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This formulary was approved on 10/20/2022. For more recent information or other
questions, please contact Priority Health Medicare toll-free at 888.389.6648 (TTY
users should call 711), 8 a.m. to 8 p.m., seven days a week, or visit
prioritymedicare.com.

Important Message About What You Pay for Vaccines — Our plan covers most Part D
vaccines at no cost to you, even if you haven't paid your deductible (if your plan has a
deductible). Call Customer Service for more information.

Important Message About What You Pay for Insulin - You won't pay more than $35
for a one-month supply of each insulin product covered by our plan, no matter what
cost-sharing tier it's on, even if you haven't paid your deductible (if your plan has a
deductible).


http://prioritymedicare.com

Note to existing members:
This formulary has changed since last year. Please review this document to make sure
that it still contains the drugs you take.

When this drug list (formulary) refers to “we," “us”, or “our,” it means Priority Health.
When it refers to “plan” or “our plan,” it means Priority Health Medicare.

This document includes a list of the drugs (formulary) for our plan which is current
as of January 1, 2023. For an updated formulary, please contact us. Our contact
information, along with the date we last updated the formulary, appears on the front
and back cover pages.

You must generally use network pharmacies to use your prescription drug benefit.
Benefits, formulary, pharmacy network, and/or copayments/coinsurance may change
on January 1, 2024, and from time to time during the year.

Priority Health Medicare Employer Group Formulary?

A formulary is a list of covered drugs selected by Priority Health Medicare in
consultation with a team of health care providers, which represents the prescription
therapies believed to be a necessary part of a quality treatment program. Priority Health
Medicare will generally cover the drugs listed in our formulary as long as the drug is
medically necessary, the prescription is filled at a Priority Health Medicare network
pharmacy, and other plan rules are followed. For more information on how to fill your
prescriptions, please review your Evidence of Coverage.

Can the Formulary (drug list) change?

Most changes in drug coverage happen on January 1, but we may add or remove drugs
on the Drug List during the year, move them to different cost-sharing tiers, or add new
restrictions. We must follow the Medicare rules in making these changes.

Changes that can affect you this year: In the below cases, you will be affected by
coverage changes during the year:

* New generic drugs. We may immediately remove a brand name drug on our Drug
List if we are replacing it with a new generic drug that will appear on the same or
lower cost sharing tier and with the same or fewer restrictions. Also, when adding
the new generic drug, we may decide to keep the brand name drug on our Drug List,
but immediately move it to a different cost-sharing tier or add new restrictions. If you
are currently taking that brand name drug, we may not tell you in advance before we
make that change, but we will later provide you with information about the specific
change(s) we have made.

- If we make such a change, you or your prescriber can ask us to make an exception
and continue to cover the brand name drug for you. The notice we provide you



will also include information on how to request an exception, and you can also
find information in the section below entitled “How do | request an exception to the
Priority Health Medicare Employer Group Formulary?”

* Drugs removed from the market. If the Food and Drug Administration deems a drug
on our formulary to be unsafe or the drug's manufacturer removes the drug from the
market, we will immediately remove the drug from our formulary and provide notice to
members who take the drug.

+ Other changes. We may make other changes that affect members currently taking
a drug. For instance, we may add a generic drug that is not new to market to replace
a brand name drug currently on the formulary; or add new restrictions to the brand
name drug or move it to a different cost sharing tier or both. Or we may make changes
based on new clinical guidelines. If we remove drugs from our formulary, add prior
authorization, quantity limits and/or step therapy restrictions on a drug, or move a
drug to a higher cost-sharing tier, we must notify affected members of the change
at least 30 days before the change becomes effective, or at the time the member
requests a refill of the drug, at which time the member will receive a 30-day supply
of the drug.

- If we make these other changes, you or your prescriber can ask us to make an
exception and continue to cover the brand name drug for you. The notice we provide
you will also include information on how to request an exception, and you can also
find information in the section below entitled “How do | request an exception to the
Priority Health Medicare Employer Group Formulary?”

Changes that will not affect you if you are currently taking the drug: Generally, if

you are taking a drug on our 2023 formulary that was covered at the beginning of the
year, we will not discontinue or reduce coverage of the drug during the 2023 coverage
year except as described above. This means these drugs will remain available at the
same cost sharing and with no new restrictions for those members taking them for the
remainder of the coverage year. You will not get direct notice this year about changes
that do not affect you. However, on January 1 of the next year, such changes would
affect you, and it is important to check the Drug List for the new benefit year for any
changes to drugs.

The enclosed formulary is current as of January 1, 2023. To get updated information
about the drugs covered by Priority Health Medicare, please contact us. Our contact
information appears on the front and back cover pages. If there are significant changes
to the formulary, you may receive a letter in the mail outlining those changes.

How do | use the Formulary?
There are two ways to find your drug within the formulary:



1. Medical Condition

The formulary begins on page 8. The drugs in this formulary are grouped into categories
depending on the type of medical conditions that they are used to treat. For example,
drugs used to treat a heart condition are listed under the category, “Cardiovascular
Agents.” If you know what your drug is used for, look for the category name in the list that
begins on page 8. Then look under the category name for your drug.

2. Alphabetical Listing

If you are not sure what category to look under, you should look for your drug in the
Index that begins on the page following the Drug List. The Index provides an alphabetical
list of all of the drugs included in this document. Both brand name drugs and generic
drugs are listed in the Index. Look in the Index and find your drug. Next to your drug, you
will see the page number where you can find coverage information. Turn to the page
listed in the Index and find the name of your drug in the first column of the list.

What are generic drugs?

Priority Health Medicare covers both brand name drugs and generic drugs. A generic
drug is approved by the FDA as having the same active ingredient as the brand name
drug. Generally, generic drugs cost less than brand name drugs.

Are there any restrictions on my coverage?
Some covered drugs may have additional requirements or limits on coverage. These
requirements and limits may include:

* Prior Authorization: Priority Health Medicare requires you or your physician to get
prior authorization for certain drugs. This means that you will need to get approval
from Priority Health Medicare before you fill your prescriptions. If you don't get
approval, Priority Health Medicare may not cover the drug.

* Quantity Limits: For certain drugs, Priority Health Medicare limits the amount of the
drug that Priority Health Medicare will cover. For example, Priority Health Medicare
provides 60 tablets per prescription for ENTRESTO. This may be in addition to a
standard one-month or three-month supply.

+ Step Therapy: In some cases, Priority Health Medicare requires you to first try certain
drugs to treat your medical condition before we will cover another drug for that
condition. For example, if Drug A and Drug B both treat your medical condition,
Priority Health Medicare may not cover Drug B unless you try Drug A first. If Drug A
does not work for you, Priority Health Medicare will then cover Drug B.

You can find out if your drug has any additional requirements or limits by looking in

the formulary that begins on page 8. You can also get more information about the
restrictions applied to specific covered drugs by visiting our website. We have posted
online documents that explain our prior authorization and step therapy restrictions. You
may also ask us to send you a copy. Our contact information, along with the date we last
updated the formulary, appears on the front and back cover pages.
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You can ask Priority Health Medicare to make an exception to these restrictions or
limits or for a list of other, similar drugs that may treat your health condition. See the
section, “How do | request an exception to the Priority Heath Medicare Employer Group
Formulary?” below for information about how to request an exception.

What if my drug is not on the Formulary?
If your drug is not included in this formulary (list of covered drugs), you should first
contact Customer Service and ask if your drug is covered.

If you learn that Priority Health Medicare does not cover your drug, you have two options:

+ You can ask Customer Service for a list of similar drugs that are covered by
Priority Health Medicare. When you receive the list, show it to your doctor and ask
him or her to prescribe a similar drug that is covered by Priority Health Medicare.

* You can ask Priority Health Medicare to make an exception and cover your drug. See
below for information about how to request an exception.

How do | request an exception to the Priority Health

Medicare Formulary?

You can ask Priority Health Medicare to make an exception to our coverage rules. There
are several types of exceptions that you can ask us to make.

* You can ask us to cover a drug even if it is not on our formulary. If approved, this drug
will be covered at a pre-determined cost-sharing level, and you would not be able to
ask us to provide the drug at a lower cost-sharing level.

+ You can ask us to cover a formulary drug at a lower cost-sharing level if the drug is
not on the specialty tier. If approved this would lower the amount you must pay for
your drug.

+ You can ask us to waive coverage restrictions or limits on your drug. For example,
for certain drugs, Priority Health Medicare limits the amount of the drug that we will
cover. If your drug has a quantity limit, you can ask us to waive the limit and cover a
greater amount.

Generally, Priority Health Medicare will only approve your request for an exception if
the alternative drugs included on the plan's formulary, the lower cost-sharing drug, or
additional utilization restrictions would not be as effective in treating your condition
and/or would cause you to have adverse medical effects.

You should contact us to ask us for an initial coverage decision for a formulary,

tiering, or utilization restriction exception. When you request a formulary, tiering, or
utilization restriction exception you should submit a statement from your prescriber
or physician supporting your request. Generally, we must make our decision within 72
hours of getting your prescriber’s supporting statement. You can request an expedited
(fast) exception if you or your doctor believe that your health could be seriously harmed
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by waiting up to 72 hours for a decision. If your request to expedite is granted, we must
give you a decision no later than 24 hours after we get a supporting statement from
your doctor or other prescriber.

What do | do before | can talk to my doctor about changing my
drugs or requesting an exception?

As a new or continuing member in our plan you may be taking drugs that are not on
our formulary. Or, you may be taking a drug that is on our formulary but your ability to
get it is limited. For example, you may need a prior authorization from us before you
can fill your prescription. You should talk to your doctor to decide if you should switch
to an appropriate drug that we cover or request a formulary exception so that we will
cover the drug you take. While you talk to your doctor to determine the right course of
action for you, we may cover your drug in certain cases during the first 90 days you are
a member of our plan.

For each of your drugs that is not on our formulary or if your ability to get your drugs
is limited, we will cover a temporary 30-day supply. If your prescription is written for
fewer days, we'll allow refills to provide up to a maximum 30-day supply of medication.
After your first 30-day supply, we will not pay for these drugs, even if you have been a
member of the plan less than 90 days.

If you are a resident of a long-term care facility and you need a drug that is not on our
formulary or if your ability to get your drugs is limited, but you are past the first 90 days
of membership in our plan, we will cover a 31-day emergency supply of that drug while
you pursue a formulary exception.

Priority Health Medicare provides members experiencing a level of care change with a
transition supply of at least 30 days of medication unless the prescription is written for
fewer days.

For more information
For more detailed information about your Priority Health Medicare prescription drug
coverage, please review your Evidence of Coverage and other plan materials.

If you have questions about Priority Health Medicare, please contact us. Our contact
information, along with the date we last updated the formulary, appears on the front
and back cover pages.

If you have general questions about Medicare prescription drug coverage, please call
Medicare at 1-800-MEDICARE (1-800-633-4227) 24 hours a day/7 days a week. TTY
users should call 1-877-486-2048. Or, visit medicare.gov.


https://medicare.gov

Priority Health Medicare
Employer Group Formulary

The formulary that begins on page 8 provides coverage information about the drugs covered by
Priority Health Medicare. If you have trouble finding your drug in the list, turn to the Index that begins
on the page following the Drug List.

The first column of the chart lists the drug name. Brand name drugs are capitalized (e.g., ELIQUIS)
and generic drugs are listed in lower-case italics (e.g., atorvastatin).

The information in the Requirements/Limits column tells you if Priority Health Medicare has any
special requirements for coverage of your drug.

List of Abbreviations

B/D: Part B vs. Part D. This drug requires prior authorization and may be covered differently under Medicare Part
B (medical services) or D (prescription drug coverage) depending on your circumstances. Information may need
to be submitted by your doctor describing the use and setting of the drug to make the determination.

EA: Each

ED: Excluded Drug. This prescription drug is not normally covered in a Medicare Prescription Drug Plan. The
amount you pay when you fill a prescription for this drug does not count toward your total drug costs (that is, the
amount you pay does not help you qualify for catastrophic coverage). In addition, if you are receiving extra help
to pay for your prescriptions, you will not get any extra help to pay for this drug.

GM: Grams

HI: Home Infusion. This prescription drug may be covered under our medical benefit. For more information, call
Customer Service at toll-free 888.389.6648, 8 a.m. to 8 p.m., seven days a week. TTY users should call 711.

LA: Limited Availability. This prescription may be available only at certain pharmacies. For more information,
consult your Pharmacy Directory or call Customer Service at toll-free 888.389.6648, 8 a.m. to 8 p.m., seven days
a week. TTY users should call 711.

ML: Milliliters

PA: Prior Authorization. Priority Health Medicare requires you or your physician to get prior authorization for
certain drugs. This means that you will need to get approval from Priority Health Medicare before you fill your
prescriptions. If you don't get approval, Priority Health Medicare may not cover the drug.

QL: Quantity Limit. For certain drugs, Priority Health Medicare limits the amount of the drug that
Priority Health Medicare will cover. For example, Priority Health Medicare provides 60 tablets per 30-day
prescription of ENTRESTO. This may be in addition to a standard one-month or three-month supply.

ST: Step Therapy. In some cases, Priority Health Medicare requires you to first try certain drugs to treat your
medical condition before we will cover another drug for that condition. For example, if Drug A and Drug B both
treat your medical condition, Priority Health Medicare may not cover Drug B unless you try Drug A first. If Drug A
does not work for you, Priority Health Medicare will then cover Drug B.
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Drug Name Drug Tiers Requirements/Limits
Analgesics

Nonsteroidal Anti-Inflammatory Drugs

celecoxib oral

diclofenac epolamine external PA

diclofenac potassium oral tablet 50 mg

diclofenac sodium er

diclofenac sodium external gel 1 % QL (1000 GM per 30 days)

diclofenac sodium external gel 3 %

diclofenac sodium external solution 1.5 %

diclofenac sodium oral

diclofenac-misoprostol oral tablet delayed release

diflunisal oral

etodolac oral

fenoprofen calcium oral tablet

flurbiprofen oral tablet 100 mg

ibu oral tablet 600 mg, 800 mg

ibuprofen oral suspension

ibuprofen oral tablet 400 mg, 600 mg, 800 mg

mefenamic acid oral QL (30 EA per 30 days)

meloxicam oral tablet

nabumetone oral

naproxen oral tablet

naproxen sodium oral tablet 275 mg, 5650 mg

oxaprozin

piroxicam oral

salsalate oral

NIN|IDNIDNIDN=2N] 2NN 2NN NN NN BERIDNIDNDN RN

sulindac oral

Opioid Analgesics, Long-Acting

buprenorphine transdermal 4 QL (4 EA per 28 days)
fentanyl transdermal patch 72 hour 100 mcglhr,

12 mceglhr, 25 mcglhr, 50 mcglhr, 75 mcglhr Z QL (10 EA per 30 days)
hydromorphone hcl er oral tablet extended 4 QL (60 EA per 30 days)
release 24 hour

methadone hcl oral solution 10 mg/5ml 2 QL (600 ML per 30 days)
methadone hcl oral solution 5 mg/5ml| 2 QL (1200 ML per 30 days)
methadone hcl oral tablet 10 mg 2 QL (90 EA per 30 days)

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams

Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name

Drug Tiers

Requirements/Limits

methadone hcl oral tablet 5 mg 2 QL (120 EA per 30 days)
morphine sulfate er oral tablet extended release 2 QL (60 EA per 30 days)
100 mg

morphine sulfate er oral tablet extended release

15 mg, 200 mg, 30 mg, 60 mg 2 QL (120 EA per 30 days)
oxymorphone hcl er 4 QL (90 EA per 30 days)
Zzz‘;adol hcl er oral tablet extended release 24 2 QL (30 EA per 30 days)
Opioid Analgesics, Short-Acting

acetaminophen-codeine #3 2 QL (360 EA per 30 days)
acetaminophen-codeine oral tablet 300-15 mg 2 QL (360 EA per 30 days)
acetaminophen-codeine oral tablet 300-60 mg 2 QL (180 EA per 30 days)
butorphanol tartrate nasal 4 QL (10 ML per 28 days)
codeine sulfate oral tablet 30 mg, 60 mg 2 QL (180 EA per 30 days)
ENDOCET ORAL TABLET 10-325 MG, 2.5-325

MG, 5-325 MG, 7.5-325 MG 2 QL (360 EA per 30 days)
fentanyl citrate buccal lozenge on a handle 1200 )

mcg, 1600 mcg, 400 mcg, 600 mcg, 800 mcg 2 PA; QL (120 EA per 30 days)
,liflg;anyl citrate buccal lozenge on a handle 200 4 PA: QL (120 EA per 30 days)
hydrocodone-acetaminophen oral solution 7.5-

325 mgl15ml 2 QL (5550 ML per 30 days)
hydrocodone-acetaminophen oral tablet 10-325

mg, 5-325 mg, 7.5-325 mg 2 QL (360 EA per 30 days)
hydrocodone-ibuprofen oral tablet 7.5-200 mg 4 QL (150 EA per 30 days)
hydromorphone hcl oral liquid 2 QL (2400 ML per 30 days)
hydromorphone hcl oral tablet 2 QL (180 EA per 30 days)
hydromorphone hcl pf injection solution 10

mgimi, 50 mgl5mi 2 QL (240 ML per 30 days)
morphine sulfate (concentrate) oral solution 100

mgl5mi, 20 mgimi 2 QL (900 ML per 30 days)
morphine sulfate oral solution 2 QL (900 ML per 30 days)
morphine sulfate oral tablet 2 QL (180 EA per 30 days)
oxycodone hcl oral concentrate 100 mg/5ml| 4 QL (180 ML per 30 days)
oxycodone hcl oral solution 2 QL (1200 ML per 30 days)
oxycodone hcl oral tablet 10 mg, 15 mg, 20 mg, 2 QL (180 EA per 30 days)
30 mg

oxycodone hcl oral tablet 5 mg 2 QL (360 EA per 30 days)

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams

Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name Drug Tiers Requirements/Limits

oxycodone-acetaminophen oral tablet 10-325
mg, 5-3256 mg, 7.5-325 mg

oxymorphone hcl oral tablet 10 mg

N

QL (360 EA per 30 days)

QL
QL
QL
QL

360 EA per 30 days)
180 EA per 30 days)
240 EA per 30 days)
240 EA per 30 days)

oxymorphone hcl oral tablet 5 mg

tramadol hcl oral tablet 50 mg

NN B>

tramadol-acetaminophen

Anesthetics

Local Anesthetics

lidocaine external ointment 5 %

lidocaine external patch 5 % PA; QL (90 EA per 30 days)

lidocaine hcl external solution

lidocaine hcl urethrallmucosal

lidocaine viscous hcl

NN NN W[DN

lidocaine-prilocaine external cream

Anti-Addiction/Substance Abuse Treatment
Agents

Alcohol Deterrents/Anti-Craving

acamprosate calcium 2

disulfiram oral

naltrexone hcl oral

Opioid Dependence

buprenorphine hcl sublingual 3 QL (90 EA per 30 days)

buprenorphine hcl-naloxone hcl sublingual film
12-3 mg

buprenorphine hcl-naloxone hcl sublingual film 2-
0.5 mg, 4-1 mg, 8-2 mg

4 QL (60 EA per 30 days)

4 QL (90 EA per 30 days)

buprenorphine hcl-naloxone hcl sublingual tablet
sublingual

Opioid Reversal Agents

2 QL (90 EA per 30 days)

naloxone hcl injection solution 0.4 mg/ml

naloxone hcl injection solution cartridge

naloxone hcl injection solution prefilled syringe

naloxone hcl nasal
ZIMHI
Smoking Cessation Agents

QL (2 EA per 30 days)
QL (1 ML per 30 days)

W N = ] =

bupropion hcl er (smoking det)
NICOTROL

BN

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams
Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name

Drug Tiers

Requirements/Limits

NICOTROL NS

varenicline tartrate

Antibacterials

Aminoglycosides

amikacin sulfate injection solution 500 mg/2ml

HI

ARIKAYCE

PA; QL (235.2 ML per 28 days)

gentamicin in saline intravenous solution 0.8-0.9
mgiml-%, 1-0.9 mg/mi-%, 1.2-0.9 mg/ml-%, 1.6-
0.9 mg/ml-%

HI

gentamicin sulfate external

QL (90 GM per 30 days)

gentamicin sulfate injection solution 40 mg/ml

neomycin sulfate oral

paromomycin sulfate oral

streptomycin sulfate intramuscular

tobramycin sulfate injection solution 10 mg/ml

HI; QL (720 ML per 30 days)

tobramycin sulfate injection solution 80 mg/2ml

NIDNBEIDNIDNIDNIDN

QL (720 ML per 30 days)

Antibacterials, Other

aztreonam injection solution reconstituted 1 gm

HI

aztreonam injection solution reconstituted 2 gm

CLEOCIN VAGINAL SUPPOSITORY

clindamycin hcl oral capsule 150 mg, 300 mg

clindamycin palmitate hcl

clindamycin phosphate external swab

clindamycin phosphate in d5w

clindamycin phosphate vaginal

colistimethate sodium (cbha)

QN NN >

HI

daptomycin intravenous solution reconstituted
500 mg

()]

HI

firvanq

fosfomycin tromethamine

QL (1 EA per 30 days)

linezolid intravenous solution 600 mg/300ml

linezolid oral suspension reconstituted

linezolid oral tablet

QL (56 EA per 28 days)

methenamine hippurate

metronidazole external

NINfW W Wb~ w

metronidazole intravenous solution 500
mg/100ml

N

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams

Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.




Drug Name

metronidazole oral tablet

Drug Tiers

Requirements/Limits

metronidazole vaginal

nitrofurantoin macrocrystal oral capsule 100 mg,
50 mg

nitrofurantoin monohyd macro

SIVEXTRO ORAL

PA; QL (6 EA per 30 days)

tigecycline

HI

trimethoprim oral

Nl B[O DN

vancomycin hcl intravenous solution
reconstituted 1 gm, 10 gm, 500 mg

N

HI

vancomyecin hcl intravenous solution
reconstituted 1.5 gm

N

vancomycin hcl oral capsule 125 mg

QL (80 EA per 30 days)

vancomyecin hcl oral capsule 250 mg

QL (160 EA per 30 days)

XIFAXAN ORAL TABLET 200 MG

PA; QL (9 EA per 30 days)

XIFAXAN ORAL TABLET 550 MG

al b~ B s

PA; QL (60 EA per 30 days)

Beta-Lactam, Cephalosporins

cefaclor

cefadroxil oral capsule

NN

cefadroxil oral suspension reconstituted

cefazolin sodium injection solution reconstituted 1
gm, 10 gm, 500 mg

HI

cefdinir

cefepime hcl injection

HI

cefixime oral capsule

cefoxitin sodium intravenous

HI

cefpodoxime proxetil

cefprozil

NIDNIDNBRIDNIDN

ceftazidime injection solution reconstituted 1 gm,
6 gm

HI

ceftazidime intravenous

HI

ceftriaxone sodium injection solution
reconstituted 1 gm, 2 gm, 250 mg, 500 mg

HI

ceftriaxone sodium intravenous solution
reconstituted 10 gm

HI

cefuroxime axetil oral tablet

2

cefuroxime sodium injection solution
reconstituted 750 mg

2

HI

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility

B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams

Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can

find information on what the abbreviations mean on page 7.




Drug Name Drug Tiers Requirements/Limits

cefuroxime sodium intravenous solution

reconstituted 1.5 gm 2 HI

cephalexin oral capsule 250 mg, 500 mg 2

cephalexin oral suspension reconstituted 2

SUPRAX ORAL SUSPENSION
RECONSTITUTED 500 MG/5ML

SUPRAX ORAL TABLET CHEWABLE
TEFLARO

ZERBAXA

Beta-Lactam, Penicillins

w

gl bW

amoxicillin oral capsule

amoxicillin oral suspension reconstituted

amoxicillin oral tablet

amoxicillin oral tablet chewable 125 mg, 250 mg

amoxicillin-pot clavulanate er

amoxicillin-pot clavulanate oral

NIDNIDNIDNIDNIDNDN

ampicillin oral capsule 500 mg

ampicillin sodium injection solution reconstituted
1gm, 125 mg

ampicillin sodium intravenous solution
reconstituted 10 gm

ampicillin-sulbactam sodium injection solution
reconstituted 3 (2-1) gm

ampicillin-sulbactam sodium intravenous solution
reconstituted 15 (10-5) gm

BICILLIN C-R 3
BICILLIN C-R 900/300 3
3
2

2 HI

BICILLIN L-A
dicloxacillin sodium

nafcillin sodium injection solution reconstituted 1
gm, 2gm

nafcillin sodium intravenous solution
reconstituted 10 gm

oxacillin sodium in dextrose intravenous solution
1 gm/50ml

oxacillin sodium injection solution reconstituted 1
gm

oxacillin sodium intravenous 2

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams
Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name Drug Tiers Requirements/Limits

penicillin g pot in dextrose intravenous solution
40000 unit/ml, 60000 unit/ml

penicillin g potassium injection solution
reconstituted 20000000 unit

penicillin g potassium injection solution
reconstituted 5000000 unit

N

penicillin g procaine

penicillin g sodium

penicillin v potassium oral solution reconstituted

YN N N

penicillin v potassium oral tablet

piperacillin sod-tazobactam so intravenous
solution reconstituted 2.25 (2-0.25) gm, 3.375 (3- 2 HI
0.375) gm, 4.5 (4-0.5) gm, 40.5 (36-4.5) gm

Carbapenems

ertapenem sodium

imipenem-cilastatin 2

meropenem

Macrolides

azithromycin intravenous HI

azithromyecin oral packet

azithromycin oral suspension reconstituted

azithromycin oral tablet 250 mg, 500 mg, 600 mg

clarithromycin er

NN DNIDNDNDN

clarithromycin oral

DIFICID ORAL SUSPENSION

RECONSTITUTED 5 ST; QL (136 ML per 10 days)

DIFICID ORAL TABLET 5 ST; QL (20 EA per 10 days)

ERY-TAB ORAL TABLET DELAYED RELEASE
250 MG, 333 MG

ERYTHROCIN LACTOBIONATE
INTRAVENOUS SOLUTION RECONSTITUTED 3
500 MG

ERYTHROCIN STEARATE ORAL TABLET 250
MG

erythromycin base oral capsule delayed release
particles

erythromycin base oral tablet 2

erythromycin base oral tablet delayed release

333 mg, 500 mg 2

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams
Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name Drug Tiers Requirements/Limits

erythromycin ethylsuccinate oral 2
erythromycin oral 2
Quinolones

ciprofloxacin hcl ophthalmic

ciprofloxacin hcl oral tablet 250 mg, 500 mg

2
ciprofloxacin hcl oral tablet 100 mg 4
1
2

ciprofloxacin hcl oral tablet 750 mg

ciprofloxacin in d5w intravenous solution 200

mg/100ml 2
levofloxacin in d5w intravenous solution 500 5
mg/100ml, 750 mg/150ml

levofloxacin intravenous 2 HI
levofloxacin oral 2
moxifloxacin hcl oral 2
ofloxacin oral tablet 300 mg, 400 mg 2
Sulfonamides

sulfacetamide sodium (acne) 2
Sulfadiazine oral 4
sulfamethoxazole-trimethoprim oral suspension 2
200-40 mg/5ml

sulfamethoxazole-trimethoprim oral tablet 1

Tetracyclines

demeclocycline hcl oral 4

DOXY 100 4 B/D
2
2

doxycycline hyclate oral capsule

doxycycline hyclate oral tablet 100 mg, 20 mg

doxycycline monohydrate oral capsule 100 mg,

50 mg E
doxycycline monohydrate oral capsule 75 mg 4
doxycycline monohydrate oral suspension 2
reconstituted

doxycycline monohydrate oral tablet 150 mg, 50 2
mg, 75 mg

minocycline hcl oral capsule 2

tetracycline hcl oral

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams
Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name Drug Tiers Requirements/Limits

Anticonvulsants

Anticonvulsants, Other
BRIVIACT ORAL SOLUTION
BRIVIACT ORAL TABLET
DIACOMIT

EPIDIOLEX

EPRONTIA

felbamate

FINTEPLA

FYCOMPA ORAL SUSPENSION

FYCOMPA ORAL TABLET 10 MG, 12 MG, 4
MG, 6 MG, 8 MG

FYCOMPA ORAL TABLET 2 MG
lamotrigine er

lamotrigine oral kit 25 & 50 & 100 mg
lamotrigine oral tablet

ST; QL (600 ML per 30 days)
ST; QL (60 EA per 30 days)
PA

PA; QL (500 ML per 30 days)
ST; QL (480 ML per 30 days)

PA; QL (360 ML per 30 days)
QL (680 ML per 28 days)

aloa| | Bl O 00

()}

QL (30 EA per 30 days)

QL (30 EA per 30 days)

lamotrigine oral tablet chewable

lamotrigine oral tablet dispersible

lamotrigine starter kit-blue

lamotrigine starter kit-green

lamotrigine starter kit-orange

levetiracetam er

NN DNDNRBAD

levetiracetam oral

SPRITAM ORAL TABLET DISINTEGRATING
SOLUBLE 1000 MG, 500 MG, 750 MG

SPRITAM ORAL TABLET DISINTEGRATING
SOLUBLE 250 MG

topiramate oral

iSN

QL (90 EA per 30 days)

I

QL (60 EA per 30 days)

valproic acid oral capsule

valproic acid oral solution

XCOPRI (250 MG DAILY DOSE)

XCOPRI (350 MG DAILY DOSE)

XCOPRI ORAL TABLET 100 MG, 50 MG
XCOPRI ORAL TABLET 150 MG, 200 MG

XCOPRI ORAL TABLET THERAPY PACK 14 X
12.5 MG & 14 X 25 MG

QL (56 EA per 28 days)
QL (56 EA per 28 days)
QL (30 EA per 30 days)
QL (60 EA per 30 days)

A OOl NI NN

QL (28 EA per 28 days)

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams
Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name

Drug Tiers

Requirements/Limits

XCOPRI ORAL TABLET THERAPY PACK 14 X
150 MG & 14 X200 MG, 14 X 50 MG & 14 X100
MG

QL (28 EA per 28 days)

Calcium Channel Modifying Agents

CELONTIN

ethosuximide oral

N

Gamma-Aminobutyric Acid (Gaba)
Augmenting Agents

clobazam oral suspension

PA; QL (480 ML per 30 days)

clobazam oral tablet

PA; QL (60 EA per 30 days)

diazepam rectal

gabapentin oral capsule

gabapentin oral solution 250 mg/5ml|

gabapentin oral tablet 600 mg, 800 mg

NAYZILAM

QL (10 EA per 30 days)

phenobarbital oral elixir

PA

phenobarbital oral tablet

PA

primidone oral

SYMPAZAN

PA; QL (60 EA per 30 days)

tiagabine hcl

VALTOCO 10 MG DOSE

QL (10 EA per 30 days)

VALTOCO 15 MG DOSE

QL (20 EA per 30 days)

VALTOCO 20 MG DOSE

QL (20 EA per 30 days)

VALTOCO 5 MG DOSE

—_ o~~~

QL (10 EA per 30 days)

vigabatrin

LA

vigadrone

alOoa| | | BB AOIDNINIDNBRIDNIDNDNDADD

Sodium Channel Agents

APTIOM ORAL TABLET 200 MG, 400 MG, 800
MG

ST; QL (30 EA per 30 days)

APTIOM ORAL TABLET 600 MG

ST; QL (60 EA per 30 days)

carbamazepine er oral tablet extended release
12 hour

carbamazepine oral

epitol

lacosamide oral solution

QL (1200 ML per 30 days)

lacosamide oral tablet

QL (60 EA per 30 days)

oxcarbazepine

N| B BIDNDN

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams

Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.




Drug Name Drug Tiers Requirements/Limits

phenytoin oral suspension 125 mg/5ml

phenytoin oral tablet chewable

phenytoin sodium extended

rufinamide oral suspension PA

rufinamide oral tablet 200 mg PA

rufinamide oral tablet 400 mg PA

Nl OB O[NNI DN

zonisamide oral

Antidementia Agents

Antidementia Agents, Other

donepezil hcl oral tablet 10 mg 60 EA per 30 days)

donepezil hcl oral tablet 5 mg

donepezil hcl oral tablet dispersible 10 mg 60 EA per 30 days)

QL (
QL (30 EA per 30 days)
QL (
QL (

donepezil hcl oral tablet dispersible 5 mg 30 EA per 30 days)

N = ] a

ergoloid mesylates oral

Cholinesterase Inhibitors

donepezil hcl oral tablet 23 mg

galantamine hydrobromide

galantamine hydrobromide er

rivastigmine QL (30 EA per 30 days)

Al wl =l alN

rivastigmine tartrate QL (60 EA per 30 days)

N-Methyl-D-Aspartate (Nmda) Receptor
Antagonist

memantine hcl er 3 QL (30 EA per 30 days)

memantine hcl oral solution 2 mg/ml 4 QL (300 ML per 30 days)

memantine hcl oral tablet 10 mg, 5 mg 1 QL (60 EA per 30 days)

memantine hcl oral tablet 28 x 5mg & 21 x 10

mg 4 QL (49 EA per 30 days)

Antidepressants

Antidepressants, Other

bupropion hcl er (sr) 2

bupropion hcl er (xl) oral tablet extended release
24 hour 150 mg, 300 mg

bupropion hcl oral

mirtazapine oral

Monoamine Oxidase Inhibitors

EMSAM 5 ST

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams
Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name Drug Tiers Requirements/Limits

MARPLAN 4 QL (180 EA per 30 days)
phenelzine sulfate oral

tranylcypromine sulfate

SsrislISnris (Selective Serotonin Reuptake
Inhibitors/Serotonin And Norepinephrine
Reuptake Inhibitor

citalopram hydrobromide oral solution 4 QL (600 ML per 30 days)

citalopram hydrobromide oral tablet 10 mg, 20

mg 1 QL (45 EA per 30 days)

citalopram hydrobromide oral tablet 40 mg QL (30 EA per 30 days)
QL (30 EA per 30 days)

PA; QL (60 EA per 30 days)

desvenlafaxine succinate er
DRIZALMA SPRINKLE
escitalopram oxalate oral
FETZIMA

FETZIMA TITRATION
fluoxetine hcl oral capsule

ST; QL (30 EA per 30 days)
ST; QL (30 EA per 30 days)

fluoxetine hcl oral capsule delayed release

fluoxetine hcl oral solution

fluvoxamine maleate

fluvoxamine maleate er

nefazodone hcl

paroxetine hcl oral suspension

paroxetine hcl oral tablet

paroxetine mesylate QL (30 EA per 30 days)

sertraline hcl oral concentrate

sertraline hcl oral tablet

trazodone hcl oral tablet 100 mg, 150 mg, 50 mg

trazodone hcl oral tablet 300 mg
TRINTELLIX
venlafaxine hcl

ST; QL (30 EA per 30 days)

N[22 D[22 BB DN BN~

venlafaxine hcl er oral capsule extended release

24 hour 2

venlafaxine hcl er oral tablet extended release 24 4

hour

VIIBRYD STARTER PACK 4 ST; QL (30 EA per 30 days)
vilazodone hcl 4 ST; QL (30 EA per 30 days)

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams
Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name Drug Tiers Requirements/Limits

Tricyclics

amitriptyline hcl oral

amoxapine

clomipramine hcl oral

desipramine hcl oral

doxepin hcl oral capsule

doxepin hcl oral concentrate

imipramine hcl oral

imipramine pamoate

nortriptyline hcl oral capsule

nortriptyline hcl oral solution

protriptyline hcl

B N S N N A RS

trimipramine maleate oral PA

Antiemetics

Antiemetics, Other

meclizine hcl oral tablet 12.5 mg, 25 mg

prochlorperazine

prochlorperazine maleate oral

NN BDN

promethazine hcl oral tablet

promethazine hcl rectal suppository 12.5 mg, 25
mg

promethegan rectal suppository 25 mg

promethegan rectal suppository 50 mg

scopolamine

Emetogenic Therapy Adjuncts

aprepitant oral capsule B/D; QL (6 EA per 30 days)

dronabinol B/D; QL (120 EA per 30 days)

granisetron hcl oral B/D

ondansetron B/D

ondansetron hcl oral solution B/D

ondansetron hcl oral tablet 4 mg, 8 mg B/D

QO NN NN D>

SANCUSO QL (4 EA per 28 days)

Antifungals

Antifungals

ABELCET 4 B/D

amphotericin b intravenous 2 B/D

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams
Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name

Drug Tiers

Requirements/Limits

caspofungin acetate intravenous solution
reconstituted 50 mg

caspofungin acetate intravenous solution
reconstituted 70 mg

IS

ciclopirox olamine external cream

QL (180 GM per 30 days)

ciclopirox olamine external suspension

QL (60 ML per 30 days)

clotrimazole external cream

clotrimazole external solution

clotrimazole mouth/throat troche

CRESEMBA ORAL

PA; QL (60 EA per 30 days)

econazole nitrate external

QL (90 GM per 30 days)

ERAXIS

BINOAOAIDNIDNDIDNIDNIDN

fluconazole in sodium chloride intravenous
solution 200-0.9 mg/100ml-%, 400-0.9 mg/200mI-
%

N

HI

fluconazole oral

flucytosine oral

griseofulvin microsize oral tablet

griseofulvin ultramicrosize

itraconazole oral capsule

ketoconazole external cream

QL (180 GM per 30 days)

ketoconazole external shampoo 2 %

QL (120 ML per 30 days)

ketoconazole oral

miconazole 3 vaginal suppository

NOXAFIL ORAL SUSPENSION

NYAMYC

QL (60 GM per 30 days)

nystatin external cream

nystatin external ointment

nystatin external powder

QL (240 GM per 30 days)

nystatin mouth/throat

QL (700 ML per 30 days)

nystatin oral tablet

NYSTOP

QL (240 GM per 30 days)

posaconazole

QL (93 EA per 30 days)

terbinafine hcl oral

terconazole

voriconazole intravenous

BIDNIDNDOAOIDNIDNIDNIDNIDNIDNDNODNDNDIDNDINBARIDNIDNODN

B/D

voriconazole oral suspension reconstituted

()]

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams

Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.




Drug Name Drug Tiers Requirements/Limits

voriconazole oral tablet 4

Antigout Agents

Antigout Agents

allopurinol oral 1

colchicine oral 2

colchicine-probenecid 2

febuxostat 4 QL (30 EA per 30 days)
probenecid oral 2

Antimigraine Agents

Ergot Alkaloids

ergotamine-caffeine 3 QL (40 EA per 30 days)
TRUDHESA 4 PA; QL (8 ML per 30 days)
Prophylactic

AIMOVIG 4 PA; QL (1 ML per 30 days)
AJOVY 4 PA; QL (1.5 ML per 30 days)
EMGALITY 4 PA; QL (2 ML per 30 days)
EMGALITY (300 MG DOSE) 4 PA; QL (3 ML per 30 days)
UBRELVY 4 PA; QL (16 EA per 30 days)
Serotonin (5-Ht) Receptor Agonist

eletriptan hydrobromide 4 QL (12 EA per 30 days)
naratriptan hcl 2 QL (12 EA per 30 days)
rizatriptan benzoate 2 QL (12 EA per 30 days)
sumatriptan nasal 2 QL (12 EA per 30 days)
sumatriptan succinate oral 2 QL (12 EA per 30 days)
sumqtriptan syccinate refill subcutaneous 4 QL (4 ML per 30 days)
solution cartridge

zl;lgr;vgtglrﬁz;an succinate subcutaneous solution 6 4 QL (4 ML per 30 days)
:Z?;?it;j/:gggrsuccinate subcutaneous solution 4 QL (4 ML per 30 days)
zolmitriptan oral 2 QL (12 EA per 30 days)
Antimyasthenic Agents

Parasympathomimetics

guanidine hcl oral 2

pyridostigmine bromide er

pyridostigmine bromide oral tablet 60 mg 2

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams
Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name Drug Tiers Requirements/Limits

Antimycobacterials

Antimycobacterials, Other

dapsone oral 2
PRIFTIN
rifabutin

Antituberculars

ethambutol hcl oral

isoniazid oral syrup

isoniazid oral tablet
PASER
PRETOMANID
pyrazinamide oral

PA; QL (30 EA per 30 days)

rifampin intravenous

rifampin oral
SIRTURO
TRECATOR
Antineoplastics

B OAOIDNIDNIDNRARIOIDNBADN

Alkylating Agents

B/D
B/D

cyclophosphamide oral capsule
CYCLOPHOSPHAMIDE ORAL TABLET
LEUKERAN

MATULANE

melphalan

VALCHLOR

Antiandrogens

PA

QN[O O W[ W

PA; LA; QL (60 GM per 30 days)

PA; QL (120 EA per 30 days)
PA; QL (60 EA per 30 days)

abiraterone acetate oral tablet 250 mg

abiraterone acetate oral tablet 500 mg

bicalutamide
ERLEADA
flutamide

PA; QL (120 EA per 30 days)

nilutamide

NUBEQA

toremifene citrate
XTANDI ORAL CAPSULE

PA; QL (120 EA per 30 days)

PA; LA; QL (120 EA per 30 days)
XTANDI ORAL TABLET 40 MG PA; LA; QL (120 EA per 30 days)
XTANDI ORAL TABLET 80 MG PA; LA; QL (60 EA per 30 days)

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams
Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name Drug Tiers Requirements/Limits
Antiangiogenic Agents

lenalidomide 5 PA; LA; QL (30 EA per 30 days)
POMALYST 5 PA; LA; QL (21 EA per 28 days)
REVLIMID 5 PA; LA; QL (30 EA per 30 days)
THALOMID 5 PA
Antiestrogens/Modifiers

EMCYT 4

raloxifene hcl 2

SOLTAMOX 4

tamoxifen citrate oral 2

Antimetabolites

DROXIA 4

hydroxyurea oral 2

INQOVI 5 PA; QL (5 EA per 28 days)
ONUREG 5 PA; QL (14 EA per 28 days)
PURIXAN 5

TABLOID 4

Antineoplastics, Other

GAVRETO 5 PA; QL (120 EA per 30 days)
IDHIFA 5 PA; QL (30 EA per 30 days)
KISQALI FEMARA (400 MG DOSE) 5 PA; QL (70 EA per 28 days)
KISQALI FEMARA (600 MG DOSE) 5 PA; QL (91 EA per 28 days)
KISQALI FEMARA(200 MG DOSE) 5 PA; QL (49 EA per 28 days)
LONSURF 5 PA

LUMAKRAS 5 PA; QL (240 EA per 30 days)
LYNPARZA ORAL TABLET 5 PA; QL (120 EA per 30 days)
NINLARO 5 QL (3 EA per 28 days)
ORGOVYX 5 PA; QL (32 EA per 30 days)
RETEVMO 5 PA; QL (120 EA per 30 days)
SYNRIBO 5 PA

TUKYSA ORAL TABLET 150 MG 5 PA; QL (120 EA per 30 days)
TUKYSA ORAL TABLET 50 MG 5 PA; QL (60 EA per 30 days)
WELIREG 5 PA; QL (90 EA per 30 days)
XPOVIO (100 MG ONCE WEEKLY) ORAL 5 PA; QL (8 EA per 28 days)

TABLET THERAPY PACK 50 MG

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams

Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.




Drug Name Drug Tiers Requirements/Limits

TABLET THERAPY PACK 40MG 5 PA; QL (4 EA per 28 day)
e ey ord s pwaeeamzsin
TABLET THERAPY PACK G0 MG 5 PA; QL (4 EA per 28 day)
XPOVIO (60 MG TWICE WEEKLY) 5 PA; QL (24 EA per 28 days)
TABLET THERAPY PACK 20MG g PA; QL (8 EA per 28 day)
XPOVIO (80 MG TWICE WEEKLY) 5 PA; QL (32 EA per 28 days)
ZOLINZA 5 PA

Aromatase Inhibitors, 3Rd Generation

anastrozole oral 2

exemestane

letrozole oral

Molecular Target Inhibitors

ALECENSA 5 PA

ALUNBRIG ORAL TABLET 180 MG, 90 MG S PA; QL (30 EA per 30 days)
ALUNBRIG ORAL TABLET 30 MG 5 PA; QL (120 EA per 30 days)
ALUNBRIG ORAL TABLET THERAPY PACK 5 PA; QL (30 EA per 30 days)
AYVAKIT 5 PA; QL (30 EA per 30 days)
BALVERSA 5 PA

BOSULIF ORAL TABLET 100 MG 5 PA; QL (120 EA per 30 days)
BOSULIF ORAL TABLET 400 MG, 500 MG 5 PA; QL (30 EA per 30 days)
BRAFTOVI ORAL CAPSULE 75 MG 5 PA

BRUKINSA 5 PA; QL (120 EA per 30 days)
CABOMETYX 5 PA; QL (30 EA per 30 days)
CALQUENCE 5 PA; QL (60 EA per 30 days)
CAPRELSA ORAL TABLET 100 MG 5 PA; LA; QL (60 EA per 30 days)
CAPRELSA ORAL TABLET 300 MG 5 PA; LA; QL (30 EA per 30 days)
ggg/lg(‘)ﬂ?\'\’/llg (100 MG DAILY DOSE) ORAL KIT 5 PA: QL (56 EA per 28 days)
)(z(ggﬂll\EA-E;RéI&ngl :AOGMG DAILY DOSE) ORAL KIT 3 5 PA: QL (112 EA per 28 days)
COMETRIQ (60 MG DAILY DOSE) 5 PA; QL (84 EA per 28 days)
COPIKTRA 5 PA; QL (60 EA per 30 days)
COTELLIC 5 PA; LA

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams
Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name

Drug Tiers

Requirements/Limits

DAURISMO

PA; QL (30 EA per 30 days)

ERIVEDGE

PA; LA

erlotinib hcl oral tablet 100 mg, 150 mg

PA; QL (30 EA per 30 days)

erlotinib hcl oral tablet 25 mg

PA; QL (90 EA per 30 days)

everolimus oral tablet 10 mg

PA; QL (30 EA per 30 days)

everolimus oral tablet soluble 3 mg, 5 mg

PA

EXKIVITY

PA; QL (120 EA per 30 days)

FOTIVDA PA; QL (30 EA per 30 days)
GILOTRIF PA; QL (30 EA per 30 days
IBRANCE

ICLUSIG ORAL TABLET 10 MG

)
PA; QL (21 EA per 28 days)
PA; QL (30 EA per 30 days)

ICLUSIG ORAL TABLET 15 MG, 30 MG, 45 MG

PA

imatinib mesylate oral tablet 100 mg

PA; QL (180 EA per 30 days)

imatinib mesylate oral tablet 400 mg

PA; QL (60 EA per 30 days)

IMBRUVICA PA; QL (30 EA per 30 days)
INLYTA PA; LA; QL (180 EA per 30 days)
INREBIC PA; QL (120 EA per 30 days)
IRESSA PA

JAKAFI PA; LA; QL (60 EA per 30 days)

KISQALI (200 MG DOSE)

PA; QL (63 EA per 28 days)

KISQALI (400 MG DOSE)

PA; QL (63 EA per 28 days)

KISQALI (600 MG DOSE)

PA; QL (63 EA per 28 days)

KOSELUGO

PA

lapatinib ditosylate PA

LENVIMA (10 MG DAILY DOSE) PA; LA; QL (30 EA per 30 days)
LENVIMA (12 MG DAILY DOSE) PA; LA; QL (90 EA per 30 days)
LENVIMA (14 MG DAILY DOSE) PA; LA; QL (60 EA per 30 days)
LENVIMA (18 MG DAILY DOSE) PA; LA; QL (105 EA per 30 days)
LENVIMA (20 MG DAILY DOSE) PA; LA; QL (60 EA per 30 days)
LENVIMA (24 MG DAILY DOSE) PA; LA; QL (90 EA per 30 days)
LENVIMA (4 MG DAILY DOSE) PA; LA; QL (30 EA per 30 days)
LENVIMA (8 MG DAILY DOSE) PA; LA; QL (70 EA per 30 days)
LORBRENA PA

MEKINIST ORAL TABLET 0.5 MG

PA; QL (90 EA per 30 days)

MEKINIST ORAL TABLET 2 MG

aloajoolalajloalalajlojloalalaoalalaloaloalalajloalalaloaloal ol ol aloalo] ol o o

PA; QL (30 EA per 30 days)

MEKTOVI

()}

PA

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams

Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.




Drug Name

Drug Tiers

Requirements/Limits

MG, 80 MG

NERLYNX 5 PA; QL (180 EA per 30 days)
ODOMZO 5 PA; LA; QL (30 EA per 30 days)
PEMAZYRE 5 PA; QL (14 EA per 21 days)
PIQRAY (200 MG DAILY DOSE) 5 PA; QL (28 EA per 28 days)
PIQRAY (250 MG DAILY DOSE) 5 PA; QL (56 EA per 28 days)
PIQRAY (300 MG DAILY DOSE) 5 PA; QL (56 EA per 28 days)
QINLOCK 5 PA; QL (90 EA per 30 days)
ROZLYTREK ORAL CAPSULE 100 MG S PA; QL (150 EA per 30 days)
ROZLYTREK ORAL CAPSULE 200 MG 5 PA; QL (90 EA per 30 days)
RUBRACA 5 PA; QL (120 EA per 30 days)
RYDAPT 5 PA; QL (224 EA per 28 days)
SCEMBLIX 5 PA; QL (300 EA per 30 days)
sorafenib tosylate 5 PA

SPRYCEL ORAL TABLET 100 MG, 50 MG, 70 5 PA: QL (60 EA per 30 days)

SPRYCEL ORAL TABLET 140 MG

PA; QL (30 EA per 30 days)

SPRYCEL ORAL TABLET 20 MG

PA; QL (90 EA per 30 days)

STIVARGA PA; LA; QL (84 EA per 28 days)
sunitinib malate PA; QL (30 EA per 30 days)
TABRECTA PA; QL (120 EA per 30 days)
TAFINLAR PA; QL (120 EA per 30 days)
TAGRISSO PA; LA; QL (30 EA per 30 days)
TALZENNA PA; QL (30 EA per 30 days)
TASIGNA PA; QL (120 EA per 30 days)
TAZVERIK PA; QL (240 EA per 30 days)
TEPMETKO PA; QL (60 EA per 30 days)
TIBSOVO PA

TRUSELTIQ (100MG DAILY DOSE)

PA; QL (21 EA per 28 days

TRUSELTIQ (125MG DAILY DOSE)

TRUSELTIQ (50MG DAILY DOSE)

)
PA; QL (42 EA per 28 days)
PA; QL (42 EA per 28 days)

TRUSELTIQ (75MG DAILY DOSE)

PA; QL (63 EA per 28 days)

TURALIO

PA; QL (120 EA per 30 days)

VENCLEXTA ORAL TABLET 10 MG

PA

VENCLEXTA ORAL TABLET 100 MG, 50 MG

PA

VENCLEXTA STARTING PACK

PA

VERZENIO
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PA; QL (60 EA per 30 days)

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility

B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams

Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can

find information on what the abbreviations mean on page 7.




Drug Name

Drug Tiers

Requirements/Limits

mg

VITRAKVI ORAL CAPSULE 100 MG 5 PA; QL (60 EA per 30 days)
VITRAKVI ORAL CAPSULE 25 MG 5 PA; QL (90 EA per 30 days)
VITRAKVI ORAL SOLUTION 5 PA; QL (300 ML per 30 days)
VIZIMPRO 5 PA

VONJO 5 PA; QL (120 EA per 30 days)
VOTRIENT 5 PA

XALKORI 5 PA; LA; QL (60 EA per 30 days)
XOSPATA 5 PA; QL (90 EA per 30 days)
ZEJULA 5 PA; QL (90 EA per 30 days)
ZELBORAF 5 PA; LA; QL (240 EA per 30 days)
ZYDELIG 5 PA; QL (60 EA per 30 days)
ZYKADIA ORAL TABLET 5 PA

Retinoids

bexarotene 5 PA

tretinoin oral 5 PA

Treatment Adjuncts

leucovorin calcium oral 2

MESNEX ORAL 4

Antiparasitics

Anthelmintics

albendazole oral 5

ivermectin oral 2

praziquantel oral 3

Antiprotozoals

atovaquone oral 5

atovaquone-proguanil hcl 2

chloroquine phosphate oral 2

COARTEM 3 QL (24 EA per 30 days)
hydroxychloroquine sulfate oral tablet 200 mg 2

KRINTAFEL 3 QL (8 EA per 365 days)
mefloquine hcl 2

nitazoxanide oral 5

pentamidine isethionate inhalation 3 PA

pentamidine isethionate injection 4

primaquine phosphate oral tablet 26.3 (15 base) 2

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams

Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.




Drug Name

Drug Tiers

Requirements/Limits

pyrimethamine oral

quinine sulfate oral

Antiparkinson Agents

Anticholinergics

benztropine mesylate oral

trihexyphenidyl hcl

Antiparkinson Agents, Other

amantadine hcl oral capsule

amantadine hcl oral solution

amantadine hcl oral tablet

carbidopa-levodopa-entacapone oral tablet 12.5-
50-200 mg, 18.75-75-200 mg, 25-100-200 mg,
31.25-125-200 mg, 37.5-150-200 mg, 50-200-
200 mg

entacapone

ONGENTYS

ST; QL (30 EA per 30 days)

Dopamine Agonists

bromocriptine mesylate oral

KYNMOBI

QL (150 EA per 30 days)

NEUPRO

ST; QL (30 EA per 30 days)

pramipexole dihydrochloride

pramipexole dihydrochloride er

ropinirole hcl

ropinirole hcl er

NN BIDNBRODN

Dopamine Precursors And/Or L-Amino Acid
Decarboxylase Inhibitors

carbidopa oral

carbidopa-levodopa

carbidopa-levodopa er oral tablet extended
release 25-100 mg, 50-200 mg

Monoamine Oxidase B (Mao-B) Inhibitors

rasagiline mesylate oral

selegiline hcl oral

Antipsychotics

1St Generation/Typical

chlorpromazine hcl injection solution 50 mg/2ml

chlorpromazine hcl oral concentrate

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams

Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.



Drug Name Drug Tiers Requirements/Limits

chlorpromazine hcl oral tablet

fluphenazine decanoate injection

fluphenazine hcl injection

NIDNDNDN

fluphenazine hcl oral

haloperidol decanoate inframuscular solution 100
mg/ml, 50 mg/ml, 50 mg/mi(1mil)

N

haloperidol lactate

haloperidol oral

loxapine succinate oral

molindone hcl

perphenazine oral

pimozide

thioridazine hcl oral

thiothixene oral

NIDNIDNDINIDNWIDNDNDN

trifluoperazine hcl oral
2Nd Generation/Atypical

ABILIFY MAINTENA INTRAMUSCULAR
PREFILLED SYRINGE

ABILIFY MAINTENA INTRAMUSCULAR
SUSPENSION RECONSTITUTED ER 300 MG, )
400 MG

ABILIFY MAINTENA INTRAMUSCULAR
SUSPENSION RECONSTITUTED ER 300 MG, 5 QL (1 EA per 30 days)
400 MG

aripiprazole oral solution

5 QL (1 EA per 30 days)

QL (750 ML per 30 days)
QL (30 EA per 30 days)
QL (
QL (

aripiprazole oral tablet

aripiprazole oral tablet dispersible
ARISTADA INITIO

ARISTADA INTRAMUSCULAR PREFILLED
SYRINGE 1064 MG/3.9ML

ARISTADA INTRAMUSCULAR PREFILLED
SYRINGE 441 MG/1.6ML

ARISTADA INTRAMUSCULAR PREFILLED
SYRINGE 662 MG/2.4ML

ARISTADA INTRAMUSCULAR PREFILLED
SYRINGE 882 MG/3.2ML

asenapine maleate 4 ST; QL (60 EA per 30 days)
CAPLYTA 5 PA; QL (30 EA per 30 days)

60 EA per 30 days)
2.4 ML per 42 days)

gl N &>

5 QL (3.9 ML per 56 days)

5 QL (1.6 ML per 30 days)

5 QL (2.4 ML per 30 days)

5 QL (3.2 ML per 30 days)

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams

Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name Drug Tiers Requirements/Limits

FANAPT 5 ST; QL (60 EA per 30 days)
FANAPT TITRATION PACK 4 ST

INVEGA HAFYERA INTRAMUSCULAR

SUSPENSION PREFILLED SYRINGE 1092 5 QL (3.5 ML per 180 days)
MG/3.5ML

INVEGA HAFYERA INTRAMUSCULAR

SUSPENSION PREFILLED SYRINGE 1560 5 QL (5 ML per 180 days)
MG/5ML

INVEGA SUSTENNA INTRAMUSCULAR

SUSPENSION PREFILLED SYRINGE 117 5 QL (0.75 ML per 30 days)
MG/0.75ML

INVEGA SUSTENNA INTRAMUSCULAR

SUSPENSION PREFILLED SYRINGE 156 5 QL (1 ML per 30 days)
MG/ML

INVEGA SUSTENNA INTRAMUSCULAR

SUSPENSION PREFILLED SYRINGE 234 5 QL (1.5 ML per 30 days)
MG/1.5ML

INVEGA SUSTENNA INTRAMUSCULAR

SUSPENSION PREFILLED SYRINGE 39 4 QL (0.25 ML per 30 days)
MG/0.25ML

INVEGA SUSTENNA INTRAMUSCULAR

SUSPENSION PREFILLED SYRINGE 78 5 QL (0.5 ML per 30 days)
MG/0.5ML

INVEGA TRINZA INTRAMUSCULAR

SUSPENSION PREFILLED SYRINGE 273 5 QL (0.88 ML per 90 days)
MG/0.88ML

INVEGA TRINZA INTRAMUSCULAR

SUSPENSION PREFILLED SYRINGE 410 5 QL (1.32 ML per 90 days)
MG/1.32ML

INVEGA TRINZA INTRAMUSCULAR

SUSPENSION PREFILLED SYRINGE 546 5 QL (1.75 ML per 90 days)
MG/1.75ML

INVEGA TRINZA INTRAMUSCULAR

SUSPENSION PREFILLED SYRINGE 819 5 QL (2.63 ML per 90 days)
MG/2.63ML

LATUDA 5 ST; QL (30 EA per 30 days)
NUPLAZID ORAL CAPSULE 5 PA; QL (30 EA per 30 days)
NUPLAZID ORAL TABLET 10 MG 5 PA; QL (30 EA per 30 days)
olanzapine intramuscular 2 QL (30 EA per 30 days)
olanzapine oral tablet 10 mg, 2.5 mg, 5 mg 2 QL (60 EA per 30 days)
olanzapine oral tablet 15 mg, 20 mg, 7.5 mg 2 QL (30 EA per 30 days)

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams
Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name Drug Tiers Requirements/Limits

olanzapine oral tablet dispersible 2 QL (30 EA per 30 days)

2aliperidone er oral tablet extended release 24 4 ST: QL (30 EA per 30 days)
our 1.5 mg, 3 mg, 9 mg

Zaliperidone er oral tablet extended release 24 4 ST: QL (60 EA per 30 days)
our 6 mg

PERSERIS 5 QL (1 EA per 28 days)

Foloase 24 hour 150 mg, 200 mg, 30 mg 2 QL (30 EA per 30 days)

e s % 2 Joceomapraosy

quetiapine fumarate oral tablet 100 mg, 200 mg, 2

25 mg, 300 mg, 400 mg, 50 mg

REXULTI 5 ST; QL (30 EA per 30 days)

SUSPENSION RECONSTITUTED ER 12.6 MG ‘ QL (2 EA per 30 day)

RISPERDAL CONSTA INTRAMUSCULAR

SUSPENSION RECONSTITUTED ER 25 MG, 5 QL (2 EA per 30 days)

37.5 MG, 50 MG

risperidone 2

SECUADO 5 ST; QL (30 EA per 30 days)

VRAYLAR ORAL CAPSULE 5 ST; QL (30 EA per 30 days)

VRAYLAR ORAL CAPSULE THERAPY PACK 4 ST

ziprasidone hcl 2 QL (60 EA per 30 days)

ziprasidone mesylate 4

ZYPREXA INTRAMUSCULAR 4 QL (30 EA per 30 days)

ZYPREXA RELPREVV INTRAMUSCULAR

SUSPENSION RECONSTITUTED 210 MG, 300 5 QL (2 EA per 30 days)

MG

P ose s |acaeamradan

Treatment-Resistant

clozapine 2

VERSACLOZ )

Antispasticity Agents

Antispasticity Agents

baclofen oral tablet 10 mg, 20 mg 2

baclofen oral tablet 5 mg 3

dantrolene sodium oral 2

tizanidine hcl oral tablet 2

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility

B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams
Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can

find information on what the abbreviations mean on page 7.




Drug Name Drug Tiers Requirements/Limits

Antivirals

Anti-Cytomegalovirus (Cmv) Agents
LIVTENCITY 5 PA; QL (120 EA per 30 days)
PREVYMIS ORAL 5 PA

valganciclovir hcl oral tablet
Anti-Hepatitis B (Hbv) Agents
adefovir dipivoxil

BARACLUDE ORAL SOLUTION
entecavir

EPIVIR HBV ORAL SOLUTION
lamivudine oral solution

QL (600 ML per 30 days)

lamivudine oral tablet
VEMLIDY

Anti-Hepatitis C (Hcv) Agents
EPCLUSA
ledipasvir-sofosbuvir
MAVYRET ORAL PACKET
MAVYRET ORAL TABLET
ribavirin oral capsule

QN W W B[O

PA

PA

PA; QL (140 EA per 28 days)
PA; QL (84 EA per 28 days)

ribavirin oral tablet 200 mg
ZEPATIER
Antiherpetic Agents

QNN gl ;o] O

PA

acyclovir oral capsule

acyclovir oral tablet

acyclovir sodium intravenous solution B/D

famciclovir oral

NN DNDNDN

valacyclovir hcl oral

Anti-Hiv Agents, Integrase Inhibitors (Insti)
APRETUDE

BIKTARVY

DOVATO

GENVOYA

ISENTRESS HD

ISENTRESS ORAL PACKET

ISENTRESS ORAL TABLET

QL (21 ML per 365 days)
QL (30 EA per 30 days)

QL (30 EA per 30 days)

QL (30 EA per 30 days)
QL (
QL (
QL (

60 EA per 30 days)
300 EA per 30 days)
120 EA per 30 days)

Ol W| o | Ol ;| On

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams

Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name Drug Tiers Requirements/Limits

ﬁgNTRESS ORAL TABLET CHEWABLE 100 5 QL (180 EA per 30 days)
ISENTRESS ORAL TABLET CHEWABLE 25 MG 3 QL (180 EA per 30 days)
STRIBILD 5 QL (30 EA per 30 days)
SYMTUZA 5 QL (30 EA per 30 days)
TIVICAY ORAL TABLET 10 MG 4 QL (30 EA per 30 days)
TIVICAY ORAL TABLET 25 MG 5 QL (30 EA per 30 days)
TIVICAY ORAL TABLET 50 MG 5 QL (60 EA per 30 days)
TIVICAY PD 4 QL (180 EA per 30 days)
Anti-Hiv Agents, Non-Nucleoside Reverse

Transcriptase Inhibitors (Nnrti)

COMPLERA 5 QL (30 EA per 30 days)
EDURANT 5 QL (30 EA per 30 days)
efavirenz 2

etravirine 5

INTELENCE ORAL TABLET 25 MG 3 QL (120 EA per 30 days)
Zgzlrre;;z)lg; Zr oral tablet extended release 24 4 QL (60 EA per 30 days)
Zizlrralr{())/g; Zr oral tablet extended release 24 4 QL (30 EA per 30 days)
nevirapine oral suspension 4 QL (1200 ML per 30 days)
nevirapine oral tablet 4 QL (60 EA per 30 days)
PIFELTRO 5 QL (30 EA per 30 days)
Anti-Hiv Agents, Nucleoside And Nucleotide

Reverse Transcriptase Inhibitors (Nrti)

abacavir sulfate oral solution 3

abacavir sulfate oral tablet 2

abacavir sulfate-lamivudine 4

abacavir-lamivudine-zidovudine 5

CIMDUO 5 QL (30 EA per 30 days)
DELSTRIGO 5) QL (30 EA per 30 days)
DESCOVY 5 QL (30 EA per 30 days)
efavirenz-emtricitab-tenofovir 5 QL (30 EA per 30 days)
efavirenz-lamivudine-tenofovir 5 QL (30 EA per 30 days)
emtricitabine 3

emtricitabine-tenofovir df 5 QL (30 EA per 30 days)
EMTRIVA ORAL SOLUTION 3

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams
Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name Drug Tiers Requirements/Limits

JULUCA 5 QL (30 EA per 30 days)
lamivudine-zidovudine 4

ODEFSEY 5 QL (30 EA per 30 days)
tenofovir disoproxil fumarate 3

TRIZIVIR 5

VIREAD ORAL POWDER 5 QL (240 GM per 30 days)
|\\//||§EAD ORAL TABLET 150 MG, 200 MG, 250 5 QL (30 EA per 30 days)
zidovudine 2

Anti-Hiv Agents, Other

FUZEON SUBCUTANEOUS SOLUTION 5

RECONSTITUTED

maraviroc oral tablet 150 mg 5 QL (60 EA per 30 days)
maraviroc oral tablet 300 mg 5 QL (120 EA per 30 days)
RUKOBIA 5 QL (60 EA per 30 days)
SELZENTRY ORAL SOLUTION S QL (1800 ML per 30 days)
SELZENTRY ORAL TABLET 25 MG 4 QL (240 EA per 30 days)
SELZENTRY ORAL TABLET 75 MG 5 QL (120 EA per 30 days)
TRIUMEQ 5 QL (30 EA per 30 days)
TRIUMEQ PD 5 QL (180 EA per 30 days)
TYBOST 3 QL (30 EA per 30 days)
Anti-Hiv Agents, Protease Inhibitors

APTIVUS ORAL CAPSULE

APTIVUS ORAL SOLUTION

atazanavir sulfate

EVOTAZ QL (30 EA per 30 days)
fosamprenavir calcium

LEXIVA ORAL SUSPENSION
lopinavir-ritonavir oral solution

lopinavir-ritonavir oral tablet 100-25 mg

lopinavir-ritonavir oral tablet 200-50 mg
NORVIR ORAL PACKET

NORVIR ORAL SOLUTION
PREZCOBIX

PREZISTA ORAL SUSPENSION
PREZISTA ORAL TABLET 150 MG

QL (30 EA per 30 days)
QL (400 ML per 30 days)
QL (240 EA per 30 days)

wlajlo| s~ O BBl OO] BB O

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams
Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name

Drug Tiers

Requirements/Limits

PREZISTA ORAL TABLET 600 MG 5 QL (60 EA per 30 days)
PREZISTA ORAL TABLET 75 MG ) QL (480 EA per 30 days)
PREZISTA ORAL TABLET 800 MG 5 QL (30 EA per 30 days)
REYATAZ ORAL PACKET 5

RITONAVIR 3

VIRACEPT ORAL TABLET 5

Anti-Influenza Agents

oseltamivir phosphate oral 2

RELENZA DISKHALER 3

rimantadine hcl 2

Anxiolytics

Anxiolytics, Other

buspirone hcl oral 2

hydroxyzine pamoate oral capsule 25 mg, 50 mg 4

Benzodiazepines

alprazolam oral tablet 2 QL (150 EA per 30 days)
chlordiazepoxide hcl 2

clonazepam oral tablet 0.5 mg, 1 mg 2 QL (90 EA per 30 days)
clonazepam oral tablet 2 mg 2 QL (300 EA per 30 days)
g{(;/;a;f;a(v)fz %z{ t?t,)?/g‘ dispersible 0.125 mg, 2 QL (90 EA per 30 days)
clonazepam oral tablet dispersible 2 mg 2 QL (300 EA per 30 days)
frlz]razepate dipotassium oral tablet 15 mg, 3.75 5 QL (180 EA per 30 days)
clorazepate dipotassium oral tablet 7.5 mg 2 QL (360 EA per 30 days)
diazepam intensol 2 QL (240 ML per 30 days)
diazepam oral concentrate 2 QL (240 ML per 30 days)
diazepam oral solution 5 mg/5ml 2 QL (1200 ML per 30 days)
diazepam oral tablet 2 QL (120 EA per 30 days)
LORAZEPAM INTENSOL 2 QL (150 ML per 30 days)
lorazepam oral tablet 2 QL (150 EA per 30 days)

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams

Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name Drug Tiers Requirements/Limits

Bipolar Agents
Mood Stabilizers

carbamazepine er oral capsule extended release
12 hour

divalproex sodium er oral tablet extended release
24 hour

divalproex sodium oral capsule delayed release
sprinkle

divalproex sodium oral tablet delayed release 2

lithium carbonate er 2

lithium carbonate oral

Blood Glucose Regulators

Antidiabetic Agents

acarbose oral 2
BYDUREON BCISE 3 QL (3.4 ML per 28 days)

BYETTA 10 MCG PEN SUBCUTANEOUS
SOLUTION PEN-INJECTOR

BYETTA 5 MCG PEN SUBCUTANEOUS
SOLUTION PEN-INJECTOR

CYCLOSET
FARXIGA
glimepiride

3 QL (2.4 ML per 30 days)

w

QL (1.2 ML per 30 days)

QL (30 EA per 30 days)

glipizide er

glipizide oral

glipizide-metformin hcl
GLYXAMBI

GVOKE HYPOPEN 2-PACK
GVOKE KIT

GVOKE PFS

INVOKAMET

INVOKAMET XR
INVOKANA

JANUMET

JANUMET XR ORAL TABLET EXTENDED
RELEASE 24 HOUR 100-1000 MG

JANUMET XR ORAL TABLET EXTENDED
RELEASE 24 HOUR 50-1000 MG, 50-500 MG

QL (30 EA per 30 days)

ST; QL (60 EA per 30 days)
ST; QL (60 EA per 30 days)
ST; QL (30 EA per 30 days)
QL (60 EA per 30 days)

WD | WA PR WO || 2222V >

QL (30 EA per 30 days)

3 QL (60 EA per 30 days)

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams
Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name Drug Tiers Requirements/Limits

JANUVIA 3 QL (30 EA per 30 days)
JARDIANCE 3 QL (30 EA per 30 days)
JENTADUETO 3 QL (60 EA per 30 days)
JENTADUETO XR 3 QL (30 EA per 30 days)
e X oL BT EXTENED ¢ [smaiwosapesodan
e A LT e © [srasosamsdn
metformin hcl er 1

metformin hcl oral tablet 1000 mg, 500 mg, 850 1

mg

miglitol 4

MOUNJARO 3 QL (2 ML per 30 days)
nateglinide 2

ONGLYZA 4 ST; QL (30 EA per 30 days)
OZEMPIC (0.25 OR 0.5 MG/DOSE) 4 ST; QL (1.5 ML per 30 days)
G e o0s © [raceupesdn
OZEMPIC (2 MG/DOSE) 4 ST; QL (3 ML per 30 days)
pioglitazone hcl 1

pioglitazone hcl-glimepiride 2

pioglitazone hcl-metformin hcl 2

repaglinide 1

g\él'il/l-l]:\ll\\lJPE%l}Il_S)ZRO SUBCUTANEOUS SOLUTION 5 ST: QL (10.8 ML per 30 days)
ﬁ\éI\NA_I]:\II\\IJIE%l}II_g(;SUBCUTANEOUS SOLUTION 5 ST: QL (12 ML per 30 days)
SYNJARDY 3 QL (60 EA per 30 days)
S S L DTN s |aceocaprandan
RELEASE 24 HOUR 12.6-1000 MG, 5-1000 MG 3 QL (60 EA per 30 days)
TRADJENTA 3 QL (30 EA per 30 days)
TRIJARDY XR ORAL TABLET EXTENDED

RELEASE 24 HOUR 10-5-1000 MG, 25-5-1000 3 QL (30 EA per 30 days)
MG

TRIJARDY XR ORAL TABLET EXTENDED

RELEASE 24 HOUR 12.5-2.5-1000 MG, 5-2.5- 3 QL (60 EA per 30 days)
1000 MG

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams

Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name Drug Tiers Requirements/Limits

TRULICITY 3 QL (2 ML per 30 days)

VICTOZA SUBCUTANEOUS SOLUTION PEN-
INJECTOR

XIGDUO XR ORAL TABLET EXTENDED
RELEASE 24 HOUR 10-1000 MG, 10-500 MG, 3 QL (30 EA per 30 days)
5-500 MG

XIGDUO XR ORAL TABLET EXTENDED
RELEASE 24 HOUR 2.5-1000 MG, 5-1000 MG

XULTOPHY 3 QL (15 ML per 30 days)
Glycemic Agents

BAQSIMI ONE PACK

BAQSIMI TWO PACK

diazoxide oral

GLUCAGEN HYPOKIT
glucagon emergency injection kit
KORLYM

Insulins

4 ST; QL (9 ML per 30 days)

3 QL (60 EA per 30 days)

Q| W W| 0| W| W

PA; QL (120 EA per 30 days)

assure id insulin safety syr 299 x 1/2" 1 ml

comfort assist insulin syringe 29g x 1/2" 1 ml
CVS GAUZE STERILE PAD 2"X2"

exel comfort point pen needle 29g x 12mm
HUMALOG

HUMALOG JUNIOR KWIKPEN

HUMALOG KWIKPEN SUBCUTANEOUS
SOLUTION PEN-INJECTOR

HUMALOG MIX 50/50 2

HUMALOG MIX 50/50 KWIKPEN
SUBCUTANEOUS SUSPENSION PEN- 2
INJECTOR

HUMALOG MIX 75/25 2

HUMALOG MIX 75/25 KWIKPEN
SUBCUTANEOUS SUSPENSION PEN- 2
INJECTOR

HUMULIN 70/30 2

HUMULIN 70/30 KWIKPEN SUBCUTANEOUS
SUSPENSION PEN-INJECTOR

HUMULIN N 2
HUMULIN N KWIKPEN SUBCUTANEOUS
SUSPENSION PEN-INJECTOR
T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams

Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name

Drug Tiers

Requirements/Limits

HUMULIN R

HUMULIN R U-500 (CONCENTRATED)

HUMULIN R U-500 KWIKPEN
SUBCUTANEOUS SOLUTION PEN-INJECTOR

insulin asp prot & asp flexpen

ST

insulin aspart flexpen

ST

insulin aspart injection

ST

insulin aspart penfill

ST

insulin aspart prot & aspart

ST

LANTUS

LANTUS SOLOSTAR SUBCUTANEOUS
SOLUTION PEN-INJECTOR

w ||~ A NN o

LYUMJEV

LYUMJEV KWIKPEN

preferred plus insulin syringe 28g x 1/2" 0.5 ml

reli-on insulin syringe 29g 0.3 ml

SOLIQUA

QL (15 ML per 25 days)

TOUJEO MAX SOLOSTAR

TOUJEO SOLOSTAR

V-GO 20

V-GO 30

V-GO 40

W W W W WW| =2 =2DNDN

Blood Products And Modifiers

Anticoagulants

dabigatran etexilate mesylate

QL (60 EA per 30 days)

ELIQUIS

QL (74 EA per 30 days)

ELIQUIS DVT/PE STARTER PACK ORAL
TABLET THERAPY PACK

QL (74 EA per 30 days)

enoxaparin sodium injection solution

enoxaparin sodium injection solution prefilled
syringe 100 mg/ml, 150 mg/ml|

QL (60 ML per 30 days)

enoxaparin sodium injection solution prefilled
syringe 120 mg/0.8ml, 80 mg/0.8ml

QL (48 ML per 30 days)

enoxaparin sodium injection solution prefilled
syringe 30 mg/0.3ml

QL (18 ML per 30 days)

enoxaparin sodium injection solution prefilled
syringe 40 mg/0.4ml

QL (24 ML per 30 days)

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams

Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name Drug Tiers Requirements/Limits

enoxaparin sodium injection solution prefilled

syringe 60 mg/0.6ml 4 QL (36 ML per 30 days)
enoxaparin sodium subcutaneous solution 100

mglml, 150 mgimi 4 QL (60 ML per 30 days)
enoxaparin sodium subcutaneous solution 120

mgl0.8ml, 80 mgl0.8ml 4 QL (48 ML per 30 days)
enoxaparin sodium subcutaneous solution 30 4 QL (18 ML per 30 days)
mg/0.3ml

enoxaparin sodium subcutaneous solution 40 4 QL (24 ML per 30 days)
mgl/0.4ml

enoxaparin sodium subcutaneous solution 60 4 QL (36 ML per 30 days)
mg/0.6ml

fondaparinux sodium subcutaneous solution 10 5 QL (24 ML per 30 days)
mg/0.8ml

fondaparinux sodium subcutaneous solution 2.5

mgl0.5ml 4 QL (15 ML per 30 days)
fondaparinux sodium subcutaneous solution 5 5 QL (12 ML per 30 days)
mg/0.4ml

fondaparinux sodium subcutaneous solution 7.5 5 QL (18 ML per 30 days)
mg/0.6ml

FRAGMIN SUBCUTANEOUS SOLUTION 10000 5

UNIT/ML, 7500 UNIT/0.3ML

FRAGMIN SUBCUTANEOUS SOLUTION 2500 4

UNIT/0.2ML, 5000 UNIT/0.2ML

FRAGMIN SUBCUTANEOUS SOLUTION

PREFILLED SYRINGE 10000 UNIT/ML, 7500 5

UNIT/0.3ML

FRAGMIN SUBCUTANEOUS SOLUTION

PREFILLED SYRINGE 2500 UNIT/0.2ML, 5000 4

UNIT/0.2ML

heparin sodium (porcine) injection solution 1000

unit/ml, 10000 unit/ml, 20000 unit/ml, 5000 2 HI

unit/ml

jantoven 1

PRADAXA 4 QL (60 EA per 30 days)
warfarin sodium oral 1

XARELTO ORAL SUSPENSION

RECONSTITUTED 3 QL (620 ML per 30 days)
XARELTO ORAL TABLET 10 MG, 20 MG 3 QL (30 EA per 30 days)
XARELTO ORAL TABLET 15 MG, 2.5 MG 3 QL (60 EA per 30 days)
XARELTO STARTER PACK 3 QL (51 EA per 30 days)

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams
Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name Drug Tiers Requirements/Limits

Blood Products And Modifiers, Other

anagrelide hcl 2

LEUKINE INJECTION SOLUTION 5

RECONSTITUTED

NIVESTYM INJECTION SOLUTION PREFILLED 5 PA

SYRINGE

NYVEPRIA 5

PROCRIT INJECTION SOLUTION 10000 3 B/D

UNIT/ML, 2000 UNIT/ML, 3000 UNIT/ML

PROCRIT INJECTION SOLUTION 20000 5 B/D

UNIT/ML, 40000 UNIT/ML

PROCRIT INJECTION SOLUTION 4000 4 B/D

UNIT/ML

PROMACTA ORAL PACKET 12.5 MG 5 PA; LA; QL (30 EA per 30 days)
PROMACTA ORAL PACKET 25 MG 5 PA; LA; QL (180 EA per 30 days)
PROMACTA ORAL TABLET 12.5 MG, 25 MG 5 PA; LA; QL (30 EA per 30 days)
PROMACTA ORAL TABLET 50 MG, 75 MG 5 PA; LA; QL (60 EA per 30 days)
PYRUKYND 5 PA; QL (56 EA per 28 days)
PYRUKYND TAPER PACK 5 PA; QL (56 EA per 28 days)

RETACRIT INJECTION SOLUTION 10000
UNIT/ML, 10000 UNIT/ML(1ML), 2000 UNIT/ML,
20000 UNIT/ML, 3000 UNIT/ML, 4000 UNIT/ML,
40000 UNIT/ML

Hemostasis Agents

4 B/D

tranexamic acid oral 2

Platelet Modifying Agents

aspirin-dipyridamole er
BRILINTA
cilostazol

QL (60 EA per 30 days)

clopidogrel bisulfate oral tablet 75 mg

W =2 N WD

prasugrel hcl

Cardiovascular Agents

Alpha-Adrenergic Agonists

clonidine 2
clonidine hcl oral 1
droxidopa 5 PA
guanfacine hcl oral 4
midodrine hcl 2

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams
Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name

Alpha-Adrenergic Blocking Agents

Drug Tiers

doxazosin mesylate oral

prazosin hcl oral

terazosin hcl oral

Angiotensin li Receptor Antagonists

candesartan cilexetil

irbesartan

losartan potassium oral

olmesartan medoxomil oral

telmisartan

telmisartan-hctz oral tablet 80-12.5 mg

valsartan oral tablet

N Y Y Y Y . N

Angiotensin-Converting Enzyme (Ace)
Inhibitors

benazepril hcl oral

captopril oral

enalapril maleate oral tablet

fosinopril sodium

lisinopril oral

moexipril hel

perindopril erbumine

quinapril hcl

ramipril

trandolapril

e N Y B Y = N S N P N P N I N I N I N

Antiarrhythmics

amiodarone hcl oral tablet 200 mg

disopyramide phosphate oral

dofetilide

flecainide acetate

mexiletine hcl oral

MULTAQ

pacerone oral tablet 200 mg

propafenone hcl

propafenone hcl er

quinidine gluconate er

quinidine sulfate oral

NI BIDNIDNOIDNIDNBARIDNDN

T1-Preferred generic; T2-Generic; T3-Preferred brand; T4-Non-preferred drug; T5-Specialty; T6-Infertility
B/D-Part Bvs. Part D; EA-Each; ED-Excluded Drug; HI-Home Infusion; LA-Limited Availability; PA-Prior
Authorization; QL-Quantity Limits; ST-Step Therapy; ML-Milliliters; GM-Grams

Note: All drugs listed on the formulary are available via mail order. Tier 5 drugs are 30-day supply only. You can
find information on what the abbreviations mean on page 7.
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Drug Name Drug Tiers Requirements/Limits

SORINE 2
sotalol hcl (af)
sotalol hcl oral

Beta-Adrenergic Blocking Agents

acebutolol hcl oral

atenolol oral

betaxolol hcl oral

bisoprolol fumarate oral

carvedilol

carvedilol phosphate er

labetalol hcl oral

NN =2NIDN=2DN

metoprolol succinate er

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

—_—

nadolol oral tablet 20 mg, 40 mg, 80 mg

nebivolol hcl

pindolol

propranolol hcl er

propranolol hcl oral solution

propranolol hcl oral tablet

N =2 NN BN

timolol maleate oral

Calcium Channel Blocking Agents,
Dihydropyridines

amlodipine besylate oral

felodipine er

isradipine

nicardipine hcl oral

nifedipine er

nifedipine er osmotic release

BIDNIDNBRIDNDN| -~

nimodipine oral

C