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Express Scripts Medicare (PDP)
2023 Formulary (List of Covered Drugs)

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

Formulary ID Number: 23034, v8

This formulary was updated on 08/23/2022. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

Important Message About What You Pay for Vaccines — Our plan covers most Part D vaccines at
no cost to you. If your plan has a deductible, there is no deductible for covered vaccines. Call
Customer Service for more information.

Important Message About What You Pay for Insulin — You won’t pay more than $35 for a one-
month supply for each insulin product covered by our plan, no matter its cost-sharing tier. If your plan
covers insulin at a lower cost-sharing amount, you will pay the lower amount. If your plan has a
deductible, there is no deductible for covered insulins.

Note to current members: This formulary has changed since last year. Please review this document
to understand your plan’s drug coverage.

2 ¢¢ 2

When this drug list (formulary) refers to “we,” “us” or “our,” it means Medco Containment Life
Insurance Company or Medco Containment Insurance Company of New York (for employer plans
domiciled in New York). When it refers to “plan” or “our plan,” it means Express Scripts Medicare.

This document includes the list of the covered drugs (formulary) for our plan, which is current as of
August 23, 2022. For more recent information, please contact us. Our contact information, along with
the date we last updated the formulary, appears above and on the back cover.

You must use network pharmacies to fill your prescriptions to get the most from your benefit.
Benefits, premium and/or copayments/coinsurance may change on January 1, 2024. The formulary
and/or pharmacy network may change atany time. You will receive notice when necessary.

ATENCION: si habla espaiiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame
al 1.800.268.5707 (TTY:1.800.716.3231).

This document is available in braille. Please contact Customer Service 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 spe cific plan
may provide coverage of additional drugs that are not listed in this formulary, and your plan may
have different plan rules and coverage. For more information on your plan’s specific drug coverage,
please review your other plan materials, visit us on the Web at express-scripts.com or contact Customer
Service.

Express Scripts Medicare will generally cover a drug as long as the drug is medically necessary,
the prescription is filled atan Express Scripts Medicare network pharmacy and other plan rules
are followed. For more information on how to fill your prescriptions, please review your other
plan materials.

Can my drug coverage change?
Most changes in drug coverage happen on January 1, but we may add or remove drugs on the drug list
during the year, move them to different cost-sharing tiers, or add new restrictions.

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

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

about the specific change(s) we have made.

o If we make such a change, you or your prescriber can ask us to make an exception and
continue to cover the brand-name drug for you. The notice we provide you will also
include information on how to request an exception, and you canalso find information in
the section below entitled “How do I request an exception to the formulary?”

Drugs removed from the market. If the Food and Drug Administration deems a drug on our
formulary to be unsafe or the drug’s manufacturer removes the drug from the market, we will

immediately remove the drug from our formulary and provide notice to members who take the
drug.

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

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

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

Howdo I use the formulary?
There are two ways to find your drug within the formulary:

Medical Condition
The formulary begins on page 1. The drugs in this formulary are grouped into categories depending
on the type of medical conditions that they are used to treat. For example, drugs used to treat a heart

condition are listed under the category “Cardiovascular, Hypertension/Lipids.”

Alphabetical Listing
If you are not sure what category to look under, you should look for your drug in the Index that
begins on page 142. 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 cost less
than brand-name drugs.

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

e Prior Authorization: You or your doctor is required to get prior authorization for certain drugs.
This means that you will need to get approval from the plan before you fill your prescriptions. If
you don’t get approval, the drugs may not be covered. These drugs are noted with “PA” next to
them in the formulary.

Some drugs may be covered under Part B or under Part D, depending on your medical condition.
Your doctor will need to get a prior authorization for these drugs as well, so your pharmacy can
process your prescription correctly.
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e Quantity Limits: For certain drugs, the amount of the drug that will be covered by the plan
is limited. The plan may limit how much of a drug you can get each time you fill your
prescription. For example, if it is normally considered safe to take only one pill per day for
a certain drug, we may limit coverage for your prescription to no more than one pill per day.
These drugs are noted with “QL” next to them in the formulary.

e Step Therapy: In some cases, you are required to first try certain drugs to treat your medical
condition before we will cover another drug for that condition. For example, if Drug A and
Drug B both treat your medical condition, we may not cover Drug B unless you try Drug A first.
If Drug A does not work for you, we will then cover Drug B. These drugs are noted with “ST”
next to them in the formulary.

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 not apply to your plan’s specific coverage. To confirm
whether a particular drug is covered, visit us on the Web at express-scripts.com or contact Customer
Service.

You canask 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 notlisted on this formulary?
If your drug is not included in this list of covered drugs, you should first contact Customer Service and
ask if your drug is covered.

If you learn that your drug is not covered, you have two options:

e You canask our Customer Service department for a list of similar drugs that are covered. When
you receive the list, show it to your doctor and ask him or her to prescribe a similar drug that is
covered.

e You canask us to make an exception and cover your drug. See below for information about how
to request an exception.

You should talk to your doctor 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,

Howdo 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.

e You canrequest 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 ata lower cost-sharing level.

e You canask us to cover a formulary drug ata lower cost-sharing level. If approved, this would
lower the amount you must pay for your drug. In certain Express Scripts Medicare plans, you
cannot ask us to change the cost-sharing tier for any drug in the specialty tier, if applicable.
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e You canask us to waive coverage restrictions or limits on your drug. For example, for certain
drugs, Express Scripts Medicare limits the amount of the drug it will cover. If your drug has a
quantity limit, you can ask us to waive the limit and cover a greater amount.

You should contact us to ask for an initial coverage decision for a formulary, tier or utilization
restriction exception. When you are requesting an exception, you should submit a statement from
your prescriber or physician supporting your request. Generally, we must make our decision within
72 hours of getting your prescriber’s supporting statement. You canrequest an expedited (fast)
exception if you or your doctor 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 doctor or other 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.

Howdo 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 doctor 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 using the
information provided on the front and back covers of this document.

Can|I geta temporary transition supply while I wait for an exception decision?

As a new or continuing member in our plan, you may be taking drugs that are not covered from one year
to the next. Or, you may be taking a drug that is covered but your ability to get it is limited. For
example, you may need a prior authorization from us before you canfill your prescription. You should
talk to your doctor to decide if you should switch to anappropriate drug that we cover or request an
exception so that we will cover the drug you take. While you talk to your doctor to determine the right
course of action for you, or while you wait for a coverage decision from us, we may cover a temporary
transition supply of your drug in certain cases during the first 90 days that you are enrolled in the plan

or at the start of a new coverage year.

For each of your drugs that is not on our formulary, or if your ability to get drugs is limited, we will
cover a temporary transition supply when you go to a network pharmacy. This temporary transition
supply will be for a one-month supply. Ifyour prescription is written for fewer days, we’ll allow refills
to provide up to a maximum of a one-month supply of medication. After your first refill of a one-month
supply, we will not pay for these drugs, even if you have been a plan member less than 90 days.

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

Other times when we will cover at least a temporary 30-day transition supply (or less, if you have a
prescription written for fewer days) include:
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When you enter a long-term care facility

When you leave a long-term care facility

When you are discharged from a hospital

When you leave a skilled nursing facility

When you cancel hospice care

When you are discharged from a psychiatric hospital with a medication regimen that is
highly individualized

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

Other coverage that your plan may provide

Your plan may also cover categories of “excluded” drugs that are not normally covered by a Medicare
prescription drug plan and are not listed in the formulary. Drugs in the following categories may be
covered subject to the rules and limitations of your specific plan:

e Prescription drugs when used for anorexia, weight loss or weight gain

e Prescription drugs when used to promote fertility

e Prescription drugs when used for cosmetic purposes or to promote hair growth

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 Federal Legend Part B medications — for example, oral chemotherapy agents
(e.g., TEMODAR®, XELODA®)

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

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

Please contact Customer Service for additional information about your plan’s specific drug coverage and
your cost-sharing amount. Please note: Costs for excluded drugs not normally covered by a Medicare
prescription drug plan will not count toward your Medicare prescription drug yearly deductible (if
applicable), total drug costs or yearly out-of-pocket expenses.

Formulary
The formulary that begins on page 1 provides coverage information about some of the drugs covered by
this plan. If you have trouble finding your drug n the list, turn to the Index that begins on page 142.

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 using the information provided on the front and back covers of this formulary.

Your Costs
The amount you pay for a covered drug will depend on:
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e Your coverage stage. Your plan has different stages of coverage. In each stage, the amount you
pay for a drug may change. Please refer to your other plan documents for more information
about your specific prescription drug benefit.

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

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

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

If you qualify for Extra Help

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

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

If you need additional information on network pharmacies or if you have any other questions, please
contact our Customer Service department using the information provided on the front and back covers of
this formulary.

If you have general questions about Medicare prescription drug coverage, please call Medicare at
1.800.MEDICARE (1.800.633.4227), 24 hours a day, 7 days a week. TTY users should call
1.877.486.2048. Or visit https://www.medicare.gov.

This drug list was updated in August 2022.
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Below is alist of abbreviations that may appear on the following pages in the “Requirements/Limits”
column that tells you if there are any special requirements for coverage of your drug.

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

To confirm your plan’s specific coverage, contact Customer Service using the information provided on
the front and back covers of this formulary or visit us on the Web at express-scripts.com.

List of abbreviations

LA: Limited Availability. This prescription drug may be available only at certain pharmacies. For
more information, contact Customer Service using the information provided on the front and back
covers of this formulary.

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

PA: Prior Authorization. The plan requires you or 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.

This drug list was updated in August 2022.
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Drug Name Drug Requiremen Drug Name Requiremen
Tier  ts/Limits ts/Limits
griseofulvin MO
microsize
griseofulvin MO
ANTIFUNGAL ultramicrosize
AN itraconazole oral MO; QL
ABELCET 3 PA; MO capsule (120 per 30
AMBISOME 3 PA days)
amphotericin b 3 PA: MO itraconazole oral MO
ANCOBON 3 MO solution
CANCIDAS 3 ketoconazole oral MO
caspofungin 1 micafungin MO
intravenous recon NOXAFIL ORAL PA; MO;
soln 50 mg SUSPENSION QL (630 per
caspofungin 3 30 days)
intravenous recon NOXAFIL ORAL PA; MO;
soln 70 mg TABLET,DELAY QL (96 per
clotrimazole mucous 1 MO F]?RI/{};E (SEASE 30 days)
membrane
CRESEMBA 3 PA nystatin oral MO
ORAL posaconazole oral PA; MO;
DIFLUCAN MO tablet,delayed QL (96 per
ERAXIS(WATER MO release (drlec) 30 days)
DILUEN(T) SPORANOX MO; QL
ORAL CAPSULE (120 per 30
fluconazole 1 MO days)
fluconazole in nacl 3 PA; MO SPORANOX MO
(iso-osm) ORAL
intravenous SOLUTION
Zg}g’]yob (;l qulZOO terbinafine hcl oral MO
fluconazole in nacl 3 PA TOLSURA PA; MO;
(iso-osm) QL (120 per
intravenous 30 days)
piggyback 400 VFEND PA; MO
mgl200 ml VFEND IV PA; MO
Sflucytosine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

voriconazole | PA; MO efavirenz 3 MO

intravenous efavirenz- 1 MO

voriconazole oral 1 PA; MO emtricitabin-tenofov

suspens _"0” f or efavirenz-lamivu- 1 MO

reconstitution tenofov disop

voriconazole oral 3 PA; MO emtricitabine 3 MO

tablet emtricitabine- 1 MO

ANTIVIRALS tenofovir (tdf)

abacavir 2 MO EMTRIVA ORAL 3 MO

abacavir-lamivudine 2 MO CAPSULE

acyclovir oral | MO EMTRIVA ORAL 2 MO

capsule SOLUTION

acyclovir oral 3 MO entecavir 3 MO

suspension 200 mgl5 EPCLUSA ORAL 2 PA; MO;

ml PELLETS IN QL (28 per

acyclovir oral tablet 1 MO PACKET 150-37.5 28 days)

acyclovir sodium 3 PA; MO MG

intravenous solution ggfig"ESAIgIRAL 2 I()) ?J; (1;/[60;

; per
adefovir - MO PACKET 200-50 28 days)
amantadine hcl 1 MO MG
APTIVUS 2 MO EPCLUSA ORAL 2 PA;MO;
atazanavir 3 MO TABLET 200-50 QL (56 per
BARACLUDE 3 MO MG 28 days)
BIKTARVY 3 MO EPCLUSA ORAL 2 PA; MO;
CIMDUO 3 MO TABLET 400-100 QL (28 per

MG 28 days)

COMBIVIR 3 MO EPIVIR 3 MO
COMPLERA - 1O EPIVIR HBY 3 MO
DELSTRIGO 3 MO EPZICOM 3 MO
DESCOVY ORAL 3 MO otravirine 1 MO
TABLET 200-25

MG EVOTAZ 3 MO
DOVATO 3 MO Sfamciclovir 1 MO
EDURANT 5 MO fosamprenavir 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
FUZEON 2 MO lopinavir-ritonavir 3 MO
SUBCUTANEOU oral solution
S RECON SOLN lopinavir-ritonavir 2 MO
GENVOYA 3 MO oral tablet
HARVONI ORAL 2 PA; MO; maraviroc 1 MO
PELLETS IN QL (28 per MAVYRET 3 PA;MO;
PACKET 33.75- 28 days) ORAL PELLETS QL (168 per
150 MG IN PACKET 28 days)
HARVONI ORAL 2 PA; MO; MAVYRET 3 PA; MO;
PELLETS IN QL (56 per ORAL TABLET QL (84 per
PACKET 45-200 28 days) 78d
ays)
MG —
nevirapine oral 3
HARVONI ORAL 2 PA; MO; suspension
;}?LET 45-200 %L d(aS6s)p . nevirapine oral 2 MO
y tablet
HARVONI ORAL 2 PA; MO; nevirapine oral 3 MO
TABLET 90-400 QL (28 per P
MG 28 days) tablet extended
release 24 hr
HEPSERA 3 MO NORVIR ORAL 3 MO
INTELENCE 3 MO POWDER IN
ISENTRESS 2 MO PACKET
ISENTRESS HD 3 MO NORVIR ORAL 3 MO
JULUCA 3 MO SOLUTION
KALETRA 3 MO NORVIR ORAL 3 MO
lamivudine 2 MO TABLET
lamivudine- 2 MO ODEFSEY 3 MO
sidovudine oseltamivir 2 MO
LEDIPASVIR- 3 PA; MO; PIFELTRO 3 MO
SOFOSBUVIR QL (28 per PREVYMIS 2 MO; QL
28 days) ORAL (30 per 30
LEXIVA MO days)
LIVTENCITY PA; LA; PREZCOBIX 3 MO
QL (120 per PREZISTA ORAL 3 MO
30 days) SUSPENSION

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits

PREZISTA ORAL 3 MO SOVALDI ORAL 3 PA; MO;
TABLET 150 MG, PELLETS IN QL (28 per
600 MG, 75 MG, PACKET 150 MG 28 days)
800 MG SOVALDI ORAL 3 PA;MO:;
RELENZA 3 MO PELLETS IN QL (56 per
DISKHALER PACKET 200 MG 28 days)
RETROVIR 3 MO SOVALDI ORAL 3 PA; MO;
ORAL CAPSULE TABLET 200 MG QL (56 per
RETROVIR 3 MO 28 days)
ORAL SYRUP SOVALDI ORAL 3 PA; MO;
REYATAZ ORAL 3 MO TABLET 400 MG QL (28 per
CAPSULE 200 28 days)
MG, 300 MG STRIBILD 3 MO
REYATAZ ORAL 2 MO SUSTIVA 3 MO
POWDER IN SYMFI 3 MO
P'ACISET SYMFI LO 3 MO
ribavirin oral 2 SYMTUZA 3 MO
capsule
ribavirin oral tablet 2 MO TAMIFLU > MO
200 mg tenofovir disoproxil 3 MO
rimantadine 3 MO Jumarate

» : 7 MO TIVICAY ORAL 2 MO
ritonavir TABLET 10 MG
RUKOBIA > MO TIVICAY ORAL 3 MO
SELZENTRY 2 MO TABLET 25 MG,
ORAL 50 MG
:g]]:;];rlilcl)"iY 3 N TIVICAY PD 3 MO
ORAL TABLET TRIUMEQ > MO
150 MG, 300 MG TRIUMEQ PD 3 MO
SELZENTRY 2 MO TRIZIVIR 3 MO
ORAL TABLET TRUVADA 3 MO
25 MG, 75 MG TYBOST 3 MO
SITAVIG MO valacyclovir oral 1 MO; QL
SOFOSBUVIR- PA; MO; tablet 1 gram (120 per 30
VELPATASVIR QL (28 per days)

28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
valacyclovir oral 1 MO; QL ZOVIRAX ORAL 3 MO
tablet 500 mg (60 per 30 SUSPENSION
days) CEPHALOSPO
VALCYTE 3 MO RINS
valganciclovir oral | MO AVYCAZ 3 PA: MO
recon soln
— cefaclor oral capsule 1 MO
valganciclovir oral 2 MO
tablet cefaclor oral 1 MO
: suspension for
VALTREX ORAL 3 MO; QL reconstitution 125
TABLET 1 GRAM (120 per 30 mgl5 ml, 250 mgl5
days) ml
VALTREX ORAL 3 MO; QL cefaclor oral 1
TABLET 500 MG (60 per 30 suspension for
days) reconstitution 375
VEMLIDY 2 MO mgl5 ml
VIRACEPT 2 MO cefaclor oral tablet 3 MO
ORAL TABLET extended release 12
VIREAD 3 MO hr
VOSEVI 2 PA: MO:; cefadroxil oral 1 MO
QL (28 per capsule
28 days) cefadroxil oral 1 MO
XOFLUZAORAL 2 MO suspension for
TABLET 40 MG, reconstitution 250
0 MG mgl5 ml, 500 mgl5
ZEPATIER 3 PA; MO; ml
QL (28 per cefadroxil oral 3 MO
28 days) tablet
ZIAGEN 3 MO cefazolin injection 3 MO
zidovudine oral 2 MO recon soln I gram,
500 mg
capsule
zidovudine oral 2 MO cefazolin injection 3
. recon soln 10 gram
—idovudine oral 1 MO cefdinir oral capsule 1 MO
tablet cefdinir oral 2 MO
suspension for
reconstitution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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cefepime injection 3 MO cephalexin oral | MO
cefixime 3 MO suspens?on for
cefotetan injection 3 PA reconstm'ttzon
cefoxitin 3 PA: MO cephalexin oral 3 MO
. tablet
intravenous recon
soln 1 gram, 2 gram EILJHS)II){EAIBI(SIOORI\IIAL 3 MO
fzfg)cxetjalqous recon ’ " FOR
soln 10 oram RECONSTITUTI

& ON 200 MG/5 ML
cefpodo‘xzme 3 MO SUPRAX ORAL 3
cefprozil 1 MO SUSPENSION
ceftazidime injection 3 PA; MO FOR
recon soln 1 gram, 2 RECONSTITUTI
gram ON 500 MG/5 ML
ceftazidime injection 3 PA SUPRAX ORAL 3 MO
recon soln 6 gram TABLET,CHEWA
ceftriaxone injection 3 MO BLE
recon soln 1 gram, 2 tazicef injection 3 PA; MO
gram, 250 mg, 500 TEFLARO 3 PA;MO
" ZERBAXA 3 PA
ceftriaxone injection 3 ERYTHROMYC
recon soln 10 gram

- g { MO INS / OTHER
cefuroxime axeti MACROLIDES
oral tablet
cefuroxime sodium 3 PA; MO az ithromycin 3 PA; MO
injection recon soln Intravenous
750 mg azithromycin oral 2 MO
cefuroxime sodium 3 PA; MO packet
intravenous recon azithromycin oral 1 MO
soln 1.5 gram suspension for
cephalexin oral 1 MO reconstitution
capsule 250 mg, 500 azithromycin oral 1
mg tablet 250 mg (6
cephalexin oral 3 MO pack), 500 mg (3

pack)

capsule 750 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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azithromycin oral 1 MO erythromycin 3
tablet 250 mg, 500 ethylsuccinate oral
mg, 600 mg tablet
clarithromycin | MO erythromycin oral MO
DIFICID ORAL 3 QL (136 per ZITHROMAX PA; MO
SUSPENSION 10 days) INTRAVENOUS
FOR ZITHROMAX 3 MO
RECONSTITUTI ORAL PACKET
ON ZITHROMAX 3 MO
DIFICID ORAL 3 MO; QL ORAL
TABLET (20 per 10 SUSPENSION
days) FOR
e.e.s. 400 oral tablet MO RECONSTITUTI
E.ES. MO ON
GRANULES ZITHROMAX 3 MO
ERYPED 200 MO ORAL TABLET
ERYPED 400 MO 250 MG, 500 MG
ZITHROMAX 3 MO
ery-tab oral MO
TRI-PAK
tablet,delayed
release (drlec) 250 ZITHROMAX Z- 3 MO
mg, 333 mg PAK
ERY-TAB ORAL 3 MO MISCELLANEO
TABLET,DELAY US
ED RELEASE ANTIINFECTIV
(DR/EC) 500 MG ES
erythrocin (as 3 MO AEMCOLO 3 MO; QL
stearate) oral tablet (12 per 30
250 mg days)
}El\l?]}(gf\l/{E?\ICéll\Ijs 3 PA; MO albendazole 1 MO
RECON SOLN an;i/;flcinj ;nojecti/02n 3 PA; MO
500 MG Z’Z” ton SUUms
erythromycin S MO ARIKAYCE 3 PAILA
ethylsuccinate oral
suspension for atovaquone 1 MO

reconstitution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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atovaquone- 3 MO DAPTOMYCIN 2 MO
proguanil INTRAVENOUS
AZACTAM 3 PA;MO RECON SOLN
aztreonam 3 PA; MO 350 MG :
BENZNIDAZOLE 3 MO daptomycin S VO
intravenous recon
BETHKIS 3 PA;MO; soln 500 mg
%Ldgjg pet DARAPRIM 3 PA
BILTRICIDE 3 MO EMVERM 2 MO
CAYSTON 5 PA: MO- ertapenem 3 PA; MO;
LA,' QL 284 QL (14 per
per 56 days) 14 days)
chloroquine 1 MO cthambutol 2 MO
phosphate FIRVANQ 3 QL (450 per
CLEOCIN HCL MO 10 days)
CLEOCIN MO FLAGYL ORAL 3 MO
PEDIATRIC CAPSULE
clindamycin hel 1 MO gentamicin in nacl 3 PA; MO
(iso-osm)
clindamycin in 5 % 3 PA; MO intravenous
dextrose piggyback 100
clindamycin 3 MO mg/100 ml, 60
pediatric mgl50 ml, 80 mg/50
clindamycin 3 PA; MO mi
phosphate injection gentamicin in nacl 3 PA
clindamycin 3 PA; MO (iso-0sm)
phosphate intravenous
intravenous solution piggyback 80
600 mgl4 ml mgl100 ml
COARTEM MO gentamicin injection 3 PA; MO
colistin PA: MO solution 40 mglml
(colistimethate na) QL (30 per HUMATIN MO
10 days) HYDROXYCHLO PA; MO
CUBICIN RF ROQUINE ORAL
TABLET 100 MG,
DALVANCE PA; MO 300 MG, 400 MG
dapsone oral MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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hydroxychloroquine 1 PA; MO metronidazole oral 3 MO
oral tablet 200 mg capsule
imipenem-cilastatin PA; MO metronidazole oral | MO
IMPAVIDO PA; MO tablet
INVANZ PA; MO; MYAMBUTOL 3 MO
INJECTION QL (14 per ORAL TABLET

14 days) 400 MG
isoniazid oral MO MYCOBUTIN MO
ivermectin oral 2 PA; MO; NEBUPENT PA; MO;

QL (20 per QL (1 per

30 days) 28 days)
KITABIS PAK 3 PA; MO; neomycin I MO

QL (280 per nitazoxanide | MO

28 days) paromomycin 3 MO
KRINTAFEL MO PASER % MO
LAMPIT PENTAM 3 MO
llZ’léZOlld in dextrose PA pentamidine 3 PA; MO:;
5% inhalation QL (1 per
linezolid oral 1 MO 28 days)
suspension for pentamidine 3 MO
reconstitution injection
linezolid oral tablet MO PLAQUENIL 3 PA: MO
MALARONE MO polymyxin b sulfate 3 PA; MO
MALARONE MO praziquantel 3 MO
PEDIATRIC PRETOMANID 3 PA
mefloquine 1 MO PRIFTIN 5 MO
MEPRON llz/IAO VO PRIMAQUINE 2 MO
meropenem ; ; -
intravenous recon QL (30 per fﬁ]{%ﬁ\)/(]fji (I)\{JS . PA; MO
soln 1 gram 10 days)

RECON SOLN

meropenem 3 I(’ﬁi, (1;/{)0; 500 MG
intravenous recon per ; .
soln 500 mg 10 days) Py rc.zzznamzd.e 3 MO
metronidazole in 3 PA; MO pyrimethamine ! PA; MO
nacl (iso-0s) QUALAQUIN 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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quinine sulfate 3 MO tobramycin sulfate 3 PA; MO
Y
rifabutin 3 MO injection solution
rifampin 3 MO TRECATOR 3 MO
intravenous TYGACIL 3 PA; MO
rifampin oral MO VABOMERE 3 PA
SIRTURO PA; LA VANCOCIN 3 PA; MO;
SIVEXTRO PA ORAL CAPSULE QL (40 per
INTRAVENOUS 125 MG 10 days)
SIVEXTRO 3 MO VANCOCIN 3 PA; MO;
ORAL ORAL CAPSULE QL (80 per
SOLOSEC MO 250 MG ; Il)(;d?\f[ ‘2
: : vancomycin ; ;
STREPTOMYCIN IQ)?’ (lg/{)ol;er intravenous recon QL (20 per
30 days) soln 1 ,000'mg : Il)(;1 dZLQ}/i)(2
: : vancomycin ;
STROMECTOL > gi’ (g%o’er intravenous recon per 10 days)
P soln 10 gram
30 days) } 3 PA; MO
; : : vancomycin ; ;
Zl'gécy cline PA; MO intravenous recon QL (10 per
tinidazole MO soln 500 mg 10 days)
TOBI 3 PA; MO; vancomycin 3 PA; MO;
QL (280 per intravenous recon QL (27 per
28 days) soln 750 mg 10 days)
TOBI 2 MO; QL vancomycin oral 3 PA; MO;
PODHALER (224 per 56 capsule 125 mg QL (40 per
INHALATION days) 10 days)
\%?III)\?II{JXEATI ON vancomycin oral 3 PA; MO;
DEVICE capsule 250 mg QL (80 per
10 days)
tobramycin in 0.225 | PA; MO; vancomycin oral 3 MO: QL
0 s
70 nacl QL (280 per recon soln (450 per 10
28 days) days)
tobramycin | PA; MO;
inhalation QL (224 per ﬁ\?%ngANOUS 3
28 days)
XENLETA ORAL 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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XIFAXAN ORAL 2 MO; QL (9 ampicillin oral | MO
TABLET 200 MG per 30 days) capsule 500 mg
XIFAXAN ORAL 2 MO; QL ampicillin sodium 3 PA; MO
TABLET 550 MG (90 per 30 injection recon soln
days) 1 gram, 10 gram,
ZEMDRI PA 125 mg
7ZYVOX PA; MO ampicillin- 3 PA; MO
INTRAVENOUS sulbactam injection
PIGGYBACK 600 recon soln 1.5 gram,
MG/300 ML 3 gram
ZYVOX ORAL 3 MO ampicillin- 3 PA
sulbactam injection
PENICILLINS recon soln 15 gram
amoxicillin oral | MO BICILLIN C-R 2 PA; MO
capsule BICILLIN L-A 3 PA;MO
o ! . dicloxacillin I Mo
reconstitution nafcillin injection 3 PA; MO
amoxicillin oral 1 MO recon soln I gram, 2
gram
tablet e
amonicillin oral 1 MO nafcillin injection 1 PA
tablet,chewable 125 recon soln 10 gram
mg, 250 mg oxacillin in 3 PA
amoxicillin-pot 1 MO f;;r)g;(zo-osm)
clavulanate oral pigavback I
suspension for araml50 ml
reconstitution Tlin 3 PA MO
amoxicillin-pot 1 MO o-xactitm in ’
lavulanat / dextrose(iso-osm)
f c[z;;ulana cord intravenous
abre piggyback 2
amoxicillin-pot 3 MO gram/50 ml
clavulanate oral T
cablet extended oxacillin injection 3 PA
al ¢ e)]CZeZ ¢ recon soln 1 gram,
re eas'e 12 r 10 gram
amoxicillin-pot ! MO oxacillin injection 3 PA; MO

clavulanate oral

tablet,chewable recon soln 2 gram

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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PENICILLIN G 3 PA UNASYN 3 PA; MO
POT IN INJECTION
DEXTROSE RECON SOLN 3
INTRAVENOUS GRAM
PIGGYBACK 2 7OSYN IN 3
MILLION DEXTROSE (ISO-
UNIT/50 ML, 3 OSM)
MILLION INTRAVENOUS
UNIT/50 ML PIGGYBACK 2.25
penicillin g 3 PA; MO GRAM/50 ML,
potassium injection 3.375 GRAM/50
recon soln 20 ML
million unit QUINOLONES
A a——
) - INTRAVENOUS
syringe 1.2 million
unitl? ml BAXDELA ORAL MO
penicillin g sodium 3 PA; MO CIPRO ORAL
enicillin v MO SUSPENSION,MI
p o CROCAPSULE
p' 1li 3 MO RECON
P CIPRO ORAL 3 MO
intravenous recon TABLET 250 MG,
soln 2.25 gram, 500 MG
3.375 gram, 4.5 ciprofloxacin hcl 1 MO
gram oral
piperacillin- 3 ciprofloxacin in 5 % 3 PA; MO
tazobactam flex lrose
intravenous recon m.tr avenous
soln 40.5 gram piggyback 200
UNASYN 3 PA mgl100 ml
INJECTION levofloxacin in d5w 3 PA; MO
RECON SOLN 15 ntravenous
GRAM piggyback 500
mgl100 ml, 750
mgl150 ml
levofloxacin 3 PA; MO
intravenous

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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levofloxacin oral 3 MO doxycycline hyclate 1 MO
solution oral tablet 20 mg,
levofloxacin oral 1 MO 50 mg
tablet doxycycline hyclate 3 MO
moxifloxacin oral 2 MO oral tablet,delayed
moxifloxacin- 3 PA; MO xleczs;o(ra]’qr/eg)OéOO
sod.chloride(iso) & &

mg, 50 mg, 75 mg

ofloxacin oral tablet 3 MO

300 me. 400 m DOXYCYCLINE 3 ST; MO

& & HYCLATE ORAL
SULFA'S/ TABLET,DELAY
RELATED ED RELEASE
AGENTS (DR/EC) 80 MG
BACTRIM 2 MO doxycycline 1 MO
BACTRIM DS 3 MO monohydrate oral

capsule 100 mg, 50

sulfadiazine 3 MO mg
sulfamethoxazole- 1 MO doxycycline 3 MO
trimethoprim oral monohydrate oral
TETRACYCLIN capsule 150 mg, 75
ES mg
ACTICLATE 3 ST:MO doxyily‘g”e 1 S O
demeclocycline 3 MO ZZ;ZZ ni}z 0}:;2 rora
DORYX MPC 3 ST; MO reconstitution
DORYX ORAL 3 ST; MO doxycycline 1 MO
TABLET,DELAY monohydrate oral
ED RELEASE tablet 100 mg, 50
(DR/EC) 200 MG, mg, 75 mg
S0 MG doxycycline 3 MO
doxy-100 3 PA; MO monohydrate oral
doxycycline hyclate 1 MO tablet 150 mg
oral capsule minocycline oral 1 MO
doxycycline hyclate 3 MO capsule
oral tablet 100 mg, minocycline oral 3 MO
150 mg, 75 mg tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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minocycline oral 3 MO MONUROL 3 MO
tablet extended nitrofurantoin 3 MO
release 24 hr . 5
nitrofurantoin 2 MO
MINOLIRA ER 3 ST; MO macrocrystal oral
NUZYRA 3 PA capsule 100 mg, 50
INTRAVENOUS mg
NUZYRA ORAL 3 nitrofurantoin 3 MO
ORACEA 3 ST: MO macrocrystal oral
SEYSARA 3 ST;MO capsule 25 mg
SOLODYNORAL 3  ST; MO Z;Z%Z;Z’Zf: s . 10
TABLET
EXTENDED trimethoprim 1 MO
RELEASE 24 HR ANTINEOPL
53 MG, 65 MG, 80 AT
va IMMUNOSUP
TARGADOX ST; MO PRESSANT
tetracycline MO DRUGS
VIBRAMYCIN MO ADJUNCTIVE
(CALCIUM) AGENTS
VIBRAMYCIN 3 MO leucovorin calcium 2 MO
(MONO) oral
ggffgg%%\lw 3 STMO MESNEX ORAL 2 MO
100 MG XGEVA 2 PA; MO
URINARY ANTINEOPLAS
TRACT TIC/
AGENTS IMMUNOSUPP
RESSANT
fosfomycin 3 MO DRUGS
tromethamine b ] - PA: MO
abiraterone ora ; ;
HIPREX : MO tablet 250 mg QL (120 per
MACROBID 3 MO 30 days)
MACRODANTIN 3 MO abiraterone oral 3 PA; MO;
methenamine 2 MO tablet 500 mg QL (60 per
hippurate 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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AFINITOR 3 PA; MO; AYVAKIT 3 PA; LA;
QL (30 per QL (30 per
30 days) 30 days)
AFINITOR 3 PA; MO; AZASAN PA; MO
DISPERZ ORAL QL (330 per azathioprine oral PA; MO
TABLET FOR 30 days) tablet 100 mg, 75
SUSPENSION 2 mg
MG azathioprine oral | PA; MO
AFINITOR 3 PA; MO; tablet 50 mg
DISPERZ ORAL QL (240 per :
TABLET FOR 30 days) BALVERSA 2 PA; LA
SUSPENSION 3 bexarotene 1 PA; MO
MG bicalutamide 1 MO
AFINITOR 3 PA; MO; BOSULIF ORAL 3 PA; MO;
DISPERZ ORAL QL (180 per TABLET 100 MG QL (90 per
TABLET FOR 30 days) 30 days)
SUSPENSION 5 BOSULIF ORAL 3 PA;MO;
MG TABLET 400 MG, QL (30 per
ALECENSA 3 PA; MO; 500 MG 30 days)
QL (240 per BRAFTOVI 2 PA;MO;
30 days) ORAL CAPSULE LA; QL
ALUNBRIG 3 PA; QL (30 75 MG (180 per 30
ORAL TABLET per 30 days) days)
180 MG, 90 MG BRUKINSA 3 PAJLA
ALUNBRIG 3 PA; QL (60 CABOMETYX PA; MO;
ORAL TABLET per 30 days) LA; QL (30
30 MG per 30 days)
ALUNBRIG 3 PA; QL (30 CALQUENCE 3 PA: LA;
ORAL per 180 QL (60 per
TABLETS,DOSE days) 30 days)
PACK CAPRELSA 2 PA;LA;
anastrozole I MO ORAL TABLET QL (60 per
ARIMIDEX 3 MO 100 MG 30 days)
AROMASIN 3 MO CAPRELSA 2 PA; LA,
ASTAGRAF XL 3 PA;MO ORAL TABLET QL (30 per
300 MG 30 days)
CASODEX 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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CELLCEPT 3 PA; MO DAURISMO 3 PA; MO;
COMETRIQ 2 PA; MO; ORAL TABLET QL (60 per
ORAL CAPSULE QL (56 per 25 MG 30 days)
100 MG/DAY (80 28 days) DROXIA MO
MG X1-20 MG ELIGARD PA; MO
X1) ELIGARD (3 PA; MO
COMETRIQ 2 PA; MO; MONTH)
ORAL CAPSULE QL (112 per :
140 MG/DAY (80 28 days) &Lolgi?ﬁ? (4 < PA; MO
MG X1-20 MG
X3) ELIGARD (6 3 PA; MO
COMETRIQ 2 PA; MO; MONTH)
ORAL CAPSULE QL (84 per EMCYT 3 MO
60 MG/DAY (20 28 days) ENSPRYNG 3 PA; MO
MG X 3/DAY) ENVARSUS XR 3 PA;MO
COPIKTRA 3 PA; LA; ERIVEDGE 2 PA; MO;
QL (60 per QL (30 per
30 days) 30 days)
COTELLIC 2 PA; MO; ERLEADA %) PA:; MO;
LA; QL (63 QL (120 per
per 28 days) 30 days)
cyclophosphamide 2 PA; MO erlotinib oral tablet 1 PA; MO;
oral capsule 100 mg, 150 mg QL (30 per
CYCLOPHOSPH 2 PA; MO 30 days)
AMIDE ORAL erlotinib oral tablet 1 PA; MO;
TABLET 25 mg QL (60 per
cyclosporine 2 PA; MO 30 days)
modified oral everolimus 1 PA; MO;
capsule (antineoplastic) QL (30 per
cyclosporine 2 PA oral tablet 30 days)
modlﬁed oral everolimus 1 PA; MO;
solution (antineoplastic) QL (330 per
cyclosporine oral 2 PA; MO oral tablet for 30 days)
capsule suspension 2 mg
DAURISMO 3 PA; MO;
ORAL TABLET QL (30 per
100 MG 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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everolimus 1 PA; MO; GLEEVEC ORAL 3 PA; MO;
(antineoplastic) QL (240 per TABLET 400 MG QL (60 per
oral tablet for 30 days) 30 days)
suspension 3 mg HYDREA 3 MO
?verolimu; ) 1 gz}‘:, (1;%(0); hydroxyurea 1 MO
antineoplastic per . .
oral tablet for 30 days) IBRANCE ’ I())? (1;/110,er
suspension 5 mg 78 days)p
?;;VZIZZ‘ZSM ressive 1 PASMO ICLUSIG > PA; QL (30
/ 19 per 30 days)
exemestane MO IDHIFA : pAMO:
LA; QL (30
EXKIVITY PA; LA; per 30 days)
?()Ld(al 23 pet imatinib oral tablet 1 PA; MO;
y 100 mg QL (180 per
FARESTON MO 30 days)
FEMARA MO imatinib oral tablet 1 PA; MO;
FIRMAGON KIT PA; MO 400 mg QL (60 per
W DILUENT 30 days)
SYRINGE IMBRUVICA 3 PA; QL
FOTIVDA 3 PA; LA; ORAL CAPSULE (120 per 30
QL (21 per 140 MG days)
28 days) IMBRUVICA 3 PA;QL(30
GAVRETO 3 PA; MO; ORAL CAPSULE per 30 days)
LA; QL 70 MG
(120 per 30 IMBRUVICA 3 PA;QL(30
days) ORAL TABLET per 30 days)
gengraf 2 PA;MO IMURAN 3 PA;MO
GILOTRIF 3 PA; MO; INLYTA ORAL 2 PA; MO;
QL (30 per TABLET 1| MG QL (180 per
30 days) 30 days)
GLEEVEC ORAL 3 PA;MO; INLYTA ORAL 2 PA;MO;
TABLET 100 MG QL (180 per TABLET 5 MG QL (120 per
30 days) 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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INQOVI 3 PA; MO; KISQALI ORAL 3 PA; MO;

QL (5 per TABLET 400 QL (42 per

28 days) MG/DAY (200 28 days)
INREBIC 3 PA;MO; MG X 2)

LA; QL KISQALI ORAL 3 PA; MO;

(120 per 30 TABLET 600 QL (63 per

days) MG/DAY (200 28 days)
IRESSA 3 PA; MO; MG X 3)

QL (30 per KLISYRI 3 MO

30 days) KOSELUGO 3 PA
JAKAFI 2 PA; MO; lapatinib 1 PA; MO;

QL (60 per QL (180 per

30 days) 30 days)
KANJINTI PA; MO lenalidomide 1 PA; MO;
KISQALI PA; MO; LA; QL (28
FEMARA CO- QL (49 per per 28 days)
PACK ORAL 28 days) LENVIMA 2 PA;MO
TABLET 200 letrozol I MO
MG/DAY (200 MG ctrozore
X 1)-2.5 MG LEUKERAN 2 MO
KISQALI 3 PA; MO; leuprolide | PA; MO
FEMARA CO- QL (70 per subcutaneous kit
PACK ORAL 28 days) LONSURF 2 PA; MO
TABLET 400 LORBRENA 3 PA;MO;
MG/DAY (200 MG ORAL TABLET QL (30 per
X 2)-2.5 MG 100 MG 30 days)
KISQALI 3 PA;MO; LORBRENA 3 PA;MO;
FEMARA CO- QL (91 per ORAL TABLET QL (90 per
PACK ORAL 28 days) 25 MG 30 days)
TABLET 600 :
MG/DAY (200 MG LUMAKRAS PA; MO
X 3)-2.5 MG LUPKYNIS PA; LA;
KISQALI ORAL 3 PA;MO; %Ld(lgg pet
TABLET 200 QL (21 per ays
MG/DAY (200 28 days)
MG X 1)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
18


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
LUPRON DEPOT 2 PA; MO MEKINIST 2 PA; MO;
(3 MONTH) ORAL TABLET QL (90 per
INTRAMUSCUL 0.5 MG 30 days)
AR SYRINGE MEKINIST 2 PA;MO;
KIT 11.25 MG ORAL TABLET 2 QL (30 per
LUPRON DEPOT 3 PA; MO MG 30 days)
(3 MONTH) MEKTOVI 2 PA;MO;
INTRAMUSCUL LA; QL
AR SYRINGE (180 per 30
KIT 22.5 MG days)
LUPRON DEPOT 3 PA; MO mercaptopurine 7 MO
(4 MONTH) methotrexate PA; MO
LUPRON DEPOT 3 PA; MO sodium
(6 MONTH) methotrexate 1 PA; MO
LUPRON DEPOT 2 PA; MO sodium (pf)
INTRAMUSCUL injection solution
QII{T%Y 711.11\1\/1[2]5 MYCAPSSA 3 PA; LA
LUPRONDEPOT 3  PA; MO mycophenolate PA; MO
INTRAMUSCUL ’ mofetil oral capsule
AR SYRINGE mycophenolate 1 PA; MO
KIT 7.5 MG mofetil ?ral
LYNPARZA 3 PA; MO; suspension for
QL’ (120 ’per reconstitution
30 days) mycophenolate 2 PA; MO
LYSODREN 3 mofetil oral tablet
MATULANE 5 mycophenolate 3 PA; MO
sodium
megestrol oral 2 PA; MO MYEORTIC PA: MO
suspension 400 ’
mgl10 ml (40 NEORAL PA; MO
mglml) NERLYNX PA; MO;
megestrol oral 3 PA; MO LA
suspension 625 mgl5 NEXAVAR 3 PA; MO;
ml (125 mglml) LA; QL
megestrol oral 2 PA; MO (120 per 30
tablet days)
NILANDRON 3 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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nilutamide 1 PA; MO QINLOCK 3 PA; LA;
NINLARO 3 PA;MO; QL (90 per
QL (3 per 30 days)
28 days) RAPAMUNE PA; MO
NUBEQA 2 PA; MO; RETEVMO ORAL PA; MO;
LA; QL CAPSULE 40 MG LA; QL
(120 per 30 (180 per 30
days) days)
octreotide acetate 1 PA; MO RETEVMO ORAL 3 PA; MO;
injection solution CAPSULE 80 MG LA; QL
1,000 mcglml, 500 (120 per 30
mcglml days)
octreotide acetate 3 PA; MO REVLIMID 2 PA; MO;
injection solution LA; QL (28
100 mcglml, 200 per 28 days)
meglml, 50 meglml REZUROCK 3 PA;LA;
ODOMZO 3 PA; MO; QL (30 per
LA; QL (30 30 days)
per 30 days) RIABNI PA; MO
ONTRUZANT PA ROZLYTREK PA; MO;
ONUREG PA; MO; ORAL CAPSULE QL (150 per
QL (14 per 100 MG 30 days)
28 days) ROZLYTREK 3 PA;MO;
ORGOVYX 3 PA; LA; ORAL CAPSULE QL (90 per
QL (30 per 200 MG 30 days)
28 days) RUBRACA 3 PA;MO;
PEMAZYRE 3 PA; LA; LA; QL
QL (14 per (120 per 30
21 days) days)
PIQRAY 2 PA; MO RUXIENCE 2 PA; MO
POMALYST 3 PA; MO; RYDAPT 2 PA; MO
LA SANDIMMUNE 3 PA;MO
PROGRAF ORAL 3 PA; MO ORAL
PURIXAN 3

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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SANDOSTATIN 3 PA; MO SUTENT 3 PA; MO;
INJECTION QL (30 per
SOLUTION 100 30 days)
ﬁgg%i ggo SYNRIBO 2 PA
MCG/ML TABLOID 3 MO
SCEMBLIX 3 PA;MO; TABRECTA 3 PAMO
ORAL TABLET QL (600 per tacrolimus oral 2 PA; MO
20 MG 30 days) TAFINLAR 2 PA; MO;
SCEMBLIX 3 PA; MO; QL (120 per
ORAL TABLET QL (300 per 30 days)
40 MG 30 days) TAGRISSO 3 PA; MO;
SIGNIFOR PA LA; QL (30
SIKLOS - O TALZENNA 3 g‘: 3181C(1)aYS)
iZlZ I;Z)”ZS oral I PAMO ORAL CAPSULE QL (90 per
- 0.25 MG 30 days)
sirolimus oral tablet PA; MO TALZENNA 3 PA: MO:
SOLTAMOX MO ORAL CAPSULE QL (30 per
SOMATULINE PA; MO 0.5 MG, 0.75 MG, 30 days)
DEPOT 1 MG
sorafenib 1 PA; MO; tamoxifen 1 MO
QL (120 per TARCEVA ORAL 3 PA; MO;
30 days) TABLET 100 MG, QL (30 per
SPRYCEL ORAL 2 PA; MO; 150 MG 30 days)
TABLET 100 MG, QL (30 per TARCEVAORAL 3  PA;MO;
140 MG, 50 MG, 30 days) TABLET 25 MG QL (60 per
80 MG 30 days)
SPRYCEL ORAL 2 PA; MO; TARGRETIN PA; MO
x‘ﬁ%}m 20 MG, %L d(fos)per TASIGNA ORAL PA; MO;
y CAPSULE 150 QL (112 per
STIVARGA 2 PA; MO; MG, 200 MG 28 days)
%Ld(f“s)per TASIGNA ORAL 3 PA;MO;
y CAPSULE 50 MG QL (120 per
sunitinib 1 PA; MO; 30 days)
QL (30 per TAZVERIK 3 PA;LA
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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TEPMETKO 3 PA; LA TUKYSA ORAL 3 PA; LA;
THALOMID 3 PA; MO; TABLET 50 MG QL (300 per
ORAL CAPSULE QL (28 per 30 days)
100 MG, 50 MG 28 days) TURALIO 3 PA; LA;
THALOMID 3 PA;MO; QL (120 per
ORAL CAPSULE QL (56 per 30 days)
150 MG, 200 MG 28 days) TYKERB 3 PA; MO;
TIBSOVO 2  PA LA; QL
toremifene 1 MO Ellai/os)p er 30
TRAZIMERA 2 PA; MO VENCLEXTA 3 PA: LA:
TRELSTAR 3 PA;MO ORAL TABLET QL (60 per
INTRAMUSCUL 10 MG 30 days)
?gRS USPENSION VENCLEXTA 3 PA; LA;
ORAL TABLET QL (120 per
SIEICONSTITUTI 100 MG 30 days)
retinoin 1 MO VENCLEXTA 3 PA; LA;
(mtimeoplastic) ORAL TABLET QL (30 per
P 50 MG 30 days)
TREXALL PA; MO VENCLEXTA 3 PA; LA;
TRUSELTIQ PA; LA; STARTING QL (42 per
ORAL CAPSULE QL (21 per PACK 180 days)
igocjl\ffl}gDAY (100 28 days) VERZENIO 2 PA;MO:;
LA; QL (60
oo A
per
125 MG/DAY (100 28 days) VIJOICE S A
MG X1-25MG VITRAKVI ORAL 3 PA; MO;
X1), 50 MG/DAY CAPSULE 100 LA; QL (60
(25 MG X 2) MG per 30 days)
TRUSELTIQ 3 PA; LA; VITRAKVI ORAL 3 PA; MO;
ORAL CAPSULE QL (63 per CAPSULE 25 MG LA; QL
75 MG/DAY (25 28 days) (180 per 30
MG X 3) days)
TUKYSA ORAL 3 PA: LA; VITRAKVI ORAL 3 PA; MO;
TABLET 150 MG QL (120 per SOLUTION LA; QL
30 days) (300 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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VIZIMPRO 3 PA; MO; XTANDI ORAL 2 PA; MO;
QL (30 per TABLET 40 MG QL (120 per
30 days) 30 days)
VONIJO 3 PA; QL XTANDI ORAL 2 PA; MO;
(120 per 30 TABLET 80 MG QL (60 per
days) 30 days)
VOTRIENT 2 PA; MO; YONSA 2 PA; MO;
QL (120 per QL (120 per
30 days) 30 days)
WELIREG PA; LA ZEJULA 2 PA; MO;
XALKORI PA; MO; LA; QL (%0
QL (60 per per 30 days)
30 days) ZELBORAF 2 PA; MO;
XATMEP 3 PA; MO QL (240 per
XERMELO PA; LA; 30 days)
QL (90 per ZIRABEV 2 PA; MO
30 days) ZOLINZA 2 PA; MO
XOSPATA 2 PA; LA ZORTRESS 3 PA; MO
XPOVIO ORAL 3 PA; LA ZYDELIG 3 PA; MO;
TABLET 100 QL (60 per
MG/WEEK (50 30 days)
MG X 2), 40 ZYKADIAORAL 3  PA;MO;
MG/WEEK (40 TABLET QL (90 per
MG X 1), 40MG 30 days)
EA\K(]}I)C(EZ)W 6%EK (40 ZYTIGA ORAL 3 PA; MO;
MG/WE]jEK (60 TABLET 250 MG QL (120 per
MG X 1), 60MG 30 days)
TWICE WEEK ZYTIGA ORAL 3 PA; MO;
(120 MG/WEEK), TABLET 500 MG QL (60 per
80 MG/WEEK (40 30 days)
MG X 2), 8S0MG
TWICE WEEK
(160 MG/WEEK)
XTANDI ORAL 2 PA; MO;
CAPSULE QL (120 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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AUTONOMIC carbamazepine oral 1 MO
| CNS DRUGS tablet,chewable
9
NEUROLOGY CARBATROL 3 MO
| PSYCH CELONTIN MO
ORAL CAPSULE
ANTICONVULS 300 MG
ANTS clobazam oral 3 PA; MO;
APTIOM ORAL 3 MO: QL suspension QL (480 per
TABLET 200 MG (180 per 30 30 days)
days) clobazam oral tablet 3 PA; MO;
APTIOM ORAL 3 MO;QL QL (60 per
TABLET 400 MG (90 per 30 30 days)
days) clonazepam oral 1 MO; QL
APTIOM ORAL 3 MO: QL tablet 0.5 mg, 1 mg (90 per 30
TABLET 600 MG, (60 per 30 days)
800 MG days) clonazepam oral 1 MO; QL
BANZEL PA: MO tablet 2 mg (300 per 30
BRIVIACT QL (600 per days)
INTRAVENOUS 30 days) clonazepam oral I MOQL
BRIVIACTORAL 3 MO: QL g"f é?’jf’”otgg; j’?fl’”g Efao f)er 30
SOLUTION (600 per 30 ' & .20 MmE; y
days) 0.5 mg, 1 mg
BRIVIACTORAL 3 MO: QL bl domeating (300 por %0
TABLET (60 per 30 : gratmng p
2 mg days)
days)
: DEPAKOTE 3 MO
carbamazepine oral 2 MO
capsule, er DEPAKOTE ER 3 MO
multiphase 12 hr DEPAKOTE 3 MO
carbamazepine oral 1 MO SPRINKLES
suspension 100 mgl5 DIACOMIT 3 PA; LA
ml DIASTAT MO
carbamazepine oral 1 MO DIASTAT MO
tablet ACUDIAL
carbamazepine oral 2 MO diazepam rectal 3 MO

tablet extended
release 12 hr

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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DILANTIN 30 2 MO FYCOMPA 3 MO; QL
MG ORAL (720 per 30
DILANTIN 3 MO SUSPENSION days)
EXTENDED 100 FYCOMPA 3 MO; QL
MG ORAL TABLET (30 per 30
DILANTIN 3 MO 10 MG, 12 MG, 8 days)
INFATABS 50 MG
MG FYCOMPA 3 MO; QL
DILANTIN-125 3 MO ORAL TABLET 2 (60 per 30
125 MG/5 ML MG, 4 MG, 6 MG days)
divalproex oral 1 gabapentin oral 1 MO; QL
capsule, delayed rel capsule 100 mg, 400 (270 per 30
sprinkle mg days)
divalproex oral 1 MO gabapentin oral 1 MO; QL
tablet extended capsule 300 mg (360 per 30
release 24 hr days)
divalproex oral 1 MO gabapentin oral 2 MO; QL
tablet, delayed solution 250 mgl5 (2160 per
release (drlec) ml 30 days)
EPIDIOLEX 3 PA; MO; gabapentin oral 1 MO; QL
LA tablet 600 mg (180 per 30
epitol 1 MO ; l . i/éllzl)S)QL
- gabapentin ora ;
EPRONTIA 3 PA; MO tablet 800 mg (120 per 30
EQUETRO 3 MO days)
ethosuximide 2 MO GABITRIL 3 MO
Jelbamate oral 1 MO GRALISE ORAL PA; MO;
suspension TABLET QL (30 per
felbamate oral 3 MO EXTENDED 30 days)
tablet RELEASE 24 HR
FELBATOL MO 300 MG
FINTEPLA PA; LA; GRALISE ORAL 2 PA; MO;
QL (360 per TABLET QL (90 per
30 days) EXTENDED 30 days)
RELEASE 24 HR
600 MG
KEPPRA ORAL 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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KEPPRA XR 3 MO LAMICTAL XR 3 MO
KLONOPIN 3 MO; QL STARTER
ORAL TABLET (90 per 30 (BLUE)
0.5 MG, 1 MG days) LAMICTAL XR 3 MO
KLONOPIN 3 MO; QL STARTER
ORAL TABLET 2 (300 per 30 (GREEN)
MG days) LAMICTAL XR 3 MO
lacosamide oral 1 MO; QL STARTER
solution (1200 per (ORANGE)

30 days) lamotrigine oral 1 MO
lacosamide oral 3 MO; QL tablet
tablet 100 mg, 150 (60 per 30 lamotrigine oral 3 MO
mg, 200 mg days) tablet
lacosamide oral 2 MO; QL disintegrating, dose
tablet 50 mg (120 per 30 pk 25 mg(14)-50

days) mg (14)-100 mg
LAMICTAL ODT MO (7)
LAMICTAL MO lamotrigine oral 3 MO
ORAL TABLET tablet extended

release 24hr

LAMICTAL 3 MO —
ORAL TABLET lamotrigine oral 1 MO
CHEWABLE ’ tablet, chewable
DISPERSIBLE 25 dispersible
MG, 5 MG lamotrigine oral 3 MO
LAMICTAL 3 MO tablet,disintegrating
STARTER lamotrigine oral 3 MO
(BLUE) KIT tablets,dose pack
LAMICTAL 3 MO levetiracetam oral 1 MO
STARTER solution 100 mgiml
(GREEN) KIT levetiracetam oral 1 MO
LAMICTAL 3 MO tablet
STARTER levetiracetam oral 1 MO
(ORANGE) KIT tablet extended
LAMICTAL XR 3 MO release 24 hr

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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LYRICA CR 3 PA; MO; NEURONTIN 3 MO:; QL
ORAL TABLET QL (30 per ORAL TABLET (120 per 30
EXTENDED 30 days) 800 MG days)
RELEASE 24 HR ONFI ORAL 3 PA;MO;
165 MG, 82.5 MG SUSPENSION QL (480 per
LYRICA CR 3 PA; MO; 30 days)
ORAL TABLET QL (60 per ONFI ORAL 3 PA; MO;
EXTENDED 30 days) TABLET QL (60 per
RELEASE 24 HR
30 days)
330 MG oxcarbazepine oral 3 MO
LYRICA ORAL 3 MO; QL suspension
CAPSULE 100 (90 per 30 ;
MG. 150 MG, 200 days) oxcarbazepine oral 2 MO
MG, 25 MG, 50 tablet
MG, 75 MG OXTELLAR XR MO
LYRICA ORAL 3 MO:; QL phenobarbital oral PA; MO
CAPSULE 225 (60 per 30 elixir
MG, 300 MG days) phenobarbital oral 2 PA
LYRICA ORAL 3 MO;QL tablet 100 mg, 15
SOLUTION (900 per 30 mg, 30 mg, 60 mg
days) phenobarbital oral 2 PA; MO
MYSOLINE 3 MO tablet 16.2 mg, 32.4
NAYZILAM 2 PA;MO: mg, 64.8mg, 97.2
QL (10 per ms
30 days) PHENYTEK 3 MO
NEURONTIN 3 MO:; QL phenyta‘in oral 1 MO
ORAL CAPSULE (270 per 30 suspension 125 mgl5
100 MG, 400 MG days) ml
NEURONTIN 3 MO:; QL phenytoin oral 1 MO
ORAL CAPSULE (360 per 30 tablet,chewable
300 MG days) phenytoin sodium 1 MO
NEURONTIN 3 MO; QL extended
ORAL (2160 per pregabalin oral 2 MO; QL
SOLUTION 30 days) capsule 100 mg, 150 (90 per 30
NEURONTIN 3 MO:;QL mg, 200 mg, 25 mg, days)
ORAL TABLET (180 per 30 50 mg, 75 mg
600 MG days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
27


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
pregabalin oral 2 MO; QL TOPAMAX 3 PA; MO
capsule 225 mg, 300 (60 per 30 topiramate oral 1 PA; MO
mg days) capsule, sprinkle
pregabalin oral 2 MO; QL topiramate oral 3 PA; MO
solution (900 per 30 capsule,sprinkle,er
days) 24hr
pregabalin oral 3 PA; MO; topiramate oral 1 PA; MO
tablet extended QL (30 per tablet
release 24 hr 165 30 days) TRILEPTAL 3 MO
mg, 82.5 mg
pregabalin oral 3 PA; MO; TROKENPI xR . PA; MO
tablet extended QL (60 per valproic acid . MO
release 24 hr 330 mg 30 days) valproic acid (as 1 MO
primidone 1 MO sodium salt) oral
QUDEXY XR 3 PA;MO fgll“l ion 230 mgl5
roweepra oral tablet 1 MO VALTOCO D) PA: MO:
500 mg ’ ’
QL (10 per
rufinamide oral 1 PA; MO 30 days)
Suspension vigabatrin 1 MO; LA
rufinamide oral 3 PA; MO ioadrone 1 LA
tablet 200 mg szMPAT ORAL 3 MO:;QL
rufinamide oral 1 PA; MO ’
ablet 400 mg SOLUTION (1200 per
SABRIL MO; LA 0 day)
’ VIMPAT ORAL 3 MO; QL
SPRITAM MO TABLET 100 MG, (60 per 30
SYMPAZAN PA; MO; 150 MG, 200 MG days)
QL (60 per VIMPAT ORAL 3 MO;QL
30 days) TABLET 50 MG (120 per 30
TEGRETOL 3 MO days)
ORAL
SUSPENSION
TEGRETOL 3 MO
ORAL TABLET
TEGRETOL XR MO
tiagabine MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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XCOPRI 3 MO; QL bromocriptine 3 MO
MAINTENANCE (56 per 28 carbidopa 1 MO
?ﬁ(};iE%RAL days) carbidopa-levodopa 1 MO
250MG/DAY(150 carbidopa-levodopa- 3 MO
MG X1-100MG entacapone
X1), 350 MG/DAY COMTAN 3 MO
(200 MG X1- DHIVY 3 MO
[50MG X1) DUOPA 3 PA; MO
XCOPRIORAL 3 MO; QL P 3 MO
TABLET 100 MG (120 per 30 entacapone

days) GOCOVRI ORAL 3 PA; QL (60
XCOPRIORAL 3 MO: QL CAPSULE,EXTE per 30 days)
TABLET 150 MG, (60 per 30 ;I})I%Dl ;EI\LE}ASE
200 MG days)
XCOPRI ORAL 3 MO: QL GOCOVRI ORAL 3 PA; QL (30
TABLET 50 MG @ 40’per 30 CAPSULE,EXTE per 30 days)

days) NDED RELEASE

Y 24HR 68.5 MG
PACK i f)e INHALATION (300 per 30
Y CAPSULE, days)

ZARONTIN 3 MO W/INHALATION
ZONEGRAN 3 PA; MO DEVICE
ORAL CAPSULE KYNMOBI 2 PA;MO;
100 MG, 25 MG SUBLINGUAL QL (150 per
zonisamide 1 PA; MO FILM 10 MG, 15 30 days)
ANTIPARKINS MG, 20 MG, 25
ONISM MG, 30 MG
AGENTS LODOSYN 3 MO
APOKYN 3 PA: MO: MIRAPEX ER 3 MO

LA; QL (90 NEUPRO 3 MO

per 30 days) NOURIANZ 3 PA; MO;
apomorphine 1 PA; QL (90 LA; QL (30

per 30 days) per 30 days)
AZILECT 3 MO
benztropine oral 1 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ONGENTYS 3 PA; MO; MIGRAINE /

QL (30 per CLUSTER
30 days) HEADACHE

OSMOLEX ER 3 PA; QL (30 THERAPY
IORR_AELRTABLET, per 30 days) AIMOVIG ) PA: MO:
BIPHASIC 24HR AUTOINJECTOR (320Ld(1 p)er
193 MG AJOVY 3 PA E11\}/150
PARLODEL S MO AUTOINJECTOR QL (1.5 per
pramipexole oral 1 MO 30 days)
tablet AJOVY SYRINGE 3 PA; MO;
pramipexole oral 3 MO QL (1.5 per
tablet extended 30 days)
releasje ‘24 hr almotriptan malate 3 MO; QL
rasagiline 3 MO oral tablet 12.5 mg (24 per 28
ropinirole oral | MO days)
tablet almotriptan malate 3 MO; QL
ropinirole oral 3 MO oral tablet 6.25 mg (18 per 28
tablet extended days)
release 24 hr AMERGE 3 MO; QL
RYTARY 3 MO (18 per 28
selegiline hcl 1 MO days)
SINEMET ORAL 3 MO dihydroergotamine 1 QL (8 per
TABLET 10-100 nasal 28 days)
MG, 25-100 MG eletriptan 3 MO; QL
STALEVO 100 3 MO (18 per 28
STALEVO 125 3 MO days)
STALEVO 150 3 MO ELYXYB 3 gi’ (1;/;%
STALEVO 200 3 MO per 28 days)
STALEVO 75 3 MO EMGALITY PEN 2 PA;MO;
TASMAR ORAL 3 PA; MO QL (2 per
TABLET 100 MG 30 days)
tolcapone 1 PA
ZELAPAR 3 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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EMGALITY 2 PA; MO; IMITREX 3 MO; QL (8
SUBCUTANEOU QL (2 per STATDOSE per 28 days)
S SYRINGE 120 30 days) REFILL
MG/ML SUBCUTANEOU
EMGALITY 3 PA;MO; S CARTRIDGE 6
SUBCUTANEOU QL (3 per MG/0.5 ML
S SYRINGE 300 30 days) MAXALT ORAL 3 MO; QL
MG/3 ML (100 TABLET 10 MG (36 per 28
MG/ML X 3) days)
ergotamine-caffeine MO MAXALT-MLT 3 MO; QL
FROVA 3 MO; QL ORAL (36 per 28
(27 per 28 TABLET,DISINT days)
days) EGRATING 10
frovatriptan 3 MO; QL M'G
(27 per 28 migergot MO
days) MIGRANAL QL (8 per
IMITREX NASAL 3 MO;QL 28 days)
SPRAY,NON- (18 per 28 naratriptan 2 MO; QL
AEROSOL 20 days) (18 per 28
MG/ACTUATION days)
IMITREX NASAL 3 MO; QL NURTEC ODT 2 PA; QL (16
SPRAY,NON- (36 per 28 per 30 days)
AEROSOL 5 days) ONZETRA 3 MO: QL
MG/ACTUATION XSAIL (32 per 28
IMITREX ORAL 3 MO; QL days)
(18 per 28 QULIPTA 3 PA; MO;
days) QL (30 per
IMITREX 3 MO; QL (8 30 days)
STATDOSE per 28 days) RELPAX 3 MO:; QL
SUBCUTANEOU (18 per 28
S PEN INJECTOR days)
4 MG/0.5 ML REYVOW ORAL 3 PA; QL (16
TABLET 100 MG per 30 days)
REYVOW ORAL 3 PA; QL (8
TABLET 50 MG per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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rizatriptan oral 1 MO; QL TRUDHESA 3 ST; QL (8
tablet (36 per 28 per 28 days)
days) UBRELVY 2 PA; QL (20
rizatriptan oral MO; QL per 30 days)
tablet, disintegrating (36 per 28 ZEMBRACE 3 MO:; QL (8
days) SYMTOUCH per 28 days)
sumatriptan nasal MO; QL zolmitriptan nasal 3 MO; QL
spray,non-aerosol (18 per 28 spray,non-aerosol 5 (18 per 28
20 mglactuation days) mg days)
sumatriptan nasal MO; QL zolmitriptan oral 3 MO; QL
spray,non-aerosol 5 (36 per 28 (18 per 28
mglactuation days) days)
sumatriptan MO; QL ZOMIG 3 MO; QL
succinate oral (18 per 28 (18 per 28
days) days)
sumatriptan MO:; QL (8 MISCELLANEO
succinate per 28 days) us
subcutaneous NEUROLOGICA
cartridge L THERAPY
sumatriptan MO; QL (8
succinate per 28 days) AMPYRA 3 PA; MO;
subcutaneous pen LA; QL (60
injector per 30 days)
sumatriptan MO; QL (8 ARICEPT MO
succinate per 28 days) AUBAGIO PA; MO;
subcutaneous QL (30 per
solution 30 days)
sumatriptan- MO; QL AUSTEDO ORAL 3 PA; MO;
naproxen (18 per 28 TABLET 12 MG, 9 LA; QL
days) MG (120 per 30
TOSYMRA MO; QL days)
(24 per 28 AUSTEDO ORAL 3 PA; MO;
days) TABLET 6 MG LA; QL (60
TREXIMET MO; QL per 30 days)
(18 per 28 BAFIERTAM 3 PA; MO;
days) QL (120 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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COPAXONE 3 PA; MO; galantamine oral 2 MO
SUBCUTANEOU QL (30 per capsule,ext rel.
S SYRINGE 20 30 days) pellets 24 hr
MG/ML galantamine oral 3 MO
COPAXONE 3 PA; MO; solution
SUBCUTANEOU QL (12 per galantamine oral 2 MO
i/ISGﬁill\{/[I]leGE 40 28 days) tablet
GILENYA ORAL 2 PA; MO;
dalfampridine 2 PA;MO; CAPSULE 0.5 MG QL (30 per
?()Ld(m per 30 days)

: ays) glatiramer 1 PA; QL (30
dimethyl fumarate 1 PA; MO; subcutaneous per 30 days)
oral capsule,delayed QL (14 per syringe 20 mglml
release(drlec) 120 30 days) .

" glatiramer 1 PA; QL (12
diiqethylfuma [ | BA MO subcutaneous per 28 days)
rate ; ; syringe 40 mglml
oral capsule,delayed QL (120 per
glatopa 1 PA; MO;
release(drlec) 120 180 days)
mg (14)- 240 mg subcutaneous QL (30 per
(46) syringe 20 mglml 30 days)
dimethyl fumarate 1 PA; MO; glatopa ! PA; MO;
subcutaneous QL (12 per
oral capsule,delayed QL (60 per noe 40 melml 28 days)
release(drlec) 240 30 days) SYringe 7Y meim ys
mg HORIZANT 3 PA; MO;
; ORAL TABLET QL (30 per
;lgnneéez;l nc;;al tablet 1 MO EXTENDED 30 days)
’ RELEASE 300
donepezil oral tablet 3 MO MG
23 mg HORIZANT 3 PA;MO;
donepezil oral 1 MO ORAL TABLET QL (60 per
tablet,disintegrating EXTENDED 30 days)
EVRYSDI 3 PA; MO; RELEASE 600
LA; QL MG
51240 )per 30 INGREZZA 3 PALA;
ays QL (30 per
EXELON PATCH 3 MO 30 days)
FIRDAPSE 2 PA; LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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INGREZZA PA; LA; MAYZENT 3 PA; MO;
INITIATION QL (28 per ORAL TABLET QL (120 per
PACK 180 days) 0.25 MG 30 days)
KESIMPTA PEN PA; MO; MAYZENT 3 PA; MO;
QL (1.6 per ORAL TABLET 1 QL (30 per
28 days) MG, 2 MG 30 days)
KEVEYIS PA MAYZENT 3 PA; MO;
MAVENCLAD PA; MO; STARTER(FOR QL (7 per
(10 TABLET LA; QL (40 IMG MAINT) 180 days)
PACK) per 720 MAYZENT 3 PA; MO;
days) STARTER(FOR QL (12 per
MAVENCLAD (4 PA; MO; 2MG MAINT) 180 days)
TABLET PACK) LA; QL (16 memantine oral 3 PA; MO
per 720 capsule, sprinkle,er
days) 24hr
MAVENCLAD (5 PA; MO; memantine oral 2 PA; MO
TABLET PACK) LA; QL (20 solution
per 720 memantine oral 1 PA; MO
days) tablet
MAVENCLAD (6 PA; MO; MEMANTINE 3 PA; MO
TABLET PACK) LA; QL (24 ORAL
per 720 TABLETS,DOSE
days) PACK
MAVENCLAD (7 PA; MO; NAMENDA 3 PA;MO
TABLET PACK) LA; QL (28 ORAL TABLET
o 87)20 NAMENDA 3 PA;MO
MAVENCLAD (8 PI:, MO TITRATION PAK
TABLET PACK) LA; QL (32 gﬁg’[ﬁzNDA XR R ©'4; MO
. 87)20 CAPSULE,SPRIN
MAVENCLAD (9 P: MO KLEER 24HR
TABLET PACK) LA: QL (36 NAMZARIC 2 PAMO
per 720 NUEDEXTA 2 PA; MO
days) PONVORY 3 PA; MO;
QL (30 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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PONVORY 14- 3 PA; MO; VUMERITY 2 PA; MO;
DAY STARTER QL (14 per QL (120 per
PACK 180 days) 30 days)
RADICAVA ORS MO XENAZINE 3 PA; MO;
RADICAVA ORS MO ORAL TABLET LA; QL
STARTER KIT 12.5 MG (240 per 30
SUSP days)
RAZADYNE ER 3 MO XENAZINE 3 PAIMO;

. . ORAL TABLET LA; QL
rivastigmine S MO 25 MG (120 per 30
rivastigmine tartrate 2 MO days)
(T)iiFLIDERA 3 iﬁ; 1(\24]?( o ZEPOSIA 2 PA;MO;

; QL (30 per
ggII;SULE,DELA per 30 days) 30 days)
ZEPOSIA 2 PA; MO;
?g%ii‘éE(D R/EC STARTER KIT QL (37 per
180 days)
Fg%ililDERA & iﬁ’ 122/[]? ’ ZEPOSIA 2 PA; MO;
CAPSULE,DELA (120 per STARTER PACK QL (7 per
YED 180 days) 130 days)
RELEASE(DR/EC MUSCLE
) 120 MG (14)- 240 RELAXANTS/
MG (46) ANTISPASMOD
TECFIDERA 3 PA;MO; IC THERAPY
8}:§SLULE DELA LA;;)H(; (60 baclofen oral tablet 1 MO
YED ’ per ays) cyclobenzaprine 3 PA; MO
RELEASE(DR/EC oral tablet
) 240 MG DANTRIUM 3 MO
TEGSEDI 3 PAIMO; ORAL CAPSULE
LA 25 MG
tetrabenazine oral 1 PA; MO; dantrolene oral : MO
tablet 12.5 mg QL (240 per FEXMID 3 PA;MO
30 days) FLEQSUVY 3 MO
tetrabenazine oral 1 PA; MO; MESTINON 3 MO
tablet 25 mg QL (120 per ORAL
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MESTINON 3 MO ACTIQ 3 PA; MO;
TIMESPAN QL (120 per
pyridostigmine 1 MO 30 days)
bromide oral syrup BELBUCA 2 PA; MO;
PYRIDOSTIGMI 3 MO QL (60 per
NE BROMIDE 30 days)
ORAL TABLET buprenorphine hcl 1 MO
30 MG sublingual
pyridostigmine 2 MO buprenorphine 3 PA; MO;
bromide oral tablet transdermal patch QL (4 per
60 mg 28 days)
pyridostigmine 2 MO BUTRANS 3 PA; MO;
bromide oral tablet QL (4 per
extended release 28 days)
tizanidine oral 3 MO codeine sulfate 3 MO; QL
capsule (180 per 30
tizanidine oral 1 MO days)
tablet DILAUDID 3 MO; QL
ZANAFLEX 3 MO ORAL LIQUID (3204((1)() per
NARCOTIC DILAUDID 3 MOagi
ANALGESICS ;
ORAL TABLET (180 per 30
acetaminophen-caff- 3 MO; QL days)
dihydrocod oral (300 per 30 endocet oral tablet 2 MO; QL
capsule days) 10-325 mg, 5-325 (360 per 30
acetaminophen- 1 MO; QL mg, 7.5-325 mg days)
codeine oral solution (4500 per fentanyl citrate 1 PA: MO:
120-12 mgl5 mi 30 days) buccal lozenge on a QL (120 per
acetaminophen- 1 MO:; QL handle 1,200 mcg, 30 days)
codeine oral tablet (360 per 30 1,600 mcg, 400 mcg,
300-15 mg, 300-30 days) 600 mceg, 800 mcg
mg fentanyl citrate 3 PA; MO;
acetaminophen- 1 MO; QL buccal lozenge on a QL (120 per
codeine oral tablet (180 per 30 handle 200 mcg 30 days)
300-60 mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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FENTANYL 3 PA; QL hydrocodone 3 PA; MO;
CITRATE (120 per 30 bitartrate, oral QL (60 per
BUCCAL days) only,ext.rel.24 hr 20 30 days)
TABLET, mg, 30 mg, 40 mg,
EFFERVESCENT 60 mg, 80 mg
100 MCG, 400 hydrocodone- 2 MO; QL
gg(():(l\:;[’(?g}o MCG, acetaminophen oral (5550 per
solution 7.5-325 30 days)
FENTANYL 3 PA; MO; mgll5 ml
CITRATE QL (120 per hydrocodone- 2 MO; QL
BUCCAL 30 days) acetaminophen oral (390 per 30
TABLET, tablet 10-300 mg, 5- days)
gFFERVESCENT 300 mg, 7.5-300 mg
00 MCG hydrocodone- 2 MO; QL
fentanyl 3 PA; MO; acetaminophen oral (360 per 30
transdermal patch QL (10 per tablet 10-325 mg, 5- days)
72 hour 100 mcglhr, 30 days) 325 mg, 7.5-325 mg
12 meglhr, 25 hydrocodone- 2 MO; QL
mcglhr, 37.5
megl héur 5 0 ibuprofen (50 per 30
mcglhr, 62.5 days)
meglhour, 75 hydromorphone 3 QL (240 per
(pf) injection 30 days)
mcglhr .
fentanyl 1 PA; MO; ?c;h’;zzl())n 1]00 ngm/% rlnl)
transdermal patch QL (10 per ’ £
72 hour 87.5 30 days) hydromorphone oral 3 MO; QL
meglhour liquid (2400 per
FENTORA 3 PA;MO; 30 days)
QL (120 per hydromorphone oral 2 MO; QL
30 days) tablet (180 per 30
hydrocodone 3 PA; MO; days)
bitartrate, oral only, QL (90 per hydromorphone oral 3 PA; MO;
tablet extended QL (60 per
er 12hr 30 days)
hydrocodone 1 PA: MO: release 24 hr 30 days)
bitartrate, oral QL (60 per HYSINGLA ER 3 PA; MO;
only,ext.rel.24 hr 30 days) QL (60 per
100 mg, 120 mg 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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LAZANDA 3 PA; MO; morphine oral 2 MO; QL
NASAL QL (45 per solution (900 per 30
SPRAY,NON- 30 days) days)
AEROSOL 100 morphine oral tablet 2 MO:; QL
MCG/SPRAY (180 per 30
LAZANDA 3 PA; MO; days)
NASAL QL (30 per morphine oral tablet 2 PA;MO;
SPRAY,NON- 30 days) extended release QL (120 per
AEROSOL 400 30 days)
MCG/SPRAY MS CONTIN 3 PA;MO;
levorphanol tartrate 1 MO; QL QL (120 per

(120 per 30 30 days)

days) oxycodone oral 2 MO; QL
methadone oral 2 PA; MO; capsule (360 per 30
solution 10 mgl5 ml QL (600 per days)

30 days) oxycodone oral 3 MO; QL
methadone oral 2 PA; MO; concentrate (180 per 30
solution 5 mgl5 ml QL (1200 days)

per 30 days) oxycodone oral 2 MO; QL
methadone oral 2 PA; MO; solution (1200 per
tablet 10 mg QL (120 per 30 days)

30 days) oxycodone oral 2 MO; QL
methadone oral 2 PA; MO; tablet 10 mg, 15 mg, (180 per 30
tablet 5 mg QL (240 per 20 mg, 30 mg days)

. 30 days) oxycodone oral 2 MO; QL
morphine 2 MO; QL tablet 5 mg (360 per 30
concentrate oral (900 per 30 days)
solution days) OXYCODONE 3 PA;QL (90
morphine oral 3 PA; MO; ORAL per 30 days)
capsule, er QL (60 per TABLET,ORAL
multiphase 24 hr 30 days) ONLY.EXT.REL.
morphine oral 3 PA; MO; 12 HR 10 MG, 20
capsule,extend.relea QL (90 per MG, 40 MG
se pellets 10 mg, 100 30 days) OXYCODONE, 3 PA; QL (60
mg, 20 mg, 30 mg, ORAL ONLY, per 30 days)

50 mg, 60 mg, 80
mg

EXT.REL.12 HR
80 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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oxycodone- 3 QL (1860 prolate oral tablet 3 MO; QL
acetaminophen oral per 30 days) (390 per 30
solution 5-325 mgl5 days)
ml ROXICODONE 3 MO; QL
oxycodone- 1 QL (390 per ORAL TABLET (180 per 30
acetaminophen oral 30 days) 15 MG, 30 MG days)
tablet 10-300 mg, 5- ROXICODONE 3 QL (360 per
300 mg, 7.5-300 mg ORAL TABLET 5 30 days)
oxycodone- 2 MO; QL MG
acetaminophen oral (360 per 30 SEGLENTIS 3 ST; MO;
tablet 10-325 mg, days) QL (120 per
2.5-325 mg, 5-325 30 days)
mg, 7.5-325 mg SUBSYS 3 PA; MO;
OXYCONTIN, 2 PA; MO; QL (120 per
ORAL ONLY, QL (90 per 30 days)
EXT.REL.12 HR 30 days) :
10 MG, 15 MG, 20 TREZIX 3 ?;I(% %330
MG, 30 MG, 40 i S)p
MG, 60 MG Y
OXYCONTIN, 2 PA; MO; XTAMPZA ER 3 g}‘:’ (g%o,er
ORAL ONLY, QL (60 per 30 da S)p
EXT.REL.12 HR 30 days) Y
80 MG NON-
oxymorphone oral 3 MO; QL NARCOTIC
tablet 10 mg (360 per 30 ANALGESICS
days) ARTHROTEC 50 ST; MO
oxymorphone oral 3 MO;QL ARTHROTEC 75 ST; MO
tablet 5 mg Ei 180 per 30 buprenorphine- MO: QL
ays) naloxone sublingual (60 per 30
oxymorphone oral 3 PA; MO; film 12-3 mg days)
Zag)let e)]C;eZded %L d(90 pet buprenorphine- 2 MO; QL
refease ’ ays) naloxone sublingual (360 per 30
PERCOCET 3 MO:; QL film 2-0.5 mg days)
51360 per 30 buprenorphine- 2 MO; QL
ays) naloxone sublingual (90 per 30
film 4-1 mg, 8-2 mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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buprenorphine- | MO; QL diclofenac sodium 2 MO; QL
naloxone sublingual (360 per 30 topical gel 1 % (1000 per
tablet 2-0.5 mg days) 28 days)
buprenorphine- | MO; QL diclofenac sodium | MO; QL
naloxone sublingual (90 per 30 topical solution in (224 per 28
tablet 8-2 mg days) metered-dose pump days)
butorphanol nasal 3 MO; QL diclofenac- 3 MO
(10 per 28 misoprostol
days) diflunisal 2 MO
CAMBIA 3 ST:MO; DUEXIS 3 ST; MO
QL (9 per etodolac oral 2 MO
30 days)
CELEBREX 3 MO capsule
: etodolac oral tablet 2 MO
celecoxib ! MO etodolac oral tablet 3 MO
CONZIP 3 g‘}‘:’ (1;/[00; extended release 24
per hr
30 days) FELDENE 3 ST;MO
DAYPRO ST; MO fenoprofen oral 3 ST; MO
per ays) fenoprofen oral 3 MO
diclofenac 3 MO tablet
P oral FLECTOR 3 PA; MO;
QL (60 per
DICLOFENAC 3 ST; MO 30 days)
POTASSIUM :
ORAL TABLET ’?Zf b ]VZJO%” oral . V1
25 MG aper iy ms
diclofenac 1 MO ibu oral tablet 600 | MO
: mg, 800 mg
potassium oral
tablet 50 mg ibuprof?n oral | MO
diclofenac sodium 1 MO suspension
oral ibuprofen oral tablet | MO
diclofenac sodium 3 MO; QL ;gg mg, 600 mg,
topical drops (300 per 28 e
days) ibuprofen- 3
famotidine

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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INDOCIN 3 MO NALFON ORAL 3 ST; MO
RECTAL TABLET
ketoprofen oral 3 MO naloxone injection | MO
capsule 25 mg solution
ketoprofen oral 3 MO naloxone injection | MO
capsule,ext rel. syringe
pellets 24 hr 200 mg naloxone nasal 1 MO
KETOROLAC 3 ST naltrexone | MO
NASAL A NAPRELAN CR 3 ST; MO
KLOXXADO MO naproxen oral 3 MO
LICART I()) ‘}‘:; (%Op;er SUSpension
30 days) naproxen oral tablet 1 MO
LODINE ORAL 3 ST naproxen oral 1 MO
TABLET tablet,delayed
release (drlec) 375
lofena | MO mg
LUCEMYRA 3 PA; MO naproxen oral 1
meclofenamate 3 MO tablet,delayed
y
mefenamic acid 3 MO release (drlec) 500
meloxicam oral 1 MO me
tablet 15 mg naproxen sodium | MO
meloxicam oral 1 MO; QL ggcglrt;zblet 275 mg,
tablet 7.5 mg (30 per 30 g
naproxen sodium 3 MO
days)
meloxicam 3 MO oral tablet, er
. ) multiphase 24 hr
submicronized oral 375 500
capsule 10 mg s e
meloxicam 3 MO; QL naproxen- I ! MO
submicronized oral (30 per 30 esomeprazore
capsule 5 mg days) NARCAN MO
nabumetone 1 MO NUCYNTA ER PA; MO;
NALFON ORAL 3 ST;MO %L d(60 )per
CAPSULE 400 ays
MG NUCYNTA 3 MO; QL
ORAL TABLET (181 per 30
100 MG days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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NUCYNTA 3 MO; QL TRAMADOL 3 PA; MO;
ORAL TABLET (362 per 30 ORAL QL (30 per
50 MG days) CAPSULE,ER 30 days)
NUCYNTA 3 MO; QL BIPHASE 24 HR
ORAL TABLET (242 per 30 25-75100 MG, 200
75 MG days) MG
oxaprozin MO TRAMADOL 3 MO; QL
PENNSAID ST; MO; %%‘;LGT ABLET gaz(l)per 30
TOPICAL QL (224 per y
SOLUTION IN 28 days) tramadol oral tablet 1 MO; QL
METERED-DOSE 30 mg (240 per 30
PUMP days)
piroxicam P MO tramadol oral tablet 3 PA; MO;
RELAFEN DS 3 ST: MO extended release 24 QL (30 per
hr 30 days)
SPRIX . ST tramadol oral 3 PA; MO;
SUBOXONE 3 MO; QL tablet, er multiphase QL (30 per
SUBLINGUAL (60 per 30 24 hr 30 days)
FILM 12-3 MG days) tramadol- 1 MO; QL
SUBOXONE 3 MO; QL acetaminophen (240 per 30
SUBLINGUAL (360 per 30 days)
FILM 2-0.5 MG days) ULTRACET 3 MO: QL
SUBOXONE 3 MO; QL (240 per 30
SUBLINGUAL (90 per 30 days)
FILM 4-1 MG, 8-2 days) ULTRAM 3 MO: QL
MG
: (240 per 30
sulindac 1 MO days)
(T)RRziyADOL 3 g?;(lg/éo; VIMOVO 3 ST;MO
per
CAPSULE.ER 30 days) VIVITROL 2 MO
BIPHASE 24 HR ZIMHI 3
17-83 ZIPSOR 3 ST; MO
ZORVOLEX 3 ST; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ZUBSOLV 2 MO; QL ABILIFY ORAL 3 MO; QL
SUBLINGUAL (30 per 30 TABLET (30 per 30
TABLET 0.7-0.18 days) days)
MG, 1.4-0.36 MG, ADDERALL 3 MO
11.4-2.9 MG, 2.9- ORAL TABLET
0.71 MG, 5.7-1.4 20 MG, 5 MG, 7.5
MG MG
gggﬁ%c\}fUAL 2 ?él(?; Q%o ADDERALL XR 3 ST; MO
per i} .
TABLET 8.6-2.1 days) ADZENYS XR & ST, MO
ODT
MG AMBIEN 3 MO; QL
PSYCHOTHER (30 I; e? 30
APEUTIC days)
DRUGS AMBIEN CR 3 MO; QL
ABILIFY 2 MO; QL (1 (30 per 30
MAINTENA per 28 days) days)
ABILIFY 3 QL (30 per amitriptyline MO
MAINTENANCE B amoxapine MO
KIT ORAL amphetamine 3 PA; MO
TABLET WITH sulfate
SENSOR AND ANAFRANIL MO
STRIP 15 MG, 2 APLENZIN MO; QL
MG, 20 MG, 5 MG (30 per 30
ABILIFY 3 QL (30 per days)
MYCITE ORAL 30 days) APTENSIO XR ST; MO
TABLET WITH aripiprazole oral MO
SENSOR AND solution
PATCH 30 MG
aripiprazole oral | MO; QL
ABILIFY 3 QL (30 per tablet (30 per 30
MYCITE 180 days) days)
STARTER KIT —
ORAL TABLET arlplpra'zo.le oral . 1 MO; QL
WITH SENSOR, tablet,disintegrating 860 per 30
STRIP, POD 10 ays)
MG ARISTADA 2 MO; QL
INITIO (4.8 per 365
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
43


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ARISTADA 2 MO; QL ATIVAN ORAL 3 PA; MO;
INTRAMUSCUL (3.9 per 56 TABLET 2 MG QL (150 per
AR days) 30 days)
SUSPENSION,EX atomoxetine oral 3 MO; QL
TENDED REL capsule 10 mg, 18 (60 per 30
SYRING 1,064 mg, 25 mg, 40 mg days)
MG/3.9 ML atomoxetine oral 3 MO; QL
ARISTADA 2 MO; QL capsule 100 mg, 60 (30 per 30
INTRAMUSCUL (1.6 per 28 mg, 80 mg days)
AR days) ;
SUSPENSION.EX AZSTARYS ST; MO
TENDED REL BELSOMRA PA; MO;
SYRING 441 QL (30 per
MG/1.6 ML 30 days)
ARISTADA 2 MO; QL bupropion hcl oral 1 MO
INTRAMUSCUL (2.4 per 28 tablet
AR days) bupropion hcl oral | MO; QL
SUSPENSION,EX tablet extended (90 per 30
TENDED REL release 24 hr 150 mg days)
SYRING 662 bupropion hcl oral 1 MO; QL
MG/2.4 ML tablet extended (30 per 30
ARISTADA 2 MO; QL release 24 hr 300 mg days)
INTRAMUSCUL (3.2 per 28 BUPROPION 3 MO; QL
AR days) HCL ORAL (30 per 30
SUSPENSION,EX TABLET days)
TENDED REL EXTENDED
SYRING 882 RELEASE 24 HR
MG/3.2 ML 450 MG
armodafinil 3 PA; MO; bupropion hcl oral 1 MO; QL
QL (30 per tablet sustained- (60 per 30
30 days) release 12 hr days)
asenapine maleate 3 MO; QL buspirone 1 MO
Efao f)er 30 CAPLYTA ORAL 3 MO: QL
y CAPSULE 42 MG (30 per 30
ATIVAN ORAL 3 PA; MO; days)
TABLET 0.5 MG, QL (90 per
1 MG 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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CELEXA ORAL 3 MO; QL DAYTRANA 3 ST; MO
TABLET (30 per 30 DAYVIGO 3 PA; MO;
days) QL (30 per
chlorpromazine oral MO 30 days)
CITALOPRAM MO; QL desipramine | MO
ORAL CAPSULE (30 per 30 DESOXYN PA; MO
days) DESVENLAFAXI 3 MO; QL
citalopram oral 2 MO NE ORAL (120 per 30
solution TABLET days)
citalopram oral | MO; QL EXTENDED
tablet (30 per 30 RELEASE 24 HR
days) 100 MG
clomipramine MO DESVENLAFAXI 3 MO; QL
clonidine hcl oral MO NE ORAL (30 per 30
tablet extended TABLET days)
release 12 hr EXTENDED
clorazepate 2 PA; MO; RELEASE 24 HR
. . 50 MG
dipotassium oral QL (180 per :
tablet 15 mg 30 days) desv?nlafaxme 2 MO; QL
clorazepate 5 PA: MO: succinate Ej?aaO ger 30
dipotassium oral QL (90 per Y
tablet 3.75 mg 30 days) DEXEDRINE 3 ST; MO
i ; ’ PA: MO SPANSULE
e ora=epate e ORAL CAPSULE,
dipotassium oral QL (360 per
tablet 7.5 30 days) EXTENDED
abtet 7.0 mg ays RELEASE 10 MG,
clozapine oral tablet 2 15 MG
clozap in'e or al ' 3 dexmethylphenidate MO
tablet, disintegrating dextroamphetamine MO
CLOZARIL sulfate
CONCERTA ST; MO dextroamphetamine 3 MO
COTEMPLA XR- ST; MO -amphetamine oral
OoDT capsule,extended
CYMBALTA 3 MO:QL release 24hr
(60 per 30 dextroamphetamine 2 MO
days) -amphetamine oral
tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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diazepam intensol 1 PA; MO; DYANAVEL XR 3 ST; MO
QL (240 per ORAL SUSPEN,
30 days) IR - ER,
diazepam oral 1 PA; MO; BIPHASIC 24HR
solution 5 mgl5 ml QL (1200 EFFEXOR XR 3 MO; QL
(1 mglml) per 30 days) ORAL (30 per 30
diazepam oral tablet 1 PA; MO; CAPSULE,EXTE days)
QL (120 per NDED RELEASE
30 days) 24HR 150 MG,
doxepin oral capsule 3 MO 375 MG
doxepin oral 3 MO EFFEXOR XR 3 MO; QL
concgntrate ORAL (90 per 30
CAPSULE.EXTE days)
doxepin oral tablet 2 MO; QL NDED RELEASE
(30 per 30 24HR 75 MG
DRIZALMA 3 lc\l/ell(y)S)QL EMSAM : MO
ORAL CAPSULE, (60 per 30 re f’lmd S MO
DELAYED REL days) escitalopram MO
SPRINKLE 20 oxalate oral solution
MG, 30 MG, 60 escitalopram 1 MO; QL
MG oxalate oral tablet (30 per 30
DRIZALMA 3 MO;QL days)
ORAL CAPSULE, (90 per 30 eszopiclone 3 MO; QL
DELAYED REL days) (30 per 30
SPRINKLE 40 days)
MG EVEKEO 3 PA;MO
duloxetine oral 1 MO; QL EVEKEO ODT 3 PA; MO
copmicdlued R0 paaproraL 3 Mooy
y TABLET (60 per 30
mg, 30 mg, 60 mg days)
Capote e " oper 30 FANAPTORAL 3 MO:QL(®
rei usedr /ei )40 i f) TABLETS,DOSE per 180
Y PACK days)

mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
46


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
FETZIMA ORAL 2 MO; QL [fluphenazine 3 MO
CAPSULE,EXT (28 per 180 decanoate
REL 24HR DOSE days) fluphenazine hcl 3 MO
PACK fluvoxamine oral 3 MO; QL
FETZIMA ORAL 2 MO; QL capsule,extended (60 per 30
CAPSULE,EXTE (30 per 30 release 24hr days)
;DI-IIE}? RELEASE days) fluvoxamine oral 1 MO:; QL
tablet 100 mg (90 per 30
fluoxetine (pmdd) 1 QL (240 per days)
oral tablet 10 mg 30 days) fluvoxamine oral 1 MO; QL
fluoxetine (pmdd) 1 QL (120 per tablet 25 mg (30 per 30
oral tablet 20 mg 30 days) days)
Sfluoxetine oral 1 MO; QL Sfluvoxamine oral 1 MO; QL
capsule 10 mg (30 per 30 tablet 50 mg (60 per 30
days) days)
Sfluoxetine oral 1 MO; QL FOCALIN 3 MO
capsule 20 mg (90 per 30 FOCALIN XR 3 ST; MO
days) ’
fluoxetine oral 1 MO:; QL FORFIVO XL : z[(? ;e? I5()
capsule 40 mg (60 per 30 da f)
days) Y
fluoxetine oral 1 MO; QL (4 IC;]IEF;)RI?AC;I/FUSCUL ’ Mo
capsule,delayed per 28 days) AR
release(drlec)
fluoxetine oral 1 MO GEODON ORAL . ?g(? ’eQ I;)O
solution dayf) '
fluoxetine oral 1 MO; QL
tablet 10 mg (240 per 30 gg&iﬁg ATE ’ Mo
days) :
Sfluoxetine oral 1 MO; QL haloperz‘dol 1 MO
tablet 20 mg (120 per 30 haloperidol 3
days) decanoate 1
X intramuscular
Jluoxetine oral 5 MO; QL solution 100 mglml
tablet 60 mg (30 per 30 (1 ml) &
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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haloperidol 3 MO INVEGA ORAL 3 MO; QL
decanoate TABLET (60 per 30
intramuscular EXTENDED days)
solution 100 mgimil, RELEASE 24HR 6
50 mglml, 50 MG
mglml(1ml) INVEGA 2 MO;QL
haloperidol lactate 3 MO SUSTENNA (0.75 per 28
injection INTRAMUSCUL days)
haloperidol lactate 1 MO AR SYRINGE 117
oral MG/0.75 ML
HETLIOZ 3 PA; MO; INVEGA 2 Mo;QL(
QL (30 per SUSTENNA per 28 days)
30 days) INTRAMUSCUL
HETLIOZ LQ 3 PA; MO; AR SYRINGE 156
MG/ML
QL (158 per
30 days) INVEGA 2 MO; QL
— : SUSTENNA (1.5 per 28
imipramine hcl 3 MO INTRAMUSCUL days)
imipramine pamoate 3 MO AR SYRINGE 234
INVEGA 2 MO; QL MG/1.5 ML
HAFYERA (3.5 per 180 INVEGA % MO:; QL
INTRAMUSCUL days) SUSTENNA (0.25 per 28
AR SYRINGE INTRAMUSCUL days)
1,092 MG/3.5 ML AR SYRINGE 39
INVEGA 2 MO; QL (5 MG/0.25 ML
HAFYERA per 180 INVEGA P MO:; QL
INTRAMUSCUL days) SUSTENNA (0.5 per 28
AR SYRINGE INTRAMUSCUL days)
1,560 MG/5 ML AR SYRINGE 78
INVEGA ORAL 3 MO; QL MG/0.5 ML
TABLET (30 per 30 INVEGA 2 MO;QL
EXTENDED days) TRINZA (0.88 per 90
RELEASE 24HR INTRAMUSCUL days)
1.5 MG, 3 MG, 9 AR SYRINGE 273
MG MG/0.88 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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INVEGA 2 MO; QL lorazepam oral 1 PA; MO;
TRINZA (1.32 per 90 tablet 2 mg QL (150 per
INTRAMUSCUL days) 30 days)
AR SYRINGE 410 LOREEV XR 3 PA;MO;
MG/1.32 ML ORAL QL (30 per
INVEGA 2 MO; QL CAPSULE,EXTE 30 days)
TRINZA (1.75 per 90 NDED RELEASE
INTRAMUSCUL days) 24HR 1 MG, 1.5
AR SYRINGE 546 MG
MG/1.75 ML LOREEV XR 3 PA;MO;
INVEGA 2 MO; QL ORAL QL (150 per
TRINZA (2.63 per 90 CAPSULE,EXTE 30 days)
INTRAMUSCUL days) NDED RELEASE
AR SYRINGE 819 24HR 2 MG
MG72.63 ML LOREEV XR 3 PA; MO;
JORNAY PM ST; MO ORAL QL (90 per
KAPVAY ST;: MO CAPSULE,EXTE 30 days)
LATUDA ORAL MO; QL i%i%iféEASE
TABLET 120 MG, (30 per 30
20 MG, 40 MG, 60 days) loxapine succinate 1 MO
MG LUNESTA 3 MO; QL
LATUDA ORAL 3 MO;QL (30 per 30
TABLET 80 MG (60 per 30 days)
days) LYBALVI 3 ST; MO;
LEXAPROORAL 3  MO:;QL QL (30 per
TABLET (30 per 30 30 days)
days) MARPLAN 3 MO
lithium carbonate 1 MO methamphetamine 3 PA; MO
LITHOBID 3 MO METHYLIN 3 MO
lorazepam intensol 1 PA; QL ORAL
(150 per 30 SOLUTION
days) methylphenidate hcl 3 MO
lorazepam oral 1 PA; MO; or a( cap.er .
tablet 0.5 mg, 1 mg QL (90 per sprinkle, biphasic 40-
30 days) 60

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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methylphenidate hcl 3 MO modafinil oral tablet 2 PA; MO;
oral capsule, er 100 mg QL (30 per
biphasic 30-70 30 days)
methylphenidate hcl 3 MO modafinil oral tablet 2 PA; MO;
oral capsule,er 200 mg QL (60 per
biphasic 50-50 30 days)
methylphenidate hcl 3 MO molindone 3 MO
oral solution MYDAYIS 3 ST: MO
methylphenidate hcl 2 MO NARDIL 3 MO
oral tablet : nefazodone 3 MO
metlhty lg lh‘i”’df“’ ;Cé . M© NORPRAMIN 3 MO
o ORAL TABLET
P B ; 10 MG, 25 MG

methylphenidate hc : X
oral tablet extended ZZVZZZ tyline oral ! MO
release 24hr 18 mg P
(bx rating), 27 mg nortriptyline oral 3 MO
(bx rating), 36 mg solution
(bx rating ), 54 mg NUPLAZID 3 PA; MO;
(bx rating) QL (30 per
methylphenidate hcl 3 MO 30 days)
oral tablet extended NUVIGIL 3 PA; MO;
release 24hr 18 mg, QL (30 per
27 mg, 36 mg, 54 30 days)
mg olanzapine 3 MO
METHYLPHENI 3 ST; MO intramuscular
DATE HCL olanzapine oral 1 MO; QL
ORAL TABLET tablet (30 per 30
EXTENDED days)
%EI\L&%ASE 24HR olanzapine oral 3 MO; QL

tablet, disintegrating (30 per 30
methylphenidate hcl 3 MO d

ays)

oral tablet,chewable :

olanzapine- 3 MO
mirtazapine oral 1 MO fluoxetine
tablet
mirtazapine oral 2 MO

tablet,disintegrating

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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paliperidone oral 3 MO; QL PERSERIS 2 MO; QL (1
tablet extended (30 per 30 per 30 days)
release 24hr 1.5 mg, days) PEXEVA ORAL 3 MO;QL
3 mg, 9 mg TABLET 10 MG, (30 per 30
paliperidone oral 3 MO; QL 20 MG, 40 MG days)
tablet extended (60 per 30 PEXEVA ORAL 3 MO; QL
release 24hr 6 mg days) TABLET 30 MG (60 per 30
PAMELOR MO days)
PARNATE MO phenelzine 2 MO
paroxetine hcl oral MO pimozide 3 MO
suspension PRISTIQ 3 MO; QL
paroxetine hcl oral | MO; QL (30 per 30
tablet 10 mg, 20 mg, (30 per 30 days)
40 mg days) procentra 3 MO
paroxetine hel oral 1 MO:; QL protriptyline 3 MO
tablet 30 mg (60 per 30 PROVIGILORAL 3 PA; MO;
days) TABLET 100 MG QL (30 per
paroxetine hcl oral 3 MO; QL 30 days)
tablet extended (60 per 30 PROVIGIL ORAL 3 PA: MO:
release 24 hr days) TABLET 200 MG QL (60 per
paroxetine 3 MO; QL 30 days)
mesylate(menop.sy (30 per 30 PROZAC ORAL 3 MO:; QL
m) days) CAPSULE 10 MG (30 per 30
PAXIL CR 3 MO; QL days)
(0 pe! 30 PROZAC ORAL 3 MO; QL
Y CAPSULE 20 MG (90 per 30
PAXIL ORAL 3 MO days)
SUSPENSION PROZAC ORAL 3 MO;QL
PAXIL ORAL 3 MO;QL CAPSULE 40 MG (60 per 30
TABLET 10 MG, (30 per 30 days)
20 MG, 40 MG days) QELBREEORAL 3 ST: MO;
PAXIL ORAL 3 MO; QL CAPSULE,EXTE QL (30 per
TABLET 30 MG (60 per 30 NDED RELEASE 30 days)
days) 24HR 100 MG, 150
perphenazine 3 MO MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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QELBREE ORAL 3 ST; MO; RISPERDAL 2 MO; QL (2

CAPSULE.EXTE QL (60 per CONSTA per 28 days)

NDED RELEASE 30 days) RISPERDAL 3 MO

24HR 200 MG ORAL

quetiapine oral 1 MO; QL SOLUTION

tablet 100 mg, 200 (90 per 30 RISPERDAL 3 MO; QL

mg, 25 mg, 50 mg days) ORAL TABLET (60 per 30

quetiapine oral | MO; QL 0.5 MG, 1 MG, 2 days)

tablet 300 mg, 400 (60 per 30 MG, 3 MG

mg days) RISPERDAL 3 MO; QL

quetiapine oral 2 MO; QL ORAL TABLET 4 (120 per 30

tablet extended (30 per 30 MG days)

release 24 hr 150 days) risperidone oral 1 MO

mg, 200 mg solution

quetiapine oral 2 MO; QL risperidone oral 1 MO; QL

tablet extended (60 per 30 tablet 0.25 mg, 0.5 (60 per 30

release 24 hr 300 days) mg, 1 mg, 2 mg, 3 days)

mg, 400 mg, 50 mg mg

QUILLICHEW 3 ST; MO risperidone oral 1 MO; QL

ER tablet 4 mg (120 per 30

QUILLIVANT XR 3 ST; MO days)

QUVIVIQ 3 PA; MO; risperidone oral 3 MO; QL
QL (30 per tablet,disintegrating (60 per 30
30 days) 0.25 mg, 0.5 mg, 1 days)

ramelteon 2 MO; QL mg, 2 mg, 3 mg
(30 per 30 risperidone oral 3 MO; QL
days) tablet, disintegrating (120 per 30

RELEXXII 3 ST; MO 4 mg days)

REMERON 3 MO RITALIN 3 MO

ORAL TABLET RITALIN LA 3 ST; MO

15 MG, 30 MG ROZEREM 3 MO; QL

REMERON 3 MO (30 per 30

SOLTAB days)

REXULTI 3 MO; QL SAPHRIS 3 MO; QL
(30 per 30 (60 per 30
days) days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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SECUADO 3 MO; QL STRATTERA 3 ST; MO;
(30 per 30 ORAL CAPSULE QL (60 per
days) 10 MG, 18 MG, 25 30 days)
SEROQUEL 3 MO;QL MG, 40 MG
ORAL TABLET (90 per 30 STRATTERA 3 ST; MO;
100 MG, 200 MG, days) ORAL CAPSULE QL (30 per
25 MG, 50 MG 100 MG, 60 MG, 30 days)
SEROQUEL 3 MO;QL 80 MG
ORAL TABLET (60 per 30 SUNOSI 3 PA; MO;
300 MG, 400 MG days) QL (30 per
SEROQUEL XR 3 MO:; QL 30 days)
ORAL TABLET (30 per 30 SYMBYAX 3 MO
EXTENDED days) ORAL CAPSULE
RELEASE 24 HR 3-25 MG, 6-25 MG
150 MG, 200 MG thioridazine 2 MO
SEROQUEL XR 3 MO; QL thiothixene 1 MO
ORAL TABLET (60 per 30 TRANXENE T- 3 PA: MO:
EXTENDED days) TAB QL (360
RELEASE 24 HR 304 )per
300 MG, 400 MG, ays
50 MG tranylcypromine 3 MO
SERTRALINE 3 MO:;QL trazodone I MO
ORAL CAPSULE (30 per 30 trifluoperazine 2 MO
days) trimipramine 3 MO
sertraline oral 3 MO TRINTELLIX D MO; QL
concentrate (30 per 30
sertraline oral tablet 1 MO; QL days)
100 mg, 50 mg (60 per 30 VALIUM 3 PA; MO:;
days) QL (120 per
sertraline oral tablet 1 MO; QL 30 days)
25 mg (30 per 30 venlafaxine oral 1 MO; QL
days) capsule,extended (30 per 30
SILENOR 3 MO; QL release 24hr 150 days)
(30 per 30 mg, 37.5 mg
days) venlafaxine oral 1 MO; QL
capsule,extended (90 per 30
release 24hr 75 mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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venlafaxine oral | MO; QL WELLBUTRIN 3 MO; QL
tablet (90 per 30 XL ORAL (30 per 30
days) TABLET days)
venlafaxine oral 3 MO; QL EXTENDED
tablet extended (30 per 30 RELEASE 24 HR
release 24hr days) 300 MG
VERSACLOZ 2 XYREM 3 PA; LA;
VIIBRYD ORAL 3 MO:;QL %Ld(54g per
TABLET (30 per 30 ays
days) XYWAV 3 PA; LA;
VIIBRYD ORAL 2 MO;QL %Ld(54g per
TABLETS,DOSE (30 per 180 ays
PACK 10 MG (7)- days) zaleplon oral 3 MO; QL
20 MG (23) capsule 10 mg (60 per 30
vilazodone 2 MO; QL days)
(30 per 30 zaleplon oral 3 MO; QL
days) capsule 5 mg (30 per 30
VRAYLARORAL 3  MO:QL days)
CAPSULE (30 per 30 zenzedi oral tablet 3 MO
days) 10 mg, 5 mg
VRAYLAR ORAL 3 MO; QL (7 ZENZEDI ORAL 3 MO
CAPSULE,DOSE per 180 TABLET 15 MG,
PACK days) 2.5 MG, 20 MG, 30
VYVANSE ST; MO MG, 7.5 MG
WAKIX PA- MO: ziprasidone hcl 2 MO; QL
’ days)
per 30 days) : :
WELLBUTRIN 3 MO:; QL lera;zc:one 3 MO
SR (60 per 30 mesytate
days) ZOLOFT ORAL 3 MO
WELLBUTRIN 3 MO:QL CONCENTRATE
XL ORAL (90 per 30 ZOLOFT ORAL 3 MO; QL
TABLET days) TABLET 100 MG, (60 per 30
EXTENDED 50 MG days)
RELEASE 24 HR ZOLOFT ORAL 3 MO;QL
150 MG TABLET 25 MG (30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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zolpidem oral tablet 1 MO; QL amiodarone oral 1 MO
(30 per 30 tablet 200 mg
days) BETAPACE AF 3 MO
zolpidem oral 3 MO; QL dofetilide 3 MO

table't, ext release (30 per 30 flecainide 1 MO

multiphase days) —

ZOLPIMIST 3 MO: QL mexiletine 2 MO
(7.7 per 30 MULTAQ 3 MO
days) pacerone oral tablet 1 MO

ZYPREXA 3 MO 100 mg, 200 mg,

INTRAMUSCUL 400 mg

AR propafenone oral 3 MO

ZYPREXA ORAL 3 MO;QL capsule,extended
(30 per 30 release 12 hr
days) propafenone oral 1 MO

ZYPREXA 2 MO;QL(2 tablet

RELPREVV per 28 days) quinidine gluconate 3 MO

INTRAMUSCUL oral

AR SUSPENSION quinidine sulfate 1 MO

E(];EONSTITUTI oral fabiet

ON 210 MG RY'THMOL SR 3 MO

ZYPREXA ZYDIS 3 MO: QL sorine oral tablet 1 MO

120 mg, 160 mg, 80
(30 per 30
mg
vy [ tabl, 1
] 1 t
CARDIOVAS sorine oral table
240 mg

CULAR, sotalol af 1

HYPERTENSI sotalol oral 1 MO

ON/LIPIDS SOTYLIZE 3 MO

ANTIARRHYTH TIKOSYN 3 MO

MIC AGENTS ANTIHYPERTE

amiodarone oral 1 NSIVE

tablet 100 mg, 400 THERAPY

ne ACCUPRIL MO

ACCURETIC MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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acebutolol 1 MO bisoprolol- 1 MO
ALDACTAZIDE 3 MO hydrochlorothiazide
ALDACTONE 3 MO bumetanide 3 MO
aliskiren 3 MO inyjection :
ALTACE 3 MO bumetanide oral | MO
amiloride 1 MO BYSTOLIC . MO
amiloride- 1 MO CALAN SR . MO
hydrochlorothiazide candesartan 1 MO
amlodipine 1 MO candesartan- 1 MO
- hydrochlorothiazid
amlodipine- 1 MO :
benazepril captopril 1 MO
amlodipine- 1 MO CARDIZEM CD 3 MO
olmesartan CARDIZEM LA 3 MO
amlodipine- 1 MO CARDIZEM 3 MO
valsartan ORAL TABLET
ATACAND 3 ST; MO 120 MG, 30 MG,
ATACANDHCT 3 ST; MO 00 MG
dienolol 1 MO CARDURA 3 ST; MO;
ORAL TABLET 1 QL (30 per
atenolol- I MO MG, 2 MG, 4 MG 30 days)
chlorthalidone CARDURA 3 ST: MO:
AVALIDE 3 ST;MO ORAL TABLET 8 QL (60 per
AVAPRO 3 ST; MO MG 30 days)
AZOR 3 ST; MO CARDURA XL 3 ST; MO;
benazepril 1 MO QL (30 per
benazepril- 1 MO 30 days)
hydrochlorothiazide CAROSPIR 3 MO
BENICAR 3 ST; MO cartia xt I MO
BENICAR HCT 3 ST:MO carvedilol 1 MO
betaxolol oral 9 MO carvedilol phosphate 3 MO
BIDIL 3 MO; QL CATAPRES-TTS- 3 MO
(180 per 30 1
days) CATAPRES-TTS- 3 MO; QL (4
bisoprolol fumarate 1 MO 2 per 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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CATAPRES-TTS- 3 MO; QL (4 dilt-xr 1 MO

3 per 28 days) DIOVAN 3 ST; MO

chlorthalidone oral 1 MO DIOVAN HCT 3 ST; MO

tablet 25 mg, 50 mg DIURIL 3 MO

clonidine . Niroéé?cil(i) doxazosin oral 1 MO; QL

P Y tablet 1 mg, 2 mg, 4 (30 per 30

clonidine hcl oral 1 MO mg days)

tablet doxazosin oral 1 MO; QL

CONJUPRI 3 MO tablet 8 mg (60 per 30

ORAL TABLET days)

25 MG DYRENIUM 3 MO

COREG 3 Mo EDARBI 2 MO

COREG CR ) MO EDARBYCLOR 2 MO

CORGARD 3 MO EDECRIN 3 MO

COZAAR . ST, MO enalapril maleate 3 MO

DEMSER 3 PA; MO oral solution

DIBENZYLINE 3 PA; MO enalapril maleate 1 MO

diltiazem hcl oral 1 MO oral tablet

capsule,extended enalapril- 1 MO

release 12 hr hydrochlorothiazide

diltiazem hcl oral 1 MO eplerenone 2 MO

capsule,extended .

release 24 hr 360 ethacrynic acid ) MO

mg, 420 mg EXFORGE 3 ST; MO

diltiazem hcl oral 1 MO EXFORGE HCT 3 ST; MO

capsule,extended felodipine 1 MO

release 24hr 120 fosinopril 1 MO

Zg’ é gg Zg’ 240 fosinopril- 1 MO

d}g hg o hydrochlorothiazide

zclzb[;jtz emhctord ! MO [furosemide injection 3 MO

furosemide oral 1 MO

diltiazem hcl oral
tablet extended
release 24 hr 180
mg, 240 mg, 300
mg, 360 mg

solution 10 mgiml,
40 mgl5 ml (8
mgliml)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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furosemide oral 1 MO LOTENSIN 3 MO
tablet ORAL TABLET
hydralazine oral 1 MO 10 MG, 20 MG, 40
hydrochlorothiazide 1 MO i/IOCEFREL ORAL 3 MO
HYZAAR 3 ST; MO CAPSULE 10-20
indapamide 1 MO MG, 10-40 MG, 5-
INDERAL LA 3 MO 10 MG, 5-20 MG
INNOPRAN XL 3 MO matzim la 1 MO
INSPRA 3 MO MAXZIDE 3 MO
irbesartan 1 MO MAXZIDE-25MG 3 MO
irbesartan- 1 MO metolazone 1 MO
hydrochlorothiazide metoprolol 1 MO
isosorbide- 2 MO; QL succinate
hydralazine (180 per 30 metoprolol ta- 1 MO
days) hydrochlorothiaz
isradipine 1 MO metoprolol tartrate 1 MO
KAPSPARGO 3 MO oral
SPRINKLE metyrosine 1 PA; MO
KATERZIA 3 MO MICARDIS 3 ST; MO
KERENDIA 2 PA;QL(30 MICARDIS HCT 3 ST;MO
per 30 days) MINIPRESS 3 MO
labetalol oral 1 MO minoxidil oral 1 MO
L'A_‘SIX_ . MO moexipril 1 MO
jz'sz'nop rzj i ﬁg nadolol 3 MO
isinopril- ;
hydrochlorothiazide nebivolol !
LOPRESSOR 3 MO nicardipine oral 3 MO
ORAL nifedipine oral 1 MO
losartan 1 MO tablet extended
release
ézosccll:(jjzgorothiazide 1 MO nifedipine oral ! MO
Y tablet extended
release 24hr
nimodipine 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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nisoldipine 3 MO taztia xt 1 MO
NORLIQVA 3 TEKTURNA 3 MO
NORVASC 3 MO TEKTURNA HCT 2 MO
NYMALIZE 3 ORAL TABLET
ORAL SYRINGE 300-12.5 MG, 300-

60 MG/10 ML 25 MG
olmesartan 1 MO telmisartan 1 MO
olmesartan- 1 MO telmisartan- 1 MO
amlodipin-hcthiazid amlodipine
olmesartan- 1 MO telmisartan- 1 MO
hydrochlorothiazide hydrochlorothiazid
ORENITRAM 3 PA: MO TENORETIC 100 3 MO
perindopril 1 MO TENORETIC 50 3 MO
erbumine TENORMIN 3 MO
phenoxybenzamine 1 PA; MO terazosin oral 1 MO; QL
pindolol P MO capsule 1 mg, 2 mg, (30 per 30
prazosin 1 MO S mg days)
PROCARDIA XL 3 MO terazosin oral 1 MO; QL
capsule 10 mg (60 per 30
propranolol oral 1 MO days)
QBRELIS 3 MO THALITONE 3 MO
quinapril 1 MO tiadylt er 1 MO
quinapril- I MO TIAZAC 3 MO
hydrochiorothiazide timolol maleate oral 3 MO
ramipril MO TOPROL XL 3 MO
SOAANZ 3 ST; MO torsemide oral 1 MO
spironolactone 1 MO trandolapril 1 MO
el | il 1 MO
verapamil
%IilﬁﬁgTORAL . MO treprostinil sodium 1 PA; MO;
EXTENDED LA
RELEASE 24 HR triamterene 3 MO
17 MG, 34 MG, 8.5
MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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triamterene- | MO clopidogrel oral | MO; QL
hydrochlorothiazid tablet 75 mg (30 per 30
oral capsule 37.5-25 days)
mg dipyridamole oral 3 MO
triamterene- I MO DOPTELET (10 2 PA; MO;
hydrochlorothiazid TAB PACK) LA
oral tablet DOPTELET (15 2 PA;MO;
TRIBENZOR 3 ST; MO TAB PACK) LA
UPTRAVI ORAL 2 PA; MO; DOPTELET (30 2 PA; MO:;
LA TAB PACK) LA
XQIASLARTAN 3 ST;MO EFFIENT 3 MO
o L
valsartan oral tablet 1 MO TREAT 30D
valsartan- 1 MO START
hydrochlorothiazide enoxaparin 3 MO: QL
VASERETIC 3 MO subcutaneous (28 per 28
VASOTEC 3 MO syringe 100 mglml, days)
verapamil oral 1 MO 150 mglml
VERELAN 3 MO enoxaparin 3 MO; QL
subcutaneous (22.4 per 28
VERELAN PM 3 MO :
syringe 120 mgl0.8 days)
ZESTORETIC 3 MO ml, 80 mgl0.8 ml
ZESTRIL 3 MO enoxaparin 3 MO; QL
ZIAC 3 MO subcutaneous (16.8 per 28
COAGULATION syringe 30 mgl0.3 days)
THERAPY ml, 60 mgl0.6 ml
enoxaparin 3 MO; QL
ARIXTRA MO subcutaneous (11.2 per 28
aspirin- MO syringe 40 mgl0.4 days)
dipyridamole ml
BRILINTA 2 MO fondaparinux 1 MO
CABLIVI 2 PA; LA subcutaneous
INJECTION KIT syringe 10 mgl0.8
cilostazol 1 MO ml, 5 mgl0.4 ml, 7.5
mgl0.6 ml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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fondaparinux 3 MO PRADAXA 3 PA; MO
sub‘cutaneous prasugrel ) MO
syringe 2.3 mgl.3 PROMACTA 3 PA; MO;

LA
lsjll}ggll}/}l}ENEOU e SAVAYSA PA; MO
S SOLUTION TAVALISSE PA; LA;
FRAGMIN 3 MO gQOLd(60 )per
SUBCUTANEOU ays
S SYRINGE warfarin MO
heparin (porcine) 2 MO XARELTO 2 MO
injection solution XARELTO DVT- 2 MO
Jjantoven 1 MO PE TREAT 30D
LOVENOX 3 MO;QL START
SUBCUTANEOU (28 per 28 ZONTIVITY 3 MO
S SYRINGE 100 days) LIPID/CHOLES
MG/ML, 150 TEROL
MG/ML LOWERING
LOVENOX 3 MO; QL AGENTS
SUBCUTANEOU (22.4 per 28 —
S SYRINGE 120 days) ALTOPREV S T O
MG/0.8 ML, 80 QL (30 per
MG/0.8 ML 30 days)
LOVENOX 3 MO;QL amlodipine- 1 MO; QL
SUBCUTANEOU (16.§ per 28 atorvastatin (30 per 30
S SYRINGE 30 days) days)
MG/0.3 ML, 60 ANTARA ORAL 3 MO
MG/0.6 ML CAPSULE 30 MG,
LOVENOX 3 MO;QL OMG
SUBCUTANEOU (11.2 per 28 atorvastatin 1 MO; QL
S SYRINGE 40 days) (30 per 30
MG/0.4 ML days)
MULPLETA 3 PA;MO CADUET 3 ST; MO;
pentoxifylline 1 MO ?()Ld(j}?s)per
PLAVIX ORAL 3 MO; QL
TABLET 75 MG (30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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cholestyramine 2 MO FENOFIBRATE 3 MO
(with sugar) oral MICRONIZED
powder in packet ORAL CAPSULE
cholestyramine light 2 MO 30 MG, 90 MG
oral powder in fenofibrate 1 MO
packet nanocrystallized
colesevelam MO FENOFIBRATE 3 MO
COLESTID ORAL MO ORAL CAPSULE
PACKET fenofibrate oral 3 MO
COLESTIDORAL 3 MO tablet 120 mg, 40
TABLET mg
colestipol oral 3 MO fenofibrate oral 1 MO
packet tablet 160 mg, 54
colestipol oral tablet MO e
CRESTOR ST- MO: fenofibric acid 3 MO
QL’ (30 I;er (choline)
30 days) FENOGLIDE MO
EZALLOR 3 ST; MO: FLOLIPID ST; MO;
SPRINKLE QL (30 per QL (300 per
30 days) 30 days)
ezetimibe 1 MO Sfluvastatin oral 1 MO; QL
EZETIMIBE- 3 ST;QL (30 capsule 20 mg (30 per 30
ROSUVASTATIN per 30 days) . days)
ozetimibe- 1 MO: QL fluvastatin oral 1 MO; QL
simvastatin (30 per 30 capsule 40 mg (60 per 30
days) days)
. Sfluvastatin oral 3 MO; QL
JZ ?COFfol er.:et; oral 3 MO tablet extended (30 per 30
capsule 130 mg release 24 hr days)
fenofibrate 1 MO gemfz brozil ; MO
micronized oral icosapent ethyl 1 MO
capsule 134 mg, 200 JUXTAPID ORAL 2 PA; MO;
mg, 43 mg, 67 mg CAPSULE 10 MG, LA

20 MG, 30 MG, 5
MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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LESCOL XL 3 ST; MO; QUESTRAN 3 MO
QL (30 per LIGHT
30 days) QUESTRAN 3 MO
LIPITOR 3 ST; MO; ORAL POWDER
QL (30 per REPATHA 2 PA;QL(@3
30 days) per 28 days)
LIPOFEN 3 MO REPATHA 2  PA;QL
LIVALO 2 ST; MO; PUSHTRONEX (3.5 per 28
QL (30 per days)
30 days) REPATHA 2 PA; QL (3
LOPID 3 MO SURECLICK per 28 days)
lovastatin oral | MO; QL rosuvastatin | MO; QL
tablet 10 mg (30 per 30 (30 per 30
days) days)
lovastatin oral 1 MO; QL ROSZET 3 ST; MO;
tablet 20 mg, 40 mg (60 per 30 QL (30 per
days) 30 days)
LOVAZA 3 ST; MO simvastatin oral 1 MO; QL
NEXLETOL 2 PA;MO tablet (30 per 30
NEXLIZET 2 PA;MO days)
niacin oral tablet 1 MO TRICOR . MO
500 mg TRILIPIX 3 MO
niacin oral tablet 3 MO VASCEPA ORAL 2 MO
extended release 24 CAPSULE 0.5
hr GRAM
NIACOR 3 MO VASCEPA ORAL 3 ST; MO
. CAPSULE 1
omega-3 acid ethyl | MO GRAM
esters
PRALUENT PEN 3 PA: QL (2 VYTORIN 10-10 3 ST; MO;
er 28 days) QL (30 per
: P y 30 days)
pravastatin I MOQL VYTORIN 10-20 3 ST;MO;
(30 per 30
days) QL (30 per
y 30 days)
prevalite oral 2 MO

powder in packet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
63


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
VYTORIN 10-40 3 ST; MO; digoxin oral tablet 2 MO
QL (30 per 62.5 meg (0.0625
30 days) mg)
VYTORIN 10-80 3 ST; MO; ENTRESTO 2 MO; QL
QL (30 per (60 per 30
30 days) days)
WELCHOL MO LANOXIN ORAL 3 MO
7ETIA MO TABLET 125
ZOCOR ORAL ST; MO; gggg[g)(}lz((s) %G)’
TABLET 10 MG, QL (30 per :
20 MG, 40 MG 30 days) MG), 62.5 MCG
ZYPIT;\MAG 3 ST;MO (0.0625 MG)
ORAL TABLET 2 QL (30 per RANEXA o MO
MG, 4 MG 30 days) ranolazine 2 MO
MISCELLANEO VECAMYL 3
US VERQUVO 2 MO; QL
CARDIOVASCU (30 per 30
LAR AGENTS days)
CAMZYOS 3 PA: MO: VYNDAMAX PA; MO
QL (30 per VYNDAQEL PA; MO
30 days) NITRATES
CORLANOR 2 QL (450 per ISORDIL MO
ggﬁﬂ‘n ON 30 days) ISORDIL MO
TITRADOSE
CORLANOR 2 MO; QL ORAL TABLET 5
ORAL TABLET (60 per 30 MG
- days) isosorbide dinitrate 1 MO
digitek 1 MO oral tablet 10 mg,
digox 1 MO 20 mg, 30 mg, 5 mg
digoxin oral solution 2 MO isosorbide dinitrate 3 MO
digoxin oral tablet 1 MO oral tablet 40 mg
125 meg (0.125 isosorbide 1 MO
mg), 250 meg (0.25 mononitrate
mg) nitro-bid 2 MO
NITRO-DUR 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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nitroglycerin 1 MO COSENTYX (2 3 PA; MO;
sublingual SYRINGES) QL (10 per
nitroglycerin 1 MO 28 days)
transdermal patch COSENTYX PEN 3 PA; MO;
24 hour (2 PENS) QL (10 per
nitroglycerin 3 MO 28 days)
translingual COSENTYX 3 PA; MO;
NITROLINGUAL MO gggﬁ?ﬁgggglj %Ld(2-5)1°ef
ays
NITROSTAT MO MG/0.5 ML
DERMATOL DOVONEX 3 MO: QL
OGICALS/TO TOPICAL (120 per 30
PICAL days)
THERAPY ENSTILAR 3 MO; QL
(400 per 30
ANTIPSORIATI days)
C/ ILUMYA 3 PA; MO;
ANTISEBORRH QL (2 per
EIC 28 days)
acitretin MO selenium sulfide 1 MO
calcipotriene scalp MO; QL topical lotion
(120 per 30 SILIQ 3 PA; MO;
days) QL (6 per
calcipotriene topical 3 MO; QL 28 days)
cream (120 per 30 SKYRIZI 2 PA; MO;
days) SUBCUTANEOU QL (2 per
CALCIPOTRIEN 3 QL (120 per S PEN INJECTOR 28 days)
E TOPICAL 30 days) SKYRIZI 2 PA; MO;
FOAM SUBCUTANEOU QL (2 per
calcipotriene topical 3 MO; QL S SYRINGE 150 28 days)
ointment (120 per 30 MG/ML
days) SKYRIZI 2 PA; MO:;
calcipotriene- 3 MO; QL SUBCUTANEOU QL (2 per
betamethasone (400 per 30 S SYRINGE KIT 28 days)
days) SORILUX 3 MO; QL
calcitriol topical 3 (120 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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STELARA 2 PA; MO; CIBINQO 2 PA; MO;
INTRAVENOUS QL (104 per QL (30 per
180 days) 30 days)
STELARA 2 PA; MO; CONDYLOX 3 MO
SUBCUTANEOU QL (0.5 per TOPICAL GEL
S SOLUTION 28 days) diclofenac sodium 3 PA; MO;
STELARA 2 PA; MO; topical gel 3 %% QL (100 per
SUBCUTANEOU QL (0.5 per 28 days)
S SYRINGE 45 28 days) doxepin topical 3 MO; QL
MG/0.5 ML (45 per 30
STELARA 2 PA; MO; days)
SUBCUTANEOU QL (1 per DUPIXENT P PA; MO;
S SYRINGE 90 28 days) SUBCUTANEOU QL (4.56
MG/ML S PEN INJECTOR per 28 days)
TACLONEX 3 MO; QL 200 MG/1.14 ML
(400 per 30 DUPIXENT 2 PA;MO;
days) SUBCUTANEOU QL (8 per
TALTZ 2 PA; MO; S PEN INJECTOR 28 days)
AUTOINJECTOR QL (1 per 300 MG/2 ML
28 days) DUPIXENT 2 PA;MO;
TALTZSYRINGE 2 PA;MO; SYRINGE QL (1.34
QL (1 per SUBCUTANEOU per 28 days)
28 days) S SYRINGE 100
TREMFYA 3 PA;MO; MG/0.67 ML
QL (2 per DUPIXENT 2 PA; MO;
28 days) SUBCUTANEOU QL (4.56
VECTICAL 3 S SYRINGE 200 per 28 days)
MISCELLANEO MG/I.14 ML
US DUPIXENT 2 PA;MO;
SUBCUTANEOU QL (8 per
})C]iRLl\éIATOLOG S SYRINGE 300 28 days)
MG/2 ML
ADBRY 2 PA; MO; EFUDEX 3 MO
QL (6 per TOPICAL
28 days) CREAM
ammonium lactate 1 MO
CARAC 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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ELIDEL 3 PA; MO; OPZELURA 3 PA; MO;
QL (100 per QL (240 per
30 days) 28 days)
EUCRISA 3 PA; MO; PANRETIN 2 PA; MO
QL (120 per pimecrolimus 3 PA; MO;
30 days) QL (100 per
FLUOROURACI 3 MO 30 days)
L TOPICAL PLIAGLIS 3 PA;QL(30
CREAM 0.5 % per 30 days)
fluorouracil topical 2 MO podofilox % MO
cream 5 %

PROTOPIC 3 PA; MO;
fluorouracil topical 2 MO QL (100 per
solution 30 days)
imiquimod topical 1 MO prudoxin 3 MO; QL
cream in metered- (45 per 30
dose pump days)
imiquimod topical 2 MO REGRANEX P MO

. 0

cream in packet 5 % SANTYL 5 MO: QL

lidocaine hcl mucous 2 MO (180 per 30

membrane solution days)

0
;’ j (40 mgl ml)l T SILVADENE 3 MO
idocaine topica ; ; ; P

adhesive QL (90 per silver sulfadiazine 1 MO

patch,medicated 5 30 days) ssd 1 MO

% tacrolimus topical 3 PA; MO;

lidocaine topical 3 MO; QL QL (100 per

ointment (36 per 30 30 days)
days) VALCHLOR 2 PA; MO

lidocaine viscous 1 MO ZONALON 3 MO; QL

lidocaine-prilocaine 2 MO; QL (45 per 30

topical cream (30 per 30 days)
days) ZTLIDO 3 PA; MO;

LIDODERM 3 PA;MO; QL (90 per
QL (90 per 30 days)
30 days)

methoxsalen 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ZYCLARA 3 MO claravis 3
TOPICAL CLEOCIN T 3 MO;QL
CREAM IN TOPICAL (120 per 30
METERED-DOSE LOTION days)
PUMP clindacin etz topical 3 MO; QL
THERAPY FOR swab (69 per 30
ACNE days)
ABSORICA CLINDAGEL 3 MO; QL
ABSORICA LD (150 per 30
days)
ACANYA MO _ _
TOPICAL GEL CllndamyCln 3 QL (100 per
WITH PUMP phosphate topical 30 days)
foam
accutane
ACZONE M clindamycin 2 MO; QL
C O phosphate topical (120 per 30
adapalene topical PA; MO gel days)
cream clindamycin 2 MO; QL
adapalene topical 3 PA; MO phosphate topical (120 per 30
gel0.3% lotion days)
adapalene topical 3 PA clindamycin 2 MO; QL
swab phosphate topical (120 per 30
adapalene-benzoyl 3 PA; MO solution days)
peroxide clindamycin 3 MO; QL
AKLIEF 3 PA; MO phosphate topical (60 per 30
ALTRENO 3 PA;MO swab days)
amnesteen 3 clindamycin-benzoyl 3 MO
AMZEEQ 3 MO peroxide topical gel
ARA . clindamycin-benzoyl 3 MO
RAZLO 3 PA; MO peroxide topical gel
ATRALIN 3 PA; MO with pump 1.2-2.5 %
avita topical cream 3 PA; MO clindamycin- 3 PA; MO
AVITA TOPICAL 3 PA; MO tretinoin
GEL dapsone topical MO
azelaic acid 3 MO DIFFERIN PA; MO
AZELEX 3 MO TOPICAL
BENZAMYCIN 3 MO CREAM

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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DIFFERIN 3 PA; MO metronidazole 3 MO
TOPICAL GEL topical gel
WITH PUMP metronidazole 3 MO
DIFFERIN 3 PA; MO topical lotion
TOPICAL MIRVASO 3 PA;MO
LOTION TOPICAL GEL
EPIDUO FORTE PA; MO WITH PUMP
EPIDUO PA myorisan 3
TOPICAL GEL neuac 3 MO
WITH PUMP NORITATE 3 ST;MO
EPSOLAY 3 ST; MO ONEXTON 3 MO
ery pads 2 MO TOPICAL GEL
erygel 3 MO WITH PUMP
erythromycin with 3 MO RETIN-A 3 PA; MO
ethanol topical gel RETIN-AMICRO 3 PA;MO
erythromycin with 1 MO TOPICAL GEL
ethanol topical 0.04 %, 0.1 %
solution RETIN-A MICRO 3 PA; MO
erythromycin- 3 MO TOPICAL GEL
benzoyl peroxide WITH PUMP 0.06
EVOCLIN 3 QL (100 per %, 0.08 %

30 days) RHOFADE PA; MO
FABIOR 3 PA; MO SOOLANTRA ST; MO;
FINACEA 3 ST;MO QL (60 per
. A 30 days)
isotretinoin 3 o : PA: MO
ivermectin topical 1 MO; QL tazarotene lopica ’
cream
cream (60 per 30
days) TAZAROTENE 3 PA

METROCREAM ST; MO TOPICAL FOAM
METROGEL ST; MO TAZORAC PA; MO
TOPICAL GEL 1 tretinoin PA; MO
% microspheres topical
METROLOTION 3 ST gel
metronidazole 3 MO

topical cream

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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tretinoin topical 3 PA; MO SULFAMYLON 3 MO
cream 0.025 %, 0.05 TOPICAL
%, 0.1 % CREAM
tretinoin topical gel 2 PA; MO TOPICAL
0.01 %, 0.025 %, ANTIFUNGALS
0.05 % — .
: ciclopirox topical | MO; QL
TWYNEO 3 PA; MO cream (90 per 28
VELTIN 3 PA days)
WINLEVI 3 PA; MO ciclopirox topical 2 MO; QL
zenatane 3 gel (45 per 28
ZIANA 3 PA days)
ZILXI 3 ST: MO ciclopirox topical 2 MO; QL
shampoo (120 per 28
TOPICAL days)
ANTIBACTERIA ciclopirox topical 1 MO; QL
LS solution (6.6 per 28
ALTABAX 3 MO; QL days)
(30 per 30 ciclopirox topical 2 MO; QL
days) suspension (60 per 28
CENTANY 3 MO; QL days)
(30 per 30 clotrimazole topical 1 MO; QL
days) cream (45 per 28
gentamicin topical 2 MO; QL days)
(60 per 30 clotrimazole topical 1 MO; QL
days) solution (30 per 28
KLARON MO days)
mafenide acetate MO clotrimazole- 2 MO; QL
mupirocin MO; QL betqmethasone (45 per 28
(44 per 30 topical cream days)
days) clotrimazole- 3 MO; QL
mupirocin calcium 3 MO; QL betc'zmethatsone (60 per 28
(30 per 30 topical lotion days)
days) econazole 3 MO; QL
NEO-SYNALAR MO 5185 per 28
sulfacetamide MO ays)

sodium (acne)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ERTACZO 3 MO; QL naftifine topical 3 MO; QL
(60 per 28 cream (60 per 28
days) days)
EXTINA 3 MO; QL NAFTIN 3 MO; QL
(100 per 28 TOPICAL GEL (60 per 28
days) days)
JUBLIA 3 MO nyamyc 2 MO; QL
KERYDIN 3 MO (180 per 30
ketoconazole topical | MO; QL days)
cream (60 per 28 nystatin topical 1 MO; QL
days) cream (30 per 28
ketoconazole topical 3 MO; QL days)
foam (100 per 28 nystatin topical 1 MO; QL
days) ointment (30 per 28
ketoconazole topical 1 MO; QL : : days)
shampoo (120 per 28 nystatin topical 2 QL (180 per
days) powder 30 days)
ketodan 3 MO;QL nystatin- 2 MO;QL
(100 per 28 triamcinolone (60 per 28
days) days)
LOPROX (AS 3 MO; QL nystop 2 MO; QL
OLAMINE) (90 per 28 (180 per 30
TOPICAL days) days)
CREAM oxiconazole 3 MO; QL
LOPROX 3 MO:;QL (60 per 28
TOPICAL (120 per 28 days)
SHAMPOO days) OXISTAT 3 MO; QL
LULICONAZOLE 3 MO; QL (60 per 28
(60 per 28 days)
days) tavaborole MO
LUZU 3 MO; QL XOLEGEL MO; QL
(60 per 28 (45 per 28
days) days)
MENTAX 3 MO; QL
(30 per 28
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TOPICAL betamethasone 1 MO
ANTIVIRALS valerate topical
acyclovir topical 3 PA; MO; cream
cream QL (5 per betamethasone 3 MO
30 days) valerate topical
acyclovir topical 3 PA; MO; Joam
ointment QL (30 per belamethasqne 1 MO
30 days) valerate topical
lotion
DENAVIR 3 MO; QL (5
per 30 days) betamethasone 1 MO
valerate topical
XERESE MO ointment
%8;7115?5 g’}‘:’ (1;40; betamethasone, 1 MO
per ted
CREAM 30 days) gg‘;‘;u =
ZOVIRAX 3 PA; MO;
TOPICAL QL (30 per CAPEX MO
OINTMENT 30 days) clobetasol scalp MO; QL
TOPICAL (100 per 28
CORTICOSTER days)
OIDS clobetasol topical 3 MO; QL
cream (120 per 28
ala-cort topical 1 MO days)
0
cream 1'% clobetasol topical 3 MO; QL
ala-cort topical 1 foam (100 per 28
cream 2.5 % days)
ALA-SCALP 3 MO clobetasol topical 3 MO; QL
alclometasone 2 MO gel (120 per 28
amcinonide topical 3 MO days)
cream clobetasol topical 3 MO; QL
amcinonide topical 3 MO lotion (118 per 28
lotion days)
apexicon e 3 QL (120 per clobetasol topical 3 MO; QL
30 days) ointment (120 per 28
betamethasone 1 MO days)
dipropionate

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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clobetasol topical 3 MO; QL CORDRAN 3 MO; QL
shampoo (236 per 28 TOPICAL (120 per 30
days) OINTMENT days)
clobetasol topical 3 MO; QL DERMA- 3 MO
spray,non-aerosol (125 per 28 SMOOTHE/FS
days) SCALP OIL
clobetasol-emollient 3 MO; QL desonide MO
topical cream (120 per 28 DESOWEN
days) TOPICAL
clobetasol-emollient 3 MO; QL CREAM
topical foam Ell 00 )per 28 desoximetasone MO
ays
desrx MO
CLOBEX 3 QL (118 per . )
TOPICAL 28 days) diflorasone MO; QL
LOTION ngO)per 30
ays
CLOBEX 3 MO; QL
TOPICAL G DEROLENE TSN
SHAMPOO days) TOPICAL
CLOBEX 3 MO; QL OINTMENT
TOPICAL (125 per 28 :
SPRAY,NON- days) DUOBRII 3 MO; QL
AEROSOL 51200 )per 30
ays
;i(l))z(l);tlzlone : MO fluocinolone and 3 MO
shower ca
clodan 3 MO; QL ; P 5
(236 per 28 fluocinolone topical 3 MO
days) cream
CLODERM MO fluocinolone topical 3 MO
ointment
CORDRAN TAPE MO . :
LARGE ROLL fluocinolone topical 3 MO
solution
CORDRAN 3 MO; QL o )
TOPICAL (120 per 30 fluocinonide 3 MO; QL
CREAM days) ((jlazy(l)p er 30
CORDRAN 3 MO; QL S
TOPICAL (120 Ig:r 30 Sfluocinonide- 3 MO; QL
LOTION days) emollient (120 per 30
Y days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Sflurandrenolide 3 MO; QL hydrocortisone 3 MO

(120 per 30 valerate
days) IMPEKLO 3 MO; QL

Sfluticasone 3 MO (136 per 28
propionate topical days)
halcinonide MO KENALOG 3 MO; QL
halobetasol MO TOPICAL (126 per 28
propionate topical days)
cream LEXETTE MO
HALOBETASOL 3 MO LOCOID MO; QL
PROPIONATE LIPOCREAM (120 per 30
TOPICAL FOAM days)
halobetasol 3 MO LOCOID 3 MO; QL
propionate topical TOPICAL (118 per 30
ointment LOTION days)
HALOG MO LUXIQ 3 MO
hydrocortisone MO; QL mometasone topical 1 MO
butyrate topical (120 per 30 OLUX 3 MO; QL
cream days) (100 per 28
hydrocortisone 3 MO; QL days)
butyrate topical (118 per 30 OLUX-E 3 MO; QL
lotion days) (100 per 28
hydrocortisone 3 MO; QL days)
butyrate topical (120 per 30 PANDEL MO
otntment : days) prednicarbate MO
hydrocortzsoTze 3 MO; QL topical ointment
butyrgte topical (120 per 30 PSORCON 3 QL (120 per
solution days)

: 30 days)
hyd'rocortlsone 1 MO SYNALAR 3 MO
topical cream 1 % TOPICAL
hydrocortisone 1 MO CREAM

: : 0
topical lotion 2.5 % SYNALAR 3 MO
hydrocortisone 1 MO TOPICAL
topical ointment 1 SOLUTION
0 0
%, 23% TEXACORT 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TOPICORT 3 MO ULTRAVATE 3 MO
TOPICAL TOPICAL
CREAM LOTION
TOPICORT 3 MO VANOS 3 MO; QL
TOPICAL GEL (120 per 30
TOPICORT 3 MO days)
TOPICAL VERDESO 3 MO
0OINTMENT 0.05 TOPICAL
4 SCABICIDES /
TOPICORT 3 MO PEDICULICIDE
TOPICAL S
SPRAY,NON-
AEROSOL crotan 1 MO
tovet emollient 3 MO; QL lindane topical 3 MO
(100 per 28 shampoo
days) malathion 3 MO
triamcinolone 3 MO; QL NATROBA 3 MO
acetonide topical (126 per 28 OVIDE 2 MO
aerosol ; ] i;és) permethrin 2 MO
triamcinolone 5
acetonide topical spinosad & MO
cream DIAGNOSTIC
triamcinolone 1 MO S/
acetonide topical MISCELLAN
lotion EOUS
triamcz:nolone. 1 MO AGENTS
acetonide topical
ointment 0.025 %, MISCELLANEO
0.1%,0.5% US AGENTS
triamcz:};c)lone. [ 3 MO acamprosate 3 MO
acetonide topica
ointment 0.05 % AGRYLIN 3 MO
rianex 3 MO anagrelide 2 MO
5 5 ARALAST NP 3 PA; MO:;
y 1 M ; ;
Z ’j;;m topical © INTRAVENOUS LA
— RECON SOLN
tritocin 3 1,000 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier ts/Limits Tier ts/Limits
AURYXIA 3 PA; MO dextrose 10 % in 3
BUPHENYL 3 PA water (d10w)
CARBAGLU 3 PA:; MO; dextrose 5 % in 3 MO

LA water (d5Sw)
carglumic acid 1 PA m.travenous
piggyback
gﬁiiHTOR > MO dextrose 5%4-0.2 % 3
— sod chloride
cevimeline . MO disulfiram oral 1 MO
CHEMET 2 PA tablet 250 mg
CLIONIMIX 3 PA disulfiram oral 1
4.25%/D5SW tablet 500 mg
ZI];I;\I?IIIF\F/IF;EE : A droxidopa 1 PA; MO
2.75%/D5W SULF ENDARI 3 PAMO
FREE EVOXAC 3 MO
d10 %-0.45 % 3 MO EXJADE 3 PA;MO;
sodium chloride LA
d2.5 %-0.45 % 3 EXSERVAN 3 PA
sodium chloride FERRIPROX (2 3 PA
d5 % and 0.9 % 3 MO TIMES A DAY)
sodium chloride FERRIPROX 2 PA
d5 %-0.45 % sodium 3 MO ORAL
chloride SOLUTION
deferasirox oral 1 PA; MO FERRIPROX 3 PA
granules in packet ORAL TABLET
deferasirox oral 1 PA; MO >00 MG
tablet 180 mg, 360 FOSRENOL 3 MO;QL
mg ORAL POWDER (135 per 30
deferasirox oral 3 PA; MO {\l/fé) ACKET 1,000 days)
tablet 90 mg FOSRENOL 3 MO; QL
deferasirox oral I PAMO ORAL POWDER (180 per 30
tablet, dispersible P
’ IN PACKET 750 days)

deferiprone 1 PA; MO MG
dextrose 10 % and 3
0.2 % nacl

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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FOSRENOL 3 MO; QL NITYR PA; MO;
ORAL (135 per 30 LA
TABLET,CHEWA days) NORTHERA PA; MO
BLE 1,000 MG ORFADIN PA; LA
FOSRENOL . MO; QL OXBRYTA ORAL PA; MO;
ORAL (270 per 30 TABLET LA: QL (90
TABLET,CHEWA days) ’30 days)
BLE 500 MG ber 77 €ays
FOSRENOL 3 MO: QL OXBRYTA ORAL PA,. MO;
ORAL (180 per 30 TABLET FOR LA; QL
p SUSPENSION (150 per 30
TABLET,CHEWA days) days)
BLE 750 MG [ S
GLASSIA 3 PA: MO: pilocarpine hel oral MO
LA PROLASTIN-C PA; LA
INCRELEX MO:; LA g‘}iRA‘iI%EII?ET gA;(LA;
: L (56 per
JADENU PA; MO 20 MG, 5 MG (4- 28 days)
JADENU PA; MO WEEK PACK), 50
SPRINKLE MG
lanthanum oral 3 MO; QL PYRUKYND PA; LA;
tablet,chewable (135 per 30 ORAL TABLET 5 QL (7 per
1,000 mg days) MG 180 days)
lanthanum oral 3 MO; QL PYRUKYND PA; LA;
tablet,chewable 500 (270 per 30 ORAL QL (14 per
mg days) TABLETS,DOSE 180 days)
lanthanum oral 3 MO; QL PACK
tablet,chewable 750 (180 per 30 RAVICTI PA; MO
me days) RENAGEL ORAL MO
levocarnitine (with 3 MO TABLET 800 MG
sugar) RENVELA ORAL MO; QL
levocarnitine oral 3 MO POWDER IN (180 per 30
tablet PACKET 0.8 days)
LITHOSTAT 3 GRAM
LOKELMA 2 MO RENVELA ORAL MO; QL
midodrine 2 MO POWDER IN (90 per 30
nitisinone 1 PA; MO g%i%T 24 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
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RENVELA ORAL 3 MO; QL sps (with sorbitol) 2 MO
TABLET (270 per 30 oral

days) SYPRINE PA; MO
REVCOVI 2 PA; LA TAVNEOS PA: LA;
RILUTEK 3 PA; MO QL (180 per
riluzole 2 PA; MO 30 days)
risedronate oral 2 MO; QL THIOLA 3
tablet 30 mg (30 per 30 THIOLA EC 3

days) TIGLUTIK 3 PA
SALAGEN 3 MO tiopronin 1 MO
(PILOCARPINE) trientine 1 PA; MO
sevelamer ca{fbonate 1 MO; QL VELPHORO 3 MO: QL
oral powder in (180 per 30

(180 per 30

packet 0.8 gram days) days)
sevelamer ca{fbonate 1 MO; QL VELTASSA MO
oral powder in (90 per 30
packet 2.4 gram days) XURIDEN PA
sevelamer carbonate 3 MO; QL ZEMAIRA PA; MO;
oral tablet (270 per 30 LA

days) SMOKING
sevelamer hcl MO DETERRENTS
sodium chloride 0.9 MO bupropion hcl 1 MO
% intravenous (smoking deter)
piggyback CHANTIX 3 MO
sodium chloride 3 MO CONTINUING
irrigation MONTH BOX
sodium 1 PA; MO CHANTIX ORAL 3 MO
phenylbutyrate oral TABLET 1 MG
powder CHANTIX 3 MO
sodium 1 PA STARTING
phenylbutyrate oral MONTH BOX
tablet NICOTROL MO
sodium polystyrene 2 MO NICOTROL NS MO
sulfonate oral —
powder varenicline MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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EAR, NOSE / fluocinolone 3 MO
THROAT acetonide oil
MEDICATIO hydrocortisone- 2 MO
NS acetic acid
ofloxacin otic (ear) 2 MO
MISCELLANEO OTIC STEROID
U LTINS | ANTIBIOTIC
azelastine nasal 2 1\2[(?, QIEO CIPRO HC 3 MO
gayi))er CIPRODEX 3 MO
chlorhexidine 1 MO Zip rofl ox}jzcin- MO
gluconate mucous examethasone
membrane CIPROFLOXACI 3 MO
. . N-
ipratropium 1 MO; QL
bromide nasal (30 per 30 ELUOCINOLON
days) .
olopatadine nasal 3 MO; QL neomycin- _ 2 MO
(30.5 per 30 polymyxin-hc otic
days) (ear)
PATANASE 3 MO;QL OTOVEL 3 MO
(30.5 per 30 ENDOCRINE/
days) DIABETES
] d 1 M
pertosar o ADRENAL
trzamcz'nolone 1 MO HORMONES
acetonide dental
US OTIC ALKINDI
PREPARATION SPRINKLE
S CORTEF 3 MO
acetic acid otic 1 MO CORTROPHIN 3 PA; MO
(ear) GEL .
ciprofloxacin hcl 3 MO dexabliss 3
otic (ear) dexamethasone oral 1 MO
DERMOTIC OIL 3 MO solution

flac otic oil

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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dexamethasone oral 1 MO prednisone intensol 3 MO
tablet RAYOS 3 MO
dexamethasone oral 3 MO TAPERDEX 3 MO
tablets,dose pack ORAL
EMFLAZA 3 PA; MO; TABLETS,DOSE

LA PACK 1.5 MG (21

Sfludrocortisone 1 MO TABS), 1.5 MG (49
HEMADY 3 MO iillzl?RDEX 3
hydrocortisone oral 1 MO ORAL
MEDROL 3 PA; MO TABLETS,DOSE
MEDROL (PAK) 3 MO PACK 1.5 MG (27
methylprednisolone 1 PA; MO TABS)
oral tablet TARPEYO 3 PA; QL
methylprednisolone 1 MO (120 per 30
oral tablets,dose days)
pack ANTITHYROID
millipred oral tablet 3 PA; MO AGENTS
ORAPRED ODT 3 PA; MO methimazole oral 1 MO
prednisolone oral 1 MO tablet 10 mg, 5 mg
solution propylthiouracil 1 MO
prednisolone sodium 3 MO DIABETES
phosphate oral THERAPY
solution 10 mgl5 ml,
20 mgl5 ml (4 acarbose oral tablet 1 MO; QL
mglml) 100 mg 5190 per 30
prednisolone sodium 1 MO 4ys)
phosphate oral acarbose oral tablet 1 MO; QL
solution 25 mgl5 ml 25 mg (360 per 30
(5 mgiml), 5 mg days)
basel5 ml (6.7 mgl5 acarbose oral tablet 1 MO; QL
ml) 50 mg (180 per 30
prednisolone sodium 3 PA; MO days)
phosphate oral ACTOPLUS MET 3 MO; QL
tablet, disintegrating ORAL TABLET (90 per 30
prednisone 1 MO 15-850 MG days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ACTOS 3 MO; QL AMARYL ORAL 3 MO; QL
(30 per 30 TABLET 4 MG (60 per 30
days) days)
ADLYXIN 3 PA; MO; APIDRA 3 ST; MO
SUBCUTANEOU QL (6 per SOLOSTAR U-100
S PEN INJECTOR 180 days) INSULIN
10 MCG/0.2 ML- APIDRA U-100 3  ST;MO
20 MCG/0.2 ML INSULIN
ADLYXIN 3 PA; MO; BAQSIMI MO
SUBCUTANEOU QL (6 per BASAGLAR - BAYE
S PEN INJECTOR 30 days)
20 MCG/0.2 ML KWIKPEN U-100
- INSULIN
ADMELOG 3 ST, MO BYDUREON 2 PA; MO;
SOLOSTAR U-100 BCISE QL (4 per
INSULIN 5 dayls’)
ADNEOGUI 1SN0 e 3 e
SUBCUTANEOU QL (2.4 per
AFREZZA 3 MO S PEN INJECTOR 30 days)
alcohol pads 2 10
ALOGLIPTIN 3 ST; MO; MCG/DOSE(250
QL (30 per MCG/ML) 2.4 ML
30 days) BYETTA 2 PA; MO;
ALOGLIPTIN- 3 ST: MO; SUBCUTANEOU QL (1.2 per
METFORMIN QL (60 per S PEN INJECTOR 30 days)
30 days) 5 MCG/DOSE (250
ALOGLIPTIN- 3 MO; QL MCG/ML) 1.2 ML
PIOGLITAZONE (30 per 30 CYCLOSET 3 MO;QL
days) (180 per 30
AMARYL ORAL 3 MO;QL S days)
TABLET 1 MG (240 per 30 diazoxide 3 MO
days) DROPSAFE 2
AMARYL ORAL 3 MO;QL ALCOHOL PREP
TABLET 2 MG (120 per 30 PADS
days) DUETACT 3 MO;QL
(30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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FARXIGA ORAL 2 MO; QL glipizide oral tablet | MO; QL
TABLET 10 MG (30 per 30 extended release (120 per 30
days) 24hr 5 mg days)
FARXIGA ORAL 2 MO; QL glipizide-metformin | MO; QL
TABLET 5 MG (60 per 30 oral tablet 2.5-250 (240 per 30
days) mg days)
FIASP 3 ST; MO glipizide-metformin 1 MO; QL
FLEXTOUCH U- oral tablet 2.5-500 (120 per 30
100 INSULIN mg, 5-500 mg days)
FIASP PENFILL 3 ST; MO GLUCAGEN 3 ST; MO
U-100 INSULIN HYPOKIT
FIASP U-100 3 ST; MO GLUCAGON 3 ST; MO
INSULIN EMERGENCY
glimepiride oral 1 MO; QL KIT (HUMAN)
tablet 1 mg (240 per 30 GLUCOTROL XL 3 MO; QL
days) ORAL TABLET (60 per 30
glimepiride oral 1 MO; QL EXTENDED days)
tablet 2 mg (120 per 30 RELEASE 24HR
days) 10 MG
glimepiride oral 1 MO; QL GLUCOTROL XL 3 MO; QL
tablet 4 mg (60 per 30 ORAL TABLET (240 per 30
days) EXTENDED days)
glipizide oral tablet 1 MO; QL QREIK/}E(? SE 24HR
10 mg (120 per 30 i
days) GLUCOTROL XL 3 MO; QL
o : ORAL TABLET (120 per 30
gg_lzpzzzde oral tablet 1 ?;Ij()), QL30 EXTENDED days)
e | )per RELEASE 24HR 5
. . . ays MG
glipizide oral tablet 1 MO; QL GLUMETZA 3 ST: MO:
extended release (60 per 30
24hr 10 mg days) ORAL QL (60 per
TABLET,ER 30 days)
glipizide oral tablet 1 MO; QL GAST.RETENTIO
extended release (240 per 30 N 24 HR 1,000 MG
24hr 2.5 mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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GLUMETZA 3 ST; MO; HUMULIN N 2 MO
ORAL QL (120 per NPH INSULIN
TABLET,ER 30 days) KWIKPEN
GAST.RETENTIO HUMULIN N MO
N 24 HR 500 MG NPH U-100
GLYXAMBI MO; QL INSULIN

(30 per 30 HUMULIN R MO
days) REGULAR U-100

GVOKE INSULN
GVOKE MO HUMULIN R U- MO
HYPOPEN 2- 500 (CONC)
PACK INSULIN
GVOKE PFS I- MO HUMULIN R U- MO
PACK SYRINGE 500 (CONC)
HUMALOG MO KWIKPEN
JUNIOR INSULIN ASP ST; MO
KWIKPEN U-100 PRT-INSULIN
HUMALOG MO ASPART
KWIKPEN INSULIN ST; MO
INSULIN ASPART U-100
HUMALOG MIX MO INSULIN ST
50-50 INSULN U- GLARGINE
100 INSULIN ST; MO
HUMALOG MIX MO GLARGINE-
50-50 KWIKPEN YFGN
HUMALOG MIX MO INSULIN LISPRO ST; MO
75-25 KWIKPEN INSULIN LISPRO ST; MO
HUMALOG MIX MO PROTAMIN-
75-25(U- LISPRO
100)INSULN INVOKAMET ST; MO;
HUMALOG U- MO QL (60 per
100 INSULIN 30 days)
HUMULIN 70/30 MO INVOKAMET XR ST; MO;
U-100 INSULIN QL (60 per
HUMULIN 70/30 MO 30 days)

U-100 KWIKPEN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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INVOKANA 3 ST; MO; KAZANO ST; MO;
QL (30 per QL (60 per
30 days) 30 days)
JANUMET 2  MO:;QL KOMBIGLYZE MO; QL
(60 per 30 XR ORAL (60 per 30
days) TABLET, ER days)
JANUMET XR 2  MO:;QL MULTIPHASE 24
ORAL TABLET, (30 per 30 HR 2.5-1,000 MG
ER days) KOMBIGLYZE MO; QL
MULTIPHASE 24 XR ORAL (30 per 30
HR 100-1,000 MG TABLET, ER days)
JANUMET XR 2  MO;QL MULTIPHASE 24
ORAL TABLET, (60 per 30 HR 5-1,000 MG, 5-
ER days) 500 MG
MULTIPHASE 24 LANTUS MO
HR 50-1,000 MG, SOLOSTAR U-100
50-500 MG INSULIN
JANUVIA 2  MO;QL LANTUS U-100 MO
(30 per 30 INSULIN
days) LEVEMIR ST; MO
JARDIANCE 2  MO:;QL FLEXTOUCH U-
(30 per 30 100 INSULN
days) LEVEMIR U-100 ST; MO
JENTADUETO 3 ST: MO; INSULIN
QL (60 per LYUMIJEV MO
30 days) KWIKPEN U-100
JENTADUETO 3 ST;MO:; INSULIN
XR ORAL QL (60 per LYUMIJEV MO
TABLET, IR - ER, 30 days) KWIKPEN U-200
BIPHASIC 24HR INSULIN
2->-1,000 MG LYUMIEV U-100 MO
J EN;AEUETO 3 %T; i\;{(?, INSULIN
XR ORAL L per 5 )
TABLET, IR - ER, 30 days) mi’{ ormin oral ?;[6% %?30
BIPHASIC 24HR sotution ; )p
5-1,000 MG ays

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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metformin oral | MO; QL miglitol oral tablet 3 MO; QL
tablet 1,000 mg (75 per 30 25mg (360 per 30
days) days)
metformin oral | MO; QL miglitol oral tablet 3 MO; QL
tablet 500 mg (150 per 30 50 mg (180 per 30
days) days)
METFORMIN 3 QL (120 per MOUNJARO 2 PA; MO;
ORAL TABLET 30 days) QL (2 per
625 MG 28 days)
metformin oral 1 MO; QL nateglinide oral 1 MO; QL
tablet 850 mg (90 per 30 tablet 120 mg (90 per 30
days) days)
metformin oral 1 MO; QL nateglinide oral 1 MO; QL
tablet extended (120 per 30 tablet 60 mg (180 per 30
release 24 hr 500 mg days) days)
metformin oral 1 MO; QL NESINA 3 ST; MO;
tablet extended (60 per 30 QL (30 per
release 24 hr 750 mg days) 30 days)
metformin oral 3 ST; MO; NOVOLIN 70/30 3 ST; MO
tablet extended QL (60 per U-100 INSULIN
release (osm) 24 hr 30 days) NOVOLIN 70-30 3 ST: MO
1,000 mg FLEXPEN U-100
metformin oral 3 ST; MO; NOVOLIN N 3 ST: MO
tablet extended QL (150 per FLEXPEN
gzlg‘ff (osm) 24 hr 30 days) NOVOLIN N 3 ST; MO
& NPH U-100
metformin oral 3 ST; MO; INSULIN
Zziltelf’eel};ntion 24 hr %Ld(:}?s)per NOVOLINR 3 ST; MO
1,000 ms ir%)%;PLEli R 3  ST;MO
metformin oral 3 ST; MO; REGULAR U-100
tablet,er QL (120 per
. INSULN
gast.retention 24 hr 30 days)
500 mg NOVOLOG 3 ST; MO
miglitol oral tablet 3 MO; QL f;IJSE[)j(IIjI]?\IN U-100
100 mg (90 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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NOVOLOG MIX 3 ST; MO pioglitazone- MO; QL
70-30 U-100 glimepiride (30 per 30
INSULN days)
NOVOLOG MIX 3 ST; MO pioglitazone- MO; QL
70-30FLEXPEN metformin (90 per 30
U-100 days)
NOVOLOG 3 ST; MO PROGLYCEM MO
PENFILL U-100 QTERN MO; QL
INSULIN (30 per 30
NOVOLOG U-100 3 ST; MO days)
INSULIN repaglinide oral MO; QL
ASPART tablet 0.5 mg (960 per 30
ONGLYZA 2 MO; QL days)
(30 per 30 repaglinide oral MO; QL
days) tablet 1 mg (480 per 30
OSENI 3 MO; QL days)
(30 per 30 repaglinide oral MO; QL
days) tablet 2 mg (240 per 30
OZEMPIC 2 PA; MO; days)
SUBCUTANEOU QL (1.5 per RIOMET MO:; QL
S PEN INJECTOR 28 days) (765 per 30
0.25 MG OR 0.5 days)
MG@2 MG/1.5 ML) RYBELSUS PA; MO
OZEMPIC 2 PA;MO; QL (30 per
SUBCUTANEOU QL (3 per 30 days)
S PEN INJECTOR 28 days) SEGLUROMET MO; QL
llwl\ég/ ﬁ%SE “ ORAL TABLET (60 per 30
2.5-1,000 MG, 7.5- days)
OZEMPIC 2 PA; QL (3 1,000 MG, 7.5-500
SUBCUTANEOU per 28 days) MG
3 ;E(l}\;{l)g]s EE(gOR SEGLUROMET MO; QL
MG/3 ML) ORAL TABLET (120 per 30
S 2.5-500 MG days)
pioglitazone I MO; QL SEMGLEE(INSU ST; MO
(30 per 30 LIN GLARGINE-
days) YFGN)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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SEMGLEE(INSU 3 ST; MO TOUJEO 2 MO
LIN GLARG- SOLOSTAR U-300
YFGN)PEN INSULIN
SOLIQUA 100/33 2 MO; QL TRADJENTA 3 ST; MO;
(90 per 30 QL (30 per
days) 30 days)
STEGLATRO 2 MO:; QL TRESIBA 3 ST; MO
(30 per 30 FLEXTOUCH U-
days) 100
STEGLUJAN 3 ST; MO; TRESIBA 3 ST; MO
QL (30 per FLEXTOUCH U-
30 days) 200
SYMLINPEN 120 2 PA; MO; TRESIBA U-100 3 ST; MO
QL (10.8 INSULIN
per 30 days) TRIJARDY XR 2 MO;QL
SYMLINPEN 60 2 PA; MO; ORAL TABLET, (30 per 30
QL (6 per IR - ER, days)
30 days) BIPHASIC 24HR
SYNJARDY 2 MO:;QL 10-5-1,000 MG, 25-
(60 per 30 5-1,000 MG
days) TRIJARDY XR 2 MO; QL
SYNJARDY XR P MO: QL ORAL TABLET, (60 per 30
ORAL TABLET, (60 per 30 IR - ER, days)
IR - ER, days) BIPHASIC 24HR
BIPHASIC 24HR 12.5-2.5-1,000 MG,
10-1,000 MG, 12.5- 5-2.5-1,000 MG
1,000 MG, 5-1,000 TRULICITY 2 PA; MO;
MG QL (2 per
SYNJARDY XR 2 MO;QL 28 days)
ORAL TABLET, (30 per 30 VICTOZA 3-PAK 2 PA; MO;
IR - ER, days) QL (9 per
BIPHASIC 24HR 30 days)
25-1,000 MG
TOUJEO MAX U- 2 MO
300 SOLOSTAR

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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XIGDUO XR 2 MO; QL calcitriol oral 3
ORAL TABLET, (30 per 30 solution
E}P-If/liélc JAHR days) CERDELGA 3 PA;MO
10-1,000 MG, 10- cinacalcet 3 PA; MO
500 MG danazol 3 MO
XIGDUO XR 2 MO:;QL DDAVP ORAL 3 MO
ORAL TABLET, (60 per 30 DEPO- 3 PA; MO
IR - ER, days) TESTOSTERONE
BIPHASIC 24HR desmopressin nasal 2 MO
2.5-1,000 MG, 5- spray with pump
1,000 MG, 5-500 :
MG desmopressin oral MO
XULTOPHY 3 ST: MO: doxercalciferol oral MO
100/3.6 QL (15 per FORTESTA PA; MO;
30 days) QL (120 per
ZEGALOGUE 2 MO 30 days)
AUTOINJECTOR GALAFOLD 3 PA; MO;
ZEGALOGUE 2 MO LA;;(%I& (15
SYRINGE per 30 days)
MISCELLANEO ISTURISA ORAL 3 PA; LA;
TABLET 1 MG QL (240 per
US HORMONES 30 days)
ANDRODERM 2 PA; MO; ISTURISA ORAL 3 PA; LA;
QL (30 per TABLET 10 MG QL (180 per
30 days) 30 days)
ANDROGEL 3 PA; MO; ISTURISA ORAL 3 PA; LA;
TRANSDERMAL QL (150 per TABLET 5 MG QL (60 per
g’I[}EI\ngRED'DOSE JATENZOORAL 3 PA; MO;
CAPSULE 158 QL (120 per
AVEED 3 PA; LA MG, 198 MG 30 days)
cabergoline 2 MO JATENZO ORAL 3 PA;MO;
calcitonin (salmon) 2 MO CAPSULE 237 QL (60 per
nasal MG 30 days)
calcitriol oral 1 MO JYNARQUE 3 PA; LA
capsule KORLYM 3 PA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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KUVAN 3 PA; MO paricalcitol oral 3 MO
METHITEST 3 MO RAYALDEE 3 MO
methyltestosterone 1 MO RECORLEV 3 PA
oral capsule ROCALTROL 3 MO
miglustat 1 PA; MO; ORAL CAPSULE
LA ROCALTROL 3
MYALEPT 2 PA; MO; ORAL
LA SOLUTION
NATESTO 3 PA; MO; SAMSCA 3 PA; MO
QL (21.96 sapropterin 1 PA; MO
per 30 days) SENSIPAR 3 PA;MO
NATPARA 2 iﬁ’ MO; SOMAVERT 2 PA; MO
NOCDURNA 3 PA; MO; SYNAREL 2 PAMO
(MEN) QL (30 per TESTIM 3 PA; MO;
30 days) QL (300 per
30 days)
NOCDURNA 3 PA; MO;
(WOMEN) QL (30 per lestgsterone 2 PA; MO
30 days) cypionate
intramuscular oil
ORILISSA MO 100 mglmi, 200
oxandrolone oral PA; MO mglml
tablet 10 mg testosterone 2 PA
oxandrolone oral 2 PA; MO cypionate
tablet 2.5 mg intramuscular oil
PALYNZIQ 3 PA; MO; 200 mglml (1 ml)
SUBCUTANEOU LA; QL (15 testosterone 2 PA; MO
S SYRINGE 10 per 30 days) enanthate
MG/0.5 ML testosterone 2 PA; MO;
PALYNZIQ 3 PA; MO; transdermal gel in QL (120 per
SUBCUTANEOU LA; QL (4 metered-dose pump 30 days)
S SYRINGE 2.5 per 30 days) 10 mgl0.5 gram
MG/0.5 ML lactuation
PALYNZIQ 3 PA; MO;
SUBCUTANEOU LA; QL (60
S SYRINGE 20 per 30 days)
MG/ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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testosterone 3 PA; MO; VOGELXO 3 PA; MO;
transdermal gel in QL (300 per TRANSDERMAL QL (300 per
metered-dose pump 30 days) GEL IN 30 days)
12.5 mgl 1.25 gram METERED-DOSE
(1%) PUMP
testosterone 2 PA; MO; VOXZ0OGO PA; MO
transdermal gel in QL (150 per XYOSTED PA; MO;
metered-dose pump 30 days) QL (2 per
20.25 mgll.25 gram 28 days)
0
(1.62%) ZAVESCA 3 PA; MO;
testosterone 2 PA; MO; LA
transdern:zal gel in QL (300 per ZEMPLAR ORAL 3 MO
packet 1 % (25 30 days)
mgl2.5gram), 1 %% CAPSULE 1
b ’ MCG, 2 MCG
(50 mgl5 gram)
testosterone 2 PA; MO:; THYROID
transdermal gel in QL (37.5 HORMONES
packet 1.62 % per 30 days) CYTOMEL 3 MO
gram)
levo-t 1
testosterone 2 PA; MO:; LEVOTHYROXI 3 M
transdermal gel in QL (150 per NE OORAL 0
packet 1.62 % (40.5 30 days) CAPSULE
mgl2.5 gram)
testosterone 2 PA; MO; lez(;thy roxine oral 1 MO
transdermal solution QL (180 per tablet
in metered pump 30 days) levoxyl oral tablet 1 MO
wlapp 100 mcg, 112 mcg,
TLANDO 3 PA;MO; 125 mcg, 137 mcg,
QL (120 per 150 mcg, 175 mcg,
30 days) 200 mcg, 25 mcg, 50
mcg, 75 mcg, 88
tolvaptan 1 PA; MO meg
VOGELXO 3 PA; MO; liothyronine oral 1 MO
TRANSDERMAL QL (300 per
GEL 30 days) SYNTHROID 3 ST; MO
THYQUIDITY 3 MO
TIROSINT 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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TIROSINT-SOL 3 MO MISCELLANEO
unithroid | MO US
GASTROENT GASTROINTES
TINAL AGENTS
EROLOGY
ANTIDIARRHE alosetron 1 PA; MO
AMITIZA 3 ST; MO;
ALS/ QL (60 per
iﬁé\TSTISPASMOD 30 days)
ANTIVERT 3
CUVPOSA 3 MO ORAL TABLET
DARTISLA 3 S0 MG
dicyclomine oral 1 MO ANTIVERT 3 MO
capsule ORAL
dicyclomine oral 3 MO FII;I?]}EB LET,CHEWA
solution
; : ANUSOL-HC 3 MO
dicyclomine oral 1 MO TOPICAL
tablet
; ANZEMET ORAL 3 PA; MO
diphenoxylate- . ° TABLET 50 MG
atropine oral liquid :
diphenoxylate- 2 MO aprepitant . PA; MO
atropine oral tablet APRISO 3 MO
glycopyrrolate oral 3 MO AZULFIDINE 3 MO
solution AZULFIDINE 3 MO
glycopyrrolate oral 2 MO EN-TABS
tablet 1 mg, 2 mg balsalazide 2 MO
glycopyrrolate oral 2 betaine 1 MO
tablet 1.5 mg BONJESTA 3 MO
LOMOTIL 3 MO budesonide oral 3 MO
loperamide oral 1 MO capsule,delayed,exte
capsule nd.release
methscopolamine 3 MO budesonide oral 1
MOTOFEN 3 MO tablet,delayed and
MYTESI 3 MO ext.release
BYLVAY ORAL 3 PA; MO;
CAPSULE LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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BYLVAY ORAL 3 PA; MO; EMEND ORAL 3 PA; MO
PELLET 200 MCG LA CAPSULE,DOSE
CANASA 3 MO PACK
CHENODAL 2 PAJLA EMEND ORAL 3 PA
CHOLBAM 2 PA IS:ICJ);PENSION
ORAL CAPSULE RECONSTITUTI
250 MG ON
CHOLBAM 2 PA; QL
ORAL CAPSULE (120 per 30 enulose .
50 MG days) GASTROCROM 3 MO
CIMZIA 3 PA; MO:; GATTEX 30-VIAL 3 PA; MO
QL (2 per gavilyte-c | MO
28 days) gavilyte-g 1 MO
per
RECONST 28 days) gIOMOTI i S o
- LYTELY ;M
CLENPIQ 3 ST; MO ORAL RECON
COLAZAL 3 MO SOLN
compro 3 MO granisetron hcl oral 2 PA; MO
constulose 1 MO hydrocortisone 3 MO
CORTIFOAM 2 MO rectal
CREON 2 MO hydrocortisone 1 MO
cromolyn oral 3 MO topical cream with
perineal applicator
CYSTADANE 3 550,
DELZICOL . MO hydrocortisone- 3 MO
DICLEGIS 3 MO pramoxine rectal
DIPENTUM 3 MO cream 1-1 %
doxylamine- 3 MO IBSRELA 3 ST; MO;
pyridoxine (vit b6) QL (60 per
dronabinol 3 PA; MO 30 days)
EMEND ORAL 3 PA;MO INFLECTRA 3 PA;MO;
CAPSULE 80 MG QL (20 per
28 days)
KRISTALOSE 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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lactulose oral 3 MO MOTEGRITY 3 ST; MO;

packet QL (30 per

lactulose oral 1 MO 30 days)

solution 10 graml15 MOVANTIK 2 MO; QL

ml (30 per 30

LIALDA 3 MO days)

LINZESS 2 MO: QL MOVIPREP 3 ST; MO
(30 per 30 OCALIVA PA; MO;
days) LA; QL (30

LIVMARLI PA; LA per 30 days)

LOTRONEX PA; MO ondansetron 1 PA; MO

LUBIPROSTONE ST: MO; ondansetron hcl oral 3 PA; MO
QL (60 per solution
30 days) ondansetron hcl oral 1 PA; MO

MARINOL 3 PA;MO tablet 4 mg, 8 mg

meclizine oral tablet 1 MO ORTIKOS MO

12.5 mg, 25 mg OSMOPREP ST; MO

mesalamine oral 3 MO PANCREAZE ST; MO

capsule (with del rel ORAL

tablets) CAPSULE,DELA

mesalamine oral 3 MO YED

capsule,extended RELEASE(DR/EC

release 24hr ) 10,500-35,500-

mesalamine oral 3 MO 61,500 UNIT,

cablet delaved 16,800-56,800-

"l et ? %e ) 98,400 UNIT,

recease (ariec 2,600-8,800- 15,200

mesalamine rectal 3 MO UNIT, 21,000-

metoclopramide hcl | MO 54,700- 83,900

oral solution UNIT, 37,000-

metoclopramide hcl 1 MO 97,300- 149,900

oral tablet EI\;I()% ‘;f%%'o

metoclopramide hcl 3 MO UNIT

oral
tablet,disintegrating

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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peg 3350- 1 MO REMICADE 2 PA; MO;
electrolytes oral QL (20 per
recon soln 236- 28 days)
22.74-6.74 -5.86 RENFLEXIS 3 PA; MO;
gram QL (20 per
peg3350-sod sul- 3 MO 28 days)
nacl-kcl-asb-c ROWASA 3 MO
peg-electrolyte 1 MO RECTAL ENEMA
PENTASA 3 MO KIT
PERTZYE 3 ST; MO SANCUSO 2 MO
PLENVU 3 ST: MO scopolamine base 3 MO
prochlorperazine 3 MO SUCRAID 2 PA
prochlorperazine 1 MO sulfasalazine 1 MO
maleate oral SUPREP BOWEL 3 ST; MO
procto-med hc 1 MO PREP KIT
procto-pak 1 MO SUTAB 3 ST; MO
proctosol he topical 1 MO SYMPROIC 3 MO; QL
(30 per 30
proctozone-hc 1 MO days)
RECTIV 2 MO SYNDROS 3 PA; MO
REGLAN ORAL 3 MO TRANSDERM. e
RELISTOR ORAL 3 MO; QL SCOP
?a(;ger 30 TRULANCE 2 MO
RELISTOR 3 MO; QL UCERIS . MO
SUBCUTANEOU (18 per 30 URSO 250 3 MO
S SOLUTION days) URSO FORTE 3 MO
RELISTOR 3 MO; QL ursodiol oral capsule 1
SUBCUTANEOU (18 per 30 200 mg, 400 mg
S SYRINGE 12 days) ursodiol oral capsule 2 MO
MG/0.6 ML 300 mg
IS{I]JE]ISEZSSI(?;{NEOU 3 ?fzoa QI?;O ursodiol oral tablet 2 MO
per
S SYRINGE 8 days) VARUBI 2 PA
MG/0.4 ML
RELTONE 3

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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VIBERZI 2 MO:; QL DEXILANT 3 MO; QL
(60 per 30 ORAL (30 per 30
days) CAPSULE,BIPHA days)
VIOKACE 2 MO SE DELAYED
ZENPEP ORAL 2 MO RELEAS 30 MG
CAPSULE,DELA DEXILANT 3 MO
YED ORAL
RELEASE(DR/EC CAPSULE,BIPHA
) 10,000-32,000 - SE DELAYED
42,000 UNIT, RELEAS 60 MG
15,000-47,000 - DEXLANSOPRA 3 MO; QL
63,000 UNIT, ZOLE ORAL (30 per 30
20,000-63,000- CAPSULE,BIPHA days)
84,000 UNIT, SE DELAYED
25,000-79,000- RELEAS 30 MG
105,000 UNTT, DEXLANSOPRA 3 MO
3,000-10,000 - 7ZOLE ORAL
14,000-UNIT, CAPSULE,BIPHA
40,000-126,000- SE DELAYED
168,000 UNIT, RELEAS 60 MG
;08861[751(1%91: esomeprazole 2 MO; QL
’ magnesium oral (30 per 30
ULCER capsule,delayed days)
THERAPY release(drlec) 20
ACIPHEX MO mg
amoxicil- MO; QL esomeprazole 2 MO
clarithromy- (112 per magnesium oral
lansopraz 180 days) Caf sule, Zeﬁ ay eiO
CARAFATE 3 MO ngease( riec)
cimetidine 1 MO esomeprazole 3 MO; QL
cimetidine hcl oral 1 magnesium oral (30 per 30
CYTOTEC 3 MO granules dr for susp days)

in packet 10 mg, 20
mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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esomeprazole 3 MO NEXIUM ORAL 3 MO; QL
magnesium oral GRANULES DR (30 per 30
granules dr for susp FOR SUSP IN days)
in packet 40 mg PACKET 10 MG,
famotidine oral 3 MO 2.5 MG, 20 MG, 5
SUSpension MG
famotidine oral 1 MO NEXIUM ORAL 3 MO
tablet 20 mg, 40 mg GRANULES DR
lansoprazole oral 1 MO; QL FOR SUSP IN
PACKET 40 MG
capsule,delayed (30 per 30
release(drlec) 15 days) nizatidine oral 2 MO
mg capsule 150 mg
lansoprazole oral 1 MO nizatidine oral 2
capsule,delayed capsule 300 mg
release(drlec) 30 OMECLAMOX- 3 MO; QL
mg PAK (80 per 180
lansoprazole oral 3 MO; QL days)
tablet,disintegrat, (30 per 30 omeprazole oral 1 MO; QL
delay rel 15 mg days) capsule,delayed (30 per 30
lansoprazole oral 3 MO release(drlec) 10 days)
tablet, disintegrat, mg, 20 mg
delay rel 30 mg omeprazole oral 1 MO
misoprostol 2 MO capsule,delayed
NEXIUM ORAL 3 MO;QL release(drlec) 40
CAPSULE,DELA (30 per 30 ms
YED days) omeprazole-sodium 3 MO; QL
RELEASE(DR/EC bicarbonate oral (30 per 30
)20 MG capsule 20-1.1 mg- days)
NEXIUM ORAL 3 MO sram
CAPSULE.DELA omeprazole-sodium 3 MO
YED ’ bicarbonate oral
RELEASE(DR/EC capsule 40-1.1 mg-
)40 MG gram
omeprazole-sodium 1 MO; QL
bicarbonate oral (30 per 30
packet 20-1,680 mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.
96


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

omeprazole-sodium 1 MO PRILOSEC ORAL 3 MO; QL

bicarbonate oral SUSP,DELAYED (480 per 30

packet 40-1,680 mg RELEASE FOR days)

pantoprazole oral 3 MO RECON 2.5 MG

granules dr for susp PROTONIX 3 MO

in packet ORAL

pantoprazole oral 1 MO; QL GRANULES DR

tablet,delayed (30 per 30 FOR SUSP IN

release (drlec) 20 days) PACKET

mg PROTONIX 3 MO; QL

pantoprazole oral 1 MO ORAL (30 per 30

tablet, delayed TABLET,DELAY days)

release (drlec) 40 ED RELEASE

mg (DR/EC) 20 MG

PEPCID ORAL 3 MO PROTONIX 3 MO

TABLET "?EBAI{JET DELAY

I(’)I;]i\iACID 3 MO ED RELEASE

CAPSULE.DELA (DR/EC) 40 MG

YED PYLERA 3 MO; QL

RELEASE(DR/EC (120 per

)30 MG 180 days)

PREVACID 3 MO; QL rabeprazole oral 3 MO

SOLUTAB ORAL (30 per 30 tablet,delayed

TABLET,DISINT days) release (drlec)

EGRAT, DELAY sucralfate oral 3 MO

REL 15 MG suspension

PREVACID 3 MO sucralfate oral 1 MO

SOLUTAB ORAL tablet

TABLET,DISINT TALICIA 3 MO:; QL

EGRAT, DELAY (168 per

REL 30 MG 180 days)

PRILOSEC ORAL 3 MO; QL ZEGERID ORAL 3 MO:; QL

SUSP,.DELAYED (120 per 30 CAPSULE 20-1.1 (30 per 30

RELEASE FOR days) MG-GRAM days)

RECON 10 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ZEGERID ORAL 3 MO AVONEX 2 PA: MO:
CAPSULE 40-1.1 INTRAMUSCUL QL (1 per
MG-GRAM AR SYRINGE 28 days)
ZEGERID ORAL 3 MO;QL KIT
PACKET 20-1,680 (30 per 30 BESREMI 3 PA; LA
MG days) BETASERON 2 PA: MO:;
ZEGERID ORAL 3 MO SUBCUTANEOU QL (14 per
PACKET 40-1,680 S KIT 28 days)
MG EGRIFTA SV PA; MO
IMMUNOLO EPOGEN PA; MO
GY, INJECTION
SOLUTION 2000
LOGY 20,000 UNIT/ML,
L
GY DRUGS ’

EXTAVIA 3 PA; MO;

ACTIMMUNE 2 PA; MO SUBCUTANEOU QL (15 per
ARANESP (IN 3 PA; MO S KIT 28 days)
POLYSORBATE) FULPHILA 3 PA: MO
INJECTION :
SOLUTION 100 GENOTROPIN 3 PA; MO
MCG/ML, 200 GENOTROPIN 3 PA; MO
MCG/ML. 25 MINIQUICK
MCG/ML, 40 GRANIX PA; MO
MCG/ML, 60 HUMATROPE PA; MO
MCG/ML INJECTION
ARANESP (IN 3 PA;: MO CARTRIDGE
POLYSORBATE) INTRON A 2 PA: MO
INJECTION INJECTION
SYRINGE RECON SOLN
ARCALYST 2 PA; MO LEUKINE 2 PA; MO
AVONEX 2 PA:; MO: INJECTION
INTRAMUSCUL QL (1 per RECON SOLN
AR PEN 28 days) NEULASTA 3 PA: MO
INJECTOR KIT

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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NEULASTA 3 PA;MO PROCRIT 2  PA;MO
ONPRO INJECTION
NEUPOGEN 3 PA;: MO SOLUTION 10,000
NIVESTYM 2  PA;MO ggg%i 360880
NORDITROPIN 3 PA;MO UNIT/ML. 3,000
FLEXPRO UNIT/ML, 4,000
NUTROPIN AQ 3 PA;MO UNIT/ML, 40,000
NUSPIN UNIT/ML
NYVEPRIA 2 PA;MO REBIF (WITH 3 PA; MO;
OMNITROPE 2 PA;MO ALBUMIN) QL (6 per
PEGASYS 2 MO;QL (4 28 days)
SUBCUTANEOU per 28 days) REBIF 3 PATMO;
S SOLUTION IS‘EBéDOSf o %Ld@ per
UBCUTANEOU ays
PEGASYS 2 MO;QL(2 S PEN INJECTOR ys)
SUBCUTANEOU per 28 days) 22 MCG/0.5 ML
S SYRINGE 44 MCG/0.5 ML
PLEGRIDY 2 PA; MO; REBIE S 0.
SUBCUTANEOU QL (1 per REBIDOSE OL (4.2 per
S PEN INJECTOR 28 days) SUBCUTANEOU 180 days)
125 MCG/0.5 ML S PEN INJECTOR
PLEGRIDY 2 PA;MO; 8.8MCG/0.2ML-22
SUBCUTANEOU QL (1 per MCG/0.5ML (6)
S PEN INJECTOR 180 days) REBIF S T 0.
gi ﬁggﬁgg ﬁi TITRATION QL (4.2 per
PLEGRIbY 2 PA;MO PACK 189 days)
SUBCUTANEOU QL (1 per RETACRIT PA; MO
S SYRINGE 125 28 days) SAIZEN PA; MO
MCG/0.5 ML SAIZEN PA; MO
PLEGRIDY 2 PA;MO; SAIZENPREP
SUBCUTANEOU QL (1 per SEROSTIM 3 PA;MO
S SYRINGE 63 180 days) SUBCUTANEOU
MCG/0.5 ML- 94 S RECON SOLN 4
MCG/0.5 ML MG, 5 MG, 6 MG
SKYTROFA 3 PA;MO
UDENYCA 3 PA;MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ZARXIO 2 PA; MO GAMMAKED 3 PA; MO

ZIEXTENZO 2 PA: MO ISEJL EI?TTII(());I‘II

ZOMACTON 3 PA; MO GRAM/10 ML (10

ZORBTIVE 3 PA;: MO %)

VACCINES / GAMMAPLEX PA; MO

MISCELLANEO GAMMAPLEX PA: MO

US (WITH

IMMUNOLOGI SORBITOL)

CALS GAMUNEX-C 3 PA:MO

ACTHIB (PF) 2 MO INJECTION

ADACEL(TDAP 2 MO SOLUTION 1

ADOLESN/ADUL GRAM/10 ML (10

T)(PF) /)

LIVE (PF) GRASTEK 3 PA; MO

BEXSERO 2 MO HAVRIX (PF) 2 MO

BIVIGAM 3 PA; MO HIBERIX (PF) 2 MO

BOOSTRIX TDAP 2 MO IMOVAX RABIES 2

DAPTACEL 2 MO VACCINE (PF)

(DTAP INFANRIX 2 MO

PEDIATRIC) (PF) (DTAP) (PF)

ENGERIX-B (PF) 2 PA;MO INTRAMUSCUL

INTRAMUSCUL AR SYRINGE

AR SYRINGE IPOL

ENGERIX-B 2 PA;: MO IXIARO (PF)

PEDIATRIC (PF) KINRIX (PF) MO

FLEBOGAMMA 3 PA INTRAMUSCUL

DIF AR SYRINGE

INTRAVENOUS MENACTRA (PF) 2 MO

SOLUTION 10 % INTRAMUSCUL

GAMMAGARD 3 PA; MO AR SOLUTION

LIQUID MENQUADFI 2 MO

GAMMAGARD 3 PA: MO (PF)

S-D (IGA <1 MENVEO A-C-Y- 2 MO

MCG/ML) W-135-DIP (PF)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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M-M-R II (PF) 2 MO RECOMBIVAX 2 PA; MO
OCTAGAM . PA: MO IPII\]IBT(II{)?I\/IUSCUL
ODACTRA S PA; MO AR SYRINGE 10
ORALAIR 3 PA MCG/ML
SUBLINGUAL RECOMBIVAX 2 PA
TABLET 300
INDX a8
INTRAMUSCUL
REACTIVITY AR SYRINGE 5
PANZYGA 3 PA; MO MCG/0.5 ML
PEDIARIX (PF) 2 MO ROTARIX 2
PEDVAX HIB 2 ROTATEQ 2 MO
(PF) VACCINE
fNE¥g§§[%LSg§)L 2 SHINGRIX (PF) 2 MO
AR KIT 15LF- TDVAX ; MO
48MCG-62DU -10 TENIVAC (PF) S M©
MCG/0.SML INTRAMUSCUL
PREHEVBRIO 2 PA;MO AR SYRINGE
(PF) TETANUS,DIPH 2 MO
THERIA TOX
PRIVIGEN 2 PA;MO PED(PF)
PROQUAD (PF) 2 TICOVAC > MO
QUADRACEL 2 INTRAMUSCUL
(PF) AR SYRINGE 2.4
INTRAMUSCUL MCG/0.5 ML
AR SUSPENSION TRUMENBA 2 MO
RABAVERT (PF) 2 MO TWINRIX (PF) 2 MO
RAGWITEK S VO TYPHIM VI 2
RECOMBIVAX 2 PA;MO INTRAMUSCUL
HB (PF) AR SOLUTION
AR SUSPENSION
INTRAMUSCUL
10 MCG/ML, 40 AR SYRINGE
MCG/ML
VAQTA (PF) 2 MO
VARIVAX (PF) 2
YF-VAX (PF) 2

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MISCELLAN BD 2 MO
E SAFETYGLIDE
Oous INSULIN

MISCELLANEO BD 2 MO

US SUPPLIES SAFETYGLIDE

IST TIER 3 oST 2 GAUGE X 515

UNIFINE

PENTIPS BD ULTRA-FINE 2 MO

IST TIER 3 ST EE%RD(E]? EN

UNIFINE

PENTIPS PLUS BD ULTRA-FINE 2 MO

ABOUTTIME 3 ST 11\\%\3]11)1;%1\1

PEN NEEDLE : .

ADVOCATEPEN 3 ST:MO BD ULTRA-FINE iy M

o NANO PEN
NEEDLE

QEIXI%%%TSE 3 ST;MO BD ULTRA-FINE 2 MO
ORIG PEN

ASSURE ID PEN 3 ST; MO NEEDLE

NEEDLE 30 BD ULTRA-FINE 2 MO

GAUGE X 3/16",

X SHORT PEN

e NEEDLE

ASSURE ID PEN 3 ST BD VEO I MO
INSULIN SYR

NEEDLE 31 (HALF UNIT)

GAUGE X 3/16" = >

BD ECLIPSE 2 MO VEO MO
INSULIN

LUER-LOK SYRINGE UF

SYRINGE 1 ML

30 GAUGE X 112" CAREFINE PEN 3 ST

BD NANO 2ND 2 MO NEEDLE
NEEDLE 29

GEN PEN GAUGE X 1/2"

NEEDLE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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CAREFINE PEN 3 ST; MO COMFORT EZ 3 ST
NEEDLE INSULIN
NEEDLE 30 SYRINGE 0.3 ML
GAUGE X 5/16", 29 GAUGE X 1/2",
31 GAUGE X 1/4", 0.3 ML 30
31 GAUGE X GAUGE X 1/2",
5/16", 32 GAUGE 0.5 ML 29
X 1/4", 32 GAUGE GAUGE X 172",
X 3/16", 32 0.5 ML 30
GAUGE X 5/32" GAUGE X 1/2", 1
CARETOUCH 3 ST ML 30 GAUGE X
INSULIN 1/2",1/2 ML 28
SYRINGE GAUGE X 1/2"
CARETOUCH 3 ST COMFORT EZ 3 ST; MO
PEN NEEDLE INSULIN
NEEDLE 29 SYRINGE 0.3 ML
GAUGE X 1/2" 30 GAUGE X
CARETOUCH 3 ST; MO gfﬁgé ;\(4?/1361"
PEN NEEDLE 31 0.5 ML 30 ’
GAUGE X 1/4", 31 . "
GAUGE X 3/16". GAUGE X 5/16",
31 GAUGE X 0.5 ML 31
5/16" 32 GAUGE GAUGE X 5/16", 1
> ML 28 GAUGE X
X 3/16", 32 1/2",1 ML 29
GAUGE X 5/32 GAUGE X 12", 1
CEQUR 3 ML 30 GAUGE X
SIMPLICITY 5/16,1 ML 31
CLICKFINE PEN 3 ST GAUGE X 5/16
NEEDLE 31 COMFORT EZ 3 ST;MO
GAUGE X 1/4", 31 PEN NEEDLES
GAUGE X 5/16"

CLICKFINE PEN 3 ST; MO
NEEDLE 32
GAUGE X 5/32"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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COMFORT 3 ST DROPLET 3 ST; MO

TOUCH PEN INSULIN

NEEDLE SYR(HALF

NEEDLE 31 UNIT) SYRINGE

GAUGE X 1/4", 31 0.5 ML 31

GAUGE X 3/16", GAUGE X 5/16"

31 GAUGE X DROPLET 3 ST

5/16", 31 GAUGE INSULIN

X 5/32", 32 SYRINGE 0.3 ML

GAUGE X 3/16", 29 GAUGE X 172",

32 GAUGE X 0.3 ML 30

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

X 5/32", 33 0.3 ML 30

GAUGE X 1/4", 33 GAUGE X 15/64",

GAUGE X 3/16", 0.3 ML 30

33 GAUGE X GAUGE X 5/16",

5/32" 0.3 ML 31

COMFORT 3 ST; MO GAUGE X 15/64",

TOUCH PEN 1 ML 29 GAUGE

NEEDLE X 1/2",1 ML 30

NEEDLE 32 GAUGE X 1/2",1

GAUGE X 1/4" ML 30 GAUGE X

DROPLET 3 ST 15/64", 1 ML 30

INSULIN GAUGE X 5/16, 1

SYR(HALF ML 31 GAUGE X

UNIT) SYRINGE 15/64"

0.5 ML 29 DROPLET 3 ST; MO

GAUGE X 1/2", INSULIN

0.5 ML 30 SYRINGE 0.3 ML

GAUGE X 1/2", 31 GAUGE X

0.5 ML 30 5/16", 1 ML 31

GAUGE X 5/16", GAUGE X 5/16

0.5 ML 31 DROPLET 3 ST; MO

0.5ML 30 GAUGE NEEDLE

X 15/64"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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DROPLET PEN 3 ST; MO EASY COMFORT 3 ST
NEEDLE 29 PEN NEEDLE 33
GAUGE X 1/2", 29 GAUGE X 1/4", 33
GAUGE X 3/8", 31 GAUGE X 3/16",
GAUGE X 1/4", 31 33 GAUGE X
GAUGE X 3/16", 5/32"
31 GAUGE X EASY GLIDE 3 ST
5/16", 32 GAUGE INSULIN
X 1/4", 32 GAUGE SYRINGE
X 3/16", 32
SAUGE X 516, EASYGLIDE 3 o
32 GAUGE X
5/32" EASY TOUCH 3 ST
DROPLET PEN 3 ST FLIPLOCK
INSULIN
NEEDLE 30
GAUGE X 5/16" SYRINGE 1 ML
29 GAUGE X 1/2",
DROPSAFE PEN 3 ST; MO 1 ML 30 GAUGE
NEEDLE X 5/16"
NEEDLE 31 EASY TOUCH 3 ST:MO
GAUGE X 1/4", 31
GAUGE X 5/16" FLIPLOCK
INSULIN
DROPSAFE PEN 3 ST SYRINGE 1 ML
NEEDLE 30 GAUGE X 1/2",
NEEDLE 31 1 ML 31 GAUGE
GAUGE X 3/16" X 5/16"
EASY COMFORT 3 ST EASY TOUCH 3 ST
INSULIN INSULIN
SYRINGE SAFETY
EASY COMFORT 3 ST; MO SYRINGE 0.5 ML
PEN NEEDLE 31 29 GAUGE X 1/2"
GAUGE X 1/4", 31
GAUGE X 3/16",
31 GAUGE X
5/16", 32 GAUGE
X 5/32"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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EASY TOUCH 3 ST; MO EASY TOUCH 3 ST; MO
INSULIN INSULIN
SAFETY SYRINGE 0.3 ML
SYRINGE 0.5 ML 30 GAUGE X
30 GAUGE X 5/16", 0.3 ML 31
5/16", 1 ML 29 GAUGE X 5/16",
GAUGE X 1/2",1 0.5 ML 29
ML 30 GAUGE X GAUGE X 1/2",
12" 0.5 ML 30
EASY TOUCH 3 ST GAUGE X 1727,
INSULIN 0.5 ML 30
SYRINGE GAUGE X 5/16",
SYRINGE 0.3 ML 0.5 ML 31
30 GAUGE X 1/2" GAUGE X 5/16", 1
I ML 27 GAUGE ML 27 GAUGE X
X 5/8", 12 ML 27 172", 1 ML 28
GAUGE X 1/2" GAUGE X 1/2",1
ML 29 GAUGE X
1/2", 1 ML 30
GAUGE X 1/2",1
ML 30 GAUGE X
5/16, 1 ML 31
GAUGE X 5/16,
1/2 ML 28
GAUGE X 172"
EASY TOUCH 3 ST
LUER LOCK
INSULIN
EASY TOUCH 3 ST; MO
NEEDLE
EASY TOUCH 3 ST; MO
PEN NEEDLE
EASY TOUCH 3 ST; MO
SAFETY PEN
NEEDLE 29
GAUGE X 3/16"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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EASY TOUCH 3 ST GAUZE PADS 2 2
SAFETY PEN X 2
NEEDLE 29 HEALTHWISE 3 ST
GAUGE X 5/16", INSULIN
30 gﬁugE X 1/4", SYRINGE
;?1 o 3% Cf:é GE HEALTHWISE 3 ST
X5/ PEN NEEDLE
EASY TOUCH 3 ST HEALTHY S ST
ACCENTS
SHEATHLOCK
INSULIN UNIFINE
SYRINGE 1 ML PENTIP
29 GAUGE X 1/2", INCONTROL 3 ST; MO
1 ML 30 GAUGE PEN NEEDLE 29
X 1/2", 1 ML 30 GAUGE X 1/2", 31
GAUGE X 5/16" GAUGE X 5/16",
EASY TOUCH 3 ST:MO g%g,AUGE X
SHEATHLOCK
INSULIN INCONTROL 3 ST
SYRINGE 1 ML PEN NEEDLE 31
31 GAUGE X GAUGE X 1/4", 31
5/16" GAUGE X 3/16"
EASY TOUCH 3 ST INPEN (FOR 3
UNI-SLIP HUMALOG)
SYRINGE 1 ML BLUE
FREESTYLE 3 ST; MO INPEN (FOR 3
PRECISION HUMALOG)
SYRINGE 0.5 ML GREY
30 GAUGE X INPEN (FOR 3
5/16", 0.5 ML 31 HUMALOG)
GAUGE X 5/16" PINK
FREESTYLE 3 ST INPEN 3
PRECISION (NOVOLOG OR
SYRINGE 1 ML FIASP) BLUE
30 GAUGE X 5/16, INPEN 3
1 ML 31 GAUGE (NOVOLOG OR
X 5/16 FIASP) GREY

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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INPEN 3 INSUPEN 3 ST; MO
(NOVOLOG OR NEEDLE 30
FIASP) PINK GAUGE X 5/16",
INSULIN PEN 2 MO 31 GAUGE X 1/4",
NEEDLE 31 GAUGE X

5/16", 32 GAUGE

%SIEDLLIE PEN . ST X 1/4", 32 GAUGE
GAUGE X 1/4", 32 3 GAUGEX
GAUGE X 3/16", Pyt
32 GAUGE X
5/16". 32 GAUGE LITE TOUCH 3 ST; MO
X 5/3’2"’ 33 INSULIN PEN
GAUGE X 1/4", 33 NEEDLES
GAUGE X 3/16", LITE TOUCH 3 ST
33 GAUGE X INSULIN
5/32" SYRINGE 0.3 ML
INSULIN % 29 GAUGE X 1/2",
SYRINGE (DISP) 0.3 ML 30
U-100 0.3 ML, 1/2 GAUGE X 5/16",
ML 0.3 ML 31
GAUGE X 5/16",
INSULIN 2 MO 0.5 ML 29
SYRINGE (DISP) .
U100 1 ML GAUGE X 1/2",
0.5 ML 30
INSUPEN 3 ST GAUGE X 5/16", 1
NEEDLE 29 ML 28 GAUGE, 1
GAUGE X 1/2", 31 ML 28 GAUGE X
GAUGE X 3/16" 1/2", 1 ML 29

GAUGE, 1 ML 29
GAUGEX 172", 1
ML 30 GAUGE X
5/16, 1 ML 30
GAUGE X 7/16",
1/2 ML 28
GAUGE X 172"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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LITE TOUCH 3 ST; MO MONOIJECT 3 ST; MO
INSULIN INSULIN
SYRINGE 0.5 ML SAFETY
31 GAUGE X SYRINGE 0.3 ML
5/16", 1 ML 31 29 GAUGE X 1/2",
GAUGE X 5/16, 0.5 ML 29
1/2 ML 28 GAUGE X 1/2",
GAUGE, 172 ML 0.5 ML 30
29, 1/2 ML 30 GAUGE X 5/16",
GAUGE 29 GAUGE X 1/2"
MAGELLAN 3 ST; MO MONOIJECT 3 ST
INSULIN INSULIN
SAFETY SYRNG SAFETY
MAGELLAN 3 ST:MO SYRINGE 0.3 ML
SYRINGE 0.3 ML 30 GAUGE X
30 X 5/16" 5/16
MAGELLAN 3 ST MONOJECT 3 ST; MO
SYRINGE 0.5 ML INSULIN
30 GAUGE X SYRINGE
5/16" SYRINGE 0.3 ML
MAXICOMFORT 3 ST 393(;/?LU3(3E X172,
II PEN NEEDLE GAUGE X 5/16".
MAXICOMFORT 3 ST 0.3 ML 31
INSULIN GAUGE X 5/16",
SYRINGE 0.5 ML 29
MAXI- 3 ST; MO GAUGE X 1/2",
COMFORT 0.5 ML 30
INSULIN GAUGE X 5/16",
SYRINGE 0.5 ML 31
MAXICOMFORT 3 ST GAUGE X 5/16", 1
SAFETY PEN ML 25 GAUGE X
NEEDLE 5/8",1 ML 28
MICRODOT 3 ST GAUGE X 1727, 1
ML 29 GAUGE X
INSULIN PEN -
NEEDLE 1/2", 1 ML 30
GAUGE X 5/16, 1
MINI ULTRA- 3 ST; MO ML 31 GAUGE X
THIN II

5/16

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MONOJECT 3 ST OMNIPOD 2 MO
INSULIN CLASSIC PODS
SYRINGE (GEN 3)
SYRINGE 1 ML, OMNIPOD DASH 2 MO; QL (1
1 ML 27 GAUGE INTRO KIT (GEN per 720
X 1/2", 1/2 ML 28 4) days)
GAUGE X 172 OMNIPODDASH 2 MO
MONOJECT 3 ST PODS (GEN 4)
gggg%%” 2ML PEN NEEDLE, 3 ST
DIABETIC,
MONOJECT 3 ST; MO SAFETY
ULTRA PENTIPS 3 ST
COMFORT
INSULIN NEEDLE 29
GAUGE X 1/2", 31
NEEDLES, 3 ST GAUGE X 1/4", 31
INSULIN GAUGE X 3/16",
DISP..SAFETY 31 GAUGE X
SYRINGE 0.5 ML 5/16"
1 ML 31 GAUGE
X 15/ NEEDLE 32
GAUGE X 5/32"
}\ESEUDLLHES’ 2 MO PREVENT 3 ST
DISP. SAFETY DROPSAFE PEN
> NEEDLE
NOVOFINE 2 MO INSULIN
AUTOCOVER SYRINGE
NOVOFINE 2 MO PRO COMFORT 3 ST
PLUS PEN NEEDLE
OMNIPOD 5 G6 2 MO; QL (1 PRODIGY 3 ST
INTRO KIT (GEN per 720 INSULIN
5) days) SYRINGE 0.3 ML
OMNIPOD 5 G6 2 MO 31 GAUGE X
PODS (GEN 53) 5/16"
OMNIPOD 2 MO
CLASSIC PDM
KIT(GEN 3)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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PRODIGY 3 ST; MO SURE COMFORT 3 ST; MO
INSULIN INSULIN
SYRINGE 0.5 ML SYRINGE 0.3 ML
31 GAUGE X 29 GAUGE X 1/2",
5/16", 1 ML 28 0.3 ML 30
GAUGE X 172" GAUGE X 1/2",
PURE COMFORT 3 ST 0.3 ML 30
PEN NEEDLE GAUGE X 5/16",

_ 0.3 ML 31
SAFESNAP 3 ST; MO GAUGE X 5/16",
INSULIN 0.5 ML 30
SYRINGE 0.3 ML . "

GAUGE X 1/2",
30 GAUGE X
5/16", 0.5 ML 30 0.5 ML 30
GAUGE X 5/16", 1 (()}SAE/I(EEIX /16,
11\;[21,: 2f§€ggGE X GAUGE X 5/16", 1
GAiJGE X 1/2" ML 28 GAUGE X
1/2", 1 ML 29

SAFESNAP 3 ST GAUGE X 1/2", 1
INSULIN ML 30 GAUGE X
SYRINGE 0.5 ML 1/2", 1 ML 30
29 GAUGE X 1/2" GAUGE X 5/16, 1
SAFETY PEN 3 ST ML 31 GAUGE X
NEEDLE 5/16, 1/2 ML 28
SECURESAFE 3 ST GAUGE X 172"
PEN NEEDLE SURE COMFORT 3 ST
SURECOMFORT 3  ST; MO INSULIN

INS. SYR. U-100

SYRINGE 0.3 ML
31 GAUGE X 1/4",
1 ML 31 GAUGE
X 1/4",1/2 ML 31

GAUGE X 1/4"
SURE COMFORT 3 ST; MO
PEN NEEDLE
SURE-FINE PEN 3 ST; MO

NEEDLES

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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SURE-JECT 3 ST TECHLITE 3 ST
INSULIN INSULN
SYRINGE 0.3 ML SYR(HALF
29 GAUGE X 1/2", UNIT) SYRINGE
0.3 ML 30 0.3 ML 29
GAUGE X 5/16", GAUGE X 12",
0.5 ML 29 0.3 ML 30
GAUGE X 12", GAUGE X 5/16",
0.5 ML 30 0.5 ML 30
GAUGE X 5/16", 1 GAUGE X 5/16"
ML 28 GAUGE X TECHLITE 3 ST:MO
1/2",1 ML 29 INSULN
GAUGE X 1/2", 1 SYR(HALF
ML 30 GAUGE X UNIT) SYRINGE
5/16, 1/2 ML 28 0.3 ML 31
GAUGE X 1/2" GAUGE X 15/64",
SURE-JECT 3 ST; MO 0.3 ML 31
INSULIN GAUGE X 5/16",
SYRINGE 1 ML 0.5 ML 30
31 GAUGE X 5/16 GAUGE X 1/2",
TECHLITE 3 ST 0.5 ML 31
INSULIN GAUGE X 15/64",
SYRINGE 0.5 ML 31
SYRINGE 1 ML GAUGE X 5/16"
29 GAUGE X 1/2" TECHLITE PEN 3 ST:MO
TECHLITE 3 ST;MO NEEDLE 29
INSULIN GAUGE X 1/2", 31
SYRINGE GAUGE X 1/4", 31
SYRINGE 1 ML GAUGE X 3/16",
30 GAUGE X 172", 31 GAUGE X
1 ML 31 GAUGE 5/16", 32 GAUGE
X 15/64", 1 ML 31 X '1/4", 32 GAUGE
GAUGE X 5/16 X 5/16", 32
GAUGE X 5/32"
TECHLITE PEN 3 ST
NEEDLE 29
GAUGE X 3/8"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TERUMO 3 ST TOPCARE 3 ST
INSULIN CLICKFINE
SYRINGE 0.3 ML TOPCARE 3 ST
30 X 3/8",1/2 ML ULTRA
27 GAUGE X 1/2", COMFORT
[/2 ML 28 " TRUE 3 ST
GAUGE X 172", COMEORT
1/2 ML 30 X 3/8"
INSULIN
SYRINGE 0.5 ML TRUE 3 ST
" COMFORT PEN
29 GAUGE X 172", NEEDLE
1 ML 27 GAUGE
X 1/2", 1 ML 28 TRUE 3 ST
GAUGE X 1/2". 1 COMFORT PRO
ML 29 GAUGE X INS SYRINGE
12" TRUEPLUS 3 ST
thinpro insulin 3 ST INSULIN
syringe 0.3 ml 29 SYRINGE 0.3 ML
gauge x 112", 0.5 ml 29 GAUGE X 1727,
29 gauge x 1/2", 1 172 ML 28
ml 29 gauge x 1/2" GAUGE X 1/2"
THINPRO 3 ST
INSULIN
SYRINGE 0.3 ML
30 X 3/8", 1 ML 30
GAUGE X 3/8",
1/2 ML 28
GAUGE X 172",
1/2 ML 30 X 3/8"
THINPRO 3 ST; MO
INSULIN

SYRINGE 0.3 ML
31 X 3/8",0.5 ML
31 X 3/8",1 ML 28
GAUGE X 172", 1
ML 31 X 3/8"

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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TRUEPLUS 3 ST: MO ULTICARE 3 ST

INSULIN SAFETY PEN

SYRINGE 0.3 ML NEEDLE

30 CiAUGE X ULTICARE 3 ST: MO

5/16", 0.3 ML 31" SYRINGE 0.3 ML

GAUGE X 5/16", 30 GAUGE X 1/2",

0.5 ML 29 0.5 ML 30

GAUGE X 1/2", GAUGE X 1/2",

0.5 ML 30 0.5 ML 31

GAUGE X 5/16", GAUGE X 5/16", 1

0.5 ML 31 ML 30 GAUGE X

GAUGE X 5/16", 1 1/2", 1 ML 31

ML 28 GAUGE X GAUGE X 5/16

g2A blc;hélizf/z" 1 ULTICARE 3 ST
’ SYRINGE 0.3 ML

GAUGE X 5/16

TRUEPLUS PEN 3 ST; MO gigéggé‘g) 3 ST

NEEDLE INSULIN SYR

%S%EII?\II{E 3 ST;MO ULTIGUARD 3 ST

SYRINGE 0.3 ML ;‘AEFE]]E)PSECK'PEN

31 GAUGE X 1/4",

1 ML 31 GAUGE

X 1/4"

ULTICARE 3 ST

INSULIN

SYRINGE 1/2 ML

31 GAUGE X 1/4"

ULTICARE 3 ST: MO

INSULN

SYR(HALF

UNIT)

ULTICARE PEN 3 ST: MO

NEEDLE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ULTILET 3 ST ULTRA FLO 3 ST
INSULIN INSUL
SYRINGE 0.3 ML SYR(HALF
29 GAUGE X 1/2", UNIT)
0.3 ML 30 ULTRA FLO 3 ST
GAUGE X 5/16", INSULIN
0.3 ML 31 . SYRINGE
GAUGE X 5/16", ULTRA FLO PEN 3 ST
0.5 ML 29
GAUGE X 1/2" NEEDLE 29
0.5 ML 30 ’ GAUGE X 1/2", 31
GAUGE X 5/16". GAUGE X 5/16",
0.5 ML 31 32 GAUGE X
GAUGE X 5/16", 1 2352/3’2%3 GAUGE
ML 29 GAUGE X
1/2", 1 ML 30 ULTRA FLO PEN 3 ST; MO
GAUGE X 5/16, 1 NEEDLE 31
ML 31 GAUGE X GAUGE X 3/16"
5/16 ULTRA THIN 3 ST
ULTILET PEN 3 ST PEN NEEDLE
NEEDLE 29 ULTRACARE 3 ST
GAUGE INSULIN
ULTILET PEN 3 ST;MO SYRINGE
NEEDLE 32 ULTRACARE 3 ST; MO
GAUGE X 5/32" PEN NEEDLE
ULTRA CMFT 3 ST ULTRA-THIN II 3 ST:MO
INS SYR (HALF (SHORT) INS
UNIT) SYRINGE SYRINGE 0.3 ML
0.3 ML 29 30 GAUGE X
GAUGE X 1/2", 5/16",0.3 ML 31
0.3 ML 31 GAUGE X 5/16", 1
GAUGE X 5/16" ML 30 GAUGE X
ULTRA 3 ST 5/16, 1 ML 31
COMFORT GAUGE X 5/16
INSULIN
SYRINGE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ULTRA-THIN II 3 ST UNIFINE 3 ST
(SHORT) INS PENTIPS PLUS
SYRINGE 0.5 ML MAXFLOW
30 G”AUGE X UNIFINE 3 ST
5/16", 0.5 ML 31" SAFECONTROL
GAUGE X 5/16 UNIFINE 3 ST
ULTRA-THIN II 3 ST: MO ULTRA PEN
(SHORT) PEN NEEDLE
NDL
VANISHPOINT 3 ST
ULTRA-THIN II 3 ST: MO INSULIN
INS PEN SYRINGE
NEEDLES VANISHPOINT 3 ST:MO
ULTRA-THIN II 3 ST: MO SYRINGE 0.5 ML
INSULIN 30 GAUGE X 1/2",
SYRINGE 1 ML 29 GAUGE
UNIFINE PEN 3 ST X 1/2"
NEEDLE V-GO 20 MO
UNIFINE 3 ST V-GO 30 MO
PENTIPS
MAXFLOW V-GO 40 MO
UNIFINE 3 ST MUSCULOSK
PENTIPS ELETAL/
NEEDLE 29 RHEUMATO
GAUGE LOGY
UNIFINE 3 ST: MO
PENTIPS GOUT
NEEDLE 29 THERAPY
X i e —
g COLCHICINE 3 ST; MO
GAUGE X 3/16", ORAL CAPSULE
31 GAUGE X
5/16", 32 GAUGE colchicine oral 1 MO
X 1/4", 32 GAUGE tablet
X 5/32", 33 COLCRYS 3 ST: MO
GAUGE X 5/32” febuxosta[ 2 MO
penteseos . GLOPERBA |
MITIGARE 3 ST: MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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probenecid 2 MO FORTEO 3 PA; MO;
probenecid- 9 MO SUBCUTANEOU QL (2.4 per
colchicine S PEN Il;IJECTOR 28 days)
20 MCG/DOSE
ULORIC MO (600MCG/2.4ML)
ZYLOPRIM MO FOSAMAX 3 ST; MO;
OSTEOPOROSI ORAL TABLET QL (4 per
S THERAPY 70 MG 28 days)
ACTONEL ORAL 3 ST; MO; FOSAMAX PLUS 3 ST; MO;
TABLET 150 MG QL (1 per D QL (4 per
30 days) 28 days)
ACTONEL ORAL 3 ST; MO; ibandronate oral 1 MO; QL (1
TABLET 35 MG QL (4 per per 30 days)
28 days) PROLIA 2 PA;MO;
alendronate oral 1 MO; QL QL (1 per
solution (300 per 28 180 days)
days) raloxifene MO
alendronate oral 1 MO; QL risedronate oral 2 MO; QL (1
tablet 10 mg (30 per 30 tablet 150 mg per 30 days)
days) risedronate oral 2 MO:; QL (4
alendronate oral 1 MO; QL (4 tablet 35 mg, 35 mg per 28 days)
tablet 35 mg, 70 mg per 28 days) (12 pack), 35 mg (4
ATELVIA 3 ST; MO; pack)
QL (4 per risedronate oral 2 MO; QL
28 days) tablet 5 mg (30 per 30
BINOSTO 3 ST; MO; days)
QL (4 per risedronate oral 3 MO:; QL (4
28 days) tablet,delayed per 28 days)
EVENITY 3 PA; MO; release (drlec)
SUBCUTANEOU QL (2.34 TERIPARATIDE 2 PA;MO;
S SYRINGE per 30 days) QL (2.48
210MG/2.34ML ( per 28 days)
) QL (1.56
EVISTA 3 MO per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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OTHER HUMIRA PEN 2 PA; MO;
RHEUMATOLO CROHNS-UC-HS QL (6 per
GICALS START 180 days)
ACTEMRA 3 PA: MO: HUMIRA PEN 2 PA; MO;
28 days) ADOL HS 180 days)
ACTEMRA 3 PAMO; IS{IIJJI;\gIE{"?ANEOU ’ P/i; 14\1/[0;
SUBCUTANEOU QL (3.6 per QL (4 per
S 28 days) S SYRINGE KIT 28 days)
ARAVA 3 MO OL 40 MG/0.8 ML
(30 p§ 30 HUMIRA(CF) 2 PA; MO;
days) PEDI CROHNS QL (3 per
y STARTER 180 days)
S 80 MG/0.8 ML
DEPEN PA; MO PEDI CROHNS QL (2 per
TITRATABS STARTER 180 days)
ENBREL MINI 2 PA; MO; SUBCUTANEOU
QL (8 per S SYRINGE KIT
ENBREL 2 PA: MO; MG/0.4 ML
SUBCUTANEOU QL (16 per HUMIRA(CF) 2 PA; MO;
S RECON SOLN 28 days) PEN CROHNS- QL (3 per
ENBREL 2 PA: MO: UC-HS 180 days)
SUBCUTANEOU QL (8 per HUMIRA(CF) 2 PA; MO;
S SOLUTION 28 days) PEN PEDIATRIC QL (4 per
ENBREL 2 PA; MO; uc 180 days)
SUBCUTANEOU QL (8 per HUMIRA(CF) 2 PA; MO;
S SYRINGE 28 days) PEN PSOR-UV- QL (3 per
ENBREL ) PA: MO: ADOL HS 180 days)
SURECLICK QL (8 per HUMIRA(CF) 2 PA;MO;
28 days) SUBCUTANEOU QL (4 per
S PEN INJECTOR 28 days)
HUMIRA PE 2 PA; MO;
v N QL’ 4 I())e} KIT 40 MG/0.4
28 days) ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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HUMIRA(CF) 2 PA; MO; ORENCIA 2 PA; MO;
SUBCUTANEOU QL (2 per SUBCUTANEOU QL (2.8 per
S PEN INJECTOR 28 days) S SYRINGE 87.5 28 days)
KIT 80 MG/0.8 MG/0.7 ML
ML OTEZLA 2 PA; MO;
HUMIRA(CF) 2 PA; MO; QL (60 per
SUBCUTANEOU QL (2 per 30 days)
S SYRINGE KIT 28 days) OTEZLA b PA; MO;
10 MG/0.1 ML, 20 STARTER ORAL QL (55 per
MG/0.2 ML TABLETS,DOSE 180 days)
HUMIRA(CF) 2 PA; MO; PACK 10 MG (4)-
SUBCUTANEOU QL (4 per 20 MG (4)-30 MG
S SYRINGE KIT 28 days) (47)
40 MG/0.4 ML OTREXUP (PF) 3 MO
KEVZARA 3 PA; MO; penicillamine 1 PA; MO
QL (2.28 RASUVO (PF) 3 MO
per 28 days)
KINERET 3 PA: QL REDITREX (PF) 3 MO
(20.1 per 30 RIDAURA 3 MO
days) RINVOQ ORAL 2 PA; MO;
leflunomide 1 MO; QL TABLET QL (30 per
(30 per 30 EXTENDED 30 days)
days) RELEASE 24 HR
OLUMIANT 3 PA; MO; 15 MG, 30 MG
ORAL TABLET 1 QL (30 per RINVOQ ORAL 2 PAIMO;
MG. 2 MG 30 days) TABLET QL (56 per
ORENCIA 2 PA;MO: Eﬁgflsfﬁ HR 180 days)
CLICKIJECT QL (4 per
28 days) B MG
ORENCIA 2 PA;MO; %\};]EIEI%A ORAL 2 ?gg) : 6?150
SUBCUTANEOU QL (4 per 0 f)
S SYRINGE 125 28 days) Y
MG/ML SAVELLAORAL 2  MO;QL
ORENCIA 5 PA: MO: g:gIIZETS,DOSE EjSaS f)er 180
SUBCUTANEOU QL (1.6 per y
S SYRINGE 50 28 days)
MG/0.4 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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SIMPONI 3 PA; MO; ANGELIQ 3 PA; MO
SUBCUTANEOU QL (3 per AYGESTIN 3 MO
S PEN INJECTOR 28 days) )
100 MG/ML BIJUVA 3 PA; MO
SIMPONI 3 PA; MO; camila M0
SUBCUTANEOU QL (0.5 per CLIMARA 3 PA;MO;
S PEN INJECTOR 28 days) QL (4 per
50 MG/0.5 ML 28 days)
SIMPONI 3 PA; MO; CLIMARA PRO 3 PA; MO
SUBCUTANEOU QL (3 per COMBIPATCH 3 PA; MO
S SYRINGE 100 28 days) CRINONE 3 MO
MG/ML VAGINAL GEL 4
SIMPONI 3 PA; MO; %
SUBCUTANEOU QL (0.5 per CRINONE 3 PA; MO
S SYRINGE 50 28 days) VAGINAL GEL 8
MG/0.5 ML A
XELJANZORAL 2 PA; MO; deblitane MO
SOLUTION QL (300 per DELESTROGEN 3 MO

30 days)
XELJANZORAL 2 PA; MO; A DIOL - VO
TABLET QL (60 per

30 days) DEPO-PROVERA 3 MO

i INTRAMUSCUL
XELJANZ XR 2 1()2?,’ (1:\3/{)0961' AR SUSPENSION
P 150 MG/ML
30 days) DEPO-SUBQ 3 0
- M
OBSTETRICS PROVERA 104
/ DIVIGEL 3 PA; MO;
GYNECOLOG TRANSDERMAL QL (30 per
% GEL IN PACKET 30 days)
1 MG/GRAM (0.1

ESTROGENS / %)
HDILIESTIING dotti 2 PA;MO;
ACTIVELLA 3 PA; MO QL (8 per
ORAL TABLET 1- 28 days)
0.5 MG DUAVEE 2 MO
amabelz 2 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ELESTRIN 3 PA; MO; fyavoly 3 PA; MO
QL (52 per IMVEXXY 3 ST;MO
30 days) MAINTENANCE
errin | MO PACK
ESTRACE ORAL 3 PA; MO IMVEXXY 3 ST; MO
ESTRACE ST; MO STARTER PACK
VAGINAL incassia | MO
estradiol oral 3 PA; MO jinteli 3 PA; MO
estradiol 2 PA; MO; lyleq 1 MO
transdermal patch QL (8 per Iyllana 7 PA: MO:;
semiweekly 28 days) QL (8 per
estradiol 2 PA; QL (4 28 days)
transdermal patch per 28 days) lyza 1
;lvreeéc Z5O£§/;T§:24 medroxyprogesteron 1 MO
0.06 mgl24 hr, 0.075 ¢
mgl24 hr, 0.1 mg/24 MENEST ORAL 2 PA; MO
hr TABLET 0.3 MG,
estradiol 2 PA; MO; 2/16(2}5 MG, 1.25
transdermal patch QL (4 per
weekly 0.0375 28 days) MENOSTAR 3 PA;MO;
mgl24 hr QL (4 per
estradiol vaginal MO : 28 days)
estradiol valerate MO frmyey 2 PA; MO
intramuscular oil 20 MINIVELLE 3 PA; MO;
mglml, 40 mgiml QL (8 per
estradiol- 2 PA; MO 28 days)
norethindrone acet nora-be 1 MO
ESTRING 2 MO norethindrone 1
ESTROGEL 3 MO:QL (contraceptive)
(50 Ij)er 30 norethindrone | MO
days) acetate
EVAMIST 3 PA; MO; norethindrone ac- 3 PA
QL (16.2 eth estradiol oral
per 30 days) tablet 0.5-2.5 mg-
FEMRING 3 ST:MO neg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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norethindrone ac- 3 PA; MO metronidazole 2 MO
eth estradiol oral vaginal
tablet 1-5 mg-mcg miconazole-3 3 MO
PREFEST 3 PA; MO vaginal suppository
PREMARIN 2 MO MYFEMBREE 3 PA; MO
ORAL NUVARING 3 MO
i’/ilél\l/lﬁféN 2 MO ORIAHNN 3 PA;MO

OSPHENA 3 MO
PREMPHASE 2 MO PHEXXI 3 MO
PREMPRO 2 MO terconazole 2 MO
P rggestg rone ! MO tranexamic acid 2 MO
micronized oral
PROMET;{IUM 3 MO vandazole 5 MO
PROVER : MO xulane 3 MO
sharobel 1 MO “afemy 3 MO
VAGIFEM 3 ST; MO ORAL

2 d(ayls’)er VES | RELATED

AGENTS
yuvafem 3 MO
MISCELLANEO altavera (28) 1 MO
US OB/GYN alyacen 1135 (28) 1 MO
ANNOVERA 3 MO amethia f ﬁg
CLEOCIN 3 MO apr
VAGINAL aranelle (28) 1 MO
clindamycin 2 MO ashiyna 3 MO
phosphate vaginal aubra eq 1 MO
CLINDESSE 3 MO aviane 1 MO
eluryng 3 MO BALCOLTRA 3 MO
etonogestrel-ethinyl 3 balziva (28) 3 MO
estradiol BEYAZ 3 MO
GYNAZOLE-1 3 MO blisovi 24 fe 3 MO
INTRAROSA 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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blisovi fe 1.5/30 3 MO iclevia 3
(28) introvale | MO
briellyn 3 MO isibloom 1 MO
camrese lo 3 MO Jjasmiel (28) 1 MO
caziant (28) 1 MO juleber 1 MO
cryselle (28) 1 MO junel 1.5/30 (21) 3 MO
cyred eq 1 MO junel 1120 (21) 3 MO
desog- . ! junel fe 1.5130 (28) 3 MO
Z.lestradlol/e.estradz Junel fe 1120 (28) 3 MO
desogestrel-ethinyl 1 Junel fe 24 3 MO
estradiol kaitlib fe 3 MO
dolishale MO kariva (28) 1 MO
drospirenone- kelnor 1/35 (28) 1 MO
e.estradiol-Im.fa kelnor 1-50 (28) 1 MO
oral tablet 3-0.02- kurvelo (28) 1 MO
0451 mg (24) (4) [ norgestle.estradiol- 1
drospirenone-ethinyl 1 MO e estrad oral
estradiol oral tablet tablets,dose pack,3
3-0.02 mg month 0.10 mg-20
drospirenone-ethinyl 1 mcg (84)110 mcg
estradiol oral tablet (7),0.15 mg-30
3-0.03 mg mcg (84)110 mcg
emoquette 1 MO (7)
enpresse 1 MO [ norgestle.estradiol- 1 MO
enskvce 1 MO e.estrad oral

Y tablets,dose pack,3
estarylla 1 MO month 0.15 mg-20
ethynodiol diac-eth 1 mcgl 0.15 mg-25
estradiol mceg
falmina (28) 1 MO larin 1.5/30 (21) 1 MO
femynor 1 MO larin 1120 (21) 1 MO
gemmily 3 MO larin fe 1.5/30 (28) 1 MO
GENERESS FE 3 MO larin fe 1/120 (28) 1 MO
hailey 24 fe 3 MO larissia 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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layolis fe 3 MO microgestin 1.5/30 1 MO
leena 28 3 MO (21)
lessina 1 MO microgestin 1/20 1 MO
levonest (28) 1 MO (21)
levonorgestrel- 1 MO gflll(:jlfj{ OGESTIN . MO
ethinyl estrad oral
tablet 0.1-20 mg- microgestin fe 1 MO
meg 1.5/30 (28)
levonorgestrel- 1 microgestin fe 1/20 1 MO
ethinyl estrad oral (28)
tablet 0.15-0.03 mg, mili | MO
90-20 meg (28) MINASTRIN 24 3 MO
levonorgestrel- | MO FE
et%nyl Ce{strad Orgl NATAZIA 3 MO
o pac 3 necon 0.5/35 (28) 3 MO
levonorg-eth estrad 1 NEXTSTELLIS . MO
triphasic nikki (28) 1 MO
levora-28 1 MO noreth-ethinyl 3
LO LOESTRIN 3 MO estradiol-iron
FE norethindrone ac- 1 MO
LOESTRIN 1.5/30 3 MO eth estradiol oral
@1 ' tablet 1-20 mg-mcg
LOESTRIN 1/20 3 MO norethindrone- 3
@1 e.estradiol-iron oral
capsule

LOESTRIN FE 3 MO ;
1.5/30 (28-DAY) norethindrone- 1

: e.estradiol-iron oral
LOESTRIN FE 3 MO tablet 1 mg-20 mcg
1/20 (28-DAY) (21)175mg (7)
loryna (28) 1 MO norethindrone- 3
LOSEASONIQUE 3 MO e.estradiol-iron oral
low-ogestrel (28) 1 MO tablet,chewable
lutera (28) | MO
marlissa (28) | MO
merzee 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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norgestimate-ethinyl | tarina fe 1-20 eq | MO
estradiol oral tablet (28)
0.1810.215/0.25 mg- [aysofy 3 MO
25 mcg, 0.25-35 mg- oy
e tilia fe 1 MO
norgestimate-ethinyl 1 MO lrl‘-estarylla : MO
estradiol oral tablet tri-legest fe 1 MO
0.1810.215/0.25 mg- tri-lo-estarylla 1 MO
35meg (28) tri-lo-sprintec 1 MO
nortrel 0.5/35 (28) 1 MO tri-mili 3 MO
nortrel 1/35 (21) 1 MO tri-nymyo 3 MO
nortrel 1/35 (28) 1 MO tri-sprintec (28) 1 MO
nortrel 71717 (28) 1 MO trivora (28) 1 MO
nylia 1/135 (28) 3 MO tri-vylibra 3 MO
nylia 71717 (28 ) 3 MO tri-vylibra lo 3 MO
nymyo 3 MO tydemy 3 MO
ocella 3 MO velivet triphasic 1 MO
pimtrea (28) 1 MO regimen (28)
pirmella oral tablet 1 MO vestura (28) 1 MO
1-35 mg-mcg vienva 1 MO
portia 28 I MO vyfemla (28) 3 MO
QUARTETTE 3 MO vylibra 3 MO
reclipsen (28) 1 MO wymzya fe 3 MO
rivelsa 3 MO YASMIN (28) 3 MO
SAFYRAL 3 MO YAZ (28) 3 MO
SEASONIQUE 3 MO zovia 1-35 (28) 1 MO
setlakin . V1O OPHTHALM
SLYND 3 MO OLOGY
sprintec (28) 1 MO

ANTIBIOTICS
SFOnYyX 1 MO
syeda 1 MO AZASITE 2 MO
tarina 24 fe 1 MO bacitracin 2 MO

ophthalmic (eye)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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bacitracin- 1 MO tobramycin 1 MO; QL
polymyxin b ophthalmic (eye) (10 per 14
BESIVANCE 2 MO days)
CILOXAN 3 MO TOBREX 3 MO; QL
ciprofloxacin hel 1 MO OPHTHALMIC (3.5 per 14
ophthalmic (eye) (EYE) days)
P ey OINTMENT
erythrom)‘/czn | MO; QL VIGAMOX MO
ophthalmic (eye) (3.5 per 14
days) ZYMAXID MO
gatifloxacin 3 MO ANTIVIRALS
gentak ophthalmic | MO; QL trifluridine 2 MO
(eye) ointment (3.5 per 30 ZIRGAN 3 MO
— 1 iz(y;)QL BETA-
gentamicin 5 BLOCKERS
ophthalmic (eye) (70 per 30
drops days) betaxolol 2 MO
levofloxacin 2 MO ophthalmic (eye)
ophthalmic (eye) BETIMOL 3 MO
drops 0.5 % BETOPTIC S 3 MO
moxifloxacin 2 MO carteolol 1 MO
ophthalmic (eye) ISTALOL 3 MO
drops
levobunolol 1 MO
NATACYN 3 ophthalmic (eye)
neomycin- 2 MO drops 0.5 %
bacitr acin- timolol maleate (pf) 3 MO
polymyxin -
- timolol maleate 1 MO
heomycin- 2 MO ophthalmic (eye)
polymyxin- drops
gramicidin -
timolol maleate 3 MO
OCUFLOX 3 MO ophthalmic (eye)
ofloxacin 1 MO drops, once daily
ophthalmic (eye) timolol maleate 3 MO
polymyxin b sulf- 1 MO ophthalmic (eye)
trimethoprim gel forming solution
POLYTRIM 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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TIMOPTIC 3 MO RESTASIS 3 MO; QL
OCUDOSE (PF) (60 per 30
TIMOPTIC-XE 3 MO days)
RESTASIS 3 MO; QL
MULTIDOSE (5.5 per 30
days)
sulfacetamide 1 MO
sodium ophthalmic
ALOCRIL MO (eve)
ALOMIDE MO sulfacetamide- 1 MO
atropine ophthalmic MO prednisolone
(eye) drops TYRVAYA 3 MO;QL
azelastine 1 MO (8.4 per 30
ophthalmic (eye) days)
bepotastine besilate MO VERKAZIA 3 PA; MO;
BEPREVE MO QL (120 per
BLEPHAMIDE MO 30 days)
S.O.P. VUITY 3 PA; MO
CEQUA 3 MO; QL XIIDRA 2 MO; QL
(60 per 30 (60 per 30
days) days)
cromolyn 1 MO ZERVIATE 3 MO
ophthalmic (eye)
cyclosporine 2 QL (60 per
ophthalmic (eye) 30 days)
CYSTADROPS 3 PA
CYSTARAN 2 PA
epinastine 2 MO ACULAR 3 ST; MO
LACRISERT 3 PA;MO ACULAR LS 3 ST;MO
olopatadine 2 MO ACUVAIL (PF) 3 ST; MO
ophthalmic (eye) bromfenac 2 MO
OXERVATE 3 PA; MO BROMSITE 2 MO
pilocarpine hcl 2 MO diclofenac sodium 1 MO
ophthalmic (eye) ophthalmic (eye)
drops 1%, 2%, 4% Sflurbiprofen sodium 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ILEVRO 3 ST; MO SIMBRINZA 3 MO
ketorolac 1 MO TRAVATAN Z 3 ST; MO
ophthalmic (eye) travoprost 2 MO
NEVANAC 3 ST; MO VYZULTA 3 ST; MO
PROLENSA 2 MO XALATAN 3 ST;MO
XELPROS 3 ST
Z1I0PTAN (PF) 3 ST; MO

acetazolamide 2 MO
methazolamide 3 MO

MAXITROL 3 MO
neomycin- 2 MO
AZOPT 3 MO bacitracin-poly-hc
bimatoprost 3 MO neomycin- 1 MO
ophthalmic (eye) polymyxin b-
brimonidine-timolol 2 dexameth
brinzolamide 3 MO ne?my cin- . 2 MO
COMBIGAN 3 MO POLVILYXUAC
ophthalmic (eye)
COSOPT R O PRED-G S.0.P. 3 MO
COSOPT (PF) S MO TOBRADEX 3 MO QL
dorzolamide 1 MO OPHTHALMIC (10 per 14
dorzolamide-timolol 1 MO (EYE) days)
dorzolamide-timolol 3 MO DROPS,SUSPENS
(pf) ophthalmic ION
(eye) dropperette TOBRADEX 2 MO; QL
latanoprost 1 MO OPHTHALMIC (3.5 per 14
(EYE) days)
LUMIGAN 2 MO OINTMENT
OPHTHALMIC
(EYE) DROPS TOBRADEX ST 3 MO; QL
0.01 % (10 per 14
RHOPRESSA 2 MO days)
ROCKLATAN 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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tobramycin- 2 MO; QL SYMPATHOMI
dexamethasone (10 per 14 METICS
d
2s) ALPHAGAN P 2 MO
ZYLET 3 MOQL OPHTHALMIC
(10 per 14 (EYE) DROPS 0.1
days) %
STEROIDS ALPHAGAN P 3 MO
ALREX 2 MO OPHTHALMIC
dexamethasone 1 MO (EYE) DROPS
: 0.15%
sodium phosphate
ophthalmic (eye) apraclonidine MO
difluprednate MO br imonidi{ae
DUREZOL M ophthalmic (eye)
ESI{JSUVIZ PAO- MO; drops 0.13%
’ ’ brimonidine 1 MO
QL (8.3 per .
14 days) ophthalmic (eye)
FLAREX 3 MO drops 0.2 7
IOPIDINE 3 MO
fluorometholone 2 MO OPHTHALMIC
FML FORTE 3 MO (EYE)
FML LIQUIFILM 3 MO DROPPERETTE
FML S.O.P. 3 MO RESPIRATOR
INVELTYS 2 MO Y AND
LOTEMAX 3 MO ALLERGY
LOTEMAX SM 3 MO ANTIHISTAMI
loteprednol 2 MO NE/
etabonate ANTIALLERGE
MAXIDEX 3 MO NIC AGENTS
PRED FORTE 3 MO AUVI-Q 3 QL (2 per
PRED MILD 3 MO 30 days)
prednisolone acetate 1 MO cetirizine oral 1 MO
prednisolone sodium 1 MO solution 1 mglml
phosphate CLARINEX 3 MO; QL
ophthalmic (eye) ORAL TABLET (30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
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CLARINEX-D 12 3 MO; QL SYMIJEPI 3 MO; QL (2
HOUR (60 per 30 per 30 days)
days) PULMONARY
desloratadine 3 MO; QL AGENTS
(30 per 30
days) ACCOLATE 3 MO
EPINEPHRINE 3 MO: QL (2 acetylcysteine PA; MO
INJECTION per 30 days) ADCIRCA 3 PA; MO;
AUTO- QL (60 per
INJECTOR 0.15 30 days)
MG/0.15 ML ADEMPAS 2 PA; MO;
epinephrine injection 2 MO:; QL (2 LA
auto-injector 0.15 per 30 days) ADVAIR DISKUS 3 MO; QL
mgl0.3 ml, 0.3 (60 per 30
mgl0.3 ml days)
(manufactured by ADVAIR HFA 2 MO;QL
mylan specialty ) (12 per 30
EPINEPHRINE 3 QL (2 per days)
AUTO- DIGIHALER QL (1 per
INJECTOR 0.3 30 days)
MG/0.3 ML
(MANUFACTUR AIRDUO 3 ST; MO;
ED BY MYLAN RESPICLICK QL (1 per
SPECIALTY) 30 days)
EPIPEN 2-PAK 3 MO: QL (2 qlbuter?l sulfate 2 MO; QL
inhalation hfa (17 per 30
per 30 days) .
aerosol inhaler 90 days)
EPIPEN JR 2-PAK 3 MO; QL (2 meglactuation
. per 30 days) albuterol sulfate 2 QL (134
hydroxyzine hcl oral 1 PA; MO inhalation hfa per 30 days)
tablet aerosol inhaler 90
levocetirizine oral 3 MO meglactuation
solution package size 6.7 gm
levocetirizine oral 1 MO; QL
tablet (30 per 30
days)
promethazine oral 3 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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ALBUTEROL 3 ST; QL (36 arformoterol | PA; MO
SULFATE per 30 days) ARMONAIR 3 ST;MO;
INHALATION DIGIHALER QL (1 per
HFA AEROSOL 30 days)
ﬁggkﬁ%&&no ARNUITY 3 ST; MO;
N (NDA020983) FLLIPTA %Ld(ai?s)per
albuterol sulfate 1 PA; MO ASMANEX HEA D) MO:; QL
inhalation solution INHALATION (13 ’ er 30
for nebulization 0.63 HFA AEROSOL dayf)
mgl3 ml, 1.25 mg/3 INHALER 100
mi, 2.5 mg I3 mi MCG/ACTUATIO
(0.083 %), 2.5 N. 200
mel0.5 ml MCG/ACTUATIO
albuterol sulfate 1 MO N
oral syrup ASMANEX HFA 2 QL (13 per
albuterol sulfate 3 MO INHALATION 30 days)
oral tablet HFA AEROSOL
ALVESCO 2 MO; QL INHALER 50
INHALATION (12.2 per 30 MCG/ACTUATIO
HFA AEROSOL days) N
INHALER 160 ASMANEX 2 MO;QL(
MCG/ACTUATIO TWISTHALER per 30 days)
N INHALATION
ALVESCO 2 MO; QL AEROSOL
INHALATION (6.1 per 30 POWDR
HFA AEROSOL days) BREATH
INHALER 80 ACTIVATED 110
MCG/ACTUATIO MCG/
N ACTUATION
alyq 1 PA; QL (60 (30), 220 MCG/

per 30 days) ACTUATION
ambrisentan 1 PA; MO; I(ig)%%z gé\ggﬁ/{&))

LA
ANORO 3 ST; MO;
ELLIPTA QL (60 per

30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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ASMANEX 2 MO; QL (2 budesonide 3 PA; MO;
TWISTHALER per 30 days) inhalation QL (120 per
INHALATION suspension for 30 days)
AEROSOL nebulization 0.25
POWDR mgl2 ml, 0.5 mg/2
BREATH ml
ACTIVATED 220 budesonide 3 PA; MO;
MCG/ inhalation QL (60 per
ACTUATION suspension for 30 days)
(120) nebulization 1 mg/2
ATROVENT HFA 3 MO; QL ml
(25.8 per 30 BUDESONIDE- 3 ST;MO;
days) FORMOTEROL QL (10.2
azelastine- 3 MO; QL per 30 days)
fluticasone (23 per 30 CINRYZE P PA; MO
days) COMBIVENT 2 MO;QL (8
BECONASE AQ 3 STTMO; RESPIMAT per 30 days)
%Ld(;}?s)p o cromolyn inhalation 1 PA; MO
BERINERT 3 PA;MO DALIRESP 3 g‘}‘f (1;%0;
INTRAVENOUS 304 )per
KIT ays
BEVESPI 2 MO; QL DULERA e ?g)’ QI?:O
AEROSPHERE (10.7 per 30 pet
days) days)
bosentan 1 PA; MO; DYMISTA : MO; QL
(23 per 30
LA days)
BREO ELLIPTA 2 ?g(? ;6?150 ESBRIET ORAL 2 PA; MO;
P CAPSULE QL (270 per
days)
30 days)
i%ﬁZO];;II{ERE Z ?{I()Oé Q; 30 ESBRIET ORAL 3 PA; MO;
P TABLET 267 MG QL (270 per
days) 30 days)
BRONCHITOL PA; MO ESBRIET ORAL 3 PA;MO;
BROVANA PA; MO TABLET 801 MG QL (90 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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FASENRA 2 PA; MO; flunisolide 2 MO;QL
QL (1 per (50 per 30
28 days) days)

FASENRA PEN 2 PA; MO; FLUTICASONE 3 ST; QL (60
QL (1 per FUROATE- per 30 days)
28 days) VILANTEROL

FIRAZYR 3 PA;MO FLUTICASONE 3 ST;QL(12

FLOVENT % MO; QL PROPIONATE per 30 days)

DISKUS (60 per 30 INHALATION

INHALATION days) HFA AEROSOL

BLISTER WITH INHALER 110

DEVICE 100 MCG/ACTUATIO

MCG/ACTUATIO N

N, 50 FLUTICASONE 3 ST;QL (24

MCG/ACTUATIO PROPIONATE per 30 days)

N INHALATION

FLOVENT 2 MO;QL HFA AEROSOL

DISKUS (240 per 30 INHALER 220

INHALATION days) MCG/ACTUATIO

BLISTER WITH N

DEVICE 250 FLUTICASONE 3 ST;QL

MCG/ACTUATIO PROPIONATE (10.6 per 30

N INHALATION days)

FLOVENT HFA 2 MO:;QL HFA AEROSOL

AEROSOL (12 per 30 INHALER 44

INHALER 110 days) MCG/ACTUATIO

MCG/ACTUATIO N

N Sfluticasone 1 MO; QL

FLOVENT HFA 9 MO; QL propionate nasal (16 per 30

AEROSOL (24 per 30 days)

INHALER 220 days) FLUTICASONE 3 ST;MO;

MCG/ACTUATIO PROPION- QL (1 per

N SALMETEROL 30 days)

FLOVENT HFA 2 MO;QL INHALATION

AEROSOL (10.6 per 30 AEROSOL

INHALER 44 days) POWDR

MCG/ACTUATIO BREATH

N ACTIVATED

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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fluticasone propion- QL (60 per mometasone nasal 1 MO; QL
salmeterol 30 days) (34 per 30
inhalation blister days)
with device montelukast oral 3 MO
formoterol fumarate PA; MO granules in packet
HAEGARDA PA; MO; montelukast oral 1 MO
LA tablet
icatibant PA; MO montelukast oral 1 MO
INCRUSE ST: MO; tablet,chewable
ELLIPTA QL (30 per NUCALA 2 PA; MO;
30 days) SUBCUTANEOU LA; QL (3
ipratropium PA; MO S AUTO- per 28 days)
bromide inhalation INJECTOR
ipratropium- PA; MO NUCALA 2 PA; MO;
albuterol SUBCUTANEOU LA; QL (3
KALBITOR PA; MO ;Eii(ﬁ SOLN . g‘z zfdgays)
KALYDECO PA; MO; SUBCUTANEOU LA; QL (3
ORAL QL (56 per S SYRINGE 100 er 28 days)
GRANULES IN 28 days) MG/ML P y
PACKET
KALYDECO PA; MO; OFEV 2 g}‘:’ (%O,er
ORAL TABLET QL (60 per P
30 days)
30 days)
LETAIRIS PA; MO; OMNARIS 3 ST; MO;
QL (12.5
LA
per 30 days)
levalbuterol hel PA; MO OPSUMIT 5 PA: MO:
LEVALBUTERO ST; MO; LA
L TARTRATE %L d(a305)per ORKAMBIORAL 3  PA;MO;
y GRANULES IN QL (56 per
LONHALA MO; QL PACKET 28 days)
BRASF?E?‘IR 5160 p)er 30 ORKAMBIORAL 3  PA;MO;
ays TABLET QL (112 per
LONHALA MO; QL 28 days)
MAGNAIR (60 per 30 -
STARTER duys ORLADEYO 3 PA;LA
PERFOROMIST 3 PA; MO
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pirfenidone oral 1 PA; MO; PULMICORT 3 PA; MO;
tablet 267 mg QL (270 per INHALATION QL (120 per
30 days) SUSPENSION 30 days)
pirfenidone oral | PA; MO; FOR
tablet 801 mg QL (90 per NEBULIZATION
30 days) 0.25 MG/2 ML, 0.5
PROAIR 3 ST MO; MG/2 ML
DIGIHALER QL (2 per PULMICORT 3 PAMO;
30 days) INHALATION QL (60 per
PROAIR HFA 3 ST MO: SUSPENSION 30 days)
g FOR
%Ldg7)l°er NEBULIZATION
PROAIR 3 ST BZE) I MG/2 ML
30 days) QNASL NASAL 3 ST; MO;
PULMICORT 2 MO;QL(2 HFA AEROSOL QL (4.9 per
FLEXHALER per 30 days) INHALER 40 30 days)
INHALATION MCG/ACTUATIO
AEROSOL N
POWDR QNASL NASAL 3 ST; MO;
BREATH HFA AEROSOL QL (8.7 per
ACTIVATED 180 INHALER 80 30 days)
MCG/ACTUATIO MCG/ACTUATIO
N N
PULMICORT 2 MO; QL (1 QVAR 2 MO; QL
FLEXHALER per 30 days) REDIHALER (10.6 per 30
INHALATION INHALATION days)
AEROSOL HFA AEROSOL
POWDR BREATH
BREATH ACTIVATED 40
ACTIVATED 90 MCG/ACTUATIO
MCG/ACTUATIO N
N
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QVAR 2 MO:; QL STIOLTO 2 MO; QL (4
REDIHALER (21.2 per 30 RESPIMAT per 30 days)
INHALATION days) STRIVERDI 2 MO;QL 4
HFA AEROSOL RESPIMAT per 30 days)
ilég?\}:ilTED 20 SYMBICORT 2 MO; QL
MCG/ACTUATIO (10.2 per 30
N days)
REVATIO ORAL 3 PA;MO; SYMDEKO 3 Ic)g/i; (1;460;&
SUSPENSION QL (224 per 53 S)p
FOR 30 days) . Y
RECONSTITUTI tadalafil 1 PA;QL (60
ON (pulmonary arterial per 30 days)
REVATIOORAL 3 PA; MO; hpertension) oral
TABLET QL (90 per tablet 20 mg
30 days) TAKHZYRO 3 PA; MO;
RUCONEST 3 PA; MO LA
— terbutaline oral 3 MO
sajazir PA
SEREVENT 3 ST; MO; THEOQ‘“ MO
DISKUS QL (60 per theophylline oral 3
30 days) solution
sildenafil 1 PA: MO; theophylline oral 1 MO
(pulmonary arterial QL (224 per tablet extended
hypertension) oral 30 days) release 12 hr 300
suspension for mg, 450 mg
reconstitution 10 theophylline oral | MO
mglml tablet extended
sildenafil 2 PA; MO; release 24 hr
(pulmonary arterial QL (90 per TRACLEER 3 PA; MO;
hypertension) oral 30 days) LA
tablet 20 mg TRELEGY 2 MO;QL
SINGULAIR 3 MO ELLIPTA (60 per 30
SPIRIVA MO; QL (4 days)
RESPIMAT per 30 days) TRIKAFTA 3 PA; MO;
SPIRIVA WITH 2 MO; QL QL (84 per
HANDIHALER (90 per 90 28 days)
days)
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what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan's specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2022.

136


http://express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
TUDORZA 3 ST; MO; XOLAIR 3 PA; MO;
PRESSAIR QL (1 per SUBCUTANEOU LA; QL (1
INHALATION 30 days) S SYRINGE 75 per 28 days)
AEROSOL MG/0.5 ML
POWDR XOPENEX PA; MO
BREATH XOPENEX PA; MO
ACTIVATED 400 CONCENTRATE
MCG/ACTUATIO
N XOPENEX HFA 3 ST; MO;
- QL (30 per
TUDORZA 3 ST; QL (1 30 days)
PRESSAIR per 30 days) y
INHALATION YUPELRI 3 PA; MO;
AEROSOL QL (90 per
POWDR 30 days)
BREATH zafirlukast MO
ACTIVATED 400 ZETONNA ST; MO:
MCG/ACTUATIO QL (6.1 per
N (30 ACTUAT) 30 days)
VENTAVIS PA; MO Zileuton 1 MO
VENTOLIN HFA ST; MO; 7ZYFLO 3 MO
QL (36 per
30 dugs) UROLOGICA
wixela inhub 2 QL (60 per LS
30 days) ANTICHOLINE
XHANCE 3 ST; MO; RGICS/
QL (32 per ANTISPASMOD
30 days) ICS
XOLAIR 3 PA;MO; —
SUBCUTANEOU LA:; QL (8 darifenacin S MO
S RECON SOLN per 28 days) DETROL 3 MO
XOLAIR 3 PA;MO; DETROL LA S V1O
SUBCUTANEOU LA; QL (8 fesoterodine 2 MO
S SYRINGE 150 per 28 days) flavoxate 1 MO
MG/ML GELNIQUE 3 MO;QL
TRANSDERMAL (30 per 30
GEL IN PACKET days)
GEMTESA 3 ST; MO
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MYRBETRIQ 2 RAPAFLO 3 ST; MO

ORAL silodosin 3 MO

SUSPENSION,EX ; losi 1 MO

TENDED REL amsurosin

RECON UROXATRAL 3 ST; MO

MYRBETRIQ 2 MO MISCELLANEO

ORAL TABLET US

EXTENDED UROLOGICALS

RELEASE 24 HR bethanechol chloride 1 MO

oxybutynin chloride 1 MO CIALIS ORAL 3 PA- MO:

OXYTROL 3 MO; QL (8 TABLET 2.5 MG QL (60 per

per 28 days) 30 days)

solifenacin 3 MO CIALIS ORAL 3 PA; MO;

tolterodine 2 MO TABLET 5 MG QL (30 per

TOVIAZ 3 MO 30 days)

trospium oral 3 MO CYSTAGON 3 PA; LA

capsule,extended ELMIRON MO

release 24hr potassium citrate 1 MO

trospium oral tablet 1 MO oral tablet extended

VESICARE 3 MO release

VESICARE LS MO f(’} I}‘&%‘{%{: SISSI% 3 PAMO

CABNIEERY RELEASE IN

PROSTATIC PACKET

I];II¥I§E'¥I§E§§IPAY( tadalafil oral tablet 3 PA; MO;

) 2.5 mg QL (60 per
alfuzosin 1 MO 30 days)
dutasteride 1 MO tadalafil oral tablet 3 PA; MO;
dutasteride- 3 MO > mg QL (30 per
tamsulosin 30 days)
finasteride oral 1 MO UROCIT-K 10 MO
tablet 5 mg UROCIT-K 15 MO
FLOMAX ST; MO UROCIT-K 5 MO
JALYN MO
PROSCAR MO
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VITAMINS, potassium chloride 3
HEMATINICS in 0.97nacl
/ intravenous

parenteral solution
ELECTROLY 20 meqll, 40 meqll
TES potassium chloride 3

in5 % dex
ELECTROLYTE .

intravenous
S :

parenteral solution
calcium 2 MO; QL 20 meqll
acetate (phosphat (360 per 30 potassium chloride 3
bind) days) in lr-d5 intravenous
klor-con 10 1 MO parenteral solution
klor-con 8 1 MO 20 meqgll
lor-con ml0 1 MO potassium chloride 3
lor-con mls 1 MO m. water intravenous

piggyback 10
klor-con m20 1 MO meql100 ml, 20
klor-con oral packet 3 MO meql100 ml, 40
20 meql100 ml
K-TAB ORAL 3 MO potassium chloride 3
TABLET intravenous
EXTENDED potassium chloride 1 MO
RELEASE 10 oral capsule,
MEQ, 20 MEQ extended release
magnesium sulfate 3 MO potassium chloride 3 MO
injection solution oral liquid
magnesium sulfate 3 potassium chloride 3 MO
injection syringe oral packet
PHOSLYRA 3 MO; QL potassium chloride 1 MO

(1800 per oral tablet extended
30 days) release 10 meq, 8

potassium chlorid- 3 meq
ds5-0.45%nacl potassium chloride 1

oral tablet extended
release 20 meq
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potassium chloride 1 MO CLINIMIX 5%- 3 PA

oral tablet,er D20W(SULFITE-

particles/crystals 10 FREE)

meq CLINIMIX E 3 PA

potassium chloride 1 4.25%/D10W SUL

oral tablet,er FREE

particles/crystals 15 CLINIMIX E 3 PA

meq, 20 meq 4.25%/D5W SULF

potassium chloride- 3 FREE

0.45 % nacl CLINIMIX E 3 PA

potassium chloride- 3 5%/D15W SULFIT

d5-0.2%mnacl FREE

intravenous CLINIMIX E 3 PA

parenteral solution 5%/D20W SULFIT

20 meqll FREE

potassium chloride- 3 CLINISOL SF 15 3 PA

d5-0.9%macl %

sodium chloride 0.45 3 MO DOJOLVI 3 PA; MO:

% intravenous LA

parenteral solution intralipid 3 PA

sodium chloride 3 %% 3 intravenous

hypertonic emulsion 20 %

sodium chloride 5 %% 3 MO INTRALIPID 3 PA

hypertonic INTRAVENOUS

TPN 3 EMULSION 30 %

ELECTROLYTES ISOLYTE S PH 7.4

MISCELLANEO ISOLYTE-P IN 5

US NUTRITION % DEXTROSE

PRODUCTS NUTRILIPID 3 PA

CLINIMIX 3 PA PLASMA-LYTE

5%/D15W 148

SULFITE FREE PLASMA-LYTE A

%g}glgw S PA PLENAMINE PA
. 0,

SULF FREE premasol 10 % 3 PA
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PROCALAMINE 3 PA
3%

PROSOL 20 % 3 PA
travasol 10 % 3 PA
TROPHAMINE 3 PA
10 %

Sfluoride (sodium) 1

oral tablet

prenatal vitamin 1

oral tablet
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IST TIER UNIFINE ACTIVELLA..........c........... 120 AKLIEF.......cccccoviiiiiiiiinne 68
PENTIPS........................... 102  ACTONEL........ccvvvvvvriranns 117 ala-cort..........ccccovvvvvannnnnnne. 72
IST TIER UNIFINE ACTOPLUS MET................ 80 ALA-SCALP.......cccevvvrnnne. 72
PENTIPS PLUS................. 102 ACTOS.....cooiieeeeeeeeee, 81 albendazole.............................. 7
abacavir...............cccceeeeeennnnnn.. 2 ACULAR.....ccooovviieeeeeee, 127  albuterol sulfate............ 130, 131
abacavir-lamivudine.................. 2 ACULARLS......oovvvveenn. 127 ALBUTEROL SULFATE.. 131
ABELCET.................... 1 ACUVAIL (PF)................... 127  alclometasone......................... 72
ABILIFY ..., 43 acyclovir..........eeeveeeeeeannnnn. 2,72 alcohol pads........................... 81
ABILIFY MAINTENA......... 43 acyclovir sodium....................... 2 ALDACTAZIDE.................. 56
ABILIFY MYCITE.............. 43 ACZONE.......oooooiiieene. 68 ALDACTONE.........ccveeeen. 56
ABILIFY MYCITE ADACEL(TDAP ALECENSA....cccooviiiiiees 15
MAINTENANCE KIT......... 43  ADOLESN/ADULT)(PF)...100 alendronate........................... 117
ABILIFY MYCITE adapalene................ccccceeenn. 68  alfuzosSin..........cccocvveiieiiannnn. 138
STARTER KIT..........ouvvee. 43 adapalene-benzoyl peroxide....68  aliskiren..................ccccceeuuunnn. 56
abiraterone..............cc...ccu.... 14 ADBRY ....cooooiiiiiiieeeee, 66 ALKINDISPRINKLE......... 79
ABOUTTIME PEN ADCIRCA..........ceeeeee 130 allopurinol............................ 116
NEEDLE.........ccovviiiiiiiinn, 102 ADDERALL....................... 43 almotriptan malate................. 30
ABSORICA.........ccoviiieee 68 ADDERALL XR.................. 43  ALOCRIL........cceevirirrnne 127
ABSORICA LD.......cccuee.... 68  adefovir.......cccceeevveiiiiaaann. 2  ALOGLIPTIN..........ceeennne. 81
ACAMPTOSALE .....vvvenennnnnnnnnn. 75 ADEMPAS.......ccooeeee 130  ALOGLIPTIN-

ACANYA ..o, 68 ADLYXIN.........coooei 81 METFORMIN..........coooe...... 81
acarbose............ccccceeeeeenennn. 80 ADMELOG SOLOSTAR ALOGLIPTIN-

ACCOLATE......ccoovvvveeen. 130  U-100 INSULIN.................... 81 PIOGLITAZONE................. 81
ACCUPRIL.......ccevvviiiieenn, 55 ADMELOG U-100 ALOMIDE............cccuuun 127
ACCURETIC.......cccoevnnnnnn. 55 INSULIN LISPRO............... 81  alosetron..............cc..ccceeeunn. 91
ACCULANE ..., 68 ADVAIR DISKUS............. 130 ALPHAGANP................... 129
acebutolol............................... 56 ADVAIR HFA................ 130  ALREX....ccooviiiiiiiiiieiis 129
acetaminophen-caff- ADVOCATE PEN ALTABAX ..o, 70
dihydrocod............................. 36 NEEDLE...........ccoeennnnn 102 ALTACE....coiiiiieeeeie, 56
acetaminophen-codeine........... 36 ADVOCATE SYRINGES.. 102 altavera (28) ...cceeeeeeeenn..... 122
acetazolamide....................... 128  ADZENYS XR-ODT........... 43 ALTOPREV.........cccccvvnee. 61
acetic acid.............cc.oeeeeeeenn. 79 AEMCOLO........cccvvvvvvreee. 7 ALTRENO.......cccccuvvvrereen.. 68
acetylcysteine...................... 130 AFINITOR........ccviiiiin 15 ALUNBRIG.......ccccvvveennnne. 15
ACIPHEX.........oooeviiieen 95 AFINITOR DISPERZ.......... 15 ALVESCO.....ccccovvvvvinnn.. 131
ACIITCLIM e 65 AFREZZA........ccoovvveeiii. 81 alyacen 1135 (28) ..ccceeeeenn.... 122
ACTEMRA........cccovvvee 118 AGRYLIN......ccoovvviieein. TS alyqcccceeeeieeeiiieeiiieeee 131
ACTEMRA ACTPEN........ 118 AIMOVIG amabelz ..........cccc.coveeeueneeans 120
ACTHAR ..., 79  AUTOINJECTOR................ 30 amantadine hel......................... 2
ACTHIB (PF)....cccovvvveennn. 100 AIRDUO DIGIHALER.....130 AMARYL.......ceevvvireeene. 81
ACTICLATE........cooeviieee 13 AIRDUO RESPICLICK.... 130 AMBIEN.........cccovvvieeinnnn. 43
ACTIMMUNE..................... 98 AJOVY AUTOINJECTOR..30 AMBIENCR...........cceuuneen.. 43
ACTIQuccoiiiiiiiieeeieeee, 36 AJOVY SYRINGE............... 30 AMBISOME..........oovvvnirn. 1
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ambrisentan.......................... 131 APIDRA SOLOSTAR U- ASSURE ID PEN NEEDLE

amcinonide................ccccuuuu..... 72 100 INSULIN......ccccvvririinnns Bl s 102
AMERGE............coeiii, 30 APIDRA U-100 INSULIN...81 ASTAGRAF XL................... 15
AMETRIA ..o 122 APLENZIN.......ccoovvieeeee, 43  ATACAND......ccoocviieeee 56
AMIKACTA .o, 7 APOKYN...ooooooviiiiieeeeie. 29 ATACAND HCT.................. 56
amiloride...........ccccceeeeeeeeennnn... 56  apomorphine...........ccccceeennn..... 29 atazanavir................................ 2
amiloride-hydrochlorothiazide 56  apraclonidine........................ 129 ATELVIA......ccooon. 117
amiodarone............................ 55  aprepitant................cccvvvvnnnn. 91 atenolol.................................. 56
AMITIZA ..., Ol  apriccccececceeeiieeeeeeeeeeeee 122 atenolol-chlorthalidone........... 56
amitriptyline..........cccceeeeeennn.... 43 APRISO......cccovvvvvviiiiiiiiiiiiin, 91 ATIVAN............. 44
amlodipine.............ccccccuuu..... 56 APTENSIO XR........ccc......... 43 atomoxetine........................... 44
amlodipine-atorvastatin.......... 61 APTIOM..........cccvvvvie. 24 atorvastatin............................ 61
amlodipine-benazepril............. 56 APTIVUS.....cooovviiiiiiie 2 atOVAGQUONE..........ceevveaeeaeeaannn. 7
amlodipine-olmesartan............ 56 ARALAST NP.....cccovvvveee.... 75  atovaquone-proguanil............... 8
amlodipine-valsartan.............. 56 aranelle (28) ...cccoeveveeeeeeannn.. 122 ATRALIN..........ooeeeeii . 68
ammonium lactate.................. 66 ARANESP (IN ALFOPINE ..o 127
AMNESteeM ............................. 68 POLYSORBATE)................. 98 ATROVENTHFA............. 132
AMOXAPINE ....ovvveveeeeaaeennenn, 43 ARAVA. ... 118 AUBAGIO......ccvvvvvvieeeennn. 32
amoxicil-clarithromy- ARAZLO...ccccoeieieeiin, 68 aubraeq..............cceeeuunn.... 122
lansopraz............ccccoouueeenennnnn. 95 ARCALYST...coovvvieieeeees 98 AURYXIA....cooviiiiiieeeeein, 76
amoXxicillin.............ccccceunn.... 11 arformoterol......................... 131 AUSTEDO.....ccccceeveeeeenns 32
amoxicillin-pot clavulanate.....11 ~ ARICEPT...........ccccocoiiie 32 AUVI-Queeeiiiiiiiiiiie, 129
amphetamine sulfate............... 43  ARIKAYCE.......cccccevvnnnnn. 7 AVALIDE.........ccccoviiiis 56
amphotericinb......................... 1 ARIMIDEX........cccoovvvreeenn. 15 AVAPRO.....coovviiiiieiiees 56
ampicillin.............ccceeeeeeeen.... 11 aripiprazole............................ 43 AVEED....ooooiiiiiiiii 88
ampicillin sodium.................... 11 ARISTADA......ccoonnnn. 44 aviane...............ccccooeeeeie 122
ampicillin-sulbactam............... 11 ARISTADA INITIO............ 43 avita.......coooveeeeeieii, 68
AMPYRA ......cooviiiiieees 32 ARIXTRA......ccoovvieie. 60 AVITA...cooooiiieeeeeeee, 68
aN\Y VA 23 2L O B 68  armodafinil..............cccceeuunn..... 44  AVONEX.....coooooiiiiiiiiiiieeennn. 98
ANAFRANIL.........ccoennnen. 43  ARMONAIR DIGIHALER AVYCAZ ..o 5
anagrelide.............................. TS e 131 AYGESTIN.......cccnn. 120
anastrozole............................. 15 ARNUITY ELLIPTA......... 131 AYVAKIT ...oovviiiiiiiiiiiiiiiiins 15
ANCOBON.......cccoeeeiiiieees I AROMASIN.....ccooviieeeee 15 AZACTAM.....ccooveiivviee, 8
ANDRODERM.................... 88 ARTHROTEC 50................. 39 AZASAN....ccoooiiiiieei 15
ANDROGEL........................ 88 ARTHROTECT7sS................. 39 AZASITE......cccooviiiiiaann 125
ANGELIQ.....ccccceeeveein, 120  asenapine maleate................... 44 azathioprine.......................... 15
ANNOVERA.......ccceevee. 122 ashlynd..............ccceeeeeunnn.... 122 azelaic acid............................. 68
ANORO ELLIPTA............. 131 ASMANEXHFA.............. 131  aczelastine........................ 79, 127
ANTARA ..., 61 ASMANEX azelastine-fluticasone............ 132
ANTIVERT ..o 91 TWISTHALER........... 131,132 AZELEX.....cooiiiiiiiiiiiieeans 68
ANUSOL-HC.............ccnn. 91 aspirin-dipyridamole............... 60 AZILECT.......coooiiiiiieeeen. 29
ANZEMET........coooii. 91 azithromycin........................ 6,7
APEXICON €. 72 AZOPT ..., 128
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AZOR ....coiviiiiiiiiii, 56 BD VEO INSULIN bisoprolol fumarate................ 56

AZSTARYS....ccoviiieeeien. 44 SYRINGE UF.........c.......... 102 bisoprolol-
AZITCONANM .....aeaaaeaaaaannnn 8 BECONASE AQ................ 132 hydrochlorothiazide................ 56
AZULFIDINE........ccceee.. 91 BELBUCA......ccccocvveeee. 36 BIVIGAM........cocvvvveeennn 100
AZULFIDINE EN-TABS....91 BELSOMRA...........cccuvveeeen. 44 BLEPHAMIDES.O.P........ 127
bacitracin............................. 125  benazepril............................... 56 blisovi24 fe....uuueurirriinnnnnnn. 122
bacitracin-polymyxinb......... 126  benazepril- blisovi fe 1.5/130 (28)............ 123
baclofen................................. 35  hydrochlorothiazide................ 56 BONIJESTA......ccovvvviviiiiiiinns 91
BACTRIM.......cceeeeviiieeene 13 BENICAR.......ceoviiiiieeee, 56 BOOSTRIX TDAP............. 100
BACTRIMDS........oovvvivins 13 BENICAR HCT................... 56 bosentan............cccceeeeeeennn..... 132
BAFIERTAM.......cccoeevnennn. 32 BENLYSTA.....ccoeviiee. 118 BOSULIF......ccccceeeviiiiieens 15
BALCOLTRA.......ccoeen. 122 BENZAMYCIN........cc..e.... 68 BRAFTOVI.......cccoeevnn. 15
balsalazide............................. 91 BENZNIDAZOLE................. 8 BREOELLIPTA................. 132
BALVERSA......cooiiie 15  benztropine.........ccccccuveeenn... 29 BREZTRI AEROSPHERE.132
balziva (28) ....coeeveeeeeennnnn. 122 bepotastine besilate............... 127 briellyn..........cccceeeevvuvennnnn.... 123
BANZEL.....coooiiiiiiiiieeeen, 24 BEPREVE............. 127  BRILINTA. ..o 60
BAQSIMI........cooovvvv, 81 BERINERT......................... 132 brimonidine.......................... 129
BARACLUDE.........c..cceenne. 2 BESIVANCE........cccouneeen. 126  brimonidine-timolol.............. 128
BASAGLAR KWIKPEN BESREMI........ccceviiiiiins 98  brinzolamide......................... 128
U-100 INSULIN......ccccuvneenn. 8l  betaine.........cccovuvevivvecunnnaann. 91 BRIVIACT......ocoiiiiei. 24
BAXDELA......cccovvvvveeeee, 12 betamethasone dipropionate....72  bromfenac............................ 127
BCG VACCINE, LIVE (PF) betamethasone valerate........... 72 bromocriptine......................... 29
............................................. 100  betamethasone, augmented..... 72 BROMSITE........................ 127
BD ECLIPSE LUER-LOK.102 BETAPACE AF.................... 55 BRONCHITOL.................. 132
BD NANO 2ND GEN PEN BETASERON........ccccuvveeene 98 BROVANA.........ocovieeee 132
NEEDLE.......c...ceoviiiren. 102 betaxolol......................... 56,126 BRUKINSA........cccvvvveee. 15
BD SAFETYGLIDE bethanechol chloride............. 138 BRYHALI.......................... 72
INSULIN SYRINGE......... 102 BETHKIS.......coooivieee. 8 budesonide..................... 91, 132
BD SAFETYGLIDE BETIMOL..........ccoveiien 126  BUDESONIDE-
SYRINGE..........cooeiiiies 102  BETOPTICS........c..cccnn. 126 FORMOTEROL................. 132
BD ULTRA-FINE MICRO BEVESPI AEROSPHERE..132  bumetanide............................. 56
PEN NEEDLE................... 102 bexarotene............................. 15 BUPHENYL......................... 76
BD ULTRA-FINE MINI BEXSERO.......cccovvvveeeeenn. 100  buprenorphine hcl................... 36
PEN NEEDLE................... 102 BEYAZ...oooviiiiiiiieieee, 122 buprenorphine transdermal
BD ULTRA-FINE NANO bicalutamide........................... 15 patch.......coooeeeeecceieannn.. 36
PEN NEEDLE.................... 102  BICILLIN C-R..........c.......... 11 buprenorphine-naloxone....39, 40
BD ULTRA-FINE ORIG BICILLIN L-A........ccuevn 11 bupropion hcl.......................... 44
PEN NEEDLE................... 102 BIDIL....ccooviiiiiiieiiieeee, 56 BUPROPION HCL.............. 44
BD ULTRA-FINE SHORT BIOUVA ... 120 bupropion hcl (smoking
PEN NEEDLE................... 102 BIKTARVY ..o, 2 deter) ...iiiiiiiiiiiiiiiiee, 78
BD VEO INSULIN SYR BILTRICIDE.......................... 8  buspirone........cccccccevveuvnnnn.... 44
(HALF UNIT)......ccccuuuee. 102 bimatoprost.................cceue... 128  butorphanol............................ 40
BINOSTO....ccoooiiiieieee. 117 BUTRANS.....cccciiiiiiieees 36
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BYDUREON BCISE............ 81 CARDURA XL.......c.ceueee. 56 CEQUR SIMPLICITY ....... 103

BYETTA ..o 81 CAREFINE PEN NEEDLE CERDELGA...........ccovnnee. 88
BYLVAY .ooiiiiiiiiee, 91,92 e 102, 103 cetirizine.........ccouvveeeeunnn.... 129
BYSTOLIC.......cccoevveene. 56 CARETOUCH INSULIN cevimeline............c...oeeeuveneenn. 76
cabergoline............ccccceeeennn..... 88 SYRINGE......ccccoovvvvriiinnnns 103 CHANTIX.............. 78
CABLIVI.....cccoveiiiieee, 60 CARETOUCH PEN CHANTIX CONTINUING
CABOMETYX....occvvivreenne 15 NEEDLE......cccocoevviiien, 103 MONTH BOX.......cccuvveenennn. 78
CADUET....cccoovviieieieieeeeenn. 61 carglumic acid........................ 76  CHANTIX STARTING
CALAN SR .....cooeiiiiieee, 56 CARNITOR........cccvvvrennnne 76  MONTH BOX.........coeuunee. 78
calcipotriene.............ccccceenn..... 65 CAROSPIR.......cccccnnn. 56 CHEMET......ccccccvvvrnnnininnnnn, 76
CALCIPOTRIENE............... 65 carteolol...................c.c........ 126 CHENODAL.......ccceevvenee. 92
calcipotriene-betamethasone...65 — cartia Xt...........ccceuvveeeeeeeeann. 56  chlorhexidine gluconate.......... 79
calcitonin (salmon) ................ 88 carvedilol...................oooooo...... 56  chloroquine phosphate.............. 8
calcitriol...........c..oouueoo..... 65, 88  carvedilol phosphate............... 56  chlorpromazine....................... 45
calcium acetate(phosphat CASODEX.....cccooviiiviieeeeenn, 15  chlorthalidonme......................... 57
bind) ......cccvvveeviiiiiiiaaiannnn, 139  caspofungin...........ccuuueeeeen..... I CHOLBAM.........cooouvrrn. 92
CALQUENCE.........ccccuuun.. 15 CATAPRES-TTS-I............... 56  cholestyramine (with sugar) ...62
CAMBIA........covvieiieeeee, 40 CATAPRES-TTS-2............... 56  cholestyramine light................ 62
Camil@..........c.coeevueeeeennennnn.. 120 CATAPRES-TTS-3............... 57 CIALIS......ccooiiiiiieee 138
camrese lo........cccceeeeeeeennn..... 123 CAYSTON.....oovvvvvivvveiiiiiiiinns 8 CIBINQO....ccocooiciceeennnnn. 66
CAMZYOS ..., 64  caziant (28) ......ccoverirnnnnnnn. 123 ciclopirox........ccccccuvveeennnnnnn.. 70
CANASA.....cooeeeeeee, 92 cefaclor...........cccceeveveennnnnnnn.. 5 cilostazol................ccccceuuun.... 60
CANCIDAS......ooeeieeeeeee, 1 cefadroxil...........ccuuveeveeeannnnn. 5 CILOXAN......ccccoevviinnnnnn. 126
Candesartan.................ccoeeeuen. 56  cefazolin...............cccceeeeunnnnn.. S CIMDUO.....cccuviiiiiiiinnn 2
candesartan- COfINIT .. S5 cimetidine..............cccceuvvvunnnn. 95
hydrochlorothiazid.................. 56 cefepime.........eueeeereriiniiiiiinnnnnn. 6 cimetidine hcl......................... 95
CAPEX ..., T2 CefiXime......ccuuueeeeeeeeeeeereennnanann, 6 CIMZIA.........ccovvvevvi, 92
CAPLYTA....ccooiiiieieeeee 44 cefotetan............ccccovueeeeennnnn... 6 CIMZIA POWDER FOR
CAPRELSA ..o 15 cefoxitin.....uuueeeeeeeeeeeniiil. 6 RECONST.....ccoooeeieieeeeeen. 92
captopril..................ccccoee 56  cefpodoxime..................ouuuunnn. 6 cinacalcet..........cccceeeeeeeeaannnn.. 88
CARAC. ..., 66  cefprozil.........oool 6 CINRYZE........................... 132
CARAFATE.....cccvvvvviviiiinns 95 ceftazidime..........cccceeeeeeenn....... 6 CIPRO...ccooiiiieiieeeeeeee 12
CARBAGLU............cceunn. 76 ceftriaxone..............cccoeeeeaannn. 6 CIPROHC...........oooveeeee. 79
carbamazepine........................ 24 cefuroxime axetil..................... 6 CIPRODEX.........ccooouunnnnne 79
CARBATROL..................... 24 cefuroxime sodium................... 6 ciprofloxacin hcl........ 12,79, 126
carbidopa...............cccceuu.... 29 CELEBREX......cccooovvrennenn. 40  ciprofloxacin in 5 % dextrose..12
carbidopa-levodopa................. 29 celecoXib...........uuuuuiiiieeaaannn. 40  ciprofloxacin-dexamethasone..79
carbidopa-levodopa- CELEXA.......oooiieeee, 45 CIPROFLOXACIN-
CNLACAPONE.........eeeeeaaaaaaannnnn. 29 CELLCEPT........cccciviiinnnn. 16 FLUOCINOLONE............... 79
CARDIZEM.......cceeevuveenn. 56 CELONTIN.......cccovvirrannn. 24 CITALOPRAM................... 45
CARDIZEM CD.................. 56 CENTANY ..cooooovviiiiiieiins 70  citalopram...............ccuuuu...... 45
CARDIZEM LA................... 56  cephalexin..............cccccceuuunnn... 6 claravis........ccccoeeeiiiiiiiiiiin, 68
CARDURA.......cccceviiiee. 56 CEQUA.......cccooiiiiiiii, 127  CLARINEX.......ccccccmnnnen. 129
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CLARINEX-D 12 HOUR.. 130  clocortolone pivalate............... 73  COPIKTRA......ccvvveeeeeee. 16

clarithromycin..............cc.......... T clodan..................cceeeeeuenn... 73 CORDRAN........cccvvviee. 73
CLENPIQ......ccoovivieeenn. 92 CLODERM.........ceevuvreennnn 73  CORDRAN TAPE LARGE
CLEOCIN.......coevieieeeeees 122 clomipramine.......................... 45 ROLL...ccoooiiiiiieee, 73
CLEOCIN HCL..................... 8 clonazepam................cccccuu... 24 COREG.........ccccc 57
CLEOCIN PEDIATRIC........ 8 clonidine............ccccvvvveennnnn... 57 COREGCR.......cccoouvvreennne. 57
CLEOCIN T.....oovveiiiiie 68  clonidine hel...................... 45,57 CORGARD.......oovvneiiinnn. 57
CLICKFINE PEN clopidogrel............ccccceee......... 60 CORLANOR......ccccoeennnnnn. 64
NEEDLE.........ccovvviiiiiiins 103 clorazepate dipotassium.......... 45 CORTEF....cooiiiieiiei 79
CLIMARA.........cooieee, 120  clotrimazole........................ 1,70 CORTIFOAM........ccc... 92
CLIMARA PRO................ 120  clotrimazole-betamethasone.... 70  CORTROPHIN GEL........... 79
clindacin etz ............c..oouoo...... 68  clozapine...............cccceuuu.... 45 COSENTYX..oiiiiieeiinen, 65
CLINDAGEL........ccccuvveennn. 68 CLOZARIL.......ccceeevvnnn. 45 COSENTYX (2

clindamycin hel......................... 8 COARTEM.........coevnnnnn. 8 SYRINGES).....ccooovvvveenennn. 65
clindamycin in 5 % dextrose..... 8  codeine sulfate........................ 36 COSENTYX PEN (2 PENS).65
clindamycin pediatric................ 8 COLAZAL......cccoovvvvvveenean. 92 COSOPT.....ccoovviiieeeeeen, 128
clindamycin phosphate .8, 68,122 COLCHICINE.................... 116 COSOPT (PF)...ccvvvveeeennnn. 128
clindamycin-benzoyl peroxide. 68  colchicine.............................. 116 COTELLIC............cceunnne. 16
clindamycin-tretinoin.............. 68 COLCRYS....ccoovviviiieeeennn, 116 COTEMPLA XR-ODT......... 45
CLINDESSE......coooiieies 122 colesevelam............................ 62 COZAAR.....ccccovviiiiian, 57
CLINIMIX 5%/D15W COLESTID.......ceeveiiiiieeaans 62 CREON.......cccociiiiiiiiii 92
SULFITE FREE................. 140 colestipol.............ooeeeeeveenaann, 62 CRESEMBA.........ccccviiiien. 1
CLINIMIX 4.25%/D10W colistin (colistimethate na) ....... 8 CRESTOR.......................... 62
SULF FREE...........c......... 140 COMBIGAN......cccvvveen 128  CRINONE.........ccvvvveene 120
CLINIMIX 4.25%/D5W COMBIPATCH.................. 120 cromolyn................. 92,127,132
SULFIT FREE..................... 76  COMBIVENT RESPIMAT 132 ¢crotan..........cccceuvveeeeecnennaannnn. 75
CLINIMIX 5%- COMBIVIR........covvivreee 2 cryselle (28) ...oeeeeccveniaann 123
D20W(SULFITE-FREE)....140 COMETRIQ..............cc........ 16 CUBICINRF........coovvvvvrrenn. 8
CLINIMIX E 2.75%/D5W COMFORT EZ INSULIN CUPRIMINE..........ccuee... 118
SULF FREE..........ooevnie. 76  SYRINGE.......cccceevven. 103 CUVPOSA.......ooeiieee 91
CLINIMIX E 4.25%/D10W COMFORT EZ PEN cyclobenzaprine...................... 35
SULFREE.......................... 140 NEEDLES........................... 103 cyclophosphamide................... 16
CLINIMIX E 4.25%/D5W COMFORT TOUCH PEN CYCLOPHOSPHAMIDE.... 16
SULF FREE...........oouuee. 140 NEEDLE..........ooiiiiiiinnnn 104 CYCLOSET.....cceovvvirreannnne 81
CLINIMIX E 5%/D15W COMPLERA.........cevviiiie, 2 cyclosporine.................... 16, 127
SULFIT FREE.................. 140 compro......ccccovveeveiiiieeeaeenn, 92 cyclosporine modified............. 16
CLINIMIX E 5%/D20W COMTAN . ....cooiiiieee 29 CYMBALTA......ccoviiiees 45
SULFIT FREE.................. 140 CONCERTA.......cceeeeeees 45  cyredeq.........coeeeennnnnnnnn.... 123
CLINISOL SF 15 %............ 140 CONDYLOX....ccoooovvvvireeen. 66 CYSTADANE......cccooveeenn. 92
clobazam................ccccccue.... 24 CONJUPRI......cccoviveeen. 57 CYSTADROPS.................. 127
clobetasol......................... 72,73  constulose............c........cce...... 92 CYSTAGON......cccooevvvvennnn. 138
clobetasol-emollient................ 73 CONZIP....ccovviiiiiiiiieae 40 CYSTARAN......cccooviiieen. 127
CLOBEX....ccoiiiiiiiiiiiiiieeen, 73  COPAXONE.......cccceevvvn. 33 CYTOMEL.........ceeviiiieen 90
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CYTOTEC........ccoo. 95 DEPO-TESTOSTERONE....88 DIBENZYLINE................... 57
d10 %-0.45 % sodium chloride 76 DERMA-SMOOTHE/FS DICLEGIS........ccooviieeene 92
d2.5 %-0.45 % sodium SCALPOIL......c....cevvireenn 73  DICLOFENAC
chloride..............ccccuvvveveennnn... 76 DERMOTICOIL................. 79 EPOLAMINE....................... 40
d5 % and 0.9 % sodium DESCOVY ..o, 2 diclofenac potassium............... 40
chloride...........cccccoeeeeeeeeennnn... 76 desipramine....................c....... 45 DICLOFENAC

d5 %9-0.45 % sodium chloride.. 76  desloratadine........................ 130 POTASSIUM........ccovvveeeeen. 40
dalfampridine......................... 33 desmopressin........ccccceeeeeennnn.. 88 diclofenac sodium...... 40, 66, 127
DALIRESP.......covvvvviiiinns 132 desog-e.estradiolle.estradiol .. 123 diclofenac-misoprostol............ 40
DALVANCE..........cccovviii. 8 desogestrel-ethinyl estradiol.. 123  dicloxacillin........................... 11
danazol.............cccooeveveeennn. 88 desonide.................ooeeeeennnn. 73 dicyclomine............................ 91
DANTRIUM........cooiieeene 35 DESOWEN.....cccooiiiiiinnnn. 73  DIFFERIN.......cccueeenn. 68, 69
dantrolene...................c........ 35 desoximetasone..................... 73 DIFICID.......ccovviiieeeae. 7
dapsone.............cccceevunn.... 8,68 DESOXYN.....coooovvvvieereeeennn. 45  diflorasone.................cccccuu.... 73
DAPTACEL (DTAP ACSTX oo 73  DIFLUCAN......cccooviirreane, 1
PEDIATRIC) (PF).............. 100  DESVENLAFAXINE.......... 45 diflunisal..............ccccccevveunne... 40
DAPTOMYCIN......cccceeveeeenn. 8 desvenlafaxine succinate......... 45  difluprednate........................ 129
daptomycin..............ccceeeeeunnne... 8 DETROL.....cccceeeeeennnn 137 digitek.......ccccoeevvveeininiaaaaann. 64
DARAPRIM.......cccooiiiees 8 DETROLLA........cccceen. 137 digoX..cocevveiiiiiiiiiiieeee 64
darifenacin.................c........ 137  dexabliss................cccceeuun..... 79 digoXin....cccceeeeeeaaiiiaaaannn. 64
DARTISLA.....cccovvveeeeee. 91  dexamethasone................. 79,80  dihydroergotamine.................. 30
DAURISMO........ccccvvvreeeenn. 16  dexamethasone sodium DILANTIN 30 MG.............. 25
DAYPRO......c.oooeeviiee, 40  phosphate.............cc.cceeeun.... 129 DILANTIN EXTENDED
DAYTRANA. ..., 45 DEXEDRINE SPANSULE..45 100 MG........ceoovvvvveeeeeinen. 25
DAYVIGO......c.cccoveviieens 45 DEXILANT....ccooceeeiiiiieeeens 95 DILANTIN INFATABS 50
DDAVP...ccooiiiiiieiiiee, 88 DEXLANSOPRAZOLE....... 95 MG 25
deblitane............................... 120 dexmethylphenidate................ 45 DILANTIN-125 125 MG/5
deferasirox ...........ccocvvvvuunnnnnns 76  dextroamphetamine sulfate.....45 ML........................... 25
deferiprone............ccccceeveuennn. 76  dextroamphetamine- DILAUDID........ccovvvvvrrrinnns 36
DELESTROGEN............... 120  amphetamine.......................... 45  diltiazem hcl................uunn....... 57
DELSTRIGO........ccccccevvnnnnnn. 2 dextrose 10 % and 0.2 %o nacl. 76 dilt-Xr.......cccceeuvieieiiiiiaeaanannn. 57
DELZICOL......ccooeeeeennnn. 92 dextrose 10 % in water dimethyl fumarate.................. 33
demeclocycline....................... 13 (dIOW) e 76 DIOVAN.......ccccceiii 57
DEMSER ..., 57 dextrose 5 % in water (d5w)...76  DIOVAN HCT..................... 57
DENAVIR.......cccoviiiiiiene, 72 dextrose 5%6-0.2 % sod DIPENTUM......ccccevviiieeenne 92
DEPAKOTE.........ccccvvvveee. 24 chloride..............cccovevveeannn. 76  diphenoxylate-atropine........... 91
DEPAKOTE ER................... 24 DHIVY .o, 29 DIPROLENE

DEPAKOTE SPRINKLES.. 24 DIACOMIT...........cceuvvvneenn. 24 (AUGMENTED).................. 73
DEPEN TITRATABS......... 118 DIASTAT ..., 24 dipyridamole.......................... 60
DEPO-ESTRADIOL.......... 120 DIASTAT ACUDIAL.......... 24 disulfiram............cccccceeeenn. 76
DEPO-PROVERA............... 120 diazepam.......................... 24,46 DIURIL......cccooviiiiiienne. 57
DEPO-SUBQ PROVERA diazepam intensol................... 46  divalproex..........cccccccecuunnnn... 25
L104 . i, 120 diazoxide................cc.cccc....... 81 DIVIGEL........coooiiiiiannne 120
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dofetilide................cccccccon.... 55 drospirenone-e.estradiol-Im.fa EASY TOUCH
DOJOLVI......cocevvviiieeenn, 140 e 123 SHEATHLOCK INSULIN 107
dolishale...............ccccceeennn..... 123 drospirenone-ethinyl estradioll23 ~EASY TOUCH UNI-SLIP..107
donepezil..............cooovvvvvvnnnn. 33 DROXIA...ccoooeiieeieieeeeeeeeenn. 16  econazole................................ 70
DOPTELET (10 TAB droxidopa...............ccccuuveenn... 76 EDARBI.......coeovvvieee. 57
PACK) ..o 60 DUAVEE.......ccccooviiiinen. 120  EDARBYCLOR.................... 57
DOPTELET (15 TAB DUETACT ....cccooeeeeiieeees 81 EDECRIN.......ccooviirreanne. 57
PACK) .o 60 DUEXIS.....ccoooiiiiiieeee, 40 EDURANT......cooviiieeee. 2
DOPTELET (30 TAB DULERA ... 132 efavirenz........cccoccueeeeeecnnnnaann. 2
PACK) ..oooiiiiiiiiiiiiiiiiiiiiiiiiiies 60 duloxetine.............................. 46  efavirenz-emtricitabin-tenofov.. 2
DORYX ..oooviiiiiiiiiiiiiiiiiiiiiiinns 13 DUOBRII.....ccccooenn. 73 efavirenz-lamivu-tenofov
DORYX MPC.........ccccennee. 13 DUOPA.....cccooiieee 29 diSOP .coeeeiiieeeieee 2
dorzolamide.......................... 128 DUPIXENT PEN................. 66 EFFEXOR XR........ccueee.. 46
dorzolamide-timolol.............. 128 DUPIXENT SYRINGE....... 66 EFFIENT.......ccooiiiiiiien. 60
dorzolamide-timolol (pf) ...... 128  DUREZOL........ccovveeee... 129 EFUDEX.......cccccviiiiiiinnnnn. 66
AOLi e, 120 dutasteride............................ 1388  EGRIFTA SV..cccooiiiiiiiee, 98
DOVATO....cccviiieeiiiieee 2 dutasteride-tamsulosin.......... 138 ELESTRIN.......cccceeeviinen. 121
DOVONEX.......cccoviiviieenenn. 65 DYANAVEL XR.................. 46  eletriptan...........cccueevvieeeaeannnn. 30
AOXAZOSTN ..., 57 DYMISTA.....cccceiiis 132 ELIDEL......ccccceeviiiiiie 67
AOXEPIN ..., 46,66 DYRENIUM............cecene. 57 ELIGARD.....cccoooivviiinnn. 16
doxercalciferol....................... 88 .8 400 ..., 7 ELIGARD (3 MONTH)....... 16
Aoxy-100........ccccceviivecinenann. 13 E.E.S. GRANULES................ 7 ELIGARD (4 MONTH)....... 16
doxycycline hyclate................ 13 EASY COMFORT ELIGARD (6 MONTH)....... 16
DOXYCYCLINE INSULIN SYRINGE......... 105 ELIQUIS......cccoeiiiieeee 60
HYCLATE......cccooeeeiee, 13 EASY COMFORT PEN ELIQUIS DVT-PE TREAT
doxycycline monohydrate....... 13 NEEDLES.......cccovviiiiiiiinns 105 30D START.......................... 60
doxylamine-pyridoxine (vit EASY GLIDE INSULIN ELMIRON..........ovvvvviiiiinnns 138
DO) e 92 SYRINGE.......cccoovvvvviiinnnns 105 eluryng..........oeevevvvvvvnnnnnnnns 122
DRIZALMA SPRINKLE....46 EASY GLIDE PEN ELYXYB...ooooiiieeiieeee 30
dronabinol.............................. 92 NEEDLE......cccccccviiiiiiii, 105 EMCYT..ccooiiiiiiiiiieeiees 16
DROPLET INSULIN EASY TOUCH................... 106 EMEND......cccccoeviiiiiieenen, 92
SYR(HALF UNIT)............. 104 EASY TOUCH FLIPLOCK EMFLAZA ..o 80
DROPLET INSULIN INSULIN....ooeeiiiiiieeeee 105 EMGALITY PEN................. 30
SYRINGE.........cooviiiies 104 EASY TOUCH INSULIN EMGALITY SYRINGE....... 31
DROPLET MICRON PEN SAFETY SYR............. 105, 106  emoquette.............ccccceunnn.... 123
NEEDLE.......cccccceviiiiien. 104 EASY TOUCH INSULIN EMSAM.....oooiiiiiiiiiieee, 46
DROPLET PEN NEEDLE.105 SYRINGE.......................... 106  emtricitabine............................ 2
DROPSAFE ALCOHOL EASY TOUCH LUER emtricitabine-tenofovir (tdf)....2
PREPPADS........ccoiiiii 81 LOCK INSULIN................ 106 EMTRIVA ... 2
DROPSAFE PEN NEEDLE EASY TOUCH PEN EMVERM......ccoooviiiiiiiecas 8
............................................. 105 NEEDLE.............................106  enalapril maleate.................... 57
EASY TOUCH SAFETY enalapril-hydrochlorothiazide. 57
PEN NEEDLE............ 106,107 ENBREL.......cccocciiiiiinnn 118
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ENBREL MINI................. 118 ERTACZO.......cccvvvevuenn 71 EVISTA ..o 117

ENBREL SURECLICK..... 118  ertapenem...............cccc.cceuu..... 8 EVOCLIN.......ccoooeeeiiieeeens 69
ENDARI.......ccoo, 76  ery pads..........ccceeeeeuvieennnnnn... 69 EVOTAZ.....ccoiiieeeeeee, 2
endocet ................ccccc 36 erygel......ccooovvviiiiiiiiiiiiiiiiiiin, 69 EVOXAC........iiviviiiinnn, 76
ENGERIX-B (PF)............... 100 ERYPED 200......cccccvvvveennnne. 7 EVRYSDI....cooooeviiiiiee 33
ENGERIX-B PEDIATRIC ERYPED 400.......cccccvvveennnee. 7 EXELON PATCH................ 33
(PE) e 100 ery-tab.........ccccoovvevveveeeeenennnnn, 7T exemestane............................. 17
CHOXAPATTN ....aaaaaaaaaaannnnn. 60 ERY-TAB........................... 7 EXFORGE......ccccooevvennnnn.. 57
CHPFESSC ..vvennnniaaaaaanaanns 123 ERYTHROCIN.............cuuvee 7 EXFORGEHCT................ 57
ENSKYCE covaaaaaaaaaiiiiiiiii 123 erythrocin (as stearate) ........... 7 EXJADE.....ccoooiiiiiiiiiiieeeen. 76
ENSPRYNG.......ceeeeeeen. 16  erythromycin.................... 7,126  EXKIVITY ... 17
ENSTILAR .......oovveiiiiie, 65 erythromycin ethylsuccinate.....7 EXSERVAN........cc...ccceenn. 76
ENLACAPONE ......coveeaeaeeeannnn, 29  erythromycin with ethanol...... 69 EXTAVIA........cccooii 98
ENLECAVIT .. 2 erythromycin-benzoyl EXTINA ..o 71
ENTRESTO......ccovvvvveeeeenn. 64  peroxide...............cceeeeeunnnnn... 69 EYSUVIS.........cccoeii 129
ENUIOSE ... 92 ESBRIET.....ccccceeviiiinnnn. 132 EZALLOR SPRINKLE........ 62
ENVARSUS XR.................... 16  escitalopram oxalate.............. 46  ezetimibe............ccccovuveennnan..... 62
EPCLUSA........ccooeee 2 esomeprazole magnesium..95,96 EZETIMIBE-
EPIDIOLEX......ccccceevnnnnnnnn. 25 estarylla...........ccueeeeennnnnn... 123 ROSUVASTATIN................ 62
EPIDUO.....cccciiiiiiiiiieee 69 ESTRACE.......cccooiiieannne. 121 ezetimibe-simvastatin............. 62
EPIDUO FORTE................. 69 estradiol................cccuee. 121 FABIOR.......ccooiiiiii. 69
EPINASLINE ... 127  estradiol valerate.................. 121 falmina (28) .....ccceuvveveennn.... 123
EPINEPHRINE................. 130  estradiol-norethindrone acet.. 121 famciclovir................cccoueeeenn. 2
epinephrine................cceeeue. 130  ESTRING.............o 121 famotidine.............................. 96
EPIPEN 2-PAK................... 130  ESTROGEL........................ 121 FANAPT .....cooieeee. 46
EPIPEN JR 2-PAK............. 130 eszopiclone............ccuuueeenn... 46 FARESTON......cc.ccevvunnnn. 17
EPILOL ... 25 ethacrynic acid....................... 57 FARXIGA........................... 82
EPIVIR ....coooiiiiieeeee 2 ethambutol................ccccuuennn. 8 FASENRA.......ccooovviiie. 133
EPIVIR HBV.......cceoviiiiens 2 ethosuximide.......................... 25 FASENRAPEN................ 133
eplerenone............................. 57  ethynodiol diac-eth estradiol. 123 febuxostat............................ 116
EPOGEN..........ovvvviiiiiiiiiiiiins 98 etodolac...............c................. 40  felbamate............................... 25
EPRONTIA.....cccooieeen. 25 etonogestrel-ethinyl estradiol 122 FELBATOL......................... 25
EPSOLAY ..coovviiiiiiiiiiiiiiiiiiins 69  etravirine.............ccvvvvvvivnrennnnnns 2 FELDENE........cccccovviiiininnn. 40
EPZICOM........ccvvvvvveee 2 EUCRISA.......ccccoei 67 felodipine.............cccuuvveenn.... 57
EQUETRO.........ccuvvvveeeee. 25 eUthyroX.....ccccoeeuvveeieiiaaaaaan, 90 FEMARA.........cccoovvvvveee. 17
ERAXIS(WATER EVAMIST ...coooviiiiie 121 FEMRING.......ccvvverennnne 121
DILUENT) oo, I EVEKEO.........nen 46 femynor.........ccccecevivvvvnnnnn... 123
ergoloid............cccccoeevvennnann. 46 EVEKEOODT.........c.ccc.... 46 FENOFIBRATE................... 62
ergotamine-caffeine................ 31 EVENITY .o, 117  fenofibrate.............................. 62
ERIVEDGE...........cccuvvveee. 16  everolimus (antineoplastic) fenofibrate micronized............ 62
ERLEADA......cccooiiiiie 16 e 16,17 FENOFIBRATE

erlotinib ...........ccocveeeevicinncan. 16  everolimus MICRONIZED.........ccc......... 62
C FIM o 121 (immunosuppressive) ............. 17  fenofibrate nanocrystallized.... 62
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fenofibric acid (choline) ......... 62  fluocinolone........................... 73 fosinopril-hydrochlorothiazide 57
FENOGLIDE....................... 62  fluocinolone acetonide oil........ 79 FOSRENOL.................... 76, 77
fenoprofen...........cccceeeueunnnnn.. 40  fluocinolone and shower cap....73  FOTIVDA...........ccoeiirinnnenn. 17
fentanyl.........cccceeeeeeeeiiii il 37  fluocinonide.......... 73 FRAGMIN.......cccovvvvrrriinnn, 61
fentanyl citrate....................... 36  fluocinonide-emollient............. 73 FREESTYLE PRECISION 107
FENTANYL CITRATE....... 37  fluoride (sodium)................. 141 FROVA.......ccooiiiieeee, 31
FENTORA........................... 37  fluorometholone.................... 129 frovatriptan............................ 31
FERRIPROX.........ccccvvvirenns 76 FLUOROURACIL............... 67 FULPHILA...........ccoeieee. 98
FERRIPROX (2 TIMES A Sfluorouracil.......................... 67 furosemide........................ 57, 58
DAY) oo 76 fluoxetine................ccouuvvuvennn. 47 FUZEON....ccooovieiennn. 3
fesoterodine.......................... 137 fluoxetine (pmdd) .................. AT fyavolv......ccccceeeeeeeeeeeieaaaaannn. 121
FETZIMA............cco 47  fluphenazine decanoate........... 47 FYCOMPA......ccccceeviiee, 25
FEXMID.....coooovvvviiiiieeins 35  fluphenazine hcl...................... 47  gabapentin...............ccccun..... 25
FIASP FLEXTOUCH U- flurandrenolide....................... 74 GABITRIL.......cooeeeeiennnns 25
100 INSULIN......ooevviieeenns 82  flurbiprofen...........ccuuuun....... 40 GALAFOLD.......ccccvvvveeennnn. 88
FIASP PENFILL U-100 flurbiprofen sodium............... 127  galantamine............................ 33
INSULIN . ....oooiiiiiiiiiiieeee 82 FLUTICASONE GAMMAGARD LIQUID..100
FIASP U-100 INSULIN........ 82 FUROATE-VILANTEROL GAMMAGARD S-D (IGA
FINACEA.......ccooiiiiiee, 09 133 <1 MCG/ML)....cceevvvvnnnnn. 100
finasteride............................ 138  fluticasone propionate..... 74,133 GAMMAKED.................... 100
FINTEPLA..........ooeie 25 FLUTICASONE GAMMAPLEX.......ccc.cc.... 100
FIRAZYR .....cooiiiis 133  PROPIONATE................... 133 GAMMAPLEX (WITH
FIRDAPSE.....ccc.covviiieeee 33 FLUTICASONE SORBITOL)......cccvvvveennnnee. 100
FIRMAGON KIT W PROPION-SALMETEROL133 GAMUNEX-C.................... 100
DILUENT SYRINGE.......... 17 fluticasone propion-salmeterol GARDASIL 9 (PF)............. 100
FIRVANQ.....ccooiiieeeeiiieeees B e 134  GASTROCROM.................. 92
flac otic 0il..........ccceeeeeennn...... 79 fluvastatin...............cceeee........ 62  gatifloxacin................ccc....... 126
FLAGYL..coooviieeen. 8  fluvoxamine........................... 47 GATTEX 30-VIAL............... 92
FLAREX....cocooiiiiiieeene 129 FML FORTE...................... 129 GAUZEPAD......cccceceenne. 107
flavoxate................ooevvvvvnnnn. 137 FML LIQUIFILM.............. 129  gavilyte-c.....cccoeeeeeaaaaannnn. 92
FLEBOGAMMA DIF........ 100  FML S.O.P...ccccovviiirnnne. 129 gavilyte-g......cccoveveevecnennaann. 92
flecainide..................ccoueee.n. 55 FOCALIN.....ccooovieeiiiieeeene 47 GAVRETO.......cceevviiiren. 17
FLECTOR.......cccvvvveee. 40 FOCALIN XR.....cccceeveennnee. 47  GELNIQUE........ccceevennn 137
FLEQSUVY ..o 35  fondaparinux.................... 60, 61  gemfibrozil............................. 62
FLOLIPID.........ceevviiienns 62 FORFIVOXL........cceevunnnn. 47 gemmily......cccoovviiiiian. 123
FLOMAX.......ccooiii 138  formoterol fumarate............. 134 GEMTESA.........cccve 137
FLOVENT DISKUS........... 133 FORTEO.......ccccvvirierennne 117 GENERESSFE................. 123
FLOVENTHFA................ 133 FORTESTA......cooovvvvvvvieinn, 88  generlac.........ccccoeeveieiiiiiieannn. 92
fluconazole............................... I FOSAMAX.....coovvvvvveennnn. 117 gengraf......ccccccoveeeecennnnnnnnnn... 17
fluconazole in nacl (iso-osm)....1 FOSAMAXPLUSD.......... 117 GENOTROPIN.................... 98
flucytosine...........ccccoueeeevnennn... 1 fosamprenavir.......................... 2 GENOTROPIN
Sfludrocortisone....................... 80  fosfomycin tromethamine........ 14 MINIQUICK..........cuvvne. 98
Sflunisolide............................. 133 fosinopril..........ccuuuvveeeeeeennnnn. 57 gentak.........cccooouuiiiiiiiiiaaannn. 126
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gentamicin.................. 8,70,126 HALOBETASOL HUMIRA PEN PSOR-
gentamicin in nacl (iso-osm)....8§ PROPIONATE.................... 74 UVEITS-ADOL HS............ 118
GENVOYA ..o 3 HALOG....oooovviiieee. 74  HUMIRA(CF).....cccceeenn.. 119
GEODON.......oeoviiiieeeee, 47 haloperidol............................. 47 HUMIRA(CF) PEDI
GILENYA ..., 33 haloperidol decanoate....... 47,48 CROHNS STARTER.......... 118
GILOTRIF........................... 17 haloperidol lactate.................. 48 HUMIRA(CF)PEN....118, 119
GIMOTI......ooeeviiiieee 92 HARVONI ..., 3 HUMIRA(CF) PEN
GLASSIA ..., 77 HAVRIX (PF)...cccccvveannne. 100  CROHNS-UC-HS............... 118
glatiramer .............cccccceeue... 33 HEALTHWISE INSULIN HUMIRA(CF) PEN
glatopa...........cccooveeeevveaannn. 33 SYRINGE..........ceevieen 107 PEDIATRIC UC................. 118
GLEEVEC......cccoiiiiii. 17 HEALTHWISE PEN HUMIRA(CF) PEN PSOR-
glimepiride............................. 82 NEEDLE............ceevnnnnnn 107 UV-ADOLHS.................. 118
glipizide ..............cccoeuvvveennnnn. 82 HEALTHY ACCENTS HUMULIN 70/30 U-100
glipizide-metformin................ 82 UNIFINE PENTIP............. 107 INSULIN....ccoooiiiieieeeeeees 83
GLOPERBA...........ccceen 116 HEMADY ..ccoooviiiiieeie. 80 HUMULIN 70/30 U-100
GLUCAGEN HYPOKIT.....82  heparin (porcine)................... 61 KWIKPEN..........coooi 83
GLUCAGON HEPSERA........ccoviiiiii 3 HUMULIN N NPH
EMERGENCY KIT HETLIOZ.......cooovvvviei. 48 INSULIN KWIKPEN.......... 83
(HUMAN) ..o 82 HETLIOZ LQ....ccccevvivieeenn. 48 HUMULIN N NPH U-100
GLUCOTROL XL............... 82 HIBERIX (PF)....ccccoeeeennn. 100 INSULIN....coooiiiiiiiiiiieeees 83
GLUMETZA.................. 82,83 HIPREX.......ccoccoevviiiiiianne, 14 HUMULIN R REGULAR
glycopyrrolate........................ 91 HORIZANT....ccoovvviveeeees 33 U-100 INSULN........covvvrrnnnnn 83
GLYXAMBI.......ccvvvveenn. 83 HUMALOG JUNIOR HUMULIN R U-500
GOCOVRI.......oeeviiiree, 29  KWIKPEN U-100................. 83 (CONC) INSULIN............... 83
GOLYTELY ..ccvvivieiiiiieeens 92 HUMALOG KWIKPEN HUMULIN R U-500
GRALISE.....ccooiiveeeie. 25 INSULIN.....cccocomiiiiiireeee, 83 (CONC) KWIKPEN............. 83
granisetron hcl........................ 92 HUMALOG MIX 50-50 hydralazine..............cccccceunn.... 58
GRANIX ..o, 98 INSULN U-100........ccceuunuee... 83 HYDREA........ccooeeiin. 17
GRASTEK .......oovvvvviiiiiiiinns 100  HUMALOG MIX 50-50 hydrochlorothiazide................ 58
griseofulvin microsize............... I KWIKPEN.....cooooeiiieeeeen. 83  hydrocodone bitartrate........... 37
griseofulvin ultramicrosize........ I HUMALOG MIX 75-25 hydrocodone-acetaminophen...37
GVOKE........oooieee 83 KWIKPEN.........cccvvvree. 83  hydrocodone-ibuprofen........... 37
GVOKE HYPOPEN 2- HUMALOG MIX 75-25(U- hydrocortisone............ 74, 80, 92
PACK ..o, 83 100)INSULN.....cccoovvrrererennn. 83  hydrocortisone butyrate.......... 74
GVOKE PFS 1-PACK HUMALOG U-100 hydrocortisone valerate........... 74
SYRINGE........ccoovvvvieeeeen. 83 INSULIN.......cccooiriiienee. 83  hydrocortisone-acetic acid...... 79
GYNAZOLE-1................... 122 HUMATIN.....coovvvivieeeeeeees 8  hydrocortisone-pramoxine...... 92
HAEGARDA.......ccooveeee. 134 HUMATROPE.................... 98  hydromorphone...................... 37
hailey 24 fe.......cccouveeeeeeaannn. 123  HUMIRA..........cvvvvee 118  hydromorphone (pf) ............... 37
halcinonide............................. 74 HUMIRA PEN................... 118 HYDROXYCHLOROQUI
HALDOL DECANOATE....47 HUMIRA PEN CROHNS- NE ..o 8
halobetasol propionate............ 74 UC-HS START................... 118  hydroxychloroquine.................. 9
hydroxyured.......................... 17
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hydroxyzine hel.................... 130 INDERALLA........ccceenne 58 INVANZ....cooiiiiiiiiiiieee, 9

HYSINGLA ER................... 37 INDOCIN.......coooiireeeinen. 41 INVEGA......ccoooiiiiieee, 48
HYZAAR .......ccoviieee 58 INFANRIX (DTAP) (PF)...100 INVEGA HAFYERA........... 48
ibandronate.......................... 117 INFLECTRA.......ccccoeeenn. 92 INVEGA SUSTENNA.......... 48
IBRANCE.......cc.oeeveiiies 17 INGREZZA..........ocvvee. 33 INVEGA TRINZA......... 48, 49
IBSRELA........oooeiieee 92 INGREZZA INITIATION INVELTYS....cooiiieie. 129
DU ..o 40 PACK. ..o, 34 INVOKAMET.......ccoeuveernn. 83
IDUPFOfen . ......cccceieeeeaiiiaaan, 40 INLYTA ..o 17 INVOKAMET XR............... 83
ibuprofen-famotidine.............. 40 INNOPRAN XL.....ccccvvvvveees 58 INVOKANA.......ccooovviiiiiiins 84
icatibant .............cccoeeecuueennnn. 134 INPEN (FOR HUMALOG) IOPIDINE.........ccovvvieenne 129
iclevia.......oooeeceeiiiiaiiiiiaaa, 123 BLUE....ccccooiiiiiieei. 107 TPOL..ooiiiiiiiiieiiiieeeee 100
ICLUSIG........coeeee 17 INPEN (FOR HUMALOG) ipratropium bromide....... 79, 134
icosapent ethyl........................ 62 GREY..oooviiiiiiiiiiiiii, 107  ipratropium-albuterol........... 134
IDHIFA.....ccoooiiiieieee, 17 INPEN (FOR HUMALOG) irbesartan................cccccueenn. 58
ILEVRO.....ccoviiiiiiiiies 128 PINK...ccoooiiiiiiiiieiiiieeees 107  irbesartan-

ILUMYA. ..o, 65 INPEN (NOVOLOG OR hydrochlorothiazide................ 58
IMAtinib ............ccovveeeeeeennnnnne 17 FIASP)BLUE.........c......... 107 TRESSA ..o, 18
IMBRUVICA.........ccooeeen. 17 INPEN (NOVOLOG OR ISENTRESS......cccceiiiees 3
imipenem-cilastatin................... 9 FIASP)GREY.................... 107 ISENTRESSHD................... 3
imipramine hcl........................ 48 INPEN (NOVOLOG OR iSibloom.............ccoeeveeennnnn, 123
imipramine pamoate............... 48 FIASP)PINK..........ccene. 108 ISOLYTESPH74............ 140
IMiquimod...............ccccceeeen... 67 INQOVI.....ooooiiiiieiiieeees 18 ISOLYTE-P IN 5%
IMITREX......ccooviiiieein. 31 INREBIC......ccooooiiiiiiiinns 18 DEXTROSE......c..ceeeunne.. 140
IMITREX STATDOSE INSPRA ..., 58 isoniazid...........ccccouieeeeininnaann, 9
PEN ...oooiiiiieeeee, 31 INSULIN ASP PRT- ISORDIL......cccvvvvveeeein. 64
IMITREX STATDOSE INSULIN ASPART.............. 83 ISORDIL TITRADOSE....... 64
REFILL ..., 31 INSULIN ASPART U-100...83 isosorbide dinitrate................. 64
IMOVAX RABIES INSULIN GLARGINE........ 83 isosorbide mononitrate............ 64
VACCINE (PF)..ccccoeeennnn... 100 INSULIN GLARGINE- isosorbide-hydralazine............ 58
IMPAVIDO.......ccccoennnnn. 9 YFGN........ooooooo 83 isotretinoin........................... 69
IMPEKLO......cccovvvveernnn.. 74 INSULIN LISPRO............... 83 isradipine...........cccoeueveeannnn... 58
IMURAN .....cooiiieeeeee, 17 INSULIN LISPRO ISTALOL......oevviieeee 126
IMVEXXY PROTAMIN-LISPRO.......... 83 ISTURISA......ccoviiiee. 88
MAINTENANCE PACK...121 INSULIN PEN NEEDLE...108 itraconazole............................. 1
IMVEXXY STARTER INSULIN SYRINGE- IVermecCtin........cccuveeeeennne... 9,69
PACK ... 121  NEEDLE U-100.................. 108 IXIARO (PF)...ccccovvveennnee. 100
INBRIJA ... 29 INSUPEN......coooiiiiiinn. 108  JADENU.....cccccevviiiiieene 77
INCASSTA .o, 121 INTELENCE.........ccuvveennnne. 3 JADENU SPRINKLE.......... 77
INCONTROL PEN intralipid.............cccceeeennn. 140 JAKAFI....ccoooiiiiiiiii 18
NEEDLE.....c.ccoooiiiiiiinne 107 INTRALIPID..........c...... 140 JALYN..ooooiiiiiiiiiiiee, 138
INCRELEX....cccccevviiiiiins 77 INTRAROSA..................... 122 jantoven.............coccceeeeeeeenn. 61
INCRUSE ELLIPTA.......... 134 INTRONA......ccooiiiiiis 98 JANUMET......ccoovvieei. 84
indapamide............................ 58 introvale...............ccccccouuu.... 123 JANUMET XR......ccoveeeennns 84
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JANUVIA ..., 84 KINERET.............ccccoe. 119 LAMICTAL XR STARTER

JARDIANCE...........cceuunee.. 84  KINRIX (PF)..ccccccovvuviinnnnn. 100 (ORANGE).....cccoovvieeeineee. 26
Jasmiel (28) ......cccceeeeeennnnnn.. 123 KISQALI...ccoovviiiiiiieeeeeees 18  lamivudine...............cc.uuuevvee..... 3
JATENZO....cccoovveiieieiaaannn. 88 KISQALI FEMARA CO- lamivudine-zidovudine.............. 3
JENTADUETO.................... 84 PACK ..., 18  lamotrigine............................. 26
JENTADUETO XR............. 84 KITABIS PAK.......coevuvveeenn. 9 LAMPIT ..., 9
JiRteli...ueeeieaaaiiiieeeiiiaeee, 121 KLARON......coovviiiiieee, 70 LANOXIN.....ccceevviiriireeee, 64
JORNAY PM....................... 49 KLISYRI............... 18 lansoprazole........................... 96
JUBLIA.............c 71  KLONOPIN.......cccvvvrrirrinnns 26  lanthanum.............................. 77
juleber ..............oooueeeevvvvnnnnnnn. 123 klor-con 10................oouuvunn.. 139 LANTUS SOLOSTAR U-
JULUCA ..., 3 klor-con8.......cocooeeveeannnnnnn.. 139 100 INSULIN.........cceeevnneee. 84
Junel 1.5/30 (21) .........cc........ 123 klor-con ml0........................ 139 LANTUS U-100 INSULIN.. 84
Junel 1120 (21) ..........euuu..... 123 klor-conml5........................ 139 lapatinib...................cccceennn.... 18
junel fe 1.5/30 (28) ............... 123 klor-con m20........................ 139 larin 1.5/30 (21) .....couuuu........ 123
junel fe 1120 (28) .................. 123 klor-con oral packet 20......... 139 larin 1120 (21 ) e 123
Jjunelfe 24 ..........cccoveeeveneennn. 123 KLOXXADO.......cccceeveeennn. 41  larin fe 1.5/130 (28) ............... 123
JUXTAPID.....ccvvvvvviieeee. 62 KOMBIGLYZE XR............. 84  larinfe 1/120 (28) ...ccccuuueeenn. 123
JYNARQUE........................ 88 KORLYM....coooovvvvvvvviiiiininns 88 larissia...............co 123
kaitlib fe.........cccccoevveneecan. 123 KOSELUGO.......ccccovuvveeennn. 18 LASIX. .o, 58
KALBITOR.........ccvvveeee. 134 KRINTAFEL.........ccovvvnnen. 9 latanoprost...............ccccu.... 128
KALETRA.....coovieeieieeees 3 KRISTALOSE......ccoovieeenn. 92 LATUDA. ..o, 49
KALYDECO...................... 134 K-TAB..cooviiiieeieeeeee, 139 layolis fe......cuueeeeeeeeannnnn. 124
KANJINTT....oovvviiieeeeees 18  kurvelo (28) ....cccvveveeeannnn... 123 LAZANDA......ccovvieeee. 38
KAPSPARGO SPRINKLE..58 KUVAN......ccociiiiiiiiiieees 89 LEDIPASVIR-

KAPVAY ..ooviiiiiieeee, 49 KYNMOBI.......ccovvveeee. 29  SOFOSBUVIR........cccuvvvreens 3
kariva (28) .....ooeeeeevvevvenennnnnn, 123 [ norgestle.estradiol-e.estrad. 123 leena 28................................ 124
KATERZIA ........coovvvvvveis 58 labetalol................................ 58 leflunomide................... 119
KAZANO......oovvvviviiiiiiiiinan, 84  lacosamide............................. 26  lenalidomide........................... 18
kelnor 1135 (28) ....evvvvvennne.. 123 LACRISERT.......cccuvveeen. 127 LENVIMA.......ccoovieeeeen. 18
kelnor 1-50 (28) ......uuenn...... 123 lactulose.............cccceeeeeeeeennn... 93 LESCOL XL...coooeoervviiiinnnnn... 63
KENALOG........cccevviiiirens 74 LAMICTAL......ooevvivreenne. 26 1eSSiNA...ueeeeeeaiiiaeeiiaae 124
KEPPRA ... 25 LAMICTALODT............... 26 LETAIRIS.......ccccoveiie. 134
KEPPRA XR..........oooeennn. 26 LAMICTAL STARTER letrozole.............ccccuvveeennne... 18
KERENDIA.....cccooeieiiennn. 58 (BLUE)KIT...ccovvvvrirriiiiiinns 26  leucovorin calcium.................. 14
KERYDIN.......ccooviviiieeen. 71  LAMICTAL STARTER LEUKERAN......ccccoeeiiei, 18
KESIMPTA PEN................... 34 (GREEN)KIT.....ccocvvveeeenn. 26 LEUKINE.......ccccceviniin. 98
ketoconazole....................... 1,71 LAMICTAL STARTER leuprolide...............c...oouue....... 18
ketodan.................................. 71  (ORANGE)KIT................... 26  levalbuterol hel..................... 134
ketoprofen..............cccceeeunn... 41 LAMICTAL XR........ccooe.e... 26 LEVALBUTEROL
KETOROLAC............c..o...... 41 LAMICTAL XR STARTER TARTRATE......cccovvveeen. 134
ketorolac..............c..cocu... 128 (BLUE)..cccooiiiiiiiiiieeee, 26 LEVEMIR FLEXTOUCH
KEVEYIS....cooiiiiiiieees 34 LAMICTAL XR STARTER U-100 INSULN........cccvvnnee. 84
KEVZARA ..o 119 (GREEN)...ccccociiiiiiiiinnn, 26 LEVEMIR U-100 INSULIN 84
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levetiracetam.......................... 26 LIVMARLI..........cccvvvveeen. 93 LOVENOX.......oooeeeiiiiiinnn. 61
levobunolol........................... 126 LIVTENCITY ..ccoeeeeeeeeeee. 3 low-ogestrel (28).................. 124
levocarnitine...............ccc......... 77 LOLOESTRINFE............. 124 loxapine succinate.................. 49
levocarnitine (with sugar) ...... 77 LOCOID......coovvvvvvvvevrrerinnn, 74 LUBIPROSTONE............... 93
levocetirizine........................ 130  LOCOID LIPOCREAM........ 74 LUCEMYRA.......ccoooviien. 41
levofloxacin............... 12,13,126 LODINE.......ccccvvvieeiiieees 41 LULICONAZOLE............... 71
levofloxacin in dSw................. 12 LODOSYN....ooooeeieeiee 29 LUMAKRAS....................... 18
levonest (28) ....cceeeveeeeeennnne. 124  LOESTRIN 1.5/30 (21)........ 124 LUMIGAN......ccovveeee. 128
levonorgestrel-ethinyl estrad. 124 ~ LOESTRIN 1/20 (21).......... 124 LUNESTA............... 49
levonorg-eth estrad triphasic. 124 ~ LOESTRIN FE 1.5/30 (28- LUPKYNIS....ccoooiiiiin, 18
levora-28 ........ccccceveeevenannn. 124 DAY) i, 124  LUPRON DEPOT................ 19
levorphanol tartrate................ 38 LOESTRIN FE 1/20 (28- LUPRON DEPOT (3
[EVO-Tt..uueiiaiiiiiiiaiaiiiiieee 90 DAY) .o 124 MONTH).....ooovviiiiiie. 19
LEVOTHYROXINE............ 90  lofend........ccccueeeeeiiiiiiannan 41 LUPRON DEPOT (4
levothyroxine.............ccccuuu...... 90 LOKELMA.........cccvvvvveeee. 77  MONTH)..ccoovviiiieeeie 19
[evOXPl...cocovviiiiiiiiiiiiiae, 90 LOMOTIL......ccevviiiireannne 91 LUPRON DEPOT (6
LEXAPRO......cooviviiieenne 49 LONHALA MAGNAIR MONTH).....oooeiiiiiieeii. 19
LEXETTE.....ccccooviiiieine 74 REFILL.......ccoooiiiiii. 134 lutera (28) ...ccceevveuveveaannnne. 124
LEXIVA oo 3 LONHALA MAGNAIR LUXIQ..coiiiiiiiieeiiiiieeee 74
LIALDA ..o, 93 STARTER.......ccocevveiiine. 134 LUZU..ooiiiiiiiiiiiiiieeee 71
LICART ...coooiiiiiiiiieees 41 LONSURF.....cccoviiiiiiiin 18 LYBALVI......cccoiiiii 49
lidocaine..............cccuuuveeneennnn. 67 loperamide............................. Ol Wleq..cccuaeaeeiiiiiiiiaaeeeee, 121
lidocaine hel........................... 67 LOPID.....cooviiiiiiiiiiiiiiiiis 63  Dllana...........ccceveeennnnnnnnn. 121
lidocaine viscous..................... 67 lopinavir-ritonavir .................... 3 LYNPARZA.......ooviiin. 19
lidocaine-prilocaine................ 67 LOPRESSOR.......cccvvviiiinnes 58 LYRICA......coooiiieiees 27
LIDODERM.........ccccvvveennnn. 67 LOPROX.......ccoovivieeeen. 71 LYRICACR......cccuvveenn, 27
lindane...........cccc..coceevvveeann... 75 LOPROX (AS OLAMINE)..71 LYSODREN...........ceevvveenn. 19
linezolid.............cccocvvvvvunnnnnnnn. 9  lorazepam.............cccccceeuunnn. 49 LYUMJIEV KWIKPEN U-
linezolid in dextrose 5%............ 9 lorazepam intensol.................. 49 100 INSULIN........eeeeinnnne 84
LINZESS....ccooiieiieeeee, 93 LORBRENA........cccccceeennne 18 LYUMIEV KWIKPEN U-
liothyronine................cccccouuun. 90 LOREEV XR.....cccooeernnnnnn. 49 200 INSULIN.......cccovvvvrrennns 84
LIPITOR ......ccvviiiiiiiieees 63 loryna (28) ..ccccceeeeeeiiiiaannn, 124 LYUMIJEV U-100
LIPOFEN......cccceoviiiiiieenne 63 losartam...............ccceuuveeannn. 58 INSULIN....cccooviiiieeeeiiieen. 84
LiSTROPTEL ..o 58 losartan-hydrochlorothiazide.. 58  lyza...........ccccoveeeviiiiiienannnnn, 121
lisinopril-hydrochlorothiazide. 58 ~LOSEASONIQUE.............. 124 MACROBID.............ccennn. 14
LITE TOUCH INSULIN LOTEMAX ...cooviiiiieeeenne 129 MACRODANTIN................ 14
PEN NEEDLES.................. 108 LOTEMAX SM.......cccc...... 129  mafenide acetate..................... 70
LITE TOUCH INSULIN LOTENSIN......ccceeiiiiiiieeens 58 MAGELLAN INSULIN
SYRINGE................... 108, 109  loteprednol etabonate............ 129 SAFETY SYRNG............... 109
lithium carbonate.................... 49 LOTREL.....ccoooiiiiiiiiiees 58 MAGELLAN SYRINGE... 109
LITHOBID.......ccceveieennn. 49 LOTRONEX.................. 93 magnesium sulfate................ 139
LITHOSTAT ....coovvviiieees 77 lovastatin..............cccceeeen... 63 MALARONE........ccooiiiiens 9
LIVALO. ..o, 63 LOVAZA......ccooviiiiiiii 63 MALARONE PEDIATRIC...9
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malathion.................ccc......... 75 meclizine..........cccccoocuveencnncnn 93 METHYLPHENIDATE

PUAFAVITOC i, 3 meclofenamate....................... 41 HCL...oooiiiii 50
MARINOL..........coo 93 MEDROL........cooovviiiiiin, 80  methylprednisolone................. 80
marlissa (28) c..cceeeeeeeeeeeeannn. 124 MEDROL (PAK)....ccceeeunn... 80  methyltestosteronme.................. 89
MARPLAN.................. 49  medroxyprogesterone........... 121 metoclopramide hci................. 93
MATULANE......cccoeeennnn. 19  mefenamic acid............L. 41  metolazone..............ccccuuenn..... 58
MAtZim la..........cccceeeeeeeeenn..... 58 mefloquine..................cccouvuvun... 9 metoprolol succinate............... 58
MAVENCLAD (10 megestrol................................ 19 metoprolol ta-

TABLET PACK).................. 34 MEKINIST....ccooeiiiieeenn. 19  hydrochlorothiaz.................... 58
MAVENCLAD (4 TABLET MEKTOVI....coooeviiiiiiieannn. 19  metoprolol tartrate................. 58
PACK) ..o 34 meloxicam...................cccccuu.. 41 METROCREAM................. 69
MAVENCLAD (5 TABLET meloxicam submicronized....... 41 METROGEL.................... 69
PACK) ..o 34 memantine................cccceeeeeunn. 34 METROLOTION................. 69
MAVENCLAD (6 TABLET MEMANTINE.........c........... 34  metronidazole.............. 9,69, 122
PACK) ..coovviiiiiiiiiiia 34 MENACTRA (PF)............. 100  metronidazole in nacl (iso-os).. 9
MAVENCLAD (7 TABLET MENEST ...t 121  metyrosine.............................. 58
PACK) ..coovviiiiiiiiiiiiiiiiiis 34 MENOSTAR........ccc......... 121  mexiletine..........ccccceeeeeeeeeennn.. 55
MAVENCLAD (8 TABLET MENQUADFI (PF)............ 100  micafungin...........ccccoueeeveennn... 1
PACK) .o 34 MENTAX ..o, 71 MICARDIS.......ccooviies 58
MAVENCLAD (9 TABLET MENVEO A-C-Y-W-135- MICARDIS HCT................. 58
PACK) ..o 34 DIPPF).iiiiiiiiiiiiiinns 100  miconazole-3..........ccccceuun.... 122
MAVYRET.......cccoiie. 3 MEPRON.........ccciiiiii 9 MICRODOT INSULIN
MAXALT ..cooviiieiei 31 mercaptopurine....................... 19 PENNEEDLE................... 109
MAXALT-MLT.................. 31 meropenem...........ccccceeeeeaanannnn. 9  microgestin 1.5/30 (21) ........ 124
MAXICOMFORT II PEN T 124 microgestin 1/120 (21) ........... 124
NEEDLE.......c...cooviiiren. 109  mesalamine............................ 93 MICROGESTIN 24 FE...... 124
MAXICOMFORT MESNEX ..., 14 microgestin fe 1.5/30 (28).... 124
INSULIN SYRINGE......... 109 MESTINON.......cccvvvviree 35  microgestin fe 1/120 (28) ....... 124
MAXI-COMFORT MESTINON TIMESPAN.... 36  midodrine............................... 77
INSULIN SYRINGE......... 109 metformin...........cccccuunn..... 84,85  migergot.......ccceeeeeeeiiiiil 31
MAXICOMFORT METFORMIN.........cccuveees 85 miglitol..........ccccvvvvvieaninnnn 85
SAFETY PEN NEEDLE....109 methadone.............................. 38  miglustat............coceeuevveaannnn. 89
MAXIDEX.......ccooeiiinen. 129  methamphetamine.................. 49 MIGRANAL........cccvvvnne 31
MAXITROL.........cccvveee. 128  methazolamide...................... 128 milieeeeieeeiiiiiieeiieeee 124
MAXZIDE.......cccoovvviieen. 58  methenamine hippurate........... 14 millipred.................ccceeeennn.... 80
MAXZIDE-25MG................ 58 methimazole........................... 80  miImvey.......ccoeveeciiiiiiiaaannn. 121
MAYZENT.....ccocvviiiiieans 34 METHITEST.....ccccceevvnnnn.. 89 MINASTRIN24FE........... 124
MAYZENT methotrexate sodium.............. 19 MINI ULTRA-THINII..... 109
STARTER(FOR 1MG methotrexate sodium (pf)....... 19 MINIPRESS......................... 58
MAINT) ... 34 methoxsalen........................... 67 MINIVELLE...................... 121
MAYZENT methscopolamine.................... 91  minocycline....................... 13, 14
STARTER(FOR 2MG METHYLIN........ccoovvreeen. 49  MINOLIRA ER.........c...... 14
MAINT) .ccoviiiiiiiiiieeee 34 methylphenidate hcl.......... 49,50  minoxidil..........cccccoeeeviiniiinn. 58
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MIRAPEX ER......cccccevnine 29 MYOrisSan.........ccccceeeeeeeeeeeiienn. 69  neomycin-polymyxin-
MIFLAZAPINE ..........evvveeaaaaaaann, 50 MYRBETRIQ..................... 138  gramicidin............................ 126
MIRVASO......ccooiviiiiieeees 69 MYSOLINE........cccoeeien. 27  neomycin-polymyxin-hc.. 79, 128
MISOPTOSLOL.......oeeveenaaaannnnn... 96 MYTESI................ 91 NEORAL......ccooeeeeeeeeeee. 19
MITIGARE.......cccoevennnnn.. 116  nabumetone............................ 41 NEO-SYNALAR................. 70
M-M-R II (PF)......cccceuu... 101 nadolol................c..ccceeenun..... 58 NERLYNX...ooooooovoiiieeeenn, 19
modafinil................................ 50 nafcillin...........oeevevvvvvnnnnnnnnnn. 11 NESINA..................... 85
MOexipril............cccoevvvvvvvvnnnn. 58  maftifine......cccccoeeeeiiiiieeaaaann... Tl REUAC ..., 69
molindone............cccccceeeeennn.. 50 NAFTIN.......coooee 71 NEULASTA........................ 98
mometasone.................... 74,134 NALFON.........oieeiie, 41 NEULASTA ONPRO.......... 99
MONOIJECT INSULIN NAlOXONe ...........c.ovvvveeaaaaaaann, 41 NEUPOGEN........................ 99
SAFETY SYRING............. 109  naltrexone............ccccuuvvvenn.... 41 NEUPRO........ccevviirriannn 29
MONOIJECT INSULIN NAMENDA......cccoviieeee 34 NEURONTIN..........eeunnen. 27
SYRINGE................... 109,110 NAMENDA TITRATION NEVANAC......ccccoviiiiees 128
MONOJECT SYRINGE.... 110 PAK.......ccooviiiiiiiiiiiees 34 nevirapine...............ccceeeeunnnnn.. 3
MONOJECT ULTRA NAMENDA XR.......cccooe..... 34 NEXAVAR......cccooiiiiiiei 19
COMFORT INSULIN........ 110  NAMZARIC.........ooviieee. 34 NEXIUM.....cooooviiiiieien. 96
montelukast......................... 134  NAPRELANCR.................. 41 NEXIUM PACKET............. 96
MONUROL........ccovvvviiiiinns 14 naproxen.............cccoceceeuennnn. 41 NEXLETOL.....ccccoeveiennnnn. 63
MOFrphine ............cccoovvvvvvnnnnnn... 38 naproxen sodium.................... 41 NEXLIZET....ccooooviiiieeenn, 63
morphine concentrate............. 38 naproxen-esomeprazole.......... 41 NEXTSTELLIS................. 124
MOTEGRITY ....coovvriiiiiiins 93 naratriptan..............cccceeeeennn... 3l REACIA ..., 63
MOTOFEN.........cccooviiieen, 91 NARCAN.....ccoooiiieeiieeee, 41 NIACOR.......cccoiviiieeeeeen, 63
MOUNJARO.........ccovvrvernns 85 NARDIL.....ccoovvveieiiieeee, 50  nicardipine.............cccooeeenn.... 58
MOVANTIK ......cccvvvveenne 93 NATACYN...ooviiieieeee 126  NICOTROL......cccovvvveeenne. 78
MOVIPREP..........cocvvieen. 93 NATAZIA.....cccoveie 124 NICOTROL NS........cccuueee. 78
moxifloxacin................... 13,126  nateglinide.............................. 85  nifedipine.........ccccoeeveeeeeeeannn.... 58
moxifloxacin- NATESTO.................. 89 nikki (28) .cooeeeeeeiieiiiiiiiiiiinn, 124
sod.chloride(iso) .................... 13 NATPARA ... 89 NILANDRON...........cee...... 19
MS CONTIN.......ceevvirienns 38 NATROBA........ccoeviieees 75  nilutamide.............................. 20
MULPLETA.......cccvvveeee 61 NAYZILAM........covvvvveene 27 nimodipine............cccc.ceeeunne... 58
MULTAQ....ccooieeeiiieeees 55  mebivolol...............ccccuuuvenn.... 58 NINLARO......coovvirieenen. 20
PUPIFOCIN ..o, 70  NEBUPENT........................... 9 nisoldipine..........ccccceeeeeeennn..... 59
mupirocin calcium.................. 70 necon 0.5/35 (28) ceceeveeeennn.. 124 nitazoxanide............................. 9
MYALEPT ... 89 NEEDLES, INSULIN RELISTAONE ..o, 77
MYAMBUTOL...........c.u.... 9 DISP.,SAFETY ....cceevunnenn. 110 nitro-bid............ccccvvveeenennne... 64
MYCAPSSA ..., 19  nefazodonme............................. 50 NITRO-DUR........cceovvvernnnne 64
MYCOBUTIN........covvvvvviiiinns O neOMYCIN.....ccevveeeeeeviiiiiiiiiiinnnn 9 nmitrofurantoin......................... 14
mycophenolate mofetil............ 19  neomycin-bacitracin-poly-hc. 128  nitrofurantoin macrocrystal.... 14
mycophenolate sodium............ 19  neomycin-bacitracin- nitrofurantoin monohyd/m-
MYDAYIS.....cooiiieee 50 polymyxin........ccccoueennnnn.... 126 CPYPStaaeeeeiiiiiieeeiiecciiiieeeeeeee, 14
MYFEMBREE................... 122 neomycin-polymyxin b- nitroglycerin.............ccuuoo...... 65
MYFORTIC..........cccevnnnee. 19 dexameth..............ccccuueennn. 128 NITROLINGUAL............... 65
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NITROSTAT .....ccooiviiiiene 65 NOVOLIN R REGULAR ofloxacin................... 13,79, 126

NITYR oo, 77  U-100 INSULN.........cceuneeee. 85 olanzapine..............ccccuuue.... 50
NIVESTYM.......... 99 NOVOLOG FLEXPEN U- olanzapine-fluoxetine.............. 50
nizatidine ................................ 96 100 INSULIN.......cceevvvvvrnnnnns 85 olmesartan............................ 59
NOCDURNA (MEN).......... 89 NOVOLOG MIX 70-30 U- olmesartan-amlodipin-
NOCDURNA (WOMEN)....89 100 INSULN........ceevvvireeenns 86  hcthiazid.............ccccuvvveeannnn.... 59
NOTA-DE ..., 121 NOVOLOG MIX 70- olmesartan-

NORDITROPIN 30FLEXPEN U-100.............. 86  hydrochlorothiazide................ 59
FLEXPRO.......ccvvvvveenn. 99 NOVOLOG PENFILL U- olopatadine..................... 79, 127
noreth-ethinyl estradiol-iron..124 100 INSULIN...............oooue. 86 OLUMIANT........ovvvvvvvine 119
norethindrone (contraceptive) NOVOLOG U-100 OLUX oo, 74
............................................. 121 INSULIN ASPART.............86  OLUX-E........ccevvvvvveeennnn. 74
norethindrone acetate........... 121 NOXAFIL..ccoovviiiieeeaee. 1 OMECLAMOX-PAK........... 96
norethindrone ac-eth estradiol NUBEQA.....ccccoiiiieee 20 omega-3 acid ethyl esters........ 63
.............................. 121,122,124 NUCALA............cccvvveeee..... 134 omeprazole............................96
norethindrone-e.estradiol-iron NUCYNTA.........cceee 41,42  omeprazole-sodium
............................................. 124 NUCYNTAER....................41  bicarbonate.......................96, 97
norgestimate-ethinyl estradiol NUEDEXTA......cceeeeieis 34 OMNARIS.........ceeeiies 134
............................................. 125 NUPLAZID..........................50  OMNIPOD 5 G6 INTRO
NORITATE......cccceevvii. 69 NURTECODT.......cccouunene. 31 KIT(GENYS).oooiiiiiiieians 110
NORLIQVA .....ccciiiiiees 59 NUTRILIPID..................... 140 OMNIPOD 5 G6 PODS
NORPRAMIN.........cccene 50 NUTROPIN AQ NUSPIN...99 (GENS)...coviiiiiiiieeeenn. 110
NORTHERA...........ccuuvee.. 77 NUVARING........cccuvveens 122 OMNIPOD CLASSIC PDM
nortrel 0.5/35 (28) ... 125 NUVIGIL......cccoeeevviin, 50 KIT(GEN3)..coooviieiiiiiieenns 110
nortrel 1135 (21) .......ouue..... 125 NUZYRA......coooiiiieiieeee, 14 OMNIPOD CLASSIC

nortrel 1135 (28) .................. 125 nyamyc......cccceeeeeeeeeeeeeeeeaannn.n. 71 PODS (GEN3).................... 110
nortrel 71717 (28) .ccceuveennnnn. 125 nylia 1135 (28) cceeeeeeeeeann. 125 OMNIPOD DASH INTRO
nortriptyline..............ccoc......... 50 mylia 71717 (28) coeeeeeeeeernnnnnnn. 125 KIT(GEN4)...................... 110
NORVASC....cccoeeeiieeeee, 59 NYMALIZE..........ccoeeenne. 59 OMNIPOD DASH PODS
NORVIR .....coovviiiviiiiiiiiiiiiiiians 3 NYMYO .o, 125 (GEN4) .o, 110
NOURIANZ......cccovvvveeee 29 nyStatin...........cccceeeeeennee.. 1,71 OMNITROPE....................... 99
NOVOFINE 32........uvvveeeee 110 nystatin-triamcinolone............ 71 ondansetron............................ 93
NOVOFINE IYSTOP v 71 ondansetron hcl...................... 93
AUTOCOVER.................... 110  NYVEPRIA........ccccviii 99 ONEXTON.....ceevviiiieeennnn 69
NOVOFINE PLUS............. 110 OCALIVA......cccoiiiiiiee, 93 ONFIL..oooviiiiiiiiiiiieee, 27
NOVOLIN 70/30 U-100 ocella.........cccooceveieviininaann. 125 ONGENTYS..coooiiiiiiieeeens 30
INSULIN . ....oooiiiiiiieiiieeee 85 OCTAGAM.....ccooeevvann. 101 ONGLYZA.....ccoooiieeien. 86
NOVOLIN 70-30 octreotide acetate................... 20 ONTRUZANT......cccevunnene. 20
FLEXPEN U-100.................. 85 OCUFLOX.....coooiivieeannn 126  ONUREG.......coovvviieen. 20
NOVOLIN N FLEXPEN.....85 ODACTRA........ccccvvvveeee.n. 101 ONZETRA XSAIL............... 31
NOVOLIN N NPH U-100 ODEFSEY ..ccooviiiiiiiiiiieees 3 OPSUMIT.....ccevviiiiiiann 134
INSULIN . ....oooviiiiieeiiien 85 ODOMZO.....ccoovveviiiiiieaane 20 OPZELURA.......ccccooviieeen. 67
NOVOLIN R FLEXPEN.....85 OFEV.....cccoooiiiiiiiiiies 134 ORACEA.......cccoiiiiiieee, 14
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ORALAIR.......ccoevve. 101 PAMELOR..........cccvvnin. 51 PERFOROMIST................ 134
ORAPRED ODT.................. 80 PANCREAZE.......cccouueee.... 93  perindopril erbumine............... 59
ORENCIA.......cccoevee. 119 PANDEL.....ccoovvieiiiiiee, T4 periogard..............ccceeeuvunannn. 79
ORENCIA CLICKJECT....119 PANRETIN............ceevurrnn.n. 67  permethrin............c..cceeuvuvenn. 75
ORENITRAM..........cevvvvevs 59  pantoprazole........................... 97  perphenazine.......................... 51
ORFADIN......cccoviveeee. 77 PANZYGA.....ccoovveee. 101  PERSERIS.........oooiiire 51
ORGOVYX.....oooooeii 20 paricalcitol............................. 89 PERTZYE.....iiiiiiiinnnns 94
ORIAHNN......ccocovieen. 122 PARLODEL...........couunen.. 30 PEXEVA...cooiiiiiiiieee. 51
ORILISSA..........ccc 89 PARNATE.....ccccoovvriiiiiiinnnns S1  phenelzine..........cccceeeeeeeeannn..... 51
ORKAMBI.........vvnnnn. 134 paromomycin............ccccceuvenne. 9 phenobarbital......................... 27
ORLADEYO.........cceeuun. 134 paroxetine hel......................... 51  phenoxybenzamine................. 59
ORTIKOS.......ooiiiieeee. 93 paroxetine PHENYTEK.......cccovveernnne. 27
0Seltamivir ................cccceeuun... 3 mesylate(menop.sym) ............ 51 phenytoin............cccceuuuunn.... 27
OSENI...ccoovviiiiiiiiiieeie, 86 PASER.......cccooiiiiiiiiiiieieii, 9  phenytoin sodium extended..... 27
OSMOLEX ER.............c....... 30 PATANASE......cccccvviiiinens 79 PHEXXI....coooooviiiiiiieen 122
OSMOPRERP.......ccccceevvnnnn. 93 PAXIL..ooiiiiiiiiiiiiiiieeee 51 PHOSLYRA........ccocorninnn. 139
OSPHENA .......cccoiiee 122 PAXILCR.....cooviviieeee. 51 PIFELTRO.....cccooiiiiiinnnne. 3
OTEZLA.....coovveeeeeeeee, 119 PEDIARIX (PF)......cc......... 101 pilocarpine hel................. 77,127
OTEZLA STARTER.......... 119 PEDVAXHIB (PF)............. 101 pimecrolimus.......................... 67
OTOVEL.......coovieee. 79  peg 3350-electrolytes.............. 94 pimozide...........ccoevvieeeaaann. 51
OTREXUP (PF)..ccccceennnnn... 119 peg3350-sod sul-nacl-kcl-asb- pimtrea (28) c.cceeeeeeeeeeeeann. 125
OVIDE...ccooovviiiiiiii TS o 94 pindolol.................ccceeeeuuunn.... 59
OXACTIN ... 11 PEGASYS.....iiiiins 99  pioglitazone............................ 86
oxacillin in dextrose(iso-osm) 11 peg-electrolyte........................ 94 pioglitazone-glimepiride.......... 86
oxandrolone........................... 89 PEMAZYRE.....ccccooeveiennnnnn. 20 pioglitazone-metformin........... 86
OXAPTOZIN ..., 42  PEN NEEDLE, DIABETIC, piperacillin-tazobactam.......... 12
OXBRYTA.....cooiiveeeee. 77  SAFETY ..o, 110 PIQRAY ..o, 20
oxcarbazepine........................ 27  penicillamine........................ 119  pirfenidone........................... 135
OXERVATE......ccccevvnne.. 127 PENICILLIN G POT IN pirmella...........ccccccooeeveennn. 125
oxiconazole..........cccceeeennnn... 71 DEXTROSE.......cccoovvvvvrinnnns 12 piroxicam............................. 42
OXISTAT.........oooi 71 penicillin g potassium.............. 12 PLAQUENIL......................... 9
OXTELLAR XR................... 27  penicillin g procaine................ 12 PLASMA-LYTE 148........... 140
oxybutynin chloride.............. 138  penicillin g sodium.................. 12 PLASMA-LYTEA........ 140
oxycodone............cocuuuunn..... 38  penicillin v potassium.............. 12 PLAVIX. ..o 61
OXYCODONE......ccccouvveennne 38 PENNSAID.....cccoovvieeie. 42  PLEGRIDY .....cccoovvvviinnnn. 99
oxycodone-acetaminophen...... 39 PENTACEL (PF)............... 101 PLENAMINE..................... 140
OXYCONTIN......ccvvvvreennn 39 PENTAM......coooovviviiiiiiee, 9 PLENVU.....ccovviiiiieen. 94
oXymorphone................cc........ 39  pentamidine.............................. 9 PLIAGLIS.......coooieeeeeen. 67
OXYTROL..........coeeen 138 PENTASA........ccooiieeee. 94 podofilox...........cccceeuvvvennnn.... 67
OZEMPIC.........ccccvvvvinen. 86 PENTIPS..........cooeii 110 polymyxin b sulfate.................. 9
PACETONE ....vvvvvaaaaaaeeaaanenn, 55  pentoxifylline......................... 61  polymyxin b sulf-

paliperidone............................ 51 PEPCID......cccovvvviiiieeeeeees 97  trimethoprim........................ 126
PALYNZIQ.....cooooivieiien. 89 PERCOCET......cccocvvireannnn 39 POLYTRIM........ccccovnnnnnnnn. 126
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POMALYST....ccoovvieeeienn. 20  PREMPHASE..................... 122 PROGRAF ......cccoeviieis 20
PONVORY ....ccooeeveviiiiiees 34 PREMPRO........c..cccennn. 122 PROLASTIN-C.......ccceo.... 77
PONVORY 14-DAY prenatal vitamin oral tablet...141  prolate.............cccccevvvvvvveeennnn. 39
STARTER PACK.................. 35 PRETOMANID.........cu....... 9 PROLENSA........coeev. 128
POFtIA 28 .., 125 PREVACID.........ccevvvrren. 97 PROLIA......ccoviiieiee, 117
posaconazole............................ 1 PREVACID SOLUTAB....... 97 PROMACTA......cccnn. 61
potassium chlorid-d>5- prevalite..............oooevevvvvvvennnnn. 63 promethazine........................ 130
0.45%nacl..............cccouveen... 139 PREVENT DROPSAFE PROMETRIUM................. 122
potassium chloride......... 139,140 PEN NEEDLE.................... 110 propafenonme............................ 55
potassium chloride in PREVYMIS.....ccooiiiiiiee. 3 propranolol............................. 59
0.92nACl ... 139 PREZCOBIX.......ccovvvveveeee.. 3 propylthiouracil...................... 80
potassium chloride in 5 % dex139  PREZISTA........ccccvveeeeeel. 3,4 PROQUAD (PF)................. 101
potassium chloride in Ir-d5.... 139  PRIFTIN..............cceovinnnnnnn. 9 PROSCAR.......cocovvvrrr. 138
potassium chloride in water...139  PRILOSEC..............cc.ouu.. 97 PROSOL 20 %....ccceuvvennnee. 141
potassium chloride-0.45 %% PRIMAQUINE...................... 9 PROTONIX.....ccooovvvrereeeennn. 97
RACL..ccooiiiiiiiiieee 140 PRIMAXINIV.....ccooovvvnienn. 9 PROTOPIC.......ccvevveee. 67
potassium chloride-d5- primidone..............ccccccuvn.... 28  protriptyline........................... 51
0.29naCl ..o 140 PRISTIQ....ccceviiiiiiiiieee, 51 PROVERA........cccccoiiiieen, 122
potassium chloride-d5- PRIVIGEN............ccuee 101 PROVIGIL.........ccovvvveeeenn. 51
0.92nacl .........cccuvveeevannnn... 140 PRO COMFORT INSULIN PROZAC.....ccccoiviiiiiae 51
potassium citrate.................. 138 SYRINGE.................. 110 prudoxin..............ccceeeeevnnnnnn.. 67
PRADAXA . .....coeeiieeee, 61 PRO COMFORT PEN PSORCON.....cooviiiiiiie, 74
PRALUENT PEN................ 63 NEEDLE........c.ccccoviniees 110 PULMICORT..................... 135
pramipexole...............c......... 30 PROAIR DIGIHALER...... 135 PULMICORT
Prasugrel.........cccueeeeeeceeeneeann. 61 PROAIR HFA................... 135 FLEXHALER..................... 135
Pravastatin..............ccc..eeen... 63 PROAIR RESPICLICK..... 135 PULMOZYME................... 135
praziquantel....................cccc..... 9 probenecid.......................... 117 PURE COMFORT PEN
PFAZOSTN .o 59  probenecid-colchicine............ 117 NEEDLE......ccccooeiiiiinnnn. 111
PRED FORTE.................... 129 PROCALAMINE 3%......... 141 PURIXAN......cooviiiieee. 20
PRED MILD...........ccuu.... 129 PROCARDIA XL................. 59 PYLERA.......coooiiiiiens 97
PRED-GS.O.P................... 128  procentra.......................o....... S1  pyrazinamide............................ 9
prednicarbate......................... 74 prochlorperazine..................... 94 pyridostigmine bromide.......... 36
prednisolone........................... 80  prochlorperazine maleate oral.94 PYRIDOSTIGMINE
prednisolone acetate............. 129 PROCRIT.........ccoeeen 99 BROMIDE........ccovvvveeeeen. 36
prednisolone sodium procto-med hc......................... 94  pyrimethamine......................... 9
phosphate........................ 80, 129 procto-pak............................. 94 PYRUKYND..........oeenees 77
prednisone..............ccccveeenn..... 80  proctosol hc............uuuueee.... 94 QBRELIS..........oeeeei 59
prednisone intensol................. 80  proctozone-hc......................... 94 QELBREE......cccccooeoo..... 51,52
PREFEST .....ccoccviiiiiee, 122 PROCYSBI......ccooviiiieeans 138 QINLOCK.......coviviiireenee 20
pregabalin......................... 27,28 PRODIGY INSULIN QNASL.....oooeeiiie 135
PREHEVBRIO (PF)........... 101  SYRINGE................. 110, 111 QTERN.....cccoiiiiiiiiiee, 86
PREMARIN.........ccvvvvinne 122 progesterone micronized....... 122  QUADRACEL (PF)........... 101
premasol 10 %...................... 140 PROGLYCEM...........c....... 86 QUALAQUIN......ccooviiiiieens 9
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QUARTETTE.................... 125 REGRANEX........cccooiinnnn. 67 RIOMET......ccooovvviiiiieeeen, 86
QUDEXY XR...ooooveiiiieeenns 28 RELAFENDS.......cccceee.. 42 risedronate...................... 78, 117
QUESTRAN. ... 63 RELENZA DISKHALER......4 RISPERDAL.........cccuvee.... 52
QUESTRAN LIGHT........... 63 RELEXXII.......oooovvvveeennnn. 52 RISPERDAL CONSTA....... 52
QUELTAPINE ........eeeeaeeeeeirinnnnnnn. 52 RELISTOR.........cccoeeeiiiii, 94 risperidone............................. 52
QUILLICHEW ER............... 52 RELPAX ..o, 31 RITALIN.....ccccoviiireeeee. 52
QUILLIVANT XR............... 52 RELTONE......ccccooviiirannnn. 94 RITALINLA........coovvee. 52
quinapril................................ 59 REMERON.....cccoovviiinnnn. 52 FIONAVIF ... 4
quinapril-hydrochlorothiazide. 59 REMERON SOLTAB.......... 52 rivastigmine................cccccvuun. 35
quinidine gluconate................. 55 REMICADE.........cccoovvvvnnan. 94 rivastigmine tartrate............... 35
quinidine sulfate..................... 55 RENAGEL......cccovvvvveeenn. T FivelSa.......uveveeeniiiiiaaeaaann, 125
quinine sulfate........................ 10 RENFLEXIS.......cccooeennnnn. 94 rizatriptan...................oouuvuuen. 32
QULIPTA.....ccoiiieieee 31 RENVELA.................... 77,78 ROCALTROL..................... 89
QUVIVIQ...cooviiiiiiieieees 52 repaglinide............................. 86 ROCKLATAN................... 128
QVAR REDIHALER..135,136 REPATHA.............ccuvvnnn. 63 ropinirole..............ccceeeeuennnn... 30
RABAVERT (PF)............... 101 REPATHA FOSUVASIALIN ... 63
rabeprazole............................ 97 PUSHTRONEX.................... 63 ROSZET.......ccoooeiiiiiinennnn. 63
RADICAVA ORS................. 35 REPATHA SURECLICK....63 ROTARIX........cccvvrrernnnn. 101
RADICAVA ORS RESTASIS ....coooiiiiii 127 ROTATEQ VACCINE....... 101
STARTER KIT SUSP.......... 35 RESTASIS MULTIDOSE.. 127 ROWASA......cccccoiiiiieine 94
RAGWITEK.........cccvvee. 101 RETACRIT.........cceeiii 99  roweepra...........ccccouuuunnnaannnn. 28
raloxifene............ccccccoueuun... 117 RETEVMO.......ccoouvvirennnn 20 ROXICODONE.................... 39
FAMElteON .......veveaaaaaeaeean 52 RETIN-A..ccooiiiiiieii 69 ROZEREM............ccccee 52
FAMUIPFIL oo, 59 RETIN-A MICRO................ 69 ROZLYTREK........cocuveennn. 20
RANEXA.....ccoeeviieeeee 64 RETROVIR...........ocovirne, 4 RUBRACA.......cccoovveee 20
ranolazine..............ccccc..oceue.... 64 REVATIO......cc.oeevviree. 136  RUCONEST........cccvvvveenns 136
RAPAFLO......cccovvvvieen. 1388 REVCOVI.....ccooviiviiieee. 78  rufinamide.............................. 28
RAPAMUNE.......ccccceeenn. 20 REVLIMID...........ceevvvnennnn 20 RUKOBIA.......ccceoiiiveeee 4
rasagiline ............cccccveeeeeennnnn... 30  REXULTI...coccovveviiiiieeenee 52 RUXIENCE........c..ceevuvvrrnn. 20
RASUVO (PF)....cccccvvveeennn. 119 REYATAZ....cccoovvveieiienen, 4 RYBELSUS.......ccoooiiiieen 86
RAVICTI.....ccoooviieiiieee, 77 REYVOW.....ocooviiiiiiiiieeen, 31 RYDAPT....ccoocvvieiieee, 20
RAYALDEE..........coevie. 89 REZUROCK.......ccccceeennnee. 20 RYTARY .coooiiiiiiiiiee. 30
RAYOS ..o, 80 RHOFADE.......cccoviirennne 69 RYTHMOLSR.................... 55
RAZADYNE ER.................. 35 RHOPRESSA.......ccccoen. 128 SABRIL.....ccccviiiieiiiiiee, 28
REBIF (WITH ALBUMIN).99 RIABNI.........ceceeeiiinne 20 SAFESNAP INSULIN

REBIF REBIDOSE.............. 99 FIbAVIFIN .. 4 SYRINGE........ccccooevvnn. 111
REBIF TITRATION PACK 99 RIDAURA........cccvvvveeeee. 119 SAFETY PEN NEEDLE....111
reclipsen (28) .......ccccevuvvnnn... 125  rifabutin...............cccccuvennne.... 10 SAFYRAL......cooovvvvvieene. 125
RECOMBIVAX HB (PF)... 101 rifampin.................cccccuun..... 10 SAIZEN......ccooviiiiiieieeeieen, 99
RECORLEV.......ccocvviinn. 89 RILUTEK.....ccoooiiiiiiiieees 78 SAIZEN SAIZENPREP....... 99
RECTIV..ooviiiiiiiiiiie 94 riluzole..........cccuveveiinniaannn. T8 SAAZIT ..uueeeeeaaaeeeaeeae 136
REDITREX (PF)................ 119  rimantadine.............................. 4 SALAGEN
REGLAN......ccociiiiiees 94  RINVOQ....ccoviiiiiiiiinenn. 119 (PILOCARPINE)................. 78
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SAMSCA .....ccoiviiiiicee. 89  silodosin.............cccccuveenunien. 138  SPIRIVA RESPIMAT........ 136

SANCUSO.....ccoovvieeeiiieeene 94 SILVADENE.............ccnn. 67 SPIRIVA WITH
SANDIMMUNE.................. 20  silver sulfadiazine................... 67 HANDIHALER................. 136
SANDOSTATIN................. 21 SIMBRINZA...................... 128  spironolactone........................ 59
SANTYL.............ol 67 SIMPONI........coovvvvvviiniinns 120  spironolacton-
SAPHRIS.........coovvis 52 simvastatin............................. 63  hydrochlorothiaz.................... 59
SAPTOPLETIN c.vvvvvvvveevevaavavraaanns 89 SINEMET.....cccoevieieieeen. 30  SPORANOX....ccoooeieieieeieeennnn. 1
SAVAYSA ..., 61 SINGULAIR...................... 136  sprintec (28) ccceeeeeeeeeeeniiiil. 125
SAVELLA........ccovvviiis 119 Sirolimus.........ccccceeeeeeeeennnn. 21 SPRITAM................ccc 28
SCEMBLIX.......ccccvvvvreennne. 21  SIRTURO.......cccevvriireenee 10 SPRIX.....ccoooiiiiiiiiieiie, 42
scopolamine base.................... 94 SITAVIG...........ccciiiiii, 4 SPRYCEL....cccoooeviinnnnn. 21
SEASONIQUE................... 125 SIVEXTRO...........ool. 10 sps (with sorbitol) .................. 78
SECUADO.....cccoevieieeeeeannn. 53 SKYRIZI.....cooovvvviiiiiiiiiiiinnns T )7 125
SECURESAFE PEN SKYTROFA........ccvviiie 99 S8 67
NEEDLE......c.cccceovviieien. 111 SLYND..cooooiiiiiiiiie, 125 STALEVO 100........ccccuueeee.. 30
SEGLENTIS......ccooviiiiees 39 SOAANZ....ooviiiiiieaeien. 59 STALEVO 125......ccccveennee. 30
SEGLUROMET................... 86  sodium chloride...................... 78 STALEVO 150.....cccccvveeennn. 30
selegiline hcl..............vvvvnnnnn, 30  sodium chloride 0.45 %.......... 140 STALEVO 200.......ccccceeunnn... 30
selenium sulfide...................... 65  sodium chloride 0.9 %............. 78  STALEVO 75....cccovvvvvienaannnn. 30
SELZENTRY ....coovviiiiiiiannnnn. 4 sodium chloride 3 %% STEGLATRO........cccuvveeenn. 87
SEMGLEE(INSULIN hypertonic..............ccceeuuee... 140 STEGLUJAN.........cccvvvveeeen. 87
GLARGINE-YFGN)........... 86  sodium chloride 5 %% STELARA.....ccvvvieeeeieeee, 66
SEMGLEE(INSULIN hypertonic...........ccc..eeeeun.... 140 STIOLTO RESPIMAT....... 136
GLARG-YFGN)PEN........... 87  sodium phenylbutyrate............ 78 STIVARGA........ccco 21
SENSIPAR .....cccooeveieiennn. 89  sodium polystyrene sulfonate.. 78 STRATTERA....................... 53
SEREVENT DISKUS......... 136 SOFOSBUVIR- STREPTOMYCIN............... 10
SEROQUEL........ccccuvvvennnn. 53  VELPATASVIR..................... 4  STRIBILD......ooovvrveeeen. 4
SEROQUEL XR.................... 53 solifenacin...............ccueo...... 138 STRIVERDI RESPIMAT.. 136
SEROSTIM.......cceevviiiieeens 99 SOLIQUA 100/33.................. 87 STROMECTOL.................... 10
SERTRALINE..........cc......... 53 SOLODYN....cooooviieeeiiienen 14 SUBOXONE.......ccccooviiieennns 42
Sertraline.........cccceeeeeeeeeeeeennn. 53 SOLOSEC.......ovvvvvvvvvreiinnns 10 SUBSYS....oooiiiiiii 39
SHAKIN ..o 125 SOLTAMOX....ccccvvvvvveeannne. 21  SUCRAID....cccoovieeiiieeen, 94
sevelamer carbonate............... 78  SOMATULINE DEPOT...... 21 sucralfate..............ccccuuuun... 97
sevelamer hcl.......................... 78 SOMAVERT.......cccvvvren 89 SULAR.....ccooiieiiieee 59
SEYSARA ....ccooiiiiieen 14 SOOLANTRA.........cceee. 69  sulfacetamide sodium............ 127
sharobel.............cccoouueeeeenn... 122 sorafenib...................ccceeennn.. 21 sulfacetamide sodium (acne)..70
SHINGRIX (PF)................. 101  SORILUX......cccoovvvririieneaennn. 65  sulfacetamide-prednisolone... 127
SIGNIFOR..........cccovvveeeen. 21 SOFINE ... 55  sulfadiazine............................ 13
SIKLOS.....ooviiiiiiiiiiee, 21 sotalol..........oeeevvviieieaaannn, 55 sulfamethoxazole-

sildenafil (pulmonary arterial sotalol af ..........ccccovvvvvveniiinann. 55 trimethoprim..............c........... 13
hypertension) ....................... 136 SOTYLIZE..........ccceuvven. 55 SULFAMYLON................. 70
SILENOR........cccovvviiiiieennn. 53 SOVALDI...cccooovviiiiiiiie 4  sulfasalazine........................... 94
SILIQ ..., 65  spinosad..............ccccoueeunnnn.... 75  sulindac.............ccccccuuevennnn.... 42
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SUMATFIPEAN ... 32 TACLONEX.......ccoeviurnnnne 66 TEGRETOL..........eovvvnnnnes 28

sumatriptan succinate............. 32 tacrolimus..............oue...... 21,67 TEGRETOL XR................... 28
sumatriptan-naproxen............ 32 tadalafil................c..ouuueee..... 138 TEGSEDI.........ooooeeiii. 35
SURTLINID ..., 21 tadalafil (pulmonary arterial TEKTURNA.......cooeeeee. 59
SUNOSI ..., 53 hypertension) oral tablet 20 TEKTURNA HCT............... 59
SUPRAX ....ooviiiiiiiiiiiieiiiiiiiians O MG 136  telmisartan............................. 59
SUPREP BOWEL PREP TAFINLAR ......oovvviiiiiiiiiins 21 telmisartan-amlodipine........... 59
KIT o, 94 TAGRISSO...cooeiiiii 21 telmisartan-

SURE COMFORT INS. TAKHZYRO..........cvvvvnn. 136  hydrochlorothiazid.................. 59
SYR. U-100.......cccevvvvrrnns 111 TALICIA ..o, 97 TENIVAC (PF)...cccocuvveeenn. 101
SURE COMFORT TALTZ AUTOINJECTOR.. 66 tenofovir disoproxil fumarate....4
INSULIN SYRINGE......... 111 TALTZ SYRINGE............... 66 TENORETIC 100................. 59
SURE COMFORT PEN TALZENNA.......ccoovvvveeee. 21  TENORETIC 50................... 59
NEEDLE.......ccccceviiiiian. 111 TAMIFLU.........oeviiiiia 4 TENORMIN.........coeevnnnen. 59
SURE-FINE PEN LAMOXTION oo, 21 TEPMETKO.......ccccovurrernn. 22
NEEDLES........ccooiieeee. 111 tamsulosin.............ccc.......... 138 terazoSin..........cccccceeeeiiinnnnnnn. 59
SURE-JECT INSULIN TAPERDEX.......cccccceevinnns 80  terbinafine hcl.......................... 1
SYRINGE........cccoooiiiiins 112 TARCEVA.......cccccoiiiiieee, 21 terbutaline................c.......... 136
SUSTIVA ..o 4 TARGADOX.....ccccoovevvnnnnn. 14  terconazole........................... 122
SUTAB.....ooiiiiiiiiiiiieee, 94 TARGRETIN..........cceeonnee. 21 TERIPARATIDE............... 117
SUTENT ....cooviiiiiiiiieeeens 21 tarina 24 fe......coccooevineniannnn. 125 TERUMO INSULIN

SPOAQ .vevaaaaaaaaaaaaiiiaraaaannnn. 125  tarina fe 1-20 eq (28) ........... 125 SYRINGE.......................... 113
SYMBICORT..................... 136 TARPEYO......ccccovvvvvrieee. 80 TESTIM....coooeevviiiieeeee. 89
SYMBYAX....oooviiieeeeeen, 53 TASIGNA........coovvieeeeee, 21  testosterome...................... 89, 90
SYMDEKO.......cccoeeeeennnnnnn. 136 TASMAR.............cccc 30 testosterone cypionate............ 89
SYMFI....ooooooiiii, 4  tavaborole............................. 71 testosterone enanthate............ 89
SYMFILO......oovviiiieee. 4 TAVALISSE.......ccovvvveenne. 61 TETANUS,DIPHTHERIA
SYMIJEPI........cccccuvvvveennn 130 TAVNEOS........ooiiieee 78  TOX PED(PF).....cccceeuunee... 101
SYMLINPEN 120................. 87  1AYSOfYeeeeeeeeeeeeeeeeeeeeeeeee 125  tetrabenazine.......................... 35
SYMLINPEN 60................... 87  tazaroteme.............ccccceeeennnn... 69 tetracycline............................ 14
SYMPAZAN.....cccovvvveen 28 TAZAROTENE.........c......... 69 TEXACORT.....cccooovveeennnn. 74
SYMPROIC..........cccevuneee.. 94 1azicef .oooeeiiiiieeeeeee 6 THALITONE.........ccceeeenn. 59
SYMTUZA ..o 4 TAZORAC.....cccoviviiiienn, 69 THALOMID.......c..ceeevvnnnen. 22
SYNALAR ... T4 tAZHA XE oo, 59 THEO-24......ccooovvveiiiiinnn, 136
SYNAREL.........oooi 89 TAZVERIK..........ccouvvvnee. 21 theophylline.......................... 136
SYNDROS.......ccovvvvvieeeeeen, 94 TDVAX..iiiiiiiieieeene, 101 thinpro insulin syringe........... 113
SYNJARDY ....ovviiiiiiiiens 87 TECFIDERA..........c.ece.. 35 THINPRO INSULIN
SYNJARDY XR......ccccoee.... 87 TECHLITE INSULIN SYRINGE.........ccooiiiens 113
SYNRIBO.......c.occeevviiiiene 21 SYRINGE......ccccooiiiiannn 112 THIOLA......ccooiiiiiiiieee, 78
SYNTHROID....................... 90 TECHLITE INSULN THIOLA EC......cccevvev. 78
SYPRINE. ... 78 SYR(HALF UNIT)............. 112 thioridazine................cc......... 53
TABLOID........cccovvvviveeeeenn. 21 TECHLITE PEN NEEDLE112 thiothixene............................ 53
TABRECTA........cccoevi. 21 TEFLARO....ccccooiiiiiiiice, 6 THYQUIDITY ....ccovivieeenns 90
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HAdlt €r ......oooovviiiiiiine 59  torsemide.............ccccccceuunn... 59  triamterene-
tiagabine...........cccccuveeeeeeeannn. 28 TOSYMRA.......ccooeei 32 hydrochlorothiazid.................. 60
TIAZAC ..., 59 TOUJEO MAX U-300 IPTANEX «oveeeeieeeeeeeea e 75
TIBSOVO.....cccoovvvvieeiiiieeen, 22 SOLOSTAR......ccoovveeeen. 87 TRIBENZOR...........ccuu... 60
TICOVAC......cccoeeiieeees 101  TOUJEO SOLOSTAR U- TRICOR ... 63
tgecycline .........ccceevueeennnnnnnn. 10 300 INSULIN.......covvvrrrrnnnns 87  triderm...........ccccovvvvvvvvvvvnnnnnnn, 75
TIGLUTIK .......ooovviiviiiiiiinnns 78  tovet emollient.............. TS5 FIeNtINe. ... 78
TIKOSYN ..ot 55 TOVIAZ.....eeeeeiiiiiiiiinnns 138  tri-estarylla.......................... 125
tiliafe....ooooovvveeeeeeennninnnnnnn, 125 TPN ELECTROLYTES..... 140  trifluoperazine........................ 53
timolol maleate............... 59,126 TRACLEER....................... 136  trifluridine...................ouuuu... 126
timolol maleate (pf)............. 126 TRADIJENTA........cceevnnee. 87 TRIJARDY XR.....c.cceeennnee. 87
TIMOPTIC OCUDOSE TRAMADOL........ccccvvveennn. 42  TRIKAFTA......ccooviee 136
(PF) e 127 tramadol................................ 42 tri-legest fe.......ccccceeunnnnnnn... 125
TIMOPTIC-XE................... 127  tramadol-acetaminophen........ 42  TRILEPTAL.....cccooovvvvreennn. 28
tinidazole...............cccceuuuee...... 10 trandolapril............................ 59 TRILIPIX.....coooviiiiieieeeens 63
LOPYONIN. ..o 78  trandolapril-verapamil............ 59  tri-lo-estarylla...................... 125
TIROSINT.....cccovvviiiiieeeeeenn, 90 tranexamic acid.................... 122 tri-lo-sprintec........................ 125
TIROSINT-SOL................... 91 TRANSDERM-SCOP.......... 94 trimethoprim.......................... 14
TIVICAY oo 4 TRANXENE T-TAB............ 53 triemili...eeeciiiiiii 125
TIVICAY PD....ooovvveeeeeeee 4  tranylcypromine..................... 53 trimipramine.......................... 53
HZAnidine ...............coceceeeeennnn. 36  travasol 10 %o..........eueeeennn... 141 TRINTELLIX.......ccccovnnneenn. 53
TLANDO....cooiiiiiiiiiiiiee, 90 TRAVATANZ.....cccceuun. 128 tri-nymyo.......cccceeevveuencean. 125
TOBI....coooeeiii 10 travoprost........ccccceeeeeceeennnnn. 128  tri-sprintec (28) c.ccuueevennn.... 125
TOBI PODHALER............... 10 TRAZIMERA..........c............ 22 HFTEOCIN e 75
TOBRADEX.......cccceeeenneee. 128  trazodone..............ccceuuveenne. 53 TRIUMEQ.....ccoooviviiinnen. 4
TOBRADEX ST ................. 128  TRECATOR........ccccvvveeenns 10 TRIUMEQPD........cccueeeennn. 4
tobramycin...................... 10,126 TRELEGY ELLIPTA......... 136 trivora (28) .....cccooeeeieiiiii. 125
tobramycin in 0.225 % nacl.....10  TRELSTAR.......cccccccccceennn. 22 tri-vylibra............................ 125
tobramycin sulfate.................. 10 TREMFYA......cccooovvniininiinnn, 66 tri-vylibralo........................ 125
tobramycin-dexamethasone.. 129  treprostinil sodium.................. 59 TRIZIVIR.....ccoovien. 4
TOBREX......cccoovviiiiiiiiee 126 TRESIBA FLEXTOUCH TROKENDI XR.................... 28
tolcapone.............cccccceeeueunn. 30 U-100....iiiiiiieeenn. 87 TROPHAMINE 10 %......... 141
TOLSURA.......coeiiiiee 1 TRESIBA FLEXTOUCH [POSPIUML ..o 138
tolterodine............................ 138 U-200.....ccciiieeiiiiieeeiiiieeeens 87 TRUDHESA..........oooiee. 32
tolvaptan...............ccccceeeeeunn... 90 TRESIBA U-100 INSULIN..87 TRUE COMFORT
TOPAMAX ..., 28  tretinoin (antineoplastic) ........ 22 INSULIN SYRINGE......... 113
TOPCARE CLICKFINE....113  tretinoin microspheres............ 69 TRUE COMFORT PEN
TOPCARE ULTRA tretinoin topical...................... 70 NEEDLE........cccccceviiiiinn. 113
COMFORT.....ccccevvvinnn 113 TREXALL......cccevviirirannne 22 TRUE COMFORT PRO
TOPICORT......ccvvveeei, 75 TREXIMET.....ccccooiiiinnnnnnn. 32 INSSYRINGE................... 113
LOPIramate ..............ccceeeeeenn. 28 TREZIX....ooooiiiiiiiiiiiieees 39 TRUEPLUS INSULIN
TOPROL XL....cccoevvvvvinn 59  triamcinolone acetonide.... 75,79  ..oooveiiiiiiiiiiiieiiie 113,114
LOTEMIfene..........cceeeeeeeennnnnn, 22 trIAMIEFENe ... 59
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TRUEPLUS PEN NEEDLE ULTRA COMFORT URSO 250......ccciiiiiiiiinn 94

............................................. 114 INSULIN SYRINGE......... 115 URSO FORTE......................94
TRULANCE............coeun. 94 ULTRA FLO INSUL Ursodiol ...............ccceeuvveeennnn.. 94
TRULICITY ..ovvvveeeiiiieeeens 87 SYR(HALF UNIT)............. 115 VABOMERE...........ccuue... 10
TRUMENBA...................... 101 ULTRA FLO INSULIN VAGIFEM.........oooviiiees 122
TRUSELTIQ.....ccccoceeennnnnn. 22 SYRINGE.......ccooovvviiiiinnns 115  wvalacyclovir.......................... 4,5
TRUVADA......cccoveeieeee 4 ULTRA FLO PEN VALCHLOR..........c..ceenn. 67
TUDORZA PRESSAIR..... 137 NEEDLE........c....cooeiiin. 115 VALCYTE....cccooiiiiiiie 5
TUKYSA ..., 22 ULTRA THIN PEN valganciclovir........................... 5
TURALIO.......ccovveeiirenen. 22 NEEDLE........ccooieviien. 115 VALIUM.....ccooovvieiiiieeen, 53
TWINRIX (PF).........cc........ 101 ULTRACARE INSULIN valproic acid........................... 28
TWYNEO......cccccovvvvvvvveinnn, 70 SYRINGE.........ccooovvvvirinnn. 115 valproic acid (as sodium salt) .28
TYBOST ...oooieiiiiiieeie, 4 ULTRACARE PEN VALSARTAN . .....cccvveei 60
YAy .....oveeveiiieaeaeeeeen, 125 NEEDLE........ccccvvvviieee. 115 valsartan.......................c........ 60
TYGACIL......oooeeveeee 10 ULTRACET.....ccccc.eeeeennn. 42 valsartan-hydrochlorothiazide .60
TYKERB.......ccooveiieeis 22 ULTRAM.....cooooviiieiieen. 42 VALTOCO......ccccoveireieeannne. 28
TYMLOS.......cvveiieei 117 ULTRA-THIN II (SHORT) VALTREX.....cccooiiiiiiiiee. 5
TYPHIM V... 101 INSSYR......ccoovviien 115,116 VANCOCIN.......c0eeevrernnnne. 10
TYRVAYA.....cooovvvviin, 127 ULTRA-THIN II (SHORT) VANCOMYCIM ..o 10
UBRELVY ..., 32 PENNDL........cooiiiriee. 116 vandazole............................. 122
UCERIS.......oooiiiiieee 94 ULTRA-THIN II INS PEN VANISHPOINT INSULIN
UDENYCA.......ooovieeee 99 NEEDLES........ccooeveenn. 116 SYRINGE...........ooevieee. 116
ULORIC......ccoeeeeeiieee, 117 ULTRA-THIN II INSULIN VANISHPOINT SYRINGE
ULTICARE........cc.oeeenn 114 SYRINGE...........covineee. LT16 i 116
ULTICARE INSULIN ULTRAVATE.......cocvvee. 75 VANOS.....cooiiieieeeeee. 75
SYRINGE..........coeiiiiens 114 UNASYN. ..o, 12 VAQTA (PF)..cccoveiriiennnn 101
ULTICARE INSULN UNIFINE PEN NEEDLE.. 116 varenicline.............................. 78
SYR(HALF UNIT)............. 114 UNIFINE PENTIPS........... 116 VARIVAX (PF).....ccccue..... 101
ULTICARE PEN NEEDLE UNIFINE PENTIPS VARUBI ..., 94
............................................. 114 MAXFLOW........................ 116 - VASCEPA ... 63
ULTICARE SAFETY PEN UNIFINE PENTIPS PLUS 116  VASERETIC...........ccve... 60
NEEDLE............ccoeeviee, 114 UNIFINE PENTIPS PLUS VASOTEC........coovvveei, 60
ULTIGUARD MAXFLOW.........cooveie. 116 VECAMYL.....oooiiiieeen. 64
SAFEPACK-INSULIN UNIFINE VECTICAL.......ccvveern. 66
SYR oo 114 SAFECONTROL................ 116  velivet triphasic regimen (28)125
ULTIGUARD UNIFINE ULTRA PEN VELPHORO.........ccceevunnnn. 78
SAFEPACK-PEN NEEDLE.......cc..oooevini. 116 VELTASSA......cccciiiiieies 78
NEEDLE.......ccooviiiiiinnne 114 unithroid............ccccceeuuenn.... 91 VELTIN......coooiiiiiiiiee, 70
ULTILET INSULIN UPTRAVI.......coovieie 60 VEMLIDY ...ccoocovviiiiiiieeee 5
SYRINGE........ccoeeviien 115 UROCIT-K 10.......c...e........ 138  VENCLEXTA........ccvvenne. 22
ULTILET PEN NEEDLE.. 115 UROCIT-K 15.................... 138 VENCLEXTA STARTING
ULTRA CMFT INS SYR UROCIT-K 5...ocoeeiiiinnnns 138 PACK....cccoiiiiiiiieeiiiieeee, 22
(HALF UNIT)....cooeeeennee. 115 UROXATRAL......cceee..... 138 venlafaxine....................... 53, 54
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VENTAVIS. ... 137 VOSEVI....ccooiiiiiiiii 5 XGEVA ... 14

VENTOLIN HFA............... 137 VOTRIENT......cc.cooeevnn. 23 XHANCE.......ccoocvveeene. 137
verapamil................cccc..eeeun... 60 VOXZOGO......c.ccoeuvvrreaannne. 90 XIFAXAN.....coooiieeiiiieeeens 11
VERDESO......cccoeevviiieens 75 VRAYLAR......ccoovvveen. 54 XIGDUO XR.....ccoocevvveunnnen. 88
VERELAN......ccooviieeeie. 60 VUITY oo, 127  XIIDRA......cccoiiieeeiieee, 127
VERELAN PM...................... 60 VUMERITY ....cccoovvvieenen. 35 XOFLUZA.....cccoooviiieee, 5
VERKAZIA......ccovviee 127 vyfemla (28) .....ccaeeeeeaannn... 125 XOLAIR....cccceeeiiiiieeee, 137
VERQUVO......ccceeeiiieee 64  vYlibra.........cccceiiieeeia, 125 XOLEGEL.......ccccvvvvee. 71
VERSACLOZ.........cccveeennn. 54 VYNDAMAX....cooocovviiinnanns 64 XOPENEX........ccccoovvvnnnnnn. 137
VERZENIO.......cccvvvvrenn. 22 VYNDAQEL.......coovvviern. 64 XOPENEX
VESICARE.......cccccoeevnn. 138 VYTORIN 10-10................... 63 CONCENTRATE............... 137
VESICARELS.................... 138 VYTORIN 10-20................... 63 XOPENEXHFA............... 137
VeSturd (28) ....ooeeeeeeeeeannnn.. 125 VYTORIN 1040................... 64 XOSPATA. ..o 23
VFEND ..o, I VYTORIN 10-80........ccee..... 64 XPOVIO.....ccooooviiiiiiiee, 23
VFEND IV.....cooiiiiiiee I VYVANSE.....ccooiiiiiiii 54 XTAMPZAER.................... 39
V-GO 20....cceeiiiiiiiaaainnn. 116 VYZULTA.....cccoiiiiiieee, 128 XTANDI.....ccoeiiiiiiiee. 23
V-GO 30...cciiiiiiiiieieeiien. 116 WAKIX ..o 54 xulane............cccoovueeiiiannn. 122
V-GO40....ooevviiiiiiaainnn. 116 warfarin.........cccccccooveueeeennn. 61 XULTOPHY 100/3.6............ 88
VIBERZI........ccvvviiiiiiie, 95 WELCHOL..........oooiiiieene 64 XURIDEN.......ccccceviiiiiiinns 78
VIBRAMYCIN..........ccune. 14 WELIREG.......cccceeviiinn.. 23 XYOSTED....ccoccceviiiiiieeane 90
VIBRAMYCIN WELLBUTRIN SR.............. 54 XYREM.....oooviiiiiiiiiiians 54
(CALCIUM)...cccviveeeeiee. 14 WELLBUTRIN XL.............. 54 XYWAV ..o, 54
VIBRAMYCIN (MONO).....14  WINLEVI........cccoccvvrerren. 70 YASMIN (28).ccevveeeeeeeainnnns 125
VICTOZA 3-PAK................. 87  wixela inhub......................... 137 YAZ (28)ceeeieieeeeiiieeeeee, 125
VIENVA e 125 wymzyafe.....ooooooooueennnnn.... 125 YF-VAX (PF)...cocociee. 101
VIGADAITIN .., 28  XALATAN.....cooovnnn. 128 YONSA.....ooooeiiii 23
VIGAAdrOne .........cccovvveeeaannnn. 28  XALKORI......cccoceevviiinnns 23  YUPELRI.......ccuvvvveennn. 137
VIGAMOX ......oovvvvvvvvriinnnns 126  XARELTO......ccccevvvvviriiinnnnn. 61 yuvafem................................ 122
VIIBRYD.....ooovvviiieeiiieees 54 XARELTO DVT-PE ZAfEMY oo 122
VIJOICE.......ccooiiieieen. 22 TREAT 30D START............ 61  zafirlukast..............cc........... 137
vilazodone............................... 54 XATMEP.....cooooviiiiiiiiiinn. 23 zaleplon................eevvvvennnnnn. 54
VIMOVO........coviiiieeeen. 42 XCOPRI....cccooiiiieiiiiieee, 29 ZANAFLEX......ccccoviviennne. 36
VIMPAT ... 28 XCOPRI MAINTENANCE ZARONTIN.......coeeviiiens 29
VIOKACE.......c.ccooiiieiannn 95 PACK. ..o, 29 ZARXIO...cooovviiiiieaeinn. 100
VIRACEPT .....cccovvviiieiieee, 5 XCOPRI TITRATION ZAVESCA.....ccoviiiiiiiee, 90
VIREAD ..o 5 PACK. ..o, 29 ZEGALOGUE
VITRAKVI......coooiiiiis 22 XELJANZ....coocoviiiiiiaane 120 AUTOINJECTOR................ 88
VIVELLE-DOT.................. 122 XELJANZ XR.......cceounu. 120 ZEGALOGUE SYRINGE... 88
VIVITROL.......ccvvviei, 42 XELPROS.......ccoiiiiiann 128  ZEGERID........cccouunee. 97,98
VIZIMPRO.......ccccvviviaanne 23 XENAZINE.......ccccooiiiiins 35 ZEJULA.......cccoiiiiiiee, 23
VOGELXO.....ccoooviiieiinnn. 90 XENLETA......ccccciiiiiiiennns 10 ZELAPAR......cccooiiiiiiiinn 30
VONJO...ooiiiiiiiiiiiiiiiieee, 23 XERESE.......ccoccciiiiiiiiinns 72 ZELBORAF......cccoooiiiin 23
voriconazole............................ 2 XERMELO.....cccoooiiiiinnnnn. 23 ZEMAIRA.......ccccoiviiieea, 78

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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ZEMBRACE SYMTOUCH.32 ZONALON.......ccecvirnineennn. 67

ZEMDRI........ooovviiiriannn 11 ZONEGRAN........coevrieees 29
ZEMPLAR .......oovvvvvviiiiinnns 90 zonisamide............................. 29
ZENALANE ... 70 ZONTIVITY ..o 61
ZENPEP......cccooovviiiian, 95 ZORBTIVE.........covvree. 100
ZENZOI . .uaaeaeaaaaaaaeaeaeaeaeaa 54 ZORTRESS......cooovviiiiiiiiinns 23
ZENZEDI.....cccoovvieeiiinns 54 ZORVOLEX.....cccccocmvinnnnnnn. 42
ZEPATIER ..., 5 ZOSYN IN DEXTROSE
ZEPOSIA ..., 35 (ISO-OSM)....oevvieeiiriiiaeennne, 12
ZEPOSIA STARTER KIT...35 zovia 1-35 (28) .ccccovvvvvennn.... 125
ZEPOSIA STARTER ZOVIRAX ....ccoovivvvviieee. 5,72
PACK ..., 35 ZTLIDO..cooioiiiiiiiieiiiiieeen, 67
ZERBAXA ...cccoiiiiieeee, 6 ZUBSOLV....ccoevviiiiee, 43
ZERVIATE.........cccvvve. 127 ZYCLARA........cccvvvvveee 68
ZESTORETIC...................... 60 ZYDELIG.......ccocuvvvvveeeenn. 23
ZESTRIL.....ccoovvviviiieeieees 60 ZYFLO.....coooovviiiiiiiea, 137
ZETIA oo 64 ZYKADIA.........cooe. 23
ZETONNA......ccvvveeeeeee, 137 ZYLET..ccooiiiiiiiieeie 129
ZIAC ..., 60 ZYLOPRIM..........ooeveee..n. 117
ZIAGEN........cooooiee, S5 ZYMAXID...cooocoevee 126
ZIANA ..., 70  ZYPITAMAG.........ccuvvve. 64
zidovudine ................ccccevuvunn... 5 ZYPREXA. ..., 55
ZIEXTENZO.....ccccceveeennn. 100 ZYPREXA RELPREVV...... 55
ZUHOULON .. 137 ZYPREXA ZYDIS............... 55
V4159, Q U SURRSR 70 ZYTIGA ..o 23
ZIMHI.........ooviiiiiiiiiie, 42 ZYVOX..oooiiiiioiiiiieeeeeenn 11
ZIOPTAN (PF)...ccceveennnee. 128

ziprasidone hcl........................ 54

ziprasidone mesylate............... 54

ZIPSOR.....ccovviiiiiiieee, 42

ZIRABEV....ccccoviiiiiiia. 23

ZIRGAN........oooeee 126

ZITHROMAX.........ooovvrn 7

ZITHROMAX TRI-PAK....... 7

ZITHROMAX Z-PAK........... 7

ZOCOR .....ccoviiiiieeiiiieee, 64

ZOLINZA. ..., 23

zolmitriptan............................ 32

ZOLOFT. ..., 54

zolpidem.............ccccovvvennnninnn. 55

ZOLPIMIST......cccovviviienenn. 55

ZOMACTON.......ceeeeeee 100

ZOMIG....cccooviviieeeieein, 32

Note: The drug list includes all possible restrictions and limitations. Depending on your plan's specific
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You must use network pharmacies to fill your prescriptions to get the most out of your benefit.
However, there are emergency circumstances under which you may be reimbursed for a covered
prescription that is not filled ata network pharmacy. Limitations, copayments and restrictions may

apply.

This formulary was updated on 08/23/2022. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

© 2022 Express Scripts. All Rights Reserved.
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