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Express Scripts Medicare (PDP)
2025 Formulary (List of Covered Drugs or “Drug List”)

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

Formulary ID Number: 25060, v6

This formulary was updated on 08/26/2024. 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.

Note to current members: This formulary has changed since last year. Please review this document to
understand your plan’s drug coverage.
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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 26, 2024. For more recent information, please contact us. Our contact information, along with
the date we last updated the formulary, appears above and on the back cover.

You must use network pharmacies to fill your prescriptions to get the most from your benefit.
Benefits, premium and/or copayments/coinsurance may change on January 1, 2026. The formulary
and/or pharmacy network may change at any time. You will receive notice when necessary.

ATENCION: si habla espafiol, 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.

FOPA3P5A
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What is the Express Scripts Medicare formulary?

The list of drugs covered by the plan is also known as the “formulary.” It contains a list of highly
utilized Medicare Part D drugs selected by Express Scripts Medicare in consultation with a team of
health care providers, which represents the prescription therapies believed to be a necessary part of a
quality treatment program. The formulary also includes information on requirements or limits for some
covered drugs that are part of Express Scripts Medicare’s standard formulary rules. Your specific plan
may provide coverage of additional drugs that are not listed in this formulary, and your plan may
have different plan rules and coverage. For more information on your plan’s specific drug coverage,
please review 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 at an 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 formulary
during the year, move them to different cost-sharing tiers, or add new restrictions. We must follow the
Medicare rules in making these changes. Updates to the formulary are posted to our website at
express-scripts.com.

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

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

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

If you are currently taking the brand-name drug or original biological product, we may not tell
you in advance before we make an immediate change, but we will later provide you with
information about the specific change(s) we have made.

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

Some of these drug types may be new to you. For more information, see the section below titled
“What are original biological products and how are they related to biosimilars?”
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e Drugs removed from the market. If the Food and Drug Administration deems a drug on our
formulary to be unsafe or the drug’s manufacturer removes the drug from the market, we will
immediately remove the drug from our formulary and provide notice to members who take the
drug.

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

o If we make these other changes, you or your prescriber can ask us to make an exception
and continue to cover the drug you have been taking. 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 2025 formulary that was covered at the beginning of the year, we will not discontinue or
reduce coverage of the drug during the 2025 coverage year except as described above. This means these
drugs will remain available at the same cost-sharing and with no new restrictions for those members
taking them for the remainder of the coverage year. You will not get direct notice this year about
changes that do not affect you. However, on January 1 of the next year, such changes would affect you,
and it is important to check the formulary for the new benefit year for any changes to drugs.

The enclosed formulary is current as of 08/26/2024. To get current information about the drugs covered
by our plan, please contact us. Our contact information appears on the front and back covers.

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

Medical Condition
The formulary begins on page 1. The drugs in this formulary are grouped into categories depending
on the type of medical conditions that they are used to treat. For example, drugs used to treat a heart
condition are listed under the category “Cardiovascular, Hypertension/Lipids.”

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

This drug list was updated in August 2024.
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What are generic drugs?
Both brand-name drugs and generic drugs are covered under this plan. A generic drug is approved by the
FDA as having the same active ingredient(s) as the brand-name drug.

Generally, generic drugs work just as well as and usually cost less than brand-name drugs. There are
generic drug substitutes available for many brand-name drugs. Generic drugs usually can be substituted
for the brand-name drug at the pharmacy without needing a new prescription, depending on state laws.

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

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

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

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

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

Some drugs may be covered under Part B or under Part D, depending on your medical condition.
Your prescriber will need to get a prior authorization for these drugs as well, so your pharmacy
can process your prescription correctly.

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
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whether a particular drug is covered, visit us on the Web at express-scripts.com or contact Customer
Service.

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

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

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

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

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

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

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

e You can request coverage of a drug that is not currently covered by this plan. If approved, the
drug will be covered at a pre-determined cost-sharing level, and you will not be able to ask us to
provide the drug at a lower cost-sharing level.

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

e You can ask us to waive coverage restrictions or limits on your drug. For example, for certain
drugs, Express Scripts Medicare limits the amount of the drug it will cover. If your drug has a
quantity limit, you can ask us to waive the limit and cover a greater amount.

You should contact us to ask for an initial coverage decision for a formulary, tier or utilization
restriction exception. When you are requesting an exception, you should submit a statement from
your prescriber or physician supporting your request. Generally, we must make our decision within
72 hours of getting your prescriber’s supporting statement. You can request an expedited (fast)
exception if you or your prescriber believes that your health could be seriously harmed by waiting up to
72 hours for a decision. If your request to expedite is granted, we must give you a decision no later than
24 hours after we get a supporting statement from your prescriber.

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

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

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

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

For more information about the appeals process, you may contact Customer Service using the
information provided on the front and back covers of this document.

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

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

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

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

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

e  When you enter a long-term care facility

e  When you leave a long-term care facility

e  When you are discharged from a hospital

e When you leave a skilled nursing facility

e When you cancel hospice care

e 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:
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Prescription drugs when used for anorexia, weight loss or weight gain
Prescription drugs when used to promote fertility
Prescription drugs when used for cosmetic purposes or to promote hair growth
Prescription drugs when used for the symptomatic relief of cough or colds
Prescription vitamins and mineral products (except prenatal vitamins and fluoride preparations,
which are considered Part D drugs)
Drugs when used for the treatment of sexual or erectile dysfunction
¢ 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 in 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:

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

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

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

This drug list was updated in August 2024.
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Drug Tiers

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

low-cost drugs.
Tier 2: This tier includes preferred Drugs in this tier will generally have lower
Preferred brand-name drugs 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
Preferred some generic drugs. prescriber if switching to a lower-cost generic
Drugs or preferred brand-name drug may be right for

you.

If you qualify for Extra Help

If you qualify for Extra Help from Medicare to help pay for your prescription drugs, your cost-sharing
amounts may be lower than your plan’s standard benefit. Members who qualify for Extra Help will
receive a notice called “Important Information for Those Who Receive Extra Help Paying for Their
Prescription Drugs” (“Low Income Rider” or “LIS Rider”). Please read it to find out what your costs
are. You can also contact Customer Service 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 2024.
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Below is a list of abbreviations that may appear on the following pages in the “Requirements/Limits”
column that tells you if there are any special requirements for coverage of your drug.

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

To confirm your plan’s specific coverage, contact Customer Service 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 prescriber to get prior authorization for certain
drugs. This means that you will need to get approval before you fill your prescription. If you don’t get
approval, we may not cover this drug.

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

ST: Step Therapy. In some cases, the plan requires you to first try a certain drug to treat your medical
condition before we will cover another drug for that condition. For example, if Drug A and Drug B both
treat your medical condition, we may not cover Drug B unless you try Drug A first. If Drug A does not
work for you, we will then cover Drug B.

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
fluconazole in nacl 1 PA
(iso-osm)
intravenous
ANTIFUNGAL piggyback 400
AGENTS mgl200 ml
ABELCET 3 PA Sflucytosine 3 MO
AMBISOME 3 PA griseofulvin 1 MO
amphotericin b 1 PA; MO mz'croszzle : i MO
amphotericin b 3 PA griseoft wvin.
s ultramicrosize
liposome : ; ; i MO OL
ANCOBON 3 MO itraconazole ora ; Q
capsule (120 per 30
CANCIDAS 3 days)
caspofungin 1 itraconazole oral 1 MO
clotrimazole mucous | MO solution
membrane ketoconazole oral 1 MO
CRESEMBA 3 PA micafungin 1 MO
ORAL MYCAMINE 3 MO
DIFLUCAN 3 MO INTRAVENOUS
ORAL RECON SOLN 50
SUSPENSION MG
FOR NOXAFILORAL 3 PA; MO:
RECONSTITUTI SUSP.DELAYED ’ ’
ON 40 MG/ML ’ QL (32 per
RELEASE FOR 30 days)
DIFLUCAN 3 MO RECON
%%?/[LGT égoLﬁg NOXAFIL ORAL 3 PA: MO:

’ SUSPENSION QL (630 per
ERAXIS(WATER 3 MO 30 days)
DILUENT) NOXAFILORAL 3  PA; MO;
Sluconazole 1 MO TABLET,DELAY QL (96 per
fluconazole in nacl 1 PA; MO ED RELEASE 30 days)
(iso-osm) (DR/EC)
intravenous nystatin oral 1 MO
p lg;gf]y Ob Oa ckl200 posaconazole oral 3 PA; MO;
e i Suspension QL (630 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 viii. 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

posaconazole oral 3 PA; MO; APTIVUS 3 MO

tablet,delayed QL (96 per atazanavir 1 MO

; iﬁf&ﬂgg . 13\2 (C)lagi BARACLUDE 3 MO

ORAL CAPSULE (120 per 30 BIKTARVY . MO
days) CIMDUO 3 MO

terbinafine hcl oral 1 MO COMBIVIR 3 MO

TOLSURA 3 PA;MO; COMPLERA 3 MO
QL (120 per darunavir 3 MO
30 days) DELSTRIGO 3 MO

VFEND PA; MO DESCOVY 3 MO

VFEND IV PA; MO DOVATO 3 MO

VIVIOA PA; QL (18 EDURANT 3 MO

: ; 3 E‘Z 813/[((1)ays) efavirenz oral tablet 1 MO
voriconazole ; .
iravenous efavirenz- 3 MO
emtricitabin-tenofov

voriconazole oral 3 PA; MO . . &

suspension for efavzrenz-'lamlvu- 3 MO

reconstitution tenof' 0“) dlsf)p

voriconazole oral 1 PA; MO emiricitabine ! MO

tablet emtricitabine- 3 MO

tenofovir (tdf) oral

ANTIVIRALS tablet 100-150 mg

abacavir 1 MO emtricitabine- 1 MO

abacavir-lamivudine | MO tenofovir (tdf) oral

acyclovir oral 1 MO tablet 133-200 mg,

capsule 167-250 mg, 200-

acyclovir oral | MO 300 mg

suspension 200 mgl5 EMTRIVA ORAL 3 MO

ml CAPSULE

acyclovir oral tablet 1 MO EMTRIVA ORAL 2 MO

acyclovir sodium 1 PA; MO SOLU]TION

intravenous solution entecavir 1 MO

adefovir 1 MO

amantadine hcl 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 viii. 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
EPCLUSA ORAL 3 PA; MO; HARVONI ORAL 3 PA; MO;
PELLETS IN QL (28 per TABLET 90-400 QL (28 per
PACKET 150-37.5 28 days) MG 28 days)
MG INTELENCE MO
EPCLUSA ORAL 3 PA; MO; ISENTRESS HD MO
MG y ORAL POWDER

IN PACKET
OSSO 3 PO s 3 e
P ORAL TABLET
MG 28 days)
EPCLUSA ORAL 3 PA; MO; IOSIE}:E RESS > MO
E/IAE}IBLET 400-100 %Ld(aZSS)per TABLET.CHEWA
y BLE 100 MG

EPIVIR S MO ISENTRESS 2 MO
EPZICOM 3 MO ORAL
etravirine 3 MO TABLET,CHEWA
EVOTAZ 3 MO BLE 25 MG
famciclovir 1 MO JULUCA 3 MO
fosamprenavir 1 MO KALETRA 3 MO
FUZEON 3 MO lamivudine 1 MO
SUBCUTANEOU lamivudine- 1 MO
S RECON SOLN zidovudine
GENVOYA MO LEDIPASVIR- 3 PA; MO;
HARVONI ORAL PA; MO; SOFOSBUVIR QL (28 per
PELLETS IN QL (28 per 28 days)
PACKET 33.75- 28 days) LEXIVA ORAL 3
150 MG TABLET
HARVONI ORAL 3 PA; MO; LIVTENCITY 3 PA; LA;
PELLETS IN QL (56 per QL (120 per
PACKET 45-200 28 days) 30 days)
MG lopinavir-ritonavir 1 MO
HARVONI ORAL 3 PA; MO; maraviroc 3 MO
TABLET 45-200 QL (56 per
MG 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 viii. 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
MAVYRET 3 PA; MO; PREZISTA ORAL 3 MO
ORAL PELLETS QL (168 per SUSPENSION
IN PACKET 28 days) PREZISTA ORAL 3 MO
MAVYRET 3 PA; MO; TABLET 150 MG,
ORAL TABLET QL (84 per 600 MG, 75 MG,
28 days) 800 MG

nevirapine oral 1 RELENZA 3 MO
suspension DISKHALER
nevirapine oral 1 MO RETROVIR 3 MO
tablet ORAL CAPSULE
nevirapine oral 1 MO RETROVIR 3 MO
tablet extended ORAL SYRUP
release 24 hr 400 mg REYATAZ ORAL 3 MO
NORVIR ORAL 3 MO CAPSULE 200
POWDER IN MG, 300 MG
PACKET REYATAZORAL 3 MO
NORVIR ORAL 3 MO POWDER IN
TABLET PACKET
ODEFSEY 3 MO ribavirin oral 1 MO
oseltamivir 1 MO capsule
PAXLOVID 1 QL (20 per ribavirin oral tablet 1 MO
ORAL 90 days) 200 mg
TABLETS,DOSE rimantadine 1 MO
PACK 150-100 ritonavir | MO
MG RUKOBIA 3 MO
PAXLOVID 1 QL (30 per SELZENTRY 5 MO
ORAL 90 days) ORAL
TABLETS,DOSE SOLUTION
PACK 300 MG
(150 MG X 2)-100 SELZENTRY 3 MO
MG ORAL TABLET
PIFELTRO MO 150 MG, 300 MG
PREVYMIS PA: MO: SELZENTRY 2 MO
ORAL QL (30 per ORAL TABLET

25 MG, 75 MG

30 days)

PREZCOBIX 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 viii. 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 2024.



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

SOFOSBUVIR - 3 PA; MO; valacyclovir oral 1 MO; QL
VELPATASVIR QL (28 per tablet I gram (120 per 30

28 days) days)
SOVALDI ORAL 3 PA; MO; valacyclovir oral 1 MO; QL
PELLETS IN QL (28 per tablet 500 mg (60 per 30
PACKET 150 MG 28 days) days)
SOVALDI ORAL 3 PA; MO; VALCYTE MO
PELLETS IN QL (56 per valganciclovir oral MO
PACKET 200 MG 28 days) recon soln
SOVALDI ORAL 3 PA; MO; valganciclovir oral 1 MO
TABLET 200 MG QL (56 per cablet

28 days) VALTREX ORAL 3 MO; QL
SOVALDI ORAL 3 PA;MO; TABLET 1| GRAM (120 per 30
TABLET 400 MG QL (28 per days)

28 days) VALTREX ORAL 3 MO; QL
STRIBILD 3 MO TABLET 500 MG (60 per 30
SUNLENCA 3 days)
ORAL VEMLIDY MO
SYMFI 3 MO VIRACEPT MO
SYMFI LO 3 MO ORAL TABLET
SYMTUZA 3 MO VIREAD MO
TAMIFLU 3 MO VOSEVI PA; MO;
tenofovir disoproxil 1 MO QL (28 per
Sfumarate 28 days)
TIVICAY ORAL % XOFLUZA ORAL 2 MO
TABLET 10 MG TABLET 40 MG,

80 MG

TIVICAY ORAL 3 MO
TABLET 25 MG, ZEPATIER 3 PA; MO;
50 MG QL (28 per
TIVICAY PD ) MO ZIAGEN ORAL 3 ii(;iaYS)
TRIUMEQ 3 MO SOLUTION
TRIUMEQ PD & MO zidovudine 1 MO
TRUVADA 3 MO
TYBOST 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
what the symbols and abbreviations on this table mean by going to page viii. 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 2024.



Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
CEPHALOSPO cefpodoxime 1 MO
RINS cefprozil 1 MO
AVYCAZ 3 PA; MO ceftazidime injection 1 PA; MO
cefaclor oral capsule 1 MO recon soln I gram, 2

gram

cefaclor oral 1 -
suspension for ceftazidime injection 1 PA
reconstitution 250 recon soln 6 gram
mgl5 ml ceftriaxone injection 1 MO
cefaclor oral tablet | MO recon soln 1 gram, 2
extended release 12 gram, 250 mg, 500
hr mg
cefadroxil oral 1 MO ceftriaxone injection |
capsule recon soln 10 gram
cefadroxil oral 1 MO cefuroxime axetil 1 MO
suspension for oral tablet
reconstitution 250 cefuroxime sodium 1 PA; MO
mgl5 ml, 500 mg/5 injection recon soln
ml 750 mg
cefadroxil oral 1 MO cefuroxime sodium 1 PA; MO
tablet intravenous recon
cefazolin injection 1 MO soln 1.5 gram
recon soln 1 gram, cephalexin 1 MO
500 mg tazicef injection 1 PA; MO
cefazolin injection 1 TEFLARO 3 PA; MO
recon soln 10 gram ZERBAXA 3 PA
cefdinir 1 MO ERYTHROMYC
cefepime injection 1 MO INS / OTHER
cefixime 1 MO MACROLIDES
cefotetan injection 1 PA azithromycin 1 PA: MO
cefoxitin 1 PA; MO intravenous
intravenous recon azithromycin oral | MO
soln I gram, 2 gram packet
?ef oxitin 1 PA azithromycin oral 1 MO
intravenous recon suspension for
soln 10 gram 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 viii. 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 2024.



Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
azithromycin oral 1 erythromycin 1 MO
tablet 250 mg (6 ethylsuccinate oral
pack), 500 mg (3 suspension for
pack) reconstitution
azithromycin oral 1 MO erythromycin 1 MO
tablet 250 mg, 500 ethylsuccinate oral
mg, 600 mg tablet
clarithromycin 1 MO erythromycin oral 1 MO
DIFICID ORAL 3 QL (136 per ZITHROMAX 3 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 1 MO RECONSTITUTI
E.ES. 3 MO ON
GRANULES ZITHROMAX 3 MO
ERYPED 200 3 MO ORAL TABLET
ERYPED 400 3 MO 250 MG, 500 MG
ery-tab oral 1 MO ZITHROMAX 3
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 1 AEMCOLO 3 MO; QL
stearate) oral tablet (12 per 30
250 mg days)
}EI\II{]YEE\I}EOI\ICéII\IJS 3 PA; MO albendazole 3 MO
RECON SOLN an;il;fzcilg gaojecti;;n 1 PA; MO
500 MG sl;i)lu ion 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 viii. 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 2024.



Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ARIKAYCE 3 PA; LA dapsone oral 1 MO
atovaquone 1 MO DAPTOMYCIN 3 MO
atovaquone- | MO INTRAVENOUS
proguanil RECON SOLN
AZACTAM 3 PA;MO OMG
aztreonam 1 PA; MO c.lap tomycin . MO
intravenous recon
BETHKIS 3 PA; MO; soln 500 mg
Ny dfjs‘; per DARAPRIM PA
BILTRICIDE MO EMVERM MO
CAYSTON PA: MO- ertapenem 1 PA; MO;
LA" QL 284 QL (14 per
per 56 days) 14 days)
chloroquine 1 MO cthambutol ! MO
phosphate FIRVANQ 3 QL (450 per
CLEOCIN HCL MO 10 days)
CLEOCIN PA: MO FLAGYL ORAL 3 MO
INJECTION CAPSULE
CLEOCIN 3 MO gentamicin in nacl | PA; MO
o
clindamycin hcl 1 MO piggyback 100
clindamycin in 5 % 1 PA; MO mgl/100 ml, 60
dextrose mgl50 ml, 80 mg/50
clindamycin 1 MO mi
pediatric gentamicin in nacl 1 PA
clindamycin 1 PA; MO ( iso-0sm)
phosphate injection ’”_t” avenous
COARTEM MO piggyback 80
mgl100 ml
colistin PA; MO; Y )
( colistimethate na) QL (30 per gentqmzczn injection ! PA; MO
10 days) solution 40 mglml
CUBICIN RF 3 MO HUMATIN > MO
cycloserine 1 MO hydroxychloroquine 1 MO
DALVANCE 3 PA: MO imipenem-cilastatin 1 PA; MO
’ IMPAVIDO 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 viii. 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 2024.



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

INVANZ 3 PA; QL (14 NEBUPENT 3 PA; MO;
INJECTION per 14 days) QL (1 per
isoniazid oral 1 MO 28 days)
ivermectin oral 1 PA; MO; neomycin 1 MO

QL (20 per nitazoxanide 3 MO; QL

30 days) (12 per 30
KITABIS PAK 3 PA;MO; days)

QL (280 per PENTAM 3 MO

28 days) pentamidine 1 PA; MO;
KRINTAFEL 3 inhalation QL (1 per
LAMPIT 3 MO 28 days)
linezolid in dextrose 1 PA; MO pentamidine 1 MO
59 injection
linezolid oral 3 MO PLAQUENIL 3 MO
suspension for polymyxin b sulfate 1 PA; MO
reconstitution praziquantel 1 MO
linezolid oral tablet 1 MO PRETOMANID 3 PA
MALARONE 3 MO PRIFTIN %) MO
MALARONE MO PRIMAQUINE 3 MO
PEDIATRIC PRIMAXIN IV 3 PA; MO
mefloquine 1 INTRAVENOUS
MEPRON 3 MO RECON SOLN
meropenem 1 PA; QL (30 500 MG
intravenous recon per 10 days) pyrazinamide 1 MO
soln 1 gram pyrimethamine 3 PA; MO
meropenem 1 PA; QL (10 QUALAQUIN 3 MO
intravenous recon per 10 days) -
soln 500 mg quinine sulfate 1 MO
metronidazole in 1 PA; MO rl.fabutfn i MO
nacl (iso-0s) rifampin 1 MO
metronidazole oral 1 MO SIRTURO 3 PA; LA
MYAMBUTOL 3 MO SIVEXTRO 3 PA
ORAL TABLET INTRAVENOUS
400 MG SIVEXTRO 3 MO
MYCOBUTIN 3 MO ORAL

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 viii. 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 2024.



Drug Name Drug Requiremen Drug Name Requiremen
Tier  ts/Limits ts/Limits
SOLOSEC 3 MO vancomycin PA; QL (2
STREPTOMYCIN 3 PA; MO:; intravenous recon per 10 days)
QL (60 per soln 10 gram
30 days) vancomycin PA; MO;
STROMECTOL 3 PA; MO:; intravenous recon QL (10 per
QL (20 per soln 500 mg 10 days)
30 days) vancomycin PA; MO;
tigecycline 3 PA; MO intravenous recon QL (27 per
tinidazole | MO soln 750 mg 10 days)
TOBI 3 PA: MO- vancomycin oral PA; MO;
QL’ (280 ’per capsule 125 mg QL (40 per
28 days) 10 days)
TOBI 3 MO: QL vancomycin oral PA; MO;
PODHALER (224 per 56 capsule 250 mg QL (80 per
days) 10 days)
tobramycin in 0.225 3 PA; MO; VANCOMYCIN QL (430 per
% nacl QL (280 per ORAL RECON 10 days)
28 days) SOLN 25 MG/ML
tobramycin 3 PA: MO: vancomycin oral MO; QL
imhalation QL (224 per recon soln 50 mgiml (450 per 10
28 days) XIFAXAN ORAL iZyS;VIO
tobramycin sulfate I PAMO TABLET 200 MG QL (9 per
injection solution 30 days)
TRECATOR . MO XIFAXAN ORAL PA; MO;
TYGACIL 3 PA;MO TABLET 550 MG QL (90 per
VABOMERE 3 PA 30 days)
VANCOCIN 3 PA; MO; ZEMDRI PA
ORAL CAPSULE QL (40 per 7ZYVOX PA: MO
125 MG 10 days) INTRAVENOUS
VANCOCIN 3 PA; MO; PIGGYBACK 600
ORAL CAPSULE QL (80 per MG/300 ML
250 MG 10 days) ZYVOX ORAL MO
vancomycin 1 PA; MO; PENICILLINS
intravenous recon QL (20 per
soln 1,000 mg 10 days) amoxicillin oral MO

capsule

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 viii. 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 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
amoxicillin oral 1 MO ampicillin- 1 PA
suspension for sulbactam injection
reconstitution recon soln 15 gram
amoxicillin oral 1 MO AUGMENTIN 3
tablet ES-600
amoxicillin oral 1 MO AUGMENTIN 3 MO
tablet,chewable 125 ORAL
mg, 250 mg SUSPENSION
amoxicillin-pot 1 MO FOR
clavulanate oral RECONSTITUTI
suspension for ON 125-31.25
reconstitution MG/5 ML
amoxicillin-pot 1 MO BICILLIN C-R 3 PA; MO
clavulanate oral BICILLIN L-A 3 PA; MO
tablet INTRAMUSCUL
amoxicillin-pot 1 MO AR SYRINGE
clavulanate oral 1,200,000 UNIT/2
tablet extended ML, 2,400,000
release 12 hr UNIT/4 ML
amoxicillin-pot 1 MO BICILLIN L-A 3 PA
clavulanate oral INTRAMUSCUL
tablet,chewable 200- AR SYRINGE
28.5 mg 600,000 UNIT/ML
amoxicillin-pot 1 dicloxacillin 1 MO
clavulanate oral nafcillin injection 1 PA; MO
tablet,chewable 400- recon soln 1 gram, 2
57 mg gram
ampicillin oral 1 MO nafcillin injection 3 PA
capsule 500 mg recon soln 10 gram
ampicillin sodium 1 PA; MO oxacillin in 1 PA
injection recon soln dextrose(iso-osm)

1 gram, 10 gram, oxacillin injection 1 PA

125 mg recon soln 1 gram,

ampicillin- 1 PA; MO 10 gram

sulbactam injection oxacillin injection 1 PA; MO
recon soln 1.5 gram, recon soln 2 gram

3 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 viii. 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 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
PENICILLIN G 3 PA ZOSYN IN 3
POT IN DEXTROSE (ISO-
DEXTROSE OSM)
INTRAVENOUS INTRAVENOUS
PIGGYBACK 2 PIGGYBACK 2.25
MILLION GRAM/50 ML
UNIT/50 ML, 3 QUINOLONES
MILLION
UNIT/50 ML BAXDELA 3 PA
penicillin g 1 PA; MO INTRAVENOUS
potassium injection BAXDELA ORAL MO
recon soln 20 CIPRO ORAL
million unit SUSPENSION,MI
penicillin g sodium 1 PA; MO CROCAPSULE
e RECON
penicillin v 1 MO
potassium CIPRO ORAL 3 MO
iperacillin- 1 MO TABLET 250 MG,
Py 500 MG
tazobactam . :
Intravenous recon ciprofloxacin hcl 1 MO
soln 2.25 gram, oral tablet 250 mg,
3.375 gram, 4.5 500 mg, 750 mg
gram ciprofloxacin in 5 %% 1 PA; MO
piperacillin- 1 dextrose
tazobactam intravenous
intravenous recon piggyback 200
soln 40.5 gram mgl100 ml
UNASYN 3 PA levofloxacin in d5w 1 PA; MO
INJECTION intravenous
RECON SOLN 15 piggyback 500
GRAM mgl100 ml, 750
UNASYN 3 PA;MO mg/130 mi
INJECTION levofloxacin oral 1 MO
RECON SOLN 3 moxifloxacin oral 1 MO
GRAM moxifloxacin- 1 PA; MO
sod.chloride(iso)
ofloxacin oral tablet 1 MO

300 mg, 400 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 viii. 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 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
minocycline oral 1 MO
tablet
minocycline oral 1 MO

BACTRIM 3 MO tablet extended
release 24 hr

BACTRIM DS 3 MO NUZYRA 3 PA
sulfamethoxazole- 1 MO NUZYRA ORAL 3
trimethoprim oral ORACEA 3 ST: MO

: TARGADOX 3 ST; MO
demeclocycline ! MO tetracycline oral 1 MO
gg}zi{X MPC 3 ST; MO capsule

VIBRAMYCIN 3 ST; MO
Eglﬁf&i};}gﬂ ORAL CAPSULE
(DR/EC) 60 MG 100 MG
doxy-100 1 PA; MO
doxycycline hyclate 1 MO
oral capsule
doxycycline hyclate 1 MO Josfomycin ) 1 MO
oral tablet tromethamine
doxycycline hyclate 1 MO HIPREX 3
oral tablet,delayed MACROBID 3 MO
release (drlec) 100 MACRODANTIN 3
me. égo mg,7§00 methenamine 1 MO
mg, ot mg, /0 mg hippurate
E?{?EE]YSB%\EL 3 ST; MO nitrofurantoin 1 MO
TABLET,DELAY macrocrystal
ED REL]:: ASE nitrofurantoin 1 MO
(DR/EC) 80 MG monohyd/m-cryst
doxycycline 1 MO nitrofurantoin oral 1 MO
monohydrate suspension 25 mgl5
)

minocycline oral 1 MO m
capsule

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 viii. 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 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
NITROFURANT 3 MO AFINITOR 3 PA; MO;
OIN ORAL DISPERZ ORAL QL (330 per
SUSPENSION 50 TABLET FOR 30 days)
MG/5 ML SUSPENSION 2
trimethoprim 1 MO MG
ASTIC O DISPERZ ORAL QL (240 per
/ TABLET FOR 30 days)
IMMUNOSUP SUSPENSION 3
PRESSANT MG
DRUGS AFINITOR 3 PA;MO;
DISPERZ ORAL QL (180 per
ADJUNCTIVE TABLET FOR 30 days)
AGENTS SUSPENSION 5
leucovorin calcium 1 MO MG
oral AKEEGA 3 PA; LA;
MESNEX ORAL MO QL (60 per
XGEVA PA: MO ALECENSA 3 ;(;d?\ig
ANTINEOPLAS QL (240 per
ITI\I/I(leiUNOSUPP 0 dae)
RESSANT ALUNBRIG 3 PA; QL (30
ORAL TABLET per 30 days)
DRUGS 180 MG, 90 MG
abiraterone oral 3 PA; MO; ALUNBRIG 3 PA; QL (60
tablet 250 mg QL (120 per ORAL TABLET per 30 days)
30 days) 30 MG
abiraterone oral 3 PA; MO; ALUNBRIG 3 PA; QL (30
tablet 500 mg QL (60 per ORAL per 180
30 days) TABLETS,DOSE days)
AFINITOR 3 PA; MO; PACK
QL (30 per anastrozole 1 MO
30 days) ARIMIDEX 3 MO
AROMASIN 3 MO
ASTAGRAF XL 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 viii. 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 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits

AUGTYRO 3 PA; MO; CALQUENCE 3 PA; LA;

QL (240 per (ACALABRUTIN QL (60 per

30 days) IB MAL) 30 days)
AYVAKIT 3 PA; LA; CAPRELSA 3 PA; LA;

QL (30 per ORAL TABLET QL (60 per

30 days) 100 MG 30 days)
AZASAN 3 PA; MO CAPRELSA 3 PA; LA;
azathioprine 1 PA; MO ORAL TABLET QL (30 per
BALVERSA 3 PA; LA 300 MG 30 days)
bexarotene 3 PA; MO CASODEX ) MO
bicalutamide 1 MO ggﬁ;fé);g i I}:i’ ﬁg
BOSULIF ORAL 3 PA; MO; ORAL CAPSULE QL (56 per
CAPSULE 100 QL (180 per 100 MG/DAY (80 28 days)
MG 30 days) MG X1-20 MG
BOSULIF ORAL 3 PA; MO; X1)
CAPSULE 50 MG QL (330 per COMETRIQ 3 PA: MO:

30 days) ORAL CAPSULE QL (112 per
BOSULIF ORAL 3 PA; MO; 140 MG/DAY (80 28 days)
TABLET 100 MG QL (90 per MG X1-20 MG

30 days) X3)
BOSULIF ORAL 3 PA; MO; COMETRIQ 3 PA; MO;
TABLET 400 MG, QL (30 per ORAL CAPSULE QL (84 per
500 MG 30 days) 60 MG/DAY (20 28 days)
BRAFTOVI 3 PA; MO; MG X 3/DAY)

LA; QL COPIKTRA 3 PA: LA;

(180 per 30 QL (60 per

days) 30 days)
BRUKINSA 3 PA; LA; COTELLIC 3 PA; MO;

QL (120 per LA; QL (63

30 days) per 28 days)
CABOMETYX 3 PA; MO; cyclophosphamide 1 PA; MO

LA; QL (30 oral capsule

per 30 days) CYCLOPHOSPH 2> PA
CALQUENCE 3 PA; LA; AMIDE ORAL

QL (60 per TABLET 25 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 viii. 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 2024.



Drug Name Requiremen Drug Name Drug Requiremen

ts/Limits Tier  ts/Limits
CYCLOPHOSPH PA; MO erlotinib oral tablet 3 PA; MO;
AMIDE ORAL 100 mg, 150 mg QL (30 per
TABLET 50 MG 30 days)
cyclosporine PA; MO erlotinib oral tablet 3 PA; MO;
modified oral 25mg QL (60 per
capsule 30 days)
cyclosporine PA everolimus 3 PA; MO;
modified oral (antineoplastic) QL (30 per
solution oral tablet 30 days)
cyclosporine oral PA; MO everolimus 3 PA; MO;
capsule (antineoplastic) QL (330 per
DAURISMO PA; MO:; oral tablet for 30 days)
ORAL TABLET QL (30 per suspension 2 mg
100 MG 30 days) everolimus 3 PA; MO;
DAURISMO PA; MO; (antineoplastic) QL (240 per
ORAL TABLET QL (60 per oral tablet for 30 days)
25 MG 30 days) suspension 3 mg
DROXIA MO everolimus 3 PA; MO;
ELIGARD PA: MO (antineoplastic) QL (180 per

oral tablet for 30 days)

ELIGARD (3 PA; MO suspension 5 mg
MONTH) everolimus 1 PA; MO
ELIGARD (4 PA; MO (immunosuppressive
MONTH) ) oral tablet 0.25
ELIGARD (6 PA; MO mg
MONTH) everolimus 3 PA; MO
ENSPRYNG PA; MO (immunosuppressive
ENVARSUS XR PA; MO ) oral tablet 0.5 mg,
ERIVEDGE PA; MO; 0.75 mg, I'mg

QL (30 per exemestane 1 MO

30 days) FARESTON 3 MO
ERLEADA ORAL PA; MO; FEMARA 3 MO
TABLET 240 MG QL (30 per FIRMAGON KIT 3 PA;MO

30 days) W DILUENT
ERLEADA ORAL PA; MO; SYRINGE
TABLET 60 MG 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 2024.



Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
FOTIVDA 3 PA; LA; imatinib oral tablet 3 PA; MO;
QL (21 per 100 mg QL (180 per
28 days) 30 days)
FRUZAQLA 3 PA; QL (84 imatinib oral tablet 3 PA; MO;
ORAL CAPSULE per 28 days) 400 mg QL (60 per
I MG 30 days)
FRUZAQLA 3 PA; QL (21 IMBRUVICA 3 PA; QL
ORAL CAPSULE per 28 days) ORAL CAPSULE (120 per 30
SMG 140 MG days)
GAVRETO 3 PA; LA; IMBRUVICA 3 PA; QL (30
QL (120 per ORAL CAPSULE per 30 days)
30 days) 70 MG
gefitinib 3 PA; MO; IMBRUVICA 3 PA; QL
QL (30 per ORAL (324 per 30
30 days) SUSPENSION days)
gengraf 1 PA; MO IMBRUVICA 3 PA; QL (30
GILOTRIF 3 PA; MO; ORAL TABLET per 30 days)
QL (30 per 140 MG, 280 MG,
30 days) 420 MG
GLEEVEC ORAL 3 PA; MO; IMURAN PA; MO
TABLET 100 MG QL (180 per INLYTA ORAL PA; MO;
30 days) TABLET 1 MG QL (180 per
GLEEVEC ORAL 3 PA; MO; 30 days)
TABLET 400 MG QL (60 per INLYTA ORAL 3 PA; MO;
30 days) TABLET 5 MG QL (120 per
GLEOSTINE 3 MO 30 days)
HYDREA 3 MO INQOVI 3 PA; MO;
QL (5 per
hydroxyurea 1 MO 28 days)
IBRANCE 3 PA; MO; INREBIC 3 PA: MO:
QL (21 per i
28 days) LA; QL
y (120 per 30
ICLUSIG 3 PA; QL (30 days)
per 30 days) IRESSA 3 PA;MO;
IDHIFA 3 PA; MO; QL (30 per
LA; QL (30 30 days)
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 viii. 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 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
IWILFIN 3 PA; LA; KISQALI ORAL 3 PA; MO;
QL (240 per TABLET 400 QL (42 per
30 days) MG/DAY (200 28 days)
JAKAFI 3 PA;MO; MG X 2)
QL (60 per KISQALI ORAL 3 PA; MO;
30 days) TABLET 600 QL (63 per
JAYPIRCAORAL 3  PA;MO; MG/DAY (200 28 days)
TABLET 100 MG QL (60 per MG X 3)
30 days) KLISYRI MO
JAYPIRCA ORAL 3 PA; MO; KOSELUGO PA
TABLET 50 MG QL (30 per KRAZATI PA; QL
30 days) (180 per 30
JYLAMVO PA days)
KANJINTI PA; MO lapatinib 3 PA; MO;
KISQALI PA; MO; QL (180 per
FEMARA CO- QL (49 per 30 days)
PACK ORAL 28 days) lenalidomide oral 3 PA; MO;
TABLET 200 capsule 10 mg, 15 QL (28 per
MG/DAY (200 MG mg, 25 mg, 5 mg 28 days)
X 1)-2.5 MG lenalidomide oral 3 PA; QL (28
KISQALI 3 PA; MO; capsule 2.5 mg, 20 per 28 days)
FEMARA CO- QL (70 per mg
PACK ORAL 28 days) LENVIMA ORAL 3 PA;MO;
TABLET 400 CAPSULE 10 QL (30 per
MG/DAY (200 MG MG/DAY (10 MG 30 days)
X 2)-2.5MG X 1), 4 MG
KISQALI 3 PA;MO; LENVIMA ORAL 3 PA;MO;
FEMARA CO- QL (91 per CAPSULE 12 QL (90 per
PACK ORAL 28 days) MG/DAY (4 MG 30 days)
TABLET 600 X 3), 18 MG/DAY
MG/DAY (200 MG (10 MG X 1-4 MG
X 3)-2.5 MG X2), 24
KISQALI ORAL 3 PA; MO; MG/DAY (10 MG
TABLET 200 QL (21 per X2-4MGX1)
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 viii. 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 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits

LENVIMA ORAL 3 PA; MO; LUPRON 3 PA; MO
CAPSULE 14 QL (60 per DEPOT-PED (3
MG/DAY(10 MG 30 days) MONTH)
X1-4MGX1),20 INTRAMUSCUL
MG/DAY (10 MG AR SYRINGE
X 2),8 MG/DAY KIT 11.25 MG
(4MGX?2) LUPRON 3 PA;MO
letrozole 1 MO DEPOT-PED
LEUKERAN 3 MO INTRAMUSCUL
LEUPROLIDE (3 PA; MO éléII;IT 7.5 MG
MONTH) LUPRON 3 PA; MO
lep;protllde » 1 PA; MO DEPOT-PED
subcutancous INTRAMUSCUL
LONSURF PA; MO AR SYRINGE
LORBRENA PA; MO; KIT
ORAL TABLET QL (30 per LYNPARZA 3 PA;MO;
100 MG 30 days) QL (120 per
LORBRENA 3 PA; MO; 30 days)
ORAL TABLET QL (90 per LYSODREN
25 MG 30 days) LYTGOBI ORAL PA; LA;
LUMAKRAS 3 PAMO; TABLET 12 QL (84 per
ORAL TABLET QL (240 per MG/DAY (4 MG 28 days)
120 MG 30 days) X 3)
LUMAKRAS 3 PAMO; LYTGOBI ORAL 3 PA;LA;
ORAL TABLET QL (90 per TABLET 16 QL (112 per
320 MG 30 days) MG/DAY (4 MG 28 days)
LUPKYNIS 3 PA; LA; X 4)

QL (180 per LYTGOBI ORAL 3 PA;LA;

30 days) TABLET 20 QL (140 per
LUPRON DEPOT PA; MO MG/DAY (4 MG 28 days)
LUPRON DEPOT PA; MO X3)
(3 MONTH) MATULANE 3
LUPRONDEPOT 3  PA;MO
(4 MONTH)
LUPRON DEPOT 3 PA; MO
(6 MONTH)

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 viii. 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 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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megestrol oral 1 PA; MO mycophenolate 1 PA; MO
suspension 400 mofetil oral tablet
mgl10 ml (40 mycophenolate 1 PA; MO
mglml), 625 mgl5 sodium
ml (125 mglmi) MYFORTIC 3 PA;MO
ilvzlzglr:;trol oral 1 PA; MO MYHIBBIN 3 PA
MEKINIST 3 PA;MO; NEORAL 3 PAMO
ORAL RECON QL (1200 NERLYNX 3 PAMO;
SOLN per 30 days) LA
MEKINIST 3 PA;MO; NEXAVAR 3 PA;MO;
ORAL TABLET QL (90 per LA; QL
0.5 MG 30 days) (120 per 30
MEKINIST 3 PA; MO:; days)
ORAL TABLET 2 QL (30 per NILANDRON 3 PA/MO
MG 30 days) nilutamide 3 PA; MO
MEKTOVI 3 PA; MO; NINLARO PA; MO;
LA; QL QL (3 per
(180 per 30 28 days)
days) NUBEQA 3 PA;MO;
mercaptopurine 1 MO LA; QL
methotrexate 1 PA; MO (120 per 30
sodium (pf) days)
injection solution octreotide acetate 3 PA; MO
methotrexate 1 PA injection solution
sodium injection 1,000 mcglml, 500
methotrexate 1 PA; MO meglmi
sodium oral octreotide acetate 1 PA; MO
: injection solution
MVASI PA; MO 100 mcglml, 200
MYCAPSSA PA; LA megiml, 50 megiml
mycophenolate PA; MO ODOMZO 3 PA; MO;
mofetil oral capsule LA; QL (30
mycophenolate 3 PA; MO per 30 days)
mofetil oral OGSIVEO ORAL 3 PA;QL (56
suspension for TABLET 100 MG, per 28 days)
reconstitution

150 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 viii. 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 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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OGSIVEO ORAL 3 PA; QL PIQRAY ORAL 3 PA; MO;
TABLET 50 MG (180 per 30 TABLET 250 QL (56 per
days) MG/DAY (200 28 days)
OJEMDA ORAL 3 PA;QL (% MG X1-50 MG
SUSPENSION per 28 days) X1), 300 MG/DAY
FOR (150 MG X 2)
RECONSTITUTI POMALYST 3 PA; MO;
ON LA; QL (21
OJEMDA ORAL 3 PA;QL(20 per 28 days)
TABLET 500 per 28 days) PROGRAF ORAL PA; MO
MG/WEEK (100 PURIXAN
MG X 5) QINLOCK PA; LA;
OJJAARA 3 PA; QL (30 QL (90 per
per 30 days) 30 days)
ONTRUZANT PA RAPAMUNE 3 PA;MO
ONUREG PA; MO; ORAL TABLET 1
QL (14 per MG
28 days) RETEVMOORAL 3 PA; MO;
ORGOVYX 3 PA; LA; CAPSULE 40 MG LA; QL
QL (30 per (180 per 30
28 days) days)
ORSERDU ORAL 3 PA; QL (30 RETEVMO ORAL 3 PA; MO;
TABLET 345 MG per 30 days) CAPSULE 80 MG LA; QL
ORSERDUORAL 3 PA;QL (90 (120 per 30
TABLET 86 MG per 30 days) days)
pazopanib 3 PA: MO: REVLIMID 3 PA;MO;
QL (120 per LA; QL (28
30 days) per 28 days)
PEMAZYRE 3 PA: LA:; REZLIDHIA 3 PA; QL (60
QL (28 per per 30 days)
28 days) REZUROCK 3 PA; LA;
PIQRAY ORAL 3 PA;MO; QL (30 per
TABLET 200 QL (28 per 30 days)
MG/DAY (200 28 days) RIABNI 3 PA; MO
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 viii. 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
ROZLYTREK 3 PA; MO; SIGNIFOR 3 PA
100%?/}4 CAPSULE QLd(150 per SIKLOS 3 MO
G 30 days) sirolimus oral 3 PA; MO
Rgi]iY"lﬁ)EK . 3 PA; MO; solution
g)OO M GC SU %Ld(f}?s)p “ sirolimus oral tablet 1 PA; MO
ROZLYTREK 3 PA; MO; SOLTAMOX MO
ORAL PELLETS QL (336 per SOMATULINE PA; MO
IN PACKET 28 days) DEPOT
RUBRACA 3 PA; MO; sorafenib 3 PA; MO;
LA; QL QL (120 per
(120 per 30 30 days)
days) SPRYCEL ORAL 3 PA; MO;
RUXIENCE PA; MO TABLET 100 MG, QL (30 per
RYDAPT PA: MO: 140 MG, 50 MG, 30 days)
QL (224 per SOMG
28 days) SPRYCEL ORAL 3 PA; MO;
SANDIMMUNE 3 PA: MO TABLET 20 MG, QL (60 per
ORAL CAPSULE ’ JOMG 30 days)
SANDIMMUNE 3 PA STIVARGA 3 PA; MO;
ORAL QL (84 per
SOLUTION 28 days)
SANDOSTATIN 3 PA- MO sunitinib malate 3 PA; MO;
INJECTION %Ld(” per
SOLUTION 100 ays
MCG/ML, 50 SUTENT 3 PA; MO;
MCG/ML, 500 QL (30 per
MCG/ML 30 days)
SCEMBLIX 3 PA;QL TABLOID MO
ORAL TABLET (120 per 30 TABRECTA PA; MO
100 MG days) tacrolimus oral 1 PA; MO
SCEMBLIX 3 PA; QL capsule
ORAL TABLET (600 per 30 TAFINLAR 3 PA; MO:;
20 MG days) ORAL CAPSULE QL (120 per
SCEMBLIX 3 PA; QL 30 days)
ORAL TABLET (300 per 30
40 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 viii. 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 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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TAFINLAR 3 PA;MO; tretinoin 3 MO
ORAL TABLET QL (840 per (antineoplastic)
FOR 28 days) TREXALL PA; MO
SUSPENSION TRUQAP PA; QL (64
TAGRISSO 3 PA;MO; per 28 days)
L?;gﬁfg TUKYSA ORAL 3 PA;LA:;
P Y TABLET 150 MG QL (120 per
TALZENNA 3 PA;MO; 30 days)
%L d(a30$)per TUKYSA ORAL 3 PA;LA:;

y TABLET 50 MG QL (300 per
tamoxifen 1 MO 30 days)
TARGRETIN 3 PA;MO TURALIO ORAL 3 PA;LA;
TASIGNA ORAL 3 PA;MO; CAPSULE 125 QL (120 per
CAPSULE 150 QL (112 per MG 30 days)
MG, 200 MG 28 days) TYKERB 3 PA; MO;
TASIGNA ORAL 3 PA;MO; LA; QL
CAPSULE 50 MG QL (120 per (180 per 30

30 days) days)
TAZVERIK PA; LA VANFLYTA 3 PA;QL (56
TEPMETKO PA; LA per 28 days)
THALOMID PA; MO:; VENCLEXTA 2 PA; LA;
ORAL CAPSULE QL (28 per ORAL TABLET QL (60 per
100 MG, 50 MG 28 days) 10 MG 30 days)
THALOMID 3 PA; QL (56 VENCLEXTA 3 PA; LA;
ORAL CAPSULE per 28 days) ORAL TABLET QL (180 per
150 MG, 200 MG 100 MG 30 days)
TIBSOVO 3 PA VENCLEXTA 3 PA; LA;
toremifene 3 MO (S)ORl\?é TABLET (320L dS}?s)p cr
TRAZIMERA 5 PAMO VENCLEXTA 3 PALA;
TRELSTAR 3 PAMO STARTING QL (42 per
INTRAMUSCUL PACK 180 days)
?ORRSUSPENSION VERZENIO 3 PA;MO;
LA; QL (60
RECONSTITUTI er 30 days)
ON p y

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 viii. 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
VIJOICE ORAL 3 PA; QL (28 XALKORI ORAL 3 PA; MO;
GRANULES IN per 28 days) PELLET 150 MG QL (180 per
PACKET 30 days)
VIJOICE ORAL 3 PA;QL(28 XALKORIORAL 3  PA; MO;
TABLET 125 MG, per 28 days) PELLET 20 MG, QL (120 per
50 MG 50 MG 30 days)
VIJOICE ORAL 3 PA;QL (56 XATMEP PA; MO
TABLET 250 per 28 days) XERMELO PA: LA;
MG/DAY (200 QL (84 per
MG X1-50 MG 28 days)
X1) XOSPATA 3 PA; LA;
VITRAKVIORAL 3  PA; MO; QL (90 per
CAPSULE 100 LA; QL (60 30 days)
MG per 30 days) XPOVIO PA; LA
X§§%§EI2?§4AC}L o I]Z:’ 1(\2/11_(? ’ XTANDI ORAL PA; MO;
) CAPSULE QL (120 per
(180 per 30
days) 30 days)
VITRAKVIORAL 3  PA; MO; ﬁgﬂg A%I;ﬁ‘é 3 P/i; 1;42(0);
SOLUTION LA: QL ?0 d( ) per
(300 per 30 ays
days) XTANDI ORAL 3 PA; MO;
VIZIMPRO 3 PA: MO: TABLET 80 MG %Ld(60 )per
QL (30 per ays
30 days) YONSA 3 PA; MO;
VONJO 3 PA;QL %L d(al 23 pet
(120 per 30 y
days) ZEJULA ORAL 3 PA; MO;
VOTRIENT 3 PA; MO; TABLET LA;;glc‘l (30)
QL (120 per per S days
30 days) ZELBORAF 3 PA; MO;
WELIREG PA; LA %Ldf;(; per
XALKORI ORAL PA; MO; )
CAPSULE QL (60 per ZIRABEV PA; MO
30 days) ZOLINZA PA; MO;
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 viii. 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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ZORTRESS 3 PA; MO BRIVIACT ORAL 3 MO; QL
ZYDELIG 3 PA; MO; TABLET (60 per 30
QL (60 per days)
30 days) carbamazepine oral 1 MO
ZYKADIA 3 PA;MO; capsule, er
QL (90 per multiphase 12 hr
30 days) carbamazepine oral 1 MO
7ZYTIGA ORAL 3 PA; MO:; suspension 100 mgl5
TABLET 250 MG QL (120 per ml
30 days) carbamazepine oral 1 MO
ZYTIGA ORAL 3 PA;MO; tablet
TABLET 500 MG QL (60 per carbamazepine oral 1 MO
30 days) tablet extended
AUTONOMIC release 12 hr
| CNS DRUGS carbamazepine oral 1 MO
’ tablet,chewable
NEUROLOGY :
CARBATROL MO
| PSYCH
CELONTIN MO
ANTICONVULS ORAL CAPSULE
ANTS 300 MG
APTIOM ORAL 3 MO: QL clobazam oral 1 PA, MO,
TABLET 200 MG (180 per 30 suspension QL (480 per
days) 30 days)
APTIOM ORAL B MO:; QL clobazam oral tablet 1 PA; MO;
TABLET 400 MG (90 per 30 QL (60 per
days) 30 days)
APTIOM ORAL 7 MO; QL clonazepam oral 1 MO; QL
TABLET 600 MG, (60 per 30 tablet 0.5 mg, 1 mg (90 per 30
800 MG days) days)
BANZEL PA; MO clonazepam oral 1 MO; QL
BRIVIACT MO: QL tablet 2 mg 513210(2 )per 30
INTRAVENOUS (600 per 30 Y
days) clonazepam oral 1 MO; QL
BRIVIACTORAL 3 MO; QL galj ée;”i”mol o j’;’”g fao f)er 30
SOLUTION (600 per 30 ' & oo me, Y
days) 0.5 mg, 1 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 viii. 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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clonazepam oral | MO; QL FYCOMPA 3 MO; QL
tablet,disintegrating (300 per 30 ORAL TABLET (30 per 30
2 mg days) 10 MG, 12 MG, 8 days)
DEPAKOTE MO MG
DEPAKOTE ER MO FYCOMPA 3 MO:;QL
ORAL TABLET 2 (60 per 30
IS)IPli)II?\II;OLFl}“E}g MO MG, 4 MG, 6 MG days)
: gabapentin oral 1 MO; QL
DIACOMIT < PA; LA capsule 100 mg, 400 (270 per 30
diazepam rectal 1 MO mg days)
DILANTIN 30 3 MO gabapentin oral 1 MO; QL
MG capsule 300 mg (360 per 30
DILANTIN 3 MO days)
EXTENDED 100 gabapentin oral 1 MO; QL
MG solution 250 mgl5 (2160 per
DILANTIN 3 MO ml 30 days)
INFATABS gabapentin oral 1 MO; QL
DILANTIN-125 3 MO tablet 600 mg (180 per 30
divalproex 1 MO days)
EPIDIOLEX 3 PA; MO; gabapentin oral 1 MO; QL
LA tablet 800 mg (120 per 30
epitol 1 MO ; l . l(i:y?\/[O
) gabapentin ora ; ;
EPRONTIA : PA; MO tablet extended QL (30 per
EQUETRO 3 MO release 24 hr 300 mg 30 days)
ethosuximide 1 MO gabapentin oral 1 PA; MO;
felbamate 1 MO tablet extended QL (90 per
FELBATOL 3 MO release 24 hr 600 mg 30 days)
ORAL TABLET GRALISE ORAL 3 PA; MO;
FINTEPLA 3 PALA; TABLET QL (30 per
QL (360 per EXTENDED 30 days)
30 days) RELEASE 24 HR
300 MG
FYCOMPA 3 MO; QL
ORAL (720 per 30
SUSPENSION 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 viii. 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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GRALISE ORAL 3 PA; MO; LAMICTAL 3 MO
TABLET QL (60 per STARTER
EXTENDED 30 days) (BLUE) KIT
RELEASE 24 HR LAMICTAL 3 MO
450 MG, 750 MG, STARTER
900 MG (GREEN) KIT
GRALISE ORAL 3 PA; MO; LAMICTAL 3 MO
TABLET QL (90 per STARTER
EXTENDED 30 days) (ORANGE) KIT
RELEASE 24 HR
600 MG LAMICTAL XR MO
KEPPRA ORAL MO é?g’?gﬁ LXR MO
KEPPRA XR MO (BLUE)
KLONOPIN MO; QL LAMICTAL XR 3 MO
ORAL TABLET (90 per 30 STARTER
0.5 MG, 1 MG days) (GREEN)
KLONOPIN 3 MO; QL LAMICTAL XR 3 MO
ORAL TABLET 2 (300 per 30 STARTER
MG days) (ORANGE)
lacosamide oral 1 MO; QL lamotrigine 1 MO
solution (310232 I;;’f levetiracetam oral 1 MO
y solution 100 mgiml
lacosamide oral 1 MO; QL levetiracetam oral 1 MO
tablet 100 mg, 150 (60 per 30 tablet
mg, 200 mg days)
; ) levetiracetam oral 1 MO
lacosamide oral 1 MO; QL
tablet extended
tablet 50 mg (120 per 30 release 24 hr
days)
[ AMICTAL ODT MO LIBERVANT 3 PA; QL (10
per 30 days)
éﬁ%{cgﬁBLLET MO LYRICA CR 3 PA; MO;
ORAL TABLET QL (30 per
LAMICTAL 3 MO EXTENDED 30 days)
ORAL TABLET, RELEASE 24 HR
CHEWABLE 165 MG, 82.5 MG
DISPERSIBLE 25
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 viii. 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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LYRICA CR 3 PA; MO; NEURONTIN MO; QL
ORAL TABLET QL (60 per ORAL CAPSULE (360 per 30
EXTENDED 30 days) 300 MG days)
RELEASE 24 HR NEURONTIN MO; QL
330 MG ORAL (2160 per
LYRICA ORAL 3 MO; QL SOLUTION 30 days)
CAPSULE 100 (90 per 30 NEURONTIN MO; QL
MG, 150 MG, 200 days) ORAL TABLET (180 per 30
MG, 25 MG, 50 600 MG days)
MG, 75 MG NEURONTIN MO; QL
Eﬁggfz é)?z?L 3 ?g(% 6?150 ORAL TABLET (120 per 30
800 MG days)
MG, 300 MG days) ONFI ORAL PA; MO:
LYRICA ORAL 3 MOQL SUSPENSION QL (480 per
SOLUTION 51900 )per 30 30 days)
- s ONFI ORAL PA; MO;
methsuximide 1 MO TABLET QL (60 per
MOTPOLY XR 3 ST; MO; 30 days)
O}:AL QLd(120 per oxcarbazepine MO
ED%S];%E’&Z(:S% 30 days) OXTELLAR XR MO
phenobarbital oral PA; MO
24HR 100 MG
MOTPOLY XR 3 ST; MO; eliir
henobarbital oral PA
ORAL QL (60 per p
CAPSULE,EXTE 30 days) tablet 100 mg, 15
NDED RELEASE mg, 30 mg, 60 mg
24HR 150 MG, 200 phenobarbital oral PA; MO
MG tablet 16.2 mg, 32.4
MYSOLINE 3 MO mg, 64.8 mg, 97.2
NAYZILAM 2 PA;MO; mE
QL (10 per PHENYTEK MO
30 days) phenytoin oral MO
NEURONTIN 3 MO:; QL suspension 125 mgl5
ORAL CAPSULE (270 per 30 ml
100 MG, 400 MG days) phenytoin oral MO

tablet,chewable

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 viii. 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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phenytoin sodium 1 MO rufinamide oral 1 PA; MO

extended oral tablet 200 mg

capsule 100 mg rufinamide oral 3 PA; MO

phenytoin sodium | tablet 400 mg

extended oral SABRIL 3 PA:; MO;

capsule 200 mg, 300 LA

s — G o SPRITAM 3 MO

pregabalin ora ; .

capsule 100 mg, 150 (90 per 30 subvenite S MO

mg, 200 mg, 25 mg, days) subvenitg starter 1 MO

50 mg, 75 mg (blue) kit

pregabalin oral 1 MO:; QL subvenite ;tarler 1 MO

capsule 225 mg, 300 (60 per 30 (green) kit

mg days) subvenite starter 1 MO

pregabalin oral 1 MO; QL (orange) kit

solution (900 per 30 SYMPAZAN 3 PA; MO;

days) QL (60 per

pregabalin oral 1 PA; MO; 30 days)

tablet extended QL (30 per TEGRETOL 3 MO

release 24 hr 165 30 days) ORAL

mg, 82.5 mg SUSPENSION

pregabalin oral 1 PA; MO; TEGRETOL 3 MO

tablet extended QL (60 per ORAL TABLET

release 24 hr 330 mg 30 days) TEGRETOL XR 3 MO

g%%?gngT 3 MO tiagabine | MO

125 MG TQPAMAX 3 PA; MO

primidone oral 1 MO fop lrjlm aterc;:zg ! PA; MO

tablet 250 mg, 50 capae, Sprimre

mg topiramate oral 1 PA; MO

: capsule,extended

QUDEXY XR & PA; MO release 24hr 100

roweepra oral tablet 1 MO mg, 25 mg, 50 mg

500 mg topiramate oral 3 PA; MO

rufinamide oral 3 PA; MO capsule,extended

suspension

release 24hr 200 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 viii. 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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topiramate oral 1 PA; MO XCOPRI ORAL 3 MO; QL
capsule,sprinkle,er TABLET 150 MG, (60 per 30
24hr 200 MG days)
topiramate oral | PA; MO XCOPRI 3 MO; QL
tablet TITRATION (28 per 180
TRILEPTAL 3 MO PACK days)
TROKENDI XR 3 PA;MO ZARONTIN MO
valproic acid 1 MO ZONEGRAN PA; MO
Iproic acid ( 1 MO ORAL CAPSULE
valproic acid ( as 100 MG. 25 MG
sodium salt) oral
solution 250 mgl5 ZONISADE 3 PA; MO
ml zonisamide 1 PA; MO
VALTOCO 2 PA; MO; ZTALMY 3 PA; LA,
QL (10 per QL (1100
30 days) per 30 days)
vigabatrin 3 PA; MO; ANTIPARKINS
LA ONISM
vigadrone PA; LA AGENTS
vigpoder PA; LA APOKYN 3 PA;MO;
VIMPAT ORAL MO; QL LA; QL (90
SOLUTION (1200 per per 30 days)
30 days) apomorphine 3 PA; QL (90
VIMPAT ORAL 3 MO; QL per 30 days)
TABLET 100 MG, (60 per 30 AZILECT 3 MO
150 MG, 200 MG days) benztropine oral 1 PA; MO
VIMPAT ORAL 3 MO; QL P
’ b t 1 M
TABLET 50 MG (120 per 30 romocriptine ©
days) carbidopa | MO
XCOPRI 3 MO; QL carbidopa-levodopa | MO
MAINTENANCE (56 per 28 oral tablet
PACK days) carbidopa-levodopa | MO
XCOPRI ORAL 3 MO; QL oral tablet extended
TABLET 100 MG, (30 per 30 release
25 MG, 50 MG days) carbidopa-levodopa 1

oral
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
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carbidopa-levodopa- | MO pramipexole | MO
entacapone rasagiline 1 MO
COMTAN 3 ropinirole 1 MO
DHIVY 3 MO RYTARY 3 MO
DUOPA 3 PA; MO selegiline hcl 1 MO
entacapone I MO SINEMET ORAL 3 MO
GOCOVRI ORAL 3 PA; QL (60 TABLET 10-100
CAPSULE,EXTE per 30 days) MG, 25-100 MG
NDED RELEASE STALEVO 100 3 MO
CAPSULE,EXTE per 30 days) STALEVO 150 3 MO
NDED RELEASE STALEVO 200 3 MO
24HR 68.5 MG STALEVO 50 3 MO
INBRIJA 3 PA; QL STALEVO 75 3 MO
INHALATION (300 per 30 TASMAR ORAL 3 PA; MO
CAPSULE, days) TABLET 100 MG
W/INHALATION rolc 3 PA
DEVICE olcapone
LODOSYN MO Zl[leee)tcyphemdyl oral 1 MO
s T o

LA: QL (30 ZELAPAR PA; MO
ONGENTYS 3 PA;MO; CLUSTER
QL (30 per HEADACHE

OSMOLEX ER 3 PA; QL (30 AIMOVIG 2 PA; MO;
ORAL TABLET, per 30 days) AUTOINJECTOR QL (1 per
IR - ER, 30 days)
BIPHASIC 24HR AJOVY 3 PA: MO;
129 MG, 193 MG AUTOINJECTOR QL (1.5 per
PARLODEL 3 MO 30 days)
ORAL CAPSULE AJOVY SYRINGE 3 PA;MO;
PARLODEL 3 QL (1.5 per
ORAL TABLET 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 viii. 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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almotriptan malate | MO; QL IMITREX MO; QL (8
(16 per 28 STATDOSE per 28 days)
days) SUBCUTANEOU
dihydroergotamine 3 QL (8 per S PEN INJECTOR
nasal 28 days) 4 MG/0.5 ML
eletriptan 1 MO; QL IMITREX MO; QL (8
(18 per 28 STATDOSE per 28 days)
days) REFILL
SUBCUTANEOU
ELYXYB 3 }(;l}‘:, (1;47%’ S CARTRIDGE 6
per 28 days) ﬁiﬁZLl\;{IZ)RAL MO:; QL
EMGALITY PEN 2 g‘i; (1;4;; TABLET 10 MG (24 per 28
30 days) days)
EMGALITY 2 PA: MO: MAXALT-MLT MO: QL
SUBCUTANEOU QL (2 per ORAL (24 per 28
TABLET,DISINT days)
S SYRINGE 120 30 days)
MG/ML &%RATING 10
EMGALITY 3 PA; MO; ivereol MO
SUBCUTANEOU QL (3 per igere
S SYRINGE 300 30 days) MIGRANAL QL (8 per
MG/3 ML (100 28 days)
MG/ML X 3) naratriptan MO; QL
ergotamine-caffeine 1 MO (18 per 28
FROVA 3 MO QL days)
(27 per 28 NURTEC ODT PA; QL (16
days) per 30 days)
Jfrovatriptan 1 MO; QL ONZETRA MO; QL
(27 per 28 XSAIL (32 per 28
days) days)
IMITREX ORAL 3 MO;QL QULIPTA PA; MO;
TABLET 100 MG, (18 per 28 QL (30 per
25 MG days) 30 days)
IMITREX ORAL 3 QL (I8 per RELPAX MO; QL
TABLET 50 MG 28 days) (18 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 viii. 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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REYVOW ORAL 3 PA; QL (16 TREXIMET 3 MO; QL
TABLET 100 MG per 30 days) (18 per 28
REYVOW ORAL 3 PA; QL (8 days)
TABLET 50 MG per 30 days) UBRELVY 2 PA; QL (20
rizatriptan 1 MO; QL per 30 days)
(24 per 28 ZAVZPRET 3 PA; MO;
days) QL (6 per
sumatriptan 1 MO; QL 28 days)
(18 per 28 ZEMBRACE 3 MO; QL (8
days) SYMTOUCH per 28 days)
sumatriptan 1 MO; QL zolmitriptan nasal 1 MO; QL
succinate oral (18 per 28 spray,non-aerosol 5 (18 per 28
days) mg days)
sumatriptan 1 QL (8 per zolmitriptan oral 1 MO; QL
succinate 28 days) (18 per 28
subcutaneous days)
cartridge 6 mgl0.5 7OMIG NASAL 3 MO; QL
ml SPRAY,NON- (18 per 28
sumatriptan 1 QL (8 per AEROSOL 5 MG days)
succinate 28 days) MISCELLANEO
subcutaneous pen UsS
injector 4 mgl0.5 ml NEUROLOGICA
sumatriptan 1 MO; QL (8 L THERAPY
succinate per 28 days)
subcutaneous pen ADLARITY MO
injector 6 mgl0.5 ml AMPYRA PA; MO;
sumatriptan 1 MO; QL (8 LA; QL (60
succinate per 28 days) per 30 days)
subcutaneous ARICEPT MO
solution AUBAGIO PA; MO;
sumatriptan- 1 MO; QL QL (30 per
naproxen (18 per 28 30 days)
days) AUSTEDO ORAL 3 PA;MO;
TOSYMRA 3 MO; QL TABLET 12 MG, 9 QL (120 per
(24 per 28 MG 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 viii. 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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AUSTEDO ORAL 3 PA; MO; COPAXONE 3 PA; MO;
TABLET 6 MG QL (60 per SUBCUTANEOU QL (30 per
30 days) S SYRINGE 20 30 days)
AUSTEDO XR 3 PA;MO; MG/ML
ORAL TABLET QL (90 per COPAXONE 3 PA; MO;
EXTENDED 30 days) SUBCUTANEOU QL (12 per
RELEASE 24 HR S SYRINGE 40 28 days)
12MG MG/ML
AUSTEDO XR 3 PA; MO; dalfampridine 1 PA; MO;
ORAL TABLET QL (60 per QL (60 per
EXTENDED 30 days) 30 days)
RELEASE 24 HR DAYBUE 3 PALA
24 MG ;
dimethyl fumarate 3 PA; MO;
AUSTEDO XR 3 PA; MO; oral capsule,delayed QL (14 per
ORAL TABLET QL (30 per release(drlec) 120 30 days)
EXTENDED 30 days) mg
RELEASE 24 HR dimethyl fumarate 3 PA; MO;
30 MG, 36 MG, 42
MG. 48 MG oral capsule,delayed QL (120 per
’ release(drlec) 120 180 days)
AUSTEDO XR 3 PA; MO:; mg (14)- 240 mg
ORAL TABLET QL (210 per (46)
EXTENDED 30 days) dimethyl fumarate 3 PA; MO;
RELEASE 24 HR
6 MG oral capsule,delayed QL (60 per
release(drlec) 240 30 days)
AUSTEDO XR 3 PA; MO; mg
TITRATION QL (42 per :
KT(WKI-4) 180 days) donepezil . MO
ORAL TABLET, EVRYSDI 3 PA; MO;
EXT REL 24HR LA; QL
DOSE PACK 6 (240 per 30
MG (14)-12 MG days)
(14)-24 MG (14) EXELON PATCH 3 MO
BAFIERTAM 3 PA; MO; fingolimod 3 PA; MO;
QL (120 per QL (30 per
30 days) 30 days)
FIRDAPSE 3 PAILA
galantamine 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 viii. To confirm your plan’s specific
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GILENYA ORAL 3 PA; QL (30 KESIMPTA PEN 3 PA; MO;
CAPSULE 0.25 per 30 days) QL (1.6 per
MG 28 days)
GILENYA ORAL 3 PA; MO; KEVEYIS 3 PA
CAPSULE 0.5 MG QL (30 per MAVENCLAD 3 PA; MO:;
30 days) (10 TABLET LA; QL (40
glatiramer PA; QL (30 PACK) per 720
subcutaneous per 30 days) days)
syringe 20 mglml MAVENCLAD (4 3 PA;MO;
glatiramer PA; QL (12 TABLET PACK) LA; QL (16
subcutaneous per 28 days) per 720
syringe 40 mglml days)
glatopa PA; MO; MAVENCLAD (5 3 PA; MO;
subcutaneous QL (30 per TABLET PACK) LA; QL (20
syringe 20 mglml 30 days) per 720
glatopa PA; MO; days)
subcutaneous QL (12 per MAVENCLAD (6 3 PA; MO;
syringe 40 mglml 28 days) TABLET PACK) LA; QL (24
HORIZANT PA; MO; per 720
ORAL TABLET QL (30 per days)
EXTENDED 30 days) MAVENCLAD (7 3 PA; MO;
RELEASE 300 TABLET PACK) LA; QL (28
MG per 720
HORIZANT PA; MO; days)
ORAL TABLET QL (60 per MAVENCLAD (8 3 PA; MO;
EXTENDED 30 days) TABLET PACK) LA; QL (32
RELEASE 600 per 720
MG days)
INGREZZA PA; LA; MAVENCLAD (9 3 PA; MO;
QL (30 per TABLET PACK) LA; QL (36
30 days) per 720
INGREZZA PA; LA; days)
INITIATION QL (28 per MAYZENT 3 PA; MO;
PK(TARDIV) 180 days) ORAL TABLET QL (120 per
INGREZZA PA; LA; 0.25 MG 30 days)
SPRINKLE 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 viii. 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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MAYZENT 3 PA; MO; NAMZARIC 2 PA; MO

ORAL TABLET 1 QL (30 per ORAL

MG, 2 MG 30 days) CAPSULE,SPRIN

MAYZENT 3 PA;MO; KLE.ER 24HR

STARTER(FOR QL (7 per NUEDEXTA PA; MO

IMG MAINT) 180 days) ormalvi PA

MAYZENT 3 PA; MO; PONVORY PA; MO;

STARTER(FOR QL (12 per QL (30 per

2MG MAINT) 180 days) 30 days)

memantine ‘Oral 1 PA; MO PONVORY 14- 3 PA; MO;

capsule,sprinkle,er DAY STARTER QL (14 per

24hr PACK 180 days)

memqntine oral 1 PA; MO RADICAVA ORS PA;: MO

solution RADICAVA ORS PA; MO

memantine oral 1 PA; MO STARTER KIT

tablet SUSP

MEMANTINE 3 PA; MO rivastigmine 1 MO

ORAL L

TABLETS.DOSE rivastigmine tartrate 1 MO

PACK SKYCLARYS 3 PA; LA

NAMENDA 3 PA; MO TASCENSO ODT 3 MO

TITRATION PAK TECFIDERA 3 PA; MO;

NAMENDA XR 3  PA ORAL LA; QL (14

ORAL CAPSULE,DELA per 30 days)

CAPSULE,SPRIN YED

KLE.ER 24HR 14 RELEASE(DR/EC

MG, 28 MG ) 120 MG

NAMENDA XR 3 PA;MO TECFIDERA 3 PA;MO;

ORAL ORAL LA; QL

CAPSULE.SPRIN CAPSULE,DELA (120 per

KLE,ER 24HR 21 YED 180 days)

MG RELEASE(DR/EC

NAMZARIC 2 PA {v[l éo (Zg} (14)-240

ORAL

CAP,SPRINKLE,

ER 24HR DOSE

PACK

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 viii. To confirm your plan’s specific
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TECFIDERA 3 PA; MO; ZEPOSIA 3 PA; MO;
ORAL LA; QL (60 STARTER PACK QL (7 per
CAPSULE,DELA per 30 days) (7-DAY) 180 days)
YED MUSCLE
RELEASE(DR/EC RELAXANTS /
) 240 MG ANTISPASMOD
TEGSEDI 3 PA; MO; IC THERAPY
LA
teriflunomide 3 PA; MO; gﬁiIiOFEN . MO
%Ld(jos)per SOLUTION 10
y MG/5 ML (2
tetrabenazine oral 3 PA; MO; MG/ML)
tablet 12.5 mg QL (240 per baclofen oral 3 MO
5 ; - f)(;d?\is()) SUSpension
tetrabenazine ora ; ;
tablet 25 mg QL (120 per ljjgclofegooral tc;blet 1 MO
30 days) ms, <V Mg, 2 Mg
VUMERITY 3 PA; MO; gﬁiliqflfé\IlET 3 MO
QL (120 per 15 MG
30 days) :
WAINUA 3 PA: LA: cyci(;be;)i;Z;zprzne 1 PA; MO
QL (0.8 per orartabre
28 days) DANTRIUM 3 MO
XENAZINE 3 PA; MO; %Rﬁé CAPSULE
ORAL TABLET LA; QL
12.5 MG (240 per 30 dantrolene oral 1 MO
days) FEXMID 3 PA
XENAZINE 3 PA; MO; FLEQSUVY 3 MO
ORAL TABLET LA; QL LYVISPAH 3 MO
25 MG (120 per 30 MESTINON 3 MO
days) ORAL
ZEPOSIA 3 PA; MO; MESTINON 3 MO
QL (30 per TIMESPAN
30 days)
ZEPOSIA 3 PA; MO; OZQBA‘X I?S .
STARTER KIT QL (28 per pyridostigmine 1 MO
(28-DAY) 180 days) bromide oral syrup

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 viii. 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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PYRIDOSTIGMI 3 MO BUTRANS 3 PA; MO;
NE BROMIDE QL (4 per
ORAL TABLET 28 days)
30 MG codeine sulfate | MO; QL
pyridostigmine 1 MO (180 per 30
bromide oral tablet days)
60 mg DILAUDID 3 MO; QL
pyridostigmine | ORAL LIQUID (2400 per
bromide oral tablet 30 days)
extended release DILAUDID 3 MO; QL
tizanidine 1 MO ORAL TABLET (180 per 30
ZANAFLEX 3 MO days)
ZILBRYSQ PA; LA endocet 1 1\;’16%; QL30
NARCOTIC o
ANALGESICS
fentanyl 1 PA; MO;
acetaminophen-caff- 1 QL (300 per QL (10 per
dihydrocod 30 days) 30 days)
acetaminophen- 1 MO; QL fentanyl citrate 3 PA; MO;
codeine oral solution (4500 per buccal lozenge on a QL (120 per
120-12 mgl5 ml 30 days) handle 1,200 mcg, 30 days)
acetaminophen- 1 MO:; QL 1,600 mcg, 400 mcg,
codeine oral tablet (360 per 30 600 mcg, 800 mcg
300-15 mg, 300-30 days) fentanyl citrate 1 PA; MO;
mg buccal lozenge on a QL (120 per
acetaminophen- 1 MO; QL handle 200 mcg 30 days)
codeine oral tablet (180 per 30 FENTANYL 3 PA; QL
300-60 mg days) CITRATE (120 per 30
BELBUCA 2 PA; MO; BUCCAL days)
QL (60 per TABLET,
30 days) EFFERVESCENT
buprenorphine hcl 1 MO 400 MCG, 800
sublingual MCG
buprenorphine 1 PA; MO;
transdermal patch QL (4 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 viii. 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; MO; hydromorphone 1
CITRATE QL (120 per (pf) injection
BUCCAL 30 days) solution 10 (mglml)
TABLET, (5ml), 10 mgiml
EFFERVESCENT hydromorphone oral 1 MO; QL
600 MCG liquid (2400 per
FENTORA 3 PA; MO; 30 days)
QL (120 per hydromorphone oral 1 MO; QL
30 days) tablet (180 per 30
hydrocodone 1 PA; MO; days)
bitartrate, oral only, QL (90 per hydromorphone oral 1 PA; MO;
er 12hr 30 days) tablet extended QL (60 per
hydrocodone 3 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)
hydrocodone 1 PA; MO; levorphanol tartrate 3 MO; QL
bitartrate, oral QL (60 per (120 per 30
only,ext.rel.24 hr 20 30 days) days)
ZZg;;O ?Og;qjo e, methadone oral 1 PA; MO;
o & y g . MO: OL solution 10 mgl5 ml QL (600 per
ydrocodone- ; 30 days)
acetaminophen oral (5550 per : :
solution 7.5-325 30 days) methgdone oral ! PA; MO,
mgll5 ml solution 5 mgl5 ml QL %2((1)0 :
per ays
hydrocodone- 1 MO; QL : :
acetaminophen oral (390 per 30 thlh;zcjgne oral . IC)Q?: (1;/;(8,
tablet 10-300 mg, 5- days) abtet [0 mg 30 days) pet
300 mg, 7.5-300 mg ays
hydrocodone- 1 MO: QL methadone oral 1 PA; MO;
acetaminophen oral (360 per 30 tablet 5 mg %Ld;zt(; per
tablet 10-325 mg, 5- days) : y
325 mg, 7.5-325 mg morphine 1 1 ?;I(% QL30
: trate ora per
hydrocodone- 1 MO; QL concen
ibuprofen (50 per 30 solution days)
days) morphine oral 1 PA; MO;
capsule, er QL (60 per
multiphase 24 hr 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 viii. To confirm your plan’s specific
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morphine oral 1 PA; MO; OXYCODONE 3 PA; QL (90
capsule,extend.relea QL (90 per ORAL per 30 days)
se pellets 10 mg, 100 30 days) TABLET,ORAL
mg, 20 mg, 30 mg, ONLY,.EXT.REL.
50 mg, 60 mg, 80 12 HR 10 MG, 20
mg MG
morphine oral 1 MO; QL oxycodone- 1 QL (1860
solution (900 per 30 acetaminophen oral per 30 days)
days) solution 5-325 mgl5
morphine oral tablet 1 MO; QL ml
(180 per 30 oxycodone- 3 QL (390 per
days) acetaminophen oral 30 days)
morphine oral tablet 1 PA; MO; tablet 10-300 mg, 5-
extended release QL (120 per 300 mg, 7.5-300 mg
30 days) oxycodone- 1 MO; QL
MS CONTIN 3 PA; MO; acetaminophen oral (360 per 30
QL (120 per tablet 10-325 mg, 5- days)
30 days) 325 mg, 7.5-325 mg
NALOCET 3 MO: QL oxycodone- 1 QL (360 per
(390 per 30 acetaminophen oral 30 days)
days) tablet 2.5-325 mg
oxycodone oral 1 MO; QL OXYCONTIN, 2 PA; MO;
capsule (360 per 30 ORAL ONLY, QL (90 per
days) EXT.REL.12 HR 30 days)
10 MG, 15 MG, 20
oxycodone oral 1 MO; QL : ’
MG, 30 MG, 40
concentrate Eilafﬂy()s)per 30 MG. 60 MG
: OXYCONTIN, 3 PA; MO;
oxpeo O‘i"”e oral . ?;[2(?)’0Q§r ORAL ONLY, QL (60 per
30 da I;) EXT.REL.12 HR 30 days)
Y 80 MG
oxycodone oral : MO; QL oxymorphone oral 1 MO; QL
tablet 10 mg, 15 mg, (180 per 30
tablet 10 mg (360 per 30
20 mg, 30 mg days) days)
oxycodone oral ! MO; QL oxymorphone oral 1 MO; QL
tablet 5 mg (360 per 30
days) tablet 5 mg (180 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
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oxymorphone oral 1 PA; MO; NON-
tablet extended QL (90 per NARCOTIC
release 12 hr 10 mg, 30 days) ANALGESICS
15 mg, 20 mg, 30
mg, 5 mg, 7.5 mg ARTHROTEC 50 3 ST; MO
oxymorphone oral 3 PA; MO; ARTHROTEC 75 3 ST; MO
tablet extended QL (90 per buprenorphine- 1 MO; QL
release 12 hr 40 mg 30 days) naloxone sublingual (60 per 30
PERCOCET 3 MO; QL Jilm 12-3 mg days)
(360 per 30 buprenorphine- 1 MO; QL
days) naloxone sublingual (360 per 30
PROLATE ORAL 3 MO; QL film 2-0.5 mg days)
SOLUTION (2000 per buprenorphine- 1 MO; QL
30 days) naloxone sublingual (90 per 30
prolate oral tablet 1 MO; QL film 4-1 mg, 8-2 mg days)
(390 per 30 buprenorphine- 1 MO:; QL
days) naloxone sublingual (360 per 30
ROXICODONE 3 MO; QL tablet 2-0.5 mg days)
ORAL TABLET (180 per 30 buprenorphine- 1 MO; QL
15 MG, 30 MG days) naloxone sublingual (90 per 30
ROXYBOND 3 MO;QL tablet 8-2 mg days)
ORAL TABLET, (180 per 30 butorphanol nasal 1 MO; QL
ORAL ONLY 15 days) (10 per 28
MG, 30 MG days)
ROXYBOND 3 MO;QL CAMBIA 3 ST;MO;
ORAL TABLET, (360 per 30 QL (9 per
ORAL ONLY 5 days) 30 days)
MG CELEBREX 3 MO
SEGLENTIS 3 ST; MO; celecoxib 1 MO
%Ld(; yzs‘; per CONZIP 3 PA:MO:
QL (30 per
SUBLOCADE MO 30 days)
TREZIX QL (300 per DAYPRO 3 ST; MO
30 days) DICLOFENAC 3 PA:QL (60
XTAMPZA ER 3 PA; MO; EPOLAMINE per 30 days)
QL (90 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 viii. To confirm your plan’s specific
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diclofenac 1 MO ibuprofen oral tablet 1 MO
potassium oral 400 mg, 800 mg
capsule ibuprofen oral tablet 1
diclofenac 1 MO; QL (9 600 mg
potassium oral per 30 days) ibuprofen- 1 MO
powder in packet famotidine
diclofenac 3 MO INDOCIN 3 MO
potassium oral RECTAL
I?blez 25 mg indomethacin rectal 3 MO
dlctlofe(aac l 1 MO suppository 50 mg
porassm ora ketoprofen oral 1
tablet 50 mg
capsule 25 mg, 50
diclofenac sodium 1 MO mg
oral ketoprofen oral | MO
diclofenac sodium 1 MO; QL capsule,ext rel.
topical drops (300 per 28 pellets 24 hr 200 mg
el _ . lc\i/EIIZ)S)QL KLOXXADO MO
iclofenac sodium ; ) )
topical solution in (224 per 28 LICART g}‘:’ (g/loo’er
metered-dose pump days) 30 days)p
diclofenac- . MO LODINE ORAL 3 ST
misoprostol TABLET
diflunisal 1 MO lofena 3 MO
;’Odd“; 1 1 MO LUCEMYRA 3 PA;MO
enoprofen ora
rablet meclofenc‘zmat‘e 1 MO
FLECTOR 3 PA: MO: mefenamic acid | MO
QL (60 per meloxicam oral 1 MO; QL
30 days) tablet (30 per 30
flurbiprofen oral 1 MO days)
tablet 100 mg melwficam‘ | MO; QL
ibu oral tablet 600 1 MO submicronized (30 per 30
days)
mg, 800 mg
ibuprofen oral 1 MO nabumetone ! MO
suspension NALFON ORAL 3 ST; MO
TABLET
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naloxone injection 1 MO NUCYNTA ER 3 PA; MO;
solution QL (60 per
naloxone injection 1 MO 30 days)
syringe NUCYNTA 3 MO; QL
naloxone nasal 1 MO ORAL TABLET (181 per 30
naltrexone | MO 100 MG days)
NAPRELAN CR 3 ST; MO NUCYNTA 3 MO; QL
ORAL TABLET (362 per 30
ORAL TABLET,
ER 50 MG days)
MULTIPHASE 24 NUCYNTA 3 MO:QL
HR 375 MG, 750 ORAL TABLET (242 per 30
MG 75 MG days)
NAPRELAN CR 3 ST OPVEE 3
ORAL TABLET, oxaprozin oral 1 MO
ER tablet
MULTIPHASE 24 PENNSAID 3 ST:QL
HR 500 MG TOPICAL (224 per 28
NAPROSYN 3 ST SOLUTION IN days)
ORAL METERED-DOSE
SUSPENSION PUMP
naproxen oral 1 MO piroxicam 1 MO
suspension QDOLO 3 QL (2400
naproxen oral tablet 1 MO per 30 days)
naproxen oral 1 MO RELAFEN DS ST; MO
tablet,delayed SPRIX ST
release (drlec) 375 SUBOXONE MO: QL
e SUBLINGUAL (60 per 30
naproxen sodium 1 MO FILM 12-3 MG days)
gg‘g ];”b let 275 mg, SUBOXONE 3 MO:QL
g SUBLINGUAL (360 per 30
naproxen sodium 1 MO FILM 2-0.5 MG days)
oral tablet, er SUBOXONE 3 MO;QL
multiphase 24 hr
SUBLINGUAL (90 per 30
naproxen- 3 MO FILM 4-1 MG, 8-2 days)
esomeprazole MG
sulindac 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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TOLECTIN 600 3 ST ZUBSOLV 2 MO; QL
tolmetin oral 1 MO SUBLINGUAL (30 per 30
capsule TABLET 0.7-0.18 days)
TRAMADOL 3 pAo; MG 14D36MG,
ORAL QL (30 per 0.71 MG, 5.7-1.4
CAPSULE,ER 30 days) M G T
BIPHASE 24 HR
17-83 ZUBSOLV 2 MO; QL
: : SUBLINGUAL (60 per 30
TRAMADOL 3 PA; MO; TABLET 8.6-2.1 days)
ORAL QL (30 per MG
CAPSULE,.ER 30 days)
BIPHASE 24 HR PSYCHOTHER
25-75 100 MG, 200 APEUTIC
MG DRUGS
TRAMADOL 3 MO; QL ABILIFY 3 MO; QL
ORAL (2400 per ASIMTUFII (2.4 per 56
SOLUTION 30 days) INTRAMUSCUL days)
TRAMADOL 3 MO; QL AR
ORAL TABLET (120 per 30 SUSPENSION,EX
100 MG, 25 MG days) TENDED REL
tramadol oral tablet 1 MO; QL SYRING 720
50 mg (240 per 30 MG/2.4 ML
days) ABILIFY 3 MO; QL
tramadol oral tablet 1 PA; MO; ASIMTUFII (3.2 per 56
extended release 24 QL (30 per INTRAMUSCUL days)
hr 30 days) ?IIJ{SPENSION EX
tramadol oral 1 PA; QL (30 ’
bl Ttinh 30 d TENDED REL
;c; het, er multiphase per ays) SYRING 960
! MG/3.2 ML
tramadol- , 1 1\;[4% QL 0 ABILIFY 3 MO:QL(
acetaminophen (240 per MAINTENA per 28 days)
days)
VIMOVO 3 ST; MO
VIVITROL 3 MO
ZIMHI 3
ZIPSOR 3 ST; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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ABILIFY 3 PA; QL (30 amoxapine | MO
MYCITE per 30 days) amphetamine 1 PA; MO
MAINTENANCE sulfate
KIT ORAL
TABLET WITH ANAFRANIL MO
SENSOR AND APLENZIN MO; QL
STRIP 15 MG, 2 (30 per 30
MG, 20 MG, 30 days)
MG, 5 MG APTENSIO XR 3 ST; MO
ABILIFY 3 PA; QL (30 aripiprazole oral 1 MO
MYCITE per 30 days) solution
STARTER KIT aripiprazole oral 1 MO; QL
ORAL TABLET tablet (30 per 30
WITH SENSOR, days)
STRIP, POD 10 aripiprazole oral 1 MO; QL
MG . .
tablet,disintegrating (60 per 30
ABILIFY ORAL 3 QL (30 per days)
f?ﬁgg& 2/11\(4}(}5 30 days) ARISTADA 3 MO;QL
’ ’ INITIO (4.8 per 365
MG days)
TABLET2MG.20  (Operso  ARISTADA 5 MO:QL
’ P INTRAMUSCUL (3.9 per 56
MG days)
AR days)
ADDERALL 3 MO SUSPENSION,EX
ORAL TABLET TENDED REL
20 MG, 5 MG, 7.5 SYRING 1,064
MG MG/3.9 ML
ADDERALL XR ST; MO ARISTADA 3 MO: QL
ADZENYS XR- ST; MO INTRAMUSCUL (1.6 per 28
oDT AR days)
AMBIEN 3 MO; QL SUSPENSION,EX
(30 per 30 TENDED REL
days) SYRING 441
AMBIEN CR 3 MO; QL MG/1.6 ML
(30 per 30
days)
amitriptyline 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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ARISTADA 3 MO; QL BELSOMRA 3 PA; MO;
INTRAMUSCUL (2.4 per 28 QL (30 per
AR days) 30 days)
%g;lgag)sfgjlsx bupropion hcl oral | MO
tablet
1%/}2}{/31\4]1?\/[6]?2 bupropion hcl oral 1 MO; QL
i tablet extended (90 per 30
ARISTADA 3 MO; QL release 24 hr 150 mg days)
IIAI\II{TRAMUSCUL ((1321-251))er 28 bupropion hcl oral 1 MO; QL
SUSPENSION.EX y tablet extended (30 per 30
TENDED REI: release 24 hr 300 mg days)
SYRING 882 BUPROPION 3 MO; QL
MG/3.2 ML HCL ORAL (30 per 30
— : : TABLET days)
armodafinil 1 lgi, (1;/{)0,er EXTENDED
30 da S)p RELEASE 24 HR
— 1 Y 450 MG
asenapine mateate ?g(? ’eQrITZO bupropion hcl oral 1 MO; QL
da E) tablet sustained- (60 per 30
y release 12 hr days)
ATIVAN ORAL 3 PA; MO; biishi ] MO
TABLET 0.5 MG, QL (90 per usptrone
1 MG 30 days) CAPLYTA 3 MO; QL
ATIVAN ORAL 3 PA; MO; 00 pet 30
TABLET 2 MG QL (150 per ays
30 days) CELEXA ORAL 3 MO; QL
atomoxetine oral 1 MO; QL TABLET 5130 p)er 30
capsule 10 mg, 18 (60 per 30 ays
mg, 25 mg, 40 mg days) chlorpromazine oral 1 MO
atomoxetine oral 1 MO; QL CITALOPRAM 3 MO:; QL
capsule 100 mg, 60 (30 per 30 ORAL CAPSULE (30 per 30
mg, 80 mg days) days)
AUVELITY 3 ST; MO; citalopram oral 1 MO
QL (60 per solution
30 days) citalopram oral 1 MO; QL
AZSTARYS 3 ST; MO tablet (30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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clomipramine 1 MO DESVENLAFAXI 3 MO; QL
clonidine hcl oral 1 MO NE ORAL (30 per 30
tablet extended TABLET days)
release 12 hr EXTENDED
clorazepate 1 PA; MO; RELEASE 24 HR
. . 50 MG
dipotassium oral QL (180 per :
tablet 15 mg 30 days) desv?nlafaxme 1 MO; QL
clorazepate | PA; MO; succinate 51330 Ser 30
dipotassium oral QL (90 per y
tablet 3.75 mg 30 days) DEXEDRINE 3 ST; MO
clorazepate 1 PA; MO; SPANSULE
orazeps e ORAL CAPSULE,
dipotassium oral QL (360 per
tablet 7.5 mg 30 days) EXTENDED
- RELEASE 10 MG
clozapine ! dexmethylphenidate 1 MO
CLOZARIL & dextroamphetamine 1 MO
CONCERTA 3 ST; MO sulfate oral capsule,
COTEMPLA XR- 3 ST; MO extended release
ODT dextroamphetamine 1 MO
CYMBALTA 3 MO; QL sulfate oral solution
(60 per 30 dextroamphetamine 1 MO
days) sulfate oral tablet
DAYTRANA ST; MO 10 mg, 15 mg, 20
DAYVIGO PA; MO; mg, 30 mg, 5 mg
QL (30 per dextroamphetamine 1 MO
30 days) -amphetamine
desipramine 1 MO diazepam intensol 1 PA; MO;
DESVENLAFAXI 3  MO;QL QL (240 per
NE ORAL (120 per 30 30 days)
TABLET days) diazepam oral 1 PA; MO;
EXTENDED solution 5 mgl5 ml QL (1200
RELEASE 24 HR (1 mgiml) per 30 days)
100 MG diazepam oral tablet 1 PA; MO;
QL (120 per
30 days)
doxepin oral capsule 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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doxepin oral 1 MO ergoloid 1
concentrate escitalopram 1 MO
doxepin oral tablet | MO; QL oxalate oral solution
(30 per 30 escitalopram 1 MO:; QL
days) oxalate oral tablet (30 per 30
DRIZALMA 3 MO; QL days)
glééchEAgi{%]iE, Efa(;f)er 30 eszopiclone 1 MO; QL
(30 per 30
SPRINKLE 20 days)
ﬁg’ 30 MG, 60 EVEKEO PA; MO
: FANAPT ORAL ST; MO;
DRIZALMA 3 MO; QL TABLET QL (60 per
ORAL CAPSULE, (90 per 30 30 days)
DELAYED REL days) ys
SPRINKLE 40 FANAPT ORAL 3 ST; MO;
MG TABLETS,DOSE QL (8 per
duloxetine oral 1 MO; QL PACK 130 days)
capsule,delayed (60 per 30 FETZIMA ORAL 2 MO; QL
release(drlec) 20 days) CAPSULE,EXT (28 per 180
mg, 30 mg, 60 mg REL 24HR DOSE days)
duloxetine oral 1 MO; QL PACK 20 MG (2)-
40 MG (26)
capsule,delayed (90 per 30
release(drlec) 40 days) FETZIMA ORAL 2 MO; QL
mg CAPSULE.EXTE (30 per 30
DYANAVEL XR ST; MO NDED RELEASE days)
’ 24 HR
ggiELXOR XR ?;[(?;g%o fluoxetine (pmdd) 1 QL (240 per
CAPSULE.EXTE days) oral tablet 10 mg 30 days)
NDED RELEASE fluoxetine (pmdd) 1 QL (120 per
24HR 150 MG, oral tablet 20 mg 30 days)
37.5MG fluoxetine oral 1 MO; QL
EFFEXOR XR 3 MO; QL capsule 10 mg (30 per 30
ORAL (90 per 30 days)
CAPSULE,EXTE days) fluoxetine oral 1 MO; QL
NDED RELEASE capsule 20 mg (90 per 30
24HR 75 MG days)
EMSAM 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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fluoxetine oral | MO; QL FORFIVO XL 3 MO; QL
capsule 40 mg (60 per 30 (30 per 30
days) days)
fluoxetine oral | MO; QL (4 GEODON 3 MO
capsule,delayed per 28 days) INTRAMUSCUL
release(drlec) AR
fluoxetine oral 1 MO GEODON ORAL 3 MO; QL
solution (60 per 30
fluoxetine oral 1 MO; QL days)
tablet 10 mg (240 per 30 HALDOL 3 MO
days) DECANOATE
fluoxetine oral 1 MO; QL INTRAMUSCUL
tablet 20 mg (120 per 30 AR SOLUTION
days) 100 MG/ML
fluoxetine oral 1 MO; QL haloperidol 1 MO
tablet 60 mg (30 per 30 haloperidol 1
days) decanoate
fluphenazine 1 MO intramuscular
decanoate solution 100 mgiml
fluphenazine hcl 1 MO (1mi) :
fluvoxamine oral 1 MO; QL haloperidol . MO
decanoate
capsule,extended (60 per 30 . ‘
release 24hr days) intramuscular
solution 100 mglml,
fluvoxamine oral 1 MO; QL 50 mglml, 50
tablet 100 mg (90 per 30 mglml(1ml)
days) haloperidol lactate 1 MO
fluvoxamine oral 1 MO; QL injection
tablet 25 mg (30 per 30 haloperidol lactate 1 MO
days) oral
fluvoxamine oral 1 MO; QL HETLIOZ 3 PA: MO:
tablet 50 mg (60 per 30
days) QL (30 per
y 30 days)
FOCALIN MO HETLIOZ LQ 3 PA; MO;
FOCALIN XR 3 ST; MO QL (158 per
30 days)
imipramine hcl 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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imipramine pamoate 1 MO INVEGA 2 MO; QL

INVEGA 3 MO; QL SUSTENNA (0.25 per 28

HAFYERA (3.5 per 180 INTRAMUSCUL days)

INTRAMUSCUL days) AR SYRINGE 39

AR SYRINGE MG/0.25 ML

1,092 MG/3.5 ML INVEGA 3 MO; QL

INVEGA 3 MO:; QL (5 SUSTENNA (0.5 per 28

HAFYERA per 180 INTRAMUSCUL days)

INTRAMUSCUL days) AR SYRINGE 78

AR SYRINGE MG/0.5 ML

1,560 MG/5 ML INVEGA 3 MO; QL

INVEGA ORAL 3 MO; QL TRINZA (0.88 per 90

TABLET (30 per 30 INTRAMUSCUL days)

RELEASE 24HR 3 MG/0.88 ML

MG, 9 MG INVEGA 3 MO; QL

INVEGA ORAL 3 MO;QL TRINZA (1.32 per 90

TABLET (60 per 30 INTRAMUSCUL days)

EXTENDED days) AR SYRINGE 410

RELEASE 24HR 6 MG/1.32 ML

MG INVEGA 3 MO; QL

INVEGA 3 MO; QL TRINZA (1.75 per 90

SUSTENNA (0.75 per 28 INTRAMUSCUL days)

INTRAMUSCUL days) AR SYRINGE 546

AR SYRINGE 117 MG/1.75 ML

MG/0.75 ML INVEGA 3 MO; QL

INVEGA 3 MO; QL (1 TRINZA (2.63 per 90

SUSTENNA per 28 days) INTRAMUSCUL days)

INTRAMUSCUL AR SYRINGE 819

AR SYRINGE 156 MG/2.63 ML

MG/ML JORNAY PM ST; MO

INVEGA 3 MO; QL LATUDA ORAL MO; QL

SUSTENNA (1.5 per 28 TABLET 120 MG, (30 per 30

INTRAMUSCUL days) 20 MG, 40 MG, 60 days)

AR SYRINGE 234 MG

MG/1.5 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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LATUDA ORAL 3 MO; QL LUMRYZ 3 PA; MO;
TABLET 80 MG (60 per 30 QL (30 per
days) 30 days)
LEXAPRO ORAL 3 MO; QL lurasidone oral | MO; QL
TABLET (30 per 30 tablet 120 mg, 20 (30 per 30
days) mg, 40 mg, 60 mg days)
lisdexamfetamine 1 MO lurasidone oral 1 MO; QL
lithium carbonate 1 MO tablet 80 mg (60 per 30
T 5 days)
lithium citrate 1
LITHOBID 3 MO LYBALVI 3 gl]l’ ?3/[(? I;Gr
lorazepam intensol 1 PA; QL 30 days)
Eilasy Os)per 30 MARPLAN 3 MO
lorazepam oral 1 PA; MO; METADATE ?D . ST
tablet 0.5 mg, 1 mg QL (90 per methamphetamine 1 PA; MO
30 days) METHYLIN 3 MO
lorazepam oral 1 PA; MO; ORAL
tablet 2 mg QL (150 per SOLUTION
30 days) methylphenidate 1 MO
LOREEV XR 3 PA; MO; methylphenidate hcl 1 MO
ORAL QL (30 per oral cap,er
CAPSULE,EXTE 30 days) sprinkle,biphasic 40-
NDED RELEASE 60
24HR 1 MG, 1.5 methylphenidate hcl 1 MO
MG oral capsule, er
LOREEV XR 3 PA; MO; biphasic 30-70
ORAL QL (150 per methylphenidate hcl 1 MO
CAPSULE.EXTE 30 days) oral capsule,er
NDED RELEASE biphasic 50-50
24HR 2 MG methylphenidate hcl 1 MO
é(lii]iEV XR 3 IC)Q?: (%OQ oral solution
per ;
CAPSULE,EXTE 30 days) metlhty llﬁ’;‘et””dm hol R MO
NDED RELEASE ordr tavie
24HR 3 MG methylphenidate hcl 1 MO
: : oral tablet extended
loxapine succinate 1 MO

release

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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methylphenidate hcl 1 NORPRAMIN 3
oral tablet extended ORAL TABLET
release 24hr 18 mg 10 MG, 25 MG
(bx ratl:ng), 27 mg nortriptyline 1 MO
(bx rating), 36 mg NUPLAZID 3 PA; MO:
(bx rating ), 54 mg
(bx rating) QL (30 per
: 30 days)
methylphenidate hcl 1 MO NUVIGIL 3 PA: MO:
oral tablet extended
QL (30 per
release 24hr 18 mg, 30 days)
27 mg, 36 mg, 54 y
mg ?lanzapine 1 MO
METHYLPHENI 3 ST;MO intramuscular
DATE HCL olanzapine oral 1 MO; QL
ORAL TABLET (30 per 30
EXTENDED days)
RELEASE 24HR olanzapine- | MO
45 MG, 63 MG, 72 fluoxetine
MG paliperidone oral 1 MO; QL
methylphenidate hcl 1 MO tablet extended (30 per 30
oral tablet,chewable release 24hr 1.5 mg, days)
mirtazapine 1 MO 3 mg, 9 mg
modafinil oral tablet 1 PA; MO; paliperidone oral 1 MO; QL
100 mg QL (30 per tablet extended (60 per 30
30 days) release 24hr 6 mg days)
modafinil oral tablet 1 PA; MO; PAMELOR MO
200 mg QL (60 per PARNATE MO
30 days) paroxetine hcl oral 1 MO
molindone oral 1 suspension
tablet 10 mg, 25 mg paroxetine hcl oral 1 MO; QL
molindone oral 1 MO tablet 10 mg, 20 mg, (30 per 30
tablet 5 mg 40 mg days)
MYDAYIS ST; MO paroxetine hcl oral 1 MO; QL
NARDIL MO tablet 30 mg (60 per 30
nefazodone MO days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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paroxetine hcl oral | MO; QL PROZAC ORAL 3 MO; QL
tablet extended (60 per 30 CAPSULE 20 MG (90 per 30
release 24 hr days) days)
paroxetine 1 MO; QL PROZAC ORAL 3 MO; QL
mesylate(menop.sy (30 per 30 CAPSULE 40 MG (60 per 30
m) days) days)
PAXIL CR 3 MO; QL QELBREE ORAL 3 ST; MO;
(60 per 30 CAPSULE,EXTE QL (30 per
days) NDED RELEASE 30 days)
PAXIL ORAL 3 MO;QL 24HR 100 MG, 150
TABLET 10 MG, (30 per 30 MG
20 MG, 40 MG days) QELBREE ORAL 3 ST; MO;
PAXIL ORAL 3 MO; QL CAPSULE.EXTE QL (60 per
TABLET 30 MG (60 per 30 NDED RELEASE 30 days)
days) 24HR 200 MG
perphenazine 1 MO quetiapine oral 1 MO; QL
PERSERIS 3 ST: MO: tablet 100 mg, 200 (90 per 30
QL (1 per mg, 25 mg, 50 mg days)
30 days) QUETIAPINE 3 MO:;QL
. ORAL TABLET (90 per 30
pi.zenel.zme 1 MO 150 MG days)
pimozide ! MO quetiapine oral 1 MO; QL
PRISTIQ 3 MO:; QL tablet 300 mg, 400 (60 per 30
5130 per 30 mg days)
ays) quetiapine oral 1 MO; QL
procentra 1 MO tablet extended (30 per 30
protriptyline 1 MO release 24 hr 150 days)
PROVIGILORAL 3  PA; MO; mg, 200 mg
TABLET 100 MG QL (30 per quetiapine oral 1 MO; QL
30 days) tablet extended (60 per 30
PROVIGILORAL 3  PA;MO; release 24 hr 300 days)
TABLET 200 MG QL (60 per mg, 400 mg, 50 mg
30 days) QUILLICHEW 3 ST; MO
PROZAC ORAL 3 MO;QL ER
CAPSULE 10 MG (30 per 30 QUILLIVANT XR 3 ST; MO
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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QUVIVIQ 3 PA; MO; risperidone 1 MO; QL (2
QL (30 per microspheres per 28 days)
30 days) intramuscular
ramelteon MO; QL suspension,extended
(30 per 30 rel recon 12.5 mg/2
days) ml, 25 mg/2 ml
RELEXXITI ORAL ST risperidone 3 MO:; QL (2
TABLET microspheres per 28 days)
EXTENDED intramuscular
RELEASE 24HR suspension,extended
18 MG, 27 MG, 36 rel recon 37.5 mg/2
MG ml, 50 mg/2 ml
RELEXXITI ORAL ST: MO risperidone oral 1 MO
TABLET solution
EXTENDED risperidone oral 1 MO; QL
RELEASE 24HR tablet 0.25 mg, 0.5 (60 per 30
45 MG, 63 MG mg, 1 mg, 2 mg, 3 days)
REMERON MO mg
ORAL TABLET risperidone oral 1 MO; QL
15 MG, 30 MG tablet 4 mg (120 per 30
REMERON MO days)
SOLTAB risperidone oral 1 MO; QL
REXULTI ORAL MO:; QL tablet, disintegrating (60 per 30
TABLET (30 per 30 0.25mg, 0.5 mg, 1 days)
days) mg, 2 mg, 3 mg
RISPERDAL MO:; QL (2 risperidone oral 1 MO; QL
CONSTA per 28 days) tablet, disintegrating (120 per 30
RISPERDAL MO 4 mg days)
ORAL RITALIN 3 MO
SOLUTION RITALIN LA 3 ST; MO
RISPERDAL MO; QL ROZEREM 3 MO; QL
ORAL TABLET (60 per 30 (30 per 30
0.5 MG, 1 MG, 2 days) days)
MG, 3 MG SAPHRIS 3 MO;QL
RISPERDAL MO; QL (60 per 30
ORAL TABLET 4 (120 per 30 days)
MG days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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SECUADO 3 MO; QL SODIUM 3 PA; LA;
(30 per 30 OXYBATE QL (540 per
days) (PREFERRED 30 days)
SEROQUEL 3 MO;QL NDCS
ORAL TABLET (90 per 30 STARTING
100 MG, 200 MG, days) WITH 00054)
25 MG, 50 MG STRATTERA 3 ST; MO;
SEROQUEL 3 MO; QL ORAL CAPSULE QL (60 per
ORAL TABLET (60 per 30 10 MG, 18 MG, 25 30 days)
300 MG, 400 MG days) MG, 40 MG
SEROQUEL XR 3 MO; QL STRATTERA 3 ST; MO;
ORAL TABLET (30 per 30 ORAL CAPSULE QL (30 per
EXTENDED days) 100 MG, 60 MG, 30 days)
RELEASE 24 HR 80 MG
150 MG, 200 MG SUNOSI 3 PA; MO;
SEROQUEL XR 3 MO;QL QL (30 per
ORAL TABLET (60 per 30 30 days)
EXTENDED days) SYMBYAX 3
RELEASE 24 HR ORAL CAPSULE
300 MG, 400 MG, 3-25 MG
S0 MG SYMBYAX 3 MO
SERTRALINE 3 MO; QL ORAL CAPSULE
ORAL CAPSULE (30 per 30 6-25 MG
days) tasimelteon 3 PA; MO;
sertraline oral 1 MO QL (30 per
concentrate 30 days)
sertraline oral tablet 1 MO; QL thioridazine 1 MO
100 mg, 50 mg (60 per 30 thiothixene 1 MO
days) tranylcypromine 1 MO
sertraline oral tablet 1 MO; QL P 1 MO
25 mg (30 per 30 azodone
days) trifluoperazine 1 MO
SILENOR 3 MO:; QL trimipramine 1 MO
(30 per 30 TRINTELLIX 2 MO; QL
days) (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 viii. 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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UZEDY 3 MO; QL UZEDY 3 MO; QL
SUBCUTANEOU (0.28 per 28 SUBCUTANEOU (0.14 per 28
S days) S days)
SUSPENSION,EX SUSPENSION,EX
TENDED REL TENDED REL
SYRING 100 SYRING 50
MG/0.28 ML MG/0.14 ML
UZEDY 3 MO; QL UZEDY 3 MO; QL
SUBCUTANEOU (0.35 per 28 SUBCUTANEOU (0.21 per 28
S days) S days)
SUSPENSION,EX SUSPENSION,EX
TENDED REL TENDED REL
SYRING 125 SYRING 75
MG/0.35 ML MG/0.21 ML
UZEDY 3 MO; QL VENLAFAXINE 3 MO; QL
SUBCUTANEOU (0.42 per 56 BESYLATE (30 per 30
S days) days)
SUSPENSION,EX venlafaxine oral 1 MO; QL
TENDED REL capsule,extended (30 per 30
SYRING 150 release 24hr 150 days)
MG/0.42 ML mg, 37.5 mg
UZEDY 3 MO; QL venlafaxine oral 1 MO; QL
SUBCUTANEOU (0.56 per 56 capsule,extended (90 per 30
S days) release 24hr 75 mg days)
%Ié;lg]}:\IDS I}g)]}:\II:EX venlafaxine oral 1 MO; QL
SYRING 200 tablet (90 per 30
MG/0.56 ML days)
UZEDY 3 MO: QL venlafaxine oral 1 MO; QL
SUBCUTANEOU (0.7 ’per 56 tablet extended (30 per 30
S days) release 24hr days)
SUSPENSION,EX VERSACLOZ
TENDED REL VIIBRYD ORAL MO; QL
SYRING 250 TABLET (30 per 30
MG/0.7 ML days)
vilazodone 1 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 viii. 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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VRAYLAR ORAL 3 MO; QL ZENZEDI ORAL 3 MO
CAPSULE (30 per 30 TABLET 15 MG,
days) 2.5 MG, 20 MG, 30
VYVANSE ST; MO MG, 7.5 MG
WAKIX PA; MO; ziprasidone hcl 1 MO; QL
per 30 days) days)
WELLBUTRIN 3 MO;QL ziprasidone I MO
SR (60 per 30 mesylate
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
WELLBUTRIN 3 MO; QL days)
XL ORAL (30 per 30 zolpidem oral tablet 1 MO:; QL
TABLET days) (30 per 30
EXTENDED days)
RELEASE 24 HR zolpidem oral 1 MO; QL
300 MG
tablet,ext release (30 per 30
XELSTRYM ST; MO multiphase days)
XYREM PA; LA; ZURZUVAE 3 PA; MO;
QL (540 per ORAL CAPSULE QL (28 per
30 days) 20 MG, 25 MG 365 days)
XYWAV 3 PAJLA; ZURZUVAE 3 PA; MO;
QL (540 per ORAL CAPSULE QL (14 per
30 days) 30 MG 365 days)
zaleplon oral 1 MO; QL 7YPREXA 3 MO
capsule 10 mg (60 per 30 INTRAMUSCUL
days) AR
zaleplon oral 1 MO; QL ZYPREXA ORAL 3 MO; QL
capsule 5 mg (30 per 30 (30 per 30
days) days)
zenzedi oral tablet 1 MO
10 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 viii. 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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ZYPREXA 3 MO:; QL (2 RYTHMOL SR 3
RELPREVV per 28 days) sotalol af 1
INTRAMUSCUL
AR SUSPENSION sotalol oral 1 MO
FOR SOTYLIZE 3 MO
RECONSTITUTI TIKOSYN 3 MO
ON 210 MG ANTIHYPERTE
ZYPREXA ZYDIS 3 MO; QL NSIVE
(30 per 30 THERAPY
days
CARDIOVAS yS) acebutolol 1 MO
CULAR ALDACTONE 3 MO
HYPER"I‘EN SI aliskiren 1 MO
ALTACE ORAL 3 MO
ON/LIPIDS CAPSULE 1.25
ANTIARRHYTH MG, 10 MG, 2.5
MIC AGENTS MG
ALTACE ORAL 3
amiodarone oral 1 MO
APSULE 5 M
tablet 100 mg, 200 CAPSULE 5 MG
m amiloride 1 MO
g
amiodarone oral 1 amiloride- o 1 MO
tablet 400 mg hydrochlorothiazide
BETAPACE AF 3 MO amlodipine I MO
dofetilide I MO Zmlodlp”?le' . MO
flecainide 1 MO enlaze.pi"l i O
mexiletine 1 MO z;}l;(ejs;ﬁizz-
MULTAQ 2 MO amlodipine- 1 MO
pacerone oral tablet 1 MO valsartan
igg mg, 200 mg, amlodipine- 1 MO
ms valsartan-hcthiazid
propafenone 1 MO ATACAND 3 ST:MO
quinidine gluconate 1 MO ATACAND HCT 3 ST- MO
oral ’
tenolol 1 MO
quinidine sulfate 1 MO atenoro
oral tablet atenolol- 1 MO
chlorthalidone

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 viii. 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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AVALIDE 3 ST; MO CARDURA 3 MO; QL

AVAPRO 3 ST; MO ORAL TABLET 8 (60 per 30

AZOR 3 ST;MO MG days)

benazepril 1 MO CARDURA XL 3 MO; QL

(30 per 30

benazepril- 1 MO days)

hydrochlorothiazide CAROSPIR 3 MO

BENICAR 3 ST; MO P 1 MO

BENICAR HCT 3 ST; MO carvedilol 1 MO

betaxolol oral ! MO carvedilol phosphate 1 MO

BIDIL 3 ?g?)’ %143 0 chlorthalidone oral 1 MO

days)p tablet 25 mg, 50 mg
bisoprolol fumarate 1 MO clonidine ! 11221?58(2;;13(2)
Z;S;;i) V:}f?(f;ol hiazide . MO clonidine hel oral 1 MO
tablet

bumetanide 1 MO CLONIDINE 3 MO

BYSTOLIC ORAL 3 HCL ORAL

TABLET 10 MG TABLET

BYSTOLIC ORAL 3 MO EXTENDED

TABLET 2.5 MG, RELEASE 24 HR

20 MG, 5 MG COZAAR 3 ST;MO

candesartan 1 MO DEMSER 3 PA;: MO

candesartan- 1 MO DIBENZYLINE 3 PA;MO

hy droch.lorolhlaZld diltiazem hcl oral 1 MO

captopril 1 MO capsule,extended

CARDIZEM CD 3 MO release 12 hr

CARDIZEM LA 3 MO diltiazem hcl oral 1 MO

CARDIZEM 3 MO capsule,extended

ORAL TABLET release 24 h}’ 360

120 MG, 30 MG, mg, 420 mg

60 MG diltiazem hcl oral 1

CARDURA 3 MO; QL capsule,extended

ORAL TABLET 1 (30 per 30 release 24hr 120 mg

MG, 2 MG, 4 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 viii. 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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diltiazem hcl oral 1 MO fosinopril- 1 MO
capsule,extended hydrochlorothiazide
release 24hr 180 FUROSCIX 3 ST
mg, 240 mg, 300 mg Jfurosemide injection 1 MO
diltiazem hcl oral 1 MO solution
tablet furosemide oral 1 MO
diltiazem hcl oral 1 MO solution 10 mgiml,
tablet extended 40 mgl5 ml (8
release 24 hr mglml)
dilt-xr 1 MO furosemide oral 1 MO
DIOVAN 3 ST; MO tablet
DIOVAN HCT 3 ST; MO hydralazine oral | MO
DIURIL 3 MO hydrochlorothiazide 1 MO
doxazosin oral | MO; QL HYZAAR 3 ST; MO
tablet 1 mg, 2 mg, 4 (30 per 30 indapamide 1 MO
" days) INDERAL LA 3 MO
doxazosin oral 1 MO; QL INNOPRAN XL 3 MO
tablet 8 mg (60 per 30
days) INSPRA 3 MO
DYRENIUM 3 MO irbesartan 1 MO
EDARBI D) MO irbesartan- 1 MO
EDARBYCLOR 5 MO h ydroc}.zlorolhlazzde
EDECRIN - MO zsosorbldg- 1 MO; QL
hydralazine (180 per 30
enalapril maleate 1 MO days)
enalapril- . 1 MO isradipine 1 MO
hfdl’ f"é’llf’[’(;f’]”;? ide KAPSPARGO 3 MO
; ga avte - SPRINKLE
KATERZIA 3 MO
eplerenone 1 MO
ethacrynic acid 1 MO KERENDIA 2 PA; QL (39
per 30 days)
EXFORGE . ST, MO labetalol oral 1 MO
EXFQRGE HCT 3 ST; MO LASIX ORAL 3 MO
felodipine 1 MO TABLET 20 MG,
fosinopril 1 MO 40 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 viii. 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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LASIX ORAL 3 nifedipine oral 1 MO

TABLET 80 MG tablet extended

lisinopril 1 MO release

lisinopril- 1 MO nifedipine oral | MO

hydrochlorothiazide tablet extended

LOPRESSOR 3 MO release 24hr

ORAL nimodipine 1 MO

losartan 1 MO nisoldipine | MO

losartan- 1 MO NORLIQVA 3 MO

hydrochlorothiazide NORVASC 3 MO

LOTENSIN 3 NYMALIZE 3

ORAL TABLET ORAL SYRINGE

10 MG, 20 MG, 40 60 MG/10 ML

MG olmesartan | MO

LOTREL 3 MO olmesartan- 1 MO

matzim la 1 MO amlodipin-hcthiazid

metolazone 1 MO olmesartan- 1 MO

metoprolol 1 MO hydrochlorothiazide

succinate ORENITRAM 3 PA; MO;

metoprolol ta- 1 MO MONTH 1 QL (168 per

hydrochlorothiaz TITRATION KT 180 days)

metoprolol tartrate 1 MO ORENITRAM 3 PA; MO;

oral MONTH 2 QL (336 per

metyrosine 3 PA; MO EESB?I?IISSMKT 3 Il’io (115[}(])5)

M‘ICA‘R.DIS HCT 3 ST; MO MONTH 3 QL (252 per

minoxidil oral I MO TITRATION KT 180 days)

moexipril oral tablet 1 ORENITRAM 3 PA; MO;

15 mg ORAL TABLET QL (90 per

moexipril oral tablet 1 MO EXTENDED 30 days)

7.5 mg RELEASE 0.125

nadolol 1 MO MG, 0.25 MG, 1

nebivolol 1 MO MG, 2.5 MG

NEXICLON XR 3

nicardipine oral 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 viii. 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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ORENITRAM 3 PA; MO; terazosin oral 1 MO; QL
ORAL TABLET QL (720 per capsule 1 mg, 2 mg, (30 per 30
EXTENDED 30 days) Smg days)
RELEASE 5 MG terazosin oral | MO; QL
perindopril 1 MO capsule 10 mg (60 per 30
erbumine days)
phenoxybenzamine 3 PA; MO THALITONE 3 MO
pindolol | MO tiadylt er | MO
prazosin | MO TIAZAC 3 MO
PROCARDIA XL 3 MO timolol maleate oral | MO
propranolol oral 1 MO TOPROL XL 3 MO
QBRELIS 3 MO torsemide oral 1 MO
quinapril 1 trandolapril 1 MO
ramipril 1 MO trandolapril- 1 MO
SOAANZ 3 ST;MO verapamil
spironolactone 1 MO treprostinil sodium 3 PA; MO
spironolacton- 1 MO triamterene 1 MO
hydrochlorothiaz triamterene- 1 MO
SULAR ORAL 3 MO hydrochlorothiazid
TABLET TRIBENZOR ST; MO
EXTENDED UPTRAVI ORAL PA; MO;
RELEASE 24 HR TABLET LA; QL (60
17 MG, 34 MG, 8.5 per 30 days)
MG UPTRAVI ORAL 3 PA; MO;
TEKTURNA 3 MO TABLETS,DOSE LA; QL
telmisartan 1 MO PACK (200 per
telmisartan- 1 MO 180 days)
amlodipine VALSARTAN 3 ST; MO
telmisartan- 1 MO ORAL
hydrochlorothiazid SOLUTION
TENORETIC 100 MO valsartan oral tablet 1 MO
TENORETIC 50 MO valsartan-— 1 MO
TENORMIN MO hydrochlorothiazide

VASERETIC 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 viii. 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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VASOTEC 3 MO ELIQUIS DVT-PE 2 MO; QL
verapamil oral 1 MO TREAT 30D (74 per 180
VERELAN 3 START days)
VERELAN PM 3 MO enoxaparin | MO; QL
subcutaneous (28 per 28
ZESTORETIC 3 MO syringe 100 mglml, days)
ZESTRIL 3 MO 150 mglml
COAGULATION enoxaparin 1 MO; QL
THERAPY subcutaneous (22.4 per 28
: syringe 120 mgl0.8 days)
ALVAIZ 3 PA; MO ml, 80 mgl0.8 ml
ARIXTRA 3 MO enoxaparin 1 MO; QL
aspirin- 1 MO subcutaneous (16.8 per 28
dipyridamole syringe 30 mgl0.3 days)
BRILINTA 2 MO ml, 60 mgl0.6 ml
CABLIVI 3 PA; LA enoxaparin 1 MO; QL
INJECTION KIT subcutaneous (11.2 per 28
cilostazol 1 MO syringe 40 mgl0.4 days)
/
clopidogrel oral 1 MO; QL m _
tablet 75 mg (30 per 30 fondaparinux 3 MO
subcutaneous
days) inge 10 mgl0.8
. : syringe 10 mgl0.
dabigatran etexilate 1 MO; QL ml, 5 mgl0.4 ml, 7.5
860 p)er 30 mgl0.6 ml
ays ;
— fondaparinux 1 MO
dipyridamole oral 1 MO subcutaneous
DOPTELET (10 3 PA; MO; syringe 2.5 mgl0.5
TAB PACK) LA ml
DOPTELET (15 3 PA; MO; FRAGMIN 3 MO
TAB PACK) LA SUBCUTANEOU
DOPTELET (30 3 PA; MO; S SOLUTION
TAB PACK) LA 25,000 ANTI-XA
EFFIENT 3 MO UNIT/ML
SUBCUTANEOU
(60 per 30
days) S 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 viii. 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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heparin (porcine) | MO PRADAXA ORAL 3 PA; QL (60
injection solution PELLETS IN per 30 days)
Jantoven 1 MO PACKET 150 MG,
LOVENOX 3 MO;QL 20 MG
SUBCUTANEOU (28 per 28 prasugrel I MO
S SYRINGE 100 days) PROMACTA 3 PA:MO;
MG/ML, 150 LA
MG/ML SAVAYSA 3 PA;MO;
LOVENOX 3 MO;QL QL (30 per
SUBCUTANEOU (22.4 per 28 30 days)
S SYRINGE 120 days) TAVALISSE 3 PA; LA;
MG/0.8 ML, 80 QL (60 per
MG/0.8 ML 30 days)
LOVENOX 3 MO; QL warfarin 1 MO
SUBCUTANEOU (16.8 per 28 YARELTO DVT. 5 MO:OL
i/lgg?\;ff 28 days) PE TREAT 30D (51 per 180
MG/0.6 ML S(ESETLTO ORAL 2 i:éS)QL
LOVENOX 3 MOQL SUSPENSION (775 per 28
SUBCUTANEOU (11.2 per 28 FOR days)
S SYRINGE 40 days)
MG/0.4 ML giCONSTITUTI
MULPLETA 5 PAMO XARELTOORAL 2 MO:QL
pentoxifylline 1 MO TABLET 10 MG, (30 per 30
PLAVIX ORAL 3 MO;QL 15 MG, 20 MG days)
TABLET 75 MG (30 per 30 XARELTOORAL 2  MO; QL
days) TABLET 2.5 MG (60 per 30
PRADAXAORAL 3  PA;MO; days)
CAPSULE QL (60 per LIPID/CHOLES
PRADAXA ORAL 3 PA; QL LOWERING
PELLETS IN (120 per 30 AGENTS
PACKET 110 MG, days)
30 MG, 40 MG, 50 ALTOPREV 3 ST; MO;
MG 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 viii. 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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amlodipine- 1 MO; QL fenofibrate MO
atorvastatin (30 per 30 micronized oral
days) capsule 130 mg, 134
ATORVALIQ 3 ST; MO:; mg, 200 mg, 43 mg,
QL (600 per 67 mg
30 days) fenofibrate MO
atorvastatin 1 MO; QL nanocrystallized
(30 per 30 FENOFIBRATE MO
days) ORAL CAPSULE
CADUET 3 ST; MO; fenofibrate oral MO
QL (30 per tablet
30 days) Sfenofibric acid MO
cholestyramine 1 MO (choline)
(with sugar) oral FENOGLIDE MO
powder in packet FLOLIPID ST: QL
cholestyramine light 1 (300 per 30
oral powder in days)
packet fluvastatin oral MO; QL
colesevelam 1 MO capsule 20 mg (30 per 30
COLESTID ORAL 3 days)
TABLET fluvastatin oral MO; QL
colestipol oral 1 capsule 40 mg (60 per 30
packet days)
colestipol oral tablet 1 MO fluvastatin oral MO; QL
CRESTOR 3 ST: MO; tablet extended (30 per 30
QL (30 per release 24 hr days)
30 days) gemfibrozil MO
EZALLOR 3 ST; QL (30 icosapent ethyl MO
SPRINKLE per 30 days) JUXTAPID PA; MO;
ezetimibe 1 MO LA
ezetimibe- 1 MO; QL LESCOL XL ST; MO;
simvastatin (30 per 30 QL (30 per
days) 30 days)
LIPITOR ST; 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 viii. 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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LIPOFEN 3 MO QUESTRAN 3 MO
LIVALO 3 ST; MO; ORAL POWDER
QL (30 per REPATHA 2 PA; QL (6
30 days) per 28 days)
LOPID 3 REPATHA 2 PA; QL (7
lovastatin oral 1 MO; QL PUSHTRONEX per 28 days)
tablet 10 mg (30 per 30 REPATHA 2 PA; QL (6
days) SURECLICK per 28 days)
lovastatin oral | MO; QL rosuvastatin | MO; QL
tablet 20 mg, 40 mg (60 per 30 (30 per 30
days) days)
LOVAZA 3 ST; MO simvastatin 1 MO; QL
NEXLETOL 2 PA;MO (30 per 30
NEXLIZET 2 PA;MO days)
niacin oral tablet 1 MO TRICOR . MO
500 mg TRILIPIX 3 MO
niacin oral tablet 1 MO VASCEPA 3 ST; MO
extended release 24 VYTORIN 10-10 3 ST; MO;
hr QL (30 per
NIACOR 3 MO 30 days)
omega-3 acid ethyl 1 MO VYTORIN 10-20 3 ST; MO;
esters QL (30 per
pitavastatin calcium 1 MO; QL 30 days)
(30 per 30 VYTORIN 10-40 3 ST; MO;
days) QL (30 per
30 days)
PRALUENT PEN 3 PA; QL (2
per 28 days) VYTORIN 10-80 3 ST; MO;
pravastatin 1 MO; QL ?OL dgos)p o
(30 per 30 y
days) WELCHOL MO
prevalite oral 1 MO ZETIA MO
powder in packet ZOCOR ORAL ST; MO;
QUESTRAN 3 TABLET 10 MG, QL (30 per
LIGHT 20 MG, 40 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 viii. 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 2024.
66



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

ZYPITAMAG 3 ST; MO; ranolazine 1 MO

QL (30 per VECAMYL 3

30 days) VERQUVO 2 MO;QL
MISCELLANEO (30 per 30
US days)
CARDIOVASCU VYNDAMAX PA; MO
LAR AGENTS VYNDAQEL PA; MO
ASPRUZYO 3 MO NITRATES
SPRINKLE
ORAL EXTEND ISORDIL MO
RELEASE ISORDIL MO
GRANULES,PAC TITRADOSE
KET 1,000 MG ORAL TABLET 5
ASPRUZYO 3 MG
SPRINKLE isosorbide dinitrate 1 MO
ORAL EXTEND oral tablet
RELEASE isosorbide 1 MO
GRANULES,PAC mononitrate
KET 500 MG nitro-bid MO
CAMZYOS 3 PA; MO; NITRO-DUR 3 MO

QL (30 per

30 days) nitroglycerin MO
CORLANOR 3 QL (450 per sublingual
ORAL 30 days) nitroglycerin 1 MO
SOLUTION transdermal patch
CORLANOR 2 MO QL 24 hour
ORAL TABLET (60 per 30 nitroglycerin 1 MO

days) translingual
digoxin oral I MO NITROLINGUAL MO
ENTRESTO 2  MO:;QL NITROSTAT MO

(60 per 30

days)
FILSPARI 3 PA;QL (30

per 30 days)
LANOXIN ORAL 3 MO
LODOCO 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 viii. 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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DERMATOL COSENTYX PEN 3 PA; MO;
OGICALSITO (2 PENS) QL0 per
PICAL 8 das)
COSENTYX 3 PA; MO;
THERAPY SUBCUTANEOU QL (2.5 per
C/ MG/0.5 ML
ANTISEBORRH COSENTYX 3 PA; MO;
EIC UNOREADY QL (10 per
_— | VO PEN 28 days)
acitretin ENSTILAR 3 MO;QL
BIMZELX 3 g/i; (1;4;} (400 per 30
days
21 days) >
ILUMYA 3 PA; MO;
BIMZELX 3 PA; MO; QL (2 per
AUTOINJECTOR QL (2 per 28 days)
— 21 days) selenium sulfide 1 MO
calcipotriene scalp 1 1\;1200, QL3() topical lotion
éays)per SILIQ 3 PA;MO;
L (6 per
calcipotriene topical 1 MO; QL Sg d(ayls))
12
cream éa (l)per 30 SKYRIZI 3 PA;MO:
Y SUBCUTANEOU QL (2 per
gz}r%)(lj)IIIZ:(ZTLRIEN 3 gzoLd(l20 per S PEN INJECTOR 28 days)
COM ays) SKYRIZI 3 PA;MO;
f— : SUBCUTANEOU QL (2 per
calcipotriene topical 1 MO; QL S SYRINGE 150 28 days)
ointment (120 per 30 MG/ML
days)
SORILUX 3 QL (120 per
calcipotriene- 1 MO; QL 30 days)
4
betamethasone El a(;0S )per 30 SOTYKTU 3 PA; MO:
L (30 per
calcitriol topical 1 ?0 d(ays)p
SYRINGES) QL (10 per SUBCUTANEOU QL (4 per
28 days) S 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
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STELARA 3 PA; MO; MISCELLANEO
INTRAVENOUS QL (104 per US
180 days) DERMATOLOG
STELARA 3 PA; MO; ICALS
oL
SUBCUTANEOU per 28 days)
STELARA 3 PA; MO; S AUTO-
SUBCUTANEOU QL (0.5 per INJECTOR
idggg\ff 5 28 days) ADBRY 3 PA; MO;

: SUBCUTANEOU QL (6 per
STELARA 3 PA;MO; S SYRINGE 28 days)
SUBCUTANEOU QL (1 per .

S SYRINGE 90 28 days) ammonium lactate MO
MG/ML CARAC
TACLONEX 3 MO; QL CIBINQO PA; MO;
TOPICAL (400 per 30 QL (30 per
SUSPENSION days) 30 days)
TALTZ 3 PA; MO; CONDYLOX 3 MO
AUTOINJECTOR QL (1 per TOPICAL GEL

28 days) diclofenac sodium 1 PA; MO;
TALTZ 3 PA; MO:; topical gel 3 7% QL (100 per
SUBCUTANEOU QL (1 per 28 days)
S SYRINGE 80 28 days) doxepin topical 1 MO; QL
MG/ML (45 per 30
TREMFYA 3 PA; MO; days)

QL (2 per DUPIXENT 3 PA; MO;

28 days) SUBCUTANEOU QL (4.56
VECTICAL S PEN INJECTOR per 28 days)
VTAMA PA: MO: 200 MG/1.14 ML

QL (60 per DUPIXENT 3 PA; MO;

30 days) SUBCUTANEOU QL (8 per
ZORYVE 3 PA: MO; EO%EI\T(%J&(L:TOR 28 days)
TOPICAL QL (60 per
CREAM 0.3 % 30 days)
ZORYVE 3 PA; MO;
TOPICAL FOAM QL (60 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
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DUPIXENT 3 PA; QL lidocaine hcl mucous | MO
SYRINGE (1.34 per 28 membrane solution
SUBCUTANEOU days) 4% (40 mgiml)
S SYRINGE 100 lidocaine topical 1 PA; MO;
MG/0.67 ML adhesive QL (90 per
DUPIXENT 3 PA; MO; patch,medicated 5 30 days)
SUBCUTANEOU QL (4.56 %
S SYRINGE 200 per 28 days) lidocaine topical 1 MO; QL
MG/1.14 ML ointment (36 per 30
DUPIXENT 3 PA; MO; days)
SUBCUTANEOU QL (8 per lidocaine viscous 1
i/ISGYlgll\?I? E 300 28 days) lidocaine-prilocaine 1 MO; QL
topical cream (30 per 30
EFUDEX 3 MO days)
gg;fﬁld lidocan iii 1 PA; QL (90
per 30 days)
ELIDEL 3 PA; MO;
QL (100 per methoxsalen MO
30 days) OPZELURA PA; MO;
EUCRISA 3 PA; MO:; %Ld(24g pet
QL (120 per ays
30 days) PANRETIN 3 PA; MO
FILSUVEZ PA: LA pimecrolimus 1 PA; MO;
FLUOROURACI %L d(log pet
L TOPICAL ays
CREAM 0.5 % PLIAGLIS 3 PA; QL (30
fluorouracil topical 1 MO per 30 days)
cream 5 % podofilox 1 MO
Sluorouracil topical 1 MO prudoxin 1 MO; QL
solution (45 per 30
HYFTOR 3 PA days)
imiquimod topical 1 MO REGRANEX 3 %L d(al SS)p cr
cream in metered- y
dose pump SANTYL 2 MO; QL
. . (180 per 30
imiquimod topical 1 MO days)
cream in packet 5 % Y
SILVADENE 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 viii. To confirm your plan’s specific
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silver sulfadiazine 1 MO adapalene topical 1 PA
ssd 1 MO swab
tacrolimus topical 1 PA; MO; adapa?ene-benzoy ! 1 MO
QL (100 per peroxide
30 days) AKLIEF 3 PA; MO
VALCHLOR PA; MO ALTRENO 3 PA; MO
VEREGEN MO; QL amnesteem |
(30 per 30 ARAZLO 3 PA;MO
- days) ATRALIN 3 PA;MO
ZONALON 3 MO; QL azelaic acid 1 MO
(45 per 30
days) AZELEX 3 MO
ZTLIDO 3 PA:; MO; BENZAMYCIN 3 MO
QL (90 per brimonidine topical 1 PA; MO
30 days) CABTREO 3 MO
ZYCLiRA 3 MO claravis 1
TOPICAL CLEOCIN T 3 MO; QL
CREAM IN
METERED-DOSE TOPICAL (120 per 30
PUMP LOTION days)
THERAPY FOR clindacin 1 %Ld(al OS(; per
ACNE — , Y
clindacin etz topical 1 MO; QL
ABSORICA swab (69 per 30
ABSORICA LD days)
ACANYA MO CLINDAGEL 3 QL (150 per
TOPICAL GEL 30 days)
WITH PUMP clindamycin 1 QL (100 per
accutane oral 1 phosphate topical 30 days)
capsule 10 mg, 20 Sfoam
mg, 40 mg clindamycin 1 MO; QL
ACZONE 3 MO phosphate topical (120 per 30
adapalene topical 1 PA; MO gel days)
cream clindamycin 1 MO:; QL
adapalene topical 1 PA; MO phosphate topical (150 per 30
gel, once daily days)

gel 0.3 %

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 viii. 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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clindamycin 1 MO; QL erythromycin with 1 MO

phosphate topical (120 per 30 ethanol topical gel

lotion days) erythromycin with 1 MO

clindamycin | MO; QL ethanol topical

phosphate topical (120 per 30 solution

solution days) erythromycin- 1 MO

clindamycin 1 MO; QL benzoyl peroxide

phosphate topical (60 per 30 FABIOR PA; MO

swab days) FINACEA ST; MO

clindamycin-benzoyl 1 MO TOPICAL FOAM

peroxide topical gel FINACEA 3 ST

clindamycin-benzoyl 1 MO TOPICAL GEL

peroxide topical gel Sotretinoin 1

with pump 1.2 % (1

% base) -3.75 %, ivermectin topical 1 MO; QL

1.2-2.5% cream (90 per 30

clindamycin- 1 MO days)

tretinoin METROCREAM ST

dapsone topical 1 MO METROGEL ST; MO

DIFFERIN 3 PA; MO ;OPICAL GEL 1

TOPICAL ’

CREAM METROLOTION 3 ST

DIFFERIN 3 PA; MO metronidazole | MO

TOPICAL GEL topical cream

WITH PUMP metronidazole | MO

DIFFERIN 3 PA;MO topical gel

TOPICAL metronidazole | MO

LOTION topical lotion

EPIDUO FORTE MO MIRVASO 3 PA; MO

EPIDUO neuac | MO

TOPICAL GEL NORITATE 3 ST; MO

WITH PUMP ONEXTON 3 MO

EPSOLAY 3 ST; MO TOPICAL GEL

ery pads 1 MO WITH PUMP

erygel 1 MO RETIN-A 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 viii. 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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RETIN-A MICRO 3 PA; MO gentamicin topical | MO; QL
TOPICAL GEL (60 per 30
0.04 %, 0.1 % days)
RETIN-A MICRO 3 PA; MO KLARON 3 MO
TOPICAL GEL mupirocin 1 MO; QL
WITH PUMP 0.06 (44 per 30
%, 0.08 %o days)
SOOLANTRA 3 ST; MO; mupirocin calcium 1 MO; QL
QL (90 per (30 per 30
30 days) days)
tazarotene topical 1 PA; MO NEO-SYNALAR 3 MO
cream sulfacetamide 1 MO
TAZAROTENE 3 PA sodium (acne)
TOPICAL FOAM SULFAMYLON 3 MO
tazarotene topical 1 PA; MO TOPICAL
gel CREAM
TAZORAC 3 PA; MO TOPICAL
tretinoin 1 PA; MO ANTIFUNGALS
microspheres topical . . .
gel ciclopirox topical 1 MO; QL
cream (90 per 28
tretinoin 1 PA; MO days)
microspheres topical : : :
gel with pump 0.08 ciclopirox topical 1 MO; QL
0 gel (100 per 28
0
days)
tretinoin topical 1 PA; MO . 3 .
ciclopirox topical 1 MO; QL
TWYNEO 3 MO shampoo (120 per 28
VELTIN 3 days)
WINLEVI 3 PA; MO ciclopirox topical 1 MO; QL
zenatane 1 solution (6.6 per 28
ZIANA 3 days)
il | D
ANTIBACTERIA ’ e
LS )
clotrimazole topical 1 MO; QL
ALTABAX 3 QL (30 per cream (45 per 28
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 viii. 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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clotrimazole topical 1 MO; QL naftifine topical 1 MO; QL
solution (30 per 28 cream (60 per 28
days) days)
clotrimazole- | MO; QL naftifine topical gel | MO; QL
betamethasone (45 per 28 2% (60 per 28
topical cream days) days)
clotrimazole- 1 MO; QL NAFTIN 3 MO; QL
betamethasone (60 per 28 TOPICAL GEL (60 per 28
topical lotion days) days)
econazole 1 MO; QL nyamyc 1 MO; QL
(85 per 28 (180 per 30
days) days)
ERTACZO 3 QL (60 per nystatin topical 1 MO; QL
28 days) cream (30 per 28
JUBLIA 3 MO;QL(8 days)
per 30 days) nystatin topical 1 MO; QL
ketoconazole topical 1 MO; QL ointment (30 per 28
cream (60 per 28 days)
days) nystatin topical 1 MO; QL
ketoconazole topical 1 MO; QL powder (180 per 30
foam (100 per 28 days)
days) nystatin- 1 MO; QL
ketoconazole topical 1 MO; QL triamcinolone (60 per 28
shampoo (120 per 28 days)
days) nystop 1 MO; QL
ketodan 1 QL (100 per (180 per 30
28 days) days)
LOPROX 3 QL (120 per oxiconazole 1 MO; QL
TOPICAL 28 days) (90 per 28
SHAMPOO days)
LULICONAZOLE 3 MO;QL OXISTAT 3 QL (90 per
(60 per 28 TOPICAL 28 days)
days) CREAM
LUZU 3 MO:; QL OXISTAT 3 MO; QL
(60 per 28 TOPICAL (60 per 28
days) LOTION 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 viii. 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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tavaborole | MO; QL apexicon e | MO; QL
(10 per 30 (120 per 30
days) days)
TOPICAL betamethasone 1 MO
ANTIVIRALS dipropionate
acyclovir topical | PA; MO; betamethasone 1 MO
cream QL (5 per valerate
30 days) betamethasone, 1 MO
acyclovir topical 1 PA; MO; augmented
ointment QL (30 per BRYHALI 3 MO
30 days) clobetasol scalp 1 MO; QL
DENAVIR 3 MO; QL (5 (100 per 28
per 30 days) days)
penciclovir 1 MO:; QL (5 clobetasol topical | MO; QL
per 30 days) cream (120 per 28
XERESE MO days)
ZOVIRAX PA: MO: clobetasol topical 1 MO; QL
TOPICAL QL (5 per Joam (100 per 28
CREAM 30 days) days)
7OVIRAX 3 PA: MO: clobetasol topical 1 MO; QL
TOPICAL QL (30 per gel (120 per 28
OINTMENT 30 days) days)
TOPICAL clobetasol topical 1 MO; QL
lotion (118 per 28
CORTICOSTER days)
OIDS y
' clobetasol topical 1 MO; QL
ala-cort topical 1 MO ointment (120 per 28
cream 1 % days)
ala-cort topical 1 clobetasol topical 1 MO:; QL
cream 2.5 % shampoo (236 per 28
ALA-SCALP 3 MO days)
alclometasone 1 MO clobetasol topical 1 MO; QL
amcinonide topical 1 spray,non-aerosol (125 per 28
cream days)
amcinonide topical 1
ointment

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 viii. 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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clobetasol-emollient 1 MO; QL desoximetasone 1 MO
topical cream (120 per 28 diflorasone 1 MO:; QL
days) (120 per 30
clobetasol-emollient 1 MO; QL days)
topical foam (100 per 28 DIPROLENE 3 MO
days) (AUGMENTED)
CLOBEX 3 QL (118 per TOPICAL
TOPICAL 28 days) OINTMENT
LOTION DUOBRII 3 MO; QL
CLOBEX 3 MO; QL (200 per 30
TOPICAL (236 per 28 days)
SHAMPOO days) fluocinolone and 1 MO
CLOBEX 3 QL (125 per shower cap
TOPICAL 28 days) fluocinolone topical 1 MO
SPRAY,NON- cream
AEROSOL Sfluocinolone topical 1 MO
c{ocortolone 1 MO ointment
pivalate Sfluocinolone topical 1 MO
clodan 1 MO; QL solution
5123368)1) er 28 Sfluocinonide 1 MO; QL
y (120 per 30
CORDRAN TAPE 3 MO days)
LARGE ROLL Sfluocinonide- 1 MO; QL
CORDRAN 3 QL (120 per emollient (120 per 30
TOPICAL 30 days) days)
0
CREAM 0.05 % Sflurandrenolide 1 QL (120 per
CORDRAN 3 QL (120 per topical cream 30 days)
TOPICAL 30 days) Sflurandrenolide 1 MO:; QL
LOTION . :
topical lotion (120 per 30
DERMA- 3 MO days)
SMOOTHE/FS e 1 MO
SCALP OIL fluticasone
_ propionate topical
desonide ! MO halcinonide topical 1 MO
DESOWEN 3 cream
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 viii. To confirm your plan’s specific
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halobetasol 1 MO hydrocortisone 1 MO
propionate topical topical ointment 1
cream %, 2.5%
halobetasol | hydrocortisone | MO
propionate topical valerate
foam KENALOG 3 QL (126 per
halobetasol 1 MO TOPICAL 28 days)
p;.'opionate topical LEXETTE
omtment LOCOID MO; QL
HALOG 3 MO LIPOCREAM (120 per 30
TOPICAL days)
CREAM LOCOID 3 MO; QL
HALOG 3 TOPICAL (118 per 30
TOPICAL LOTION days)
OINTMENT ;
HALOG : mometasone topical 1 MO
TOPICAL PANDEL MO
SOLUTION SYNALAR MO
hydrocortisone 1 MO; QL ;rng];IACﬁL
butyrate topical (120 per 30
cream days) SYNALAR 3 MO
hydrocortisone 1 MO; QL IC;?IEI)"IFCI:\?];NT
butyrate topical (118 per 30
lotion days) TEXACORT MO
hydrocortisone 1 MO; QL TOPICORT
butyrate topical (120 per 30 TOPICAL
ointment days) CREAM
hydrocortisone 1 MO; QL TOPICORT 3
butyrate topical (120 per 30 TOPICAL GEL
solution days) TOPICORT 3
hydrocortisone 1 MO TOPICAL
topical cream 1 %% ?INTMENT 0.05
hydrocortisone 1 MO /o
topical lotion 2.5 %% TOPICORT 3

TOPICAL

SPRAY,NON-

AEROSOL

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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tovet emollient 1 MO; QL DIAGNOSTIC
(100 per 28 S/
days
- ys) MISCELLAN
triamcinolone 1 MO EOUS
acetonide topical
cream AGENTS
triamcinolone 1 MO MISCELLANEO
acetonide topical US AGENTS
lotion
triamcinolone 1 MO acamprosate 1 MO
acetonide topical AGRYLIN 3 MO
ointment anagrelide 1 MO
triderm topical 1 ARALAST NP 3 PA; MO;
cream INTRAVENOUS LA
ULTRAVATE 3 RECON SOLN
TOPICAL 1,000 MG
LOTION BUPHENYL PA
VANOS 3 MO; QL CARBAGLU PA; MO;
(120 per 30 LA
days) carglumic acid PA; MO
VERDESO 3 MO CARNITOR MO
TOPICAL ORAL
SCABICIDES / cevimeline 1 MO
PEDICULICIDE CHEMET 7 PA
S CLINIMIX 3 PA
crotan 1 4.25%/D5W
malathion 1 MO SULFIT FREE
NATROBA 3 MO CLINIMIX E 3 PA
2.75%/D5W SULF
OVIDE | 3 MO FREE
permethrin 1 MO; QL CUVRIOR 3 PA: LA
(60 per 30 ’
days) dl0 %5-0.45 % 1
spinosad 1 MO sodium chloride

d2.5 %-0.45 %%
sodium chloride

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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ds % and 0.9 % 1 MO FABHALTA 3 PA
sodium chloride FERRIPROX 3 PA
d5 %9-0.45 % sodium | MO FERRIPROX (2 3 PA
chloride TIMES A DAY)
deferasirox oral 3 PA; MO GLASSIA 3 PA: MO;
granules in packet LA
deferasirox oral 1 PA; MO INCRELEX 3 MO; LA
tablet JADENU 3 PA;MO
osier dmortc T JADENU 3. PAIMO

» 8P SPRINKLE
125 mg
deferasirox oral 3 PA; MO JOENJA < gi’ (EOA’ or
tablet, dispersible 30d )p
250 mg, 500 mg . ith ] ays
. ) ionex (wit

Zeferlpmljz o i PA; MO sorbitol)

extrose 0 an . .
0.2 % nacl levocarnitine (with 1 MO

sugar)
dextrose 10 % in 1 o
levocarnitine oral 1 MO
water (d10w)
7 | VO tablet

dextrose 5 % in LITFULO 3 PA; MO:
water (d5w) QL (28 per
intravenous

. 28 days)
piggyback
dextrose 5%6-0.2 % 1 LITHOSTAT .
sod chloride LOKELMA 2 MO
disulfiram oral 1 MO midodrine 1 MO
tablet 250 mg nitisinone 3 PA; MO
disulfiram oral 1 NITYR 3 PA; MO;
tablet 500 mg LA
droxidopa 3 PA; MO NORTHERA 3 PA; MO
ENDARI 3 PA; MO OLPRUVA 3 PA; LA
EVOXAC 3 MO ORFADIN 3 PA; LA
EXJADE 3 PA; MO;

LA

EXSERVAN 3 PA

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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OXBRYTA ORAL 3 PA; MO; risedronate oral 1 MO; QL
TABLET 300 MG LA; QL tablet 30 mg (30 per 30
(150 per 30 days)
days) SALAGEN 3 MO
OXBRYTA ORAL 3 PA; MO; (PILOCARPINE)
TABLET 500 MG LA; QL (90 ORAL TABLET 5
per 30 days) MG
OXBRYTA ORAL 3 PA; MO; SALAGEN 3
TABLET FOR LA; QL (PILOCARPINE)
SUSPENSION (150 per 30 ORAL TABLET
days) 7.5 MG
PHEBURANE 3 PA; MO sodium chloride 0.9 1 MO
pilocarpine hcl oral 1 MO “ intravenous '
PROLASTIN-C 3 PA: MO: parenteral solution
INTRAVENOUS LA sodium chloride 1 MO
SOLUTION irrigation
PYRUKYND 3 PALA; sodium 3 PA;MO
ORAL TABLET QL (56 per phenylbutyrate oral
20 MG, 5 MG (4- 28 days) powder
WEEK PACK), 50 sodium 3 PA
MG phenylbutyrate oral
PYRUKYND 3 PA;LA; tablet
ORAL TABLET 5 QL (7 per sodium polystyrene 1 MO
MG 180 days) sulfonate oral
PYRUKYND 3 PA; LA; powder
ORAL QL (14 per SOHONOS ORAL 3 PA; LA;
TABLETS,DOSE 180 days) CAPSULE 1 MG, QL (112 per
PACK 1.5 MG 28 days)
RAVICTI 3 PA; MO SOHONOS ORAL 3 PA; LA;
REVCOVI 3 PA: LA CAPSULE 10 MG QL (56 per
REZDIFFRA 3 PA; MO:; 28 days)
QL (30 per SOHONOS ORAL 3 PA; LA;
30 days) CAPSULE 2.5 MG QL (140 per
riluzole 1 PA; MO 28 days)
SOHONOS ORAL 3 PA; LA;
CAPSULE 5 MG QL (84 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
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sps (with sorbitol) 1 MO
oral
SYPRINE 3 PA; MO
TAVNEOS 3 PA; LA;

QL (180 per WEGOVY 3 PA;MO;

30 days) SUBCUTANEOU QL (4 per
TEGLUTIK 3 PA S PEN INJECTOR 365 days)
THIOLA 3 PA 0.25 MG/0.5 ML,

0.5 MG/0.5 ML, 1
i?ISL?IEKC . Pi MG/0.5 ML
GLU . P WEGOVY 3 PA; MO;

tiopronin oral tablet 3 PA; MO SUBCUTANEOU QL (3 per
trientine oral 3 PA; MO S PEN INJECTOR 28 days)
capsule 250 mg 1.7 MG/0.75 ML,
TRIENTINE 3 PA;MO 2.4 MG/0.75 ML
ORAL CAPSULE
500 MG
VELTASSA 2 MO bupropion hcl 1 MO
ORAL POWDER (smoking deter)
IN PACKET 16.8
GRAM, 8.4 NICOTROL 3
GRAM NICOTROL NS 3 MO
VELTASSA 2 varenicline oral 1 MO
ORAL POWDER tablet 0.5 mg, 1 mg
IN PACKET 25.2 varenicline oral 1
GRAM tablet 1 mg (56
ZEMAIRA 3 PA;MO; pack)
INTRAVENOUS LA varenicline oral 1 MO
RECON SOLN tablets,dose pack
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 viii. 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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EAR, NOSE / ofloxacin otic (ear) 1 MO
THROAT OTIC STEROID
MEDICATIO I ANTIBIOTIC
NS CIPRO HC 3 MO
MISCELLANEO ciprofloxacin- 1 MO; QL
US AGENTS dexamethasone (7.5 per 7
days)
azelastine nasal 1 MO; QL neomycin- 1 MO
;glf;ly,non-oae]rgol 860 per 30 polymyxin-hc otic
mceg (0.1 %) ays) (ear)
ChlorheXidine 1 MO ENDOCRINEI
gluconate mucous
membrane DIABETES
ipratropium 1 MO; QL ADRENAL
bromide nasal (30 per 30 HORMONES
days)
ACTHAR 3 PA; MO
kourzeq 1
: AGAMREE 3 PA; LA
olopatadine nasal 1 MO; QL
(30.5 per 30 ALKINDI
days) SPRINKLE
periogard 1 MO CORTEF MO
triamcinolone 1 MO CORTROPHIN PA;MO
acetonide dental GEL
MISCELLANEO deflazacort oral 3 PA
US OTIC suspension
PREPARATION deﬂazacort oral 3 PA; MO
S tablet
dexabliss 1
acetic acid otic 1 MO
(ear) dexamethasone oral 1 MO
solution
DERMOTIC OIL 3 MO
examethasone ora
— d th [ 1 MO
flac otic oil tablet
T uocanlon ¢ 1 MO dexamethasone oral | MO
acetonide oil tablets,dose pack
hydrocortisone- 1 MO

acetic acid

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 viii. 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 2024.
82



Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits

EMFLAZA 3 PA; MO; prednisolone sodium 1 PA; MO
LA phosphate oral
fludrocortisone 1 MO tablet,disintegrating
HEMADY 3 15 mg, 30 mg
hydrocortisone oral 1 MO prednisone ! MO
MEDROL (PAK) 3 MO prednisone intensol | MO
MEDROL ORAL 3 PA; MO RAYOS 3 MO
TABLET 16 MG, 4 TAPERDEX 3 MO
MG, 8 MG ORAL
MEDROLORAL 3 7A TABLETSDOSE
TABLET 2 MG TABS)
mrellhtylf))lretdmsolone 1 PA; MO TAPERDEX 3
oral table ORAL
methylprednisolone 1 MO TABLETS,DOSE
oral tablets,dose PACK 1.5 MG (27
pack TABS), 1.5 MG (49
ORAPRED ODT 3 PA; MO TABS)
prednisolone oral 1 MO TARPEYO 3 PA; QL
solution (120 per 30
prednisolone oral 1 PA; MO days)
tablet ANTITHYROID
prednisolone sodium 1 MO AGENTS
phosghate oral methimazole oral 1 MO
solution 10 mgl5 ml, tablet 10 mg, 5 mg
20 mgl5 ml (4 . ;
mglml), 25 mgl5 ml propylthiouracil 1 MO
(5 mglml), 5 mg DIABETES
basel5 ml (6.7 mgl5 THERAPY
mi) : : acarbose oral tablet 1 MO; QL
prednisolone sodium 1 PA 100 mg (90 per 30
phosphate oral days)
;c;)blet, disintegrating acarbose oral tablet 1 MO; QL
me 25 mg (360 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 viii. 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 Requiremen
Tier  ts/Limits ts/Limits
acarbose oral tablet 1 MO; QL BASAGLAR ST; MO
50 mg (180 per 30 KWIKPEN U-100
days) INSULIN
ACTOPLUS MET 3 MO; QL BASAGLAR ST; MO
ORAL TABLET (90 per 30 TEMPO PEN(U-
15-850 MG days) 100)INSLN
ACTOS 3 MO; QL BYDUREON PA; MO;
(30 per 30 BCISE QL (4 per
days) 28 days)
ADMELOG 3 ST; MO BYETTA PA:; MO;
SOLOSTAR U-100 SUBCUTANEOU QL (2.4 per
INSULIN S PEN INJECTOR 30 days)
ADMELOG U-100 3 ST; MO 10
INSULIN LISPRO MCG/DOSE(250
AFREZZA 3 MO E/ISSEGT/EAL) 24 ML A MO
alcohol pads R A SUBCUTANEOU QL (1.2 per
ALOGLIPTIN 3 ST; MO; S PEN INJECTOR 30 days)
QL (30 per 5 MCG/DOSE (250
30 days) MCG/ML) 1.2 ML
ALOGLIPTIN- 3 ST; MO; CYCLOSET MO; QL
METFORMIN QL (60 per (180 per 30
30 days) days)
ALOGLIPTIN- 3 MO:; QL DAPAGLIFLOZ ST; MO;
PIOGLITAZONE (30 per 30 PROPANED- QL (30 per
ORAL TABLET days) METFORMIN 30 days)
12.5-30 MG, 25-15 ORAL TABLET,
MG, 25-30 MG, IR - ER,
25-45 MG BIPHASIC 24HR
APIDRA 3 ST; MO 10-1,000 MG
SOLOSTAR U-100 DAPAGLIFLOZ ST; MO;
INSULIN PROPANED- QL (60 per
APIDRA U-100 3 ST; MO METFORMIN 30 days)
INSULIN ORAL TABLET,
BAQSIMI 2 MO IR - ER,
BIPHASIC 24HR
5-1,000 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 viii. 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

DAPAGLIFLOZI 3 ST; MO; glimepiride oral 1 MO; QL
N QL (30 per tablet 4 mg (60 per 30
PROPANEDIOL 30 days) days)
ORAL TABLET glipizide oral tablet | MO; QL
10 MG 10 mg (120 per 30
DAPAGLIFLOZI 3 ST; MO; days)
N QL (60 per GLIPIZIDE 3 MO; QL
PROPANEDIOL 30 days) ORAL TABLET (30 per 30
ORAL TABLET 5 25 MG days)
MG glipizide oral tablet 1 MO; QL
diazoxide 3 MO 5mg (240 per 30
DROPSAFE 2 PA days)
ALCOHOL PREP glipizide oral tablet 1 MO; QL
PADS extended release (60 per 30
DUETACT 3 MO; QL 24hr 10 mg days)

(30 per 30 glipizide oral tablet 1 MO; QL

days) extended release (240 per 30
FARXIGA ORAL 2 MO; QL 24hr 2.5 mg days)
TABLET 10 MG (30 per 30 glipizide oral tablet 1 MO; QL

days) extended release (120 per 30
FARXIGA ORAL 2 MO; QL 24hr 5 mg days)
TABLET 5 MG (60 per 30 glipizide-metformin 1 MO; QL

days) oral tablet 2.5-250 (240 per 30
FIASP 3 ST mg days)
FLEXTOUCH U- glipizide-metformin 1 MO; QL
100 INSULIN oral tablet 2.5-500 (120 per 30
FIASP PENFILL 3 ST; MO mg, 5-500 mg days)
U-100 INSULIN GLUCAGON 3 MO
FIASP U-100 3 ST EMERGENCY
INSULIN KIT (HUMAN)
glimepiride oral 1 MO; QL GLUCOTROL XL 3 MO; QL
tablet 1 mg (240 per 30 ORAL TABLET (60 per 30

days) EXTENDED days)
glimepiride oral 1 MO; QL RELEASE 24HR
tablet 2 mg (120 per 30 10 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 viii. 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
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GLUCOTROL XL 3 MO;QL HUMALOG MIX 2 MO
ORAL TABLET (120 per 30 75-25(U-
EXTENDED days) 100)INSULN
RELEASE 24HR 5 HUMALOG 3 ST MO
MG TEMPO PEN(U-
GLUMETZA 3 ST;MO; 100)INSULN
ORAL QL (60 per HUMALOG U- 2 MO
g’gi;ﬁ?ﬁgﬁg HUMULIN 70/30 2 MO
: U-100 INSULIN

gﬁgyETZA 3 ZTL ?1/12(());per HUMULIN 70/30 2 MO
TABLET.ER 30 days) U-100 KWIKPEN
GAST.RETENTIO HUMULIN N 2 MO
N 24 HR 500 MG NPH INSULIN
GLYXAMBI 2 MO:QL KWIKPEN

(30 per 30 HUMULIN N 2 MO

days) NPH U-100
GVOKE 2 MO ?SELIN

ULIN R 2 MO

g¥g§§EN 5 . REGULAR U-100
PACK INSULN
GVOKE PFS 1- 2 MO HUMULINR U- 2 MO
PACK SYRINGE BRSNS
SUBCUTANEOU
S SYRINGE 1 HUMULIN R U- 2 MO
MG/0.2 ML 500 (CONC)
HUMALOG 2 MO KWIKPEN
JUNIOR INPEFA 2 PA;MO:;
KWIKPEN U-100 QL (30 per
HUMALOG 2 MO 30 days)
KWIKPEN INSULIN ASP 3 ST; MO
INSULIN PRT-INSULIN
HUMALOGMIX 2 MO ASPART
50-50 KWIKPEN INSULIN 3 ST; MO
HUMALOG MIX 2 MO ASPART U-100

75-25 KWIKPEN

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 viii. 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
INSULIN 3 ST;MO JANUMET XR 2 MO;QL
DEGLUDEC ORAL TABLET, (30 per 30
INSULIN 3 ST;MO ER days)
GLARGINE U- MULTIPHASE 24
300 CONC HR 100-1,000 MG
INSULIN 3 ST;MO JANUMET XR 2 MO;QL
GLARGINE- ORAL TABLET, (60 per 30
YFGN ER days)
INSULINLISPRO 3 ST; MO MULTIPHASE 24
HR 50-1,000 MG,
PROTAMIN-
LISPRO 50-500 MG
INSULINLISPRO 3 ST; MO JANUVIA 2 z[(?; Qlio
SUBCUTANEOU . P)ef
S INSULIN PEN ays
INSULINLISPRO 3 ST; MO JARDIANCE 2 ?343)’ ?150
SUBCUTANEOU . P)e
S INSULIN PEN, ays
HALF-UNIT JENTADUETO 2 MO;QL
INSULINLISPRO 2 MO Efao P)ef 30
SUBCUTANEOU ys
S SOLUTION JENTADUETO 2 MO; QL
: : XR ORAL (60 per 30
INVORAMET 3 (SQTL ?64(? - TABLET, IR - ER, days)
30 du S)pe BIPHASIC 24HR
Y 2.5-1,000 MG
INVOKAMET XR J ETL ?6/[00 - JENTADUETO 2 MO;QL
30 da S)p XR ORAL (30 per 30
y TABLET, IR - ER, days)
QL (30 per 5-1,000 MG
30 days) KAZANO ORAL 3 ST; MO:;
JANUMET 2 MOQL TABLET 12.5- QL (60 per
(60 per 30 1,000 MG 30 days)
days) KAZANO ORAL 3 ST; QL (60
TABLET 12.5-500 per 30 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 viii. 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 Requiremen Drug Name Drug Requiremen
ts/Limits Tier  ts/Limits
LANTUS MO metformin oral 1 MO; QL
SOLOSTAR U-100 tablet extended (60 per 30
INSULIN release 24 hr 750 mg days)
LANTUS U-100 MO metformin oral 1 ST; MO;
INSULIN tablet extended QL (60 per
LYUMIJEV MO release (osm) 24 hr 30 days)
KWIKPEN U-100 1,000 mg
INSULIN metformin oral 1 ST; MO;
LYUMJEV MO tablet extended QL (150 per
KWIKPEN U-200 release (osm) 24 hr 30 days)
INSULIN 500 mg
LYUMIEV ST; MO metformin oral 1 ST; MO;
TEMPO PEN(U- tablet,er QL (60 per
100)INSULN gast.retention 24 hr 30 days)
LYUMJEV U-100 MO 1,000 mg
INSULIN metformin oral 1 ST; MO;
metformin oral MO; QL tablet,er QL (120 per
solution (765’per 30 gast.retention 24 hr 30 days)
days) 500 mg
metformin oral MO: QL miglitol oral tablet 1 MO; QL
tablet 1,000 mg (75 per 30 100 mg (90 per 30
days) days)

. ) miglitol oral tablet 1 MO; QL
metformin oral MO; QL 25 mg (360 per 30
tablet 500 mg (150 per 30

days) days)
METEORMIN MO: QL miglitol oral tablet 1 MO; QL
ORAL TABLET (120 per 30 S0 mg El 1a808 )per 30
625 MG days) y
metformin oral MO; QL MOUNJARO 2 I(;?: (1;/106}
tablet 850 mg (90 per 30 P
days) 28 days)
metformin oral MO: QL nateglinide oral 1 MO; QL
tablet extended (120 per 30 tablet 120 mg ?ao f)er 30
release 24 hr 500 mg days) y
nateglinide oral 1 MO; QL
tablet 60 mg (180 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 viii. 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
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NESINA 3 ST; QL (30 OSENI ORAL 3 QL (30 per
per 30 days) TABLET 25-15 30 days)
NOVOLIN 70/30 3 ST; MO MG, 25-30 MG,
U-100 INSULIN 25-45 MG
NOVOLIN 70-30 3 ST; MO OZEMPIC 2 PAIMO;
FLEXPEN U-100 SUBCUTANEOU QL (3 per
NOVOLIN N 3 ST: MO S PEN INJECTOR 28 days)
FLEXPEN 0.25 MG OR 0.5
MG (2 MG/3 ML),
NOVOLIN N 3 ST; MO 1 MG/DOSE (4
NPH U-100 MG/3 ML), 2
INSULIN MG/DOSE (8
NOVOLIN R 3 ST; MO MG/3 ML)
FLEXPEN pioglitazone 1 MO; QL
NOVOLIN R 3 ST;MO (30 per 30
REGULAR U100 days)
INSULIN pioglitazone- 1 MO:; QL
NOVOLOG 3 ST; MO glimepiride (30 per 30
FLEXPEN U-100 days)
INSULIN pioglitazone- 1 MO:; QL
NOVOLOG MIX 3 ST; MO metformin (90 per 30
70-30 U-100 days)
INSULN PROGLYCEM 3 MO
NOVOLOG MIX 3 ST;MO OTERN ST: MO:
70-30FLEXPEN QL (30 per
U-100 30 days)
NOVOLOG 3 ST; MO repaglinide oral 1 MO; QL
PENFILL U-100 tablet 0.5 mg (960 per 30
INSULIN days)
NOVOLOG U-100 3 ST; MO repaglinide oral 1 MO; QL
INSULIN tablet 1 mg (480 per 30
ASPART days)
OSENI ORAL 3 MO; QL repaglinide oral 1 MO; QL
TABLET 12.5-30 (30 per 30 tablet 2 mg (240 per 30
MG days) days)
REZVOGLAR 3 ST;MO
KWIKPEN

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 viii. 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 Requiremen Drug Name Requiremen
ts/Limits ts/Limits
RYBELSUS PA; MO; STEGLUJAN ST; MO:;
QL (30 per QL (30 per
30 days) 30 days)
saxagliptin MO; QL SYMLINPEN 120 PA; MO;
(30 per 30 QL (10.8
days) per 30 days)
saxagliptin- MO; QL SYMLINPEN 60 PA; MO;
metformin oral (60 per 30 QL (6 per
tablet, er multiphase days) 30 days)
24 hr 2.5-1,000 mg SYNJARDY MO; QL
saxagliptin- MO; QL (60 per 30
metformin oral (30 per 30 days)
tablet, er multiphase days) SYNJARDY XR MO; QL
24 hr 5-1,000 mg, 5- ORAL TABLET, (30 per 30
500 mg IR - ER, days)
SEGLUROMET MO; QL BIPHASIC 24HR
ORAL TABLET (60 per 30 10-1,000 MG, 25-
2.5-1,000 MG, 7.5- days) 1,000 MG
1,000 MG, 7.5-500 SYNJARDY XR MO:; QL
MG ORAL TABLET, (60 per 30
SEGLUROMET MO; QL IR - ER, days)
ORAL TABLET (120 per 30 BIPHASIC 24HR
2.5-500 MG days) 12.5-1,000 MG, 5-
SEMGLEE(INSU ST; MO 1,000 MG
LIN GLARGINE- TOUJEO MAX U- MO
YFGN) 300 SOLOSTAR
SEMGLEE(INSU ST; MO TOUJEO MO
LIN GLARG- SOLOSTAR U-300
YFGN)PEN INSULIN
SITAGLIPTIN ST; QL (30 TRADJENTA MO; QL
per 30 days) (30 per 30
SOLIQUA 100/33 MO; QL days)
(90 per 30 TRESIBA ST; MO
days) FLEXTOUCH U-
STEGLATRO MO; QL 100
(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 viii. 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 Requiremen Drug Name Drug Requiremen
ts/Limits Tier  ts/Limits
TRESIBA ST; MO XULTOPHY 3 ST; MO;
FLEXTOUCH U- 100/3.6 QL (15 per
200 30 days)
TRESIBA U-100 ST; MO ZEGALOGUE 3 ST; MO
INSULIN AUTOINJECTOR
TRIJARDY XR MO; QL ZEGALOGUE 3 ST; MO
ORAL TABLET, (30 per 30 SYRINGE
IR - ER, days) ZITUVIO 3 ST; QL (30
10-5-1.000 MG, 23 per 30 day
51000 MG MISCELLANEO
: US HORMONES
TRIJARDY XR MO; QL
ORAL TABLET, (60 per 30 AVEED 3 PA; LA
IR - ER, days) cabergoline 1 MO
BIPHASIC 24HR calcitonin (salmon) | MO
12.5-2.5-1,000 MG, ]
nasa
5-2.5-1,000 MG -
: : calcitriol oral 1 MO
TRULICITY PA; MO; capsule
QL (2 per -
28 days) calcitriol oral 1
solution
VICTOZA 3-PAK PA; MO;
QL (9 per CERDELGA 3 PA; MO
30 days) cinacalcet oral 1 PA; MO
XIGDUO XR MO: QL tablet 30 mg, 60 mg
ORAL TABLET, (30 per 30 cinacalcet oral 3 PA; MO
IR - ER, days) tablet 90 mg
BIPHASIC 24HR danazol 1 MO
10-1,000 MG, 10- DDAVP ORAL MO
500 MG
: DEPO- PA; MO
XIGDUO XR MO; QL TESTOSTERONE
IR - ER, days) AR OIL 100
BIPHASIC 24HR MG/ML
2.5-1,000 MG, 5-

1,000 MG, 5-500
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 viii. 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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DEPO- 3 PA KORLYM 3 PA
TESTXSTERONE KUVAN 3 PA: MO
R\II{TSILNZI(I){)SCUL METHITEST 3 MO
MG/ML methyltestosterone 3 MO
desmopressin nasal 1 oral capsule
spray,non-aerosol mifepristone oral 3 PA; MO
10 meglspray (0.1 tablet 300 mg
ml) miglustat 3 PA; MO;
desmopressin oral 1 MO LA
doxercalciferol oral 1 MO MYALEPT 3 PA; MO;
ELFABRIO 3 PA LA
GALAFOLD 3 PA: MO; ORILISSA MO
LA; QL (15 PALYNZIQ PA; MO;
per 30 days) SUBCUTANEOU LA; QL (15
ISTURISA ORAL 3 PA;LA: S SYRINGE 10 per 30 days)
TABLET 1 MG QL (240 per MG/0.5 ML
30 days) PALYNZIQ 3 PA; MO;
ISTURISAORAL 3  PA;LA; SUBCUTANEOU LA; QL @
S S SYRINGE 2.5 per 30 days)
TABLET 5 MG %Ld(j;g per MG/0.5 ML
JATENZOORAL 3 PA; MO: gélﬁggﬁ%E oU . IL)‘;“\{ 122/13 0
CAPSULE 158 QL (120 per S SYRINGE 20 per 30 days)
MG, 198 MG 30 days) MG/ML
JATENZO ORAL 3 PA; MO; o
CAPSULE 237 QL (60 per paricalcitol oral 1 MO
MG 30 days) RAYALDEE 3 MO
Jjavygtor oral 1 PA; MO RECORLEV 3 PA
powder in packet ROCALTROL 3
100 mg SAMSCA 3 PA;MO
Javygtor or al 3 PA; MO sapropterin 3 PA; MO
’;gg”if; in packet SENSIPAR 3 PA;MO
Jjavygtor oral 3 PA; MO SOMAVERT > PA; MO
tablet,soluble
JYNARQUE 3 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 viii. 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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STRENSIQ 3 PA testosterone 1 PA; MO;
SUBCUTANEOU transdermal gel in QL (300 per
S SOLUTION 28 packet 1% (25 30 days)
MG/0.7 ML, 40 mgl2.5gram), 1 %
MG/ML, 80 (50 mgl5 gram)
MG/0.8 ML testosterone 1 PA; MO;
SYNAREL PA; MO transdermal gel in QL (37.5
TESTIM PA; MO; packet 1.62 % per 30 days)

QL (300 per (20.25 mgll.25
30 days) gram)
testosterone 1 PA; MO lestosterone 1 PA; MO;
cypionate , transdermal gel in QL (150 per
intramuscular oil packet 1.62 % (40.5 30 days)
100 mglml, 200 mgl2.5 gram)
mglml testosterone 1 PA; MO;
testosterone 1 PA transdermal solution QL (180 per
cypionate in metered pump 30 days)
intramuscular oil wlapp
200 mglml (1 ml) TLANDO 3 PA; MO;
testosterone 1 PA; MO QL (120 per
enanthate 30 days)
testosterone 1 PA; QL tolvaptan PA; MO
transdermal gel in (120 per 30 VOGELXO PA; QL
metered-dose pump days) TRANSDERMAL (300 per 30
10 mgl0.5 gram GEL days)
lactuation VOGELXO 3  PA;QL
testosterone 1 PA; MO; TRANSDERMAL (300 per 30
transdermal gel in QL (300 per GEL IN days)
metered-dose pump 30 days) METERED-DOSE
12.5mgl 1.25 gram PUMP
(1%) VOXZOGO PA; MO
testosterone 1 PA; MO; XYOSTED PA: MO;
transdermal gel in QL (150 per QL (2 per
metered-dose pump 30 days) 28 days)
?(])ég 23/1'25 gram yargesa PA; LA
ZAVESCA PA; MO;
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 viii. 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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ZEMPLAR ORAL 3 MO dicyclomine oral 1 MO
CAPSULE 1 capsule
MCG, 2 MCG dicyclomine oral 1 MO
THYROID solution
HORMONES dicyclomine oral 1 MO
CYTOMEL 3 MO tablet
ERMEZA 3 diphenoxylate- | MO

tropi
euthyrox | MO C(l};f)f[ﬂgiTE 3
LEVOTHYROXI 3 MO
NE ORAL glycopyrrolate oral 1 MO
levothyroxine oral 1 MO glycopyrrolate oral 1 MO
tablet tablet 1 mg, 2 mg
levoxyl oral tablet 1 MO glycopyrrolate oral 1
100 mcg, 112 mcg, tablet 1.5 mg
125 mcg, 137 mcg, LOMOTIL 3 MO
150 meg, 175 mcg, loperamide oral 1 MO
200 mcg, 25 mcg, 50 capsule
meg, 73 mcg, 88 methscopolamine 1 MO
mcg
MOTOFEN M

liothyronine oral 1 MO MngSI i Mg
SYNTHROID 3 ST; MO ROBINUL 3 MO
THYQUIDITY 3 MO FORTE
TIROSINT S MO ROBINULORAL 3 MO
TIROSINT-SOL 3 MO MISCELLANEO
unithroid | MO US
GASTROENT GASTROINTES
EROLOGY TINAL AGENTS
ANTIDIARRHE alosetron oral tablet 1 PA; MO
ANTISPASMOD alosetron oral tablet 3 PA; MO
ICS Lmg
CUVPOSA 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 viii. 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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AMITIZA 3 ST; MO; CHOLBAM 3 PA
QL (60 per ORAL CAPSULE
30 days) 250 MG
ANTIVERT 3 CHOLBAM 3 PA; QL
ORAL TABLET ORAL CAPSULE (120 per 30
50 MG 50 MG days)
ANTIVERT 3 CIMZIA 3 PA; MO;
ORAL QL (2 per
TABLET,CHEWA 28 days)
BLE CIMZIA 3 PA;MO:
ANUSOL-HC 3 MO POWDER FOR QL (2 per
TOPICAL RECONST 28 days)
ANZEMET ORAL 3 PA; MO CLENPIQ ORAL 3 ST
TABLET 50 MG SOLUTION 10
aprepitant 1 PA; MO MG-3.5 GRAM-
APRISO MO aovooris oo
AZULFIDINE 3 MO SOLUTION 10
AZULFIDINE 3 MO MG-3.5 GRAM-
EN-TABS 12 GRAM/175 ML
balsalazide 1 MO COLAZAL 3 MO
betaine 3 MO compro 1 MO
BONJESTA 3 MO constulose 1 MO
budesonide oral 1 MO CORTIFOAM P MO
capsule,delayed,exte CREON 5 MO
nd.release
budesonide oral 3 MO cromolyn oral ! MO
tablet,delayed and CYSTADANE 3
ext.release DELZICOL 3
budesonide rectal 1 MO DICLEGIS 3 MO
BYLVAY 3 PA; MO; DIPENTUM 3 MO
LA doxylamine- 1 MO
CANASA MO pyridoxine (vit b6)
CHENODAL PA; LA dronabinol 1 PA
EMEND ORAL 3 PA; MO
CAPSULE 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 viii. 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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EMEND ORAL 3 PA; MO KRISTALOSE 3 MO
CAPSULE,DOSE lactulose oral 1
PACK packet
EMEND ORAL 3 PA lactulose oral 1 MO
IS:ICJ);PENSION solution 10 gram/15
ml
gE]CONSTITUTI LIALDA 3 MO
ENTY VIO PEN 3 PA; MO; LINZESS 2 MO; QL
QL (1.36 (30 per 30
per 28 days) days)
enulose 1 MO LIVMARLI 3 PA; LA
ORAL
GASTROCROM 3 MO SOLUTION 9.5
GATTEX 30-VIAL 3 PA; MO MG/ML
gavilyte-c 1 MO LOTRONEX 3 PA; MO
gavilyte-g | MO lubiprostone | MO; QL
generlac 1 (60 per 30
GIMOTI 3 days)
GOLYTELY 3 ST; MO MAI‘U.NOL 3 PA
granisetron hcl oral 1 PA; MO Zeéll’;l;ezo;%;ablet ! MO
fg i};lolcorllsone ! MO mesalamine oral 1 MO
o ; | VO capsule (with del rel
ydrocortisone tablets)
topical cream with mesalamine oral 1
ge;z;eal applicator capsule, extended
. 0
release
hij j’:f;)?;;ésf:;;l / ! MO mesalamine oral 1 MO
lc) veam 1-1 % capsule,extended
- 0
release 24hr
IBSRELA > g}‘:’ (Z%O;er mesalamine oral 1 MO
30 da s)p tablet,delayed
INFLECTRA 3 PA; 1\}/10' refease (drlec)
QL’ (20 p’er mesalamine rectal 1 MO
28 days) metoclopramide hcl 1 MO

oral solution

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 viii. 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
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metoclopramide hcl 1 MO PANCREAZE 3 ST; MO
oral tablet ORAL
metoclopramide hcl 1 CAPSULE,DELA
oral YED
tablet,disintegrating RELEASE(DR/EC
5mg ) 10,500-35,500-
MOTEGRITY 3 ST; MO; 61,500 UNIT,
QL (30 per 16,800-56,800-
30 da S)p 98,400 UNIT,
Y 2,600-8,800- 15,200
MOVANTIK 3 ST; MO; UNIT, 21,000-
QL (30 per 54,700- 83,900
30 days) UNIT, 37,000-
MOVIPREP 3 ST; MO 97,300- 149,900
nitroglycerin rectal 1 MO UNIT, 4,200-
OCALIVA 3 PA;MO; gﬁfg' 24,600
LA; QL (30
per 30 days) peg 3350- 1
OMVOH PEN 3 PA; MO; clectrolytes
QL (2 per peg3350-sod sul- 1 MO
28 days) nacl-kcl-asb-c
OMVOH 3 PA; QL (2 peg-electrolyte 1 MO
SUBCUTANEOU per 28 days) PENTASA 3 MO
S PERTZYE 3 ST; MO
ondaﬁsetron hel oral 1 PA; MO PLENVU 3 ST: MO
solution prochlorperazine 1 MO
ondansetron hcl oral 1 PA; MO .
prochlorperazine 1 MO
tablet 4 mg, 8§ mg
maleate
ondanse.tr.on oral . 1 PA; MO PROCTOFOAM 3 MO
tablet,disintegrating HC
4 mg, 8§ mg
procto-med hc 1 MO
proctosol he topical 1 MO
proctozone-hc 1 MO
RECTIV 3 MO
REGLAN 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 viii. 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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RELISTOR ORAL 3 ST; MO; SKYRIZI 3 PA; MO;
QL (90 per SUBCUTANEOU QL (2.4 per
30 days) S WEARABLE 56 days)
RELISTOR 3 ST; MO; INJECTOR 360
SUBCUTANEOU QL (18 per MG/2.4 ML (150
S SOLUTION 30 days) MG/ML)
RELISTOR 3 ST: MO: sodium,potassium,m 1 MO
SUBCUTANEOU QL (18 per ag sulfates oral
S SYRINGE 12 30 days) recon soln 17.5-
MG/0.6 ML 3.13-1.6 gram
RELISTOR 3 ST; MO; sodium,potassium,m 1
SUBCUTANEOU QL (12 per ag sulfates oral
S SYRINGE 8 30 days) recon soln 17.5-
MG/0.4 ML 3.13-1.6 gram 2
REMICADE PA; MO; SUCRAID 3. PA
QL (20 per SUFLAVE 3 ST; MO
28 days) sulfasalazine 1 MO
RENFLEXIS 3 PA; MO; SUPREP BOWEL 3 ST; MO
QL (20 per PREP KIT
28 days) SUTAB ST: MO
ROWASA 3 MO SYMPROIC MO: QL
RECTAL ENEMA (30 per 30
KIT days)
SANCUSO 3. MO TRULANCE 2 MO:QL
scopolamine base 1 MO (30 per 30
SKYRIZI 3 PA; MO; days)
INTRAVENOUS QL (30 per UCERIS 3 MO
180 days) URSO 250 3
SUBCUTANEOU QL (1.2 per :
S WEARABLE 56 days) ursodiol oral capsule 3
INJECTOR 180 200 mg, 400 mg
MG/1.2 ML (150 ursodiol oral capsule 1 MO
MG/ML) 300 mg
ursodiol oral tablet 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 viii. 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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VARUBI 2 PA ULCER
VELSIPITY 3 PA;MO; THERAPY
QL (30 per amoxicil- | MO; QL
30 days) clarithromy- (112 per
VIBERZI 3 MO; QL lansopraz 180 days)
(60 per 30 bismuth subcit k- | MO; QL
days) metronidz-tcn (120 per
VIOKACE 3 MO 180 days)
VOWST 3 PA; LA CARAFATE 3
ZENPEP ORAL 2 MO ORAL
CAPSULE,DELA SUSPENSION
YED CARAFATE 3 MO
RELEASE(DR/EC ORAL TABLET
) 10,000-32,000 - cimetidine 1 MO
42,000 UNIT,
15,000-47,000 - CYTOTEC MO
63,000 UNIT, DEXILANT 3 MO; QL
20,000-63,000- (30 per 30
84,000 UNIT, days)
25,000-79,000- dexlansoprazole 1 MO; QL
105,000 UNIT, (30 per 30
3,000-10,000 - days)
14,000-UNIT, esomeprazole 1 MO; QL
40,000-126,000- magnesium oral (30 per 30
168,000 UNIT, capsule,delayed days)
5,000-17,000- release(drlec) 20
24,000 UNIT mg
ZENPEP ORAL 3 MO esomeprazole 1 MO; QL
CAPSULE,DELA magnesium oral (60 per 30
YED capsule,delayed days)
RELEASE(DR/EC release(drlec) 40
) 60,000-189,600- mg
252,600 UNIT
esomeprazole 1 MO; QL
ZYMFENTRA 3 PA; MO; magnesium oral (30 per 30
QL (2 per granules dr for susp days)
28 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 viii. 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 | MO; QL NEXIUM ORAL 3 MO; QL
magnesium oral (60 per 30 GRANULES DR (30 per 30
granules dr for susp days) FOR SUSP IN days)
in packet 40 mg PACKET 10 MG,
famotidine oral 1 MO 2.5MG, 20 MG, 5
suspension for MG
reconstitution NEXIUM ORAL 3 MO; QL
famotidine oral 1 MO GRANULES DR (60 per 30
tablet 20 mg, 40 mg FOR SUSP IN days)
KONVOMEP 3 QL (600 per PACKET 40 MG

30 days) nizatidine oral 1 MO

lansoprazole oral 1 MO; QL capsule
capsule,delayed (30 per 30 OMECLAMOX- 3 QL (80 per
release(drlec) 15 days) PAK 180 days)
mg omeprazole oral 1 MO; QL
lansoprazole oral 1 MO:; QL capsule,delayed (30 per 30
capsule,delayed (60 per 30 release(drlec) 10 days)
release(drlec) 30 days) mg, 20 mg
mg omeprazole oral 1 MO; QL
lansoprazole oral 1 MO; QL capsule,delayed (60 per 30
tablet,disintegrat, (30 per 30 release(drlec) 40 days)
delay rel 15 mg days) mg
lansoprazole oral 1 MO; QL omeprazole-sodium 1 MO; QL
tablet, disintegrat, (60 per 30 bicarbonate oral (30 per 30
delay rel 30 mg days) capsule days)
misoprostol 1 MO omeprazole-sodium 3 MO; QL
NEXIUM ORAL 3 MO: QL bicarbonate oral (30 per 30
CAPSULE,DELA (30 per 30 packet days)
YED days) pantoprazole oral 1 MO; QL
RELEASE(DR/EC granules dr for susp (60 per 30
)20 MG in packet days)
NEXIUM ORAL 3 MO:; QL pantoprazole oral 1 MO; QL
CAPSULE.DELA (60 per 30 tablet,delayed (30 per 30
YED days) release (drlec) 20 days)
RELEASE(DR/EC mg
)40 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 viii. 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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pantoprazole oral 1 MO; QL PROTONIX 3 MO; QL
tablet,delayed (60 per 30 ORAL (60 per 30
release (drlec) 40 days) TABLET,DELAY days)
mg ED RELEASE
PEPCID ORAL 3 MO (DR/EC) 40 MG
TABLET PYLERA 3 MO; QL
PREVACID 3 MO;QL (120 per
(60 per 30 180 days)
days) rabeprazole oral 1 MO; QL
PREVACID 3 MO; QL tablet,delayed (60 per 30
SOLUTAB ORAL (30 per 30 release (drlec) days)
TABLET,DISINT days) sucralfate 1 MO
EGRAT, DELAY TALICIA 3 MO:;QL
REL 15 MG (168 per
PREVACID 3 MO;QL 180 days)
SOLUTAB ORAL (60 per 30 VOQUEZNA 3 ST: MO;
TABLET,DISINT days) QL (30 per
EGRAT, DELAY 30 days)
REL 30 MG VOQUEZNA 3 MO; QL
PRILOSEC ORAL 3 MO; QL DUAL PAK (112 per
SUSP.DELAYED (120 per 30 180 days)
EE(L;}(E)?ISFOFI\?(I}{ days) VOQUEZNA 3 MO;QL
TRIPLE PAK (112 per
PRILOSEC ORAL 3 MO; QL 180 days)
SUSP,DELAYED (480 per 30 JEGERID ORAL 5 MOOL
RELEASE FOR days)
RECON 2.5 MG CAPSULE 20-1.1 (30 per 30
i MG-GRAM days)
PROTONIX 3 MO:QL ZEGERID ORAL 3 QL (30 per
ORAL (60 per 30 CAPSULE 40-1.1 30 days)
GRANULES DR days) VG-GRAM Y
FOR SUSP IN -
PACKET
PROTONIX 3 MO;QL
ORAL (30 per 30
TABLET,DELAY days)
ED RELEASE
(DR/EC) 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 viii. 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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IMMUNOLO EPOGEN 3 PA; MO
INJECTION
GY, SOLUTION 2,000
VACCINES / UNIT/ML, 20,000
BIOTECHNO UNIT/2 ML,
LOGY 20,000 UNIT/ML,
3,000 UNIT/ML,
GY DRUGS FULPHILA 3 PA:MO
ACTIMMUNE 3 PA; MO FYLNETRA 3 PA
ARANESP (IN 3 PA; MO GENOTROPIN 3 PA: MO
POLYSORBATE) GENOTROPIN 3 PA:MO
INJECTION MINIQUICK
SOLUTION 100
MCG/ML, 200 GRANIX 3 PA; MO
MCG/ML, 25 HUMATROPE 3 PA; MO
MCG/ML, 40 INJECTION
MCG/ML, 60 CARTRIDGE
MCG/ML LEUKINE 3 PA;MO
ARANESP (IN 3 PA; MO INJECTION
POLYSORBATE) RECON SOLN
INJECTION NEULASTA 3 PA;MO
SYRINGE NEULASTA 3 PA:MO
ARCALYST PA ONPRO
AVOIiEX “ I(ZA;(I;/IO; NEUPOGEN 3 PA; MO
INTRAMUSCUL L (1 per :
AR PEN 28 days) NGENLA 3 PA; MO
INJECTOR KIT NIVESTYM 3 PA; MO
AVONEX 3 PA: MO: NORDITROPIN 3 PA; MO
INTRAMUSCUL QL (1 per FLEXPRO
AR SYRINGE 28 days) SUBCUTANEOU
KIT S PEN INJECTOR
. 10 MG/1.5 ML (6.7
BESREMI PA; LA MG/ML). 15
BETASERON PA; MO; MG/1.5 ML (10
SUBCUTANEOU QL (14 per MG/ML), 5
S KIT 28 days) MG/1.5 ML (3.3
EGRIFTA SV 3 PA; MO 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
what the symbols and abbreviations on this table mean by going to page viii. 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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NORDITROPIN 3 PA PROCRIT 2  PA;MO

FLEXPRO INJECTION

SUBCUTANEOU SOLUTION 10,000

S PEN INJECTOR UNIT/ML, 2,000

30 MG/3 ML (10 UNIT/ML, 3,000

MG/ML) UNIT/ML, 4,000

NUTROPIN AQ 3 PA;MO UNIT/ML

NUSPIN PROCRIT 3 PA;MO

NYVEPRIA PA; MO INJECTION

OMNITROPE PA; MO %%ﬁ‘{,ﬁﬂé%ggo

PEGASYS MO; QL (4 UNIT/ML

ggg(ﬁgﬁggmj per 28 days) REBIF (WITH 3 PA; MO;
ALBUMIN) QL (6 per

PEGASYS 3 MO:;QL(2 28 days)

SUBCUTANEOU per 28 days) : :

S SYRINGE REBIF 3 PA;MO;
REBIDOSE QL (6 per

PLEGRIDY 3 PAMO; SUBCUTANEOU 28 days)

SUBCUTANEOU QL (1 per S PEN INJECTOR

S PEN INJECTOR 28 days) 22 MCG/0.5 ML

125 MCG/0.5 ML 44 MCG/0.5 ML

PLEGRIDY 3 PA; MO; REBIF 3 PA; MO:;

SUBCUTANEOU QL (1 per REBIDOSE QL (4.2 per

S PEN INJECTOR 180 days) SUBCUTANEOU 180 days)

63 MCG/0.5 ML- S PEN INJECTOR

94 MCG/0.5 ML 8.8MCG/0.2ML-22

PLEGRIDY 3 PA;MO; MCG/0.5ML (6)

SUBCUTANEOU QL (1 per REBIF 3 PA: MO;

S SYRINGE 125 28 days) TITRATION QL (4.2 per

MCG/0.5 ML PACK 180 days)

PLEGRIDY 3 PA; MO; RELEUKO 3 PA: MO

SUBCUTANEOU QL (1 per SUBCUTANEOU ’

S SYRINGE 63 180 days) S

MCG/0.5 ML- 94
MCG/0.5 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 viii. 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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RETACRIT 2 PA; MO ACTHIB (PF) 2
INJECTION ADACEL(TDAP 1V
SOLUTION 10,000 ADOLESN/ADUL
UNIT/ML, 2,000 T)(PF)
UNIT/ML, 20,000
UNIT/2 ML, AREXVY (PF) 1 A\
20,000 UNIT/ML, BCG VACCINE, 1 \"
3,000 UNIT/ML, LIVE (PF)
4,000 UNIT/ML BEXSERO 1 Vv
RETACRIT 3 PA; MO BIVIGAM 3 PA; MO
INJECTION BOOSTRIX TDAP 1 v
%%]};,JE/IIQN 40,000 DAPTACEL 2

(DTAP
S RECON SOLN 4 DYSPORT 3 PA; MO
MG. 5 MG. 6 MG ENGERIX-B (PF) 1 PAV
SKYTROFA 3 PA;MO ENGERIX-B 1 PA;V
SOGROYA 3 PA: MO PEDIATRIC (PF)
STIMUFEND 3 PA; MO SI%I\[/[JIIVII)AGARD 3 PA; MO
UDENYCA 3 PAMO GAMMAGARD 3 PA:MO
UDENYCA 3 PA; MO S-D (IGA < 1
AUTOINJECTOR MCG/ML)
UDENYCA 3 PA; MO GAMMAKED 3 PA: MO
ONBODY INJECTION
XOLREMDI 3 PA; LA SOLUTION 1
ZARXIO 3 PA; MO GRAM/10 ML (10
0

ZIEXTENZO 3 PA; MO o)
ZOMACTON 3 PA; MO giﬁxiitii ii’ ﬁg
VACCINES / (WITH ’
MISCELLANEO SORBITOL)
US
IMMUNOLOGI
CALS
ABRYSVO (PF) 1 Vv

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 viii. 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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GAMUNEX-C 3 PA; MO MENVEO A-C-Y- 1 A"
INJECTION W-135-DIP (PF)
SOLUTION 1 INTRAMUSCUL
GRAM/10 ML (10 AR KIT
) M-M-R II (PF) 1V
GARDASIL 9 (PF) | A% OCTAGAM 3 PA; MO
GRASTEK 3 MO ODACTRA 3 PA;MO
HAVRIX (PF) v PANZYGA 3 PA;MO
%Té{?é\g (S}(EUL PEDIARIX (PF) 2
1,440 ELISA PEDVAX HIB 2
UNIT/ML (PF)
HAVRIX (PF) 9 PENBRAYA (PF) | A%
INTRAMUSCUL PENTACEL (PF) 2
AR SYRINGE 720 INTRAMUSCUL
ELISA UNIT/0.5 AR KIT 15LF-
ML 48MCG-62DU -10
HEPLISAV-B(PF) 1  PA;V MCG/0.5ML
HIBERIX (PF) 2 PREHEVBRIO 1 PA;V
IMOVAX RABIES 1V (PF)
VACCINE (PF) PRIORIX (PF) | A%
INFANRIX 9 PRIVIGEN 3 PA; MO
(DTAP) (PF) PROQUAD (PF) 2
IPOL 1 \" QUADRACEL 2
IXCHIQ (PF) 1V (PF)
IXIARO (PF) 1 vV RABAVERT (PF) | A%
JYNNEOS (PF) 1 PA;V RAGWITEK 3 MO
KINRIX (PF) P RECOMBIVAX 1 PA;V
MENACTRA (PF) 1V HB (PF)
INTRAMUSCUL ROTARIX ORAL 2
AR SOLUTION SUSPENSION
MENQUADFI 1 vV ROTARIX ORAL 1
(PF) SUSPENSION

FOR

RECONSTITUTI

ON

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 viii. 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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ROTATEQ 2 VAQTA (PF) 1V
VACCINE INTRAMUSCUL
SHINGRIX (PF) 1  V;QL(2 AR SYRINGE 50
per 720 UNIT/ML
days) VARIVAX (PF) 1V
TDVAX 1V YF-VAX (PF) 1V
TENIVAC (PF) 1V MISCELLAN
TETANUS,DIPH 2 EOUS
THERIA TOX PPLIE
PED(PF) = <
TICOVAC 5 MISCELLANEO
INTRAMUSCUL US SUPPLIES
AR SYRINGE 1.2 NOVO PEN 2 PA;MO
MCG/0.25 ML NEEDLE
TICOVAC 2 Vv BD 2 PA:MO
INTRAMUSCUL AUTOSHIELD
AR SYRINGE 2.4 DUO PEN
TRUMENBA v BD INSULIN 2 PA;MO
TWINRIX (PF) 1V SYRINGE (HALF
TYPHIM VI 1V UNIT)
VAQTA (PF) D BD INSULIN 2 PA
INTRAMUSCUL SYRINGE
AR SUSPENSION SYRINGE 1 ML
25 UNIT/0.5 ML 25 GAUGE X 5/8",
VAQTA (PF) v IML25X 1
INTRAMUSCUL BD INSULIN 2 PA; MO
AR SUSPENSION SYRINGE U-500
50 UNIT/ML BD INSULIN 2 PA;MO
VAQTA (PF) 2 SYRINGE
INTRAMUSCUL BD NANO 2ND 2 PA;MO
AR SYRINGE 25 GEN PEN
UNIT/0.5 ML NEEDLE
BD ULTRA-FINE 2 PA;MO
MICRO PEN
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 viii. 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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BD ULTRA-FINE 2 PA; MO DROPLET 3 PA; MO

MINI PEN INSULIN

NEEDLE SYR(HALF

BD ULTRA-FINE 2 PA UNIT) SYRINGE

NANO PEN 0.5 ML 30

NEEDLE GAUGE X 1/2",

BD ULTRA-FINE 2 PA; MO (()}SAl\Iglé]ng 5/16"

SHORT PEN

NEEDLE DROPLET 3 PA

BD VEO 2 PA; MO INSULIN
SYRINGE

INSULIN SYR

(HALF UNIT) SYRINGE 0.3 ML
29 GAUGE X 1/2",

BD VEO 2 PA; MO 0.3 ML 30

INSULIN GAUGE X 15/64",

SYRINGE UF 0.3 ML 30

CEQUR 2 MO GAUGE X 5/16",

SIMPLICITY 0.3 ML 31

CEQUR B MO GAUGE X 15/64",

SIMPLICITY I ML 29 GAUGE

INSERTER X 1/2",1 ML 30 .

PEN NEEDLES 3 PA ?ﬁgg}g é Allilgii,

(NON- X 5/16, 1 ML 31

PREFERRED GAUGE X 15/64"

BRANDS)

DROPLET 3 PA DROPLET 3 PA; MO
INSULIN

INSULIN SYRINGE

SYR(HALF SYRINGE 0.3 ML

UNIT) SYRINGE 30 GAUGE X 1/2"

0.5 ML 29 0.3 ML 31 ’

oGsA;J/I(L}EoX 12", GAUGE X 5/16", 1

e, ML 30 GAUGE X

0.5 ML 31 >

GAUGE X 15/64", GAUGE X 5/16

0.5ML 30 GAUGE DROPLET 3 PA; 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 viii. 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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Drug Name Drug Requiremen Drug Name Requiremen
Tier  ts/Limits ts/Limits

DROPLET PEN 3 PA; MO INPEN
NEEDLE (NOVOLOG OR
NEEDLE 29 FIASP) BLUE
GAUGE X 1/2", 31 INPEN
GAUGE X 1/4", 31 (NOVOLOG OR
GAUGE X 3/16", FIASP) GREY
31 GAUGE X

" INPEN
5/16 ,"32 GAUGE (NOVOLOG OR
X 1/4", 32 GAUGE FIASP) PINK
X 3/16", 32
GAUGE X 5/32" BD INSULIN PA
DROPLET PEN 3 PA SYRINGE
NEEDLE BD INSULIN PA; MO
NEEDLE 29 SYRINGE
GAUGE X 3/8", 30 NOVO PEN PA; MO
GAUGE X 5/16", NEEDLE
32 GAUGE X NEEDLE 32
5/16" GAUGE X 1/4"
DROPSAFE PEN 3 PA; MO NOVO PEN PA
NEEDLE NEEDLE
NEEDLE 31 NEEDLE 32
GAUGE X 1/4", 31 GAUGE X 1/5", 32
GAUGE X 5/16" GAUGE X 1/6"
DROPSAFE PEN 3 PA OMNIPOD 5 G6 MO; QL (1
NEEDLE INTRO KIT (GEN per 720
NEEDLE 31 5) days)
GAUGE X 3/16" OMNIPOD 5 G6 MO
GAUZE PADS 2 2 PA PODS (GEN)5)
X2 OMNIPOD 5 G6- QL (1 per
INPEN (FOR 3 G7 INTRO 720 days)
HUMALOG) KT(GENS)
BLUE OMNIPOD 5 G6-
INPEN (FOR 3 G7 PODS (GEN ))
HUMALOG) OMNIPOD DASH QL (1 per
GREY INTRO KIT (GEN 720 days)
INPEN (FOR 3 4)
HUMALOG)
PINK

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 viii. 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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Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
OMNIPOD DASH 2 MO TECHLITE 3 PA; MO
PODS (GEN 4) INSULIN
OMNIPOD GO 2 SYRINGE
PODS SYRINGE 1 ML

30 GAUGE X 1/2",

OMNIPOD GO 2 | ML 31 GAUGE
PODS 10 X 15/64", 1 ML 31
UNITS/DAY GAUGE X 5/16
OMNIPOD GO 2 TECHLITE 3 PA
PODS 15 INSULN
UNITS/DAY SYR(HALF
OMNIPOD GO 2 UNIT) SYRINGE
PODS 20 0.3 ML 29
UNITS/DAY GAUGE X 1/2",
OMNIPOD GO 2 0.3 ML 30
PODS 25 GAUGE X 5/16",
UNITS/DAY 0.5 ML 30
OMNIPOD GO P GAUGE X 5/16"
PODS 30 TECHLITE 3 PA; MO
UNITS/DAY INSULN
OMNIPOD GO 2 SYR(HALF
PODS 40 UNIT) SYRINGE
BD PEN NEEDLE 2 PA 0.3 ML 31
PEN NEEDLES 3 PA GAUGE X 5/16",
(NON- 0.5 ML 30
PREFERRED GAUGE X 1/2",
BRANDS) 0.5 ML 31
TECHLITE 3 PA GAUGE X 15/64",
INSULIN 0.5 ML 31
SYRINGE GAUGE X 5/16"

SYRINGE 1 ML
29 GAUGE X 1/2"

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 viii. 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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TECHLITE PEN 3 PA; MO TRUEPLUS PEN 3 PA

NEEDLE NEEDLE

NEEDLE 29 NEEDLE 29

GAUGE X 1/2", 31 GAUGE X 1/2"

GAUGE X 3/16", TRUEPLUS PEN 3 PA;MO

31 GAUGE X NEEDLE

5/16", 32 GAUGE NEEDLE 31

X 1/4", 32 GAUGE GAUGE X 1/4", 31

X 5/32" GAUGE X 3/16",

TECHLITE PEN 3 PA 31 GAUGE X

NEEDLE 5/16", 32 GAUGE

NEEDLE 29 X 5/32"

GAUGE X 3/8", 31 UNIFINE 3 PA;MO

GAUGE X 1/4", 32 PENTIPS

GAUGE X 5/16" MAXFLOW

TRUEPLUS 3 PA UNIFINE 3 PA;MO

INSULIN PENTIPS

SYRINGE 0.3 ML NEEDLE 29

29 GAUGE X 1/2", GAUGE X 1/2", 31

1/2 ML 28 . GAUGE X 1/4", 31

GAUGE X 1/2 GAUGE X 3/16",

TRUEPLUS 3 PA; MO 31 GAUGE X

INSULIN 5/16", 32 GAUGE

SYRINGE 0.3 ML X 1/4", 32 GAUGE

30 GAUGE X X 5/32", 33

5/16", 0.3 ML 31 GAUGE X 5/32"

GAUGE X 5/16", UNIFINE 3 PA;MO

0.5ML29 " PENTIPS PLUS

OGSAﬁgE?): OX 172", UNIFINE 3 PA

AR 16" PENTIPS PLUS

0.5 ML 31

GAUGE X 5/16", 1 UNIFINE 3 PA

ML 28 GAUGE X SAFECONTROL

1/2", 1 ML 29 NEEDLE 30

GAUGE X 1/2", 1 GAUGE X 3/16",

ML 30 GAUGE X 32 GAUGE X

5/16, 1 ML 31 5/32"

GAUGE X 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 viii. 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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UNIFINE 3 PA; MO MUSCULOSK
SAFECONTROL
NEEDLE 30 LAALIBUANL,
GAUGE X 5/16" RHEUMATO
UNIFINE 3 PA LOGY
SAFECONTROL GOUT
PEN NEEDLE THERAPY
UNIFINE 3 PA allopurinol oral 1 MO
ULTRA PEN tablet 100 300
NEEDLE abtet [V ME,
NEEDLE 31 me
GAUGE X 1/4", 31 ALLOPURINOL 3
GAUGE X 5/16", ORAL TABLET
32 GAUGE X 200 MG
5/32" colchicine 1 MO
UNIFINE 3 PA; MO COLCRYS 3 ST; MO
EEEIR)IIA:F?EN febuxostat 1 MO
NEEDLE 31 GLOPERBA 3 ST
GAUGE X 3/16" MITIGARE 3 ST; MO
INSULIN 3 PA probenecid 1 MO
SYRINGES probenecid- | MO
(NON- colchicine
PREFERRED ULORIC 3 MO
BRANDS
V.GO 20 ) MO OSTEOPOROSI
- S THERAPY
V-GO 30 MO ACTONEL ORAL 3 ST; MO;
V-GO 40 MO TABLET 150 MG QL (1 per
30 days)
ACTONEL ORAL 3 ST; MO;
TABLET 35 MG QL (4 per
28 days)
alendronate oral 1 MO; QL
solution (300 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 viii. 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
alendronate oral | MO; QL risedronate oral | MO; QL (4
tablet 10 mg (30 per 30 tablet 35 mg, 35 mg per 28 days)
days) (12 pack), 35 mg (4
alendronate oral 1 MO; QL (4 pack)
tablet 35 mg, 70 mg per 28 days) risedronate oral 1 MO; QL
ATELVIA 3 ST: MO; tablet 5 mg (30 per 30
QL (4 per days)
28 days) risedronate oral 1 MO:; QL (4
BINOSTO 3 ST: MO; tablet,delayed per 28 days)
QL (4 per release (drlec)
28 days) TERIPARATIDE 3 PA; QL
EVENITY 3 PA; MO:; SUBCUTANEOU (2.48 per 28
SUBCUTANEOU QL (2.34 S PEN INJECTOR days)
S SYRINGE per 30 days) 20 MCG/DOSE
210MG/2.34ML ( (620MCG/2.48ML)
105SMG/1.17MLX2 TYMLOS 3 PA; MO;
) QL (1.56
EVISTA MO per 30 days)
FORTEO PA; MO; OTHER
QL (2.4 per RHEUMATOLO
28 days) GICALS
FOSAMAX 3 ST; MO; ABRILADA(CF) 3 PA; QL (6
ORAL TABLET QL (4 per PEN per 28 days)
0 MG 28 days) ABRILADA(CF) 3 PA;QL(2
FOSAMAX PLUS 3 ST; MO; SUBCUTANEOU per 28 days)
D QL (4 per S SYRINGE KIT
28 days) 20 MG/0.4 ML
ibandronate oral 1 MO; QL (1 ABRILADA(CF) 3 PA; QL (6
per 30 days) SUBCUTANEOU per 28 days)
PROLIA 3 PA; MO; S SYRINGE KIT
QL (I per 40 MG/0.8 ML
180 days) ACTEMRA 3 PA;MO;
raloxifene 1 MO ACTPEN QL (3.6 per
risedronate oral 1 MO; QL (1 28 days)
tablet 150 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 viii. 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
ACTEMRA 3 PA; MO; ADALIMUMAB- 3 PA; MO;
SUBCUTANEOU QL (3.6 per ADBM QL (4 per
S 28 days) (PREFERRED 28 days)
ADALIMUMAB- 3 PA; MO; NDCS
AACF QL (6 per STARTING
28 days) WITH 00597)
ADALIMUMAB- 3 PA; QL (6 SUBCUTANEOU
S PEN INJECTOR
AATY per 28 days) KIT 40 MG/0.4
SUBCUTANEOU ML. 40 MG /0.8
S AUTO- ML’ '
INJECTOR, KIT
40 MG/0.4 ML ADALIMUMAB- 3 PA; MO;
- ADBM QL (2 per
ADALIMUMAB- 3 PA; QL (3 (PREFERRED 28 days)
AATY per 28 days) NDCS
SUBCUTANEOU STARTING
5 AUTO- WITH 00597)
INJECTOR, KIT SUBCUTANEOU
80 MG/0.8 ML S SYRINGE KIT
ADALIMUMAB- 3 PA; QL (2 10 MG/0.2 ML, 20
AATY per 28 days) MG/0.4 ML
SUBCUTANEOU ADALIMUMAB- 3 PA:QL(4
S SYRINGE KIT
20 MG/0.2 ML ADBM per 28 days)
i (PREFERRED
ADALIMUMAB- 3 PA; QL (6 NDCS
AATY per 28 days) STARTING
SUBCUTANEOU WITH 00597)
S SYRINGE KIT SUBCUTANEOU
40 MG/0.4 ML S SYRINGE KIT
ADALIMUMAB- 3 PA; MO; 40 MG/0.4 ML
ADAZ QL (2.4 per ADALIMUMAB- 3 PA;MO;
28 days) ADBM QL (4 per
(PREFERRED 28 days)
NDCS
STARTING
WITH 00597)
SUBCUTANEOU
S SYRINGE KIT
40 MG/0.8 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 viii. 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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ADALIMUMAB- 3 PA; QL (6 AMIEVITA 3 PA; MO;
ADBM(CF) PEN per 180 (PREFERRED QL (2.4 per
CROHNS days) NDCS 28 days)
(PREFERRED STARTING
NDCS WITH 55513)
STARTING SUBCUTANEOU
WITH 00597) S AUTO-
ADALIMUMAB- 3 PA;QL(4 INJECTOR 40
ADBM(CF) PEN per 180 MG/0.4 ML, 80
PS-UV days) MG/0.8 ML
(PREFERRED AMIEVITA 3 PA; MO;
NDCS (PREFERRED QL (4.8 per
STARTING NDCS 28 days)
WITH 00597) STARTING
ADALIMUMAB- 3 PA;QL(6 WITH 55513)
FKJP per 28 days) SUBCUTANEOU
SUBCUTANEOU S AUTO-
S PEN INJECTOR INJECTOR 40
KIT MG/0.8 ML
ADALIMUMAB- 3 PA;QL(2 AMIJEVITA 3 PA;MO;
FKJP per 28 days) (PREFERRED QL (0.4 per
SUBCUTANEOU NDCS 28 days)
S SYRINGE KIT STARTING
20 MG/0.4 ML WITH 55513)
ADALIMUMAB- 3 PA;QL(6 SUBCUTANEOU
S SYRINGE 10
FKIJP per 28 days) MG/0.2 ML. 20
SUBCUTANEOU MG/O.Z ML,
S SYRINGE KIT i
40 MG/0.8 ML AMIEVITA 3 PA; MO;
ADALIMUMAB- 3 PA; MO; (PREFERRED QL (0.8 per
NDCS 28 days)
RYVK QL (6 per STARTING
SUBCUTANEOU 28 days)
INJECTOR, KIT S SYRINGE 20
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 viii. 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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AMIJEVITA 3 PA; MO; CYLTEZO(CF) 3 PA;QL(4
(PREFERRED QL (2.4 per SUBCUTANEOU per 28 days)
NDCS 28 days) S SYRINGE KIT
STARTING 40 MG/0.4 ML
WITH 55513) CYLTEZO(CF) 3 PA; MO;
SUBCUTANEOU SUBCUTANEOU QL (4 per
S SYRINGE 40 S SYRINGE KIT 28 days)
MG/0.4 ML 40 MG/0.8 ML
AMIEVITA 3 PA; MO; DEPEN 3 PA; MO
ggggERRED %Ld(4-8)per TITRATABS
ays NO.
STARTING ENBREL MINI 3 g/i, (12\3/10,
WITH 55513) 52 da IS’)er
SUBCUTANEOU y
S SYRINGE 40 ENBREL 3 PA; MO;
MG/0.8 ML SUBCUTANEOU QL (8 per
ARAVA 3 MO: QL S SOLUTION 28 days)
(30 per 30 ENBREL 3 PA;MO;
days) SUBCUTANEOU QL (8 per
BENLYSTA 3 PA;MO S SYRINGE 28 days)
SUBCUTANEOU ENBREL 3 PA; MO;
S SURECLICK QL (8 per
CUPRIMINE PA; MO 28 days)
CYLTEZO(CF) PA; MO; HADLIMA 3 g’i’ (Z/Ié) -
PEN QL (4 per © PE
28 days)
28 days)
CYLTEZO(CF) 3 PA;QL (6 ES;E?SCH 3 g’i’ (lfé) -
PEN CROHN'S- per 180 53 du 'S)pe
UC-HS days) y
CYLTEZO(CF) 3 PA;QL(4 HADLIMA(CF) 3 g’i’ é{?’ o
PEN PSORIASIS- per 180 P
28 days)
uv days)
CYLTEZO(CF) 3 PA;MO; Eé%;?éé%ﬂ 3 g‘i’ (1;44?’ o
SUBCUTANEOU QL (2 per 53 'S)p
S SYRINGE KIT 28 days) y

10 MG/0.2 ML, 20
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 viii. 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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HULIO(CF) PEN 3 PA;QL (6 HUMIRA(CF) 3 PA;MO;
SUBCUTANEOU per 28 days) (PREFERRED QL (4 per
S PEN INJECTOR NDCS 28 days)
KIT STARTING
HULIO(CF) 3 PA;QL(2 WITH 00074)
SUBCUTANEOU per 28 days) SUBCUTANEOU
S SYRINGE KIT S SYRINGE KIT
20 MG/0.4 ML 40 MG/0.4 ML
HULIO(CF) 3 PA;QL (6 HUMIRA(CF) 3 PA;MO;
SUBCUTANEOU per 28 days) PEN QL (4 per
S SYRINGE KIT (PREFERRED 28 days)
40 MG/0.8 ML NDCS
HUMIRA 3 PA.MO: STARTING
WITH 00074)
(PREFERRED QL (4 per
NDCS 28 days) SUBCUTANEOU
STARTING S PEN INJECTOR
WITH 00074) KIT 40 MG/0.4
SUBCUTANEOU ML
S SYRINGE KIT HUMIRA(CF) 3 PA;MO;
40 MG/0.8 ML PEN QL (2 per
HUMIRA PEN 3 PA;MO: (PREFERRED 28 days)
(PREFERRED QL (4 per IS\IT[E:{STING
NDCS 28 days)
STARTING WITH 00074)
WITH 00074) SUBCUTANEOU
S PEN INJECTOR
HUMIRA(CF) 3 PATMO; KIT 80 MG/0.8
(PREFERRED QL (2 per ML
IS\IT[;(I:{STING 28 days) HUMIRA(CF) 3 PA; MO;
WITH 00074) PEN CROHNS- QL (3 per
SUBCUTANEOU UC-HS 180 days)
S SYRINGE KIT ggggERRED
11\23%(} 2/01&LM L. 20 STARTING
: WITH 00074)

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 viii. 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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Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
HUMIRA(CF) 3 PA;MO; HYRIMOZ(CF) 3 PA;MO;
PEN PEDIATRIC QL (4 per (PREFERRED QL (0.2 per
ucC 180 days) NDCS 28 days)
(PREFERRED STARTING
NDCS WITH 61314)
STARTING SUBCUTANEOU
WITH 00074) S SYRINGE 10
HUMIRA(CF) 3 PA;MO; MG/0.1 ML
PEN PSOR-UV- QL (3 per HYRIMOZ(CF) 3 PA; MO;
ADOL HS 180 days) (PREFERRED QL (0.4 per
(PREFERRED NDCS 28 days)
NDCS STARTING
STARTING WITH 61314)
WITH 00074) SUBCUTANEOU
HYRIMOZ 3 PA;QL S SYRINGE 20
(PREFERRED (3.2 per 28 MG/0.2 ML
NDCS days) HYRIMOZ(CF) 3 PA;QL
STARTING (PREFERRED (1.6 per 28
WITH 61314) NDCS days)
HYRIMOZ PEN 3 PA;QL STARTING
(PREFERRED (3.2 per 28 WITH 61314)
NDCS days) SUBCUTANEOU
STARTING S SYRINGE 40
WITH 61314) MG/0.4 ML
HYRIMOZ PEN 3 PA; MO; HYRIMOZ(CF) 3 PA;MO;
CROHN'S-UC QL (2.4 per PEDI CROHN QL (2.4 per
STARTER 180 days) STARTER 180 days)
(PREFERRED (PREFERRED
NDCS NDCS
STARTING STARTING
WITH 61314) WITH 61314)
HYRIMOZ PEN 3 PA; MO; SUBCUTANEOU

S SYRINGE 80

PSORIASIS QL (1.6 per MG/0.8 ML
STARTER 180 days) :
(PREFERRED
NDCS
STARTING
WITH 61314)

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 viii. 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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HYRIMOZ(CF) 3 PA;MO; IDACIO(CF) PEN 3 PA;MO;
PEDI CROHN QL (1.2 per PSORIASIS QL (4 per
STARTER 180 days) START 180 days)
(PREFERRED KEVZARA 3 PA; QL
NDCS SUBCUTANEOU (2.28 per 28
STARTING S PEN INJECTOR days)
WITH 61314) 150 MG/1.14 ML
ggg%{g é‘g gé) U KEVZARA 3 PA:MO;
MG/0.8 ML 40 SUBCUTANEOU QL (2.28
MG /0' A ML S PEN INJECTOR per 28 days)
: 200 MG/1.14 ML
HYRIMOZ(CF) 3 PA;QL CEVZARA T 0.
gfé\;FERRED Sa';l;’er 28 SUBCUTANEOU QL (2.28
NDCS S SYRINGE per 28 days)
STARTING KINERET 3 PA; QL
WITH 61314) (20.1 per 30
SUBCUTANEOU days)
S PEN INJECTOR leflunomide 1 MO; QL
40 MG/0.4 ML (30 per 30
HYRIMOZ(CF) 3 PA; MO; days)
PEN QL (1.6 per OLUMIANT 3 PA;MO;
(PREFERRED 28 days) QL (30 per
NDCS 30 days)
STARTING ORENCIA 3 PA;MO;
WITH 61314) CLICKJECT QL (4 per
SUBCUTANEOU 28 days)
S PEN INJECTOR ORENCIA 5 PA MO
: SUBCUTANEOU QL (4 per
IDACIO(CF) 3 PAMO; S SYRINGE 125 28 days)
QL (4 per MG/ML
28 days) ORENCIA 3 PA; MO;
IDACIO(CF) PEN 3 PAMO; SUBCUTANEOU QL (1.6 per
QL (4 per S SYRINGE 50 28 days)
28 days) MG/0.4 ML
IDACIO(CF) PEN 3 PA:;MO;
CROHN-UC QL (6 per
STARTR 180 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 viii. 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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ORENCIA 3 PA; MO; SIMPONI 3 PA; MO;
SUBCUTANEOU QL (2.8 per SUBCUTANEOU QL (3 per
S SYRINGE 87.5 28 days) S PEN INJECTOR 28 days)
MG/0.7 ML 100 MG/ML
OTEZLA ORAL 3 PA; MO; SIMPONI 3 PA; MO;
TABLET 30 MG QL (60 per SUBCUTANEOU QL (0.5 per
30 days) S PEN INJECTOR 28 days)
OTEZLA 3 PA; MO; 50 MG/0.5 ML
STARTER ORAL QL (55 per SIMPONI 3 PA; MO;
TABLETS,DOSE 180 days) SUBCUTANEOU QL (3 per
PACK 10 MG (4)- S SYRINGE 100 28 days)
20 MG (4)-30 MG MG/ML
(47) SIMPONI 3 PA; MO;
OTREXUP (PF) 3 MO SUBCUTANEOU QL (0.5 per
penicillamine 3 PA; MO S SYRINGE 50 28 days)
RASUVO (PF) 3 MO MG/0.5 ML
RIDAURA 3 MO TOFIDENCE 3 5’2(’)%; -
RINVOQ ORAL 3 PA; MO; days)
TABLET QL (30 per XELJANZ ORAL 3 PA; MO:;
EXTENDED 30 days) SOLUTION QL (480 per
RELEASE 24 HR 34 days) P
15 MG, 30 MG y
RINVOQ ORAL 3 PA; MO; ?IEI};JL’EI}IZ ORAL 3 g’i’ (%Qer
TABLET QL (84 per 30 da S)p
EXTENDED 180 days) y
RELEASE 24 HR XELJANZ XR 3 PA; MO:;
45 MG QL (30 per
SAVELLAORAL 2 MO;QL 30 days)
TABLET (60 per 30 YUFLYMA(CF) 3 PA; QL (3
days) AI CROHN'S-UC- per 180
SAVELLA ORAL 2 MO;QL HS days)
TABLETS,DOSE (55 per 180 YUFLYMA(CF) 3 PAQLH4
PACK days) AUTOINJECTOR per 28 days)
SIMLANDI(CF) 3 PA; MO; gli%%%T_ANEOU
AUTOINJECTOR %Ld(6 p)er INJECTOR, KIT
ays 40 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 viii. 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
YUFLYMA(CF) 3 PA;QL(2 COMBIPATCH 3 PA;MO
AUTOINJECTOR per 28 days) TRANSDERMAL
SUBCUTANEOU PATCH
S AUTO- SEMIWEEKLY
INJECTOR, KIT 0.05-0.14 MG/24
80 MG/0.8 ML HR
YUFLYMA(CF) 3 PA;QL(2 COMBIPATCH 3 PA
SUBCUTANEOU per 28 days) TRANSDERMAL
S SYRINGE KIT PATCH
20 MG/0.2 ML SEMIWEEKLY
YUFLYMA(CF) 3 PA;QL (4 0.05-0.25 MG/24
SUBCUTANEOU per 28 days) HR
S SYRINGE KIT CRINONE 3 MO
40 MG/0.4 ML VAGINAL GEL 4
YUSIMRY/(CF) 3 PA;QL Yo
PEN (4.8 per 28 CRINONE 3 PA;MO
days) VAGINAL GEL 8
OBSTETRICS &
/ deblitane 1 MO
YNECOL DELESTROGEN 3 MO
ErINIECOLOIE INTRAMUSCUL
Y AR OIL 10
ESTROGENS / MG/ML, 20
PROGESTINS MG/ML
DEPO- 3
ACTIVELLA 3 PA;MO ESTR ADIOL
ANGELIQ 5 PAMO DEPO-PROVERA 3 MO
BIJUVA 3 PA;MO INTRAMUSCUL
camila 1 MO AR SUSPENSION
CLIMARA 3 PA; MO; 150 MG/ML
QL (4 per DEPO-PROVERA 3 MO
28 days) INTRAMUSCUL
CLIMARA PRO 3 PA;MO AR SYRINGE
DEPO-SUBQ 2 MO

PROVERA 104

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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DIVIGEL 3 PA; MO; estradiol 1 PA; MO;

TRANSDERMAL QL (30 per transdermal gel in QL (30 per

GEL IN PACKET 30 days) packet 0.25 mgl0.25 30 days)

0.25 MG/0.25 gram (0.1%), 0.5

GRAM (0.1 %), 0.5 mgl0.5 gram (0.1

MG/0.5 GRAM %), 0.75 mgl0.75

(0.1 %), 0.75 gram (0.1%), 1

MG/0.75 GRAM mglgram (0.1 %)

(0.1%), 1 estradiol 1 PA; MO;

(I)VIG/ GRAM (0.1 transdermal gel in QL (37.5

/) packet 1.25 mgll1.25 per 30 days)

DIVIGEL 3 PA; MO; gram (0.1%)

TRANSDERMAL QL (37.5 estradiol 1 PA; MO;

GEL IN PACKET per 30 days) transdermal patch QL (8 per

I-ZSAMG/ 1 -23 semiweekly 28 days)

GR. M (0.17%) estradiol 1 PA; MO;

dotti 1 PA; MO; transdermal patch QL (4 per

QL (8 per weekly 28 days)

" 28 days) estradiol vaginal 1 MO
DUAVEE 2 MO estradiol valerate 1 MO
ELESTRIN > PA; MO; estradiol- 1 PA; MO

QL (70 per .
norethindrone acet
30 days)
orrin 1 MO ESTRING ST; MO
ESTRACE 3 ST; MO EVAMIST l())% (1;/1602’
VAGINAL :

: per 30 days)
"m"j“’j oral i ii’ ﬁg FEMRING 3 ST, MO
estradio ; ; .
transdermal gel in QL (50 per Jyavoly ; PA; MO
metered-dose pump 30 days) heather 1 MO

IMVEXXY 2 MO
MAINTENANCE

PACK

IMVEXXY 2 MO
STARTER PACK

incassia 1 MO
Jjinteli 1 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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lylegq 1 MO VAGIFEM 3 ST; MO
Iyllana 1 PA; MO; VIVELLE-DOT 3 PA; MO;
QL (8 per QL (8 per
28 days) 28 days)
lyza 1 yuvafem 1 MO
medroxyprogesteron 1 MO MISCELLANEO
e US OB/GYN
MENEST PA; MO ANNOVERA MO
MENOSTAR PA; MO; CLEOCIN MO
QL (4 per VAGINAL
28 d
‘ _ 2ys) clindamycin 1 MO
mimvey 1 PA; MO phosphate vaginal
MINIVELLE 3 PA; MO; CLINDESSE 3 MO
QL (8 per ; 1 MO
28 days) curyng
P i MO enilloring 1 MO
rorethindrone 1 elonogestrel—ethmyl 1
(contraceptive) estradiol
norethindrone 1 MO GYNAZOLE-1 3 MO
acetate haloette 1 MO
norethindrone ac- 1 PA; MO INTRAROSA 3 MO
eth estradiol oral KYLEENA 3
tablet 0.5-2.5 mg- LILETTA 2 MO
, 1-5 mg-
mcs me-mcg metronidazole 1 MO
PREMARIN 2 MO vaginal gel 0.75 %%
ORAL (37.5mgl5 gram)
PREMARIN 2 MO miconazole-3 1 MO
VAGINAL vaginal suppository
PREMPHASE 2 MO MIRENA 3
PREMPRO 2 MO MYFEMBREE 3 PA;MO
progesterone 1 MO NEXPLANON 2
. —od
icromze norelgestromin- 1
PROMETRIUM MO ethin.estradiol
PROVERA MO NUVARING 3 MO
sharobel 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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ORIAHNN 3 PA; MO cryselle (28) | MO
OSPHENA 3 MO cyred eq 1 MO
PHEXXI 3 MO desog- 1
SKYLA 3 e.estradiolle.estradi
terconazole 1 MO ol
e xamic acid I MO desoge.strel-ethinyl 1
oral estradiol
vandazole I MO dolishale 1 MO
VEOZAH 3 PA: MO drospirenone- 1 MO
’ e.estradiol-Im.fa
XACIATO 3 ST; MO oral tablet 3-0.02-
xulane 1 MO 0.451 mg (24) (4)
zafemy 1 MO drospirenone-ethinyl 1 MO
ORAL estradiol oral tablet
CONTRACEPTI 3-0.02mg
VES /| RELATED drospirenone-ethinyl 1
AGENTS estradiol oral tablet
3-0.03 mg
altavera (28) 1 MO enpresse 1 MO
alyacen 1135 (28) 1 MO enskyce 1 MO
amethia 1 estarylla 1 MO
apri ! MO ethynodiol diac-eth 1
aranelle (28) 1 MO estradiol
ashlyna 1 MO falmina (28) 1 MO
aubra eq 1 MO finzala 1 MO
aviane 1 MO gemmily 1 MO
BALCOLTRA 3 MO hailey 24 fe 1 MO
balziva (28) 1 MO iclevia 1
BEYAZ 3 MO introvale 1
blisovi 24 fe 1 MO isibloom 1 MO
blisovi fe 1.5/30 1 MO Jasmiel (28) 1 MO
(28) Joyeaux 1 MO
briellyn 1 MO uleber 1 MO
camrese lo 2 MO Jjunel 1.5130 (21) I 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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Junel 1/120 (21) | MO levonorgestrel- |
junel fe 1.5/30 (28) 1 MO ethyIO e}vfrf(t)do(;ml
: tablet 0.15-0.03 mg,
junel fe 1/120 (28) 1 MO 90-20 meg (28)
Jjunel fe 24 1 MO

- levonorgestrel- 1
kaitlib fe 1 MO ethinyl estrad oral
kariva (28) 1 MO tablets,dose pack,3
kelnor 1/35 (28) 1 MO month
kelnor 1-50 (28) 1 MO levonorg-eth estrad 1
kurvelo (28) 1 MO triphasic

. levora-28 1 MO

[ norgestle.estradiol- 1
e.estrad oral LO LOESTRIN 3 MO
tablets,dose pack,3 FE
month 0.1 mg-20 LOESTRIN 1.5/30 3 MO
mceg (84)110 mcg (21)
(7),0.15 mg-30 LOESTRIN 1/20 3 MO
mcg (84)110 mcg (21)
(7) LOESTRIN FE 3 MO
[ norgestle.estradiol- 1 MO 1.5/30 (28-DAY)
it dove pach.3 LOESTRINEE [ MO
month 0.15 mg-20 1720 (28-DAY)
megl 0.15 mg-25 loryna (28) 1 MO
mcg low-ogestrel (28) 1 MO
larin 1.5/30 (21) 1 MO lutera (28) 1 MO
larin 1120 (21) | MO marlissa (28) | MO
larin fe 1.5/30 (28) | MO merzee 1 MO
larin fe 1120 (28) | MO mibelas 24 fe | MO
layolis fe 1 MO microgestin 1.5/30 1 MO
lessina 1 MO (21)
levonest (28) 1 MO microgestin 1/20 1 MO
levonorgestrel- 1 MO (2‘]) :
ethinyl estrad oral microgestin 24 fe 1
tablet 0.1-20 mg- microgestin fe 1 MO
mcg 1.5/30 (28)

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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microgestin fe 1/20 1 MO nortrel 71717 (28) 1 MO
(28) nylia 1135 (28) 1 MO
mili I MO nylia 71717 (28) 1 MO
NATAZIA 3 MO nymyo 1
necon 0.5/35 (28) 1 MO ocella 1 MO
NEXTSTELLIS 3 MO pimtrea (28) 1 MO
nikki (28) 1 MO portia 28 1 MO
noreth-ethinyl 1 reclipsen (28) 1 MO
estradz‘ol-lron rivelsa 1 MO
norethmdr.one ac- 1 MO SAFYRAL 3 MO
eth estradiol oral :
tablet 1-20 mg-mcg setlakin 1 MO
norethindrone- 1 sprintec (28) 1 MO
e.estradiol-iron oral STonyx 1 MO
capsule syeda 1 MO
no"ethi’;d’;‘me' l 1 tarina 24 fe 1 MO
e.estradiol-iron ora ;
tablet 1 mg-20 mcg t(c;r;)aafe 1-20 ¢q ! MO
(21)175mg (7), 1- —
20(5)11-30(7) tilia fe 1 MO
/Img-35mcg (9) tri-estarylla | MO
norethindrone- 1 tri-legest fe | MO
e.estradiol-iron oral tri-lo-estarylla 1 MO
tablet,chewable : :

tri-lo-sprintec 1
norgestimate-ethinyl | iomili 1
estradiol oral tablet ”‘_ml !
0.18/0.215/0.25 mg- tri-nymyo 1
25 mceg, 0.25-35 mg- tri-sprintec (28) | MO
mcg trivora (28) 1 MO
norgestimate-ethinyl 1 MO tri-vylibra 1 MO
estradiol oral tablet rivvlibra | 1 MO
0.1810.215/0.25 mg- ri-vynbra o
35 meg (28) turqoz (28) 1 MO
nortrel 0.5/35 (28) 1 MO tydemy 1
nortrel 1135 (21) 1 MO velivet triphasic I MO
nortrel 1135 (28) I MO regimen (28)

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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vestura (28) 1 MO moxifloxacin 1 MO
vienva 1 MO ophthalmic (eye)
vyfemla (28) 1 MO er)SA
vylibra 1 MO NAT C_:YN ‘;’ MO

neomycin-
wymzya fe ! MO bacitracin-
YASMIN (28) 3 MO polymyxin
YAZ (28) 3 MO neomycin- | MO
zovia 1-35 (28) 1 MO polymyxin-
OPHTHALM gramicidin
OLOGY neo-polycin 1
OCUFLOX 3 MO
ANTIBIOTICS ofloxacin 1 MO
AZASITE 3 MO ophthalmic (eye)
bacitracin 1 MO polycin 1
ophthalmic (eye) polymyxin b sulf- 1 MO
bacitracin- 1 MO trimethoprim
polymyxin b tobramycin 1 MO; QL
BESIVANCE 3 MO ophthalmic (eye) (10 per 14
CILOXAN 3 MO days)
OPHTHALMIC TOBREX 3 MO; QL
(EYE) OPHTHALMIC (3.5 per 14
OINTMENT (EYE) days)
ciprofloxacin hcl 1 MO OINTMENT
ophthalmic (eye) VIGAMOX 3 MO
erythromycin 1 MO; QL ANTIVIRALS
] : 14

ophthalmic (eye) Saisl;er rifluridine 1 MO
gatifloxacin 1 MO ZIRGAN . MO
gentamicin 1 MO; QL BETA-
ophthalmic (eye) (70 per 30 BLOCKERS
drops days) betaxolol | MO
levofloxacin 1 ophthalmic (eye)
ophthalmic (eye) BETIMOL MO
drops 0.5 % BETOPTIC S 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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carteolol | MO MIEBO (PF) 2 MO; QL
ISTALOL 3 MO (12 per 30
levobunolol 1 MO days)
ophthalmic (eye) OXERVATE 3 PA; MO
drops 0.5 % PHOSPHOLINE 3
timolol maleate (pf) 1 MO IODIDE
timolol maleate 1 MO pilocarpine hcl 1 MO
ophthalmic (eye) ophthalmic (eye)
0 0 0,
TIMOPTIC 3 MO drops 176, 275, 47
OCUDOSE (PF) RESTASIS 3 MO; QL
MISCELLANEO g)ygef 30
US
RESTASIS 3 MO; QL
OPHTHALMOL ’
MULTIDOSE 5.5
days)
ALOMIDE 3 MO sulfacetamide 1 MO
atropine ophthalmic | MO sodium ophthalmic
(eye) drops 1 % (eye) drops
azelastine | MO sulfacetamide 1
ophthalmic (eye) sodium ophthalmic
bepotastine besilate 1 MO (eye) ointment
BEPREVE 3 MO sulfacetamide- 1 MO
BYOOVIZ 3 PA- MO prednisolone
CEQUA 3 MO: QL TYRVAYA 3 MO; QL
(8.4 per 30
(60 per 30
days) days)
VEVYE 3 MO; QL (2
cromolyn 1
; per 30 days)
ophthalmic (eye)
; VUITY PA; MO
cyclosporine 1 MO; QL
ophthalmic (eye) (60 per 30 XDEMVY PA; QL (10
days) per 42 days)
CYSTADROPS 3 PA XIIDRA 2 MO;QL
CYSTARAN 3 PA 51623, S)er 30
epinastine | MO
LACRISERT 3 PA

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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COSOPT (PF) 3 MO
dorzolamide 1
dorzolamide-timolol 1 MO
dorzolamide-timolol 1 MO
(pf) ophthalmic

ACULAR 3 MO (eye) dropperette

ACULAR LS 3 MO IYUZEH (PF) 3 ST; MO

ACUVAIL (PF) 3 MO latanoprost 1 MO

bromfenac 1 MO LUMIGAN 2 MO

BROMSITE 3 MO ?EI;HE?II)%%\;;C

diclofenac sodium 1 MO 0.01 %

ophthalmic (eye)

_ g RHOPRESSA 2 MO
Sflurbiprofen sodium 1 MO ROCKLATAN o MO
ILEVRO 3 MO
ketorolac 1 MO SIMBRINZA 2 MO
ophthalmic (eye) tafluprost (pf) 1 MO
NEVANAC 3 MO TRAVATAN Z 3 ST; MO
PROLENSA 3 MO travoprost 1 MO

VYZULTA 3 ST:MO

XALATAN 3 ST; MO

XELPROS 3 ST
acetazolamide 1 MO ZIOPTAN (PF) 3 ST; MO

methazolamide 1 MO

AZOPT 3 MO MAXITROL 3 MO

neomycin- 1 MO

bimat t 1 MO
imaiopros bacitracin-poly-hc

ophthalmic (eye)

brimonidine-timolol 1 MO reomy cin_- ! MO
: : polymyxin b-

brinzolamide 1 MO dexameth

COMBIGAN 3 MO

COSOPT 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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neomycin- 1 MO PRED MILD 3 MO
POZ/VhWJ/IXi’?'hC prednisolone acetate 1 MO
ophtha mz.c (eye) prednisolone sodium 1 MO
neo-polycin hc 1 phosphate
TOBRADEX 2 MO; QL ophthalmic (eye)
OPHTHALMIC (3.5 per 14 SYMPATHOMI
OINTMENT €5
tobramycin- 1 MO; QL ALPHAGANP 3 MO
dexamethasone (10 per 14 apraclonidine 1 MO
days) brimonidine 1 MO
ZYLET 3 MO:; QL ophthalmic (eye)
(10 per 14 IOPIDINE 3 MO
days) OPHTHALMIC
STEROIDS (EYE)
DROPPERETTE
ALREX - e RESPIRATOR
dexamethasone 1 MO
sodium phosphate Y AND
ophthalmic (eye) ALLERGY
diftuprednate MO ANTIHISTAMI
DUREZOL MO NE /
EYSUVIS PA; MO; ANTIALLERGE
QL (8.3 per NIC AGENTS
14 days) AUVI-Q 3 QL(2per
fluorometholone 1 MO 30 days)
FML FORTE 3 MO cetirizine oral 1 MO
FML LIQUIFILM 3 MO solution 1 mglml
INVELTYS 2 MO CLARINEX 3 MO; QL
LOTEMAX 3 MO ORAL TABLET (30 per 30
LOTEMAX SM 3 MO days)
CLARINEX-D 12 3 QL (60 per
loteprednol 1 MO HOUR 30 days)
etabonate :
MAXIDEX 3 MO desloratadine 1 ?;I(;)I; e?]_;,()
PRED FORTE 3 MO 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
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EPINEPHRINE 3 MO; QL (2 ADCIRCA 3 PA; MO;
INJECTION per 30 days) QL (60 per
AUTO- 30 days)
INJECTOR 0.15 ADEMPAS 3 PA; MO;
MG/0.15 ML LA; QL (90
epinephrine injection 1 MO:; QL (2 per 30 days)
auto-injector 0.15 per 30 days) ADVAIR DISKUS 3 MO; QL
mgl0.3 ml, 0.3 (60 per 30
mgl0.3 ml days)
(manujactured by ADVAIR HFA 2 MO QL
mylan specialty) (12 I;Gr 30
EPINEPHRINE 3 QL (2 per days)
INJECTION 30 days) AIRDUO 3 ST: QL (1
AUTO- ’
INJECTOR 0.3 DIGIHALER per 30 days)
MG/0.3 ML AIRDUO 3 ST; MO;
(MANUFACTUR RESPICLICK QL (1 per
ED BY MYLAN 30 days)
SPECIALTY) AIRSUPRA 3 ST; MO;
EPIPEN 2-PAK 3 QL(2per QL (32.1

30 days) per 30 days)
EPIPEN JR 2-PAK 3 QL (2 per albuterol sulfate 1 MO; QL

30 days) inhalatiqn hfa (17 per 30
hydroxyzine hcl oral 1 PA; MO ZZO/S;;ZZ;%Z %0 days)
tablet &
levocetirizine oral 1 MO qlbutergl sulfate ! QL (13.4
solution inhalation hfa per 30 days)

aerosol inhaler 90

levocetirizine oral 1 MO; QL meglactuation
tablet (30 per 30 package size 6.7 gm

days) ALBUTEROL 3 ST;QL (36
promethazine oral 1 PA; MO SULFATE per 30 days)
PULMONARY INHALATION
AGENTS HFA AEROSOL

: INHALER 90
acetylcysteine 1 PA; MO MCG/ACTUATIO
N (NDA020983)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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albuterol sulfate 1 PA; MO ARNUITY 3 ST; MO;
inhalation solution ELLIPTA QL (30 per
for nebulization 0.63 30 days)
mgl3 ml, 1.25 mgl3 ASMANEX HFA 2 MO;QL
ml, 2.5 mg I3 ml (13 per 30
(0.083%), 2.5 days)
mgl0.5 mi ASMANEX 2 MO;QL(1
albuterol sulfate 1 MO TWISTHALER per 30 days)
oral syrup INHALATION
albuterol sulfate 1 MO AEROSOL
oral tablet POWDR
ALVESCO 2 MO:QL BREATH
INHALATION (12.2 per 30 ACTIVATED 110
HFA AEROSOL days) MCG/
INHALER 160 ACTUATION
MCG/ACTUATIO (30), 220 MCG/
N ACTUATION (30)
ALVESCO 2 MO:; QL ASMANEX 2 MO; QL (2
INHALATION (6.1 per 30 TWISTHALER per 30 days)
HFA AEROSOL days) INHALATION
INHALER 80 AEROSOL
MCG/ACTUATIO POWDR
N BREATH
alyq 3 PA: QL (60 ACTIVATED 220
MCG/
per 30 days) ACTUATION
ambrisentan 3 PA; MO; (120)
LA; QL (30 ASMANEX 2 QL(I per
per 30 days) TWISTHALER 30 days)
ANORO 3 ST; MO; INHALATION
ELLIPTA QL (60 per AEROSOL
30 days) POWDR
arformoterol 1 PA; MO; BREATH
QL (120 per ACTIVATED 220
30 days) MCG/
ARMONAIR 3 ST;QL(l ACTUATION (60)
DIGIHALER per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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ATROVENT HFA MO; QL budesonide PA; MO;
(25.8 per 30 inhalation QL (60 per
days) suspension for 30 days)
azelastine- MO; QL nebulization 1 mg/2
fluticasone (23 per 30 ml
days) budesonide- QL (10.2
BERINERT PA; MO formoterol per 30 days)
INTRAVENOUS CINRYZE PA; MO
KIT COMBIVENT MO; QL (8
BEVESPI MO; QL RESPIMAT per 30 days)
AEROSPHERE (10.7 per 30 cromolyn inhalation PA; MO
days) DALIRESP PA; MO;
bosentan PA; MO; QL (30 per
LA; QL (60 30 days)
per 30 days) DUAKLIR ST; MO;
BREO ELLIPTA MO; QL PRESSAIR QL (1 per
(60 per 30 30 days)
days) DULERA MO; QL
breyna MO; QL (13 per 30
(10.3 per 30 days)
days) DYMISTA MO; QL
BREZTRI MO; QL (23 per 30
AEROSPHERE (10.7 per 30 days)
days) ESBRIET ORAL PA; MO;
BROVANA PA; MO; CAPSULE QL (270 per
QL (120 per 30 days)
30 days) - :

: ESBRIET ORAL PA; MO;
budesonide PA; MO; TABLET 267 MG QL (270 per
inhalation QL (120 per 30 days)
sspension jor 30 days) ESBRIET ORAL PA; MO;

) TABLET 801 MG QL (90 per
mgl2 ml, 0.5 mg/2
] 30 days)
FASENRA PEN PA; MO;
QL (1 per
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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FASENRA 3 PA; MO; FLUTICASONE 3 ST; MO;
SUBCUTANEOU QL (0.5 per PROPIONATE QL (24 per
S SYRINGE 10 28 days) INHALATION 30 days)
MG/0.5 ML HFA AEROSOL
FASENRA 3 PA;MO; INHALER 220
SUBCUTANEOU QL (1 per MCG/ACTUATIO
S SYRINGE 30 28 days) N
MG/ML FLUTICASONE 3 ST; MO;
FIRAZYR 3 PA; MO PROPIONATE QL (10.6
R - INHALATION per 30 days)
Sflunisolide 1 ?;I(?’glgo HFA AEROSOL
dayf) INHALER 44
MCG/ACTUATIO
FLUTICASONE 3 ST; MO; N
FUROATE- QL (60 per - )
VILANTEROL 30 days) Jluticasone I MO:QL
propionate nasal (16 per 30
FLUTICASONE 3 ST; MO; days)
PROPIONATE QL (60 per : :
INHALATION 30 days) FLUTICASONE 3 ST; MO;
BLISTER WITH PROPION- QL (1 per
DEVICE 100 SALMETEROL 30 days)
INHALATION
11\\1/1(7;(0}/ACTUATIO AEROSOL
’ POWDR
11\\I/ICG/ACTUATIO BREATH
FLUTICASONE 3 ST; MO ACTIVATED
PROPIONATE QL’ 2 40’per fluticasone propion- | MO; QL
INHALATION 30 days) salmeterol (60 per 30
BLISTER WITH inhalation blister days)
DEVICE 250 with device
MCG/ACTUATIO FLUTICASONE 3 ST; MO;
N PROPION- QL (12 per
FLUTICASONE 3 ST; MO; SALMETEROL 30 days)
PROPIONATE OL(2pes  INHALATION
INHALATION 30 days) INHALER
HFA AEROSOL
INHALER 110 formoterol fumarate 1 PA; MO;
MCG/ACTUATIO QL (120 per
N 30 days)
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
HAEGARDA 3 PA; MO; NUCALA 3 PA; MO;
LA SUBCUTANEOU LA; QL (3
icatibant PA; MO S SYRINGE 100 per 28 days)
INCRUSE ST; MO; MG/ML
ELLIPTA QLEOPr  UBCUTANEOU | LAIQL
30 days) >
; ; S SYRINGE 40 (0.4 per 28
ipratropium | PA; MO
bromide inhalation MG/0.4 ML days)
ipratropium- 1 PA; MO OFEV 3 g}‘:’ (ZIOO,er
albuterol 30 days)p
KALYDECO 3 PA; MO; OMNARIS 3 ST: MO;
QL (56 per QL’ (12.5’
28 days) per 30 days)
LETAIRIS 3 PA; MO; OPSUMIT 3 PA: MO:
LA; QL (30 LA: QL (30
per 30 days) per,30 days)
levalbuterol hcl 1 PA; MO OPSYNVI 3 PA: MO:
LEVALBUTERO 3 ST; MO; QL (30 per
L TARTRATE QL (30 per 30 days)
30 days) ORKAMBIORAL 3  PA; MO;
LIQREV 3 PA;MO; GRANULES IN QL (56 per
QL (244 per PACKET 28 days)
30 days) ORKAMBIORAL 3  PA; MO;
mometasone nasal 1 MO; QL TABLET QL (112 per
(34 per 30 28 days)
days) ORLADEYO 3 PALA
montelukast S V© PERFOROMIST 3 PA; MO;
NUCALA 3 PA; MO; QL (120 per
SUBCUTANEOU LA; QL (3 30 days)
IS l\?}g(l;l(?(-)R per 28 days) pirfenidone oral 3 PA; MO;
capsule QL (270 per
NUCALA 3 PA; MO; 30 days)
SUBCUTANEOU LA; QL3 pirfenidone oral 3 PA; MO;
S RECON SOLN per 28 days) tablet 267 mg QL (270 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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PIRFENIDONE 3 PA; QL (90 PULMICORT 3 PA; MO;
ORAL TABLET per 30 days) INHALATION QL (60 per
534 MG SUSPENSION 30 days)
pirfenidone oral 3 PA; MO; FOR
tablet 801 mg QL (90 per NEBULIZATION

30 days) 1 MG/2 ML
PROAIR 3 ST; QL (2 PULMOZYME 3 PA; MO
DIGIHALER per 30 days) QNASL NASAL 3 ST; MO;
PROAIR 3 ST; MO; HFA AEROSOL QL (6.8 per
RESPICLICK QL (2 per INHALER 40 30 days)
30 days) MCG/ACTUATIO
PULMICORT 2 MO:; QL (2 N
FLEXHALER per 30 days) QNASL NASAL 3 ST:MO;
INHALATION HFA AEROSOL QL (10.6
AEROSOL INHALER 80 per 30 days)
POWDR MCG/ACTUATIO
BREATH N
ACTIVATED 180 QVAR 2 MO;QL
MCG/ACTUATIO REDIHALER (10.6 per 30
N INHALATION days)
PULMICORT 2 MO;QL( HFA AEROSOL
FLEXHALER per 30 days) BREATH
INHALATION ACTIVATED 40
AEROSOL MCG/ACTUATIO
POWDR N
BREATH QVAR 2 MO;QL
ACTIVATED 90 REDIHALER (21.2 per 30
MCG/ACTUATIO INHALATION days)
N HFA AEROSOL
PULMICORT 3 PA;MO; BREATH
INHALATION QL (120 per ACTIVATED 80
SUSPENSION 30 days) MCG/ACTUATIO
FOR N
NEBULIZATION REVATIO ORAL 3 PA; MO;
0.25 MG/2 ML, 0.5 SUSPENSION QL (224 per
MG/2 ML FOR 30 days)
RECONSTITUTI
ON

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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REVATIO ORAL 3 PA; MO; SYMBICORT 3 ST; MO:;
TABLET QL (90 per QL (10.2
30 days) per 30 days)
roflumilast 1 PA; MO; SYMDEKO 3 PA; MO;
QL (30 per QL (56 per
30 days) 28 days)
RUCONEST PA; MO tadalafil 3 PA; QL (60
RYALTRIS ST: MO; (pulmonary arterial per 30 days)
QL (29 per hypertension) oral
30 days) tablet 20 mg
sajazir PA; MO TADLIQ 3 PA; MO;
SEREVENT ST; MO; %L d(josg Pt
DISKUS QL (60 per Y
TAKHZYRO 3 PA; MO;
30 days)
sildenafil 3 PA; MO; : LA
(pulmonary arterial QL (224 per terbutaline oral 1 MO
hypertension) oral 30 days) TEZSPIRE 3 PA; MO;
suspension for QL (1.91
reconstitution 10 per 30 days)
mglml THEO-24 3 MO
sildenafil 1 PA; MO; theophylline oral 1
(pulmonary arterial QL (90 per solution
ZJ; bp leerttgigs}lan) oral 30 days) theophylline oral 1 MO
& tablet extended
SINGULAIR 3 MO release 12 hr
SPIRIVA 2 MO; QL (4 theophylline oral 1 MO
RESPIMAT per 30 days) tablet extended
SPIRIVA WITH 3 ST; MO; release 24 hr
HANDIHALER QL (90 per tiotropium bromide 1 QL (90 per
90 days) 90 days)
STIOLTO 2 MO; QL (4 TRACLEER 3 PA;MO;
RESPIMAT per 30 days) ORAL TABLET LA; QL (60
STRIVERDI 2 MO; QL (4 per 30 days)
RESPIMAT 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
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
TRACLEER 3 PA; MO; TYVASO DPI 3 PA; MO;
ORAL TABLET LA; QL INHALATION QL (112 per
FOR (112 per 28 CARTRIDGE 28 days)
SUSPENSION days) WITH INHALER
TRELEGY 2 MO;QL 16 MCG, 32 MCG,
ELLIPTA (60 per 30 48 MCG, 64 MCG
days) TYVASO DPI 3 PA; MO;
ORAL QL (56 per CARTRIDGE 180 days)
GRANULES IN 28 days) WITH INHALER
PACKET, 16(112)-32(112) -
SEQUENTIAL 48(28) MCG
TRIKAFTA 3 PA; MO; TYVASO DPI 3 PA; MO;
ORAL TABLETS, QL (84 per INHALATION QL (224 per
SEQUENTIAL 28 days) CARTRIDGE 28 days)
TUDORZA 3 ST; MO; ?2,%}81{ NIIIC\:IgALER
PRESSAIR QL (1 per
INHALATION 30 days) VENTOLIN HFA 3 ST; MO;
AEROSOL QL (36 per
POWDR 30 days)
BREATH wixela inhub 1 QL (60 per
ACTIVATED 400 30 days)
MCG/ACTUATIO XHANCE 3 ST; MO:
N QL (32 per
TUDORZA 3 ST; QL (1 30 days)
PRESSAIR per 30 days) XOLAIR 3 PA: MO;
INHALATION SUBCUTANEOU LA; QL (8
AEROSOL S AUTO- per 28 days)
POWDR INJECTOR 150
BREATH MG/ML, 300
ACTIVATED 400 MG/2 ML
MCGIACTUATIO XOLAIR S PAO
SUBCUTANEOU LA; QL (1
S AUTO- per 28 days)
INJECTOR 75
MG/0.5 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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Drug Name Drug Requiremen Drug Name Drug Requiremen
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XOLAIR 3 PA; MO; flavoxate 1 MO
SUBCUTANEOU LA; QL (8 GEMTESA 3 MO
S RECON SOLN per 28 days) mirabegron 1 MO
XOLAIR 3 PA; MO;
SUBCUTANEOU LA; QL (8 g&{i{f ETRIQ 2
S SYRINGE 150 per 28 days) SUSPENSION.EX
MG/ML, 300 TENDED REL
MG/2 ML RECON
XOLAIR 3 PA; MO;
SUBCUTANEOU LA; QL (1 1\0412{,5]13 ElRBiQET 2 MO
S SYRINGE 75 per 28 days) EXTENDED
MG/0.5 ML RELEASE 24 HR
XOPENEX HFA S (S;Il’ ?3/[(? ’er oxybutynin chloride 1 MO
30 days)p oral syrup
YUPELRI 3 PA:- MO oxybutynin chloride 1 MO
QL’(90 p’er oral tablet 5 mg
30 days) oxybutynin chloride 1 MO
zafirlukast 1 MO }?Zlelc;ibzlztl;andEd
ZETONNA 3 (SQTL 36410; N OXYTROL 3 MO:;QL(8
30 da3'/s)p per 28 days)
~ileuton MO solifenacin 1 MO
o e
UROLOGICA
LS trospium 1 MO
VESICARE 3 MO
AIET(IngOLINE VESICARE LS 3 MO
RGICS/
BENIGN
ANTISPASMOD PROSTATIC
I1CS HYPERPLASIA(
darifenacin 1 MO BPH) THERAPY
DETROL 3 MO alfuzosin 1 MO
DETROL LA 3 MO dutasteride 1 MO
fesoterodine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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dutasteride- 1 MO tadalafil oral tablet 1 PA; MO;
tamsulosin Smg QL (30 per
ENTADFI 3 PA;QL (30 30 days)

per 30 days) UROCIT-K 10 3 MO
finasteride oral 1 MO UROCIT-K 15 3 MO
tablet 5 mg UROCIT-K 5 3 MO
FLOMAX 3 MO

VITAMINS,

PROSCAR - MO HEMATINICS
RAPAFLO 3 MO /
silodosin 1 MO ELECTROLY
tamsulosin 1 MO TES
UROXATRAL 3 MO ELECTROLYTE
MISCELLANEO S
US
UROLOGICALS klor-con 10 1 MO
bethanechol chloride 1 MO klor-con 8 1 MO
CIALIS ORAL 3 PA:QL (60 klor-con m10 I Mo
TABLET 2.5 MG per 30 days) klor-con m15 1 MO
CIALIS ORAL 3 PA;MO; klor-con m20 1 MO
TABLET 5 MG QL (30 per klor-con oral packet 1 MO

30 days) 20
CYSTAGON 3 PA; LA magnesium sulfate 1 MO
ELMIRON 2 MO injection solution
potassium citrate 1 MO magnesium sulfate 1
oral tablet extended injection syringe
release potassium chlorid- 1
PROCYSBIORAL 3  PA;MO d5-0.45%nacl
GRANULES DEL potassium chloride 1
RELEASE IN in 0.9%nacl
PACKET intravenous
RIVFLOZA 3 PA parenteral solution
tadalafil oral tablet 1 PA; MO; 20 meqll, 40 meqll
2.5 mg QL (60 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
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potassium chloride 1 potassium chloride 1
in5 % dex oral tablet,er
intravenous particles/crystals 15
parenteral solution megq, 20 meq
20 meqll potassium chloride- 1
potassium chloride | 0.45 % nacl
in Ir-d5 intravenous potassium chloride- 1
parenteral solution d5-0.2%nacl
20 meqll intravenous
potassium chloride 1 parenteral solution
in water intravenous 20 meqll
piggyback 10 potassium chloride- 1
meql100 ml, 20 d5-0.9%nacl
meql100 ml, 40 sodium chloride 0.45 1 MO
meql/100 ml 0 :

_ : % intravenous
P otassium chloride ! sodium chloride 3 %% 1
Iintravenous .

: : hypertonic
potassium chloride ! MO sodium chloride 5 %% | MO
oral capsule, hupertonic
extended release TJ;{) N ;
potas;lu}f.n chloride 1 MO ELECTROLYTES
oral liquid

; ; MISCELLANEO
potassium chloride 1
oral packet EEON];}[?E;TSION
potassium chloride 1 MO
oral tablet extended CLINIMIX 3 PA
release 10 meq, 8 5%/D15W
meq SULFITE FREE
potassium chloride 1 CLINIMIX 3 PA
oral tablet extended 4.25%/D10W
release 20 meq SULF FREE
potassium chloride 1 MO CLINIMIX 5%- 3 PA
oral tablet,er D20W(SULFITE-
particles/crystals 10 FREE)
meq CLINIMIX E 3 PA

4.25%/D10W SUL
FREE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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CLINIMIX E 3 PA VITAMINS /
4.25%/D5W SULF HEMATINICS
FREE
Sfluoride (sodium) 1
CLINIMIX E 3 PA oral tablet
5%/D15W SULFIT : .
FREE prenatal vitamin 1
oral tablet

CLINIMIX E 3 PA
5%/D20W SULFIT
FREE
CLINISOL SF 15 3 PA
%
DOJOLVI 3 PA; MO;

LA
electrolyte-148 1
intralipid 1 PA
intravenous
emulsion 20 %
INTRALIPID 3 PA
INTRAVENOUS
EMULSION 30 %
ISOLYTE SPH 7.4 3
ISOLYTE-PIN 5
% DEXTROSE
NUTRILIPID 3 PA
PLASMA-LYTE 3
148
PLASMA-LYTE A 3
PLENAMINE 3 PA
premasol 10 % | PA
PROSOL 20 % 3 PA
travasol 10 % 1 PA
TROPHAMINE 3 PA
10 %

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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abacavir ............ccccoveeeeiiinnaann. 2 ACZONE.....ccooovviiiiieane, 71  AIMOVIG
abacavir-lamivudine................. 2 ADACEL(TDAP AUTOINJECTOR................. 31
ABELCET.....cooviiiiiiei. 1 ADOLESN/ADULT)(PF)...104 AIRDUO DIGIHALER.....130
ABILIFY ..o 45 ADALIMUMAB-AACF....113 AIRDUO RESPICLICK.... 130
ABILIFY ASIMTUFII......... 44 ADALIMUMAB-AATY....113 AIRSUPRA............ccn... 130
ABILIFY MAINTENA........ 44 ADALIMUMAB-ADAZ....113 AJOVY AUTOINJECTOR.. 31
ABILIFY MYCITE ADALIMUMAB-ADBM AJOVY SYRINGE............... 31
MAINTENANCE KIT......... 45 (PREFERRED NDCS AKEEGA. ..., 14
ABILIFY MYCITE STARTING WITH 00597). 113 AKLIEF .....ccoccoiiiiiiiiiiieen, 71
STARTER KIT..................... 45 ADALIMUMAB- ala-cort........ccooeueviivnoniiin. 75
abiraterone................c........... 14 ADBM(CF) PEN CROHNS ALA-SCALP.....cccoovviiiianns 75
ABRILADA(CF)................ 112 (PREFERRED NDCS albendazole.............................. 7
ABRILADA(CF) PEN........ 112 STARTING WITH 00597). 114 albuterol sulfate............ 130, 131
ABRYSVO (PF)....cccccueeee... 104 ADALIMUMAB- ALBUTEROL SULFATE..130
ABSORICA........ccoovvvvvviins 71  ADBM(CF) PEN PS-UV alclometasone......................... 75
ABSORICA LD.......cccue..... 71  (PREFERRED NDCS alcohol pads........................... 84
ACAMPTOSALE .....vvveeennnnnnnnnnn. 78 STARTING WITH 00597). 114 ALDACTONE...................... 58
ACANYA ..o, 71  ADALIMUMAB-FKIJP......114 ALECENSA.........ccevviirrenn. 14
acarbose........................... 83,84 ADALIMUMAB-RYVK....114 alendronate................... 111,112
ACCULANE ..., 71 adapalene............................... 71 alfuzoSin.............oevvvvvvnnnnnnn. 138
acebutolol............................... 58 adapalene-benzoyl peroxide.... 71  aliskiren..............ccccouvuuenn..... 58
acetaminophen-caff- ADBRY ..., 69 ALKINDI SPRINKLE......... 82
dihydrocod............................. 38 ADCIRCA..........eeeeeee. 130 allopurinol............................ 111
acetaminophen-codeine........... 38 ADDERALL.............ccnn.. 45 ALLOPURINOL................ 111
acetazolamide....................... 128  ADDERALL XR.................. 45  almotriptan malate................. 32
acetic acid..............uuveeeeeeeannn. 82 adefovir.........cccooovveiiiiiiiiiiian, 2  ALOGLIPTIN........cccvvreee. 84
acetylcysteine....................... 130 ADEMPAS......cccvviiiiee. 130  ALOGLIPTIN-

ACTIFCLIN .o 68 ADLARITY .cccooviiiiiiiin. 33 METFORMIN..........ccuueeen. 84
ACTEMRA ... 113 ADMELOG SOLOSTAR ALOGLIPTIN-

ACTEMRA ACTPEN........ 112 U-100 INSULIN................... 84 PIOGLITAZONE................. 84
ACTHAR ..., 82 ADMELOG U-100 ALOMIDE........ccccceevvnen. 127
ACTHIB (PF)....cccoviiieeenn. 104 INSULIN LISPRO............... 84 alosetron...........ccccceeevvennnci... 94
ACTIMMUNE.................. 102 ADVAIR DISKUS............. 130 ALPHAGANRP.................. 129
ACTIVELLA........ccveee. 120  ADVAIR HFA................... 130 ALREX...cccooviiiiiieein. 129
ACTONEL........ccovvvveeen 111 ADZENYS XR-ODT........... 45 ALTABAX...ccoociiviieeee, 73
ACTOPLUS MET................ 84 AEMCOLO......cccceeevrreenn. 7 ALTACE......cooiieeeiieeeens 58
ACTOS.....ccieeeeeee e 84 AFINITOR..........eevriien. 14 altavera (28) .......cccouvveenn... 123
ACULAR.......ccovieee. 128 AFINITOR DISPERZ.......... 14 ALTOPREV......ccccovvveenn. 64
ACULARLS.......cccoeee 128 AFREZZA........cccuvveen 84 ALTRENO.........ooorrrreannne. 71
ACUVAIL (PF).....ccoeuneee.. 128 AGAMREE...........ccccvnee. 82 ALUNBRIG...........cceuunnn.. 14
aAcyClovir .......ccceeeeeeeeeeeeannn... 2,75 AGRYLIN.......cccoovvvviiiiiiinns 78  ALVAIZ.....eieieiiiiiiiiiiiiiinn, 63
acyclovir sodium...................... 2 ALVESCO.........ccovvvvvvvririnnns 131
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alyacen 1135 (28) ................. 123 ANGELIQ....ccccvvvveeieeenn. 120  asenapine maleate................... 46
ALY i 131 ANNOVERA...........cc........ 122 ashlyna..............ccccceeeeeeenn.. 123
amantadine hcl......................... 2 ANORO ELLIPTA............. 131 ASMANEX HFA................ 131
AMBIEN..........coviiiiree 45 ANTIVERT....c.cccoevviiinens 95 ASMANEX

AMBIEN CR.........coovviene 45 ANUSOL-HC.......cccovveeenn. 95 TWISTHALER................... 131
AMBISOME.........cccooennnn. I ANZEMET......................... 95 aspirin-dipyridamole............... 63
ambrisentan.................cc....... 131 apexicon e.......cccceeeeuunnnnnnnnn... 75 ASPRUZYO SPRINKLE.....67
amcinonide................cccoeeen. 75 APIDRA SOLOSTAR U- ASSURE ID INSULIN
AMELRIA ... 123 100 INSULIN......cceevveennen 84 SAFETY ..cooiiviiiiiieiei. 106
AMIKACTA ..o, 7 APIDRA U-100 INSULIN...84 ASTAGRAF XL......ccc.......... 14
amiloride .............cccceveeeenne... 58 APLENZIN......cccoviiirnnne 45 ATACAND......ccoviiiee 58
amiloride-hydrochlorothiazide 58 APOKYN.......ccooovvvviiiiiinnnnn, 30 ATACAND HCT................. 58
amiodarone............................ 58 apomorphine........................... 30 atazanavir..............ccccooeeeeenn. 2
AMITIZA ......oovveeeiiiiee, 95 apraclonidine........................ 129 ATELVIA......cccovvvveeee. 112
amitriptyline........................... 45  aprepitant.............cccceeeunnnn.... 95 atenolol................cccccuuunn.... 58
AMIJEVITA (PREFERRED APFi.eoeieeiiieieeaee e, 123 atenolol-chlorthalidone........... 58
NDCS STARTING WITH APRISO....cooviiiiiiiiiiiiees 95 ATIVAN ..., 46
55513) i 114,115 APTENSIO XR........cccvvvveneee 45 atomoxetine........................... 46
amlodipine.............cccccccuvnn.... 58 APTIOM.......cccoviiivieeee. 25 ATORVALIQ.....cccccceeeennnnn. 65
amlodipine-atorvastatin.......... 65 APTIVUS......ccooiieeeeeee 2 atorvastatin.................ceeeeeue. 65
amlodipine-benazepril............. 58 ARALAST NP.....cccovvvveeen. 78  atovaquone.....................c.c...... 8
amlodipine-olmesartan............ 58 aranelle (28)......cccccuuuunn.... 123 atovaquone-proguanil............... 8
amlodipine-valsartan.............. 58 ARANESP (IN ATRALIN.......ccoviiieeeeen. 71
amlodipine-valsartan- POLYSORBATE)............... 102 atropine...............cccoooeeeee 127
hethiazid..............ccccvvveeeannn... 58 ARAVA. ... 115 ATROVENT HFA.............. 132
ammonium lactate.................. 69 ARAZLO.....ccvvvvvvviriiiiiiinnnn, 71  AUBAGIO.....cccoeeeeeen. 33
AMNESteeM ..............ccceeeeen. 71  ARCALYST....coooviiiiiiinnnns 102 aubraeq........cccceeeeeeeennnnn.... 123
AMOXAPINE .....aaeaaaaaaannnn 45 AREXVY (PF)...vvvvvininnn. 104 AUGMENTIN..................... 11
amoxicil-clarithromy- arformoterol........................ 131 AUGMENTIN ES-600......... 11
lansopraz.............cccoevvvvvvvnnnn. 99 ARICEPT......coovvviiiiiiiiiiinins 33 AUGTYRO......coeeoeel. 15
amoxicillin....................... 10,11 ARIKAYCE......ccoooeviiinen. 8 AUSTEDO...........cuuu..... 33,34
amoxicillin-pot clavulanate.....11 ~ ARIMIDEX.............cccco....... 14 AUSTEDO XR..................... 34
amphetamine sulfate............... 45  aripiprazole............................ 45 AUSTEDO XR
amphotericinb......................... 1 ARISTADA................... 45,46 TITRATION KT(WK1-4)....34
amphotericin b liposome........... 1 ARISTADA INITIO............ 45 AUVELITY oo 46
ampicillin............cccceevvveeen.... 11 ARIXTRA ... 63 AUVI-Q.....coooeiiiieeee. 129
ampicillin sodium.................... 11 armodafinil............................. 46 AVALIDE..........cccvvvvnrnee. 59
ampicillin-sulbactam............... 11 ARMONAIR DIGIHALER AVAPRO........cocii 59
AMPYRA ..o, 33 e 131 AVEED....ccccoiiiiiiiiiiiees 91
ANAFRANIL...........cceune. 45 ARNUITY ELLIPTA......... 131 aviane.........cccccvvvevvecienncan. 123
anagrelide............................... 78  AROMASIN......................... 14 AVONEX.....ooioiiiiiieaannn. 102
anastrozole............................. 14 ARTHROTEC50................. 41 AVYCAZ...coviiiiiiiiiicaan, 6
ANCOBON.......cccoeeiiiiiieee 1 ARTHROTECT7S................. 41 AYVAKIT...ccoceiiiiiiien 15
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AZACTAM.....ccccoviiiicnn, 8 BD INSULIN SYRINGE BETOPTICS.........ccccoeeie 126

AZASAN. ... 15 U-500....cciiieeiiiiiieeeens 106 BEVESPI AEROSPHERE..132
AZASITE.....ccccoeveieeees 126  BD INSULIN SYRINGE bexarotene.............ccc.eeeeun... 15
azathioprine..............cccuueen.. 15 ULTRA-FINE.................... 106 BEXSERO.......ccccvvvvreennnee. 104
azelaic acid............................ 71  BD NANO 2ND GEN PEN BEYAZ...oovveeeee 123
azelastine........................ 82,127 NEEDLE.........ccccccooovee. 106  bicalutamide........................... 15
azelastine-fluticasone............ 132  BD ULTRA-FINE MICRO BICILLIN C-R.....cccoovvvvnnnn 11
AZELEX....ccoiiiiiiiiiieeeee, 71 PEN NEEDLE................... 106 BICILLIN L-A......ccccovvvennnn. 11
AZILECT ..ooiiiiiiieeeein. 30 BD ULTRA-FINE MINI BIDIL.....ccvvviiiiiiiieeee 59
azithromycin........................ 6,7 PENNEEDLE................... 107 BUIJUVA......................... 120
AZOPT ... 128 BD ULTRA-FINE NANO BIKTARVY ..oooviiiiiiiiiiee 2
AZOR ... 59 PENNEEDLE................... 107 BILTRICIDE.............cccuuueen.. 8
AZSTARYS....cooviiiien 46 BD ULTRA-FINE SHORT bimatoprost.............ccceuuee.... 128
AZEFEONAM ... 8 PENNEEDLE................... 107  BIMZELX.....ccooooveiiiiiainnnnns 68
AZULFIDINE..........cc......... 95 BD VEO INSULIN SYR BIMZELX
AZULFIDINE EN-TABS....95 (HALF UNIT).....cccc......... 107 AUTOINJECTOR................. 68
bacitracin..............ccccceeen. 126 BD VEO INSULIN BINOSTO.....cooeiinn. 112
bacitracin-polymyxin b......... 126 SYRINGEUF................... 107 bismuth subcit k-metronidz-
BACLOFEN.......ccccceiiin. 37 BELBUCA........cccccviiiieans 38 M 99
baclofen..........cccoceuveiiieeennnnn. 37 BELSOMRA..........cccuunn 46  bisoprolol fumarate................ 59
BACTRIM........cccvvvvvieeen. 13 benazepril............ccuuuueeeeeen.... 59  bisoprolol-
BACTRIM DS.......occieee 13 benazepril- hydrochlorothiazide................ 59
BAFIERTAM.........ccuvvveee. 34 hydrochlorothiazide................ 59 BIVIGAM.......cccovvvvveee. 104
BALCOLTRA...................... 123 BENICAR.....ccccceviiiiiiee, 59  blisovi24 fe......cueeeeaannn... 123
balsalazide............................. 95 BENICAR HCT.................... 59  blisovi fe 1.5/30 (28) ............ 123
BALVERSA.......ccccvviviee 15 BENLYSTA......ccooveeinn. 115 BONIJESTA.....ccccoeviiiieees 95
balziva (28) .....cccvvuveeeeennnnn.. 123 BENZAMYCIN.........c........ 71  BOOSTRIX TDAP............. 104
BANZEL.......ooovvvviiiiiiiiiiiinans 25  benztropine.........ccccceeeeeeeeannn.. 30  bosentam...........ccceeeeeeeennnn.... 132
BAQSIMI..........oovviis 84  bepotastine besilate............... 127 BOSULIF.......cccooviiiiiiii, 15
BARACLUDE.........cc.cc.... 2 BEPREVE.........i 127  BRAFTOVI......cccvvvvren 15
BASAGLAR KWIKPEN BERINERT........cccvvvviennne 132 BREO ELLIPTA................. 132
U-100 INSULIN.......ccuveee.. 84 BESIVANCE............c......... 126 breynd.........ccccceeeeeeeecnennaann, 132
BASAGLAR TEMPO BESREMI...........ccocvvii, 102 BREZTRI AEROSPHERE.132
PEN(U-100)INSLN............... 84  betaine.........cccoouveviiiiiiaaaann, 95  briellyn.........ooeeveeeeennnnn 123
BAXDELA.......ccovvvveeeeee. 12 betamethasone dipropionate....75 BRILINTA...........ccoveveeee.n. 63
BCG VACCINE, LIVE (PF) betamethasone valerate........... 75  brimonidine..................... 71,129
............................................. 104  betamethasone, augmented..... 75  brimonidine-timolol.............. 128
BD AUTOSHIELD DUO BETAPACE AF.......cccooee..... 58  brinzolamide......................... 128
PEN NEEDLE................... 106 BETASERON........ocuuueee. 102 BRIVIACT......cccccevviiiieens 25
BD INSULIN SYRINGE... 106  betaxolol......................... 59,126  bromfenac...............uuuu........ 128
BD INSULIN SYRINGE bethanechol chloride............. 139 bromocriptine......................... 30
(HALF UNIT)..cccoovveeeinne 106 BETHKIS......ccoooiiiiiii. 8 BROMSITE.........ccceovnnenn. 128
BETIMOL.........cocviiens 126  BROVANA.......ccccviien. 132
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BRUKINSA........ccoieee. 15  candesartan- CELEBREX........cccccviiiinini. 41
BRYHALI............................ 75  hydrochlorothiazid.................. 59  celecoxib........ccceeeeeeeieaaaannn.... 41
budesonide...................... 95,132 CAPLYTA....ccooviieiieees 46 CELEXA.....ccccociiiiiieeeeennen, 46
budesonide-formoterol.......... 132 CAPRELSA........cccovvvvvviiin, 15 CELLCEPT........................... 15
bumetanide............................. 59 captopril............ccooeeeeeeeeinnnnnn, 59 CELONTIN......ccccvvvviiiiiinn, 25
BUPHENYL......................... 78 CARAC......ccooeeeeeei 69 cephalexin................................ 6
buprenorphine hel................... 38 CARAFATE.....ccccoeeennnn. 9 CEQUA...........cc 127
buprenorphine transdermal CARBAGLU........cccoennnnnn. 78 CEQUR SIMPLICITY ....... 107
PALCH . 38 carbamazepine........................ 25 CEQUR SIMPLICITY
buprenorphine-naloxone......... 41 CARBATROL...................... 25 INSERTER.......cccoovvvrrrnnnnes 107
bupropion hcl.......................... 46  carbidopa...............ccceuuu...... 30 CERDELGA........cccoevveeeeennn. 91
BUPROPION HCL.............. 46  carbidopa-levodopa................. 30 cetirizine.......ouueveieeeeeaaannn, 129
bupropion hcl (smoking carbidopa-levodopa- cevimeline..............ccccouuvee..... 78
deter) .........coouveeeeciiiiiiinnnnn. 81 entacapone.............cc.cuuu....... 31 CHEMET.....cooovvviiiiienn, 78
buspirone.............ccceeeeeuvvvnn... 46 CARDIZEM..........ccovvveeee... 59 CHENODAL............eeennn. 95
butorphanol............................ 41 CARDIZEM CD.................. 59  chlorhexidine gluconate.......... 82
BUTRANS.......cooeee, 38 CARDIZEM LA................... 59  chloroquine phosphate.............. 8
BYDUREON BCISE............ 84 CARDURA.......ccvvvveeeee. 59  chlorpromazine....................... 46
BYETTA ..o 84 CARDURA XL....cccovveeennn 59  chlorthalidonme....................... 59
BYLVAY ..o, 95  carglumic acid........................ 78 CHOLBAM.........ccoovvvvvivnnns 95
BYOOVIZ.......ccccoeeeeee. 127 CARNITOR......................... 78  cholestyramine (with sugar) ...65
BYSTOLIC........coovveeeeene 59 CAROSPIR........cccevvveen. 59  cholestyramine light................ 65
cabergoline............ccccceeeenn...... 91  carteolol............................... 127  CIALIS......ccooeeeeee, 139
CABLIVI.....c.coeeeiiieee, 63 Cartia Xt....oooeeuveeeeaeeinraaeennnn, 59 CIBINQO.....cccoovrieeiiiieeeens 69
CABOMETYX....oovvvvvviirinnns 15  carvedilol.............................. 59 ciclopiroX......ccceeeeeeeiiiiii 73
CABTREO............................ 71 carvedilol phosphate............... 59 cilostazol...............cccccuvvennnn. 63
CADUET ..o 65 CASODEX.....coovivveeeinnnnn. 15 CILOXAN....ccccoviiieeeeee, 126
calcipotriene.............ccccceun...... 68  caspofungin.............................. I CIMDUO....oeeeeeeieeee 2
CALCIPOTRIENE............... 68 CAYSTON.....oooiiiieeeeiiieeen, 8  cimetidine............ccccoeeeeeeunnn.... 99
calcipotriene-betamethasone...68  cefaclor.................................... 6 CIMZIA.........cccoevvvviiiiin, 95
calcitonin (salmon) ................ 91 cefadroxil..........ccccoeeeeeeeeennn..... 6 CIMZIA POWDER FOR
calcitriol.......................... 68,91 cefazolin......................oooooee. 6 RECONST.....cccooeeieieeeeeen. 95
CALQUENCE.........ccouvveee. 15 cefdinir.........cccovvveeeviiiiiiainnnnnn, 6 cinacalcet..............ccuuuuvne..... 91
CALQUENCE cefepime..........cceeeeevvvvennnnnn... 6 CINRYZE.........cccoeuun 132
(ACALABRUTINIB MAL). 15 cefiXime........ccocouveeeeieiunanaaannn. 6 CIPRO....ccooiiiiiiiiiiee, 12
CAMBIA........ceveiiieeiee, 41  cefotetan...........cccceeecunuennnnn.... 6 CIPROHC...........ovvveeeee. 82
Camild..........cccoveueeeeennnnnn.. 120 cefoXitin......cccovuueenneiiaaaaaaeann, 6 ciprofloxacin hcl............. 12,126
camrese lo...............ccceeuun... 123 cefpodoxime............................. 6 ciprofloxacin in 5 % dextrose..12
CAMZYOS.....coovviiveeeen. 67  cefprozil........ceeeeeeeeiennnnnn 6 ciprofloxacin-dexamethasone..82
CANASA.....cooeeeeeeeee, 95  ceftazidime..............ccuuuuue...... 6 CITALOPRAM.................... 46
CANCIDAS ..., 1 ceftriaxone.............cccceeeunnnn.... 6 citalopram............................. 46
candesartan..............c............ 59  cefuroxime axetil..................... 6 claravis.........ccooveiiiiiiiiiannn, 71
cefuroxime sodium................... 6 CLARINEX.......ccccceeennnnn. 129
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CLARINEX-D 12 HOUR.. 129  clocortolone pivalate............... 76  CORTIFOAM..........ceeenn. 95

clarithromycin....................uuu.. T clodan.................cceeeueennnn... 76  CORTROPHIN GEL........... 82
CLENPIQ.....ooviinn, 95  clomipramine.......................... 47 COSENTYX.....ooooiiiiiiinnnnn 68
CLEOCIN.......ccoevveeenne 8,122 clonazepam....................... 25,26 COSENTYX (2

CLEOCIN HCL...................... 8 clonidine............cccuvvveenunn.... 59  SYRINGES)....ccccoovvireeanne. 68
CLEOCIN PEDIATRIC........ 8 clonidine hcl...................... 47,59 COSENTYX PEN (2 PENS).68
CLEOCIN T....oceeviieeeene 71  CLONIDINE HCL............... 59 COSENTYX UNOREADY
CLIMARA........ccoovvvvviiiis 120  clopidogrel............................. 63 PEN....cooo, 68
CLIMARA PRO................ 120  clorazepate dipotassium.......... 47 COSOPT...ccooeeeeeeeeeee 128
clindacin................................ 71 clotrimazole.................. 1,73,74 COSOPT (PF).....ccccovvvvnnn. 128
clindacin etz ............c..uuuo....... 71 clotrimazole-betamethasone....74 COTELLIC........................... 15
CLINDAGEL........cccuvveennn. 71 clozapine............ccccoveueueennn. 47 COTEMPLA XR-ODT......... 47
clindamycin hel......................... 8 CLOZARIL........ccovvvveeee.. 47 COZAAR......ccccceeien 59
clindamycin in 5 % dextrose.....8 COARTEM.............cccuuunnne. 8 CREON......coooiiiiiiiiiieeee, 95
clindamycin pediatric................ 8 codeine sulfate........................ 38 CRESEMBA........ccccceeeviienn. 1
clindamycin phosphate COLAZAL....ovvvvviieeeeeen, 95 CRESTOR.......ccooeiiriin. 65
.............................. 8,71,72,122 colchicine...........................111  CRINONE.......................... 120
clindamycin-benzoyl peroxide.72 COLCRYS.........cccovvnvneenn. 111 cromolyn................. 95,127,132
clindamycin-tretinoin.............. 72 colesevelam............................ 65  Crotam.............ccceeeeeeecnnnnnnnn. 78
CLINDESSE......oooviiiiees 122 COLESTID......ccevvviriieeannne. 65 cryselle (28) ...ccccovvueviaannnnnn. 123
CLINIMIX 5%/D15W coleStipol........ccccceeveveeunenannn. 65 CUBICINRF.....ccooovviiii 8
SULFITE FREE................. 140  colistin ( colistimethate na) ....... 8 CUPRIMINE..................... 115
CLINIMIX 4.25%/D10W COMBIGAN.......cccvvveeee. 128 CUVPOSA.......coevviee 94
SULF FREE............c......... 140 COMBIPATCH.................. 120  CUVRIOR.........ccvvvivreen, 78
CLINIMIX 4.25%/D5W COMBIVENT RESPIMAT 132 cyclobenzaprine...................... 37
SULFIT FREE.................... 78 COMBIVIR........ccoovvvvvvviinnn, 2 cyclophosphamide................... 15
CLINIMIX 5%- COMETRIQ......cc.eevvvrne.. 15 CYCLOPHOSPHAMIDE
D20W(SULFITE-FREE)....140 COMFORT EZPRO e 15, 16
CLINIMIX E 2.75%/D5W SAFETY PEN NDL........... 107 cycloserine..............cceeeueveeann. 8
SULF FREE..........cooeinien. 78 COMPLERA.........ceoiiees 2 CYCLOSET....ccooovieiiiiinnns 84
CLINIMIX E 4.25%/D10W COMPTO c.oovveeeeeeeeeeeeeeeeeeavaaaaaanns 95  cyclosporine.................... 16, 127
SULFREE......................... 140 COMTAN. ..., 31  cyclosporine modified............. 16
CLINIMIX E 4.25%/D5W CONCERTA.......ceeeviieees 47 CYLTEZO(CF).....ccceeeenn... 115
SULF FREE...........ocuuee.. 141 CONDYLOX.....cooooevvvrnennn. 69 CYLTEZO(CF)PEN.......... 115
CLINIMIX E 5%/D15W constulose.............................. 95 CYLTEZO(CF) PEN

SULFIT FREE................... 141 CONZIP.....ccovvvveeiiieeee, 41 CROHN'S-UC-HS.............. 115
CLINIMIX E 5%/D20W COPAXONE.......cccvviiren, 34 CYLTEZO(CF) PEN

SULFIT FREE................... 141 COPIKTRA.......ccoviieee 15 PSORIASIS-UV......coueeee. 115
CLINISOL SF 15 %............ 141 CORDRAN.......ccccevviiiieenne 76 CYMBALTA. ..o 47
clobazam..............cccccccuvn.... 25 CORDRAN TAPE LARGE cyred eq........ccuuneeccnnnnnnnnnn... 123
clobetasol..............cccccccou.... 75 ROLL....ccccoiiiiiiiiiiis 76  CYSTADANE......cccoeeeen. 95
clobetasol-emollient................ 76  CORLANOR.........cccovnnnnn. 67 CYSTADROPS................... 127
CLOBEX....ccoiiiiiiiiiiiiiiceens 76  CORTEF....ccccoomiiiiiiiinnen. 82 CYSTAGON.......cccevvin. 139
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CYSTARAN ..o, 127 DEMSER ....coviiiiiiiiiiiii 59  dextrose 5%6-0.2 % sod

CYTOMEL..........coovrieens 94 DENAVIR......cc.coevveiiies 75  chloride................ccccvvvvenn... 79
CYTOTEC.........eeeeevieeees 99 DEPAKOTE...........cceuu... 26 DHIVY ..o 31
d10 %-0.45 % sodium chloride 78 DEPAKOTE ER.................... 26 DIACOMIT......cccooevveeenee. 26
d2.5 %-0.45 % sodium DEPAKOTE SPRINKLES.. 26  diazepam.......................... 26, 47
chloride...........cccccoeeeeeeeeennnn... 78 DEPEN TITRATABS......... 115 diazepam intensol................... 47
d5 % and 0.9 % sodium DEPO-ESTRADIOL.......... 120  diazoxide................................ 85
chloride.............cccccvvvveveennnn... 79 DEPO-PROVERA.............. 120 DIBENZYLINE................... 59
d5 %5-0.45 % sodium chloride..79 DEPO-SUBQ PROVERA DICLEGIS.......ccooiiiieeee 95
dabigatran etexilate................ 63 104......iii 120 DICLOFENAC
dalfampridine......................... 34 DEPO-TESTOSTERONE EPOLAMINE.......c..cccuenne. 41
DALIRESP.......cccovvvveee. 132 e, 91,92 diclofenac potassium............... 42
DALVANCE...........ccceeee. 8 DERMA-SMOOTHE/FS diclofenac sodium...... 42,69, 128
danazol.............cccooovveeeeeennn. 91 SCALPOIL.........cccuuuun 76  diclofenac-misoprostol............ 42
DANTRIUM.........ccouvveennee. 37 DERMOTICOIL................. 82 dicloxacillin............cccccco...... 11
dantrolene...................c.cc...... 37 DESCOVY ..., 2 dicyclomine............................ 94
DAPAGLIFLOZ desipramine............cccc.ouu...... 47 DIFFERIN........................... 72
PROPANED- desloratadine........................ 129  DIFICID....ccccvviviieiiiieeeee 7
METFORMIN...................... 84  desmopressin...............uuu...... 92 diflorasone............cccccueeenn. 76
DAPAGLIFLOZIN desog-e.estradiolle.estradiol.. 123  DIFLUCAN..........cccccvvveeeennn. 1
PROPANEDIOL.................. 85  desogestrel-ethinyl estradiol.. 123 diflunisal................................ 42
dapsone............cccceeeuuunnnn... 8,72 desonide.............cccuuuvueriaannn.. 76  difluprednate........................ 129
DAPTACEL (DTAP DESOWEN.......coovviiieee, 76 digoXin.....ccovvveeeeeiiiaaean. 67
PEDIATRIC) (PF).............. 104 desoximetasone...................... 76  dihydroergotamine.................. 32
DAPTOMYCIN...........ccne.. 8 DESVENLAFAXINE.......... 47 DILANTIN 30 MG.............. 26
daptomycin.........cccceeeeeeeeeennnn... 8  desvenlafaxine succinate......... 47 DILANTIN EXTENDED
DARAPRIM.........cooviiies 8 DETROL.....ccoovvveeen. 138 100 MG..ooeveeeiiieeeeeiiieee e, 26
darifenacin.......................... 138 DETROL LA.......ccuveeeee. 138 DILANTIN INFATABS...... 26
darunavir ............ccceeeeeeeeeeeeeennnn. 2 dexabliss............................... 82 DILANTIN-125....cccceunnnnn... 26
DAURISMO.........cccvvvvvvvinns 16  dexamethasone....................... 82 DILAUDID.......................... 38
DAYBUE. ..., 34 dexamethasone sodium diltiazem hel..................... 59, 60
DAYPRO........ccvviiie 41  phosphate............................ 129 dilt-Xr..ccoeeeiiiiiiiiieeeeeee, 60
DAYTRANA........coe, 47 DEXEDRINE SPANSULE..47  dimethyl fumarate.................. 34
DAYVIGO......cccccovviiiieans 47 DEXILANT ....ccccceviiiiiieens 99 DIOVAN.....cocoiieieiieeee, 60
DDAVP...vviiiiiiieeee 91 dexlansoprazole...................... 99 DIOVANHCT................... 60
deblitane.............couuvveee..... 120 dexmethylphenidate................ 47 DIPENTUM.........covvveeee. 95
deferasirox..........ccoevuvvnnn.... 79 dextroamphetamine sulfate.....47  diphenoxylate-atropine........... 94
deferiprone..............cccecuueennn. 79 dextroamphetamine- DIPROLENE
deflazacort..................ccc...... 82  amphetamine.......................... 47 (AUGMENTED).................. 76
DELESTROGEN................ 120 dextrose 10 % and 0.2 % nacl. 79  dipyridamole.......................... 63
DELSTRIGO............ccevennnn. 2 dextrose 10 % in water disulfiram................ccccouvu.... 79
DELZICOL.........cccevviiieen. 905 (dIOW) oo 79 DIURIL......ooooiiiiiiiieiees 60
demeclocycline....................... 13 dextrose 5 % in water (d5w)...79  divalproex.............cccccuuu..... 26
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DIVIGEL........cccccvviieeenne. 121 DROXIA.....cooiiiiiieeeiiieeen, 16 ELIQUIS DVT-PE TREAT

dofetilide................................. 58 droxidopa..............ccccuuuuuen..... 79 30D START....ccvvvvieeeees 63
DOJOLVI......cocevviiireeenn, 141 DUAKLIR PRESSAIR...... 132 ELMIRON..........ceoviiie, 139
dolishale.............ccccccceeennn..... 123 DUAVEE.......ccccoevnnnnn. 121 eluryng..........oeeeeveevvennnnnnnnnnns 122
donepezil............c.ccoeeuueeeannn. 34 DUETACT....cccccceviiireees 85 ELYXYB..ooooiiiiiiieeee, 32
DOPTELET (10 TAB DULERA ..o 132 EMEND.....ccccceevviiie. 95, 96
PACK) ..oooiiiiiiiiiiiiiieiiiiiiias 63  duloxetine.............................. 48 EMFLAZA........................... 83
DOPTELET (15 TAB DUOBRII.......cccvviveeee. 76  EMGALITY PEN................. 32
PACK) i 63 DUOPA.....ccoiieee. 31 EMGALITY SYRINGE....... 32
DOPTELET (30 TAB DUPIXENT PEN................. 69 EMSAM.....oooiiiiiiiiiiiieeees 48
PACK) .o, 63 DUPIXENT SYRINGE....... 70  emtricitabine............................ 2
DORYX MPC..................... 13 DUREZOL......................... 129  emtricitabine-tenofovir (tdf).... 2
dorzolamide.......................... 128  dutasteride............................ 1388 EMTRIVA......ccoooiiee 2
dorzolamide-timolol.............. 128  dutasteride-tamsulosin.......... 139 EMVERM........ccooviiiiien 8
dorzolamide-timolol (pf)...... 128 DYANAVEL XR.................. 48  enalapril maleate.................... 60
AOtti..cccooveeiiiiiiiiieeeeee, 121 DYMISTA ... 132 enalapril-hydrochlorothiazide . 60
DOVATO....cccviiveeiiiieee 2 DYRENIUM.....c.coooieeen. 60 ENBREL......cccocoiiiiinnen. 115
AOXAZOSTN ..., 60 DYSPORT.......ccceevvvinnnn. 104 ENBREL MINI.................. 115
doxepin..............cc..... 47,48,69 e.e.s. 400........ccc..ceviiiiiiiininnn. 7 ENBREL SURECLICK..... 115
doxercalciferol....................... 92 E.E.S. GRANULES................ 7 ENDARI......ccccoiiiii, 79
doxy-100...........ccceveveveennnnnn. 13 econazole...............ccccevveunnnn. T4 endocet.........cccuueveiiiiiaeaaann. 38
doxycycline hyclate................ 13 EDARBI.....ccooooeieeennn. 60 ENGERIX-B (PF)............... 104
DOXYCYCLINE EDARBYCLOR................... 60 ENGERIX-B PEDIATRIC

HYCLATE......cccoeeeeiee, 13 EDECRIN.......c.ceeeviiiines 60 (PF)vciiiiiiiieeeeeee, 104
doxycycline monohydrate....... 13 EDURANT....ccooevieieeeeee. 2 enilloring............ccccocuuvnnnnnn. 122
doxylamine-pyridoxine (vit CfAVITONZ .. 2 eNOXAPATIN.....vuveeeeeennnnnnnnn. 63
DO) e 95  efavirenz-emtricitabin-tenofov..2  enpresse..............cccccueevevnnnnn. 123
DRIZALMA SPRINKLE.... 48 efavirenz-lamivu-tenofov enskyce. ... 123
dronabinol....................ccc....... 95  diSOp..ccccveeiaiiiiiiiiiiii, 2 ENSPRYNG.....ccoooeveiennnnn. 16
DROPLET INSULIN EFFEXOR XR......ccccvvveeeenn. 48 ENSTILAR......cccooviiinnns 68
SYR(HALF UNIT)............. 107 EFFIENT ..o, 63 entacapone............................ 31
DROPLET INSULIN EFUDEX......ccoooiiiiiiiieens 70  ENTADFI.....coooviieee. 139
SYRINGE.......ccoocvveeiie. 107 EGRIFTASV....ccoooiiieen. 102 entecavir.........ccocueeeeeeeiinnnnnnnn. 2
DROPLET MICRON PEN electrolyte-148...................... 141 ENTRESTO........ccuvvvveeeen. 67
NEEDLE......cccccceoviiiiien. 107 ELESTRIN........cccccevvnnnen. 121 ENTYVIO PEN.................... 96
DROPLET PEN NEEDLE.108 eletriptan..............ccuuuueenen..... 32 enulose........eeeeeiiiiiaaa 96
DROPSAFE ALCOHOL ELFABRIO.........cceeviiiiins 92 ENVARSUS XR.....cccce...e. 16
PREPPADS........ccoiiiii 85 ELIDEL...ccoooiiiiiiiiiieeens 70  EPCLUSA.....ccoooiiiiiiieeeen, 3
DROPSAFE PEN NEEDLE ELIGARD.....cccceeeveeiins 16 EPIDIOLEX........cccceeennnne. 26
............................................. 108 ELIGARD (3 MONTH).......16  EPIDUO......ccc.eceeevvnrreee. 72
drospirenone-e.estradiol-Im.fa ELIGARD (4 MONTH)....... 16 EPIDUO FORTE................. 72
............................................. 123 ELIGARD (6 MONTH)....... 16  epinastine.............cc.ccceuuvn... 127
drospirenone-ethinyl estradiol123 ~ ELIQUIS................oeonnni 63 EPINEPHRINE................. 130
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epinephrine................cceceu... 130 ESTRING.............oeee. 121  FELBATOL........ccceeveeennn. 26
EPIPEN 2-PAK.................. 130 eszopiclone............................. 48  felodipine................................ 60
EPIPEN JR 2-PAK............. 130  ethacrynic acid....................... 60 FEMARA.....cccoooviieeeeeeeennnn. 16
EPILOL .. 26 ethambutol............................... 8 FEMRING.......cccccevvvrrrrnnnn 121
EPIVIR ....coooiiiiieieeee, 3 ethosuximide.......................... 26 FENOFIBRATE................... 65
eplerenone............................ 60 ethynodiol diac-eth estradiol. 123 fenofibrate.............................. 65
EPOGEN.........covvviiiiiiiiinin, 102 etodolac............cccceueeeennnnnnn.. 42 fenofibrate micronized............ 65
EPRONTIA......ccoeieieenn. 26  etonogestrel-ethinyl estradiol 122  fenofibrate nanocrystallized.... 65
EPSOLAY ..coovvviiiiiiiiiiiiiiiiinns T2 etravirine..............eeevvvvvvvvennnnns 3 fenofibric acid (choline) ......... 65
EPZICOM.......cccovveeiiieea. 3 EUCRISA......cccooeieee 70  FENOGLIDE..........c..cc...... 65
EQUETRO........................... 20 UINYTOX c.covvvveeeiiiiiiiiiiiiiiiiaiaens 94 fenoprofen............cccccvcunnnnnnnn. 42
ERAXIS(WATER EVAMIST ...ccooviiiiieee, 121 fentanyl...........ccccevvveveeueenannn. 38
DILUENT) oo, I EVEKEO........ 48  fentanyl citrate....................... 38
ergoloid............cccccceovveennnann. 48 EVENITY .ccooooviiiiiiee 112 FENTANYL CITRATE. 38, 39
ergotamine-caffeine................ 32 everolimus (antineoplastic)....16  FENTORA.................c...... 39
ERIVEDGE...........cccviieee 16  everolimus FERRIPROX.........cccvvveneeen. 79
ERLEADA........................... 16  (immunosuppressive) ............. 16 FERRIPROX (2 TIMES A
erlotinib ........cccceeeeeeeeeeeeeeeann... 16 EVISTA......cccovvvieiiiiiin, 112 DAY) oo 79
ERMEZA ... 94 EVOTAZ.....ccviiiiiaeeaan, 3 fesoterodine.......................... 138
C FIM e 121 EVOXAC....cccooiiiiiiiiieee, 79 FETZIMA. ..o, 48
ERTACZO.....cccovviieiaannne. 74 EVRYSDI.......ccoccviniiieins 34 FEXMID....ccccccooviiiiiianne, 37
CrLAPENEM ... 8 EXELON PATCH................ 34 FIASP FLEXTOUCH U-

EFY PAAS ..o T2 exemestane..............ccccccoueun. 16 100 INSULIN........cceevinnnnne 85
EFYZel....uvviiiiiiiiiiiiieiiiiiieaa 72 EXFORGE........c..ccevunnn... 60 FIASP PENFILL U-100
ERYPED 200........ccccvvvrennnne. 7  EXFORGE HCT.................. 60 INSULIN......ccceoviirireeeenee, 85
ERYPED 400........ccccvvveennnne. 7 EXJADE.....ccoooiiiiiiiieen 79  FIASP U-100 INSULIN........ 85
EFY-LAD ..o, 7 EXSERVAN.....ccooovieenn, 79  FILSPARI......cccovvvveeene. 67
ERY-TAB......ooviiiiieeein. 7 EYSUVIS. ..o 129  FILSUVEZ......ccovvvvvviean. 70
ERYTHROCIN.......cccvvveenn. 7 EZALLOR SPRINKLE........ 65 FINACEA......ooovievn. 72
erythrocin (as stearate) ........... 7 ezetimibe................................ 65 finasteride............ccccceuunnn.... 139
erythromycin.................... 7,126  ezetimibe-simvastatin............. 65 fingolimod.............................. 34
erythromycin ethylsuccinate.....7 FABHALTA.......cccccevvennnnnnn. 79  FINTEPLA......cccooviinn. 26
erythromycin with ethanol....... 72 FABIOR...........oooiiin 72 finzala...........ccccvvvvveenan..... 123
erythromycin-benzoyl falmina (28) ....ccoeveeeiiiiaann. 123 FIRAZYR...oooeiiin 133
peroxide............ccccceeuvvnnnn.... 72 famciclovir...........ccoueeeeennaannn.. 3 FIRDAPSE......cccoovvvvveene. 34
ESBRIET.....ccooiiiiiee. 132 famotidine............................ 100  FIRMAGON KIT W
escitalopram oxalate.............. 48 FANAPT....ccoovviiiiiiiieiiees 48 DILUENT SYRINGE.......... 16
esomeprazole magnesium 99, 100  FARESTON...............c......... 16 FIRVANQ....cooiiiiiieieeeeeeeeen.. 8
estarylla..........c..cccooveeeeenn. 123 FARXIGA.........ooee 85  flac otic 0il..........cccvveeveeennn. 82
ESTRACE.......ccccceevvv. 121 FASENRA........cccociiii. 133 FLAGYL..ooooiiiiiiiiee 8
estradiol............................... 121 FASENRA PEN................. 132 flavoxate.............c.uuuuuuee...... 138
estradiol valerate.................. 121 febuxostat................cco......... 111 flecainide................................ 58
estradiol-norethindrone acet..121  felbamate............................... 26 FLECTOR...........ceovnnnnnn 42
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FLEQSUVY ....ccoovviiiiiinnns 37 FORTEO....cccooiiiiiiann 112 gengraf.......ccccoeeeeeveenennaannne. 17
FLOLIPID...........coovrrieens 65 FOSAMAX....cooooevviiieeeens 112 GENOTROPIN.................. 102
FLOMAX....coooiveeeenn. 139 FOSAMAXPLUSD.......... 112 GENOTROPIN
fluconazole.....................oouuu..... 1 fosamprenavir..............ccccuuu... 3 MINIQUICK..........cccove. 102
fluconazole in nacl (iso-osm)....1  fosfomycin tromethamine........ 13 gentamicin.................. 8,73, 126
flucytosine............................... 1 fosinopril.............uvvvvvevvnnnnn. 60 gentamicin in nacl (iso-osm).... 8
fludrocortisone....................... 83 fosinopril-hydrochlorothiazide 60 GENVOYA.....cccooovvviiieieeeennnn. 3
flunisolide...................cc..uu... 133 FOTIVDA.......covvvviii, 17 GEODON........oovvvivviviiiiiinans 49
fluocinolone.......................... 76 FRAGMIN.........oovvvvivrinins 63 GILENYA....coooiiiiiiiieeeeeen. 35
fluocinolone acetonide oil........ 82 FROVA ..., 32 GILOTRIF............... 17
fluocinolone and shower cap.... 76 frovatriptan............................ 32 GIMOTI.......ooooeee 96
fluocinonide............................ 76 FRUZAQLA...........couevn 17 GLASSIA.........cooieeee, 79
fluocinonide-emollient.............. 76  FULPHILA...............c........ 102 glatiramer.............................. 35
fluoride (sodium).................. 141 FUROSCIX....coooveveeeeeeeeennnn. 60 glatopa..........cccceccuvveeennnni.... 35
fluorometholone.................... 129 furosemide............................. 60 GLEEVEC............cccuuunnn 17
FLUOROURACIL............... 70 FUZEON.....ooiiiiieiiiiieeen, 3 GLEOSTINE........ccccovnnne.n. 17
Sfluorouracil............................ 70 fyavolv.........ccccovuvveeeiiiiiaaann, 121  glimepiride............................. 85
Sfluoxetine......................... 48,49 FYCOMPA.........cccvvvvvee. 26  glipizide...............cccceeeeueennn.. 85
fluoxetine (pmdd) .................. 48 FYLNETRA..........ccceveee. 102 GLIPIZIDE.........cccuvvveeee... 85
fluphenazine decanoate........... 49  gabapentin..............cccccceuun.... 26  glipizide-metformin................ 85
Sfluphenazine hcl...................... 49 GALAFOLD.......ccccvvvveeee.. 92 GLOPERBA....................... 111
Sflurandrenolide....................... 76  galantamine........................... 34 GLUCAGON
Sflurbiprofen..................cc....... 42  GAMMAGARD LIQUID..104 EMERGENCY KIT
Sflurbiprofen sodium............... 128 GAMMAGARD S-D (IGA (HUMAN) ..., 85
FLUTICASONE <1 MCG/ML) ....ccccveee.n. 104 GLUCOTROL XL.......... 85, 86
FUROATE-VILANTEROL GAMMAKED.................... 104 GLUMETZA........ccoeeeenn. 86
............................................. 133 GAMMAPLEX.................. 104 GLYCATE...........................94
fluticasone propionate..... 76,133 GAMMAPLEX (WITH glycopyrrolate....................... 94
FLUTICASONE SORBITOL).....ccccvvvveennnnee. 104 GLYXAMBI.......cceevve. 86
PROPIONATE................... 133  GAMUNEX-C.......ccuune... 105 GOCOVRI......ccovviiireen, 31
FLUTICASONE GARDASIL 9 (PF)............. 105 GOLYTELY ..ccooevvviiiiieannee, 96
PROPION-SALMETEROL133 GASTROCROM.................. 96 GRALISE.........coviieenn. 26,27
fluticasone propion-salmeterol gatifloxacin...............c......... 126  granisetron hel........................ 96
............................................. 133 GATTEX 30-VIAL..............96 GRANIX...........0eeevvnnneee.. 102
fluvastatin..................ccceeuu. 65 GAUZEPAD..........e...... 108 GRASTEK..........coeennnn 105
Sfluvoxamine................cc......... 49 gavilyte-C.....ccoueeeiiieaeaaannnnn, 96  griseofulvin microsize............... 1
FML FORTE..................... 129  gavilyte-g......cccuueeeviiieeaanannnn, 96  griseofulvin ultramicrosize........ 1
FML LIQUIFILM.............. 129 GAVRETO.....cccoceevviiiieen. 17 GVOKE......ccccoiiiiii. 86
FOCALIN ..o, 49 efitinib..........coeeuveiiiiiiiaan, 17 GVOKE HYPOPEN 2-
FOCALIN XR.....ccoovvvvveeeenn. 49  gemfibrozil..........cuuuvenannnn. 65 PACK......ooooiiiiiiiiiieeee. 86
fondaparinux......................... 63 gemmily........cccoovviiiiiiiiiaaann, 123 GVOKE PFS I-PACK
FORFIVO XL.....ccooviiiiiaanns 49 GEMTESA......ccooiiii, 138 SYRINGE.........cooiiiii 86
formoterol fumarate............. 133 generlac...........ccuuuvevveeeeennnn. 96 GYNAZOLE-I.................. 122
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HADLIMA.......ccccoiieee 115 HUMATROPE................... 102 hydrocodone-acetaminophen...39
HADLIMA PUSHTOUCH 115 HUMIRA (PREFERRED hydrocodone-ibuprofen........... 39
HADLIMA(CF).................. 115 NDCS STARTING WITH hydrocortisone............ 77, 83, 96
HADLIMA(CF) 00074) ..eeeeeiiieiieeeeeeennn. 116  hydrocortisone butyrate.......... 77
PUSHTOUCH.................... 115 HUMIRA PEN hydrocortisone valerate........... 77
HAEGARDA...................... 134 (PREFERRED NDCS hydrocortisone-acetic acid...... 82
hailey 24 fe........................... 123 STARTING WITH 00074). 116  hydrocortisone-pramoxine...... 96
halcinonide............................. 76  HUMIRA(CF) hydromorphone...................... 39
HALDOL DECANOATE....49 (PREFERRED NDCS hydromorphone (pf) ............... 39
halobetasol propionate............ 77 STARTING WITH 00074). 116  hydroxychloroquine.................. 8
haloette............................... 122 HUMIRA(CF) PEN hydroxyured........................... 17
HALOG. ..o, 77 (PREFERRED NDCS hydroxyzine hcl.................... 130
haloperidol............................. 49 STARTING WITH 00074). 116 HYFTOR.......ccccvvvviiiiie, 70
haloperidol decanoate............. 49 HUMIRA(CF) PEN HYRIMOZ (PREFERRED
haloperidol lactate.................. 49 CROHNS-UC-HS NDCS STARTING WITH
HARVONI........ccooviiiiii 3 (PREFERRED NDCS O1314) i 117
HAVRIX (PF)...cccovviiiiens 105 STARTING WITH 00074). 116 HYRIMOZ PEN

heather .............ccccooeeveevnnnne. 121 HUMIRA(CF) PEN (PREFERRED NDCS
HEMADY ....ooovviiiiiiiii 83 PEDIATRIC UC STARTING WITH 61314). 117
heparin (porcine) ................... 64 (PREFERRED NDCS HYRIMOZ PEN
HEPLISAV-B (PF).............. 105 STARTING WITH 00074). 117 CROHN'S-UC STARTER
HETLIOZ.......ccccvvvviiin. 49 HUMIRA(CF) PEN PSOR- (PREFERRED NDCS
HETLIOZ LQ......cccvvvvveee. 49 UV-ADOL HS STARTING WITH 61314). 117
HIBERIX (PF)....cccccccenn... 105 (PREFERRED NDCS HYRIMOZ PEN
HIPREX........cooviiiieein. 13 STARTING WITH 00074). 117 PSORIASIS STARTER
HORIZANT .....ccoviiveeee 35 HUMULIN 70/30 U-100 (PREFERRED NDCS
HULIO(CF)....ovvvveeiiiienne 116 INSULIN.....cccooiiieeeiiieeens 86 STARTING WITH 61314). 117
HULIO(CF) PEN................ 116 HUMULIN 70/30 U-100 HYRIMOZ(CF)

HUMALOG JUNIOR KWIKPEN.......cooiiiieee. 86 (PREFERRED NDCS
KWIKPEN U-100................. 86 HUMULIN N NPH STARTING WITH 61314). 117
HUMALOG KWIKPEN INSULIN KWIKPEN........... 86 HYRIMOZ(CF) PEDI
INSULIN . .....oooviiiieeeieeen 86 HUMULIN N NPH U-100 CROHN STARTER
HUMALOG MIX 50-50 INSULIN ....coooiiiiiieeee. 86 (PREFERRED NDCS
KWIKPEN......coooiiiiein 86 HUMULIN R REGULAR STARTING WITH 61314)
HUMALOG MIX 75-25 U-100 INSULN.....ccoviiiieennns B0 e 117,118
KWIKPEN......coooiiiiiieie 86 HUMULIN R U-500 HYRIMOZ(CF) PEN
HUMALOG MIX 75-25(U- (CONC) INSULIN................ 86 (PREFERRED NDCS
100)INSULN .....ccvvvieeeiee. 86 HUMULIN R U-500 STARTING WITH 61314). 118
HUMALOG TEMPO (CONC) KWIKPEN.............. 86 HYSINGLAER.................. 39
PEN(U-100)INSULN............ 86  hydralazine............................. 60 HYZAAR......................... 60
HUMALOG U-100 HYDREA ... 17 ibandronate.......................... 112
INSULIN....oooeiiiiiiieee, 86  hydrochlorothiazide................ 60 IBRANCE........cooovvvvereeennn. 17
HUMATIN....ccoooiiiiieeeeeeeeenn. 8  hydrocodone bitartrate........... 39 IBSRELA......ccoooviiiiieeeeennn. 96
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FDU vvooeeeeeeeeeeeeeeeeeeeeeere e, 42 INFANRIX (DTAP) (PF)...105 INVEGA ..ooiovieeoreeeereern, 50

IDUPFOfen . ......ccccvvvieeeeiienaann, 42 INFLECTRA.........cevunnee.. 96 INVEGA HAFYERA........... 50
ibuprofen-famotidine.............. 42 INGREZZA.......eeenn. 35 INVEGA SUSTENNA.......... 50
icatibant .............cc.coeeeeueunnnnn. 134 INGREZZA INITIATION INVEGA TRINZA................ 50
iClevia.....uueeaeeeiiiieeiiieaan, 123 PK(TARDIV)...cccccuvvreenn 35 INVELTYS....coiiieiiennn. 129
ICLUSIG ... 17 INGREZZA SPRINKLE.....35 INVOKAMET.................... 87
icosapent ethyl........................ 65 INLYTA...ccooviiiiiiiiiiiieieeeenn. 17 INVOKAMET XR............... 87
IDACIO(CF)...cvvvvveeee. 118 INNOPRAN XL.......cccuuee. 60 INVOKANA.......ccccoevveenn. 87
IDACIO(CF) PEN.............. 118 INPEFA......coooiiiiiiiees 86 TOPIDINE.........cccvvrrrennnnn. 129
IDACIO(CF) PEN INPEN (FOR HUMALOG) IPOL....cooiiiiiiieeiieeee, 105
CROHN-UC STARTR....... 118 BLUE......ccooiiiiiiiiieeieee, 108  ipratropium bromide....... 82, 134
IDACIO(CF) PEN INPEN (FOR HUMALOG) ipratropium-albuterol........... 134
PSORIASIS START........... 118 GREY ..o, 108  irbesartan................cccccuuen.n. 60
IDHIFA......ccooiieiie, 17 INPEN (FOR HUMALOG) irbesartan-
ILEVRO.........oooe 128 PINK......ccooviviiiiiiiieieee, 108  hydrochlorothiazide................ 60
ILUMYA. ... 68 INPEN (NOVOLOG OR IRESSA ..o, 17
IMAtinib ...........ccoovveeeeeeennnne 17 FIASP)BLUE................... 108 ISENTRESS.....ccccciviiiiinnns 3
IMBRUVICA.........oeeven 17 INPEN (NOVOLOG OR ISENTRESSHD.......ccuceee. 3
imipenem-cilastatin................... 8 FIASP)GREY.....ccooceeee.n. 108  isibloom...........ccuuvvvveeeeeannn. 123
imipramine hcl........................ 49 INPEN (NOVOLOG OR ISOLYTESPH74............ 141
imipramine pamoate............... 50 FIASP)PINK...................... 108 ISOLYTE-PIN 5%
Imiquimod..............ccccuuveen.... 70 INQOVI.........coo 17 DEXTROSE.......ccccvvvvnnne 141
IMITREX......coooviiieeein. 32 INREBIC.......ccooceiiiiiinnn, 17 isoniazid............cccoouveeeeennnnnnn. 9
IMITREX STATDOSE INSPRA ..., 60 ISORDIL.......ccovvvveeennn. 67
PEN ..o 32 INSULIN ASP PRT- ISORDIL TITRADOSE....... 67
IMITREX STATDOSE INSULIN ASPART.............. 86  isosorbide dinitrate................. 67
REFILL ..., 32 INSULIN ASPART U-100...86 isosorbide mononitrate............ 67
IMOVAX RABIES INSULIN DEGLUDEC....... 87 isosorbide-hydralazine............ 60
VACCINE (PF).....cccccn.... 105 INSULIN GLARGINE U- ISOtFCLINOMN .. 72
IMPAVIDO.......cccoonnnn. 8 300 CONC....ccvvvvvnnn. 87 isradipine........cccccceeeeeeeeeeannn... 60
IMURAN .....cooviieeeeen 17 INSULIN GLARGINE- ISTALOL......coeeviiiee 127
IMVEXXY YEGN ..o, 87 ISTURISA......ccooiiieee. 92
MAINTENANCE PACK...121 INSULIN LISPRO............... 87 itraconazole..............ccccuo...... 1
IMVEXXY STARTER INSULIN LISPRO IVermecCtin........ccceeveeeennnen.. 9,72
PACK ... 121 PROTAMIN-LISPRO.......... 87 IWILFIN........ceeviiiieene 18
INBRIJA ... 31 INSULIN SYRINGE- IXCHIQ (PF)..cccevviiiins 105
INCASSIA .o, 121 NEEDLE U-100.................. 108 IXIARO (PF)...................... 105
INCRELEX......ccocceeveviaennn. 79 INTELENCE........cc.cceevnnnnnn. 3 IYUZEH (PF)....cccooceveannne. 128
INCRUSE ELLIPTA........... 134 intralipid...............cccccueee. 141 JADENU.....ccoccviiiiiiiene 79
indapamide............................. 60 INTRALIPID..................... 141 JADENU SPRINKLE.......... 79
INDERALLA.....cccvvvveee. 60 INTRAROSA.........ccccee.. 122 JAKAFI....cooooiiiiiii 18
INDOCIN.......cceeveiiieee. 42 introvale.............ccceeeuunnnn... 123 jantoven............ccccccceeeeeeeeenn. 64
indomethacin.......................... 42 INVANZ. ..o, 9 JANUMET.......cccceeviiien, 87
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JANUMET XR.......ccooveeennn 87 ketorolac................ccccue...... 128  LAMICTAL XR.......ccceueee. 27

JANUVIA. ..., 87 KEVEYIS..........cccoeeii 35 LAMICTAL XR STARTER
JARDIANCE....................... 87 KEVZARA........covveeeii. 118 (BLUE)......ccoiiiiiiiiieeeee. 27
Jasmiel (28) ........ccccevvunnnn... 123 KINERET.........c.ooeeeenn. 118 LAMICTAL XR STARTER
JATENZO....oooiiiieinnnnn 92  KINRIX (PF)..cccoovvvieeene.n. 105 (GREEN).......cccooiiiiiininnnnnn. 27
JAVYGLOT ..o 92 kionex (with sorbitol) ............ 79 LAMICTAL XR STARTER
JAYPIRCA ... 18 KISQALI........ccociiiieee. 18 (ORANGE).......cccoiiiiinnn 27
JENTADUETO.................... 87 KISQALI FEMARA CO- lamivudine..............cccccuuvvee..... 3
JENTADUETO XR............. 87 PACK ..., 18  lamivudine-zidovudine.............. 3
Jinteli.......ccccccooovveveveviieinnnnnns 121  KITABISPAK......ccovvviviiines 9  lamotrigine..............cccoeeuvuenne. 27
JOENJA ..o 79 KLARON........ccoovvveeeeee. 73 LAMPIT ..., 9
JORNAY PM....cccccooevnns 50 KLISYRI.....coooovviiiiiiiieens 18 LANOXIN........eeeeeiie 67
JOYEAUX ..o 123 KLONOPIN..........cvvveeeeee. 27  lansoprazole......................... 100
JUBLIA ..o, 74 klor-con 10..............ueuuue....... 139 LANTUS SOLOSTAR U-
Juleber.............cccccovvvennini.... 123 klor-con 8......ccccccuvvvvvvennn.... 139 100 INSULIN.........cvvvveeeeen. 88
JULUCA.......cooeeee 3 klor-conml0..................... 139 LANTUS U-100 INSULIN.. 88
Junel 1.5/130 (21) ........ccc........ 123 klor-conml5........................ 139 lapatinib................cccceeeeenn.. 18
Junel 1120 (21) ...........uuu...... 124 klor-con m20........................ 139 larin 1.5/30 (21) .......cccu........ 124
junel fe 1.5/30 (28) ............... 124 klor-con oral packet 20......... 139 larin 1120 (21 ) cccceeeennnnnnn... 124
junel fe 1120 (28) .................. 124 KLOXXADO......ccccoovvvrrnnnn. 42 larin fe 1.5/130 (28) ............... 124
Jjunelfe 24 .........cccovvvvevennannn. 124 KONVOMERP..................... 100 larin fe 1/120 (28) .................. 124
JUXTAPID....covvvvvvieeeee, 65 KORLYM.....ooooviiveieeeeees 92 LASIX..coiiieiiieeeeene, 60, 61
JYLAMVO.......ccoovvve. 18 KOSELUGO.......ccoeeeeennnn.. 18  latanoprost.................ooo....... 128
JYNARQUE......coovvveeee. 92  kourzeq................cceeeveeennnn... 82 LATUDA......coovveeeeee. 50, 51
JYNNEOS (PF)....uuvvveee. 105 KRAZATI.......ccoovvvviee. 18 layolisfe.......cccoeeeviuunnnnnn.... 124
kaitlib fe.............ccceeeeunnnnn... 124  KRINTAFEL..........ccouvvne. 9 LEDIPASVIR-
KALETRA......ccvvveiiiiii, 3 KRISTALOSE...................... 96 SOFOSBUVIR....................... 3
KALYDECO......cccceeeeunnn.. 134 kurvelo (28) ... 124 leflunomide........................... 118
KANIJINTI.........ccoeeeee 18 KUVAN. ..o, 92 lenalidomide.................. 18
KAPSPARGO SPRINKLE..60 KYLEENA...............cc...... 122 LENVIMA.........cccooveee. 18, 19
kariva (28) .....ooeeeeevevvvennnnnnnn, 124 [ norgestle.estradiol-e.estrad. 124 LESCOL XL......................... 65
KATERZIA .......coovvvvvviis 60 labetalol................................. 60  [eSSING...ccceeeeaaaaeaeaeaaaaaiii 124
KAZANO........ooovee 87 lacosamide............................. 27 LETAIRIS......ccooovvvveeeeeen. 134
kelnor 1135 (28) ... 124 LACRISERT...................... 127 letrozole.........cccceeeeeeeeeeaannn..... 19
kelnor 1-50 (28) ....cccovuvunnnn. 124 lactulose.................ouvveveuenn. 96 leucovorin calcium.................. 14
KENALOG.......cccoovvvvveee. 77 LAMICTAL..........cccvvn 27 LEUKERAN.........ccccuun 19
KEPPRA ..........ccee 27 LAMICTAL ODT................ 27 LEUKINE......cccccccceiiiann. 102
KEPPRA XR......cc.oeeeeinns 27 LAMICTAL STARTER leuprolide................c..couueo...... 19
KERENDIA...........cconn 60 (BLUE)KIT......ccoovvvvrrerennn. 27 LEUPROLIDE (3

KESIMPTA PEN.................. 35 LAMICTAL STARTER MONTH)....ccoovviiiiiieieeeees 19
ketoconazole....................... 1,74 (GREEN)KIT...........ovvvvnne. 27  levalbuterol hel..................... 134
ketodan............cccc.oooeveeeennn. 74 LAMICTAL STARTER LEVALBUTEROL
ketoprofen..........c.cccccceeeeeeunnn. 42 (ORANGE)KIT........ccc...... 27 TARTRATE.........ccconn.. 134
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levetiracetam.......................... 27 LIVMARLI.........cccoovvvreee. 96 LULICONAZOLE............... 74
levobunolol........................... 127  LIVTENCITY ..ccoovvveeeeee. 3 LUMAKRAS........ccoeree. 19
levocarnitine.......................... 79 LO LOESTRINFE............. 124 LUMIGAN......cccovveeee. 128
levocarnitine (with sugar) ...... 79 LOCOID......ccccovvvvvivivirernnnns 77 LUMRYZ....vvevvvvviiviiiinnnnnns 51
levocetirizine........................ 130  LOCOID LIPOCREAM........ 77 LUPKYNIS......ccooiiiee. 19
levofloxacin.................... 12,126 LODINE.........cccceeeeeil 42 LUPRON DEPOT................ 19
levofloxacin in dSw................. 12 LODOCO....ccccoeieeeieeeeeeannn. 67 LUPRON DEPOT (3

levonest (28) ..ccoeeeeeeeeeaeaaannnn. 124 LODOSYN.....ovvvviiiiiiiiniinnnn. 31 MONTH).............ccc 19
levonorgestrel-ethinyl estrad. 124 ~ LOESTRIN 1.5/30 (21)........ 124 LUPRON DEPOT (4
levonorg-eth estrad triphasic. 124 ~ LOESTRIN 1/20 (21).......... 124 MONTH)..ccoooiiiiieieeeeeeeeen. 19
levora-28 ........ccceevveeeennannn. 124 LOESTRIN FE 1.5/30 (28- LUPRON DEPOT (6
levorphanol tartrate................ 39 DAY) i, 124 MONTH).......ooooeiieee. 19
LEVOTHYROXINE............ 94 LOESTRIN FE 1/20 (28- LUPRON DEPOT-PED....... 19
levothyroxine.............ccccuuu...... 94  DAY) .o 124 LUPRON DEPOT-PED (3
levoxyl........ccoeevvvviniannann. 94 lofend...........ccceeeeuinnnnnnnnn.... 42  MONTH)....cooooiiiiiiiiieeeee, 19
LEXAPRO.......coovvviieene 51 LOKELMA......cccccoeviiiieens 79 lurasidone................ccccueenn. 51
LEXETTE.....ccccooviiiiiian 77 LOMOTIL.......ccoviiirreannne 94 lutera (28) ...ccovcvveeviiiniaann, 124
LEXIVA ..o 3 LONSURF....cccocovniiiiaae 19 LUZU..oooiiiiiiiiiieeeeieen 74
LIALDA........coooeee 96 loperamide............................. 94 LYBALVI.........cooei 51
LIBERVANT .......ccvvveeenne 27 LOPID...ocooiiiiiiiiiieee 66  yleq....ccccevviiiiiiiiiiii 122
LICART ..o, 42 lopinavir-ritonavir .................... 3 Dllana...........cccoeeeeeeeennnnnn... 122
lidocaine.............ccccocuveeenunn.n. 70  LOPRESSOR........c..eennn. 61 LYNPARZA.........cceee.... 19
lidocaine hel........................... 70  LOPROX.......cooivvveeeeeinenn. 74 LYRICA.....ccooviieeee 28
lidocaine viscous..................... 70 lorazepam..................cccuuu...... 51 LYRICACR.................. 27, 28
lidocaine-prilocaine................ 70 lorazepam intensol.................. 51 LYSODREN......coeeeeeeennn.n. 19
lidocan iii.............ccccuuveeenn... 70  LORBRENA.........cccceeeenne. 19 LYTGOBI......cc.ooeeviiien. 19
LILETTA ..ccooiiiieeee 122 LOREEV XR......cccccvvvennnee. 51 LYUMIJEV KWIKPEN U-
linezolid.............ccccovvvvvunnnnnnnn. 9 loryna (28)...ccccovvvivviinnnnn. 124 100 INSULIN....................... 88
linezolid in dextrose 5%............ O  losartan.................cccocvvvvnnnnnn. 61 LYUMIJEV KWIKPEN U-
LINZESS................ 96 losartan-hydrochlorothiazide.. 61 200 INSULIN...........cccuveee. 88
liothyronine.............ccccccoo...... 94 LOTEMAX.....cccooovvvvvvrinnnns 129 LYUMIEV TEMPO

LIPITOR ......ccvviiiieiiieees 65 LOTEMAXSM................. 129  PEN(U-100)INSULN............ 88
LIPOFEN.......ccccoviiiiiieenne 66 LOTENSIN......ocoovvveeeen. 61 LYUMIEV U-100
LIQREV......ccooooiii 134 loteprednol etabonate............ 129 INSULIN....cooooiiieiieeieeee, 88
lisdexamfetamine.................... 51 LOTREL.......cccoooiiiiiiiien. 61 LYVISPAH...........cccvvnnnn. 37
LiSTROPTIl...ooveeeieeeeeeien 61 LOTRONEX.........cccoovvnnnene. 96 IyZa...cccooeeeeiiiiiiiieieeeee, 122
lisinopril-hydrochlorothiazide. 61  lovastatin............................... 66 MACROBID............covveeee... 13
LITFULO....ccoviiiieee. 79 LOVAZA.....ccccooviiiiei 66 MACRODANTIN................ 13
lithium carbonate.................... 51 LOVENOX.......cooovvvvereeennn. 64  magnesium sulfate................ 139
lithium citrate......................... 51  low-ogestrel (28) ...ccccenn....... 124 MALARONE......................... 9
LITHOBID...........ccoeuuunn. 51 loxapine succinate.................. 51 MALARONE PEDIATRIC...9
LITHOSTAT.....ccoovvvvveeeeenn. 79  lubiprostone................uuuu...... 96  malathion...................ccccu..... 78
LIVALO. ..o, 66 LUCEMYRA........ccccoinnnn 42 maraviroc...........cccceeeeueeeienennnne. 3
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MARINOL.......ccoevveennn. 96  memantine................cccceuuu.... 36 METROCREAM.................. 72
marlissa (28) .....ccceuveeeeennnen. 124 MEMANTINE..................... 36 METROGEL........................ 72
MARPLAN.......cooviieee, 51 MENACTRA (PF).............. 105 METROLOTION................. 72
MATULANE.........ooviiees 19 MENEST....cccooiiiiiiieees 122 metronidazole.............. 9,72,122
MAatzim la............ccceeeeeeeeennnnn. 61 MENOSTAR.........cccuuue..... 122 metronidazole in nacl (iso-os)..9
MAVENCLAD (10 MENQUADFI (PF)............ 105  metyrosine.............................. 61
TABLET PACK).................. 35 MENVEO A-C-Y-W-135- Mexiletine...........cccevuuveeeennnen. 58
MAVENCLAD (4 TABLET DIP (PF) ... 105 mibelas 24 fe............coceen..... 124
PACK) ..ooiiiiiiiiiiiiiiiiiiiiiiiiis 35 MEPRON.......cccvvviiiiiiiiiiiin, 9 micafungin..........ccceeeeeeeeeeeennn. 1
MAVENCLAD (5 TABLET mercaptopurine....................... 20 MICARDIS HCT................. 61
PACK) ..ooiiiiiiiiiiiiiiiiiiiiiiiiiiies 35  meropenem...........cccceeeeeeeeannn. 9  miconazole-3........................ 122
MAVENCLAD (6 TABLET TNCTZOC ..vvveeveeaaaaaeeeeea, 124 microgestin 1.5/30 (21) ........ 124
PACK) ..coovviiiiiiiii 35 mesalamine............................ 96 microgestin 1120 (21)........... 124
MAVENCLAD (7 TABLET MESNEX ..., 14 microgestin 24 fe.................. 124
PACK) ..o 35 MESTINON......................... 37 microgestin fe 1.5/30 (28).... 124
MAVENCLAD (8 TABLET MESTINON TIMESPAN.... 37  microgestin fe 1/120 (28) ....... 125
PACK) ..o, 35 METADATECD.................. 51  midodrine............................... 79
MAVENCLAD (9 TABLET Metformin...........cccecuvvvvnnnnn.... 88 MIEBO (PF)........................ 127
PACK) ..ooiiiiiiiiiiiiiiieee, 35 METFORMIN...........oooe.... 88  mifepristone..............ccuuu...... 92
MAVYRET ..., 4  methadone..............cccccc.......... 39 migergot...................ooooee. 32
MAXALT ..cooveiiiiei 32 methamphetamine.................. ST miglitol...........ccvvveevveeeaaann, 88
MAXALT-MLT.................. 32 methazolamide...................... 128  miglustat........ccccceeeeeeeeeennn..... 92
MAXIDEX .....cccoooeinnnn. 129 methenamine hippurate........... 13 MIGRANAL.........cccvvi. 32
MAXITROL...........ovvvee. 128  methimazole........................... R I 77771 B 125
MAYZENT.....ccccccenne. 35,36  METHITEST........cc.............. 92 MIMVeY ...ccvevevieeeiiaee, 122
MAYZENT methotrexate sodium.............. 20 MINIVELLE...................... 122
STARTER(FOR 1MG methotrexate sodium (pf) ....... 20  minocycline........................... 13
MAINT).......ooo 36  methoxsalen........................... 70 minoxidil..........ccccceeeeeeeeannn..... 61
MAYZENT methscopolamine.................... 94 mirabegron.......................... 138
STARTER(FOR 2MG methsuximide......................... 28 MIRENA . .......cccvviiiiiiiiiinn, 122
MAINT)......ooooii 36 METHYLIN........cccovvvvrinins 51 mirtazapine............................ 52
meclizine.........ccccceeeeeeeeiil. 96  methylphenidate............... 51 MIRVASO................. 72
meclofenamate....................... 42 methylphenidate hcl.......... 51,52  misoprostol........................... 100
MEDROL.........ccevviiirians 83 METHYLPHENIDATE MITIGARE.........ccooeen. 111
MEDROL (PAK)......ccccc..... 83 HCL.ooooiiiiiiiiiieeeeee 52 M-M-RII (PF)...ccccceeennn. 105
medroxyprogesterone........... 122 methylprednisolone................. 83  modafinil..............ccoouuuee..... 52
mefenamic acid....................... 42 methyltestosterone.................. 92 moexipril........cccccuveiiiieeeeannnn. 61
mefloquine...............ccceeuvvnne... 9  metoclopramide hcl........... 96,97 molindone................c......... 52
megestrol................................ 20  metolazone............cccceeenn....... 61  mometasone.................... 77,134
MEKINIST ....oovvviiiieiei, 20 metoprolol succinate............... 61 montelukast.......................... 134
MEKTOVI....ccooovviiiiiiias 20 metoprolol ta- morphine...............ccc........ 39, 40
meloxicam..............cccouuvunn..... 42 hydrochlorothiaz.................... 61  morphine concentrate............. 39
meloxicam submicronized....... 42 metoprolol tartrate................. 61 MOTEGRITY ....cccccceeernnnnnn 97
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MOTOFEN.........cccoociiie, 94 naproxen..............ccceceeieeen 43  NEXPLANON.........cceeueeeen 122

MOTPOLY XR................... 28  naproxen sodium.................... 43 NEXTSTELLIS................. 125
MOUNIJARO........cccvvvveeeee. 88  naproxen-esomeprazole.......... 43 NGENLA..........cccooiiiin, 102
MOVANTIK....................... 97 naratriptan............................. 32 RUACIA...oeeeieaeeeiiiaeeaeeeeeeae 66
MOVIPREP..........ccccvvieen. 97 NARDIL......ooovviieeeeiieeee 52 NIACOR......ccooovviiiiiieeees 66
moxifloxacin................... 12,126 NATACYN.....ccoovvvvvvivviiins 126  nicardipine............cccceeeennnn..... 61
moxifloxacin- NATAZIA ......oovvvvviiiinnnn, 125 NICOTROL.......ccoeeeennnen. 81
sod.chloride(isa..................... 12 nateglinide.............................. 88 NICOTROLNS.................... 81
MS CONTIN......oovvvrvvrriiinans 40 NATROBA......ccoooveinnn. 78  nmifedipine................................ 61
MULPLETA.......cccvvveeee 64 NAYZILAM......o.ooviveeene 28 nikki (28) oo, 125
MULTAQ ..., 58 mebivolol................................. 61 NILANDRON...................... 20
PAUDITOCIN ..o 73 NEBUPENT...........ccccvvnnn. 9 nilutamide.............................. 20
mupirocin calcium.................. 73 necon 0.5/35 (28) ccccuvvuvnnnn... 125  nimodipine.............ccccuuuu...... 61
MVASI......cooee, 20  nefazodome............................. 52 NINLARO.......ccoovvvrrvrreee. 20
MYALEPT......cccoovvviiienee. 92 NeOMYCiM........cccveeeeeirrveaannnnn 9 nisoldipine..............cccceeeen.... 61
MYAMBUTOL..................... 9  neomycin-bacitracin-poly-hc. 128  nitazoxanide............................. 9
MYCAMINE.......ccccceeieen. 1 neomycin-bacitracin- RILISTHONE ....ooooeovevaeaeee 79
MYCAPSSA ... 20 polymyXin............cceeeeunnn. 126  nitro-bid.............ccccouuvvvvenn..... 67
MYCOBUTIN........cccvvvveeeen. 9  neomycin-polymyxin b- NITRO-DUR...........ccennnn. 67
mycophenolate mofetil............ 20 dexameth.................cceeeeenn. 128  nmitrofurantoin......................... 13
mycophenolate sodium............ 20  neomycin-polymyxin- NITROFURANTOIN.......... 14
MYDAYIS.....cooiee. 52 gramicidin...................cc....... 126  nitrofurantoin macrocrystal.... 13
MYFEMBREE.................. 122 neomycin-polymyxin-hc.. 82, 129  nitrofurantoin monohyd/m-
MYFORTIC.......cccoiinnn. 20  neo-polycin.............cccceuue.... 126 CrYStaeceeeeiiiiiiiicieeeeeeee, 13
MYHIBBIN..........oovvviiiinns 20 neo-polycin hc....................... 129  nitroglycerin..................... 67,97
MYRBETRIQ..................... 1388 NEORAL......ccoovvivreeei. 20 NITROLINGUAL............... 67
MYSOLINE..........cooviiieens 28 NEO-SYNALAR.................. 73  NITROSTAT.....cccovvveee. 67
MYTESI....ccooviieiieee 94 NERLYNX.....ooooooviivireeenne, 20 NITYR..oooiiieiiiieeeeiieeeee 79
nabumetone..............ccccceeunnn.. 42 NESINA ... 89 NIVESTYM.......oooeeeee. 102
nadolol................................... 61  neUAC....cccceeeeeeeaaaaaaaaaaaeee 72 nizatidine.............................. 100
NACIlliN ..o, 11 NEULASTA........cccccvvvinnn. 102 nora-be..............ccccooevn.... 122
RAFLIINE ...cooeieeaeieeee, 74 NEULASTA ONPRO......... 102 NORDITROPIN

NAFTIN ..o 74 NEUPOGEN........ccceeeeeenn. 102  FLEXPRO.................. 102, 103
NALFON.......cooiiii 42 NEUPRO...........eeeiinnn 31  norelgestromin-ethin.estradiol
NALOCET......cocoiieeeee. 40 NEURONTIN.......cccvveeennns 28 e 122
naloxone............ccccouvveenaeannn.. 43 NEVANAC......ccccccceiiiin. 128  noreth-ethinyl estradiol-iron..125
naltrexone.............cccceuvvenn.... 43 nevirapine..............cccccuveennannn... 4  norethindrone (contraceptive)
NAMENDA TITRATION NEXAVAR ..o, 200 e 122
PAK oo 36 NEXICLON XR.......ccccce.... 61  norethindrone acetate........... 122
NAMENDA XR................... 36 NEXIUM.....ooooovviiiiiennne, 100  norethindrone ac-eth estradiol
NAMZARIC......ccccoevvve. 36 NEXIUM PACKET........... 100 122, 125
NAPRELAN CR.................. 43 NEXLETOL......ccoovvviennne. 66

NAPROSYN....ccociiiiiiienns 43  NEXLIZET.....ccccccevvviiiiieane 66
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norethindrone-e.estradiol-iron NUPLAZID.....ccvvvvveeeeeean. 52 omeprazole-sodium
............................................. 125 NURTECODT.....................32  bicarbonate...........................100
norgestimate-ethinyl estradiol NUTRILIPID..................... 141 OMNARIS.........ooi 134
............................................. 125 NUTROPIN AQ NUSPIN. 103 OMNIPOD 5 G6 INTRO
NORITATE......cccoeeee. 72  NUVARING........cccuvveennns 122 KIT (GENS5)..coovviiiieeee 108
NORLIQVA.....ccoeeiieees 61 NUVIGIL.......ocovveeeeee. 52 OMNIPOD 5 G6 PODS
NORPRAMIN.........cccuveee.. 52 NUZYRA. ..o, 13 (GENS) oo 108
NORTHERA...........ccveee. 7O HYAMYC.aaeaaaaaiiiaaeaiaaaaen, 74  OMNIPOD 5 G6-G7

nortrel 0.5/35 (28) ...ccuue.... 125 nylia 1135 (28) ccceeeeeeeeaann. 125 INTRO KT(GENS)............. 108
nortrel 1/135 (21) .................. 125 nylia 71717 (28) coueeeeeeeeennnnnnns 125 OMNIPOD 5 G6-G7 PODS
nortrel 1135 (28) ..cccuevevenne. 125 NYMALIZE.........ceeeuueee.. 61 (GENYS) i 108
nortrel 71717 (28) ceveevenen.... 125 nymyo.......cccoeeeeecvienena. 125 OMNIPOD DASH INTRO
nortriptyline............cccceeee....... 52 mystatin.............................. 1,74 KIT(GEN4)...ccoooovennnn. 108
NORVASC.......coovvviveeee 61 nystatin-triamcinolone............ 74 OMNIPOD DASH PODS
NORVIR ......oovvviiiiiiiiiiiiiiiiiin, 4 NYStop......oooiiiiiiiiiiiii 74 (GEN4).oooiiiiiiiii, 109
NOURIANZ.....ccccvivveeene 31 NYVEPRIA.........ccoe. 103 OMNIPOD GO PODS........ 109
NOVO PEN NEEDLE........ 108 OCALIVA.......ccoieiiieee, 97 OMNIPOD GO PODS 10
NOVOLIN 70/30 U-100 ocella.........ccccocuvviiviiniiannnn. 125 UNITS/DAY ..oovvveiiiiiieeans 109
INSULIN . ....oooviiiiiiiiiieeee 89 OCTAGAM.....cccceevvennn 105 OMNIPOD GO PODS 15
NOVOLIN 70-30 octreotide acetate................... 20 UNITS/DAY ..ccooviivieeane 109
FLEXPEN U-100.................. 89 OCUFLOX.....ccooovivieeinn. 126 OMNIPOD GO PODS 20
NOVOLIN N FLEXPEN.....89 ODACTRA..........ccevvvee. 105 UNITS/DAY ..ovvvveeeiiieeenns 109
NOVOLIN N NPH U-100 ODEFSEY ...ccooiiiiiiiiiiieee 4 OMNIPOD GO PODS 25
INSULIN......ooviiiieeeieen 89 ODOMZO.....cccovvveeeerieeann, 20 UNITS/DAY ..o, 109
NOVOLIN R FLEXPEN..... 89 OFEV....ccccccoviiiiiiiiiiieees 134  OMNIPOD GO PODS 30
NOVOLIN R REGULAR ofloxacin................... 12,82,126 UNITS/DAY ....ccccvvvvveenne. 109
U100 INSULIN..................... 89 OGSIVEO.......ccceeeen 20,21 OMNIPOD GO PODS 40
NOVOLOG FLEXPEN U- OJEMDA. ..., 21  UNITS/DAY ...ccoovvivveeee 109
100 INSULIN......cccvvvrrennne 89 OJJAARA. ... 21  OMNITROPE..................... 103
NOVOLOG MIX 70-30 U- olanzapine..................cccceuvun. 52 OMVOH.......cccccvvvvviiiiiiiiinnns 97
100 INSULN...ccoooiiiiin. 89  olanzapine-fluoxetine.............. 52 OMVOHPEN.......ccccvvvrrnnnnn 97
NOVOLOG MIX 70- olmesartan..............c..c........... 61 ondansetron.............ccccceo..... 97
30FLEXPEN U-100.............. 89  olmesartan-amlodipin- ondansetron hcl...................... 97
NOVOLOG PENFILL U- hethiazid.............ccccueeveeeennnn... 61 ONEXTON.....cccoviirreene 72
100 INSULIN......ccvvvrreannne 89  olmesartan- ONFI...coooiiiiiee, 28
NOVOLOG U-100 hydrochlorothiazide................ 61 ONGENTYS....ccooviriieeeen. 31
INSULIN ASPART.............. 89  olopatadine............................. 82 ONTRUZANT..........cenn. 21
NOXAFIL.....ccoceeviiiiiiiiene, I OLPRUVA........ii 79 ONUREG......cccccevviiiiies 21
NUBEQA ..., 20 OLUMIANT......cccvvveeenee 118 ONZETRA XSAIL............... 32
NUCALA......ccoiiiieeee 134 OMECLAMOX-PAK......... 100 OPSUMIT........ceoviiiiiies 134
NUCYNTA......ccooeeee, 43 omega-3 acid ethyl esters........ 66 OPSYNVI......ccooovviiieene. 134
NUCYNTAER................... 43 omeprazole........................... 100  OPVEE.....cccccciiiiiiiiinnn. 43
NUEDEXTA ....ccooiiiiiine 36 OPZELURA.......cccoeee. 70
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ORACEA.....cccooiiieieieeeeeeennn. 13 OZEMPIC..........cceivinnn 89  pentamidine.............ccccceeeenn...... 9

ORAPRED ODT.................. 83 OZOBAXDS....oooevviiieens 37 PENTASA.......cccovviiiee 97
ORENCIA................... 118, 119  pacerone............cccccceunnnn. 58 pentoxifylline......................... 64
ORENCIA CLICKIJECT....118  paliperidone............................ 52 PEPCID....ccccooovviveeeennn. 101
ORENITRAM................ 61,62 PALYNZIQ....coooevvviirenenns 92 PERCOCET......ccccoviivienenne 41
ORENITRAM MONTH 1 PAMELOR..........cooviiees 52 PERFOROMIST................ 134
TITRATION KT................. 61 PANCREAZE....................... 97  perindopril erbumine............... 62
ORENITRAM MONTH 2 PANDEL......coooiiieee. 77 periogard..............cccoeeuueeann. 82
TITRATION KT.................. 61 PANRETIN.......ccccoeevnnnnn. 70 permethrin...........ccccceevveennn. 78
ORENITRAM MONTH 3 pantoprazole................. 100, 101 perphenaczine.......................... 53
TITRATION KT.................. 61 PANZYGA......ooovvee. 105 PERSERIS.......ccooiiiiie 53
ORFADIN......cooiiieeee. 79 paricalcitol............................. 92 PERTZYE......ccooiiiiiin. 97
ORGOVYX...otveeiiiiieeeenn 21 PARLODEL.....ccccevvirrrann. 31 PHEBURANE.........ccc......... 80
ORIAHNN.........ccoe 123 PARNATE.....ccccccoeiiiiies 52 phenelzine...............ccouuuue...... 53
ORILISSA.....covvveeeeieieeee, 92 paroxetine hcl................... 52,53 phenobarbital......................... 28
ORKAMBI..........ccvvvrr 134 paroxetine phenoxybenzamine................. 62
ORLADEYO.........cceeennn. 134 mesylate(menap.sym,............ 53 PHENYTEK.........ccoovvveeenn. 28
OrMAlVi.........vvveviiiiiieeaean, 36 PAXIL......ooooiiiiiiiiieeeee, 53 phenytoin............cccceeuennne.... 28
ORSERDU..........ccoiii 21 PAXILCR.....ccoovvvviieeeeee, 53 phenytoin sodium extended..... 29
0Seltamivir ..........ccccceeeveeuueeeinn. 4 PAXLOVID.....coooocevviiiiiane 4 PHEXXI....oooooooiiiiiiiai 123
OSENI ..., 89  pazopanib...............cccuuuue...... 21 PHOSPHOLINE IODIDE..127
OSMOLEX ER...................... 31 PEDIARIX (PF).....cce...... 105 PIFELTRO.....cccoociiiiiiiicen 4
OSPHENA........ccoviiiee 123  PEDVAX HIB (PF)............. 105  pilocarpine hel................. 80, 127
OTEZLA....ccovveeeeieeees 119  peg 3350-electrolytes.............. 97  pimecrolimus......................... 70
OTEZLA STARTER........... 119  peg3350-sod sul-nacl-kcl-asb- pimozide...............cccceeeeuunnnn.. 53
OTREXUP (PF).................. 119 Covreeeeeeee e 97  pimtrea (28) .....ccceeuvveeaannn. 125
OVIDE......oooiiiiiieeiiieee, 78 PEGASYS...cooiiiiiieeeees 103 pindolol..............cc.ooveeeunn.... 62
OXACHIIN ..., 11 peg-electrolyte........................ 97 pioglitazone............................ 89
oxacillin in dextrose(iso-osm) 11 PEMAZYRE......................... 21 pioglitazone-glimepiride........... 89
OXAPTOZIN ..o, 43 PEN NEEDLE, DIABETICI109 pioglitazone-metformin........... 89
OXBRYTA...ccoooieieiiieeeeeeen. 80 PEN NEEDLES (NON- piperacillin-tazobactam.......... 12
oxcarbazepine........................ 28 PREFERRED BRANDS).. 109 PIQRAY ......ccooiiiriiieeee. 21
OXERVATE.......cccevnn. 127 PENBRAYA (PF)............... 105  pirfenidone.................... 134, 135
oxiconazole..............ccuu...... 74 penciclovir............ccooueeeneann.... 75 PIRFENIDONE................. 135
OXISTAT ..., 74 penicillamine........................ 119  piroxicam.....................c........ 43
OXTELLAR XR................... 28 PENICILLIN G POT IN pitavastatin calcium................ 66
oxybutynin chloride.............. 138 DEXTROSE..........c.uuuve. 12 PLAQUENIL........cccvvvveeeeen. 9
0XYCOAONE ... 40  penicillin g potassium.............. 12 PLASMA-LYTE 148........... 141
OXYCODONE..........ccuu... 40  penicillin g sodium.................. 12 PLASMA-LYTEA............. 141
oxycodone-acetaminophen......40  penicillin v potassium.............. 12 PLAVIX ..o, 64
OXYCONTIN......ccvvvvreennne 40 PENNSAID.....ccccoviiviiannnne. 43 PLEGRIDY.....cccovviiennnne 103
oxymorphone.................... 40,41 PENTACEL (PF)................ 105 PLENAMINE..................... 141
OXYTROL.....cccvvveei. 138 PENTAM....ccceeiiiiiieeeeee. 9 PLENVU.....cccovviiiiii. 97
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PLIAGLIS.......coovieeee 70 PREHEVBRIO (PF)........... 105 PROLIA.....cccccoiiiii 112
podofilox.............ccceeuvvveeannnnn. 70 PREMARIN.............cn.. 122 PROMACTA......cccvvvvee. 64
POLYCIN .. 126 premasol 10 %o...................... 141  promethazine........................ 130
polymyxin b sulfate.................. 9 PREMPHASE.........cc........ 122 PROMETRIUM................. 122
polymyxin b sulf- PREMPRO.......ccceeeeennnn... 122 propafenone............................ 58
trimethoprim....................... 126  prenatal vitamin oral tablet...141  propranolol............................. 62
POMALYST ..., 21 PRETOMANID..................... 9 propylthiouracil...................... 83
PONVORY ....ccoovviiiiiieees 36 PREVACID.........ccoeeennn.. 101  PROQUAD (PF)................. 105
PONVORY 14-DAY PREVACID SOLUTAB..... 101 PROSCAR.......cc.ceeevunnee.n. 139
STARTER PACK................ 36  prevalite........ccceeeeeeeeeeiiiiiil. 66 PROSOL 20 %..................... 141
POFLIA2E ..o 125 PREVYMIS......ccoooiiiiiens 4 PROTONIX......ccoovvveeennen. 101
posaconazole........................ 1,2 PREZCOBIX........coovvvvveeee.n. 4  protriptyline.........ccccueuvee...... 53
potassium chlorid-d5- PREZISTA .......oooiieie 4 PROVERA........cccccceienn. 122
0.45%macl...........coooeveeeennn. 139 PRIFTIN....cccoviiiiiiiiiieeee 9 PROVIGIL.....cooivvireee. 53
potassium chloride................ 140 PRILOSEC..........cccuuvvnn. 101 PROZAC.......cccvvvvvveeee. 53
potassium chloride in PRIMAQUINE...................... 9 prudoxin...............ccceeeeunnnn... 70
0.9%naCl..........ooeeveaa 139 PRIMAXINIV.....coccoevininnnn. 9 PULMICORT.........cccun. 135
potassium chloride in 5 % dex140  PRIMIDONE....................... 29 PULMICORT

potassium chloride in lr-d5.... 140 primidone............................... 29 FLEXHALER..................... 135
potassium chloride in water...140  PRIORIX (PF).................... 105 PULMOZYME................... 135
potassium chloride-0.45 %5 PRISTIQ......cooiiiiiiiiieen, 53 PURIXAN.....cccoomiiiiei 21
RACL...cooiiiiiiiiiiiii 140 PRIVIGEN.........ccociiiens 105 PYLERA.......cccociiiiiiiens 101
potassium chloride-d5- PROAIR DIGIHALER...... 135  pyrazinamide............................ 9
0.2%nacl...........ccccceeuveeenn.... 140 PROAIR RESPICLICK..... 135  pyridostigmine bromide.....37, 38
potassium chloride-d5- probenecid............................ 111  PYRIDOSTIGMINE
0.9%nacl...........ccccceuveeeen.... 140  probenecid-colchicine............ 111 BROMIDE........c.coovvvrrrnnnn. 38
potassium citrate.................. 139 PROCARDIA XL................. 62  pyrimethamine......................... 9
PRADAXA..............c 64 Procentrd............cccoceveiinnnnnnn. 53 PYRUKYND....................... 80
PRALUENT PEN................ 66 prochlorperazine..................... 97 QBRELIS............................. 62
pramipexole..............cccceeunen. 31 prochlorperazine maleate........ 97 QDOLO.....coovvvrevviiiiiiiiiiiinans 43
prasugrel.........ccccceeeeeeeeieeeannn. 64 PROCRIT......ccccovvvviviriinnnns 103 QELBREE..............cccnieee. 53
Pravastatin...............ccc...eeu... 66 PROCTOFOAM HC............ 97 QINLOCK......ccoceeveiiiireanns 21
praziquantel.............ccccceeeeennn.. 9 procto-medhc........................ 97 QNASL........cceeeii 135
PFrAZOSIN ..o, 62  proctosol hc.............cuuuue..... 97 QTERN.....ccooviiiiiiiiiiiee, 89
PRED FORTE................... 129  proctozone-hc......................... 97 QUADRACEL (PF)........... 105
PRED MILD...........ccuuu... 129 PROCYSBI......cccovviiiieenn. 139 QUALAQUIN.....cccvvvreeenne 9
prednisolone........................... 83  progesterone micronized....... 122 QUDEXY XR......cccoevvvrrnne 29
prednisolone acetate............. 129 PROGLYCEM..................... 89 QUESTRAN.......cccovvvvvee. 66
prednisolone sodium PROGRAF.....ccccceeeiiinns 21 QUESTRAN LIGHT........... 66
phosphate........................ 83,129 PROLASTIN-C.................... 80  quetiapine....................cceeun... 53
prednisone..............ccccveeennn.... 83 PROLATE........cccoovrrireeee. 41 QUETIAPINE.................... 53
prednisone intensol................. 83  prolate.........cccceeuuuveeeinnnann... 41 QUILLICHEWER............... 53
pregabalin.............cc.............. 29 PROLENSA.......ccooooiinn. 128  QUILLIVANT XR............... 53
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qUINApril..........cccccceevveennnnnnn.. 62 REMERON SOLTAB.......... 54 rivastigmine tartrate............... 36
quinidine gluconate................. 58 REMICADE......ccccccceeeennn. 98  FivelSa......ccccuueeiiiiiiiiiaaaa, 125
quinidine sulfate..................... 58 RENFLEXIS.....ccccccoevnnnnn.n. 98 RIVFLOZA.......ccoceenun.. 139
quinine sulfate............ccccceen..... 9 repaglinide.................c...u....... 89  rizatriptan.............................. 33
QULIPTA.....ccoiieeieee, 32 REPATHA.......cccooeviiee. 66 ROBINUL.......cccvvvveenee. 94
QUVIVIQ..ciiieeiiiieeee 54 REPATHA ROBINUL FORTE.............. 94
QVAR REDIHALER......... 135 PUSHTRONEX........ccc......... 66 ROCALTROL........ccueee... 92
RABAVERT (PF)............... 105 REPATHA SURECLICK....66 ROCKLATAN................... 128
rabeprazole........................... 101  RESTASIS.....ccooeiiiinn. 127 roflumilast........................... 136
RADICAVA ORS................. 36 RESTASIS MULTIDOSE.. 127  ropinirole..............ccccuuvveenn.... 31
RADICAVA ORS RETACRIT .......oovvvvviiiiiinnes 104 rosuvastatin............................ 66
STARTER KIT SUSP.......... 36 RETEVMO......c.ccccevvvninnnn. 21 ROTARIX....cccooviiiiiiraanns 105
RAGWITEK..........cccuveee.. 105 RETIN-A....ccoooiiiiiiiiieee 72  ROTATEQ VACCINE....... 106
raloxifene.............ccccceeeeunn... 112 RETIN-A MICRO................ 73 ROWASA.......ccooieeeeeee, 98
FAMEILeON ..., 54 RETROVIR.......cccovvvvriiiiiiinan. 4 rOWeeprd.........eeeeeeevevennnnnn. 29
FAMUEPFTL .o, 62 REVATIO.................... 135,136 ROXICODONE.................... 41
ranolazine ..............cccccoeeeun.. 67 REVCOVI.....cocccovviinaane, 80 ROXYBOND........ccovvrrernne 41
RAPAFLO.....coooiiiiie 139 REVLIMID........ccuvverennnne 21 ROZEREM......ccccccevvninnnnnn. 54
RAPAMUNE..........ccceevnn 21  REXULTI....cccooiiiiiiiiiiees 54 ROZLYTREK..........ccoo...... 22
rasagiline.........cccceeeeeeeeeeeeeennn. 31 REYATAZ....oooeeeeennn. 4 RUBRACA......cccoviiieieeennn. 22
RASUVO (PF)..cccoooiieenn. 119 REYVOW.....cocoooviiiiiinne 33 RUCONEST....ccccccevvininnnn. 136
RAVICTI......cccoeiiiiiine 80 REZDIFFRA.......ccccccevnnnnn. 80  rufinamide...................cc........ 29
RAYALDEE..........cocvveeen. 92 REZLIDHIA............cuuu.... 21 RUKOBIA.......cccoeii, 4
RAYOS...ooiiiiieeeieeee, 83 REZUROCK.......cc.cc0eeen. 21 RUXIENCE.......ccccovvveeennnn. 22
REBIF (WITH ALBUMIN) REZVOGLAR KWIKPEN..89 RYALTRIS.........cc..coeenn. 136
............................................. 103 RHOPRESSA..................... 128 RYBELSUS..............cce.eeeen. 90
REBIF REBIDOSE............ 103 RIABNI.....ccooiiiiieiiieeees 21 RYDAPT....oooiiieeiiee, 22
REBIF TITRATION PACK FIDAVIFIR ovoveeeiieeeeeiee e, 4 RYTARY .o, 31
............................................. 103 RIDAURA..........................119 - RYTHMOL SR..................... 58
reclipsen (28) .......oevevevvvnnnnn. 125 rifabutin................................... 9 SABRIL.............l 29
RECOMBIVAX HB (PF)... 105 rifampin...........cccceeeeveuvnneann. 9 SAFYRAL....ooooviviees 125
RECORLEV.....cccoeeeeeeeee. 92 riluzole..........cccoeeenennnnn. 80  SAJAZIT ..vvvveeveeeiinnnn 136
RECTIV ..o 97 rimantadine.............................. 4 SALAGEN

REGLAN......cooiiiiiiiieees 97 RINVOQ....ccoviiiiieeeiiine. 119 (PILOCARPINE)................. 80
REGRANEX .....ccccovveveiinnnn. 70  risedronate...................... 80,112 SAMSCA ... 92
RELAFENDS...........coee. 43  RISPERDAL.......ccoouvveeenn. 54 SANCUSO......coovvvieeinnnn. 98
RELENZA DISKHALER.....4 RISPERDAL CONSTA....... 54 SANDIMMUNE.................. 22
RELEUKO...........cccuuun 103 risperidone..............c..ouuue....... 54 SANDOSTATIN.................. 22
RELEXXII........ccoviiiiiinnee. 54  risperidone microspheres......... 54 SANTYL...ooovviiiiiiiiiieeeee, 70
RELISTOR.......cceeviiiiees 98 RITALIN......cccoeviiiiiiee 54 SAPHRIS........coooviiiie. 54
RELPAX ..., 32 RITALINLA..........ceevin. 54 sapropterin..............ccceeennn.... 92
RELTONE......cccooiiiiiienne 98  Fitonavir..........ccccccoovveiiieennnnn 4 SAVAYSA. ..., 64
REMERON......cccooeieeeennnn. 54 rivastigmine................cccoceeuun. 36 SAVELLA........ccooovvvvviiiinnn, 119
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Saxagliptin............ccceeuveeeenn.. 90 SITAGLIPTIN.......c.eeeeenneee. 90 SPIRIVA WITH
saxagliptin-metformin............ 90 SIVEXTRO.....cccccvvvviiiiiiiinnnns 9 HANDIHALER................. 136
SCEMBLIX...............c 22 SKYCLARYS....ccoooeeieieins 36 spironolactone........................ 62
scopolamine base.................... 98 SKYLA.................... 123 spironolacton-
SECUADO.....cccoeeeeieeeaannn. 55 SKYRIZI......cooovvvvvvinnnnnn. 68,98  hydrochlorothiaz.................... 62
SEGLENTIS.......cooviiieees 41 SKYTROFA........cccoecn.. 104 SPORANOX.....cccoceevvviiiieens 2
SEGLUROMET................... 90 SOAANZ....cooiicieieeeeennn. 62  sprintec (28) ...ooeeeeeeeieeiiinnann, 125
selegiline hel..............vvvvuennn. 31  sodium chloride...................... 80 SPRITAM....ccooovvieiiieeeeeennnnn. 29
selenium sulfide...................... 68  sodium chloride 0.45 %.......... 140  SPRIX....ccoooiiiiiiiiiiiee, 43
SELZENTRY ......ccccceiiiiin. 4 sodium chloride 0.9 %............. 80 SPRYCEL....cccooeveiinnn. 22
SEMGLEE(INSULIN sodium chloride 3 %% sps (with sorbitol) .................. 81
GLARGINE-YFGN)........... 90  hypertonic..........cccccuvunnn..... 140 SFORYX.ccooeecciiiiiiiiieeeeeeee, 125
SEMGLEE(INSULIN sodium chloride 5 %% 7 F 71
GLARG-YFGN)PEN........... 90  hypertonic..........cccceuvuunn..... 140 STALEVO 100.........cccee........ 31
SENSIPAR ..o, 92 SODIUM OXYBATE STALEVO 125....cccceeeviee. 31
SEREVENT DISKUS......... 136 (PREFERRED NDCS STALEVO 150.......cccovunnnnnn. 31
SEROQUEL.......cccvvvreennnn 55 STARTING WITH 00054)... 55 STALEVO 200.......cccccceee...e. 31
SEROQUEL XR................... 55 sodium phenylbutyrate............ 80 STALEVO 50.....ccccceveeeennnnn. 31
SEROSTIM.........cccvvvvrree. 104 sodium polystyrene sulfonate.. 80 STALEVO 75.....ccccccceeeennn. 31
SERTRALINE..................... 55 sodium,potassium,mag STEGLATRO....................... 90
sertraline...............ccceeeeeuvunnnn.. 55 sulfates..........ccoeeeeeieeinnnnnn 98 STEGLUJAN.....ccccceveeins 90
Stlakin .........cccouvveeeeeiiinaaann, 125 SOFOSBUVIR- STELARA........coeieeee 69
SEYSARA. ... 13 VELPATASVIR.........c......... 5 STIMUFEND..................... 104
sharobel................ccccoeeeu... 122 SOGROYA......cooovviveeen, 104 STIOLTO RESPIMAT....... 136
SHINGRIX (PF)................. 106 SOHONOS.........ceevviieeene, 80 STIVARGA.......cccoevvee. 22
SIGNIFOR.......cccevviiirees 22 solifenacin................ccu....... 138 STRATTERA.........ccenn. 55
SIKLOS ..ot 22 SOLIQUA 100/33..........c....... 90 STRENSIQ...ccceeviviiieeeennnne. 93
sildenafil (pulmonary arterial SOLOSEC..........cooeeeii 10 STREPTOMYCIN............... 10
hypertension) ....................... 136 SOLTAMOX....................... 22 STRIBILD........cccccccc. 5
SILENOR ......ccccovviiiiieens 55 SOMATULINE DEPOT...... 22 STRIVERDI RESPIMAT.. 136
SILIQ...c e 68 SOMAVERT.......ccvvvrenn 92 STROMECTOL.................... 10
SHlodoSIN ... 139 SOOLANTRA.......ccevvneeee. 73  SUBLOCADE....................... 41
SILVADENE........cccovieee. 70 sorafenib.............ccccceeeeeeunnn... 22 SUBOXONE.......c.ccovvvieennn. 43
silver sulfadiazine................... 71 SORILUX........ccoeeiiiiiee. 68  subvenite.........ccccouvviiiiiieannnn. 29
SIMBRINZA. .......ccceeeennnn. 128 sotalol.........ccccoeeeeeeeeeceeceaannn. 58  subvenite starter (blue) kit..... 29
SIMLANDI(CF) sotalol af ..........ccccovvvvveviiiiiannn. 58  subvenite starter (green) kit... 29
AUTOINJECTOR............... 119 SOTYKTU......ccovvvvvviviiiinnnns 68  subvenite starter (orange) kit.29
SIMPONI.......cccoviiiiiannne 119 SOTYLIZE......ccooivvieannne. 58 SUCRAID.....ccccooviiiireanne 98
SIMVASTALiN .........ccccevrvvaannn... 66 SOVALDI.....cccovvvvvviiieeeeeens S5 sucralfate.............cccuuun.... 101
SINEMET ..o 31 SPEVIGO.....cccoociiiiiiieen, 68 SUFLAVE.......ccccccviiii, 98
SINGULAIR.........cccuuueee. 136  spinosad..............ccc.ceeeeeeennn. 78 SULAR....cccoiiiiiiii 62
STPOLIMUS .o 22 SPIRIVA RESPIMAT........ 136  sulfacetamide sodium............ 127
SIRTURO........oovvvvriiviiiiiiiinnns 9 sulfacetamide sodium (acne)..73
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sulfacetamide-prednisolone... 127 TAFINLAR................... 22,23  telmisartan-amlodipine........... 62

sulfadiazine........................... 13 tafluprost (pf)...ccoeeevevvnnnnn. 128  telmisartan-

sulfamethoxazole- TAGRISSO....ccovvviiiieeeees 23 hydrochlorothiazid.................. 62
trimethoprim............ccc....c...... 13 TAKHZYRO..................... 136  TENIVAC (PF)................... 106
SULFAMYLON................... 73 TALICIA.....ccooeieieeeeeen. 101 tenofovir disoproxil fumarate....5
sulfasalazine........................... 98 TALTZ AUTOINJECTOR..69 TENORETIC 100................. 62
sulindac..............cccocuveeeeennnn... 43 TALTZSYRINGE............... 69 TENORETIC 50................... 62
SUMALTIPEAN .....vvvvvvvviiennenens 33 TALZENNA....................... 23 TENORMIN......................... 62
sumatriptan succinate............. 33 TAMIFLU........ccovvvviririiiinnns 5 TEPMETKO.......cccooovvrrrrnnnnn. 23
sumatriptan-naproxen............ 33 tamoxifen.........cccceeeeeeeeeeannn. 23 terazosin..................c.cccccoo.... 62
sunitinib malate...................... 22 tamsulosin....................cc...... 139  terbinafine hcl.......................... 2
SUNLENCA.......cccceeiiiieens 5 TAPERDEX.......cccconnnnn.n. 83  terbutaline........................... 136
SUNOSI ..o, 55 TARGADOX.....cccccemvrirnannn. 13 terconazole........................... 123
SUPREP BOWEL PREP TARGRETIN............ouvee 23 teriflunomide.......................... 37
KIT i 98 tarina24 fe......ccooeeevivunniann. 125 TERIPARATIDE............... 112
SUTAB ..., 98 tarinafe 1-20eq (28) ........... 125 TESTIM.....ccoooviviiiiiieeeeee, 93
SUTENT ....cooiiiiiiiiiiiieees 22 TARPEYO.....ccooooviiiiiiens 83 testosterome.............cccooueenn. 93
SPEAQ .vvvvaaaaaaaaaaaciiiiiaaaaannnn. 125 TASCENSO ODT................. 36  testosterone cypionate............ 93
SYMBICORT........ccouue. 136 TASIGNA.......cccoiiiee 23 testosterone enanthate............ 93
SYMBYAX ..o, 55  tasimelteon.................c.oc...... 55 TETANUS,DIPHTHERIA
SYMDEKO........ccccceeernnnnn 136  TASMAR.......ccceiiiiiien 31 TOX PED(PF)....cccccovvveennn. 106
SYMFI....ooocooiiiiee, 5 tavaborole.............................. 75  tetrabenazine.......................... 37
SYMFILO............... 5 TAVALISSE....ccoooviiiiiis 64 tetracycline...............c.......... 13
SYMLINPEN 120................. 90 TAVNEOS.......cccoovvveein. 81 TEXACORT.....c...eevvrrreennn 77
SYMLINPEN 60................... 90 tazarotene.............ccueeeenn.... 73  TEZSPIRE.......ccccvvven. 136
SYMPAZAN.....cccovvvveeennnn. 29 TAZAROTENE.................... 73  THALITONE............cuu..... 62
SYMPROIC............cceeuunee..n. 98  1azZiCef cuuveeaaiiiiieeeee e 6 THALOMID..........ouvvernnn. 23
SYMTUZA ..o 5 TAZORAC........veeenn. 73 THEO-24.......cccvvvvveeen. 136
SYNALAR ... 77 TAZVERIK.........oovvvieen. 23 theophylline.......................... 136
SYNAREL.......ccovvveeei. 93 TDVAX ..o, 106 THIOLA......cccoviiiieiiieee, 81
SYNJARDY ....ccovvviiiiiieens 90 TECFIDERA.................. 36,37 THIOLA EC.......cccuvvveenne 81
SYNJARDY XR......cccoee...... 90 TECHLITE INSULIN thioridazine............................ 55
SYNTHROID............c......... 94 SYRINGE......ccoovvvven. 109  thiothixene..............cccceueennnn. 55
SYPRINE.......ccoovviiii. 81 TECHLITE INSULN THYQUIDITY ...coeevviiiienne 94
TABLOID......cccovviiiiieae 22 SYR(HALF UNIT)............. 109  tiadylt er............ccoeueeeveaannn.e. 62
TABRECTA.........ccceve 22 TECHLITE PEN NEEDLE 110 tiagabine...............cccuuveeennn. 29
TACLONEX.....ccccoviiiiiieanns 69 TEFLARO.....coooiiiiiiiin, 6 TIAZAC.......cooiiiiiiiiee, 62
tacrolimus......................... 22,71 TEGLUTIK...........coovvnrnnn. 81 TIBSOVO.....oovveiiiieeeennn. 23
tadalafil...............cccceeveeenn. 139 TEGRETOL.........cccvvvveeennn. 29 TICOVAC.....cccooeiiiiieeaan. 106
tadalafil (pulmonary arterial TEGRETOL XR................... 29 tigecycline...........ouuuiiieeeeann. 10
hypertension) oral tablet 20 TEGSEDI........cccoovvviveennenn. 37 TIGLUTIK.........eeevennne 81
PG e 136  TEKTURNA........cceoviiiee. 62 TIKOSYN. ..o 58
TADLIQ.....cooveiiieeeiie 136  telmisartan............................. 62  tiliafe...iiiiiiiiaiaannnnn, 125
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timolol maleate............... 62,127 TRADJENTA........ccccuveene. 90 TRIKAFTA......ccccceviiennn 137

timolol maleate (pf) ............. 127  TRAMADOL....................... 44 tri-legest fe.......ccoeeeeunnnnnnn.. 125
TIMOPTIC OCUDOSE tramadol...................ccceuuen.n. 44 TRILEPTAL........c.coovunnee.n. 30
(PE) e, 127  tramadol-acetaminophen........ 44 TRILIPIX............................. 66
tinidazole..................cccovvvvunn. 10 trandolapril........................... 62 tri-lo-estarylla...................... 125
LIOPTONIN ..o, 81  trandolapril-verapamil............ 62 tri-lo-sprintec........................ 125
tiotropium bromide............... 136  tranexamic acid.................... 123 trimethoprin............ccccceuun.... 14
TIROSINT................l 94  tranylcypromine..................... 55 tri-mili...ooeeeeeeeiiiiiiiiiii 125
TIROSINT-SOL................... 94 travasol 10 %o.......cccuuueene... 141 trimipramine.......................... 55
TIVICAY oo, 5 TRAVATANZ......ccoueenn. 128 TRINTELLIX..........ccun.. 55
TIVICAY PD............... S ravoprost.............cceeeeeeie.l 128  tri-nymyo.........ccovvvvvvvvvvnnnnnn. 125
Hzanidine ................cccoeevveeveunn. 38 TRAZIMERA...........c.......... 23 tri-sprintec (28) .....ccceeennn. 125
TLANDO. ..., 93  trazodome.............................. 55 TRIUMEQ......ccccooovvvvrrrrrrnnnn. 5
TOBI....ooiiiiiiiieeieee 10 TRECATOR.........ccceeeennne. 10 TRIUMEQPD.......cccveeeennn. 5
TOBI PODHALER.............. 10 TRELEGY ELLIPTA......... 137 trivora (28) ..ccceeveeveieenaan. 125
TOBRADEX.......ccccceeeennne 129 TRELSTAR.....cccceviiiiiens 23 tri-vplibra..........oooooeeeeen. 125
tobramycin...................... 10,126 TREMFYA....cococcoviiiiiinnn. 69 tri-vylibralo......................... 125
tobramycin in 0.225 % nacl.....10  treprostinil sodium.................. 62 TROKENDI XR................... 30
tobramycin sulfate.................. 10 TRESIBA FLEXTOUCH TROPHAMINE 10 %......... 141
tobramycin-dexamethasone.. 129 U-100.............ccoeveirrrvrnrennnnnn. 90  troSpiunt..........coeeeeennnnn 138
TOBREX......ccocciiiiiiiiinne 126 TRESIBA FLEXTOUCH TRUEPLUS INSULIN........ 110
TOFIDENCE...........cc....... 119 U-200.......cccoiiiiiiieeeeeeeeees 91 TRUEPLUS PEN NEEDLE

tolcapone..............ccccceeeeeennn. 31 TRESIBA U-100 INSULIN..OT i 110
TOLECTIN 600.................... 44 tretinoin (antineoplastic) ........ 23 TRULANCE.........cccuuvrreee. 98
LOIMELIN ... 44 tretinoin microspheres............ 73 TRULICITY ..coovvvvvviiiiiiiininns 91
TOLSURA............cccc 2 tretinoin topical...................... 73 TRUMENBA..................... 106
tolterodine.................c.......... 1388 TREXALL.......ceevvirirrennee 23 TRUQAP.....ccooiiiieeiiee, 23
tolvaptan..............ccccceeeeneee.... 93 TREXIMET.....cccceevvriinnnns 33 TRUVADA......cccoeeveiee. 5
TOPAMAX ....ccooivieeeiieeen, 29 TREZIX....coovviiiiiiieee, 41 TUDORZA PRESSAIR..... 137
TOPICORT ... 77  triamcinolone acetonide.... 78,82 TUKYSA ....ccooviiiiiiiiiiiiene. 23
topiramate........................ 29,30  triamterene..............cccoeeunennn. 62 TURALIO......cccccovvvrvrrrnnnnns 23
TOPROL XL......c..ccoeevnnnnn. 62  triamterene- twurqoz (28) cooeeeviiiiiiiiiiin, 125
LOFEMIfene............ccceeeeeevnnnne. 23 hydrochlorothiazid.................. 62 TWINRIX (PF)...ccoevveee.... 106
torsemide................ccccueeeaann. 62 TRIBENZOR.........cceee 62 TWYNEO.....ccooocciiiiii. 73
TOSYMRA ... 33 TRICOR.......coviiiirieee. 66 TYBOST....coooovviiiiiiiieee. 5
TOUJEO MAX U-300 riderm.........ccccovvvevviiieeeeaann, 78 tydemy......ccoueeeviiiiiiiiaann, 125
SOLOSTAR ......coevviiiiiieeans 90  trientine...........ccccceeeveereeennnnn. 81 TYGACIL....ccoovvvveeeiiieaene 10
TOUJEO SOLOSTAR U- TRIENTINE.......ccoviiiinne 81 TYKERB......cooooiiiiiiee. 23
300 INSULIN.........cccuvnnnneee 90 tri-estarylla.......................... 125 TYMLOS........ooooe 112
tovet emollient........................ 78  trifluoperazine........................ 55 TYPHIM VI................... 106
TOVIAZ....oovveeeee 138 trifluridine............................ 126 TYRVAYA.......ccoee 127
TPN ELECTROLYTES..... 140  trihexyphenidyl....................... 31 TYVASODPI................... 137
TRACLEER................ 136,137 TRIJARDY XR.......cccceeee. 91 UBRELVY...cooiiiiiiiin. 33
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UCERIS........cooo 98 VALTREX.....ccccoooiiiiniiiannn 5 VFEND.......ccii 2

UDENYCA.....ccovvveeeeeeee. 104 VANCOCIN.......cceeeeieieann, 10 VFENDIV...coooooiiiiiiiiiii, 2
UDENYCA VANCOMYCIM ..o 10 V-GO 20 111
AUTOINJECTOR............... 104 VANCOMYCIN................... 10 V-GO30....ooooeeiriiieeeeeen. 111
UDENYCA ONBODY ....... 104 vandazole............................. 123 V-GO40....ovvvvveeieeeeeeeeen, 111
ULORIC.........cvvvvveeeeeee. 111 VANFLYTA........ccoonieee. 23 VIBERZI..........ccccvvvinn 99
ULTRAVATE......cccuvveeee. 78 VANOS........oooieeeeeee, 78 VIBRAMYCIN..................... 13
UNASYN ..o 12 VAQTA (PF).....ccccovvnnnn 106 VICTOZA 3-PAK................. 91
UNIFINE PENTIPS........... 110 varenicline...................ouuvvunn. o S 7 A B 126
UNIFINE PENTIPS VARIVAX (PF)........c......... 106 vigabatrin.............cccccuvvveennnnne. 30
MAXFLOW ... 110  VARUBI..........cooo 99  vigadrone..............cccccuuuu..... 30
UNIFINE PENTIPS PLUS 110 VASCEPA.......ccoovviiee. 66 VIGAMOX.....coooceeveeeeennn, 126
UNIFINE PENTIPS PLUS VASERETIC........cooovvieiennns 62 Vigpoder.............ouuvuuiiiiiiinnnans 30
MAXFLOW ..o 110 VASOTEC.........cccvvvrrrree. 63 VIIBRYD......oooovvvviieiiee, 56
UNIFINE VECAMYL.....cooovvvviiennnn. 67 VIJOICE.........ccoovvvvvvieenee. 24
SAFECONTROL........ 110,111 VECTICAL...........covvve. 69 vilazodone.............................. 56
UNIFINE velivet triphasic regimen (28)125 VIMOVO............ccecvvvnnnnnnn. 44
SAFECONTROL PEN VELSIPITY ..., 99  VIMPAT....ccovviiieeeeee 30
NEEDLE.........ccooovvvieeenn. 111 VELTASSA....cooviiiieeeeees 81 VIOKACE.........cooovirie. 99
UNIFINE ULTRA PEN VELTIN.....cccooiiiiieiee 73  VIRACEPT........cooei. 5
NEEDLE.........ccooovvieiennn. 111 VEMLIDY ...ccccoiiiiiiieeeeeees 5 VIREAD.......cooviiiiiieee, 5
URITRTOId. ... 94 VENCLEXTA......ccovvvennee. 23 VITRAKVI........cco. 24
UPTRAVI.........ooeiiiinn 62 VENCLEXTA STARTING VIVELLE-DOT................. 122
UROCIT-K 10.......cuuu.e.e. 139 PACK.......ccooviiiiiiiiiecee, 23  VIVITROL.............ccouvnn 44
UROCIT-K 15...cccceeennnnnn. 139 venlafaxine..........ccccceeeeennnn... 56 VIVIOA........cccovvvviiiiiiiiinan, 2
UROCIT-K 5....cvvvvvveeenn. 139 VENLAFAXINE VIZIMPRO.............oovveeeee. 24
UROXATRAL.......ccuue.... 139 BESYLATE............cceonni. 56 VOGELXO......coovvvveveeeeennn. 93
URSO 250.....cciiiiiiiiiieeeeenn, 98 VENTOLIN HFA............. 137 VONJO..cooovvviiiiiiiii 24
URSO FORTE..........cc......... 98 VEOZAH.......ooooooeeeinn. 123 VOQUEZNA.......covvveee. 101
UFSOAIOL ... 98  verapamil.............ccccceeeuunnnnn... 63 VOQUEZNA DUAL PAK. 101
UZEDY ..o, 56 VERDESO.......cccccccceeeiinnnn. 78  VOQUEZNA TRIPLE PAK

VABOMERE........................ 10  VEREGEN.......cooovvveiiiinnn. TL e 101
VAGIFEM..........c...o. 122 VERELAN........ccoeeiiiinnnnn. 63  voriconazole............ccccceeen....... 2
valacyclovir.............cccccceeuvun.... 5 VERELANPM........cc........... 63 VOSEVI......cooooiieee, 5
VALCHLOR..............coe. 71 VERIFINE INSULIN VOTRIENT .....cccovvvviiieiens 24
VALCYTE.......ccooiiine 5 SYRINGE..........cocuunnn 111 VOWST .o 99
valganciclovir........................... 5 VERQUVO.....coooovviiiiieennnn. 67 VOXZOGO................... 93
valproic acid........................... 30  VERSACLOZ..........ccuuvn... 56 VRAYLAR.........ccccoennn 57
valproic acid (as sodium salt) .30  VERZENIO.......................... 23 VTAMA................ 69
VALSARTAN.......cccvvvr. 62 VESICARE........cccvvveeee. 138 VUITY .o, 127
Valsartan.............cccccvveenennnn... 62 VESICARELS.................... 138 VUMERITY ......coovviinn 37
valsartan-hydrochlorothiazide .62  vestura (28) .......ccccccuuuueeen.... 126  vyfemla (28) ......cccceuueunnn.... 126
VALTOCO.....cccccccvveieeeeinns 30 VEVYE.........i. 127 wylibra...........ccceeeeevenennnn.... 126

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 viii. 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 2024.
164



VYNDAMAX ..o 67 XIGDUOXR......cccvvveennnnn 91 ZEMAIRA.......cccooviiiicns 81

VYNDAQEL.......cccoeveen. 67 XIIDRA....cccooeeeiiieiee 127 ZEMBRACE SYMTOUCH. 33
VYTORIN 10-10................... 66 XOFLUZA......ccooiviviiieeans 5 ZEMDRI.......coovvviiaann. 10
VYTORIN 10-20................... 66 XOLAIR.......ccceeeenn. 137,138 ZEMPLAR......c...coeviiee. 94
VYTORIN 10-40................... 66 XOLREMDI.........cccoeee... 104 zenatane..............ccceeeeuvveenn. 73
VYTORIN 10-80................... 66 XOPENEX HFA................. 138 ZENPEP.......ccovviiiieee. 99
VYVANSE....cccooiiiiiee 57 XOSPATA.....ccooviveeeinnn. 24 zenzedi.......cooveiiiiiiiiinaaann 57
VYZULTA. ... 128 XPOVIO....cooeeiiiiiieeeiiieeen, 24  ZENZEDI......oooivvieeannn.. 57
WAINUA......ccooiiiieeee 37 XTAMPZAER.................... 41 ZEPATIER.....cccccovviiireannne, 5
WAKIX ..o, 57 XTANDI....coooviiiiiiiiiiiees 24 ZEPOSIA.......oooiiieee. 37
WATTAFIR ....oooeeeeaiieeeee 64  xulane.............cccoool 123 ZEPOSIA STARTER KIT
WEGOVY ... 81 XULTOPHY 100/3.6............ 91  (28-DAY).eeiiiieiiiieeeeen. 37
WELCHOL..........coviiiiies 66 XYOSTED......cceevviriireannnne. 93 ZEPOSIA STARTER
WELIREG........ccccvveeie. 24 XYREM.....oooooovviiiiiei, 57 PACK (7-DAY)..cccccvvveeannne. 37
WELLBUTRIN SR............... 57 XYWAV. .. 57 ZERBAXA. ..o, 6
WELLBUTRIN XL.............. 5T  Yargesd..........cccoeceeeeeennnnnn.. 93 ZESTORETIC..........cc...... 63
WINLEVI ..o, 73 YASMIN (28)..cceeeeiiiiiieanns 126 ZESTRIL......cccvvviiiiiiieen, 63
wixela inhub......................... 137 YAZ (28) e, 126 ZETIA........ccooooeeii 66
WYMZYA [ .ovvvvvaaaaaaaaaaaennnn, 126 YF-VAX (PF)...cccoovviiine. 106 ZETONNA......coooovvveeeeeennnn. 138
XACIATO....covvveiiiieeeae 123 YONSA ..., 24 ZIAGEN.....cccoiiiiiiiiicee, 5
XADAGO.....ccooviiiiiiainn 31 YUFLYMA(CF)....ccoouuee.n. 120 ZIANA ..., 73
XALATAN ..o, 128  YUFLYMA(CF) Al zidovudine..................ccceeuunnn... 5
XALKORI........ccoiiiieen. 24 CROHN'S-UC-HS.............. 119 ZIEXTENZO..........eennn. 104
XARELTO.....cccvvvveeeennn. 64 YUFLYMA(CF) ZILBRYSQ...oooviiiieeeeien. 38
XARELTO DVT-PE AUTOINJECTOR........ 119,120  zileuton...........ccccovvveeeennne... 138
TREAT 30D START............ 64 YUPELRI......cccoeeeennnn.. 138 ZIMHI ... 44
XATMEP....ccccooviiiieeenn, 24  YUSIMRY(CF)PEN.......... 120  ZIOPTAN (PF)....cccovveeennn. 128
XCOPRI.....ccooeeeee 30 yuvafem.......cccceeeeeeeeeeeeannnnn... 122 ziprasidone hcl........................ 57
XCOPRI MAINTENANCE ZAfEMY oo, 123 ziprasidone mesylate............... 57
PACK ..., 30 zafirlukast..........ccccceeeeennnn.. 138 ZIPSOR ......oovviiiiieien. 44
XCOPRI TITRATION zaleplon...........ccc.cceeeveevaannn. 57 ZIRABEV.....ooviieeiin.. 24
PACK ..., 30 ZANAFLEX.....ccocoovvvinnnenn. 38 ZIRGAN ..o, 126
XDEMVY ..o, 127  ZARONTIN.......cccviierene 30 ZITHROMAX......ccccovviverennn. 7
XELJANZ ..cocovviiieaan. 119 ZARXIO...coocoovviiiiieae 104 ZITHROMAX TRI-PAK....... 7
XELJANZ XR....ooovvviaaen. 119 ZAVESCA......ccciviiiie, 93 ZITHROMAX Z-PAK........... 7
XELPROS.......ccoiiiii. 128 ZAVZPRET....ccccoovviiieas 33 ZITUVIO.....ccooviiiiiiieees 91
XELSTRYM...coooooviiiiiieens 57 ZEGALOGUE ZOCOR .....cooviiiiiiieiiieee, 66
XENAZINE.....cccooiiiiiiann 37 AUTOINJECTOR................ 91 ZOLINZA.....ccccoviiiiaane. 24
XERESE....cccoiiiiiiiiiiien. 75 ZEGALOGUE SYRINGE...91 zolmitriptan............................ 33
XERMELO......cccooviviiiennne. 24 ZEGERID.......ccooiiiiannnn 101 ZOLOFT...ccceiviiiiiieeee. 57
XGEVA ..., 14 ZEJULA. ..., 24 zolpidem............cccccovveuueninnn. 57
XHANCE.......ccccoviiiieann 137 ZELAPAR........ccccoviiiii, 31 ZOMACTON........cceevvnen. 104
XIFAXAN ..o, 10 ZELBORAF.....ccccooiiiiiannnn. 24 ZOMIG.....ccooiiiiiiiiice, 33
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ZONALON.....coviiiiiee. 71

ZONEGRAN......ccooovvee, 30
ZONISADE......cccooevvvvi, 30
zonisamide ............................. 30
ZORTRESS ... 25
ZORYVE......ccccooviiieii, 69
ZOSYN IN DEXTROSE

(ISO-OSM)...ovvvieiiiieeieeee, 12
zovia 1-35 (28) coveeeeeeeanennnnnnn. 126
ZOVIRAX ..., 75
VA VN 5. ) 30
ZTLIDO....ccoooiiiiiiiiieeeee, 71
ZUBSOLV ....ccoooviiiiiiii. 44
ZURZUVAE......cccooeeiiiii, 57
ZYCLARA ... 71
ZYDELIG.........cccoovveeeeiii, 25
ZYFLO. .coovooiiiiiiiiiieee 138
ZYKADIA ..., 25
ZYLET ...ccooviiiiiiiiiiii. 129
ZYMFENTRA ..................... 99
ZYPITAMAG.......cccceeeeee. 67
ZYPREXA .....ccoooeeeiiiiin. 57
ZYPREXA RELPREVV...... 58
ZYPREXA ZYDIS............... 58
ZNYTIGA ... 25
VA A0 ), GO 10

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 viii. 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 2024.
166


http://www.express-scripts.com/

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 at a network pharmacy. Limitations, copayments and restrictions may

apply.

This formulary was updated on 08/26/2024. 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.

© 2024 Express Scripts. All Rights Reserved.
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