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

Formulary ID Number: 27029, v6

This Formulary was updated on 09/01/2026, which is the date it was submitted to The Centers for
Medicare & Medicaid (CMS) and has been made available to members as of October 27, 2026. It
1s effective as of January 1, 2027. For the most current information or to price a medication, you
can visit us online, 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 the Plan’s drug coverage. Additional details are also
available in the Evidence of Coverage document, available at HSMedicareRx.com.
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When this drug list (Formulary) refers to “we,” “us” or “our,” it means Express Scripts Medicare.
When it refers to “Plan” or “the Plan,” it means HealthSelect®™ Medicare Rx PDP.

This document includes the drug list (Formulary) for the Plan, which is current as of September 1,
2026. 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 In-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, Premiums (if applicable), deductibles and/or Copayments may change on January 1 of each
year. Our Formulary and/or pharmacy network may change at any time. We will notify affected
enrollees about certain changes at least 30 days in advance. Limitations, Copayments and restrictions
may apply. Most negative changes in coverage happen on an annual basis. You will receive notice when
necessary.

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
Plan may provide coverage of additional drugs that are not listed in this Formulary. For more
information on the Plan’s 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 In-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 an
In-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 2027 Formulary that was covered at the beginning of the year, we will not
discontinue or reduce coverage of the drug during the 2027 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 (2027): 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).
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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 change(s) we have made.

If we make such a change, you or your prescriber can ask us to make an exception and
continue to cover the brand-name drug for you. The notice we provide you will also
include information on how to request an exception, and you can also find information
in the section below entitled “How do 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 (FDA) deems
a drug on our Formulary to be unsafe or the drug’s manufacturer removes the drug
from the market, we will immediately remove the drug from our Formulary and
provide notice to members who take the drug.

Other changes. We may make other changes that affect members currently taking a
drug. For instance, we may 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 the Plan, please contact us. Our contact
information appears on the front and back covers.

The enclosed Formulary is current as of 09/01/2026. To get current information about the drugs
covered by the 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.”

This drug list was updated in September 2026.
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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 150. 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.

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 based on criteria
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.

¢ 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.
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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.

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.
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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.

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 the 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 an In-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 the
Plan, we will cover a minimum of a 31-day emergency transition supply of that drug while you
pursue an exception.
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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 the Plan may provide

The Plan also covers some categories of excluded drugs that are not normally covered by a Medicare
prescription drug plan. Drugs in the following categories may be covered subject to the rules and
limitations of your 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)

e Drugs when used for the treatment of sexual or erectile dysfunction

e Over-the-counter (OTC) diabetic supplies

e Over-the-counter (OTC) drugs when accompanied by a prescription

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 the Plan’s 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, 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
150.

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.

This drug list was updated in September 2026.
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Your Costs
The amount you pay for a covered drug will depend on:

¢ Your coverage stage. The 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 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.

Y our other Plan materials have more information about the Plan’s coverage stages and list the cost-
sharing amounts for each tier.

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 the 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 the Plan’s 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, seven days a week. TTY users should
call (877) 486-2048. Or visit Medicare.gov.

This drug list was updated in September 2026.
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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 the
Plan’s benefit, you may not experience every restriction or limit indicated in the list.

To confirm the Plan’s 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. Please note that the drug list does not include all of the Enhanced Drugs covered by
this Plan. If one of your drugs is not listed on the drug list, you should visit HSMedicareRx.com or call
Customer Service at (866) 264-4676.

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 In-Network pharmacies
may be more appropriate for short-term prescriptions, such as antibiotics. Express Scripts Pharmacy
will only fill prescriptions for 60- to 90-day supplies.

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 September 2026.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits

griseofulvin 1 MO

ultramicrosize oral

tablet 125 mg, 250
ANTIFUNGAL mg
AGENTS griseofulvin 1
AMBISOME 3 PA ultramicrosize oral

tablet 165
amphotericin b 1 PA aoe "

it l [ 1 MO; QL
amphotericin b 1 PA ZCZZEZ?:ZO c o (126 err 30
liposome days)
ANCOBON 3 MO itraconazole oral 1 MO
caspofungin 1 solution
clotrimazole mucous 1 MO ketoconazole oral 1 MO
membrane micafungin 1 MO
CRESEMBA ORAL [ PA NOXAFIL ORAL 3 PA;MO;
DIFLUCAN ORAL 3 MO SUSP.DELAYED QL (32 per
SUSPENSION FOR RELEASE FOR 30 days)
RECONSTITUTIO RECON
N 40 MG/ML nystatin oral 1 MO
ERAXIS(WATER 3 MO suspension
DILUENT) nystatin oral tablet 1 MO
fluconazole i MO posaconazole oral 1 PA; MO;
fluconazole in nacl 1 PA; MO suspension QL (630 per
(iso-osm) 30 days)
l@travg no: ‘; 00 posaconazole oral 1 PA; MO;
P lg/gly Oglc / tablet,delayed QL (96 per
mns n release (dr/ec) 30 days)
ﬂ, uconazole in nacl I PA terbinafine hcl oral 1 MO
(iso-osm)
piggvback 400 QL (120 per
mg/200 ml 30 days)
flucytosine 1 MO VFEND IV 3 PA
griseofulvin 1 MO VFEND ORAL 3 PA; MO
microsize SUSPENSION FOR

RECONSTITUTIO

N

Note: 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 ix. 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

VIVJOA 3 PA; QL (18 COMPLERA 3 MO

per 84 days) darunavir 1 MO
Yorzconazole 1 PA DELSTRIGO 3 MO
intravenous recon
soln DESCOVY 3 MO
voriconazole oral 1 PA; MO DOVATO 3 MO
ANTIVIRALS EDURANT 3 MO
abacavir 1 MO EDURANT PED 3 MO
abacavir-lamivudine 1 MO ¢favirenz oral tablet ! MO
acyclovir oral 1 MO eft avirenz- 1 MO
capsule emtricitabin-tenofov
acyclovir oral 1 MO efavirenz-lamivu- 1 MO
suspension 200 mg/5 tenofov disop
ml emtricitabine 1 MO
acyclovir oral 1 M emtricitabine- 1 MO
suspension 200 mg/5 tenofovir (tdf)
mi (3 ml) emtricita-rilpivirine- 1 MO
acyclovir oral tablet 1 MO tenof df
acyclovir sodium PA; MO EMTRIVA ORAL 3 MO
intravenous solution CAPSULE
adefovir 1 MO EMTRIVA ORAL 2 MO
amantadine hcl 1 MO SOLUTION
APTIVUS ) MO entecavir 1 MO
atazanavir 1 MO EPCLUSA ORAL 3 PA; MO;

PELLETS IN QL (28 per

BARACLUDE 3 MO PACKET 150-37.5 28 days)
BIKTARVY 3 MO MG
CABENUVA 3 MO; M EPCLUSA ORAL 3 PA; MO;
INTRAMUSCULA PELLETS IN QL (56 per
R PACKET 200-50 28 days)
SUSPENSION,EXT MG
ENDED RELEASE EPCLUSA ORAL 3 PA;MO;
400 MG/2 ML- 600 TABLET 200-50 QL (56 per
MG/2 ML MG 28 days)
CIMDUO 2 MO
COMBIVIR MO; M

Note: 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 ix. 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
EPCLUSA ORAL 3 PA; MO; KALETRA 3 MO
TABLET 400-100 QL (28 per lamivudi 1 MO
MG 28 days) amivudine
vudine- 1 M
EPIVIR 3 MO famivudine 0
zidovudine
etravirine L MO LEDIPASVIR- 3 PA;MO;
EVOTAZ 3 MO SOFOSBUVIR QL (28 per
famciclovir 1 MO 28 days)
fosamprenavir 1 MO LIVTENCITY 3 ES’OI;)Aer’ gOL
GENVOYA 3 MO days)
HARVONI ORAL 3 PA; MO; lopinavir-ritonavir 1 MO
PELLETS IN QL (28 per oral tablet
PACKET 33.75-150 28 days) ;
MG maraviroc 1 MO
HARVONI ORAL 3 PA;MO; %%ALXETRSE?NORAL 2 P‘;‘j 1}’[608;
PELLETS IN QL (56 per v Sg d( per
PACKET 45-200 28 days) ays)
MG MAVYRET ORAL 2 PA; MO;
HARVONI ORAL 3 PA;MO; TABLET (ZQSL d(84 per
TABLET 45-200 QL (56 per ays)
MG 28 days) nevirapine 1 MO
HARVONI ORAL 3 PA;MO; NORVIR ORAL 3 MO
TABLET 90-400 QL (28 per POWDER IN
MG 28 days) PACKET
HEPCLUDEX 3 PA;LA;QL NORVIR ORAL 3 MO
(30 per 30 TABLET
days) ODEFSEY 3 MO
IDVYNSO 3 MO oseltamivir 1 MO
IFITIAF%EIIJ];I“\IICE)% ?A%AL 3 MO; M paxlovid oral 1 QL (20 per
tablets,dose pack 30 days)
INTELENCEORAL 3 MO 150 mg (10)- 100 mg
TABLET 200 MG, (10)
25 MG paxlovid oral 1 QL (11 per
ISENTRESS 2 MO tablets,dose pack 30 days)
ISENTRESS HD 3 MO ;55)0 mg (6)- 100 mg
JULUCA 3 MO

Note: 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 ix. 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
paxlovid oral 1 QL (30 per ribavirin oral 1 MO
tablets,dose pack 30 days) capsule
;00] ggg (150 mgx ribavirin oral tablet 1 MO
)-100 mg 200 mg
PIFELTRO 3 MO rilpivirine hcl 1 MO; M
PREVYMIS ORAL 3 PA; MO; rimantadine 1 MO
PELLETS IN QL (120 per —
PACKET 120 MG 30 days) rionavir 1 MO
PREVYMIS ORAL 3 PA;MO; RUKOBIA 3 MO
PELLETS IN QL (150 per SELZENTRY 2 MO
PACKET 20 MG 30 days) ORAL SOLUTION
PREVYMIS ORAL 2 PA; MO; SELZENTRY 3 MO
TABLET 240 MG QL (56 per ORAL TABLET
28 days) 150 MG, 300 MG
PREVYMIS ORAL 2 PA; MO; SOFOSBUVIR- 3 PA; MO;
TABLET 480 MG QL (28 per VELPATASVIR QL (28 per
28 days) 28 days)
PREZCOBIX 3 MO SOVALDI ORAL 3 PA;MO;
PREZISTA ORAL 3 MO PELLETS IN QL (28 per
SUSPENSION PACKET 150 MG 28 days)
PREZISTA ORAL 3 MO SOVALDI ORAL 3 PA;MO;
TABLET 150 MG, PELLETS IN QL (56 per
600 MG, 75 MG, PACKET 200 MG 28 days)
800 MG SOVALDI ORAL 3 PA;MO;
RELENZA 3 MO TABLET 200 MG QL (56 per
DISKHALER 28 days)
RETROVIR ORAL 3 MO SOVALDI ORAL 3 PA; MO;
CAPSULE TABLET 400 MG QL (28 per
28d
RETROVIR ORAL 3 MO ays)
SYRUP STRIBILD 3 MO
REYATAZ ORAL 3 MO SUNLENCA ORAL 3
CAPSULE 200 MG, SUNLENCA 3 M
300 MG SUBCUTANEOUS
REYATAZ ORAL 2 MO SYMEFI 3 MO
POWDER IN
PACKET SYMTUZA 3 MO

Note: 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 ix. 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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TAMIFLU ORAL 3 MO VIREAD 3 MO
CAPSULE 75 MG VOSEVI 2 PA; MO;
TAMIFLU ORAL 3 MO QL (28 per
SUSPENSION FOR 28 days)
RECONSTITUTIO XOFLUZA ORAL 2 MO
N TABLET 40 MG, 80
tenofovir disoproxil 1 MO MG
Jumarate ZIAGEN ORAL 3 MO
TIVICAY ORAL 2 M SOLUTION
TABLET 10 MG zidovudine 1 MO
TIVICAY ORAL 3 MO; M
TABLET 25 MG ﬁ\];lsl) ELALORIHOIR
TIVICAY ORAL 3 MO
TABLET 50 MG AVYCAZ E- MO
TIVICAY PD 3 MO cefaclor oral capsule 1 MO
TRIUMEQ 3 MO cefaclor. oral 1
suspension for
TRIUMEQ PD 3 MO reconstitution 250
TROGARZO 2 MO; M mg/5 ml
TRUVADA 3 MO cefaclor oral tablet 1 MO
TYBOST ) M Zitended release 12
valacyclovir oral 1 MO; QL droxil oral ) MO
tablet 1 gram (120 per 30 cefadroxil ora
capsule
days)
droxil oral 1 MO
valacyclovir oral 1 MO; QL (60 cefa roxrord
blet 500 mg per 30 days) suspension for
ta reconstitution 250
VALCYTE ORAL 3 MO mg/5 ml, 500 mg/5
RECON SOLN ml
valganciclovir 1 MO cefadroxil oral tablet 1 MO
VALTREX ORAL 3 QL (120 per cefazolin injection 1 MO
TABLET 1 GRAM 30 days) recon soln 1 gram,
VALTREX ORAL 3 QL (60 per 300 mg
TABLET 500 MG 30 days) cefazolin 1
VEMLIDY 5 MO intravenous recon
soln 10 gram
VIRACEPT ORAL MO .
TABLET cefdinir 1 MO

Note: 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 ix. 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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cefepime injection 1 MO tazicef injection 1 MO
cefixime oral 1 MO TEFLARO 3 MO
capsule ZERBAXA 3
ceﬁximg oral 1 MO ZEVTERA 3
suspension for
reconstitution ERYTHROMYCI

. NS /OTHER
cefixime oral tablet 1
/i MACROLIDES
cefotetan injection 1
R azithromycin 1 MO
cefoxitin intravenous 1 MO intravenous
recon soln 1 gram, 2 : :
gram azithromycin oral 1 MO
suspension for
cefoxitin intravenous 1 reconstitution
recon soln 10 gram
) azithromycin oral 1
cefpodoxime 1 MO tablet 250 mg (6
cefprozil 1 MO pack), 500 mg (3
ceftaroline fosamil 1 pack)
e azithromycin oral 1 MO
ceftazidime injection 1 MO tablet 250 mg, 500
recon soln 1 gram, 2
mg, 600 mg
gram
ceftazidime injection 1 clarithromycin : MO
recon soln 6 gram DIFICID ORAL 3 QL (136 per
. o SUSPENSION FOR 10 days)
ceftriaxone injection 1 MO RECONSTITUTIO
recon soln 1 gram, 2 N
gram, 250 mg, 500
mg DIFICID ORAL 3 QL (20 per
ceftriaxone injection 1 TABLET 10 days)
recon soln 10 gram e.e.s. 400 oral tablet 1 MO
cefuroxime axetil 1 MO ERYTHROCIN 3 MO
oral tablet INTRAVENOUS
cefuroxime sodium 1 MO &EGCON SOLN 500
injection recon soln
750 mg erythromycin 1 MO
cefuroxime sodium 1 MO ethy lsuc? inate oral
. suspension for
intravenous recon o
reconstitution
soln 1.5 gram
cephalexin 1 MO

Note: 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 ix. 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
erythromycin oral 1 MO CAYSTON 2 PA; MO;
tablet LA; QL (84
erythromycin oral 1 MO per 56 days)
tablet,delayed chloroquine 1 MO
release (dr/ec) phosphate
fidaxomicin 1 QL (20 per CLEOCIN 3 MO
10 days) PEDIATRIC
ZITHROMAX 3 MO clindamycin hcl 1 MO
ORAL : .
lind 59 1 MO
SUSPENSION FOR e &
extrose
RECONSTITUTIO
N 200 MG/5 ML clindamycin 1
diatri
ZITHROMAX TRI- 3 pediatic
PAK clindamycin 1 MO
ZITHROMAX 7. 3 phosphate injection
PAK COARTEM 3 MO
MISCELLANEO colistin MO; QL (30
Us (colistimethate na) per 10 days)
ANTIINFECTIV cycloserine 1 MO
ES dalbavancin 1 MO
albendazole 1 MO DALVANCE 3 MO
amikacin injection 1 MO dapsone oral 1 MO
solution 500 mg/2 ml
DAPTOMYCIN 3 MO
ARIKAYCE 3 PA; LA INTRAVENOUS
atovaquone 1 MO RECON SOLN 350
MG
atovaquone- 1 MO
proguanil daptomycin 1 MO
AZACTAM 5 Mo iirayenots recon
INJECTION £
RECON SOLN 2 DARAPRIM PA
GRAM EMVERM 2 MO
aztreonam 1 MO ertapenem MO; QL (14
BENZNIDAZOLE 3 MO per 14 days)
BETHKIS 3 PA; MO; ethambutol 1 MO
QL (224 per FIRVANQ 3 QL (450 per
28 days) 10 days)

Note: 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 ix. 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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gentamicin in nacl 1 MO metronidazole in 1 MO
(iso-osm) nacl (iso-os)
intravenous .
: metronidazole oral 1 MO
piggyback 100 capsule
mg/100 ml, 60 mg/50
ml, 80 mg/100 ml, 80 METRONIDAZOL 3
mg/50 ml E ORAL TABLET
U 125 MG
gentamicin injection 1 MO
metronidazole oral 1 MO
HUMATIN S MO tablet 250 mg, 500
hydroxychloroquine 1 MO mg
imipenem-cilastatin 1 MO NEBUPENT 3 PA; MO;
isoniazid oral 1 MO (ZQSL d(alyls))e r
ivermectin oral 1 PA; QL (20 ) ) MO
tablet 3 mg per 30 days) neomycin
ivermectin oral 1 PA; QL (8 nitazoxanide 1 MO%(?E{ (12
tablet 6 mg per 30 days) per ays)
KITABIS PAK 3 PA; MO; ORLYNVAH >
QL (280 per PENTAM 3 MO
28 days) pentamidine 1 PA; MO;
KRINTAFEL 3 inhalation QL (1 per
LAMPIT 3 MO 28 days)
linezolid 1 MO pentamidine 1
; idind injection
] id i t 1 MO
Sop AR PLAQUENIL 3 MO
MALARONE MO polymyxin b sulfate 1 MO
MALARONE 3 MO praziquantel 1 MO
PEDIATRIC PRETOMANID 3 PA
mefloquine 1 MO PRIFTIN 2 MO
MEPRON 3 MO PRIMAQUINE 3 MO
meropenem 1 QL (30 per pyrazinamide 1 MO
intravenous recon 10 days) pyrimethamine 1 PA; MO
soln I gram
ni Ifat, 1 MO
meropenem 1 QL (10 per q'mmne' sulfate
intravenous recon 10 days) rifabutin 1 MO
soln 500 mg rifampin 1 MO

Note: 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 ix. 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
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SIRTURO 3 PA; LA VANCOCIN ORAL 3 PA; MO;
SIVEXTRO 3 CAPSULE 125 MG (1254 d(40 per
INTRAVENOUS ays)
VANCOCIN ORAL 3 PA; MO;
SIVEXTRO ORAL 3 MO ’ ’
CAPSULE 250 MG QL (80 per
SOLOSEC 3 MO 10 days)
SOVUNA 3 MO vancomycin 1 MO; QL (20
STREPTOMYCIN 3 MO; QL (60 intravenous recon per 10 days)
per 30 days) soln 1,000 mg
STROMECTOL 3 PA; QL (20 vancomycin 1 QL (2 per
per 30 days) intravenous recon 10 days)
_ ) soln 10 gram
tigecycline 1 MO
. vancomycin 1 MO; QL (10
tinidazole 1 MO intravenous recon per 10 days)
TOBI 3 PA; MO; M; soln 500 mg
%L d(280 per vancomycin 1 QL (27 per
ays) intravenous recon 10 days)
TOBI PODHALER 2 MO; QL soln 750 mg
3224 per 56 vancomycin oral 1 PA; MO;
ays) capsule 125 mg QL (40 per
tobramycin in 0.225 1 PA; MO; 10 days)
% nacl (228Ld(2 80 per vancomycin oral 1 PA; MO;
ays) capsule 250 mg QL (80 per
tobramycin 1 PA; MO; 10 days)
inhalation §8Ld(224 per vancomycin oral 1 QL (450 per
ays) recon soln 25 mg/ml 10 days)
t.ol.)r amyctn ;ulfatelo 1 vancomycin oral 1 MO; QL
injection sotution recon soln 50 mg/ml (450 per 10
mg/ml days)
tobramycin sulfate 1 MO XIFAXAN ORAL 2 PA;QL(9
’”Je/“;"” solution 40 TABLET 200 MG per 30 days)
mg/m
A XIFAXAN ORAL 2 PA; MO;
TYGACIL 3 MO TABLET 550 MG QL (90 per
TYZAVAN 3 QL (4000 30 days)
INTRAVENOUS per 10 days) 7YVOX 3 MO
PIGGYFACK ! INTRAVENOUS
GRAM/200 ML PIGGYBACK 600
VABOMERE 3 MG/300 ML

Note: 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 ix. 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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ZYVOX ORAL 3 MO ampicillin-sulbactam 1
SUSPENSION FOR injection recon soln
RECONSTITUTIO 15 gram
N AUGMENTIN ES- 3
PENICILLINS 600
amoxicillin oral 1 MO AUGMENTIN 3 MO
capsule ORAL

e SUSPENSION FOR
amoxzcz{lzn oral 1 MO RECONSTITUTIO
suspension Jor N 125-31.25 MG/5
reconstitution ML
amoxicillin oral 1 MO BICILLIN C-R 3 MO
tablet
amoxicillin oral 1 MO BICILLIN L-A 3
tablet,chewable 125 dicloxacillin 1 MO
mg, 250 mg nafcillin injection 1 MO
amoxicillin-pot 1 MO recon soln 1 gram, 2
clavulanate oral gram
suspens?onfor nafcillin injection 1
reconstitution recon soln 10 gram
amoxicillin-pot 1 MO oxacillin in 1
clavulanate oral dextrose(iso-osm)
tablet intravenous
amoxicillin-pot 1 MO piggyback 2 gram/50
clavulanate oral ml
tablet extended oxacillin injection 1
release 12 hr recon soln 1 gram,
ampicillin oral 1 MO 10 gram
capsule 500 mg oxacillin injection 1 MO
ampicillin sodium 1 MO recon soln 2 gram
injection recon soln PENICILLIN G 3
1 gram, 10 gram, 2 POT IN
gram DEXTROSE
ampicillin-sulbactam 1 MO INTRAVENOUS
injection recon soln PIGGYBACK 2
1.5 gram, 3 gram MILLION UNIT/50

ML, 3 MILLION
UNIT/50 ML

Note: 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 ix. 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 September 2026.
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Tier  nts/Limits Tier  nts/Limits
penicillin g 1 MO CIPRO ORAL 3
potassium injection SUSPENSION,MIC
recon soln 20 ROCAPSULE
million unit RECON
penicillin g sodium 1 MO CIPRO ORAL 3 MO
penicillin v 1 MO TABLET 250 MG,
. 500 MG
potassium
piperacillin- 1 MO ctp ’}Oﬂ Z)anc;};gd ! MO
tazobactam oral tablet me,
: 500 mg, 750 mg
intravenous recon
soln 2.25 gram, ciprofloxacin in 5 % 1 MO
3.375 gram, 4.5 dextrose intravenous
gram piggvback 200
piperacillin- 1 mg/100 ml
tazobactam levofloxacin in d5w 1 MO
intravenous recon intravenous
soln 40.5 gram piggyback 500
UNASYN 3 mg/100 ml, 750
INJECTION mg/150 ml
RECON SOLN 15 levofloxacin oral 1 MO
GRAM moxifloxacin oral 1 MO
UNASYN > MO moxifloxacin- 1 MO
INJECTION sod.chloride(iso)
RECON SOLN 3
GRAM ofloxacin oral tablet 1 MO
300
ZOSYN IN 3 ne
DEXTROSE (ISO- ofloxacin oral tablet 1
OSM) 400 mg
INTRAVENOUS SULFA'S /
GRAMSOML RELATED
AGENTS
QUINOLONES BACTRIM 3
BAXDELA . BACTRIM DS 3
INTRAVENOUS
sulfadiazine 1 MO
BAXDELA ORAL 3 MO
sulfamethoxazole- 1 MO

trimethoprim oral

Note: 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 ix. 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 September 2026.
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Tier  nts/Limits Tier  nts/Limits

TETRACYCLIN tetracycline oral 1 MO
ES capsule
demeclocycline 1 MO tetracycline oral 1

tablet
DORYX MPC 3 ST
ORAL URINARY
TABLET,DELAYE TRACT AGENTS
D RELEASE

BLUJEPA 3 MO
(DR/EC) 60 MG

fosfomycin 1 MO
doxy-100 1 MO tromethamine
doxycycline hyclate 1 MACROBID 3 MO
intravenous

MACRODANTIN 3
doxycycline hyclate 1 MO :
oral capsule 100 mg, methenamine 1 MO
50 mg hippurate
doxycycline hyclate 1 MO nitrofurantoin 1 MO
oral tablet macrocrystal
doxycycline hyclate 1 MO nitrofurantoin 1 MO
oral tablet,delayed monohyd/m-cryst
release (dr/ec) 100 nitrofurantoin oral 1 MO
mg, 150 mg, 200 mg, suspension 25 mg/5
50 mmg, 75 mg ml
doxycycline 1 MO NITROFURANTOI 3 MO
monohydrate N ORAL
EMROSI 3 ST SUSPENSION 50

MG/5 ML
minocycline oral 1 MO
capsule trimethoprim 1 MO
minocycline oral 1 MO ANTINEOPLA
tablet STIC /
minocycline oral 1 MO IMMUNOSUP
tablet extended PRESSANT
release 24 hr DRUGS
RUZYRA g ADJUNCTIVE
ORACEA 3 ST; MO AGENTS
SEYSARA 3 ST; MO AUKELSO 3 PA
TARGADOX 3 ST BILPREVDA 3 PA; MO

Note: 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 ix. 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 September 2026.
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BOMYNTRA 2 PA; MO AFINITOR 3 PA; MO;
YN DISPERZ ORAL QL (90 per
BERE 3 PA; MO; M
v Q ’ ’ TABLET FOR 30 days)
leucovorin calcium 1 MO SUSPENSION 3
oral MG
mesna oral 1 MO AFINITOR 3 PA; MO;
MESNEX ORAL 3 MO DISPERZ ORAL QL (60 per
' TABLET FOR 30 days)
WYOST 2 PA; MO MG
XGEVA 3 PA; MO AKEEGA 2 PA; LA; QL
XTRENBO 3 PA;MO (60 per 30
days)
ﬁT/INEOPLAS ALECENSA 2 PA:;MO;
QL (240 per
IMMUNOSUPPR 30 days)
ESSANT DRUGS
: ALUNBRIG ORAL 3 PA; QL (30
abiraterone oral 1 PA; MO; TABLET 180 MG, per 30 days)
tablet 250 mg QL (120 per 90 MG
30d
ays) ALUNBRIG ORAL 3 PA:QL (60
abiraterone oral 1 PA; MO; TABLET 30 MG per 30 days)
tablet 500 L (60
apiet Suums ?O d(ay Sf “ ALUNBRIGORAL 3  PA;QL (30
TABLETS,DOSE per 180
abirtega 1 PA; QL PACK days)
120 per 30
(120 per ALYMSYS 3 MO;M
days)
ADAKVEO 3 MO: M anastrozole 1 MO
ADSTILADRIN 3 0M ANKTIVA 3 MOM
AFINITOR 3 PA:MO: ARIMIDEX 3 MO
QL (30 per AROMASIN 3 MO
30 days) ARRANON 3 MOM
AFINITOR 3 PAMO; ASTAGRAF XL 3 PA;MO
DISPERZ ORAL QL (150 per
TABLET FOR 30 days) AUGTYRO ORAL 3 PA; QL (60
SUSPENSION 2 CAPSULE 160 MG per 30 days)
MG AUGTYRO ORAL 3 PA; QL
CAPSULE 40 MG (240 per 30
days)

Note: 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 ix. 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 September 2026.
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Tier  nts/Limits Tier  nts/Limits
AVASTIN 3 MO; M bosutinib oral tablet 1 PA; QL (30
INTRAVENOUS 400 mg per 30 days)
AVMAPKI- 3 PA; QL (66 BRAFTOVI 2 PA; MO;
FAKZYNIJA per 28 days) LA; QL
AXTLE 3 M (180 per 30
days)
AYVAKIT 3 PA; LA; QL
(30 per 30 BRUKINSA ORAL 2 PA; LA; M;
CAPSULE QL (120 per
days)
30 days)
AZASAN 3 PA; MO
’ BRUKINSA ORAL 2 PA: LA; QL
azathioprine 1 PA; MO TABLET (60 per 30
BALVERSA 2 PA; LA days)
BAVENCIO 2 M BYNFEZIA MO; M
BELEODAQ 2 M CABOMETYX 2 PA; MO;
b 1 PA;MO LA; QL (30
exarotene ; per 30 days)
bicalutamide 1 MO CALQUENCE 5 PA: LA: QL
BIZENGRI 3 M (ACALABRUTINIB (60 per 30
BLENREP 3 M MAL) days)
BORTEZOMIB 30M CAMCEVI (6 S
INJECTION MONTH)
RECON SOLN 1 CAPRELSA ORAL 2 PA; LA; QL
MG, 2.5 MG TABLET 100 MG (60 per 30
BOSULIF ORAL 3 PA: MO; days)
CAPSULE 100 MG QL (180 per CAPRELSA ORAL 2 PA; LA; QL
30 days) TABLET 300 MG (30 per 30
BOSULIF ORAL 3 PA; MO; days)
CAPSULE 50 MG QL (330 per CASODEX 3 MO
30 days) CAVHANZA 3 M
TABLET 100 MG QL (90 per
30 days) CLIGAVYX 3 M
BOSULIF ORAL 3 PA; MO; COMETRIQ ORAL 2 PA; MO;
TABLET 400 MG, QL (30 per CAPSULE 100 QL (56 per
500 MG 30 days) MG/DAY (80 MG 28 days)
- X1-20 MG X1)
bosutinib oral tablet 1 M

100 mg, 500 mg

Note: 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 ix. 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 September 2026.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
COMETRIQ ORAL 2 PA; MO; dasatinib oral tablet 1 PA; MO;
CAPSULE 140 QL (112 per 70 mg QL (60 per
MG/DAY (80 MG 28 days) 30 days)
X1-20 MG X3) DATROWAY 3 MO;M
COMETRIQ ORAL =2 PA; MO; DAURISMO ORAL 3 PA; MO;
CAPSULE 60 QL (84 per TABLET 100 MG QL (30 per
MG/DAY (20 MG X 28 days) 30 days)
3/DAY)
DAURISMO ORAL 3 PA; MO;
COPIKTRA 3 PASLA;QL TABLET 25 MG QL (60 per
(56 per 28 30 days)
days)
DE PAZ M
COTELLIC 2 PA; MO; CNU 3
LA; QL (63 DROXIA 2 MO
per 28 days) ELAHERE 3 M
cyclophosphamide 1 PA; MO ELIGARD 2 PA; MO
[ l
orar capsure ELIGARD (3 2 PA;MO
CYCLOPHOSPHA 2 PA; MO MONTH)
MIDE ORAL '
TABLET 50 MG ELIGARD (4 2 PA; MO
MONTH)
l ] 1 PA; MO
eyerooportne : ELIGARD (6 2 PA;MO
modified
MONTH)
cycloslporine oral 1 PA; MO ELREXFIO 3 M
capsule
CYRAMZA 2 MO;M EMRELIS M
DANYELZA M ENSACOVE 2 PA;LA; QL
(60 per 30
DANZITEN 2 PA;QL days)
(112 per 28 A
days) ENSPRYNG 3 PA; MO
FASPRO EPKINLY 3 M
dasatinib oral tablet 1 PA; MO; ERIVEDGE 2 PA; MO;
100 mg, 140 mg, 50 QL (30 per QL (30 per
mg, 80 mg 30 days) 30 days)
dasatinib oral tablet 1 PA; MO; ERLEADA ORAL 2 PA; MO;
20 mg QL (90 per TABLET 240 MG QL (30 per
30 days) 30 days)

Note: 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 ix. 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 September 2026.
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Tier  nts/Limits Tier  nts/Limits
ERLEADA ORAL 2 PA; MO; FIRMAGON KIT W 3 PA; MO
TABLET 60 MG QL (120 per DILUENT
30 days) SYRINGE
erlotinib oral tablet 1 PA; MO; FOTIVDA 3 PA; LA; QL
100 mg, 150 mg QL (30 per (21 per 28
30 days) days)
erlotinib oral tablet 1 PA; MO; FRUZAQLA ORAL 3 PA; QL (84
25 mg QL (60 per CAPSULE 1 MG per 28 days)
30 days) FRUZAQLA ORAL 3 PA; QL (21
EULEXIN 3 CAPSULE 5 MG per 28 days)
EVDI 3 MO; M fulvestrant 1 MO; M
everolimus 1 PA; MO; FYARRO 3 M
(antineoplastic) oral QL (30 per GAMIFANT 3 M
tablet 30 days)
GAVRETO 2 PA; LA; QL
everolimus 1 PA; MO; Q
) _ (120 per 30
(antineoplastic) oral QL (150 per days)
tablet for suspension 30 days)
2 mg gefitinib 1 PA; MO;
L (30
everolimus 1 PA; MO; (320 d(ay Sf “r
(antineoplastic) oral QL (90 per
tablet for suspension 30 days) gengraf oral capsule 1 PA; MO
3 mg GILOTRIF 3 PA; MO;
everolimus 1 PA; MO; QL (30 per
(antineoplastic) oral QL (60 per 30 days)
tablet for suspension 30 days) GLEEVEC ORAL 3 PA; MO;
Jmg TABLET 100 MG QL (180 per
everolimus 1 PA; MO 30 days)
(immunosuppressive GLEEVEC ORAL 3 PA; MO;
) TABLET 400 MG QL (60 per
exemestane 1 MO 30 days)
FARESTON 3 M GLEOSTINE 3
FASLODEX 3 MO; M GOMEKLI ORAL 3 PA; QL
CAPSULE 1 MG 126 per 28
FEMARA 3 MO Ei Per
ays)
FENSOLVI 5 MoM GOMEKLI ORAL 3 PA;QL (84
CAPSULE 2 MG per 28 days)

Note: 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 ix. 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
GOMEKLI ORAL 3 PA; QL imatinib oral tablet 1 PA; MO;
TABLET FOR (168 per 28 400 mg QL (60 per
SUSPENSION days) 30 days)
HERCEPTIN 3 MO; M IMBRUVICA 2 PA; QL (90
HERCEPTIN 3 MO: M Oj{AL CAPSULE per 30 days)
HYLECTA 140 MG
IMBRUVICA 2 PA; QL (28
HERCESSI 3 M ’
ORAL CAPSULE per 28 days)
HERNEXEOS 3 PA; MO; 70 MG
L (90
(320 d(ay sf ° IMBRUVICA 2 PA;QL
ORAL (324 per 30
HERZUMA 3 MO; M SUSPENSION days)
HYDREA 3 MO IMBRUVICA 2 PA; QL (28
hydroxyurea 1 MO ORAL TABLET per 28 days)
HYRNUO 3 PA; QL IMDELLTRA MO; M
(120 per 30 IMFINZI 2 MO; M
days)
IMKELDI PA; MO;
IBRANCE ORAL 2 MO; M QL (280 per
CAPSULE 100 MG, 28 days)
75 MG
IMURAN 3 PA; MO
IBRANCE ORAL 2 PA; MO; INLEXZO 3 MO: M
CAPSULE 125 MG QL (21 per ’
28 days) INLURIYO 3 PA
IBRANCE ORAL 2 PA;MO; INLYTA ORAL 2 PA;MO;
TABLET QL (21 per TABLET 1 MG QL (180 per
28 days) 30 days)
IBTROZI 3 PA;QL (90 INLYTA ORAL 2 PA;MO;
per 30 days) TABLET 5 MG QL (120 per
ICLUSIG 3 PA:QL (30 30 days)
per 30 days) INQOVI 3 PA; MO;
IDHIFA 2 PA:MO: QL d(5 per
LA: QL (30 28 days)
per 30 days) INREBIC 3 PA; MO;
imatinib oral tablet 1 PA; MO; LS;)QL 30
100 mg QL (180 per El per
30 days) ays)

Note: 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 ix. 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 September 2026.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
IRESSA 3 PA; MO; KISQALI ORAL 2 PA; MO;
QL (30 per TABLET 400 QL (42 per
30 days) MG/DAY (200 MG 28 days)
ITOVEBI ORAL 3 PA; MO; X2)
TABLET 3 MG QL (60 per KISQALI ORAL 2 PA; MO;
30 days) TABLET 600 QL (63 per
TABLET 9 MG QL (30 per X3)
30 days) KLISYRI (250 MG) 3 MO
IWILFIN 3 PA; LA; QL KOMZIFTI 3 PA; QL (90
(240 per 30 per 30 days)
days) KOSELUGO 3 PA
(330L d(60 per (180 per 30
ays) days)
QL (30 per
30 days) LANREOTIDE 3 MO; M
SUBCUTANEOUS
JAYPIRCA ORAL 3 PA; QL (60 SYRINGE 120
TABLET 100 MG per 30 days) MG/0.5 ML
JAYPIRCA ORAL 3 PA; QL (30 lapatini . :
ipatinib 1 PA; MO;
TABLET 50 MG per 30 days) QL (180 per
JEMPERLI 3 MO; M 30 days)
JOBEVNE 3 PA; MO; M LAZCLUZE ORAL 3 PA; LA; QL
IYLAMVO 3 PA: MO TABLET 240 MG 5130 ;;er 30
ays
KANJINTI 3 PA;MO;M
’ ’ LAZCLUZE ORAL 3 PA; LA; QL
KEYTRUDA 2 MO; M TABLET 80 MG (60 per 30
KEYTRUDA QLEX 3 MO; M days)
KIMMTRAK 3 M lenalidomide 1 PA; MO;
L (28
KISQALI ORAL 2 PA;MO; (228 d(ay Sf “
TABLET 200 QL (21 per
MG/DAY (200 MG 28 days) LENVIMA ORAL 2 PA; MO;
X 1) CAPSULE 10 QL (30 per
MG/DAY (10 MG X 30 days)
1),4 MG

Note: 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 ix. 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 September 2026.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
LENVIMA ORAL 2 PA; MO; LORBRENA ORAL 2 PA; MO;
CAPSULE 12 QL (90 per TABLET 100 MG QL (30 per
MG/DAY (4 MG X 30 days) 30 days)
13\%(}1 ?(1\1/[3/11\)4?}%((210 LORBRENA ORAL 2 PA; MO;
- ), TABLET 25 MG QL (90 per
24 MG/DAY (10 MG 30 days)
X 2-4MG X 1)
LUMAKRAS 2 PA; MO;
LENVIMA ORAL PA; MO; ORAL TABLET QL (240 per
CAPSULE 14 QL (60 per 120 MG 30 days)
MG/DAY (10 MG X 30 days)
1-4 MG X 1), 20 LUMAKRAS 2 PA; MO;
MG/DAY (10 MG X ORAL TABLET QL (120 per
2), 8 MG/DAY (4 240 MG 30 days)
MG X 2) LUMAKRAS 2 PA; MO;
letrozole MO ORAL TABLET QL (90 per
LEUKERAN MO 320 MG 30 days)
LUPKYNIS 3 PA; LA; QL
leuprolide PA; MO Q
b . (180 per 30
Subcutaneous Kit days)
LIBTAYO M LUPRON DEPOT 3 PA;MO
CAPSULE 125 (18 per 28 (3 MONTH)
MG/DAY (100 MG days)
X1-25MG X1), 125 LUPRON DEPOT 3 PA; MO
MG/DAY(100 MG (4 MONTH)
X1-25MG X3), 125 LUPRON DEPOT 3 PA; MO
MG/DAY (100 MG (6 MONTH)
X1-25MG X9)
LUPRON DEPOT- 3 PA; MO; M
LIFYORLI ORAL PA; LA; QL PED (3 MONTH)
CAPSULE 150 (27 per 28 INTRAMUSCULA
MG/DAY (100 MG days) R SYRINGE KIT
X1-25MG X2), 150 11.25 MG
MG/DAY (100 MG _
X1-25MG X3), 150 LUPRON DEPOT- 3 MO; M
MG/DAY(100 MG PED (3 MONTH)
INTRAMUSCULA
X1-25MG X9)
R SYRINGE KIT 30
lomustine 1 MG
LONSURF 2 PA; MO
LOQTORZI 3 MO; M

Note: 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 ix. 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 September 2026.
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Drug Name Requireme Drug Name Drug Requireme
nts/Limits Tier  nts/Limits
LUPRON DEPOT- MO; M megestrol oral 1 PA; M
PED suspension 400
INTRAMUSCULA mg/10 ml (10 ml)
&EIT 11.25 MG, 15 megestrol oral 1 PA; MO
suspension 400
LUPRON DEPOT- PA; MO; M mg/10 ml (40
PED mg/ml), 625 mg/5 ml
INTRAMUSCULA (125 mg/ml)
’ megestrol oral tablet ;
EDEIIDT) 75 MG l oral tabl 1 PA;MO
MEKINIST ORAL 2 PA; MO;
;ggRON DEPOT- PA; MO;M RECON SOLN QL (1260
30d
INTRAMUSCULA per 30 days)
R SYRINGE KIT MEKINIST ORAL 2 PA; MO;
LUTRATE DEPOT PA; MO TABLET 0.5 MG QL (0 per
’ 30d
(3 MONTH) ays)
MEKINIST ORAL 2 PA; MO;
ILJTNR%% FI\II%U S M TABLET 2 MG QL (30 per
30d
SOLUTION 20 ays)
MG/ML MEKTOVI 2 PA; MO;
LA; QL
LYNPARZA PA; MO; 150 3er 30
QL (120 per El Per
30 days) ays)
LYSODREN mercaptopurine 1 MO
thotrexate sodi 1 MO
LYTGOBI ORAL PA; LA; QL 'g); ZZ]Z’Z;; sodrum
TABLET 12 (84 per 28 solution
MG/DAY (4 MG X days)
3) methotrexate sodium 1 MO
miecti
LYTGOBI ORAL PA; LA; QL Hyechion
TABLET 16 (112 per 28 methotrexate sodium 1 PA; MO
MG/DAY (4 MG X days) oral
4) mitoxantrone 1 MO; M
LYTGOBI ORAL PA;LA; QL MODEYSO 3 PA; QL (20
TABLET 20 (140 per 28 per 28 days)
MG/DAY (4 MG X days)
5) MONIJUVI 3 M
MATULANE MVASI 3 PA; MO; M
MYCAPSSA 3 PA; LA

Note: 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 ix. 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 September 2026.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
mycophenolate 1 PA; MO NUBEQA 2 PA; MO;
mofetil LA; QL
mycophenolate 1 PA; MO fil 20 per 30
sodium ays)
MYFORTIC 3 PA;MO NULOJIX 2 MOM
MYHIBBIN 3 PA: MO octreotide acetate 1 PA; MO
’ injection solution
NELARABINE 3 MO; M X
octreotide acetate 1 MO; M
L2
2Qg d(ayrs))e ! octreotide,microsphe 1 M
res
NEORAL PA; MO
’ ODOMZO 2 PA; MO;
NERLYNX 2 PA; MO; LA; QL (30
LA per 30 days)
NEXAVAR 3 PA; MO; OGIVRI 3 PA; MO; M
LA; QL
(IZZ)Qper 30 OGSIVEO ORAL 3 PA; QL (56
days) TABLET 100 MG, per 28 days)
150 MG
NIKTIMVO 3 M
OJEMDA ORAL 3 PA; QL (96
NILANDRON 3 MO; M SUSPENSION FOR per 28 days)
NILOTINIB D- 3 PA; MO; RECONSTITUTIO
TARTRATE ORAL QL (112 per N
CAPSULE 150 MG, 28 days) OJEMDA ORAL 3 PA; QL (16
200 MG TABLET 400 per 28 days)
NILOTINIB D- 3 PA; MO; MG/WEEK (100
TARTRATE ORAL QL (120 per MG X 4)
CAPSULE 50 MG 30 days) OJEMDA ORAL 3 PA; QL (20
nilotinib hcl oral 1 PA; MO; TABLET 500 per 28 days)
capsule 150 mg, 200 QL (112 per MG/WEEK (100
mg 28 days) MG X 5)
nilotinib hcl oral 1 PA; MO; OJEMDA ORAL 3 PA; QL (24
capsule 50 mg QL (120 per TABLET 600 per 28 days)
30 days) MG/WEEK (100
MG X
nilutamide 1 PA; MO GX6)
_ ‘ OJJAARA 3 PA; QL (30
NINLARO 3 PA; MO; per 30 days)
QL (3 per
28 days)

Note: 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 ix. 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 September 2026.
21


http://HSMedicareRx.com

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
ONTRUZANT 3 PA; M pemetrexed 1 MO; M
INTRAVENOUS disodium
RECON SOLN 150 intravenous recon
MG soln 1,000 mg, 100
ONTRUZANT 3 PA;MO;M mg, 300 mg
INTRAVENOUS pemetrexed 1 M
RECON SOLN 420 disodium
MG intravenous recon
ONUREG 3 PA; MO; soln 750 mg
QL (14 per PEMETREXED 3 M
28 days) DISODIUM
OPDIVO 3 MO: M INTRAVENOUS
SOLUTION
OPDIVO 3 MO; M
QVANTIG : PEMETREXED 3 M
INTRAVENOUS
OPDUALAG MO; M SOLUTION
ORGOVYX 2 PA; LA; QL PEMRYDI RTU 3 M
(30 per 28 _
days) PHESGO 3 MO; M
ORSERDU ORAL 3 PA;QL (30 ﬁ;ﬁéﬁ%g&% 3 PA;;(?)I&BO)
TABLET 345 MG 30d ’ per SL days
per 30 days) 140 MG, 50 MG, 80
ORSERDU ORAL 3 PA; QL (90 MG
TABLET 86 MG 30d
per 30 days) PHYRAGO ORAL 3 PA;QL (90
PADCEV 3 MO; M TABLET 20 MG per 30 days)
PALSONIFY 3 PA PHYRAGO ORAL 3 PA; QL (60
pazopanib oral 1 PA; MO; TABLET 70 MG per 30 days)
tablet 200 mg QL (120 per PIQRAY ORAL 2 PA; QL (28
30 days) TABLET 200 per 28 days)
PAZOPANIB 3 MO; M MG/DAY (200 MG
ORAL TABLET X1)
400 MG PIQRAY ORAL 2 PA; QL (56
PEMAZYRE 3 PA; LA; QL TABLET 250 per 28 days)
(28 per 28 MG/DAY (200 MG
days) X1-50 MG X1), 300
MG/DAY (150 MG
X 2)

Note: 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 ix. 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 September 2026.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
pomalidomide 1 PA; MO; REZUROCK 3 PA; LA; QL
QL (21 per (30 per 30
28 days) days)
POMALYST 2 PA;MO; RIABNI 3 PA;MO
LA; QL (21 RITUXAN 3 MO:M
per 28 days)
RITUXAN 3 MO:M
POTELIGEO 2 M HYCELA
PURIXAN 3 (8 per 28
QINLOCK 3 PA:LA:QL days)
(90 per 30 ROZLYTREK 2 PA;MO;
days) ORAL CAPSULE QL (150 per
RETEVMO ORAL 2 MO:M 100 MG 30 days)
CAPSULE ROZLYTREK 2 PA;MO;
RETEVMO ORAL 2 PA;MO; %BA&J C?APSULE 3(,20L d(90 per
TABLET 120 MG, LA; QL (60 ays)
160 MG, 80 MG per 30 days) ROZLYTREK 2 PA;MO;
RETEVMO ORAL 2 PA;MO; gﬁggﬁLLETs IN SSL d(336 per
TABLET 40 MG LA; QL (90 ays)
per 30 days) RUBRACA 3 PA; MO;
REVLIMID 3 PA;MO; LSBQL 0
LA; QL (28 51 per
per 28 days) ays)
REVTORPYK I RUXIENCE 2 PA;MO
REVUFORJ ORAL 3 PA;QL RYBREVANT MO; M
TABLET 110 MG (120 per 30 RYBREVANT 3 MO:M
days) FASPRO
REVUFORJ ORAL 3 PA;QL (60 RYDAPT 2 PA;MO;
TABLET 160 MG per 30 days) QL (224 per
REVUFORJ ORAL 3 PA;QL 28 days)
TABLET 25 MG (240 per 30 RYTELO 3 M
days) SANDIMMUNE 3 PA;MO
REZLIDHIA 3 PA;QL (60 ORAL CAPSULE
per 30 days)

Note: 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 ix. 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 September 2026.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier nts/Limits Tier nts/Limits
SANDOSTATIN 3 PA; MO SOMATULINE 3 PA; MO; M
INJECTION DEPOT
SOLUTION 100 SUBCUTANEOUS
MCG/ML, 50 SYRINGE 120
MCG/ML, 500 MG/0.5 ML
MCG/ML SOMATULINE 2 PA:MO:M
SANDOSTATIN 3 MO; M DEPOT
LAR DEPOT SUBCUTANEOUS
INTRAMUSCULA SYRINGE 60
R MG/0.2 ML, 90
SUSPENSION,EXT MG/0.3 ML
ENDED REL sorafenib 1 PA; MO;
RECON QL (120 per
SAPHNELO 3 MO;M 30 days)
INTRAVENOUS SPRYCEL ORAL 3 PA:;MO:
SAPHNELO PEN 3 PA; MO; TABLET 100 MG, QL (30 per
LA 140 MG, 50 MG, 80 30 days)
SAPHNELO 3 PA:MO: MG
SUBCUTANEOUS LA SPRYCEL ORAL 3 PA; MO;
SARCLISA 3 M TABLET 20 MG QL (90 per
30 days)
SARCLISA 3 M
ESCENA SPRYCEL ORAL 3 PA; MO;
TABLET 70 MG QL (60 per
SCEMBLIX ORAL 2 PA; QL 30 days)
TABLET 100 MG 120 30
gays)per STIVARGA 2 PA:MO:;
QL (84 per
SCEMBLIX ORAL 2 PA; QL (60 28 days)
TABLET 20 MG 30 d
pet ays) sunitinib malate 1 PA; MO;
SCEMBLIX ORAL 2 PA; QL QL (28 per
TABLET 40 MG 51300 per 30 28 days)
ays) SUPPRELIN LA 3 MO:M
SIGNIFOR 2 PA
SUTENT 3 PA; MO;
SIGNIFOR LAR 3 M QL (28 per
SIKLOS 3 MO 28 days)
sirolimus 1 PA; MO SYLVANT 3 MO; M
SOLTAMOX 3 MO TABLOID 3 MO
TABRECTA 3 PA; MO

Note: 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 ix. 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 September 2026.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier nts/Limits Tier nts/Limits
tacrolimus oral 1 PA; MO TIVDAK 3 MO; M
TAFINLAR ORAL 2 PA; MO; toremifene 1 MO
CAPSULE ;QOL d(120 per orpen | PA.QL (30
ays) per 30 days)
TAFINLAR ORAL 2 PA;MO;
; MO; TRAZIMERA 2 MO;M
TABLET FOR QL (840 per :
SUSPENSION 28 days) TRELSTAR PA; MO
TAGRISSO 3 PA;MO; INTRAMUSCULA
R SUSPENSION
LA; QL (30 FOR
per 30 days) RECONSTITUTIO
TALVEY M N
TALZENNA 2 PA;MO; tretinoin 1 MO
QL (30 per (antineoplastic)
30 days) TREXALL 3 PA:MO
tamoxifen Mo TRIPTODUR 3 M
TASIGNA ORAL 3 PA;MO:
> MO; TRUQAP 3 PA; QL (64
CAPSULE 150 MG, QL (112 per Q per’2% déys)
200 MG 28 days)
TRUTAKNA 3 0M
TASIGNA ORAL 3 PA; MO;
CAPSULE 50 MG QL (120 per TUKYSA ORAL 3 PA; LA; QL
30 days) TABLET 150 MG (120 per 30
d
TECENTRIQ 2 MO:M ays)
TUKYSA ORAL 3 PA;LA;QL
TECENTRIQ MO; M
; TABLET
e 50 MG (300 per 30
days)
TEPMETKO 5 PAjLA TURALIO 3 PA;LA:QL
TEVIMBRA 3 0M (120 per 30
THALOMID ORAL 3 PA; MO; days)
CAPSULE 100 MG QL (112 per TYKERB 3 PA;MO;
28 days) LA; QL
THALOMIDORAL 3 M (180 per 30
CAPSULE 200 MG days)
THALOMID ORAL 3 PA; MO; UNLOXCYT S M
CAPSULE 50 MG QL (28 per UPLIZNA 3 MO:;M
28 days) VABRINTY (1 3 PA:MO
TIBSOVO 2 PA MONTH)

Note: 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 ix. 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 September 2026.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
VABRINTY (3 3 PA; MO VITRAKVI ORAL 2 PA; MO;
MONTH) CAPSULE 100 MG LA; QL (60
VABRINTY (4 3 PA;MO per 30 days)
MONTH) VITRAKVI ORAL 2 PA; MO;
VABRINTY (6 3 PA;MO CAPSULE 25 MG LIA; QL
MONTH) (180 per 30
VANFLYTA 3 PA; QL (56 days)
QL ( VITRAKVI ORAL 2 PA; MO;
per 28 days)
SOLUTION LA; QL
VEGZELMA MO; M (300 per 30
VENCLEXTA 2 PA; LA; QL days)
ORAL TABLET 10 (60 per 30 VIZIMPRO 3 MO; M
MG d
2ys) VONJO 3 PA;QL
VENCLEXTA 2 PA; LA; QL (120 per 30
ORAL TABLET (180 per 30 days)
100 MG d
ays) VORANIGO ORAL 3 PA; QL (60
VENCLEXTA 2 PA; LA; QL TABLET 10 MG per 30 days)
ORAL TABLET 50 30 per 30
MG gay Ser VORANIGOORAL 3  PA;QL (30
TABLET 40 MG per 30 days)
VENCLEXTA 2 PA;LA;QL VOTRIENT . e
STARTING PACK (42 per 180 ’ ’
days) QL (120 per
30 days)
VEPPANU M
VOYXACT 3 PA; LA; QL
VERZENIO 2 PA; MO; (2 per 28
LA; QL (56 days)
28 d
per 28 days) VYLOY 3 M
VIJOICE ORAL 3 PA; QL (28 .
GRANULES IN per 28 days) WAYRILZ B P4 LA
PACKET WELIREG 3 PA; LA
VIJOICE ORAL 3 PA; QL (28 XALKORI ORAL 3 PA; MO;
TABLET 125 MG, per 28 days) CAPSULE QL (60 per
50 MG 30 days)
VIJOICE ORAL 3 PA;QL (56 XALKORI ORAL 3 PA;MO;
TABLET 250 per 28 days) PELLET 150 MG QL (180 per
MG/DAY (200 MG 30 days)
X1-50 MG X1) XALKORI ORAL 3 PA;MO;
PELLET 20 MG, 50 QL (120 per
MG 30 days)

Note: 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 ix. 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 September 2026.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
XATMEP 3 PA; MO YONSA 3 PA; MO;
XERMELO 3 PA;LA; QL (330L d(m per
(84 per 28 ays)
days) yulithira M
XOSPATA 2 PA; LA; QL ZALTRAP 2 MO; M
5190 per 30 ZEJULA PA: MO:
ays) LA: QL (30
XPOVIO ORAL 3 PA; LA per 30 days)
TABLET 100 ZELBORAF 2 PA;MO;
MG/WEEK (50 MG QL (224 per
X 2), 40 MG/WEEK 28 days)
(10 MG X 4), 40MG
TWICE WEEK (40 ZENBEXUS 3 M
MG X 2), 60 ZEPZELCA 3 M
MG/WEEK (60 MG
X 1), 60MG TWICE ZITHERA 5 |M
WEEK (120 ZIRABEV 2 MO; M
MG/WEEK), 80
; ZOLADEX MO; M
MG/WEEK (40 MG © 3 ©;
X 2), 80 MG/WEEK ZOLINZA 2 PA; MO;
(80 MG X 1), 8OMG QL (120 per
TWICE WEEK (160 30 days)
MG/WEEK) ZORTRESS 3 PA; MO
XPOVIO ORAL 3 PA; LA; M ZYDELIG 3 MO; M
TABLET 40 " .
MG/WEEK (40 MG ZYKADI 3 PA; MO;
X 1) QL (90 per
30 days)
XROMI MO
ZYNLONTA 3 M
XTANDI ORAL 2 PA; MO; _
CAPSULE QL (120 per ZYNYZ 3 MoM
30 days) ZYTIGA ORAL 3 PA; MO;
XTANDI ORAL ) PA: MO: TABLET 250 MG QLd(IZO per
TABLET 40 MG QL (120 per 30 days)
30 days) ZYTIGA ORAL 3 PA; MO;
TABLET 80 MG QL (60 per 30 days)
30 days)
YONDELIS 2 M

Note: 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 ix. 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

Tier nts/Limits

AUTONOMIC

/ CNS DRUGS,

NEUROLOGY

/ PSYCH

ANTICONVULS

ANTS

APTIOM ORAL 3 MO; QL (60

TABLET 200 MG, per 30 days)

600 MG, 800 MG

APTIOM ORAL 3 MO; QL (30

TABLET 400 MG per 30 days)

BANZEL 3 PA; MO

brivaracetam oral 1 PA; MO; M;

solution QL (600 per
30 days)

brivaracetam oral 1 PA; MO;

tablet QL (60 per
30 days)

BRIVIACT ORAL 3 PA; MO;

SOLUTION QL (600 per
30 days)

BRIVIACT ORAL 3 PA; MO;

TABLET QL (60 per
30 days)

carbamazepine oral 1 MO

capsule, er

multiphase 12 hr

carbamazepine oral 1 MO

suspension 100 mg/5

ml

carbamazepine oral 1 M

suspension 100 mg/5

ml (5 ml), 200 mg/10

ml

carbamazepine oral 1 MO

tablet

Drug Name Drug Requireme
Tier  nts/Limits

carbamazepine oral 1 MO

tablet extended

release 12 hr

carbamazepine oral 1 MO

tablet,chewable 100

mg

CARBAMAZEPINE 3 MO

ORAL

TABLET,CHEWAB

LE 200 MG

CARBATROL 3 MO

CELONTIN ORAL 3 MO

CAPSULE 300 MG

clobazam oral 1 PA; MO;

suspension QL (480 per
30 days)

clobazam oral tablet 1 PA; MO;
QL (60 per
30 days)

clonazepam oral 1 MO; QL (90

tablet 0.5 mg, 1 mg per 30 days)

clonazepam oral 1 MO; QL

tablet 2 mg (300 per 30
days)

clonazepam oral 1 MO; QL (90

tablet,disintegrating per 30 days)

0.125 mg, 0.25 mg,

0.5 mg, I mg

clonazepam oral 1 MO; QL

tablet,disintegrating (300 per 30

2 mg days)

DEPAKOTE 3 MO

DEPAKOTE ER 3 MO

DEPAKOTE 3 MO

SPRINKLES

DIACOMIT 3 PA; LA

Note: 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 ix. 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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diazepam rectal 1 MO gabapentin oral 1 M
DILANTIN 30 MG 3 MO capsule 200 mg
DILANTIN 3 MO gabapentin oral 1 MO; QL
EXTENDED 100 capsule 300 mg (360 per 30
MG days)
DILANTIN 3 MO gabapentin oral 1 MO; QL
INFATABS solution 250 mg/5 ml 3216? per 30
ays
DILANTIN-125 3 MO
: gabapentin oral 1 M; QL
divalproex 1 MO solution 250 mg/5 ml (2160 per 30
ELEPSIA XR 3 M (5 ml), 300 mg/6 ml days)
6 ml

EPIDIOLEX 3 PA;MO; (6m)

LA gabapentin oral 1 MO; QL

tablet 600 180 per 30
EPRONTIA 3 PA;MO aplet oUUms Eiays)per
EQUETRO 2 MO gabapentin oral 1 MO; QL
eslicarbazepine oral 1 MO; QL (60 tablet 800 mg (120 per 30
tablet 200 mg, 600 per 30 days) days)
mg, 800 mg gabapentin oral 1 PA; MO;
eslicarbazepine oral 1 MO; QL (30 tablet extended QL (30 per
tablet 400 mg per 30 days) release 24 hr 300 mg 30 days)
ethosuximide 1 MO gabapentin oral 1 PA; MO;
Ihamat 1 MO tablet extended QL (60 per

Jelbamate release 24 hr 450 30 days)
FELBATOL ORAL 3 MO mg, 600 mg, 750 mg,
TABLET 900 mg
FINTEPLA 3 PA;LA; QL GABARONE 3 QL (270 per

(360 per 30 30 days)

days)

GRALISE ORAL 3 PA; MO;

FYCOMPA ORAL 3 MO; QL TABLET QL (30 per
SUSPENSION (720 per 30 EXTENDED 30 days)

days) RELEASE 24 HR
FYCOMPA ORAL 3 MO; QL (30 300 MG
TABLET per 30 days)
gabapentin oral 1 MO; QL
capsule 100 mg, 400 (270 per 30
mg days)

Note: 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 ix. 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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GRALISE ORAL 3 PA; MO; LAMICTAL 3 MO
TABLET QL (60 per STARTER
EXTENDED 30 days) (ORANGE) KIT
RELEASE 24 HR
LAMICTAL XR 3 MO
450 MG, 600 MG,
750 MG, 900 MG LAMICTAL XR 3 MO
STARTER (BLUE)
KEPPRA ORAL 3 MO
LAMICTAL XR 3 MO
KEPPRA XR 3 MO STARTER
KLONOPIN ORAL 3 MO; QL (90 (GREEN)
TABLET 0.5 MG, 1 per 30 days) LAMICTAL XR 3 MO
MG STARTER
KLONOPIN ORAL 3 MO; QL (ORANGE)
TABLET 2 MG (300 per 30 lamotrigine oral 1 MO
days) tablet
lacosgmide oral 1 MO; QL lamotrigine oral 1 MO
solution fil 200 per 30 tablet disintegrating,
ays) dose pk
lacosamide oral 1 MO; QL (60 ] ..
’ t / 1 MO
tablet 100 mg, 150 per 30 days) e
mg, 200 mg release 24hr
lacosamide oral 1 MO; QL lamotrigine oral 1 MO
tablet 50 mg (120 per 30 tablet. chewable
days) dispersible
LAMICTAL ODT 3 MO lamotrigine oral 1 MO; M
LAMICTAL ORAL 3 MO tablet,disintegrating
TABLET lamotrigine oral 1 MO
LAMICTAL ORAL 3 MO tablets,dose pack
gﬁgl\;&ij}%LE levetiracetam oral 1 MO
solution 100 mg/ml
DISPERSIBLE 25
MG, 5 MG levetiracetam oral 1 M
lution 500 mg/5 ml
LAMICTAL 3 MO ‘;g’ " ;)O” e m
STARTER (BLUE)
KIT levetiracetam oral 1 MO
LAMICTAL 3 MO tablet
STARTER levetiracetam oral 1 MO
(GREEN) KIT tablet extended

release 24 hr

Note: 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 ix. 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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LEVETIRACETAM 3 MO NAYZILAM 2 PA; MO;
ORAL TABLET QL (10 per
FOR SUSPENSION 30 days)
LYRICA CR ORAL 3 PA; MO; NEURONTIN 3 MO; QL
TABLET QL (30 per ORAL CAPSULE (270 per 30
EXTENDED 30 days) 100 MG, 400 MG days)
Il‘le\E/[‘éngz“ 11\{/112} NEURONTIN 3 MO;QL
5> MG, 82.5 ORAL CAPSULE (360 per 30
LYRICA CR ORAL 3 PA; MO; 300 MG days)
&%ETDED 3?0L d(60 )per NEURONTIN 3 MO;QL
ays RAL SOLUTI 21
RELEASE 24 HR ORAL SOLUTION fiayg) per 30
330 MG
NEURONTIN 3 MO;QL
LYRICA ORAL 3 MO; QL (90 ORAL TABLET (180 per 30
CAPSULE 100 MG, per 30 days) 600 MG days)
150 MG, 200 MG,
25 MG, 75 MG NEURONTIN 3 MO; QL
ORAL TABLET (120 per 30
LYRICA ORAL 3 MO; QL (60 300 MG days)
CAPSULE 225 MG, per 30 days)
300 MG ONFI ORAL 3 PA; MO;
SUSPENSION L (480
LYRICA ORAL 3 QL (90 per (320 d(ays) pet
CAPSULE 50 MG 30 days)

CA ORA 3 o ONFI ORAL 3 PA; MO;
LYRI L MO; QL TABLET QL (60 per
SOLUTION (900 per 30

30 days)
days)
] 1 M

methsuximide 1 MO oxcarbazepine ©

OXTELLAR XR 3 MO
MOTPOLY XR 3 ST; MO; QL
ORAL (120 per 30 perampanel oral 1 MO; QL
CAPSULE,EXTEN days) suspension (720 per 30
DED RELEASE days)
24HR 100 MG perampanel oral 1 MO; QL (30
MOTPOLY XR 3 ST; MO; QL tablet per 30 days)
ORAL (60 per 30 phenobarbital oral 1 PA; MO
CAPSULE,EXTEN days) elixir
DED RELEASE .
24HR 150 MG. 200 phenobarbital oral 1 PA
MG ’ tablet 100 mg, 15

mg, 30 mg, 60 mg
MYSOLINE 3 MO

Note: 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 ix. To confirm your plan’s specific coverage, contact Customer Service at (866) 264-4676 or
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phenobarbital oral 1 PA; MO primidone oral MO
tablet 16.2 mg, 32.4 tablet 250 mg, 50 mg
mg, 64.8 mg, 97.2 RELGAABI ORAL QL (540 per
mng CAPSULE 200 MG 30 days)
PHENYTEK > MO relgaabi oral QL (360 per
phenytoin oral 1 MO capsule 300 mg 30 days)
suls pension 125 mg/3 relgaabi oral QL (270 per
m capsule 400 mg 30 days)
phenytoin oral 1 MO MO
tablet,chewable roweepra

id PA; MO
phenytoin sodium 1 MO rufinamide
extended oral SABRIL PA; MO;
capsule 100 mg LA
phenytoin sodium 1 M SPRITAM ORAL M
extended oral TABLET FOR
capsule 200 mg, 300 SUSPENSION
mg 1,000 MG, 750 MG
pregabalin oral 1 MO; QL (90 SPRITAM ORAL
capsule 100 mg, 150 per 30 days) TABLET FOR
mg, 200 mg, 25 mg, SUSPENSION 250
50mg, 75 mg MG, 500 MG
pregabalin oral 1 MO; QL (60 SUBVENITE MO
capsule 225 mg, 300 per 30 days) ORAL
mg SUSPENSION
pregabalin oral 1 MO; QL subvenite oral tablet MO
solution (900 per 30 subvenite starter MO

days) (blue) kit
pregabalin oral 1 PA; MO; subvenite starter MO
tablet extended QL (30 per (green) kit
release 24 hr 165 30 days) :
mg, 82.5 mg subvenite starter MO
’ (orange) kit
pregabalin oral 1 PA; MO; . .
tablet extended QL (60 per SYMPAZAN P?’ 1;/{)0’
release 24 hr 330 mg 30 days) QL (60 per
30 days)

PRIMIDONE 3 MO
ORAL TABLET TEGRETOL ORAL MO
125 MG SUSPENSION

Note: 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 ix. To confirm your plan’s specific coverage, contact Customer Service at (866) 264-4676 or
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TEGRETOL ORAL 3 MO vigabatrin 1 PA; MO;
TABLET LA
TEGRETOL XR 3 MO vigadrone 1 PA; LA
tiagabine 1 MO VIGAFYDE 3 PA; LA
TOPAMAX 3 PA; MO VIMPAT ORAL 3 MO; QL
topiramate oral 1 PA; MO SOLUTION Eil 200 per 30
capsule, sprinkle 15 ays)
mg, 25 mg VIMPAT ORAL 3 MO; QL (60
TOPIRAMATE 3 PA:MO ?AOBLET 21(?(? MG, per 30 days)
ORAL CAPSULE, >0 MG, 200 MG
SPRINKLE 50 MG VIMPAT ORAL 3 MO; QL
topiramate oral 1 PA; MO TABLET 50 MG Ell 20 per 30
capsule,extended ays)
release 24hr XCOPRI 3 MO; QL (56
topiramate oral 1 PA; MO MAINTENANCE per 28 days)
. PACK
capsule,sprinkle,er
24hr XCOPRI ORAL 3 MO; QL (30
topiramate oral 1 PA; MO ;?f/{IE}EZ 01 g/([) (1}\/1 G, per 30 days)
solution ’
: ) XCOPRI ORAL 3 MO; QL (60
t t / 1 PA; MO ’
e : TABLET 150 MG, per 30 days)
200 MG
TRILEPTAL 3 MO
XCOPRI 3 MO; QL (28
TROKENDI XR 3 PA; MO TITRATION PACK per 180
valproic acid 1 MO days)
valproic acid (as 1 MO ZARONTIN 3 MO
sodium salt) oral ZONEGRAN ORAL 3 PA; MO
solution 250 mg/5 ml CAPSULE 100 MG,
valproic acid (as 1 M 25 MG
sodium salt) oral ZONISADE 3 PA; MO
solution 250 mg/5 ml ) i '
(5 ml), 500 mg/10 ml zonisamide 1 PA; MO
(10 ml) ZTALMY 3 PA; LA; QL
VALTOCO 2 PA;MO; 511 100 per 30
QL (10 per ays)
30 days)

Note: 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 ix. 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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ANTIPARKINSO GOCOVRI ORAL 3 PA; QL (60
NISM AGENTS CAPSULE,EXTEN per 30 days)
vy DED RELEASE
LA; QL (90
per 30 days) GOCOVRI ORAL 3 PA; QL (30
) CAPSULE,EXTEN per 30 days)
apomorphine 1 PA; QL (90 DED RELEASE
per 30 days) 24HR 68.5 MG
AZILECT 3 MO INBRIJA 2 PAQL
benztropine oral 1 PA; MO INHALATION (300 per 30
bromocriptine oral 1 CAPSULE, days)
capsule W/INHALATION
P DEVICE
ipti 1 M
bromocriptine oral (0] LODOSYN 3 MO
tablet
carbidopa 1 MO NEUPRO ¢ MO
CARBIDOPA- 3 MO NOURIANZ .
LEVODOPA ORAL » QL (
CAPSULE, per 30 days)
EXTENDED ONAPGO 3 PA; LA
RELEASE ONGENTYS 3 MO; QL (30
carbidopa-levodopa 1 MO per 30 days)
oral tablet PARLODEL 3
carbidopa-levodopa 1 MO pramipexole 1 MO
oral tablet extended
release rasagiline 1 MO
carbidopa-levodopa 1 MO ropinirole 1 MO
oral RYTARY 3 MO
tablet,disint ti
aplendismniesTanng selegiline hcl 1 MO
bidopa-levodopa- 1 MO
P erodord SINEMET ORAL 3 MO
P TABLET 10-100
CREXONT 3 MO MG, 25-100 MG
DHIVY 3 MO TASMAR ORAL 3 PA; MO
DUOPA 3 PA; MO TABLET 100 MG
trihexyphenidyl 1 MO
VYALEV 3 MO; M

Note: 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 ix. 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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XADAGO 3 MO; M EMGALITY 3 PA; MO;
: SUBCUTANEOUS QL (3 per
ZELAPAR 3 PA; MO
SYRINGE 300 30 days)
MIGRAINE / MG/3 ML (100
CLUSTER MG/ML X 3)
HIEADA(CING ERGOMAR 3
THERAPY
ergotamine-caffeine 1 MO
AIMOVIG 2 PA; MO; :
AUTOINJECTOR QL (1 per frovatriptan I MO; QL (27
30 days) per 28 days)
AJOVY 3 PA: MO: IMITREX ORAL 3 MO; QL (18
30 days) IMITREX ORAL 3 QL (18 per
QL (1.5 per MG
30 days) IMITREX 3 MO; QL (8
almotriptan malate 1 MO; QL (16 STATDOSE per 28 days)
per 28 days) SUBCUTANEOUS
PEN INJECTOR 4
BREKIYA 3 ST; QL (24 MG/0.5 ML
per 28 days)
IMITREX 3 MO; QL (8
CAFERGOT 3 STATDOSE per 28 days)
dihydroergotamine 1 QL (8 per REFILL
nasal 28 days) SUBCUTANEOUS
: CARTRIDGE 6
eletriptan 1 MO; QL (18 MG/0.5 ML
per 28 days)
. MAXALT ORAL 3 MO; QL (24
ELYXYB PA; MO TABLET 10 MG per 28 days)
EMGALITY PEN e P?f 1;’10; MAXALT-MLT 3 MO;QL (24
??0 d( per ORAL per 28 days)
ays) TABLET,DISINTE
EMGALITY 2 PA; MO; GRATING 10 MG
SUBCUTANEOUS QL (2 per . ; 1 MO
SYRINGE 120 30 days) meerso
MG/ML naratriptan 1 MO; QL (18
per 28 days)
NURTEC ODT 2 PA; QL (16
per 30 days)

Note: 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 ix. To confirm your plan’s specific coverage, contact Customer Service at (866) 264-4676 or
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ONZETRA XSAIL 3 MO; QL (32 UBRELVY 2 PA; QL (20
per 28 days) per 30 days)
QULIPTA 2 PA; MO; VYEPTI 3 M
QL d(30 per ZAVZPRET 3 PA; MO;
30 days) QL (6 per
RELPAX 3 MO;QL(18 28 days)
per 28 days) ZEMBRACE 3 MO:QL (@8
REYVOW ORAL 3 PA; QL (16 SYMTOUCH per 28 days)
REYVOW ORAL 3 PA; QL (8 NASAL per 28 days)
TABLET 50 MG per 30 days) SPRAY,NON-
rizatriptan 1 MO;QL (24 AEROSOL 2.5 MG
per 28 days) zolmitriptan nasal 1 MO; QL (18
sumatriptan 1 MO:; QL (18 spray,non-aerosol 5 per 28 days)
per 28 days) ng
sumatriptan 1 MO: QL (18 zolmitriptan oral 1 MO; QL (18
succinate oral per 28 days) per 28 days)
sumatriptan 1 MO; QL (8 ZOMIG 3 Moégg{ (18
succinate per 28 days) per ays)
subcutaneous pen MISCELLANEO
injector 6 mg/0.5 ml UsS
sumatriptan 1 MO; QL (8 NEUROLOGICA
succinate per 28 days) L THERAPY
subcutaneous AMONDYS-45 3 0M
solution
, AMPYRA 3 PA;MO;
sumatriptan- 1 MO; QL (18 LA: QL (60
naproxen per 28 days) per 30 days)
SYMBRAVO 3 ST; MO; QL AMVUTTRA 3 MO: M
(9 per 28
days) ARICEPT 3 MO
TOSYMRA 3 MO; QL (24 AUBAGIO 3 PA; MO;
per 28 days) QLd(30 per
30
TREXIMET 3 MO:;QL(18 ays)
per 28 days) AUSTEDO ORAL 2 PA;MO;
A 3 ST-OL (12 TABLET 12 MG, 9 QL (120 per
TRUDHES QL ( MG 30 days)

per 28 days)

Note: 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 ix. 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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AUSTEDO ORAL 2 PA; MO; cladribine(multiple 1 PA; QL (36
TABLET 6 MG QL (60 per sclerosis) oral tablet per 720
30 days) 10 mg (9 pack) days)
AUSTEDO XR 2 PA; MO; COPAXONE 3 PA; MO;
QL (30 per SUBCUTANEOUS QL (30 per
30 days) SYRINGE 20 30 days)
AUSTEDO XR 2 PA;MO; MG/ML
TITRATION QL (28 per COPAXONE 3 PA; MO;
KT(WK1-4) ORAL 180 days) SUBCUTANEOUS QL (12 per
TABLET, EXT REL SYRINGE 40 28 days)
24HR DOSE PACK MG/ML
12-18-24-30 MG dalfampridine 1 PA; MO;
BAFIERTAM 3 PA; MO; QL (60 per
QL (120 per 30 days)
30 days) DAYBUE 3 PAJLA
BRIUMVI 3 MOM DAYBUE STIX 3 PAJLA
cladribine(multiple 1 PA; MO; M; dichloroh i 1 PA: MO
sclerosis) oral tablet QL (36 per renforphendaniee ’
10 mg 720 days) dimethyl fumarate 1 PA; MO;

. ) ' oral capsule,delayed QL (56 per
cladrlb%ne(multzple 1 PA; QL (40 release(dr/ec) 120 28 days)
sclerosis) oral tablet per 720 mg
10 mg (10 pack) days)

. . ' dimethyl fumarate 1 PA; MO;
clclzdrlb{ne(mulltzp blf 1 PA; %IO“ (16 oral capsule,delayed QL (120 per
sclerosis) oral tablet per 7 release(dr/ec) 120 180 days)
10 mg (4 pack) days) mg (14)- 240 mg
cladribine(multiple 1 PA; QL (20 (46)

;cbleroszi) ora]i tablet ger 720 dimethyl fumarate 1 PA: MO:
mg (5 pack) ays) oral capsule,delayed QL (60 per

cladribine(multiple 1 PA; QL (24 release(dr/ec) 240 30 days)

sclerosis) oral tablet per 720 mg

10 mg (6 pack) days) donepezil 1 MO

clclzdrib{'ne(mulltzpbl; 1 PA;7(§I(; (28 edaravone 1 M

sclerosis) oral tablet per intravenous solution

10 mg (7 pack) days) 30 mg/100 ml

clclzdrib{'ne(mulltzpbli 1 PA; (%L (32 EVRYSDI ORAL 3 PA: MO:

sclerosis) oral tablet per 720 RECON SOLN LA: QL

10 mg (8 pack) days) (240 per 30

days)

Note: 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 ix. 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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EVRYSDI ORAL 3 PA; MO; INGREZZA 2 PA; LA; QL
TABLET LA; QL (30 (30 per 30
per 30 days) days)
EXELON PATCH 3 MO INGREZZA 2 PA; LA; QL
INITIATION (28 per 180
EXONDYS-51 3 M
PK(TARDIV) days)
limod 1 PA; MO;
Jingolimo OL (30 per INGREZZA 2 PA:LA:QL
30 days) SPRINKLE (30 per 30
days)
FIRDAPSE 3 PA; LA
KESIMPTA PEN 2 PA; MO;
galantamine 1 MO QL (1.6 per
GILENYA ORAL 3 PA; QL (30 28 days)
CAPSULE 0.25 MG per 30 days) KEVEYIS 3 PA
GILENYA ORAL 3 PA; MO; KISUNLA 3 MO; M
CAPSULE 0.5 MG L (30
(320 d(aysf . LEMTRADA 3 MO;M
glatiramer 1 PA; MO; LEQEMBI 3 M
subcutaneous QL (30 per LEQEMBI IQLIK 3 PA
syringe 20 mg/ml 30 days) SUBCUTANEOUS
glatiramer 1 PA; MO; 3A6[(J)T1\(/?(-}I/I\1U§§["£OR
subcutaneous QL (12 per :
syringe 40 mg/ml 28 days) LEQEMBI IQLIK 2 M
SUBCUTANEOUS
glatopa 1 PA; MO;
subcutaneous QL (30 per SA(}{)jﬁéEJfﬁ{OR
syringe 20 mg/ml 30 days) : (
250MG/1.25MLX2)
glatopa 1 PA; MO; . .
subcutaneous QL (12 per ?:];/L%\}Cl}ﬁgﬁm 3 E‘:’ MI?’ 4
syringe 40 mg/ml 28 days) ) ’7(220 (40
per
HORIZANT ORAL 3 PA; MO; days)
TABLET QL (30 per
EXTENDED 30 days) MAVENCLAD (4 3 PA; MO;
per 720
HORIZANT ORAL 3 PA; MO; days)
TABLET QL (60 per
EXTENDED 30 days) MAVENCLAD (5 3 PA; MO;
RELEASE 600 MG TABLET PACK) LA; QL (20
per 720
days)

Note: 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
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MAVENCLAD (6 3 PA; MO; NAMZARIC ORAL 3 PA; MO
TABLET PACK) LA; QL (24 CAPSULE,SPRINK

per 720 LE,ER 24HR

days) NUEDEXTA 3 PA:MO
MAVENCLAD (7 3 PA; MO;

» VL NULIBRY 3 M

TABLET PACK) LA; QL (28

per 720 OCREVUS 3 MO; M

days) OCREVUS 3 MO; M
MAVENCLAD (8 3 PA; MO; ZUNOVO
TABLET PACK) LA; QL (32 ONPATTRO 3 MO; M

720

gz;s) ormalvi 1 PA
MAVENCLAD (9 3 PA;MO; PONVORY 3 PAMO;
TABLET PACK) LA; QL (36 QL d(30 per

per 720 30 days)

days) PONVORY 14- 3 PA; MO;
MAYZENT ORAL 3 PA;MO; ?ﬁgKSTARTER %LO (;4 per
TABLET 0.25 MG QL (120 per ays)

30 days) RADICAVA M
MAYZENT ORAL 3 PA; MO; RADICAVA ORS 2 PA; MO; M
E/I”E}BLET 1 MG, 2 ng@O per RADICAVA ORS 2 PA;MO

0 days) STARTER KIT
MAYZENT 3 PA; MO; SUSP
STARTER(FOR QL (7 per astiomi 1 MO
IMG MAINT) 180 days) rvasnemne
MAYZENT 3 PA; MO: rivastigmine tartrate 1 MO
STARTER(FOR QL (12 per SKYCLARYS 3 PA; LA
2MG MAINT) 180 days) TASCENSO ODT 3 PA; MO;
memantine oral 1 PA; MO QL (30 per
capsule,sprinkle,er 30 days)
24hr TECFIDERA ORAL 3 PA; MO;
memantine oral 1 PA; MO CAPSULE,DELAY LA; QL (56
solution ED per 28 days)
RELEASE(DR/E
memantine oral 1 PA; MO SE( ©)
120 MG

tablet
memantine- 1 PA; MO
donepezil
MIPLYFFA 3 PA; LA

Note: 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
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TECFIDERA ORAL 3 PA; MO; XENAZINE ORAL 3 PA; MO;
CAPSULE,DELAY LA; QL TABLET 12.5 MG LA; QL
ED (120 per 180 (240 per 30
RELEASE(DR/EC) days) days)
11\/%8, 1\3(6} (14)- 240 XENAZINEORAL 3 PA; MO;
(46) TABLET 25 MG LA; QL
TECFIDERA ORAL PA; MO; (120 per 30
CAPSULE,DELAY LA; QL (60 days)
ED per 30 days) ZEPOSIA 2 PA;MO:
RELEASE(DR/E ’ ;
240 MGS (PREO) QL (30 per
30 days)
teriflunomide Pi; 1;/{)0; ZEPOSIA 2 PA; MO:
?0 d( per STARTER KIT (28- QL (28 per
ays) DAY) 180 days)
tetrabenazine oral PA; MO;
’ ’ ZEPOSIA 2 PA; MO;
tablet 12.5 mg ?&(1(240 per STARTER PACK QL (7 per
ays) (7-DAY) 180 days)
tetrabenazine oral PA; MO;
> > ZUNVEYL 3 MO
tablet 25 mg QL (120 per
30 days) MUSCLE
TYRUKO PA; MO; M; RELAXANTS /
QL (15 per ANTISPASMODI
28 days) C THERAPY
TYSABRI MO; M AMRIX 3 PA; MO
VILTEPSO M baclofen intrathecal 1 M
solution
VUMERITY PA; MO;
QL (120 per baclofen intrathecal 1 M
30 days) syringe
VYONDYS-53 M baclofen oral 1 MO
luti
WAINUA PA; LA: QL sotution
SUBCUTANEOUS (0.8 per 28 baclofen oral 1 MO
AUTO-INJECTOR days) suspension
WAINUA M baclofen oral tablet 1 MO
SUBCUTANEOUS carisoprodol 1 PA; MO
SYRINGE
chlorzoxazone oral 1 PA

tablet 250 mg

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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chlorzoxazone oral 1 PA; MO orphenadrine-asa- 1 PA
tablet 375 mg, 500 caffeine oral tablet
mg, 750 mg 25-385-30 mg
cyclobenzaprine 1 PA; MO OZOBAX DS 3
DANTRIUM ORAL 3 MO pyridostigmine 1 MO
CAPSULE 25 MG bromide oral syrup
dantrolene oral 1 MO PYRIDOSTIGMINE 3 MO
FEXMID 3 PA BROMIDE ORAL
TABLET 30 MG
FLEQSUVY 3 MO
Q pyridostigmine 1 MO
GABLOFEN 3 M bromide oral tablet
IMAAVY 3 MO; M 60 mg
LIORESAL 2 M pyridostigmine 1 MO
b ) MO bromide oral tablet
meprobamate extended release 180
MESTINON ORAL 3 MO mg
MESTINON 3 MO RYSTIGGO 3 M
TIMESPAN SOMA 3 PA;MO
metaxalone oral 1 PA; MO
’ tanl 1 PA
tablet 400 mg, 800 antor
mg tizanidine oral 1 MO
2
METAXALONE 3 PA;MO P ;”Ie mg. 4 mg,
ORAL TABLET
640 MG TIZANIDINE 3
RAL CAPSULE
methocarbamol oral 1 PA 1(\)/[(} CAPSULE 8
tablet 1,000 mg y bl
} idi I t 1 M
methocarbamol oral 1 PA; MO Hizanidine oral labie ©
tablet 500 mg, 750 TONMYA 3 PA; MO
mg VYVGART 3 MO; M
NORGESIC 3 PA VYVGART 3 PA; MO;
NORGESIC FORTE 3 PA HYTRULO LA;M
SUBCUTANEOUS
ONTRALFY 3 MO SOLUTION
orphenadrine citrate 1 PA; MO VYVGART 3 PA: MO:
oral HYTRULO LA
SUBCUTANEOUS
SYRINGE

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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ZANAFLEX 3 MO butalbital- MO; QL
ZILBRYSQ 3 PA: LA acetaminophen El 1 80)per 30
ays
iﬁiﬁglgfcs butalbital- MO; QL
acetaminophen-caff (180 per 30
acetaminophen- 1 MO; QL oral capsule days)
codeine oral solution (4500 per 30 butalbital- MO: QL
120-12 mg/5 mi days) acetaminophen-caff’ (180 per 30
acetaminophen- 1 MO; QL oral tablet days)
codeine oral tablet (360 per 30 butalbital-aspirin- MO:; QL
300-15 mg, 300-30 days) caffeine oral capsule (180 per 30
mng days)
acetaminophen- 1 MO; QL BUTRANS PA: MO:
codeine oral tablet (180 per 30 QL’ (4 pe’r
300-60 mg days) 28 days)
ALLZITAL 3 QL (360 per codeine sulfate QL (180 per
30 days) 30 days)
ascomp with codeine 1 MO; QL codeine-butalbital- MO; QL
(180 per 30 asa-caff (180 per 30
days) days)
BELBUCA 3 PA;MO; DEMEROL (PF)
QL (60 per INJECTION
30 days) SYRINGE 25
BRIXADI 3 MO; M MG/ML
buprenorphine hcl 1 MO DEMEROL
sublingual INJECTION
buprenorphine 1 PA; MO; DILAUDID ORAL QL (2400
transdermal patch QL (4 per LIQUID per 30 days)
28 days) DILAUDID ORAL QL (180 per
butalbital- 1 MO; QL TABLET 30 days)
acetaminop-caf-cod (360 per 30 fentanyl PA; QL (10
oral capsule 50-300- days) D or 30 days)
40-30 mg
; FIORICET MO; QL
butalbital- 1 MO; QL (180 per 30
acetaminop-caf-cod (180 per 30 days)
oral capsule 50-325- days)

40-30 mg

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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hydrocodone 1 PA; QL (90 HYSINGLA ER PA; QL (60
bitartrate, oral only, per 30 days) ORAL per 30 days)
er 12hr TABLET,ORAL
hydrocodone 1 PA; QL (60 I?III\{HEE)((’)E;/[(E}%]SL%‘
bitartrate, oral per 30 days) ’
only,ext.rel.24 hr MG, 30 MG, 40
MG, 60 MG, 80 MG
hydrocodone- 1 QL (6000
acetaminophen oral per 30 days) levorphanol tartrate ;QJJ d(120 per
solution 10-300 ays)
mg/15 ml meperidine (pf)
hydrocodone- 1 QL (5550 injection solution
. 100 mg/ml, 25

acetaminophen oral per 30 days) il 50 meriml
solution 7.5-325 mg/ml, 50 mg/m
mg/15 ml meperidine oral QL (1200
hydrocodone- 1 QL (390 per solution per 30 days)
acetaminophen oral 30 days) meperidine oral QL (240 per
tablet 10-300 mg, 5- tablet 50 mg 30 days)
300 mg, 7.5-300 mg methadone oral PA; QL
hydrocodone- 1 QL (360 per solution 10 mg/5 ml (600 per 30
acetaminophen oral 30 days) days)
Za?l§g§0-3255n;% s methadone oral PA; QL

T 75 gnég; ) solution 5 mg/5 ml (1200 per 30
mg, /.0-320 mg days)
h[f drocodone- ! ?g‘ d(SO per methadone oral PA; QL
ibuprofen ays) tablet 10 mg (120 per 30
hydromorphone (pf) 1 days)
iy eitl(lm solultzo;a 010 methadone oral PA; QL
( " ”;) (5 ml), tablet 5 mg (240 per 30
mesm days)
;z.ydrgmorphone oral 1 QL %4(?0 morphine QL (900 per
fqut per ays) concentrate oral 30 days)
hydromorphone oral 1 QL (180 per solution
tablet 30 days) morphine oral PA; QL (60
hydromorphone oral 1 PA; QL (60 capsule, er per 30 days)
tablet extended per 30 days) multiphase 24 hr

release 24 hr

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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morphine oral 1 PA; QL (90 oxycodone- 1 QL (390 per
capsule,extend.relea per 30 days) acetaminophen oral 30 days)
se pellets 10 mg, 100 tablet 10-300 mg, 5-
mg, 20 mg, 50 mg, 300 mg, 7.5-300 mg
60 mg, 30 mg oxycodone- 1 QL (360 per
morphine oral 1 QL (900 per acetaminophen oral 30 days)
solution 30 days) tablet 10-325 mg,
morphine oral tablet 1 QL (180 per 2'5'37255 i;i2g5 3-325
30 days) ms, /.0-2<) mg
morphine oral tablet 1 PA; QL 8{&5%11\2{1?’ 3 gﬁr; 3%212(192)
tended rel 120 per 30 . Y
extendedretedse Eiays)per EXT.REL.12 HR 10
MG, 15 MG, 20
MS CONTIN ORAL 3 PA; QL MG, 30 MG, 40
TABLET (120 per 30 MG, 60 MG
EXTENDED days) _
RELEASE 15 MG, OXYCONTIN, 3 PA; QL (60
30 MG, 60 MG ORAL ONLY, per 30 days)
EXT.REL.12 HR 80
NALOCET 3 QL (390 per MG
30d
ays) oxymorphone oral 1 QL (360 per
oxycodone oral 1 QL (360 per tablet 10 mg 30 days)
l 30d
capsure ays) oxymorphone oral 1 QL (180 per
oxycodone oral 1 QL (180 per tablet 5 mg 30 days)
trat 30d
concentrate ays) oxymorphone oral 1 PA; QL (90
oxycodone oral 1 QL (1200 tablet extended per 30 days)
solution per 30 days) release 12 hr
oxycodone oral 1 QL (180 per PERCOCET ORAL 3 QL (360 per
tablet 10 mg, 15 mg, 30 days) TABLET 10-325 30 days)
20 mg, 30 mg MG, 5-325 MG, 7.5-
oxycodone oral 1 QL (360 per 325 MG
tablet 5 mg 30 days) PROLATE ORAL 3 MO; QL
OXYCODONE 3 QL (180 per SOLUTION (2000 per 30
ORAL TABLET, 30 days) days)
ORAL ONLY 10 prolate oral tablet 1 QL (390 per
OXYCODONE 3 QL (360 per ROXICODONE 3 QL (180 per
ORAL TABLET, 30 days) ORAL TABLET 15 30 days)
ORAL ONLY 5 MG MG, 30 MG

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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ROXYBOND 3 QL (180 per diclofenac potassium 1 MO
ORAL TABLET, 30 days) oral capsule
ORAL ONLY;)?\/IG diclofenac potassium 1 MO; QL (9
MG, 15 MG, oral powder in per 30 days)
ROXYBOND 3 QL (360 per packet
ORAL TABLET, 30 days) diclofenac potassium 1 MO
ORAL ONLY 5 MG oral tablet
SUBLOCADE 3 MO; M diclofenac sodium 1 MO
tencon 1 QL (180 per oral
30 days) diclofenac sodium 1 PA; MO;
XTAMPZA ER 3 PA; QL (90 topical drops QL (300 per
per 30 days) 28 days)
NON- diclofenac sodium 1 PA; MO;
NARCOTIC topical solution in QL (224 per
ANALGESICS metered-dose pump 28 days)
ARTHROTEC 50 3 ST;MO diclofenac- B MO
misoprostol
ARTHROTEC 75 3 ST; MO
diflunisal 1 MO
buprenorphine- 1 MO
naloxone DOLOBID 3 ST
butorphanol nasal 1 MO; QL (10 etodolac 1 MO
per 28 days) fenoprofen oral 1
CAMBIA 3 ST; MO; QL capsule 200 mg, 400
(9 per 30 mg
days) fenoprofen oral 1 M
CELEBREX ORAL 3 i
CAPSULE 100 MG, FENOPRON 3 ST
400 MG, 50 MG FLECTOR 3 PA; MO;
CELEBREX ORAL 3 M QL (60 per
CAPSULE 200 MG 30 days)
celecoxib 1 MO [flurbiprofen oral 1 MO
CONZIP 3 PA;MO; tablet 100 mg
QL (30 per ibu oral tablet 400 1 MO; M
30 days) mg
DICLOFENAC 3 PA; QL (60 ibu oral tablet 600 1 MO
EPOLAMINE per 30 days) mg, 800 mg

Note: 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
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ibuprofen oral 1 MO meloxicam oral 1 MO; QL (30
suspension tablet per 30 days)
ibuprofen oral tablet 1 MO meloxicam 1 MO; QL (30
300 mg, 400 mg, 8§00 submicronized per 30 days)
ns nabumetone 1 MO
ibuprofen oral tablet 1 NALFON ORAL 3 M
600 mg TABLET
ibuprofen-famotidine 1 MO naloxone injection 1
INDOCIN 3 MO solution
indomethacin oral 1 MO naloxone injection 1
indomethacin rectal 1 MO syringe
suppository 50 mg naltrexone 1 MO
JOURNAVX 2 MO; QL (30 NAPRELAN CR 3 ST; MO; M
per 90 days) ORAL TABLET,
ER MULTIPHASE
ketoprofen oral 1
capsule 24 HR 375 MG
NAPRELAN CR 3 ST; M
ketoprofen oral 1 MO ’
i AT
llets 24 hr 200
Perers 4% Ar 77 e 24 HR 500 MG
ketorolac oral 1
naproxen 1 MO
KLOXXADO 3 MO
naproxen sodium 1 MO
LICART 3 PA; MO; oral tablet 275 mg,
QL (30 per 550 mg
30d
ays) naproxen sodium 1 MO
TABLET multiphase 24 hr
lofena 1 naproxen- 1 MO
lofexidine 1 PA; MO esomeprazole
lurbiro 1 NUCYNTA ER 3 PA; QL (60
30d
meclofenamate 1 MO pet ays)
e acid ) MO NUCYNTA ORAL 3 QL (181 per
mefenamic aci TABLET 100 MG 30 days)
g&SXICAM 3 gTL (1\348?); M; NUCYNTA ORAL 3 QL (362 per
per TABLET 50 MG 30d
SUSPENSION 30 days) ays)

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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NUCYNTA ORAL 3 QL (242 per TRAMADOL 3 PA; MO;
TABLET 75 MG 30 days) ORAL QL (30 per
CAPSULE,ER 30 days)
OPVEE 3 MO ’
BIPHASE 24 HR
ORUDIS 3 ST 17-83
oxaprozin oral tablet 1 MO TRAMADOL 3 PA; MO:;
pentazocine- 1 MO; QL ORAL QL (30 per
naloxone (325 per 30 CAPSULE,ER 30 days)
days) BIPHASE 24 HR
. 25-75 100 MG, 200
piroxicam 1 MO MG
RELAFEN DS 3 ST; MO tramadol oral tablet 1 MO; QL
salsalate 1 MO; M 100 mg (120 per 30
SPRIX 3 ST days)
TRAMADOL 3 MO; QL
SUBOXONE 3 MO ’
ORAL TABLET 25 (120 per 30
sulindac 1 MO MG, 75 MG days)
tapentadol oral 1 QL (181 per tramadol oral tablet 1 MO; QL
tablet 100 mg 30 days) 50 mg (240 per 30
tapentadol oral 1 QL (362 per days)
tablet 50 mg 30 days) tramadol oral tablet 1 PA; MO;
tapentadol oral 1 QL (242 per extended release 24 QL (30 per
tablet 75 mg 30 days) hr 30 days)
TAPENTADOL 3 PA; QL (60 tramadol- 1 MO; QL
ORAL TABLET per 30 days) acetaminophen (240 per 30
EXTENDED days)
RELEASE 12 HR VIVITROL 3 MO
TOLECTIN 600 3 ST VIVLODEX 3 MO; M
tolectin ds 1 VYSCOXA 3 ST;MO
tolmetin oral capsule 1 ZIPSOR 3 ST; MO
tolmetin oral tablet 1 M 7ZUBSOLV 3 MO
2
00 mg ZURNAI 3
tolmeti [ tablet 1
60021;;" orattavte ZYBIC 3 ST;M; QL
(300 per 30
days)

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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PSYCHOTHERA AMBIEN CR 3 MO:; QL (30
PEUTIC DRUGS per 30 days)
ABILIFY 2 MO; QL amitriptyline 1 MO
ASIMTUFII (2.4 per 56 amitriptyline- MO; M
INTRAMUSCULA days) chlordiazepoxide
R :
SUSPENSION,EXT amoxapine T MO
ENDED REL amphetamine 1 MO
SYRING 720 amphetamine sulfate 1 PA; MO
MG/2.4 ML
ANAFRANIL 3 MO
ABILIFY 2 MO; QL
ASIMTUFII (3.2 per 56 APLENZIN 3 MO; QL (30
INTRAMUSCULA days) per 30 days)
R APTENSIO XR 3 MO; M
SUSPENSION,EXT T
ENDED REL arlplprazole oral 1 MO
SYRING 960 solution
MG/3.2 ML aripiprazole oral 1 MO; QL (30
ABILIFY 2 MO: QL (1 tablet per 30 days)
MAINTENA per 28 days) aripiprazole oral 1 MO; QL (60
ABILIEY MYCITE 3 M tablet,disintegrating per 30 days)
MAINTENANCE ARISTADA INITIO 2 MO; QL
KIT (2.4 per 180
ABILIFY ORAL 3 MO; QL (30 days)
TABLET per 30 days) ARISTADA 2 MO; QL
ADDERALL ORAL 3 MO:M g‘ITRAMUSCULA 5132‘-981;’“ 56
TABLET 10 MG Y
12.5MG. 15 MG’ 30 SUSPENSION,EXT
MG ’ ’ ENDED REL
SYRING 1,064
ADDERALL ORAL 3 MO MG/3.9 ML
TABLET 20 MG, 5
MG. 7.5 MG ’ ARISTADA 2 MO; QL
- INTRAMUSCULA (1.6 per 28
ADDERALL XR 3 ST; MO R days)
ADZENYS XR- 3 ST; MO SUSPENSION,EXT
ODT ENDED REL
SYRING 441
AMBIEN 3 QL (30 per MG/1.6 ML
30 days)

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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ARISTADA MO; QL AUVELITY ORAL 3 QL (51 per
INTRAMUSCULA (2.4 per 28 TABLET,IR ER 180 days)
R days) BIPHASIC,DOSEP
SUSPENSION,EXT ACK
ENDED REL
AZSTARY T; M
SYRING 662 > 5 ST MO
MG/2.4 ML BELSOMRA 2 PA; QL (30
30d
ARISTADA MO; QL per 30 days)
INTRAMUSCULA (3.2 per 28 BUCAPSOL ORAL 3
R days) CAPSULE 10 MG,
SUSPENSION,EXT 15 MG, 7.5 MG
ENDED REL BUCAPSOL ORAL 3 M
SYRING 882 CAPSULE 5 MG
MG/3.2 ML
bupropion hcl oral 1 MO
armodafinil PA; MO; tablet
L (30
?0 d(ays)p “ bupropion hcl oral 1 MO; QL (90
tablet extended per 30 days)
ARYNTA ST; MO release 24 hr 150 mg
asenapine maleate MO:; QL (60 bupropion hcl oral 1 MO; QL (30
per 30 days) tablet extended per 30 days)
ATIVAN ORAL PA; MO; release 24 hr 300 mg
TABLET 0.5 MG, 1 QL (90 per BUPROPION HCL 3 MO; QL (30
MG 30 days) ORAL TABLET per 30 days)
ATIVAN ORAL PA; MO; EXTENDED
TABLET 2 MG QL (150 per RELEASE 24 HR
30 days) 450 MG
atomoxetine oral MO; QL (60 bupropion }{Cl oral 1 MO; QL (60
capsule 10 mg, 18 per 30 days) tablet sustained- per 30 days)
mg, 25 mg, 40 mg release 12 hr
atomoxetine oral MO:; QL (30 buspirone oral tablet 1 MO
capsule 100 mg, 60 per 30 days) 10 mg, 30 mg, 5 mg,
mg, 80 mg 7.5 mg
ATOMOXETINE M BUSPIRONE 3 M
ORAL SOLUTION ORAL TABLET
ATONCY MO: M 12.5 MG, 2.5 MG
buspi [ tablet 1 MO; M
AUVELITY ORAL QL (60 per sy gone orattanie ’
TABLET, IR AND 30 days)
ER, BIPHASIC BYSANTI 3 M

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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CAPLYTA 2 MO; QL (30 DAYTRANA ST
per 30 days) DAYVIGO PA; MO;
CELEXA ORAL 3 MO; QL (30 QL (30 per
TABLET per 30 days) 30 days)
chlorpromazine oral 1 MO desipramine MO
citalopram oral 1 MO; QL (30 DESVENLAFAXIN MO; QL
capsule per 30 days) E ORAL TABLET (120 per 30
. EXTENDED days)
tal / 1 MO
Ao RELEASE 24 HR
100 MG
ital, / 1 MO; QL (30
AT per 3 (? da(ys) DESVENLAFAXIN MO; QL (30
E ORAL TABLET per 30 days)
clomipramine 1 MO EXTENDED
clonidine hcl oral 1 MO RELEASE 24 HR
tablet extended 50 MG
release 12 hr desvenlafaxine MO; QL (30
clorazepate 1 PA; MO; succinate per 30 days)
dipotassium oral QL (180 per DEXEDRINE ST; MO
tablet 15 mg 30 days) SPANSULE ORAL
clorazepate 1 PA; MO; CAPSULE,
dipotassium oral QL (90 per EXTENDED
tablet 3.75 mg 30 days) RELEASE 10 MG
clorazepate 1 PA; MO; DEXEDRINE MO; M
dipotassium oral QL (360 per SPANSULE ORAL
tablet 7.5 mg 30 days) CAPSULE,
p ) ) EXTENDED
clozapine RELEASE 15 MG
CLOZARIL ORAL 3 :
TABLET 100 MG, dexmethylphenidate MO
25 MG dextroamphetamine MO
' sulfate oral capsule,
COBENFY 2 MO; QL (60 extended release
per 30 days)
dext. hetami MO
COBENFY 2 MOQLGS e oral solution
STARTER PACK per 180
days) dextroamphetamine MO
sulfate oral tablet 10
CONCERTA 3 ST; MO mg, 15 mg, 20 mg,
COTEMPLA XR- 3 ST; MO 30 mg, 5 mg
ODT

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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dextroamphetamine 1 MO; M duloxetine oral 1 MO; QL (60
sulfate oral tablet capsule,delayed per 30 days)
2.5mg, 7.5 mg release(dr/ec) 20
dextroamphetamine- 1 MO mg, 30 mg, 60 mg
amphetamine duloxetine oral 1 MO; QL (30
diazepam intensol 1 PA; MO; capsule,delayed per 30 days)
QL,(240,per release(dr/ec) 40 mg
30 days) DYANAVEL XR 3 ST; MO
diazepam oral 1 PA; MO; EDLUAR 3 MO; QL (30
solution 5 mg/5 ml QL (1200 per 30 days)
(1 mg/mi) per 30 days) EFFEXOR XR 3 QL (30 per
diazepam oral tablet 1 PA; MO; ORAL 30 days)
QL (120 per CAPSULE,EXTEN
30 days) DED RELEASE
doxepin oral capsule 1 MO ﬁgR 150 MG, 37.5
d ] / 1 MO
S EFFEXOR XR 3 QL (90 per
ORAL 30 days)
doxepin oral tablet 1 MO; QL (30 CAPSULE,EXTEN
per 30 days) DED RELEASE
DRIZALMA ORAL 3 MO; QL (60 24HR 75 MG
CAPSULE, per 30 days) EMSAM ) MO
DELAYED REL ERZOFRI ST: QL
SPRINKLE 20 MG, ’
30 MG. 60 MG INTRAMUSCULA (0.75 per 28
’ R SYRINGE 117 days)
DRIZALMA ORAL 3 MO; QL (30 MG/0.75 ML
CAPSULE, per 30 days)
SPRINKLE 40 MG INTRAMUSCULA per 28 days)
R SYRINGE 156
DULOXETINE 3 MO; M MG/ML
ORAL ERZOFRI 3 ST; QL (1.5
CAPSULE,DELAY > :
ED INTRAMUSCULA per 28 days)
RELEASE(DR/EC) &E}%RHK/IGLE 234
120 MG, 80 MG, 90 =
MG ERZOFRI 3 ST; QL
INTRAMUSCULA (2.25 per 28
R SYRINGE 351 days)
MG/2.25 ML

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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ERZOFRI 3 ST; QL FANAPT 3 ST; QL (12
INTRAMUSCULA (0.25 per 28 TITRATION PACK per 180
R SYRINGE 39 days) B days)
MG/0.25 ML FANAPT 3 ST:QL (8
ERZOFRI 3 ST; QL (0.5 TITRATION PACK per 180
INTRAMUSCULA per 28 days) C days)
EE}%RH;EE 78 FETZIMA ORAL 2 QL (28 per
= CAPSULE,EXT 180 days)
ESCITALOPRAM 3 MO; QL (30 REL 24HR DOSE
OXALATE ORAL per 30 days) PACK 20 MG (2)-
CAPSULE 40 MG (26)
escitalopram oxalate 1 MO FETZIMA ORAL 2 QL (30 per
oral solution CAPSULE,EXTEN 30 days)
escitalopram oxalate 1 MO; QL (30 }DIED RELEASE 24
oral tablet per 30 days)
eszopiclone 1 MO: QL (30 fluoxetine (pmdd) 1 QL (240 per
per 30 days) oral tablet 10 mg 30 days)
EVEKEO 3 PA; MO fluoxetine (pmdd) 1 QL (120 per
oral tablet 20 mg 30 days)
EXXUA ORAL 3 ST; QL (30 ) .
TABLET per 30 days) fluoxetine oral 1 MO; QL (30
EXTENDED capsule 10 mg per 30 days)
RELEASE 24 HR fluoxetine oral 1 MO; QL
18.2 MG capsule 20 mg (120 per 30
EXXUA ORAL 3 ST;MO;QL days)
TABLET (30 per 30 fluoxetine oral 1 MO; M; QL
EXTENDED days) capsule 40 mg (60 per 30
RELEASE 24 HR days)
ggé mg’ 54.5 MG, fluoxetine oral 1 MO; QL (4
: capsule,delayed per 28 days)
EXXUA ORAL 3 ST; MO; QL release(dr/ec)
TABLET, EXT REL (32 per 180 p / 1 MO
24HR DOSE PACK days) fj;’;;f;;”e o
FANAPT 3 S6TO; MO3; (?L fluoxetine oral tablet 1 MO; QL
fi per 10 mg (240 per 30
ays) days)
FANAPT 3 ST; MO; QL fluoxetine oral tablet 1 MO; QL
TITRATION PACK (8 per 180 20 mg (120 per 30
A days) days)
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fluoxetine oral tablet 1 MO; QL (30 haloperidol 1 MO
60 mg per 30 days) haloperidol 1
fluphenazine 1 MO decanoate
decanoate intramuscular
fluphenazine hcl 1 S?lulllOI’l 100 mg/ml
injection (1m))
Sfluphenazine hcl oral 1 MO haloperidol 1 MO
decanoate
Sfluvoxamine oral 1 MO; QL (60 intramuscular
capsule,extended per 30 days) solution 100 mg/ml,
release 24hr 50 mg/ml, 50
fluvoxamine oral 1 MO; QL (90 mg/ml(1ml)
tablet 100 mg per 30 days) haloperidol lactate 1
fluvoxamine oral 1 MO; QL (30 injection
tablet 25 mg per 30 days) haloperidol lactate 1 MO
fluvoxamine oral 1 MO; QL (60 oral
tablet 50 mg per 30 days) HETLIOZ 3 PA: MO;
FOCALIN 3 MO; M QL (30 per
30d
FOCALIN XR 3 ST;MO ays)
ORAL HETLIOZ LQ 3 PA; MO;
CAPSULE,ER QL (158 per
BIPHASIC 50-50 10 30 days)
MG, 15 MG, 25 imipramine hcl 1 MO
MG, 30 MG, 35 . .
MG, 40 MG, 5 MG imipramine pamoate 1 MO
FOCALIN XR 3 ST;MO; M INTUNIV ER A MO
ORAL INVEGA 2 MO; QL
CAPSULE,ER HAFYERA (3.5 per 180
BIPHASIC 50-50 20 INTRAMUSCULA days)
MG R SYRINGE 1,092
INTRAMUSCULA INVEGA 2 MO; QL (5
R HAFYERA per 180
GEODON ORAL 3 MO; QL (60 INTRAMUSCULA days)
per 30 days) R SYRINGE 1,560
MG/5 ML
guanfacine oral 1 MO

tablet extended
release 24 hr
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INVEGA ORAL 3 MO; QL (30 INVEGA TRINZA 2 MO; QL

TABLET per 30 days) INTRAMUSCULA (1.32 per 90

EXTENDED R SYRINGE 410 days)

RELEASE 24HR 3 MG/1.32 ML

MG, 9 MG INVEGA TRINZA 2 MO;QL

INVEGA ORAL 3 MO; QL (60 INTRAMUSCULA (1.75 per 90

TABLET per 30 days) R SYRINGE 546 days)

EXTENDED MG/1.75 ML

&FE}LEASE 24HR 6 INVEGA TRINZA 2 MO;QL
INTRAMUSCULA (2.63 per 90

INVEGA 2 MO; QL R SYRINGE 819 days)

SUSTENNA (0.75 per 28 MG/2.63 ML

INTRAMUSCULA days) RNAY PM T: M

R SYRINGE 117 10 3 ST; MO

MG/0.75 ML LATUDA ORAL 3 MO; QL (30
TABLET 120 MG 30d

INVEGA 2 MO;QL(1 ’ per 30 days)
20 MG, 40 MG, 60

SUSTENNA per 28 days) MG

INTRAMUSCULA

R SYRINGE 156 LATUDA ORAL 3 MO; QL (60

MG/ML TABLET 80 MG per 30 days)

INVEGA 2 MO; QL LEXAPRO ORAL 3 QL (30 per

SUSTENNA (1.5 per 28 TABLET 30 days)

INTRAMUSCULA days) lisdexamfetamine 1 MO

R SYRINGE 234 .

MG/1.5 ML lithium carbonate 1 MO

INVEGA 2 MO: QL lithium citrate 1 MO

SUSTENNA (0.25 per 28 LITHOBID 3 MO

INTRAMUSCULA days) lorazepam intensol 1 PA; QL

R SYRINGE 39 (150 per 30

MG/0.25 ML days)

INVEGA 2 MO; QL lorazepam oral 1 PA; MO;

SUSTENNA (0.5 per 28 tablet 0.5 mg, 1 mg QL (90 per

INTRAMUSCULA days) 30 days)

R SYRINGE 78 Y

MG/0.5 ML lorazepam oral 1 PA; MO;
tablet 2 L (150

INVEGA TRINZA 2 MO;QL avietmg ?0 d(ays) pet

INTRAMUSCULA (0.88 per 90

R SYRINGE 273 days)

MG/0.88 ML
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LOREEV XR 3 PA; MO; methylphenidate hcl 1 MO
ORAL QL (30 per oral cap,er
CAPSULE,EXTEN 30 days) sprinkle,biphasic 40-
DED RELEASE 60
ﬁgR 1 MG, 1.5 methylphenidate hcl 1 MO
oral capsule, er
LOREEV XR 3 PA; MO; biphasic 30-70
ORAL QL (150 per meth .
viphenidate hcl 1 MO
CAPSULE.EXTEN 30 days) oral capsule,er
DED RELEASE biphasic 50-50
24HR 2 MG
thylphenidate hcl 1 MO
LOREEV XR 3 PA;MO; e e
ORAL QL (90 per :
CAPSULE,EXTEN 30 days) methylphenidate hcl 1 MO
DED RELEASE oral tablet
24HR 3 MG methylphenidate hcl 1 MO
loxapine succinate 1 MO oral tablet extended
release
LUMRYZ 3 PA; MO;
QL (30 per methylphenidate hcl 1
30 days) oral tablet extended
l 24hr 18
LUMRYZ 3 PA; MO; ;erfzfmg ) g m";g
STARTER PACK ggOLd(zs per (bx rating), 36 mg
ays) (bx rating), 54 mg
LUNESTA 3 MO; QL (30 (bx rating)
per 30 days) methylphenidate hcl 1 MO
lurasidone oral 1 MO; QL (30 oral tablet extended
tablet 120 mg, 20 per 30 days) release 24hr 18 mg,
mg, 40 mg, 60 mg 27 mg, 36 mg, 54
lurasidone oral 1 MO; QL (60 mg, 72 mg
tablet 80 mg per 30 days) METHYLPHENID 3 ST; MO
LYBALVI 2 MO;QL (30 IT*/IEEIECTL ORAL
per 30 days)
EXTENDED
MARPLAN 3 MO RELEASE 24HR 45
METADATE CD 3 ST; MO MG, 63 MG
methamphetamine 1 PA; MO methylphenidate hcl 1 MO
[ tablet,chewabl
METHYLINORAL 3 MO orat anrel chewante
SOLUTION
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METHYLPHENID 3 M OPIPZA ORAL 2 MO; QL (90
ATE ORAL FILM 10 MG per 30 days)
methylphenidate 1 MO OPIPZA ORAL 2 MO; QL (30
transdermal FILM 2 MG per 30 days)
mirtazapine 1 MO OPIPZA ORAL 2 MO; QL
modafinil oral tablet 1 PA; MO; FILM 5 MG Eil 80 per 30
100 mg QL (30 per ays)

30 days) paliperidone oral 1 MO; QL (30
modafinil oral tablet 1 PA; MO; tablet extended per 30 days)
200 mg QL’(60 ;;er release 24hr 1.5 mg,

30 days) 3 mg, 9 mg

lind ] | paliperidone oral 1 MO; QL (60
ZZ lle’; ]00’1 emzrc; 5 mg tablet extended per 30 days)

' release 24hr 6 mg
molindone oral 1 MO
tablet 5 mg PARNATE 3 MO
MYDAYIS 3 ST: MO paroxetine hcl oral 1 MO
’ suspension
NARDIL 3 MO
paroxetine hcl oral 1 MO; QL (30

nefazodone 1 MO tablet 10 mg, 20 mg, per 30 days)
NORPRAMIN 3 40 mg
ORAL TABLET 10 paroxetine hcl oral 1 MO; QL (60
MG, 25 MG tablet 30 mg per 30 days)
nortriptyline 1 MO paroxetine hcl oral 1 MO; QL (60
NUPLAZID 3 PA; MO; tablet extended per 30 days)

QL (30 per release 24 hr

30 days) paroxetine 1 MO; QL (30
NUVIGIL 3 PA; MO; M; mesylate(menop.sym per 30 days)

QL (30 per )

30 days) PAXIL CR 3 MO; QL (60
olanzapine 1 per 30 days)
intramuscular PAXIL ORAL 3 MO; QL (30
olanzapine oral 1 MO; QL (30 TABLET 10 MG, 20 per 30 days)

per 30 days) MG, 40 MG
ONYDA XR 3 ST; MO perphenazine 1 MO

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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perphenazine- QUETIAPINE 3 MO; QL (90
amitriptyline oral ORAL TABLET per 30 days)
tablet 2-10 mg 150 MG
perphenazine- MO quetiapine oral 1 MO; QL (60
amitriptyline oral tablet 300 mg, 400 per 30 days)
tablet 2-25 mg, 4-10 mg
mg, 4-25 mg, 4-50 quetiapine oral 1 MO; QL (30
mne tablet extended per 30 days)
PERSERIS ST; MO; QL release 24 hr 150
(1 per 30 mg, 200 mg
days) quetiapine oral 1 MO; QL (60
phenelzine MO tablet extended per 30 days)
mozid MO release 24 hr 300
prmozide mg, 400 mg, 50 mg
PRISTIQ MO; QL (30 ]
per 30 days) QUILLICHEW ER 3 ST; MO
procentra MO QUILLIVANT XR 3 ST; MO
. UVIVIQ 3 PA; MO;
triptyl MO Q > MO;
protriptyline QL (30 per
PROVIGIL ORAL MO; M 30 days)
TABLET 100 MG
RALDESY 3 ST; MO
PROVIGIL ORAL PA; MO; M; ] ) MO: OL (30
TABLET 200 MG QL (60 per ramelteon s QL (
30 days) per 30 days)
PROZAC ORAL M RELEXXII 3 ST; MO
CAPSULE 20 MG, REMERON ORAL 3 MO
40 MG TABLET 15 MG, 30
QELBREE ORAL ST; QL (30 MG
CAPSULE,EXTEN per 30 days) REMERON 3 MO
DED RELEASE SOLTAB
i/‘[‘HR 100 MG, 150 REXULTI ORAL 2 MO; QL (30
G TABLET per 30 days)
QELBREE ORAL ST; QL (60 RISPERDAL 3 MO: QL (2
CAPSULE,EXTEN per 30 days) CONSTA per 28 days)
DED RELEASE
24HR 200 MG RISPERDAL ORAL 3 MO
SOLUTION
quetiapine oral MO; QL (90
tablet 100 mg, 200 per 30 days)

mg, 25 mg, 50 mg
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RISPERDAL ORAL 3 MO:; QL (60 RITALIN ORAL 3 MO; M
TABLET 0.5 MG, 1 per 30 days) TABLET 5 MG
MG, 2 MG, 3 MG ROZEREM 3 MO; QL (30
RISPERDAL ORAL 3 MO; QL per 30 days)

days) INTRAMUSCULA (2 per 28
risperidone 1 QL (2 per R days)
microspheres 28 days) SUSPENSION,EXT
intramuscular ENDED REL
suspension,extended RECON 25 MG/2
rel recon 12.5 mg/2 ML
ml, 25 mg/2 ml RYKINDO 3 M
risperidone 1 MO; QL (2 INTRAMUSCULA
microspheres per 28 days) R
intramuscular SUSPENSION,EXT
suspension,extended ENDED REL
rel recon 37.5 mg/2 RECON 37.5 MG/2
ml, 50 mg/2 ml ML, 50 MG/2 ML
risperidone oral 1 MO SAPHRIS 3 MO; QL (60
solution per 30 days)
risperidone oral 1 MO; QL (60 SECUADO 3 MO; QL (30
tablet 0.25 mg, 0.5 per 30 days) per 30 days)
mg, 1 mg, 2mg, 3 SEROQUEL ORAL 3  MO; M; QL
mg TABLET 100 MG, (90 per 30
risperidone oral 1 MO; QL 200 MG, 25 MG, 50 days)
tablet 4 mg (120 per 30 MG
days) SEROQUEL ORAL 3  MO; M; QL

risperidone oral 1 MO; QL (60 TABLET 300 MG (60 per 30
tablet,disintegrating per 30 days) days)
0.2 s 0-35 mg, 1 SEROQUELORAL 3  MO;M
ms, < ms, > mg TABLET 400 MG
risperidone oral 1 MO; QL SEROQUEL XR 3 MO: M: QL
tablet,disintegrating Eil 20 per 30 ORAL TABLET (30 per 30
4 mg ays) EXTENDED days)
RITALIN ORAL 3 MO RELEASE 24 HR
TABLET 10 MG, 20 150 MG

MG

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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SEROQUEL XR 3 MO; QL (30 SPRAVATO 3 MO; M
ORAL TABLET per 30 days) NASAL
EXTENDED SPRAY,NON-
RELEASE 24 HR AEROSOL 56 MG
200 MG 28 MG X 2), 84
SEROQUEL XR 3 MO: QL (60 MG 28 MG X 3)
ORAL TABLET per 30 days) STRATTERA 3 M
EXTENDED ORAL CAPSULE
RELEASE 24 HR 100 MG, 25 MG, 80
300 MG MG
SEROQUEL XR 3 MO; M; QL STRATTERA 3 MO; M
ORAL TABLET (60 per 30 ORAL CAPSULE
EXTENDED days) 18 MG
?&Lﬁ‘éﬁ 24 HR SUNOSI 3 PA:;QL (30
per 30 days)
SEROQUEL XR 3 MO:M tasimelteon 1 PA; MO;
ORAL TABLET QL (30 per
EXTENDED 30 days)
RELEASE 24 HR Y
50 MG thioridazine 1 MO
sertraline oral 1 MO; QL (30 thiothixene 1 MO
capsule per 30 days) tranylcypromine 1 MO
sertraline oral 1 MO trazodone 1 MO
concentrate . :
trifluoperazine 1 MO
sertraline oral tablet 1 MO; QL (60 . ) ) MO
100 mg, 50 mg per 30 days) frimipramine
sertraline oral tablet 1 MO; QL (30 TRINTELLIX 3 ?g‘ d(30 per
25 mg per 30 days) ays)
) UZEDY 3 ST; MO; QL
SILENOR 3 MO; QL (30 ’ ’
per 3(()2 dagls) SUBCUTANEOUS (0.28 per 28
SUSPENSION,EXT days)
sodium oxybate 1 PA; MO; ENDED REL
LA; QL SYRING 100
(540 per 30 MG/0.28 ML
days)
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throughout the year. You can find information on what the symbols and abbreviations on this table mean by
going to page ix. 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 September 2026.
59


http://HSMedicareRx.com

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
UZEDY 3 ST; MO; QL VENLAFAXINE 3 MO; QL (30
SUBCUTANEOUS (0.35 per 28 BESYLATE per 30 days)
ISEEIS)I;E%\IIS{}E?JN’EXT days) venlafaxine oral 1 MO; M; QL
SYRING 125 capsule,extended (30 per 30
MG/0.35 ML release 24hr 150 mg, days)
: 37.5 mg
ZEDY 3 ST; MO; QL .
ISJUB CUTANEOUS © 4’1 ) pe;" SQ 6 venlafaxine oral 1 MO; M; QL
) capsule,extended (90 per 30
SUSPENSION,EXT days) release 24hr 75 mg days)
ENDED REL
SYRING 150 venlafaxine oral 1 MO; QL (90
MG/0.42 ML tablet per 30 days)
UZEDY 3 ST; MO; QL venlafaxine oral 1 MO; QL (30
SUBCUTANEOUS (0.56 per 56 tablet extended per 30 days)
SUSPENSION,EXT days) release 24hr
ENDED REL VERSACLOZ 2
SYRING 200
MG/0.56 ML VIIBRYD ORAL MO; QL (30
: TABLET per 30 days)
UZEDY 3 ST; MO; QL . _
SUBCUTANEOUS (0.7 per 56 vilazodone 1 Moé(?é (30
SUSPENSION,EXT days) per 30 days)
ENDED REL VRAYLAR ORAL 2 MO; QL (30
SYRING 250 CAPSULE per 30 days)
MG/0.7 ML VYVANSE 3 ST;MO
UZEDY 3 ST; MO; QL
> ’ WAKIX 3 PA; MO;
SUBCUTANEOUS (0.14 per 28 LA QL ’(60
SUSPENSION,EXT d ’
ENDED REL e per 30 days)
SYRING 50 WELLBUTRIN SR 3 QL (60 per
MG/0.14 ML 30 days)
UZEDY 3 ST; MO; QL WELLBUTRIN XL 3 QL (90 per
SUBCUTANEOUS (0.21 per 28 ORAL TABLET 30 days)
SUSPENSION,EXT days) EXTENDED
ENDED REL RELEASE 24 HR
SYRING 75 150 MG
MG/0.21 ML WELLBUTRIN XL 3 QL (30 per
VALIUM 3 PA; MO:; ORAL TABLET 30 days)
QL (120 per EXTENDED
30 days) RELEASE 24 HR
300 MG
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XELSTRYM 3 ST; MO ZURZUVAE ORAL 3 PA; MO;
XYREM 3 PA: LA: M: SAI\P;[SGULE 20 MG, (3)6L (58 per
QL (540 per 5 5 days)
30 days) ZURZUVAE ORAL 3 PA; MO;
XYWAV 3 PA: LA; QL CAPSULE 30 MG (3361é (;4 per
(540 per 30 ays)
days) ZYPREXA 3
zaleplon oral 1 MO; QL (60 g\ITRAMUSCULA
capsule 10 mg per 30 days)
) ZYPREXA ORAL 3 MO; QL (30
lepl / 1 MO; QL (30 ’
zdiepron ord QL ( TABLET 10 MG, 15 per 30 days)
capsule 5 mg per 30 days) MG. 2.5 MG. 20
zenzedi oral tablet 1 MO MG: S.MG ’
10 mg, 5
ne > M ZYPREXA ORAL 3 QL (30 per
ZENZEDI ORAL 3 MO TABLET 7.5 MG 30 days)
TABLET 15 MG, A
2.5 MG, 20 MG, 30 L R
MG, 7.5 MG Vv
ziprasidone hcl 1 MO; QL (60 ZYPREXA ZYDIS 3 MO;(()QCI{ (30
per 30 days) pet ays)
ziprasidone mesylate 1 CARDIOVASC
ZOLOFT ORAL 3 ULAR,
CONCENTRATE HYPERTENSI
ZOLOFT ORAL 3 QL (60 per ON / LIPIDS
TABLET 100 MG, 30 days) ANTIARRHYTH
SOMG MIC AGENTS
ZOLOFT ORAL 3 QL (30 per .
TABLET 25 MG 30 days) amiodarone oral 1 MO
ZOLPIDEM ORAL 3 MO;QL (30 BETAPACE AF 3 MOM
CAPSULE per 30 days) BETAPACE ORAL 3 MO
zolpidem oral tablet 1 MO; QL (30 ?&BﬁIéTgl()z g/[l\éG’
per 30 days) ’
zolpidem oral 1 MO; QL (30 disopyramide S MO
phosphate oral
tablet,ext release per 30 days) capsule
multiphase P
zolpidem sublingual 1 MO; QL (30 dojetilide ! MO
per 30 days) ﬂecainide 1 MO
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mexiletine 1 MO amlodipine- 1 MO; M
benazepril oral
MULTA 2 MO
Q capsule 10-20 mg, 5-
NORPACE CR 3 40 mg
NORPACE ORAL 3 MO amlodipine- 1 MO
CAPSULE 100 MG benazepril oral
NORPACE ORAL 3 capsule 10-40 mg,
CAPSULE 150 MG 2.5-10 mg, 5-10 mg,
5-20
pacerone oral tablet 1 me
100 mg, 200 mg amlodipine- 1 MO
l t
propafenone 1 MO 0 mleilar a
pine- 1 MO
quh;idine gluconate 1 MO zZsizrg;ne
ora
L amlodipine- 1 MO
qun;ztdzgle :ulfate i MO valsartan-hcthiazid
oral table
ARBLI 3 ST; MO
sotalol af 1
ATACAND 3 ST; MO
sotalol oral 1 MO ’
SOTYLIZE 3 MO ATACAND HCT 3 ST; MO
TIKOSYN 3 MO atenolol 1 MO
atenolol- 1 MO
ggITVI;‘:IYPERTE chlorthalidone
THERAPY AVALIDE 3 ST; MO
AVAPRO ORAL 3 ST; MO
acebutolol 1 MO TABLET 150 MG,
ALDACTONE 3 M 300 MG
?SEA l\I/f(:]F g?li/][zg azilsartan 1 MO
’ medoxomil
ALDACTONE 3 MO ]
ORAL TABLET 50 AZOR 3 STMO
MG benazepril 1 MO
aliskiren 1 MO benazepril- 1 MO
amiloride 1 MO hydrochlorothiazide
amiloride- 1 MO BENICAR . ST, MO
hydrochlorothiazide BENICAR HCT 3 ST; MO
amlodipine 1 MO betaxolol oral 1 MO
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BIDIL 3 MO; QL carvedilol 1 MO
carvedilol phosphate
(180 per 30 dilol phosph 1 MO
days)
hlorthalid / 1 MO; M
bisoprolol fumarate 1 MO f b(l)r adone ord
ablet 25 mg
oral tablet 10 mg, 5
mg chlorthalidone oral 1 MO
tablet 50
BISOPROLOL 3 MO aviet ST me
FUMARATE ORAL clonidine 1 MO; QL (4
TABLET 2.5 MG per 28 days)
bisoprolol- 1 MO CLONIDINE HCL 3 MO
hydrochlorothiazide ORAL TABLET
o 0.05 MG
bumetanide injection 1
b » / 1 MO clonidine hcl oral 1 MO
umetanide ora tablet 0.1 mg, 0.2
BYSTOLIC 3 MO mg, 0.3 mg
candesartan 1 MO CLONIDINE HCL 3 MO
candesartan- 1 MO S%ENT&BS‘ET
hydrochlorothiazid RELEASE 24 HR
topril M
capiopn 0 COREG 3 MO
captopril- 1 M
hydrochlorothiazide COREG CR 3 MO
CARDAMYST 3 PA;MO COZAAR 3 ST;MO
CARDIZEM CD 3 DEMSER S
CARDIZEM LA 3 MO diltiazem hcl oral 1 MO; M
capsule,ext.rel 24h
CARDIZEM ORAL 3 MO degradable
TABLET 120 MG
30 MG, 60 MG ’ diltiazem hcl oral 1 MO
capsule,extended
CARDURA ORAL 3 MO; QL (30 release 12 hr
TABLET 1 MG, 2 30d
’ pet ays) diltiazem hcl oral 1 M
MG, 4 MG
capsule,extended
CARDURA ORAL 3 MO; QL (60 release 24 hr 120
TABLET 8 MG per 30 days) mg, 180 mg, 240 mg,
CARDURA XL 3 MO; QL (30 300 mg
per 30 days) diltiazem hcl oral 1
CAROSPIR 3 MO capsule,extended
l 24 hr 360
cartia xt 1 MO refedase i "
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diltiazem hcl oral 1 MO enalapril- 1 MO
capsule,extended hydrochlorothiazide
release 24 hr 420 mg ENBUMYST e ST: LA
diltiazem hcl oral 1 MO EPANED 3 MO: M
capsule,extended ’
release 24hr 120 mg, eplerenone 1 MO
180 mg, 240 mg, 300 epoprostenol 1 MO; M
" ethacrynic acid 1 MO
diltiazem hcl oral 1 MO; M EXFORGE HCT 3 ST- MO
capsule,extended ’
release 24hr 360 mg EXFORGE ORAL 3 ST; MO
o TABLET 10-160

diltiazem hcl oral 1 MO
tablet 13\/;(3’131360 MG, 5-
diltiazem hcl oral 1 MO
tablet extended Eiﬂ];gg_?};: ORZAL 3 ST
release 24 hr 120 MG 0-320
mg, 240 mg, 300 mg
diltiazem hcl oral 1 Jelodipine 1 MO
tablet extended fosinopril 1 MO
release 24 hr 180 fosinopril- 1 MO
mg, 360 mg, 420 mg hydrochlorothiazide
dilt-xr L MO FUROSCIX 3 ST
DIOVAN 3 ST; MO furosemide injection 1
DIOVAN HCT 3 ST; MO furosemide oral 1 MO
DIURIL ¢ M guanfacine oral 1 MO
doxazosin oral tablet 1 MO; QL (30 tablet
1 mg, 2 mg, 4 mg per 30 days) HEMANGEOL 3
doxazosin oral tablet 1 MO; M; QL HEMICLOR 3 MO
8 mg (60 per 30

days) hydralazine oral 1 MO
DYRENIUM 3 MO hydrochlorothiazide 1 MO
EDARBI 3 MO HYZAAR 3 ST; MO
EDARBYCLOR 2 MO indapamide 1 MO
EDECRIN 3 MO INDERAL LA 3 MO
enalapril maleate 1 MO INDERAL XL 3 MO; M

INNOPRAN XL 3 MO

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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INSPRA 3 M LOPRESSOR 3 MO
ORAL TABLET
INZIRQO 3
Q 100 MG, 50 MG
rbesart, 1 MO
woesaran LOPRESSOR 3
irbesartan- 1 MO ORAL TABLET
hydrochlorothiazide 12.5 MG
isosorbide- 1 MO; QL losartan 1 MO
hydralazi 180 per 30
yararazine Eiays)per losartan- 1 MO
hydrochlorothiazide
sradii 1
wradipime LOTENSIN HCT 3 0M
JAVADIN 3 MO ORAL TABLET 10-
KAPSPARGO 3 MO;M 12.5 MG
SPRINKLE LOTENSIN HCT 3 MO;M
KATERZIA MO ORAL TABLET 20-
12.5 MG, 20-25 MG
KERENDIA 2 PA; QL (30
per 30 days) LOTENSIN ORAL 3
TABLET 10 MG, 20
labetalol oral tablet 1 MO; M ’
MG, 40 MG
100 mg, 300 mg
tzim I, 1 MO
labetalol oral tablet 1 MO matzm
200 mg methyldopa 1 MO
LABETALOL 3 MO metolazone 1 MO
ORAL TABLET metoprolol succinate 1 MO
400 MG
metoprolol ta- 1 MO
LASIX ONYU 3 ST hydrochlorothiaz
LASIX ORAL 3 MO; M metoprolol tartrate 1 MO
TABLET 20 MG, 40 oral tablet 100 mg,
MG 25 mg, 37.5 mg, 50
LASIX ORAL 3 M mg, 75 mg
TABLET 80 MG METOPROLOL 3 MO;M
lisinopril 1 MO TARTRATE ORAL
. ) TABLET 12.5 MG
lisinopril- 1 MO :
hydrochlorothiazide metyrosine 1 PA; MO
LOPRESSOR 3 MO MICARDIS HCT 3 ST; MO
ORAL SOLUTION minoxidil oral 1 MO
moexipril 1 MO

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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nadolol 1 MO ORENITRAM 3 PA; MO;
nebivolol 1 MO ORAL TABLET QL (90 per
EXTENDED 30 days)
NEXICLON XR 3 RELEASE 0.125
nicardipine oral 1 MO MG, 0.25 MG, 1
MG, 2.5 MG
nifedipine 1 MO
modini / ) MO ORENITRAM 3 PA; MO;
mmo I’Pl”e ora ORAL TABLET QL (720 per
capsute EXTENDED 30 days)
nimodipine oral 1 RELEASE 5 MG
solution perindopril 1 MO
nisoldipine oral 1 M erbumine
tablet extended phenoxybenzamine 1 PA; MO
release 24 hr 17 mg,
34 mg, 8.5 mg pindolol 1 MO
NORLIQVA 3 MO prazosin 1 MO
NORVASC 3 PROCARDIA XL 3 MO
A ORAL TABLET
NYMALIZE ORAL 3 EXTENDED
SYRINGE 60 RELEASE 24HR 30
olzilesazrotan oral 1 MO propranolol oral 1 MO
tablet 20 mg, 5 mg capsule,extended
olmesartan oral 1 MO; M release 24 hr
tablet 40 mg propranolol oral 1 MO; M
olmesartan- 1 MO solution 20 mg/5 ml
amlodipin-hcthiazid (4 mg/ml)
olmesartan- 1 MO propranolol oral 1 MO
hydrochlorothiazide solution 40 mg/5 ml
ORENITRAM 3 PA;MO; (8 mg/ml)
MONTH 1 QL (168 per propranolol oral 1 MO
TITRATION KT 180 days) tablet
ORENITRAM 3 PA; MO; QBRELIS 3 MO
MONTH 2 QL (336 per quinapril 1 MO
TITRATION KT 180 days)
' ' quinapril- 1 MO
ORENITRAM 3 PA; MO; hydrochlorothiazide
MONTH 3 QL (252 per —
TITRATION KT 180 days) ramipril 1 MO

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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REMODULIN 3 MO; M telmisartan- 1 MO
INJECTION hydrochlorothiazid
SOLUTION 1

TENORETIC 1 MO; M
MG/ML. 10 NO C 100 3 0;
MG/ML, 2.5 TENORETIC 50 3 M
MG/ML, 5 MG/ML TENORMIN 3 MO
SDAMLO ORAL 3 ST; MO terazosin oral 1 MO; QL (30
POWDER IN capsule 1 mg, 2 mg, per 30 days)
CONTAINER 10 5mg
MG, 5 MG

terazosin oral 1 MO; QL (60
SDAMLO ORAL 3 MO; M capsule 10 mg per 30 days)
POWDER IN S
CONTAINER 2.5 TEZRULY 3 MO;M; QL

(600 per 30
MG
days)

SOAANZ ORAL 3 ST; MO
TABLET 40 MG THALITONE 3 MO
SOAANZ ORAL 30M tiadylt er 1 Mo
TABLET 60 MG TIAZAC 3 MO
spironolactone oral 1 MO timolol maleate oral 1
suspension tablet 10 mg
spironolactone oral 1 MO timolol maleate oral 1 MO
tablet tablet 20 mg, 5 mg
spironolacton- 1 MO TOPROL XL 3 MO
hydrochlorothiaz torsemide oral 1 MO
SULAR ORAL 3 .
TABLET trandolapril 1 MO
EXTENDED trandolapril- 1 MO
RELEASE 24 HR verapamil
17 MG, 34 MG treprostinil sodium 1 PA; MO;
SULAR ORAL 3 MO LA;M
TABLET triamterene 1 MO
EXTENDED )
RELEASE 24 HR Zrl;’zmtexne- - 1 MO
8.5 MG ydrocnlorothiazi
telmisartan 1 MO
telmisartan- 1
amlodipine

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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UPTRAVI ORAL 2 PA; MO; ZESTRIL ORAL 3
TABLET 1,000 LA; QL (60 TABLET 10 MG,
MCQG, 1,200 MCG, per 30 days) 2.5 MG, 20 MG, 5
1,400 MCG, 1,600 MG
TCG’ 200 MCG, ZESTRIL ORAL 3 MO
00 MCG, 600 TABLET 30 MG, 40
MCG, 800 MCG MG
UPTRAVI ORAL 2 M COAGULATION
TABLET 100 MCG, THERAPY
150 MCG
UPTRAVI ORAL 2 PA:MO:; ALVAIZ 3  PAMO
TABLETS,DOSE LA; QL ARIXTRA 3 MO
PACK fiza(;(;)p er 180 aspirin-dipyridamole 1 MO
VALSARTAN 3 ST; MO BRILINTA : MO
ORAL SOLUTION CABLIVI Z PA; LA
valsartan oral tablet 1 MO INJECTION KIT
CEPROTIN (BLUE 2 MO; M
valsartan- 1 MO BAR)
hydrochlorothiazide
CEPROTIN 2 MO; M
VASERETIC 3 MO (GREEN BAR)
VASOTEC 3 MO cilostazol 1 MO
veletri I MO; M clopidogrel oral 1
verapamil oral 1 MO tablet 300 mg
VERELAN PM 3 MO; M clopidogrel oral 1 MO; QL (30
ORAL CAPSULE, tablet 75 mg per 30 days)
24 HR ER PELLET dabigatran etexilate 1 MO; QL (60
CT 100 MG
per 30 days)
VERELAN PM 3 M ..
ORAL CAPSULE, dipyridamole oral 1 MO
24 HR ER PELLET DOPTELET (10 2 PA; MO;
CT 200 MG, 300 TAB PACK) LA
MG DOPTELET (15 2 PA; MO;
WIDAPLIK 3 M TAB PACK) LA
ZESTORETIC 3 MO DOPTELET (30 Z PA; MO;
TAB PACK) LA
DOPTELET 2 PA; MO;
SPRINKLE LA

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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EFFIENT 3 MO heparin (porcine) 1 MO
ELIQUIS DVT-PE 2 MO; QL (74 injection solution
TREAT 30D per 180 jantoven 1
START days) LOVENOX 3 MO:; QL (56
ELIQUIS ORAL 2 MO; QL (60 SUBCUTANEOUS per 28 days)
TABLET per 30 days) SYRINGE 100
ELIQUIS ORAL 2 MO:M MGﬁML’ 150
TABLET FOR MG/ML
SUSPENSION LOVENOX 3 MO; QL
ELIQUIS 2 M SUBCUTANzEOUS 5144.8 per 28
SPRINKLE SYRINGE 120 ays)
MG/0.8 ML, 80
eltrombopag 1 PA; MO MG/0.8 ML
lami

gamne. LOVENOX 3 MO;QL
enoxaparin 1 MO:; QL (56 SUBCUTANEOUS (16.8 per 28
subcutaneous per 28 days) SYRINGE 30 days)
syringe 100 mg/ml, MG/0.3 ML
150 mg/ml

e LOVENOX 3 MO;QL
enoxaparin 1 MO; QL SUBCUTANEOUS (22.4 per 28
subcutaneous (44.8 per 28 SYRINGE 40 days)
syringe 120 mg/0.8 days) MG/0.4 ML

[, 80 mg/0.8 ml

e oTmeme LOVENOX 3 MO;QL
enoxaparin 1 MO; QL SUBCUTANEOUS (33.6 per 28
subcutaneous (16.8 per 28 SYRINGE 60 days)
syringe 30 mg/0.3 ml days) MG/0.6 ML
enoxaparin 1 MO; QL MULPLETA 3 PA; MO
subcutaneous (22.4 per 28 NPLATE 3 MO: M
syringe 40 mg/0.4 ml days) ’
enoxaparin | MO: QL pentoxifylline 1 MO
subcutaneous (33.6 per 28 PLAVIX ORAL 3 MO; QL (30
syringe 60 mg/0.6 ml days) TABLET 75 MG per 30 days)
fondaparinux 1 MO PRADAXA ORAL 3 ST; MO; QL
FRAGMIN 3 MO CAPSULE 5160 per 30
SUBCUTANEOUS ays)
SOLUTION PRADAXA ORAL 3 ST; QL (120
FRAGMIN 3 MO PELLETS IN per 30 days)
SUBCUTANEOUS PACKEZ 110 MG,
SYRINGE 30 MG, 40 MG, 50

MG

Note: 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 ix. 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 September 2026.
69


http://HSMedicareRx.com

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
PRADAXA ORAL 3 ST; QL (60 LIPID/CHOLES
PELLETS IN per 30 days) TEROL
PACKET 150 MG, LOWERING
20 MG AGENTS
prasugrel hcl ! MO amlodipine- 1 MO; QL (30
PROMACTA 3 PA; MO; atorvastatin per 30 days)
LA ATORVALIQ 3 ST;MO; QL
rivaroxaban oral 1 ST; MO; QL (600 per 30
suspension for (775 per 28 days)
reconstitution days) atorvastatin 1 MO; QL (30
rivaroxaban oral 1 ST; MO; QL per 30 days)
tablet E160 per 30 CADUET ORAL 3 ST; QL (30
ays) TABLET 10-10 MG per 30 days)
SAVAYSA 3 ST;MO; QL CADUET ORAL 3 ST:MO:QL
330 per 30 TABLET 10-20 (30 per 30
ays) MG, 10-40 MG, 10- days)
TAVALISSE 3 PA;LA; QL 80 MG, 5-10 MG, 5-
(60 per 30 20 MG, 5-40 MG, 5-
days) 80 MG
ticagrelor 1 MO cholestyramine (with 1 MO; M
warfarin 1 MO sugar) oral powder
XARELTO DVT-PE 3 ST: MO: QL cholestyramine (with 1 MO
TREAT 30D (51 per 180 f”g‘”)koml powder
START days) in pacret
XARELTO ORAL 3 ST: MO: QL cholestyramine light 1 MO; M
SUSPENSION FOR (775 per 28 oral powder
RECONSTITUTIO days) cholestyramine light 1 MO
N oral powder in
XARELTO ORAL 3 ST:MO; QL packet
TABLET 10 MG, 15 (30 per 30 colesevelam 1 MO
MG, 20 MG days) COLESTID ORAL 3 MO:M
XARELTO ORAL 3 ST; MO; QL GRANULES
TABLET 2.5 MG (60 per 30 COLESTID ORAL B
days) TABLET
colestipol oral 1 MO; M
granules

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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colestipol oral 1 JUXTAPID ORAL 3 PA; MO;
packet CAPSULE 10 MG, LA
colestipol oral tablet 1 MO IZ\/({)é\/IG, 30 MG, 5
CRESTOR 3 ST; MO; QL
(30’ per 3;()Q JUXTAPID ORAL 3 PA; MO
days) CAPSULE 2 MG
EVKEEZA 30M LEQVIO S M
ezetimibe 1 MO LEROCHOL 3 M
ezetimibe- 1 MO;QL (30 LESCOL XL 3 ST 3%Ld(30
simvastatin per 30 days) pet ays)
fenofibrate 1 MO LIPFENDRA 3 MO; M
micronized oral LIPITOR 3 ST; MO; QL
capsule 130 mg, 134 (30 per 30
mg, 200 mg, 43 mg, days)
67 mg LIPOFEN 3 MO
Jenofibrate B MO LIVALO 3 ST;MO; QL
nanocrystallized 3 d per 3’ 0
FENOFIBRATE 3 MO days)
ORAL CAPSULE LOPID 3 M
fe e';jﬁ brate oral 1 MO lovastatin oral tablet 1 MO; QL (30
tablet 10 mg per 30 days)
Jenofibric acid 1 M lovastatin oral tablet 1 MO; QL (60
fenofibric acid 1 MO 20 mg, 40 mg per 30 days)
(choline) LOVAZA 3 ST;MO
per 30 days) ’
X NEXLIZET 2 PA; MO
Sfluvastatin oral 1 MO; QL (30 —
capsule 20 mg per 30 days) niacin oral tablet 1 MO
. 500 mg
fluvastatin oral 1 MO; QL (60 —
capsule 40 mg per 30 days) niacin oral tablet MO
tended rel 24
fluvastatin oral 1 MO; QL (30 Z); cndedretease
tablet extended per 30 days)
release 24 hr NIACOR 3 MO
gemfibrozil 1 MO omega-3 acid ethyl 1 MO
. esters
icosapent ethyl 1 MO

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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pitavastatin calcium 1 MO; QL (30 VYTORIN 10-10 3 ST; MO; QL
per 30 days) (30 per 30
PRALUENT PEN 3 PA; QL (2 days)
per 28 days) VYTORIN 10-20 3 ST; MO; QL
pravastatin 1 MO; QL (30 5130 per 30
per 30 days) ays)
prevalite 1 MO: M VYTORIN 10-40 3 ST; MO; QL
(30 per 30
QUESTRAN 3 MO days)
LIGHT
VYTORIN 10-80 3 ST; MO; QL
QUESTRAN ORAL 3 MO (30 per 30
POWDER days)
QUESTRAN ORAL 3 MO; M WELCHOL 3 MO
POWDER IN
PACKET ZETIA 3 MO
ST A- ZOCOR ORAL 3 ST; MO; QL
REDEMPLO 3 PA; LA; QL ’ ’
© 5’ per’83 TABLET 10 MG, 20 (30 per 30
days) MG, 40 MG days)
REPATHA 2 PA: QL (6 ZYPITAMAG 3 S3"1(“); MO3; (?L
per 28 days) (30 per
days)
REPATHA 2 PA; QL (6
SURECLICK per 28 days) %SISCELLAN EO
rosuvastatin 1 MO; QL (30 CARDIOVASCU
per 30 days) LAR AGENTS
simvastatin 1 MO; QL (30
per 30 days) ATTRUBY 3 PA
TRYNGOLZA 2 MO;M BAXFENDY > MOM
SUBCUTANEOUS CAMZYOS 3 PA; MO;
AUTO-INJECTOR QL (30 per
50 MG/0.8 ML 30 days)
TRYNGOLZA 2 PA; MO; CORLANOR ORAL 3 M
SUBCUTANEOUS LA; QL (0.8 SOLUTION
VASCEPA 3 ST; MO digoxin oral 1 MO
ENTRESTO ORAL 3 QL (180 per
TABLET 24-26 MG 30 days)

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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ENTRESTO ORAL 3 QL (60 per nitro-bid 1 MO
MG, 97-103 MG 0-DU ©
itrogl J 1 MO
ENTRESTO 2 QL (240 per rrostycerin
sublingual
SPRINKLE 30 days)
itrogl ] 1 M
FILSPARI 3 PA;QL (30 e
per 30 days) ointment
ivabradine 1 MO; QL (60 nitroglycerin 1 MO
per 30 days) transdermal patch
LANOXIN ORAL 3 MO 24 hour
LODOCO 3 PA; MO nitroglycerin 1 MO
MYQORZO 3 PA:QL (30 translingual
per 30 days) NITROLINGUAL 3 MO
ranolazine 1 MO NITROSTAT 3 MO
sacubitril-valsartan 1 MO; QL DERMATOLO
oral tablet 24-26 mg (180 per 30 GICALS/TOPI
days) CAL
sacubitril-valsartan 1 MO; QL (60
oral tablet 49-51 mg, per 30 days) THERAPY
97-103 mg ANTIPSORIATI
TRYVIO 3 PA C/
VANRAFIA 3 PA; QL (30 gFCTISEBORRH
per 30 days)
VECAMYL acitretin 1 MO
per 30 days) TOPICAL
VYNDAMAX PA; MO BIMZELX 3 PATMO;
AUTOINJECTOR QL (2 per
VYNDAQEL M SUBCUTANEOUS 21 days)
NITRATES AUTO-INJECTOR
160 MG/ML
ISORDIL 3 MO; M
BIMZELX 3 PA;MO;
isosorbide dinitrate 1 MO AUTOINJECTOR QL (4 per
oral tablet SUBCUTANEOUS 21 days)
isosorbide 1 MO AUTO-INJECTOR
mononitrate 320 MG/2 ML

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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BIMZELX 3 PA; MO; COSENTYX 2 PA; MO;
SUBCUTANEOUS QL (2 per SUBCUTANEOUS QL (2.5 per
SYRINGE 160 21 days) SYRINGE 75 28 days)
MG/ML MG/0.5 ML
BIMZELX 3 PA; MO; COSENTYX 2 PA; MO;
SUBCUTANEOUS QL (4 per UNOREADY PEN QL (10 per
SYRINGE 320 21 days) 28 days)
MG/2 ML ENSTILAR 3 MO;QL
calcipotriene scalp 1 MO; QL (400 per 30
(120 per 30 days)
days) ICOTYDE 3 PA; MO;
calcipotriene topical 1 MO; QL QL (30 per
cream (120 per 30 30 days)
days) ILUMYA 3 PA:MO:
CALCIPOTRIENE 3 QL (120 per QL (2 per
TOPICAL FOAM 30 days) 28 days)
calcipotriene topical 1 MO; QL IMULDOSA 3 PA; MO;
ointment (120 per 30 INTRAVENOUS QL (104 per
days) 180 days)
calcipotriene- 1 MO; QL IMULDOSA 3 PA; MO;
betamethasone (400 per 30 SUBCUTANEOUS QL (0.5 per
days) SYRINGE 45 28 days)
calcitriol topical 1 MG/0.5 ML
COSENTYX (2 2 PA;MO; IMULDOSA 3 PAMO;
SYRINGES) QL (10 per SUBCUTANEOUS QL (1 per
28 days) SYRINGE 90 28 days)
MG/ML
COSENTYX 2 M
OTULFI 2 PA; MO;
INTRAVENOUS ’ ’
INTRAVENOUS QL (104 per
COSENTYX PEN 2 PA; MO; M; 180 days)
L (10
28 d(ay sf . OTULFI 2 PA;MO;
SUBCUTANEOUS QL (0.5 per
COSENTYX PEN 2 PA; MO; SOLUTION 28 days)
2 PENS L (10
( ) Ss d(ay Sf °f OTULFI 2 PA;MO;
SUBCUTANEOUS QL (0.5 per
COSENTYX 2 PA; MO; M; SYRINGE 45 28 days)
SUBCUTANEOUS QL (10 per MG/0.5 ML
SYRINGE 150 28 days)
MG/ML

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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OTULFI 2 PA; MO; SELARSDI 3 PA; MO;

SUBCUTANEOUS QL (1 per INTRAVENOUS QL (104 per

SYRINGE 90 28 days) 180 days)

MG/ML SELARSDI 3 PA;MO;

PRAMOSONE 3 MO SUBCUTANEOUS QL (0.5 per

TOPICAL CREAM SOLUTION 28 days)

1-1% SELARSDI 3 PA;MO;

PRAMOSONE 3 MO SUBCUTANEOUS QL (0.5 per

TOPICAL LOTION SYRINGE 45 28 days)

PYZCHIVA 2 PA; MO; MG/0.5 ML

(PREFERRED QL (0.5 per SELARSDI 3 PA;QL(l

NDCS STARTING 28 days) SUBCUTANEOUS per 28 days)

WITH 61314) SYRINGE 90

SUBCUTANEOUS MG/ML

SOLUTION 45 selenium sulfide 1 MO

MG/0.5 ML topical lotion

PYZCHIVA 2 PA; MO; SILIQ 3 PA: MO:

(PREFERRED QL (0.5 per QL (6 per

NDCS STARTING 28 days) 28 days)

WITH 61314)

SUBCUTANEOUS SKYRIZI 2 PA; MO;

SYRINGE 45 SUBCUTANEOUS QL (2 per

MG/0.5 ML PEN INJECTOR 84 days)

PYZCHIVA 2 PA; MO; SKYRIZI 2 PA; MO;

(PREFERRED QL (1 per SUBCUTANEOUS QL (2 per

NDCS STARTING 28 days) SYRINGE 150 84 days)

WITH 61314) MG/ML

SUBCUTANEOUS SKYRIZI 2 M

SYRINGE 90 SUBCUTANEOUS

MG/ML SYRINGE 55

PYZCHIVA 3 PA; MO; MG/0.37 ML

AUTOINJECTOR QL (0.5 per SORILUX 3 MO; QL

SUBCUTANEOUS 28 days) (120 per 30

AUTO-INJECTOR days)

45 MG/0.5 ML SOTYKTU 3 PA; MO;

PYZCHIVA 3 PA; MO; QL (30 per

AUTOINJECTOR QL (1 per 30 days)

SUBCUTANEOUS 28 days)

AUTO-INJECTOR

90 MG/ML
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SPEVIGO 3 PA;MO; TALTZ 3 PA;MO;M;
SUBCUTANEOUS QL (4 per AUTOINJECTOR QL (1 per

28 days) (3 PACK) 28 days)
STARJEMZA 3 MO;M TALTZ SYRINGE 3 PA;MO;
SUBCUTANEOUS SUBCUTANEOUS QL (0.25
STELARA 3 PA: MO- SYRINGE 20 per 28 days)
SUBCUTANEOUS QL (0.5 per MG/0.25 ML
SOLUTION 28 days) TALTZ SYRINGE 3 PA;MO;
STELARA T SUBCUTANEOUS QL (0.5 per
SUBCUTANEOUS QL (0.5 per EA‘E}I}(I)NGﬁ Ij‘o 28 days)
SYRINGE 45 28 days) -
MG/0.5 ML TALTZ 3 PA;MO;
SUBCUTANEOUS QL (1 per S‘gINGE 80 28 days)
SYRINGE 90 28 days) MG/ML
MG/ML TREMFYA ONE- 2 PA;MO;
STEQEYMA 3 PA;MO; FRESS %Ld(z per
SUBCUTANEOUS QL (0.5 per ays)
SOLUTION 28 days) TREMFYA PEN 2 PA;MO;
STEQEYMA 3 PA;MO; ;T{DE%T\IION ?8L0 (;2 per
SUBCUTANEOUS QL (0.5 per (2PEN) ays)
SYRINGE 45 28 days) TREMFYA PEN 2 PA:MO:; M;
MG/0.5 ML SUBCUTANEOUS QL (2 per
STEQEYMA 3 PA; MO; ?ggﬁ}gﬁ/&mf{ 28 days)
SUBCUTANEOUS QL (1 per
SYRINGE 90 28 days) TREMFYA PEN 2 PA;MO;
MG/ML SUBCUTANEOUS QL (2 per
TACLONEX 3 MO;QL gﬁ?ﬁ}{gﬁi}fl‘ 28 days)
TOPICAL (400 per 30
SUSPENSION days) TREMFYA 2 PA; MO;
TALTZ - o SUBCUTANEOUS QL (2 per
AUTOINJECTOR QL (1 per SYRINGE 28 days)

28 days) USTEKINUMAB 3 PA;MO;

MO M- SUBCUTANEOUS QL (0.5 per

TALTZ 3 PA;MO; M;
AUTOINJECTOR QL (1 per SOLUTION 28 days)
(2 PACK) 28 days)

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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USTEKINUMAB 3 PA:MO: WEZLANA 3 PA:MO:
SUBCUTANEOUS QL (0.5 per SUBCUTANEOUS QL (0.5 per
SYRINGE 45 28 days) SOLUTION 28 days)
MG/0.5 ML WEZLANA 3 PA:MO:
USTEKINUMAB 3 PA:MO: SUBCUTANEOUS QL (0.5 per
SUBCUTANEOUS QL (1 per SYRINGE 45 28 days)
SYRINGE 90 28 days) MG/0.5 ML
MG/ML WEZLANA 3 PA:MO:
USTEKINUMAB- 3 MO:M SUBCUTANEOUS QL (1 per
AAUZ SYRINGE 90 28 days)
USTEKINUMAB- 3 PA:MO: MG/ML
AEKN QL (0.5 per YESINTEK 2 PA:MO:
SUBCUTANEOUS 28 days) INTRAVENOUS QL (104 per
SYRINGE 45 180 days)
MG/0.5 ML YESINTEK 2 PA:MO:
USTEKINUMAB- 3 PA:MO: SUBCUTANEOUS QL (0.5 per
AEKN QL (1 per SOLUTION 28 days)
Sgﬁ%gﬁg)EOUS 28 days) YESINTEK 2 PA:MO:
AN SUBCUTANEOUS QL (0.5 per
SYRINGE 45 28 days)
USTEKINUMAB- 3 PA:MO: MG/0.5 ML
TTWE . SSL d(0-5 per YESINTEK 2 PA;MO;
ggESITJITONNEOUS ays) SUBCUTANEOUS QL (1 per
SYRINGE 90 28 days)
USTEKINUMAB- 3 PA:MO: MG/ML
TTWE QL (0.5 per ZORYVE 3 PA;QL (60
SUBCUTANEOUS 28 days) TOPICAL CREAM per 30 days)
SYRINGE 45 0.05 %
MG/0.5 ML :
ZORYVE 3 PA:MO:
USTEKINUMARB- 3. PA; MO; TOPICAL CREAM QL (60 per
TTWE QL (1 per 0.15 %, 0.3 % 30 days)
SUBCUTANEOUS 28 days)
SYRINGE 90 ZORYVE 3 PA; MO;
MG/ML TOPICAL FOAM QL (60 per
VECTICAL 3 30 days)
VTAMA 3 PA:MO:
QL (60 per
30 days)

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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MISCELLANEO EBGLYSS 2 PA; MO;
UsS SYRINGE QL (8 per
DERMATOLOGI 28 days)
CALS EUCRISA 3 PA; MO;
ADBRY 2 PA;MO; QL (120 per
QL (6 per 30 days)
28 days) FILSUVEZ 3 PA; LA
ammonium lactate 1 MO FLUOROURACIL 3 MO
ANZUPGO 3 PA;QL (60 o Qo AL CREAM
per 30 days) > %
CIBINQO 3 PA: MO:- fluorouracil topical 1 MO
QL’(3O ;;er cream 5 %
30 days) Sfluorouracil topical 1 MO
diclofenac sodium 1 PA; MO; solution
topical gel 3 % QL (100 per HYFTOR 3 PA
28 days) imiquimod topical 1 MO
doxepin topical 1 MO; QL (45 cream in metered-
per 30 days) dose pump
DUPIXENT 2 PA; MO; imiquimod topical 1 MO
SUBCUTANEOUS QL (4.56 cream in packet 5 %
PEN INJECTOR per 28 days) . .
200 MG/1.14 ML lidocaine hcl mucous 1 MO
membrane solution
DUPIXENT 2 PA; MO; . . .
’ ’ lid t [ 1 PA; MO;
SUBCUTANEOUS QL (8 per e P OL (90 per
PEN INJECTOR 28 days) patch,medicated 5 % 30 days)
300 MG/2 ML . ' . _
DUPIXENT 2 PA;MO; f)’i‘;;“;’;‘f fopical ! gi’ (lg/loop’ o
SUBCUTANEOUS QL (4.56 30 days)
SYRINGE 200 per 28 days)
MG/1.14 ML lidocaine-prilocaine 1 PA; MO;
DUPIXENT 2 PA;MO; fopical cream %L d(:yosf °f
SUBCUTANEOUS QL (8 per _
SYRINGE 300 28 days) lidocan iii 1 PA; QL (90
MG/2 ML per 30 days)
EBGLYSS PEN 2 PA;MO; methoxsalen I MO
QL (8 per
28 days)

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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OPZELURA 3 PA; MO; THERAPY FOR
QL (240 per ACNE
28 days)
ABSORICA 3
PANRETIN 2 PA; MO
ABSORICA LD 3
pimecrolimus 1 PA; MO;
QL (100 per ACANYA 3 MO
TOPICAL GEL
30 days)
WITH PUMP
podofilox 1 MO
: accutane oral 1
prudoxin 1 MO; QL (45 capsule 10 mg, 20
per 30 days) mg, 40 mg
QBREXZA PA; MO ACZONE 3 MO
SANTYL 2 MO; QL TOPICAL GEL
(180 per 30 WITH PUMP
days) adapalene topical 1 PA; MO
SILVADENE 3 MO cream
silver sulfadiazine 1 MO adapalene topical 1 PA; MO
o
SOFDRA 3 PA gel03%
wsd 1 MO adapalene topical 1 PA
swab
tacrolimus topical 1 PA; MO; adapalene-benzoyl 1 MO
QL (100 per peroxide
30 days)
VALCHLOR 2 PA; MO AKLIEF 3 PA; MO
ALTRENO 3 PA; MO
VEREGEN MO; QL (30 ’
per 30 days) amnesteem 1
VYJUVEK 3 M AMZEEQ 3 MO
ZELSUVMI 3 MO ARAZLO 3 PA; MO
ZONALON 3 MO; QL (45 ATRALIN 3 PA
per 30 days) azelaic acid 1 MO
ZTLIDO 3 PA; QL (90 AZELEX 3 MO
per 30 days)
BENZAMYCIN 3 MO
ZYCLARA 3 MO ) - :
TOPICAL CREAM brimonidine topical 1 PA; MO
IN METERED- CABTREO 3 MO
DOSE PUMP 3.75 .
claravis 1

%

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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CLEOCINT 3 MO; QL dapsone topical gel 1 MO
TOPICAL LOTION (120 per 30 5%
days) dapsone topical gel 1 MO
clindacin 1 QL (100 per with pump
30 days) EPIDUO FORTE 3 MO
clindacin etz topical 1 MO; QL (69 EPSOLAY 3 ST
swab per 30 days)
d. 1 MO
CLINDAGEL 3 QL (150 per ey pacs
30 days) erythromycin with 1 MO
thanol topical gel
clindamycin 1 QL (100 per cthano opl.ca ‘?e
phosphate topical 30 days) erythromycin with 1 MO
foam ethanol topical
luti
clindamycin 1 MO; QL sotutton :
phosphate topical (120 per 30 erythromycin- 1 MO
gel days) benzoyl peroxide
clindamycin 1 MO:; QL FINACEA 3 ST; MO
phosphate topical (150 per 30 TOPICAL FOAM
gel, once daily days) isotretinoin 1
clindamycin 1 MO; QL ivermectin topical 1 QL (90 per
phosphate topical (120 per 30 cream 30 days)
loti d
oton ays) metronidazole 1 MO
clindamycin 1 MO; QL topical cream
phosphate topical (120 per 30 )
solution days) metronidazole 1 MO
topical gel
clindamycin 1 MO; QL (60 Juzol
phosphate topical per 30 days) mn et.r omaazote 1 MO
swab topical lotion
clindamycin-benzoyl 1 MO MIRVASO 2 PA; MO
peroxide topical gel neuac 1 MO
clindamycin-benzoyl 1 MO NORITATE 3 ST; MO
Pe_r}‘l)x"de tof’saf;g]e’ ONEXTON 3 MO
f};”b P“j”g 2, o TOPICAL GEL
o base) -J. 0
’ WITH PUMP
1.2-2.5 %
. ) RETIN-A 3 PA; MO
clindamycin- 1
tretinoin

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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RETIN-A MICRO 3 PA; MO TOPICAL
TOPICAL GEL ANTIBACTERIA
WITH PUMP 0.06 LS
%, 0.08 %

gentamicin topical MO; QL (60
RHOFADE 3 MO per 30 days)

per 30 days)

- mupirocin MO; QL (44
tazarotene topical 1 PA; MO per 30 days)
cream

mupirocin calcium MO; QL (30
TAZAROTENE 3 PA er 30 da

p ys)

TOPICAL FOAM

NEO-SYNALAR MO
tazarotene topical 1 PA; MO
gel sulfacetamide MO

sodium (acne)
TAZORAC 3 PA; MO
TOPICAL CREAM SULFAMYLON MO

0 TOPICAL CREAM

0.05 %
TAZORAC 3 PA TOPICAL
TOPICAL CREAM ANTIFUNGALS
0.1% ciclopirox topical MO; QL (90
TAZORAC 3 PA cream per 28 days)
TOPICAL GEL ciclopirox topical MO; QL
tretinoin 1 PA; MO gel (100 per 28
microspheres topical days)
gel ciclopirox topical MO; QL
tretinoin 1 PA; MO shampoo (120 per 28
microspheres topical days)
§el with pump 0.08 ciclopirox topical MO; QL
% solution (6.6 per 28
tretinoin topical 1 PA; MO days)
TWYNEO 3 MO ciclopirox topical MO; QL (60
WINLEVI 3 PA: MO suspension per 28 days)

clotrimazole topical MO; QL (45
zenatane 1

cream per 28 days)
ZIANA : clotrimazole topical MO; QL (30
ZILXI 3 ST; MO solution per 28 days)

Note: 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
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clotrimazole- 1 MO; QL (45 nyamyc 1 QL (180 per
betamethasone per 28 days) 30 days)
topical cream nystatin topical 1 MO; QL (30
clotrimazole- 1 MO; QL (60 cream per 28 days)
betamethasone per 28 days) nystatin topical 1 MO;QL (30
topical lotion ointment per 28 days)
econazole nitrate 1 MO; QL (85 nystatin topical 1 MO:; QL
topical cream per 28 days) powder (1 86 per 30
ECONAZOLE 3 QL (70 per days)
NITRA/IE . 28 days) nystatin- 1 MO:; QL (60
TOPICAL FOAM triamcinolone per 28 days)
ERTACZO 3 QL (60 per nystop 1 MO:; QL
28 days) (180 per 30
EXELDERM 3 MO; QL (60 days)
TOPICAL CREAM per 28 days) oxiconazole 1 MO:; QL (90
JUBLIA 3 QL (8 per per 28 days)
30 days) tavaborole 1 MO; QL (10
ketoconazole topical 1 MO; QL (60 per 30 days)
cream per 28 days) TOPICAL
ketoconazole topical 1 MO; QL ANTIVIRALS
100 per 28
Joam El Pet acyclovir topical 1 PA; MO;
ays)
cream QL (5 per
ketoconazole topical 1 MO; QL 30 days)
h 120 per 28
SHampoo Ei ay S)per acyclovir topical 1 PA; MO;
ointment QL (30 per
ketodan 1 QL (100 per 30 days)
28d
ays) DENAVIR 3 MO;QL(S
LULICONAZOLE 3 MO; QL (60 per 30 days)
28 d
per 28 days) penciclovir 1 MO; QL (5
LUZU 3 MO; QL (60 per 30 days)
per 28 days) XERESE 3 MO
7} 1 MO; QL (60
nafifine per 2;2 da;s) ZOVIRAX 3 P MO
TOPICAL CREAM QL (5 per
NAFTIN TOPICAL 3 MO; QL (60 30 days)
GEL 2 % per 28 days)

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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ZOVIRAX 3 PA; MO; clobetasol topical 1 MO; QL
TOPICAL QL (30 per lotion (118 per 28
OINTMENT 30 days) days)
TOPICAL clobetasol topical 1 MO; QL
CORTICOSTER ointment (120 per 28
OIDS days)
ala-cort topical 1 MO clobetasol topical 1 MO; QL
cream shampoo (236 per 28
days)
ALA-SCALP 3 MO
clobetasol topical 1 MO; QL
alclometasone ! MO spray,non-aerosol (125 per 28
amcinonide topical 1 days)
cream clobetasol-emollient 1 MO; QL
amcinonide topical 1 topical cream (120 per 28
ointment days)
betamethasone 1 MO clobetasol-emollient 1 MO; QL
dipropionate topical foam (100 per 28
betamethasone 1 MO days)
valerate clocortolone 1 MO
betamethasone, 1 MO pivalate
augmented clodan 1 MO; QL
BRYHALI 3 MO (236 per 28
days)
clobetasol scalp 1 ?i[(?()’ QL - CORDRAN TAPE 3 MO
days)per LARGE ROLL
CLOBETASOL 3 QL (120 per gﬁ%'}‘ﬁ . I MO
TOPICAL CREAM 28 days) SCALP OIL
0.025 %
clobetasol topical 1 MO; QL desonide ! MO
cream 0.05 % (120 per 28 desoximetasone 1 MO
days) topical cream
clobetasol topical 1 MO; QL desoximetasone 1
Jfoam (100 per 28 topical gel
days) desoximetasone 1 MO
clobetasol topical 1 MO; QL topical ointment
gel (120 per 28
days)

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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desoximetasone 1 MO halobetasol 1 MO
topical spray,non- propionate topical
aerosol cream
diflorasone 1 MO; QL halobetasol 1

(120 per 30 propionate topical

days) foam
DIPROLENE 3 HALOBETASOL 3
(AUGMENTED) PROPIONATE
TOPICAL TOPICAL LOTION
OINTMENT halobetasol 1 MO
DUOBRII 3 MO; QL propionate topical

(200 per 30 ointment

days) HALOG TOPICAL 3
fluocinolone and 1 MO CREAM
shower cap HALOG TOPICAL 3
fluocinolone topical 1 MO SOLUTION
cream hydrocortisone 1 MO; QL
fluocinolone topical 1 MO butyrate topical (120 per 30
ointment cream days)
[fluocinolone topical 1 MO hydrocortisone 1 MO; QL
solution butyrate topical (118 per 30
fluocinonide 1 MO; QL lotion days)

(120 per 30 hydrocortisone 1 MO; QL

days) butyrate topical (120 per 30
Sfluocinonide- 1 MO; QL omntment days)
emollient (120 per 30 hydrocortisone 1 MO; QL

days) butyrate topical (120 per 30
Sflurandrenolide 1 MO; QL solution days)
topical lotion (120 per 30 hydrocortisone 1 MO

days) topical cream 1 %
fluticasone 1 MO hydrocortisone 1
propionate topical topical lotion 2 %
halcinonide topical 1 MO hydrocortisone 1 MO
cream topical lotion 2.5 %
halcinonide topical 1 hydrocortisone 1 MO
solution topical ointment 1

%, 2.5 %

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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hydrocortisone 1 malathion 1 MO
topical solution NATROBA 3 MO
hydrocortisone 1 MO OVIDE 3 MO
valerate

) permethrin 1 MO; QL (60
lexette per 30 days)
mometasone topical 1 MO pruradik 1
SYNALAR 3 spinosad 1 MO
TOPICAL CREAM
SYNALAR 3 MO DIAGNOSTIC
TOPICAL S/
OINTMENT MISCELLANE
TEXACORT 3 MO OUS AGENTS
TOPICORT 3 MISCELLANEO
TOPICAL US AGENTS
SPRAY,NON-
AEROSOL acamprosate 1 MO
tovet emollient 1 QL (100 per AGRYLIN 3 MO

28 days) anagrelide 1 MO

triamcinolone 1 MO AQVESME 3 PA; QL (56
acetonide topical per 28 days)
cream ARALAST NP 3 PA;MO;
triamcinolone 1 MO INTRAVENOUS LA
acetonide topical RECON SOLN
lotion 1,000 MG
triamcinolone 1 MO ARALAST NP 3 PA; MO;
acetonide topical INTRAVENOUS LA; M
ointment RECON SOLN 500
triderm topical 1 MG
cream 0.5 % AURYXIA 3 MO; M
ULTRAVATE 3 BKEMV 3 MO; M
TOPICAL LOTION BUPHENYL 3 M
TOPICAL CARBAGLU 3 PA;MO;
SCABICIDES / LA
PEDICULICIDE
S carglumic acid 1 PA; MO
crotan 1 MO

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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CARNITOR 3 MO; M disulfiram oral 1
(SUGAR-FREE) tablet 500 mg
CARNITOR ORAL 3 MO droxidopa 1 PA; MO
cevimeline 1 MO DUVYZAT 3 PA
CHEMET 2 PA EMPAVELI 3 PA; LA
CLINIMIX 3 PA ENDARI 3 PA; MO
4.25%/DSW ENJAYMO 30M
SULFIT FREE
EPYSQLI 3 MO; M

CLINIMIX E 3 PA Q ’
2.75%/D5SW SULF EVOXAC 3 MO
FREE EXJADE 3 PA; MO;
CUVRIOR 3 PALA LA
d10 %-0.45 % 1 FABHALTA 3 PA
sodium chloride ferric citrate 1 MO; M
d2.5 %-0.45 % 1 FERRIPROX (2 3 PA
sodium chloride TIMES A DAY)
d5 % and 0.9 % 1 MO FERRIPROX ORAL 3  PA
sodium chloride SOLUTION
d5 %-0.45 % sodium 1 MO FERRIPROX ORAL 3 PA
chloride TABLET 1,000 MG
deferasirox 1 PA; MO FORZINITY 3 PA; LA
deferiprone 1 PA; MO FOSRENOL 3 PA;MO
dextrose 10 % and 1 GIVLAARI 3 MO; M
0.2 % nacl

i GLASSIA 3 PA;MO;
dextrose 10 % in 1 LA

ter (d10
water (d10w) glutamine (sickle 1 PA; MO
dextrose 5 % in 1 MO cell)
water (d5w) .
intravenous ggzcerl(;)l 1 PA; MO
parenteral solution phenyibutyrate
dextrose 5%-0.2 % 1 HARLIKU 3 PA; LA
sod chloride INCRELEX 2 LA
disulfiram oral 1 MO JADENU 3 PA; MO
tablet 250 mg JADENU 3 PA;MO
SPRINKLE

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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JOENJA 3 PA; LA; QL PYRUKYND 3 PA; LA; QL
(60 per 30 ORAL TABLET 20 (56 per 28
days) MG, 5 MG (4- days)
kionex oral 1 WEEK PACK), 50
. MG
suspension
KYGEVVI 3 PA: LA PYRUKYND 3 PA; LA; QL
ORAL TABLET 5 (7 per 180
LAMZEDE 3 M MG days)
lanthanum 1 PA; MO PYRUKYND 3 PA; LA; QL
levocarnitine (with 1 MO ORAL (14 per 180
sugar) TABLETS,DOSE days)
. PACK
levocarnitine oral 1 MO; M
solution 100 mg/ml RAVICTI 3 PA; MO
levocarnitine oral 1 MO RENVELA 3 MO; M
tablet REVCOVI 3 PALA
LITFULO 2 PA; MO; REZDIFFRA 2 PA; MO;
QL (28 per QL (30 per
28 days) 30 days)
LITHOSTAT 3 RHAPSIDO 3 PA;MO
LOARGYS 3 PA riluzole 1 PA; MO
LOKELMA 2 MO risedronate oral 1 MO; QL (30
midodrine 1 MO tablet 30 mg per 30 days)
nitisinone 1 PA; MO SALAGEN 3 MO
. _ (PILOCARPINE)
NITYR 3 PJZ’ MO; ORAL TABLET 5
L MG
NORTHERA 3 PA; MO SALAGEN 3
OLPRUVA 3 PA; LA (PILOCARPINE)
ORFADIN 3 PAJLA I‘\)/II({}AL TABLET7.5
ORLISTAT 3 MO; M
’ sevelamer carbonate 1 PA; MO
OXBRYTA 3 M
sevelamer hcl 1 PA; MO
PHEBURANE 3 PA; MO
’ sodium chloride 0.9 1 MO
pilocarpine hcl oral 1 MO 9% intravenous
PROLASTIN-C 5 PA; MO; parenteral solution
INTRAVENOUS LA
SOLUTION

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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sodium chloride 1 MO TIGLUTIK 3 PA
irigation tiopronin 1 PA; MO
s?ldlun;b / ! PA trientine oral 1 PA; MO
phenylbutyrate ora capsule 250 mg
powder
) TRIENTINE ORAL 3 PA
sodium I PA;MO CAPSULE 500 MG
phenylbutyrate oral
tablet ULTOMIRIS 3 MO; M
sodium polystyrene 1 MO VELPHORO PA; MO
sulfonate oral VELTASSA ORAL 2 MO
powder POWDER IN
sodium polystyrene 1 PACKET 1 GRAM,
sulfonate oral 16.8 GRAM, 8.4
suspension GRAM
SOHONOS ORAL 3 PA; LA; QL VELTASSA ORAL 2
CAPSULE 1 MG, (112 per 28 POWDER IN
1.5 MG days) PACKET 25.2
GRAM
SOHONOS ORAL 3 PA; LA; QL .
CAPSULE 10 MG (56 per 28 venxxiva 1 PA
days) VEOPOZ 3 M
SOHONOS ORAL 3 PA; LA; QL VOYDEYA 3 PA; LA; QL
CAPSULE 2.5 MG (140 per 28 (180 per 30
days) days)
SOHONOS ORAL 3 PA; LA; QL VYKAT XR PA; LA
CAPSULE 5 MG 84 per 28
(84 per WEGOVY ORAL 2 PA;QL(30
days)
per 30 days)
SOLIRIS 3 MO; M
: : ’ WEGOVY 2 PA; QL (2
sps (with sorbitol) 1 MO SUBCUTANEOUS per 28 days)
oral PEN INJECTOR
SYPRINE 3 PA; MO 0.25 MG/0.5 ML,
0.5 MG/0.5 ML, 1
TAVNEOS 3 PA; LA; QL MG/0.5 ML ’
(180 per 30 :
days) WEGOVY 2 PA; QL (3
SUBCUTANEOUS per 28 days)
TEGLUTIK © W PEN INJECTOR 1.7
THIOLA 3 PA MG/0.75 ML, 2.4
THIOLA EC 3 PA MG/0.75 ML

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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XENICAL 3 MO; M CHANTIX 3 MO

STARTING
XENPOZYME 3 MO; M

© ©; MONTH BOX

XPHOZAH 3 M

NICOTROL NS 3 MO
ZEMAIRA 3 PA; MO; T
INTRAVENOUS LA varenicline tartrate 1 MO
RECON SOLN oral tablet 0.5 mg
1,000 MG varenicline tartrate 1 MO; ENC
ZEMAIRA 3 PA MO OI"Cll tablet I mg
INTRAVENOUS LA; M varenicline tartrate 1
RECON SOLN oral tablet 1 mg (56
4,000 MG, 5,000 pack)
MG varenicline tartrate 1 MO
ZEPBOUND 3 PA; QL (2.4 oral tablets,dose
KWIKPEN per 28 days) pack
ZEPBOUND 3 PA; QL (2 EAR, NOSE /
wmcrious i (TG

\%001)) (67:W N (O )\
ZEPBOUND 3 M S
SUBCUTANEOUS
SOLUTION 10 MISCELLANEO
MG/0.5 ML, 12.5 US AGENTS
MG/0.5 ML, 15
MG/0.5 ML, 5 azelastine nasal 1 MO; QL (60
MG/0.5 ML. 7.5 spray,non-aerosol per 30 days)
MG/0.5 ML 137 meg (0.1 %)

(12’0 per’ 30 gluconate mucous
days) membrane

DETERRENTS denta 5000 plus 1 MO; M
bupropion hcl 1 MO denta 5000 plus 1 M
(smoking deter) sensitive
CHANTIX 3 dentagel 1 MO; M
CHANTIX 3 MO fluoride (sodium) 1 M
CONTINUING dental cream
MONTH BOX fluoride (sodium) 1 M

dental gel

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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fluoride (sodium) 1 MO; M PREVIDENT 5000 3 MO; M
dental paste PLUS
fluoride (sodium) 1 MO; M PREVIDENT 5000 3 MO; M
dental solution SENSITIVE
FLUORIDEX 3 M PREVIDENT KIDS 3 MO; M
DAILY DEFENSE of 1 MO: M
FLUORIDEX 3 M
5000 pl 1 MO; M
SENSITIVITY §/.3000 plus O;
RELIEF sodium fluoride 1 MO; M
FLUORIMAX 5000 3 M 2000 dry mouth
FLUORIMAX 5000 3 M sodium fluoride o
5000 plus
SENSITIVE
di ide-pot 1 MO; M
ipratropium bromide 1 MO; QL (30 22},2;21ﬂu0m “po
nasal spray,non- per 28 days)
aerosol 21 meg (0.03 triamcinolone 1 MO
%) acetonide dental
ipratropium bromide 1 MO; QL (30 MISCELLANEO
nasal spray,non- per 20 days) US OTIC
aerosol 42 meg (0.06 PREPARATION
%) S
JUST RIGHT 5000 3 M acetic acid otic (ear) 1 MO
kourzeq 1 MO ciprofloxacin hcl 1 MO
olopatadine nasal 1 MO; QL otic (ear)
(30.5 per 30 DERMOTIC OIL 3 MO
d
: ays) fluocinolone 1 MO
periogard 1 MO acetonide oil
PREVIDENT 3 MO; M hydrocortisone- 1 MO
PREVIDENT 5000 3 MO; M acetic acid
BOOSTER PLUS ofloxacin otic (ear) 1 MO
PREVIDENT 5000 3 MO; M OTIC STEROID /
DRY MOUTH ANTIBIOTIC
PREVIDENT 5000 3 MO; M
’ IPRO H M
ENAMEL CIPRO HC 3 ©
PROTECT ciprofloxacin- 1 MO; QL
d th 7.5 per 7
PREVIDENT 5000 3 MO:M cramethasone El . Sfer
ORTHO DEFENSE 4

Note: 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 ix. 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 September 2026.
90


http://HSMedicareRx.com

Drug Name Drug Requireme Drug Name Drug Requireme

Tier  nts/Limits Tier  nts/Limits
ciprofloxacin- 1 kymbee oral 1 M
hydrocortisone suspension
neomycin- 1 MO kymbee oral tablet 1 PA
?Oly)’"yx’”‘hc otic MEDROL (PAK) 3 MO
ear
MEDROL ORAL 3 PA; MO
ENDOCRINE/ TABLET 16 MG, 2
DIABETES MG, 4 MG, 8 MG
ADRENAL methylprednisolone 1 PA; MO
HORMONES oral tablet
ACTHAR 5 PA: MO methylprednisolone 1 MO
- oral tablets,dose
ACTHAR 3 PA; MO pack
SELFJECT
ORAPRED ODT 3 PA; MO
AGAMREE 3 PA; LA )
prednisolone oral 1 MO
ALKINDI 3 solution
SPRINKLE :
prednisolone oral 1 PA; MO
CORTEF 3 MO tablet
CORTROPHIN 3 PA; MO prednisolone sodium 1 MO
GEL phosphate oral
deflazacort 1 PA; MO solution 10 mg/5 ml,
20 mg/5 ml (4
de;cal?aelhasone oral 1 MO mg/ml), 25 mg/5 ml
solution (5 mg/ml), 5 mg
dexamethasone oral 1 MO base/5 ml (6.7 mg/5
tablet ml)
dexamethasone oral 1 MO prednisolone sodium 1 PA; MO
tablets,dose pack phosphate oral
DEXLYT 3 tablet,disintegrating
EMFELAZA 3 PA: MO: prednisone intensol 1 MO
LA prednisone oral 1 MO
Sfludrocortisone 1 MO solution
HEMADY 3 prednisone oral 1 MO
tablet
hydrocortisone oral 1 MO )
. : prednisone oral 1 MO
Jjaythari 1 PA tablet,delayed
KHINDIVI 3 release (dr/ec) 1 mg,
2 mg

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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prednisone oral 1 alcohol pads PA; MO
tablets,dose pack 10 . .
ALOGLIPTIN ST; MO; QL
mg (48 pack), 5 mg (30 per 30
(48 pack) days)
Prgfmsfl”e oral ) 1 MO ALOGLIPTIN- ST; MO: QL
tablets,dose pack 10 METFORMIN (60 per 30
mg, 5 mg days)
pyquvi o ALOGLIPTIN- MO; QL (30
TARPEYO 3 PA; QL PIOGLITAZONE per 30 days)
8120 per 30 APIDRA ST; MO
ays) SOLOSTAR U-100
ANTITHYROID INSULIN
AGENTS APIDRA U-100 ST; MO
methimazole oral 1 MO INSULIN
tablet 10 mg, 5 mg AWIQLI MO; M
propylthiouracil 1 MO FLEXTOUCH
DIABETES BAQSIMI MO
THERAPY BASAGLAR ST; MO
acarbose oral tablet 1 MO; QL (90 EV\S[[IJI?;EN U-100
100 mg per 30 days)
acarbose oral tablet 1 MO; QL BRYNOVIN ST, 3%Ld(120
25 mg (360 per 30 per 30 days)
days) CYCLOSET MO; QL
acarbose oral tablet 1 MO; QL fil 80 per 30
50 mg (180 per 30 ays)
days) dapagliflozin oral MO; QL (30
ACTOPLUS MET 3 MO; QL (90 tablet 10 mg per 30 days)
per 30 days) dapagliflozin oral MO; M; QL
ACTOS 3 MO: QL (30 tablet 5 mg (30 per 30
per 30 days) days)
ADMELOG 3 ST: MO dapagliflozin- MO; QL (30
SOLOSTAR U-100 ’ metformin oral per 30 days)
tablet, ir - er,
INSULIN biphasic 24hr 10-
ADMELOG U-100 3 ST; MO 1,000 mg, 10-500
INSULIN LISPRO mg
AFREZZA 3 MO

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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dapagliflozin- 1 MO; QL (60 glipizide oral tablet 1 MO; QL
metformin oral per 30 days) 10 mg (120 per 30
tablet, ir - er, days)
biphasic 24hr 5- GLIPIZIDE ORAL 3 MO;M
1,000 mg, 5-300 mg TABLET 15 MG
dapagliflozin- I MO;QL (30 GLIPIZIDE ORAL 3 MO; QL (30
saxagliptin per 30 days) TABLET 2.5 MG per 30 days)
diazoxide 1 MO glipizide oral tablet 1 MO; QL
DROPSAFE 2 PA Smg (240 per 30
ALCOHOL PREP days)
PADS . _
glipizide oral tablet 1 MO; QL (60
DUETACT ORAL 3 MO; QL (30 extended release per 30 days)
TABLET 30-2 MG per 30 days) 24hr 10 mg
DUETACT ORAL 3 QL (30 per glipizide oral tablet 1 MO; QL
TABLET 30-4 MG 30 days) extended release (240 per 30
exenatide 1 M 24hr 2.5 mg days)
FARXIGA 2 MO:; QL (30 glipizide oral tablet 1 MO; QL
per 30 days) extended release (120 per 30
24hr 5 mg days)
FIASP 3 ST; MO
glipizide-metformin 1 MO; QL
FLEXTOUCH U- I tablet 2.5.2 40 0
100 INSULIN oral tablet 2.5-250 ( per 3
mg days)
FIASP PENFILL U- 3 ST; MO
100 INSULIN glipizide-metformin 1 MO; QL
oral tablet 2.5-500 (120 per 30
FIASP U-100 3 ST; MO mg, 5-500 mg days)
INSULIN
glucagon emergency 3 MO
glimepiride oral 1 MO; QL kit (human)
tablet 1 240 per 30
abtet Lmg Eiays)per GLUCOTROL XL 3 M;QL(120
ORAL TABLET per 30 days)
glimepiride oral 1 MO; QL EXTENDED
tablet 2 mg (120 per 30 RELEASE 24HR 5
days) MG
GLIMEPIRIDE 3 QL (60 per GLUMETZA 3 M
ORAL TABLET 3 30d
ays) glyburide 1 MO
MG
glimepiride oral 1 MO; QL (60 gly burlg’e Joral L M
tablet 4 mg per 30 days) micronized ord

tablet 3 mg, 6 mg

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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glyburide-metformin 1 MO HUMULIN N NPH 2 MO
GLYXAMBI 2 MO; QL (30 U-100 INSULIN
per 30 days) HUMULIN R 2 MO
GVOKE MO REGULAR U-100
INSULN
GVOKE HYPOPEN MO
(CONC) INSULIN
GVOKE PFS 1- 2 MO
SUBCUTANEOUS (CONC) KWIKPEN
SYRINGE 1 MG/0.2 INPEFA 2 PA; MO;
ML QL (30 per
HUMALOG 2 MO 30 days)
JUNIOR KWIKPEN INSULIN ASP PRT- 3 M
U-100 INSULIN ASPART
HUMALOG 2 MO INSULIN ASPART 3 M
KWIKPEN U-100
INSULIN INSULIN 3 M
HUMALOG MIX 2 MO DEGLUDEC
50-50 KWIKPEN INSULIN 3 ST:MO
HUMALOG MIX 2 MO GLARGINE U-300
75-25 KWIKPEN CONC
HUMALOG MIX 2 MO INSULIN 3 ST;MO
75-25(U- GLARGINE-YFGN
100)INSULN INSULIN LISPRO 2 MO
HUMALOG 3 MOM INSULIN LISPRO 2 MO
100)INSULN LISPRO
DG U100 ey MO INVOKAMET 3 ST;MO; QL
(60 per 30
HUMULIN 70/30 2 MO days)
U-100 INSULIN INVOKAMET XR 3 ST:MO;QL
HUMULIN 70/30 2 MO (60 per 30
U-100 KWIKPEN days)
HUMULIN N NPH 2 MO INVOKANA 3 ST;MO; QL
INSULIN (30 per 30
KWIKPEN days)

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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JANUMET 3 ST; MO; QL LANTUS 2

(60 per 30 SOLOSTAR U-100

days) INSULIN
JANUMET XR 2 MO; QL (30 LANTUS U-100 2 MO
ORAL TABLET, per 30 days) INSULIN
ER MULTIPHASE LEVEMIR 3 M
MG

LEVEMIR U-100 3 M
JANUMET XR 2 MO; QL (60
INSULIN

ORAL TABLET, per 30 days) : —
ER MULTIPHASE linagliptin- 1 M
24 HR 50-1,000 metformin
MG, 50-500 MG liraglutide 1 PA; QL (9
JANUVIA 3 ST; MO; QL per 30 days)

(30 per 30 LYUMIEV 2 MO

days) KWIKPEN U-100
JARDIANCE 2 MO; QL (30 INSULIN

per 30 days) LYUMJEV 2 MO
JENTADUETO 3 ST; MO; QL KWIKPEN U-200
ORAL TABLET (60 per 30 INSULIN
2.5-1,000 MG, 2.5- days) LYUMIJEV TEMPO 3 MO; M
500 MG PEN(U-
JENTADUETO 3 MO; M 100)INSULN
ORAL TABLET LYUMIJEV U-100 2 MO
2.5-850 MG INSULIN
JENTADUETO XR 3 ST; MO; QL MERILOG 3 ST; MO
ORAL TABLET, IR 60 per 30
"ER. BIPHASIC Eiayf)er MERILOG 3 ST:MO
24HR 2.5-1,000 MG SOLOSTAR
JENTADUETO XR 3 ST:MO;QL metformin oral 1 Mg)é QL
ORAL TABLET, IR (30 per 30 solution 517 5 per 30
- ER, BIPHASIC days) ays)
24HR 5-1,000 MG metformin oral 1 MO; QL (75
KAZANO ORAL 3 M tablet 1,000 mg per 30 days)
TABLET 12.5-1,000 metformin oral 1 MO; QL
MG tablet 500 mg (150 per 30
KIRSTY days)
KIRSTY PEN 2

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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METFORMIN 3 MO; QL MOUNJARO 2 PA; QL (2
ORAL TABLET (120 per 30 per 28 days)
625 MG days) nateglinide oral 1 MO; QL (90
metformin oral 1 QL (90 per tablet 120 mg per 30 days)
tablet 750 mg 30 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; QL NESINA ORAL 3 M
tablet extended (120 per 30 TABLET 25 MG,
release 24 hr 500 mg days) 6.25 MG
metformin oral 1 MO; QL (60 NOVOLIN 70/30 U- 2 MO
tablet extended per 30 days) 100 INSULIN
release 24 hr 750 mg NOVOLIN 70-30 5 MO
metformin oral 1 ST; MO; QL FLEXPEN U-100
tablet extended (60 per 30 NOVOLIN N 2 MO
release (osm) 24 hr days) FLEXPEN
1,000 mg
NOVOLIN N NPH 2 MO

metformin oral 1 ST; MO; QL U-100 INSULIN
tablet extended (150 per 30
release (osm) 24 hr days) NOVOLIN R 2 MO
500 mg FLEXPEN
metformin oral 1 ST; MO; QL NOVOLIN R 2 MO
tablet,er (60 per 30 REGULAR U100
gast.retention 24 hr days) INSULIN
1,000 mg NOVOLOG 3 ST; MO
metformin oral 1 ST; MO; QL FLEXPEN U-100
tablet,er (120 per 30 INSULIN
gast.retention 24 hr days) NOVOLOG MIX 3 ST; MO
500 mg 70-30 U-100
miglitol oral tablet 1 MO; QL (90 INSULN
100 mg per 30 days) NOVOLOG MIX 3 ST; MO
miglitol oral tablet 1 MO; QL 70-30FLEXPEN U-
25 mg (360 per 30 100

days) NOVOLOG 3 ST;MO
miglitol oral tablet 1 MO; QL PENFILL U-100
50 mg (180 per 30 INSULIN

days) NOVOLOG U-100 3 ST; MO

INSULIN ASPART

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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OZEMPIC ORAL 2 PA; QL (30 SEGLUROMET 3 ST; MO; QL
per 30 days) ORAL TABLET (60 per 30
OZEMPIC 2 PA;QL(3 %(5)2)10’?\(/)12}1\/;% 2650' days)
SUBCUTANEOUS per 28 days) 1\/,I G >
joglit 1 MO; QL (30
progtitazone per 5(? q ags) SEGLUROMET 3 ST;MO; QL
ORAL TABLET (120 per 30
pioglitazone- 1 MO; QL (30 2.5-500 MG days)
limepirid, 30d
ghmepiriae per 30 days) SEMGLEE(INSULI 3 ST
pioglitazone- 1 MO; QL (90 N GLARGINE-
metformin per 30 days) YFGN)
PROGLYCEM 3 MO SEMGLEE(INSULI 3 ST
repaglinide oral 1 MO; QL N GLARG-
tablet 0.5 mg (960 per 30 YFGN)PEN
days) SITAGLIPTIN 3 ST;MO; QL
repaglinide oral 1 MO; QL (30 per 30
tablet 1 mg (480 per 30 days)
days) sitagliptin phos- 1 MO; QL (60
repaglinide oral 1 MO; QL metformin oral per 30 days)
tablet 2 mg (240 per 30 tablet
days) sitagliptin phos- 1 M
REZVOGLAR 3 ST; MO metformin oral
KWIKPEN tablet, er multiphase
24 hr
RIOMET M
sitagliptin phosphate 1 MO; QL (30
RYBELSUS 2 M per 30 days)
saxagliptin I MO; QL (30 SITAGLIPTIN- 3 ST;MO; QL
per 30 days) METFORMIN (60 per 30
saxagliptin- 1 MO; QL (60 ORAL TABLET days)
””‘fo ormin ‘”l",’ , per 30 days) SITAGLIPTIN- 3 ST; QL (30
lablet, er multiphase METFORMIN per 30 days)
24 hr 2.5-1,000 mg ORAL TABLET,
saxagliptin- 1 MO; QL (30 ER MULTIPHASE
metformin oral per 30 days) 24 HR 100-1,000

tablet, er multiphase
24 hr 5-1,000 mg, 5-
500 mg

MG

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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SITAGLIPTIN- 3 ST; QL (60 TRESIBA 3 ST; MO
METFORMIN per 30 days) FLEXTOUCH U-
ORAL TABLET, 200
ER MULTIPHASE TRESIBA U-100 3 ST;MO
MG, 50-500 MG
’ TRIJARDY XR 2 MO; QL (30
SOLIQUA 100733 2 QL5 per ORAL TABLET, IR per 30 days)
25 days) - ER, BIPHASIC
STEGLATRO 3 ST; MO; QL 24HR 10-5-1,000
(30 per 30 MG, 25-5-1,000 MG
days) TRIJARDY XR 2 MO: QL (60
STEGLUJAN 3 ST; MO; QL ORAL TABLET, IR per 30 days)
(30 per 30 - ER, BIPHASIC
days) 24HR 12.5-2.5-
1,000 MG, 5-2.5-
SYMLINPEN 120 3 M ’ ;
1,000 MG
SYMLINPEN 60 M
TRULICITY 2 PA; QL (2
SYNJARDY 2 MO; QL (60 per 28 days)
30d
per 30 days) VICTOZA 2-PAK 3 PA;M; QL
SYNJARDY XR 2 MO; QL (30 (9 per 30
ORAL TABLET, IR per 30 days) days)
- ER, BIPHASIC
24HR 10-1,000 MG, VICTOZA 3-PAK 3 PA; QLd ©
25-1,000 MG per 30 days)
SYNJARDY XR 2 MO QL (60 z)(ﬁ)LUTOA)éEET IR ’ SsTo; Moé(? -
ORAL TABLET, IR per 30 days) ; (30 per
- ER. BIPHASIC - ER, BIPHASIC days)
MG, 5-1,000 MG 10-500 MG
TOUJEO MAX U- ; MO XIGDUO XR 3 ST; MO; QL
300 SOLOSTAR ORAL TABLET, IR (60 per 30
- ER, BIPHASIC days)
TOUJEO 2 MO 24HR 2.5-1,000
SOLOSTAR U-300 MG, 5-1,000 MG, 5-
INSULIN 500 MG
TRADJENTA 2 MO; QL (30 XULTOPHY 3 ST; QL (15
per 30 days) 100/3.6 per 30 days)
TRESIBA 3 ST; MO
FLEXTOUCH U-
100

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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ZITUVIMET 3 ST; MO; QL CEREZYME 3 MO; M
(60 per 30 INTRAVENOUS
days) RECON SOLN 400
ZITUVIMET XR 3 ST;MO; QL UNIT
ORAL TABLET, (30 per 30 cinacalcet 1 PA; MO
ER MULTIPHASE days) CRENESSITY 3 PA: LA
24 HR 100-1,000 ORAL CAPSULE
MG 100 MG, 50 MG
ZITUVIMET XR 3 S6TO; MO3; (?L CRENESSITY 3 M
ORAL TABLET, (60 per ORAL CAPSULE
ER MULTIPHASE days)
25 MG
24 HR 50-1,000
MG, 50-500 MG CRENESSITY 3 PA; LA
ORAL SOLUTION
ZITUVIO 3 ST; MO; QL
(30 per 30 CRYSVITA 2 MO; M
days) danazol 1 MO
MISCELLANEO DDAVP ORAL 3 MO
ALDURAZYME 2 MO; M TESTOSTERONE
INTRAMUSCULA
PA; MO;
AVEED L A’ ’ R OIL 100 MG/ML
DEPO- 3 PA
3 M
AVLAYAH TESTOSTERONE
AZMIRO 3 M INTRAMUSCULA
cabergoline 1 MO R OIL 200 MG/ML
calcitonin (salmon) 1 MO DESMODA 3
nasal desmopressin nasal 1 MO; M
calcitriol 1 ENC spray with pump
intravenous solution desmopressin nasal 1
1 mcg/ml spray,non-aerosol
calcitriol oral 1 MO 10 meg/spray (0.1
capsule mi)
calcitriol oral 1 desmopressin oral 1 MO
solution doxercalciferol 1 MO; M
CERDELGA 3 PA;MO intravenous
doxercalciferol oral 1 MO
ELAPRASE 2 MO; M

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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ELELYSO 3 MO; M miglustat 1 PA; MO;

ELFABRIO 3 PA;MO; LA
LA; M MYALEPT 3 PA; MO;

FABRAZYME 2 MO;M LA

GALAFOLD PA: MO: NAGLAZYME 2 MO; M
LA; QL (15 NATESTO 3 MO;M
per 30 days) NEXVIAZYME 3 MO:M

ISTURISA ORAL 3 PA; LA; QL OPFOLDA 3 MO: M
TABLET 1 MG (240 per 30

days) ORILISSA 3 MO

ISTURISA ORAL 3 PA;LA; QL PALYNZIQ 3 PA; MO;
TABLET 5 MG (360 per 30 SUBCUTANEOUS LA; QL (15

days) SYRINGE 10 per 30 days)

JATENZO ORAL 3 PA; MO; MG/0.5 ML
CAPSULE 158 MG, QL (120 per PALYNZIQ 3 PA; MO;
198 MG 30 days) SUBCUTANEOUS LA; QL (4

YRINGE 2.

JATENZO ORAL 3 PA;MO; i,[G o SGML . per 30 days)
CAPSULE 237 MG QL (60 per :

30 days) PALYNZIQ 3 PA; MO;

) ' SUBCUTANEOUS LA; QL (60
Javygtor 1~ PAMO SYRINGE 20 per 30 days)
JYNARQUE 3 PA; LA MG/ML
KANUMA 2 MO; M paricalcitol 1 M
KORLYM 3 PA intravenous
KUVAN 3 PA: MO paricalcitol oral 1 MO
KYZATREX ORAL 3  PA;QL POMBILITI 3 MOM
CAPSULE 150 MG, (120 per 30 RAYALDEE 3 MO
200 MG days) RECORLEV 3 PA
LUMIZYME 2 MO; M ROCALTROL 3
MEPSEVII 2 MO; M SAMSCA 3 PA: MO
METHITEST 3 PA sapropterin oral 1 PA; MO; M
methyltestosterone 1 PA; MO powder in packet
oral capsule 100 mg
mifepristone oral 1 PA; MO sapropterin oral 1 PA; MO

tablet 300 mg

powder in packet
500 mg

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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sapropterin oral 1 PA; MO testosterone 1 PA; MO;
tablet,soluble transdermal gel in QL (300 per
SENSIPAR 3 M metered-dose pump 30 days)
12.5mg/ 1.25 gram
SEPHIENCE 3 PA (1%)
SOMAVERT S PA; MO testosterone 1 PA; MO;
STRENSIQ 7 M transdermal gel in QL (150 per
SUBCUTANEOUS metered-dose pump 30 days)
SOLUTION 18 20.25 mg/1.25 gram
MG/0.45 ML (1.62 %)
STRENSIQ 2 PA;LA; M testosterone 1 PA; MO;
SUBCUTANEOUS transdermal gel in QL (300 per
SOLUTION 28 packet 1 % (25 30 days)
MG/0.7 ML, 40 mg/2.5gram), 1 %
MG/ML, 80 MG/0.8 (50 mg/5 gram)
ML testosterone 1 PA; MO;
SYNAREL 3 PA; MO transdermal gel in QL (37.5
packet 1.62 % per 30 days)
TESTIM 3 PA; MO;
(20.25 mg/1.25
QL (300 per gram)
30 days)
3 testosterone 1 PA; MO;
TESTOPEL M transdermal gel in QL (150 per
testosterone 1 PA; MO packet 1.62 % (40.5 30 days)
cypionate mg/2.5 gram)
zlntrambﬁvcul;zr ol testosterone 1 PA; MO;
00/ mlg mi, 200 transdermal solution QL (180 per
me/m in metered pump 30 days)
testosterone 1 PA w/app
?yf’O”‘”e oo TLANDO 3 PA;QL
intramuscular oi
(120 per 30
200 mg/ml (1 ml) days)
testosterone 1 PA; MO tolvaptan 1 PA: MO
enanthate l l X Y
1 t 5
testosterone 1 PA; MO; M; k(; d‘;aei Z?S)(I?O e
transdermal gel QL (300 per
30 days) VIMIZIM 2 MO; M
VOGELXO PA; QL
TRANSDERMAL (300 per 30
GEL days)
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VOGELXO 3 PA; QL ZOLEDRONIC AC- 3 M
TRANSDERMAL (300 per 30 MANNITOL-
GEL IN days) 0.9NACL
N RED-DOSE THYROID
HORMONES
VOGELXO 3 PA; M; QL
TRANSDERMAL (300 per 30 ADTHYZA ORAL 3 M
GEL IN PACKET days) TABLET 130 MG,
16.25 MG, 32.5 MG,
VOXZOGO 3 PA; MO 65 MG, 97.5 MG
VPRIV 3 MO; M amerithroid 1 MO; M
XYOSTED 3 PA; MO; ARMOUR 3 MO; M
QL (2 per THYROID
28 days)
CYTOMEL 3 MO
yargesa 1 PA; LA ) )
evexithroid oral 1 MO; M
YORVIPATH 3 PA; QL tablet 120 mg, 15
SUBCUTANEOUS (1.12 per 28 mg, 180 mg, 30 mg,
PEN INJECTOR days) 45 mg, 60 mg, 90 mg
168 MCG/0.56 ML S
evexithroid oral 1 M
YORVIPATH 3 PA; QL tablet 75 mg
SUBCUTANEOUS (1.96 per 28
PEN INJECTOR days) LEVOTHYROXINE 3 MO
294 MCG/0.98 ML ORAL CAPSULE
YORVIPATH 3 PA, QL (28 leVOtherxu’le oral 1 MO
SUBCUTANEOUS per 28 days) tablet 100 mcg, 112
PEN INJECTOR meg, 125 meg, 137
420 MCG/1.4 ML meg, 130 meg, 200
mcg, 25 mcg, 300
YUVIWEL 3 PA meg, 50 meg, 75
ZAVESCA 3 PA; MO; mcg, 88 mcg
LA levothyroxine oral 1 MO; M
zelvysia 1 PA tablet 175 mcg
7ZEMPLAR 3 MO; M levoxyl oral tablet 1 MO
INTRAVENOUS 100 meg, 112 mcg,
ZEMPLAR ORAL 3 MO;M %(5) e ﬁ; e
CAPSULE 1 MCG, s &
200 mcg, 25 mcg, 50
2 MCG
mcg, 75 mcg, 88 mcg
zoledronic acid 1 MO; M

intravenous solution

liomny 1
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liothyronine oral 1 MO GASTROENT

niva thyroid 1 MO; M EROLOGY

np thyroid 1 MO;M ANTIDIARRHE

renthyroid oral 1 MO; M ALS/

tablet 120 mg, 15 ANTISPASMODI

mg, 30 mg, 60 mg, CS

0 mg chlordiazepoxide- 1 MO

RENTHYROID 3 MO; M clidinium

ORAL TABLET 45

MG. 75 MG CUVPOSA 3 MO

SYNTHROID 3 ST: MO dicyclomine oral 1 MO
capsule

THYQUIDITY 3 MO dicyclomine oral 1 MO

thyroid (pork) 1 M solution

TIROSINT 3 MO dicyclomine oral 1 MO

TIROSINT-SOL 3 MO tablet 20 mg

ORAL SOLUTION DICYCLOMINE 3 MO

100 MCG/ML, 112 ORAL TABLET 40

MCG/ML, 125 MG

MCG/ML, 13 :

MCG/ML. 137 dzphez‘ioxylate— 1 MO

MCG/ML, 150 atropine

MCG/ML, 175 GLYCATE 3

MCG/ML, 200 glycopyrrolate oral 1 MO

MCG/ML, 25 solution

MCG/ML, 37.5

MCG/ML, 50 glycopyrrolate oral 1 MO

MCG/ML, 75 tablet 1 mg, 2 mg

MCG/ML, 88 glycopyrrolate oral 1

MCG/ML tablet 1.5 mg

TIROSINT-SOL 3 LIBRAX (WITH 3 MO

ORAL SOLUTION CLIDINIUM)

44 MCG/ML, 62.5

MCG/ML LOMOTIL 3 MO

unithroid 1 MO loperamide oral 1 MO
capsule
methscopolamine 1 MO
MOTOFEN 3 MO
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MYTESI 3 MO CHOLBAM ORAL 3 PA
MISCELLANEO CAPSULE 250 MG
USs CHOLBAM ORAL 3 PA;QL
GASTROINTES CAPSULE 50 MG (120 per 30
TINAL AGENTS days)
alosetron 1 PA: MO CIMZIA POWDER 3 PA; MO;
’ FOR RECONST QL (2 per
AMITIZA ORAL 3 ST;M; QL 28 days)
CAPSULE 24 MCG (60 per 30
days) CIMZIA STARTER 3 PA; MO;
KIT QL (3 per
AMITIZA ORAL 3 ST; MO; QL 180 days)
CAPSULE 8 MCG (180 per 30
days) CIMZIA 3 PA; QL (4
SUBCUTANEOUS per 28 days)
ANALPRAM-HC 3 MO SYRINGE KIT 200
RECTAL CREAM MG/ML
1-1 %

° CIMZIA 3 PA: MO; M;
ANALPRAM-HC 3 MO SUBCUTANEOUS QL (3 per
SINGLES SYRINGE KIT 400 180 days)
ANUSOL-HC 3 MO MG/2 ML (200
TOPICAL MG/ML X 2)
aprepitant 1 PA; MO CLENPIQ ORAL 3 ST; MO

SOLUTION 10 MG-
APRISO 3 MO 35 GRAM- 12
AVSOLA 3 MO; M GRAM/175 ML
AZULFIDINE 3 MO compro 1 MO
AZULFIDINE EN- 3 MO constulose 1 MO
TABS CORTIFOAM 3 MO
balsalazide 1 MO CREON 2 MO
betaine 1 MO cromolyn oral 1 MO
BONJESTA 3 MO CTEXLI 3 PA:LA
budesonide oral 1 MO CYSTADANE 3
budesonide rectal 1 MO DICLEGIS 3 MO
BYLVAY 3 iﬁ; MO; DIPENTUM 3 MO

ine- 1 M

CANASA 3 MO doxylamine O

pyridoxine (vit b6)
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dronabinol oral 1 PA; MO hydrocortisone 1 MO
capsule rectal
EMEND ORAL 3 PA; MO hydrocortisone 1
CAPSULE 80 MG topical cream with
EMEND ORAL 3 PA: MO perineal applicator
’ 0

CAPSULE,DOSE 2.5%
PACK hydrocortisone- 1 MO
EMEND ORAL 3 PA pramoxine rectal
SUSPENSION FOR cream I-1 %
RECONSTITUTIO IBSRELA 3 PA; QL (60
N per 30 days)
ENTYVIO 3 MO; M INFLECTRA 3 PA; MO; M;
ENTYVIO PEN 3 PA;MO; %Ld(zo per

QL (1.36 ays)

per 28 days) INFLIXIMAB 2 M
enulose 1 MO IQIRVO PA; MO;
EOHILIA 3 PA; MO; 3?0L d(30 per

QL (600 per ays)

30 days) KRISTALOSE 3 MO
GASTROCROM 3 MO lactulose 1 MO
GATTEX 30-VIAL 3 PA; MO LIALDA 3
GATTEX ONE- PA; MO; M LINZESS 2 MO; QL (30
VIAL per 30 days)
gavilyte-c 1 MO LIVDELZI 3 PA; QL (30
gavilyte-g 1 MO per 30 days)
gavilyte-n 1 MO LIVMARLI 3 PA; LA

lubiprostone oral 1 MO; QL (60
1 1 MO ’
genertac capsule 24 mcg per 30 days)
GIMOTI 3
lubiprostone oral 1 MO; QL

GOLYTELY 3 ST; MO capsule 8 mcg (180 per 30
granisetron hcl oral 1 PA; MO days)
GRANISOL 3 PA LYNAVOY 3 M
hydrocortisone 1 MARINOL ORAL 3 PA
acetate topical CAPSULE 2.5 MG
cream with perineal meclizine oral tablet 1 MO

applicator
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mesalamine oral MO OMVOH PEN 3 PA; MO;
capsule (with del rel SUBCUTANEOUS QL (2 per
tablets) PEN INJECTOR 28 days)
mesalamine oral M 200 MG/2 ML
capsule, extended OMVOH PEN 3 PA; MO;
release 250 mg SUBCUTANEOUS QL (3 per
mesalamine oral MO PEN INJECTOR 28 days)
capsule, extended éO;)&Ifé?;)l:;[L(lOOM
release 500 mg MG /21\;[L)
mesalamine oral MO
capsule,extended OMVOH 3 PA;M; QL
release 24hr SUBCUTANEOUS (2 per 28
SYRINGE 100 days)
mesalamine oral MO MG/ML, 200 MG/2
tablet,delayed ML (100 MG/ML X
release (dr/ec) 2)
mesalamine rectal MO OMVOH 3 PA; MO:;
mesalamine with MO; M SUBCUTANEOUS QL (2 per
: MG/2 ML
metoclopramide hcl MO
oral solution OMVOH 3 PA; MO;
: SUBCUTANEOUS QL (3 per
metloclgllaramlde hel MO SYRINGE 28 days)
oral tablet 300MG/3ML(100M
MICORT-HC G /ML-200
MOTEGRITY ST; QL (30 MG/2ML)
per 30 days) ondansetron hcl oral 1 PA; MO
MOVANTIK ST; MO; QL solution
(30 per 30 ondansetron hcl oral 1 PA; MO
days) tablet 4 mg, 8§ mg
MOVIPREP ST; MO ONDANSETRON 3 PA
nitroglycerin rectal MO ”l(?igII:ET,DISINTE
OMVOH PEN PA; M; QL GRATING 16 MG
SUBCUTANEOUS 2 per 28
PEN INJECTOR Eia;rl):)r ondansetron oral 1 PA; MO
100 MG/ML. 200 tablet,disintegrating
MG/2 ML (100 4 mg, 8 mg
MG/ML X 2)
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PANCREAZE 3 ST; MO RELISTOR ORAL 3 ST; MO; QL
ORAL (90 per 30
CAPSULE,DELAY days)
ED
RELISTOR 3 ST; MO; QL
%g&(ﬁ;ﬁggym) SUBCUTANEOUS (18 per 30
othatahae LUTI
61,500 UNIT, SOLUTION days)
16,800-56,800- RELISTOR 3 ST; MO; QL
98,400 UNIT, 2,600- SUBCUTANEOUS (18 per 30
8,800- 15,200 UNIT, SYRINGE 12 days)
21,000-54,700- MG/0.6 ML
83,900 UNIT, RELISTOR 3 ST; MO; QL
37,000-97,300- SUBCUTANEOUS (12 per 30
149,900 UNIT, SYRINGE 8 MG/0.4 days)
4,200-14,200- ML
24,600 UNIT
RELTONE
3350- 1
he REMICADE 2 PA;MO;M:;
electrolytes QL (20 per
peg3350-sod sul- 1 MO 28 days)
nacl-kcl-asb-c
RENFLEXIS 3 MO; M
-electrolyt 1 MO
pegrerectionte ROWASARECTAL 3 MO
PENTASA 3 MO ENEMA KIT
PERTZYE 3 ST; MO SANCUSO 3 MO
PLENVU 3 ST; MO scopolamine base 1 MO
prochlorperazine 1 MO SKYRIZI 2 PA; MO:;
prochlorperazine 1 MO INTRAVENOUS QL (60 per
maleate 180 days)
PROCTOFOAMHC 3 MO SKYRIZI 2 PA;MO;
SUBCUTANEOUS QL (1.2 per
procto-med hc 1 MO WEARABLE 56 days)
proctosol he topical 1 MO INJECTOR 180
proctozone-hc 1 ﬁgjll\/lzL%v[L (150
prucalopride 1 MO; M; QL SKYRIZI ) PA: MO
30 per 30 ’ ’
Eiayger SUBCUTANEOUS QL (2.4 per
WEARABLE 56 days)
REGLAN ORAL 3 MO INJECTOR 360
MG/2.4 ML (150
MG/ML)
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sodium,potassium,m 1 MO VELSIPITY 3 PA; MO;
ag sulfates oral QL (30 per
recon soln 17.5- 30 days)
3.13-1.6 gram VIBERZI 2 MO:; QL (60
sodium,potassium,m 1 per 30 days)
ag sulfates oral VIOKACE 3 MO
recon soln 17.5-
3.13-1.6 gram 2 VOWST PA; LA
pack (480ml) ZENPEP ORAL 2 MO
SUCRAID 2 PA CAPSULE,DELAY

ED
sulfasalazine 1 MO 10,000-32,000 -
SUPREP BOWEL 3 ST;MO 42,000 UNIT,

63,000 UNIT,
SUTAB ST; MO 20,000-63,000-
SYMPROIC 2 MO; QL (30 84,000 UNIT,

per 30 days) 25,000-79,000-

105,000 UNIT,
scop 14,000-UNIT,
trimethobenzamide 1 40,000-126,000-
oral 168,000 UNIT,
TRULANCE 2 QL (30 per 5,000-17,000-

30 days) 24,000 UNIT,

60,000-189,600-
UCERIS 3 MO 252,600 UNIT
URSO FORTE 3 M ZYMFENTRA 2 PA;MO;
ursodiol oral 1 QL (2 per
capsule 200 mg, 400 28 days)
mg ULCER
ursodiol oral 1 MO THERAPY
capsule 300 mg ACIPHEX 3 QL (60 per
ursodiol oral tablet 1 MO 30 days)
URSOLIGN M amoxicil- 1 QL (112 per
VARUBI 5 PA clarithromy- 180 days)

lansopraz
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bismuth subcit k- 1 MO; QL KONVOMEP 3 QL (600 per
metronidz-tcn (120 per 180 30 days)
days) lansoprazole oral 1 MO; QL (30
CARAFATE ORAL 3 capsule,delayed per 30 days)
SUSPENSION release(dr/ec) 15 mg
CARAFATE ORAL 3 MO lansoprazole oral 1 MO; QL (60
TABLET capsule,delayed per 30 days)
cimetidine 1 MO release(dr/ec) 30 mg
cimetidine hel oral | lansoprg;ole oral 1 MO; QL (30
tablet,disintegrat, per 30 days)
CYTOTEC 3 MO delay rel 15 mg
DEXILANT 3 QL (30 per lansoprazole oral 1 MO; QL (60
30 days) tablet,disintegrat, per 30 days)
dexlansoprazole 1 QL (30 per delay rel 30 mg
30 days) misoprostol 1 MO
esomeprazole 1 MO; QL (30 NEXIUM ORAL 3 MO; QL (30
magnesium oral per 30 days) CAPSULE,DELAY per 30 days)
capsule,delayed ED
release(dr/ec) 20 mg RELEASE(DR/EC)
esomeprazole 1 MO; QL (60 20 MG
magnesium oral per 30 days) NEXIUM ORAL 3 MO; QL (60
capsule,delayed CAPSULE,DELAY per 30 days)
release(dr/ec) 40 mg ED
esomeprazole 1 MO; QL (30 RELEASE(DR/EC)
magnesium oral per 30 days) 40 MG
granules dr for susp NEXIUM ORAL 3 MO:; QL (30
in packet 10 mg, 2.5 GRANULES DR per 30 days)
mg, 20 mg, 5 mg 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
in packet 40 mg NEXIUM ORAL 3 MO; QL (60
famotidine oral 1 MO GRANULES DR per 30 days)
suspension for FOR SUSP IN
reconstitution PACKET 40 MG
famotidine oral 1 MO nizatidine oral 1 MO
tablet 20 mg, 40 mg capsule
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OMECLAMOX- 3 QL (80 per PRILOSEC ORAL 3 MO; QL
PAK 180 days) SUSP,.DELAYED (120 per 30
omeprazole oral 1 MO; QL (30 ggé%;sfoi(/l)g days)
capsule,delayed per 30 days)
release(dr/ec) 10 PRILOSEC ORAL 3 MO; QL
mg, 20 mg SUSP,DELAYED (480 per 30
omeprazole oral 1 MO; QL (60 I}R]EEICE)IA\IS§5FI?41C{} days)
capsule,delayed per 30 days) i
release(dr/ec) 40 mg PROTONIX ORAL 3 QL (60 per
omeprazole-sodium 1 MO; QL (30 Sgﬁgg;}??NDR 30 days)
bicarbonate per 30 days) PACKET
t Z [ 1 MO; QL (60
lgjfzn%: Zijoir:usp per .;aOQ dagls) PROTONIX ORAL 3 QL (30 per
; TABLET,DELAYE 30 days)
in packet D RELEASE
pantoprazole oral 1 MO; QL (30 (DR/EC) 20 MG
tablet,delayed 30d
aoienaeiaye per 30 days) PROTONIX ORAL 3 QL (60 per
release (dr/ec) 20
mg TABLET,DELAYE 30 days)
D RELEASE
pantoprazole oral 1 MO; QL (60 (DR/EC) 40 MG
tablet,delayed 30d
aowet,aelaye per 30 days) PYLERA 3 MO;QL
release (dr/ec) 40
(120 per 180
mg d
PEPCID ORAL 3 MO )
TABLET rabeprazole oral 1 MO; QL (60
tablet,delayed per 30 days)
PREVACID 3 QL (60 per release (dr/ec)
30d
ays) ranitidine hcl oral 1 MO
PREVACID 3 QL (30 per tablet
SOLUTAB ORAL 30 days)
TABLET,DISINTE sucralfate L MO
GRAT, DELAY TALICIA 3 MO; QL
REL 15 MG (168 per 180
PREVACID 3 QL (60 per days)
SOLUTAB ORAL 30 days) VOQUEZNA 3 ST; MO; QL
TABLET,DISINTE (30 per 30
GRAT, DELAY days)
REL 30 MG VOQUEZNA 3 MO;QL
DUAL PAK (112 per 180

days)
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VOQUEZNA 3 MO; QL BETASERON 2 PA; MO;
TRIPLE PAK (112 per 180 SUBCUTANEOUS QL (14 per
days) KIT 28 days)
ZEGERID ORAL 3 MO; M EGRIFTA SV 3 PA
CAPSULE 20-1.1 .
MOGRAM EGRIFTA WR 3 PA; MO
EPOGEN 3 MO; M
IMMUNOLOG INJECTION
Y, VACCINES SOLUTION 10,000
/ BIOTECHNO UNIT/ML
LOGY EPOGEN 3 PA; MO
INJECTION
BIOTECHNOLO SOLUTION 2,000
GY DRUGS UNIT/ML, 20,000
ACTIMMUNE 2 PA;MO UNIT/2 ML, 20,000
UNIT/ML, 3,000
POLYSORBATE) UNITML
INJECTION
SOLUTION 100 FULPHILA 2 PA; MO
MCG/ML, 200 SUBCUTANEOUS
MCG/ML. 25 SYRINGE 6 MG/0.6
MCG/ML, 40 ML
MCG/ML, 60 FYLNETRA 3 PA; MO
MCG/ML GENOTROPIN 3 PA; MO
ARANESP (IN 3 PAMO GENOTROPIN 3 PA:MO
POLYSORBATE) MINIOUICK
INJECTION Q
SYRINGE GRANIX 3 PA; MO
SUBCUTANEOUS
ARCALYST 2 PA SOLUTION 300
AVONEX 2 PA; MO; MCG/ML
R PEN INJECTOR e dayy GRANIX 3 PAIMO
KIT y SUBCUTANEOUS
SYRINGE
AVONEX 2 PA; MO; ,
INTRAMUSCULA QL (1 per HUMATROPE > PAMO
R SYRINGE KIT 28 days) INJECTION
CARTRIDGE
BESREMI 3 PA: LA ILARIS (PF) 5 MO: M
BESREMI PEN 3 M
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LEUKINE 3 PA; MO PEGASYS 3 MO:; QL (2

INJECTION SUBCUTANEOUS per 28 days)

RECON SOLN SYRINGE

MIRCERA 3 PA PLEGRIDY 2 PA; MO; M;

’ R 28 days)

gig{{gsm 3 PA; MO PLEGRIDY 2 PA; MO;
SUBCUTANEOUS QL (1 per

NEUPOGEN 3 PA; MO PEN INJECTOR 28 days)

NGENLA 3 PA; MO 125 MCG/0.5 ML

NIVESTYM 2 PA; MO PLEGRIDY 2 PA; MO;
SUBCUTANEOUS QL (1 per

NORDITROPIN S P4 MO PEN INJECTOR 63 180(da1;s)

FLEXPRO MCG/0.5 ML- 94

SUBCUTANEOUS MCG/0.5 ML

PEN INJECTOR 10

MG/1.5 ML (6.7 PLEGRIDY 2 PA; MO;

MG/ML), 15 SUBCUTANEOUS QL (1 per

MG/1.5 ML (10 SYRINGE 125 28 days)

MG/ML), 5 MG/1.5 MCG/0.5 ML

ML (3.3 MG/ML) PLEGRIDY 2 PA; MO;

NORDITROPIN 3 PA; M SUBCUTANEOUS QL (1 per

FLEXPRO SYRINGE 63 180 days)

SUBCUTANEOUS MCG/0.5 ML- 94

PEN INJECTOR 30 MCG/0.5 ML

MG/3 ML (10 PROCRIT 2 PA; MO

MG/ML) INJECTION

NUTROPIN AQ 3 M SOLUTION 10,000

NUSPIN UNIT/ML, 2,000

SUBCUTANEOUS UNIT/ML, 20,000

PEN INJECTOR 20 UNIT/ML, 3,000

MG/2 ML (10 UNIT/ML, 4,000

MG/ML), 5 MG/2 UNIT/ML, 40,000

ML (2.5 MG/ML) UNIT/ML

NYVEPRIA PA; MO PROCRIT 2 PA; MO; M
INJECTION

OMNITROFE PA; MO SOLUTION 20,000

PEGASYS MO; QL (4 UNIT/2 ML

SUBCUTANEOUS per 28 days)

SOLUTION
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REBIF (WITH 3 PA; MO; ZOMACTON 3 PA; MO
ALBUMIN) QL (6 per VACCINES /

28 days) MISCELLANEO
REBIF REBIDOSE 3 PA; MO; UsS
SUBCUTANEOUS QL (6 per IMMUNOLOGIC
PEN INJECTOR 22 28 days) ALS
MCG/0.5 ML, 44
MCG/0.5 ML abrysvo (pf) M
REBIF REBIDOSE 3 PA; MO; ACTHIB (PF) 2
SUBCUTANEOUS QL (4.2 per adacel(tdap 1 vV
PEN INJECTOR 180 days) adolesn/adult) (pf)
8.8MCG/0.2ML-22 )
MCG/0.5ML (6) ALYGLO 3 MO;M
REBIF TITRATION 3 PA: MO; arexvy (pf) Vv
PACK QL (4.2 per ASCENIV 3 MO; M

180 days) bcg vaccine, live (pf) 1 \Y
REBLOZYL 3 MO; M bexsero 1 v
RELEUKO 3 PA; MO .
SUBCUTANEOUS BIVIGAM 3 PA; MO
RETACRIT ) PA:; MO boostrix tdap 1 A%
ROLVEDON PA; MO CUTAQUIG 3 MOM
SEROSTIM 3 PA;MO CUVITRU 3 MOM
SUBCUTANEOUS DAPTACEL (DTAP 2
RECON SOLN 4 PEDIATRIC) (PF)
MG, 5 MG, 6 MG DYSPORT 3 PA;MO
SKYTROFA 3 PA; MO engerix-b (pf) 1 PA;V
SOGROYA 3 PA; MO engerix-b pediatric 1 PA;V
STIMUFEND 3 PA; MO (v
UDENYCA 3 PA; MO GAMMAGARD 3 PA; MO
UDENYCA 3 PA; MO LIQUID
AUTOINJECTOR GAMMAGARD 3 PA; MO
UDENYCA 3 PA; MO LIQUID ERC
ONBODY GAMMAGARD S- 3 PA; MO
XOLREMDI 3 PA;LA 1]\)/1 gg/?&)l
ZARXIO 3 PA; MO
ZIEXTENZO 3 PA; MO
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GAMMAKED 3 PA; MO HAVRIX (PF) 2
INJECTION INTRAMUSCULA
SOLUTION 1 R SYRINGE 720
GRAM/10 ML (10 ELISA UNIT/0.5
%) ML
GAMMAKED 3 MO; M heplisav-b (pf) 1 PA; V
INJECTION

HIBERIX (PF 2
SOLUTION 10 (PF)
GRAM/100 ML (10 HIZENTRA 3 MO; M
%), 20 GRAM/200 HYQVIA 3 MO; M
ML (10 %), 5
GRAEM /SS)ML (10 imovax rabies 1 PA;V
%) vaccine (pf)
GAMMAPLEX 3 PA:MO ?}flff*NRIX (DTAP) 2
GAMMAPLEX 3 PA; MO ol )
(WITH SORBITOL) ipo v
GAMUNEX-C 2 PA;MO ixiaro (pf) M
INJECTION Jjynneos (pf) 1 PA;V
SOLUTION 1

KINRIX (PF 2
GRAM/10 ML (10 (PE)
%) menquadyfi (pf) 1 \Y
GAMUNEX-C 2 MO:M menyeo a-c-y-w- v
INJECTION 135-dip (pf)
SOLUTION 10 intramuscular kit
GRAM/100 ML (10 m-m-r ii (pf) 1 vV
%), 2.5 GRAM/25 )
ML (10 %), 20 mresvia (pf) 1 A%
GRAM/200 ML (10 OCTAGAM 3 PA; MO
%), 40 GRAM/400

’ ODACTRA 3 PA; MO
ML (10 %), 5 ’
GRAM/50 ML (10 PALFORZIA 3 MO; M
%) (LEVEL 1)
gardasil 9 (pf) 1 \V4 PALFORZIA 3 MO; M
LEVEL 2
GRASTEK 3 MO (LEV )
: PALFORZIA 3 MO; M

%zavrzx (pf) 1 \Y (LEVEL 3)
intramuscular
syringe 1,440 elisa PALFORZIA 3 MO; M
unit/ml (LEVEL 4)

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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PALFORZIA 3 MO; M rabavert (pf) 1 PA; V
(LEVEL 5) RAGWITEK 3 MO;M
PALFORZIA 3 MO; M recombivax hb (pf) 1 PA;V
(LEVEL 6)
ROTARIX 2
PALFORZIA 3 MO; M
(LEVEL 7) ROTATEQ 2
VACCINE
PALFORZIA 3 MO;M —
(LEVEL 8) shingrix (pf) 1 V; QL (2
- ; MO M intramuscular per 720
PALFO ) suspension for days)
(LEVEL 9) reconstitution
PALFORIZéA 3 MO; M shingrix (pf) 1 V; QL (1
(LEVEL 10) intramuscular per 720
PALFORZIA 3 MO; M syringe days)
gdgngE)L 11 UP- tenivac (pf) 1 \%
TICOVAC 2
PALFORZIA 3 MO:M INTRAMUSCULA
LEVEL 11 R SYRINGE 1.2
MAINTENANCE MCG/0.25 ML
PANZYGA 3 PA; MO TICOVAC 2 \Y4
PEDIARIX (PF) 2 INTRAMUSCULA
PEDVAX HIB (PF) 2 I\R/[(S;él/{oﬂgfi}/[EL24
penbraya (p)) ! v trumenba 1 A%
penmenvy men a-b- 1 A% .
cwy () thnflx (pj) 1 \%
PENTACEL (PF) 2 o Z”Zu?cu o M
priorix (pf) 1 Vv syringe
PRIVIGEN 3 PA; MO VAQTA (PF) 2
PROQUAD (PF) 2 INTRAMUSCULA
R SUSPENSION 25
QIVIGY 3 PA UNIT/0.5 ML
INTRAVENOUS
SOLUTION 10 % vaqta (pf) v
PA M intramuscular
QIVIGY 3 ; MO suspension 50
INTRAVENOUS nit/ml
SOLUTION 10 %
QUADRACEL (PF) 2

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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VAQTA (PF) 2 PEN NEEDLES 3 PA
INTRAMUSCULA (NON-PREFERRED
R SYRINGE 25 BRANDS)
UNIT/0.5 ML GAUZE PADS 2 X 2 PA;MO
vaqta (pf) 1 \Y 2
intramuscular INPEN (FOR 3
syringe 50 unit/ml HUMALOG) BLUE
varivax (pf) 1 v INPEN (FOR 3
vaxchora vaccine 1 \Y HUMALOG) GREY
vimkunya (pf) 1 \Y INPEN (FOR 3
vivorf I MOV HUMALOG) PINK
OR FIASP) BLUE
. 1V
yfvax (pf) INPEN (NOVOLOG 3
YIMMUGO 3 PA; MO OR FIASP) GREY
INTRAVENOUS
SOLUTION 10 % INPEN (NOVOLOG 3
OR FIASP) PINK
YIMMUGO 3 PA
SOLUTION 10 % ISI‘;SQ{II:IE}‘IE
(200 ML), 10 % (50
ML) BD PEN NEEDLE 2 PA;MO
MISCELLANE OMNIPOD 5 MO; QL (15
ousS (LIBRE 2/3 PLUS) per 30 days)
SUPPLIES OMNIPOD 5G6-G7 2 MO; QL (1
INTRO KT(GENS5) per 720
MISCELLANEO days)
Ui SLTPEALISE OMNIPOD 5G6-G7 2 MO; QL (15
NOVO PEN 2 PA;MO PODS (GEN 5) per 30 days)
NEEDLE OMNIPOD 5 2 MO; QL (I
CEQUR 2 MO:QL (8 INTRO per 720
SIMPLICITY per 30 days) (LIBRE2/3PLUS) days)
DEVICE 2 UNIT OMNIPOD DASH 2 QL per
(200 UNIT)
INTRO KIT (GEN 720 days)
CEQUR 2 MO;QL(1 4)
SIMPLICITY per 720 OMNIPOD DASH 2 MO;QL(15
INSERTER days) PODS (GEN 4) per 30 days)
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EMBECTA PEN 2 PA; MO colchicine oral 1
NEEDLE capsule
PIVOT INSULIN 2 QL (1 per colchicine oral 1 MO
PUMP STARTER 720 days) tablet
KIT febuxostat 1 MO
PIVOT SUPPLY 2 QL (40 per GLOPERBA 3 ST
KIT 30 days)
KRYSTEXXA 3 MO;M
TWIIST REFILL 2 QL(I per > O;
KT(CSST-NDL- 30 days) MITIGARE 3 ST
SYR) probenecid 1 MO
TWIIST 2 QL (1 per probenecid- 1 MO
RFL(INFUS-CSST- 30 days) colchicine
NDL-SYR)
ULORIC 3 MO
TWIIST STARTER 2 QL (1 per
KIT 720 days) OSTEOPOROSIS
THERAPY
BD INSULIN 2 PA; MO
SYRINGE ACTONEL ORAL 3 ST; MO; QL
INSULIN 3 PA TABLET 150 MG El lapse)r 30
SYRINGES (NON- 4
PREFERRED ACTONEL ORAL 3 ST; MO; QL
BRANDS) TABLET 35 MG (4 per 28
d
V-GO 20 3 MO; QL (30 ays)
per 30 days) alendronate oral 1 MO; QL
luti 300 per 28
V-GO 30 3 MO:; QL (30 sotution gays)per
per 30 days)
lend t l 1 MO; QL (30
V-GO 40 3 MO; QL (30 ?azl;etrlo Zczln(egom per §8 dagls)
per 30 days)
alendronate oral 1 MO; QL (4
MUSCULOSK tablet 35 mg, 70 mg per 28 days)
ELETAL / ATELVIA 3 ST; MO; QL
RHEUMATOL (4 per 28
0OGY days)
GOUT BILDYOS 3 PA;MO;
THERAPY QL (1 per
180 days)
allopurinol 1 MO

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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BINOSTO 3 ST; MO; QL JUBBONTI 2 MO; QL (1
(4 per 28 per 180
days) days)
BONSITY 2 PA; MO; OSPOMYV 3 PA; MO;
QL (2.24 QL (1 per
per 28 days) 180 days)
BOSAYA 3 PA; QL (1 OSVYRTI 3 PA; MO; M;
per 180 QL (1 per
days) 180 days)
CONEXXENCE 3 PA; MO; PROLIA 2 MO; QL (1
QL (1 per per 180
180 days) days)
ENOBY 3 PA; MO; raloxifene 1 MO
(12816 (dl per risedronate oral 1 MO; QL (1
ays) tablet 150 mg per 30 days)
}SEI\JZEEIII}EANEOUS 3 P?; 1;/[2; risedronate oral 1 MO; QL (4
QL (2. tablet 35 mg, 35 mg per 28 days)
SYRINGE per 30 days) (12 pack), 35 mg (4
210MG/2.34ML ( pack)
105MG/1.17TMLX2)
risedronate oral 1 MO; QL (30
EVISTA 3 MO tablet 5 mg per 30 days)
FORTEO 3 P?; 1;/[;)4 risedronate oral 1 MO; QL (4
Q g - tablet,delayed per 28 days)
per ays) release (dr/ec)
FOSAMAX ORAL 3 ST; MO; QL STOBOCLO 3 PA: MO-
TABLET 70 MG (4 per 28 PP
d QL (1 per
ays) 180 days)
FDOSAMAX PLUS > Sf; M% QL teriparatide 1 PA; MO;
fi per (preferred ndcs QL (2.24
ays) starting with 47781) per 28 days)
ibandronate 1 M TYMLOS 2 PA: MO:
intravenous solution QL’ a 56’
ibandronate 1 MO; M per 30 days)
intravenous syringe
ibandronate oral 1 MO; QL (1
per 30 days)

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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OTHER ADALIMUMAB- 3 PA; MO;
RHEUMATOLO AATY QL (6 per
GICALS SUBCUTANEOUS 28 days)
AUTO-INJECTOR,
PEN per 28 days)
ADALIMUMAB- 3 PA; MO;
SYRINGE KIT 20 AUTO-INJECTOR
MG/0.4 ML KIT 80 MG/0.8 ML
SUBCUTANEOUS per 28 days) AATY QL (2 per
SYRINGE KIT 40 SUBCUTANEOUS 28 days)
MG/0.8 ML SYRINGE KIT 20
ACTEMRA 3 PA; MO; MG/0.2 ML
ACTPEN QL (3.6 per ADALIMUMAB- 3 PA;MO;
28 days) AATY QL (6 per
ACTEMRA 3 PA; MO; M; SUBCUTANEOUS 28 days)
INTRAVENOUS QL (160 per SYRINGE KIT 40
28 days) MG/0.4 ML
ACTEMRA 3 PA; MO; ADALIMUMAB- 3 PA; MO;
SUBCUTANEOUS QL (3.6 per AATY(CF) Al QL (3 per
28 days) CROHNS 180 days)
ADALIMUMAB- 3 MO; M ADALIMUMAB- 3 PA; MO;
AACF ADAZ QL (1.6 per
SUBCUTANEOUS SUBCUTANEOUS 28 days)
PEN INJECTOR PEN INJECTOR 40
KIT MG/0.4 ML
ADALIMUMAB- 3 MO; M ADALIMUMAB- 3 PA; MO;
AACF ADAZ QL (2.4 per
SUBCUTANEOUS SUBCUTANEOUS 28 days)
SYRINGE KIT PEN INJECTOR 80
ADALIMUMAB- 3 M MG/0.8 ML
AACF(CF) PEN ADALIMUMAB- 3 PA; MO;
CROHNS ADAZ QL (0.2 per
ADALIMUMAB. 3 M SUBCUTANEOUS 28 days)
AACF(CF) PEN PS SYRINGE 10
uv (CF) ) MG/0.1 ML

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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ADALIMUMAB- 3 PA;MO; ADALIMUMAB- 3 MOM

ADAZ QL (0.4 per FKJP

SUBCUTANEOUS 28 days) SUBCUTANEOUS

SYRINGE 20 PEN INJECTOR

MG/0.2 ML KIT

ADALIMUMAB- 3 PA;MO; ADALIMUMAB- 3 M

ADAZ QL (1.6 per FKJP

SUBCUTANEOUS 28 days) SUBCUTANEOUS

SYRINGE 40 SYRINGE KIT

MG/0.4 ML ADALIMUMARB- 3 PA;MO;

ADALIMUMAB- 3 PA;MO; RYVK QL (6 per

ADBM QL (6 per SUBCUTANEOUS 28 days)

SUBCUTANEOUS 28 days) AUTO-INJECTOR,

PEN INJECTOR KIT 40 MG/0.4 ML

KIT 40 MG/0.4 ML ADALIMUMARB- 3 PA;QL(3

ADALIMUMAB- 3 PA;MO; RYVK per 28 days)

ADBM QL (4 per SUBCUTANEOUS

SUBCUTANEOUS 28 days) AUTO-INJECTOR,

PEN INJECTOR KIT 80 MG/0.8 ML

KIT 40 MG/0.8 ML ADALIMUMARB- 3 PA;MO;

ADALIMUMAB- 3 PA;MO; RYVK QL (6 per

ADBM QL (2 per SUBCUTANEOUS 28 days)

SUBCUTANEOUS 28 days) SYRINGE KIT

SYRINGE KIT 10 AMJEVITA(CF) 3 PA;MO;

MG/0.2 ML, 20 AUTOINJECTOR QL (1.6 per

MG/0.4 ML SUBCUTANEOUS 28 days)

ADALIMUMAB- 3 PA;MO; AUTO-INJECTOR

ADBM QL (6 per 40 MG/0.4 ML

SUBCUTANEOUS 28 days) AMJEVITA(CE) 3 PAOL(G2

SYRINGE KIT 40 AUTOINJECTOR per 28 days)

MG/0.4 ML SUBCUTANEOUS

ADALIMUMAB- 3 PA;MO; AUTO-INJECTOR

ADBM QL (4 per 40 MG/0.8 ML

SUBCUTANEOUS 28 days) AMJEVITA(CF) 3 PA; MO:

SYRINGE KIT 40 AUTOINJECTOR QL (2.4 per

MG/0.8 ML SUBCUTANEOUS 28 days)

ADALIMUMAB- 3 PA;QL (2.4 AUTO-INJECTOR

BWWD per 28 days) 80 MG/0.8 ML

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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AMJEVITA(CF) 3 PA;MO: CYLTEZO(CF) 3 PA;MO:
SUBCUTANEOUS QL (0.4 per SUBCUTANEOUS QL (4 per
SYRINGE 10 28 days) SYRINGE KIT 40 28 days)
MG/0.2 ML, 20 MG/0.4 ML, 40
MG/0.2 ML MG/0.8 ML
AMJEVITA(CF) 3 PA;MO; DEPEN 3 PA;MO
SUBCUTANEOUS QL (1.6 per TITRATABS
f/IY%H\iGl\]Z L40 28 days) ENBREL MINI 2 PA:MO:
G/0. QL (8 per
AMIEVITA(CF) 3 PA; QL (3.2 28 days)
SUBCUTANEOUS per 28 days) ENBREL 2 PA: MO-
1%42}(1)1\;(}1\12 Ij‘o SUBCUTANEOUS QL (8 per
i SOLUTION 28 days)
ARAVA 3 MOM ENBREL 2 PA:MO:
AURANOFIN 3 SUBCUTANEOUS QL (8 per
AVTOZMA 3 PA:MO; SYRINGE 28 days)
AUTOINJECTOR QL (3.6 per ENBREL 2 PA:MO:
28 days) SURECLICK QL (8 per
AVTOZMA 3 PA:MO: M:; 28 days)
INTRAVENOUS QL (160 per HADLIMA 2 PA;MO;
28 days) QL (4.8 per
AVTOZMA 3 PA:MO: 28 days)
SUBCUTANEOUS QL (3.6 per HADLIMA 2 PA;MO;
28 days) PUSHTOUCH QL (4.8 per
BENLYSTA 2 MO:M 28 days)
INTRAVENOUS HADLIMA(CF) 2 PA;MO;
BENLYSTA 2 PA:MO QL (2.4 per
SUBCUTANEOUS 28 days)
. HADLIMA(CF) 2 PA;MO;
CUPRIMINE 3 PA;MO ; MO;
PUSHTOUCH QL (2.4 per
CYLTEZO(CF) 3 PA;MO: 28 days)
PEN L (4
QL (4 per HULIO(CF) PEN 3 MO;M
28 days)
SUBCUTANEOUS
CYLTEZO(CF) 3 PA; MO; PEN INJECTOR
SUBCUTANEOUS QL (2 per KIT
SYRINGE KIT 10 28 days)
MG/0.2 ML, 20
MG/0.4 ML

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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HULIO(CF) 3 M HYRIMOZ 3 M
SUBCUTANEOUS HYRIMOZ PEN 3 M
SYRINGE KIT 20
MG/0.4 ML HYRIMOZ PEN 3 PA; MO;
CROHN'S-UC QL (2.4 per
HULIO(CF) 3 MOM STARTER 180 days)
SUBCUTANEOUS
SYRINGE KIT 40 HYRIMOZ PEN 3 PA; MO;
MG/0.8 ML PSORIASIS QL (1.6 per
STARTER 180 days)
HUMIRA PEN 3 PA;MO;
QL (4 per HYRIMOZ(CF) 3 MO;M
28 days) PEDI CROHN
STARTER
HUMIRA 3 PAMO; SUBCUTANEOUS
SUBCUTANEOUS QL (4 per SYRINGE 80
SYRINGE KIT 40 28 days) MG/0.8 ML
MG/0.8 ML
HYRIMOZ(CF) 3 PA;MO;
HUMIRA(CF) PEN 3 PA;QL(3 PEDI CROIN OL (1.2 per
CROHNS-UC-HS per 180 STARTER 180 days)
days) SUBCUTANEOUS
HUMIRA(CF) PEN 3 PA;QL(3 SYRINGE 80
PSOR-UV-ADOL per 180 MG/0.8 ML- 40
HS days) MG/0.4 ML
HUMIRA(CF) 3 PA; MO; HYRIMOZ(CF) 3 PA; MO;
SUBCUTANEOUS QL (4 per PEN QL (1.6 per
PEN INJECTOR 28 days) 28 days)
KIT 40 MG/0.4 ML HYRIMOZ(CF) 3 PA;MO;
HUMIRA(CF) 3 PA; MO; SUBCUTANEOUS QL (0.2 per
SUBCUTANEOUS QL (2 per SYRINGE 10 28 days)
PEN INJECTOR 28 days) MG/0.1 ML
KIT 80 MG/0.8 ML HYRIMOZ(CF) 3 PA;MO;
HUMIRA(CF) 3 PA; MO; SUBCUTANEOUS QL (0.4 per
SUBCUTANEOUS QL (2 per SYRINGE 20 28 days)
SYRINGE KIT 10 28 days) MG/0.2 ML
MG/0.1 ML, 20 HYRIMOZ(CF) 3 PA;QL(l.6
MG/0.2 ML SUBCUTANEOUS per 28 days)
HUMIRA(CF) 3 PA; MO; SYRINGE 40
SUBCUTANEOUS QL (4 per MG/0.4 ML
SYRINGE KIT 40 28 days)
MG/0.4 ML

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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KEVZARA 3 PA; MO; ORENCIA 3 PA; MO;
SUBCUTANEOUS QL (2.28 SUBCUTANEOUS QL (2.8 per
PEN INJECTOR per 28 days) SYRINGE 87.5 28 days)
KEVZARA 3 M MG/0.7ML
SUBCUTANEOUS OTEZLA 2 PA; MO;
SYRINGE 150 QL (60 per
MG/1.14 ML 30 days)
KEVZARA 3 PA; MO; OTEZLA 2 PA; MO;
SUBCUTANEOUS QL (2.28 STARTER ORAL QL (55 per
SYRINGE 200 per 28 days) TABLETS,DOSE 180 days)
MG/1.14 ML PACK 10 MG (4)-
KINERET 3 PA:QL 20 MG (51), 10 MG
28 days) MG (47)
leflunomide 1 MO; QL (30 OTEZLA XR 2 PA; MO;
per 30 days) QL (30 per
30 days)
LEQSELVI 3 PA; MO;
Q QL’ 60 1; or OTEZLA XR 2 PA:MO;
INITIATION QL (41 per
30 days)
180 days)
Inaci, / 1 MO; QL (60
?Zzlb;ieiapmn o per .%0Q dagls) OTREXUP (PF) 3 M
SUBCUTANEOUS
OLUMIANT 3 PA; MO; AUTO-INJECTOR
QL (30 per 25 MG/0.4 ML
30d
ays) penicillamine 1 PA; MO
ORENCIA (WITH 3 MO; M
MALTOSE) RASUVO (PF) 3 MO
ORENCIA 3 PA;MO; RIDAURA 3 MOM
CLICKJECT QL (4 per RINVOQ LQ 2 PA; MO;
28 days) QL (360 per
ORENCIA 3 PA:MO: 30 days)
SUBCUTANEOUS QL (4 per RINVOQ ORAL 2 PA; MO;
SYRINGE 125 28 days) TABLET QL (30 per
MG/ML EXTENDED 30 days)
ORENCIA 3 PA;MO; 11?1%4%83}3 i;‘ GHR
SUBCUTANEOUS QL (1.6 per ’
SYRINGE 50 28 days)
MG/0.4 ML

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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RINVOQ ORAL PA; MO; SIMPONI 3 PA; MO;
TABLET QL (84 per SUBCUTANEOUS QL (3 per
EXTENDED 180 days) SYRINGE 100 28 days)
RELEASE 24 HR MG/ML
45 MG SIMPONI 3 PA;MO;
SAVELLA ORAL QL (60 per SUBCUTANEOUS QL (0.5 per
TABLET 30 days) SYRINGE 50 28 days)
SIMLANDI(CF) PA; MO; MG/0.5 ML
AUTOINJECTOR QL (4 per tofacitinib oral 1 PA; MO;
SUBCUTANEOUS 28 days) solution QL (480 per
AUTO-INJECTOR, 30 days)
KIT 40 MG/0.4 ML tofacitinib oral 1 PA; MO;
SIMLANDI(CF) PA; MO; tablet QL (60 per
AUTOINJECTOR QL (3 per 30 days)
i%l?l"%UIL?gg?(l)j}f 28 days) tofacitinib oral 1 PA; MO;
KIT 8 O-M G/0.8 ML’ tablet extended QL (30 per
: release 24 hr 30 days)
SIMLANDI(CF) PA; MO; TOFIDENCE 3 M
SUBCUTANEOUS QL (2 per
SYRINGE KIT 20 28 days) TYENNE 3 PA; MO;
MG/0.2 ML AUTOINJECTOR QL (3.6 per
28d
SIMLANDI(CF) PA; MO; ays)
SUBCUTANEOUS QL (4 per TYENNE 3 PA; MO; M;
SYRINGE KIT 40 28 days) INTRAVENOUS QL (160 per
MG/0.4 ML 28 days)
SIMLANDI(CF) PA; M; QL TYENNE 3 PA; MO;
SUBCUTANEOUS (3 per 28 SUBCUTANEOUS QL (3.6 per
SYRINGE KIT 80 days) 28 days)
MG/0.8 ML XELJANZ ORAL 3 PA;MO;
SIMPONI ARIA MO; M SOLUTION QL (480 per
30d
SIMPONI PA; MO; ays)
SUBCUTANEOUS QL (3 per XELJANZ ORAL 3 PA; MO;
PEN INJECTOR 28 days) TABLET QL (60 per
100 MG/ML 30 days)
SIMPONI PA; MO; XELJANZ XR 3 PA; MO;
SUBCUTANEOUS QL (0.5 per QL (30 per
PEN INJECTOR 50 28 days) 30 days)
MG/0.5 ML
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YUFLYMA(CF) Al 3 PA; MO; CLIMARA PRO 3 MO
180 days) TRANSDERMAL per 28 days)
YUFLYMA(CF) 3 PA; QL (4 PATCH WEEKLY
AUTOINJECTOR per 28 days) 0.025 MG/24 HR,
SUBCUTANEOUS 0.0375 MG/24 HR,
AUTO-INJECTOR, 0.06 MG/24 HR,
KIT 40 MG/0.4 ML 0.075 MG/24 HR,
YUFLYMA(CF) 3 PA:MO: 0.1 MG/24 HR
AUTOINJECTOR QL (2 per CLIMARA 3 QL (4 per
SUBCUTANEOUS 28 days) TRANSDERMAL 28 days)
AUTO-INJECTOR, PATCH WEEKLY
KIT 80 MG/0.8 ML 0.05 MG/24 HR
YUFLYMA(CF) 3 MO; M COMBIPATCH 3
SUBCUTANEOUS .
ted 1 M
SYRINGE KIT 20 o ©
MG/0.2 ML g
CRINONE 3 PA; MO
YUFLYMA(CF) 3 PA; QL (4 VAGINAL GEL 8 ’
SUBCUTANEOUS per 28 days) %
SYRINGE KIT 40
MG/0.4 ML deblitane 1 MO
YUSIMRY(CF) 3 MO; M DELESTROGEN 3 MO
PEN INTRAMUSCULA
R OIL 10 MG/ML,

OBSTETRICS 20 MG/ML
/ DEPO-ESTRADIOL 3 MO
GYNECOLOG DEPO-PROVERA 3 MO
Y INTRAMUSCULA
ESTROGENS / If SUSP/ENSION
PROGESTINS >0 MG/ML

. DEPO-PROVERA 3 MO
abigale S VO INTRAMUSCULA
abigale lo 1 MO R SYRINGE
ACTIVELLA 3 MO DEPO-SUBQ 2 MO
ANGELIQ 3 MO PROVERA 104
BIJUVA 3 MO
camila 1 MO

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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DIVIGEL 3 MO; QL (30 estradiol 1 MO; QL (30
TRANSDERMAL per 30 days) transdermal gel in per 30 days)
GEL IN PACKET packet 0.25 mg/0.25
0.25 MG/0.25 gram (0.1 %), 0.5
GRAM (0.1 %), 0.5 mg/0.5 gram (0.1
MG/0.5 GRAM (0.1 %), 0.75 mg/0.75
%), 0.75 MG/0.75 gram (0.1%), 1
GRAM (0.1%), 1 mg/gram (0.1 %)
MG/GRAM (0.1 %) estradiol 1 MO; QL
DIVIGEL 3 MO; QL transdermal gel in (37.5 per 30
TRANSDERMAL (37.5 per 30 packet 1.25 mg/1.25 days)
GEL IN PACKET days) gram (0.1 %)
é’f{sAl\l\iGgl 12(‘?/ estradiol 1 QL (8 per
(0.1 %) transdermal patch 28 days)
dotti transdermal 1 QL (8 per semiweekly 0.025
patch semiweekly 28 days) mg/24 hr, 0.0375
0.025 mg/24 hr, mg/24 hr, 0.05
0.0375 mg/24 hr, mg/24 hr, 0.075
0.05 mg/24 hr, 0.075 mg/24 hr
mg/24 hr estradiol 1 MO;QL (8
dotti transdermal 1 MO; QL (8 transdermal patch per 28 days)
patch semiweekly per 28 days) semiweekly 0.1
0.1 mg/24 hr mg/24 hr
DUAVEE 3 MO estradiol 1 MO; QL (4
) transdermal patch per 28 days)
ELESTRIN 3 MO; QL (70
per éOQdagls) weekly 0.025 mg/24
hr, 0.06 mg/24 hr,
emzahh 1 MO; ENC; 0.075 mg/24 hr, 0.1
M mg/24 hr
errin 1 MO estradiol 1 QL (4 per
ESTRACE 3 ST; MO transdermal patch 28 days)
VAGINAL weekly 0.0375 mg/24
hr, 0.05 mg/24 h
estradiol oral 1 MO " y lmg lr
tradi ] 1 MO
estradiol 1 MO; QL (50 eTHCio” s
transdermal gel in per 30 days) estradiol valerate 1 MO
metered-dose pump estradiol- 1 MO
norethindrone acet
ESTRING 3 ST; MO

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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EVAMIST 3 MO; QL MINIVELLE 3 MO; QL (8
(16.2 per 30 TRANSDERMAL per 28 days)
days) PATCH
SEMIWEEKLY
FEMRING 3 ST; MO
4 0.025 MG/24 HR
/ 1 MO
i o MINIVELLE 3 QL (8 per
gallifrey 1 MO TRANSDERMAL 28 days)
heather 1 MO PATCH
IMVEXXY 5 MO SEMIWEEKLY
MA‘; T NCE 0.0375 MG/24 HR,
NTENANC 0.05 MG/24 HR,
PACK 0.075 MG/24 HR,
IMVEXXY 2 MO 0.1 MG/24 HR
STARTER PACK nora-be 1 MO
tncassia ! MO norethindrone 1
jencycla 1 MO; ENC; (contraceptive)
M norethindrone 1 MO
Jinteli 1 MO acetate
lyleq 1 MO norethindrone ac-eth 1 MO
lyllana transdermal 1 QL (8 per ngnéd;d oral tablleg
patch semiweekly 28 days) D<) ME-MCEg, 1=
0.025 mg/24 hr, mg-mcg
0.0375 mg/24 hr, orquidea 1 MO
mg/24 hr
PREMARIN 2
Iyllana transdermal 1 MO; QL (8 VAGINAL
patch semiweekly per 28 days)
0.1 mg/24 hr PREMPHASE MO
Iyza 1 PREMPRO MO
medroxyprogesteron 1 MO progesterone 1 MO
e micronized oral
meleya 1 MO PROMETRIUM 3 MO
MENEST ORAL 3 M PROVERA 3 MO
TABLET 2.5 MG sharobel 1 MO
MENOSTAR 3 MO;QL4 VAGIFEM 3 ST; MO
per 28 days)
mimvey 1 MO

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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VIVELLE-DOT 3 MO; QL (8 miconazole-3 1 MO
TRANSDERMAL per 28 days) vaginal suppository
PATCH MIRENA 3
SEMIWEEKLY
0.025 MG/24 HR MIUDELLA 3 M
VIVELLE-DOT 3 QL (8 per MYFEMBREE 2 PA; MO
TRANSDERMAL 28 days) NEXPLANON 7
PATCH )
SEMIWEEKLY norelgestromin- 1 MO
0.0375 MG/24 HR ethin.estradiol
0.05 MG/24 HR, NUVARING 3 MO
0.075 MG/24 HR,
0.1 MG/24 HR NUVESSA 3 MO
ORIAHNN 3 PA; MO
yuvafem 1
OSPHENA 3 MO
MISCELLANEO
US OB/GYN PHEXX 3 MO
ANNOVERA 3 MO SKYLA .
CLEOCIN 3 MO terconazole 1 MO
VAGINAL tranexamic acid oral 1 MO
clindamycin 1 MO TWIRLA 3 MO; ENC;
phosphate vaginal M
CLINDESSE 3 MO VEOZAH 3 PA; MO
eluryng 1 MO XACIATO 3 ST; MO
enilloring 1 MO xulane 1
etonogestrel-ethinyl 1 zafemy 1 MO
estradiol ORAL
GWYN LO 3 ENC; M CONTRACEPTI
GYNAZOLE-1 3 MO VES /RELATED
INTRAROSA 3 MO SCENT
KYLEENA 3 afirmelle 1 ENC; M
LILETTA 2 MO altavera (28) 1 MO
LYNKUET 3 PA: MO alyacen 1/35 (28) 1 MO
metronidazole 1 MO alyacen 7/7/7 (28) 1 ENC; M
vaginal gel 0.75 % amethyst (28) 1 ENC; M
(37.5mg/5 gram) apri 1 MO

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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aranelle (28) 1 MO dasetta 1/35 (28) 1 MO; ENC;
ashlyna 1 MO M
aubra eq 1 MO dasetta 7/7/7 (28) 1 mo; ENC;

la 1.5/30 (21 1 MO; ENC;
auroverd (2 M ’ daysee 1 MO; ENC;
M
la 1/20 (21 1 ENC; M
aurovela 1/20 (21) desog- 1 ENG;M
aurovela 24 fe 1 MO; ENC; e.estradiol/e.estradio
M !
aurovela fe 1.5/30 1 MO; ENC; dolishale 1 MO
28 M
(28 drospirenone- 1 MO
aurovela fe 1-20 1 MO; ENC; e.estradiol-Im.fa
(28) M oral tablet 3-0.02-
AVERI 3 ENC; M 0.451 mg (24) (4)
aviane 1 MO drospirenone- 1 MO; ENC;
1 ENC: M e.estradiol-Im.fa M
ayuna ’ oral tablet 3-0.03-
azurette (28) 1 MO 0.451 mg (21) (7)
BALCOLTRA 3 MO drospirenone-ethinyl 1 MO
balziva (28) 1 MO estradiol oral tablet
3-0.02 mg
BEYAZ 3 MO _ .
— drospirenone-ethinyl 1
blisovi 24 fe 1 MO estradiol oral tablet
blisovi fe 1.5/30 (28) 1 MO 3-0.03 mg
blisovi fe 1/20 (28) 1 MO; ENC; elinest 1 MO; ENC;
M M
briellyn 1 MO enskyce 1 MO
camrese 1 MO; ENC; estarylla 1 MO
M ethynodiol diac-eth 1 ENC; M
camrese lo 1 MO estradiol
charlotte 24 fe 1 MO; ENC; Jalmina (28) 1 MO
M feirza 1 MO
chateal eq (28) 1 MO; ENC; FEMLYV 3 MO
M
. finzala 1 MO
28 1 MO
cryselle (28) galbriela 1 MO
cyred eq 1 MO

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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gemmily 1 MO [ norgest/e.estradiol- 1 ENC; M
hail 1 MO: ENC: e.estrad oral
ey M tablets,dose pack,3
: month 0.15 mg-20
hailey 24 fe 1 MO mcg/ 0.15 mg-25
hailey fe 1.5/30 (28) 1 MO; ENC; mcg
M larin 1.5/30 (21) 1 MO
hailey fe 1/20 (28) 1 MO larin 1/20 (21) 1 MO
iclevia 1 larin 24 fe 1 MO; ENC;
introvale 1 MO M
isibloom 1 MO larin fe 1.5/30 (28) 1 MO
Jaimiess 1 MO larin fe 1/20 (28) 1 MO
Jjasmiel (28) 1 MO lessina 1 MO
Jjolessa 1 MO; ENC; levonest (28) 1 MO
M levonorgest- 1
Jjoyeaux 1 MO eth.estradiol-iron
Juleber 1 MO levonorgestrel- 1
inel 1.5/30 (21 ) M ethinyl estrad oral
Junel 1.530 21) 0 tablet 0.1-20 mg-
Jjunel 1/20 (21) 1 MO mcg, 90-20 mcg (28)
Jjunel fe 1.5/30 (28) 1 MO levonorgestrel- 1
Jjunel fe 1/20 (28) 1 MO ethinyl estrad oral
tablets,dose pack,3
Jjunel fe 24 1 MO month
kaitlib fe 1 MO levonorg-eth estrad 1 MO
kalliga 1 ENC; M triphasic
kariva (28) 1 LO LOESTRIN FE 3
kelnor 1/35 (28) 1 MO LOESTRIN 1.5/30 3 MO
21
kurvelo (28) 1 MO C2))
X LOESTRIN 1/20 3 MO
[ norgest/e.estradiol- 1
21)
e.estrad oral
tablets,dose pack,3 LOESTRIN FE 3 MO
month 0.1 mg-20 1.5/30 (28-DAY)
mcg (84)/10 meg (7) LOESTRIN FE 1/20 3 MO
(28-DAY)
lojaimiess 1 MO
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loryna (28) 1 MO norethindrone ac-eth 1 MO
low-ogestrel (28) 1 ENC; M estradiol oral tablet
1-20 mg-mcg
lo-zumandimine (28) 1 MO; ENC; )
M norethindrone- 1
e.estradiol-iron oral
luizza 1 MO capsule
lutera (28) 1 ENC; M norethindrone- 1 ENC; M
marlissa (28) 1 MO e.estradiol-iron oral
tablet
merzee 1 ENC; M anle
belas 24 ) MO norethindrone- 1
mibelas 24 fe e.estradiol-iron oral
microgestin 1.5/30 1 MO tablet,chewable
(2) norgestimate-ethinyl 1
microgestin 1/20 1 MO estradiol
(2) nortrel 0.5/35 (28) 1 MO
microgestin 24 fe 1 ENC; M nortrel 1/35 (21) 1 MO
l;;lg)rogestmfe 1.5/30 1 MO nortrel 1/35 (28) | MO
trel 7/7/7 (28 1 MO
microgestin fe 1/20 1 MO nortre (2%
(28) nylia 1/35 (28) 1 MO
mili 1 MO nylia 7/7/7 (28) 1 MO
minzoya 1 MO nymyo 1 ENC; M
mono-linyah 1 MO:; ENC; philith 1 MO; ENC;
M M
NATAZIA 3 MO pimtrea (28) 1 MO
necon 0.5/35 (28) 1 MO portia 28 1 MO
NEXTSTELLIS 3 MO reclipsen (28) 1 MO
nikki (28) 1 MO rivelsa 1 MO
noreth-ethinyl 1 ENC; M rosyrah 1 MO
estradiol-iron oral SAFYRAL 3 MO
tablet,chewable )
0.4mg-35meg(21) setlakin 1 MO
and 75 mg (7) simliya (28) 1 ENC; M
norethindrone ac-eth 1 ENC; M simpesse 1 MO; ENC;
estradiol oral tablet M
1.5-30 mg-mcg SLYND 3 MO

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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sprintec (28) 1 MO volnea (28) 1 MO; ENC;
syeda 1 MO M
tarina 24 fe 1 MO vyfemla (28) 1 MO
tarina fe 1-20 eq 1 MO vylibra 1 MO
(28) wera (28) 1 MO; ENC;
TAYTULLA 3 MO: ENC; M

M wymzya fe 1 MO
tilia fe 1 MO xarah fe 1 MO
tri-estarylla 1 MO xelria fe 1 MO
tri-legest fe 1 MO YASMIN (28) 3 MO
tri-linyah 1 MO; ENC; YAZ (28) 3 MO

M zovia 1-35 (28) 1 MO
tri-lo-estarylla 1 MO zumandimine (28) 1 MO; ENC;
tri-lo-marzia 1 MO; ENC; M

M

S OPHTHALMO
tri-lo-mili 1 ﬁO, ENC; LOGY
tri-lo-sprintec 1 ANTIBIOTICS
tri-mili 1 AZASITE 3
tri-nymyo 1 ENC; M bacitracin- 1 MO
polymyxin b
tri-sprintec (28) 1 MO
BESIFLOXACIN 3 MO
tri-vylibra 1 MO
BESIVANCE 3 MO
tri-vylibra lo 1 MO
CILOXAN 3 MO
turqoz (28) 1 MO OPHTHALMIC
TYBLUME 3 MO (EYE) OINTMENT
tydemy 1 MO ciprofloxacin hcl 1 MO
valtva 1 MO ophthalmic (eye)
velivet triphasic 1 MO erythromycm ! MO; QL
regimen (28) ophthalmic (eye) (3.5 per 14
days)
vestura (28) 1 MO gatifloxacin 1 MO
vienva 1 MO
viorele (28) 1 MO

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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gentamicin 1 MO; QL (70 BETIMOL 3 MO

ophthalmic (eye) per 30 days) OPHTHALMIC

drops (EYE) DROPS 0.5

levofloxacin 1 MO %

ophthalmic (eye) carteolol 1 MO

drops 0.5 % ISTALOL 3

moxiﬂoxa.cin 1 MO levobunolol 1 MO

ophthalmic (eye) ophthalmic (eye)

drops drops 0.5 %

NATACYN : timolol 1 MO

neomyctn- L MO timolol maleate (pf) 1 MO

bacitracin-

polymyxin timhoilollmaleate 1 MO

p ;

neomycin- 1 MO ophthalmic (eye)

gramicidin TIMOPTIC 3 MO

OCUFLOX 3 MO OCUDOSE (PF)

ofloxacin ophthalmic 1 MO TIMOPTIC-XE 3 M

(eve)

polymyxin b sulf- 1 MO

trimethoprim

tobramycin 1 MO; QL (10

ophthalmic (eye) per 14 days) atropine ophthalmic 1 MO

TOBREX 3 MO; QL (eye) drops 1 %

OPHTHALMIC (3.5 per 14 ATROPINE 3 M

(EYE) OINTMENT days) SULFATE (PF)

VIGAMOX 3 MO azelastine 1 MO

trifluridine 1 MO BEOVU 3 MO; M

ZIRGAN 5 MO bepotastine besilate 1 MO
BEPREVE 3 MO
BYOOVIZ 3 M

betaxolol ophthalmic 1 MO CEQUA 3 MO; QL (60

(eye) per 30 days)
CIMERLI 2 MO; M
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cromolyn 1 MO sulfacetamide- 1 MO
ophthalmic (eye) prednisolone
cyclosporine 1 MO; QL (60 SYFOVRE (PF) 3 MO; M
ophthalmic (eye) per 30 days) TRYPTYR 3 ST: MO: QL
CYSTADROPS 3 PA (60 per 30
CYSTARAN 2 PA days)
epinastine 1 MO TYRVAYA 3 ?%/313;1833 0
EYLEA HD 3 MO; M VABYSMO 3 MO; M
IZERVAY (PF) 3 MO; M VERKAZIA 3 PA; QL
LUCENTIS 3 MO;M (120 per 30
INTRAVITREAL days)
SYRINGE VEVYE 3 MO; QL (2
MIEBO (PF) 2 MO; QL (3 per 30 days)
per 30 days) VUITY MO; M
NUFYMCO 3 MO; M XDEMVY 2 PA; QL (10
OXERVATE 3 PA;MO per 42 days)
PAVBLU 2 MO; M XIIDRA 2 MO; QL (60
per 30 days)
PHOSPHOLINE 3
IODIDE YESAFILI 3 MO; M
pilocarpine hcl 1 MO ZERVIATE 3 MO
ophthalmic (eye) NON-
dl”OpS ] %, 2 %, 4 % STEROID AL
pilocarpine hcl 1 PA; MO ANTI-
ophthalmic (eye) INFLAMMATO
drops 1.25 % RY AGENTS
RESTASIS 3 MO; QL (60 ACULAR 3 MO
per 30 days)
ACULAR LS 3 MO
RESTASIS 3 MO; QL
MULTIDOSE (5.5 per 30 ACUVAIL (PF) 3 MO
days) bromfenac 1 MO
sulfacetamide 1 MO BROMSITE 3 MO
sodium ophthalmic diclofenac sodium 1 MO

(eve) drops

ophthalmic (eye)

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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flurbiprofen sodium 1 MO RHOPRESSA 2

ILEVRO 3 MO ROCKLATAN 2

ketorolac 1 MO SIMBRINZA 3 MO

ophthalmic (eye) tafluprost (pf) | MO

NEVANAC E O TRAVATAN Z 3 ST;MO

PROLENSA 3 MO travoprost 1 MO
VYZULTA 3 ST
XALATAN 3 ST; MO

acetazolamide 1 MO ZIOPTAN (PF) 3 ST; MO

methazolamide 1 MO ZOLYMBUS < ST; MO

AZOPT 3 MO MAXITROL 3 MO
bimatoprost MO OPHTHALMIC
ophthalmic (eye) (EYE)
brimonidine-timolol 1 MO gll\{IOPS’SUSPENSI
brinzolamide 1 MO
neomycin- 1 MO
COMBIGAN 3 MO bacitracin-poly-hc
COSOPT 3 MO neomycin-polymyxin 1 MO
COSOPT (PF) 3 b-dexameth
dorzolamide 1 MO neomycin- 1 MO
dorzolamide-timolol 1 MO polymy, xm.-hc
ophthalmic (eye)
dorzolamide-timolol 1 M
(OJ;ZE ‘;Z’:Zafmi’;"é " ) © TOBRADEX 2 MO:;QL
" op zf?e e OPHTHALMIC (3.5 per 14
(EYE) OINTMENT days)
IYUZEH (PE) 3 ST MO TOBRADEX ST 3 MO
lat, t 1 MO
aranopros tobramycin- 1 MO; QL (10
LUMIGAN 3 ST; MO dexamethasone per 14 days)
OPHTHALMIC .
(EYE) DROPS 0.01 tobramycin-lotepred 1 QL (20 per
14 days)

%
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ZYLET 3 QL (20 per prednisolone acetate 1 MO
14 days) prednisolone sodium 1 MO
STEROIDS phosphate
ALREX 3 ophthalmic (eye)
dexamethasone 1 MO RETISERT 3 M
sodium phosphate SYMPATHOMI
ophthalmic (eye) METICS
difluprednate 1 MO ALPHAGAN P 3 MO
DUREZOL 3 MO apraclonidine 1 MO
EYSUVIS 3 PA; MO; brimonidine 1 MO
QL (8.3 per ophthalmic (eye)
14 days) drops 0.1 %, 0.15 %
FLAREX 3 MO brimonidine 1 MO; M
Sfluorometholone 1 MO ophthalmic (eye)
drops 0.2 %
FML FORTE 3 MO
IOPIDINE 3 MO
FML LIQUIFILM 3 MO OPHTHALMIC
ILUVIEN 3 MO;M (EYE)
INVELTYS 3 MO DROPPERETTE
LOTEMAX 3 MO RESPIRATOR
OPHTHALMIC Y AND
(EYE) DROPS,GEL ALLERGY
LOTEMAX 2 ANTIHISTAMIN
OPHTHALMIC
(EYE) E/
ANTIALLERGE
DROPS,SUSPENSI
ON NIC AGENTS
LOTEMAX 3 MO AUVI-Q 3 STOL@
OPHTHALMIC per 30 days)
(EYE) OINTMENT carbinoxamine 1 PA; MO
LOTEMAX SM 3 MO maleate oral liquid
loteprednol 1 MO CARBINOXAMINE 3 PA
etabonate MALEATE ORAL
SUSPENSION,EXT
MAXIDEX 3 MO ENDED REL 12 HR
PRED MILD 3 MO
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carbinoxamine 1 PA; MO EPINEPHRINE 3 ST; QL (4
maleate oral tablet INJECTION AUTO- per 30 days)
INJECTOR 0.3
carbzah 1 PA MG/0.3 ML
cetirizine oral 1 MO (MANUFACTURE
solution 1 mg/ml D BY MYLAN
CLARINEX ORAL 3 MO:; QL (30 SPECIALTY)
TABLET per 30 days) EPIPEN 2-PAK 3 ST; QL (4
CLARINEX-D 12 3 MO:; QL (60 per 30 days)
HOUR per 30 days) EPIPEN JR 2-PAK 3 ST; QL (4
clemastine oral 1 PA per 30 days)
Syrup hydroxyzine hcl oral 1 PA; MO
clemastine oral 1 PA; MO solution 10 mg/5 ml
tablet hydroxyzine hcl oral 1 PA; MO
clemsza 1 PA tablet
corphena 1 hydroxyzine 1 PA; MO
cyproheptadine oral 1 PA; MO pamoate
Syrup KARBINAL ER 3 PA; MO
cyproheptadine oral 1 PA; MO levocetirizine oral 1 MO
tablet solution
DESLORATADINE 3 QL (300 per levocetirizine oral 1 MO; M; QL
ORAL SOLUTION 30 days) tablet (30 per 30
desloratadine oral 1 MO; QL (30 days)
tablet per 30 days) NEFFY 3 ST; MO; QL
: (4 per 30
deslorat‘a.dme orql 1 MO; QL (30 days)
tablet, disintegrating per 30 days)
promethazine oral 1 PA; MO
EPINEPHRINE 3 ST; MO; QL
INJECTION AUTO- (4 per 30 promethazine rectal 1 PA; MO
INJECTOR 0.15 days) promethegan rectal 1 PA; MO
MG/0.15 ML suppository 25 mg,
epinephrine 1 MO; QL (4 50 mg
injection auto- per 30 days) RYCLORA 3 MO
injector 0.15 mg/0.3
ml, 0.3 mg/0.3 ml RYVENT 3 PA; MO
(manufactured by PULMONARY
mylan specialty) AGENTS
acetylcysteine 1 PA; MO

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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going to page ix. 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 September 2026.
137


http://HSMedicareRx.com

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
ADCIRCA 3 PA; MO; ALVESCO 2 MO; QL
QL (60 per INHALATION HFA (12.2 per 30
30 days) AEROSOL days)
INHALER 160
ADEMPAS 2 PA; MO;
LA: QL (90 MCG/ACTUATION
per 30 days) ALVESCO 2 MO; QL
ADVAIR DISKUS 3 MO: QL (60 INHALATION HFA (6.1 per 30
per 30 days) AEROSOL days)
INHALER 80
ADVAIR HFA 2 MO; QL (12 MCG/ACTUATION
30
per 30 days) ALYFTREK ORAL 3 PA; MO;
AIRSUPRA 3 PA; MO; TABLET 10-50-125 QL (56 per
QL (32.1 MG 28 days)
per 30 days) ALYFTREK ORAL 3 PA; MO;
albuterol sulfate 1 MO; QL (17 TABLET 4-20-50 QL (84 per
inhalation hfa per 30 days) MG 28 days)
aerosol inhqler 90 alyq ) PA: MO:
mcg/actuation
QL (60 per
albuterol sulfate 1 QL (134 30 days)
znhalattqn hfa per 30 days) ambrisentan ) PA: MO:
aerosol inhaler 90
. LA; QL (30
mcg/actuation 304
package size 6.7 gm per ays)
albuterol sulfate 3 QL (36 per ﬁggg%}?gé OR 3 PA; MO
inhalation hfa 30 days)
aerosol inhaler 90 ANORO ELLIPTA 3 ST; MO; QL
mcg/actuation (60 per 30
(nda020983) days)
albuterol sulfate 1 PA; MO arformoterol 1 PA; MO;
inhalation solution QL (120 per
for nebulization 0.63 30 days)
””?’/ ; ’;”’ 1 /2 35 mlg/ 3 ARNUITY 3 ST;QL(30
mi, 2.0 mg /3 m ELLIPTA 30d
(0.083 %), 2.5 per 30 days)
mg/0.5 ml ASMANEX HFA 2 MO; Q(If (13
30
albuterol sulfate oral 1 MO pet ays)
Syrup
albuterol sulfate oral 1 MO

tablet

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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ASMANEX 2 MO; QL (1 BEVESPI 2 MO; QL
TWISTHALER per 30 days) AEROSPHERE (10.7 per 30
INHALATION days)
gﬁggigL POWDR bosentan oral tablet 1 PA; MO;
LA; QL (60
ACTIVATED 110 per 30 days)
MCG/
ACTUATION (30), bosentan oral tablet 1 PA; MO;
220 MCG/ for suspension LA; QL
ACTUATION (30), (112 per 28
220 MCG/ days)
ACTUATION (60) BREO ELLIPTA 2 MO; QL (60
ASMANEX 2 MO:; QL (2 per 30 days)
TWISTHALER per 30 days) breyna 1 MO; QL
INHALATION (10.3 per 30
AEROSOL POWDR days)
BREATH _
ACTIVATED 220 BREZTRI 2 MOQL
MCG/ AEROSPHERE (10.7 per 30
ACTUATION (120) days)
ASMANEX 2 M BRINSUPRI 3 PA
TWISTHALER budesonide 1 PA; MO;
INHALATION inhalation QL (120 per
AEROSOL POWDR suspension for 30 days)
BREATH nebulization 0.25
ACTIVATED 220 mg/2 ml, 0.5 mg/2 ml
MCG/ .
budesonide 1 PA; MO;
ACTUATION (14) inhalation QL (60 per
ATROVENT HFA 3 MO; QL suspension for 30 days)
(25.8 per 30 nebulization 1 mg/2
days) ml
azelastine- 1 MO; QL (23 budesonide- 1 QL (10.2
fluticasone per 30 days) formoterol per 30 days)
beclomethasone 1 MO; QL CINQAIR MO; M
dipropionate 51 17.4) per 30 CINRYZE PA: MO
ays
COMBIVENT 2 QL (8 per
BERINERT 3 PA; MO
’ RESPIMAT
INTRAVENOUS 5 30 days)
KIT cromolyn inhalation 1 PA; MO

Note: 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 ix. 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 September 2026.
139


http://HSMedicareRx.com

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
DALIRESP 3 PA; MO; FLUTICASONE 3 ST; MO; QL
QL (30 per FUROATE (30 per 30
30 days) days)
DAWNZERA 3 PA; LA FLUTICASONE 2 MO; QL (60
PRESSAIR (1 per 30 VILANTEROL
days) FLUTICASONE 3 ST; MO; QL
) PROPIONATE (60 per 30
DULERA 2 MO; QL (13
per 3 (()2 da;s) INHALATION days)
BLISTER WITH
DYMISTA 3 MO; QL (23 DEVICE 100
per 30 days) MCG/ACTUATION
EKTERLY 3 PA; MO , 50
MCG/ACTUATION
ELIXOPHYLLIN 3 M
ESBRIET ORAL 3 PA- MO: FLUTICASONE 3 ST; MO; QL
’ ’ PROPIONATE (240 per 30
30 days) BLISTER WITH
ESBRIET ORAL 3 PA; MO; DEVICE 250
TABLET 801 MG QL (90 per MCG/ACTUATION
30 days) FLUTICASONE 3 ST;MO; QL
EXDENSUR M PROPIONATE (12 per 30
) ) INHALATION HFA days)
FASENRA PEN 2 PA; MO;
QL (1 per AEROSOL
28 days) INHALER 110
MCG/ACTUATION
FASENRA 2 PA; MO; ' '
SUBCUTANEOUS QL (0.5 per FLUTICASONE 3 ST;MO; QL
SYRINGE 10 28 days) PROPIONATE (24 per 30
MG/0.5 ML INHALATION HFA days)
: AEROSOL
FASENRA 2 PA; MO; INHALER 220
SUBCUTANEOUS QL (1 per MCG/ACTUATION
SYRINGE 30 28 d
MG/ML ays) fluticasone 1 MO; QL
propionate (10.6 per 30
FIRAZYR 3 PA; MO inhalation hfa days)
Slunisolide 1 MO; QL (50 aerosol inhaler 44
per 30 days) mcg/actuation
fluticasone 1 MO; QL (16
propionate nasal per 30 days)

Note: 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
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FLUTICASONE 3 ST; MO; QL KALYDECO 3 PA; MO;
PROPION- (1 per 30 QL (56 per
SALMETEROL days) 28 days)
INHALATION
LETAIRIS 3 PA; MO;
AEROSOL POWDR LA QL ’(30
BREATH per 30 days)
ACTIVATED
levalbuterol hcl 1 PA; MO
fluticasone propion- 1 MO; QL (60 evaruterol i ’
salmeterol per 30 days) LEVALBUTEROL 3 ST; MO; QL
inhalation blister TARTRATE (30 per 30
with device days)
FLUTICASONE 3 ST; MO; QL macitentan 1 PA; MO;
PROPION- (12 per 30 QL (30 per
SALMETEROL days) 30 days)
INHALATION HFA mometasone nasal 1 MO; QL (34
AEROSOL per 30 days)
INHALER
; montelukast 1 MO
t t 1 PA; MO;
Jormoterol fumarate QL (120 per nintedanib 1 PA; MO;
30 days) QL (60 per
30 days)
HAEGARDA 3 PA; MO;
LA NUCALA 2 PA; MO;
— SUBCUTANEOUS LA; QL (3
icatibant 1 PA; MO AUTO-INJECTOR per 28 days)
INCRUSE 3 ST; MO; QL NUCALA 2 PA; MO;
ELLIPTA (30 per 30 SUBCUTANEOUS LA; QL (3
days) RECON SOLN per 28 days)
ipratropium bromide 1 MO; QL NUCALA 2 PA; MO:;
inhalation hfa (25.8 per 30 SUBCUTANEOUS LA; QL (3
aerosol inhaler days) SYRINGE 100 per 28 days)
ipratropium bromide 1 PA; MO MG/ML
inhalation solution NUCALA 2 PA; MO;
MG/0.4 ML
JASCAYD 2 PA; MO;
QL (60 per OFEV 2 PA; MO;
30 days) QL (60 per
30 days)

Note: 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
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OHTUVAYRE 3 PA; QL pirfenidone oral 1 PA; MO;
(150 per 30 tablet 801 mg QL (90 per
days) 30 days)
OMLYCLO 3 M PROAIR 3 ST; MO; QL
OMNARIS 3 ST; MO; QL RESPICLICK (2 per 30
(12.5 per 30 days)
days) PULMICORT 2 MO; QL (2
OPSUMIT 3 PA: MO: FLEXHALER per 30 days)
L A’; oL ’(30 INHALATION
per 30 days) AEROSOL POWDR
BREATH
OPSYNVI 3 PA; MO; ACTIVATED 180
QL (30 per MCG/ACTUATION
30 days) PULMICORT 2 MO:QL(1
ORKAMBI ORAL 3 PA; MO; FLEXHALER per 30 days)
GRANULES IN QL (56 per INHALATION
PACKET 28 days) AEROSOL POWDR
ORKAMBI ORAL 3 PA; MO; BREATH
TABLET QL (112 per ACTIVATED 90
28 days) MCG/ACTUATION
ORLADEYO ORAL 3 PA; LA PULMICORT 3 PA; MO;
CAPSULE INHALATION QL (120 per
SUSPENSION FOR 30 days)
ORLADEYO ORAL 3 M NEBULIZATION
PELLETS IN 0.25 MG/2 ML, 0.5
PACKET MG/2 ML
PERFOROMIST 3 PA; MO; PULMICORT 3 PA: MO:
QL (120 per INHALATION QL (60 per
30 days) SUSPENSION FOR 30 days)
pirfenidone oral 1 PA; MO; NEBULIZATION 1
capsule QL (270 per MG/2 ML
30 days) PULMOZYME 2 PA;MO
pirfenidone oral 1 PA; MO; QNASL NASAL ST; QL (6.8
tablet 267 mg QL (270 per HFA AEROSOL per 30 days)
30 days) INHALER 40
PIRFENIDONE 3 PA; MO; MCG/ACTUATION
ORAL TABLET QL (90 per
534 MG 30 days)

Note: 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 ix. 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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QNASL NASAL 3 ST; QL sildenafil 1 PA; MO;
HFA AEROSOL (10.6 per 30 (pulmonary arterial QL (90 per
INHALER 80 days) hypertension) oral 30 days)
MCG/ACTUATION tablet 20 mg
QVAR 2 QL (10.6 SINGULAIR
%}?ﬂﬁng EA per 30 days) SPIRIVA 2 MO; QL
AEROSOL RESPIMAT per 30 days)
BREATH SPIRIVA WITH 3 ST; MO; QL
ACTIVATED 40 HANDIHALER (90 per 90
MCG/ACTUATION days)
QVAR 2 QL (21.2 STIOLTO 2 MO; QL (4
REDIHALER per 30 days) RESPIMAT per 30 days)
INHALATION HFA STRIVERDI 2 MO;QL (4
AEROSOL RESPIMAT per 30 days)
BREATH
MCG/ACTUATION 8102) per 30
ays
REVATIO ORAL 3 PA; MO; ' '
30 days) QL (56 per
28 days)
last 1 PA; MO;
roflumilas QL (30 per tadalafil (pulmonary 1 PA; QL (60
30 days) arterial per 30 days)
hypertension) oral
RUCONEST 3 PA; MO tablet 20 mg
RYALTRIS 3 ST; QL (31 TADLIQ 3 PA: MO;
per 30 days) QL (300 per
sajazir 1 PA; MO 30 days)
SEREVENT 3 ST; MO; QL TAKHZYRO 3 PA; MO;
DISKUS (60 per 30 SUBCUTANEOUS LA; M
days) SOLUTION
sildenafil 1 PA; MO; TAKHZYRO 3 PA; MO;
(pulmonary arterial QL (224 per SUBCUTANEOUS LA
hypertension) oral 30 days) SYRINGE
suspension for terbutaline oral MO
titution 10
;fgc/on'z; won TEZSPIRE 2 PA;MO;
SUBCUTANEOUS QL (1.91
PEN INJECTOR per 30 days)

Note: 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
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TEZSPIRE 2 PA;MO; M; TUDORZA 3 ST; MO; QL
SUBCUTANEOUS QL (1.91 PRESSAIR (1 per 30
SYRINGE per 30 days) INHALATION days)
THEO-24 3 MO AEROSOL POWDR
BREATH
theophylline oral 1 MO; M ACTIVATED 400
elixir MCG/ACTUATION
theophylline oral 1 TUDORZA 3 ST; QL (1
solution PRESSAIR per 30 days)
theophylline oral 1 INHALATION
tablet extended AEROSOL POWDR
release 12 hr 100 BREATH
mg, 200 mg ACTIVATED 400
heonhvili ; 1 MO MCG/ACTUATION
eophylline ora 30 ACTUAT
tablet extended ( CTUAT)
release 12 hr 300 TYVASO 3 MO; M
mg, 450 mg TYVASO DPI 3 PA; MO;
theophylline oral 1 MO INHALATION QL (112 per
tablet extended CARTRIDGE 28 days)
release 24 hr WITH INHALER 16
MCQG, 32 MCQG, 48

tiotropium bromide 1 QL (90 per MCG. 64 MCG. 80

90 days) MCG, ’
TRACLEER ORAL 3 PA; MO; TYVASO DPI 3 PA: MO:
TABLET LA; 3(31& (60 INHALATION QL (252 per

per 30 days) CARTRIDGE 180 days)
TRACLEER ORAL 3 PA; MO; WITH INHALER
TABLET FOR LA; QL 16(112)-32(112) -
SUSPENSION (112 per 28 48(28) MCG

days) TYVASO DPI 3 PA:MO:
TRELEGY 2 MO; QL (60 INHALATION QL (224 per
ELLIPTA per 30 days) CARTRIDGE 28 days)
TRIKAFTA ORAL 3 PA;MO; ;2\;123 l\l/ll‘g(l}AigEI; ,
GRANULES IN QL (56 per MéG 43 8(; MéG
PACKET, 28 days) T
SEQUENTIAL TYVASO REFILL 3 MO; M
TRIKAFTA ORAL 3 PA;MO; KIT
TABLETS, QL (84 per UMECLIDINIUM 3 ST; QL (30
SEQUENTIAL 28 days) per 30 days)

Note: 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
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UMECLIDINIUM- 3 ST; MO; QL YUPELRI 3 PA; MO;
VILANTEROL (60 per 30 QL (90 per
days) 30 days)
VENTOLIN HFA 3 ST; MO; QL YUTREPIA 2 PA; MO;
(36 per 30 INHALATION QL (224 per
days) CAPSULE, 28 days)
WINREVAIR 3 PA;MO; WANHALATION
QL (1 per DEVICE 106 MCG
21 days) YUTREPIA 2 PA;MO;
. INHALATION QL (896 per
wixela inhub 1 (3154 d(a6;)S§:)er CAPSULE, 28 days)
W/INHALATION
XHANCE 3 ST; MO; QL DEVICE 26.5 MCG
Elif/ Ser 30 YUTREPIA 2 PA:MO:
INHALATION QL (448 per
XOLAIR 3 PA; MO; CAPSULE, 28 days)
SUBCUTANEOUS LA; QL (8 W/INHALATION
AUTO-INJECTOR per 28 days) DEVICE 53 MCG
11\2(21/1;[1(\}/[/]124 L. 300 YUTREPIA 2 PA; MO;
INHALATION QL (308 per
XOLAIR 3 PA; MO; CAPSULE, 28 days)
SUBCUTANEOUS LA; QL (1 W/INHALATION
AUTO-INJECTOR per 28 days) DEVICE 79.5 MCG
75 MG/0.5 ML zafirlukast 1 MO
XOLAIR 3 PA; MO; )
SUBCUTANEOUS LA; QL (8 zileuton 1 MO
RECON SOLN per 28 days) ZYFLO 3 M
XOLAIR 3 PA;MO; UROLOGICA
SUBCUTANEOUS LA; QL (8 LS
SYRINGE 150 per 28 days)
MG/ML, 300 MG/2 ANTICHOLINE
ML RGICS/
XOLAIR 3 PA; MO; ANTISPASMODI
SUBCUTANEOUS LA; QL (1 CS
SYRINGE 75 per 28 days) darifenacin 1 MO
MG/0.5 ML
DETROL ORAL 3 MO; M
XOPENEX HFA 3 ST; MO; QL TABLET 1 MG
(30 per 30
days) DETROL ORAL 3 M
TABLET 2 MG

Note: 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
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fesoterodine 1 MO
flavoxate 1 MO
GEMTESA 2 MO
mirabegron oral 1 )
suspension,extended alfuzosin 1 MO
rel recon AVODART 3 MO
mirabegron oral 1 MO dutasteride 1 MO
tablet extended dutasteride- 1 MO
release 24 hr tamsulosin
I(BAIS{(EETRIQ 3 finasteride oral 1 MO

tablet 5 mg
SUSPENSION,EXT
ENDED REL JALYN 3
RECON PROSCAR 3 MO
MYRBETRIQ 3 MO silodosin 1 MO
ORAL TABLET Josi 1
EXTENDED tamsulosin MO
RELEASE 24 HR UROXATRAL 3 MO
oxybutynin chloride 1 MO
oral syrup
oxybutynin chloride 1 MO
oral tablet 2.5 mg bethanechol chloride 1 MO
oxybutynin chloride 1 MO; M CIALIS ORAL 3 PA; QL (30
oral tablet 5 mg TABLET 5 MG per 30 days)
oxybutynin chloride 1 MO CYSTAGON 8 PA: LA
oral tablet extended :
release 24hr ELMIRON 2 MO
OXYTROL 3 MO;QL(8 OXLUMO 3 M

per 28 days) potassium citrate 1 MO

solifenacin 1 MO oral tablet extended

release
tolterodine 1 MO

PROCYSBI ORAL 3 MO; M
TOVIAZ 3 MO CAPSULE
trospium 1 MO DELAYED REL

SPRINKLE

Note: 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
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PROCYSBI ORAL 3 PA; MO klor-con m15 1
GRANULES DEL klor-con m20 1 MO
RELEASE IN
PACKET klor-con oral packet 1 MO
RIVFLOZA 3 PA 20

klor-con/ 1 M
tadalafil oral tablet 1 PA; MO; M; or-con/ef
2.5mg QL (60 per magnesium sulfate 1

30 days) injection
tadalafil oral tablet 1 PA; MO; M; POKONZA ORAL 3
5 mg QL (30 per LIQUID
30 days) POKONZA ORAL 3 MO

UROCIT-K 10 3 MO PACKET
UROCIT-K 15 3 MO potassium chlorid- 1

d5-0.45%nacl
VITAMINS, intravenous
HEMATINICS parenteral solution
/ ELECTROLY 10 meq/l, 20 meq/I,
TES 40 meq/l

potassium chloride 1
BLOOD in 0.9%nacl
DERIVATIVES intravenous
RYPLAZIM 3 M parenteral solution

20 megq/l, 40 meq/l
ELECTROLYTE : :
S potassium chloride 1

in water intravenous
calcium 1 PA; MO piggyback 10
acetate(phosphat meq/100 ml, 20
bind) meq/100 ml
EFFER-K ORAL 3 MO; M potassium chloride 1
TABLET, intravenous
EFFERVESCENT : :
10 MEQ, 20 MEQ potassium chloride 1 MO

oral capsule,
effer-k oral tablet, 1 MO; M extended release
effervescent 25 meq potassium chloride 1 MO
klor-con 10 1 MO oral liquid
klor-con 8 1 MO potassium chloride 1 MO
klor-con m10 1 MO oral packet 20 meq

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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potassium chloride 1 MO CLINIMIX 3 PA
oral tablet extended 4.25%/D10W SULF
release 10 meq, 20 FREE
meq, 8 meq CLINIMIX 5%- 3 PA
POTASSIUM 3 MO D20W(SULFITE-
CHLORIDE ORAL FREE)
&%IETDED CLINIMIX E 3 PA
4.25%/D10W SUL
RELEASE 15 MEQ FREE
potassium chloride 1 MO CLINIMIX E 3 PA
oral tablet,er 4.25%/D5W SULF
particles/crystals 10 FREE
meq, 20 meq
_ : CLINIMIX E 3 PA
potassium chloride 1 50,/D15W SULFIT
oral tablet,er
. FREE
particles/crystals 15
meq CLINIMIX E 3 PA
X : 5%/D20W SULFIT
potassium chloride- 1
FREE
0.45 % nacl
CLINISOL SF 15 % 3 PA
sodium chloride 0.45 1 MO °
9% intravenous CLINOLIPID 3 PA
sodium chloride 3 % 1 DOJOLVI 3 PA; MO;
hypertonic LA
sodium chloride 5 % 1 MO electrolyte-a 1
hypertonic intralipid 1 PA
TPN 3 intravenous
ELECTROLYTES emulsion 20 %
7ZYCUBO 3 M INTRALIPID 3 PA
INTRAVENOUS
MISCELLANEO EMULSION 30 %
US NUTRITION ISOLYTE SPH 7.4 3
PRODUCTS :
ISOLYTE-P IN 5 % 3
AQNEURSA 3 PA; LA DEXTROSE
CLINIMIX 3 PA
500/D15W NUTRILIPID 3 PA
SULFITE FREE PLASMA-LYTE A 3
PLENAMINE 3 PA
premasol 10 % 1 PA

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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PROSOL 20 % 3 PA
travasol 10 % 1 PA
TROPHAMINE 10 3 PA

%

fluoride (sodium) 1 MO
oral tablet

fluoride (sodium) 1 MO; M

oral tablet,chewable
1 mg (2.2 mg sod.

fluoride)

NESTABS ONE 3 MO; ENC;
M

prenatal vitamin 1 MO

oral tablet

wescap-pn dha 1 MO; ENC;
M

Note: 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
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ACCULANE ...eeeeeaaeeeeeaaaeenns 79
acebutolol ...............cccccveuen... 62
acetaminophen-codeine............ 42
acetazolamide......................... 135
ACeLiC ACIA ..., 90
acetylcysteine......................... 137
ACIPHEX .....cccoviiiiiieiee, 108
ACIITEHIN e 73
ACTEMRA.......ccocovvieiee. 119
ACTEMRA ACTPEN............ 119
ACTHAR ..., 91
ACTHAR SELFJECT.............. 91
ACTHIB (PF)..cccoviiiieiienns 113
ACTIMMUNE........ccoevvenee. 111
ACTIVELLA.......ccoeeveeenee. 125
ACTONEL......cccvvieiieee. 117
ACTOPLUS MET........ccccuu.. 92
ACTOS ... 92
ACULAR......cooereeieee, 134
ACULARLS.....ccooveire 134
ACUVAIL (PF)..cccoooeiernne 134
aAcyClovir .........occcueveeeeeeennnn. 2,82
acyclovir sodium......................... 2
ACZONE......ccoiiiiiiiee 79
adacel(tdap adolesn/adult)(pf) 113
ADAKVEO.......coooiieieieeenne 13

ADALIMUMAB-AACF........ 119
ADALIMUMAB-AACF(CF)
PEN CROHNS........ccveee. 119
ADALIMUMAB-AACF(CF)
PEN PS-UV ...cooiiiiiiiee 119
ADALIMUMAB-AATY ........ 119
ADALIMUMAB-AATY(CF)

AT CROHNS ..o 119
ADALIMUMAB-ADAZ 119, 120
ADALIMUMAB-ADBM....... 120
ADALIMUMAB-BWWD...... 120
ADALIMUMAB-FKJP.......... 120
ADALIMUMAB-RYVK........ 120
adapalene..................ccoeeuenn... 79
adapalene-benzoyl peroxide..... 79
ADBRY ...oooiiiiiiiniiicieee 78
ADCIRCA........ooteeieen, 138
ADDERALL......cccvviiieee 48
ADDERALL XR.....cccceeevvenneens 48
AACLOVIT ..o, 2
ADEMPAS ..o 138
ADMELOG SOLOSTAR U-

100 INSULIN.....ccveiieieienee 92
ADMELOG U-100 INSULIN
LISPRO....cooiiiiieieeeeeee 92
ADSTILADRIN.........cceeeurnnne. 13
ADTHYZA ..o, 102
ADVAIR DISKUS................. 138
ADVAIR HFA..........cccvvenne. 138
ADZENYS XR-ODT................ 48
AFINITOR......cooiiiiiiiiiee 13
AFINITOR DISPERZ.............. 13
afirmelle............cccccoeeeevnenen. 128
AFREZZA ....cccooviviiiiii 92
AGAMREE.......cccooiiine. 91
AGRYLIN....ccooiiiiiiiinieeee 85
AIMOVIG AUTOINJECTOR..35
AIRSUPRA........ccoieieieeee 138
AJOVY AUTOINJECTOR...... 35
AJOVY SYRINGE................... 35
AKEEGA ......oooiiiiiiieiieee, 13
AKLIEF ..ot 79
AlA-COPE e, 83
ALA-SCALP.....coovieireie 83
albendazole..................ccccccueu... 7

albuterol sulfate....................... 138
alclometasone............ccuue....... 83
alcohol pads...................ccu...... 92
ALDACTONE.......ccovvveeenn. 62
ALDURAZYME........ccouveenn. 99
ALECENSA ..o, 13
alendronate............................. 117
AlfUZOSTN .o, 146
AlISKITEN ..o, 62
ALKINDI SPRINKLE.............. 91
allopurinol................cccceu.... 117
ALLZITAL .....ooovviiiiiiieen, 42
almotriptan malate.................... 35
ALOGLIPTIN......cooovveeeenne. 92
ALOGLIPTIN-METFORMIN. 92
ALOGLIPTIN-

PIOGLITAZONE..................... 92
AlOSELrON ... 104
ALPHAGANP........covveee. 136
ALREX ....oooiviiiiiiiiiiiiee, 136
altavera (28) .....cccueeeveeeeeuenennee. 128
ALTRENO........ooovviiiieieeen, 79
ALUNBRIG.........ccocvvveiieenn, 13
ALVAIZ ..o, 68
ALVESCO....ccoovvviiecieeeennn. 138
alyacen 1/35 (28) ...oeeeeeneennee. 128
alyacen 7/7/7 (28) .cccueeeeuennn... 128
ALYFTREK.....cccoocevvviiiens 138
ALYGLO.....coovviiiieeee. 113
ALYMSYS ..o, 13
ALYG oo, 138
amantadine hel.........ueeeeeee.... 2
AMBIEN.......cooovviiiiieiee. 48
AMBIENCR.........ccoovvvrvenn. 48
AMBISOME..........cooovvvveee. 1
ambrisentan............................ 138
amcinonide..........ccccc...ooueeeunn... 83
amerithroid...........cccceeeueene.... 102
amethyst (28) ....ccccevueeeceveennnnn. 128
AMIKACTA .o, 7
amiloride............cccooeeeveueeeann... 62
amiloride-hydrochlorothiazide . 62
amiodarone........................o..... 61
AMITIZA ..., 104
amitriptyline...........ccceeeveeennnn. 48
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amitriptyline-chlordiazepoxide .48 ~ APIDRA U-100 INSULIN....... 92 ASSURE ID INSULIN

AMIJEVITA(CF).ccvvvieienne 121  APLENZIN....cccooiriiieieenne, 48  SAFETY oo, 116
AMIJEVITA(CF) APOKYN ..ot 34 ASTAGRAF XL...ccooovvieene 13
AUTOINJECTOR................... 120 apomorphine................cccucn.... 34 ATACAND.....cooiiiiiieiieene 62
amlodipine............cccceeveuveenne... 62 apraclonidine.......................... 136 ATACAND HCT.........ccuu. 62
amlodipine-atorvastatin............ 70  aprepitant...............ccoueeeueenn... 104 atazan@vir...............ccoeeeeeeveeennnnnn. 2
amlodipine-benazepril.............. 02 APFT.cceieieeieeeeeeee e 128 ATELVIA......cooiiieeee. 117
amlodipine-olmesartan............. 62  APRISO....ccovvviiieieieeee. 104  atenolol............cueeeeeeeannaanen. 62
amlodipine-valsartan................ 62 APTENSIO XR...ccooovvvviiinene 48  atenolol-chlorthalidone............ 62
amlodipine-valsartan- APTIOM....cccvviiiiieiieeeeee, 28 ATIVAN....cooviieeeeeeee 49
hethiazid........eeeeeeeeeeeieeenann, 62  APTIVUS. ..., 2 atOmMoOXetine...........c.eeeceveeeennnnen. 49
ammonium lactate..................... 78  AQNEURSA.......cccooviiee. 148 ATOMOXETINE..................... 49
AMNESLEC .o, 79 AQVESME........ccoovivieii, 85 ATONCY ..o, 49
AMONDYS-45...cccviiiiiniinene 36 ARALAST NP....coovriiriiiee 85 ATORVALIQ.....coceviiriiinnne 70
AMOXAPINE ....ccvveeeeereaeenreaanns 48 aranelle (28) ....cooeeeecuveeennnnn. 129 atorvastatin.................cceeeuue.. 70
amoxicil-clarithromy- ARANESP (IN ALOVAGUONE ..., 7
lansopraz............cceeeeeeeeeenne.. 108 POLYSORBATE).................. 111 atovaquone-proguanil................. 7
AMOXICIIIN .o 10 ARAVA ..., 121 ATRALIN.....ccocieiieieee, 79
amoxicillin-pot clavulanate...... 10 ARAZLO ..., 79 atropine..........cccoeueeeueennnenee. 133
amphetamine........................... 48  ARBLI....ccooiiiiiieieee 62 ATROPINE SULFATE (PF)..133
amphetamine sulfate................. 48 ARCALYST...cooiiiiiiiiinene 111  ATROVENT HFA................ 139
amphotericin b..............cccouuee.. L arexvy (Df) ceceeeeeeeecieeeeene, 113 ATTRUBY oo, 72
amphotericin b liposome............. 1 arformoterol............................ 138  AUBAGIO......ccccvveeieeeee. 36
ampicillin...........ccccoeveeeeeeeennnn. 10 ARICEPT....ccccoiiiiieiieeen 36 aubraeq..........eeeeeeeeannnn, 129
ampicillin sodium...................... 10 ARIKAYCE......oooviiiieeieee 7 AUGMENTIN.......cceeerrenn 10
ampicillin-sulbactam................ 10 ARIMIDEX.....ccccooiiiiniiien. 13 AUGMENTIN ES-600............. 10
AMPYRA ..o 36 aripiprazole..................cccuu....... 48 AUGTYRO...coooiiiiiiieeen 13
AMRIX ....ooiiiiiiiiecieeeee 40 ARISTADA.....cccevveenne 48,49 AUKELSO....ccooviieiiieeee 12
AMVUTTRA ..o 36  ARISTADA INITIO................. 48 AURANOFIN......cccevvvrrinne 121
AMZEEQ.....cccooiiiiiiiieeee 79  ARIXTRA.....coooiiiieeeeee 68 aurovela 1.5/30 (21)............... 129
ANAFRANIL......cccoviiiiiienne 48  armodafinil..............ccccueeuenn... 49  aurovela 1/20 (21).................. 129
anagrelide..............ccccevuueene... 85 ARMOUR THYROID............ 102 aurovela 24 fe...........cccuveun...... 129
ANALPRAM-HC............. 73,104 ARNUITY ELLIPTA............. 138  aurovela fe 1.5/30 (28)........... 129
ANALPRAM-HC SINGLES..104 AROMASIN.......cccceeevvrerenne. 13 aurovela fe 1-20 (28).............. 129
anastrozole..............ccueeenee. 13 ARRANON.......cooiiiiiiie 13 AURYXIA...cooiiiiiiiiiieeee 85
ANCOBON........coteiiieieee, 1 ARTHROTEC 50..................... 45 AUSTEDO.....ccceccvvvernn. 36,37
ANDEMBRY ARTHROTEC 75....cccceveenne 45 AUSTEDO XR.....cccoovvevvennnnen. 37
AUTOINJECTOR................... 138 ARYNTA ..o 49  AUSTEDO XR TITRATION

ANGELIQ.....cooviiiiriiniiieene 125 ASCENIV....ooiiiiiiiiiiieee 113 KT(WKI1-4) .o 37
ANKTIVA ..o, 13 ascomp with codeine................. 42  AUVELITY oo 49
ANNOVERA ........ccoovviiinee. 128  asenapine maleate................... 49  AUVI-Q..oooviiiiiiiiiiiiiiene 136
ANORO ELLIPTA................. 138 ashlyna.........cccocceveevvenenncne. 129  AVALIDE....cccooiiiiiieee 62
ANUSOL-HC.......cccoevvernee 104 ASMANEX HFA.................... 138 AVAPRO....cocviieiieeee, 62
ANZUPGO....ccccoviiiiiiiiine, 78  ASMANEX TWISTHALER.. 139  AVASTIN....cccceooiiiiriiniiienene 14
APIDRA SOLOSTAR U-100 aspirin-dipyridamole................ 68 AVEED....cooiiiiiieiieeieeeiees 99
INSULIN ..ottt 92 AVERI.....ccoooiiiiiii 129
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AVIANE ..o, 129

AVLAYAH.....coooiiiieieeee 99
AVMAPKI-FAKZYNJA.......... 14
AVODART....ccooiiiiieiiene 146
AVONEX.....ccoiiiiiiieeene. 111
AVSOLA ... 104
AVTOZMA.....cccovveeieiennn 121
AVTOZMA

AUTOINJECTOR................... 121
AVYCAZ ..o, 5
AWIQLI FLEXTOUCH........... 92
AXTLE ..ot 14
AVUIA cooeeaeeeeeeeeeieeeeaneeens 129
AYVAKIT ..o, 14
AZACTAM....ccovvvvieiieieerenen. 7
AZASAN ..., 14
AZASITE ..o, 132
Azathioprine...............coeeeeueenn.. 14
azelaic acid..............ccceeeueenne. 79
azelastine.......................... 89, 133
azelastine-fluticasone............. 139
AZELEX ..o, 79
AZILECT .o 34
azilsartan medoxomil................ 62
AZItAPOMYCIN ..., 6
PAVALY 11200 99
AZOPT ..o, 135
AZOR ..o, 62
AZSTARYS ..o 49
AZIP@ONAN ... 7
AZULFIDINE........cccoveirnene. 104
AZULFIDINE EN-TABS....... 104
azurette (28) ....coeeveveeecveeannnn. 129
bacitracin-polymyxin b........... 132
baclofen...........ccoeeveveeecreeannnn. 40
BACTRIM......ccoveieieieee, 11
BACTRIMDS........ccvveirne 11
BAFIERTAM.......cccoevveeeee. 37
BALCOLTRA......ccccvveirne 129
balsalazide............................. 104
BALVERSA ... 14
balziva (28) ....ccceveeveniiannn 129
BANZEL ..o 28
BAQSIMI......cooviiiiiiiieee, 92
BARACLUDE.........ccceevvrerne. 2

BASAGLAR KWIKPEN U-

100 INSULIN.....ooveiiriieienene 92
BAVENCIO.....cccoooviieieeene 14
BAXDELA.....cccooiieiiiies 11
BAXFENDY ...cooovvieiieeieeienne, 72
bcg vaccine, live (Df) ............... 113
BD PEN NEEDLE.................. 116
beclomethasone dipropionate.139
BELBUCA......ccoeiieiiieiieee 42
BELEODAQ.....cccccovieiieieennne 14
BELSOMRA.........ccoveieiernne 49
benazepril...........ccccceeeuveennnne.. 62
benazepril-
hydrochlorothiazide.................. 62
BENICAR......cooviiieieee, 62
BENICAR HCT......cccveneenneeee. 62
BENLYSTA....ccoiiieiieene 121
BENZAMYCIN.....cccceevieiene 79
BENZNIDAZOLE...........ccc....... 7
benztropine..........ccoeceueeeeunnnn. 34
BEOVU...cooieieeeee 133
bepotastine besilate................ 133
BEPREVE.....cccooiiiie 133
BERINERT.......ccccveiieiinee. 139
BESIFLOXACIN................... 132
BESIVANCE........ccccovevee. 132
BESREMI......c.coovvviiiiinnn. 111
BESREMI PEN.......cccccoeneeee. 111
betaine............ccccoevceeveveucnnnnn. 104
betamethasone dipropionate.....83
betamethasone valerate............ 83
betamethasone, augmented....... 83
BETAPACE......ccooiieieee 61
BETAPACE AF......cccveienn. 61
BETASERON........ccccvvenrnee. 111
betaxolol........................... 62, 133
bethanechol chloride.............. 146
BETHKIS......cooiiiiieeeeee 7
BETIMOL.......ccoeevvieiiennee. 133
BEVESPI AEROSPHERE..... 139
bexarotene...............cccoueueenenn.. 14
bexSero........ccoceevevincveniinnne. 113
BEYAZ ..o 129
bicalutamide............................. 14
BICILLIN C-R....ccooovverrnne. 10
BICILLIN L-A ..o 10

12715 | S 63
BIUUVA ..o 125
BIKTARVY oo 2
BILDYOS ..ot 117
BILPREVDA........ccooeviiiveee 12
bimatoprost..............ccccueeeun.... 135
BIMZELX....oooiiieiieieeiieins 74
BIMZELX AUTOINJECTOR..73
BINOSTO.....cociiiieiieieee 118
bismuth subcit k-metronidz-tcn
................................................. 109
bisoprolol fumarate.................. 63
BISOPROLOL FUMARATE...63
bisoprolol-
hydrochlorothiazide.................. 63
BIVIGAM........ccoveeeeieee. 113
BIZENGRI.........ccveviiiienee. 14
BKEMV ..o, 85
BLENREP.......cccooiiiiiiiis 14
blisovi 24 fe.......cccoueeeveeeennan. 129
blisovi fe 1.5/30 (28)............... 129
blisovi fe 1/20 (28) .................. 129
BLUJEPA......coiiieeee 12
BOMYNTRA.....cooviiee. 13
BONJESTA...cciiiiieieee 104
BONSITY i, 118
boostrix tdap ........................... 113
BORTEZOMIB...........cccceuenneee 14
BOSAYA ..o, 118
bosentan............ceeueeeveeane.. 139
BOSULIF .....ccooiiiiiiiiieeee, 14
boSUtinib ............cccceeveceveenennnn. 14
BRAFTOVI.....cccveieeieeee 14
BREKIYA....cooooiiieieeiiee 35
BREO ELLIPTA........cccu..... 139
DFEYNA ... 139
BREZTRI AEROSPHERE..... 139
briellyn..........ccccoveevveeevneanee. 129
BRILINTA.....coeiieieieeeee, 68
brimonidine....................... 79, 136
brimonidine-timolol................. 135
BRINSUPRI.......cccoviiienns 139
brinzolamide........................... 135
BRIUMVI......ccooiiiiiiiiie 37
brivaracetam............................ 28
BRIVIACT ..o 28
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BRIXADI.....cccceiiiiiiiiiicee. 42  CALQUENCE CASPOFUNGIN ... 1

bromfenac.............cccocueeuenunn. 134  (ACALABRUTINIB MAL).....14 CAVHANZA......coovvieine. 14
bromocriptine.............ccocueuee... 34 CAMBIA......cccooieeeee, 45 CAYSTON...coooiieeieeieeeieens 7
BROMSITE........ccoeevvieenne 134 CAMCEVI (6 MONTH)........... 14 cefaclor............ccoveeveeenenanne. 5
BRUKINSA.....cccvieeeeee, 14 camila............ccueeveeeeeeannnaannn 125 cefadroxil..............ooevvevenennnn... 5
BRYHALI.......ccovvieieeeeee, 83  camrese........coevveeeiveneriaannn. 129 cefazolin............cccueeevveecveeannnnnn. 5
BRYNOVIN......oooviiiieiies 92  camrese lo..........ccueeeeeeueennnnn. 129 cefdinir .........ccoueeeeveeeeeaiiaiiennn. 5
BUCAPSOL.......ccceeieieenee. 49 CAMZYOS ..., T2 cefepime........eeeeeeeeseeeaeaennn 6
budesonide...................... 104, 139  CANASA ..., 104 cefixime.......ccuveeeveeeieieannee, 6
budesonide-formoterol............ 139  candesartan............................... 63 cefotetan............cueeecuieeiiiiaanenn. 6
bumetanide...............ccouveeunen... 63  candesartan- CEfOXILIM ., 6
BUPHENYL.....ooovvviieiine 85  hydrochlorothiazid.................... 63 cefpodoxime............cccccuvuenuennnn. 6
buprenorphine hci..................... 42 CAPLYTA. ..o, 50 cefprozil....uiecneeeeieeieeenan, 6
buprenorphine transdermal CAPRELSA ..ot 14 ceftaroline fosamil...................... 6
PALCH ..o 42 captopril..........eeeeeeeeeeieeaann 63  ceftazidime.............cccceueeennenn... 6
buprenorphine-naloxone........... 45 captopril-hydrochlorothiazide..63  ceftriaxone.............ccccoveeeuenen... 6
bupropion hcl............................ 49 CARAFATE.....cccoviiennn. 109  cefuroxime axetil......................... 6
BUPROPION HCL................... 49 CARBAGLU......ccccevvveerree 85  cefuroxime sodium...................... 6
bupropion hcl (smoking deter)..89  carbamazepine.......................... 28 CELEBREX.....cccccoiiiiniiniinnn. 45
buspirone.............ccceeeeeuveennnnn.. 49 CARBAMAZEPINE................ 28  celecoXib........ueeeveaaaiiaannn 45
BUSPIRONE.........ccvvvernnee. 49 CARBATROL......cceevvereneee. 28 CELEXA...ciiieiieeeeee, 50
butalbital-acetaminop-caf-cod. 42  carbidopa......................cc.......... 34 CELLCEPT.....cccooviiviieienne 14
butalbital-acetaminophen......... 42 CARBIDOPA-LEVODOPA....34 CELONTIN.....cccceevvreerreennenn. 28
butalbital-acetaminophen-caff..42  carbidopa-levodopa.................. 34 cephalexin.............cccoeeueeeuvennnnne. 6
butalbital-aspirin-caffeine........ 42 carbidopa-levodopa- CEPROTIN (BLUE BAR)....... 68
butorphanol............................... 45  entacapone...............cceeeueenn. 34 CEPROTIN (GREEN BAR).....68
BUTRANS. ..., 42 carbinoxamine maleate...136, 137 CEQUA.......cccecevvvieevveeiee 133
BYLVAY .o, 104 CARBINOXAMINE CEQUR SIMPLICITY ........... 116
BYNFEZIA.....cccoiiiiiiiiies 14 MALEATE.....cccooiiiiiienn. 136 CEQUR SIMPLICITY
BYOOVIZ.....ccooiiiie 133 carbzah...............ccoceueeuennen.. 137 INSERTER......cccooiiinne. 116
BYSANTI....ccoveiieieeieieeee 49 CARDAMYST...coovvieieiennne 63 CERDELGA......ccoocvevirereeee. 99
BYSTOLIC......cooveieriiene 63 CARDIZEM.....cccoovviiieene 63 CEREZYME.....ccoooiiiiiie. 99
CABENUVA ..., 2 CARDIZEM CD........cccccueuuenee. 63 CetiFiZINE...cueeeeeaeeeeane, 137
cabergoline...................cccueu... 99 CARDIZEM LA........cccceuvenen. 63 cevimeline...........ccccceevuvennnnn.. 86
CABLIVI....cooiiiieiee 68 CARDURA......ccoiiiiieee, 63 CHANTIX .ccooiiieieeceeeee, 89
CABOMETYX...ccoovcveieereene 14 CARDURA XL....ccecvvereiennee 63 CHANTIX CONTINUING
CABTREO.......ccceeeieeviieeens 79  carglumic acid.......................... 85 MONTH BOX......ocvvvvieeneen. 89
CADUET ....ccieieeeieieeene 70 carisoprodol.....................c........ 40 CHANTIX STARTING
CAFERGOT ....cccceoviiiniiinne 35 CARNITOR.......ocoerreiiiine 86 MONTH BOX.....ccoceevierinne. 89
calcipotriene.............cccccuuenn... 74 CARNITOR (SUGAR-FREE)..86  charlotte 24 fe......................... 129
CALCIPOTRIENE................... 74  CAROSPIR.......cooviiiieiees 63  chateal eq (28) ........ccueeueen.... 129
calcipotriene-betamethasone.... 74  carteolol..................cccueeun...... 133 CHEMET.....ccooviiiiieeieeeen, 86
calcitonin (salmon)................... 99 cartia Xt.....oceeuveeeeeeaeeeeeennn 63  chlordiazepoxide-clidinium.... 103
calcitriol ............oeeeeuvenennn.. 74,99  carvedilol..................cccvenn..... 63  chlorhexidine gluconate............ 89
calcium acetate(phosphat carvedilol phosphate................. 63  chloroquine phosphate................ 7
bind) ......cooveveiaiiiiien, 147  CASODEX....ccocooviiiiniiinieenns 14 chlorpromazine......................... 50
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chlorthalidone........................... 63 clindamycin in 5 % dextrose....... 7 COBENFY STARTER PACK. 50

chlorzoxazone..................... 40,41  clindamycin pediatric................. 7 codeine sulfate.......................... 42
CHOLBAM.........ccvvveeeeen 104  clindamycin phosphate. 7, 80, 128  codeine-butalbital-asa-caff.......42
cholestyramine (with sugar)..... 70  clindamycin-benzoyl peroxide.. 80  colchicine..................ccc.c..... 117
cholestyramine light.................. 70  clindamycin-tretinoin................ 80  colesevelam.................ccccuuen... 70
CIALIS ..ot 146 CLINDESSE.....ccoooiiiieinee 128  COLESTID.....oocveveeieeeieeee 70
CIBINQO....coeiiiiieiieiieie, 78 CLINIMIX 5%/D15W colestipol...............cceeuc. 70,71
CIClOPIFOX ..o, 81 SULFITE FREE...................... 148  colistin (colistimethate naj......... 7
cilostazol.............cccoveeeeevannnnne. 68 CLINIMIX 4.25%/D10W COMBIGAN.......coeotriieenn 135
CILOXAN ...coiiiiiieieeeeeen 132 SULF FREE......cccoiirieinne 148 COMBIPATCH........cccccuenee. 125
CIMDUO.......ccoieieieeeeeene, 2 CLINIMIX 4.25%/D5W COMBIVENT RESPIMAT....139
CIMERLI.......ccoocvvriiiirinne 133 SULFIT FREE.......cccceeiiennne. 86 COMBIVIR.......ccocvvvierienne 2
CIMELIdiNe ..........coeveeeveeeenn. 109  CLINIMIX 5%- COMETRIQ......cccervenee. 14, 15
cimetidine hcl.......................... 109 D20W(SULFITE-FREE)........ 148 COMFORT EZ PRO SAFETY
CIMZIA ..o 104 CLINIMIX E 2.75%/D5W PENNDL ..ot 116
CIMZIA POWDER FOR SULF FREE......cccooveiiiieene. 86 COMPLERA........ccoviere 2
RECONST ... 104 CLINIMIX E 4.25%/D10W COMPIO .ceeeaeaeieeeeeeeieeanns 104
CIMZIA STARTER KIT........ 104 SULFREE......cccooiiiiinne 148 CONCERTA.....ccovieeeee, 50
cinacalcet ............couveeeecannnnne. 99 CLINIMIX E 4.25%/D5W CONEXXENCE..........ccceuuee. 118
CINQAIR......cccveeieeieeen 139 SULF FREE.......cccvvviieens 148  conjugated estrogens.............. 125
CINRYZE....ccoooieieiieees 139 CLINIMIX E 5%/D15W CONSTULOSE ... 104
CIPRO...coiiiiiiiieieeeeeee 11 SULFITFREE..........cccue. 148  CONZIP....coveiiiiieieeeee 45
CIPROHC......ooveiieeeeee 90 CLINIMIX E 5%/D20W COPAXONE.....ccoiieieieee 37
ciprofloxacin hcl......... 11,90, 132 SULFIT FREE........................ 148 COPIKTRA......ccoevieiieieee 15
ciprofloxacin in 5 % dextrose...11 ~ CLINISOL SF 15 %............... 148 CORDRAN TAPE LARGE
ciprofloxacin-dexamethasone...90 ~ CLINOLIPID............c..ccc... 148 ROLL...ccooiiiiiiieieieeeeee 83
ciprofloxacin-hydrocortisone... 91 ~ CLINPRO 5000........................ 89 COREG....ccceviiieiieeieeee 63
Citalopram.............coceeeeveeeenann. 50  clobazam................ccueeeuueennnn.. 28 COREGCR.....ccoveeiiierieeee. 63
cladribine(multiple sclerosis)...37  clobetasol...................c.cc......... 83 CORLANOR........cccvreerreenenn. 72
Claravis ...........cooeeeeveeeceenennn, 79 CLOBETASOL..........ccveenneen. 83 corphend............cceeueeeaeennnn.. 137
CLARINEX.....ccoovieiieeeee 137  clobetasol-emollient.................. 83 CORTEF....ccoviieieiieeeeen. 91
CLARINEX-D 12 HOUR........ 137  clocortolone pivalate................ 83 CORTIFOAM........cceevvveeinn. 104
clarithromycin ..........c..ccceveeennen. 6  clodam..........ueeeeeeeeciaaanenn 83 CORTROPHIN GEL................ 91
clemastine............cccccoueeuenn... 137  clomipramine............................ 50 COSENTYX..coooooeriiieiieereeneen. 74
Clemsza..........cccceveevecnnecnan, 137  clonazepam...................c.......... 28 COSENTYX (2 SYRINGES)...74
CLENPIQ...ccioiiieieeieeenee 104 clonidine.............cccocueeeeuennn... 63 COSENTYXPEN......cceeueneen. 74
CLEOCIN....cceiiiiirieieeee. 128  clonidine hci........................ 50,63 COSENTYX PEN (2 PENS)....74
CLEOCIN PEDIATRIC............. 7 CLONIDINE HCL.................... 63 COSENTYX UNOREADY
CLEOCIN T...ccoeeiieieeieeeeee, 80 clopidogrel..............cccueeuuenn... 68 PEN....cooiiiiiieeeeee, 74
CLIGAVYX ..o, 14 clorazepate dipotassium........... 50 COSOPT...ccoviieiieeieeeeee, 135
CLIMARA.....cooiieeeeee 125  clotrimazole.......................... 1,81 COSOPT (PF)..cccceveiiieinee 135
CLIMARA PRO.....ccccceeuenne. 125  clotrimazole-betamethasone.....82  COTELLIC..........cccccevviniennen. 15
clindacin..............ccoveeeeveennnnn. 80 clozapine...........ceevuveeeeeannann. 50 COTEMPLA XR-ODT............. 50
clindacin etz............cccceeeeeuennn. 80 CLOZARIL.....cccocovviriiniinnn. 50 COZAAR.....ccoiviiiiiiiene, 63
CLINDAGEL.......cccevvereenee. 80 COARTEM.....cccooviiiiieinee 7 CRENESSITY ...oooveiiiiieee 99
clindamycin hcl........................... 7 COBENFY ...cocoiiiiiiiiiiiiene 50 CREON.....ccoiiiiiiiiiicicee, 104
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CRESEMBA ...t I DANYELZA......coviiies 15 DEPO-PROVERA................. 125

CRESTOR.......cooviiiiiiiiiiee 71 DANZITEN...ccooiiiiiiiieene 15 DEPO-SUBQ PROVERA 104125
CREXONT....ccoveiieieieeinee 34 dapagliflozin................ccuen..... 92 DEPO-TESTOSTERONE........ 99
CRINONE.......ccoeiiiiiiiee, 125  dapagliflozin-metformin..... 92,93 DERMA-SMOOTHE/FS
cromolyn................. 104, 134, 139  dapagliflozin-saxagliptin........... 93 SCALPOIL......cocvveerieerenne 83
CPOLAM ..o 85 dapsone..........ccevcvevvannnn. 7,80 DERMOTIC OIL...................... 90
cryselle (28) .....ccovvvevcevvnnnnn. 129 DAPTACEL (DTAP DESCOVY .ccooviiiiiiiiiieieeeen 2
CRYSVITA ..o 99  PEDIATRIC) (PF).................. 113 desipramine...............cccueune.. 50
CTEXLI..coiiiiiiiiienicieee 104 DAPTOMYCIN.....ccooevvenirenne 7 DESLORATADINE............... 137
CUPRIMINE........cceevrrenen 121 daptomycin.............ccceeveueveenennnn. 7 desloratadine.......................... 137
CUTAQUIG......cccteeerernne 113 DARAPRIM......ccoocverree 7 DESMODA......ccoeiieeeene 99
CUVITRU......ccvveiieiieieens 113 darifenacin.................c.ceu....... 145  desmopressin...........cccceeeeeenne.. 99
CUVPOSA.....ccoeeeeeeeeee, 103 darunavir...........cccceeeeeeceveeennnns 2 desog-e.estradiol/e.estradiol ...129
CUVRIOR......cccvviiiiiiiiiee 86 DARZALEX FASPRO............. 15 desonide.............cccueeueveeuennn. 83
cyclobenzaprine........................ 41  dasatinib............ccoceeuveeeeeennn.. 15 desoximetasone................... 83, 84
cyclophosphamide..................... 15 dasetta 1/35 (28) .ccceveeennnnn.. 129 DESVENLAFAXINE............... 50
CYCLOPHOSPHAMIDE........ 15 dasetta 7/7/7 (28) ....ccueeennne... 129  desvenlafaxine succinate.......... 50
cycloserine..........ccoeecueeecueeenne.. 7 DATROWAY ..coovviiiiiiiieens I5 DETROL......ccovveeiiieen. 145
CYCLOSET....ccceviivieieeiene 92  DAURISMO.....cccceecvvvieiennne. 15  dexamethasone.......................... 91
cyclosporine...................... 15,134 DAWNZERA........cccovveenne. 140  dexamethasone sodium
cyclosporine modified............... 15 DAYBUE.....cccoiiiiiiiiiee. 37 phosphate..................cccueun... 136
CYLTEZO(CF)...coovevveiennee. 121  DAYBUE STIX....ccceveeieienee. 37 DEXEDRINE SPANSULE...... 50
CYLTEZO(CF) PEN.............. 121 daysee.....uuoeeceeceeeaeanne. 129 DEXILANT ...cccveiieieiieieee 109
cyproheptadine....................... 137 DAYTRANA......ccooieiee. 50 dexlansoprazole...................... 109
CYRAMZA ....ccovveieieene 15 DAYVIGO....ccoovoiviiieienee. 50 DEXLYT..ooooiiiiiiieeeieenee, 91
CYred €q ....c..uceeeeeneninianenne 129 DDAVP....ciiiiiiiiieece 99  dexmethylphenidate.................. 50
CYSTADANE.......ccoviiieiene 104  deblitane..................ccccuuen..... 125  dextroamphetamine sulfate.50, 51
CYSTADROPS.........ccveeue. 134 DECNUPAZ.......ccoeveeeeenn, 15 dextroamphetamine-
CYSTAGON.....ccocveeiieieens 146  deferasirox..........ccceeeveueenenne. 86 amphetamine............................. 51
CYSTARAN.....ccovveeiieeieens 134 deferiprone.............cuueeeueeanne... 86 dextrose 10 % and 0.2 % nacl.. 86
CYTOMEL......cccoviiiiiien 102 deflazacort................ccuuuenne.... 91 dextrose 10 % in water (d10w).86
CYTOTEC.....ccooveviieerene, 109 DELESTROGEN.................... 125  dextrose 5 % in water (d5w).....86
d10 %-0.45 % sodium chloride 86 ~DELSTRIGO..........cccccceerinnne. 2 dextrose 5%-0.2 % sod

d2.5 %-0.45 % sodium demeclocycline.......................... 12 chloride.............ccooecuveueanannnn. 86
chloride.............ccccoueeeveennn. 86 DEMEROL........ccocvvirieinne 42 DHIVY oot 34
d5 % and 0.9 % sodium DEMEROL (PF)....cccceviieennne 42 DIACOMIT.....cooovveiiiiene 28
chloride...........cccovvveuveenceeaannn.. 86 DEMSER......cccvviiiiiiieiiene 63  diazepam................cceu..... 29, 51
d5 %-0.45 % sodium chloride.. 86  DENAVIR...........cccoooiniininn 82  diazepam intensol..................... 51
dabigatran etexilate.................. 68 denta 5000 plus......................... 89  diazoxide............ccceeeuvenuaanann. 93
dalbavancin................ccccueeennnn. 7 denta 5000 plus sensitive.......... 89  dichlorphenamide..................... 37
dalfampridine............................ 37 dentagel.............ccccoeueeueanncnne. 89 DICLEGIS......ccooeiiiiee. 104
DALIRESP.....coooiiiiiiiinne 140 DEPAKOTE.....cccooovviiienee. 28 DICLOFENAC EPOLAMINE.45
DALVANCE.......ooviiieeeieen, 7 DEPAKOTE ER..........c............ 28 diclofenac potassium................ 45
danazol..........cccoeeciiiieeecennnnn.. 99 DEPAKOTE SPRINKLES....... 28 diclofenac sodium....... 45,78, 134
DANTRIUM.......ccovveeiieeiens 41 DEPEN TITRATABS............ 121 diclofenac-misoprostol............. 45
dantrolene...............ccceeuveuenn.. 41 DEPO-ESTRADIOL.............. 125 dicloxacillin..................ccoc....... 10
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dicyclomine............ccccceuuenn... 103 doxepin........cccceeeuveeeveeannnn. 51,78

DICYCLOMINE.................... 103 doxercalciferol.......................... 99
DIFICID....coeiieiieieeeeeeenee 6 doxy-100........ccccvveeeiiaeaann. 12
diflorasone............cccccceeeueennn. 84  doxycycline hyclate................... 12
DIFLUCAN......coovieeieeee e, 1 doxycycline monohydrate......... 12
diflunisal .............ccceeeeeveeenennn.. 45  doxylamine-pyridoxine (vit b6)
difluprednate........................... 136 104
AIGOXTN ..o 72  DRIZALMA SPRINKLE......... 51
dihydroergotamine.................... 35 dronabinol...................ccc...... 105
DILANTIN 30 MG................... 29 DROPSAFE ALCOHOL
DILANTIN EXTENDED 100 PREP PADS......ccoiieiieine 93
MG ..ot 29  drospirenone-e.estradiol-Im.fa129
DILANTIN INFATABS........... 29  drospirenone-ethinyl estradiol 129
DILANTIN-125....cociiiiiiiienee. 29  DROXIA...cccooiiiiiiiiinieieene 15
DILAUDID.......coevveeiieeienne 42 droxidopa.............ccceeeeueeaennnnn. 86
diltiazem hcl........................ 63,64 DUAKLIR PRESSAIR........... 140
AIlEXT oo 64 DUAVEE....ccccoiiiiiiie. 126
dimethyl fumarate..................... 37 DUETACT...cccooieeeeeeee. 93
DIOVAN ..ot 64 DULERA.......coooiiiiiiiine 140
DIOVAN HCT.....ooveiieinee 64 DULOXETINE.......ccccevverne. 51
DIPENTUM......cccovvvieeiieeens 104  duloxetine.............ccueeevveeennnnn. 51
diphenoxylate-atropine........... 103 DUOBRII......cccccvveeiieeiieeee 84
DIPROLENE DUOPA ..o 34
(AUGMENTED)....ccccocvevrnnene. 84 DUPIXENT PEN.......cccccuennee. 78
dipyridamole............................. 68 DUPIXENT SYRINGE............ 78
disopyramide phosphate........... 61 DUREZOL......ccceeviiiiinne. 136
disulfiram..............ccceveeveennnne. 86  dutasteride.................cuocu....... 146
DIURIL ..ccoviiiiiiiiiieeeeeee 64  dutasteride-tamsulosin............ 146
divalproex.............ccccecveeeeean. 29 DUVYZAT..iiiiiiiieeeee. 86
DIVIGEL.....cccoiiiiiiiiee 126 DYANAVEL XR....ccoeeveirnne 51
dofetilide...............ccoevvuenuennee. 61 DYMISTA. ..., 140
DOJOLVI...cociiiiiiiieienne. 148 DYRENIUM.....cccoooiiiiinne. 64
dolishale...............ccoeveeuenn... 129 DYSPORT....coccveieeeieieenee 113
DOLOBID........coccviriiiiicennn 45  e.e.s. 400....c..ocuiaiiiiiinn 6
donepezil...........ccooueeveevceeennnnn.. 37 EBGLYSS PEN......cccovvernnnen. 78
DOPTELET (10 TAB PACK)..68 EBGLYSS SYRINGE.............. 78
DOPTELET (15 TAB PACK)..68 econazole nitrate....................... 82
DOPTELET (30 TAB PACK)..68 ECONAZOLE NITRATE........ 82
DOPTELET SPRINKLE.......... 68 edaravone.............ccccevueuennnn. 37
DORYX MPC.....cccevviieinne 12 EDARBI....cccoeoiiiiiiie, 64
dorzolamide............................ 135 EDARBYCLOR.........cccuueene. 64
dorzolamide-timolol................ 135 EDECRIN.....ccociiiiiiiiiice, 64
dorzolamide-timolol (pf)......... 135 EDLUAR.....coooviiiieecieeeen, 51
AOHi oo, 126 EDURANT ..ot 2
DOVATO...ccoeieeieeeeeeee 2  EDURANTPED.....cocvviennne 2
AOXAZOSIN ..o 64  efavirenz..........ccoevceevinnennennn 2

efavirenz-emtricitabin-tenofov....2
efavirenz-lamivu-tenofov disop ...2

EFFER-K....cccoooiiiiiieis 147
effer-k......ccouoiiioiniiiiiiiiin, 147
EFFEXOR XR....ccooveiiiriieiinne 51
EFFIENT .....ocoviiiiieieeee 69
EGRIFTA SV ..cooiiiiiiiine, 111
EGRIFTA WR.....ccoovveiene. 111
EKTERLY ..ooviiiiiiniiiieicee, 140
ELAHERE........cooiiiiie 15
ELAPRASE.....cccoeiieiiene 99
electrolyte-a..............ccuuuuee... 148
ELELYSO...oooiiieieiieee 100
ELEPSIA XR..ooooviiiiiiiiieee 29
ELESTRIN.....cccviiiiiiieee. 126
eletriptan .............coeeevveeeneene.. 35
ELFABRIO.....cccccccevviirianne. 100
ELIGARD.....ccooveiieeeee, 15
ELIGARD (3 MONTH)........... 15
ELIGARD (4 MONTH)........... 15
ELIGARD (6 MONTH)........... 15
ElINESE ..o 129
ELIQUIS ..ot 69
ELIQUIS DVT-PE TREAT

30D START ..oovvieieeeieeee, 69
ELIQUIS SPRINKLE............... 69
ELIXOPHYLLIN................... 140
ELMIRON......ccoevirieieirne 146
ELREXFIO.....ccocoviiiiiiiinene 15
eltrombopag olamine................ 69
ClUFYNG .o, 128
ELYXYB..ooooiiieiiieee 35
EMEND.....ccoooiiiiiiieiee 105
EMFLAZA ..o 91
EMGALITY PEN.......covennnne. 35
EMGALITY SYRINGE........... 35
EMPAVELI.......ccooviiiiinn 86
EMRELIS........oooiiieieeeee 15
EMROSI.....ccoooiiiiiiiiiene, 12
EMSAM ....cooiiiiiieeeee 51
emtricitabine.................cccoceuue.... 2
emtricitabine-tenofovir (tdf) ....... 2
emtricita-rilpivirine-tenof df.......2
EMTRIVA ..o, 2
EMVERM.....cocooviiiinieieiene 7
eMZANN ..o, 126
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enalapril maleate...................... 64  ergotamine-caffeine.................. 35 EVOTAZ..ieeeeeeeeen, 3

enalapril-hydrochlorothiazide..64 ERIVEDGE.............c.ccoenne.e. 15 EVOXAC....iiiiieeieeen, 86
ENBREL.....cccooiiiiieieee. 121  ERLEADA.....cccoiiiee 15,16 EVRYSDI....ccoovviiiinnne. 37,38
ENBREL MINI.......ccccecoenneene. 121 erlotinib..........ccccuceevvueneenennn. 16 EXDENSUR......ccoceniiiinnne 140
ENBREL SURECLICK........... 121 erFifeiciieiceee 126 EXELDERM.......cccceviiiiiene 82
ENBUMYST...ccoveiiieieiene 64 ERTACZO....iieieiee, 82 EXELON PATCH.................... 38
ENDARI.....cccoviiiiiiiiiee 86  ertapenem.............cccoeeeuveeueennnn. T exemeStane...........ccoceeecuveenneenn. 16
engerix-b (Pf) c...ccoeeeeeeeeeenennnn. 113 ery pads.......eeeceeeeeeeeeeieaannn. 80 exenatide..........ccceeveeeiueeeennnnn. 93
engerix-b pediatric (pf) ........... 113 ERYTHROCIN........ccceerirnnne 6 EXFORGE......ccccviiniiiiinene 64
eNilloring ........ccccuvvveeveeiaannn. 128  erythromycin....................... 7,132  EXFORGE HCT....................... 64
ENJAYMO......cooviiiieeeee 86  erythromycin ethylsuccinate....... 6 EXJADE.....oooiiiiiieieee, 86
ENOBY ..ot 118  erythromycin with ethanol........ 80 EXONDYS-51..ccciiviiriieieanen. 38
CNOXAPATIN ....veeeeereaereaennn, 69  erythromycin-benzoyl peroxide.80 EXXUA .....cccccooovvvvveevcieeeireeens 52
ENSACOVE....ccccooviiiiiiinens 15 ERZOFRI.....ccooeviiiiniinns 51,52 EYLEA.....iiiiee, 134
ENSKYCE .o, 129 ESBRIET....cccooiiieiiieireee 140 EYLEAHD....ccoooviiiie. 134
ENSPRYNG......ccoovvereienee. 15 ESCITALOPRAM EYSUVIS ..o 136
ENSTILAR .....covviiiiiiiiiieee 74  OXALATE.....cooooiiiiiiiiene 52 ezetimibe........cocueouinieniennnnn. 71
ENLACAPONE .......c..vveeeeeeereaaannnn 34  escitalopram oxalate................. 52 ezetimibe-simvastatin................ 71
ENLECAVIF ..., 2 eslicarbazepine......................... 29 FABHALTA......ccooiiiieee. 86
ENTRESTO.......cceeuveenneen. 72,73  esomeprazole magnesium....... 109 FABRAZYME.......ccccoveennn. 100
ENTRESTO SPRINKLE.......... 73 estarylla.............ccccoceeeeennnnn. 129 falmina (28) ....cooeeveeeeeananne. 129
ENTYVIO...ccoooviiiiiiiiee, 105 ESTRACE.......ccooivvieiine, 126 famciclovir...........coccueeevveennnnnnn.. 3
ENTYVIO PEN......cccouvennnee 105  estradiol..................ooceeuuen..... 126  famotidine............................... 109
CNULOSE ... 105  estradiol valerate.................... 126 FANAPT ..o, 52
ENVARSUS XR....coooeviiennn. 15  estradiol-norethindrone acet.. 126  FANAPT TITRATION PACK

EOHILIA.......ocoiieeeeeee 105 ESTRING....ccccoevieieieeee 126 A 52
EPANED. ..o, 64  eszopiclone............ccoueeecueeennnen.. 52 FANAPT TITRATION PACK

EPCLUSA ..o, 2,3 ethacrynic acid.......................... 64 B, 52
EPIDIOLEX......ccccvviiniiiiiene 29 ethambutol................cccccvuenuenc. 7 FANAPT TITRATION PACK

EPIDUO FORTE...................... 80 ethosuximide................cc......... 29 Cheeeee 52
EPINASHINE. ......c..eeeeeeareaenenne 134 ethynodiol diac-eth estradiol.. 129  FARESTON........cccccceniinennenn. 16
EPINEPHRINE...........ccenee. 137  etodolac................ccueeueeeeecnnnn. 45  FARXIGA. ..o, 93
ePINEPAVINeE .........oeeeeueeeereannn. 137  etonogestrel-ethinyl estradiol . 128 FASENRA........ccccccvvveereenee. 140
EPIPEN 2-PAK......cccocvennnn 137  etravirine..........ccccoceevvceueennnne. 3 FASENRAPEN......cccccoeenen. 140
EPIPEN JR 2-PAK................. 137 EUCRISA. ..., 78 FASLODEX.....cccooviiiieiennns 16
EPIVIR ...ccooiiiiiiiiee 3 EULEXIN....ccooiiiiiniiiiiennene 16 febuxostat...............ccceeeuen.. 117
EPKINLY ..ottt 15 EVAMIST...cccoiiiiiiieeee, 127 feirza..cueeeeeeiieieieee. 129
eplerenone.............cccoeveveennnnnn. 64 EVDI...coooioiiiieeeeeeee 16  felbamate...............ccceuveeeuvennn... 29
EPOGEN.......cociiiiiiiiiiiine 111 EVEKEO....ccociiiiiiiiiiiiens 52 FELBATOL......cccoviviiinn. 29
epOProStenol ..............cueeeuuenn.. 64 EVENITY .o 118 felodipine..............cccvveveuevenn.... 64
EPRONTIA.......cciiiiieiieee, 29  everolimus (antineoplastic) ...... 16 FEMARA.......coooiiiiiiiieee, 16
EPSOLAY ...ooiiiiiiiiiiice 80 everolimus FEMLYV .o, 129
EPYSQLI...cccvviiiiieieeeeeee, 86  (immunosuppressive)................ 16 FEMRING........ccvveerireens 127
EQUETRO.....cccuveeiieeriieen, 29 evexithroid.............cccueeun.... 102 FENOFIBRATE..........cc.c........ 71
ERAXIS(WATER DILUENT)...1 EVISTA....cccooiiiieeenee. 118  fenofibrate...........ccccueeueeeennnne.. 71
ERGOMAR......ccciriiiiiiinnn 35 EVKEEZA.......iiienn 71  fenofibrate micronized.............. 71
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fenofibrate nanocrystallized..... 71 fluocinolone and shower cap....84  fosinopril-hydrochlorothiazide . 64

fenofibric acid........................... 71 fluocinonide..................c........ 84 FOSRENOL......cccocvveiieirns 86
fenofibric acid (choline)........... 71 fluocinonide-emollient.............. 84 FOTIVDA....ccoeeieeeeeeee 16
Jenoprofen..............ccueevcnnnnn. 45  fluoride (sodiumy)........ 89,90,149 FRAGMIN.......cceoviiiiiinn 69
FENOPRON......ccceoiiiiiennne. 45 FLUORIDEX DAILY Jrovatriptan ..............cceveeeeeennen. 35
FENSOLVI....coooviiiiiieieee 16 DEFENSE.....ccoiiiiiiieieee 90 FRUZAQLA.....cooovieienee. 16
fentanyl............cccooceveeviennennn 42  FLUORIDEX SENSITIVITY FULPHILA ......cooviiiiiieene 111
ferric citrate...............cceeueeenn.... 86 RELIEF ... 90  fulvestrant............cccceueeecuennnn. 16
FERRIPROX......cccvviiriiiinnnne 86 FLUORIMAX 5000.................. 90 FUROSCIX....coooevveierrenieienn 64
FERRIPROX (2 TIMES A FLUORIMAX 5000 furosemide.............ccoceveennn... 64
| DY\ ) PSR 86 SENSITIVE......ccoveiiieee 90 FYARRO....cooooieieeieeee 16
fesoterodine...................c........ 146  fluorometholome...................... 136 fyavolv........occeeeeecceeeneann, 127
FETZIMA. ..o 52  FLUOROURACIL................... 78 FYCOMPA......ccoveieienee. 29
FEXMID....coovviiiiiiiieieeene 41 fluorourdacil................ccceueen.... 78 FYLNETRA.......cccoovie 111
FIASP FLEXTOUCH U-100 fluoxetine.............cceeeeueenn... 52,53 gabapentin...............ccccuvenn.... 29
INSULIN ..ot 93 fluoxetine (pmdd)...................... 52 GABARONE.......cooovirenns 29
FIASP PENFILL U-100 fluphenazine decanoate............ 53 GABLOFEN.......cccccveirerenne. 41
INSULIN ..ot 93 fluphenazine hci........................ 53  GALAFOLD......cccevvvienee. 100
FIASP U-100 INSULIN............ 93 flurandrenolide......................... 84  galantamine..................ccocu.... 38
fidaxomicCin............cceeveeeeeeennnnne. 7 flurbiprofen.............ccoueeeuennn. 45  galbriela................ccucuveeunn.... 129
FILSPARI.....ccceiviiiiiiiiene 73 flurbiprofen sodium............... 135 gallifrey......ccoeeeeveeiiaen, 127
FILSUVEZ.....ccccooiiiiiiine. 78 FLUTICASONE FUROATE..140 GAMIFANT ....ccccoctviirieinene 16
FINACEA ..ot 80 FLUTICASONE FUROATE- GAMMAGARD LIQUID...... 113
finasteride...............cccuueun..... 146 VILANTEROL....................... 140 GAMMAGARD LIQUID
fingolimod...............ccocevuveen.... 38  fluticasone propionate...... 84,140 ERC..ccoviiiiiiieiieeeeeeeeen 113
FINTEPLA ..o 29 FLUTICASONE GAMMAGARD S-D (IGA <
finzala............cccoveueveenennnne. 129  PROPIONATE.......cccccvenneee. 140 1 MCG/ML) i, 113
FIORICET ....ccoooieiieieieeee 42  FLUTICASONE PROPION- GAMMAKED........ccoevveeeee. 114
FIRAZYR ..ccooooiiiiiiiiiiis 140 SALMETEROL...................... 141 GAMMAPLEX......ccoovviinnn 114
FIRDAPSE......ccooviiiiiiieees 38  fluticasone propion-salmeterol GAMMAPLEX (WITH
FIRMAGON KIT W e 141  SORBITOL)...cccoecvvrreirennnee. 114
DILUENT SYRINGE............... 16 fluvastatin............ccecceveeeneenee. 71 GAMUNEX-C...cccceovvriernene 114
FIRVANQ....coiiiieieeeeee, 7 fluvoxamine............cceeeuuvenn.... 53 gardasil 9 (Df) cooeeeeeeeeaannn. 114
FLAREX ...ccooiiiiiiniiiiieenn 136 FML FORTE.........ccevvennnne. 136  GASTROCROM.........cccocue.. 105
flavoxate............coueeeeveeenennn.. 146 FML LIQUIFILM................... 136  gatifloxacin................cccuu....... 132
flecainide..............cccueeueeeeann. 61 FOCALIN....c.ooooviieieeene 53  GATTEX 30-VIAL................ 105
FLECTOR.....cccoeoiiiiiiiiiieee 45 FOCALIN XR...cooevvrieniennn. 53 GATTEX ONE-VIAL............ 105
FLEQSUVY ...ccotiiiiieieeene 41 fondaparinux......................... 69 GAUZEPAD.....ccccoevveenee. 116
FLOLIPID......cccvvevieieeiienee, 71 formoterol fumarate................ 141 gavilyte-C.....cueeeveeeeiaeannnn. 105
fluconazole...................ccccuvnn.... I FORTEO....iiiiiieeee, 118  gavilyte-g......ueueueeevereeeneannn. 105
fluconazole in nacl (iso-osm)......1  FORZINITY ......ccccocervininnnnn 86  gavilyte-n...........cccevveeuennnn. 105
flucytosine............ccoeeeveerveenennn.. I  FOSAMAX....coooooiiiieeieene, 118 GAVRETO.....cocvvvviiiieenen. 16
fludrocortisone.......................... 91 FOSAMAXPLUSD.............. 118  gefitinib......ueeeeueeeeeeeeeieeennn, 16
flunisolide...................cccoc...... 140  fosamprenavir...................c......... 3 gemfibrozil..............ccceueeunnnn... 71
fluocinolone.................cccuue....... 84  fosfomycin tromethamine.......... 12 gemmily......ooeeeveeeeeeaneannnn. 130
fluocinolone acetonide oil......... 90  fOSINOPFil......ccovouveiiniien 64 GEMTESA......cccooiiieee 146
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generlac.............ccvueeeeueeeennann, 105

GONGTAf v 16
GENOTROPIN........ccvrienene 111
GENOTROPIN MINIQUICK 111
GentamicCin ..................... 8, 81, 133
gentamicin in nacl (iso-osm)...... 8
GENVOYA. ..o, 3
GEODON.......ccooeiiieieeee, 53
GILENYA ....cooiiiiiinienieeeee 38
GILOTRIF .....cccoeiviiieienee 16
GIMOTT ..o 105
GIVLAARI.....cccooiiieien 86
GLASSIA ..o, 86
glatiramer ...............cccceueeeene. 38
glatopa............cccouveeveveencennannnn. 38
GLEEVEC......ccooiiieieeene. 16
GLEOSTINE......cccovieiinieene 16
glimepiride.............ccceuveeunn.. 93
GLIMEPIRIDE..........c.ccueeuenee. 93
glipizide...........cccoveuveveveannnannn. 93
GLIPIZIDE......ccccvvieieieene 93
glipizide-metformin................... 93
GLOPERBA.........cccoeveeee 117
glucagon emergency kit

(RUMAN) ..o 93
GLUCOTROL XL.....cccccveneeneee. 93
GLUMETZA ......ccoviieieene 93
glutamine (sickle cell)................ 86
glyburide.............cccuvveueeinanann. 93
glyburide micronized................ 93
glyburide-metformin................. 94
GLYCATE......cocoiiriieeee. 103
glycerol phenylbutyrate............ 86
glycopyrrolate........................ 103
GLYXAMBI.....cccoevieieieeeen 94
GOCOVRI.....ccoteeeieieeene 34
GOLYTELY ..oooiiiirieieieee, 105
GOMEKLI........ccoerrerennne. 16, 17
GRALISE......ccoveirieie 29, 30
granisetron hcl........................ 105
GRANISOL......ccoviiiriiiiens 105
GRANIX ....coiiirienieieiieene 111
GRASTEK....ccoeiiieieeee 114
griseofulvin microsize................. 1
griseofulvin ultramicrosize......... 1
QUANTACINE ... 53, 64

GVOKE HYPOPEN 2-PACK..94
GVOKE PFS 1-PACK

SYRINGE......ccooiviiiiiinne 94
GWYNLO..coooiiiiiiiiee 128
GYNAZOLE-1....ccooveierene 128
HADLIMA ..o, 121
HADLIMA PUSHTOUCH.... 121
HADLIMA(CF)..ccvveiveeenne. 121
HADLIMA(CF)
PUSHTOUCH...........ccueun.... 121
HAEGARDA.......cccovieieen 141
RATLEY .. 130
hailey 24 fe.......cccoeveuevvvanen. 130
hailey fe 1.5/30 (28) ................ 130
hailey fe 1/20 (28) ................... 130
halcinonide...................c.c....... 84
halobetasol propionate............. 84
HALOBETASOL
PROPIONATE........ccccveeenee. 84
HALOG. ... 84
haloperidol..................c.cco....... 53
haloperidol decanoate.............. 53
haloperidol lactate.................... 53
HARLIKU.....cooiiiiiiiieieee 86
HARVONI......cocoirieieieie 3
havrix (Pf) .cceeeeeeeeeeecieiieeinnns 114
HAVRIX (PF) .o 114
heather ..............cccoeceveuenennnn. 127
HEMADY ..cccoviiiiiiieieeene, 91
HEMANGEOL...........ccoenunnee. 64
HEMICLOR........ceoieiiine 64
heparin (porcine)...................... 69
HEPCLUDEX......cocoviiiiriinnn 3
heplisav-b (Df) ....c.cceeevveeeuveane. 114
HERCEPTIN.......ccooeiirieenee 17
HERCEPTIN HYLECTA.......... 17
HERCESSI.....cccooiieieee 17
HERNEXEOS......ccoceviiviiienne. 17
HERZUMA ......cooiiiiieee 17
HETLIOZ ......cooeeieieeeee, 53
HETLIOZ LQ....ooveieieeeee 53
HIBERIX (PF)....ccoevieiennnee. 114
HIZENTRA ... 114
HORIZANT ..ot 38
HULIO(CF) oot 122

HULIO(CF) PEN..................... 121
HUMALOG JUNIOR
KWIKPEN U-100.........cccueeeee 94
HUMALOG KWIKPEN
INSULIN ..ot 94
HUMALOG MIX 50-50
KWIKPEN.....cccoiiiiiiiieieene 94
HUMALOG MIX 75-25
KWIKPEN.....ccooiiiiiiiiiicnee, 94
HUMALOG MIX 75-25(U-
100)INSULN.....oooiiriereieeee 94
HUMALOG TEMPO PEN(U-
100)INSULN.....oooiiiieieieiee 94
HUMALOG U-100 INSULIN..94
HUMATIN....coooiiiiiieeeeeen 8
HUMATROPE...........cccn.... 111
HUMIRA. ..o, 122
HUMIRA PEN.....cooveine 122
HUMIRA(CF)...oooviiiiinieine 122
HUMIRA(CF) PEN................ 122
HUMIRA(CF) PEN
CROHNS-UC-HS........ccce. 122
HUMIRA(CF) PEN PSOR-
UV-ADOL HS......ceoviien 122
HUMULIN 70/30 U-100
INSULIN....oooiiieieeieeeeeeene 94
HUMULIN 70/30 U-100
KWIKPEN.....ccooiiieiieieeee 94
HUMULIN N NPH INSULIN
KWIKPEN.....ccooiiiieieiee 94
HUMULIN N NPH U-100
INSULIN....ooiiiiiiienieneeieee 94
HUMULIN R REGULAR U-

100 INSULN ...ccooviiiiiieieene 94
HUMULIN R U-500 (CONC)
INSULIN ..ot 94
HUMULIN R U-500 (CONC)
KWIKPEN.....ccotiiiieieieeee 94
hydralazine.................ccccu....... 64
HYDREA ..o 17
hydrochlorothiazide.................. 64
hydrocodone bitartrate............. 43
hydrocodone-acetaminophen....43
hydrocodone-ibuprofen............. 43
hydrocortisone...... 84, 85,91, 105
hydrocortisone acetate............ 105
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hydrocortisone butyrate............ 84 IMDELLTRA........c.cccoeiennn 17 INPEN (NOVOLOG OR

hydrocortisone valerate............ 85 IMFINZI.....cooovieieiieiene 17 FIASP) BLUE.......ccoeuvennenne. 116
hydrocortisone-acetic acid....... 90 imipenem-cilastatin..................... 8 INPEN (NOVOLOG OR
hydrocortisone-pramoxine......105  imipramine hcl.......................... 53 FIASP)GREY ....ccccvviiviiene 116
hydromorphone......................... 43 imipramine pamoate................. 53 INPEN (NOVOLOG OR
hydromorphone (pf) .................. 43 imiquimod.............cceeeeuveeennann, 78  FIASP) PINK........ccoeverrene. 116
hydroxychloroquine.................... 8 IMITREX....ccooiiiiiiiiiiieenne, 35 INQOVI...cooooiiiiiiiiieeiien, 17
hydroxyurea...............ccccueun..... 17 IMITREX STATDOSE PEN....35 INREBIC......cccccooiriiieene. 17
hydroxyzine hcl....................... 137 IMITREX STATDOSE INSPRA .....cooiiiiiiniieees 65
hydroxyzine pamoate............... 137 REFILL...cooviiiieieeeee 35 INSULIN ASP PRT-INSULIN
HYFTOR....oooviieiieieee 78 IMKELDI......cccccvviieieieirnne 17  ASPART....coiiiiieeeee 94
HYQVIA ..., 114 imovax rabies vaccine (pf)...... 114 INSULIN ASPART U-100....... 94
HYRIMOZ.......ccoovveirannne. 122 IMULDOSA.......ccooieeeenee. 74 INSULIN DEGLUDEC............ 94
HYRIMOZ PEN.......cccoeeneee 122 IMURAN. ..ot 17 INSULIN GLARGINE U-300
HYRIMOZ PEN CROHN'S- IMVEXXY MAINTENANCE CONC. ..ottt 94
UC STARTER........cccvveunee. 122 PACK ..o 127 INSULIN GLARGINE-YFGN.9%4
HYRIMOZ PEN PSORIASIS IMVEXXY STARTER PACK INSULIN LISPRO..........ccc.... 94
STARTER.......ccevieieenne 122 e 127  INSULIN LISPRO
HYRIMOZ(CF)...ooovvvvirnee 122 INBRIJA ... 34 PROTAMIN-LISPRO.............. 94
HYRIMOZ(CF) PEDI IACASSIA ., 127  INSULIN SYRINGE-

CROHN STARTER................ 122 INCRELEX....cccceviiieieiennne 86 NEEDLE U-100...................... 116
HYRIMOZ(CF) PEN.............. 122 INCRUSE ELLIPTA.............. 141 INTELENCE.......ccocevviiriennnn. 3
HYRNUO.....cccoeeireeieene 17 indapamide............................... 64 intralipid.................cceeuueennn.. 148
HYSINGLA ER......ccocvvvenenne 43 INDERALLA.....ccccooiiiien. 64 INTRALIPID.....ccccoeriirnens 148
HYZAAR. ..o 64 INDERAL XL....ccoooeviivieienne 64 INTRAROSA......cccoviieee. 128
ibandronate............................. 118 INDOCIN......ceeeeiieeeeiieees 46 introvale..............ccoueeeuveannnn.. 130
IBRANCE.......ooiiiiiiiiecee 17 indomethacin............................. 46 INTUNIV ER......cccoiiiiienn 53
IBSRELA......ccooieeeeeeee. 105 INFANRIX (DTAP) (PF)....... 114 INVEGA.....oiieeeee 54
IBTROZI......coovieiiiiiiiieee 17 INFLECTRA......ccoooeniiies 105 INVEGA HAFYERA............... 53
EDU oo 45 INFLIXIMAB.......ccooverenne. 105 INVEGA SUSTENNA.............. 54
IDUPTOfEn ... 46 INGREZZA. ..o, 38 INVEGA TRINZA................... 54
ibuprofen-famotidine................ 46 INGREZZA INITIATION INVELTYS..coooiiiieieeieeee, 136
ICatibant ...........ccocceeeveeeeeenennnn. 141  PK(TARDIV)..ccoviieieeee. 38 INVOKAMET.....cccoovvieene 94
ICLeVIQ ..o 130 INGREZZA SPRINKLE.......... 38 INVOKAMET XR.....ccccoveuenne 94
ICLUSIG ..ot 17  INLEXZO...cooioiiiiiiiieeene 17 INVOKANA ...t 94
icosapent ethyl......................... 71  INLURIYO...ccooooviriiiiinieennn. 17 INZIRQO....cccooviiriiiiiiiieen. 65
ICOTYDE.....cooiiieieiee 74 INLYTA ..o, 17 TOPIDINE.......ccooiiiiiiine 136
IDHIFA ..o 17  INNOPRAN XL.....ccocvevrnnnee. 64 POl 114
IDVYNSO...ooiiiiieieiieeeee 3 INPEFA.....ccoiiieie, 94 ipratropium bromide......... 90, 141
ILARIS (PF).coeeivieiieeiee 111 INPEN (FOR HUMALOG) ipratropium-albuterol.............. 141
ILEVRO ...t 135 BLUE..cooiiiieieeee 116 IQIRVO...cooieieieeeieee, 105
ILUMYA .o 74 INPEN (FOR HUMALOG) irbesartan ..............cocceveeeuennne. 65
ILUVIEN. ..ot 136 GREY oo, 116  irbesartan-

IMAAVY oo 41 INPEN (FOR HUMALOG) hydrochlorothiazide................. 65
IMALINED ..o, 17 PINK.coooiiieeeeeeeeee 116 TIRESSA....cccciiiiiieieee 18
IMBRUVICA........covererne 17 ISENTRESS.....c.ccveiieieene 3
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throughout the year. You can find information on what the symbols and abbreviations on this table mean by
going to page ix. 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 September 2026.
160


http://HSMedicareRx.com

ISENTRESS HD....ccocoviviienns 3

ISTDLOOM ... 130
ISOLYTESPH74................ 148
ISOLYTE-P IN 5 %
DEXTROSE........cccoeeevveene. 148
ISONIAZIA ..., 8
ISORDIL.......c.oeevvieeieeeireeeee. 73
isosorbide dinitrate................... 73
isosorbide mononitrate............. 73
isosorbide-hydralazine............. 65
ISOIFEtiNOIN ..o, 80
ISTAIPINE ..., 65
ISTALOL......ooeeiei, 133
ISTURISA ...t 100
ITOVEBI........coovvveevvieiee 18
itraconazole................ccccooeeeun.... 1
ivabradine.............ccccceueeenenn. 73
IVEFMECHIN .., 8, 80
IWILFIN ..o, 18
IXIAr0O (Df) ceeeveeeeeeeeiieeeeeeeenn 114
IYUZEH (PF)...ooeeeieeeee 135
IZERVAY (PF).cccoveeiiein. 134
JADENU ... 86
JADENU SPRINKLE............... 86
JATMI@SS e 130
JAKAFT ..o, 18
JAKAFI XR..oooovviiiiiieieee. 18
JALYN .o, 146
JANIOVEN ..., 69
JANUMET......coooiiiiiiiiien, 95
JANUMET XR...cocooooviniennn 95
JANUVIA ... 95
JARDIANCE.......c.cooei 95
JASCAYD...oooovieeeee 141
Jasmiel (28) ....cceeeeveeeeniaanen. 130
JATENZO.....ooooviiiiiiiiieeen, 100
JAVADIN.......coviieeeee 65
JAVYGLOT e 100
JAYPIRCA ..o 18
JAVERATT ..o 91
JEMPERLI.......cocooviiiii, 18
Jencycla...........ouceeeeeeeennnnnn 127
JENTADUETO......ccoeeeeree. 95
JENTADUETO XR.................. 95
JIRteli ..o 127
JOBEVNE.......ooiiiiieeeee. 18

JORNAY PM
JOURNAVX
JUBBONTI
JUBEREQ

junel 1.5/30 (21)
junel 1/20 (21)
junel fe 1.5/30 (28)
Jjunel fe 1/20 (28)
junel fe 24
JUST RIGHT 5000
JUXTAPID
JYLAMVO
JYNARQUE

Jjynneos (pf)

KALYDECO
KANIJINTI

KARBINAL ER
kariva (28)
KATERZIA

KERENDIA
KESIMPTA PEN
ketoconazole

ketoprofen

KEVEYIS
KEVZARA
KEYTRUDA
KEYTRUDA QLEX
KHINDIVI
KIMMTRAK

KINERET......cooviiiiieeieenee. 123
KINRIX (PF)..coceeiiieiieeeins 114
KIONEX ..o 87
KIRSTY v, 95
KIRSTY PEN......coevviieieenne. 95
KISQALI.....ooovieiieiieeieee 18
KISUNLA ..., 38
KITABIS PAK....ccoeeiieieeiene. 8
KLARON.......coiiiieeieeee, 81
KLISYRI (250 MQG)................. 18
KLONOPIN.....coeeiieiierienn, 30
klor-con 10............cocceeuveenn.... 147
klor-con 8 ......cccvveveeveeeiaannnn. 147
klor-con m10........................... 147
klor-con ml15................cc......... 147
klor-con m20........................... 147
klor-con oral packet 20........... 147
klor-con/ef .......ccccevueeeeveennnnn. 147
KLOXXADO......cooveeeiieeirenne 46
KOMZIFTT...coooeoeieieee, 18
KONVOMERP.........ccoveerven. 109
KORLYM.......cooviieieeee, 100
KOSELUGO..........cccveeveerrenne. 18
KOUPZEq ..o 90
KRAZATI ..o, 18
KRINTAFEL........ccovveiieiienns 8
KRISTALOSE..........cccun..... 105
KRYSTEXXA......ccoveevveenrnnee. 117
kurvelo (28) .....ccvveeeeeeeeecreeannnnn. 130
KUVAN ...t 100
KYGEVVI...coooooiiiieiieiee, 87
KYLEENA......c.ccooiiieeee. 128
kymbee............cccoveeevieaaiiaannnnn. 91
KYPROLIS.....coooviiiieeies 18
KYZATREX .......coovvieveenne. 100
[ norgest/e.estradiol-e.estrad.. 130
labetalol.................cccceuvevueann... 65
LABETALOL.......c.ccovverrennn. 65
lacosamide.................c.ccueuu... 30
lactulose...............ccoouueeeennnn... 105
LAMICTAL.......covveeeieernee. 30
LAMICTAL ODT...........c........ 30
LAMICTAL STARTER

(BLUE) KIT....ccvvieiieeieeeen 30
LAMICTAL STARTER

(GREEN) KIT....cocovvierieeirenen. 30

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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LAMICTAL STARTER
(ORANGE) KIT.....cc0eevreenee. 30
LAMICTAL XR...coovevvveenreennnns 30
LAMICTAL XR STARTER
(BLUE) .iiiiiieiieeieeeeeeee 30
LAMICTAL XR STARTER
(GREEN)...coiiiiiiiieieeeee, 30
LAMICTAL XR STARTER
(ORANGE)....ccccoieieeiieieene. 30
lamivudine............ccccooeeveveennnn. 3
lamivudine-zidovudine................ 3
lamotrigine............coceeeeveeecnnnn. 30
LAMPIT ....oooiiiiieeeee, 8
LAMZEDE.......cccooveviieiiennns 87
LANOXIN...coooivieeiieiieciieens 73
LANREOTIDE........c.cevvunenne. 18
lansoprazole............................ 109
lanthanum................cccccueenn.... 87
LANTUS SOLOSTAR U-100
INSULIN ....oooviiiieieeeeeeee, 95
LANTUS U-100 INSULIN....... 95
lapatinib ..............ccooeeeeveevennnne. 18
larin 1.5/30 (21) .....ueeeeeannenn... 130
larin 1720 (21) ......ooeeueeennenne. 130
larin 24 fe.......ccooveeveecnnennnne. 130
larin fe 1.5/30 (28) .....ccuue....... 130
larin fe 1720 (28) .......cceueue.. 130
LASIX oo, 65
LASIX ONYU...coovvviierienee 65
latanoprost............c.ccceeeueenne. 135
LATUDA ..o 54
LAZCLUZE.......cooevvveverenne. 18
LEDIPASVIR-SOFOSBUVIR...3
leflunomide.................cccouu..... 123
LEMTRADA.......ccovveeeie, 38
lenalidomide......................... 18
LENVIMA ........oooovreiiens 18, 19
LEQEMBI.......c.coovveviireenn. 38
LEQEMBI IQLIK...................... 38
LEQSELVI....cccoeviiiiiienne. 123
LEQVIO...ccoiiiiiiiiieen 71
LEROCHOL.......cccevveerrannnnne. 71
LESCOL XL...cocoovieviereenenee 71
[€SSING ..o 130
LETAIRIS.......ccooeeieeiieieen 141
letrozole...........coeeeveeeveannannn, 19

leucovorin calcium.................... 13

LEUKERAN.......coeviiieieeee 19
LEUKINE.....cccooiiiiiiieee 112
leuprolide................cccocveuennc. 19
levalbuterol hcl....................... 141
LEVALBUTEROL

TARTRATE......ccccoieinne 141
LEVEMIR FLEXPEN.............. 95
LEVEMIR U-100 INSULIN..... 95
levetiracetam............................. 30
LEVETIRACETAM................. 31
levobunolol............................. 133
levocarnitine.................ccoeuu.... 87
levocarnitine (with sugar)......... 87
levocetirizine.............cuueenennn. 137
levofloxacin....................... 11,133
levofloxacin in d5w................... 11
levonest (28) ....ccoeveveeeeveenenn. 130

levonorgest-eth.estradiol-iron 130
levonorgestrel-ethinyl estrad.. 130
levonorg-eth estrad triphasic..130

levorphanol tartrate.................. 43
LEVOTHYROXINE.............. 102
levothyroxine.................c......... 102
1eVOXYL....oooveeeaaiiiiiiiiieeen, 102
LEXAPRO.....ccoeviiirieieeee. 54
lexette . .......ooeeeeeoiniinininien. 85
LIALDA ....oooiiiieeeee 105
LIBRAX (WITH

CLIDINIUM)....ccoevieerienannne. 103
LIBTAYO...oooiiiieeeeeee 19
LICART ..o, 46
lidocaine............cccocuvuevuvnnenne. 78
lidocaine hcl..................ccc..c..... 78
lidocaine-prilocaine.................. 78
lidocan iii ...........ccccooueveenuennnnne. 78
LIFYORLI.....cccevieieeeee 19
LILETTA .o, 128
linagliptin-metformin................ 95
linezolid.............ccccccoveevennnannnen. 8
linezolid in dextrose 5%.............. 8
LINZESS ..ot 105
LIOMAY oo, 102
LIORESAL.....coceiiiiiiiiiiine 41
liothyronine.............ccceeeeuenn. 103
LIPFENDRA........ccoeveieieene 71

LIPITOR ..c.coooviiiiiiiiiiiieicee 71
LIPOFEN......ccciiiiiiiieieenee, 71
liraglutide.............cccouveeeuennn... 95
lisdexamfetamine...................... 54
LISINOPFIL ..o 65
lisinopril-hydrochlorothiazide .. 65
LITFULO.c...ooiiiviiiiiicnieeee 87
lithium carbonate...................... 54
lithium citrate.................cc....... 54
LITHOBID......ccccecvviirieienene 54
LITHOSTAT ...coveieeieeee 87
LIVALO ..o, 71
LIVDELZI......cccoovieiiiinns 105
LIVMARLI......ccoeoirieinee. 105
LIVTENCITY ..oooieieieieeee, 3
LO LOESTRIN FE................. 130
LOARGYS...ccooiiieeee 87
LODINE.....ccccoiiiiiiiiiiieieeee, 46
LODOCO.....ccciiieiiiieieieene 73
LODOSYN...ooiiiieiieieeeeeeene 34
LOESTRIN 1.5/30 (21).......... 130
LOESTRIN 1/20 (21)............. 130
LOESTRIN FE 1.5/30 (28-

DAY) o 130
LOESTRIN FE 1/20 (28-

| DY\ ) PSR 130
lofend.........ccoeevceeeceeceannnnn. 46
lofexidine............ccccouvvveuvennnnn. 46
[0JATMIESS ..o 130
LOKELMA. ......ccooiiiiiiiieee 87
LOMOTIL....ccevieieieiene 103
[OMUSHINE ..o 19
LONSURF ....cocoiiiiiiiiiee, 19
loperamide.................cccccuu..... 103
LOPID....cvieieieeeieeeeeee 71
lopinavir-ritonavir ...................... 3
LOPRESSOR.......ccceeiiierne 65
LOQTORZI......cccoooveviiiirennne 19
lorazepam..............cccueeeueenne. 54
lorazepam intensol.................... 54
LORBRENA.......coeviiiiiie 19
LOREEV XR...ccooiiiiiiiiene 55
loryna (28) .c.eeeeeeeeeeeeeenennn, 131
losartan...............ccocueveveennnne. 65
losartan-hydrochlorothiazide ... 65
LOTEMAX....oooieeieeeeen 136
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LOTEMAX SM....cccocevvvvenne 136 LYSODREN.......cocvvviiriiinns 20 MAYZENT STARTER(FOR

LOTENSIN....cooviviiienieieeene 65 LYTGOBI....cccooooviiiiiiiiiene 20 2MG MAINT)..ccceevieieieeee. 39
LOTENSIN HCT ......cccvveeenee 65 LYUMIJEV KWIKPEN U-100 MECLIZINE .......ooeeeeaeaeeannn, 105
loteprednol etabonate............. 136 INSULIN.....ooceiiiiiiiieieiieeene 95 meclofenamate.......................... 46
Lovastatin.............cccceeceeeeeneennnn. 71  LYUMJEV KWIKPEN U-200 MEDROL.......ccceviiieieeee, 91
LOVAZA ..o, 71 INSULIN.....coooieieieeeeeee 95 MEDROL (PAK)...cccccovvruennene 91
LOVENOX....ccoooiiiiieeieeenne 69 LYUMIJEV TEMPO PEN(U- medroxyprogesterone............. 127
low-ogestrel (28) .......cceeueen.. 131 100)INSULN.....ceevereeereeneen. 95  mefenamic acid......................... 46
loxapine succinate.................... 55 LYUMIJEV U-100 INSULIN... 95  mefloquine............ccccocercuvnuenune. 8
lo-zumandimine (28)............... 131 Dz, 127 megestrol.........cccceeceeveeninennan. 20
lubiprostone..............cc.cc..... 105  macitentan....................cuu...... 141  MEKINIST ....ccooiiiiiiiiieee. 20
LUCENTIS.....cooiiiiieiene 134 MACROBID.......c.cocevvirirnnne. 12 MEKTOVI.....ooviiiiiiiiiene 20
JUIZZQ .o 131 MACRODANTIN.......cceeuenneee 12 meleya.....eeeeeaeaieene. 127
LULICONAZOLE.................... 82  magnesium sulfate.................. 147  MELOXICAM.......ccocvvrieennnne 46
LUMAKRAS ... 19 MALARONE.......ccoceiiiiieene 8  meloxicam............cccceeueeuennn. 46
LUMIGAN. ..o 135 MALARONE PEDIATRIC........ 8  meloxicam submicronized......... 46
LUMIZYME.......ccceviiinne. 100 malathion...............cccccoeueeueen.. 85  memantine............cccceuueennenn.. 39
LUMRYZ ..o, 55 maraviroc..............cccceeeeeeeeennnne. 3 memantine-doneperil................ 39
LUMRYZ STARTER PACK...55 MARINOL.......ccecvevirinnne. 105 MENEST. ..., 127
LUNESTA ..ot 55 marlissa (28) ....cueeceveeneennnnen. 131 MENOSTAR.....ccooevrieeee. 127
LUPKYNIS. ...t 19 MARPLAN.....ccooiiiieiee, 55  menquadfi (Df) ....coveeveeveannnnnne. 114
LUPRON DEPOT.................... 19 MATULANE......ccoiiiiine 20 menveo a-c-y-w-135-dip (pf).. 114
LUPRON DEPOT (3 MALZIM LA e 65 meperidine...........cccoeeueenunnn... 43
MONTH)..cueiiiiiiieiiiieeeee 19 MAVENCLAD (10 TABLET meperidine (Df) .......cceceeeeeeeennnnn 43
LUPRON DEPOT (4 PACK) oo 38 meprobamate........................ 41
MONTH)..cceiiiiiiiiiciiceee 19 MAVENCLAD (4 TABLET MEPRON.....cccooiiiiiiiiieee, 8
LUPRON DEPOT (6 PACK) i 38 MEPSEVII.....cccoooveieieinne 100
MONTH)...ooeiiiiieieeiee, 19 MAVENCLAD (5 TABLET Mercaptopurine......................... 20
LUPRON DEPOT-PED............ 20 PACK) ..o 38  MERILOG......ccoveieierenen. 95
LUPRON DEPOT-PED (3 MAVENCLAD (6 TABLET MERILOG SOLOSTAR........... 95
MONTH) ..o, 19 PACK) . 39 meropenem............ccccceenuennnnn. 8
lurasidone................ccveeeueeenn... 55 MAVENCLAD (7 TABLET TNETZOC ....eeveeeeeeeeeaeeeeenens 131
Urbiro ..., 46  PACK)..oiiiiiiiecieeeeeeeieee, 39  mesalamine............................ 106
lutera (28) ...ccceeeeeceeeeeeeennns 131 MAVENCLAD (8 TABLET mesalamine with cleansing

LUTRATE DEPOT (3 PACK) oo 39 WIDC i 106
MONTH) ..ccoeiiiiieieiieieeeee 20  MAVENCLAD (9 TABLET TNESHA .o 13
LUZU ..ot 82 PACK) .o 39 MESNEX....coiiiiiiniiienne 13
LYBALVI...coooiiiiiiieee 55 MAVYRET....cooiiiiii 3 MESTINON.....ccoeviieieieee 41
leq i 127 MAXALT ..ot 35 MESTINON TIMESPAN......... 41
Wllana.............cccoevvevennenacn. 127 MAXALT-MLT....ccccocvvvennnne. 35 METADATE CD......ccccueuennee. 55
LYNAVOY ..o 105 MAXIDEX....ccoooiieiirieieannne 136  metaxalone...................cccc....... 41
LYNKUET.....ccoeoiriiiienn. 128  MAXITROL......cccovviienn 135 METAXALONE.......cccocveuene. 41
LYNOZYFIC....coooveiieeee 20 MAYZENT...coooiiiiiieeeeene 39 metformin..............ccuennn... 95, 96
LYNPARZA......ccoveeeiere. 20 MAYZENT STARTER(FOR METFORMIN.........ccoeriiinene 96
LYRICA ..o 31 IMG MAINT)..ccovevieeieeeiiene 39  methadone.................ccccuveeun... 43
LYRICA CR....cooevveerieies 31 methamphetamine..................... 55
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methazolamide........................ 135 Ml 131

methenamine hippurate............ 12 milnacipran............................. 123
methimazole...............c.ccue...... 02 MIMVEY ..uuveeeveeeieeeeeeeeeen 127
METHITEST.....ccceiieieienee 100 MINIVELLE......c.cceoveinene. 127
methocarbamol......................... 41  minocycline...............cccceeuee.... 12
methotrexate sodium................. 20 minoxidil.........cccooeeeevieiiennn. 65
methotrexate sodium (pf).......... 20 MUINZOYA..uueeeeeeieaiieiaeeeien 131
methoxsalen...............c.ccco..... 78  MIPLYFFA ... 39
methscopolamine.................... 103 mirabegron...............cc..c...... 146
methsuximide................ccco..... 31 MIRCERA.......ccoeieieene, 112
methyldopa..................ccceuue... 65 MIRENA. ..o, 128
METHYLIN......cocviiiiiiiens 55  mirtazapine..............ccccceeeuenn. 56
METHYLPHENIDATE........... 56 MIRVASO.....cocoviiiiien 80
methylphenidate........................ 56 misOprostol..............cceeueenn... 109
methylphenidate hcl.................. 55 MITIGARE.........ccovvvenen. 117
METHYLPHENIDATE HCL..55 mitoxantrone............................. 20
methylprednisolone................... 91 MIUDELLA.........ccoiennnn 128
methyltestosterone.................. 100 m-m-r ii (Df) ceveeeeeceeeeeereenen. 114
metoclopramide hcl................ 106  modafinil................coeeeeuveennn.. 56
metolazone................ccccecenuee. 65 MODEYSO....ccccvviiviiiiniene 20
metoprolol succinate................. 65  MOEXIPFIl....cuueeeeeeeaaiaeiaannn. 65
metoprolol ta- MOLINAONE .........cccccueeeereaaarnann, 56
hydrochlorothiaz....................... 65 mometasone...................... 85, 141
metoprolol tartrate.................... 65 MONJUVI.....coooviiiieeieee. 20
METOPROLOL TARTRATE..65 mono-linyah............................ 131
metronidazole............... 8, 80, 128  montelukast............cc........... 141
METRONIDAZOLE.................. 8  morphine...........cccoeeeeunn. 43, 44
metronidazole in nacl (iso-os)....8  morphine concentrate............... 43
MELYFOSINE ...oooeeeeeaeeeaaeenn 65 MOTEGRITY ..ccoovevveeienen. 106
mexiletine...........ccccceveeeveennnen.. 62 MOTOFEN......cccovvieeeiieenns 103
mibelas 24 fe...........cccueuun... 131 MOTPOLY XR.....ccoveervrnenne. 31
MICAFUNZIT ..o, I  MOUNJARO.....cccceeerreereenee 96
MICARDIS HCT .......ccceevenneene 65 MOVANTIK......ccooviiiiiinnne 106
miconazole-3..............ccco..... 128  MOVIPREP......ccceviiiis 106
MICORT-HC......ccccecvverennnen. 106  moxifloxacin...................... 11,133
microgestin 1.5/30 (21)........... 131  moxifloxacin-sod.chloride(iso). 11
microgestin 1/20 (21)............... 131 mresvia (Df) .ccoveeeeeeeeceeeeneans 114
microgestin 24 fe..................... 131 MS CONTIN.....cocveviriiirenne 44
microgestin fe 1.5/30 (28) ....... 131 MULPLETA.....ccoeeieieeie, 69
microgestin fe 1/20 (28) .......... 131 MULTAQ ...t 62
Midodrine..............cceeeveevennnn. 87  MUPIFOCIN ... 81
MIEBO (PF)..ccoovvvieiieeieee 134 mupirocin calcium.................... 81
MIfepristone...............c.cceee... 100 MVASI.....ooiiiiiiiiee 20
TNIZETZOL . 35 MYALEPT....ccocovviiiiiieen, 100
MIGLILOL ... 96 MYCAPSSA....ccooeeeeeeee 20
MIGIUSTAL ... 100  mycophenolate mofetil.............. 21

mycophenolate sodium.............. 21
MYDAYIS ..o 56
MYFEMBREE....................... 128
MYFORTIC......ccoeveieieenne 21
MYHIBBIN.......ccceviiiiiene 21
MYQORZO......cccoeiieieiene 73
MYRBETRIQ........cccevrennnne. 146
MYSOLINE.....cccooiiiiiiirne 31
MYTESI....oooiiieieeee, 104
nabumetone...............c..coeen.... 46
nadolol ............ccccocceevvenecnncnn. 66
NAfCTIlIN ..., 10
RASIfINE ..., 82
NAFTIN ..oooiiieeieeeeeee 82
NAGLAZYME.........ccccoeuennee. 100
NALFON.....cooiiiiiiieeeee 46
NALOCET....cccooieieieeieieeenne 44
NAlOXONE.......cceeeeiiaeccne 46
Naltrexone............ccceeeeevceennn. 46
NAMZARIC.....cccooovviirieennn. 39
NAPRELAN CR......cccevvnnee. 46
HADVOXEN c.vveeeveaeeeveaeeaeraaanns 46
naproxen SOAdium ....................... 46
naproxen-esomeprazole............ 46
NATAIVIDIAN ..., 35
NARDIL.....cooveieiiiieeeiene 56
NATACYN .ot 133
NATAZIA ..o 131
nateglinide............ccc.cceuveenn.... 96
NATESTO....cccoeiieieeeee. 100
NATROBA.....cccoieieieeeee, 85
NAYZILAM....cooveivieeeeen 31
nebivolol...............cccevvveuennnnnn. 66
NEBUPENT .....cccooiiieieieee 8
necon 0.5/35 (28) ..c.cceeveeeunnne. 131
nefazodone...............ccceeeueenn. 56
JA 21 2 S 137
NELARABINE.......cccocvreenee. 21
NEMLUVIO......cccocvvvinirnee. 21
HEOMYCIN c.vveeeereeeeeeeaee e 8
neomycin-bacitracin-poly-hc..135
neomycin-bacitracin-

POLYMYXIN ..o 133
neomycin-polymyxin b-
dexameth...........cccoeeeevuennin. 135
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neomycin-polymyxin-

Gramicidin............cccceeevennenn. 133
neomycin-polymyxin-hc....91, 135
NEORAL......ccooeiiiiiieee, 21
NEO-SYNALAR.......cccoeevennne. 81
NERLYNX ..ot 21
NESINA ..o, 96
NESTABS ONE..................... 149
TLCUAC «.vvveeeeeaeeeieeeeeeireeeennaeens 80
NEULASTA. ..o 112
NEULASTA ONPRO............. 112
NEUPOGEN........cccooiiiie, 112
NEUPRO. ..ot 34
NEURONTIN.......ccovereiennee. 31
NEVANAC.....ccoviiiiieeee, 135
NEVITAPINE .....ueeeeeeeaeeieeaeanee 3
NEXAVAR ..o 21
NEXICLON XR.....ccoevverirennnnns 66
NEXIUM.....coooiiiieieieeeene 109
NEXIUM PACKET................ 109
NEXLETOL.....ccceevvieieenrnne. 71
NEXLIZET ....ccoooiiieieeenee. 71
NEXPLANON.......cccoevvvenrnnee. 128
NEXTSTELLIS........ccceveneee. 131
NEXVIAZYME.......ccccoueneee. 100
NGENLA ... 112
PUACIH e 71
NIACOR.......cooiiieieieeeeee, 71
nicardipine..............cocoeeeuveenn... 66
NICOTROL NS.....cooviiinnne 89
nifedipine............coeevveecvveneane. 66
HERKT (28) e, 131
NIKTIMVO.....cccovviiiiieienen. 21
NILANDRON......ccceevieiirnne 21
NILOTINIB D-TARTRATE....21
nilotinib hcl...........ccoooveeennnee. 21
nilutamide.............ccccccoevuennn. 21
NIMOAIPINE .......coveeeaeeniaranane 66
NINLARO.....cociiiiieiee 21
nintedanib..................cc.cc...... 141
nisoldipine............cccccceeeuvennnnne. 66
nitazoxanide.................cccccecuen.. 8
AILISTHONE ...evveeeeeeeiireeaaeeeens 87
RItrO-bid..........ccccvvveieiiiinnn 73
NITRO-DUR.........ccoevreienee 73
RItrOfUrantoin ...............cc...c...... 12

NITROFURANTOIN............... 12
nitrofurantoin macrocrystal......12
nitrofurantoin monohyd/m-

CIPSE ettt 12
nitroglycerin..................... 73, 106
NITROLINGUAL.................... 73
NITROSTAT ...ccveiiiiieieee 73
NITYR oo, 87
niva thyroid..................ccuveen... 103
NIVESTYM...oooviiviiniiiiene 112
RIZALIAINE ..., 109
ROFA-be ..o, 127

NORDITROPIN FLEXPRO.. 112
norelgestromin-ethin.estradiol 128
noreth-ethinyl estradiol-iron.. 131
norethindrone (contraceptive) 127

norethindrone acetate............. 127
norethindrone ac-eth estradiol
......................................... 127,131
norethindrone-e.estradiol-iron
................................................. 131
NORGESIC.........coovevveeee. 41
NORGESIC FORTE................. 41
norgestimate-ethinyl estradiol 131
NORITATE.......ooooveveeee. 80
NORLIQVA.....cccooieeeee 66
NORPACE.......ooeieeeeceen. 62
NORPACE CR......ccovvveeenn. 62
NORPRAMIN.......coovvveeee. 56
NORTHERA ..o 87
nortrel 0.5/35 (28) .....cuveue...... 131
nortrel 1/35 (21) ......cccuueenn..... 131
nortrel 1/35 (28) ......occeueenn.... 131
nortrel 7/7/7 (28) cccueeeeuveen.. 131
NOFIFIDIVIINE ..., 56
NORVASC.....ooovveeeeeeeeeee 66
NORVIR ....oooviiiiiieieeieee 3
NOURIANZ .....oooveveeeeereeeenn, 34
NOVOLIN 70/30 U-100
INSULIN ....cooiiieeieeeeee 96
NOVOLIN 70-30 FLEXPEN
U-100..cciiiiciieeeceeeeeeeeeeee 96
NOVOLIN N FLEXPEN........... 96
NOVOLIN N NPH U-100
INSULIN ..., 96
NOVOLIN R FLEXPEN........... 96

NOVOLIN R REGULAR

UIT00 INSULIN.....cooieiiiene 96
NOVOLOG FLEXPEN U-100
INSULIN....ooviiiiiiinieneeieee 96
NOVOLOG MIX 70-30 U-100
INSULN ..ot 96
NOVOLOG MIX 70-
30FLEXPEN U-100.................. 96
NOVOLOG PENFILL U-100
INSULIN ..ot 96
NOVOLOG U-100 INSULIN
ASPART ...ocviiiiiiiiieieee 96
NOXAFIL ...ooovieiiiieiieieeeeee, 1
NP thyroid............ccoeeeeevveeennnnn. 103
NPLATE ..ot 69
NUBEQA ..o 21
NUCALA. ..ot 141
NUCYNTA ..o, 46, 47
NUCYNTA ER....ceoiie 46
NUEDEXTA....cccoeiieieeieeee 39
NUFYMCO.......ocoveieieienne 134
NULIBRY oo 39
NULOJIX oo 21
NUPLAZID....ccoeeiiiiiiiiens 56
NURTEC ODT......ccoeevvennnnee. 35
NUTRILIPID........ccc0eevrennnne. 148
NUTROPIN AQ NUSPIN....... 112
NUVARING.......ccvvirerenne. 128
NUVESSA ..o 128
NUVIGIL......oooviiiiiniiniiicnn. 56
NUZYRA ..ot 12
FLYAMYC cooeaveeaeeeiieeeeaseveaeennenns 82
nylia 1/35 (28) c.coeevveveeeannnnne. 131
nylia 7/7/7 (28) c..ooveevoueannnnn. 131
NYMALIZE.....ccccooiiiienne 66
FLYIIYO «veeeaieeereeeiveesneeeennes 131
AYSEALIN ..o 1,82
nystatin-triamcinolone.............. 82
FYSEOP «eveaeeeieeenreeeieeeeaeeenneens 82
NYVEPRIA.......cccii, 112
OCREVUS ... 39
OCREVUS ZUNOVO.............. 39
OCTAGAM.......ooovvviiicine 114
octreotide acetate...................... 21
octreotide,microspheres............ 21
OCUFLOX....coviiiivieneeienne. 133
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ODACTRA ... 114  ONEXTON.....ccoooviiiiiiiiinn 80 OSENVELT.......ccoiiiiiiis 13

ODEFSEY ..ccoviiiiiiiiiiicieeeen 3 ONFL.ooiiiiieieeeee 31 OSPHENA......ccooiiiiiee. 128
ODOMZO.....oooiiiiiieieeene 21  ONGENTYS. ..o 34 OSPOMYV..ovvviiieieieenee. 118
OFEV ..t 141  ONPATTRO...cccocvivieiiiiene 39 OSVYRTI...coooovviiriiiiiiiene, 118
ofloxacin..................... 11,90, 133 ONTRALFY ..oooiiiiieiiee 41 OTEZLA....ccooiiiieieee, 123
OGIVRI...cciiiiiiieieee, 21 ONTRUZANT.......cccvvvierinnn 22  OTEZLA STARTER.............. 123
OGSIVEO.....ccoviiiiiiieienne. 21  ONUREG....cccoooiiviiiieee 22 OTEZLA XR...coooovviiiieeanen 123
OHTUVAYRE......ccoooveeee 142 ONYDA XR..cooooieieiieieiees 56 OTEZLA XR INITIATION....123
OJEMDA ..ot 21 ONZETRA XSAIL......ccoeuee. 36 OTREXUP (PF)..cccccccevvenennee. 123
OJJAARA ...ccviiriieeee 21 OPDIVO...ccoooiiiiiiiieiieeee 22 OTULFI....oooiiiiiiiieieee 74,75
olanzapine...........cccccccveuenne... 56 OPDIVO QVANTIG................ 22 OVIDE....cooiiieieeieeeeee 85
olanzapine-fluoxetine................ 56 OPDUALAG......ccocoevieereanns 22 0xXACHIN ..o, 10
olmesartan............cccceueeveuennn. 66 OPFOLDA........coovieeieee, 100  oxacillin in dextrose(iso-osm)...10
olmesartan-amlodipin- OPIPZA ...ccoiiiiiiiiieee, 56 0XAPTOZIN .....ccuueeeeiieaane. 47
hethiazid...........ooeeeeeeeeneencennn. 66 OPSUMIT.......covviiiiiinne. 142 OXBRYTA...ccoooiiiiiieiieen, 87
olmesartan- OPSYNVI..cooooiiiieiiee 142 oxcarbazepine........................... 31
hydrochlorothiazide.................. 66 OPVEE......cccoiiiiniiiiinens 47 OXERVATE.......cccovvrienn 134
olopatadine..................ccooc.n..... 90 OPZELURA......ccccovveeieanen. 79  oxiconazole................ccueeeuuenn.. 82
OLPRUVA . .....ccooieee 87 ORACEA.....ccooeieeeene, 12 OXLUMO....ccoteieeieireieeenee 146
OLUMIANT .....coeoiiiiiieienne. 123 ORAPRED ODT......ccccecuvueee. 91 OXTELLAR XR...ccccocvevienrnnnn. 31
OMECLAMOX-PAK............. 110 ORENCIA.......ccovveeveeee, 123 oxybutynin chloride................ 146
omega-3 acid ethyl esters......... 71  ORENCIA (WITH 0XYCOdone..............cccevcuevuenuennne. 44
omeprazole..............ccocueeenn.. 110 MALTOSE)...ccccoviiiiiiieeienne 123 OXYCODONE.........ccevveennnn 44
omeprazole-sodium ORENCIA CLICKIJECT........ 123 oxycodone-acetaminophen........ 44
bicarbonate............................. 110 ORENITRAM......cccevvvirieienens 66  OXYCONTIN....ccoevveriereninne 44
OMLYCLO....ccovvveeiieeeiienee 142  ORENITRAM MONTH 1 OXYMOVPHONE.........coceeveeneaann. 44
OMNARIS ..., 142  TITRATION KT......cccuveneneee. 66 OXYTROL.....ccevverrerenee. 146
OMNIPOD 5 (LIBRE 2/3 ORENITRAM MONTH 2 OZEMPIC......covviiieiiieenne. 97
PLUS) i, 116  TITRATION KT.....cccevveienneee. 66 OZOBAXDS....ccoovoiieeene 41
OMNIPOD 5 G6-G7 INTRO ORENITRAM MONTH 3 DACEFONC ... 62
KT(GENS) oot 116  TITRATION KT.....ccceevveiennnne 66 PADCEV....cooooiiiiiiiiiieeee. 22
OMNIPOD 5 G6-G7 PODS ORFADIN.....ccevieiieieieeieeine 87 PALFORZIA (LEVEL 1)...... 114
(GEN 5) oo 116  ORGOVYX..ooooiieiirienieienens 22 PALFORZIA (LEVEL 2)...... 114
OMNIPOD 5 INTRO ORIAHNN.......ooiiieiee 128 PALFORZIA (LEVEL 3)...... 114
(LIBRE2/3PLUS)......coveenenne 116  ORILISSA ..., 100 PALFORZIA (LEVEL 4)...... 114
OMNIPOD DASH INTRO ORKAMBI......cceevvirieieee. 142 PALFORZIA (LEVEL 5)...... 115
KIT (GEN4)..cooiiiieieee. 116  ORLADEYO.....ccccevverennee. 142 PALFORZIA (LEVEL 6)...... 115
OMNIPOD DASH PODS ORLISTAT ..oeeiieiieieieeen 87 PALFORZIA (LEVEL 7)...... 115
(GEN4) .o 116 ORLYNVAH......cooeiiiine 8 PALFORZIA (LEVEL 8)...... 115
OMNITROPE.........ccevvennee. 112 0rmalvi.......eeceeceeeeieieenn, 39 PALFORZIA (LEVEL 9)...... 115
OMVOH......cccooiiiiiiiiiiie 106  orphenadrine citrate................. 41 PALFORZIA (LEVEL 10)..... 115
OMVOH PEN......ccceevrrnee. 106  orphenadrine-asa-caffeine........ 41 PALFORZIA (LEVEL 11 UP-
ONAPGO....cccoevieiiiiiieicne 34 orquideq...............cocucnueeunn.. 127 DOSE)..coiiiiiiiiniiiiiceeee 115
ONDANSETRON................... 106 ORSERDU.......ccceviiieiiieee 22 PALFORZIA LEVEL 11
ONdansetron..............c.cceuuee.. 106  ORUDIS.......cceiiiiiiiiiee 47 MAINTENANCE................... 115
ondansetron hcl...................... 106  oseltamivir............c.ccoeeeuveneane.. 3 paliperidone.............................. 56
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PALSONIFY ....oooiiiiiiiiiiiinnn 22 PEPCID...ccooiiiiiiiiiiiiecee 110 PLENVU....cccoiiiiiiiieeeee. 107

PALYNZIQ...ccoioiieiiieiieiens 100  perampanel............................... 31 podofilox.........cccccveeeneenaannnn. 79
PANCREAZE.......ccooevvenen. 107  PERCOCET....ccccevieeeee. 44  POKONZA....ccoooviieiene 147
PANRETIN......coooiiiieiiee, 79 PERFOROMIST..................... 142 polymyxin b sulfate..................... 8
pantoprazole........................... 110 perindopril erbumine................ 66  polymyxin b sulf-trimethoprim 133
PANZYGA.....ccoveiiriiiiens 115 periogard...............cccccoueeuennce. 90 pomalidomide........................... 23
paricalcitol..................ccue...... 100 permethrin...........cceeeeeeeeeennnen.. 85 POMALYST..coooviieiiieeiee 23
PARLODEL.......ccccceviiiiens 34 perphenazine...............cccuenn... 56 POMBILITI.......ccccveevirinen. 100
PARNATE.....ccooovieviiieeee. 56  perphenazine-amitriptyline....... 57 PONVORY ....coooviiiieiieee, 39
paroxetine hcl ... 56 PERSERIS.......cccoooiiieee 57 PONVORY 14-DAY

paroxetine PERTZYE ..o 107 STARTER PACK..................... 39
mesylate(menop.sym) ................ 56 PHEBURANE.........c.coevvenne. 87  portia 28 ...uueeeeeeeeeeeieeeeen, 131
PAVBLU......coiiiiiieee 134 phenelzine.............cccceueeuenn.... 57 posaconazole............................... 1
PAXIL oo 56  phenobarbital...................... 31,32  potassium chlorid-d5-

PAXIL CR.cceeeieieeieee 56 phenoxybenzamine.................... 66  0.45%nacl................cccccuen..... 147
paxiovid..............ccceeeveveennnnn. 3,4 PHENYTEK......ccoovvvniinnen. 32 potassium chloride.......... 147, 148
PAZOPANTD ... 22 phenytoin..........cccceeceeeeeeannnn. 32  POTASSIUM CHLORIDE.... 148
PAZOPANIB.......cccoevireiee 22 phenytoin sodium extended....... 32 potassium chloride in

PEDIARIX (PF)....cccveviiienne 115 PHESGO....cccooiieiieieeee, 22 0.9%nacl..........ccceeeeeeeeann. 147
PEDVAX HIB (PF)................ 115 PHEXX..oooiiiiiiiieeieeee, 128  potassium chloride in water....147
peg 3350-electrolytes.............. 107 PRIl ..o, 131 potassium chloride-0.45 %
peg3350-sod sul-nacl-kcl-asb- PHOSPHOLINE IODIDE...... 134 nacl........cccoeeeeeeeeccniccnnn, 148
C oottt 107 PHYRAGO.....ccoeeeiieiiiieene 22 potassium citrate..................... 146
PEGASYS. ..o 112 PIFELTRO...ccccooieiieieieeeenee 4 POTELIGEO........cceeovereennn. 23
peg-electrolyte........................ 107  pilocarpine hcl.................. 87,134 PRADAXA.....ccovvvvinne 69, 70
PEMAZYRE......ccoviiiine. 22 pimecrolimus .............cueuenn... 79 PRALUENT PEN........cce..ee. 72
PEMETREXED..........ccceenneee. 22 pimozide...........cceeeueiueeiiannn, 57  pramipexole...............cccceun... 34
pemetrexed disodium................ 22 pimtrea (28) ....ccoeeeveeeecrraannnn. 131  PRAMOSONE.......cc.ccvvverren. 75
PEMETREXED DISODIUM...22  pindolol................ccccccueevuuenne.... 66  prasugrel hcl..............ceeeueee.... 70
PEMRYDIRTU........ccuvvenuen. 22 pioglitazone..............ccceuveeeunnn. 97  pravastatin..................c..c....... 72
PEN NEEDLE, DIABETIC....117  pioglitazone-glimepiride........... 97 praziquantel................................ 8
penbraya (pf) ....ccccceeeveeneenen. 115  pioglitazone-metformin............. 97  PrazoSin...........ccccoeeeceeecereneeennne. 66
PENcCiclovir...........cceueeeeeeeannnn.. 82  piperacillin-tazobactam............ 11 PRED MILD......ccceeverveennnne 136
penicillamine........................... 123 PIQRAY oo, 22 prednisolone...............cccueu.... 91
PENICILLIN G POT IN pirfenidone...............cccueeeunennn. 142 prednisolone acetate............... 136
DEXTROSE.....cccccoceiiiiiiennn. 10 PIRFENIDONE.............c........ 142 prednisolone sodium

penicillin g potassium............... 11 piroxicam............ccccueeeeeeenne... 47  phosphate.......................... 91, 136
penicillin g sodium.................... 11 pitavastatin calcium.................. 72 prednisone.......................... 91, 92
penicillin v potassium............... 11 PIVOT INSULIN PUMP prednisone intensol................... 91
penmenvy men a-b-c-w-y (pf). 115 STARTER KIT....................... 117  pregabalin.....................ccuu....... 32
PENTACEL (PF)...ccccovvenee. 115 PIVOT SUPPLY KIT............. 117 PREMARIN......cccoceviiiinne. 127
PENTAM....coooiiiieeeeeeee 8 PLAQUENIL......ccoovierenee. 8 premasol 10 %............ccue...... 148
pentamidine...............c.ccocueeeenne. 8 PLASMA-LYTEA........c....... 148  PREMPHASE........ccccooieie. 127
PENTASA ..ot 107 PLAVIX ..o 69 PREMPRO.......cceovviinee. 127
pentazocine-naloxone............... 47 PLEGRIDY ....cccceviiiiiiinne. 112 prenatal vitamin oral tablet.... 149
pentoxifylline..............cccoue..... 69 PLENAMINE........ccceevennnne. 148 PRETOMANID........ccevvrrenns 8
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PREVACID......cccevviriine 110

PREVACID SOLUTAB.......... 110
prevalite..........ueeeceeeeceeennnnn. 72
PREVIDENT.......cccovvvieirnne. 90
PREVIDENT 5000

BOOSTER PLUS.........cccuee. 90
PREVIDENT 5000 DRY
MOUTH......ooiiiieiieieeee 90
PREVIDENT 5000 ENAMEL
PROTECT ....cooiiiiiiiiiieeee 90
PREVIDENT 5000 ORTHO
DEFENSE.....cooiniiiiiiiieee 90
PREVIDENT 5000 PLUS........ 90
PREVIDENT 5000
SENSITIVE.....ccoooiiiiiiiee 90
PREVIDENT KIDS.................. 90
PREVYMIS.....ccooiieiieeen 4
PREZCOBIX.....ccoevieiiiiniennns 4
PREZISTA ...t 4
PRIFTIN ..cooiiiiriiiinicieeene 8
PRILOSEC.......ccoooiiiieiinne. 110
PRIMAQUINE........cceeiernnne. 8
PRIMIDONE.........cccevviinrinn 32
Primidone.............ccceeeveeecunanne. 32
PFIOVIX (Df) e 115
PRISTIQ. ..o, 57
PRIVIGEN.......cccooiiieieee. 115
PROAIR RESPICLICK........... 142
probenecid..................ccceu.... 117
probenecid-colchicine............. 117
PROCARDIA XL....ccccevvenennen. 66
PVOCERLYQ . 57
prochlorperazine..................... 107
prochlorperazine maleate....... 107
PROCRIT.....cccoveieieeee. 112
PROCTOFOAM HC.............. 107
procto-med hc......................... 107
proctosol hc.............cceueeee. 107
proctozone-hc........................ 107
PROCYSBI........cccoeuuee. 146, 147
progesterone micronized........ 127
PROGLYCEM.....ccceovevierne 97
PROGRAF......ccoeiieieenee 23
PROLASTIN-C...cceevereenee 87
PROLATE.....ccooieieeieeee 44
prolate.............coeeeeeeevenenannnn. 44

PROLENSA. ..o 135
PROLIA ..ot 118
PROMACTA.....cooieieeee 70
promethazine..................c...... 137
promethegan........................... 137
PROMETRIUM..........cccu....... 127
Propafenone...............ccccweeueene. 62
propranolol............................... 66
propylthiouracil........................ 92
PROQUAD (PF)..cccceouveiennne. 115
PROSCAR.....cccovieieiene 146
PROSOL 20 %...ccoevveriennenne. 149
PROTONIX.....ccoieiirieiiennne 110
protriptyline...........c.ceeuveeennnnn. 57
PROVERA......ccoviiiieene, 127
PROVIGIL......ccccveieieieiene 57
PROZAC ..o 57
prucalopride........................... 107
PrUAOXIN ..o, 79
Pruradik...........coeeeeveveveniaanan. 85
PULMICORT .......cccvevrernne 142
PULMICORT FLEXHALER. 142
PULMOZYME.......ccceevennn. 142
PURIXAN ....ooiieiieeeeeeee 23
PYLERA .....coiiiiiiie. 110
PVGUVE v 92
pyrazinamide...............c..cceuvenn... 8
pyridostigmine bromide............ 41
PYRIDOSTIGMINE
BROMIDE.......ccocoeviniiiiene. 41
pyrimethamine............................ 8
PYRUKYND.....ocverieiieene 87
PYZCHIVA (PREFERRED
NDCS STARTING WITH

O1314) i, 75
PYZCHIVA
AUTOINJECTOR..............c...... 75
QBRELIS.....ccceoiiiiiiiierieee 66
QBREXZA ..., 79
QELBREE........cocoveiienee 57
QINLOCK .....coviiiieieniieienene 23
(0] 172 (€ ) ' 115
QNASL ..o 142, 143
QUADRACEL (PF)................ 115
QUESTRAN......covviieeeeee 72
QUESTRAN LIGHT................ 72

QUELTAPINE ..., 57
QUETIAPINE.......coeviiieiee 57
QUILLICHEW ER................... 57
QUILLIVANT XR.....cceeveeneee. 57
QUINAPTTL ..o, 66
quinapril-hydrochlorothiazide..66
quinidine gluconate.................. 62
quinidine sulfate........................ 62
quinine sulfate................c.c......... 8
QULIPTA ..ot 36
QUVIVIQ..oiiiieieeeeee 57
QVAR REDIHALER............. 143
rabavert (Df) ...ccceeeeveeecvveeennen. 115
rabeprazole............................. 110
RADICAVA. ..o 39
RADICAVA ORS........cccoenee. 39
RADICAVA ORS STARTER

KIT SUSP...ooiiiiieiee 39
RAGWITEK.......ccovveienenee. 115
RALDESY ...ooviiiiiiiniieeeeen 57
raloxifene...........ccoceeveeeeennnen. 118
FAMEItEON ... 57
FAMIDFIL .oooeiiiaiieeiieeiieeeien, 66
ranitidine hcl.................c........ 110
ranolazine..............ccoceevennenee. 73
rasagiline...........ccoeeeeeveeeveenne. 34
RASUVO (PF)..ccooveieieinnee 123
RAVICTT....coviiiiiiiiiiee 87
RAYALDEE........cccoovviene. 100
REBIF (WITH ALBUMIN)... 113
REBIF REBIDOSE................. 113
REBIF TITRATION PACK... 113
REBLOZYL....ccccoovviiiiiinne. 113
reclipsen (28) ......ccoevveevvennne. 131
recombivax hb (pf) .................. 115
RECORLEV .....ccoceviiiiiine 100
REDEMPLO........cccevveireene. 72
REGLAN....cccceiiiiiieeeeen 107
RELAFENDS....ccoooveiiiiinee. 47
RELENZA DISKHALER.......... 4
RELEUKO.......cocceviiiiiienne. 113
RELEXXII.....ccovviieieiieieeenne 57
RELGAABI....cccooiniiiiiie 32
relgaabi.............oooeceeeeveiiaaannn, 32
RELISTOR......ccoevieireieiinee 107
RELPAX ..cooiiiiiiiiieieee 36
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RELTONE.......ccooviieieiee 107
REMERON.......ccooviiiiiiireee 57
REMERON SOLTAB.............. 57
REMICADE........ccccvevenee. 107
REMODULIN........ccceevvrerrnne. 67
RENFLEXIS.....ccooeiiiieinee 107
renthyroid.............ccceeeeeeuenn. 103
RENTHYROID..........cccc....... 103
RENVELA. ..o 87
repaglinide...............ccccoccuueenn... 97
REPATHA .....coiieeieee 72
REPATHA SURECLICK.......... 72
RESTASIS ....ooooieeieieeeeee, 134
RESTASIS MULTIDOSE......134
RETACRIT ......cocvveiieienne 113
RETEVMO.......coovvvvieieenne 23
RETIN-A..coviiiieieeeeee 80
RETIN-A MICRO..................... 81
RETISERT ....ooovviieieieee. 136
RETROVIR......ccccveiiiiieiie, 4
REVATIO.......ccovvevieieerenee. 143
REVCOVI.....ccooovieieeieee. 87
REVLIMID.......ccceovvieiierene. 23
REVTORPYK.....ccooeviirieinne 23
REVUFORIJ.....ccocviniiiiniinnn 23
REXULTI...cooovvieiieeiieiees 57
REYATAZ ..o, 4
REYVOW ...cooiiiiiiiiiiiiiee 36
REZDIFFRA.......ccoveviieien. 87
REZLIDHIA........ccoveieieeee 23
REZUROCK.........cccvevieirenns 23
REZVOGLAR KWIKPEN....... 97
RHAPSIDO......ccccoeviiiieienee. 87
RHOFADE.......ccoovvieiieiene. 81
RHOPRESSA. ... 135
RIABNI.....coooiiiiiiieieeeee 23
FIDAVIFIR ..o 4
RIDAURA ... 123
FUfADULIT ..o, 8
FIfAMPIN ..o 8
rilpivirine hcl..............occeveueenne... 4
FIIUZOLE ..., 87
rimantadine................cccceeuvenn... 4
RINVOQ....ccccoviiiienees 123, 124
RINVOQLQ....ccoieiieiienne 123
RIOMET .....ccoiiiiiiiiiiiiiicnee 97

risedronate
RISPERDAL
RISPERDAL CONSTA
risperidone
risperidone microspheres

RITUXAN
RITUXAN HYCELA
rivaroxaban
rivastigmine
rivastigmine tartrate

RIVFLOZA
rizatriptan
ROCALTROL
ROCKLATAN
roflumilast
ROLVEDON
ROMVIMZA
ropinirole
rosuvastatin

ROTARIX

ROXICODONE
ROXYBOND
ROZEREM
ROZLYTREK
RUBRACA
RUCONEST
rufinamide
RUKOBIA
RUXIENCE
RYALTRIS
RYBELSUS
RYBREVANT
RYBREVANT FASPRO
RYCLORA
RYKINDO
RYPLAZIM
RYSTIGGO
RYTARY

RYTELO. ..o 23

RYVENT ....ccoiiiiiniiiieee 137
SABRIL ....cocoviiiieiiiieeeeeen 32
sacubitril-valsartan................... 73
SAFYRAL....cooiiiiiieiin 131
SAJAZIT c.vveeeeieaeeeieeeeesieeenns 143
SALAGEN (PILOCARPINE).. 87
salsalate.............ccccoveeevveenecnnn. 47
SAMSCA. ..o 100
SANCUSO....cccevieiirieieeene. 107
SANDIMMUNE.......c.ccevuenn. 23
SANDOSTATIN......coveerrnnen. 24
SANDOSTATIN LAR

DEPOT ... 24
SANTYL ..ooiiiiiiiiiiieeiieee 79
SAPHNELO......ccceocvvieinne. 24
SAPHNELO PEN...................... 24
SAPHRIS......coooiiiiiiee 58
SAPropterin.................... 100, 101
SARCLISA ..o 24
SARCLISA ESCENA.............. 24
SAVAYSA ..o 70
SAVELLA......ccooiiiiieiene, 124
SAXAZLIPLIN ..o, 97
saxagliptin-metformin............... 97
SCEMBLIX.....cccceovvviiniiiennnne 24
scopolamine base.................... 107
SDAMLO.....ccccoviiiiiiniiiennn 67
SECUADO........cccvvieeieeee. 58
SEGLUROMET..............c........ 97
SELARSDI......cocveiiiiiiiiiee 75
selegiline hcl.............oocueeennnn.. 34
selenium sulfide........................ 75
SELZENTRY ...coviiiiiiiieieene 4
SEMGLEE(INSULIN
GLARGINE-YFGN)................ 97
SEMGLEE(INSULIN
GLARG-YFGN)PEN............... 97
SENSIPAR ......cociviiiieee 101
SEPHIENCE.........ccccoveieneee. 101
SEREVENT DISKUS............ 143
SEROQUEL......ccccocvreiranen. 58
SEROQUEL XR................. 58,59
SEROSTIM.....cccevvevieieenen. 113
SErtraline ..........ccoceveeeeeeeennennnen. 59
Setlakin .........cccooveveeeeeiaannne. 131

Note: The drug list includes all possible restrictions and limitations. The requirements and limits may change
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sevelamer carbonate................. 87  sodium chloride 3 % SPRIX ..o, 47

sevelamer hcl................cuue....... 87  hypertonic...........ccoeeeuvenenn.. 148 SPRYCEL.....ccouvveeviieciieenien, 24
SEYSARA.....cccveieiieiee, 12 sodium chloride 5 % sps (with sorbitol)...................... 88
S e 90  hypertonic..........cccceeeeevennenn. 148 SSA oo 79
SF5000 plus .......oceeeeeeeeanne 90  sodium fluoride 5000 dry STARJEMZA .......ccveeeveens 76
sharobel.................c.ccueeuuenn... 127 MOULh ..o, 90 STEGLATRO......cccvvevrarnnne. 98
Shingrix (Df) cecceceeeeeeeceeiieennnns 115 sodium fluoride 5000 plus........ 90 STEGLUJAN......oooiiiiiiiiies 98
SIGNIFOR......ccevviiieiiiieeiiens 24 sodium fluoride-pot nitrate....... 90 STELARA.......ccovieeeeieee. 76
SIGNIFOR LAR........cceeenneee. 24 sodium oxybate......................... 59 STEQEYMA .....cccocviiiiiiene 76
SIKLOS ..ot 24 sodium phenylbutyrate.............. 88 STIMUFEND.......c.cccovvveennen. 113
sildenafil (pulmonary arterial sodium polystyrene sulfonate....88 STIOLTO RESPIMAT ........... 143
hypertension) .......................... 143 sodium,potassium,mag sulfates STIVARGA.......ccoeeieiiens 24
SILENOR.....cccoovieiiiiieenee, 50 e 108  STOBOCLO........cceveeeennnne. 118
SILIQ i 75 SOFDRA....cccooieieieee, 79 STRATTERA.....cccovvreen. 59
SIlOdOSTN ... 146 SOFOSBUVIR- STRENSIQ..c..covivieiieienne. 101
SILVADENE.......ccooviiine 79  VELPATASVIR.......cccoevieees 4  STREPTOMYCIN.......ccccveneee. 9
silver sulfadiazine..................... 79  SOGROYA....ccoooiiiiiiieiee 113 STRIBILD.....coocviiiiiiiiicenee 4
SIMBRINZA. .....ccccooiviirnne 135 SOHONOS......ccooieieiieieene, 88 STRIVERDI RESPIMAT....... 143
SIMLANDI(CF)....cccevvennnee. 124 solifenacin.............ccceeueeuen. 146 STROMECTOL.........cceeeverenneee 9
SIMLANDI(CF) SOLIQUA 100/33.....cccoveuennee. 98 SUBLOCADE.........cccevvennnn. 45
AUTOINJECTOR................... 124 SOLIRIS....ccciiiiieieeeeeee, 88 SUBOXONE......cccooeiiriiiannne 47
SIMIYa (28) coeeeeeeeeeeeeennne. 131  SOLOSEC.....ccoiieieieeeieeeen, 9 SUBVENITE....cccooviiiiinne. 32
SIMPESSEC ..eovevveanreeiereeanreeennnes 131  SOLTAMOX.....ccoeovveviieeeirnns 24 SUDVenite..........cccoeevveeeeeeainan. 32
SIMPONI........ccvveiieeiieeee 124 SOMA ..., 41  subvenite starter (blue) kit........ 32
SIMPONI ARIA...................... 124  SOMATULINE DEPOT.......... 24 subvenite starter (green) kit......32
SIMVASTALIN c.eoeeeeeeiieeeieeenann 72 SOMAVERT......cccevviieennne 101 subvenite starter (orange) kit....32
SINEMET .....oooiiiiieiieeee 34 SOOLANTRA.....ccooeeieenne 81 SUCRAID......ccevveeeienen 108
SINGULAIR.......cccvvevreirenneen 143 sorafenib.............ccceveeevennnnn... 24 sucralfate...............ccueeueennn... 110
SIPOIIMUS ..o 24 SORILUX....ccooveiirieieieeeenne. 75 SUFLAVE....ccoiiiiiieie. 108
SIRTURO.....ccccvvviiiiiiiiiieenne 9 sotalol............cccvveieiiaaann 62 SULAR.....ccoiiiiiieeee 67
SITAGLIPTIN......cceevvireeenns 97  sotalol af ...........ccceeeeeeeeennnnnnn. 62  sulfacetamide sodium.............. 134
sitagliptin phos-metformin........ 97  SOTYKTU...cooeveireeieeeeeeee. 75  sulfacetamide sodium (acne).... 81
sitagliptin phosphate................. 97 SOTYLIZE.......ccooveeiieinnnne. 62  sulfacetamide-prednisolone.... 134
SITAGLIPTIN-METFORMIN SOVALDI.....cccooieeeiieeieeeiene 4 sulfadiazine.................ccccc....... 11
............................................. 97,98 SOVUNA......cocvvvvvvvinvenenne. 9 sulfamethoxazole-
SIVEXTRO...cccvieiiieiieeieenee 9  SPEVIGO.....ccocovviiiiiieein 76 trimethoprim..............ccceeeuenn. 11
SKYCLARYS...coooiiiieieeene 39 spinosad..........ccceeeeeeeeseeennnnne. 85 SULFAMYLON.......ccovveenen. 81
SKYLA ..o 128 SPIRIVA RESPIMAT............ 143 sulfasalazine........................... 108
SKYRIZI.....coovvvvveviiiiiinnan. 75,107 SPIRIVA WITH SUliNAac .........ooevvveeiiiiiieennnn. 47
SKYTROFA......cccociiiiieen. 113 HANDIHALER..........ccccee. 143 sumatriptan.............ccccceeeeueennn. 36
SLYND ..ot 131  spironolactone.......................... 67 sumatriptan succinate............... 36
SOAANZ ..., 67  spironolacton- sumatriptan-naproxen............... 36
sodium chloride........................ 88  hydrochlorothiaz....................... 67  sunitinib malate........................ 24
sodium chloride 0.45 %.......... 148  SPRAVATO....ccoceviiiiee. 59  SUNLENCA.......ccooiiiiiieee 4
sodium chloride 0.9 %.............. 87  sprintec (28) ..cccoeveeeeveainenne. 132 SUNOSI....cooiiiiiiiiieeieee, 59
SPRITAM......cooeiiinieiieienne. 32 SUPPRELINLA.......cccocvviee. 24
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SUPREP BOWEL PREP KIT 108  tanlor...........cccccocevvvecucneenucnnnene. 41 TESTOPEL......ccccoviiriienn 101

SUTAB ..., 108  tapentadol...................c.cccec...... 47 testoSterone.............ceeeueeunn.. 101
SUTENT ....coooiiiiiieeieeeeeee 24  TAPENTADOL..........cceeuuueee.. 47  testosterone cypionate............ 101
SYOAQ ..o 132 TARGADOX......coovevvirienns 12 testosterone enanthate............ 101
SYFOVRE (PF)......cccueeen. 134  TARGRETIN.........cccuvrirnn. 25  tetrabenazine............................. 40
SYLVANT ..ot 24 taring 24 fe........ocoueeeereeeennann, 132 tetracycline.............ccccueeeeunenne. 12
SYMBICORT........cccovveeunnnnn 143 tarina fe 1-20 eq (28).............. 132 TEVIMBRA........ccoooieie 25
SYMBRAVO.......ccocvvvvvienne. 36 TARPEYO....ccoooviiviiiiienn 92 TEXACORT....coovvviiiiiienne. 85
SYMDEKO.......cccocervrernnne. 143 TASCENSO ODT........cccoenu... 39 TEZRULY ..oooiiiiiiiieieeee 67
SYMFI...coovoiiieieeeeeee, 4 TASIGNA. ..o, 25 TEZSPIRE............c......... 143, 144
SYMLINPEN 120......cccccu..e.... 98  tasimelteon.............cccceueeuuen.. 59 THALITONE.......ccccovviniinnnns 67
SYMLINPEN 60...................... 98 TASMAR....ccoooiiieieee, 34 THALOMID.......cccocvvvvrrrennnee. 25
SYMPAZAN....ccceevveeeeen. 32 tavaborole.................ccccuuenn.... 82 THEO-24....cccovvveieieeeen 144
SYMPROIC.........ccoveerrennnne. 108 TAVALISSE....cccooeeiieiieienen. 70  theophylline............ccceeuvennn. 144
SYMTUZA. ....ccooieieeeeeee, 4 TAVNEOS.....ccoiiieieeee 88 THIOLA ..ot 88
SYNALAR ..., 85 TAYTULLA.....ccoooieieeee. 132 THIOLA EC...ccovveiveieieeee 88
SYNAREL......ccocveiiiiienn 101 tazarotenme...............cc.covuuenne.... 81  thioridazine................cccueue... 59
SYNJARDY ..o, 98 TAZAROTENE.......ccccoeuenennn. 81  thiothixene............cccueeeeuennnn.. 59
SYNJARDY XR...ccooeeiveinnen. 08  1AZICEf oo 6 THYQUIDITY ...ccoveviieiinne. 103
SYNTHROID........ccccvevuenuenne. 103  TAZORAC.....cccoiiirieine 81  thyroid (pork) ............ccu..... 103
SYPRINE.......ccooviiiieee, 88 TECENTRIQ....cccccovimiiriannnne 25 tadylt er ..o 67
TABLOID......ccveveieeeieee. 24 TECENTRIQ HYBREZA........ 25 tiagabine............ccoeeveeeannnn. 33
TABRECTA ....ccoeiiiiiiiee 24 TECFIDERA...................... 39,40 TIAZAC.....oiiiiiieeene, 67
TACLONEX.....cccoviiiieenee. 76  TEFLARO.....ccooooiiiiieieeee 6 TIBSOVO....coooiiiieecieeee 25
1acrolimus ..............ccoeeue... 25,79 TEGLUTIK......cocerviiniinriannn. 88 ticagrelor.............ccoeeeuenenne. 70
tadalafil...........cccccovvevceenennnnn. 147 TEGRETOL.......ccceevennnne. 32,33 TICOVAC....cccviiiiiienne 115
tadalafil (pulmonary arterial TEGRETOL XR.......cccceuveeneee. 33 tigecycline.........ceeeeeeeeecniaannnnn. 9
hypertension) oral tablet 20 TEKTURNA . ......ccooviiiiiiiene 67 TIGLUTIK.......cocveriiiiiienen. 88
TG eeveeeeeeeee e eieeeeee e 143 telmisartan...............ccccueeeuunnne. 67 TIKOSYN...cooooiiiiiiieiiieeee 62
TADLIQ.....coooiieiieeeieeeen 143 telmisartan-amlodipine............. 67  tilia fe i, 132
TAFINLAR......ccveeiieiieee 25  telmisartan- tmMolol ...........ccceueeeceeeeieannn. 133
tafluprost (Pf) «eeeeeeeeeeeecvvennnnnne. 135 hydrochlorothiazid.................... 67 timolol maleate................ 67, 133
TAGRISSO....ccoovveeeieee 25 ENCOM.uuneeiaaeaeeeeeeeeeeeeen 45  timolol maleate (pf) ................. 133
TAKHZYRO.....cccoviiie. 143 tenivac (pf) c..cceeeeeeeeeeeeeeenen. 115 TIMOPTIC......coevieiianee. 133
TALICIA .....oooiieieeeieee 110  tenofovir disoproxil fumarate.....5 TIMOPTIC OCUDOSE (PF). 133
TALTZ AUTOINJECTOR........ 76 ~ TENORETIC 100..................... 67 TIMOPTIC-XE.......cccveuvenenne. 133
TALTZ AUTOINJECTOR (2 TENORETIC 50......cccoevueneen. 67  tinidazole.............cccoecueeeeennnnnen. 9
PACK) ., 76 TENORMIN........cceevvieeiins 67  tIOPFONIM ... 88
TALTZ AUTOINJECTOR (3 TEPMETKO.......cccvviiieeee 25  tiotropium bromide................. 144
PACK) .o 76 terazoSin.........cccccoeeeeeecuveeeennnnen. 67 TIROSINT......coeiiieeeieeees 103
TALTZ SYRINGE.................. 76  terbinafine hcl..................c.......... 1 TIROSINT-SOL.........cc.c....... 103
TALVEY .o 25  terbutaline...............ccueeueen..... 143 TIVDAK...cccoooiieieeeeee 25
TALZENNA .....cooiiiieeienne 25 terconazole....................ccu....... 128  TIVICAY et 5
TAMIFLU......cooviiiiiieeiee 5 teriflunomide............................. 40 TIVICAY PD..coerieiieieees 5
LAMOXIfEN .. 25 teriparatide..............ccuuu.n..... 118  tizanidine.............ccceeuveeeuenanne... 41
tamMSULOSTN ..., 146  TESTIM....cccoooiiiiiiiiieene 101  TIZANIDINE........cccervvennnnn 41
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TLANDO.......oooieteieieeeeene 101
TOBI....ooiivieiieeeeeeeen 9
TOBI PODHALER..................... 9
TOBRADEX.....ccccocviniiiinenn. 135
TOBRADEX ST....cceveienee. 135
tobramycin.......................... 9,133
tobramycin in 0.225 % nacl........ 9
tobramycin sulfate...................... 9
tobramycin-dexamethasone.... 135
tobramycin-lotepred............... 135
TOBREX.....cooiiiiiiniiieene, 133
tOfacitinib ...............ccouveeeeen... 124
TOFIDENCE........ccccvviininene 124
tolcapone.............cccueeeceeeeennnnn. 34
TOLECTIN 600..........cccuennene.. 47
tolectin ds ..........cccuvevvveuennnnne. 47
tOlMetin ...........cccoceuevevenecannne. 47
TOLSURA. ..ot 1
tolterodine...............ccceeeueen.. 146
tolvaptan................cccceeeeeuen.. 101
tolvaptan (polycys kidney dis) 101
TONMYA ..o 41
TOPAMAX ..ot 33
TOPICORT.....ccoeveeieieeenee 85
topiramate..............ccceeeeeeeeene.. 33
TOPIRAMATE......ccoceiieinne 33
TOPROL XL.....coovvvieiiiiinene 67
toremifene.............cceueeeeuveennnen.. 25
FOVPENZ .o 25
tOrsemide...........ccceeveeeeeeaeennne. 67
TOSYMRA. ..o 36
TOUJEO MAX U-300
SOLOSTAR....cooeieeieee, 98
TOUJEO SOLOSTAR U-300
INSULIN ...otiiiieieeeieeeee 98
tovet emollient........................... 85
TOVIAZ ..o 146
TPN ELECTROLYTES......... 148
TRACLEER.......ccccoooieinee. 144
TRADJENTA. ..o 98
TRAMADOL......ccceovvriienne 47
tramadol.................cccccceveenicn. 47
tramadol-acetaminophen.......... 47
trandolapril...............c.coeeueenn... 67
trandolapril-verapamil.............. 67
tranexamic acid...................... 128

TRANSDERM-SCORP............ 108
tranylcypromine........................ 59
travasol 10 %..........cccceceeuee.. 149
TRAVATAN Z....ccvovveienn. 135
[FAVOPFOSE ...eeeeeaeeeaeaaieaaennn, 135
TRAZIMERA ..o, 25
trazodone...............ccccueeueenee. 59
TRELEGY ELLIPTA............. 144
TRELSTAR.....coviiiiiiiee 25
TREMFYA ... 76
TREMFYA ONE-PRESS......... 76
TREMFYA PEN.....ccoevenee. 76
TREMFYA PEN

INDUCTION PK(2PEN).......... 76
treprostinil sodium.................... 67
TRESIBA FLEXTOUCH U-

100 i 98
TRESIBA FLEXTOUCH U-

200 e 98
TRESIBA U-100 INSULIN...... 98
tretinoin (antineoplastic).......... 25
tretinoin microspheres.............. 81
tretinoin topical........................ 81
TREXALL....c.cooveeeieieeee 25
TREXIMET ......cooeviiiiiiinne. 36
triamcinolone acetonide..... 85, 90
IrIAMIErene...........coceeeueenevennee. 67
triamterene-
hydrochlorothiazid.................... 67
TRIBENZOR........ccovviiienne. 67
IPIACTM oo 85
IVIENEINE ..., 88
TRIENTINE.......ccoeieieieee 88
tri-estarylla..................coou.... 132
trifluoperazine.................cu..... 59
trifluridine..............cccccueeeen... 133
trihexyphenidyl......................... 34
TRIJARDY XR....cocveiieiinnee. 98
TRIKAFTA ...cciiiiiiieien 144
tri-legest fe........coouvveevuennne. 132
TRILEPTAL.....cceoviiiiiine. 33
ri-linyah ..........ccoueeeeeveeenenanne. 132
tri-lo-estarylla......................... 132
tri-lo-marzia.............cceeeee.. 132
i-10-Mili ..o, 132
tri-lo-sprintec...............ccuue.n.... 132

trimethoprim............ccceeeeeeeenne.. 12
-l i, 132
IFIMIPYAMINE ... 59
TRINTELLIX.....ccceeviiiieiinnne 59
IPEI-TYIYO .o 132
TRIPTODUR........ccevierrnee. 25
tri-sprintec (28) .....coveeevuveennnn. 132
TRIUMEQ.....ccccoiiiiniiiiienenns 5
TRIUMEQ PD.....ccooveiee. 5
ri-VYIIbra ... 132
tri-vylibra lo ............ccuueeunn.. 132
TRODELVY ..ccooiiiiiiniiene. 25
TROGARZO......cooieieiiene, 5
TROKENDI XR.......ccccvevuvnnne. 33
TROPHAMINE 10 %............. 149
LPOSPIUM ... 146
TRUDHESA......cooiiiiiiiiee 36
TRULANCE.......ccovieieenee. 108
TRULICITY oo 98
rumenba..............ccccecueeueen. 115
TRUQAP. ...t 25
TRUTAKNA ....ceoiiieiieieee 25
TRUVADA. ... 5
TRYNGOLZA......cccocoviriein. 72
TRYPTYR.cooveieiieiees 134
TRYVIO...cooiiiiiiiiiiiieee 73
TUDORZA PRESSAIR.......... 144
TUKYSA ..o 25
TURALIO.....cociiiiiiieieeee. 25
HUFPGOZ (28) oeeeveeeeveaeeieeeen, 132
TWIIST REFILL KT(CSST-

NDL-SYR)..oeeiieieieiieee 117
TWIIST RFL(INFUS-CSST-

NDL-SYR) .ceveiieiiieieeee 117
TWIIST STARTERKIT........ 117
IWIRFIX (Df) ceeeeeeieeeeeeeieene 115
TWIRLA ..o 128
TWYNEO....cccoiiiiiiiiiiieee 81
TYBLUME........cooveee 132
TYBOST ..c.oooiiiiiiieeeieieeee 5
ACTY ..o 132
TYENNE.....cccooiiiiiiiie. 124
TYENNE AUTOINJECTOR. 124
TYGACIL.....ooiiiieeeeee, 9
TYKERB......cceoiiiiiiiieieee 25
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TYMLOS.....coooiieeieeeee. 118  valacyclovir.............cccoeveeeenenne. 5 VEREGEN......cccceviivirrnn. 79

PRI Vi 115 VALCHLOR.......ccoceviiiiiiee 79  VERELANPM.....cccoovoennnne. 68
TYRUKO.....cootiiiiiieiieeee 40 VALCYTE...coiiiiiiiiiiieeeee 5 VERIFINE INSULIN

TYRVAYA ..o, 134 valganciclovir............................ 5 SYRINGE.....ccooiviiiiicns 117
TYSABRI.....ccoviiiiiiieee, 40 VALIUM....ccoooiiiiiiieee 60 VERKAZIA......coooiiiiine 134
TYVASO...oooiiiieieeiee 144 valproic acid............................. 33 VERQUVO.....eoveiriereeee 73
TYVASO DPI.......ccceevvenne. 144 valproic acid (as sodium salt)...33 VERSACLOZ.........cccceeeuvennn. 60
TYVASO REFILL KIT.......... 144  VALSARTAN.....ccooviieienne 68 VERZENIO.......cceoveiienne. 26
TYZAVAN. ..o O valsartan...............ccccceeeeeenne.. 68  vestura (28) ....coeeeeeeeeeiaenenn. 132
UBRELVY ...ccooiiiiiiiiiieen. 36  valsartan-hydrochlorothiazide. 68 VEVYE.....cccccccooivviiinivannne. 134
UCERIS.....ooieieeeee, 108 VALTOCO.....ccoiiieieeenens 33 VFEND...ccooiiiieeee 1
UDENYCA ...t 113 VALTREX....ccooooiiniiiiiiniee 5 VFENDIV....iiiiinens 1
UDENYCA VALY ..o, 132 V-GO 20, 117
AUTOINJECTOR................... 113 VANCOCIN.....ccotereieieieenee. 9 V-GO 30t 117
UDENYCA ONBODY ........... 113 vancomycin...........ccccceevcuvevnunnnn. 9 V-GO40...ovvoiieeiieeieeen 117
ULORIC.....cooiiiiiiieeee, 117  VANFLYTA. ..o, 26  VIBERZI......cccoooveiieine. 108
ULTOMIRIS........cooveieienee. 88 VANRAFIA......ccoooierieee, 73 VICTOZA 2-PAK......cccccuenee. 98
ULTRA-FINE INSULIN VAQTA (PF)..cccveeeenn. 115,116  VICTOZA 3-PAK......ccccuenneee. 98
SYRINGE......ccccoovviieiiieiee 117 vagta (pf) ....cooeeeevveeennnnne. 115,116  vienva.........ceeeeeeecveeeeneeannenn. 132
ULTRAVATE......ccooviine. 85 varenicline tartrate................... 89 vigabatrin..........cccoceevevvenieaan, 33
UMECLIDINIUM.................. 144 varivax (Df) .ccoceeeeeeeceeeeieeennnn. 116  vigadrone...........cceeeeuveeennennnne. 33
UMECLIDINIUM- VARUBI.......coveiiieieee, 108  VIGAFYDE.....cccoovveiieene. 33
VILANTEROL........ccccecuenneen. 145 VASCEPA.....cccoiiiiiiiee, 72 VIGAMOX....ccooooivieieeiennnns 133
UNASYN .ot 11 VASERETIC......ccoovernee. 68  VIIBRYD......oooovrieiieeieee. 60
UNILATOId. ... 103 VASOTEC......ccooeniiiniiiee 68 VIJOICE.....ccccoiiiiiiiiiien 26
UNLOXCYT...ooiiiiiiiiieeenn 25 vaxchora vaccine.................... 116  vilazodone...............cccccocueeuuc. 60
UPLIZNA ..ot 25 VECAMYL...ooooiiieiiieee, 73 VILTEPSO...cccoooiieiieieienee 40
UPTRAVI....cooiiiiiiiiiiieiee 68 VECTICAL......ccooeviiiiiiinne. 77  VIMIZIM......ccoovvviiiiniaenne. 101
UROCIT-K 10...ccieiiiiiennee 147 VEGZELMA......cccovieieens 26 vimkunya (pf) .cc.ccoeeeeeeeceennnnne 116
UROCIT-K 15....cceieiieene 147 veletri.......ueeeeeeeceeeaeieeenennn, 68  VIMPAT....ccoiiiiiiiieiee 33
UROXATRAL.......cceeereneen. 146  velivet triphasic regimen (28).132  VIOKACE.......cccccvvvviivrnnnnn. 108
URSO FORTE.......cccocveirnne. 108  VELPHORO.........coccverneee. 88 viorele (28) ...ccouveeeeeeeiiaiannn. 132
Ursodiol ...........cccccoceevevecnnennne. 108  VELSIPITY ..ooviiiiiiiriiieeene 108 VIRACEPT ....ccoviiiiiiiiiceee 5
URSOLIGN.......coeviiieieeee. 108  VELTASSA ..., 88 VIREAD....cccoiiiiieieeee 5
USTEKINUMAB................ 76,77 VEMLIDY ...ccovevvivieieeeieinee. 5  VITRAKVI....cooooviiiieieiee 26
USTEKINUMAB-AAUZ......... 77  VENCLEXTA....cccoooeviiinne. 26  VIVELLE-DOT......cccocueunee. 128
USTEKINUMAB-AEKN.......... 77 VENCLEXTA STARTING VIVITROL......cceeiieieeee 47
USTEKINUMAB-TTWE......... 77 PACK....ooiiiiiiiiieicieee, 26 VIVIOA ..., 2
UZEDY ..o 59,60 venlafaxine...........ccccvevuvennnn. 60 VIVLODEX.....cccooovvieiieennn. 47
VABOMERE.......cccooiiiine 9 VENLAFAXINE BESYLATE.60  VIiVOLIf....coveeeeieieeeieeene, 116
VABRINTY (I MONTH)........ 25 VENTOLIN HFA................... 145 VIZIMPRO.......cccocvviviienene. 26
VABRINTY (3 MONTH)........ 20 VENXXIVA..coueeeeseiaeraseeeaene 88 VOGELXO.......ceeunee. 101, 102
VABRINTY (4 MONTH)........ 26 VEOPOZ.....oooeeieieieee, 88  volnea (28) ...ccevveceeeeannnn. 132
VABRINTY (6 MONTH)........ 26 VEOZAH......coovvivinn. 128 VONJO...oooiiiiieieieeeee 26
VABYSMO......ccoovieieiennne. 134 VEPPANU......oocveveeeeee 26 VOQUEZNA.......ccoevveeeee. 110
VAGIFEM.....ccocovviiiiiieee 127 verapamil..............cccoeveueannenn.. 68 VOQUEZNA DUAL PAK..... 110
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VOQUEZNA TRIPLE PAK...111  WINLEVI.............cccooiii 81 XULTOPHY 100/3.6................ 98

VORANIGO.....cccoevirieiiiiennn. 26 WINREVAIR.......cceevrene 145  XYOSTED....ccocvvvieiienee. 102
voriconazole................ccceeeuuen... 2 wixela inhub..............ccccc...... 145 XYREM...coooooiiiiiiiiiiieeen, 61
VOSEVI....oooiiiiiieeeee, 5 WYmzya fe....eioeeiianen, 132 XYWAV .., 61
VOTRIENT .....cccoooiiiiiiien, 26 WYOST ..o, 13 yargesa..........coueeeeeeeeeeunenaann, 102
VOWST ..o 108  XACIATO...coveiieieeeeee 128  YASMIN (28).cccvieiieiieinnne 132
VOXZOGO....ccccoiriinieennne 102 XADAGO ..., 35 YAZ (28)eeceiieieieeeeene 132
VOYDEYA ..o, 88 XALATAN....ccoooiiieieee, 135  YESAFILI....ccooeiieieieeee. 134
VOYXACT ..o, 26 XALKORI......cocooiiiiiiiiene 26  YESINTEK......ccooooeniiiiienne 77
VPRIV ..o 102 xarah fe.......cocceeeeeeeneenennnn. 132 yf~vax (pf) cccooeeeeeeeeiiciieen, 116
VRAYLAR ..o, 60 XARELTO...ccccoeoiiieieieenee 70  YIMMUGO.......ccovieiennne 116
VTAMA ..ot 77 XARELTO DVT-PE TREAT YONDELIS......ccveiiiiiieieene 27
VUITY .o, 134 30D START ...ccvveiiieieeee, 70 YONSA ..o 27
VUMERITY ..cooviiiiieiieeee 40 XATMEP.....cccooiieiieieee, 27  YORVIPATH.....ccccoceviennnne. 102
VYALEV ..o, 34 XCOPRI....cccoooieiiieiiieee 33 YUFLYMA(CF)..coocevveiennne. 125
VYEPTI ..o 36 XCOPRI MAINTENANCE YUFLYMA(CF) Al

vyfemla (28) ....coeeeeveneeenannn. 132 PACK ..o 33 CROHN'S-UC-HS..........c....... 125
VYJUVEK ....cccoooiiiiiiiiene, 79 XCOPRI TITRATION PACK..33 YUFLYMA(CF)

VYKAT XR..ooooiiieeieee 88 XDEMVY ..o, 134  AUTOINJECTOR.................. 125
VYLD G oo, 132 XELJANZ....oooviieiieiieieen, 124 yulithira........cccccoeveeeeeneeaenne. 27
AYA € 50 ) S 26 XELJANZ XR....ccoovveiinnne. 124 YUPELRI.......ccooiiiiiie, 145
VYNDAMAX ....ccoovieieieenne. 73 xelriafe....nocneiciiniennne, 132 YUSIMRY(CF) PEN.............. 125
VYNDAQEL.....ccceeiiieinne 73  XELSTRYM....coooiiiirieeee 61 YUTREPIA......ccooiiriieee 145
VYONDYS-53 ..o 40 XEMBIFY ..ooooiiiiiiiiieieenee, 116 yuvafem...........ccecveeeevennnen. 128
VYSCOXA ...cooiiiiiinieieeee, 47  XENAZINE......coooviriinieennn. 40 YUVIWEL.....oooviiiiiiinene 102
VYTORIN 10-10.....ccceereenennee. 72 XENICAL....ccceiiiieiieeeee 89 zafemy .....cccoeoevieiiieen, 128
VYTORIN 10-20.....cccoevvenenne. 72  XENPOZYME.......ccccovevrnne. 89  zafirlukast.............cccooueeueeunenne. 145
VYTORIN 10-40.......ccccvveennee. 72  XERESE.....ccoooiiiiiiiiiiiiens 82  zaleplon.............ccceeveeneancnn, 61
VYTORIN 10-80.....ccccevveeneenne. 72 XERMELO.....cccoovvieieenee. 27  ZALTRAP....ieieee 27
VYVANSE....coiiieeee, 60 XGEVA. ... 13 ZANAFLEX....ccccooiiiiiniiiinnne 42
VYVGART ..o 41 XHANCE....cooooiiiiiieeeee 145 ZARONTIN......oceviiieee, 33
VYVGART HYTRULO........... 41  XIFAXAN....cooooiiieeeeeeeeieene. 9 ZARXIO...coooiiiiiiiniiiiien, 113
VYZULTA ..ot 135 XIGDUO XR...ccoeovviirieiennne 98 ZAVESCA....ccooiiiiiene 102
WAINUA ..o 40 XIIDRA....ccooiieieeeeee, 134 ZAVZPRET....ccoovvviiene. 36
WAKIX ..o 60 XOFLUZA.....ccoooiiiiiniienn. 5 ZEGERID.....ccoooviiniiiiin, 111
WATSAVIN ..o 70 XOLAIR ..ot 145  ZEJULA ..o 27
WAYRILZ ....cooveiiiieenee, 26 XOLREMDI........ccceeveernnee. 113 ZELAPAR.....ccooveieeees 35
WEGOVY ..coiiiiiiniiieiicee, 88 XOPENEX HFA......ccccoceenene. 145 ZELBORAF.....ccooiiiiiiiee 27
WELCHOL......cccoviiiiiiinee 72 XOSPATA ..o, 27  ZELSUVMI....ccoovviiiieenne. 79
WELIREG......ccocoiiiiiiiiiiien, 26 XPHOZAH......ccoooiiiiiiiics 89  zelvySiQ....ccoueeeeeeieieie, 102
WELLBUTRIN SR.................. 60  XPOVIO....coooiviiiiiiiieiee 27 ZEMAIRA .....cccooiiieieene 89
WELLBUTRIN XL.................. 60 XROMI....cooooviiieiieeeeee, 27 ZEMBRACE SYMTOUCH..... 36
WEFA (28) ceveeveeeieeieieeeeienn, 132 XTAMPZA ER.....cccocvveenne. 45 ZEMPLAR.....cccooviviiiiinne 102
wescap-pn dha........................ 149  XTANDI...ooooiiiiiieiieeieeee, 27 zenatamne..............cccceeeeeueeennee. 81
WEZLANA ..., 77  XTRENBO.....ccccevieierenee. 13 ZENBEXUS.....cccoiiiiiiine. 27
WIDAPLIK ....oooviviiniiiiiiienene 68  xulane..........ccoooevceeviiienennnnn. 128 ZENPEP......cooviiiiee, 108
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ZENZOT v, 61 ZOLPIDEM.....ccoooveiiernne 61
ZENZEDI.....cccoovviiiiiiiinaens 61 zolpidem............cccccocuvenevauncnn.. 61
ZEPBOUND.......cccvvieieiene 89 ZOLYMBUS.......cooii 135
ZEPBOUND KWIKPEN........... 89 ZOMACTON.......covviirenn 113
ZEPOSIA ....cooiiiieeeeee, 40 ZOMIG ..o 36
ZEPOSIA STARTER KIT ZONALON......ocovivieiieeeenee 79
(28-DAY) ceeevieiiiiieeeeeee 40 ZONEGRAN.....ccccooviiriiiinne 33
ZEPOSIA STARTER PACK ZONISADE.....cccooiieieeienne 33
(7-DAY) oo 40  zonisamide................cccccuuenn.... 33
ZEPZELCA ....cooviiiiiiiee 27 ZORTRESS....ccoiiiiiee 27
ZERBAXA ..ot 6 ZORYVE....iiiiiiiiien. 77
ZERVIATE.....coooviiieiine 134  ZOSYN IN DEXTROSE
ZESTORETIC.....cceooveieiene 68  (ISO-OSM)....oeveirieiiiiiieene 11
ZESTRIL...oooieieieieieee 68  zovia 1-35 (28) cccveeeeeeian. 132
ZETIA oo, 72 ZOVIRAX....cooviiivieiann, 82, 83
ZEVTERA .....cooiiiiiieee, 6 ZTALMY .o 33
ZIAGEN. ... 5  ZTLIDO...ccoooiiiniiinieneeene. 79
ZIANA ..ot 81 ZUBSOLV....coooviiiiiiieenen. 47
zidovudine............c.cccoveeeuveennnn.. 5  zumandimine (28) ................... 132
ZIEXTENZO....cccoevevieiennnn. 113 ZUNVEYL...coooiiiiiiiiiieenn, 40
ZIHERA ..o 27  ZURNAIL....cooiiiiiie, 47
ZILBRYSQ..coiiieieieieeiee 42  ZURZUVAE....ccccooiviniiinn. 61
ZIOULON .. 145  ZYBIC..oooiiiiiiiiiieeeee, 47
Y 1 5. QS 81 ZYCLARA.....cocoiiiiieies 79
ZIOPTAN (PF)....coviieien 135 ZYCUBO....ccovviiiiiieienne, 148
ziprasidone hcl.......................... 61 ZYDELIG.....ccooevveieeieee. 27
ziprasidone mesylate................ 61 ZYFLO..ooooviiiiiiiiiiiee 145
ZIPSOR .....oooiiiiiniiieie 47  ZYKADIA ..o, 27
ZIRABEV ..o, 27  ZYLET .o, 136
ZIRGAN ....ooovveieieeeeee 133  ZYMFENTRA ..o 108
ZITHROMAX .....oovviiiiiieienene. 7  ZYNLONTA.....ccooiiiiieeee 27
ZITHROMAX TRI-PAK............ T ZYNYZ .o, 27
ZITHROMAX Z-PAK................ 7  ZYPITAMAG.....cccooviienne. 72
ZITUVIMET ....cooiiiiiinee. 99 ZYPREXA ... 61
ZITUVIMET XR.....ccevvvennee. 99 ZYPREXA RELPREVV......... 61
ZITUVIO....cooiiiiiiiiiieenn, 99 ZYPREXA ZYDIS.....coevvne. 61
ZOCOR......coeieieieeeeeee 72 ZYTIGA ..., 27
ZOKINVY ..ot 89 ZYVOX ..o 9,10
ZOLADEX ..o 27

zoledronic acid........................ 102

ZOLEDRONIC AC-

MANNITOL-0.9NACL.......... 102

ZOLINZA ..o 27

ZOLMITRIPTAN.......cccveevennee. 36

Zolmitriptan ..............ccueeeeveen... 36

ZOLOFT ..ot 61
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COVERED COLONOSCOPY AND BOWEL PREP AGENTS

Colonoscopy and bowel prep agents fall under the Gastroenterology category of medications. To make
identifying your options easier, we are providing this stand-alone list of colonoscopy and bowel prep
medications covered under the HealthSelectSM Medicare Rx Prescription Drug Plan (PDP), which is
offered by the Employees Retirement System of Texas and administered by Express Scripts® Pharmacy
Benefit Services.

These drug agents are covered by the plan when prescribed by a provider. Please share this list with
your provider to decide which is right for you, ask for a prescription, and take the prescription to an

In-Network pharmacy of your choice.

BISACODYL BISACODYL 5 MG
CITRATE OF MAGNESIA MAGNESIUM CITRATE 1.745G/30ML
CITROMA MAGNESIUM CITRATE 1.745G/30ML
CLEARLAX POLYETHYLENE GLYCOL 3350 17 G/DOSE
DULCOLAX MAGNESIUM HYDROXIDE 400 MG/5ML
GAVILAX POLYETHYLENE GLYCOL 3350 17 G/DOSE
GAVILYTE-C PEG3350/SOD SULF,BICARB,CL/KCL 240-22.72G
GAVILYTE-G PEG3350/SOD SULF,BICARB,CL/KCL 236-22.74G
SODIUM
GAVILYTE-N CHLORIDE/NAHCO3/KCL/PEG 420G
GENTLE LAXATIVE BISACODYL 5 MG
GENTLE LAXATIVE MAGNESIUM HYDROXIDE 400 MG/5ML
GENTLELAX POLYETHYLENE GLYCOL 3350 17 G/DOSE
LAXATIVE BISACODYL 5 MG
LAXATIVE PEG 3350 POLYETHYLENE GLYCOL 3350 17 G/DOSE
MAGNESIUM CITRATE MAGNESIUM CITRATE 1.745G/30ML
MILK OF MAGNESIA MAGNESIUM HYDROXIDE 400 MG/5ML
MILK OF MAGNESIA MAGNESIUM HYDROXIDE 2400 MG/10
NATURA-LAX POLYETHYLENE GLYCOL 3350 17 G/DOSE
ONELAX MAGNESIUM
CITRATE MAGNESIUM CITRATE 1.745G/30ML
ORAL SALINE LAXATIVE SODIUM PHOSPHATE,MONO-DIBASIC | 7.2-2.7/15
SODIUM
PEG 3350-ELECTROLYTE | CHLORIDE/NAHCO3/KCL/PEG 420G
PEG-3350 AND
ELECTROLYTES PEG3350/SOD SULF,BICARB,CL/KCL 236-22.74G




PEG3350-SOD SUL-

NACL-KCL-ASB-C PEG3350/SOD SUL/NACL/KCL/ASB/C 7.5-2.691G

PEG-PREP BISAC/NACL/NAHCO3/KCL/PEG 3350 | 5MG-210G

PHOSPHATE LAXATIVE SODIUM PHOSPHATE,MONO-DIBASIC | 7.2-2.7/15

POLYETHYLENE GLYCOL

3350 POLYETHYLENE GLYCOL 3350 17 G/DOSE

POWDERLAX POLYETHYLENE GLYCOL 3350 17 G/DOSE

PURELAX POLYETHYLENE GLYCOL 3350 17 G/DOSE

SMOOTHLAX POLYETHYLENE GLYCOL 3350 17 G/DOSE

SOD SULF-POTASS SULF-

MAG SULF SODIUM, POTASSIUM,MAG SULFATES | 17.5-3.13G
SODIUM SULFATE,MAG

SUTAB SULFATE,POTASSIUM CHLORIDE 1479MG/225MG/188MG

WOMEN'S GENTLE

LAXATIVE BISACODYL 5 MG




You must use In-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 an
In-Network pharmacy. Limitations, copayments and restrictions may apply.

This Formulary was updated on 09/01/2026. 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.

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

© 2026 Evernorth Health Services. All Rights Reserved.
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