 1
PROCTOSOL HC EXTERNAL CREAM 2.5 %
. 3/4
(hydrocortisone)
PROCTOZONE-HC EXTERNAL CREAM 2.5 %
. 3/4
(hydrocortisone)
QNASL CHILDRENS NASAL AEROSOL SOLUTION 40 3/4
MCGI/ACT (beclomethasone diprop (nasal))
QNASL NASAL AEROSOL SOLUTION 80 MCG/ACT
: 3/4
(beclomethasone diprop (nasal))
QVAR REDIHALER INHALATION AEROSOL BREATH 1 QL (10.6 grams per month.);
ACTIVATED 40 MCG/ACT (beclomethasone diprop hfa) SM
QVAR REDIHALER INHALATION AEROSOL BREATH 1 QL (42.4 grams per month.);
ACTIVATED 80 MCG/ACT (beclomethasone diprop hfa) SM
RYALTRIS NASAL SUSPENSION 665-25 MCG/ACT 3/4
(olopatadine-mometasone)
SERNIVO EXTERNAL EMULSION 0.05 % (betamethasone 3/4
dipropionate)
SYMBICORT INHALATION AEROSOL 160-4.5 MCG/ACT 1 QL (0.35 grams per day.);
(budesonide-formoterol fumarate) SM
SYMBICORT INHALATION AEROSOL 80-4.5 MCG/ACT
. 1 SM
(budesonide-formoterol fumarate)
TAPERDEX 12-DAY ORAL TABLET THERAPY PACK 1.5 MG 3

(49) (dexamethasone)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

TAPERDEX 6-DAY ORAL TABLET THERAPY PACK 1.5 MG

(dexamethasone) 3/4
TAPERDEX 6-DAY ORAL TABLET THERAPY PACK 1.5 MG 3
(21) (dexamethasone)

TAPERDEX 7-DAY ORAL TABLET THERAPY PACK 1.5 MG 3

(27) (dexamethasone)

TARPEYO ORAL CAPSULE DELAYED RELEASE 4 MG
(budesonide)

3/4 PA; QL (4 capsules per day.)

TEXACORT EXTERNAL SOLUTION 2.5 % (hydrocortisone) 2
TRELEGY ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 100-62.5-25 MCG/ACT (fluticasone- 3 QL (2 blisters per day); SM

umeclidin-vilant)

TRELEGY ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 200-62.5-25 MCG/ACT (fluticasone- 3 QL (2 blisters per day.); SM
umeclidin-vilant)

triamcinolone acetonide external aerosol solution 0.147

1

mg/gm
triamcinolone acetonide external cream 0.025 %, 0.1 %, 0.5 1
%
triamcinolone acetonide external lotion 0.025 %, 0.1 % 1
triamcinolone acetonide external ointment 0.025 %, 0.1 %, 1
0.5%
triderm external cream 0.5 % 1
TRYNGOLZA SUBCUTANEOUS SOLUTION AUTO- 3/4 PA; QL (1 Auto-injector (0.8
INJECTOR 80 MG/0.8ML (olezarsen sodium) mL) per month.); SP; SMCS
UCERIS ORAL TABLET EXTENDED RELEASE 24 HOUR 9

- 1
MG (budesonide)
wixela inhub inhalation aerosol powder breath activated , )
100-50 mcg/act, 250-50 mcg/act, 500-50 mcg/act ! QL (2 blisters per day.); SM
ALPHA-GLUCOSIDASE INHIBITORS - Drugs for Diabetes
acarbose oral tablet 100 mg, 25 mg, 50 mg
miglitol oral tablet 100 mg, 25 mg, 50 mg
ANDROGENS - Hormones
COVARYX HS ORAL TABLET 0.625-1.25 MG (est estrogens- 3

methyltest)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

COVARYX ORAL TABLET 1.25-2.5 MG (est estrogens-

methyltest) 2

danazol oral capsule 100 mg, 200 mg, 50 mg 1
DEPO-TESTOSTERONE INTRAMUSCULAR SOLUTION 100 3 SM
MG/ML (testosterone cypionate)

DEPO-TESTOSTERONE INTRAMUSCULAR SOLUTION 200 3/4 SM
MG/ML (testosterone cypionate)

EEMT HS ORAL TABLET 0.625-1.25 MG (est estrogens- 3
methyltest)

EEMT ORAL TABLET 1.25-2.5 MG (est estrogens- >
methyltest)

est estrogens-methyltest ds oral tablet 1.25-2.5 mg

est estrogens-methyltest hs oral tablet 0.625-1.25 mg

est estrogens-methyltest oral tablet 1.25-2.5 mg

ESTRATEST H.S. ORAL TABLET 0.625-1.25 MG (est 3

estrogens-methyltest)

KYZATREX ORAL CAPSULE 150 MG, 200 MG (testosterone 3/4 QL (4 capsules per day.); SM

undecanoate)
METHITEST ORAL TABLET 10 MG 2 SM
methyltestosterone oral capsule 10 mg 1 SM

PA; QL (100 mg

TESTIM TRANSDERMAL GEL 50 MG/5GM (1%) Testosterone (2 X 5 grams

(testosterone) ! tubes = 10 grams) per day);
SM
testosterone cypionate intramuscular solution 100 mg/ml,
1 SM
200 mg/ml
testosterone enanthate intramuscular solution 200 mg/ml 1 SM
testosterone transdermal gel 1.62 %, 20.25 mg/act (1.62%) 1 PA; QL (150 grams (2

pumps) per month.); SM

ANTIDIABETIC AGENTS, MISCELLANEOUS - Drugs for
Diabetes

colesevelam hcl oral packet 3.75 gm

colesevelam hcl oral tablet 625 mg

CYCLOSET ORAL TABLET 0.8 MG (bromocriptine mesylate)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

mifepristone oral tablet 300 mg 1 gﬁ‘ 8bé4stablets per day.);
ANTIESTROGENS - Drugs for Women

anastrozole oral tablet 1 mg 1 H-N

exemestane oral tablet 25 mg 1 H-N

letrozole oral tablet 2.5 mg 1 H-N
ANTIGONADTROPINS - Hormones

aftera oral tablet 1.5 mg 1 H

CETROTIDE SUBCUTANEOQOUS KIT 0.25 MG (cetrorelix 3/4 PA; QL (14 cartons per 21
acetate) days.)
DEPO-TESTOSTERONE I_NTRAMUSCULAR SOLUTION 100 3 SM

MG/ML (testosterone cypionate)

DEPO-TESTOSTERONE INTRAMUSCULAR SOLUTION 200 3/4 SM

MG/ML (testosterone cypionate)
econtra one-step oral tablet 1.5 mg 1 H
FIRMAGON (240 MG DOSE) SUBCUTANEOUS SOLUTION

RECONSTITUTED 120 MG/VIAL (degarelix acetate) 3

FIRMAGON SUI_BCUTANEOUS SOLUTION RECONSTITUTED 3

80 MG (degarelix acetate)

FYREMADEL SUBCUTANEOUS_ SQLUTION PREFILLED 3 QL (7 ml per 21 days.)
SYRINGE 250 MCG/0.5ML (ganirelix acetate)

ggglrrneg;(/g%?;?te subcutaneous solution prefilled syringe 1 OL (7 ml per 21 days.)
her style oral tablet 1.5 mg 1 H

l}jr\](geA(;raF;E);tS)RAL CAPSULE 150 MG, 200 MG (testosterone 3/4 QL (4 capsules per day.); SM
levonorgestrel oral tablet 1.5 mg 1 H

my choice oral tablet 1.5 mg 1 H

my way oral tablet 1.5 mg 1 H
gﬂs\:fai'\iﬂo?iifeﬁ?rﬁh TABLET 40-1-0.5 MG (relugolix 5 PA: QL (1 tablet day.)
new day oral tablet 1.5 mg 1 H

opcicon one-step oral tablet 1.5 mg 1 H

option 2 oral tablet 1.5 mg 1 H

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

limits
PA; QL (1 tablet per day);

ORGOVYX ORAL TABLET 120 MG (relugolix) 3 CM
ORIAHNN ORAL CAPSULE THERAPY PACK 300-1-0.5 & 300 5 PA: QL (2 capsules per day.)
MG (elagolix-estradiol-norethind) ' P P Y
ORILISSA ORAL TABLET 150 MG (elagolix sodium) 2 PA; QL (1 tablet per day.)
ORILISSA ORAL TABLET 200 MG (elagolix sodium) 2 PA; QL (2 tablets per day.)
PLAN B ONE-STEP ORAL TABLET 1.5 MG (levonorgestrel) 1 H
shewise oral tablet 1.5 mg 1 H
SLYND ORAL TABLET 4 MG (drospirenone) 3/4 H
take action oral tablet 1.5 mg 1 H
PA; QL (100 mg
TESTIM TRANSDERMAL GEL 50 MG/5GM (1%) 1 Testosterone (2 X 5 grams
(testosterone) tubes = 10 grams) per day);
SM
testosterone cypionate intramuscular solution 100 mg/ml,
1 SM
200 mg/ml
testosterone enanthate intramuscular solution 200 mg/ml 1 SM
testosterone transdermal gel 1.62 %, 20.25 mg/act (1.62%) 1 PA; QL (150 grams _(2
pumps) per month.); SM
ANTIHYPOGLYCEMIC AGENTS, MISCELLANEOUS -
Hormones
diazoxide oral suspension 50 mg/ml 1
PROGLYCEM ORAL SUSPENSION 50 MG/ML (diazoxide) 3/4
ANTIPARATHYROID AGENTS - Drugs for Bones
calcitonin (salmon) injection solution 200 unit/ml
calcitonin (salmon) nasal solution 200 unit/act
cinacalcet hcl oral tablet 30 mg, 60 mg, 90 mg
MIACALCIN INJECTION SOLUTION 200 UNIT/ML (calcitonin 3

(salmon))

ANTITHYROID AGENTS - Drugs for the Thyroid

methimazole oral tablet 10 mg, 5 mg

propylthiouracil oral tablet 50 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

BIGUANIDES - Drugs for Diabetes

ACTOPLUS MET ORAL TABLET 15-850 MG (pioglitazone

hcl-metformin hcl) 3/4 QL (3 tablets per day)

ALOGLIPTIN-METFORMIN HCL ORAL TABLET 12.5-1000

MG. 12.5-500 MG 2 QL (2 tablets per day.)
glipizide-metformin hcl oral tablet 2.5-250 mg, 2.5-500 mg, 1

5-500 mg

glyburide-metformin oral tablet 1.25-250 mg, 2.5-500 mg, 5- 1

500 mg

JENTADUETO ORAL TABLET 2.5-1000 MG, 2.5-500 MG, 2.5-

850 MG (linagliptin-metformin hcl) 2 QL (2 tablets per day.)
JENTADUETO XR ORAL TABLET EXTENDED RELEASE 24 5 OL (2 tablets per day.)
HOUR 2.5-1000 MG (linagliptin-metformin hcl) P Y
JENTADUETO XR ORAL TABLET EXTENDED RELEASE 24 5 OL (1 tablet per day.)
HOUR 5-1000 MG (linagliptin-metformin hcl) P Y
metformin hcl er oral tablet extended release 24 hour 500 1

mg, 750 mg

metformin hcl oral solution 500 mg/5ml

metformin hcl oral tablet 2000 mg, 500 mg, 850 mg

E)T:Sglltazone hcl-metformin hcl oral tablet 15-500 mg, 15-850 1 QL (3 tablets per day)
saxagliptin-metformin er oral tablet extended release 24

hour 2.5-1000 mg 1 QL (62 tablets per month.)
saxagliptin-metformin er oral tablet extended release 24 1 QL (31 tablets per month.)

hour 5-1000 mg, 5-500 mg

SITAGLIPT BASE-METFORM HCL ER ORAL TABLET

EXTENDED RELEASE 24 HOUR 100-1000 MG 3/4 QL (31 Tablets per month.)

SITAGLIPT BASE-METFORM HCL ER ORAL TABLET

EXTENDED RELEASE 24 HOUR 50-1000 MG, 50-500 MG 3/4 QL (62 Tablets per month.)

SITAGLIPTIN BASE-METFORMIN HCL ORAL TABLET 50-

1000 MG, 50-500 MG 3/4 QL (62 tablets per month.)

SYNJARDY ORAL TABLET 12.5-1000 MG, 12.5-500 MG, 5-

1000 MG, 5-500 MG (empagliflozin-metformin hcl) 2 QL (2 tablets per day.)
SYNJARDY XR ORAL TABLET EXTENDED RELEASE 24
HOUR 10-1000 MG, 25-1000 MG (empagliflozin-metformin 2 QL (1 tablet per day)

hel)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

SYNJARDY XR ORAL TABLET EXTENDED RELEASE 24
HOUR 12.5-1000 MG, 5-1000 MG (empagliflozin-metformin
hcl)

limits

QL (2 tablets per day)

TRIJARDY XR ORAL TABLET EXTENDED RELEASE 24
HOUR 10-5-1000 MG, 25-5-1000 MG (empagliflozin-linaglip-
metform)

QL (1 tablet per day.)

TRIJARDY XR ORAL TABLET EXTENDED RELEASE 24
HOUR 12.5-2.5-1000 MG, 5-2.5-1000 MG (empagliflozin-
linaglip-metform)

QL (2 tablets per day.)

ZITUVIMET ORAL TABLET 50-1000 MG, 50-500 MG
(sitagliptin base-metformin hcl)

3/4

QL (62 tablets per month.)

ZITUVIMET XR ORAL TABLET EXTENDED RELEASE 24
HOUR 100-1000 MG (sitagliptin base-metformin hcl)

3/4

QL (31 Tablets per month.)

ZITUVIMET XR ORAL TABLET EXTENDED RELEASE 24
HOUR 50-1000 MG, 50-500 MG (sitagliptin base-metformin
hcl)

3/4

QL (62 Tablets per month.)

CONTRACEPTIVES - Drugs for Women

afirmelle oral tablet 0.1-20 mg-mcg

aftera oral tablet 1.5 mg

altavera oral tablet 0.15-30 mg-mcg

alyacen 1/35 oral tablet 1-35 mg-mcg

alyacen 7/7/7 oral tablet 0.5/0.75/1-35 mg-mcg

amethyst oral tablet 90-20 mcg

RPlR R R Rk

i s e ) e ) s ) e

ANNOVERA VAGINAL RING 0.013-0.15 MG/24HR
(segesterone-ethinyl estradiol)

w

QL (1 vaginal ring per 327
days); H

apri oral tablet 0.15-30 mg-mcg

H

aranelle oral tablet 0.5/1/0.5-35 mg-mcg

ashlyna oral tablet 0.15-0.03 &0.01 mg

aubra eq oral tablet 0.1-20 mg-mcg

aurovela 1.5/30 oral tablet 1.5-30 mg-mcg

aurovela 1/20 oral tablet 1-20 mg-mcg

aurovela 24 fe oral tablet 1-20 mg-mcg(24)

aurovela fe 1.5/30 oral tablet 1.5-30 mg-mcg

aurovela fe 1/20 oral tablet 1-20 mg-mcg

I e e T

I I I  I|I| I I

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

AVERI ORAL TABLET 0.15-0.03 MG (desogestrel-eth estrad-
fe)

3/4

limits

T

aviane oral tablet 0.1-20 mg-mcg

ayuna oral tablet 0.15-30 mg-mcg

azurette oral tablet 0.15-0.02/0.01 mg (21/5)

BALCOLTRA ORAL TABLET 0.1-20 MG-MCG(21)
(levonorgest-eth estrad-fe bisg)

3/4

balziva oral tablet 0.4-35 mg-mcg

BEYAZ ORAL TABLET 3-0.02-0.451 MG (drospiren-eth
estrad-levomefol)

blisovi 24 fe oral tablet 1-20 mg-mcg(24)

blisovi fe 1.5/30 oral tablet 1.5-30 mg-mcg

blisovi fe 1/20 oral tablet 1-20 mg-mcg

briellyn oral tablet 0.4-35 mg-mcg

camila oral tablet 0.35 mg

camrese lo oral tablet 0.1-0.02 & 0.01 mg

camrese oral tablet 0.15-0.03 &0.01 mg

charlotte 24 fe oral tablet chewable 1-20 mg-mcg(24)

chateal eq oral tablet 0.15-30 mg-mcg

cryselle oral tablet 0.3-30 mg-mcg

cyred eq oral tablet 0.15-30 mg-mcg

dasetta 1/35 (28) oral tablet 1-35 mg-mcg

dasetta 7/7/7 oral tablet 0.5/0.75/1-35 mg-mcg

daysee oral tablet 0.15-0.03 &0.01 mg

deblitane oral tablet 0.35 mg

delyla oral tablet 0.1-20 mg-mcg

RPlRrlR R R R RIRRRPRRPRRPRIR R R PR
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DEPO-PROVERA INTRAMUSCULAR SUSPENSION 150
MG/ML (medroxyprogesterone acetate)

3/4

QL (5 ml per year.); SM

DEPO-PROVERA INTRAMUSCULAR SUSPENSION
PREFILLED SYRINGE 150 MG/ML (medroxyprogesterone
acetate)

3/4

QL (5 mL per 365 days.); SM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

DEPO-SUBQ PROVERA 104 SUBCUTANEOUS
SUSPENSION PREFILLED SYRINGE 104 MG/0.65ML 1
(medroxyprogesterone acetate)

QL (3.25 ml per year.); H;
SM

dolishale oral tablet 90-20 mcg 1 H

drospiren-eth estrad-levomefol oral tablet 3-0.02-0.451 mg,

3-0.03-0.451 mg ! H

drospirenone-ethinyl estradiol oral tablet 3-0.02 mg, 3-0.03
mg

=

H

econtra one-step oral tablet 1.5 mg H

elinest oral tablet 0.3-30 mg-mcg H

ELLA ORAL TABLET 30 MG (ulipristal acetate) QL (1 tablet per 21 days.); H

eluryng vaginal ring 0.12-0.015 mg/24hr

emzahh oral tablet 0.35 mg

enilloring vaginal ring 0.12-0.015 mg/24hr

enskyce oral tablet 0.15-30 mg-mcg

errin oral tablet 0.35 mg

I e e T

estarylla oral tablet 0.25-35 mg-mcg

etonogestrel-ethinyl estradiol vaginal ring 0.12-0.015
mg/24hr

=

falmina oral tablet 0.1-20 mg-mcg

feirza 1.5/30 oral tablet 1.5-30 mg-mcg

feirza 1/20 oral tablet 1-20 mg-mcg

FEMLYV ORAL TABLET DISPERSIBLE 1-0.02 MG

(norethindrone acet-ethinyl est) 3/4

finzala oral tablet chewable 1-20 mg-mcg(24)

galbriela oral tablet chewable 0.8-25 mg-mcg

gemmily oral capsule 1-20 mg-mcg(24)

hailey 1.5/30 oral tablet 1.5-30 mg-mcg

hailey 24 fe oral tablet 1-20 mg-mcg(24)

hailey fe 1.5/30 oral tablet 1.5-30 mg-mcg

hailey fe 1/20 oral tablet 1-20 mg-mcg

I rr rr T T |I|I|I| I |I|IT|IT|IT|IT|I

heather oral tablet 0.35 mg

RPlR| R R RPIRI R R R

T

her style oral tablet 1.5 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

=
T

iclevia oral tablet 0.15-0.03 mg

incassia oral tablet 0.35 mg

introvale oral tablet 0.15-0.03 mg

isibloom oral tablet 0.15-30 mg-mcg
jaimiess oral tablet 0.15-0.03 &0.01 mg
jasmiel oral tablet 3-0.02 mg

jencycla oral tablet 0.35 mg

jolessa oral tablet 0.15-0.03 mg

joyeaux oral tablet 0.1-20 mg-mcg(21)

juleber oral tablet 0.15-30 mg-mcg

junel 1.5/30 oral tablet 1.5-30 mg-mcg

junel 1/20 oral tablet 1-20 mg-mcg

junel fe 1.5/30 oral tablet 1.5-30 mg-mcg

junel fe 1/20 oral tablet 1-20 mg-mcg

junel fe 24 oral tablet 1-20 mg-mcg(24)

kaitlib fe oral tablet chewable 0.8-25 mg-mcg

kalliga oral tablet 0.15-30 mg-mcg
kariva oral tablet 0.15-0.02/0.01 mg (21/5)
kelnor 1/35 oral tablet 1-35 mg-mcg

kurvelo oral tablet 0.15-30 mg-mcg
larin 1.5/30 oral tablet 1.5-30 mg-mcg
larin 1/20 oral tablet 1-20 mg-mcg

larin 24 fe oral tablet 1-20 mg-mcg(24)

larin fe 1.5/30 oral tablet 1.5-30 mg-mcg

larin fe 1/20 oral tablet 1-20 mg-mcg

lessina oral tablet 0.1-20 mg-mcg
levonest oral tablet 50-30/75-40/ 125-30 mcg

levonorgest-eth estrad 91-day oral tablet 0.1-0.02 & 0.01
mg, 0.15-0.03 mg

levonorgest-eth estradiol-iron oral tablet 0.1-20 mg-mcg(21)

RPlRrlRr R R RPRIRPRIRRPRRRRPRRPIRPRIRPRRRIRR R R R R R R R

=

I T T | Ir r r|IrXfTrX|TrX I I I I|I|IT|IT|ITI| I I T I IT|IT|IT|IT|xIT|x

levonorgestrel oral tablet 1.5 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

levonorgestrel-ethinyl estrad oral tablet 0.1-20 mg-mcg, 90-
20 mcg

levonorg-eth estrad triphasic oral tablet 50-30/75-40/ 125-30
mcg

LO LOESTRIN FE ORAL TABLET 1 MG-10 MCG / 10 MCG
(norethin-eth estrad-fe biphas)

lojaimiess oral tablet 0.1-0.02 & 0.01 mg
loryna oral tablet 3-0.02 mg

=

low-ogestrel oral tablet 0.3-30 mg-mcg

lo-zumandimine oral tablet 3-0.02 mg

luizza 1.5/30 oral tablet 1.5-30 mg-mcg

luizza 1/20 oral tablet 1-20 mg-mcg

lyleq oral tablet 0.35 mg

lyza oral tablet 0.35 mg

RPlR| R R RPIRI R R R
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marlissa oral tablet 0.15-30 mg-mcg

medroxyprogesterone acetate intramuscular suspension
150 mg/ml

medroxyprogesterone acetate intramuscular suspension QL (5 mL per 365 days.); H;
prefilled syringe 150 mg/ml SM

=

QL (5 ml per year.); H; SM

=

T

meleya oral tablet 0.35 mg

mibelas 24 fe oral tablet chewable 1-20 mg-mcg(24)

microgestin 1.5/30 oral tablet 1.5-30 mg-mcg

microgestin 1/20 oral tablet 1-20 mg-mcg

microgestin fe 1.5/30 oral tablet 1.5-30 mg-mcg

microgestin fe 1/20 oral tablet 1-20 mg-mcg

mili oral tablet 0.25-35 mg-mcg

minzoya oral tablet 0.1-20 mg-mcg(21)

mono-linyah oral tablet 0.25-35 mg-mcg

my choice oral tablet 1.5 mg

RPlRr R R R RIRRR| R R

my way oral tablet 1.5 mg

NATAZIA ORAL TABLET 3/2-2/2-3/1 MG (estradiol valerate-
dienogest)

necon 0.5/35 (28) oral tablet 0.5-35 mg-mcg 1 H

I | I|I| I I|IT| T T ||

=

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

T

new day oral tablet 1.5 mg 1

NEXTSTELLIS ORAL TABLET 3-14.2 MG (drospirenone-
estetrol)

nikki oral tablet 3-0.02 mg
nora-be oral tablet 0.35 mg

3/4

norelgestromin-eth estradiol transdermal patch weekly 150-
35 mcg/24hr

norethin ace-eth estrad-fe oral capsule 1-20 mg-mcg(24) 1

norethin ace-eth estrad-fe oral tablet chewable 1-20 mg-
mcg(24)

norethindrone acet-ethinyl est oral tablet 1-20 mg-mcg

norethindrone oral tablet 0.35 mg

norgestimate-eth estradiol oral tablet 0.25-35 mg-mcg

norgestimate-ethinyl estradiol triphasic oral tablet
0.18/0.215/0.25 mg-25 mcg, 0.18/0.215/0.25 mg-35 mcg

norlyroc oral tablet 0.35 mg

nortrel 0.5/35 (28) oral tablet 0.5-35 mg-mcg
nortrel 1/35 (21) oral tablet 1-35 mg-mcg
nortrel 1/35 (28) oral tablet 1-35 mg-mcg
nortrel 7/7/7 oral tablet 0.5/0.75/1-35 mg-mcg
nylia 1/35 oral tablet 1-35 mg-mcg

nylia 7/7/7 oral tablet 0.5/0.75/1-35 mg-mcg
opcicon one-step oral tablet 1.5 mg

OPILL ORAL TABLET 0.075 MG (norgestrel)
option 2 oral tablet 1.5 mg

=

orquidea oral tablet 0.35 mg

philith oral tablet 0.4-35 mg-mcg

pimtrea oral tablet 0.15-0.02/0.01 mg (21/5)

PLAN B ONE-STEP ORAL TABLET 1.5 MG (levonorgestrel)
portia-28 oral tablet 0.15-30 mg-mcg

reclipsen oral tablet 0.15-30 mg-mcg
rivelsa oral tablet 42-21-21-7 days

Ifrrrrrrr|rrrrfr I r |r|{TrT I T || T |IT|IT| T
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Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

T

rosyrah oral tablet 42-21-21-7 days 1

SAFYRAL ORAL TABLET 3-0.03-0.451 MG (drospiren-eth
estrad-levomefol)

setlakin oral tablet 0.15-0.03 mg
sharobel oral tablet 0.35 mg

shewise oral tablet 1.5 mg

simliya oral tablet 0.15-0.02/0.01 mg (21/5)
simpesse oral tablet 0.15-0.03 &0.01 mg
SLYND ORAL TABLET 4 MG (drospirenone) 3/4
sprintec 28 oral tablet 0.25-35 mg-mcg

I e

syeda oral tablet 3-0.03 mg

take action oral tablet 1.5 mg

tarina 24 fe oral tablet 1-20 mg-mcg(24)

tarina fe 1/20 eq oral tablet 1-20 mg-mcg

RPlR R R Rk

taysofy oral capsule 1-20 mg-mcg(24)

TAYTULLA ORAL CAPSULE 1-20 MG-MCG(24) (norethin
ace-eth estrad-fe)

tilia fe oral tablet 1-20/1-30/1-35 mg-mcg
tri-estarylla oral tablet 0.18/0.215/0.25 mg-35 mcg
tri-legest fe oral tablet 1-20/1-30/1-35 mg-mcg
tri-linyah oral tablet 0.18/0.215/0.25 mg-35 mcg
tri-lo-estarylla oral tablet 0.18/0.215/0.25 mg-25 mcg
tri-lo-marzia oral tablet 0.18/0.215/0.25 mg-25 mcg
tri-lo-mili oral tablet 0.18/0.215/0.25 mg-25 mcg
tri-lo-sprintec oral tablet 0.18/0.215/0.25 mg-25 mcg
tri-mili oral tablet 0.18/0.215/0.25 mg-35 mcg
tri-sprintec oral tablet 0.18/0.215/0.25 mg-35 mcg
tri-vylibra lo oral tablet 0.18/0.215/0.25 mg-25 mcg
tri-vylibra oral tablet 0.18/0.215/0.25 mg-35 mcg
turqoz oral tablet 0.3-30 mg-mcg

TWIRLA TRANSDERMAL PATCH WEEKLY 120-30
MCG/24HR (levonorgestrel-eth estradiol)

RPlRr R R RPRIRIRPRRRIR R Rk
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Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

TYBLUME ORAL TABLET CHEWABLE 0.1-20 MG-MCG
(levonorgestrel-ethinyl estrad)

=

limits

T

tydemy oral tablet 3-0.03-0.451 mg

valtya 1/35 oral tablet 1-35 mg-mcg

valtya 1/50 oral tablet 1-50 mg-mcg

velivet oral tablet 0.1/0.125/0.15 -0.025 mg

vestura oral tablet 3-0.02 mg

vienva oral tablet 0.1-20 mg-mcg

viorele oral tablet 0.15-0.02/0.01 mg (21/5)

volnea oral tablet 0.15-0.02/0.01 mg (21/5)

vyfemla oral tablet 0.4-35 mg-mcg

vylibra oral tablet 0.25-35 mg-mcg

wera oral tablet 0.5-35 mg-mcg

wymzya fe oral tablet chewable 0.4-35 mg-mcg

xarah fe oral tablet 1-20/1-30/1-35 mg-mcg

xelria fe oral tablet chewable 0.4-35 mg-mcg

xulane transdermal patch weekly 150-35 mcg/24hr

RPlRrlR R R RPR R RRRRRPRRPIRP
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YASMIN 28 ORAL TABLET 3-0.03 MG (drospirenone-ethinyl
estradiol)

w

YAZ ORAL TABLET 3-0.02 MG (drospirenone-ethinyl
estradiol)

zafemy transdermal patch weekly 150-35 mcg/24hr

zovia 1/35 (28) oral tablet 1-35 mg-mcg

T

zumandimine oral tablet 3-0.03 mg

DIPEPTIDYL PEPTIDASE-4(DPP-4) INHIBITORS - Drugs for
Diabetes

ALOGLIPTIN BENZOATE ORAL TABLET 12.5 MG, 25 MG,
6.25 MG

QL (1 tablet per day.)

ALOGLIPTIN-METFORMIN HCL ORAL TABLET 12.5-1000
MG, 12.5-500 MG

QL (2 tablets per day.)

ALOGLIPTIN-PIOGLITAZONE ORAL TABLET 12.5-30 MG, 25-
15 MG, 25-30 MG, 25-45 MG

QL (1 tablet per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
BRYNOVIN ORAL SOLUTION 25 MG/ML (sitagliptin

: 3/4 PA
hydrochloride)
C_5LYX_AI\/_IBI ORAL TABLET 10-5 MG, 25-5 MG (empagliflozin- 5 QL (1 tablet per day.)
linagliptin)
JENTADUETO ORAL TABLET 2.5-1000 MG, 2.5-500 MG, 2.5-
850 MG (linagliptin-metformin hcl) 2 QL (2 tablets per day.)
JENTADUETO XR ORAL TABLET EXTENDED RELEASE 24 5 OL (2 tablets per day.)
HOUR 2.5-1000 MG (linagliptin-metformin hcl) P Y
JENTADUETO XR ORAL TABLET EXTENDED RELEASE 24 5 OL (1 tablet per day.)

HOUR 5-1000 MG (linagliptin-metformin hcl)

saxagliptin hcl oral tablet 2.5 mg, 5 mg 1 QL (1 tablet per day)

saxagliptin-metformin er oral tablet extended release 24

hour 2.5-1000 mg 1 QL (62 tablets per month.)

saxagliptin-metformin er oral tablet extended release 24

hour 5-1000 mg, 5-500 mg 1 QL (31 tablets per month.)

SITAGLIPT BASE-METFORM HCL ER ORAL TABLET

EXTENDED RELEASE 24 HOUR 100-1000 MG 3/4 QL (31 Tablets per month.)

SITAGLIPT BASE-METFORM HCL ER ORAL TABLET

EXTENDED RELEASE 24 HOUR 50-1000 MG, 50-500 MG 3/4 QL (62 Tablets per month.)

SITAGLIPTIN BASE-METFORMIN HCL ORAL TABLET 50-

1000 MG, 50-500 MG 3/4 QL (62 tablets per month.)

SITAGLIPTIN ORAL TABLET 100 MG, 25 MG, 50 MG 3/4 QL (1 tablet per day.)
TRADJENTA ORAL TABLET 5 MG (linagliptin) 2 QL (1 tablet per day)
TRIJARDY XR ORAL TABLET EXTENDED RELEASE 24

HOUR 10-5-1000 MG, 25-5-1000 MG (empagliflozin-linaglip- 2 QL (1 tablet per day.)
metform)

TRIJARDY XR ORAL TABLET EXTENDED RELEASE 24

HOUR 12.5-2.5-1000 MG, 5-2.5-1000 MG (empagliflozin- 2 QL (2 tablets per day.)

linaglip-metform)

ZITUVIMET ORAL TABLET 50-1000 MG, 50-500 MG

(sitagliptin base-metformin hcl) 3/4 QL (62 tablets per month.)

ZITUVIMET XR ORAL TABLET EXTENDED RELEASE 24

HOUR 100-1000 MG (sitagliptin base-metformin hcl) 3/4 QL (31 Tablets per month.)

ZITUVIMET XR ORAL TABLET EXTENDED RELEASE 24
HOUR 50-1000 MG, 50-500 MG (sitagliptin base-metformin 3/4 QL (62 Tablets per month.)
hcl)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

ZITUVIO ORAL TABLET 100 MG, 25 MG, 50 MG (sitagliptin) 3/4 QL (1 tablet per day.)
ESTROGEN AGONIST-ANTAGONISTS - Drugs for Women

clomid oral tablet 50 mg

clomiphene citrate oral tablet 50 mg

E:Z,Z\égfigsgL TABLET 0.45-20 MG (conj estrogens- 3 QL (1 tablet per day)
milophene oral tablet 50 mg 1

OSPHENA ORAL TABLET 60 MG (ospemifene) 2 PA; QL (1 tablet per day.)
raloxifene hcl oral tablet 60 mg 1 H-N

tamoxifen citrate oral tablet 10 mg 1

tamoxifen citrate oral tablet 20 mg 1 H-N

toremifene citrate oral tablet 60 mg 1 CM

ESTROGENS - Drugs for Women

abigale lo oral tablet 0.5-0.1 mg 1

abigale oral tablet 1-0.5 mg

ACTIVELLA ORAL TABLET 1-0.5 MG (estradiol-

norethindrone acet) 3/4

afirmelle oral tablet 0.1-20 mg-mcg 1 H

ALORA TRANSDERMAL PATCH TWICE WEEKLY 0.025 3 QL (8 patches (1 box) per 28
MG/24HR, 0.075 MG/24HR, 0.1 MG/24HR (estradiol) days.); SM

altavera oral tablet 0.15-30 mg-mcg 1 H

alyacen 1/35 oral tablet 1-35 mg-mcg 1 H

alyacen 7/7/7 oral tablet 0.5/0.75/1-35 mg-mcg 1 H

amethyst oral tablet 90-20 mcg 1 H

ANGELIQ ORAL TABLET 0.25-0.5 MG, 0.5-1 MG 3

(drospirenone-estradiol)

ANNOVERA VAGINAL RING 0.013-0.15 MG/24HR 3 QL (1 vaginal ring per 327
(segesterone-ethinyl estradiol) days); H

apri oral tablet 0.15-30 mg-mcg 1 H

aranelle oral tablet 0.5/1/0.5-35 mg-mcg 1 H

ashlyna oral tablet 0.15-0.03 &0.01 mg 1 H

aubra eq oral tablet 0.1-20 mg-mcg 1 H

aurovela 1.5/30 oral tablet 1.5-30 mg-mcg 1 H

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

aurovela 1/20 oral tablet 1-20 mg-mcg

limits

T

aurovela 24 fe oral tablet 1-20 mg-mcg(24)

aurovela fe 1.5/30 oral tablet 1.5-30 mg-mcg

aurovela fe 1/20 oral tablet 1-20 mg-mcg

RlR| R

AVERI ORAL TABLET 0.15-0.03 MG (desogestrel-eth estrad-
fe)

3/4

aviane oral tablet 0.1-20 mg-mcg

ayuna oral tablet 0.15-30 mg-mcg

azurette oral tablet 0.15-0.02/0.01 mg (21/5)

BALCOLTRA ORAL TABLET 0.1-20 MG-MCG(21)
(levonorgest-eth estrad-fe bisg)

3/4

balziva oral tablet 0.4-35 mg-mcg

BEYAZ ORAL TABLET 3-0.02-0.451 MG (drospiren-eth
estrad-levomefol)

I || T |II|IT|XIT| I |I|I| I

BIJUVA ORAL CAPSULE 0.5-100 MG, 1-100 MG (estradiol-
progesterone)

w

blisovi 24 fe oral tablet 1-20 mg-mcg(24)

blisovi fe 1.5/30 oral tablet 1.5-30 mg-mcg

blisovi fe 1/20 oral tablet 1-20 mg-mcg

briellyn oral tablet 0.4-35 mg-mcg

camrese lo oral tablet 0.1-0.02 & 0.01 mg

camrese oral tablet 0.15-0.03 &0.01 mg

charlotte 24 fe oral tablet chewable 1-20 mg-mcg(24)

chateal eq oral tablet 0.15-30 mg-mcg

RPlRr R R RR R R
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CLIMARA PRO TRANSDERMAL PATCH WEEKLY 0.045-
0.015 MG/DAY (estradiol-levonorgestrel)

N

QL (4 patches per month.)

COMBIPATCH TRANSDERMAL PATCH TWICE WEEKLY
0.05-0.14 MG/DAY, 0.05-0.25 MG/DAY (estradiol-
norethindrone acet)

QL (8 patches per 28 days.)

COVARYX HS ORAL TABLET 0.625-1.25 MG (est estrogens-
methyltest)

COVARYX ORAL TABLET 1.25-2.5 MG (est estrogens-
methyltest)

2

cryselle oral tablet 0.3-30 mg-mcg

1

H

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
cyred eq oral tablet 0.15-30 mg-mcg 1 H
dasetta 1/35 (28) oral tablet 1-35 mg-mcg 1 H
dasetta 7/7/7 oral tablet 0.5/0.75/1-35 mg-mcg 1 H
daysee oral tablet 0.15-0.03 &0.01 mg 1 H
DELESTROGEN INTRAMUSCULAR OIL 10 MG/ML, 20 3/4 SM
MG/ML (estradiol valerate)
delyla oral tablet 0.1-20 mg-mcg 1 H
DEPO-ESTRADIOL INTRAMUSCULAR OIL 5 MG/ML

: . 3 SM
(estradiol cypionate)
DIVIGEL TRANSDERMAL GEL 0.25 MG/0.25GM, 0.5
MG/0.5GM, 0.75 MG/0.75GM, 1 MG/GM, 1.25 MG/1.25GM 3 SM
(estradiol)
dolishale oral tablet 90-20 mcg 1 H
dotti transdermal patch twice weekly 0.025 mg/24hr, 0.0375 1 QL (8 patches (1 box) per 28
mg/24hr, 0.05 mg/24hr, 0.075 mg/24hr, 0.1 mg/24hr days.); SM
drospiren-eth estrad-levomefol oral tablet 3-0.02-0.451 mg, 1 H
3-0.03-0.451 mg
drospirenone-ethinyl estradiol oral tablet 3-0.02 mg, 3-0.03 1 H
mg
DUAVEE ORAL TABLET 0.45-20 MG (conj estrogens-
bazedoxifene) 3 QL (1 tablet per day)
EEMT HS ORAL TABLET 0.625-1.25 MG (est estrogens- 3
methyltest)
EEMT ORAL TABLET 1.25-2.5 MG (est estrogens- >
methyltest)
ELESTRIN TRANSDERMAL GEL 0.52 MG/0.87 GM (0.06%) 3 SM
(estradiol)
elinest oral tablet 0.3-30 mg-mcg 1 H
eluryng vaginal ring 0.12-0.015 mg/24hr 1 H
enilloring vaginal ring 0.12-0.015 mg/24hr 1 H
enskyce oral tablet 0.15-30 mg-mcg 1 H
est estrogens-methyltest ds oral tablet 1.25-2.5 mg 1
est estrogens-methyltest hs oral tablet 0.625-1.25 mg 1
est estrogens-methyltest oral tablet 1.25-2.5 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
estarylla oral tablet 0.25-35 mg-mcg 1 H
estradiol oral tablet 0.5 mg, 1 mg, 2 mg 1 SM
estradiol transdermal gel 0.25 mg/0.25gm, 0.5 mg/0.5gm, 1 SM
0.75 mg/0.75gm, 1 mg/gm, 1.25 mg/1.25gm
: QL (37.5 grams (1 box) per
0,
estradiol transdermal gel 0.75 mg/1.25 gm (0.06%) 1 month.); SM
estradiol transdermal patch twice weekly 0.025 mg/24hr, 1 QL (8 patches (1 box) per 28
0.0375 mg/24hr, 0.05 mg/24hr, 0.075 mg/24hr, 0.1 mg/24hr days.); SM
estradiol transdermal patch weekly 0.025 mg/24hr, 0.0375
mg/24hr, 0.05 mg/24hr, 0.06 mg/24hr, 0.075 mg/24hr, 0.1 1 QL (4 pat.ches (1 carton) per
28 days.); SM
mg/24hr
estradiol vaginal cream 0.01 %
estradiol vaginal tablet 10 mcg
estradiol valerate intramuscular oil 10 mg/ml, 20 mg/ml, 40 1 SM
mg/ml
estradiol-norethindrone acet oral tablet 0.5-0.1 mg, 1-0.5 mg 1
ESTRATEST H.S. ORAL TABLET 0.625-1.25 MG (est 3
estrogens-methyltest)
ESTRING VAGINAL RING 7.5 MCG/24HR (estradiol) 2 QL (1 ring per 90 days.)
estrogens conjugated oral tablet 0.3 mg, 0.45 mg, 0.625 mg,
1
0.9mg, 1.25 mg
etonogestrel-ethinyl estradiol vaginal ring 0.12-0.015
1 H

mg/24hr
EVAMIST TRANSDERMAL SOLUTION 1.53 MG/SPRAY

: 2 SM
(estradiol)
falmina oral tablet 0.1-20 mg-mcg H
feirza 1.5/30 oral tablet 1.5-30 mg-mcg H
feirza 1/20 oral tablet 1-20 mg-mcg H
FEMLYV ORAL TABLET DISPERSIBLE 1-0.02 MG

. : 3/4 H
(norethindrone acet-ethinyl est)
FEMRING VAGINAL RING 0.05 MG/24HR, 0.1 MG/24HR 3 QL (1 ring per 3 months.)

(estradiol acetate)

finzala oral tablet chewable 1-20 mg-mcg(24)

H

fyavolv oral tablet 0.5-2.5 mg-mcg, 1-5 mg-mcg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

galbriela oral tablet chewable 0.8-25 mg-mcg 1 H

gemmily oral capsule 1-20 mg-mcg(24)
hailey 1.5/30 oral tablet 1.5-30 mg-mcg
hailey 24 fe oral tablet 1-20 mg-mcg(24)
hailey fe 1.5/30 oral tablet 1.5-30 mg-mcg

hailey fe 1/20 oral tablet 1-20 mg-mcg

iclevia oral tablet 0.15-0.03 mg

IMVEXXY MAINTENANCE PACK VAGINAL INSERT 10 MCG, QL (0.29 vaginal insert per
4 MCG (estradiol) day.)

IMVEXXY STARTER PACK VAGINAL INSERT 10 MCG, 4
MCG (estradiol)

introvale oral tablet 0.15-0.03 mg

2 QL (18 inserts per year.)

H

isibloom oral tablet 0.15-30 mg-mcg
jaimiess oral tablet 0.15-0.03 &0.01 mg
jasmiel oral tablet 3-0.02 mg

R i e

jinteli oral tablet 1-5 mg-mcg

jolessa oral tablet 0.15-0.03 mg

joyeaux oral tablet 0.1-20 mg-mcg(21)

juleber oral tablet 0.15-30 mg-mcg

junel 1.5/30 oral tablet 1.5-30 mg-mcg

junel 1/20 oral tablet 1-20 mg-mcg

junel fe 1.5/30 oral tablet 1.5-30 mg-mcg

junel fe 1/20 oral tablet 1-20 mg-mcg

junel fe 24 oral tablet 1-20 mg-mcg(24)

kaitlib fe oral tablet chewable 0.8-25 mg-mcg

kalliga oral tablet 0.15-30 mg-mcg
kariva oral tablet 0.15-0.02/0.01 mg (21/5)
kelnor 1/35 oral tablet 1-35 mg-mcg

kurvelo oral tablet 0.15-30 mg-mcg
larin 1.5/30 oral tablet 1.5-30 mg-mcg
larin 1/20 oral tablet 1-20 mg-mcg

I I I I I I|I|I|I|I|XIT|XIT|xT| x|
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larin 24 fe oral tablet 1-20 mg-mcg(24)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

larin fe 1.5/30 oral tablet 1.5-30 mg-mcg

limits

larin fe 1/20 oral tablet 1-20 mg-mcg

lessina oral tablet 0.1-20 mg-mcg

levonest oral tablet 50-30/75-40/ 125-30 mcg

levonorgest-eth estrad 91-day oral tablet 0.1-0.02 & 0.01
mg, 0.15-0.03 mg

levonorgest-eth estradiol-iron oral tablet 0.1-20 mg-mcg(21)

levonorgestrel-ethinyl estrad oral tablet 0.1-20 mg-mcg, 90-
20 mcg

I || T || xIT| =X

levonorg-eth estrad triphasic oral tablet 50-30/75-40/ 125-30
mcg

T

LO LOESTRIN FE ORAL TABLET 1 MG-10 MCG / 10 MCG
(norethin-eth estrad-fe biphas)

lojaimiess oral tablet 0.1-0.02 & 0.01 mg

loryna oral tablet 3-0.02 mg

low-ogestrel oral tablet 0.3-30 mg-mcg

lo-zumandimine oral tablet 3-0.02 mg

luizza 1.5/30 oral tablet 1.5-30 mg-mcg

I T IT|I|IT| =T

luizza 1/20 oral tablet 1-20 mg-mcg

H

lyllana transdermal patch twice weekly 0.025 mg/24hr,
0.0375 mg/24hr, 0.05 mg/24hr, 0.075 mg/24hr, 0.1 mg/24hr

QL (8 patches (1 box) per 28
days.); SM

marlissa oral tablet 0.15-30 mg-mcg

H

MENOSTAR TRANSDERMAL PATCH WEEKLY 14
MCG/24HR (estradiol)

QL (4 patches (1 carton) per
28 days.); SM

mibelas 24 fe oral tablet chewable 1-20 mg-mcg(24)

H

microgestin 1.5/30 oral tablet 1.5-30 mg-mcg

microgestin 1/20 oral tablet 1-20 mg-mcg

microgestin fe 1.5/30 oral tablet 1.5-30 mg-mcg

microgestin fe 1/20 oral tablet 1-20 mg-mcg

mili oral tablet 0.25-35 mg-mcg

I T IT|I| I

mimvey oral tablet 1-0.5 mg

minzoya oral tablet 0.1-20 mg-mcg(21)

H

mono-linyah oral tablet 0.25-35 mg-mcg

RPlR| R R RPIRI R R R

H

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

MYFEMBREE ORAL TABLET 40-1-0.5 MG (relugolix-

limits

conjugated)

estradiol-norethind) 2 PA; QL (1 tablet day.)
NATAZIA ORAL TABLET 3/2-2/2-3/1 MG (estradiol valerate- 1 H
dienogest)
necon 0.5/35 (28) oral tablet 0.5-35 mg-mcg 1 H
NEXTSTELLIS ORAL TABLET 3-14.2 MG (drospirenone- 3/4 H
estetrol)
nikki oral tablet 3-0.02 mg 1 H
norelgestromin-eth estradiol transdermal patch weekly 150-

1 H
35 mcg/24hr
norethin ace-eth estrad-fe oral capsule 1-20 mg-mcg(24) 1 H
norethin ace-eth estrad-fe oral tablet chewable 1-20 mg-

1 H
mcg(24)
norethindrone acet-ethinyl est oral tablet 1-20 mg-mcg 1 H
norethindrone-eth estradiol oral tablet 0.5-2.5 mg-mcg, 1-5 1
mg-mcg
norgestimate-eth estradiol oral tablet 0.25-35 mg-mcg 1 H
norgestimate-ethinyl estradiol triphasic oral tablet 1 H
0.18/0.215/0.25 mg-25 mcg, 0.18/0.215/0.25 mg-35 mcg
nortrel 0.5/35 (28) oral tablet 0.5-35 mg-mcg 1 H
nortrel 1/35 (21) oral tablet 1-35 mg-mcg 1 H
nortrel 1/35 (28) oral tablet 1-35 mg-mcg 1 H
nortrel 7/7/7 oral tablet 0.5/0.75/1-35 mg-mcg 1 H
nylia 1/35 oral tablet 1-35 mg-mcg 1 H
nylia 7/7/7 oral tablet 0.5/0.75/1-35 mg-mcg 1 H
ORIAHNN ORAL CAPSULE THERAPY PACK 300-1-0.5 & 300 5 PA: QL (2 capsules per day.)
MG (elagolix-estradiol-norethind) ' P P Y
philith oral tablet 0.4-35 mg-mcg H
pimtrea oral tablet 0.15-0.02/0.01 mg (21/5) H
portia-28 oral tablet 0.15-30 mg-mcg H
PREMARIN ORAL TABLET 0.3 MG, 0.45 MG, 0.625 MG, 0.9 3
MG, 1.25 MG (estrogens conjugated)
PREMARIN VAGINAL CREAM 0.625 MG/GM (estrogens, 3

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
PREMPHASE ORAL TABLET 0.625-5 MG (conj estrog- 5
medroxyprogest ace)

PREMPRO ORAL TABLET 0.3-1.5 MG, 0.45-1.5 MG, 0.625-2.5 5

MG, 0.625-5 MG (conj estrog-medroxyprogest ace)

reclipsen oral tablet 0.15-30 mg-mcg H
rivelsa oral tablet 42-21-21-7 days H
rosyrah oral tablet 42-21-21-7 days H
SAFYRAL ORAL TABLET 3-0.03-0.451 MG (drospiren-eth E H
estrad-levomefol)

setlakin oral tablet 0.15-0.03 mg 1 H
simliya oral tablet 0.15-0.02/0.01 mg (21/5) 1 H
simpesse oral tablet 0.15-0.03 &0.01 mg 1 H
sprintec 28 oral tablet 0.25-35 mg-mcg 1 H
syeda oral tablet 3-0.03 mg 1 H
tarina 24 fe oral tablet 1-20 mg-mcg(24) 1 H
tarina fe 1/20 eq oral tablet 1-20 mg-mcg 1 H
taysofy oral capsule 1-20 mg-mcg(24) 1 H
TAYTULLA ORAL CAPSULE 1-20 MG-MCG(24) (norethin E H
ace-eth estrad-fe)

tilia fe oral tablet 1-20/1-30/1-35 mg-mcg 1 H
tri-estarylla oral tablet 0.18/0.215/0.25 mg-35 mcg 1 H
tri-legest fe oral tablet 1-20/1-30/1-35 mg-mcg 1 H
tri-linyah oral tablet 0.18/0.215/0.25 mg-35 mcg 1 H
tri-lo-estarylla oral tablet 0.18/0.215/0.25 mg-25 mcg 1 H
tri-lo-marzia oral tablet 0.18/0.215/0.25 mg-25 mcg 1 H
tri-lo-mili oral tablet 0.18/0.215/0.25 mg-25 mcg 1 H
tri-lo-sprintec oral tablet 0.18/0.215/0.25 mg-25 mcg 1 H
tri-mili oral tablet 0.18/0.215/0.25 mg-35 mcg 1 H
tri-sprintec oral tablet 0.18/0.215/0.25 mg-35 mcg 1 H
tri-vylibra lo oral tablet 0.18/0.215/0.25 mg-25 mcg 1 H
tri-vylibra oral tablet 0.18/0.215/0.25 mg-35 mcg 1 H
turqoz oral tablet 0.3-30 mg-mcg 1 H

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

TWIRLA TRANSDERMAL PATCH WEEKLY 120-30
MCG/24HR (levonorgestrel-eth estradiol)

TYBLUME ORAL TABLET CHEWABLE 0.1-20 MG-MCG
(levonorgestrel-ethinyl estrad)

tydemy oral tablet 3-0.03-0.451 mg
valtya 1/35 oral tablet 1-35 mg-mcg

3/4

T

=

valtya 1/50 oral tablet 1-50 mg-mcg
velivet oral tablet 0.1/0.125/0.15 -0.025 mg
vestura oral tablet 3-0.02 mg

vienva oral tablet 0.1-20 mg-mcg

viorele oral tablet 0.15-0.02/0.01 mg (21/5)
volnea oral tablet 0.15-0.02/0.01 mg (21/5)
vyfemla oral tablet 0.4-35 mg-mcg

vylibra oral tablet 0.25-35 mg-mcg

wera oral tablet 0.5-35 mg-mcg

wymzya fe oral tablet chewable 0.4-35 mg-mcg
xarah fe oral tablet 1-20/1-30/1-35 mg-mcg
xelria fe oral tablet chewable 0.4-35 mg-mcg

RPlRrRI R PR RPRIRPRRRRRRPRRPRIRLRP
I\ r r r r I I I I I | I | | | I

xulane transdermal patch weekly 150-35 mcg/24hr

YASMIN 28 ORAL TABLET 3-0.03 MG (drospirenone-ethinyl
estradiol)

YAZ ORAL TABLET 3-0.02 MG (drospirenone-ethinyl
estradiol)

w

yuvafem vaginal tablet 10 mcg

zafemy transdermal patch weekly 150-35 mcg/24hr
zovia 1/35 (28) oral tablet 1-35 mg-mcg
zumandimine oral tablet 3-0.03 mg
GLYCOGENOLYTIC AGENTS - Hormones

BAQSIMI ONE PACK NASAL POWDER 3 MG/DOSE
(glucagon)

BAQSIMI TWO PACK NASAL POWDER 3 MG/DOSE
(glucagon)

T

RPlR Rk

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

glucagon emergency kit injection solution reconstituted 1 1

mg

GLUCAGON EMERGENCY KIT INJECTION SOLUTION 5

RECONSTITUTED 1 MG/ML

GVOKE HYPOPEN 1-PACK SUBCUTANEOUS SOLUTION 5

AUTO-INJECTOR 0.5 MG/0.1ML, 1 MG/0.2ML (glucagon)

GVOKE HYPOPEN 2-PACK SUBCUTANEOUS SOLUTION 5

AUTO-INJECTOR 0.5 MG/0.1ML, 1 MG/0.2ML (glucagon)

GVOKE KIT SUBCUTANEOUS SOLUTION 1 MG/0.2ML 5

(glucagon)

GVOKE PFS SUBCUTANEOUS SOLUTION PREFILLED 5

SYRINGE 1 MG/0.2ML (glucagon)

GONADOTROPINS - Hormones

CHORIONIC GONADOTROPIN INTRAMUSCULAR 3

SOLUTION RECONSTITUTED 10000 UNIT

FOLLISTIM AQ SUBCUTANEOUS SOLUTION 300 ,

UNT/0.36ML (follitropin beta) 2 PA; QL (5.4 mL per 21 days.)
FOLLISTIM AQ SUBCUTANEOUS SOLUTION 600 5 PA; QL (8.64 mL per 21

UNT/0.72ML, 900 UNT/1.08ML (follitropin beta) days.)
GONAL-F INJECTION SOLUTION RECONSTITUTED 450

UNIT (follitropin alfa) 34 |PA
GONAL-F RFF REDIJECT SUBCUTANEOUS SOLUTION

PEN-INJECTOR 300 UNT/0.48ML, 450 UNT/0.72ML, 900 3/4 PA
UNT/1.44ML (follitropin alfa)

leuprolide acetate injection kit 1 mg/0.2ml 1 PA; SM

MENOPUR SUBCUTANEOUS SOLUTION RECONSTITUTED
75 UNIT (menotropins)

NOVAREL INTRAMUSCULAR SOLUTION RECONSTITUTED

3/4 PA; QL (6 vials per day.)

5000 UNIT (chorionic gonadotropin) 3
OVIDREL SUBCUTANEOUS SOLUTION PREFILLED 3/4
SYRINGE 250 MCG/0.5ML (choriogonadotropin alfa)

PREGNYL INTRAMUSCULAR SOLUTION RECONSTITUTED 3

10000 UNIT (chorionic gonadotropin)

SYNAREL NASAL SOLUTION 2 MG/ML (nafarelin acetate) 2 SM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

INCRETIN MIMETICS - Drugs for Diabetes

limits

PA; QL (2 pens (6 mL) per

11.3 MG (metreleptin)

liraglutide subcutaneous solution pen-injector 18 mg/3ml 1 month.)

MOUNJARO SUBCUTANEOUS SOLUTION AUTO-INJECTOR

10 MG/0.5ML, 12.5 MG/0.5ML, 15 MG/0.5ML, 2.5 MG/0.5ML, 5 2 PA; QL (0.08 ml per day.)

MG/0.5ML, 7.5 MG/0.5ML (tirzepatide)

OZEMPIC ORAL TABLET 1.5 MG, 9 MG (semaglutide) 2 Eﬁng") (30 tablets per

OZEMPIC ORAL TABLET 4 MG (semaglutide) 2 PA; QL (30 Tablets per
month.)

OZEMPIC SUBCUTANEOUS SOLUTION PEN-INJECTOR 2 > PA; QL (1 Pen-injector per

MG/3ML (semaglutide) month.)

OZEMPIC SUBCUTANEOUS SOLUTION PEN-INJECTOR 4 .

MG/3ML, 8 MG/3ML (semaglutide) 2 PA; QL (3 ml per month.)

RYBELSU_S ORAL TABLET 14 MG, 3 MG, 7 MG > PA; OL (1 tablet per day.)

(semaglutide)

SOLIQUA SUBCUTANEOUS SOLUTION PEN-INJECTOR 100- )

33 UNT-MCG/ML (insulin glargine-lixisenatide) 2 QL (18 mi per month.); SM

TRULICITY SUBCUTANEOUS SOLUTION AUTO-INJECTOR > PA; QL (2 ml per month.)

0.75 MG/0.5ML, 1.5 MG/0.5ML (dulaglutide) ! P '

TRULICITY SUBCUTANEOUS SOLUTION AUTO-INJECTOR 3 .

MG/0.5ML, 4.5 MG/0.5ML (dulaglutide) 2 PA; QL (2 mL per month.)

INTERMEDIATE-ACTING INSULINS - Drugs for Diabetes

HUMULIN 70/30 KWIKPEN SUBCUTANEOUS SUSPENSION

PEN-INJECTOR (70-30) 100 UNIT/ML (insulin nph isophane 2 SM

& regular)

HUMULIN 70/30 VIAL SUBCUTANEOUS SUSPENSION (70- 1 SM

30) 100 UNIT/ML (insulin nph isophane & regular)

HUMULIN N KWIKPEN SUBCUTANEOUS SUSPENSION

PEN-INJECTOR 100 UNIT/ML (insulin nph human 2 SM

(isophane))

HUMULIN N VIAL SUBCUTANEOUS SUSPENSION 100 1 SM

UNIT/ML (insulin nph human (isophane))

LEPTINS - Hormones

MYALEPT SUBCUTANEOUS SOLUTION RECONSTITUTED 3 PA; QL (0.9 vial per day.);

SP; SMCS

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

LONG-ACTING INSULINS - Drugs for Diabetes

limits

LANTUS SOLOSTAR SUBCUTANEOUS SOLUTION PEN-

(corticotropin)

INJECTOR 100 UNIT/ML (insulin glargine) ! SM
LANTUS U-100 VIAL SUBCUTANEOUS SOLUTION 100 1 SM
UNIT/ML (insulin glargine)
SOLIQUA SUBCUTANEOUS SOLUTION PEN-INJECTOR 100- ,
33 UNT-MCG/ML (insulin glargine-lixisenatide) 2 QL (18 mi per month.); SM
TOUJEO MAX SOLOSTAR SUBCUTANEOUS SOLUTION 5 SM
PEN-INJECTOR 300 UNIT/ML (insulin glargine)
TOUJEO SOLOSTAR SUBCUTANEOUS SOLUTION PEN- 5 SM
INJECTOR 300 UNIT/ML (insulin glargine)
MEGLITINIDES - Drugs for Diabetes
nateglinide oral tablet 120 mg, 60 mg QL (3 tablets per day)
repaglinide oral tablet 0.5 mg, 1 mg QL (4 tablets per day)
repaglinide oral tablet 2 mg QL (8 tablets per day)
PARATHYROID AGENTS - Drugs for Bones
BONSITY SUBCUTANEOUS SOLUTION PEN-INJECTOR 560 3 PA
MCG/2.24ML (teriparatide)
TERIPARATIDE SUBCUTANEOUS SOLUTION PEN- 3 PA
INJECTOR 560 MCG/2.24ML
TYMLOS SUBCUTANEOUS SOLUTION PEN-INJECTOR 3120 3 PA
MCG/1.56ML (abaloparatide)
YORVIPATH SUBCUTANEOUS SOLUTION PEN-INJECTOR 3/4 PA; QL (2 pens (1.12 mL)
168 MCG/0.56ML (palopegteriparatide) per 28 days.)
YORVIPATH SUBCUTANEOUS SOLUTION PEN-INJECTOR 3/4 PA; QL (2 pens (1.96 mL)
294 MCG/0.98ML (palopegteriparatide) per 28 days.)
YORVIPATH SUBCUTANEOUS SOLUTION PEN-INJECTOR 3/4 PA; QL (2 pens (2.8 mL) per
420 MCG/1.4ML (palopegteriparatide) 28 days.)
PITUITARY - Hormones
ACTHAR GEL SUBCUTANEOUS PEN-INJECTOR 40 PA; QL (10.5mL (21
UNIT/0.5ML (corticotropin) 3/4 injectors) per treatment

' P course.); SP; SMCS
ACTHAR GEL SUBCUTANEOUS PEN-INJECTOR 80 UNIT/ML PA; QL (21 mL (21 injectors)

3/4 per treatment course.); SP;

SMCS

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

limits
PA; QL (20 ml per 24 days.);

1.8 MG, 2.1 MG, 2.5 MG (lonapegsomatropin-tcgd)

ACTHAR INJECTION GEL 80 UNIT/ML (corticotropin) 3/4 SP: SMCS
CORTROPHIN GEL SUBCUTANEOUS PREFILLED SYRINGE e
40 UNIT/0.5ML, 80 UNIT/ML (corticotropin) 3/4 PA; SP; SMCS
CORTROPHIN INJECTION GEL 80 UNIT/ML (corticotropin) 3/4 PA; QL (20 ml per 24 days.);
SP; SMCS

CRENESSITY ORAL CAPSULE 100 MG, 25 MG, 50 MG 3/4 PA; QL (62 capsules per
(crinecerfont) month.); SP; SMCS

. PA; QL (120 mL (4 bottles)
CRENESSITY ORAL SOLUTION 50 MG/ML (crinecerfont) 3/4 per month.): SP: SMCS
desmopressin ace spray refrig nasal solution 0.01 % 1
desmopressin acetate injection solution 4 mcg/ml 1
DESMOPRESSIN ACETATE NASAL SOLUTION 1.5 MG/ML 3
desmopressin acetate oral tablet 0.1 mg, 0.2 mg 1
desmopressin acetate pf injection solution 4 mcg/ml 1
desmopressin acetate spray nasal solution 0.01 % 1
NGENLA SUBCUTANEOUS SOLUTION PEN-INJECTOR 24 ]
MG/1.2ML, 60 MG/1.2ML (somatrogon-ghla) 3/4 PA; QL (0.172 mi per day.)
NORDITROPIN FLEXPRO SUBCUTANEOUS SOLUTION ,
PEN-INJECTOR 10 MG/1.5ML (somatropin) 2 PA; QL (13.5mL per month.)
NORDITROPIN FLEXPRO SUBCUTANEOUS SOLUTION ,
PEN-INJECTOR 15 MG/1.5ML (somatropin) 2 PA; QL (9 mL per month.)
NORDITROPIN FLEXPRO SUBCUTANEOUS SOLUTION .
PEN-INJECTOR 5 MG/1.5ML (somatropin) 2 PA; QL (27 mL per month.)
OMNITROPE SUBCUTANEOUS SOLUTION CARTRIDGE 10 .
MG/1.5ML (somatropin) 2 PA; QL (13.5 mL per month.)
OMNITROPE SUBCUTANEOUS SOLUTION CARTRIDGE 5 .
MG/1.5ML (somatropin) 2 PA; QL (27 mL per month.)
OMNITROPE SUBCUTANEOUS SOLUTION ) .
RECONSTITUTED 5.8 MG (somatropin) 2 PA; QL (16 vials per month.)
SEROSTIM SUBCUTANEOUS SOLUTION RECONSTITUTED ) .
4 MG, 5 MG, 6 MG (somatropin (non-refrigerated)) 3/4 PA; QL (1 vial per day.)
SKYTROFA SUBCUTANEOUS CARTRIDGE 0.7 MG, 1.4 MG, PA; QL (4 single-dose

3/4 prefilled cartridges per

month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

SKYTROFA SUBCUTANEOUS CARTRIDGE 11 MG, 13.3 MG,
3 MG, 3.6 MG, 4.3 MG, 5.2 MG, 6.3 MG, 7.6 MG, 9.1 MG
(lonapegsomatropin-tcgd)

3/4

limits

PA; QL (0.143 cartridge per
day.)

SOGROYA SUBCUTANEOUS SOLUTION PEN-INJECTOR 10
MG/1.5ML, 15 MG/1.5ML, 5 MG/1.5ML (somapacitan-beco)

3/4

PROGESTINS - Drugs for Women

abigale lo oral tablet 0.5-0.1 mg

abigale oral tablet 1-0.5 mg

ACTIVELLA ORAL TABLET 1-0.5 MG (estradiol-
norethindrone acet)

3/4

afirmelle oral tablet 0.1-20 mg-mcg

aftera oral tablet 1.5 mg

altavera oral tablet 0.15-30 mg-mcg

alyacen 1/35 oral tablet 1-35 mg-mcg

alyacen 7/7/7 oral tablet 0.5/0.75/1-35 mg-mcg

amethyst oral tablet 90-20 mcg

I e

I I I T I

ANGELIQ ORAL TABLET 0.25-0.5 MG, 0.5-1 MG
(drospirenone-estradiol)

ANNOVERA VAGINAL RING 0.013-0.15 MG/24HR
(segesterone-ethinyl estradiol)

w

QL (1 vaginal ring per 327
days); H

apri oral tablet 0.15-30 mg-mcg

H

aranelle oral tablet 0.5/1/0.5-35 mg-mcg

ashlyna oral tablet 0.15-0.03 &0.01 mg

aubra eq oral tablet 0.1-20 mg-mcg

aurovela 1.5/30 oral tablet 1.5-30 mg-mcg

aurovela 1/20 oral tablet 1-20 mg-mcg

aurovela 24 fe oral tablet 1-20 mg-mcg(24)

aurovela fe 1.5/30 oral tablet 1.5-30 mg-mcg

aurovela fe 1/20 oral tablet 1-20 mg-mcg

I e e T

AVERI ORAL TABLET 0.15-0.03 MG (desogestrel-eth estrad-
fe)

3/4

aviane oral tablet 0.1-20 mg-mcg

ayuna oral tablet 0.15-30 mg-mcg

I I I || I  I|IT|IT|IT|I|I

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
azurette oral tablet 0.15-0.02/0.01 mg (21/5) 1 H
BALCOLTRA ORAL TABLET 0.1-20 MG-MCG(21)

(levonorgest-eth estrad-fe bisg) 3/4 H
balziva oral tablet 0.4-35 mg-mcg 1 H
BEYAZ ORAL TABLET 3-0.02-0.451 MG (drospiren-eth E H
estrad-levomefol)

BIJUVA ORAL CAPSULE 0.5-100 MG, 1-100 MG (estradiol- 3
progesterone)

blisovi 24 fe oral tablet 1-20 mg-mcg(24) 1 H
blisovi fe 1.5/30 oral tablet 1.5-30 mg-mcg 1 H
blisovi fe 1/20 oral tablet 1-20 mg-mcg 1 H
briellyn oral tablet 0.4-35 mg-mcg 1 H
camila oral tablet 0.35 mg 1 H
camrese lo oral tablet 0.1-0.02 & 0.01 mg 1 H
camrese oral tablet 0.15-0.03 &0.01 mg 1 H
charlotte 24 fe oral tablet chewable 1-20 mg-mcg(24) 1 H
chateal eq oral tablet 0.15-30 mg-mcg 1 H
CLIMARA PRO TRANSDERMAL PATCH WEEKLY 0.045- 5 OL (4 patches per month.)
0.015 MG/DAY (estradiol-levonorgestrel)

COMBIPATCH TRANSDERMAL PATCH TWICE WEEKLY

0.05-0.14 MG/DAY, 0.05-0.25 MG/DAY (estradiol- 2 QL (8 patches per 28 days.)
norethindrone acet)

CRINONE VAGINAL GEL 4 %, 8 % (progesterone) 3/4

cryselle oral tablet 0.3-30 mg-mcg 1 H
cyred eq oral tablet 0.15-30 mg-mcg 1 H
dasetta 1/35 (28) oral tablet 1-35 mg-mcg 1 H
dasetta 7/7/7 oral tablet 0.5/0.75/1-35 mg-mcg 1 H
daysee oral tablet 0.15-0.03 &0.01 mg 1 H
deblitane oral tablet 0.35 mg 1 H
delyla oral tablet 0.1-20 mg-mcg 1 H
CEPOTROVERA ITTANUSCULIS SUSPENSION IS | 0|t s miper year) s

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

DEPO-PROVERA INTRAMUSCULAR SUSPENSION

limits

PREFILLED SYRINGE 150 MG/ML (medroxyprogesterone 3/4 QL (5 mL per 365 days.); SM
acetate)
DEPO-SUBQ PROVERA 104 SUBCUTANEOUS OL (3.25 ml per year.): H:
SUSPENSION PREFILLED SYRINGE 104 MG/0.65ML 1 SM ' peryear.), 1
(medroxyprogesterone acetate)
dolishale oral tablet 90-20 mcg 1 H
drospiren-eth estrad-levomefol oral tablet 3-0.02-0.451 mg, 1 H
3-0.03-0.451 mg
drospirenone-ethinyl estradiol oral tablet 3-0.02 mg, 3-0.03 1 H
mg
econtra one-step oral tablet 1.5 mg 1 H
elinest oral tablet 0.3-30 mg-mcg 1 H
ELLA ORAL TABLET 30 MG (ulipristal acetate) 1 QL (1 tablet per 21 days.); H
eluryng vaginal ring 0.12-0.015 mg/24hr 1 H
emzahh oral tablet 0.35 mg 1 H
ENDOMETRIN VAGINAL INSERT 100 MG (progesterone) 2
enilloring vaginal ring 0.12-0.015 mg/24hr 1 H
enskyce oral tablet 0.15-30 mg-mcg 1 H
errin oral tablet 0.35 mg 1 H
estarylla oral tablet 0.25-35 mg-mcg 1 H
estradiol-norethindrone acet oral tablet 0.5-0.1 mg, 1-0.5 mg 1
etonogestrel-ethinyl estradiol vaginal ring 0.12-0.015
1 H

mg/24hr
falmina oral tablet 0.1-20 mg-mcg H
feirza 1.5/30 oral tablet 1.5-30 mg-mcg H
feirza 1/20 oral tablet 1-20 mg-mcg H
FEMLYV ORAL TABLET DISPERSIBLE 1-0.02 MG

. : 3/4 H
(norethindrone acet-ethinyl est)
finzala oral tablet chewable 1-20 mg-mcg(24) 1 H
fyavolv oral tablet 0.5-2.5 mg-mcg, 1-5 mg-mcg 1
galbriela oral tablet chewable 0.8-25 mg-mcg 1 H
gallifrey oral tablet 5 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

=
T

gemmily oral capsule 1-20 mg-mcg(24)
hailey 1.5/30 oral tablet 1.5-30 mg-mcg
hailey 24 fe oral tablet 1-20 mg-mcg(24)
hailey fe 1.5/30 oral tablet 1.5-30 mg-mcg

hailey fe 1/20 oral tablet 1-20 mg-mcg

heather oral tablet 0.35 mg

her style oral tablet 1.5 mg

iclevia oral tablet 0.15-0.03 mg

incassia oral tablet 0.35 mg

introvale oral tablet 0.15-0.03 mg

isibloom oral tablet 0.15-30 mg-mcg
jaimiess oral tablet 0.15-0.03 &0.01 mg
jasmiel oral tablet 3-0.02 mg

I I I I I I|I|I|IT|IT|IT|IT|I

jencycla oral tablet 0.35 mg

jinteli oral tablet 1-5 mg-mcg

jolessa oral tablet 0.15-0.03 mg

joyeaux oral tablet 0.1-20 mg-mcg(21)

juleber oral tablet 0.15-30 mg-mcg

junel 1.5/30 oral tablet 1.5-30 mg-mcg

junel 1/20 oral tablet 1-20 mg-mcg

junel fe 1.5/30 oral tablet 1.5-30 mg-mcg

junel fe 1/20 oral tablet 1-20 mg-mcg

junel fe 24 oral tablet 1-20 mg-mcg(24)

kaitlib fe oral tablet chewable 0.8-25 mg-mcg

kalliga oral tablet 0.15-30 mg-mcg
kariva oral tablet 0.15-0.02/0.01 mg (21/5)
kelnor 1/35 oral tablet 1-35 mg-mcg

kurvelo oral tablet 0.15-30 mg-mcg
larin 1.5/30 oral tablet 1.5-30 mg-mcg
larin 1/20 oral tablet 1-20 mg-mcg

Y Y N N e N N I I e I I I R I I I S S S S S S T I Y I IS
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larin 24 fe oral tablet 1-20 mg-mcg(24)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

larin fe 1.5/30 oral tablet 1.5-30 mg-mcg 1 H
larin fe 1/20 oral tablet 1-20 mg-mcg

Prescription drug name Drug tier

1
lessina oral tablet 0.1-20 mg-mcg 1
levonest oral tablet 50-30/75-40/ 125-30 mcg 1

levonorgest-eth estrad 91-day oral tablet 0.1-0.02 & 0.01
mg, 0.15-0.03 mg

levonorgest-eth estradiol-iron oral tablet 0.1-20 mg-mcg(21)

levonorgestrel oral tablet 1.5 mg

levonorgestrel-ethinyl estrad oral tablet 0.1-20 mg-mcg, 90-
20 mcg

levonorg-eth estrad triphasic oral tablet 50-30/75-40/ 125-30
mcg

LO LOESTRIN FE ORAL TABLET 1 MG-10 MCG / 10 MCG
(norethin-eth estrad-fe biphas)

lojaimiess oral tablet 0.1-0.02 & 0.01 mg
loryna oral tablet 3-0.02 mg

=
I ||| T |I|xIT|=XT

=
T

=

low-ogestrel oral tablet 0.3-30 mg-mcg

lo-zumandimine oral tablet 3-0.02 mg

luizza 1.5/30 oral tablet 1.5-30 mg-mcg

luizza 1/20 oral tablet 1-20 mg-mcg

lyleq oral tablet 0.35 mg

lyza oral tablet 0.35 mg

RPlR| R R RPIRI R R R
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marlissa oral tablet 0.15-30 mg-mcg

medroxyprogesterone acetate intramuscular suspension
150 mg/ml

medroxyprogesterone acetate intramuscular suspension QL (5 mL per 365 days.); H;
prefilled syringe 150 mg/ml SM

=

QL (5 ml per year.); H; SM

medroxyprogesterone acetate oral tablet 10 mg, 2.5 mg, 5
mg

1 SM

megestrol acetate oral suspension 40 mg/ml, 625 mg/5ml

megestrol acetate oral tablet 20 mg, 40 mg

H
H

meleya oral tablet 0.35 mg

RlR| Rk

mibelas 24 fe oral tablet chewable 1-20 mg-mcg(24)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

=
T

microgestin 1.5/30 oral tablet 1.5-30 mg-mcg
microgestin 1/20 oral tablet 1-20 mg-mcg
microgestin fe 1.5/30 oral tablet 1.5-30 mg-mcg
microgestin fe 1/20 oral tablet 1-20 mg-mcg

o e o B ) e

mili oral tablet 0.25-35 mg-mcg

mimvey oral tablet 1-0.5 mg

minzoya oral tablet 0.1-20 mg-mcg(21)

mono-linyah oral tablet 0.25-35 mg-mcg

my choice oral tablet 1.5 mg

I e

o s s B

my way oral tablet 1.5 mg

MYFEMBREE ORAL TABLET 40-1-0.5 MG (relugolix-
estradiol-norethind)

NATAZIA ORAL TABLET 3/2-2/2-3/1 MG (estradiol valerate-

N

PA; QL (1 tablet day.)

dienogest) ! H
necon 0.5/35 (28) oral tablet 0.5-35 mg-mcg H
new day oral tablet 1.5 mg H
NEXTSTELLIS ORAL TABLET 3-14.2 MG (drospirenone- 3/4 H
estetrol)
nikki oral tablet 3-0.02 mg H
nora-be oral tablet 0.35 mg H
norelgestromin-eth estradiol transdermal patch weekly 150-

1 H
35 mcg/24hr
norethin ace-eth estrad-fe oral capsule 1-20 mg-mcg(24) 1 H
norethin ace-eth estrad-fe oral tablet chewable 1-20 mg-

1 H
mcg(24)
norethindrone acetate oral tablet 5 mg
norethindrone acet-ethinyl est oral tablet 1-20 mg-mcg H
norethindrone oral tablet 0.35 mg 1 H
norethindrone-eth estradiol oral tablet 0.5-2.5 mg-mcg, 1-5 1
mg-mcg
norgestimate-eth estradiol oral tablet 0.25-35 mg-mcg 1 H
norgestimate-ethinyl estradiol triphasic oral tablet 1 H

0.18/0.215/0.25 mg-25 mcg, 0.18/0.215/0.25 mg-35 mcg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

norlyroc oral tablet 0.35 mg

=

T

nortrel 0.5/35 (28) oral tablet 0.5-35 mg-mcg

nortrel 1/35 (21) oral tablet 1-35 mg-mcg

nortrel 1/35 (28) oral tablet 1-35 mg-mcg

nortrel 7/7/7 oral tablet 0.5/0.75/1-35 mg-mcg

nylia 1/35 oral tablet 1-35 mg-mcg

nylia 7/7/7 oral tablet 0.5/0.75/1-35 mg-mcg

opcicon one-step oral tablet 1.5 mg

OPILL ORAL TABLET 0.075 MG (norgestrel)

option 2 oral tablet 1.5 mg

I e
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ORIAHNN ORAL CAPSULE THERAPY PACK 300-1-0.5 & 300
MG (elagolix-estradiol-norethind)

N

PA; QL (2 capsules per day.)

orquidea oral tablet 0.35 mg

philith oral tablet 0.4-35 mg-mcg

pimtrea oral tablet 0.15-0.02/0.01 mg (21/5)

PLAN B ONE-STEP ORAL TABLET 1.5 MG (levonorgestrel)

portia-28 oral tablet 0.15-30 mg-mcg

RPlR| R Rk

o s s B

PREMPHASE ORAL TABLET 0.625-5 MG (conj estrog-
medroxyprogest ace)

N

PREMPRO ORAL TABLET 0.3-1.5 MG, 0.45-1.5 MG, 0.625-2.5
MG, 0.625-5 MG (conj estrog-medroxyprogest ace)

progesterone intramuscular oil 50 mg/ml

SM

progesterone oral capsule 100 mg, 200 mg

SM

progesterone vaginal insert 100 mg

PROVERA ORAL TABLET 10 MG, 2.5 MG, 5 MG
(medroxyprogesterone acetate)

3/4

reclipsen oral tablet 0.15-30 mg-mcg

rivelsa oral tablet 42-21-21-7 days

rosyrah oral tablet 42-21-21-7 days

SAFYRAL ORAL TABLET 3-0.03-0.451 MG (drospiren-eth
estrad-levomefol)

E

setlakin oral tablet 0.15-0.03 mg

1

I I |I|I| X

sharobel oral tablet 0.35 mg

1

H

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

T

shewise oral tablet 1.5 mg 1
simliya oral tablet 0.15-0.02/0.01 mg (21/5) 1
simpesse oral tablet 0.15-0.03 &0.01 mg 1
SLYND ORAL TABLET 4 MG (drospirenone) 3/4
sprintec 28 oral tablet 0.25-35 mg-mcg

syeda oral tablet 3-0.03 mg

take action oral tablet 1.5 mg

tarina 24 fe oral tablet 1-20 mg-mcg(24)

tarina fe 1/20 eq oral tablet 1-20 mg-mcg

taysofy oral capsule 1-20 mg-mcg(24)

TAYTULLA ORAL CAPSULE 1-20 MG-MCG(24) (norethin
ace-eth estrad-fe)

tilia fe oral tablet 1-20/1-30/1-35 mg-mcg
tri-estarylla oral tablet 0.18/0.215/0.25 mg-35 mcg
tri-legest fe oral tablet 1-20/1-30/1-35 mg-mcg
tri-linyah oral tablet 0.18/0.215/0.25 mg-35 mcg
tri-lo-estarylla oral tablet 0.18/0.215/0.25 mg-25 mcg
tri-lo-marzia oral tablet 0.18/0.215/0.25 mg-25 mcg
tri-lo-mili oral tablet 0.18/0.215/0.25 mg-25 mcg
tri-lo-sprintec oral tablet 0.18/0.215/0.25 mg-25 mcg
tri-mili oral tablet 0.18/0.215/0.25 mg-35 mcg
tri-sprintec oral tablet 0.18/0.215/0.25 mg-35 mcg
tri-vylibra lo oral tablet 0.18/0.215/0.25 mg-25 mcg
tri-vylibra oral tablet 0.18/0.215/0.25 mg-35 mcg
turqoz oral tablet 0.3-30 mg-mcg

TWIRLA TRANSDERMAL PATCH WEEKLY 120-30
MCG/24HR (levonorgestrel-eth estradiol)

TYBLUME ORAL TABLET CHEWABLE 0.1-20 MG-MCG
(levonorgestrel-ethinyl estrad)

tydemy oral tablet 3-0.03-0.451 mg
valtya 1/35 oral tablet 1-35 mg-mcg

m

RPlRr R R RPRIRIRPRRRIR R Rk
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valtya 1/50 oral tablet 1-50 mg-mcg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
velivet oral tablet 0.1/0.125/0.15 -0.025 mg 1 H
vestura oral tablet 3-0.02 mg 1 H
vienva oral tablet 0.1-20 mg-mcg 1 H
viorele oral tablet 0.15-0.02/0.01 mg (21/5) 1 H
volnea oral tablet 0.15-0.02/0.01 mg (21/5) 1 H
vyfemla oral tablet 0.4-35 mg-mcg 1 H
vylibra oral tablet 0.25-35 mg-mcg 1 H
wera oral tablet 0.5-35 mg-mcg 1 H
wymzya fe oral tablet chewable 0.4-35 mg-mcg 1 H
xarah fe oral tablet 1-20/1-30/1-35 mg-mcg 1 H
xelria fe oral tablet chewable 0.4-35 mg-mcg 1 H
xulane transdermal patch weekly 150-35 mcg/24hr 1 H
YASMI_N 28 ORAL TABLET 3-0.03 MG (drospirenone-ethinyl 3
estradiol)

YAZ ORAL TABLET 3-0.02 MG (drospirenone-ethinyl 3
estradiol)

zafemy transdermal patch weekly 150-35 mcg/24hr 1 H
zovia 1/35 (28) oral tablet 1-35 mg-mcg H
zumandimine oral tablet 3-0.03 mg 1 H

RAPID-ACTING INSULINS - Drugs for Diabetes

AFREZZA INHALATION POWDER 12 UNIT, 4 UNIT, 60X4
&60X8 & 60X12 UNIT, 8 UNIT, 90 X 4 UNIT & 90X8 UNIT, 90 X 3/4 SM
8 UNIT & 90X12 UNIT (insulin regular human)

HUMALOG INJECTION SOLUTION 100 UNIT/ML (insulin
lispro)

HUMALOG KWIKPEN SUBCUTANEOUS SOLUTION PEN-
INJECTOR 100 UNIT/ML, 200 UNIT/ML (insulin lispro)

HUMALOG MIX 50/50 KWIKPEN SUBCUTANEOUS
SUSPENSION PEN-INJECTOR (50-50) 100 UNIT/ML (insulin 2 SM
lispro prot & lispro)

HUMALOG MIX 75/25 KWIKPEN SUBCUTANEOUS
SUSPENSION PEN-INJECTOR (75-25) 100 UNIT/ML (insulin 2 SM
lispro prot & lispro)

3/4 SM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
HUMALOG MIX 75/25 VIAL SUBCUTANEOUS SUSPENSION 1 SM
(75-25) 100 UNIT/ML (insulin lispro prot & lispro)
HUMALOG SUBCUTANEOUS SOLUTION CARTRIDGE 100 5 SM
UNIT/ML (insulin lispro)
HUMALOG U-100 JUNIOR KWIKPEN SUBCUTANEOUS 5 SM
SOLUTION PEN-INJECTOR 100 UNIT/ML (insulin lispro)
INSULIN LISPRO (1 UNIT DIAL) SUBCUTANEOUS 5 SM
SOLUTION PEN-INJECTOR 100 UNIT/ML
INSULIN LISPRO INJECTION SOLUTION 100 UNIT/ML 1 SM
INSULIN LISPRO JUNIOR KWIKPEN SUBCUTANEOUS 5 SM
SOLUTION PEN-INJECTOR 100 UNIT/ML
INSULIN LISPRO PROT & LISPRO SUBCUTANEOUS 5 SM
SUSPENSION PEN-INJECTOR (75-25) 100 UNIT/ML
LYUMJEV KWIKPEN SUBCUTANEOUS SOLUTION PEN- 5 SM
INJECTOR 100 UNIT/ML, 200 UNIT/ML (insulin lispro-aabc)
LYUMJEV VIAL INJECTION SOLUTION 100 UNIT/ML (insulin 1 SM
lispro-aabc)
SHORT-ACTING INSULINS - Drugs for Diabetes
HUMULIN 70/30 KWIKPEN SUBCUTANEOUS SUSPENSION
PEN-INJECTOR (70-30) 100 UNIT/ML (insulin nph isophane 2 SM
& regular)
HUMULIN 70/30 VIAL SUBCUTANEOUS SUSPENSION (70- 1 SM
30) 100 UNIT/ML (insulin nph isophane & regular)
HUMULIN R U-500 KWIKPEN SUBCUTANEOUS SOLUTION 5 SM
PEN-INJECTOR 500 UNIT/ML (insulin regular human)
HUMULIN R VIAL INJECTION SOLUTION 100 UNIT/ML 1 SM
(insulin regular human)
MYXREDLIN INTRAVENOUS SOLUTION 100-0.9 UT/100ML-

: . . 3 SM
% (insulin regular(human) in nacl)
SODIUM-GLUC COTRANSPORT 2 (SGLT2) INHIB - Drugs
for Diabetes
BRENZAVVY ORAL TABLET 20 MG (bexagliflozin) 3 QL (1 tablet per day.)
C_5LYX_AI\/_IBI ORAL TABLET 10-5 MG, 25-5 MG (empagliflozin- 5 QL (1 tablet per day.)
linagliptin)
JARDIANCE ORAL TABLET 10 MG, 25 MG (empagliflozin) 2 QL (30 tablets per month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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.
259




Prescription drug name

Drug tier

Coverage requirements &

SYNJARDY ORAL TABLET 12.5-1000 MG, 12.5-500 MG, 5-

limits

PEN-INJECTOR 5 MG/1.5ML (somatropin)

1000 MG, 5-500 MG (empagliflozin-metformin hcl) 2 QL (2 tablets per day.)
SYNJARDY XR ORAL TABLET EXTENDED RELEASE 24
HOUR 10-1000 MG, 25-1000 MG (empagliflozin-metformin 2 QL (1 tablet per day)
hcl)
SYNJARDY XR ORAL TABLET EXTENDED RELEASE 24
HOUR 12.5-1000 MG, 5-1000 MG (empagliflozin-metformin 2 QL (2 tablets per day)
hcl)
TRIJARDY XR ORAL TABLET EXTENDED RELEASE 24
HOUR 10-5-1000 MG, 25-5-1000 MG (empagliflozin-linaglip- 2 QL (1 tablet per day.)
metform)
TRIJARDY XR ORAL TABLET EXTENDED RELEASE 24
HOUR 12.5-2.5-1000 MG, 5-2.5-1000 MG (empagliflozin- 2 QL (2 tablets per day.)
linaglip-metform)
SOMATOSTATIN AGONISTS - Hormones
octreotide acetate injection solution 100 mcg/ml, 50
1 PA
mcg/ml, 500 mcg/ml
octreotide acetate injection solution 1000 mcg/ml, 200 1 PA
mcg/ml
octreotide acetate subcutaneous solution prefilled syringe 1 PA
100 mcg/ml, 50 mcg/ml, 500 mcg/ml
SIGNIFOR SUBCUTANEOUS SOLUTION 0.3 MG/ML, 0.6 3/4 PA; QL (2 ampules per day.);
MG/ML, 0.9 MG/ML (pasireotide diaspartate) SP; SMCS
SOMATOTROPIN AGONISTS - Hormones
EGRIFTA SV SUBCUTANEOUS SOLUTION 3/4 PA; QL (1 vial per day.); SP;
RECONSTITUTED 2 MG (tesamorelin acetate) SMCS
EGRIFTA WR SUBCUTANEOUS KIT 11.6 MG (tesamorelin 3/4 PA; QL (4 vials per month.);
acetate) SP; SMCS
INCRELEX SUBCUTANEOUS SOLUTION 40 MG/4ML PA; QL (52 vials per month.);
. 2 ,
(mecasermin) SP; SMCS
NORDITROPIN FLEXPRO SUBCUTANEOUS SOLUTION ,
PEN-INJECTOR 10 MG/1.5ML (somatropin) 2 PA; QL (135 mL per month.)
NORDITROPIN FLEXPRO SUBCUTANEOUS SOLUTION ,
PEN-INJECTOR 15 MG/1.5ML (somatropin) 2 PA; QL (9 mL per month.)
NORDITROPIN FLEXPRO SUBCUTANEOUS SOLUTION 5 PA: QL (27 mL per month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

OMNITROPE SUBCUTANEOUS SOLUTION CARTRIDGE 10

limits

MG/1.5ML (somatropin) 2 PA; QL (13.5 mL per month.)
OMNITROPE SUBCUTANEOUS SOLUTION CARTRIDGE 5 ,
MG/1.5ML (somatropin) 2 PA; QL (27 mL per month.)
OMNITROPE SUBCUTANEOUS SOLUTION . .
RECONSTITUTED 5.8 MG (somatropin) 2 PA; QL (16 vials per month.)
SEROSTIM SUBCUTANEOUS SOLUTION RECONSTITUTED . .
4 MG, 5 MG, 6 MG (somatropin (non-refrigerated)) 3/4 PA; QL (1 vial per day.)
SOMATOTROPIN ANTAGONISTS - Hormones
SOMAVERT SUBCUTANEOUS SOLUTION RECONSTITUTED 3/4 PA; QL (1 vial per day.); SP;
10 MG, 15 MG, 20 MG, 25 MG, 30 MG (pegvisomant) SMCS
SULFONYLUREAS - Drugs for Diabetes
DUETACT _O_RAL TABLET 30-2 MG, 30-4 MG (pioglitazone 3 QL (1 tablet per day)
hcl-glimepiride)
glimepiride oral tablet 1 mg, 2 mg, 4 mg 1
glipizide er oral tablet extended release 24 hour 10 mg, 2.5 1
mg, 5 mg
glipizide oral tablet 10 mg, 2.5 mg, 5 mg 1
glipizide-metformin hcl oral tablet 2.5-250 mg, 2.5-500 mg,

1
5-500 mg
GLUCOTROL XL ORAL TABLET EXTENDED RELEASE 24 3/4
HOUR 5 MG (glipizide)
glyburide oral tablet 1.25 mg, 2.5 mg, 5 mg 1
glyburide-metformin oral tablet 1.25-250 mg, 2.5-500 mg, 5- 1
500 mg
pioglitazone hcl-glimepiride oral tablet 30-2 mg, 30-4 mg 1 QL (1 tablet per day)
THIAZOLIDINEDIONES - Drugs for Diabetes
ACTOPLUS MET ORAL TABLET 15-850 MG (pioglitazone
hcl-metformin hcl) 3/4 QL (3 tablets per day)
ALOGLIPTIN-PIOGLITAZONE ORAL TABLET 12.5-30 MG, 25-
15 MG, 25-30 MG, 25-45 MG 2 QL (1 tablet per day.)
DUETACT _O_RAL TABLET 30-2 MG, 30-4 MG (pioglitazone 3 QL (1 tablet per day)
hcl-glimepiride)
pioglitazone hcl oral tablet 15 mg, 30 mg, 45 mg 1 QL (1 tablet per day)
pioglitazone hcl-glimepiride oral tablet 30-2 mg, 30-4 mg 1 QL (1 tablet per day)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
E)T:Sglltazone hcl-metformin hcl oral tablet 15-500 mg, 15-850 1 QL (3 tablets per day)
THYROID AGENTS - Drugs for the Thyroid

ARMOUR THYROID ORAL TABLET 120 MG, 180 MG, 240 5

MG, 30 MG, 300 MG, 60 MG, 90 MG (thyroid)

ARMOUR THYROID ORAL TABLET 15 MG (thyroid) 3
EVEXITHROID ORAL TABLET 120 MG, 15 MG, 180 MG, 30 3

MG, 60 MG, 90 MG (thyroid)

levo-t oral tablet 100 mcg, 112 mcg, 125 mcg, 137 mcg, 150

mcg, 175 mcg, 200 mcg, 25 mcg, 300 mcg, 50 mcg, 75 mcg, 1

88 mcg

LEVOTHYROXINE SODIUM ORAL CAPSULE 100 MCG, 112

MCG, 125 MCG, 13 MCG, 137 MCG, 150 MCG, 175 MCG, 200 3/4

MCG, 25 MCG, 50 MCG, 75 MCG, 88 MCG

levothyroxine sodium oral tablet 100 mcg, 112 mcg, 125

mcg, 137 mcg, 150 mcg, 175 mcg, 200 mcg, 25 mcg, 300 1

mcg, 50 mcg, 75 mcg, 88 mcg

levoxyl oral tablet 100 mcg, 112 mcg, 125 mcg, 137 mcg,

150 mcg, 175 mcg, 200 mcg, 25 mcg, 50 mcg, 75 mcg, 88 1

mcg

liomny oral tablet 25 mcg, 5 mcg, 50 mcg

liothyronine sodium oral tablet 25 mcg, 5 mcg, 50 mcg

NIVA THYROID ORAL TABLET 120 MG, 15 MG, 30 MG, 60 3

MG, 90 MG

np thyroid oral tablet 120 mg, 15 mg, 30 mg, 60 mg, 90 mg 1
RENTHYROID ORAL TABLET 120 MG, 15 MG, 30 MG, 60 3

MG, 90 MG (thyroid)

REZDIF_FRA ORAL TABLET 100 MG, 60 MG, 80 MG 3/4 PA: QL (1 Tablet per day.)
(resmetirom)

THYQUIDITY ORAL SOLUTION 100 MCG/5ML (levothyroxine 3/4 PA
sodium)

thyroid oral tablet 120 mg, 15 mg, 30 mg, 60 mg, 90 mg 1
TIROSINT ORAL CAPSULE 100 MCG, 112 MCG, 125 MCG,

13 MCG, 137 MCG, 150 MCG, 175 MCG, 200 MCG, 25 MCG, 3/4

37.5 MCG, 44 MCG, 50 MCG, 62.5 MCG, 75 MCG, 88 MCG
(levothyroxine sodium)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

TIROSINT-SOL ORAL SOLUTION 100 MCG/ML, 112 MCG/ML,
125 MCG/ML, 13 MCG/ML, 137 MCG/ML, 150 MCG/ML, 175
MCG/ML, 200 MCG/ML, 25 MCG/ML, 37.5 MCG/ML, 44 2 PA
MCG/ML, 50 MCG/ML, 62.5 MCG/ML, 75 MCG/ML, 88
MCG/ML (levothyroxine sodium)

unithroid oral tablet 100 mcg, 112 mcg, 125 mcg, 137 mcg,
150 mcg, 175 mcg, 200 mcg, 25 mcg, 300 mcg, 50 mcg, 75 1
mcg, 88 mcg

IMMUNOMODULATORY AGENTS (90:00)

AMINO ACID POLYMERS

glatiramer acetate subcutaneous solution prefilled syringe

20 mg/ml 1 PA; QL (30 ml per month.)
glatiramer acetate subcutaneous solution prefilled syringe 1 PA: QL (12 ml per 21 days.)
40 mg/ml

glatopa subcutaneous solution prefilled syringe 20 mg/ml 1 PA; QL (30 ml per month.)
glatopa subcutaneous solution prefilled syringe 40 mg/ml 1 PA; QL (12 ml per 21 days.)

ANTIMETABOLITES

PA; QL (40 tablets per 720

cladribine (10 tabs) oral tablet therapy pack 10 mg 1 days.); SP: SMCS

. PA; QL (40 tablets per 720
cladribine (4 tabs) oral tablet therapy pack 10 mg 1 days.): SP; SMCS

. PA; QL (40 tablets per 720
cladribine (5 tabs) oral tablet therapy pack 10 mg 1 days.): SP; SMCS
cladribine (6 tabs) oral tablet therapy pack 10 mg 1 PA; QL (40 tablets per 720

days.); SP; SMCS

PA; QL (40 tablets per 720

cladribine (7 tabs) oral tablet therapy pack 10 mg 1 days.): SP: SMCS

. PA; QL (40 tablets per 720
cladribine (8 tabs) oral tablet therapy pack 10 mg 1 days.): SP: SMCS

. PA; QL (40 tablets per 720
cladribine (9 tabs) oral tablet therapy pack 10 mg 1 days.): SP: SMCS
MAVENCLAD ORAL TABLET THERAPY PACK 10 MG 3 PA; QL (40 tablets per 720
(cladribine) days.); SP; SMCS
teriflunomide oral tablet 14 mg 1 PA; QL (1 tablet per day.)
teriflunomide oral tablet 7 mg 1 PA; QL (31 tablets per

month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

ANTIMETABOLITES, IMMUNOSUPP THERAPY MISC

AZASAN ORAL TABLET 100 MG, 75 MG (azathioprine) 3/4
azathioprine oral tablet 100 mg, 50 mg, 75 mg 1
mycophenolate mofetil oral capsule 250 mg 1

APRIL OR BAFF INHIBITOR AGENTS

VOYXACT SUBCUTANEOUS SOLUTION PREFILLED
SYRINGE 400 MG/2ML (sibeprenlimab-szsi)

CALCINEURIN INHIBITORS, MISC (90:28)
cyclosporine modified oral capsule 100 mg, 25 mg, 50 mg

3/4

cyclosporine modified oral solution 100 mg/ml

cyclosporine oral capsule 100 mg, 25 mg

RlR| Rk

gengraf oral capsule 100 mg, 25 mg

PROGRAF ORAL CAPSULE 0.5 MG, 1 MG, 5 MG 3/4
(tacrolimus)

PROGRAF ORAL PACKET 0.2 MG, 1 MG (tacrolimus) 3/4 PA

RESTASIS MULTIDOSE OPHTHALMIC EMULSION 0.05 %

(cyclosporine) 3/4 PA; QL (1 bottle per month.)

RESTASIS OPHTHALMIC EMULSION 0.05 % (cyclosporine) 1 PA; QL (60 vials per month.)

tacrolimus external ointment 0.03 %, 0.1 %

tacrolimus oral capsule 0.5 mg, 1 mg, 5 mg

VERKAZIA OPHTHALMIC EMULSION 0.1 % (cyclosporine) 3/4 PA; QL (4 vials per day.)

COMPLEMENT INHIBITOR AGENTS (90:20)

FABHALTA ORAL CAPSULE 200 MG (iptacopan hcl) 2 PA; QL (2 capsules per day.)
PA; QL (6 capsules per

TAVNEOS ORAL CAPSULE 10 MG (avacopan) 3/4 day.): SP: SMCS

COMPLEMENT INHIBITORS (90:08)

ZILBRYSQ SUBCUTANEOUS SOLUTION PREFILLED PA; QL (0.416 ml per day.);

3/4

SYRINGE 16.6 MG/0.416ML (zilucoplan sodium) SP; SMCS

ZILBRYSQ SUBCUTANEOUS SOLUTION PREFILLED 3/4 PA; QL (0.574 ml per day.);
SYRINGE 23 MG/0.574ML (zilucoplan sodium) SP; SMCS

ZILBRYSQ SUBCUTANEOUS SOLUTION PREFILLED 3/4 PA; QL (0.81 ml per day.);
SYRINGE 32.4 MG/0.81ML (zilucoplan sodium) SP; SMCS

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

DISEASE-MODIFYING ANTIRHEUMAT DRUGS MISC

ENTYVIO PEN SUBCUTANEOUS SOLUTION AUTO- ,

INJECTOR 108 MG/0.68ML (vedolizumab) 2 PA; QL (0.05 mi per day.)
ORENCIA CLICKJECT SUBCUTANEOUS SOLUTION AUTO- 3 PA; QL (4 autoinjectors per
INJECTOR 125 MG/ML (abatacept) month.)

ORENCIA SUBCUTANEOUS SOLUTION PREFILLED 3 PA; QL (4 syringes per
SYRINGE 125 MG/ML (abatacept) month.)

ORENCIA SUBCUTANEOUS SOLUTION PREFILLED ,

SYRINGE 50 MG/0.4ML (abatacept) 3 PA; QL (0.06 mi per day.)
ORENCIA SUBCUTANEOUS SOLUTION PREFILLED ,

SYRINGE 87.5 MG/0.7ML (abatacept) 3 PA; QL (0.1 mli per day.)
DISEASE-MODIFYING ANTIRHEUMATIC DRUGS

AURANOFIN ORAL CAPSULE 3 MG 3

AZULFIDINE EN-TABS ORAL TABLET DELAYED RELEASE 3/4

500 MG (sulfasalazine)

AZULFIDINE ORAL TABLET 500 MG (sulfasalazine) 3/4

CIMZIA (2 SYRINGE) SUBCUTANEOUS PREFILLED 5 PA; QL (2 syringes (1 carton)
SYRINGE KIT 200 MG/ML (certolizumab pegol) per month.)
CIMZIA-STARTER SUBCUTANEOUS PREFILLED SYRINGE 5 PA

KIT 200 MG/ML (certolizumab pegol)

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

mg, 400 mg

JYLAMVO ORAL SOLUTION 2 MG/ML (methotrexate) 3/4 PA; CM

methotrexate sodium (pf) injection solution 1 gm/40ml, 1

1000 mg/40ml, 250 mg/10ml, 50 mg/2ml

methotrexate sodium injection solution 250 mg/10ml, 50 1

mg/2ml

methotrexate sodium injection solution reconstituted 1 gm

methotrexate sodium oral tablet 2.5 mg 1 CM

RASUVO SUBCUTANEOUS SOLUTION AUTO-INJECTOR 10 5 QL (0.8 ml (4 auto-injectors)
MG/0.2ML (methotrexate (anti-rheumatic)) per month.)

RASUVO SUBCUTANEOUS SOLUTION AUTO-INJECTOR 7.5 5 QL (0.6 ml (4 auto-injectors)
MG/0.15ML (methotrexate (anti-rheumatic)) per month.)

RIDAURA ORAL CAPSULE 3 MG (auranofin) 3

sulfasalazine oral tablet 500 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
sulfasalazine oral tablet delayed release 500 mg 1
TREMFYA ONE-PRESS SUBCUTANEOUS SOLUTION PEN- 5 PA; QL (1 mL (1 device)
INJECTOR 100 MG/ML (guselkumab) every 8 weeks.)
TREMFYA PEN SUBCUTANEOUS SOLUTION AUTO- 5 PA; QL (1 mL (1 device)
INJECTOR 100 MG/ML (guselkumab) every 8 weeks.)
TREMFYA PEN SUBCUTANEOUS SOLUTION AUTO- 5 PA; QL (2 ml (1 auto-injector)
INJECTOR 200 MG/2ML (guselkumab) per month.)
TREMFYA SUBCUTANEOUS SOLUTION PREFILLED ,
SYRINGE 100 MG/ML (guselkumab) 2 PA; QL (2 ml per 2 months)
TREMFYA SUBCUTANEOUS SOLUTION PREFILLED 5 PA; QL (2 ml (1 syringe) per
SYRINGE 200 MG/2ML (guselkumab) month.)
TREMFYA-CD/UC INDUCTION SUBCUTANEOUS SOLUTION 5 PA; QL (4 ml (2 pens/1 box)
AUTO-INJECTOR 200 MG/2ML (guselkumab) per month.)
TREXALL ORAL TABLET 10 MG, 15 MG, 5 MG, 7.5 MG
. 2 CM
(methotrexate sodium)
XATMEP ORAL SOLUTION 2.5 MG/ML (methotrexate) 3/4 PA; CM
FUMARATES
BAFIERTAM ORAL CAPSULE DELAYED RELEASE 95 MG 5 PA: QL (4 capsules per day.)
(monomethyl fumarate)
: PA; QL (56 capsules per
dimethyl fumarate oral capsule delayed release 120 mg 1 year.): SP; SMCS
: PA; QL (2 capsules per
dimethyl fumarate oral capsule delayed release 240 mg 1 day.): SP: SMCS
dimethyl fumarate starter pack oral capsule delayed release PA; QL (60 capsules (1 .
1 starter pack) per 365 days.);
therapy pack 120 & 240 mg SP: SMCS
IGG1 MONOCLONAL ANTIBODIES
BENLYSTA SUBCUTANEOUS SOLUTION AUTO-INJECTOR ,
200 MG/ML (belimumab) 2 PA; QL (4 ml per month.)
BENLYSTA SUBCUTANEOUS SOLUTION PREFILLED 5 PA: QL (4 ml per month.)

SYRINGE 200 MG/ML (belimumab)

IMMUNOMODULATORY AGENTS (90:00)

cyclophosphamide oral capsule 25 mg, 50 mg

CM

CYCLOPHOSPHAMIDE ORAL TABLET 50 MG

CM

everolimus oral tablet 0.25 mg, 0.5 mg, 0.75 mg, 1 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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.
266




Prescription drug name

Coverage requirements &

everolimus oral tablet 10 mg, 7.5 mg

limits
PA; QL (2 tablets per day.);
CM

everolimus oral tablet 2.5 mg, 5 mg

PA; QL (1 tablet per day.);
CM

everolimus oral tablet soluble 2 mg, 3 mg, 5 mg

PA; QL (1 tablet per day.);
CM

(mercaptopurine)

mercaptopurine oral suspension 2000 mg/100ml CM
mercaptopurine oral tablet 50 mg CM
PURIXAN ORAL SUSPENSION 2000 MG/100ML CcM

torpenz oral tablet 10 mg, 7.5 mg

PA; QL (2 tablets per day.);
CM

torpenz oral tablet 2.5 mg, 5 mg

PA; QL (1 tablet per day.);
CM

yulithira oral tablet 10 mg, 7.5 mg

PA; QL (2 tablets per day.);
CM

yulithira oral tablet 2.5 mg, 5 mg

PA; QL (1 tablet per day.);
CM

INTERFERONS

AVONEX PEN INTRAMUSCULAR AUTO-INJECTOR KIT 30
MCG/0.5ML (interferon beta-1a)

PA; QL (4 pens (1 box) per
month.)

AVONEX PREFILLED INTRAMUSCULAR PREFILLED
SYRINGE KIT 30 MCG/0.5ML (interferon beta-1a)

PA; QL (4 syringes (1 box)
per month.)

BETASERON SUBCUTANEOUS KIT 0.3 MG (interferon beta-
1b)

PA; QL (14 vials per month.)

PEGASYS SUBCUTANEOUS SOLUTION 180 MCG/ML
(peginterferon alfa-2a)

PEGASYS SUBCUTANEOUS SOLUTION PREFILLED
SYRINGE 180 MCG/0.5ML (peginterferon alfa-2a)

INTERLEUKIN INHIBITOR AGENTS, MISC

XOLAIR SUBCUTANEOUS SOLUTION AUTO-INJECTOR 150
MG/ML (omalizumab)

PA; QL (2 auto injectors per
month.)

XOLAIR SUBCUTANEOUS SOLUTION AUTO-INJECTOR 300
MG/2ML (omalizumab)

PA; QL (0.15 ml per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

XOLAIR SUBCUTANEOUS SOLUTION AUTO-INJECTOR 75 ,

MG/0.5ML (omalizumab) 2 PA; QL (0.04 mi per day.)
XOLAIR SUBCUTANEOUS SOLUTION PREFILLED SYRINGE ,

150 MG/ML (omalizumab) 2 PA; QL (0.08 mi per day.)
XOLAIR SUBCUTANEOUS SOLUTION PREFILLED SYRINGE ,

300 MG/2ML (omalizumab) 2 PA; QL (0.15 mi per day.)
XOLAIR SUBCUTANEOUS SOLUTION PREFILLED SYRINGE ,

75 MG/0.5ML (omalizumab) 2 PA; QL (0.04 mi per day.)
INTERLEUKIN-MEDIATED AGENTS, MISC

ACTEMRA ACTPEN SUBCUTANEOUS SOLUTION AUTO- 3 PA; QL (4 auto injector per
INJECTOR 162 MG/0.9ML (tocilizumab) month.)

ACTEMRA SUBCUTANEOUS SOLUTION PREFILLED 3 PA; QL (4 prefilled syringes
SYRINGE 162 MG/0.9ML (tocilizumab) per month.)

AVTOZMA SUBCUTANEOUS SOLUTION AUTO-INJECTOR 3 PA; QL (4 autoinjectors per
162 MG/0.9ML (tocilizumab-anoh) month.)

AVTOZMA SUBCUTANEOUS SOLUTION PREFILLED 3 PA; QL (4 syringes per
SYRINGE 162 MG/0.9ML (tocilizumab-anoh) month.)

COSENTYX (300 MG DOSE) SUBCUTANEOUS SOLUTION ,

PREFILLED SYRINGE 150 MG/ML (secukinumab) 2 PA; QL (0.072 mi per day.)
COSENTYX 150 MG/ML SUBCUTANEOUS SOLUTION ,

PREFILLED SYRINGE 150 MG/ML (secukinumab) 2 PA; QL (0.036 mi per day.)
COSENTYX 150 MG/ML SUBCUTANEOUS SOLUTION ,

PREFILLED SYRINGE 75 MG/0.5ML (secukinumab) 2 PA; QL (0.018 mi per day.)
COSENTYX SENSOREADY (300 MG) SUBCUTANEOUS ,

SOLUTION AUTO-INJECTOR 150 MG/ML (secukinumab) 2 PA; QL (0.072 mi per day.)
COSENTYX SENSOREADY PEN SUBCUTANEOUS ,

SOLUTION AUTO-INJECTOR 150 MG/ML (secukinumab) 2 PA; QL (0.036 mi per day.)
COSENTYX UNOREADY SUBCUTANEOUS SOLUTION ,

AUTO-INJECTOR 300 MG/2ML (secukinumab) 2 PA; QL (0.072 mi per day.)
KEVZARA SUBCUTANEOUS SOLUTION AUTO-INJECTOR ,

150 MG/1.14ML, 200 MG/1.14ML (sarilumab) 34 |PA; QL (2.28 mi per month.)
KEVZARA SUBCUTANEOUS SOLUTION PREFILLED ,

SYRINGE 200 MG/1.14ML (sarilumab) 34 |PA; QL (2.28 mL per month)
KINERET SUBCUTANEOUS SOLUTION PREFILLED 3 PA; QL (0.67 ml (1 syringe)
SYRINGE 100 MG/0.67ML (anakinra) per day.); SP; SMCS

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

STARJEMZA SUBCUTANEOUS SOLUTION 45 MG/0.5ML

limits
PA; QL (1 single-dose vial

(ustekinumab-hmny) 2 every 3 months.)

STARJEMZA SUBCUTANEOUS SOLUTION PREFILLED 5 PA; QL (1 prefilled syringe

SYRINGE 45 MG/0.5ML, 90 MG/ML (ustekinumab-hmny) every 3 months.)

STEQEYMA SUBCUTANEOUS SOLUTION 45 MG/0.5ML 5

(ustekinumab-stba)

STEQEYMA SUBCUTANEOUS SOLUTION PREFILLED 5 PA; QL (1 syringe every 3

SYRINGE 45 MG/0.5ML, 90 MG/ML (ustekinumab-stba) months.)

WEZLANA SUBCUTANEOUS SOLUTION 45 MG/0.5ML 5 PA; QL (1 single-dose vial

(ustekinumab-auub) every 3 months.)

WEZLANA SUBCUTANEOUS SOLUTION PREFILLED 5 PA; QL (1 syringe per 3

SYRINGE 45 MG/0.5ML, 90 MG/ML (ustekinumab-auub) months.)

YESINTEK SUBCUTANEOUS SOLUTION 45 MG/0.5ML 5 PA; QL (1 single-dose vial

(ustekinumab-kfce) every 3 months.)

YESINTEK SUBCUTANEOUS SOLUTION PREFILLED 5 PA; QL (1 syringe every 3

SYRINGE 45 MG/0.5ML, 90 MG/ML (ustekinumab-kfce) months.)

JANUS KINASE INHIBITORS, MISCELLANEOUS

CIBINQO ORAL TABLET 100 MG, 200 MG, 50 MG 5 PA; QL (1 tablet per day.);

(abrocitinib) CM

OLUMIANT ORAL TABLET 1 MG, 2 MG, 4 MG (baricitinib) 3 PA; QL (1 tablet per day.)

RINVOQ LQ ORAL SOLUTION 1 MG/ML (upadacitinib) 2 PA; QL (360 mL (2 bottles)
per month.)

RINVOQ ORAL TABLET EXTENDED RELEASE 24 HOUR 15 ,

MG, 30 MG (upadacitinib) 2 PA; QL (1 tablet per day.)

RINVOQ ORAL TABLET EXTENDED RELEASE 24 HOUR 45 5 PA; QL (84 tablets per 365

MG (upadacitinib) days.)

XELJANZ ORAL SOLUTION 1 MG/ML (tofacitinib citrate) 2 PA; QL (8 mL per day.)

XELJANZ ORAL TABLET 10 MG (tofacitinib citrate) 2 PA; QL (2 tablets per day)

XELJANZ ORAL TABLET 5 MG (tofacitinib citrate) PA; QL (2 tablets per day.)

XELJANZ XR ORAL TABLET EXTENDED RELEASE 24 HOUR ,

11 MG, 22 MG (tofacitinib citrate) 2 PA; QL (1 tablet per day.)

MONOCARBOXYLIC ACID AMIDE AGENTS

leflunomide oral tablet 10 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 to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

MONOCLONAL ANTIBODIES (90:04)

KESIMPTA SUBCUTANEOUS SOLUTION AUTO-INJECTOR

20 MG/0.4ML (ofatumumab) 2 PA; QL (0.02 mi per day.)
MONOCLONAL ANTIBODIES (90:10)
LEQEMBI IQLIK SUBCUTANEOUS SOLUTION AUTO- 3/4 PA; QL (7.2mL (4

INJECTOR 360 MG/1.8ML (lecanemab-irmb) autoinjectors) per month.)

MONOCLONAL ANTIBODIES (90:12)

ENSPRYNG SUBCUTANEOUS SOLUTION PREFILLED PA; QL (0.04 ml per day.);

SYRINGE 120 MG/ML (satralizumab-mwge) 3/4 SP; SMCS

MTOR INHIBITORS, MISCELLANEOUS

HYFTOR EXTERNAL GEL 0.2 % (sirolimus) 3/4 PA; QL (10 g per 23 days.)
sirolimus oral solution 1 mg/ml 1

sirolimus oral tablet 0.5 mg, 1 mg, 2 mg 1

NEONATAL FC RECEPTOR BLOCKERS

VYVGART HYTRULO SUBCUTANEOUS SOLUTION
PREFILLED SYRINGE 1000-10000 MG-UNT/5ML 3/4
(efgartigimod alfa-hyalur-qvfc)

PA; QL (4 syringes every 50
days.)

PHOSPHODIESTERASE-4 INHIBITORS, MISC

PA; QL (60 tablets per

OTEZLA ORAL TABLET 20 MG (apremilast) 2

month.)
OTEZLA ORAL TABLET 30 MG (apremilast) 2 PA; QL (2 tablets per day.)
OTEZLA ORAL TABLET THERAPY PACK 10 & 20 & 30 MG 5 PA; QL (55 tablets (one
(apremilast) starter pack) per year.)
OTEZLA ORAL TABLET THERAPY PACK 4 X 10 & 51 X20 MG 5 PA; QL (1 starter pack per
(apremilast) year.)
OTEZLA XR ORAL TABLET EXTENDED RELEASE 24 HOUR 5 PA; QL (30 tablets per
75 MG (apremilast) month.)
OTEZLA/OTEZLA XR INITIATION PK ORAL TABLET 5 PA; QL (1 starter pack (41
THERAPY PACK 10&20&30&(ER)75 MG (apremilast) tablets) per 365 days.)
SPHINGOSINE 1-PHOSPHATE (S1P) AGENTS
fingolimod hcl oral capsule 0.5 mg 1 PA; QL (1 capsule per day.)
GILENYA ORAL CAPSULE 0.25 MG (fingolimod hcl) 3/4 PA; QL (1 capsule per day.)
MAYZENT ORAL TABLET 0.25 MG (siponimod fumarate) 3 PA; QL (4 tablets per day.)
MAYZENT ORAL TABLET 1 MG (siponimod fumarate) 3 PA; QL (1 tablet per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

limits

(etanercept)

MAYZENT ORAL TABLET 2 MG (siponimod fumarate) 3 PA; QL (1 tablet per day.)
MAYZENT STARTER PACK ORAL TABLET THERAPY PACK 3 PA; QL (12 tablets per 365
12 X 0.25 MG (siponimod fumarate) days.)
MAYZENT STARTER PACK ORAL TABLET THERAPY PACK 3 PA; QL (7 tablets per 365
7 X 0.25 MG (siponimod fumarate) days.)
T-CELL BLOCKERS (90:24)

. PA; QL (6 capsules per
LUPKYNIS ORAL CAPSULE 7.9 MG (voclosporin) 3/4 day.): SP: SMCS
TUMOR NECROSIS FACTOR INHIBITORS, MISC
ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION AUTO- ,
INJECTOR 40 MG/0.4ML 2 PA; QL (0.03 ml per day)
ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION AUTO- 5 PA; QL (1.6 mL (2 auto-
INJECTOR 80 MG/0.8ML injectors) per month.)
ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION ,
PREFILLED SYRINGE 10 MG/0.1ML 2 PA; QL (0.01 ml per day)
ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION ,
PREFILLED SYRINGE 20 MG/0.2ML 2 PA; QL (0.02 ml per day)
ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION ,
PREFILLED SYRINGE 40 MG/0.4ML 2 PA; QL (0.03 ml per day)
AMJEVITA SOLUTION AUTO-INJECTOR 40 MG/0.4ML 5 PA; QL (2 auto-injectors (1
SUBCUTANEOUS (adalimumab-atto) carton) per month.)
AMJEVITA SOLUTION AUTO-INJECTOR 80 MG/0.8ML 5 PA; QL (2 auto-injectors (1
SUBCUTANEOUS (adalimumab-atto) carton) per month.)
AMJEVITA SOLUTION PREFILLED SYRINGE 40 MG/0.4ML 5 PA; QL (2 syringes per
SUBCUTANEOUS (adalimumab-atto) month per month.)
AMJEVITA-PED 15KG TO <30KG SUBCUTANEOUS
SOLUTION PREFILLED SYRINGE 20 MG/0.2ML 2 PA
(adalimumab-atto)
CIMZIA (2 SYRINGE) SUBCUTANEOUS PREFILLED 5 PA; QL (2 syringes (1 carton)
SYRINGE KIT 200 MG/ML (certolizumab pegol) per month.)
CIMZIA-STARTER SUBCUTANEOUS PREFILLED SYRINGE 5 PA
KIT 200 MG/ML (certolizumab pegol)
ENBREL MINI SUBCUTANEOUS SOLUTION CARTRIDGE 50 ,
MG/ML (etanercept) 2 PA; QL (0.15 ml per day.)
ENBREL SUBCUTANEOUS SOLUTION 25 MG/0.5ML 5 PA: QL (0.15 ml per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

ENBREL SUBCUTANEOUS SOLUTION PREFILLED
SYRINGE 25 MG/0.5ML, 50 MG/ML (etanercept)

PA; QL (0.15 ml per day.)

ENBREL SURECLICK SUBCUTANEOUS SOLUTION AUTO-
INJECTOR 50 MG/ML (etanercept)

PA; QL (0.15 ml per day.)

SIMPONI SUBCUTANEOUS SOLUTION AUTO-INJECTOR
100 MG/ML (golimumab)

PA; QL (1 syringe per 21
days.)

SIMPONI SUBCUTANEOUS SOLUTION AUTO-INJECTOR 50
MG/0.5ML (golimumab)

PA; QL (1 auto-injector per
month.)

SIMPONI SUBCUTANEOUS SOLUTION PREFILLED
SYRINGE 100 MG/ML (golimumab)

PA; QL (1 syringe per 21
days.)

SIMPONI SUBCUTANEOUS SOLUTION PREFILLED
SYRINGE 50 MG/0.5ML (golimumab)

PA; QL (1 syringe per
month.)

LOCAL ANESTHETICS - Drugs for Numbing

LOCAL ANESTHETICS - Drugs for Numbing

ALTACAINE OPHTHALMIC SOLUTION 0.5 % (tetracaine hcl)

tetracaine hcl ophthalmic solution 0.5 %

ZTLIDO EXTERNAL PATCH 1.8 % (lidocaine)

PA; QL (3 patches per day.)

MISCELLANEOUS THERAPEUTIC AGENTS

5-ALPHA-REDUCTASE INHIBITORS

dutasteride oral capsule 0.5 mg

dutasteride-tamsulosin hcl oral capsule 0.5-0.4 mg

ENTADFI ORAL CAPSULE 5-5 MG (finasteride-tadalafil)

3/4

finasteride oral tablet 5 mg

5-ALPHA-REDUCTASE INHIBITORS (92:04) - Drugs for
Alcohol Dependence

disulfiram oral tablet 250 mg, 500 mg

dutasteride oral capsule 0.5 mg

dutasteride-tamsulosin hcl oral capsule 0.5-0.4 mg

ENTADFI ORAL CAPSULE 5-5 MG (finasteride-tadalafil)

3/4

finasteride oral tablet 5 mg

naltrexone hcl oral tablet 50 mg

ANTIDOTES (92:12) - Drugs for Overdose or Poisoning

acetylcysteine inhalation solution 10 %, 20 %

1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
BAQSIMI ONE PACK NASAL POWDER 3 MG/DOSE 5
(glucagon)
BAQSIMI TWO PACK NASAL POWDER 3 MG/DOSE 5
(glucagon)
CHEMET ORAL CAPSULE 100 MG (succimer) 2
FOSRENOL ORAL PACKET 1000 MG, 750 MG (lanthanum 3
carbonate)
glucagon emergency kit injection solution reconstituted 1 1
mg
GLUCAGON EMERGENCY KIT INJECTION SOLUTION 5
RECONSTITUTED 1 MG/ML
GVOKE HYPOPEN 1-PACK SUBCUTANEOUS SOLUTION 5
AUTO-INJECTOR 0.5 MG/0.1ML, 1 MG/0.2ML (glucagon)
GVOKE HYPOPEN 2-PACK SUBCUTANEOUS SOLUTION 5
AUTO-INJECTOR 0.5 MG/0.1ML, 1 MG/0.2ML (glucagon)
GVOKE KIT SUBCUTANEOUS SOLUTION 1 MG/0.2ML 5
(glucagon)
GVOKE PFS SUBCUTANEOUS SOLUTION PREFILLED 5
SYRINGE 1 MG/0.2ML (glucagon)
lanthanum carbonate oral tablet chewable 1000 mg, 500 1
mg, 750 mg
lederle leucovorin oral tablet 5 mg 1
leucovorin calcium oral tablet 10 mg, 15 mg, 25 mg, 5 mg 1
naloxone hcl injection solution 0.4 mg/ml, 4 mg/10ml 1 SM
naloxone hcl injection solution cartridge 0.4 mg/ml 1 SM
naloxone hcl injection solution prefilled syringe 0.4 mg/ml,

1 SM
2 mg/2ml
naltrexone hcl oral tablet 50 mg
phytonadione oral tablet 5 mg
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

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
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)

VISTOGARD ORAL PACKET 10 GM (uridine triacetate) 2 PA

ANTIGOUT AGENTS - Drugs for Gout

allopurinol oral tablet 100 mg, 200 mg, 300 mg

colchicine oral capsule 0.6 mg

colchicine oral tablet 0.6 mg

colchicine-probenecid oral tablet 0.5-500 mg

I e

febuxostat oral tablet 40 mg, 80 mg

GLOPERBA ORAL SOLUTION 0.6 MG/5ML (colchicine) 3/4

indomethacin er oral capsule extended release 75 mg

indomethacin oral capsule 25 mg, 50 mg

indomethacin oral suspension 25 mg/5ml PA

indomethacin rectal suppository 50 mg PA

MITIGARE ORAL CAPSULE 0.6 MG (colchicine)

naproxen dr oral tablet delayed release 500 mg

naproxen oral tablet 250 mg, 375 mg, 500 mg

RPlR[ RN R R RP| P

naproxen oral tablet delayed release 375 mg, 500 mg

naproxen sodium er oral tablet extended release 24 hour 1
375 mg, 500 mg, 750 mg

naproxen sodium oral tablet 275 mg, 550 mg 1

ORLYNVAH ORAL TABLET 500-500 MG (sulopenem

etzadrox-probenecid) 3/4

probenecid oral tablet 500 mg 1

ANTISENSE OLIGONUCLEOTIDES

LUMRYZ ORAL PACKET 4.5 GM, 6 GM, 7.5 GM, 9 GM

(sodium oxybate) 3/4 PA; QL (1 packet per day.)

LUMRYZ STARTER PACK ORAL THERAPY PACK 4.5 &6 & PA; QL (1 box (28 packets)

3/4

7.5 GM (sodium oxybate) per year.)
sodium oxybate oral solution 500 mg/ml 3/4 gﬁ\/l;CQSL (18 ml per day.); SP;

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

TRYNGOLZA SUBCUTANEOUS SOLUTION AUTO-

limits
PA; QL (1 Auto-injector (0.8

0.75 mg/0.75gm, 1 mg/gm, 1.25 mg/1.25gm

INJECTOR 80 MG/0.8ML (olezarsen sodium) 3/4 mL) per month.); SP; SMCS
WAINUA SUBCUTANEOUS SOLUTION AUTO-INJECTOR 45 ,
MG/0.8ML (eplontersen sodium) 2 PA; QL (0.029 mi per day.)
BONE ANABOLIC AGENTS
BONSITY SUBCUTANEOUS SOLUTION PEN-INJECTOR 560 3 PA
MCG/2.24ML (teriparatide)
TERIPARATIDE SUBCUTANEOUS SOLUTION PEN- 3 PA
INJECTOR 560 MCG/2.24ML
TYMLOS SUBCUTANEOUS SOLUTION PEN-INJECTOR 3120 3 PA
MCG/1.56ML (abaloparatide)
BONE RESORPTION INHIBITORS - Drugs for Bone Loss
alendronate sodium oral solution 70 mg/75ml
alendronate sodium oral tablet 10 mg, 35 mg, 70 mg
ALORA TRANSDERMAL PATCH TWICE WEEKLY 0.025 3 QL (8 patches (1 box) per 28
MG/24HR, 0.075 MG/24HR, 0.1 MG/24HR (estradiol) days.); SM
BINOSTO ORAL TABLET EFFERVESCENT 70 MG 3/4
(alendronate sodium)
calcitonin (salmon) injection solution 200 unit/ml
calcitonin (salmon) nasal solution 200 unit/act
DELESTROGEN INTRAMUSCULAR OIL 10 MG/ML, 20 3/4 SM
MG/ML (estradiol valerate)
DEPO-ESTRADIOL INTRAMUSCULAR OIL 5 MG/ML
: . 3 SM
(estradiol cypionate)
DIVIGEL TRANSDERMAL GEL 0.25 MG/0.25GM, 0.5
MG/0.5GM, 0.75 MG/0.75GM, 1 MG/GM, 1.25 MG/1.25GM 3 SM
(estradiol)
dotti transdermal patch twice weekly 0.025 mg/24hr, 0.0375 1 QL (8 patches (1 box) per 28
mg/24hr, 0.05 mg/24hr, 0.075 mg/24hr, 0.1 mg/24hr days.); SM
ELESTRIN TRANSDERMAL GEL 0.52 MG/0.87 GM (0.06%) 3 SM
(estradiol)
estradiol oral tablet 0.5 mg, 1 mg, 2 mg 1 SM
estradiol transdermal gel 0.25 mg/0.25gm, 0.5 mg/0.5gm, 1 SM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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.
275




Prescription drug name

Drug tier

Coverage requirements &

limits
QL (37.5 grams (1 box) per

conjugated)

i 0,
estradiol transdermal gel 0.75 mg/1.25 gm (0.06%) 1 month.): SM
estradiol transdermal patch twice weekly 0.025 mg/24hr, 1 QL (8 patches (1 box) per 28
0.0375 mg/24hr, 0.05 mg/24hr, 0.075 mg/24hr, 0.1 mg/24hr days.); SM
estradiol transdermal patch weekly 0.025 mg/24hr, 0.0375
mg/24hr, 0.05 mg/24hr, 0.06 mg/24hr, 0.075 mg/24hr, 0.1 1 QL (4 pat.ches (1 carton) per
28 days.); SM
mg/24hr
estradiol vaginal cream 0.01 %
estradiol vaginal tablet 10 mcg
estradiol valerate intramuscular oil 10 mg/ml, 20 mg/ml, 40 1 SM
mg/ml
ESTRING VAGINAL RING 7.5 MCG/24HR (estradiol) 2 QL (1 ring per 90 days.)
estrogens conjugated oral tablet 0.3 mg, 0.45 mg, 0.625 mg,
1
0.9mg, 1.25 mg
EVAMIST TRANSDERMAL SOLUTION 1.53 MG/SPRAY
: 2 SM
(estradiol)
FEMRING VAGINAL RING 0.05 MG/24HR, 0.1 MG/24HR .
(estradiol acetate) 3 QL (L ring per 3 months.)
FOSAMAX ORAL TABLET 70 MG (alendronate sodium) 3/4
FOSAMAX PLUS D ORAL TABLET 70-2800 MG-UNIT, 70- 3
5600 MG-UNIT (alendronate-cholecalciferol)
ibandronate sodium oral tablet 150 mg 1
lyllana transdermal patch twice weekly 0.025 mg/24hr, 1 QL (8 patches (1 box) per 28
0.0375 mg/24hr, 0.05 mg/24hr, 0.075 mg/24hr, 0.1 mg/24hr days.); SM
MENOSTAR TRANSDERMAL PATCH WEEKLY 14 3 QL (4 patches (1 carton) per
MCG/24HR (estradiol) 28 days.); SM
MIACALCIN INJECTION SOLUTION 200 UNIT/ML (calcitonin 3
(salmon))
PREMARIN ORAL TABLET 0.3 MG, 0.45 MG, 0.625 MG, 0.9 3
MG, 1.25 MG (estrogens conjugated)
PREMARIN VAGINAL CREAM 0.625 MG/GM (estrogens, 3

raloxifene hcl oral tablet 60 mg

H-N

risedronate sodium oral tablet 150 mg, 30 mg, 35 mg, 5 mg

risedronate sodium oral tablet delayed release 35 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
yuvafem vaginal tablet 10 mcg 1
BRADYKININ RECEPTOR ANTAGONISTS
icatibant acetate subcutaneous solution prefilled syringe 1 PA; QL (0.6 ml per day.);
30 mg/3ml SMCS
CARBONIC ANHYDRASE INHIBITORS (92:26)
dichlorphenamide oral tablet 50 mg 1 PA; QL (4 tablets per day.)
CARIOSTATIC AGENTS - Vitamins and Fluoride
CLINPRO 5000 DENTAL PASTE 1.1 % (sodium fluoride) 3
DAVIMET-FLUORIDE ORAL TABLET CHEWABLE 0.75 MG 3/4
(pediatric multivitamins-fl)
DENTA 5000 PLUS DENTAL CREAM 1.1 % (sodium fluoride) 3/4
DENTA 5000 PLUS SENSITIVE DENTAL GEL 1.1-5% 3
DENTAGEL DENTAL GEL 1.1 % 3/4
EASYGEL DENTAL GEL 0.4 % (stannous fluoride) 3
FLORIVA ORAL LIQUID 0.25-400 MG-UNIT/ML (sodium 3
fluoride-vitamin d)
FLORIVA PLUS ORAL SUSPENSION 0.25 MG/ML (pediatric 3/4
multivitamins-fl)
FLOTREX ORAL TABLET CHEWABLE 0.25 MG, 0.5 MG

L L ) 3/4
(pediatric multivitamins-fl)
FLOTREX ORAL TABLET CHEWABLE 1 MG (pediatric 3
multivitamins-fl)
FLUORIDEX DAILY RENEWAL MOUTH/THROAT 3
CONCENTRATE 0.63 % (stannous fluoride)
FLUORIDEX DENTAL PASTE 1.1 % (sodium fluoride) 3
FLUORIDEX ENHANCED WHITENING DENTAL PASTE 1.1 % 3
(sodium fluoride)
FLUORIMAX 5000 DENTAL PASTE 1.1 % (sodium fluoride) 3
FLUORIMAX 5000 SENSITIVE DENTAL GEL 1.1-5 % (sod 3
fluoride-potassium nitrate)
JUST RIGHT 5000 DENTAL PASTE 1.1 % (sodium fluoride) 3
multivitamin w/fluoride oral tablet chewable 0.25 mg, 0.5 1
mg, 1 mg
multivitamin/fluoride oral suspension 0.25 mg/ml 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
multi-vitamin/fluoride oral suspension 0.25 mg/ml, 0.5 1
mg/ml

multivitamin/fluoride oral tablet chewable 0.25 mg, 0.5 mg, 1
1 mg

multi-vitamin/fluoride/iron oral solution 0.25-10 mg/ml 1
POLY-VI-FLOR ORAL SUSPENSION 0.25 MG/ML (pediatric 3/4
multivitamins-fl)

POLY-VI-FLOR ORAL TABLET CHEWABLE 0.25 MG, 0.5 MG, 3/4
1 MG (pediatric multivitamins-fl)

POLY-VI-FLOR/IRON ORAL SUSPENSION 0.25-7 MG/ML 3
(ped multivitamins-fl-iron)

POLY-VI-FLOR/IRON ORAL TABLET CHEWABLE 0.5-10 MG 3
(ped multivitamins-fl-iron)

PREVIDENT 5000 BOOSTER PLUS DENTAL PASTE 1.1 % 3
(sodium fluoride)

PREVIDENT 5000 DRY MOUTH DENTAL GEL 1.1 % (sodium 3/4
fluoride)

PREVIDENT 5000 ENAMEL PROTECT DENTAL GEL 1.1-5 % 3
(sod fluoride-potassium nitrate)

PREVIDENT 5000 KIDS DENTAL PASTE 1.1 % (sodium 3
fluoride)

PREVIDENT 5000 ORTHO DEFENSE DENTAL PASTE 1.1 % 3
(sodium fluoride)

PREVIDENT 5000 PLUS DENTAL CREAM 1.1 % (sodium 3/4
fluoride)

PREVIDENT 5000 SENSITIVE DENTAL GEL 1.1-5 % (sod 3
fluoride-potassium nitrate)

PREVIDENT DENTAL GEL 1.1 % (sodium fluoride) 3/4
PREVIDENT MOUTH/THROAT SOLUTION 0.2 % (sodium 3
fluoride)

sf 5000 plus dental cream 1.1 % 1
sf dental gel 1.1 % 1
sod fluoride-potassium nitrate dental gel 1.1-5 % 1
sodium fluoride 5000 enamel dental gel 1.1-5 % 1
sodium fluoride 5000 plus dental cream 1.1 % 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
sodium fluoride 5000 ppm dental gel 1.1 % 1
sodium fluoride 5000 ppm dental paste 1.1 % 1
sodium fluoride 5000 sensitive dental gel 1.1-5 % 1
sodium fluoride dental cream 1.1 % 1
sodium fluoride dental gel 1.1 % 1
sodium fluoride mouth/throat solution 0.2 % 1
sodium fluoride oral solution 1.1 (0.5 f) mg/ml 1 H
sodium fluoride oral tablet 1.1 (0.5 f) mg, 2.2 (1 f) mg 1 H
sodium fluoride oral tablet chewable 0.55 (0.25f) mg, 1.1 1 H
(0.5f)mg, 2.2 (1 f) mg
TRI-VI-FLOR ORAL SUSPENSION 0.25 MG/ML (pediatric 3
multivitamins-fl)
TRI-VI-FLORO ORAL SUSPENSION 0.25 MG/ML, 0.5 MG/ML 3
TRI-VITAMIN WITH FLUORIDE ORAL SUSPENSION 0.25
MG/ML 34
tri-vite/fluoride oral solution 0.25 mg/ml, 0.5 mg/ml 1
COMPLEMENT INHIBITORS
_BERII_\IERT INTRAVENOUS KIT 500 UNIT (c1 esterase 3/4 PA; QL (0.4 boxes per day.);
inhibitor (human)) SP; SMCS
PA; QL (5.8 ml per day.
(Epl\ggP?gglc_(I) sllilr_?:)CUTANEOUS SOLUTION 1080 MG/20ML ) 2100 mﬁ o 360 dayg); Sp-
SMCS
FABHALTA ORAL CAPSULE 200 MG (iptacopan hcl) 2 PA; QL (2 capsules per day.)
HAEGARDA SUBCUTAI\!EO_U_S SOLUTION RECONSTITUTED > PA; QL (24 vials per month.);
2000 UNIT (c1 esterase inhibitor (human)) SP; SMCS
[ECHoA SUBCUTANEQUS SOLUTIONRECONSTITUTED ;o s swcs
SCONCST ATEATENOUS SOLLTIONECONSTIUTED | 0o (027 vl por )
TAVNEOS ORAL CAPSULE 10 MG (avacopan) 3/4 gﬁy)Q Iél(f; gi‘\fl’ég'es per
VOYDEYA ORAL TABLET 100 MG (danicopan) 2 PA; QL (6 tablets per day.)
VOYDEYA ORAL TABLET THERAPY PACK 50 & 100 MG > PA; QL (180 tablets per

(danicopan)

month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

ZILBRYSQ SUBCUTANEOUS SOLUTION PREFILLED

limits
PA; QL (0.416 ml per day.);

PREFILLED SYRINGE 20 MG/0.2ML

SYRINGE 16.6 MG/0.416ML (zilucoplan sodium) 34 |sp: smcs
ZILBRYSQ SUBCUTANEOUS SOLUTION PREFILLED 3/4 PA; QL (0.574 ml per day.);
SYRINGE 23 MG/0.574ML (zilucoplan sodium) SP; SMCS
ZILBRYSQ SUBCUTANEOUS SOLUTION PREFILLED 3/4 PA; QL (0.81 ml per day.);
SYRINGE 32.4 MG/0.81ML (zilucoplan sodium) SP; SMCS
COMPLEMENT INHIBITORS (92:32)
BERINERT INTRAVENOUS KIT 500 UNIT (c1 esterase 3/4 PA; QL (0.4 boxes per day.);
inhibitor (human)) SP; SMCS
PA; QL (5.8 ml per day.
(EI\QP?;EIC_(I)SILQE)CUTANEOUS SOLUTION 1080 MG/20ML 5 2,100 mi per 360 days.): SP:
peg p SMCS
HAEGARDA SUBCUTANEOUS SOLUTION RECONSTITUTED 5 PA; QL (24 vials per month.);
2000 UNIT (c1 esterase inhibitor (human)) SP; SMCS
HAEGARDA SUBCUTANEOUS SOLUTION RECONSTITUTED e,
3000 UNIT (c1 esterase inhibitor (human)) 2 PA; SP; SMCS
icatibant acetate subcutaneous solution prefilled syringe 1 PA; QL (0.6 ml per day.);
30 mg/3ml SMCS
RUCONEST INTRAVENOUS SOLUTION RECONSTITUTED . :
2100 UNIT (c1 esterase inhibitor (recomb)) 3/4 PA; QL (0.27 vials per day.)
PA; QL (6 capsules per
TAVNEOS ORAL CAPSULE 10 MG (avacopan) 3/4 day.): SP: SMCS
DISEASE-MODIFYING ANTIRHEUMATIC AGENTS - Drugs
for Arthritis
ACTEMRA ACTPEN SUBCUTANEOUS SOLUTION AUTO- 3 PA; QL (4 auto injector per
INJECTOR 162 MG/0.9ML (tocilizumab) month.)
ACTEMRA SUBCUTANEOUS SOLUTION PREFILLED 3 PA; QL (4 prefilled syringes
SYRINGE 162 MG/0.9ML (tocilizumab) per month.)
ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION AUTO- ,
INJECTOR 40 MG/0.4ML 2 PA; QL (0.03 mi per day.)
ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION AUTO- 5 PA; QL (1.6 mL (2 auto-
INJECTOR 80 MG/0.8ML injectors) per month.)
ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION ,
PREFILLED SYRINGE 10 MG/0.1ML 2 PA; QL (0.01 ml per day)
ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION 5 PA: QL (0.02 mi per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION

AUTO-INJECTOR 300 MG/2ML (secukinumab)

PREFILLED SYRINGE 40 MG/0.4ML 2 PA; QL (0.03 ml per day)
AMJEVITA SOLUTION AUTO-INJECTOR 40 MG/0.4ML > PA; QL (2 auto-injectors (1
SUBCUTANEOUS (adalimumab-atto) carton) per month.)
AMJEVITA SOLUTION AUTO-INJECTOR 80 MG/0.8ML > PA; QL (2 auto-injectors (1
SUBCUTANEOUS (adalimumab-atto) carton) per month.)
AMJEVITA SOLUTION PREFILLED SYRINGE 40 MG/0.4ML > PA; QL (2 syringes per
SUBCUTANEOUS (adalimumab-atto) month per month.)
AMJEVITA-PED 15KG TO <30KG SUBCUTANEOUS

SOLUTION PREFILLED SYRINGE 20 MG/0.2ML 2 PA

(adalimumab-atto)

AURANOFIN ORAL CAPSULE 3 MG 3

AZASAN ORAL TABLET 100 MG, 75 MG (azathioprine) 3/4

azathioprine oral tablet 100 mg, 50 mg, 75 mg 1

AZULFIDINE EN-TABS ORAL TABLET DELAYED RELEASE 3/4

500 MG (sulfasalazine)

AZULFIDINE ORAL TABLET 500 MG (sulfasalazine) 3/4

CIBINQO ORAL TABLET 100 MG, 200 MG, 50 MG 5 PA; QL (1 tablet per day.);
(abrocitinib) CM

CIMZIA (2 SYRINGE) SUBCUTANEOUS PREFILLED 5 PA; QL (2 syringes (1 carton)
SYRINGE KIT 200 MG/ML (certolizumab pegol) per month.)
CIMZIA-STARTER SUBCUTANEOUS PREFILLED SYRINGE 5 A

KIT 200 MG/ML (certolizumab pegol)

COSENTYX (300 MG DOSE) SUBCUTANEOUS SOLUTION .

PREFILLED SYRINGE 150 MG/ML (secukinumab) 2 PA; QL (0.072 mi per day.)
COSENTYX 150 MG/ML SUBCUTANEOUS SOLUTION ]

PREFILLED SYRINGE 150 MG/ML (secukinumab) 2 PA; QL (0.036 mi per day.)
COSENTYX 150 MG/ML SUBCUTANEOUS SOLUTION )

PREFILLED SYRINGE 75 MG/0.5ML (secukinumab) 2 PA; QL (0.018 mi per day.)
COSENTYX SENSOREADY (300 MG) SUBCUTANEOUS ,

SOLUTION AUTO-INJECTOR 150 MG/ML (secukinumab) 2 PA; QL (0.072 mi per day.)
COSENTYX SENSOREADY PEN SUBCUTANEOUS )

SOLUTION AUTO-INJECTOR 150 MG/ML (secukinumab) 2 PA; QL (0.036 mi per day.)
COSENTYX UNOREADY SUBCUTANEOUS SOLUTION > PA: QL (0.072 ml per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

cyclosporine modified oral capsule 100 mg, 25 mg, 50 mg 1

cyclosporine modified oral solution 100 mg/ml 1

cyclosporine oral capsule 100 mg, 25 mg 1

DEPEN TITRATABS ORAL TABLET 250 MG (penicillamine) 2

ENBREL MINI SUBCUTANEOUS SOLUTION CARTRIDGE 50 _

MG/ML (etanercept) 2 PA; QL (0.15 ml per day.)
ENBREL SUBCUTANEOUS SOLUTION 25 MG/0.5ML 5 PA: QL (0.15 ml per day.)
(etanercept)

ENBREL SUBCUTANEOUS SOLUTION PREFILLED _

SYRINGE 25 MG/0.5ML, 50 MG/ML (etanercept) 2 PA; QL (0.15 mi per day.)
ENBREL SURECLICK SUBCUTANEOUS SOLUTION AUTO- ,

INJECTOR 50 MG/ML (etanercept) 2 PA; QL (0.15 mi per day.)
gengraf oral capsule 100 mg, 25 mg 1

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

mg, 400 mg

JYLAMVO ORAL SOLUTION 2 MG/ML (methotrexate) 3/4 PA; CM

KEVZARA SUBCUTANEOUS SOLUTION AUTO-INJECTOR

150 MG/1.14ML, 200 MG/1.14ML (sarilumab) 34 |PA; QL (2.28 mi per month.)

KEVZARA SUBCUTANEOUS SOLUTION PREFILLED

SYRINGE 200 MG/1.14ML (sarilumab) 34 |PA;QL (228 mL per month)

KINERET SUBCUTANEOUS SOLUTION PREFILLED PA; QL (0.67 ml (1 syringe)

SYRINGE 100 MG/0.67ML (anakinra) per day.); SP; SMCS
leflunomide oral tablet 10 mg, 20 mg 1

methotrexate sodium (pf) injection solution 1 gm/40ml, 1

1000 mg/40ml, 250 mg/10ml, 50 mg/2ml

methotrexate sodium injection solution 250 mg/10ml, 50 1

mg/2ml

methotrexate sodium injection solution reconstituted 1 gm

methotrexate sodium oral tablet 2.5 mg 1 CM

OLUMIANT ORAL TABLET 1 MG, 2 MG, 4 MG (baricitinib) 3 PA; QL (1 tablet per day.)
ORENCIA CLICKJECT SUBCUTANEOUS SOLUTION AUTO- 3 PA; QL (4 autoinjectors per
INJECTOR 125 MG/ML (abatacept) month.)

ORENCIA SUBCUTANEOUS SOLUTION PREFILLED 3 PA; QL (4 syringes per
SYRINGE 125 MG/ML (abatacept) month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

ORENCIA SUBCUTANEOUS SOLUTION PREFILLED

limits

MG/0.5ML (golimumab)

SYRINGE 50 MG/0.4ML (abatacept) 3 PA; QL (0.06 mi per day.)
ORENCIA SUBCUTANEOUS SOLUTION PREFILLED ,

SYRINGE 87.5 MG/0.7ML (abatacept) 3 PA; QL (0.1 mli per day.)
OTEZLA ORAL TABLET 30 MG (apremilast) 2 PA; QL (2 tablets per day.)
OTEZLA ORAL TABLET THERAPY PACK 10 & 20 & 30 MG 5 PA; QL (55 tablets (one
(apremilast) starter pack) per year.)
penicillamine oral tablet 250 mg 1

RASUVO SUBCUTANEOUS SOLUTION AUTO-INJECTOR 10 5 QL (0.8 ml (4 auto-injectors)
MG/0.2ML (methotrexate (anti-rheumatic)) per month.)

RASUVO SUBCUTANEOUS SOLUTION AUTO-INJECTOR 5 QL (1 ml (4 auto-injectors)
12.5 MG/0.25ML (methotrexate (anti-rheumatic)) per month.)

RASUVO SUBCUTANEOUS SOLUTION AUTO-INJECTOR 15 5 QL (1.2 ml (4 auto-injectors)
MG/0.3ML (methotrexate (anti-rheumatic)) per month.)

RASUVO SUBCUTANEOUS SOLUTION AUTO-INJECTOR 5 QL (1.4 ml (4 auto-injectors)
17.5 MG/0.35ML (methotrexate (anti-rheumatic)) per month.)

RASUVO SUBCUTANEOUS SOLUTION AUTO-INJECTOR 20 5 QL (1.6 ml (4 auto-injectors)
MG/0.4ML (methotrexate (anti-rheumatic)) per month.)

RASUVO SUBCUTANEOUS SOLUTION AUTO-INJECTOR 5 QL (1.8 ml (4 auto-injectors)
22.5 MG/0.45ML (methotrexate (anti-rheumatic)) per month.)

RASUVO SUBCUTANEOUS SOLUTION AUTO-INJECTOR 25 5 QL (2 ml (4 auto-injectors)
MG/0.5ML (methotrexate (anti-rheumatic)) per month.)

RASUVO SUBCUTANEOUS SOLUTION AUTO-INJECTOR 30 5 QL (2.4 ml (4 auto-injectors)
MG/0.6ML (methotrexate (anti-rheumatic)) per month.)

RASUVO SUBCUTANEOUS SOLUTION AUTO-INJECTOR 7.5 5 QL (0.6 ml (4 auto-injectors)
MG/0.15ML (methotrexate (anti-rheumatic)) per month.)

RIDAURA ORAL CAPSULE 3 MG (auranofin) 3

RINVOQ ORAL TABLET EXTENDED RELEASE 24 HOUR 15 .

MG, 30 MG (upadacitinib) 2 PA; QL (1 tablet per day.)
RINVOQ ORAL TABLET EXTENDED RELEASE 24 HOUR 45 5 PA; QL (84 tablets per 365
MG (upadacitinib) days.)

SIMPONI SUBCUTANEOUS SOLUTION AUTO-INJECTOR 5 PA; QL (1 syringe per 21
100 MG/ML (golimumab) days.)

SIMPONI SUBCUTANEOUS SOLUTION AUTO-INJECTOR 50 5 PA; QL (1 auto-injector per

month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

SIMPONI SUBCUTANEOUS SOLUTION PREFILLED

limits
PA; QL (1 syringe per 21

PREFILLED SYRINGE 20 MG/0.2ML

SYRINGE 100 MG/ML (golimumab) 2 days.)
SIMPONI SUBCUTANEOUS SOLUTION PREFILLED 5 PA; QL (1 syringe per
SYRINGE 50 MG/0.5ML (golimumab) month.)
sulfasalazine oral tablet 500 mg
sulfasalazine oral tablet delayed release 500 mg
TREXALL ORAL TABLET 10 MG, 15 MG, 5 MG, 7.5 MG

. 2 CM
(methotrexate sodium)
XATMEP ORAL SOLUTION 2.5 MG/ML (methotrexate) 3/4 PA; CM
XELJANZ ORAL SOLUTION 1 MG/ML (tofacitinib citrate) 2 PA; QL (8 mL per day.)
XELJANZ ORAL TABLET 10 MG (tofacitinib citrate) 2 PA; QL (2 tablets per day)
XELJANZ ORAL TABLET 5 MG (tofacitinib citrate) 2 PA; QL (2 tablets per day.)
XELJANZ XR ORAL TABLET EXTENDED RELEASE 24 HOUR ,
11 MG, 22 MG (tofacitinib citrate) 2 PA; QL (1 tablet per day.)
ENDOTHELIN RECEPTOR ANTAGONISTS (92:48)
FILSPARI ORAL TABLET 200 MG, 400 MG (sparsentan) 3/4 PA; QL (1 tablet per day.)
VANRAFIA ORAL TABLET 0.75 MG (atrasentan hcl) 3/4 m;n%") (30 tablets per
IMMUNOMODULATORY AGENTS - DRUGS FOR THE
IMMUNE SYSTEM
ACTEMRA ACTPEN SUBCUTANEOUS SOLUTION AUTO- 3 PA; QL (4 auto injector per
INJECTOR 162 MG/0.9ML (tocilizumab) month.)
ACTEMRA SUBCUTANEOUS SOLUTION PREFILLED 3 PA; QL (4 prefilled syringes
SYRINGE 162 MG/0.9ML (tocilizumab) per month.)
ACTIMMUNE SUBCUTANEOUS SOLUTION 100 MCG/0.5ML 5 PA; QL (8.5 mis per month.);
(interferon gamma-1b) SP; SMCS
ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION AUTO- ,
INJECTOR 40 MG/0.4ML 2 PA; QL (0.03 mi per day.)
ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION AUTO- 5 PA; QL (1.6 mL (2 auto-
INJECTOR 80 MG/0.8ML injectors) per month.)
ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION ,
PREFILLED SYRINGE 10 MG/0.1ML 2 PA; QL (0.01 ml per day)
ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION 5 PA: QL (0.02 mi per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

ADALIMUMAB-ADAZ SUBCUTANEOUS SOLUTION

limits

PREFILLED SYRINGE 40 MG/0.4ML 2 PA; QL (0.03 ml per day)
AMJEVITA SOLUTION AUTO-INJECTOR 40 MG/0.4ML 5 PA; QL (2 auto-injectors (1
SUBCUTANEOUS (adalimumab-atto) carton) per month.)
AMJEVITA SOLUTION AUTO-INJECTOR 80 MG/0.8ML 5 PA; QL (2 auto-injectors (1
SUBCUTANEOUS (adalimumab-atto) carton) per month.)
AMJEVITA SOLUTION PREFILLED SYRINGE 40 MG/0.4ML 5 PA; QL (2 syringes per
SUBCUTANEOUS (adalimumab-atto) month per month.)
AMJEVITA-PED 15KG TO <30KG SUBCUTANEOUS
SOLUTION PREFILLED SYRINGE 20 MG/0.2ML 2 PA
(adalimumab-atto)
AURANOFIN ORAL CAPSULE 3 MG 3
AVONEX PEN INTRAMUSCULAR AUTO-INJECTOR KIT 30 5 PA; QL (4 pens (1 box) per
MCG/0.5ML (interferon beta-1a) month.)
AVONEX PREFILLED INTRAMUSCULAR PREFILLED 5 PA; QL (4 syringes (1 box)
SYRINGE KIT 30 MCG/0.5ML (interferon beta-1a) per month.)
AZASAN ORAL TABLET 100 MG, 75 MG (azathioprine) 3/4
azathioprine oral tablet 100 mg, 50 mg, 75 mg 1
AZULFIDINE EN-TABS ORAL TABLET DELAYED RELEASE 3/4
500 MG (sulfasalazine)
AZULFIDINE ORAL TABLET 500 MG (sulfasalazine) 3/4
BAFIERTAM ORAL CAPSULE DELAYED RELEASE 95 MG 5 PA: QL (4 capsules per day.)
(monomethyl fumarate)
BESREMI SUBCUTANEOUS SOLUTION PREFILLED 3/4 PA; QL (0.08 ml per day.);
SYRINGE 500 MCG/ML (ropeginterferon alfa-2b-njft) SP; CM; SMCS
iI)E)TASERON SUBCUTANEOQOUS KIT 0.3 MG (interferon beta- 5 PA: QL (14 vials per month.)
CIMZIA (2 SYRINGE) SUBCUTANEOUS PREFILLED 5 PA; QL (2 syringes (1 carton)
SYRINGE KIT 200 MG/ML (certolizumab pegol) per month.)
CIMZIA-STARTER SUBCUTANEOUS PREFILLED SYRINGE 5 PA
KIT 200 MG/ML (certolizumab pegol)

. PA; QL (40 tablets per 720
cladribine (10 tabs) oral tablet therapy pack 10 mg 1 days.): SP; SMCS
cladribine (4 tabs) oral tablet therapy pack 10 mg 1 PA; QL (40 tablets per 720

days.); SP; SMCS

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

limits
PA; QL (40 tablets per 720

20 mg/ml

cladribine (5 tabs) oral tablet therapy pack 10 mg 1 days.): SP: SMCS

. PA; QL (40 tablets per 720
cladribine (6 tabs) oral tablet therapy pack 10 mg 1 days.): SP: SMCS

. PA; QL (40 tablets per 720
cladribine (7 tabs) oral tablet therapy pack 10 mg 1 days.): SP: SMCS

. PA; QL (40 tablets per 720
cladribine (8 tabs) oral tablet therapy pack 10 mg 1 days.): SP: SMCS

. PA; QL (40 tablets per 720
cladribine (9 tabs) oral tablet therapy pack 10 mg 1 days.): SP: SMCS
cyclosporine modified oral capsule 100 mg, 25 mg, 50 mg
cyclosporine modified oral solution 100 mg/ml
cyclosporine oral capsule 100 mg, 25 mg

: PA; QL (56 capsules per
dimethyl fumarate oral capsule delayed release 120 mg 1 year.): SP: SMCS
: PA; QL (2 capsules per
dimethyl fumarate oral capsule delayed release 240 mg 1 day.): SP: SMCS
dimethyl fumarate starter pack oral capsule delayed release PA; QL (60 capsules (1 .
therapy pack 120 & 240 mg 1 starter pack) per 365 days.);
SP; SMCS

ENBREL MINI SUBCUTANEOUS SOLUTION CARTRIDGE 50 .
MG/ML (etanercept) 2 PA; QL (0.15 ml per day.)
ENBREL SUBCUTANEOUS SOLUTION 25 MG/0.5ML > PA; QL (0.15 ml per day.)
(etanercept)
ENBREL SUBCUTANEOUS SOLUTION PREFILLED .
SYRINGE 25 MG/0.5ML, 50 MG/ML (etanercept) 2 PA; QL (0.15 mi per day.)
ENBREL SURECLICK SUBCUTANEOUS SOLUTION AUTO- ]
INJECTOR 50 MG/ML (etanercept) 2 PA; QL (0.15 mi per day.)
ENSPRYNG SUBCUTANEOUS SOLUTION PREFILLED 3/4 PA; QL (0.04 ml per day.);
SYRINGE 120 MG/ML (satralizumab-mwge) SP; SMCS
fingolimod hcl oral capsule 0.5 mg 1 PA; QL (1 capsule per day.)
gengraf oral capsule 100 mg, 25 mg 1
GILENYA ORAL CAPSULE 0.25 MG (fingolimod hcl) 3/4 PA; QL (1 capsule per day.)
glatiramer acetate subcutaneous solution prefilled syringe 1 PA: QL (30 ml per month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

glatiramer acetate subcutaneous solution prefilled syringe

limits

INJECTOR 125 MG/ML (abatacept)

40 mg/ml 1 PA; QL (12 ml per 21 days.)
glatopa subcutaneous solution prefilled syringe 20 mg/ml PA; QL (30 ml per month.)
glatopa subcutaneous solution prefilled syringe 40 mg/ml PA; QL (12 ml per 21 days.)
hydroxychloroquine sulfate oral tablet 100 mg, 200 mg, 300 1

mg, 400 mg

JOENJA ORAL TABLET 70 MG (leniolisib phosphate) 2 PA; QL (2 tablets per day.)
JYLAMVO ORAL SOLUTION 2 MG/ML (methotrexate) 3/4 PA; CM
ggalg/FngMIS_Léngngnﬁlj\lrﬁgss SOLUTION AUTO-INJECTOR 5 PA: QL (0.02 ml per day.)
KINERET SUBCUTANEOUS SOI__UTION PREFILLED 3 PA; QL (0.67 ml (1 syringe)
SYRINGE 100 MG/0.67ML (anakinra) per day.); SP; SMCS
leflunomide oral tablet 10 mg, 20 mg 1

lenalidomide oral capsule 10 mg, 15 mg, 2.5 mg, 5 mg 1 gﬁysQ)LS(?:)S (C::?\;);sgllascger 21
lenalidomide oral capsule 20 mg, 25 mg 1 gﬁysQ)LS(?:)l (C::?\;);sgllascger 21
MAVENCLAD ORAL TABLET THERAPY PACK 10 MG 3 PA; QL (40 tablets per 720
(cladribine) days.); SP; SMCS
MAYZENT ORAL TABLET 0.25 MG (siponimod fumarate) 3 PA; QL (4 tablets per day.)
MAYZENT ORAL TABLET 1 MG (siponimod fumarate) 3 PA; QL (1 tablet per day.)
MAYZENT ORAL TABLET 2 MG (siponimod fumarate) 3 PA; QL (1 tablet per day.)
MAYZENT STARTER PACK ORAL TABLET THERAPY PACK 3 PA; QL (12 tablets per 365
12 X 0.25 MG (siponimod fumarate) days.)

MAYZENT STARTE_R PACK ORAL TABLET THERAPY PACK 3 PA; QL (7 tablets per 365

7 X 0.25 MG (siponimod fumarate) days.)

methotrexate sodium (pf) injection solution 1 gm/40ml, 1

1000 mg/40ml, 250 mg/10ml, 50 mg/2ml

methotrexate sodium injection solution 250 mg/10ml, 50 1

mg/2ml

methotrexate sodium injection solution reconstituted 1 gm

methotrexate sodium oral tablet 2.5 mg CM

ORENCIA CLICKJECT SUBCUTANEOUS SOLUTION AUTO- 3 PA; QL (4 autoinjectors per

month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

ORENCIA SUBCUTANEOUS SOLUTION PREFILLED

limits
PA; QL (4 syringes per

100 MG/ML (golimumab)

SYRINGE 125 MG/ML (abatacept) 3 month.)
ORENCIA SUBCUTANEOUS SOLUTION PREFILLED ,
SYRINGE 50 MG/0.4ML (abatacept) 3 PA; QL (0.06 mi per day.)
ORENCIA SUBCUTANEOUS SOLUTION PREFILLED ,
SYRINGE 87.5 MG/0.7ML (abatacept) 3 PA; QL (0.1 mi per day.)
OTEZLA ORAL TABLET 20 MG (apremilast) 2 PA; QL (60 tablets per
month.)

OTEZLA ORAL TABLET 30 MG (apremilast) 2 PA; QL (2 tablets per day.)
OTEZLA ORAL TABLET THERAPY PACK 10 & 20 & 30 MG 5 PA; QL (55 tablets (one
(apremilast) starter pack) per year.)
OTEZLA ORAL TABLET THERAPY PACK 4 X 10 & 51 X20 MG 5 PA; QL (1 starter pack per
(apremilast) year.)
PEGASYS SUBCUTANEOUS SOLUTION 180 MCG/ML 5
(peginterferon alfa-2a)
PEGASYS SUBCUTANEOUS SOLUTION PREFILLED 5
SYRINGE 180 MCG/0.5ML (peginterferon alfa-2a)
PLEGRIDY INTRAMUSCULAR SOLUTION PREFILLED 3 PA; QL (1 ml per month.);
SYRINGE 125 MCG/0.5ML (peginterferon beta-1a) SP; SMCS
PLEGRIDY STARTER PACK SUBCUTANEOUS SOLUTION PA; QL (2 ml per year
AUTO-INJECTOR 63 & 94 MCG/0.5ML (peginterferon beta- 3 without additional quantity
la) notification.); SP; SMCS
PLEGRIDY STARTER PACK SUBCUTANEOUS SOLUTION PA; QL (2 ml per year
PREFILLED SYRINGE 63 & 94 MCG/0.5ML (peginterferon 3 without additional quantity
beta-1a) notification.); SP; SMCS
PLEGRIDY SUBCUTANEOUS SOLUTION AUTO-INJECTOR 3 PA; QL (1 ml per month.);
125 MCG/0.5ML (peginterferon beta-1a) SP; SMCS
PLEGRIDY SUBCUTANEOUS SOLUTION PREFILLED 3 PA; QL (1 ml per month.);
SYRINGE 125 MCG/0.5ML (peginterferon beta-1a) SP; SMCS

. : PA; QL (21 capsules per 21
pomalidomide oral capsule 1 mg, 2 mg, 3 mg, 4 mg 1 days.): SP: CM: SMCS
RHAPSIDO ORAL TABLET 25 MG (remibrutinib) 2 m;n%") (60 tablets per
RIDAURA ORAL CAPSULE 3 MG (auranofin) 3
SIMPONI SUBCUTANEOUS SOLUTION AUTO-INJECTOR 5 PA; QL (1 syringe per 21

days.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

SIMPONI SUBCUTANEOUS SOLUTION AUTO-INJECTOR 50

limits
PA; QL (1 auto-injector per

MG/0.5ML (golimumab) 2 month.)
SIMPONI SUBCUTANEOUS SOLUTION PREFILLED 5 PA; QL (1 syringe per 21
SYRINGE 100 MG/ML (golimumab) days.)
SIMPONI SUBCUTANEOUS SOLUTION PREFILLED 5 PA; QL (1 syringe per
SYRINGE 50 MG/0.5ML (golimumab) month.)
sulfasalazine oral tablet 500 mg
sulfasalazine oral tablet delayed release 500 mg
teriflunomide oral tablet 14 mg PA; QL (1 tablet per day.)
teriflunomide oral tablet 7 mg 1 PA; QL (31 tablets per
month.)
THALOMID ORAL CAPSULE 100 MG, 50 MG (thalidomide) 2 PA; SP; CM; SMCS
TREXALL ORAL TABLET 10 MG, 15 MG, 5 MG, 7.5 MG
. 2 CM
(methotrexate sodium)
XATMEP ORAL SOLUTION 2.5 MG/ML (methotrexate) 3/4 PA; CM
ZEPOSIA 7-DAY STARTER PACK ORAL CAPSULE 3 PA; QL (7 capsules per
THERAPY PACK 4 X 0.23MG & 3 X 0.46MG (ozanimod hcl) year.)
ZEPOSIA ORAL CAPSULE 0.92 MG (ozanimod hcl) 3 PA; QL (1 capsule per day.)
ZEPOSIA STARTER KIT ORAL CAPSULE THERAPY PACK 3 PA
0.23MG &0.46MG 0.92MG(21) (ozanimod hcl)
IMMUNOSUPPRESSIVE AGENTS - Drugs for Transplant
AZASAN ORAL TABLET 100 MG, 75 MG (azathioprine) 3/4
azathioprine oral tablet 100 mg, 50 mg, 75 mg 1
BENLYSTA SUBCUTANEOUS SOLUTION AUTO-INJECTOR ,
200 MG/ML (belimumab) 2 PA; QL (4 ml per month.)
BENLYSTA SUBCUTANEOUS SOLUTION PREFILLED ,
SYRINGE 200 MG/ML (belimumab) 2 PA; QL (4 ml per month.)
. PA; QL (40 tablets per 720
cladribine (10 tabs) oral tablet therapy pack 10 mg 1 days.): SP: SMCS
. PA; QL (40 tablets per 720
cladribine (4 tabs) oral tablet therapy pack 10 mg 1 days.): SP: SMCS
. PA; QL (40 tablets per 720
cladribine (5 tabs) oral tablet therapy pack 10 mg 1 days.): SP: SMCS
cladribine (6 tabs) oral tablet therapy pack 10 mg 1 PA; QL (40 tablets per 720

days.); SP; SMCS

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

limits
PA; QL (40 tablets per 720

360 mg

cladribine (7 tabs) oral tablet therapy pack 10 mg 1 days.): SP: SMCS
cladribine (8 tabs) oral tablet therapy pack 10 mg 1 gg‘ysQ)LS(AF')O tSaI\k;IIgtSs per 720
cladribine (9 tabs) oral tablet therapy pack 10 mg 1 gg‘ysQ)LS(AF')O tSaI\k;IIgtSs per 720
cyclophosphamide oral capsule 25 mg, 50 mg 1 CM
CYCLOPHOSPHAMIDE ORAL TABLET 50 MG 2 CM

cyclosporine modified oral capsule 100 mg, 25 mg, 50 mg 1

cyclosporine modified oral solution 100 mg/ml 1

cyclosporine oral capsule 100 mg, 25 mg 1

everolimus oral tablet 0.25 mg, 0.5 mg, 0.75 mg, 1 mg 1

gengraf oral capsule 100 mg, 25 mg 1

HYFTOR EXTERNAL GEL 0.2 % (sirolimus) 3/4 PA; QL (10 g per 23 days.)
JYLAMVO ORAL SOLUTION 2 MG/ML (methotrexate) 3/4 PA; CM

leflunomide oral tablet 10 mg, 20 mg 1

LUPKYNIS ORAL CAPSULE 7.9 MG (voclosporin) 3/4 g:y)Q "Sl(f g’i‘\;’ég'es per
MAVE_N_CLAD ORAL TABLET THERAPY PACK 10 MG 3 PA; QL (40 tablets per 720
(cladribine) days.); SP; SMCS
mercaptopurine oral suspension 2000 mg/100ml CM

mercaptopurine oral tablet 50 mg CM

methotrexate sodium (pf) injection solution 1 gm/40ml, 1

1000 mg/40ml, 250 mg/10ml, 50 mg/2ml

methotrexate sodium injection solution 250 mg/10ml, 50 1

mg/2ml

methotrexate sodium injection solution reconstituted 1 gm

methotrexate sodium oral tablet 2.5 mg CM

mycophenolate mofetil oral capsule 250 mg

mycophenolate mofetil oral suspension reconstituted 200 1

mg/ml

mycophenolate mofetil oral tablet 500 mg 1

mycophenolate sodium oral tablet delayed release 180 mg, 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
mycophenolic acid oral tablet delayed release 180 mg, 360 1
mg
MYHIBBIN ORAL SUSPENSION 200 MG/ML (mycophenolate 1
mofetil)
pimecrolimus external cream 1 % 1
PROGRAF ORAL CAPSULE 0.5 MG, 1 MG, 5 MG 3/4
(tacrolimus)
PROGRAF ORAL PACKET 0.2 MG, 1 MG (tacrolimus) 3/4 PA
PURIXAN ORAL SUSPENSION 2000 MG/100ML 3 CM
(mercaptopurine)
sirolimus oral solution 1 mg/ml 1
sirolimus oral tablet 0.5 mg, 1 mg, 2 mg 1
tacrolimus external ointment 0.03 %, 0.1 % 1
tacrolimus oral capsule 0.5 mg, 1 mg, 5 mg 1
TREXALL ORAL TABLET 10 MG, 15 MG, 5 MG, 7.5 MG
. 2 CM
(methotrexate sodium)
XATMEP ORAL SOLUTION 2.5 MG/ML (methotrexate) 3/4 PA; CM
KALLIKREIN INHIBITORS
TAKHZYRO SUBCUTANEOUS SOLUTION PREFILLED 5 PA; QL (0.0375 ml per day.);
SYRINGE 150 MG/ML (lanadelumab-flyo) SP; SMCS
TAKHZYRO SUBCUTANEOUS SOLUTION PREFILLED 5 PA; QL (0.072 ml per day.);
SYRINGE 300 MG/2ML (lanadelumab-flyo) SP; SMCS
OTHER MISCELLANEOUS THERAPEUTIC AGENTS
AQNEURSA ORAL PACKET 1 GM (levacetylleucine) 3/4 mﬁ") (112 packets per
ARCALYST SUBCUTANEOUS SOLUTION RECONSTITUTED 5 PA; QL (4 vials per 21 days.);
220 MG (rilonacept) SP; SMCS
betaine oral powder 1
CARNITOR ORAL SOLUTION 1 GM/10ML (levocarnitine) 3/4
CARNITOR ORAL TABLET 330 MG (levocarnitine) 3/4
CARNITOR SF ORAL SOLUTION 1 GM/10ML (levocarnitine) 3/4
CERDELGA ORAL CAPSULE 84 MG (eliglustat tartrate) 2 PA
CYSTADANE ORAL POWDER (betaine) 3/4

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

CYSTAGON ORAL CAPSULE 150 MG, 50 MG (cysteamine 5

bitartrate)

dalfampridine er oral tablet extended release 12 hour 10 mg 1 PA; QL (2 tablets per day)

DIABETES MONITOR DIGIT ADD-ON KIT 3

DIABETES MONITOR DIGIT SOLN KIT 3

DUVYZAT ORAL SUSPENSION 8.86 MG/ML (givinostat hcl) 3/4 PA; QL (420 mL per month.)

EC-RX DHEA EXTERNAL CREAM 10 %, 4 % (prasterone 3

(dhea))

ELMIRON ORAL CAPSULE 100 MG (pentosan polysulfate 3/4

sodium)

ENBRACE HR ORAL CAPSULE (prenat vit-fe gly cys-fa- 3

omega)

ENDARI ORAL PACKET 5 GM (glutamine (sickle cell)) 3/4 QL (6 packets per day)

EVOTAZ ORAL TABLET 300-150 MG (atazanavir-cobicistat) 2

EVRYSDI ORAL SOLUTION RECONSTITUTED 0.75 MG/ML 5 PA; QL (6.7 ml per day, 1280

(risdiplam) ml per 180 days.); SP; SMCS
- PA; QL (30 tablets per

EVRYSDI ORAL TABLET 5 MG (risdiplam) 2 month.); SP: SMCS

FILSPARI ORAL TABLET 200 MG, 400 MG (sparsentan) 3/4 PA; QL (1 tablet per day.)

FIRDAPSE ORAL TABLET 10 MG (amifampridine 5 PA; QL (300 tablets per

phosphate) month.)

GALAFOLD ORAL CAPSULE 123 MG (migalastat hcl) 3/4 gﬁ;g‘?)" (14 capsules per 21

ISTURISA ORAL TABLET 1 MG (osilodrostat phosphate) 3/4 PA; QL (8 tablets per day.)

ISTURISA ORAL TABLET 5 MG (osilodrostat phosphate) 3/4 m;g‘) (372 tablets per

JAVYGTOR ORAL PACKET 100 MG (sapropterin ,

dihydrochloride) 3/4 PA; QL (16 packets per day.)

JAVYGTOR ORAL PACKET 500 MG (sapropterin ,

dihydrochloride) 3/4 PA; QL (4 packets per day.)

JAVYGTOR ORAL TABLET 100 MG (sapropterin ,

dihydrochloride) 3/4 PA; QL (16 tablets per day)

KYGEVVI ORAL PACKET 2-2 GM (doxecitine-doxribtimine) 3/4

levocarnitine oral solution 1 gm/10ml 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
levocarnitine oral tablet 330 mg 1
levocarnitine sf oral solution 1 gm/10ml 1
[-glutamine oral packet 5 gm 1 QL (6 packets per day)
LODOCO ORAL TABLET 0.5 MG (colchicine) 3/4 QL (1 tablet per day.)
me/naphos/mb/hyol oral tablet 81.6 mg 1
metyrosine oral capsule 250 mg PA
miglustat oral capsule 100 mg
NESTABS ONE ORAL CAPSULE 38-1-225 MG (prenat-fe- 3
methylfol-dha w/o a)
OPFOLDA ORAL CAPSULE 65 MG (miglustat (gaa 5 PA; QL (8 capsules per 21
deficiency)) days.)
ORFADIN ORAL CAPSULE 10 MG, 2 MG, 20 MG, 5 MG 1 PA
(nitisinone)
ORFADIN ORAL SUSPENSION 4 MG/ML (nitisinone) 2 PA
PREMESISRX ORAL TABLET 1 MG (prenatal ca-b6-b12-fa- 3
ginger)
PRENATE DHA ORAL CAPSULE 18-0.6-0.4-300 MG (prenat- 3
feasp-meth-fa-dha w/o a)
PRENATE ENHANCE ORAL CAPSULE 28-0.6-0.4-400 MG

3
(prenat w/o a-fe-methfol-fa-dha)
PRENATE ESSENTIAL ORAL CAPSULE 18-0.6-0.4-300 MG 3
(prenat-feasp-meth-fa-dha w/o a)
PRENATE MINI ORAL CAPSULE 18-0.6-0.4-350 MG (prenat-

3
fecbn-feasp-meth-fa-dha)
PRENATE PIXIE ORAL CAPSULE 10-0.6-0.4-200 MG (prenat- 3
feasp-meth-fa-dha w/o a)
PRENATE RESTORE ORAL CAPSULE 27-0.6-0.4-400 MG

3
(prenat w/o a-fe-methfol-fa-dha)
PREZCOBIX ORAL TABLET 675-150 MG, 800-150 MG 5
(darunavir-cobicistat)
PROCYSBI ORAL _CAPSULE DELAYED RELEASE 25 MG, 75 3/4 PA: SP: SMCS
MG (cysteamine bitartrate)
P_ROCYSBI ORAL PACKET 300 MG, 75 MG (cysteamine 3/4 SP: SMCS
bitartrate)
RELNATE DHA ORAL CAPSULE 28-1-200 MG 3

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

limits
PA; QL (1 tablet per day.);

poly-methfol-fa-dha)

REZUROCK ORAL TABLET 200 MG (belumosudil mesylate) 3/4 SP: SMCS

RIVFLQZA SUB_CUTANEOUS SOLUTION 80 MG/0.5ML 3/4 PA: QL (0.04 mi per day.)

(nedosiran sodium)

RIVFLOZA SUBCUTANEOUS SOLUTION PREFILLED ,

SYRINGE 128 MG/0.8ML (nedosiran sodium) 34 |PA; QL (0.03 ml per day.)

RIVFLOZA SUBCUTANEOUS SOLUTION PREFILLED ,

SYRINGE 160 MG/ML (nedosiran sodium) 34 |PA; QL (0.04 mi per day.)

sapropterin dihydrochloride oral packet 100 mg 1 PA; QL (16 packets per day.)

sapropterin dihydrochloride oral packet 500 mg 1 PA; QL (4 packets per day.)

sapropterin dihydrochloride oral tablet 100 mg 1 PA; QL (16 tablets per day)

SKYCLARYS ORAL CAPSULE 50 MG (omaveloxolone) 2 PA; QL (3 capsules per day.)

SOHONOS ORAL CAPSULE 1 MG, 1.5 MG, 10 MG, 2.5 MG, 5 ,

MG (palovarotene) 3/4 PA; QL (1 capsule per day.)

STRIBILD ORAL TABLET 150-150-200-300 MG (elviteg- .

cobic-emtricit-tenofdf) 3/4 QL (1 tablet per day.); SM

tiopronin oral tablet 100 mg CM

tiopronin oral tablet delayed release 100 mg, 300 mg CM

TRISTART DHA ORAL CAPSULE 31-0.6-0.4-200 MG

URELLE ORAL TABLET 81 MG (meth-hyo-m bl-na phos-ph 3

sal)

uretron d/s oral tablet 81.6 mg 1

UROGESIC-BLUE ORAL TABLET 81.6 MG (methen-hyosc- 5

meth blue-na phos)

VIJOICE ORAL PACKET 50 MG (alpelisib) 34 |PA QL (28 packets (1
carton) per month.)

VIJOICE ORAL TABLET THERAPY PACK 125 MG, 50 MG 3/4 PA; QL (28 tablets (1 blister

(alpelisib) pack) per month.)

VIJOICE ORAL TABLET THERAPY PACK 200 & 50 MG 3/4 PA; QL (56 tablets (2 blister

(alpelisib) packs) per month.)

VILEVEV MB ORAL TABLET 81 MG (meth-hyo-m bl-na phos- 3

ph sal)

VITAFOL FE+ ORAL CAPSULE 90-0.6-0.4-200 MG (prenat-fe 3

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
VITAFOL-OB+DHA ORAL 65-1 & 250 MG (prenatal mv-min-fe 3
fum-fa-dha)
VOWST ORAL CAPSULE (fecal microb spores, live-brpk) 3/4 gg‘;SQ)L (12 capsules per 365
VOXZOGO SUBCUTANEOUS SOLUTION RECONSTITUTED 3/4 PA; QL (1 vial per day.); SP;
0.4 MG, 0.56 MG, 1.2 MG (vosoritide) SMCS
VYNDAMAX ORAL CAPSULE 61 MG (tafamidis) 2 PA; QL (1 capsule per day.)
WESCAP-PN DHA ORAL CAPSULE 27-0.6-0.4-300 MG 3/4
WESNATE DHA ORAL CAPSULE 28-1-200 MG 3
WESTGEL DHA ORAL CAPSULE 31-0.6-0.4-200 MG 3

. PA; QL (589 packets per
zelvysia oral packet 100 mg 1 month.)
zelvysia oral packet 500 mg 1 PA; QL (4 packets per day.)
ZOKINVY ORAL CAPSULE 50 MG (lonafarnib) 2 PA; QL (5 capsules per day.)
ZOKINVY ORAL CAPSULE 75 MG (lonafarnib) 2 PA; QL (1 tablet per day.)
PROTECTIVE AGENTS
adapalene-benzoyl peroxide external gel 0.1-2.5 %
dalfampridine er oral tablet extended release 12 hour 10 mg PA; QL (2 tablets per day)
mesna oral tablet 400 mg CM
MESNEX ORAL TABLET 400 MG (mesna) 3/4 CM
NONHORMONAL CONTRACEPTIVES - Drugs for Women
NONHORMONAL CONTRACEPTIVES - Drugs for Women
CAYA VAGINAL DIAPHRAGM (diaphragm arc-spring) 3 H
CONDOMS 3 (HQL (12 condoms per month.);
DUREX EXTRA SENSITIVE THIN (condoms latex lubricated) 3 8" (12 condoms per month.);
DUREX EXTRA SENSITIVE THIN DEVICE (condoms latex 3 QL (12 condoms per month.);
lubricated) H
DUREX TROPICAL (condoms latex lubricated) 3 8" (12 condoms per month.);
ENCARE VAGINAL SUPPOSITORY 100 MG (nonoxynol-9) E H
FC2 FEMALE CONDOM (condoms - female) 3 QL (12 condoms per month.);

H

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
FEMCAP VAGINAL DEVICE 22 MM, 26 MM, 30 MM (cervical 3 H
caps)
OMNIFLEX DIAPHRAGM VAGINAL DIAPHRAGM 3 H
(diaphragms)
OPTIONS GYNOL Il CONTRACEPTIVE VAGINAL GEL 3 % E H
(nonoxynol-9)
PHEXX VAGINAL GEL 1.8-1-0.4 % (lactic ac-citric ac-pot

. 3/4 H
bitart)
TODAY SPONGE VAGINAL 1000 MG (nonoxynol-9) E H
TRUE COVER DEVICE 3 (HQL (12 condoms per month.);
VCF VAGINAL CONTRACEPTIVE VAGINAL FILM 28 % E H
(nonoxynol-9)
VCF VAGINAL CONTRACEPTIVE VAGINAL GEL 4 % E H
(nonoxynol-9)
WIDE-SEAL DIAPHRAGM 60 VAGINAL DIAPHRAGM 2 % > H
(diaphragm wide seal)
WIDE-SEAL DIAPHRAGM 65 VAGINAL DIAPHRAGM 2 % > H
(diaphragm wide seal)
WIDE-SEAL DIAPHRAGM 70 VAGINAL DIAPHRAGM 2 % > H
(diaphragm wide seal)
WIDE-SEAL DIAPHRAGM 75 VAGINAL DIAPHRAGM 2 % > H
(diaphragm wide seal)
WIDE-SEAL DIAPHRAGM 80 VAGINAL DIAPHRAGM 2 % > H
(diaphragm wide seal)
WIDE-SEAL DIAPHRAGM 85 VAGINAL DIAPHRAGM 2 % > H
(diaphragm wide seal)
WIDE-SEAL DIAPHRAGM 90 VAGINAL DIAPHRAGM 2 % > H
(diaphragm wide seal)
WIDE-SEAL DIAPHRAGM 95 VAGINAL DIAPHRAGM 2 % > H
(diaphragm wide seal)
OXYTOCICS - Drugs for Women
OXYTOCICS - Drugs for Women
CERVIDIL VAGINAL INSERT 10 MG (dinoprostone) 3

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

mELZtEeF;GINE ORAL TABLET 0.2 MG (methylergonovine 3/4 QL (28 tablets per year.)
methylergonovine maleate oral tablet 0.2 mg 1 QL (28 tablets per year.)
MIFEPREX ORAL TABLET 200 MG (mifepristone) 3 SM

mifepristone oral tablet 200 mg 1 SM

PREPIDIL VAGINAL GEL 0.5 MG/3GM (dinoprostone) 3

PHARMACEUTICAL AIDS

PHARMACEUTICAL AIDS

PYROGALLIC ACID EXTERNAL OINTMENT 25-2 % 2

VERSAPENN (AG) ANHYDROUS TRANSDERMAL GEL 3

(transdermal base)

VERSAPENN (AL) ANHYD LIPID TRANSDERMAL GEL 3

(transdermal base)

RESPIRATORY TRACT AGENTS

DUAL PHOSPHODIESTERASE INHIBITOR (48:34)

OHTUVAYRE INHALATION SUSPENSION 3 MG/2.5ML 3/4 PA; QL (150 mL per month.);
(ensifentrine) SM

RESPIRATORY TRACT AGENTS - Drugs for the Lungs

ALPHA AND BETA ADRENERGIC AGONIST(RESPR) -
Drugs for Asthma/COPD

ADRENALIN NASAL SOLUTION 0.1 % (epinephrine hcl
(nasal))

AUVI-Q INJECTION SOLUTION AUTO-INJECTOR 0.1
MG/0.1ML, 0.15 MG/0.15ML, 0.3 MG/0.3ML (epinephrine)

epinephrine injection solution auto-injector 0.15 mg/0.15ml,
0.15 mg/0.3ml, 0.3 mg/0.3ml

EPINEPHRINE INJECTION SOLUTION PREFILLED SYRINGE
0.3 MG/0.3ML

ANTICHOLINERGIC AGENTS (RESPIR.TRACT) - Drugs for
Asthma/COPD

atropine sulfate ophthalmic solution 1 % 1

ATROVENT HFA INHALATION AEROSOL SOLUTION 17 3/4 QL (0.87 grams per day.);
MCG/ACT (ipratropium bromide hfa) SM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name Drug tier limits

COMBIVENT RESF_’IMAT II\!HALATION AEROSOL SOLUTION 5 QL (0.28 grams per day.);
20-100 MCG/ACT (ipratropium-albuterol) SM

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

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

hyosyne oral elixir 0.125 mg/5ml

hyosyne oral solution 0.125 mg/ml

ipratropium bromide hfa inhalation aerosol solution 17 1 QL (0.87 grams per day.);
mcg/act SM

ipratropium bromide inhalation solution 0.02 % 1 SM

ipratropium bromide nasal solution 0.03 %, 0.06 %

ipratropium-albuterol inhalation solution 0.5-2.5 (3) mg/3ml 1 SM

LEVBID ORAL TABLET 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

(hyoscyamine sulfate) 3/4

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

(Sti,lﬁé\é?uTnAbNr?rmfR INHALATION CAPSULE 18 MCG 1 OL (1 capsule per day): SM
SPIRIVA RESPIMAT INHALATION AEROSOL SOLUTION 1.25 5 QL (0.15 grams per day.);
MCG/ACT (tiotropium bromide) SM

SPIRIVA RESPIMAT INHALATION AEROSOL SOLUTION 2.5 5 SM

MCG/ACT (tiotropium bromide)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

YUPELRI INHALATION NEBULIZATION SOLUTION 175

limits

MCG/3ML (revefenacin) 3/4 PA; QL (3 ml per day.); SM
ANTIFIBROTIC AGENTS - Drugs for the Lungs

JASCAYD ORAL TABLET 18 MG, 9 MG (nerandomilast) 3/4 mn%) (60 tablets per
nintedanib esylate oral capsule 100 mg, 150 mg 1 PA; QL (2 capsules per day.)
pirfenidone oral capsule 267 mg 1 PA; QL (9 capsules per day.)
pirfenidone oral tablet 267 mg 1 PA; QL (9 tablets per day.)
pirfenidone oral tablet 534 mg, 801 mg 1 PA; QL (3 tablets per day.)
ANTI-INFLAMMATORY AGENTS (RESPIRATORY) - Drugs

for Inflammation

BRINSUPRI ORAL TABLET 10 MG, 25 MG (brensocatib) 3/4 Eﬁng") (31 tablets per
Il\\lﬂlé%?tﬁi%iﬁ;ﬁﬁg;ous SOLUTION AUTO-INJECTOR 100 3/4 PA: QL (0.04 mL per day.)
e s SOLLT N PREFILLED s PA QL ©08 L perdan)
ANTITUSSIVES - Drugs for Cough and Cold

benzonatate oral capsule 100 mg, 200 mg

codeine sulfate oral tablet 15 mg, 30 mg, 60 mg NTT

diphenhydramine hcl oral elixir 12.5 mg/5ml

guaifenesin-codeine oral solution 100-10 mg/5ml, 200-20 1

mg/10ml

hydrocod poli-chlorphe poli er oral suspension extended

release 10-8 mg/5ml 1 PA

hydrocodone bit-homatrop mbr oral solution 5-1.5 mg/5ml PA

hydrocodone bit-homatrop mbr oral tablet 5-1.5 mg PA

maxi-tuss ac oral solution 100-10 mg/5ml

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

(phenylephrine-chlorphen-dm) 3

promethazine-codeine oral solution 6.25-10 mg/5ml PA
promethazine-codeine oral syrup 6.25-10 mg/5ml PA

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

promethazine-dm oral syrup 6.25-15 mg/5ml 1

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

TUXARIN ER ORAL TABLET EXTENDED RELEASE 12 HOUR 3

54.3-8 MG (chlorpheniramine-codeine)

CORTICOSTEROIDS (RESPIRATORY TRACT) - Drugs for

Inflammation

ADVAIR HFA INHALATION AEROSOL 115-21 MCG/ACT, 230- 5 QL (0.4 grams per day.): SM
21 MCG/ACT, 45-21 MCGJ/ACT (fluticasone-salmeterol) 9 P Yo
AIRSUPRA INHALATION AEROSOL 90-80 MCG/ACT 3 SM

(albuterol-budesonide)

ARNUITY ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 100 MCG/ACT, 200 MCG/ACT 1 SM
(fluticasone furoate)

ARNUITY ELLIPTA INHALATION AEROSOL POWDER

BREATH ACTIVATED 50 MCG/ACT (fluticasone furoate) ! QL (1 packet per day.); SM

BREO ELLIPTA INHALATION AEROSOL POWDER BREATH

ACTIVATED 100-25 MCG/ACT (fluticasone furoate- 2 SM

vilanterol)

BREO ELLIPTA INHALATION AEROSOL POWDER BREATH

ACTIVATED 200-25 MCG/ACT (fluticasone furoate- 3 QL (2 blisters per day.); SM

vilanterol)

BREO ELLIPTA INHALATION AEROSOL POWDER BREATH 3 SM

ACTIVATED 50-25 MCG/INH (fluticasone furoate-vilanterol)

budesonide inhalation suspension 0.25 mg/2ml| 1 SM

budesonide inhalation suspension 0.5 mg/2ml 1 QL (12_0 mi (2 boxes) per 30
days.); SM

budesonide inhalation suspension 1 mg/2ml 1 QL (69 mi (1 box) per 30
days.); SM

flunisolide nasal solution 25 mcg/act (0.025%) 1

FLUTICASONE FUROATE-VILANTEROL INHALATION 3/4 SM

AEROSOL POWDER BREATH ACTIVATED 100-25 MCG/ACT

FLUTICASONE FUROATE-VILANTEROL INHALATION

AEROSOL POWDER BREATH ACTIVATED 200-25 MCG/ACT 3/4 QL (2 blisters per day.); SM

FLUTICASONE PROPIONATE HFA INHALATION AEROSOL 3/4 QL (1 inhaler per month.);
110 MCG/ACT SM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

FLUTICASONE PROPIONATE HFA INHALATION AEROSOL

limits
QL (2 inhalers per month.);

100-50 mcg/act, 250-50 mcg/act, 500-50 mcg/act

220 MCG/ACT 3/4 SM

fluticasone propionate hfa inhalation aerosol 44 mcg/act 1 gll\_/l (1 inhaler per month.);
fluticasone propionate nasal suspension 50 mcg/act 1

FLUTICASONE-SALMETEROL INHALATION AEROSOL 115- ,

21 MCG/ACT, 230-21 MCG/ACT, 45-21 MCG/ACT 34 QL (0.4 grams per day.); SM
fluticasone-salmeterol inhalation aerosol powder breath : )
activated 100-50 mcg/act, 250-50 mcg/act, 500-50 mcg/act ! QL (2 blisters per day); SM
FLUTICASONE-SALMETEROL INHALATION AEROSOL

POWDER BREATH ACTIVATED 113-14 MCG/ACT, 232-14 2 QL (0.04 mcg per day.); SM
MCGJ/ACT, 55-14 MCG/ACT

mometasone furoate external cream 0.1 % 1

mometasone furoate external ointment 0.1 % 1

mometasone furoate external solution 0.1 % 1

mometasone furoate nasal suspension 50 mcg/act 1

OMNARIS NASAL SUSPENSION 50 MCG/ACT (ciclesonide) 3/4

QNASL CHILDRENS NASAL AEROSOL SOLUTION 40 3/4

MCGJ/ACT (beclomethasone diprop (nasal))

QNASL NASAL AEROSOL SOLUTION 80 MCG/ACT 3/4

(beclomethasone diprop (nasal))

QVAR REDIHALER INHALATION AEROSOL BREATH 1 QL (10.6 grams per month.);
ACTIVATED 40 MCG/ACT (beclomethasone diprop hfa) SM

QVAR REDIHALER INHALATION AEROSOL BREATH 1 QL (42.4 grams per month.);
ACTIVATED 80 MCG/ACT (beclomethasone diprop hfa) SM

RYALTRIS NASAL SUSPENSION 665-25 MCG/ACT 3/4

(olopatadine-mometasone)

TRELEGY ELLIPTA INHALATION AEROSOL POWDER

BREATH ACTIVATED 100-62.5-25 MCG/ACT (fluticasone- 3 QL (2 blisters per day); SM
umeclidin-vilant)

TRELEGY ELLIPTA INHALATION AEROSOL POWDER

BREATH ACTIVATED 200-62.5-25 MCG/ACT (fluticasone- 3 QL (2 blisters per day.); SM
umeclidin-vilant)

wixela inhub inhalation aerosol powder breath activated 1 QL (2 blisters per day.); SM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

CYSTIC FIBROSIS (CFTR) CORRECTORS - Drugs for the
Lungs

limits

ALYFTREK ORAL TABLET 10-50-125 MG (vanzacaft-

PA; QL (56 tablets per

tezacaft-deutivacaft) 3/4 month.)
ALYFTREK ORAL TABLET 4-20-50 MG (vanzacaft-tezacaft- 3/4 PA; QL (84 tablets per
deutivacaft) month.)
ORKAMBI ORAL PACKET 100-125 MG, 150-188 MG 5 PA; QL (728 packets per 356
(lumacaftor-ivacaftor) days.)
ORKAMBI ORAL PACKET 75-94 MG (lumacaftor-ivacaftor) 2 PA; QL (2 packets per day
and 56 packets per 21 days.)
ORKAMBI ORAL TABLET 100-125 MG, 200-125 MG 5 PA; QL (1456 tablets per 356
(lumacaftor-ivacaftor) days.)
SYMDEKO ORAL TABLET THERAPY PACK 100-150 & 150 ) m;g" g’f;?;gle;fspeér 265
MG, 50-75 & 75 MG (tezacaftor-ivacaftor) days )' P
TRIKAFTA ORAL TABLET THERAPY PACK 100-50-75 & 150 PA; QL (3 tablets per day (1
. 2 pack per month) and 1092
MG (elexacaftor-tezacaftor-ivacaft)
tablets per year.)
TRIKAFTA ORAL TABLET THERAPY PACK 50-25-37.5 & 75 5 PA; QL (3 tablets per day.
MG (elexacaftor-tezacaftor-ivacaft) 1092 tablets per 364 days.)
TRIKAFTA ORAL THERAPY PACK 100-50-75 & 75 MG, 80-40- 5 PA; QL (2 packets per day.
60 & 59.5 MG (elexacaftor-tezacaftor-ivacaft) 728 packets per 356 days.)
CYSTIC FIBROSIS (CFTR) POTENTIATORS - Drugs for the
Lungs
ALYFTREK ORAL TABLET 10-50-125 MG (vanzacaft- PA; QL (56 tablets per
. 3/4
tezacaft-deutivacaft) month.)
ALYFTREK ORAL TABLET 4-20-50 MG (vanzacaft-tezacaft- 3/4 PA; QL (84 tablets per
deutivacaft) month.)
. PA; QL (2 packets per day.
KALYDECO ORAL PACKET 13.4 MG (ivacaftor) 2 728 packets per 356 days.)
KALYDECO ORAL PACKET 25 MG, 50 MG, 75 MG (ivacaftor) 2 gng)L (728 packets per 356
PA; QL (2 packets per day
KALYDECO ORAL PACKET 5.8 MG (ivacaftor) 2 and 728 packets per 365

days.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

PA; QL (780 tablets per 356

KALYDECO ORAL TABLET 150 MG (ivacaftor) 2 days.)
ORKAMBI ORAL PACKET 100-125 MG, 150-188 MG 5 PA; QL (728 packets per 356
(lumacaftor-ivacaftor) days.)
ORKAMBI ORAL PACKET 75-94 MG (lumacaftor-ivacaftor) 2 PA; QL (2 packets per day
and 56 packets per 21 days.)
ORKAMBI ORAL TABLET 100-125 MG, 200-125 MG > PA; QL (1456 tablets per 356
(lumacaftor-ivacaftor) days.)
SYMDEKO ORAL TABLET THERAPY PACK 100-150 & 150 ) m;g" g’f;?;gle;fspeér 265
MG, 50-75 & 75 MG (tezacaftor-ivacaftor) ' P
days.)
TRIKAFTA ORAL TABLET THERAPY PACK 100-50-75 & 150 PA; QL (3 tablets per day (1
. 2 pack per month) and 1092
MG (elexacaftor-tezacaftor-ivacaft)
tablets per year.)
TRIKAFTA ORAL TABLET THERAPY PACK 50-25-37.5 & 75 > PA; QL (3 tablets per day.
MG (elexacaftor-tezacaftor-ivacaft) 1092 tablets per 364 days.)
TRIKAFTA ORAL THERAPY PACK 100-50-75 & 75 MG, 80-40- > PA; QL (2 packets per day.
60 & 59.5 MG (elexacaftor-tezacaftor-ivacaft) 728 packets per 356 days.)
ENDOTHELIN RECEPTOR ANTAGONISTS (48:48) - Drugs
for the Lungs
: PA; QL (1 tablet per day.);
ambrisentan oral tablet 10 mg, 5 mg 1 SP: SMCS
PA; QL (2 tablets per day.);
bosentan oral tablet 125 mg, 62.5 mg 1 SP: SMCS
PA; QL (4 tablets per day.);
bosentan oral tablet soluble 32 mg 1 SP: SMCS
FILSPARI ORAL TABLET 200 MG, 400 MG (sparsentan) 3/4 PA; QL (1 tablet per day.)
. PA; QL (1 tablet per day.);
OPSUMIT ORAL TABLET 10 MG (macitentan) 2 SP: SMCS
TRACLEER ORAL TABLET SOLUBLE 32 MG (bosentan) 3/4 PA; QL (4 tablets per day.);
SP; SMCS
TRYVIO ORAL TABLET 12.5 MG (aprocitentan) 3/4 PA; QL (1 tablet per day.)
VANRAFIA ORAL TABLET 0.75 MG (atrasentan hcl) 3/4 PA; QL (30 tablets per

month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

EXPECTORANTS - Drugs for the Lungs

guaifenesin-codeine oral solution 100-10 mg/5ml, 200-20
mg/10ml

maxi-tuss ac oral solution 100-10 mg/5ml

potassium iodide (expectorant) oral solution 1 gm/ml
SSKI ORAL SOLUTION 1 GM/ML (potassium iodide
(expectorant))

FIRST GENERATION ANTIHIST.(RESPIR TRACT) - Drugs
for Allergy

CARBINOXAMINE MALEATE ER ORAL SUSPENSION
EXTENDED RELEASE 4 MG/5ML

carbinoxamine maleate oral solution 4 mg/5ml

3/4

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)
cyproheptadine hcl oral syrup 2 mg/sml

cyproheptadine hcl oral tablet 4 mg

RPlR R W RN Rk

diphenhydramine hcl oral elixir 12.5 mg/5ml

KARBINAL ER ORAL SUSPENSION EXTENDED RELEASE 4
MG/5ML (carbinoxamine maleate)

3/4

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

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

promethazine hcl rectal suppository 12.5 mg, 25 mg

PROMETHEGAN RECTAL SUPPOSITORY 12.5 MG, 25 MG,
50 MG (promethazine hcl)

INTERLEUKIN ANTAGONISTS - Drugs for Inflammation

ARCALYST SUBCUTANEOUS SOLUTION RECONSTITUTED PA; QL (4 vials per 21 days.);
220 MG (rilonacept) SP; SMCS

DUPIXENT SUBCUTANEOUS SOLUTION PREFILLED
SYRINGE 200 MG/1.14ML (dupilumab)

FASENRA PEN SUBCUTANEOUS SOLUTION AUTO- 3/4 PA; QL (1 pen every 2
INJECTOR 30 MG/ML (benralizumab) months.)

2 PA; QL (0.09 ml per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

TEZSPIRE SUBCUTANEOUS SOLUTION AUTO-INJECTOR

210 MG/1.91ML (tezepelumab-ekko) 3/4 PA; QL (0.07 mi per day.)

LEUKOTRIENE MODIFIERS - Drugs for Inflammation

montelukast sodium oral packet 4 mg

montelukast sodium oral tablet 10 mg

montelukast sodium oral tablet chewable 4 mg, 5 mg

SINGULAIR ORAL PACKET 4 MG (montelukast sodium)

zafirlukast oral tablet 10 mg, 20 mg

IR I

zileuton er oral tablet extended release 12 hour 600 mg

MAST-CELL STABILIZERS - Drugs for Inflammation

ALOCRIL OPHTHALMIC SOLUTION 2 % (nedocromil
sodium)

cromolyn sodium inhalation nebulization solution 20
mg/2ml

cromolyn sodium ophthalmic solution 4 %

cromolyn sodium oral concentrate 100 mg/5ml

MUCOLYTIC AGENTS - Drugs for the Lungs

acetylcysteine inhalation solution 10 %, 20 % 1

HYPERSAL INHALATION NEBULIZATION SOLUTION 3.5 %,

7 % (sodium chloride) 2

NEBUSAL INHALATION NEBULIZATION SOLUTION 3 % 3

(sodium chloride)

PULMOSAL INHALATION NEBULIZATION SOLUTION 7 % 5

(sodium chloride)

PULMOZYME INHALATION SOLUTION 2.5 MG/2.5ML 5 PA: QL (5 ml per day.)
(dornase alfa)

sodium chloride inhalation nebulization solution 0.9 %, 10 1

%, 3 %, 7 %

NASAL PREPARATIONS (STEROIDS) - Drugs for
Inflammation

flunisolide nasal solution 25 mcg/act (0.025%)

fluticasone propionate nasal suspension 50 mcg/act

mometasone furoate nasal suspension 50 mcg/act

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
QNASL CHILDRENS NASAL AEROSOL SOLUTION 40 3/4
MCGI/ACT (beclomethasone diprop (nasal))
QNASL NASAL AEROSOL SOLUTION 80 MCG/ACT

: 3/4
(beclomethasone diprop (nasal))
RYALTRIS NASAL SUSPENSION 665-25 MCG/ACT 3/4
(olopatadine-mometasone)
NEUTROPHIL SERINE PROTEASE INHIBITORS - Drugs for
Inflammation
BRINSUPRI ORAL TABLET 10 MG, 25 MG (brensocatib) 3/4 Eﬁng") (31 tablets per
ORALLY INHALED PREPARATIONS (STEROIDS) - Drugs
for Inflammation
AIRSUPRA INHALATION AEROSOL 90-80 MCG/ACT 3 SM

(albuterol-budesonide)

ARNUITY ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 100 MCG/ACT, 200 MCG/ACT 1 SM
(fluticasone furoate)

ARNUITY ELLIPTA INHALATION AEROSOL POWDER

BREATH ACTIVATED 50 MCG/ACT (fluticasone furoate) ! QL (1 packet per day.); SM

budesonide inhalation suspension 0.25 mg/2ml 1 SM

budesonide inhalation suspension 0.5 mg/2ml 1 QL (12_0 mi (2 boxes) per 30
days.); SM

budesonide inhalation suspension 1 mg/2ml 1 QL (69 mi (1 box) per 30
days.); SM

FLUTICASONE PROPIONATE HFA INHALATION AEROSOL QL (1 inhaler per month.);

3/4

110 MCG/ACT SM

FLUTICASONE PROPIONATE HFA INHALATION AEROSOL 3/4 QL (2 inhalers per month.);
220 MCG/ACT SM

fluticasone propionate hfa inhalation aerosol 44 mcg/act 1 gll\_/l (1 inhaler per month.);
QVAR REDIHALER INHALATION AEROSOL BREATH 1 QL (10.6 grams per month.);
ACTIVATED 40 MCG/ACT (beclomethasone diprop hfa) SM

QVAR REDIHALER INHALATION AEROSOL BREATH 1 QL (42.4 grams per month.);
ACTIVATED 80 MCG/ACT (beclomethasone diprop hfa) SM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

PHOSPHODIESTERASE TYPE 4 INHIBITORS - Drugs for

the Lungs

JASCAYD ORAL TABLET 18 MG, 9 MG (nerandomilast) 3/4 mn%) (60 tablets per
roflumilast oral tablet 250 mcg 1 QL (31 tablets per year.)
roflumilast oral tablet 500 mcg 1 QL (1 tablet per day)
ZORYVE EXTERNAL CREAM 0.05 %, 0.15 % (roflumilast) 3/4 PA

ZORYVE EXTERNAL CREAM 0.3 % (roflumilast) 3/4 SQSQ)L (60 grams per 30
ZORYVE EXTERNAL FOAM 0.3 % (roflumilast) 3/4 PA

PHOSPHODIESTERASE-5 INHIBITORS (RESPIR) - Drugs
for the Lungs

alyq oral tablet 20 mg 1 PA; QL (2 tablets per day)
sildenatfil citrate oral suspension reconstituted 10 mg/ml 1 PA; QL (186 ml per month.)
sildenatfil citrate oral tablet 100 mg, 25 mg, 50 mg 1 QL (6 tablets per month)
sildenafil citrate oral tablet 20 mg 1 QL (0.5 tablet per day.)
tadalafil (pah) oral tablet 20 mg 1 PA; QL (2 tablets per day)
tadalafil oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg 1 QL (6 tablets per month)
TADLIQ ORAL SUSPENSION 20 MG/5ML (tadalafil (pah)) 3 PA; QL (10 ml per day.)
PROSTACYCLIN & PROSTACYCLIN DERIVATIVES - Drugs

for the Lungs

ORENITRAM MONTH 1 ORAL TABLET EXTENDED ,

RELEASE THERAPY PACK 0.125 & 0.25 MG (treprostinil 3/4 P?ér?" (168 tablets per
diolamine) year.

ORENITRAM MONTH 2 ORAL TABLET EXTENDED ,

RELEASE THERAPY PACK 0.125 & 0.25 MG (treprostinil 3/4 PeAa’lr?" (336 tablets per
diolamine) year.

ORENITRAM MONTH 3 ORAL TABLET EXTENDED ,

RELEASE THERAPY PACK 0.125 & 0.25 &1 MG (treprostinil 3/4 PeAa’lr?" (252 tablets per
diolamine) year.

ORENITRAM ORAL TABLET EXTENDED RELEASE 0.125 ,

MG, 5 MG (treprostinil diolamine) 3/4 PA; QL (6 tablets per day.)
ORENITRAM ORAL TABLET EXTENDED RELEASE 0.25 MG, ,

1 MG, 2.5 MG (treprostinil diolamine) 3/4 PA; QL (6 tablets per day)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

TYVASO DPI INSTITUTIONAL KIT INHALATION POWDER 16

limits
PA; QL (112 cartridges per

MG/0.5ML (omalizumab)

MCG, 32 MCG, 48 MCG, 64 MCG (treprostinil) 2 month.); SP; SMCS

TYVASO DPI II_\IS_TITUTIONAL KIT INHALATION POWDER 80 5 PA: SP: SMCS

MCG (treprostinil)

TYVASO DPI MAINTENANCE KIT INHALATION POWDER 112 PA: QL (224 cartidges per

X 32MCG & 112 X64MCG, 112 X 48MCG & 112 X64MCG 2 o oot Caricges p
. month.); SP; SMCS

(treprostinil)

TYVASO DPI MAINTENANCE KIT INHALATION POWDER 16 5 PA; QL (112 cartridges per

MCG, 32 MCG, 48 MCG, 64 MCG, 80 MCG (treprostinil) month.); SP; SMCS

TYVASO DPI TITRATION KIT INHALATION POWDER 16 & 32 5 PA; QL (252 cartridges per

& 48 MCG (treprostinil) 365 days.); SP; SMCS

TYVASO INHALATION SOLUTION 0.6 MG/ML (treprostinil) 2 PA; SP; SMCS

TYVASO_R_EFILL KIT INHALATION SOLUTION 0.6 MG/ML 5 PA: SP: SMCS

(treprostinil)

TYVASO_S_TARTER KIT INHALATION SOLUTION 0.6 MG/ML 5 PA: SP: SMCS

(treprostinil)

RESPIRATORY TRACT AGENTS, MISCELLANEOUS -

Drugs for the Lungs

BRONCHITOL INHALATION CAPSULE 40 MG (mannitol 3 PA; QL (20 capsules per

(cystic fibrosis)) day.); CM

BRONCHITOL TOLERANCE TEST INHALATION CAPSULE 40 3 PA; QL (20 capsules per

MG (mannitol (cystic fibrosis)) day.); CM

pirfenidone oral capsule 267 mg PA; QL (9 capsules per day.)

pirfenidone oral tablet 267 mg PA; QL (9 tablets per day.)

pirfenidone oral tablet 534 mg, 801 mg PA; QL (3 tablets per day.)

TEZSPIRE SUBCUTANEOUS SOLUTION AUTO-INJECTOR ,

210 MG/1.91ML (tezepelumab-ekko) 3/4 PA; QL (0.07 ml per day.)

WINREVAIR SUBCUTANEOUS KIT 2 X 45 MG, 2 X 60 MG, 45 3/4 PA; QL (1 kit every 3

MG, 60 MG (sotatercept-csrk) weeks.); SP; SMCS

XOLAIR SUBCUTANEOUS SOLUTION AUTO-INJECTOR 150 PA; QL (2 auto injectors per

) 2

MG/ML (omalizumab) month.)

XOLAIR SUBCUTANEOUS SOLUTION AUTO-INJECTOR 300 ,

MG/2ML (omalizumab) 2 PA; QL (0.15 mi per day.)

XOLAIR SUBCUTANEOUS SOLUTION AUTO-INJECTOR 75 5 PA: QL (0.04 mi per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

XOLAIR SUBCUTANEOUS SOLUTION PREFILLED SYRINGE

limits

MCG/2ML (formoterol fumarate)

150 MG/ML (omalizumab) 2 PA; QL (0.08 mi per day.)
XOLAIR SUBCUTANEOUS SOLUTION PREFILLED SYRINGE ,
300 MG/2ML (omalizumab) 2 PA; QL (0.15 mi per day.)
XOLAIR SUBCUTANEOUS SOLUTION PREFILLED SYRINGE ,
75 MG/0.5ML (omalizumab) 2 PA; QL (0.04 mi per day.)
SECOND GENERATION ANTIHIST(RESPIR TRACT) - Drugs
for Allergy
azelastine hcl nasal solution 0.1 %, 137 mcg/spray 1
azelastine hcl ophthalmic solution 0.05 % 1
desloratadine oral tablet 5 mg 1
desloratadine oral tablet dispersible 5 mg 1
SELECT.BETA-2-ADRENERGIC AGONIST(RESPIR) - Drugs
for Asthma/COPD
AIRSUPRA INHALATION AEROSOL 90-80 MCG/ACT

. 3 SM
(albuterol-budesonide)
albuterol sulfate hfa inhalation aerosol solution 108 (90

1 SM

base) mcg/act
albuterol sulfate inhalation nebulization solution (2.5 1 SM
mg/3ml) 0.083%, 0.63 mg/3ml, 1.25 mg/3ml, 2.5 mg/0.5ml
albuterol sulfate nebulization solution (5 mg/ml) 0.5%
. . 1 SM
inhalation
ALBUTEROL SULFATE NEBULIZATION SOLUTION (5 3 SM
MG/ML) 0.5% INHALATION
albuterol sulfate oral syrup 2 mg/5ml
albuterol sulfate oral tablet 2 mg, 4 mg
arformoterol tartrate inhalation nebulization solution 15 1 OL (2 nebules per day): SM
mcg/2ml
formoterol fumarate inhalation nebulization solution 20 1 QL (2 vials per day.): SM
mcg/2ml
levalbuterol hcl inhalation nebulization solution 0.31 1 SM
mg/3ml, 0.63 mg/3ml, 1.25 mg/0.5ml, 1.25 mg/3ml
LEVALBUTEROL HFA INHALATION AEROSOL 45 MCG/ACT 3 SM
PERFOROMIST INHALATION NEBULIZATION SOLUTION 20 3/4 OL (2 vials per day.): SM

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

SEREVENT DISKUS INHALATION AEROSOL POWDER

QL (1 diskus (60 blisters) per

BREATH ACTIVATED 50 MCG/ACT (salmeterol xinafoate) 2 month.); SM
STRIVERDI RESPIMAT INHALATION AEROSOL SOLUTION 5 SM
2.5 MCG/ACT (olodaterol hcl)
terbutaline sulfate oral tablet 2.5 mg, 5 mg 1
XOPENEX HFA INHALATION AEROSOL 45 MCG/ACT
3 SM
(levalbuterol tartrate)
VASODILATING AGENTS (RESPIRATORY TRACT) - Drugs
for the Lungs
ADEMPAS ORAL TABLET 0.5 MG, 1 MG, 1.5 MG, 2 MG, 2.5 ,
MG (riociguat) 2 PA; QL (3 tablets per day.)
alyq oral tablet 20 mg 1 PA; QL (2 tablets per day)
: PA; QL (1 tablet per day.);
ambrisentan oral tablet 10 mg, 5 mg 1 SP: SMCS
PA; QL (2 tablets per day.);
bosentan oral tablet 125 mg, 62.5 mg 1 SP: SMCS
PA; QL (4 tablets per day.);
bosentan oral tablet soluble 32 mg 1 SP: SMCS
. PA; QL (1 tablet per day.);
OPSUMIT ORAL TABLET 10 MG (macitentan) 2 SP: SMCS
ORENITRAM MONTH 1 ORAL TABLET EXTENDED ,
RELEASE THERAPY PACK 0.125 & 0.25 MG (treprostinil 3/4 P?ér?" (168 tablets per
diolamine) year.
ORENITRAM MONTH 2 ORAL TABLET EXTENDED ,
RELEASE THERAPY PACK 0.125 & 0.25 MG (treprostinil 3/4 PeAa’lr?" (336 tablets per
diolamine) year.
ORENITRAM MONTH 3 ORAL TABLET EXTENDED ,
RELEASE THERAPY PACK 0.125 & 0.25 &1 MG (treprostinil 3/4 PeAa’lr?" (252 tablets per
diolamine) year.
ORENITRAM ORAL TABLET EXTENDED RELEASE 0.125 ,
MG, 5 MG (treprostinil diolamine) 3/4 PA; QL (6 tablets per day.)
ORENITRAM ORAL TABLET EXTENDED RELEASE 0.25 MG, ,
1 MG, 2.5 MG (treprostinil diolamine) 3/4 PA; QL (6 tablets per day)
sildenatfil citrate oral suspension reconstituted 10 mg/ml 1 PA; QL (186 ml per month.)
sildenatfil citrate oral tablet 100 mg, 25 mg, 50 mg 1 QL (6 tablets per month)
sildenafil citrate oral tablet 20 mg 1 QL (0.5 tablet per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

limits

tadalafil (pah) oral tablet 20 mg 1 PA; QL (2 tablets per day)
TADLIQ ORAL SUSPENSION 20 MG/5ML (tadalafil (pah)) 3 PA; QL (10 ml per day.)
TRACLEER ORAL TABLET SOLUBLE 32 MG (bosentan) 3/4 PA; QL (4 tablets per day.);
SP; SMCS

TYVASO DPI INSTITUTIONAL KIT INHALATION POWDER 16 > PA; QL (112 cartridges per
MCG, 32 MCG, 48 MCG, 64 MCG (treprostinil) month.); SP; SMCS
TYVASO DPI MAINTENANCE KIT INHALATION POWDER 16 > PA; QL (112 cartridges per
MCG, 32 MCG, 48 MCG, 64 MCG (treprostinil) month.); SP; SMCS
TYVASO DPI TITRATION KIT INHALATION POWDER 16 & 32 > PA; QL (252 cartridges per
& 48 MCG (treprostinil) 365 days.); SP; SMCS
TYVASO INHALATION SOLUTION 0.6 MG/ML (treprostinil) 2 PA; SP; SMCS
TYVASO_R_EFILL KIT INHALATION SOLUTION 0.6 MG/ML > PA: SP: SMCS
(treprostinil)
TYVASO_S_TARTER KIT INHALATION SOLUTION 0.6 MG/ML > PA: SP: SMCS
(treprostinil)
UPTRAVI ORAL TABLET 1000 MCG, 1200 MCG, 1400 MCG, ]
1600 MCG, 400 MCG, 600 MCG, 800 MCG (selexipag) /4 |PA;QL (2 tablets per day.)
UPTRAVI TABLET 200 MCG ORAL (selexipag) 3/4 ggSQ)" (140 tablets per 365
UPTRAVI TABLET 200 MCG ORAL (selexipag) 3/4 PA; QL (2 tablets per day.)
UPTRAVI TITRATION ORAL TABLET THERAPY PACK 200 & PA; QL (200 tablets per

. 3/4
800 MCG (selexipag) year.)
VASODILATING AGENTS, MISC (48:48) - Drugs for the
Lungs
ADEMPAS ORAL TABLET 0.5 MG, 1 MG, 1.5 MG, 2 MG, 2.5 .
MG (riociguat) 2 PA; QL (3 tablets per day.)
UPTRAVI ORAL TABLET 1000 MCG, 1200 MCG, 1400 MCG, .
1600 MCG, 400 MCG, 600 MCG, 800 MCG (selexipag) /4 |PA;QL (2 tablets per day.)
UPTRAVI TABLET 200 MCG ORAL (selexipag) 3/4 ggSQ)" (140 tablets per 365
UPTRAVI TABLET 200 MCG ORAL (selexipag) 3/4 PA; QL (2 tablets per day.)
UPTRAVI TITRATION ORAL TABLET THERAPY PACK 200 & PA; QL (200 tablets per

. 3/4
800 MCG (selexipag) year.)
XANTHINE DERIVATIVES - Drugs for Asthma/COPD
elixophyllin oral elixir 80 mg/15ml 3

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
THEO-24 ORAL CAPSULE EXTENDED RELEASE 24 HOUR 3

100 MG, 200 MG, 300 MG, 400 MG (theophylline)

theophylline er oral tablet extended release 12 hour 100 1

mg, 200 mg, 300 mg, 450 mg

theophylline er oral tablet extended release 24 hour 400 1

mg, 600 mg

theophylline oral elixir 80 mg/15ml

theophylline oral solution 80 mg/15ml

SKIN AND MUCOUS MEMBRANE AGENTS

ANTIPROLIFERANTS

AMELUZ EXTERNAL GEL 10 % (aminolevulinic acid hcl) 3
bexarotene external gel 1 % 1
bexarotene oral capsule 75 mg 1 CM
fluorouracil external cream 5 % 1
fluorouracil external solution 2 %, 5 % 1
imiguimod external cream 5 % 1

KLISYRI (250 MG) EXTERNAL OINTMENT 1 % (tirbanibulin) 3/4
KLISYRI (350 MG) EXTERNAL OINTMENT 1 % (tirbanibulin) 3/4
LEVULAN KERASTICK EXTERNAL SOLUTION 3
RECONSTITUTED 20 % (aminolevulinic acid hcl)

PANRETIN EXTERNAL GEL 0.1 % (alitretinoin) 3

TOLAK EXTERNAL CREAM 4 % (fluorouracil) 3/4
X?:;S;B)OR EXTERNAL GEL 0.016 % (mechlorethamine hcl 5 PA: SP: SMCS
SKIN AND MUCOUS MEMBRANE AGENTS - Drugs for the

Skin

ADRENERGIC AGONISTS - Drugs for the Skin

ALPHAGAN P OPHTHALMIC SOLUTION 0.1 % (brimonidine 1

tartrate)

ALPHAGAN P OPHTHALMIC SOLUTION 0.15 % (brimonidine 3/4
tartrate)

brimonidine tartrate external gel 0.33 % 1 PA
brimonidine tartrate ophthalmic solution 0.15 %, 0.2 %

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
COMBIGAN OPHTHALMIC SOLUTION 0.2-0.5 % 1
(brimonidine tartrate-timolol)

MIRVASO EXTERNAL GEL 0.33 % (brimonidine tartrate) 2 PA
RHOFADE EXTERNAL CREAM 1 % (oxymetazoline hcl) 3/4 PA
ALLYLAMINES (SKIN AND MUCOUS MEMBRANE) - Drugs

for the Skin

naftifine hcl external cream 1 %, 2 % 1
naftifine hcl external gel 2 % 1
NAFTIN EXTERNAL GEL 2 % (naftifine hcl) 3/4
ANTIBACTERIALS (84:04) - Drugs for the Skin

ACANYA EXTERNAL GEL 1.2-2.5 % (clindamycin phos- 3/4
benzoyl perox)

AMZEEQ EXTERNAL FOAM 4 % (minocycline hcl 3/4
micronized)

AVAR CLEANSER EXTERNAL LIQUID 10-5 % (sulfacetamide 3/4
sodium-sulfur)

AVAR LS CLEANSER EXTERNAL LIQUID 10-2 % 3
(sulfacetamide sodium-sulfur)

AVAR-E EMOLLIENT EXTERNAL CREAM 10-5 % 3
(sulfacetamide sodium-sulfur)

AVIDOXY ORAL TABLET 100 MG 3/4
azelaic acid external gel 15 % 1
AZELEX EXTERNAL CREAM 20 % (azelaic acid) 3
bacitracin-polymyxin b ophthalmic ointment 500-10000 1
unit/gm

bacitra-neomycin-polymyxin-hc ophthalmic ointment 1 % 1
BENZAMYCIN EXTERNAL GEL 5-3 % (benzoyl peroxide- 5
erythromycin)

benzoyl peroxide-erythromycin external gel 5-3 %

bp 10-1 external emulsion 10-1 %

CLEOCIN ORAL CAPSULE 150 MG, 300 MG (clindamycin 3/4
hcl)

CLEOCIN ORAL CAPSULE 75 MG (clindamycin hcl) 2

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

CLEOCIN ORAL SOLUTION RECONSTITUTED 75 MG/5ML
(clindamycin palmitate hcl)

3/4

CLEOCIN VAGINAL CREAM 2 % (clindamycin phosphate)

3/4

CLEOCIN VAGINAL SUPPOSITORY 100 MG (clindamycin
phosphate)

CLEOCIN-T EXTERNAL LOTION 1 % (clindamycin
phosphate)

3/4

clindacin etz external swab 1 %

clindacin external foam 1 %

clindacin-p external swab 1 %

CLINDAGEL EXTERNAL GEL 1 % (clindamycin phosphate)

3/4

clindamycin hcl oral capsule 150 mg, 300 mg, 75 mg

clindamycin palmitate hcl oral solution reconstituted 75
mg/5ml

clindamycin phos (once-daily) external gel 1 %

clindamycin phos (twice-daily) external gel 1 %

clindamycin phos-benzoyl perox external gel 1.2-5 %

QL (1 bottle (45 grams) per
month.)

clindamycin phos-benzoyl perox external gel 1-5 %, 1.2-2.5
%, 1.2-3.75 %

clindamycin phosphate external foam 1 %

clindamycin phosphate external lotion 1 %

clindamycin phosphate external solution 1 %

clindamycin phosphate external swab 1 %

clindamycin phosphate vaginal cream 2 %

clindamycin-tretinoin external gel 1.2-0.025 %

I e

CLINDESSE VAGINAL CREAM 2 % (clindamycin phosphate
(1 dose))

dapsone external gel 5%, 7.5 %

dapsone oral tablet 100 mg, 25 mg

doxycycline hyclate oral capsule 100 mg, 50 mg

doxycycline hyclate oral tablet 100 mg, 150 mg, 20 mg, 75
mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

doxycycline hyclate oral tablet delayed release 100 mg, 150
mg, 200 mg, 50 mg, 75 mg

doxycycline monohydrate oral capsule 100 mg, 150 mg, 50
mg, 75 mg

doxycycline monohydrate oral suspension reconstituted 25
mg/5ml

doxycycline monohydrate oral tablet 100 mg, 150 mg, 50
mg, 75 mg

ERY EXTERNAL PAD 2 %
erythromycin external gel 2 %

erythromycin external solution 2 %
FINACEA EXTERNAL FOAM 15 % (azelaic acid)
gentamicin sulfate external cream 0.1 %

gentamicin sulfate external ointment 0.1 %

RPlR|[ R[N PP, w

gentamicin sulfate ophthalmic solution 0.3 %

KLARON EXTERNAL LOTION 10 % (sulfacetamide sodium
(acne))

3/4

levofloxacin oral solution 25 mg/ml 1

levofloxacin oral tablet 250 mg, 500 mg, 750 mg 1

LIKMEZ ORAL SUSPENSION 500 MG/5ML (metronidazole) 3/4
METROCREAM EXTERNAL CREAM 0.75 % (metronidazole) 3/4
metronidazole external cream 0.75 %

metronidazole external gel 0.75 %, 1 %

metronidazole external lotion 0.75 %

metronidazole oral capsule 375 mg

metronidazole oral tablet 250 mg, 500 mg

I e

metronidazole vaginal gel 0.75 %

minocycline hcl er oral tablet extended release 24 hour 105
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

minocycline hcl oral tablet 100 mg, 50 mg, 75 mg

moxifloxacin hcl oral tablet 400 mg

RlR| Rk

mupirocin calcium external cream 2 %

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
mupirocin external ointment 2 % 1
neomycin sulfate oral tablet 500 mg 1
NEO-SYNALAR EXTERNAL CREAM 0.5-0.025 % (neomycin- 3/4
fluocinolone)
neuac external gel 1.2-5 % 1 QL (1 bottle (45 grams) per
month.)

NUVESSA VAGINAL GEL 1.3 % (metronidazole) 3/4
ONEXTON EXTERNAL GEL 1.2-3.75 % (clindamycin phos- 3/4
benzoyl perox)
PLEXION CLEANSER EXTERNAL LIQUID 9.8-4.8 %

. . 3/4
(sulfacetamide sodium-sulfur)
PLEXION CLEANSING CLOTH EXTERNAL PAD 9.8-4.8 % 3/4
(sulfacetamide sodium-sulfur)
PLEXION EXTERNAL CREAM 9.8-4.8 % (sulfacetamide 3/4
sodium-sulfur)
PLEXION EXTERNAL LOTION 9.8-4.8 % (sulfacetamide 3/4
sodium-sulfur)
polymyxin b-trimethoprim ophthalmic solution 10000-0.1 1
unit/ml-%
sodium sulfacetamide external shampoo 10 % 1
sodium sulfacetamide wash external liquid 10 % 1
sss 10-5 external cream 10-5 % 1
sulfacetamide sodium (acne) external lotion 10 % 1
sulfacetamide sodium (cleans) external gel 10 % 1
sulfacetamide sodium external liquid 10 % 1
sulfacetamide sodium-sulfur external cream 10-2 %, 10-5 %, 1
9.8-4.8 %
sulfacetamide sodium-sulfur external emulsion 10-1 % 1
sulfacetamide sodium-sulfur external liquid 10-2 %, 10-5 %, 1
9-4 %, 9.8-4.8 %
sulfacetamide sodium-sulfur external lotion 10-5 %, 9.8-4.8 1
%
sulfacetamide sodium-sulfur external suspension 10-5 %, 1
8-4 %

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
sulfacetamide sod-sulfur wash external liquid 9-4 % 1
sulfacetamide-sulfur in urea external emulsion 10-5 % 1
SULFACLEANSE 8/4 EXTERNAL SUSPENSION 8-4 % 3
(sulfacetamide sodium-sulfur)

SULFAMYLON EXTERNAL CREAM 85 MG/GM (mafenide 3

acetate)

SUMAXIN CP EXTERNAL KIT 10-4 % (sulfacetamide-sulfur- 3/4
cleanser)

SUMAXIN EXTERNAL PAD 10-4 % (sulfacetamide sodium- 3/4

sulfur)

tetracycline hcl oral capsule 250 mg, 500 mg 1
VANDAZOLE VAGINAL GEL 0.75 % (metronidazole) 3/4
XACIATO VAGINAL GEL 2 % (clindamycin phosphate) 2

XEPI EXTERNAL CREAM 1 % (ozenoxacin) 3

ZILXI EXTERNAL FOAM 1.5 % (minocycline hcl micronized) 3/4 PA
ANTIFULGALS (SKIN, MUCOUS MEMBRANE),MISC - Drugs

for the Skin

EXODERM EXTERNAL LOTION 25-1 % (sod thiosulfate- 3

salicylic acd)

ANTI-INFLAMMATORY AGENTS, MISC (SKIN) - Drugs for

the Skin

EUCRISA EXTERNAL OINTMENT 2 % (crisaborole) 3

VTAMA EXTERNAL CREAM 1 % (tapinarof) 3/4 PA
ANTIPRURITICS AND LOCAL ANESTHETICS - Drugs for

the Skin

ANALPRAM HC EXTERNAL CREAM 1-1 %, 2.5-1 % 3/4
(hydrocortisone ace-pramoxine)

ANALPRAM HC EXTERNAL LOTION 2.5-1 % (hydrocortisone 3
ace-pramoxine)

CORTANE-B EXTERNAL LOTION 10-10-1 MG/ML (hc- 3/4
pramoxine-chloroxylenol)

DIABECIN HR EXTERNAL CREAM 4.12-0.13 % (lidocaine- 3
benzalkonium (pod))

doxepin hcl external cream 5 % 1 PA

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

doxepin hcl oral capsule 10 mg, 100 mg, 150 mg, 25 mg, 50

mg, 75 mg !

doxepin hcl oral concentrate 10 mg/ml 1

doxepin hcl oral tablet 3 mg, 6 mg 1 QL (1 tablet per day)
DYCLOPRO EXTERNAL SOLUTION 0.5 % 3/4

EPIFOAM EXTERNAL FOAM 1-1 % (pramoxine-hc) 2

glydo external prefilled syringe 2 % 1

hydrocortisone ace-pramoxine external cream 1-1 %, 2.5-1 1

%

hydrocort-pramoxine (perianal) external cream 2.5-1 % 1

lidocaine external ointment 5 % 1 QL (1.19 grams per day.)
lidocaine external patch 5 % 1 PA; QL (3 patches per day)
lidocaine hcl external solution 4 % 1

lidocaine hcl urethral/mucosal external gel 2 % 1

lidocaine hcl urethral/mucosal external prefilled syringe 2 1

%

lidocaine-prilocaine external cream 2.5-2.5 %

phenazopyridine hcl oral tablet 100 mg, 200 mg

PRAMOSONE EXTERNAL CREAM 1-1 % (pramoxine-hc)

PRAMOSONE EXTERNAL LOTION 1-1 %, 1-2.5 % 5

(pramoxine-hc)

PROCORT EXTERNAL CREAM 1.85-1.15 % (hydrocortisone 3/4

ace-pramoxine)

PROCTOFOAM HC EXTERNAL FOAM 1-1 % (hydrocortisone 5

ace-pramoxine)

PYRIDIUM ORAL TABLET 100 MG, 200 MG 3

(phenazopyridine hcl)

SILENOR ORAL TABLET 3 MG, 6 MG (doxepin hcl) 3/4 QL (1 tablet per day)
ZTLIDO EXTERNAL PATCH 1.8 % (lidocaine) 3 PA; QL (3 patches per day.)

ANTIVIRALS (SKIN AND MUCOUS MEMBRANE) - Drugs for
the Skin

acyclovir external cream 5 %

acyclovir external ointment 5 %

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

acyclovir oral capsule 200 mg 1
acyclovir oral suspension 200 mg/5ml 1
acyclovir oral tablet 400 mg, 800 mg 1
DENAVIR EXTERNAL CREAM 1 % (penciclovir) 3/4
penciclovir external cream 1 % 1
ZELSUVMI EXTERNAL GEL 10.3 % (berdazimer sodium) 3/4
ZOVIRAX EXTERNAL CREAM 5 % (acyclovir) 3/4
ASTRINGENTS (84:12) - Drugs for the Skin

BEVESPI AEROSPHERE INHALATION AEROSOL 9-4.8 5 QL (0.36 grams per day.);
MCG/ACT (glycopyrrolate-formoterol) SM
CUVPOSA ORAL SOLUTION 1 MG/5ML (glycopyrrolate) 3/4
DRYSOL EXTERNAL SOLUTION 20 % (aluminum chloride) 2
glycopyrrolate oral solution 1 mg/5ml

glycopyrrolate oral tablet 1 mg, 2 mg

MICONAZOLE-ZINC OXIDE-PETROLAT EXTERNAL 3/4
OINTMENT 0.25-15-81.35 %

VU_SION EXTE_RNAL_OINTMENT 0.25-15-81.35 % 3/4
(miconazole-zinc oxide-petrolat)

ASTRINGENTS, ANTI-INFECTIVE - Drugs for the Skin

benzalkonium chloride external solution 2
benzalkonium chloride external solution 50 % 1
chlorhexidine gluconate mouth/throat solution 0.12 % 1
hydrocortisone-iodoquinol external cream 1-1 % 1
iodine tincture external tincture 2 % 1
LUGOLS STRONG IODINE EXTERNAL SOLUTION 5-10 % 3
PERIDEX MOUTH/THROAT SOLUTION 0.12 %

(chlorhexidine gluconate) 3/4
periogard mouth/throat solution 0.12 % 1
selenium sulfide external lotion 2.5 % 1
SILVADENE EXTERNAL CREAM 1 % (silver sulfadiazine) 3/4
silver sulfadiazine external cream 1 % 1
ssd external cream 1 % 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

AZOLES (SKIN AND MUCOUS MEMBRANE) - Drugs for the
Skin

clotrimazole mouth/throat troche 10 mg 1
clotrimazole-betamethasone external cream 1-0.05 % 1
clotrimazole-betamethasone external lotion 1-0.05 % 1
econazole nitrate external cream 1 % 1
ECONAZOLE NITRATE EXTERNAL FOAM 1 % 3/4
ECOZA EXTERNAL FOAM 1 % (econazole nitrate) 3/4
EXELDERM EXTERNAL CREAM 1 % (sulconazole nitrate) 3
EXELDERM EXTERNAL SOLUTION 1 % (sulconazole 3
nitrate)

GYNAZOLE-1 VAGINAL CREAM 2 % (butoconazole nitrate (1 3
dose))

JUBLIA EXTERNAL SOLUTION 10 % (efinaconazole) 3/4 QL (4 ml per month.)
ketoconazole external cream 2 %

ketoconazole external foam 2 %

ketoconazole external shampoo 2 %

ketodan external foam 2 %

LULICONAZOLE EXTERNAL CREAM 1 % 3/4
LUZU EXTERNAL CREAM 1 % (luliconazole) 3/4
miconazole 3 vaginal suppository 200 mg 1
MICONAZOLE-ZINC OXIDE-PETROLAT EXTERNAL 3/4
OINTMENT 0.25-15-81.35 %

ORAVIG BUCCAL TABLET 50 MG (miconazole) 3
oxiconazole nitrate external cream 1 % 1
OXISTAT EXTERNAL LOTION 1 % (oxiconazole nitrate) 3/4
SULCONAZOLE NITRATE EXTERNAL CREAM 1 % 3
SULCONAZOLE NITRATE EXTERNAL SOLUTION 1 % 3
terconazole vaginal cream 0.4 %, 0.8 % 1
terconazole vaginal suppository 80 mg 1
VU_SION EXTE_RNAL_OINTMENT 0.25-15-81.35 % 3/4
(miconazole-zinc oxide-petrolat)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
BASIC LOTIONS AND LINIMENTS - Drugs for the Skin
GORDOFILM EXTERNAL SOLUTION 16.7-16.7 % (salicylic 5
acid-lactic acid)
methyl salicylate external liquid 1
PRONAL EXTERNAL GEL 40-10 % (urea-lactic acid)
SALVAX DUO PLUS EXTERNAL KIT 6 & 35 % (salicylic acid- 3
ureain lactac)
turpentine external spirit 1
VITAMIN C BRIGHTENING SERUM EXTERNAL LIQUID
XIRUN EXTERNAL GEL 40-10 % 3
ZACARE EXTERNAL KIT 4 & 0.2 %, 8 & 0.2 % (benzoyl 3
peroxide-hyaluronate)
BASIC OINTMENTS AND PROTECTANTS - Drugs for the
Skin
ARTISS EXTERNAL KIT 10 ML, 2 ML, 4 ML (fibrin sealant 3
component)
calcipotriene external cream 0.005 %
calcipotriene external ointment 0.005 %
calcipotriene external solution 0.005 %
calcipotriene-betameth diprop external ointment 0.005- 1
0.064 %
CALCITRENE EXTERNAL OINTMENT 0.005 % 3
(calcipotriene)
ENSTILAR EXTERNAL FOAM 0.005-0.064 % (calcipotriene-

. 3/4
betameth diprop)
nitroglycerin rectal ointment 0.4 % 1 QL (30 grams per month.)
RECTIV RECTAL OINTMENT 0.4 % (nitroglycerin) 3/4 QL (30 grams per month.)
SANTYL EXTERNAL OINTMENT 250 UNIT/GM (collagenase) 3
TACLONEX EXTERNAL SUSPENSION 0.005-0.064 % 1
(calcipotriene-betameth diprop)
TISSEEL EXTERNAL KIT 10 ML, 2 ML, 4 ML (fibrin sealant 3
component)
VTAMA EXTERNAL CREAM 1 % (tapinarof) 3/4 PA

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
BASIC POWDERS AND DEMULCENTS - Drugs for the Skin

benzoin external tincture 1

CELL STIMULANTS AND PROLIFERANTS - Drugs for the

Skin

ALTRENO EXTERNAL LOTION 0.05 % (tretinoin) 3/4 PA
clindamycin-tretinoin external gel 1.2-0.025 % 1
ENTADFI ORAL CAPSULE 5-5 MG (finasteride-tadalafil) 3/4
finasteride oral tablet 5 mg 1
minoxidil oral tablet 10 mg, 2.5 mg 1

RETIN-A MICRO PUMP EXTERNAL GEL 0.06 %, 0.08 %

(tretinoin microsphere) 3/4 PA
tretinoin external cream 0.025 %, 0.05 %, 0.1 % 1

tretinoin external gel 0.01 %, 0.025 % 1

tretinoin external gel 0.05 % 1 PA
tretinoin microsphere external gel 0.04 %, 0.08 %, 0.1 % 1 PA
tretinoin microsphere pump external gel 0.04 %, 0.08 %, 0.1

% 1 PA
tretinoin oral capsule 10 mg 1 CM
TWYNEO EXTERNAL CREAM 0.1-3 % (tretinoin-benzoyl 3/4
peroxide)

CORTICOSTEROIDS (SKIN, MUCOUS MEMBRANE) - Drugs

for the Skin

alclometasone dipropionate external cream 0.05 % 1
alclometasone dipropionate external ointment 0.05 % 1
amcinonide external cream 0.1 % 1
amcinonide external ointment 0.1 % 1
ANALPRAM HC EXTERNAL QREAM 1-1%, 2.5-1 % 3/4
(hydrocortisone ace-pramoxine)

ANALPRAM HC EXTERNAL LOTION 2.5-1 % (hydrocortisone 3
ace-pramoxine)

ANUCORT-HC RECTAL SUPPOSITORY 25 MG 2
ANUSOL-HC EXTERNAL CREAM 2.5 % (hydrocortisone) 3/4

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

ANUSOL-HC RECTAL SUPPOSITORY 25 MG
(hydrocortisone acetate)

betamethasone dipropionate aug external cream 0.05 %

3/4

betamethasone dipropionate aug external gel 0.05 %

betamethasone dipropionate aug external lotion 0.05 %

betamethasone dipropionate aug external ointment 0.05 %

betamethasone dipropionate external cream 0.05 %

betamethasone dipropionate external lotion 0.05 %

betamethasone dipropionate external ointment 0.05 %

betamethasone valerate external cream 0.1 %

betamethasone valerate external foam 0.12 %

betamethasone valerate external lotion 0.1 %

RPlRrR R R R R R RR R

betamethasone valerate external ointment 0.1 %

BRYHALI EXTERNAL LOTION 0.01 % (halobetasol
propionate)

budesonide rectal foam 2 mg, 2 mg/act 1

3/4

calcipotriene-betameth diprop external ointment 0.005-
0.064 %

clobetasol prop emollient base external cream 0.05 %

clobetasol propionate e external cream 0.05 %

=

clobetasol propionate emulsion external foam 0.05 %
CLOBETASOL PROPIONATE EXTERNAL CREAM 0.025 % 3/4
clobetasol propionate external cream 0.05 %

clobetasol propionate external foam 0.05 %

clobetasol propionate external gel 0.05 %

clobetasol propionate external liquid 0.05 %

clobetasol propionate external lotion 0.05 %

clobetasol propionate external ointment 0.05 %

clobetasol propionate external shampoo 0.05 %

clobetasol propionate external solution 0.05 %

clocortolone pivalate external cream 0.1 %

RPlR| R R R R R R R R

clodan external shampoo 0.05 %

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
clotrimazole-betamethasone external cream 1-0.05 % 1
clotrimazole-betamethasone external lotion 1-0.05 % 1
CORDRAN EXTERNAL TAPE 4 MCG/SQCM 3
(flurandrenolide)
CORTANE-B EXTERNAL LOTION 10-10-1 MG/ML (hc- 3/4
pramoxine-chloroxylenol)
CORTEF ORAL TABLET 10 MG, 20 MG, 5 MG

. 3/4
(hydrocortisone)
CORTENEMA RECTAL ENEMA 100 MG/60ML

: 3/4
(hydrocortisone)
CORTIFOAM EXTERNAL FOAM 10 % (hydrocortisone 5
acetate)
DERMA-SMOOTHE/FS BODY EXTERNAL OIL 0.01 % 3/4
(fluocinolone acetonide)
DERMA-SMOOTHE/FS SCALP EXTERNAL OIL 0.01 % 3/4

(fluocinolone acetonide)
DERMOTIC OTIC OIL 0.01 % (fluocinolone acetonide) 3/4
desonide external cream 0.05 %

desonide external gel 0.05 %

desonide external lotion 0.05 %

desonide external ointment 0.05 %

desoximetasone external cream 0.05 %, 0.25 %

desoximetasone external gel 0.05 %

desoximetasone external liquid 0.25 %

desoximetasone external ointment 0.05 %, 0.25 %

diflorasone diacetate external cream 0.05 %

RPlRrlR R R RPR R R R R

diflorasone diacetate external ointment 0.05 %

DIPROLENE EXTERNAL OINTMENT 0.05 % (betamethasone
dipropionate aug)

ENSTILAR EXTERNAL FOAM 0.005-0.064 % (calcipotriene-
betameth diprop)

EPIFOAM EXTERNAL FOAM 1-1 % (pramoxine-hc) 2
fluocinolone acetonide body external oil 0.01 % 1

3/4

3/4

fluocinolone acetonide external cream 0.01 %, 0.025 % 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

=

fluocinolone acetonide external ointment 0.025 %

fluocinolone acetonide external solution 0.01 %

fluocinolone acetonide otic oil 0.01 %

fluocinolone acetonide scalp external oil 0.01 %

fluocinonide emulsified base external cream 0.05 %

fluocinonide external cream 0.05 %, 0.1 %

fluocinonide external gel 0.05 %

fluocinonide external ointment 0.05 %

fluocinonide external solution 0.05 %

flurandrenolide external lotion 0.05 %

fluticasone propionate external cream 0.05 %

fluticasone propionate external lotion 0.05 %

fluticasone propionate external ointment 0.005 %

halcinonide external cream 0.1 %

halobetasol propionate external cream 0.05 %

RPlRr R R R RPR R RRRR R R R

halobetasol propionate external ointment 0.05 %

HEMMOREX-HC RECTAL SUPPOSITORY 25 MG
(hydrocortisone acetate)

w

HEMMOREX-HC RECTAL SUPPOSITORY 30 MG

(hydrocortisone acetate) 3/4

hydrocortisone (perianal) external cream 2.5 % 1

hydrocortisone ace-pramoxine external cream 1-1 %, 2.5-1
%

HYDROCORTISONE ACETATE EXTERNAL CREAM 2.5 % 3/4

hydrocortisone acetate rectal suppository 25 mg, 30 mg

hydrocortisone butyrate external cream 0.1 %

hydrocortisone butyrate external ointment 0.1 %

hydrocortisone butyrate external solution 0.1 %

hydrocortisone external cream 2.5 %

hydrocortisone external lotion 2.5 %

hydrocortisone external ointment 1 %, 2.5 %

RlR R R R R R R

hydrocortisone oral tablet 10 mg, 20 mg, 5 mg

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

ace-pramoxine)

hydrocortisone rectal enema 100 mg/60ml 1
hydrocortisone valerate external cream 0.2 % 1
hydrocortisone valerate external ointment 0.2 % 1
hydrocortisone-acetic acid otic solution 1-2 % 1
hydrocortisone-iodoquinol external cream 1-1 % 1
hydrocort-pramoxine (perianal) external cream 2.5-1 % 1
IMPOYZ EXTERNAL CREAM 0.025 % (clobetasol 3/4
propionate)
KHINDIVI ORAL SOLUTION 1 MG/ML (hydrocortisone) 3/4 PA
KOURZEQ MOUTH/THROAT PASTE 0.1 % (triamcinolone 5
acetonide)
MICORT HC EXTERNAL CREAM 2.5 % (hydrocortisone 3/4
acetate)
mometasone furoate external cream 0.1 %
mometasone furoate external ointment 0.1 %
mometasone furoate external solution 0.1 %
NEO-SYNALAR EXTERNAL CREAM 0.5-0.025 % (neomycin- 3/4
fluocinolone)
NUCORT EXTERNAL LOTION 2 % (hydrocortisone acetate) 3
nystatin-triamcinolone external cream 100000-0.1 unit/gm- 1
%
nystatin-triamcinolone external ointment 100000-0.1 1
unit/gm-%
ORALONE MOUTH/THROAT PASTE 0.1 % (triamcinolone 5
acetonide)
PRAMOSONE EXTERNAL CREAM 1-1 % (pramoxine-hc) 2
PRAMOSONE EXTERNAL LOTION 1-1 %, 1-2.5 % 5
(pramoxine-hc)
PROCORT EXTERNAL CREAM 1.85-1.15 % (hydrocortisone 3/4
ace-pramoxine)
PROCTOCORT RECTAL SUPPOSITORY 30 MG

- 3/4
(hydrocortisone acetate)
PROCTOFOAM HC EXTERNAL FOAM 1-1 % (hydrocortisone 5

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
procto-med hc external cream 2.5 % 1
PROCTOSOL HC EXTERNAL CREAM 2.5 %

) 3/4
(hydrocortisone)
PROCTOZONE-HC EXTERNAL CREAM 2.5 %

) 3/4
(hydrocortisone)
SCALACORT DK EXTERNAL KIT 2 & 2-2 % (hc & sal acid- 3
sulfur & shampoo)
SERNIVO EXTERNAL EMULSION 0.05 % (betamethasone 3/4
dipropionate)
SYNALAR EXTERNAL CREAM 0.025 % (fluocinolone 3/4
acetonide)
SYNALAR EXTERNAL OINTMENT 0.025 % (fluocinolone 3/4
acetonide)
TACLONEX EXTERNAL SUSPENSION 0.005-0.064 % 1

(calcipotriene-betameth diprop)
TEXACORT EXTERNAL SOLUTION 2.5 % (hydrocortisone) 2
TOPICORT EXTERNAL OINTMENT 0.05 %, 0.25 %

(desoximetasone) 3/4
tovet external foam 0.05 % 1
triamcinolone acetonide external aerosol solution 0.147 1
mg/gm

triamcinolone acetonide external cream 0.025 %, 0.1 %, 0.5 1
%

triamcinolone acetonide external lotion 0.025 %, 0.1 % 1
triamcinolone acetonide external ointment 0.025 %, 0.1 %, 1
0.5%

triamcinolone acetonide mouth/throat paste 0.1 %

triderm external cream 0.5 %

EMOLLIENTS, DEMULCENTS, AND PROTECTANTS - Drugs

for the Skin

MICONAZOLE-ZINC OXIDE-PETROLAT EXTERNAL 3/4
OINTMENT 0.25-15-81.35 %

VUSION EXTERNAL OINTMENT 0.25-15-81.35 % 3/4

(miconazole-zinc oxide-petrolat)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

HYDROXYPYRIDONES (SKIN, MUCOUS MEMBRANE) -
Drugs for the Skin

ciclodan external solution 8 % 1

ciclopirox external gel 0.77 % 1

ciclopirox external shampoo 1 % 1

ciclopirox external solution 8 % 1

ciclopirox olamine external cream 0.77 % 1

ciclopirox olamine external suspension 0.77 % 1

CICLOPIROX TREATMENT EXTERNAL KIT 8 % 3/4

IMMUNOMODULATORY AGENTS (84:06) - Drugs for the

Skin

ADBRY SUBCUTANEOUS SOLUTION AUTO-INJECTOR 300 5 PA; QL (2 auto-injectors per
MG/2ML (tralokinumab-Idrm) month.)

ADBRY SUBCUTANEOUS SOLUTION PREFILLED SYRINGE ,

150 MG/ML (tralokinumab-ldrm) 2 PA; QL (0.15 mi per day.)
BIMZELX SUBCUTANEOUS SOLUTION AUTO-INJECTOR 3 PA; QL (1 auto-injector per
160 MG/ML (bimekizumab-bkzx) month.)

BIMZELX SUBCUTANEOUS SOLUTION AUTO-INJECTOR 3 PA; QL (2 ml (1 syringe) per
320 MG/2ML (bimekizumab-bkzx) month.)

BIMZELX SUBCUTANEOUS SOLUTION PREFILLED 3 PA; QL (1 syringe per
SYRINGE 160 MG/ML (bimekizumab-bkzx) month.)

BIMZELX SUBCUTANEOUS SOLUTION PREFILLED 3 PA; QL (2 ml (1 syringe) per
SYRINGE 320 MG/2ML (bimekizumab-bkzx) month.)

DUPIXENT SUBCUTANEOUS SOLUTION AUTO-INJECTOR ,

200 MG/1.14ML (dupilumab) 2 PA; QL (0.09 mi per day.)
DUPIXENT SUBCUTANEOUS SOLUTION AUTO-INJECTOR ,

300 MG/2ML (dupilumab) 2 PA; QL (0.15 mi per day.)
DUPIXENT SUBCUTANEOUS SOLUTION PREFILLED ,

SYRINGE 200 MG/1.14ML (dupilumab) 2 PA; QL (0.09 mi per day.)
DUPIXENT SUBCUTANEOUS SOLUTION PREFILLED ,

SYRINGE 300 MG/2ML (dupilumab) 2 PA; QL (0.15 mi per day.)
EBGLYSS SUBCUTANEOUS SOLUTION AUTO-INJECTOR 5 PA; QL (1 pen (2 ml) per
250 MG/2ML (lebrikizumab-lbkz) month.)

EBGLYSS SUBCUTANEOUS SOLUTION PREFILLED 5 PA; QL (1 pen (2 ml) per
SYRINGE 250 MG/2ML (lebrikizumab-Ibkz) month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

AUTO-INJECTOR 200 MG/2ML (guselkumab)

HYFTOR EXTERNAL GEL 0.2 % (sirolimus) 3/4 PA; QL (10 g per 23 days.)
ICOTYDE ORAL TABLET 200 MG (icotrokinra hcl) 2 mn%") (30 tablets per
NEMLUVIO SUBCUTANEOUS AUTO-INJECTOR 30 MG 5 PA; QL (2 pens every 4
(nemolizumab-ilto) weeks.)

pimecrolimus external cream 1 % 1

PROGRAF ORAL CAPSULE 0.5 MG, 1 MG, 5 MG 3/4

(tacrolimus)

PROGRAF ORAL PACKET 0.2 MG, 1 MG (tacrolimus) 3/4 PA

RHAPSIDO ORAL TABLET 25 MG (remibrutinib) 2 m;g") (60 tablets per
sirolimus oral solution 1 mg/ml

sirolimus oral tablet 0.5 mg, 1 mg, 2 mg

SKYRIZI PEN SUBCUTANEOUS SOLUTION AUTO- ,

INJECTOR 150 MG/ML (risankizumab-rzaa) 2 PA; QL (1 ml per 63 days.)
SKYRIZI SUBCUTANEOUS SOLUTION PREFILLED SYRINGE ,

150 MG/ML (risankizumab-rzaa) 2 PA; QL (1 ml per 63 days.)
SPEVIGO SUBCUTANEOUS SOLUTION PREFILLED 3/4 PA; QL (2 Prefilled syringes
SYRINGE 150 MG/ML (spesolimab-sbzo) per month.)

SPEVIGO SUBCUTANEOUS SOLUTION PREFILLED 3/4 PA; QL (1 prefilled syringe
SYRINGE 300 MG/2ML (spesolimab-sbzo) per month.)

tacrolimus external ointment 0.03 %, 0.1 %

tacrolimus oral capsule 0.5 mg, 1 mg, 5 mg

TREMFYA ONE-PRESS SUBCUTANEOUS SOLUTION PEN- 5 PA; QL (1 mL (1 device)
INJECTOR 100 MG/ML (guselkumab) every 8 weeks.)

TREMFYA PEN SUBCUTANEOUS SOLUTION AUTO- 5 PA; QL (1 mL (1 device)
INJECTOR 100 MG/ML (guselkumab) every 8 weeks.)

TREMFYA PEN SUBCUTANEOUS SOLUTION AUTO- 5 PA; QL (2 ml (1 auto-injector)
INJECTOR 200 MG/2ML (guselkumab) per month.)

TREMFYA SUBCUTANEOUS SOLUTION PREFILLED ,

SYRINGE 100 MG/ML (guselkumab) 2 PA; QL (2 ml per 2 months)
TREMFYA SUBCUTANEOUS SOLUTION PREFILLED 5 PA; QL (2 ml (1 syringe) per
SYRINGE 200 MG/2ML (guselkumab) month.)

TREMFYA-CD/UC INDUCTION SUBCUTANEOUS SOLUTION 5 PA; QL (4 ml (2 pens/1 box)

per month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

JANUS KINASE INHIBITORS (84:06) - Drugs for the Skin

ANZUPGO EXTERNAL CREAM 20 MG/GM (delgocitinib) 3/4 PA

CIBINQO ORAL TABLET 100 MG, 200 MG, 50 MG 5 PA; QL (1 tablet per day.);

(abrocitinib) CM

JAKAFI ORAL TABLET 10 MG, 15 MG, 20 MG, 25 MG, 5 MG 5 PA; QL (2 tablets per day.);

(ruxolitinib phosphate) CM

JAKAFI XR ORAL TABLET EXTENDED RELEASE 24 HOUR 5 PA: CM

11 MG, 22 MG, 33 MG, 44 MG, 55 MG (ruxolitinib phosphate) ’

LITFULO ORAL CAPSULE 50 MG (ritlecitinib tosylate) 3 PA; QL (1 capsule per day.)

OPZELURA EXTERNAL CREAM 1.5 % (ruxolitinib PA; QL (240 grams per
hosphate) 3/4 prescription and 1200 grams

P per 365 days.)

roflumilast oral tablet 250 mcg 1 QL (31 tablets per year.)

roflumilast oral tablet 500 mcg 1 QL (1 tablet per day)

SOTYKTU ORAL TABLET 6 MG (deucravacitinib) 2 PA; QL (1 tablet per day.)

ZORYVE EXTERNAL CREAM 0.15 % (roflumilast) 3/4 PA

ZORYVE EXTERNAL CREAM 0.3 % (roflumilast) 3/4 gaA;SQ)L (60 grams per 30

ZORYVE EXTERNAL FOAM 0.3 % (roflumilast) 3/4 PA

KERATOLYTIC AGENTS - Drugs for the Skin

accutane oral capsule 10 mg, 20 mg, 30 mg, 40 mg

acitretin oral capsule 10 mg, 17.5 mg, 25 mg

adapalene-benzoyl peroxide external gel 0.1-2.5 %

AKLIEF EXTERNAL CREAM 0.005 % (trifarotene) 3/4 PA

amnesteem oral capsule 10 mg, 20 mg, 30 mg, 40 mg 1

AVAR CLEANSER EXTERNAL LIQUID 10-5 % (sulfacetamide 3/4

sodium-sulfur)

AVAR LS CLEANSER EXTERNAL LIQUID 10-2 % 3

(sulfacetamide sodium-sulfur)

AVAR-E EMOLLIENT EXTERNAL CREAM 10-5 % 3

(sulfacetamide sodium-sulfur)

AVIDOXY DK COMBINATION KIT 100 MG (doxycycline- 3

suncreen-sal acid)

bp 10-1 external emulsion 10-1 % 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
claravis oral capsule 10 mg, 20 mg, 30 mg, 40 mg 1
CONDYLOX EXTERNAL GEL 0.5 % (podofilox) 3/4
DERMACINRX UREA EXTERNAL CREAM 41 % (urea) 3/4
DERMACURE EXTERNAL CREAM 41 % (urea) 3/4
EXODERM EXTERNAL LOTION 25-1 % (sod thiosulfate- 3
salicylic acd)
GORDOFILM EXTERNAL SOLUTION 16.7-16.7 % (salicylic 5
acid-lactic acid)
HYDRO 40 EXTERNAL FOAM 40 % (urea) 3
isotretinoin capsule 10 mg oral 1
isotretinoin capsule 20 mg oral 1
isotretinoin capsule 30 mg oral 1
isotretinoin capsule 40 mg oral 1
PLEXION CLEANSER EXTERNAL LIQUID 9.8-4.8 %

. . 3/4
(sulfacetamide sodium-sulfur)
PLEXION CLEANSING CLOTH EXTERNAL PAD 9.8-4.8 % 3/4
(sulfacetamide sodium-sulfur)
PLEXION EXTERNAL CREAM 9.8-4.8 % (sulfacetamide 3/4
sodium-sulfur)
PLEXION EXTERNAL LOTION 9.8-4.8 % (sulfacetamide 3/4
sodium-sulfur)
PODOCON-25 EXTERNAL SOLUTION 25 % (podophyllum 3
resin)
podofilox external gel 0.5 % 1
podofilox external solution 0.5 % 1
PRONAL EXTERNAL GEL 40-10 % (urea-lactic acid) 3
PYROGALLIC ACID EXTERNAL OINTMENT 25-2 % 2
SALICATE EXTERNAL LIQUID 10 % (salicylic acid) 3
salicylic acid external solution 26 % 1
SALVAX DUO PLUS EXTERNAL KIT 6 & 35 % (salicylic acid- 3
ureain lactac)
SCALACORT DK EXTERNAL KIT 2 & 2-2 % (hc & sal acid- 3
sulfur & shampoo)
sss 10-5 external cream 10-5 % 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
sulfacetamide sodium-sulfur external cream 10-2 %, 10-5 %, 1

9.8-4.8 %

sulfacetamide sodium-sulfur external emulsion 10-1 % 1
sulfacetamide sodium-sulfur external liquid 10-2 %, 10-5 %, 1

9-4 %, 9.8-4.8 %

sulfacetamide sodium-sulfur external lotion 10-5 %, 9.8-4.8 1

%

sulfacetamide sodium-sulfur external suspension 10-5 %, 1

8-4 %

sulfacetamide sod-sulfur wash external liquid 9-4 %

sulfacetamide-sulfur in urea external emulsion 10-5 %

SULFACLEANSE 8/4 EXTERNAL SUSPENSION 8-4 % 3
(sulfacetamide sodium-sulfur)

SUMAXIN CP EXTERNAL KIT 10-4 % (sulfacetamide-sulfur- 3/4
cleanser)

SUMAXIN EXTERNAL PAD 10-4 % (sulfacetamide sodium- 3/4

sulfur)

tazarotene external cream 0.05 %, 0.1 % 1 PA
TAZAROTENE EXTERNAL FOAM 0.1 % 3/4 PA
tazarotene external gel 0.05 %, 0.1 % 1 PA
TAZORAC EXTERNAL CREAM 0.05 %, 0.1 % (tazarotene) 3/4 PA
TAZORAC EXTERNAL GEL 0.05 %, 0.1 % (tazarotene) 3/4 PA
URAMAXIN EXTERNAL GEL 45 % (urea) 3/4

urea external cream 20 %, 40 %, 41 % 1

urea external lotion 40 % 1
VEREGEN EXTERNAL OINTMENT 15 % (sinecatechins) 3

XIRUN EXTERNAL GEL 40-10 % 3
zenatane oral capsule 10 mg, 20 mg, 30 mg, 40 mg 1
KERATOPLASTIC AGENTS - Drugs for the Skin

coal tar external solution 20 % 1

LOCAL ANTI-INFECTIVES, MISCELLANEOUS - Drugs for

the Skin

ACANYA EXTERNAL GEL 1.2-2.5 % (clindamycin phos- 3/4

benzoyl perox)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
adapalene-benzoyl peroxide external gel 0.1-2.5 % 1
benzalkonium chloride external solution 2
benzalkonium chloride external solution 50 % 1
BENZAMYCIN EXTERNAL GEL 5-3 % (benzoyl peroxide- 5
erythromycin)
benzoyl peroxide-erythromycin external gel 5-3 %
chlorhexidine gluconate mouth/throat solution 0.12 %
clindamycin phos-benzoyl perox external gel 1.2-5 % 1 glc_)rgtlht;ottle (45 grams) per
clindamycin phos-benzoyl perox external gel 1-5 %, 1.2-2.5 1
%, 1.2-3.75 %
CORTANE-B EXTERNAL LOTION 10-10-1 MG/ML (hc- 3/4
pramoxine-chloroxylenol)
DEBACTEROL MOUTH/THROAT SOLUTION 30-50 % 5
(sulfuric acid-sulf phenolics)
DIABECIN HR EXTERNAL CREAM 4.12-0.13 % (lidocaine- 3
benzalkonium (pod))
FEM PH VAGINAL GEL 0.9-0.025 % (acetic acid- 3/4
oxyquinoline)
hydrocortisone-iodoquinol external cream 1-1 %
iodine tincture external tincture 2 %
LUGOLS STRONG IODINE EXTERNAL SOLUTION 5-10 %
neuac external gel 1.2-5 % 1 QL (1 bottle (45 grams) per
month.)

ONEXTON EXTERNAL GEL 1.2-3.75 % (clindamycin phos- 3/4
benzoyl perox)
PERIDEX MOUTH/THROAT SOLUTION 0.12 %

. 3/4
(chlorhexidine gluconate)
periogard mouth/throat solution 0.12 % 1
selenium sulfide external lotion 2.5 % 1
SILVADENE EXTERNAL CREAM 1 % (silver sulfadiazine) 3/4
silver sulfadiazine external cream 1 % 1
ssd external cream 1 % 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

SULFAMYLON EXTERNAL CREAM 85 MG/GM (mafenide

%

acetate) 3

TWYNEO EXTERNAL CREAM 0.1-3 % (tretinoin-benzoyl 3/4

peroxide)

ZACARE EXTERNAL KIT 4 & 0.2 %, 8 & 0.2 % (benzoyl 3

peroxide-hyaluronate)

ZACLIR CLEANSING EXTERNAL LOTION 8 % 3

NONSTEROIDAL ANTI-INFLAMMAT.AGENTS(SKIN) - Drugs

for the Skin

diclofenac sodium external gel 3 % 1 PA

OXABOROLES - Drugs for the Skin

tavaborole external solution 5 % 1 QL (10 mL per month.)
PHOSPHODIESTERASE-4 INHIBITORS (84:06) - Drugs for

the Skin

EUCRISA EXTERNAL OINTMENT 2 % (crisaborole) 3

JASCAYD ORAL TABLET 18 MG, 9 MG (nerandomilast) 3/4 mn%) (60 tablets per
roflumilast oral tablet 250 mcg 1 QL (31 tablets per year.)
roflumilast oral tablet 500 mcg 1 QL (1 tablet per day)
ZORYVE EXTERNAL CREAM 0.05 %, 0.15 % (roflumilast) 3/4 PA

ZORYVE EXTERNAL CREAM 0.3 % (roflumilast) 3/4 ggs?)" (60 grams per 30
PIGMENTING AGENTS - Drugs for the Skin

methoxsalen rapid oral capsule 10 mg 1

POLYENES (SKIN AND MUCOUS MEMBRANE) - Drugs for

the Skin

klayesta external powder 100000 unit/gm 1

nystatin external cream 100000 unit/gm 1

nystatin external ointment 100000 unit/gm 1

nystatin external powder 100000 unit/gm 1

nystatin mouth/throat suspension 100000 unit/ml 1

nystatin-triamcinolone external cream 100000-0.1 unit/gm- 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

nystatin-triamcinolone external ointment 100000-0.1
unit/gm-%

nystop external powder 100000 unit/gm

SCABICIDES AND PEDICULICIDES - Drugs for the Skin

CROTAN EXTERNAL LOTION 10 % (crotamiton)

EURAX EXTERNAL CREAM 10 % (crotamiton)

malathion external lotion 0.5 %

=

OVIDE EXTERNAL LOTION 0.5 % (malathion)

3/4

permethrin external cream 5 %

PRURADIK EXTERNAL LOTION 10 % (crotamiton)

SOOLANTRA EXTERNAL CREAM 1 % (ivermectin)

spinosad external suspension 0.9 %

sulfurated lime external solution

RPlR| R W|-

SKIN AND MUCOUS MEMBRANE AGENTS, MISC. - Drugs
for the Skin

accutane oral capsule 10 mg, 20 mg, 30 mg, 40 mg

acitretin oral capsule 10 mg, 17.5 mg, 25 mg

adapalene-benzoyl peroxide external gel 0.1-2.5 %

ADBRY SUBCUTANEOUS SOLUTION PREFILLED SYRINGE
150 MG/ML (tralokinumab-ldrm)

PA; QL (0.15 ml per day.)

AKLIEF EXTERNAL CREAM 0.005 % (trifarotene)

PA

AMELUZ EXTERNAL GEL 10 % (aminolevulinic acid hcl)

amnesteem oral capsule 10 mg, 20 mg, 30 mg, 40 mg

ARTISS EXTERNAL KIT 10 ML, 2 ML, 4 ML (fibrin sealant
component)

azelaic acid external gel 15 %

AZELEX EXTERNAL CREAM 20 % (azelaic acid)

B & C EXTERNAL OINTMENT

balsam peru-castor oil external ointment

bexarotene external gel 1 %

PR W w| -

BIMZELX SUBCUTANEOUS SOLUTION AUTO-INJECTOR
160 MG/ML (bimekizumab-bkzx)

PA; QL (1 auto-injector per
month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

BIMZELX SUBCUTANEOUS SOLUTION PREFILLED

limits
PA; QL (1 syringe per

300 MG/2ML (dupilumab)

SYRINGE 160 MG/ML (bimekizumab-bkzx) 3 month.)

brimonidine tartrate external gel 0.33 % 1 PA

calcipotriene external cream 0.005 % 1

calcipotriene external ointment 0.005 % 1

calcipotriene external solution 0.005 % 1

calcipotriene-betameth diprop external ointment 0.005- 1

0.064 %

CALCITRENE EXTERNAL OINTMENT 0.005 % 3

(calcipotriene)

calcitriol external ointment 3 mcg/gm 1

CIBINQO ORAL TABLET 100 MG, 200 MG, 50 MG 5 PA; QL (1 tablet per day.);

(abrocitinib) CM

claravis oral capsule 10 mg, 20 mg, 30 mg, 40 mg 1

clindamycin-tretinoin external gel 1.2-0.025 % 1

CONDYLOX EXTERNAL GEL 0.5 % (podofilox) 3/4

COSENTYX (300 MG DOSE) SUBCUTANEOUS SOLUTION .

PREFILLED SYRINGE 150 MG/ML (secukinumab) 2 PA; QL (0.072 mi per day.)
COSENTYX 150 MG/ML SUBCUTANEOUS SOLUTION ]

PREFILLED SYRINGE 150 MG/ML (secukinumab) 2 PA; QL (0.036 mi per day.)
COSENTYX 150 MG/ML SUBCUTANEOUS SOLUTION ]

PREFILLED SYRINGE 75 MG/0.5ML (secukinumab) 2 PA; QL (0.018 mi per day.)
COSENTYX SENSOREADY (300 MG) SUBCUTANEOUS _

SOLUTION AUTO-INJECTOR 150 MG/ML (secukinumab) 2 PA; QL (0.072 mi per day.)
COSENTYX SENSOREADY PEN SUBCUTANEOUS )

SOLUTION AUTO-INJECTOR 150 MG/ML (secukinumab) 2 PA; QL (0.036 mi per day.)
COSENTYX UNOREADY SUBCUTANEOUS SOLUTION )

AUTO-INJECTOR 300 MG/2ML (secukinumab) 2 PA; QL (0.072 mi per day.)
dapsone external gel 5%, 7.5 %

dapsone oral tablet 100 mg, 25 mg

DUPIXENT SUBCUTANEOUS SOLUTION AUTO-INJECTOR .

200 MG/1.14ML (dupilumab) 2 PA; QL (0.09 mi per day.)

DUPIXENT SUBCUTANEOUS SOLUTION AUTO-INJECTOR > PA; QL (0.15 ml per day.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

DUPIXENT SUBCUTANEOUS SOLUTION PREFILLED

SYRINGE 300 MG/2ML (dupilumab) 2 PA; QL (0.15 mi per day.)
ENDARI ORAL PACKET 5 GM (glutamine (sickle cell)) 3/4 QL (6 packets per day)
ENSTILAR EXTERNAL FOAM 0.005-0.064 % (calcipotriene-

betameth diprop) 3/4

FEM P_H VAGINAL GEL 0.9-0.025 % (acetic acid- 3/4

oxyquinoline)

FILSUVEZ EXTERNAL GEL 10 % (birch triterpenes) 3/4 PA; QL (14.4 grams per day.)
FINACEA EXTERNAL FOAM 15 % (azelaic acid)

fluorouracil external cream 5 %

fluorouracil external solution 2 %, 5 %

HALUCORT EXTERNAL GEL (dermatological products, 3

misc.)

HYFTOR EXTERNAL GEL 0.2 % (sirolimus) 3/4 PA; QL (10 g per 23 days.)
imiguimod external cream 5 % 1

isotretinoin capsule 10 mg oral 1

isotretinoin capsule 20 mg oral 1

isotretinoin capsule 30 mg oral 1

isotretinoin capsule 40 mg oral 1

KLISYRI (250 MG) EXTERNAL OINTMENT 1 % (tirbanibulin) 3/4

KLISYRI (350 MG) EXTERNAL OINTMENT 1 % (tirbanibulin) 3/4

LEVULAN KERASTICK EXTERNAL SOLUTION 3

RECONSTITUTED 20 % (aminolevulinic acid hcl)

[-glutamine oral packet 5 gm 1 QL (6 packets per day)
LITFULO ORAL CAPSULE 50 MG (ritlecitinib tosylate) 3 PA; QL (1 capsule per day.)
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

MIRVASO EXTERNAL GEL 0.33 % (brimonidine tartrate) PA

nitroglycerin rectal ointment 0.4 % QL (30 grams per month.)
OPZELURA EXTERNAL CREAM 1.5 % (ruxolitinib 3/ Er'i;?r'i‘pgéioa%rﬂ‘;o%eérams
phosphate) per 365 days.)

OTEZLA ORAL TABLET 20 MG (apremilast) 2 PA; QL (60 tablets per

month.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &
limits

INJECTOR 100 MG/ML (guselkumab)

OTEZLA ORAL TABLET 30 MG (apremilast) 2 PA; QL (2 tablets per day.)
OTEZLA ORAL TABLET THERAPY PACK 10 & 20 & 30 MG 5 PA; QL (55 tablets (one
(apremilast) starter pack) per year.)
OTEZLA ORAL TABLET THERAPY PACK 4 X 10 & 51 X20 MG 5 PA; QL (1 starter pack per
(apremilast) year.)

PANRETIN EXTERNAL GEL 0.1 % (alitretinoin)

pimecrolimus external cream 1 % 1

POI_DOCON—25 EXTERNAL SOLUTION 25 % (podophyllum 3

resin)

podofilox external gel 0.5 %

podofilox external solution 0.5 %

PYROGALLIC ACID EXTERNAL OINTMENT 25-2 %

RECTIV RECTAL OINTMENT 0.4 % (nitroglycerin) 3/4 QL (30 grams per month.)
RHOFADE EXTERNAL CREAM 1 % (oxymetazoline hcl) 3/4 PA

SANTYL EXTERNAL OINTMENT 250 UNIT/GM (collagenase) 3
S =0 LT AUTo 2 Aot miperssdays
fgg;g}ﬁg?ig;ﬁgfﬁgbsri;)glt_)UTION PREFILLED SYRINGE 5 PA: QL (1 ml per 63 days.)
SOTYKTU ORAL TABLET 6 MG (deucravacitinib) 2 PA; QL (1 tablet per day.)
TACLONEX EXTERNAL SUSPENSION 0.005-0.064 % 1

(calcipotriene-betameth diprop)

tacrolimus external ointment 0.03 %, 0.1 % 1

tazarotene external cream 0.05 %, 0.1 % 1 PA

TAZAROTENE EXTERNAL FOAM 0.1 % 3/4 PA

tazarotene external gel 0.05 %, 0.1 % 1 PA

TAZORAC EXTERNAL CREAM 0.05 %, 0.1 % (tazarotene) 3/4 PA

TAZORAC EXTERNAL GEL 0.05 %, 0.1 % (tazarotene) 3/4 PA

TISSEEL EXTERNAL KIT 10 ML, 2 ML, 4 ML (fibrin sealant 3

component)

TOLAK EXTERNAL CREAM 4 % (fluorouracil) 3/4

TREMFYA ONE-PRESS SUBCUTANEOUS SOLUTION PEN- 5 PA; QL (1 mL (1 device)

every 8 weeks.)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

TREMFYA SUBCUTANEOUS SOLUTION PREFILLED

limits

60 mg

SYRINGE 100 MG/ML (guselkumab) 2 PA; QL (2 ml per 2 months)
5 -

VAL_CHLOR EXTERNAL GEL 0.016 % (mechlorethamine hcl 5 PA: SP: SMCS

(topical))

VENELEX EXTERNAL OINTMENT (balsam peru-castor oil) 3

VEREGEN EXTERNAL OINTMENT 15 % (sinecatechins) 3

VTAMA EXTERNAL CREAM 1 % (tapinarof) 3/4 PA

ZELSUVMI EXTERNAL GEL 10.3 % (berdazimer sodium) 3/4

zenatane oral capsule 10 mg, 20 mg, 30 mg, 40 mg 1

ZORYVE EXTERNAL CREAM 0.3 % (roflumilast) 3/4 gaA;SQ)L (60 grams per 30

ZORYVE EXTERNAL FOAM 0.3 % (roflumilast) 3/4 PA

SUNSCREEN AGENTS - Drugs for the Skin

AVIDOXY DK COMBINATION KIT 100 MG (doxycycline- 3

suncreen-sal acid)

SMOOTH MUSCLE RELAXANTS - Drugs to Relax Muscles

ANTIMUSCARINICS - Drugs for the Urinary System

COBENFY ORAL CAPSULE 100-20 MG, 125-30 MG, 50-20 PA; QL (62 capsules per
. : : 3/4

MG (xanomeline-trospium chloride) month.)

COBENFY STARTER PACK ORAL CAPSULE THERAPY 3/4 PA; QL (1 starter pack per

PACK 50-20 & 100-20 MG (xanomeline-trospium chloride) year.)

darifenacin hydrobromide er oral tablet extended release 24 1

hour 15 mg, 7.5 mg

flavoxate hcl oral tablet 100 mg 1

oxybutynin chloride er oral tablet extended release 24 hour 1

10 mg, 15 mg, 5mg

oxybutynin chloride oral solution 5 mg/5ml

oxybutynin chloride oral tablet 2.5 mg, 5 mg

solifenacin succinate oral tablet 10 mg, 5 mg

tolterodine tartrate er oral capsule extended release 24 1

hour 2 mg, 4 mg

tolterodine tartrate oral tablet 1 mg, 2 mg 1

trospium chloride er oral capsule extended release 24 hour 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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Prescription drug name

Drug tier

Coverage requirements &

trospium chloride oral tablet 20 mg

limits

VESICARE ORAL TABLET 10 MG, 5 MG (solifenacin
succinate)

3/4

RESPIRATORY SMOOTH MUSCLE RELAXANTS - Drugs for
Lungs

elixophyllin oral elixir 80 mg/15ml

sildenatfil citrate oral suspension reconstituted 10 mg/ml

PA; QL (186 ml per month.)

sildenafil citrate oral tablet 20 mg

QL (0.5 tablet per day.)

THEO-24 ORAL CAPSULE EXTENDED RELEASE 24 HOUR
100 MG, 200 MG, 300 MG, 400 MG (theophylline)

theophylline er oral tablet extended release 12 hour 100
mg, 200 mg, 300 mg, 450 mg

theophylline er oral tablet extended release 24 hour 400
mg, 600 mg

theophylline oral elixir 80 mg/15ml

theophylline oral solution 80 mg/15ml

SELECTIVE BETA-3-ADRENERGIC AGONISTS - Drugs for
the Urinary System

GEMTESA ORAL TABLET 75 MG (vibegron)

3/4

mirabegron er oral tablet extended release 24 hour 25 mg,
50 mg

MYRBETRIQ ORAL TABLET EXTENDED RELEASE 24 HOUR
25 MG, 50 MG (mirabegron)

3/4

VITAMINS

MULTIVITAMIN PREPARATIONS

DAVIMET-FLUORIDE ORAL TABLET CHEWABLE 0.75 MG
(pediatric multivitamins-fl)

3/4

ELITE-OB ORAL TABLET 50-1.25 MG (prenatal vit-iron
carbonyl-fa)

ENBRACE HR ORAL CAPSULE (prenat vit-fe gly cys-fa-
omega)

FLORIVA PLUS ORAL SUSPENSION 0.25 MG/ML (pediatric
multivitamins-fl)

3/4

FLOTREX ORAL TABLET CHEWABLE 0.25 MG, 0.5 MG
(pediatric multivitamins-fl)

3/4

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
FLOTREX ORAL TABLET CHEWABLE 1 MG (pediatric 3
multivitamins-fl)

M-NATAL PLUS ORAL TABLET 27-1 MG 3
multivitamin w/fluoride oral tablet chewable 0.25 mg, 0.5 1
mg, 1 mg

multivitamin/fluoride oral suspension 0.25 mg/ml 1
multi-vitamin/fluoride oral suspension 0.25 mg/ml, 0.5 1
mg/ml

multivitamin/fluoride oral tablet chewable 0.25 mg, 0.5 mg, 1
1 mg

multi-vitamin/fluoride/iron oral solution 0.25-10 mg/ml 1
NATAL PNV ORAL TABLET 6-0.5 MG

NEONATAL COMPLETE ORAL TABLET 27-1 MG 3
NEONATAL PLUS ORAL TABLET 27-1 MG (prenatal vit-fe 3
fumarate-fa)

NESTABS ONE ORAL CAPSULE 38-1-225 MG (prenat-fe- 3
methylfol-dha w/o a)

NESTABS ORAL TABLET 32-1 MG (prenat-fe bisgly-fa-w/o 3
vit a)

ONE VITE WOMENS PLUS ORAL TABLET 27-1 MG 3
ONENATAL RX ORAL TABLET 1 MG (prenatal multivit-min- 3
fe-fa)

pnv 27-cal/fe/fa oral tablet 60-1 mg 1
POLY-VI-FLOR ORAL SUSPENSION 0.25 MG/ML (pediatric 3/4
multivitamins-fl)

POLY-VI-FLOR ORAL TABLET CHEWABLE 0.25 MG, 0.5 MG, 3/4
1 MG (pediatric multivitamins-fl)

POLY-VI-FLOR/IRON ORAL SUSPENSION 0.25-7 MG/ML 3
(ped multivitamins-fl-iron)

POLY-VI-FLOR/IRON ORAL TABLET CHEWABLE 0.5-10 MG 3
(ped multivitamins-fl-iron)

PREMESISRX ORAL TABLET 1 MG (prenatal ca-b6-b12-fa- 3
ginger)

prenatal oral tablet 27-1 mg 1
prenatal plus vitamin/mineral oral tablet 27-1 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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

PRENATE DHA ORAL CAPSULE 18-0.6-0.4-300 MG (prenat-

feasp-meth-fa-dha w/o a) 3
PRENATE ELITE ORAL TABLET 20-0.6-0.4 MG (prenatal- 3
feaspgly-methylfol-fa)
PRENATE ENHANCE ORAL CAPSULE 28-0.6-0.4-400 MG

3
(prenat w/o a-fe-methfol-fa-dha)
PRENATE ESSENTIAL ORAL CAPSULE 18-0.6-0.4-300 MG 3
(prenat-feasp-meth-fa-dha w/o a)
PRENATE MINI ORAL CAPSULE 18-0.6-0.4-350 MG (prenat-

3
fecbn-feasp-meth-fa-dha)
PRENATE ORAL TABLET CHEWABLE 0.6-0.4 MG (prenat 3
mv-min-methylfolate-fa)
PRENATE PIXIE ORAL CAPSULE 10-0.6-0.4-200 MG (prenat- 3
feasp-meth-fa-dha w/o a)
PRENATE RESTORE ORAL CAPSULE 27-0.6-0.4-400 MG 3

(prenat w/o a-fe-methfol-fa-dha)
RELNATE DHA ORAL CAPSULE 28-1-200 MG 3
SELECT-OB ORAL TABLET CHEWABLE 29-1 MG (prenatal

vit-fe psac cmplx-fa) 3/4
TRINATE ORAL TABLET (prenatal vit-fe fumarate-fa) 3
TRISTART DHA ORAL CAPSULE 31-0.6-0.4-200 MG 3
TRI-VI-FLOR ORAL SUSPENSION 0.25 MG/ML (pediatric 3
multivitamins-fl)
TRI-VI-FLORO ORAL SUSPENSION 0.25 MG/ML, 0.5 MG/ML 3
TRI-VITAMIN WITH FLUORIDE ORAL SUSPENSION 0.25

3/4
MG/ML
tri-vite/fluoride oral solution 0.25 mg/ml, 0.5 mg/ml 1
VITAFOL FE+ ORAL CAPSULE 90-0.6-0.4-200 MG (prenat-fe 3
poly-methfol-fa-dha)
VITAFOL-OB+DHA ORAL 65-1 & 250 MG (prenatal mv-min-fe 3
fum-fa-dha)
VITATHELY WITH GINGER ORAL TABLET 27-1 MG (prenatal 3
vit-fe fumarate-fa)
WESCAP-PN DHA ORAL CAPSULE 27-0.6-0.4-300 MG 3/4
WESNATE DHA ORAL CAPSULE 28-1-200 MG 3

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
WESTGEL DHA ORAL CAPSULE 31-0.6-0.4-200 MG 3
VITAMIN A

TRI-VI-FLOR ORAL SUSPENSION 0.25 MG/ML (pediatric
multivitamins-fl)

TRI-VI-FLORO ORAL SUSPENSION 0.25 MG/ML, 0.5 MG/ML
tri-vite/fluoride oral solution 0.25 mg/ml, 0.5 mg/ml 1
VITAMIN B COMPLEX

BEYAZ ORAL TABLET 3-0.02-0.451 MG (drospiren-eth
estrad-levomefol)

CALCIFOL ORAL WAFER 1342-1.6 MG (ca carb-fa-d-b6-b12-
boron-mg)

cyanocobalamin injection solution 1000 mcg/ml
CYANOCOBALAMIN INJECTION SOLUTION 2000 MCG/ML
cyanocobalamin nasal solution 500 mcg/0.1ml

drospiren-eth estrad-levomefol oral tablet 3-0.02-0.451 mg,
3-0.03-0.451 mg

ELITE-OB ORAL TABLET 50-1.25 MG (prenatal vit-iron
carbonyl-fa)

ENBRACE HR ORAL CAPSULE (prenat vit-fe gly cys-fa-
omega)

folic acid oral tablet 400 mcg, 800 mcg

folic acid tablet 1 mg oral (rx)

m| | m

ft folic acid oral tablet 400 mcg, 800 mcg
HEMATINIC/FOLIC ACID ORAL TABLET 324-1 MG 3/4

lederle leucovorin oral tablet 5 mg 1
leucovorin calcium oral tablet 10 mg, 15 mg, 25 mg, 5 mg

M-NATAL PLUS ORAL TABLET 27-1 MG

multivitamin/fluoride oral tablet chewable 0.25 mg, 0.5 mg, 1
1 mg

NASCOBAL NASAL SOLUTION 500 MCG/0.1ML 3
(cyanocobalamin)

NATAL PNV ORAL TABLET 6-0.5 MG 3
NEONATAL COMPLETE ORAL TABLET 27-1 MG 3

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
NEONATAL PLUS ORAL TABLET 27-1 MG (prenatal vit-fe 3
fumarate-fa)
NESTABS ONE ORAL CAPSULE 38-1-225 MG (prenat-fe- 3
methylfol-dha w/o a)
NESTABS ORAL TABLET 32-1 MG (prenat-fe bisgly-fa-w/o 3
vit a)
niacin er (antihyperlipidemic) oral tablet extended release 1
1000 mg, 500 mg, 750 mg
ONE VITE WOMENS PLUS ORAL TABLET 27-1 MG 3
ONENATAL RX ORAL TABLET 1 MG (prenatal multivit-min- 3
fe-fa)
pnv 27-cal/fe/fa oral tablet 60-1 mg 1
PREMESISRX ORAL TABLET 1 MG (prenatal ca-b6-b12-fa- 3
ginger)
prenatal oral tablet 27-1 mg
prenatal plus vitamin/mineral oral tablet 27-1 mg
PRENATE DHA ORAL CAPSULE 18-0.6-0.4-300 MG (prenat- 3
feasp-meth-fa-dha w/o a)
PRENATE ELITE ORAL TABLET 20-0.6-0.4 MG (prenatal- 3
feaspgly-methylfol-fa)
PRENATE ENHANCE ORAL CAPSULE 28-0.6-0.4-400 MG

3
(prenat w/o a-fe-methfol-fa-dha)
PRENATE ESSENTIAL ORAL CAPSULE 18-0.6-0.4-300 MG 3
(prenat-feasp-meth-fa-dha w/o a)
PRENATE MINI ORAL CAPSULE 18-0.6-0.4-350 MG (prenat-

3
fecbn-feasp-meth-fa-dha)
PRENATE ORAL TABLET CHEWABLE 0.6-0.4 MG (prenat 3
mv-min-methylfolate-fa)
PRENATE PIXIE ORAL CAPSULE 10-0.6-0.4-200 MG (prenat- 3
feasp-meth-fa-dha w/o a)
PRENATE RESTORE ORAL CAPSULE 27-0.6-0.4-400 MG

3
(prenat w/o a-fe-methfol-fa-dha)
RELNATE DHA ORAL CAPSULE 28-1-200 MG 3
SAFYRAL ORAL TABLET 3-0.03-0.451 MG (drospiren-eth E H

estrad-levomefol)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
SELECT-OB ORAL TABLET CHEWABLE 29-1 MG (prenatal 3/4
vit-fe psac cmplx-fa)

TRINATE ORAL TABLET (prenatal vit-fe fumarate-fa) 3
TRISTART DHA ORAL CAPSULE 31-0.6-0.4-200 MG 3
TRI-VI-FLOR ORAL SUSPENSION 0.25 MG/ML (pediatric 3
multivitamins-fl)

TRI-VI-FLORO ORAL SUSPENSION 0.25 MG/ML, 0.5 MG/ML 3
TRUE FOLIC ACID ORAL TABLET 400 MCG E H
tydemy oral tablet 3-0.03-0.451 mg 1 H
VITAFOL FE+ ORAL CAPSULE 90-0.6-0.4-200 MG (prenat-fe 3
poly-methfol-fa-dha)

VITAFOL-OB+DHA ORAL 65-1 & 250 MG (prenatal mv-min-fe 3
fum-fa-dha)

VITATHELY WITH GINGER ORAL TABLET 27-1 MG (prenatal 3
vit-fe fumarate-fa)

WESCAP-PN DHA ORAL CAPSULE 27-0.6-0.4-300 MG 3/4
WESNATE DHA ORAL CAPSULE 28-1-200 MG 3
WESTGEL DHA ORAL CAPSULE 31-0.6-0.4-200 MG 3
VITAMIN C

MOVIPREP ORAL SOLUTION RECONSTITUTED 100 GM 3/4
(peg-kcl-nacl-nasulf-na asc-c)

peg-3350/electrolytes/ascorbat oral solution reconstituted 1
100 gm

peg-kcl-nacl-nasulf-na asc-c oral solution reconstituted 100 1
gm

PLENVU ORAL SOLUTION RECONSTITUTED 140 GM (peg- 5
kcl-nacl-nasulf-na asc-c)

TRI-VI-FLOR ORAL SUSPENSION 0.25 MG/ML (pediatric 3
multivitamins-fl)

TRI-VI-FLORO ORAL SUSPENSION 0.25 MG/ML, 0.5 MG/ML
tri-vite/fluoride oral solution 0.25 mg/ml, 0.5 mg/ml

VITAMIN D

CALCIFOL ORAL WAFER 1342-1.6 MG (ca carb-fa-d-b6-b12- 3

boron-mg)

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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
calcitriol oral capsule 0.25 mcg, 0.5 mcg 1
calcitriol oral solution 1 mcg/ml 1
doxercalciferol oral capsule 0.5 mcg, 1 mcg, 2.5 mcg 1
DRISDOL_ORAL CAPSULE 1.25 MG (50000 UT) 3/4
(ergocalciferol)

ergocalciferol oral capsule 1.25 mg (50000 ut) 1
FLORIVA _ORA_L LIQUID 0.25-400 MG-UNIT/ML (sodium 3
fluoride-vitamin d)

FOSAMAX PLUS D ORAL TABLET 70-2800 MG-UNIT, 70- 3
5600 MG-UNIT (alendronate-cholecalciferol)

paricalcitol oral capsule 1 mcg, 2 mcg, 4 mcg 1
ROCAL_TROL ORAL CAPSULE 0.25 MCG, 0.5 MCG 3/4
(calcitriol)

ROCALTROL ORAL SOLUTION 1 MCG/ML (calcitriol) 3/4
TRI—\_/I?FLO_R ORAL SUSPENSION 0.25 MG/ML (pediatric 3
multivitamins-fl)

TRI-VI-FLORO ORAL SUSPENSION 0.25 MG/ML, 0.5 MG/ML
tri-vite/fluoride oral solution 0.25 mg/ml, 0.5 mg/ml

vitamin d (ergocalciferol) oral capsule 1.25 mg (50000 ut)

ZEMPLAR ORAL CAPSULE 1 MCG, 2 MCG (paricalcitol) 3/4
VITAMIN E

wheat germ oil oral oil 1
VITAMIN K ACTIVITY

phytonadione oral tablet 5 mg 1

Drug Tier 1: Your lowest cost medications; Drug Tier 2: Your mid-range cost medications; Drug Tier 3: Your
mid-range to high-cost medications; Drug Tier 3/4: Your highest cost medications; PA: Prior authorization
required; QL: Quantity Limit; H: Part of Health Care Reform; 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; E: Excluded from
coverage unless covered as part of health care reform preventive; SM: State Mandated Benefit Program,
Cost-share cap by state mandate applies when condition appropriate.; 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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abacavir sulfate........ccccoeeeeeee... 34
abacavir sulfate-lamivudine...34
abigale......cccccvvvviiiiiinnnns 237, 250
abigalelo....................... 237, 250
abiraterone acetate................. 45
abirtega.....cccccvveeeeviiiiiiiiiiiiiens 45
ABRYSVO....ccoooivieeeeieeeeen, 60
acamprosate calcium..... 15, 140
ACANYA.....ccoeeeee. 36, 313, 332
acarbOSe......ccoevevviiiieeiieee, 223
ACCU-CHEK AVIVA............... 168
ACCU-CHEK FASTCLIX

LANCET KIT..cooiiiiieiieeeeeeen. 169
ACCU-CHEK GUIDE.............. 169
ACCU-CHEK GUIDE

CONTROL ..., 169
ACCU-CHEK GUIDE ME........ 169
ACCU-CHEK GUIDE TEST.... 180
ACCU-CHEK SMARTVIEW
CONTROL ..., 169
ACCU-CHEK SOFTCLIX
LANCET DEVICEKIT ............. 169
accutan€......ccceeeveeneennen. 330, 335
ACD-A NOCLOT-50.................. 77
acebutolol hcl

.................... 76, 96, 101, 104, 111
acetaminophen-codeine
................................ 121, 147, 150
acetazolamide

.................. 89, 101, 123, 182, 196
acetazolamide er

.................. 89, 101, 123, 182, 196
aceticacid.....ccooocevveeieiinnenens 203
acetylcysteine......... 15, 272, 305
acitretin.......coeevveveeenen. 330, 335
ACTEMRA.............. 268, 280, 284
ACTEMRA ACTPEN
................................ 268, 280, 284
ACTHAR ..o, 180, 249
ACTHAR GEL................. 179, 248
ACTHIB ... 60
ACTIMMUNE..........ccovveeen. 284
ACTIVELLA........ccovvee 237, 250
ACTOPLUS MET............ 227, 261
ACULAR ..., 158, 203
ACULARLS......cccoeeee. 157, 203
ACUVAIL......ccooevvveeees 158, 204
acyclovir................. 39, 318, 319
ADACEL......coveieeieeeeeeein, 60, 61
ADALIMUMAB-ADAZ

212, 213, 271, 280, 281, 284, 285

adapalene-benzoyl peroxide

........................ 295, 330, 333, 335
ADBRY ..ot 328, 335
ADDY ..ttt 140
adefovir dipivoxil.................... 39
ADEMPAS. ... 310, 311
ADRENALIN............. 65, 206, 297

ADVAIR HFA.... 74, 196, 217, 300
ADVANTAGE SAFETY

LANCETS 28G....cccevvvvvves 169
ADVATE. ..., 81
ADVOCATE SAFETY

LANCETS 21G....ccoevvvvvv, 169
ADVOCATE SAFETY

LANCETS 23G....covvevvvvvvies 169
ADVOCATE SAFETY

LANCETS 28G....cccevvvvvves 169
ADYNOVATE ..o 81
ADZENYS XR-ODT................ 120
AEROCHAMBER HOLDING
CHAMBER ......oooiiiiiieviieee 169
AEROCHAMBER PLS FLOVU
MTHPIECE......c.coocovveieeeennnn. 169
AEROCHAMBER PLUS FLO-

VU INTERM.....oovveieieeen, 169
AEROCHAMBER PLUS FLO-

VU LARGE.......oiveeveeeeeeen 169
AEROCHAMBER PLUS FLO-

VU MEDIUM........ccveieiiiies 169
AEROCHAMBER PLUS FLO-

VU SMALL...oovieiieieeeieeee, 169
AEROCHAMBER2GO ANTI-
STATIC ..o 169
afirmelle................. 228, 237, 250
AFLURIA ... 61
AFLURIA PRESERVATIVE

FREE ..o, 61
AFREZZA ..o 258
AFSTYLA ..., 81
aftera......oceeeeeennenns 225, 228, 250
AIMOVIG.....cccoooivieeeeeeee 139
AIRSUPRA

.......... 74,197, 217, 300, 306, 309
AKEEGA.....ccoo i 45
AKLIEF ..., 330, 335
AKTEN ..o 204
AKYNZEO....cccooevieiiiiiinnn 207, 215
albendazole.....cccccoevveeierennnn... 23
albuterol sulfate.............. 74, 309
ALBUTEROL SULFATE... 74, 309
albuterol sulfate hfa........ 74, 309
ALCAINE......ccoooiiiieeeeieeee 204

alclometasone dipropionate 322

ALCOHOL PREP PADS......... 169
ALECENSA......cooi i, 45
alendronate sodium.............. 275
alfuzosin hcl er.....coooevvvvneen. 73
aliskiren fumarate................. 115
allopurinol.........covvveiiiiieinnnnns 274
ALLZITAL................ 121, 136, 147
almotriptan malate................ 160
ALOCRIL......vveeeveves 191, 305
ALOGLIPTIN BENZOATE...... 235
ALOGLIPTIN-METFORMIN

o (O 227,235
ALOGLIPTIN-PIOGLITAZONE
........................................ 235, 261
ALORA.....ccoeiiieeeeen, 237, 275
alosetron hcl.....ooovveeiiiiinns 208
ALPHAGAN P......cc........ 191, 312
ALPHANATE ..., 81
ALPHANINE SD.......ccovvveee. 81
alprazolam..........ccccvvvieeeenenn. 138
alprazolam er...........ccccuvvveeen. 138
alprazolam intensol.............. 138
alprazolam Xr..........cccccvvvnnnen. 138
ALPROLIX. ..., 82
ALREX ..., 197
ALTACAINE.......ccooeevn.... 204, 272
altavera.................. 228, 237, 250
ALTRENO........ooevvvveeeen. 45, 322
ALTUVIIO ..o, 82
ALUNBRIG........ccevveeeeeen. 45, 46
ALVAIZ ..o, 79
alvimopan ........ccccceevennnne 207, 213
alyacen 1/35........... 228, 237, 250
alyacen 7/7/7.......... 228, 237, 250
ALYFTREK.....ccooviiiiieeeeinn 302
F=1 )Y/ o [ 114, 307, 310
amantadine hcl................ 21, 119
ambrisentan........... 116, 303, 310
amcinonide......ccooooveeeeeeennnnn. 322
AMELUZ .......coovveeinnn. 312, 335
amethyst................ 228, 237, 250
amiloride hcl............ 90, 115, 184
amiloride-
hydrochlorothiazide...... 184, 187
aminocaproic acid.................. 82
amiodarone hcl.......cccoeeeee... 105
AMITIZA ..o, 206, 213
amitriptyline hcl.................... 163
AMJEVITA...... 213, 271, 281, 285
AMJEVITA-PED 15KG TO

<30KG .......... 213, 271, 281, 285



amlodipine besylate

................................ 106, 108, 116
amlodipine besylate-
benazepril hel................. 94, 106
amlodipine besylate-
valsartan.......ccocoevvevinnen, 92, 107

amlodipine-atorvastatin 107, 110
amlodipine-olmesartan...92, 107
amlodipine-valsartan-hctz

.................................. 93, 107, 187
amnesteem.......coceueeenen. 330, 335
aMmoXapiNe.....cooovvevvvieeieeeenn. 163
amoxicill-clarithro-lansopraz
.................................... 22,40, 216
amoxicillin................. 22,23, 209
amoxicillin-potassium
clavulanate........cccccccceiiinnnns 23
amoxicillin-potassium
clavulanate er.........ccccccceeennns 23
amphetamine er................... 120
amphetamine sulfate............ 120
amphetamine-
dextroamphetamine.............. 120
amphetamine-
dextroamphetamine er......... 120
amphet-dextroamphet 3-

bead er.......ccccoiiiiiiiiiin 120
ampicillin........ccooo, 23
AMZEEQ............. 24, 43,192, 313
anagrelide hcl........ccoooiiin. 88
ANALPRAM HC

................ 197, 217, 218, 317, 322
anastrozole......ccooeuuen. 46, 225
ANCOBON........ccviiiieiieeeeeeeee 42
ANDEMBRY ....cooooiiiiiiiiiiiineneen. 89
ANGELIQ......oovviiiiiiinns 237, 250
ANNOVERA............ 228, 237, 250
ANORO ELLIPTA.....ccccc.... 66, 74
ANTICOAGULANT SODIUM
CITRATE ..ot 77
ANUCORT-HC........ 197, 218, 322
ANUSOL-HC...197, 218, 322, 323
ANZEMET ..., 207
ANZUPGO.......oeveiiiiieieiiiee, 330
apap-caff-dihydrocodeine
........................ 121, 147, 150, 155
APOKYN ...t 147
apomorphine hcl................... 147
apraclonidine hcl.......... 191, 203
aprepitant.......ccceeeveeveiiiiiennnnn. 215
F=1 o] o [ 228, 237, 250
APRISO ..o 209
APTENSIO XR......ccovviiieeeeeennn. 155

APTIOM........coevvvveeennn. 123, 144
APTIVUS......cco o, 35
AQ INSULIN SYRINGE.......... 169
AQINJECT PEN NEEDLE...... 169
AQNEURSA........cce 291
AQUORAL.....coeeeeiireiiieeee, 203
ARAKODA ..., 24
aranelle.................. 228, 237, 250
ARANESP (ALBUMIN FREE)
...................................... 77,79, 80
ARBLI ... 93
ARCALYST..coooivveeeee, 291, 304
AREXVY .ot 61
arformoterol tartrate....... 74, 309
ARIKAYCE ....voiiiiiiiiiiieee e, 22
aripiprazole.................... 128, 134
armodafinil..........cccoeeeeiienns 164
ARMOUR THYROID............... 262
ARNUITY ELLIPTA
........................ 197, 218, 300, 306
ARTISS ... 321, 335
ARZOL SILVER NIT
APPLICATORS......cccoeevvvee 194
ascomp-codeine

........................ 136, 150, 155, 159
asenapine maleate........ 128, 134
ashlyna.......ccc......... 228, 237, 250
aspirin........coo..... 88, 89, 131, 159
aspirin 81........... 87, 88, 131, 159
aspirin adult low dose
............................ 87, 88, 131, 159
aspirin adult low strength
............................ 87, 88, 131, 159

aspirin childrens87, 88, 131, 159
aspirin ec adult low dose
............................ 87, 88, 131, 159
aspirin ec low dose
............................ 87, 88, 131, 159
aspirin ec low strength
............................ 87, 88, 131, 159
aspirin low dose

...................... 87, 88, 89, 131, 159
aspirin regimen. 88, 89, 131, 159
aspirin-dipyridamole er

.......................... 88, 114, 159, 180
ASSURE CONTROL

SOLUTION 2/3....iiiiiieeeiinn. 169
ASSURE ID DUO PRO PEN
NEEDLES........cocvveieevveeeeee, 170
ASSURE ID PRO PEN
NEEDLES........cocvveieevveeeeee, 170
ASTRINGYN ..o, 82
atazanavir sulfate.................... 35
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atenolol...... 76, 96, 101, 104, 111
atenolol-chlorthalidone

.................................. 96, 101, 188
atomoxetine hcl............. 140, 155
ATORVALIQ......ccoiiiiiiieeen. 110
atorvastatin calcium............. 110
atovaguone.......cccceevvveeeveennnnnnn, 25
atovaquone-proguanil hcl...... 24
atropine sulfate. 15, 66, 205, 297
ATROVENT HFA.............. 66, 297
ATTRUBY ..o, 101
aubraeq................ 228, 237, 250
AUGMENTIN ..o 23
AUGTYRO...ccooiieeieeeeeee 46
AUM INSULIN SAFETY PEN
NEEDLE......cccoooeviiieiieeiieeee, 170
AUM MINI INSULIN PEN
NEEDLE......cccoooeviieiieeiiieeee, 170
AUM PEN NEEDLE................ 170
AUM READYGARD DUO PEN
NEEDLE......cccoooeviiieiieeiieeee, 170

AUM SAFETY PEN NEEDLE. 170
AURANOFIN...217, 265, 281, 285

aurovela 1.5/30...... 228, 237, 250
aurovela 1/20......... 228, 238, 250
aurovela 24 fe........ 228, 238, 250
aurovela fe 1.5/30..228, 238, 250
aurovela fe 1/20.....228, 238, 250
AUSTEDO.......coeevvvieeeeiieee, 164
AUSTEDO XR.....oovveevvvieee 164
AUSTEDO XR PATIENT

TITRATION .o, 164

AUTOLET LANCING DEVICE 170
AUTOLET LITE LANCING

DEVICE.......ooooiieeeeeeeeeeeeee 170
AUVELITY . 127
AUVI-Q...oooiiiiiieei, 65, 297
avanafil ...co.cccoeeeiiiiie 114
AVAR CLEANSER.......... 313, 330
AVAR LS CLEANSER.... 313, 330
AVAR-E EMOLLIENT..... 313, 330
AVERI.......covveee, 229, 238, 250
aviane......coccevve. 229, 238, 250
AVIDOXY ..cocovvveeeeen. 24,43, 313
AVIDOXY DK............ 43, 330, 339
AVMAPKI FAKZYNJA CO-

PACK ..o 46
AVONEX PEN................. 267, 285
AVONEX PREFILLED.... 267, 285
AVTOZMA.....coiieeeieeeeeeee 268
L \YAU 1o - D 229, 238, 250
AYVAKIT .o, 46
AZASAN.......... 264, 281, 285, 289



AZASITE ..o 192
azathioprine...264, 281, 285, 289
azelaic acid .................... 313, 335
azelastine hcl................. 191, 309
AZELEX....ccooiiiiiieenn. 313, 335
AZILSARTAN MEDOXOMIL
............................................ 92, 93
azithromycin..................... 40, 41
AZSTARYS ..o, 155
AZULFIDINE

.................. 43, 209, 265, 281, 285
AZULFIDINE EN-TABS
.................. 43, 209, 265, 281, 285
azurette.....ccoveuneenen. 229, 238, 251
B&C. i, 335
bac (butalbital-acetamin-
caff)................ 121, 136, 147, 155
bacitracin-polymyxin b
.................................. 28,192, 313
bacitra-neomycin-
polymyxin-hc...29, 192, 197, 313
baclofen.....ccoovveeivieiiins 70, 71
BACTRIM......cevvveeen. 25,43, 44
BACTRIMDS................ 25,43, 44
BAFIERTAM.......cccvvvee.. 266, 285
BALCOLTRA........... 229, 238, 251
balsalazide disodium............ 209
balsam peru-castor oil.......... 335
BALVERSA. ..., 46
balziva........c........... 229, 238, 251
BANZEL.................. 123, 144, 145

BAQSIMI ONE PACK15, 245, 273
BAQSIMI TWO PACK

.................................. 15, 245, 273
BARACLUDE..........ccccvviiiiiinees 39
BAXDELA ..., 42
BAXFENDY ....oovviiiiiiiiiiiiin 91
BD AUTOSHIELD DUO PEN
NEEDLES..............coco 170
BD BLUNT FILL NEEDLE....... 170
BD ECLIPSE LUER-LOK
NEEDLE......ccccoiiiiiiiin 170
BD ECLIPSE NEEDLE........... 170
BD PEN NEEDLE MICRO
ULTRAFINE......cccoo i, 170
BD PEN NEEDLE MINI
ULTRAFINE......cccoo i, 170
BD PEN NEEDLE NANO
ULTRAFINE......cccoo i, 170
BD PEN NEEDLE ORIG
ULTRAFINE......cccoo i, 170
BD PEN NEEDLE SHORT
ULTRAFINE......cccoo i, 170

BD SAFETYGLIDE NEEDLE..170
BD SHARPS COLLECTOR.... 170
BD ULTRA-FINE INSULIN

SYRINGES ... 171
BD ULTRA-FINE PEN
NEEDLES........ccooooiiiiiiiis 171
BD VEO INSULIN SYR
ULTRAFINE ......cooviiiiiiiiiinne 171
BELBUCA.......ccoieeeie 154
belladonna alkaloids-opium
.......................................... 66, 150
BELSOMRA.........cceenne 133, 154
benazepril hel.................... 94
benazepril-
hydrochlorothiazide........ 94, 187
BENEFIX.....iiiiiiiiiiiiieee 82
BENLYSTA.....ccoiiiieeeen. 266, 289
benzalkonium chloride. 319, 333
BENZAMYCIN................ 313, 333
BENZNIDAZOLE................ 25, 38
benzoin.....ccccooeeiiiiiiiiiii, 322
benzonatate........................... 299
benzoyl peroxide-
erythromycin................. 313, 333
benztropine mesylate..... 69, 122
bepotastine besilate....... 19, 191
BERINERT ........ccvvveeeeen. 279, 280
BESIFLOXACIN HCL.............. 192
BESIVANCE.......ooiiiiiiie 192
BESREMI.................... 36, 46, 285
BETADINE OPHTHALMIC

PREP ..ot 194
betaine......cccoooeeviiiiiiiiiiieee, 291
betamethasone dipropionate
........................................ 218, 323
betamethasone dipropionate
AUG cevnneeeeie e eei e 218, 323
betamethasone valerate
........................................ 218, 323
BETAPACE AF

............ 71, 96, 101, 104, 105, 111
BETASERON.................. 267, 285
betaxolol hcl

............ 76, 96, 101, 104, 112, 195
bethanechol chloride.............. 72
BETIMOL............ 71, 96, 104, 195
BETOPTIC-S............ 76, 104, 195
BEVESPI AEROSPHERE
.................................... 66, 74, 319
bexarotene............... 46, 312, 335
BEXSERO......coiiiiiiiiiiiiiiieeee 61
BEYAZ............ 229, 238, 251, 343
BEYFORTUS ... 38

bicalutamide......cc.ccovvvveeiinnn.n. 46
BIGFOOT UNITY PROGRAM 171

BIJUVA. ... 238, 251
BIKTARVY .....cccovieeeenn. 32,33,34
BILTRICIDE.........oeviiiiiieeiiiies 23
bimatoprost........ccccovvvveeeeennn. 205
BIMZELX.......ccee.... 328, 335, 336
BINOSTO......cociiiiiiiieeeeeee 275
bis subcit-metronid-tetracyc
...................... 24, 25, 43, 207, 209
bisacodyl eC..........ccccviinnnnnn. 210
bismuth/metronidaz/tetracyc
N 24, 26, 43, 207, 209
bisoprolol fumarate

.................... 76, 96, 102, 104, 112
bisoprolol-
hydrochlorothiazide 96, 102, 187
blisovi 24 fe........... 229, 238, 251
blisovi fe 1.5/30..... 229, 238, 251
blisovi fe 1/20........ 229, 238, 251
BLUJEPA. ..o 44
BONJESTA ..., 208
BONSITY ..o 248, 275
BOOSTRIX...ccooiiiiiiiiiie 60, 61
bosentan................ 116, 303, 310
BOSULIF ... 46
bp 10-1..cciiiiiiiiiis 313, 330
BRAFTOVI...cooiiiiiiiiiiiee e 46
BREATHE COMFORT
CHAMBER/ADULT .........ccc..... 171
BREATHE COMFORT
CHAMBER/CHILD.................. 171
BRENZAVVY ... 259

BREO ELLIPTA 74, 197, 218, 300
BREZTRI AEROSPHERE

.................................... 67, 74,218
briellyn................... 229, 238, 251
brimonidine tartrate
................................ 191, 312, 336
BRINSUPRI..........covuue.... 299, 306
brinzolamide.......ccccoeeevvunnnnn. 196
brivaracetam...........ccoeeeevenen... 123
BRIVIACT ..., 123
bromfenac sodium................ 204
bromfenac sodium (once-

daily) .o 204
bromocriptine mesylate....... 142
BROMSITE ..., 204
BRONCHITOL....cocvvvveeeeeenn. 308
BRONCHITOL TOLERANCE
TEST oo, 308
BRUKINSA......oo e, 46
BRYHALI.....vveieieieeeie 323



BRYNOVIN......cccvviieiiiee 236
budesonide

................ 218, 219, 300, 306, 323
bumetanide.............. 90, 110, 182
BUMEX........ccccviieee 90, 110, 182
buprenorphine....................... 154
buprenorphine hcl................ 154
buprenorphine hcl-naloxone

hel 153, 154
bupropion hcl.........cooe 128
bupropion hcl er (smoking

det) . 64, 127
bupropion hcl er (sr)............. 127
bupropion hcl er (x)............. 127
BUPROPION HCL ER (XL).... 128
buspirone hcl................ 133, 146
butalbital-acetaminophen
................................ 121, 136, 148
butalbital-apap-caff-cod
................ 121, 136, 148, 150, 155
butalbital-apap-caffeine
........................ 121, 136, 148, 155
butalbital-asa-caff-codeine
........................ 136, 150, 155, 159
butalbital-aspirin-caffeine
................................ 136, 155, 159
butorphanol tartrate...... 131, 154
BYLVAY ... 211, 213
BYLVAY (PELLETS)....... 211, 213
BYQLOVI ... 197
cabergoline.......ccccccvniiinnnn. 142
CABLIVI...oooveiiiiiiie 78, 89
CABOMETYX ...otiiiiiiieieieeeieane 47
CAFERGOT.............. 72,131, 156
caffeine citrate............... 131, 156
CALCIFOL.............. 184, 343, 345
calcipotriene.................. 321, 336
calcipotriene-betameth

diprop ..ccccceeeeeennnnnnns 321, 323, 336
calcitonin (salmon)....... 226, 275
CALCITRENE................. 321, 336
calcitriol .....ccoooevivinnennnn. 336, 346
calcium acetate............. 183, 184
calcium acetate (phos
binder).....cooocveviiiiiiiiinnns 183, 184
CALQUENCE.......cccoviveiiieeeene 47
CAMBIA......ooiiieii 131, 148
camila....oocceeeviveveiieeiennn. 229, 251
CaAMIeSe....coceuvnn.e.. 229, 238, 251
camrese lo............. 229, 238, 251
CAMZYOS. ..o 101
candesartan cilexetil......... 92, 93

candesartan cilexetil-hctz

.......................................... 93, 187
capecitabine..........cccccceeeeeeenn. 47
CAPLYTA ..o, 134
CAPRELSA......cooiiiiieeee, a7
CapPtoPril .., 94
captopril-
hydrochlorothiazide........ 94, 187
CAPVAXIVE. ..., 61
carbamazepine.............. 123, 128
carbamazepine er.......... 123, 128
CARBATROL.................. 123, 128
carbidopa.....cccccceeviiiiiiiiiinnn, 141
carbidopa-levodopa.............. 142
carbidopa-levodopaecer......... 142
carbidopa-levodopa-
entacapone............cc...... 140, 142
carbinoxamine maleate
.................................... 17, 18, 304
CARBINOXAMINE MALEATE

ER ..o 17, 18, 304
CARBZAH................... 17, 18, 304
CARDAMYST ...ovviiiiiiieeeiiiie 106
CARDURA.........ccee 72,91, 96
CARDURA XL............... 72,91, 96
CAREPOINT POLY HUB
NEEDLE........ccoooiiiiiiiiiee 171
CAREPOINT PRECISION

POLY HUB.......cciiiiiiiieeees 171
CAREPOINT SAFETY 1ST
NEEDLE........ccoooiiiiiiiiiee 171
CARESENS CONTROL
SOLUTION A/B....ccooviiiiiiee 171

CARESENS LANCETS 30G...171
CARESENS S CONTROL

SOLN A/B...ciiiiiiieeeeeeeee 171
CARETOUCH CONTROL SOL
LEVEL 2o 171
CARETOUCH HYPODERMIC
NEEDLE........coooiiiiiieiiiieeeens 171
CARETOUCH
LANCING/EJECTOR.............. 171
carglumic acid....................... 181
carisoprodol.........ccccvvviveenennnn. 70
CARNITOR.....ceiiieeiieceee 291
CARNITOR SF......ovviiiiiieieins 291
CAROSPIR90, 111, 115, 116, 184
carteolol hcl ..o, 195
cartia xt...... 98, 99, 100, 106, 116
carvedilol

........ 71,73, 91, 96, 102, 104, 112
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carvedilol phosphate er

........ 71,73, 92, 96, 102, 104, 112
CAVERJECT .....ccceviunennn. 108, 117
CAVERJECT IMPULSE..108, 117
CAYA . 295
CAYSTON...coiiiiiiiiiiiieeeeeeee 37
cefaclor ... 20
cefaclor er.....ccoceeeveeiiiiiiiiieneenn. 20
cefadroxil..........ccco, 20
cefdinir.........ccccc 21
CefiXiMme ..o 21
CEFIXIME ..ot 21
cefpodoxime proxetil.............. 21
cefprozil.....cceveeeeeeeiiinnnnns 20, 21
cefuroxime axetil.................... 21
celecoXib ..., 141
CELONTIN ..coeiiiiiieeiieeeee 162
cephalexin.......ccccccoviiiiiiinnne. 20
CEQUR SIMPLICITY 2U........ 172
CERDELGA.........cocuveee. 189, 291
CERVIDIL.....cceiiiiiiieiiiiieeee 296
CETRAXAL ....oooiiiiiiieeeien 192
CETROTIDE.......ceeiiiieeeeee 225
cevimeline hcl......................... 72
CHANTIX oo 64, 69
CHANTIX CONTINUING

MONTH PAK ... 64, 69
CHANTIX STARTING MONTH
PAK .o 64, 69
charlotte 24 fe........ 229, 238, 251
chateal eq.............. 229, 238, 251
CHEMET ......ccoovnneen. 15, 217, 273
CHEMSTRIP BG LOG BOOK.172
CHEMSTRIP K...oooeeiiiiiiie 180
CHEMSTRIP UGK.................. 181
chlordiazepoxide hcl............ 138
chlordiazepoxide-
amitriptyline................... 138, 163
chlordiazepoxide-clidinium
.......................................... 67, 138
chlorhexidine gluconate
.................. 21, 194, 195, 319, 333
chloroquine phosphate.......... 24
chlorpromazine hcl....... 154, 155
chlorthalidone......... 91, 116, 188
chlorzoxazone.......cccccuvvevvennnnns 70
CHOLBAM......coeveeren. 211, 213
cholestyramine...........cccccco..... 98
cholestyramine light......... 97, 98
CHORIONIC
GONADOTROPIN........cceennee 246
CHOSEN LANCETS 30G....... 172

CHOSEN LANCING DEVICE. 172



CHOSEN SAFETY LANCETS

28G . 172
CIBINQO.......... 269, 281, 330, 336
ciclodan ..., 328
CICIOPIrOX cooiiiiiiiiiiiceeeee 328
ciclopirox olamine................ 328
CICLOPIROX TREATMENT...328
cilostazol.......cccoovveviiinnnin. 88, 114
CILOXAN ...cooiiiiiieiieiee e 192
CIMDUO ...t 34
cimetidine.......ccoeeeuvvevennnn. 19, 215
cimetidine hcl.................. 19, 215
CIMZIA (2 SYRINGE)

................ 213, 265, 271, 281, 285
CIMZIA-STARTER

................ 213, 265, 271, 281, 285
cinacalcet hcl.......coooonneee. 226
CIPRO ..ot 27, 42
CIPROHC.......ccevin. 192, 197
ciprofloxacin hcl....... 27,42,192
ciprofloxacin-
dexamethasone............. 192, 197
ciprofloxacin-hydrocortisone
........................................ 192, 197
citalopram hydrobromide.....161
cladribine (10 tabs)
.......................... 47, 263, 285, 289
cladribine (4 tabs)
.......................... 47, 263, 285, 289
cladribine (5 tabs)
.......................... 47, 263, 286, 289
cladribine (6 tabs)
.......................... 47, 263, 286, 289
cladribine (7 tabs)
.......................... 47, 263, 286, 290
cladribine (8 tabs)
.......................... 47, 263, 286, 290
cladribine (9 tabs)
.......................... 47, 263, 286, 290
claravis.....ccooveveeiiinnennnn. 331, 336
CLARINEX-D 12 HOUR.......20, 65
clarithromycin

...................... 27, 40, 41, 209, 210
clarithromycin er.27, 40, 41, 209
(o] [=F- 1 g = O G 210
clemastine fumarate. 17, 18, 304
CLEMSZA........cccuvee. 17, 18, 304
CLENPIQ..cciiiiiiiiiiiieee 210
CLEOCIN............ 36, 37, 313, 314
CLEOCIN-T ... 37,314
CLEVER CHOICE COMFORT

EZ e 172
CLIMARA PRO................ 238, 251

clindacin.......cooeeovevivinnnen. 37,314

clindacin etz......cc.ccoun...... 37,314
clindacin-p....cccccevvvveennene. 37,314
CLINDAGEL........ccvvveeeeen. 37,314
clindamycin hcl............... 37,314
clindamycin palmitate hcl
.......................................... 37,314
clindamycin phos (once-

daily) .o 37,314
clindamycin phos (twice-

daily) .o 37,314
clindamycin phos-benzoyl
(011 (0 ) G 37, 314, 333

clindamycin phosphate..37, 314
clindamycin-tretinoin

.......................... 37, 314, 322, 336
CLINDESSE........cccccvvvee.n. 37,314
CLINPRO 5000............... 166, 277
clobazam.........cocooonnn. 137, 138
clobetasol prop emollient
Dase....cccviviiiiiis 323
CLOBETASOL PROPIONATE
........................................ 197, 323
clobetasol propionate........... 323
clobetasol propionate e........ 323
clobetasol propionate

emulsSion .......cccooviiiiiineennn. 323
clocortolone pivalate............ 323
clodan.....ccooovveei, 323
clomid......cccoiiiii 237
clomiphene citrate................ 237
clomipramine hcl.................. 163
clonazepam.................. 137, 138
clonidine.................. 66, 102, 108
clonidine hcl............ 66, 102, 108
clonidine hcl er................ 66, 108
clopidogrel bisulfate............... 88
clorazepate dipotassium
........................................ 137,138
clotrimazole.......cccccccceeennnnns 320
clotrimazole-betamethasone
........................................ 320, 324
clozapine......cccoooeciiiiiinennnnnn. 134
CLOZARIL....covviiiiiieiiiiiiiie 134
COAGADEX......ccccuiiiiiiiiieeeaenns 82
coal tar.....ccuvvvveeeeeveeniniiiiinnnnns 332
COARTEM.....ceiiiiiiieee e, 24
COBENFY ......cccviiiiieenn. 133, 339
COBENFY STARTER PACK
........................................ 133, 339
codeine sulfate.............. 150, 299
colchicine.........ccccccin 274

colchicine-probenecid..188, 274
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colesevelam hcl.............. 98, 224
COLESTID. ...ttt 98
colestipol hel ..., 98
colistimethate sodium (cba).. 42
COLY-MYCIN M....ocoiiiiiiiieaene 42
COMBIGAN............ 191, 195, 313
COMBIPATCH................ 238, 251
COMBIVENT RESPIMAT
.................................... 67, 75, 298
COMETRIQ ....oiiieiiiiiiiaeaiiiaeenns 47
COMFORT EZ PRO PEN
NEEDLES........ccooooiiiiiiiis 172
COMFORT TOUCH TWIST
LANCET 30G......cceeiiiiieeeenee 172
COMIRNATY oo 61
COMIRNATY 5-11 YEARS....... 61
COMPLERA..........cee.. 33, 34, 39
CONDOMS......cooiiiiiiieeeeen 295
CONDYLOX...cceeeeiiinnne 331, 336
constulose......coooeeveieiiinnnns 182
CONTOUR CONTROL........... 172
CONTOUR NEXT CONTROL.172
CONTOUR NEXT EZ.............. 172
CONTOUR NEXT GEN
MONITOR. ..o 172
CONTOUR NEXT MONITOR. 172
CONTOUR NEXT ONE.......... 172
CONTOUR NEXT TEST......... 180
CONTOUR PLUS BLUE.......... 172
CONTOUR PLUS CONTROL
SOLUTION ..., 172
CONTOUR PLUS TEST......... 180
CONZIP....viiieiiiiieeeiieee e, 150
COPIKTRA ... 47
CORDRAN......ooviiiiiiiiiiieeee, 324
CORIFACT ..o 82
CORLANOR.........ceevveeeeen. 101, 117
CORPHENA........ccciieee. 18, 19
CORTANE-B

................ 197, 219, 317, 324, 333
CORTEF................. 198, 219, 324
CORTENEMA......... 198, 219, 324
CORTIFOAM.......... 198, 219, 324
CORTISONE ACETATE......... 219
CORTISPORIN-TC......... 192,198
CORTROPHIN................ 180, 249
CORTROPHIN GEL........ 180, 249
CORTROSYN......ouiiiiiiiieeiins 180
COSENTYX (300 MG DOSE)
................................ 268, 281, 336
COSENTYX 150 MG/ML
................................ 268, 281, 336



COSENTYX SENSOREADY

(300 MG)..covvveeeennne 268, 281, 336
COSENTYX SENSOREADY
PEN....coooiiiiiieees 268, 281, 336
COSENTYX UNOREADY
................................ 268, 281, 336
COSOPT ..ottt 196
COSYNIrOPIN . 180
COTELLIC ... 47
COTEMPLA XR-ODT............. 156
COVARYX..ccviiieeriiiiennn 224,238
COVARYXHS....cccceeee. 223, 238
CRENESSITY ....ovviiieeeeennn. 82, 249
CREON.....coiiiiiiiiiiiinn, 190, 212
CRESEMBA.......ooviiiiiiiiiiie 28
CREXONT ... 142
CRINONE.......cooiiiiiieeeiieen. 251
cromolyn sodium

........................ 191, 192, 203, 305
CROTAN ..ottt 335
cryselle......euee.... 229, 238, 251
CTEXLI.eviiiiiiiieiieeeee 211
CUVPOSA......ccieeeeeee, 67, 319
cyanocobalamin.............. 87, 343
CYANOCOBALAMIN........ 87, 343
cyclobenzaprine hcl................ 70
CYCLOGYL .vvvveeiiiiiieeeeiiennn 205
CYCLOMYDRIL.............. 205, 206
cyclopentolate hcl................. 205
cyclophosphamide. 47, 266, 290
CYCLOPHOSPHAMIDE
.................................. 47, 266, 290
cycloserine........cccccviiiieeeneennn. 27
CYCLOSET.....ccciiiiiieeieeeees 224
cyclosporine

................ 195, 264, 282, 286, 290
cyclosporine modified

................ 195, 264, 282, 286, 290
cyproheptadine hcl......... 18, 304
cyred eq....ccccvvnnnnns 229, 239, 251
CYSTADANE.......c.coeveiiiiiiis 291
CYSTADROPS............... 203, 204
CYSTAGON....oevviiieiiiiiiiiiee 292
CYSTARAN ..., 203, 204
CYTOTEC.....oiiiiiiieiiiiiiee, 216
cytrak crystals........ccooeeeee 181
dabigatran etexilate
mesylate..........ccooiiis 79
dalfampridine er............ 292, 295
danazol.........cccooviiiiiiiiiennnnen. 224
DANTRIUM .....oovviiiiiiiiiiiiiee 70
dantrolene sodium.................. 70
dapsone....... 24, 25, 26, 314, 336

DAPTACEL ..o, 60, 61
DARAPRIM .....cooiiiiiiiiiieceee 24
darifenacin hydrobromide er339
darunavir ... 36
dasatinib.........cccoooiiiiiiiienn. 48
dasetta 1/35 (28).... 229, 239, 251
dasetta 7/7/7 .......... 229, 239, 251
DAURISMO.....ccooeiiiiiiiiiiiieeen. 48
DAVIMET-FLUORIDE

........................ 165, 166, 277, 340
DAYBUE........ccoiiiiiieieeee 140
DAYBUE STIX....oovviiiiiiinee 140
daysee......ccceeennnnnns 229, 239, 251
DEBACTEROL................ 203, 333
deblitane......c..cccccooin 229, 251
deferasiroX........cccccvvvveeeeeennnn. 217
deferasirox granules............. 217
deferiprone.........ccccvvvveeeeeeenn. 217
DELESTROGEN............. 239, 275
DELSTRIGO.......ccevvveeeennne 33,34
delyla.....cccoooeennnnnns 229, 239, 251
demeclocycline hcl................. 43
DENAVIR ..o 319
DENGVAXIA ..o 61

DENTA 5000 PLUS 165, 166, 277
DENTA 5000 PLUS
SENSITIVE..................... 166, 277
DENTAGEL............. 165, 166, 277
DEPAKOTE.... 123, 128, 131, 143
DEPAKOTE ER

........................ 123, 128, 131, 143
DEPAKOTE SPRINKLES
................................ 123, 129, 131
DEPEN TITRATABS.15, 217, 282
DEPO-ESTRADIOL........ 239, 275
DEPO-PROVERA... 229, 251, 252
DEPO-SUBQ PROVERA 104
........................................ 230, 252
DEPO-TESTOSTERONE224, 225
DERMACINRX UREA
.......................... 90, 183, 205, 331
DERMACURE...90, 183, 205, 331
DERMA-SMOOTHE/FS BODY

........................................ 198, 324
DERMA-SMOOTHE/FS

SCALP ..ot 198, 324
DERMOTIC........cccvveeeeee. 198, 324
DESCOVY ..ooooiiiiiiiiiiiieen, 34, 39
desipramine hcl..................... 163
desloratadine................... 20, 309
desmopressin ace spray

=21 o IR 82, 249

desmopressin acetate.... 82, 249
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DESMOPRESSIN ACETATE

desmopressin acetate pf 82, 249
desmopressin acetate spray

.......................................... 82, 249
desonide......ccoeeevvieeeeiiiieeens 324
desoximetasone........ccc......... 324
DESVENLAFAXINE ER.......... 160
desvenlafaxine succinate er 160
dexamethasone............. 198, 219
dexamethasone intensol

........................................ 198, 219
dexamethasone sodium

phosphate..........ccccvviiieeennnn. 198
DEXCOM G6 RECEIVER....... 172
DEXCOM G6 SENSOR........... 172

DEXCOM G6 TRANSMITTER 173
DEXCOM G7 15 DAY

SENSOR......ooiiiiiiiiiiiiii 173
DEXCOM G7 RECEIVER....... 173
DEXCOM G7 SENSOR........... 173
dexmethylphenidate hcl....... 156

dexmethylphenidate hcl er...156
dextroamphetamine sulfate. 120
dextroamphetamine sulfate

B 120
DIABECIN HR................. 317, 333
DIABETES MONITOR DIGIT
ADD-ON.....vvivivieeeeeennn, 173, 292
DIABETES MONITOR DIGIT
SOLN...cooveieeeee e, 173, 292
DIACOMIT ....covvveeeeeennn. 123, 143
DIASTIX REAGENT................ 181
diazepam.....cccccvvvveenneee. 137, 138
diazepam intensol......... 137, 138
diazoXide.....ccoooeveviiieeiiiiieeees 226
dichlorphenamide........... 89, 277
diclofenac potassium........... 148
diclofenac
potassium(migraine).....131, 148
diclofenac sodium

................ 148, 158, 164, 204, 334
diclofenac sodium er............ 148
diclofenac-misoprostol 149, 216
dicloxacillin sodium................ 41
dicyclomine hcl.........ooo 67
DIFICID...oeeevieeeeee e, 40, 41
diflorasone diacetate............ 324
diflunisal........ccoeevevnenn. 149, 158
difluprednate.........ccccvvvvvnnens 198
(0 [0 [0 ) q] o IS 95, 101



dihydroergotamine mesylate
.......................................... 72,131
DILANTIN ....coooveiiieeee, 103, 144
DILANTIN INFATABS..... 103, 144
DILANTIN-125........uu...... 103, 144
diltiazem hcl

.................... 98, 99, 100, 106, 117
diltiazem hcl er

.................... 98, 99, 100, 106, 117
diltiazem hcl er beads
.................... 98, 99, 100, 106, 117
diltiazem hcl er coated
beads.......... 98, 99, 100, 106, 117
dilt-xr.......... 98, 99, 100, 106, 117
dimethyl fumarate......... 266, 286
dimethyl fumarate starter

[OF: (o] 266, 286

diphenhydramine hcl

...... 17,18, 69, 122, 133, 299, 304
diphenoxylate-atropine.. 67, 207
DIPROLENE.................. 219, 324
dipyridamole....88, 114, 117, 180
AiSKEtS covvviviieieeeiiiiiiiiiiiiiiiiees 150
disopyramide phosphate..... 103
disulfiram ......cooooeveviiennnen. 15, 272
divalproex sodium
........................ 124,129, 132, 143
divalproex sodium er
........................ 123,129, 131, 143
DIVIGEL......ccvviieiriien. 239, 275
dofetilide.......covvvvevevviiiiiiiiinnnns 105
(DO N[ Y R 182
dolishale................ 230, 239, 252
donepezil hel.......cccciii, 72
DOPTELET ...ccoiiiiiieieiieeeee 80
DOPTELET SPRINKLE............ 80
DORZOLAMIDE HCL............. 196
dorzolamide hcl..................... 196
dorzolamide hcl-timolol mal 196
dorzolamide hcl-timolol mal

DOVATO....cooiiiiiiiiiieeeen, 32,34
doxazosin mesylate
................................ 72,91, 92, 96
doxepin hcl............ 163, 317, 318
doxercalciferol...................... 346
doxycycline hyclate
............................ 24,44, 314, 315
doxycycline monohydrate
.................................... 24,44, 315
doxylamine-pyridoxine......... 208

DRISDOL.....ccooiiiieieeeeeeeeee 346

DRIZALMA SPRINKLE........... 160
dronabinol..................... 208, 213
DROPLET MICRON................ 173
DROPSAFE ACTI-LANCE

23G i 173
DROPSAFE AUTOPROTECT
DUO.....oiiieeeeeeeeeeeee e 173
DROPSAFE MEDLANCE
LANCET 30G......ccevvevevevis 173
DROPSAFE SAFETY
SYRINGE/NEEDLE................ 173
DROPSAFE SICURA.............. 173
drospiren-eth estrad-
levomefol....... 230, 239, 252, 343
drospirenone-ethinyl
estradiol................. 230, 239, 252
DROXIA...cooieeieeeeeeeeee, 48
droxidopa........ccccvvvviieeieeeenins 65
DRYSOL....oovveieviviiieeeieeeeee, 319
DUAVEE.........cccooeeveeennnn. 237, 239
DUETACT ..., 261
DULERA........oovieies 75, 219
duloxetine hcl................ 142, 160
DUOPA......cooeeeeeeeeeeeee, 142
DUPIXENT...... 304, 328, 336, 337
DUREX EXTRA SENSITIVE

THIN oo 295
DUREX TROPICAL................ 295
dutasteride.....cccocoevveeeeveennens 272
dutasteride-tamsulosin hcl
.......................................... 73,272
DUVYZAT .o, 292
DYANAVEL XR.....ccoovvvvvvieenns 120
DYCLOPRO.....cccoovevveveeeeeennn. 318
E.E.S. GRANULES................... 29
EASIVENT ..o, 173
EASY COMFORT SHARPS
CONTAINER ..., 173
EASY TOUCH HEALTHPRO
HIGH/LOW.....coevveeeiveeeeeeen 173
EASYGEL............... 165, 166, 277
EASYMAX 15 LEVEL 2-3
CONTROL...ovvivvvvieeeeeeeee, 173
EASYMAX CONTROL............ 173
EASYMAX CONTROL
NORMAL/HIGH...........ccvuune.n. 173
EBGLYSS....ccooieeeeeeeeeeee, 328
econazole nitrate................... 320
ECONAZOLE NITRATE......... 320
econtra one-step... 225, 230, 252
ECOZA.....cooiieeeeeeeeen, 320
EC-RXDHEA.....cccoveeeeeeennn. 292

EDARBI ... 92, 93
EDARBYCLOR................. 93, 187
EDEX (2 CARTRIDGE)...109, 117
EDEX (6 CARTRIDGE)...109, 117

EDLUAR....ccoovveeeiiieiiinnn, 133, 147
EDURANT ..., 33
EDURANT PED.......ccovvveee. 33
EEMT .o 224, 239
EEMTHS......ccooiiiie 224, 239
efavirenz.....ccocceeeeeiiiieieeeenn, 33
efavirenz-emtricitab-tenofo

Af e 33,34
efavirenz-lamivudine-
tenofoVir..ccoeevveeeiieeeieeee, 33, 34
EFFER-K.....oooiieiiieeeeiiieeee 185
effer-Ko e, 185
EGATEN ..., 23
EGRIFTASV. ..o 260
EGRIFTAWR.......cccvvvveee 260
ELESTRIN.......ccoevereeenn. 239, 275
eletriptan hydrobromide....... 160
elinest....ccccouveinnnnn. 230, 239, 252
ELIQUIS.........coeei i, 78,79
ELIQUIS (1.5 MG PACK).......... 78
ELIQUIS (2 MG PACK)............. 78
ELIQUIS DVT/PE STARTER
PACK ... 78
ELITE-OB.................. 85, 340, 343
elixophyllin

................ 109, 156, 182, 311, 340
ELLA ..o, 230, 252
ELMIRON......cooieiieiieeiiieeee, 292
ELOCTATE...ccoooiieeeeeeeee, 82
eltrombopag olamine.............. 80
eluryng................... 230, 239, 252
EMBECTA AUTOSHIELD
DUO.....oiiieeeeeeeeeeeee e 173
EMBECTA INS SYR U/F 1/2
[N N 174
EMBECTA INSULIN SYR
ULTRAFINE.......cccovieeiieeeeeees 174
EMBECTA INSULIN SYRINGE
................................................ 174
EMBECTA INSULIN SYRINGE
U-100.....ccciiiieieieeeeeeeeee, 174
EMBECTA INSULIN SYRINGE
U-500......ccciiiieiiiieeeeeieeeeeen, 174
EMBECTA PEN NEEDLE

NANO ...ccoo i, 174
EMBECTA PEN NEEDLE

NANO 2 GEN...coooeevvrvvivieee, 174
EMBECTA PEN NEEDLE
ULTRAFINE.......cccovieeieeeeereees 174



EMBRACE PEN NEEDLES....174
EMBRACE WAVE GLUCOSE

CONTROL ..ottt 174
EMEND ..., 215
EMGALITY .o 139
EMPAVELI.......cccooeeenn... 279, 280
EMSAM ..o, 146
emtricitabine........cccooeveiiiens 34

emtricitabine-tenofovir df.34, 39
emtricitab-rilpivir-tenofov df

...................................... 33, 34, 39
EMTRIVA ... 34
EMVERM.......ccois 23
emzahh.....cocccovvvviiiinnn, 230, 252
enalapril maleate..................... 94
enalapril-
hydrochlorothiazide........ 94, 187
ENBRACE HR.. 86, 292, 340, 343
ENBREL.......... 271, 272, 282, 286
ENBREL MINI......... 271, 282, 286
ENBREL SURECLICK
................................ 272,282, 286
ENBUMYST ....oovviiiiiiiins 90, 182
ENCARE. ... 295
ENDARI ... 292, 337
endocet......cooceuun..n. 121, 148, 150
ENDOMETRIN.......ccccvvveeeeenn. 252
ENFLONSIA. ... 38
ENGERIX-B......ooviiiiiiiiiiiiiis 61
enilloring................ 230, 239, 252
ENLITE GLUCOSE SENSOR.174
enoxaparin sodium................. 85
ENSACOVE......iiiiiiiiiie 48
enskyce.................. 230, 239, 252
ENSPRYNG.................... 270, 286
ENSTILAR......ccc..... 321, 324, 337
entacapone.........ccccvevvvvnnnenn. 140
ENTADFI.......ooeeeeen. 114, 272, 322
ENTECAVIT ...vvvvieiiiiiiiiiiiiiiiiiiiinees 39
ENTRESTO............... 92, 93, 115
ENTYVIO PEN........ 206, 213, 265
enulose.......cccccviiiiiiieeeee, 182
EOHILIA ... 219
EPCLUSA......ccooe 30,31
EPIDIOLEX .....ovviiiieiiiiiiiinee 124
EPIFOAM........cciii 318, 324
epinastine hcl.................. 20, 192
epinephrine..........ccccceeee.. 66, 297
EPINEPHRINE................. 66, 297
EPIVIR ... 35
eplerenone

.................. 90, 111, 115, 116, 184
EQUETRO........ccvvveeeeen. 124,129

ergocalciferol........................ 346
ERGOMAR.......ocevvrrvvrinnnn, 72,132
ergotamine-caffeine 72, 132, 156
ERIVEDGE..........ccoveieeevieees 48
ERLEADA.....ccoooeeeieeeeeeiieen, 48
erlotinib hel....cooooiiiei 48
LT A1 T 230, 252
ERY .o, 29, 192, 315
ERYPED 400....ccccccoovvvvvvnnnnnn. 29
erythromycin........... 29, 192, 315
erythromycin base.................. 29

erythromycin ethylsuccinate. 29
ESCITALOPRAM OXALATE.. 161
escitalopram oxalate............ 161
eslicarbazepine acetate 124, 145
esomeprazole magnesium... 216
est estrogens-methyltest

........................................ 224, 239
est estrogens-methyltest ds
........................................ 224, 239
est estrogens-methyltest hs
........................................ 224, 239
estarylla................ 230, 240, 252
estazolam.....cccooeevvveeeiiiiinenens 138
estradiol................. 240, 275, 276
estradiol valerate.......... 240, 276
estradiol-norethindrone acet
........................................ 240, 252
ESTRATEST H.S............ 224, 240
ESTRING.........coevveee. 240, 276
estrogens conjugated...240, 276
eszopiclone.................. 133, 147
ethacrynic acid........ 90, 110, 182
ethambutol hcl.........ccooeoeen. 27
ethosuximide.......ccocooevevnnnnnnn. 162
etodolac.....cc.cccoeevevnennn. 149, 158
etodolac er......c.ccouvvene... 149, 158
etonogestrel-ethinyl
estradiol................. 230, 240, 252
etoposide........cccvvviiiiiieiiiiis 48
etravirine.....cooeeeeveee e, 33
EUCRISA........ocoveeee, 317, 334
EURAX ..o, 335
EVAMIST ...oeeieeenen. 240, 276
EVEKEO....ccoooiivieieeieeeee, 120
everolimus....... 48, 266, 267, 290
EVEXITHROID..........ccevveneen. 262
EVOTAZ.....veveeeeeeeeennnn, 36, 292
EVRYSDI...ooviiiieieeeieeeee, 292
EXELDERM......covivvivieeeeenn. 320
exemestane........occoeeuennns 48, 225
EXODERM................ 17,317, 331
EXXUA. ..., 162

EXXUA TITRATION PACK.....162

EYSUVIS.....oooeeeee, 198
EZALLOR SPRINKLE............. 110
ezetimibe.....ccooeeviiiieie 103
ezetimibe-simvastatin...103, 110
FABHALTA.....cccoovereennn. 264, 279
falmina................... 230, 240, 252
famciclovir.....cooovieeiiiiieens 39
famotidine.....ccccoeevennneen. 19, 215
FANAPT ..o, 134

FANAPT TITRATION PACK A134
FANAPT TITRATION PACK B135
FANAPT TITRATION PACK C135

FASENRA PEN........ccevvu, 304
FC2 FEMALE CONDOM........ 295
febuxostat.......cccoeeeriviineieenennn, 274
FEIBA ..o 82
feirza 1.5/30............ 230, 240, 252
feirza 1/20............... 230, 240, 252
felbamate........ccccoeeeeeiineeeenenn, 124
FELBATOL.....cevveeeieeeeeeiiiinnn, 124
felodipine er.........cc........ 107, 108
FEMPH...coooooeviieiiieiiinn, 333, 337
FEMCAP ..., 296
FEMLYV.....coooereeen. 230, 240, 252
FEMRING........c..oeevvennn... 240, 276
fenofibrate........ccoeeeevveininnnn, 109
fenofibrate micronized......... 109
fenofibric acid....................... 109
fentanyl ..., 150
FERRIPROX......cccvvvieeieeeeieinns 217
FERRIPROX TWICE-A-DAY .. 217
FETZIMA.....ccooiieeeeeeeeee 160
FETZIMA TITRATION............. 160
fidaxomicin.....ccooeovveeeennnnnns 40, 41
FILSPARI........ 115, 284, 292, 303
FILSUVEZ ..., 337
FINACEA.......cccooevereennn. 315, 337
finasteride......cc.ccuuveeennn.. 272,322
fingolimod hcl............... 270, 286
FINTEPLA....ccccooviieeeeeeeee e, 124
finzala......ccoocouunen. 230, 240, 252
FIORICET....... 121, 136, 148, 156
FIRDAPSE.........ccccoeeeeee. 73,292
FIRMAGON........ccevveeeee. 48, 225
FIRMAGON (240 MG DOSE)

.......................................... 48, 225
FIRST-LANSOPRAZOLE....... 216
FIRVANQ.......ovvviiiiiiiiiiiiiiiinnnnnns 29
FLAREX ... 198
flavoxate hcl......cooeeevvivneennne. 339
flecainide acetate.................. 104
FLEXICHAMBER.................... 174



FLEXICHAMBER ADULT
MASK/SMALL......ccovveviiiees 174
FLEXICHAMBER CHILD
MASK/LARGE...........cccvvueee. 174
FLEXICHAMBER CHILD
MASK/SMALL......ccovveviiiees 174
FLOLIPID .....vvveeveeeeeeeeeeeen, 110
FLORIVA......... 165, 166, 277, 346
FLORIVA PLUS

........................ 165, 166, 277, 340
FLOTREX165, 167, 277, 340, 341
FLUAD ... 61
FLUARIX oo 61
FLUCELVAX. ..o, 61
fluconazole.......cccooeeeiviieiennnnn, 28
flucytosine.......ccooociiviiieenennenn. 42
fludrocortisone acetate........ 219
FLULAVAL ......ooeieeeeeeeeeeeee, 62
FLUMIST ..o, 62
flunisolide...... 198, 219, 300, 305
fluocinolone acetonide
................................ 198, 324, 325
fluocinolone acetonide body
........................................ 198, 324
fluocinolone acetonide scalp
........................................ 198, 325
fluocinonide........ccooeeevvevnnnns 325
fluocinonide emulsified base
................................................ 325
FLUORIDEX.......cccvvnvn..e. 167, 277
FLUORIDEX DAILY
RENEWAL.............. 165, 167, 277
FLUORIDEX ENHANCED
WHITENING.................. 167, 277
FLUORIMAX 5000.......... 167, 277
FLUORIMAX 5000 SENSITIVE
........................................ 167, 277
fluorometholone.................... 199
fluorouracil.............. 48, 312, 337
fluoxetine hcl................. 161, 162
fluoxetine hcl (pmdd)............ 161
fluphenazine hcl.................... 155
flurandrenolide........c............. 325
flurazepam hcl..........co 138
flurbiprofen............ 149, 158, 204
flurbiprofen sodium...... 158, 204

FLUTICASONE FUROATE-
VILANTEROL....75, 199, 219, 300
fluticasone propionate

........ 199, 219, 220, 301, 305, 325
FLUTICASONE PROPIONATE
HFA......... 199, 220, 300, 301, 306

fluticasone propionate hfa
........................ 199, 220, 301, 306
FLUTICASONE-
SALMETEROL..75, 199, 220, 301
fluticasone-salmeterol

.......................... 75, 199, 220, 301
fluvastatin sodium................ 110
fluvastatin sodium er............ 110
fluvoxamine maleate............. 162
fluvoxamine maleate er........ 162
FLUZONE. ... 62
FLUZONE HIGH-DOSE............ 62
FML FORTE......cccvviiieieiieee, 199
FML LIQUIFILM..................... 199
FOCALIN.....vveviieeeiieeiee e, 156
folicacid....cocoovveveeeeiiiiieieeee, 343
FOLLISTIM AQ...cceeeeevviiiinnnnn. 246
fondaparinux sodium....... 78, 85
FONDCIRCLE CONTROL
SOLUTION....covvieeeiiieeeeee, 174
FONDCIRCLE LANCING
DEVICE.......oevieeee e, 174
FONDCIRCLE SINGLE USE
LANCETS....ocoieeeeeee, 174
FORA TEST N' GO ADVANCE
................................................ 175
FORA TEST N'GO ADV-
VOICE-6 CON......cvvveevvvve, 180
FORANE........ccooveeiiieeereeiiiin, 144
formaldehyde..........ccc.ccco.. 181
formoterol fumarate........ 75, 309
FOSAMAX ..., 276
FOSAMAX PLUS D........ 276, 346
fosamprenavir calcium........... 36
fosfomycin tromethamine...... 44
fosinopril sodium.............. 94, 95
fosinopril sodium-hctz... 95, 187
FOSRENOL......ccc........... 183, 273
FOTIVDA. ... 49
FRAGMIN. ... 85
FREESTYLE LIBRE 14 DAY
READER........ccooieeiieeeeieein, 175
FREESTYLE LIBRE 14 DAY
SENSOR.....covviieeeiieeeeeeee 175
FREESTYLE LIBRE 2 PLUS
SENSOR.....covviieeeiieeeeeeee 175
FREESTYLE LIBRE 2
READER........ccooveeiieeeeieeein, 175
FREESTYLE LIBRE 2
SENSOR.....covviieeeiieeeeeeee 175
FREESTYLE LIBRE 3 PLUS
SENSOR.....covveieeeieeeeeeeee, 175

FREESTYLE LIBRE 3

READER........coiiievieeieeeeeeea, 175
FREESTYLE LIBRE 3
SENSOR.....covveieeeiieeeeeeee, 175
frovatriptan succinate.......... 160
FRUZAQLA.......oooieeeeeeeeeeiiiiiiaa, 49
ft aspirin............. 88, 89, 132, 159
ft aspirin low dose
............................ 88, 89, 132, 159
ftclearlaX ...cooooevvevieeiiiiieeeeeen, 210
ft folic acid......ccooevvvevneierennnnnn. 343
ftlaxative....ooooeveeeeeeeeiieeeeee, 210
ft magnesium citrate............. 210
ft naloxone hcl................. 15, 153
ft nicotine......cooovvvvvvineenennn. 64, 69
ft nicotine MiNi.................. 64, 69
furosemide....... 90, 110, 111, 183
fyavolV....ccccoeeeeiiiiiiiinen, 240, 252
FYCOMPA.....ccooeeieeeeeiiiiin. 124
FYREMADEL........coooevvveerrinnns 225
gabapentin............. 121, 124, 143
GALAFOLD.......cccevv 189, 292

galantamine hydrobromide....73
galantamine hydrobromide

Bl e 73
galbriela................. 230, 241, 252
gallifrey ... 252
GALZIN....oooiiiiiiiiieeeeeeeeee 185
ganirelix acetate.................... 225
GARDASIL 9...oooiiiiiiiiiieeeee, 62
gatifloxacin......cccccevvvvvvevvnnnnnns 192
GATTEX ..ot 212,213
gavilaX ....ccoceeeiieiiiiiieeeieeeeeen 210
gavilyte-C....ccooceveeeeniiiiiiiiine, 210
gavilyte-g....cccccniiiniiiineennnnn. 210
gavilyte-n with flavor pack...210
GAVRETO.....ouiiiiiiiieiiiiiiie 49
gefitinib ... 49
GELFILM....coooiiiiiiiiiiiiiceeee 82
gemfibrozil.......cccccooeeiiiiinnnnnn. 109
gemmily................ 230, 241, 253
GEMTESA.....oiiie 340
generlac........cccoooviiiiiiinennnnn. 182

gengraf...195, 264, 282, 286, 290
gentamicin sulfate

.......................... 22,192,193, 315
gentle laxative.........ccccccuvnnnne 210
GENVOYA.....cooiiiieeeen. 32,35
GILENYA ..o, 270, 286
GILOTRIF ...ttt 49
glatiramer acetate. 263, 286, 287
glatopa.....cccceeveeeeenninnnnns 263, 287
GLEOSTINE.....oovviiiiiiiiiiiee 49



glimepiride.......ccccccevviiiiiiinnnn. 261

glipizide ..o, 261
glipizide er......ccoooiviivieeeennn. 261
glipizide-metformin hcl.227, 261
GLOPERBA........ccciiiieieeee, 274
glucagon emergency kit
.................................. 15, 246, 273
GLUCAGON EMERGENCY

KIT s 15, 246, 273
GLUCOTROL XL......ccevvvreeeen. 261
glutaraldehyde...................... 181
glyburide......ccccccoeiiiiiiiiiiinne, 261
glyburide-metformin..... 227, 261
glycerol phenylbutyrate....... 182
glycolaX ....ccccoeviiiiiiiiiiiiieee, 210
glycopyrrolate................. 67, 319
OlIYdO o 318
GLYXAMBI........c.ovvvveeeeen. 236, 259
GOLYTELY ..o 210
GOMEKLI....cooiiiiiiiiiiiiiceeee 49
GONAL-F ..o 246
GONAL-F RFF REDIJECT..... 246
goodsense aspirin low dose
............................ 88, 89, 132, 159
goodsense clearlax............... 210
goodsense nicotine.......... 64, 69
goodsense nicotine

policrileX ....cueveeeeeerieininnns 64, 69
GORDOFILM.................. 321, 331
granisetron hcl............cooo. 207
GRANISOL. ... 207
GRASTEK ...t 59
griseofulvin microsize............ 23
griseofulvin ultramicrosize.... 23
guaifenesin-codeine..... 299, 304
guanfacine hcl....... 102, 109, 140
guanfacine hcler.................. 140
GUARDIAN 4 GLUCOSE
SENSOR.....ooviiiiiiiiiiiiiie, 175

GUARDIAN 4 TRANSMITTER 175
GUARDIAN REAL-TIME

CHARGER......cccooeiieeeeeen, 175
GUARDIAN REAL-TIME TEST
PLUG. ..., 175
GUARDIAN SENSOR 3.......... 175
GVOKE HYPOPEN 1-PACK
.................................. 15, 246, 273
GVOKE HYPOPEN 2-PACK
.................................. 15, 246, 273
GVOKEKIT....ccc...... 15, 246, 273
GVOKE PFS............. 15, 246, 273
GYNAZOLE-1.....ccvvvveeeeenn. 320
habitrol.......cocooeiiiiiiin, 64, 69

HAEGARDA.........ccceeee.. 279, 280
hailey 1.5/30........... 230, 241, 253
hailey 24 fe............. 230, 241, 253
hailey fe 1.5/30....... 230, 241, 253
hailey fe 1/20.......... 230, 241, 253
halcinonide.........ccccccccinnnins 325
HALCION ......oiiiiiiiieiiiii 138
halobetasol propionate........ 325
haloperidol.......ccccccccceiiinnnnns 139
haloperidol lactate................ 139
HALUCORT .....ovviiiiieeiiiiee 337
HAN-EASE ..., 175
HARLIKU ......ooooiiiiiiiiiieee, 189
HARVONI ... 30, 31
HAVRIX ... 62
heather.....coccoovvviiiiinnns 230, 253
HEMANGEOL

............ 71, 96, 102, 104, 112, 132
HEMATINIC/FOLIC ACID. 86, 343
HEMICLOR........cceeeeennee 91, 188
HEMLIBRA......oooiiiiiiiiiiieeee 83
HEMMOREX-HC.... 199, 220, 325
HEMOFIL M....ooiiiiiiiiiiiiiiie 83

heparin na (pork) lock flsh pf.85
heparin sod (pork) lock flush.85

heparin sodium (porcine)....... 85
heparin sodium (porcine)

FHId 85
heparin sodium (porcine) pf.. 85
HEPLISAV-B......cccooiiieiiiiiins 62
HEPZATO W/50MM
CATHETER.....cooiiiiiiiiee 49
HEPZATO W/62MM
CATHETER.....cooiiiiiiiiee 49
her style................. 225, 230, 253
HERNEXEOS..........ccoiiieeeee. 49
HETLIOZ.........ccvviiieee. 133, 145
HETLIOZ LQ.....ccceerennnnee 133, 145
HIBERIX......ooiiiiiieiiiiiiiiiieeeen 62
HIPREX ... 44
HUMALOG.........cccvveeeeee. 258, 259
HUMALOG KWIKPEN............ 258
HUMALOG MIX 50/50

KWIKPEN ......cooiiiiiiiiieeee, 258
HUMALOG MIX 75/25

KWIKPEN ......cooiiiiiiiiieeee, 258

HUMALOG MIX 75/25 VIAL....259
HUMALOG U-100 JUNIOR

KWIKPEN ..o 259
HUMATE-P...oooiii 83
HUMATIN ... 21, 22
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HUMULIN 70/30 KWIKPEN

HUMULIN N VIAL................... 247
HUMULIN R U-500 KWIKPEN 259
HUMULIN R VIAL................... 259
HYCAMTIN ... 49
hydralazine hcl..................... 109
HYDRO 40........ 90, 183, 205, 331
hydrochlorothiazide
............................ 90, 91, 116, 187
hydrocod poli-chlorphe poli

EF e, 18, 19, 299
hydrocodone bitartrate er.... 150
hydrocodone bit-homatrop
MBI, 67, 299
hydrocodone-

acetaminophen

........................ 121,122, 148, 150
hydrocodone-ibuprofen
................................ 149, 150, 158
hydrocortisone

................ 199, 200, 220, 325, 326
hydrocortisone (perianal)
................................ 199, 220, 325
hydrocortisone ace-
pramoxine...... 199, 220, 318, 325
HYDROCORTISONE
ACETATE............... 199, 220, 325
hydrocortisone acetate
................................ 199, 220, 325
hydrocortisone butyrate
................................ 199, 220, 325
hydrocortisone valerate
................................ 200, 220, 326
hydrocortisone-acetic acid
........................ 200, 203, 221, 326
hydrocortisone-iodoquinol
.......................... 21, 319, 326, 333
hydrocort-pramoxine
(perianal)........ 200, 221, 318, 326
hydromorphone hcl.............. 151
hydromorphone hcl er.......... 151
hydroxychloroquine sulfate
.......................... 24, 265, 282, 287
hydroxyurea..........cccouvvveveeeenn. 49
hydroxyzine hcl......... 18, 19, 133
hydroxyzine pamoatel8, 19, 133
HYFTOR......... 270, 290, 329, 337
HYMPAVZI ..o 83



hyoscyamine sulfate

.............................. 15, 16, 67, 298
hyoscyamine sulfate er
.................................... 15, 67, 298
hyoscyamine sulfate sl
.................................... 16, 67, 298
hyosyne..................... 16, 67, 298
HYPERSAL .....ooeviiieeiiiee, 305
HYRNUO......cooo i, 49
ibandronate sodium.............. 276
IBRANCE........oeeiveeeeeeenn, 49, 50
IBTROZI....oovvveeeeeeeieeeiee e, 50
ibuprofen.............. 132, 149, 158
icatibant acetate...... 89, 277, 280
iclevia.....ccoovevvnenann. 231, 241, 253
ICLUSIG.......ooiiieie e, 50
ICOTYDE. ..., 329
IDELVION.....oivieveeeeieeeeee 83
IDHIFA ... 50
IHEALTH CONTROL

SOLUTION . ..oeiieiiiiiiiiceee e, 175
IHEALTH LANCING DEVICE. 175
ILEVRO ..ot 204
imatinib mesylate.................... 50
IMBRUVICA ..., 50
imipramine hcl..........coe 163
imipramine pamoate............. 163
imMiquimod........ccccevvvnnnes 312, 337
IMKELDI ..o, 50
IMPAVIDO.....cc.ccvvveeeeennn. 26, 38
IMPOYZ...cooveeiiiiieeeeeeee, 326
IMVEXXY MAINTENANCE

PACK ... 241
IMVEXXY STARTER PACK... 241
INBRIJA.....ooviieieeeeeeeeeee, 142
INCASSIA..ccccvniiiiiieiiieeenn. 231, 253
INCRELEX...ccoiciiiiiiiiieeeeee, 260
indapamide.............. 91, 116, 188
indomethacin......... 149, 158, 274
indomethacin er.... 149, 158, 274
INFANRIX ..o, 60, 62
INGREZZA......oveeeeeeeeenn. 164
INLURIYO ..o, 50
INLYTA e, 50
INPEN 100-BLUE-LILLY-
HUMALOG.......ccoeeeeveveeeeeen 175
INPEN 100-BLUE-NOVOLOG-
FIASP .o, 175
INPEN 100-GREY-LILLY-
HUMALOG.......ccoeeeeveveeeeeen 176
INPEN 100-GREY-
NOVOLOG-FIASP.................. 176

INPEN 100-PINK-LILLY-

HUMALOG.......ccoee e 176
INPEN 100-PINK-NOVOLOG-
FIASP .o, 176
INQOVI..coviiiiiiiiiiiiiiiei e, 50
INSPIREASE RESERVOIR
BAGS.......coe e, 176
INSULIN LISPRO.................... 259
INSULIN LISPRO (1 UNIT

DIAL) ovveiieeee e 259
INSULIN LISPRO JUNIOR
KWIKPEN.......covoiiiieeeeeeeen, 259
INSULIN LISPRO PROT &
LISPRO ..., 259
INSULIN PEN NEEDLES........ 176
INSULIN SYRINGES.............. 176
INSUPEN32G EXTR3ME........ 176
INTELENCE.......coooveeeeei 33
INTRAROSA.......cco o, 221
introvale................. 231, 241, 253
INVELTYS ... 200
INZIRQO......oovvieiieeeeien, 91, 187
iodine tincture............... 319, 333
IOPIDINE.......ccvvveeee, 191, 203
| = ] R 62
ipratropium bromide....... 67, 298

ipratropium bromide hfa 67, 298
ipratropium-albuterol 67, 75, 298

IQIRVO.....covvvvvvvvviiiiiinns 211, 214
irbesartan........cccoeeeeveveinnnnns 92, 93
irbesartan-
hydrochlorothiazide........ 93, 187
IRESSA ... 50
ISENTRESS. ..., 32
ISENTRESS HD.......ccovvvn. 32
isibloom................. 231, 241, 253
isoflurane.....ccccocceveveiiiiinenen, 144
[FYo Y11= V4 Lo I 27
isosorb dinitrate-hydralazine
................................ 109, 112, 113
isosorbide dinitrate....... 112, 113

isosorbide mononitrate 112, 113
isosorbide mononitrate er

........................................ 112, 113
isotretinoin..........occc...... 331, 337
isradipine.........cccceeee... 107, 108
ISTALOL............. 71, 96, 104, 196
ISTURISA.......ooveeeeeen 221, 292
ITOVEBI ..ot 50
itraconazole.....cccooeevveveeerennnn.n. 28
ivabradine hcl................ 101, 117
IVErmectin......cccceeeeeveeeeeeeeen, 23
IWILFIN ..o, 50

IYUZEH ..., 205
jaimiess......ccceeee... 231, 241, 253
JAKAFI ... 51, 330
JAKAFI XR.coviiiiieeeien 51, 330
JARDIANCE. ... 259
JASCAYD............... 299, 307, 334
jasmiel......cccevveee.. 231, 241, 253
JAVADIN.....oovivveeeeeeinn, 66, 102
JAVYGTOR......coevvvv 189, 292
JAYPIRCA ..., 51
jencycla......cccoooiiiinnnnnn. 231, 253
JENTADUETO................. 227, 236
JENTADUETO XR.......... 227, 236
jintelic i, 241, 253
JIVE e, 83
JOENJA.....ceieeeeeee, 287
jolessa......ccceeueeeeee. 231, 241, 253
JORNAY PM....oiiiiiiiieeiiinn, 156
JOURNAVX. ..., 122
joyeauX................... 231, 241, 253
JUBLIA....ccoee e, 320
juleber.......ccccoo...... 231, 241, 253
JULUCA......o e, 32,33
junel 1.5/30............. 231, 241, 253
junel 1/20................ 231, 241, 253
junel fe 1.5/30........ 231, 241, 253
junel fe 1/20........... 231, 241, 253
junel fe 24.............. 231, 241, 253
JUST RIGHT 5000.......... 167, 277
JUXTAPID......cvveeeevie, 95, 111
JYLAMVO. 51, 265, 282, 287, 290
kaitlib fe......c.......... 231, 241, 253
KALETRA ..o, 36
kalliga.....ccocvvvvnnnnns 231, 241, 253
KALYDECO.........cccuuue. 302, 303
KAPSPARGO SPRINKLE

.................... 76, 96, 102, 104, 112
KARBINAL ER............ 17, 18, 304
Kariva......oooeeeveeeennn.. 231, 241, 253
KATERZIA.............. 107, 108, 117
kelnor 1/35............. 231, 241, 253
KEPPRA ..o 124
KEPPRA XR..c.ooooiiiiivieeee, 124
KERENDIA......cccoooeiiieeiieiiiinn. 111
KESIMPTA......oovveeeee. 270, 287
ketoconazole................... 28, 320
ketodan .......ccooeeevevennenennn. 28, 320
KETO-DIASTIX...oovvieeiiiieees 181
KETONE CARE........ccccceeeen... 181
ketorolac tromethamine

................................ 149, 158, 204
KETOSTIX v, 180
KEVZARA.......coovveeeeennn. 268, 282



KHINDIVI................ 200, 221, 326
KINERET................ 268, 282, 287
KISQALI (200 MG DOSE)......... 51
KISQALI (400 MG DOSE)......... 51
KISQALI (600 MG DOSE)......... 51
KLARON......ooiiviiiieeeeiieeeee, 315
klayesta.......cccoeeeveiiiieeennnn. 41, 334
KLISYRI (250 MG).......... 312, 337
KLISYRI (350 MG).......... 312, 337
KIOr-CONceveieieeeeee e 185
klor-con 10.....ccocvvvveeieiiiiiees 185
klor-con m10.....cccoevvvvneeevennnnn. 185
klor-con mi5.....cccoovvveeeeennnnnn. 185
klor-con m20.....cccccveveeeevennnnn. 185
KLOXXADO......c.coeevvvvnnn... 16, 153
KOATE.....oo i 83
KOATE-DVl...ooveivveeeiiieeeeenn. 83
KOMZIFTl oo, 51
KOSELUGO.....coocvveveeeeeiiee, 51
KOURZEQ......cccooiieeeeiiiiiinnnnn. 326
KOVALTRY ..o 83
K-PHOS......c i, 185
K-PHOS NO 2....ccovvvieeeiis 181
K-PHOS-NEUTRAL................ 185
KRAZAT oo 51
KRINTAFEL.....covvveieeveeeeenn 25
KRISTALOSE.......ccoooevvvv, 182
KT TAPE CGM PATCH.......... 176
kurvelo.......ccoco....... 231, 241, 253
KYGEVVI...ovoiiiiiiiiiieeeee, 292
KYZATREX .....ocovvveeeeeen, 224, 225
labetalol hcl

........ 71,73, 92, 96, 102, 104, 112
lacosamide.........coce..... 124, 145
lactulose....cooeeevveveeeciiiieeee, 182
lactulose encephalopathy.... 182
LAGEVRIO......oooovveeeeiieeeeen. 39
LAMICTAL ....cvvvveeveiins 124, 129
LAMICTAL ODT.............. 124, 129
LAMICTAL STARTER.....125, 129
LAMICTAL XR......cc........ 125, 129
lamivudine.....ccccoooveveieeiinneees 35
lamivudine-zidovudine........... 35
lamotrigine.........ccc........ 125, 129
lamotrigine er................ 125, 129
lamotrigine starter kit-blue
........................................ 125, 129
lamotrigine starter kit-green
........................................ 125, 129
lamotrigine starter Kkit-
OranNge....cccoevevvevnneeeennnnnn. 125, 130
LAMPIT oo, 26
LANCETS.....ccoiiiieeeeeeee 176

LANCETS 28G THIN............... 176
LANCETS SUPER THIN......... 176
LANOXIN ....ooeeiivieeeiinnn, 95, 101
lansoprazole..........cccccoennnnns 216
lanthanum carbonate....183, 273
LANTUS SOLOSTAR.............. 248
LANTUS U-100 VIAL.............. 248
lapatinib ditosylate................. 51
larin 1.5/30............. 231, 241, 253
larin 1/20................ 231, 241, 253
larin 24 fe............... 231, 241, 253
larin fe 1.5/30......... 231, 242, 254
larin fe 1/20............ 231, 242, 254
LASIX oo, 90, 111, 183
LASIX ONYU......covvvee. 90, 183
l[atanoprost......ccccceevveiviinnnnn. 205
laxative osmotiC......ccccee...... 210
LAZCLUZE ..., 51

lederle leucovorin... 17, 273, 343
LEDIPASVIR-SOFOSBUVIR

............................................ 30, 31
leflunomide....269, 282, 287, 290
lenalidomide.................... 52, 287
LENVIMA ..., 52
LEQEMBI IQLIK .........evvvvvennens 270
lessina....c.ccoeeeeennenns 231, 242, 254
letrozole......ccoevvvveiinnnnnnn. 52,225
leucovorin calcium. 17, 273, 343
LEUKERAN ..o, 52
LEUKINE......ccoooieieee e, 80
leuprolide acetate........... 52, 246
levalbuterol hcl................ 75, 309
LEVALBUTEROL HFA...... 75, 309
LEVBID......cevvvveen. 16, 67, 298
levetiracetam..........cccceeeeeeeee. 125
LEVETIRACETAM........cceveeeee 125
levetiracetam €r.......ccoceeeeee... 125
levobunolol hel........ooee. 196
levocarnitine.................. 292, 293
levocarnitine sf.......cccoeeeeeenen. 293
levocetirizine
dihydrochloride...........ccccc...... 20
levofloxacin....... 27,42, 193, 315
levonest................. 231, 242, 254
levonorgest-eth estrad 91-

(0 1= |V 231, 242, 254
levonorgest-eth estradiol-

IFON e 231, 242, 254
levonorgestrel....... 225, 231, 254
levonorgestrel-ethinyl estrad
................................ 232, 242, 254
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levonorg-eth estrad triphasic

................................ 232,242, 254
levorphanol tartrate.............. 151
[EVO-t . i 262
LEVOTHYROXINE SODIUM.. 262
levothyroxine sodium........... 262
[EVOXY| oo 262
LEVSIN.....oveeeeeenen. 16, 68, 298
LEVSIN/SL................. 16, 68, 298
LEVULAN KERASTICK.. 312, 337
[-glutamine.........cccccuveees 293, 337
lidocainge......ccooeevvevveieeiiieees 318
lidocaine hcl.................. 204, 318
lidocaine hcl
urethral/mucosal................... 318
lidocaine viscous hcl............ 204
lidocaine-prilocaine.............. 318
LIFYORLI (125 MG DOSE)....... 52
LIFYORLI (150 MG DOSE)....... 52
LIKMEZ......... 21, 26, 38, 210, 315
linezolid.....c.ocoovveviiiiiiieiieee, 41
LINZESS......ccooovvviees 206, 214
[IOMNY e, 262
liothyronine sodium.............. 262
LIPOFEN......ccoooeiiiiiieeeiieeee, 109
liraglutide........ccccvvvennnnes 122, 247
lisdexamfetamine dimesylate
........................................ 120, 121
11571 g Yo] o] ¢ | S 94, 95
lisinopril-
hydrochlorothiazide........ 95, 187
LITFULO....ccoeeevevveee. 330, 337
lithium ., 130
lithium carbonate.................. 130
lithium carbonate er.............. 130
LITHOBID.....ccovveeeeeeeeeeen. 130
LITHOSTAT ..o, 182
LIVALO ..., 110
LIVDELZI.ccuvvveviiieiiieeiieeeee, 211
LIVMARLI................ 211, 212, 214
LIVTENCITY v, 27
LO LOESTRIN FE...232, 242, 254
LODOCO......cccveeeeiiiees 78, 293
lofexidine hcl.....cccooovvveiiiinnnnnn. 66
lojaimiess............... 232, 242, 254
LOKELMA......ccooiiiieeeeeeeee, 184
LOMOTIL ..cvvveeiiiieeeeiinn. 68, 207
lomuStine.....coeeevveeeeieeeeeeee, 52
LONSURF.....cooiiieeeeeeie 52
O] =] | 5 109
lopinavir-ritonavir ................... 36
LOPRESSOR.............. 76, 97, 104
lorazepam.......ccccceeveeeeee. 137, 138



lorazepam intensol....... 137, 138
LORBRENA.......ccooiieveeeeeeinn. 52
LOREEV XR.....cccooeeenn... 137, 138
loryna.....cccevvveeeeee. 232, 242, 254
losartan potassium........... 92, 93
losartan potassium-hctz.93, 187
LOTEMAX ..oeoiiiiiiiiiiiei e 200
LOTEMAX SM.....eiieviiiees 200
LOTENSIN.......oevvveieeeeinn, 94, 95
LOTENSIN HCT ................ 95, 187
loteprednol etabonate.......... 200
loteprednol-tobramycin 193, 200
lovastatin......cccoeeeevveveeeeeennnnn. 110
low-ogestrel........... 232, 242, 254
loxapine succinate........ 133, 141
lo-zumandimine.....232, 242, 254
lubiprostone.................. 206, 214
LUCEMYRA.....ccooeeiieeeeiieeeiin, 66
LUGOLS STRONG IODINE
........................................ 319, 333
luizza 1.5/30........... 232, 242, 254
luizza 1/20.............. 232, 242, 254
LULICONAZOLE........cccc......... 320
LUMAKRAS ..., 52
LUMIGAN .....ooiieiieeeeeeeiee e 205
LUMRYZ.....cccoovuun. 140, 164, 274
LUMRYZ STARTER PACK
........................................ 164, 274
LUPKYNIS......cevvee. 271, 290
lurasidone hcl ..., 135
LURBIRO................ 149, 158, 204
LUZU oo, 320
lyleq ..o 232, 254
lyllana........ccccvvvevevvnnnnnnnns 242, 276
LYNKUET ..o 140
LYNPARZA......ovveeiieeeiiieiiinn, 52
LYRICA........ccevvee. 125, 142, 143
LYSODREN.......coveieevieeeeeinnn. 52
LYTGOBI (12 MG DAILY

DOSE) ..o, 53
LYTGOBI (16 MG DAILY

DOSE) ..., 53
LYTGOBI (20 MG DAILY
DOSE)...ccooiiiiiiiieeeee, 53
LYUMJEV KWIKPEN............... 259
LYUMJEV VIAL ....cceeevvvi, 259
lYyZa..ooooeiieiiiiiiiiiiie 232, 254
MACROBID........coeeeieeeeiieiiiin. 44
MACRODANTIN..cc.ooeeviviiiiiinn. 44
magnesium citrate................ 210
MALARONE..........ccovveeiiieeeeeeees 25
malathion........cccoeevviiiieieenene, 335
MAraviroC ....ccoeeeevevveeeeeieeeeeennn, 32

marlissa................. 232, 242, 254

MARPLAN .....cooiiiieeieeiiieee 146
MATULANE ..., 53
matzim la.......... 99, 100, 106, 117
MAVENCLAD....53, 263, 287, 290
MAVYRET ..o, 31
MAXIDEX .....oveeeiiiiiiiiiieeeeen, 200
MAXITROL.......ccvvvnee. 193, 200
Maxi-tuSS aC......ccceevuneees 299, 304
MAYZENT............... 270, 271, 287
MAYZENT STARTER PACK

........................................ 271, 287

me/naphos/mb/hyol. 44, 68, 293
meclofenamate sodium 149, 158

MEDROL......ccoooevvvveeieiiiieeee 221
medroxyprogesterone
acetate......oooeveeviiiiiiieneenns 232, 254
mefenamic acid............. 149, 158
mefloquine hcl ... 25
megestrol acetate........... 53, 254
MEKINIST ..o, 53
MEKTOVI e 53
meleya.....ccccuvveeveveennnnnnns 232, 254
MELOXICAM..........uuv..... 149, 158
meloxicam..........coeeeeee... 149, 158
memantine hcl ... 140
memantine hcl er.................. 140
memantine hcl-donepezil hcl

< 73, 140
MENOPUR........ccovviieeiiieee, 246
MENOSTAR.......ceeeeee. 242,276
MENQUADFI.......ccccoeeeiiiiiiinnnn. 62
MENVEO.......cooiieiiieeeeeieeeees 62
meperidine hcl..........c...... 151
meprobamate................ 133, 146
mercaptopurine....... 53, 267, 290
mesalamine.......ccooocevveeeennnn. 209
mesalamine-cleanser............ 209
MESNA...cciiiiieiiei e, 295
MESNEX ..o, 295
MESTINON ......oovveeeeeiie e, 73
metaxalone.........ccccoeeeeeiennees 70
metformin hcl.......cccooeeeieennnnn. 227
metformin hcl er.........c.......... 227
methadone hcl.........ccoooeee. 151
methadone hcl intensol........ 151
METHADOSE...........cveeeeen. 151
methadoSe.......ccooeevevvvveieenen. 151
METHADOSE SUGAR-FREE.151
methamphetamine hcl.......... 121
methazolamide........ 89, 101, 196
methenamine hippurate......... 44
methenamine mandelate........ 45
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METHERGINE............cccceeeee.e. 297
methimazole.........ccccccceeeeen. 226
METHITEST ..ooviiiiieiiiiiiiiee 224
methocarbamol................. 33,70
methotrexate sodium
.................. 53, 265, 282, 287, 290
methotrexate sodium (pf)
.................. 53, 265, 282, 287, 290
methoxsalen rapid................ 334
methscopolamine bromide.... 68
methsuximide...........ccccccoees 163
methyl salicylate.................. 321
methyldopa.............. 66, 102, 109
methylergonovine maleate...297
METHYLIN ... 156
methylphenidate................... 157
methylphenidate hcl............. 157
methylphenidate hcl er......... 157

methylphenidate hcl er (cd). 156
methylphenidate hcl er (la).. 156
methylphenidate hcl er

methylphenidate hcl er (xr).. 157
methylphenidate hcl

er(diffus) ..o 157
methylprednisolone.............. 221
methyltestosterone............... 224
metoclopramide hcl...... 215, 216
metolazone.............. 91, 116, 188
METOPIRONE..........cceeiineen. 180
metoprolol succinate er
.................... 76, 97,102, 104, 112
metoprolol tartrate

.................... 76, 97,102, 104, 112
metoprolol-
hydrochlorothiazide97, 102, 188
METROCREAM.......... 21, 38, 315
metronidazole

.......... 21, 22, 26, 38, 39, 210, 315
MetyrosSine.......cccccvvennnes 180, 293
mexiletine hcl ... 103
MIACALCIN......ccceeernee 226, 276
mibelas 24 fe......... 232, 242, 254
miconazole 3...........ccccvvieeen. 320
MICONAZOLE-ZINC OXIDE-
PETROLAT............. 319, 320, 327
MICORT HC............ 200, 221, 326
microgestin 1.5/30.232, 242, 255
microgestin 1/20....232, 242, 255
microgestin fe 1.5/30
................................ 232, 242, 255
microgestin fe 1/20232, 242, 255
MICROLET NEXT LANCETS. 176



MICROLET NEXT LANCING

DEVICE.......ooooiieieeeeeeeeee 176
midazolam hcl........cccoeeeeeee. 139
midodrine hcl.....ccooeevvvvvenee. 66
MIEBO .....ooviiiiiiiiiiiieeee, 195, 203
MIFEPREX......ccoooeiiieiiiiiiiinnnnn. 297
mifepristone................. 225, 297
MIGERGOT.............. 72,132, 157
MIgHtol ... 223
miglustat........................ 190, 293
Ml 232, 242, 255
milnacipran hcl.............. 142, 160
milophene.......cccoooeiiiinns 237
MIMVEY ...coooiiiieieiieieeeee, 242, 255
MINIMED INSTINCT GLUC

SENSOR.....covviieeeeieeeeeeee, 176

minocycline hcl. 25, 44, 193, 315
minocycline hcl er

.................... 25, 44, 193, 315, 337
minoxidil......cccooevivinnnnnns 109, 322
minzoya.................. 232, 242, 255
MIPLYFFA ... 189
mirabegron er..........ccccceveeeen. 340
mirtazapine................... 128, 162
MIRVASO............... 191, 313, 337
MIiSOProstol .....cccceeevviiiinninnnn. 216
MITIGARE. ... 274
MITOSOL...ccovveviveeeeeieiiiiiiiiannns 193
mm aspirin......... 88, 89, 132, 159
mm clearlax.....cccccceevevevvvnnnnns 210
M-M-R 1. 62
M-NATAL PLUS........ 86, 341, 343
MNEXSPIKE.........cuvvvmmiieniinnnnnns 62
MOBILE LANCETS 30G......... 176
modafinil................... 164
MODEYSO....cccoovieeieeeeeeeeeeeee. 53
moexipril hel ..., 94, 95
molindone hcl................ 133, 141
mometasone furoate

................ 200, 221, 301, 305, 326
mono-linyah........... 232, 242, 255
MONSELS FERRIC
SUBSULFATE.........ccevvvveeee. 83
montelukast sodium............. 305
morphine sulfate................... 152
morphine sulfate
(concentrate)........ccccceeeeeeeennn. 151
morphine sulfate er............... 151
morphine sulfate er beads... 151
MOTOFEN.......ccooeeeieeen. 68, 207
MOTPOLY XR....cccoeennnn. 125, 145
MOUNJARO........cceevviirinnnn, 247
MOVIPREP.............cc...... 210, 345

moxifloxacin hcl 27, 42, 193, 315
moxifloxacin hcl (2x day)42, 193

MOZOBIL....uoeveeieeeeeieieeeee 80
MUCOSITISRX.....coeveveviees 203
MULPLETA ..., 80
MULTAQ ..., 105
multivitamin w/fluoride
........................ 165, 167, 277, 341
multivitamin/fluoride

........ 165, 167, 277, 278, 341, 343
multi-vitamin/fluoride
........................ 165, 167, 278, 341
multi-vitamin/fluoride/iron
.................................. 86, 278, 341
MUPITOCIN ..o 316
mupirocin calcium................ 315
my choice.............. 225, 232, 255
My Way .....cccceeeeennnn. 225, 232, 255
MYALEPT ..., 247
mycophenolate mofetil .264, 290
mycophenolate sodium........ 290
mycophenolic acid................ 291
MYDAYIS... o, 121
MYFEMBREE......... 225, 243, 255
MYHIBBIN......ccoeevvviieeiiiee, 291
MYLERAN .....cccoeiieieeeiieeeeee, 53
MYRBETRIQ.....cccoeeeeeiiiiiiinnnn. 340
MYSOLINE.....cccooeiivieeeeeinnnn. 136
MYTESI....ooooiieeieeeeeeee 208
MYXREDLIN.......c........... 185, 259
na sulfate-k sulfate-mg sulf. 210
nabumetone................... 149, 158
nadolol

........ 71,76, 91, 97, 102, 104, 112
naftifine hcl........cccooeeiienl 313
NAFTIN ..o, 313
naloxone hcl............ 16, 153, 273
naltrexone hcl

.............. 15, 16, 64, 153, 272, 273
NAMZARIC.......eveeveennn. 73, 141
naproxen........ 132, 149, 158, 274

naproxen dr... 132, 149, 158, 274
naproxen sodium

........................ 132, 149, 158, 274
naproxen sodium er

........................ 132, 149, 158, 274
naratriptan hcl....................... 160
NARCAN ..o 16, 153
NARDIL ...oooiiiiiiiiiiiiee e, 146
NASCOBAL.......ccceevviinnne 87, 343
NATACYN ..., 194
NATAL PNV.............. 86, 341, 343
NATAZIA................. 232, 243, 255

nateglinide..........cccccoeeviiinnn. 248
NAYZILAM....oovvviiiiiiinnne 137, 139
nebivolol hcl...... 71, 97,102, 105
NEBUPENT .......ooooiiiiiiiieeeeen, 26
NEBUSAL......ccoooiiiiiiiiiiiiis 305
necon 0.5/35 (28)...232, 243, 255
nefazodone hcl........cccueveeeees 162
NEFFY ..o 66
NEMLUVIO.......covvviiiiiiiinee 329
neomycin sulfate.....22, 193, 316
neomycin-bacitracin zn-
POIYMYX e 193
neomycin-polymyxin-
dexameth............... 193, 200, 201
neomycin-polymyxin-
gramicidin......ccccceeeiviiiiiniinnn. 193
neomycin-polymyxin-hc
........................................ 193, 201
NEONATAL COMPLETE
.................................. 86, 341, 343
NEONATAL PLUS.... 86, 341, 344
NEO-SYNALAR.............. 316, 326
NEOTUSS PLUS.. 18, 20, 66, 299
NERLYNX...ooiiiiiiiiiiiiiiieeeeeen 53
NESTABS................. 86, 341, 344
NESTABS ONE 86, 293, 341, 344
NEUAC.......veneeneenennen, 37, 316, 333
NEULASTA ..o 80
NEUPRO......cceeeiiiiiiiiiiiie 147
NEURONTIN........... 122,125, 143
NEVANAC ... 204
NEVIrapine ......cccoeeeeeeinnniiiinnn. 33
NEVIrapine er.......cccccceeeeeennnnnne 33
new day........cccocee.. 225, 233, 255
NEXLETOL.....cccvvvieiiieeeannns 91, 95
NEXLIZET........ccunneee 91, 96, 103
NEXTSTELLIS........ 233, 243, 255
NGENLA.......ccoiiiieeees 249
niacin er
(antihyperlipidemic)........ 96, 344
nicardipine hcl....... 107, 108, 117
NICORETTE.....ccccvvveeeeene 65, 69
NICORETTE MINI............... 64, 69
NICOLINE ..cvviiieeeeeee e 65, 70
nicotine MiNi.....c.ccoeevevnneee. 65, 69
nicotine polacrilex............ 65, 69
nicotine polacrilex mini.... 65, 69
nicotine step l......cccccuveeee 65, 70
nicotine step 2.......ccccvveeee 65, 70
nicotine step 3......cccccvveeee 65, 70
NICOTROLNS...........eeeeee. 65, 70
nifedipine............... 107, 108, 118
nifedipine er........... 107, 108, 117



nifedipine er osmotic release

................................ 107, 108, 117
NIKKI e 233, 243, 255
nilotinib hel ..o, 53
nimodipine............. 107, 108, 118
NIMODIPINE........... 107, 108, 118
NINLARO ......oovvvieiieeeeeeeeeii, 54
nintedanib esylate................. 299
nisoldipine er................. 107, 108
nitazoxanide..........coeeeeenn... 25, 26
Nitro-bid .....c.oooevviveninnnnns 112, 113
NITRO-DUR......cc.ccco... 112, 113
nitrofurantoin...........cccceeeeeee. 45

nitrofurantoin macrocrystal ... 45
nitrofurantoin monohydrate

macrocrystalS........ccccceernninns 45
nitroglycerin.. 112, 113, 321, 337
NITROSTAT ..., 112, 113
NITRO-TIME.......cccooevvveeeen. 113
NIVA THYROID......ccooeeeeereeens 262
NIVESTYM...oooiiiiiieeieeeeeen, 80
nizatidine.......coocoeeevennnen. 19, 215
nora-be......ccooevevivinnnnnnn. 233, 255
NORDIPEN 5 INJECTION
DEVICE.......oeviveeeeeeeeeee, 177
NORDITROPIN FLEXPRO
........................................ 249, 260
norelgestromin-eth estradiol
................................ 233, 243, 255
norethin ace-eth estrad-fe
................................ 233, 243, 255
norethindrone................ 233, 255
norethindrone acetate.......... 255
norethindrone acet-ethinyl

(o] 233, 243, 255
norethindrone-eth estradiol
........................................ 243, 255
norgestimate-eth estradiol
................................ 233, 243, 255

norgestimate-ethinyl
estradiol triphasic. 233, 243, 255

NORLIQVA............. 107, 108, 118
NOTIYroC....ccovveeeeeeeeee. 233, 256
NORPACE .......cooiiiiieiiiiieenn 103
NORPACE CR.....ccceevvieeennne 103
NORPRAMIN......ccccceiiiiieaene 163
nortrel 0.5/35 (28).. 233, 243, 256
nortrel 1/35 (21)..... 233, 243, 256
nortrel 1/35 (28)..... 233, 243, 256
nortrel 7/7/7 ............ 233, 243, 256
nortriptyline hcl..................... 163
NORVIR ......oooiiiiiiiiiiieee e 36
NOURIANZ.......ccccvieeens 119, 141

NOVAREL........ccoviiiiiiiieeiis 246
NOVOEIGHT .....ccooiiiiiiiieeee. 83
NOVOFINE PEN NEEDLE..... 177
NOVOFINE PLUS PEN
NEEDLE........ccoooiiiiiiiiiee 177
NOVOPEN ECHO.................... 177
NOVOSEVEN RT ......cccovvveeeeenn. 83
NOXAFIL ..ot 28
NP thyroid.....cccccoeeiiiiiiiiinnn, 262
NUBEQA.....coo e 54
NUCALA ... 299
NUCORT.......ccuveeee. 201, 221, 326
NUCYNTA .. 152
NUCYNTAER....ccccccoiiiiiinnn 152
NUEDEXTA ..o 141
NULEV......ccoiiiieeee. 16, 68, 298
NUPLAZID.......oovveviiieieiiee 135
NURTEC ... 139
NUVESSA.........cceee 22, 39, 316
NUWIQ ... 83
NUZYRA. ..., 22
nylia 1/35................ 233, 243, 256
nylia 7/7/7............... 233, 243, 256
NYMALIZE.............. 107, 108, 118
nystatin......ccccceevvvevvvvnnnnnns 41, 334
nystatin-triamcinolone
.......................... 42, 326, 334, 335
(01757 (o o 42, 335
OBIZUR. ...t 84
octreotide acetate......... 214, 260
OCUFLOX...coiiiiiiiiiieeenn. 42,193
ODACTRA ...t 59
ODEFSEY ...oovvivviiieeanns 34, 35, 39
ODOMZO....oovviieiiiiiiiiiieeeeee 54
ofloxacin.......cccoevveveiiinnnnns 42,193
OGSIVEO.......cccviiiiiieeeeeeeee 54
OHTUVAYRE......ccccovviiiieis 297
OJEMDA ..., 54
OJIAARA ... 54
olanzapine............. 130, 135, 208
olanzapine-fluoxetine hcl
........................ 130, 135, 162, 208
olmesartan medoxomil..... 92, 93
olmesartan medoxomil-hctz
.......................................... 93, 188
olmesartan-amlodipine-hctz
.................................. 93, 107, 188
olopatadine hcl................ 19, 192
OLUMIANT ...t 269, 282
omega-3-acid ethyl esters
.......................................... 96, 114
omeprazole.......coocceeeeenninnns 216
OMNARIS............... 201, 221, 301

OMNIFLEX DIAPHRAGM....... 296
OMNIPOD 5 DEXG7G6
INTROGENS.....cccooiiei 177
OMNIPOD 5 DEXG7G6 PODS
GENGDG. ..ot 177
OMNIPOD 5 LIBRE2 G6

INTRO GEN5.....coovvveeeeei 177
OMNIPOD 5 LIBRE2 PLUS G6
PODS....cooeeeeeeeeeee 177
OMNITROPE.................. 249, 261
OMVOH.......oovveieeeeee, 207
OMVOH (300 MG DOSE)....... 206
ondansetron hcl.................... 207
ondansetron odt.................... 207
ONE VITE WOMENS PLUS
.................................. 86, 341, 344

ONENATAL RX.86, 185, 341, 344
ONETOUCH DELICA PLUS

LANCING ....coeeieiiiiiiiiiieeeeen 177
ONETOUCH DELICA SAFETY
LANCING ....coeeieiiiiiiiiiieeeeen 177
ONETOUCH ULTRA............... 177
ONETOUCH VERIO............... 177
ONEXTON.....ccoeeeeene 37, 316, 333
ONFl..oooiiiiiiiieeeeee, 137,139
ONGENTYS. ..o, 140
ONUREG.......ooiiiiiiiieiieeeen, 54
ONYDA XR.coiiiiiiiiiiiiieeeeeeeen 66
ONZETRA XSAIL....oovvviiieianns 161
opcicon one-step.. 225, 233, 256
OPFOLDA......ccceeiiinne 190, 293
OPILL.....oeiiiiiiiiiieeeeie 233, 256
(o] oYU [ 1 ¢ IR 152, 208
OPSUMIT ................ 118, 303, 310
option 2.................. 225, 233, 256
OPTIONS GYNOL II
CONTRACEPTIVE........cc..c.... 296
OPVEE.......ccooiiiii, 153
OPZELURA............... 54, 330, 337
ORACIT ... 181
ORALAIR ..ottt 59
ORALAIR ADULT STARTER
PACK ..o 59
ORALAIR CHILDRENS
STARTER PACK........oooiiiiee 59
ORALONE.......covviiiiiiiiiiie 326
ORAPRED ODT.............. 201, 221
ORAVIG.......cooiiiiieeeeeeeeee 320
ORENCIA........ 265, 282, 283, 288
ORENCIA CLICKJECT
................................ 265, 282, 287
ORENITRAM.......... 118, 307, 310



ORENITRAM MONTH 1

................................ 118, 307, 310
ORENITRAM MONTH 2
................................ 118, 307, 310
ORENITRAM MONTH 3
................................ 118, 307, 310
ORFADIN......ccceeeiiinne 190, 293
ORGOVYX..otiiiiiiieeeeiiiiis 54, 226
ORIAHNN................ 226, 243, 256
ORILISSA ... 226
ORKAMBI.......ccovvveeeeennn. 302, 303
ORLYNVAH.............. 45, 188, 274
orphenadrine citrate er
.................................... 71,76, 122
orquidea......cccceeeeeeeeeennnn. 233, 256
ORSERDU........ccciiiiiiieeiieeee 54
OSCIMIN.....coeviiiinn 16, 68, 298
oseltamivir phosphate............ 38
OSPHENA ... 237
OTEZLA..270, 283, 288, 337, 338
OTEZLAXR ... 270
OTEZLA/OTEZLA XR

INITIATION PK....ooooriiiiiee 270
OVIDE......ccoiiiieiiiieeiieii 335
OVIDREL......ccooiiiiiiiiiiceee, 246
OXapProzZiN.....ccccceeeeeveenne. 149, 159
(0D EVA<] 01-11 o IR 139
oxcarbazepine............... 126, 145
OXERVATE.....cccovvveeeenn. 195, 203
oxiconazole nitrate............... 320
OXISTAT .o, 320
oxybutynin chloride.............. 339
oxybutynin chloride er......... 339
oxycodone hcl.........cooee. 152
oxycodone-acetaminophen
................................ 122, 148, 152
oxymorphone hcl................. 152
oxymorphone hcl er.............. 152
OZEMPIC......ooiiiiiiiiieeee, 247
OZOBAXDS......oviieeieeieiiiie 71
PACERONE..........cccooviieeeeennn. 105
PALFORZIA.......ovveiiiiiiiiie 59
PALFORZIA (1 MG DAILY
DOSE)..ccoiiiiiiiiiiieeeeeee 59
PALFORZIA INITIAL DOSE 1-
BYRS .. 59
PALFORZIA INITIAL DOSE 4-
17YRS .o 59
paliperidone er..........cccccee.... 135
PALYNZIQ ... 190
PANCREAZE.................. 190, 212
PANRETIN........ccovviieeeen. 312, 338
pantoprazole sodium............ 216

PARI VORTEX ADULT MASK 177
PARI VORTEX PEDIATRIC

MASK ...ooiiiiiiiiee e 177
paricalCitol ........cccccceeeiinnnnnns 346
PARNATE ... 146
paroxetine hcl..........cccooee. 162
paroxetine hcl er................... 162
paroxetine mesylate............. 162
PAXLOVID (150/100).......... 27,29
PAXLOVID (300/100 &

150/100) .....ccceiiiiiiiiiieeeeenn. 27,29
PAXLOVID (300/100).......... 27,29
pazopanib hcl.......cccooiiie 54
PEDIARIX.....cccviiiiiiiieeeenns 60, 62
PEDVAXHIB......ooooiiiiiieeen. 63
Peg 3350.....cccoiiiiiiiiiiiiiiiieee, 210
peg 3350-kcl-na bicarb-nacl.210
peg-3350/electrolytes........... 211
peg-

3350/electrolytes/ascorbat
........................................ 211, 345
PEGASYS........... 36, 54, 267, 288
peg-kcl-nacl-nasulf-na asc-c
........................................ 211, 345
PEG-PREP.........ccociiiiieee. 211
PEMAZYRE ..., 54
PEN NEEDLE/5-BEVEL TIP...177
PENBRAYA ..., 63
PENCICIOVIN ... 319
penicillamine........... 16, 217, 283
penicillin v potassium............ 38
PENMENVY .....ccooiiiiiiiiiis 63
PENTACEL.......ovvvveiieiiis 60, 63
pentamidine isethionate......... 26
pentazocine-naloxone hcl
........................................ 153, 154
pentoxifyllineer..........ccccce.... 81
perampanel..........ccccceeeeeeeenn. 126
PERFECT POINT SAFETY
LANCETS....cooiiiiiiiiiiieeeeee, 177
PERFECT POINT SAFETY
NEEDLE........ccoooiiiiiiiiiee 177
PERFOROMIST ................ 75, 309
PERIDEX.. 22, 194, 195, 319, 333
perindopril erbumine........ 94, 95
periogard. 22, 194, 195, 319, 333
permethrin.........cccccvvvvvvivnnnns 335
perphenazine.........cccccccceeen. 155
perphenazine-amitriptyline
........................................ 155, 163
PERTZYE.........coiiiiinen. 190, 212
phenazopyridine hcl............. 318
phenelzine sulfate................. 146
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phenobarbital ........................ 136
phenoxybenzamine hcl.. 72, 116

phenylephrine hcl......... 205, 206
phenytek..........cccovvveeneen. 103, 144
phenytoin...................... 103, 144
phenytoin infatabs........ 103, 144
phenytoin sodium extended

........................................ 103, 144
PHEXX ..oiiiiiiiiiee e 296
philith .................. 233, 243, 256
PHOSPHA 250 NEUTRAL......185
PHOSPHOLINE IODIDE......... 205
phosSphorous......cccccceeeinnnes 185
phospho-trin 250 neutral...... 185
PHOXILLUM B22K4/0............ 185
PHOXILLUM BK4/2.5............. 185
phytonadione.......... 16, 273, 346
PIFELTRO ....ccoiiiiiiiiiiiiieeeeee, 34
pilocarpine hcl................ 73, 205
pimecrolimus......... 291, 329, 338
pimozide.......ccccccunnnnnnns 133, 141
pimtrea................... 233, 243, 256
pindolol...... 71,97, 102, 105, 113
pioglitazone hcl..................... 261

pioglitazone hcl-glimepiride 261
pioglitazone hcl-metformin

Rel . 227, 262
PIP GLUCOSE CONTROL

SOLUTION ..., 177
PIQRAY ..ot 54
pirfenidone.................... 299, 308
PIroxXicam.........ccccceeennnns 149, 159
pitavastatin calcium.............. 110
PLAN B ONE-STEP 226, 233, 256
PLEGRIDY .....cccciiiiiiiieeeeeis 288
PLEGRIDY STARTER PACK. 288
PLENVU.....ccooiiiiiiiie 211, 345
plerixafor........ccccoviviiiieiinnns 80
PLEXION.....coeeiiiiiiinen 316, 331

PLEXION CLEANSER.... 316, 331
PLEXION CLEANSING

CLOTH ...ttt 316, 331
PNEUMOVAX 23.......ccooieeeeeen. 63
pnv 27-calfeflfa......... 86, 341, 344
PODOCON-25................ 331, 338
(Yoo (o) {1 Lo ) QU 331, 338
polyethylene glycol 3350......211
polymyxin b-trimethoprim
.................................. 42,193, 316
POLY-VI-FLOR

........................ 165, 167, 278, 341



POLY-VI-FLOR/IRON

.................................. 86, 278, 341
pomalidomide.................. 55, 288
portia-28................. 233, 243, 256
posaconazole.........cccccceernnnnnes 28
potassium chloride....... 185, 186
potassium chloride crys er.. 185
potassium chloride er........... 185
potassium citrate er.............. 181

potassium citrate-citric acid 181
potassium iodide

(expectorant).......ccccceeeeeeeenn. 304
PRADAXA ... 79
pramipexole dihydrochloride

................................................ 147
PRAMOSONE................. 318, 326
PRAMOTIC......ccceeeirinne 194, 204
prasugrel hel........ccoooiiiiiiinnn. 88
pravastatin sodium............... 110
praziqguantel........cccccoeeviiiiinnnnnn. 23
prazosin hcl........... 72,91, 92, 97
PRED MILD.................... 201, 221
prednisolone................. 201, 221

prednisolone acetate.... 201, 221
prednisolone sodium
phosphate..................... 201, 221
PredniSonNe.......ccoccveveeeeennnnnnns 222
prednisone intensol.............. 222
pregabalin.............. 126, 142, 143
pregabalin er......... 122, 142, 143
PREGNYL...oooiiiiiiiiiiieee 246
PREMARIN........cccoeeenne 243, 276
PREMESISRX 186, 293, 341, 344
PREMPHASE ................. 244, 256
PREMPRO..........ccccveeenn 244, 256
prenatal................... 86, 341, 344
prenatal plus vitamin/mineral
.................................. 86, 341, 344
PRENATE............... 186, 342, 344
PRENATE DHA

.................. 86, 186, 293, 342, 344
PRENATE ELITE...... 86, 342, 344
PRENATE ENHANCE

.................. 86, 186, 293, 342, 344
PRENATE ESSENTIAL
.................. 86, 186, 293, 342, 344
PRENATE MINI

.................. 86, 186, 293, 342, 344
PRENATE PIXIE

.................. 86, 186, 293, 342, 344
PRENATE RESTORE

.................. 87, 186, 293, 342, 344

PRETOMANID........ccoiiiiiienee 27
prevalite.........cooocviiiiiiiieen, 98
PREVIDENT ... 165, 166, 168, 278
PREVIDENT 5000 BOOSTER

PLUS ... 167, 278

MOUTH........cceeee. 165, 167, 278
PREVIDENT 5000 ENAMEL
PROTECT ......oovvviieeiee 167, 278
PREVIDENT 5000 KIDS. 167, 278
PREVIDENT 5000 ORTHO
DEFENSE...........cccoee. 167, 278
PREVIDENT 5000 PLUS
................................ 165, 168, 278
PREVIDENT 5000 SENSITIVE

PREVYMIS..........oooii 27,28
PREZCOBIX......ccvvveeeennns 36, 293
PREZISTA ..o 36
PRIFTIN ... 27,43
PRILOSEC........ccooieiieieeiis 216
primaquine phosphate........... 25
primidone........cccoceveeeeenninnns 136
PRIORIX ... 63
PRISMASOL B22GK 4/0........ 186
PRISMASOL BGK 0/2.5......... 186
PRISMASOL BGK 2/0............ 186
PRISMASOL BGK 2/35......... 186
PRISMASOL BGK 4/0/1.2...... 186
PRISMASOL BGK 4/25......... 186
PRISMASOL BK 0/0/1.2......... 186
probenecid..................... 188, 274
PROCENTRA......ccceiiiieeene 121
prochlorperazine........... 155, 208
prochlorperazine maleate
........................................ 155, 208
PROCORT...... 201, 222, 318, 326
PROCTOCORT...... 201, 222, 326
PROCTOFOAM HC
........................ 201, 222, 318, 326
procto-med hc....... 201, 222, 327
PROCTOSOL HC... 201, 222, 327
PROCTOZONE-HC 201, 222, 327

PROCYSBI.....oovvviviiiiiiiiiiiinnns 293
PROFILNINE .......ccooiiiiiiiiie. 84
progesterone...........cccceeevnnnnn. 256
PROGLYCEM.........cccvvviieeeenn. 226
PROGRAF.............. 264, 291, 329
PROLENSA......ccooiiiiiiin 204
PROMACTA ... 80

363

promethazine hcl

17, 18, 19, 133, 134, 208, 212,
304

promethazine-codeine

.................................... 18, 19, 299
promethazine-dm...... 18, 19, 300
promethazine-phenylephrine
...................................... 18, 19, 66
PROMETHEGAN

.................. 19, 134, 208, 212, 304
PRONAL.......cccviiiiiieeeen. 321, 331
propafenone hcl.................... 104
propafenone hcler................ 104
proparacaine hcl.................. 204
propranolol hcl

............ 71, 97,102, 105, 113, 132
propranolol hcl er

............ 71, 97,102, 105, 113, 132
propylthiouracil.................... 226
PROQUAD........ccciiiiiiiieeeeeeee 63
PROTONIX. ... 216
protriptyline hcl.................... 163
PROVERA......cccccoiiiiiieeee 256
prucalopride succinate......... 214
PRURADIK. ..o, 335
pseudoephedrine-
bromphen-dm...... 19, 20, 66, 300
PULMOSAL........oooiiiiiieeeenn, 305
PULMOZYME................. 190, 305
PURE COMFORT SAFETY
LANCET 30G......cceeeiiiieeeenee 177
PURE COMFORT SAFETY

PEN NEEDLE............cccueee.. 177
PURIXAN.......ccoceeeenn. 55, 267, 291
PYLERA........ 24, 26, 44, 208, 209
pyrazinamide.............cocccuvvnnnen. 27
PYRIDIUM.......coooiiiiiiiieeeenn, 318
pyridostigmine bromide......... 73
pyridostigmine bromide er.....73
PYRIDOSTIGMINE BROMIDE
ER .o 73
pyrimethamine............ccccceeee. 25
PYROGALLIC ACID297, 331, 338
PYRUKYND.......oooiiiiiiiiieeeeen. 78
PYRUKYND TAPER PACK...... 78
QBRELIS......ccoiiiiiieeeeie 95
QFITLIA .. 84
QINLOCK ....oiiiiiiiiiiiiiiieeeeeen 55
QNASL............ 201, 222, 301, 306
QNASL CHILDRENS
........................ 201, 222, 301, 306
QUADRACEL.......ccvveeennnee 60, 63
QUESTRAN ...t 98



QUESTRAN LIGHT .......cceennn. 98
guetiapine fumarate...... 130, 135
guetiapine fumarate er. 130, 135
QUICK TOUCH INSULIN PEN

NEEDLE........ccoooiiiiiiiiiee 178
QUILLICHEW ER........cccceens 157
QUILLIVANT XR..coiiieeeiiae. 157
quinapril hel.........coon. 94, 95
quinapril-
hydrochlorothiazide........ 95, 188
quinidine gluconate er....25, 103
qguinidine sulfate............. 25, 103
quinine sulfate............cccccoenee 25
QULIPTA ..o, 139
QVAR REDIHALER 222, 301, 306
RABEPRAZOLE SODIUM...... 216
rabeprazole sodium.............. 216
RADICAVAORS............. 119, 141
RADICAVA ORS STARTER

KIT e 119, 141
RADIOGARDASE.....17, 183, 273
RAGWITEK ......cooiiiiiiiiiieeeeen, 60
RALDESY .....cccoiiiiiiiiieeeies 162
raloxifene hcl................. 237, 276
ramelteon .......coeeeevneeennn.. 134, 145
FaMipril......eeeeeeeeeiiiiiiiiinnnns 94, 95
ranolazine er.........ccoeeeeeeeeeennn. 101
rasagiline mesylate............... 146
RASUVO........ccciiiieee. 265, 283
RAYA SURE PEN NEEDLE... 178
reclipsen................ 233, 244, 256
RECOMBINATE.........ccccvveeeeen. 84
RECOMBIVAX HB.........cccceee.... 63
RECOTHROM........cccvvviieeeeenn. 84
RECOTHROM SPRAY KIT....... 84
RECTIV.......oce 113, 321, 338
REGLAN ... 216
RELENZA DISKHALER............ 38
RELION GLUCOSE TEST
STRIPS ..o 180
RELISTOR.............. 153, 207, 214
RELNATE DHA.87, 293, 342, 344
RENTHYROID...........ccceunneee 262
repaglinide.........cccooovviiininnnnn. 248
REPATHA ..o 114
REPATHA SURECLICK......... 114
RESTASIS.............. 195, 203, 264
RESTASIS MULTIDOSE
................................ 195, 202, 264
RESTORIL.....ovvivieiieiiiiiee 139
RETACRIT ...t 77,81
RETEVMO......ccoooiiiiiiiiiiiis 55

RETIN-A MICRO PUMP... 55, 322

RETROVIR......ovviiiiiiiiiiiiiie 35

REVUFORJ......ocovvieeeeieeeee, 55
REXTOVY i 16, 153
= 1 I 135
REYATAZ ..o 36
REYVOW....cooooiiiiieeeieeeeeen, 161
REZDIFFRA......cccceeevue. 214, 262
REZENOPY ....cocvveveeeiinnn. 16, 153
REZLIDHIA ... 55
REZUROCK.....cccooeviivieeeeinnn. 294
RHAPSIDO.......ccccccc...... 288, 329
RHOFADE.............. 206, 313, 338
RHOPRESSA.......ccooovvvvee, 206
FIDAVIFIN e 39
RIDAURA........ 217, 265, 283, 288
rifabutin.......cooooveeiiieis 27, 43
rifampin.......ccococvieiiininnns 27, 43
rilpivirine hcl.............o 34
rluzole.....cooeeveveeiineennn. 119, 141
rimantadine hcl....................... 21
RINVOQ.....ccoooeeviieiiiiiins 269, 283
RINVOQ LQ...oovvveiiieeeiiiiiiinnnn. 269
risedronate sodium............... 276
risperidone.................... 130, 135
FIEONAVIT coeev e 36
rivaroxaban..........cccceeeeeieineees 79
rivastigmine.........cccccvveveeeeeeenn. 73
rivastigmine tartrate............... 73
rivelsa.....coccceeeeeen... 233, 244, 256
RIVFLOZA......eieeeeeeeeen 294
RIVIVE.....ccooiiieieieee 16, 154
RIXUBIS......ooiieeeeeeeeeeeeeee, 84
rizatriptan benzoate.............. 161
ROCALTROL.....ccvevevvvieeeeen, 346
ROCKLATAN.........cee. 205, 206
roflumilast.............. 307, 330, 334
ROMVIMZA ......ccoveeeeieeeeennn, 55
ropinirole hel ..., 147
ropinirole hcler........ccccceee. 147
rosuvastatin calcium............ 110
rosyrah........ccccoeeee. 234, 244, 256
ROTARIX ..o, 63
ROTATEQ.....cccciiiieieeeeeeeeiiin. 63
ROWASA ..., 209
FOWEEPIA..cccveerrrniiieeeeeeeeninnnnn 126
ROZLYTREK ..., 55
RUBRACA......ccoo i 55
RUCONEST.....ccccoeevvennn. 279, 280
rufinamide........ccoeeeeunneen. 126, 145
RUKOBIA.......ccoveieeeeieeeeeee 32
RYALTRIS

.......... 19, 192, 202, 222, 301, 306
RYBELSUS......c.cooevveeeeeeeen. 247

RYCLORA.....cooeeeeeeeeein 19, 20
RYDAPT .ot 55
sacubitril-valsartan... 92, 93, 115
SAFETY PEN NEEDLES........ 178
SAFYRAL........ 234, 244, 256, 344
SALAGEN..........cooeeeiiiis 73, 205
SALICATE ..o 331
salicylic acid.........ccooeeivvninen. 331
salsalate......cceeveeeiiiieeeenenn, 159
SALVAX DUO PLUS....... 321, 331
SAMSCA.....coeeeeeieeeeeee, 188
SANTYL...vvveeeennnn. 190, 321, 338
sapropterin dihydrochloride
........................................ 189, 294
SAVAYSA...coieieeeeeeee, 79
SAVELLA........cooveee, 143, 160
SAVELLA TITRATION PACK
........................................ 143, 160
saxagliptin hcl ... 236
saxagliptin-metformin er
........................................ 227, 236
SCALACORT DK............ 327, 331
SCEMBLIX....oveieeiieieeieeeeeee, 55
scopolamine............ 68, 208, 215
SELECT-OB.............. 87,342, 345
selegiline hcl ..o 146
selenium sulfide............ 319, 333
SELZENTRY v, 32
SENSILANCE SAFETY
LANCETS 21G....cccoeevvvvv, 178
SENSILANCE SAFETY
LANCETS 26G.....ccceoevvvvenen, 178
SENSILANCE SAFETY
LANCETS 28G....ccccevvvvvve, 178
SEPHIENCE........cocvveeieeeenn 189
SEREVENT DISKUS........ 75, 310
SERNIVO.....cccoovvvveee 222,327
SEROSTIM.........cccuun..... 249, 261
sertraline hcl.....oooeeiiiiens 162
setlakin......cooooeunnees 234, 244, 256
sevelamer carbonate
.................................. 17,183, 273
SEVENFACT ..o, 84
sevoflurane......cccoeevevvvennennnn. 144
ST, 166, 168, 278
sf 5000 plus........... 166, 168, 278
sharobel......cccoooeiivenn. 234, 256
SHARPS COLLECTOR.......... 178
SHARPS CONTAINER............ 178
shewise......ccoccc...... 226, 234, 257
SHINGRIX...oooiiieiiiieeeeee 63
SIGNIFOR.....covviieeiieeeee 260



sildenafil citrate

................ 114, 115, 307, 310, 340
SILENOR......ccvveeeeerinn. 163, 318
SilodoSiN.....ceeiiveeeee e, 74
SILVADENE.................... 319, 333
silver nitrate.........cooeeevvvvnenens 194
silver sulfadiazine......... 319, 333
SIMBRINZA......ccccceoenn.... 191, 196
simliya.................... 234, 244, 257
SIMPEeSSe....ccccuvennes 234, 244, 257

SIMPLERA SYNC SENSOR...178
SIMPONI

........ 214, 272, 283, 284, 288, 289
simvastatin........cooeeevvvveeenene. 110
SINEMET ..o, 142
SINGULAIR.....covieeieieeeen 305
sirolimus................ 270, 291, 329
SIRTURO......cveieeveeeeeeeeeeee, 27
SITAGLIPT BASE-METFORM
HCLER....cccooviiieeeeeeieiie 227,236
SITAGLIPTIN ..ot 236
SITAGLIPTIN BASE-
METFORMIN HCL.......... 227, 236
SIVEXTRO ..o, 41
SKYCLARYS....cooiieeeveeeeee, 294
SKYRIZI ... 214, 329, 338
SKYRIZI PEN.................. 329, 338
SKYTROFA.....ccooeeeveeann. 249, 250
SLYND.....cooevereennn. 226, 234, 257
smMooth laX ...ccoeeeevveveeiiiiiines 211
SOAANZ .....ccovvv 90, 111, 183
sod citrate-citric acid............ 181
sod fluoride-potassium
NItrate...cooeveeeeeeieeeees 168, 278
sodium chloride.................... 305
sodium fluoride..... 166, 168, 279
sodium fluoride 5000 enamel
........................................ 168, 278
sodium fluoride 5000 plus
................................ 166, 168, 278
sodium fluoride 5000 ppm
................................ 166, 168, 279
sodium fluoride 5000

SENSItiVe ..., 168, 279
sodium oxybate.....141, 164, 274
sodium phenylbutyrate........ 182
sodium polystyrene
sulfonate.................. 17, 184, 273
sodium sulfacetamide.......... 316

sodium sulfacetamide wash 316
SOFOSBUVIR-VELPATASVIR

SOHONOS. ..., 294
solifenacin succinate............ 339
SOLIQUA.........ccerrnen. 247, 248
SOLOSEC....cccooiiiiiiiiiiiieeeeee, 26
SOMAVERT .....ccoviiiiiieieeeeiinn, 261
SOOLANTRA.....coieeeeeeee, 335
sorafenib tosylate................... 55

sotalol hcl.. 71, 97, 102, 105, 113
sotalol hcl (af)

.................... 71, 97,102, 105, 113
SOTYKTU...oooiiiiiiiinn 330, 338
SOTYLIZE...71, 97, 103, 105, 113
SOVALDI ...t 30
SPEVIGO......ooiviiiiiiiiiiiiie, 329
SPIKEVAX ...ooiiiiiiiiiiiiiieeeeee 63
SPIKEVAX 6M-11Y ....coevveeennnn. 63
SPINOSad .....cvvveiiieeeiiiiiiiee 335
SPIRIVA HANDIHALER....68, 298
SPIRIVA RESPIMAT ........ 68, 298
spironolactone

.................. 90, 111, 115, 116, 184
spironolactone-hctz

.................. 90, 111, 116, 184, 188
SPORANOX......ccciiiiiiiiiieeeeee 28
SPRAVATO (56 MG DOSE)
........................................ 128, 146
SPRAVATO (84 MG DOSE)
........................................ 128, 146
sprintec 28............. 234, 244, 257
SPRITAM....cooiiiiiiiiieeee 126

SPS (SODIUM
POLYSTYRENE SULF)

.................................. 17,184, 274
(1o I 319, 333
SSKl it 304
SSS 10-5.iiiiiii, 316, 331
ST JOSEPH LOW DOSE

............................ 88, 89, 132, 159
STARJEMZA.....coeeeeieeen. 269
STENDRA....cccooivveees 114, 115
STEQEYMA.......cciiieee 269
STIOLTO RESPIMAT ......... 68, 75
STIVARGA. ..o, 56
STRENSIQ......cccevrriinnnnn. 190, 191
STRIBILD......c..ceee... 33, 35, 294
STRIVERDI RESPIMAT... 75, 310
STROMECTOL....coevvvvveeeieennn, 23
SUBOXONE.........covvveeeeeeenn. 154
SUBVENITE.........ccouuu..... 126, 130
subvenite.......cooooeuieennnn. 126, 130

365

subvenite starter kit-blue

........................................ 126, 130
subvenite starter kit-green
........................................ 126, 130
subvenite starter kit-orange
........................................ 126, 130
SUCRAID.....ooiviiiieiiiiiiiiiee 191
sucralfate........cccoceeeeeeeennnns 216
SUFLAVE........ccoiiiiiiieee, 211
SULAR ..., 107, 108
SULCONAZOLE NITRATE.....320

sulfacetamide sodium.. 193, 316
sulfacetamide sodium (acne)

................................................ 316
sulfacetamide sodium

(Cleans) ..., 316
sulfacetamide sodium-sulfur
........................................ 316, 332
sulfacetamide sod-sulfur

WaSh ..o, 317, 332
sulfacetamide-prednisolone
........................................ 193, 202
sulfacetamide-sulfur in urea
........................................ 317, 332
SULFACLEANSE 8/4...... 317, 332
sulfadiazine......cccoocoevveeeevennnn... 43
sulfamethoxazole-
trimethoprim............... 26, 43, 45
SULFAMYLON................ 317, 334
sulfasalazine

.......... 43, 209, 265, 266, 284, 289
sulfatrim pediatric....... 26, 43, 45
sulfurated lime........ccccceoooo... 335
sulindac....c..coeevevieennnnns 149, 159
sumatriptan .......coccceeeeennnnnns 161
sumatriptan succinate.......... 161
SUMAXIN .....coovveeeiiinnnen, 317, 332
SUMAXIN CP.....cccevvene.. 317, 332
sunitinib malate...........cc.......... 56
SUNLENCA.......cceeeeeeeeen. 26, 32
SUNOSI ... 165
SUPREP BOWEL PREP KIT..211
SUTAB....coieeeeeeeeeee e, 211
syeda......cccceeeeeeennn. 234, 244, 257
SYMBICORT ....eeevvvie, 75, 222
SYMDEKO........ccvveeeeee. 302, 303
SYMFl.oiiiiiiiieeee, 34,35
SYMPAZAN.....cccoevvnnnn. 137, 139
SYMPROIC.......cccevvn. 207,214
SYNALAR ..., 202, 327
SYNAREL.....oovveiiiiieeeeieie 246
SYNDROS.....cccooeeveveen. 208, 215
SYNJARDY ..covoiivvvieees 227, 260



SYNJARDY XR....... 227, 228, 260
TABLOID. ..o 56
TABRECTA...ccoeieeeeeeeee, 56
TACLONEX............. 321, 327, 338
tacrolimus...... 264, 291, 329, 338
tadalafil .................. 114, 115, 307
tadalafil (pah).114, 115, 307, 311
TADLIQ........... 114, 115, 307, 311
TAFINLAR.....ooviiiieeeeeeee, 56
tafluprost (pf).....cccccvvvveeeennnn. 205
TAGRISSO.....ccooievieeeeeeee, 56
take action............. 226, 234, 257
TAKHZYRO................ 89, 90, 291
TALZENNA ..., 56
tamoxifen citrate............. 56, 237
tamsulosin hcl ..., 74
TANLOR ... 70
tapentadol hcl...........cccceee. 152
TAPERDEX 12-DAY ....... 202, 222
TAPERDEX 6-DAY ......... 202, 223
TAPERDEX 7-DAY ......... 202, 223
tarina 24 fe............. 234, 244, 257
tarina fe 1/20 eq.....234, 244, 257
TARPEYO ..., 223
tasimelteon.................... 134, 145
tavaborole......cccooeevvieiieiinnnn.n. 334
TAVALISSE ..., 78
TAVNEOS............... 264, 279, 280
taysofy ....cccvvveeeeee. 234, 244, 257
TAYTULLA.............. 234, 244, 257
tazarotene......cccceeenvennenn. 332, 338
TAZAROTENE................ 332, 338
TAZORAC. ..., 332, 338
TECHLITE LANCETS 26G..... 178
TECHLITE PLUS PEN

NEEDLES........cocvveieevveeeeee, 178
TEGLUTIK ... 119, 141
TEGRETOL....cccoevvvvene 126, 130
TEGRETOL-XR.............. 126, 130
TEKTURNA ... 115
telmisartan ........coceeeveveennnnn. 92, 93
telmisartan-amlodipine...93, 107
telmisartan-hctz.............. 93, 188
temazepam .........ccceeeiiennnnn. 139
TEMBEXA ..., 40
temozolomide.......cccoeeeevvennnnenns 56
TENCON................. 122, 136, 148
TENIVAC ..., 60
tenofovir disoproxil fumarate 35
TEPMETKO...coiiiiieeeeieeee, 56
terazosin hcl.......... 72,91, 92, 97
terbinafine hcl......cccooeeei. 21
terbutaline sulfate........... 75, 310

terconazole.....ccocccovveviiiinnn.n. 320

teriflunomide................. 263, 289
TERIPARATIDE.............. 248, 275
terrell ..o 144
TESTIM..oooieieiieeeeeeenn. 224, 226
testosterone.................. 224, 226

testosterone cypionate.224, 226
testosterone enanthate 224, 226

tetrabenazine...........cccoeee. 164
tetracaine hcl................. 204, 272
tetracycline hcl..25, 44, 210, 317
TEXACORT............ 202, 223, 327
TEZRULY i, 72,91
TEZSPIRE.......eeeeenn. 305, 308
THALITONE.............. 91, 116, 188
THALOMID......ccvvveeeeenn. 56, 289
THEO-24.109, 157, 182, 312, 340
theophylline

................ 109, 157, 182, 312, 340
theophylline er

................ 109, 157, 182, 312, 340
thioridazine hcl...................... 155
thiothixene......cccooevviviieinennnn. 163
THROMBIN-IMI......ccvvvveeeeannn. 84
THROMBIN-JMI EPISTAXIS.... 84
THROMBOGEN...........cveeeeee. 84
THYQUIDITY ..o, 262
thyroid ... 262
tiadylt er........... 99, 100, 106, 118
tiagabine hcl.................. 126, 143
TIAZAC............. 99, 100, 106, 118
TIBSOVO.....ooeviieeieeeeeeieeee 56
ticagrelor ..., 88
TIGLUTIK ..coveieiiieeeee. 119, 141
TIKOSYN...oovveieeiiieeeeeeeee 105
tiliafe..ooveeiiis 234, 244, 257
timolol hemihydrate
............................ 71, 97, 105, 196

timolol maleate
... 712,97, 103, 105, 113, 132, 196
timolol maleate (once-daily)

............................ 71, 97, 105, 196
timolol maleate ocudose
............................ 71, 97, 105, 196
timolol maleate pf
............................ 72,97, 105, 196
TIMOPTIC OCUDOSE
............................ 72,97, 105, 196
tinidazole......ooveeveviieieeeennnn, 26
tIOPronin ... 294
TIROSINT .o 262
TIROSINT-SOL....cccceeevvvvnnnnn. 263
TISSEEL......cccovvvvnnnnnen... 321, 338

TIVICAY oo 33
TIVICAY PD oo 33
tizanidine hcl ..o, 70
TOBI NEBULIZER............. 22,194
TOBI PODHALER.............. 22,194
TOBRADEX.............. 22,194, 202
TOBRADEX ST......... 22,194, 202
tobramycin.........cccccceennnns 22,194
tobramycin-dexamethasone
.................................. 22,194, 202
TOBREX.....iiieiiiiiee 22,194
TODAY SPONGE................... 296
TOLAK ..., 56, 312, 338
tolcapone........cccoceveeeeeinins 140
tolterodine tartrate................ 339
tolterodine tartrate er............ 339
tolvaptan.........cccceeeieieiniins 189
tolvaptan (hyponatremia)..... 189
TONMYA ..o 70, 143
TOPAMAX ..., 126, 133
TOPAMAX SPRINKLE....126, 133
TOPICORT ...t 327
topiramate..........ccccceuvnne 126, 133
toremifene citrate............ 56, 237
tOrPeNZ...coceveviiiiiieiees 56, 267
torsemide................. 90, 111, 183
TOSYMRA ..o 161
TOUJEO MAX SOLOSTAR.... 248
TOUJEO SOLOSTAR............. 248
OVl e, 327
TPOXX oot 28
TRACLEER............. 118, 303, 311
TRADJENTA ..o, 236
tramadol hcl......coooeeiiiiiiinn, 152
TRAMADOL HCL (ER

BIPHASIC) ...ooooeiiiiiiiieee 152
tramadol hcl (er biphasic).... 152
tramadol hcl er........ccccceen. 152
tramadol-acetaminophen
................................ 122, 148, 153
trandolapril........cccccoeennnnnns 94, 95
trandolapril-verapamil hcl er
.......................................... 95, 100
tranexamic acid....................... 84
tranylcypromine sulfate....... 146
travoprost (bak free)............. 205
trazodone hcl....occeeccciiiennnn. 162
TRELEGY ELLIPTA

.................... 68, 76, 202, 223, 301
TREMFYA....ccccec.... 266, 329, 339
TREMFYA ONE-PRESS
................................ 266, 329, 338
TREMFYA PEN.............. 266, 329



TREMFYA-CD/UC

INDUCTION.......cevvree. 266, 329
tretinoin.....coooeeeveeeennee. 56, 57, 322
tretinoin microsphere..... 56, 322
tretinoin microsphere pump
.......................................... 57,322
TRETTEN ..o, 84
TREXALL..57, 266, 284, 289, 291
TREZIX........... 122, 148, 153, 157
triamcinolone acetonide
........................................ 223, 327
triamterene.............. 90, 115, 184
triamterene-hctz............ 184, 188
triazolam .....ccooeeveeeeiiiiieeeeee, 139
TRICITRASOL......oveevevieeeeenn. 78
triCitrateS...coovveeeeeieeeeeeeeees 181
triderm ..o, 223, 327
trientine hel ..o, 217
tri-estarylla............. 234, 244, 257
trifluoperazine hcl................ 155
trifluridine.......ooooeevevieeeeeenn, 195
trihexyphenidyl hcl......... 69, 122
TRIJARDY XR........ 228, 236, 260
TRIKAFTA ..., 302, 303
tri-legest fe............. 234, 244, 257
TRILEPTAL............. 126, 127, 145
tri-linyah................ 234, 244, 257
tri-lo-estarylla........ 234, 244, 257
tri-lo-marzia........... 234, 244, 257
tri-lo-mili................. 234, 244, 257
tri-lo-sprintec......... 234, 244, 257
trimethobenzamide hcl......... 208
trimethoprim ........cccccccoeiiis 45
tri-miliceins 234, 244, 257
trimipramine maleate............ 163
TRINATE.....ccve. 87, 342, 345
TRINTELLIX ..o 162
tri-sprintec............. 234, 244, 257
TRISTART DHA

.................. 87, 186, 294, 342, 345
TRIUMEQ ....ccoooiiiiiiiieee. 33,35
TRIUMEQ PD......ccccuueneee.. 33,35
TRI-VI-FLOR

166, 168, 279, 342, 343, 345, 346
TRI-VI-FLORO

166, 168, 279, 342, 343, 345, 346
TRI-VITAMIN WITH
FLUORIDE...... 166, 168, 279, 342
tri-vite/fluoride

166, 168, 279, 342, 343, 345, 346
tri-vylibra................ 234, 244, 257
tri-vylibralo........... 234, 244, 257
trospium chloride................. 340

trospium chloride er............. 339
TRUE COMFORT SAFETY

PEN NEEDLE.............on.. 178
TRUE COVER........ccuvveeeeeenn. 296
TRUE FOLIC ACID................. 345
TRUE METRIX LEVEL 1........ 178
TRUE METRIX LEVEL 2........ 178
TRUE METRIX LEVEL 3........ 178
TRULANCE..........cccuvneee 206, 215
TRULICITY . 247
TRUMENBA. ... 63
TRUQAP ..o 57
TRUVADA ..., 35, 40
TRYNGOLZA............ 96, 223, 275
TRYPTYR oo 203
TRYVIO ..o 303
TUKYSA . 57
TURALIO......coiiiiieeeeeeee 57
turpentine.......cccccceeeeeeenninns 321
tuUrqoz....cooeveveennnnne. 234, 244, 257
TUXARIN ER.............. 19, 20, 300
TWIIST REFILL KIT ... 178
TWIIST REFILL

KIT/INFUSION SET................ 178
TWIIST STARTERKIT........... 178
TWINRIX ... 64
TWIRLA............. 234, 245, 257
TWYNEO.....cccooiiiiiiein 322,334
TYBLUME............... 235, 245, 257
tydemy........... 235, 245, 257, 345
TYMLOS......ooieieiiiieeee 248, 275
TYRVAYA .. 65, 203
TYVASO................. 119, 308, 311
TYVASO DPI INSTITUTIONAL
KIT o 118, 308, 311
TYVASO DPI MAINTENANCE
KIT o 118, 119, 308, 311
TYVASO DPI TITRATION KIT
................................ 119, 308, 311
TYVASO REFILL KIT
................................ 119, 308, 311
TYVASO STARTER KIT
................................ 119, 308, 311
UBRELVY ... 139
UCERIS.....ooooiiiiiiiieeeeee, 223
UDENYCA. ..., 81
ULTANE ... 144
ULTRA-CARE SAFETY
LANCETS 30G.....cccceiviininnnne 178
UNIFINE OTC PEN NEEDLES
................................................ 178

UNIFINE PROTECT PEN
NEEDLE......ccccoiiiiiiiin 178

UNISTRIP CONTROL............. 178
unithroid......ccoooeeveeieiiiieees 263
UPNEEQ.....cccccoiiiiiieieiiieiiiiin, 206
UPTRAVI ..o, 311
UPTRAVI TITRATION............ 311
URAMAXIN....... 90, 183, 205, 332
Ur€a...ovievneennnnn. 90, 183, 205, 332
URELLE.............. 45, 68, 122, 294
uretrond/s......... 45, 68, 122, 294
UROCIT-K 10....ccovveeieeeiinen, 181
UROCIT-K15....ccceviieeiiieen, 181
UROGESIC-BLUE...... 45, 68, 294
(U1 g<Yo Yo ITo ] I 212
VAFSEO ..., 81
valacyclovir hcl............. 40
VALCHLOR.......ccevvves 312, 339
valganciclovir hcl.................... 40
valproic acid..127, 131, 133, 144
valsartan........co.cco.co.... 92, 93, 94
valsartan-
hydrochlorothiazide........ 94, 188
VALTOCO 10 MG DOSE........ 137
VALTOCO 15 MG DOSE........ 137
VALTOCO 20 MG DOSE........ 137
VALTOCO 5 MG DOSE.......... 137
valtya 1/35.............. 235, 245, 257
valtya 1/50.............. 235, 245, 257
VANCOCIN.....cooiiiiiieeeeeieeees 29
vancomycin hcl............coco. 30
VANDAZOLE.............. 22, 39, 317
VANFLYTA oot 57
VANRAFIA.....cccoeiiees 284, 303
VAQTA ..., 64
vardenafil hcl................. 114, 115
varenicline tartrate............ 65, 70
varenicline tartrate (starter)
............................................ 65, 70
varenicline tartrate(continue)
............................................ 65, 70
VARIVAX .ot 64
VAXELIS. ..., 60, 64
VAXNEUVANCE..........covvvn. 64
VCF VAGINAL
CONTRACEPTIVE......ccce...... 296
VECAMYL. ..o, 116
velivet...eiienne. 235, 245, 258
VELPHORO.......coeveieeeeiee, 183
VELTASSA.....cooiieieieeeeen, 184
VENCLEXTA ..., 57
VENCLEXTA STARTING

PACK ..o 57
VENELEX......ooiiiiiiiiieeieinn, 339



VENLAFAXINE BESYLATE

ER e, 160
venlafaxine hcl.......cccoooo...... 160
venlafaxine hcl er.................. 160
VEOZAH.......oovveeeieieiiieiinnn, 141

verapamil hcl...99, 100, 106, 119
verapamil hcl er

.......................... 99, 100, 106, 119
VEREGEN..........covvvnnn 332, 339
VERIFINE INSULIN PEN
NEEDLE......cccoooeviieeieiiiieeee, 179
VERIFINE INSULIN SYRINGE
................................................ 179
VERIFINE PLUS PEN
NEEDLE......cccoooeviieeieiiiieeee, 179
VERIFINE SAFE LANCET

MINI 21G. oo 179
VERIFINE SAFE LANCET

MINI 23G...coevveeeieeeeeeeee e 179
VERIFINE SAFE LANCET

MINI 28G.....covveeeiiiieeeeeiieeee, 179
VERIFINE SAFE LANCET

MINI 30G.....cccoeieieieeeeeeieeee, 179
VERIFINE SHARPS

CONTAINER ...t 179
VERISAFE SAFETY STERILE
NEEDLE......cccoooeviieeieeiiieeee, 179
VERKAZIA.............. 195, 203, 264
VERQUVO......ccccouunnnnnee. 103, 119
VERSACLOZ......ccovvveeeeeeannn. 135
VERSAPENN (AG)
ANHYDROUS..........oeevvvvs 297
VERSAPENN (AL) ANHYD

[T | 297
VERZENIO.......ocovveieiieeeeenn, 57
VESICARE.....ccoooivieieiie, 340
Vestura....ccoeeveenneen. 235, 245, 258
VEEND ... 28
VIBERZI.....cooovvvvveeeean, 208, 215
VIENVA...cceeniiiineenn. 235, 245, 258
vigabatrin.........cccceeeee... 127, 144
VIGADRONE.................. 127, 144
VIGAFYDE....ccoooiiiiieieeieeee, 144
VIJOICE.......ooiieeeeeeeeiie e, 294
vilazodone hcl ..., 162
VILEVEV MB....... 45, 68, 122, 294
VIMPAT ..o 127, 145
VIOKACE ..., 191, 212
viorele....cccoeveeennenn. 235, 245, 258
VIRACEPT ...t 36
VIREAD ..., 35
VISTOGARD.......cccvvvvnn 17,274

VITAFOL FE+

.................. 87, 186, 294, 342, 345
VITAFOL-OB+DHA

.................. 87, 187, 295, 342, 345
VITAMIN C BRIGHTENING

vitamin d (ergocalciferol)..... 346
VITATHELY WITH GINGER
.................................. 87, 342, 345
VITRAKVI ..ot 57
VIVAGUARD INO CONTROL
SOLUTION ..., 179
VIVAGUARD LANCETS 30G. 179
VIVAGUARD LANCING

DEVICE.......oevieeee e, 179
VIVAGUARD SAFETY

LANCETS 28G....cccevvvvvves 179
VIVIOA.....cooeee e, 28
VIZIMPRO .....oiiieeeeieeee 57
VOCABRIA.....ccooieeeieeeeee, 33
volnea......coovuueeann. 235, 245, 258
VONVENDI .....ccovvieiiiieeeeinn, 84
VOQUEZNA............ 215, 216, 217

VOQUEZNA DUAL PAK...23, 215
VOQUEZNA TRIPLE PAK

.............................. 23,40, 41, 215
VORANIGO.......coevveeeevernnn. 57,58
voriconazol@......ccoeeeeevveveeeennnn. 28
VORTEX VALVE CHAMBER-

PEDI MASK .....ccooovveieeeeiieee, 179
VORTEX VALVED HOLDING

CHAMBER.......ccco oo, 179
VOSEVI...ocooveiieiiiees 30, 31, 32
VOWST ..o, 215, 295
VOXZOGO.....ccieeeeiiieeeeeeinnnn. 295
VOYDEYA ..o 279
VOYXACT v 264
VRAYLAR......oevvvveeennn. 135, 136
VTAMA......ccooeeeeee. 317, 321, 339
VUSION......c...c..oe.. 319, 320, 327
vyfemla.................. 235, 245, 258
VYLEESI....ccccooevvvee. 141, 217
vylibra.....ccccovveeee. 235, 245, 258
VYNDAMAX............ 101, 141, 295
VYSCOXA ... 141
VYVGART HYTRULO............. 270
VYZULTA .o, 205
WAINUA ..., 275
WAKIX e, 165
warfarin sodium........ccc..co.oo.... 78
WAYRILZ ..o, 78
WELIREG.......ccoo i, 58
VL] £ 235, 245, 258

WESCAP-PN DHA

.................. 87,187, 295, 342, 345
WESNATE DHAB87, 295, 342, 345
WESTGEL DHA

.................. 87, 187, 295, 343, 345
WEZLANA......oooiieeiieee, 269
wheat germ Oil..................... 346

WIDE-SEAL DIAPHRAGM 60 296
WIDE-SEAL DIAPHRAGM 65 296
WIDE-SEAL DIAPHRAGM 70 296
WIDE-SEAL DIAPHRAGM 75 296
WIDE-SEAL DIAPHRAGM 80 296
WIDE-SEAL DIAPHRAGM 85 296
WIDE-SEAL DIAPHRAGM 90 296
WIDE-SEAL DIAPHRAGM 95 296

WILATE ... 84
WINREVAIR ..., 308
wixela inhub.... 76, 202, 223, 301
wymzya fe.............. 235, 245, 258
XACIATO ..o, 37, 317
xarah fe......o...coe.... 235, 245, 258
XARELTO...covvoiiiiiieeeeeeeeeee, 79
XARELTO STARTER PACK.....79
XATMEP... 58, 266, 284, 289, 291
XCOPRI ..o, 127, 145
XDEMVY ..o, 194
XELJANZ.....coovvvvenn 269, 284
XELJANZ XR....cvvveennnnn.. 269, 284
XELPROS ...t 206
xelriafe...oooooeeeenn, 235, 245, 258
XELSTRYM...ovoiiiiiiiieiiieeee 121
D= 317
XERMELO. ..., 208
XIFAXAN ..o 43
XIIDRA ..., 195, 203
XIRUN ..., 321, 332

XOFLUZA (40 MG DOSE)... 28, 29
XOFLUZA (80 MG DOSE)... 28, 29

XOLAIR........... 267, 268, 308, 309
XOLREMDI ..., 81
XOPENEX HFA................ 76, 310
XOSPATA ... 58
XPHOZAH............... 183, 184, 215
XPOVIO (100 MG ONCE
WEEKLY) oot 58
XPOVIO (40 MG ONCE
WEEKLY) oot 58
XPOVIO (40 MG TWICE
WEEKLY) oot 58
XPOVIO (60 MG ONCE
WEEKLY) oot 58
XPOVIO (60 MG TWICE
WEEKLY) oot 58



XPOVIO (80 MG ONCE

WEEKLY) ..o 58
XPOVIO (80 MG TWICE
WEEKLY) ..o 58
XROMI.covviiiiiiiiiiieeeeeee, 58
XTAMPZAER ..o 153
XTANDI ..o, 58
XTORO ..., 194
xulane......ccooooveuns 235, 245, 258
XYNTHA oo 85
XYNTHA SOLOFUSE............... 85
D QAT 0] 4 = PRI 153
XYWAV oo 141
YASMIN 28............. 235, 245, 258
N VA 235, 245, 258
YESINTEK ...ovviiiiiieeeieeee, 269
YEZTUGO.....cccoeieieeeeeeeieeee, 32
YORVIPATH....oovveeeeeeee 248
yulithira.......cccooooviiiiinnnnnn. 58, 267
YUPELRI.....coovvveeeeiiie, 69, 299
yuvafem .........cccccvvvvnnnns 245, 277
ZACARE ..o 321, 334
ZACLIR CLEANSING............. 334
zafemy ......cccccennnnns 235, 245, 258
zafirlukast......ccooooveveiiiienens 305
zaleplon.......coevveveeeennnnnnns 134, 147
ZANAFLEX ..o, 70
ZARONTIN .....cooiiiieeeeee 163
ZARXIO ..., 81
ZAVZPRET ..o 139
ZELAPAR.....cooiiieeeeee 146
ZELBORAF ..o 58
ZELSUVMI....ccoeovvvvs 319, 339
P4 AVAVAST - D 189, 295
ZEMBRACE SYMTOUCH...... 161
ZEMPLAR ..o, 346
zenatane......ocoveveeeenenns 332, 339
ZENPEP ...t 191, 212
ZEPATIER ..., 31, 32
ZEPOSIA ..., 289
ZEPOSIA 7-DAY STARTER
PACK ..., 289
ZEPOSIA STARTERKIT........ 289
ZESTRIL.coooiiiiiiiiiieeeee, 94, 95
ZIAGEN. ..., 35
zidovudine.....oooooveveeveiiineieeeen, 35
ZILBRYSQ.....cccovveee 264, 280
zileuton er.......ceeeevvveveeeeieennnn. 305
ZILX o, 25,44, 194, 317
ZIOPTAN .o, 206
ziprasidone hcl.............. 131, 136
ZIPSOR ..o 150
ZIRGAN ....cooiiviieieiiee, 40, 195

ZITHROMAX ....vveeeeeeeiriiinnne 40, 41
ZITHROMAX TRI-PAK........ 40, 41
ZITHROMAX Z-PAK........... 40, 41
ZITUVIMET ... 228, 236
ZITUVIMET XR............... 228, 236
ZITUVIO....ooveiieeeeeeeieeeee, 237
ZOKINVY ..o, 190, 295
ZOLINZA ..., 58
zolmitriptan.........cccccveeeeeeeeenn. 161
ZOLPIDEM TARTRATE..134, 147
zolpidem tartrate........... 134, 147
zolpidem tartrate er....... 134, 147
ZOMIG......ooeeeeeeeeeeee, 161
ZONEGRAN.........cvvreenn. 127, 145
ZONISADE........cccvvnnes 127, 145
zonisamide.........c.couun... 127, 145
ZONTIVITY oo, 88
ZORYVE......... 307, 330, 334, 339
zovia 1/35 (28)........ 235, 245, 258
ZOVIRAX ..o, 40, 319
ZTALMY .o, 127, 144
ZTLIDO....oiiieieieeeieee, 272,318
ZUBSOLV....coooieveieeveeeee, 154
zumandimine......... 235, 245, 258
ZURNAL ..o 154
ZURZUVAE. ... 128
ZYCUBO. ... 187
ZYDELIG......oovveiieiieeeeeee 58
A 4N = 194, 202
ZYPITAMAG......ccooveeeeeeeeeeiiin, 110
A AV 0 ) G 41
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