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Generations Classic Rewards (HMO) and
Generations Classic Plus (HMO)
2024 Formulary
(List of Covered Drugs)

PLEASE READ: THIS DOCUMENT CONTAINS INFORMATION
ABOUT THE DRUGS WE COVER IN THIS PLAN

HPMS Approved Formulary File Submission ID 00024139, Version Number 9

This formulary was updated on 02/20/2024. For more recent information or other questions, please contact
us, GlobalHealth Customer Care at 1-866-494-3927 (TTY users should call 711), 24 hours a day, seven days
a week, or visit www.GlobalHealth.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 GlobalHealth, Inc. When it refers to
“plan” or “our plan,” it means Generations Classic Rewards (HMO) and Generations Classic Plus (HMO).

This document includes a list of the drugs (formulary) for our plan which is current as of 02/20/2024. 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.

What is the Generations Classic Rewards (HMO) and Generations Classic Plus (HMO)
Formulary?

A formulary is a list of covered drugs selected by our plan 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. We will generally cover the drugs listed in our formulary as long as the drug is medically
necessary, the prescription is filled at our network pharmacy, and other plan rules are followed. For more
information on how to fill your prescriptions, please review your Evidence of Coverage.

For a complete listing of all prescription drugs covered by us, please visit our website or call us. Our contact
information, along with the date we last updated the formulary, appears on the front and back cover pages.
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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:

e 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.

o 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 find information in the section
below titled “How do I request an exception to the Generations Classic Rewards (HMO) and
Generations Classic Plus (HMO)’s 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.

e 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 the 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, or 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.

o 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 I request an exception to the Generations Classic Rewards (HMO)
and Generations Classic Plus (HMO)’s Formulary?”

Changes that will not affect you if you are currently taking the drug. Generally, if you are taking a drug
on our 2024 formulary that was covered at the beginning of the year, we will not discontinue or reduce
coverage of the drug during the 2024 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 02/20/2024. To get updated information about the drugs covered by
Generations Classic Rewards (HMO) and Generations Classic Plus (HMO) please contact us. Our contact



information appears on the front and back cover pages. In the event of mid-year non-maintenance formulary
changes, the formularies will be updated monthly and posted on our website.

How do I use the Formulary?

There are two ways to find your drug within the formulary:

Medical Condition

The formulary begins on page 15. 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”. If you know what your drug is used for, look
for the category name in the list that begins on 15. Then look under the category name for your drug.

Alphabetical Listing

If you are not sure what category to look under, you should look for your drug in the Index that begins on
page 97. 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?

Our plan 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:

e Prior Authorization: Our plan requires you or your physician to get prior authorization for certain
drugs. This means that you will need to get approval from our plan before you fill your prescriptions.
If you don’t get approval, we may not cover the drug.

¢ Quantity Limits: For certain drugs, our plan limits the amount of the drug that our plan will cover.
For example, our plan provides 30 per prescription for Rosuvastatin. This may be in addition to a
standard one-month or three-month supply.

e Step Therapy: In some cases, our plan 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, we may not cover Drug B unless you try Drug A first. If Drug A
does not work for you, we 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 15. 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.

You can ask our plan 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 I request an exception to the Generations
Classic Rewards (HMO) and Generations Classic Plus (HMO)’s formulary?” on page 4 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 Care
and ask if your drug is covered.

If you learn that our plan does not cover your drug, you have two options:

e You can ask Customer Care for a list of similar drugs that are covered by our plan. When you receive
the list, show it to your doctor and ask them to prescribe a similar drug that is covered by our plan.

® You can ask us to make an exception and cover your drug. See below for information about how to
request an exception.

How do I request an exception to the Generations Classic Rewards (HMO) and
Generations Classic Plus (HMO)’s Formulary?

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

e 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.

e You can ask us to cover a formulary drug at lower cost-sharing level unless the drug is on the
specialty tier. If approved, this would lower the amount you must pay for your drug.

e You can ask us to waive coverage restrictions or limits on your drug. For example, for certain drugs,
our plan 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, our plan 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, tier, or utilization restriction
exception. When you request a formulary, tier, 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 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 I do before I 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.

If you are a current member in our plan, we will also cover a temporary transition supply if you have a
change in your medications because of a level-of-care change. This may include unplanned changes in
treatment settings, such as being discharged from an acute care (hospital) setting or being admitted to, or
discharged from, a long-term care facility. For each drug that is not in our formulary, or if your ability to get
your drugs is limited, we will cover a temporary 30-day supply (up to a 31-day supply if you are a resident of
a long-term care facility) when you go to a network pharmacy.

For more information

For more detailed information about your Generations Classic Rewards (HMO) and Generations Classic Plus
(HMO) prescription drug coverage, please review your Evidence of Coverage and other plan materials.

If you have questions about our plan, 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 http://www.medicare.gov.

Generations Classic Rewards (HMO) and Generations Classic Plus (HMO) Formulary

The formulary below provides coverage information about the drugs covered our plan. If you have trouble
finding your drug in the list, turn to the Index that begins on page 97.

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

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


http://www.medicare.gov/

Drug Tier

Tier 1 = Preferred Generic

Tier 2 = Generic
Tier 3 = Preferred Brand

Tier 4 = Non-Preferred Drug

Tier 5 = Specialty Tier

You can find information on what the symbols and abbreviations on this table mean here:

PA — Prior Authorization. Our plan requires you or your provider to get prior authorization for
certain drugs. This means that you will need to get approval from us before you fill your
prescriptions. If you don’t get approval, we may not cover the drug.

QL — Drug has Quantity limit. For certain drugs, our plan limits the amount of the drug that we will
cover. For example, our plan provides 30 tablets per 30 days per prescription for rosuvastatin.

ST — Step Therapy. In some cases, our plan 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, we may not cover Drug B unless you try Drug A first. If
Drug A does not work for you, we will then cover Drug B.

NM - Not available at our Mail-order pharmacies.

LA — Limited Access. This prescription may be available only at certain pharmacies. For more
information consult your Pharmacy Directory or call Customer Care at 1-866-494-3927, 24 hours a
day, seven days a week. TTY users should call 711.

B/D — This drug may be covered under Medicare Part B or Part D depending upon the circumstances.
Information may need to be submitted describing the use and setting of the drug to make the
determination.

GC - Gap Coverage. Your plan offers additional coverage in the Coverage Gap phase for these
medications. Refer to your Evidence of Coverage for cost-sharing information.

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 towards 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. These drugs may not be covered after you reach the Coverage Gap.



Generations Classic Rewards (HMO) y Generations
Classic Plus (HMO)
Formulario 2024

(Lista de Medicamentos Cubiertos)

LEA ESTA INFORMACION: ESTE DOCUMENTO CONTIENE INFORMACION SOBRE LOS
MEDICAMENTOS QUE CUBRIMOS EN ESTE PLAN

Identificacion de Presentacion del Archivo de la Lista de Medicamentos Aprobada por el HPMS 00024139,
version 9

Esta lista se actualizd el 02/20/2024. Para obtener informacion mas reciente o si tiene otras preguntas,
comuniquese con el Servicio de Atencion al Cliente al 1-866-494-3927 (los usuarios de TTY deben llamar al
711), las 24 horas del dia, los siete dias de la semana, o visite www.GlobalHealth.com.

Nota para los miembros existentes: Esta lista de medicamentos cambid desde el afio pasado. Revise este
documento para asegurarse de que aun contenga los medicamentos que toma.

Cuando en esta lista de medicamentos (lista) se hace referencia a "nosotros" o "nuestro", se hace referencia a
GlobalHealth, Inc. Cuando se hace referencia a "plan" o "nuestro plan", se hace referencia a Generations
Classic Rewards (HMO) y Generations Classic Plus (HMO).

Este documento incluye una lista de los medicamentos (lista) de nuestro plan que entra en vigor a partir del
02/20/2024. Para obtener una lista actualizada, comuniquese con nosotros. Nuestra informacion de contacto,
junto con la fecha de la Gltima actualizacion de la lista, aparece en la portada y en la contraportada.

Por lo general, debe usar las farmacias de la red para usar su beneficio de medicamentos recetados. Los
beneficios, la lista, la red de farmacias o los copagos y coseguros pueden cambiar el 1 de enero de 2024 y de
manera periddica durante el afio.

.Qué es la Lista de Medicamentos de Generations Classic Rewards (HMO) y
Generations Classic Plus (HMO)?

Es una lista de medicamentos cubiertos seleccionados por nuestro plan en consulta con un equipo de
proveedores de atencion médica, que representa las terapias recetadas consideradas como una parte necesaria
de un programa de tratamiento de calidad. Nuestro plan, por lo general, cubrira los medicamentos que
figuran en nuestra lista, siempre y cuando el medicamento sea médicamente necesario, la receta sea surtida en
una farmacia de la red del plan y se cumplan otras normas del plan. Para obtener mas informacion sobre
como surtir sus recetas, consulte su Evidencia de Cobertura.

Para obtener una lista completa de todos los medicamentos recetados cubiertos por nuestro plan, visite
nuestro sitio web o llamenos. Nuestra informacidn de contacto, junto con la fecha de la ultima actualizacion
de la lista, aparece en la portada y en la contraportada.


http://www.globalhealth.com/

.Puede cambiar la Lista (lista de medicamentos)?

La mayoria de los cambios en la cobertura de medicamentos se producen el 1 de enero, pero podemos
agregar o eliminar medicamentos de la Lista de Medicamentos durante el afio, moverlos a diferentes niveles
de costo compartido o agregar nuevas restricciones. Debemos cumplir con las normas de Medicare para
realizar estos cambios.

Cambios que pueden afectarle este afio: En los siguientes casos, usted se vera afectado por los cambios en
la cobertura durante el afio:

Nuevos medicamentos genéricos. Podemos eliminar inmediatamente un medicamento de marca
registrada de nuestra Lista de Medicamentos si lo reemplazamos con un nuevo medicamento genérico
que aparecera en el mismo nivel de costo compartido o uno més bajo, y con las mismas o con menos
restricciones. Ademas, al agregar el nuevo medicamento genérico, podemos decidir mantener el
medicamento de marca registrada en nuestra Lista de Medicamentos, pero inmediatamente moverlo a
un nivel de costo compartido diferente o agregar nuevas restricciones. Si actualmente usted esta
tomando ese medicamento de marca registrada, podriamos no avisarle con anticipacion que
realizaremos ese cambio, pero luego le proporcionaremos informacion sobre el cambio o los cambios
especificos que hicimos.

o Sirealizamos ese cambio, usted o el recetador pueden solicitarnos hacer una excepcion y
continuar con la cobertura de su medicamento de marca registrada. El aviso que le enviaremos
también incluird informacién sobre como solicitar una excepcion, y puede encontrar
informacion en la seccion a continuacion titulada “;Como solicito una excepcion a la Lista de
Medicamentos de Generations Classic Rewards (HMO) y Generations Classic Plus (HMO)?”

Medicamentos retirados del mercado. Si la Administracion de Alimentos y Medicamentos
considera que un medicamento incluido en nuestra lista de medicamentos no es seguro, o si el
fabricante del medicamento lo retira del mercado, lo retiraremos de nuestra lista de inmediato y se lo
notificaremos a los miembros que toman el medicamento.

Otros cambios. Es posible que realicemos otros cambios que afecten a los miembros que
actualmente toman un medicamento. Por ejemplo, podemos agregar un medicamento genérico que no
es nuevo en el mercado para reemplazar un medicamento de marca registrada que se encuentra
actualmente en la lista de medicamentos, o podemos agregar nuevas restricciones al medicamento de
marca registrada, moverlo a un nivel de costo compartido diferente, 0 ambas cosas. También
podemos realizar cambios basados en nuevas pautas clinicas. Si retiramos medicamentos de nuestra
lista de medicamentos, agregamos una autorizacion previa, limites de cantidad o restricciones de
terapia escalonada para un medicamento, o cambiamos un medicamento a un nivel de costo
compartido mas alto, debemos notificar a los miembros afectados sobre el cambio al menos 30 dias
antes de que el cambio entre en vigor, o cuando el miembro solicita un nuevo surtido del
medicamento, momento en el cual recibird un suministro por 30 dias del medicamento.

o Sirealizamos estos cambios, usted o el recetador pueden solicitarnos hacer una excepcion y
continuar con la cobertura de su medicamento de marca registrada. El aviso que le enviaremos
también incluird informacién sobre como solicitar una excepcion, y también puede encontrar
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informacion en la seccion a continuacion titulada “;Coémo solicito una excepcion a la Lista de
medicamentos de Generations Classic Rewards (HMO) y Generations Classic Plus (HMO)?”

Cambios que no le afectaran si actualmente esta tomando el medicamento. Por lo general, si usted esta
tomando un medicamento de nuestra Lista de Medicamentos 2024 que estaba cubierto al comienzo del afio,
no interrumpiremos ni reduciremos la cobertura del medicamento durante el afio de cobertura 2024, salvo lo
descrito anteriormente. Esto significa que estos medicamentos seguiran disponibles con el mismo costo
compartido y sin nuevas restricciones para aquellos miembros que los tomen durante el resto del afio de
cobertura. Este afio no se le notificardn directamente sobre los cambios que no lo afecten. Sin embargo, el

1 de enero del afio siguiente, dichos cambios pueden afectarlo, y es importante revisar la Lista de
Medicamentos del nuevo afio de beneficios para ver si hay cambios en los medicamentos.

La lista adjunta entra en vigor a partir del 02/20/2024. Para obtener informacion actualizada sobre los
medicamentos cubiertos por nuestro plan, comuniquese con nosotros. Nuestra informacion de contacto
aparece en la portada y en la contraportada. En caso de que se produzcan cambios a mediados de afio en la
lista de medicamentos que no sean de mantenimiento, las listas se actualizardn mensualmente y se publicaran
en nuestro sitio web.

. Como utilizo 1a Lista de Medicamentos?
Existen dos maneras de encontrar su medicamento en la lista de medicamentos:

Afeccion Médica

La lista comienza en la pagina 15. Los medicamentos de esta lista de medicamentos estan agrupados en
categorias segun el tipo de afeccion médica para la que se utilizan. Por ejemplo, los medicamentos utilizados
para tratar una afeccion cardiaca se enumeran en la categoria “Cardiovascular”. Si sabe para qué se utiliza su
medicamento, busque el nombre de la categoria en la lista que comienza en la pagina 15. Luego busque su
medicamento en el nombre de la categoria.

Listado Alfabético

Si no est4 seguro en qué categoria buscar, debe buscar su medicamento en el Indice que comienza en la
pagina 97. El Indice proporciona una lista alfabética de todos los medicamentos incluidos en este documento.
Tanto los medicamentos de marca registrada como los medicamentos genéricos figuran en El Indice. Busque
en el Indice para encontrar su medicamento. Junto con su medicamento, vera el nimero de pagina donde
puede encontrar informacion sobre la cobertura. Vaya a la pagina que aparece en el Indice y busque el
nombre de su medicamento en la primera columna de la lista.

. Qué son los medicamentos genéricos?

Nuestro plan cubre tanto medicamentos de marca registrada como medicamentos genéricos. Un medicamento
genérico es uno aprobado por la Administracion de Alimentos y Medicamentos (Food and Drug
Administration, FDA) que contiene el mismo ingrediente activo que el medicamento de marca registrada.
Por lo general, los medicamentos genéricos cuestan menos que los medicamentos de marca registrada.



(Existe alguna restriccion en mi cobertura?
Algunos medicamentos cubiertos pueden tener requisitos o limites adicionales en la cobertura. Estos
requisitos y limites pueden incluir:

Autorizacion Previa: Nuestro plan necesita que usted o su médico obtengan una autorizacion previa
para obtener ciertos medicamentos. Esto significa que necesitard obtener una aprobacion de nuestro
plan antes de obtener los medicamentos con receta médica. Si no obtiene la aprobacion, es posible
que no cubramos el medicamento.

Limites de Cantidades: Para ciertos medicamentos, nuestro plan limita la cantidad del medicamento
que cubrird nuestro plan. Por ejemplo, nuestro plan proporciona 30 comprimidos por receta para
rosuvastatina. Esto puede ser adicional a un suministro estandar para un mes o tres meses.

Terapia Escalonada: En algunos casos, nuestro plan requiere que primero pruebe otros
medicamentos para tratar su afeccion médica antes de cubrir otro medicamento para esa afeccion. Por
ejemplo, si el medicamento A y el medicamento B tratan una condicion médica, podemos no cubrir el
medicamento B a menos que pruebe con el medicamento A primero. Si el medicamento A no
funciona, le cubriremos el medicamento B.

Puede averiguar si su medicamento tiene requisitos o limites adicionales consultando la lista que comienza
en la pagina 15. También puede obtener mas informacion sobre las restricciones aplicadas a medicamentos
cubiertos especificos visitando nuestro sitio web. Hemos publicado documentos en linea que explican
nuestras restricciones de autorizacion previa y terapia escalonada. También puede solicitarnos que le
enviemos una copia. Nuestra informacion de contacto, junto con la fecha de la ultima actualizacion de la
lista, aparece en la portada y en la contraportada.

Puede solicitar que se haga una excepcion a estas restricciones o limites en nuestros planes, o que le hagan
una lista de otros medicamentos similares que puedan tratar su afeccion médica. Consulte la seccion “;Coémo
solicito una excepcion a la Lista de medicamentos de Generations Classic Rewards (HMO) y Generations
Classic Plus (HMO)?” en la pagina 11 para obtener informacion sobre como solicitar una excepcion.

. Qué pasa si mi medicamento no esta en la Lista de Medicamentos?
Si su medicamento no est4 incluido en esta lista (lista de medicamentos cubiertos), primero debe
comunicarse con el Servicio de Atencion al Cliente y preguntar si su medicamento esta cubierto.

Si se entera de que nuestro plan no cubre su medicamento, tiene dos opciones:

Puede solicitar al Servicio de Atencion al Cliente una lista de medicamentos similares que estén
cubiertos por nuestro plan. Cuando reciba la lista, muéstresela a su médico y pidale que le recete un
medicamento similar que esté cubierto por nuestro plan.

Puede solicitar que nuestro plan haga una excepcion para que cubra su medicamento. Consulte la
siguiente seccion para obtener informacion sobre como solicitar una excepcion.
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. Como solicito una excepcion a la Lista de Medicamentos de Generations Classic
Rewards (HMO) y Generations Classic Plus (HMQO)?

Puede solicitar que se haga una excepcion a nuestras normas de cobertura en nuestro plan. Existen
varios tipos de excepciones que puede solicitarnos.

e Puede solicitarnos que cubramos un medicamento incluso si no esta en nuestra lista de medicamentos.
Si se aprueba, este medicamento estara cubierto a un nivel de costo compartido predeterminado, y
usted no podra solicitarnos que le proporcionemos el medicamento a un nivel de costo compartido
mas bajo.

e Puede solicitarnos que cubramos un medicamento de la lista de medicamentos en un nivel de costo
compartido mas bajo, a menos que el medicamento se encuentre en el nivel especializado. Si se
aprueba, esto disminuiria el monto que debe pagar por su medicamento.

e Puede solicitarnos que no apliquemos restricciones ni limites de cobertura a su medicamento. Por
ejemplo, para ciertos medicamentos, el plan limita la cantidad del medicamento que cubriremos. Si su
medicamento tiene un limite de cantidad, puede solicitarnos que no apliquemos el limite y que
cubramos una cantidad mayor.

Por lo general, nuestro plan aprobara su solicitud de una excepcion unicamente si los medicamentos
alternativos incluidos en la lista de medicamentos del plan, el medicamento de menor costo compartido o las
restricciones de utilizacion adicionales no son tan eficaces para tratar su afeccion o haran que padezca
efectos médicos adversos.

Debe comunicarse con nosotros para solicitarnos una decision inicial sobre la cobertura de una excepcion a
la lista, el nivel o la restriccion de utilizacion. Cuando solicita una excepcion a la lista, el nivel o la
restriccion de utilizacion, debe presentar una declaracion de su recetador o médico que respalde su
solicitud. Por lo general, debemos tomar una decision dentro de las 72 horas después de recibir la
declaracion de apoyo de su recetador. Puede solicitar una excepcion acelerada (rapida) si usted o su médico
creen que su salud podria verse gravemente afectada si espera hasta 72 horas por una decision. Si se concede
su solicitud acelerada, debemos darle una decision a mas tardar 24 horas después de recibir una declaracion
de apoyo de su médico u otro recetador.

. Qué debo hacer antes de hablar con mi médico sobre cambiar mis medicamentos o
solicitar una excepcion?

Como miembro nuevo o existente de nuestro plan, es posible que esté tomando medicamentos que no estan
en nuestra lista de medicamentos. También puede suceder que esté¢ tomando un medicamento que estd en
nuestra lista de medicamentos, pero su capacidad para conseguirlo es limitada. Por ejemplo, es posible que
necesite nuestra autorizacion previa antes de que pueda obtener su receta. Debe hablar con su médico para
decidir si debe cambiar a un medicamento apropiado que cubramos, o solicitar una excepcion a la lista de
medicamentos para que cubramos el medicamento que toma. Mientras habla con su médico para determinar
qué medida es adecuada para usted, podemos cubrir su medicamento en ciertos casos durante los primeros

90 dias en los que usted es miembro de nuestro plan.
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Para cada uno de sus medicamentos que no esta en nuestra lista de medicamentos, o si su capacidad para
obtener sus medicamentos es limitada, cubriremos un suministro temporal por 30 dias. Si su receta médica
esta escrita por menos dias, entregaremos renovaciones para proporcionar hasta un suministro maximo por
30 dias de medicamentos. Después de su primer suministro por 30 dias, no pagaremos estos medicamentos,
incluso si ha sido miembro del plan durante menos de 90 dias.

Si usted es residente de un centro de atencion médica a largo plazo y necesita un medicamento que no esta en
nuestra lista de medicamentos, o si su capacidad para obtener sus medicamentos es limitada, pero ya pasaron
los primeros 90 dias de membresia en nuestro plan, cubriremos un suministro de emergencia por 31 dias de
ese medicamento mientras usted busca una excepcion a la lista.

Si usted es un miembro actual de nuestro plan, también cubriremos un suministro de transicién temporal si
sus medicamentos cambian debido a un cambio en el nivel de atencion. Esto puede incluir cambios no
planificados en los entornos de tratamiento, como ser dado de alta de un centro de cuidados intensivos
(hospital) o ser hospitalizado o dado de alta de un centro de atencion médica a largo plazo. Por cada
medicamento que no esté en nuestra lista de medicamentos o si su capacidad para obtener sus medicamentos
es limitada, cubriremos un suministro temporal por 30 dias (un suministro por hasta 31 dias si usted es
residente de un centro de atencion médica a largo plazo) cuando vaya a una farmacia de la red.

Para obtener mas informacion

Para obtener informacidén mas detallada sobre su cobertura de medicamentos recetados Generations Classic
Rewards (HMO) y Generations Classic Plus (HMO), revise su Evidencia de Cobertura y otros materiales del
plan.

Si tiene preguntas sobre nuestro plan, comuniquese con nosotros. Nuestra informacion de contacto, junto con
la fecha de la ultima actualizacion de la lista, aparece en la portada y en la contraportada.

Si tiene preguntas generales acerca de la cobertura de medicamentos recetados de Medicare, llame a
Medicare al 1-800-MEDICARE (1-800-633-4227), las 24 horas del dia, los 7 dias de la semana. Los
usuarios de TTY/TDD deben llamar al 1-877-486-2048. O visite http://www.medicare.gov.

Lista de Medicamentos de Generations Classic Rewards (HMO) y Generations Classic
Plus (HMO)

La lista de medicamentos que comienza en la pagina siguiente proporciona informacién de cobertura sobre
los medicamentos cubiertos por nuestro plan. Si tiene problemas para encontrar su medicamento en la lista,
consulte el Indice que comienza en la pagina 97.

La primera columna de la tabla enumera el nombre del medicamento. Los medicamentos de marca registrada
estan en mayuscula (p. ej., SYNTHROID) y los medicamentos genéricos estan en minuscula cursiva (p. €j.,
levotiroxina).

La informacién en la columna Requisitos/Limites le indica si nuestro plan tiene algin requisito especial para
la cobertura de su medicamento.
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Nivel de Medicamento

Nivel 1 = Genérico preferido

Nivel 2 = Genérico

Nivel 3 = Marca preferida

Nivel 4 = Medicamentos no preferidos

Nivel 5 = Nivel de especialidad

Puede encontrar informacién sobre lo que significan los simbolos y las abreviaturas en esta tabla:

PA - Autorizacion Previa. El plan necesita que usted o su proveedor obtengan una autorizacion
previa para ciertos medicamentos. Esto significa que necesitara obtener nuestra aprobacion antes de
obtenerlos medicamentos con receta médica. Si no obtiene la aprobacion, es posible que no cubramos
el medicamento.

QL - El medicamento tiene un limite de cantidad. Para ciertos medicamentos, nuestro plan limita la
cantidad del medicamento que cubriremos. Por ejemplo, nuestro plan proporciona 30 comprimidos
por 30 dias por receta de rosuvastatina.

ST - Terapia Escalonada. En algunos casos, nuestro plan requiere que primero pruebe otros
medicamentos para tratar su afeccion médica antes de cubrir otro medicamento para esa afeccion. Por
ejemplo, si el medicamento A y el medicamento B tratan una condiciéon médica, podemos no cubrir el
medicamento B a menos que pruebe con el medicamento A primero. Si el medicamento A no
funciona, le cubriremos el medicamento B.

NM - No esta disponible en nuestras farmacias de pedidos por correo.

LA - Acceso Limitado. Esta receta puede estar disponible solo en ciertas farmacias. Para obtener
mas informacion, consulte su Directorio de Farmacias o llame al Servicio de Atencion al Cliente al 1-
866-494-3927, las 24 horas del dia, los siete dias de la semana. Los usuarios de TTY deben llamar al
711.

B/D - Este medicamento puede estar cubierto por Medicare Parte B o Parte D, segun las
circunstancias. Es posible que sea necesario presentar informacion que describa el uso y el entorno
del medicamento para tomar la decision.

GC - Etapa sin Cobertura (Gap Coverage). Brindamos cobertura adicional de este medicamento
recetado en la etapa sin cobertura. Consulte su Evidencia de Cobertura para obtener mas informacion
sobre esta cobertura.

ED - Medicamento Excluido (Excluded Drug). Este medicamento recetado generalmente no esta
cubierto por un Plan de Medicamentos Recetados de Medicare. El monto que usted paga cuando le
dispensan una receta de este medicamento no cuenta entre los costos de medicamentos totales (es
decir, el monto que paga no lo ayuda a reunir los requisitos para la cobertura catastrofica). Ademas, si
recibe ayuda adicional para pagar sus recetas, no obtendra ayuda adicional para pagar este
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medicamento. Estos medicamentos pueden no estar cubiertos después de alcanzar la Etapa sin
Cobertura.
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GLOBAL_HEALTH_CY24_GS eff 03/01/2024

Drug Tier Requirements/Limits

Drug Name

ANALGESICS

GoOUT
allopurinol TABS 100mg, 300mg 1 GC
colchicine TABS .6mg 4 QL (120 tabs / 30 days)
colchicine w/ probenecid tab 0.5-500 mg 3
MITIGARE CAPS .6mg 3 QL (60 caps / 30 days)
probenecid TABS 500mg 3

NSAIDS
celecoxib CAPS 50mg, 100mg, 200mg 3 QL (60 caps / 30 days)
celecoxib CAPS 400mg 3 QL (30 caps / 30 days)
diclofenac potassium TABS 50mg 3 QL (120 tabs / 30 days)
diclofenac sodium TB24 100mg 3
diclofenac sodium TBEC 25mg, 50mg, 2
75mg
diflunisal TABS 500mg 3
ec-naproxen TBEC 375mg 2 QL (120 tabs / 30 days)
ec-naproxen TBEC 500mg 4 QL (90 tabs / 30 days)
etodolac CAPS 200mg, 300mg; TABS 3
400mg, 500mg; TB24 400mg, 500mg,
600mg
flurbiprofen TABS 100mg 3
ibu TABS 400mg, 600mg, 800mg 1 GC
ibuprofen SUSP 100mg/5ml 3
ibuprofen TABS 400mg, 600mg, 800mg 1 GC
meloxicam TABS 7.5mg, 15mg 1 GC
nabumetone TABS 500mg, 750mg 2
naproxen TABS 250mg, 375mg, 500mg 1 GC
naproxen TBEC 375mg 2 QL (120 tabs / 30 days)
naproxen TBEC 500mg 4 QL (90 tabs / 30 days)
naproxen sodium TABS 275mg, 550mg 3
piroxicam CAPS 10mg, 20mg 3
sulindac TABS 150mg, 200mg 2

OPIOID ANALGESICS, LONG-ACTING
fentanyl PT72 12mcg/hr, 25mcg/hr, 4 QL (10 patches / 30
37.5mcg/hr, 50mcg/hr, 62.5mcg/hr, days), PA
75mcg/hr, 87.5mcg/hr, 100mcg/hr
hydrocodone bitartrate T24A 20mg, 3 QL (30 tabs / 30 days),
30mg, 40mg, 60mg, 80mg, 100mg, PA
120mg
HYSINGLA ER T24A 20mg, 30mg, 40mg, 3 QL (30 tabs / 30 days),
60mg, 80mg, 100mg, 120mg PA

PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at 15

mail-order B/D - Covered under Medicare B or D LA - Limited Access ED - Excluded
Drug GC - We provide coverage of this prescription drug in the coverage gap. Please
refer to our Evidence of Coverage for more information about this coverage.



Drug Name

Drug Tier Requirements/Limits

methadone hc/ SOLN 5mg/5ml, 10mg/5ml 3 QL (450 mL / 30 days),
PA

methadone hcl TABS 5mg, 10mg 3 QL (90 tabs / 30 days),
PA

methadone hydrochloride i CONC 3 QL (90 mL / 30 days),

10mg/ml PA

morphine sulfate TBCR 15mg, 30mg, 3 QL (90 tabs / 30 days),

60mg, 100mg, 200mg PA

OPIOID ANALGESICS, SHORT-ACTING

acetaminophen w/ codeine soln 120-12 2 QL (2700 mL / 30 days)

mg/5ml

acetaminophen w/ codeine tab 300-15 mg 2 QL (400 tabs / 30 days)

acetaminophen w/ codeine tab 300-30 mg 2 QL (360 tabs / 30 days)

acetaminophen w/ codeine tab 300-60 mg 2 QL (180 tabs / 30 days)

butorphanol tartrate SOLN 1mg/ml, 4

2mg/ml

endocet tab 2.5-325mg 3 QL (360 tabs / 30 days)

endocet tab 5-325mg 3 QL (360 tabs / 30 days)

endocet tab 7.5-325mg 3 QL (240 tabs / 30 days)

endocet tab 10-325mg 3 QL (180 tabs / 30 days)

fentanyl citrate LPOP 200mcg 4 QL (120 lozenges / 30
days), PA

fentanyl citrate LPOP 400mcg, 600mcg, 5 QL (120 lozenges / 30

800mcg, 1200mcg, 1600mcg days), PA

hydrocodone-acetaminophen soln 7.5-325 4 QL (2700 mL / 30 days)

mg/15ml

hydrocodone-acetaminophen tab 5-325 mg 3 QL (240 tabs / 30 days)

hydrocodone-acetaminophen tab 7.5-325 3 QL (180 tabs / 30 days)

mg

hydrocodone-acetaminophen tab 10-325 3 QL (180 tabs / 30 days)

mg

hydrocodone-ibuprofen tab 7.5-200 mg 3 QL (150 tabs / 30 days)

hydromorphone hcl LIQD 1mg/ml 4 QL (600 mL / 30 days)

hydromorphone hcl TABS 2mg, 4mg, 8mg 3 QL (180 tabs / 30 days)

MORPHINE SULFATE SOLN 2mg/ml, 4 B/D

4mg/ml, 5mg/ml, 8mg/ml, 10mg/ml,

50mg/ml

morphine sulfate SOLN 4mg/ml, 8mg/ml, 4 B/D

10mg/ml

morphine sulfate SOLN 10mg/5ml, 3 QL (900 mL / 30 days)

20mg/5ml

morphine sulfate SOLN 20mg/ml 3 QL (180 mL / 30 days)

morphine sulfate TABS 15mg, 30mg 3 QL (180 tabs / 30 days)

PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at 16

mail-order B/D - Covered under Medicare B or D LA - Limited Access ED - Excluded
Drug GC - We provide coverage of this prescription drug in the coverage gap. Please
refer to our Evidence of Coverage for more information about this coverage.



Drug Name Drug Tier Requirements/Limits

MORPHINE SULFATE/SODIUM C SOLN 4 B/D
1mg/ml

nalbuphine hc/ SOLN 10mg/ml, 20mg/ml

oxycodone hcl CAPS 5mg QL (180 caps / 30 days)

oxycodone hc/ SOLN 5mg/5ml QL (900 mL / 30 days)

4
4

oxycodone hc/ CONC 100mg/5ml 4 QL (180 mL / 30 days)
4
3

oxycodone hcl TABS 5mg, 10mg, 15mg, QL (180 tabs / 30 days)

20mg, 30mg
oxycodone w/ acetaminophen tab 2.5-325 3 QL (360 tabs / 30 days)
mg
oxycodone w/ acetaminophen tab 5-325 3 QL (360 tabs / 30 days)
mg
oxycodone w/ acetaminophen tab 7.5-325 3 QL (240 tabs / 30 days)
mg
oxycodone w/ acetaminophen tab 10-325 3 QL (180 tabs / 30 days)
mg
tramadol hcl TABS 50mg 2 QL (240 tabs / 30 days)
tramadol-acetaminophen tab 37.5-325 mg 3 QL (240 tabs / 30 days)

ANESTHETICS

LOCAL ANESTHETICS

lidocaine hcl (local anesth.) SOLN .5%, 3 B/D
1%, 1.5%, 2%

ANTI-INFECTIVES

ANTI-INFECTIVES - MISCELLANEOUS

albendazole TABS 200mg 5 QL (672 tabs / year), PA
amikacin sulfate SOLN 1gm/4ml, 4
500mg/2ml
atovaquone SUSP 750mg/5ml 4
aztreonam SOLR 1gm, 2gm 4
CAYSTON SOLR 75mg 5 NM, LA, PA
clindamycin hcl CAPS 75mg, 150mg, 2
300mg
clindamycin palmitate hydrochloride SOLR 4
75mg/5ml
clindamycin phosphate SOLN 600mg/4ml, 3
900mg/6ml, 9000mg/60ml
clindamycin phosphate in d5w iv soln 300 4
mg/50m/
clindamycin phosphate in d5w iv soln 600 4
mg/50ml
clindamycin phosphate in d5w iv soln 900 4
mg/50m/
CLINDMYC/NAC INJ 300/50ML 4
CLINDMYC/NAC INJ 600/50ML 4

PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at 17

mail-order B/D - Covered under Medicare B or D LA - Limited Access ED - Excluded
Drug GC - We provide coverage of this prescription drug in the coverage gap. Please
refer to our Evidence of Coverage for more information about this coverage.



Drug Name Drug Tier Requirements/Limits
CLINDMYC/NAC INJ 900/50ML
colistimethate sodium SOLR 150mg
dapsone TABS 25mg, 100mg
DAPTOMYCIN SOLR 350mg
daptomycin SOLR 350mg, 500mg
EMVERM CHEW 100mg

ertapenem sodium SOLR 1gm
gentamicin in saline inj 0.8 mg/ml
gentamicin in saline inj 1 mg/ml|
gentamicin in saline inj 1.2 mg/ml|
gentamicin in saline inj 1.6 mg/ml
gentamicin in saline inj 2 mg/ml|
gentamicin sulfate SOLN 10mg/ml,
40mg/ml

imipenem-cilastatin intravenous for soln 4
250 mg

imipenem-cilastatin intravenous for soln 4
500 mg

ivermectin TABS 3mg 3 QL (12 tabs / 90 days),
PA

QL (12 tabs / year)

WWWlwlw|wlhinfnfL|W|(A|PA

linezolid SOLN 600mg/300ml

linezolid SUSR 100mg/5ml

linezolid TABS 600mg

LINEZOLID INJ 2MG/ML

meropenem SOLR 1gm, 500mg
methenamine hippurate TABS 1gm
metronidazole SOLN 500mg/100ml
metronidazole TABS 250mg, 500mg
neomycin sulfate TABS 500mg
nitazoxanide TABS 500mg
nitrofurantoin macrocrystal CAPS 50mg,
100mg

nitrofurantoin monohyd macro CAPS
100mg

paromomycin sulfate CAPS 250mg
pentamidine isethionate inh SOLR 300mg
pentamidine isethionate inj SOLR 300mg
praziquantel TABS 600mg

SIVEXTRO SOLR 200mg; TABS 200mg
streptomycin sulfate SOLR 1gm
sulfadiazine TABS 500mg
sulfamethoxazole-trimethoprim iv soln
400-80 mg/5ml

QL (1800 mL / 30 days)
QL (60 tabs / 30 days)

GC

QL (6 tabs / 30 days)

SHGITNIEICIENENENENTTINS
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PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at 18
mail-order B/D - Covered under Medicare B or D LA - Limited Access ED - Excluded

Drug GC - We provide coverage of this prescription drug in the coverage gap. Please

refer to our Evidence of Coverage for more information about this coverage.



Drug Name

Drug Tier Requirements/Limits

sulfamethoxazole-trimethoprim susp 200- 3

40 mg/5ml

sulfamethoxazole-trimethoprim tab 400-80 1 GC

mg

sulfamethoxazole-trimethoprim tab 800- 1 GC

160 mg

tinidazole TABS 250mg, 500mg 3

tobramycin NEBU 300mg/5ml 5 NM, PA

tobramycin sulfate SOLN 1.2gm/30ml, 3

10mg/ml, 40mg/ml, 80mg/2ml

trimethoprim TABS 100mg 3

vancomycin hcl CAPS 125mg 4 QL (80 caps / 180 days)

vancomycin hcl CAPS 250mg 4 QL (160 caps / 180
days)

vancomycin hcl SOLR 1gm, 5gm, 10gm, 4

500mg, 750mg

VANCOMYCIN INJ 1 GM 4

VANCOMYCIN INJ 500MG 4

VANCOMYCIN INJ 750MG 4

ANTIFUNGALS

ABELCET SUSP 5mg/ml 4 B/D

amphotericin b SOLR 50mg 4 B/D

amphotericin b liposome SUSR 50mg 5 B/D

caspofungin acetate SOLR 50mg, 70mg 4

fluconazole SUSR 10mg/ml, 40mg/ml; 3

TABS 50mg, 100mg, 200mg

fluconazole TABS 150mg 2

fluconazole in nacl 0.9% inj 200 mg/100m/ 3

fluconazole in nacl 0.9% inj 400 mg/200m/ 3

flucytosine CAPS 250mg, 500mg 5 PA

griseofulvin microsize SUSP 125mg/5ml; 4

TABS 500mg

griseofulvin ultramicrosize TABS 125mg, 4

250mg

itraconazole CAPS 100mg 4 PA

ketoconazole TABS 200mg 3 PA

micafungin sodium SOLR 50mg, 100mg 5

nystatin TABS 500000unit 3

posaconazole SUSP 40mg/ml 5 QL (630 mL / 30 days),
PA

posaconazole TBEC 100mg 5 QL (93 tabs / 30 days),
PA

terbinafine hcl TABS 250mg 1 GC, QL (90 tabs / year)

voriconazole SOLR 200mg 4 PA

PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at 19

mail-order B/D - Covered under Medicare B or D LA - Limited Access ED - Excluded
Drug GC - We provide coverage of this prescription drug in the coverage gap. Please
refer to our Evidence of Coverage for more information about this coverage.



Drug Name Drug Tier Requirements/Limits

voriconazole SUSR 40mg/ml 5 PA

voriconazole TABS 50mg 4 QL (480 tabs / 30 days),
PA

voriconazole TABS 200mg 4 QL (120 tabs / 30 days),
PA

ANTIMALARIALS
atovaquone-proguanil hcl tab 62.5-25 mg
atovaquone-proguanil hcl tab 250-100 mg
chloroquine phosphate TABS 250mg,
500mg
COARTEM TAB 20-120MG
mefloquine hcl TABS 250mg
primaquine phosphate TABS 26.3mg
PRIMAQUINE PHOSPHATE TABS 26.3mg
quinine sulfate CAPS 324mg

ANTIRETROVIRAL AGENTS
abacavir sulfate SOLN 20mg/ml
abacavir sulfate TABS 300mg
APTIVUS CAPS 250mg
atazanavir sulfate CAPS 150mg, 200mg,
300mg
darunavir TABS 600mg
darunavir TABS 800mg
EDURANT TABS 25mg
efavirenz CAPS 50mg, 200mg; TABS
600mg
emtricitabine CAPS 200mg
EMTRIVA SOLN 10mg/ml
etravirine TABS 100mg, 200mg
fosamprenavir calcium TABS 700mg
FUZEON SOLR 90mg
INTELENCE TABS 25mg
ISENTRESS CHEW 25mg
ISENTRESS CHEW 100mg; PACK 100mg;
TABS 400mg
ISENTRESS HD TABS 600mg
lamivudine SOLN 10mg/ml; TABS 150mg,
300mg
LEXIVA SUSP 50mg/ml
maraviroc TABS 150mg, 300mg
nevirapine SUSP 50mg/5ml; TB24 400mg
nevirapine TABS 200mg
NORVIR PACK 100mg

ENES
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QL (60 tabs / 30 days)
QL (30 tabs / 30 days)
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PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at 20
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Drug GC - We provide coverage of this prescription drug in the coverage gap. Please

refer to our Evidence of Coverage for more information about this coverage.



Drug Name Drug Tier Requirements/Limits
PIFELTRO TABS 100mg

PREZISTA SUSP 100mg/ml

PREZISTA TABS 75mg

PREZISTA TABS 150mg

REYATAZ PACK 50mg

ritonavir TABS 100mg

RUKOBIA TB12 600mg

SELZENTRY SOLN 20mg/ml; TABS 75mg
SELZENTRY TABS 25mg

SUNLENCA TBPK 300mg

tenofovir disoproxil fumarate TABS 300mg
TIVICAY TABS 10mg

TIVICAY TABS 25mg, 50mg

TIVICAY PD TBSO 5mg

TROGARZO SOLN 200mg/1.33ml

TYBOST TABS 150mg

VIRACEPT TABS 250mg, 625mg

VIREAD POWD 40mg/gm; TABS 150mg,
200mg, 250mg

zidovudine CAPS 100mg; SYRP 50mg/5ml
zidovudine TABS 300mg 3

ANTIRETROVIRAL COMBINATION AGENTS
abacavir sulfate-lamivudine tab 600-300
mg
BIKTARVY TAB 30-120-15 MG
BIKTARVY TAB 50-200-25 MG
CIMDUO TAB 300-300
COMPLERA TAB
DELSTRIGO TAB
DESCOVY TAB 120-15MG
DESCOVY TAB 200/25MG
DOVATO TAB 50-300MG
efavirenz-emtricitabine-tenofovir df tab
600-200-300 mg
efavirenz-lamivudine-tenofovir df tab 400- 5
300-300 mg
efavirenz-lamivudine-tenofovir df tab 600- 5
300-300 mg
emtricitabine-tenofovir disoproxil fumarate 5 QL (30 tabs / 30 days)
tab 100-150 mg
emtricitabine-tenofovir disoproxil fumarate 5 QL (30 tabs / 30 days)
tab 133-200 mg
emtricitabine-tenofovir disoproxil fumarate 5 QL (30 tabs / 30 days)
tab 167-250 mg

QL (400 mL / 30 days)
QL (480 tabs / 30 days)
QL (240 tabs / 30 days)

LA

LA
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PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at 21
mail-order B/D - Covered under Medicare B or D LA - Limited Access ED - Excluded

Drug GC - We provide coverage of this prescription drug in the coverage gap. Please

refer to our Evidence of Coverage for more information about this coverage.



Drug Name Drug Tier Requirements/Limits
emtricitabine-tenofovir disoproxil fumarate 4 QL (30 tabs / 30 days)
tab 200-300 mg

EVOTAZ TAB 300-150

GENVOYA TAB

JULUCA TAB 50-25MG
lamivudine-zidovudine tab 150-300 mg
lopinavir-ritonavir soln 400-100 mg/5m/
(80-20 mg/ml)

lopinavir-ritonavir tab 100-25 mg
lopinavir-ritonavir tab 200-50 mg
ODEFSEY TAB

PREZCOBIX TAB 800-150

STRIBILD TAB

SYMTUZA TAB

TRIUMEQ PD TAB

TRIUMEQ TAB

TRIZIVIR TAB

ANTITUBERCULAR AGENTS
cycloserine CAPS 250mg
ethambutol hcl TABS 100mg, 400mg
isoniazid SYRP 50mg/5ml
isoniazid TABS 100mg, 300mg
PRIFTIN TABS 150mg
pyrazinamide TABS 500mg
rifabutin CAPS 150mg
rifampin CAPS 150mg, 300mg
rifampin SOLR 600mg
SIRTURO TABS 20mg, 100mg
TRECATOR TABS 250mg

ANTIVIRALS
acyclovir CAPS 200mg; TABS 400mg,
800mg
acyclovir SUSP 200mg/5ml
acyclovir sodium SOLN 50mg/ml
adefovir dipivoxil TABS 10mg
BARACLUDE SOLN .05mg/ml
entecavir TABS .5mg, 1mg
EPCLUSA PAK 150-37.5
EPCLUSA PAK 200-50MG
EPCLUSA TAB 200-50MG
EPCLUSA TAB 400-100
famciclovir TABS 125mg, 250mg, 500mg
ganciclovir sodium SOLR 500mg

BN RO RO R

ufnnjnfnninnjufu|h~|b

GC

NM, LA, PA
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HARVONI PAK 33.75-150MG NM, PA

HARVONI PAK 45-200MG NM, PA

HARVONI TAB 45-200MG NM, PA

HARVONI TAB 90-400MG NM, PA

lamivudine (hbv) TABS 100mg

MAVYRET PAK 50-20MG

MAVYRET TAB 100-40MG

oseltamivir phosphate CAPS 30mg
oseltamivir phosphate CAPS 45mg, 75mg
oseltamivir phosphate SUSR 6mg/ml

PEGASYS SOLN 180mcg/ml; SOSY
180mcg/0.5ml
PREVYMIS TABS 240mg, 480mg

NM, PA

NM, PA

QL (168 caps / year)
QL (84 caps / year)
QL (1080 mL / year)
NM, PA

uwwlwumiu|hinjn|iun|u

6]

QL (28 tabs / 28 days),
PA

QL (6 inhalers / year)
NM

NM

RELENZA DISKHALER AEPB 5mg/blister
ribavirin (hepatitis c) CAPS 200mg
ribavirin (hepatitis c) TABS 200mg
rimantadine hydrochloride TABS 100mg
valacyclovir hcl TABS 1gm, 500mg
valganciclovir hc/ SOLR 50mg/ml
valganciclovir hcl TABS 450mg
VEMLIDY TABS 25mg

VOSEVI TAB

CEPHALOSPORINS
cefaclor CAPS 250mg, 500mg
cefaclor SUSR 250mg/5ml
CEFACLOR ER TB12 500mg
cefadroxil CAPS 500mg
cefadroxil SUSR 250mg/5ml, 500mg/5ml
CEFAZOLIN SOLR 2gm, 3gm
CEFAZOLIN INJ 1GM/50ML
cefazolin sodium SOLR 1gm, 2gm, 10gm,
500mg
CEFAZOLIN SOLN 2GM/100ML-4%
cefdinir CAPS 300mg
cefdinir SUSR 125mg/5ml, 250mg/5ml
cefepime hcl SOLR 1gm, 2gm
cefixime CAPS 400mg; SUSR 100mg/5ml,
200mg/5ml
cefoxitin sodium SOLR 1gm, 2gm, 10gm
cefpodoxime proxetil SUSR 50mg/5ml,
100mg/5ml
cefpodoxime proxetil TABS 100mg, 200mg 3

uunnfwnnw(h|lhlwWlw

NM, PA
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cefprozil SUSR 125mg/5ml, 250mg/5ml; 3

TABS 250mg, 500mg

ceftazidime SOLR 1gm, 2gm, 6gm 4

ceftriaxone sodium SOLR 1gm, 2gm,

10gm, 250mg, 500mg

cefuroxime axetil TABS 250mg, 500mg

cefuroxime sodium SOLR 1.5gm, 750mg

cephalexin CAPS 250mg, 500mg

cephalexin SUSR 125mg/5ml, 250mg/5ml

tazicef SOLR 1gm, 2gm, 6gm

TEFLARO SOLR 400mg, 600mg
ERYTHROMYCINS/MACROLIDES

azithromycin PACK 1gm; SOLR 500mg;

SUSR 100mg/5ml, 200mg/5ml

azithromycin TABS 250mg, 500mg, 1 GC

600mg

clarithromycin SUSR 125mg/5ml, 4

250mg/5ml; TB24 500mg

clarithromycin TABS 250mg, 500mg

DIFICID SUSR 40mg/ml; TABS 200mg

e.e.s. 400 TABS 400mg

ery-tab TBEC 250mg, 333mg, 500mg

ERYTHROCIN LACTOBIONATE SOLR

500mg

erythrocin stearate TABS 250mg

erythromycin base CPEP 250mg; TABS

250mg, 500mg; TBEC 250mg, 333mg,

500mg

erythromycin ethylsuccinate TABS 400mg

erythromycin lactobionate SOLR 500mg

FLUOROQUINOLONES
CIPRO SUSR 500mg/5ml
ciprofloxacin 200 mg/100ml in d5w
ciprofloxacin 400 mg/200ml in d5w
ciprofloxacin hcl TABS 250mg, 500mg,
750mg
levofloxacin SOLN 25mg/ml
levofloxacin TABS 250mg, 500mg, 750mg
levofloxacin in d5w iv soln 250 mg/50m/
levofloxacin in d5w iv soln 500 mg/100m|
levofloxacin in d5w iv soln 750 mg/150m|
moxifloxacin hcl TABS 400mg
moxifloxacin hcl 400 mg/250ml in sodium
chloride 0.8% inj

AN

GC
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PENICILLINS
amoxicillin CAPS 250mg, 500mg; SUSR 1 GC
125mg/5ml, 200mg/5ml, 250mg/5ml,
400mg/5ml; TABS 500mg, 875mg

amoxicillin CHEW 125mg, 250mg 2
amoxicillin & k clavulanate chew tab 200- 4
28.5 mg
amoxicillin & k clavulanate chew tab 400- 4
57 mg
amoxicillin & k clavulanate for susp 200- 3
28.5 mg/5ml
amoxicillin & k clavulanate for susp 250- 4
62.5 mg/5ml
amoxicillin & k clavulanate for susp 400-57 3
mg/5ml
amoxicillin & k clavulanate for susp 600- 3
42.9 mg/5ml
amoxicillin & k clavulanate tab 250-125 mg 3
amoxicillin & k clavulanate tab 500-125 mg 2
amoxicillin & k clavulanate tab 875-125 mg 2
amoxicillin & k clavulanate tab er 12hr 4
1000-62.5 mg
ampicillin CAPS 500mg 2
ampicillin & sulbactam sodium for inj 1.5 4
(1-0.5) gm
ampicillin & sulbactam sodium for inj 3 (2- 4
1) gm
ampicillin & sulbactam sodium for iv soln 4
1.5 (1-0.5) gm
ampicillin & sulbactam sodium for iv soln 3 4
(2-1) gm
ampicillin & sulbactam sodium for iv soln 4
15 (10-5) gm
ampicillin sodium SOLR 1gm, 2gm, 10gm, 4
125mg, 250mg, 500mg
BICILLIN L-A SUSY 600000unit/ml, 4
1200000unit/2ml, 2400000unit/4ml
dicloxacillin sodium CAPS 250mg, 500mg 3
nafcillin sodium SOLR 1gm, 2gm 4
nafcillin sodium SOLR 10gm 5
oxacillin sodium SOLR 1gm, 2gm, 10gm 4
PEN GK/DEXTR INJ 40000/ML 4
PEN GK/DEXTR INJ 60000/ML 4
penicillin g potassium SOLR 5000000unit, 4
20000000unit
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penicillin g sodium SOLR 5000000unit 4
penicillin v potassium SOLR 125mg/5ml, 2
250mg/5ml
penicillin v potassium TABS 250mg, 1 GC
500mg
pfizerpen SOLR 5000000unit, 4
20000000unit
piperacillin sod-tazobactam na for inj 3.375 4
gm (3-0.375 gm)
piperacillin sod-tazobactam sod for inj 2.25 4
gm (2-0.25 gm)
piperacillin sod-tazobactam sod for inj 4.5 4
gm (4-0.5 gm)
piperacillin sod-tazobactam sod for inj 13.5 4
gm (12-1.5 gm)
piperacillin sod-tazobactam sod for inj 40.5 4
gm (36-4.5 gm)
TETRACYCLINES

doxy 100 SOLR 100mg 4
doxycycline (monohydrate) CAPS 50mg, 2
100mg
doxycycline (monohydrate) SUSR 3
25mg/5ml; TABS 50mg, 75mg, 100mg
doxycycline hyclate CAPS 50mg, 100mg; 3
TABS 20mg, 100mg
doxycycline hyclate SOLR 100mg 4
minocycline hcl CAPS 50mg, 75mg, 3
100mg
NUZYRA SOLR 100mg; TABS 150mg 5 NM, LA
tetracycline hcl CAPS 250mg, 500mg 4 PA
tigecycline SOLR 50mg 5

ANTINEOPLASTIC AGENTS

ALKYLATING AGENTS

BENDEKA SOLN 100mg/4ml 5 B/D, NM, LA
carboplatin SOLN 50mg/5ml, 3 B/D
150mg/15ml, 450mg/45ml, 600mg/60ml
cisplatin SOLN 50mg/50ml, 100mg/100ml, 3 B/D
200mg/200ml
cyclophosphamide CAPS 25mg, 50mg 3 B/D
CYCLOPHOSPHAMIDE SOLN 1gm/5ml, 5 B/D
500mg/2.5ml, 500mg/ml
cyclophosphamide SOLR 1gm, 500mg 4 B/D
cyclophosphamide SOLR 2gm 5 B/D
CYCLOPHOSPHAMIDE TABS 25mg, 50mg 4 B/D

PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at 26

mail-order B/D - Covered under Medicare B or D LA - Limited Access ED - Excluded
Drug GC - We provide coverage of this prescription drug in the coverage gap. Please
refer to our Evidence of Coverage for more information about this coverage.



Drug Name

Drug Tier Requirements/Limits

CYCLOPHOSPHAMIDE MONOHYDR SOLN 5 B/D
2gm/10ml
GLEOSTINE CAPS 10mg, 40mg 4 NM
GLEOSTINE CAPS 100mg 5 NM
LEUKERAN TABS 2mg 5
oxaliplatin SOLN 50mg/10ml, 4 B/D
100mg/20ml, 200mg/40ml; SOLR 50mg
oxaliplatin SOLR 100mg 5 B/D
paraplatin SOLN 1000mg/100ml 3 B/D
ANTIBIOTICS
doxorubicin hcl SOLN 2mg/ml 4 B/D
doxorubicin hcl liposomal INJ 2mg/ml 5 B/D
ELLENCE SOLN 50mg/25ml, 200mg/100ml 4 B/D
ANTIMETABOLITES
azacitidine SUSR 100mg 5 B/D, NM
cytarabine SOLN 20mg/ml 3 B/D
fluorouracil SOLN 1gm/20ml, 2.5gm/50ml, 3 B/D
5gm/100ml, 500mg/10ml
gemcitabine hc/ SOLN 1gm/26.3ml, 4 B/D
2gm/52.6ml, 200mg/5.26ml; SOLR 1gm,
2gm, 200mg
INQOVI TAB 35-100MG 5 QL (5 tabs / 28 days),
NM, LA, PA
LONSURF TAB 15-6.14 5 QL (100 tabs / 28 days),
NM, LA, PA
LONSURF TAB 20-8.19 5 QL (80 tabs / 28 days),
NM, LA, PA
mercaptopurine TABS 50mg 3
methotrexate sodium SOLN 1gm/40ml, 3 B/D
50mg/2ml, 250mg/10ml; SOLR 1gm
ONUREG TABS 200mg, 300mg 5 QL (14 tabs / 28 days),
NM, LA, PA
pemetrexed disodium SOLR 100mg, 5 B/D
500mg, 750mg, 1000mg
PURIXAN SUSP 2000mg/100ml 5 NM, LA
TABLOID TABS 40mg 4
HORMONAL ANTINEOPLASTIC AGENTS
abiraterone acetate TABS 250mg 5 QL (120 tabs / 30 days),
NM, PA
abiraterone acetate TABS 500mg 5 QL (60 tabs / 30 days),
NM, PA
AKEEGA TAB 50/500MG 5 QL (60 tabs / 30 days),
NM, LA, PA
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AKEEGA TAB 100/500 5 QL (60 tabs / 30 days),
NM, LA, PA

anastrozole TABS 1mg 2

bicalutamide TABS 50mg 2

ELIGARD KIT 7.5mg, 22.5mg, 30mg, 4 NM, PA

45mg

EMCYT CAPS 140mg 5

ERLEADA TABS 60mg 5 QL (120 tabs / 30 days),
NM, LA, PA

ERLEADA TABS 240mg 5 QL (30 tabs / 30 days),
NM, LA, PA

EULEXIN CAPS 125mg 5

exemestane TABS 25mg 4

FIRMAGON SOLR 80mg 4 NM, PA

FIRMAGON SOLR 120mg/vial 5 NM, PA

fulvestrant SOSY 250mg/5ml 5 B/D

letrozole TABS 2.5mg 2

leuprolide acetate KIT 1mg/0.2ml 4 NM, PA

LUPRON DEPOT (1-MONTH) KIT 3.75mg 5 NM, PA

LUPRON DEPOT (3-MONTH) KIT 11.25mg 5 NM, PA

LYSODREN TABS 500mg 5 NM, LA

megestrol acetate TABS 20mg, 40mg 3

nilutamide TABS 150mg 5

NUBEQA TABS 300mg 5 QL (120 tabs / 30 days),
NM, LA, PA

ORGOVYX TABS 120mg 5 NM, LA, PA

ORSERDU TABS 86mg 5 QL (90 tabs / 30 days),
NM, LA, PA

ORSERDU TABS 345mg 5 QL (30 tabs / 30 days),
NM, LA, PA

SOLTAMOX SOLN 10mg/5ml 5

tamoxifen citrate TABS 10mg, 20mg 2

toremifene citrate TABS 60mg 4

XTANDI CAPS 40mg 5 QL (120 caps / 30
days), NM, LA, PA

XTANDI TABS 40mg 5 QL (120 tabs / 30 days),
NM, LA, PA

XTANDI TABS 80mg 5 QL (60 tabs / 30 days),
NM, LA, PA

IMMUNOMODULATORS

lenalidomide CAPS 2.5mg, 5mg, 10mg, 5 QL (28 caps / 28 days),

15mg NM, LA, PA

lenalidomide CAPS 20mg, 25mg 5 QL (21 caps / 28 days),
NM, LA, PA
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POMALYST CAPS 1mg, 2mg, 3mg, 4mg 5 QL (21 caps / 28 days),
NM, LA, PA

REVLIMID CAPS 2.5mg, 5mg, 10mg, 5 QL (28 caps / 28 days),

15mg NM, LA, PA

REVLIMID CAPS 20mg, 25mg 5 QL (21 caps / 28 days),
NM, LA, PA

THALOMID CAPS 50mg, 100mg 5 QL (28 caps / 28 days),
NM, LA, PA

THALOMID CAPS 150mg, 200mg 5 QL (56 caps / 28 days),
NM, LA, PA

MISCELLANEOUS

BESREMI SOSY 500mcg/ml 5 QL (2 syringes / 28
days), NM, LA, PA

bexarotene CAPS 75mg 5 QL (300 caps/ 30
days), NM, PA

hydroxyurea CAPS 500mg 2

irinotecan hc/ SOLN 40mg/2ml, 4 B/D

100mg/5ml, 300mg/15ml, 500mg/25ml

KISQALI 200 PAK FEMARA 5 QL (49 tabs / 28 days),
NM, PA

KISQALI 400 PAK FEMARA 5 QL (70 tabs / 28 days),
NM, PA

KISQALI 600 PAK FEMARA 5 QL (91 tabs / 28 days),
NM, PA

MATULANE CAPS 50mg 5 NM, LA

tretinoin (chemotherapy) CAPS 10mg 5

WELIREG TABS 40mg 5 QL (90 tabs / 30 days),
NM, LA, PA

MITOTIC INHIBITORS

docetaxel CONC 20mg/ml 4 B/D

docetaxel CONC 80mg/4ml, 160mg/8ml; 5 B/D

SOLN 20mg/2ml, 80mg/8ml, 160mg/16ml

DOCETAXEL CONC 80mg/4ml, 5 B/D

160mg/8ml; SOLN 20mg/2ml, 80mg/8ml,

160mg/16ml

etoposide SOLN 1gm/50ml, 100mg/5ml, 3 B/D

500mg/25ml

paclitaxel CONC émg/ml, 30mg/5ml, 4 B/D

150mg/25ml, 300mg/50ml

paclitaxel protein-bound particles for iv 5 B/D, NM

susp 100 mg

vincristine sulfate SOLN 1mg/ml 2 B/D

vinorelbine tartrate SOLN 10mg/ml, 4 B/D

50mg/5ml
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ALECENSA CAPS 150mg

QL (240 caps / 30
days), NM, LA, PA

ALUNBRIG TABS 30mg

QL (120 tabs / 30 days),
NM, LA, PA

ALUNBRIG TABS 90mg, 180mg

QL (30 tabs / 30 days),
NM, LA, PA

ALUNBRIG PAK

QL (30 tabs / 30 days),
NM, LA, PA

AUGTYRO CAPS 40mg

QL (240 caps / 30
days), NM, LA, PA

AYVAKIT TABS 25mg, 50mg, 100mg,
200mg, 300mg

QL (30 tabs / 30 days),
NM, LA, PA

BALVERSA TABS 3mg

QL (84 tabs / 28 days),
NM, LA, PA

BALVERSA TABS 4mg

QL (56 tabs / 28 days),
NM, LA, PA

BALVERSA TABS 5mg

QL (28 tabs / 28 days),
NM, LA, PA

BORTEZOMIB SOLR 1mg, 2.5mg, 3.5mg

NM, PA

bortezomib SOLR 3.5mg

NM, PA

BOSULIF TABS 100mg

QL (180 tabs / 30 days),
NM, PA

BOSULIF TABS 400mg, 500mg

QL (30 tabs / 30 days),
NM, PA

BRAFTOVI CAPS 75mg

QL (180 caps / 30
days), NM, LA, PA

BRUKINSA CAPS 80mg

QL (120 caps / 30
days), NM, LA, PA

CABOMETYX TABS 20mg, 40mg, 60mg

QL (30 tabs / 30 days),
NM, LA, PA

CALQUENCE CAPS 100mg

QL (60 caps / 30 days),
NM, LA, PA

CALQUENCE TABS 100mg

QL (60 tabs / 30 days),
NM, LA, PA

CAPRELSA TABS 100mg

QL (60 tabs / 30 days),
NM, LA, PA

CAPRELSA TABS 300mg

QL (30 tabs / 30 days),
NM, LA, PA

COMETRIQ (60MG DOSE) KIT 20mg

QL (84 caps / 28 days),
NM, LA, PA

COMETRIQ KIT 100MG

QL (56 caps / 28 days),
NM, LA, PA

COMETRIQ KIT 140MG

QL (112 caps / 28
days), NM, LA, PA
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COPIKTRA CAPS 15mg, 25mg 5 QL (56 caps / 28 days),
NM, LA, PA

COTELLIC TABS 20mg 5 QL (63 tabs / 28 days),
NM, LA, PA

DAURISMO TABS 25mg 5 QL (60 tabs / 30 days),
NM, LA, PA

DAURISMO TABS 100mg 5 QL (30 tabs / 30 days),
NM, LA, PA

ERIVEDGE CAPS 150mg 5 QL (30 caps / 30 days),
NM, LA, PA

erlotinib hcl TABS 25mg 5 QL (90 tabs / 30 days),
NM, PA

erlotinib hcl TABS 100mg, 150mg 5 QL (30 tabs / 30 days),
NM, PA

everolimus TABS 2.5mg, 5mg, 7.5mg, 5 QL (30 tabs / 30 days),

10mg NM, PA

everolimus TBSO 2mg 5 QL (150 tabs / 30 days),
NM, PA

everolimus TBSO 3mg 5 QL (90 tabs / 30 days),
NM, PA

everolimus TBSO 5mg 5 QL (60 tabs / 30 days),
NM, PA

EXKIVITY CAPS 40mg 5 QL (120 caps / 30
days), NM, LA, PA

FOTIVDA CAPS .89mg, 1.34mg 5 QL (21 caps / 28 days),
NM, LA, PA

FRUZAQLA CAPS 1mg 5 QL (84 caps / 28 days),
NM, LA, PA

FRUZAQLA CAPS S5mg 5 QL (21 caps / 28 days),
NM, LA, PA

GAVRETO CAPS 100mg 5 QL (120 caps / 30
days), NM, LA, PA

gefitinib TABS 250mg 5 QL (30 tabs / 30 days),
NM, PA

GILOTRIF TABS 20mg, 30mg, 40mg 5 QL (30 tabs / 30 days),
NM, LA, PA

HERCEP HYLEC SOL 60-10000 5 NM, LA, PA

HERCEPTIN SOLR 150mg 5 NM, LA, PA

HERZUMA SOLR 150mg, 420mg 5 NM, PA

IBRANCE CAPS 75mg, 100mg, 125mg 5 QL (21 caps / 28 days),
NM, LA, PA

IBRANCE TABS 75mg, 100mg, 125mg 5 QL (21 tabs / 28 days),
NM, LA, PA

ICLUSIG TABS 10mg, 15mg, 30mg, 45mg 5 QL (30 tabs / 30 days),
NM, LA, PA
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IDHIFA TABS 50mg, 100mg 5 QL (30 tabs / 30 days),
NM, LA, PA

imatinib mesylate TABS 100mg 5 QL (90 tabs / 30 days),
NM, PA

imatinib mesylate TABS 400mg 5 QL (60 tabs / 30 days),
NM, PA

IMBRUVICA CAPS 70mg 5 QL (30 caps / 30 days),
NM, LA, PA

IMBRUVICA CAPS 140mg 5 QL (120 caps / 30
days), NM, LA, PA

IMBRUVICA SUSP 70mg/ml 5 QL (216 mL / 27 days),
NM, LA, PA

IMBRUVICA TABS 140mg, 280mg, 420mg 5 QL (30 tabs / 30 days),
NM, LA, PA

INLYTA TABS 1mg 5 QL (180 tabs / 30 days),
NM, LA, PA

INLYTA TABS 5mg 5 QL (120 tabs / 30 days),
NM, LA, PA

INREBIC CAPS 100mg 5 QL (120 caps / 30
days), NM, LA, PA

JAKAFI TABS 5mg, 10mg, 15mg, 20mg, 5 QL (60 tabs / 30 days),

25mg NM, LA, PA

JAYPIRCA TABS 50mg 5 QL (30 tabs / 30 days),
NM, LA, PA

JAYPIRCA TABS 100mg 5 QL (60 tabs / 30 days),
NM, LA, PA

KADCYLA SOLR 100mg, 160mg 5 B/D, NM, LA

KANJINTI SOLR 150mg, 420mg 5 NM, LA, PA

KEYTRUDA SOLN 100mg/4ml 5 NM, LA, PA

KISQALI 200 DOSE TBPK 200mg 5 QL (21 tabs / 28 days),
NM, PA

KISQALI 400 DOSE TBPK 200mg 5 QL (42 tabs / 28 days),
NM, PA

KISQALI 600 DOSE TBPK 200mg 5 QL (63 tabs / 28 days),
NM, PA

KOSELUGO CAPS 10mg 5 QL (240 caps / 30
days), NM, LA, PA

KOSELUGO CAPS 25mg 5 QL (120 caps / 30
days), NM, LA, PA

KRAZATI TABS 200mg 5 QL (180 tabs / 30 days),
NM, LA, PA

lapatinib ditosylate TABS 250mg 5 QL (180 tabs / 30 days),
NM, PA

LENVIMA 4 MG DAILY DOSE CPPK 4mg 5 QL (30 caps / 30 days),
NM, LA, PA

PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at 32

mail-order B/D - Covered under Medicare B or D LA - Limited Access ED - Excluded
Drug GC - We provide coverage of this prescription drug in the coverage gap. Please
refer to our Evidence of Coverage for more information about this coverage.



Drug Name

Drug Tier Requirements/Limits

LENVIMA 8 MG DAILY DOSE CPPK 4mg 5 QL (60 caps / 30 days),
NM, LA, PA

LENVIMA 10 MG DAILY DOSE CPPK 10mg 5 QL (30 caps / 30 days),
NM, LA, PA

LENVIMA 12MG DAILY DOSE CPPK 4mg 5 QL (90 caps / 30 days),
NM, LA, PA

LENVIMA 20 MG DAILY DOSE CPPK 10mg 5 QL (60 caps / 30 days),
NM, LA, PA

LENVIMA CAP 14 MG 5 QL (60 caps / 30 days),
NM, LA, PA

LENVIMA CAP 18 MG 5 QL (90 caps / 30 days),
NM, LA, PA

LENVIMA CAP 24 MG 5 QL (90 caps / 30 days),
NM, LA, PA

LORBRENA TABS 25mg 5 QL (90 tabs / 30 days),
NM, LA, PA

LORBRENA TABS 100mg 5 QL (30 tabs / 30 days),
NM, LA, PA

LUMAKRAS TABS 120mg 5 QL (240 tabs / 30 days),
NM, LA, PA

LUMAKRAS TABS 320mg 5 QL (90 tabs / 30 days),
NM, LA, PA

LYNPARZA TABS 100mg, 150mg 5 QL (120 tabs / 30 days),
NM, LA, PA

LYTGOBI (12 MG DAILY DOSE) TBPK 4mg 5 QL (84 tabs / 28 days),
NM, LA, PA

LYTGOBI (16 MG DAILY DOSE) TBPK 4mg 5 QL (112 tabs / 28 days),
NM, LA, PA

LYTGOBI (20 MG DAILY DOSE) TBPK 4mg 5 QL (140 tabs / 28 days),
NM, LA, PA

MEKINIST SOLR .05mg/ml 5 QL (1260 mL / 30 days),
NM, LA, PA

MEKINIST TABS 2mg 5 QL (30 tabs / 30 days),
NM, LA, PA

MEKINIST TABS .5mg 5 QL (90 tabs / 30 days),
NM, LA, PA

MEKTOVI TABS 15mg 5 QL (180 tabs / 30 days),
NM, LA, PA

MONJUVI SOLR 200mg 5 NM, LA, PA

NERLYNX TABS 40mg 5 QL (180 tabs / 30 days),
NM, LA, PA

NEXAVAR TABS 200mg 5 QL (120 tabs / 30 days),
NM, LA, PA

NINLARO CAPS 2.3mg, 3mg, 4mg 5 QL (3 caps / 28 days),
NM, PA
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ODOMZzZO CAPS 200mg 5 QL (30 caps / 30 days),
NM, LA, PA

OGIVRI SOLR 150mg 5 NM, LA, PA

OGIVRI INJ 420MG 5 NM, LA, PA

OGSIVEO TABS 50mg 5 QL (180 tabs / 30 days),
NM, LA, PA

0OJJAARA TABS 100mg, 150mg, 200mg 5 QL (30 tabs / 30 days),
NM, LA, PA

ONTRUZANT SOLR 150mg, 420mg 5 NM, LA, PA

pazopanib hcl TABS 200mg 5 QL (120 tabs / 30 days),
NM, PA

PEMAZYRE TABS 4.5mg, 9mg, 13.5mg 5 QL (28 tabs / 28 days),
NM, LA, PA

PHESGO SOL 5 NM, LA, PA

PIQRAY 200MG DAILY DOSE TBPK 200mg 5 QL (28 tabs / 28 days),
NM, PA

PIQRAY 250MG TAB DOSE 5 QL (56 tabs / 28 days),
NM, PA

PIQRAY 300MG DAILY DOSE TBPK 150mg 5 QL (56 tabs / 28 days),
NM, PA

QINLOCK TABS 50mg 5 QL (90 tabs / 30 days),
NM, LA, PA

RETEVMO CAPS 40mg 5 QL (180 caps/ 30
days), NM, LA, PA

RETEVMO CAPS 80mg 5 QL (120 caps / 30
days), NM, LA, PA

REZLIDHIA CAPS 150mg 5 QL (60 caps / 30 days),
NM, LA, PA

ROZLYTREK CAPS 100mg 5 QL (150 caps / 30
days), NM, LA, PA

ROZLYTREK CAPS 200mg 5 QL (90 caps / 30 days),
NM, LA, PA

ROZLYTREK PACK 50mg 5 QL (336 packets / 28
days), NM, LA, PA

RUBRACA TABS 200mg, 250mg, 300mg 5 QL (120 tabs / 30 days),
NM, LA, PA

RYDAPT CAPS 25mg 5 QL (224 caps / 28
days), NM, PA

SCEMBLIX TABS 20mg 5 QL (60 tabs / 30 days),
NM, PA

SCEMBLIX TABS 40mg 5 QL (300 tabs / 30 days),
NM, PA

sorafenib tosylate TABS 200mg 5 QL (120 tabs / 30 days),
NM, PA
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SPRYCEL TABS 20mg 5 QL (90 tabs / 30 days),
NM, PA

SPRYCEL TABS 50mg, 70mg, 80mg, 5 QL (30 tabs / 30 days),

100mg, 140mg NM, PA

STIVARGA TABS 40mg 5 QL (84 tabs / 28 days),
NM, LA, PA

sunitinib malate CAPS 12.5mg, 25mg, 5 QL (30 caps / 30 days),

37.5mg, 50mg NM, PA

TABRECTA TABS 150mg, 200mg 5 QL (112 tabs / 28 days),
NM, PA

TAFINLAR CAPS 50mg, 75mg 5 QL (120 caps / 30
days), NM, LA, PA

TAFINLAR TBSO 10mg 5 QL (900 tabs / 30 days),
NM, LA, PA

TAGRISSO TABS 40mg, 80mg 5 QL (30 tabs / 30 days),
NM, LA, PA

TALZENNA CAPS .1mg, .35mg, .5mg, 5 QL (30 caps / 30 days),

.75mg, 1mg NM, LA, PA

TALZENNA CAPS .25mg 5 QL (90 caps / 30 days),
NM, LA, PA

TASIGNA CAPS 50mg 5 QL (120 caps/ 30
days), NM, PA

TASIGNA CAPS 150mg, 200mg 5 QL (112 caps / 28
days), NM, PA

TAZVERIK TABS 200mg 5 QL (240 tabs / 30 days),
NM, LA, PA

TECENTRIQ SOLN 840mg/14ml, 5 NM, LA, PA

1200mg/20ml

TEPMETKO TABS 225mg 5 QL (60 tabs / 30 days),
NM, LA, PA

TIBSOVO TABS 250mg 5 QL (60 tabs / 30 days),
NM, LA, PA

TRAZIMERA SOLR 150mg, 420mg 5 NM, PA

TRUQAP TABS 160mg, 200mg 5 QL (64 tabs / 28 days),
NM, LA, PA

TRUXIMA SOLN 100mg/10ml, 5 NM, PA

500mg/50ml

TUKYSA TABS 50mg, 150mg 5 QL (120 tabs / 30 days),
NM, LA, PA

TURALIO CAPS 125mg 5 QL (120 caps / 30
days), NM, LA, PA

VANFLYTA TABS 17.7mg, 26.5mg 5 QL (56 tabs / 28 days),
NM, LA, PA

VENCLEXTA TABS 10mg 4 QL (112 tabs / 28 days),
NM, LA, PA
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VENCLEXTA TABS 50mg 5 QL (112 tabs / 28 days),
NM, LA, PA

VENCLEXTA TABS 100mg 5 QL (180 tabs / 30 days),
NM, LA, PA

VENCLEXTA TAB START PK 5 QL (42 tabs / 28 days),
NM, LA, PA

VERZENIO TABS 50mg, 100mg, 150mg, 5 QL (56 tabs / 28 days),

200mg NM, LA, PA

VITRAKVI CAPS 25mg 5 QL (180 caps / 30
days), NM, LA, PA

VITRAKVI CAPS 100mg 5 QL (60 caps / 30 days),
NM, LA, PA

VITRAKVI SOLN 20mg/ml 5 QL (300 mL / 30 days),
NM, LA, PA

VIZIMPRO TABS 15mg, 30mg, 45mg 5 QL (30 tabs / 30 days),
NM, LA, PA

VONJO CAPS 100mg 5 QL (120 caps/ 30
days), NM, LA, PA

VOTRIENT TABS 200mg 5 QL (120 tabs / 30 days),
NM, LA, PA

XALKORI CAPS 200mg, 250mg; CPSP 5 QL (120 caps/ 30

50mg days), NM, LA, PA

XALKORI CPSP 20mg 5 QL (240 caps / 30
days), NM, LA, PA

XALKORI CPSP 150mg 5 QL (180 caps/ 30
days), NM, LA, PA

XOSPATA TABS 40mg 5 QL (90 tabs / 30 days),
NM, LA, PA

XPOVIO 40 MG ONCE WEEKLY TBPK 40mg 5 QL (4 tabs / 28 days),
NM, LA, PA

XPOVIO 40 MG TWICE WEEKLY TBPK 5 QL (8 tabs / 28 days),

40mg NM, LA, PA

XPOVIO 60 MG ONCE WEEKLY TBPK 60mg 5 QL (4 tabs / 28 days),
NM, LA, PA

XPOVIO 60 MG TWICE WEEKLY TBPK 5 QL (24 tabs / 28 days),

20mg NM, LA, PA

XPOVIO 80 MG ONCE WEEKLY TBPK 40mg 5 QL (8 tabs / 28 days),
NM, LA, PA

XPOVIO 80 MG TWICE WEEKLY TBPK 5 QL (32 tabs / 28 days),

20mg NM, LA, PA

XPOVIO 100 MG ONCE WEEKLY TBPK 5 QL (8 tabs / 28 days),

50mg NM, LA, PA

ZEJULA CAPS 100mg 5 QL (90 caps / 30 days),
NM, LA, PA
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mg

ZEJULA TABS 100mg, 200mg, 300mg 5 QL (30 tabs / 30 days),
NM, LA, PA

ZELBORAF TABS 240mg 5 QL (240 tabs / 30 days),
NM, LA, PA

ZIRABEV SOLN 100mg/4ml, 400mg/16ml 5 NM, LA, PA

ZOLINZA CAPS 100mg 5 QL (120 caps/ 30
days), NM, PA

ZYDELIG TABS 100mg, 150mg 5 QL (60 tabs / 30 days),
NM, LA, PA

ZYKADIA TABS 150mg 5 QL (84 tabs / 28 days),
NM, LA, PA

PROTECTIVE AGENTS

leucovorin calcium SOLN 500mg/50ml; 4 B/D

SOLR 50mg, 100mg, 200mg, 350mg,

500mg

leucovorin calcium TABS 5mg, 10mg, 3

15mg, 25mg

MESNEX TABS 400mg 5

CARDIOVASCULAR
ACE INHIBITOR COMBINATIONS

amlodipine besylate-benazepril hcl cap 2.5- 1 GC, QL (30 caps/ 30

10 mg days)

amlodipine besylate-benazepril hcl cap 5- 1 GC, QL (30 caps/ 30

10 mg days)

amlodipine besylate-benazepril hcl cap 5- 1 GC, QL (30 caps/ 30

20 mg days)

amlodipine besylate-benazepril hcl cap 5- 1 GC, QL (30 caps/ 30

40 mg days)

amlodipine besylate-benazepril hcl cap 10- 1 GC, QL (30 caps / 30

20 mg days)

amlodipine besylate-benazepril hcl cap 10- 1 GC, QL (30 caps/ 30

40 mg days)

benazepril & hydrochlorothiazide tab 5- 1 GC

6.25mg

benazepril & hydrochlorothiazide tab 10- 1 GC

12.5 mg

benazepril & hydrochlorothiazide tab 20- 1 GC

12.5 mg

benazepril & hydrochlorothiazide tab 20-25 1 GC

mg

captopril & hydrochlorothiazide tab 25-15 1 GC

mg

captopril & hydrochlorothiazide tab 25-25 1 GC
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captopril & hydrochlorothiazide tab 50-15 1 GC
mg
captopril & hydrochlorothiazide tab 50-25 1 GC
mg
enalapril maleate & hydrochlorothiazide tab 1 GC
5-12.5 mg
enalapril maleate & hydrochlorothiazide tab 1 GC
10-25 mg
fosinopril sodium & hydrochlorothiazide tab 1 GC
10-12.5 mg
fosinopril sodium & hydrochlorothiazide tab 1 GC
20-12.5 mg
lisinopril & hydrochlorothiazide tab 10-12.5 1 GC
mg
lisinopril & hydrochlorothiazide tab 20-12.5 1 GC
mg
lisinopril & hydrochlorothiazide tab 20-25 1 GC
mg
ACE INHIBITORS
benazepril hcl TABS 5mg, 10mg, 20mg, 1 GC
40mg
captopril TABS 12.5mg, 25mg, 50mg, 1 GC
100mg
enalapril maleate TABS 2.5mg, 5mg, 1 GC
10mg, 20mg
fosinopril sodium TABS 10mg, 20mg, 1 GC
40mg
lisinopril TABS 2.5mg, 5mg, 10mg, 20mg, 1 GC
30mg, 40mg
moexipril hcl TABS 7.5mg, 15mg 1 GC
perindopril erbumine TABS 2mg, 4mg, 1 GC
8mg
quinapril hcl TABS 5mg, 10mg, 20mg, 1 GC
40mg
ramipril CAPS 1.25mg, 2.5mg, 5mg, 10mg 1 GC
trandolapril TABS 1mg, 2mg, 4mg 1 GC
ALDOSTERONE RECEPTOR ANTAGONISTS
eplerenone TABS 25mg, 50mg 3
KERENDIA TABS 10mg, 20mg 3 QL (30 tabs / 30 days)
spironolactone TABS 25mg, 50mg, 100mg 1 GC
ALPHA BLOCKERS
doxazosin mesylate TABS 1mg, 2mg, 2
4mg, 8mg
prazosin hcl CAPS 1mg, 2mg, 5mg 3
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terazosin hcl CAPS 1mg, 2mg, 5mg, 10mg

1

GC

ANGIOTENSIN II RECEPTOR ANTAGONIST COMBINATIONS

amlodipine besylate-olmesartan medoxomil 1 GC, QL (30 tabs / 30
tab 5-20 mg days)
amlodipine besylate-olmesartan medoxomil 1 GC, QL (30 tabs / 30
tab 5-40 mg days)
amlodipine besylate-olmesartan medoxomil 1 GC, QL (30 tabs / 30
tab 10-20 mg days)
amlodipine besylate-olmesartan medoxomil 1 GC, QL (30 tabs / 30
tab 10-40 mg days)
amlodipine besylate-valsartan tab 5-160 1 GC, QL (30 tabs / 30
mg days)
amlodipine besylate-valsartan tab 5-320 1 GC, QL (30 tabs / 30
mg days)
amlodipine besylate-valsartan tab 10-160 1 GC, QL (30 tabs / 30
mg days)
amlodipine besylate-valsartan tab 10-320 1 GC, QL (30 tabs / 30
mg days)
ENTRESTO TAB 24-26MG 3 QL (60 tabs / 30 days)
ENTRESTO TAB 49-51MG 3 QL (60 tabs / 30 days)
ENTRESTO TAB 97-103MG 3 QL (60 tabs / 30 days)
irbesartan-hydrochlorothiazide tab 150- 1 GC, QL (60 tabs / 30
12.5 mg days)
irbesartan-hydrochlorothiazide tab 300- 1 GC, QL (30 tabs / 30
12.5 mg days)
losartan potassium & hydrochlorothiazide 1 GC
tab 50-12.5 mg
losartan potassium & hydrochlorothiazide 1 GC
tab 100-12.5 mg
losartan potassium & hydrochlorothiazide 1 GC
tab 100-25 mg
olmesartan medoxomil-hydrochlorothiazide 1 GC, QL (30 tabs / 30
tab 20-12.5 mg days)
olmesartan medoxomil-hydrochlorothiazide 1 GC, QL (30 tabs / 30
tab 40-12.5 mg days)
olmesartan medoxomil-hydrochlorothiazide 1 GC, QL (30 tabs / 30
tab 40-25 mg days)
olmesartan-amlodipine-hydrochlorothiazide 1 GC, QL (30 tabs / 30
tab 20-5-12.5 mg days)
olmesartan-amlodipine-hydrochlorothiazide 1 GC, QL (30 tabs / 30
tab 40-5-12.5 mg days)
olmesartan-amlodipine-hydrochlorothiazide 1 GC, QL (30 tabs / 30
tab 40-5-25 mg days)
olmesartan-amlodipine-hydrochlorothiazide 1 GC, QL (30 tabs / 30
tab 40-10-12.5 mg days)
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olmesartan-amlodipine-hydrochlorothiazide 1 GC, QL (30 tabs / 30
tab 40-10-25 mg days)
valsartan-hydrochlorothiazide tab 80-12.5 1 GC, QL (30 tabs / 30
mg days)
valsartan-hydrochlorothiazide tab 160-12.5 1 GC, QL (30 tabs / 30
mg days)
valsartan-hydrochlorothiazide tab 160-25 1 GC, QL (30 tabs / 30
mg days)
valsartan-hydrochlorothiazide tab 320-12.5 1 GC, QL (30 tabs / 30
mg days)
valsartan-hydrochlorothiazide tab 320-25 1 GC, QL (30 tabs / 30

mg

days)

ANGIOTENSIN II RECEPTOR ANTAGONISTS

candesartan cilexetil TABS 4mg, 8mg, 1 GC, QL (60 tabs / 30

16mg days)

candesartan cilexetil TABS 32mg 1 GC, QL (30 tabs / 30
days)

irbesartan TABS 75mg, 150mg, 300mg 1 GC, QL (30 tabs / 30
days)

losartan potassium TABS 25mg, 50mg, 1 GC

100mg

olmesartan medoxomil TABS 5mg 1 GC, QL (60 tabs / 30
days)

olmesartan medoxomil TABS 20mg, 40mg 1 GC, QL (30 tabs / 30
days)

telmisartan TABS 20mg, 40mg, 80mg 1 GC, QL (30 tabs / 30
days)

valsartan TABS 40mg, 80mg, 160mg 1 GC, QL (60 tabs / 30
days)

valsartan TABS 320mg 1 GC, QL (30 tabs / 30
days)

ANTIARRHYTHMICS

amiodarone hcl SOLN 50mg/ml, 4

900mg/18ml; TABS 100mg, 400mg

amiodarone hcl TABS 200mg 1 GC

disopyramide phosphate CAPS 100mg, 4

150mg

dofetilide CAPS 125mcg, 250mcg, 500mcg 4

flecainide acetate TABS 50mg, 100mg, 3

150mg

MULTAQ TABS 400mg 4

NORPACE CR CP12 100mg, 150mg 4

pacerone TABS 100mg, 400mg 4

pacerone TABS 200mg 1 GC
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propafenone hcl CP12 225mg, 325mg, 4
425mg
propafenone hcl TABS 150mg, 225mg, 3
300mg
quinidine sulfate TABS 200mg, 300mg 3
sorine TABS 80mg, 120mg, 160mg, 2
240mg
sotalol hc/ TABS 80mg, 120mg, 160mg, 2
240mg
sotalol hcl (afib/afl) TABS 80mg, 120mg, 3
160mg
ANTILIPEMICS, FIBRATES
fenofibrate TABS 48mg, 54mg, 145mg, 2
160mg
fenofibrate micronized CAPS 67mg, 3
134mg, 200mg
gemfibrozil TABS 600mg 1 GC
ANTILIPEMICS, HMG-CoA REDUCTASE INHIBITORS
atorvastatin calcium TABS 10mg, 20mg, 1 GC, QL (30 tabs / 30
40mg, 80mg days)
lovastatin TABS 10mg, 20mg, 40mg 1 GC, QL (60 tabs / 30
days)
pravastatin sodium TABS 10mg, 20mg, 1 GC, QL (30 tabs / 30
40mg, 80mg days)
rosuvastatin calcium TABS 5mg, 10mg, 1 GC, QL (30 tabs / 30
20mg, 40mg days)
simvastatin TABS 5mg, 10mg, 20mg, 1 GC, QL (30 tabs / 30
40mg, 80mg days)
ANTILIPEMICS, MISCELLANEOUS
cholestyramine PACK 4gm; POWD 3
4gm/dose
cholestyramine light PACK 4gm; POWD 3
4gm/dose
colesevelam hcl PACK 3.75gm; TABS 4
625mg
colestipol hcl GRAN 5gm; PACK 5gm 4
colestipol hc/ TABS 1gm 3
ezetimibe TABS 10mg 3
ezetimibe-simvastatin tab 10-10 mg 1 GC, QL (30 tabs / 30
days)
ezetimibe-simvastatin tab 10-20 mg 1 GC, QL (30 tabs / 30
days)
ezetimibe-simvastatin tab 10-40 mg 1 GC, QL (30 tabs / 30
days)
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ezetimibe-simvastatin tab 10-80 mg 1 GC, QL (30 tabs / 30
days)
niacin (antihyperlipidemic) TBCR 500mg, 3 QL (60 tabs / 30 days)

750mg, 1000mg

omega-3-acid ethyl esters cap 1 gm 3 PA
prevalite PACK 4gm; POWD 4gm/dose 3
REPATHA SOSY 140mg/ml 3 NM, PA
REPATHA PUSHTRONEX SYSTEM SOCT 3 NM, PA
420mg/3.5ml
REPATHA SURECLICK SOAJ 140mg/ml 3 NM, PA
VASCEPA CAPS .5gm, 1gm 3

BETA-BLOCKER/DIURETIC COMBINATIONS
atenolol & chlorthalidone tab 50-25 mg 2
atenolol & chlorthalidone tab 100-25 mg 2
bisoprolol & hydrochlorothiazide tab 2.5- 2
6.25 mg
bisoprolol & hydrochlorothiazide tab 5-6.25 2
mg
bisoprolol & hydrochlorothiazide tab 10- 2
6.25 mg
metoprolol & hydrochlorothiazide tab 50- 3
25 mg
metoprolol & hydrochlorothiazide tab 100- 3
25 mg
metoprolol & hydrochlorothiazide tab 100- 3
50 mg

BETA-BLOCKERS
acebutolol hcl CAPS 200mg, 400mg 3
atenolo/ TABS 25mg, 50mg, 100mg 1 GC
bisoprolol fumarate TABS 5mg, 10mg 2
carvedilol TABS 3.125mg, 6.25mg, 1 GC
12.5mg, 25mg
labetalol hc/ TABS 100mg, 200mg, 300mg 3
metoprolol succinate TB24 25mg, 50mg, 2
100mg, 200mg
metoprolol tartrate SOLN 5mg/5ml 4
metoprolol tartrate TABS 25mg, 50mg, 1 GC
100mg
nadolol TABS 20mg, 40mg, 80mg 3
nebivolol hcl TABS 2.5mg, 5mg, 10mg 3 QL (30 tabs / 30 days)
nebivolol hcl TABS 20mg 3 QL (60 tabs / 30 days)
pindolo/l TABS 5mg, 10mg 3

PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at 42

mail-order B/D - Covered under Medicare B or D LA - Limited Access ED - Excluded
Drug GC - We provide coverage of this prescription drug in the coverage gap. Please
refer to our Evidence of Coverage for more information about this coverage.



Drug Name Drug Tier Requirements/Limits

propranolol hc/ CP24 60mg, 80mg, 3
120mg, 160mg; SOLN 20mg/5ml,
40mg/5ml
propranolol hc/ TABS 10mg, 20mg, 40mg, 2
60mg, 80mg
timolol maleate TABS 5mg, 10mg, 20mg 3

CALCIUM CHANNEL BLOCKERS
amlodipine besylate TABS 2.5mg, 5mg, 1 GC
10mg
cartia xt CP24 120mg, 180mg, 240mg, 2
300mg
dilt-xr CP24 120mg, 180mg, 240mg 3
diltiazem hcl CP12 60mg, 90mg, 120mg 4
diltiazem hcl SOLN 25mg/5ml, 3
50mg/10ml, 125mg/25ml
diltiazem hcl TABS 30mg, 60mg, 90mg, 2
120mg
diltiazem hcl coated beads CP24 120mg, 2
180mg, 240mg, 300mg
diltiazem hcl coated beads CP24 360mg 4
diltiazem hcl extended release beads CP24 2
120mg, 180mg, 240mg, 300mg, 360mg,
420mg
felodipine TB24 2.5mg, 5mg, 10mg 2
nicardipine hcl CAPS 20mg, 30mg 4
nifedipine TB24 30mg, 60mg, 90mg 3
nimodipine CAPS 30mg 4
NYMALIZE SOLN 6émg/ml 5
taztia xt CP24 120mg, 180mg, 240mg, 2
300mg, 360mg
tiadylt er CP24 120mg, 180mg, 240mg, 2
300mg, 360mg, 420mg
verapamil hc/ CP24 100mg, 200mg, 4
300mg, 360mg; SOLN 2.5mg/ml
verapamil hc/ CP24 120mg, 180mg, 3
240mg
verapamil hcl TABS 40mg, 80mg, 120mg 1 GC
verapamil hc/ TBCR 120mg, 180mg, 2
240mg

DIURETICS
acetazolamide CP12 500mg 4
acetazolamide TABS 125mg, 250mg 3
amiloride & hydrochlorothiazide tab 5-50 2
mg

PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at 43

mail-order B/D - Covered under Medicare B or D LA - Limited Access ED - Excluded
Drug GC - We provide coverage of this prescription drug in the coverage gap. Please
refer to our Evidence of Coverage for more information about this coverage.



Drug Name Drug Tier Requirements/Limits

amiloride hcl TABS 5mg 2

bumetanide SOLN .25mg/ml; TABS .5mg, 3

1mg, 2mg

chlorthalidone TABS 25mg, 50mg 2

furosemide SOLN 10mg/ml, 40mg/5ml 2

furosemide TABS 20mg, 40mg, 80mg 1 GC

furosemide inj SOLN 10mg/ml 3

hydrochlorothiazide CAPS 12.5mg; TABS 1 GC

12.5mg, 25mg, 50mg

indapamide TABS 1.25mg, 2.5mg 1 GC

methazolamide TABS 25mg, 50mg 4

metolazone TABS 2.5mg, 5mg, 10mg 3

spironolactone & hydrochlorothiazide tab 3

25-25 mg

torsemide TABS 5mg, 10mg, 20mg, 2

100mg

triamterene & hydrochlorothiazide cap 1 GC

37.5-25 mg

triamterene & hydrochlorothiazide tab 1 GC

37.5-25 mg

triamterene & hydrochlorothiazide tab 75- 1 GC

50 mg

MISCELLANEOUS

aliskiren fumarate TABS 150mg, 300mg 1 GC

clonidine PTWK .1mg/24hr, .2mg/24hr, 3

.3mg/24hr

clonidine hcl TABS .1mg, .2mg, .3mg 1 GC

CORLANOR SOLN 5mg/5ml 4 QL (450 mL / 30 days)

CORLANOR TABS 5mg, 7.5mg 4 QL (60 tabs / 30 days)

digoxin SOLN .05mg/ml, .25mg/ml 4

digoxin TABS 125mcg, 250mcg 2 QL (30 tabs / 30 days)

droxidopa CAPS 100mg 5 QL (90 caps / 30 days),
NM, PA

droxidopa CAPS 200mg, 300mg 5 QL (180 caps/ 30
days), NM, PA

epinephrine (anaphylaxis) SOLN 1mg/ml 4

guanfacine hcl TABS 1mg, 2mg 3 PA; PA if 70 years and
older

hydralazine hc/ SOLN 20mg/ml 4

hydralazine hcl TABS 10mg, 25mg, 50mg, 2

100mg

metyrosine CAPS 250mg 5 PA

midodrine hcl TABS 2.5mg, 5mg 3

midodrine hcl TABS 10mg 4

PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at
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minoxidil TABS 2.5mg, 10mg 2
ranolazine TB12 500mg, 1000mg 4
VERQUVO TABS 2.5mg, 5mg, 10mg 3 QL (30 tabs / 30 days)
NITRATES
isosorbide dinitrate TABS 5mg, 10mg, 3
20mg, 30mg
isosorbide mononitrate TABS 10mg, 20mg 2
isosorbide mononitrate TB24 30mg, 1 GC
60mg, 120mg
NITRO-BID OINT 2% 3
nitroglycerin PT24 .1mg/hr, .2mg/hr, 3
.4mg/hr, .6mg/hr; SUBL .3mg, .4mg, .6mg
PULMONARY ARTERIAL HYPERTENSION
ADEMPAS TABS .5mg, 1mg, 1.5mg, 2mg, 5 QL (90 tabs / 30 days),
2.5mg NM, LA, PA
ambrisentan TABS 5mg, 10mg 5 QL (30 tabs / 30 days),
NM, LA, PA
bosentan TABS 62.5mg, 125mg 5 QL (60 tabs / 30 days),
NM, LA, PA
OPSUMIT TABS 10mg 5 QL (30 tabs / 30 days),
NM, LA, PA
sildenafil citrate (pulmonary hypertension) 3 QL (360 tabs / 30 days),
TABS 20mg NM, PA
treprostinil SOLN 20mg/20ml, 5 NM, LA, PA
50mg/20ml, 100mg/20ml, 200mg/20ml
VENTAVIS SOLN 10mcg/ml, 20mcg/ml 5 NM, LA, PA
CENTRAL NERVOUS SYSTEM
ANTIANXIETY
alprazolam TABS .25mg, .5mg, 1mg, 2mg 2 QL (150 tabs / 30 days)
buspirone hcl TABS 5mg, 10mg, 15mg 1 GC
buspirone hcl TABS 7.5mg, 30mg 3
fluvoxamine maleate TABS 25mg, 50mg, 3
100mg
lorazepam CONC 2mg/ml 3 QL (150 mL / 30 days)
lorazepam SOLN 2mg/ml, 4mg/ml 2
lorazepam TABS .5mg, 1mg, 2mg 2 QL (150 tabs / 30 days)
lorazepam intensol CONC 2mg/ml 3 QL (150 mL / 30 days)
ANTIDEMENTIA
donepezil hydrochloride TABS 5mg; TBDP 2 QL (30 tabs / 30 days)
5mg
donepezil hydrochloride TABS 10mg; 2
TBDP 10mg
galantamine hydrobromide CP24 8mg, 3 QL (30 caps / 30 days)
16mg, 24mg
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galantamine hydrobromide SOLN 4mg/ml 4 QL (200 mL / 30 days)

galantamine hydrobromide TABS 4mg, 3 QL (60 tabs / 30 days)

8mg, 12mg

memantine hcl CP24 7mg, 14mg, 21mg, 4 PA; PA applies if 29

28mg; SOLN 2mg/ml years and younger

memantine hcl TABS 5mg, 10mg 3 PA; PA applies if 29
years and younger

NAMZARIC CAP 7-10MG 4

NAMZARIC CAP 14-10MG 4

NAMZARIC CAP 21-10MG 4

NAMZARIC CAP 28-10MG 4

NAMZARIC CAP PACK 4

rivastigmine PT24 4.6mg/24hr, 4 QL (30 patches / 30

9.5mg/24hr, 13.3mg/24hr days)

rivastigmine tartrate CAPS 1.5mg, 3mg, 3 QL (60 caps / 30 days)

4.5mg, 6mg

ANTIDEPRESSANTS

amitriptyline hcl TABS 10mg, 25mg, 3

50mg, 75mg, 100mg, 150mg

amoxapine TABS 25mg, 50mg, 100mg, 3

150mg

AUVELITY TAB 45-105MG 4 QL (60 tabs / 30 days),
PA

bupropion hcl TABS 75mg, 100mg 3

bupropion hcl TB12 100mg, 150mg, 3 QL (60 tabs / 30 days)

200mg; TB24 150mg

bupropion hcl TB24 300mg 3 QL (30 tabs / 30 days)

citalopram hydrobromide SOLN 10mg/5ml 3

citalopram hydrobromide TABS 10mg, 1 GC

20mg, 40mg

clomipramine hcl CAPS 25mg, 50mg, 4 PA

75mg

desipramine hcl TABS 10mg, 25mg, 4

50mg, 75mg, 100mg, 150mg

desvenlafaxine succinate TB24 25mg, 4 QL (30 tabs / 30 days),

50mg, 100mg PA

doxepin hcl CAPS 10mg, 25mg, 50mg, 3

75mg, 100mg, 150mg; CONC 10mg/ml

duloxetine hc/ CPEP 20mg, 30mg, 60mg 3 QL (60 caps / 30 days)

EMSAM PT24 émg/24hr, 9mg/24hr, 5 QL (30 patches / 30

12mg/24hr days), PA

escitalopram oxalate SOLN 5mg/5ml 4

escitalopram oxalate TABS 5mg, 10mg, 1 GC

20mg
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FETZIMA CP24 20mg, 40mg 4 QL (60 caps / 30 days),
PA

FETZIMA CP24 80mg, 120mg 4 QL (30 caps / 30 days),
PA

FETZIMA CAP TITRATIO 4 QL (2 packs / year), PA

fluoxetine hcl CAPS 10mg, 20mg 1 GC

fluoxetine hcl CAPS 40mg 2

fluoxetine hc/ SOLN 20mg/5ml 3

imipramine hcl TABS 10mg, 25mg, 50mg 2

MARPLAN TABS 10mg 4 QL (180 tabs / 30 days)

mirtazapine TABS 7.5mg; TBDP 15mg, 3

30mg, 45mg

mirtazapine TABS 15mg, 30mg, 45mg 2

nefazodone hcl TABS 50mg, 100mg, 4

150mg, 200mg, 250mg

nortriptyline hcl CAPS 10mg, 25mg, 2

50mg, 75mg

nortriptyline hc/ SOLN 10mg/5ml 4

paroxetine hcl SUSP 10mg/5ml 4 QL (900 mL / 30 days),
PA

paroxetine hcl TABS 10mg, 20mg, 30mg, 2

40mg

phenelzine sulfate TABS 15mg 3

protriptyline hcl TABS 5mg, 10mg 4

sertraline hc/ CONC 20mg/ml 3

sertraline hcl TABS 25mg, 50mg, 100mg 1 GC

tranylcypromine sulfate TABS 10mg 4

trazodone hcl TABS 50mg, 100mg, 150mg 1 GC

trimipramine maleate CAPS 25mg, 50mg 4 QL (120 caps / 30 days)

trimipramine maleate CAPS 100mg 4 QL (60 caps / 30 days)

TRINTELLIX TABS 5mg, 10mg, 20mg 4 QL (30 tabs / 30 days)

venlafaxine hcl CP24 37.5mg, 75mg, 2

150mg

venlafaxine hcl TABS 25mg, 37.5mg, 3

50mg, 75mg, 100mg

vilazodone hcl TABS 10mg, 20mg, 40mg 4 QL (30 tabs / 30 days)

ZURZUVAE CAPS 20mg, 25mg 5 QL (28 caps / 14 days),
NM, LA, PA

ZURZUVAE CAPS 30mg 5 QL (14 caps / 14 days),
NM, LA, PA

ANTIPARKINSONIAN AGENTS

amantadine hc/ CAPS 100mg 3 QL (120 caps / 30 days)

amantadine hc/ SOLN 50mg/5ml 3

amantadine hcl TABS 100mg 4

PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at 47

mail-order B/D - Covered under Medicare B or D LA - Limited Access ED - Excluded
Drug GC - We provide coverage of this prescription drug in the coverage gap. Please
refer to our Evidence of Coverage for more information about this coverage.



Drug Name Drug Tier Requirements/Limits

benztropine mesylate SOLN 1mg/ml 4

benztropine mesylate TABS .5mg, 1mg, 2 PA; PA if 70 years and

2mg older

bromocriptine mesylate CAPS 5mg; TABS 4

2.5mg

carb/levo orally disintegrating tab 10- 4

100mg

carb/levo orally disintegrating tab 25- 4

100mg

carb/levo orally disintegrating tab 25- 4

250mg

carbidopa & levodopa tab 10-100 mg 2

carbidopa & levodopa tab 25-100 mg 2

carbidopa & levodopa tab 25-250 mg 2

carbidopa & levodopa tab er 25-100 mg 3

carbidopa & levodopa tab er 50-200 mg 3

carbidopa-levodopa-entacapone tabs 12.5- 4

50-200 mg

carbidopa-levodopa-entacapone tabs 4

18.75-75-200 mg

carbidopa-levodopa-entacapone tabs 25- 4

100-200 mg

carbidopa-levodopa-entacapone tabs 4

31.25-125-200 mg

carbidopa-levodopa-entacapone tabs 37.5- 4

150-200 mg

carbidopa-levodopa-entacapone tabs 50- 4

200-200 mg

entacapone TABS 200mg 4

INBRIJA CAPS 42mg 5 QL (300 caps / 30
days), NM, LA, PA

NEUPRO PT24 1mg/24hr, 2mg/24hr, 4

3mg/24hr, 4mg/24hr, 6mg/24hr,

8mg/24hr

pramipexole dihydrochloride TABS 2

.125mg, .25mg, .5mg, .75mg, 1mg, 1.5mg

rasagiline mesylate TABS .5mg, 1mg 4 QL (30 tabs / 30 days)

ropinirole hydrochloride TABS .25mg, 2

.5mg, 1mg, 2mg, 3mg, 4mg, 5mg

selegiline hcl CAPS 5mg; TABS 5mg 3

trihexyphenidyl hcl SOLN .4mg/ml 3 PA; PA if 70 years and
older

trihexyphenidyl hcl TABS 2mg, 5mg 2 PA; PA if 70 years and
older
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ANTIPSYCHOTICS
ABILIFY MAINTENA PRSY 300mg, 400mg 5 QL (1 syringe / 28 days)
ABILIFY MAINTENA SRER 300mg, 400mg 5 QL (1 injection / 28
days)
aripiprazole SOLN 1mg/ml 4 QL (900 mL / 30 days)
aripiprazole TABS 2mg, 5mg, 10mg, 4 QL (30 tabs / 30 days)
15mg, 20mg, 30mg
aripiprazole TBDP 10mg, 15mg 4 QL (60 tabs / 30 days)
ARISTADA PRSY 441mg/1.6ml, 5 QL (1 syringe / 28 days)
662mg/2.4ml, 882mg/3.2ml
ARISTADA PRSY 1064mg/3.9ml 5 QL (1 syringe / 56 days)
ARISTADA INITIO PRSY 675mg/2.4ml 5
asenapine maleate SUBL 2.5mg, 5mg, 4 QL (60 tabs / 30 days)
10mg
CAPLYTA CAPS 10.5mg, 21mg, 42mg 4 QL (30 caps / 30 days)
chlorpromazine hcl CONC 30mg/ml, 4
100mg/ml; SOLN 25mg/ml, 50mg/2ml;
TABS 10mg, 25mg, 50mg, 100mg, 200mg
clozapine TABS 25mg, 50mg 3
clozapine TABS 100mg 4 QL (270 tabs / 30 days)
clozapine TABS 200mg 4 QL (120 tabs / 30 days)
clozapine TBDP 12.5mg, 25mg 4 PA
clozapine TBDP 100mg 4 QL (270 tabs / 30 days),
PA
clozapine TBDP 150mg 4 QL (180 tabs / 30 days),
PA
clozapine TBDP 200mg 5 QL (120 tabs / 30 days),
PA
FANAPT TABS 1mg, 2mg, 4mg, 6mg, 4 QL (60 tabs / 30 days),
8mg, 10mg, 12mg PA
FANAPT PAK 4 QL (2 packs / year), PA
fluphenazine decanoate SOLN 25mg/ml 4
fluphenazine hcl CONC 5mg/ml; ELIX 4
2.5mg/5ml; SOLN 2.5mg/ml; TABS 1mg,
2.5mg, 5mg, 10mg
haloperidol TABS .5mg, 1mg, 2mg, 5mg, 3
10mg, 20mg
haloperidol decanoate SOLN 50mg/ml, 3
100mg/ml
haloperidol lactate CONC 2mg/ml; SOLN 3
5mg/ml
INVEGA HAFYERA SUSY 1092mg/3.5ml, 5 QL (1 injection / 180
1560mg/5ml days)
INVEGA SUSTENNA SUSY 39mg/0.25ml 4 QL (1 syringe / 28 days)
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INVEGA SUSTENNA SUSY 78mg/0.5ml, 5 QL (1 syringe / 28 days)

117mg/0.75ml, 156mg/ml, 234mg/1.5ml

INVEGA TRINZA SUSY 273mg/0.88ml, 5 QL (1 syringe / 90 days)

410mg/1.32ml, 546mg/1.75ml,

819mg/2.63ml

loxapine succinate CAPS 5mg, 10mg, 3

25mg, 50mg

lurasidone hcl TABS 20mg, 40mg, 60mg, 4 QL (30 tabs / 30 days)

120mg

lurasidone hcl TABS 80mg 4 QL (60 tabs / 30 days)

molindone hcl TABS 5mg, 10mg, 25mg 4

NUPLAZID CAPS 34mg 4 QL (30 caps / 30 days),
NM, LA, PA

NUPLAZID TABS 10mg 4 QL (30 tabs / 30 days),
NM, LA, PA

olanzapine SOLR 10mg 4 QL (3 vials / 1 day)

olanzapine TABS 2.5mg, 5mg, 10mg 2 QL (60 tabs / 30 days)

olanzapine TABS 7.5mg, 15mg, 20mg 2 QL (30 tabs / 30 days)

olanzapine TBDP 5mg, 15mg, 20mg 4 QL (30 tabs / 30 days)

olanzapine TBDP 10mg 4 QL (60 tabs / 30 days)

paliperidone TB24 1.5mg, 3mg, 9mg 4 QL (30 tabs / 30 days)

paliperidone TB24 6mg 4 QL (60 tabs / 30 days)

perphenazine TABS 2mg, 4mg, 8mg, 3

16mg

PERSERIS PRSY 90mg, 120mg 5 QL (1 syringe / 30 days)

pimozide TABS 1mg, 2mg 4

quetiapine fumarate TABS 25mg 2 QL (180 tabs / 30 days)

quetiapine fumarate TABS 50mg, 100mg, 2 QL (90 tabs / 30 days)

150mg, 200mg

quetiapine fumarate TABS 300mg, 400mg 2 QL (60 tabs / 30 days)

quetiapine fumarate TB24 50mg, 300mg, 4 QL (60 tabs / 30 days),

400mg PA

quetiapine fumarate TB24 150mg, 200mg 4 QL (30 tabs / 30 days),
PA

REXULTI TABS 3mg, 4mg 4 QL (30 tabs / 30 days)

REXULTI TABS .25mg, .5mg, 1mg, 2mg 4 QL (60 tabs / 30 days)

RISPERDAL CONSTA SRER 12.5mg, 25mg 4 QL (2 injections / 28
days)

RISPERDAL CONSTA SRER 37.5mg, 50mg 5 QL (2 injections / 28
days)

risperidone SOLN 1mg/ml 3 QL (240 mL / 30 days)

risperidone TABS .25mg, .5mg, 1mg, 2

2mg, 3mg, 4mg

risperidone TBDP 1mg, 2mg, 3mg 4 QL (60 tabs / 30 days)
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risperidone TBDP 4mg 4 QL (120 tabs / 30 days)

risperidone TBDP .25mg, .5mg 4 QL (90 tabs / 30 days)

SECUADO PT24 3.8mg/24hr, 5.7mg/24hr, 4 QL (30 patches / 30

7.6mg/24hr days)

thioridazine hcl TABS 10mg, 25mg, 50mg, 3

100mg

thiothixene CAPS 1mg, 2mg, 5mg, 10mg 4

trifluoperazine hc/ TABS 1mg, 2mg, 5mg, 3

10mg

VERSACLOZ SUSP 50mg/ml 4 QL (600 mL / 30 days),
PA

VRAYLAR CAPS 1.5mg 4 QL (60 caps / 30 days)

VRAYLAR CAPS 3mg, 4.5mg, 6mg 4 QL (30 caps / 30 days)

VRAYLAR CAP 1.5-3MG 4 QL (2 packs / year)

ziprasidone hcl CAPS 20mg, 40mg, 60mg, 4 QL (60 caps / 30 days)

80mg

ziprasidone mesylate SOLR 20mg 4 QL (6 injections / 3
days)

ZYPREXA RELPREVV SUSR 210mg, 300mg 5 QL (2 vials / 28 days),
NM, PA

ZYPREXA RELPREVV SUSR 405mg 5 QL (1 vial / 28 days),
NM, PA

ANTISEIZURE AGENTS

APTIOM TABS 200mg, 400mg 5 QL (30 tabs / 30 days)

APTIOM TABS 600mg, 800mg 5 QL (60 tabs / 30 days)

BRIVIACT SOLN 10mg/ml 5 QL (600 mL / 30 days),
PA

BRIVIACT SOLN 50mg/5ml 4 PA

BRIVIACT TABS 10mg, 25mg, 50mg, 5 QL (60 tabs / 30 days),

75mg, 100mg PA

carbamazepine CHEW 100mg; TABS 3

200mg

carbamazepine CP12 100mg, 200mg, 4

300mg; SUSP 100mg/5ml; TB12 100mg,

200mg, 400mg

clobazam SUSP 2.5mg/ml 4 QL (480 mL / 30 days),
PA

clobazam TABS 10mg, 20mg 4 QL (60 tabs / 30 days),
PA

clonazepam TABS 2mg 2 QL (300 tabs / 30 days)

clonazepam TABS .5mg, 1mg 2 QL (90 tabs / 30 days)

clonazepam TBDP 2mg 3 QL (300 tabs / 30 days)

clonazepam TBDP .125mg, .25mg, .5mg, 3 QL (90 tabs / 30 days)

1mg
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clorazepate dipotassium TABS 3.75mg, 4 QL (180 tabs / 30 days),

7.5mg, 15mg PA; PA if 65 years and
older

DIACOMIT CAPS 250mg 5 QL (360 caps / 30
days), NM, LA, PA

DIACOMIT CAPS 500mg 5 QL (180 caps/ 30
days), NM, LA, PA

DIACOMIT PACK 250mg 5 QL (360 packets / 30
days), NM, LA, PA

DIACOMIT PACK 500mg 5 QL (180 packets / 30
days), NM, LA, PA

diazepam SOLN 5mg/5ml 3 QL (1200 mL / 30 days),
PA; PA applies if 65
years and older after a 5
day supply in a calendar
year

diazepam TABS 2mg, 5mg, 10mg 2 QL (120 tabs / 30 days),
PA; PA applies if 65
years and older after a 5
day supply in a calendar
year

diazepam (anticonvulsant) GEL 2.5mg, 4

10mg, 20mg

diazepam inj SOLN 5mg/ml 4

diazepam intensol CONC 5mg/ml 3 QL (240 mL / 30 days),
PA; PA applies if 65
years and older after a 5
day supply in a calendar
year

DILANTIN CAPS 30mg, 100mg 4

DILANTIN INFATABS CHEW 50mg 4

DILANTIN-125 SUSP 125mg/5ml 4

divalproex sodium CSDR 125mg 4

divalproex sodium TB24 250mg, 500mg 3

divalproex sodium TBEC 125mg, 250mg, 2

500mg

EPIDIOLEX SOLN 100mg/ml 5 QL (600 mL / 30 days),
NM, LA, PA

epitol TABS 200mg 3

EPRONTIA SOLN 25mg/ml 4 QL (480 mL / 30 days),
PA

ethosuximide CAPS 250mg 4

ethosuximide SOLN 250mg/5ml 3

felbamate SUSP 600mg/5ml 5

felbamate TABS 400mg, 600mg 4

PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at 52

mail-order B/D - Covered under Medicare B or D LA - Limited Access ED - Excluded
Drug GC - We provide coverage of this prescription drug in the coverage gap. Please
refer to our Evidence of Coverage for more information about this coverage.



Drug Name

Drug Tier Requirements/Limits

FINTEPLA SOLN 2.2mg/ml 5 QL (360 mL / 30 days),
NM, LA, PA

FYCOMPA SUSP .5mg/ml 5 QL (720 mL / 30 days),
PA

FYCOMPA TABS 2mg 4 QL (60 tabs / 30 days),
PA

FYCOMPA TABS 4mg, 6mg, 8mg, 10mg, 5 QL (30 tabs / 30 days),

12mg PA

gabapentin CAPS 100mg, 300mg, 400mg 2 QL (180 caps / 30 days)

gabapentin SOLN 250mg/5ml, 300mg/6ml 3 QL (2160 mL / 30 days)

gabapentin TABS 600mg 3 QL (180 tabs / 30 days)

gabapentin TABS 800mg 3 QL (120 tabs / 30 days)

lacosamide SOLN 200mg/20ml 4

lacosamide TABS 50mg 4 QL (120 tabs / 30 days)

lacosamide TABS 100mg, 150mg, 200mg 4 QL (60 tabs / 30 days)

lacosamide oral SOLN 10mg/ml 4 QL (1200 mL / 30 days)

lamotrigine CHEW 5mg, 25mg 3

lamotrigine TABS 25mg, 100mg, 150mg, 1 GC

200mg

lamotrigine TB24 25mg, 50mg, 100mg, 4

200mg, 250mg, 300mg

levetiracetam SOLN 100mg/ml; TABS 3

250mg, 500mg, 750mg, 1000mg; TB24

500mg, 750mg

levetiracetamm SOLN 500mg/5ml 4

levetiracetam in sodium chloride iv soln 4

500 mg/100m|

levetiracetam in sodium chloride iv soln 4

1000 mg/100m!

levetiracetam in sodium chloride iv soln 4

1500 mg/100m!

methsuximide CAPS 300mg 4

NAYZILAM SOLN 5mg/0.1ml 4

oxcarbazepine SUSP 300mg/5ml 4

oxcarbazepine TABS 150mg, 300mg, 3

600mg

phenobarbital ELIX 20mg/5ml 4 QL (1500 mL / 30 days),
PA; PA if 70 years and
older

phenobarbital TABS 15mg, 16.2mg, 3 QL (120 tabs / 30 days),

30mg, 32.4mg, 60mg, 64.8mg, 97.2mg, PA; PA if 70 years and

100mg older

phenobarbital sodium SOLN 65mg/ml, 4 PA; PA if 70 years and

130mg/ml older

phenytek CAPS 200mg, 300mg 4
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phenytoin CHEW 50mg; SUSP 125mg/5ml 3

phenytoin sodium SOLN 50mg/ml 3

phenytoin sodium extended CAPS 100mg, 3

200mg, 300mg

pregabalin CAPS 25mg, 50mg, 75mg, 3 QL (120 caps / 30

100mg, 150mg days), PA

pregabalin CAPS 200mg 3 QL (90 caps / 30 days),
PA

pregabalin CAPS 225mg, 300mg 3 QL (60 caps / 30 days),
PA

pregabalin SOLN 20mg/ml 4 QL (900 mL / 30 days),
PA

primidone TABS 50mg, 125mg, 250mg 2

roweepra TABS 500mg 3

rufinamide SUSP 40mg/ml 5 QL (2400 mL / 30 days),
PA

rufinamide TABS 200mg 4 QL (480 tabs / 30 days),
PA

rufinamide TABS 400mg 5 QL (240 tabs / 30 days),
PA

SPRITAM TB3D 250mg 4 QL (360 tabs / 30 days)

SPRITAM TB3D 500mg 4 QL (180 tabs / 30 days)

SPRITAM TB3D 750mg 4 QL (120 tabs / 30 days)

SPRITAM TB3D 1000mg 4 QL (90 tabs / 30 days)

subvenite TABS 25mg, 100mg, 150mg, 1 GC

200mg

SYMPAZAN FILM 5mg, 10mg, 20mg 5 QL (60 films / 30 days),
PA

tiagabine hcl TABS 2mg, 4mg, 12mg, 4

16mg

topiramate CPSP 15mg, 25mg 3

topiramate TABS 25mg, 50mg, 100mg, 2

200mg

valproate sodium SOLN 100mg/ml 4

valproate sodium SOLN 250mg/5ml 3

valproic acid CAPS 250mg 3

VALTOCO 5 MG DOSE LIQD 5mg/0.1ml 4

VALTOCO 10 MG DOSE LIQD 10mg/0.1ml 4

VALTOCO 15 MG DOSE LQPK 7.5mg/0.1ml 4

VALTOCO 20 MG DOSE LQPK 10mg/0.1ml 4

vigabatrin PACK 500mg 5 QL (180 packets / 30
days), NM, LA, PA

vigabatrin TABS 500mg 5 QL (180 tabs / 30 days),
NM, LA, PA
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vigadrone PACK 500mg 5 QL (180 packets / 30
days), NM, LA, PA

vigadrone TABS 500mg 5 QL (180 tabs / 30 days),
NM, LA, PA

XCOPRI TABS 50mg, 100mg 5 QL (30 tabs / 30 days)

XCOPRI TABS 150mg, 200mg 5 QL (60 tabs / 30 days)

XCOPRI PAK 12.5-25 4 QL (28 tabs / 28 days)

XCOPRI PAK 50-100MG 5 QL (28 tabs / 28 days)

XCOPRI PAK 100-150 5 QL (56 tabs / 28 days)

XCOPRI PAK 150-200MG (MAINTENANCE) 5 QL (56 tabs / 28 days)

XCOPRI PAK 150-200MG (TITRATION) 5 QL (28 tabs / 28 days)

ZONISADE SUSP 100mg/5ml 5 QL (900 mL / 30 days),
PA

zonisamide CAPS 25mg, 50mg, 100mg 2

ZTALMY SUSP 50mg/ml 5 QL (1100 mL / 30 days),

NM, LA, PA

ATTENTION DEFICIT HYPERACTIVITY DISORDER

amphetamine-dextroamphetamine cap er 4 QL (30 caps / 30 days),
24hr 5 mg PA
amphetamine-dextroamphetamine cap er 4 QL (30 caps / 30 days),
24hr 10 mg PA
amphetamine-dextroamphetamine cap er 4 QL (30 caps / 30 days),
24hr 15 mg PA
amphetamine-dextroamphetamine cap er 4 QL (30 caps / 30 days),
24hr 20 mg PA
amphetamine-dextroamphetamine cap er 4 QL (30 caps / 30 days),
24hr 25 mg PA
amphetamine-dextroamphetamine cap er 4 QL (30 caps / 30 days),
24hr 30 mg PA
amphetamine-dextroamphetamine tab 5 3 QL (60 tabs / 30 days),
mg PA
amphetamine-dextroamphetamine tab 7.5 3 QL (60 tabs / 30 days),
mg PA
amphetamine-dextroamphetamine tab 10 3 QL (60 tabs / 30 days),
mg PA
amphetamine-dextroamphetamine tab 3 QL (60 tabs / 30 days),
12.5 mg PA
amphetamine-dextroamphetamine tab 15 3 QL (60 tabs / 30 days),
mg PA
amphetamine-dextroamphetamine tab 20 3 QL (90 tabs / 30 days),
mg PA
amphetamine-dextroamphetamine tab 30 3 QL (60 tabs / 30 days),
mg PA

atomoxetine hc/ CAPS 10mg, 18mg, 25mg 4 QL (120 caps / 30 days)
atomoxetine hcl CAPS 40mg 4 QL (60 caps / 30 days)
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atomoxetine hc/ CAPS 60mg, 80mg, 4 QL (30 caps / 30 days)

100mg

dexmethylphenidate hcl TABS 2.5mg, 5mg 3 QL (120 tabs / 30 days),
PA

dexmethylphenidate hcl TABS 10mg 3 QL (60 tabs / 30 days),
PA

guanfacine hcl (adhd) TB24 1mg, 2mg, 3 QL (30 tabs / 30 days),

4mg PA; PA if 70 years and
older

guanfacine hcl (adhd) TB24 3mg 3 QL (60 tabs / 30 days),
PA; PA if 70 years and
older

methylphenidate hc/ SOLN 5mg/5ml 4 QL (1800 mL / 30 days),
PA

methylphenidate hc/ SOLN 10mg/5ml 4 QL (900 mL / 30 days),
PA

methylphenidate hc/ TABS 5mg, 10mg 3 QL (180 tabs / 30 days),
PA

methylphenidate hcl TABS 20mg 3 QL (90 tabs / 30 days),
PA

methylphenidate hcl TBCR 10mg, 20mg 4 QL (90 tabs / 30 days),
PA

HYPNOTICS

DAYVIGO TABS 5mg, 10mg 3 QL (30 tabs / 30 days)

doxepin hcl (sleep) TABS 3mg, 6mg 3 QL (30 tabs / 30 days)

tasimelteon CAPS 20mg 5 QL (30 caps / 30 days),
NM, PA

temazepam CAPS 7.5mg, 30mg 4 QL (30 caps / 30 days),
PA; PA if 65 years and
older

temazepam CAPS 15mg 4 QL (60 caps / 30 days),
PA; PA if 65 years and
older

zolpidem tartrate TABS 5mg, 10mg 2 QL (30 tabs / 30 days),
PA; PA applies if 70
years and older after a
90 day supply in a
calendar year

MIGRAINE

AIMOVIG SOAJ 70mg/ml, 140mg/ml 3 QL (1 pen / 30 days),
NM, PA

dihydroergotamine mesylate SOLN 5

1mg/ml

dihydroergotamine mesylate SOLN 5 QL (8 mL / 30 days), PA

4mg/ml
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ergotamine w/ caffeine tab 1-100 mg 3 QL (40 tabs / 28 days),
PA

naratriptan hcl TABS 1mg, 2.5mg 3 QL (12 tabs / 30 days)

NURTEC TBDP 75mg 3 QL (16 tabs / 30 days),
PA

QULIPTA TABS 10mg, 30mg, 60mg 3 QL (30 tabs / 30 days),
PA

rizatriptan benzoate TABS 5mg, 10mg; 3 QL (18 tabs / 30 days)

TBDP 5mg, 10mg

sumatriptan SOLN 5mg/act 4 QL (24 units / 30 days)

sumatriptan SOLN 20mg/act 4 QL (12 units / 30 days)

sumatriptan succinate SOAJ 4mg/0.5ml; 4 QL (18 injections / 30

SOCT 4mg/0.5ml days)

sumatriptan succinate SOAJ 6mg/0.5ml; 4 QL (12 injections / 30

SOCT 6mg/0.5ml; SOLN 6mg/0.5ml days)

sumatriptan succinate TABS 25mg, 50mg, 2 QL (12 tabs / 30 days)

100mg

UBRELVY TABS 50mg, 100mg 3 QL (16 tabs / 30 days),
PA

MISCELLANEOUS

AUSTEDO TABS 6mg 5 QL (60 tabs / 30 days),
NM, LA, PA

AUSTEDO TABS 9mg, 12mg 5 QL (120 tabs / 30 days),
NM, LA, PA

AUSTEDO XR TB24 6mg 5 QL (90 tabs / 30 days),
NM, PA

AUSTEDO XR TB24 12mg 5 QL (120 tabs / 30 days),
NM, PA

AUSTEDO XR TB24 24mg 5 QL (60 tabs / 30 days),
NM, PA

AUSTEDO XR TAB TITR KIT 5 QL (2 packs / year), NM,
PA

LITHIUM SOLN 8meqg/5ml 4

lithium carbonate CAPS 150mg, 300mg, 1 GC

600mg

lithium carbonate TABS 300mg; TBCR 2

300mg, 450mg

NUEDEXTA CAP 20-10MG 4 QL (60 caps / 30 days),
PA

pyridostigmine bromide TABS 60mg 3

riluzole TABS 50mg 4

tetrabenazine TABS 12.5mg 5 QL (90 tabs / 30 days),
NM, PA

tetrabenazine TABS 25mg 5 QL (120 tabs / 30 days),
NM, PA
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MULTIPLE SCLEROSIS AGENTS

BAFIERTAM CPDR 95mg 5 QL (120 caps / 30
days), NM, LA, PA
BETASERON KIT .3mg 5 QL (14 syringes / 28
days), NM, PA
dalfampridine TB12 10mg 3 QL (60 tabs / 30 days),
NM, PA
fingolimod hcl CAPS .5mg 5 QL (30 caps / 30 days),
NM, PA
glatiramer acetate SOSY 20mg/ml 5 QL (30 syringes / 30
days), NM, PA
glatiramer acetate SOSY 40mg/ml 5 QL (12 syringes / 28
days), NM, PA
glatopa SOSY 20mg/ml 5 QL (30 syringes / 30
days), NM, PA
glatopa SOSY 40mg/ml 5 QL (12 syringes / 28
days), NM, PA
KESIMPTA SOAJ 20mg/0.4ml 5 QL (16 pens / year),
NM, LA, PA
MUSCULOSKELETAL THERAPY AGENTS
baclofen TABS 5mg 3 QL (90 tabs / 30 days)
baclofen TABS 10mg, 20mg 3
cyclobenzaprine hcl TABS 5mg, 10mg 3 QL (90 tabs / 30 days),
PA; PA applies if 70
years and older after a
30 day supply in a
calendar year
dantrolene sodium CAPS 25mg, 50mg, 4
100mg
tizanidine hcl TABS 2mg, 4mg 2
NARCOLEPSY/CATAPLEXY
armodafinil TABS 50mg 4 QL (60 tabs / 30 days),
PA
armodafinil TABS 150mg, 200mg, 250mg 4 QL (30 tabs / 30 days),
PA
modafinil TABS 100mg 3 QL (30 tabs / 30 days),
PA
modafinil TABS 200mg 3 QL (60 tabs / 30 days),
PA
SODIUM OXYBATE SOLN 500mg/ml 5 QL (540 mL / 30 days),
NM, LA, PA
PSYCHOTHERAPEUTIC-MISC
acamprosate calcium TBEC 333mg 4
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buprenorphine hcl SUBL 2mg, 8mg 3 QL (90 tabs / 30 days),
PA

buprenorphine hcl-naloxone hcl sl film 2- 4 QL (90 films / 30 days)

0.5 mg (base equiv)

buprenorphine hcl-naloxone hcl sl film 4-1 4 QL (90 films / 30 days)

mg (base equiv)

buprenorphine hcl-naloxone hcl sl film 8-2 4 QL (90 films / 30 days)

mgqg (base equiv)
buprenorphine hcl-naloxone hcl sl film 12-3 4 QL (60 films / 30 days)
mg (base equiv)

buprenorphine hcl-naloxone hcl sl tab 2- 2 QL (90 tabs / 30 days)

0.5 mg (base equiv)

buprenorphine hcl-naloxone hcl sl tab 8-2 2 QL (90 tabs / 30 days)

mg (base equiv)

bupropion hcl (smoking deterrent) TB12 3 QL (60 tabs / 30 days)

150mg

disulfiram TABS 250mg, 500mg 3

naloxone hcl LIQD 4mg/0.1ml 3

naloxone hcl SOCT .4mg/ml; SOLN 2

.4mg/ml, 4mg/10ml; SOSY 2mg/2ml

naltrexone hcl TABS 50mg 3

NICOTROL INHALER INHA 10mg 4

NICOTROL NS SOLN 10mg/ml 4

varenicline tartrate TABS .5mg, 1mg 4 QL (56 tabs / 28 days),
PA

varenicline tartrate tab 11 x 0.5 mg & 42 x 4 QL (2 packs / year), PA

1 mg start pack
VIVITROL SUSR 380mg 5 NM

DIABETIC SUPPLIES
BLOOD GLUCOSE MONITORING KIT

ACCU-CHEK KIT AVIVA PL PART B
ACCU-CHEK KIT COMPACT PART B
ACCU-CHEK KIT GUIDE PART B
ACCU-CHEK KIT GUIDE ME PART B
ACCU-CHEK KIT NANO PART B
ONETOUCH KIT ULT MINI PART B
ONETOUCH KIT ULTRA 2 PART B
ONETOUCH KIT VERIO PART B
ONETOUCH KIT VERIO FL PART B
ONETOUCH KIT VERIO IQ PART B
ONETOUCH KIT VERIO RE PART B
CONTINUOUS BLOOD GLUCOSE SYSTEM SENSOR
DEXCOM G5 MIS RECEIVER PART B PA
DEXCOM G5 MIS TRANSMIT PART B PA
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DEXCOM G6 MIS RECEIVER PART B PA
DEXCOM G6 MIS SENSOR PART B PA
DEXCOM G6 MIS TRANSMIT PART B PA
DEXCOM G7 MIS RECEIVER PART B PA
DEXCOM G7 MIS SENSOR PART B PA
GLUCOSE BLOOD TEST
ACCU-CHEK TES AVIVA PL PART B
ACCU-CHEK TES COMPACT PART B
ACCU-CHEK TES GUIDE PART B
ACCU-CHEK TES SMART PART B
ONETOUCH TES ULTRA PART B
ONETOUCH TES VERIO PART B
ENDOCRINE AND METABOLIC
ANDROGENS
depo-testosterone SOLN 100mg/ml, 3 PA
200mg/ml
methyltestosterone CAPS 10mg 5 QL (600 caps / 30
days), PA
testosterone GEL 1%, 25mg/2.5gm, 4 QL (300 gm / 30 days),
50mg/5gm PA
testosterone GEL 1.62% 4 QL (150 gm / 30 days),
PA
testosterone cypionate SOLN 100mg/ml, 3 PA
200mg/ml
testosterone enanthate SOLN 200mg/ml 3 PA
ANTIDIABETICS
acarbose TABS 25mg, 50mg, 100mg 3 GC
BYDUREON BCISE AUIJ 2mg/0.85ml 3 QL (4 pens / 28 days),
PA
BYETTA SOPN 5mcg/0.02ml, 4 QL (1 pen / 30 days), PA
10mcg/0.04ml
FARXIGA TABS 5mg, 10mg 3 GC, QL (30 tabs / 30
days)
glimepiride TABS 1mg, 2mg 1 GC, QL (90 tabs / 30
days)
glimepiride TABS 4mg 1 GC, QL (60 tabs / 30
days)
glipizide TABS 5mg 1 GC, QL (240 tabs / 30
days)
glipizide TABS 10mg 1 GC, QL (120 tabs / 30
days)
glipizide TB24 2.5mg, 5mg 1 GC, QL (90 tabs / 30
days)
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glipizide TB24 10mg

1 GC, QL (60 tabs / 30

days)

glipizide xI TB24 2.5mg, 5mg 1 GC, QL (90 tabs / 30
days)

glipizide xI TB24 10mg 1 GC, QL (60 tabs / 30
days)

glipizide-metformin hcl tab 2.5-250 mg 1 GC, QL (240 tabs / 30
days)

glipizide-metformin hcl tab 2.5-500 mg 1 GC, QL (120 tabs / 30
days)

glipizide-metformin hcl tab 5-500 mg 1 GC, QL (120 tabs / 30
days)

GLYXAMBI TAB 10-5 MG 3 GC, QL (30 tabs / 30
days)

GLYXAMBI TAB 25-5 MG 3 GC, QL (30 tabs / 30
days)

JANUMET TAB 50-500MG 3 GC, QL (60 tabs / 30
days)

JANUMET TAB 50-1000 3 GC, QL (60 tabs / 30
days)

JANUMET XR TAB 50-500MG 3 GC, QL (60 tabs / 30
days)

JANUMET XR TAB 50-1000 3 GC, QL (60 tabs / 30
days)

JANUMET XR TAB 100-1000 3 GC, QL (30 tabs / 30
days)

JANUVIA TABS 25mg, 50mg, 100mg 3 GC, QL (30 tabs / 30
days)

JARDIANCE TABS 10mg, 25mg 3 GC, QL (30 tabs / 30
days)

JENTADUETO TAB 2.5-500 3 GC, QL (60 tabs / 30
days)

JENTADUETO TAB 2.5-850 3 GC, QL (60 tabs / 30
days)

JENTADUETO TAB 2.5-1000 3 GC, QL (60 tabs / 30
days)

JENTADUETO TAB XR 2.5-1000MG 3 GC, QL (60 tabs / 30
days)

JENTADUETO TAB XR 5-1000MG 3 GC, QL (30 tabs / 30
days)

metformin hcl TABS 500mg 1 GC, QL (150 tabs / 30
days)

metformin hcl TABS 850mg 1 GC, QL (90 tabs / 30
days)

PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at 61

mail-order B/D - Covered under Medicare B or D LA - Limited Access ED - Excluded
Drug GC - We provide coverage of this prescription drug in the coverage gap. Please
refer to our Evidence of Coverage for more information about this coverage.



Drug Name

Drug Tier Requirements/Limits

metformin hc/ TABS 1000mg

1

GC, QL (75 tabs / 30
days)

metformin hcl TB24 500mg

1

GC, QL (120 tabs / 30
days); (generic of
GLUCOPHAGE XR)

metformin hcl TB24 750mg

GC, QL (60 tabs / 30
days); (generic of
GLUCOPHAGE XR)

MOUNJARO SOPN 2.5mg/0.5ml, 3 QL (4 pens / 28 days),

5mg/0.5ml, 7.5mg/0.5ml, 10mg/0.5ml, PA

12.5mg/0.5ml, 15mg/0.5ml

nateglinide TABS 60mg, 120mg 1 GC, QL (90 tabs / 30
days)

OZEMPIC (0.25 OR 0.5 MG/DOSE) SOPN 3 QL (1 pen / 28 days), PA

2mg/1.5ml

OZEMPIC (0.25 OR 0.5MG/DOSE) SOPN 3 QL (1 pen / 28 days), PA

2mg/3ml

OZEMPIC (1MG/DOSE) SOPN 4mg/3ml 3 QL (1 pen / 28 days), PA

OZEMPIC (2MG/DOSE) SOPN 8mg/3ml 3 QL (1 pen / 28 days), PA

pioglitazone hcl TABS 15mg, 30mg, 45mg 1 GC, QL (30 tabs / 30
days)

pioglitazone hcl-metformin hcl tab 15-500 1 GC, QL (90 tabs / 30

mg days)

pioglitazone hcl-metformin hcl tab 15-850 1 GC, QL (90 tabs / 30

mg days)

repaglinide TABS 2mg 1 GC, QL (240 tabs / 30
days)

repaglinide TABS .5mg, 1mg 1 GC, QL (120 tabs / 30
days)

RYBELSUS TABS 3mg, 7mg, 14mg 3 GC, QL (30 tabs / 30
days), PA

SYNJARDY TAB 5-500MG 3 GC, QL (120 tabs / 30
days)

SYNJARDY TAB 5-1000MG 3 GC, QL (60 tabs / 30
days)

SYNJARDY TAB 12.5-500 3 GC, QL (60 tabs / 30
days)

SYNJARDY TAB 12.5-1000MG 3 GC, QL (60 tabs / 30
days)

SYNJARDY XR TAB 5-1000MG 3 GC, QL (60 tabs / 30
days)

SYNJARDY XR TAB 10-1000 3 GC, QL (60 tabs / 30
days)

SYNJARDY XR TAB 12.5-1000 3 GC, QL (60 tabs / 30
days)
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SYNJARDY XR TAB 25-1000 3 GC, QL (30 tabs / 30
days)

TRADJENTA TABS 5mg 3 GC, QL (30 tabs / 30
days)

TRIJARDY XR TAB ER 24HR 5-2.5-1000MG 3 GC, QL (60 tabs / 30
days)

TRIJARDY XR TAB ER 24HR 10-5-1000MG 3 GC, QL (30 tabs / 30
days)

TRIJARDY XR TAB ER 24HR 12.5-2.5- 3 GC, QL (60 tabs / 30

1000MG days)

TRIJARDY XR TAB ER 24HR 25-5-1000MG 3 GC, QL (30 tabs / 30
days)

TRULICITY SOPN .75mg/0.5ml, 3 QL (4 pens / 28 days),

1.5mg/0.5ml, 3mg/0.5ml, 4.5mg/0.5ml PA

XIGDUO XR TAB 2.5-1000 3 GC, QL (60 tabs / 30
days)

XIGDUO XR TAB 5-500MG 3 GC, QL (60 tabs / 30
days)

XIGDUO XR TAB 5-1000MG 3 GC, QL (60 tabs / 30
days)

XIGDUO XR TAB 10-500MG 3 GC, QL (30 tabs / 30
days)

XIGDUO XR TAB 10-1000 3 GC, QL (30 tabs / 30
days)

ANTIDIABETICS, INSULINS

ADMELOG SOLN 100unit/ml 3

ADMELOG SOLOSTAR SOPN 100unit/ml 3

BASAGLAR KWIKPEN SOPN 100unit/ml 3

BD ALCOHOL SWABS 3

FIASP SOLN 100unit/ml 3

FIASP FLEXTOUCH SOPN 100unit/ml 3

FIASP PENFILL SOCT 100unit/ml 3

FIASP PUMPCART SOCT 100unit/ml 3 B/D

GAUZE PADS 2" X 2" 3

HUMULIN R U-500 (CONCENTR SOLN 5 B/D

500unit/ml

HUMULIN R U-500 KWIKPEN SOPN 5

500unit/ml

INSULIN PEN NEEDLES: BD/NOVO 3

INSULIN SAFETY NEEDLES 3

INSULIN SYRINGES: BD 3

LANTUS SOLN 100unit/ml 3

LANTUS SOLOSTAR SOPN 100unit/ml 3
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NOVOLIN INJ 70/30 3 (brand RELION not
covered)

NOVOLIN INJ 70/30 FP 3 (brand RELION not
covered)

NOVOLIN N SUSP 100unit/ml 3 (brand RELION not
covered)

NOVOLIN N FLEXPEN SUPN 100unit/ml 3 (brand RELION not
covered)

NOVOLIN R SOLN 100unit/ml 3 (brand RELION not
covered)

NOVOLIN R FLEXPEN SOPN 100unit/ml 3 (brand RELION not
covered)

NOVOLOG SOLN 100unit/ml 3 (brand RELION not
covered)

NOVOLOG FLEXPEN SOPN 100unit/ml 3 (brand RELION not
covered)

NOVOLOG MIX INJ 70/30 3 (brand RELION not
covered)

NOVOLOG MIX INJ FLEXPEN 3 (brand RELION not
covered)

NOVOLOG PENFILL SOCT 100unit/ml 3 (brand RELION not
covered)

OMNIPOD 5 G6 KIT INTRO 4 QL (1 kit / year), PA

OMNIPOD 5 G6 MIS PODS 4 QL (15 pods / 30 days),
PA

OMNIPOD DASH KIT INTRO 4 QL (1 kit / year), PA

OMNIPOD DASH MIS PODS 4 QL (15 pods / 30 days),
PA

OMNIPOD GO KIT 10UNT/DY 4 QL (15 pods / 30 days),
PA

OMNIPOD GO KIT 15UNT/DY 4 QL (15 pods / 30 days),
PA

OMNIPOD GO KIT 20UNT/DY 4 QL (15 pods / 30 days),
PA

OMNIPOD GO KIT 25UNT/DY 4 QL (15 pods / 30 days),
PA

OMNIPOD GO KIT 30UNT/DY 4 QL (15 pods / 30 days),
PA

OMNIPOD GO KIT 35UNT/DY 4 QL (15 pods / 30 days),
PA

OMNIPOD GO KIT 40UNT/DY 4 QL (15 pods / 30 days),
PA

OMNIPOD MIS CLASSIC 4 QL (15 pods / 30 days),
PA

SOLIQUA INJ 100/33 3 QL (5 pens / 25 days)
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TOUJEO MAX SOLOSTAR SOPN 300unit/ml 3
TOUJEO SOLOSTAR SOPN 300unit/ml 3
TRESIBA SOLN 100unit/ml 3
TRESIBA FLEXTOUCH SOPN 100unit/ml, 3
200unit/ml
V-GO 20 KIT 4 QL (30 devices / 30
days), PA
V-GO 30 KIT 4 QL (30 devices / 30
days), PA
V-GO 40 KIT 4 QL (30 devices / 30
days), PA
XULTOPHY INJ 100/3.6 3 QL (5 pens / 30 days)
CALCIUM REGULATORS
alendronate sodium TABS 10mg, 35mg, 1 GC
70mg
calcitonin (salmon) spray SOLN 3 B/D
200unit/act
ibandronate sodium TABS 150mg 3 B/D
NATPARA CART 25mcg, 50mcg, 75mcg, 5 LA, PA
100mcg
PAMIDRONATE DISODIUM SOLN 6mg/ml 3 B/D
pamidronate disodium SOLN 30mg/10ml, 3 B/D
90mg/10ml
PROLIA SOSY 60mg/ml 4 QL (1 syringe / 180
days), NM
TERIPARATIDE SOPN 620mcg/2.48ml 5 NM, PA
XGEVA SOLN 120mg/1.7ml 5 NM, PA
zoledronic acid CONC 4mg/5ml; SOLN 4 B/D, NM
4mg/100ml, 5mg/100ml
CHELATING AGENTS
CHEMET CAPS 100mg 5
deferasirox PACK 90mg, 180mg, 360mg; 5 NM, PA
TABS 180mg, 360mg
deferasirox TABS 90mg 3 NM, PA
LOKELMA PACK 5gm, 10gm 3
penicillamine TABS 250mg 5 NM
sodium polystyrene sulfonate powder 3
sps SUSP 15gm/60ml 3
trientine hc/ CAPS 250mg 5 NM, PA
VELTASSA PACK 8.4gm, 16.8gm, 25.2gm 3
CONTRACEPTIVES
afirmelle 2
altavera 3
alyacen 1/35 3
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alyacen 7/7/7

apri

aranelle

aubra eq

aurovela 1/20

aurovela fe 1.5/30

aurovela fe 1/20

aviane

ayuna

azurette

balziva

blisovi fe 1.5/30

briellyn

camila TABS .35mg

chateal

cryselle-28

cyred eq

dasetta 1/35

dasetta 7/7/7

deblitane TABS .35mg

DEPO-SUBQ PROVERA 104 SUSY
104mg/0.65ml

desogest-eth estrad & eth estrad tab 0.15-
0.02/0.01 mg(21/5)

desogestrel & ethinyl estradiol tab 0.15 2
mg-30 mcg

drospirenone-ethinyl estradiol tab 3-0.02 3
mg

drospirenone-ethinyl estradiol tab 3-0.03
mg

elinest

eluryng

enilloring

enpresse-28

enskyce

errin TABS .35mg

estarylla

ethynodiol diacetate & ethinyl estradiol tab
1 mg-35 mcg

ethynodiol diacetate & ethinyl estradiol tab 3
1 mg-50 mcg

etonogestrel-ethinyl estradiol va ring 4
0.120-0.015 mg/24hr

falmina 2

PAIN[WIWIN[WIWIN[WINIWIWIWINININIWINIWIN[W

(68)

(68)
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Drug Name Drug Tier Requirements/Limits
hailey 1.5/30

haloette

heather TABS .35mg

iclevia

incassia TABS .35mg

introvale

isibloom

jasmiel

jolessa

juleber

junel 1.5/30

junel 1/20

junel fe 1.5/30

junel fe 1/20

kariva

kelnor 1/35

kelnor 1/50

kurvelo

larin 1.5/30

larin 1/20

larin fe 1.5/30

larin fe 1/20

leena

lessina

levonest

levonorgestrel & ethinyl estradiol (91-day)
tab 0.15-0.03 mg

levonorgestrel & ethinyl estradiol tab 0.1
mg-20 mcg

levonorgestrel & ethinyl estradiol tab 0.15
mg-30 mcg

levonorgestrel-eth estra tab 0.05-
30/0.075-40/0.125-30mg-mcg
levora 0.15/30-28

loestrin 1.5/30-21

loestrin 1/20-21

loestrin fe 1.5/30

loestrin fe 1/20

loryna

low-ogestrel

lutera

lyleq TABS .35mg

lyza TABS .35mg

WININ[WININ[WIWIWWINIWININIWWINIWWIN[WINIWIN|[RAW

N

(68)

N
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Drug Name Drug Tier Requirements/Limits
marlissa 3

medroxyprogesterone acetate 3

(contraceptive) SUSP 150mg/ml; SUSY
150mg/ml

microgestin 1.5/30

microgestin 1/20

microgestin fe 1.5/30

microgestin fe 1/20

mili

mono-linyah

necon 0.5/35-28

nikki

nora-be TABS .35mg
norelgestromin-ethinyl estradiol td ptwk
150-35 mcg/24hr

norethindrone (contraceptive) TABS
.35mg

norethindrone ac-ethinyl estrad-fe tab 1- 3
20/1-30/1-35 mg-mcg

norethindrone ace & ethinyl estradiol tab 1 3
mg-20 mcg

norethindrone ace & ethinyl estradiol tab 3
1.5 mg-30 mcg

norethindrone ace & ethinyl estradiol-fe 2
tab 1 mg-20 mcg

norgestimate & ethinyl estradiol tab 0.25 2
mg-35 mcg

norgestimate-eth estrad tab 0.18- 3
25/0.215-25/0.25-25 mg-mcg

norgestimate-eth estrad tab 0.18- 3
35/0.215-35/0.25-35 mg-mcg
norlyroc TABS .35mg

nortrel 0.5/35 (28)

nortrel 1/35 (21)

nortrel 1/35 (28)

nortrel 7/7/7

nylia 1/35

nylia 7/7/7

nymyo

ocella

philith

pimtrea

portia-28

reclipsen

AINIWIWININININ|W|W

N
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Drug Name Drug Tier Requirements/Limits
setlakin
sharobel TABS .35mg
simliya
sprintec 28
sronyx

syeda

tarina fe 1/20 eq
tilia fe
tri-estarylla
tri-legest fe
tri-linyah
tri-lo-estarylla
tri-lo-marzia
tri-lo-mili
tri-lo-sprintec
tri-mili
tri-nymyo
tri-sprintec
tri-vylibra
tri-vylibra lo
trivora-28
turgoz

velivet
vestura
vienva

viorele
vyfemla
vylibra

wera

xulane
zafemy

zovia 1/35
zumandimine

ENDOMETRIOSIS
danazol CAPS 50mg, 100mg, 200mg
SYNAREL SOLN 2mg/ml 5 PA
ESTROGENS
amabelz tab 0.5-0.1mg 3

dotti PTTW .025mg/24hr, .037mg/24hr, 3
.05mg/24hr, .075mg/24hr, .1mg/24hr

WIN|PA[PRIWIN[WIWINWIWWINIW[WIWIWWIWIWWWIWWIWIWINIWININIWIN[W

N
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Drug Name Drug Tier Requirements/Limits
estradiol PTTW .025mg/24hr, 3

.037mg/24hr, .05mg/24hr, .075mg/24hr,

.1mg/24hr; PTWK .025mg/24hr,

.05mg/24hr, .06mg/24hr, .075mg/24hr,

.1mg/24hr, 37.5mcg/24hr

estradiol TABS .5mg, 1mg, 2mg 2

estradiol & norethindrone acetate tab 0.5- 3

0.1 mg

estradiol & norethindrone acetate tab 1-0.5 3

mg

estradiol vaginal CREA .1mg/gm 3

estradiol vaginal TABS 10mcg 4

estradiol valerate OIL 10mg/ml, 20mg/ml, 4

40mg/ml

fyavolv tab 0.5mg-2.5mcg 3

fyavolv tab 1mg-5mcg 3

jinteli 3

lyllana PTTW .025mg/24hr, .037mg/24hr, 3

.05mg/24hr, .075mg/24hr, .1mg/24hr

mimvey 3

norethindrone acetate-ethinyl estradiol tab 3

0.5 mg-2.5 mcg

norethindrone acetate-ethinyl estradiol tab 3

1 mg-5 mcg

yuvafem TABS 10mcg 4

GLUCOCORTICOIDS

dexamethasone ELIX .5mg/5ml; SOLN 3 B/D

.5mg/5ml; TABS .5mg, .75mg, 1mg,

1.5mg, 2mg, 4mg, 6mg

DEXAMETHASONE INTENSOL CONC 4 B/D

1mg/ml

dexamethasone sodium phosphate SOLN 3

4mg/ml, 10mg/ml, 20mg/5ml,

100mg/10ml, 120mg/30ml

fludrocortisone acetate TABS .1mg 2

hydrocortisone TABS 5mg, 10mg, 20mg 3

methylprednisolone TABS 4mg, 8mg, 3 B/D

16mg, 32mg

methylprednisolone TBPK 4mg 2

methylprednisolone acetate SUSP 3 B/D

40mg/ml, 80mg/ml

methylprednisolone sod succ SOLR 40mg, 3 B/D

125mg, 1000mg

prednisolone SOLN 15mg/5ml 2 B/D
PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at 70
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Drug Name Drug Tier Requirements/Limits

prednisolone sodium phosphate SOLN 4 B/D

5mg/5ml, 25mg/5ml

prednisolone sodium phosphate SOLN 2 B/D

15mg/5ml

prednisone SOLN 5mg/5ml 4 B/D

prednisone TABS 1mg, 2.5mg, 5mg, 2 B/D

10mg, 20mg, 50mg

prednisone TBPK 5mg, 10mg 3

PREDNISONE INTENSOL CONC 5mg/ml 4 B/D

SOLU-CORTEF SOLR 100mg, 250mg, 4

500mg, 1000mg

GLUCOSE ELEVATING AGENTS

diazoxide SUSP 50mg/ml 5

GVOKE HYPOPEN 2-PACK SOAJ 3

.5mg/0.1ml, 1mg/0.2ml

GVOKE KIT SOLN 1mg/0.2ml 3

GVOKE PFS SOSY 1mg/0.2ml 3

MISCELLANEOUS

ALDURAZYME SOLN 2.9mg/5ml 5 NM, LA, PA

betaine powder for oral solution 5 NM, LA

cabergoline TABS .5mg 3

carglumic acid TBSO 200mg 5 NM, LA, PA

CERDELGA CAPS 84mg 5 NM, LA, PA

CEREZYME SOLR 400unit 5 NM, LA, PA

cinacalcet hcl TABS 30mg, 60mg 4 B/D, QL (60 tabs / 30
days), NM

cinacalcet hcl TABS 90mg 5 B/D, QL (120 tabs / 30
days), NM

CYSTAGON CAPS 50mg, 150mg 4 NM, LA, PA

desmopressin acetate SOLN 4mcg/ml 5

desmopressin acetate TABS .1mg, .2mg 3

desmopressin acetate spray SOLN .01% 4

desmopressin acetate spray refrigerated 4

SOLN .01%

FABRAZYME SOLR 5mg, 35mg 5 NM, LA, PA

GENOTROPIN CART 5mg, 12mg 5 NM, PA

GENOTROPIN MINIQUICK PRSY .2mg, 5 NM, PA
.4mg, .6mg, .8mg, 1mg, 1.2mg, 1.4mg,
1.6mg, 1.8mg, 2mg

INCRELEX SOLN 40mg/4ml 5 NM, LA, PA
javygtor PACK 100mg, 500mg; TABS 5 NM, LA, PA
100mg
KORLYM TABS 300mg 5 NM, LA, PA
PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at 71
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Drug Name

Drug Tier Requirements/Limits

levocarnitine (metabolic modifiers) SOLN 4 B/D
1gm/10ml; TABS 330mg
LUMIZYME SOLR 50mg 5 NM, LA, PA
LUPRON DEPOT-PED (1-MONTH KIT 5 NM, PA
7.5mg, 11.25mg, 15mg
LUPRON DEPOT-PED (3-MONTH KIT 5 NM, PA
11.25mg, 30mg
LUPRON DEPOT-PED (6-MONTH KIT 45mg 5 NM, PA
miglustat CAPS 100mg 5 QL (90 caps / 30 days),
NM, PA
NAGLAZYME SOLN 1mg/ml 5 NM, LA, PA
nitisinone CAPS 2mg, 5mg, 10mg, 20mg 5 NM, PA
octreotide acetate SOLN 50mcg/ml, 4 NM, PA
100mcg/ml, 200mcg/ml; SOSY 50mcg/ml,
100mcg/ml
octreotide acetate SOLN 500mcg/ml, 5 NM, PA
1000mcg/ml; SOSY 500mcg/ml
raloxifene hcl TABS 60mg 3
sapropterin dihydrochloride PACK 100mg, 5 NM, PA
500mg; TABS 100mg
SIGNIFOR SOLN .3mg/ml, .6mg/ml, 5 NM, LA, PA
.9mg/ml
sodium phenylbutyrate POWD 3gm/tsp; 5 NM, PA
TABS 500mg
SOMATULINE DEPOT SOLN 60mg/0.2ml, 5 NM, LA, PA
90mg/0.3ml, 120mg/0.5ml
SOMAVERT SOLR 10mg, 15mg, 20mg, 5 NM, LA, PA
25mg, 30mg
yargesa CAPS 100mg 5 QL (90 caps / 30 days),
NM, PA
PHOSPHATE BINDER AGENTS
calcium acetate (phosphate binder) CAPS 3 QL (360 caps / 30 days)
667mg
calcium acetate (phosphate binder) TABS 3 QL (360 tabs / 30 days)
667mg
sevelamer carbonate PACK 2.4gm 4 QL (180 packets / 30
days)
sevelamer carbonate PACK .8gm 4 QL (540 packets / 30
days)
sevelamer carbonate TABS 800mg 4 QL (540 tabs / 30 days)
VELPHORO CHEW 500mg 5 QL (180 tabs / 30 days)
PROGESTINS
medroxyprogesterone acetate TABS 1 GC
2.5mg, 5mg, 10mg
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Drug Name Drug Tier Requirements/Limits

megestrol acetate SUSP 40mg/ml 3

megestrol acetate (appetite) SUSP 4 PA

625mg/5ml

norethindrone acetate TABS 5mg 3

progesterone CAPS 100mg, 200mg 3
THYROID AGENTS

euthyrox TABS 25mcg, 50mcg, 75mcg, 2

88mcg, 100mcg, 112mcg, 125mcg,

137mcg, 150mcg, 175mcg, 200mcg

levo-t TABS 25mcg, 50mcg, 75mcg, 2
88mcg, 100mcg, 112mcg, 125mcg,

137mcg, 150mcg, 175mcg, 200mcg,

300mcg

levothyroxine sodium TABS 25mcg, 2
50mcg, 75mcg, 88mcg, 100mcg, 112mcg,
125mcg, 137mcg, 150mcg, 175mcg,

200mcg, 300mcg

levoxyl TABS 25mcg, 50mcg, 75mcg, 2
88mcg, 100mcg, 112mcg, 125mcg,

137mcg, 150mcg, 175mcg, 200mcg

liothyronine sodium TABS 5mcg, 25mcg, 3
50mcg
methimazole TABS 5mg, 10mg 1 GC
propylthiouracil TABS 50mg 3
SYNTHROID TABS 25mcg, 50mcg, 75mcg, 4
88mcg, 100mcg, 112mcg, 125mcg,
137mcg, 150mcg, 175mcg, 200mcg,
300mcg
unithroid TABS 25mcg, 50mcg, 75mcg, 2
88mcg, 100mcg, 112mcg, 125mcg,
137mcg, 150mcg, 175mcg, 200mcg,
300mcg
VITAMIN D ANALOGS

calcitriol CAPS .25mcg, .5mcg 2 B/D
calcitriol (oral) SOLN 1mcg/ml 4 B/D
paricalcitol CAPS 1mcg, 2mcg, 4mcg 4 B/D
RAYALDEE CPCR 30mcg 5

GASTROINTESTINAL

ANTIEMETICS

aprepitant CAPS 40mg, 80mg, 125mg 4 B/D
aprepitant capsule therapy pack 80 & 125 4 B/D
mg
compro SUPP 25mg 4

PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at 73
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Drug Name
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dronabinol CAPS 2.5mg, 5mg, 10mg 4 B/D, QL (60 caps / 30
days)
granisetron hcl SOLN 1mg/ml, 4mg/4ml 4
granisetron hc/ TABS 1mg 4 B/D
meclizine hcl TABS 12.5mg, 25mg 2
metoclopramide hcl SOLN 5mg/5ml, 3
5mg/ml
metoclopramide hcl TABS 5mg, 10mg 1 GC
ondansetron TBDP 4mg, 8mg 3 B/D
ondansetron hcl SOLN 4mg/2ml, 3
40mg/20ml; SOSY 4mg/2ml
ondansetron hc/ SOLN 4mg/5ml 4 B/D
ondansetron hcl TABS 4mg, 8mg 3 B/D
prochlorperazine SUPP 25mg 4
prochlorperazine edisylate SOLN 4
10mg/2ml
prochlorperazine maleate TABS 5mg, 2
10mg
promethazine hcl SOLN 25mg/ml, 3 PA; PA if 70 years and
50mg/ml; SYRP 6.25mg/5ml; TABS older
12.5mg, 25mg, 50mg
scopolamine PT72 1mg/3days 4 QL (10 patches / 30
days), PA; PA if 70 years
and older
ANTISPASMODICS
dicyclomine hcl CAPS 10mg; TABS 20mg 3
dicyclomine hc/ SOLN 10mg/5ml 4
glycopyrrolate TABS 1mg 3 QL (90 tabs / 30 days)
glycopyrrolate TABS 2mg 3 QL (120 tabs / 30 days)
H2-RECEPTOR ANTAGONISTS
famotidine SOLN 20mg/2ml, 40mg/4ml, 3
200mg/20ml
famotidine SUSR 40mg/5ml 4 QL (300 mL / 30 days)
famotidine TABS 20mg 1 GC, QL (120 tabs / 30
days)
famotidine TABS 40mg 1 GC, QL (60 tabs / 30
days)
famotidine in nacl 0.9% iv soln 20 3
mg/50ml
nizatidine CAPS 150mg, 300mg 4
INFLAMMATORY BOWEL DISEASE
balsalazide disodium CAPS 750mg 3
budesonide CPEP 3mg 4 QL (90 caps / 30 days),
PA
PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at 74
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budesonide TB24 9mg 5 QL (30 tabs / 30 days),
PA

N

hydrocortisone (intrarectal) ENEM
100mg/60ml

mesalamine CP24 .375gm
mesalamine CPDR 400mg

mesalamine ENEM 4gm; SUPP 1000mg
mesalamine TBEC 1.2gm

mesalamine w/ cleanser KIT 4gm
sulfasalazine TABS 500mg
sulfasalazine TBEC 500mg

LAXATIVES
constulose SOLN 10gm/15ml
enulose SOLN 10gm/15ml
gavilyte-c
gavilyte-g
generlac SOLN 10gm/15ml
lactulose SOLN 10gm/15ml
lactulose (encephalopathy) SOLN
10gm/15ml
peg 3350-kcl-na bicarb-nacl-na sulfate for 2
soln 236 gm
peg 3350-kcl-sod bicarb-nacl for soln 420 2
agm
PLENVU SOL
sod sulfate-pot sulf-mg sulf oral sol 17.5-
3.13-1.6 gm/177m|

MISCELLANEOUS
alosetron hcl TABS .5mg, 1mg 5 QL (60 tabs / 30 days),

PA

QL (120 caps / 30 days)
QL (180 caps / 30 days)

QL (120 tabs / 30 days)

WIN[AIBA|IR[A[D

WWIWININ|W[W

N

W

cromolyn sodium (mastocytosis) CONC 4
100mg/5ml

diphenoxylate w/ atropine lig 2.5-0.025 4
mg/5ml

diphenoxylate w/ atropine tab 2.5-0.025
mg

GATTEX KIT 5mg

LINZESS CAPS 72mcg, 145mcg, 290mcg
loperamide hcl CAPS 2mg

misoprostol TABS 100mcg, 200mcg
MOVANTIK TABS 12.5mg, 25mg
RELISTOR SOLN 8mg/0.4ml, 12mg/0.6ml

W

NM, LA, PA
QL (30 caps / 30 days)

QL (30 tabs / 30 days)
QL (28 syringes / 28
days), PA

uWwWWwlWw|h~(ul

sucralfate TABS 1gm 3
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Drug Name Drug Tier Requirements/Limits
ursodiol CAPS 300mg 3
ursodiol TABS 250mg, 500mg 4
XERMELO TABS 250mg 5

QL (84 tabs / 28 days),

NM, LA, PA
XIFAXAN TABS 550mg 5 PA

PANCREATIC ENZYMES
CREON CAP 3000UNIT
CREON CAP 6000UNIT
CREON CAP 12000UNT
CREON CAP 24000UNT
CREON CAP 36000UNT
ZENPEP CAP 3000UNIT
ZENPEP CAP 5000UNIT
ZENPEP CAP 10000UNT
ZENPEP CAP 15000UNT
ZENPEP CAP 20000UNT
ZENPEP CAP 25000UNT
ZENPEP CAP 40000UNT

PROTON PUMP INHIBITORS
esomeprazole magnesium CPDR 20mg, QL (30 caps / 30 days),
40mg ST

DDA WWWIW[W

N

lansoprazole CPDR 15mg, 30mg 3 QL (60 caps / 30 days)
omeprazole CPDR 10mg, 20mg, 40mg 1 GC
pantoprazole sodium SOLR 40mg 4
pantoprazole sodium TBEC 20mg, 40mg 1 GC
GENITOURINARY
BENIGN PROSTATIC HYPERPLASIA
alfuzosin hcl TB24 10mg 2 QL (30 tabs / 30 days)
dutasteride CAPS .5mg 3 QL (30 caps / 30 days)
dutasteride-tamsulosin hcl cap 0.5-0.4 mg 4 QL (30 caps / 30 days)
finasteride TABS 5mg 1 GC, QL (30 tabs / 30
days)
tamsulosin hcl CAPS .4mg 2 QL (60 caps / 30 days)
MISCELLANEOUS
acetic acid SOLN .25% 2
bethanechol chloride TABS 5mg, 10mg, 3
25mg, 50mg
potassium citrate (alkalinizer) TBCR 4
15meq, 540mg, 1080mg
URINARY ANTISPASMODICS
GEMTESA TABS 75mg 4 QL (30 tabs / 30 days)

MYRBETRIQ SRER 8mg/ml 4
MYRBETRIQ TB24 25mg, 50mg

QL (300 mL / 28 days)
QL (30 tabs / 30 days)

N
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Drug Name
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oxybutynin chloride SOLN 5mg/5ml 3 QL (600 mL / 30 days)
oxybutynin chloride TABS 5mg 3 QL (120 tabs / 30 days)
oxybutynin chloride TB24 5mg 3 QL (30 tabs / 30 days)
oxybutynin chloride TB24 10mg, 15mg 3 QL (60 tabs / 30 days)
solifenacin succinate TABS 5mg, 10mg 4 QL (30 tabs / 30 days)
tolterodine tartrate CP24 2mg, 4mg 4 QL (30 caps / 30 days),
ST
tolterodine tartrate TABS 1mg, 2mg 4 QL (60 tabs / 30 days)
trospium chloride TABS 20mg 3 QL (60 tabs / 30 days)
VAGINAL ANTI-INFECTIVES

clindamycin phosphate vaginal CREA 2% 3
metronidazole vaginal GEL .75% 3
terconazole vaginal CREA .4%, .8%; SUPP 3
80mg

HEMATOLOGIC

ANTICOAGULANTS

dabigatran etexilate mesylate CAPS 75mg, 4 QL (60 caps / 30 days)
150mg
ELIQUIS TABS 2.5mg 3 QL (60 tabs / 30 days)
ELIQUIS TABS 5mg 3 QL (74 tabs / 30 days)
ELIQUIS STARTER PACK TBPK 5mg 3 QL (74 tabs / 30 days)
enoxaparin sodium SOLN 300mg/3ml; 4
SOSY 30mg/0.3ml, 40mg/0.4ml,
60mg/0.6ml, 80mg/0.8ml, 100mg/ml,
120mg/0.8ml, 150mg/ml
fondaparinux sodium SOLN 2.5mg/0.5ml 4
fondaparinux sodium SOLN 5mg/0.4ml, 5
7.5mg/0.6ml, 10mg/0.8ml
HEP SOD/D5W INJ 20000UNT 4
HEP SOD/D5W INJ 25000UNT 4
HEP SOD/NACL INJ 12500UNT 3
HEP SOD/NACL INJ 25000UNT 3
heparin sodium (porcine) SOLN 3 B/D
1000unit/ml, 5000unit/ml, 10000unit/ml,
20000unit/ml
HEPARIN/NACL INJ 25000UNT 3
jantoven TABS 1mg, 2mg, 2.5mg, 3mg, 1 GC
4mg, 5mg, bmg, 7.5mg, 10mg
PRADAXA CAPS 110mg 4 QL (120 caps / 30 days)
warfarin sodium TABS 1mg, 2mg, 2.5mg, 1 GC
3mg, 4mg, 5mg, 6mg, 7.5mg, 10mg
XARELTO SUSR 1mg/ml 3 QL (620 mL / 30 days)
XARELTO TABS 2.5mg 3 QL (60 tabs / 30 days)
XARELTO TABS 10mg, 15mg, 20mg 3 QL (30 tabs / 30 days)
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XARELTO STAR TAB 15/20MG 3 QL (51 tabs / 30 days)
HEMATOPOIETIC GROWTH FACTORS
PROCRIT SOLN 2000unit/ml, 3000unit/ml, 3 NM, PA
4000unit/ml, 10000unit/ml
PROCRIT SOLN 20000unit/ml, 5 NM, PA
40000unit/ml
ZARXIO SOSY 300mcg/0.5ml, 5 NM, PA
480mcg/0.8ml
ZIEXTENZO SOSY 6mg/0.6ml 5 QL (2 syringes / 28
days), NM, PA
MISCELLANEOUS
anagrelide hcl CAPS .5mg, 1mg 4
BERINERT KIT 500unit 5 QL (24 boxes / 30
days), NM, LA, PA
cilostazol TABS 50mg, 100mg 2
DOPTELET TABS 20mg 5 NM, LA, PA
DROXIA CAPS 200mg, 300mg, 400mg 3
ENDARI PACK 5gm 5 NM, LA, PA
HAEGARDA SOLR 2000unit 5 QL (30 vials / 30 days),
NM, LA, PA
HAEGARDA SOLR 3000unit 5 QL (20 vials / 30 days),
NM, LA, PA
icatibant acetate SOSY 30mg/3ml 5 QL (9 syringes / 30
days), NM, PA
pentoxifylline TBCR 400mg 2
PROMACTA PACK 12.5mg 5 QL (360 packets / 30
days), NM, LA, PA
PROMACTA PACK 25mg 5 QL (180 packets / 30
days), NM, LA, PA
PROMACTA TABS 12.5mg, 25mg 5 QL (30 tabs / 30 days),
NM, LA, PA
PROMACTA TABS 50mg, 75mg 5 QL (60 tabs / 30 days),
NM, LA, PA
sajazir SOSY 30mg/3ml 5 QL (9 syringes / 30
days), NM, LA, PA
tranexamic acid SOLN 1000mg/10ml 4
tranexamic acid TABS 650mg 3
PLATELET AGGREGATION INHIBITORS
aspirin-dipyridamole cap er 12hr 25-200 4
mg
BRILINTA TABS 60mg, 90mg 3
clopidogrel bisulfate TABS 75mg 1 GC
dipyridamole TABS 25mg, 50mg, 75mg 3 PA; PA if 70 years and
older
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prasugrel hc/ TABS 5mg, 10mg 3
IMMUNOLOGIC AGENTS
AUTOIMMUNE AGENTS

ADALIMUMAB-AACF (2 PEN) AJKT 5 QL (56 pens / 365

40mg/0.8ml days), NM, PA

DUPIXENT SOPN 200mg/1.14ml, 5 NM, PA

300mg/2ml; SOSY 100mg/0.67ml,

200mg/1.14ml, 300mg/2ml

ENBREL SOLN 25mg/0.5ml 5 QL (16 vials / 28 days),
NM, PA

ENBREL SOSY 25mg/0.5ml 5 QL (16 syringes / 28
days), NM, PA

ENBREL SOSY 50mg/ml 5 QL (8 syringes / 28
days), NM, PA

ENBREL MINI SOCT 50mg/ml 5 QL (8 cartridges / 28
days), NM, PA

ENBREL SURECLICK SOAJ 50mg/ml 5 QL (8 pens / 28 days),
NM, PA

HUMIRA PSKT 10mg/0.1ml, 20mg/0.2ml 5 QL (2 syringes / 28
days), NM, PA

HUMIRA PSKT 40mg/0.4ml, 40mg/0.8ml 5 QL (6 syringes / 28
days), NM, PA

HUMIRA PEDIA INJ CROHNS 5 QL (2 syringes / 28
days), NM, PA

HUMIRA PEDIATRIC CROHNS D PSKT 5 QL (3 syringes / 28

80mg/0.8ml days), NM, PA

HUMIRA PEN PNKT 40mg/0.4ml, 5 QL (6 pens / 28 days),

40mg/0.8ml NM, PA

HUMIRA PEN PNKT 80mg/0.8ml 5 QL (4 pens / 28 days),
NM, PA

HUMIRA PEN KIT PS/UV 5 QL (3 pens / 28 days),
NM, PA

HUMIRA PEN-CD/UC/HS START PNKT 5 QL (6 pens / 28 days),

40mg/0.8ml NM, PA

HUMIRA PEN-CD/UC/HS START PNKT 5 QL (3 pens / 28 days),

80mg/0.8ml NM, PA

HUMIRA PEN-PEDIATRIC UC S PNKT 5 QL (4 pens / 28 days),

80mg/0.8ml NM, PA

HUMIRA PEN-PS/UV STARTER PNKT 5 QL (4 pens / 28 days),

40mg/0.8ml NM, PA

IDACIO (2 PEN) AJKT 40mg/0.8ml 5 QL (56 pens / 365
days), NM, PA

IDACIO (2 SYRINGE) PSKT 40mg/0.8ml 5 QL (56 syringes / 365
days), NM, PA
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IDACIO CROHN INJ DISEASE AJKT 5 QL (2 packs / year), NM,

40mg/0.8ml PA

IDACIO PLAQU INJ PSORIASIS AIJKT 5 QL (2 packs / year), NM,

40mg/0.8ml PA

INFLIXIMAB SOLR 100mg 5 NM, LA, PA

KEVZARA SOAJ 150mg/1.14ml, 5 QL (2 pens / 28 days),

200mg/1.14ml NM, PA

KEVZARA SOSY 150mg/1.14ml, 5 QL (2 syringes / 28

200mg/1.14ml days), NM, PA

OTEZLA TABS 30mg 5 QL (60 tabs / 30 days),
NM, PA

OTEZLA TAB 10/20/30 5 QL (110 tabs / year),
NM, PA

REMICADE SOLR 100mg 5 NM, LA, PA

RENFLEXIS SOLR 100mg 5 NM, LA, PA

RINVOQ TB24 15mg, 30mg 5 QL (30 tabs / 30 days),
NM, PA

RINVOQ TB24 45mg 5 QL (168 tabs / year),
NM, PA

SKYRIZI SOCT 180mg/1.2ml, 5 QL (1 cartridge / 56

360mg/2.4ml days), NM, PA

SKYRIZI SOLN 600mg/10ml 5 QL (6 vials / year), NM,
PA

SKYRIZI SOSY 150mg/ml 5 QL (6 syringes / 365
days), NM, PA

SKYRIZI PEN SOAJ 150mg/ml 5 QL (6 pens / 365 days),
NM, PA

STELARA SOLN 45mg/0.5ml 5 QL (1 vial / 28 days),
NM, LA, PA

STELARA SOLN 130mg/26ml 5 NM, LA, PA

STELARA SOSY 45mg/0.5ml, 90mg/ml 5 QL (1 syringe / 28
days), NM, PA

TALTZ SOAJ 80mg/ml; SOSY 80mg/ml 5 QL (3 syringes / 28
days), NM, LA, PA

XELJANZ SOLN 1mg/ml 5 QL (480 mL / 24 days),
NM, PA

XELJANZ TABS 5mg, 10mg 5 QL (60 tabs / 30 days),
NM, PA

XELJANZ XR TB24 11mg, 22mg 5 QL (30 tabs / 30 days),

NM, PA

DISEASE-MODIFYING ANTI-RHEUMATIC DRUGS (DMARDS)

hydroxychloroquine sulfate TABS 200mg 3
leflunomide TABS 10mg, 20mg 3 QL (30 tabs / 30 days)
methotrexate sodium TABS 2.5mg 3
XATMEP SOLN 2.5mg/ml 4 B/D
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IMMUNOGLOBULINS
BIVIGAM SOLN 5gm/50ml, 10% 5 NM, LA, PA
FLEBOGAMMA DIF SOLN 5gm/100ml, 5 NM, PA
10gm/200ml, 20gm/400ml
GAMASTAN INJ 4 B/D, NM, LA
GAMMAGARD LIQUID SOLN 1gm/10ml, 5 NM, PA
2.5gm/25ml, 5gm/50ml, 10gm/100ml,
20gm/200ml, 30gm/300ml
GAMMAGARD S/D IGA LESS TH SOLR 5 NM, PA
5gm, 10gm
GAMMAKED SOLN 1gm/10ml, 5gm/50ml, 5 NM, PA
10gm/100ml, 20gm/200ml
GAMMAPLEX SOLN 5gm/100ml, 5 NM, LA, PA
5gm/50ml, 10gm/100ml, 10gm/200ml,
20gm/200ml, 20gm/400ml
GAMUNEX-C SOLN 1gm/10ml, 5 NM, PA
2.5gm/25ml, 5gm/50ml, 10gm/100ml,
20gm/200ml, 40gm/400ml
OCTAGAM SOLN 1gm/20ml, 2gm/20ml, 5 NM, PA
2.5gm/50ml, 5gm/100ml, 5gm/50ml,
10gm/100ml, 10gm/200mI, 20gm/200ml,
30gm/300ml
PANZYGA SOLN 1gm/10ml, 2.5gm/25ml, 5 NM, PA
5gm/50ml, 10gm/100ml, 20gm/200ml,
30gm/300ml
PRIVIGEN SOLN 5gm/50ml, 10gm/100ml, 5 NM, PA
20gm/200ml, 40gm/400ml

IMMUNOMODULATORS
ACTIMMUNE SOLN 2000000unit/0.5ml 5 NM, LA, PA
ARCALYST SOLR 220mg 5 NM, LA, PA

IMMUNOSUPPRESSANTS
ASTAGRAF XL CP24 5mg 5 B/D
ASTAGRAF XL CP24 .5mg, 1mg 4 B/D
azathioprine TABS 50mg 3 B/D
BENLYSTA SOAJ 200mg/ml; SOSY 5 QL (8 syringes / 28
200mg/ml days), NM, LA, PA
BENLYSTA SOLR 120mg, 400mg 5 NM, LA, PA
cyclosporine CAPS 25mg, 100mg; SOLN 4 B/D
50mg/ml
cyclosporine modified (for microemulsion) 4 B/D
CAPS 25mg, 50mg, 100mg; SOLN
100mg/ml
everolimus (immunosuppressant) TABS 5 B/D
.25mg, .5mg, .75mg, 1mg
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gengraf CAPS 25mg, 100mg; SOLN 4 B/D
100mg/ml
mycophenolate mofetil CAPS 250mg; 3 B/D
TABS 500mg
mycophenolate mofetil SUSR 200mg/ml 5 B/D
mycophenolate sodium TBEC 180mg, 4 B/D
360mg
NULOJIX SOLR 250mg 5 B/D
PROGRAF PACK .2mg, 1mg 4 B/D
REZUROCK TABS 200mg 5 NM, LA, PA
SANDIMMUNE SOLN 100mg/ml 4 B/D
sirolimus SOLN 1mg/ml 5 B/D
sirolimus TABS .5mg, 1mg, 2mg 4 B/D
tacrolimus CAPS .5mg, 1mg, 5mg 4 B/D

VACCINES
ABRYSVO SOLR 120mcg/0.5ml 1 GC
ACTHIB INJ 1 GC
ADACEL INJ] 1 GC
AREXVY SUSR 120mcg/0.5ml 1 GC
BCG VACCINE SOLR 50mg 1 GC
BEXSERO INJ 1 GC
BOOSTRIX INJ 1 GC
DAPTACEL INJ 1 GC
DENGVAXIA SUS 1 GC
DIP/TET PED INJ 25-5LFU 1 GC, B/D
ENGERIX-B SUSP 20mcg/ml; SUSY 1 GC, B/D
10mcg/0.5ml, 20mcg/ml
GARDASIL 9 INJ 1 GC
HAVRIX SUSP 720elu/0.5ml, 1440elu/ml 1 GC
HEPLISAV-B SOSY 20mcg/0.5ml 1 GC, B/D
HIBERIX SOLR 10mcg 1 GC
IMOVAX RABIES (H.D.C.V.) SUSR 1 GC, B/D
2.5unit/ml
INFANRIX INJ] 1 GC
IPOL INJ INACTIVE 1 GC
IXIARO INJ 1 GC
JYNNEOS SUSP .5ml 1 GC, B/D
KINRIX INJ] 1 GC
M-M-R II INJ 1 GC
MENACTRA INJ 1 GC
MENQUADFI INJ 1 GC
MENVEO INJ] 1 GC
MENVEO SOL 1 GC
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PEDIARIX INJ 0.5ML 1 GC

PEDVAX HIB SUSP 7.5mcg/0.5ml 1 GC

PENBRAYA INJ] 1 GC

PENTACEL INJ 1 GC

PREHEVBRIO SUSP 10mcg/ml 1 GC, B/D

PRIORIX INJ] 1 GC

PROQUAD INJ 1 GC

QUADRACEL INJ 1 GC

QUADRACEL INJ 0.5ML 1 GC

RABAVERT INJ 1 GC, B/D

RECOMBIVAX HB SUSP 5mcg/0.5ml, 1 GC, B/D

10mcg/ml, 40mcg/ml; SUSY 5mcg/0.5ml,

10mcg/ml

ROTARIX SUS 1 GC

ROTATEQ SOL 1 GC

SHINGRIX SUSR 50mcg/0.5ml 1 GC, QL (2 vials per
lifetime)

TDVAX INJ 2-2 LF 1 GC, B/D

TENIVAC INJ 5-2LF 1 GC, B/D

TICOVAC SUSY 1.2mcg/0.25ml, 1 GC

2.4mcg/0.5ml

TRUMENBA INJ] 1 GC

TWINRIX INJ 1 GC

TYPHIM VI SOLN 25mcg/0.5ml; SOSY 1 GC

25mcg/0.5ml

VAQTA SUSP 25unit/0.5ml, 50unit/ml 1 GC

VARIVAX INJ 1350pfu/0.5ml 1 GC

YF-VAX INJ 1 GC

NUTRITIONAL/SUPPLEMENTS
ELECTROLYTES/MINERALS, INJECTABLE

D2.5W/NACL INJ 0.45% 4

D5W/LYTES INJ] #48 4

D10W/NACL INJ 0.2% 3

dextrose 2.5% w/ sodium chloride 0.45% 3

dextrose 5% in lactated ringers 3

dextrose 5% w/ sodium chloride 0.2% 3

dextrose 5% w/ sodium chloride 0.3% 3

dextrose 5% w/ sodium chloride 0.9% 3

dextrose 5% w/ sodium chloride 0.45% 3

dextrose 5% w/ sodium chloride 0.225% 3

dextrose 10% w/ sodium chloride 0.45% 3

ISOLYTE-P INJ /D5W 4

ISOLYTE-S INJ 4
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ISOLYTE-S INJ PH 7.4 4
kcl 10 meq/I (0.075%) in dextrose 5% & 3
nacl 0.45% inj

kcl 20 meq/I (0.15%) in dextrose 5% & 3
nacl 0.2% inj

kcl 20 meq/I (0.15%) in dextrose 5% & 3
nacl 0.9% inj

kcl 20 meq/I (0.15%) in dextrose 5% & 3

nacl 0.45% inj

kcl 20 meq/I (0.15%) in nacl 0.9% inj
kcl 20 meq/I (0.15%) in nacl 0.45% inj
kcl 20 meq/I (0.149%) in nacl 0.45% inj
kcl 30 meq/I (0.224%) in dextrose 5% &
nacl 0.45% inj

kcl 40 meq/I (0.3%) in dextrose 5% & nacl 3
0.9% inj

kcl 40 meq/Il (0.3%) in dextrose 5% & nacl 3
0.45% inj

kcl 40 meq/I (0.3%) in nacl 0.9% inj
KCL/D5W/NACL INJ 0.3/0.9%

lactated ringer's solution

MAGNESIUM SULFATE SOLN 2gm/50ml,
4gm/100ml, 4gm/50ml, 20gm/500ml,
40gm/1000ml

magnesium sulfate SOLN 2gm/50ml, 3
4gm/100ml, 4gm/50ml, 20gm/500ml,
40gm/1000ml, 50%

magnesium sulfate in dextrose 5% iv soln
1 gm/100ml/

MG SO4/D5W INJ 10MG/ML

multiple electrolytes ph 5.5

multiple electrolytes ph 7.4

PLASMA-LYTE INJ -148

PLASMA-LYTE INJ -A

POT CHL 20MEQ/L IN NACL 0.9% INJ
POT CHL 20MEQ/L IN NACL 0.45% INJ]
POT CHL 40MEQ/L IN NACL 0.9% INJ
potassium chloride SOLN 2meqg/ml,
10meqg/100ml, 20meqg/100ml,
20meqg/50ml, 40meq/100ml

POTASSIUM CHLORIDE SOLN 4
10meqg/50ml

potassium chloride 20 meq/! (0.15%) in 3
dextrose 5% inj
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sodium chloride SOLN .45%, .9%, 3
2.5meg/ml, 3%, 5%
TPN ELECTROL INJ] 4 B/D
ELECTROLYTES/MINERALS/VITAMINS, ORAL
klor-con PACK 20meq 4
klor-con 8 TBCR 8meq
klor-con 10 TBCR 10meq
klor-con m10 TBCR 10meq
klor-con m15 TBCR 15meq
klor-con m20 TBCR 20meq
M-NATAL PLUS TAB
potassium chloride CPCR 8meq, 10meq
potassium chloride PACK 20meq; SOLN
10%, 20%
potassium chloride TBCR 8meq, 10meq,
20meg
potassium chloride microencapsulated 2
crystals er TBCR 10meq, 20meq
potassium chloride microencapsulated 3
crystals er TBCR 15meq
PRENATAL TAB 27-1MG
PRENATAL TAB PLUS
sodium fluoride chew; tab; 1.1 (0.5 f)
mg/ml soln
IV NUTRITION
CLINIMIX INJ 4.25/D5W
CLINIMIX INJ 4.25/D10
CLINIMIX INJ 5%/D15W
CLINIMIX INJ 5%/D20W
CLINIMIX INJ 6/5
CLINIMIX INJ 8/10
CLINIMIX INJ 8/14
clinisol sf 15%
CLINOLIPID EMU 20%
dextrose SOLN 5%, 10%
dextrose SOLN 50%, 70%
INTRALIPID EMUL 20gm/100ml,
30gm/100ml
NUTRILIPID EMUL 20gm/100ml
plenamine
PREMASOL SOL 10%
PROSOL INJ 20%
TRAVASOL INJ 10%
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TROPHAMINE INJ 10% 4 B/D
OPHTHALMIC
ANTI-INFECTIVE/ANTI-INFLAMMATORY
bacitracin-polymyxin-neomycin-hc ophth 3
oint 1%
neo-polycin hc ophth oint 1% 3
neomycin-polymyxin-dexamethasone 2
ophth oint 0.1%
neomycin-polymyxin-dexamethasone 2
ophth susp 0.1%
neomycin-polymyxin-hc ophth susp 4
sulfacetamide sodium-prednisolone ophth 2
soln 10-0.23(0.25)%
TOBRADEX OIN 0.3-0.1% 3
TOBRADEX ST SUS 0.3-0.05 3
tobramycin-dexamethasone ophth susp 4
0.3-0.1%
ZYLET SUS 0.5-0.3% 3
ANTI-INFECTIVES
bacitracin (ophthalmic) OINT 500unit/gm 3
bacitracin-polymyxin b ophth oint 2
BESIVANCE SUSP .6% 3
CILOXAN OINT .3% 3
ciprofloxacin hcl (ophth) SOLN .3% 2
erythromycin (ophth) OINT 5mg/gm 2
gatifloxacin (ophth) SOLN .5% 3
gentamicin sulfate (ophth) SOLN .3% 2
moxifloxacin hcl (ophth) SOLN .5% 3
NATACYN SUSP 5% 4
neo-polycin 5(3.5)mg-400unt-10000unt op 3
oin
neomycin-bacitrac zn-polymyx 5(3.5)mg- 3
400unt-10000unt op oin
neomycin-polymy-gramicid op sol 1.75- 3
10000-0.025mg-unt-mg/ml
ofloxacin (ophth) SOLN .3% 2
polycin ophth oint 2
polymyxin b-trimethoprim ophth soln 1 GC
10000 unit/ml-0.1%
sulfacetamide sodium (ophth) OINT 10%; 3
SOLN 10%
tobramycin (ophth) SOLN .3% 1 GC
trifluridine SOLN 1% 4
ZIRGAN GEL .15% 4
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ANTI-INFLAMMATORIES
ALREX SUSP .2%
bromfenac sodium (ophth) SOLN .07%
BROMSITE SOLN .075%
dexamethasone sodium phosphate (ophth)
SOLN .1%
diclofenac sodium (ophth) SOLN .1%
EYSUVIS SUSP .25%
FLAREX SUSP .1%
fluorometholone (ophth) SUSP .1%
flurbiprofen sodium SOLN .03%
ketorolac tromethamine (ophth) SOLN
.4%
ketorolac tromethamine (ophth) SOLN
.5%
LOTEMAX OINT .5%
prednisolone acetate (ophth) SUSP 1%
PREDNISOLONE SODIUM PHOSP SOLN 1%
PROLENSA SOLN .07%

ANTIALLERGICS
azelastine hcl (ophth) SOLN .05%
cromolyn sodium (ophth) SOLN 4%
ZERVIATE SOLN .24%

ANTIGLAUCOMA
betaxolol hcl (ophth) SOLN .5%
BETOPTIC-S SUSP .25%
brimonidine tartrate SOLN .2%
brimonidine tartrate SOLN .15%
brinzolamide SUSP 1%
carteolol hcl (ophth) SOLN 1%
COMBIGAN SOL 0.2/0.5%
dorzolamide hcl SOLN 2%
dorzolamide hcl-timolol maleate ophth soln
2-0.5%
latanoprost SOLN .005%
levobunolol hcl SOLN .5%
LUMIGAN SOLN .01%
pilocarpine hcl SOLN 1%, 2%, 4%
RHOPRESSA SOLN .02%
ROCKLATAN DRO
SIMBRINZA SUS 1-0.2%
timolol maleate (ophth) SOLG .25%, .5%
timolol maleate (ophth) SOLN .25%, .5%
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VYZULTA SOLN .024% 4

MISCELLANEOUS

ATROPINE SULFATE SOLN 1%

atropine sulfate (ophthalmic) SOLN 1%

CYSTADROPS SOLN .37%

NM, LA, PA

CYSTARAN SOLN .44%

NM, LA, PA

proparacaine hcl SOLN .5%

RESTASIS EMUL .05%

RESTASIS MULTIDOSE EMUL .05%

TYRVAYA SOLN .03mg/act
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XIIDRA SOLN 5%

OTIC
OTIC AGENTS

w

acetic acid (otic) SOLN 2%

N

ciprofloxacin-dexamethasone otic susp 0.3-
0.1%

flac OIL .01%

fluocinolone acetonide (otic) OIL .01%

neomycin-polymyxin-hc otic soln 1%
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neomycin-polymyxin-hc otic susp 3.5
mg/mi-10000 unit/ml-1%

ofloxacin (otic) SOLN .3% 4

Phosphodiesterase Type 5 Inhibitors
Phosphodiesterase Type 5 Inhibitors

sildenafil citrate TABS 25mg, 50mg, 2 ED, QL (4 tabs / 30
100mg days)
RESPIRATORY

ANTICHOLINERGIC/BETA AGONIST COMBINATIONS

ANORO ELLIPT AER 62.5-25 3 QL (60 blisters / 30
days)

BEVESPI AER 9-4.8MCG 3 QL (1 inhaler / 30 days)

BREZTRI AERO AER SPHERE 3 QL (1 inhaler / 30 days)

BREZTRI AERO AER SPHERE 3 QL (4 inhalers / 28

(INSTITUTIONAL PACK) days)

COMBIVENT AER 20-100 4 QL (2 inhalers / 30
days)

ipratropium-albuterol nebu soln 0.5-2.5(3) 3 B/D

mg/3ml

TRELEGY AER ELLIPTA 100-62.5-25 MCG 3 QL (60 blisters / 30
days)

TRELEGY AER ELLIPTA 200-62.5-25 MCG 3 QL (60 blisters / 30
days)
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ANTICHOLINERGICS
ATROVENT HFA AERS 17mcg/act 4 QL (2 inhalers / 30
days)
INCRUSE ELLIPTA AEPB 62.5mcg/inh 3 QL (30 blisters / 30
days)
ipratropium bromide SOLN .02% 2 B/D
ipratropium bromide (nasal) SOLN .03%, 3
.06%
ANTIHISTAMINES
azelastine hcl SOLN .1% 3
cetirizine hc/ SOLN 1mg/ml 2 QL (300 mL / 30 days)
cyproheptadine hcl SYRP 2mg/5ml; TABS 3 PA; PA if 70 years and
4mg older
diphenhydramine hc/ SOLN 50mg/ml 3
hydroxyzine hcl SOLN 25mg/ml, 50mg/ml 4 PA; PA if 70 years and
older
hydroxyzine hc/ SYRP 10mg/5ml; TABS 3 PA; PA if 70 years and
10mg, 25mg, 50mg older
hydroxyzine pamoate CAPS 25mg, 50mg 3 PA; PA if 70 years and
older
levocetirizine dihydrochloride SOLN 4 QL (300 mL / 30 days)
2.5mg/5ml
levocetirizine dihydrochloride TABS 5mg 3 QL (30 tabs / 30 days)
BETA AGONISTS
albuterol sulfate AERS 108mcg/act 3 QL (2 inhalers / 30
days); (generic of Proair
HFA)
albuterol sulfate AERS 108mcg/act 3 QL (2 inhalers / 30
days); (generic of
Proventil HFA)
albuterol sulfate AERS 108mcg/act 3 QL (2 inhalers / 30
days); (generic of
Ventolin HFA)
albuterol sulfate NEBU .63mg/3ml, 3 B/D
1.25mg/3ml, 2.5mg/0.5ml
albuterol sulfate NEBU .083% 2 B/D
albuterol sulfate SYRP 2mg/5ml 3
albuterol sulfate TABS 2mg, 4mg 4
levalbuterol hcl NEBU 1.25mg/0.5ml, 4 B/D
1.25mg/3ml
levalbuterol tartrate AERO 45mcg/act 3 QL (2 inhalers / 30
days), ST
SEREVENT DISKUS AEPB 50mcg/dose 3 QL (60 inhalations / 30
days)
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terbutaline sulfate TABS 2.5mg, 5mg 4

VENTOLIN HFA AERS 108mcg/act 3 QL (2 inhalers / 30
days)

VENTOLIN HFA (INSTITUTIONAL PACK) 3 QL (6 inhalers / 30

AERS 108mcg/act days)

LEUKOTRIENE MODULATORS

montelukast sodium CHEW 4mg, 5mg 2

montelukast sodium PACK 4mg 4

montelukast sodium TABS 10mg 1 GC

zafirlukast TABS 10mg, 20mg 3

MISCELLANEOUS

acetylcysteine SOLN 10%, 20% 4 B/D

ARALAST NP SOLR 500mg, 1000mg 5 NM, LA, PA

BRONCHITOL CAPS 40mg 5 QL (560 caps / 28
days), NM, LA, PA

cromolyn sodium NEBU 20mg/2ml 3 B/D

epinephrine (anaphylaxis) SOAJ 3 (generic of EpiPen)

.15mg/0.3ml, .3mg/0.3ml

epinephrine (anaphylaxis) SOAJ 3 (generic of Adrenaclick)

.15mg/0.15ml, .3mg/0.3ml

FASENRA SOSY 30mg/ml 5 NM, LA, PA

FASENRA PEN SOAJ 30mg/ml 5 NM, LA, PA

KALYDECO PACK 5.8mg, 13.4mg, 25mg, 5 QL (56 packs / 28 days),

50mg, 75mg NM, LA, PA

KALYDECO TABS 150mg 5 QL (60 tabs / 30 days),
NM, LA, PA

OFEV CAPS 100mg, 150mg 5 QL (60 caps / 30 days),
NM, LA, PA

ORKAMBI GRA 75-94MG 5 QL (56 packs / 28 days),
NM, LA, PA

ORKAMBI GRA 100-125 5 QL (56 packs / 28 days),
NM, LA, PA

ORKAMBI GRA 150-188 5 QL (56 packs / 28 days),
NM, LA, PA

ORKAMBI TAB 100-125 5 QL (112 tabs / 28 days),
NM, LA, PA

ORKAMBI TAB 200-125 5 QL (112 tabs / 28 days),
NM, LA, PA

pirfenidone CAPS 267mg 5 QL (270 caps / 30
days), NM, PA

pirfenidone TABS 267mg 5 QL (270 tabs / 30 days),
NM, PA

pirfenidone TABS 534mg, 801mg 5 QL (90 tabs / 30 days),
NM, PA
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.5mg/2ml

PROLASTIN-C SOLN 1000mg/20ml; SOLR 5 NM, LA, PA

1000mg

PULMOZYME SOLN 2.5mg/2.5ml 5 NM, PA

roflumilast TABS 250mcg 3 QL (56 tabs / year)

roflumilast TABS 500mcg 3 QL (30 tabs / 30 days)

SYMDEKO TAB 50-75MG 5 QL (56 tabs / 28 days),
NM, LA, PA

SYMDEKO TAB 100-150 5 QL (56 tabs / 28 days),
NM, LA, PA

theophylline ELIX 80mg/15ml; SOLN 4

80mg/15ml; TB12 100mg, 200mg, 300mg,

450mg

theophylline TB24 400mg, 600mg 3

TRIKAFTA PAK 59.5MG 5 QL (56 packs / 28 days),
NM, LA, PA

TRIKAFTA PAK 75MG 5 QL (56 packs / 28 days),
NM, LA, PA

TRIKAFTA TAB 50-25-37.5MG & 75MG 5 QL (84 tabs / 28 days),
NM, LA, PA

TRIKAFTA TAB 100-50-75MG & 150MG 5 QL (84 tabs / 28 days),
NM, LA, PA

XOLAIR SOLR 150mg; SOSY 75mg/0.5ml, 5 NM, LA, PA

150mg/ml

ZEMAIRA SOLR 1000mg, 4000mg, 5 NM, LA, PA

5000mg

NASAL STEROIDS

flunisolide (nasal) SOLN .025% 3 QL (3 bottles / 30 days)

fluticasone propionate (nasal) SUSP 2 QL (1 bottle / 30 days)

50mcg/act

XHANCE EXHU 93mcg/act 4 QL (32 mL / 30 days),
PA

STEROID INHALANTS

ARNUITY ELLIPTA AEPB 50mcg/act, 3 QL (30 inhalations / 30

100mcg/act, 200mcg/act days)

budesonide (inhalation) SUSP .25mg/2ml, 4 B/D

STEROID/BETA-AGONIST COMBINATIONS

ADVAIR HFA AER 45/21 3 QL (1 inhaler / 30 days)
ADVAIR HFA AER 115/21 3 QL (1 inhaler / 30 days)
ADVAIR HFA AER 230/21 3 QL (1 inhaler / 30 days)
BREO ELLIPTA INH 50-25MCG 3 QL (60 blisters / 30
days)
BREO ELLIPTA INH 100-25 3 QL (60 blisters / 30
days)
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BREO ELLIPTA INH 200-25 3 QL (60 blisters / 30
days)
DULERA AER 50-5MCG 4 QL (1 inhaler / 30 days)
DULERA AER 100-5MCG 4 QL (1 inhaler / 30 days)
DULERA AER 200-5MCG 4 QL (1 inhaler / 30 days)
fluticasone-salmeterol aer powder ba 100- 3 QL (60 inhalations / 30
50 mcg/act days); (generic PRASCO
not covered)
fluticasone-salmeterol aer powder ba 250- 3 QL (60 inhalations / 30
50 mcg/act days); (generic PRASCO
not covered)
fluticasone-salmeterol aer powder ba 500- 3 QL (60 inhalations / 30
50 mcg/act days); (generic PRASCO
not covered)
wixela inhub 3 QL (60 inhalations / 30
days)
Respiratory Tract Agents
Antitussives
benzonatate CAPS 100mg, 200mg 2 ED, QL (30 caps / 10
days)
TOPICAL
DERMATOLOGY, ACNE
accutane CAPS 10mg, 20mg, 30mg, 40mg 4 PA
amnesteem CAPS 10mg, 20mg, 40mg 4 PA
benzoyl peroxide-erythromycin gel 5-3% 4 QL (46.6 gm / 30 days)
claravis CAPS 10mg, 20mg, 30mg, 40mg 4 PA
clindamycin phosphate (topical) GEL 1% 3 QL (75 gm / 30 days)
clindamycin phosphate (topical) LOTN 3 QL (60 mL / 30 days)
1%; SOLN 1%
ery PADS 2% 3 QL (60 pledgets / 30
days)
erythromycin (acne aid) GEL 2% 3 QL (60 gm / 30 days)
erythromycin (acne aid) SOLN 2% 3 QL (60 mL / 30 days)
isotretinoin CAPS 10mg, 20mg, 30mg, 4 PA
40mg
sulfacetamide sodium (acne) LOTN 10% 4 QL (118 mL / 30 days)
tretinoin CREA .025%, .05%, .1%; GEL 4 QL (45 gm / 30 days),
.01%, .025% PA
zenatane CAPS 10mg, 20mg, 30mg, 40mg 4 PA
DERMATOLOGY, ANTIBIOTICS
gentamicin sulfate (topical) CREA .1%; 3 QL (30 gm / 30 days)
OINT .1%
mupirocin OINT 2% 2 QL (220 gm / 30 days)
silver sulfadiazine CREA 1% 2
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ssd CREA 1% 2
SULFAMYLON CREA 85mg/gm 4 QL (453.6 gm / 30 days)
DERMATOLOGY, ANTIFUNGALS
ciclopirox olamine CREA .77% 3 QL (90 gm / 30 days)
ciclopirox olamine SUSP .77% 3 QL (60 mL / 30 days)
clotrimazole (topical) CREA 1% 2 QL (45 gm / 30 days)
clotrimazole (topical) SOLN 1% 3 QL (30 mL / 30 days)
clotrimazole w/ betamethasone cream 1- 3 QL (45 gm / 30 days)
0.05%
ketoconazole (topical) CREA 2% 3 QL (60 gm / 30 days)
klayesta POWD 100000unit/gm 3 QL (60 gm / 30 days)
nyamyc POWD 100000unit/gm 3 QL (60 gm / 30 days)
nystatin (topical) CREA 100000unit/gm; 2 QL (30 gm / 30 days)
OINT 100000unit/gm
nystatin (topical) POWD 100000unit/gm 3 QL (60 gm / 30 days)
nystop POWD 100000unit/gm 3 QL (60 gm / 30 days)
DERMATOLOGY, ANTIPSORIATICS
acitretin CAPS 10mg, 17.5mg, 25mg 4 PA
calcipotriene CREA .005%; OINT .005% 4 QL (120 gm / 30 days),
PA
calcipotriene SOLN .005% 4 QL (120 mL / 30 days),
PA
calcitrene OINT .005% 4 QL (120 gm / 30 days),
PA
tazarotene CREA .1% 3 QL (60 gm / 30 days),
PA
TAZORAC CREA .05% 4 QL (60 gm / 30 days),
PA
DERMATOLOGY, ANTISEBORRHEICS
ketoconazole (topical) SHAM 2% 2 QL (120 mL / 30 days)

selenium sulfide LOTN 2.5% 2
DERMATOLOGY, CORTICOSTEROIDS

ala-cort CREA 1% 1 GC
ala-cort CREA 2.5% 2
alclometasone dipropionate CREA .05%; 3 QL (60 gm / 30 days)
OINT .05%
betamethasone dipropionate (topical) 3 QL (120 gm / 30 days)
CREA .05%
betamethasone dipropionate (topical) 3 QL (120 mL / 30 days)
LOTN .05%
betamethasone dipropionate (topical) 4 QL (120 gm / 30 days)
OINT .05%
betamethasone dipropionate augmented 2 QL (120 gm / 30 days)
CREA .05%

PA - Prior Authorization QL - Quantity Limits ST - Step Therapy NM - Not available at 93

mail-order B/D - Covered under Medicare B or D LA - Limited Access ED - Excluded
Drug GC - We provide coverage of this prescription drug in the coverage gap. Please
refer to our Evidence of Coverage for more information about this coverage.



Drug Name

Drug Tier Requirements/Limits

betamethasone dipropionate augmented 4 QL (120 gm / 30 days)

GEL .05%; OINT .05%

betamethasone dipropionate augmented 4 QL (120 mL / 30 days)

LOTN .05%

betamethasone valerate CREA .1%; OINT 3 QL (120 gm / 30 days)

.1%

betamethasone valerate LOTN .1% 3 QL (120 mL / 30 days)

clobetasol propionate CREA .05%; GEL 4 QL (60 gm / 30 days)

.05%; OINT .05%

clobetasol propionate SOLN .05% 4 QL (50 mL / 30 days)

clobetasol propionate e CREA .05% 4 QL (60 gm / 30 days)

ENSTILAR AER 4 QL (120 gm / 30 days),
PA

fluocinolone acetonide CREA .01% 4 QL (60 gm / 30 days)

fluocinolone acetonide CREA .025% 4 QL (120 gm / 30 days)

fluocinolone acetonide OIL .01% 3 QL (118.28 mL / 30
days)

fluocinolone acetonide OINT .025% 3 QL (120 gm / 30 days)

fluocinolone acetonide SOLN .01% 4 QL (90 mL / 30 days)

fluocinonide CREA .05% 3 QL (120 gm / 30 days)

fluocinonide GEL .05%; OINT .05% 4 QL (60 gm / 30 days)

fluocinonide SOLN .05% 3 QL (60 mL / 30 days)

fluocinonide emulsified base CREA .05% 3 QL (120 gm / 30 days)

fluticasone propionate CREA .05%; OINT 3

.005%

halobetasol propionate CREA .05%; OINT 4 QL (50 gm / 30 days)

.05%

hydrocortisone (topical) CREA 1% 1 GC

hydrocortisone (topical) CREA 2.5%; 2

LOTN 2.5%; OINT 2.5%

mometasone furoate CREA .1%; OINT 3

.1%; SOLN .1%

triamcinolone acetonide (topical) CREA 2 QL (454 gm / 30 days)

.025%, .1%, .5%

triamcinolone acetonide (topical) LOTN 3

.025%, .1%

triamcinolone acetonide (topical) OINT 2

.025%, .1%, .5%

DERMATOLOGY, LOCAL ANESTHETICS

glydo PRSY 2% 4 QL (60 mL / 30 days),
PA

lidocaine OINT 5% 4 QL (50 gm / 30 days),
PA
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lidocaine PTCH 5% 4 QL (3 patches / 1 day),
PA

lidocaine hcl SOLN 4% 3 QL (50 mL / 30 days),
PA

lidocaine-prilocaine cream 2.5-2.5% 3 B/D, QL (30 gm / 30

days)

DERMATOLOGY, MISCELLANEOUS SKIN AND MUCOUS MEMBRANE

bexarotene (topical) GEL 1% 5 QL (60 gm / 30 days),
NM, PA

diclofenac sodium (topical) GEL 1% 3 QL (1000 gm / 30 days)

fluorouracil (topical) CREA 5% 4 QL (40 gm / 30 days)

fluorouracil (topical) SOLN 2%, 5% 3 QL (10 mL / 30 days)

hydrocortisone (rectal) CREA 1%, 2.5% 3

imiquimod CREA 5% 3 QL (24 packets / 30
days)

lactic acid (ammonium lactate) CREA 12% 2

lactic acid (ammonium lactate) LOTN 12% 3

metronidazole (topical) CREA .75% 4 QL (45 gm / 30 days)

metronidazole (topical) GEL .75% 3 QL (45 gm / 30 days)

metronidazole (topical) LOTN .75% 4 QL (59 mL / 30 days)

PANRETIN GEL .1% 5 QL (60 gm / 30 days),
PA

podofilox SOLN .5% 3 QL (7 mL / 28 days)

procto-med hc CREA 2.5% 3

proctosol hc CREA 2.5% 3

proctozone-hc CREA 2.5% 3

RECTIV OINT .4% 4 QL (30 gm / 30 days)

tacrolimus (topical) OINT .03%, .1% 4 QL (100 gm / 30 days)

VALCHLOR GEL .016% 5 QL (60 gm / 30 days),

NM, LA, PA

DERMATOLOGY, SCABICIDES AND PEDICULIDES

malathion LOTN .5% 4 QL (59 mL / 30 days)
permethrin CREA 5% 3 QL (60 gm / 30 days)
DERMATOLOGY, WOUND CARE AGENTS
REGRANEX GEL .01% 5 QL (30 gm / 30 days),
PA
SANTYL OINT 250unit/gm 4 QL (180 gm / 30 days)
sodium chloride (gu irrigant) SOLN .9% 3
water for irrigation, sterile irrigation soln 2
MOUTH/THROAT/DENTAL AGENTS
chlorhexidine gluconate (mouth-throat) 1 GC
SOLN .12%
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clotrimazole TROC 10mg 3 QL (150 lozenges / 30
days)

kourzeq PSTE .1% 3

lidocaine hcl (mouth-throat) SOLN 2% 2

nystatin (mouth-throat) SUSP 2

100000unit/ml

periogard SOLN .12% 1 GC

pilocarpine hcl (oral) TABS 5mg, 7.5mg 3

triamcinolone acetonide (mouth) PSTE 3

.1%

Vitamins
Vitamin B Complex

cyanocobalamin SOLN 1000mcg/ml 1 ED, GC, QL (1 mL/ 30
days)

folic acid TABS 1mg 1 ED, GC, QL (30 tabs /
30 days)

Vitamin D

ergocalciferol CAPS 50000unit 1 ED, GC, QL (4 caps / 28

days)
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aspirin-dipyridamole cap er 12hr 25-
200 MG eciiiiiiiiiiiiie i 78
ASTAGRAF XL cuviiiiiiiiii i 81
atazanavir sulfate...............ccceeunn. 20
atenolol.........c..cooiiiiiiii i 42
atenolol & chlorthalidone tab 100-25
0 1o 42
atenolol & chlorthalidone tab 50-25 mg
................................................. 42
atomoxetine hcl ....................... 55, 56
atorvastatin calcium ....................... 41
atovaquone ... 17
atovaquone-proguanil hcl tab 250-100
NG e 20
atovaquone-proguanil hcl tab 62.5-25
22 20
ATROPINE SULFATE......ccvviiviinenn, 88
atropine sulfate (ophthalmic) ........... 88
ATROVENT HFA ... 89
aubra €q .....c.ooeiiiiiiii 66
AUGTYRO ..viiiiiiiiicicie e 30
aurovela 1/20 ......ovvvviiiiiiiiiiiiiiinnnnns 66
aurovela fe 1.5/30..........ccccvvvvvvvvnnn. 66
aurovela fe 1/20 ........ccciiiivienniinninns 66
AUSTEDO ...oiiiiiiiiiiiii e 57
AUSTEDO XR i 57
AUSTEDO XR TAB TITR KIT ............. 57
AUVELITY TAB 45-105MG................ 46
AVIANE ittt 66
= V0 g = 66
AYVAKIT i vneennneaenes 30
aZacitiding ......cc.ouveiiiiiiiiiiinineannns 27
azathiopring .........ccccovieiiiiiiniennnn, 81
azelastine hcl.............c.ccoeiiiiiinennnn. 89
azelastine hcl (ophth) ..................... 87
azithromycin.........cccooeiiiiiiiiiiinnn, 24
b= 4 0 g=10] g =1 o 1 1 17
AZUFELLE ... i 66
B
bacitracin (ophthalmic) ................... 86
bacitracin-polymyxin b ophth oint.....86

bacitracin-polymyxin-neomycin-hc

ophth oint 1% .......cccovvvviiiiiiinnnnnn. 86
baclofen ........cccooviiiiiiiiiiiiiiiieie 58
BAFIERTAM ..o 58
balsalazide disodium....................... 74
BALVERSA.....co i 30
balziva.....ccoovieiiiiiii 66
BARACLUDE ....cvviviiiiiiiieiie e 22
BASAGLAR KWIKPEN ........cccvvvivinnens 63
BCG VACCINE.....ccoiiviiiiieiie e 82
BD ALCOHOL SWABS........cocvveinnens 63
benazepril & hydrochlorothiazide tab

10-12.5 MG «eiiiiiiiiiiiiiiiiiiiieiiineens 37
benazepril & hydrochlorothiazide tab

20-12.5mM@g ..o, 37
benazepril & hydrochlorothiazide tab

20-25 MG ..ccciiiiiiiiiiiii 37
benazepril & hydrochlorothiazide tab 5-

6.25MQg ..o 37
benazepril hcl .........c.ccoviiiiiiiiiiiinnnn, 38
BENDEKA ... 26
BENLYSTA .. i 81
benzonatate .............ccoeiiiiiiiiiiiinnnn, 92
benzoyl peroxide-erythromycin gel 5-

B0 e 92
benztropine mesylate ..................... 48
BERINERT ..o 78
BESIVANCE ...coviiiiiiiieeie e 86
BESREMI....ccviiiiiiiiiiie e 29
betaine powder for oral solution ....... 71
betamethasone dipropionate (topical)

................................................. 93
betamethasone dipropionate

augmented ..........c..oeviiiiiinnn. 93, 94
betamethasone valerate.................. 94
BETASERON ...ccvviiiiiiiiiiieceeen 58
betaxolol hcl (ophth) .......ccoocveiiin 87
bethanechol chloride....................... 76
BETOPTIC-S ..o 87
BEVESPI AER 9-4.8MCG.................. 88
bexarotene..........cooeiiiiiiiiiiiiiiies 29
bexarotene (topical) ............cccvvunnnn. 95
BEXSERO INJ...cciiiiiiiiiiiie e 82
bicalutamide..............ccoiiiviiiiiiinnnn, 28
BICILLIN L-A .o 25
BIKTARVY TAB 30-120-15 MG.......... 21
BIKTARVY TAB 50-200-25 MG.......... 21



bisoprolol & hydrochlorothiazide tab

10-6.25 MG cccvvviiiiiiiiiiiiiiiiaaas 42
bisoprolol & hydrochlorothiazide tab
2.5-6.25mg ....ccciiiiiii 42
bisoprolol & hydrochlorothiazide tab 5-
6.25 MG ceeiiiiiii i 42
bisoprolol fumarate ........................ 42
BIVIGAM ...t 81
blisovi fe 1.5/30 ........cciiiiiiiinnniinnnnns 66
BOOSTRIX INJ .ocviiiiiiiiiii e 82
bortezomib ..........c.ccoviiiiiiiiiiiiias 30
BORTEZOMIB......ccovvieiiiiiieiiiineaees 30
bosentan ........cocviiiiiiiiiiii 45
BOSULIF .. 30
BRAFTOVI ..o 30
BREO ELLIPTA INH 100-25.............. 91
BREO ELLIPTA INH 200-25.............. 92
BREO ELLIPTA INH 50-25MCG.......... 91
BREZTRI AERO AER SPHERE............ 88
BREZTRI AERO AER SPHERE
(INSTITUTIONAL PACK)......vvvvvneen 88
briellyn ... 66
BRILINTA . i e 78
brimonidine tartrate........................ 87
brinzolamide................ccccoiiiiiiiiinnn. 87
BRIVIACT .t 51
bromfenac sodium (ophth) .............. 87
bromocriptine mesylate................... 48
BROMSITE....cciiiiiiiiieiiiie e 87
BRONCHITOL ..civviiiiiiieiiiii i 90
BRUKINSA ...t 30
budesonide..............ccooiiiiiiin 74,75
budesonide (inhalation)................... 91
bumetanide ...............ccooiiiiiiiiine, 44
buprenorphine hcl .......................... 59
buprenorphine hcl-naloxone hcl sl film
12-3 mg (base equiv) .................. 59
buprenorphine hcl-naloxone hcl sl film
2-0.5 mg (base equiv) ................. 59
buprenorphine hcl-naloxone hcl sl film
4-1 mg (base equiVv) ..........ccovinenn. 59
buprenorphine hcl-naloxone hcl sl film
8-2 mg (base equiv) .................... 59
buprenorphine hcl-naloxone hcl sl tab
2-0.5 mg (base equiv) ................. 59
buprenorphine hcl-naloxone hcl sl tab
8-2 mg (base equiv) .................... 59

bupropion Acl..........c.ccoiiiiiiiiiiiiaens 46
bupropion hcl (smoking deterrent) ...59
buspirone Acl...........c..ccoiiiiiiiiinnn. 45
butorphanol tartrate ....................... 16
BYDUREON BCISE ......ccvvvviiiiieinnens 60
BYET TA i 60
C
cabergolinge ..........cccoviiiiiiiiiiiie . 71
CABOMETYX ttiiiiiiiiiii it ae 30
CalCipotriene .......c..covvvieiiiiiiiiiiiinenns 93
calcitonin (salmon) spray ................ 65
(0= ] o] 1 g'=] g 1= 93
[07=] [o1] 1 g (o] PR 73
calcitriol (oral) .......ccovvviiiiiiiiiiinnnn, 73
calcium acetate (phosphate binder) ..72
CALQUENCE .....cviiiiiiieciiieeee e 30
CAMIIA.. ..o 66
candesartan cilexetil ....................... 40
CAPLYTA o 49
CAPRELSA ... 30
(07=] 0100 ] o) o | A 38
captopril & hydrochlorothiazide tab 25-
IS MG 37
captopril & hydrochlorothiazide tab 25-
25mMQG... 37
captopril & hydrochlorothiazide tab 50-
IS MG 38
captopril & hydrochlorothiazide tab 50-
25MmMQG... 38
carb/levo orally disintegrating tab 10-
NN 0J0] o 2o B 48
carb/levo orally disintegrating tab 25-
JOOMQG e 48
carb/levo orally disintegrating tab 25-
250M@G ... 48
carbamazepine ..............ccoiiiiiiiinnn. 51

carbidopa & levodopa tab 10-100 mg48
carbidopa & levodopa tab 25-100 mg48
carbidopa & levodopa tab 25-250 mg48
carbidopa & levodopa tab er 25-100

NG e 48
carbidopa & levodopa tab er 50-200

0 T« P 48
carbidopa-levodopa-entacapone tabs

12.5-50-200 MQG......ccvviniiiinnninnnns 48
carbidopa-levodopa-entacapone tabs

18.75-75-200 MG .....covvviiinniinnnns 48
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carbidopa-levodopa-entacapone tabs

25-100-200 MG ..cccviiiiiiiiiiiinninnnns 48
carbidopa-levodopa-entacapone tabs
31.25-125-200 Mg .....covviiiiniinnnnn. 48
carbidopa-levodopa-entacapone tabs
37.5-150-200 Mg ........coccviniinnnnn. 48
carbidopa-levodopa-entacapone tabs
50-200-200 Mg.......ccoooviiiiiniinnnnn. 48
carboplatin ..........c.cooiiiiiiiiiiiii 26
carglumic acid.............ccoccviiiinninnn. 71
carteolol hcl (ophth) ...............ooe.i 87
Cartia Xt ...ooeuiiii i i 43
carvedilol ..........cooviiiiiiiii 42
caspofungin acetate........................ 19
CAYSTON Lo eaeas 17
[00=] = [o) [0 ] al 23
CEFACLOR ER ...civviiiiiiiiiiiciiiie e 23
cefadroXil .......couvuiiiiiiiiiiiiiiiia 23
CEFAZOLIN....ociiiiiiii e eaens 23
CEFAZOLIN INJ 1GM/50ML............... 23
cefazolin sodium .............ccoevvineinnn. 23
CEFAZOLIN SOLN 2GM/100ML-4% ...23
[00=] [o 1 0] 23
cefepime ACl .........cccovviiiiiiiiiiiinnns 23
CEFIXIME ..t 23
cefoxitin sodium ...............cooviveinen. 23
cefpodoxime proxetil ...................... 23
CEIProzZil ......ouuiiiiiiiiiiiiiiie e 24
ceftazidime........ccoooviiiiiiiiiiiiiiinnnnns 24
ceftriaxone sodium ............cccvvevinnen. 24
cefuroxime axetil..............coovvnvinen. 24
cefuroxime sodium ...........ccccvvevinnenn 24
[0l=] (=00} ¢/ o B 15
cephalexin........cccocveiiiiiiiiiiiiniinnnn 24
CERDELGA. ... 71
CEREZYME.....c.coiiiiiiiiiciiician 71
cetirizine hcl ........c.cooviiiiiiiiiiiiiinnnn 89
chateal.........cooviiiiiiiiiiiiiiiie e 66
CHEMET ..ttt aea 65
chlorhexidine gluconate (mouth-throat)
................................................. 95
chloroquine phosphate.................... 20
chlorpromazine hcl ......................... 49
chlorthalidone ..................coovivinen. 44
cholestyramine .............cccceeviinvinnnn. 41
cholestyramine light ....................... 41
ciclopirox olaminge.................ccovuuee. 93

(6] (011 1= V4o ] I 78

CILOXAN ..ottt ittt riiineee e s e enaas 86
CIMDUO TAB 300-300 ....ccvvvvveviinnnns 21
cinacalcet NCl.........cccoviiiiiiiiiiiiinnnnns 71
O 1 2 . L 24

ciprofloxacin 200 mg/100ml in d5w ..24
ciprofloxacin 400 mg/200ml in d5w ..24

ciprofloxacin hcl ..............cooviiiiinnnn 24
ciprofloxacin hcl (ophth).................. 86
ciprofloxacin-dexamethasone otic susp
0.3-0.1% cvvvviiiiiiiiiiiiiie e 88
CISPIatin ....oovvieei i 26
citalopram hydrobromide ................ 46
Claravis ......coouiiiiiiii i 92
clarithromycin............cooiiiiiiiiiinnnns 24
clindamycin hcl ............c.cooiiiiiinnnn, 17
clindamycin palmitate hydrochloride .17
clindamycin phosphate.................... 17
clindamycin phosphate (topical) ....... 92
clindamycin phosphate in d5w iv soln
300 mg/50ml........cccociiiiiiiiiiinn. 17
clindamycin phosphate in d5w iv soln
600 mg/50ml...........ccocoviiiiiiinnnn. 17
clindamycin phosphate in d5w iv soln
900 mg/50ml.........ccccovviiiiiiiinnnn. 17
clindamycin phosphate vaginal......... 77
CLINDMYC/NAC INJ 300/50ML......... 17
CLINDMYC/NAC INJ 600/50ML......... 17
CLINDMYC/NAC INJ 900/50ML......... 18
CLINIMIX INJ 4.25/D10 ...ccevvvvnnnnnn. 85
CLINIMIX INJ 4.25/D5W ......cvvenne. 85
CLINIMIX INJ 5%/D15W ........c..e.eee. 85
CLINIMIX INJ 5%/D20W ........ccuevnee. 85
CLINIMIX INJ 6/5..ccciiiiiiiiiiiiiiiinenne, 85
CLINIMIX INJ 8/10 c.cvviiiiiiiiiieieennen 85
CLINIMIX INJ 8/14 ...cevvviieiiiiieenne, 85
clinisol Sf 15% ......covvvieiiiiiiiiniinnnns 85
CLINOLIPID EMU 20% ....ovvvvivennnnn. 85
clobazam ........ccoviiiiiiiiiiiiii 51
clobetasol propionate...................... 94
clobetasol propionate e€................... 94
clomipramine hcl..................ccoo..ie. 46
clonazepam ........cocoviiiiiiiiiiiiia, 51
cloniding ..........ccviiiiiiiiiiiiiiiiiien, 44
clonidine hcl ...........c.ccovviiiiiiiiiinnnns 44
clopidogrel bisulfate........................ 78
clorazepate dipotassium.................. 52



ClOtriMAzZOIE .....veeeeeiiiiiiiiiiiiinennns 96

clotrimazole (topical) ...................... 93
clotrimazole w/ betamethasone cream
1-0.05%....ccciiiiiiiiiiiiiiiiiiia e 93
Clozaping........cccvoeiiiiiiiiiiiiiiiii e 49
COARTEM TAB 20-120MG................ 20
COICRICINE ..o i 15
colchicine w/ probenecid tab 0.5-500
72 15
colesevelam hcl.............c..coeviiiiinnen. 41
colestipol hcl...........ccoeviiiiiiiiinninns 41
colistimethate sodium ..................... 18
COMBIGAN SOL 0.2/0.5% ............... 87
COMBIVENT AER 20-100.........cc...e.. 88
COMETRIQ (60MG DOSE) .......cvvvuee. 30
COMETRIQ KIT 100MG......cccvvivennnns 30
COMETRIQ KIT 140MG......cvvvvvennnenn 30
COMPLERA TAB...ctiiiiiiiiiiiiiieians 21
(60 ] 1 0] 0 73
CONSLUIOSE ... 75
COPIKTRA .ottt eaeas 31
CORLANOR ...ciii i aeas 44
COTELLIC ..ttt e 31
CREON CAP 12000UNT....cccvvvinnennens 76
CREON CAP 24000UNT.....ccevvinvennnens 76
CREON CAP 3000UNIT ...covvvvviniennens 76
CREON CAP 36000UNT.....ccevvvnvennnenn 76
CREON CAP 6000UNIT ....cccvvvinnennnens 76
cromolyn sodium..........ccccceeviineinnnnn 90
cromolyn sodium (mastocytosis) ...... 75
cromolyn sodium (ophth) ................ 87
Cryselle-28 .......ccouiiiiiiiiiiiiiiiinennnnns 66
cyanocobalamin ...........ccccceeiiiieiinnnn 96
cyclobenzaprine hcl ........................ 58
cyclophosphamide ..................co... 26
CYCLOPHOSPHAMIDE .......cccvvvvnnenn 26
CYCLOPHOSPHAMIDE MONOHYDR....27
CYCIOSEIINE ... nanens 22
CYCIOSPOIINE ..o.viiiiiiiiiiiieiiaieiians 81
cyclosporine modified (for
microemulsSion) ........cccooeiiiiiinnnns 81
cyproheptadine hcl ......................... 89
[0}V 4 =10 =T F PP 66
CYSTADROPS. ... 88
CYSTAGON ..ot eeens 71
CYSTARAN. ...t ans 88
cytarabine .........ccociiiiiiiiiiiiii 27

D
D10W/NACL INJ 0.2% ...ovvvvvinnnnnnnns 83
D2.5W/NACL INJ 0.45%......cccvuvnnens 83
DSW/LYTES INJ #48....cccevviivviinnnnns 83
dabigatran etexilate mesylate.......... 77
dalfampridine .............cc.ccoiiiiiinnnns 58
danazol........c.coooiiiiiiiiiiii 69
dantrolene sodium ................ccoo.une. 58
AAPSONE ..ottt eaaeaas 18
DAPTACEL INJ .ceiiiiiiiiiiceens 82
daptomycin ..........coeeviiiiiiiiiiiie, 18
DAPTOMYCIN..cviiiiiiiiiiieninennenanans 18
darunavir ....co.oueeiiii i aaninens 20
dasetta 1/35.....cciiiiiiiiiiiiiiiiiinnenenns 66
dasetta 7/7/7 ..couiiiiiiiiiiiiiiiiiiiaa, 66
DAURISMO ....iiiiiiiiiiciie i ceeaens 31
DAYVIGO ..oiiiiiiiiii i 56
deblitane.........cccccuiiiiiiiiiiiiiiinenns 66
deferasiroX .....oouuveuiiiiiiiiiiiiieninanns 65
DELSTRIGO TAB....ciiviiiiiieiiniiennns 21
DENGVAXIA SUS.....cov i 82
DEPO-SUBQ PROVERA 104.............. 66
depo-testosterone ..........ococviiiiiinnnn. 60
DESCOVY TAB 120-15MG................ 21
DESCOVY TAB 200/25MG................. 21
desipramine hcl................cccceeviinnn 46
desmopressin acetate ..................... 71
desmopressin acetate spray ............ 71
desmopressin acetate spray
refrigerated ............c.coviiiiiiiinnnn. 71
desogest-eth estrad & eth estrad tab
0.15-0.02/0.01 mg(21/5)............. 66
desogestrel & ethinyl estradiol tab 0.15
MG=-30 MCG....ovvviiiiiiiiiiiiiiaiineanans 66
desvenlafaxine succinate................. 46
dexamethasone ...........c.ccoeviiiiinnnn, 70
DEXAMETHASONE INTENSOL........... 70

dexamethasone sodium phosphate...70
dexamethasone sodium phosphate

(OPhtR) .o 87
DEXCOM G5 MIS RECEIVER............. 59
DEXCOM G5 MIS TRANSMIT ............ 59
DEXCOM G6 MIS RECEIVER............. 60
DEXCOM G6 MIS SENSOR ............... 60
DEXCOM G6 MIS TRANSMIT ............ 60
DEXCOM G7 MIS RECEIVER............. 60
DEXCOM G7 MIS SENSOR ............... 60



dexmethylphenidate hcl .................. 56

AEXEIOSE. .. ittt aaaans 85
dextrose 10% w/ sodium chloride
0.45%..cciuiiiiiiiiiiiiiii i, 83
dextrose 2.5% w/ sodium chloride
0.45%..cciuiiiiiiiiiii i, 83
dextrose 5% in lactated ringers........ 83
dextrose 5% w/ sodium chloride 0.2%
................................................. 83
dextrose 5% w/ sodium chloride
0.225% ..ccciiiiiiiiiiiiiiiiiiii e, 83
dextrose 5% w/ sodium chloride 0.3%
................................................. 83
dextrose 5% w/ sodium chloride 0.45%
................................................. 83
dextrose 5% w/ sodium chloride 0.9%
................................................. 83
DIACOMIT ..t 52
(6 1=V.{=] o) 1 o B 52
diazepam (anticonvulsant) .............. 52
diazepam iNj...cccooeuviieiiiiiininennnens 52
diazepam intensol .................cccouee. 52
diazoXide.......oviiiiiiiii i i 71
diclofenac potassium ...................... 15
diclofenac sodium..............cccciievinns 15
diclofenac sodium (ophth) ............... 87
diclofenac sodium (topical) .............. 95
dicloxacillin sodium......................... 25
dicyclomine hcl ............ccccovviinninnnn. 74
D (O 1 B R 24
diflunisal .........ccooviiiiiiiiiiiiiiiiiiias 15
(6] ]e (o) ¢/ o I 44
dihydroergotamine mesylate............ 56
DILANTIN ..ot 52
DILANTIN INFATABS......c.ccvvivvvenenn 52
DILANTIN-125 ..o 52
diltiazem hcl ...........ccoooiiiiiiiiiiiininns 43
diltiazem hcl coated beads............... 43
diltiazem hcl extended release beads 43
QilE=XI e i 43
DIP/TET PED INJ 25-5LFU ............... 82
diphenhydramine hcl ...................... 89
diphenoxylate w/ atropine lig 2.5-0.025
mg/5ml......ccooviiiiiiiiiii, 75
diphenoxylate w/ atropine tab 2.5-
0.025mMQG «coviiiiiiiiiiiiiie i 75
dipyridamole...........cccciviiiiiiiiinnninnn. 78

disopyramide phosphate ................. 40
disulfiram.........cccooiiiiiiiiiiiiiiiiiiaen, 59
divalproex sodium ..............ccceevvnnnn. 52
docetaxel ......c.cveviiiiiiiiiiiiiiiiieiies 29
DOCETAXEL...oiiviiiiiiiiiiiicieaen 29
dofetilide.........cccovieiiiiiiiiiiiiiiiiinnnns 40
donepezil hydrochloride .................. 45
DOPTELET .o 78
dorzolamide hcl...............covvieiinnn, 87
dorzolamide hcl-timolol maleate ophth
soln 2-0.5%......c.cccoviiiiiiiiiiiinnns 87
(o (o]« o A 69
DOVATO TAB 50-300MG ..........cc.uuees 21
doxazosin mesylate ...............ccoouen 38
doxepin NCl........cccovviiiiiiiiiiiiiinenns 46
doxepin hcl (sleep) ........cccovvvnvnnnnnn. 56
doxorubicin Acl ..........coooiiiiiiiiiiinnn, 27
doxorubicin hcl liposomal ................ 27
AOXY 100.....cciiiiiiiiiiiiiiieiiennnens 26
doxycycline (monohydrate) ............. 26
doxycycline hyclate ........................ 26
dronabinol............c.cciiiiiiiiiiiiiie 74
drospirenone-ethinyl estradiol tab 3-
0.02 MG it aaees 66
drospirenone-ethinyl estradiol tab 3-
(005 30 1 T« I 66
DROXIA . 78
droXidOPa.......ouveuiieiiiiiieiiannnens 44
DULERA AER 100-5MCG...........ccuuteee 92
DULERA AER 200-5MCG.........cceuues 92
DULERA AER 50-5MCG.........cccvunens 92
duloxetine hCl .........c.ccovviiiiiiiiiiinnnns 46
DUPIXENT .o eaen 79
dutasteride..........ccooviiiiiiiiiiiiiiinenn, 76
dutasteride-tamsulosin hcl cap 0.5-0.4
0 T« P 76
E
€..5. 400 ... 24
(STt p1=] o) 0) (=] o N, 15
EDURANT ..ottt aeas 20
EfAVIFENZ ..o eaaeaas 20
efavirenz-emtricitabine-tenofovir df tab
600-200-300 MG ....oocvviriiiniinnnnnnns 21
efavirenz-lamivudine-tenofovir df tab
400-300-300 MG ..covviieiiiiinninnnnn, 21
efavirenz-lamivudine-tenofovir df tab
600-300-300 MG ..c.ovveviniiiniinnnnnnns 21

103



ELIGARD ...t 28

€lINESE ..o 66
ELIQUIS ..o e 77
ELIQUIS STARTER PACK........cccueveee. 77
ELLENCE ..o 27
€IUNYNG .o 66
EMCYT o e 28
EMSAM i 46
emtricitabing ...........cccoeiiiiiiiiiinenn 20
emtricitabine-tenofovir disoproxil
fumarate tab 100-150 mg ............ 21
emtricitabine-tenofovir disoproxil
fumarate tab 133-200 mg ............ 21
emtricitabine-tenofovir disoproxil
fumarate tab 167-250 mg ............ 21
emtricitabine-tenofovir disoproxil
fumarate tab 200-300 mg ............ 22
EMTRIVA ... 20
EMVERM....coiiiiiiiii e 18
enalapril maleate ........................... 38
enalapril maleate & hydrochlorothiazide
tab 10-25 MQG......ccovviiiiiiiiininnnnnn. 38
enalapril maleate & hydrochlorothiazide
tab 5-12.5mg.......cccoiiiiiiiiiiiinnnn. 38
ENBREL.....covviiiiiiiiic e 79
ENBREL MINI.....coooviiiiiiiiiieee e 79
ENBREL SURECLICK.........covvivvinennen. 79
ENDARI....ccviiiiiiiici e 78
endocet tab 10-325mg...........cccoun... 16
endocet tab 2.5-325mg................... 16
endocet tab 5-325mg ..................... 16
endocet tab 7.5-325mg................... 16
ENGERIX-B...coviriiiiiiiiiiecee e 82
enilloring .........cooovviiiiiiiiiiiiiiiians 66
enoxaparin sodium .............c.cceevinen. 77
ENPresSSe-28 ....ovvviiiiiiiiiiiiiiieaes 66
ENSKYCE et ii i nnnennnees 66
ENSTILAR AER ... 94
ENtACAPONE. ... oottt 48
(=] 1a=T0r= AV | o 22
ENTRESTO TAB 24-26MG ................ 39
ENTRESTO TAB 49-51MG ................ 39
ENTRESTO TAB 97-103MG............... 39
ENUIOSE ... 75
EPCLUSA PAK 150-37.5.....cccivviinnnnns 22
EPCLUSA PAK 200-50MG................s 22
EPCLUSA TAB 200-50MG................. 22

EPCLUSA TAB 400-100 ........cecuvunnens 22
EPIDIOLEX ..viiiiiiiiie e naens 52
epinephrine (anaphylaxis) ......... 44, 90
EPILOL ... 52
EPIErENONE ... aiaens 38
EPRONTIA . i 52
ergocalciferol ............ccoociiiiiiiiiinnnn, 96
ergotamine w/ caffeine tab 1-100 mg
................................................. 57
ERIVEDGE .....cccviiiiiiiiiciieiec e 31
ERLEADA. ...t ae 28
erlotinib Acl ..........cccviiiiiiiiiii, 31
EITIIN it rieeeeaas 66
ertapenem sodium ..........ccciieevinnn. 18
(] 52T 92
ery-tab ....c.ooiiii e 24
ERYTHROCIN LACTOBIONATE.......... 24
erythrocin stearate...............cccoounn. 24
erythromycin (acne aid) .................. 92
erythromycin (ophth) ..................... 86
erythromycin base.......................... 24
erythromycin ethylsuccinate ............ 24
erythromycin lactobionate. ............... 24
escitalopram oxalate....................... 46
esomeprazole magnesium ............... 76
estarylla.......ccooeviiiiiiiiiiiiiiiiiiiiens 66
estradiol..........ccoviiiiiiiiiiiii 70
estradiol & norethindrone acetate tab
0.5-0.1 MG .ccceiiriiiiiiiiiiiiiiiiiinns 70
estradiol & norethindrone acetate tab
1-0.5MQG..cciiiiiiiiiiiiiiiiiiiiiaens 70
estradiol vaginal...............cccoeeviinnnn, 70
estradiol valerate .................cccoo...e. 70
ethambutol hcl...........ccoooiviiiiiinnn 22
ethosuximide .............cccoviiviiiniinnnn, 52
ethynodiol diacetate & ethinyl estradiol
tab1 mg-35mcg ......coovvvvviiniinnnn. 66
ethynodiol diacetate & ethinyl estradiol
tab1 mg-50mcg ......coceviniiininnnnn 66
etodolac........ccoeiiiiiiiiii 15
etonogestrel-ethinyl estradiol va ring
0.120-0.015 mg/24hr .................. 66
etopoSIde ... 29
€Lraviring ........oviiiiiiiiii i 20
EULEXIN ..o 28
EUERYIOX v e 73
EVErOlIMUS ..ot iaeens 31



everolimus (immunosuppressant)..... 81

EVOTAZ TAB 300-150.....cccvvvvvviinnnns 22
EXEMESEANE . ... 28
EXKIVITY oiiiiiiiiieeieeeeeenaeeeas 31
EYSUVIS .o 87
€Zetimibe .....covviiiiiiiiiii 41

ezetimibe-simvastatin tab 10-10 mg.41
ezetimibe-simvastatin tab 10-20 mg.41
ezetimibe-simvastatin tab 10-40 mg.41
ezetimibe-simvastatin tab 10-80 mg.42
F

FABRAZYME....iiiiiiiiii it ninnnns 71
falming .......oooviiiiiiiiiiiiiiiiiiii 66
fAMCICIOVIr.. ..o i 22
famotiding .............cccciiiiiii i, 74
famotidine in nacl 0.9% iv soln 20
mg/50ml ..., 74
FANAPT oottt i enaas 49
FANAPT PAK i iiiiineee s ninnnns 49
FARXIGA ..ottt iiiiiineee s nnnaas 60
FASENRA. .. ..ot e 90
FASENRA PEN ..vviiiiiiiiiiiiiieeiinnans 90
felbamate. ... 52
felodiping ........coovieiiiiiiiiiiiiiiiiiiaens 43
fenofibrate ... 41
fenofibrate micronized .................... 41
fentanyl .......ccooviiiiiiiiiiiiii 15
fentanyl citrate ................coovvivinnnn. 16
FETZIMA .ot eaaes 47
FETZIMA CAP TITRATIO ..ccvvvvvvvinnnnns 47
7 63
FIASP FLEXTOUCH........cciivveeiiieinnns 63
FIASP PENFILL ccvvvviiiiiiiiiiiieee i ieinans 63
FIASP PUMPCART ..oviiiiiiiiiieeeiiinnnns 63
finasteride .........oouviiiiiiiiiiiiiiiiiiiinn, 76
fingolimod Acl ............c.ccoooviiiiiiiinnnns 58
FINTEPLA ..o eaas 53
FIRMAGON ..o 28
= o, 88
FLAREX 1tiiiiiiiiiiie i eiiiireeeennnnnns 87
FLEBOGAMMA DIF .....cciiiiiiiieiiiiinns 81
flecainide acetate ..........ccovvvvviiinnnnn. 40
fluconazole .........ouviiiiiiiiiiiiiiiiiiiinnn, 19
fluconazole in nacl 0.9% inj 200
mg/100ml .........ccociiiiiiiiiiiiiiiiaenn, 19
fluconazole in nacl 0.9% inj 400
mg/200ml .........coiiiiiiiiiiiiiiiiaens 19

fluCytoSINE.......cvviieiii i iiieiaens 19
fludrocortisone acetate ................... 70
flunisolide (nasal)................coovvinen. 91
fluocinolone acetonide .................... 94
fluocinolone acetonide (otic) ............ 88
fluocinonide..........ccccvviiiiiiinniinnn. 94
fluocinonide emulsified base ............ 94
fluorometholone (ophth) ................. 87
fluorouracil ...........cccoiiiiiiiiiiiinniinnn. 27
fluorouracil (topical) .............ccoc.vt. 95
fluoxetine hCl..........c.ccoviiiiiiiiiiinnnn, 47
fluphenazine decanoate .................. 49
fluphenazine hcl..............cccccevvinnnn 49
flurbiprofen ...........cccoeiiiiiiiiiiinnnns 15
flurbiprofen sodium ........................ 87
fluticasone propionate..................... 94
fluticasone propionate (nasal).......... 91
fluticasone-salmeterol aer powder ba
100-50 mcg/act .......cccvviiiiiiiinnnn. 92
fluticasone-salmeterol aer powder ba
250-50 mcg/act ......cc.coiiiiiiiiinnn 92
fluticasone-salmeterol aer powder ba
500-50 mcg/act .......ccovviviiininnnnn. 92
fluvoxamine maleate ...................... 45
folicacid .......cooovviiiiiiiiiiiiiiiiie e, 96
fondaparinux sodium ...................... 77
fosamprenavir calcium .................... 20
fosinopril sodium .................ccoovinii. 38
fosinopril sodium & hydrochlorothiazide
tab 10-12.5mg......cccovviiiiiininnnns 38
fosinopril sodium & hydrochlorothiazide
tab 20-12.5mg.....ccccccvviiiiinninnnn. 38
FOTIVDA ..o 31
FRUZAQLA. ... 31
fulvestrant ..o, 28
furosemide .........cooveiiiiiiiiiiii 44
furosemide inj........ccvveeiiiiiiiiniinnnns 44
FUZEON ... 20
fyavolv tab 0.5mg-2.5mcg .............. 70
fyavolv tab 1mg-5mcg .................... 70
FYCOMPA ..o 53
G
gabapentin ..........ccccoiiiiiiiiiiiii 53
galantamine hydrobromide........ 45, 46
GAMASTAN INJ ..o 81
GAMMAGARD LIQUID.......cceviveenennn. 81
GAMMAGARD S/D IGA LESS TH ....... 81



GAMMAKED ...viiiiiii i eaea 81
GAMMAPLEX .o neens 81
GAMUNEX-C ..iiiiiiiiiiii i naens 81
ganciclovir sodium..............cccoeevns. 22
GARDASIL O INJ ..ot eeee 82
gatifloxacin (ophth) ........................ 86
GATTEX it aeas 75
GAUZE PADS 2...iiviiiiiiiiiiiiiieiiaans 63
Gavilyte-C..ccovvieiiiiiiiiiiiii i 75
gavilyte-g...ccouviiiiiiiiiiiii i 75
GAVRETO .ot naens 31
GEFitinib ....covviiiiiii 31
gemcitabine hcl.............cocooeviinnnnn. 27
gemfibrozil ............cccooviiiiiiiiiiiiennnn. 41
GEMTESA ..o 76
generlac........ccoviiiiiiiiiiii i 75
GENGIaf.ciiiiiiiiiiiii e 82
GENOTROPIN...ccvviiiiieiiie e e 71
GENOTROPIN MINIQUICK................ 71
gentamicin in saline inj 0.8 mg/ml/....18
gentamicin in saline inj 1 mg/ml ...... 18

gentamicin in saline inj 1.2 mg/ml....18
gentamicin in saline inj 1.6 mg/ml....18

gentamicin in saline inj 2 mg/ml ...... 18
gentamicin sulfate.......................... 18
gentamicin sulfate (ophth) .............. 86
gentamicin sulfate (topical) ............. 92
GENVOYA TAB ..o e 22
GILOTRIF .ttt eaees 31
glatiramer acetate.......................... 58
glatopa ......cooviiiiiii 58
GLEOSTINE ..o e 27
glimepiride ..........ccoviiiiiiiiiiinnnnnn. 60
glipizide ........cc.covviiiiiiiiiiiiiinnn. 60, 61
glipizide Xl ........cccooiiiiiiiiiiiiiiiiinnnn, 61
glipizide-metformin hcl tab 2.5-250 mg

................................................. 61
glipizide-metformin hcl tab 2.5-500 mg

................................................. 61
glipizide-metformin hcl tab 5-500 mg61
glycopyrrolate...........c.c.coeviiiiinnnnnn. 74
glydo ....eeiei 94
GLYXAMBI TAB 10-5 MG ..........c.utees 61
GLYXAMBI TAB 25-5 MG ..........c..0ees 61
granisetron hcl.........coooviiiiiiinnnn. 74
griseofulvin microsize ..................... 19
griseofulvin ultramicrosize............... 19

guanfacine hcl ............cccocoiiiiiinnn. 44

guanfacine hcl (adhd) ..................... 56
GVOKE HYPOPEN 2-PACK.........cc.ue.. 71
GVOKE KIT .tiiiiiiiiiiiie v i neeae 71
GVOKE PFS . 71
H
HAEGARDA. ... 78
hailey 1.5/30 .......ccccoviiiiiiiiiiinnniinnn. 67
halobetasol propionate.................... 94
haloette .......c.covvviiiiiiiiiiiiiiieiaens 67
haloperidol ............cccooiiiiiiiiiininnn. 49
haloperidol decanoate..................... 49
haloperidol lactate.......................... 49
HARVONI PAK 33.75-150MG............ 23
HARVONI PAK 45-200MG ................ 23
HARVONI TAB 45-200MG ................ 23
HARVONI TAB 90-400MG ................ 23
HAVRIX. .ot 82
heather........ccoooviiiiiiiiiiii i, 67
HEP SOD/D5W INJ 20000UNT.......... 77
HEP SOD/D5W INJ 25000UNT.......... 77
HEP SOD/NACL INJ 12500UNT......... 77
HEP SOD/NACL INJ 25000UNT ......... 77
heparin sodium (porcine) ................ 77
HEPARIN/NACL INJ 25000UNT ......... 77
HEPLISAV-B ..o 82
HERCEP HYLEC SOL 60-10000.......... 31
HERCEPTIN ..o 31
HERZUMA. ... 31
o 2] 2 82
HUMIRA ... 79
HUMIRA PEDIA INJ CROHNS............ 79
HUMIRA PEDIATRIC CROHNS D ....... 79
HUMIRA PEN......ooviiiiiiiicie e 79
HUMIRA PEN KIT PS/UV .......cocvnnens 79
HUMIRA PEN-CD/UC/HS START........ 79
HUMIRA PEN-PEDIATRIC UCS.......... 79
HUMIRA PEN-PS/UV STARTER.......... 79
HUMULIN R U-500 (CONCENTR........ 63
HUMULIN R U-500 KWIKPEN ........... 63
hydralazine hcl.................cccooviinnnn, 44
hydrochlorothiazide ........................ 44
hydrocodone bitartrate ................... 15
hydrocodone-acetaminophen soln 7.5-
325 mg/15ml........cccooiiiiiiiiiiini 16
hydrocodone-acetaminophen tab 10-
325 MG e 16
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hydrocodone-acetaminophen tab 5-325

INIG et 16
hydrocodone-acetaminophen tab 7.5-
325 MG ciiiiiiiiiie i 16
hydrocodone-ibuprofen tab 7.5-200 mg
................................................. 16
hydrocortisone..............ccooeviiiinnnins 70
hydrocortisone (intrarectal) ............. 75
hydrocortisone (rectal).................... 95
hydrocortisone (topical) .................. 94
hydromorphone hcl......................... 16
hydroxychloroquine sulfate.............. 80
hydroxyurea ...........ccooviiiiiiiiiinnnnns. 29
hydroxyzine hcl................coovvivvinnen. 89
hydroxyzine pamoate...................... 89
HYSINGLA ER ...cviiiiiiiiciiecee e 15
I
ibandronate sodium ........................ 65
IBRANCE ...cciiiiiiiiiii e eaeas 31
IDU e 15
IbUprofen ........cccuoeviiiiiiiiiiiiiiiiaens 15
icatibant acetate ..............coeviiieinnnn. 78
ICIEVIA v e 67
ICLUSIG. ..t aeas 31
IDACIO (2 PEN) tivviiiiiiieiieeieiie e 79
IDACIO (2 SYRINGE) ...covvvivviiiieeanen 79
IDACIO CROHN INJ DISEASE ........... 80
IDACIO PLAQU INJ PSORIASIS......... 80
IDHIFA. . e 32
imatinib mesylate........................... 32
IMBRUVICA ... e 32
imipenem-cilastatin intravenous for
SoIN 250 MQ@......ccovvviiiiiiiiiiiiiaens 18
imipenem-cilastatin intravenous for
SOIN 500 MQG.....cvviiiiiiiiiiiiiiieiinnns 18
imipramine hcl .............cccooiiiiiiiinnns 47
IMIQUIMOd ....c.viiiei i eaaeas 95
IMOVAX RABIES (H.D.C.V.) .....e...nee. 82
INBRIJA . e 48
Lol KT = 67
INCRELEX...iiiiiiiiii i eans 71
INCRUSE ELLIPTA...cciiiiiiiiieeeeen 89
indapamide ..........cccoovieiiiiiiiiiiiinnns 44
INFANRIX INJ .o 82
INFLIXIMAB ... eeens 80
INLYT A e 32
INQOVI TAB 35-100MG.......ccvvvvnninns 27

INREBIC...cciiiiiiiii i 32
INSULIN PEN NEEDLES: BD/NOVO ...63
INSULIN SAFETY NEEDLES............... 63
INSULIN SYRINGES: BD.................. 63
INTELENCE....cci i, 20
INTRALIPID ..o e 85
INtrovale .......cocoviiiiiiiiiiiiii i, 67
INVEGA HAFYERA......coiiiiiiiieen, 49
INVEGA SUSTENNA .........ccceeeens 49, 50
INVEGA TRINZA....ccoiiiiiiieeineea, 50
IPOL INJ INACTIVE.....coiiviiiieiineennn, 82
ipratropium bromide....................... 89
ipratropium bromide (nasal) ............ 89
ipratropium-albuterol nebu soln 0.5-
2.5(3) mg/3ml......ccccooeiiiiiiiinnnnn. 88
irbesartan ...........ccoeeiiiiiiiiiiiii 40
irbesartan-hydrochlorothiazide tab
150-12.5MQG ccoviiiiiiiiiiiiiiiiiiniaens 39
irbesartan-hydrochlorothiazide tab
300-12.5mM@G ...oovviniiiiiiiiiiiiii 39
irinotecan hcl..............cooooiiiiininnn. 29
ISENTRESS ..o 20
ISENTRESS HD ..ccvvvviviviieicie e 20
ISIDIOOM .o 67
ISOLYTE-P INJ /D5W ..cccvvviiiiiiinnnn, 83
ISOLYTE-S INJ ..ottt 83
ISOLYTE-SINIJPH 7.4...ccccvvvviinnnnnn. 84
ISONIAZIA .....cccvviiiiiiiiiii 22
isosorbide dinitrate......................... 45
isosorbide mononitrate ................... 45
ISOLretinoin .......ccoeiiiiiiiiiiiiiiiiinnnas 92
itraconazole.........cccoviiiiiiiiiiiniinnn. 19
IVEIrMECEIN .....oov it iiiiieeeenn 18
IXIARO INJ .ot 82
J
JAKAFT .. e 32
Jantoven ... 77
JANUMET TAB 50-1000.........c.evveeee. 61
JANUMET TAB 50-500MG ................ 61
JANUMET XR TAB 100-1000............. 61
JANUMET XR TAB 50-1000 .............. 61
JANUMET XR TAB 50-500MG............ 61
JANUVIA v 61
JARDIANCE ...ooiiiviiiiiici v 61
jasmiel.......ccooineiiiiiiiiii 67
=172 L (o g 71
JAYPIRCA ..o 32



JENTADUETO TAB 2.5-1000............. 61
JENTADUETO TAB 2.5-500............... 61
JENTADUETO TAB 2.5-850............... 61
JENTADUETO TAB XR 2.5-1000MG ...61
JENTADUETO TAB XR 5-1000MG....... 61
JINteII ceve e e 70
JOIESSA . 67
Juleber ..o 67
JULUCA TAB 50-25MG.....cccccvvvinennnn. 22
junel 1.5/30 ....ccovviniiiiiiiiiiiiiiiiaeas 67
junel 1/20 .....ccovviiiiiiiiiiiiiiiiiiin e, 67
junel fe 1.5/30 .......ccccceiiiiiiiiiiiinnnns 67
junel fe 1/20........ccocviiiiiiiiiiiiiiinnnns 67
JYNNEOS....co i 82
K
KADCYLA. ..ttt ae 32
KALYDECO.....ciiiiiiiiiiii e 90
KANJINTI .o 32
Kariva .....coouiiiiiiiiiii i nanes 67
kcl 10 meqg/Il (0.075%) in dextrose 5%
& nacl 0.45% inj .....covvveiiiniiinnnns 84
kcl 20 meq/Il (0.149%) in nacl 0.45%
N e 84
kcl 20 meq/Il (0.15%) in dextrose 5% &
nacl 0.2% inj .....cocvveviiiiiiiiininnnns 84
kcl 20 meq/Il (0.15%) in dextrose 5% &
nacl 0.45% inj .........cccovviieinnnn. 84
kcl 20 meq/l (0.15%) in dextrose 5% &
nacl 0.9% iNj .....coooveeviiiiiiiiiiinnns 84
kcl 20 meq/! (0.15%) in nacl 0.45% inj
................................................. 84
kcl 20 meq/Il (0.15%) in nacl 0.9% inj
................................................. 84
kcl 30 meq/l (0.224%) in dextrose 5%
& nacl 0.45% inj ........cccoeevinvinnnnn. 84
kcl 40 meq/Il (0.3%) in dextrose 5% &
nacl 0.45% inj ........ccccoeeviiiiiinnnns 84
kcl 40 meq/Il (0.3%) in dextrose 5% &
nacl 0.9% inj ....cccovveviiiiiiiinninnnn. 84
kcl 40 megq/! (0.3%) in nacl 0.9% inj 84
KCL/D5W/NACL INJ 0.3/0.9%........... 84
kelnor 1/35 ...ccoiiiiiiiiiiiiiiiiiiiii 67
kelnor 1/50 .......ovviiiiiiiiiiiiiiiiiinnnns, 67
KERENDIA ...t 38
KESIMPTA ..o 58
ketoconazole ..........cccciveiiiiiiiiiniinnnn 19
ketoconazole (topical)..................... 93

ketorolac tromethamine (ophth) ...... 87

KEVZARA ... 80
KEYTRUDA ... 32
KINRIX INJ .o ree e 82
KISQALI 200 DOSE .....ccvvvivvvineennnn. 32
KISQALI 200 PAK FEMARA............... 29
KISQALI 400 DOSE .....ccevvivvviiieinnen. 32
KISQALI 400 PAK FEMARA............... 29
KISQALI 600 DOSE .....cccvvvvvvvnennnn. 32
KISQALI 600 PAK FEMARA............... 29
Klayesta ......ccooeiiiiiiiiiiiiiiiiiiieeea, 93
KIOr-Con ....ooooiniiiiiii i 85
Klor-con 10.........cccoeiiiiiiiiiiiininnnn, 85
KIor-con 8 .....coovviiiiiiiiiiiiiiiiiii e, 85
klor-con m10..........cccciiiiiiiiinnnnnn. 85
klor-con m15.........cccooiiiiiiiiiiiinnn. 85
klor-con m20..........ccccoiiiiiiiinninnnn. 85
KORLYM ..ttt 71
KOSELUGO ....ciiiiiiiiiiii e 32
|1V 4= 96
KRAZATT i 32
KUrvelo .......coooeiiiiiiiiiiiiiiiiiii e, 67
L
labetalol hcl ...........cccocoiiiiiiiiininnnn. 42
lacosamide ..........ccooviiiiiiiiiiiiiiin, 53
lacosamide oral...............ccociiiiinnnn, 53
lactated ringer's solution ................. 84
lactic acid (ammonium lactate) ........ 95
lactuloSe .....cccvvviiiiiiiiiii i, 75
lactulose (encephalopathy).............. 75
lamivuding ...........coooiiiiiiiiiiii, 20
lamivudine (Rbv).........ccooviiiiinnininn. 23
lamivudine-zidovudine tab 150-300 mg
................................................. 22
1amOotrigine .........covvviiiiiiiiiiiieiinnn, 53
1ansoprazole ........c.covveiiiiiiiiiiniinnn. 76
LANTUS .o 63
LANTUS SOLOSTAR ...civviiiiiiiiiieenee 63
lapatinib ditosylate ......................... 32
larin 1.5/30 ......ccciiiiiiiiiiiiiiiiieennns 67
18riN 1/20 .....cciiiiiiiiiiiiiiiiiiiiiiiaanes 67
larin fe 1.5/30 ......ccccoiiiiiiiiiiiiiinnnnns 67
larin fe 1/20 .......ccovviiiiiiiiiiiinnnennnns 67
1atanoprost........covvviiiiiiiiiiiiiieen, 87
1€ENA ... 67
leflunomide .........ccoooviiiiiiiiiiiniinnn. 80
lenalidomide ..............coooiiviiiiiiinnnn, 28



LENVIMA 10 MG DAILY DOSE........... 33
LENVIMA 12MG DAILY DOSE............ 33
LENVIMA 20 MG DAILY DOSE........... 33
LENVIMA 4 MG DAILY DOSE ............ 32
LENVIMA 8 MG DAILY DOSE ............ 33
LENVIMA CAP 14 MG .....oviiiiieiiineenns 33
LENVIMA CAP 18 MG ....ccivvvvevviiinnns 33
LENVIMA CAP 24 MG ....cciivvveviiiinnns 33
J€SSING «oovii i 67
[€EroZOIE. ... 28
leucovorin calcium ..............cccciiiinnn 37
LEUKERAN .. .ciiiii i eenaes 27
leuprolide acetate..............c.ccoveviis 28
levalbuterol hcl ............coiiiiiiiiiinn. 89
levalbuterol tartrate........................ 89
levetiracetam .........cccciiiiiiiiiiiiiiiins 53
levetiracetam in sodium chloride iv soln
1000 mg/100ml ........cc.covviviininnnn. 53
levetiracetam in sodium chloride iv soln
1500 mg/100ml ..........ccceoviinennnn 53
levetiracetam in sodium chloride iv soln
500 mg/100ml .........c.covviiiiiiinnnnn. 53
levobunolol Acl ..., 87
levocarnitine (metabolic modifiers) ...72
levocetirizine dihydrochloride............ 89
levofloXxacin .........ouvviiiiiiiiiiiiiiiiiiinn, 24
levofloxacin in d5w iv soln 250
mg/50ml ..o 24
levofloxacin in d5w iv soln 500
mg/100ml .......ccccoviiiiiiiiiiiiieiienn, 24
levofloxacin in d5w iv soln 750
mg/150ml ........ccoooiiiiiiiiiiiiiiiie 24
[eVONESE ... 67
levonorgestrel & ethinyl estradiol (91-
day) tab 0.15-0.03 mg................. 67
levonorgestrel & ethinyl estradiol tab
0.1 Mg-20 MCQG «ooovnveiiiiiiiniiinnnnnns 67
levonorgestrel & ethinyl estradiol tab
0.15mg-30 mcg .......ccvviniviinnnnnn. 67
levonorgestrel-eth estra tab 0.05-
30/0.075-40/0.125-30mg-mcg ..... 67
levora 0.15/30-28 .....cccovvvvviiiiiinnnnn. 67
JEVO-t. i 73
levothyroxine sodium...................... 73
1€VOXYI .o e 73
LEXIVA oo 20
lidocaing .........ccoeviiiiiiiiiiiinnnnns 94, 95

lidocaine NCl ......ounovveeiiiiiiiiiiiinnns 95

lidocaine hcl (local anesth.) ............. 17
lidocaine hcl (mouth-throat) ............ 96
lidocaine-prilocaine cream 2.5-2.5%.95
linezolid ..........cccvviiiiiiiiiiiiiiieiiaens 18
LINEZOLID INJ 2MG/ML ......cvvuennen 18
LINZESS ..o 75
liothyronine sodium ........................ 73
lISINOPKIl v ciaeaas 38
lisinopril & hydrochlorothiazide tab 10-
12.5mMg..ccccveiiiiiiiiiii e 38
lisinopril & hydrochlorothiazide tab 20-
12.5mMg..ccccniiiiii e 38
lisinopril & hydrochlorothiazide tab 20-
25mMQg... 38
LITHIUM e 57
lithium carbonate ...............c..ceovenn. 57
loestrin 1.5/30-21 ......cccovviiiiiiininnnnns 67
loestrin 1/20-21 ......ccccoiiiiiiinnnnnnnnnns 67
loestrin fe 1.5/30 ......ccoovviiiiiiiiinnnnns 67
loestrin fe 1/20 ......ccvvvviiiiiiiinnnnnnnns 67
LOKELMA ..o 65
LONSURF TAB 15-6.14.........ccccevunens 27
LONSURF TAB 20-8.19......cccvvvvvnnens 27
loperamide hcl .............c.ccovviiiiiinnnn, 75
lopinavir-ritonavir soln 400-100
mg/5ml (80-20 mg/ml)................ 22
lopinavir-ritonavir tab 100-25 mg..... 22
lopinavir-ritonavir tab 200-50 mg..... 22
10razepam .......cccuviiiiiiiiii i 45
lorazepam intensol ......................... 45
LORBRENA ... 33
IOryNa ..o 67
losartan potassium ...............ccoeeeunnn. 40

losartan potassium &
hydrochlorothiazide tab 100-12.5 mg

losartan potassium &
hydrochlorothiazide tab 100-25 mg39

losartan potassium &
hydrochlorothiazide tab 50-12.5 mg

................................................. 39
LOTEMAX .riiiiii ittt eae e 87
lovastatin........ccccooeeiiiiiiiiiiiiiennn, 41
low-ogestrel .........coovviiiiiiiiiiiiiiinnnns 67
loxapine succinate..............ccoeevennnn. 50
LUMAKRAS ... e 33


https://2.5-2.5%.95
https://0.15-0.03

LUMIGAN .. 87
LUMIZYME ....cciiiiiiiii i i ees 72
LUPRON DEPOT (1-MONTH)............. 28
LUPRON DEPOT (3-MONTH)............. 28
LUPRON DEPOT-PED (1-MONTH ....... 72
LUPRON DEPOT-PED (3-MONTH ....... 72
LUPRON DEPOT-PED (6-MONTH ....... 72
lurasidone hcl ...........ccooiiiiiiiinnins 50
JUtEra. ..o e 67
IVIEG e 67
Iyllana.......cccoooiiiiiiiii i 70
LYNPARZA ... 33
LYSODREN ...cvviiiiiiiiiiici e 28
LYTGOBI (12 MG DAILY DOSE) ........ 33
LYTGOBI (16 MG DAILY DOSE) ........ 33
LYTGOBI (20 MG DAILY DOSE) ........ 33
IYZa o 67
M
magnesium sulfate ......................... 84
MAGNESIUM SULFATE..........ccvvvennee. 84
magnesium sulfate in dextrose 5% iv
soln 1 gm/100ml..........cccvivvinnnns 84
malathion ............c.ccooiiiiiiiiiiiinenn 95
MAFraVirOC. . ..ccouvieiiiiiiiiiiieessianninnnnees 20
MarliSSa .......oveviiieiiiiiiiiiiiiiennnens 68
MARPLAN ... 47
MATULANE ..o 29
MAVYRET PAK 50-20MG...........ceeees 23
MAVYRET TAB 100-40MG ................ 23
meclizine hcl...........ccccoeiiiiiiiiiiinnn. 74
medroxyprogesterone acetate.......... 72
medroxyprogesterone acetate
(contraceptive) .......ccvevviiniiinnnnns. 68
mefloquine hcl ............ccoviiiiiiiinnen. 20
megestrol acetate .................... 28, 73
megestrol acetate (appetite)............ 73
MEKINIST...c.iiiiiiiiiiiice e 33
MEKTOVI....coiiiiiiiiic e 33
mMeloXiCam........ccoviiiiiiiiiiiiiiiiianenn 15
memantine hcl................ccoevieinen. 46
MENACTRA INI....ooiiiiici e 82
MENQUADFI INJ ...ccoviiiiiiiiiecee e 82
MENVEO INJ ..o 82
MENVEO SOL ..cocvviiiiiiiiiii i 82
Mercaptopurine........cocvvveeeviiiinnnnnns 27
ppl=lge) o1=] g 1=] o o H 18
mesalamine ..........c.coouveiiiiiiiiiininnnns 75

mesalamine w/ cleanser.............c..... 75

MESNEX ...t 37
metformin hcl.............coovvinnen. 61, 62
methadone hcl..........ccovviviiiiiinnnn, 16
methadone hydrochloride i .............. 16
methazolamide .................cccoeviinnn, 44
methenamine hippurate................... 18
methimazole...........c.ccooiiiiiiiiiiinnnns 73
methotrexate sodium................ 27, 80
methsuximide ............ccccoveviiiiiinnnns 53
methylphenidate hcl ....................... 56
methylprednisolone ........................ 70
methylprednisolone acetate............. 70
methylprednisolone sod succ ........... 70
methyltestosterone ........................ 60
metoclopramide hcl ........................ 74
metolazone ..........coevviiiiiiiiiiiiaens 44
metoprolol & hydrochlorothiazide tab
100-25 MG .civiiiiiiiiiiiiiiiiiiiiiaens 42
metoprolol & hydrochlorothiazide tab
100-50 MG .cccovviiiiiiiiii 42
metoprolol & hydrochlorothiazide tab
50-25 M@ ..ccciiiiiiiiiiiiiiiiii 42
metoprolol succinate....................... 42
metoprolol tartrate ......................... 42
metronidazole..............ccccoiiiiiiinnnn, 18
metronidazole (topical) ................... 95
metronidazole vaginal..................... 77
MELYIOSINE ... enaes 44
MG SO4/D5W INJ 10MG/ML............. 84
micafungin sodium ...............cceueiuenn. 19
microgestin 1.5/30 ...............coo..ie. 68
microgestin 1/20...........cccccvvieevinnnn. 68
microgestin fe 1.5/30 ..................... 68
microgestin fe 1/20 ............cccoevueenn. 68
midodrine hcl..............ccccooiiiiiiinnn, 44
miglustat ........cccovieiiiiiiiiiiiiieiiaens 72
MUl e e 68
MIMVEY ittt 70
minocycline hcl .............cccocoviieinnnn. 26
MINOXIdil .....c.oooveiiiiiiii i eiaens 45
MIrtazapine ......c..ovveeiiiiiieiiiiiennnnns. 47
MISOProStOl .....c.ovvvviiiiiiiiiiiiiiiieiieen, 75
MITIGARE ... 15
M-M-RITINJ. oo 82
M-NATAL PLUS TAB ...ccceiiiviiiieenens 85
modafinil.........c.cooviiiiiiiiiiiiiiiiiaan, 58



moexipril ACl............cooviiiiiiiiiian, 38

molindone hcl .............ccccooiiiiiiiinnns 50
mometasone furoate....................... 94
MONJUVI...ciiii i eee e 33
mono-linyah ............cccciiiiiiiiiiiann, 68
montelukast sodium ....................... 90
morphine sulfate ..................ccovnee. 16
MORPHINE SULFATE ........covvivvinennnn 16
MORPHINE SULFATE/SODIUM C........ 17
MOUNIARO ... eeeas 62
MOVANTIK .o 75
moxifloxacin hcl ...............oovivinen. 24
moxifloxacin hcl (ophth).................. 86
moxifloxacin hcl 400 mg/250ml in
sodium chloride 0.8% inj.............. 24
MULTAQ ce et enae e aes 40
multiple electrolytes ph 5.5 ............. 84
multiple electrolytes ph 7.4 ............. 84
[0a10]] | go ol ¢ 92
mycophenolate mofetil.................... 82
mycophenolate sodium ................... 82
MYRBETRIQ ....ciiviiiiiiiiiiiiie i 76
N
nabumetone ...........ccooeiiiiiiiiiiiie 15
Nadolol........c..cooeiiiiiiiiiiii 42
nafcillin sodium ................coovieinen. 25
NAGLAZYME ...ciiiiiiiiiiiici e 72
nalbuphine hcl ..............ccccoeiiiiinnnn. 17
naloxone Acl ............ccccooviiiiiiinnnnnn. 59
naltrexone hcl.............cooiiiiiniinen, 59
NAMZARIC CAP 14-10MG ................ 46
NAMZARIC CAP 21-10MG ................ 46
NAMZARIC CAP 28-10MG ................ 46
NAMZARIC CAP 7-10MG........ceveuenn 46
NAMZARIC CAP PACK.....ccovviiieiinnnnns 46
0T 0] 0 (=] o 15
naproxen Sodium .........ccccveeviieernnens 15
naratriptan hcl ................ccoeviiiiinnnn. 57
NATACYN .. ae e 86
nateglinide ...........cccooviiiiiiiiiiiiiinnns 62
NATPARA. ... 65
NAYZILAM .o 53
nebivolol Acl ...........ccciviiiiiiiiiinen, 42
necon 0.5/35-28 .......ccoovvviiiiiiiinnnnn. 68
nefazodone hcl..............c.ccoeviinvinnen. 47
neomycin sulfate .................cccoeeen. 18

neomycin-bacitrac zn-polymyx
5(3.5)mg-400unt-10000unt op oin 86

neomycin-polymy-gramicid op sol
1.75-10000-0.025mg-unt-mg/ml ..86

neomycin-polymyxin-dexamethasone

ophth oint 0.1% .......c.ccovviinviinnnnnn. 86
neomycin-polymyxin-dexamethasone
ophth susp 0.1% .........ccovviiinnnnnn. 86

neomycin-polymyxin-hc ophth susp..86
neomycin-polymyxin-hc otic soln 1% 88
neomycin-polymyxin-hc otic susp 3.5

mg/ml-10000 unit/ml-1% ............ 88
neo-polycin 5(3.5)mg-400unt-
10000unt Oop OIN...vvvvvveiiiiieiiiinennn 86
neo-polycin hc ophth oint 1% .......... 86
NERLYNX. ..ot eeeaens 33
NEUPRO ....oiiiiiiiiiiiire i 48
NEVIFAPINE «..oviiiiiiiiiiiiiiiiiiiianeeeenns 20
NEXAVAR ...t eaaeas 33
niacin (antihyperlipidemic) .............. 42
nicardipine hcl ............ccoooviiiiiinnnns 43
NICOTROL INHALER ......ccccvvivvineinnens 59
NICOTROL NS....ccciiiiiiiiiiiceeans 59
nifediping ...........ccccociieiiiiiiiiiiaen, 43
NUKKI o aae e 68
nilutamide ............ccooviiiiiiiiiiiiinenns 28
nNiModiping ........c.ccoeiiiiiiiiiiiiiiinenns 43
NINLARO....oiiiiiiiiiiccie e aens 33
nitazoxanide ..........cccvveiiiiiiiiininnnns 18
NILISINONE .. i 72
NITRO-BID ..c.ovvviiiiiiiiii i 45
nitrofurantoin macrocrystal ............. 18
nitrofurantoin monohyd macro......... 18
nitroglyCerin ........c.covieiiiiiiiiinninnn. 45
NIiZatiding .........ccviieiiiiiiiiiiiiiiaens 74
NOra-be......cccoviiiiiiiiiiiiiiiiiiiii i, 68
norelgestromin-ethinyl estradiol td
ptwk 150-35 mcg/24hr ................ 68
norethindrone (contraceptive).......... 68
norethindrone ace & ethinyl estradiol
tab 1 mg-20 mcg .......ccoovvvinvnnnnnn 68
norethindrone ace & ethinyl estradiol
tab 1.5 mg-30 mcg...........cc.ceunnen. 68
norethindrone ace & ethinyl estradiol-fe
tab 1 mg-20 mcg .......ccoovvvinvnnnnnn 68
norethindrone acetate..................... 73
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norethindrone acetate-ethinyl estradiol

tab 0.5 mg-2.5 mcg..................... 70
norethindrone acetate-ethinyl estradiol
tab1 mg-5mcg ....ccc.ccovviiiiiinnnnnn. 70
norethindrone ac-ethinyl estrad-fe tab
1-20/1-30/1-35 mg-mcg .............. 68
norgestimate & ethinyl estradiol tab
0.25mg-35mcg .....ccooovvviiiinnnnns 68
norgestimate-eth estrad tab 0.18-
25/0.215-25/0.25-25 mg-mcg ...... 68
norgestimate-eth estrad tab 0.18-
35/0.215-35/0.25-35 mg-mcg ...... 68
NOIIYFOC o 68
NORPACE CR ....eviiiiiiiiiie e neeeas 40
nortrel 0.5/35 (28) ..cc.ccvvviiiiinninnnn. 68
nortrel 1/35 (21)....ccoviiiiiiiiiiiinninsn. 68
nortrel 1/35 (28)....cccovviviiiiiiiinninnen. 68
NOIEIrel 7/7/7 .eueeeeiiiiiiiiiiiienniiiiiinnnens 68
nortriptyline hcl.............cc.ooviiivinnen. 47
NORVIR ..o 20
NOVOLIN INJ 70/30....ccvvvviiiinninnnnnns 64
NOVOLIN INJ 70/30 FP ....ccvvvvinnn 64
NOVOLIN N .o 64
NOVOLIN N FLEXPEN ........coccvviinnnnns 64
NOVOLIN R 64
NOVOLIN R FLEXPEN .......ccovivviinnnnn 64
NOVOLOG ..viiiiiiiiie i ciee e naeas 64
NOVOLOG FLEXPEN .......ccvviiieiinnnnns 64
NOVOLOG MIX INJ 70/30 .......evuten 64
NOVOLOG MIX INJ FLEXPEN ............ 64
NOVOLOG PENFILL .....ccvvvvviiiieiinnnns 64
NUBEQA ...t ee 28
NUEDEXTA CAP 20-10MG................. 57
NULOIJIX .ot ci i ciee e eae e 82
NUPLAZID ..coviiiiiiiiic e 50
NURTEC ..ot 57
NUTRILIPID ..o 85
NUZYRA .. 26
NYAMYC.oiiiiiiiiiie i aaaeeeas 93
nylia 1/35 ..oooiiiiiiiiiii e 68
NYHA 7/7/7 oot 68
NYMALIZE ...ccviiiiiiiiii e 43
207722570 2 68
NYSEatin ....coovviiiiiiii 19
nystatin (mouth-throat) .................. 96
nystatin (topical) ...........ccooiiiiinnnnnn. 93
[0} (0] o 93

(o)

[0 o1 =] = 68
OCTAGAM ittt i 81
octreotide acetate ...........cccviiinnnnnnn. 72
ODEFSEY TAB c.vviiiiiiiiiiiiiieee s 22
(0110 ]\ 74 © . 34
O ] L 90
ofloxacin (ophth)..........c.ccoiiiiiinnnn, 86
ofloxacin (OtiC).......ccvveeiiiiiiiiiiinnnns 88
(O 1€ AV 2 34
OGIVRI INJ 420MG.....ciiiiiiinieenninnnns 34
OGSIVEO ..ot 34
OJIAARA . 34
0lanzapine.........ccccoeviiiiiiiiiiiinens 50
olmesartan medoxomil.................... 40

olmesartan medoxomil-
hydrochlorothiazide tab 20-12.5 mg
................................................. 39
olmesartan medoxomil-
hydrochlorothiazide tab 40-12.5 mg
................................................. 39
olmesartan medoxomil-
hydrochlorothiazide tab 40-25 mg .39
olmesartan-amlodipine-
hydrochlorothiazide tab 20-5-12.5
0 T 39
olmesartan-amlodipine-
hydrochlorothiazide tab 40-10-12.5
NG e 39
olmesartan-amlodipine-
hydrochlorothiazide tab 40-10-25 mg

olmesartan-amlodipine-
hydrochlorothiazide tab 40-5-12.5
0 T 39
olmesartan-amlodipine-
hydrochlorothiazide tab 40-5-25 mg

................................................. 39
omega-3-acid ethyl esters cap 1 gm .42
o0meprazole ........cc.coviiiiiiiiiiiiiinnn, 76
OMNIPOD 5 G6 KIT INTRO .............. 64
OMNIPOD 5 G6 MIS PODS............... 64
OMNIPOD DASH KIT INTRO.............. 64
OMNIPOD DASH MIS PODS ............. 64
OMNIPOD GO KIT 10UNT/DY ........... 64
OMNIPOD GO KIT 15UNT/DY ........... 64
OMNIPOD GO KIT 20UNT/DY ........... 64



OMNIPOD GO KIT 25UNT/DY ........... 64

OMNIPOD GO KIT 30UNT/DY ........... 64
OMNIPOD GO KIT 35UNT/DY ........... 64
OMNIPOD GO KIT 40UNT/DY ........... 64
OMNIPOD MIS CLASSIC ......ccvvvvnnen. 64
oNdansetron ... 74
ondansetron hcl .................ccciiiinn, 74
ONETOUCH KIT ULT MINI................ 59
ONETOUCH KIT ULTRA 2...cvviivveennnn. 59
ONETOUCH KIT VERIO .......ccivvvvnnnnn. 59
ONETOUCH KIT VERIO FL.........e...... 59
ONETOUCH KIT VERIO IQ........c...... 59
ONETOUCH KIT VERIO RE ............... 59
ONETOUCH TES ULTRA ....evviiiveeennn, 60
ONETOUCH TES VERIO .......cccvvvvneen. 60
ONTRUZANT .. vninee e enaees 34
ONUREG ..iiiiiiiiii i e e e 27
OPSUMIT iiiiiiiii i sniare e e 45
(0] 200 Y A . 28
ORKAMBI GRA 100-125 .......ccvvevnee. 90
ORKAMBI GRA 150-188 ..........eevueee. 90
ORKAMBI GRA 75-94MG..........evunne. 90
ORKAMBI TAB 100-125......cccvvvvnnen. 90
ORKAMBI TAB 200-125.......cccvvvvnne. 90
ORSERDU ..uiiiiiiiiiiiiii e eea e 28
oseltamivir phosphate..................... 23
OTEZLA. .. iiiireeeaaas 80
OTEZLA TAB 10/20/30 ....cvvvivvennnnnn. 80
oxacillin sodium ..., 25
oxaliplatin ...........cccooiiiiiiiiiiiiia 27
oxcarbazeping.........cccccveiiiiiiiiniinnnn 53
oxybutynin chloride ........................ 77
oxycodone hcl.........ccoovviiiiiiinninnnn. 17
oxycodone w/ acetaminophen tab 10-
325 MG i 17
oxycodone w/ acetaminophen tab 2.5-
325 MG e 17
oxycodone w/ acetaminophen tab 5-
325 MG i 17
oxycodone w/ acetaminophen tab 7.5-
325 MG e 17

OZEMPIC (0.25 OR 0.5 MG/DOSE)....62
OZEMPIC (0.25 OR 0.5MG/DOSE) ....62

OZEMPIC (1MG/DOSE)....ccvvivvinennnns 62
OZEMPIC (2MG/DOSE)......cciivvnennnns 62
P

o= 0= o) 1= I 40

paclitaxel ........cc.ooeviiiiiiiiiiiiiiiiiean, 29
paclitaxel protein-bound particles for iv
SUSP 100 MQG...uvviiiiiiiiiiieiiiinennnns 29
paliperidone ............cccviiiiiiiiinnnnn. 50
pamidronate disodium .................... 65
PAMIDRONATE DISODIUM............... 65
PANRETIN ..o 95
pantoprazole sodium ...................... 76
PANZYGA ..ot 81
paraplatin ..........coooiiiiiiiiiii 27
paricalCitol..........ccoooiiiiiiiiiiiiiinnns 73
paromomyecin sulfate ...................... 18
paroxetine hcl............c..cooviiiiiinnnnn. 47
pazopanib hcl ...........cccooiiiiiiinnnn. 34
PEDIARIX INJ O.5ML....ccccviiviiiinnnnns 83
PEDVAX HIB ..oiviiiiieiiiie i ceeaen 83
peg 3350-kcl-na bicarb-nacl-na sulfate
for soln 236 gm..........cccoviviinnnnnn. 75
peg 3350-kcl-sod bicarb-nacl for soln
7] 0 | o o E 75
PEGASYS. ..o 23
PEMAZYRE.....cicoi i 34
pemetrexed disodium ..................... 27
PEN GK/DEXTR INJ 40000/ML.......... 25
PEN GK/DEXTR INJ 60000/ML.......... 25
PENBRAYA INJ] .o 83
penicillaming ...........cccoeiiiiiiiieiinnn. 65
penicillin g potassium ..................... 25
penicillin g sodium.......................... 26
penicillin v potassium ..................... 26
PENTACEL INJ...coiiiiiiiiiiieceeeens 83
pentamidine isethionate inh............. 18
pentamidine isethionate inj ............. 18
pentoxifylling ............c.cooviiiiiininen. 78
perindopril erbumine ...................... 38
PENIOGArd ....c.vviviiiiiiiiiiiiieiienieaaaens 96
permethrin ..........ccoiiiiiiiiiiiiean 95
perphenazine.............cccoeeiiiiiiinnnnnn. 50
PERSERIS ..ot 50
[0 {74 =1g o 1=] o F PP 26
phenelzine sulfate .......................... 47
phenobarbital ...............cccviiiiinnnn. 53
phenobarbital sodium ..................... 53
phenytek........coooiiiiiiiiiiiiiiiiiiiinns 53
Phenytoin.......cccoviiiiiiiiiiiiiiieiea, 54
phenytoin sodium...............cccoveeenn. 54
phenytoin sodium extended............. 54



PHESGO SOL ..cvviiiiiiiiiiev e aneeas 34
PHIlIEA .o 68
PIFELTRO v 21
pilocarpine Acl.............cccooviiiiiiinnnns 87
pilocarpine hcl (oral).............cc.cvtn 96
PIMOZIAE ..ot eiaeas 50
PIMEr€a .....coviiiii it i 68
pindolol..........cccooiiiiiiiiii 42
pioglitazone hcl ..............cccviiviiinnnnn 62
pioglitazone hcl-metformin hcl tab 15-
500mM@ ...ceciiii 62
pioglitazone hcl-metformin hcl tab 15-
B50 MG e 62
piperacillin sod-tazobactam na for inj
3.375gm (3-0.375gm) ............... 26
piperacillin sod-tazobactam sod for inj
13.5gm (12-1.5gm) ..c.ccevvvvnnnnnn. 26
piperacillin sod-tazobactam sod for inj
2.25gm (2-0.25gm) .........ccovnnnn 26
piperacillin sod-tazobactam sod for inj
4.5gm (4-0.5gm) ....c.ccoviiiiiiinnnnn 26
piperacillin sod-tazobactam sod for inj
40.5gm (36-4.5gm) ........cocevnnnn. 26
PIQRAY 200MG DAILY DOSE............ 34
PIQRAY 250MG TAB DOSE............... 34
PIQRAY 300MG DAILY DOSE............ 34
pirfenidone ............cccooeiiiiiiiii i 90
o)1 g0 ) q[o=1 2 £ H 15
PLASMA-LYTE INJ -148 ........cvvvnnee. 84
PLASMA-LYTE INJ -A..cciiiiiiiiieen, 84
plenamine .........c..cooiiiiiiiiiiiiie 85
PLENVU SOL ..o 75
o) s [o] ] (o) P 95
polycin ophth oint.....................c.. 86
polymyxin b-trimethoprim ophth soln
10000 unit/ml-0.1% .........c.ccue.n.. 86
POMALYST ..ttt 29
POFtIA@=28 ... 68
POSACoNAZOIE .....cevviiiiiiiiiiiiiiieiienn, 19
POT CHL 20MEQ/L IN NACL 0.45% INJ
................................................. 84
POT CHL 20MEQ/L IN NACL 0.9% INJ
................................................. 84
POT CHL 40MEQ/L IN NACL 0.9% INJ
................................................. 84
potassium chloride ................... 84, 85
POTASSIUM CHLORIDE ..........ccuvvee. 84

potassium chloride 20 meq/Il (0.15%)

in dextrose 5% inj..........cccovvvennn. 84
potassium chloride microencapsulated

Crystals €r .......coovviiiiiiiiiiiiienns, 85
potassium citrate (alkalinizer).......... 76
PRADAXA ..ot 77
pramipexole dihydrochloride............ 48
prasugrel Acl ... 79
pravastatin sodium ......................... 41
praziquantel ............ccooiiiiiiiiiiie, 18
prazosin RCl...........ccooviiiiiiiiiiinnnnns 38
prednisolone............cooiiiiiiiiiiiinins 70
prednisolone acetate (ophth)........... 87
PREDNISOLONE SODIUM PHOSP...... 87
prednisolone sodium phosphate ....... 71
PredniSONEe ......vviiiiie i iinninesnnens 71
PREDNISONE INTENSOL ................. 71
pregabalin ............ccccoiiiiiiiiiiiiienne, 54
PREHEVBRIO .....ccvviiviiiiieiieeienaens 83
PREMASOL SOL 10% ..ccvvvvvviniinnnnnnns 85
PRENATAL TAB 27-1MG........ceeuvnnens 85
PRENATAL TAB PLUS .......ccccvviennens 85
prevalite .....c.ooviiiiiiiiiii 42
PREVYMIS .. 23
PREZCOBIX TAB 800-150................ 22
PREZISTA. ..ot 21
PRIFTIN .ottt 22
primaquine phosphate .................... 20
PRIMAQUINE PHOSPHATE ............... 20
PrimidoONe.......c.ccovviiiiiiiiiiiiiieennens 54
PRIORIX INJ .ttt aens 83
PRIVIGEN......ioiiiiiiiiiiiie e 81
probenecid ..........coviiiiiiiiiiii, 15
prochlorperazing ............ccccociiieeenns 74
prochlorperazine edisylate............... 74
prochlorperazine maleate. ................ 74
PROCRIT ..ttt eiee e aeas 78
procto-med AC .........ccvviiiiiiiiiiinnnnn. 95
Proctosol AC........cccvvviiiiiiiiiiiiiiinnns 95
proctozone-NC..........ccovviiiiiiiiininnns 95
PrOgeSteroNe .......ccovvviiiiiiininnniinnnns 73
PROGRAF ...t 82
PROLASTIN-C ..vviiiiiiiiie i e 91
PROLENSA. ...t 87
PROLIA ..o 65
PROMACTA . i 78
promethazine hcl ..................cooouuee. 74



propafenone hcl .................ccoeeviiiee. 41

proparacaine hcl..............ccocoeeiiinnnnn 88
propranolol hcl...................ccoeeviiie. 43
propylthiouracil ...............ccccoeiiinnnnn 73
PROQUAD INJ ..ttt eeeas 83
PROSOL INJ 20% ...vvvivvviineiiinennnnnnns 85
protriptyline hcl.................cooeeiiiil. 47
PULMOZYME .....cciiiiiiiiiiii i 91
PURIXAN .ottt enee e eae e 27
pyrazinamide ............ccoeiiiiiiiiiinenas 22
pyridostigmine bromide................... 57
Q

QINLOCK . .ttt it vneenaneas 34
QUADRACEL INJ..eviiiiiiiiiciee e 83
QUADRACEL INJ O.5ML ....ccvvviniennen 83
quetiapine fumarate ....................... 50
quinapril Pcl............cocoiiiiiiiiiiiiinen, 38
quinidine sulfate....................coooeee. 41
quinine sulfate ...........ccoceeiiiiiiiinnns 20
QULIPTA e aes 57
R

RABAVERT INJ ..ooiiiiiiiiii e 83
raloxifene hCl ...........cccooiiviiiiiiinnnnnn. 72
(=T g 38
ranolazing .........coouveeiiiiiiiiiiiieianens 45
rasagiline mesylate......................... 48
RAYALDEE ....cccoviiiiiiiiicie e 73
FECHPSEN v eaaees 68
RECOMBIVAX HB...cvviieviiiiieeieeeas 83
RECTIV i eae e 95
REGRANEX ..ot iiicie e nneeas 95
RELENZA DISKHALER ...........ccouite 23
RELISTOR ..oviiiiiiii i eeees 75
REMICADE......coi i 80
RENFLEXIS oot eeee e 80
repaglinide ...........cccoovieiiiiiiiiiiiiinnns 62
REPATHA. ..o 42
REPATHA PUSHTRONEX SYSTEM....... 42
REPATHA SURECLICK........cocivviinennns 42
RESTASIS ..t 88
RESTASIS MULTIDOSE...........cvcuvtvs 88
RETEVMO ... nae e 34
REVLIMID....c.oiiiiiiii i eaea 29
REXULTI. et ee e 50
REYATAZ ..o 21
REZLIDHIA ... eeee e 34
REZUROCK ...cviiiiiiiie i 82

RHOPRESSA ... eaea 87
ribavirin (hepatitis C) ...................... 23
rifabutin.........ccooviiiiiiiiiiiiiie e 22
FIfamMPin ..o 22
FilUZOIE ..o 57
rimantadine hydrochloride............... 23
RINVOQ .o it neaaaens 80
RISPERDAL CONSTA ...cciiiiiiiiiieinens 50
FiSPEridone .......ccvvvviiiiiinennnn. 50, 51
g 100) o 1= 1Y/ | o 21
rivastigming ........cooveeeiiiiiiiiiinnnennns 46
rivastigmine tartrate....................... 46
rizatriptan benzoate ....................... 57
ROCKLATAN DRO ..cccvviiiiiiiiiieieeans 87
roflumilast...........ccooviiiiiiiiiiiiiiinnnn, 91
ropinirole hydrochloride .................. 48
rosuvastatin calcium....................... 41
ROTARIX SUS ....oiiiiiiiiiiceeeens 83
ROTATEQ SOL...vviviiiiiiiiiieiieeienanens 83
o) =T=] o = 54
ROZLYTREK ..o 34
RUBRACA ... i 34
rufinamide...........ooeei i, 54
RUKOBIA ..o 21
RYBELSUS ..o 62
RYDAPT e 34
S
SAJAZIE «iieeeiiii i 78
SANDIMMUNE ... 82
SANTYL . et 95
sapropterin dihydrochloride ............. 72
SCEMBLIX ..ot 34
scopolaming .......cc.ooeviiiiiiiiiiiaenn 74
SECUADO ..o 51
selegiline AcCl.........c.cooveiiiiiiiiiiiinnn, 48
selenium sulfide ............c..coeviiiinnnn. 93
SELZENTRY ..viiiiiiiiiciie e 21
SEREVENT DISKUS.......ccvvivviiieene 89
sertraline hcl .........coovvviiiiiiiiininnn. 47
SELIAKIN ... 69
sevelamer carbonate ...................... 72
sharobel.........c.ccovviiiiiiiiiiiiiiiiiaae 69
SHINGRIX ..coviiiiiiiiiv e 83
SIGNIFOR ..o 72
sildenafil citrate ...............ccovinvinnnn. 88
sildenafil citrate (pulmonary
hypertension) .........c.cccocvveviinnnnnn. 45



silver sulfadiazin@..........ccccevvivvvnnnn. 92

SIMBRINZA SUS 1-0.2% ........cc..n... 87
SIMIYA e i 69
SiImvastatin.......cocoo i 41
SIFOIIMUS ..o 82
SIRTURO ..ttt riee e e e 22
SIVEXTRO .o 18
SKYRIZI ..ottt 80
SKYRIZI PEN ..o 80
sod sulfate-pot sulf-mg sulf oral sol
17.5-3.13-1.6 gm/177ml.............. 75
sodium chloride................cooiiinenn. 85
sodium chloride (gu irrigant) ........... 95
sodium fluoride chew; tab; 1.1 (0.5 f)
mg/mlsoln.......cooiiiiiiiinn, 85
SODIUM OXYBATE......ccvviviiiiiineinnns 58
sodium phenylbutyrate ................... 72
sodium polystyrene sulfonate powder
................................................. 65
solifenacin succinate....................... 77
SOLIQUA INJ 100/33 ..ciiiiiiiiiiieienns 64
SOLTAMOX ciiiiiiie i e eneeeanens 28
SOLU-CORTEF.....cvviiiiiiiiiiieiens 71
SOMATULINE DEPOT....c.ovvivviiieennenn 72
SOMAVERT ..ttt 72
sorafenib tosylate....................o..... 34
(Y0 ) 2 1= 2 41
sotalol hcl.........ccoeviiiiiiiiiiiiiiiiiae, 41
sotalol hcl (afib/afl) .......cccovvvvvinnnnnn. 41
Spironolactone ..........cccviviiiiiiiennnn. 38
spironolactone & hydrochlorothiazide
tab 25-25mg........ccciiiiiiiiiiiinnnn. 44
SPHNEEC 28 v aniaeen 69
SPRITAM ittt 54
SPRYCEL cuvviiiii it 35
SPDS et 65
0] 1) 72, G 69
Lo 93
STELARA ..o 80
STIVARGA .. it eaaes 35
streptomycin sulfate ....................... 18
STRIBILD TAB...ccoviiiviiiiieiciee e 22
SUBVENILE ..ot 54
SUCralfate ...covvviiii i 75
sulfacetamide sodium (acne) ........... 92
sulfacetamide sodium (ophth).......... 86

sulfacetamide sodium-prednisolone

ophth soln 10-0.23(0.25)% .......... 86
sulfadiazing ...........ccooiiiiiiiiiiiiiinnn, 18
sulfamethoxazole-trimethoprim iv soln

400-80 mg/5ml.........cccvvivviinnnnnn. 18
sulfamethoxazole-trimethoprim susp

200-40 mg/5ml...........ccoeeiiiiinnnn. 19
sulfamethoxazole-trimethoprim tab

400-80 MG .ccovveiiiii i eniaeennns 19
sulfamethoxazole-trimethoprim tab

800-160 MG c.vvvviiiiiiiiiiiiiiiinennnns 19
SULFAMYLON....oiiiiiiiiiiii e 93
sulfasalazine...............ccoeeiiiiiniinnn. 75
SUliNdac ......c.covvviiiiiii i 15
SUMatriptan........c.oooeviiiiiiiiiiiennnnnns 57
sumatriptan succinate..................... 57
sunitinib malate .................coeeviin. 35
SUNLENCA ... e 21
SYEAA ot 69
SYMDEKO TAB 100-150 .........c.uu.... 91
SYMDEKO TAB 50-75MG ................. 91
SYMPAZAN ..ot 54
SYMTUZA TAB...oi i 22
SYNAREL...c.oiiiiiiiiiii e 69
SYNJARDY TAB 12.5-1000MG........... 62
SYNJARDY TAB 12.5-500................. 62
SYNJARDY TAB 5-1000MG................ 62
SYNJARDY TAB 5-500MG................. 62
SYNJARDY XR TAB 10-1000............. 62
SYNJARDY XR TAB 12.5-1000.......... 62
SYNJARDY XR TAB 25-1000............. 63
SYNJARDY XR TAB 5-1000MG........... 62
SYNTHROID....coviiiiiiivii e 73
T
TABLOID ...viiiiiii i e 27
TABRECTA...ccii i eaees 35
tacrolimus ..o 82
tacrolimus (topical) .........ccccvveviinnnn, 95
TAFINLAR ... 35
TAGRISSO ..o 35
TALTZ . 80
TALZENNA...o e 35
tamoxifen citrate...................ooiuee. 28
tamsulosin hcl ...........cooviiiiiiiiinnnn. 76
tarina fe 1/20 €q.......cccoviiiiiiniiinnnn. 69
TASIGNA .. 35
tasimelteon ..........coovviiiiiiiiiiiiinnnn, 56
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TAZVERIK ..t nae e 35
TDVAX INJ 2-2 LF.ccviiiiiiiiiiiiiieens 83
TECENTRIQ .viiiiiiiiie i v enee s 35
TEFLARO ..o e 24
telmisartan..........cccooociiiiii i, 40
temazepam ........ooviiiiiiiiiiiiiiie s 56
TENIVAC INJ 5-2LF..cccviiiiiiiiinnnns 83
tenofovir disoproxil fumarate ........... 21
TEPMETKO ...iiiiiiiiiie i i v enae s 35
terazosin ACl..........cccoviiiiiiiiiiiiiann, 39
terbinafine hcl.................ccooiieinen, 19
terbutaline sulfate .......................... 90
terconazole vaginal......................... 77
TERIPARATIDE .....covviiiviiiiivceea 65
testosterone ..........ccoiiiiiiiiiiiiiiiiiinnns 60
testosterone cypionate.................... 60
testosterone enanthate ................... 60
tetrabenazing .............ccoeeiiiiiiiinnn, 57
tetracycline hcl..............ccccoviiivinnen. 26
THALOMID....ciiiiiiii i 29
theophylline............cccviiiiiiiinnnnnn. 91
thioridazine hcl .............ccciiiviinnnn. 51
thiothixene ..........cccoeviiiiiii i, 51
tiadylt €r.....ccvviieiiiiiiiiiiiiiaae 43
tiagabine hcl ..........ccoovviiiiiiiiininnn. 54
TIBSOVO...c i e 35
TICOVAC ...ttt 83
tigecycling .........coovveeiiiiiiiiiiiennnens 26
Llia fe ..o 69
timolol maleate ..............cc.cvvvvvinnnn. 43
timolol maleate (ophth) .................. 87
tinidazole .......cccvviiiiiiiiiii i, 19
TIVICAY i eae e 21
TIVICAY PD oo 21
tizanidine hcl ..........cccooiiiiiiiinnninnn. 58
TOBRADEX OIN 0.3-0.1% ............... 86
TOBRADEX ST SUS 0.3-0.05............ 86
tobramycin .......coovviiiiiiii i 19
tobramycin (ophth) ................coehi. 86
tobramycin sulfate.......................... 19
tobramycin-dexamethasone ophth susp

0.3-0.1%..cccciiiiiiiiii i i 86
tolterodine tartrate................ccoevunen. 77

topiramate .........cooviiiiiiiiiiii e 54
toremifene citrate ................ccoeunne. 28
torsemide..........ccoviiiiiiiiiiiiiiiien 44
TOUJEO MAX SOLOSTAR.......ccvvvnnee 65
TOUJEO SOLOSTAR ...ccvvvviiiiiieeaee 65
TPN ELECTROL INJ ..cviiiiiiiiiceeeens 85
TRADIJENTA ..o aeas 63
tramadol hcl ..., 17
tramadol-acetaminophen tab 37.5-325
22 17
trandolapril..........ccc.cooviviiiiiiiiiiinnnn. 38
tranexamic acid ...............cceeeiiiinnnn. 78
tranylcypromine sulfate................... 47
TRAVASOL INJ 10%...cicvviniiiniinennnnns 85
TRAZIMERA ... 35
trazodone hcl............ccooviiiiiiiiinnnn. 47
TRECATOR vt aaens 22
TRELEGY AER ELLIPTA 100-62.5-25
MCG .o 88
TRELEGY AER ELLIPTA 200-62.5-25
MCG .o 88
treprostinil ........c.ooovviiiiiiiiiiiiie 45
TRESIBA ...t 65
TRESIBA FLEXTOUCH..........ccvvvvnens 65
Eretinoin ......oooiiii i 92
tretinoin (chemotherapy) ................ 29
triamcinolone acetonide (mouth)...... 96
triamcinolone acetonide (topical)...... 94
triamterene & hydrochlorothiazide cap
37.5-25mMQG oo 44
triamterene & hydrochlorothiazide tab
37.5-25mg ..o 44
triamterene & hydrochlorothiazide tab
75-50mMQ ... 44
trientine ACl .........cccoooiiiiiiiiiiiiinnnn, 65
tri-estarylla .........cccoooviiiiiiiiiiiinnnnn. 69
trifluoperazine hcl .......................... 51
trifluriding .........ccooeviiiiiiiiiiiiiiiinenn, 86
trihexyphenidyl hcl ......................... 48
TRIJARDY XR TAB ER 24HR 10-5-
1000MG ..o 63
TRIJARDY XR TAB ER 24HR 12.5-2.5-
1000MG ..o 63
TRIJARDY XR TAB ER 24HR 25-5-
1000MG ..o 63
TRIJARDY XR TAB ER 24HR 5-2.5-
1000MG ..o e 63



TRIKAFTA PAK 59.5MG.........ccevvneenns 91
TRIKAFTA PAK 75MG ...cociviiiiiiiieenns 91
TRIKAFTA TAB 100-50-75MG & 150MG
................................................. 91
TRIKAFTA TAB 50-25-37.5MG & 75MG
................................................. 91
tri-legest fe .....oovviiiiiiiiiiiiiiiiiiia 69
tri-linyah .......coooeiiiiiiii 69
tri-lo-estarylla.............cccivviiiniinnn. 69
tri-lo-marzia ...........ccccveeiiiiiinnnnnnnn 69
Eri-1o-mili.....ccoviiiiiiii e 69
tri-lo-sprintecC.........cccoviiiiiiiinnninnnn. 69
trimethoprim ..........ccccooeiiiiiiineiinnn, 19
Eri-mili oo 69
trimipramine maleate ..................... 47
TRINTELLIX oo siee e eee e 47
Eri=-NYMYO e i 69
Cri-SPrintec ........ccoviiiiiiiiiiiiiieennns 69
TRIUMEQ PD TAB ...viiiiiiiivcieeaneeas 22
TRIUMEQ TAB ...viiiiiiieiiv e neea 22
EriVOra-28....ccvviiiiiiiiiiiiiiienanens 69
tri-vylibra .......ccoovviiiiiiiiiiiiiiiiaaen 69
tri-vylibra Io.........c.cooiiiiiiiiiiiiinnn, 69
TRIZIVIR TAB .viiiiiiiii i nneeeas 22
TROGARZO...ciiiiiiii i anaeas 21
TROPHAMINE INJ 10%......covcvvvnnnnnn 86
trospium chloride ..................cooo.ee. 77
TRULICITY et ree e eee e 63
TRUMENBA INJ ..o 83
TRUQAP e 35
TRUXIMA. . i 35
TUKYSA e nee 35
TURALIO .o e neee e 35
0] e [0 A 69
TWINRIX INT oo 83
TYBOST . i 21
TYPHIM VI 83
TYRVAYA . it naee 88
U
UBRELVY .o 57
Unithroid .......c.oovviiiiiiiiiiiic e 73
Ursodiol.......ccuviieiiiiiiiiii i 76
\"/
valacyclovir hcl ..............cccoiiiviinnnn. 23
VALCHLOR. ..o e 95
valganciclovir hcl..............cccooeviinn 23
valproate sodium .............c.cceeiiinnnnn 54

valproic acid ...........coeiieiiiiiiiiennnnnn 54

Valsartan.......cccovveiiiiiiiiiiiiaaens 40
valsartan-hydrochlorothiazide tab 160-
12.5mMg..ccciviiiiii 40
valsartan-hydrochlorothiazide tab 160-
25mMg... 40
valsartan-hydrochlorothiazide tab 320-
12.5mg..cccveiiiiiiiiii 40
valsartan-hydrochlorothiazide tab 320-
25mMg... 40
valsartan-hydrochlorothiazide tab 80-
12.5mg..cccveiiiiiiiiiii e 40
VALTOCO 10 MG DOSE ......ccevvvennnnn 54
VALTOCO 15 MG DOSE .......cevvvvnnens 54
VALTOCO 20 MG DOSE ......ccevvvvnnens 54
VALTOCO 5 MG DOSE.......cccvvvvvinnnns 54
vancomycin hcl ................cooviiieinnn. 19
VANCOMYCIN INJ 1 GM......ccvvvennens 19
VANCOMYCIN INJ 500MG.........c.uuees 19
VANCOMYCIN INJ 750MG..............ees 19
VANFLYTA oo 35
VAQT A 83
varenicline tartrate......................... 59
varenicline tartrate tab 11 x 0.5 mg &
42 x 1 mg start pack.................... 59
VARIVAX i 83
VASCEPA. ... 42
=] L= 69
VELPHORO ...oiiiiiiiiiiccieee e 72
VELTASSA .. 65
VEMLIDY ..ot 23
VENCLEXTA .o, 35, 36
VENCLEXTA TAB START PK.............. 36
venlafaxine hcl..................cccvvinen. 47
VENTAVIS .. 45
VENTOLIN HFA....cooiiiiiiiieens 90
VENTOLIN HFA (INSTITUTIONAL PACK)
................................................. 90
verapamil Nl ..............cooviiiiiiiinnns 43
VERQUVO ...t 45
VERSACLOZ....ciiiieiiiiiiicivniee e 51
VERZENIO...cciiiiiiiiiiiii i 36
L] A = 69
V-GO 20 KIT . iiiiiiiiiieiiicie e 65
V-GO 30 KIT . riiiiii i eeeeenees 65
V-GO 40 KIT . riiiiriiiiiiee i eneeenees 65
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vigabatrin..........cccooiiiiiiiiiii e 54

VIgadronNe .......cooviiiiiiiiiiiiiiiiiaens 55
vilazodone AcCl..........covvvviviiiiiiiinnnnn. 47
vincristine sulfate ...........ccooeiiiinnnnnns 29
vinorelbine tartrate................cccvvunn. 29
V7] =] L= 69
VIRACEPT . ittt i iiiireee e e eaaas 21
VIREAD ...ttt ittt iiiiiiane e e s annaes 21
VITRAKVI .ot eee e 36
VIVITROL .o oiiiiiiee e e e e 59
VIZIMPRO ..o i n e 36
VONIO oottt i s e e 36
voriconazole .........c.oocciiiiiiinnnn, 19, 20
VOSEVITAB .iiiiiiiiiieeeeeeeeeeeas 23
VOTRIENT .ttt e s eeeneeeeas 36
VRAYLAR ..ot 51
VRAYLAR CAP 1.5-3MG ....cevvvvvvvinnnns 51
vyfemla......oooiiiiii i 69
177 /15) - 69
VY ZULT A e nne e 88
W
warfarin Sodium .........ccvvvviiiiiiiinnnnnn. 77
water for irrigation, sterile irrigation
SOIN v e 95
WELIREG. ...ttt 29
=] = 69
wixela inhub ..........oovvvviiiiiiiiiiiinnnnn. 92
X
XALKORI ..ttt 36
XARELTO .ottt iiiiiiiiiiiiei e 77
XARELTO STAR TAB 15/20MG........... 78
XATMEP .. 80
XCOPRI ..ottt 55
XCOPRI PAK 100-150 ...cvvvvvvviinnnnnnn. 55
XCOPRI PAK 12.5-25 ..o 55
XCOPRI PAK 150-200MG
(MAINTENANCE) ...coiiiiiiiiiieeeae 55
XCOPRI PAK 150-200MG (TITRATION)
................................................. 55
XCOPRI PAK 50-100MG........cccivvneee. 55
XELJANZ .o 80
XELJANZ XR iiiiiiiiiiiiiiiiiiiiiiiiinine e 80
XERMELO .. 76
XGEVA 65
XHANCE ... 91
XIFAXAN Lo i 76
XIGDUO XR TAB 10-1000................ 63

XIGDUO XR TAB 10-500MG.............. 63
XIGDUO XR TAB 2.5-1000............... 63
XIGDUO XR TAB 5-1000MG.............. 63
XIGDUO XR TAB 5-500MG................ 63
XIIDRA ..ttt aaee e 88
XOLAIR ..ttt vt e e aaee e 91
XOSPATA o 36
XPOVIO 100 MG ONCE WEEKLY ....... 36
XPOVIO 40 MG ONCE WEEKLY ......... 36
XPOVIO 40 MG TWICE WEEKLY........ 36
XPOVIO 60 MG ONCE WEEKLY ......... 36
XPOVIO 60 MG TWICE WEEKLY........ 36
XPOVIO 80 MG ONCE WEEKLY ......... 36
XPOVIO 80 MG TWICE WEEKLY........ 36
XTANDI. ..ot e 28
XUIANE ..o 69
XULTOPHY INJ 100/3.6 ..cevvvvvnennnnnn. 65
Y

= L 1= 1S 72
YE-VAX INJ ..o 83
YUVAFEM vt eaaeas 70
YA

Zafemy oo 69
zafirlukast .........c.cccoeiiiiiiiiiiiiiien, 90
ZARXIO. .ttt 78
ZEJULA .. 36, 37
ZELBORAF .. .ot eiaea 37
ZEMAIRA. ... 91
ZeNatane ... 92
ZENPEP CAP 10000UNT.....covvvvvnnenns 76
ZENPEP CAP 15000UNT.......covvvnnenns 76
ZENPEP CAP 20000UNT.....covvvvvinannn 76
ZENPEP CAP 25000UNT.....covcvvvnannn 76
ZENPEP CAP 3000UNIT ......evvvvvnnnnn 76
ZENPEP CAP 40000UNT......ovvvvvvnnenns 76
ZENPEP CAP 5000UNIT ......ovivvvnnenn 76
ZERVIATE e 87
Zidovuding........cooviiiiiiiiiiiiii i 21
ZIEXTENZO .ooiiiiiiii i eiaeen 78
ziprasidone hCl.........cc.coviiiiiiiiiiiinnns 51
ziprasidone mesylate ...................... 51
ZIRABEV ... 37
ZIRGAN ..o 86
zoledronic acid..........ccccuieiiiiinnnnnns 65
ZOLINZA .. 37
zolpidem tartrate ..................cooeeii 56
ZONISADE ..o e 55



ZONISAMIAE ....iiiiiiiiiiiiiiiiiiiiaaaaes 55 74 3 ] = I 1 C 37
ZOViA 1/35 i e 69 ZYKADIA ...t 37
ZTALMY i e 55 ZYLET SUS 0.5-0.3%....ccccvvvvvvninnnns 86
ZUMAanNdiming .......uoveveeiiiiiiiiiinneessnns 69 ZYPREXA RELPREVV ....ccciivviiiiiinnns 51

ZURZUVAE ... a7
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-844-280-5555
(TTY: 711). Someone who speaks English/Language can help you. This is a free
service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier
pregunta que pueda tener sobre nuestro plan de salud o medicamentos. Para hablar
con un intérprete, por favor llame al1-844-280-5555 (TTY: 711). Alguien que hable

espanol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: ZAISEO 0 SR BN SS, HEINEME ST (R RS2 W) RS A B ], A
FARTE LM BN 55, 15 £ 1-844-280-5555 (TTY: 711), HAIro-h SCLAFE A G AL AR 3 10
&, RXoe TR Ak S,

Chinese Cantonese: &% HAMA e o SEY) IR b n] REAF AT BE R, A BAMEE L e Bl ae IR,
IR s, oHE0E 1-844-280-5555 (TTY: 711), B ey A B IBSEE A0t E ),
is e IR,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang
anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-844-
280-5555 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita ng
Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes
vos questions relatives a notre régime de santé ou d'assurance-médicaments. Pour
accéder au service d'interprétation, il vous suffit de nous appeler au 1-844-280-5555
(TTY: 711). Un interlocuteur parlant Frangais pourra vous aider. Ce service est
gratuit.

Vietnamese: Chung ti cé dich vu thdéng dich mién phi dé tra ISi cdc ciu hdi vé
chuaong suic khde va chuong trinh thuéc men. Néu qui vi can thong dich vién xin goi 1-
844-280-5555 (TTY: 711) sé c6 nhan vién ndi ti€ng Viét giup dd qui vi. Bay la dich vu
mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter

1-844-280-5555 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.
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Korean: WA= 98 HE i okE ndlo) 3 1%01] @Gl =gzt B85 &9 AH[AE
A&stal dFHH 5 *WVE o]-&3steH X_ﬁ} 44-280-5555 (TTY: 711)%2?& 2] 35|
TAHAIS. gmolE ot GEAIL Bof = E&MME}. o] Mu| A= FEE FYHYL

Russian: Ecnn y Bac BO3HUKHYT BOMPOCbI OTHOCUTENIbHO CTPaxoBoro unm
MeAMKAMEHTHOrO MnjaHa, Bbl MOXETEe BOCMOJ/1b30BaTbCA HawWMMK 6ecnnaTHbIMK
ycnyramm nepesogymkoB. YTobbl BOCNOAb30BaTbCS YCyraMmn nepesojymka, no3BoHUTE
HaM no TenedoHy 1-844-280-5555 (TTY: 711). Bam okaxxeT NOMOLb COTPYAHMUK,
KOTOpbIM rOBOPUT NO-pyccku. JaHHasa ycnyra 6ecnnaTHas.

Jmanll Lal 5081 Jpan 5l Aneally (3l Alind s e Bl silanall (55 sdl) an el cilend w383 L) ; Arabic
Gty be gaddiagin TTY: 117) 1-448-082-5555] Ao by Juai¥) (5 g clile Gl 5 )58 aa jia Ao
Ailae Fadd oda _cline ey Ay yall

Hindi: BHR WY 1 €1 &1 A1 &b IR F 310 fob it Hl 581 o wrarel <7 & forg g9R U9 Jod
U Tami Iuds §. T TN Ut R o folg, &9 8/ 1-844-280-5555 (TTY: 711) W
BI- Y. HIs Afad ol g4l SIedl § ATUDH GG HR JHhdl 5. T8 U Jud 4l 6.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali
domande sul nostro piano sanitario e farmaceutico. Per un interprete, contattare il
numero 1-844-280-5555 (TTY: 711). Un nostro incaricato che parla Italianovi fornira
I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretacao gratuitos para responder a
gualquer questdo que tenha acerca do nosso plano de saude ou de medicacao. Para
obter um intérprete, contacte-nos através do niumero 1-844-280-5555 (TTY: 711). Ira
encontrar alguém que fale o idioma Portugués para o ajudar. Este servigo € gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou ta
genyen konseénan plan medikal oswa dwog nou an. Pou jwenn yon entepret, jis rele
nou nan 1-844-280-5555 (TTY: 711). Yon moun ki pale Kreyol kapab ede w. Sa a se
yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze
w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekow. Aby
skorzysta¢ z pomocy tltumacza znajgcego jezyk polski, nalezy zadzwonié pod numer 1-
844-280-5555 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: il DIEHE (@ HEORBR & Fhh L TTHT7 7 212 Be‘ﬁﬁ“é SHEMICBEZT 520 10, &
REOHFRT —E 205 ) FT T WE T, ke ZHmIC 7 51213,
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1-844-280-5555 (TTY: 711 BEFH 2 X v, OKEZFETAZE I LRV LET, 2
iRl — v 2T,
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Non-Discrimination Notice

GlobalHealth, Inc. complies with applicable Federal civil rights laws and does not discriminate on the basis
of race, color, national origin, age, disability, or sex. GlobalHealth does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.

GlobalHealth:

e Provides free aids and services to people with disabilities to communicate effectively with us, such
as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other
formats)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact GlobalHealth’s Customer Care at 1 (844) 280-5555 (toll-free)
(TTY:711).

If you believe that GlobalHealth has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex, you can file a grievance with:

ATTN: Medicare Compliance Officer
210 Park Ave, Ste. 2900

Oklahoma City, OK 73102-5621

or E-mail: compliance@globalhealth.com

You can file a grievance in person or by mail, fax or e-mail. If you need help filing a grievance, Customer
Care is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW

Room 509F, HHH Building

Washington, DC 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

ATENCION: Si habla espaiiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-
844-280-5555 (TTY: 711).

CHU Y: Néu ban néi Tiéng Viét, ¢ cac dich vu hd tro ngon ngit mién phi danh cho ban. Goi s 1-844-
280-5555 (TTY: 711).

AR MREEREERX, BuLUKBEESESEMRTG. BEE 1-844-280-5555 (TTY: 711).
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GlobalHealth cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de
raza, color, nacionalidad, edad, discapacidad, o sexo. GlobalHealth no excluye a las personas ni las trata de
forma diferente por motivos de raza, color, nacionalidad, edad, discapacidad, o sexo.

GlobalHealth:

e Proporciona asistencia y servicios gratuitos a las personas con discapacidades para que se
comuniquen de manera eficaz con nosotros, como los siguientes:
o Intérpretes de lenguaje de sefas capacitados.
o Informacion escrita en otros formatos (letra grande, audio, formatos electronicos accesibles, otros

formatos)

e Proporciona servicios lingiiisticos gratuitos a personas cuya lengua materna no es el inglés, como los
siguientes:
o Intérpretes capacitados.
o Informacion escrita en otros idiomas

Si necesita recibir estos servicios, comuniquese con Servicio al cliente de GlobalHealth al 1-844-280-5555
(Libre de Cargos) (TTY:711).

Si considera que GlobalHealth no le proporciond estos servicios o lo discrimind de otra manera por motivos
de origen étnico, color, nacionalidad, edad, discapacidad o sexo, puede presentar un reclamo a la siguiente
persona:

ATTN: Medicare Compliance Officer
210 Park Ave, Ste. 2900

Oklahoma City, OK 73102-5621

or E-mail: compliance@globalhealth.com

Puede presentar el reclamo en persona o por correo postal, fax o correo electronico. Si necesita ayuda para
hacerlo, Servicio al Cliente esta a su disposicion para brindarsela.

También puede presentar un reclamo de derechos civiles ante la Office for Civil Rights (Oficina de Derechos
Civiles) del Department of Health and Human Services (Departamento de Salud y Servicios Humanos) de
EE. UU. de manera electronica a través de Office for Civil Rights Complaint Portal, disponible en
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, o bien, por correo postal a la siguiente direccion o por teléfono
a los numeros que figuran a continuacion:

U.S. Department of Health and Human Services
200 Independence Avenue SW

Room 509F, HHH Building

Washington, DC 20201

1-800-368-1019, 800-537-7697 (TDD)

Puede obtener los formularios de reclamo en el sitio web http://www.hhs.gov/ocr/office/file/index.html.
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This formulary was updated on 02/20/2024. For more recent information or other questions, please contact
Customer Care at 1-866-494-3927 (TTY users should call 711), 24 hours a day, seven days a week, or visit
www.GlobalHealth.com.

Esta lista se actualizé el 02/20/2024. Para obtener informacidon mas reciente o si tiene otras preguntas,
comuniquese con el Servicio de Atencion al Cliente al 1-866-494-3927 (los usuarios de TTY deben llamar
al 711), las 24 horas del dia, los siete dias de la semana, o visite www.GlobalHealth.com.
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	(List of Covered Drugs)
	PLEASE READ: THIS DOCUMENT CONTAINS INFORMATION 
	ABOUT THE DRUGS WE COVER IN THIS PLAN
	HPMS Approved Formulary File Submission ID 00024139, Version Number 9
	This formulary was updated on 02/20/2024. For more recent information or other questions, please contact us, GlobalHealth Customer Care at 1-866-494-3927 (TTY users should call 711), 24 hours a day, seven days a week, or visit www.GlobalHealth.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 GlobalHealth, Inc. When it refers to “plan” or “our plan,” it means Generations Classic Rewards (HMO) and Generations Classic Plus (HMO).
	This document includes a list of the drugs (formulary) for our plan which is current as of 02/20/2024. 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.
	What is the Generations Classic Rewards (HMO) and Generations Classic Plus (HMO) Formulary?
	A formulary is a list of covered drugs selected by our plan 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. We will generally cover the drugs listed in our formulary as long as the drug is medically necessary, the prescription is filled at our network pharmacy, and other plan rules are followed.  For more information on how to fill your prescriptions, please review your Evidence of Coverage.
	For a complete listing of all prescription drugs covered by us, please visit our website or call us. Our contact information, along with the date we last updated the formulary, appears on the front and back cover pages.
	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.
	o 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 find information in the section below titled “How do I request an exception to the Generations Classic Rewards (HMO) and Generations Classic Plus (HMO)’s 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 the 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, or 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.
	o 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 I request an exception to the Generations Classic Rewards (HMO) and Generations Classic Plus (HMO)’s Formulary?”
	Changes that will not affect you if you are currently taking the drug. Generally, if you are taking a drug on our 2024 formulary that was covered at the beginning of the year, we will not discontinue or reduce coverage of the drug during the 2024 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 02/20/2024. To get updated information about the drugs covered by Generations Classic Rewards (HMO) and Generations Classic Plus (HMO) please contact us. Our contact information appears on the front and back cover pages. In the event of mid-year non-maintenance formulary changes, the formularies will be updated monthly and posted on our website.
	How do I use the Formulary?
	Medical Condition
	Alphabetical Listing

	There are two ways to find your drug within the formulary:
	The formulary begins on page 15.  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”. If you know what your drug is used for, look for the category name in the list that begins on 15. Then look under the category name for your drug. 
	If you are not sure what category to look under, you should look for your drug in the Index that begins on page 97. 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?
	Our plan 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: Our plan requires you or your physician to get prior authorization for certain drugs. This means that you will need to get approval from our plan before you fill your prescriptions. If you don’t get approval, we may not cover the drug.
	 Quantity Limits: For certain drugs, our plan limits the amount of the drug that our plan will cover.  For example, our plan provides 30 per prescription for Rosuvastatin. This may be in addition to a standard one-month or three-month supply. 
	 Step Therapy: In some cases, our plan 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, we may not cover Drug B unless you try Drug A first. If Drug A does not work for you, we 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 15. 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.
	You can ask our plan 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 I request an exception to the Generations Classic Rewards (HMO) and Generations Classic Plus (HMO)’s formulary?” on page 4 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 Care and ask if your drug is covered.
	If you learn that our plan does not cover your drug, you have two options:
	 You can ask Customer Care for a list of similar drugs that are covered by our plan. When you receive the list, show it to your doctor and ask them to prescribe a similar drug that is covered by our plan.
	 You can ask us to make an exception and cover your drug. See below for information about how to request an exception.
	How do I request an exception to the Generations Classic Rewards (HMO) and Generations Classic Plus (HMO)’s Formulary?
	You can ask our plan 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 lower cost-sharing level unless the drug is 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, our plan 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, our plan 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, tier, or utilization restriction exception. When you request a formulary, tier, 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 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 I do before I 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.
	If you are a current member in our plan, we will also cover a temporary transition supply if you have a change in your medications because of a level-of-care change. This may include unplanned changes in treatment settings, such as being discharged from an acute care (hospital) setting or being admitted to, or discharged from, a long-term care facility. For each drug that is not in our formulary, or if your ability to get your drugs is limited, we will cover a temporary 30-day supply (up to a 31-day supply if you are a resident of a long-term care facility) when you go to a network pharmacy.
	For more information
	For more detailed information about your Generations Classic Rewards (HMO) and Generations Classic Plus (HMO) prescription drug coverage, please review your Evidence of Coverage and other plan materials.
	If you have questions about our plan, 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 http://www.medicare.gov.
	Generations Classic Rewards (HMO) and Generations Classic Plus (HMO) Formulary
	The formulary below provides coverage information about the drugs covered our plan. If you have trouble finding your drug in the list, turn to the Index that begins on page 97.
	The first column of the chart lists the drug name. Brand-name drugs are capitalized (e.g., SYNTHROID) and generic drugs are listed in lower-case italics (e.g., levothyroxine).
	The information in the Requirements/Limits column tells you if our plan has any special requirements for coverage of your drug.
	Drug Tier
	Tier 1 = Preferred Generic
	Tier 2 = Generic
	Tier 3 = Preferred Brand
	Tier 4 = Non-Preferred Drug
	Tier 5 = Specialty Tier
	You can find information on what the symbols and abbreviations on this table mean here:
	 PA – Prior Authorization. Our plan requires you or your provider to get prior authorization for certain drugs. This means that you will need to get approval from us before you fill your prescriptions. If you don’t get approval, we may not cover the drug.
	 QL – Drug has Quantity limit. For certain drugs, our plan limits the amount of the drug that we will cover. For example, our plan provides 30 tablets per 30 days per prescription for rosuvastatin.
	 ST – Step Therapy. In some cases, our plan 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, we may not cover Drug B unless you try Drug A first. If Drug A does not work for you, we will then cover Drug B.
	 NM – Not available at our Mail-order pharmacies.
	 LA – Limited Access. This prescription may be available only at certain pharmacies. For more information consult your Pharmacy Directory or call Customer Care at 1-866-494-3927, 24 hours a day, seven days a week. TTY users should call 711.
	 B/D – This drug may be covered under Medicare Part B or Part D depending upon the circumstances. Information may need to be submitted describing the use and setting of the drug to make the determination.
	 GC – Gap Coverage. Your plan offers additional coverage in the Coverage Gap phase for these medications. Refer to your Evidence of Coverage for cost-sharing information.
	 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 towards 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. These drugs may not be covered after you reach the Coverage Gap.
	Generations Classic Rewards (HMO) y Generations Classic Plus (HMO)
	Formulario 2024
	(Lista de Medicamentos Cubiertos)
	LEA ESTA INFORMACIÓN: ESTE DOCUMENTO CONTIENE INFORMACIÓN  SOBRE LOS MEDICAMENTOS QUE CUBRIMOS EN ESTE PLAN
	Identificación de Presentación del Archivo de la Lista de Medicamentos Aprobada por el HPMS 00024139, versión 9
	Esta lista se actualizó el 02/20/2024. Para obtener información más reciente o si tiene otras preguntas, comuníquese con el Servicio de Atención al Cliente al 1-866-494-3927 (los usuarios de TTY deben llamar al 711), las 24 horas del día, los siete días de la semana, o visite www.GlobalHealth.com.
	Nota para los miembros existentes: Esta lista de medicamentos cambió desde el año pasado. Revise este documento para asegurarse de que aún contenga los medicamentos que toma.
	Cuando en esta lista de medicamentos (lista) se hace referencia a "nosotros" o "nuestro", se hace referencia a GlobalHealth, Inc. Cuando se hace referencia a "plan" o "nuestro plan", se hace referencia a Generations Classic Rewards (HMO) y Generations Classic Plus (HMO).
	Este documento incluye una lista de los medicamentos (lista) de nuestro plan que entra en vigor a partir del 02/20/2024. Para obtener una lista actualizada, comuníquese con nosotros. Nuestra información de contacto, junto con la fecha de la última actualización de la lista, aparece en la portada y en la contraportada.
	Por lo general, debe usar las farmacias de la red para usar su beneficio de medicamentos recetados. Los beneficios, la lista, la red de farmacias o los copagos y coseguros pueden cambiar el 1 de enero de 2024 y de manera periódica durante el año.
	¿Qué es la Lista de Medicamentos de Generations Classic Rewards (HMO) y Generations Classic Plus (HMO)?
	Es una lista de medicamentos cubiertos seleccionados por nuestro plan en consulta con un equipo de proveedores de atención médica, que representa las terapias recetadas consideradas como una parte necesaria de un programa de tratamiento de calidad. Nuestro plan, por lo general, cubrirá los medicamentos que figuran en nuestra lista, siempre y cuando el medicamento sea médicamente necesario, la receta sea surtida en una farmacia de la red del plan y se cumplan otras normas del plan. Para obtener más información sobre cómo surtir sus recetas, consulte su Evidencia de Cobertura.
	Para obtener una lista completa de todos los medicamentos recetados cubiertos por nuestro plan, visite nuestro sitio web o llámenos. Nuestra información de contacto, junto con la fecha de la última actualización de la lista, aparece en la portada y en la contraportada.
	¿Puede cambiar la Lista (lista de medicamentos)?
	La mayoría de los cambios en la cobertura de medicamentos se producen el 1 de enero, pero podemos agregar o eliminar medicamentos de la Lista de Medicamentos durante el año, moverlos a diferentes niveles de costo compartido o agregar nuevas restricciones. Debemos cumplir con las normas de Medicare para realizar estos cambios.
	Cambios que pueden afectarle este año: En los siguientes casos, usted se verá afectado por los cambios en la cobertura durante el año:
	 Nuevos medicamentos genéricos. Podemos eliminar inmediatamente un medicamento de marca registrada de nuestra Lista de Medicamentos si lo reemplazamos con un nuevo medicamento genérico que aparecerá en el mismo nivel de costo compartido o uno más bajo, y con las mismas o con menos restricciones. Además, al agregar el nuevo medicamento genérico, podemos decidir mantener el medicamento de marca registrada en nuestra Lista de Medicamentos, pero inmediatamente moverlo a un nivel de costo compartido diferente o agregar nuevas restricciones. Si actualmente usted está tomando ese medicamento de marca registrada, podríamos no avisarle con anticipación que realizaremos ese cambio, pero luego le proporcionaremos información sobre el cambio o los cambios específicos que hicimos.
	o Si realizamos ese cambio, usted o el recetador pueden solicitarnos hacer una excepción y continuar con la cobertura de su medicamento de marca registrada. El aviso que le enviaremos también incluirá información sobre cómo solicitar una excepción, y puede encontrar información en la sección a continuación titulada “¿Cómo solicito una excepción a la Lista de Medicamentos de Generations Classic Rewards (HMO) y Generations Classic Plus (HMO)?”
	 Medicamentos retirados del mercado. Si la Administración de Alimentos y Medicamentos considera que un medicamento incluido en nuestra lista de medicamentos no es seguro, o si el fabricante del medicamento lo retira del mercado, lo retiraremos de nuestra lista de inmediato y se lo notificaremos a los miembros que toman el medicamento.
	 Otros cambios. Es posible que realicemos otros cambios que afecten a los miembros que actualmente toman un medicamento. Por ejemplo, podemos agregar un medicamento genérico que no es nuevo en el mercado para reemplazar un medicamento de marca registrada que se encuentra actualmente en la lista de medicamentos, o podemos agregar nuevas restricciones al medicamento de marca registrada, moverlo a un nivel de costo compartido diferente, o ambas cosas. También podemos realizar cambios basados en nuevas pautas clínicas. Si retiramos medicamentos de nuestra lista de medicamentos, agregamos una autorización previa, límites de cantidad o restricciones de terapia escalonada para un medicamento, o cambiamos un medicamento a un nivel de costo compartido más alto, debemos notificar a los miembros afectados sobre el cambio al menos 30 días antes de que el cambio entre en vigor, o cuando el miembro solicita un nuevo surtido del medicamento, momento en el cual recibirá un suministro por 30 días del medicamento.
	o Si realizamos estos cambios, usted o el recetador pueden solicitarnos hacer una excepción y continuar con la cobertura de su medicamento de marca registrada. El aviso que le enviaremos también incluirá información sobre cómo solicitar una excepción, y también puede encontrar información en la sección a continuación titulada “¿Cómo solicito una excepción a la Lista de medicamentos de Generations Classic Rewards (HMO) y Generations Classic Plus (HMO)?”
	Cambios que no le afectarán si actualmente está tomando el medicamento. Por lo general, si usted está tomando un medicamento de nuestra Lista de Medicamentos 2024 que estaba cubierto al comienzo del año, no interrumpiremos ni reduciremos la cobertura del medicamento durante el año de cobertura 2024, salvo lo descrito anteriormente. Esto significa que estos medicamentos seguirán disponibles con el mismo costo compartido y sin nuevas restricciones para aquellos miembros que los tomen durante el resto del año de cobertura. Este año no se le notificarán directamente sobre los cambios que no lo afecten. Sin embargo, el
	1 de enero del año siguiente, dichos cambios pueden afectarlo, y es importante revisar la Lista de Medicamentos del nuevo año de beneficios para ver si hay cambios en los medicamentos.
	La lista adjunta entra en vigor a partir del 02/20/2024. Para obtener información actualizada sobre los medicamentos cubiertos por nuestro plan, comuníquese con nosotros. Nuestra información de contacto aparece en la portada y en la contraportada. En caso de que se produzcan cambios a mediados de año en la lista de medicamentos que no sean de mantenimiento, las listas se actualizarán mensualmente y se publicarán en nuestro sitio web.
	¿Cómo utilizo la Lista de Medicamentos?
	Afección Médica
	Listado Alfabético

	Existen dos maneras de encontrar su medicamento en la lista de medicamentos:
	La lista comienza en la página 15. Los medicamentos de esta lista de medicamentos están agrupados en categorías según el tipo de afección médica para la que se utilizan. Por ejemplo, los medicamentos utilizados para tratar una afección cardíaca se enumeran en la categoría “Cardiovascular”. Si sabe para qué se utiliza su medicamento, busque el nombre de la categoría en la lista que comienza en la página 15.  Luego busque su medicamento en el nombre de la categoría.
	Si no está seguro en qué categoría buscar, debe buscar su medicamento en el Índice que comienza en la página 97. El Índice proporciona una lista alfabética de todos los medicamentos incluidos en este documento. Tanto los medicamentos de marca registrada como los medicamentos genéricos figuran en el Índice. Busque en el Índice para encontrar su medicamento. Junto con su medicamento, verá el número de página donde puede encontrar información sobre la cobertura. Vaya a la página que aparece en el Índice y busque el nombre de su medicamento en la primera columna de la lista.
	¿Qué son los medicamentos genéricos?
	Nuestro plan cubre tanto medicamentos de marca registrada como medicamentos genéricos. Un medicamento genérico es uno aprobado por la Administración de Alimentos y Medicamentos (Food and Drug Administration, FDA) que contiene el mismo ingrediente activo que el medicamento de marca registrada. Por lo general, los medicamentos genéricos cuestan menos que los medicamentos de marca registrada.
	¿Existe alguna restricción en mi cobertura?
	Algunos medicamentos cubiertos pueden tener requisitos o límites adicionales en la cobertura. Estos requisitos y límites pueden incluir:
	 Autorización Previa: Nuestro plan necesita que usted o su médico obtengan una autorización previa para obtener ciertos medicamentos. Esto significa que necesitará obtener una aprobación de nuestro plan antes de obtener los medicamentos con receta médica. Si no obtiene la aprobación, es posible que no cubramos el medicamento.
	 Límites de Cantidades: Para ciertos medicamentos, nuestro plan limita la cantidad del medicamento que cubrirá nuestro plan. Por ejemplo, nuestro plan proporciona 30 comprimidos por receta para rosuvastatina. Esto puede ser adicional a un suministro estándar para un mes o tres meses.
	 Terapia Escalonada: En algunos casos, nuestro plan requiere que primero pruebe otros medicamentos para tratar su afección médica antes de cubrir otro medicamento para esa afección. Por ejemplo, si el medicamento A y el medicamento B tratan una condición médica, podemos no cubrir el medicamento B a menos que pruebe con el medicamento A primero. Si el medicamento A no funciona, le cubriremos el medicamento B.
	Puede averiguar si su medicamento tiene requisitos o límites adicionales consultando la lista que comienza en la página 97. También puede obtener más información sobre las restricciones aplicadas a medicamentos cubiertos específicos visitando nuestro sitio web. Hemos publicado documentos en línea que explican nuestras restricciones de autorización previa y terapia escalonada. También puede solicitarnos que le enviemos una copia. Nuestra información de contacto, junto con la fecha de la última actualización de la lista, aparece en la portada y en la contraportada.
	Puede solicitar que se haga una excepción a estas restricciones o límites en nuestros planes, o que le hagan una lista de otros medicamentos similares que puedan tratar su afección médica. Consulte la sección “¿Cómo solicito una excepción a la Lista de medicamentos de Generations Classic Rewards (HMO) y Generations Classic Plus (HMO)?” en la página 11 para obtener información sobre cómo solicitar una excepción.
	¿Qué pasa si mi medicamento no está en la Lista de Medicamentos?
	Si su medicamento no está incluido en esta lista (lista de medicamentos cubiertos), primero debe comunicarse con el Servicio de Atención al Cliente y preguntar si su medicamento está cubierto.
	Si se entera de que nuestro plan no cubre su medicamento, tiene dos opciones:
	 Puede solicitar al Servicio de Atención al Cliente una lista de medicamentos similares que estén cubiertos por nuestro plan. Cuando reciba la lista, muéstresela a su médico y pídale que le recete un medicamento similar que esté cubierto por nuestro plan.
	 Puede solicitar que nuestro plan haga una excepción para que cubra su medicamento. Consulte la siguiente sección para obtener información sobre cómo solicitar una excepción.
	¿Cómo solicito una excepción a la Lista de Medicamentos de Generations Classic Rewards (HMO) y Generations Classic Plus (HMO)?
	Puede solicitar que se haga una excepción a nuestras normas de cobertura en nuestro plan. Existen varios tipos de excepciones que puede solicitarnos.
	 Puede solicitarnos que cubramos un medicamento incluso si no está en nuestra lista de medicamentos. Si se aprueba, este medicamento estará cubierto a un nivel de costo compartido predeterminado, y usted no podrá solicitarnos que le proporcionemos el medicamento a un nivel de costo compartido más bajo.
	 Puede solicitarnos que cubramos un medicamento de la lista de medicamentos en un nivel de costo compartido más bajo, a menos que el medicamento se encuentre en el nivel especializado. Si se aprueba, esto disminuiría el monto que debe pagar por su medicamento.
	 Puede solicitarnos que no apliquemos restricciones ni límites de cobertura a su medicamento. Por ejemplo, para ciertos medicamentos, el plan limita la cantidad del medicamento que cubriremos. Si su medicamento tiene un límite de cantidad, puede solicitarnos que no apliquemos el límite y que cubramos una cantidad mayor.
	Por lo general, nuestro plan aprobará su solicitud de una excepción únicamente si los medicamentos alternativos incluidos en la lista de medicamentos del plan, el medicamento de menor costo compartido o las restricciones de utilización adicionales no son tan eficaces para tratar su afección o harán que padezca efectos médicos adversos.
	Debe comunicarse con nosotros para solicitarnos una decisión inicial sobre la cobertura de una excepción a la lista, el nivel o la restricción de utilización. Cuando solicita una excepción a la lista, el nivel o la restricción de utilización, debe presentar una declaración de su recetador o médico que respalde su solicitud. Por lo general, debemos tomar una decisión dentro de las 72 horas después de recibir la declaración de apoyo de su recetador. Puede solicitar una excepción acelerada (rápida) si usted o su médico creen que su salud podría verse gravemente afectada si espera hasta 72 horas por una decisión. Si se concede su solicitud acelerada, debemos darle una decisión a más tardar 24 horas después de recibir una declaración de apoyo de su médico u otro recetador.
	¿Qué debo hacer antes de hablar con mi médico sobre cambiar mis medicamentos o solicitar una excepción?
	Como miembro nuevo o existente de nuestro plan, es posible que esté tomando medicamentos que no están en nuestra lista de medicamentos. También puede suceder que esté tomando un medicamento que está en nuestra lista de medicamentos, pero su capacidad para conseguirlo es limitada. Por ejemplo, es posible que necesite nuestra autorización previa antes de que pueda obtener su receta. Debe hablar con su médico para decidir si debe cambiar a un medicamento apropiado que cubramos, o solicitar una excepción a la lista de medicamentos para que cubramos el medicamento que toma. Mientras habla con su médico para determinar qué medida es adecuada para usted, podemos cubrir su medicamento en ciertos casos durante los primeros
	90 días en los que usted es miembro de nuestro plan.
	Para cada uno de sus medicamentos que no está en nuestra lista de medicamentos, o si su capacidad para obtener sus medicamentos es limitada, cubriremos un suministro temporal por 30 días. Si su receta médica está escrita por menos días, entregaremos renovaciones para proporcionar hasta un suministro máximo por 30 días de medicamentos. Después de su primer suministro por 30 días, no pagaremos estos medicamentos, incluso si ha sido miembro del plan durante menos de 90 días.
	Si usted es residente de un centro de atención médica a largo plazo y necesita un medicamento que no está en nuestra lista de medicamentos, o si su capacidad para obtener sus medicamentos es limitada, pero ya pasaron los primeros 90 días de membresía en nuestro plan, cubriremos un suministro de emergencia por 31 días de ese medicamento mientras usted busca una excepción a la lista.
	Si usted es un miembro actual de nuestro plan, también cubriremos un suministro de transición temporal si sus medicamentos cambian debido a un cambio en el nivel de atención. Esto puede incluir cambios no planificados en los entornos de tratamiento, como ser dado de alta de un centro de cuidados intensivos (hospital) o ser hospitalizado o dado de alta de un centro de atención médica a largo plazo. Por cada medicamento que no esté en nuestra lista de medicamentos o si su capacidad para obtener sus medicamentos es limitada, cubriremos un suministro temporal por 30 días (un suministro por hasta 31 días si usted es residente de un centro de atención médica a largo plazo) cuando vaya a una farmacia de la red.
	Para obtener más información
	Para obtener información más detallada sobre su cobertura de medicamentos recetados Generations Classic Rewards (HMO) y Generations Classic Plus (HMO), revise su Evidencia de Cobertura y otros materiales del plan.
	Si tiene preguntas sobre nuestro plan, comuníquese con nosotros. Nuestra información de contacto, junto con la fecha de la última actualización de la lista, aparece en la portada y en la contraportada.
	Si tiene preguntas generales acerca de la cobertura de medicamentos recetados de Medicare, llame a Medicare al 1-800-MEDICARE (1-800-633-4227), las 24 horas del día, los 7 días de la semana. Los usuarios de TTY/TDD deben llamar al 1-877-486-2048. O visite http://www.medicare.gov.
	Lista de Medicamentos de Generations Classic Rewards (HMO) y Generations Classic Plus (HMO)
	La lista de medicamentos que comienza en la página siguiente proporciona información de cobertura sobre los medicamentos cubiertos por nuestro plan. Si tiene problemas para encontrar su medicamento en la lista, consulte el Índice que comienza en la página 97.
	La primera columna de la tabla enumera el nombre del medicamento. Los medicamentos de marca registrada están en mayúscula (p. ej., SYNTHROID) y los medicamentos genéricos están en minúscula cursiva (p. ej., levotiroxina).
	La información en la columna Requisitos/Límites le indica si nuestro plan tiene algún requisito especial para la cobertura de su medicamento.
	Nivel de Medicamento
	Nivel 1 = Genérico preferido
	Nivel 2 = Genérico
	Nivel 3 = Marca preferida
	Nivel 4 = Medicamentos no preferidos
	Nivel 5 = Nivel de especialidad
	Puede encontrar información sobre lo que significan los símbolos y las abreviaturas en esta tabla:
	 PA - Autorización Previa. El plan necesita que usted o su proveedor obtengan una autorización previa para ciertos medicamentos. Esto significa que necesitará obtener nuestra aprobación antes de obtener los medicamentos con receta médica. Si no obtiene la aprobación, es posible que no cubramos el medicamento.
	 QL - El medicamento tiene un límite de cantidad. Para ciertos medicamentos, nuestro plan limita la cantidad del medicamento que cubriremos. Por ejemplo, nuestro plan proporciona 30 comprimidos por 30 días por receta de rosuvastatina.
	 ST - Terapia Escalonada. En algunos casos, nuestro plan requiere que primero pruebe otros medicamentos para tratar su afección médica antes de cubrir otro medicamento para esa afección. Por ejemplo, si el medicamento A y el medicamento B tratan una condición médica, podemos no cubrir el medicamento B a menos que pruebe con el medicamento A primero. Si el medicamento A no funciona, le cubriremos el medicamento B.
	 NM - No está disponible en nuestras farmacias de pedidos por correo.
	 LA - Acceso Limitado. Esta receta puede estar disponible solo en ciertas farmacias. Para obtener más información, consulte su Directorio de Farmacias o llame al Servicio de Atención al Cliente al 1-866- 494-3927, las 24 horas del día, los siete días de la semana. Los usuarios de TTY deben llamar al 711.
	 B/D - Este medicamento puede estar cubierto por Medicare Parte B o Parte D, según las circunstancias. Es posible que sea necesario presentar información que describa el uso y el entorno del medicamento para tomar la decisión.
	 GC - Etapa sin Cobertura (Gap Coverage). Brindamos cobertura adicional de este medicamento recetado en la etapa sin cobertura. Consulte su Evidencia de Cobertura para obtener más información sobre esta cobertura.
	 ED - Medicamento Excluido (Excluded Drug). Este medicamento recetado generalmente no está cubierto por un Plan de Medicamentos Recetados de Medicare. El monto que usted paga cuando le dispensan una receta de este medicamento no cuenta entre los costos de medicamentos totales (es decir, el monto que paga no lo ayuda a reunir los requisitos para la cobertura catastrófica). Además, si recibe ayuda adicional para pagar sus recetas, no obtendrá ayuda adicional para pagar este medicamento. Estos medicamentos pueden no estar cubiertos después de alcanzar la Etapa sin Cobertura.
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