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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,
2023, and from time to time during the year.

ATTENTION: If you speak Spanish, language assistance services, free of charge, are
available to you. Call (877) 210-9167 (TTY: 711).

ATENCION: Si habla Espafiol, servicios de asistencia lingiiistica, de forma gratuita, estan
disponibles para usted. Llame (877) 210-9167 (TTY: 711).

MDCMFC24-FMDformulary-1224
Y0094 24 113422 C
FirstMedicare Direct Formulary 00024437 Version 20






What is the FirstMedicare Direct Formulary?

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

Can the Formulary (drug list) change?

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

Changes that can affect you this vear:

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 titled “How do I
request an exception to the FirstMedicare Direct 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 FirstMedicare Direct 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.
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The enclosed formulary is current as of 12/01/2024. To get updated information about the drugs covered by
FirstMedicare Direct, please contact us. Our contact information appears on the front and back cover pages.
If there are negative changes made to the printed drug list within the covered year, you may be notified

by mail identifying the changes. Drug lists located on our website are reviewed and updated on a monthly
basis.

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

Medical Condition

The formulary begins on page 1. The drugs in this formulary are grouped into categories depending on the
type of medical conditions that they are used to treat. For example, drugs used to treat a heart condition are
listed under the category, “Cardiovascular Agents.” If you know what your drug is used for, look for the
category name in the list that begins on page 1. 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 76. 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?

FirstMedicare Direct 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: FirstMedicare Direct requires you or your physician to get prior authorization
for certain drugs. This means that you will need to get approval from FirstMedicare Direct before
you fill your prescriptions. If you don’t get approval, FirstMedicare Direct may not cover the drug.

* Quantity Limits: For certain drugs, FirstMedicare Direct limits the amount of the drug that
FirstMedicare Direct will cover. For example, FirstMedicare Direct provides 30 tablets per
prescription for citalopram hydrobromide. This may be in addition to a standard one-month or three-
month supply.

* Step Therapy: In some cases, FirstMedicare Direct 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, FirstMedicare Direct may not cover Drug B unless
you try Drug A first. If Drug A does not work for you, FirstMedicare Direct 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 1. You can also get more information about the restrictions applied to specific covered drugs
by visiting our website. We have posted online a document that explains our prior authorization and step
therapy restrictions. You may also ask us to send you a copy. Our contact information, along with the date
we last updated the formulary, appears on the front and back cover pages.
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You can ask FirstMedicare Direct 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
FirstMedicare Direct formulary?” on page iii 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 Member
Services and ask if your drug is covered.

If you learn that FirstMedicare Direct does not cover your drug, you have two options:

*  You can ask Member Services for a list of similar drugs that are covered by FirstMedicare Direct.
When you receive the list, show it to your doctor and ask them to prescribe a similar drug that is
covered by FirstMedicare Direct.

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

How do | request an exception to the FirstMedicare Direct formulary?
You can ask FirstMedicare Direct to make an exception to our coverage rules. There are several types of
exceptions that you can ask us to make.

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

* You can ask us to cover a formulary drug at a lower cost-sharing level, 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,
FirstMedicare Direct 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, FirstMedicare Direct 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 | do before | can talk to my doctor about changing my drugs or requesting an
exception?

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

12/01/2024
ii



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.

FirstMedicare Direct provides transition fills for members who have a level-of-care change from one
treatment setting to another. Please visit our website at FirstMedicare.com for further details.

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

If you have questions about FirstMedicare Direct, 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.

FirstMedicare Direct Formulary
The formulary that begins on page 1 provides coverage information about the drugs covered by FirstMedicare
Direct. If you have trouble finding your drug in the list, turn to the index that begins on page 76.

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

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

Drug Name Drug Tier | Requirements/Limits
Opthalmic Agents
Opthalmic Agents
CYSTARAN SOLN 0.44% | 5 | PA, QL: 60 ML per 28 days
B/D This prescription drug has a Part B versus D administrative prior authorization requirement.

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

determination.
EA Each.
PA Prior Authorization. FirstMedicare Direct requires you or your physician to get prior

authorization for certain drugs. This means that you will need to get approval from FirstMedicare
Direct before you fill your prescriptions. If you don’t get approval, FirstMedicare Direct may not
cover the drug.
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PANSO Change to: Prior Authroization for New Starts Only which is new for CY24.

QL Quantity Limit. For certain drugs, FirstMedicare Direct limits the amount of the drug that
FirstMedicare Direct will cover. For example, FirstMedicare Direct provides 30 tablets per
prescription for citalopram hydrobromide. This may be in addition to a standard one-month or
three-month supply.

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

ST NSO Step Therapy for New Starts Only. New for CY24.

Brand-name drugs are listed in parentheses after the generic. This does not mean the brand name is covered.
Please refer to the actual listing for that drug to determine coverage.
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Drug Requirements/Limits

Tier |
Nonsteroidal Anti-inflammatory Drugs
celecoxib caps 2
diclofenac potassium tabs 50mg 2
diclofenac sodium dr 1 GC
diclofenac sodium er 1 GC
diclofenac sodium/misoprostol 2
diclofenac sodium gel 1% 2
diclofenac sodium gel 3% 4
diflunisal tabs 500mg 2
ec-naproxen 1 GC
etodolac er 2
etodolac caps, tabs 2
fenoprofen calcium caps 400mg 1 GC
fenoprofen calcium tabs 1 GC
flurbiprofen tabs 1 GC
ibu 1 GC
ibuprofen/famotidine 2
ibuprofen susp 1 GC
ibuprofen tabs 400mg, 600mg, 800mg 1 GC
ketorolac tromethamine inj 15mg/ml, 30mg/mi 2
meclofenamate sodium caps 1 GC
mefenamic acid caps 2
meloxicam tabs 1 GC
nabumetone tabs 1 GC
naproxen dr 1 GC
naproxen sodium tabs 275mg, 550mg 1 GC
naproxen susp 2
naproxen tabs 250mg, 375mg, 500mg 1 GC
naproxen thec 500mg 1 GC
oxaprozin tabs 2
piroxicam caps 2
salsalate tabs 2
sulindac tabs 1 GC
Opioid Analgesics, Long-acting
BELBUCA 4 QL(60 EA per 30 days)
buprenorphine 2
fentanyl pt72 12mcg/hr, 25mcg/hr, 37.5mcg/hr, 50mcg/hr, 2 QL(10 EA per 30 days)
62.5mcg/hr, 75mcg/hr
fentanyl pt72 100mcg/hr 2 QL(20 EA per 30 days)
fentanyl pt72 87.5mcg/hr 5 QL(10 EA per 30 days)
methadone hcl inj 2
methadone hcl oral soln 2 QL(1800 ML per 30 days)

Formulary ID: 24437, Version: 20, Effective Date: 12/01/2024
Last Updated: November 2024

You can find information on what the symbols and abbreviations in this table mean by going to the
introduction pages of this document. GC= We provide additional coverage of this prescription drug in the
coverage gap. Please refer to your Evidence of Coverage for more information about this coverage.
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Drug
Tier

Requirements/Limits

methadone hcl tabs 2 QL(360 EA per 30 days)
methadone hydrochloride intensol 2 QL(1800 ML per 30 days)
methadone hydrochloride conc 2 QL(1800 ML per 30 days)
methadose sugar-free 2 QL(1800 ML per 30 days)
methadose conc 10mg/ml 2 QL(1800 ML per 30 days)
morphine sulfate er cp24 100mg, 10mg, 20mg, 30mg, 50mg, 2 QL(60 EA per 30 days)
60mg, 80mg
morphine sulfate er thcr 2 QL(120 EA per 30 days)
NUCYNTA ER TB12 100MG, 150MG, 50MG 3
NUCYNTA ER TB12 200MG, 250MG 5
oxycodone hcl er t12a 10mg, 20mg, 40mg 2 QL(60 EA per 30 days)
oxycodone hcl er t12a 80mg 5 |QL(60 EA per 30 days)
OXYCODONE HYDROCHLORIDE ER T12A 40MG 2 |QL(60 EA per 30 days)
OXYCODONE HYDROCHLORIDE ER T12A 80MG 5 QL(60 EA per 30 days)
oxycodone hydrochloride er t12a 10mg, 20mg 2 QL(60 EA per 30 days)
OXYCONTIN T12A 10MG, 15MG, 20MG, 30MG, 40MG, 4 QL(60 EA per 30 days)
60MG
OXYCONTIN T12A 80MG 5 QL(60 EA per 30 days)
oxymorphone hydrochloride er tb12 30mg 2 QL(120 EA per 30 days)
oxymorphone hydrochloride er tb12 10mg, 15mg, 20mg, 5mg, 2  QL(60 EA per 30 days)
7.5mg
oxymorphone hydrochlorideer 2 QL(120 EA per 30 days)
tramadol hcl er cp24 100mg, 200mg, 300mg 2 QL(60 EA per 30 days); ST
tramadol hcl er th24 2 QL(30 EA per 30 days); ST
tramadol hydrochloride er 2 QL(30 EA per 30 days); ST
Opioid Analgesics, Short-acting
acetaminophen/codeine phosphate tabs 300mg; 60mg 2 QL(180 EA per 30 days)
acetaminophen/codeine phosphate tabs 300mg; 15mg, 300mg;] 2 |QL(360 EA per 30 days)
30mg
acetaminophen/codeine soln 2 QL(4500 ML per 30 days)
acetaminophen/codeine tabs 300mg; 60mg 2 QL(180 EA per 30 days)
acetaminophen/codeine tabs 300mg; 15mg, 300mg; 30mg 2 QL(360 EA per 30 days)
ascomp/codeine 2
butalbital/acetaminophen/caffeine/codeine 2
butalbital/aspirin/caffeine/codeine 2
butorphanol tartrate inj 2
butorphanol tartrate nasal soln 2  QL(5 ML per 28 days)
codeine sulfate tabs 2 QL(180 EA per 30 days)
duramorph 2
endocet tabs 325mg; 10mg, 325mg; 2.5mg, 325mg; 5mg, 2 QL(240 EA per 30 days)
325mg; 7.5mg
fentanyl citrate oral transmucosal Ipop 200mcg 4  QL(120 EA per 30 days); PA

Formulary ID: 24437, Version: 20, Effective Date: 12/01/2024
Last Updated: November 2024

You can find information on what the symbols and abbreviations in this table mean by going to the
introduction pages of this document. GC= We provide additional coverage of this prescription drug in the
coverage gap. Please refer to your Evidence of Coverage for more information about this coverage.
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Drug Requirements/Limits

Tier
fentanyl citrate oral transmucosal Ipop 1200mcg, 1600mcg, 5 QL(120 EA per 30 days); PA
400mcg, 600mcg, 800mcg
hydrocodone bitartrate/acetaminophen soln 325mg/15ml; 2 QL(2700 ML per 30 days)
7.5mg/15ml
hydrocodone bitartrate/acetaminophen tabs 300mg; 10mg, 2  QL(240 EA per 30 days)

300mg; 5mg, 300mg; 7.5mg, 325mg; 10mg, 325mg; 5mg

hydrocodone/acetaminophen tabs 325mg; 7.5mg 2  QL(240 EA per 30 days)
hydrocodone/ibuprofen tabs 10mg; 200mg, 5mg; 200mg, 2  QL(150 EA per 30 days)
7.5mg; 200mg

hydromorphone hcl ligd 2 QL(1200 ML per 30 days)
hydromorphone hcl inj 10mg/ml, 1mg/ml, 4mg/ml 2

hydromorphone hcl tabs 8mg 2 QL(120 EA per 30 days)
hydromorphone hcl tabs 2mg, 4mg 2 QL(180 EA per 30 days)
hydromorphone hydrochloride inj 2mg/ml, 50mg/5mi 2

morphine sulfate tabs 2 QL(180 EA per 30 days)
MORPHINE SULFATE INJ 10MG/ML, 2MG/ML, 4AMG/ML| 2

morphine sulfate inj 0.5mg/ml, 10mg/ml, Img/ml, 2mg/ml, 2

4mg/ml, 8mg/ml

morphine sulfate inj 10mg/ml, 4mg/ml, 5mg/ml, 8mg/ml 2 BI/D

morphine sulfate oral soln 100mg/5ml 2 QL(200 ML per 30 days)
morphine sulfate oral soln 20mg/5mi 2 QL(300 ML per 30 days)
morphine sulfate oral soln 10mg/5ml 2 QL(700 ML per 30 days)
nalbuphine hydrochloride 1 GC

oxycodone hcl caps 2 QL(180 EA per 30 days)
oxycodone hydrochloride soln 2 QL(1300 ML per 30 days)
oxycodone hydrochloride caps, tabs 2 QL(180 EA per 30 days)
oxycodone hydrochloride conc 2 QL(180 ML per 30 days)
oxycodone/acetaminophen tabs 325mg; 10mg, 325mg; 2.5mg,| 2 |QL(240 EA per 30 days)
325mg; 5mg, 325mg; 7.5mg

oxymorphone hydrochloride 2 QL(180 EA per 30 days)
tramadol hydrochloride/acetaminophen 2  QL(240 EA per 30 days)
tramadol hydrochloride tabs 100mg 2 QL(120 EA per 30 days)

N

tramadol hidrochloride tabs 50mﬁ QLi240 EA ier 30 daisi

Local Anesthetics
glydo
lidocaine hcl jelly prsy
lidocaine hcl jelly gel
lidocaine hcl inj 0.5%, 1%, 1.5%, 2%, 4%
lidocaine hcl prsy 2%
lidocaine hydrochloride external soln
lidocaine hydrochloride inj 1%, 2%
lidocaine/prilocaine crea

Formulary ID: 24437, Version: 20, Effective Date: 12/01/2024
Last Updated: November 2024

QL (30 ML per 30 days); PA; GC
QL(30 ML per 30 days); PA; GC
QL (30 ML per 30 days); PA

GC

QL (30 ML per 30 days); PA; GC
QL(250 ML per 30 days); PA; GC
GC

QL(60 GM per 30 days); PA

N R R R RN

You can find information on what the symbols and abbreviations in this table mean by going to the
introduction pages of this document. GC= We provide additional coverage of this prescription drug in the
coverage gap. Please refer to your Evidence of Coverage for more information about this coverage.

3



Drug Requirements/Limits

Tier
lidocaine oint 5% 2 QL(150 GM per 30 days); PA
lidocaine ptch 5% 2 PA
PLIAGLIS CREA 4 QL(30 GM per 30 days); PA

Alcohol Deterrents/Anti-craving

acamprosate calcium dr 2
disulfiram tabs 2
VIVITROL 5

Opioid Dependence
buprenorphine hcl/naloxone hcl
buprenorphine hcl subl
buprenorphine hcl inj
buprenorphine hydrochloride/naloxone hydrochloride film
buprenorphine hydrochloride/naloxone hydrochloride subl
2mg; 0.5mg
lofexidine hydrochloride
LUCEMYRA
naltrexone hcl tabs
Opioid Reversal Agents
naloxone hcl inj 4mg/10ml
naloxone hydrochloride ligd
naloxone hydrochloride inj 0.4mg/ml, 2mg/2ml
NARCAN LIQD
Smoking Cessation Agents
APO-VARENICLINE
bupropion hydrochloride er (sr) tb12 150mg
NICOTROL INHALER
NICOTROL NS
varenicline starting month
varenicline tartrate

varenicline tartrate continuinﬁ month

Aminoglycosides

QL(90 EA per 30 days)
QL(90 EA per 30 days)

QL(90 EA per 30 days)
QL(90 EA per 30 days)

NN AININ

ol

ol

[EEN

GC

GC

GC

W (N

QL (480 EA per 30 days)
QL (720 ML per 365 days)

NINN RN

amikacin sulfate inj 1gm/4ml, 500mg/2ml 2
gentak 1 GC
gentamicin sulfate pediatric 1 GC
gentamicin sulfate/0.9% sodium chloride inj 1.2mg/ml; 0.9%, 1 GC
1.6mg/ml; 0.9%, 1mg/ml; 0.9%, 2mg/ml; 0.9%

gentamicin sulfate ophthalmic soln 1 GC
gentamicin sulfate crea, oint 2
gentamicin sulfate inj 40mg/mi 1 GC
isotonic gentamicin inj 0.8mg/ml; 0.9% 1 GC
neomycin sulfate 2

Formulary ID: 24437, Version: 20, Effective Date: 12/01/2024
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Drug Requirements/Limits

Tier

N

neomycin/polymyxin b sulfates
paromomycin sulfate
streptomycin sulfate inj 1gm
tobramycin sulfate inj
tobramycin soln 0.3%
ZEMDRI

Antibacterials, Other
AEMCOLO
BACITRACIN INJ
bacitracin oint
chloramphenicol sodium succinate
CLEOCIN SUPP
clindacin
clindacin etz pledgets
clindamycin hcl caps 300mg
clindamycin hydrochloride caps 150mg, 75mg
clindamycin palmitate hydrochloride
clindamycin phosphate/dextrose
clindamycin phosphate crea 2%
clindamycin phosphate foam 1%
clindamycin phosphate gel 1%
clindamycin phosphate inj 300mg/2ml, 600mg/4ml,
9000mg/60ml, 900mg/6mi
clindamycin phosphate lotn 1%
clindamycin phosphate external soln 1%
clindamycin phosphate swab 1%
colistimethate sodium
DALVANCE
daptomycin
DAPTOMYCIN/SODIUM CHLORIDE
fosfomycin tromethamine
KIMYRSA
lincomycin hcl inj
lincomycin hydrochloride
linezolid tabs
linezolid susr
linezolid inj 600mg/300ml
mafenide acetate pack
methenamine hippurate
metronidazole vaginal
metronidazole caps 375mg
metronidazole inj 500mg/100mi
metronidazole tabs 250mg, 500mg

Formulary ID: 24437, Version: 20, Effective Date: 12/01/2024
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Drug Requirements/Limits

Tier
mupirocin oint
nitrofurantoin macrocrystals
nitrofurantoin monohydrate/macrocrystals
nitrofurantoin monohydrate caps
NUVESSA
ORBACTIV
polymyxin b sulfate inj
silver sulfadiazine crea
SIVEXTRO
ssd
SULFAMYLON
tigecycline
trimethoprim tabs
vancomycin hcl inj 0.9%; 1gm/200ml, 10gm
vancomycin hydrochloride/dextrose inj 5%; 1gm/200ml, 5%;
500mg/100ml, 5%; 750mg/150ml
vancomycin hydrochloride caps
VANCOMYCIN HYDROCHLORIDE INJ 1250MG/250ML,
1750MG/350ML, 750MG/150ML
vancomycin hydrochloride inj 1.75gm, 1000mg/200ml, 1gm,
2gm, 500mg, 5gm, 750mg
vancomycin inj 0.9%; 500mg/100ml, 0.9%; 750mg/150ml
XIFAXAN TABS 200MG
XIFAXAN TABS 550MG
Beta-lactam, Cephalosporins
AVYCAZ
cefaclor er tb12 500mg
cefaclor caps
cefaclor susr 125mg/5ml, 250mg/5ml, 375mg/5ml
cefadroxil
cefazolin sodium/dextrose inj 1gm; 4%, 2gm; 3%
cefazolin sodium inj 100gm, 10gm, 1gm/50ml; 4%, 1gm,
300gm, 500mg
CEFAZOLIN/DEXTROSE INJ 3GM/150ML; 4%
CEFAZOLIN INJ 2GM
cefazolin inj 2gm, 3gm
cefdinir
CEFEPIME
CEFEPIME HYDROCHLORIDE INJ 100GM, 2GM
CEFEPIME/DEXTROSE
cefixime
CEFOTAXIME SODIUM INJ 1GM
cefotaxime sodium inj 2gm
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Drug Requirements/Limits

Tier

cefotetan inj 1gm, 2gm 1 GC
cefoxitin sodium 1 GC
cefpodoxime proxetil 2
cefprozil 2
ceftazidime/dextrose 1 GC
ceftazidime inj 1gm, 2gm, 6gm 1 GC
ceftriaxone in iso-osmotic dextrose inj 20mg/ml; O 4
ceftriaxone sodium inj 10gm, 1gm, 250mg, 2gm, 500mg 4
ceftriaxone/dextrose 4
cefuroxime axetil tabs 2
cefuroxime sodium inj 1.5gm, 750mg 2
cephalexin 1 GC
FETROJA 5
SUPRAX CHEW 4
SUPRAX SUSR 500MG/5ML 4
tazicef inj 1gm, 2gm, 6gm 1 GC
TEFLARO 5
ZERBAXA 5
Beta-lactam, Penicillins
amoxicillin/clavulanate potassium 2
amoxicillin/clavulanate potassium er 2
amoxicillin chew 125mg, 250mg 1 GC
amoxicillin caps, susr, tabs 1 GC
ampicillin sodium inj 1 GC
ampicillin-sulbactam inj 10gm; 5gm, 1gm; 0.5gm 1 GC
ampicillin/sulbactam inj 2gm; 1gm 1 GC
ampicillin caps 500mg 1 GC
AUGMENTIN SUSR 125MG/5ML; 31.25MG/5ML 4
BICILLIN C-R INJ 300000UNIT/ML; 300000UNIT/ML, 3
900000UNIT/2ML; 300000UNIT/2ML
BICILLIN L-A INJ 1200000UNIT/2ML, 3
2400000UNIT/4ML, 600000UNIT/ML
dicloxacillin sodium 1 GC
NAFCILLIN 5
nafcillin sodium inj 10gm, 1gm, 2gm 2
oxacillin sodium inj 1.5gm/50ml; 1gm/50ml, 10gm, 1gm, 2gm,| 2
300mg/50ml; 2gm/50ml
penicillin g potassium in iso-osmotic dextrose 1 GC
penicillin g potassium inj 20000000unit, 5000000unit 1 GC
penicillin g procaine 1 GC
penicillin v potassium 1 GC
piperacillin sodium/tazobactam sodium 2
Carbapenems
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Drug Requirements/Limits

Tier

N

aztreonam inj 1gm
aztreonam inj 2gm
ertapenem
ertapenem sodium
imipenem/cilastatin
meropenem
MEROPENEM/SODIUM CHLORIDE INJ 1GM/50ML;
0.9%
meropenem/sodium chloride inj 500mg; 0.9%
Macrolides
azithromycin pack, susr, tabs
azithromycin inj 500mg
clarithromycin er
clarithromycin susr, tabs
DIFICID
ery
ERYTHROCIN LACTOBIONATE INJ 500MG
erythrocin stearate tabs 250mg
erythromycin base tabs
erythromycin dr
erythromycin ethylsuccinate tabs
erythromycin ethylsuccinate susr 200mg/5ml
erythromycin ethylsuccinate susr 400mg/5mi
erythromycin lactobionate
erythromycin oint
erythromycin gel
erythromycin soln 2%
Quinolones
BAXDELA
ciprofloxacin hcl tabs 100mg, 750mg
ciprofloxacin hydrochloride soln
ciprofloxacin hydrochloride tabs 250mg, 500mg
ciprofloxacin i.v.-in d5w
ciprofloxacin soln
gatifloxacin
levofloxacin
levofloxacin in d5w
moxifloxacin hydrochloride/sodium hydrochloride
moxifloxacin hydrochloride inj, ophthalmic soln, tabs
ofloxacin ophthalmic soln, otic soln
ofloxacin tabs 300mg, 400mg
Sulfonamides
sodium sulfacetamide
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Drug Requirements/Limits

Tier

[EEN

sulfacetamide sodium soln GC
sulfacetamide sodium lotn, oint
sulfadiazine tabs
sulfamethoxazole/trimethoprim
sulfamethoxazole/trimethoprim ds
Tetracyclines
demeclocycline hcl tabs
demeclocycline hydrochloride tabs 300mg
doxy 100
doxycycline hyclate dr tbec 150mg, 75mg
doxycycline hyclate caps, inj
doxycycline hyclate tabs 100mg, 20mg
doxycycline monohydrate caps, tabs
doxycycline susr
MINOCIN INJ
minocycline hcl caps 75mg
minocycline hcl tabs
minocycline hydrochloride er th24 135mg, 45mg, 90mg
minocycline hydrochloride caps
mondoxyne nl caps 100mg
NUZYRA INJ
NUZYRA TABS
tetracycline hydrochloride caps
VIBRAMYCIN SYRP
XERAVA
Anticonvulsants
Anticonvulsants, Other
APTIOM
BRIVIACT
ELEPSIA XR
EPIDIOLEX
EPRONTIA
felbamate tabs
felbamate susp
FINTEPLA
FYCOMPA SUSP
FYCOMPA TABS 2MG
FYCOMPA TABS 10MG, 12MG, 4MG, 6MG, 8MG
lamotrigine er
lamotrigine starter kit/blue
lamotrigine starter kit/green
lamotrigine starter kit/orange
lamotrigine titration
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Drug Requirements/Limits

Tier

[EEN

GC
GC

lamotrigine chew, tabs
levetiracetam er
levetiracetam/sodium chloride
levetiracetam oral soln, tabs
levetiracetam inj 500mg/5mi
levetiracetam inj 1000mg/100ml; 750mg/100ml,
1500mg/100ml; 540mg/100ml, 500mg/100ml; 820mg/100ml
NAYZILAM
roweepra tabs 500mg
SPRITAM
subvenite
subvenite starter kit/blue
subvenite starter kit/green
subvenite starter kit/orange
topiramate er cs24
topiramate cpsp, tabs
XCOPRI TABS 100MG, 150MG, 50MG
XCOPRI TABS 200MG, 25MG
XCOPRI TBPK 0
XCOPRI TBPK 0

Calcium Channel Modifying Agents
ethosuximide
METHSUXIMIDE
pregabalin
ZONISADE
zonisamide

Gamma-aminobutyric Acid (GABA) Augmenting Agents
clobazam
clonazepam odt
clonazepam tabs
DIACOMIT
diazepam rectal gel
divalproex sodium dr thec
divalproex sodium er
divalproex sodium csdr
gabapentin caps, soln
gabapentin tabs 600mg, 800mg
LIBERVANT
phenobarbital sodium inj 130mg/ml, 65mg/ml
phenobarbital elix 20mg/5ml
phenobarbital tabs 100mg, 15mg, 16.2mg, 30mg, 32.4mg,
60mg, 64.8mg, 97.2mg
primidone tabs
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SYMPAZAN FILM 5MG

Tier

S

Drug Requirements/Limits

SYMPAZAN FILM 10MG, 20MG

tiagabine hydrochloride

valproate sodium inj

GC

valproic acid caps, soln

GC

VALTOCO 10 MG DOSE

VALTOCO 15 MG DOSE

VALTOCO 20 MG DOSE

VALTOCO 5 MG DOSE

vigabatrin

vigadrone

VIGAFYDE

PA NSO

vigpoder

oljorjororo1|o1|O1 01| = [ N[O

Sodium Channel Agents

carbamazepine er

carbamazepine chew 100mg

GC

carbamazepine susp, tabs

GC

DILANTIN INFATABS

DILANTIN CAPS

epitol

GC

fosphenytoin sodium

GC

lacosamide

oxcarbazepine

oxcarbazepine er

OXTELLAR XR TB24 150MG, 300MG

OXTELLAR XR TB24 600MG

phenytek

phenytoin infatabs

GC

phenytoin sodium extended

phenytoin sodium inj

GC

phenytoin chew, susp

GC

rufinamide susp

RUFINAMIDE TABS 200MG

rufinamide tabs 400mg

VIMPAT INJ

Cholinesterase Inhibitors

W OOAW AR FPINEFPENORPBRDNNRP R RPRPREPDN

donepezil hcl thdp

GC

donepezil hcl tabs 10mg

GC

donepezil hcl tabs 23mg

donepezil hydrochloride odt

GC

donepezil hydrochloride tabs 10mg, 5mg

GC

galantamine hydrobromide er

NP (RN
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Drug Requirements/Limits

Tier
galantamine hydrobromide soln, tabs 2
rivastigmine tartrate 2
rivastigmine transdermal system 4
N-methyl-D-aspartate (NMDA) Receptor Antagonist
memantine hcl titration pak 1 GC
memantine hydrochloride er 2
memantine hydrochloride tabs 1 GC
memantine hidrochloride soln 2
Antidepressants, Other
AUVELITY 4 |QL(60 EA per 30 days); ST NSO
bupropion hcl tabs 100mg 1 GC
bupropion hydrochloride er (sr) tb12 100mg, 150mg, 200mg 1 GC
bupropion hydrochloride er (xI) tb24 150mg, 300mg 2
bupropion hydrochloride tabs 75mg 1 GC
mirtazapine odt 1 GC
mirtazapine tabs 1 GC
olanzapine/fluoxetine 2
SPRAVATO 56MG DOSE 5 |PANSO
SPRAVATO 84MG DOSE 5 |PANSO
ZURZUVAE CAPS 30MG 5 QL(14 EA per 14 days); PA NSO
ZURZUVAE CAPS 20MG, 25MG 5 QL(28 EA per 14 days); PA NSO
Monoamine Oxidase Inhibitors
EMSAM 5 QL(30 EA per 30 days)
MARPLAN 4
phenelzine sulfate 2
tranylcypromine sulfate 2
SSRIs/SNRIs (Selective Serotonin Reuptake Inhibitors/Serotonin
and Norepinephrine Reuptake Inhibitor
citalopram hydrobromide soln, tabs 1 GC
desvenlafaxine er 2 QL(30 EA per 30 days)
DRIZALMA SPRINKLE 4
duloxetine hcl cpep 40mg 2
duloxetine hydrochloride cpep 2
escitalopram oxalate tabs 1 GC
escitalopram oxalate soln 4
FETZIMA 4 ST NSO
FETZIMA TITRATION PACK 4 ST NSO
fluoxetine dr 1 GC
fluoxetine hydrochloride caps, soln 1 GC
fluoxetine hydrochloride tabs 60mg 4
fluvoxamine maleate 1 GC
fluvoxamine maleate er 4
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Drug
Tier

Requirements/Limits

nefazodone hydrochloride 2
paroxetine 2
paroxetine hcl er 2
paroxetine hcl tabs 30mg, 40mg 1 GC
paroxetine hydrochloride er tb24 12.5mg, 25mg 2
paroxetine hydrochloride susp 1 GC
paroxetine hydrochloride tabs 10mg, 20mg 1 GC
PEXEVA TABS 10MG, 20MG, 30MG 4 ST NSO
sertraline hcl conc 1 GC
sertraline hcl tabs 50mg 1 GC
sertraline hydrochloride tabs 100mg, 25mg 1 GC
trazodone hydrochloride tabs 100mg, 150mg, 50mg 1 GC
trazodone hydrochloride tabs 300mg 2
TRINTELLIX 4 ST NSO
VENLAFAXINE BESYLATE ER 4 ST NSO
venlafaxine hydrochloride 1 GC
venlafaxine hydrochloride er cp24 1 GC
venlafaxine hydrochloride er th24 150mg, 75mg 1 GC
VIIBRYD STARTER PACK 4  QL(60 EA per 365 days); ST NSO
vilazodone hydrochloride 2 QL(30 EA per 30 days)
Tricyclics

amitriptyline hcl tabs 100mg, 150mg, 25mg, 75mg 4 PANSO
amitriptyline hydrochloride tabs 100mg, 10mg, 50mg 4 PANSO
amoxapine 2
chlordiazepoxide/amitriptyline 4 PANSO
clomipramine hydrochloride 4 PANSO
desipramine hydrochloride 2
doxepin hcl caps 75mg 4 PANSO
doxepin hcl conc 4 PANSO
doxepin hydrochloride caps 100mg, 10mg, 150mg, 25mg, 4 PANSO
50mg
imipramine hcl tabs 25mg, 50mg 4 PANSO
imipramine hydrochloride tabs 10mg 4 PANSO
imipramine pamoate 4 PANSO
nortriptyline hcl caps 25mg, 75mg 2
nortriptyline hcl soln 2
nortriptyline hydrochloride caps 10mg, 50mg 2
perphenazine/amitriptyline 4 PANSO
protriptyline hcl 2

2

trimiﬁramine maleate caﬁs

Antiemetics, Other

compro

Formulary ID: 24437, Version: 20, Effective Date: 12/01/2024
Last Updated: November 2024
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dimenhydrinate inj

Drug
Tier

[EEN

Requirements/Limits

GC

droperidol inj

GC

meclizine hcl tabs

meclizine hydrochloride tabs 25mg

prochlorperazine edisylate inj 10mg/2ml

prochlorperazine maleate tabs

prochlorperazine supp 25mg

promethazine hcl supp 12.5mg, 25mg

promethazine hcl tabs 12.5mg

PA

promethazine hydrochloride tabs 25mg, 50mg

PA

promethegan

scopolamine

NN BRDNPNPNNNN P

Emetogenic Therapy Adjuncts

APONVIE

PA

aprepitant

PA

CINVANTI

PA

dronabinol

B/D

EMEND INJ, SUSR

PA

fosaprepitant dimeglumine

PA

granisetron hcl inj 1mg/ml

granisetron hydrochloride inj

granisetron hydrochloride tabs

B/D

ondansetron hcl soln

B/D

ondansetron hcl tabs 24mg

B/D

ondansetron hydrochloride tabs

B/D

ONDANSETRON HYDROCHLORIDE INJ 4MG/2ML

ondansetron hydrochloride inj 40mg/20ml, 4mg/2ml

ondansetron odt tbdp 4mg, 8mg

B/D

palonosetron hydrochloride

SANCUSO

Antifungals

OB ININNINININNNNN AN AR PS

ABELCET

PA

amphotericin b liposome

PA

amphotericin b inj

B/D

caspofungin acetate inj 70mg

caspofungin acetate inj 50mg

ciclodan soln

ciclopirox nail lacquer

ciclopirox olamine crea

ciclopirox gel, sham, susp

clotrimazole/betamethasone dipropionate

clotrimazole crea, soln, troc

NINNINNN OB N O
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CRESEMBA

Tier

Drug Requirements/Limits

econazole nitrate crea

ERAXIS

fluconazole in nacl inj 200mg/100ml; 0.9%

fluconazole in sodium chloride

fluconazole susr, tabs

flucytosine caps

griseofulvin microsize

griseofulvin ultramicrosize tabs 125mg, 250mg

itraconazole caps

itraconazole soln

ketoconazole crea, sham, tabs

klayesta

MENTAX

ST

micafungin inj 100mg

micafungin inj 50mg

miconazole 3 supp

GC

NAFTIFINE HCL

ST

NAFTIFINE HYDROCHLORIDE CREA

ST

naftifine hydrochloride gel 2%

ST

NATACYN

NOXAFIL INJ

nyamyc

nystatin/triamcinolone

nystatin/triamcinolone acetonide

nystatin crea, oint, powd, susp, tabs

nystop

ORAVIG

posaconazole dr

posaconazole inj

terbinafine hcl tabs

terconazole

voriconazole tabs

voriconazole susr

GO BN OGO BEINININDINNOTW A WW RO AR NDNDOIINDNPNOTIINN DN OTN o

voriconazole in'| PA

Antigout Agents
allopurinol tabs 100mg, 300mg 1 GC
colchicine tabs 0.6mg 2
febuxostat 2
KRYSTEXXA 5 PA
probenecid/colchicine 1 GC
probenecid tabs 1 GC
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Drug Requirements/Limits

Tier

Ergot Alkaloids

dihydroergotamine mesylate soln 4  QL(8 ML per 23 days)
ERGOMAR 4
ERGOTAMINE TARTRATE/CAFFEINE 3
MIGERGOT 5

Prophylactic
AIMOVIG 4  QL(2 ML per 30 days); PA
EMGALITY INJ 120MG/ML 4 QL(2 ML per 28 days); PA
EMGALITY INJ 100MG/ML 4  QL(3 ML per 30 days); PA
NURTEC 4 QL(18 EA per 30 days); PA
timolol maleate tabs 10mg, 20mg, 5mg 1 GC
VYEPTI 5 PA

Serotonin (5-HT) Receptor Agonist
naratriptan hcl 2 QL(18 EA per 30 days)
REYVOW TABS 50MG 4  QL(4 EA per 30 days); PA
REYVOW TABS 100MG 4 |QL(8 EA per 30 days); PA
rizatriptan benzoate 2  QL(18 EA per 30 days)
rizatriptan benzoate odt 2  QL(18 EA per 30 days)
SUMATRIPTAN SUCCINATE REFILL 2 |QL(4 ML per 30 days)
sumatriptan succinate tabs 2 QL(9 EA per 30 days)
sumatriptan succinate inj 4mg/0.5ml, 6mg/0.5ml 2 QL(4 ML per 30 days)
sumatriptan succinate inj 6mg/0.5ml 2 QL(6 ML per 30 days)
sumatriptan soln 20mg/act 2 QL(12 EA per 30 days)
sumatriptan soln 5mg/act 2  QL(18 EA per 30 days)
zolmitriptan odt 2  QL(9 EA per 30 days)

N

zolmitriitan tabs QLiQ EA ier 30 daisi

Parasympathomimetics
pyridostigmine bromide er
pyridostigmine bromide soln
pyridostigmine bromide tabs 60mg
REGONOL INJ 10MG/2ML

WIN |~

Antimycobacterials, Other
dapsone tabs
PRETOMANID
rifabutin

Antituberculars
cycloserine
ethambutol hydrochloride
isoniazid inj, syrp, tabs
PRIFTIN
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Drug Requirements/Limits

Tier

pyrazinamide tabs 1 GC
rifampin caps, inj 2
SIRTURO 5 PA
TRECATOR 4
Antineoplastics
Alkylating Agents
bendamustine hydrochloride 5 PANSO
BENDEKA 5 |PANSO
BICNU 5
busulfan 5
BUSULFEX 5
carboplatin inj 150mg/15ml, 450mg/45ml, 50mg/5ml, 1 GC
600mg/60ml
CARMUSTINE INJ 300MG, 50MG 5
carmustine inj 100mg 5
cisplatin inj 100mg/100ml, 200mg/200ml, 50mg/50mi 1 GC
CYCLOPHOSPHAMIDE MONOHYDRATE INJ 5
CYCLOPHOSPHAMIDE CAPS, TABS 3 B/ID
CYCLOPHOSPHAMIDE INJ 1GM/5ML 4
CYCLOPHOSPHAMIDE INJ 2GM/10ML, 500MG/2.5ML, 5
500MG/ML
cyclophosphamide inj 500mg 2
cyclophosphamide inj 1000mg/10ml, 1gm/2ml, 1gm, 5
2000mg/20ml, 2gm/4ml, 2gm, 500mg/5ml
dacarbazine inj 100mg, 200mg 1 GC
EVOMELA 5 |PANSO
GLEOSTINE CAPS 10MG, 40MG 4
GLEOSTINE CAPS 100MG 5
ifosfamide inj 1gm/20ml, 3gm/60ml 1 GC
kemoplat 1 GC
KISQALI FEMARA 200 DOSE 5 PANSO
KISQALI FEMARA 400 DOSE 5 |PANSO
KISQALI FEMARA 600 DOSE 5 |PANSO
LEUKERAN 5
MATULANE 5 PANSO
melphalan hydrochloride 2 PANSO
oxaliplatin inj 50mg/10ml 2
oxaliplatin inj 100mg/20ml, 100mg, 50mg 5
paraplatin inj 2000mg/100ml, 450mg/45ml, 50mg/5ml 1 GC
TEMODAR INJ 5 |PANSO
thiotepa inj 100mg, 15mg 5 PANSO
TREANDA INJ 100MG, 25MG 5 |PANSO
VALCHLOR 5 |PANSO
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Drug Requirements/Limits

Tier

YONDELIS 5 PANSO

ZANOSAR 5

ZEPZELCA 5 PANSO
Antiandrogens

abiraterone acetate tabs 250mg 4 PANSO

abiraterone acetate tabs 500mg 5 PANSO

bicalutamide 1 GC

ERLEADA 5 PANSO

flutamide 2

nilutamide 5

NUBEQA 5 PANSO

XTANDI 5 PANSO

YONSA 5 PANSO
Antiangiogenic Agents

FOTIVDA 5 PANSO

lenalidomide 5 PANSO

POMALYST 5 QL(21 EA per 28 days); PA NSO

QINLOCK 5 PANSO

REVLIMID 5 PANSO

TABRECTA 5 PANSO

THALOMID 5 PANSO
Antiestrogens/Modifiers

EMCYT 5

FASLODEX INJ 250MG/5ML 5

fulvestrant 5

SOLTAMOX 5

tamoxifen citrate tabs 1 GC

toremifene citrate 5 PANSO
Antimetabolites

ALIMTA 5 PANSO

ARRANON 5

cladribine 5 B/D

clofarabine 5

cytarabine agueous 1 B/D;GC

cytarabine inj 100mg/ml, 20mg/ml 1 B/D;GC

DROXIA 4

floxuridine inj 2 BI/D

FLUOROURACIL CREA 0.5% 5

fluorouracil crea 5% 2

fluorouracil external soln 2

fluorouracil inj 1gm/20ml, 2.5gm/50ml, 500mg/10ml, 2 BI/D

5gm/100ml

FOLOTYN INJ 40MG/2ML 5
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Drug Requirements/Limits

Tier
folotyn inj 20mg/ml 5
gemcitabine hydrochloride inj 1gm/26.3ml, 200mg/5.26ml, 2
2gm/52.6ml
gemcitabine hydrochloride inj 1gm/10ml, 200mg/2ml, 5
2gm/20mi
hydroxyurea caps 1 GC
INFUGEM 5 |PANSO
LONSURF 5 PANSO
mercaptopurine tabs 2
nelarabine 5
pemetrexed disodium inj 100mg 4 PANSO
pemetrexed disodium inj 500mg 5 PANSO
PEMETREXED INJ 1GM/40ML, 850MG/34ML 4 PANSO
PEMETREXED INJ 100MG/4ML, 100MG, 1GM/40ML, 5 |PANSO
500MG/20ML, 500MG
pemetrexed inj 100mg 4 PANSO
pemetrexed inj 1000mg, 500mg, 750mg 5 PANSO
PEMFEXY 5 |PANSO
PEMRYDI RTU 5 PANSO
PRALATREXATE 5
PURIXAN 5
SIKLOS TABS 100MG 4
SIKLOS TABS 1000MG 5
TABLOID 4 PANSO
VYXEOS 5 PANSO

Antineoplastics, Other

ABRAXANE 5
adriamycin inj 50mg 1 B/D;GC
ADSTILADRIN 5 PANSO
AKEEGA 5 PANSO
ANKTIVA 5 PANSO
ARSENIC TRIOXIDE INJ 10MG/10ML 3
arsenic trioxide inj 12mg/6ml 5
azacitidine 5
BESREMI 5 PANSO
bleomycin sulfate 1 B/D; GC
BORTEZOMIB INJ 1IMG, 2.5MG, 3.5MG/1.4ML 4 PANSO
BORTEZOMIB INJ 3.5MG 5 |PANSO
bortezomib inj 3.5mg 5 PANSO
BRAFTOVI 5 |PANSO
coLumMvi 5 PANSO
COPIKTRA 5 |PANSO
COTELLIC 5 PANSO
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Drug Requirements/Limits

Tier

dactinomycin 5 PANSO
daunorubicin hydrochloride 1 GC
DAURISMO 5 PANSO
decitabine 5
dexrazoxane 5

docetaxel inj 160mg/16ml, 160mg/8ml, 20mg/ml, 80mg/4ml, 2

80mg/8mi

docetaxel inj 20mg/2ml 5
doxorubicin hcl inj 2mg/ml, 50mg 1 B/D;GC
doxorubicin hydrochloride liposomal 5
doxorubicin hydrochloride inj 10mg 1 B/D;GC
ELREXFIO 5 |PANSO
ELZONRIS 5 |PANSO
EPKINLY 5 PANSO
eribulin mesylate 5
fludarabine phosphate inj 50mg/2ml, 50mg 1 GC
GAVRETO 5 |PANSO
HALAVEN 5

IBRANCE 5 |PANSO
idarubicin hcl 2

idarubicin hydrochloride 2
IMDELLTRA 5 |PANSO
INREBIC 5 |PANSO
ISTODAX 5

ITOVEBI 5 |PANSO
IWILFIN 5 |PANSO
IXEMPRA KIT B

JEVTANA 5
KIMMTRAK 5 PANSO
KISQALI 5 |PANSO
KRAZATI 5 PANSO
LAZCLUZE TABS 240MG 5 |PANSO
LAZCLUZE TABS 80MG 5 QL(60 EA per 30 days); PA NSO
leucovorin calcium tabs 1 GC
leucovorin calcium inj 200mg/10ml, 100mg, 200mg, 350mg, 1 GC
500mg, 50mg

levoleucovorin inj 50mg 5
LORBRENA 5 PANSO
LUMAKRAS 5 |PANSO
LUNSUMIO 5 PANSO
LYNPARZA 5 |PANSO
LYTGOBI 5 PANSO
MEKTOVI 5 |PANSO
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Drug Requirements/Limits

Tier

mitomycin inj 20mg, 40mg, 5mg 5
mitoxantrone hcl inj 2mg/ml 2

mutamycin 5
NERLYNX 5 PANSO
NINLARO 5 |PANSO
OGSIVEO 5 PANSO
ONCASPAR 5

ONUREG 5

ORSERDU 5 PANSO
paclitaxel 1 GC
PACLITAXEL PROTEIN-BOUND PARTICLES 5
PEMAZYRE 5 |PANSO
PHESGO 5 PANSO
PIQRAY 200MG DAILY DOSE 5 |PANSO
PIQRAY 250MG DAILY DOSE 5 PANSO
PIQRAY 300MG DAILY DOSE 5 |PANSO
PROLEUKIN 5
RETEVMO 5 |PANSO
ROMIDEPSIN INJ 27.5MG/5.5ML 5

romidepsin inj 10mg 5
ROZLYTREK CAPS 100MG, 200MG 5 PANSO
RYDAPT 5 PANSO
RYLAZE 5
SCEMBLIX 5 PANSO
SYNRIBO 5

TALVEY 5 PANSO
TALZENNA 5 PANSO
TAZVERIK 5 PANSO
TECVAYLI 5 PANSO
TICE BCG 4
TRISENOX INJ 12MG/6ML B
TRUSELTIQ 5 |PANSO
TUKYSA 5 PANSO
valrubicin 5

VALSTAR 5
VANFLYTA 5 |PANSO
VELCADE 5 PANSO
VERZENIO 5 |PANSO
vinblastine sulfate inj 1mg/ml 1 B/D;GC
vincasar pfs 1 B/D; GC
vincristine sulfate inj Img/ml 1 B/D;GC
vinorelbine tartrate 1 GC
VITRAKVI 5 PANSO
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Drug Requirements/Limits

Tier
VONJO 5 PANSO
XPOVIO 5 PANSO
XPOVIO 60 MG TWICE WEEKLY 5 PANSO
XPOVIO 80 MG TWICE WEEKLY 5 PANSO
ZALTRAP 5
ZOLINZA 5 PANSO
Antineoplastics
OPDUALAG 5 PANSO
Aromatase Inhibitors, 3rd Generation
anastrozole tabs 1 GC
exemestane 2
letrozole 2
Enzyme Inhibitors
BALVERSA 5 PANSO
ETOPOPHOS 5
etoposide inj 100mg/5ml, 1gm/50ml, 500mg/25ml 1 GC
irinotecan hydrochloride inj 1200mg/5ml, 40mg/2ml 1 GC
KYPROLIS 5
toposar inj 100mg/5ml, 1gm/50ml, 500mg/25ml 1 GC
topotecan hcl inj 4mg/4ml 2
topotecan hydrochloride 2
ZYDELIG 5 PANSO
Molecular Target Inhibitors
ALECENSA 5 PANSO
ALIQOPA 5 PANSO
ALUNBRIG 5 PANSO
AYVAKIT 5 PANSO
BELEODAQ 5 PANSO
BOSULIF 5 PANSO
BRUKINSA 5 PANSO
CABOMETYX 5 PANSO
CALQUENCE 5 PANSO
CAPRELSA 5 PANSO
COMETRIQ 5 PANSO
dasatinib 5 PANSO
ERIVEDGE 5 PANSO
erlotinib hydrochloride tabs 100mg, 25mg 4 PANSO
erlotinib hydrochloride tabs 150mg 5 PANSO
everolimus tabs 10mg, 2.5mg, 5mg, 7.5mg 5 PANSO
everolimus thso 2mg, 3mg, 5mg 5 PANSO
EXKIVITY 5 PANSO
FRUZAQLA 5 PANSO
FYARRO 5 PANSO
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Drug Requirements/Limits

Tier
gefitinib 5 PANSO
GILOTRIF 5 |PANSO
ICLUSIG 5 PANSO
IDHIFA 5 |PANSO
imatinib mesylate tabs 100mg 2 |PANSO
imatinib mesylate tabs 400mg 4 PANSO
IMBRUVICA 5 |PANSO
INLYTA 5 |PANSO
INQOVI 5 |PANSO
JAKAFI 5 QL(60 EA per 30 days); PA NSO
JAYPIRCA TABS 100MG 5 |PANSO
JAYPIRCA TABS 50MG 5 QL(30 EA per 30 days); PA NSO
KOSELUGO 5 |PANSO
lapatinib ditosylate 5 PANSO
LENVIMA 10 MG DAILY DOSE 5 |PANSO
LENVIMA 12MG DAILY DOSE 5 |PANSO
LENVIMA 14 MG DAILY DOSE 5 |PANSO
LENVIMA 18 MG DAILY DOSE 5 |PANSO
LENVIMA 20 MG DAILY DOSE 5 |PANSO
LENVIMA 24 MG DAILY DOSE 5 |PANSO
LENVIMA 4 MG DAILY DOSE 5 |PANSO
LENVIMA 8 MG DAILY DOSE 5 |PANSO
MEKINIST 5 |PANSO
ODOMZO 5 |PANSO
OJEMDA 5 |PANSO
OJJAARA 5 |PANSO
pazopanib hydrochloride 5 PANSO
REZLIDHIA 5 |PANSO
ROZLYTREK PACK 50MG 5 PANSO
RUBRACA 5 |PANSO
sorafenib 5 PANSO
sorafenib tosylate 5 PANSO
SPRYCEL 5 |PANSO
STIVARGA 5 PANSO
sunitinib malate 5 PANSO
TAFINLAR 5 PANSO
TAGRISSO 5 |PANSO
TASIGNA 5 PANSO
temsirolimus 5
TEPMETKO 5 PANSO
TIBSOVO 5 |PANSO
TORISEL B
TORPENZ 5 |PANSO
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Drug Requirements/Limits

Tier
TRUQAP 5 PANSO
TURALIO 5 |PANSO
VENCLEXTA STARTING PACK 5 PANSO
VENCLEXTA TABS 10MG 3 PANSO
VENCLEXTA TABS 100MG, 50MG 5 PANSO
VIZIMPRO 5 |PANSO
VORANIGO TABS 40MG 5 |PANSO
VORANIGO TABS 10MG 5 QL(60 EA per 30 days); PA NSO
VOTRIENT 5 |PANSO
WELIREG 5 |PANSO
XALKORI 5 |PANSO
XOSPATA 5 PANSO
ZEJULA CAPS 5 |PANSO
ZEJULA TABS 200MG, 300MG 5 |PANSO
ZEJULA TABS 100MG 5 QL(30 EA per 30 days); PA NSO
ZELBORAF 5 PANSO
ZYKADIA TABS 5 |PANSO

Monoclonal Antibody/Antibody-Drug Conjugate

ADCETRIS 5
ALYMSYS 5 |PANSO
ARZERRA 5
AVASTIN 5
BAVENCIO 5 |PANSO
BESPONSA 5 |PANSO
BLINCYTO 5 |PANSO
CYRAMZA 5 |PANSO
DANYELZA 5 PANSO
DARZALEX 5 |PANSO
DARZALEX FASPRO 5 PANSO
ELAHERE 5 |PANSO
EMPLICITI 5 PANSO
ENHERTU 5 PANSO
ERBITUX 5 |PANSO
GAZYVA 5 PANSO
HERCEPTIN HYLECTA 5 |PANSO
HERCEPTIN INJ 150MG 5 PANSO
HERZUMA 5 |PANSO
IMFINZI 5 PANSO
IMJUDO 5 |PANSO
JEMPERLI 5 PANSO
KADCYLA 5
KANJINTI 5 PANSO
KEYTRUDA INJ 100MG/4ML 5 |PANSO
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Drug Requirements/Limits

Tier
LIBTAYO 5 |PA NSO
LOQTORZI 5 |PA NSO
LUMOXITI 5 |PA NSO
MARGENZA 5 |PA NSO
MONJUVI 5 PA NSO
MVASI 5 |PA NSO
MYLOTARG 5 |PA NSO
OGIVRI 5 |PA NSO
ONTRUZANT 5 |PA NSO
OPDIVO 5 |PA NSO
PADCEV 5 |PA NSO
PERJETA 5 |PA NSO
POLIVY 5 |PA NSO
PORTRAZZA 5 |PA NSO
RIABNI 5 |PA NSO
RITUXAN 5 |PA NSO
RITUXAN HYCELA 5 |PA NSO
RUXIENCE 5 |PA NSO
RYBREVANT 5 |PA NSO
SARCLISA 5 |PA NSO
TECENTRIQ 5 |PA NSO
TECENTRIQ HYBREZA 5 |PA NSO
TEVIMBRA 5 |PA NSO
TIVDAK 5 |PA NSO
TRAZIMERA 5 |PA NSO
TRODELVY 5 |PA NSO
TRUXIMA 5 PA NSO
VECTIBIX INJ 100MG/5ML, 400MG/20ML 5 |PA NSO
VEGZELMA 5 PA NSO
YERVOY 5 |PA NSO
ZYNLONTA 5 PA NSO
ZYNYZ 5 |PA NSO
Retinoids
bexarotene 5 |PA NSO
PANRETIN 5
tretinoin caps 10mg 5 PANSO
Treatment Adjuncts
ELITEK 5 PA
mesna 1 |GC
MESNEX TABS 5
Antiparasitics
Anthelmintics
albendazole tabs 5
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Drug

Requirements/Limits

ivermectin tabs 3mg

Tier

praziquantel tabs

Antiprotozoals

atovaquone

atovaquone/proguanil hcl

chloroquine phosphate tabs

GC

COARTEM

hydroxychloroguine sulfate tabs

GC

KRINTAFEL

mefloquine hcl

GC

nitazoxanide

pentamidine isethionate inj

pentamidine isethionate inhalation solr

B/D

PRIMAQUINE PHOSPHATE TABS

pyrimethamine tabs

quinine sulfate caps 324mg

PA

tinidazole tabs

Anticholinergics

NN OCTWININ O W AP INDN

benztropine mesylate tabs

[EEN

GC

trihexyphenidyl hydrochloride

N

Antiparkinson Agents, Other

entacapone

N

ONGENTYS

ST

tolcapone

ol

Dopamine Agonists

apomorphine hydrochloride inj

PA

bromocriptine mesylate caps, tabs

NEUPRO

pramipexole dihydrochloride

GC

pramipexole dihydrochloride er

ropinirole er

ropinirole hcl tabs 0.5mg, 1mg, 2mg, 4mg, 5mg

GC

ropinirole hydrochloride tabs 0.25mg, 3mg

RPN FPWN O

GC

Dopamine Precursors and/or L-Amino Acid Decarboxylase
Inhibitors

carbidopa/levodopa

GC

carbidopa/levodopa er

carbidopa/levodopa odt

GC

carbidopa/levodopa/entacapone

carbidopa tabs

RYTARY

AN RPN

Monoamine Oxidase B (MAO-B) Inhibitors
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Drug Requirements/Limits

Tier
rasagiline mesylate tabs 2
selegiline hcl caps, tabs 2
ZELAPAR 5
Antipsychotics
1st Generation/Typical
chlorpromazine hcl inj, tabs 2
chlorpromazine hydrochloride conc, tabs 2
fluphenazine decanoate inj 2
fluphenazine hcl conc 2
fluphenazine hcl tabs 1mg 2
fluphenazine hydrochloride elix, inj 2
fluphenazine hydrochloride tabs 10mg, 2.5mg, 5mg 2
haloperidol decanoate inj 2
haloperidol lactate 2
haloperidol conc, tabs 2
loxapine 1 GC
MOLINDONE HYDROCHLORIDE 3
perphenazine tabs 2
pimozide 2
thioridazine hcl tabs 100mg, 10mg, 25mg, 50mg 2
thiothixene caps 10mg, 1mg, 2mg, 5mg 1 GC
trifluoperazine hcl tabs 10mg, 2mg, 5mg 1 GC
trifluoperazine hydrochloride tabs 1mg 1 GC
2nd Generation/Atypical
ABILIFY MAINTENA 5 ST NSO
ABILIFY MYCITE MAINTENANCE KIT 5 QL(30 EA per 30 days); ST NSO
ABILIFY MYCITE STARTER KIT 5  QL(30 EA per 30 days); ST NSO
aripiprazole 2
aripiprazole odt 5
ARISTADA 5 ST NSO
ARISTADA INITIO 5 ST NSO
ASENAPINE MALEATE SL 4
CAPLYTA 5 QL(30 EA per 30 days); ST NSO
FANAPT TITRATION PACK 4 ST NSO
FANAPT TABS 4MG 4 ST NSO
FANAPT TABS 10MG, 12MG, 1MG, 2MG, 6MG, 8MG 5 ST NSO
INVEGA HAFYERA 5 ST NSO
INVEGA SUSTENNA INJ 39MG/0.25ML 4 ST NSO
INVEGA SUSTENNA INJ 117MG/0.75ML, 156MG/ML, 5 ST NSO
234MG/1.5ML, 78MG/0.5ML
INVEGA TRINZA 5 ST NSO
lurasidone hydrochloride 2
LYBALVI 5 QL(30 EA per 30 days); ST NSO
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Drug Requirements/Limits

Tier

NUPLAZID CAPS 5 QL(30 EA per 30 days); PA NSO
NUPLAZID TABS 10MG 5 QL(90 EA per 30 days); PA NSO
olanzapine odt 2

OLANZAPINE INJ 3

olanzapine tabs 2

paliperidone er 4 ST NSO

PERSERIS 5 ST NSO

guetiapine fumarate 1 GC

quetiapine fumarate er 2

REXULTI 5 STNSO

RISPERDAL CONSTA INJ 12.5MG 4 ST NSO

RISPERDAL CONSTA INJ 25MG, 37.5MG, 50MG 5 ST NSO

risperidone 2

risperidone er inj 12.5mg 2

risperidone er inj 25mg, 37.5mg, 50mg 5

risperidone odt 2

SECUADO 5 STNSO

VRAYLAR CPPK 4 QL(14 EA per 365 days); ST NSO
VRAYLAR CAPS 5 QL(30 EA per 30 days); ST NSO
ziprasidone hcl 2

ziprasidone mesylate 2 STNSO

ZYPREXA RELPREVYV INJ 210MG 4 ST NSO

ZYPREXA RELPREVV INJ 300MG, 405MG 5 STNSO

Treatment-Resistant
CLOZAPINE ODT TBDP 200MG
clozapine odt tbdp 100mg, 12.5mg, 150mg, 25mg
clozapine tabs 100mg, 200mg, 25mg, 50mg
VERSACLOZ

Antispasticity Agents

(S0 \SRE- NS

baclofen inj 40mg/20ml 2 BI/D
baclofen inj 500mcg/ml, 50mcg/ml 4 B/D
baclofen inj 20000mcg/20ml 5 B/D
baclofen tabs 10mg, 20mg, 5mg 2
BOTOX 4 PA
dantrolene sodium caps 1 GC
DYSPORT 4 PA
GABLOFEN 4 B/D
LIORESAL INTRATHECAL INJ 0.05MG/ML 3 B/D
LIORESAL INTRATHECAL INJ 10MG/20ML 4 B/D
LIORESAL INTRATHECAL INJ 10MG/5ML 5 B/D
MYOBLOC 5 PA
tizanidine hcl caps 4mg 2
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Drug Requirements/Limits

Tier
tizanidine hcl tabs 2mg 1 GC
tizanidine hydrochloride tabs 1 GC
tizanidine hydrochloride caps 2
XEOMIN 4  PA
Antivikals
Anti-cytomegalovirus (CMV) Agents
cidofovir
ganciclovir inj 500mg/10ml, 500mg
LIVTENCITY
PREVYMIS
valganciclovir
valganciclovir hydrochloride
ZIRGAN

Anti-hepatitis B (HBV) Agents
adefovir dipivoxil
BARACLUDE SOLN
entecavir
EPIVIR HBV SOLN
lamivudine tabs 100mg
VEMLIDY

Anti-hepatitis C (HCV) Agents
EPCLUSA
HARVONI
LEDIPASVIR/SOFOSBUVIR
MAVYRET
SOFOSBUVIR/VELPATASVIR
SOVALDI
ZEPATIER

Anti-HIV Agents, Integrase Inhibitors (INSTI)
APRETUDE
BIKTARVY
CABENUVA
DELSTRIGO
DOVATO
GENVOYA
ISENTRESS HD
ISENTRESS PACK, TABS
ISENTRESS CHEW 25MG
ISENTRESS CHEW 100MG
JULUCA
STRIBILD
TIVICAY PD
TIVICAY TABS 10MG
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Drug Requirements/Limits

Tier
TIVICAY TABS 25MG, 50MG 5
VOCABRIA 5
Anti-HIV Agents, Non-nucleoside Reverse Transcriptase
Inhibitors (NNRTI)
COMPLERA
EDURANT
efavirenz
efavirenz/emtricitabine/tenofovir disoproxil fumarate
efavirenz/lamivudine/tenofovir disoproxil fumarate
etravirine tabs 100mg
etravirine tabs 200mg
INTELENCE TABS 25MG
nevirapine
nevirapine er
ODEFSEY
PIFELTRO
Anti-HIV Agents, Nucleoside and Nucleotide Reverse
Transcriptase Inhibitors (NRTI)
abacavir
abacavir sulfate
abacavir sulfate/lamivudine
CIMDUO
DESCOVY
emtricitabine
emtricitabine/tenofovir disoproxil
emtricitabine/tenofovir disoproxil fumarate tabs 100mg;
150mg, 200mg; 300mg
emtricitabine/tenofovir disoproxil fumarate tabs 133mg;
200mg
EMTRIVA SOLN
lamivudine/zidovudine
lamivudine soln 10mg/ml
lamivudine tabs 150mg, 300mg
RETROVIR IV INFUSION
STAVUDINE CAPS
tenofovir disoproxil fumarate
TRIUMEQ
TRIUMEQ PD
TRIZIVIR
VIREAD POWD
VIREAD TABS 150MG, 200MG, 250MG
zidovudine
Anti-HIV Agents, Other
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Drug Requirements/Limits

Tier

FUZEON
maraviroc
RUKOBIA
SELZENTRY SOLN
SELZENTRY TABS 25MG
SELZENTRY TABS 75MG
SUNLENCA
TROGARZO
TYBOST
Anti-HIV Agents, Protease Inhibitors (P1)
APTIVUS CAPS
atazanavir
atazanavir sulfate
darunavir
EVOTAZ
fosamprenavir calcium
LEXIVA SUSP
lopinavir/ritonavir
NORVIR PACK, SOLN
PREZCOBIX
PREZISTA SUSP
PREZISTA TABS 150MG, 75MG
REYATAZ PACK
ritonavir
SYMTUZA
VIRACEPT
Anti-influenza Agents
amantadine hcl caps, soln, tabs
oseltamivir phosphate caps 75mg
oseltamivir phosphate caps 30mg
oseltamivir phosphate caps 45mg
oseltamivir phosphate susr
RELENZA DISKHALER
rimantadine hydrochloride
XOFLUZA TBPK 80MG
XOFLUZA TBPK 40MG
Antiherpetic Agents
acyclovir sodium inj 50mg/mi
acyclovir caps, susp, tabs
acyclovir crea, oint
famciclovir tabs
trifluridine
valacyclovir hydrochloride
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Anxiolytics, Other

Tier

Drug Requirements/Limits

buspirone hcl tabs 15mg 2
buspirone hydrochloride tabs 10mg, 30mg, 5mg, 7.5mg 2
meprobamate 4 PA

Benzodiazepines

alprazolam er th24 0.5mg, 1mg

QL (120 EA per 30 days)

alprazolam er th24 2mg, 3mg

QL (90 EA per 30 days)

alprazolam odt tbdp 0.25mg, 0.5mg, 1mg

QL (120 EA per 30 days)

alprazolam odt thdp 2mg

QL (150 EA per 30 days)

alprazolam xr tb24 0.5mg, 1mg

QL (120 EA per 30 days)

alprazolam xr tb24 2mg, 3mg

QL(90 EA per 30 days)

alprazolam tabs 0.25mg, 0.5mg, 1mg

QL (120 EA per 30 days)

alprazolam tabs 2mg

QL (150 EA per 30 days)

chlordiazepoxide hcl caps 10mg, 5mg

QL (120 EA per 30 days)

chlordiazepoxide hydrochloride caps 25mg QL (120 EA per 30 days)
clorazepate dipotassium tabs 15mg QL (180 EA per 30 days)
clorazepate dipotassium tabs 7.5mg QL (360 EA per 30 days)

clorazepate dipotassium tabs 3.75mg

QL (720 EA per 30 days)

diazepam intensol

diazepam conc, oral soln

diazepam tabs

QL (120 EA per 30 days)

diazepam inj 5mg/ml

estazolam

QL (30 EA per 30 days)

lorazepam inj 2mg/ml, 4mg/ml

lorazepam tabs 0.5mg

QL (120 EA per 30 days)

lorazepam tabs 2mg

QL (150 EA per 30 days)

lorazepam tabs 1mg

QL(90 EA per 30 days)

midazolam hcl syrp

midazolam hcl inj 10mg/10ml, 10mg/2ml, 2mg/2ml,
50mg/10ml, 5mg/5ml, 5mg/mi

NINNINININNINNNNNNNDNPNNNNNNNDNN
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Drug Requirements/Limits

Tier

Antidiabetic Agents

acarbose tabs

ALOGLIPTIN

ALOGLIPTIN/METFORMIN HCL

ALOGLIPTIN/METFORMIN HYDROCHLORIDE

ALOGLIPTIN/PIOGLITAZONE TABS 12.5MG; 30MG,

12.5MG; 45MG, 25MG; 15MG, 25MG; 30MG, 25MG;

GC

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

N )

45MG

CYCLOSET

FARXIGA

glimepiride tabs 1mg, 2mg, 4mg GC
glipizide er GC
glipizide xI GC
glipizide/metformin hydrochloride

GLIPIZIDE TABS 2.5MG GC
glipizide tabs 10mg, 5mg GC
GLYXAMBI

JANUMET ST
JANUMET XR ST
JANUVIA ST
JARDIANCE

JENTADUETO QL (60 EA per 30 days); ST

JENTADUETO XR TB24 5MG; 1000MG
JENTADUETO XR TB24 2.5MG; 1000MG

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

KAZANO QL (60 EA per 30 days); ST
KORLYM PA

metformin hydrochloride er th24 500mg, 750mg GC

metformin hydrochloride soln GC

metformin hydrochloride tabs 1000mg, 500mg, 850mg GC

mifepristone PA

miglitol

MOUNJARO PA

nateglinide

NESINA QL (30 EA per 30 days); ST

BB NWNORIPIFPORWWWWW W W W RPN PP WW

OSENI TABS 12.5MG; 30MG, 25MG; 15MG, 25MG;
30MG, 25MG; 45MG
OZEMPIC
pioglitazone hcl-glimepiride
pioglitazone hcl/metformin hcl
pioglitazone hcl tabs 45mg
pioglitazone hydrochloride tabs 15mg, 30mg
repaglinide
RYBELSUS
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Drug Requirements/Limits

Tier
SYMLINPEN 120 5 PA
SYMLINPEN 60 5 PA
SYNJARDY 3
SYNJARDY XR 3
TRADJENTA 3  |QL(30 EA per 30 days); ST
TRIJARDY XR 3
TRULICITY 3 PA
XIGDUO XR 3

Glycemic Agents
diazoxide susp
GLUCAGEN HYPOKIT
GLUCAGON EMERGENCY KIT
GLUCAGON EMERGENCY KIT FOR LOW BLOOD
SUGAR
Insulins
HUMALOG
HUMALOG JUNIOR KWIKPEN

WWwwinN

QL(60 ML per 30 days)
QL (60 ML per 30 days)

HUMALOG KWIKPEN

QL(60 ML per 30 days)

HUMALOG MIX 50/50

QL (60 ML per 30 days)

HUMALOG MIX 50/50 KWIKPEN

QL (60 ML per 30 days)

HUMALOG MIX 75/25

QL(60 ML per 30 days)

HUMALOG MIX 75/25 KWIKPEN
humulin 70/30
HUMULIN 70/30 KWIKPEN

QL (60 ML per 30 days)
QL (60 ML per 30 days)
QL (60 ML per 30 days)

humulin n QL(60 ML per 30 days)
HUMULIN N KWIKPEN QL (60 ML per 30 days)
humulin r QL (60 ML per 30 days)

HUMULIN R U-500 (CONCENTRATED)
HUMULIN R U-500 KWIKPEN

QL (60 ML per 30 days)
QL (60 ML per 30 days)

LANTUS QL (60 ML per 30 days)
LANTUS SOLOSTAR QL (60 ML per 30 days)
LEVEMIR QL (60 ML per 30 days)

LEVEMIR FLEXPEN

LEVEMIR FLEXTOUCH

NOVOLOG

NOVOLOG FLEXPEN

NOVOLOG FLEXPEN RELION

NOVOLOG MIX 70/30

NOVOLOG MIX 70/30 PREFILLED FLEXPEN
NOVOLOG MIX 70/30 PREFILLED FLEXPEN RELION
NOVOLOG MIX 70/30 RELION

NOVOLOG PENFILL

NOVOLOG RELION
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Drug Requirements/Limits

Tier
TOUJEO MAX SOLOSTAR
TOUJEO SOLOSTAR
TRESIBA

QL(27 ML per 30 days)
QL(27 ML per 30 days)
QL(54 ML per 30 days)
TRESIBA FLEXTOUCH QL (54 ML per 30 days)
XULTOPHY 100/3.6 ST
Blood Products and Modifiers |
Anticoagulants
dabigatran etexilate
ELIQUIS STARTER PACK
ELIQUIS TABS 2.5MG
ELIQUIS TABS 5MG
enoxaparin sodium
fondaparinux sodium inj 2.5mg/0.5ml
fondaparinux sodium inj 10mg/0.8ml, 5mg/0.4ml, 7.5mg/0.6ml
FRAGMIN INJ 10000UNIT/4ML, 2500UNIT/0.2ML
FRAGMIN INJ 10000UNIT/ML, 12500UNIT/0.5ML,
15000UNIT/0.6ML, 18000UNT/0.72ML, 5000UNIT/0.2ML,
7500UNIT/0.3ML, 95000UNIT/3.8ML
heparin sodium/d5w inj 5%; 100unit/ml, 5%; 2
25000unit/500ml, 5%; 40unit/ml
heparin sodium/dextrose inj 5%; 25000unit/250ml, 5%; 2
25000unit/500ml
heparin sodium/nacl 0.45% inj 25000unit/250ml; 0.45% 2
heparin sodium/sodium chloride 0.9% premix inj 2
1000unit/500ml; 0.9%
heparin sodium/sodium chloride 0.9% inj 1000unit/500ml; 2
0.9%
heparin sodium/sodium chloride inj 25000unit/250ml; 0.45%, 2
25000unit/500ml; 0.45%
heparin sodium inj 20000unit/ml, 2000unit/ml, 20000unit/ml,
5000unit/ml
jantoven
PRADAXA PACK
PRADAXA CAPS 110MG
warfarin sodium tabs
XARELTO STARTER PACK
XARELTO TABS
XARELTO SUSR
Blood Products and Modifiers, Other
anagrelide hydrochloride
ARANESP ALBUMIN FREE INJ 10MCG/0.4ML, 4 PA
25MCG/0.42ML, 25MCG/ML, 40MCG/0.4ML, 40MCG/ML,
60MCG/0.3ML
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Drug Requirements/Limits

Tier
ARANESP ALBUMIN FREE INJ 100MCG/0.5ML, 5 |PA
100MCG/ML, 150MCG/0.3ML, 200MCG/0.4ML,
200MCG/ML, 300MCG/0.6ML, 500MCG/ML, 60MCG/ML
DOPTELET 5 PA
EPOGEN INJ 10000UNIT/ML, 2000UNIT/ML, 4 PA
3000UNIT/ML, 4000UNIT/ML
EPOGEN INJ 20000UNIT/ML 5 PA
FULPHILA 5
FYLNETRA 5
GRANIX 5
LEUKINE INJ 250MCG 5 PA
MOZOBIL 5 PA
MULPLETA 5 PA
NEULASTA 5
NEULASTA ONPRO KIT 5
NEUPOGEN 5
NIVESTYM 5
NPLATE 5 PA
NYVEPRIA 5
PLERIXAFOR 5 PA
PROCRIT INJ 2000UNIT/ML, 3000UNIT/ML, 4 PA
4000UNIT/ML
PROCRIT INJ 10000UNIT/ML, 20000UNIT/ML, 5 PA
40000UNIT/ML
PROMACTA 5 PA
REBLOZYL 5 PA
RETACRIT INJ 10000UNIT/ML, 20000UNIT/2ML, 4 PA
20000UNIT/ML, 2000UNIT/ML, 3000UNIT/ML,
4000UNIT/ML
RETACRIT INJ 40000UNIT/ML 5 PA
STIMUFEND 5
UDENYCA 5
UDENYCA ONBODY 5
ZIEXTENZO 5
Hemostasis Agents
aminocaproic acid inj 1 GC
aminocaproic acid tabs 2
tranexamic acid inj, tabs 2
Platelet Modifying Agents
aspirin/dipyridamole 2
aspirin/dipyridamole er 2
BRILINTA 3
CABLIVI 5 PA

Formulary ID: 24437, Version: 20, Effective Date: 12/01/2024
Last Updated: November 2024

You can find information on what the symbols and abbreviations in this table mean by going to the
introduction pages of this document. GC= We provide additional coverage of this prescription drug in the
coverage gap. Please refer to your Evidence of Coverage for more information about this coverage.

36



Drug Requirements/Limits

Tier
cilostazol 1 GC
clopidogrel 1 GC
prasugrel hydrochloride 2

Alpha-adrenergic Agonists
clonidine 2
clonidine hydrochloride tabs 0.1mg, 0.2mg, 0.3mg 1 GC
droxidopa 5
midodrine hcl 2
Alpha-adrenergic Blocking Agents
phenoxybenzamine hydrochloride 5
phentolamine mesylate inj 5mg 1 GC
prazosin hydrochloride caps 2
Angiotensin Il Receptor Antagonists
candesartan cilexetil 2
candesartan cilexetil/nydrochlorothiazide 2
irbesartan 1 GC
irbesartan/hydrochlorothiazide 1 GC
losartan potassium/hydrochlorothiazide 1 GC
losartan potassium tabs 1 GC
olmesartan medoxomil/hydrochlorothiazide 2
olmesartan medoxomil tabs 2
telmisartan 2
telmisartan/hydrochlorothiazide 2
valsartan/hydrochlorothiazide 1 GC
valsartan tabs 2
Angiotensin-converting Enzyme (ACE) Inhibitors
benazepril hcl tabs 10mg, 40mg, 5mg 1 GC
benazepril hydrochloride/hydrochlorothiazide 1 GC
benazepril hydrochloride tabs 20mg 1 GC
captopril tabs 2
enalapril maleate/hydrochlorothiazide 1 GC
enalapril maleate tabs 1 GC
enalapril maleate soln 4
enalaprilat 1 GC
fosinopril sodium 1 GC
fosinopril sodium/hydrochlorothiazide 2
lisinopril/hydrochlorothiazide 1 GC
lisinopril tabs 1 GC
moexipril hcl 1 GC
perindopril erbumine 1 GC
quinapril hydrochloride 1 GC
quinapril/hydrochlorothiazide 1 GC
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Drug Requirements/Limits

Tier
ramipril 1 GC
trandolapril 1 GC
trandolapril/verapamil hcl er 2

Antiarrhythmics

amiodarone hcl inj 50mg/ml, 900mg/18ml 1 GC
amiodarone hydrochloride inj 150mg/3ml, 450mg/9ml, 1 GC
900mg/18mi

amiodarone hydrochloride tabs 200mg 1 GC
amiodarone hydrochloride tabs 100mg, 400mg 2
digitek tabs 0.125mg 1 GC
digitek tabs 0.25mg 2
DIGOXIN SOLN 3
digoxin tabs 125mcg 1 GC
digoxin tabs 250mcg 2

digox tabs 125mcg 1 GC
digox tabs 250mcg 2
dofetilide 2
flecainide acetate 2
LANOXIN PEDIATRIC 4
lidocaine hcl in d5w inj 5%; 4mg/ml, 5%; 8mg/ml 2
lidocaine hcl/dextrose inj 5%; 4mg/ml, 5%; 8mg/ml 2
lidocaine hcl inj 200mg/5ml, 50mg/5ml 1 GC
mexiletine hcl 2
MULTAQ 4
NEXTERONE INJ 150MG/100ML; 42.1MG/ML 3
NEXTERONE INJ 360MG/200ML; 41.4AMG/ML 5
procainamide hcl inj 100mg/mi 1 GC
procainamide hydrochloride 1 GC
propafenone hcl 2
propafenone hydrochloride er 2
propafenone hydrochloride tabs 300mg 2
quinidine gluconate cr 2
quinidine gluconate er 2
quinidine sulfate tabs 1 GC
sorine 1 GC
sotalol hcl 1 GC
sotalol hcl (af) tabs 80mg 1 GC
sotalol hcl af 1 GC
sotalol hydrochloride (af) 1 GC
sotalol hydrochloride tabs 120mg, 160mg, 80mg 1 GC
SOTYLIZE 4

Beta-adrenergic Blocking Agents
acebutolol hydrochloride 1 GC

Formulary ID: 24437, Version: 20, Effective Date: 12/01/2024
Last Updated: November 2024

You can find information on what the symbols and abbreviations in this table mean by going to the
introduction pages of this document. GC= We provide additional coverage of this prescription drug in the
coverage gap. Please refer to your Evidence of Coverage for more information about this coverage.

38



Drug Requirements/Limits

Tier

[EEN

GC
GC
GC
GC
GC
GC

atenolol/chlorthalidone

atenolol tabs

betaxolol hcl tabs 10mg, 20mg

bisoprolol fumarate

bisoprolol fumarate/hydrochlorothiazide

carvedilol

carvedilol phosphate er

esmolol hcl inj 200mg/10ml

esmolol hydrochloride in sodium chloride

esmolol hydrochloride in sodium chloride double strength

esmolol hydrochloride/sodium chloride inj 2000mg/100ml;

4.1mg/ml, 2500mg/250ml; 5.9mg/ml

HEMANGEOL

KAPSPARGO SPRINKLE

labetalol hydrochloride tabs

labetalol hydrochloride inj 5Smg/ml

metoprolol succinate er

metoprolol tartrate tabs

metoprolol tartrate inj 5mg/5ml

metoprolol/hydrochlorothiazide

nadolol tabs 20mg, 40mg, 80mg

nebivolol hydrochloride

nebivolol tabs 5mg

pindolol tabs

propranolol hcl er cp24 120mg, 160mg

propranolol hcl inj, oral soln

propranolol hcl tabs 40mg

propranolol hydrochloride er cp24 60mg, 80mg

propranolol hydrochloride tabs 10mg, 20mg, 60mg, 80mg
Calcium Channel Blocking Agents, Dihydropyridines

amlodipine besylate tabs

felodipine er

isradipine

nicardipine hcl caps

NICARDIPINE HYDROCHLORIDE/SODIUM CHLORIDE

INJ 40MG/200ML; 0.9%

NICARDIPINE HYDROCHLORIDE INJ 20MG/200ML;

0.9%

nicardipine hydrochloride inj 2.5mg/ml

nifedipine er

nimodipine caps

NYMALIZE SOLN 6MG/ML
Calcium Channel Blocking Agents, Nondihydropyridines
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Drug Requirements/Limits

Tier
cartia xt 2
dilt-xr 1 GC
diltiazem hcl cd 2
diltiazem hcl er cp24 120mg, 180mg, 240mg, 420mg 2
diltiazem hcl er cp12 1 GC
diltiazem hcl er th24 2
diltiazem hcl inj 100mg, 125mg/25ml, 50mg/10ml 1 GC
diltiazem hcl tabs 30mg, 60mg, 90mg 1 GC
diltiazem hydrochloride er cp24 120mg, 180mg, 240mg 1 GC
diltiazem hydrochloride er cp24 120mg, 180mg, 240mg, 2
300mg, 360mg
diltiazem hydrochloride er tb24 120mg, 180mg, 240mg, 2
300mg, 360mg
diltiazem hydrochloride inj 25mg/5ml 1 GC
diltiazem hydrochloride tabs 120mg 1 GC
matzim la 2
taztia xt 2
tiadylt er 2
verapamil hcl er cp24 100mg, 120mg, 180mg, 240mg, 300mg 1 GC
verapamil hcl er thcr 120mg, 240mg 1 GC
verapamil hcl sr cp24 1 GC
verapamil hcl tabs 40mg, 80mg 1 GC
verapamil hydrochloride er cp24 200mg 1 GC
verapamil hydrochloride er thcr 180mg 1 GC
verapamil hydrochloride inj 1 GC
verapamil hydrochloride tabs 120mg 1 GC

Cardiovascular Agents, Other

acetazolamide sodium 5
aliskiren 4
amlodipine besylate/benazepril hcl caps 10mg; 40mg 1 GC
amlodipine besylate/benazepril hydrochloride 1 GC
amlodipine besylate/valsartan 2
atropine sulfate inj 0.25mg/5ml 1 GC
CAMZYOS 5 |QL(30 EA per 30 days); PA
CORLANOR 4
dobutamine hcl/d5w inj 5%; 1mg/ml 1 |B/D; GC
dobutamine hcl inj 250mg/20ml 1 B/D;GC
dobutamine hydrochloride/dextrose 5% 1 B/D;GC
dopamine hydrochloride 1 B/D;GC
dopamine hydrochloride/dextrose 1 B/D;GC
dopamine/d5w inj 5%; 3.2mg/ml 1 B/D;GC
ENTRESTO 3
ivabradine hydrochloride 4
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Drug Requirements/Limits

Tier

KERENDIA 4 QL(30 EA per 30 days); PA
metyrosine 5
milrinone lactate in dextrose 1 B/D;GC
norepinephrine bitartrate inj 1mg/ml 2
pentoxifylline er 1 GC
PRALUENT 3  |QL(2 ML per 28 days)
ranolazine er 2
REPATHA 3  QL(3 ML per 28 days)
REPATHA PUSHTRONEX SYSTEM 3 |QL(3.5 ML per 28 days)
REPATHA SURECLICK 3  |QL(3 ML per 28 days)
VYNDAMAX 5 PA
VYNDAQEL 5 PA
Diuretics, Loop
bumetanide inj, tabs 2
ethacrynate sodium 5
ethacrynic acid tabs 4
furosemide inj, oral soln, tabs 1 GC
torsemide tabs 1 GC
Diuretics, Potassium-sparing
amiloride hcl tabs 1 GC
amiloride/hydrochlorothiazide 1 GC
eplerenone 2
spironolactone/hydrochlorothiazide 1 GC
spironolactone tabs 1 GC
triamterene/hydrochlorothiazide 1 GC
triamterene caps 2
Diuretics, Thiazide
chlorothiazide sodium 1 GC
chlorthalidone tabs 25mg, 50mg 1 GC
DIURIL SUSP 4
hydrochlorothiazide caps, tabs 1 GC
indapamide tabs 1 GC
metolazone 2
Dyslipidemics, Fibric Acid Derivatives
fenofibrate micronized caps 134mg, 200mg, 67mg 2
fenofibrate caps 150mg, 200mg, 43mg, 50mg, 67mg 2
fenofibrate tabs 2
fenofibric acid 2
fenofibric acid dr 2
gemfibrozil tabs 2
Dyslipidemics, HMG CoA Reductase Inhibitors
atorvastatin calcium 1 GC
fluvastatin sodium er 2
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Drug Requirements/Limits

Tier

lovastatin tabs 1 GC
pravastatin sodium 1 GC
rosuvastatin calcium tabs 2
simvastatin tabs 1 GC
Dyslipidemics, Other
cholestyramine light 2
cholestyramine pack, powd 2
colesevelam hydrochloride pack 2
colestipol hcl 2
ezetimibe 2
icosapent ethyl 2 PA
JUXTAPID CAPS 10MG, 20MG, 30MG, 5MG 5 PA
NEXLETOL 3 |QL(30 EA per 30 days); PA
NEXLIZET 3 |QL(30 EA per 30 days); PA
niacin er 2
niacin tabs 500mg 2
niacor 2
omega-3-acid ethyl esters 2
prevalite 2
VASCEPA CAPS 0.5GM 4 PA
Vasodilators, Direct-acting Arterial/Venous
isosorbide dinitrate/hydralazine hydrochloride 2
isosorbide dinitrate tabs 10mg, 20mg, 30mg, 5mg 1 GC
isosorbide dinitrate tabs 40mg 4
isosorbide mononitrate 1 GC
isosorbide mononitrate er 1 GC
NITRO-BID 3
NITRO-DUR PT24 0.3MG/HR, 0.8MG/HR 4
nitroglycerin in dextrose 5% 2
nitroglycerin transdermal 1 GC
nitroglycerin inj 5mg/mi 2
nitroglycerin translingual soln 0.4mg/spray 2
nitroglycerin subl 0.3mg, 0.4mg, 0.6mg 2
VERQUVO 3  QL(30 EA per 30 days); PA
Vasodilators, Direct-acting Arterial
hydralazine hcl inj 1 GC
hydralazine hcl tabs 10mg 1 GC
hydralazine hydrochloride tabs 100mg, 25mg, 50mg 1 GC
minoxidil tabs 1 GC
(Central Nervous SystemAgents |
Attention Deficit Hyperactivity Disorder Agents, Amphetamines
amphetamine/dextroamphetamine cp24 2  QL(120 EA per 30 days)
amphetamine/dextroamphetamine tabs 2 QL(60 EA per 30 days)
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Drug
Tier

Requirements/Limits

dextroamphetamine sulfate er 2 QL(180 EA per 30 days)
DEXTROAMPHETAMINE SULFATE SOLN 3 QL(1800 ML per 30 days)
dextroamphetamine sulfate tabs 10mg, 5mg 2 QL(180 EA per 30 days)
Attention Deficit Hyperactivity Disorder Agents, Non-
amphetamines
atomoxetine hydrochloride caps 10mg, 25mg, 40mg, 60mg, 2
80mg
atomoxetine caps 100mg, 18mg, 40mg, 60mg, 80mg 2
clonidine hydrochloride er 2
clonidine hydrochloride tb12 0.1mg 2
dexmethylphenidate hcl er cp24 15mg, 20mg, 30mg, 35mg 2 QL(30 EA per 30 days)
dexmethylphenidate hcl tabs 10mg, 5mg 2 QL(60 EA per 30 days)
dexmethylphenidate hydrochloride er cp24 10mg, 15mg, 2  QL(30 EA per 30 days)
30mg, 40mg, 5mg
dexmethylphenidate hydrochloride cp24 2 QL(30 EA per 30 days)
dexmethylphenidate hydrochloride tabs 2.5mg 2 QL(60 EA per 30 days)
methylphenidate hydrochloride cd cpcr 10mg, 20mg, 30mg, 2  QL(30 EA per 30 days)
50mg, 60mg
methylphenidate hydrochloride er cp24 10mg, 20mg, 30mg, 2  QL(30 EA per 30 days)
40mg
methylphenidate hydrochloride er cpcr 20mg, 30mg, 40mg, 2  QL(30 EA per 30 days)
50mg
methylphenidate hydrochloride er th24 18mg 2 QL(30 EA per 30 days)
methylphenidate hydrochloride er thcr 27mg, 36mg, 54mg, 2 |QL(30 EA per 30 days)
72mg
methylphenidate hydrochloride er tbcr 10mg, 18mg, 20mg 2 QL(90 EA per 30 days)
methylphenidate hydrochloride chew 10mg 2 QL(180 EA per 30 days)
methylphenidate hydrochloride chew 2.5mg, 5mg 2 QL(90 EA per 30 days)
methylphenidate hydrochloride tabs 2  QL(90 EA per 30 days)
methylphenidate hydrochloride soln 2 QL(900 ML per 30 days)
Central Nervous System, Other
butalbital/acetaminophen/caffeine caps 2
butalbital/acetaminophen/caffeine tabs 325mg; 50mg; 40mg 2
butalbital/aspirin/caffeine caps 2
caffeine citrate inj 2
caffeine citrate oral soln 20mg/ml 2
EXSERVAN 5
INGREZZA 5 PA
NUEDEXTA 5 PA
riluzole 4
tetrabenazine 4 PA
ZTALMY 5 PANSO
Fibromyalgia Agents

Formulary ID: 24437, Version: 20, Effective Date: 12/01/2024
Last Updated: November 2024

You can find information on what the symbols and abbreviations in this table mean by going to the
introduction pages of this document. GC= We provide additional coverage of this prescription drug in the
coverage gap. Please refer to your Evidence of Coverage for more information about this coverage.

43



Drug Requirements/Limits

Tier
SAVELLA 3
SAVELLA TITRATION PACK 3
Multiple Sclerosis Agents
AVONEX PEN 5
AVONEX INJ 30MCG/0.5ML 5
BAFIERTAM 5 QL(120 EA per 30 days)
BETASERON 5
dalfampridine er 3 PA
dimethyl fumarate 4 QL(60 EA per 30 days)
dimethyl fumarate starterpack 5 QL(120 EA per 365 days)
EXTAVIA 5
fingolimod hydrochloride 5
GILENYA CAPS 0.25MG 5
glatiramer acetate 5
glatopa 5
MAVENCLAD 5 PA
MAYZENT STARTER PACK TBPK 0.25MG 4 |QL(14 EA per 365 days)
MAYZENT STARTER PACK TBPK 0.25MG 5 QL(24 EA per 365 days)
MAYZENT TABS 0.25MG 5 QL(120 EA per 30 days)
MAYZENT TABS 1MG, 2MG 5 QL(30 EA per 30 days)
PLEGRIDY 5
PLEGRIDY STARTER PACK 5
REBIF 5
REBIF REBIDOSE 5
REBIF REBIDOSE TITRATION PACK 5
REBIF TITRATION PACK 5
teriflunomide 2
TYSABRI 5 PA
VUMERITY B
ZEPOSIA 5 PA
ZEPOSIA 7-DAY STARTER PACK 5 PA
ZEPOSIA STARTER KIT 5 PA
Dental and Oral Agents
cevimeline hydrochloride 2
chlorhexidine gluconate soln 1 GC
KEPIVANCE 5 PA
kourzeq 2
lidocaine hcl viscous 1 GC
lidocaine hcl mouth/throat soln 4% 1 GC
lidocaine hydrochloride viscous 1 GC
lidocaine viscous 1 GC
oralone dental paste 2
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Drug Requirements/Limits

Tier
periogard 1 GC
pilocarpine hydrochloride 2
triamcinolone acetonide dental paste 2

Acne and Rosacea Agents

accutane

acitretin

adapalene pump

adapalene crea, gel

amnesteem

avita

PA

azelaic acid

AZELEX

PA

claravis

FINACEA FOAM

isotretinoin caps 10mg, 20mg, 30mg, 40mg

isotretinoin caps 25mg, 35mg

metronidazole crea 0.75%

metronidazole gel 0.75%, 1%

metronidazole lotn 0.75%

myorisan

rosadan

tazarotene crea, gel

PA

TAZORAC CREA 0.05%

PA

tretinoin microsphere pump

PA

tretinoin microsphere gel 0.04%, 0.1%

PA

tretinoin crea 0.025%, 0.05%, 0.1%

PA

tretinoin gel 0.01%, 0.025%, 0.05%

PA

Zenatane

AN ERERNENNDNOORBDERBRNDNEAEDNDNEAPS

Dermatitis and Pruitus Agents

ammonium lactate lotn

GC

clobetasol propionate e

clobetasol propionate emollient crea

clobetasol propionate emollient foam

clobetasol propionate crea 0.05%

clobetasol propionate foam 0.05%

desoximetasone crea 0.25%

desoximetasone crea 0.05%

DOXEPIN HYDROCHLORIDE CREA 5%

QL(90 GM per 30 days)

fluocinonide soln

fluocinonide crea, gel, oint

pimecrolimus

selenium sulfide

RPN AN WAERNENEAENNE

GC
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Drug Requirements/Limits

Tier
tacrolimus oint 0.03%, 0.1% 2
tovet 4
Dermatological Agents, Other
calcipotriene soln
calcipotriene crea, oint
calcitriol oint 3mcg/gm
imiquimod pump
imiquimod crea 5%
methoxsalen caps
OTEZLA TABS 20MG
podofilox soln
REGRANEX
SANTYL
VEREGEN
Pediculicides/Scabicides
crotan
ivermectin crea 1%
lindane sham
malathion
permethrin crea
Topical Anti-infectives

clindamicin EhosEhate ﬁEI 1% 2

Electrolyte/Mineral Replacement

PA
GC
PA

OO, OOIINOTIN BN

GC

N RN BN

carglumic acid 5 PA
CLINIMIX 4.25%/DEXTROSE 10% 3 BI/D
CLINIMIX 4.25%/DEXTROSE 5% 3 B/D
CLINIMIX 5%/DEXTROSE 15% 3 BI/D
CLINIMIX 5%/DEXTROSE 20% 3 B/D
CLINIMIX 6/5 3 BI/D
CLINIMIX 8/10 3 B/D
CLINIMIX 8/14 3 B/ID
CLINIMIX E 2.75%/DEXTROSE 5% 3 BI/D
CLINIMIX E 4.25%/DEXTROSE 10% 3 B/ID
CLINIMIX E 4.25%/DEXTROSE 5% 3 BI/D
CLINIMIX E 5%/DEXTROSE 15% 3 B/ID
CLINIMIX E 5%/DEXTROSE 20% 3 BI/D
CLINIMIX E 8/10 3 B/ID
CLINIMIX E 8/14 3 BI/D
CRYSVITA 5 PA
dextrose 5% /electrolyte #48 viaflex 1 GC
dextrose 10% 1 GC
dextrose 10%/sodium chloride 0.2% 1 GC
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Drug Requirements/Limits

Tier

dextrose 10%/sodium chloride 0.45% 1 GC
dextrose 2.5%/sodium chloride 0.45% 1 GC
dextrose 25% inj 250mg/ml 1 GC
dextrose 5% 1 GC
dextrose 5%/lactated ringers inj 2.7meq/l; 109meq/l; 5%; 1 GC
28meq/l; 4meg/l; 130meq/I

dextrose 5%/sodium chloride 0.2% 1 GC
dextrose 5%/sodium chloride 0.3% 1 GC
dextrose 5%/sodium chloride 0.33% 1 GC
dextrose 5%/sodium chloride 0.45% 1 GC
dextrose 5%/sodium chloride 0.9% 1 GC
dextrose 50% 1 GC
dextrose/sodium chloride 1 GC
dextrose inj 20% 1 GC
fluoride chew 0.25mg, 0.5mg, 1mg 2
fluoritab soln 0.125mg/drop 2
IONOSOL-MB/DEXTROSE 5% INJ 22MEQ/L; 5%; 3
23MEQ/L; 3BMEQ/L; 3BMMOLE/L; 20MEQ/L; 25MEQ/L
ISOLYTE-P/DEXTROSE 5% 3
ISOLYTE-SPH 7.4 3
ISOLYTE-S INJ 27MEQI/L; 98MEQ/L; 23MEQ/L; 3SMEQ/L; | 3
5MEQI/L; 140MEQ/L

kel 0.075%/d5w/nacl 0.45% inj 5%; 10meq/l; 0.45% 1 GC
kel 0.15%/d5w/nacl 0.2% 1 GC
kel 0.15%/d5w/nacl 0.225% inj 5%; 20meqg/I; 0.225% 1 GC
kel 0.15%/d5w/nacl 0.45% inj 5%; 20meq/l; 0.45% 1 GC
kel 0.15%/d5w/nacl 0.9% inj 5%; 20meg/I; 0.9% 1 GC
kel 0.3%/d5w/nacl 0.45% inj 5%; 40meq/l; 0.45% 1 GC
kel 0.3%/d5w/nacl 0.9% inj 5%; 40meq/l; 0.9% 1 GC
klor-con 2
klor-con 10 1 GC
klor-con 8 1 GC
klor-con m10 1 GC
klor-con m15 1 GC
klor-con m20 1 GC
magnesium sulfate in d5w inj 5%; 1gm/100ml 1 GC
magnesium sulfate/dextrose inj 5%; 1gm/100ml 1 GC
magnesium sulfate inj 20gm/500ml, 2gm/50ml, 40gm/1000ml, 1 GC
4gm/100ml, 4gm/50mi

magnesium sulfate inj 50% 2
multiple electrolytes injection type 1 1 GC
nafrinse 2
NORMOSOL-M/D5W 3
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Drug Requirements/Limits

Tier
NORMOSOL-R
PLASMA-LYTE A
PLASMA-LYTE-148
potassium chloride er cpcr
POTASSIUM CHLORIDE ER TBCR 15MEQ
potassium chloride er tbcr 10meq, 15meq, 20meq, 8meq
potassium chloride/dextrose/lactated ringers inj 3meg/I;
149meq/I; 5%; 28meg/l; 24meq/I; 130meq/I
potassium chloride/dextrose/sodium chloride inj 5%; 10meg/l;, 1 GC
0.45%, 5%; 20meq/l; 0.225%, 5%; 20meq/l; 0.45%, 5%;
20meq/l; 0.9%, 5%; 30meq/l; 0.45%, 5%; 40meq/l; 0.45%,
5%; 40meq/l; 0.9%
potassium chloride/dextrose inj 5%; 20meq/I 1 GC
potassium chloride/sodium chloride inj 20meq/l; 0.45%, GC
20meq/l; 0.9%, 40meq/l; 0.9%
potassium chloride pack, oral soln
potassium chloride inj 10meq/100ml, 10meqg/50ml,
20meq/100ml, 20meq/50ml, 2meg/ml, 40meg/100mi
potassium citrate er
ringers injection inj 4.5meq/l; 156meq/l; 4meg/l; 147meq/I
sodium chloride 0.45% inj
sodium chloride inj 0.45%, 0.9%, 3%, 5%
sodium fluoride chew 0.25mg, 0.5mg, 1mg
SODIUM FLUORIDE SOLN 0.5MG/ML
Electrolyte/Mineral/Metal Modifiers
CHEMET
deferasirox thso 125mg
deferasirox thso 250mg, 500mg
deferiprone
FERRIPROX TWICE-A-DAY
FERRIPROX SOLN
FERRIPROX TABS 1000MG
JYNARQUE TABS
JYNARQUE TBPK
penicillamine caps, tabs
sodium polystyrene sulfonate
sps
TOLVAPTAN TABS 15MG
tolvaptan tabs 30mg
trientine hydrochloride caps 250mg
VELTASSA PACK 16.8GM, 25.2GM, 8.4GM
Phosphate Binders
calcium acetate caps
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calcium acetate tabs 667mg

Drug
Tier

Requirements/Limits

FOSRENOL PACK

lanthanum carbonate

PHOSLYRA

sevelamer carbonate

sevelamer hydrochloride

A0

Potassium Binders

kionex susp

[EEN

GC

VELTASSA PACK 1GM

S

Vitamins

prenatal 19 tabs 100mg; 1000unit; 200mg; 7mg; 400unit;
12mcg; 25mg; 29mg; 1mg; 15mg; 20mg; 3mg; 3mg; 30unit;
20mg

prenatal tabs 120mg; 0; 200mg; 10mcg; 2mg; 12mcg; 27mg;
1mg; 20mg; 10mg; 1200mcg; 3mg; 1.84mg; 10mg; 25m

Anti-Constipation Agents

constulose

enulose

gavilyte-c

gavilyte-g

gavilyte-n/flavor pack

generlac

KRISTALOSE

lactulose soln 10gm/15ml

LINZESS

LUBIPROSTONE

QL (60 EA per 30 days)

OSMOPREP

peg-3350/electrolytes

peg-3350/nacl/na bicarbonate/kcl

SODIUM SULFATE/POTASSIUM
SULFATE/MAGNESIUM SULFATE SOLN 1.6GM/177ML;
3.13GM/177ML,; 17.5GM/177ML

AN PR OWWNWNNDNNDNDN

sodium sulfate/potassium sulfate/magnesium sulfate soln
1.6gm/177ml; 3.13gm/177ml; 17.5gm/177ml

SUPREP BOWEL PREP KIT

Anti-Diarrheal Agents

alosetron hydrochloride tabs 0.5mg

alosetron hydrochloride tabs 1mg

VIBERZI

PA

XERMELO

oo ol b

QL(90 EA per 30 days); PA

Antispasmodics, Gastrointestinal

dicyclomine hcl soln
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