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PLEASE READ: THIS DOCUMENT CONTAINS INFORMATION
ABOUT SOME OF THE DRUGS COVERED BY THIS PLAN

Formulary ID Number: 25060, v6

This Formulary was updated on 08/30/2024, which is the date it was submitted to The Centers for
Medicare & Medicaid (CMS) and has been made available to members as of October 28, 2024. It is
effective as of January 1, 2025. For the most current information or to price a medication, you can visit
us online at HSMedicareRx.com. Or you can contact Customer Service toll-free at

(866) 264-4676. Customer Service is available 24 hours a day, seven days a week. TTY users should
call (800) 716-3231.

Note: Please review this document to understand your Plan’s drug coverage. Additional details are also
available in the Evidence of Coverage document, available at HSMedicareRx.com.

99 ¢¢

When this drug list (Formulary) refers to “we,” “us” or “our,” it means Express Scripts Medicare. When
it refers to “Plan” or “our Plan,” it means HealthSelect>™ Medicare Rx (PDP).

This document includes the list of the covered drugs (Formulary) for our Plan, which is current as of
August 30, 2024. For more recent information, please contact us. Our contact information, along with
the date we last updated the Formulary, appears above and on the back cover.

You must use network pharmacies to fill your prescriptions to get the most from your benefit. Please be
aware that this Plan has limited coverage for out-of-network pharmacies. Additional details are available
in the Evidence of Coverage document, available at HSMedicareRx.com.

Benefits, premium and/or copayments may change on January 1, 2026. The Formulary and/or pharmacy
network may change at any time. You will receive notice when necessary.

ATENCION: si habla espaiiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame
al (866) 264-4676 (TTY: (800) 716-3231).

This document is available in braille. Please contact Customer Service at (866) 264-4676 if you need
Plan information in another format.
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What is the Express Scripts Medicare Formulary?

The list of drugs covered by the Plan is also known as the Formulary. It contains a list of highly utilized
Medicare Part D drugs selected by Express Scripts Medicare in consultation with a team of health care
providers, which represents the prescription therapies believed to be a necessary part of a quality
treatment program. The Formulary also includes information on requirements or limits for some covered
drugs that are part of Express Scripts Medicare’s standard Formulary rules. Your specific Plan may
provide coverage of additional drugs that are not listed in this Formulary, and your Plan may have
different Plan rules and coverage. For more information on your Plan’s specific drug coverage, please
review the Evidence of Coverage document, visit us on the Web at HSMedicareRx.com or contact
Customer Service at (866) 264-4676.

Express Scripts Medicare will generally cover a drug as long as the drug is medically necessary,
the prescription is filled at an Express Scripts Medicare network pharmacy and other Plan rules

are followed. For more information on how to fill your prescriptions, please review the Evidence of
Coverage document.

Can my drug coverage change?

Most changes in drug coverage happen on January 1, but we may add or remove drugs on the Formulary
during the year, move them to different cost-sharing tiers, or add new restrictions. We must follow the
Medicare rules in making these changes. Updates to the Formulary are posted to our website at
HSMedicareRx.com. You will also be notified by mail or at the time when you fill a prescription at a
Network Pharmacy of any changes to medications that you are currently taking.

Changes that will not affect you if you are currently taking the drug: Generally, if you are taking a
drug on our 2025 Formulary that was covered at the beginning of the year, we will not discontinue or
reduce coverage of the drug during the 2025 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.

Changes that can affect you this year (2025): In the below cases, you will be affected by
coverage changes during the year:

e Immediate substitutions of certain new versions of brand-name drugs and original
biological products. We may immediately remove a drug from our Formulary if we are
replacing it with a certain new version of that drug that will appear on the same or lower cost-
sharing tier and with the same or fewer restrictions. When we add a new version of a drug to our
Formulary, we may decide to keep the brand-name drug or original biological product on our
Formulary, but immediately move it to a different cost-sharing tier or add new restrictions.

We can make these immediate changes only if we are adding a new generic version of a brand-
name drug or adding certain new biosimilar versions of an original biological product that was
already on the Formulary (for example, adding an interchangeable biosimilar that can be
substituted for an original biological product by a pharmacy without a new prescription).

If you are currently taking the brand-name drug or original biological product, we may not tell

you in advance before we make an immediate change, but we will later provide you with
information about the specific change(s) we have made.
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If we make such a change, you or your prescriber can ask us to make an exception and continue
to cover the brand-name drug for you. The notice we provide you will also include information
on how to request an exception, and you can also find information in the section below entitled
“How do I request an exception to the Formulary?”

Some of these drug types may be new to you. For more information, see the section below titled
“What are original biological products and how are they related to biosimilars?”

¢ 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 remove a brand-name drug from the Formulary when adding a generic
equivalent or remove an original biological produce when adding a biosimilar. We may also
apply new restrictions to the brand-name drug or original biological product or move it to a
different cost-sharing tier, or both. We may make changes based on new clinical guidelines. If
we remove drugs from our Formulary, add prior authorization, quantity limits and/or step
therapy restrictions on a drug, or move a drug to a higher cost-sharing tier, we must notify
affected members of the change at least 30 days before the change becomes effective.
Alternatively, when a member requests a refill of the drug, they may receive a one-month supply
of the drug and notice of the change.

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 Formulary?”

To get current information about the drugs covered by our Plan, please contact us. Our contact
information appears on the front and back covers.

The enclosed Formulary is current as of 08/30/2024. To get current information about the drugs covered
by our Plan, please contact us. Our contact information appears on the front and back covers.

How do I 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, Hypertension/Lipids.”

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 146. 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 “Drug Name”
column of the list.

This drug list was updated in August 2024.
il



What are generic drugs?

Both brand-name drugs and generic drugs are covered under this Plan. A generic drug is approved by
the FDA as having the same active ingredient(s) as the brand-name drug. Generally, generic drugs work
just as well as and usually cost less than brand-name drugs. There are generic drug substitutes available
for many brand-name drugs. Generic drugs usually can be substituted for the brand-name drug at the
pharmacy without needing a new prescription, depending on state laws.

What are original biological products and how are they related to biosimilars?

On the Formulary, when we refer to drugs, this could mean a drug or a biological product. Biological
products are drugs that are more complex than typical drugs. Since biological products are more
complex than typical drugs, instead of having a generic form, they have alternatives that are called
biosimilars. Generally, biosimilars work just as well as the original biological product and may cost less.
There are biosimilar alternatives for some original biological products. Some biosimilars are
interchangeable biosimilars and, depending on state laws, may be substituted for the original biological
product at the pharmacy without needing a new prescription, just like generic drugs can be substituted
for brand-name drugs.

For discussion of drug types, please see the Evidence of Coverage, Chapter 3, Section 3.1, “The drug
list tells which Part D drugs are covered.”

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: Your prescriber is required to get prior authorization for certain drugs.
This means that you will need to get approval from the Plan before you fill your prescriptions. If
you don’t get approval, the drugs may not be covered. These drugs are noted with “PA” next to
them in the Formulary.

Some drugs may be covered under Part B or under Part D, depending on your medical condition.
Your prescriber will need to get a prior authorization for these drugs as well, so your pharmacy
can process your prescription correctly. This Plan does not cover Part B drugs. Please provide
the pharmacy with your medical ID for any Part B covered drugs.

e Quantity Limits: For certain drugs, the amount of the drug that will be covered by the Plan
is limited. The Plan may limit how much of a drug you can get each time you fill your
prescription. For example, if it is normally considered safe to take only one pill per day for
a certain drug, we may limit coverage for your prescription to no more than one pill per day.
These drugs are noted with “QL” next to them in the Formulary.

e Step Therapy: In some cases, you are required 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. These drugs are noted with “ST”
next to them in the Formulary.
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You may be able to find out if your drug has any additional requirements or limits by looking in the
drug list that begins on page 1. Note: This drug list includes all possible restrictions and limits on
coverage. The requirements and limits may change throughout the year. For the most up

to date information about what drugs are covered by this Plan, visit us at HSMedicareRx.com. You can
also contact Customer Service at (866) 264-4676 to confirm whether a particular drug is covered.

You can ask us to make an exception to these restrictions or limits. See the section “How do I request an
exception to the Formulary?” below for information about how to request an exception.

What if my drug is not listed on this Formulary?

If your drug is not included in this list of covered drugs, you should first contact Customer Service at
(866) 264-4676 and ask if your drug is covered.

If you learn that your drug is not covered, you have two options:
e You can ask our Customer Service department for a list of similar drugs that are covered. When
you receive the list, show it to your prescriber and ask him or her to prescribe a similar drug that
is covered.

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

You should talk to your prescriber to decide if you should switch to an appropriate drug that the Plan
covers or request an exception so that the Plan will cover the drug you are taking.

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

¢ You can request coverage of a drug that is not currently covered by this Plan. If approved, the
drug will be covered at a pre-determined cost-sharing level, and you will 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 a lower cost-sharing level. 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, Express Scripts Medicare limits the amount of the drug it will cover. If your drug has a
quantity limit, you can ask us to waive the limit and cover a greater amount.

You should contact us to ask for an initial coverage decision for a Formulary, tier or utilization
restriction exception. When you are requesting an 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 prescriber believes 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 prescriber.

Generally, your request for an exception will only be approved if the alternative drugs that are covered,
the lower-tiered drugs or the additional utilization restrictions would not be as effective in treating your
condition and/or would cause you to have adverse medical effects.

This drug list was updated in August 2024.
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How do I request an appeal?

If we make a coverage decision and you are not satisfied with this decision, you can appeal the decision.
An appeal is a formal way of asking us to review and change a coverage decision we have made. To start
an appeal, you, your prescriber or your representative must contact us.

When you make an appeal, we review the coverage decision we have made to check to see if we were
following all of the rules properly. Your appeal is handled by different reviewers than those who made
the original unfavorable decision. When we have completed the review, we give you our decision.

For more information about the appeals process, you may contact Customer Service at (866) 264-4676.

Can I get a temporary transition supply while I wait for an exception decision?

As a new or continuing member in our Plan, you may be taking drugs that are not covered from one year
to the next. Or, you may be taking a drug that is covered 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 prescriber to decide if you should switch to an appropriate drug that we cover or request an
exception so that we will cover the drug you take. While you talk to your prescriber to determine the
right course of action for you, or while you wait for a coverage decision from us, we may cover a
temporary transition supply of your drug in certain cases during the first 90 days that you are enrolled in
the Plan or at the start of a new coverage year.

For each of your drugs that is not on our Formulary, or if your ability to get drugs is limited, we will
cover a temporary transition supply when you go to a network pharmacy. This temporary transition
supply will be for a one-month supply. If your prescription is written for fewer days, we’ll allow refills
to provide up to a maximum of a one-month supply of medication. After your first refill of a one-month
supply, we will not pay for these drugs, even if you have been a Plan member 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 drug is limited but you are past the first 90 days of membership in our Plan, we
will cover a minimum of a 31-day emergency transition supply of that drug while you pursue an
exception.

Other times when we will cover at least a temporary 30-day transition supply (or less, if you have a
prescription written for fewer days) include:
e When you enter a long-term care facility
When you leave a long-term care facility
When you are discharged from a hospital
When you leave a skilled nursing facility
When you cancel hospice care
When you are discharged from a psychiatric hospital with a medication regimen that is
highly individualized

Express Scripts Medicare will send you a letter within 3 business days of your filling a temporary
transition supply notifying you that this was a temporary supply and explaining your options.

Other coverage that your Plan may provide
Your Plan may also cover categories of excluded drugs that are not normally covered by a Medicare
prescription drug Plan and are not listed in the Formulary. Drugs in the following categories may be
covered subject to the rules and limitations of your specific Plan:
e Prescription drugs when used for the symptomatic relief of cough or colds
e Prescription vitamins and mineral products (except prenatal vitamins and fluoride preparations,
which are considered Part D drugs)
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e Drugs when used for the treatment of sexual or erectile dysfunction

e Over-the-counter (OTC) diabetic supplies

e Non-prescription drugs, also known as over-the-counter (OTC) drugs

e Outpatient drugs for which the manufacturer seeks to require that associated tests or monitoring
services be purchased exclusively from the manufacturer as a condition of sale.

Please contact Customer Service at (866) 264-4676 for additional information about your Plan’s specific
drug coverage and your cost-sharing amount. Please note: Costs for excluded drugs not normally
covered by a Medicare prescription drug Plan will not count toward your Medicare prescription drug

yearly deductible (if applicable), total drug costs or yearly out-of-pocket expenses.

Formulary

The Formulary that begins on page 1 provides coverage information about some of the drugs covered by
this Plan. If you have trouble finding your drug in the list, turn to the Index that begins on page 146.

The “Drug Name” column of the chart lists the drug name. Brand-name drugs are capitalized

(e.g., CRESTOR®) and generic drugs are listed in lowercase italics (e.g., atorvastatin). The information
in the “Requirements/Limits” column tells you if there are any special requirements for coverage of
that particular drug.

If you are not sure whether your drug is covered, please visit our website or contact Customer
Service at (866) 264-4676.

Your Costs
The amount you pay for a covered drug will depend on:

e Your coverage stage. Your Plan has different stages of coverage. In each stage, the amount you
pay for a drug may change. Please refer to your other Plan documents for more information
about your specific prescription drug benefit.

e The drug tier for your drug. Each covered drug is in one of three drug tiers. Each tier may
have a different cost-sharing amount. The “Drug Tiers” chart below explains what types of drugs
are included in each tier and shows how costs may change with each tier.

Your other Plan materials have more information about your Plan’s coverage stages and list the specific
cost-sharing amounts for each tier.
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Drug Tiers

Tier Includes Helpful tips
Tier 1: This tier includes many Use Tier 1 drugs for the lowest cost-sharing
Generic commonly prescribed generic amount.
Drugs drugs and may include other

low-cost drugs.
Tier 2: This tier includes preferred Drugs in this tier will generally have lower
Preferred brand-name drugs. cost-sharing amounts than non-preferred
Brand drugs.
Drugs
Tier 3: This tier includes non-preferred | Many non-preferred drugs have lower-cost
Non- brand-name drugs. alternatives in Tiers 1 and 2. Ask your
Preferred prescriber if switching to a lower-cost generic
Drugs or preferred brand-name drug may be right for

you.

If you qualify for Extra Help

If you qualify for Extra Help from Medicare to help pay for your prescription drugs, your cost-sharing
amounts may be lower than your Plan’s standard benefit. Members who qualify for Extra Help will
receive a notice called Important Information for Those Who Receive Extra Help Paying for Their
Prescription Drugs (“Low Income Rider” or LIS Rider). Please read it to find out what your costs are.
You can also contact Customer Service at (866) 264-4676 with any questions using the information
listed on the front and back covers of this Formulary.

For more information
For more detailed information about your Medicare prescription drug coverage and your Plan’s specific
costs, please review your other Plan materials.

If you need additional information on network pharmacies or if you have any other questions, please
contact our Customer Service department at (866) 264-4676.

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

This drug list was updated in August 2024.
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Below is a list of abbreviations that may appear on the following pages in the “Requirements/Limits”
column that tells you if there are any special requirements for coverage of your drug.

Note: The following drug list includes all possible restrictions and limitations. Depending on your
Plan’s specific benefit, you may not experience every restriction or limit indicated in the list.

To confirm your Plan’s specific coverage, contact Customer Service at (866) 264-4676 or visit us on the
Web at HSMedicareRx.com.

List of abbreviations

B/D PA: Medicare Part B versus Part D Prior Authorization. Certain drugs may be covered as either a
Medicare Part B or Part D drug, depending on the reason they were prescribed. Express Scripts
Medicare needs to perform a coverage review to determine the appropriate payer (Medicare Part B or
Part D) before your pharmacy fills your prescription for these kinds of drugs.

ENC: Enhanced drug.

LA: Limited Availability. This prescription drug may be available only at certain pharmacies. For
more information, contact Customer Service at (866) 264-4676.

M: Maintenance drug. This prescription drug is one that you take regularly to treat a chronic or long-term
medical condition. You may order this supply through Extended Day Supply (EDS) network pharmacies or
through the Express Scripts® Pharmacy, our home delivery service.

MO: Mail-Order Drug. This prescription drug is available through Express Scripts® Pharmacy, our
home delivery service, as well as through select retail network pharmacies. It may also be available
through other network pharmacies. Consider using our home delivery service for your long-term
(maintenance) medications, such as high blood pressure medications. Retail network pharmacies may be
more appropriate for short-term prescriptions, such as antibiotics.

PA: Prior Authorization. The Plan requires your doctor to get prior authorization for certain drugs. This
means that you will need to get approval before you fill your prescription. If you don’t get approval, we
may not cover this drug.

QL: Quantity Limit. For certain drugs, the Plan limits the amount of the drug that we will cover.

ST: Step Therapy. In some cases, the Plan requires you to first try a certain drug 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.

V: This vaccine is provided to adults at no cost when used based on recommendations by the Centers for
Disease Control and Prevention’s (CDC) Advisory Committee on Immunization Practices (ACIP).

This drug list was updated in August 2024.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
fluconazole in nacl 1 PA
(iso-osm)
intravenous
ANTIFUNGAL piggyback 400
AGENTS mg/200 ml
ABELCET 3 B/DPA flucytosine 1 MO
AMBISOME 3  B/DPA griseofulvin 1 MO
amphotericin b 1 B/D PA; microsize
MO griseofulvin 1 MO
ltrami ]
amphotericin b 1 B/D PA wiramicrosize
liposome itraconazole oral 1 MO; QL
ANCOBON 3 MO capsule Eil 20 per 30
ays)
CANCIDAS 3 itraconazole oral 1 MO
caspofungin 1 solution
clotrimazole mucous 1 MO ketoconazole oral 1 MO
membrane micafungin 1 MO
CRESEMBA ORAL 3 PA MYCAMINE 3 MO
DIFLUCAN ORAL 3 MO INTRAVENOUS
SUSPENSION FOR RECON SOLN 50
RECONSTITUTIO MG
N 40 MG/ML NOXAFIL ORAL 3 PA;MO;
DIFLUCAN ORAL 3 MO SUSP,DELAYED QL (32 per
TABLET 100 MG, RELEASE FOR 30 days)
200 MG RECON
ERAXIS(WATER 3 MO NOXAFIL ORAL 3 PA; MO;
DILUENT) SUSPENSION QL (630 per
fluconazole 1 MO 30 days)
fluconazole in nacl 1 PA; MO NOXAFIL ORAL 3 PA; MO;
(is0-osm) TABLET,DELAYE QL (96 per
Pt avenous D RELEASE 30 days)
piggyback 200 (DR/EC)
mg/100 ml nystatin oral 1 MO
posaconazole oral 1 PA; MO;
suspension QL (630 per
30 days)

The drug list includes all possible restrictions and limitations. The requirements and limits may

change throughout the year. You can find information on what the symbols and abbreviations on this table
mean by going to page viii. To confirm your plan’s specific coverage, contact Customer Service at (866) 264-
4676 or visit us on the Web at HSMedicareRx.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
posaconazole oral 1 PA; MO; amantadine hcl oral 1 MO
tablet,delayed QL (96 per tablet
release (dr/ec) 30 days) APRETUDE 3 MO: M
SPORANOX ORAL 3 MO; QL
’ APTIVUS 2 MO
CAPSULE (120 per 30
days) atazanavir 1 MO
terbinafine hcl oral 1 MO ATRIPLA 3 M
TOLSURA 3 PA; MO:; BARACLUDE 3 MO
QL (120 per BIKTARVY 3 MO
30d
ays) CABENUVA 3 MO;M
VFEND 3 PA; MO INTRAMUSCULA
VFEND IV 3 PA;MO R
SUSPENSION,EXT
VIVIOA 3 PA; QLd(lg ENDED RELEASE
per 84 days) 400 MG/2 ML- 600
voriconazole 1 PA; MO MG/2 ML
ANTIVIRALS CIMDUO 3 MO
abacavir 1 MO COMBIVIR 3 MO
abacavir-lamivudine 1 MO COMPLERA 3 MO
abacavir- 1 M darunavir 1 MO
lamivudine- DELSTRIGO 3 MO
zidovudine
DESCOVY 3 MO
acyclovir oral 1 MO
capsule DOVATO 3 MO
acyclovir oral 1 MO EDURANT 2 MO
suspension 200 mg/5 efavirenz oral 1 MO; M
ml capsule
acyclovir oral tablet 1 MO efavirenz oral tablet MO
acyclovir sodium 1 B/D PA; efavirenz- 1 MO
intravenous solution MO emtricitabin-tenofov
adefovir 1 MO efavirenz-lamivu- 1 MO
amantadine hcl oral 1 MO tenofov disop
capsule emtricitabine 1 MO
amantadine hcl oral 1 MO; M emtricitabine- 1 MO
solution tenofovir (tdf)

The drug list includes all possible restrictions and limitations. The requirements and limits may

change throughout the year. You can find information on what the symbols and abbreviations on this table
mean by going to page viii. To confirm your plan’s specific coverage, contact Customer Service at (866) 264-
4676 or visit us on the Web at HSMedicareRx.com.

This drug list was updated in August 2024.



Drug Name Drug Requireme Drug Name Drug Requireme
Tier nts/Limits Tier nts/Limits
EMTRIVA ORAL 3 MO HARVONI ORAL 3 PA; MO;
CAPSULE PELLETS IN QL (28 per
SOLUTION MG
. HARVONI ORAL 3 PA; MO;
1 [ tablet 1 MO; M > VIV,
Z"f}fg’r orat tavte PELLETS IN QL (56 per
i PACKET 45-200 28 days)
entecavir oral tablet 1 MO MG
1
ns HARVONI ORAL 3 PA:;MO:
EPCLUSA ORAL 3 PA; MO; TABLET 45-200 QL (56 per
PELLETS IN QL (28 per MG 28 days)
PACKET 150-37.5 28 d
MG ays) HARVONI ORAL 3 PA:MO:
TABLET 90-400 QL (28 per
EPCLUSA ORAL 3 PA; MO; MG 28 days)
PELLETS IN QL (56 per INTELENCE 3 MO
PACKET 200-50 28 days)
MG ISENTRESS 2 MO
EPCLUSA ORAL 3 PA;MO; ISENTRESS HD 3 MO
TABLET 200-50 QL (56 per JULUCA 3 MO
MG 28 days)
KALETRA 3 MO
EPCLUSA ORAL 3 PA; MO; —
TABLET 400-100 QL (28 per lamivudine 1 MO
MG 28 days) lamivudine- 1 MO
EPIVIR 3 MO zidovudine
EPIVIR HBV 3 M LEDIPASVIR- 2 PA; MO;
ORAL TABLET SOFOSBUVIR QL (28 per
2
EPZICOM 3 MO 8 days)
— LEXIVA ORAL 3
etravirine 1 MO TABLET
EVOTAZ 3 MO LIVTENCITY 3 PA;LA:QL
famciclovir 1 MO (120 per 30
fosamprenavir 1 MO days)
FUZEON 5 MO lopinavir-ritonavir 1 MO
SUBCUTANEOUS maraviroc MO
RECON SOLN MAVYRET ORAL 2 PA:MO:
GENVOYA 3 MO PELLETS IN QL (168 per
PACKET 28 days)

The drug list includes all possible restrictions and limitations. The requirements and limits may

change throughout the year. You can find information on what the symbols and abbreviations on this table
mean by going to page viii. To confirm your plan’s specific coverage, contact Customer Service at (866) 264-
4676 or visit us on the Web at HSMedicareRx.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
MAVYRET ORAL 2 PA; MO; PREZISTA ORAL 3 MO
TABLET QL (84 per TABLET 150 MG,
28 days) 600 MG, 75 MG,
. / 800 MG
nevirapine ora 1
suspension RELENZA 3 MO
nevirapine oral 1 MO DISKHALER
tablet RETROVIR ORAL 3 MO
nevirapine oral 1 MO; M CAPSULE
tablet extended RETROVIR ORAL 3 MO
release 24 hr 100 mg SYRUP
nevirapine oral 1 MO REYATAZ ORAL 3 MO
tablet extended CAPSULE 200 MG,
release 24 hr 400 mg 300 MG
NORVIR ORAL 3 MO REYATAZ ORAL 2 MO
POWDER IN POWDER IN
PACKET PACKET
NORVIR ORAL 3 MO ribavirin oral 1 MO
TABLET capsule
ODEFSEY 3 MO ribavirin oral tablet 1 MO
oseltamivir 1 MO 200 mg
PAXLOVID ORAL 1 QL (20 per rimantadine S VO
TABLETS,DOSE 90 days) ritonavir 1 MO
PAXLOVID ORAL 1 QL (30 per SELZENTRY 2 MO
TABLETS,DOSE 90 days) ORAL SOLUTION
PACK 300 MG (150
MG X 2)-100 MG SELZENTRY 3 MO
ORAL TABLET
PIFELTRO MO 150 MG. 300 MG
PREVYMIS ORAL 2 PA; MO; SELZENTRY 2 MO
QLd(30 per ORAL TABLET 25
30 days) MG, 75 MG
PREZCOBIX E- MO SOFOSBUVIR- 2 PA;MO;
PREZISTA ORAL 3 MO VELPATASVIR QL (28 per
SUSPENSION 28 days)

The drug list includes all possible restrictions and limitations. The requirements and limits may

change throughout the year. You can find information on what the symbols and abbreviations on this table
mean by going to page viii. To confirm your plan’s specific coverage, contact Customer Service at (866) 264-
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
SOVALDI ORAL 3 PA; MO; valacyclovir oral 1 MO; QL
PELLETS IN QL (28 per tablet 1 gram (120 per 30
PACKET 150 MG 28 days) days)
SOVALDI ORAL 3 PA; MO; valacyclovir oral 1 MO; QL (60
PELLETS IN QL (56 per tablet 500 mg per 30 days)
PACKET 200 MG 28 days) VALCYTE 3 MO
SOVALDI ORAL 3 PA; MO; o
’ ’ l / 1 MO
TABLET 200 MG QL (56 per ragancreroviy
28 days) VALTREX ORAL 3 MO; QL
SOVALDI ORAL 3 PA: MO: TABLET 1 GRAM (120 per 30
> > d
TABLET 400 MG QL (28 per ays)
28 days) VALTREX ORAL 3 MO; QL (60
STRIBILD 3 MO TABLET 500 MG per 30 days)
VEMLIDY 2 MO
SUNLENCA ORAL 3
SUNLENCA 3 M VIRACEPT ORAL 3 MO
TABLET
SUBCUTANEOUS
VIREAD MO
SYMFI 3 MO
VOSEVI 2 PA; MO;
SYMFI LO 3 MO QL (28 per
SYMTUZA 3 MO 28 days)
TAMIFLU 3 MO XOFLUZA ORAL 2 MO
tenofovir disoproxil 1 MO E/IAGBLET 40 MG, 80
fumarate
TIVICAY ORAL ) ZEPATIER 3 PA; MO;
TABLET 10 MG QL (28 per
28 days)
TIVICAY ORAL 3 MO
TABLET 25 MG. 50 ZIAGEN ORAL 3 MO
MG ’ SOLUTION
TRIUMEQ g MO CEPHALOSPOR
INS
TRIUMEQ PD 3 MO
TROGARZO 2 MO; LA; M AVYCAZ 3 PA; MO
TRUVADA 3 MO cefaclor oral capsule 1 MO
TYBOST 2 MO

The drug list includes all possible restrictions and limitations. The requirements and limits may

change throughout the year. You can find information on what the symbols and abbreviations on this table
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits

cefaclor oral 1 ceftriaxone injection 1 MO

suspension for recon soln 1 gram, 2

reconstitution 250 gram, 250 mg, 500

mg/5 ml mg

cefaclor oral tablet 1 MO ceftriaxone injection 1

extended release 12 recon soln 10 gram

hr cefuroxime axetil 1 MO

cefadroxil oral 1 MO oral tablet

capsule cefuroxime sodium 1 PA; MO

cefadroxil oral 1 MO injection recon soln

suspension for 750 mg

rec/o5nstzltu;looon 25/05 cefuroxime sodium 1 PA; MO

m}g e, mne intravenous recon

n soln 1.5 gram

cefadroxil oral tablet 1 MO cephalexin 1 MO

ceft azolml zn;ectzon I MO tazicef injection 1 PA; MO

recon soln 1 gram,

500 mg TEFLARO 3 PA; MO

cefazolin injection 1 ZERBAXA 3 PA

recon soln 10 gram ERYTHROMYCI

cefdinir 1 MO NS /OTHER

cefepime injection 1 MO MACROLIDES

cefixime 1 MO azithromycin 1 PA; MO
intravenous

cefotetan injection 1 PA
azithromycin oral 1 MO

cefoxitin intravenous 1 PA; MO packet

recon soln 1 gram, 2 : :

gram azithromycin oral 1 MO
suspension for

cefoxitin intravenous 1 PA reconstitution

recon soln 10 gram

) azithromycin oral 1

cefpodoxime 1 MO tablet 250 mg (6

cefprozil 1 MO pack), 500 mg (3

ceftazidime injection 1 PA; MO pack)

recon soln 1 gram, 2 azithromycin oral 1 MO

gram tablet 250 mg, 500

ceftazidime injection 1 PA mg, 600 mg

recon soln 6 gram clarithromycin 1 MO

The drug list includes all possible restrictions and limitations. The requirements and limits may
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
DIFICID ORAL 3 QL (136 per ZITHROMAX 3 MO
SUSPENSION FOR 10 days) ORAL
RECONSTITUTIO SUSPENSION FOR
N RECONSTITUTIO
DIFICID ORAL 2 MO; QL (20 N
TABLET per 10 days) ZITHROMAX 3 MO
ORAL TABLET
.e.s. 400 oral tablet 1 MO
c.of AT orat ane 250 MG, 500 MG
E.E.S. GRANULES 3 MO
ZITHROMAX TRI- 3
ERYPED 200 3 MO PAK
ERYPED 400 3 MO ZITHROMAX Z- 3 MO
ery-tab oral 1 MO PAK
tablet,delayed MISCELLANEO
release (dr/ec) 250 US
mg, 333 mg ANTIINFECTIV
ERY-TAB ORAL 3 MO ES
TABLET,DELAYE _
D RELEASE AEMCOLO 3 MOé (()QCI; (12
(DR/EC) 500 MG per 30 days)
erythrocin (as | albendazole 1 MO
stearate) oral tablet amikacin injection 1 PA; MO
250 mg solution 500 mg/2 ml
ERYTHROCIN 3 PA; MO ARIKAYCE 3 PA; LA
INTRAVENOUS atovaquone 1 MO
RECON SOLN 500
MG atovaquone- 1 MO
1
erythromycin 1 MO prosuam
ethylsuccinate oral AZACTAM 3 PA; MO
Suspens fonfor aztreonam 1 PA; MO
reconstitution BETHKIS 3 PA: MO:
erythromycin 1 MO QL (224 per
ethylsuccinate oral 28 days)
tablet
e BILTRICIDE MO
] 1 M
erythromycin oral (0) CAYSTON ) PA: MO:
ZITHROMAX 3 PA; MO LA; QL (84
ZITHROMAX 3 MO chloroquine 1 MO

The drug list includes all possible restrictions and limitations. The requirements and limits may
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
CLEOCIN HCL 3 MO FLAGYL ORAL 3 MO
CLEOCIN 3 PA;MO CAPSULE
INJECTION gentamicin in nacl 1 PA; MO
CLEOCIN 3 MO (iso-osm)
PEDIATRIC intravenous
piggyback 100
clindamycin hcl 1 MO mg/100 ml, 60 mg/50
clindamycin in 5 % 1 PA; MO ml, 80 mg/50 ml
dextrose gentamicin in nacl 1 PA
clindamycin 1 MO (iso-osm)
pediatric intravenous
. . piggvback 80
clzndamycn? o 1 PA; MO mg/100 ml
phosphate injection
gentamicin injection 1 PA; MO
COARTEM 3 MO solution 40 mg/ml
colistin 1 PA; MO;
’ ’ HUMATIN 3 MO
(colistimethate na) QL (30 per
10 days) hydroxychloroquine 1 MO
CUBICIN RF 3 MO imipenem-cilastatin 1 PA; MO
cycloserine 1 MO IMPAVIDO 3 PA; MO
DALVANCE 3 PA;MO INVANZ 3 PA;QL(14
INJECTION 14d
dapsone oral 1 MO pet ays)
isoniazid oral 1 MO
DAPTOMYCIN 2 MO
INTRAVENOUS ivermectin oral 1 PA; MO;
RECON SOLN 350 QL (20 per
MG 30 days)
daptomycin 1 MO KITABIS PAK 3 PA; MO;
intravenous recon QL (280 per
soln 500 mg 28 days)
DARAPRIM PA KRINTAFEL 3
EMVERM 2 MO LAMPIT 3 MO
ertapenem PA; MO; linezolid 1 MO
QL (14 per linezolid in dextrose 1 PA; MO
14 days) 5%
ethambutol 1 MO MALARONE 3 MO
FIRVANQ 3 QL (450 per MALARONE 3 MO
10 days) PEDIATRIC

The drug list includes all possible restrictions and limitations. The requirements and limits may
change throughout the year. You can find information on what the symbols and abbreviations on this table
mean by going to page viii. To confirm your plan’s specific coverage, contact Customer Service at (866) 264-
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
mefloquine 1 PRIMAXIN IV 3 PA; MO
INTRAVENOUS
MEPRON 3 MO
RECON SOLN 500
meropenem 1 PA; QL (30 MG
nt 10d
gz) ;;ia‘]}e;rocﬁ recon pet ays) pyrazinamide 1 MO
meropenem 1 PA; QL (10 pyrimethamine 1 PA; MO
intravenous recon per 10 days) QUALAQUIN 3 MO
soln 300 mg quinine sulfate 1 MO
metrOI?idazole in 1 PA; MO rifabutin | MO
nacl (iso-o0s)
] j 1 MO
metronidazole oral 1 MO rifampin
SIRTURO 3 PA; LA
MYAMBUTOL 3 MO
ORAL TABLET SIVEXTRO 3 PA
400 MG INTRAVENOUS
MYCOBUTIN 3 MO SIVEXTRO ORAL 3 MO
NEBUPENT 3 B/D PA; SOLOSEC 3 MO
MO; QL (1 SOVUNA 3 M
28d
per 28 days) STREPTOMYCIN 3 PA;MO;
neomycin 1 MO QL (60 per
nitazoxanide 1 MO; QL (12 30 days)
per 30 days) STROMECTOL 3 PA;MO;
PENTAM 3 MO QL (20 per
30d
pentamidine 1 B/D PA; : : ays)
inhalation MO; QL (1 tigecycline 1 PA; MO
per 28 days) tinidazole 1 MO
pentamidine 1 MO TORBI 3 PA; MO:;
injection QL (280 per
PLAQUENIL 3 MO 28 days)
polymyxin b sulfate 1 PA; MO TOBI PODHALER 2 MO; QL
: ; 1 MO (224 per 56
praziquante days)
PRETOMANID 3 PA tobramycin in 0.225 1 PA; MO;
PRIFTIN 2 MO % nacl QL (280 per
PRIMAQUINE 3 MO 28 days)

The drug list includes all possible restrictions and limitations. The requirements and limits may

change throughout the year. You can find information on what the symbols and abbreviations on this table
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Drug Name Drug Requireme Drug Name Requireme
Tier  nts/Limits nts/Limits
tobramycin 1 PA; MO; vancomycin oral MO; QL
inhalation QL (224 per recon soln 50 mg/ml (450 per 10
28 days) days)
tobramycin sulfate 1 PA; MO XIFAXAN ORAL PA; MO;
injection solution TABLET 200 MG QL (9 per
TRECATOR 3 MO 30 days)
XIFAXAN ORAL PA; MO;
TYGACIL 3 PA; MO ’ ’
TABLET 550 MG QL (90 per
VABOMERE 3 PA 30 days)
VANCOCIN ORAL 3 PA; MO; ZEMDRI PA
CAPSULE 125 MG L (40
?0 d(ays)p “ ZYVOX PA; MO
INTRAVENOUS
VANCOCIN ORAL 3 PA; MO; PIGGYBACK 600
CAPSULE 250 MG QL (80 per MG/300 ML
10d
ays) ZYVOX ORAL MO
vancomycin 1 PA; MO;
intravenous recon QL (20 per PENICILLINS
soln 1,000 mg 10 days) amoxicillin oral MO
vancomycin 1 PA; QL (2 capsule
intravenous recon per 10 days) amoxicillin oral MO
soln 10 gram suspension for
vancomycin 1 PA; MO:; reconstitution
intravenous recon QL (10 per amoxicillin oral MO
soln 500 mg 10 days) tablet
vancomycin 1 PA; MO; amoxicillin oral MO
intravenous recon QL (27 per tablet,chewable 125
soln 750 mg 10 days) mg, 250 mg
vancomycin oral 1 PA; MO; amoxicillin-pot MO
capsule 125 mg QL (40 per clavulanate oral
10 days) suspension for
vancomycin oral 1 PA; MO; reconstitution
capsule 250 mg QL (80 per amoxicillin-pot MO
10 days) clavulanate oral
VANCOMYCIN 3 QL (450 per tablet
ORAL RECON 10 days) amoxicillin-pot MO

SOLN 25 MG/ML

clavulanate oral
tablet extended
release 12 hr

The drug list includes all possible restrictions and limitations. The requirements and limits may

change throughout the year. You can find information on what the symbols and abbreviations on this table
mean by going to page viii. To confirm your plan’s specific coverage, contact Customer Service at (866) 264-
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
amoxicillin-pot 1 MO BICILLIN L-A 3 PA
clavulanate oral INTRAMUSCULA
tablet,chewable 200- R SYRINGE
28.5 mg 600,000 UNIT/ML
amoxicillin-pot 1 dicloxacillin 1 MO
clavulanate oral e .
I t 1 PA; MO
tablet,chewable 400- nafcillin injection ’
57 recon soln 1 gram, 2
ng gram
amp lclzllmogml 1 MO nafcillin injection 1 PA
capsule 500 mg recon soln 10 gram
c'zn?pzc'zllm sodium 1 PA; MO oxacillin in 1 PA
injection recon soln .
dextrose(iso-osm)
1 gram, 10 gram,
125 mg oxacillin injection 1 PA
Inl ,
ampicillin-sulbactam 1 PA; MO recon Sof L eram
S 10 gram
injection recon soln
1.5 gram, 3 gram oxacillin injection 1 PA; MO
In2
ampicillin-sulbactam 1 PA recon sofn < gram
injection recon soln PENICILLIN G 3 PA
15 gram POT IN
AUGMENTIN E DEXTROSE
6(}3)(} NTIN ES- > INTRAVENOUS
PIGGYBACK 2
AUGMENTIN 3 MO MILLION UNIT/50
ORAL ML, 3 MILLION
SUSPENSION FOR UNIT/50 ML
RECONSTITUTIO o
I 1 PA; MO
N 125-31.25 MG/5 pemarting :
potassium injection
ML
recon soln 20
BICILLIN C-R 3 PA; MO million unit
BICILLIN L-A 3 PA; MO penicillin g sodium 1 PA; MO
INTRAMUSCULA penicillin v 1 MO
R SYRINGE potassium
1,200,000 UNIT/2
ML, 2,400,000 piperacillin- 1 MO
UNIT/4 ML tazobactam
intravenous recon
soln 2.25 gram,

3.375 gram, 4.5
gram

The drug list includes all possible restrictions and limitations. The requirements and limits may

change throughout the year. You can find information on what the symbols and abbreviations on this table
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Drug Name Drug Requireme Drug Name Drug Requireme
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piperacillin- 1 levofloxacin in d5w 1 PA; MO
tazobactam intravenous

intravenous recon piggyback 500

soln 40.5 gram mg/100 ml, 750

UNASYN 3 PA mg/150 ml

INJECTION levofloxacin oral 1 MO
léERi(lz/[N SOLN 15 moxifloxacin oral 1 MO

moxifloxacin- 1 PA; MO

UNASYN 3 PA; MO sod.chloride(iso)

INJECTION

RECON SOLN 3 ofloxacin oral tablet 1 MO
GRAM 300 mg, 400 mg

ZOSYN IN 3

DEXTROSE (ISO-

OSM)

INTRAVENOUS

PIGGYBACK 2.25 BACTRIM 3 MO
GRAM/50 ML BACTRIM DS 3 MO
QUINOLONES e LR
BAXDELA 3 PA sulfamethoxazole- 1 MO
INTRAVENOUS trimethoprim oral

CIPRO ORAL 3

SUSPENSION,MIC demeclocycline 1 MO
ROCAPSULE DORYX MPC 3 ST;MO
RECON ORAL

CIPRO ORAL 3 MO TABLET,DELAYE

TABLET 250 MG, D RELEASE

500 MG (DR/EC) 60 MG

ciprofloxacin hcl 1 MO doxy-100 1 PA; MO
oral tablet 250 mg, doxycycline hyclate 1 MO

300 mg, 730 mg oral capsule

ciprofl oxactmin 3 % 1 PA; MO doxycycline hyclate 1 MO
dextrose intravenous

- oral tablet
piggyback 200
mg/100 ml

The drug list includes all possible restrictions and limitations. The requirements and limits may

change throughout the year. You can find information on what the symbols and abbreviations on this table
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
doxycycline hyclate 1 MO MACRODANTIN 3
oral tablet,delayed methenamine 1 MO
release (dr/ec) 100 hi
ippurate
mg, 150 mg, 200 mg,
50 mg, 75 mg nitrofurantoin 1 MO
DOXYCYCLINE 3 ST;MO macrocrystal
HYCLATE ORAL nitrofurantoin 1 MO
TABLET,DELAYE monohyd/m-cryst
D RELEASE nitrofurantoin oral 1 MO
(DR/EC) 80 MG suspension 25 mg/5
doxycycline 1 MO ml
monohydrate NITROFURANTOI 3 MO
minocycline oral 1 MO N ORAL
capsule SUSPENSION 50
X X MG/5 ML
minocycline oral 1 MO
tablet trimethoprim 1 MO
minocycline oral 1 MO ANTINEOPLA
tablet extended STIC /
Velease 24 hr IMMUNOSUP
NUZYRA 3 PA PRESSANT
INTRAVENOUS
DRUGS
NUZYRA ORAL 3 PSS T
ORACEA 3 ST; MO AGENTS
SEYSARA 3 ST; MO leucovorin calcium 1 MO
tetracycline oral 1 MO MESNEX ORAL 2 MO
capsule XGEVA B/D PA;
VIBRAMYCIN 3 ST; MO MO
ORAL CAPSULE
100 MG ANTINEOPLAS
TIC /
URINARY IMMUNOSUPPR
TRACT AGENTS ESSANT DRUGS
fosfomycin _ 1 MO abiraterone oral 1 PA; MO;
tromethamine tablet 250 mg QL (120 per
HIPREX 3 30 days)
MACROBID 3 MO

The drug list includes all possible restrictions and limitations. The requirements and limits may

change throughout the year. You can find information on what the symbols and abbreviations on this table
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier nts/Limits Tier nts/Limits
abiraterone oral 1 PA; MO; ALUNBRIG ORAL 3 PA; QL (30
tablet 500 mg QL (60 per TABLETS,DOSE per 180
30 days) PACK days)
ADAKVEO 3 PA; M anastrozole 1 MO
ADSTILADRIN 3 PA: M ANKTIVA 3 PA; MO; M
AFINITOR 3 PA; MO; ARIMIDEX 3 MO
QL (30 per AROMASIN 3 MO
30 days)
ASTAGRAF XL 3 B/D PA;
AFINITOR 3 PA; MO; MO
DISPERZ ORAL QL (330 per
TABLET FOR 30 days) AUGTYRO 3 PA; MO;
SUSPENSION 2 QL (240 per
MG 30 days)
AFINITOR 3 PA; MO; AYVAKIT 3 PA; LA; QL
DISPERZ ORAL QL (240 per (30 per 30
TABLET FOR 30 days) days)
SUSPENSION 3 AZASAN 3 B/D PA;
MG MO
AFINITOR 3 PA; MO; azathioprine 1 B/D PA;
DISPERZ ORAL QL (180 per MO
TABLET FOR 30 days) _
MG BAVENCIO B/D PA;
AKEEGA 2 PA:LA;QL LA;M
(60 per 30 BELEODAQ 2 B/D PA; M
days) bexarotene 1 PA; MO
ALECENSA 2 PA; MO; ) )
» VIV, bicalutamid, 1 MO
QL (240 per icatutamide
30 days) BORTEZOMIB 3 B/D PA; M
INJECTION
ALIMTA T e RECON SOLN 1
’ MG, 2.5 MG
ALIQOPA 3 Eﬁ? 1I\)/1A; BOSULIF ORAL 3 PA:MO;
’ CAPSULE 100 MG QL (180 per
ALUNBRIG ORAL 3 PA; QL (30 30 days)
ggﬁ%ﬂ 180 MG, per 30 days) BOSULIF ORAL 3 PA:MO:;
CAPSULE 50 MG QL (330 per
ALUNBRIG ORAL 3 PA; QL (60 30 days)
TABLET 30 MG per 30 days)

The drug list includes all possible restrictions and limitations. The requirements and limits may

change throughout the year. You can find information on what the symbols and abbreviations on this table
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
BOSULIF ORAL 3 PA; MO; COMETRIQ ORAL 2 PA; MO;
TABLET 100 MG QL (90 per CAPSULE 140 QL (112 per
30 days) MG/DAY (80 MG 28 days)
BOSULIF ORAL 3 PA;MO; X1-20 MG X3)
TABLET 400 MG, QL (30 per COMETRIQ ORAL 2 PA; MO;
500 MG 30 days) CAPSULE 60 QL (84 per
LA QL 3/DAY)
(180 per 30 COPIKTRA 3 PA; LA; QL
days) (60 per 30
BRUKINSA 2 PA:LA:QL days)
(120 per 30 COTELLIC 2 PA; MO;
days) LA; QL (63
CABOMETYX 2 PA;MO; per 28 days)
LA; QL (30 cyclophosphamide 1 B/D PA;
per 30 days) oral capsule MO
CALQUENCE 2 PA; LA; QL CYCLOPHOSPHA 2 B/D PA
(60 per 30 MIDE ORAL
days) TABLET 25 MG
CALQUENCE 2 PA; LA; QL CYCLOPHOSPHA 2 B/D PA;
(ACALABRUTINIB (60 per 30 MIDE ORAL MO
MAL) days) TABLET 50 MG
CAPRELSA ORAL 2 PA; LA; QL cyclosporine 1 B/D PA;
TABLET 100 MG (60 per 30 modified oral MO
days) capsule
CAPRELSA ORAL 2 PA; LA; QL cyclosporine 1 B/D PA
TABLET 300 MG (30 per 30 modified oral
days) solution
CASODEX 3 MO cyclosporine oral 1 B/D PA;
CELLCEPT 3 B/DPA; capsule MO
MO CYRAMZA 2 B/D PA;
COMETRIQ ORAL 2 PA; MO; MO; M
CAPSULE 100 QL (56 per DANYELZA 3 B/D PA; M
X1-20 MG X1) FASPRO MO; M

The drug list includes all possible restrictions and limitations. The requirements and limits may

change throughout the year. You can find information on what the symbols and abbreviations on this table
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Drug Name Drug Requireme Drug Name Drug Requireme
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DAURISMO ORAL 3 PA; MO; everolimus 1 PA; MO;
TABLET 100 MG QL (30 per (antineoplastic) oral QL (30 per
30 days) tablet 30 days)
DAURISMO ORAL 3 PA; MO; everolimus 1 PA; MO;
TABLET 25 MG QL (60 per (antineoplastic) oral QL (330 per
30 days) tablet for suspension 30 days)
DROXIA MO 2 mg
ELIGARD PA; MO everolimus 1 PA; MO;
(antineoplastic) oral QL (240 per
ELIGARD (3 PA; MO tablet for suspension 30 days)
MONTH) 3mg
ELIGARD (4 2 PA; MO everolimus 1 PA; MO;
MONTH) (antineoplastic) oral QL (180 per
ELIGARD (6 7 PA; MO tablet for suspension 30 days)
MONTH) Jmg
ELREXFIO 3 PA; M everolimus 1 B/D PA;
(immunosuppressive MO
ENSPRYNG 3 PA; MO )
ENVARSUS XR 3 f/l/g PA; exemestane 1 MO
FAREST M
EPKINLY PA; M STON 3 ©
FASLODEX 3 B/D PA;
ERIVEDGE 2 PA; MO; MO: M
QL (30 per ’
30 days) FEMARA 3 MO
ERLEADA ORAL 2 PA; MO; FENSOLVI 3 PA; MO; M
TABLET 240 MG QL (30 per FIRMAGON KIT W 3 PA; MO
30 days) DILUENT
ERLEADA ORAL 2 PA; MO:; SYRINGE
TABLET 60 MG QL (120 per FOTIVDA 3 PA; LA; QL
30 days) (21 per 28
erlotinib oral tablet 1 PA; MO; days)
100 mg, 150 mg QL (30 per FRUZAQLA ORAL 3 PA; QL (84
30 days) CAPSULE 1 MG per 28 days)
erlotinib oral tablet 1 PA; MO; FRUZAQLA ORAL 3 PA; QL (21
25 mg QL (60 per CAPSULE 5 MG per 28 days)
30d
ays) fulvestrant 1 B/D PA;
EULEXIN 3 M MO; M

The drug list includes all possible restrictions and limitations. The requirements and limits may
change throughout the year. You can find information on what the symbols and abbreviations on this table
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier nts/Limits Tier nts/Limits
FYARRO 3 PA; M IDHIFA 2 PA; MO;
GAMIFANT 3 PALA:M LA; QL (30
per 30 days)
GAVRETO 2 PA: LA: QL
(120 per 80 imatinib oral tablet 1 PA; MO;
days) 100 mg QL (180 per
30 days)
tinib 1 PA; MO;
gefitini QL’(3O 1.’;er imatinib oral tablet 1 PA; MO;
30 days) 400 mg QL (60 per
30 days)
1 B/D PA;
gengraf Vo IMBRUVICA 2 PA;QL
ORAL CAPSULE (120 per 30
GILOTRIF 3 PA; MO; 140 MG days)
L (30
(320 d(ay Sf “ IMBRUVICA 2 PA:QL (30
ORAL CAPSULE per 30 days)
GLEEVEC ORAL 3 PA; MO; 70 MG
TABLET 100 MG L (180
?0 d(ay 9 pet IMBRUVICA 2 PA:QL
ORAL (324 per 30
GLEEVEC ORAL 3 PA; MO; SUSPENSION days)
TABLET 400 MG L (60
?0 d(aysf . IMBRUVICA 2 PA:QL (30
ORAL TABLET per 30 days)
GLEOSTINE 3 MO 140 MG, 280 MG,
HERCEPTIN 3 PA; MO; M 420 MG
HYLECTA IMBRUVICA 2 M
HERCEPTIN 3 PA; MO; M ORAL TABLET
INTRAVENOUS 560 MG
RECON SOLN 150 IMDELLTRA PA; M
MG
IMFINZI 2 B/D PA;
HERZUMA 3 PA; MO; M MO; LA; M
HYDREA 3 MO IMURAN 3 B/D PA;
hydroxyurea 1 MO MO
IBRANCE 3 PA; MO; INLYTA ORAL 2 PA; MO;
QL (21 per TABLET 1 MG QL (180 per
28 days) 30 days)
ICLUSIG 3 PA; QL (30 INLYTA ORAL 2 PA; MO;
per 30 days) TABLET 5 MG QL (120 per
30 days)

The drug list includes all possible restrictions and limitations. The requirements and limits may
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Drug Name Drug Requireme Drug Name Requireme
Tier  nts/Limits nts/Limits
INQOVI 3 PA; MO; KISQALI FEMARA PA; MO;
QL (5 per CO-PACK ORAL QL (91 per
28 days) TABLET 600 28 days)
(120 per 30 KISQALI ORAL PA; MO;
days) TABLET 200 QL (21 per
IRESSA 3 PA: MO: MG/DAY (200 MG 28 days)
QL (30 per X1
30 days) KISQALI ORAL PA; MO;
CT A- TABLET 400 QL (42 per
IWILFIN 3 PA; LA; QL
(240 per ?O MG/DAY (200 MG 28 days)
days) X2)
KISQALI ORAL PA; MO;
JAKAFI 2 PA; MO; ’ ’
QL’ (60 p’ or TABLET 600 QL (63 per
30 days) MG/DAY (200 MG 28 days)
X 3)
JAYPIRCA ORAL 3 PA; MO;
TABLET 100 MG QL (60 per KLISYRI MO
30 days) KOSELUGO PA
JAYPIRCA ORAL 3 PA; MO; KRAZATI PA; QL
TABLET 50 MG QL (30 per (180 per 30
30 days) days)
JEMPERLI 3 PA; MO; M KYPROLIS B/D PA; M
JYLAMVO 3 B/D PA LANREOTIDE PA; MO; M
KANJINTI 3 PA;MO;M ggﬁ%&‘“i‘%@m
KEYTRUDA 2 PA; M MG/0.5 ML
KIMMTRAK 3 B/D PA; M lapatinib PA; MO:;
KISQALI FEMARA 2 PA; MO; QL (180 per
CO-PACK ORAL QL (49 per 30 days)
TABLET 200 28 days) lenalidomide oral PA; MO;
MG/DAY (200 MG capsule 10 mg, 15 QL (28 per
X 1)-2.5 MG mg, 25 mg, 5 mg 28 days)
KISQALI FEMARA 2 PA; MO; lenalidomide oral PA; QL (28
gg];PI:AE%IEl ()OORAL 2QSLd(70 fer capsule 2.5 mg, 20 per 28 days)
ays mg
MG/DAY (200 MG
X 2)-2.5 MG

The drug list includes all possible restrictions and limitations. The requirements and limits may
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier nts/Limits Tier nts/Limits
LENVIMA ORAL 2 PA; MO:; LUMAKRAS 2 PA; MO:;
CAPSULE 10 QL (30 per ORAL TABLET QL (90 per
MG/DAY (10 MG X 30 days) 320 MG 30 days)
1), 4 MG LUPKYNIS 3 PA:LA:QL
LENVIMA ORAL 2 PA; MO:; (180 per 30
CAPSULE 12 QL (90 per days)
3), 18 MG/DAY (10 ’
MG X 1-4 MG X2), LUPRON DEPOT 3 PA; MO
24 MG/DAY(10 MG (3 MONTH)
X2-4MG X 1) LUPRON DEPOT 3 PA; MO
LENVIMA ORAL 2 PA; MO; (4 MONTH)
CAPSULE 14 QL (60 per LUPRON DEPOT 3 PA; MO
MG/DAY (10 MG X 30 days) (6 MONTH)
1-4 MG X 1), 20 '
MG/DAY (10 MG X %‘EJERSESEEET‘ S PA; MO
2), 8 MG/DAY (4 (3 MONTH)
INTRAMUSCULA
MG X 2)
R SYRINGE KIT
letrozole 1 MO 11.25 MG
LEUKERAN 3 MO LUPRON DEPOT- 3 PA; MO; M
LEUPROLIDE (3 3 PA; MO PED (3 MONTH)
MONTH) INTRAMUSCULA
R SYRINGE KIT 30
leuprolide 1 PA; MO MG
subcutaneous kit
LUPRON DEPOT- 3 PA: MO; M
LIBTAYO 2 PA; LA; M PED Y
LONSURF 2 PA; MO INTRAMUSCULA
LOQTORZI 3 PA: M 1\R/I gIT 11.25 MG, 15
LORBRENA ORAL 3 PA; MO:; LUPRON DEPOT ; PA-MO
TABLET 100 MG QL (30 per PED - )
30 days) INTRAMUSCULA
LORBRENA ORAL 3 PA; MO; R KIT 7.5 MG
TABLET 25 MG QL (90 per (PED)
30d
ays) LUPRON DEPOT- 3 PA;MO
LUMAKRAS 2 PA; MO:; PED
ORAL TABLET QL (240 per INTRAMUSCULA
120 MG 30 days) R SYRINGE KIT

The drug list includes all possible restrictions and limitations. The requirements and limits may
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
LYNPARZA 2 PA; MO; MEKTOVI 3 PA; MO;
QL (120 per LA; QL
30 days) (180 per 30
LYSODREN 3 days)
LYTGOBI ORAL 3 PA;LA;QL mercaptopurine 1 MO
TABLET 12 (84 per 28 methotrexate sodium 1 B/D PA;
MG/DAY (4 MG X days) (pf) injection MO
3) solution
LYTGOBI ORAL 3 PA; LA; QL methotrexate sodium 1 B/D PA
TABLET 16 (112 per 28 injection
Z/IG/DAY (4 MG X days) methotrexate sodium 1 B/D PA;
) oral MO
LYTGOBI ORAL 3 PA; LA; QL .
s LA toxant 1 B/D PA;
TABLET 20 (140 per 28 rioxantrone MO: M
MG/DAY (4 MG X days) ’
5) MONIJUVI 3 PA; LA; M
MARGENZA B/D PA; M MVASI 3 PA; MO
MATULANE 2 MYCAPSSA 3 PA; LA
megestrol oral 1 PA; M mycophenolate 1 B/D PA;
suspension 400 mofetil MO
mg/10 ml (10 ml) mycophenolate 1 B/D PA;
megestrol oral 1 PA; MO sodium MO
suspension 400 MYFORTIC 3 B/D PA;
mg/10 ml (40 MO
mg/ml), 625 mg/5 ml
(125 mg/ml) MYHIBBIN 3 B/D PA
megestrol oral tablet 1 PA; MO NEORAL 3 B[/g PA;
MEKINIST ORAL 2 PA; MO; ) A '
RECON SOLN QL (1200 NERLYNX E N MO;
per 30 days)
MEKINIST ORAL 2 PA:MO: NEXAVAR 3 P/Z% MO;
TABLET 0.5 MG QL (90 per LA; QL
30 days) (120 per 30
days)
MEKINIST ORAL 2 PA; MO; LANDRO 3 PA: MO
TABLET 2 MG QL (30 per NILANDRON ;
30 days) nilutamide 1 PA; MO

The drug list includes all possible restrictions and limitations. The requirements and limits may
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
NINLARO 3 PA; MO; OJEMDA ORAL 3 PA; M; QL
QL (3 per TABLET 600 (24 per 28
28 days) MG/WEEK (100 days)
NUBEQA 2 PA:MO: MG X 6)
LA; QL OJJAARA 3 PA; QL (30
(120 per 30 per 30 days)
days) ONTRUZANT 3 PAM
NULOJIX T e ONUREG 3 PA;MO;

’ QL (14 per
octreotide acetate 1 PA; MO 28 days)
injection solution OPDIVO 2 PA; MO: M
?c.treo.tlde acietate 1 PA; MO; M OPDUALAG PA: MO: M
injection syringe

RGOVYX 2 PA; LA; QL
ODOMZO 2 PA; MO; ORGOV LA Q
(30 per 28
LA; QL (30 days)
per 30 days)
. ORSERDU ORAL 3 PA; QL (30
OGIVRI 3 PAMOM TABLET 345 MG per 30 days)
?SSIL‘]/EETOI (())ORQI(:J 3 PA;z(ng(% ORSERDU ORAL 3 PA;QL (90
v ’ per 28 days) TABLET 86 MG per 30 days)
PADCEV 3 PA; MO; M
OGSIVEO ORAL 3 PA; QL ‘ S
TABLET 50 MG (180 per 30 pazopanib 1 PA; MO;
days) QL (120 per
30d
OJEMDA ORAL 3 PA:QL (9 ays)
SUSPENSION FOR per 28 days) PEMAZYRE 3 PA; LA; QL
RECONSTITUTIO (28 per 28
N days)
OJEMDA ORAL 3 PA;M;QL pemetrexed I B/DPA;
TABLET 400 (16 per 28 disodium MO; M
MG/WEEK (100 days) intravenous recon
MG X 4) soln 1,000 mg, 100
. 500
OJEMDA ORAL 3 PA:QL(20 e, TV e
TABLET 500 per 28 days) PEMETREXED 3 B/D PA; M
MG/WEEK (100 DISODIUM
MG X 5) INTRAVENOUS
RECON SOLN 750
MG

The drug list includes all possible restrictions and limitations. The requirements and limits may
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Drug Name Drug Requireme Drug Name Requireme
Tier  nts/Limits nts/Limits

PEMETREXED 3 B/DPA;M RAPAMUNE M

DISODIUM ORAL TABLET 0.5

INTRAVENOUS MG, 2 MG

SOLUTION RAPAMUNE B/D PA,;

PEMETREXED 3 B/DPA;M ORAL TABLET 1 MO

INTRAVENOUS MG

I\R/IEGCO&SI\%N 100 RETEVMO ORAL PA; MO;

3 CAPSULE 40 MG LA; QL
PEMETREXED 3 B/DPA;M (180 per 30
INTRAVENOUS days)
SOLUTION RETEVMO ORAL PA; MO;
PEMRYDI RTU 3 B/DPA;M CAPSULE 80 MG LA; QL
PHESGO PA; MO; M (120 per 30

days)
PIQRAY ORAL 2 PA;MO;
TABLET 200 QL (28 per ;RETBE\S}/IO ORAL M
MG/DAY (200 MG 28 days)
X 1) REVLIMID PA; MO;
PIQRAY ORAL 2 PA;MO; LA; QE (28
TABLET 250 QL (56 per per 28 days)
MG/DAY (200 MG 28 days) REZLIDHIA PA; QL (60
X1-50 MG X1), 300 per 30 days)
)1\(4(2}/ DAY (150 MG REZUROCK PA; LA; QL

) (30 per 30
POMALYST 3 PA;MO; days)

LA; QL (21 RIABNI PA; MO
per 28 days)
RITUXAN PA; MO; M
POTELIGEO 2 PA:M
RITUXAN PA; MO; M
PROGRAF ORAL B/D PA; HYCELA P
MO
SURIXAN 5 ROZLYTREK PA; MO;
U ORAL CAPSULE QL (150 per
QINLOCK 3 PA;LA;QL 100 MG 30 days)
5190 per 30 ROZLYTREK PA; MO:;
ays) ORAL CAPSULE QL (90 per
RAPAMUNE 3 M 200 MG 30 days)
ORAL SOLUTION ROZLYTREK PA; MO;
ORAL PELLETS IN QL (336 per
PACKET 28 days)
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier nts/Limits Tier nts/Limits
RUBRACA 3 PA; MO; SCEMBLIX ORAL 2 PA; QL
LA; QL TABLET 40 MG (300 per 30
(120 per 30 days)
days) SIGNIFOR 2 PA
RUXIENCE 2 PAMO SIGNIFOR LAR 3 PA:M
RYBREVANT PA; MO; M SIKLOS 3 MO
RYDAPT 2 PA; MO; sirolimus 1 B/D PA;
QL (224 per MO
28 days)
SOLTAMOX MO
RYTELO 3 M
SOMATULINE 2 PA; MO; M
SANDIMMUNE 3 B/D PA; U
DEPOT
ORAL CAPSULE MO
b 1 PA; MO;
SANDIMMUNE 3  B/DPA sorafent QL’(12(())’per
ORAL SOLUTION 30 days)
ISAgD%STATIN 3 PA;MO SPRYCEL ORAL 3 PA;MO;
SI‘(I)JLSTISE 100 TABLET 100 MG, QL (30 per
140 MG, 50 MG, 80 30
MCG/ML, 50 MG G, S0 MG, days)
MCG/ML, 500
MCG/ML SPRYCEL ORAL 3 PA; MO;
TABLET 2
SANDOSTATIN 2 PA:MO:M 0 MG, 70 QL (60 per
MG 30 days)
LAR DEPOT
INTRAMUSCULA STIVARGA 2 PA; MO;
R QL (84 per
SUSPENSION,EXT 28 days)
ENDED REL sunitinib malate 1 PA; MO;
RECON QL (30 per
SAPHNELO 3 PA: LA: M 30 days)
SARCLISA PA; LA; M SUPPRELIN LA 3 PA; MO; M
SCEMBLIX ORAL 2 PA; QL SUTENT 3 PA; MO;
TABLET 100 MG (120 per 30 QL (30 per
days) 30 days)
SCEMBLIX ORAL 2 PA; QL SYLVANT 3 B/D PA;
TABLET 20 MG (600 per 30 MO; M
days) TABLOID 3 MO
TABRECTA 3 PA; MO

The drug list includes all possible restrictions and limitations. The requirements and limits may
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier nts/Limits Tier nts/Limits
tacrolimus oral 1 B/D PA; THALOMID ORAL 3 PA; QL (56
capsule MO CAPSULE 150 MG, per 28 days)
TAFINLAR ORAL 2 PA:MO:; 200 MG
CAPSULE QL (120 per TIBSOVO 2 PA
30 days) TIVDAK 3 PA:MO:M
TAFINLAR ORAL 2 PA; MO; .
» VIV t 1 MO
TABLET FOR QL (840 per oremifene
SUSPENSION 28 days) TORPENZ 3 M
TAGRISSO 3 PA; MO; TRAZIMERA 2 B/D PA;
LA; QL (30 MO; M
per 30 days) TRELSTAR 3 PA; MO
TALVEY 3 PA: M INTRAMUSCULA
R SUSPENSION
TALZENNA 3 PA; MO; FOSIE SPENSIO
QL (30 per RECONSTITUTIO
30 days) N
tlaomoxifen oral tablet 1 MO; M tretinoin 1 MO
mg (antineoplastic)
tamoxifen oral tablet 1 MO TREXALL 3 B/D PA:
20 mg MO
TABLET 100 MG (30 per 30
days) TRODELVY 3 PA: LA: M
TARGRETIN 3 PA; MO TRUQAP 3 PA; QL (64
2
TASIGNA ORAL 3 PA;MO; per 28 days)
CAPSULE 150 MG, QL (112 per TUKYSA ORAL 3 PA; LA; QL
200 MG 28 days) TABLET 150 MG (120 per 30
TASIGNA ORAL 3 PA:MO; days)
CAPSULE 50 MG QL (120 per TUKYSA ORAL 3 PA; LA; QL
30 days) TABLET 50 MG (300 per 30
TAZVERIK PA: LA days)
TURALIO ORAL 3 PA; LA; QL
TECENTRIQ 2 BDPA; CAPSULE 125 MG (120 per 30
MO; LA; M d
ays)
TEPMETKO 3 PA: LA TYKERB 3 PA: MO:
THALOMID ORAL 3 PA; MO; LA; QL
CAPSULE 100 MG, QL (28 per (180 per 30
50 MG 28 days) days)
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Drug Name Drug Requireme Drug Name Drug Requireme
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UPLIZNA 3 PA;MO; VITRAKVI ORAL 2 PA;MO;

LA; M SOLUTION LA; QL
VANFLYTA 3 PA;QL (56 51300 per 30

per 28 days) ays)
VENCLEXTA 2 PA:LA:QL VIZIMPRO 3 P/I*j 1;’[00;
ORAL TABLET 10 (60 per 30 QL (30 per
MG days) 30 days)
VENCLEXTA 2 PA:LA:QL VONJO 3 PS;O QL 0
ORAL TABLET (180 per 30 El per
100 MG days) ays)
VENCLEXTA 2 PA;LA; QL VOTRIENT . P’i? 1\14200;
ORAL TABLET 50 (30 per 30 QL (120 per
MG days) 30 days)
VENCLEXTA 2 PA;LA; QL WELIREG 3 PASLA
STARTING PACK (42 per 180 XALKORI ORAL 3 PA; MO;

days) CAPSULE QL (60 per
VERZENIO 2 PA:MO; 30 days)

LA; QL (60 XALKORI ORAL 3 PA;MO;

per 30 days) PELLET 150 MG QL (180 per
VIJOICE ORAL 3 PA;QL(28 30 days)
GRANULES IN per 28 days) XALKORI ORAL 3 PA;MO;
PACKET PELLET 20 MG, 50 QL (120 per
VIJOICE ORAL 3 PA;QL(28 MG 30 days)
TABLET 125 MG, per 28 days) XATMEP 3 B/DPA;
50 MG MO
VIJOICE ORAL 3 PA;QL (56 XERMELO 3 PA;LA;QL
TABLET 250 per 28 days) (84 per 28
MG/DAY (200 MG days)
X1-50 MG X1) XOSPATA 2 PA:LA:QL
VITRAKVI ORAL 2 PA;MO; (90 per 30
CAPSULE 100 MG LA; QL (60 days)

per 30 days)
VITRAKVI ORAL 2 PA;MO;
CAPSULE 25 MG LA; QL

(180 per 30

days)

The drug list includes all possible restrictions and limitations. The requirements and limits may
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Drug Name Drug Requireme Drug Name Drug Requireme
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XPOVIO ORAL 3 PA; LA; M ZEJULA ORAL 3 PA; MO;
TABLET 100 TABLET LA; QL (30
MG/WEEK (20 MG per 30 days)
X 5), 40 MG/WEEK ZELBORAF 2 PA;MO;
(20 MG X 2), 40MG QL (240 per
TWICE WEEK (80 30 days)
MG/WEEK), 60
MG/WEEK (20 MG ZEPZELCA PA; M
X 3), 80 MG/WEEK ZIRABEV 2 B/D PA;
(20 MG X 4) MO
XPOVIO ORAL 3 PA; LA ZOLADEX PA; MO; M
TABLET 100
MG/WEEK (50 MG ZOLINZA 2 PA; MO;
X 2), 40 MG/WEEK (330L d(120 per
(40 MG X 1), 40MG ays)
TWICE WEEK (40 ZORTRESS 3 B/D PA;
MG X 2), 60 MO
MG/WEEK (60 MG ZYDELIG 3 PA;MO;
X 1), 60MG TWICE
QL (60 per
WEEK (120 30 days)
MG/WEEK), 80
MG/WEEK (40 MG ZYKADIA 3 PA; MO;
X 2), 8OMG TWICE QL (90 per
WEEK (160 30 days)
MG/WEEK) ZYNLONTA 3 PA;LA; M
XTANDI ORAL 2 PA; MO; ZYNYZ 3 PA: M
CAPSULE L (120
(320 d(ay 9 pet ZYTIGA ORAL 3 PA;MO;
TABLET 250 MG QL (120 per
XTANDI ORAL 2 PA; MO; 30 days)
TABLET 40 MG L (120
?0 d(ay 9 pet ZYTIGA ORAL 3 PA;MO;
TABLET 500 MG QL (60 per
XTANDI ORAL 2 PA; MO; 30 days)
TABLET 80 MG QL (60 per
30 days)
YONDELIS 2 B/D PA; M
YONSA PA; MO;
QL (120 per
30 days)
ZALTRAP 2 B/D PA;
MO; M

The drug list includes all possible restrictions and limitations. The requirements and limits may
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
AUTONOMIC carbamazepine oral 1 MO
/CNS DRUGS, el
NEUROLOGY . : ; ] MO
carbamazepine ora

/ PSYCH tablet,chewable
iN?CONVULS CARBATROL 3 MO

NTS CELONTIN ORAL 3 MO
APTIOM ORAL 3 MO; QL CAPSULE 300 MG
TABLET 200 MG 511218(;)per 30 clobazam oral 1 PA; MO;

Y suspension QL (480 per
APTIOM ORAL 3 MO; QL (90 30 days)
TABLET 400 MG per 30 days) clobazam oral tablet 1 PA; MO;
APTIOM ORAL 3 MO; QL (60 QL (60 per
TABLET 600 MG, per 30 days) 30 days)
800 MG clonazepam oral 1 MO; QL (90
BANZEL 3 PA; MO tablet 0.5 mg, 1 mg per 30 days)
BRIVIACT 3 MO; QL clonazepam oral 1 MO; QL
INTRAVENOUS (600 per 30 tablet 2 mg (300 per 30
days) days)
BRIVIACT ORAL 3 MO; QL clonazepam oral 1 MO; QL (90
SOLUTION (600 per 30 tablet, disintegrating per 30 days)
days) 0.125 mg, 0.25 mg,
BRIVIACT ORAL 3 MO; QL (60 0.5 mg, I mg
TABLET per 30 days) clonazepam oral 1 MO; QL
carbamazepine oral 1 MO tablet,disintegrating (300 per 30
capsule, er 2 mg days)
multiphase 12 hr DEPAKOTE 3 MO
carbamazepine oral 1 MO DEPAKOTE ER 3 MO
suspension 100 mg/5
] DEPAKOTE 3 MO
SPRINKLES

carbaqueplne oral 1 M DIACOMIT 3 PA: LA
suspension 100 mg/5
ml (5 ml), 200 mg/10 diazepam rectal 1 MO
ml DILANTIN 30 MG 3 MO
carbamazepine oral 1 MO DILANTIN 3 MO

tablet

EXTENDED 100
MG
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DILANTIN 3 MO gabapentin oral 1 M; QL
INFATABS solution 250 mg/5 ml (2160 per 30
DILANTIN-125 3 MO (5 m), 300 mg/6 ml days)
(6 ml)

dival 1 MO

arproex gabapentin oral 1 MO; M; QL
EPIDIOLEX PA; MO; tablet 600 mg (180 per 30

LA days)
epitol 1 MO gabapentin oral 1 MO; QL
EPRONTIA 3 PA; MO tablet 800 mg (120 per 30
d

EQUETRO 3 MO 2ys)

— gabapentin oral 1 PA; MO;
ethosuximide ! MO tablet extended QL (30 per
felbamate 1 MO release 24 hr 300 mg 30 days)
FELBATOL ORAL 3 MO; M gabapentin oral 1 PA; MO;
SUSPENSION tablet extended QL (90 per
FELBATOL ORAL 3 MO release 24 hr 600 mg 30 days)
TABLET GRALISE ORAL 3 PA; MO;
FINTEPLA 3 PA;LA:QL TABLET QL (30 per

(360 per 30 EXTENDED 30 days)
days) RELEASE 24 HR
300 MG
FYCOMPA ORAL 3 MO; QL
days) TABLET QL (60 per
EXTENDED 30 days)
FYCOMPA ORAL 3 MO; QL (30 RELEASE 24 HR
TABLET 10 MG, 12 per 30 days) 450 MG, 750 MG,
MG, 8 MG 900 MG
FYCOMPA ORAL 3 MO:; QL (60 GRALISE ORAL 3 PA; MO;
TABLET 2 MG, 4 per 30 days) TABLET QL (90 per
MG, 6 MG EXTENDED 30 days)
gabapentin oral 1 MO; QL RELEASE 24 HR
capsule 100 mg, 400 (270 per 30 600 MG
mg days) KEPPRA ORAL 3 MO
gabapentin oral 1 MO; QL KEPPRA XR 3 MO
le 300 360 per 30
capsute JUEmE Eiays)per KLONOPIN ORAL 3 MO; QL (90
TABLET 0.5 MG, 1 per 30 days)
gabapentin oral 1 MO; QL MG
solution 250 mg/5 ml (2160 per 30
days)
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KLONOPIN ORAL 3 MO; QL LAMICTAL XR 3 MO
TABLET 2 MG (300 per 30 STARTER
days) (ORANGE)
lacosamide oral 1 MO; M; QL lamotrigine 1 MO
solution fil 200 per 30 levetiracetam oral 1 MO
ays) solution 100 mg/ml
lacosamide oral 1 MO; QL (60 levetiracetam oral 1 M
tablet 100 mg, 150 per 30 days) solution 500 mg/5 ml
mg, 200 mg (5 ml)
lacosamide oral 1 MO; QL levetiracetam oral 1 MO
tablet 50 mg (120 per 30 tablet
days) l ;
ti t 1 MO
LAMICTAL ODT 3 MO A
LAMICTAL ORAL 3 MO release 24 hr
TABLET LIBERVANT 3 PA;QL(10
LAMICTAL ORAL 3 MO per 30 days)
EﬁﬁLEffgLE LYRICACRORAL 3  PA:MO:;
DISP\I)EVRSIBLE 25 TABLET QL (30 per
MG. 5 MG EXTENDED 30 days)
)3 RELEASE 24 HR
LAMICTAL 3 MO 165 MG, 82.5 MG
ISgTARTER (BLUE) LYRICACRORAL 3  PA:MO:
TABLET QL (60 per
LAMICTAL 3 MO EXTENDED 30 days)
STARTER RELEASE 24 HR
(GREEN) KIT 330 MG
LAMICTAL 3 MO LYRICA ORAL 3 MO; QL (90
STARTER CAPSULE 100 MG, per 30 days)
(ORANGE) KIT 150 MG, 200 MG,
LAMICTAL XR 3 MO ﬁé\m S0 MG, 75
LAMICTAL XR 3 MO LYRICA ORAL 3 MO; QL (60
STARTER (BLUE ’
( ) CAPSULE 225 MG, per 30 days)
LAMICTAL XR 3 MO 300 MG
STARTER
LYRICA ORAL 3 MO; QL
(GREEN)
SOLUTION (900 per 30
days)
methsuximide 1 MO
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MOTPOLY XR 3 ST; MO; QL oxcarbazepine oral 1 MO
ORAL (120 per 30 tablet
CAPSULE.EXTEN days) OXTELLAR XR 3 MO
DED RELEASE
24HR 100 MG phenobarbital oral 1 PA; MO
MOTPOLY XR 3 ST;MO;QL elixir
ORAL (60 per 30 phenobarbital oral 1 PA
CAPSULE,EXTEN days) tablet 100 mg, 15
DED RELEASE mg, 30 mg, 60 mg
24HR 150 MG, 200 phenobarbital oral 1 PA; MO
MG tablet 16.2 mg, 32.4
MYSOLINE MO mg, 64.8 mg, 97.2
NAYZILAM 2 PA:MO: me
QL (10 per PHENYTEK 3 MO
30 days) phenytoin oral 1 M
NEURONTIN 3 MO; QL suspension 100 mg/4
ORAL CAPSULE (270 per 30 ml
100 MG, 400 MG days) phenytoin oral 1 MO
NEURONTIN 3 MO; QL suspension 125 mg/5
ORAL CAPSULE (360 per 30 ml
300 MG days) phenytoin oral 1 MO
NEURONTIN 3 MO; QL tablet,chewable
ORAL SOLUTION (2160 per 30 phenytoin sodium 1 MO
days) extended oral
NEURONTIN 3 MO; QL capsule 100 mg
ORAL TABLET (180 per 30 phenytoin sodium 1
600 MG days) extended oral
NEURONTIN 3 MO; QL capsule 200 mg, 300
ORAL TABLET (120 per 30 mg
800 MG days) pregabalin oral 1 MO; QL (90
ONFI ORAL 3 PA; MO:; capsule 100 mg, 150 per 30 days)
SUSPENSION QL (480 per mg, 200 mg, 25 mg,
30 days) 50 mg, 75 mg
ONFI ORAL 3 PA; MO:; pregabalin oral 1 MO; QL (60
TABLET QL (60 per capsule 225 mg, 300 per 30 days)
30 days) mg
oxcarbazepine oral 1 MO; M
suspension
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pregabalin oral 1 MO; QL TEGRETOL XR 3 MO
solution (900 per 30 tiagabine 1 MO
days)
TOPAMAX 3 PA; MO
pregabalin oral 1 PA; MO; :
tablet extended QL (30 per topiramate or al 1 PA; MO; M
release 24 hr 165 30 days) capsule, sprinkle
mg, 82.5 mg topiramate oral 1 PA; MO
pregabalin oral 1 PA; MO; capsule,extended
tablet extended QL (60 per release 24hr
release 24 hr 330 mg 30 days) topiramate oral 1 PA; MO
PRIMIDONE 3 MO capsule,sprinkle,er
ORAL TABLET 24hr
125 MG topiramate oral 1 PA; MO
primidone oral 1 MO tablet
tablet 250 mg, 50 mg TRILEPTAL 3 MO
QUDEXY XR 3 PA; MO TROKENDI XR 3 PA; MO
roweepra oral tablet 1 MO valproic acid 1 MO
500
ne : valproic acid (as 1 MO
rufinamide 1 PA; MO sodium salt) oral
SABRIL 3 PA; MO; solution 250 mg/5 ml
LA valproic acid (as 1 M
SPRITAM 3 MO sodium salt) oral
) solution 250 mg/5 ml
subvenite 1 MO (5 ml), 500 mg/10 ml
subvenite starter 1 MO (10 ml)
(blue) kit VALTOCO 2 PA;MO;
subvenite starter 1 MO QL (10 per
(green) kit 30 days)
subvenite starter 1 MO vigabatrin 1 PA; MO;
(orange) kit LA
SYMPAZAN 3 PA; MO; vigadrone 1 PA; LA
QL (60 per vigpoder 1 PA; LA
30 days)
VIMPAT ORAL 3 MO; QL
TEGRETOL ORAL 3 MO SOLUTION (120’0Qper 30
SUSPENSION d
ays)
TEGRETOL ORAL 3 MO
TABLET
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VIMPAT ORAL 3 MO; QL (60 bromocriptine 1 MO
TABLET 100 MG, per 30 days) bid 1 M
150 MG, 200 MG caroraopd ©
_ carbidopa-levodopa 1 MO; M
VIMPAT ORAL 3 MO: QL oral tablet 10-100
TABLET 50 MG (120 per 30 mg
days)
_ carbidopa-levodopa 1 MO
XCOPRI 3 MO; QL (56 oral tablet 25-100
MAINTENANCE per 28 days) mg, 25-250 mg
PACK '
_ carbidopa-levodopa 1 MO; M
XCOPRI ORAL 3 MO; QL (30 oral tablet extended
TABLET 100 MG, per 30 days) release
25 MG, 50 MG
bidopa-levod 1
XCOPRI ORAL 3 MO; QL (60 o paeredord
;(I)AE)BI\I/J[]éT 150 MG, per 30 days) tablet,disintegrating
bidopa-levodopa- 1 MO
XCOPRI 3 MO:;QL (28 ZZ?aéaZﬁ o erodond
TITRATION PACK per 180
days) COMTAN 3
ZARONTIN 3 MO DHIVY 3 MO
ZONEGRANORAL 3  PA;MO DUOPA 3 B/DPA;
CAPSULE 100 MG, MO
25 MG entacapone 1 MO
ZONISADE 3 PA; MO GOCOVRI ORAL 3 PA; QL (60
zonisamide 1 PA; MO CAPSULE,EXTEN per 30 days)
DED RELEASE
ZTALMY 3 PA; LA; QL >4HR 137 MG
(1100 per 30
days) GOCOVRI ORAL 3 PA; QL (30
CAPSULE,EXTEN per 30 days)
NISM AGENTS 24HR 68.5 MG
APOKYN 3 PA; MO; INBRIJA 2 PA; QL
LA; QL (90 INHALATION (300 per 30
per 30 days) CAPSULE, days)
apomorphine 1 PA; QL (90 W/INHALATION
per 30 days) DEVICE
AZILECT 3 MO LODOSYN 3 MO
benztropine oral 1 PA; MO NEUPRO 3 MO
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NOURIANZ 3 PA; MO; trihexyphenidyl oral MO

LA; QL (30 tablet

per 30 days) XADAGO MO; M
ONGENTYS 3 PA; MO; ZELAPAR PA: MO

QL (30 per

30 days) MIGRAINE /
OSMOLEX ER 3 PA;QL(30 CLUSTER
ORAL TABLET, IR per 30 days) HEADACHE
- ER, BIPHASIC THERAPY
24HR 129 MG, 193 AIMOVIG PA; MO;
MG AUTOINJECTOR QL (1 per
PARLODEL ORAL 3 MO 30 days)
CAPSULE AJOVY PA; MO;
PARLODEL ORAL 3 AUTOINJECTOR QL (1.5 per
TABLET 30 days)

” QL (1.5 per
rasagiline 1 MO 30 days)
ropinirole ! MO almotriptan malate MO; QL (16
RYTARY 3 MO per 28 days)
selegiline hcl 1 MO dihydroergotamine QL (8 per
SINEMET ORAL 3 MO nasal 28 days)
TABLET 10-100 eletriptan MO; QL (18
MG, 25-100 MG per 28 days)
STALEVO 100 3 MO ELYXYB PA; MO;
STALEVO 125 3 MO QL (57.6

per 28 days)
STALEVO 150 3 MO
EMGALITY PEN PA: MO;

STALEVO 200 3 MO QL (2 per
STALEVO 50 3 MO 30 days)
STALEVO 75 3 MO EMGALITY PA; MO;

ASMAR ORA N SUBCUTANEOUS QL (2 per
TASMAR ORAL 3 PAMO SYRINGE 120 30 days)
TABLET 100 MG MG/ML
tolcapone 1 PA
trihexyphenidyl oral 1 MO; M
elixir
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EMGALITY 3 PA; MO; NURTEC ODT PA; QL (16
SUBCUTANEOUS QL (3 per per 30 days)
SYRINGE 300 30 days) ONZETRA XSAIL MO:; QL (32
MG/3 ML (100 per 28 days)
MG/ML X 3)

ULIPTA PA; MO;
ergotamine-caffeine 1 MO Q QL (30 per
FROVA 3 MO; QL (27 30 days)

per 28 days) RELPAX MO:; QL (18
frovatriptan 1 MO; QL (27 per 28 days)
per 28 days) REYVOW ORAL PA; QL (16
IMITREX ORAL 3 MO; QL (18 TABLET 100 MG per 30 days)
;?ﬁIE}ET 100 MG, per 28 days) REYVOW ORAL PA; QL (8
TABLET 50 MG per 30 days)
IMITREX ORAL 3 QL (18 per izatri ;
iptan MO; QL (24
TABLET 50 MG 28 days) per 28 days)
IMITREX . MO; QL (8 sumatriptan MO; QL (18
STATDOSE per 28 days) per 28 days)
SUBCUTANEOUS
PEN INJECTOR 4 sumatriptan MO; QL (18
MG/0.5 ML succinate oral per 28 days)
IMITREX 3 MO; QL (8 sumatriptan QL (8 per
STATDOSE per 28 days) succinate 28 days)
REFILL subcutaneous
SUBCUTANEOUS cartridge 6 mg/0.5
CARTRIDGE 6 ml
MG/0.5 ML sumatriptan QL (8 per
MAXALT ORAL 3 MO; QL (24 succinate 28 days)
TABLET 10 MG per 28 days) subcutaneous pen
injector 4 mg/0.5 ml
MAXALT-MLT 3 MO; QL (24 e T e
ORAL per 28 days) sumatriptan MO; QL (8
TABLET,DISINTE succinate per 28 days)
GRATING 10 MG subcutaneous pen
. injector 6 mg/0.5 ml
migergot 1 MO
sumatriptan MO; QL (8
MIGRANAL 3 2QSL d(8 per succinate per 28 days)
ays) subcutaneous
naratriptan 1 MO; QL (18 solution

per 28 days)
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sumatriptan- 1 MO; QL (18 AUSTEDO ORAL 3 PA; MO;
naproxen per 28 days) TABLET 12 MG, 9 QL (120 per
TOSYMRA 3 MO: QL (24 MG 30 days)
per 28 days) AUSTEDO ORAL 3 PA; MO;
TREXIMET 3 MO: QL (18 TABLET 6 MG QL (60 per
per 28 days) 30 days)
AUSTEDO XR 3 PA; MO;
UBRELVY 2 PA; QL (20 » Vs
per 3% degys) ORAL TABLET QL (90 per
EXTENDED 30 days)
VYEPTI 3 PA; M RELEASE 24 HR
ZAVZPRET 3 PA; MO; 12 MG
QL (6 per AUSTEDO XR 3 PA; M; QL
28 days) ORAL TABLET (30 per 30
ZEMBRACE 3 MO; QL (8 EXTENDED days)
SYMTOUCH per 28 days) RELEASE 24 HR
18 MG
zolmitriptan nasal 1 MO; QL (18
spray,non-aerosol 5 per 28 days) AUSTEDO XR 3 PA; MO;
mg ORAL TABLET QL (60 per
_ EXTENDED 30 days)
zolmitriptan oral 1 MO; QL (18 RELEASE 24 HR
per 28 days) 24 MG
Zgﬁ’gﬁ NASAL 3 Moé Q(% (18 AUSTEDO XR 3 PA;MO;
i ;NON- per 28 days) ORAL TABLET QL (30 per
EROSOL 5 MG EXTENDED 30 days)
MISCELLANEO RELEASE 24 HR
US 30 MG, 36 MG, 42
NEUROLOGICA MG, 48 MG
L THERAPY AUSTEDO XR 3 PA; MO;
ADLARITY 3 MO ORAL TABLET QL (210 per
EXTENDED 30 days)
AMONDYS-45 3 PA; LA; M RELEASE 24 HR 6
AMPYRA 3 PA; MO; MG
LA; QL (60 AUSTEDO XR 3 PA; MO;
per 30 days) TITRATION QL (42 per
AMVUTTRA 3 PA; MO; M KT(WK1-4) ORAL 180 days)
ARICEDPT v TABLET, EXT REL
C ¢ 0 24HR DOSE PACK
AUBAGIO 3 PA; MO; 6 MG (14)-12 MG
QL (30 per (14)-24 MG (14)
30 days)
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BAFIERTAM 3 PA; MO; EVRYSDI 3 PA; MO;
QL (120 per LA; QL
30 days) (240 per 30
BRIUMVI 3 PA;MO; M; days)
QL (24 per EXELON PATCH 3 MO
180 days) EXONDYS-51 3 PAIM
COPAXONE 3 PA; MO; .
’ ’ limod 1 PA; MO;
SUBCUTANEOUS QL (30 per Jingolimo OL (30 per
SYRINGE 20 30 days)
30 days)
MG/ML
FIRDAPSE 3 PA; LA
COPAXONE 3 PA; MO; :
SUBCUTANEOUS QL (12 per galantamine 1 MO
SYRINGE 40 28 days) GILENYA ORAL 3 PA; QL (30
MG/ML CAPSULE 0.25 MG per 30 days)
dalfampridine 1 PA;MO; GILENYA ORAL 3 PA;MO;
QL (60 per CAPSULE 0.5 MG QL (30 per
30 days) 30 days)
DAYBUE 3 PA; LA glatiramer 1 PA; QL (30
dichlorphenamide 1 PA; MO; M subcutaneous per 30 days)
inge 20 mg/ml
dimethyl fumarate 1 PA; MO; syrn‘ige mem
oral capsule,delayed QL (14 per glatiramer 1 PA; QL (12
release(dr/ec) 120 30 days) subcutaneous per 28 days)
mg syringe 40 mg/ml
dimethyl fumarate 1 PA; MO; glatopa 1 PA; MO;
oral capsule,delayed QL (120 per sub?utaneous QL (30 per
release(dr/ec) 120 180 days) syringe 20 mg/ml 30 days)
mg (14)- 240 mg glatopa 1 PA; MO;
(46) subcutaneous QL (12 per
dimethyl fumarate 1 PA; MO; syringe 40 mg/ml 28 days)
oral capsule,delayed QL (60 per HORIZANT ORAL 3 PA; MO;
release(dr/ec) 240 30 days) TABLET QL (30 per
mg EXTENDED 30 days)
donepezil 1 MO RELEASE 300 MG
edaravone 1 PA; M HORIZANT ORAL 3 PA; MO;
intravenous solution TABLET QL (60 per
30 mg/100 ml EXTENDED 30 days)
RELEASE 600 MG
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INGREZZA 2 PA; LA; QL MAVENCLAD (8 3 PA; MO;
(30 per 30 TABLET PACK) LA; QL (32
days) per 720
INGREZZA 2 PA:LA:QL days)
INITIATION (28 per 180 MAVENCLAD (9 3 PA; MO;
PK(TARDIV) days) TABLET PACK) LA; QL (36
INGREZZA 2 PALA:QL per 720
SPRINKLE (30 per 30 ays)
days) MAYZENT ORAL 3 PA; MO;
QL (1.6 per ays)
28 days) MAYZENT ORAL 3 PA; MO;
KEVEYIS 3 PA TABLET 1 MG, 2 QL (30 per
MG 30 days)
KISUNLA 3 M
MAYZENT 3 PA; MO;
LEMTRADA 3 PA; MO; M; STARTER(FOR QL (7 per
QL (6 per 1IMG MAINT) 180 days)
365d
ays) MAYZENT 3 PA;MO;
LEQEMBI 3 PA;M STARTER(FOR QL (12 per
MAVENCLAD (10 3 PA; MO; 2MG MAINT) 180 days)
TABLET PACK) LA; QL (40 memantine oral 1 PA; MO
per 720 capsule,sprinkle,er
days) 24hr
MAVENCLAD (4 3 PA; MO; memantine oral 1 PA; MO
TABLET PACK) LA; QL (16 solution
720
EZ;S) memantine oral 1 PA; MO
tablet
MAVENCLAD (5 3 PA; MO; _
TABLET PACK) LA; QL (20 I&EKANTINE S PA; MO
720
gz;s) TABLETS,DOSE
PACK
MAVENCLAD (6 3 PA; MO; '
TABLET PACK) LA; QL (24 NAMENDA 3 PAMO
TITRATION PAK
per 720
days) NAMENDA XR 3 PA
MAVENCLAD (7 3 PA;MO; Oi{}L L SPRINK
TABLET PACK) LA; QL (28 CAPSULE,SPRIN
per 720 LE.ER 24HR 14
days) MG, 28 MG
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NAMENDA XR 3 PA; MO SKYCLARYS 3 PA; LA
ORAL
CAPSULE.SPRINK TASCENSO ODT 3 MO
LE,ER 24HR 21 MG TECFIDERA ORAL 3 PA; MO;
CAPSULE,DELAY LA; QL (14
NAMENDA XR 3 M ED per 30 days)
ORAL RELEASE(DR/EC)
CAPSULE,SPRINK
120 MG
LE,ER 24HR 7 MG
TECFIDERA ORAL 3 PA; MO;
CAP,SPRINKLE,ER ED (120 per 180
24HR DOSE PACK RELEASE(DR/EC) days)
NAMZARIC ORAL 2 PA; MO 120 MG (14)- 240
CAPSULE,SPRINK MG (46)
LEER 24HR TECFIDERA ORAL 3 PA;MO;
NUEDEXTA 3 PA; MO CAPSULE,DELAY LA; QL (60
LT A ED per 30 days)
NULIBRY 3 PA; LA; M
P RELEASE(DR/EC)
OCREVUS 3 PA; MO; 240 MG
F M; QL TEGSEDI 3 PA;MO:;
(20 per 180 L A’ ’
days)
ONPATTRO 3 PA:; MO: teriflunomide 1 PA; MO;
i QL (30 per
LA; M
30 days)
Ivi 1 PA
ormamt tetrabenazine oral 1 PA; MO;
PONVORY 3 PA; MO; tablet 12.5 mg QL (240 per
QL (30 per 30 days)
30d
ays) tetrabenazine oral 1 PA; MO;
PONVORY 14- 3 PA; MO; tablet 25 mg QL (120 per
DAY STARTER QL (14 per 30 days)
PACK 180 d
ays) TYSABRI 3 PA; MO;
RADICAVA PA; M LA; M; QL
RADICAVA ORS PA; MO; M (15 per 28
RADICAVA ORS PA; MO days)
STARTER KIT VILTEPSO PA; LA; M
SUSP VUMERITY 2 PA; MO;
rivastigmine 1 MO QL (120 per
. 30 days)
rivastigmine tartrate 1 MO
VYONDYS-53 3 PA; LA; M
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WAINUA 3 PA; LA; QL BACLOFEN ORAL 3 MO
(0.8 per 28 TABLET 15 MG
days) cyclobenzaprine oral 1 PA; MO
XENAZINE ORAL 3 PA; MO; tablet
TABLET 12.5 MG LZ%QL %0 DANTRIUMORAL 3 MO
51 )Per CAPSULE 25 MG
ays
dantrol / 1 M
XENAZINE ORAL 3 PA:MO: antrofene ora ©
TABLET 25 MG LA; QL FEXMID 3 PA
(120 per 30 FLEQSUVY 3 MO
d
ays) GABLOFEN 3 B/DPA:
ZEPOSIA 2 PA; MO; MO; M
L (30
?0 d(aysf . LIORESAL 2 MO:M
INTRATHECAL
ZEPOSIA 2 PA; MO; SOLUTION 2,000
STARTER KIT (28- QL (28 per MCG/ML, 500
DAY) 180 days) MCG/ML
ZEPOSIA 2 PA; MO; LIORESAL 2 M
STARTER PACK QL (7 per INTRATHECAL
(7-DAY) 180 days) SOLUTION 50
MUSCLE MCG/ML
RELAXANTS / LYVISPAH 3 MO
ANTISPASMODI MESTINON ORAL 3 MO
C THERAPY
MESTINON 3 MO
baclofen intrathecal 1 B/D PA; TIMESPAN
MO; M
0OZOBAX DS 3
BACLOFEN ORAL 3 MO ) —
SOLUTION 10 pyridostigmine 1 MO
MG/5 ML (2 bromide oral syrup
MG/ML) PYRIDOSTIGMINE 3 MO
BACLOFEN ORAL 3 M BROMIDE ORAL
SOLUTION 5 MG/5 TABLET 30 MG
ML pyridostigmine 1 MO
baclofen oral 1 MO bromide oral tablet
suspension 60 mg
baclofen oral tablet 1 MO pyridostigmine 1

10 mg, 20 mg, 5 mg

bromide oral tablet
extended release
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RYSTIGGO 3 PA; M codeine sulfate 1 MO; QL
tizanidine 1 MO (180 per 30
days)
VYVGART 3 PA; MO;
LA: M DILAUDID ORAL 3 MO; QL
’ LIQUID (2400 per 30
VYVGART 3 PA; MO; days)
HYTRULO LA; M
’ DILAUDID ORAL 3 MO; QL
ZANAFLEX 3 MO TABLET (180 per 30
ZILBRYSQ 3 PA; LA days)
NARCOTIC endocet 1 MO; QL
ANALGESICS (360 per 30
days)
acetaminophen-caff- 1 L (300 per
dihydrocos & ?0 d(ays) b Jentanyl 1 PA; MO;
QL (10 per
acetaminophen- 1 MO; QL 30 days)
. . 4
jgcéige’zr% f;;ll ution fiaigg) per 30 fentanyl citrate 1 PA; MO;
& buccal lozenge on a QL (120 per
acetaminophen- 1 MO; QL handle 30 days)
dei [ tablet 360 per 30
e oral bl COP0 vt 3 e
- & y CITRATE (120 per 30
& BUCCAL TABLET, days)
acetaminophen- 1 MO; QL EFFERVESCENT
codeine oral tablet (180 per 30 400 MCG, 800
300-60 mg days) MCG
BELBUCA 2 PA; MO; FENTANYL 3 PA; MO;
QL (60 per CITRATE QL (120 per
30 days) BUCCAL TABLET, 30 days)
BRIXADI 3 MO; M EFFERVESCENT
) 600 MCG
buprenorphine hcl 1 MO
sublingual FENTORA 3 PA; MO;
. QL (120 per
buprenorphine 1 PA; MO; 30 da
ys)
transdermal patch QL (4 per
28 days) hydrocodone 1 PA; MO;
_ . bitartrate, oral only, QL (90 per
BUTRANS 3 PA; MO; er 12hr 30 days)
QL (4 per
28 days) hydrocodone 1 PA; MO;
bitartrate, oral QL (60 per
only,ext.rel.24 hr 30 days)
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hydrocodone- 1 MO; QL methadone oral 1 PA; MO;
acetaminophen oral (5550 per 30 solution 5 mg/5 ml QL (1200
solution 7.5-325 days) per 30 days)
mg/15 ml methadone oral 1 PA; MO;
hydrocodone- 1 MO; QL tablet 10 mg QL (120 per
acetaminophen oral (390 per 30 30 days)
tablet 10-300 mg, 5- days) methadone oral 1 PA; MO;
300 mg, 7.3-300 mg tablet 5 mg QL (240 per
hydrocodone- 1 MO; QL 30 days)
acetaminophen oral (360 per 30 morphine 1 MO: QL
t3c12b5let ! 0_7352 5312715g 3- days) concentrate oral (900 per 30
ms, /.0-3<J Mg solution days)
hydrocodone- 1 MO; QL (50 morphine oral 1 PA; MO:
ibuprofen per 30 days) capsule, er QL (60 per
hydromorphone (pf) 1 multiphase 24 hr 30 days)
injection solution 10 morphine oral 1 PA: MO:
(mi/ n;l) (5mb, 10 capsule,extend.relea QL (90 per
mesm se pellets 10 mg, 100 30 days)
hydromorphone oral 1 MO; QL mg, 20 mg, 30 mg,
liquid (2400 per 30 50 mg, 60 mg, 80 mg
days) morphine oral 1 MO; QL
hydromorphone oral 1 MO; QL solution (900 per 30
tablet (180 per 30 days)
days) morphine oral tablet 1 MO; QL
hydromorphone oral 1 PA; MO; (180 per 30
tablet extended QL (60 per days)
release 24 hr 30 days) morphine oral tablet 1 PA; MO;
HYSINGLA ER 3 PA; MO; extended release QL (120 per
QL (60 per 30 days)
30 days) MS CONTIN 3 PA:MO:;
levorphanol tartrate 1 MO; QL QL (120 per
(120 per 30 30 days)
days) NALOCET 3 MO QL
methadone oral 1 PA; MO; (390 per 30
solution 10 mg/5 ml QL (600 per days)
30 days) oxycodone oral 1 MO; QL
capsule (360 per 30
days)
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Drug Name Drug Requireme Drug Name Drug Requireme
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oxycodone oral 1 MO; QL OXYCONTIN, 2 PA; MO;
concentrate (180 per 30 ORAL ONLY, QL (60 per
days) EXT.REL.12 HR 80 30 days)
oxycodone oral 1 MO; QL MG
solution (1200 per 30 oxymorphone oral MO; QL
days) tablet 10 mg (360 per 30
oxycodone oral 1 MO; QL days)
tablet 10 mg, 15 mg, (180 per 30 oxymorphone oral MO; QL
20 mg, 30 mg days) tablet 5 mg (180 per 30
oxycodone oral 1 MO; QL days)
tablet 5 mg (360 per 30 oxymorphone oral PA; MO;
days) tablet extended QL (90 per
OXYCODONE 3 PA; QL (90 release 12 hr 30 days)
ORAL per 30 days) PERCOCET MO; QL
TABLET,ORAL (360 per 30
ONLY,EXT.REL.12 days)
HR 10 MG, 20 MG PROLATE ORAL MO; QL
oxycodone- 1 QL (1860 SOLUTION (2000 per 30
acetaminophen oral per 30 days) days)
sollutzon 3-325 mg/3 prolate oral tablet MO; QL
n (390 per 30
oxycodone- 1 QL (390 per days)
acetaminophen oral 30 days) ROXICODONE MO: QL
tablet 10-300 mg, 3- ORAL TABLET 15 (180 per 30
300 mg, 7.5-300 mg MG, 30 MG days)
oxycodone- I MO;QL ROXYBOND MO:; QL
acetaminophen oral (360 per 30 ORAL TABLET, (180 per 30
tablet 10-325 mg, 5- days) ORAL ONLY 15 d
ays)
325 mg, 7.5-325 mg MG. 30 MG
oxyconne— 1 QL (360 per ROXYBOND MO: QL
“"g;“”;’”oé’?e” oral 30 days) ORAL TABLET, (360 per 30
fablet 2.5-325 mg ORAL ONLY 5 MG days)
OXYCONTIN 2 PA; MO;
’ ’ ’ SEGLENTIS ST; MO; QL
ORAL ONLY, QL (90 per (120 per 3%
EXT.REL.12 HR 10 30 days) days)
MG, 15 MG, 20 Y
MG, 30 MG, 40 SUBLOCADE MO; M
MG, 60 MG TREZIX QL (300 per
30 days)
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XTAMPZA ER 3 PA; MO; DICLOFENAC 3 PA; QL (60
QL (90 per EPOLAMINE per 30 days)
30 days) diclofenac potassium 1 MO
NON- oral capsule
NARCOTIC diclofenac potassium 1 MO; QL (9
ANALGESICS oral powder in per 30 days)
ARTHROTEC 50 3 ST;MO packet
ARTHROTEC 75 3 ST: MO diclofenac potassium 1 MO
: oral tablet
buprenorphine- 1 MO; QL (60 : :
naloxone sublingual per 30 days) diclofenac sodium 1 MO
film 12-3 mg oral
buprenorphine- 1 MO; QL dicl.ofenac sodium 1 MO; QL
naloxone sublingual (360 per 30 topical drops (300 per 28
film 2-0.5 mg days) days)
buprenorphine- 1 MO; QL (90 dicl.of enac sqdium 1 MO; QL
naloxone sublingual per 30 days) topical solution in (224 per 28
film 4-1 mg, 8-2 mg metered-dose pump days)
buprenorphine- 1 MO; QL di‘flof enac- 1 MO
naloxone sublingual (360 per 30 misoprostol
tablet 2-0.5 mg days) diflunisal 1 MO
buprenorphine- 1 MO; QL (90 DUEXIS 3 M
naloxone sublingual per 30 days)
tablet 8-2 mg ec-naproxen 1 M
butorphanol nasal 1 MO; QL (10 etodolac L MO
per 28 days) FELDENE ORAL 3 MO; M
CAMBIA 3 ST; MO; QL CAPSULE 10 MG
(9 per 30 fenoprofen oral 1 MO; M
days) capsule 400 mg
cataflam 1 M fenoprofen oral 1
CELEBREX 3 MO tablet
; FLECTOR 3 PA;MO;
celecoxib 1 MO QL (60 per
CONZIP 3 PA; MO; 30 days)
3?({4 d(a305§) o flurbiprofen oral 1 MO
Y tablet 100 mg
DAYPRO . ST, MO ibu oral tablet 400 1 MO; M
mg
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ibu oral tablet 600 1 MO nabumetone 1 MO
mg, 800 mg NALFON ORAL 3 MO;M
ibuprofen oral 1 MO CAPSULE 400 MG
suspenston NALFON ORAL 3 ST; MO
ibuprofen oral tablet 1 MO TABLET
400 mg, 800 mg naloxone injection 1 MO
ibuprofen oral tablet 1 solution
600 mg naloxone injection 1 MO
ibuprofen-famotidine 1 MO syringe
INDOCIN ORAL 3 MO; M naloxone nasal 1 MO
INDOCIN RECTAL 3 MO naltrexone 1 MO
indomethacin oral 1 MO; M NAPRELAN CR 3 ST; MO
. . ORAL TABLET
dometh tal 1 MO ’
o p‘;?; to‘;;"; . ga ER MULTIPHASE
24 HR 375 MG, 750
ketoprofen oral 1 MG
le 25 mg, 50
;‘Z’ SUe <3 e, NAPRELAN CR 3 ST
ORAL TABLET,
ketoprofen oral 1 MO ER MULTIPHASE
capsule,ext rel. 24 HR 500 MG
llets 24 hr 200
petrets <% AT <77 e NAPROSYNORAL 3 ST
KLOXXADO 3 MO SUSPENSION
LICART 3 PA; MO; naproxen oral 1 MO
QL (30 per suspension
30d
ays) naproxen oral tablet 1 MO
LODINE ORAL 3 ST
naproxen oral 1 MO
TABLET
tablet,delayed
lofena 1 MO release (dr/ec) 375
LUCEMYRA 3 PA; MO mg
meclofenamate 1 MO naproxen oral 1 MO; M
) ) tablet,delayed
mefenamic acid 1 MO release (dr/ec) 500
meloxicam oral 1 MO; QL (30 mg
tablet per 30 days) naproxen sodium 1 MO
meloxicam 1 MO; QL (30 oral tablet 275 mg,
submicronized per 30 days) 550 mg
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naproxen sodium 1 MO SUBOXONE 3 MO; QL
oral tablet, er SUBLINGUAL (360 per 30
multiphase 24 hr FILM 2-0.5 MG days)
naproxen- 1 MO SUBOXONE 3 MO; QL (90
esomeprazole SUBLINGUAL per 30 days)
NUCYNTA ER 3 PA; MO; E(L}M 41 MG, 8-2
QL (60 per
30 days) sulindac 1 MO
NUCYNTA ORAL 3 MO; QL TOLECTIN 600 3 ST
TABLET 100 MG filag ls)per 30 tolmetin oral capsule 1 MO
y
tolmeti [ tablet 1 M
NUCYNTA ORAL 3 MO;QL ;027;;" orartanie
TABLET 50 MG (362 per 30
days) TRAMADOL 3 PA; MO;
_ ORAL QL (30 per
NUCYNTA ORAL 3 MO; QL CAPSULE.ER 30 days)
TABLET 75 MG (242 per 30 BIPHASE 24 HR
days) 17-83
OPVEE . TRAMADOL 3 PA;MO;
oxaprozin oral tablet 1 MO ORAL QL (30 per
PENNSAID 3 ST; QL (224 SII?)I;ISBSLI?;RHR 30 days)
TOPICAL per 28 days) 25.75 100 MG. 200
SOLUTION IN . >
METERED-DOSE MG
PUMP TRAMADOL 3 MO; QL
piroxicam 1 MO ORAL SOLUTION fi2a4(:;) per 30
y
QDOLO 3 QL (2400 TRAMADOL 3 MO; QL
30d ’
per 30 days) ORAL TABLET (120 per 30
RELAFEN 3 ST; MO; M 100 MG, 25 MG days)
RELAFEN DS 3 ST; MO tramadol oral tablet 1 MO; QL
salsalate 1 MO; M 50 mg 51240 per 30
SPRIX 3 ST ays)
tramadol oral tablet 1 PA; MO;
SUBOXONE 3 MO; QL (60 extended release 24 QL (30 per
SUBLINGUAL per 30 days) hr 30 days)
FILM 12-3 MG
tramadol oral tablet, 1 PA; QL (30
er multiphase 24 hr per 30 days)
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tramadol- 1 MO; QL ABILIFY 2 MO; QL
acetaminophen (240 per 30 ASIMTUFII (3.2 per 56
days) INTRAMUSCULA days)
. R
VIMOVO ST; MO SUSPENSION,EXT
VIVITROL 2 MO ENDED REL
VIVLODEX ST; MO; M; SYRING 960
QL (30 per MG/3.2 ML
30 days) ABILIFY 2 MO:; QL (1
ZIMHI 3 MAINTENA per 28 days)
ZIPSOR 3 ST; MO ABILIFY MYCITE 3 PA; M; QL
MAINTENANCE (30 per 30
ZORVOLEX 3 M KIT ORAL days)
ZUBSOLV 2 MO; QL (30 TABLET WITH
SUBLINGUAL per 30 days) SENSOR AND
TABLET 0.7-0.18 STRIP 10 MG
MG, 1.4-0.36 MG, ABILIFY MYCITE 3 PA;QL(30
11.4-2.9 MG, 2.9- MAINTENANCE per 30 days)
0.71 MG, 5.7-1.4 KIT ORAL
MG TABLET WITH
ZUBSOLV 2 MO; QL (60 SENSOR AND
SUBLINGUAL per 30 days) STRIP 15 MG, 2
TABLET 8.6-2.1 MG, 20 MG, 30
MG MG, 5 MG
PSYCHOTHERA ABILIFY MYCITE 3 PA; QL (30
PEUTIC DRUGS STARTER KIT per 30 days)
ORAL TABLET
ABILIFY 2 MO; QL WITH SENSOR,
ASIMTUFII (2.4 per 56 STRIP, POD 10 MG
INTRAMUSCULA days)
R ABILIFY ORAL 3 QL (30 per
SUSPENSION,.EXT TABLET 10 MG, 15 30 days)
ENDED REL MG, 30 MG, 5 MG
SYRING 720 ABILIFY ORAL 3 MO; QL (30
MG/2.4 ML TABLET 2 MG, 20 per 30 days)
MG
ADDERALL ORAL 3 MO; M

TABLET 10 MG,
12.5 MG, 15 MG, 30
MG
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ADDERALL ORAL 3 MO ARISTADA 2 MO; QL
TABLET 20 MG, 5 INTRAMUSCULA (1.6 per 28
MG, 7.5 MG R days)
ADDERALL XR 3 ST;MO SUSPENSION,EXT
ENDED REL
ADZENYS XR- 3 ST; MO SYRING 441
ODT MG/1.6 ML
AMBIEN 3 MO; QL (30 ARISTADA 2 MO; QL
per 30 days) INTRAMUSCULA (2.4 per 28
AMBIEN CR 3 MO; QL (30 R days)
per 30 days) SUSPENSION,EXT
T ENDED REL
amitriptyline 1 MO SYRING 662
amitriptyline- MO; M MG/2.4 ML
chlordiazepoxide ARISTADA 9 MO; QL
amoxapine 1 MO INTRAMUSCULA (3.2 per 28
X _ R days)
het Ifat 1 PA; MO
amphetamine sulfate : SUSPENSION,EXT
ANAFRANIL 3 MO ENDED REL
APLENZIN 3 MO;QL (30 SYRING 882
per 30 days) MG/3.2 ML
APTENSIO XR 3 ST; MO armodafinil 1 PA; MO;

L (30
aripiprazole oral 1 MO ?0 d(ays)p “
solution ;

] t 1 MO; QL (60
aripiprazole oral 1 MO; QL (30 asenaprne mateate QL (
per 30 days)
tablet per 30 days)

. p p . ATIVAN ORAL 3 PA; MO;
artpiprazole oral I MO; Q(I; (60 TABLET 0.5 MG, 1 QL (90 per
tablet,disintegrating per 30 days) MG 30 days)
ARISTADA INITIO 2 MO; QL ATIVAN ORAL 3 PA: MO:

34-8 per 365 TABLET 2 MG QL (150 per
ays) 30 days)

Q?FIIS{FZ‘\X/IDIAQ CULA 2 1\;[2’ QL 6 atomoxetine oral 1 MO; QL (60

Uscu (3.9 per 5 capsule 10 mg, 18 per 30 days)
R days) mg, 25 mg, 40 mg
SUSPENSION,EXT
ENDED REL atomoxetine oral 1 MO; QL (30
SYRING 1,064 capsule 100 mg, 60 per 30 days)
MG/3.9 ML mg, 80 mg
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Drug Name Drug Requireme Drug Name Drug Requireme
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AUVELITY 3 ST; MO; QL clonidine hcl oral 1 MO

(60 per 30 tablet extended

days) release 12 hr
AZSTARYS 3 ST; MO clorazepate 1 PA; MO;
BELSOMRA 3 PA: MO: dipotassium oral QL (180 per

QL’ (30 p’ or tablet 15 mg 30 days)

30 days) clorazepate 1 PA; MO;
bupropion hel oral 1 MO dipotassium oral QL (90 per
tablet tablet 3.75 mg 30 days)
bupropion hcl oral 1 MO; QL (90 c{orazep gte 1 PA; MO;
tablet extended per 30 days) dipotassium oral QL (360 per
release 24 hr 150 mg tablet 7.5 mg 30 days)
bupropion hcl oral 1 MO; QL (30 clozapine 1
tablet extended per 30 days) CLOZARIL 3
release 24 hr 300 mg CONCERTA 3 ST: MO
ORAL TABLET per 30 days) ODT
EXTENDED
RELEASE 24 HR CYMBALTA 3 MO; QL (60
450 MG per 30 days)
bupropion hcl oral 1 MO:; QL (60 DAYTRANA 3 ST; MO
tablet sustained- per 30 days) DAYVIGO 3 PA; MO:;
release 12 hr QL (30 per
buspirone 1 MO 30 days)
CAPLYTA 3 MO; QL (30 desipramine 1 MO

per 30 days) DESVENLAFAXIN 3 MO; QL
CELEXA ORAL 3 MO:; QL (30 E ORAL TABLET (120 per 30
TABLET per 30 days) EXTENDED days)

il X p RELEASE 24 HR
chlorpromazine ora 1 MO 100 MG
Cgffoil;AMLE 3 MO Q(% (30 DESVENLAFAXIN 3 MO; QL (30
ORAL CAPSU per 30 days) E ORAL TABLET per 30 days)
citalopram oral 1 MO EXTENDED
solution RELEASE 24 HR
citalopram oral 1 MO; QL (30 50 MG
tablet per 30 days) desvenlafaxine 1 MO; QL (30
clomipramine 1 MO succinate per 30 days)
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Drug Name Drug Requireme Drug Name Drug Requireme
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DEXEDRINE 3 ST; MO doxepin oral tablet 1 MO; QL (30
SPANSULE ORAL per 30 days)
CAPSULE, DRIZALMA ORAL 3 MO; M; QL
%Egig}f?o MG CAPSULE, (60 per 30
DELAYED REL days)
DEXEDRINE 3 ST; MO; M SPRINKLE 20 MG,
SPANSULE ORAL 30 MG, 60 MG
SQ%SEEIL)EE’D DRIZALMA ORAL 3 MO; M; QL
RELEASE 15 MG CAPSULE, (90 per 30
> DELAYED REL days)
dexmethylphenidate 1 MO SPRINKLE 40 MG
dextroamphetamine 1 MO duloxetine oral 1 MO; QL (60
sulfate oral capsule, capsule,delayed per 30 days)
extended release release(dr/ec) 20
dextroamphetamine 1 MO mg, 30 mg, 60 mg
sulfate oral solution duloxetine oral 1 MO; QL (90
dextroamphetamine 1 MO Caf sule,;z’e/lay e;l 0 per 30 days)
sulfate oral tablet 10 release(dr/ec) 40 mg
mg, 15 mg, 20 mg, DYANAVEL XR 3 ST; MO
30 mg, 5 mg EFFEXOR XR 3 MO:;M: QL
dextroamphetamine 1 M ORAL (30 per 30
sulfate oral tablet CAPSULE,EXTEN days)
2.5mg, 7.5 mg DED RELEASE
dextroamphetamine- 1 MO 24HR 150 MG
amphetamine EFFEXOR XR 3 MO; QL (30
diazepam intensol 1 PA; MO; ORAL per 30 days)
QL (240 per CAPSULE,EXTEN
30 days) DED RELEASE
24HR 37.5 MG
diazepam oral 1 PA; MO; _
solution 5 mg/5 ml QL (1200 ]CE)I;TSOR XR 3 Ilz/érog(())g;a(gs())
1 mg/ml 30d Y
(I mg/mi) per 30 days) CAPSULE,EXTEN
diazepam oral tablet 1 PA; MO; DED RELEASE
QL (120 per 24HR 75 MG
30d
ays) EMSAM 2 MO
doxepin oral capsule 1 MO )
ergoloid 1
d ] / 1 MO
A escitalopram oxalate 1 MO

concentrate

oral solution
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escitalopram oxalate MO; QL (30 fluoxetine oral tablet 1 MO; QL
oral tablet per 30 days) 10 mg (240 per 30
eszopiclone MO; QL (30 days)
per 30 days) fluoxetine oral tablet 1 MO; QL
EVEKEO PA: MO 20 mg 51120)per 30
ays
EVEKEO ODT MO; M
’ Sfluoxetine oral tablet 1 MO; QL (30
FANAPT ORAL ST; MO; QL 60 mg per 30 days)
TABLET 60 per 30
Ei bet fluphenazine 1 MO
ays) i
ecanoate
FANAPT ORAL ST; MO; QL )
TABLETS,DOSE (8 per 180 fluphenazine hcl 1 MO
PACK days) fluvoxamine oral 1 MO; QL (60
FETZIMA ORAL MO: QL (28 cafasule, ex;lended per 30 days)
CAPSULE,EXT per 180 release 24hr
REL 24HR DOSE days) fluvoxamine oral 1 MO; QL (90
PACK 20 MG (2)- tablet 100 mg per 30 days)
40 MG (26) fluvoxamine oral 1 MO; QL (30
FETZIMA ORAL MO; QL (30 tablet 25 mg per 30 days)
gﬁg?gﬁ?&%ﬁ per 30 days) fluvoxamine oral 1 MO; QL (60
HR tablet 50 mg per 30 days)
FOCALIN 3 MO
fluoxetine (pmdd) QL (240 per
oral tablet 10 mg 30 days) FOCALIN XR 3 ST; MO
fluoxetine (pmdd) QL (120 per FORFIVO XL 3 MO; QL (30
oral tablet 20 mg 30 days) per 30 days)
fluoxetine oral MO; QL (30 GEODON 3 MO
capsule 10 mg per 30 days) INTRAMUSCULA
R
fluoxetine oral MO; QL (90
capsule 20 mg per 30 days) GEODON ORAL 3 MO; QL (60
30d
fluoxetine oral MO; QL (60 : pet ays)
capsule 40 mg per 30 days) guanfacine oral 1 MO; M
tablet extended
fluoxetine oral MO; QL (4 ri lefzsj);jnhre

capsule,delayed
release(dr/ec)

per 28 days)

fluoxetine oral
solution

MO; M

The drug list includes all possible restrictions and limitations. The requirements and limits may

change throughout the year. You can find information on what the symbols and abbreviations on this table
mean by going to page viii. To confirm your plan’s specific coverage, contact Customer Service at (866) 264-
4676 or visit us on the Web at HSMedicareRx.com.

This drug list was updated in August 2024.
50



Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
HALDOL 3 MO INVEGA 2 MO; QL
DECANOATE HAFYERA (3.5 per 180
INTRAMUSCULA INTRAMUSCULA days)
R SOLUTION 100 R SYRINGE 1,092
MG/ML MG/3.5 ML
HALDOL 3 MO; M INVEGA 2 MO; QL (5
DECANOATE HAFYERA per 180
INTRAMUSCULA INTRAMUSCULA days)
R SOLUTION 50 R SYRINGE 1,560
MG/ML MG/5 ML
haloperidol 1 MO INVEGA ORAL 3 MO; QL (30
haloperidol 1 TABLET per 30 days)
decanoate EXTENDED
: RELEASE 24HR 3
intramuscular
solution 100 mg/ml MG, 9 MG
(1 ml) INVEGA ORAL 3 MO; QL (60
haloperidol 1 MO TABLET per 30 days)
decanoate EXTENDED
: RELEASE 24HR 6
intramuscular
solution 100 mg/ml, MG
50 mg/ml, 50 INVEGA 2 MO; QL
mg/ml(1ml) SUSTENNA (0.75 per 28
. INTRAMUSCULA days
}'za'lop'erldol lactate 1 MO R SYRINGE 117 ys)
injection
: MG/0.75 ML
g;zclsperldol lactate 1 MO INVEGA 5 MO: QL (1
SUSTENNA per 28 days)
HETLIOZ 3 PA; MO; INTRAMUSCULA
QL (30 per R SYRINGE 156
30 days) MG/ML
HETLIOZ LQ 3 PA; MO; INVEGA 2 MO; QL
QL (158 per SUSTENNA (1.5 per 28
30 days) INTRAMUSCULA days)
imipramine hcl 1 MO R SYRINGE 234
. : MG/1.5 ML
imipramine pamoate 1 MO
. INVEGA 2 MO; QL
INTUNIV ER 20 MO; M SUSTENNA (0.25 per 28
INTRAMUSCULA days)
R SYRINGE 39
MG/0.25 ML
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INVEGA 2 MO; QL lorazepam intensol 1 PA; QL
SUSTENNA (0.5 per 28 (150 per 30
INTRAMUSCULA days) days)
&E%I{SIIE/EE 78 lorazepam oral 1 PA; MO;

: tablet 0.5 mg, 1 mg QL (90 per
INVEGA TRINZA 2 MO; QL 30 days)
INTRAMUSCULA (0.88 per 90 lorazepam oral 1 PA: MO:

R SYRINGE 273 days) tablet 2 mg QL (150 per
MG/0.88 ML 30 days)
INTRAMUSCULA (1.32 per 90 ORAL QL’ 30 p’ or
R S%RIE‘IGE 410 days) CAPSULE,EXTEN 30 days)
MG/1.32 ML DED RELEASE
INVEGA TRINZA 2 MO; QL 24HR 1 MG, 1.5
INTRAMUSCULA (1.75 per 90 MG
R SYRINGE 546 days) LOREEV XR 3 PA: MO:
MG/1.75 ML ORAL QL (150 per
INVEGA TRINZA 2 MO;QL CAPSULE,EXTEN 30 days)
INTRAMUSCULA (2.63 per 90 DED RELEASE
R SYRINGE 819 days) 24HR 2 MG
MG72.63 ML LOREEV XR 3 PA; MO;
JORNAY PM 3 ST; MO ORAL QL (90 per
KAPVAY N 1 CAPSULE,EXTEN 30 days)
DED RELEASE
LATUDA ORAL 3 MO; QL (30 24HR 3 MG
TABLET 120 MG, per 30 days) p ) nat : MO
20 MG, 40 MG, 60 oxapine succinate
MG LUMRYZ 3 PA; MO;
LATUDA ORAL 3 MO; QL (60 %L (1(30 per
TABLET 80 MG per 30 days) ays)
] 1 MO; QL
LEXAPRO ORAL 3 MO: QL (30 ﬁ”g‘l’S;d]"Znoe Omlz , ?;(‘)3 ! (3‘))
TABLET per 30 days) avbtet 1=U.ms, pe ays
i o | MO mg, 40 mg, 60 mg
l_S .examfe amime lurasidone oral 1 MO; QL (60
lithium carbonate 1 MO tablet 80 mg per 30 days)
lithium citrate 1 LYBALVI 3 ST; MO; QL
LITHOBID 3 MO (30 per 30
days)
MARPLAN 3 MO
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METADATE CD 3 ST METHYLPHENID 3 ST; MO
methamphetamine 1 PA; MO ATE HCL ORAL
TABLET
METHYLIN ORAL 3 MO EXTENDED
SOLUTION RELEASE 24HR 45
methylphenidate 1 MO MG, 63 MG, 72 MG
methylphenidate hcl 1 MO methylphenidate hcl 1 MO
oral cap,er oral tablet,chewable
sprinkle,biphasic 40- mirtazapine 1 MO
60
modafinil oral tablet 1 PA; MO;
methylphenidate hcl 1 MO 100 mg QL (30 per
oral capsule, er 30 days)
biphasic 30-70
iprasie modafinil oral tablet 1 PA; MO;
methylphenidate hcl 1 MO 200 mg QL (60 per
oral capsule,er 30 days)
biphasic 50-50 )
molindone oral 1
methylphenidate hcl 1 MO tablet 10 mg, 25 mg
oral solution )
: molindone oral 1 MO
metlhi/l;;?etmdate hel 1 MO tablet 5 mg
oraz e MYDAYIS 3 ST;MO
methylphenidate hcl 1 MO
oral tablet extended NARDIL ¢ MO
release nefazodone 1 MO
methylphenidate hcl 1 NORPRAMIN 3
oral tablet extended ORAL TABLET 10
release 24hr 18 mg MG, 25 MG
(bx rating), 27 mg rintvli 1 MO
(bx rating), 36 mg noririptyline
(bx rating) QL (30 per
30d
methylphenidate hcl 1 MO ays)
oral tablet extended NUVIGIL 3 PA; MO;
release 24hr 18 mg, QL (30 per
27 mg, 36 mg, 54 mg 30 days)
olanzapine 1 MO
intramuscular
olanzapine oral 1 MO; QL (30
per 30 days)

The drug list includes all possible restrictions and limitations. The requirements and limits may

change throughout the year. You can find information on what the symbols and abbreviations on this table
mean by going to page viii. To confirm your plan’s specific coverage, contact Customer Service at (866) 264-

4676 or visit us on the Web at HSMedicareRx.com.

This drug list was updated in August 2024.

53




Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits

olanzapine- 1 MO PERSERIS 3 ST; MO; QL
fluoxetine (1 per 30
paliperidone oral 1 MO; QL (30 days)
tablet extended per 30 days) phenelzine 1 MO
release 24hr 1.5 mg, pimozide 1 MO
3 mg, 9 mg

PRISTI 3 MO; QL (30
paliperidone oral 1 MO; QL (60 Q per _;,(()2 dagls)
tablet extended per 30 days)
release 24hr 6 mg procentra 1 MO
PAMELOR 3 MO protriptyline 1 MO
PARNATE 3 MO PROVIGIL ORAL 3 PA; MO;

TABLET 100 MG L (30
paroxetine hcl oral 1 MO (320 d(aysi)elr
suspension

PROVIGIL ORAL 3 PA; MO;
paroxetine hcl oral 1 MO; QL (30 TABLET 200 MG QL (60 per
tablet 10 mg, 20 mg, per 30 days) 30 days)
40 mg

X PROZAC ORAL 3 MO; QL (30
paroxetine hcl oral 1 MO; QL (60 CAPSULE 10 MG per 30 days)
tablet 30 mg per 30 days)

X PROZAC ORAL 3 MO; QL (90
paroxetine hcl oral 1 MO; QL (60 CAPSULE 20 MG per 30 days)
tablet extended per 30 days)
release 24 hr PROZAC ORAL 3 MO; QL (60

CAPSULE 40 MG 30d
paroxetine 1 MO; QL (30 pet ays)
mesylate(menop.sym per 30 days) QELBREE ORAL 3 ST; MO; QL
) CAPSULE,EXTEN (30 per 30

DED RELEASE days)

per 30 days) MG ’
IS’A?}{E OS%L 3 M QELBREE ORAL 3 ST;MO; QL

USPENSION CAPSULE,EXTEN (60 per 30

PAXIL ORAL 3 MO; QL (30 DED RELEASE days)
TABLET 10 MG, 20 per 30 days) 24HR 200 MG
MG, 40 MG quetiapine oral 1 MO; QL (90
PAXIL ORAL 3 MO; QL (60 tablet 100 mg, 200 per 30 days)
TABLET 30 MG per 30 days) mg, 25 mg, 50 mg
perphenazine 1 MO QUETIAPINE 3 MO; QL (90
perphenazine- 1 MO; M ?S%AI\I/EC;FABLET per 30 days)
amitriptyline
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Tier  nts/Limits Tier  nts/Limits
quetiapine oral 1 MO; QL (60 REMERON 3 MO
tablet 300 mg, 400 per 30 days) SOLTAB
mg REXULTI ORAL 3 MO; QL (30
quetiapine oral 1 MO; QL (30 TABLET per 30 days)
tablet extended per 30 days) RISPERDAL 3 MO:; QL (2
release 24 hr 150 CONSTA per 28 days)
mg, 200 mg
RISPERDAL ORAL 3 MO
quetiapine oral 1 MO; QL (60 SOLUTION
tablet extended per 30 days)
release 24 hr 300 RISPERDAL ORAL 3 MO; QL (60
mg, 400 mg, 50 mg TABLET 0.5 MG, 1 per 30 days)
MG, 2 MG, 3 MG
QUILLICHEW ER 3 ST; MO
RISPERDAL ORAL 3 MO; QL
QUILLIVANT XR 3 ST; MO TABLET 4 MG (120 per 30
QUVIVIQ 3 PA; MO; days)
?54(1(30 per risperidone 1 MO; QL (2
ays) microspheres per 28 days)
ramelteon 1 MO; QL (30 risperidone oral 1 MO
per 30 days) solution
EEI];I;?];?I(H ORAL 3 ST, M risperidone oral 1 MO; QL (60
tablet 0.25 mg, 0.5 30d
EXTENDED nfg ; e Zmnfg p per 30 days)
RELEASE 24HR 18 mg’ ' ’
MG, 27 MG, 36
MG, 54 MG risperidone oral 1 MO; QL
tablet 4 120 30
RELEXXII ORAL 3 ST:MO apletsms Ela S)per
TABLET i
EXTENDED risperidone oral 1 MO; QL (60
RELEASE 24HR 45 tablet, disintegrating per 30 days)
MG, 63 MG 0.25 mg, 0.5 mg, 1
2 3
RELEXXII ORAL 3 ST;MO;M e, < M& T ME
TABLET risperidone oral 1 MO; QL
EXTENDED tablet,disintegrating (120 per 30
RELEASE 24HR 72 4 mg days)
MG RITALIN 3 MO
REMERON ORAL 3 MO RITALIN LA 3 ST; MO
TABLET 15 MG, 30
MG ROZEREM 3 MO; QL (30
per 30 days)
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SAPHRIS 3 MO:; QL (60 SPRAVATO 3 PA; MO; M
per 30 days) NASAL
SECUADO 3 MO;QL (30 SPRAY,NON-
per 30 days) AEROSOL 56 MG
(28 MG X 2), 84
SEROQUEL ORAL 3 MO; QL (90 MG (28 MG X 3)
TABLET 100 MG 30d
500 MG, 25 MG, 20 per 30 days) STRATTERA 3 ST;MO; QL
MG ’ ’ ORAL CAPSULE (60 per 30
10 MG, 18 MG, 25 days)
SEROQUEL ORAL 3 MO:; QL (60 MG, 40 MG
TABLET 300 MG, 30d
400 MG per 30 days) STRATTERA 3 ST:MO: QL
ORAL CAPSULE (30 per 30
SEROQUEL XR 3 MO; QL (30 100 MG, 60 MG, 80 days)
ORAL TABLET per 30 days) MG
EXTENDED
RELEASE 24 HR SUNOSI 3 PA; MO;
150 MG, 200 MG QL (30 per
30 days)
SEROQUEL XR 3 MO; QL (60
ORAL TABLET per 30 days) SYMBYAX ORAL 2
EXTENDED CAPSULE 3-25 MG
RELEASE 24 HR SYMBYAX ORAL 3 MO
300 MG, 400 MG, CAPSULE 6-25 MG
S0 MG tasimelteon 1 PA; MO;
SERTRALINE 3 MO; QL (30 QL (30 per
ORAL CAPSULE per 30 days) 30 days)
sertraline oral 1 MO thioridazine 1 MO
concentrate thiothixene 1 MO
sertraline oral tablet 1 MO; QL (60 .
’ tranyl 1 MO
100 mg, 50 mg per 30 days) ranycypromine
trazod 1 MO
sertraline oral tablet 1 MO; QL (30 rc'zzo one :
25 mg per 30 days) trifluoperazine 1 MO
SILENOR 3 MO:; QL (30 trimipramine 1 MO
per 30 days) TRINTELLIX 2 MO; QL (30
SODIUM 3 PA; LA; QL per 30 days)
OXYBATE (540 per 30
(PREFERRED days)
NDCS STARTING
WITH 00054)
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UZEDY 2 MO; QL UZEDY MO; QL
SUBCUTANEOUS (0.28 per 28 SUBCUTANEOUS (0.21 per 28
SUSPENSION,EXT days) SUSPENSION,EXT days)
ENDED REL ENDED REL
SYRING 100 SYRING 75
MG/0.28 ML MG/0.21 ML
UZEDY 2 MO;QL VENLAFAXINE MO; QL (30
SUBCUTANEOUS (0.35 per 28 BESYLATE per 30 days)
EII\JI%I;E%\I;{EOLN’EXT days) venlafaxine oral MO; M; QL
SYRING 125 capsule,extended (30 per 30
0.3 release 24hr 150 mg, days)
MG/0.35 ML 37.5 mg
UZEDY 2 MO; QL venlafaxine oral MO; M; QL
SUBCUTANEOUS (0.42 per 56
SUSPENSION.EXT days) capsule,extended (90 per 30
5 ays 2 7
ENDED REL release 24hr 75 mg days)
SYRING 150 venlafaxine oral MO; QL (90
MG/0.42 ML tablet per 30 days)
UZEDY 2 MO; QL venlafaxine oral MO; QL (30
SUBCUTANEOUS (0.56 per 56 tablet extended per 30 days)
SUSPENSION,EXT days) release 24hr
ENDED REL VERSACLOZ
SYRING 200
MG/0.56 ML VIIBRYD ORAL MO; QL (30
: TABLET per 30 days)
UZEDY 2 MO;QL : _
SUBCUTANEOUS (0.7 per 56 vilazodone Moé(?g; (30
SUSPENSION,EXT days) per 30 days)
ENDED REL VRAYLAR ORAL MO; QL (30
SYRING 250 CAPSULE per 30 days)
MG/0.7 ML VYVANSE ST; MO
UZEDY 2 MO; QL
’ WAKIX PA; MO;
SUBCUTANEOUS (0.14 per 28 LA QL ’(60
SUSPENSION,EXT days) pe r’30 days)
ENDED REL
SYRING 50 WELLBUTRIN SR MO; QL (60
MG/0.14 ML per 30 days)
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Drug Name Drug Requireme Drug Name Drug Requireme
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WELLBUTRIN XL 3 MO; QL (90 zolpidem oral tablet 1 MO; QL (30
ORAL TABLET per 30 days) per 30 days)
g’gggigg; R zolpidem oral I MO;QL (30
150 MG tablet,ext release per 30 days)
multiphase
WELLBUTRIN XL 3 MO; QL (30 ZURZUVAE ORAL 3 PA: MO:
ORAL TABLET per 30 days) CAPSULE 20 MG, QL (28 per
EXTENDED 25 MG 365 days)
RELEASE 24 HR
300 MG ZURZUVAE ORAL 3 PA; MO;
CAPSULE 30 MG L (14
XELSTRYM 3 ST;MO ?65 (dayls)e '
XYREM 3 PA; LA; QL ZYPREXA 3 MO
(540 per 30 INTRAMUSCULA
days) R
XYWAV 3 PASLA;QL ZYPREXA ORAL 3 MO; QL (30
(540 per 30 per 30 days)
days)

_ ZYPREXA 3 MO;QL(2
zaleplon oral 1 MO; QL (60 RELPREVV per 28 days)
capsule 10 mg per 30 days) INTRAMUSCULA
zaleplon oral 1 MO; QL (30 R SUSPENSION
capsule 5 mg per 30 days) FOR
zenzedi oral tablet 1 MO R%?gi%ITUTIO
10 mg, 5 mg N
ZENZEDI ORAL 3 MO ZYPREXA 3> MOM; QL
TABLET 15 MG RELPREVV (2 per 28
5 5 MG. 20 MG, 30 INTRAMUSCULA days)

MG. 7 5’ MG ’ R SUSPENSION
- FOR
ziprasidone hcl 1 MO; QL (60 RECONSTITUTIO
per 30 days) N 300 MG
ziprasidone mesylate 1 MO 7ZYPREXA 3 MO; M; QL
ZOLOFT ORAL 3 MO RELPREVV (1 per 28
CONCENTRATE INTRAMUSCULA days)
R SUSPENSION
ZOLOFT ORAL 3 MO; QL (60 FOR
TABLET 100 MG, per 30 days) RECONSTITUTIO
>0 MG N 405 MG
ZOLOFT ORAL 3 MO;QL(@30 ZYPREXA ZYDIS 3 MO;QL (30
TABLET 25 MG per 30 days) per 30 days)

The drug list includes all possible restrictions and limitations. The requirements and limits may

change throughout the year. You can find information on what the symbols and abbreviations on this table
mean by going to page viii. To confirm your plan’s specific coverage, contact Customer Service at (866) 264-
4676 or visit us on the Web at HSMedicareRx.com.

This drug list was updated in August 2024.
58



Drug Name Drug Requireme Drug Name Drug Requireme
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CARDIOVASC quinidine sulfate 1 MO
ULAR oral tablet
9

HYPERTENSI RYTHMOL SR 3

ON / LIPIDS sorine oral tablet 1 M

ANTIA YTH 120 mg, 240 mg, 80
mg

MIC AGENTS sorine oral tablet 1 MO; M

amiodarone oral 1 MO 160 mg

Zglet 100 mg, 200 sotalol af )

amiodarone oral 1 sotalol oral 1 MO

tablet 400 mg SOTYLIZE 3 MO

BETAPACE AF 3 MO TIKOSYN 3 MO

BETAPACE ORAL 3 MO; M ANTIHYPERTE

TABLET 120 MG, NSIVE

160 MG, 80 MG THERAPY

disopyramide 1 MO; M ACCUPRIL 3 MO; M

phosphate oral

capsule ACCURETIC 3 MO; M
ORAL TABLET 10-

dofetilide 1 MO 12.5 MG, 20-12.5

flecainide 1 MO MG

mexiletine 1 MO acebutolol 1 MO

MULTAQ 2 MO ALDACTAZIDE 3 M
ORAL TABLET 50-

NORPACE CR 3 MO; M 50 MG

ISSII};‘?LCEE 1%%?/%(} S MO; M ALDACTONE 3 MO

liski 1 M

NORPACE ORAL 3 M attstaren ©

CAPSULE 150 MG ALTACE ORAL 3 MO
CAPSULE 1.25

pacerone oral tablet 1 MO MG. 10 MG. 2.5

;ng mg, 200 mg, 400 MG
ALTACE ORAL 3

propafenone 1 MO CAPSULE 5 MG

g;tél;idine gluconate 1 MO amiloride 1 MO
amiloride- 1 MO
hydrochlorothiazide
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Drug Name Drug Requireme Drug Name Drug Requireme
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amlodipine 1 MO BYSTOLIC ORAL 3 MO
amlodipine- 1 MO ;(‘)A‘I]S’/IIE}ET i/‘ISGMG’
benazepril =
amlodipine- 1 MO gi]gJé]IE\ITSR ORAL 3 M
olmesartan
EXTENDED
amlodipine- 1 MO RELEASE 240 MG
valsartan
candesartan 1 MO
amlodipine- 1 MO
valsartan-hcthiazid candesartan- o 1 MO
hydrochlorothiazid
ATACAND 3 ST; MO
captopril 1 MO
ATACAND HCT 3 ST; MO .
captopril- 1 M
atenolol 1 MO hydrochlorothiazide
atenolol- I MO CARDIZEM CD 3 MO
hlorthalid
cHortatidone CARDIZEM LA 3 MO
AVALIDE 3 ST; MO
CARDIZEM ORAL 3 MO
AVAPRO 3 ST; MO TABLET 120 MG,
AZOR 3 ST; MO 30 MG, 60 MG
benazepril 1 MO CARDURA ORAL 3 MO; QL (30
) TABLET 1 MG, 2 per 30 days)
benazepril- 1 MO
. MG, 4 MG
hydrochlorothiazide
. CARDURA ORAL 3 MO; QL (60
BENICAR ca 51 MO TABLET 8 MG per 30 days)
BENICAR HCT 3 ST MO CARDURA XL 3 MO;QL (30
betaxolol oral 1 MO per 30 days)
BIDIL 3 MO; QL CAROSPIR 3 MO
Ell 80)p er 30 cartia xt 1 MO
ays
dilol 1 MO
bisoprolol fumarate 1 MO carvedrto
dilol phosphat 1 MO
bisoprolol- 1 MO carvedrio: prosphare
hydrochlorothiazide chlorthalidone oral 1 MO
tablet 25 mg, 50
bumetanide 1 MO i ed ne, U ME
idi 1 MO; QL (4
BYSTOLIC ORAL 3 clomane : QL (

TABLET 10 MG

per 28 days)

clonidine hcl oral
tablet

MO
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CLONIDINE HCL 3 MO diltiazem hcl oral 1 MO
ORAL TABLET tablet extended
EXTENDED release 24 hr
RELEASE 24 HR dilt-xr | MO
CONJUPRI E M DIOVAN 3 ST;MO
COREG 3 MoOM DIOVAN HCT 3 ST;MO
COREG CR 3 MO; M DIURIL 3 MO
COZAAR 3 ST; MO doxazosin oral tablet 1 MO; QL (30
DEMSER 3 PA; MO 1 mg, 2 mg, 4 mg per 30 days)
DIBENZYLINE 3 PA; MO doxazosin oral tablet 1 MO; QL (60
diltiazem hcl oral 1 MO; M § mg per 30 days)
capsule,ext.rel 24h DYRENIUM 3 MO
degradable EDARBI 2 MO
diltiazem hcl oral 1 MO EDARBYCLOR 9 MO
capsule,extended
release 12 hr EDECRIN 3 MO
diltiazem hcl oral 1 MO; M enalapril maleate 1 MO; M
capsule,extended oral solution
release 24 hr 120 enalapril maleate 1 MO
mg, 180 mg, 240 mg, oral tablet
300

e enalapril- 1 MO; M
diltiazem hcl Oral 1 MO hydrochlorothiazide
capsule,extended oral tablet 10-25 mg
release 24 hr 360 lapril ) MO

420 enalapril-

s ne hydrochlorothiazide
diltiazem hcl oral 1 oral tablet 5-12.5 mg
capsule,extended EPANED MO: M
release 24hr 120 mg N 3 0;
diltiazem hcl oral 1 MO eplerenone 1 MO
capsule,extended epoprostenol B/D PA;
release 24hr 180 mg, MO; M
240 mg, 300 mg ethacrynic acid 1 MO
diltiazem hcl oral 1 MO; M EXFORGE 3 ST: MO
capsule,extended
release 24hr 360 mg EXFORGE HCT 3 ST; MO
diltiazem hcl oral 1 MO Jelodipine 1 MO

tablet
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FLOLAN 3 B/D PA; KERENDIA 2 PA; QL (30
MO; M per 30 days)
fosinopril 1 MO labetalol oral 1 MO
fosinopril- 1 MO LASIX ORAL 3 MO
hydrochlorothiazide TABLET 20 MG, 40
FUROSCIX 3 ST MG
S LASIX ORAL 3
furos?mlde injection 1 MO TABLET 80 MG
solution
furosemide oral 1 MO LEVAMLODIPINE 3 M
solution 10 mg/ml, lisinopril 1 MO
40 ;ng}/ Smi (8 lisinopril- 1 MO
mg/mi) hydrochlorothiazide
furosemide oral 1 MO LOPRESSOR 3 MO
guanfacine oral 1 MO; M losartan 1 MO
tablet
X losartan- 1 MO
hydralazine oral 1 MO hydrochlorothiazide
hydrochlorothiazide 1 MO LOTENSIN HCT 3 M
HYZAAR 3 ST; MO ORAL TABLET 10-
indapamide 1 MO 12.5 MG
INDERAL LA 3 MO LOTENSIN HCT 3 MO; M
ORAL TABLET 20-
INDERAL XL 3 MO; M 12.5 MG, 20-25 MG
INNOPRAN XL 3 MO LOTENSIN ORAL 3
INSPRA 3 MO TABLET 10 MG, 20
X MG, 40 MG
irbesartan 1 MO
LOTREL 3 MO
irbesartan- 1 MO '
hydrochlorothiazide matzim la 1 MO
isosorbide- 1 MO; QL metolazone 1 MO
hydralazine (180 per 30 metoprolol succinate 1 MO
d
: — ays) metoprolol ta- 1 MO
isradipine 1 MO hydrochlorothiaz
KAPSPARGO 3 MO; M metoprolol tartrate 1 MO
SPRINKLE oral
KATERZIA 3 MO metyrosine 1 PA; MO
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MICARDIS HCT 3 ST; MO olmesartan- 1 MO
TABLET 20 MG, 40 olmesartan- 1 MO
MG hydrochlorothiazide
MICARDIS ORAL 3 M ORENITRAM 3 PA; MO;
TABLET 80 MG MONTH 1 QL (168 per
CAPSULE 2 MG ORENITRAM 3 PA; MO;
) MONTH 2 QL (336 per
MINIPRESS ORAL 3 MO; M
CAPSULE 5 MG ’ TITRATION KT 180 days)
.. ORENITRAM 3 PA; MO;
dil oral 1 MO ’ ’
minoxtdar ord MONTH 3 QL (252 per
moexipril oral tablet 1 TITRATION KT 180 days)
15
ne ORENITRAM 3 PA;MO;
moexipril oral tablet 1 MO ORAL TABLET QL (90 per
7.3 mg EXTENDED 30 days)
nadolol 1 MO RELEASE 0.125
MG, 0.25 MG, 1
nebivolol 1 MO MG, 2.5 MG
NEXICLON XR 2 ORENITRAM 3 PA; MO;
nicardipine oral 1 MO ORAL TABLET QL (720 per
e . EXTENDED 30 days)
d [ 1 MO; M
Z;{;fsfl’é”e ord : RELEASE 5 MG
nifedipine oral tablet 1 MO P egind‘op ril 1 MO
extended release eroumine
nifedipine oral tablet 1 MO phenoxybenzamine 1 PA; MO
extended release pindolol 1 MO
24hr prazosin 1 MO
nimodipine S MO PROCARDIA XL 3 MO
nisoldipine 1 MO propranolol oral 1 MO
NORLIQVA 3 MO QBRELIS 3 MO
NORVASC 3 MO quinapril |
NYMALIZE ORAL 3 . .
SYRINGE 60 quinapril- 1 M
MG/10 ML hydrochlorothiazide
ipril 1 MO
olmesartan 1 MO ramipri

The drug list includes all possible restrictions and limitations. The requirements and limits may
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Drug Name Drug Requireme Drug Name Drug Requireme

Tier  nts/Limits Tier  nts/Limits
REMODULIN 3 PA; MO; trandolapril- 1 MO
LA; M verapamil
SOAANZ 3 ST; MO treprostinil sodium 1 PA; MO;
spironolactone 1 MO LA M
spironolacton- 1 MO friamierene 1 MO
hydrochlorothiaz triamterene- 1 MO
SULAR ORAL 3 MO hydrochlorothiazid
TABLET TRIBENZOR 3 ST; MO
%EEEIS)]?I; R UPTRAVI ORAL 2 PA;MO;
NG 34 MG, 8.5 TABLET LA; QL (60
MG ’ o per 30 days)
UPTRAVI ORAL 2 PA;MO;

TEKTURNA S MO TABLETS,DOSE LA; QL
telmisartan 1 MO PACK (200 per 180
telmisartan- 1 MO days)
amlodipine VALSARTAN 3 ST; MO
telmisartan- 1 MO ORAL SOLUTION
hydrochlorothiazid valsartan oral tablet 1 MO
TENORETIC 100 3 MO valsartan- 1 MO
TENORETIC 50 3 MO hydrochlorothiazide
terazosin oral 1 MO; QL (30 VASOTEC 3 MO
capsule 1 mg, 2 mg, per 30 days) veletri 1 B/D PA;
Smg MO; M
terazosin oral 1 MO; QL (60 verapamil oral 1 MO
capsule 10 mg per 30 days) VERELAN 3
THALITONE I MO VERELAN PM 3 MO
fiadylt er [ MO ZESTORETIC 3 MO
TIAZAC MO ZESTRIL 3 MO
timolol maleate oral 1 MO ZIAC ORAL 3 M
TOPROL XL 3 MO TABLET 10-6.25
torsemide oral 1 MO MG

. ZIAC ORAL 3 MO; M
trandolapril 1 MO ’
randotaprt TABLET 2.5-6.25

MG, 5-6.25 MG
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COAGULATION enoxaparin 1 MO; QL
THERAPY subcutaneous (22.4 per 28
. syringe 120 mg/0.8 days)
ALVAIZ 3 PA; MO mi, 80 mg/0.8 ml
ARIXTRA 3 MO enoxaparin 1 MO; QL
aspirin-dipyridamole 1 MO subcutaneous (16.8 per 28
BRILINTA 2 MO syringe 30 mg/0.3 days)
ml, 60 mg/0.6 ml
CABLIVI 2 PA; LA )
INJECTION KIT enoxaparin 1 MO; QL
subcutaneous (11.2 per 28
CEPROTIN (BLUE 2 PA; MO; M syringe 40 mg/0.4 ml days)
BAR
) fondaparinux 1 MO
CEPROTIN 2 PA; MO; M
(GREEN BAR) FRAGMIN 3 MO
SUBCUTANEOUS
cilostazol 1 MO SOLUTION 25,000
clopidogrel oral 1 MO; QL (30 ANTI-XA
tablet 75 mg per 30 days) UNIT/ML
dabigatran etexilate 1 MO; QL (60 FRAGMIN 3 MO
per 30 days) SUBCUTANEOUS
SYRINGE
dipyridamole oral 1 MO
_ _ heparin (porcine) 1 MO
?ggll;%gg)(lo 2 iﬁ’ MO; injection solution
jantoven 1 MO
DOPTELET (15 2 PA; MO;
TAB PACK) LA LOVENOX 3 MO; QL (28
_ ‘ SUBCUTANEOUS per 28 days)
TAB PACK) LA MG/ML, 150
EFFIENT MO MG/ML
ELIQUIS 2 MO; QL (60 LOVENOX 3 MO; QL
per 30 days) SUBCUTANEOUS (22.4 per 28
ELIQUIS DVT-PE 2 MO:; QL (74 E}E}I}(I)I\;G&Ll 22?0 days)
TREAT 30D per 180 MG/O.8 ML’
START days) :

: LOVENOX 3 MO; QL
enoxaparin 1 MO; QL (28 ’
subcutaneous per 28 days) ggg%gﬁ %EOUS 316.8 per 28
syringe 100 mg/ml, ays)

150 mg/mi MG/0.3 ML, 60
MG/0.6 ML
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Drug Name Drug Requireme Drug Name Drug Requireme
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LOVENOX 3 MO; QL XARELTO ORAL 2 MO; QL
SUBCUTANEOUS (11.2 per 28 SUSPENSION FOR (775 per 28
SYRINGE 40 days) RECONSTITUTIO days)
MG/0.4 ML N
MULPLETA 3 PA; MO XARELTO ORAL 2 MO; QL (30
NPLATE 3 PA: MO: M TABLET 10 MG, 15 per 30 days)
MG, 20 MG
toxifylli 1 MO; M
pentoxifylline : XARELTO ORAL 2 MO; QL (60
PLAVIX ORAL 3 MO; QL (30 TABLET 2.5 MG per 30 days)
TABLET 75 MG per 30 days)
ZONTIVITY 3 M
PRADAXA ORAL 3 PA; MO;
30 days) TEROL
PRADAXA ORAL 3 PA; QL k(()}EIVI\IIE'II‘{SI NIE
PELLETS IN (120 per 30
PACKET 110 MG, days) ALTOPREV 3 ST; MO; QL
30 MG, 40 MG, 50 (30 per 30
MG days)
PRADAXA ORAL 3 PA; QL (60 amlodipine- 1 MO; QL (30
PELLETS IN per 30 days) atorvastatin per 30 days)
PACKET 150 MG, ANTARA ORAL 30M
20 MG CAPSULE 90 MG
prasugrel MO ATORVALIQ 3 ST;MO; QL
PROMACTA 2 PA; MO; (600 per 30
LA days)
SAVAYSA 3 PA; MO; atorvastatin 1 MO; M; QL
QL (30 per (30 per 30
30 days) days)
TAVALISSE 3 PA; LA; QL CADUET 3 ST; MO; QL
(60 per 30 (30 per 30
days) days)
warfarin 1 MO cholestyramine (with 1 MO; M
XARELTODVT-PE 2 MO:; QL (51 sugar) oral powder
TREAT 30D per 180 cholestyramine (with 1 MO
START days) sugar) oral powder
in packet
cholestyramine light 1 M

oral powder
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cholestyramine light FENOFIBRATE M

oral powder in MICRONIZED

packet ORAL CAPSULE

cholestyramine- M 20 MG

aspartame fenofibrate MO

colesevelam MO nanocrystallized

COLESTID ORAL MO; M g%i(iFéi%éTEE MO

GRANULES u

COLESTID ORAL M fenofibrate oral MO

PACKET tablet

COLESTID ORAL Jenofibric acid M

TABLET fenofibric acid MO

colestipol oral MO; M (choline)

granules FENOGLIDE MO

colestipol oral FIBRICOR MO; M

packet FLOLIPID ST; QL (300

colestipol oral tablet MO per 30 days)

CRESTOR ST; MO; QL fluvastatin oral MO; QL (30
(30 per 30 capsule 20 mg per 30 days)
days) Sfluvastatin oral MO; QL (60

EVKEEZA PA; LA; M capsule 40 mg per 30 days)

EZALLOR ST; QL (30 fluvastatin oral MO; QL (30

SPRINKLE per 30 days) tablet extended per 30 days)

ezetimibe MO release 24 hr

EZETIMIBE- M gemfibrozil MO

ROSUVASTATIN icosapent ethyl MO

ezetimibe- MO; QL (30 JUXTAPID PA; MO;

simvastatin per 30 days) LA

fenofibrate MO LEQVIO PA; M; QL

micronized oral (3 per 180

capsule 130 mg, 134 days)

pocd 200 mg, 43 mg, LESCOL XL ST; MO; M;

ns QL (30 per
30 days)
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Drug Name Drug Requireme Drug Name Drug Requireme
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LIPITOR 3 ST; MO; QL QUESTRAN ORAL 3 MO
(30 per 30 POWDER
days) QUESTRANORAL 3  MO:M
LIPOFEN 3 MO POWDER IN
LIVALO 3 ST;MO; QL PACKET
(30 per 30 REPATHA 2 PA; QL (6
days) per 28 days)
LOPID 3 REPATHA 2 PA; QL (7
lovastatin oral tablet 1 MO; QL (30 PUSHTRONEX per 28 days)
10 mg per 30 days) REPATHA 2 PA; QL (6
lovastatin oral tablet 1 MO; QL (60 SURECLICK per 28 days)
20 mg, 40 mg per 30 days) rosuvastatin 1 MO; M; QL
LOVAZA 3 ST;MO (30 per 30
days)
NEXLETOL 2 PA; MO
ROSZET 3 M
NEXLIZET 2 PA; MO X :
— simvastatin 1 MO; QL (30
igzoaoczn oral tablet 1 MO per 30 days)
"8 TRICOR 3 MO
niacin oral tablet 1 MO
extended release 24 TRILIPIX 3 MO
hr VASCEPA 3 ST; MO
NIACOR 3 MO VYTORIN 10-10 3 ST; MO; QL
omega-3 acid ethyl 1 MO 5130 per 30
esters ays)
pitavastatin calcium 1 MO; QL (30 VYTORIN 10-20 3 83% MO:; OQL
per 30 days) (30 per
days)
PRALUENT PEN 3 PA; QL (2
p er,Z% degys) VYTORIN 10-40 3 ST; MO; QL
(30 per 30
pravastatin 1 MO; QL (30 days)
30d
per 30 days) VYTORIN 10-80 3 ST;MO: QL
prevalite oral 1 MO; M (30 per 30
powder days)
prevalite oral 1 MO WELCHOL 3 MO
powder in packet ZETIA 3 MO
QUESTRAN 3
LIGHT
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ZOCOR ORAL 3 ST; MO; QL ivabradine 1 MO; M; QL
TABLET 10 MG, 20 (30 per 30 (60 per 30
MG, 40 MG days) days)
ZYPITAMAG 3 ST; MO; QL LANOXIN ORAL 3 MO

(30 per 30 LODOCO 3 PA;MO

days)

ranolazine 1 MO

MISCELLANEO
UsS VECAMYL 3
CARDIOVASCU VERQUVO 2 MO; QL (30
LAR AGENTS per 30 days)
ASPRUZYO 3 MO VYNDAMAX 3 PA; MO
SPRINKLE ORAL VYNDAQEL 3 PA; MO
EXTEND
RELEASE NITRATES
GRANULES,PACK ISORDIL 3 MO
ET 1,000 MG ISORDIL 3 MO
ASPRUZYO 3 TITRADOSE
SPRINKLE ORAL ORAL TABLET 5
EXTEND MG
RELEASE
GRANUSLES PACK isosorbide dinitrate 1 MO
ET 500 MG ’ oral tablet
CAMZYOS 3 PA: MO: isosorbide 1 MO

QL’ (30 ;;er mononitrate

30 days) nitro-bid 1 MO
CORLANOR ORAL 3 QL (450 per NITRO-DUR 3 MO
SOLUTION 30 days) nitroglycerin 1 MO
CORLANOR ORAL 2 MO; QL (60 sublingual
TABLET per 30 days) nitroglycerin 1 MO
digoxin oral 1 MO transdermal patch
ENTRESTO 2 MO; QL (60 24 hour

per 30 days) nitroglycerin 1 MO
ENTRESTO 3 M:QL (240 translingual
SPRINKLE per 30 days) NITROLINGUAL 3 MO
FILSPARI 3 PA; QL (30 NITROSTAT 3 MO

per 30 days)
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Drug Name Drug Requireme Drug Name Drug Requireme
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DERMATOLO COSENTYX PEN 2 PA; MO; M;
GICALS/TOPI Y d(:yg)ef
CAL
THERAPY COSENTYX PEN 2 PA; MO;
(2 PENYS) QL (10 per
ANTIPSORIATI 28 days)
C/ COSENTYX 2 PA;MO; M;
ANTISEBORRH SUBCUTANEOUS QL (5 per
EIC SYRINGE 150 28 days)
acitretin 1 MO MG/ML
COSENTYX 2 PA; MO;
BIMZELX 3 PA; MO; ’ ’
QL’ @ qc’r SUBCUTANEOUS QL (2.5 per
S E) SYRINGE 75 28 days)
Y MG/0.5 ML
BIMZELX 3 PA; MO; .
AUTOINJECTOR QL (2 per COSENTYX 2 PAMO;
21 days) UNOREADY PEN QL (10 per
28 days)
ipotri 1 MO; QL
calcipotriene scalp k 200, Qe “ ENSTILAR 3 MO: QL
i S)p (400 per 30
Y days)
calcipotriene topical 1 MO; QL _ _
cream (120 per 30 ILUMYA 3 PA; MO,
days) QL (2 per
28 days)
CALCIPOTRIENE 3 QL (120 per )
TOPICAL FOAM 30 d(ays) ’ selenium sulfide . VO
topical lotion
calcipotriene topical 1 MO; QL _ _
ointment (120 per 30 SILIQ > PA; MO,
days) QL (6 per
28 days)
calcipotriene- 1 MO; QL ' '
betamethasone (400 per 30 SKYRIZI 2 PA; MO,
days) SUBCUTANEOUS QL (2 per
— : PEN INJECTOR 28 days)
calcitriol topical SKYRIZI ) PA: MO:
COSENTYX (2 2 PA; MO; SUBCUTANEOUS QL (2 per
SYRINGES) QL (10 per SYRINGE 150 28 days)
28 days) MG/ML
COSENTYX 2 PA; M; QL SORILUX 3 QL (120 per
INTRAVENOUS (20 per 28 30 days)
days)
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Drug Name Drug Requireme Drug Name Drug Requireme
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SOTYKTU 2 PA; MO; TALTZ 3 PA; MO;
QL (30 per SUBCUTANEOUS QL (1 per
30 days) SYRINGE 80 28 days)
SPEVIGO 3 PA:MO:; MG/ML
SUBCUTANEOUS QL (4 per TREMFYA 2 PA; MO;
28 days) QL (2 per
STELARA 2 PA:MO:; 28 days)
INTRAVENOUS QL (104 per VECTICAL 3
180 days) VTAMA 3 PA:MO:;
STELARA 2 PA; MO; QL (60 per
SUBCUTANEOUS QL (0.5 per 30 days)
SOLUTION 28 days) ZORYVE 3 PA; MO:
STELARA 2 PA; MO; TOPICAL CREAM QL (60 per
SUBCUTANEOUS QL (0.5 per 0.3 % 30 days)
MG/0.5 ML TOPICAL FOAM QL (60 per
STELARA 2 PA; MO; 30 days)
SUBCUTANEOUS QL (1 per
SYRINGE 90 28 days) e
US
MG/ML
DERMATOLOGI
TACLONEX 3 MO; QL CALS
TOPICAL (400 per 30
SUSPENSION days) ADBRY 2 PAM;QL
TALTZ 3 PA- MO SUBCUTANEOUS (6 per 28
> > AUTO-INJECTOR d
AUTOINJECTOR QL (1 per ays)
28 days) ADBRY 2 PA;MO;
' T SUBCUTANEOUS QL (6 per
TALTZ 3 PA; MO; M; SYRINGE 28 days)
AUTOINJECTOR QL (4 per
(2 PACK) 28 days) ammonium lactate 1 MO
TALTZ 3 PA; MO; M; CARAC
AUTOINJECTOR QL (3 per CIBINQO 2 PA; MO:;
(3 PACK) 180 days) QL (30 per
TALTZ SYRINGE 3 M 30 days)
SUBCUTANEOUS CONDYLOX 3 MO
SYRINGE 20 TOPICAL GEL
MG/0.25 ML, 40
MG/0.5 ML ’ diclofenac sodium 1 PA; MO;
: topical gel 3 % QL (100 per
28 days)
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Drug Name Drug Requireme Drug Name Drug Requireme
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doxepin topical 1 MO; QL (45 fluorouracil topical 1 MO
per 30 days) solution
DUPIXENT 2 PA; MO; HYFTOR 3 PA
SUBCUTANEOUS QL (4.56 micuimod tovical 1 MO
PEN INJECTOR per 28 days) e,
200 MG/1.14 ML dose pump
DUPIXENT 2 PA; MO; o .
’ ’ dt / 1 MO
SUBCUTANEOUS QL (8 per ’c’fe’Z;‘;Tnopagféf‘; o
PEN INJECTOR 28 days)
300 MG/2 ML lidocaine hcl mucous 1 MO
b lution 4
DUPIXENT 2 PA:QL ZZeZOVZZiniZ wion
SYRINGE (1.34 per 28
SUBCUTANEOUS days) lidocaine topical 1 PA; MO;
SYRINGE 100 adhesive QL (90 per
MG/0.67 ML patch,medicated 5 % 30 days)
DUPIXENT 2 PA:; MO; lidocaine topical 1 MO; QL (36
SUBCUTANEOUS QL (4.56 ointment per 30 days)
SYRINGE 200 per 28 days) lidocaine viscous 1
MG/1.14 ML
lidocaine-prilocaine 1 MO; QL (30
DUPIXENT 2 PA; MO; topical cream per 30 days)
SUBCUTANEOUS QL (8 per :
SYRINGE 300 28 days) lidocan iii 1 PA; QL (90
MG/2 ML per 30 days)
EFUDEX TOPICAL 3 MO methoxsalen E MO
CREAM OPZELURA 3 PA; MO;
ELIDEL 3 PA:MO: SL d(240 per
QL (100 per 8 days)
30 days) PANRETIN 2 PA;MO
EUCRISA 3 PA; MO; pimecrolimus 1 PA; MO;
QL (120 per QL (100 per
30 days) 30 days)
FILSUVEZ 3 PA; LA PLIAGLIS 3 PA; QL (30
FLUOROURACIL 3 per 30 days)
TOPICAL CREAM podofilox 1 MO
0.5 % prudoxin 1 MO; QL (45
fluorouracil topical 1 MO per 30 days)
cream 3 % REGRANEX 2 QLIS per
30 days)
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SANTYL 2 MO; QL adapalene topical 1 PA; MO
(180 per 30 gel 0.3 %
days) adapalene topical 1 PA
SILVADENE 3 MO swab
silver sulfadiazine 1 MO adapalene-benzoyl 1 MO
<sd 1 MO peroxide
tacrolimus topical 1 PA; MO; AKLIEF 3 PA; MO
QL (100 per ALTRENO 3 PA; MO
30 days) amnesteem 1
VALCHLOR 2 PA; MO ARAZLO 3 PA: MO
VEREGEN MO; QL (30 ATRALIN 3 PA:MO
per 30 days) Jaie: acid
VYJUVEK 3 PA: M azelaic aci 1 MO
AZELEX 3 MO
ZONALON 3 MO; QL (45
per 30 days) BENZAMYCIN 3 MO
7ZTLIDO 3 PA; MO:; brimonidine topical 1 PA; MO
QL (90 per CABTREO 3 MO
30 days) )
claravis 1
ZYCLARA 3 MO
TOPICAL CREAM CLEOCINT 3 MO; QL
IN METERED- TOPICAL LOTION (120 per 30
DOSE PUMP days)
THERAPY FOR clindacin 1 QL (100 per
ACNE 30 days)
clindacin etz topical 1 MO; QL (69
ABSORICA 3 swab per 30 days)
ABSORICA LD 3 CLINDAGEL 3 QL (150 per
ACANYA 3 MO 30 days)
TOPICAL GEL clindamycin 1 QL (100 per
WITH PUMP phosphate topical 30 days)
accutane oral 1 foam
capsule 10 mg, 20 clindamycin 1 MO; QL
mg, 40 mg phosphate topical (120 per 30
ACZONE 3 MO gel days)
adapalene topical 1 PA; MO

cream
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Drug Name Drug Requireme Drug Name Drug Requireme
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clindamycin 1 MO; QL erythromycin with 1 MO
phosphate topical (150 per 30 ethanol topical gel
gel, once daily days) erythromycin with 1 MO
clindamycin 1 MO; QL ethanol topical
phosphate topical (120 per 30 solution
lotion days) erythromycin- 1 MO
clindamycin 1 MO; QL benzoyl peroxide
phosphate topical (120 per 30 FABIOR 3 PA; MO
solution days)
. ) FINACEA 3 ST; MO
clindamycin ' 1 MO; QL (60 TOPICAL FOAM
phosphate topical per 30 days)
swab FINACEA 3 ST
TOPICAL GEL
clindamycin-benzoyl 1 MO : —
peroxide topical gel Lsotretinoin 1
clindamycin-benzoyl 1 MO ivermectin topical 1 MO; QL (90
peroxide topical gel cream per 30 days)
with pump 1.2 %(1 METROCREAM 3 ST
% b -3.75 %,
]"2_3‘956)% ’ METROGEL 3 ST;MO
— TOPICAL GEL 1 %
lind n- 1 MO
o METROLOTION 3 ST
dapsone topical 1 MO met.ronidazole 1 MO
topical cream
DIFFERIN 3 PA;MO _
TOPICAL CREAM metronidazole 1 MO
topical gel
DIFFERIN 3 PA;MO ‘
TOPICAL GEL metronidazole 1 MO
WITH PUMP topical lotion
DIFFERIN 3 PA: MO MIRVASO 3 PA; MO
TOPICAL LOTION neuac 1 MO
EPIDUO FORTE 3 MO NORITATE 3 ST; MO
EPIDUO TOPICAL 3 ONEXTON 3 MO
GEL WITH PUMP TOPICAL GEL
EPSOLAY 3 ST;MO WITH PUMP
ery pads 1 MO RETIN-A 3 PA; MO
RETIN-A MICRO 3 PA; MO
[ 1 MO ’
erse TOPICAL GEL 0.04
%, 0.1 %

The drug list includes all possible restrictions and limitations. The requirements and limits may
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
RETIN-A MICRO 3 PA; MO mupirocin 1 MO; QL (44
TOPICAL GEL per 30 days)
yVI'(f)IggP}JMP 0.06 mupirocin calcium 1 MO; QL (30
%0, 0.08 % per 30 days)
SOOLANTRA 3 ST; MO; QL NEO-SYNALAR 3 MO
(90 per 30
days) sulfacetamide 1 MO
i
tazarotene topical 1 PA; MO sodium (acne)
cream SULFAMYLON 3 MO
TOPICAL CREAM
TAZAROTENE 3 PA
TOPICAL FOAM TOPICAL
tazarotene topical 1 PA; MO ANTIFUNGALS
gel ciclopirox topical 1 MO; QL (90
TAZORAC 3 PA;MO cream per 28 days)
tretinoin 1 PA: MO ciclopirox topical 1 MO; QL
microspheres topical gel (100 per 28
gel days)
tretinoin 1 PA: MO ciclopirox topical 1 MO; QL
microspheres topical shampoo (120 per 28
gel with pump 0.08 days)
% ciclopirox topical 1 MO; QL
tretinoin topical 1 PA; MO solution 516‘6 §)er 28
ays
TWYNEO 3 MO X X X
ciclopirox topical 1 MO; QL (60
VELTIN 3 suspension per 28 days)
WINLEVI 3 PA; MO clotrimazole topical 1 MO; QL (45
zenatane 1 cream per 28 days)
ZIANA 3 clotrimazole topical 1 MO; QL (30
TOPICAL solution per 28 days)
ANTIBACTERIA clotrimazole- 1 MO; QL (45
LS betamethasone per 28 days)
topical cream
ALTABAX & (325 d(sos;j o clotrimazole- 1 MO; QL (60
y betamethasone per 28 days)
gentamicin topical 1 MO; QL (60 topical lotion
per 30 days) econazole 1 MO; QL (85
KLARON 3 MO per 28 days)
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Drug Name Drug Requireme Drug Name Drug Requireme
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ERTACZO 3 QL (60 per nystatin- 1 MO; QL (60
28 days) triamcinolone per 28 days)
JUBLIA 3 MO; QL (8 nystop 1 MO; QL
per 30 days) (180 per 30
ketoconazole topical 1 MO; QL (60 days)
cream per 28 days) oxiconazole 1 MO; QL (90
ketoconazole topical 1 MO; QL per 28 days)
foam (100 per 28 OXISTAT 3 QL (90 per
days) TOPICAL CREAM 28 days)
ketoconazole topical 1 MO; QL OXISTAT 3 MO; QL (60
shampoo (120 per 28 TOPICAL LOTION per 28 days)
days) tavaborole 1 MO; QL (10
ketodan 1 QL (100 per per 30 days)
28 days) TOPICAL
LOPROX TOPICAL 3 QL (120 per ANTIVIRALS
SHAMPOO 28 days) X X
acyclovir topical 1 PA; MO;
LULICONAZOLE 3 MO; QL (60 cream QL (5 per
per 28 days) 30 days)
LUZU 3 MO; QL (60 acyclovir topical 1 PA; MO;
per 28 days) ointment QL (30 per
naftifine topical 1 MO; QL (60 30 days)
cream per 28 days) DENAVIR 3 MO; QL (5
naftifine topical gel 1 MO; QL (60 per 30 days)
2% per 28 days) penciclovir 1 MO; QL (5
NAFTIN TOPICAL 3 MO:; QL (60 per 30 days)
GEL per 28 days) XERESE 3 MO
nyamyc I MO;QL ZOVIRAX 3 PA;MO;
(180 per 30 TOPICAL CREAM QL (5 per
days) 30 days)
nystatin topical 1 MO; QL (30 7OVIRAX 3 PA; MO;
cream per 28 days) TOPICAL QL (30 per
nystatin topical 1 MO; QL (30 OINTMENT 30 days)
ointment per 28 days)
nystatin topical 1 MO; QL
powder (180 per 30
days)
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Drug Name Requireme Drug Name Drug Requireme
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TOPICAL clobetasol topical 1 MO; QL
CORTICOSTER lotion (118 per 28
OIDS days)
ala-cort topical MO clobetasol topical 1 MO; QL
cream 1 % ointment (120 per 28
days)
ala-cort topical :
cream 2.5 % clobetasol topical 1 MO; QL
shampoo (236 per 28
ALA-SCALP MO days)
alclometasone MO clobetasol topical 1 MO; QL
amcinonide topical spray,non-aerosol (125 per 28
cream days)
amcinonide topical clobetasol-emollient 1 MO; QL
ointment topical cream (120 per 28
apexicon e MO; QL days)
(120 per 30 clobetasol-emollient 1 MO; QL
days) topical foam (100 per 28
betamethasone MO days)
dipropionate CLOBEX TOPICAL 3 QL (118 per
betamethasone MO LOTION 28 days)
valerate CLOBEX TOPICAL 3 MO; QL
betamethasone MO SHAMPOO (236 per 28
augmented days)
CLOBEX TOPICAL 3 QL (125 per
BRYHALI MO SPRAY,NON- 28 days)
clobetasol scalp MO; QL AEROSOL
Eilaog)per 28 clocortolone 1 MO
y pivalate
clobetasol topical MO; QL clodan 1 MO: QL
cream (120 per 28
days) (236 per 28
days)
;lobetasol topical ?i[(())()’ QI; - CORDRAN TAPE 3 MO
oam days)pe LARGE ROLL
: _ CORDRAN 3 QL (120 per
clobetasol topical MO; QL TOPICAL CREAM 30 days)
gel (120 per 28 o
days) 0.05 %
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Drug Name Drug Requireme Drug Name Requireme
Tier  nts/Limits nts/Limits
CORDRAN 3 QL (120 per flurandrenolide MO; QL
TOPICAL LOTION 30 days) topical lotion (120 per 30
DERMA- 3 MO days)
SMOOTHE/FS fluticasone MO
SCALP OIL propionate topical
desonide 1 MO halcinonide topical MO
DESOWEN 3 cream
TOPICAL CREAM halobetasol MO
desoximetasone 1 MO propionate topical
y cream
/ 1 MO; QL
iflorasone (120 [()Qer 30 halobetasol
days) propionate topical
foam
DIPROLENE 3 MO
(AUGMENTED) halobetasol MO
TOPICAL propionate topical
OINTMENT ointment
(200 per 30 CREAM
days) HALOG TOPICAL
fluocinolone and 1 MO OINTMENT
shower cap HALOG TOPICAL
fluocinolone topical 1 MO SOLUTION
cream hydrocortisone MO; QL
fluocinolone topical 1 MO butyrate topical (120 per 30
ointment cream days)
fluocinolone topical 1 MO hy drocortisgne MO; QL
solution butyrate topical (118 per 30
lotion days)
nonid; 1 MO; QL
Jluocinonide (120 [()Qer 30 hydrocortisone MO; QL
days) butyrate topical (120 per 30
ointment days)
Sfluocinonide- 1 MO; QL )
emollient (120 per 30 hydrocortisone MO; QL
days) butyrate topical (120 per 30
solution days)
flurandrenolide 1 QL (120 per .
topical cream 30 days) hydrocortisone MO

topical cream 1 %
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hydrocortisone 1 MO tovet emollient 1 MO; QL
topical lotion 2.5 % (100 per 28
hydrocortisone 1 MO days)
topical ointment 1 triamcinolone 1 MO
%, 2.5 % acetonide topical
hydrocortisone 1 MO cream
valerate triamcinolone 1 MO
KENALOG 3 QL (126 per ;’Cefo”’de topical
TOPICAL 28 days) otion
LEXETTE 3 triamci'nolone. 1 MO

acetonide topical
LOCOID 3 MO; QL ointment
LIPOCREAM (120 per 30 A cal 1

days) triderm topica

cream
LOCOID TOPICAL 3 MO; QL
LOTION (118 per 30 ULTRAVATE ¢

TOPICAL LOTION

days)

mometasone topical 1 MO VANOS 5 ?11200’ I?GI; 30
PANDEL 3 MO days)
SYNALAR 3 MO VERDESO 3 MO
TOPICAL CREAM

TOPICAL
%IEI/&ALR S 1 SCABICIDES /
OINTMENT lS’EDICULICIDE
TEXACORT 3 MO

crotan 1
TOPICORT 3 :
TOPICAL CREAM malathion 1 MO
TOPICAL GEL OVIDE 3 MO
TOPICORT 3 permethrin 1 MO; QL (60
TOPICAL per 30 days)
OINTMENT 0.05 % spinosad 1 MO
TOPICORT 3
TOPICAL
SPRAY,NON-
AEROSOL
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Drug Name Drug Requireme
Tier  nts/Limits

DIAGNOSTIC

S/

MISCELLANE

OUS AGENTS

MISCELLANEO

US AGENTS

acamprosate 1 MO

AGRYLIN 3 MO

anagrelide 1 MO

ARALAST NP 3 PA; MO;

INTRAVENOUS LA

RECON SOLN

1,000 MG

ARALAST NP 3 PA; MO;

INTRAVENOUS LA; M

RECON SOLN 500

MG

AURYXIA 3 MO; M

BUPHENYL 3 PA

CARBAGLU 3 PA; MO;

LA

carglumic acid 1 PA; MO

CARNITOR 3 MO; M

(SUGAR-FREE)

CARNITOR ORAL 3 MO; M

SOLUTION

CARNITOR ORAL 3 MO

TABLET

cevimeline 1 MO

CHEMET 2 PA

CLINIMIX B/D PA

4.25%/D5W

SULFIT FREE

Drug Name Drug Requireme
Tier nts/Limits

CLINIMIX E 3 B/D PA

2.75%/D5W SULF

FREE

CUVRIOR 3 PA; LA

d10 %-0.45 % 1

sodium chloride

d2.5 %-0.45 % 1

sodium chloride

d5 % and 0.9 % 1 MO

sodium chloride

d5 %-0.45 % sodium 1 MO

chloride

deferasirox 1 PA; MO

deferiprone 1 PA; MO

dextrose 10 % and 1

0.2 % nacl

dextrose 10 % in 1

water (d10w)

dextrose 5 % in 1 MO

water (d5w)

intravenous

piggvback

dextrose 5%-0.2 % 1

sod chloride

disulfiram oral 1 MO

tablet 250 mg

disulfiram oral 1

tablet 500 mg

droxidopa 1 PA; MO

DUVYZAT 3 PA; M

EMPAVELI 3 PA; LA; M

ENDARI 3 PA; MO

ENJAYMO 3 PA; LA; M

EVOXAC 3 MO
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier nts/Limits Tier nts/Limits
EXJADE 3 PA; MO:; LITHOSTAT 3
LA LOKELMA 2 MO
EXSERVAN 3 PA midodrine 1 MO
FABHALTA 3 PA nitisinone I PA:MO
FERRIPROX 3 PA NITYR 3 PA: MO:
FERRIPROX (2 3 PA LA
TIMES A DAY) NORTHERA 3 PA:MO
GIVLAARI 3 Eﬁﬁ 1\1&0; ORFADIN 3 PA:LA
: OXBRYTA ORAL 3 PA: MO;
GLASSIA 3 Pﬁ? MO; TABLET 300 MG LA; QL
L (150 per 30
glutamine (sickle 1 PA; M days)
cell) OXBRYTA ORAL 3 PA:MO:
INCRELEX 2 MO; LA TABLET 500 MG LA; QL (90
JADENU PA: MO per 30 days)
TADENU 3 PA: MO OXBRYTA ORAL 3 PA; MO;
SPRINKLE TABLET FOR LA; QL
SUSPENSION (150 per 30
JOENJA 3 PA;LA; QL days)
60 per 30
Elay f)er PHEBURANE 3 PA:MO
kionex (with | pilocarpine hcl oral 1 MO
sorbitol) PROLASTIN-C 2 PA; MO;
LAMZEDE 3 PA:LA:M INTRAVENOUS LA
SOLUTION
1 MO: M
lanthanum O; PYRUKYND 3 PA;LA; QL
levocarnitine (with 1 MO ORAL TABLET 20 (56 per 28
sugar) MG, 5 MG (4- days)
levocarnitine oral 1 MO; M WEEK PACK), 50
solution 100 mg/ml MG
levocarnitine oral 1 MO PYRUKYND 3 PA; LA; QL
tablet ORAL TABLET 5 (7 per 180
MG d
LITFULO 3 PA:; MO; ays)
QL (28 per
28 days)
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
PYRUKYND 3 PA; LA; QL sodium polystyrene 1 MO
ORAL (14 per 180 sulfonate oral
TABLETS,DOSE days) powder
PACK SOHONOS ORAL 3 PA:LA:QL
RAVICTI 3 PA; MO CAPSULE 1 MG, (112 per 28
RENVELA 3 MO;M 1.5 MG days)
. SOHONOS ORAL 3 PA; LA; QL
REVCOVI 3 PA; LA >
CAPSULE 10 MG (56 per 28
REZDIFFRA 2 PA; MO; days)
L (30
3?0 d(ayS’ “ SOHONOS ORAL 3 PA;LA;QL
CAPSULE 2.5 MG (140 per 28
RILUTEK 3 PA; M days)
riluzole 1 PA; MO SOHONOS ORAL 3 PA; LA; QL
risedronate oral 1 MO; QL (30 CAPSULE 5 MG (84 per 28
tablet 30 mg per 30 days) days)
SALAGEN 3 MO SOLIRIS 3 PA; MO; M
(PILOCARPINE) sps (with sorbitol) 1 MO
ORAL TABLET 5 oral
MG
SYPRINE 3 PA; MO
SALAGEN 3
(PILOCARPINE) TAVNEOS 3 ff?g’() LAr; ?()L
ORAL TABLET 7.5 pe
MG days)
sevelamer carbonate 1 MO; M TEGLUTIK 3 PA
sevelamer hcl 1 MO; M THIOLA 3 PA
sodium chloride 0.9 1 MO THIOLA EC 3 PA
% intravenous TIGLUTIK 3 PA; M
parenteral solution tiopronin oral tablet 1 PA; MO
foa.’lum‘ chioride 1 MO tiopronin oral 1 PA; M
irrigation tablet,delayed
sodium 1 PA; MO release (dr/ec)
P henj lbutyrate oral trientine oral 1 PA; MO
powder capsule 250 mg
sodium S A TRIENTINEORAL 3 PA;MO
phenylbutyrate oral CAPSULE 500 MG
tablet
ULTOMIRIS 3 PA; MO; M
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
VELPHORO 2 MO; M WEGOVY 3 PA; MO;
VELTASSA ORAL 2 MO SUBCUTANEOUS QL (4 per
PACKET 16.8 0.25 MG/0.5 ML,
) 0.5 MG/0.5 ML, 1
RAM, 8.4 GRAM ’
G ,84G MG/0.5 ML
VELTASSA ORAL 2
POWDER IN WEGOVY 3 PA; MO;
PACKET 25.2 SUBCUTANEOUS QL (3 per
GRAM ' PEN INJECTOR 1.7 28 days)
MG/0.75 ML, 2.4
VEOPOZ 3 M MG/0.75 ML
VOYDEYA ORAL 3 PA; LA; M; XENICAL 3 PA; MO; M
TABLET 100 MG QL (180 per
VOYDEYA ORAL 3 PA; LA; M; :
TABLET 150 MG QL (90 per bupropion hel 1 MO
(50 MG X 1-100 30 days) (smoking deter)
MG X 1) CHANTIX 3 Enc
XENPOZYME 3 PA; MO; M CHANTIX 3 Enc
XPHOZAH 3 M CONTINUING
XURIDEN 3 M MONTH BOX
ZEMAIRA 3 PA;MO; (S:?:II{\ITTI%G e
INTRAVENOUS LA MONTH BOX
RECON SOLN
1,000 MG NICOTROL 3
ZEMAIRA 3 PA; MO; NICOTROL NS 3 MO
INTRAVENOUS LA; M varenicline oral 1 MO
RECON SOLN tablet 0.5 mg, 1 mg
4,000 MG, 5,000 .
MG varenicline oral 1
tablet 1 mg (56
ZOKINVY 3 M pack)
varenicline oral 1 MO

ORLISTAT

PA; MO; M

tablets,dose pack
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
EAR, NOSE / FLUORIMAX 5000 3 M
THROAT SENSITIVE
MEDICATION FRAICHE 5000 3 M
S PREVI
FRAICHE 5000 3 M
AGENT
US AGENTS ipratropium bromide 1 MO; QL (30
azelastine nasal 1 MO; QL (60 nasal per 30 days)
spray,non-aerosol per 30 days)
137 meg (0.1 %) JUST RIGHT 5000 3 M
azelastine nasal 1 M; QL (60 kourzeq !
spray,non-aerosol per 30 days) olopatadine nasal 1 MO; QL
205.5 mcg (0.15 %) (30.5 per 30
o days)
chlorhexidine 1 MO
gluconate mucous periogard 1 MO
membrane PREVIDENT 3 MO:M
CLINPRO 5000 3 MOM PREVIDENT 5000 3 MO:M
denta 5000 plus 1 MO; M BOOSTER PLUS
denta 5000 plus 1 MO; M PREVIDENT 5000 3 MO; M
sensitive DRY MOUTH
dentagel 1 MO; M PREVIDENT 5000 3 MO; M
: : ENAMEL
fluoride (sodium) 1 M PROTECT
dental cream
. : PREVIDENT 5000 3 MO; M
fluoride (sodium) 1 M ORTHO DEFENSE
dental gel
fuoride (sodium) 1 MO: M PREVIDENT 5000 3 MO; M
PLUS
dental paste
. : . PREVIDENT 5000 3 MO; M
Sfluoride (soc?zum) 1 MO; M SENSITIVE
dental solution
FLUORIDEX 3 M PREVIDENT KIDS 3 MO; M
DAILY DEFENSE sf 1 MO; M
FLUORIDEX 3 M s/ 5000 plus I MO;M
SENSITIVITY sodium fluoride 1 MO; M
RELIEF 5000 dry mouth
FLUORIMAX 5000 3 M sodium fluoride 1 M
5000 plus
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Drug Name Drug Requireme Drug Name Drug Requireme

Tier  nts/Limits Tier  nts/Limits
sodium fluoride-pot 1 MO; M CORTROPHIN 3 PA; MO
nitrate GEL
triamcinolone 1 MO deflazacort oral 1 PA
acetonide dental suspension
MISCELLANEO deflazacort oral 1 PA; MO
US OTIC tablet
PREPARATION dexabliss 1
- dexamethasone oral 1 MO
acetic acid otic (ear) 1 MO solution
DERMOTIC OIL 3 MO dexamethasone oral 1 MO
flac otic oil 1 tablet

. dexamethasone oral 1 MO

Z 1 MO
{zlztstcoz;a ;;;ZZZ tablets,dose pack
hydrocortisone- 1 MO EMFLAZA 3 P‘:; MO;
acetic acid L
ofloxacin otic (ear) 1 MO fludrocortisone 1 MO
OTIC STEROID / HEMADY 3
ANTIBIOTIC hydrocortisone oral 1 MO
CIPRO HC 3 MO MEDROL (PAK) 3 MO
ciprofloxacin- 1 MO; QL MEDROL ORAL 3 B/D PA;
dexamethasone (7.5 per 7 TABLET 16 MG, 4 MO
neomycin- 1 MO MEDROL ORAL 3 B/D PA
polymyxin-hc otic TABLET 2 MG
(ear) methylprednisolone 1 B/D PA;
ENDOCRINE/ oral tablet MO
DIABETES methylprednisolone 1 MO
oral tablets,dose

ADRENAL pack
AL ONES ORAPRED ODT 3 B/D PA;
ACTHAR 3 PA; MO MO
AGAMREE 3 PA; LA prednisolone oral 1 MO
SPRINKLE prednisolone oral 1 B/D PA;
CORTEF 3 MO tablet MO
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
prednisolone sodium 1 MO DIABETES
phosphate oral THERAPY
solution 10 mg/5 ml,
20 mg/5 ml (4 acarbose oral tablet 1 MO; QL (90
mg/ml), 25 mg/5 ml 100 mg per 30 days)
(5 mg/ml), 5 mg acarbose oral tablet 1 MO; QL
base/5 ml (6.7 mg/5 25 mg (360 per 30
ml) days)
prednisolone sodium 1 B/D PA acarbose oral tablet 1 MO; QL
phosphate oral 50 mg (180 per 30
tablet, disintegrating days)
10 mg ACTOPLUS MET 3 MO; QL (90
prednisolone sodium 1 B/D PA; ORAL TABLET 15- per 30 days)
phosphate oral MO 850 MG
z}a5blet,d§s0integmting ACTOS 3 MO: QL (30
ms, SV mg per 30 days)
prednisone 1 MO ADMELOG 3 ST: MO
prednisone intensol 1 MO SOLOSTAR U-100
RAYOS 3 MO INSULIN
TABLETS.DOSE INSULIN LISPRO
PACK 1.5 MG (21 AFREZZA 3 MO
TABS) alcohol pads 1 PA
TAPERDEX ORAL 3
T; MO; QL
TABLETS,DOSE ALOGLIPTIN 3 (830’ P 6?3’(?
PACK 1.5 MG (27 days)
TABS), 1.5 MG (49
TABS) ALOGLIPTIN- 3 ST; MO; QL
METFORMIN 60 per 30
TARPEYO 3 PA:QL Elayser
(120 per 30
days) ALOGLIPTIN- 3 MO; QL (30
PIOGLITAZONE per 30 days)
ANTITHYROID ORAL TABLET
AGENTS 12.5-30 MG, 25-15
methimazole oral 1 MO MG, 25-30 MG, 25-
tablet 10 mg, 5 mg 45 MG
propylthiouracil 1 MO APIDRA 3 ST; MO
SOLOSTAR U-100
INSULIN
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Drug Name Drug Requireme Drug Name Drug Requireme
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APIDRA U-100 3 ST; MO DAPAGLIFLOZIN 3 ST; MO; QL
INSULIN PROPANEDIOL (30 per 30
BAQSIMI 5 MO ORAL TABLET 10 days)
MG
BASAGLAR ST; MO
KWIKPEN U-100 ’ DAPAGLIFLOZIN 3 ST; MO; QL
INSULIN PROPANEDIOL (60 per 30
ORAL TABLET 5 days)
BASAGLAR 3 ST; MO MG
TEMPO PEN(U-
100)INSLN ( diazoxide 1 MO
BYDUREON 2 PA;MO; iiggi%FLEPREP I P4
BCISE QL (4 per PADS
28 days)
SUBCUTANEOUS QL (2.4 per per 30 days)
PEN INJECTOR 10 30 days) FARXIGA ORAL 2 MO; QL (30
MCG/DOSE(250 TABLET 10 MG per 30 days)
MCG/ML) 2.4 ML FARXIGA ORAL 2 MO; QL (60
BYETTA 2 PA;MO; TABLET 5 MG per 30 days)
SUBCUDWEOLS QL sy ;o
N INJ 5 ays) FLEXTOUCH U-
MCG/DOSE (250
100 INSULIN
MCG/ML) 1.2 ML
FIASP PENFILL U- 3 ST; MO
CYCLOSET 3 MO; QL 100 INSULIN
(180 per 30
days) FIASP U-100 3 ST
INSULIN
DAPAGLIFLOZ 3 ST; MO; QL :
PROPANED- (30 per 30 glimepiride oral 1 MO; QL
METFORMIN days) tablet 1 mg (240 per 30
ORAL TABLET, IR days)
- ER, BIPHASIC glimepiride oral 1 MO; QL
24HR 10-1,000 MG tablet 2 mg (120 per 30
DAPAGLIFLOZ 3 ST; MO; QL days)
PROPANED- (60 per 30 glimepiride oral 1 MO; QL (60
METFORMIN days) tablet 4 mg per 30 days)
ORAL TABLET, IR .
- ER. BIPHASIC glipizide oral tablet 1 MO; QL
24HR 5-1,000 MG 10mg (120 per 30
’ days)
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
GLIPIZIDE ORAL 3 MO; QL (30 GLUMETZA ORAL 3 ST; MO; QL
TABLET 2.5 MG per 30 days) TABLET,ER (60 per 30
glipizide oral tablet 1 MO; QL Sﬁgi?ﬁggﬁgON days)
5Smg (240 per 30 ’
days) GLUMETZA ORAL 3 ST; MO; QL

glipizide oral tablet 1 MO; QL (60 TABLET.ER (120 per 30

GAST.RETENTION days)
extended release per 30 days) 24 HR 500 MG
24hr 10 mg >
glipizide oral tablet 1 MO; QL glyburide 1 MO; M
extended release (240 per 30 glyburide 1 MO; M
24hr 2.5 mg days) micronized
glipizide oral tablet 1 MO; QL glyburide-metformin 1 M
extended release (120 per 30 oral tablet 1.25-250
24hr 5 mg days) mg
glipizide-metformin 1 MO; QL glyburide-metformin 1 MO; M
oral tablet 2.5-250 (240 per 30 oral tablet 2.5-500
mg days) mg, 5-500 mg
glipizide-metformin 1 MO; QL GLYNASE ORAL 3 M
oral tablet 2.5-500 (120 per 30 TABLET 1.5 MG, 6
mg, 5-500 mg days) MG
GLUCAGON 3 MO GLYXAMBI 2 MO; QL (30
EMERGENCY KIT per 30 days)
(HUMAN) GVOKE MO
GLUCOTROL XL 3 MO; QL (60 GVOKE HYPOPEN MO
ORAL TABLET per 30 days)

2-PACK
EXTENDED
RELEASE 24HR 10 GVOKE PFS 1- 2 MO
MG PACK SYRINGE

SUBCUTANEOUS
GLUCOTROL XL 3 M; QL (240

SYRINGE 1 MG/0.2
ORAL TABLET per 30 days) ML
EXTENDED
RELEASE 24HR HUMALOG 2 MO
2.5 MG JUNIOR KWIKPEN

U-100
GLUCOTROL XL 3 MO; QL
ORAL TABLET (120 per 30 HUMALOG 2 MO
EXTENDED days) KWIKPEN
RELEASE 24HR 5 INSULIN
MG
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HUMALOG MIX 2 MO INSULIN 3 ST; MO
50-50 KWIKPEN DEGLUDEC
HUMALOG MIX 2 MO INSULIN 3 ST; M
75-25 KWIKPEN GLARGINE
HUMALOG MIX 2 MO INSULIN 3 ST; MO
75-25(U- GLARGINE U-300
100)INSULN CONC
HUMALOG 3 ST; MO INSULIN 3 ST; MO
TEMPO PEN(U- GLARGINE-YFGN
100)INSULN INSULIN LISPRO 3 ST; MO
HUMALOG U-100 2 MO PROTAMIN-
INSULIN LISPRO
HUMULIN 70/30 2 MO INSULIN LISPRO 3 ST; MO
U-100 INSULIN SUBCUTANEOUS
HUMULIN 70/30 2 MO INSULIN PEN
U-100 KWIKPEN INSULIN LISPRO 3 ST; MO
HUMULIN N NPH 2 MO SUBCUTANEOUS
INSULIN PEN,
INSULIN
KWIKPEN HALF-UNIT
INSULIN LISPRO 2 MO
HUMULIN N NPH 2 MO
U-100 INSULIN SUBCUTANEOUS
SOLUTION
HUMULIN R 2 MO
REGULAR U-100 INVOKAMET 3 ST; MO; QL
INSULN (60 per 30
days)
HUMULIN R U-500 2 MO
(CONC) INSULIN INVOKAMET XR 3 ST; MO; QL
(60 per 30
HUMULIN R U-500 2 MO days)
CONC) KWIKPEN
( ) INVOKANA 3 ST; MO; QL
INPEFA 2 PA; MO; (30 per 30
QL (30 per days)
30d
ays) JANUMET 2 MO; QL (60
INSULIN ASP PRT- 3 ST; MO per 30 days)
INSULIN ASPART
JANUMET XR 2 MO; QL (30
INSULIN ASPART 3 ST; MO ORAL TABLET, per 30 days)
U-100 ER MULTIPHASE

24 HR 100-1,000
MG
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Drug Name Drug Requireme Drug Name Drug Requireme
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JANUMET XR 2 MO; QL (60 KOMBIGLYZE XR 3 ST; MO; M;
ORAL TABLET, per 30 days) ORAL TABLET, QL (30 per
ER MULTIPHASE ER MULTIPHASE 30 days)
24 HR 50-1,000 24 HR 5-1,000 MG,
MG, 50-500 MG 5-500 MG
JANUVIA 2 MO; QL (30 LANTUS 2 MO
per 30 days) SOLOSTAR U-100
JARDIANCE 2 MO;QL (30 INSULIN
per 30 days) LANTUS U-100 2 MO
JENTADUETO 2 MO; QL (60 INSULIN
ORAL TABLET per 30 days) LEVEMIR 3 ST; MO; M
2.5-1,000 MG, 2.5- FLEXPEN
500 MG LEVEMIR 3 ST:M
JENTADUETO 2 MO; M; QL FLEXTOUCH U100
ORAL TABLET (60 per 30 INSULIN
2.5-850 MG days) LEVEMIR U-100 3 ST;MO;M
JENTADUETO XR 2 MO; QL (60 INSULIN
ORAL TABLET, IR per 30 days) LIRAGLUTIDE 3 M
- ER, BIPHASIC
24HR 2.5-1,000 MG LYUMIEV 2 MO
KWIKPEN U-100
JENTADUETO XR 2 MO; QL (30 INSULIN
ORAL TABLET, IR per 30 days)
- ER, BIPHASIC LYUMIEV 2 MO
24HR 5-1,000 MG KWIKPEN U-200
INSULIN
KAZANO ORAL 3 ST; MO; QL
TABLET 12.5-1,000 (60 per 30 LYUMIEV TEMPO 3 ST; MO
MG days) PEN(U-
100)INSULN
KAZANO ORAL 3 ST; QL (60 )
TABLET 12.5-500 per 30 days) LYUMIEV U-100 2 MO
MG INSULIN
KOMBIGLYZE XR 3 ST; MO; M; mev”qrmin oral 1 MO; QL
ORAL TABLET, QL (60 per solution (765 per 30
ER MULTIPHASE 30 days) days)
24 HR 2.5-1,000 metformin oral 1 MO; QL (75
MG tablet 1,000 mg per 30 days)
metformin oral 1 MO; QL
tablet 500 mg (150 per 30
days)
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METFORMIN 3 MO; QL nateglinide oral 1 MO; QL (90

ORAL TABLET (120 per 30 tablet 120 mg per 30 days)

625 MG days) nateglinide oral 1 MO; QL

metformin oral 1 MO; QL (90 tablet 60 mg (180 per 30

tablet 850 mg per 30 days) days)

metformin oral 1 MO; M; QL NESINA 3 ST; QL (30

tablet extended (120 per 30 per 30 days)

release 24 hr 500 mg days) NOVOLIN 70/30 U- 3 ST: MO

metformin oral 1 MO; QL (60 100 INSULIN

tablet extended per 30 days) NOVOLIN 70-30 3 ST: MO

release 24 hr 750 mg FLEXPEN U-100 ’

metformin oral 1 ST; MO; QL .

tab{;t extended (60 per 3(§2 I;S;;g}ég N 3 ST MO

release (osm) 24 hr days)

1,000 mg NOVOLIN N NPH 3 ST; MO

metformin oral 1 ST; MO; QL U-100 INSULIN

tablet extended (150 per 30 NOVOLIN R 3 ST; MO

release (osm) 24 hr days) FLEXPEN

500 mg NOVOLIN R 3 ST; MO

metformin oral 1 ST; MO; QL REGULAR U100

tablet,er (60 per 30 INSULIN

gast.retention 24 hr days) NOVOLOG 3 ST; MO

1,000 mg FLEXPEN U-100

metformin oral 1 ST; MO; QL INSULIN

tablet,er (120 per 30 NOVOLOG MIX 3 ST; MO

gast.retention 24 hr days) 70-30 U-100

500 mg INSULN

miglitol oral tablet 1 MO; QL (90 NOVOLOG MIX 3 ST; MO

100 mg per 30 days) 70-30FLEXPEN U-

miglitol oral tablet 1 MO; QL 100

25 mg (360 per 30 NOVOLOG 3 ST; MO
days) PENFILL U-100

miglitol oral tablet 1 MO; QL INSULIN

50 mg (180 per 30 NOVOLOG U-100 3 ST; MO
days) INSULIN ASPART

MOUNJARO 2 PA; MO; ONGLYZA 3 ST; MO; M;
QL (2 per QL (30 per
28 days) 30 days)

The drug list includes all possible restrictions and limitations. The requirements and limits may
change throughout the year. You can find information on what the symbols and abbreviations on this table
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Drug Name Requireme Drug Name Drug Requireme
nts/Limits Tier  nts/Limits
OSENI ORAL MO; QL (30 repaglinide oral 1 MO; QL
TABLET 12.5-30 per 30 days) tablet 2 mg (240 per 30
MG days)
OSENI ORAL QL (30 per REZVOGLAR 3 ST; MO
TABLET 25-15 30 days) KWIKPEN
22%{%}5'30 MG, 25- RIOMET 3 M:QL (765
per 30 days)
OZEMPIC PA; MO; RYBELSUS 2 PA;MO;
SUBCUTANEOUS QL (3 per QL (30 per
PEN INJECTOR 28 days) 30 days)
0.25 MG OR 0.5 —
MG (2 MG/3 ML), 1 saxagliptin 1 MO; QL (30
MG/DOSE (4 MG/3 per 30 days)
ML), 2 MG/DOSE saxagliptin- 1 MO; QL (60
(8 MG/3 ML) metformin oral per 30 days)
OZEMPIC M tablet, er multiphase
SUBCUTANEOUS 24 hr 2.5-1,000 mg
PEN INJECTOR saxagliptin- 1 MO; QL (30
0.25 MG OR 0.5 metformin oral per 30 days)
MG(2 MG/1.5 ML) tablet, er multiphase
pioglitazone MO; QL (30 24 hr 5-1,000 mg, 5-
per 30 days) 500 mg
pioglitazone- MO; QL (30 SEGLUROMET 2 MO; QL (60
glimepiride per 30 days) ORAL TABLET per 30 days)
. 2.5-1,000 MG, 7.5-
pzoglltaZQne- MO; QL (90 1,000 MG, 7.5-500
metformin per 30 days) MG
PROGLYCEM MO SEGLUROMET 2 MO;QL
QTERN ST; MO; QL ORAL TABLET (120 per 30
(30 per 30 2.5-500 MG days)
days) SEMGLEE(INSULI 3 ST; MO
repaglinide oral MO; QL N GLARGINE-
tablet 0.5 mg (960 per 30 YFGN)
days) SEMGLEE(INSULI 3  ST; MO
repaglinide oral MO; QL N GLARG-
tablet 1 mg (480 per 30 YFGN)PEN
days) SITAGLIPTIN 3 ST; QL (30
per 30 days)
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits

SITAGLIPTIN- 3 M TRESIBA 3 ST; MO
METFORMIN FLEXTOUCH U-
SOLIQUA 100/33 2 MO: QL (90 200

per 30 days) TRESIBA U-100 3 ST; MO
STEGLATRO 2 MO:QL (30 INSULIN

per 30 days) TRIJARDY XR 2 MO; QL (30
STEGLUJAN 3 ST: MO: QL ORAL TABLET, IR per 30 days)

(30 per 30 - ER, BIPHASIC

days) 24HR 10-5-1,000

MG, 25-5-1,000 MG

SYMLINPEN 120 2 PA; MO;

QL (10.8 TRIJARDY XR 2 MO; QL (60

per 30 days) ORAL TABLET, IR per 30 days)

- ER, BIPHASIC

SYMLINPEN 60 2 PA; MO; 24HR 12.5-2.5-

QL (6 per 1,000 MG, 5-2.5-

30 days) 1,000 MG
SYNJARDY 2 MO; QL (60 TRULICITY 2 PA;MO;

per 30 days) QL (2 per
SYNJARDY XR 2 MO:; QL (30 28 days)
ORAL TABLET, IR per 30 days) VICTOZA 2-PAK 3 PA; MO; M;
- ER, BIPHASIC QL (9 per
24HR 10-1,000 MG, 30 days)
25-1,000 MG VICTOZA 3-PAK 3 PA;MO;
SYNJARDY XR 2 MO; QL (60 QL (9 per
ORAL TABLET, IR per 30 days) 30 days)
- ER, BIPHASIC
24HR 12.5-1,000 XIGDUO XR 2 MO; QL (30
MG. 5-1.000 MG ORAL TABLET, IR per 30 days)

G - ER, BIPHASIC

TOUJEO MAX U- 2 MO 24HR 10-1,000 MG,
300 SOLOSTAR 10-500 MG
TOUJEO 2 MO XIGDUO XR 2 MO:; QL (60
SOLOSTAR U-300 ORAL TABLET, IR per 30 days)
INSULIN - ER, BIPHASIC
TRADJENTA 2 MO;QL (30 24HR 2.5-1,000

per 30 days) MG, 5-1,000 MG, 5-
TRESIBA 3 ST; MO 200 MG
FLEXTOUCH U- XULTOPHY 3 ST; MO; QL
100 100/3.6 (15 per 30

days)
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ZEGALOGUE 3 ST; MO cinacalcet 1 PA; MO
AUTOINJECTOR CRYSVITA 2 PA; MO;
ZEGALOGUE 3 ST; MO LA; M
SYRINGE danazol 1 MO
per 30 days)
DEPO- 3 PA; MO
MISCELLANEO TESTOSTERONE
US HORMONES INTRAMUSCULA
ALDURAZYME 2 PA;MO;M R OIL 100 MG/ML
ANDROGEL PA; MO; M; DEPO- 3 PA
TRANSDERMAL QL (150 per TESTOSTERONE
GEL IN 30 days) INTRAMUSCULA
METERED-DOSE R OIL 200 MG/ML
PUMP desmopressin nasal 1 MO; M
ANDROGEL 3 M spray with pump
TRANSDERMAL desmopressin nasal 1
GEL IN PACKET spray,non-aerosol
1.62 % (20.25 10 meg/spray (0.1
MG/1.25 GRAM), ml)
1.62 % (40.5
MG /2.05(GRAM) desmopressin oral 1 MO
AVEED 3 PA: LA doxercalciferol M
intravenous
b li 1 M
capergotine © doxercalciferol oral 1 MO
Icitoni l 1 MO

e (salmon) ELAPRASE 2 PA;MO;M
calcitriol 1 Enc ELELYSO 3 PA; MO;M
intravenous solution ELFABRIO 3 PA; LA; M
[ meg/ml FABRAZYME 2 PA;MO;M
calcitriol oral 1 MO FORTESTA 3 M
capsule

. GALAFOLD 3 PA; MO;
calcz{rlol oral 1 LA: QL (15
solution per 30 days)
CERDELGA 3 PA; MO HECTOROL 3 M
CEREZYME 3 PA; MO; M INTRAVENOUS
INTRAVENOUS
RECON SOLN 400
UNIT
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ISTURISA ORAL 3 PA; LA; QL NEXVIAZYME 3 PA; MO; M
TABLET 1 MG 3240 per 30 NOCDURNA 3 M
ays) (MEN)
s on [ NoDURNA 3
(WOMEN)
ISTURISA ORAL 3 PA; LA; QL
> i OPFOLDA 3 PA; MO; M;
TABLET 5 MG (360 per 30 ’ o
d QL (8 per
ays) 28 days)
JATENZO ORAL 3 PA; MO;
’ ’ ORILISSA 3 MO
CAPSULE 158 MG, QL (120 per
198 MG 30 days) oxandrolone 1 PA; M
JATENZO ORAL 3 PA; MO; PALYNZIQ 3 PA; MO;
CAPSULE 237 MG QL (60 per SUBCUTANEOUS LA; QL (15
30 days) SYRINGE 10 per 30 days)
: MG/0.5 ML
javygtor 1 PA; MO
PALYNZIQ 3 PA; MO;
JYNARQUE 3 PAJLA SUBCUTANEOUS LA; QL (4
KANUMA 2 PA; MO; M SYRINGE 2.5 per 30 days)
KORLYM 3 PA MG/0.5 ML
PALYNZIQ 3 PA; MO;
KUVAN 3 PA; MO ’ ’
’ SUBCUTANEOUS LA; QL (60
LUMIZYME 2 PA; MO; M SYRINGE 20 per 30 days)
MEPSEVII 2 PA; MO; M MG/ML
METHITEST 3 MO paricalcitol 1 M
intravenous
methyltestosterone 1 MO
oral capsule paricalcitol oral 1 MO
mifepristone oral 1 PA; MO POMBILITI 3 PA; MO; M
tablet 300 mg RAYALDEE 3 MO
miglustat 1 PA; MO; RECORLEV 3 PA
LA
ROCALTROL 3
MYALEPT 3 PA; MO;
L A’ ’ SAMSCA 3 PA; MO
NAGLAZYME 2 PA;MO; sapropterin 1 PAMO
LA; M SENSIPAR 3 PA; MO
NATESTO 3 PA; MO; M; SOMAVERT 3 PA; MO
QL (21.96 STRENSIQ 2 PA:LA:M
per 30 days)
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SYNAREL 3 PA; MO testosterone 1 PA; MO;
TESTIM 3 PA; MO: transdernzal gel in QL (300 per
QL (300 per packet 1 % (25 30 days)
30 days) mg/2.5gram), 1 %
(50 mg/5 gram)
TESTOPEL 3 PA; M
testosterone 1 PA; MO;
testéster one 1 PA; MO transdermal gel in QL (37.5
cypionate packet 1.62 % per 30 days)
intramuscular oil (20.25 mg/1.25
100 mg/ml, 200 gram)
/ml
mem testosterone 1 PA; MO;
testéster one 1 PA transdermal gel in QL (150 per
cyplonate packet 1.62 % (40.5 30 days)
intramuscular oil mg/2.5 gram)
200 mg/ml (1 ml
mg/mi (1 mi) testosterone 1 PA; MO;
lestosterone 1 PA; MO transdermal solution QL (180 per
enanthate in metered pump 30 days)
testosterone 1 PA; MO; M; w/app
transdermal gel QL (300 per TLANDO 3 PA:; MO;

30 days) QL (120 per
testosterone 1 PA; QL 30 days)
transdermal gel in (120 per 30 tolvaptan PA; MO
metered-dose pump days) VIMIZIM 5 PA: MO:
10 mg/0.5 gram LA M
/actuation ’

. : VOGELXO 3 PA; QL
testosterone 1 PA; MO; >
transdermal gel in QL (300 per F(EJ%’ENSDERMAL 51300 per 30
metered-dose pump 30 days) ays)

12.5 mg/ 1.25 gram VOGELXO 3 PA; QL
(1 %) TRANSDERMAL (300 per 30

. . GEL IN days)
testosterone 1 PA; MO;
transdermal gel in QL (150 per II\)/[EI\?;;RED'DOSE
metered-dose pump 30 days) U
20.25 mg/1.25 gram VOGELXO 3 PA; M; QL
(1.62 %) TRANSDERMAL (300 per 30

GEL IN PACKET days)
VOXZOGO 3 PA; MO
VPRIV 3 PA; MO; M
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XYOSTED 3 PA; MO; levoxyl oral tablet 1 MO
L (2 per 100 mcg, 112 mcg,
QL (2p g g
28 days) 125 meg, 137 mcg,
. 150 meg, 175 mcg,
1 PA; LA
yarsesa ’ 200 mcg, 25 mcg, 50
ZAVESCA 3 PA; MO; mcg, 75 meg, 88 mcg
LA
liothyronine oral 1 MO
ZEMPLAR 3 MO; M : )
INTRAVENOUS niva thyroid 1 MO; M
ZEMPLAR ORAL 3 MO np thyroid I MO; M
CAPSULE 1 MCQG, SYNTHROID 3 ST; MO
2 MCG THYQUIDITY 3 MO
zoledronic acid 1 B/D PA; .
’ thyroid k 1 M
intravenous solution MO; M yroid (pork)
TIROSINT 3 MO
ZOLEDRONIC AC- 3 B/D PA;
MANNITOL- MO; M TIROSINT-SOL 3 MO
0.9NACL unithroid 1 MO
THYROID GASTROENT
(00 1 (OI T EROLOGY
adthyza oral tablet 1 MO; M
120 mg, 15 mg, 30 ANTIDIARRHE
mg, 60 mg, 90 mg ALS/
ANTISPASMODI
ADTHYZA ORAL 3 M CS
TABLET 130 MG,
16.25 MG, 32.5 MG, chlordiazepoxide- 1 M
65 MG, 97.5 MG clidinium
ARMOUR 3 MO; M CUVPOSA 3 MO
THYROID dicyclomine oral 1 MO
CYTOMEL 3 MO capsule
ERMEZA 3 dicyclomine oral 1 MO
euthyrox 1 MO solution
levo-t 1 M dicyclomine oral 1 MO
tablet
ICJ)I}?{X(I)JTC}IIQ;’I;%EIENE & MO diphenoxylate- 1 MO
atropine
icelz?zzymxme oral 1 MO GLYCATE 3

The drug list includes all possible restrictions and limitations. The requirements and limits may

change throughout the year. You can find information on what the symbols and abbreviations on this table
mean by going to page viii. To confirm your plan’s specific coverage, contact Customer Service at (866) 264-
4676 or visit us on the Web at HSMedicareRx.com.

This drug list was updated in August 2024.
97



Drug Name Drug Requireme Drug Name Drug Requireme
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glycopyrrolate oral 1 MO APRISO 3 MO
solution ASACOL HD 3 M
glycopyrrolate oral 1 MO AVSOLA 3 PA: MO: M:
tablet 1 mg, 2 mg QL (20 per
glycopyrrolate oral 1 28 days)
tablet 1.5 mg AZULFIDINE 3 MO
LIBRAX (WITH 3 MO:M AZULFIDINE EN- MO
CLIDINIUM) TABS
LOMOTIL 3 MO balsalazide 1 MO
loperamide oral MO betaine 1 MO
capsule
: BONIJESTA 3 MO
methscopolamine 1 MO
MOTOFEN 3 MO budesonide oral 1 MO
] 1 M
MYTESI 3 MO budesonide rectal (0)
BYLVAY 3 PA; MO;
ROBINUL FORTE 3 MO LA
ROBINUL ORAL 3 MO CANASA 3 MO
?SISCELLAN EO CHENODAL 3 PALA
coom oL [
TINAL AGENTS
' CHOLBAM ORAL 3 PA; QL
alosetron I PA; MO CAPSULE 50 MG (120 per 30
AMITIZA 3 ST; MO; QL days)
360 per 30 CIMZIA 3 PA;MO;
ays) QL (2 per
ANTIVERT ORAL 3 28 days)
TABLET 50 MG CIMZIA POWDER 3 PA;MO;
ANTIVERT ORAL 3 FOR RECONST QL (2 per
TABLET,CHEWAB 28 days)
LE CIMZIA STARTER 3 PA; MO; M;
ANUSOL-HC 3 MO KIT QL (3 per
TOPICAL 180 days)
ANZEMET ORAL 3 B/D PA; CLENPIQ ORAL 3 ST
TABLET 50 MG MO SOLUTION 10 MG-
aprepitant 1 B/D PA; 3.5 GRAM- 12
MO GRAM/160 ML
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CLENPIQ ORAL 3 ST; MO GATTEX 30-VIAL 3 PA; MO
SOLUTION 10 MG- GATTEX ONE- 3 PA;MO;M
3.5 GRAM- 12
VIAL
GRAM/175 ML
[yte- 1 MO
COLAZAL 3 MO saryiee
[yte- 1 MO
compro 1 MO savivies
1 1
constulose 1 MO generiac
CORTIFOAM 2 MO GIMOTI 3
GOLYTELY 3 ST; MO
CREON 2 MO
granisetron hcl oral 1 B/D PA;
cromolyn oral 1 MO MO
CYSTADANE 3 hydrocortisone 1 MO
DELZICOL 3 rectal
DICLEGIS 3 MO hydrocortisone 1 MO
DIPENTUM 3 MO topl:cal cream with
perineal applicator
doxylamine- 1 MO 2.59
idoxi it b6,
Py ox'lne (vit 56) hydrocortisone- 1 MO
EMEND ORAL 3 B/D PA; cream 1-1 %
CAPSULE 80 MG MO IBSRELA 3 PA; MO:;
EMEND ORAL 3 B/DPA; QL (60 per
CAPSULE,DOSE MO 30 days)
PACK INFLECTRA 3 PA;MO; M;
EMEND ORAL 3 B/D PA QL (20 per
SUSPENSION FOR 28 days)
RECONSTITUTIO INFLIXIMAB 3 PA; M; QL
N (20 per 28
ENTYVIO 2 PA;MO; M; days)
QL (2 per IQIRVO 3 MO; M
28 d
ays) KRISTALOSE 3 MO
ENTYVIO PEN 3 PA; MO;
QL (1.36 lactulose oral packet 1
per 28 days) lactulose oral 1 MO
enulose 1 MO solution 10 gram/15
ml
GASTROCROM 3 MO
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lactulose oral 1 M metoclopramide hcl 1 MO
solution 10 gram/15 oral tablet
mi (15 m), 20 metoclopramide hcl 1
gram/30 ml )
ora
LIALDA MO tablet, disintegrating
LINZESS 2 MO; QL (30 S mg
per 30 days) MOTEGRITY 3 ST; MO; QL
LIVMARLI ORAL 3 M 830 per 30
SOLUTION 19 ays)
MG/ML MOVANTIK 3 ST; MO; QL
LIVMARLI ORAL 3 PAJLA 5130 per 30
SOLUTION 9.5 ays)
MG/ML MOVIPREP 3 ST; MO
LOTRONEX 3 PA; MO nitroglycerin rectal 1 MO
lubiprostone 1 MO; QL (60 OCALIVA 3 PA; MO;
per 30 days) LA; QL (30
MARINOL 3 B/DPA per 30 days)
meclizine oral tablet 1 MO OMVOH PEN 3 P?j 1;40;
12.5 mg, 25 mg QL (2 per
l l 28 days)
] 1 MO
ool owvor T
tablets) SUBCUTANEOUS per 28 days)
mesalamine oral 1 ondansetron hcl oral 1 B/D PA;
capsule, extended solution MO
release ondansetron hcl oral 1 B/D PA;
mesalamine oral 1 MO tablet 4 mg, 8 mg MO
capsule,extended ondansetron oral 1 B/D PA;
release 24hr tablet,disintegrating MO
mesalamine oral 1 MO 4mg, 8 mg
tablet,delayed
release (dr/ec)
mesalamine rectal 1 MO
mesalamine with 1 MO; M
cleansing wipe
metoclopramide hcl 1 MO

oral solution
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PANCREAZE 3 ST; MO RELISTOR 3 ST; MO; QL
ORAL SUBCUTANEOUS (18 per 30
CAPSULE,DELAY SOLUTION days)
ED
RELISTOR 3 ST; MO; QL
11‘(?;%*33515?35“@ SUBCUTANEOUS (18 per 30
Sotathha SYRINGE 12 days)
61,500 UNIT, MG/0.6 ML
16,800-56,800- :
98,400 UNIT, 2,600- RELISTOR 3 ST; MO; QL
8,800- 15,200 UNIT, SUBCUTANEOUS (12 per 30
21,000-54,700- SYRINGE 8 MG/0.4 days)
83,900 UNIT, ML
37,000-97,300- RELTONE
149,900 UNIT
4 260_14 200- ’ REMICADE 2 PA; MO; M;
24,600 UNIT QL (20 per
28 days)
peg 3350- 1 RENFLEXI PA; MO; M;
electrolytes N S 3 ; MO; M;
QL (20 per
peg3350-sod sul- 1 MO 28 days)
I-kcl-asb-
racReas e ROWASARECTAL 3 MO
peg-electrolyte 1 MO ENEMA KIT
PENTASA 3 MO SANCUSO 2 MO
PERTZYE 3 ST; MO scopolamine base 1 MO
PLENVU 3 ST; MO SFROWASA 3 MO; M
prochlorperazine 1 MO SKYRIZI 2 PA; MO:;
prochlorperazine 1 MO INTRAVENOUS QL (30 per
maleate 180 days)
PROCTOFOAM HC 3 MO SKYRIZI 2 PA;MO;
ih ) MO SUBCUTANEOUS QL (1.2 per
procto-med he WEARABLE 56 days)
proctosol he topical 1 MO INJECTOR 180
proctozone-hc 1 MO ﬁgg\ﬁj\/m (150
RECTIV 3 M
¢ O SKYRIZI 2 PA; MO;
REGLAN ORAL 3 MO SUBCUTANEOUS QL (2.4 per
RELISTOR ORAL 3 ST; MO; QL WEARABLE 56 days)
(90 per 30 INJECTOR 360
days) MG/2.4 ML (150
MG/ML)
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sodium,potassium,m 1 MO VOWST 3 PA; LA
ag sulfates oral ZENPEP ORAL 2 MO
recon soln 17.5- CAPSULE,DELAY
3.13-1.6 gram ED
sodium,potassium,m 1 RELEASE(DR/EC)
ag sulfates oral 10,000-32,000 -
recon soln 17.5- 42,000 UNIT,
3.13-1.6 gram 2 15,000-47,000 -
pack (480ml) 63,000 UNIT,
SUCRAID 2 PA 20,000-63,000-
84,000 UNIT,
SUFLAVE 3 ST; MO 25,000-79,000-
sulfasalazine 1 MO 105,000 UNIT,
3,000-10,000 -
SUPREP BOWEL 3 ST; MO 14.000-UNIT
PREP KIT 40,000-126,000-
SUTAB ST; MO 168,000 UNIT,
SYMPROIC 2 MO;QL (30 221088616}(\)1(1)%
30d ’ ’
per 30 days) 60,000-189,600-
TRULANCE 2 MO; QL (30 252,600 UNIT
30d
per 30 days) ZYMFENTRA 2 PA;MO;
URSO 250 3 28 days)
URSO FORTE 3 ULCER
: THERAPY
ursodiol oral 1
capsule 200 mg, 400 ACIPHEX 3 MO; M
ng amoxicil- 1 MO; QL
ursodiol oral 1 MO clarithromy- (112 per 180
capsule 300 mg lansopraz days)
ursodiol oral tablet 1 MO bismuth subcit k- 1 MO; QL
VARUBI 9 B/D PA metronidz-tcn 51 1 20)per 180
ays
VELSIPITY PA; MO; Y
QL (30 per CARAFATE ORAL 3
30 days) SUSPENSION
VIBERZI 2 MO: QL (60 CARAFATE ORAL 3 MO
per 30 days) TABLET
VIOKACE 3 MO cimetidine 1 MO
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cimetidine hcl oral 1 M lansoprazole oral 1 MO; QL (30
CYTOTEC 3 MO tablet, disintegrat, per 30 days)
delay rel 15 mg
DEXILANT 3 MO; QL (30
QL ( lansoprazole oral 1 MO; QL (60
per 30 days) .
tablet,disintegrat, per 30 days)
dexlansoprazole 1 MO; QL (30 delay rel 30 mg
30d
pet ays) misoprostol 1 MO
esomeprazole 1 MO; M; QL _
magnesium oral (30 per 30 gi?é%%EOI%HLAY 3 MoéchI{ (30
capsule,delayed days) ED ’ pet ays)
release(dr/ec) 20 mg
RELEASE(DR/EC)
esomeprazole 1 MO; QL (60 20 MG
magnesium oral per 30 days) _
NeamomL 3 oo
release(dr/ec) 40 mg ED ’ pet ays)
esomeprazole 1 MO; QL (30 RELEASE(DR/EC)
magnesium oral per 30 days) 40 MG
granules dr for susp _
in packet 10 mg, 20 NEXIUM ORAL 3 MO; QL (30
mg GRANULES DR per 30 days)
FOR SUSP IN
esomeprazole 1 MO; QL (60 PACKET 10 MG,
magnesium oral per 30 days) 2.5 MG, 20 MG, 5
granules dr for susp MG
j ket 40
MpAcE TS NEXIUM ORAL 3 MO; QL (60
Jamotidine oral 1 MO GRANULES DR per 30 days)
suspension for FOR SUSP IN
reconstitution PACKET 40 MG
Jamotidine oral 1 MO; M nizatidine oral 1 MO
tablet 20 mg, 40 mg capsule
KONVOMEP 3 QL (600 per OMECLAMOX- 3 QL (80 per
30 days) PAK 180 days)
lansoprazole oral 1 MO; QL (30 omeprazole oral 1 MO; QL (30
capsule,delayed per 30 days) capsule,delayed per 30 days)
release(dr/ec) 15 mg release(dr/ec) 10
lansoprazole oral 1 MO; QL (60 mg, 20 mg
capsule,delayed per 30 days) omeprazole oral 1 MO; QL (60
release(dr/ec) 30 mg capsule,delayed per 30 days)

release(dr/ec) 40 mg
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omeprazole-sodium 1 MO; QL (30 PROTONIX ORAL 3 MO; QL (60
bicarbonate per 30 days) GRANULES DR per 30 days)
pantoprazole oral 1 MO; QL (60 Eggg}gﬁp IN
granules dr for susp per 30 days)
in packet PROTONIX ORAL 3 MO; QL (30
pantoprazole oral 1 MO; QL (30 EAlgi ILE}:E&I;ELAYE per 30 days)
tablet,delayed per 30 days) (DR/EC) 20 MG
release (dr/ec) 20
mg PROTONIX ORAL 3 MO; QL (60
pantoprazole oral 1 MO; QL (60 E’AISEE]EE&EELAYE per 30 days)
tablet,delayed per 30 days) DR/EC) 40 MG
release (dr/ec) 40 ( )
mg PYLERA 3 MO; QL
PEPCID ORAL 3 MO (120 per 180
TABLET days)
PREVACID 3 MO: OL (60 rabeprazole oral 1 MO; QL (60
per 3 (? dagls) tablet,delayed per 30 days)
release (dr/ec)
PREVACID 3 MO; QL (30 _
SOLUTAB ORAL per 30 days) sucralfate oral 1 MOM
TABLET,DISINTE suspension
GRAT, DELAY sucralfate oral tablet 1 MO
REL 15 MG TALICIA 3 MO:;QL
PREVACID 3 MO; QL (60 (168 per 180
SOLUTAB ORAL per 30 days) days)
TABLET,DISINTE VOQUEZNA 3 ST;MO;QL
GRAT, DELAY (30 per 30
REL 30 MG days)
SUSPDELAYED  (a0pers0  LOQUEZNA Moo
’ (120 per DUAL PAK (112 per 180
RELEASE FOR days) days)
RECON 10 MG
_ VOQUEZNA 3 MO; QL
PRILOSEC ORAL 3 MOQL TRIPLE PAK (112 per 180
SUSP,DELAYED (480 per 30 days)
RELEASE FOR days)
RECON 2.5 MG ZEGERID ORAL 3 MO; QL (30
CAPSULE 20-1.1 per 30 days)
MG-GRAM
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ZEGERID ORAL 3 QL (30 per BETASERON 2 PA;MO;
CAPSULE 40-1.1 30 days) SUBCUTANEOUS QL (14 per
MG-GRAM KIT 28 days)
ZEGERID ORAL 3 MO;M; QL EGRIFTA SV 3 PA;MO
PACKET (30 per 30 EPOGEN 3 PA;MO:M
days) INJECTION
IMMUNOLOG SOLUTION 10,000
Y, VACCINES UNIT/ML
/ BIOTECHNO EPOGEN 3 PA; MO
INJECTION
LOGY SOLUTION 2,000
BIOTECHNOLO UNIT/ML, 20,000
GY DRUGS UNIT/2 ML, 20,000
UNIT/ML, 3,000
ARANESP (IN 3 PA;MO UNIT/ML
POLYSORBATE) FULPHILA 2 PA;MO
INJECTION
SOLUTION 100 FYLNETRA 3 PA
MCG/ML, 200 GENOTROPIN 3 PA;MO
MCG/ML, 25 GENOTROPIN 3 PA;MO
MCG/ML, 40 MINIQUICK
MCG/ML. 60 Q
MCG/ML GRANIX 3 PA;MO
ARANESP (IN 3 PA;MO HUMATROPE 3 PA;MO
POLYSORBATE) INJECTION
INJECTION CARTRIDGE
SYRINGE ILARIS (PF) 2 PA; MO;
ARCALYST PA LA; M; QL
AVONEX PA: MO: 512 per 28
INTRAMUSCULA QL (1 per ays)
R PEN INJECTOR 28 days) LEUKINE 3 PA;MO
KIT INJECTION
AVONEX 2 PA:MO: RECON SOLN
INTRAMUSCULA QL (1 per NEULASTA 3 PA;MO
BESREMI 3 PALA ONPRO
NEUPOGEN 3 PA;MO
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NGENLA 3 PA; MO PLEGRIDY 2 PA; MO;
. SUBCUTANEOUS QL (1 per
NIVESTYM 2 PA; MO
PEN INJECTOR 63 180 days)
NORDITROPIN 3 PA; MO MCG/0.5 ML- 94
FLEXPRO MCG/0.5 ML
SUBCUTANEOUS
PEN INJECTOR 10 PLEGRIDY 2 PA; MO;
MG/1.5 ML (6.7 SUBCUTANEOUS QL (1 per
MG/ML) 15 ' SYRINGE 125 28 days)
MG/1.5 ML (10 MCG/0.5 ML
MG/ML), 5 MG/1.5 PLEGRIDY 2 PA; MO;
ML (3.3 MG/ML) SUBCUTANEOUS QL (1 per
FLEXPRO MCG/0.5 ML- 94
SUBCUTANEOUS MCG/0.5 ML
PEN INJECTOR 30 PROCRIT 2 PA; MO
MG/3 ML (10 INJECTION
MG/ML) SOLUTION 10,000
NUTROPIN AQ 3 PA:MO UNIT/ML, 2,000
UNIT/ML, 20,000
NUSPIN
UNIT/ML, 3,000
NYVEPRIA PA; MO UNIT/ML, 4,000
OMNITROPE PA; MO UNIT/ML, 40,000
UNIT/ML
PEGASYS MO:; QL (4
SUBCUTANEOUS per 28 days) PROCRIT 2 PA; MO; M
SOLUTION INJECTION
SOLUTION 20,000
PEGASYS 3 MO; QL (2 ’
UNIT/2 ML
SUBCUTANEOUS per 28 days)
SYRINGE REBIF (WITH 3 PA:; MO;
ALBUMIN L (6
PLEGRIDY 2 PA:MO: M: ) Ss d(ayrs’)e '
INTRAMUSCULA QL (1 per
R 28 days) REBIF REBIDOSE 3 PA: MO;
BN SUBCUTANEOUS QL (6 per
PLEGRIDY 2 PA;MO; PEN INJECTOR 22 28 days)
SUBCUTANEOUS QL (1 per MCG/0.5 ML. 44
PEN INJECTOR 28 days) MCG/0.5 ML
125 MCG/0.5 ML :
REBIF REBIDOSE 3 PA: MO;
SUBCUTANEOUS QL (4.2 per
PEN INJECTOR 180 days)
8.8MCG/0.2ML-22
MCG/0.5ML (6)
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REBIF TITRATION 3 PA; MO; AREXVY (PF) 1
PACK QL (4.2 per ASCENIV 3 PA;MO;M
180 days)
BCG VACCINE, 1
REBLOZYL 3 PA; M LIVE (PF)
RELEUKO 3 PA; MO BEXSERO 1
SUBCUTANEOUS
RETACRIT 5 PA: MO BIVIGAM 3 PA; MO
SEROSTIM PA: MO BOOSTRIX TDAP 1
SUBCUTANEOUS CUTAQUIG 3 B/D PA;
RECON SOLN 4 MO; M
MG, 5 MG, 6 MG CUVITRU 3 B/D PA;
SKYTROFA 3 PA; MO MO; M
SOGROYA 3 PA; MO DAPTACEL (DTAP 2
PEDIATRIC) (PF)
STIMUFEND 3 PA; MO
UDENYCA - PA: MO DYSPORT 3 PA; MO
ENGERIX-B (PF) 1 B/D PA
UDENYCA 3 PA; MO
AUTOINJECTOR ENGERIX-B 1 B/D PA
UDENYCA 3 PA; MO PEDIATRIC (PF)
ONBODY FLEBOGAMMA 3 M
DIF
XOLREMDI 3 PA; LA INTRAVENOUS
ZARXIO 3 PA; MO SOLUTION 10 %
ZIEXTENZO 3 PA; MO FLEBOGAMMA 3 PA; M
DIF
ZOMACTON 3 PA; MO
’ INTRAVENOUS
VACCINES / SOLUTION 5 %
MIEXEL L LN ) GAMMAGARD 3 PA;MO
Us LIQUID
IMMUNOLOGIC
ALS GAMMAGARD S- 3 PA; MO
D (IGA<1
ABRYSVO (PF) 1 MCG/ML)
ACTHIB (PF) 2 GAMMAKED 3 PA; MO
ADACEL(TDAP 1 INJECTION
ADOLESN/ADULT SOLUTION 1
)(PF) SI){AM/IO ML (10
ALYGLO 3 PAJM °
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GAMMAKED 3 PA; MO; M HIBERIX (PF) 2
INJECTION

HIZENTRA 3 B/D PA;
SOLUTION 10 MO: M
GRAM/100 ML (10 ’
%), 20 GRAM/200 HYQVIA 3 B/D PA;
ML (10 %), 5 MO; M
GRAM/50 ML (10 IMOVAX RABIES 1
%) VACCINE (PF)
GAMMAPLEX 3 PA; MO INFANRIX (DTAP) 2
GAMMAPLEX 3 PA; MO (PF)
(WITH SORBITOL) IPOL 1
GAMUNEX-C 3 PA; MO IXCHIQ (PF) 1
INJECTION A 1
SOLUTION 1 IXIARO (PF)
GRAM/10 ML (10 JYNNEOS (PF) 1 B/D PA
) KINRIX (PF) 2
INJECTION INTRAMUSCULA
SOLUTION 10 R SOLUTION
GRAM/100 ML (10
%), 2.5 GRAM/25 MENQUADFTI (PF) 1
ML (10 %), 20 MENVEO A-C-Y- 1
GRAM/200 ML (10 W-135-DIP (PF)
%), 40 GRAM/400 INTRAMUSCULA
ML (10 %), 5 R KIT
GRAM/50 ML (10
%) M-M-R II (PF) 1
GARDASIL 9 (PF) ) OCTAGAM 3 PA; MO
HAVRIX (PF) 1 ORALAIR 35 M
INTRAMUSCULA SUBLINGUAL
R SYRINGE 1,440 TABLET 300 INDX
ELISA UNIT/ML REACTIVITY
INTRAMUSCULA (LEVEL 1)
R SYRINGE 720 PALFORZIA 3 PA; M
ELISA UNIT/0.5 (LEVEL 2)
ML PALFORZIA 3 PA:M
HEPLISAV-B (PF) 1 B/D PA (LEVEL 3)
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PALFORZIA 3 PA:M RAGWITEK 3 MO:M
(LEVEL 4) RECOMBIVAX HB 1  B/DPA
PALFORZIA 3 PA:M (PF)
(LEVEL 5) ROTARIX ORAL 2
PALFORZIA 3 PA:M SUSPENSION
(LEVEL 6) ROTARIX ORAL 1
PALFORZIA 3 PA:M SUSPENSION FOR
(LEVEL 7) RECONSTITUTIO
PALFORZIA 3 PA:M N
(LEVEL 8) ROTATEQ 2
PALFORZIA 3 PA:M VACCINE
(LEVEL 9) SHINGRIX (PF) I QL (2per
PALFORZIA 3 PA:M 720 days)
(LEVEL 10) TDVAX 1
PALFORZIA 3 PA:M TENIVAC (PF) 1
(LEVEL 11 UP- TETANUSDIPHTH 2
DOSE) ERIA TOX
PALFORZIA 3 PA:M PED(PF)
LEVEL 11

TICOVAC 2
MAINTENANCE

TRUMENBA 1
PANZYGA 3 PA:MO

TWINRIX (PF 1
PEDIARIX (PF) 2 (PF)

TYPHIM VI 1
PEDVAX HIB (PF) 2

VAQTA (PF) 2
PENBRAYA (PF) 1 INTRAMUSCULA
PENTACEL (PF) 2 R SUSPENSION 25
INTRAMUSCULA UNIT/0.5 ML
R KIT 15LF- VAQTA (PF) |
48MCG-62DU -10 INTRAMUSCULA
MCG/0.5ML R SUSPENSION 50
PREHEVBRIO (PF) 1  B/DPA UNIT/ML
PRIORIX (PF) 1 VAQTA (PF) 2

INTRAMUSCULA
PRIVIGEN 2 PA:MO

’ R SYRINGE 25

PROQUAD (PF) 2 UNIT/0.5 ML
QUADRACEL (PF) 2
RABAVERT (PF) 1
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VAQTA (PF) 1 BD ULTRA-FINE 2 PA:MO
INTRAMUSCULA MINI PEN
R SYRINGE 50 NEEDLE
UNIT/ML BD ULTRA-FINE 2 PA
VARIVAX (PF) 1 NANO PEN
XEMBIFY 3 B/DPA: NEEDLE

MO: LA; M BD ULTRA-FINE 2 PA:MO
YF-VAX (PF) 1 SHORT PEN

NEEDLE
MISCELLANE BD VEO INSULIN 2 PA:MO
ous SYR (HALF UNIT)
SUPPLIES BD VEO INSULIN 2 PA;MO
MISCELLANEO SYRINGE UF
US SUPPLIES CEQUR 2 MO
NOVO PEN 2 PA:MO SIMPLICITY
NEEDLE CEQUR 2 MO
BD AUTOSHIELD 2 PA:MO ISIE\S’%’II{IT%IE Y
DUO PEN NEEDLE
BD INSULIN 2 PA:MO PEN NEEDLES SR PA
(NON-PREFERRED

SYRINGE (HALF NSO
UNIT) )
BD INSULIN 2 PA E\IRS%PLI}ET 3 PA
SYRINGE

SYR(HALF UNIT)
SYRINGE 0.5 ML
29 GAUGE X 1/2",

SYRINGE 1 ML 25
GAUGE X 5/8", 1

ML25X1 0.5 ML 30 GAUGE
BD INSULIN 2 PA:MO X 5/16", 0.5 ML 31
SYRINGE U-500 GAUGE X 15/64",
BD INSULIN 2 PA;MO 0.5ML 30 GAUGE
SYRINGE X 15/64"
BD NANO 2ND 2 PA; MO DROPLET 3 PA; MO
GEN PEN NEEDLE INSULIN
SYR(HALF UNIT)
BD ULTRA-FINE 2 PA:MO SYRINGE 0.5 ML
MICRO PEN 30 GAUGE X 1/2",
NEEDLE 0.5 ML 31 GAUGE
X 5/16"
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DROPLET 3 PA DROPLET PEN 3 PA

INSULIN NEEDLE NEEDLE

SYRINGE 29 GAUGE X 3/8",

SYRINGE 0.3 ML 30 GAUGE X 5/16",

29 GAUGE X 1/2", 32 GAUGE X 5/16"

0.3 ML 30 GAUGE DROPSAFE PEN 3 PA:MO

X 15/64", 0.3 ML 30 NEEDLE NEEDLE

AV S

X 15/64". 1 ML 29 31 GAUGE X 5/16

GAUGE X 1/2", 1 DROPSAFE PEN 3 PA

ML 30 GAUGE X NEEDLE NEEDLE

15/64", 1 ML 30 31 GAUGE X 3/16"

GAUGE X 5/16, 1 GAUZE PADS 2 X 2 PA

ML 31 GAUGE X 9

15/64 INPEN (FOR 3

DROPLET 3 PA; MO HUMALOG) BLUE

INSULIN

SYRINGE INPEN (FOR 3

SYRINGE 0.3 ML HUMALOG) GREY

30 GAUGE X 1/2", INPEN (FOR 3

0.3 ML 31 GAUGE HUMALOG) PINK

X 5/16", 1 ML 30 INPEN (NOVOLOG 3

GAUGE X 172", 1 OR FIASP) BLUE

ML 31 GAUGE X

5/16 INPEN (NOVOLOG 3

DROPLET 3 PA; MO OR FIASP) GREY

MICRON PEN INPEN (NOVOLOG 3

NEEDLE OR FIASP) PINK

DROPLET PEN 3 PA; MO BD INSULIN 2 PA

NEEDLE NEEDLE SYRINGE

29 GAUGE X 172", BD INSULIN 2 PA;MO

31 GAUGE X 1/4", SYRINGE

31 GAUGE X 3/16",

31 GAUGE X 5/16". NOVO PEN 2 PA; MO

32 GAUGE X 1/4", NEEDLE NEEDLE

32 GAUGE X 3/16", 32 GAUGE X 1/4

32 GAUGE X 5/32" NOVO PEN 2 PA
NEEDLE NEEDLE

32 GAUGE X 1/5",
32 GAUGE X 1/6"
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OMNIPOD 5 G6 2 MO; QL (1 PEN NEEDLES 3 PA
INTRO KIT (GEN per 720 (NON-PREFERRED
5) days) BRANDS)
OMNIPOD 5 G6 2 MO TECHLITE PA
PODS (GEN 5) INSULIN
OMNIPOD 5G6-G7 2 QL (1 per ggﬁgg ML 26
INTRO KT(GENS) 720 days) GAUGE X 1"
OMNIPOD 5 G6-G7 2
PODS (GEN 5) TECHLITE PA; MO
INSULIN
OMNIPOD DASH 2 QL (1 per SYRINGE
INTRO KIT (GEN 720 days) SYRINGE 1 ML 30
4 GAUGE X 12", 1
OMNIPOD DASH 2 MO ML 31 GAUGE X
PODS (GEN 4) 15/64", 1 ML 31
GAUGE X 5/16
OMNIPOD GO 2
PODS TECHLITE PA
INSULN
OMNH;OD GO 2 SYR(HALF UNIT)
PODS /0 SYRINGE 0.3 ML
UNITS/DAY 29 GAUGE X 1/2",
OMNIPOD GO 2 0.3 ML 30 GAUGE
PODS 15 X 5/16", 0.5 ML 30
UNITS/DAY GAUGE X 5/16"
OMNIPOD GO 2 TECHLITE PA; MO
PODS 20 INSULN
UNITS/DAY SYR(HALF UNIT)
PODS 25 31 GAUGE X
15/64", 0.3 ML 31
UNITS/DAY ;
GAUGE X 5/16",
OMNIPOD GO 2 0.5 ML 30 GAUGE
PODS 30 X 1/2",0.5 ML 31
UNITS/DAY GAUGE X 15/64",
OMNIPOD GO 2 0.5 ML 31 GAUGE
PODS 40 X 5/16"
UNITS/DAY
BD PEN NEEDLE 2 PA
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TECHLITE PEN 3 PA; MO TRUEPLUS PEN 3 PA; MO
NEEDLE NEEDLE NEEDLE NEEDLE
29 GAUGE X 1/2", 31 GAUGE X 1/4",
31 GAUGE X 3/16", 31 GAUGE X 3/16",
31 GAUGE X 5/16", 31 GAUGE X 5/16",
32 GAUGE X 1/4", 32 GAUGE X 5/32"
32 GAUGE X 5/32" UNIFINE PENTIPS 3 PA:MO
TECHLITE PEN 3 PA MAXFLOW
NEEDLE NEEDLE UNIFINEPENTIPS 3 PA;MO
31 GAUGE X 1/4 . GAUGE X 1/2", 31
32 GAUGE X 5/16 GAUGE X 1/4". 31
TRUEPLUS 3 PA GAUGE X 3/16", 31
INSULIN GAUGE X 5/16", 32
SYRINGE 0.3 ML GAUGE X 1/4", 32
29 GAUGE X 1/2", GAUGE X 5/32", 33
1/2 ML 28 GAUGE GAUGE X 5/32"
X 12" UNIFINE PENTIPS 3 PA:MO
TRUEPLUS 3 PA; MO PLUS
INSULIN
UNIFINE PENTIPS 3 PA
SYRINGE 0.3 ML
30 GAUGE X 5/16", PLUS MAXFLOW
0.3 ML 31 GAUGE UNIFINE 3 PA
X 5/16", 0.5 ML 29 SAFECONTROL
GAUGE X 1/2",0.5 NEEDLE 30
ML 30 GAUGE X GAUGE X 3/16", 32
5/16", 0.5 ML 31 GAUGE X 5/32"
GAUGE X 5/16", 1 UNIFINE 3 PA; MO
ML 28 GAUGE X SAFECONTROL
1/2", 1 ML 29 NEEDLE 30
GAUGE X 172", 1 GAUGE X 5/16"
ML 30 GAUGE X
5/16. 1 ML 31 UNIFINE 3 PA
PEN NEEDLE

TRUEPLUS PEN 3 PA
NEEDLE NEEDLE gg;fﬁ;gg}fg“ 3 PA
29 GAUGE X 1/2"

? GAUG / NEEDLE 31

GAUGE X 1/4", 31
GAUGE X 5/16", 32
GAUGE X 5/32"
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UNIFINE ULTRA 3 PA; MO ZYLOPRIM ORAL 3 M
PEN NEEDLE TABLET 100 MG
N OSTEOPOROSIS
THERAPY
INSULIN 3 PA
BRANDS) days)
V-GO 20 3 MO ACTONEL ORAL 3 ST; MO; QL
TABLET 35 MG (4 per 28
V-GO 40 3 MO alendronate oral 1 MO; QL
MUSCULOSK solution (300 per 28
d
ELETAL / 2ys)
RHEUMATOL alendronate oral 1 MO; QL (30
tablet 10 mg per 30 days)
0GY
alendronate oral 1 MO; QL (4
GOUT tablet 35 mg, 70 mg per 28 days)
THERAPY ATELVIA 3 ST:MO: QL
allopurinol oral 1 MO (4 per 28
tablet 100 mg, 300 days)
me BINOSTO 3 ST;MO;QL
ALLOPURINOL 3 (4 per 28
ORAL TABLET days)
200 MG EVENITY 3 PA;MO;
colchicine 1 MO SUBCUTANEOUS QL (2.34
. SYRINGE per 30 days)
COLCRYS 3 ST; MO 210MG/2.34ML (
Jebuxostat 1 MO 105MG/1.17MLX2)
GLOPERBA 3 ST EVISTA 3 MO
KRYSTEXXA 3 PA; MO; M FORTEO 3 PA; MO;
MITIGARE 3 ST;MO QL (2.4 per
- 28 days)
probenecid 1 MO
) FOSAMAX ORAL 3 ST; MO; QL
probenecid- 1 MO TABLET 70 MG (4 per 28
colchicine days)
ULORIC 3 MO
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FOSAMAX PLUS 3 ST; MO; QL OTHER
D (4 per 28 RHEUMATOLO
days) GICALS
ibandronate 1 PA; M ABRILADA(CF) 3 PA; QL (6
intravenous solution PEN per 28 days)
z:bandronate . 1 PA; MO; M ABRILADA(CF) 3 PA; QL (2
intravenous syringe SUBCUTANEOUS per 28 days)
ibandronate oral 1 MO; QL (1 SYRINGE KIT 20
PROLIA 3 PA;MO; ABRILADA(CF) 3 PA;QL(6
QL (1 per SUBCUTANEOUS per 28 days)
raloxifene 1 MO MG/0.8 ML
risedronate oral 1 MO; QL (1 ﬁg%];:g[;]{A ’ gi,(g/[g ; er
tablet 150 mg per 30 days) 28 da3;s)p
risedronate oral 1 MO; QL (4 ACTEMRA 3 PA: MO: M:
tablet 35 mg, 35 mg per 28 days) INTRAVENOUS QL (160 per
(12 pack), 35 mg (4 28 days)
pack)
risedronate oral 1 MO; QL (30 QSEEI??:NEOUS 3 I(;?’ (1;42;) er
tablet 5 mg per 30 days) l
28 days)
risedronate oral 1 MO; QL (4 . .
tablet,delayed per 28 days) 221&% IMUMAB- ’ I(;?:’ (?;?e’r
release (dr/ec) SUBCUTANEOUS 28 days)
teriparatide 1 PA; MO; M; PEN INJECTOR
subcutaneous pen QL (2.4 per KIT
injector 20 mcg/dose 28 days) ADALIMUMAB- 3 PA: QL (6
(600mcg/2.4ml) AATY per 28 days)
TERIPARATIDE 2 PA; QL SUBCUTANEOUS
SUBCUTANEOUS (2.48 per 28 AUTO-INJECTOR,
PEN INJECTOR 20 days) KIT 40 MG/0.4 ML
MCG/DOSE ADALIMUMAB- 3 PA;QL(3
(620MCG/2.48ML) AATY per 28 days)
TYMLOS 3 PA; MO; SUBCUTANEOUS
QL (1.56 AUTO-INJECTOR,
per 30 days) KIT 80 MG/0.8 ML
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ADALIMUMAB- 3 PA;QL(2 ADALIMUMAB- 3 PA; MO;
AATY per 28 days) ADBM QL (4 per
SUBCUTANEOUS (PREFERRED 28 days)
SYRINGE KIT 20 NDCS STARTING
MG/0.2 ML WITH 00597)
ADALIMUMAB- 3 PA;QL(6 Sg%}g E*EIETO;(J)S
AATY per 28 days) )
SUBCUTANEOUS MG/0.8 ML
SYRINGE KIT 40 ADALIMUMAB- 3 PA;QL(6
MG/0.4 ML ADBM(CF) PEN per 180
ADALIMUMAB- 3 PA;MO; &%%%gsRED days)
ADAZ L (2.4
(228 d(ays)per NDCS STARTING
WITH 00597)
ADALIMUMAB- 3 PA;MO;
(PREFERRED 38 days) ADBM(CF) PEN per 180
NDCS STARTING PS-UV days)
WITH 00597) (PREFERRED
SUBCUTANEOUS NDCS STARTING
PEN INJECTOR WITH 00597)
KIT 40 MG/0.4 ML, ADALIMUMAB- 3 PA;QL(6
40 MG/0.8 ML FKJP per 28 days)
ADALIMUMAB- 3 PA:MO: IS)EE%JJTE%I‘T%?{US
ADBM QL (2 per KIT
(PREFERRED 28 days)
NDCS STARTING ADALIMUMAB- 3 PA;QL(2
WITH 00597) FKJP per 28 days)
SUBCUTANEOUS SUBCUTANEOUS
SYRINGE KIT 10 SYRINGE KIT 20
MG/0.2 ML, 20 MG/0.4 ML
MG/0.4 ML ADALIMUMAB- 3 PA;QL(6
ADALIMUMAB- 3 PA; QL (4 FKJP per 28 days)
ADBM per 28 days) SUBCUTANEOUS
(PREFERRED SYRINGE KIT 40
NDCS STARTING MG/0.8 ML
WITH 00:19 7 ADALIMUMAB- 3 PA; MO;
SUBCUTANEOUS 28d
MG/0.4 ML ays)

AUTO-INJECTOR,
KIT
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
ADALIMUMAB- 3 M AMIJEVITA 3 PA; MO;
RYVK (PREFERRED QL (2.4 per
SUBCUTANEOUS NDCS STARTING 28 days)
SYRINGE KIT WITH 55513)
AMJEVITA 3 PA;MO; ggﬁg}gﬁi}mm
(PREFERRED QL (2.4 per MG/0.4 ML
NDCS STARTING 28 days) :
WITH 55513) AMIEVITA 3 PA; MO;
SUBCUTANEOUS (PREFERRED QL (4.8 per
AUTO-INJECTOR NDCS STARTING 28 days)
40 MG/0.4 ML, 80 WITH 55513)
MG/0.8 ML SUBCUTANEOUS
AMJEVITA 3 PA;MO; E}g(ﬂcﬁ L40
(PREFERRED QL (4.8 per ;
NDCS STARTING 28 days) ARAVA 3 MO; QL (30
WITH 55513) per 30 days)
i%%%U&?ggggs BENLYSTA 2 PA;MO;M
) INTRAVENOUS
40 MG/0.8 ML
BENLYSTA 2 PA; MO
AMIEVITA 3 PA; MO; ’
» VI, SUBCUTANEOUS
(PREFERRED QL (0.4 per
NDCS STARTING 28 days) CUPRIMINE PA; MO
WITH 55513) CYLTEZO(CF) 2 PA; MO;
SUBCUTANEOUS PEN QL (4 per
SYRINGE 10 28 days)
MG/0.2 ML, 20
MG/02 ML CYLTEZO(CF) 2 PA; QL (6
PEN CROHN'S-UC- per 180
AMIJEVITA 3 PA; MO; HS days)
(PREFERRED QL (0.8 per _
NDCS STARTING 28 days) %\nggé%i?l S 2 P 1%16 “
WITH 55513) - ger
SUBCUTANEOUS uv ays)
SYRINGE 20 CYLTEZO(CF) 2 PA; MO;
MG/0.4 ML SUBCUTANEOUS QL (2 per
SYRINGE KIT 10 28 days)
MG/0.2 ML, 20
MG/0.4 ML
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
CYLTEZO(CF) 2 PA; QL (4 HULIO(CF) 3 PA; QL (2
SUBCUTANEOUS per 28 days) SUBCUTANEOUS per 28 days)
SYRINGE KIT 40 SYRINGE KIT 20
MG/0.4 ML MG/0.4 ML
CYLTEZO(CF) 2 PA; MO; HULIO(CF) 3 PA; QL (6
SUBCUTANEOUS QL (4 per SUBCUTANEOUS per 28 days)
SYRINGE KIT 40 28 days) SYRINGE KIT 40
MG/0.8 ML MG/0.8 ML
DEPEN 3 PA; MO HUMIRA 2 PA; MO;
TITRATABS (PREFERRED QL (4 per
ENBREL MINI 2 PA: MO: NDCS STARTING 28 days)
QL (8 per WITH 00074)
28 days) SUBCUTANEOUS
SYRINGE KIT 40
ENBREL 2 PA; MO; MG/0.8 ML
SUBCUTANEOUS QL (8 per
SOLUTION 28 days) HUMIRA PEN 2 PA; MO;
(PREFERRED QL (4 per
ENBREL 2 PA; MO; NDCS STARTING 28 days)
SUBCUTANEOUS QL (8 per WITH 00074)
SYRINGE 28 days) HUMIRA(CF) 5 PA: MO:
ENBREL 2 PA; MO; (PREFERRED QL (2 per
SURECLICK QL (8 per NDCS STARTING 28 days)
28 days) WITH 00074)
HADLIMA 3 PA; MO; SUBCUTANEOUS
QL (4.8 per SYRINGE KIT 10
28 days) MG/0.1 ML, 20
MG/0.2 ML
HADLIMA 3 PA; MO;
PUSHTOUCH QL (4.8 per HUMIRA(CF) 2 PA; MO;
28 days) (PREFERRED QL (4 per
HADLIMA(CF) 3 PA; MO; I\;IV?TCS gg@f ING 28 days)
QL (2.4 per SUBCUTANEOUS
28 days) SYRINGE KIT 40
HADLIMA(CF) 3 PA; MO; MG/0.4 ML
PUSHTOUCH QL (2.4 per
28 days)
HULIO(CF) PEN 3 PA; QL (6
SUBCUTANEOUS per 28 days)
PEN INJECTOR
KIT
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
HUMIRA(CF) PEDI 2 M HYRIMOZ 3 PA; QL (3.2
CROHNS (PREFERRED per 28 days)
STARTER NDCS STARTING
(PREFERRED WITH 61314)
I\\)IVI?TCS SOT@Z{TING HYRIMOZ PEN 3 PA; QL (3.2
) (PREFERRED per 28 days)
SUBCUTANEOUS NDCS STARTING
SYRINGE KIT 80 WITH 61314)
MG/0.8 ML
HYRIMOZ PEN 3 PA; MO;
HUMIRA(CF) PEN PA; MO; CROHN'S-UC QL (2.4 per
(PREFERRED QL (4 per STARTER 180 days)
NDCS STARTING 28 days) (PREFERRED
WITH 00074) NDCS STARTING
SUBCUTANEOUS WITH 61314)
PEN INJECTOR
KIT 40 MG/0.4 ML HYRIMOZ PEN 3 PAMO;
PSORIASIS QL (1.6 per
HUMIRA(CF) PEN PA; MO; STARTER 180 days)
(PREFERRED QL (2 per (PREFERRED
NDCS STARTING 28 days) NDCS STARTING
WITH 00074) WITH 61314)
SUBCUTANEOUS
PEN INJECTOR HYRIMOZ(CF) 3 PA; MO;
KIT 80 MG/0.8 ML (PREFERRED QL (0.2 per
NDCS STARTING 28 d
HUMIRA(CF) PEN PA; MO; WITH 61314) )
CROHNS-UC-HS QL (3 per SUBCUTANEOUS
(PREFERRED 180 days) SYRINGE 10
NDCS STARTING MG/0.1 ML
WITH 00074) :
RS, HYRIMOZ(CF) 3 PA; MO;
HUMIRA(CF) PEN PA; MO; (PREFERRED QL (0.4 per
PEDIATRIC UC QL (4 per
be NDCS STARTING 28 days)
(PREFERRED 180 days) WITH 61314)
NDCS STARTING
SUBCUTANEOUS
WITH 00074) SYRINGE 20
HUMIRA(CF) PEN PA; MO; MG/0.2 ML
PSOR-UV-ADOL QL (3 per
HS (PREFERRED 180 days)

NDCS STARTING
WITH 00074)
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Drug Name Drug Requireme Drug Name Requireme

Tier  nts/Limits nts/Limits
HYRIMOZ(CF) 3 PA; QL (1.6 IDACIO(CF) PA; MO;
(PREFERRED per 28 days) QL (4 per
NDCS STARTING 28 days)
WITH 61314)

IDACIO(CF) PEN PA; MO;
gggg}}gﬁi}mm CROHN-UC QL (6 per
MG/0.4 ML STARTR 180 days)

. IDACIO(CF) PEN PA; MO;
HYRIMOZ(CF) 3 PA;MO; PSORIASIS START QL (4 per
PEDI CROHN QL (2.4 per 130 days)
STARTER 180 days)
(PREFERRED IDACIO(CF) PEN PA; MO;
NDCS STARTING SUBCUTANEOUS QL (4 per
WITH 61314) PEN INJECTOR 28 days)
SUBCUTANEOUS KIT
SYRINGE 80 KEVZARA PA; QL
MG/0.8 ML SUBCUTANEOUS (2.28 per 28
HYRIMOZ(CF) 3 PA; MO; PEN INJECTOR days)
PEDI CROHN QL (1.2 per 150 MG/1.14 ML
STARTER 180 days) KEVZARA PA; MO;
(PREFERRED SUBCUTANEOUS QL (2.28
NDCS STARTING PEN INJECTOR per 28 days)
WITH 61314) 200 MG/1.14 ML
SUBCUTANEOUS
MG/0.8 ML 40 SUBCUTANEOUS QL (2.28
MG/0.4 ML SYRINGE per 28 days)
HYRIMOZ(CF) 3 PA;QL(1.6 KINERET P2A; IQL
PEN (PREFERRED per 28 days) (20.1 per 30
NDCS STARTING days)
WITH 61314) leflunomide MO; QL (30
SUBCUTANEOUS per 30 days)
if({j gljﬁiTOR 40 OLUMIANT PA; MO;

: QL (30 per
HYRIMOZ(CF) 3 PA; MO; 30 days)
Ilzg‘é (SP;{EEIEIT{&E(? %Ld(w per ORENCIA (WITH PA; MO; M;

ays) MALTOSE) QL (12 per
WITH 61314) 28 days)
SUBCUTANEOUS
PEN INJECTOR 80 ORENCIA PA; MO;
MG/0.8 ML CLICKIECT QL (4 per
28 days)
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
ORENCIA 2 PA; MO; RINVOQ ORAL 2 PA; MO;
SUBCUTANEOUS QL (4 per TABLET QL (84 per
SYRINGE 125 28 days) EXTENDED 180 days)
MG/ML RELEASE 24 HR
ORENCIA 2 PA;MO; 45 MG
SUBCUTANEOUS QL (1.6 per SAVELLA ORAL 2 MO; QL (60
SYRINGE 50 28 days) TABLET per 30 days)
MG/0.4 ML SAVELLA ORAL 2 MO;QL (55
ORENCIA 2 PA; MO; TABLETS,DOSE per 180
SUBCUTANEOUS QL (2.8 per PACK days)
MG/0.7 ML AUTOINJECTOR QL (6 per
OTEZLA ORAL 2 M 28 days)
TABLET 20 MG SIMPONI ARIA 3 PA;MO;M;
OTEZLA ORAL 2 PA; MO; QL (64 per
TABLET 30 MG QL (60 per 28 days)
30 days) SIMPONI 3 PA;MO;
OTEZLA 2 PA; MO; SUBCUTANEOUS QL (3 per
STARTER ORAL QL (55 per PEN INJECTOR 28 days)
TABLETS,DOSE 180 days) 100 MG/ML
PACK 10 MG (4)- SIMPONI 3 PA;MO;
2f7MG (4)-30 MG SUBCUTANEOUS QL (0.5 per
(47) PEN INJECTOR 50 28 days)
OTREXUP (PF) 3 MO MG/0.5 ML
penicillamine 1 PA; MO SIMPONI 3 PA; MO;
SUBCUTANEOUS QL (3 per
RASUVO (PF 3 MO
(PE) SYRINGE 100 28 days)
RIDAURA 3 MO MG/ML
RINVOQ LQ 2 PA; MO; M; SIMPONI 3 PA; MO;
QL (360 per SUBCUTANEOUS QL (0.5 per
30 days) SYRINGE 50 28 days)
RINVOQ ORAL 2 PA;MO; MG/0.5 ML
TABLET QL (30 per TOFIDENCE 3 PA: M; QL
EXTENDED 30 days) (160 per 28
RELEASE 24 HR days)
15 MG, 30 MG
: TYENNE 3 PA; M; QL
AUTOINJECTOR (3.6 per 28
days)

The drug list includes all possible restrictions and limitations. The requirements and limits may

change throughout the year. You can find information on what the symbols and abbreviations on this table
mean by going to page viii. To confirm your plan’s specific coverage, contact Customer Service at (866) 264-
4676 or visit us on the Web at HSMedicareRx.com.

This drug list was updated in August 2024.
121



Drug Name Drug Requireme

Tier nts/Limits

Drug Name Drug Requireme
Tier  nts/Limits

TYENNE 3 PA; M; QL

INTRAVENOUS (160 per 28
days)

TYENNE 3 PA; M; QL

SUBCUTANEOUS (3.6 per 28
days)

XELJANZ ORAL 2 PA; MO;

SOLUTION QL (480 per
24 days)

XELJANZ ORAL 2 PA; MO;

TABLET QL (60 per
30 days)

XELJANZ XR 2 PA; MO;
QL (30 per
30 days)

YUFLYMA(CF) Al 2 PA; QL (3

CROHN'S-UC-HS per 180
days)

YUFLYMA(CF) 2 PA; QL (4

AUTOINJECTOR per 28 days)

SUBCUTANEOUS

AUTO-INJECTOR,

KIT 40 MG/0.4 ML

YUFLYMA(CF) 2 PA; QL (2

AUTOINJECTOR per 28 days)

SUBCUTANEOUS

AUTO-INJECTOR,

KIT 80 MG/0.8 ML

YUFLYMA(CF) 2 PA; QL (2

SUBCUTANEOUS per 28 days)

SYRINGE KIT 20

MG/0.2 ML

YUFLYMA(CF) 2 PA; QL (4

SUBCUTANEOUS per 28 days)

SYRINGE KIT 40

MG/0.4 ML

YUSIMRY (CF) 3 PA; QL (4.8

PEN per 28 days)

OBSTETRICS

/

GYNECOLOG

Y

ESTROGENS /

PROGESTINS

ACTIVELLA 3 PA; MO

amabelz 1 M

ANGELIQ 3 PA; MO

BIJUVA 3 PA; MO

camila 1 MO; Enc; M

CLIMARA 3 PA; MO;
QL (4 per
28 days)

CLIMARA PRO 3 PA; MO

COMBIPATCH 3 PA; MO

TRANSDERMAL

PATCH

SEMIWEEKLY

0.05-0.14 MG/24

HR

COMBIPATCH 3 PA

TRANSDERMAL

PATCH

SEMIWEEKLY

0.05-0.25 MG/24

HR

CRINONE 3 MO

VAGINAL GEL 4

%

CRINONE 3 PA; MO

VAGINAL GEL 8

%

deblitane 1 MO
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
DELESTROGEN 3 MO emzahh 1 Enc; M
INTRAMUSCULA .
1 MO
R OIL 10 MG/ML, e
20 MG/ML ESTRACE ORAL 3 MO; M
DELESTROGEN 3 MO; M ESTRACE 3 ST; MO
INTRAMUSCULA VAGINAL
R OIL 40 MG/ML estradiol oral 1 PA; MO
DEPO-ESTRADIOL 3 estradiol 1 PA: MO:
DEPO-PROVERA 3 MO transdermal gel in QL (50 per
INTRAMUSCULA metered-dose pump 30 days)
R SUSPENSION estradiol 1 PA; MO;
150 MG/ML transdermal gel in QL (30 per
DEPO-PROVERA 3 MO packet 0.25 mg/0.25 30 days)
INTRAMUSCULA gram (0.1 %), 0.5
R SYRINGE mg/0.5 gram (0.1
%), 0.7 .7
DEPO-SUBQ 2 MO °0), 0.75 mg/0.75
PROVERA 104 gram (0.1%), 1
v mg/gram (0.1 %)
DIVIGEL 3 PA; MO; .
’ ’ tradiol 1 PA; MO;
TRANSDERMAL QL (30 per estradlo .
transdermal gel in QL (37.5
GEL IN PACKET 30 days)
0.25 MG/0.25 y packet 1.25 mg/1.25 per 30 days)
: : 0.1 %
GRAM (0.1 %), 0.5 gram (0.17)
MG/0.5 GRAM (0.1 estradiol 1 PA; MO;
%), 0.75 MG/0.75 transdermal patch QL (8 per
GRAM (0.1%), 1 semiweekly 28 days)
MG/GRAM (0.1 %) estradiol 1 PA; MO;
DIVIGEL 3 PA; MO:; transdermal patch QL (4 per
TRANSDERMAL QL (37.5 weekly 28 days)
GEL IN PACKET per 30 days) estradiol vaginal 1 MO
1.25 MG/1.25 )
GRAM (0.1 %) estradiol valerate 1 MO
dotti 1 PA: MO: estradiol- 1 PA; MO
QL’ @ p e’r norethindrone acet
28 days) ESTRING 3 ST; MO
DUAVEE 2 MO ESTROGEL 3 MO; M
ELESTRIN PA; MO; EVAMIST 3 PA; MO;
QL (70 per QL (16.2
30 days) per 30 days)
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier nts/Limits Tier nts/Limits
FEMRING 3 ST; MO PREMARIN ORAL 2 MO
fyvavolv 1 PA; MO PREMARIN 2 MO
heather 1 MO VAGINAL
IMVEXXY 2 MO PREMPHASE MO
MAINTENANCE PREMPRO MO
PACK progesterone 1 MO
IMVEXXY 2 MO micronized
STARTER PACK PROMETRIUM 3 MO
incassia 1 MO PROVERA 3 MO
jencycla 1 MO; Enc; M sharobel 1 MO
Jinteli 1 PAMO VAGIFEM 3 ST:MO
lyleq 1 MO VIVELLE-DOT 3 PA:MO:
lyllana 1 PA; MO; QL (8 per
QL (8 per 28 days)
28 days) yuvafem 1 MO
byza ! MISCELLANEO
medroxyprogesteron 1 MO US OB/GYN
¢ ANNOVERA 3 MO
MENEST 3 PA; MO
CLEOCIN 3 MO
MENOSTAR 3 PA; MO; VAGINAL
L (4 per
;28 d(ayls)) clindamycin 1 MO
phosphate vaginal
mimvey 1 PA; MO
CLINDESSE 3 MO
MINIVELLE 3 PA; MO;
QL (8 per eluryng 1 MO
28 days) enilloring 1 MO
nora-be 1 MO etonogestrel-ethinyl 1
norethindrone 1 estradiol
(contraceptive) GYNAZOLE-1 3 MO
norethindrone 1 MO haloette 1 MO
acetate INTRAROSA 3 MO
noreth?ndrone ac-eth 1 PA; MO KYLEENA 3
estradiol oral tablet
LILETTA 2 MO

0.5-2.5 mg-mcg, 1-5
mg-mcg
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
metronidazole 1 MO apri 1 MO
‘(};Z‘gl?:é‘g;;}oﬁaz )% aranelle (28) 1 MO
miconazole-3 1 MO ashiyna ! MO
vaginal suppository aubra eq 1 MO
MIRENA 3 aurovela 1.5/30 (21) 1 MO; Enc; M
MYFEMBREE 2 PA; MO aurovela 1/20 (21) 1 Enc; M
NEXPLANON 2 aurovela 24 fe 1 MO; Enc; M
norelgestromin- 1 aurovela fe 1.5/30 1 MO; Enc; M
ethin.estradiol (28)
NUVARING 3 MO aurovela fe 1-20 1 MO; Enc; M
ORIAHNN 3 PA;MO (28)
OSPHENA 3 MO aviane 1 MO
PHEXXI 3 MO ayuna 1 MO; Enc; M
SKYLA 3 azurette (28) 1 MO; Enc; M
terconazole 1 MO BALCOLTRA > MO
tranexamic acid oral 1 MO; M baziva (28) ! MO
vandazole 1 MO BEYAZ . MO
VEOZAH 3 PA: MO blisovi 24 fe 1 MO
XACIATO 3 ST: MO blisovi fe 1.5/30 (28) 1 MO
<ulane ) MO blisovi fe 1/20 (28) 1 MO; Enc; M
Zafemy 1 MO briellyn 1 MO
ORAL camrese 1 MO; Enc; M
CONTRACEPTI camrese lo 1 MO
VES / RELATED charlotte 24 fe 1 MO; Enc; M
AGENTS chateal eq (28) 1 MO; Enc; M
afirmelle 1 Enc; M cryselle (28) 1 MO
altavera (28) 1 MO cyred eq 1 MO
alyacen 1/35 (28) 1 MO dasetta 1/35 (28) 1 MO; Enc; M
alyacen 7/7/7 (28) I MO; Enc; M dasetta 7/7/7 (28) 1 MO;Enc; M
amethia 1 daysee 1 MO; Enc; M
amethyst (28) 1 MO; Enc; M
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
desog- 1 iclevia 1
;. estradiol/e.estradio introvale 1
sibl 1 MO
desogestrel-ethinyl 1 pinloom
estradiol jaimiess 1 MO; Enc; M
dolishale 1 MO Jasmiel (28) 1 MO
drospirenone- 1 MO Jolessa 1 MO; Enc; M
e.estradiol-Im.fa Jjoyeaux 1 MO
oral tablet 3-0.02- uleh ) MO
0.451 mg (24) (4) Juteser
drospirenone- 1 MO; Enc; M Junel 1.5/30 (21) 1 MO
e.estradiol-Im.fa Jjunel 1/20 (21) 1 MO
oral tablet 3-0.03- .
lfe 1.5/30 (28 1 MO
0.451 mg (21) (7) Junel fe (2%
unel fe 1/20 (28 1 MO
drospirenone-ethinyl 1 MO ].une fe (28
estradiol oral tablet Junel fe 24 1 MO
3-0.02 mg kaitlib fe 1 MO
drospirenone-ethinyl 1 kalliga 1 Enc; M
estradiol oral tablet )
3-0.03 mg kariva (28) 1 MO
elinest 1 MO: Enc; M kelnor 1/35 (28) 1 MO
emoquette 1 Enc: M kelnor 1/50 (28) 1 MO
enpresse 1 MO kurvelo (28) 1 MO
enskyce | MO [ norgest/e.estradiol- 1
e.estrad oral
estarylla 1 MO tablets,dose pack,3
ethynodiol diac-eth 1 month 0.1 mg-20
estradiol mcg (84)/10 meg (7),
_ 0.15 mg-30 mcg
falmina (28) 1 MO (84)/10 meg (7)
finzala 1 MO [ norgest/e.estradiol- 1 MO
gemmily 1 MO e.estrad oral
. tablets,dose pack,3
hail 1 MO; Enc; M ’ ’
az' d e month 0.15 mg-20
hailey 24 fe 1 MO mcg/ 0.15 mg-25
hailey fe 1.5/30 (28) 1 MO; Enc; M meg
hailey fe 1/20 (28) 1 MO; Enc; M larin 1.5/30 (21) 1 MO
larin 1/20 (21) 1 MO
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
larin 24 fe 1 MO; Enc; M low-ogestrel (28) 1 MO
larin fe 1.5/30 (28) 1 MO lo-zumandimine (28) 1 MO; Enc; M
larin fe 1/20 (28) 1 MO lutera (28) 1 MO
layolis fe 1 MO marlissa (28) 1 MO
leena 28 1 MO; Enc; M merzee 1 MO
lessina 1 MO mibelas 24 fe 1 MO
levonest (28) 1 MO microgestin 1.5/30 1 MO
levonorgest- 1 Enc; M (2)
eth.estradiol-iron microgestin 1/20 1 MO
levonorgestrel- 1 MO (2
ethinyl estrad oral microgestin 24 fe 1
tablet 0.1-20 mg- microgestin fe 1.5/30 1 MO
levqnorgestrel— 1 microgestin fe 1/20 1 MO
ethinyl estrad oral 28)
tablet 0.15-0.03 mg, =
90-20 mcg (28) mili 1 MO
levonorgestrel- 1 mono-linyah 1 MO; Enc; M
ethinyl estrad oral NATAZIA 3 MO
tablets,d k,3
e necon 0.5/35 (28) 1 MO
levonorg-eth estrad 1 NEXTSTELLIS 3 MO
triphasic nikki (28) 1 MO
levora-28 1 MO noreth-ethinyl 1
LO LOESTRIN FE 3 MO estradiol-iron
LOESTRIN 1.5/30 3 MO norethindrone ac-eth 1 MO; Enc; M
' estradiol oral tablet
21)
1.5-30 mg-mcg
LOESTRIN 1/20 3 MO .
@1) norethindrone ac-eth 1 MO
estradiol oral tablet
LOESTRIN FE 3 MO 1-20 mg-mcg
1.5/30 (28-DAY) X
norethindrone- 1
LOESTRIN FE 1/20 3 MO e.estradiol-iron oral
(28-DAY) capsule
lojaimiess 1 MO; Enc; M
loryna (28) 1 MO
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
norethindrone- 1 QUARTETTE 3 MO; Enc; M
Z;;Ztafzggoonnfcr;l reclipsen (28) 1 MO
(21)/75 mg (7), 1- rivelsa 1 MO
20(5)/1-30(7) /]mg— SAFYRAL 3 MO
Someg () setlakin 1 MO
norethindrone- 1 Enc; M T
e.estradiol-iron oral simliya (28) 1 MO; Enc; M
tablet 1.5 mg-30 mcg simpesse 1 MO; Enc; M
(21)/75 mg (7) SLYND 3 MO;Enc; M
norethindrone- 1 .
tec (28 1 MO
e.estradiol-iron oral sprintec (28)
tablet,chewable Sronyx 1 MO
norgestimate-ethinyl 1 syeda 1 MO
estradiol oral tablet tarina 24 fe 1 MO
0.18/0.215/0.25 mg-
25 meg, 0 25_35’:2_ tarina fe 1-20 eq 1 MO
mcg (28)
norgestimate-ethinyl 1 MO taysofy 1 MO; Enc; M
estradiol oral tablet TAYTULLA 3 MO; Enc; M
o ZCO; (1255{)0'2 5 mg- tilia fe I MO
tri-estaryll 1 MO
nortrel 0.5/35 (28) 1 MO ri-estarytia
tri-legest 1 MO
nortrel 1/35 (21) 1 MO ri-legest e
tri-linyah 1 MO; Enc; M
nortrel 1/35 (28) 1 MO e  BNC;
tri-lo-estaryll 1 MO
nortrel 7/7/7 (28) 1 MO ri-lo-estaryna
lia 1/35 (28) 1 MO tri-lo-marzia 1 MO; Enc; M
nylia
tri-lo-mili 1 MO; Enc; M
nylia 7/7/7 (28) 1 MO riElommin  ENC;
1 tri-lo-sprintec 1
nymyo
- )
ocella 1 MO tri-mili
tri- 1
philith 1 MO; Enc; M rz' nyn?yo
pimtrea (28) 1 MO tri-sprintec (28) 1 MO
tri 28 1 MO
pirmella oral tablet 1 Enc; M rivora (28)
1-35 mg-mcg tri-vylibra 1 MO
portia 28 MO tri-vylibra lo 1 MO
previfem 1 Enc; M turqoz (28) 1 MO
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
TYBLUME 3 MO; Enc; M erythromycin 1 MO; QL
tydemy 1 ophthalmic (eye) 513.5 g)er 14
ays
velivet triphasic 1 MO X X
regimen (28) gatifloxacin 1 MO
/ 28 1 MO gentamicin 1 MO; QL (70
vés ura (28) ophthalmic (eye) per 30 days)
vienva 1 MO drops
viorele (28) 1 MO; Enc; M levofloxacin 1
volnea (28) 1 MO:; Enc; M colphthalmic (eye)
0.5 %
vyfemla (28) 1 MO rops ’
. moxifloxacin 1 MO
vylibra 1 MO ophthalmic (eye)
wera (28) 1 MO; Enc; M drops
wymzya fe 1 MO NATACYN 3
YASMIN (28) 3 MO neomycin- 1 MO
YAZ (28) 3 MO bacitracin-
polymyxin
ia 1-35 (28 1 MO
zovid (2% neomycin- 1 MO
zumandimine (28) 1 MO; Enc; M polymyxin-
OPHTHALMO gramicidin
LOGY neo-polycin 1
ANTIBIOTICS OCUFLOX E O
AZASITE 3 MO ofloxacin ophthalmic 1 MO
(eye)
bacitracin 1 MO olvein 1
ophthalmic (eye) poy
bacitracin- 1 MO polymyxin b sulf- . MO
polymyxin b trimethoprim
tobramycin 1 MO; QL (10
iis(l);iic}i i xg ophthalmic (eye) per 14 days)
OPHTHALMIC TOBREX 3 MO;QL
(EYE) OINTMENT OPHTHALMIC (3.5 per 14
(EYE) OINTMENT days)
czproﬂoxqcm hel 1 MO VIGAMOX 3 MO
ophthalmic (eye)
ANTIVIRALS
trifluridine 1 MO
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
ZIRGAN 3 MO BEPREVE 3 MO
BETA- BYOOVIZ 3 PA; MO; M
BLOCKERS CEQUA 3 MO; QL (60
betaxolol ophthalmic 1 MO per 30 days)
(eye) CIMERLI 2 PA;MO;M
BETOPTIC S 3 MO ophthalmic (eye)
carteolol 1 MO cyclosporine 1 MO; QL (60
ISTALOL 3 MO ophthalmic (eye) per 30 days)
CYSTADROPS 3 PA
levobunolol 1 MO
ophthalmic (eye) CYSTARAN 2 PA
drops 0.5 % epinastine 1 MO
timolol maleate (pf) 1 MO EYLEA 2 PA; MO; M
timolol maleate 1 MO EYLEA HD 3 PA; MO; M
hthalmi
ophthalmic (eye) IZERVAY (PF) 3 PAM
TIMOPTIC 3 M LACRISERT 3 PA
TIMOPTIC 3 MO
OCUDOSE (PF) LUCENTIS 3 PA; MO; M
INTRAVITREAL
TIMOPTIC-XE 3 M SYRINGE
MISCELLANEO MIEBO (PF) 2 MO; QL (12
US per 30 days)
OPHTHALMOL OXERVATE 3 PA;MO
OGICS
PHOSPHOLINE 3
ALOMIDE 3 MO IODIDE
atropine ophthalmic 1 MO pilocarpine hcl 1 MO
(eye) drops 1 % ophthalmic (eye)
ATROPINE 3 M drops 1 %, 2 %, 4 %
SULFATE (PF) RESTASIS 3 MO; QL (60
azelastine 1 MO per 30 days)
ophthalmic (eye) RESTASIS 3 MO; QL
BEOVU 3 PA; MO; M MULTIDOSE (5.5 per 30
INTRAVITREAL days)
SYRINGE
bepotastine besilate 1 MO
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
sulfacetamide 1 MO ILEVRO 3 MO
sodium ophthalmic ketorolac 1 MO
(eye) drops ophthalmic (eye)
sulfgcetamide . 1 NEVANAC 3 MO
sodium ophthalmic
sulfacetamide- 1 MO
prednisolone
SYFOVRE (PF) 3 PA; MO; M
TYRVAYA 8 MO; QL acetazolamide 1 MO
(8.4 per 30 methazolamide 1 MO
days)
VABYSMO 3 PA;MO;M
VERKAZIA 3 M
VEVYE 3 MO; QL (2 AZOPT 3 MO
per 30 days) bimatoprost MO
VUITY PA; MO ophthalmic (eye)
XDEMVY 2 PA; QL (10 brimonidine-timolol 1 MO
per 42 days) brinzolamide 1 MO
XIIDRA 2 MO; QL (60 COMBIGAN 3 MO
per 30 days)
COSOPT 3 MO
COSOPT (PF) 3 MO
dorzolamide 1
dorzolamide-timolol 1 MO
dorzolamide-timolol 1 MO
ACULAR 3 MO (pf) ophthalmic (eye)
ACULAR LS 3 MO dropperette
ACUVAIL (PF) 3 MO I'YUZEH (PF) 3 ST; MO
bromfenac 1 MO latanoprost MO
BROMSITE 3 MO LUMIGAN 2 MO
OPHTHALMIC
diclofenac sodium 1 MO (EYE) DROPS 0.01
ophthalmic (eye) o
Sflurbiprofen sodium 1 MO RHOPRESSA ) MO
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Drug Name Drug Requireme Drug Name Drug Requireme

Tier  nts/Limits Tier  nts/Limits
ROCKLATAN 2 MO difluprednate 1 MO
SIMBRINZA 2 MO DUREZOL 3 MO
tafluprost (pf) 1 MO EYSUVIS 3 PA; MO;
TRAVATAN Z 3 ST;MO QL (8.3 per
14 days)
t t 1 MO
ravopros fluorometholone 1 MO
VYZULTA 3 ST; MO
FML FORTE 3 MO
XALATA T; M
N 3 ST, MO FML LIQUIFILM 3 MO
XELPROS 3 ST
INVELTYS 2 MO
ZIOPTAN (PF 3 ;M
© (PF) 5T, MO LOTEMAX 3 MO
LOTEMAX SM 3 MO
loteprednol 1 MO
etabonate
MAXITROL 3 MO MAXIDEX MO
neomycin- 1 MO PRED FORTE 3 MO
bacitracin-poly-hc PRED MILD 3 MO
neomycin-polymyxin 1 MO prednisolone acetate 1 MO
b-dexameth prednisolone sodium 1 MO
neomycin- 1 MO phosphate
polymyxin-hc ophthalmic (eye)
ophthalmic (eye) RETISERT 3 M
neo-polycin hc 1 YUTIQ 3 M
TOBRADEX 2 MO; QL
OPHTHALMIC (3.5 per 14
(EYE) OINTMENT days)
tobramycin- 1 MO; QL (10 ALPHAGAN P 3 MO
dexamethasone per 14 days) apraclonidine 1 MO
ZYLET 3 MO; QL (10 brimonidine 1 MO
per 14 days) ophthalmic (eye)
OPHTHALMIC
ALREX 3 MO (EYE)
dexamethasone 1 MO DROPPERETTE
sodium phosphate

ophthalmic (eye)
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Drug Name

RESPIRATOR
Y AND

ALLERGY

ANTIHISTAMIN
E/
ANTIALLERGE
NIC AGENTS

Drug Requireme
Tier  nts/Limits

AUVI-Q

3 QL (2 per
30 days)

cetirizine oral
solution 1 mg/ml

1 MO

CLARINEX ORAL 3 MO; QL (30

TABLET per 30 days)

CLARINEX-D 12 3 QL (60 per

HOUR 30 days)

desloratadine 1 MO; QL (30
per 30 days)

EPINEPHRINE 3 MO; QL (2

INJECTION AUTO- per 30 days)

INJECTOR 0.15

MG/0.15 ML

epinephrine 1 MO; QL (2

injection auto- per 30 days)

injector 0.15 mg/0.3

ml, 0.3 mg/0.3 ml

(manufactured by

mylan specialty)

EPINEPHRINE 3 QL (2 per

INJECTION AUTO- 30 days)

INJECTOR 0.3

MG/0.3 ML

(MANUFACTURE

D BY MYLAN

SPECIALTY)

EPIPEN 2-PAK 3 QL (2 per
30 days)

Drug Name Requireme
nts/Limits

EPIPEN JR 2-PAK QL (2 per
30 days)

hydroxyzine hcl oral PA; MO

tablet

levocetirizine oral MO

solution

levocetirizine oral MO; QL (30

tablet per 30 days)

promethazine oral PA; MO

PULMONARY

AGENTS

ACCOLATE M

acetylcysteine B/D PA;
MO

ADCIRCA PA; MO;
QL (60 per
30 days)

ADEMPAS PA; MO;
LA; QL (90
per 30 days)

ADVAIR DISKUS MO; QL (60
per 30 days)

ADVAIR HFA MO; QL (12
per 30 days)

AIRDUO ST; M; QL

DIGIHALER (1 per 30

INHALATION days)

AERO POWDR

BREATH ACT

W/SENSOR 113

MCG-14

MCG/ACTUATION

,232-14

MCG/ACTUATION
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
AIRDUO 3 ST; QL (1 albuterol sulfate oral 1 MO
DIGIHALER per 30 days) Syrup
INHALATION
AERG POWDR Zflb);tetterol sulfate oral 1 MO
BREATH ACT
W/SENSOR 55-14 ALVESCO 2 MO; QL
MCG/ACTUATION INHALATION HFA (12.2 per 30
AIRDUO 3 ST;MO;QL %EPII{ &S&L 160 days)
RESPICLICK (1 per 30 MCG/ACTUATION
days)
ALVESCO 2 MO; QL
AIRSUPRA 3 ST;MO; QL INHALATION HFA (6.1 per 30
Sjy 'sl) per 30 AEROSOL days)
INHALER 80
albuterol sulfate 1 MO; M; QL MCG/ACTUATION
inhalatiqn hfa (17 per 30 alyq 1 PA: QL (60
aerosol mhgler 90 days) per 30 days)
mcg/actuation :
albuterol sulfate 1 QL (13.4 ambrisentan ! Eﬁ’ 1(\2/[]? ’(30
inhalation hfa per 30 days) ’
i per 30 days)
aerosol inhaler 90
mcg/actuation ANORO ELLIPTA 3 ST; MO; QL
package size 6.7 gm (60 per 30
ALBUTEROL 3 ST;QL (36 days)
SULFATE per 30 days) arformoterol 1 B/D PA;
INHALATION HFA MO; QL
AEROSOL (120 per 30
INHALER 90 days)
MCG/ACTUATION ARMONAIR 3 ST; M; QL
(NDA020983) DIGIHALER (1 per 30
albuterol sulfate 1 B/D PA; INHALATION days)
inhalation solution MO AERO POWDR
for nebulization 0.63 BREATH ACT
mg/3 ml, 1.25 mg/3 W/SENSOR 113
ml, 2.5 mg /3 ml MCG/ACTUATION
(0.083 %), 2.5 , 232
mg/0.5 ml MCG/ACTUATION
albuterol sulfate 1 B/D PA; M

inhalation solution
for nebulization 5
mg/ml
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Drug Name Drug Requireme Drug Name Requireme
Tier  nts/Limits nts/Limits

ARMONAIR 3 ST; QL (1 ASMANEX QL (1 per

DIGIHALER per 30 days) TWISTHALER 30 days)

INHALATION INHALATION

AERO POWDR AEROSOL POWDR

BREATH ACT BREATH

W/SENSOR 55 ACTIVATED 220

MCG/ACTUATION MCG/

ARNUITY 3 ST;MO; QL ACTUATION (60)

ELLIPTA (30 per 30 ATROVENT HFA MO; QL

days) (25.8 per 30
ASMANEX HFA 2 MO:;QL(I3 days)
per 30 days) azelastine- MO; QL (23

ASMANEX 5 MO: QL (1 fluticasone per 30 days)

TWISTHALER per 30 days) BECONASE AQ ST; M; QL

INHALATION (50 per 30

AEROSOL POWDR days)

BREATH BERINERT PA; MO

ACTIVATED 110 INTRAVENOUS

MCG/ KIT

ACTUATION (30),

220 MCG/ BEVESPI MO; QL

ACTUATION (30) AEROSPHERE (10.7 per 30

ASMANEX 2 MO:QL(2 days)

TWISTHALER per 30 days) bosentan PA; MO;

INHALATION LA; QL (60

AEROSOL POWDR per 30 days)

BREATH BREO ELLIPTA MO; QL (60

ACTIVATED 220 per 30 days)

MCG/

ACTUATION (120) breyna MO; QL
(10.3 per 30

ASMANEX 2 M; QL (2 days)

TWISTHALER r 28 da

H\\I}]IiL ATION per 28 days) BREZTRI MO:; QL

AEROSOL POWDR AEROSPHERE (10.7 per 30

BREATH days)

ACTIVATED 220 BRONCHITOL MO; M

MCG/ BROVANA B/D PA,;

ACTUATION (14) MO: QL
(120 per 30
days)
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
budesonide 1 B/D PA; ESBRIET ORAL 3 PA; MO;
inhalation MO; QL TABLET 801 MG QL (90 per
suspension for (120 per 30 30 days)
nebulization 0.25 days) FASENRA PEN 2 PA: MO:
mg/2 ml, 0.5 mg/2 ml QL’(I pe’r
budesonide 1 B/D PA; 28 days)
suspension for per 30 days) SUBCUTANEOUS QL (0.5 per
nebulization 1 mg/2 SYRINGE 10 28 days)
ml MG/0.5 ML
budesonide- 1 QL (10.2 FASENRA 2 PA: MO:
Jormoterol per 30 days) SUBCUTANEOUS QL (1 per
CINQAIR PA; LA; M SYRINGE 30 28 days)
CINRYZE PA; MO MG/ML
COMBIVENT MO; QL (8 FIRAZYR 3 PAMO
RESPIMAT per 30 days) FLOVENTDISKUS 3 ST;M;QL
cromolyn inhalation 1 B/D PA; INHALATION (60 per 30
MO BLISTER WITH days)
DEVICE 100
DALIRESP 3 PA; MO; MCG/ACTUATION
QL (30 per , 50
30 days) MCG/ACTUATION
DUAKLIR 3 ST;MO; QL FLOVENTDISKUS 3 ST;M;QL
PRESSAIR (1 per 30 INHALATION (240 per 30
days) BLISTER WITH days)
DULERA 2 MO;QL(13 DEVICE 250
per 30 days) MCG/ACTUATION
DYMISTA 3 MO; QL (23 FLOVENT HFA 3 ST; M; QL
per 30 days) AEROSOL (12 per 30
INHALER 110 days)
ELIXOPHYLLIN 3 M MCG/ACTUATION
ESBRIET ORAL 3 PA; MO; FLOVENT HFA 3 ST; M; QL
CAPSULE QL (270 per AEROSOL (24 per 30
30 days) INHALER 220 days)
ESBRIET ORAL 3 PA; MO; MCG/ACTUATION
TABLET 267 MG QL (270 per FLOVENT HFA 3 ST: M: QL
30 days) AEROSOL (10.6 per 30
INHALER 44 days)
MCG/ACTUATION
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
flunisolide 1 MO:; QL (50 FLUTICASONE 3 ST; MO; QL
per 30 days) PROPION- (1 per 30
FLUTICASONE 3 ST:MO: QL fﬁﬁ%ﬁ:ﬁ%‘% days)
FUROATE- (60 per 30 AEROSOL POWDR
VILANTEROL d
2ys) BREATH
FLUTICASONE 3 ST; MO; QL ACTIVATED
PROPIONATE 60 per 30
INHALATION El ayger fluticasone propion- 1 MO; QL (60
BLISTER WITH salmeterol per 30 days)
DEVICE 100 inhalation blister
MCG/ACTUATION with device
.50 FLUTICASONE 3 ST; MO; QL
MCG/ACTUATION PROPION- (12 per 30
FLUTICASONE 3 ST:MO: QL ISA}%%?E%%%LHF R days)
PROPIONATE (240 per 30 /EEROSOL
INHALATION days) INHALER
BLISTER WITH
DEVICE 250 formoterol fumarate 1 B/D PA;
MCG/ACTUATION MO; QL
FLUTICASONE 3 ST;MO; QL 51120 per 30
PROPIONATE (12 per 30 ays)
INHALATION HFA days) HAEGARDA 3 PA; MO;
AEROSOL LA
INHALER 110 .
tibant 1 PA; MO
MCG/ACTUATION reanban :
INCRUSE 3 ST; MO; QL
FLUTICASONE 3 ST; MO; QL ELLIPTA (30 per 30
PROPIONATE (24 per 30 days)
INHALATION HFA days)
AEROSOL ipratropium bromide 1 B/D PA;
INHALER 220 inhalation MO
MCG/ACTUATION ipratropium- 1 B/D PA;
FLUTICASONE 3 ST; MO; QL albuterol MO
PROPIONATE (10.6 per 30 KALYDECO 3 PA; MO;
INHALATION HFA days) QL (56 per
AEROSOL 28 days)
MIALER 4 LETAIRIS 3 PA;MO;
MCG/ACTUATION > >
: LA; QL (30
ﬂutlcgsone 1 MO; QL (16 per 30 days)
propionate nasal per 30 days)
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits

levalbuterol hcl 1 B/D PA; OPSYNVI 2 PA; MO;

MO QL (30 per
LEVALBUTEROL 3 ST:MO;QL 30 days)
TARTRATE (30 per 30 ORKAMBI ORAL 3 PA; MO;

days) GRANULES IN QL (56 per
LIQREV 3 PA: MO: PACKET 28 days)

QL (244 per ORKAMBI ORAL 3 PA; MO;

30 days) TABLET QL (112 per
mometasone nasal 1 MO; QL (34 28 days)

per 30 days) ORLADEYO 3 PA; LA
montelukast MO PERFOROMIST 3 B/D PA;
NUCALA 2 PA;MO; 1\14% QL %
SUBCUTANEOUS LA; QL (3 51 per
AUTO-INJECTOR per 28 days) ays)
NUCALA 9 PA: MO: pirfenidone oral 1 PA; MO;
SUBCUTANEOUS LA; QL (3 capsule (3)0Ld(270 per
RECON SOLN per 28 days) ays)
NUCALA D) PA: MO: pirfenidone oral 1 PA; MO;
SUBCUTANEOUS LA: QL (3 tablet 267 mg QL (270 per
SYRINGE 100 per 28 days) 30 days)
MG/ML PIRFENIDONE 3 PA; QL (90
NUCALA ) PA: MO: ORAL TABLET per 30 days)
SUBCUTANEOUS LA; QL (0.4 >34 MG
SYRINGE 40 per 28 days) pirfenidone oral 1 PA; MO;
MG/0.4 ML tablet 801 mg QL (90 per
OFEV 2 PA:MO: 30 days)

QL (60 per PROAIR 3 ST; M; QL

30 days) DIGIHALER (2 per 30
OHTUVAYRE 3 0M days)

. ) PROAIR 3 ST; MO; QL

OMNARIS 3 ST; MO; QL ’ ’

(12.5 per (320 RESPICLICK (2 per 30

days) days)
OPSUMIT 2 PA:;MO;

LA; QL (30

per 30 days)
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
PULMICORT 2 MO; QL (2 QVAR 2 MO; QL
FLEXHALER per 30 days) REDIHALER (10.6 per 30
INHALATION INHALATION HFA days)
AEROSOL POWDR AEROSOL
BREATH BREATH
ACTIVATED 180 ACTIVATED 40
MCG/ACTUATION MCG/ACTUATION
PULMICORT 2 MO;QL(l QVAR 2 MO;QL
FLEXHALER per 30 days) REDIHALER (21.2 per 30
INHALATION INHALATION HFA days)
AEROSOL POWDR AEROSOL
BREATH BREATH
ACTIVATED 90 ACTIVATED 80
MCG/ACTUATION MCG/ACTUATION
PULMICORT 3 B/D PA; REVATIO ORAL 3 PA; MO;
INHALATION MO; QL SUSPENSION FOR QL (224 per
SUSPENSION FOR (120 per 30 RECONSTITUTIO 30 days)
NEBULIZATION days) N
&25 /yﬁf ML, 0.5 REVATIO ORAL 3 PA; MO;
TABLET QL (90 per
PULMICORT 3 B/D PA; 30 days)
INHALATION MO; QL (60 Tast 1 PA: MO
SUSPENSION FOR per 30 days) roftumilas OL (30 per
NEBULIZATION 1 30 days)
MG/2 ML
RUCONEST 3 PA; MO
PULMOZYME 2 B/D PA;
MO RYALTRIS 3 ST; MO; QL
29 per 30
QNASL NASAL 3 ST:MO; QL El ays)
HFA AEROSOL (6.8 per 30 —
INHALER 40 days) sajazir 1 PA; MO
MCG/ACTUATION SEREVENT 3 ST; MO; QL
QNASL NASAL 3 ST; MO; QL DISKUS (60 per 30
HFA AEROSOL (10.6 per 30 days)
INHALER 80 days) sildenafil 1 PA; MO;
MCG/ACTUATION (pulmonary arterial QL (224 per
hypertension) oral 30 days)

suspension for
reconstitution 10
mg/ml
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
sildenafil 1 PA; MO; theophylline oral 1
(pulmonary arterial QL (90 per solution
hyglertgrozswn) oral 30 days) theophylline oral 1 MO
tablet 20 mg tablet extended
SINGULAIR MO release 12 hr
SPIRIVA 2 MO; QL (4 theophylline oral 1 MO
RESPIMAT per 30 days) tablet extended
SPIRIVA WITH 3 ST:MO;QL release 24 hr
HANDIHALER (90 per 90 tiotropium bromide 1 QL (90 per
days) 90 days)
STIOLTO 2 MO; QL (4 TRACLEER ORAL 3 PA; MO;
RESPIMAT per 30 days) TABLET LA; QL (60
STRIVERDI 2 MO;QL (4 per 30 days)
RESPIMAT per 30 days) TRACLEER ORAL 3 PA; MO;
) ) TABLET FOR LA; QL
SYMBICORT 3 ST; MO; QL ’
(10.2 per 30 SUSPENSION (112 per 28
days) days)
QL (56 per ELLIPTA per 30 days)
28 days) TRIKAFTA ORAL 3 PA; MO;
tadalafil (pulmonary 1 PA; QL (60 GRANULES IN QL (56 per
; PACKET, 28 days)
arterial per 30 days) SEOUENTIAL
hypertension) oral Q
tablet 20 mg TRIKAFTA ORAL 3 PA; MO;
TADLIQ 3 PA: MO: TABLETS, QL (84 per
QL (300 per SEQUENTIAL 28 days)
30 days) TUDORZA 3 ST; MO; QL
TAKHZYRO 3 PA; MO:; PRESSAIR (1 per 30
L A’ ’ INHALATION days)
AEROSOL POWDR
terbutaline oral 1 MO BREATH
TEZSPIRE 3 PA; MO; M; ACTIVATED 400
QL (1.91 MCG/ACTUATION
per 30 days)
THEO-24 3 MO
theophylline oral 1 M
elixir
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
TUDORZA 3 ST; QL (1 WINREVAIR 3 MO; M
PRESSAIR per 30 days) SUBCUTANEOUS
INHALATION KIT 45 MG, 60 MG
AEROSOL POWDR wixela inhub 1 QL (60 per
BREATH 30 days)
ACTIVATED 400
MCG/ACTUATION XHANCE 3 ST; MO; QL
(30 ACTUAT) (32 per 30
TYVASO 3 B/DPA; days)
MO; M; QL XOLAIR 3 PA; MO;
(81.2 per 28 SUBCUTANEOUS LA; QL (8
days) AUTO-INJECTOR per 28 days)
TYVASO DPI 3 PA; MO; 11\28/1;41(\34/1124 L, 300
INHALATION QL (112 per
CARTRIDGE 28 days) XOLAIR 3 PA; MO;
WITH INHALER 16 SUBCUTANEOUS LA; QL (1
MCG, 32 MCG, 48 AUTO-INJECTOR per 28 days)
MCG, 64 MCG 75 MG/0.5 ML
TYVASO DPI 3 PA; MO; XOLAIR 3 PA; MO;
INHALATION QL (252 per SUBCUTANEOUS LA; QL (8
CARTRIDGE 180 days) RECON SOLN per 28 days)
WITH INHALER XOLAIR 3 PA; MO;
16(112)-32(112) - SUBCUTANEOUS LA; QL (8
48(28) MCG SYRINGE 150 per 28 days)
TYVASO DPI 3 PA; MO; MG/ML, 300 MG/2
INHALATION QL (224 per ML
CARTRIDGE 28 days) XOLAIR 3 PA; MO:;
WITH INHALER SUBCUTANEOUS LA; QL (1
32-48 MCG SYRINGE 75 per 28 days)
TYVASO REFILL 3 B/D PA; MG/0.5 ML
KIT MO; M; QL XOPENEX HFA 3 ST; MO; QL
(81.2 per 28 (30 per 30
days) days)
VENTAVIS 3 B/D PA; YUPELRI 3 B/D PA;
MO; M; QL MO; QL (90
(270 per 30 per 30 days)
days)
zafirlukast 1 MO
VENTOLIN HFA 3 ST; MO; QL
(36 per 30
days)
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Drug Name Requireme Drug Name Drug Requireme

nts/Limits Tier  nts/Limits
ZETONNA ST; MO; QL OXYBUTYNIN 3 MO; M

(6.1 per 30 CHLORIDE ORAL

days) TABLET 2.5 MG
zileuton MO oxybutynin chloride 1 MO
ZYFLO MO oral tablet 5 mg

oxybutynin chloride 1 MO; M
UROLOGICA oral tablet extended
LS release 24hr
ANTICHOLINE OXYTROL 3 MO; QL (8
RGICS/ per 28 days)
ANTISPASMODI solifenacin 1 MO
L tolterodine 1 MO
darifenacin MO TOVIAZ 3 MO
DETROL LA MO trospium oral 1 MO
DETROL ORAL MO capsule,extended
TABLET 1 MG release 24hr
DETROL ORAL MO; M trospium oral tablet 1 MO; M
TABLET 2 MG VESICARE 3 MO
fesoterodine MO VESICARE LS 3 MO
flavoxate MO BENIGN
GELNIQUE M; QL (30 PROSTATIC
TRANSDERMAL per 30 days) HYPERPLASIA(
GEL IN PACKET BPH) THERAPY
GEMTESA MO alfuzosin 1 MO
mirabegron MO AVODART 3 MO: M
MYRBETRIQ :
ORAL dutasteride 1 MO
SUSPENSION,EXT dutasteride- 1 MO
ENDED REL tamsulosin
RECON ENTADFI 3 PA; QL (30
MYRBETRIQ MO per 30 days)
ORAL TABLET finasteride oral 1 MO
EXTENDED tablet 5 mg
RELEASE 24 HR
FLOMAX 3 MO

oxybutynin chloride MO
oral syrup PROSCAR 3 MO
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Drug Name Drug Requireme Drug Name Drug Requireme
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RAPAFLO 3 MO UROCIT-K 15 3 MO
silodosin 1 MO UROCIT-K 5 3 MO
tamsulosin 1 MO VITAMINS,
UROXATRAL 3 MO HEMATINICS
MISCELLANEO / ELECTROLY
US TES
UROLOGICALS BLOOD
bethanechol chloride 1 MO DERIVATIVES
CIALIS ORAL 3 PA; QL (60 RYPLAZIM 3 PA; M
TABLET 2.5 MG per 30 days)
ELECTROLYTE
CIALIS ORAL 3 PA; MO; S
TABLET 5 MG QL (30 per
30 days) calcium 1 MO; M
_ acetate(phosphat
CYSTAGON 3 PA; LA bind)
ELMIRON 2B MO EFFER-K ORAL 3 MO;M
OXLUMO 3 PA; LA; M TABLET,
: . EFFERVESCENT
potassium citrate 1 MO
oral tablet extended 10 MEQ, 20 MEQ
release effer-k oral tablet, 1 MO; M
PROCYSBI ORAL 3 PA;MO; M effervescent 25 meq
CAPSULE, klor-con 10 1 MO
DELAYED REL klor-con 8 1 MO
SPRINKLE y
- 1 1 M
PROCYSBI ORAL 3 PA;MO or-conml0 O
GRANULES DEL klor-con m15 1 MO
RELEASE IN klor-con m20 1 MO
PACKET
klor-con oral packet 1 MO
RIVFLOZA 3 PA 20
tadalafil oral tablet 1 PA; MO; klor-con/ef MO; M
2.5 L (60
e (320 d(aysf . K-TAB ORAL 30M
TABLET
tadalafil oral tablet 1 PA; MO; EXTENDED
5 mg QL (30 per RELEASE 20 MEQ
30d
ays) magnesium sulfate 1 MO
UROCIT-K 10 3 MO

injection solution
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Drug Name Drug Requireme Drug Name Drug Requireme
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magnesium sulfate 1 potassium chloride 1 MO
injection syringe oral tablet extended
potassium chlorid- 1 release 10 meq, 8
d5-0.45%nacl meq
potassium chloride 1 P OtC;SSlglm chlorzje J 1
in 0.9%nacl oral tablet extende
: release 20 meq
intravenous
parenteral solution potassium chloride 1 MO; M
20 megq/l, 40 meq/l oral tablet,er
potassium chloride 1 particles/crystals 10
in5 % dex meq
intravenous potassium chloride 1
parenteral solution oral tablet,er
20 megq/l particles/crystals 15
potassium chloride 1 meq
in Ir-d5 intravenous potassium chloride 1 M
parenteral solution oral tablet,er
20 meq/l particles/crystals 20
potassium chloride 1 meq
in water intravenous potassium chloride- 1
piggyback 10 0.45 % nacl
meqﬁgg mé, jg potassium chloride- 1
meqrre e d5-0.2%nacl
meq/100 ml .
intravenous
potassium chloride 1 parenteral solution
intravenous 20 megq/l
potassium chloride 1 MO potassium chloride- 1
oral capsule, d5-0.9%nacl
extended release sodium chloride 0.45 1 MO
potassium chloride 1 MO % intravenous
oral liquid 20 sodium chloride 3 % 1
meq/15 ml i .
ypertonic

p otasb?lurfz chloride 1 MO;M sodium chloride 5 % 1 MO
oral liquid 40 hypertonic
meq/15 ml

. : TPN 3
potassium chloride 1 ELECTROLYTES

oral packet
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
MISCELLANEO ISOLYTE-P IN 5 % 3
US NUTRITION DEXTROSE
PRODUCTS NUTRILIPID 3 B/DPA
CLINIMIX 3 B/D PA PLASMA-LYTE 3
5%/D15W 148
SULFITE FREE PLASMA-LYTE A 3
CLINIMIX 3 B/D PA
475%/D10W SULF PLENAMINE 3 B/D PA
FREE premasol 10 % 1 B/D PA
CLINIMIX 5%- 3 B/D PA PROSOL 20 % 3 B/D PA
D20W(SULFITE- travasol 10 % 1 B/D PA
FREE)
TROPHAMINE 10 3 B/D PA

CLINIMIX E 3 B/D PA %
4.25%/D10W SUL
FREE VITAMINS /
CLINIMIX E 3 B/D PA 2 INIEs
4.25%/D5W SULF CITRANATAL 3 MO; Enc; M
FREE MEDLEY
CLINIMIX E 3 B/D PA fluoride (sodium) 1
5%/D15W SULFIT oral tablet
FREE fluoride (sodium) 1 MO; M
CLINIMIX E 3 B/D PA oral tablet,chewable
5%/D20W SULFIT 1 mg (2.2 mg sod.
FREE Sfluoride)
CLINISOL SF 15 % 3 B/D PA NESTABS ONE 3 MO; Enc; M
DOJOLVI 3 PA; MO; prenatal vitamin 1

LA oral tablet
electrolyte-148 1 wescap-c dha 1 MO; Enc; M
intralipid 1 B/D PA wescap-pn dha 1 MO; Enc; M
intravenous
emulsion 20 %
INTRALIPID 3 B/D PA
INTRAVENOUS
EMULSION 30 %
ISOLYTE SPH 7.4 3
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abacavir............cccccooeeeveeeeeennn... 2
abacavir-lamivudine................... 2
abacavir-lamivudine-
zidovudine...............ccccoveeeeennn.... 2
ABELCET ....ccoooovviiiiiiiiieee, 1
ABILIFY ..oooviiiieiieeeeee 46
ABILIFY ASIMTUFII............. 46
ABILIFY MAINTENA ............ 46
ABILIFY MYCITE
MAINTENANCE KIT............. 46
ABILIFY MYCITE

STARTER KIT ........ccccuvveeennn.e. 46
abiraterone......................... 13, 14
ABRILADA(CF).....ccccovven.... 115
ABRILADA(CF) PEN............. 115
ABRYSVO (PF)....cccceeveenen. 107
ABSORICA. ..., 73
ABSORICA LD......cccouvvvvennne. 73
ACAMPTOSALE ... 80
ACANYA ..o 73
acarbose...............ccccceeeeeeunnennn. 86
ACCOLATE......ccoovvveeeenn. 133
ACCUPRIL.......ccveevveeerienen. 59
ACCURETIC......covveeeereen, 59
ACCULANE ..vseeresssnnnns 73
acebutolol ..................cceeeeu.... 59
acetaminophen-caff-
dihydrocod.................c..ccuuu...... 40
acetaminophen-codeine............ 40
acetazolamide......................... 131
acetic aACid..............ccceueeeeeenn.... 85
acetylcysteine......................... 133
ACIPHEX ......ccccoovviiiiiiinn. 102
ACTIFELIMN ..o 70
ACTEMRA.......cccvveveeee, 115
ACTEMRA ACTPEN............. 115
ACTHAR .....cooviieiieee 85
ACTHIB (PF)..cccoviiiiieiien, 107
ACTIMMUNE............ceeune.. 105
ACTIVELLA.......covvvveenn. 122
ACTONEL.........coovvvveeeeene. 114
ACTOPLUS MET.........ceuu.... 86
ACTOS ... 86
ACULAR......coovieeeeeeeee, 131
ACULARLS....ccoovvee 131

ACUVAIL (PF)..ccoooviniiiins 131
ACyClOVIF .....cooeceeeeeieeaeaannn, 2,76
acyclovir sodium......................... 2
ACZONE.....cccoiiiiiiiiein, 73
ADACEL(TDAP
ADOLESN/ADULT)(PF)....... 107
ADAKVEO....cccooiiiiiiienen, 14
ADALIMUMAB-AACEF........ 115
ADALIMUMAB-AATY 115,116
ADALIMUMAB-ADAZ........ 116
ADALIMUMAB-ADBM
(PREFERRED NDCS
STARTING WITH 00597).....116
ADALIMUMAB-ADBM(CF)
PEN CROHNS (PREFERRED
NDCS STARTING WITH
00597) ceeeieeieeeeeeeeeee 116
ADALIMUMAB-ADBM(CF)
PEN PS-UV (PREFERRED
NDCS STARTING WITH
00597) e 116
ADALIMUMAB-FKJP.......... 116
ADALIMUMAB-RYVK 116, 117
adapalene...............cccocuveveuennn. 73
adapalene-benzoyl peroxide..... 73
ADBRY ...cooiiiiiiiniiiiieee 71
ADCIRCA........oeoteeeee 133
ADDERALL........cccovennenee. 46, 47
ADDERALL XR....ccccvvrennne 47
AACLOVIT ..o, 2
ADEMPAS ..ot 133
ADLARITY oo, 35
ADMELOG SOLOSTAR U-

100 INSULIN.....coeeiiieienene 86
ADMELOG U-100 INSULIN
LISPRO.....ooiiiiiiiiiiniece 86
ADSTILADRIN.......ccoterenee 14
AANYZA ..., 97
ADTHYZA ..ccoviiiiiiiieeen. 97
ADVAIR DISKUS................. 133
ADVAIR HFA.......ccceeie 133
ADZENYS XR-ODT................ 47
AEMCOLO......cccooviieiiiieeee. 7
AFINITOR......cooiiiiiiiiee 14
AFINITOR DISPERZ.............. 14

afirmelle.............ccccoveeeeuenne.. 125
AFREZZA ... 86
AGAMREE........cccoovvieiiien. 85
AGRYLIN ..ot 80

AIMOVIG AUTOINJECTOR..33
AIRDUO DIGIHALER.. 133, 134

AIRDUO RESPICLICK......... 134
AIRSUPRA.......cciiieieee 134
AJOVY AUTOINJECTOR....... 33
AJOVY SYRINGE................... 33
AKEEGA ... 14
AKLIEF ....cooiiiiiiieieieee, 73
AlA-COFE e, 77
ALA-SCALP......ccovvveirnne 77
albendazole..................ccooeuuu..... 7
albuterol sulfate....................... 134
ALBUTEROL SULFATE...... 134
alclometasone........................... 77
alcohol pads ...................c......... 86
ALDACTAZIDE..........cccuen..e. 59
ALDACTONE........cccoevvennnne. 59
ALDURAZYME.........cccocne.e. 94
ALECENSA. ..o 14
alendronate............................. 114
AlfUZOSTN ..o, 142
ALIMTA ....cooiieeeeeeee, 14
ALIQOPA ..ot 14
AliSKIren ...........ccooueeevveeeceeennneen. 59
ALKINDI SPRINKLE.............. 85
allopurinol..................cccue..... 114
ALLOPURINOL.................... 114
almotriptan malate.................... 33
ALOGLIPTIN.......coeeveienee. 86

ALOGLIPTIN-METFORMIN. 86
ALOGLIPTIN-

PIOGLITAZONE..................... 86
ALOMIDE..........ooovvrenn. 130
aloSetron ...............ooevvveuennn.... 98
ALPHAGANP........cevvveeen. 132
ALREX ...ooooiviiiiiiiiiiiein. 132
ALTABAX ..o 75
ALTACE......ccooiiiiiieice. 59
altavera (28) .......coceveeeeveeeen. 125
ALTOPREV.....cccoovvvieeeieiann, 66
ALTRENO.......cooveieiiieiieeen, 73
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ALUNBRIG......c.ccocviiiinen. 14 ampicillin-sulbactam................ 11 ARIXTRA ..o 65

ALVAIZ ..o, 65 AMPYRA. ..o 35  armodafinil..................cccuuenn... 47
ALVESCO....cccooiieiieeen. 134 AMVUTTRA ...t 35 ARMONAIR DIGIHALER
alyacen 1/35 (28) ......cocueeueun. 125  ANAFRANIL......ccooeviiiee. AT e 134, 135
alyacen 7/7/7 (28) ..cccueeeveennn. 125 anagrelide.....................c.......... 80 ARMOUR THYROID.............. 97
ALYGLO...coiiieieiieee 107  anastrozole...............ccceeuene. 14 ARNUITY ELLIPTA............. 135
AV i 134 ANCOBON.......cooeiiiiieiieiene, 1 AROMASIN.....ccoooiriiieiene 14
amabelz .............ccocceeeeeeennnne. 122 ANDROGEL.......ccecvvrieirnnn 94 ARTHROTEC 50.........c.cc........ 43
amantadine hcl............................ 2 ANGELIQ....ccccoooviiiiiierienn 122 ARTHROTEC 75..........ueen.. 43
AMBIEN......ccooiiiiniiiiieiee 47  ANKTIVA. ..o, 14 ASACOLHD.....oovvvvriine 98
AMBIEN CR.....ccoevvveirieee. 47 ANNOVERA......ccovvieee. 124 ASCENIV....ccoooiiieieene, 107
AMBISOME.......cccoviviiiien. 1  ANORO ELLIPTA................. 134  asenapine maleate.................... 47
ambrisentan..................c......... 134 ANTARA.....ccooeeeeeeeeee 66  ashiyna...........cccccvuveecveeennannn, 125
AMCINONIAE ... 77 ANTIVERT.......cccoooiiiiee. 98 ASMANEX HFA.........ccce.. 135
AMELNIA ... 125  ANUSOL-HC......coovvveienee. 98 ASMANEX TWISTHALER.. 135
amethyst (28) ...ccceeeeeeeveennnn. 125 ANZEMET......ccovvviieieee. 98 aspirin-dipyridamole................ 65
AMIRACTA ..o T ApPEXiCON €.......ccceeeeeeeeeaeeannen. 77 ASPRUZYO SPRINKLE......... 69
amiloride...............ccccoueeeeeennne. 59 APIDRA SOLOSTAR U-100 ASSURE ID INSULIN
amiloride-hydrochlorothiazide.59 INSULIN.........ccoociviiiniiennne. 86 SAFETY ..oooiiiiiiiiiiiie, 110
amiodarone................cccceuen... 59 APIDRA U-100 INSULIN........ 87 ASTAGRAF XL...ccooeoveeienen. 14
AMITIZA ..o, 98 APLENZIN....cccoovieiiiernene 47  ATACAND.....cccoevveierreenne 60
amitriptyline............cccoceeeeveene.. 47  APOKYN...cooooiiiieiieieeieene 32 ATACAND HCT......ccceevvenen. 60
amitriptyline-chlordiazepoxide .47  apomorphine.................ccuueu..... 32 atazanavir............ccceeeeeeeeceeennnen. 2
AMIEVITA (PREFERRED apraclonidine.......................... 132 ATELVIA......cooiiiee, 114
NDCS STARTING WITH ADTEPILANL ....ooevveaeeaiaeereaans 98 atenolol.............ccccoeveuvevennnnnn. 60
55513) i 117 APRETUDE........ccooiiiiiinen. 2 atenolol-chlorthalidone............ 60
amlodipine..............cccccuveneen.. 60  APFI.cceieieeieieeeeeee e 125 ATIVAN....cccoiiieieeeeeee, 47
amlodipine-atorvastatin............ 66 APRISO....ccooeviiieiiieieeeie, 98  atomoxetine...........ccceeeuveecuennn. 47
amlodipine-benazepril.............. 60 APTENSIO XR....cceevvveirennnns 47 ATORVALIQ....cccovveieaennen. 66
amlodipine-olmesartan............. 60 APTIOM.....ccoevvviiiiieeiieeen, 27  atorvastatin...................eceeen... 66
amlodipine-valsartan................ 60  APTIVUS. ... 2 atovaquonme..................ceeeeuene.. 7
amlodipine-valsartan- ARALAST NP...cooviieiieie 80 atovaquone-proguanil................. 7
hethiazid...........eeeeeeeeeeiieennnnn, 60 aranelle (28)....ccoueeeveeennnnne. 125 ATRALIN....cooiieieeeeeee 73
ammonium lactate..................... 71  ARANESP (IN ATRIPLA ..o 2
AMNESLECM .....veeeeaeeereaenenns 73  POLYSORBATE).................. 105 atropine..........ccccceveeeveeeennnn. 130
AMONDYS-45....ooiieiieiene 35 ARAVA. ..., 117 ATROPINE SULFATE (PF)..130
AMOXAPINE .....eeeeaeeeaeraareaannn, 47  ARAZLO...iiiiiiieeieeenen. 73  ATROVENT HFA................ 135
amoxicil-clarithromy- ARCALYST ..cooeeieeeeeeieene 105 AUBAGIO......cccvvverieereeen. 35
[ansopraz ..........ccceeeeveveeann. 102  AREXVY (PF).ccccoovieiie 107  aubraeq.........ccoeeeeeeeeeeannnnne. 125
amoxicCillin...........cccceveeveveennnnnn. 10 arformoterol............................ 134  AUGMENTIN......ccevvrieeinns 11
amoxicillin-pot clavulanate 10, 11~ ARICEPT .......ccccoviniininiinnns 35 AUGMENTIN ES-600............. 11
amphetamine sulfate................. 47  ARIKAYCE....cccooiiiiiiieiieen, 7 AUGTYRO....ccoovvieiierierenen. 14
amphotericin b................ocue..... 1  ARIMIDEX.....ccccooovviiireerens 14 aurovela 1.5/30 (21)............... 125
amphotericin b liposome............. 1 aripiprazole............................... 47 aurovela 1/20 (21).................. 125
ampicillin........c.ccooveveveeecnnnnne. 11 ARISTADA.....ccoooveeeiee. 47  aurovela 24 fe...........cceuuenn.... 125
ampicillin sodium...................... 11 ARISTADA INITIO................. 47 aurovela fe 1.5/30 (2§)........... 125
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aurovela fe 1-20 (28).............. 125 BANZEL....coovieiieieeieee. 27  bepotastine besilate................ 130

AURYXIA ..o, 80 BAQSIMI....cccoooviiiiiiiiiene 87 BEPREVE.....cccooiiiiiies 130
AUSTEDO......cccoieieieieeee 35 BARACLUDE.......cccooenieenee 2  BERINERT......cccccoeiiierne 135
AUSTEDO XR...ccccoovvviiiinene 35 BASAGLAR KWIKPEN U- BESIVANCE......cccooveiiiiine 129
AUSTEDO XR TITRATION 100 INSULIN.....cceeiiieienene 87 BESREMI.....cccocvviiiiene, 105
KT(WKI1-4) oo 35 BASAGLAR TEMPO betaine...........ccouveevveeeeiaaannns 98
AUVELITY ..ccveviiiieieeeen, 48 PEN(U-100)INSLN.................. 87  betamethasone dipropionate.....77
AUVI-Q...viiiieeee 133 BAVENCIO......ccoeeeerrinn 14 betamethasone valerate............ 77
AVALIDE......cociiiiiees 60 BAXDELA......ccooiiiiiene 12 betamethasone, augmented....... 77
AVAPRO ..., 60 BCG VACCINE, LIVE (PF)..107 BETAPACE......cccocevieirnne. 59
AVEED.....ccoiiiiiiieee 94 BD AUTOSHIELD DUO PEN BETAPACE AF.....cccccveeveeee. 59
AVIANC ..o 125 NEEDLE.....ccooiiiiiiiieee 110 BETASERON.......cccevieienne 105
AVODART ....coveiieieee. 142 BD INSULIN SYRINGE....... 110 betaxolol................c......... 60, 130
AVONEX....cccooiiriiniiiineene. 105 BD INSULIN SYRINGE bethanechol chloride.............. 143
AVSOLA ... 98 (HALF UNIT)...occvevieiiiiene 110 BETHKIS....cooiiiiiieeeeee 7
AVYCAZ ..., 5 BD INSULIN SYRINGE U- BETIMOL......cccoeoviieiieieee 130
AVURIG .o, 125 500 110 BETOPTIC S......cocveiviine. 130
AYVAKIT ..o 14 BD INSULIN SYRINGE BEVESPI AEROSPHERE..... 135
AZACTAM....coovivieiieee, 7 ULTRA-FINE.......cccovinennne 110 bexarotene.............cccccueeueeuennn. 14
AZASAN ..., 14 BD NANO 2ND GEN PEN BEXSERO.....ccccoviiiieee. 107
AZASITE ..o, 129 NEEDLE.....cccoeiieiiieee 110 BEYAZ..ooieieeeee 125
AzZAthioprine...........cc.cccueeeuvennnn. 14 BD ULTRA-FINE MICRO bicalutamide............................. 14
azelaic acid..............cccceeeuen.... 73  PENNEEDLE...........cc.c......... 110 BICILLIN C-R....cooviiiienne 11
azelastine........................ 84,130 BD ULTRA-FINE MINI PEN BICILLIN L-A ..o 11
azelastine-fluticasone............. 135 NEEDLE......ccoovviiiiieees 110 BIDIL..ccoviieiiieiieeeeeee e 60
YAV 21 D) 25 G 73  BD ULTRA-FINE NANO BIJUVA ..o, 122
AZILECT ..ooviiiiiiiieeiieeee 32 PENNEEDLE..........cccceeueene. 110 BIKTARVY ..coooiiiiiiiiiiieeeee 2
AZIEAPOMYCIN . 6 BD ULTRA-FINE SHORT BILTRICIDE........cceeieiieiene 7
AZOPT ..ot 131 PENNEEDLE........cccccuennen. 110 bimatoprost..................cceeen.... 131
AZOR ..o, 60 BD VEO INSULIN SYR 127 11Y V4 21 59 G 70
AZSTARYS ..o 48 (HALF UNIT).ccoooieieieieee 110 BIMZELX AUTOINJECTOR..70
AZIPEONAM ... 7 BD VEO INSULIN SYRINGE BINOSTO....cooiiiiieiieieee 114
AZULFIDINE.......ccoooiiiann 98  UF ., 110 bismuth subcit k-metronidz-tcn
AZULFIDINE EN-TABS......... 98 BECONASE AQ....ccceeovennene. 135 e 102
azurette (28) ....cceeevveeecuveennnn. 125 BELBUCA......cooieieeeeee. 40  bisoprolol fumarate.................. 60
bacitracin................ccoeeeeuee. 129  BELEODAQ.....cccccocveviieiinnn. 14 bisoprolol-

bacitracin-polymyxin b............ 129 BELSOMRA........coovveiiie. 48  hydrochlorothiazide.................. 60
baclofen............ccoeeeveeeeceeennnn. 39  benazepril............ccceueeeeueaann... 60 BIVIGAM......cccoovvevieeieee. 107
BACLOFEN.....cccooiiiiieiies 39  benazepril- blisovi 24 fe.........cccueeeeeenanen. 125
BACTRIM......ceovveeieee, 12 hydrochlorothiazide.................. 60  blisovife 1.5/30 (28)............... 125
BACTRIM DS.....ccoooi 12 BENICAR.....cooovieieieieeee 60  blisovi fe 1/20 (28) .................. 125
BAFIERTAM......ccocvviiiene. 36 BENICARHCT......cccevvenenn. 60 BONIJESTA...cccoooiieiieeee. 98
BALCOLTRA......ccccovvenee. 125 BENLYSTA.....ccooieieeee. 117 BOOSTRIX TDAP................. 107
balsalazide................................ 98 BENZAMYCIN.....cccoovevvrnnnn. 73  BORTEZOMIB...........cccoeuneeee. 14
BALVERSA......ccovieee 14 benztropine...........ccoveeeuueenne... 32 DboSentan............coeeeueeennnnn. 135
balziva (28) .....cccoeeveeeeieene. 125 BEOVU...cooiiiiiiiiiiiee 130 BOSULIF......ccocvveieiinne 14, 15
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BRAFTOVI.....cccoeieieieeee 15
BREO ELLIPTA........c.cc...... 135
Dreyna........cceeeeeeeveeeiieaennn, 135
BREZTRI AEROSPHERE..... 135
briellyn .........eeceeevceeeennnannne. 125
BRILINTA ....coeieeeieeeeeee 65
brimonidine....................... 73,132
brimonidine-timolol................ 131
brinzolamide........................... 131
BRIUMVI ..o, 36
BRIVIACT ..o 27
BRIXADI.....ccctvviiiinieniiienne 40
bromfenac..............ccoeeeuunnn... 131
bromocriptine............c..ccco...... 32
BROMSITE......ccoeiiiinne 131
BRONCHITOL...........cc......... 135
BROVANA ..ot 135
BRUKINSA ..o, 15
BRYHALI.....ccceooiiiiiiiiiie 77
budesonide........................ 98, 136
budesonide-formoterol............. 136
bumetanide.................ccceeuennn. 60
BUPHENYL....cccooviiiiieeee 80
buprenorphine hcl..................... 40
buprenorphine transdermal

PALCH .o 40
buprenorphine-naloxone........... 43
bupropion hcl............................ 48
BUPROPION HCL................... 48
bupropion hcl (smoking deter)..83
bUSPITORNE ... 48
butorphanol............................... 43
BUTRANS ... 40
BYDUREON BCISE................ 87
BYETTA ..o 87
BYLVAY .o 98
BYOOVIZ.....ccooviviiiee 130
BYSTOLIC......cooveeeeeee 60
CABENUVA ......ccooiiiiee, 2
cabergoline...............cccceeueen... 94
CABLIVI...ooooiiiiieieee 65
CABOMETYX..cooevieieeeeinne 15
CABTREO......cccoviieieeee, 73
CADUET ..ot 66
CALAN SR....ooiieee, 60
calcipotriene...............cccuuee... 70

CALCIPOTRIENE................... 70
calcipotriene-betamethasone....70
calcitonin (salmon).................... 94
calcitriol ..........ccooeeueeeeiiinnn. 70, 94
calcium acetate(phosphat

DINA) .o, 143
CALQUENCE.......ccccoocevrene 15
CALQUENCE
(ACALABRUTINIB MAL)..... 15
CAMBIA......cciiiiiieeee 43
CAMIlA..ueneneaaeaaaiaeceaenn 122
CAMIESE ..., 125
camrese lo..........ccceeceennenen. 125
CAMZYOS....coiiiriiieieeeene, 69
CANASA ..o, 98
CANCIDAS ...t 1
candesartan ................ccoceeueen... 60
candesartan-
hydrochlorothiazid.................... 60
CAPLYTA ..o, 48
CAPRELSA......cccveieee. 15
CAPLOPTEL .o 60
captopril-hydrochlorothiazide .. 60
CARAC ...ttt 71
CARAFATE....ccoiiiiene 102
CARBAGLU......ccooviiiie, 80
carbamazepine.......................... 27
CARBATROL........ccevveeee. 27
carbidopa...............ccceeeevannenn. 32
carbidopa-levodopa................... 32
carbidopa-levodopa-

ENIACAPONE ......cc.eeveeeveeaeaannnn 32
CARDIZEM.......cccoovveieenn. 60
CARDIZEM CD.........cccveuueee. 60
CARDIZEM LA......ccoevven. 60
CARDURA........ccvvieveee 60
CARDURA XL....ccoceviveienne. 60
carglumic acid.......................... 80
CARNITOR......cccevviriiine. 80
CARNITOR (SUGAR-FREE)..80
CAROSPIR......ccveiiiieieee 60
carteolol..............cccccoceeveenee. 130
CAVTIA XT e 60
carvedilol...............cccoocuveuenuee. 60
carvedilol phosphate................. 60
CASODEX.....ccooviiiieiieieeee, 15

CASPOFUNGIN ..o 1

cataflam..........cceeeveeeeennannen. 43
CAYSTON ..o 7
cefaclor..........oouecueveencnanncn. 5,6
cefadroxil...........cccueeevvencenannnnn.. 6
CefAZOLIMN e, 6
COfAINIT ..o 6
CefePIMe.......ccueeeceeaaieeareaennenn 6
CEfIXIME ..o 6
CEfOLELAN ..., 6
CEfOXIHIM ., 6
cefpodoxime...........c.cccueeeeenenn. 6
CefPrOZil......uueaceeeacieaeieeeeennn, 6
ceftazidime............ccoevvevuvannnne. 6
CEftriAXONE .......evveeeeeeaeeeaeeanne, 6
cefuroxime axetil......................... 6
cefuroxime sodium..................... 6
CELEBREX......cccooiviiiieienne. 43
celecoXib ...........cccuveeverecnnnnnnn 43
CELEXA ..ot 48
CELLCEPT ...coovieieieieeee 15
CELONTIN....ccoctiiiieiiiiene 27
cephalexin............ccoueeecveeeennnannne. 6
CEPROTIN (BLUE BAR)....... 65
CEPROTIN (GREEN BAR).....65
CEQUA ...t 130
CEQUR SIMPLICITY ........... 110
CEQUR SIMPLICITY
INSERTER......cccceviiieiiene 110
CERDELGA ..ot 94
CEREZYME.......ccoovvvviiennee. 94
CELIVIZING ..o, 133
cevimeline............cccuceeveenuncne. 80
CHANTIX ...cooiiiiiiiiieiienee 83
CHANTIX CONTINUING
MONTH BOX......ccoevvveirnenee. 83
CHANTIX STARTING

MONTH BOX.....ccoovvvveienenee. 83
charlotte 24 fe.........cccueuee.... 125
chateal eq (28) .......cceeuveeennnn. 125
CHEMET......cooiiiii 80
CHENODAL......cccoeviiieene 98
chlordiazepoxide-clidinium...... 97
chlorhexidine gluconate............ 84
chloroquine phosphate................ 7
chlorpromazine......................... 48
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chlorthalidone........................... 60 clindamycin phosphate COLCRYS..coiieeeeeieeee 114

CHOLBAM........coeeevvvie. 08 e 8, 73,74, 124  colesevelam............ccceuuue...... 67
cholestyramine (with sugar)..... 66  clindamycin-benzoyl peroxide.. 74 COLESTID......c.cccccevvvvvrrennnnnns 67
cholestyramine light............ 66, 67 clindamycin-tretinoin................ T4 coleStipol..........ccccceeeevenuennne. 67
cholestyramine-aspartame........ 67 CLINDESSE......ccooviiieennen. 124  colistin (colistimethate naj......... 8
CIALIS ..ot 143  CLINIMIX 5%/D15W COMBIGAN.......coevtereeee 131
CIBINQO....cceevirieieiieiene, 71  SULFITE FREE.........ccc.c.... 145 COMBIPATCH........cccecueneeee 122
CICLOPIFOX ..o, 75  CLINIMIX 4.25%/D10W COMBIVENT RESPIMAT....136
Cilostazol............ccccveueveencnnnn. 65 SULF FREE.....cccoccovviinnne. 145 COMBIVIR......ccocvvviiiiniiene. 2
CILOXAN ..ot 129  CLINIMIX 4.25%/D5W COMETRIQ......cooviieiiienne 15
CIMDUO ..ot 2 SULFIT FREE.......ccccceevurenne. 80 COMFORT EZ PRO SAFETY
CIMERLI......ccceccvvriiiiene 130  CLINIMIX 5%- PEN NDL....coooiiiieiiieieee 110
CIMELIAINe ........cceeveevaannnn. 102  D20W(SULFITE-FREE)........ 145 COMPLERA........ccooiieiee 2
cimetidine hcl.......................... 103 CLINIMIX E 2.75%/D5W COMPIO e 99
CIMZIA ... 98 SULF FREE.....cccociiiiiiiee. 80 COMTAN. ..ot 32
CIMZIA POWDER FOR CLINIMIX E 4.25%/D10W CONCERTA......ccveveeeee, 48
RECONST ...c.ooviiiiiienieeene 98 SULFREE....cccooiiiniiiinnne. 145 CONDYLOX....cooooovevirieneannens 71
CIMZIA STARTER KIT.......... 98 CLINIMIX E 4.25%/D5W CONJUPRI......eoiiieieeeee 61
cinacalcet ..............coeeeveueannnnne. 94 SULF FREE.....ccccoovvviiinnne. 145  constulose..........c...ccccocueeuennn.. 99
CINQAIR.....ccoeiieieieeeee, 136 CLINIMIX E 5%/D15W CONZIP....ooiiieieeeeeeee 43
CINRYZE.....ccooiieieeieeen. 136 SULFIT FREE........................ 145 COPAXONE.....ccccoiiieieiene 36
CIPRO ...t 12 CLINIMIX E 5%/D20W COPIKTRA......cceeiieieieene 15
CIPROHC......coieiieieeee 85 SULFIT FREE.........ccccuc...... 145 CORDRAN.......ccevierne 77,78
ciprofloxacin hcl............... 12,129 CLINISOL SF 15 %............... 145 CORDRAN TAPE LARGE
ciprofloxacin in 5 % dextrose...12  CLINPRO 5000........................ 84 ROLL...coooiiieiieeiieeeeeeeee, 77
ciprofloxacin-dexamethasone...85  clobazam....................cccccc..... 27 COREG.....cccooiriiiiniiiienics 61
CITALOPRAM......ccceevverrene 48  clobetasol...............cccevueuenne. 77 COREG CR....ccoeviiieiiiens 61
Citalopram.............coceeeeveeeunann. 48 clobetasol-emollient.................. 77 CORLANOR......cccovvveerreene. 69
CITRANATAL MEDLEY ..... 145 CLOBEX.....cccceccvviiiiniininens 77  CORTEF....ccccooiiiiiiiiiicenne, 85
Claravis ...........ccoeeeeveeeciinennn, 73 clocortolone pivalate................ 77 CORTIFOAM......ccovvvireeirens 99
CLARINEX.....cccooveieieiiennne 133 clodan............eeeeeeeeeanannn. 77 CORTROPHIN GEL................ 85
CLARINEX-D 12 HOUR........ 133 clomipramine............................ 48 COSENTYX..coooooiieiieeeieeene 70
clarithromycin ..........c..ccccveeeeneen. 6 clonazepam.................ccueeun.... 27 COSENTYX (2 SYRINGES)...70
CLENPIQ.....ccovieirieiinene 98,99 clonidine............cccccoevevueucn... 60 COSENTYXPEN.....cccceeuenne 70
CLEOCIN.....coooteieieenee. 8,124  clonidine hcl........................ 48,60 COSENTYX PEN (2 PENS)....70
CLEOCIN HCL......ccceevverennnee. 8 CLONIDINE HCL.................... 61 COSENTYX UNOREADY
CLEOCIN PEDIATRIC............. 8 clopidogrel....................ccuenu... 65 PEN..cooiies 70
CLEOCIN T...coovvieeiieeieeeiee 73 clorazepate dipotassium........... 48 COSOPT....ccoovieeiieeieeeien, 131
CLIMARA. ..o, 122 clotrimazole.......................... 1,75 COSOPT (PF)..ccoeeviieeiirne. 131
CLIMARA PRO.....cccceeuenne. 122 clotrimazole-betamethasone..... 75 COTELLIC..........ccocccevivninen. 15
clindacin.............ccccoeeeeeeennnee. 73 clozapine.............cccccoueeuennnnne. 48 COTEMPLA XR-ODT............. 48
clindacin etz...........c.ccouvueeueenn. 73  CLOZARIL.......cooviriiiiennn 48 COZAAR.....ccoooiiiiiiiieeee, 61
CLINDAGEL.......ccevverrenee. 73  COARTEM.....cccovviiieeeenee 8 CREON.....cooiiiiieeeeeeee, 99
clindamycin hcl........................... 8 codeine sulfate.......................... 40 CRESEMBA......ccccooviiriieene 1
clindamycin in 5 % dextrose....... 8 COLAZAL....cooeeeeeeeeeene 99 CRESTOR......ccovvieiieeieee. 67
clindamycin pediatric................. 8 colchicine..............ccccceeuenn.. 114 CRINONE........cceoiiiiiiennn 122
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Cromolyn................... 99,130,136 DAPAGLIFLOZ DESCOVY ..cociiiiiiiiiniceeens 2

CPOAM ..o 79 PROPANED-METFORMIN....87  desipramine..............cccccuveun... 48
cryselle (28) ....ouevueeeeeeencnnnns 125 DAPAGLIFLOZIN desloratadine.......................... 133
CRYSVITA ... 94 PROPANEDIOL....................... 87  desmopressin..........cccceeeeenne.. 94
CUBICINRF....ccoooieiiieeenee 8 dapsone...........ccccueveuvennenn. 8,74 desog-e.estradiol/e.estradiol...126
CUPRIMINE.........ccvvvenee. 117 DAPTACEL (DTAP desogestrel-ethinyl estradiol ... 126
CUTAQUIG......cccevirveienne 107 PEDIATRIC) (PF).....ccceueeee. 107  desonide.............cccoeveeauannne. 78
CUVITRU.....ccoeiriiieene 107 DAPTOMYCIN.....cccoeveienee. 8 DESOWEN.....ccooiiiiiiiieee. 78
CUVPOSA ..o, 97  daptomycCin...........ccccceveuevvvennennn. 8 desoximetasone......................... 78
CUVRIOR......cocveriiieiieee 80 DARAPRIM.....ccccoeiiieiieieee 8 DESVENLAFAXINE............... 48
cyclobenzaprine........................ 39  darifenacin................cuueeun... 142 desvenlafaxine succinate.......... 48
cyclophosphamide..................... 15  darunavir............cccoeveeeeennannn. 2 DETROL....ccooiviieiieiene, 142
CYCLOPHOSPHAMIDE........ 15 DARZALEX FASPRO............. 15 DETROLLA......ccooieennee. 142
cycloserine...........oceeeeeeeceeennenne. 8 dasetta 1/35 (28) ..ccceeeeenennne. 125  dexabliss............ccceueeeveeannnnn, 85
CYCLOSET.....ccovvevveerieerene. 87 dasetta 7/7/7 (28) ccceueeruennnnn. 125  dexamethasone.......................... 85
cyclosporine...................... 15,130 DAURISMO........cccvvvevvieennenns 16  dexamethasone sodium
cyclosporine modified............... 15 DAYBUE....ooiiiiiiiiiieiee. 36  phosphate..............cccueeueane.. 132
CYLTEZO(CF)............... 117,118 DAYPRO....coviiiieee 43  DEXEDRINE SPANSULE...... 49
CYLTEZO(CF) PEN.............. 117 daysee........cceuvevvvvecneennnnne. 125 DEXILANT ...cccoooiiiiiiiienene 103
CYLTEZO(CF) PEN DAYTRANA ..o 48 dexlansoprazole...................... 103
CROHN'S-UC-HS.................. 117 DAYVIGO...cccooiiiiiiiiiiiicene 48  dexmethylphenidate.................. 49
CYLTEZO(CF) PEN DDAVP ..o, 94 dextroamphetamine sulfate........ 49
PSORIASIS-UV....ccccvveenene 117  deblitane...................ccuoo........ 122 dextroamphetamine-
CYMBALTA. ... 48  deferasirox..........coeeveaeeeanne.. 80 amphetamine............................. 49
CYRAMZA. ..o 15  deferiprone..............ccuueeeueenn... 80 dextrose 10 % and 0.2 % nacl.. 80
cyred eq ........ooeeeeeeiiieiannn. 125  deflazacort..................cccuuenne.... 85 dextrose 10 % in water (d10w) .80
CYSTADANE.......ccooviieienne 99 DELESTROGEN.................... 123 dextrose 5 % in water (d5w).....80
CYSTADROPS...........c.c........ 130 DELSTRIGO......cccceveieriernnns 2 dextrose 5%-0.2 % sod
CYSTAGON.....ccceoviieiinne. 143 DELZICOL....ccccocevviiiiinne. 99 chloride............cccvevvuennannnnne. 80
CYSTARAN.....ccovveeiieeiens 130 demeclocycline.......................... 12 DHIVY o 32
CYTOMEL.....cccoevvirieiereee 97 DEMSER.....ccoovieieieieeee 61 DIACOMIT......ccevveieerenee. 27
CYTOTEC.....ccoiieviieerene 103 DENAVIR......ccoiiriieieeen, 76  diazepam.................c..cc....... 27,49
d10 %-0.45 % sodium chloride 80  denta 5000 plus......................... 84  diazepam intensol..................... 49
d2.5 %-0.45 % sodium denta 5000 plus sensitive.......... 84  diazoxide............cccueveuvenuanannn. 87
chloride...........cccouvevceeenceenannnn.. 80 dentagel............cccuuveeeveenaann. 84 DIBENZYLINE.......cccoovvvvnennn 61
d5 % and 0.9 % sodium DEPAKOTE......cccceeviiriiinens 27 dichlorphenamide..................... 36
chloride...........ccoovvevvvenenann. 80 DEPAKOTE ER........ccccoueneee. 27 DICLEGIS.....ccoooiiiirieeeeen. 99
d5 %-0.45 % sodium chloride.. 80 ~ DEPAKOTE SPRINKLES....... 27 DICLOFENAC EPOLAMINE.43
dabigatran etexilate.................. 65 DEPEN TITRATABS............ 118  diclofenac potassium................ 43
dalfampridine............................ 36 DEPO-ESTRADIOL.............. 123 diclofenac sodium....... 43,71, 131
DALIRESP.....cccccoviiiiiiinen. 136 DEPO-PROVERA................... 123 diclofenac-misoprostol............. 43
DALVANCE.......ccccoviviieene 8 DEPO-SUBQ PROVERA 104123  dicloxacillin...............cccc.c...... 11
danazol.............coceeceeeecveeennnn, 94 DEPO-TESTOSTERONE........ 94  dicyclomine............cccoeeeuvuenn.... 97
DANTRIUM......coceviiiiiiinne 39 DERMA-SMOOTHE/FS DIFFERIN......ccocveviiiiniiiene 74
dantrolene..............ccccceeueeuene. 39 SCALPOIL....cccoviiiiiiiene 78  DIFICID.ccoeoiiiiiiiiiiiieeeee 7
DANYELZA ..o, 15 DERMOTICOIL..........cceuuee. 85 diflorasone...............cccueeuun... 78
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DIFLUCAN.......ccooieeeieeeeeee. 1 doxylamine-pyridoxine (vit b6).99  efavirenz-lamivu-tenofov disop...2

diflunisal............cccccoevvvuenenne. 43 DRIZALMA SPRINKLE......... 49  EFFER-K.....ccoooooiniiiiiiine 143
difluprednate........................... 132 dronabinol....................c..c........ 99  effer-k...iiiiiiiie, 143
AIGOXIN ... 69 DROPLET INSULIN EFFEXOR XR....ccoceeoiiniiiinnene 49
dihydroergotamine.................... 33  SYR(HALF UNIT)................. 110 EFFIENT.....ccooviiiiieieee, 65
DILANTIN 30 MG................... 27 DROPLET INSULIN EFUDEX....ccooiiiiiieieieee 72
DILANTIN EXTENDED 100 SYRINGE......c.cooiiiiiiiie 111 EGRIFTA SV...ccoooiiiiiienn. 105
1Y (€ S 27 DROPLET MICRON PEN ELAPRASE.....cccooiieieee 94
DILANTIN INFATABS........... 28 NEEDLE.....ccooooiiiiiiie, 111 electrolyte-148............c.cc....... 145
DILANTIN-125...cciiiiiieinee. 28 DROPLET PEN NEEDLE..... 111  ELELYSO....ccccoceviiiiiiniennne 94
DILAUDID......ccocteieeieirennne 40 DROPSAFE ALCOHOL ELESTRIN.....ccooeiiiiereeen 123
diltiazem hcl..............ccooeuene.. 61 PREPPADS......ccoooiiei 87  eletriptan.............ccoeeeueeeuvannnnne. 33
AIlEXT o 61 DROPSAFE PEN NEEDLE...111 ELFABRIO.......ccccceecivieirnne 94
dimethyl fumarate..................... 36 drospirenone-e.estradiol-Im.fal26 ~ ELIDEL..........c.cccccocvviinennnnn. 72
DIOVAN. ..., 61 drospirenone-ethinyl estradiol 126~ ELIGARD.........ccccovevvvenneenee. 16
DIOVAN HCT.....ccveeeieenne 61 DROXIA....ccooeieieeeieeeene 16 ELIGARD (3 MONTH)........... 16
DIPENTUM....cccoeviiiiieiiiieneene 99 droxidopa..............cccceveuennnn. 80 ELIGARD (4 MONTH)........... 16
diphenoxylate-atropine............. 97 DUAKLIR PRESSAIR........... 136 ELIGARD (6 MONTH)........... 16
DIPROLENE DUAVEE. ..ot 123 elinest......coceveeveeeinieene, 126
(AUGMENTED)....cccceevrienne 78  DUETACT....ccceiieeveeeeee. 87 ELIQUIS ...t 65
dipyridamole............................. 65 DUEXIS. ..o, 43  ELIQUIS DVT-PE TREAT

disopyramide phosphate........... 59 DULERA......coooiiieieee, 136 30D START...ccvevieeiieieen 65
disulfiram............cccoeeveeeceveennn.. 80  duloxetine...........cceueeecueeennen.. 49 ELIXOPHYLLIN................... 136
DIURIL ...cceoiiiriiiiniinieieeene 61 DUOBRII......cccccoviiiriiinn. 78 ELMIRON......covviiiiiine 143
divalproex............ccceeeeuveeeenannn.. 28 DUOPA.....ccooiieeeeee, 32  ELREXFIO....ccooiiviieeieeneen. 16
DIVIGEL.....cccoiiieiiieeenene 123 DUPIXENT PEN......ccccvenneeee. 72 elUFrYRG ..o 124
dofetilide...........c.cccccevvvvuenunnnne. 59 DUPIXENT SYRINGE............ 72 ELYXYB..oooioiiiiiiiieiiene 33
DOJOLVI....cciiiiieieeee 145 DUREZOL......cccoevveierenee. 132 EMEND....cooiiiiieeeee 99
dolishale..............ccccccuveuenuenee. 126  dutasteride.............................. 142 EMFLAZA ..o 85
donepezil...........coveveeecveannnnn.. 36 dutasteride-tamsulosin............ 142 EMGALITY PEN.......ccvenne. 33
DOPTELET (10 TAB PACK)..65 DUVYZAT...cccceocivieieieeennns 80 EMGALITY SYRINGE.....33, 34
DOPTELET (15 TAB PACK)..65 DYANAVEL XR......ccceevvneenne 49  emoquette..........cccoueeeuueennenn. 126
DOPTELET (30 TAB PACK)..65 DYMISTA....ccccoviieienee. 136 EMPAVELI.....c.cccoevvei 80
DORYX MPC.....ccccevviiiiiennne 12 DYRENIUM......ccoovviiiiine 61 EMSAM....ccooiiiiiiiiieee 49
dorzolamide............................ 131 DYSPORT....cccceeiiiiiiiees 107  emtricitabine...............cccccouee..... 2
dorzolamide-timolol................ 131 e.e.s. 400.....uuceeiieaenn 7  emtricitabine-tenofovir (tdf) ....... 2
dorzolamide-timolol (pf)......... 131 E.E.S. GRANULES.................. 7 EMTRIVA.....coooiieees 3
AOMHT e, 123 ec-naproxen............ccccueen.... 43 EMVERM.....cccocoviviiieieeeiee, 8
DOVATO. ..ot 2 econazole............eeeveuenuennn. 75 emzahh.........coeoveeeieiinn, 123
AOXAZOSIN ... 61 edaravone...............cceeeeuueenn.... 36 enalapril maleate..................... 61
AOXEPIN ... 49,72 EDARBI....ccccooiiiiiiiiiis 61  enalapril-hydrochlorothiazide..61
doxercalciferol.......................... 94 EDARBYCLOR........ccceeunennn. 61 ENBREL......ccccvvviiiiee. 118
AOXY-100.....cccooceeiaeeeaeannn. 12 EDECRIN....cccocoviiiiiieee 61 ENBREL MINI....................... 118
doxycycline hyclate............. 12,13 EDURANT ..ot 2 ENBREL SURECLICK.......... 118
DOXYCYCLINE HYCLATE..13  efavirenz........cccccecevveveneennne. 2 ENDARI...cooiiieeee, 80
doxycycline monohydrate......... 13 efavirenz-emtricitabin-tenofov....2  endocet................cceecuveuenuenc. 40
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ENGERIX-B (PF)....cccccceueeee. 107 ERMEZA......ccooiiiiieie. 97 EVOTAZ.....cccviieiiiiie, 3

ENGERIX-B PEDIATRIC EFTIM e 123 EVOXAC.....ccoiiiiniiiieeee 80
(PF) e 107  ERTACZO....ccccovieiieeen. 76  EVRYSDI....cooooviiiiiienee, 36
enilloring ...........cccoeeevvevevnncnne. 124 ertapenem..............ccccceeecuenne. 8 EXELON PATCH......c.cceueue. 36
ENJAYMO.....ccoovviiiiiee 80  erypads.......ceeeeeeevciiiiaan T4 exemesStane.............coeeeeeeeeanne. 16
CNOXAPAVIN c...evaeeeereaaaaneeenn 65  erygel.....nnieeiieeieeeeee. 74  EXFORGE......cccooviiiiiieens 61
CHPIESSC coveaaeeeeivaeneeeeneeens 126 ERYPED 200.....ccccceevivveeiienneen. 7 EXFORGE HCT.........cccceeuue. 61
ENSKYCE .o, 126 ERYPED 400......ccccccvvvierieirnnne 7 EXJADE....coiiiiiiiiieieee 81
ENSPRYNG.....cccccoiiiriinne. 16 ery-tab........ooceeveeiniiiinne 7 EXONDYS-51.ccccciiiiiiiiniennens 36
ENSTILAR ....ooiiiiiiiieee 70 ERY-TAB....cooooiiieiiieeee 7 EXSERVAN......ccocviiieiin, 81
ENIACAPONE ......eeveeevvaaeeereaaannns 32 ERYTHROCIN.........cccuvvrrnne. 7 EYLEA ..o, 130
ENTADFI.....ccoooviiiiiiene 142 erythrocin (as stearate)............... 7 EYLEAHD....ccooovviiiene 130
EIICCAVIT ..vveeeieaeeieeeeieeeenns 3 erythromycin....................... 7,129 EYSUVIS.....coooiiiieee 132
ENTRESTO.......coceviiiiiinenne. 69  erythromycin ethylsuccinate....... 7 EZALLOR SPRINKLE............ 67
ENTRESTO SPRINKLE.......... 69  erythromycin with ethanol........ 74 ezetimibe...........ccuceeeeeeveeannnnnn. 67
ENTYVIO....cooooviiieeeeeeen. 99  erythromycin-benzoyl peroxide.74 EZETIMIBE-

ENTYVIO PEN.....ccoeviiiine 99  ESBRIET....cccccoviiiiiiieene, 136 ROSUVASTATIN......cecuenneee. 67
ENULOSE ..., 99 escitalopram oxalate........... 49,50 ezetimibe-simvastatin................ 67
ENVARSUS XR....cocovviieiiene 16  esomeprazole magnesium....... 103 FABHALTA.....ccooieiiieens 81
EPANED. ...t 61 estarylla...........ccceeeeveenn. 126 FABIOR......ccceiieiieee 74
EPCLUSA ..., 3 ESTRACE.....iieeee. 123 FABRAZYME.......ccoeveen. 94
EPIDIOLEX......ccccoeveireerrnnen. 28  estradiol..............ccoueeeuvennnnn. 123 falming (28) ...cccoveeveeveannannnn. 126
EPIDUO......ccooeeeeiieeieeeene 74  estradiol valerate.................... 123 famciclovir...........ccueeeceeeeeneeane.. 3
EPIDUO FORTE...................... 74 estradiol-norethindrone acet.. 123 famotidine.................c.cu........ 103
EPINASTINE ..., 130 ESTRING....ccceoieiieeieee. 123 FANAPT ..o, 50
EPINEPHRINE....................... 133 ESTROGEL.........cccverrernee. 123 FARESTON.....ccevveiiieene 16
EPINEPAVINeE .........ccceeuveeeneannn. 133 eszopiclone.............cueeeeeeenne... 50 FARXIGA....ccooviiiieeieeee 87
EPIPEN 2-PAK......ccoevvrneee. 133 ethacrynic acid.......................... 61 FASENRA.......ccooiiiieee 136
EPIPEN JR 2-PAK................ 133 ethambutol.................ccccueue... 8 FASENRA PEN......ccocvenrnne. 136
EPILOL ..o 28  ethosuximide..............cccueeeuennn. 28 FASLODEX.....ccoovviveiiieen. 16
EPIVIR ...ccoiiiiiiiiee, 3 ethynodiol diac-eth estradiol.. 126  febuxostat..............c..cccccucu.. 114
EPIVIR HBV .....ccooooiiiiiiies 3 etodolac...........ceveeeeeniainann 43 felbamate.............cccccueeueeuuennnn.. 28
EPKINLY .oooeiieeieeeeeeee 16  etonogestrel-ethinyl estradiol. 124 FELBATOL..........cccvvvevveenneen. 28
eplerenone..............cccoecuveeene.. 61  etravirine..........ccccoeeveveevceeennnn.. 3 FELDENE.......cccoooiiiiiiiiiens 43
EPOGEN......ccooiiiiiiee 105 EUCRISA. ...t 72 felodipine...........ccccoeveeuenncn... 61
epOprostenol................ccuuen... 61 EULEXIN....ccccoviiiiiniinieeee. 16 FEMARA......cccooiiiiieeeeee, 16
EPRONTIA.......ccveiieeeee, 28  CUIAYIOX oo, 97 FEMRING......cocvverieenn 124
EPSOLAY ..ot 74 EVAMIST ..o, 123 FENOFIBRATE...........c........... 67
EPZICOM.....cooooviiiieiieieene, 3 EVEKEO.....iiie, 50 fenofibrate.............ccceueeeuuannnnn. 67
EQUETRO.....cccvvieieeeiieeiens 28 EVEKEO ODT......cccceeevveennnee. 50 fenofibrate micronized.............. 67
ERAXIS(WATER DILUENT)...1 EVENITY ...ccoooiiiiiiiiiiees 114 FENOFIBRATE
ergoloid............ccccueeveueeeannann 49  everolimus (antineoplastic)...... 16 MICRONIZED.........cccceeuve.e. 67
ergotamine-caffeine.................. 34 everolimus fenofibrate nanocrystallized..... 67
ERIVEDGE.......cccooviiinne. 16  (immunosuppressive)................ 16  fenofibric acid........................... 67
ERLEADA ..., 16 EVISTA ..o 114  fenofibric acid (choline)........... 67
erlotinib ..........cccoovveveeeiane. 16 EVKEEZA. ... 67 FENOGLIDE........ccccecevvuennnne. 67
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fenoprofen..........ccceveeeveenen.. 43

FENSOLVI....coooiiiiiiiiiienene 16
fentanyl...........ccoeeeeeeeeceeeannn. 40
Sfentanyl citrate.......................... 40
FENTANYL CITRATE........... 40
FENTORA......ccooiiieeeenee, 40
FERRIPROX......ccoovviiiiiiennnne 81
FERRIPROX (2 TIMES A

DAY) o 81
fesoterodine...................c......... 142
FETZIMA.......coooieieeeeee 50
FEXMID.....oooiiiiiiiiieiiiienene 39
FIASP FLEXTOUCH U-100
INSULIN ..ottt 87
FIASP PENFILL U-100
INSULIN ..ottt 87
FIASP U-100 INSULIN........... 87
FIBRICOR.......ceocveieiieenee, 67
FILSPARI......ccooviiiiiiiiiinene 69
FILSUVEZ.....cccoiiiiiiinne, 72
FINACEA ..ot 74
finasteride.................ccuveun..... 142
fingolimod...............ccoceeuvvenn.... 36
FINTEPLA ..o 28
finzala............cccouveecevvennnannnen. 126
FIRAZYR...covvieieiieee 136
FIRDAPSE......cccooiiiiriiiine. 36
FIRMAGON KIT W

DILUENT SYRINGE............... 16
FIRVANQ. ..ot 8
flac otic 0l ............ccccueveeenennne. 85
FLAGYL...oooiiiiiiiieiee, 8
flavoxate.............oueeeveeeenennnn.. 142
FLEBOGAMMA DIF............ 107
flecainide................ccoeeueeeunnnn... 59
FLECTOR.....ccoteieeieieieeee 43
FLEQSUVY ...coctiiiiiinieiene 39
FLOLAN. ..ot 62
FLOLIPID....cocvvviiiiiiinieeee 67
FLOMAX ....coiiiiieieeeene, 142
FLOVENT DISKUS............... 136
FLOVENT HFA.......ccceeen. 136
fluconazole.....................cccuvn..... 1
fluconazole in nacl (iso-osm)...... 1
flucytosine............ccccueeeeveeecnnnnn. 1
Sfludrocortisone.......................... 85

flunisolide............................... 137
Sfluocinolone.................ccccu...... 78
fluocinolone acetonide oil......... 85
fluocinolone and shower cap.... 78
fluocinonide............................... 78
fluocinonide-emollient.............. 78
fluoride (sodium.............. 84, 145
FLUORIDEX DAILY
DEFENSE.....ccooiiiiiiiieee 84
FLUORIDEX SENSITIVITY
RELIEF ....cooiiiieiieeeeenee 84
FLUORIMAX 5000.................. 84
FLUORIMAX 5000

SENSITIVE. ..o 84
fluorometholone.................... 132
FLUOROURACIL................... 72
fluorouracil....................c..c........ 72
fluoxetine...........ccceuveeeveeecuenannne. 50
fluoxetine (pmdd) ...................... 50
fluphenazine decanoate............ 50
fluphenazine hcl........................ 50
flurandrenolide......................... 78
flurbiprofen..............cccceeeueeene... 43
Sflurbiprofen sodium................ 131
FLUTICASONE FUROATE-
VILANTEROL....................... 137
fluticasone propionate...... 78, 137
FLUTICASONE
PROPIONATE..........ccceennee. 137
FLUTICASONE PROPION-
SALMETEROL...................... 137
fluticasone propion-salmeterol
................................................. 137
fluvastatin...............ccoeeeeeene.. 67
fluvoxamine..............ccccuveeeuunnn. 50
FML FORTE.......ccccvvvennee. 132
FML LIQUIFILM................... 132
FOCALIN.....cceoieieiieeeee 50
FOCALIN XR....coovvieiirieinnne 50
fondaparinux...............ccoceeue... 65
FORFIVO XL.....ccoovvvevennee. 50
formoterol fumarate................ 137
FORTEO.....cccooiieeiieinne 114
FORTESTA....cccoiiiriiieen 94
FOSAMAX ....cooiiiiiiieeeee 114
FOSAMAX PLUS D.............. 115

foSamprenavir ...............ccueeeunnn. 3
fosfomycin tromethamine.......... 13
JOSTNOPTIL ..., 62
fosinopril-hydrochlorothiazide . 62
FOSRENOL......ccccocvviirieiennne 81
FOTIVDA. ..o 16
FRAGMIN.....cccooviiiiiiieienene 65
FRAICHE 5000 PREVI............ 84
FRAICHE 5000 SENSITIVE... 84
FROVA ..o, 34
frovatriptan...................cceen.... 34
FRUZAQLA ..o 16
FULPHILA......ccoviiiieee 105
Sfulvestrant.............cccceeeeeunenne. 16
FUROSCIX ..o, 62
furosemide...............cccueeevennn... 62
FUZEON....ccoiiiiiiiiieeiee 3
FYARRO.....ccooiieiiiiieee 17
avolv.......occeeeeeeeiieeiaene, 124
FYCOMPA .....ooiiiiiieeee 28
FYLNETRA ..o 105
gabapentin.................cccceeuueen... 28
GABLOFEN........cccooiiiree 39
GALAFOLD.....ccccevvviivieenne. 94
galantamine...............ccceuuen... 36
GAMIFANT ..o 17
GAMMAGARD LIQUID...... 107
GAMMAGARD S-D (IGA <

I MCG/ML) e 107
GAMMAKED................ 107, 108
GAMMAPLEX........cccovevenee. 108
GAMMAPLEX (WITH
SORBITOL).....cccveeieiieieene 108
GAMUNEX-C.....ccocevveennne. 108
GARDASIL 9 (PF)....ccceueeee. 108
GASTROCROM.........ccveree 99
gatifloxacin.............c.ocveeun... 129
GATTEX 30-VIAL.................. 99
GATTEX ONE-VIAL.............. 99
GAUZE PAD....ccovveveeee 111
GAVIIYE-C ..., 99
GaVilyte-g.......cceeveeeeviiiaaiaannn, 99
GAVRETO......ccoieiereeene 17
Gefitinib.......cccoveevaiaaieiean, 17
GELNIQUE.......cccoooiieree 142
gemfibrozil..............cocceeennee. 67

The drug list includes all possible restrictions and limitations. The requirements and limits may

change throughout the year. You can find information on what the symbols and abbreviations on this table
mean by going to page viii. To confirm your plan’s specific coverage, contact Customer Service at (866) 264-
4676 or visit us on the Web at HSMedicareRx.com.

This drug list was updated in August 2024.

154



GEMMULY ..., 126 GVOKE HYPOPEN 2-PACK..88 HUMALOG MIX 75-25

GEMTESA ..o, 142  GVOKE PFS 1-PACK KWIKPEN.....ccooiiiiiiiieieene 89
generlac...........cccuceeeveeeneenn, 99  SYRINGE.....ccoooiiiiiene 88 HUMALOG MIX 75-25(U-
GONGTAf .o 17 GYNAZOLE-I......cccoeuveennee. 124 TO00)INSULN......ccovovieiiieeen. 89
GENOTROPIN........ecvriene 105 HADLIMA.....cccooiiiieeee. 118 HUMALOG TEMPO PEN(U-
GENOTROPIN MINIQUICK 105 HADLIMA PUSHTOUCH.... 118  100)INSULN........ccc0evverrerrnnee. 89
GeNtamicin ..................... 8,75,129 HADLIMA(CF)...cccceouvvvennnn 118  HUMALOG U-100 INSULIN..89
gentamicin in nacl (iso-osm)...... 8 HADLIMA(CF) HUMATIN ..ottt 8
GENVOYA ..o, 3  PUSHTOUCH........ccccoueeueee. 118 HUMATROPE..........cccoueee. 105
GEODON. ..ot 50 HAEGARDA.......ccccovveeee 137 HUMIRA (PREFERRED
(€115) 31\ . 36 hailey......eeeeeeieeeeen 126  NDCS STARTING WITH
GILOTRIF .....cccovviiiiiiieienne 17 hailey 24 fe......oooeeeevennannn. 126 00074)..ccieiieiiiieiiieeeeenne, 118
GIMOTT....cciiiiieeeeeeeee 99 hailey fe 1.5/30 (28) ................ 126  HUMIRA PEN (PREFERRED
GIVLAARI.....ccceoviiiiiie 81  hailey fe 1/20 (28) .....cc.cccueun... 126  NDCS STARTING WITH
GLASSIA ..o, 81  halcinonide.................cccc........ 78 00074)...cciiiiiiieeeeieeen, 118
glatiramer ................ccocueeeenee. 36 HALDOL DECANOATE........ 51 HUMIRA(CF) (PREFERRED
glatopa.............cccoeeveenveennncnn. 36  halobetasol propionate............. 78 NDCS STARTING WITH
GLEEVEC.....cccooiiiiieene. 17 haloette.........occeeeeeeanannnn. 124 00074) .cceeiieieeieeeeeeene 118
GLEOSTINE......ccccooiiiiiiene 17 HALOG.....ccccoviiiriiiicnne 78 HUMIRA(CF) PEDI
glimepiride..............cccccueeuene. 87  haloperidol....................occun...... 51 CROHNS STARTER
glipizide...........cccccocveueen.. 87,88  haloperidol decanoate.............. 51 (PREFERRED NDCS
GLIPIZIDE........cooieeieeien, 88  haloperidol lactate.................... 51 STARTING WITH 00074).....119
glipizide-metformin................... 88 HARVONI.......ooviieieeeeee 3  HUMIRA(CF) PEN
GLOPERBA.........cccoeiieee 114 HAVRIX (PF).ccccviiiiiiiieen. 108 (PREFERRED NDCS
GLUCAGON EMERGENCY heather .............cccceecevcennannnn. 124 STARTING WITH 00074).....119
KIT (HUMAN).....cccveeeeeree. 88 HECTOROL......ccccvevveiernnnne 94 HUMIRA(CF) PEN
GLUCOTROL XL....cccevueruenee. 88 HEMADY ...ccooviiiiiieieene 85 CROHNS-UC-HS

GLUMETZA. ... 88  heparin (porcine)...................... 65 (PREFERRED NDCS

glutamine (sickle cell)................ 81 HEPLISAV-B (PF)................ 108 STARTING WITH 00074).....119
glyburide.............cooeveeeveennnne. 88 HERCEPTIN.......ccevirieenee 17 HUMIRA(CF) PEN

glyburide micronized................ 88 HERCEPTIN HYLECTA......... 17 PEDIATRIC UC
glyburide-metformin................. 88 HERZUMA.......cccooeeee 17 (PREFERRED NDCS

GLYCATE. ..ot 97  HETLIOZ ..o, 51 STARTING WITH 00074).....119
glycopyrrolate.......................... 98 HETLIOZ LQ...ccoovveevieiennne 51 HUMIRA(CF) PEN PSOR-
GLYNASE ..ot 88 HIBERIX (PF)..cccceciiieennne 108 UV-ADOL HS (PREFERRED
GLYXAMBI......cceeveierenneen 88 HIPREX....cooooooiiieieiecieenee, 13 NDCS STARTING WITH
GOCOVRI.....cotviviiieienne 32 HIZENTRA. ..o 108 00074)..cceeiieiiiierieeeeeeenne, 119
GOLYTELY ..oovieieieeeeee 99  HORIZANT....ccoeeeeieeee 36 HUMULIN 70/30 U-100
GRALISE......cooiiiiiiiie, 28  HULIO(CF)...ccoceviviirieieanene 118  INSULIN...cooooiiiiiiirieiecieneene 89
granisetron hcl.......................... 99 HULIO(CF) PEN.................... 118 HUMULIN 70/30 U-100
GRANIX ..ottt 105 HUMALOG JUNIOR KWIKPEN.....cccooiiieiieieeee, 89
GRASTEK....ccoeiiiiiieieee 108 KWIKPEN U-100.......ccccccueneene 88 HUMULIN N NPH INSULIN
griseofulvin microsize................. 1 HUMALOG KWIKPEN KWIKPEN......ccoviieieeeee, 89
griseofulvin ultramicrosize......... I INSULIN....cooooiiiiieiieieeee 88 HUMULIN N NPH U-100
SUANTACINE ... 50,62 HUMALOG MIX 50-50 INSULIN ..ot 89
GVOKE......cooiiiiiieee, 88 KWIKPEN.......ooiiiiiiee, 89
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HUMULIN R REGULAR U- HYRIMOZ(CF) PEN INCASSTA . 124

100 INSULN.....coviirieiieieine 89 (PREFERRED NDCS INCRELEX......cooiiiiiniiiiienene 81
HUMULIN R U-500 (CONC) STARTING WITH 61314).....120  INCRUSE ELLIPTA.............. 137
INSULIN ..ot 89 HYSINGLA ER.....cccevirnnnne 41  indapamide.................ccccc...... 62
HUMULIN R U-500 (CONC) HYZAAR. ..o 62 INDERALLA......ccooviiiene 62
KWIKPEN......coooiiieiieienee, 89  ibandronate.................c.c....... 115 INDERAL XL....ccovieiireneene. 62
hydralazine.................coccueen.... 62 IBRANCE......ccociviiieiieieen, 17  INDOCIN.....ccovieriieiieeieeene 44
HYDREA ...t 17 IBSRELA.....cccoooiiiieeieee, 99 indomethacin............................. 44
hydrochlorothiazide................. 02 IDU.eeeeeceeeeeieeeeiieeeee e, 43,44 INFANRIX (DTAP) (PF)....... 108
hydrocodone bitartrate............. 40  ibuprofen..........eecveeveeniennnn, 44  INFLECTRA......ccccevvveenn 99
hydrocodone-acetaminophen....41  ibuprofen-famotidine................ 44 INFLIXIMAB........ccoeeevveenee. 99
hydrocodone-ibuprofen............. 41 icatibant..............ccccoeeeevennnn. 137 INGREZZA......cccovvveeeenn. 37
hydrocortisone........ 78,79, 85,99  dclevid.....oeiiiiiiiiiiininaan. 126 INGREZZA INITIATION
hydrocortisone butyrate............ 78 ICLUSIG...ccceeiieiieieeieene, 17  PK(TARDIV)..ccooiiiiiiieee. 37
hydrocortisone valerate............ 79  icosapent ethyl.......................... 67 INGREZZA SPRINKLE.......... 37
hydrocortisone-acetic acid....... 85 IDACIO(CF)..cvveevieeieeeiren, 120 INLYTA ..o, 17
hydrocortisone-pramoxine........ 99 IDACIO(CF) PEN.................. 120 INNOPRAN XL...ccccvevvvveenneen. 62
hydromorphone......................... 41 IDACIO(CF) PEN CROHN- INPEFA ... 89
hydromorphone (pf) .................. 41 UC STARTR.....ccceoviiieene 120 INPEN (FOR HUMALOG)
hydroxychloroquine.................... 8 IDACIO(CF) PEN BLUE ..., 111
hydroxyurea..............cccoeeueeune. 17  PSORIASIS START............... 120 INPEN (FOR HUMALOG)
hydroxyzine hcl....................... 133 IDHIFA.....ccoiiiiieeeee, 17 GREY .o 111
HYFTOR....c.cooiiieieeeee 72 ILARIS (PF) .o 105 INPEN (FOR HUMALOG)
HYQVIA ..o 108 ILEVRO...cccoooiiiiiiiiiiiecne. 131 PINK..oooiiiiiiiieieeeeee, 111
HYRIMOZ (PREFERRED ILUMYA .o 70  INPEN (NOVOLOG OR

NDCS STARTING WITH IMALINED ..o, 17 FIASP)BLUE........cccccuennene. 111
O61314) i, 119 IMBRUVICA.......ccoceeiieee 17 INPEN (NOVOLOG OR
HYRIMOZ PEN IMDELLTRA.......ocoieieieee. 17 FIASP) GREY ....cccovveiennne. 111
(PREFERRED NDCS IMFINZI....ccoooiiiiiiniinieeen 17 INPEN (NOVOLOG OR
STARTING WITH 61314).....119  imipenem-cilastatin..................... 8 FIASP)PINK.......ccevvrene. 111
HYRIMOZ PEN CROHN'S- imipramine hcl.......................... 51 INQOVI...coooiiiiiiiiiiiiiieens 18
UC STARTER (PREFERRED imipramine pamoate................. 51 INREBIC.....ccccoviiiiiiiiee, 18
NDCS STARTING WITH IMIGQUIMOA ..o 72 INSPRA.....coooiiieieeeeee 62
O61314) i, 119 IMITREX....cooiiiiiiniiiinienee 34 INSULIN ASP PRT-INSULIN
HYRIMOZ PEN PSORIASIS IMITREX STATDOSE PEN....34  ASPART ...ccceoiiiiieiieee 89
STARTER (PREFERRED IMITREX STATDOSE INSULIN ASPART U-100....... 89
NDCS STARTING WITH REFILL....ccceiiiiiiiiiiieeee 34 INSULIN DEGLUDEC............ 89
O61314) i, 119 IMOVAX RABIES INSULIN GLARGINE............. 89
HYRIMOZ(CF) VACCINE (PF)..cccoeviriienne. 108 INSULIN GLARGINE U-300
(PREFERRED NDCS IMPAVIDO.....cccoeoivieieienne. 8 CONC ..o 89
STARTING WITH 61314) IMURAN. ...t 17 INSULIN GLARGINE-YFGN.89
......................................... 119,120 IMVEXXY MAINTENANCE INSULIN LISPRO....................89
HYRIMOZ(CF) PEDI PACK ..o 124 INSULIN LISPRO

CROHN STARTER IMVEXXY STARTER PACK PROTAMIN-LISPRO.............. 89
(PREFERRED NDCS e 124 INSULIN SYRINGE-
STARTING WITH 61314).....120  INBRIJA......cccoooiiieirieee 32 NEEDLE U-100........ccccoen.... 111
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INTELENCE.........cccvvviiienen. 3 IYUZEH (PF)..ccccooiniiiinnne. 131 KATERZIA......coooiiiies 62

intralipid.............ccccooveeennnee. 145 IZERVAY (PF)..cooviiiiniieee. 130 KAZANO....ccooiiiiiieeene 90
INTRALIPID.......cccvvieennee 145 JADENU....coooiiiiriieeeee, 81  kelnor 1/35 (28) ..cceeueeueannne. 126
INTRAROSA ... 124 JADENU SPRINKLE............... 81  kelnor 1/50 (28) .......c.ceuen..... 126
INtrovale............ccceeeeeveeeneennne. 126 jAIMIessS .......ccoueeeeeeeeeieeeereans 126 KENALOG......cccevvieeieeeinens 79
INTUNIV ER....coeiiiiee 51 JAKAFIL...cooiiieieee, 18 KEPPRA.....ccoooieeeee, 28
INVANZ ..o, 8 JANIOVEN ..o, 65 KEPPRA XR.....ccoooovvvviieen 28
INVEGA ..o, 51 JANUMET.....ccooviiiiiiieene 89 KERENDIA.......ccoooiiieee. 62
INVEGA HAFYERA................ 51 JANUMET XR......ccceeueeee. 89,90 KESIMPTA PEN.......cccceevuenee 37
INVEGA SUSTENNA....... 51,52 JANUVIA.......ccooiiiiiiiiii, 90 ketoconazole......................... 1,76
INVEGA TRINZA.................... 52 JARDIANCE........ccccovveirnnne. 90  ketodan ............ccceeceeeveiaannannn. 76
INVELTYS ..o, 132 jasmiel (28) ...ccoeeeeeevevennaanns 126  ketoprofen.............coeeevenene.. 44
INVOKAMET.......ccvvviernne 89  JATENZO....cooovieieeieen, 95  ketorolac.............coceeeeeuenn. 131
INVOKAMET XR......cccveeneen. 89 JAVYGIOT ..o, 95 KEVEYIS. ... 37
INVOKANA ..ot 89 JAYPIRCA......ccooiiieee 18 KEVZARA. ..o 120
IOPIDINE......cooieiieieieee 132 JEMPERLI.......cccovvrerne 18 KEYTRUDA......ccooveiieeee. 18
IPOL...ooiiiiiieeieeee, 108  jencycla........ooueeveeveeenannnnne. 124 KIMMTRAK......cceevvveiiennne 18
ipratropium bromide......... 84,137 JENTADUETO..........oeuveeennn. 90 KINERET.....c.ccoviviiiiiennns 120
ipratropium-albuterol............. 137 JENTADUETO XR.................. 90 KINRIX (PF)..ccceviieiieirns 108
IQIRVO...ccoiiiiiieieeieeee 99  jinteli......oueceeeveeeaaiiaaiannn, 124 kionex (with sorbitol)................ 81
irbesartan .............cccueeeveeeennnnn. 62 JOENJA......cooieeeee, 81 KISQALI....cooviivieeeiieeeeeiene 18
irbesartan- JOLESSA .o 126 KISQALI FEMARA CO-

hydrochlorothiazide.................. 62 JORNAY PM.....coooviviiiieiens 52 PACK.....iiiieeeeeeee, 18
IRESSA ..o, 18  joyeaux........cccoceeveceeiecueennnenn. 126 KISUNLA.....coooiiieiieee 37
ISENTRESS ..o 3 JUBLIA.....ccoieeeee 76  KITABIS PAK...cccoooiiieiiieee 8
ISENTRESS HD.....ccvvvvreeee. 3 Juleber.......eeeaiaiannn 126 KLARON.....ccoovieieeeee 75
ISTPlOOM ... 126 JULUCA. ... 3 KLISYRI..oooiiiiiiiiieiee 18
ISOLYTESPH74................ 145 junel 1.5/30 (21) .....ccueneen...... 126  KLONOPIN.......cceevernnee. 28,29
ISOLYTE-P IN 5 % Jjunel 1720 (21) .....ceeeeeeannnnnne. 126 klor-con 10..............cccuueeun..... 143
DEXTROSE........ccccvvereeneen. 145 junel fe 1.5/30 (28) ....ccuu........ 126 klor-con 8......ueeeeeeeeceeeennann, 143
ISONIAZIA ... 8 junelfe 1/20 (28) .......cccueu.... 126 klor-con m10........................... 143
ISORDIL......covveiiiiiieiieeee, 69  junelfe 24 ......evveeevenannnne. 126  klor-con mls..............ccou...... 143
ISORDIL TITRADOSE........... 69 JUST RIGHT 5000................... 84  klor-con m20..............ocue...... 143
isosorbide dinitrate.................... 69 JUXTAPID....ccooevireiieieene 67  klor-con oral packet 20........... 143
isosorbide mononitrate............. 69 JYLAMVO.....cooooveiieiieeiiens 18  klor-con/ef ........coeeuveeeueeennen.. 143
isosorbide-hydralazine............. 62 JYNARQUE.....ccoeriiiiinn 95 KLOXXADO.....cccovevviniinncnns 44
ISOretinoiN ....ccccveveeeeeeeeaannn 74  JYNNEOS (PF)..cccocvvveiennne 108 KOMBIGLYZE XR................. 90
ISFAAIPINE ... 62 kaitlib fe ..o 126 KONVOMERP..........cccoceueneee. 103
ISTALOL....coovviiiiiiiieene. 130 KALETRA....ccoooiiiieieeeeee 3 KORLYM...cooooiiviriiiiienn, 95
ISTURISA ...t 95 kalliga.......oooeeeeeeieiann 126 KOSELUGO.......ccceocervieriennee. 18
itraconazole................cccccuenee.. I KALYDECO......ccoevverrennnen. 137 kourzeq........ccceeeeveeeveeeeeannnn. 84
ivabradine.............cccccccevuene.. 69  KANJINTI.....cociiiiiiiiie 18  KRAZATI ..o 18
IVErMECHiN ....uveveeereaenn. 8,74 KANUMA.......coeieeeeeees 95 KRINTAFEL......ccovvieeiee. 8
IWILFIN ..ot 18 KAPSPARGO SPRINKLE...... 62 KRISTALOSE......cccoovvuinne 99
IXCHIQ (PF).cvieiiieieene 108 KAPVAY .o 52 KRYSTEXXA.....oimenne 114
IXTARO (PF).coeeiiiiiiiiis 108 kariva (28) ....ccocveveevecvecnnnnne. 126 K-TAB...coooiiiiiiiiiiice 143
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KUVAN ..o, 95
KYLEENA.......coooiiireiee, 124
KYPROLIS.....ccoviiieieieee 18
[ norgest/e.estradiol-e.estrad.. 126
labetalol...............cccccceuevuennnn. 62
lacosamide.................cccuuue... 29
LACRISERT .....ccceeoiiieree 130
lactulose.............ccccuuv...... 99, 100
LAMICTAL.....coovvevieieerene. 29
LAMICTAL ODT.....cccoccunee. 29
LAMICTAL STARTER

(BLUE) KIT....oooieieeieeeee 29
LAMICTAL STARTER
(GREEN)KIT....coooiierieirenne. 29
LAMICTAL STARTER
(ORANGE) KIT.....cceevrenrennee. 29
LAMICTAL XR....ooovvrveirnnne. 29
LAMICTAL XR STARTER
(BLUE) it 29
LAMICTAL XR STARTER
(GREEN)....ccoiiiiiiiiiiieiieee 29
LAMICTAL XR STARTER
(ORANGE)....ccoceviiiiiiiiien 29
lamivudine.............ccccooeeevennce. 3
lamivudine-zidovudine................ 3
lamotrigine............cccoveeveveunnnn. 29
LAMPIT .o 8
LAMZEDE......cccoooviviiiens 81
LANOXIN ..coeiiieiirieieieeeee 69
LANREOTIDE........ccccocveeennen. 18
lansoprazole............................ 103
lanthanum ..............cccccoeeeeeene. 81
LANTUS SOLOSTAR U-100
INSULIN ..ottt 90
LANTUS U-100 INSULIN....... 90
lapatinib.............cccoveeeveeeeeennnnnn. 18
larin 1.5/30 (21) ....ccueeeeenannn. 126
larin 1720 (21) ....oceeeeeeannnnn. 126
larin 24 fe.......ccoeeveeeeeeeeennnnn. 127
larin fe 1.5/30 (28) ......ccceuu... 127
larin fe 1/20 (28) .......cccueue.. 127
LASIX oo 62
latanoprost...........c..cceeeeueenn. 131
LATUDA ..., 52
layolis fe........cccuvevvevvcncucnnne 127

LEDIPASVIR-SOFOSBUVIR...3

leena 28 ......ooeeeeeeeeeeecenaaannn, 127
leflunomide..................cccuu..... 120
LEMTRADA. .....cc...coevvveeen 37
lenalidomide.............c............ 18
LENVIMA .....ccovviieieeee 19
LEQEMBI........coovvieiieerirene. 37
LEQVIO....ccooiiiieiieceeeea, 67
LESCOL XL...ovveeieivieeeeennn. 67
[eSSTIA .o, 127
LETAIRIS ....ccvvviiiiiiieeee. 137
letrozole.............cccoueeeeevueeeeann... 19
leucovorin calcium.................... 13
LEUKERAN.........ooovvveeeen. 19
LEUKINE.........coovviiiiiiieens 105
leuprolide................coeeeeueeenn.... 19
LEUPROLIDE (3 MONTH).... 19
levalbuterol hel....................... 138
LEVALBUTEROL
TARTRATE......ccooovveee. 138
LEVAMLODIPINE.................. 62
LEVEMIR FLEXPEN.............. 90
LEVEMIR FLEXTOUCH

U100 INSULIN.........coeerreeenn, 90
LEVEMIR U-100 INSULIN..... 90
levetiracetam ................cccuuu...... 29
levobunolol.............ccuueeo..... 130
levocarnitine...................cceeuu... 81
levocarnitine (with sugar)......... 81
levocetirizine........ccccevuuenn..... 133
levofloxacin....................... 12,129
levofloxacin in d5w................... 12
levonest (28) ....ccveeecueeeeveennnnn. 127

levonorgest-eth.estradiol-iron 127
levonorgestrel-ethinyl estrad.. 127
levonorg-eth estrad triphasic.. 127

[evora-28........ccccevveevvcncannne. 127
levorphanol tartrate.................. 41
[@VO-TF .o, 97
LEVOTHYROXINE................ 97
levothyroxine...........c..cccceeeeuee. 97
[eVOXYL..oooaeiaaiiiaiiieiieeeen, 97
LEXAPRO.....ccoovieieieienee, 52
LEXETTE.....ccoooiiiiiiiiiienne, 79
LEXIVA ..o, 3
LIALDA ..o 100

LIBERVANT .....ccoveieieiene 29
LIBRAX (WITH
CLIDINIUM)....ccceevvierreenrennee. 98
LIBTAYO...ooiiiiiiiieieeee, 19
LICART ....oooiieieiieeeeieee 44
lidocaine..............ccoeeevuveeennnn. 72
lidocaine hcl...................ocu...... 72
lidocaine viscous ....................... 72
lidocaine-prilocaine.................. 72
lidocan iii.........cccccevveeueeennnnnn, 72
LILETTA oo 124
linezolid............ccccouveueecevennnnnn. 8
linezolid in dextrose 5%.............. 8
LINZESS ..o 100
LIORESAL.....cccovvveieeiie, 39
liothyronine..............ccoveeeueenn... 97
LIPITOR.....cccoveiieieeiie, 68
LIPOFEN.....cociiiiiieeeeee, 68
LIQREV ..o, 138
LIRAGLUTIDE...........ccccuv...... 90
lisdexamfetamine...................... 52
[ISTROPTIL ..o 62
lisinopril-hydrochlorothiazide .. 62
LITFULO.....oooieiiieieeeeee, 81
lithium carbonate...................... 52
lithium citrate..................ccu...... 52
LITHOBID.......cccceevveerrerrnee. 52
LITHOSTAT ...ccvveeeieieeeee 81
LIVALO ..o, 68
LIVMARLI......cccoevierrarennne. 100
LIVTENCITY .eoevieieieieeeee 3
LO LOESTRIN FE................. 127
LOCOID....ccoeiieieeieeeeeene 79
LOCOID LIPOCREAM........... 79
LODINE......cccooeviiiieireieeen 44
LODOCO......ccoimieieieeieiennns 69
LODOSYN....oooiiiiieeiieiieeieens 32
LOESTRIN 1.5/30 (21).......... 127
LOESTRIN 1/20 (21)............. 127
LOESTRIN FE 1.5/30 (28-

DAY) i, 127
LOESTRIN FE 1/20 (28-

DAY) oo 127
lofend.........ccceeveeeceeeniaanne, 44
[0JATMIESS ..o, 127
LOKELMA ..ot 81
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LOMOTIL....cccceoviiniiiiiienne 98 LUPRON DEPOT-PED (3 MAVENCLAD (8 TABLET

LONSURF .....cooiiiiiiiniiieee 19 MONTH)...oooiviiiirieieene, 19 PACK) .o, 37
loperamide................ccccccceu. 98  lurasidone.............cccceeueeeunnn. 52  MAVENCLAD (9 TABLET
LOPID...ccviviiiiiiiieciceee 68  Iutera (28) ....ccceveveeeeenecnnnnnn. 127 PACK) ..o 37
lopinavir-ritonavir ...................... 3 LUZU.ciiiiieeeeeeeeeeee 76 MAVYRET....ccoooviiiiieiins 3,4
LOPRESSOR.......cccovveierne 62 LYBALVI...cooooiiiiiieee, 52 MAXALT ..ccoooiiiieeeeeee 34
LOPROX ..ot 76 Dleq ..., 124 MAXALT-MLT.....ccccoevvvennenne. 34
LOQTORZI.....ccoevvieeeieene 19 Dllana.............oceeeeeeeenn. 124 MAXIDEX....ccceiiiieeeennen. 132
lorazepam..............ccccueveueeunn. 52 LYNPARZA. ..o, 20 MAXITROL.......cccveiennnee. 132
lorazepam intensol.................... 52 LYRICA....ccoooiiieeee, 29 MAYZENT...coooiiiiiiiieee, 37
LORBRENA........cccoveerne 19 LYRICACR.....ccooieieieeee 29 MAYZENT STARTER(FOR
LOREEV XR...cccoooiiiiiiiennne 52 LYSODREN.....cccootvvirieriannne 20 1IMG MAINT).cccoevieririeniiennens 37
Loryna (28) ..oeeeeeeeeeeieenne, 127  LYTGOBI.....cccveiiiiieeee. 20 MAYZENT STARTER(FOR
losartan..............ccccocueveeeennnne. 62 LYUMIJEV KWIKPEN U-100 2MG MAINT) oo 37
losartan-hydrochlorothiazide... 62  INSULIN........cccovvvviiiiiniinnnnen. 90  meclizine........cccoeeuveeecuveennnnnn. 100
LOTEMAX ..cccvieiiiiniieeneen. 132  LYUMIJEV KWIKPEN U-200 meclofenamate.......................... 44
LOTEMAX SM.....c.ccocevvennn 132 INSULIN...cooooiiiiiirierieeeee 90 MEDROL....cccoooiviiiiiiiienne 85
LOTENSIN....ocoiiieeeieeee 62 LYUMIJEV TEMPO PEN(U- MEDROL (PAK)....ccccovverenenne. 85
LOTENSIN HCT......cccvevenenee 62  100)INSULN....cccceviiirieenne. 90  medroxyprogesterone............. 124
loteprednol etabonate............. 132 LYUMIJEV U-100 INSULIN... 90  mefenamic acid......................... 44
LOTREL.....oooiiiiiiiiiiene 62 LYVISPAH.......cooiviiiin 39 mefloquine..............cccoeeueevuuanncnnn. 9
LOTRONEX......ccoovverierrnnn. 100 Dza.ccoeeeeeeieiieieeeee, 124 megestrol............ccecueecevennnennnnn. 20
Lovastatin............ccccceeeceeeeeeeennnn. 68 MACROBID........cceeverreenne 13 MEKINIST ...ooviiieieieeeee 20
LOVAZA ..o, 68 MACRODANTIN.......cceeueeee. 13 MEKTOVI....cocooviiiiiiiienne 20
LOVENOX.....cccocevvvveenennn 65,66 magnesium sulfate.......... 143, 144  meloxicam...............cccueveuuennn... 44
low-ogestrel (28) ......cccueuee... 127 MALARONE..........ccooiiiiienne 8  meloxicam submicronized......... 44
loxapine succinate.................... 52 MALARONE PEDIATRIC........ 8  memantine...........ccccueeeveeeennnnn. 37
lo-zumandimine (28)............... 127  malathion..............ccoceeuveennnn. 79 MEMANTINE........ccovvrenn 37
lubiprostone...............c.c.e...... 100 mMaraviroc.........ccceeeeeeeecveeeeneennn, 3  MENACTRA (PF)......c......... 108
LUCEMYRA......ccooiiiienee, 44 MARGENZA......ccoooviine 20 MENEST....cccooiiieiiieeee 124
LUCENTIS.....cocoieeeeeeee 130 MARINOL......cccoevvreiereee. 100  MENOSTAR......cccevvereeee. 124
LULICONAZOLE.................... 76 marlissa (28) .....cccccevveveennnnnn. 127 MENQUADFI (PF)................ 108
LUMAKRAS......cooiieieenee, 19 MARPLAN.....cooiieiieeee 52  MENVEO A-C-Y-W-135-DIP
LUMIGAN.....cooeiiiiiiicenee, 131 MATULANE......ccoociiiiiien. 20 (PF) i 108
LUMIZYME......ccoiiine 95  matzim la.........ccceeeeveeneann. 62 MEPRON......ccoviiieeee 9
LUMRYZ...oooiiiiiiiiieeeen, 52 MAVENCLAD (10 TABLET MEPSEVII......cooooviiieieee. 95
LUPKYNIS.....ooiiiieeee, 19 PACK) .o, 37  mercaptopurine......................... 20
LUPRON DEPOT.................... 19 MAVENCLAD (4 TABLET TNEFOPENEM .....eesaeaaaeeanens 9
LUPRON DEPOT (3 PACK) ..o, 37 MEIZeE....cueeeeeaeaiiaeeeeaaenn, 127
MONTH) ..o 19 MAVENCLAD (5 TABLET mesalamine..................c......... 100
LUPRON DEPOT (4 PACK) .ot 37  mesalamine with cleansing
MONTH) ..c.eoiiiiieiinieieee 19 MAVENCLAD (6 TABLET WD ettt 100
LUPRON DEPOT (6 PACK) .o 37 MESNEX....ccooiiiiiiieee, 13
MONTH)..coeiiiiiiiinieicieee 19 MAVENCLAD (7 TABLET MESTINON.....ccceeviiiiiniiiie 39
LUPRON DEPOT-PED............ 19 PACK) ..o, 37 MESTINON TIMESPAN......... 39
METADATE CD.......cccceeueeneee. 53
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MEfOrmin .........cccveeeveeenne... 90,91  miglitol............occevveeveaanennn. 91  mycophenolate sodium.............. 20

METFORMIN.........cocevniiiene 91 miglustat.........cccoeveeeeeveennnnnn. 95 MYDAYIS. ..o, 53
methadone................ccccceeenn... 41 MIGRANAL.....cccoovieireeeee 34 MYFEMBREE....................... 125
methamphetamine..................... 53 Miliccciiiiiiiiii 127  MYFORTIC.......ccovviiiiinene 20
methazolamide........................ 131 mMimvey....cceeeeeeeeeeeeeee. 124 MYHIBBIN........ccvveiiiieinns 20
methenamine hippurate............ 13 MINIPRESS.....cooeeeee 63 MYRBETRIQ........ccceuveeennee. 142
methimazole............................. 86 MINIVELLE........ccceovvenennn 124 MYSOLINE.......cccoeviiriiinn 30
METHITEST ..o 95  minocycline.............cccccueeueeueen... 13 MYTESI..coooiiiieieeee, 98
methotrexate sodium................. 20 minoxidil............cccceevveeniennnn. 63  nabumetone.............c.ccccueuennc. 44
methotrexate sodium (pf).......... 20  mirabegron.............ccoeeuuenn.. 142 nadolol...............ccccveeveeevannnn. 63
methoxsalen................cc.ouu..... 72 MIRENA. ..., 125 nafcillin...........ccoeeeeeeeeeeeeennan, 11
methscopolamine...................... 98  mirtazapine..............cccueeuenn... 53 naftifine......ccceeeeeveecieneaenen, 76
methsuximide................c..co..... 29  MIRVASO...cooiiiieieeeeee 74  NAFTIN. ..ot 76
METHYLIN......coooiiiiiieiens 53 misoprostol........................... 103 NAGLAZYME......ccccoovvinnens 95
methylphenidate........................ 53  MITIGARE......ccocveiien. 114 NALFON.....coooiiiiieeiieeieeae 44
methylphenidate hci.................. 53 mitoxantrone...............cc.cuuu..... 20 NALOCET....ccccooiveieeieeeeen. 41
METHYLPHENIDATE HCL..53 M-M-RII (PF)...cccccccuvvirennnnn 108  naloxone..........ccccueceeveeneennnnne. 44
methylprednisolone................... 85  modafinil...............cccoeeeuveennnnn. 53 naltrexone............ceeeuveeeunnnnn.. 44
methyltestosterone.................... 95 moexipril..........cccoueeeeeueeneanen. 63 NAMENDA TITRATION
metoclopramide hcl................ 100  molindone.............ccveveuevennnnnn. 53 PAK..c, 37
metolazone..............cccceeeeuuenn.... 62 mometasone...................... 79,138 NAMENDA XR................ 37, 38
metoprolol succinate................. 62 MONJUVI.....cooviiiiiiieeen, 20 NAMZARIC......coovvvviierennne 38
metoprolol ta- MONO-IINYaAN ..........ooeeeeeeaannann. 127  NAPRELAN CR.......cccvveeneee 44
hydrochlorothiaz....................... 62  montelukast.................coc........ 138 NAPROSYN...cooooiiiieiieiene 44
metoprolol tartrate.................... 62  MOrPhine.........cceceveeeeeeaeeaannnn. 41 NAPTOXEN ....ueeeeeeeeeaieaeeeeeaenn, 44
METROCREAM...........cccceue 74  morphine concentrate............... 41  naproxen sodium................. 44, 45
METROGEL.........cccvvverrnnen. 74  MOTEGRITY ..ccoovviiiiiee. 100  naproxen-esomeprazole............ 45
METROLOTION..................... 74 MOTOFEN......ccooiiiiieene. 98  naratriptan................cceeenne.... 34
metronidazole............... 9,74,125 MOTPOLY XR..cooovvvvveeiiiiinns 30 NARDIL...coovvvieeiiiiiiiieeee, 53
metronidazole in nacl (iso-0s)....9 MOUNJARO..........cceeeuvrenneen. 91 NATACYN..oooiiieieeeieee. 129
TNELYFOSINE.......uvveeeeeeiieeneenae 62 MOVANTIK......ccevviriins 100 NATAZIA. ..o 127
Mexiletine...........ccceevveevceeeennn.. 59 MOVIPREP.......cccovvvvrennnn. 100  nateglinide.................cccuu........ 91
mibelas 24 fe...........ccoeeuuenn... 127  moxifloxacin...................... 12,129  NATESTO...ccovvieiiieieeeieens 95
MICAUNGIN ... 1 moxifloxacin-sod.chloride(iso). 12 NATROBA........ccccceevieviennn. 79
MICARDIS......coooiiiiie 63 MS CONTIN.....cooteiiieeee 41 NAYZILAM....coooovviiieenne. 30
MICARDIS HCT .......cceeuvnnee. 63 MULPLETA.....ccoovvereee 66  nebivolol..............ccoveeevveeannn. 63
miconazole-3............cccuuenn.... 125 MULTAQ ..., 59 NEBUPENT......cccoooiiiie. 9
microgestin 1.5/30 (21)........... 127 MUPIFOCIN .. 75  necon 0.5/35 (28) ..ccuueeeunenn... 127
microgestin 1/20 (21).............. 127  mupirocin calcium.................... 75 nefazodone...................cccuuenn... 53
microgestin 24 fe..................... 127 MVASI...ccoiiieeeeeieeeeee, 20 NEOMYCIN ..ueeeeeeeeerieeeeeeeieeannen 9
microgestin fe 1.5/30 (28)....... 127 MYALEPT ..o 95 meomycin-bacitracin-poly-hc..132
microgestin fe 1/20 (28) .......... 127 MYAMBUTOL........ccccovvenrennee. 9  neomycin-bacitracin-
midodrine............cccccoueeecveeenne... 81 MYCAMINE........ccoeveiree 1 polymyxin.........ccceeeveeecuenannnen. 129
MIEBO (PF)....coooviiviiiiine 130 MYCAPSSA....ccoooieieie, 20 neomycin-polymyxin b-
MIfEPTISIONE .......veeeeeveeeareeannen 95 MYCOBUTIN.....ccceevveeerrenee 9 dexameth.............ccueeeeuueennnn. 132
TNIETGOL ... 34 mycophenolate mofetil.............. 20
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neomycin-polymyxin-

GramicCidin............ccccveevennenn. 129
neomycin-polymyxin-hc.... 85, 132
Ne0-POlYCIN.........cccvvvevaeannnnne. 129
neo-polycin hc......................... 132
NEORAL.....cccovieieieieeee 20
NEO-SYNALAR......cccceeieee 75
NERLYNX .oioiiiiieieeene 20
NESINA ....cootiiiiieeieneeeee 91
NESTABS ONE......ccccoecveneee 145
FLCUAC «.vvveeeeeeeeeieeeeeeaeaaeneeeens 74
NEULASTA. ..o, 105
NEULASTA ONPRO.............. 105
NEUPOGEN........ccccoieiinne. 105
NEUPRO.....ccoiiiieeee 32
NEURONTIN......ceeiieiinne 30
NEVANAC. ...t 131
NEVIFAPINE .....veeeeeeeeeeeeiieaaanns 4
NEXAVAR....ccooviiiiiiee, 20
NEXICLON XR....ccoeevverirennne 63
NEXIUM...ooooiiiieiiiieieee 103
NEXIUM PACKET................ 103
NEXLETOL....ccceoieieiieinne 68
NEXLIZET ...cccoooiiiiiiinieennn. 68
NEXPLANON......cceoirienee. 125
NEXTSTELLIS........cccvennee 127
NEXVIAZYME.......cccoevvennn. 95
NGENLA ..o 106
FUACTI .o 68
NIACOR. ..o, 68
nicardipine.............cocceeeeveeenne. 63
NICOTROL......ccevveiirieiinee 83
NICOTROL NS.....ccoeieieeee. 83
nifedipine............ccceevevveenenne. 63
RIKKT (28) e, 127
NILANDRON......cccoeeiieiene 20
nilutamide..............ccocevvennn. 20
NIMOAIPINE .......c.evveeeveeaereaannen. 63
NINLARO.....cocoiiiiiiiiee 21
nisoldipine..............ccoeeeeveeenne.. 63
nitazoxanide..................cccoeeueen... 9
RILISTHONE ..., 81
RItrO-bid..........cooovivieiiiann 69
NITRO-DUR......cccccovvrieinne 69
RIrOfUrantoin ..............ccveeeueen. 13
NITROFURANTOIN................ 13

nitrofurantoin macrocrystal......13
nitrofurantoin monohyd/m-

CTYST eeveaaiiieeeeieee et eeeieee e 13
nitroglycerin..................... 69, 100
NITROLINGUAL.................... 69
NITROSTAT ...cceveieeieeee 69
NITYR oo 81
niva thyroid..............ccceueene... 97
NIVESTYM...coooviiiiiiniiiee 106
RIZALIAINE ..., 103
NOCDURNA (MEN)............... 95
NOCDURNA (WOMEN)........ 95
ROFA-DE......eoieieii 124

NORDITROPIN FLEXPRO.. 106
norelgestromin-ethin.estradiol 125
noreth-ethinyl estradiol-iron.. 127

norethindrone (contraceptive) 124
norethindrone acetate............. 124
norethindrone ac-eth estradiol
......................................... 124, 127
norethindrone-e.estradiol-iron
......................................... 127, 128
norgestimate-ethinyl estradiol 128
NORITATE......ccooiiieiieiens 74
NORLIQVA......covieieieene, 63
NORPACE......ccooiieeieieee. 59
NORPACE CR.......cccevverennns 59
NORPRAMIN........ccoevvernee. 53
NORTHERA........ccooeeieiee 81
nortrel 0.5/35 (28) c..ccceuveenne... 128
nortrel 1/35 (21) .....ocueennen.. 128
nortrel 1/35 (28) ..ccovveeveenennne. 128
nortrel 7/7/7 (28) cccuveeeueeenne... 128
ROFriptyline...............cccoeeeeennee. 53
NORVASC ..ot 63
NORVIR.....ccoeiiieieieieeee, 4
NOURIANZ.....ccovvveieirerenne, 33
NOVO PEN NEEDLE............ 111
NOVOLIN 70/30 U-100
INSULIN ....oooviiiieieereeeeee, 91
NOVOLIN 70-30 FLEXPEN
U-100. i 91
NOVOLIN N FLEXPEN........... 91
NOVOLIN N NPH U-100
INSULIN ....oooviiiieieieeeeee, 91
NOVOLIN R FLEXPEN.......... 91

NOVOLIN R REGULAR

UI00 INSULIN......cceeviirrrnnn. 91
NOVOLOG FLEXPEN U-100
INSULIN ...oooiiiiiniicienieeee, 91
NOVOLOG MIX 70-30 U-100
INSULN ..ot 91
NOVOLOG MIX 70-
30FLEXPEN U-100.................. 91
NOVOLOG PENFILL U-100
INSULIN ...oooiiiiiiiieeeeeeee, 91
NOVOLOG U-100 INSULIN
ASPART ..o 91
NOXAFIL....oooiiiiiiiiieiiee 1
np thyroid...........ccoceeeeeeeeneanen. 97
NPLATE ..o 66
NUBEQA ..o 21
NUCALA ..., 138
NUCYNTA ..o, 45
NUCYNTA ER....ccovviiinn 45
NUEDEXTA ....ccoiiiiiiiiieees 38
NULIBRY oo 38
NULOJX ..oiiiiiiiiiieniececee, 21
NUPLAZID....ccoeeiieiiiiees 53
NURTEC ODT.....ccocvveiinen 34
NUTRILIPID......covviiiiiannne. 145
NUTROPIN AQ NUSPIN....... 106
NUVARING......ccocerireiennn. 125
NUVIGIL......ooiiiiiiiiie 53
NUZYRA ... 13
FLYAMLYC cvveavaeaeeenreeenveeenveeenns 76
nylia 1/35 (28) ceeeeeeeiaene 128
mylia 7/7/7 (28) c.ceeeeeveveannnn. 128
NYMALIZE.....ccoeiiiiienne 63
FLYIIYO cveeeeaieeeeesiee e 128
HYSTALIN ., 1,76
nystatin-triamcinolone.............. 76
TYSTOP v 76
NYVEPRIA.......cccoiiiie 106
OCALIVA ... 100
0Cella........cccoveveiiiiiinian, 128
OCREVUS.....ccooiieeee, 38
OCTAGAM......cceeviiiienne 108
octreotide acetate...................... 21
OCUFLOX ....oooviiniieienienne 129
ODACTRA ... 108
ODEFSEY ..ooiiiiiiiiiiiiiiecnes 4
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ODOMZO......cooiiiiieiinieeneene 21  OMNIPOD GO PODS 30 ORSERDU......cocoviiiiiiiiiieee. 21

OFEV .t 138 UNITS/DAY .cooviiiiiirieieeene 112 oseltamivir............cccceveveuennnnnee. 4
ofloxacin..................... 12, 85,129 OMNIPOD GO PODS 40 OSENI...ciiiiiiieeeeeeee 92
OGIVRI...cooiiiiiiiiiiiiicee 21 UNITS/DAY oo 112 OSMOLEX ER......cccocvevvernnen. 33
OGSIVEO.....ccovieiieieeeen 21 OMNITROPE.........cccocvenenne. 106 OSPHENA.......coeiiiiiiee 125
OHTUVAYRE.......ccoevvenn. 138 OMVOH.......ccoieiiieieeee 100 OTEZLA.....ccooiieieeeeeee 121
OJEMDA ..ot 21 OMVOHPEN.......ccevirienne 100  OTEZLA STARTER.............. 121
OJJAARA ... 21  ondansetron.......................... 100 OTREXUP (PF)..cccccvevieienne 121
olanzapine............cccccvevuennn.. 53  ondansetron hcl...................... 100 OVIDE.....cccooiiiiieiieieeeee, 79
olanzapine-fluoxetine................ 54  ONEXTON....ccooovieiiieriieeiene T4 0xaCIliN ..o 11
olmesartan..............ccoeeuveenne... 63  ONFIL..ooooiiiiiiieeeeeeeee, 30  oxacillin in dextrose(iso-osm)...11
olmesartan-amlodipin- ONGENTYS..cooiiiiiiiee 33 oxandrolonme...................ccuuc..... 95
hethiazid..........eeeeeeeeecieeennnn, 63 ONGLYZA.....oooieeeeeeen. Ol  0XaProzin........ccceveeeveeeeneeanen.. 45
olmesartan- ONPATTRO......covviiiiiieeienn, 38 OXBRYTA....cooiiiiiiiieee, 81
hydrochlorothiazide.................. 63 ONTRUZANT.....c.eevveeerenn 21 oxcarbazepine........................... 30
olopatadine...................c.......... 84 ONUREG.......ccoevvieiieeieeeee, 21  OXERVATE.....cccccovivereenne. 130
OLPRUVA ...t 81 ONZETRA XSAIL.......ccoc...... 34  oxiconazole................cccueu...... 76
OLUMIANT ....coevieieieeee. 120 OPDIVO...ccoctiiiieieieeeeee 21 OXISTAT ..o 76
OMECLAMOX-PAK............. 103 OPDUALAG......ccoctvcierieieenens 21  OXLUMO....ccccvoiirviiiirennne 143
omega-3 acid ethyl esters......... 68 OPFOLDA.......cooieeeeeeee 95 OXTELLAR XR....cccvveuveneen. 30
omeprazole.................c..c....... 103 OPSUMIT .....cccoviiiiiiiene 138  oxybutynin chloride................ 142
omeprazole-sodium OPSYNVI....cooiiie, 138  OXYBUTYNIN CHLORIDE 142
bicarbonate.................c........... 104 OPVEE.....iiiieiieeeen, 45  oxycodone............cccueeuunn... 41,42
OMNARIS.....ccoeiiiiiiene 138 OPZELURA......ccceviiiiicee. 72 OXYCODONE........cccvvvennnne. 42
OMNIPOD 5 G6 INTRO KIT ORACEA.....ccoooieeeeeeee 13 oxycodone-acetaminophen........ 42
(GEN 5) oo 112 ORALAIR.....ccocoveieeeeee. 108 OXYCONTIN...ccoeovveieieieeee 42
OMNIPOD 5 G6 PODS (GEN ORAPRED ODT......cccveveuuennne 85  oxymorphone...............ccuueeun.... 42
) TSP 112 ORENCIA......ccoooieiee 121 OXYTROL.....ccoveieiernee. 142
OMNIPOD 5 G6-G7 INTRO ORENCIA (WITH OZEMPIC......ccvviiiiiinieenne, 92
KT(GENS) .ot 112 MALTOSE)...ccooiiieivieieene 120 OZOBAXDS...cooiiiieieieee 39
OMNIPOD 5 G6-G7 PODS ORENCIA CLICKIJECT........ 120 pacerone.............cccocuveeueenncnnne. 59
(GEN 5) oo 112 ORENITRAM.....cccceeiirieiene 63 PADCEV....ooiiiiiiiieene, 21
OMNIPOD DASH INTRO ORENITRAM MONTH 1 PALFORZIA (LEVEL 1)...... 108
KIT (GEN 4)..ccoeviiiiiiinieee 112 TITRATION KT....cooevviriens 63 PALFORZIA (LEVEL 2)...... 108
OMNIPOD DASH PODS ORENITRAM MONTH 2 PALFORZIA (LEVEL 3)...... 108
(GEN 4o 112 TITRATION KT.....ccccvveuenee. 63 PALFORZIA (LEVEL 4)...... 109
OMNIPOD GO PODS............ 112 ORENITRAM MONTH 3 PALFORZIA (LEVEL 5)...... 109
OMNIPOD GO PODS 10 TITRATION KT....oooieiene 63 PALFORZIA (LEVEL 6)...... 109
UNITS/DAY ...ooviviiiieienene 112 ORFADIN....ccccevieiiiiinieienene 81 PALFORZIA (LEVEL 7)...... 109
OMNIPOD GO PODS 15 ORGOVYX oot 21 PALFORZIA (LEVEL 8)...... 109
UNITS/DAY ..oovveieieeeeeen 112 ORIAHNN.....ccooiiiiiiieeeee 125 PALFORZIA (LEVEL 9)...... 109
OMNIPOD GO PODS 20 ORILISSA ...ccoiieieerieeee 95 PALFORZIA (LEVEL 10).....109
UNITS/DAY oo 112 ORKAMBI......cceeveirreeee. 138 PALFORZIA (LEVEL 11 UP-
OMNIPOD GO PODS 25 ORLADEYO...ccccocvvviiiernne. 138 DOSE)..coooiiiiiiiniiiieieene 109
UNITS/DAY ..o 112 ORLISTAT ..cciiieieeeeeee 83 PALFORZIA LEVEL 11

OFMAIVI ..., 38 MAINTENANCE................... 109
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paliperidone.............................. 54 PENTASA ..., 101 PLIAGLIS.......coooiiieeee 72

PALYNZIQ...ccooiiiiiieieaienne 95  pentoxifylline.................c.c........ 66  podofilox..........cccccvvveinieniennnnn. 72
PAMELOR.......ccceviiiirienee. 54 PEPCID....cccoovviieiieiieeee 104 polyCin.......coeeeeeeeeieien, 129
PANCREAZE.......ccoovvvennnne. 101  PERCOCET......cceevvveieenen. 42 polymyxin b sulfate..................... 9
PANDEL.....ccovviiiiiiieieeen, 79 PERFOROMIST..................... 138  polymyxin b sulf-trimethoprim 129
PANRETIN.......cceeeiieeieeeen. 72 perindopril erbumine................ 63 POMALYST...coooeeiieeieeeieens 22
pantoprazole......................... 104 periogard.............cccveeueeeneannnnn. 84 POMBILITI........ccoevvverrnnne 95
PANZYGA.....cooveeeeeeeene 109 permethrin...........cceeeeeeeuene. 79  PONVORY ....cccooviiiiiienee, 38
paricalcitol..................cccuenuee... 95  perphenazine................ccueun... 54 PONVORY 14-DAY
PARLODEL........cceevviinns 33 perphenazine-amitriptyline....... 54 STARTER PACK..................... 38
PARNATE.....ccooieieeeenee 54 PERSERIS......cccooiiiiie 54 portia 28.....eeeceeeieeieenn, 128
paroxetine hcl...................c....... 54 PERTZYE......iiiiienne 101  posaconazole........................... 1,2
paroxetine PHEBURANE...........ocvvene. 81  potassium chlorid-d5-
mesylate(menap.symy................. 54  phenelzine.................cccueuue.... 54 0.45%nacl............ceoeueennnnn... 144
PAXIL oo, 54 phenobarbital............................ 30 potassium chloride.................. 144
PAXIL CR...ccvvveieeeeeeeeee 54 phenoxybenzamine.................... 63  potassium chloride in
PAXLOVID.....oooviiiiieiieieene. 4 PHENYTEK.....cccoooviiniannn 30 0.9%nacl.............cccueeeeanennn. 144
pPazopanib.............cccceueeeveeannn.. 21 phenytoin............cccovceevceencnne. 30 potassium chloride in 5 % dex 144
PEDIARIX (PF)...ccooveienee. 109  phenytoin sodium extended....... 30 potassium chloride in Ir-d5 ..... 144
PEDVAX HIB (PF)................ 109  PHESGO......ccoovvevieeiieee, 22 potassium chloride in water ....144
peg 3350-electrolytes.............. 101 PHEXXI...coooooiiiiiiiiiiieeeee 125  potassium chloride-0.45 %
peg3350-sod sul-nacl-kcl-asb- PRILIEH oo, 128 RACL..ceeeeeieieeeeee 144
C oottt e 101  PHOSPHOLINE IODIDE...... 130 potassium chloride-d5-
PEGASYS ... 106 PIFELTRO....cccoceviviiniiieiene. 4 0.2%nacl............ccceeeeveenncnen. 144
peg-electrolyte....................... 101  pilocarpine hcl.................. 81,130  potassium chloride-d5-
PEMAZYRE......ccoooiiiiee. 21 pimecrolimus..............ccccucuu... 72 0.9%nacl..............ccccoueeuuennn.. 144
PEMETREXED.........ccccueenneen. 22 pimozide...........cceeceeeeeueeeieannnnn, 54 potassium citrate..................... 143
pemetrexed disodium................ 21 pimtrea (28) ....ccueeeveeereaannnnnn. 128 POTELIGEO........cccveeervene. 22
PEMETREXED DISODIUM pindolol..............ccoceveeeennnne. 63 PRADAXA. ..., 66
............................................. 21,22 pioglitazone.............................92 PRALUENT PEN..................... 68
PEMRYDIRTU........ccveeunnnen 22 pioglitazone-glimepiride........... 92 pramipexole.................cccec...... 33
PEN NEEDLE, DIABETIC....112  pioglitazone-metformin............. 92  prasugrel............ccoueveueenennnn. 66
PEN NEEDLES (NON- piperacillin-tazobactam...... 11,12 pravastatin..............cccceeueeennen.. 68
PREFERRED BRANDS)....... 112 PIQRAY oo, 22 praziquantel................c.ccoeunen... 9
PENBRAYA (PF)...ccoeuveenneen. 109  pirfenidone...............c.cceuuu...... 138  prazosin...........cceeeeeeeeveennnnnn. 63
PENCICLOVIT ... 76  PIRFENIDONE..................... 138 PRED FORTE..........ccccueene. 132
penicillamine........................... 121 pirmella..............cccouveeeveennnn. 128 PRED MILD......ccceevvreenrenns 132
PENICILLIN G POT IN PIFOXICAM .., 45  prednisolone............................. 85
DEXTROSE......cccoeiiiiienen. 11 pitavastatin calcium.................. 68  prednisolone acetate............... 132
penicillin g potassium............... 11 PLAQUENIL.......coevvieerienee 9  prednisolone sodium

penicillin g sodium.................... 11 PLASMA-LYTE 148.............. 145  phosphate.......................... 86, 132
penicillin v potassium............... 11 PLASMA-LYTEA............... 145  prednisone.............cceeeeueeene... 86
PENNSAID......cocveeveeeieeee. 45 PLAVIX..oiiiieieeeeee, 66 prednisone intensol................... 86
PENTACEL (PF).....cccoeue.e. 109 PLEGRIDY ....ccoovveviiiiiennne 106  pregabalin........................... 30, 31
PENTAM....cooooiiieieeieee 9 PLENAMINE.......ccovirn. 145 PREHEVBRIO (PF)............... 109
pentamidine.................ccccoueeuen... 9 PLENVU.....ccooiiiiiiiiiiiee, 101  PREMARIN.......cooiiiiiieen. 124
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premasol 10 %.............c....... 145  proctozone-hc......................... 101  QUESTRAN......ccceveeeieeeiiene 68

PREMPHASE.......coovviiennn. 124 PROCYSBI....cccceoiiirieiennne 143  QUESTRAN LIGHT................ 68
PREMPRO.......cccoviiiiiiiirens 124 progesterone micronized........ 124 quetiapine..................cc....... 54,55
prenatal vitamin oral tablet.... 145 PROGLYCEM.........ccccocvvuunee. 92  QUETIAPINE........ccoeeiinnn 54
PRETOMANID......ccccocvrreirnens 9 PROGRAF....ccccooiiiiiiee, 22 QUILLICHEW ER................... 55
PREVACID......cceeovererenne. 104 PROLASTIN-C.....cccvvvveirnnne 81 QUILLIVANT XR....cccvevuenneee 55
PREVACID SOLUTAB.......... 104 PROLATE.....ccooviiiiiiieeen. 42 quinapril...........ccoeeeeecevennenn. 63
prevalite...........eeeeeeeeceeennnnn. 68  prolate..........cccoueeeeieiiciaannn 42 quinapril-hydrochlorothiazide..63
PREVIDENT ......cociiiiiiees 84 PROLENSA.......ccooiiiiien 131  quinidine gluconate.................. 59
PREVIDENT 5000 PROLIA ... 115  gquinidine sulfate........................ 59
BOOSTER PLUS..........ccoe... 84 PROMACTA....ccooveeeeee 66  quinine sulfate.................c.o....... 9
PREVIDENT 5000 DRY promethazine........................... 133 QULIPTA....ccoeeeeeeeeee e, 34
MOUTH.....cooiiiieiieeeeee 84 PROMETRIUM...................... 124 QUVIVIQ..ccoiiiiieieeeeee 55
PREVIDENT 5000 ENAMEL propafenone.................cceeeeueen. 59 QVARREDIHALER............. 139
PROTECT .....ccooovieeieeeeee, 84  propranolol............................... 63 RABAVERT (PF)................... 109
PREVIDENT 5000 ORTHO propylthiouracil........................ 86 rabeprazole............................. 104
DEFENSE.....cooiiiiiieieee 84 PROQUAD (PF)...cccccovvuennne 109 RADICAVA. ..o, 38
PREVIDENT 5000 PLUS........ 84 PROSCAR......cccovvieiene. 142 RADICAVA ORS........ccen.. 38
PREVIDENT 5000 PROSOL 20 %...ccoevverveannnn. 145 RADICAVA ORS STARTER

SENSITIVE ..o 84 PROTONIX......ccoocvririennne. 104 KIT SUSP...cooiiiiiieieee 38
PREVIDENT KIDS.................. 84  protriptyline............ccoccueeuenn... 54 RAGWITEK.....ccocvrieirnnne. 109
DPFeVIfem ........cccueecueecerenreannnnn 128 PROVERA.......ccoovieveree. 124 raloxifene............cccoeceveeuvennnnn. 115
PREVYMIS. ..o, 4  PROVIGIL.....ccoovviiiiieene 54 ramelteon...........ueeeeeennnn. 55
PREZCOBIX.....cccocveviieiiennne. 4 PROZAC.....cooiiiieieeeee, 54 ramipril.......occeevoiiiiiieein, 63
PREZISTA ..o 4 prudoxin..........ccceeeeeeeeeeneennnnn. 72 ranolazine...............cccueeeueennn. 69
PRIFTIN....oooieiiieeeeeee e, 9 PULMICORT.....ccocveirerrenne 139  RAPAFLO...ccccveieieieeee 143
PRILOSEC.......ccoiiiiiienne. 104 PULMICORT FLEXHALER.139 RAPAMUNE........cccceoivrinnne. 22
PRIMAQUINE........ccevierne. 9 PULMOZYME..........cccene.e. 139 rasagiline.............ccccueeeveeennene. 33
PRIMAXIN IV . .cooiiiiiiiiiie 9 PURIXAN ..ot 22 RASUVO (PF).cccceviiiiiiinne 121
PRIMIDONE.........ccceviiinne 31 PYLERA....cocoiiiiiie, 104 RAVICTL...oooiiiiieieeeee 82
Primidone............cccceeeceeveeannn. 31  pyrazinamide............................... 9 RAYALDEE......ccooviin. 95
PRIORIX (PF)..cccvvveviiieinnne 109  pyridostigmine bromide............ 39 RAYOS. ..., 86
PRISTIQ...coiieieieeeeeenee, 54 PYRIDOSTIGMINE REBIF (WITH ALBUMIN)... 106
PRIVIGEN......cccooiiiiiinnn. 109 BROMIDE........ccceoiriiiinn. 39 REBIF REBIDOSE................ 106
PROAIR DIGIHALER........... 138  pyrimethamine............................ 9 REBIF TITRATION PACK... 107
PROAIR RESPICLICK........... 138 PYRUKYND......c.eecverenee 81,82 REBLOZYL....cooooveirernnne. 107
probenecid.................cceuueen. 114 QBRELIS.......ocoiiiee 63 reclipsen (28) .....ccceeeveeeeeunnnnnne. 128
probenecid-colchicine............. 114 QDOLO....cooiieeiieeieeeieeeee, 45 RECOMBIVAX HB (PF)....... 109
PROCARDIA XL....cccoeeveneenee. 63 QELBREE.....ccccccceviiiiiiinne. 54 RECORLEV.....ccccoiniininnnn. 95
PFOCENIT A ., 54 QINLOCK.....cccoovierieeieeenen. 22 RECTIV...iiieeieee 101
prochlorperazine..................... 101 QNASL ..o, 139 REGLAN.....cociiiiiiiiices 101
prochlorperazine maleate....... 101 QTERN...ccooiiieieeeieeeeeee 92 REGRANEX......ccooviiiiiienen. 72
PROCRIT.....cccoviieieenee. 106 QUADRACEL (PF)................ 109 RELAFEN.....ccccooiiiiieeee 45
PROCTOFOAM HC.............. 101  QUALAQUIN....ccccevieiiriiinne. 9 RELAFENDS......cccooiiinie 45
procto-med hc......................... 101  QUARTETTE....cccccvriernne 128 RELENZA DISKHALER.......... 4
proctosol hc.............cccueee.. 101 QUDEXY XR..cocoviriieiiiienen. 31 RELEUKO......cccccvvviiriienne 107
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RELEXXII......ccoovvieeieeecieeenne. 55
RELISTOR.......cccvvviviees 101
RELPAX ....oooiiiiiieeeeeeee, 34
RELTONE.....cc.cooviieiiieee 101
REMERON........coovieiiiieie, 55
REMERON SOLTAB.............. 55
REMICADE.........cccccevveenn. 101
REMODULIN........c..coovvveenee. 64
RENFLEXIS.......coovvieiieeen. 101
RENVELA......cooieiieeee, 82
repaglinide.............c.cccoeueuee... 92
REPATHA ... 68
REPATHA PUSHTRONEX.... 68
REPATHA SURECLICK.......... 68
RESTASIS ..o 130
RESTASIS MULTIDOSE...... 130
RETACRIT .....c.cooveeereee 107
RETEVMO......cccccovvveeeeennn. 22
RETIN-A...ccooiiiieieeeeee, 74
RETIN-A MICRO............... 74,75
RETISERT .....ccovvvivviieieeenne. 132
RETROVIR......coooeviiiiiieien, 4
REVATIO.....ccooeevveeereeen. 139
REVCOVI.....ccoovviiiieeeeeee. 82
REVLIMID........coovvieiiieeiens 22
REXULTI....ccviieieicieeeeeee 55
REYATAZ ... 4
REYVOW ..o 34
REZDIFFRA......ccooovvieereeenn. 82
REZLIDHIA .........ccovveeeee. 22
REZUROCK ......ccceeeeevieeennn. 22
REZVOGLAR KWIKPEN........ 92
RHOPRESSA......c.oovvee. 131
RIABNI......ccovviiieeeeeeeee, 22
FIDAVIFIN ... 4
RIDAURA ... 121
FIfADULIN ..o 9
FIfAMPIN ..o 9
RILUTEK........coovveeviierne 82
riluzole..........ccoeeevveeecninaannn. 82
rimantadine..............ccc..ceeeuu..... 4
RINVOQ......cooiieieeeiieee, 121
RINVOQLQ..cccoooeveeereene. 121
RIOMET .....coooviiiieeeeee 92
risedronate...........uu..... 82,115
RISPERDAL......cc.coevveereenee. 55

RISPERDAL CONSTA............. 55
FISPEridone..............cceeeuvenenne. 55
risperidone microspheres......... 55
RITALIN ....oooiiiiiiieieeeee, 55
RITALIN LA ... 55
FIEONAVIF ..o 4
RITUXAN ...t 22
RITUXAN HYCELA................ 22
FIVASEIGMINE ......veeeeaieaaneenn. 38
rivastigmine tartrate................. 38
FIVEISA v, 128
RIVFLOZA ....c.cooiiiiiiiinn. 143
FIZAWIPEAN oo 34
ROBINUL.....cccooviiiiiiiniiienne 98
ROBINUL FORTE................... 98
ROCALTROL.......cocevvrvennne 95
ROCKLATAN.....cceevevieeeen 132
roflumilast ............cooeeevveeennnnn. 139
FOPINITOLE ..o 33
FOSUVASTALIN ..., 68
ROSZET ..o 68
ROTARIX....cooirieieiieiene 109
ROTATEQ VACCINE........... 109
ROWASA ..., 101
FOWEEPI U c...eeeaeeaaeeaaenen, 31
ROXICODONE.........ccocuvenne 42
ROXYBOND.......cccevieierieene 42
ROZEREM.......coevieiieee. 55
ROZLYTREK......ccoceviiiinne. 22
RUBRACA. ...t 23
RUCONEST ..o 139
FUfINAMIE ........coveeeeeareaaaanne 31
RUKOBIA......ccoiieieeiee, 4
RUXIENCE....cccccooiiiiiiiiinne 23
RYALTRIS.....cooiiiieeee 139
RYBELSUS ..o 92
RYBREVANT .....cocvviivienen. 23
RYDAPT ..o 23
RYPLAZIM.....ccoceviiieinne. 143
RYSTIGGO....cccooiieieeee 40
RYTARY oo 33
RYTELO...cociiiiiiiiiieiieee 23
RYTHMOL SR.....ccoveieee 59
SABRIL ....cccoooviiiiiiiiiiiece 31
SAFYRAL....ccoooiiiieene 128
SAJAZIF . 139

SALAGEN (PILOCARPINE).. 82

salsalate...........ccccoeeeveveevanenne. 45
SAMSCA ..o, 95
SANCUSO......ccovviriiniineenene 101
SANDIMMUNE...........cccu...... 23
SANDOSTATIN......ccvereneee. 23
SANDOSTATIN LAR

DEPOT ..o 23
SANTYL ..o 73
SAPHNELO.......ccceevieerieinns 23
SAPHRIS.......coooieieeeee 56
SAPTOPLETIN ... 95
SARCLISA .....cccoeiieeeee 23
SAVAYSA ..o 66
SAVELLA ......ccoveeiiieiene. 121
SAXAGIPLN ..o, 92
saxagliptin-metformin............... 92
SCEMBLIX.....cccevirieiieennee. 23
scopolamine base.................... 101
SECUADO........coceviriieeee. 56
SEGLENTIS......ccoiiiieeee 42
SEGLUROMET..........cccueeunene 92
selegiline hcl..............cccuueen..... 33
selenium sulfide........................ 70
SELZENTRY ....ccoovviviieiierenne 4
SEMGLEE(INSULIN
GLARGINE-YFGN)................ 92
SEMGLEE(INSULIN
GLARG-YFGN)PEN............... 92
SENSIPAR......cooeviiiieiiieiens 95
SEREVENT DISKUS............ 139
SEROQUEL.......ccccevvierrianns 56
SEROQUEL XR.....cccevuverennne 56
SEROSTIM......coeovieieeiiennnns 107
SERTRALINE........cocovvennnne. 56
sertraline.............ccoeeevveeennnnn. 56
SEHAKIN ..o 128
sevelamer carbonate................. 82
sevelamer hcl.................uou.... 82
SEYSARA ......coveeeeieeiees 13
S e 84
SF5000 plus ........cceeeeeeenenannn. 84
SFROWASA......cooeeeeeeenee. 101
sharobel................cccccueeuen... 124
SHINGRIX (PF)....cccveeuvneen. 109
SIGNIFOR.......cccoeieieiieieee 23
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SIGNIFOR LAR.........cccvveennen. 23 sodium,potassium,mag sulfates STEGLATRO......c.cccveeereenee. 93

SIKLOS ..o 23 e 102 STEGLUJAN.....ccoovviiieieene 93
sildenafil (pulmonary arterial SOFOSBUVIR- STELARA .....ccviiieeee, 71
hypertension).................. 139,140 VELPATASVIR.......cccevvirneee 4  STIMUFEND.......ccccccvvvrurnnnn. 107
SILENOR......ccceviiiiiiieienee, 56 SOGROYA....cooooiiirieiene. 107 STIOLTO RESPIMAT........... 140
N1 5] (O SRR 70  SOHONOS.......ccoeteeieieenne 82 STIVARGA.....ccooveieeee 23
SIlOdOSIN ... 143 solifenacin................ccceuen... 142  STRATTERA........ccoeeirne. 56
SILVADENE........coovviirnne. 73 SOLIQUA 100/33.....ccevuvenenee. 93  STRENSIQ...cooieiieieieienee 95
silver sulfadiazine..................... 73  SOLIRIS.....ccoiiiriiiiiieee 82 STREPTOMYCIN.......ceouenueeee. 9
SIMBRINZA......ccceoieiene. 132 SOLOSEC.....cociiiiiieieien 9 STRIBILD......cccvtvieieeeieeee. 5
SIMLANDI(CF) SOLTAMOX .....coovieieeieieennns 23 STRIVERDI RESPIMAT....... 140
AUTOINJECTOR.................. 121 SOMATULINE DEPOT.......... 23 STROMECTOL.......ccceeveenne. 9
SIMliya (28) .cceeeeeeeeeeaeann. 128  SOMAVERT.....cccovviiieiee 95 SUBLOCADE.......ccocvvvennne. 42
SIMPESSE ..ceveaaieeasieeaaieeenees 128  SOOLANTRA......cceeeviiiiiens 75 SUBOXONE.......ccccoviiiiiinne. 45
SIMPONI.......ccovvieieeeieeeen, 121 sorafenib.............coeeeeueeeeeneanne.. 23 subvenite...........cccoooueeeieeennnnnn. 31
SIMPONI ARIA..................... 121 SORILUX.....coocveieiieeiieeirenns 70  subvenite starter (blue) kit ........ 31
SIMVASTALIN ..o, 68  SOFINE...cccveeeieeeieeeieeeeen 59  subvenite starter (green) kit......31
SINEMET ..o 33 sotalol............occcueeeeeiieaiaann. 59  subvenite starter (orange) kit....31
SINGULAIR.....ccccocverieienene. 140 sotalol af ..........cccoeveuenucnnanes 59  SUCRAID....cccccovmirririeennn. 102
SIFOLIMUS .o 23 SOTYKTU...ccoveeiieiieeieeenee 71 sucralfate..................oceeueee..... 104
SIRTURO......oevreieieeeieenee 9 SOTYLIZE.....ooveieieieee. 59 SUFLAVE....ccooviiiiieen. 102
SITAGLIPTIN......cocvtviieiiene 92  SOVALDI....ccceviriieeeienne 5 SULAR...coiiiiieeeee 64
SITAGLIPTIN-METFORMIN.93  SOVUNA.......oceiteieeieieeeeens 9  sulfacetamide sodium.............. 131
SIVEXTRO....ccceevviieerieerree, 9 SPEVIGO.....cccooevveeeviierenn 71 sulfacetamide sodium (acne).... 75
SKYCLARYS....coooieiiieeiee 38 SpInoSad..........ccueeeeeeeeeiieann 79  sulfacetamide-prednisolone.... 131
SKYLA ..o 125 SPIRIVA RESPIMAT............ 140  sulfadiazine.................cc.......... 12
SKYRIZI......coovveiiinnen. 70,101  SPIRIVA WITH sulfamethoxazole-

SKYTROFA.....ccoovereenee. 107 HANDIHALER..........c.c......... 140 trimethoprim............cccceeeeuen. 12
SLYND ..oooiiiieieeiieieeee 128  spironolactone.......................... 64 SULFAMYLON.......ccoueeurennen. 75
SOAANZ ..., 64  spironolacton- sulfasalazine........................... 102
sodium chloride........................ 82  hydrochlorothiaz....................... 64 sulindac..........ccccoeceevieinanin, 45
sodium chloride 0.45 %.......... 144 SPORANOX.....ccocoivviieeieeenen. 2 SUMAITIDLAN ..., 34
sodium chloride 0.9 %.............. 82 SPRAVATO....ccoiiiiiiiiiee 56  sumatriptan succinate............... 34
sodium chloride 3 % SPrintec (28) ....coueeeeeeeveneeannnn, 128  sumatriptan-naproxen............... 35
NYDEFLONIC ......veeeeeeaaeeaannn 144  SPRITAM....ccooovivieiieeenne 31  sunitinib malate........................ 23
sodium chloride 5 % SPRIX ..cooiiiiiiiiiiieiieceee 45 SUNLENCA......cccooiieeiieeee 5
RYDErtONiC .......covveeeeaeeaaennn 144 SPRYCEL...cccoovivviiiiieeienne, 23 SUNOSI ...t 56
sodium fluoride 5000 dry sps (with sorbitol)..................... 82 SUPPRELINLA........ccveenee. 23
TROULH ..o 84 SFOMYX.coeieiiieieieeeeeen 128 SUPREP BOWEL PREP KIT 102
sodium fluoride 5000 plus........ 84 SSA oo 73 SUTAB. ..o, 102
sodium fluoride-pot nitrate....... 85 STALEVO 100......cccccceveeunnenee. 33 SUTENT ..o, 23
SODIUM OXYBATE STALEVO 125....ccceiiiieinne 33 syeda...eceeieieie 128
(PREFERRED NDCS STALEVO 150.....cccocevieienne 33  SYFOVRE (PF)....cccccoveunee. 131
STARTING WITH 00054)....... 56 STALEVO 200......cccccecvevuennene. 33 SYLVANT ...cceiiiiiieeee 23
sodium phenylbutyrate.............. 82 STALEVO 50....ccccivieieeinnns 33 SYMBICORT........cccueveuuennee. 140
sodium polystyrene sulfonate....82 STALEVO 75.....cccccccinviinnnns 33 SYMBYAX...cooiiiriiieieee. 56
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SYMDEKO......ccccccooviriiannn. 140  TASCENSO ODT..........cc....... 38 TESTOPEL.......cccocveiiiiiens 96

SYMFT...oooiiiiiiiiieiceee, 5 TASIGNA ... 24 testoSterone............eeeeeeeeanee. 96
SYMFILO....coovieiieieees S tasimelteon.................ccueeeunenn. 56 testosterone cypionate.............. 96
SYMLINPEN 120.................... 93 TASMAR.....ccooiiiiiiiiieee, 33 testosterone enanthate.............. 96
SYMLINPEN 60...................... 93 tavaborole................cccueuenn... 76 TETANUS,DIPHTHERIA

SYMPAZAN.....cooveieieene 31 TAVALISSE....ccooiieieeee, 66 TOX PED(PF)....ccccoevvverannnne. 109
SYMPROIC.........ccceevienen. 102 TAVNEOS.....cooiiiiiiniceeee 82 tetrabenazine................cccu...... 38
SYMTUZA. ....cooeeeeeeeeeeen S5 tAYSOfY e, 128  tetracycline..............ccceuueeuunne. 13
SYNALAR....cccoviiiiiiiee, 79 TAYTULLA......ccoiiiiiee. 128  TEXACORT......cccvviiieiieene 79
SYNAREL.......coooviiiiiieee, 96  tazarotene............ccoceenuuenncn. 75 TEZSPIRE.....ccccooiiiiiinen. 140
SYNJARDY ..covvieieieienee 93 TAZAROTENE.........coeuvnnee. 75 THALITONE.....ccccovirieenne. 64
SYNJARDY XR....ccooevveiinene 93 AZICEf oo, 6 THALOMID.......ccoeoverreeene 24
SYNTHROID.......ccccevrernne 97 TAZORAC......cccoieiieen. 75 THEO-24......cooveieieene 140
SYPRINE.......cooiiiiiiiiee 82 TAZVERIK.....ccoooviiiiin, 24 theophylline..................c......... 140
TABLOID......ooovivieieieeee 23 TDVAX ..o 109  THIOLA . ....ooiiiieieeeee 82
TABRECTA ..o 23 TECENTRIQ.....ccccocvevirereneee. 24  THIOLA EC....ccoooveieieeee 82
TACLONEX.....ccooviiiiiiinnne 71  TECFIDERA........oceviiiinne. 38 thioridazine.................c.ccocu..... 56
Lacrolimus .........cccevueeennn.... 24,73 TECHLITE INSULIN thiothixene.........cccoceuviivieevennnn. 56
tadalafil..............cccoovvveveenn. 143 SYRINGE.....ccccooeviiiiiine 112 THYQUIDITY .coovriiiiiinnne. 97
tadalafil (pulmonary arterial TECHLITE INSULN thyroid (DOrk) ..........cccuuveveenn... 97
hypertension) oral tablet 20) SYR(HALF UNIT)................. 112 tiadylt er.......oooceeeeeeeiaacnn, 64
TG e 140 TECHLITE PEN NEEDLE.... 113  tiagabine.............cccceveuveeeuce.. 31
TADLIQ....coieiiieeeieeeee 140 TEFLARO....cccoooiiiiieenee, 6 TIAZAC....eieeee, 64
TAFINLAR.....cooiiiriiiiie 24 TEGLUTIK.....ccccooeviiriniennne 82 TIBSOVO....coooviiiriiiiene 24
tafluprost (Pf) ceeeeeeeeeeeeevennnanne. 132 TEGRETOL.....ccceeoveieiiiees 31 TICOVAC.....ieiieene 109
TAGRISSO....cccoviiiiiiiiis 24  TEGRETOL XR.....ccccoovevvennnn. 31 tigecycline.........ooveeveeceeannnnne. 9
TAKHZYRO.....cccoevveinne. 140  TEGSEDI.....cccooiiiiieiiniennes 38  TIGLUTIK...cccceeoiirieiinieieenee 82
TALICIA ..o, 104 TEKTURNA......ccoooireenee, 64 TIKOSYN...ooooeiieiieieieeeeene 59
TALTZ AUTOINJECTOR....... 71 telmisartan..............cccceeuene. 64 tiliafe..iaiiiiieie, 128
TALTZ AUTOINJECTOR (2 telmisartan-amlodipine............. 64  timolol maleate................. 64, 130
PACK) ..ot 71 telmisartan- timolol maleate (pf) ................. 130
TALTZ AUTOINJECTOR (3 hydrochlorothiazid.................... 64 TIMOPTIC.......cceovverrennne. 130
PACK) oo 71 TENIVAC (PF).cccceiiiieiene 109 TIMOPTIC OCUDOSE (PF). 130
TALTZ SYRINGE.................. 71 tenofovir disoproxil fumarate.....5 TIMOPTIC-XE....................... 130
TALVEY .o 24  TENORETIC 100..................... 64  tinidazole..............ccoceeeeveennnn. 9
TALZENNA ......ccooiiiiiienen. 24 TENORETIC 50......cccveevenneee. 64 LIOPrONIN ..., 82
TAMIFLU......cccoviiiiiiiiee S5 TENORMIN.......cooovviiieeiene 64  tiotropium bromide................. 140
LAMOXTfON ..o 24  TEPMETKO......ccoviviernnnne. 24 TIROSINT....ccoovieeeieeeenee. 97
LAMSULOSIN ... 143 1erazosin..........ccecvevecncucennnen. 64 TIROSINT-SOL.........cccueennenne 97
TAPERDEX.....cccccoviiiiiinne. 86  terbinafine hcl...............ccoee... 2 TIVDAK...ooooiieieeeieeeee 24
TARCEVA.....ccooiiiiiiie 24 terbutaline.................cccueenn..... 140 TIVICAY oo 5
TARGADOX.....ccceevveeeieeen. 13 terconazole.................c..cc....... 125  TIVICAY PD...oooiiiiiiiiee 5
TARGRETIN.......cceeevrirerens 24 teriflunomide............................. 38 tizanidine...........ccoueeeeuveeeenennn.. 40
taring 24 fe.......coeeveeevennane. 128  teriparatide............................. 115 TLANDO.....ccceviieiieieeieee, 96
tarina fe 1-20 eq (28) .............. 128 TERIPARATIDE.................... 115 TOBI..oioiiieieeeeeeeeeee, 9
TARPEYO...coooiiiiiiie 86 TESTIM...cccooviiiiiiiiieiieeee, 96 TOBI PODHALER..................... 9
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TOBRADEX........ccvievieneen. 132 treprostinil sodium.................... 64  tri-vylibralo..............c.uu........ 128

tobramycin........................ 10,129 TRESIBA FLEXTOUCH U- TRODELVY ..ccoviiiiiiiieenne, 24
tobramycin in 0.225 % naci........ O 100 93 TROGARZO......ccovveeveeerieenn. 5
tobramycin sulfate.................... 10 TRESIBA FLEXTOUCH U- TROKENDI XR......ccovevuiennnen. 31
tobramycin-dexamethasone.... 132 200.......ccccceevvieiniiiiniieenieeeen. 93 TROPHAMINE 10 %............. 145
TOBREX.....ccooooiiieieiienee. 129 TRESIBA U-100 INSULIN..... 93 troSpium .........c.cccevveceeeerannnen. 142
TOFIDENCE.........ccocvvveiaenne 121  tretinoin (antineoplastic).......... 24  TRUEPLUS INSULIN........... 113
tolcapone.............cccueeeceeennnnnn. 33 tretinoin microspheres.............. 75 TRUEPLUS PEN NEEDLE...113
TOLECTIN 600..........ccocueeneee. 45 tretinoin topical........................ 75 TRULANCE.......cccovviirienne 102
LOIMELIN ..o 45 TREXALL...ccooovoiiiieiiieenne. 24 TRULICITY ..oovoveiieieiieeeene 93
TOLSURA......coooieeeeeeeene 2 TREXIMET.....cccoovviiernnne. 35 TRUMENBA......ccooevvenen. 109
tolterodine................ccoueeeuueenn. 142 TREZIX....cooiioiiieiieeieeeeeen, 42  TRUQAP.....iiiieeieeeeee 24
olvaptan ............cccceeeeeveennnn.. 96 triamcinolone acetonide..... 79,85 TRUVADA........coovvvviveecveennen. 5
TOPAMAX ....coovvveeeeeeeeeennee, 31  triamterene..........cceevueennnannnn. 64 TUDORZA PRESSAIR..140, 141
TOPICORT .....coooiiiiiiiiieee 79  triamterene- TUKYSA ..o 24
LOPIrAMALe. ........cccvveeereaaereaannn. 31 hydrochlorothiazid.................... 64 TURALIO......ccovveeieeeiieeieens 24
TOPROL XL....cooeviiiiiiiienne. 64 TRIBENZOR......ccocovvvriinnn. 64  turqoz (28) .ccoeveeiiiii, 128
[OTEMIfENe ..o 24 TRICOR.....cccoviiieieeeee, 68 TWINRIX (PF)..ccceoieiiinnes 109
TORPENZ......coovviiiiiiiiieee 24 triderm.......eceeceieieiiee, 79  TWYNEO.....cooviiiiiiniienne. 75
torsemide............ccovceeeeeeuennne. 64 IrIeNtine........cccoooueeveeiieicnn, 82 TYBLUME.......ccoviiinnn. 129
TOSYMRA ... 35 TRIENTINE......cccooteviiiiernes 82 TYBOST ..o 5
TOUJEO MAX U-300 tri-estarylla...............cccueeen... 128 tydemy......cccueevceeeeeieaieann, 129
SOLOSTAR.....ccceeieiieeeee. 93  trifluoperazine........................... 56 TYENNE.....ccoooiiiiiiiieees 122
TOUJEO SOLOSTAR U-300 trifluridine............ccccoveevuennee. 129 TYENNE AUTOINJECTOR. 121
INSULIN....coiiieeeeeieeee 93 trihexyphenidyl......................... 33 TYGACIL.....coovvveeiieieeeene 10
tovet emollient........................... 79 TRIJARDY XR....ccoovvevveranneen. 93 TYKERB.....coooooiiieiieeeee. 24
TOVIAZ. ... 142 TRIKAFTA....cccooiiiiiene 140 TYMLOS....coooiiiiiiee 115
TPN ELECTROLYTES......... 144 tri-legest fe.......couoeveeveeannnnne. 128 TYPHIM VI...coooviiee 109
TRACLEER.......ccccovvininne. 140  TRILEPTAL.....cccoovviiniiiiene. 31 TYRVAYA ..., 131
TRADJENTA. ..o, 93 tri-linyah.........ceeeeeeeenn. 128 TYSABRI....cccoeiiiiee 38
TRAMADOL.......ccoecverrereee. 45  TRILIPIX....ccoooiiiieiieieieee, 68 TYVASO..iiiiieieeie, 141
tramadol................cccoeeuveenene.. 45  tri-lo-estarylla......................... 128 TYVASODPI........cceuvveeennee. 141
tramadol-acetaminophen.......... 46  tri-lo-marzia...............ceeuen.. 128 TYVASO REFILL KIT.......... 141
trandolapril................ccccceueuee.. 64 tri-lo-mili........ccooveevianan, 128 UBRELVY ..cooooiiiiiiiieiene 35
trandolapril-verapamil............. 64  tri-lo-sprintec............cueeuee.. 128  UCERIS....cccoeieeeeeeeeen 102
tranexamic acid.................... 125 trimethoprim...............ccceeuee. 13 UDENYCA.....cocoviviiiien. 107
tranylcypromine........................ 56 tri-milieeeeeiieeieeiee 128 UDENYCA

travasol 10 %..........cceeveeneee. 145 trimipramine..............cccuce...... 56 AUTOINJECTOR.................. 107
TRAVATAN Z....ccoovveeeene. 132 TRINTELLIX.....ccceoeriiienene 56 UDENYCA ONBODY........... 107
LFAVOPTOSE c..vveaeeeeeeaerieaenenn 132 tri-nYymMyo ....oeeeeeeeeeeee 128 ULORIC.......cccvveeiieeiieee. 114
TRAZIMERA.......ccoeine. 24 TRIPTODUR........ccoevviriiiannns 24  ULTOMIRIS.......cccoovieiinne 82
razodone.............ccoueeeeeueeeannnn, 56 tri-sprintec (28) ...ccoeveeevueeannne. 128 ULTRAVATE........ccvvven 79
TRECATOR......ccoooveieieenee 10 TRIUMEQ.....cccooiiiieieieieene 5 UNASYN..coiiiieeee, 12
TRELEGY ELLIPTA............. 140 TRIUMEQPD....cccocvviiiiinnne 5 UNIFINE PENTIPS................ 113
TRELSTAR ..o 24 trivora (28) .eecceeeeeeeeeeene 128  UNIFINE PENTIPS

TREMEYA ..o 71 tri-wlibra..............coucaueennn.. 128 MAXFLOW ...ccoceviiiiiiieen. 113
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UNIFINE PENTIPS PLUS.....113 VECAMYL.....c.cocoiiiniinns 69  vigpoder...........cccccceeiieincecnnnn. 31

UNIFINE PENTIPS PLUS VECTICAL ..o, 71 VIIBRYD...coooooiviiiiiinieeee 57
MAXFLOW ....ccoviiiiiiiienee. 113 veletri.. e, 64 VIOICE.....cccooiiiiiieee 25
UNIFINE SAFECONTROL...113  velivet triphasic regimen (28).129  vilazodone.................c..ccc....... 57
UNIFINE SAFECONTROL VELPHORO.........cccoeviriene. 83  VILTEPSO....cccocoviiiiiiiiene 38
PEN NEEDLE........ccccvevurnnn. 113 VELSIPITY oo 102 VIMIZIM....cooieiieeeeeee 96
UNIFINE ULTRA PEN VELTASSA ..o, 83  VIMOVO.....ccooiiiiiiiieene 46
NEEDLE.......cccoveinnne. 113,114 VELTIN....ccooiiiieieeeeee 75 VIMPAT.....ccoiiiieeee 31,32
UNIERTOId ... 97  VEMLIDY ..ccooiiiiiiiiinieicnnne 5 VIOKACE......ccccoovviniinnnn. 102
UPLIZNA ..o, 25 VENCLEXTA....ccooiiieienne 25 viorele (28) ..c.ccooveeeviinianne. 129
UPTRAVI ... 64 VENCLEXTA STARTING VIRACEPT ....cccviiieieeieee 5
UROCIT-K 10...ccceierieiene 143 PACK ..o, 25 VIREAD.....ccooviiiiiiiiieenne, 5
UROCIT-K 15 143 venlafaxine..............ccccevuennen... 57 VITRAKVI....coooiiiiienee. 25
UROCIT-K 5...oooiiiiieiiine 143 VENLAFAXINE BESYLATE.57 VIVELLE-DOT........cccc.c.... 124
UROXATRAL.....cccvvirerene 143 VENTAVIS ... 141  VIVITROL......ccoooveiiine 46
URSO 250, 102 VENTOLIN HFA................... 141  VIVIOA. ... 2
URSO FORTE.......cccoceviennnn. 102 VEOPOZ......ccoovviiiiiiiieenns 83  VIVLODEX.....cccoomvivieenen. 46
UrSOdiol .........cceevveveeeeennnnnn. 102 VEOZAH.....cooooiiiiiieen, 125  VIZIMPRO.......ccovveine. 25
UZEDY oot 57  verapamil..............cccceeeueannnnn. 64 VOGELXO....ccccoovvviieiieenen. 96
VABOMERE........ccooviinne. 10 VERDESO.....ccccoeiiviiieene 79 volnea (28) ...ccceveveeeeueeeennnne. 129
VABYSMO......ccoovveireraee. 131 VEREGEN......ccoooviir 73 VONJO..oooiieeeeeeeeeee, 25
VAGIFEM.......cccoovviiiiinne. 124 VERELAN......cooeiiiieieeieee 64 VOQUEZNA......cccoovivienn 104
valacyclovir .............ccccevceeeennnnne. 5 VERELANPM......ccccovveinen. 64 VOQUEZNA DUAL PAK..... 104
VALCHLOR......cccocvviiriiine 73 VERIFINE INSULIN VOQUEZNA TRIPLE PAK...104
VALCYTE ..o 5 SYRINGE.....ccooiiiiiiies 114 voriconazole................cccc.c...... 2
valganciclovir ........................... 5 VERKAZIA......cccoceviiee. 131 VOSEVI...ccoooiiiiiiiiinieeee, 5
valproic acid...................c......... 31 VERQUVO.....ccooevviiiiiieeens 69 VOTRIENT......cccoeviiiieen 25
valproic acid (as sodium salt)..31 VERSACLOZ..........cccceeuven.... 57 VOWST.ooiiiieeieeeeeeen 102
VALSARTAN ..ot 64 VERZENIO......ccceovvvviiinnne. 25 VOXZOGO.....cccvoevirenienennn, 96
ValSartan ...............ccoceveeeenneenne. 64 VESICARE........cocoveiiien. 142 VOYDEYA....coiiiiiiiin, 83
valsartan-hydrochlorothiazide. 64 VESICARELS...................... 142 VPRIV 96
VALTOCO.....ccccoieiiieeienne 31 vestura (28) ....eeeeceveeeveeenann, 129  VRAYLAR....ccoviieis 57
VALTREX....ccoiiiiiieiieenen, 5 VEVYE....i, 131 VTAMA ..., 71
VANCOCIN.....coceeviriinieenne. 10 VFEND....coooiiiiiiiiiicieee 2 VUITY i 131
VANCOMYCIN c.cveaeeeeaeeaeeennnn 10 VFENDIV....oiiiiiiiiiiee, 2 VUMERITY ..ccooiiiiiieeeen. 38
VANCOMYCIN.......ccvverenene. 10 V-GO 20....ooiiiiieiieieee, 114 VYEPTIL...oooooiiiii 35
vandazole................ccccuveeuen.. 125 V-GO 30..ccooivieiieeieeeieenne, 114 wvyfemla (28) ....ooceueeeeeanrannnnn. 129
VANFLYTA ..o 25 V-GO40...ooooieieieeeeeennne 114 VYJUVEK....ccooiiiiiiee. 73
VANOS ....cooiiieeeeeeee, 79  VIBERZI......cccveiiiie, 102 wWlibra........cceeeeeeeeeaeene. 129
VAQTA (PF)..ccceeveene. 109,110 VIBRAMYCIN.......ocvvviernne 13 VYNDAMAX....cooeiieiiene 69
varenicline.............cccoeeeuveennen.. 83 VICTOZA 2-PAK........cccuuee.. 93 VYNDAQEL...ccoevivieeene 69
VARIVAX (PF)..coiiieiinne 110 VICTOZA 3-PAK.....ccceouennene. 93  VYONDYS-53...ccoiiiiieieene 38
VARUBI.....oooviiiieeee 102 VIENVA ..c.uoeeeeeeeeeeeeee, 129 VYTORIN 10-10.......cceeneenneene. 68
VASCEPA......ccoiiiiee, 68  vigabatrin...........cceeeeevevnennn.. 31 VYTORIN 10-20.......ccccuveenneeen. 68
VASERETIC......cccoeiiieeee 64  vigadrone............cccoevveuennnnn. 31  VYTORIN 10-40......cccccvennenee. 68
VASOTEC......ccooiiiiiiiiienne. 64 VIGAMOX......ccoovvvriiennne 129 VYTORIN 10-80.......ccceevenneene. 68
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VYVGART ..ot 40 XOFLUZA.....coooiiiiiiiiiieene 5 ZEMAIRA. ..o, 83
VYVGART HYTRULO........... 40 XOLAIR....ccooiiieieeieee 141 ZEMBRACE SYMTOUCH..... 35
VYZULTA ..o, 132 XOLREMDI......ccccocevvvirians 107  ZEMDRI......ccccociiiiniiiiiinne 10
WAINUA ..ot 39 XOPENEXHFA......ccccooeee. 141 ZEMPLAR.....cocoiiiiiee 97
WAKIX ..o 57 XOSPATA. ..o, 25  zenatame.............cocoeeeeaeeennnnn. 75
WATfAVTN .o, 66 XPHOZAH.......coovvvevennne 83 ZENPEP.....ccooviiiiiiieinen, 102
WEGOVY ..oooiiiiiieeee 83  XPOVIO...cooiiiiieieeeee 26 zenzedi.........coooeoeiveiiaann, 58
WELCHOL......cocoviiiiiiinne. 68 XTAMPZA ER......cccoovviinnn. 43 ZENZEDI.....cccccocvvviniinincnn. 58
WELIREG......ccocooiiiiiieee 25 XTANDI....cccooviiiiiiiieeene 26 ZEPATIER......ccocoiiiiiiene 5
WELLBUTRIN SR.................. 57  xulane...........ccoeeceeeevenaiannn, 125  ZEPOSIA....ccooiieeeeeeen 39
WELLBUTRIN XL.......cccc.... 58 XULTOPHY 100/3.6................ 93 ZEPOSIA STARTER KIT

WA (28) v 129 XURIDEN.....ccoooiiieiieieieeee 83  (28-DAY) e 39
wescap-c dha......................... 145 XYOSTED...ccooooiiiiiiieiiene 97 ZEPOSIA STARTER PACK
wescap-pn dha........................ 145 XYREM....ooooooiiviiiiieiee 58  (7T-DAY) i, 39
WINLEVI.....oooiiiiiee. 75 XYWAV. ., 58 ZEPZELCA......ccoovvieeeenen. 26
WINREVAIR..........covveee. 141 yargesa..........cccoeeeceveeeceeennnnnn. 97 ZERBAXA. ..o, 6
wixela inhub...............coc........ 141  YASMIN (28)..cecicieiieienne 129  ZESTORETIC......ccoecvevieenes 64
WYMZYA f€ v 129 YAZ (28) e, 129 ZESTRIL....ccoovviiiiiiiieee, 64
XACIATO ... 125 YF-VAX (PF).ccceiiiiiiees 110 ZETIA oo, 68
XADAGO.....ccovieieieeeenee 33 YONDELIS.....cccvitereenee 26 ZETONNA.....ccooevieieeieeene 142
XALATAN ..ot 132 YONSA ... 26 ZIAC.....oiiiiiiieeeee, 64
XALKORI.....coooiiiiiieieene 25 YUFLYMA(CF)..cooooevveennee 122 ZIAGEN ..o, 5
XARELTO...cocoiviiiiiiinieienne 66 YUFLYMA(CF) Al ZIANA ..ot 75
XARELTO DVT-PE TREAT CROHN'S-UC-HS.................. 122 zidovudine.............cccccoevueeuenncn... 5
30D START ...cveevveieeeeeeen 66 YUFLYMA(CF) ZIEXTENZO....ccoovvvereenen. 107
XATMEP......oooiiiiiiieiene, 25 AUTOINJECTOR.................. 122 ZILBRYSQ...oooiiiiiiiirieieee, 40
XCOPRI...ccviiiieeeeeee 32 YUPELRI.....ccoovviiieee, 141 zileuton..........coeeeeeeeeeaennne. 142
XCOPRI MAINTENANCE YUSIMRY(CF) PEN.............. 122 ZIMHI....cooooiiiiiiiiiiciecee, 46
PACK ..ot 32 YUTIQ.cooiioiiieieeeeeeeee 132 ZIOPTAN (PF).ccoiiiiieeee 132
XCOPRI TITRATION PACK..32  yuvafem.........ccccoceeeercuenennnene. 124 ziprasidone hcl.......................... 58
XDEMVY ..o, 131 zafemy.......ceeeeeecevenieeieen, 125  ziprasidone mesylate................. 58
XELJANZ ..o 122 zafirlukast...........ccceeeeeeenne... 141 ZIPSOR....coooiiieieieeeeeee 46
XELJANZ XR....oovvveiieienne, 122 zaleplon..............cccveeeeeeevannnnnne. 58 ZIRABEV.....cooviiiiiiiiien, 26
XELPROS ..o 132 ZALTRAP ..o 26 ZIRGAN....ccoooiiiiieieee 130
XELSTRYM....coviieieieeiee 58 ZANAFLEX.....ccoovviiviiieee 40 ZITHROMAX.....ccooveviereiennne 7
XEMBIFY ...ooooiiiiiiiiieiienene 110 ZARONTIN.....coviiiiiieee, 32 ZITHROMAX TRI-PAK............ 7
XENAZINE.....ccoiiiieieree, 39 ZARXIO..ooiiieieieieeeen 107 ZITHROMAX Z-PAK................ 7
XENICAL...ccoviviiiiiiieee 83 ZAVESCA. ..o, 97  ZITUVIO....ccoctvviiiiiiiienene 94
XENPOZYME.....cccovviiiiinns 83 ZAVZPRET....ccooviiiiennn. 35 ZOCOR....ccoiiiieeeeee, 69
XERESE.....cooiiiiiiiiiinicnene 76 ZEGALOGUE ZOKINVY ..ot 83
XERMELO.....ccoiiiirieieeenne. 25 AUTOINJECTOR.................... 94  ZOLADEX.....coooiiiieiiiienenns 26
XGEVA ..o, 13 ZEGALOGUE SYRINGE........ 94  zoledronic acid.......................... 97
XHANCE.....cccoiiiiiiiiin 141  ZEGERID.....ccccocveuenne 104,105 ZOLEDRONIC AC-

XIFAXAN ..ot 10 ZEJULA ...t 26 MANNITOL-0.9NACL............ 97
XIGDUO XR....oovviinieieiiennn. 93  ZELAPAR.....ccoviviiiiine 33 ZOLINZA....cccoovviiiiinicene. 26
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4676 or visit us on the Web at HSMedicareRx.com.
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ZOLOFT ..o 58
Z0IpIdem ..........ccueeeeceeeeeiieennn. 58
ZOMACTON.......cocvvirieenne. 107
ZOMIG.....oooiiiiiieieeene, 35
ZONALON.......ooiiiieieeee 73
ZONEGRAN.......cooivieiiieee 32
ZONISADE.....cccoiiiieieene 32
ZONISAMIAE .........coeeeeneaneanan. 32
ZONTIVITY .o, 66
ZORTRESS......ccooieieee 26
ZORVOLEX....cccocviiiieiinenne 46
ZORYVE. ..ot 71
ZOSYN IN DEXTROSE

(ISO-OSM)..cuviiiiieiiiieeee 12
zovia 1-35 (28) cuveeeeeeeieannen. 129
ZOVIRAX ...ooiiviiiiiiieieienens 76
VA VN 51\ R 32
ZTLIDO ...t 73
ZUBSOLV ..ot 46
zumandimine (28) .......cccuue.n. 129
ZURZUVAE.....cocoviiiieine 58
ZYCLARA ..., 73
ZYDELIG ..o 26
ZYFLO..oooiiiiieiieeeee, 142
ZYKADIA ..., 26
ZYLET oo, 132
ZYLOPRIM......coeiiieee. 114
ZYMFENTRA ......ccccovenn. 102
ZYNLONTA ..ot 26
ZYNYZ oo, 26
ZYPITAMAG......cccoveveeiiann 69
ZYPREXA ...cooiiiieieene, 58
ZYPREXA RELPREVV.......... 58
ZYPREXA ZYDIS........ccccu.... 58
ZYTIGA .o, 26
ZYVOX ..oiiiiiieiiiieseeneeenens 10

The drug list includes all possible restrictions and limitations. The requirements and limits may

change throughout the year. You can find information on what the symbols and abbreviations on this table
mean by going to page viii. To confirm your plan’s specific coverage, contact Customer Service at (866) 264-
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Y ou must use network pharmacies to fill your prescriptions. However, there are limited circumstances
under which you may be reimbursed for a covered prescription that is not filled at a network pharmacy.
Limitations, copayments and restrictions may apply.

This Formulary was updated on 08/30/2024. For more recent information or to price a medication,
you can visit us on the Web at HSMedicareRx.com. Or you can contact Customer Service at

(866) 264-4676. Customer Service is available 24 hours a day, seven days a week. TTY users should
call (800) 716-3231.

© 2024 Express Scripts. All Rights Reserved.

FOOETASA

This drug list was updated in August 2024.
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